The Mini Nutritional Assessment (MNA®) En Anglais  Avec I'approbation de I'auteur

Source : http://www.mna-elderly.com/mna_forms.html

Nestle

utrition Mini Nutritional Assessment

INSTITUTE MNA®
Last narne: First narne: Ses: Drate:
Age: Weight, kg: Heighit, crn: 1.D. Murnber:

Complete the screen by filling in the boxes with the appropriate numbers.
Add the numbers for the screen. f score is 11 or less, continue with the asse ssment to gain a Malnutrition Indicator Score.

0 = 1meal
A Hasfoodintake declined overthe past 3months due tolos of appetite, 1 = 2meals []
dlgestl\re problems, chewing or swallowing difficuttias? 2 = 2meals
= sevara|ossof appetite
1 = moderate loss ofappetita K Selectedconsumptlon rmarkers for protein intake
2 = noloss of appetite :I At laast ona serving of dairy producds
{milk, cheasa yoqurti perday — wes 0 nod
B Welghtloss during the last 2 months + Twioor more servings oflegurnes
0 = weightloss greaterthan 3 kg (6.6 |bs) or eggs per weak vas l: no;|
1 = doesnotknow Meat, fishor poultryevery day yes L1 nold
2 = weightlossbetwaen 1 and 3 kg 2.2 and 6.6 Ibs) ] Q0= ifdor] yes
3 = noweight loss J Q5= if2yes
10= if3yes —| |_
C Mobility -
0 = bedorchair bound L Consumes twoor more senings
1 = abletoget outof bed/chair but does not go out offruits or vegetablas per day? ]
2 = goesout :I 0 =no 1 = yas
[ Hassuffered psychological stress or acute disease M How much fluid iwater, juice, coffae, tea, milk...) is consurmed perday?
inthe past 2months :I Q0= lessthan 3cups
0 = yeas 2 = no 05 = 3toSaps . .
15 10= momethan Scups J |_

E Nev..lmpsythdoglcal problams

= severadementis or deprassion N Modeof faeding ] )
1 = mild darnantia 0 = unabletoeatwithout assistance
2 = nopsychological problams —| 1 = salf-fad with some difficulty
2 = self-fad without any problem :‘
F Body Mass Index (BMI) tweight in kgl / theight inm?2)
i :iy EMI lass than 19 ? ! ? 0 Selfview of nutritional status
1 = EMI18tolessthan 21 0 = viewsself as being malnourished
2 = BMI21tolessthan 23 1 = isuncartainof nutritional state
3 = BEMI23orgreater :I 2 = viewssalf as having no nutritional protlam —|
Screening score (subtotal max. 14 paints) O P Incomparisonwith other pecple ofthe same age,

hiow does the patient consider his/her health status?
Q0= notasgood

Q5= doesnotknow

10= asgood

12points orgreater Normal -not atrisk - no need to complete assessment
11 points or below  Possible malnutrition - continue assessmant

20= befter 0.0
0 Mid-arm circurnference (MAC incm
G Lives independenty (notina nursing home of hospita 0.0= MAC lassthan 21
n=mp vl 1 =yesg it O 05= MAC 211022 . :
1.0= MAC 22 or greater J |_

H Takesmorethan 3 mscnptmn drugs perday

0= = no ] R Calfcircumference (CC)inem
¥es 0 = (Clessthan3l 1 = CC31orgreater —|
I Prassura soras or skinulcers
0 = yes 1 =no ] Assessmentimax 16 points) O Od.0
Ral 'vellas B, ¥Ilars H,&bsllan , 4t al. Ovarviaw of tha MMA® -Its History and Challanges. ) Mt Heakh Screening SCOre l—l —I
Bging 200610456363,
Rubsrstein LZ,Harker JC) Sakva & Gul Y, Wallas B Sreening for Undermakrition In Geratric .
anon:DuwloplngIMSmm—anmmntbﬂallw:ﬂamiwuﬁiGimmmll'l:m Total Assessment (max 20 points) D ::| E
M3£6-377,
Gl . Tha MinkNutrkional & it WG] Rarvkaw of tha LRaratuns - 'What ds Erall et 1, f
b et . - s ks Malnutrition Indicator Score
17 to 23.5 points at risk of malnutrition ':
© Masths, 1994, Bavision 2005, NET200 12/93 10M ) .
Less than 17 points malnourished |_

For more information : weew.mna-elderly.com
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Mini Nutritional Assessment (MNA®) En Francais

Avec I'approbation de I'auteur

Source : http://www.mna-elderly.com/mna_forms.html

Nestle

utrition Evaluation de I'état nutritionnel
“nstirute . Mini Nutritional Assessment MNA™
MNom: Prénom: Sexe Date:
Age: Poids, kg Tailfle &n cmi: Hauteur du genou, cm:

Reponder & lz premigre parthe du guestionnalre en Indiguant le score appropds pour chaque guestion. Additionnez kes paints de la partia.
Diépistage, s le résultat est égal & 17 ou bférieur, complétez ie questionnaire pour obtenir {appréclation precise de Fétat nutritionnel

DEpISIH-gE
A Le patlent présente-t-il une perte dappetit? A-t-il mang4 malns ces
3 dernlers moks par mangue d'appétit problémes digestifs, difficul-
tés de masticathon ou de déglutition?
0 = anomeExssévers
1 = anoedlemodiree
2 = pasdanoeds D
B Perte récente de pobds | <3 mols)
0 = pariedepoids>3kg
1 = mnesatpas
1 = pertedepoidsentre]et3ig
3 = pasde perte de poids D
C Motricité
0 = dultaufauteul
1 = autonome 3 Nimémneur
1 = sortdudomiclle D
D Maladie algue ou stress psychologlque
bors dies 3 dernbers mods?
0 = oul 1 = non I:I

E Problemes neuropsychologiques
a démencs ou dépression sévire
1 damenca ou déprassion moderss

2 jpas de probleme paychologigus D
F Indice de masse corporelie (IMC = polds / |talley en kgim?)

0 = MC<I9

T = 19<IMC<2]

21 = I=<IMC<H

3 = MC=23 D
Score de dépistage
(soas-totalman. 14 points) I:l I:l
12 polnts ou phas: normal pas besoin de continwer l'évaluation

11 points ou mains: Fasﬂb!ll!derlulmmmm—:mm

|g

Evaluation globale
G Le patlent wit-Il de facon indépendante 3 domilcile?

1 = oul 0 = non I:l
H Prend plus de 3 médicaments

8 = ou I = non D
| Escarres ou plales cutanges?

0 = oul 11 = pon I:‘

el Vaths B, Wilrs H, Aballam G, et al Dverdew oifiche BINH® - It History ond Chailnges. | Mut
Haalth Aging 2006, 10455465,

Rubansiain LT, Harket 10, Sah A, Galgor ¥, Vollas 2. Servening for indermutrition in
[Geviatr; Provrioe: Devefoping the Short-Fom Ming Merenooal Asromen [WN-5F) L Gamnt
2001584 MI3GE-ITT.

L'u?n:'\" T Min- Nuerttonai Assessroent (MNA) Review of e Soratun - Wihat coes £ fel!
e T Mutr Haalth Aging 200s; intee-

& Mzt 1954, Rovision 2006 K57200 12795 10M

For mars mformation : mweasa-elderly.com

1 (Combien de veritablies repas le patient prend-il par jour?

1]
1
2

1 repas
I repas I:I

K Consomme-t-17

Une fols par jour 2u moins
das prodults fattlers?
=+ Une oo deux fols par semalne
dhes geufs ou des légumineuses
Chague jourde |a viande,
diu polsson ou da la volaille
st0ou ] ow

rO O
=0

B’ O

net O
nel

10

L Consomime-t- dewx fiols par jour au modns des frufts ou des legumes?

0 = non D

1T = o

M Comblen de bolssons consomme-t-fl par jour? (ead, jus, café, the lait...|
= mainsde 3 verres

ﬂ 5= delaSvermss

10 = plusde 5 vemes I:II:I
N Maniére de se nourrir

0 = necessie une assistance

1 = senourrtseul avec difficulte

2 = senoumitseul sans difficike I:I
0 Le patient se considére-t-1 bien nourri? (problémes nutritionnels)

0 = malnutrtion sévene

1 = neszalt pas ou malnutrition modérse

1 = pasdeproblme de nutrtion I:l

P Le patlent se sent-ll an meflleure ou en modns bonne santé
que la plupart des parsonnes de son age?

00 = maoins bonne

0.5 = ezl pas

B0 et .0
Q Oirconférence rachlale {CB en om)

852 inien

0= B2 1.0
R Orconférence du mollet {CM en om)

et ]
Evaluation globale imex 16 potnish L1010
Score de déplstage EiEE
Score total (mex. 30 points) 0.0
Appréclation de I'état nutritionnel
da173 335 points ] risgue de malnutmtion
mains de 17 points D mauvais etat nuiritionnel
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The Mini Nutritional Assessment- Short Form MNA®-SF En Anglais Avec I'approbation de I'auteur

Source : http://www.mna-elderly.com/mna_forms.html

W‘i?ﬂﬁn Mini Nutritional Assessment

—INSTIUTE MNA®

Last name: First name: Sex: Date:

Age: Weight, kg: Height, crm: 1.0, Number;

Complete the screen by filling in the boxes with the appropriate numbers,
Add the numbers for the screen. If score is 11 or less, continue with the assessment to gain a Malnutrition Indicator Score,

A Has food intake declined over the past 3 months due to loss of appetite, digestive problems, chewing or
swallowing difficulties?

0 = severe loss of appetite
1 = moderate loss of appetite
2 = noloss of appetite I:‘

B Weight loss during the last 3 months

0 = weight loss greater than 3 kg (6.6 Ibs)

1 = does not know

2 = weightloss between 1 and 3 kg (2.2 and 6.6 |hs)

3 = noweight loss I:‘
C Mobility

0 = bedor chair bound

1 = abletoget out of bed/chair but does not go out

2 = goesout D

D' Has suffered psychological stress or acute diseasein the past 3 months
0 = yes 2 = no

E Meuropsychological problems

severe dementia or depression
mild dementia
no psychological problems D

Mass Index (BMI) {weight in kg)/ (heightin m?)

BMI less than 19

BMI 19 to less than 21

BMI 21 ta less than 23 ]
EMI 23 or greater

.,.,
Wby — o ? [ =
oo =

Screening score
{subtotal max. 14 points) C10]

12 points or greater:  Normal — not at risk —no need to complete assessment
11 points or below : Possible malnutrition — continue assessment

Ref. Vellas B, Villars H, Abellan G, et al. Overview of the MNA®- its History and Challenges. I Nut Health Aging 2006;10:456-465,

Rubenstain LZ, Harker 10, Salva A, Guigoz ¥, Vellas B Screenfng for Undemutnition in Genairc Practice: Developing the Shori-Fom Mini
Nutritional Assessment (MNA-SF). ). Geront 2001564 M3656-377.

Gulgoz Y, TheMini-Nutntlonal Assessment (MNA™) Review of the Literatire - What goes It tell us? 1 Mutr Health Aging 2008; 10:4a56-437,

© Mestle, 1994, Revision 2006, MET200 1292 10M
For more infarmation : www.mna-elderly.com
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Mini Nutritional Assessment- Short Form” (MNA®-SF) En Frangais Avec I'approbation de I'auteur

Source : http://www.mna-elderly.com/mna_forms.html

Nestle , , By -
utrition Evaluation de I'état nutritionnel

—wsnirute . Mini Nutritional Assessment MNA™

Nom: Prénom: Sexe: Date:

Age: Poids, kg: Taille en cm: Hauteur du genou, cm:

Répondez a la premiére partie du questionnaire en indiquant le score approprié pour chaque question. Additionnez les
points de la partie Dépistage, si le résultat est égal a 11 ou inférieur, complétez le questionnaire pour obtenir |'appréciation
précise de |'état nutritionnel.

A Le patient présente-t-il une perte d’appétit? A-t-il mangé moins ces 3 derniers mois par manque
d‘appétit, problémes digestifs, difficultés de mastication ou de déglutition?

0 = anorexie sévére

1 = anorexie modérée

2 = pasdanorexie L]
B Perte récente de poids (<3 mois)

0 = pertede poids >3 kg

1 = nesaitpas

2 = pertede poidsentre 1et3 kg

3 = pasde perte de poids []
C Motricité

0 = dulitau fauteuil

1 = autonome al'intérieur

2 = sortdudomicile ]

D Maladie aigué ou stress psychologique lors des 3 derniers mois?

0 = oui 2 = non |:|

E Problémes neuropsychologiques

0 = démence ou dépression sévere

1 = démence ou dépression modérée

2 = pasde probléme psychologique []
F Indice de masse corporelle (IMC = poids / (taille} en kg/m?)

0 = IMC<19

1 = 19<MC<21

2 = 21<IMC<23

3 = IMC=23 D
Score de dépistage

101

(sous-total max. 14 points)

12 points ou plus: normal pas besoin de continuer l'évaluation
11 points ou moins: possibilité de malnutrition — continuez I'évaluation

Ref. Vellas B, Villars H, Abellan G, et al. Overview of the MNA® - Its History and Challenges. ] Nut Health Aging 2006;10:456-465.

Rubenstein LZ, Harker JO, Salva A, Guigoz Y, Vellas B. Screening for Undernutrition in Geriatric Practice: Developing the Short-Fom Mini
Nutritional Assessment (MNA-SF). ). Geront 2001;56A: M366-377.

Guigoz Y. The Mini-Nutritional Assessment (MNA®) Review of the Literature - What does it tell us? ] Nutr Health Aging 2006; 10:466-487.

© Nestlé, 1994, Revision 2006. N67200 12/99 10M
For more information : www.mna-elderly.com
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