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NACNS Malnutrition Taskforce 

2014 NACNS consulted by Abbott Nutrition  

• Taskforce formed  

• Goals:  

• Recommend Clinical Nurse Specialist (CNS) practices that provide 
leadership in promotion of nutrition and prevention of 
malnutrition in hospitalized adult patients 

• Provide role clarification of the CNS as an advanced practitioner 
providing assessment, planning, and management of hospitalized 
adults at risk for malnutrition and ensuring adequate nutrition 
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Symposium Objectives 

Among hospitalized adult patients: 

• Describe how to screen for, identify presence of, and classify 
malnutrition 

• Describe appropriate management and treatment options for 
prevention and treatment  

• Describe a framework of malnutrition prevention and 
treatment to guide Clinical Nurse Specialists to improve adult 
hospitalized patient outcomes 



Overview 

• Definition 

• A deficiency of intake or utilization of vital nutrients 
needed for tissue maintenance and repair 

 

• Etiologies 

• Starvation related 

• Chronic Disease related 

•  Acute Disease related 



Hospital Prevalence 

• At least 1/3 (20-50%) of patients in developed countries are 
malnourished upon admission to the hospital 

 



Changing Healthcare Landscape 

• Value Based Purchasing (VBP) is driving the increased focus on 
cost, quality, and transparency of care 

Payers 

VBP Providers 



Malnutrition and Negative 
Outcomes  

8 
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FEED ME!  

Screening and Identification  

Mary Waldo 



Objectives 
• Discuss screening tools to assist in identification of 

malnutrition in hospitalized adult patients.  

 

 

Early detection and prompt treatment are essential in preventing 
malnutrition 

 

Treatment may reverse malnutrition and effectively reduce mortality 
and complication rates.  

 

 

 



Malnutrition: 
It’s not just 
about size! 

 



The Health Risk of Obesity—Better Metrics Imperative 
Rexford S. Ahima and Mitchell A. Lazar 
Science 23 August 2013: 856-858. 
The impact of a high BMI on mortality is in question, calling for a rethinking of how metabolic health is assessed. Accessed Sept 23, 2013 



Malnutrition Screening  vs. Assessment 

All patient must be screened for nutrition risk with 
24 hours of admission to an acute care facility 

 
• Screening determines risk for malnutrition 

 
• Assessment determines presence of 

malnutrition 
 
 



Screening Tools 
(Tappenden et al., 2013) 
 

Tool Scoring Study Population Sensitivity/ 
Specificity 

Malnutrition Screening 
Tool (MST) 

At risk:  > 2 N= 408 inpatients 
Mean age = 58 
 

Sensitivity 93% 
Specificity 93% 

Mini Nutritional 
Assessment Short Form 
(MNA-SF) 

At risk: < 11 
 

N= 155 community 
dwelling elders 

Sensitivity 98% 
Specificity 100% 
 

Malnutrition Universal 
Screening Tool (MUST) 

High risk:  > 2 
 

N= 8944 inpatients, 
review of 128 trials 

Sensitivity 75% 
Specificity 55% 
 

Nutritional Risk 
Screening 2002 (NRS-
2002) 

At risk:  > 3 
 

Adapted from 
Malnutrition Advisory 
Group 

Short Nutritional 
Assessment 
Questionnaire (SNA) 

At risk:  > 2 
 

N= 291 inpatients 
Mean age = 58 

Sensitivity 86% 
Specificity 89% 
 



Screening Tools: MST 

Abbott Nutrition (retrieved 2.23.18).  Malnutrition Screening Tool 
https://static.abbottnutrition.com/.../abbottnutrition.../Malnutrition%20Screening%20T.. 

https://static.abbottnutrition.com/.../abbottnutrition.../Malnutrition Screening T
https://static.abbottnutrition.com/.../abbottnutrition.../Malnutrition Screening T
https://static.abbottnutrition.com/.../abbottnutrition.../Malnutrition Screening T


Screening Tools: MNA-SF 

(Retrieved February 23, 2018).  Mini Nutritional Assessment.  Nestle Nutrition Institute. http://www.mna-elderly.com/ 

http://www.mna-elderly.com/
http://www.mna-elderly.com/
http://www.mna-elderly.com/


Screening Tools:  NRS-2002 
Part I 

Kondrup, J., Allison, S.P., Elia, M., Vellas, B., & Plauth, M. (2003).  ESPEN guidelines for Nutrition Screening 2002.  Clinical 
Nutrition,  22(4), 415-421. 



Screening Tools: NRS-2002 
Part II 



Screening Tools: BAPEN 

British Association of Parenteral and Enteral Nutrition, BAPEN 
 (Retrieved February 23, 2018).   Malnutrition Universal Screening Tool www.bapen.org.uk/pdfs/must/must_full.pdf 

http://www.bapen.org.uk/pdfs/must/must_full.pdf


Screening Tools: NUTRIC 

https://www.criticalcarenutrition.com/.../NUTRIC%20Score%201%20page%20summa... 



Activity:  Screening 

Situation: 
• Mr. Ralph, 86 year old male admitted ambulatory from clinic 

with: Community Acquired Pneumonia, new onset of 
Confusion, decreased urinary output, RR 28bpm, and low BP 

Background:  

• History includes:  Obesity, Hypercholesterolemia, Type 2 
Diabetes, Destructive Joint Disease (hips) 

• Medications:  statin, oral diabetic agent, NSAID, antibiotics 
(started in clinic 2 days ago) 

• Nutrition status: Height 5’4”, Weight 232 pounds; in last 4 
months, has lost about 20 pounds (9 kg). States food “doesn’t 
seem to taste good”. 

• Lives alone, daughter visits once a week.  He rarely goes out. 

 



Assessment:  Integration of Findings 

• Review of systems: 
• Medical, nutrition, and psychosocial histories 

• Physical exam 
 

• Anthropometric data 
• Height, weight, BMI 
• Ratio of lean body tissue to body fat 

• Intake of Energy and Nutrients 

Six Key Characteristics (≥2) 
• Insufficient energy intake 
• Weight loss 
• Loss of muscle mass 
• Loss of subcutaneous fat 
• Localized or generalized fluid accumulation that may sometimes mask weight loss 
• Diminished functional status as measured by hand-grip strength 



Malnutrition in Acute Illness 

Characteristic Moderate  Severe  

Energy Intake:  Energy 
needs/energy consumed 

< 75% of estimated 
energy requirements for 
> 7 days 

< 50% of estimated 
energy requirement for > 
5 days 

Weight Loss:  % of weight 
loss from baseline 

1 – 2 % over 1 week 
5 % over 1 month 
7.5% over 3 months 

> 2% over 1 week 
> 5 % over 1 month 
> 7.5% over 3 months 

Body Fat:  loss of subcut. 
fat  (orbital, triceps, over 
ribs) 

Mild Moderate 

Muscle Mass:  temples, 
clavicles, shoulders, etc. 

Mild Moderate 

Fluid Accumulation:   
extremities, vulvar/scrotal 
edema, ascites) 

Mild Moderate to Severe 

Reduced grip strength NA Measurably reduced 
 



Malnutrition in Chronic Illness 

Characteristic Moderate  Severe  

Energy Intake:  Energy 
needs/energy consumed 

< 75% of estimated 
energy requirements for 
> one month 

< 75% of estimated 
energy requirement for > 
one month 

Weight Loss:  % of weight 
loss from baseline 

5% over 1 month 
7.5 % over 3 month 
10% over 6 months 
20% over 1 year 

> 5% over 1 month 
> 7.5 % over 3 month 
> 10% over 6 months 
> 20% over 1 year 

Body Fat:  loss of subcut. 
fat  (orbital, triceps, over 
ribs) 

Mild Severe 

Muscle Mass:  temples, 
clavicles, shoulders, etc. 

Mild Severe 
 

Fluid Accumulation:   
extremities, vulvar/scrotal 
edema, ascites) 

Mild Severe 

Reduced grip strength NA Measurably reduced 



Hand Grip 

• Gaining use in measuring muscle strength in 
upper extremities 

• Simple, non-invasive 
• 2 standard deviations below the mean for age 

and gender * 

*use normative standards of manufacturer of the hand grip device used 



Activity:  Assessment  

Situation: 

• Mr. Ralph, BMI, 36.3 

• ~20 pound weight loss in 4 months 

• Food Intake: (self report, prior to visit to clinic 1 week ago    

• Daughter makes food once a week, and leaves in 
refrigerator; she reports it is rarely eaten. 

• Breakfast:  hard boiled egg, 1 toast 

• Lunch:  Campbell's soup, ½ can – tomato 

• Dinner:  TV dinner, 1/2 

• Physical Findings: 

• Truncal adiposity = 39.8 inches, (101 centimeters), states 
belt no longer keeps his pants up “needs more holes”. His 
shirts appear to large over his chest  

• Hand Grip:  22 kgs  

 

 



• Place holder for worksheet 



FEED ME! 

Prevention & Management  

Melanie Shuster 



Objective 

• Describe appropriate management and treatment options for 
prevention and treatment of malnutrition in hospitalized adult 
patients. 



Management & Treatment of 
Malnutrition 
Prevention 

• Limit NPO status 

• Avoid diet restrictions 

• Timely diet advancement 

• Initiate supplements 

• Monitor & record intake 

• Treat symptoms affecting intake 

• Treat deficiencies 

• Vitamins 

• Minerals 



Treatment of Malnutrition 

ENTERAL ACCESS 

• Functional GI tract 

• Cannot eat 

• Should not eat 

• Will not eat 

PARENTERAL ACCESS 

• Intestinal failure 

• Obstruction 

• Disease 

• Short 



Enteral or Parenteral Nutrition 
Treatment 
• Treat deficiencies 

• Macronutrients 
• Protein 
• Energy 

• Carbohydrates 
• Fats 

• Micronutrients 
• Vitamins 
• Minerals 

• Place enteral access device 
• Initiate enteral nutrition 

• Place parenteral access 
device 
• Initiate parenteral nutrition 



Nutrients 

Macronutrients 
• Carbohydrates 

• Fats 
• Essential fatty acids:   

• Linoleic (omega 6)  

• alpha-linolenic acids (omega 3) 

• Protein 
• Essential amino acids  

• Valine 

• Leucine 

• Isoleucine 

• Phenylalanine 

• Threonine 

• Tryptophan  

• Methionine  

• lysine 

Micronutrients 
• Minerals 

• Sodium 
• Potassium 
• Magnesium 
• Phosphorous 
• Calcium 

• Trace minerals 
• Iron 
• Copper 
• Zinc 
• Chromium 

• Vitamins 
• Fat soluble:  A D E K 
• Water soluble: A B’s C 



Monitoring Effects 
Treatment 
• Hyperglycemia 

• HA1c 
• POC glucoses every 6 hours 

 

• Electrolytes 
• Na 
• K 
• Ca 
• PO4 
• Mg 

• Nutrition markers 
• CRP 
• Pre-albumin 
• Weight 
• Albumin 
• Physical strength 

Management 
• Hyperglycemia 

• Insulin  
• 140 - 180 mg/dL 
• Discontinue oral agents 

• Electrolyte repletion 
• Adjust TPN daily 
• Monitor renal function 
• Monitor output 

• Urine 
• Stool 

• Inverse relationship 
• CRP increased  
• Pre-albumin decreased 
• Increase nutrients 

• Weight 
• Physical strength 

• ADL 
• Hand grasp 
• Self care 



Monitoring Effects 
Treatment Management 

Hyperglycemia 
• HA1c 
• POC glucoses every 6 hours  

Hyperglycemia 
• Insulin  
• 140 - 180 mg/dL 
• Discontinue oral agents 

Electrolytes 
• Na 
• K 
• Ca 
• PO4 
• Mg 

Electrolyte repletion 
• Adjust TPN daily 
• Monitor renal function 
• Monitor output 

• Urine 
• Stool 

Nutrition markers 
• CRP 
• Pre-albumin 
• Weight 
• Albumin 
• Physical strength 

Inverse relationship 
• CRP increased  
• Pre-albumin decreased 
• Increase nutrients 
Weight 
Physical strength 
• ADL 
• Hand grasp 
• Self care 



Complications: Enteral/Gastric 
Feedings 
Issue 
• Tube misplacement or 

migration 

• Tube occlusion 

• Exit site 
• Infection 

• Proud flesh 

• Gastric residual volume 

• Aspiration pneumonia 

• Nausea or vomiting 

• Diarrhea 

 

Management 
• Verify location 

• Initial radiograph 
• External length 

• Flushing protocols 
• Verification of position 

• Local care 
• Barrier cream 

• Silver nitrate 
• Triamcinolone cream 

• > 400 mL 
• Vomiting stop feeding 
• Medications 
• Diarrhea vs incontinence 

• Medications 
• Stool volume 
• Consistency 

 
 



Complications: Parenteral 

Issue 

• Infection 

• Occlusion 

• Migration 

• Metabolic  
• Glucose control 

• Electrolyte management 

• Hydration 

• Liver function 

• Renal function 

Management 

• Sterile technique 

• Flushing protocol 

• External length  

• Laboratory testing 
• POC glucose q 6 hours 

• Replete as needed 

• Monitor I&O 

• Monitor daily weekly 
monthly 



Transition of Care 

• Prepare for transition to next level of care 

• Intra- vs inter- facility transition 
• From critical care to step down or LTAC 

• From step down to monitored or regular nursing floor or LTACH 

• From monitored floor to regular nursing floor or SNF or LTACH 

• From regular nursing floor to IPR, LTACH, SNF or home 

 



Goals of Care 
• Life long 

• Home enteral and parenteral program 

• Short gut syndrome 

• Neurological dysfunction 

• Head and Neck Cancer 

• Awaiting surgical intervention 

• Enterocutaneous fistulea take down 

• Ileostomy reversal 

• Resolution of medical condition 

• Pancreatitis 

 



Conclusion 

Management of enteral and parenteral nutrition is  
• Not easy 

• Challenging 

• Rewarding 

 



ROUND TABLE DISCUSSION 



Case Study 
Situation: 

• 58 year old female with history of nausea, vomiting, diarrhea, ~30-40 pound 
weight loss over 5-6 months initial presentation 

 
Background: 
• PMHx of COPD, hypothyroidism, bipolar disorder  
• 2012 diagnosed with non specific colitis diagnosed, successfully treated with 

Budesonide until June 2017 then tapered, afterwards developed severe diarrhea 
• CT Enterography demonstrated Pneumatosis. Patient was seen by colo-rectal 

surgeon who recommended intestinal diversion to allow the colon to heal 
recommended. Procedure not performed.  

Assessment: 
• All stool tests negative for ova, parasites, and bacterial infection including 

Clostridium Difficile  
• Negative work up for neuroendocrine tumor or para-neoplastic syndrome 
• Diagnostic work up included:  CT abdomen and Colonoscopy which 

demonstrated normal mucosa and benign biopsies   
 
 



Case Study 

Assessment cont’d 

• Height 5’4”, Usual weight ~135 pounds.  In past 8 months:   
weight ↓ 105 pounds over a 3 month period, then 91 pounds 
in 3 months, and 71 pounds in 2 months. Represents a 53% 
loss of body mass in 8 months 

• Diet 

• 3 reasons for decreased PO intake:   

• does not like the taste of most foods and tastes metallic, 

•  intermittent nausea and vomiting , and  

• diarrhea shortly after eating or drinking  

• She mainly eats fruits. She does not like supplements.  She only 
drinks lactose-free milk 

 



Case Study 
Recommendation:  What would you do? 

• Abnormal weight loss 

• Underweight (BMI < 18.5 Kg/m2) 

• Overweight (BMI > 25 Kg/m2) 

• Nutrient deficiencies 

• Low albumin 

https://doi.org/10.1177/0148607112440285 

https://doi.org/10.1177/0148607112440285


Diagnosis of Malnutrition 

Nutrition Risk 

Inflammation 

Mild to 
Moderate 

Chronic 
Disease 
Related 

Severe 

Acute Disease 
Related 

No 
Inflammation 

Starvation 
Related 

Malnutrition 

https://doi.org/10.1177/0148607112440285 

https://doi.org/10.1177/0148607112440285


Diagnosis 

• Diagnosis of malnutrition 
• Acute malnutrition 

• Starvation malnutrition 

• Chronic malnutrition 

• Mild Moderate Severe protein energy malnutrition 

• Insufficient energy intake 

• Weight loss 

• Loss of muscle mass 

• Loss of subcutaneous mass 

• Localized or generalized fluid accumulation 

• Decreased functional status as measured by hand strength 

 

 

 



Coding Malnutrition 
ICD-9  ICD-10 Description 

 
262 E43 Unspecified severe protein-calorie malnutrition 

263.0  E44.0  Moderate protein-calorie malnutrition  
 

263.1  E44.1  Mild protein-calorie  malnutrition  
 

263.8  E46  Unspecified protein-calorie  malnutrition  

263.9 E46 Applicable to malnutrition, not otherwise specified (NOS)  
Protein-calorie imbalance  NOS  

278.01  E66.01  Morbid (severe) obesity due to excess calories  

783.22  R63.6  Underweight  
Use additional code to identify BMI, if known (Z68.-). Type 1 excludes abnormal weight loss (R63.4), 
anorexia nervosa (F50.0-), and malnutrition (E40-E46). 

783.21  R63.4  Abnormal weight loss  
 

799.4  R64  Cachexia  
Applicable to wasting syndrome. Code first underlying condition, if known. Type 1 excludes abnormal 
weight loss (R63.4) and nutritional marasmus (E41). 

V85.0  Z68.1  BMI 19 or less, adult 
 

260  E40  
 
E42 
 

Kwashiorkor  
 
Marasmic kwashiorkor 
 

261  E41  
 
E42 
 
E43 

Marasmus  
 
Marasmic kwashiorkor 
 
Unspecified severe protein calorie malnutrition 
 



Malnutrition 

• Treatment 
• Oral 

• Enriched foods 

• Commercial supplements 

• Enteral nutrition 
• Nasoenteric 

• Nasogastric 

• Nasojejunal 

• Gastrostomy 

• Jejunostomy 

• Parenteral nutrition 
• Central venous access 

• Peripherally inserted Central Catheter (PICC) 

• Tunneled catheter 

• Infusion port  



Case Study:   
Parenteral Nutrition 
• TPN begun as inpatient 

• Transition to home TPN 

• Readmitted with recurrent diarrhea and weight loss 

• Fungemia with endopthalmitis 

• Central line removed 

• Refused parenteral and enteral feedings  

• D/C home PO diet 



Case Study: 
Enteral Nutrition 
• Readmitted with Flu 

• Treated with oseltamivir 

• Anti-fungal treatment 

• GI symptoms resolved 

• Budesonide 

• Corticosteroids 

• Loperamide 

• Cholestyramine 

• Bismuth 

• Daughter POA 

• Enteral access  

• Percutaneous Endoscopic Gastrostomy (PEG) 

 



Case Study:  
Transition of Care 
• Home Care 

• Enteral feeding program 

• Bolus 

• Intermittent 

• Continuous 

• Hydration 

• Medication administration 

• PO if possible 

• Care and maintenance of access device 



Case Study: 
Transition of Care 
• Monitoring 

• Anthropometrics 

• Biochemical 

• Nutritional 

• Inflammation 

• Complications 

• Follow up 

• Nutrition 

• Ophthalmology 

• ID 

• GI 



Medications 

• B complex with C and 
folic acid 

• Cefazolin 

• Cholestyramine 

• Ergocalciferol 

• Fentanyl 

• Fluconazole 

• Gabapentin 

• Hydrocortisone 

• Levothyroxine 

• Micafungin 

• Octreotide 

• Oxycodone 

• Pantoprazole 

• Potassium Chloride 

•  Promethazine 

• Risperidone 

 



Medications 

• B complex with C and 
folic acid 

• Cefazolin 

• Cholestyramine 

• Ergocalciferol 

• Fentanyl 

• Fluconazole 

• Gabapentin 

• Hydrocortisone 

• Levothyroxine 

• Micafungin 

• Octreotide 

• Oxycodone 

• Pantoprazole 

• Potassium Chloride 

•  Promethazine 

• Risperidone 

 



Case Study 

• PEG placement 

• Discharge to SNF 

• Two days after transfer readmitted with peritonitis  

• Surgery 
• Dislodgement PEG 

• Stamm gastrostomy 

• Abdominal compartment syndrome 
• Ventilatory support 

• Vasoactive support 

• Surgery 
• G tube removed 

• Extubated 

• CMO 



Transition of Care 

• Home Care 
• Enteral feeding program 

• Bolus 

• Intermittent 

• Continuous 

• Hydration 

• Medication administration 

• PO if possible 

• Care and maintenance of access device 



FEED ME!  

CNS Role 

Susan Smith 



Six Challenges in Nutrition Care 

1. Failure of recognition or inadequate screening  

2. Lack of adequate dietitian staffing  

3. Delay of nutritional care  

4. Inconsistency of nursing involvement  

5. Requirement of physician/provider sign-off for nutrition care 
plan 

6. Lack of assistance in feeding  



Who Is On Your Nutrition Team 

Patient 

Dietitian 

Nurse 

Pharmacist  Physician 

CNS 



Goal: Prevent Patient Harm 

• Promote nutrition 

• Prevent malnutrition 

• Treat malnutrition 

 



CNS Spheres of Influence 



CNS Role: Direct Care Provider 

• Assess nutritional status 

• Ensure screening occurs upon admission  

• ROS & Physical Exam 

• Weights and lab results 

• Anthropometric data 

• Ratio of lean body mass tissue to fat 

• Loss of muscle mass 

• Fluid accumulation 

• Diet assessment/orders 

• Limit NPO status 

 



CNS Role: Consultant 

• Ensure nutrition plan of care is developed, implemented, and 
evaluated 

• Ensure social work, case management, dietician, PT, ST, OT, etc 
are part of the team to ensure effective delivery of care 

• Continuity of care, transitional care, discharge planning 

 



CNS Role: Leadership 

• Empower healthcare team to change clinical practice as it 
relates to nutrition 

• Serve as a change agent to create policies, procedures 
regarding nutrition care 

• Lead system wide initiatives, multidisciplinary teams 

• Reducing costs of care 



CNS Role: Collaboration 

• Promotion of teamwork 

• Unique contributions of valued members to enhance overall care 
related to nutrition  

• Nutrition Support Teams  

• Physician, nurse, dietician, pharmacist, APPs 

• Improving the quality and safety of care 

• Lean, TeamSTEPPS,  

 



CNS Role: Coach 

• Nurse 

• Stress importance of screening 

• Implementation of diet 

• Discharge teaching 

• Patient/family 

• Ensure needs are being met 

• Ensure assistance with meals, as appropriate 

• Advocate for patient with care team 

• Discharge plan 

 



CNS Role: Research 

• Interpret, translate & use evidence 

• To empower, change practices 

• Evaluate clinical practice   

• Example of recent research leading to practice change 

• Sacred cows: turning off tube feedings for repositioning 

• Volume Based Enteral Nutrition 

• Gastric Residual Volume monitoring 

 



CNS Baseline Knowledge 
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http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf
http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf
http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf
http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf
http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf








Case Study 

Situation: 

• JG is a 72 y.o. male post traumatic head injury who has been 
in the ICU for 10 days.  

Background:  

• Tube feeding was started at goal rate 3 days ago via a naso-
gastric placed tube. JG suffered 2 DTIs: 1) to the sacrum and 2) 
to the occiput (after c-collar removed). Dietitians are following 
patient and in addition to tube feeding they have prescribed 
protein supplements twice daily. 



Case Study 

Assessment:  

• Abnormal labs: hypophosphatemia, hypokalemia 

• Physical exam: BMI 35, no weight loss, but patient is +6L. All 
other systems WNL 

• Critical care course: Remains vented via trach, continuous 
sedation with fentanyl and versed, daily SAT/SBT, but unable 
to separate from vent for > 2 hours, remains on bedrest 

• Psychosocial: Family present, CAM-ICU+, RASS -2 



Problems Identified 

 

• Protein supplements not documented in EHR 

• Patient not reaching > 80% of daily caloric goals 

• I&O not documented consistently in EHR, gastric residuals 
sporadically documented 

• RN observed to administer all medications crushed together 
as a single bolus 

• Patient has delirium 

 



As a CNS What Are Your Actions? 
1. Direct Care Provider: Delirium, sedation and inability to reach daily 

nutrition goals are affecting the patient’s ability to separate from the 
ventilator. How will you manage these issues? 

2. Consultant: Recommended practice is to administer medications 
individually through feeding tubes. How will you improve practice to 
ensure medications are given correctly to tube fed patients. 

3. Leadership: Adequate protein is necessary to prevent tissue 
breakdown and ensure healing. Develop a strategy to address the 
issues of HAPI development as it relates to nutrition. 

4. Collaboration: Dietitians have ordered a make-up increased rate to 
catch the patient up when tube feeding has to be halted. But nursing 
is not implementing this. Describe a strategy for collaboration so that 
patient will reach > 80% of caloric needs. 

5. Coach: No documentation of I&O or Oral Nutrition Supplements (ONS) 

6. Researcher/EBP Translation: Describe how you will translate current 
evidence that does not support the practice of gastric residual 
monitoring in patients receiving tube feedings. 



Key Takeaways 

• Weight loss in hospitalized adults is not inevitable 

• Evidence based prevention and treatment modalities 

• Prevention: Early detection and prompt treatment  

• Treatment: May reverse malnutrition and effectively reduce 
mortality and complication rates  

• Early screening and assessment for nutritional status is crucial 
in the hospitalized adult 

 

 



Key Takeaways 

• Incidence and prevalence of malnutrition and risk for 
malnutrition in hospitalized adult patients can be ablated by 
high functioning teams 

• Malnutrition Model for CNS Practice 

• This model has application for all advanced practitioners 

• Advanced practitioners can prevent and treat malnutrition, 
promote nutrition 

 



SusanH.Smith@BSWHealth.org 
Mary.Waldo@Providence.org  
Melanie.Shuster@AHN.org  
Tracy.Chamblee@Childrens.com 
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