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All About Anorexia in The Elderly
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ABSTRACT

A complaint of unwillingness 1o eat in the elderly is of-
ren overlooked, both by the patient, the family, or the doctor;
Such condition may have a more serious underlying back-
ground, such as infection. A reduced physiological deposit
and different clinical manifestations gives importance to the
analysis of the problem of anorexia. Changes in body conr-
position, reduced physical activity and basal metabolism
rate, reduced Na*-K'-ATP-ase, teeth that are no longer in
optimal condition, reduced taste and smell ability, increased
CCK satiation effect, rediiced gastric empliying, reduced NO-
svithase activily of the gastric fundus, as well as reduced
endogenous opioid level, cowld all influence the develop-
ment of anorexia. In addition, there are also several other
clinical conditions thar play a role, such as polypharmacy,

dementia, depression, and physielogical disturbance in swal-
fowing.
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INTRODUCTION

Food intake in the elderly often becomes a problem
among out-patients and particularly among in-patients.
The problems that could be caused by a low food intake
could be well understood, but therc is still the argument
on what causes the low food intake. Anorexia as a causc
turns oul to have various unexplored aspects associated
with it. This paper intends to briefly discuss these
aspects. The understanding that clderly paticnts should
receive comprehensive assessment i1s another aspect that
should maintained.
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EPIDEMIOLOGY

Various nutrilional problems (malnutrition, poor
nutrition, hypoalbuminemia and anemia) make up 28.8%
oul of all geriatric patients admitted io the Geriatric Acute
Inpatient Ward of Cipto Mangunkusumo General
Hospital in the year 2001, Patients with a primary
diagnosis of pncumonia (61.6%) and (11.6%) are
admitted to the inpatient ward through the emergency
unit or the outpaticnt unit with various chief complaints,
27.4% of which due to inadequate food intake.

Fecding difficulty in the elderly are often casily
dismissed by the family and health prolcssionals at the
first encounter. This is greatly detrimental for patients
since their nutritional status would deleriorate in a short
period of time and it becomes difficult for physicians to
assist the palient in regaining a satisfactory nulritional
status duc to 2 limited physiological deposit.!23

Appetite Conirol

Appelite control or rcgulation is a complex process
involving a central as well as a peripheral mechanism.
Various neurotransmitiers play an important role in this
regulation; at the central level, the neurotransmitter works
at the paraventricular and the ventromedial nuclei of the
hypothalamus, as well as nuclei located near the fourth
ventricle.*

The neurotransmitlers that play a role in increasing
food intakc are endogenous opioids, which arc
particularly associated with K reccptors in the brain;
galaninc {(a peptide) that also plays a role in increasing
intake; the two more associated with fatty intake. Other
neurotransmitters that also function to stimulate a
person to eal are the Y-neuropeptide, norepincphrine
(that stimulatcs gamma amino butirate acid rcceptors})
as well as melanin-concentrating hormone (MCH), all
three of which play a rolc on carbohydrate intake.
Increascd nitric oxyde synthase (NO-synthase) activity
can also increasc the stmuli to eat through a certain
mechanism in the central nervous system.*?

Neurotransmitters that inhibit food appetile include
the corticotrophin releasing factor, 5-hydroxytriplamin
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(serotonine), and isatine. Corticotrophin releasing factor
is the strongest anorexygenic factor. Patients with
anorexia nervosa have a hyperactive hypothalamus-
hypophiseal-adrenal axis, and patients with depression
have increased hypophyseal-adrenal axis activity. Two
other anorexygenic factors inhibit food appetite through
a central mechanism.

The mechanism that regulates the stimuli to eat at
the periphery is particularly controled by hormones
produced by the gastrointestinal tract, These hormones
are peptides that are released as a response towards
food intake. A hormone that has largely been studied is
cholecystokinine (CCK); this hormone is released when
food is ingested (particularly fats and proteins),
activating type A CCK receptor at the gastric pilorus.
Nerve impulse would then be relayed through the vagal
afferent nerve fibers into the nucleus tractus solitarius

and hypothalamus so that the person feels satiated and
stops eating.>®

Fat tissue also plays an important role in food regu-
fation. The body fat deposit produces satietin and adipsin
that provides feedback to the central nervous system to
a person from eating. Zhang et al (1994) as quoted by
Hosam (2000) cloned mice fat cells and found an obese
gene in mice that could secrete leptin. Leptin substance
is revealed to have an inhibitory effect on Y-neuropep-
tide release at the hypothalamus.*’

The sex hormones also play a role in appetite in-
crease or reduction. Testosterone increases appetite. As
testosterone levels decrease with age, it also increases
plasma leptin levels, thus reducing appetite.?

Several illnesses such as rheumatoid arthritis, malig-
nancy and AIDS release cytokine (IL-1 and alpha-TNF)
that reduces appetite. Glucose intake stimulates
Langerhan’s cells to release amylin, which reduces appetite.

Increased nitric oxide synthase activity causes fun-
dal relaxation, thus increasing food intake.'¢78

This regulatory mechanism is schematically portrayed
inthe following diagram.
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THEPHYSIOLOGY OF ANOREXIA

A reduced food intake in the elderly may be
physiological caused by several things. Changes in body
composition (loss of muscle mass) causes a reduced lean
body mass along with an age-related reduction in calorie
requirement. Along with this, physical activity is also
reduced. A smaller lean body mass causes a reduced
basal resting metabolism rate that in tum also reduces
energy/food intake.®'°

Such reduction in basal metabolism rate in the
elderly may also be caused by reduced Na*-K*-ATP-
ase activity and a slight reduction in triiodothyronine.

Reduced food intake due to anorexia may also be
caused by teeth and gums that are no longer in optimal
condition, reduced taste and nose buds, reduced
endogenous opioids, the satiation effect of increased CCK,
a slower rate of gastric emptying, and a reduction in
fundal nitric oxide synthase activity.>"

Clinically, inadequate oarbohydrate andi protein
intake could cause marasmus, kwashiorkor or a
combination of both. These extreme conditions are now
rare, but progression towards such conditions is still
common. Marasmus is associated with long term
insufficient intake of carbohydrate (years or months).
Skin fat becomes very thin and finally protein (muscle)
catabolism ensues. Albumin levels are usually not too
low, except in highly advanced stages.

If the condition of insufficient carbohydrate intake
(starvation) continues or is accompanied by physical
stressors (infection, surgery, trauma, burns),
hypoalbuminemia and kwashiorkor occurs. Conditions
of marasmus-kwashiorkor in the elderly is often called
the senile rusting syndrome, which tends to progress to
sarcopenia and failure to thrive.*®

Causes of Anorexia

There are various factors that cause anorexia, which
for practical purposes could be classified as social,
psychological, and medical causes. Poverty is the most
common social cause, along with it, there is usvally lim-
ited access to shopping centers and a lack of adequate
transportation facilities {the public buses in Jakarta do
not aliow a 75-year old or 80-year old to get on by him/
herself to buy groceries), Take note that doctors often
preseribe drugs that are too expensive, forcing geriatric
patients to allocate their grocery money for medications,
causing them to have limited funds to purchase
groceries.

Another social cause that is starting to become more
common in Indonesia is elderly abuse. From 2001 to May
2003, records show eight geratric patients from various
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classes who have been abused by family members. Their
funds were discreetly taken from them and they became
financially distraught and unable to continue treatment
or live properly.

The most common psychological cause of anorexia
is depression or adaptation disturbance with a
depression affect. Depression among young adults rarely
influence food intake, but it is not the case among the
elderly. Such condition almost always reduces food
intake, sometimes even to the point of a passive suicide
attempt >*

Dementia or reduced cognitive function also causes
elderly patients to become more forgetful, even
forgetting whether they have or have not eaten.
Swallowing apraxia, dementia drugs, wandering, and
paranoid ideas (that their food is being poisoned) often
cause low food intake among dementia patients.
Swallowing apraxia refers to the condition where
patients need to be reminded, fo,swallow after chewing
their meal *1?

Anorexia nervosa could also occur among elderly
patients, and is considered as a recurrence of anorexia
during young adulthood. Nevertheless, anorexia could
first appear during old age, and is known as tardive
anorexia.®

Medial conditions such as malignancy, chronic
obstructive pulmonary disease, heart failure,
malabsorption, theumatoid arthritis, and poly-pharmacy,
could also cause anorexia. Malignancy and rheumatoid
arthritis causes increased cytokine that influences
appetite. COPD often causes aerophagia and increased
use of accessory respiratory muscles, reducing food
intake and nutritional status. Drugs thatare used in COPD
and heart failure also often cause dyspepsia and
disturbs food intake. The use of multiple drugs due to
multiple pathology certainly increases the possibility of
dyspepsia, resulting in a reduced food intake, Drugs that
are used include: digoxin, teophyllin, fluoxetin, NSAID,
and iron supplementation.®!3!33

The following acronym may be used as a pneumonic
device “Kurang Makan™ (Inadequate food intake) or
“Poor In(njtake” to explore possible causes of anorexia
among elderly patients:

K onsumsi banyak obat? {many Kinds of drugs)

U ang tak cukup /fmiskin? (Unable to buy/inad
equate funds/poverty)
endah garam, rendah lemak? (diet terlalu ketat
?) (Rigorous diet - low salt, low fat)
noreksi akibat infeksi? (Anorexia due to infec
tion)

R
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eoplasma? (Neoplasm)

igi-geligi dan higiene mulut buruk? (Gums and
teeth hygiene — poor)

enelan ada gangguan? (many Kinds of drugs)
bsorbsi terganggu ? (Absorption problems)
chilangan seseorang? (Keen on someone they
have lost)

MT (abbreviated mental test) menurun? (Ab-
breviated Mental Test score reduction)
eglected 7 (Neglected)

"> 2 0z

-

Z

or

oly pharmacy

nly little money

ral and dental hygiene problems
igorous diet — [ow salt, low fat
nfection

eoplasm

N)eglected

0o hard to swallow

MT score reduction

een on someone they have lost
ating but not absorbing properly
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DISCUSSIONS.17.18

Anthropometric measurements to determine body
mass index could be used to determine nutritional status.
Attention needs to be paid when determining body height
that is usually reduced with age. Weight loss should also
be inquired to screen reduced nutritional status.
Attention needs to be paid when determining bady height
that is usually reduced with age. Weight loss should also
be inquired to screen reduced nutritional status.
Cognitive and psycho-affective states also need to be
assessed, since they have a great influence on food
intake.

During the physical examination, paresis of the
muscles used to swallow as well as oral and dental
hygiene. Difficulty swallowing and uncomfortable oral
and dental conditions often reduce appetite. Nufritional
history and the patient’s access to food should be
assessed to obtain a more detailed picture.

Important supporting examinations are albumin,
hemoglobin, and plasma cholesterol levels.

After a complete picture of the geriatric patient’s
nutritional status and influencing factors is obtained, it
should not be too difficult to take further measures.

The nutritional program should be administered
according to current findings. The type and amount of
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nutrition should be adjusted to the patient’s existing
condition. Changes in the type and amount of nutrient
should take place gradually and food intake should be
more carefully evaluated.

CONCLUSION

The factors that play a role in determining an elderly
person’s appetite and physiological causes of anorexia
in the elderly have been discussed. Several diseases often
influence a person’s nutritional status; these causes
usually can be controlled as long as they are identified
as early as possible. Understanding of the physiology of
appetite and anorexia greatly determine the assessment
process of geriatric patients, particularly those
associated with issues of nutritional intake.

Further management depends on existing findings
and the patient’s overall condition. More careful and
continuous intake evaluation should be undertaken,
noting that the clinical change that takes place among
geriatric patients is often different to what was
originally predicted.
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