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Abstract

Background: Considering the challenges of providing nutrition care in
resource-limited settings (RLSs), the International Working Group for
Patients' Right to Nutrition Care (WG) organized an expert meeting to propose
recommendations and strategies to promote access to nutrition care and
address disease-related malnutrition (DRM).

Methods: An online survey was developed to assess barriers to providing nutrition
care in RLSs and was completed by 58 respondents from low- and middle-income
countries between July and August 2024. During the European Society for Clinical
Nutrition and Metabolism (ESPEN) Congress in Milan on September 9, 2024, a
panel of 30 experts discussed the results of the survey and built consensus state-
ments aimed at defining strategies and recommendations required to address
barriers to accessing disease-related nutrition care in RLSs.

Results: The survey and expert consensus panel opinions indicated that there are
barriers to delivering quality nutrition care in these settings including low or a lack
of medical awareness, patient and family knowledge about DRM and its impact,
nutrition risk screening and care implementation, reimbursement, medical devices,
adapted diets, nutrition protocols, and access to home medical and nutrition
therapy. Gaps identified included (1) epidemiological data and evidence for best
practices; (2) education, training, and capacity building; and (3) strengthening
health systems.

This paper was jointly developed by Clinical Nutrition, Nutrition in Clinical Practice and jointly published by Elsevier Limited and Wiley Periodicals
LLC. The articles are identical except for minor stylistic and spelling differences in keeping with each journal’s style. Either citation can be used
when citing this article.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided
the original work is properly cited.
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INTRODUCTION

Healthcare inequalities are more frequent in resource-
limited settings (RLSs)." Given that disease-related mal-
nutrition (DRM)? has been neglected from a policy per-
spective both nationally and internationally, healthcare
inequality in nutrition care is even more pronounced.
The United Nations Sustainable Development Goals,
especially Sustainable Development Goals 2, which aims
by 2030 to end all forms of malnutrition, does not discuss
DRM, particularly in the hospital context. Health policies
addressing the problem of DRM in community or hos-
pital contexts are scarce.>”

The impact of DRM on clinical outcomes has been
studied in large epidemiological and randomized controlled
trials, leading to strong consensus among the scientific and
medical community about its relevance and the need to
implement evidence-based, standardized nutrition care for
patients at risk of malnutrition.”® DRM increases healthcare
costs because more care is needed and hospital stays are
prolonged. It associates with comorbidities, delayed rehabil-
itation, and the risk of death. Individualized nutrition care
for hospitalized medical and surgical inpatients at nutrition
risk improves clinical outcomes, including survival.*’

The impact of DRM on outcomes and access to nutrition
care in RLS has not been addressed, as the priority of
nutrition interventions in these countries tends to be focused
on maternal, infant, and early childhood health (https://
globalnutritionreport.org/blog/tackling-malnutrition-in-a-
changing-world-a-call-for-accountability-and-action/). Data
on the prevalence or indicators of the extent of DRM in RLS,
particularly in low-income countries, are scarce.” In Latin
America, results of the nutritionDay survey provided some
insight into nutrition care issues in RLS and demonstrated
that the prevalence of nutrition risk in hospitalized patients
is likely higher than in European countries (40% vs 30%).>"°
However, these results included data from upper- and
middle-income countries (Colombia and Brazil)."* This
difference could be explained by the assumption that other
social determinants (ie, food insecurity, lack of access and
affordability of nutritious foods and medical nutrition ther-
apy, and general socioeconomic conditions) contribute to the

Conclusion: Tackling DRM in RLSs is challenging because of the high burden
of DRM and the fact that current guidelines from high-income countries may
not be fully applicable. The WG recommend a three-step strategy to promote
access to nutrition care.

malnutrition, nutrition care, resource-limited settings

higher prevalence of nutrition risk in these countries. The
extent and cause of DRM remain to be fully understood. In
Africa, according to a scoping review, malnutrition risk
(23%-74%) and malnutrition (8%-85%) prevalence are
alarmingly high in adult hospitalized patients."® The authors
state that realities in the African context include “limited
nutritional screening and assessment, poor referral practices,
a unique disease burden, and probably a limited awareness
of the importance and potential benefit of addressing hos-
pital malnutrition.”*

One could argue that part of the way forward in
tackling DRM is to address the social determinants of
health and scaling up the availability of nutrition care
access (ie, screening, diagnosis, assessment, medical
nutrition therapy, and monitoring). The initial approach
to addressing DRM in RLSs clearly requires an under-
standing of the barriers to nutrition care access, particu-
larly for screening and treatment (ie, medical nutrition
therapy), followed by providing recommendations and
strategies to overcome these barriers. Thus, the Interna-
tional Working Group for Patients’ Right to Nutrition Care
(WG) created in 2020 and composed of experts in clinical
nutrition and representatives of the main international
societies organized an expert panel meeting to propose
recommendations and strategies to tackle DRM in RLSs.
The meeting was held during the European Society for
Clinical Nutrition and Metabolism (ESPEN) congress in
Milan, Italy, on September 9, 2024. The purpose of this
paper is to propose recommendations and strategies to
promote access to nutrition care and address DRM in
RLSs according to a panel of experts in clinical nutrition.

THE WORKING GROUP

The WG was launched to explore how the human
rights-based approach can contribute to the challenges faced
by the practice of clinical nutrition in increasingly demand-
ing healthcare systems.'* The WG is composed of experts in
clinical nutrition and representatives of ESPEN, the Ameri-
can Society for Parenteral and Enteral Nutrition (ASPEN),
the Latin American Federation of Nutritional Therapy,
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Clinical Nutrition, and Metabolism (FELANPE), and the
Parenteral and Enteral Nutrition Society of Asia (PENSA).

For the purpose of writing this position paper, an
extended WG was created to participate in the panel
meeting, discuss the results of a survey, and build con-
sensus statements aimed at defining strategies and rec-
ommendations to address barriers to accessing nutrition
care in RLSs. Experts from the nongovernmental orga-
nization (NGO) Doctors Without Borders (Médecins Sans
Frontieres Belgique) (https://www.msf-azg.be/fr) were
invited to participate in the design of the on line survey
and the expert meeting.

In this paper, the term “RLS” in clinical nutrition
defines a setting where the capability to provide care for
malnourished patients is limited to basic critical care
resources, including nutrition therapy and trained staff.
A “humanitarian organization” is an organization that
has a bona fide mission to address the public health
needs of underserved populations on a not-for-profit
basis.

THE SURVEY

Barriers to the provision of nutrition care in RLS were
surveyed through an online questionnaire in five lan-
guages: Spanish, English, French, Portuguese, and
Arabic. The questionnaire was designed using Google
Forms and disseminated via email in collaboration with
the NGO Doctors of the World. The WG methodically
selected respondents according to the following criteria:
healthcare professionals, humanitarian professionals,
and policy makers; those working in the community,
hospitals, nursing homes, or other healthcare settings
and humanitarian situations; and those directly involved
with DRM in RLSs in low- and middle-income countries
(LMICs).

The questionnaire was developed using a Levesque
et al framework incorporating the dimensions of
approachability, acceptability, availability/accommoda-
tion, affordability, and appropriateness.'>'® The ques-
tionnaire consisted of 10 Likert-type questions and was
emailed in July 2024 to targeted identified respondents.
Data were collected in August 2024.

The survey was designed to serve as the basis for
discussion during the expert panel meeting and should
not be considered as an epidemiological or research
survey. The survey was the basis for the panel's deliber-
ations during the expert meeting.

We received 58 responses from clinicians who deal
with nutrition care in RLSs in LMICs (Afghanistan,
Colombia, Democratic Republic of the Congo, Ethiopia,
Dominican Republic, Guatemala, Guinea, India, Kenya,

TABLE 1 Diseases according to respondent cause or
association with malnutrition.

Diseases related to malnutrition Responses
Cancer 42
Noncommunicable diseases 41
Other gastrointestinal diseases 41
Intestinal insufficiency (ie, patients requiring 37
parenteral nutrition)

Intensive care patients 33
Other infectious diseases 32
Tuberculosis 32
HIV 29
Obesity 27
Postsurgical patients 3
Marasmic kwashiorkor 2
Children with developmental and growth 1
restrictions

Critically ill patient 1
Failure to breastfeed 1
Hepato-pancreatobiliary diseases and liver 1
transplantation

Kwashiorkor 1
Marasmus 1
Renal diseases 1
Severe acute malnutrition 1

Paraguay, Sri Lanka, and Uruguay), 18 of whom worked
in the humanitarian context. Table 1 shows the diseases
related to malnutrition.

The higher-consensus responses for each category are
shown in Table 2 for the humanitarian and non-
humanitarian contexts. In humanitarian settings, the
barrier with the greatest level of consensus was “lack of
patient and family knowledge about malnutrition and its
impact (98%).” In nonhumanitarian contexts, the barriers
with the greatest level of consensus were “the govern-
ments do not pay for home medical nutrition therapy
(85%)” and “patients/families cannot afford medical
nutrition therapy (82%).”

THE EXPERT MEETING

The WG organized an expert panel meeting during the
ESPEN congress in Milan, Italy, on September 9, 2024.
The panel of experts included the members of the WG
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and invited clinical nutrition experts with relevant
background and interest in the field. A total of 33 experts
including doctors, nurses, scientists, dietitians, and a
pharmacist participated in a 2-h discussion to address
specific nutrition-related issues in RLSs and analyzed
the results of the survey. The WG coordinator pre-
sented each of the survey questions. Based on the data
and discussion of the WG meeting, the arguments were
summarized in 10 statements on strategies and rec-
ommendations to address the identified barriers to
access to nutrition care in RLSs. The experts were
asked to vote by secret ballot.

Statements

1. Even though economic barriers exist, malnourished
patients should aspire to receive the best nutrition
care possible (Consensus: 100% agreement).

2. Ethically, healthcare professionals, professional soci-
eties, NGOs, and international organizations from
non-RLSs have a duty to promote nutrition care for
patients in RLSs (Consensus: 100% agreement).

3. Clinical nutrition societies, NGOs, and international
organizations must recognize that the delivery of safe,
equitable and high-quality nutrition care in RLSs is a
priority for international public health security (Con-
sensus: 100% agreement).

4. Clinical nutrition societies should provide considera-
tions to what should be offered (potential solutions)
when resources are constrained (Consensus: 100%

agreement).

5. To improve nutrition care in RLSs, the following
should be implemented (Consensus: 100%
agreement):

a) Nutrition care plan (Consensus: 96% agreement).

b) Clinical guidelines (Consensus: 100% agreement).

¢) Education and training for healthcare professionals
(Consensus: 100% agreement).

d) Research in DRM capacity (Consensus: 100%
agreement).

e) Healthcare system strengthening (Consensus: 83%
agreement).

6. Clinical nutrition practice in RLSs should rely on
literature from developed countries (Consensus: 74%
agreement).

7. Tailoring guidelines in clinical nutrition for RLSs
according to the local healthcare needs and the
resources available is necessary (Consensus: 100%
agreement).

8. Together, non-RLS and RLS experts must develop
adapted recommendations for the management of
DRM (Consensus: 100% agreement).

9. Until sufficient research from RLSs drives locally
generated clinical guidelines, adaptation of existing
guidelines is essential to bring safe, feasible, and
effective practices to the bedside (Consensus: 100%
agreement).

10. Until sufficient research from RLSs drives locally
generated clinical guidelines, new tailored guide-
lines are essential to bring safe, feasible, and effec-
tive practices to the bedside (Consensus: 100%
agreement).

The survey analysis and discussion identified gaps in
three fields: (1) epidemiological data and evidence for
best practices; (2) education, training, and capacity
building; and (3) strengthening health systems.

Epidemiological data and evidence for best
practices

Considering that the outcomes of nutrition intervention
generated by local clinical trials are rarely available,
health professionals in RLSs and LMICs rely on literature
from developed/high-income countries. However, nutri-
tion interventions that improve outcomes in patients
from resource-rich settings may not always be necessary
or available in RLSs. As an example, oral nutrition sup-
plements or commercial enteral formulas may not be
available or affordable, but well-planned alternatives
made of locally available foods, prepared with appropri-
ate food safety conditions, may be a good alternative.
Guidelines developed in resource-rich countries can be
adapted to take into account the specific local char-
acteristics of the RLS before implementation. Moreover,
clinical trials conducted within the parameters of a high
standard of care may produce results that cannot be
implemented or sustained locally when the health system
is resource constrained. According to Griswold et al,
between 2005 and 2013 only 4.7% of patients included in
clinical trials were recruited from LMICs and only 0.8%
from low-income countries."”

Guidelines tailored to RLSs have been developed
within the last 10 years in other fields, such as oncology
and intensive care.'®*° According to Diaz et al, in the
critical care setting, “adaptation of existing guidelines is
essential to bring safe, feasible, and effective practices to
the bedside.””" Although there is no consensus stan-
dardized methodology for generating resource-stratified
guidelines (RSGs), the Breast Health Global Initiative*
and the National Comprehensive Cancer Network
framework'” have demonstrated notable success in
developing guidelines for RLS stratified by four resource
levels: “basic, limited, enhanced, and maximal.” RSGs
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identify a hierarchy of interventions based on the level of
economic development and offer a transparent and
plausible approach to guiding treatment decisions in
different resource settings.

Education, training, and capacity building

Educational and training strategies to build disease-
related nutrition care capacity in RLSs are important
because of the lack of nutrition topics in medical school
curricula, the lack of postgraduate training, and limited
access to continuing medical education.®*** The focus
should be on training healthcare professionals through-
out the nutrition care process according to the available
resources and identified priorities. This requires achiev-
ing a balance between “best known” standards of care
and the “best available” standards. It may be possible to
establish partnerships between major clinical nutrition
scientific societies from high-income countries and
national societies in LMICs to adapt existing training
programs on nutrition care; translation to local languages
may be required.

Strengthening health systems

In RLSs, decision-makers include local health authorities,
international donors, and NGOs. These decision-makers
will need to understand that high-quality, equitable nutri-
tion care implementation is necessary to tackle DRM.

Nutrition care implementation should include basic
hospital resources, a reliable supply chain for essential
nutrition therapy and equipment, and a plan for human
resource development. Access to nutrition care should be
considered as a right linked to the human rights to food
and to health.*

RECOMMENDATIONS

The WG developed this position paper to address the
challenges of disease-related nutrition care in RLSs. The
WG recognizes that addressing DRM in RLSs is chal-
lenging and will require sustained action. These actions
need to be founded on the human rights-based approach
while maintaining a patient-centered approach to care.
Both approaches identify the malnourished patient as a
vulnerable person and highlight the responsibility of all
stakeholders. Thus, the WG, on behalf of the clinical
nutrition societies, recommends a three-step strategy for
tackling DRM and promoting nutrition care access in
RLSs (Figure 1).

Approachability

N\ Evaluation of the
applicability of the
Acceptability current guidelines
= in RLSs
®
Availability To promote
ety accessibility to 2 Developmen( of
nutrition care in RSGs
RLSs
Affordability ®

Appropriateness

FIGURE 1 The three-step strategy to address the identified
barriers and promote access to nutrition care in RLSs. RLS,
resources-limited setting; RSG, resource-stratified guideline.

1. Evaluation of the applicability of the current guidelines.
The experts agreed on the importance of evaluating
the applicability of the current guidelines in RLS as a
preliminary step. For this purpose, an online survey
will be sent to the practitioners in the field of clinical
nutrition in RLS that previously responded to the
initial survey. The survey will evaluate the applica-
bility of ESPEN guidelines to RLSs, providing valuable
insight into the particular needs and barriers in RLSs.

2. Development of RSGs. The WG will lead the develop-
ment of a RSG using the four resource levels: basic,
limited, enhanced, and maximal resource settings.

3. Promotion and implementation of RSGs. The WG and
the clinical nutrition societies will promote the RSG in
clinical nutrition and will support its implementation
in RLSs.

CONCLUSIONS

Tackling DRM in RLSs is challenging because of the high
burden of malnutrition and the fact that current guide-
lines may not be fully applicable in DRM. The WG rec-
ommends a three-step strategy to promote access to
nutrition care, including the development of RSGs.

AUTHOR CONTRIBUTIONS

Diana Cardenas contributed to the conception and
methodology of the data. Ines Ribeiro Ferreira, Maria
Isabel Toulson Davisson Correia, Filomena Gomes,
Mario Barbagallo, and Rocco Barazzoni equally con-
tributed to the design of the survey; all the authors
contributed to the acquisition and analysis of the data;
Diana Cardenas drafted the manuscript; and all authors
provided critical revision of the manuscript. Diana

9sSUdIIT suowwo) aAneas) ajqedijdde syy Aq pasusanob aie sapdne yQ 9sn Jo sajnt 1oy Ateiqiq sauljuQ As|Ip Uo (suonipuod-pue-swial/wodAs|imAleldiduljuo//:sdiy) suonipuod
pue swud) 8y} 39S '[§202/20/£2] uo Aseiqry auljuQ Asjip\ ‘uonLINN |e491U7 pue |eidjudled J0j A19100S uedupwy Ag ‘oLELL ddou/zo0L 0L/1op/wodAsjimAtelqijauljuosjeuinofuadse//:sd1y wouy papeojumoq ‘v ‘s20Z ‘2Sely6l



768 |

CARDENAS ET AL.

Cardenas, Ines Ribeiro Ferreira, Maria Isabel Toulson
Davisson Correia, Filomena Gomes, Rocco Barazzoni,
Simon Lal, Mario Barbagallo, and the RLS Working
Group participated in the consensus meeting and critical
revision of the manuscript. All authors critically revised
the manuscript, agree to be fully accountable for ensur-
ing the integrity and accuracy of the work, and read and
approved the final manuscript.

ACKNOWLEDGMENTS

We thank the RLS Working Group, which includes Ajay
Jain (ajay.jain@slucare.ssmhealth.com), Albert Barrocas
(abarroc@tulane.edu), Alessandro Laviano (alessandro.
laviano@uniromal.it), Anajanet Jaquez (anayanet_
jaquez@hotmail.com), Awol Seid (sawlayehu@gmail.
com), Claudia Maza (cmaza34@hotmail.com), Cristina
Cuerda Compes (cuerda.cristina@gmail.com), Emma-
nuel Berbain (emmanuel.berbain@paris.msf.org), Gil
Hardy (gil.hardy50@gmail.com), Juan Ochoa (jbochoa@
newspringhouse.com), Joost = Wesseling  (joost@
european-nutrition.org), Leah Gramlich (leah@ualberta.
ca), Maria D. Ballesteros (mdballesteros@telefonica.net),
Miguel Leon Sanz (mlshdoc@gmail.com), Olle Ljungg-
vist (olle.Jjungqvist@oru.se), Pavel Tesinsky (pavel.
tesinsky@fnkv.cz), Radha Chada (chadaradha@yahoo.
co.in), Sajitha Mallawaarachchi (mallawa2008@gmail.
com), Serge Breysse (serge.breysse@solthis.org), Simon
Gabe (simon.gabe@nhs.net), Stephane Schneider
(stephane.schneider@univ-cotedazur.fr), Stanislaw Klek
(klek@poczta.onet.pl), Teresa Pounds (teresapounds@
yahoo.com), Tommy Cederholm (tommy.cederholm@
uu.se), and Vanessa Fuchs (dravanessafuchs@
gmail.com).

CONFLICT OF INTEREST STATEMENT
None declared.

ORCID

Diana Cardenas © http://orcid.org/0000-0002-0709-0307
Maria Isabel Toulson Davisson Correia © http://orci-
d.org/0000-0002-3503-4302

Filomena Gomes © http://orcid.org/0000-0003-1702-1433

REFERENCES

1. van Zyl C, Badenhorst M, Hanekom S, Heine M. Unravelling
“low-resource settings”: a systematic scoping review with
qualitative content analysis. BMJ Glob Health. 2021;6(6):
€005190.

2. Cederholm T, Bosaeus I. Malnutrition in adults. N Engl J Med.
2024;391(2):155-165.

3. Cérdenas D, Pérez Cano AM, Diaz G, et al. Nutrition care as a
health policy in the 21st century: a phenomenological study.
Clin Nutr ESPEN. 2022;47:306-314.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Ford KL, Nasser R, Basualdo-Hammond C, et al. Exploring gaps,
opportunities, barriers and enablers in malnutrition policy
through key informant interviews: a qualitative inquiry from the
CANDReaM initiative. BMJ Nutr Prev Health. 2024;7(2):e000891.
Hiesmayr M, Tarantino S, Moick S, et al. Hospital mal-
nutrition, a call for political action: a public health and nu-
tritionday perspective. J Clin Med. 2019;8(12):2048.

Schuetz P, Fehr R, Baechli V, et al. Individualised nutritional
support in medical inpatients at nutritional risk: a randomised
clinical trial. Lancet. 2019;393(10188):2312-2321.

Gomes F, Baumgartner A, Bounoure L, et al. Association of
nutritional support with clinical outcomes among medical
inpatients who are malnourished or at nutritional risk: an
updated systematic review and meta-analysis. JAMA Netw
Open. 2019;2(11):e1915138.

Cederholm T, Barazzoni R, Austin P, et al. ESPEN guidelines
on definitions and terminology of clinical nutrition. Clin Nutr.
2017;36(1):49-64.

Bargetzi L, Brack C, Herrmann J, et al. Nutritional support
during the hospital stay reduces mortality in patients with
different types of cancers: secondary analysis of a prospective
randomized trial. Ann Oncol. 2021;32(8):1025-1033.
Schindler K, Themessl-Huber M, Hiesmayr M, et al. To eat or
not to eat? Indicators for reduced food intake in 91,245 pa-
tients hospitalized on nutrition Days 2006-2014 in 56 countries
worldwide: a descriptive analysis. Am J Clin Nutr. 2016;104(5):
1393-1402.

Cardenas D, Bermudez C, Pérez A, et al. Nutritional risk is
associated with an increase of in-hospital mortality and a
reduction of being discharged home: Results of the 2009-2015
nutritionDay survey. Clin Nutr ESPEN. 2020;38:138-145.
Schindler K, Pernicka E, Laviano A, et al. How nutritional risk
is assessed and managed in European hospitals: a survey of
21,007 patients findings from the 2007-2008 cross-sectional
nutritionDay survey. Clin Nutr. 2010;29(5):552-559.

Visser J, Cederholm T, Philips L, Blaauw R. Prevalence and
related assessment practices of adult hospital malnutrition in
Africa: a scoping review. Clin Nutr ESPEN. 2024;63:121-132.
Cardenas D, Correia MITD, Ochoa JB, et al. Clinical nutrition
and human rights. An international position paper. Clin Nutr.
2021;40(6):4029-4036.

Cu A, Meister S, Lefebvre B, Ridde V. Assessing healthcare
access using the Levesque's conceptual framework- a scoping
review. Int J Equity Health. 2021;20(1):116.

Levesque JF, Harris MF, Russell G. Patient-centred access to
health care: conceptualising access at the interface of health
systems and populations. Int J Equity Health. 2013;12(1):18.
Griswold D, Venturini S, Carney N, Rubiano AM,
Hutchinson PJ, Kolias AG. Development, implementation and
validation of resource-stratified guidelines in low-income and
middle-income countries: a scoping review protocol. BMJ
Open. 2022;12(9):e059603.

Vanderpuye VD, Clemenceau JRV, Temin S, et al. Assessment
of adult women with ovarian masses and treatment of epi-
thelial ovarian cancer: ASCO resource-stratified guideline.
JCO Glob Oncol. 2021;7:1032-1066.

Zafereo M, Yu J, Onakoya PA, et al. African Head and Neck
Society clinical practice guidelines for thyroid nodules and
cancer in developing countries and limited resource settings.
head neck. 2020;42(8):1746-1756.

9sSUdIIT suowwo) aAneas) ajqedijdde syy Aq psussnob aie sapdnae YO 9sn Jo sajnt 1oy Aieiqiq sauljuQ As|Ip Uo (suonipuod-pue-swial/wodAs|imAleldiduljuo//:sdiy) suonipuod)
pue swd) 8y} 39S "[§202/20/£2] uo Aseiqry auljuQ Asjip\ ‘UonLIINN |e491U7 pue |eidjudled J0j A19100S uedupwy Ag "oLELL ddou/zo0L 0L/1op/wodAs|imAtelqijauljuo'sjeutnofuadse//:sd1y wouy papeojumoq ‘v ‘s20Z ‘2Selv6l



NUTRITION IN CLINICAL PRACTICE

| 769

20.

21.

22.

23.

24.

Al Sukhun S, Temin S, Barrios CH, et al. Systemic treat-
ment of patients with metastatic breast cancer: ASCO
resource-stratified guideline. JCO Glob Oncol. 2024;10:
€2300285.

Diaz JV, Riviello ED, Papali A, Adhikari NKJ, Ferreira JC.
Global critical care: moving forward in resource-limited set-
tings. Ann Glob Health. 2019;85(1):3.

Anderson BO, Shyyan R, Eniu A, et al. Breast cancer in
limited-resource countries: an overview of the Breast Health
Global Initiative 2005 guidelines. Breast J. 2006;12(suppl 1):
S3-S15.

Cuerda C, Muscaritoli M, Donini LM, et al. Nutrition educa-
tion in medical schools (NEMS). An ESPEN position paper.
Clin Nutr. 2019;38(3):969-974.

Cardenas D, Diaz G, Cadavid J, et al. Nutrition in medical
education in Latin America: results of a cross-sectional survey.
JPEN J Parenter Enteral Nutr. 2022;46(1):229-237.

25.

26.

Crowley J, Ball L, Hiddink GJ. Nutrition in medical education:
a systematic review. Lancet Planet Health. 2019;3(9):
€379-e389.

Cardenas D, Correia MITD, Hardy G, et al. The international
declaration on the human right to nutritional care: a global
commitment to recognize nutritional care as a human right.
Clin Nutr. 2023;42(6):909-918.

How to cite this article: Cardenas D, Ferreira IR,
Correia MITD, et al. Tackling disease-related
malnutrition in resource-limited settings: an
international position paper based on expert
consensus. Nutr Clin Pract. 2025;40:762-769.
d0i:10.1002/ncp.11310

9sSUdIIT suowwo) aAneas) ajqedijdde syy Aq psussnob aie sapdnae YO 9sn Jo sajnt 1oy Aieiqiq sauljuQ As|Ip Uo (suonipuod-pue-swial/wodAs|imAleldiduljuo//:sdiy) suonipuod)
pue swd) 8y} 39S "[§202/20/£2] uo Aseiqry auljuQ Asjip\ ‘UonLIINN |e491U7 pue |eidjudled J0j A19100S uedupwy Ag "oLELL ddou/zo0L 0L/1op/wodAs|imAtelqijauljuo'sjeutnofuadse//:sd1y wouy papeojumoq ‘v ‘s20Z ‘2Selv6l



