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Dr. Mary Litchford, PhD, RDN, LDN is an internationally recognized speaker, author, and 
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University of North Carolina-Greensboro. She is president of CASE Software & Books, a 
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Focused Physical Exam and Laboratory Assessment of Nutritional Status professional 
reference book and textbook chapters on drug-nutrient interactions and clinical assessment 
of biochemical and functional status. Dr Litchford is well-known for her ability to translate 
nutrition science into real world solutions for practitioners and patients.
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Abstract
Nutrition and health care closely related. More than 50% of adults worldwide have one or 
more nutrition-related chronic conditions related to poor quality eating patterns and 
insufficient physical activity. The Global Burden of Disease Study reported that poor diet was 
linked to more than 11 million deaths in 2017. Poor diet is detrimental to the health of adults 
with plentiful healthcare resources and those with limited healthcare resources.

The trajectory of declining nutritional status has an insidious onset with changes in appetite 
that lead to declining functional status, followed by impaired nutrient utilization resulting in 
malnutrition. Malnutrition is the lack of adequate macro and micronutrients resulting from 
not enough food, unbalanced diet, impaired nutrient absorption/digestion, or excreting 
nutrients more rapidly than it is possible to replace them. The physical and financial costs of 
declining nutrition status may lead to spending tradeoffs, higher health care costs and the 
need for higher level care services. 

Malnutrition and nutrient deficiencies are often overlooked or misdiagnosed. The etiology of 
malnutrition may be due to acute illness, chronic illness or environmental factors. It often 
develops during in-patient health care stays. The risk of or presence of malnutrition is 
reported in up to 80% of hospitalized older adults.

The trajectory of declining status can be accelerated with an unexpected change in medical 
status that leads to worsening nutritional and functional status. Malnutrition results in 
micro and micronutrient deficiencies leading to compromised body processes. Negative 
energy balance results in muscle mass being used for energy and reserves are depleted. 
Moreover, malnutrition results in more fatigue, frailty, lower physical activity, loss of muscle 
mass and strength including the muscles of mastication and tongue pressure.

While the cycle of declining nutritional status may have begun, the trajectory of decline can 
be redirected with client-centered preventive care. Malnutrition is a modifiable factor in 
declining health status. Nutrition interventions for client-centered care include:

• Screen all patients for malnutrition using a validated screening tool.
• Screen all older patients for frailty and sarcopenia using a validated screening 
tool.

• Screen or refer all patients who have indicators of a swallowing problem to 
swallowing therapist.

• Refer all patients at risk of or with malnutrition to a nutrition professional for 
individualized nutrition assessment. Use accepted criteria to define malnutrition 
(ASPEN or GLIM).

• Estimate energy requirements (indirect calorimetry preferred).
• Focus on food first. Provide 1.0-1.2 g high quality protein /kg body weight 
distributed at 25-30 g/ 3 times or meals/day.

• Encourage leucine-rich foods at every meal. (2.5-3.0 g/meal)
• Fortify meals with complete modular protein products or offer oral nutritional 

supplements between meals.
• Provide supplemental micronutrients if deficiencies are suspected or confirmed.
• Provide food and beverage consistency appropriate for the patient.
• Collaborate with the client to establish SMART goals to achieve nutrition and 
fitness goals.

• Collaborate with swallowing therapist and fitness professionals on client 
progress and modify plan as needed.

Sarcopenia and dysphagia are common consequences of declining nutritional status. 
Preventive care to address declining nutritional status is essential to redirect the trajectory 
of decline leading to sarcopenic dysphagia.
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Watch the 25 minute conference talk with Dr. Litchford and hear 
about THE RELATIONSHIPS BETWEEN PROTEIN MALNUTRITION AND 
SARCOPENIA IN PATIENTS WITH DYSPHAGIA, AND HOW IT CAN BE 
REDIRECTED WITH A PATIENT-CENTERED NUTRITIONAL 
INTERVENTION.

Interview with Dr. Mary D. Litchford  and find answers about:
1) How does dysphagia lead to malnutrition?
2) How does malnutrition affect food intake and swallowing?
3) How many quantities of protein an adult and older adult should be 
taken daily? Do these quantities of protein change in people with 
dysphagia?
4) What does good quality protein mean?
5) How do you nutritionally intervene or help a patient with dysphagia? 
And, what is the role of Oral Nutritional Supplements?

https://www.youtube.com/watch?v=8K2CfrGQ_wg

https://www.youtube.com/watch?v=dQhNknXqcRo


