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[ Abstract| Malnutrition is one of the common complications of chronic obstructive pulmonary disease

(COPD) ,and it is also an independent risk factor for the morbidity and mortality of COPD. Therefore, it is

necessary to summarize the mechanism,nutritional status assessment and treatment of malnutrition in COPD

patients,in order to better manage COPD patients comprehensively,improve the quality of life. The imbalance

of nutrition/energy metabolism is the main cause of malnutrition in patients with COPD. Most studies have

shown that nutritional support therapy is beneficial to patients with COPD. In the future,individualized nutri-

tion interventions will be needed to comprehensively evaluate the impact of nutritional support on body com-

position,body function,and quality of life.
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