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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 
• ICD 10 Codes (Appendix 2). 

• Referral criteria to Dietitians (see health pathways). 

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

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

• 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 ≥2 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 ≥2 in Mental Health) the patient should be referred to the dietitian as per 
ward practice i.e. board meetings, written referral.  

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

• 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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 Insufficient energy intake 

 Weight loss 

 Loss of muscle mass 

 Loss of subcutaneous fat 

 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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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: 
 

• 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: 

• Percentage of meals eaten 

• Oral nutrition supplements consumed 

• Percentage of prescribed enteral / parenteral nutrition administered 

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

community setting) 
 

Anthropometric: 

• Weight change 

 

Biochemical: 
       • Electrolytes 

        • Magnesium (considering re-feeding syndrome) 

        • Phosphate (considering re-feeding syndrome) 

       • Liver function tests 

       • Albumin (NB albumin is not a standalone marker of nutrition status) 

• 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 

• 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: 

• Nutrition or Malnutrition action group presence 

Adherence to Malnutrition Screening and Assessment Process: 

• Audits of adherence to the Malnutrition Policy  

o  completion of initial screen within 24 hours of admission  

o  repeat screens (every 5 days) 

o  documented weight checks 

o  Completed nutrition assessment (triage level 3) within 24 hours of positive 

nutrition screen 

Reporting of incidence of malnutrition: 

• 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 

• 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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Appendicies 
APPENDIX 1: Malnutrition Screening Tool and Action Plan 

APPENDIX 2: Malnutrition Universal Screening Tool (Used in CDHB Mental Health Services) 

APPENDIX 3: Malnutrition definitions used for Clinical Coding 

APPENDIX 4: Information for estimating height (Demispan and Ulna Length) 

APPENDIX 5: Information on the use of Hand Dynamometers  

APPENDIX 6: Subjective Global Assessment Form 
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Appendix 1: Malnutrition Screening Tool (MST) and Action plan at CDHB 
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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 

 

Appendix 3: Malnutrition Definitions used for Clinical Coding 

https://www.bapen.org.uk/screening-and-must/must-calculator
https://www.bapen.org.uk/screening-and-must/must-calculator
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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/m² 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/m² 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/m² (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: 
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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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Appendix 6 

Canadian traditional SGA form  - from Canadian Malnutrition Taskforce 
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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). 

9≥   Indicates a critical need for improved symptom management and/or nutrient intervention 

options. 
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