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It had been extensively shown that diets and overall nu-
tritional status are important factors influencing cardio-
vascular risk factors (CVRF) and outcomes. A balanced 
diet provides all necessary macro- and micronutrients 
for a healthy body composition and weight, and for pro-
moting overall and cardiovascular health.1 Dietary intake 
has been long shown to significantly affect cardiovascular 
morbidity and mortality via complex interactions.2,3 Many 
observational and interventional studies have identi-
fied various nutrients that are either deleterious (such as 
saturated or trans- fatty acids, cholesterol) or protective 
(such as omega-3 polyunsaturated fatty acids, antioxi-
dants, vitamin B12) against coronary artery disease (CAD) 
through changes in CVRF, and based on such findings, 
dietary recommendations have been made for primary 
and secondary CAD prevention.1–4 Traditionally, how-
ever, these recommendations have been mainly focused 
on individual nutrients, although beneficial dietary pat-
terns (such as Dietary Approaches to Stop Hypertension 
(DASH) or Mediterranean diets) have been also advo-
cated.1,4 Current dietary guidelines follow a dietary pat-
tern and food-based approach and emphasize the need to 
adopt an overall healthy diet, because in fact the inter-
relationships, quantities, and combinations of nutrients in 
whole foods and diets are decisive for cardiovascular and 
general health.5

Inadequate diets with insufficient quantities and usual-
ly improper qualities of nutrients can lead to malnutrition, 
which in turn increases susceptibility to various acute and 
chronic diseases, including cardiovascular and metabolic 

diseases, osteoporosis, prolongs convalescence and hospi-
tal stay, and increases the risk of mortality.6 Malnutrition 
is especially problematic in hospitalized patients, mainly 
in acute settings, as it has been demonstrated to be asso-
ciated with serious adverse outcomes such as alterations 
of immune functions with higher infection rates, muscle 
loss, impaired wound healing, worse response to therapy, 
longer and/or recurrent hospitalizations, and increased 
mortality rates.7 Moreover, it has been observed that even 
in developed countries about one third of patients admit-
ted to the hospital are malnourished.7,8 If malnutrition 
is unrecognized and untreated (which apparently occurs 
quite often), many of these patients will experience a fur-
ther decline of their nutritional status, with negative im-
pact on recovery and other clinical outcomes.8 Therefore, 
a great deal of effort has been recently directed towards 
increasing the awareness and detection of malnutrition 
in hospital settings and towards the development of new, 
computerized tools and screening algorithms for this pur-
pose.8,9

In particular, cardiac patients with congestive heart 
failure or chronic heart disease seem to be especially vul-
nerable to malnutrition, which associates with negative 
hemodynamic outcomes, angiographic severity of coro-
nary atherosclerosis, higher readmission rates, cardiac 
and all-cause death.10–13 The mechanisms are complex and 
insufficiently elucidated, but inflammation, impaired iron 
status, impaired calcium homeostasis, increased oxidative 
stress, cardiac cachexia/myocardial atrophy, arrhythmias, 
changes in blood volumes and sympathetic activity, in-
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creased coagulability/aggregation etc. play significant 
roles.10,14–16

In the absence of standardized assessment methods/
tools for evaluation of nutritional status of acutely hospi-
talized cardiac patients, various indexes have been used, 
which were able to predict clinical outcomes in such vul-
nerable patients. In this issue of the Journal of Cardiovas-
cular Emergencies, Rus V. and colleagues have employed 
two practical and easy-to-use indexes for evaluation of 
nutritional status of cardiovascular patients admitted to 
an Intensive Cardiac Care Unit for acute ST (STEMI) and 
non-ST elevation (NSTEMI) myocardial infarction.17 The 
authors have used the Controlling Nutritional Status (CO-
NUT) and Prognostic Nutritional Index (PNI) scores in 56 
consecutive patients and divided them in two groups: nor-
mal to mildly impaired nutritional status (CONUT score 
<3) and moderate to severely impaired nutritional status 
(CONUT score >3), respectively.17 There were no significant 
differences between the two groups with regards to major 
CVRF, including age, smoking status, previous diagnosis 
of diabetes mellitus, hypertension, dyslipidemia, obesity, 
or previous angina pectoris/myocardial infarction.17 Nota-
bly, there was no significant difference between the body 
mass indexes of the two groups, their median values being 
in fact in the overweight range, confirming that addition-
al nutritional evaluation is imperative for these patients. 
Patients with CONUT score >3, however, had lower total 
cholesterol, hematocrit, and hemoglobin values, as well 
as higher mean platelet volume and platelet/lymphocyte 
ratio, possibly indicating increased thrombogenicity.17 The 
authors nicely demonstrated that cardiac patients with 
moderate to severe nutritional impairment were more 
likely to present hemodynamic instability and to require 
inotropic medication, and had a longer intensive care and 
overall hospital stay than patients with normal to mild 
nutritional impairment.17 Although the study included a 
small number of subjects, the authors were able to show 
significant correlation of nutritional status with clinical 
outcomes (rate of in-hospital cardiac complications and 
observation time). 

Certainly, this research raised further questions, and by 
extending the number of patients, these could possibly be 
addressed. Firstly, it would be interesting to observe if there 
is any difference regarding the nutritional status of patients 
with STEMI vs. NSTEMI myocardial infarction, if there is 
any correlation of the nutritional status with the severity/
extension of the myocardial injury and identify predictive 
parameters for outcomes. Secondly, it would be very useful 
to add other nutritional evaluation tools, such as basic an-
thropometric measurements (skinfolds thickness, change 

of weight, circumferences), dietary and nutritional deter-
minants (protein, nitrogen, caloric and fluid balances, rest-
ing energy expenditure) and other laboratory parameters 
(electrolytes, serum transferrin, total iron binding capac-
ity, creatinine to height index etc.) in order to obtain a more 
extensive and accurate evaluation of the nutritional status 
in these patients (muscle mass, subcutaneous/visceral adi-
pose tissue, fluid etc.). Finally, it is intuitive that further 
examination of the inflammatory status (i.e., measurement 
of high-sensitivity C-reactive protein, tumor necrosis fac-
tor alpha, interleukins) and the pro-fibrotic status (cyto-
kines, growth factors) would help to better differentiate 
patients with certain degrees of malnutrition at higher risk 
of in-hospital cardiac complications.

Although nutritional status is often overlooked in acute 
care settings, it has become apparent that it is a serious 
health issue with important medical and economic con-
sequences, especially for cardiac patients. Despite a grow-
ing literature, malnutrition continues to be unrecognized/
undiagnosed and therefore, untreated.18 Thus, a routinely 
implemented structured program that aims at a formal, 
thorough evaluation of the nutritional status on hospi-
tal admission is of critical importance, as it may identify 
more fragile patients, at higher risk of complications, with 
therapeutic challenges and requiring special attention. 
Therefore, inclusion of a clinical nutrition specialist in the 
healthcare team is of utmost value. 

Perhaps, also, development and use of reliable, validat-
ed computerized algorithms, tools, and applications for 
the assessment of the nutritional status is worthy. These 
could be practical systems that reduce the time and per-
sonnel burden by minimizing the input and rapidly ana-
lyzing the nutritional information, and can assist physi-
cians in identifying and monitoring vulnerable patients at 
increased nutritional and clinical risk.
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