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Objectives: Among older adults, malnutrition is common and is associated with increased risk for
impaired health and functionality, conditions further associated with poorer quality of life. In this study
of community-living older adults, our objective was to quantify outcome changes following identification
and treatment of malnutrition or its risk.
Design: Our intervention was a nutritional quality improvement program (QIP). The nutritional QIP
included: (i) education of participants about the importance of complete and balanced macro- and
micronutrient intake plus physical exercise, (ii) nutritional intervention with dietary counseling; and (iii)
provision of oral nutritional supplements (ONS) for daily intake over 60 days. Follow-up measurements
took place 30 days after ONS treatment ended, i.e., 90 days after start of intervention.
Setting and participants: We recruited 618 transitional-care, chronically ill, older adults (>60 years) with
malnutrition/risk (per Mini Nutrition Assessment-Short Form, MNA-SF) from the outpatient clinic of
Hospital Universitario San Ignacio, in Bogot�a, Colombia.
Methods: For pre-post comparisons, we examined cognition (Mini-Mental State Exam, MMSE), physical
abilities (Barthel Activities of Daily Living, ADL; Short Physical Performance Battery, SPPB), affective
disorder status (Global Depression Scale, GDS), and quality of life (QoL; EuroQoL-5D-3L, EQ-5D-3L;
EuroQoL-Visual Analog Scale, EQ-VAS).
Results: Participants were mean age 74.1 ± 8.7 y, female majority (69.4%), and had an average of 2.6
comorbidities with cardiovascular and respiratory diseases predominant (28.5%). QIP-based nutritional
intervention led to significant improvements in cognitive (MMSE) and physical functions (ADL and SPPB),
affective disorder status (GDS), and health-related quality of life (EQ-VAS); all differences (P < 0.001).
Self-reported QoL (EQ-5D-3L) also improved.
Conclusions and implications: Over 90 days, the nutritional QIP led to improvements in all measured
outcomes, thus highlighting the importance of addressing malnutrition or its risk among community-
living older adults. From a patient's perspective, maintaining mental and physical function are impor-
tant and further linked with quality of life.

Brief summary: For older, community-living adults, nutrition care can improve health and well-being
outcomes. Care includes screening for malnutrition risk, dietary and exercise counseling, and daily
nutritional supplements when needed.
ClinicalTrials.gov Identifier: NCT04042987.
© 2022 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/).
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1. Introduction

Worldwide, the number of people older than 60 years is ex-
pected to increase from 1 billion in 2019 to 1.4 billion before 2030
[1]. By 2050, the global population of older people is estimated to
more than double to 2.1 billion [1]. As such, older people and their
families, communities, and governments need to develop strategies
and systems that can promote aging well. When older people were
asked what it meant to age well, they highlighted maintaining
physical health, preserving good mental health, and having a sense
of well-being [2]. Such factors are particularly important to older
people who want to continue living independently in their com-
munities [3,4].

Good nutritional status is an important determinant of health in
aging; adequate nutrition is foundational for proper function of all
body systems [5]. In South America and around the world, older
adults are vulnerable to malnutrition, especially undernutrition,
when they have chronic disease or are recovering from an acute
illness, surgery, or injury [6e11]. Malnutrition is defined as inade-
quate intake or uptake of nutrition, conditions that predispose to
altered body composition and body cell mass, in turn leading to
diminished physical and mental function and impaired clinical
outcomes from disease [12]. Evidence shows that poor nutritional
status is associated with lower physical function [13], poorer
quality of life (QoL) [14], and shorter survival [15,16].

Recognizing risk for malnutrition in community-living older
adults is thus an important public health goal, yet this goal often
remains unmet in Latin America and elsewhere in the world [17].
Based on an extensive review of Latin American studies (66 studies,
12 countries), results revealed that malnutrition or its risk was
highly prevalent among patients admitted to hospital from the
community, i.e., in the range of 40%e60% [18]. Global studies have
shown benefits of identifying and treating malnutrition risk among
community-living, older adults [7,19,20], but our recent research
report presented results for the only study of this kind in a Latin
American countrydColombia [21]. For that study, we applied a
nutritionally focused Quality Improvement Program (QIP) over a 90
day interval; post-QIP results showed more favorable measures for
nutrition-related parameters in older people, i.e., greater Mini
Nutrition Assessment-Short Form (MNA-SF) scores, calf circum-
ference (CC) increases, and better body mass index (BMI) values
[21]. Similar use of nutritionally focused QIPs for care of hospital-
ized patients in the United States (US) led to improved health
outcomes and lower costs of care [22,23].

In the present report, we extended our prior observations from a
nutritional QIP in Colombia [21] by analyzing additional outcomes
for the community-living, older adults who were enrolled from an
outpatient clinic in Bogot�a. The current analysis quantified overall
indicators of health and well-being (physical capabilities, cognitive
function, affective disorder status, and QoL).Wemeasured scores in
each subfactor category before and after enrollees took part in a
comprehensive, nutritionally focused QIP.

2. Methods

2.1. Study participants and ethical approval

We recruited older adults (>60 years) with malnutrition or its
risk using a validated Spanish version of the Mini Nutrition
Assessment-Short Form (MNA-SF, score 0e7 malnourished, 8e11 at
risk for malnutrition) at the outpatient clinical setting of the Hos-
pital Universitario San Ignacio, in Bogot�a, Colombia [24,25]. We
excluded candidates with advanced dementia (Reisberg Global
Deterioration Score � 6) [26]; delirium; intolerance or allergy to
oral nutritional supplements (ONS); or life expectancy less than 90
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days. Our study population included many individuals considered
to be in ‘transitional care,’ a critical period for people living with
long-term conditions recovering from acute disease or hospital
stays but not yet healthy enough to be fully independent in the
community and may require additional homecare or assistance
from caregivers. In this population, nutritional status becomes an
important risk factor for hospital readmissions, greater use of
healthcare resources, disease relapses, longer recovery times or
incomplete recovery, and even death.

Each participant (or his or her caregiver) signed an informed
consent form. Our study protocol was approved by the Ethics and
Research Committee of the Hospital Universitario San Ignacio and
was registered in ClinicalTrials.gov under Identifier: NCT04042987.

2.2. Intervention

As described previously, we used a multi-dimensional and
comprehensive nutrition-focused QIP with a nutritional interven-
tion for participants whoweremalnourished or at risk [27]. The QIP
included: (i) education of people living with long-term conditions
about the health importance of nutrition and physical exercise; and
(ii) nutritional intervention with dietary counseling and informa-
tion about the importance of physical exercise, and (iii) provision of
ONS for daily intake over 60 days. Parameters were measured at
baseline, with follow-upmeasurement 30 days after ONS treatment
ended, i.e., 90 days after the intervention began. The study took
place September 2019eJuly 2020. COVID-19 lockdown was imple-
mented in Colombia on March 19, 2020.

2.3. Outcome characteristics and measures

To examine the relationship between nutrition and aging, we
evaluated a combination of factors that reflect the extent to which
better nutritional care can support or restore health and well-being
in older adults. Specifically, we utilized tools to measure physical
capabilities, cognitive function, affective disorder status, and QoL
(Fig. 1).

2.3.1. Cognition
Weused the 30-pointMini-Mental State Exam (MMSE) to assess

cognitive function; MMSE is reported to be practical, reliable, and
valid [28,29]. When theMMSE scorewas greater in a follow-up visit
than in the initial visit, it was considered ‘improved.’ This indicator
yields scores between 0 and 30.

2.3.2. Locomotor/physical activity
To assess physical capabilities,weused Barthel's Index to score the

ability of study participants to perform usual activities of daily living
(ADL) such as feeding, bathing, grooming, dressing, and toileting [30].
The Barthel Index was selected as one of four most valid and reliable
psychometric instruments for assessing ADL in older community-
dwelling populations [31]. When the Barthel Index score was
greater in a follow-up visit than in the initial visit, it was considered
‘improved.’ This indicator takes values from 0 to 100 (responses have
values of 0, 5, 10, or 15 points); improvement is indicated by an in-
creaseof at least 5points in the index score. Thephysical performance
was measured by the Short Physical Performance Battery (SPPB)
consisting of three componentsdthe balance test, 4-m gait speed,
and5-times chair stand test [32]. SPPB scores range from0 to10, anda
score lower than 10 indicates mobility limitation.

2.3.3. Affective disorder status
We assessed affective disorder status by measurement of

depression using the 15-item instrument, Geriatric Depression
Screening Scale (GDS); the 15 items were chosen because of their



Fig. 1. Model for exploring the effects of nutrition on dimensions of health and well-being in our study of community-living older adults. These major factors were evaluated
by measuring characteristics in subfactor categoriesdcognitive, locomotor/physical activity, affective disorder status, and quality of life. Measured characteristics are listed in
unfilled rectangles. Abbreviations: MMSE, mini-mental state exam; GDS, geriatric depression score; EQ-VAS, EuroQoL visual analog scale; EQ-5D-3L, EuroQoL system for health-
related quality of life states in adults, consisting of five dimensions (mobility, self-care, usual activities, pain & discomfort, anxiety & depression); SPPB, short physical perfor-
mance battery.
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high correlation with depressive symptoms in validation studies
[33]. In the GDS, improvement was identified when the total score
was lower in the last measure with respect to the value reported in
the initial visit. This indicator takes values between 0 and 15.

2.3.4. Quality of life (QoL)
We used EuroQoL, a 2-part measure, to evaluate QoL in

community-living older adultsdself-reported QoL (EuroQoL-5D-
3L, EQ-5D-3L) and self-perceived health-related QoL on the Euro-
QoL Visual Analog Scale (EQ-VAS) [34]. These measures are appli-
cable to a wide range of health conditions and treatments.

In the EQ-5D-3L index, the results of the five dimensions of QoL
were scored and summed. Each of the 5 dimensions (mobility, self-
care, habitual activities, pain/discomfort, and anxiety/depression)
were rated as values of 1, 2, or 3 where 1 indicates no limitation, 2
indicates some limitation, and 3 is the greatest limitation. The sum of
thefive dimensions of the EQ-5D-3L gives a total score between5 and
15. Improvementwasevidencedbya scoredecreaseof at least 1point.

In the EQ-VAS indicator, a self-assessment of health-related QoL
is reported on a vertical visual analogue scale from 0 to 100, on
which patients provide a global assessment of their health.
Improvement was identified when the value was higher in the last
measure with respect to the value in the initial visit. Improvement
was indicated by at least a 1-point score increase.

2.4. Statistical analyses

Descriptive analyses (means and standard deviations or counts
and percentages) were performed to assess the characteristics of
the overall patient population. Chi-Squared tests were used for pre/
post QIP comparison for all outcomes of interest. Adjusted multi-
variate logistic regression analyses were performed to assess the
impact of nutrition status and other key patient socio-demographic
parameters on the factors of cognition, locomotor/physical
1551
function, and affective disorder status. In factors with more than
one subfactor measured, pre-post comparisons were also made. To
summarize outcome changes via logistic regression analysis, all
results were dichotomized by assigning values of 1 or 0. A value of 1
was used if the final category was superior to baseline category,
while 0 was used if the status remained the same or declined.
Participants with missing data in variables of interest were
excluded from the analysis. The significance level was defined as a
significant confidence interval, and all analyses were performed
using STATA 14® (College Station, TX: StataCorp LP).

3. Results

3.1. Recruitment and enrollment of participants

Of the 707 participants recruited to the study, 30 participants
withdrew or were excluded before the baseline visit because of
updated enrollment criteria, leaving 677 participants. Of these, 618
participants completed the QIP.

3.2. Demographic characteristics of enrollees at baseline

As reported previously, the mean age of study participants was
74.1 ± 8.7 years, and 69.4% of the sample was female [27]. The
overall mean number of comorbidities was 2.6 (±1.5) [21]. Car-
diovascular and respiratory diseases were the most frequent di-
agnoses in the overall population (28.5%), followed by cancer
(10.5%) and thromboembolic, hematological and endocrinological
diseases (8.4%).

3.3. Improvements in nutritional status with QIP

After QIP intervention, 324 participants (52.4%) had improve-
ment in nutritional outcomes, as reported earlier [21]. Nutritional
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outcomes weremeasured byMNA-SF scores and calf circumference
(a proxy for leg muscle mass) measures along with nutrition-
related anthropometric determinations of body weight and body
mass index (BMI).

Improvements in locomotor or physical activities measures
(SPPB, Barthel), in affective disorder status (GDS), in cognition
(MMSE) and in health-related QoL (EQ-VAS).

Following intervention, study participants had significant im-
provements in measures of physical, affective disorder status, and
cognitive function, along with improvement in QoL (Table 1). For
overall SPPB scores, 48% of participants showed significant
improvement. The SPPB component measures of balance, gait
speed, and five-times chair stand were improved for 56%, 53%, and
58% of participants, respectively (Table 1). Among participants with
the greatest ADL impairment (Barthel score < than 80 points), 71%
showed improvement post-intervention; 44% of minimally
impaired participants (Barthel score < 95 points) also showed ev-
idence of improvement. In addition, we observed marked and
significant improvements in measures of affective disorder status,
cognition, and self-perceived health-related QoL.

3.4. Overall quality of life

In the full population of participants (n ¼ 618), most scores
related to components of the self-reported overall QoL measures
(EQ-5D-3L) improved after the nutritional QIP. These included
relative increases in the percentage of participants having no
problems with mobility (þ4.1%), no problems with self-care
(þ1.4%), no pain or discomfort (þ14.2%), and a relative increase of
participants reporting that they were not anxious or depressed
(þ9.7%), as summarized in Table 2. We found a decrease in the
percentage of participants reporting ‘no problems with performing
usual activities.’ On the other hand, an increased proportion of
Table 1
Proportion of participants with malnutrition or risk who had post-QIP measurable imp
disorder status (GDS), in cognition (MMSE) and in health-related QoL (EQ-VAS).

Locomotor/physical activities
SPPB
Improved-participants with baseline less than 9 points
P value
Components of SPPB
Improved balance-participants with baseline less than 4 points
Improved gait speed-participants with baseline less than 4 points
Improved 5-times chair stand-participants with baseline less than 4 points
P value
Barthel index-ADL
Improved-participants with baseline less than 95 points
Improved-participants with baseline less than 80 points
P value
Affective disorder status
Geriatric depression scale-GDS
Improved-participants with baseline more than 6 points
P value
Cognition
Mini-mental state exam-MMSE
Improved-participants with baseline less than 26 points
Improved-participants with baseline less than 24 points
P value
Health-related quality of life
Health-related QoL-EQ-VAS
Improved-participants with baseline less than 60 points
Improved-participants with baseline between 60 and 80 points
Improved-participants with baseline more than 80 points
Improved-total
P value

Abbreviations: ADL, activities of daily living; MMSE, mini-mental state exam; GDS, ger
performance battery.

1552
participants reporting ‘some problems with performing usual ac-
tivities’ was likely a result of COVID-19 lockdowns limiting usual
activities (Appendix Table 1 on usual activities before and after
COVID-19 lockdown).

When assessing the impact of different nutritional and baseline
participant characteristics on outcomes of interest for the total
study population via regression analyses, we found that improved
nutrition status led to a higher probability of observing improve-
ments in physical function (OR ¼ 1.56, P ¼ 0.039) and affective
disorder status (OR ¼ 1.8, P ¼ 0.001). No significant effects were
observed for cognitive function and health-related QoL (Table 3).

Being of female sex and older than 75 years was associated with
higher odds of experiencing improved physical function (OR¼ 2.35,
P ¼ 0.001 and OR¼ 1.59, P¼ 0.028, respectively), while being older
than 75 years was associated with reduced probability of improved
affective disorder status (Table 3). Higher probability of improved
affective status and QoL was observed among participants with
more than 3 comorbidities. Finally, having a low calf circumference
(<30 cm) was associated with higher probability of reduced
improvement in affective status (Table 3).

4. Discussion

Results of our QIP study in Bogot�a, Colombia provide evidence in
support of nutritional interventions (nutritional education plus use
of ONS) to improve outcome measures of locomotor/physical ac-
tivities, cognition, affective disorder status, and QoL for older,
community-living adults with malnutrition or its risk receiving
outpatient care. The QIP stimulates collaborative efforts of health-
care professionals and patients through (i) education of older adults
living with long-term conditions about the health importance of
complete and balanced macro- and micronutrient intake plus
physical exercise; and (ii) implementation of nutritional
rovement in locomotor or physical activities measures (SPPB, Barthel), in affective

N Percent Total

197 48% 407
<0.001

68 56% 122
211 53% 398
231 58% 396
0.001

121 44% 272
20 71% 28
<0.001

158 84% 187
<0.001

108 75% 144
48 72% 67
<0.001

120 76% 157
88 65% 136
73 22% 325
281 45% 618
<0.001

iatric depression score; EQ-VAS, EuroQoL visual analog scale; SPPB, short physical



Table 2
Self-reported QoL by EQ-5D-3L at baseline and after nutritional QIP.

Dimension/level Baseline (n ¼ 618) Final (n ¼ 618) P value

N (%) N (%)

Mobility
No problems in walking about 560 (90.6%) 583 (94.3%) <0.001
Some problems in walking about 57 (9.2%) 35 (5.7%)
Confined to bed 1 (0.2%) 0 (0%)
Self-care
No problems with self-care 598 (96.8%) 607 (98.2%) <0.001
Some problems washing or dressing myself 16 (2.6%) 10 (1.6%)
Unable to wash/dress 4 (0.6%) 1 (0.2%)
Usual activities
No problems with performing my usual activities 319 (51.6%) 282 (45.6%) <0.001
Some problems with performing my usual activities 281 (45.5%) 328 (53.1%)
Unable to perform my usual activities 18 (2.9%) 8 (1.3%)
Pain
No pain or discomfort 261 (42.2%) 298 (48.2%) <0.001
Some pain or discomfort 337 (54.5%) 316 (51.1%)
Extreme pain or discomfort 20 (3.2%) 4 (0.6%)
Anxiety
Not anxious or depressed 307 (49.7%) 337 (54.5%) 0.043
Moderately anxious or depressed 275 (44.5%) 278 (45%)
Extremely anxious or depressed 36 (5.8%) 3 (0.5%)

Table 3
Odds of experiencing improved physical activities, cognitive function, and health-related QoL based on improved nutritional status, female gender, age >75 years, >3
comorbidities, and low calf circumference (<30 cm).

Model Improved physical function Improved cognitive function Improved health related-QoL Improved affective disorder status

Independent
variables

Odds ratio P-value CI 95% Odds ratio P-value CI 95% Odds ratio P-value CI 95% Odds
ratio

P-value CI 95%

Improved
nutritional
status

1.56 0.039 [1.02e2.38] 0.85 0.361 [0.61e1.20] 1.29 0.126 [0.93e1.80] 1.8 0.001 [1.29e2.52]

Female sex 2.35 0.001 [1.42e3.91] 1.04 0.835 [0.72e1.50] 0.75 0.113 [0.53e1.12] 1.03 0.855 [0.72e1.47]
>75 years 1.59 0.028 [1.05e2.40] 1.07 0.72 [0.75e1.50] 0.81 0.211 [0.58e1.12] 0.67 0.022 [0.48e0.94]
>3 Comorbidities 1.18 0.442 [0.78e1.79] 0.64 0.011 [0.45e0.90] 1.43 0.035 [1.02e1.98] 1.58 0.008 [1.12e2.2]
Low calf

circumference
(<30 cm)

1.49 0.062 [0.98e2.25] 1.09 0.607 [0.78e1.54] 1.07 0.67 [0.77e1.49] 0.64 0.008 [0.45e0.89]

n 618 517 618 618

Bold values have a significant p-value of <0.05.
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intervention with dietary counseling, and (iii) provision of ONS for
daily intake over 60 days, then conducting follow-up after an
additional 30 days.

Individuals who participated in the nutritionally focused QIP
had statistically significant improvements in scores for Barthel's
ADL Index, Mini-Mental State Exam, Global Depression Scale, and
EQ-5D-3L and EQ-VAS for patient-rated QoL. Taken together, these
findings are consistent with and extend our prior report on im-
provements in nutritional status in this Colombian outpatient
study group [21]. In that analysis, we found that the QIP-based
intervention led to better nutritional status at the 90-day follow-
up, as evidenced by significant improvements in MNA-SF scores
and calf circumferences, as well as nutrition-related anthropo-
metric measures (body weight and BMI) [21].

4.1. Perspectives and clinical implications of our study findings

Prompt identification and treatment of nutritional problems can
improve health outcomes and enhance QoLddifferences that are
important to older adults who want to continue independent living
in their communities [36]. We and others thus advise that older,
1553
community-living adults should be screened routinely for nutritional
issues [37]. Such nutritional screening is now usedwhen older adults
are diagnosed with chronic or acute health conditions [38,39] or
when they are admitted to hospitals or care homes [40,41]. However,
routine screening is not yet common for older people receiving care
at outpatient clinics or in primary care practices. For these out-
patients, we urge nutritional screening and periodic rescreening at
intervals determined by individual clinical status.

Previously, an interplay has been reported between nutritional
health and cognitive, affective, and physical functionality [42e46].
About 10%e15% of older adults have clinically-relevant symptoms
of depression [42], which is a risk factor for dementia, functional
loss, poor QoL, andmorbidity andmortality [43].We thus recognize
that treatments to improve nutritional status could help to improve
and prevent cognitive decline and depressive symptoms in old age,
thereby promoting better functionality, QoL, and overall health.

4.2. The World Health Organization and healthy aging

To address population changes, the World Health Organization
(WHO) has led the way by conducting research and by building
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policies and strategies to facilitate healthy aging [1,47,48]. Accord-
ing to the WHO, healthy aging depends on functional (physical and
mental) abilities that enable well-being in older age [48,49].
Functional abilities allow people to be and to carry out what they
value, i.e., perceived QoL. Healthy aging happens when a person
develops functional abilities across a lifetime and sufficiently
maintains them in older age [1]. Functional abilities represent the
intrinsic capacity of the individual, characteristics of the environ-
ment where he or she lives, along with the interactions between
person and environment [49,50]. Intrinsic capacity is a combina-
tion of an individual's physical and mental capacities, while envi-
ronmental characteristics are home, community, and societal
factors that affect an individual's life (health and social policies,
residence, personal relationships, and attitudes and values) [49,50].

According to theWHO, intrinsic capacity is determined by status
in the subfactor categories of locomotor, cognitive, affective, vital-
ity, and sensory. Although we did not measure sensory aspects
(sight and hearing), there is notable overlap between outcomes
used in our current study report and theWHO definition of intrinsic
capacity and its component factors. In our current study, we
measured self-perceived QoL, which is consistent with the WHO
concept of environmental and social factors that affect well-being.

4.3. Other studies showing benefits from nutritional care

In our first-reported analysis of nutritional health in older,
community-living adults in Colombia, post-QIP results showed
improvements in measures of nutrition-related parameters, i.e.,
significantly greater MNA-SF scores, calf circumference increases,
and better BMI values [21]. Such nutrition-related findings reflect
WHO components underlying the subfactor ‘vitality.’ [49,50].

It is widely agreed that early recognition of malnutrition or its
risk offers greater opportunities to intervene and prevent wors-
ening of associated adverse outcomes. While many early studies
recognized disease-related malnutrition in hospitalized patients,
[51e53] practices for prompt recognition and treatment of
malnutrition or its risk have only recently been applied to older
adults living in the community [17,27,54].

4.4. Strengths and limitations of our study

This study is one of a limited number of studies to recognize and
address risk of malnutrition in community-living older adults. The
study used real-world QIP methods with systematic implementa-
tion of changes to nutrition-related processes. Notably, the QIP
strategy included a component for educating patient participants
on the importance of good nutrition and exercise in daily lifestyle.
Accordingly, participants were highly compliant with the ONS
nutritional intervention. We underscore that our study was con-
ducted in Colombia, a Latin American country known for its high
WHO ranking for providing low-cost but high-quality healthcare
[55].

This study has several limitations. First, the study was not
designed as a randomized, controlled trial, so we report associa-
tions rather than causeeeffect relationships. Secondly, participants
were aware of being enrolled in the study and may have altered
their behavior leading to a Hawthorne effect. Thirdly, we relied on
participants' self-reported data to confirm compliance with ONS
and to assess outcomes of interest. Fourthly, it is always important
to question whether the findings from a clinic in Colombia can be
generalized to older people receiving care at outpatient clinics of
other countries. Finally, in terms of data interpretation, we used
dementia as an exclusion criterion in this study due to possible
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ethical considerations in regard to informed consent. Therefore,
only 11% of our QIP participants had MMSE scores indicative of
cognitive impairment; this population may have limited our
chances of measuring whether nutrition can prevent or treat
cognitive deterioration. It has in fact been shown that poor nutri-
tional status is associated with worsened cognition [56,57].
5. Conclusions and implications

For community-living, older adults receiving care in an outpa-
tient clinic in Bogot�a, Colombia, we found that QIP-based identifi-
cation of those with malnutrition or its risk, dietary and exercise
education, and 60-day ONS use led to better nutritional status at
day 90 follow-up. We also observed significant improvements in
health outcomes that are important to older people living in the
community e maintaining or restoring physical function and
cognition, lessening likelihood of depression symptoms, and pre-
venting or delaying age-related declines in QoL.
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Appendix
Table 1
Changes in percentage of people who were able to perform usual activities before and during lockdown.

Before lockdown Initial Final

Freq. Percent Freq. Percent

No problems with performing my usual activities 186 52% 188 53%
Some problems with performing my usual activities 155 44% 161 45%
Unable to perform my usual activities 14 4% 6 2%
P-value <0.001
Total 355 100% 355 100%

During lockdown Initial Final

Freq. Percent Freq. Percent

No problems with performing my usual activities 133 51% 94 36%
Some problems with performing my usual activities 126 48% 167 63%
Unable to perform my usual activities 4 2% 2 1%
P-value <0.001
Total 263 100% 263 100%
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