
monitoring of the upper-arm may be useful. 
A mid-upper arm circumference less than 
23 cm often indicates a BMI of less than 
20 kg/m2 (Figure 2).4,11

Nutritional goals
Once a patient has been assessed as at risk of 
malnutrition, it is important for a nutritional 
goal to be established. Goals will vary depend-
ing on whether the patient’s condition is stable 
or the patient is experiencing an acute exac-
erbation and whether comorbidities are pres-
ent. Weight gain is very difficult to achieve in 
the short period of time during a hospitalisa-
tion. In the acute setting, weight stabilisation 
may be a more appropriate goal. An approach 
to assessing and managing nutrition in patients 
with COPD is outlined in the Flowchart.

Recent reviews have challenged the his-
torical view that weight loss is an inevitable 
and irreversible part of COPD. It has been 
demonstrated that weight loss is, in fact, 
reversible and weight gain of 2 kg has been 
associated with functional improvements as 
well as reduced mortality in one study.7,12,13 
In malnourished patients with COPD, an 
increase in weight of at least 2 kg could be a 
therapeutic target. A referral to an accredited 
practising dietitian is recommended to assist 

with goal setting and tailoring nutritional 
interventions (Table 2). 

Therapies
Malnutrition in COPD is the result of a com-
plex interplay between a number different 
pathophysiological processes as outlined 
above. The management of malnutrition in 
this group of patients, as in any chronic illness, 
requires a multidimensional approach. Spe-
cific treatments for the disease itself, including 
bronchodilators, pulmonary rehabilitation 
and smoking cessation, may reduce symptom 
burden and exacerbation frequency and 
therefore improve appetite and mobility. The 

intent of this article is to provide some insights 
into the lesser known nutritional aspects that 
should be considered as an integral adjunct 
to established therapies. It is worth noting 
that in many of the studies of nutritional sup-
plementation the intervention has included 
a structured exercise program (i.e. pulmonary 
rehabilitation).

To some degree, treatments should be 
tailored to the likely mechanisms for the mal-
nutrition (Table 2). A multimodal approach 
to therapies (e.g. exercise program combined 
with dietary supplements and newer treat-
ments) is recommended to encompass the 
complexity of malnutrition in COPD patients. 

Figure 2. Measuring mid-upper arm 
circumference.

Flowchart. A suggested approach for GPs to assess nutrition in patients with COPD.

ASSESSING AND MANAGING NUTRITION IN PATIENTS WITH COPD

Document weight at every consultation

BMI <20 kg/m2 BMI ≥20 kg/m2 

Patient identified 
as being at 
nutritional risk

MST score ≥2, or 
mid-upper arm 
circumference 
<23 cm

Establish a nutritional goal
• Increase weight by 2 kg (if patient 

stable and not in hospital)
• Weight stabilisation (if patient is 

unwell or in hospital)

Review nutrition 
at next visit

Implement nutritional intervention
• Refer to an accredited dietitian 

(www.daa.asn.au/find-an-apd)
• Select intervention according to 

mechanism of nutritional 
depletion (Table 2)

• Monitor weight and oral intake

Weight loss of 
5% over 3 
months or 10% 
over 6 months

No or minimal 
weight loss

Abbreviations: BMI = body mass index;  
MST = malnutrition screening tool. 
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MST score <2 and 
mid-upper arm 
circumference 
>23 cm
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