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feels, functions or survives.
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Improvements in disease oriented outcomes do not always lead to
improvements in patient oriented outcomes.
Before new drugs can be licensed using disease oriented outcomes, FDA
requires a definitive clinical trial demonstrating an improvement in a
disease oriented outcome leads to an improvement in a patient oriented
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• No measures of ‘nutritional efficacy’ (Nitrogen balance, caloric intake,
percent calories from EN, body composition etc) fulfill this FDA
requirement.
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• Grade B: At least one well-designed controlled trial without randomization, a
quasi-experimental study or observational study
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ASPEN guideline recommendations

1.2–2.0 g/kg actual body weight per day (Grade E)
• Grade E: supported by nonrandomized, historical controls, case series,
uncontrolled studies, and expert opinion

Guidelines for the Provision and Assessment of Nutrition Support Therapy in the Adult Critically Ill Patient: Society of
Critical Care Medicine and American Society for Parenteral and Enteral Nutrition. JPEN 2009; 33(3):277-316.
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None reported any positive effects on patient oriented outcomes.
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Most hospital formulas use a fixed ratio of protein to energy.
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All lines slope down and to the right (decreased mortality as energy increases), we should
conclude that ALL classes of BMI benefit, however some benefit more than others.
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• Patients with a BMI < 20 demonstrated a significant reduction in mortality
with increasing caloric intake (OR 0.52, 95% CI 0.29 to 0.95, P = 0.033) and
protein intake (OR 0.60, 95% CI 0.41 to 0.87, P = 0.007)
• Adjusted for nutrition days, age, admission category, admission dx
and APACHE II score.
• Appropriate interpretation of Figure 1 shows benefit from increased
caloric intake is present in all BMI classes!!!
• A ‘Figure 1’ for protein was not presented, but throughout the paper the
‘protein’ effect mirrors the ‘energy effect’.
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The interpretation of interactions in logistic regression models is complex.
Because logistic regression is conducted in the log-odds scale, the magnitude of effect is not linear
over all values of the interacting variables.
To properly interpret a logistic interaction term, we need to look at all levels of both variables in
the interaction term.
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