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Abstract
Disease-related malnutrition is prevalent among older adults; therefore, identifying the modifiable risk factors in the diet is essential for the prevention and
management of disease-related malnutrition. The present study examined the cross-sectional association between dietary patterns and malnutrition in
Chinese community-dwelling older adults aged ≥65 years in Hong Kong. Dietary patterns, including Diet Quality Index International (DQI-I), Dietary
Approaches to Stop Hypertension (DASH), the Mediterranean Diet Score, ‘vegetable–fruit’ pattern, ‘snack–drink–milk product’ pattern and ‘meat–fish’
pattern, were estimated and generated from a validated food frequency questionnaire. Malnutrition was classified according to the modified Global
Leadership Initiative on Malnutrition (GLIM) criteria based on two phenotypic components (low body mass index and reduced muscle mass) and one
aetiologic component (inflammation/disease burden). The association between the tertile or level of adherence of each dietary pattern and modified
GLIM criteria was analysed using adjusted binary logistic regression models. Data of 3694 participants were available (49 % men). Malnutrition was present
in 397 participants (10⋅7 %). In men, a higher DQI-I score, a higher ‘vegetable–fruit’ pattern score and a lower ‘meat–fish’ pattern score were associated
with a lower risk of malnutrition. In women, higher adherence to the DASH diet was associated with a lower risk of malnutrition. After the Bonferroni
correction, the association remained statistically significant only in men for the DQI-I score. To conclude, a higher DQI-I score was associated with a lower
risk of malnutrition in Chinese older men. Nutritional strategies for the prevention and management of malnutrition could potentially be targeted on dietary
quality.
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Introduction

Malnutrition has been defined as ‘a state resulting from lack of
uptake or intake of nutrition causing altered body composition,
leading to diminished physical and mental function and impaired
outcome from disease’. Malnutrition can result from starvation,
disease or advanced aging, alone or in combination(1). Since
multimorbidity is prevalent among older adults(2), exploring

disease-related malnutrition in this population is highly relevant.
Disease-related malnutrition is associated with morbidity, sarco-
penia, loss of independence, hospitalisation and mortality in
older adults(3–5). Consumption of a healthy diet reduces the risk
of developing chronic diseases and malnutrition(6). Identifying
the modifiable risk factors in the diet is therefore essential for
the prevention and management of malnutrition.
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Diets are composed of food and nutrients; therefore, focus-
ing on isolated food groups or nutrients cannot account for
the synergistic and/or antagonistic interactions between nutri-
ents(7). In this context, a dietary pattern approach to examine
the role of diet on malnutrition is preferred over an individual
food group or single nutrient approach. Previous studies have
shown inconsistent findings regarding the association between
diet quality and malnutrition in community-dwelling older
adults(8–11). Two prospective studies found that diet quality
was not associated with malnutrition defined by weight sta-
tus(8) and the Mini-Nutritional Assessment (MNA)(9). In con-
trast, two cross-sectional studies found that adherence to the
Mediterranean diet and high-nutrient-dense dietary pattern
was associated with a lower risk of malnutrition assessed with
the Determine Your Nutritional Health Checklist(10) and weight
status(11) respectively. Recently, a consensus scheme for diag-
nosing malnutrition has been proposed by the Global
Leadership Initiative on Malnutrition (GLIM)(12). Since dietary
pattern is a potentially modifiable risk factor for malnutrition,
studies of the association between dietary patterns andmalnutri-
tion according to the GLIM criteria are therefore of value.
Given the scarcity of evidence on this topic and the fact that

dietary culture varies among countries, the present study
examined the association between dietary patterns and
disease-related malnutrition according to GLIM criteria
among Chinese community-dwelling older adults in Hong
Kong. The hypothesis for the present study was that healthier
dietary patterns are associated with a lower risk of malnutrition
according to the GLIM criteria.

Methods and materials

Study population

This was a cross-sectional analysis of a prospective cohort
study (Mr. and Ms. Os study). In the years 2001–2003, 2000
men and 2000 women aged 65 years and above living in the
community in Hong Kong were invited to attend a health
check conducted at the University Teaching Hospital in
Shatin(13). Recruitment notices were placed at the common
areas in local elderly community centres and housing estates.
Participants were volunteers and should be able to travel to
the study site. Those who were unable to walk without the
assistance of another person, had a bilateral hip replacement
or were not competent to give informed consent were
excluded. The target was to recruit a stratified sample that
equally assigned them into each of these age groups: 65–69,
70–74 and ≥75. The study was conducted according to the
guidelines laid down in the Declaration of Helsinki, and all
procedures involving human subjects were approved by the
Clinical Research Ethics Committee of the Chinese
University of Hong Kong (CRE: 2003.102). Written informed
consent was obtained from all participants.
In the present study, we excluded 298 participants with

incomplete data to classify malnutrition according to the
GLIM criteria. We further excluded those from the analysis
due to extremely high (>5000 kcal) or low (<500 kcal) energy
intake(14–16). The final sample size for the present analysis
was 3694.

Participants’ demographics

A structured interview was conducted to collect information
on age, sex, smoking habit, alcohol use, living status, marital
status, education level, subjective social status and medical
history. Subjective social status was assessed using a 10-rung
self-anchoring scale. Participants were asked to mark their self-
perceived position on an upright ladder with 10 rungs. The
lowest rung indicates the most undesirable, and the highest
rung indicates the most desirable state with respect to their
standing in the community (community status ladder) and in
Hong Kong (Hong Kong ladder)(17). Depressive symptoms
were assessed using the Chinese version of the Geriatric
Depression Scale (GDS) short form, consisting of fifteen
questions relevant to depression including motivation, self-
image, losses, agitation and mood. The total GDS score ranges
from 0 to 15, and a cut-off of 8 or above was defined as the
presence of depressive symptoms(18,19). Cognitive function
was assessed using the cognitive part of the Community
Screening Instrument for Dementia (CSID)(20). The total
CSID score ranges from 0 to 33 and categorises into normal
(≥29⋅5), borderline (28⋅4–29⋅49) and probably dementia
(<28⋅4). Medical history was obtained based on participants’
self-report of their physician’s diagnosis, supplemented by
the identification of medications brought to the interviewers.
A list of diseases was used to assess the presence of chronic
diseases: diabetes, hyperthyroidism, hypothyroidism, osteopor-
osis, stroke, Parkinson’s disease, hypertension, heart attack,
angina, congestive heart failure (CHF), chronic obstructive
pulmonary disease (COPD), prostatitis, glaucoma, cataracts,
gastrointestinal surgery, rheumatoid arthritis (RA), osteoarth-
ritis, gout and cancer. The 12-item Physical Activity Scale
for the Elderly (PASE) was used to assess the average number
of hours per day spent in leisure, household and occupational
physical activities in the last week(21). Activity weights for each
item were determined based on the amount of energy spent,
and each item score was computed by multiplying the activity
weight with daily activity frequency reported. A PASE score
was computed by summing each item score, with a higher
score indicates a higher physical activity level.

Dietary patterns

A validated semi-quantitative food frequency questionnaire
(FFQ) was used to assess dietary intake(22). The FFQ con-
sisted of 280 food items. A trained interviewer asked each par-
ticipant to report the frequency and the usual quantity of each
food item consumed over the past year. A catalogue of pic-
tures of individual food portions was used to explain portion
size to participants. The usual cooking methods of preparing
foods (e.g. boiled, stir-fried, steamed and deep-fried) and the
type of cooking oil used were asked. The quantity of cooking
oil was estimated according to the usual cooking methods of
preparing standardised portions of different foods and the
usual portion of different foods consumed by the participants.
A priori and a posteriori dietary pattern scores were calculated,

and details of the calculation have been described previ-
ously(23,24). The Dietary Quality Index International (DQI-I)
was used to assess the quality of diet, as it is an indicator of
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dietary patterns in relation to health(25) and has been used in a
Chinese population(23). The DQI-I score was calculated
according to the method described by Kim et al.(25). In brief,
four major categories, including variety, adequacy, moderation
and overall balance, were assessed in the index. In the present
study, sufficient information was not available to calculate the
category of empty-calorie foods under the category ‘moder-
ation’. Therefore, the total DQI-I score ranges from 0 to 94
instead of 0 to 100, with a higher score indicates better diet
quality.
The Dietary Approaches to Stop Hypertension (DASH) diet

emphasises intakes of fruits and vegetables, beans, nuts, whole
grains and low-fat dairy and limits food high in saturated fat
and sugar(26). A DASH score developed by Mellen et al. was
used to assess adherence to the DASH dietary pattern(27).
The score is based on DASH target intakes for nine nutrients
including total fat, saturated fat, protein, fibre, cholesterol, cal-
cium, magnesium, potassium and sodium. A score of 1 was
given for each nutrient target achieved, and 0⋅5 was given
for meeting a nutrient target that was intermediate between
the DASH target and the nutrient content of the diet of the
control group in the DASH trial. The total DASH score was
computed by summing the score for each nutrient target
and ranges from 0 to 9. A higher total DASH score indicates
better DASH accordance.
The Mediterranean Diet Score (MDS) was calculated using

the revised method described by Trichopoulou et al. to assess
the adherence to the Mediterranean diet(28). Adherence
is represented by a scale in which a value of 1 was assigned
to the consumption of food groups considered beneficial to
health at or above the sex-specific median and below the
median for food groups presumed to be detrimental to health.
The component of ethanol consumption was scored 1 if daily
consumption was between 10 and 50 g for men or 5 and
25 g for women. The total MDS ranges from 0 (minimal
adherence to the traditional Mediterranean diet) to 9 (maximal
adherence).
Dietary patterns were also derived from our study popula-

tion using factor analysis. Individual food items from the
FFQ were aggregated into thirty-two food groups based on
the similarity of type of food and nutrient composition. The
food groups were energy adjusted by dividing the energy
intake from each food group by the total energy intake and
multiplying by 100 and were expressed as percentage contribu-
tion to the total energy. The factor scores for each pattern
were calculated for each participant by summing the intake
of food items weighted by their factor loadings. A higher
score indicated greater conformity with the pattern being
calculated. Factor analysis identified three dietary patterns
in men and women: vegetable–fruit pattern, snack–drink–
milk product pattern and meat–fish pattern(24). The
‘vegetable–fruit’ pattern was dominated by frequent intake of
vegetables, fruits, legumes, soya and soya products. ‘Snack–
drink–milk product’ pattern was characterised by frequent
intake of condiments, coffee, fast food, French fries, potato
chips, nuts and milk products. ‘Meat–fish’ pattern included
frequent intake of dim sum, red and processed meats, poultry,
fish and seafood.

Classification of malnutrition

GLIM criteria, which are composed of three phenotypic and
two aetiologic components, were used for the classification
of malnutrition(12). At least one phenotypic criterion (non-
volitional weight loss, low body mass index (BMI) and reduced
muscle mass) and one aetiological criterion (reduced food
intake/assimilation and inflammation/disease burden) were
required for the classification of malnutrition. In the present
study, data of one GLIM phenotypic criterion (non-volitional
weight loss) and one aetiologic criterion (reduced food intake/
assimilation) were not available from the database. Since it
was possible to classify malnutrition as long as the participant
met at least one phenotypic criterion and one aetiological criter-
ion, participants were included in the analysis even if some of
the data was lacking. Modified GLIM criteria based on two
phenotypic components and one aetiologic component were
used in the present study. The combination of the phenotypic
and aetiologic components for the classification of malnutrition
in the present study included: (1) low BMI and inflammation;
(2) low BMI and disease burden; (3) reduced muscle mass
and inflammation; (4) reduced muscle mass and disease burden.
Bodyweightwasmeasuredwith participantswearing light cloth-

ing, using thePhysicianBalanceBeanScale (Healthometer, Illinois,
USA). Height was measured using the Holtain Harpenden
Standiometer (Holtain Ltd, Crosswell, UK). BMI was calculated
as body weight in kilograms divided by height in metre squared.
Low BMI was defined using the Asian specific cut-off of <18⋅5
kg/m2 if aged <70 years or <20⋅0 kg/m2 if ≥70 years(12).
Body composition was measured using the dual-energy

X-ray absorptiometry (DXA) (Hologic QDR-4500W, software
version 11.2; Hologic, Inc., Waltham, MA, USA). Total appen-
dicular skeletal muscle mass (ASM) was calculated by the sum
of lean mass measured in the four limbs, with the operator
adjusting the cut lines of the limbs according to specific anatom-
ical landmarks as described by Heymsfield et al.(29) Reduced
muscle mass was defined as ASM/height2: <7⋅0 kg/m2 for
men and <5⋅4 kg/m2 for women(30).
High-sensitivity C-reactive protein (hsCRP) was used as a

proxy measure of inflammation(12). Fasting serum samples
were collected and stored at −80°C. A commercially available
enzyme-linked immunosorbent assay (Vitros Fusion 5.1,
Vitros Chemistry Products, USA) was used to measure the
hsCRP level in duplicates and was performed by PathLab Co.
Ltd. Sex-specific quartiles for hsCRP in our own data were cal-
culated, and the highest quartile was considered as a sex-specific
threshold. The presence of inflammation was defined as hsCRP
≥3⋅2 mg/l in men and ≥3⋅8 mg/l in women. Disease burden
was defined as the self-reported history of cancer, COPD,
CHF and RA, as these conditions are associated with chronic
or recurrent inflammation of a mild-to-moderate degree(12).
The aetiological criterion was met if the participants with either
the presence of inflammation or disease burden.

Statistical analysis

Characteristics of participants are described as mean and
standard deviation (SD) for continuous variables and as
numbers and percentages (%) for categorical variables.
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Non-normally distributed variables are presented as the
median and interquartile range (IQR). Independent Student’s
t-test and χ2 test were used to examine the baseline differences
in characteristics between participants included and partici-
pants excluded for data analysis. The differences in character-
istics and dietary patterns between malnourished and
non-malnourished participants were examined using the χ2

test for categorical variables and by t-test for continuous
variables.
The association between each dietary pattern and the pres-

ence of malnutrition was analysed using binary logistic regres-
sion models. The DQI-I score and the three dietary pattern
scores derived by the factor analysis were first stratified into
tertiles based on the distribution of each sex. The DASH
score was divided into two levels of adherence, using at least
4⋅5 as a cut-off value(27). The MDS score was divided into
three levels of adherence, namely low (0–3), medium (4–5)
and high (6–9)(28,31). Test for trend was examined by entering
tertiles of each dietary pattern or the DASH adherence or
three levels of MDS as a continuous variable in all models.
We also examined the interaction between sex and each dietary
pattern by the addition of cross-product terms to the regres-
sion models. The interaction was significant, and all subse-
quent analyses were stratified by sex. Model 1 was the crude
model. Age, daily energy intake and independent variables
with P< 0⋅1 in the univariate analyses were considered to be
potential confounders for adjustment and entered into the
multiple logistic regression model. For men, Model 2 was
adjusted for age (continuous), BMI (continuous), current smo-
ker (yes v. no), current drinker (yes v. no), marital status (mar-
ried/cohabited v. widowed/separated/divorced/single/never
married), subjective social status community status ladder
(continuous), number of chronic diseases (0–1 v. ≥2), depres-
sive symptoms (yes v. no), CSID category (normal v. border-
line v. probably dementia), PASE score (continuous) and
daily energy intake (continuous). For women, Model 2 was
adjusted for age (continuous), BMI (continuous), education
level (primary or below v. secondary and above), subjective
social status community status ladder (continuous), number
of chronic diseases (0–1 v. ≥2), CSID category (normal v. bor-
derline v. probably dementia), PASE score (continuous) and
daily energy intake (continuous). Data are presented as odds
ratio (OR) and 95 % confidence intervals (CI).
Statistical analyses were performed using the statistical

package SPSS version 24.0 (IBM SPSS Statistics for Windows,
Version 24.0. Armonk, NY, USA: IBM Corp.). All tests were
two-sided. To account for multiple testing for various dietary
patterns, findings were considered statistically significant if
they passed the Bonferroni cut-off of P< 0⋅008 (α 0⋅05/6).

Results

Excluded participants were older, had lower BMI, had higher
educational attainment and had lower subjective social status
(community ladder) in comparison to included participants
(P< 0⋅05). Excluded participants were also more likely to be
men and to be current smokers than those who were included
in the analysis (P < 0⋅05) (details not shown).

Among 3694 participants, 293 men (16⋅2 %) and 104
women (5⋅5 %) were classified as malnutrition according to
the GLIM criteria. The prevalence of each phenotypic compo-
nent and aetiologic component and their combinations for the
classification of malnutrition are presented in Supplementary
Table S1 of Supplementary material. The characteristics of
participants with malnutrition and participants without malnu-
trition by sex are shown in Table 1. Men with malnutrition
were more likely to be older, have lower BMI, being a current
smoker, have lower subjective social status, ≥2 chronic dis-
eases, depressive symptoms, probable dementia, lower PASE
score and less likely to be married and being physically active
than men without malnutrition. Women with malnutrition
were more likely to be older, have lower BMI, ≥2 chronic dis-
eases, lower PASE score and less likely to have probable
dementia than women without malnutrition.
Table 2 shows the dietary patterns of participants with and

without malnutrition by sex. Men with malnutrition had lower
DQI-I score, and DASH score compared with men without
malnutrition. After the Bonferroni correction, only the
DQI-I score was statistically significantly different between
men with and without malnutrition. None of the dietary
pattern scores differed among women with and without
malnutrition.
Table 3 shows the logistic regression results of each dietary

pattern and malnutrition. Men in the highest tertile of DQI-I
score (adjusted OR 0⋅59, 95 % CI 0⋅41, 0⋅86, P-trend 0⋅005)
and ‘vegetable–fruit’ dietary pattern score (adjusted OR 0⋅70,
95 % CI 0⋅50, 0⋅99, P-trend 0⋅035) had reduced risk of malnu-
trition, compared with men in the lowest tertile. Men in the
highest tertile of ‘meat–fish’ dietary pattern score showed an
increased risk of malnutrition compared with men in the low-
est tertile (adjusted OR 1⋅51, 95 % CI 1⋅06, 2⋅15, P-trend
0⋅023). After the Bonferroni correction, only the DQI-I
score remained statistically significant in its association with
malnutrition (P-trend < 0⋅008). In women, higher adherence
to the DASH diet was associated with a lower risk of malnu-
trition (adjusted OR 0⋅61, 95 % CI 0⋅38, 0⋅97, P 0⋅038). After
the Bonferroni correction, this association was no longer stat-
istically significant. The associations for the DQI-I score and
‘meat–fish’ dietary pattern and malnutrition were in the
same direction as in men. In contrast, women in the highest
tertile of ‘vegetable–fruit’ dietary pattern score had an
increased risk of malnutrition compared with women in the
lowest tertile. However, these associations did not reach statis-
tical significance in women either with or without the
Bonferroni correction. A higher MDS score and a lower
‘snack–drink–milk product’ dietary pattern score appeared to
be associated with a higher risk of malnutrition in both gen-
ders, although the associations were not statistically significant
with or without the Bonferroni correction.

Discussion

Our findings supported that healthier dietary patterns were
associated with malnutrition according to the GLIM criteria
in Chinese community-dwelling older adults. In men, a higher
DQI-I score, a higher ‘vegetable–fruit’ dietary pattern score
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and a lower ‘meat–fish’ dietary pattern score were associated
with a lower risk of malnutrition. In women, higher adherence
to the DASH diet was associated with a lower risk of malnu-
trition. However, after the Bonferroni correction, the associa-
tions remained statistically significant only in men for the
DQI-I score.
The gender difference in the results may be explained by

several factors. Men, in general, showed less healthy dietary
patterns and lifestyles than women. Therefore, data from
men may be more heterogeneous compared with women, in
which significant associations between dietary patterns and
malnutrition were more easily detected in the present study.
Another factor may be due to the fewer number of women
being classified as malnutrition compared with men. These
results may reflect the more unfavourable eating habits of
older men (particularly those who lived alone) of not cooking
at home but relying on fast food and takeaway lunch
boxes(32–34). Taking away is an alternative for people who do
not like cooking nor eating alone in restaurants(35). Further
exploration of our data showed that men who lived alone had
lower dietary quality as assessed by the ‘vegetable–fruit’ dietary
pattern score than those who lived with others. Although the
dietary data were collected almost 20 years ago, research has
shown that the dietary habits of older adults are relatively stable
over time(36–38).
To the best of our knowledge, the present study was the first

study to examine different dietary patterns on malnutrition
according to the GLIM criteria in community-dwelling older
adults. Direct comparison with similar studies was therefore
not feasible due to the different criteria used to classify malnu-
trition such as MNA(9,39,40), low BMI and/or involuntary
weight loss(8). In general, previous studies supported our find-
ings that higher dietary variety(39) and better diet quality(10,11)

were associated with a lower risk of malnutrition.
As our participants that were identified as malnourished

fulfilled the aetiologic criterion of inflammation or disease
burden; therefore, the influence of diet on disease-related
malnutrition according to the GLIM criteria is expected.
The literature has shown the association between diet and
inflammatory statuses such as high hsCRP and disease bur-
den(15,41,42). In Chinese community-dwelling older adults, a
higher DQI-I score was associated with a lower hsCRP level
in men but this association was not observed in women(15).
A higher meat and instant food dietary pattern score has
also been reported to be associated with higher hsCRP
levels in Taiwanese community-dwelling older adults(43).
Furthermore, a systematic review supports the notion that a
positive association exists between meat-based diets and low-
grade chronic inflammation(44), which may contribute to the
higher levels of overall inflammation and oxidative stress
that are often associated with muscle ageing and chronic dis-
eases(45,46). Although the positive association between the
‘meat–fish’ pattern and malnutrition was not significant after
the Bonferroni correction, the direction of the association
was somehow reasonable. Inflammation contributes to malnu-
trition through associated anorexia and decreased food intake,
as well as altered metabolism with an elevation of resting
energy expenditure and increased muscle catabolism(12). TheTa
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‘meat–fish’ pattern had high factor loadings for dim sum, red
and processed meats, poultry, fish and seafood; however, it did
not load high on vegetables and fruits. Although adequate
protein intake may play a role in counteracting disease-related
malnutrition, too much protein intake may raise an acidic
environment. It has been proposed that metabolic acidosis
can cause tissue damage, which can further initiate inflamma-
tory responses(47). Vegetables and fruits could provide antiox-
idants to quench free radicals and reduce damage from
reactive oxygen species and inflammatory status(48). The
absence of these foods may partly explain the positive associa-
tions observed with the ‘meat–fish’ pattern. The findings sug-
gest that the balance of total diet and variety may be most
important in determining its role on the risk of disease-related
malnutrition.
It should be noted that our participants that were identified

as malnourished fulfilled more often the phenotypic criterion
of low muscle mass than of low BMI. A previous study
showed that adherence to a Western dietary pattern (high in
red meat, fried foods and high-fat dairy) was associated with
higher D3Cr muscle mass, while the healthy dietary pattern
(high in fruits, vegetables, whole grains and lean meats) was
not associated with D3Cr muscle mass or appendicular muscle
mass assessed using DXA in older men(49). The findings are
somewhat different from those found in the present study,
in which a lower adherence to ‘meat–fish’ dietary pattern
was associated with a lower risk of malnutrition. The previous

study did not specify the aetiology of low muscle mass.
Therefore, the different findings may be explained by inflam-
mation/disease burden as the aetiology in our participants as
described earlier, compared with other aetiologies of low mus-
cle mass such as reduced food intake or assimilation(12).
However, the absence of associations between DASH, MDS
and malnutrition in the present study were similar to those
reported by Huang et al. in which DASH and MDS were
not associated with muscle mass among Japanese older
adults(50). The MDS uses the group median intake of each
component as the cut-off value for calculation. This scoring
system may result in bias in that the MDS calculation is
based on cohort- and sex-specific median values across food
categories of the studied population; therefore, the score
may not be related to a healthy level of intake per se(51).
Given the association between DQI-I score and malnutri-

tion found in the present study, it appears that improving diet-
ary quality could potentially reduce the risk of malnutrition in
older adults, particularly in the aspects of a high variety of
foods, adequate intake of healthy foods, moderate intake of
nutrients that are related to chronic diseases and an overall bal-
ance in macronutrients and fatty acids(25). Nonetheless, it
should be noted that older adults often encounter barriers to
healthy eating, including social determinants (e.g. eating
alone), health problems (e.g. impaired mobility, vision and
dental problems) and decreased financial and social support.
This age group also seems to struggle with change more

Table 3. Association between dietary patterns and malnutrition in 3694 community-dwelling older adults

Men Women

Dietary patterns
Model 1 Model 2 Model 1 Model 2

OR 95% CI P-trend OR 95% CI P-trend OR 95% CI P-trend OR 95% CI P-trend

DQI-I score 0⋅001 0⋅005 0⋅214 0⋅215
T1 Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.

T2 0⋅90 0⋅67–1⋅22 0⋅93 0⋅65–1⋅32 0⋅68 0⋅42–1⋅10 0⋅67 0⋅38–1⋅18
T3 0⋅60 0⋅44–0⋅82 0⋅59 0⋅41–0⋅86 0⋅75 0⋅47–1⋅20 0⋅71 0⋅40–1⋅24
DASH score 0⋅111 0⋅057 0⋅050 0⋅038*
Low (≤4⋅0) Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.

High (≥4⋅5) 0⋅79 0⋅59–1⋅06 0⋅73 0⋅53–1⋅01 0⋅67 0⋅45–1⋅00 0⋅61 0⋅38–0⋅97
MDS 0⋅271 0⋅787 0⋅713 0⋅866
0–3 Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.

4–5 0⋅98 0⋅74–1⋅29 1⋅07 0⋅77–1⋅48 0⋅83 0⋅54–1⋅29 0⋅84 0⋅50–1⋅41
6–9 0⋅79 0⋅55–1⋅15 1⋅05 0⋅67–1⋅62 0⋅95 0⋅55–1⋅65 1⋅14 0⋅59–2⋅19
Vegetable-fruit 0⋅013* 0⋅035* 0⋅323 0⋅378
T1 Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.

T2 0⋅56 0⋅41–0⋅77 0⋅50 0⋅35–0⋅72 1⋅00 0⋅61–1⋅65 0⋅96 0⋅54–1⋅73
T3 0⋅70 0⋅52–0⋅94* 0⋅70 0⋅50–0⋅99* 1⋅27 0⋅79–2⋅05 1⋅28 0⋅73–2⋅26
Snack-drink- milk-product 0⋅101 0⋅166 0⋅711 0⋅162
T1 Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.

T2 1⋅02 0⋅76–1⋅38 0⋅93 0⋅66–1⋅31 1⋅06 0⋅66–1⋅71 0⋅84 0⋅48–1⋅48
T3 0⋅77 0⋅56–1⋅05 0⋅77 0⋅53–1⋅11 0⋅91 0⋅56–1⋅49 0⋅64 0⋅34–1⋅20
Meat-fish 0⋅138 0⋅023* 0⋅902 0⋅297
T1 Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.

T2 1⋅05 0⋅77–1⋅44 1⋅07 0⋅75–1⋅54 0⋅85 0⋅52–1⋅40 1⋅01 0⋅57–1⋅79
T3 1⋅26 0⋅93–1⋅71 1⋅51 1⋅06–2⋅15* 1⋅03 0⋅64–1⋅65 1⋅35 0⋅77–2⋅36

CI, confidence interval; DQI-I, Diet Quality Index International; DASH, Dietary Approaches to Stop Hypertension; MDS, The Mediterranean Diet Score; OR, odds ratio; T1, first

tertile; T2, second tertile; T3, third tertile.

Model 1: crude model; Model 2 (men): adjusted for age, BMI, current smoker (yes/no), current drinker (yes/no), being married (yes/no), subjective social status (community ladder),

CSID category (normal/borderline/probable dementia), number of chronic diseases (0–1/ ≥2), depressive symptoms (yes/no), PASE score and daily energy intake; Model 2

(women): adjusted for age, BMI, education level (primary or below/secondary and above), subjective social status (community ladder), CSID category (normal/borderline/probable

dementia), number of chronic diseases (0–1/ ≥2), PASE score and daily energy intake. P<0⋅008 were considered statistically significant after the Bonferroni correction and

indicated in bold.

*P<0⋅05.
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than other age groups, as ‘resistance to change’ and ‘giving up
liked foods’ have been identified as barriers unique to this age
group(52). This emphasises the importance of promoting
healthy eating through a life-course approach and the need
for healthcare professionals to address these age-specific bar-
riers during health promotion(53).
The strengths of the present study included the analysis of

various dietary patterns, which allowed assessment of the
interaction among synergistic components in the diet and
facilitated the development of food-based dietary guide-
lines(7,54). A wide range of participants’ lifestyle factors allowed
us to adjust for their confounding effects in the analyses.
However, the cross-sectional data cannot infer a causal rela-
tionship because data of dietary patterns and malnutrition
according to the GLIM criteria were obtained at the same
time. Second, dietary data were collected using FFQ which
may be subject to recall bias. Third, our participants were of
higher educational level and were able to travel to the study
site; therefore, they were more likely to be more health-
conscious and have a better diet compared to the general
population. Therefore, the results may not be extrapolated to
the general target population or applicable to other countries
with different cultures and dietary cultures. Fourth, although
a statistically significant difference of DQI-I score was found
between men with and without malnutrition, whether it is a
clinically relevant difference is not well-defined in the litera-
ture. Lastly, data of weight loss and reduced food intake
were not available in our dataset. These criteria are important,
as it has been shown that Chinese community-dwelling older
adults who had a lack of appetite and meal skipping behavior
(may imply insufficient food intake and subsequent weight
loss) had a higher risk of malnutrition defined by the
MNA(55). However, based on our data collected at the
2-year follow-up, the prevalence of weight loss (10⋅2 %) and
reduced food intake (6⋅0 %) was low. Therefore, although
the prevalence of malnutrition may have been underestimated
using the modified GLIM criteria, we do not expect a huge
difference in the association between dietary patterns and mal-
nutrition if the original GLIM criteria was applied in our
population.

Conclusions

In community-dwelling Chinese older adults in Hong Kong, a
better diet quality as characterised by a higher DQI-I score
was associated with a lower risk of malnutrition according to
the modified GLIM criteria in men, whereas dietary patterns
were not associated with malnutrition in women. Nutritional
strategies for the prevention and management of disease-related
malnutrition could potentially be targeted on dietary quality in
the aspects of variety, adequacy, moderation and overall balance,
with the consideration of age-specific barriers to healthy eating.

Supplementary material

The supplementary material for this article can be found at
https://doi.org/10.1017/jns.2021.64.

Acknowledgements

This work was supported by grants from the Health and
Medical Research Fund of the Food and Health Bureau of
Hong Kong (No. HMRF#12133811) and the Hong Kong
Jockey Club Charities Trust. The funders had no role in
study design, collection, analysis and interpretation of data,
writing of the report and in the decision to submit the article
for publication.
Study conception and design were contributed by R.S.M.C.,

J.S.W.L. and J.W. Data collection was performed by J.S.W.L.
and J.W. Data analysis was carried out by S.S.Y.Y. The first
draft of the manuscript was written by S.S.Y.Y. and R.S.M.
C. All authors read and approved the final manuscript.
There are no conflicts of interest.

References

1. Cederholm T, Barazzoni R, Austin P, et al. (2017) ESPEN guide-
lines on definitions and terminology of clinical nutrition. Clin
Nutr 36, 49–64.

2. Marengoni A, Angleman S, Melis R, et al. (2011) Aging with multi-
morbidity: a systematic review of the literature. Ageing Res Rev 10,
430–439.

3. Volkert D, Beck AM, Cederholm T, et al. (2019) Management of
malnutrition in older patients-current aapproaches, evidence and
open questions. J Clin Med 8, 974.

4. Beaudart C, Sanchez-Rodriguez D, Locquet M, et al. (2019)
Malnutrition as a strong predictor of the onset of sarcopenia.
Nutrients 11, 2883.

5. Meyer F & Valentini L (2019) Disease-related malnutrition and sar-
copenia as determinants of clinical outcome. Visc Med 35, 282–291.

6. Shlisky J, Bloom DE, Beaudreault AR, et al. (2017) Nutritional con-
siderations for healthy aging and reduction in age-related chronic
disease. Adv Nutr 8, 17–26.

7. Tapsell LC, Neale EP, Satija A, et al. (2016) Foods, nutrients, and
dietary patterns: interconnections and implications for dietary
guidelines. Adv Nutr 7, 445–454.

8. Hengeveld LM, Wijnhoven HAH, Olthof MR, et al. (2018)
Prospective associations of poor diet quality with long-term inci-
dence of protein-energy malnutrition in community-dwelling
older adults: the Health, Aging, and Body Composition (Health
ABC) Study. Am J Clin Nutr 107, 155–164.

9. Fanelli Kuczmarski M, Stave Shupe E, Pohlig RT et al. (2019) A
longitudinal assessment of diet quality and risks associated with
malnutrition in socioeconomic and racially diverse adults.
Nutrients 11, 2046.

10. Katsas K, Mamalaki E, Kontogianni MD, et al. (2020) Malnutrition
in older adults: correlations with social, diet-related, and neuro-
psychological factors. Nutrition 71, 110640.

11. Ledikwe JH, Smiciklas-Wright H, Mitchell DC, et al. (2004) Dietary
patterns of rural older adults are associated with weight and nutri-
tional status. J Am Geriatr Soc 52, 589–595.

12. Cederholm T, Jensen GL, Correia M, et al. (2019) GLIM criteria for
the diagnosis of malnutrition – a consensus report from the global
clinical nutrition community. Clin Nutr 38, 1–9.

13. Wong SY, Kwok T, Woo J, et al. (2005) Bone mineral density and
the risk of peripheral arterial disease in men and women: results
from Mr. and Ms Os, Hong Kong. Osteoporos Int 16, 1933–1938.

14. Chan R, Leung J & Woo J (2019) High protein intake is associated
with lower risk of all-cause mortality in community-dwelling
Chinese older men and women. J Nutr Health Aging 23, 987–996.

15. Chan R, Yu B, Leung J, et al. (2019) Association of dietary patterns
with serum high-sensitivity C-reactive protein level in community-
dwelling older adults. Clin Nutr ESPEN 31, 38–47.

8

journals.cambridge.org/jns

https://doi.org/10.1017/jns.2021.64
https://doi.org/10.1017/jns.2021.64


16. Chan RSM, Yu BWM, Leung J, et al. (2019) How dietary patterns
are related to inflammaging and mortality in community-dwelling
older Chinese adults in Hong Kong – a prospective analysis.
J Nutr Health Aging 23, 181–194.

17. Adler NE, Epel ES, Castellazzo G, et al. (2000) Relationship of sub-
jective and objective social status with psychological and physio-
logical functioning: preliminary data in healthy white women.
Health Psychol 19, 586–592.

18. Yesavage JA, Brink TL, Rose TL, et al. (1982) Development and
validation of a geriatric depression screening scale: a preliminary
report. J Psychiatr Res 17, 37–49.

19. Lee H-c, Chiu HFK, Kowk WY, et al. (1993) Chinese elderly and
the GDS short form: a preliminary study. Clin Gerontol 14, 37–42.

20. Prince M, Acosta D, Chiu H, et al. (2003) Dementia diagnosis in
developing countries: a cross-cultural validation study. Lancet 361,
909–917.

21. Washburn RA, Smith KW, Jette AM, et al. (1993) The Physical
Activity Scale for the Elderly (PASE): development and evaluation.
J Clin Epidemiol 46, 153–162.

22. Woo J, Leung SSF, Ho SC, et al. (1997) A food frequency question-
naire for use in the Chinese population in Hong Kong: description
and examination of validity. Nutr Res 17, 1633–1641.

23. Woo J, Cheung B, Ho S, et al. (2008) Influence of dietary pattern on
the development of overweight in a Chinese population. Eur J Clin
Nutr 62, 480–487.

24. Chan R, Chan D & Woo J (2013) The association of a priori and a
posterior dietary patterns with the risk of incident stroke in Chinese
older people in Hong Kong. J Nutr Health Aging 17, 866–874.

25. Kim S, Haines PS, Siega-Riz AM, et al. (2003) The Diet Quality
Index-International (DQI-I) provides an effective tool for cross-
national comparison of diet quality as illustrated by China and
the United States. J Nutr 133, 3476–3484.

26. Appel LJ, Moore TJ, Obarzanek E, et al. (1997) A clinical trial of
the effects of dietary patterns on blood pressure. DASH
Collaborative Research Group. N Engl J Med 336, 1117–1124.

27. Mellen PB, Gao SK, Vitolins MZ, et al. (2008) Deteriorating dietary
habits among adults with hypertension: DASH dietary accordance,
NHANES 1988–1994 and 1999–2004.Arch Intern Med 168, 308–314.

28. Trichopoulou A, Costacou T, Bamia C, et al. (2003) Adherence to a
Mediterranean diet and survival in a Greek population. N Engl J
Med 348, 2599–2608.

29. Heymsfield SB, Smith R, Aulet M, et al. (1990) Appendicular skel-
etal muscle mass: measurement by dual-photon absorptiometry.
Am J Clin Nutr 52, 214–218.

30. Chen LK, Liu LK, Woo J, et al. (2014) Sarcopenia in Asia: consen-
sus report of the Asian Working Group for Sarcopenia. J Am Med
Dir Assoc 15, 95–101.

31. Osler M & Schroll M (1997) Diet and mortality in a cohort of elderly
people in a north European community. Int J Epidemiol 26, 155–159.

32. Mills S, Adams J, Wrieden W, et al. (2018) Sociodemographic char-
acteristics and frequency of consuming home-cooked meals and
meals from out-of-home sources: cross-sectional analysis of a
population-based cohort study. Public Health Nutr 21, 2255–2266.

33. Mills S, Brown H, Wrieden W, et al. (2017) Frequency of eating
home cooked meals and potential benefits for diet and health:
cross-sectional analysis of a population-based cohort study. Int
J Behav Nutr Phys Act 14, 109.

34. Hughes G, Bennett KM & Hetherington MM (2004) Old and
alone: barriers to healthy eating in older men living on their own.
Appetite 43, 269–276.

35. So F (2008) Living alone–a comparison between Hong Kong and
Sweden. The Hong Kong Anthropologist 2, 94–126.

36. Thorpe MG, Milte CM, Crawford D, et al. (2019) Education and
lifestyle predict change in dietary patterns and diet quality of adults
55 years and over. Nutr J 18, 67.

37. Harrington JM, Dahly DL, Fitzgerald AP, et al. (2014) Capturing
changes in dietary patterns among older adults: a latent class ana-
lysis of an ageing Irish cohort. Public Health Nutr 17, 2674–2686.

38. Mulder M, Ranchor AV, Sanderman R, et al. (1998) The stability of
lifestyle behaviour. Int J Epidemiol 27, 199–207.

39. Tsuji T, Yamamoto K, Yamasaki K, et al. (2019) Lower dietary var-
iety is a relevant factor for malnutrition in older Japanese home-care
recipients: a cross-sectional study. BMC Geriatr 19, 197.

40. Soderstrom L, Rosenblad A, Adolfsson ET, et al. (2015) A high
energy intake from dietary fat among middle-aged and older adults
is associated with increased risk of malnutrition 10 years later. Br J
Nutr 114, 915–923.

41. McCullough ML, Feskanich D, Stampfer MJ, et al. (2002) Diet
quality and major chronic disease risk in men and women:
moving toward improved dietary guidance. Am J Clin Nutr 76,
1261–1271.

42. Schwingshackl L & Hoffmann G (2015) Diet quality as assessed by
the Healthy Eating Index, the Alternate Healthy Eating Index, the
Dietary Approaches to Stop Hypertension score, and health out-
comes: a systematic review and meta-analysis of cohort studies.
J Acad Nutr Diet 115, 780-800.e5.

43. Syauqy A, Hsu CY, Rau HH, et al. (2018) Association of dietary pat-
terns with components of metabolic syndrome and inflammation
among middle-aged and older adults with metabolic syndrome in
Taiwan. Nutrients 10, 143.

44. Barbaresko J, Koch M, Schulze MB, et al. (2013) Dietary pattern
analysis and biomarkers of low-grade inflammation: a systematic lit-
erature review. Nutr Rev 71, 511–527.

45. Granic A, Sayer AA & Robinson SM (2019) Dietary patterns, skel-
etal muscle health, and sarcopenia in older adults. Nutrients 11, 745.

46. Hruby A & Jacques PF (2019) Dietary protein and changes in bio-
markers of inflammation and oxidative stress in the Framingham
Heart Study Offspring Cohort. Curr Dev Nutr 3, nzz019.

47. Giugliano D, Ceriello A & Esposito K (2006) The effects of diet on
inflammation: emphasis on the metabolic syndrome. J Am Coll
Cardiol 48, 677–685.

48. Lobo V, Patil A, Phatak A, et al. (2010) Free radicals, antioxidants
and functional foods: impact on human health. Pharmacogn Rev 4,
118–126.

49. Rogers-Soeder TS, Peters KE, Lane NE, et al. (2020) Dietary
intake, D3Cr muscle mass, and appendicular lean mass in a cohort
of older men. J Gerontol A Biol Sci Med Sci 75, 1353–1361.

50. Huang CH, Okada K, Matsushita E, et al. (2021) Dietary patterns
and muscle mass, muscle strength, and physical performance in
the elderly: a 3-year cohort study. J Nutr Health Aging 25, 108–115.

51. Waijers PM, Feskens EJ & Ocke MC (2007) A critical review of
predefined diet quality scores. Br J Nutr 97, 219–231.

52. Miller A & Steinle N (2020) Barriers to healthy eating in the elderly;
a national and global perspective. J Hum Nutr Food Sci 8, 1130.

53. Darnton-Hill I, Nishida C & James WP (2004) A life course
approach to diet, nutrition and the prevention of chronic diseases.
Public Health Nutr 7, 101–121.

54. Schulze MB, Martinez-Gonzalez MA, Fung TT, et al. (2018) Food
based dietary patterns and chronic disease prevention. Br Med J 361,
k2396.

55. Wong MMH, So WKW, Choi KC, et al. (2019) Malnutrition risks
and their associated factors among home-living older Chinese
adults in Hong Kong: hidden problems in an affluent Chinese com-
munity. BMC Geriatr 19, 138.

9

journals.cambridge.org/jns


	Certain dietary patterns are associated with GLIM criteria among Chinese community-dwelling older adults: a cross-sectional analysis
	Introduction
	Methods and materials
	Study population
	Participants demographics
	Dietary patterns
	Classification of malnutrition
	Statistical analysis

	Results
	Discussion
	Conclusions
	Supplementary material
	Acknowledgements
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 400
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


