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Purpose

The purpose of this document is to improve the malnutrition screening rates in the inpatient
setting within the CDHB in, thereby ensuring appropriate identification, diagnosis and
treatment of malnutrition.

Studies (2,3,4,5) including NZ data show that the prevalence of malnutrition is widespread
in all health care settings and is largely unrecognised and under diagnosed resulting in a
decline in nutritional status and adverse outcomes for the patient and results in increased
costs (6).

Patients with malnutrition are known to have longer length of hospital stays, increased
costs for their health care and poorer outcomes (4, 5). Malnutrition is associated with
increased morbidity and mortality, falls and readmission to hospital. Malnutrition can
complicate recovery from disease, trauma and surgery. The incidence of malnutrition in
hospitals in Australasia has been found to be between 20-50% in adults depending on the
patient group (2). The Australasian Nutrition Care Day Survey from 2010 showed the
prevalence of malnutrition in hospitals was 32% and 41% of patients were at risk of
malnutrition (3). The same study also showed that malnourished patients had a 5 day
longer stay than well-nourished patients and a higher re-admission rate ( 3, 4,5). Early
identification of patients at risk or with malnutrition is therefore essential to ensure that an
effective care plan is put in place and monitored to improve outcomes (7, 8).

Patients who initially screen as well-nourished or not at risk of malnutrition can experience
a decline in nutritional status during their hospital stay, so rescreening for patients
hospitalised for more than 5 days is essential (2,7).

Malnutrition can be found in patients across BMI categories including those who are
overweight or obese, as well as those who are underweight. Being overweight or obese
may mask the presence of nutritional deficiencies. The same malnutrition risks occur in
patients of any BMI (9).

Policy

The aim of this policy is to ensure that all patients are screened for malnutrition risk when
admitted to hospital and rescreened within regular intervals throughout their admission to
ensure that malnutrition is diagnosed and treated within an appropriate time-frame. A
secondary aim is to ensure that the diagnosis criteria used within New Zealand is
standardised.

For adults the validated tool in use at the CDHB and West Coast DHB is the Malnutrition
Screening Tool (MST) (or MUST for Mental Health Services) (7).

CDHB Paediatric wards use a paediatric specific screening tool — the Paediatric Nutrition
Screening Tool (PNST) (10). Infants, children and teenagers are weighed on admission
and where appropriate a height is taken. For those under 2 years old, length and head
circumference are measured also.
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All screening should be completed within 24 hours of admission or at pre-admission. If the
pre-admission screening has been undertaken prior to admission, it should be repeated
on admission to capture change of nutritional status (8). Screening should also be
completed on transfer to another hospital.

Rescreening of all inpatients should occur every 5 days as nutritional status has been
shown to deteriorate during hospital stays.

Care needs to be taken to ensure that other concurrent medical and/or nutritional needs
are identified and considered when planning the nutritional intervention e.g. renal disease.

Care should be taken with patients who are unsafe for transfer when weighing.

A multidisciplinary approach to the identification and treatment of malnutrition can improve
patient outcome.

Exceptions for screening are neonates, women post-delivery, and those having day
procedures. It may not be appropriate to screen some patient groups i.e. those at end of
life. There are currently no validated tools for use in screening for infants or women who
have short hospital stays on average post-delivery.

If the patient screens as being ‘at risk of malnutrition’, referrals to a dietitian must occur
according to the DHB referral guidelines/malnutrition action chart.

All clinical staff should be oriented to the policy, and as relevant trained on procedures in
the Policy document, on a regular basis. This may include education of other allied health
staff involved in MST screening, health care assistants as well as nursing and medical
staff.

Nutrition screens are best if simple and can be completed by either the patient/caregiver
or staff.

Scope

This document provides information on the identification, diagnosis and management of
malnutrition in adult and paediatric patients. This standard is to be used by all staff working
in inpatient services including the surgical pre-admission setting.

Timely and appropriate identification, diagnosis and management of patients diagnosed
with malnutrition or at risk of malnutrition (using the tools outlined in this document) will
ensure that an effective care plan is put in place and monitored to improve patient
outcomes. (1)

Definitions

Nutrition Screening: A simple procedure used by nursing, medical or other staff such as
assistants, on admission to detect those who have a significant nutritional problem or
significant risk of such problems, in order to initiate and implement nutrition therapy. A
nutrition risk screen should be rapid and consist of 2-3 questions that have been validated
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to predict risk which should be followed up with a formal nutrition assessment regarding
the presence of malnutrition (10).

Malnutrition, at risk of: A patient who has eaten little or nothing for more than 5 days
and/or is likely to eat little or nothing for the next 5 days or longer, or has poor absorption
capacity, high nutrient losses or increased needs due to catabolism (11).

Malnutrition: A state of nutrition in which a deficiency or excess of energy, protein and/or
other nutrients causes measurable adverse effects on tissue/body form, composition
function or clinical outcome. In the acute care setting and in this document malnutrition will
be considered as under-nutrition (8).

Malnutrition Action Flow Algorithm: An algorithm that provides a nutritional treatment
plan based on the score of the malnutrition screening tool utilised when a patient is
identified as having malnutrition or at risk of malnutrition. This details action that can be
undertaken by nurses, including where relevant, a referral to a dietitian.
Associated documents
e ICD 10 Codes (Appendix 2).
o Referral criteria to Dietitians (see health pathways).

¢ Related Nutritional Standards of Care or Evidenced-based guidelines (DHB
specific).

e Nutrition Care Process Terminology (NCPT) and definitions of malnutrition in adults
(access through DNZ portal for the latest definitions).

e Other associated guidelines e.g. ERAS guidelines, Food and Hydration Policy
Guideline.

Policy statement
Prevention

Wherever possible, prevention of malnutrition should be the goal for patients admitted to
hospital or seen in outpatient or community settings, due to the potential adverse outcomes
for patients.

An institutional culture where nutrition is seen as a priority should be fostered.

DHBs should have policies that facilitate universal screening for malnutrition, including re-
screening for those patients who stay for longer than 1 week.

Patients should be weighed on admission and then weekly to capture changing nutritional
status.

All clinicians should be educated on the importance of screening for malnutrition, and the
risks around inadequate nutrition for the patient. This includes nursing and other MDT
members who can create urgency around the need for screening.

The creation of nutrition champions is encouraged in wards or services.
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Detection of the risk of Malnutrition

CDHB must ensure an effective process is used to identify and monitor malnutrition and
its outcomes. CDHB should ensure that there is a framework in place to support
malnutrition as a patient safety indicator i.e. there should be a governance process in place
for malnutrition.

Screening:

A malnutrition screening tool, which includes a weight check, must be completed and
documented for all patients admitted to the inpatient setting within 24 hours of admission
(6, 12). A positive screen should result in a full dietetic assessment for malnutrition.

Nursing Responsibilities:

Screen all adult patients on admission using the MST (or MUST in Mental Health)
and record results in the patient care-plan. Rescreen every 5 days during the
hospital admission (this must be documented in the patients care plan).

Weigh patients within 24 hours of admission (or as soon as possible in Mental
Health) and weekly thereafter, or as directed by dietitian/medical team.

In some situations, the screening tool may be completed in the pre-assessment
area prior to admission to identify those patients most at risk. Other situations
where the screening tool may be completed more than 24 hours post admission
are secondary to a patient’s condition e.g. trauma, those with low GCS or acute
intervention delaying screening e.g. major burns requiring fluid resuscitation and
urgent theatre.

Implement the appropriate nutrition treatment using the Malnutrition Action Flow
Chart (see appendix 2). For low and moderate risk patients, implement the
appropriate nutrition treatment using the Malnutrition Action Flow Chart. If the
patient meets the referral criteria for medium and high risk, (taking into
consideration other medical/nutrition needs), arrange the High Protein Energy
(HPE) diet and refer to a dietitian in the first instance.

Ensure that the appropriate diet code is entered on Floview (if Christchurch
Hospital campus) or as per local hospital process, for the patient (referral to the
dietitian required in Mental Health) (considering texture requirements and other
clinical conditions).

Ensure that the nutrition intervention is received by the patient and that a food
chart is completed if required.

Document accurate food and fluid intake in the medical records or food chart as
appropriate.

Document any nutrition concerns in the medical records. Communicate concerns to
medical team and/or dietitian according the Malnutrition Action Flow Chart.
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Some of these tasks may be delegated to a health care assistant but remain the
responsibility of the nurse to document and action.

Ensure that patients are assisted in setting up for meals, opening packets and
assisting with feeding where needed (as per restorative care).

Attend training/education provided on nutrition screening and monitoring, and is
familiar with the CDHB processes regarding meal delivery, special diet provision,
how to obtain supplements and the dietitian referral criteria.

Medical staff responsibilities:

Identify the presence of malnutrition or malnutrition risk in patients using current
evidence-based guidelines. NB A low albumin is not an indicator of malnutrition.

Identify patients at risk of refeeding syndrome and follow guidelines on Hospital
Health Pathways.

Ensure that patients identified as being at nutritional risk are started on the
appropriate intervention as per the nutrition action flow chart or referred to the
dietitian if they meet the ward referral criteria. In Mental Health all patients at risk of
Refeeding Syndrome should be referred to a dietitian.

Document the presence of malnutrition, according to agreed definitions, in the
medical notes/electronic record so that this is clear for the clinical coders (14).

Document the presence of malnutrition clearly within the discharge summary to
ensure all professionals who are supporting the patient in the community including
the GP are aware.

Application for Special Authorities for Special Foods (e.g. Fortisip or Ensure) where
patient meets PHARMAC criteria if a Dietitian is not involved with patient care or is
a non-prescriber.

Dietitian responsibilities

Assess referred patients (MST >3) or MUST 22 in Mental Health.

Complete Subjective Global Assessment (SGA) or/and full assessment using
ASPEN guidelines and record this in the initial assessment.

Implement and document a nutrition care plan following discussion with patient
and/or carer, family, medical team or nursing staff.

Monitor nutrition goals and follow up as required.

Provide education to patients and/or carers/family to reverse malnutrition wherever
possible.

Document the nutrition diagnosis and extent of malnutrition, according to agreed
definitions, in the medical notes so this is clear for the clinical coders

Provide regular education to all staff including nursing education programs,
doctor’s orientation on the identification and management of malnutrition.
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Regular education to key stakeholders, primarily the users of the tool to keep up
with staffing turnover.

Make application for special authority for Special Foods when the patient meets
PHARMAC criteria. (This is limited to designated dietitian prescribers).

Ensure an appropriate nutrition care plan is in place on discharge including
ongoing referral to other services as appropriate.

Dietary Assistant (DA) Responsibilities:

Urgent discharge requirements e.g. nutrition supplements, HEN
equipment/consumables

Urgent discharge non-complex standardised dietary instructions to patients (as
directed by the Dietitian) e.g. education and storage of special foods, education on
meal preparation.

First line DA assessment including malnutrition coding, initiating nutrition
intervention for malnutrition, monitoring and review

Take supplements to discharging patients (non-urgent)
HEN equipment/consumables for discharge (non-urgent)

Ordering and Management of Special Foods for the Hospital Kitchen/supplement
room — liaising with Diet Cook, PA for Dietitians, supply Department and Dietitians
re stock/enteral feeds etc

Provide non-complex standardised dietary instructions to patients (as directed by
the Dietitian) e.g. education and storage of special foods, education on meal
preparation.

Provide non-complex standardised dietary education to patients such as food
safety, basic HPE, poor appetite

Interdisciplinary Team responsibilities:

All members of the wider Interdisciplinary Team are aware of the risk of
malnutrition and the need to take joint responsibility regarding the risk of
malnutrition and ensure appropriate plans are in place.

Regular audits are undertaken to audit compliance of completing the screening tool
and an appropriate action plan is in place.

Monitoring of complications as a result of malnutrition is undertaken.

Appropriate and timely referrals to dietitians are actioned.
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Assessment and Diagnosis of Malnutrition

¢ Once a patient is screened and has been identified as at risk of malnutrition (MST
> 3/MUST 22 in Mental Health) the patient should be referred to the dietitian as per
ward practice i.e. board meetings, written referral.

o Following receipt of the referral the dietitian completes a comprehensive nutrition
assessment to determine the nutrition problem/s, aetiologies and presence of
malnutrition.

e A cluster of subjective and objective signs and symptoms gathered in the nutrition
assessment process provide evidence that the nutrition problem exists, quantifies
the problem and describes its severity:

»= Biochemical tests as appropriate

= Anthropometry: unintentional weight loss, % weight loss, and BMI (NB
malnutrition can occur at any BMI)

= Food and nutrition related history: energy and/or protein intake less than
requirements

= Nutrition focused physical findings: muscle/fat loss

Subjective Global Assessment (SGA)

Subjective Global Assessment (SGA) is the gold standard for diagnosing malnutrition (15).
SGA is a simple bedside method of assessing the risk of malnutrition and identifying those
who would benefit from nutrition care.

The assessment includes taking a history of recent intake, weight change, gastrointestinal
symptoms and a physical evaluation to determine nutrition status and rates the patient as
well nourished (SGA A), mildly malnourished (SGA B) or severely malnourished (SGA C).
SGA has been validated in a variety of patient populations including cancer, dialysis,
surgical and intensive care (15, 16).

There are a number of different types of SGA used around the world. New Zealand
dietitians have agreed to use the Patient Generated SGA (PG-SGA) (16) and Traditional
SGA (15). The Traditional SGA is often preferred in the inpatient setting as patients are
less likely to complete the patient generated section of the PG-SGA.

It is necessary to also consider whether there is a presence of cachexia, sarcopenia or
frailty which can affect the nutrition intervention.

Cachexia — If there is an underlying predisposing disorder (e.g. malignancy) and there is
evidence of reduced muscle and fat mass, and no or limited improvement with optimal
nutrient intake (19).
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Sarcopenia — If there is an underlying disorder (e.g. aging) and there is evidence of
reduced muscle mass and strength, and no or limited improvement with optimal nutrition
intake (19).

Frailty - the definition of frailty is evolving. The general perception is that frailty is a state
of vulnerability and non-resilience with limited reserve capacity in major organ systems.
The condition contains nutrition related components i.e. weight loss, fatigue, weakness,
and is linked to sarcopenia. Many factors can contribute to this weight loss many of which
are modifiable (19).

Following completion of the SGA or PG-SGA, a rating is made to determine the degree of
malnutrition:

SGA-A - Well-nourished no decrease in food/nutrient intake; < 5% weight loss; no/minimal
symptoms affecting food intake; no deficit in function; no deficit in fat or muscle mass OR
*an individual with criteria for SGA B or C but with recent adequate food intake; non-fluid
weight gain; significant recent improvement in symptoms allowing adequate oral intake;
significant recent improvement in function; and chronic deficit in fat and muscle mass but
with recent clinical improvement in function.

SGA-B - Mildly/moderately malnourished definite decrease in food/nutrient intake; 5% -
10% weight loss without stabilization or gain; mild/some symptoms affecting food intake;
moderate functional deficit or recent deterioration; mild/moderate loss of fat and/or muscle
mass OR *an individual meeting criteria for SGA C but with improvement (but not
adequate) of oral intake, recent stabilization of weight, decrease in symptoms affecting oral
intake, and stabilization of functional status.

SGA-C - Severely malnourished severe deficit in food/nutrient intake; > 10% weight loss
which is on-going; significant symptoms affecting food/ nutrient intake: severe functional
deficit OR *recent significant deterioration obvious signs of fat and/or muscle loss.

SGA should only be undertaken by clinicians who have been trained in performing the
physical assessment.

AND/ASPEN Adult Malnutrition Clinical Characteristics

Another approach to diagnosing malnutrition is to use the Nutrition Care Process
Terminology (NCPT) malnutrition clinical characteristics provided by the AND/ASPEN
Adult Malnutrition Consensus Statement (20,22). Malnutrition is categorised based on
aetiologies and time and degree of inflammatory response: starvation related malnutrition,
chronic disease related malnutrition and acute disease or injury related malnutrition.

The malnutrition clinical characteristics which provide evidence that a problem exists are:
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¢ |nsufficient energy intake

e Weight loss

® Loss of muscle mass

® Loss of subcutaneous fat

e Localized or generalized fluid accumulation

¢ Diminished functional status (hand grip strength).

Malnutrition in children:

Paediatric malnutrition (undernutrition) is defined as an imbalance between nutrient
requirement and intake, resulting in cumulative deficits of energy, protein, or micronutrients
that may negatively affect growth, development, and other relevant outcomes (23).
Individualised assessment of patients at risk of malnutrition is required to determine risk
and therapy.

Documentation of a diagnosis of malnutrition:

The malnutrition diagnosis should be clearly documented in the patient notes using the
Nutrition Care process and Terminology (24). Tool used to assess malnutrition should be
clearly stated.

Identifying the severity of the malnutrition stating whether the patient is well nourished
mild/moderate or severely malnourished should be clearly documented.

Dietitians must use a malnutrition sticker in the clinical notes select the malnutrition code
on enotes (Cortex) which assists clinical staff and clinical coders to identify patients that
have been identified as malnourished (14). Document the presence and extent of
malnutrition, according to agreed definitions, in the medical notes so this is clear for the
clinical coders using the green malnutrition stickers for adult patients and faltering growth
for paediatric patient

Generally the clinical coders at CDHB use the generic code E46 - Unspecified protein-
calorie malnutrition. Malnutrition not otherwise specified or protein-energy imbalance not
otherwise specified.
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AND/ASPEN Characteristics of Malnutrition Flow Chart (22)

Consider:
Weight loss Inadequate energy intake
Loss of muscle mass Loss of subcutaneous fat
Fluid accumulation Dec. hand grip strength
+ Positive malnutrition screen
Consider:
Laboratory Clinical
Decreased albumin Fever
Decreased serum transferrin Hypothermia
Decreased serum pre-albumin Presence of infection
Elevated C-reactive protein Urinary Tract infection
Elevated blood glucose Pneumonia
Inc. or dec. WCC Blood stream infection
Inc. % neutrophils in cell differential Wound or incisional
Infection
Dec. platelet count Abscess
Marked negative N balance
Consider:
Chronic Disease- Mild- Moderate Inflammatory
Response

Cardiovascular Disease

Chronic Pancreatitis

Chronic obstructive pulmonary disease
Congestive Heart Failure

Cystic Fibrosis

Dementia

Diabetes Mellitus /Metabolic syndrome
Inflammatory Bowel Disease

Blood Cancers /Solid tumors
Neuromuscular disease

Obesity

Organ failure/transplant

Pressure injuries

Rheumatoid arthritis

Coeliac Disease

Consider:

Acute Disease- Severe Inflammatory Response
Adult respiratory distress syndrome
Closed head injury

Critical iliness

Major abdominal surgery

Major infection/sepsis
Multi-trauma

SIRS

Severe burns

Severe acute pancreatitis

e
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Algorithm of process
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Nutrition Intervention
Planning the nutrition intervention:

One or more specific nutrition interventions are selected by the dietitian following nutrition
assessment to address the nutrition problem. The nutrition interventions are directed to the
aetiology of the problem or may be addressing the signs and symptoms. First line treatment
should be fortification of food, increased frequency of snacks, followed by addition of oral
nutrition supplements (ONS). If this does not start to resolve the malnutrition or other
Nutrition Diagnosis, then consideration should be given to enteral feeding. Parenteral
Nutrition should only be considered where EN has failed or is clinically contraindicated i.e.
severe malabsorption (6, 11).

The dietitian uses evidenced-based guidelines, institutional policies and procedures, care
plans and other resources for recommended nutrition interventions to reach goals.

A nutrition prescription is determined which states the patient’'s recommended intake of
energy, protein and other nutrients based on reference standards. Energy requirements
should be determined by indirect calorimetry where available or calculated according to
validated equations.

Goal setting establishes patient goals that are clear, measureable, achievable and defined.

It is desirable that goals are set collaboratively with the patient although this is not always
possible.

Where the patient is at risk of Refeeding Syndrome (a syndrome of metabolic disturbances
and fluid and electrolyte shifts that occur with the reinstitution of nutrition to patients who
have had little or prolonged periods or who are severely malnourished), the plan should
reflect this and be stated in the documentation so it is clear to all professionals involved in
the patients care.

Implementing the nutrition intervention:

This involves communicating a plan of action to all relevant parties: patient, nursing staff,
medical staff, and other healthcare workers. All health care professionals involved should
work to implement the plan of action and undertake any required monitoring. This may
involve assistance with meals, trying to avoid unnecessary nil by mouth orders or shorten
the time for these by ensuring procedures requiring nil by mouth are timely.

The dietitian carries out the plan, communicates the plan and continues data collection that
is initiated with the nutrition assessment and revises nutrition intervention based on
response of patient.
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The Domains of nutrition intervention are:

1. Food and Nutrient delivery: Fortification of food, increase frequency of snacks,
oral nutrition supplements (ONS), feeding assistance, enteral and parenteral

nutrition

2. Education of patient and staff on aspects of food fortification, ONS, enteral /

parenteral feeding.

3. Counselling of patient to acknowledge and foster responsibility of self-
management.

4. Co-ordination of Care:

e Referral / collaboration with other healthcare workers and providers — prior
to discharge.

¢ Discharge planning and transfer of nutrition care, including provision of a
prescription for supplements

or enteral feed where required, and clear documentation about the presence

of malnutrition.

Reassessment should occur on a regular basis by monitoring the intervention

and altering accordingly.

Outcomes and Monitoring:

The purpose of monitoring and evaluation is to determine and measure the amount of
progress made for the nutrition intervention and whether the nutrition related goals /
expected outcomes are being met.

Monitor progress, measure outcomes, evaluate outcomes against criteria to determine
changes in specific indicators of nutrition care outcomes.

Patient related monitoring indicators include:
Food and Nutrient Intake:
o Percentage of meals eaten
e Oral nutrition supplements consumed
o Percentage of prescribed enteral / parenteral nutrition administered

e Protein and energy intake vs prescription
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e Food access/ Food security: Can patient access food or fluids (hospital or

community setting)

Anthropometric:

e Weight change

Biochemical:
« Electrolytes
* Magnesium (considering re-feeding syndrome)
* Phosphate (considering re-feeding syndrome)
e Liver function tests
e Albumin (NB albumin is not a standalone marker of nutrition status)

e Inflammatory markers i.e. CRP

Nutrition focused physical findings:
* Subcutaneous fat and muscle mass — SGA or PG-SGA rating
*  Fluid accumulation / balance
» Gastrointestinal symptoms

» Other physical findings — hair, nails, tongue, skin, wound healing

Physical functioning:
* Hand grip strength

e Activity / exercise

Organisational quality measures as part of the malnutrition Strategy include:

- Malnutrition screening audit and clinical coding audit to measure the number of
patients diagnosed with malnutrition.

- Audit of patients weight on admission and if weighed during stay and at
discharge.

- To audit if appropriate menu was requested for the patient if identified as per flow
chart.

Adherence to policies on nutritional screening/assessment by:

- Undertaking audits and linked assessments as a result of this
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- Reporting of incidence of malnutrition and risk of this

- Documentation of the care plan to address malnutrition and clear communication
on discharge to relevant parties involved in the patients’ care in the community

- Evidence of repeated screening for inpatients.

- Adherence to policies on individual nutritional care pathways for those at risk by
reports demonstration monitoring of food/nutrient intake, ongoing assessment of
body weight and BMI, use and cost of nutritionals and enteral and parenteral
nutrition.

- Communication of the nutritional information across care boundaries i.e.
discharge summaries and referrals to others by including the nutrition screening
score and BMI.

- Documented links with the Food Service and clarity of Food Services role in the
management of malnutrition risk. Regular liaison between clinical dietitians and
food service dietitians.

- Patient satisfaction forms regarding food quality that feed into patient quality
reports.

- Feedback that relate to food/meal provision.

- Appropriate use of tools involved in malnutrition by ensuring that staffs receive
regular education i.e. how to complete screening, role in management of
malnutrition, use of nutrition assessment tools by dietitians, height/weight charts
for paediatrics.

- Presence of nutrition information sheets that are appropriate to patient groups.

- Menu capacity — the food and beverages provided will be sufficient to meet the
nutritional requirements of different age groups and special diets. Specifications
are set to specify these requirements.

A minimum standard suggested for monitoring is:

- Was a nutrition screen undertaken for each patient?

- Was the patient weighed at and/or during admission?

- Was the process of the Malnutrition Action Flow Chart followed?
- Was an appropriate referral made to a dietitian?

- If the screen was not undertaken, is there evidence this affected the patients
outcome?
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Presence of Food and Nutrition Policies:
¢ Food and Hydration policy
¢ Malnutrition Policy to ensure screening, diagnosis and intervention
Governance:
e Nutrition or Malnutrition action group presence
Adherence to Malnutrition Screening and Assessment Process:
e Audits of adherence to the Malnutrition Policy
o0 completion of initial screen within 24 hours of admission
0 repeat screens (every 5 days)
0 documented weight checks
0 Completed nutrition assessment (triage level 3) within 24 hours of positive
nutrition screen
Reporting of incidence of malnutrition:
e Reports from Clinical Coders re coding of malnutrition (NB increased reporting
expected capturing malnutrition rather than increased incidence) (Appendix 1).
Dietitian Documentation:
¢ Patient documentation reflects appropriate malnutrition diagnosis
¢ Nutrition interventions reflect goal for improvement of malnutrition status
e Transfer of care is reflected in documentation when patients are discharged from

hospital or transferred to other health care facilities.

Education and Resources

Dietitians play a key role in educating and supporting staff in the screening, identification
and management of malnutrition (6).

Generic packages for education should be developed and put into place for all clinicians
involved in screening and identifying malnutrition risk. All nurses should receive generic
malnutrition orientation. Charge nurse managers and nurse educators should ensure that
all new graduates and new to area nurses receive information and education to enable
and empower them to be confident in nutrition screening, dietitian referral criteria, and how
they can initiate care according to a Malnutrition Action Plan (8).

All medical staff should receive education around identifying, supporting and monitoring
people either at risk of or with malnutrition.
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Education should be given to other allied health professionals, health care assistants, pre-
admission staff and food service personnel involved with patient meal service at the ward
level.

Education for relevant clinical staff should at a minimum include where to find scales, how
to use, how to use stadiometers, how to access food and fluids through hospital food
service systems, and how to complete a food and fluid record chart accurately. Education
should also occur on using clinical judgement when referring to a dietitian and
consideration should be given to confounding variables such as oedema masking true
weight change.

Clinical coders may need education on the definitions of nutrition used by the CDHB to
enable appropriate coding around malnutrition given potential revenue generation. ICD 10
codes should be used to define the severity of malnutrition so data comparison can
potentially occur across DHBs (21).
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Appendix 1: Malnutrition Screening Tool (MST) and Action plan at CDHB

Malnutrition Screening Tool (MST)

Patient has lost weight in the last 3 months without trying:
If no - score 0 If unsure - score 2 If yes - how much weight have they lost (in kg)?

0.5-5kg score 1 5-10 kg score 2 >10 kg - 15 kg score 3 >15kg score 4

Patient has been eating poorly because of poor appetite? If no - score 0 If yes - score 1
Total Malnutrition Risk Score:

ACTION PLAN
to be documented

in care plan

Score: ] 3 ]

Low risk Moderate risk High risk
HPE diet
s (S| el | e
weight

} !

: : I
MSTO0-1 MST 2
Step..'.i: mm HPE diet -
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Appendix 2: Malnutrition Universal Screening Tool (Used in CDHB Mental Health
Services)

See MUST online Screening Tool at this link: https://www.bapen.org.uk/screening-and-must/must-
calculator

O

BAPEN

wswbapen.ong.uk

Step1 +

BMI score

Step2 + Step 3

Weight loss score Acute disease effect score

Unplanned . i )
BMI kg/m? Score weight loss in If patient is acutely ill and
>20 (>30 Obese) =0 past 3-6 months there has been or is likely
185-2 - % Score to be no nutritional
© : <5 =0 intake for >5 days
<18.5 =2
’ - 5-10 =1 Score 2
>10 =2

I unable to obtain height and weight, see
reverse for alternative measurements and
use of subjective criteria

Step 4

Overall risk of malnutrition

Acute disease effect is uniikely to
apply outside hospital. See "MUST"'

information

Add Scores together to calculate overall risk of malnutrition
Score 0 Low Risk Score 1 Medium Risk Score 2 or more High Risk

Explanatory Booklet for further

Step 5

Management guidelines

0 ) - 1 N
Low Risk Medium Risk

Routine clinical care Observe
® Repeat screening « Document dietary intake for

i 3 days
Hospital - weekly
Care Homes - monthly
Community — annually
for special groups
e.g those >75 yrs

e IT adequate - little concern and
repeat screening
« Hospital — weekly
« Care Home - at least monthly
« Community — at least every
2-3 months

= IT inadequate — clinical concern

- follow local policy, set goals,

improve and increase overall

nutritional intake, monitor and
E}view care plan regularly J

. v

2 or more
High Risk
Treat”
=« Refer to dietitian, Mutritional
Support Team or implement local
policy

e Set goals, improve and increase
overall nutritional intake

« Monitor and review care plan
Hospital — weekly

Care Home — monthly Community
- monthly

* Unless detrimental or no benefit is
expected from nutritional support e g

imminent death.

All risk categories:

= Treat underlying condition and provide help and
advice on food choices, eating and drinking when
necessary.

« Record malnutrition risk category.

« Record need for special diets and follow local policy.

Obesity:

« Record presence of obesity. For those with
underlying conditions, these are generally controlled
before the treatment of obesity.

Re-assess subjects Identifled at risk as they move through care settings

See The 'MUST' Explanatory Booklet for further details and The “MUST' Report for supporting evidence_

© BAPEM

Appendix 3: Malnutrition Definitions used for Clinical Coding
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ICD-10 definitions of malnutrition relating to adults are (21):

Unspecified severe protein-energy malnutrition (E43) — in adults a BMI <18.5 kg/m? or
unintentional weight of >10% with suboptimal intake resulting in severe loss of

subcutaneous fat and /or severe muscle wasting. Starvation oedema.

Moderate protein-energy malnutrition (E44.0) - in adults a BMI <18.5kg/m2 or
unintentional loss of weight of 5-9% with evidence of suboptimal intake, resulting in

moderate loss of subcutaneous fat and/or moderate muscle wasting.

Mild protein-energy malnutrition (E44.1) - in adults a BMI of < 18.5kg/mz or unintentional
loss of weight of 5-9% with evidence of suboptimal intake, resulting in mild loss of

subcutaneous fat and/or mild muscle wasting.

E46 - Unspecified protein-calorie malnutrition. Malnutrition not otherwise specified or
protein-energy imbalance not otherwise specified. (This is the most common

malnutrition code used by coders)

NB: BMI should consider the ethnicity of the patient and appropriate cut-offs used for
patients of Asian or Maori/Pacific origin i.e. a normal BMI for those of Asian ethnicity is
18.5-23kg/m2 and Maori/Pacific is 20.5-27.5kg/mz (9).
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Appendix 4: Information for estimating height e.g. ulna length, demispan

This information can be used when unable to undertake a height for a patient i.e. those who
cannot stand. Two methods for determining are either using the ulna length or the demispan
length to make an approximation of height. Height may be needed for calculation of Body Mass
Index.

Demispan length:

Used when height is not able to be undertaken to estimate patient height.
Men: Height (cm) = 57.8 + (1.40 x demi-span in cm)
Women: Height (cm) = 60.1 + (1.35 x demi-span in cm)

Ulna length:

Alternative measurements: instructions and tables LA
If height cannot be obtained, use length of forearm (ulna) to calculate height using tables below.

(See The '‘MUST’ Explanatory Booklet for details of other altemative measurements (knee height and
demispan) that can also be used to estimate height).

Measure between the point of the elbow
(olecranon and the midpoint of the
bone of the wrist (styloid process) (left side if possible).

‘man (<65 years) 1041103104 |180| 187 (185 (184|187 (180 (178 176|176)173| 171
§E men (=65 years) 187|186|184|182| 181 (4179 |178|176( 4175|173 (171|170) 168|167
Uina length {cm) 320)|315| 310|305 | 30.0 | 205 | 20,0 | 285 | 28.0( 276 | 27.0| 26.6| 26.0| 266

— Women (<65 years) | 184|183 | 181|180 179 (477 |4176| 176|173 |172 170|160) 168|166
§‘§ Women (265 years} 184)1183| 1581|479 | 178|176 | 175|173 | 1.71 (170 | 168| 1.66| 1.66| 1.63

— men [<EE years) 160|167 | 166|164 | 162 ( 160 | 158 | 1657 (1656 (153 | 151|140) 148|146
men (=65 years) 165|163 162|160 160 457|166 | 164 (152|161 |140|148) 146|145

Uina length {cm) 250 245|240 235| 23.0( 225|220 215|210 2056 | 20.0| 19.65] 19.0| 185

5 = Women (<85 years) | 165|163 | 162|161 | 168|168 ( 166 1565|164 | 1562 | 151|160 1.48] 147
}E ‘Women (=65 years) 161)|160| 168 | 166 | 165 ( 153 | 152 | 150 ( 1.48 (147 | 1.45|1.44) 142|140

Estimating BMI category from mid upper arm circumference (MUAC)

The subject’s left arm should be bent at the elbow at a 90 degree angle,
with the upper arm held parallel to the side of the body. Measure the
distance between the bony protrusion on the shoulder (acromion) and
the point of the elbow (olecranon process). Mark the mid-point.

Ask the subject to let arm hang loose and measure around
the upper arm at the mid-point, making sure that the tape
measure is snug but not tight.

If MUAC is <23.5 cm, BMI is likely to be <20 kg/m=.
If MUAC is =32.0 cm, BMI is likely to be =30 kg/ma.

The use of MUAC provides a general indication of BMI and is not designed to generate an actual score for
use with ‘MUST'. For further information on use of MUAC please refer to The ‘MUST Explanatory Booklet

© BAPEN
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Appendix 5: Use of Hand Dynamometer to measure Hand Grip Strength:

The purpose of this test is to measure the maximum hand grip strength. Handgrip strength can
show whether a person has lost functional status or improved over time (17). This test is one of
the 6 clinical characteristics used in the ASPEN malnutrition clinical characteristics. Results can
vary depending on the protocol used so it is important to compare results to the norms derived
using the same technique. The hand dynamometer is adjusted to fit the hand of the patient. The
same setting should be used when re-setting. As results can vary depending on which hand used,
the tests should be conducted on the same side, usually the dominant side. Several attempts
should be undertaken to get a maximum score. Refer to manufacturer’'s instructions re use.
Results are expected to vary between males and females as well as with age. The patient should
squeeze the dynamometer with maximum effort for about 5 seconds, with the arm at right angles.
Allow 15 seconds between attempts.

Ensure that between using with another patient the machine is cleaned with alcohol swabs.
Record the data in kg, and whether weak, normal or strong. Normative data should be provided

with each machine.

Otherwise suggested cut-off points for are <20kg for women and < 30kg in men.
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Canadian traditional SGA form - from Canadian Malnutrition Taskforce

MEDICAL HISTORY

Palient name: Dale: i !

NUTRIENT INTAKE

1. O Mo chenge; adequais
2. nadequae; duration of Inadequale Imake
O Subopimeal soid det T Full iuids oronly ol nutrition suppements: O hiinimal inkake, claar lulds or stanvation
3. Hutrant Intake In past 2 wesks*
. O Adequste O mproed but not adequsis O no mprwement or nadequste
WEIGHT Usualwalght _ Cumentwaight
1. Mon fluld waight change past & months weigntioss gl —
[ <5% loss orweight stablky 510 loss without stablzahion of Incresse O 10% s and angoing
¥ above not known, has ihers been a subjeciive k0ss of weight during fhe pect sbc monihe?
O one or mild O moderss O zevemn
2. Walght change past 2 waeks"  Amount [ knowr)
L O ircemased O Mo change O Decreasad
SYMPTOMS [Expaniercing sympioms afiacting orel intsie)
1. OPanon eding Oanmads Owiamiting O Mauzas O Cysphaga O Diarhea
[ Cental poblams I Fessits Tl quichkly O Constipstion
o O imemmitient rmildTew O Constant e mulipe
3. Symptoms in the past 2 weeks"
L O Resolution of ympioms O mprwing O ki change o worsenad
FUNCTIOMAL CAPACITY [Faigue and progressive ioss of unchan)
1. Mo dy=unction
2. Reduced capacty; duration of chenge
O Doty with ambulation/nomal activiles O Bedychal-ridden
3. Functional Capacity In the past 2 wesks®
. O imypnorvest O Mo change O DeceEase
METABOLIC REQUIREMENT
Ll-ﬂl meaizbolc reguEment [ Oves
PHYSICAL EXAMINATION
Loss of body fat ] O hildnoderais O =evere
Loss of muscle mass Ok O Midisioderae O Seveme
Presenca of edemasaschas [ml O miititiocerse O zeven
SGA RATING
A Wel-nourshed B mainounshad c manourshad
L = Momna = mﬁmmaen.nmwms = ?mmﬁmmﬂmﬂm

CONTRIBUTING FACTOR

L O GACHEMIA - 3t and muscle wasting dus i dsesse and infammation) [ SARGOPENIA - fEduced musts mass and Senging

*Bee 2 BGA Rating for more description. Daaillih | ™
page g pii ( ) u:?'
April 2017 B Pty | 9 i
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SUBCUTANEOUS FAT

Physical examination Normal Mild/Moderate Severe
dirk cicles, |
etween Some dm:h o fad tissue, but not Tt Dt
Triceps Larpe space fnpers — hlx ‘uhry' s;ma fingars,

Ribs, lower back, sidas of tunk. Chest is full; rios do not show, | Ribs obvious, bul indentaions are | Indentation bebween ribs very
Slmnmpmm theiiac | not marked. Bac Crest somewhat | otwious. lliac crest very prominent

MUSCLE WASTING

Physical examination Nomal Mild/Moderate Severe
Tempko ‘Wel-cefined muscla Sight depression Hollowing, deprassion
Clavicia Mot visible in males: may be Some protrusion; may not be all Protuding/prominent bone
wisithe but not prominent in e way along

termales

Shoulder Fowunded No squane look; acromion |  Sousre look: bones prominent
process may protude shightty |
Scapulrins Bores not prominant; Mid depressions or bone Bores prominent; significant
Wmﬂm’;ﬂ ﬂymgﬂag depressions
Cuadriceps Well cefined Depressionvatrophy medially Prorminent knea, Severe
daprassion medially

NGrOSSE0US MUSCa Detwiaan Muscle protrudes; could be flat in Slightly depressed | Flat or depressed aea
fhumb and forefinger (Dack of farralos

FLUID RETENTION

Physical examination

B Mmmmmmmmammhmmmmsm 10% waight loss mm:tabﬂzzﬂmugmwrm

symEioms hnatl:m Emum!uﬂmdmﬂﬁ:‘u Wnﬂuﬁm bssdlmmmmhmsm
Incihvichsal meating criterla for SGA C but with Improvesnent not adequste Intake, recent stabilization of wesght, docreasae In symptoams
affecting oral Intake, and stabiization of functional stahus.

C = Seversly malnourished sevena delcht in food/rutiant intake; >1wwwmmnmng HMWMQW
nutriant intake; savers functional defcit OR “recent significant desencration obwvious signs of fat and/or muscia

Cachexia - If thave is an undarlying predisposing malignancy) and thana is evidence of reduced muscle and fat and no or imiled
Imprerearnant with opimal nutrient intake, mmmm

Sarcopania- I here & an underhing disordor (e.g. aging) and thena is evidence of reduced musdle and Strength and No of IMsad meeoament
with optimal nutriant intake. . g

"I the ebderly prominent tendans and holiowing is the resull of aging and may not reflect malmutrition. ( ) :u::pde
Apel 2017 sk Foce” | s b malmation”
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Clinical

Identification and Management of Malnutrition in the Canterbury District Health Board

Hospitalised Adult and Paediatric Patients

> Scored Patient-Generated Subjective Global
Assessment (PG-SGA)

History: Boxes 1 - 4 are designed to be completed by the patient.
[Boxes 1-4 are referred to as the PG-SGA Short Form (SF)]

1. Weight (See Worksheet 1)
In summary of my current and recent weight:

I currently weigh about kg

I am about cm tall
Omne month ago I weighed about kg
Six months ago I weighed about kg

During the past two weeks my weight hak,:

Odecreased 3y [Jnot changed ) Oincreased @

Box 1 [:]

Patient Identification Information

2. Food intake: As compared to my normal intake. I would rate my
food intake during the past month as

O unchanged (o)
[ more than usual @
[ less than usual)

I am now taking
O normal food but less than normal amount ¢1y

O little solid food

[ only liquids )

[ only mutritional supplements ()

[ very little of anything

[ only tube feedings or only mutrition by vein ¢y Box 2 I:]

3. Symptoms: I have had the following problems that have kept me
from eating enough during the past two weeks (check all that apply)

no problems eating (o

no appetite, just did not feel like eating 33 3

O

vomiting ()
nausea (1 diarrhea (3
constipation (1) dry mouth (13
mouth sores o smells bother me ¢

O
O
things taste funny or have no taste O feel full quickly )
problems swallowing @ 3 fatigue 1y

pain; where? )

other ay**
#+Examples: depression. money. or dental problems Box 3 [:]

000000000

4. Activities and Function:
Over the past month. T would generally rate my activity as:

normal with no limitations (o

not my normal self. but able to be up and about with fairly
normal activities )

not feeling up to most things. but in bed or chair less than
half the day o

able to do little activity and spend most of the day in bed or
chair ¢

0O 0 000

pretty much bed ridden. rarely out of bed )

Box 4 I:I

T'he remainder of this form is io be compleied by your dociter, nurse, dietitian, or therapisi.

©FD Ottery 2005, 2006, 2015 +3.22.15
email: faithottervindphd@aocl.com or infof@pt-global.org

Thank you.
Additive Score of Boxes 1-4 I:] A |

Scored Patient-Generated Subjective Global Assessment (PG-SGA)

Worksheet 1 — Scoring Weight Loss

Additive Score of Boxes 1-4 (See Side 1) D A

To determine score, use 1-month weight data if available. Use 6-month data only if there is no
1-month weight data. Use points below to score weight change and add one extra point if
patient has lost weight during the past 2 weeks. Enter total point score in Box 1 of PG-SGA

[ Cancer
Weight loss in 1 month Points Weight loss in 6 months
10% or 4 20% or greater 0O Ams
B ] [ Pulmonary or cardiac cachexia
22 1 [ Chronic renal insufficiency
0-1.9% o

Numerical score from Worksheet 1 I:I

5. Worksheet 2 — Disease and its relation to nutritional requirements:
Score is derived by adding 1 poinrt for each of the following con

Other relevant diagnoses (specify)
Primary disease staging (circle if known or appropriate) I II III IV Other

ions:
[0 Presence of decubitus. open wound or fistula

[ Presence of trauma
[J Ase greater than 65

Numerical score from Worksheet 2 D B

6. Worksheet 3 — Metabolic Demand

Score for metabolic stress is determined by a number of variables known to increase protein & caloric needs. Note: Score fever intensity er duration, whichever is greater. The score is additive so that a
patient who has a fever of 38.8 °C (3 points) for = 72 hrs (1 point) and who is on 10 mg of prednisone chronically (2 points) would have an additive score for this section of 5 points

Stress none (0) low (1) moderate (2 high (3
Fever no fever =372 and <383 =383 and < 388 =388°C
Fever duration no fever = 72 hours 72 hours 72 hours
Corticosteroids no corticosteroids low dose moderate dose high dose

(= 10 mg prednisone
equivalents/day)

(= 10 and = 30

prednisone equivalents/day)

(= 30 mg prednisone

equivalents/day) Numerical score from Worksheet 3 D C

7. Worksheet 4 — Physical Exam

Exam includes a subjective évaluation of 3 aspects of body composition: fat, muscle, & flnid. Since this is subjective. each aspect of the exam is rated for degree. Muscle deficitloss impacts point score more than fat deficitloss.
Definition of categories: 0 = no abnormality. 1+ =mild. 2+ = moderate, 3+ = severe. Rating in these categories is nof additive but are used to clinically assess the degree of deficit (or presence of excess fluid)

Muscle Stamus Eat Stores

temples (temporalis muscle) 0 1+ 2+ 3+ orbital fat pads 0 1+ 2+ 3+ total body deficit. Mo deficit
clavicles (pectoralis & deltoids) 0 1+ 2+ 3+ triceps skin fold 0 1+ 2+ 3+ ' Mid defcit = Again, muscle deficitloss
shoulders (deltoids) 0 1+ 2+ 3+ fat overlying lower ribs 0 1+ 2+ 3+ Moderats deficit f;:f;f;::af::?" fae
interosseous muscles 0 1+ 2+ 3+ Global fat deficit rating 0 1+ 2+ 3+ Severe deficit -
scapula (latissimms dorsi, trapezius. deltoids) 0 1+ 2+ 3+ Fluid status
thigh (quadriceps 0 1+ 2+ 3+ ankle edema 0 1+ 2+ 3+ - . .
calih(;:suocne:uis] 0 1+ 2+ 3+ sacral edema 0 1+ 2+ 3+ Numerical Score for Worksheet 4 I:I D
Global muscle status rating 0 1+ I+ 3+ ascites 0 1+ 2+ 3+
Global fluid status rating 0 1+ 2+ 3+ Total PG-SGA ScOre (Total numerical score of A+B+C+D)

Clinician FRD RN PA MD DO Other Date

Point score for the physical sxam iz determined by the overall subjective rating of the

Global PG-SGA Category Rating (Stage A, Stage B or Stage C)

Worksheet 5 — PG-SGA Global Assessment Categories

Staged Staze B Stage C
Category v ' 5
Weizht =5%lossm1 535

o weight loss
OR

recent non-fluid wr gain_OR Progressive wei,

Nutrientintake No deficit OR Sigrificant
recent improvemant
Nutrition Impact Nons
Symptoms (NIS) OR sigmificant recent
improvement alowing

adequate intake
Fanctioming Mo deficit OR Significant

Physical Exam

‘month: (<10% in § moxths)
=Bt loss

Dafinite decrease n mrake

Brasence of NIS (Box 3 of BG-SGA)

palpation &eior Joss of SQ fat

1 month (~10% in § months)
sseve weight loss

Brasence of NIS (Box 3 of BG-SGA)

Severs functonal deficit
OR Recent significant deterioration
Obvious sizns of makmumition
(2 £ severs loss muscle. fat
possibls edema)

Nutritional Triage Recommendations: Additive score is used to define specific muritional interventions including

patient & Eamuly S i £ matrient (food,
enteral or pasenteral tage).
Firse line nutrition intervention includes aprimal symprom management.
Triage based on PG-SGA point score
0.1 Mo infervention required at this time. Re-assessment on routine and regular basiz dnring treatment
23 Patient & family education by dietifian, purse, or other clinician with pharmacologic intervention as
indicated by symptom survey (Box 3) and lab values as appropriate.
43  Recqures intervention by dietifian, in conjunction with muse or physician as indicated by symptoms (Box 3).
29  Indicates a critical need for improved sympb andlor puirient mfervention options.
CFD Ottery 2005, 2006, 2015 +3.22.15

email: faithottervimdphd@aol.com or info@pt-global.org
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Triage based on PG-SGA point score:

0-1 No intervention required at this time. Re-assessment on routine and on a regular basis
during treatment.

2-3  Patient & family education by dietitian, nurse, or other clinician with pharmacologic

intervention as indicated by symptom survey (Box 3) and lab values as appropriate.

4-8  Requires intervention by dietitian, in conjunction with nurse or physician, as indicated by
symptoms (Box 3).

92 Indicates a critical need for improved symptom management and/or nutrient intervention
options.
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