Indicator 5: Unplanned
weight loss

Objective

• polypharmacy

To monitor the proportion of residents with
unplanned weight loss and trends.

• protein energy malnutrition

Recommended reference ranges
Unplanned weight loss per 1,000 occupied
bed-days
Lower
target rate

Upper
limit rate

Signiﬁcant
weight loss

0.2

1.0

Consecutive
weight loss

0

1.0

Measure

Why monitoring unplanned weight
loss is important
Between 13–31 per cent of residents in aged care
experience unplanned weight loss. There are many
adverse clinical events that can occur as a result of
unplanned weight loss including:
• death
• increased risk of hip fractures
• pressure injury development
• poor wound healing
• malnutrition.
Unplanned weight loss occurs among older people
for a number of reasons, including:
• dementia
• behaviours linked to dementia such as pacing,
wandering, inability to recognise food, forgetting to
eat, forgetting how to eat, inability to feed self, loss
of communication skills and paranoia regarding
food

• aged-related changes, sometimes called the
‘anorexia of ageing’, for example loss of taste,
smell, sight, changes to the digestive system, and
swallowing difﬁculties
• depression
• chronic disease
• poor dentition such as poorly ﬁtting dentures and
dental prosthesis, missing and decayed teeth
• social isolation
• physical and organisational environment.

Key facts
Reported prevalence of malnutrition in the
residential aged care setting ranges from
40–70 per cent.
Several studies indicate the presence of dementia
is linked to unplanned weight loss.
Issues related to the quality of, and access
to food choices that meet residents’ cultural,
religious and personal food preferences should
be considered.

How to collect and report this indicator
Data collection
• There are two measures to be collected by
auditing the monthly weight records of all
residents.

Quick tips for data accuracy
It is important for monitoring of unplanned
weight loss to note the following:
• Regularly calibrate weighing devices.

Measure 1: Signiﬁcant unplanned weight loss
• If over the three-month period a resident shows
unplanned weight loss equal to or greater than
three kilograms, record this change. This result
is determined by comparing weight at the last
weigh this quarter with weight at the last weigh last
quarter. Both these weights need to be available to
provide this result.

Measure 2: Consecutive unplanned
weight loss
• If a resident shows an unplanned weight loss
of any amount every month over the three
consecutive months of the quarter, record this.
This can only be determined if the resident is
weighed on all three occasions.

• Weigh residents at around the same date
and time as the previous month on the same
weighing device.
• Weigh residents in clothing of a similar weight
each month and deduct this from the total
weight to arrive at a result.
• Ensure summing of weight loss from month
to month is accurate.
If a resident has unplanned weight loss or
gain, consider weighing the resident again the
next day to check if this is just a normal daily
ﬂuctuation and to conﬁrm accuracy.

Comments
To include on the data recording sheet:
• Residents may choose not to participate in this
audit, so provide an explanation if residents are
not included, that is if there is a difference between
total residents and the number of residents
weighed.
• Indicate if any residents were included in both
measures, that is if they lost three kilograms
or more and lost weight every month for three
months.

Exclusions
• Residents who are absent, for example, in
hospital.
• A resident receiving end-of-life palliative care.
• Exclude respite residents.
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Deﬁnition of key data elements
• Unplanned weight loss is beyond the control of the individual.
• It is weight loss where there is no written strategy and ongoing record relating to planned weight loss
for the individual resident.
• Signiﬁcant weight loss is deﬁned as unplanned weight loss equal to or greater than three kilograms
over a three-month period.
• Consecutive weight loss is deﬁned as unplanned weight loss of any amount every month for a
three-month period.

Counting rules
• You do not need to weigh all residents on a single
day. You can weigh a number of people on each
day of the month. For example, if your facility
has 40 residents and there are 20 weekdays in a
month, you may decide to weigh two residents
each day.
• Each resident, however, must be weighed at
monthly intervals and as close as possible to the
same day of each month.
• Only residents who are included in all three weighs
for the quarter can be evaluated against this
indicator.

Important note
• You should investigate an individual
resident’s unplanned weight loss promptly,
and put in place strategies to address this
as quickly as possible.
• If a resident cannot be weighed, it is still
good practice to monitor them using
alternative means such as mid-arm or calf
circumference. This ensures changes are
identiﬁed and appropriate strategies put
in place.

• Do not weigh residents if this causes them pain
or distress. Using alternative weighing equipment
may address this issue.
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Data recording sheet
Name of service:

Reporting quarter end date:

Measure 1: Signiﬁcant unplanned weight loss
Number of residents whose weight was monitored

Number of residents who experienced total unplanned
weight loss equal to or greater than three kilograms

Comments
• Required if applicable – explain any difference between total residents and number of residents weighed, for example,
‘Two residents died, one in hospital on second weigh day’.
• Required if applicable – indicate the number of residents who appeared in both parts of the indicator, that is they lost
more than three kilograms and lost weight for three consecutive months, for example, ‘Four residents lost more than
three kilograms and lost weight every month’.
• Optional – any other comments.

Measure 2: Consecutive weight loss
Number of residents whose weight was monitored

Number of residents who experienced an unplanned
weight loss over three consecutive months

Comments
• Required if applicable – explain any difference between total residents and number of residents weighed, for example,
‘Two residents died, one in hospital on second weigh day’.
• Required if applicable – indicate the number of residents who appeared in both parts of the indicator, that is they lost
more than three kilograms and lost weight for three consecutive months, for example, ‘Four residents lost more than
three kilograms and lost weight every month’.
• Optional – any other comments.
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Unplanned weight loss
Risk management framework

Risk identiﬁcation

Analysis

Adverse events

Risk control

What is the risk of

Associated factors:

Potential impact:

Monitoring

unplanned weight loss?

− Dementia (see
indicator summary)
− Polypharmacy
− Protein Energy
Malnutrition (PEM)
− Age-related changes
(see indicator
summary)
− Depression
− Chronic disease
− Poor dentition
− Social isolation

− Death
− Increased risk of hip
fracture
− Pressure injury
development
− Poor wound healing
− Malnutrition

− Nutrition risk
assessment
− Standardised care
process: unplanned
weight loss and
dehydration
− Quality indicator
process data and
audit.

13–30 per cent of
aged care residents
experience unplanned
weight loss.

Identify if any of these
factors are present.
Implement appropriate
management and
examine causative
factors in order to
manage the risk
unplanned weight loss.

Manage factors
associated with
unplanned weight loss
to reduce the risk of it
occurring or worsening.

Indicator data and
audit identiﬁes risk
potential and is also
used to demonstrate
improvements to
managing risk.

There is a clear link
between older people
who experience
unplanned weight loss
and mortality.

Treatment

A range of resources are available to assist residential aged care services
to manage a resident’s nutrition and unplanned weight loss.
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Resources
A range of resources are available to assist residential aged care services to manage a resident’s nutrition and
unplanned weight loss.
• Department of Health, Standardised care process: unplanned weight loss, State Government of Victoria,
Melbourne:
www.health.vic.gov.au/agedcare/downloads/score/weightloss_scp.pdf
• Department of Health, Standardised care process: dehydration, State Government of Victoria, Melbourne:
www.health.vic.gov.au/agedcare/downloads/score/dehydration_scp.pdf
• Department of Health, Well for life: improving nutrition and physical activity for residents of aged care facilities,
State Government of Victoria, Melbourne:
www.health.vic.gov.au/agedcare/maintaining/wellforlife_pubs.htm
• Dieticians Association of Australia 2009, ‘Evidence-based guidelines for nutritional management of malnutrition
in adult patients across the continuum of care’, Nutrition & Dietetics, vol. 66, suppl. 3, S1–S34:
www.clinicalguidelines.gov.au/browse.php?treePath=&pageType=2&ﬂdglrID=1617&
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Evidence to support this quality indicator
This indicator highlights unplanned weight loss as a major
issue among older people.
There is substantial evidence and research that
demonstrates unplanned weight loss is signiﬁcant among
older people living in residential aged care.

Deﬁning unplanned weight loss
A review of evidence-based literature reveals that
unplanned weight loss is generally referred to as
unintentional weight loss. However, for the purpose of this
publication, the term unplanned weight loss will be used to
ensure alignment with this quality indicator.
Unplanned weight loss is generally deﬁned as weight
loss that occurs involuntarily over a period of time, that
is, weight loss that occurs as a result of circumstances
beyond the voluntary control of the individual (Alibhai,
Greenwood and Payette et al. 2005; Hartford Institute for
Geriatric Nursing 2006; Miyamoto, Higashino, Mochizuki,
Goda and Koyama 2011).

The Dieticians Association of Australia (Watterson et al.
2009) has identiﬁed that measuring weight loss over time
can predict malnutrition.
However, there is some variation regarding the deﬁnition of
clinically signiﬁcant weight loss in relation to malnutrition.
The ICD-10AM criteria for the diagnosis of malnutrition is
as follows:
Severe: BMI less than 18.5 kg/m2 or unintended weight
loss of more than 10 per cent
Mild and moderate: BMI less than 18.5 kg/m2 or
unintended weight loss of more than 5–9 per cent.
The National Institute for Health and Care Excellence (NICE)
in the UK provides three options for deﬁning malnutrition:
• BMI less than 18.5 kg/m2
• unintentional weight loss of more than 10 per cent
in the last three to six months
• BMI less than 20kg/m2 and unintentional weight loss of
more than 5–9 per cent.

Unplanned weight loss is both a symptom and
consequence of disease. It remains one of the best
indications of nutritional risk in residential aged care
(American Dietetics Association 2010; Hartford Institute for
Geriatric Nursing 2006; Moreley, Anker and Evans 2009).

The minimum dataset used in the United States deﬁnes
unintentional weight loss as a decrease of more than 5 lbs
(2.3 kg) in one month, or more than 10 lbs (4.5 kg) in six
months.

Unplanned weight loss is generally a clinical symptom of
another disease process or syndrome including:

Unplanned weight loss in aged care

• protein-energy malnutrition
• anorexia of ageing
• sarcopenia
• illness and/or disease severity
• polypharmacy – medication side effects and
interactions.
There is a particularly close correlation between unplanned
weight loss and protein-energy malnutrition. Prevalence of
malnutrition in the residential aged care setting ranges from
40–70 per cent (Watterson et al. 2009).
Two key Australian studies have concurred that the
prevalence of malnutrition in residential aged care is
approximately 50 per cent (Banks, Ash, Bauer and Gaskill
2007; Gaskill et al. 2008). In addition to this, those most
at risk are residents over the age of 90 and/or those with
high-level care needs (Banks et al. 2007; Gaskill et al.
2008; Watterson et al. 2009).
Normal weight loss for the older person can be expected
to be only 0.1–0.2 kg a year (Wallace and Schwartz 2002).

Unplanned weight loss is highlighted in the literature as a
signiﬁcant health issue among older people, particularly
those living in aged care facilities. Statistics regarding its
prevalence vary.
Study data from Alibhai et al. (2005), Ruscin et al. (2005)
and Payette et al. (2000) report the range of unplanned
weight loss in adults over the age of 65 as 13–27 per
cent. Whereas an older study by Finch et al. (1998) has
indicated that the prevalence is 31 per cent for those over
the age of 65 in long term care.
Unplanned weight loss should not be dismissed as natural
age-related change (McMinn et al. 2011). Many causes
of weight loss can be addressed if detected early (Dyke
2011). Nurses and other members of the care team
play an important role in screening residents at risk of
malnutrition or where there is clinical concern, and ensure
they receive adequate nutritional care (Chen et al. 2007;
Hickson 2006; Merrell 2012; Watterson et al. 2009).
In the United States, weight loss is a key indicator of care
provision in the long-term care environment (Morley et al.
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2004). The Centers for Medicare and Medicaid Services
(CMS) deﬁne unplanned weight loss in terms of avoidable
and unavoidable. The focus is on the care provider’s
standards of practice in the identiﬁcation, implementation,
monitoring and evaluation of weight loss issues.
Avoidable weight loss is identiﬁed when it is evident that
the care provider has failed to maintain standards of
practice in nutritional management. Unavoidable weight
loss is established when it is clear that despite adherence
to practice standards, the resident continues to lose
weight.

Adverse clinical events and unplanned
weight loss
There are a number of adverse events that may occur as a
result of unplanned weight loss in the elderly. These issues
have a signiﬁcant effect on the quality of life of older people
in aged care (American Dietetic Association 2010; Banks
et al. 2010; Beatty et al. 2014; Courtney et al. 2009; Dyke
2011; Metadaladis et al. 2008; Watterson et al. 2009).
Although it should be noted that for 10–36 per cent of
older people, the aetiology of weight loss is unknown
(Hartford Institute for Geriatric Nursing 2006).
Evaluated evidence suggests that unplanned weight
loss among older people has a direct correlation with an
increased risk of mortality (ADA 2010; Australian and New
Zealand Society for Geriatric Medicine 2007; Beatty et al.
2014; Challa 2007; Tamura et al. 2013) within one year
(Thomas et al. 2013).
This point is also supported by the British Geriatrics
Society (2011), who state: ‘a number of studies have now
shown that the relative risk of death is consistently highest
in those underweight than those overweight and in older
people this may be even higher than those who are obese’
(p. 2).
This risk is further increased when unplanned weight loss
is classiﬁed as clinically signiﬁcant.
Unplanned weight loss increases the rate of bone loss,
particularly in the hip (McMinn et al. 2011; ReynaudSimon 2009). Where weight loss is ﬁve per cent or more
from baseline weight, it will double the risk of falls and
hip fractures among older people (Australian and New
Zealand Society for Geriatric Medicine 2007; Watterson
et al. 2009). Evidence also links unplanned weight loss to
the development of pressure injuries (ADA 2010; Australian
and New Zealand Society for Geriatric Medicine 2007;
Challa 2007; Iizaka et al. 2010; Reynaud-Simon 2009).

Wound healing is also impaired by poor nutritional intake,
especially a poor intake of protein (Challa, 2007; BAPEN,
2012; Gaillard et al. 2008; Reynaud-Simon 2009). Inactivity
or becoming bed bound can occur due to functional
decline, loss of strength and mobility (BAPEN 2012; Challa
2007). In turn this can increase the risk of pressure injury
development and poor recovery from chest infection
(BAPEN 2012; National Collaborating Centre for Acute
Care UK 2006).

Causes of unplanned weight loss
There are a number of reasons why unplanned weight loss
may occur in older people living in residential aged care.
Unplanned weight loss in the elderly is a highly complex
and multifaceted health concern that can involve social,
environmental, emotional, psychiatric and physiological
issues (Crogan and Evans 2009; Hartford Institute for
Geriatric Nursing 2006; Dyke 2011; Strajkovic et al. 2011;
Van Lanker et al. 2012).
Pain, illness, chronic, malignant and neurological disease
can all contribute to weight changes in the older person
(ADA 2010; McMinn et al. 2011; SCIE 2009).
But it is the growing prevalence of dementia and its link to
weight loss that raises concern. Several studies indicate
that the presence of dementia is linked to unplanned
weight loss.
The current evidence is described in the report on
Nutrition and Dementia published by Alzheimer’s Disease
International (Prince et al. 2014). Dementia certainly
affects the areas of the brain responsible for the control of
appetite and energy (Prince et al. 2014).
Weight loss can commence long before the symptoms
of cognitive decline appear and increase as the disease
progresses (Albanese et al. 2013; Kurrle et al. 2012;
Miyamoto et al. 2011).
According to the Australian Institute if Health and Welfare
(2012), 53 per cent of nursing home residents (nationally)
have a diagnosis of dementia. A study by Irving (2003) found
that residents with dementia exhibit a much lower body
mass index compared with residents without dementia.
When considering the relationship between unplanned
weight loss and dementia, take into account the
behavioural and other characteristics of dementia that
could result in unplanned weight loss. Authors such as
Prince et al. (2014), Kurrle (2012), Aselage et al. (2010),
Chang and Roberts (2008), Miyamoto et al. (2011), Gaskill
et al. (2008) and Smith and Greenwood (2008) have
explored these issues.
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They include factors such as:
• pacing and wandering resulting in untreated increased
caloric intake needs
• inability to feed self
• no longer knowing how to eat (apraxia)
• decline in communication skills
• inability to recognise food as food (agnosia)
• paranoia and mistrust regarding food
• forgetting to eat.
Some of these behaviours are described as aversive.
Gillette-Guyonette et al. (2007) describe aversive feeding
behaviours as:
• dyspraxia and agnosia – unable to use utensils properly
or recognise food
• resistance – avoiding food, refusing to open mouth,
spitting out the food, and aggression towards the
person assisting them
• propharyngeal dysphagia – problems with control with
mouth, tongue and swallowing
• changed behaviours and food preferences – wandering,
refusal to eat requested food, altered preferences for
taste or texture of food.
Many studies discuss the presence of protein energy
malnutrition (PEM) among residents in aged care. PEM is the
loss of lean body mass and adipose tissue that occurs as a
result of low consumption of energy and protein (ReynaudSmith 2009; Suominen et al. 2009; Australian and New
Zealand Society for Geriatric Medicine 2007). Unplanned
weight loss is a symptom of PEM (Miyamoto et al. 2011).
Another concept explored in the literature is physiological
age-related changes. While weight loss and malnutrition
are not an inevitable consequence of ageing, the
physiological changes that occur in older adults can
increase the risk of it occurring (Hickson 2006).
These changes include:
• decreased senses of taste and smell
• changes to dentition (i.e. loss/damage of teeth, poorly
ﬁtting dental prosthesis, poor oral health)
• early satiety (feeling fuller quicker)
• reduced appetite
• changes in the gastrointestinal tract that lead to poor
nutrient absorption
• reduction in cellular capacity to store water
• increased frailty

These changes all contribute to unplanned weight loss
(ADA 2010; Australian and New Zealand Society for
Geriatric Medicine 2007; Benelam 2009; Dyke 2011;
Gaskill et al. 2008; Tamura et al. 2013).
This process of age-related physiological change is
sometimes called ‘anorexia of ageing’ (ADA 2010;
Australian and New Zealand Society for Geriatric Medicine
2007; Reynaud-Smith 2009; Smith and Greenwood,
2008).
There is also a correlation between unplanned weight loss
in the elderly and polypharmacy, medication side effects
and interactions (ADA 2010; Beatty et al. 2014, Hartford
Institute for Geriatric Nursing 2006; Strjkovic et al. 2011).
Polypharmacy is a signiﬁcant health issue among older
people. It can cause nausea, vomiting, diarrhoea, anorexia
and dysgeusia (distortion of taste) (Alibhai et al. 2005;
McMinn et al. 2011; SCIE 2009). These are all factors that
can lead to unplanned weight loss. Research conducted
by Agostini and colleagues (2004) demonstrated that the
risk of weight loss among older people increased with the
more medicines they consumed.
Limited research has been conducted regarding the
relationship between the ‘eating environment’ in residential
aged care and unplanned weight loss by authors such as
Nijs et al. (2006).
A more recent study by Ulrich et al. (2014) identiﬁed that
protected meal times and proactive nutritional support
overseen by nurses are necessary components to the
management of unplanned weight loss and malnutrition in
residential facilities.
Stafﬁng issues can also affect unplanned weight loss in
residents, including:
• resourcing and failure to prioritise staff duties to provide
adequate assistance at meal times (Chubb et al.; Dyke
2011; 2006; SCIE 2009; Taumra et al. 2013; Ulrich et al.
2014)
• poor staff knowledge and/or training in nutritional care
(Chubb et al. 2006; SCIE 2009)
• systems and practices that either fail to identify the
nutritional needs of residents or fail to communicate
these needs to staff (Chubb et al. 2006; SCIE 2009)
• inadequate support, particularly for residents who are
unable to communicate their nutritional needs, choices
and preferences verbally (Carrieret al. 2007; SCIE 2009;
Ulrich et al. 2014).

• swallowing difﬁculties
• reduced eye sight.
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Issues related to the quality of, and access to, food
choices that meet residents’ cultural, religious and
personal food preferences should be considered (Crogan
and Evans 2009; Dyke 2011; SCIE 2009).

and the intake of nutrients. For example an individual with
heart disease may limit or eliminate all fats and foods
containing fats. Where possible, restrictive diets should be
avoided (ADA 2010).

Authors such as Brush and Calkins (2008) and Smith
and Greenwood (2008) discuss the value of adjusting the
eating environment to improve eating among residents,
especially those with dementia.

The practical physical limitations that occur as a result of
chronic disease should also be considered. For example
an individual with chronic obstructive pulmonary disease
(COPD) may ﬁnd it too difﬁcult to prepare meals due to
shortness of breath or may become short of breath while
eating, and as result may only eat partial amounts of
meals. Similarly a person with Parkinson’s disease may
be unable to prepare meals due to reduced dexterity as a
result of tremors, and may require partial or full assistance
with eating, leading to similar outcomes to those
individuals with COPD.

Adjustment strategies include:
• reduction of visual and auditory stimulation
• limiting courses of food to one at a time (to limit
confusion over choice)
• use of appropriate lighting
• increasing visual contrast between table linen and
crockery (for example, if both table linen and crockery
are white, residents may not be able to distinguish the
location of food).
Depression and other psychological factors can also cause
unplanned weight loss (ADA 2010; Chen et al. 2007;
Crogan and Evans 2009; Hartford Institute for Geriatric
Nursing 2006; McMinn et al. 2011; SCIE 2009; Tamura
et al. 2013). In fact, Dyke (2007, 2011) has indicated that
the risk of weight loss in residents with depression is three
times higher than those without depression.
Depression among older people in Australia is a growing
concern (Dow et al. 2011). A recent systematic review
of prevalence data relating to psychological issues in
residential aged care facilities found that 4–82 per cent of
older people have depression to some degree (Seitz et al.
2010). McMinn et al. (2011) state that older people with
depression may experience unplanned weight loss due to
loss of appetite and a reduced motivation to eat.
This leads to discussion about the nature of weight loss
and functional decline. Age-related physiological changes
also involve the loss of muscle mass and strength, a
condition called sarcopenia (ADA 2010; Miller and Wolfe
2008; Morley et al. 2006). This can impair residents’
functional ability by 30–50 per cent, as well as compromise
the person’s ability to eat independently (Paddon-Jones et
al. 2008; Ullrich et al. 2014).
Functional decline associated with chronic disease can
also lead to unplanned weight loss.

There are other broader issues that can contribute to
unplanned weight loss among older people.
These issues can be best explained using the mnemonic
MEALSONWHEELS (Morley et al. 1995). This mnemonic is
used by a number of authors such as Australian and New
Zealand Society for Geriatric Medicine (2007) and McMinn
et al. (2011) to provide broad explanations of unplanned
weight loss in older people.
M

Medication effects

E

Emotion and depression

A

Alcoholism

L

Late-life paranoia

S

Swallowing disorders

O

Oral factors such as poor dentition

N

No money (to buy food)

W

Wandering and other dementia-related
behaviours

H

Hyperthyroidism and hypothyroidism

E

Enteric problems (malabsorption)

E

Eating problems (inability to feed self)

L

Low salt, low cholesterol diet

S

Social problems such as isolation, difﬁculty
accessing food

The American Dietetics Association (2010) states that
chronic disease may lead to prescribed or self-imposed
dietary restrictions and food intake that limits food variety
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