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Como quiera que el articulo que nos ocupa en esta
edicién de los Clésicos de la Nutricién fue escrito y
publicado en la revista norteamericana “Nutrition To-
day” hace ya més de 30 afios, pienso que es oportuno
examinar su relevancia para los que nos dedicamos
actualmente a la préctica de la Nutricién Clinica.

Y aunque 30 afos nos parece una enormidad en
términos de nuestra propia existencia (después de to-
do, en 1974 yo comenzaba mis estudios de Secundaria
Basica), en el decursar histdrico de la Medicina tal
actimulo de tiempo representa, en verdad, bien poco.
Si no, repasemos algunos de los hitos de las Ciencias
Médicas en este periodo: las modernas técnicas ima-
genoldgicas, con su capacidad para la reconstruccion
tridimensional de 6rganos e incluso fetos intra-iitero
(1, 2); el desarrollo tan vertiginoso de la Biologia Ce-
lular y Molecular, que trajo consigo las moléculas re-
combinantes, la clonacién de células, tejidos y seres
vivos (Hello Dolly! Where are you?), y que culmind
con la secuenciacién del genoma humano (3, 4)'; la in-
troduccién en la practica diagndstica diaria de las téc-
nicas inmunoanaliticas como el Radioinmunoensayo
(5, 6), que hicieron posible la refundacién de la Endo-
crinologia como una verdadera especialidad biomédi-
ca, y la identificacién de nuevas moléculas con pro-

' El nimero 5507 (correspondiente al mes de Febrero) del afio
2001 de la revista Science estd dedicado integramente al genoma
humano. Se presenta, ademds, una perspectiva histdrica de los
avances registrados en la Biologia Celular y Molecular.
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piedades hormonales?; la identificacidn de un retrovi-
rus como el agente causal de una enfermedad debili-
tante que luego serfa llamada SIDA (8, 9), unida al de-
sarrollo de los medicamentos para el tratamiento de
esta afeccion; y la irrupcién de la Computacién y la
Informatica en la practica médica para resultar en algo
tan maravilloso como la Telemedicina, son sélo algu-
nos entre los mds significativos en el desarrollo de la
Medicina como ciencia en el dltimo tercio del siglo
que recién concluy6 (el espacio de la columna no al-
canzaria para resefiarlos todos).

Luego, estos fabulosos logros trajeron consigo la
percepcidn de que no habria frontera en el conoci-
miento por alcanzar en la que la tecnologia no jugara
un papel predominante, e hicieron que los médicos
se olvidaran de las cosas simples de esta vida, y en
particular, de algo tan fundamental para la salud y el
bienestar del ser humano como lo es el estado nutri-
cional.

En aquellos afios, la desnutricion era vista como un
estigma consustancial a paises subdesarrollados, so-
ciedades en crisis, o grupos marginales en paises mas
afluentes econémicamente®. Asi que pensar que la
desnutricién podria también acompaiar a las enferme-
dades, e incluso ser precipitada y/o perpetuada por las
acciones del equipo de salud (como era la tesis del

2 En una nota afectiva, debo recordarle al lector que en aquellos
afios todavia se discutia la existencia de la Prolactina humana como
una entidad indistinguible biol6gicamente de la Hormona del creci-
miento (7). La hiperprolactinemia es hoy reconocida como la causa
de infertilidad en el 30-40% de las mujeres con trastornos mens-
truales.

* De hecho, fue precisamente en 1973-1974 en que el mundo
asistio, horrorizado, a las imagenes de las consecuencias de la se-
quia y la hambruna en las grandes comunidades humanas que habi-
taban el Sahel. El impacto de estos documentos visuales fue tan po-
deroso, que en cierta medida condujo al derrumbe de la esclerosada
monarquia del etiope Haile Selassie I.
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Dr. Butterworth) era algo peregrino (por decirlo de
una manera elegante). Y no era que la relacion entre
el estado nutricional del paciente y el fracaso de la in-
tervencion médico-quirtrgica fuera desconocida del
todo. En 1936, un cirujano, el Dr. Hiram O. Studley,
document6 que la pérdida del 20% (o mads) del peso
del paciente podia explicar gran parte de las compli-
caciones posquirtirgicas que ocurrieran (10). Cannon
y cols. (1944) anotaron el vinculo entre la deplecién
proteica y la infeccion posquirtdrgica (11), y Rhoads y
Alexander (1955) llamaron la atencién sobre los pro-
blemas nutricionales observados en pacientes en espe-
ra de una intervencion quirdrgica (12).

Con este articulo, Butterworth introduce el térmi-
no de “desnutricion iatrogénica” para describir los
trastornos en la composicién corporal del paciente
hospitalizado ocasionados por las acciones (u omisio-
nes) del equipo médico de atencién, a sabiendas de
que no era mas que un eufemismo para lo que (en su
opinién) realmente era una desnutricién-inducida-
por-el-médico. Para el autor resultaba chocante que el
médico (y por extension, el equipo bdsico de asisten-
cia del paciente) no pesquisara tempranamente y tra-
tara oportunamente los signos de la desnutricién del
paciente, maxime cuando estaba obligado, por su pro-
fesion, a proporcionar el mayor bienestar posible a
aquellos que acudian a él en busca de solucién y/o ali-
vio para sus males.

También habfa una razén préctica para el trata-
miento oportuno de la desnutricién. Butterworth ya
habia identificado una relacién entre el deterioro nu-
tricional del paciente hospitalizado y el tiempo y los
costos de la estadia hospitalaria: una vez declarada, la
desnutricion agravaba el estado clinico del paciente,
encarecia la asistencia médica y prolongaba su estan-
cia en la institucion, lo que a su vez, contribuia a acre-
centar el deterioro nutricional. Se cerraba asi un circu-
lo pernicioso que en muchas ocasiones conducia a la
muerte del paciente.

A fin de probar la hipétesis anterior, Butterworth
exponia los casos clinicos de 5 pacientes en los que el
estado nutricional no fue reconocido y atendido como
se merecia por el médico de asistencia, a pesar de la
presencia de un deterioro nutricional inobjetable, cau-
sado bien sea por la enfermedad de base y/o el inter-
namiento hospitalario prolongado. Asi, el articulo de
Butterworth se convierte en un buen ejemplo de lo
que en la actualidad se ha dado en llamar la “Medici-
na Basada en Evidencias”: no hay evidencia mejor pa-
ra demostrar la hipétesis avanzada por el autor que los
casos clinicos observados en la prictica médica dia-
ria, correctamente documentados. Una indagacion cli-
nica cuidadosa, exhaustiva e inquisitiva, complemen-
tada con los exdmenes de laboratorio necesarios y
oportunos, hubiera resultado en un diagndstico exac-
to, un tratamiento eficaz, y una mejor atenciéon médi-
ca. Pero seamos honestos: ;Cudntas veces hemos ob-
servado este paradigma? ;Cudntos casos como los
presentados por Butterworth no hemos visto nosotros
también como parte de nuestro diario desempefio?

(En cudntas ocasiones hemos reconocido tardiamente
la presencia de trastornos nutricionales en nuestros
pacientes, s6lo para indicar terapias correctivas caras,
engorrosas y, en definitiva, poco eficaces?

Sin embargo, el punto dlgido de la exposicion de
Butterworth (y donde radica su perdurabilidad) es la
identificacion de 14 précticas asistenciales considera-
das por el autor como inaceptables, por cuanto son
atentatorias del estado nutricional del paciente (tabla I).
(Exageracion? ; Animo tremendista? ;Deseos de pintar
la realidad mds negra y sombria de lo que cabe? ;Es
que estas practicas no han sido superadas hoy, después
de tanto tiempo transcurrido? Si nos remitimos al Estu-
dio Cubano de Desnutricién Hospitalaria (atn inédito)
concluido en el 2002, con 1905 pacientes encuestados
en 12 hospitales de 5 provincias de nuestro pais (6 de
ellos en la propia capital), veremos que:

— E159,0% de los pacientes no se pesa ni se talla
al ingreso (a pesar de que en el 82,0% de las ocasio-
nes se encuentra una balanza a menos de 50 metros de
la cama del paciente).

Tabla I
Prdcticas atentatorias del estado nutricional
del paciente hospitalizado
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—

Falla en registrar el peso y la talla del paciente.

2. Rotacioén frecuente de los integrantes del equipo de
atencion.

3. Dilucién de las responsabilidades en el cuidado del pa-
ciente.

4. Uso prolongado de soluciones parenterales salinas y
glucosadas como unica fuente de aporte energético.

5. Falla en registrar los ingresos alimentarios del paciente.

6. Ayunos repetidos debido a la realizacion de pruebas
diagnosticas.

7. Administracion de alimentos por sondas enterales en
cantidades inadecuadas, con composicion incierta, y ba-
jo condiciones higiénicamente inadecuadas.

8. Ignorancia de la composicion de las mezclas vitamini-
cas y otros productos nutricionales.

9. Falla en reconocer las necesidades nutricionales incre-
mentadas debido a la agresion o la enfermedad de base.

10. Conduccién de procedimientos quirdrgicos sin antes es-
tablecer que el paciente estd nutricionalmente éptimo, y
falla en aportar el apoyo nutricional necesario en el pos-
toperatorio.

11. Falla en apreciar el papel de la Nutricién en la preven-
cién y el tratamiento de la infeccidn; la confianza des-
medida en el uso de antibidticos.

12. Falta de comunicacidn e interaccion entre el médico y
la dietista. Como profesionales integrantes de los equi-
pos de salud, las dietistas deben preocuparse del estado
nutricional de cada uno de los pacientes hospitalizados
(Nota del Traductor: Enfatizado en el original).

13. Demora en el inicio del apoyo nutricional hasta que el
paciente se encuentra en un estado avanzado de desnu-
tricién, que a veces es irreversible.

14. Disponibilidad limitada de pruebas de laboratorio para

la evaluacién del estado nutricional del paciente; falla

en el uso de aquellos disponibles.

S. Santana Porbén



— E195,0% de los pacientes no se pesa evolutiva-
mente.

— En el 83,0% de los pacientes no se realiz6 una
determinacion de Albumina sérica al ingreso.

— En el 84,0% de los pacientes encuestados no
hay referencia alguna al estado nutricional.

— El médico de asistencia no registra el diagndsti-
co de desnutricidn, a pesar de anotar en la Historia
Clinica la consabida triada de Anorexia, Astenia, Pér-
dida de Peso.

Como le ocurre a todos los pioneros, Butterworth
no tuvo delante de si un camino desbrozado. Su articu-
lo fue publicado en un momento en que no se habia es-
tablecido la desnutricién hospitalaria como el problema
de salud que es hoy en dia. Las evidencias sobre la ex-
tension de la desnutricion hospitalaria eran mds bien
escasas y fragmentarias. El propio Butterworth recono-
ci6 que no disponia de datos concluyentes para mostrar
la gravedad de este fendmeno epidemioldgico. Casi un
afio después de la publicacion del articulo que estamos
resefiando, Bistrian, Blackburn, Hallowell y Heddle re-
portaron el que seria el primer estudio censal de la fre-
cuencia de la desnutricién en un drea hospitalaria, con
resultados totalmente desconcertantes (13) (tabla II).

Y ello nos traec nuevamente al leitmotiv de esta re-
sefla: no es necesario empefiar tecnologias excesiva-
mente caras para obtener un perfil nutricional comple-
to del paciente: s6lo bastan una pesa, un tallimetro,
una cinta métrica, un calibrador de pliegues (en honor
a la verdad, la dnica tecnologia cara en este ejercicio),
y las determinaciones hematoldgicas y bioquimicas de
rutina (cuyo costo total no superan la irrisoria cantidad
de $1.00/paciente). Sin embargo, todavia tropezamos
en nuestro quehacer con pacientes que, a pesar de te-
ner hechas imdgenes de TAC, no han sido pesados ni
tallados, y en los que se decide administrar Albimina
al 20% para mejorar su estado nutricional (sic)
(111227), sin que conste en la Historia Clinica el valor
corriente de la Albimina sérica (la concentracion plas-
madtica de esta globulina, determinada a peticion del
Grupo de Apoyo Nutricional de la institucién en la que
estoy insertado, fue de 33.0 g/L). En este caso particu-
lar, el imagendlogo advirtid, en el informe de la TAC,
la (casi) desaparicién del paniculo adiposo.

Butterworth tampoco disponia en el momento en
que publicé su articulo de todo el espectro de sondas,
catéteres, bombas de infusion, bolsas de nutrientes lis-
tas para usar, y otros insumos que constituyen nuestras
herramientas terapéuticas. La Nutricién Parenteral es-
taba aun en su infancia (14), y ni sofiar con la versatili-
dad que se ha logrado actualmente con la Nutricién
Enteral. Sin embargo, y este es otro de los mensajes
del articulo, una correcta intervencion nutricional no
tiene porque ser tecnolégicamente demandante®.

* No se interprete esto con un espiritu iconoclasta. Las tecnolo-
gias de Nutricion Artificial existen para ser usadas en el momento y
escenario que asf lo requieran. Lo que se quiere es advertir sobre el
uso indiscriminado y acritico de insumos que son caros, y que en
ocasiones, pueden convertirse en un factor de agresion al paciente.

Tabla II
Estado de la desnutricion en un hospital
municipal de los Estados Unidos

Indicador Desnutricion [%]
Peso/Talla* 21,0
Circunferencia Muscular del Brazo* 48,0
Pliegue Cutdneo Tricipital* 56,0
Albimina sérica < 35,0 g/L 54,0

* Suma de los grados moderados (60-90% del estdndar de referen-
cia) y graves (< 60% del estandar) de desnutricion.

Fuente: Bistrian BR, Blackburn GL, Hallowell E, Heddle R. Refe-
rencia (13).

El articulo de Butterworth estimuld el interés de
los investigadores en buscar estrategias mas costo-
efectivas para la identificacién y reconocimiento de la
desnutricion hospitalaria, atin cuando los dividendos
no se hayan obtenido inmediatamente. Bistrian y cols.
(1974) propusieron el Indice de Excrecién de Creati-
nina para el diagnéstico de la desnutricion (15).
Buzby y cols. (1980) (16) y Harvey y cols. (1981)
(17) desarrollaron sendos indices prondsticos para in-
crementar la efectividad del diagnéstico de la desnu-
tricién y evaluar el riesgo de desarrollo de complica-
ciones en el paciente desnutrido. Sin embargo, no fue
hasta 1987 en que Detsky y cols. (18) propusieron la
Encuesta Subjetiva Global (ESG) del estado nutricio-
nal del paciente, herramienta que recoge la percep-
cién subjetiva del examinador después de documentar
la historia de la pérdida reciente del peso, practicar un
interrogatorio orientado y realizar un examen fisico
somero. Es justo reconocer que la ESG se ha converti-
do con el pasar de los afios en el estdndar de eleccién
en el reconocimiento de la desnutricién hospitalaria.
30 afios después del primer reporte de la frecuencia de
la desnutricién en un hospital mediante marcadores
bioquimicos y antropométricos, un estudio muticén-
trico, multinacional devolvi6 estimados similares de
desnutricién hospitalaria después del uso de la ESG
(19).

En cierta medida, el modesto Editorial de Butter-
worth sirvié de impulso para la instalacién y el desa-
rrollo de la Nutricion Clinica como una especialidad
médica de aplicacion, y con ello, la introduccién de la
Nutricién Parenteral y Enteral como herramientas te-
rapéuticas insustituibles en la provisién de cuidados
de salud al paciente en cualquier entorno en que se en-
cuentre. Asimismo, el articulo de Butterworth fue el
motor impulsor para la aparicién de las sociedades
profesionales dedicadas al avance de la Nutricién Cli-
nica. Precisamente, la Asociacion [Norte] Americana
de Nutricion Parenteral y Enteral (ASPEN de sus si-
glas en inglés) se fundé en 1975. La Sociedad Euro-
pea de Nutricién Parenteral y Enteral (ESPEN) fue es-
tablecida pocos afios después, en 1980 en Inglaterra.

El articulo de Butterworth mantiene hoy una fres-
cura tal como si se hubiera escrito hace tan sélo una
semana. Gracias a esta comunicacién aprendimos a
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valorar no sélo las formas primaria (provocada por la
inaccesibilidad al alimento) y secundaria (causada y
asociada a la enfermedad de base) de la desnutricidn,
sino también la terciaria, esto es, aquella precipitada
y/o perpetuada por las acciones (u omisiones) de los
equipos de salud (20). Por ello, constituye una mues-
tra de nuestro reconocimiento a la labor del Dr. Char-
les E. Butterworth reimprimir su articulo en ocasién
del 30 aniversario de su publicacion primera®.

Quisiera cerrar esta resefia con 2 citas extraidas de
un articulo posterior de Butterworth para la Revista de
la Asociacién Médica (Norte)Americana, en ocasion
de la publicacion del trabajo citado de Bistrian y cols.:
“No tiene sentido gastar vastas sumas en ciertas areas
tecnoldégicamente complejas mientras que se ignora
un aspecto tan fundamentalmente importante como lo
es la Nutricién (...) La existencia de deplecién protei-
ca grave en el 30% de una poblacion hospitalaria (...)
parece desproporcionadamente elevada, no importa el
criterio. No hay duda que algunos o incluso muchos
de estos casos pueden ser evitados con los medios
existentes corrientemente. Bajo estas circunstancias,
la ocurrencia de atin un solo caso de desnutricién pre-
venible en el hospital es excesiva” (21).
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Biografia del Dr. Charles Edwin But-
terworth Jr. (Lynchburg, Virginia, 1923-
Birmingham, Alabama, 1998).

El Dr. Butterworth Jr. completé sus estudios de
pregrado en la Universidad de Virginia. Recibi6 el ti-
tulo de Medicina en 1948. En ese mismo afio se tras-
ladé con su familia a la Escuela de Medicina de la
Universidad de Alabama para completar su Internado
y Residencia.

En 1950 terminé un entrenamiento en Hematolo-
gia, y pronto le gano el interés en el metabolismo y la
sintesis del 4cido félico. Participd en los primeros es-
tudios sobre el tratamiento de las leucemias agudas
con la Aminopterina, un antagonista del dcido félico,
uno de las primeras drogas en la historia de la Medici-
na con las que se pudo inducir a remision una enfer-
medad maligna. También el Dr. Butterworth Jr. fue
testigo de los efectos milagrosos de la terapéutica en
la anemia asociada al embarazo, asi como en el trata-
miento de la mala absorcion y la anemia megaloblas-
tica observadas en el curso del esprue tropical. Estas
experiencias marcaron el interés de Butterworth por el
acido félico, que se mantuvo durante el resto de su ac-
tiva carrera como investigador.

Participé como cirujano en la Guerra de Corea
(1950 — 1951). A su regreso de la guerra, reanudo su re-
sidencia en Medicina Interna en la Escuela de Medici-
na de la Universidad de Alabama bajo la guia del Dr.
Tinsley Harrison. Al término de la residencia, continué
su practica profesional como médico militar, alcanzan-
do los grados de Mayor del Ejército de los EEUU.

Entre 1955 — 1957 sirvi6 en el Laboratorio de In-
vestigaciéon Médica Tropical del Ejército de los Esta-
dos Unidos, donde se dedicé al estudio del esprue tro-
pical. El Dr. Butterworth tuvo la oportunidad de
trabajar junto con el Dr. William H. Crosby, hemétolo-
g0, quien inventd la cdpsula para la realizacion de
biopsias intestinales que lleva hoy su nombre. Asi,
Butterworth estuvo entre los primeros en realizar biop-
sias transorales de yeyuno en pacientes con esprue, y
en describir las lesiones popias de esta enfermedad.

Como resultado directo de su involucramiento en
los estudios del acido folico, el Dr. Butterworth reco-
nocié tempranamente la importancia de la Nutricién
dentro de las Ciencias Bésicas de la Medicina, y que
todavia quedaba mucho por estudiar para entender sus
multiples papeles como causa de enfermedades y en
la terapéutica médica.

En 1958 renuncid a su carrera como médico mili-
tar, y regreso a la Escuela de Medicina de la Universi-
dad de Alabama para desempefiarse, primero como
instructor, y Profesor Asociado después, del Departa-
mento de Medicina.

Dado su interés en el 4cido folico, el Dr. Walter B.
Frommeyer, Jefe del Departamento de Medicina, lo
hizo responsable de una seccion dedicada al estudio
de las anemias nutricionales dentro de la Division de

Hematologia. En esta seccion Butterworth dirigié es-
tudios sobre la sintesis quimica del dcido félico, y la
digestion y absorcion de esta vitamina en modelos
animales y el hombre. Su labor permitié descubrir que
el Methotrexate, antagonista antineopldsico del 4cido
félico, se convertia en un derivado de los poligluta-
matos después de su digestion y absorcion, lo que
cambi6 radicalmente la comprensién de los mecanis-
mos de accién y la farmacologia de los anti-folatos.

De mucha mayor importancia fue el creciente invo-
lucramiento de Butterworth con la Nutricién Clinica, y
su percepcion de que existia una elevada frecuencia de
trastornos nutricionales graves entre los pacientes hos-
pitalizados. Decidido a cambiar semejante estado de co-
sas, durante afios libré una batalla casi en solitario para
mejorar el apoyo nutricional de los pacientes, eliminar
aquellas practicas que denominaba atentatorias del esta-
do nutricional del paciente hospitalizado, y fortalecer la
ensefianza de la Nutricion en las Escuelas de Medicina
de la nacion. En 1974, su articulo “The Skeleton in the
Hospital Closet” [El esqueleto en el escaparate del hos-
pital] estremecio a la profesion médica con sus observa-
ciones documentadas de lo que después se denomind
“desnutricion hospitalaria”, y sirvié para iniciar un cam-
bio favorable hacia la Nutricién en la Medicina. La in-
troduccién de los grupos de apoyo nutricional, conside-
rados actualmente indispensables para la buena atencién
del paciente, puede verse como un resultado de las reco-
mendaciones contenidas en el articulo de Butterworth.

En 1977 se fundé el Departamento de Ciencias de
la Nutricién de la Universidad de Birmingham, y But-
terworth fue designado como su Director. Su habilidad
como Director se demostré cuando reunié un equipo
multidisciplinario de investigadores (entre los que ca-
be mencionar al Dr. Roland L. Weinsier y la Dietista
Carol B. Craig), todos unidos por su pasién por la Nu-
tricion. Ello hizo posible que el recién fundado Depar-
tamento ocupara rdpidamente una posicion de lideraz-
go en toda la nacién, y que fuera uno de los primeros
en recibir un patrocinio del Instituto Nacional de Céan-
cer de los Institutos Nacionales de la Salud de los
EEUU para estudiar el papel de las deficiencias vita-
minicas (incluido el acido félico) como factores de
riesgo de desarrollo de ciertas formas de cancer.

La labor de Butterworth fue también instrumental
en la creacion de un laboratorio para la evaluacion
bioquimica del estado nutricional del ser humano,
evento que antecedi6 el establecimiento del Departa-
mento de Ciencias de la Nutricion.

Por su larga y distinguida carrera como médico, in-
vestigador y profesor, Butterworth recibié numerosos
premios y reconocimientos. Fue considerado por sus
compaiieros y amigos como un verdadero hombre del
Renacimiento, y siempre estuvo rodeado de jévenes
médicos e investigadores a los que asesoraba y aconse-
jaba en sus proyectos personales. Su muerte, ocurrida en
1998 debida al céncer, es todavia sentida por muchos en
la comunidad médica norteamericana y del mundo.
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The Skeleton in the Hospital Closet

As awareness of the role of nutrition in recovery from disease increases, physicians are

becoming alarmed by the frequency with which patients in our hospitals are being

malnourished and even starved. One authroity regards physician-induced malnutrition

as one of the most serious nutritional problems of our time.

by CHARLES E. BUTTERWORTH, Jr., M.D.
Noutrition Today 1974; 9:4-8

In recent years there has been growing concern
over the rapidly mounting costs of hospitaliza-
tion. In 1968, for example, short- and long-term
hospital care costs were $20,751,000,000 in a to-
tal national health expenditure of
$57.103,000,000, according to the Office of Re-
search and Statistics of the Social Security Admi-
nistration. Obviously, enormous savings could be
achieved if hospital stays could be shortened by
even a day, or prevented altogether. Under these
circumstances it seems strange that so little atten-
tion has been paid to the essential role of good nu-
trition in the maintenance of health, and particu-
larly in recovery from acute illness or injury.
Stranger still, however, is how frequently one sees
the hospital stay prolonged and the patients' suffe-
ring made worse by wthat we are now recognizing
as frank mismanagement, if not downright ne-
glect, of the patients' nutritional health in our
hospitals.

I am convinced that iatrogenic malnutrition has
become a significant factor in determining the
outcome of illness for many patients. (Since “ia-
trogenic” is merely a euphemism for “physician-
induced”, perhaps it would be better to speak
forthrightly and refer to the condition as “physi-
cian-induced malnutrition”. I suspect, as a matter
of fact, that one of the largest pockets of unrecog-
nized malnutrition in America, and Canada, too,
exists, not in rural slums or urban ghettos, but in
the private rooms and wards of big city hospitals.

Having patients in our hospitals who are mal-
nourished or starving only because they are there
may be nothing new. Perhaps it has always been so.

Dr. Butterworth is Professor of Medicine and Pediatrics and
Director of the Nutrition Program at the University of Alabama
in Birmingham. He is also Chairman of the Council of Foods
and Nutrition of the American Medical Association.
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Perhaps it's getting worse because of the rapid de-
personalization of patient care. One thing seems
certain, and that is that any physician who can re-
cognize the signs and symptoms of malnutrition
and starvation will have plenty to observe if he'll
lood around any large, city hospital.

Surely, the general public, most physicians, die-
titians, nurses and others involved in patient care
share the conviction that when a sick person com-
mits himself to the total, unquestioning care of
his doctor, his nutritional health, at least, should
be assured. Entering a hospital and placing oneself
in the hands of doctors engenders a feeling of se-
curity akin to that experienced by a fugitive when
he reached the sanctuary of the cathedral doors in
legendary times. Certainly one doesn't expect to
suffer because of the experience. Yet, there is evi-
dence that many people do, as I will show shortly
with case histories.

I believe that we are beginning to see the inevita-
ble consequences of the neglect of nutrition edu-
cation in our medical schools. While the princi-
ples of good nutrition are practiced in some
institutions and by some individuals, this seems
to be the exception rather than the rule. It is, the-
refore, fallacious for either the public or the medi-
cal fraternity to assume that good nutrition is au-
tomatically provided to hospitalized patients in
this country.

I find this situation particularly tragic in the fa-
ce of the technological advances that have been
made in some highly specialized areas of medial,
nursing, and dietetic care. It is well known, for
example, that malnutrition inteferes with wound
healing and increases susceptibility to infection.
It thus becomes imperative to ensure that preven-
table malnutririon does not contribute to the
mortality, morbidity, and prolonged bed-occu-
pancy rates of our hospital population. So it's ti-
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me to swing open the door and have a look at this
skeleton in the hospital closet.

During the last several years I have been involved
in the training of medical students and house offi-
cers, as well as in the evaluation and care of hospi-
talized patients. This has given me the opportu-
nity to observe the actual practices as they are
carried out under a physician's orders. Some of the
patients I obsered were desperately ill with compli-
cated illnesses, others had relatively minor or
straightforward problems. I have been concerned
that not enough attention is being given to the
overall nutrition needs of many patients. A patient
entering the hospital should know that he is served
by people with understanding and willingness to
put into practice the basis nutrition principles,
i.e., to look to such matters as caloric require-
ments under the stress of injury or infection. So-
mehow the fulfillment of these needs seems to be
regarded as divinely assured, simply because the
patient had reached the sanctuary of a hospital.

I am not speaking of any one hospital in these
observations. I have had the opportunity to visit a
number of hospitals, and to discuss the situation
with many physicians and nutrition scientists. As
aresult, I am convinced that the problem of hospi-
tal malnutrition is serious and nationwide.

Let me cite a few cases from my own experience
which I think are representative of a national pro-

blem.

Case #1

An 80-year-old white male was admitted to the
hospital because of ischemic gangrene of the left
foot and toes. During the previous year a diagno-
sis had been made of multiple, small brain-stem
infarctions caused by arteriosclerosis. As a result,
he had had difficulty in swallowing, and his food
itake had been limited for several months prior to
his admission. There had been as unspecified loss
of weight, but he did not appear to be grossly un-
dernourished. He was mentally clear and alert.

The day after he reached the hospital, he was
operated upon. A distal aortic prosthesis was im-
planted and, through a separate incision, a seg-
ment of femoral artery was replaced in the left
mid-thigh. Recovery and would-healing were une-
ventful, although he did require some ventilatory
assitance from time to tome.

e 4|

Hand and foot of the 46 year-old man discussed in Case #3. Noti-
ce erythema, hyperpigmentation, desquamation, and sharp margi-
nation.

Five weeks later an elective gastrostomy was
performed to facilitate feeding. On the eighth day
after the opening was made in his stomach, the su-
tures were removed; a few hours later the wound
opened, exposing and spilling the abdominal con-
tents. The incision was resutured at once under
general anesthesia. At the time of this repair, the
surgeon commented that, from the look of its ed-
ges, the incision appeared to have been freshly ma-
de and showed no evidence of healing.

Four days later, on the 50th hospital day, the pa-
tient was started on an injectable multiple vita-
min preparation. Prior to this time he had reces-
ved no oral or parenteral vitamin supplement of
any kind. He had been maintained primarily with
infusions of glucose and saline, limited quantities
of food taken orally, and small feedings through
the gastrostomy. The chart indicated a low level of
serum folate (1.48 mg/ml) at this time by the L.
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Scaly, desquamating, hyperpigmented skin lesions of the hand and
fingers in a young juvenile-onset diabetic following a two-month

period of inadequate dictary intake (Case #4).

casei method. But note this crucial fact: the mul-
tivitamin supplement ordered did not contain fo-
lic acid —the only vitamin in which the patient
was then proved deficient.

A nutrition consultation was requested on the
51st day. Only then was it discovered that the pa-
tient's body height and weight had not been recor-
ded at any time during his hospital stay. There was
evidence of a great deal of recent weight loss, ex-
cessive capillary fragility, and a suggestion of peri-
follicular petechiae. Blood levels of ascorbate (vi-
tamin C) and other vitamins were not measured
because he had received two injections of the mul-
tivitamin preparation, and it was considered more
important to continue therapy than to attempt
further diagnostic procedures. It was our impres-
sion, based on clinical grounds, that this man was
suffering from protein-calorie malnutrition and
scurvy. A program of tube-feedings with a balan-
ced commercial product was started, along with a
comprchcnsivc program of parcntcral vitamins,
including high doses of vitamin C. The wound
chaled uneventfully. Th epatient became partially
ambulatory. And he was discharged almost a well
man about two weeks later.

Comment—Notable among the deficiencies
known to inhibit wound ehaling are protein, zinc,
and vitamin C. There was no clinical or labora-
tory evidence of zinc deficiency, and he apparently
had been able to mobilize enough protein from
tissue stores to maintain serum protein at a nor-
mal level. Robert Hodges and his associates, then
at the State University of Iowa, have shown that
vitamin C depletion can occur within forty days
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The tongue of a 25 year-old woman with multiple nutritional defi-
ciencies seven months after ileal by-pass surgery for obesity had be-
en performed (Case #5). The patient complained of a sore, dry
tongue and lack of taste. She subsequently was found to have ab-
normally low levels of serum zinc and folate.

in normal human subjects on an ascorbate-free
diet.

The patient described above had probably been
on a Jow ascorbate diet for many weeks prior to ad-
mission, because of this difficulty in swallowing.
It is of incidental interest that vitamin C and folate
tend to occur together, for example, in orange jui-
ce and certain fresh vegetables. It is also of interest
to note that vitamin C tends to protect animals
from stress, probably because it plays a role in the
formation of adrenal corticosteroids. The adrenals
contain ascorbic acid in higher concentration that
any other body tissue. In addition, there is eviden-
ce that many drugs commonly given to hospitali-
zed patients increase vitamin C requierements.
Among these are aspirin, barbiturates, paraldehy-
de, diphenylhydantoin, and ether. Thus, a patient
whose stores of vitamin C are marginal could be-
come frankly deficient in that vitamin by the
stress of illness, by the requirements of wound-he-
aling, and by the administration of drugs or anest-
hetics that require ascorbate for detoxification and
excretion. It seems likely that in the case describe
above, nutrients were mobilized to permit adequa-
te wound healing after the first surgical procedure,
but tissue stores were exhausted by the time the se-
cond operation was carried out.

Case #2

Some twenty years before he was admitted to the
hospital, a 52-yeat-old man learned that he had aor-
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tic and mitral valvular heart disease. Three years be-
fore admission, he developed progressive cardiac
failure which could not be satisfactorily controlled
by conventional medical measures. At the time of
admission for elective openheart surgery, he was
described as “emaciated”. His body weight was 90
kg (120 1bs.) compard with his usual weight of
105.4 kg (135 Ibs.) He was found to have a bicuspid
aortic valce and a rupture chorda tendinae of the an-
terior leaf of the mitral valve. Each was replaced
with a Starr-Edwards ball-valve plastic prosthesis.
Postoperative management was complicated by
pleural effusio, a contamination of the mouth and
esophagus with candida fungus, fever, blood-stre-
am infection with an opportunistic organism (Se-
rratia marceescens), anorexia, ana anemia, with
low levels of serum iron. Eight weeks after the sur-
gical procedure, he weighed only 40 kg (88 1bs.)
This represented a loss of 14.5 kg (32 Ibs.) from
the pre-opertive weight. It was more than 40 per-
cent below his usual weight. During this time he
had been given regular low-salt meals, but a great
deal of the time, he had been unable to eat. Review
of the record indicated that, with the exception of
small doss of folic acid given because of hemolytic
anemia, he had not received any oral vitamin sup-
plementation, for at least the 35 days he spent in
the medical intensive care unit! At this time he ap-
peared cachectic, muscle asting was obvious. There
was minimal glossitis, along with extensive purpu-
ric lesions on the skin, particularly at injection si-
tes. Scalp hair was ealisy pluckable and came out
abundantly by the handful. Our diagnosis was
adult marasmus, or protein-calorie malnutrition.
With full awareness that his malnutrition might be
irreversible, he was placed ona program of compre-
hensive parenteral nutrition for approximately ten
days. However, the patient developed fever, multi-
ple pulmonary infarcts, shock, respiratory failure,
and died on the 83rd postoperative day.
Comment—This man probably represents a
classic case of iatrogenic, or perhaps more accura-
tely called hospital-staff-induced, protein-calorie
malnutrition which resulted in terminal starva-
tion. It is well established, but not adequately ap-
preciated, that such patients withstand infection
and injury poorly. For example, Nevin S. Serims-
haw at M.L.T. and other have shown clearly that
minor infections, even measles, can readily kill a
malnourshed child, although the true cause of de-
ath, malnutrition, seldom appears on the record

or in the statistics in such cases. The results, as in
this case, it that undue reliance is placed on anti-
biotics and little or no attention is paid to the fac-
tors that noursh the immune mechanisms and
support the repair process.

This patient should have been given comprehen-
sive nutritional support in the early postoperative
period, possibly even before the surgical procedure.
I venture to suggest that he would have survived if
this had been done. It is particularly distressing to
observe that, in the cause just described, an elegant
and technically complex open-heart surgical proce-
dure was sucessfully performed, at great expense to
the American taxpayer, yet, in my opinion, the pa-
tient died primarily from a failure to provide his
fundamental nutritional requirements.

Case #3

A 46-year-old male with a past history of alco-
holism and lead poisoning developed chronic
diarrhea and lost approximately 22.8 kg (50 1bs.)
during the six months prior to hospital admis-
sion. Physical examination revealed bilaterally
symmetrical scaly dermatitis of wrists, hands, an-
kles, and feet. An x-ray of the abdomen revealed
calcification of the pancreas. Laboratory studies
demonstrated anemia (PCV = 25) hypoalbumi-
nemia and hypocalcemia. A malabsorption work-
up was initiated. No vitamin supplements were
administered. On the seventh hospital day a phy-
sician's note on the chart read “doubt pellagra”.
On the eighth day a diagnosis of pellagra was ma-
de on clinical grounds by a consultant. Blood sam-
ples were taken and treatment was started at once.
There was dramatic improvement following the
daily administration of a multiple vitamin prepa-
ration plus 100 mg niacinamide daily. Although
blood levels of niacin, riboflavin, folate and vita-
min B, were reported as normal, the laboratory
reported subnormal levels of thiamin and ascorba-
te. In addition to vitamin therapy, he was given
supplemental pancreatic extract orally.

Comment—The normal blood niacin level is
not unexpected. Chronic pancreatic insufficiency
no doubt contributed to the syndrome of malnutri-
tion in this individual. However, it took eight days
to make a diagnosis that might have been made in
eight minutes. Appropriate therapy was delayed and
hospitalization was unnecessarily prolonged.
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Case #4

A 24-year-old male who had been an insulin-
dependent diabetic since age nine developed
nephrotic syndrome, peripheral neuropathy and
muscular atrophy. He was discharged from the
hospital and remained bedridden at home for ap-
proximately two months consuming a poor diet
without vitamin supplementation. Daily caloric
intake was estimated to be 400 to 500 calories.
When next admitted, he had widespread skin le-
sions, more pronounced on exposed surfaces,
and other clinical features compatible with pe-
llagra.

Comment—Although the long-range course
may not have been affected, a vitamin supplement
and better diet could have improved the patient's
sense of well-being and obviated the need for this
hospitalization.

Case #5

A 25-year-old female underwent an ileal by-
pass procedure seven months earlier. Subse-
quently, she developed a chronic illness characte-
rized by nausea, vomiting, diarrhea, intermittent
fever, jaundice anorexia, and musuclar weakness.
Body weight had declined from 150 kg (355 Ibs.)
to 103.6 kg (230 Ibs.). She had received regular
injections of vitamin B, ,, and an oral multi-vita-
min preparation that did not contain folate. The
thought of food became limited to a few servings
of vegetables and essentially no meat. Her tongue
became sore and she lost her taste for food.

Laboratory studies revealed anemia, hypopro-
teinemia, hypocalcemia, and hypomagnesemia.
Plasma folate (L. casei) was 1.04 ng/ml (normal 2
to 10.1), serum carotene was 24 g percent (nor-
mal > 50) and the serum B, was 2,084 pg/ml
(normal 160 to 900 pg/m]). Serum zinc was 54
pg percent (normal 60 to 148).

She was given total parenteral nutrition for a
period of two weeks via a central veour line inser-
ted through the subclavian vein. This provided
100 grams daily of protein (casein hydrolysate)
and 2,000 calories as glucose. In addition to the
vitamins and minerals given by the I. V. route, she
received a solution containing 20 mg of zinc sul-
fate orally three times daily for one week.
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There was a dramatic improvement in her sense
of well-being, mood, and strength. There was im-
provement in most laboratory indices, although
liver functioin and serum bilirubin remained ab-
normal. She was discharged with a good appetite,
weighing 135.1 kg (220 Ibs.).

Comment— The management of obesity is dif-
ficult at beast. A great deal more needs to be lear-
ned about the physiology of digestion and nu-
trient absorption in obese subjects such as the one
described. It seems certain, however, that more ca-
reful attention to the principles of nutritional
equilibrium would have greatly lessened some of
the discomfort and complications experienced by
this patient.

Admittedly, these are only five examples, cho-
sen for the purpose of calling attention to a se-
rious problem. There are many others. I would li-
ke to be able to tell you about renal dialysis
patients, patients with burns, cancer, diabetes,
and the many alcoholics. I assure you that, if space
permitted, I could cite a long list of hospitalized
patients who have endured similar experiences,
simply because basic principles of nutrition were
not observed by the attending staff.

These experiences have led us to start an infor-
mal review of in-hospital practices, in an effort to
gather statistical information and to get a better
understanding of the frequency and causes of nu-
tritional problems. Although the results must be
considered preliminary, some interesting results
are beginning to appear. Dr. Elizabeth Prevost, a
post-doctoral fellow in Nutrition in our institu-
tion, has recently completed a review of eighty
medical and surgical charts, selected only on the
basis that the patient had been hospitalized for
two weeks or more at the time of chart review. It is
our intention to review 100 such charts, but preli-
minary analysis indicates the following:

1. Body height was not recorded in 56 percent
of the cases. Thus, it was impossible to calculate
the patients ideal weight.

2. Body weight was not recorded in 23 percent
of the cases.

3. Body weight was not recorded during the
first seven days in 26 percent; and was not recor-
ded regularly in 43 percent.

4. Of 36 subjects whose data were suitable for
analysis, weight loss occurred in 22 (61 percent)

and it averaged 6 kg.
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5. Patients were not allowed any food by mouth
for an average of 3.1 days. It has not been possible to
tally the number of mels they missed altogether.

6. Hypoalbuminemia (< 3.0 gram-percent)
was present in 23 percent at admission and develo-
ped later in an additional nine, making a total of
37 percent. Orders relfected no apparent therapy
(in terms of diet or intravenous feeding) in fifteen
of these thirty cases.

7. Excluding patients on the hematology servi-
ce, anemia was present at admission in 37 percent;
another 16 percent of the patients developed ane-
mia while in the hospital. The staff's penchant for
taking blood samples from patients is probably a
contributing factor.

8. Fourteen patients were hospitalized for mo-
re than three weeks, without oral or parenteral vi-
tamin supplementation, although circumstances
of their illnesses and prior histories suggested the
possibility of nutritional inadequacy.

9. The hospital pharmacy issued 128,000
units of intravenous glucose during the year,
mostly liter-size bottles of 5 percent of 10 per-
cent glucose. Assuming that each unit represen-
ted a displaced meal, and 18 percent of all projec-
ted meals consisted of a bottle of glucose, this
figures out to be a nutritional deficit of 2,600 ca-
lories for each patient, each week.

10. Virtually all patients received expensive and
elaborate diagnostic studies, complex drug pro-
grams, or highly specialized surgical management.

We believe this preliminary analysis indicats an
urgent need for a nutrition survey on a statisti-
cally adequate national sample of hospitalized pa-
tients.

It seems abundantly clear that we are not making
appropriate use of information that is in our pos-
session for the care of the sick and disabled. This,
in my opinion, is inexcusable. In an effort to seek
out causes, so that suitable corrective action may be
taken, I have drawn up a list of undesirable nutrition
practices now taking place in our hospitals. I belie-
ve they exists to a greater or lesser extent in most
large U.S. hospitals today. The majority of these
deficiencies could be corrected by the application
of a little common sense and effort. In terms of be-
nefit to heath, and in contrast to the vast sums of
money being poured into certain areas of health ca-
re and research, relatively small investments in nu-
trition can pay rich dividends.

I have presented here evidence which suggests that
malnutrition is a common accompaniment to the
stress of illness among hospitalized patients. It un-
doubtedly contributes to increased mosrtality and
morbidity. Although when recognized, malnutri-
tion is usually revesible and prevenable, it often goes
unrecognized. Preliminary experience suggests the
need for a nutrition survey on a statistically adequate
national sample of hospitalized patients.

Many undesirable practices concerning the nu-
tritional care of hospitalized patients have their ro-
ots in Jong-standing neglect of nutrition in medical
education and in health care delivery systems.

Relatively modest revisions of attitude, admi-
nistrative effort, and financial support could re-
verse the neglect and pay rich dividends. There is
every justification, and an urgent need, for these
revisions to be made without delay. Readers of
Nutrition Today who are affiliated with a hospital
are encouraged to look at the nutritional practices
in their institutions. They shouldn't be surprised
to find a skeleton behind the first door they open.

Table I
Undesirable practices affecting the Nutritional health
of hospital patients

. Failure to record height and weight.

. Rotacion of staff at frequent intervals.

. Diffusion of responsability for patient care.

. Prolonged use of glucose and saline intravenous feedings.
. Failure to observe patients' food intake.

. Withholding meals because of diagnostic tests.

NN AW —

. Use of tube-feedings in inadequate amounts, of uncertain
composition, and under insanitary conditions.
8. Ignorance of the composition of vitamin mixtures and other
nutritional products.
9. Failure to recognized increased nutritional needs due to injury
or illness.

10. Performance of surgical procedures without first making cer-
tain that the patient is optimally nourished, and failure to give
the body nutritional support after surgery.

11. Failure to appreciate the role of nutrition in the prevention of
and recovery from infection; the unwarranted reliance on anti-
biotics.

12. Lack of communication and interaction between physician
and dietitian. As staff professionals, dietitians should be con-
cerned with the nutritional health of every hospital patient.

13. Delay of nutrition support until the patient is in an advanced
state of depletion, which is sometimes irreversible.

14. Limited availabitily of laboratory tests to assess nutritional

status, failure to use those that are available.
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