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Background: Malnutrition is common in hospitalized patients, especially in critically ill patients and affects their
mortality and morbidity. However, the correlation between malnutrition and poor outcome is not fully understood.
Our hypothesis is that the nutritional effect on the patient’s prognosis would differ depending on the severity of the

disease.
Methods:

3,758 patients admitted to the intensive care unit (ICU) were observed retrospectively. Patients were

divided into well, moderate and severe groups, according to their nutritional status as assessed by their serum albu-
min level and total lymphocyte count (TLC). The severity of the disease was assessed by the Acute Physiologic
and Chronic Health Evaluation (APACHE II score). All patients were followed clinically until discharge or death
and ICU days, hospital days, ventilator days, and mortality rates were recorded.

Results:

Depending on the definition used, the prevalence of hospital malnutrition is reported to be 68.3%.

Hospital days, ICU days, as well as ventilator days of moderate and severe groups were longer than the well group.
In patients exhibiting mild severity of disease, moderate and severe malnutrition groups have 3 —35 times the mortal-

ity rate than the well group.

Conclusions: Malnutrition affects the prognosis of patients who have an APACHE II score ranging from 4—29
points. Active nutritional support may be more effective for patients with a disease of mild severity.
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Table 1. Demographic Data

Well-group (n = 1,192)  Moderate-group (n = 2,203)  Severe-group (n = 363) Total (n = 3,758)
Gender (M/F) 710/482 1,331/872 219/144 2,260/1,498
Age (yr) 582 £ 16.1 61.3 + 17.0* 60.9 + 17.4* 60.3 £ 16.8
Distribution of disease
Cardiovascular 164 (13.8) 391 (17.7) 66 (18.1) 621
Respiratory 290 (24.3) 533 (24.2) 76 (20.9) 899
Gastrointestinal 359 (30.1) 648 (29.4) 133 (36.6) 1,140
Renal 26 (2.2) 112 (5.1) 15 4.1) 153
Neurologic 297 (24.9) 372 (16.9) 54 (14.9) 723
Metabolic 28 (2.3) 50 (2.3) 2 (0.6) 80
Hematologic 2 (0.2) 14 (0.6) 514 21
Multiple trauma 19 (1.6) 72 (3.3) 12 (3.3) 103
Others 7 (0.6) 11 (0.5) 0 18
Operative status
Medical 276 (31.5) 980 (44.5) 206 (56.7) 1,562 (41.6)
Elective operation 744 (62.4) 987 (44.8) 106 (29.2) 1,837 (48.9)
Emergency operation 72 (6.0) 236 (10.7) 51 (14.0) 359 (9.6)

Values are expressed as n (%), mean + SD (age). *p < 0.05 compared to Well group.

Table 2. Clinical Outcomes of Patients

Well-group (n = 1,192) Moderate-group (n = 2,203)  Severe-group (n = 363) Total (n = 3,758)
APACHE 1I score 10.8 + 6.5 13.4 + 7.4% 155 + 83+" 128 £ 74
ICU days 32 £ 6.6 6.4 + 13.0% 7.8 £ 11.7* 55 + 11.3
Hospital days 256 + 31.2 32.8 + 47.4* 35.5 £ 45.7* 30.8 + 42.6
Ventilator days 6.0 + 11.8 11.9 + 19.9% 132 + 19.5% 104 + 182
Mortality rate (%) 7.1 22. 38.3% " 18.9

Values are expressed as mean * SD, %. APACHE II score: Acute Physiology and Chronic Health Evaluation II: *p < 0.05 compared to

Well group, Tp < 0.05 compared to Moderate group.
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Fig. 1. Mortalities depending on nutritional status. Malnutrition is

affected poor outcomes in patients who have same disease
severity.
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Fig. 2. The p values of nutritional status. Malnutrition is affected on the prognosis of the patients who have the 4—29 point APACHE II scores.
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