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 1.0
CONTACT HOURS

From acute care to
discharge and beyond

By Renay D. Tyler, DNP, RN, ACNP and Peggi Guenter, PhD, RN, FAAN

n today’s healthcare paradigm, the responsibility 
of nutrition assessment and patient monitoring 
typically rests with the dietitian; however, nutri-

tion has long been an important domain of nursing. In the 
19th century, Florence Nightingale’s Notes on Nursing stated:

Every careful observer of the sick will agree in this that 
thousands of patients are annually starved in the midst of 
plenty, from want of attention to the ways which alone make 
it possible for them to take food.1

Nightingale elaborated on the importance of nutrition 
in both acute injury and chronic disease and gave extensive 
instructions regarding ways to assess patient status and 
provide nutrition.

Nutrition plays a key role in the disease process; indi-
viduals who are malnourished have worse outcomes than 
those who are well nourished. As members of healthcare 
teams, NPs have a signifi cant role in facilitating timely and 
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malnutrition:

Abstract: Nutrition assessment and 

intervention signifi cantly contribute to the 

well-being of patients. NPs should advocate 

that patients be appropriately evaluated 

and implement recommendations as part 

of a comprehensive care plan to avoid 

malnutrition in patients while they are in the 

hospital and when they return home.
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appropriate nutrition assessment and therapies to positively 
affect clinical outcomes. The NP with enhanced nutrition 
knowledge can deliver optimal care to acute care patients. 
Nutrition in medical education curricula and graduate 
medical education training programs is lacking, and physi-
cians are aware that they might be inadequate in this area.2

■ Basic concepts on malnutrition

Malnutrition is an acute, subacute, or chronic state of nutrition 
in which a combination of varying degrees of overnutrition 
or undernutrition (with or without infl ammatory  activity) 
have led to a change in body composition and diminished 
function.3 It can be starvation-related malnutrition, as in 
chronic starvation without infl ammation (anorexia nervosa); 
chronic disease-related malnutrition with mild-to-moderate 
infl ammation (organ failure, pancreatic cancer, rheumatoid 
arthritis, or sarcopenic obesity); or acute disease or injury-
related malnutrition with acute and severe inflammation 
(major infection, burns, trauma, or closed head injury).4

The prevalence of malnutrition in adult hospitalized 
patients varies widely depending on the population selected 
and acuity of care. It is estimated that at least 33% of patients 
in developed countries are malnourished upon admission 
to the hospital, and if left untreated, approximately 66% 
of those patients will experience a further decline in their 
nutrition status during the inpatient stay.5 Among patients 
who are not malnourished upon admission, approximately 
33% may become malnourished during the hospital stay.6

Malnutrition has been associated with increased readmis-
sions and hospital-acquired conditions such as surgical site in-
fections, pressure injuries, and central line infections.7-10 A recent 
study found that in medical patients, one in four N.P.O. orders 
and nearly half of missed meals could have been avoided.11 Mal-
nutrition is also associated with increased healthcare costs.12-15

■ Nutrition therapy

Nutrition therapy includes nutrition education and counsel-
ing, coordination of nutrition care, and nutrition delivery, 
which can range from provision of nutrient-dense food to 
enteral and parenteral nutrition.16 Nutrition therapy im-
proves clinical outcomes most often in older adult patients 
who are malnourished or at risk for developing malnutri-
tion. Studies have shown that nutrition interventions sig-
nifi cantly reduce complication rates, length of stay and cost, 
readmission rates, and mortality.17-25 Nutrition intervention 
is an effective strategy for prevention of healthcare-acquired 
malnutrition and associated complications.16,26-28

■ Critical points in the acute care process

NPs should participate in identifying, preventing, and treat-
ing malnutrition and its associated comorbidities. The mul-

tidisciplinary care team can use a logical, stepwise approach 
to optimal nutrition care to be sure that malnutrition is 
addressed in each patient. This approach is illustrated in 
the American Society for Parenteral and Enteral Nutrition 
(ASPEN) Nutrition Care Pathway.29 All of these steps require 
multidisciplinary documentation and an electronic health 
record robust enough to facilitate effi cient assessment, in-
tervention, and communication across the healthcare team 
(see ASPEN Adult Nutrition Care Pathway).

Step 1: Nutrition screen. Nutrition screening is a process 
to identify an individual who may be malnourished or at risk 
for malnutrition and to determine if a detailed nutrition as-
sessment is indicated. In 1996, The Joint Commission added 
to their standards that nutrition screening must be completed 
on all hospitalized patients within 24 hours after admission.30 
Nurses overwhelmingly perform this nutrition screen as part 
of their general admission assessment to identify high-risk 
patients who are likely to be malnourished. The key to the 
success of this screening is to identify the at-risk patient and 
communicate those fi ndings to the medical team  in addition 
to a registered dietitian (RD).

Step 2: Is this patient at nutrition risk? Adult patients 
may be considered at nutrition risk if they experience any 
of the following:
• involuntary loss of 10% of usual body weight or greater 
within 6 months or involuntary loss of 5% of usual body 
weight or greater in 1 month
• involuntary loss or gain of 10 lb (4.5 kg) within 6 months
• body mass index less than 18.5 kg/m2 or greater than 
25 kg/m2

• chronic disease
• increased metabolic requirements
• altered diets or diet schedules
• inadequate nutrition intake, including not receiving food 
or nutrition products for more than 7 days.29

Documentation of these fi ndings is critical to commu-
nicating and establishing nutritional status throughout the 
continuum of a patient’s care.

Step 3: Nutrition assessment. Nutrition assessment is a 
comprehensive approach to diagnosing nutrition problems 
that uses a combination of medical, nutrition, and medica-
tion histories; physical exam; anthropometric measurements; 
and lab data. Nurses usually incorporate the following pa-
rameters during a nutrition assessment:
• trouble chewing or swallowing disorders
• weight history
• measurement of height and weight
• skin integrity
• presence of edema
• electrolyte abnormalities
• handgrip strength (by squeezing the examiner’s hand).31
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ASPEN Adult Nutrition Care Pathway

A.S.P.E.N. ADULT
NUTRITION CARE PATHWAY

(Age 18+ years)

ADMISSION
      Obtain actual, measured  

      height/weight and BMI and  

      document on admission

      Validated screening tool completed

      •  Screen completed in 24 hours

      •  Results documented in EMR

      Physician consult on admission 

SUSPECTED MALNUTRITION?

MALNUTRITION IDENTIFIED?
AND/A.S.P.E.N. malnutrition 

characteristics  

NUTRITION ASSESSMENT 
[RD, NST] 

Completed within 24 hours of consult

      Food and Nutrition History

      Anthropometrics

      Biochemical data/Medical Tests 

      & Procedures    

      Nutrition Focused Physical 

      Exam (NFPE)   

      Clinical and Medical History

MALNUTRITION DIAGNOSIS/RISK
DOCUMENTED
[RD, NST, RN, MD/NP/PA]

      RD documents malnutrition risk status

      RD documents supporting evidence of

      malnutrition severity

      MD documents malnutrition and severity

      in progress note and adds to problem list

GENERATE
NUTRITION CONSULT
Via EMR, automatic trigger, or

documented in MR

CODE MALNUTRITION
DIAGNOSIS
      Coder notified of diagnosis

      Adult Malnutrition Codes

FOLLOW-UP/RESCREEN
[RD, NST, DT, OR DESIGNEE]

      Every 3-7 days to prevent

      hospital-acquired malnutrition

      Based on length of stay

      Upon transition of care

NOYES

NO

MORE ON NEXT PAGE

    Link

    Action Steps

    Documentation Steps

    Communication Steps

RN  Registered Nurse

RD  Registered Dietitian

DT  Diet Technician

NFPE Nutrition Focused

Physical Exam

NST  Nutrition Support

Team

MD  Medical Doctor

NP  Nurse Practitioner

PA  Physician Assistant

PharmD  Pharmacist

CM  Case Manager

OT  Occupational Therapist

PT  Physical Therapist

AND  Academy of Nutrition

and Dietetics

A.S.P.E.N.  American 

Society for Parenteral and 

Enteral Nutrition

PN  Parenteral Nutrition

EN  Enteral Nutrition

NPO/CLD  Nothing by 

Mouth/Clear Liquid Diet 

EMR/MR  Electronic 

Medical Record or Medical

Record

BMI  Body Mass Index

KEY

YES
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A more in-depth nutrition assessment is generally 
performed by an RD or a member of a nutrition support 
service. This further delineates the malnutrition diagnosis 
and is the basis for the nutrition plan of care. Again, docu-
mentation and communication of this assessment should 
be part of the multidisciplinary longitudinal plan of care.

Step 4: Malnutrition diagnosis. In 2012, the Academy of 
Nutrition and Dietetics/ASPEN identifi ed six characteris-
tics to assess for the presence of malnutrition. If a patient 
demonstrates two or more of the following characteristics, 
malnutrition can be diagnosed with its severity further 
defi ned via specifi c thresholds and/or parameters:

ASPEN Adult Nutrition Care Pathway (continued)

Reprinted with permission. Copyright A.S.P.E.N. Improve Patient Outcomes: A.S.P.E.N.’s Step-by-Step Guide to Addressing Malnutrition. Silver Spring, MD:  American 
Society for Parenteral and Enteral Nutrition; 2015.

NUTRITION CARE PLAN AND INTERVENTION
[RD, NST, RN, MD/PA/NP, PharmD]

      Nutrition care plan created & documented;

      goals identified

      Initiate order/identify type of nutrition

      support required

      •  Provide least restrictive, medically appropriate diet

      •  Determine need for nutritional supplementation

      •  Treatment of medical issues impacting

         nutrition intake and utilization

      Determine access needs for specialized nutrition

      support to maximize nutritional intake (Enteral

      feeding tubes, IV access for PN)

      •  Review medications regarding impact on

         nutritional intake

      Communicate nutrition care plan with team

      members on multidisciplinary patient-care rounds

      Educate patient/caregiver regarding plan of care.

MONITORING & EVALUATION    
[RD, NST, RN, MD/PA/NP, PharmD, PT, OT]

      Follow-up within 3 days

      Monitoring parameters    

      •  Tolerance of nutrient intake

      •  Oral intake including supplements, 

         vitamins, minerals

      •  Enteral/Parenteral intake

      •  Anthropometric data (weight trends)

      •  Biochemical data

      •  Functional status     

REVISE NUTRITION
CARE PLAN

DOCUMENT PARAMETERS THAT 
INDICATE IMPROVEMENT IN  
NUTRITION STATUS
[RD, NST, PT, OT] 

      Adequate nutrient intake

      Stable or increased weight 

      Stability of biochemical data

      Improved strength and function     

NO

YES

    Link

    Action Steps

    Documentation Steps

    Communication Steps

RN  Registered Nurse

RD  Registered Dietitian

DT  Diet Technician

NFPE Nutrition Focused

Physical Exam

NST  Nutrition Support

Team

MD  Medical Doctor

NP  Nurse Practitioner

PA  Physician Assistant

PharmD  Pharmacist

CM  Case Manager

OT  Occupational Therapist

PT  Physical Therapist

AND  Academy of Nutrition

and Dietetics

A.S.P.E.N.  American 

Society for Parenteral and 

Enteral Nutrition

PN  Parenteral Nutrition

EN  Enteral Nutrition

NPO/CLD  Nothing by 

Mouth/Clear Liquid Diet 

EMR/MR  Electronic 

Medical Record or Medical

Record

BMI  Body Mass Index

KEY

DISCHARGE PLAN
[RD, RN, MD/PA/NP, PharmD, CM]

      Education / Counseling with patient and caregivers

      Communication of PN, EN, or Oral Nutrition Supplement prescription

      Case management for continuity of care

      Outpatient follow-up as appropriate

CONTINUE CURRENT 
NUTRITION CARE PLAN
      Reassess every 3-5 days

      Begin discharge planning
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• weight loss
• inadequate energy intake
• loss of muscle mass
• loss of subcutaneous fat
• fl uid accumulation
• reduced handgrip strength.32

Step 5: Nutrition care plan. The nutrition care plan is 
prescribed for an individual using the data obtained from a 
nutrition assessment. The plan should include statements of 
nutrition goals and monitoring/evaluation parameters; the 
most appropriate route of administration of nutrition therapy; 
method of nutrition access; anticipated duration of therapy; 
and training and counseling on goals and methods. Nutrition 
interventions can encompass optimized oral intake, oral nutri-
tion supplements, and enteral and parenteral nutrition. NPs 
play a vital role in implementing the nutrition interventions.

Step 6: Monitoring and transition of care planning. The 
continued monitoring of the patient’s nutrition status, nu-
trition goals, and safety/effectiveness of interventions is 
essential, particularly in transition of care planning. The 
importance of communicating the patient’s nutritional care 
plan at care transitions should not be overlooked. When 
patients are discharged from the hospital, nutrition interven-
tions are often stopped, and the patient may be readmitted 
with worsening malnutrition.15

The NP should anticipate ongoing nutritional needs and 
ensure case-management strategies that include referrals to 
primary and specialty providers, appropriate skilled facili-
ties, and community services; home infusion and medical 
equipment companies should be implemented as indicated. 
The use of a transition of care plan initiated by NPs as shown 
in the ASPEN Nutrition Care Pathway may prevent a vul-
nerable patient from being readmitted (www.nutritioncare.
org/malnutrition).15

■ Call to action

NPs should look to the admission nursing screen for in-
dications that a patient may be at risk for malnutrition, 
expand on that nutrition assessment, then make note of any 
nutrition recommendations and implement interventions 
as suggested by the RD. Nutrition needs to be included in 
transitions of care, including discharge to home and the 
outpatient arena. NPs should incorporate the following 
principles into care, no matter the acute care specialty:
• Each clinician on the interdisciplinary care team should 
participate in the execution of the nutrition care plan.
• Develop systems to quickly diagnose all malnourished 
patients and those at risk.
• Develop nutrition care plans in a timely fashion and im-
plement comprehensive nutrition interventions (optimally 
within 48 hours of identifying the malnourished patient).16

■ Opportunities for acute care NPs

NPs can contribute to other quality and regulatory outcomes 
for their patients and organizations by championing thor-
ough nutrition assessment and documentation. Anticipating 
and noting nursing nutritional screens and dietitian consul-
tative recommendations hold all team members accountable 
regarding this important clinical and regulatory step. Acting 
on the recommendations shows a commitment as a provider 
to address potentially avoidable conditions, conveys respect 
for the clinicians, and reinforces the importance of nutrition 
in the therapeutic setting. The appropriate medical diagnosis 
categorizing the degree of malnutrition and the presence of 
associated preexisting conditions facilitates early intervention 
and appropriate coding for severity of illness for reimburse-
ment compliance.33 

■ Garnering favorable returns

Nutrition assessment and intervention contributes signifi -
cantly to the well-being of patients. Florence Nightingale 
stated that the avoidance of starvation requires “observation, 
ingenuity, and perseverance.”1 Nurses and NPs should partner 
together as advocates to ensure patients are appropriately 
evaluated and recommendations implemented as a part of a 
comprehensive care plan to avoid malnutrition. The return 
on investment illustrated through positive clinical and qual-
ity outcomes should result. 
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