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I

n 1983 the Board of Directors of the American Society
for Parenteral and Enteral Nutrition (A.S.P.E.N.)1 developed a special communication on malnutrition in hospitalized
patients, which stated, in part, as follows:
The state of malnutrition appears to affect patient morbidity and
mortality rates. It is associated with an increased incidence of
wound infection, fluid and electrolyte imbalances, depressed ventilatory response, decreased response to certain chemotherapy programs, decreased tolerance to some therapeutic regimens, depressed
immune mechanism, all of which translate into an increase in medical care cost and increase in morbidity and mortality.
The prevalence of malnutrition in hospitalized patients depends on
the population surveyed and on the quality of nutritional screening. The presence of a Nutritional Support Service or individuals
knowledgeable in clinical nutrition should enhance the ability to
identify patients with nutritional deficiencies, and to provide effective nutritional support.
The recognition and appreciation by the medical profession of the
prevalence of malnutrition should lead to more thorough nutritional monitoring of patients, thereby ensuring the appropriate
delivery of nutritional support.2(p. 219)

This consensus statement still remains relevant today.
In 1995 The Joint Commission partnered with A.S.P.E.N.,
the American Society of Clinical Nutrition (now the American
Society of Nutrition [ASN]3), and the American Dietetic Association (now the Academy of Nutrition and Dietetics4) to develop survey accreditation standards that emphasized interdisciplinary delivery of nutrition care and required that all patients
have a nutrition screening within 24 hours of admission.5,6*
It is the position of A.S.P.E.N. that addressing disease-related
malnutrition in hospitalized patients should be a national goal
* The Joint Commission’s Provision of Care, Treatment, and Services Standard
PC.01.02.01 states, “The hospital assesses and reassesses its patients.” Element
of Performance (EP) 2 states, “The hospital defines, in writing, criteria that identify
when additional, specialized, or more in-depth assessments are performed,” and
EP 3 states, “The hospital has defined criteria that identify when nutritional plans are
developed.” Joint Commission Standard PC.01.02.03 states, “The hospital assesses and reassesses the patient and his or her condition according to defined time
frames. EP 7 states, “The hospital completes a nutritional screening (when warranted by the patient’s needs or condition) within 24 hours after inpatient admission.”
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in the United States and thereby help to improve patient outcomes by reducing morbidity, mortality, and costs. A malnutrition-focused national goal would better overtly address the issue
of disease-related malnutrition to alert health care organizations
on the need to provide optimal nutrition care.

Current State of Malnutrition in
Hospitalized Patients

For the purpose of this article, disease-related malnutrition is
defined as “undernutrition as a result of a disease process,”
which may be present on admission or acquired during a hospitalization. Undernutrition may occur even in the face of a
high body mass index (BMI), as it is common for obese patients
to be undernourished in the setting of disease or surgery.7 The
most recent conceptual model for disease-related malnutrition
was proposed by an A.S.P.E.N. and European Society for Clinical Nutrition and Metabolism (ESPEN) International Consensus Guideline Committee, which developed an etiology-based
approach to the diagnosis of adult malnutrition in clinical settings, with adult malnutrition described in the context of acute
illness or injury, chronic diseases or conditions, and starvation-related malnutrition.8,9
It is estimated that at least one third of patients in developed
countries are malnourished on admission to the hospital,10–13
and, if left untreated, approximately two thirds of those patients
will experience a further decline in their nutrition status during
their hospitalization.13,14 Malnutrition continues to be under
diagnosed in many hospitals,14–17 and approximately one third
of patients who are not malnourished on admission may become
malnourished while hospitalized.18 A recently published study
of the prevalence of malnutrition among older patients presenting to an emergency department found that 16% were malnourished and that 60% were either malnourished or at risk for
malnutrition.19 Hospitalized patients, regardless of their BMI,
typically suffer from undernutrition because of reduced nutrient intake due to illness-induced poor appetite, gastrointestinal
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symptoms, reduced ability to chew or swallow, or nil per os
(NPO [nothing by mouth]) status for diagnostic and therapeutic procedures. In addition, they may have increased energy,
protein, and essential micronutrient needs because of inflammation, infection, or other catabolic conditions.14
The need to identify at-risk patients is vital in that malnutrition is associated with an increased risk of pressure ulcers
and impaired wound healing, immune suppression and higher infection rates, higher treatment costs, and increased mortality.10 In an epidemiologic analysis of 887,189 major surgery
cases drawn from the Healthcare Cost and Utilization Project
(HCUP) Nationwide [National] Inpatient Sample (NIS), malnutrition was associated with an increased risk of severe events.
Patients with malnutrition were 4 times more likely to develop pressure ulcers, 2 times more likely to develop surgical site
infections, 16 times more likely to develop intravascular device
infections, and 5 times more likely to develop catheter-associated urinary tract infections.20 Malnutrition may also influence
hospital readmission rates.21–23 In the largest of these studies, a
retrospective observational analysis of more than 10,000 consecutive admissions, Allaudeen et al. reported a 30-day readmission rate of 17%, and weight loss proved to be a significant
comorbidity that increased the risk of readmission.21 In a large
single-center study of general surgery patients, the 30-day readmission rate was 11.3%, and the third most common reason for
readmission was failure to thrive/malnutrition (10.4%).22 These
findings are consistent with the concept of malnutrition contributing to posthospital syndrome, which Krumholz described
as “an acquired, transient period of vulnerability,” 24(p. 100) which,
together with other factors, can dramatically increase the risk of
30-day readmission.24
Furthermore, poor clinical outcomes associated with malnutrition contribute to higher hospitalization costs, as reflected in
the longer length of stay (LOS) and increased readmissions associated with the higher rates of infections, pressure ulcers, impaired
wound healing, and other adverse outcomes experienced by malnourished patients8,16 For example, Corkins et al. found that
patients diagnosed with malnutrition had hospital costs and LOS
three times higher than those without this diagnosis.17

Current State of Recognition, Diagnosis,
and Coding of Patients with Malnutrition

In 2012, according to the NIS, there were 36,484,846 hospital discharges in the United States, with an average LOS of
4.5 days, including 5,755,617 hospital discharges of pediatric
patients (15.8%) and 12,704,704 hospital discharges of patients
65 years of age or older (34.8%).25 Only 1,326,300 (3.6%) of
470
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all these hospital discharges had a coded diagnosis of malnutrition, but 772,195 (58.2%) of them were in these vulnerable age
categories.25 This apparent undercoding (compared with earlier
cited data on the incidence of malnutrition25), we believe, is
due to underrecognition and underreporting, as well as underestimation of the importance of this comorbid condition on
patient outcomes. In similar 2010 national data on 39,008,298
hospital discharges, the 1,248,680 (3.2%) of patients for whom
malnutrition was coded tended to be 65 years of age or older,
and have higher infection rates, longer LOS, higher costs, and
higher rates of death.17 According to the Agency for Healthcare Research and Quality (AHRQ), administration of enteral and parenteral nutrition was the 14th most frequent procedure in 2011, increasing in frequency by 85% from 1997, when
it was not among the top 15 procedures.26 The frequency of
these therapies, which are given exclusively for the prevention
or treatment of malnutrition, also suggest a greater incidence of
malnutrition than indicated by the NIS malnutrition data. A
low prevalence of malnutrition diagnosis is also present in some
pediatric cross-sectional “snapshot” studies,27 again supporting the disconnect between coding and intentional assessment
of malnutrition.

Current State of Hospital Care Processes

In a recently published report by Patel et al. of a survey of 1,777
hospital-based clinicians, whose identities were blinded, 50% of
the respondents indicated that a nutrition screening was completed on admission, 37% of the respondents indicated that
it was completed within 24 hours of admission, and most of
the hospitals appeared to have a process to perform a nutrition assessment after the nutrition screening was completed.28
However, there was considerable heterogeneity in both use of
tools and mechanisms for the rest of the nutrition care steps.
For example, only 23% of respondents reported using a validated nutrition assessment tool,28 suggesting that screening compliance might not be done well or generate findings that can be
compared between institutions. Also in the Patel et al. study,
the most commonly reported barrier to completion of nutrition
assessment was insufficient personnel (29.5%), with additional barriers including inadequate resources (7.7%), insufficient
expertise (6.3%), and policies requiring an order from the prescriber (6.5%).28 Although the study was limited by the fact
that hospitals might have been represented by more than one
respondent, these findings suggest that there are opportunities
for hospitals and professional organizations to help mobilize the
resources (staff, equipment, expertise) and offer education tailored to professionals involved in the nutrition screening and
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Figure 1. Nutrition screening, assessment, and intervention in patients, which are illustrated in this nutrition care algorithm. are key components of nutrition
care. Reprinted with permission from Mueller C, Compher C, Druyan ME; American Society for Parenteral and Enteral Nutrition (A.S.P.E.N.) Board of
Directors. A.S.P.E.N. clinical guidelines: Nutrition screening, assessment, and intervention in adults. JPEN J Parenter Enteral Nutr. 2011;35(1):16–24
(Reference 43, page 473).

assessment process. Use of validated, standardized screening
and assessment tools can help drive consistency and interorganizational comparisons to help determine accurate prevalence
of this problem.

which adds up to an additional $13,350 to $19,530 per hospitalization.41 The second study estimated the annual economic
burden of disease-associated malnutrition be $156.7 billion.42

Impact of Nutrition Intervention on
Outcomes

Figure 1 (above) provides a nutrition care algorithm depicting the
steps involved in the nutrition care of hospitalized patients.43 As
shown in the figure, screening on admission is only the first step
of the nutrition care process; timely follow-up assessment and
appropriate intervention without delay are imperative. With the
average LOS at only 4.5 days,25 the standards and systems of care
need to drive the process such that a patient identified to be “at
nutrition risk” or who is in fact malnourished receives an intervention(s) as rapidly as possible. In addition, nutrition must be
addressed early in discharge planning so that it is identified in the
transition from hospital to home or alternate care setting.
Malnutrition in hospitalized patients, particularly those with
acute disease-related etiology such as very advanced or severe
disease states, is at times inevitable. However, it should not simply result from a lack of attention from clinicians or a lack of
hospital resources. It is not that malnutrition will be a “never
event,” but the absence of timely nutrition assessment, diagnosis,
and implementation of a care plan in patients at risk for malnutrition or with preexisting malnutrition should be a “never
event.” As one indication of growing awareness of the impor-

Nutrition intervention has been shown to improve clinical outcomes in many studies, most often in patients 65 years of age or
older who are malnourished or at risk for developing malnutrition. These studies have shown that nutrition interventions significantly reduce complication rates, LOS and cost, readmission
rates, and, in some studies, mortality.13,14,29–37 Nutrition interventions include nutrition education and counseling; coordination of nutrition care; and nutrition delivery, which can range
from provision of nutrient-dense food to enteral and parenteral nutrition.14 There is growing evidence that nutrition intervention is an effective strategy for prevention of health care–
acquired malnutrition and associated complications.38–40

The Cost of Malnutrition

The cost of malnutrition was illustrated in two studies reporting
health economic analyses of patients with disease-associated malnutrition.41,42 In one study, the most costly complication associated with poor nutrition status was acute respiratory infection,
October 2015

Addressing Malnutrition as a National Goal

Volume 41 Number 10

471

The Joint Commission Journal on Quality and Patient Safety
Sidebar 1. Additional Actions to Support Improvement
in Nutrition Care Quality in Hospitals
1. Each clinician should include nutrition as part of his or her daily
patient care.
2. Use consistent definitions and validated nutrition screening and
assessment tools so that all stakeholders are using consistent
language. Assessment should include patient’s weight and height
measurements.
3. Develop a comprehensive nutrition plan for the transition of
care settings, including a repeat nutrition screening completed
just before discharge to assess if risk has elevated during the
hospital stay and needs to be addressed in the discharge plan.
Malnutrition will often require posthospital-discharge care.
4. Analyze hospital systems to determine what resources would
be required to complete a nutrition assessment and have each
patient who is malnourished or at nutritional risk have a plan of
care implemented within 48 hours of admission.
5. Acceptable staffing levels should be evidence-based to provide
sound nutrition care. Hospitals should employ nutrition care
personnel such as registered dietitians and nutrition support
clinicians at a standardized acuity level or bed-to-staff ratio to
support Actions 1–3.*
6. Hospitals should assess and enhance their electronic health
record systems to allow for better organization of nutrition care
parameters and interventions, and link this to diagnostic coding
systems.
7. Hospitals should develop safety checklists for each patient
to make sure clinicians are completing all the steps of
nutrition screening, assessment, rescreening, and intervention
using the algorithm of care above.
8. Use of restricted diets should be periodically evaluated.
9. Supportive mealtime environments should be built into care
processes.
10. Hospitals should support development of dedicated teams for
protocol development and management of enteral or parenteral
nutrition as appropriate to facilitate timely initiation of the
prescribed nutrition support therapy.
11. Institutions should develop a system to track nutrition care and its
relation to outcome indicators.
12. Institutions should facilitate nutrition care across the health care
transitions to provide continuity of therapy.
* Nutrition support clinicians are dietitians, pharmacists, nurses, and physicians
who are specialists in providing and managing nutrition support therapy in
diverse patient populations, from pediatrics to geriatrics. They may work either
independently or as part of a nutrition support team.

tance of malnutrition as a safety issue, malnutrition is one of
the five patient safety risk areas represented in the 2015 Leapfrog Group Hospital Survey—the others being falls, pneumatic
tourniquets, aspiration, and workforce fatigue.44

Actions to Take

We now propose a series of specific actions that health care
organizations should take to address prevention or treatment
of acute or chronic disease-related malnutrition in hospitalized
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patients to improve the quality of patient care, improve clinical
outcomes, and reduce costs. The top three priority actions to
take are as follows:
1. Each Clinician on the Interdisciplinary Care Team
Should Participate in the Execution of the Nutrition Care
Plan. Clinicians should create an institutional culture in which
all stakeholders value clinical nutrition care,15 and quality processes drive practice. Specific nutrition support teams can lead
these efforts (such teams should include a physician, dietitian,
nurse, and pharmacist, at a minimum).
2. Develop Systems to Quickly Diagnose All Malnourished Patients and Those at Risk. If malnutrition is present,
it should be included as one of the patient’s coded diagnoses.
3. Develop Nutrition Care Plans in a Timely Fashion and
Implement Comprehensive Nutrition Interventions (Optimally Within 48 Hours of Identification of the Malnourished Patient).
Additional actions to be taken to supplement these three priorities can be found in Sidebar 1 (left). To help support these
initiatives, consideration should be given to appropriate coding
and reimbursement. As testimony to the importance of malnutrition to patient outcomes, the American Medical Association
(Chicago) approved a resolution addressing malnutrition in
hospitalized patients. The proceedings from the organization’s
2014 annual meeting read as follows:
Resolved, That our American Medical Association recognizes the
value of nutrition support teams services and their role in positive
patient outcomes and supports payment for the provision of their
services.45

Additional resources are required to optimally assess and intervene for malnourished and at-risk patients and therefore require
additional reimbursement. Receiving allowable reimbursement
for coded diagnoses and nutrition services could offset the cost
of additional required resources while improving quality.

Conclusion

Although disease-related malnutrition has generally not been
treated as a “patient safety” issue, the impact and scope of this
condition argues for its importance as a safety concern. Its recognition as a national goal should help mobilize health care
organizations and other health care stakeholders in supporting
the implementation of care processes for the nutrition care of
hospitalized patients, which should, in turn, thereby improve
outcomes, prevent readmissions, and reduce costs. J
This commentary, was prepared by the Malnutrition Committee of the American
Society for Parenteral and Enteral Nutrition (A.S.P.E.N.) [the authors] and approved
by the A.S.P.E.N. Board of Directors.
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