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Abstract

Geriatric malnutrition prevention, detection, and treatment benefit from a multi-
disciplinary approach, regardless of the care setting. Nutrition care pathways
have been created to support multidisciplinary care for hospitals and for transi-
tions and primary care. Conceptual models for supporting nutrition in long-term
care emphasize a multidisciplinary approach.

This chapter is a component of Part II: Special Topic in Geriatric Nutrition.
For an explanation of the grouping of chapters in this book, please see Chap. 1: “Overview of
Nutrition Care in Geriatrics and Orthogeriatrics.”
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Learning Outcomes
By the end of this chapter, you will be able to:

e Explain the difference between screening and assessment and how different
healthcare professionals can take part in detection of geriatric malnutrition.

e Describe the various roles the multidisciplinary team contributes to the preven-
tion, detection, and treatment of malnutrition.

e Formulate a plan for multidisciplinary geriatric malnutrition care using existing
nutrition care pathways and conceptual frameworks designed for specific sectors.

13.1 Malnutrition, Assessment, and Screening

Malnutrition is defined as the inadequate intake or use of energy and nutrients result-
ing in changes in body composition that impact mental and cognitive function and
impair clinical outcomes from acute disease [1]. Malnutrition is extremely common
in older adults [2, 3]. Prevalence varies based on how malnutrition is assessed [4], as
well as disease subpopulations, but is approximated at a third of acute care patients
[5] and up to half of residents in long-term care [6]. Prevalence of malnutrition in
community living older adults is more elusive [7]. Nutrition risk precedes malnutri-
tion and is an indication that the individual has risk factors that impair food intake or
has increased requirements which could lead to malnutrition: prevalence is approxi-
mated at one-third of community-living older adults [8]. This prevalence necessitates
amultidisciplinary approach, as access to dietitians, whose scope of practice includes
malnutrition assessment and treatment, is limited across all sectors.

Nutrition screening is a quick and easy-to-complete process of identifying nutri-
tion risk using a validated screening tool [1]. Malnutrition screening can be com-
pleted by any healthcare professional with minimal training. Electronically captured
data can also be used to screen for malnutrition, and in some settings, patient-
administered tools are available [9, 10]. As these tools vary, the training require-
ments will also vary. For example, screening tools that require the measurement of
body mass index or calf circumference (e.g., Mini Nutritional Assessment—Short
Form [11]) will require more training than tools that are based on questions (e.g.,
Canadian Nutrition Screening Tool [12]). Screening tools may be specific to the
population and sector for which they are created. For example, the Canadian
Nutrition Screening Tool [12] is recommended for acute care, and the SCREEN-14
for community-living seniors [13]. Other tools can be used across sectors, such as
the MNA-SF [11].
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A comprehensive nutrition assessment includes anthropometry and body compo-
sition measures; nutrition-focused biochemistry; a history of dietary intake and
adequacy of this intake; food security; assessment of functional capacity; a physical
exam for muscle and fat wasting and physical signs of micronutrient deficiency;
clinical history of disease states, medications and surgeries, and substance abuse
issues; and social history (e.g., living situation, food-related activities of daily liv-
ing, such as grocery shopping, cooking, and eating ability) [1]. The clinician com-
pleting a nutritional assessment tailors these components dependent on the age,
disease, and other contexts of the patient (e.g., living in the community vs. long-
term care).

13.2 Multidisciplinary Roles in Malnutrition Care
13.2.1 Dietitian Role

Dietitians in many countries of the world have been trained to complete a compre-
hensive, individualized nutrition assessment to detect malnutrition and counsel
patients [14] on nutritional means for mitigating malnutrition (e.g., low-dose vita-
min pills, oral nutritional supplements (ONS), diet enhancements, diet modifica-
tions, etc.), as well as other strategies to support nutritional status (e.g., the use of
adapted utensils, grocery delivery, etc.). Dietitians have specialized knowledge on
nutrient requirements for age, sex, and disease groups, as well as a comprehensive
understanding of the nutritional value of food and supplements [15], and as such can
tailor a therapeutic diet to support nutritional status and health goals. As malnutri-
tion assessment and treatment are a core area of practice, dietitians are readily able
to detect and treat malnutrition. However, not all dietitians have the specialized
knowledge for malnutrition care in geriatrics, especially considering the complexity
of comorbid conditions, frailty [16], and dementia [17] in this subgroup. Further,
dietitians are a limited resource in all sectors of healthcare [18, 19], and it is not
realistic that all at-risk patients will see a dietitian for treatment [20]. The greater
healthcare team is needed to support malnutrition care.

13.2.2 Physician Role

Another important member of the multidisciplinary team is the physician. Physicians
can play a central role in identifying malnutrition. Some physicians are nutrition
specialists and have been trained to complete a comprehensive nutritional assess-
ment. However, a majority of physicians, with training, are able to identify risk and
diagnose malnutrition using standardized tools such as the subjective global assess-
ment [21]. Where dietitians are involved in assessing patients, the dietitian can com-
municate the diagnosis of malnutrition to the physician, allowing prioritization of
appropriate nutrition care. Physicians are also central to identifying, diagnosing,
and treating symptoms which preclude oral intake. In addition, they are well
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positioned to anticipate the patients’ trajectory and how medical care and intercur-
rent illness will impact nutrition care in a given patient. In addition to identifying
risk and/or diagnosing malnutrition, physicians are integral to communicating and
emphasizing the importance of a malnutrition diagnosis to older patients and how
this malnutrition may be linked to their other health conditions or geriatric syn-
dromes, including frailty as discussed in Chap. 7. The physician is well poised to
support nutritional treatment by prescribing oral nutritional supplements [22],
higher-dose micronutrients, as well medications to mitigate potential causes of poor
food intake. A critical function of the physician is working with dietitians and other
health professionals to implement complex nutrition care processes, such as artifi-
cial feeding or how to address continuing weight loss.

13.2.3 Role of the Speech-Language Pathologist

Speech-language pathologists (SLPs) are integral to the multidisciplinary team as
some, and specifically those with a geriatric practice, are specialists in swallowing
and swallowing impairments (dysphagia). SLPs, however, are not readily available
in all care settings, especially in under-resourced areas. Dysphagia is independently
associated with malnutrition and dehydration in older adults [23]. Food and fluid
intake may be reduced or eliminated for many older adults with both acute and
chronic conditions, such as a post-stroke, post brain injury, dementia, Parkinson
disease, head and neck cancer, etc., due to risk for aspiration (i.e., food or liquid
entering the airway, increasing risk for pneumonia). Food and fluid may also be
modified in texture, which is unpalatable for many patients, leading to reduced
intake. Finally, modified texture food itself may lead to malnutrition if it is not suf-
ficient in energy and micronutrients [24]. Dysphagia is prevalent among older
adults. Similar to malnutrition, prevalence is dependent on the assessment method
(bedside or instrumental), patient population, and setting. Poststroke, acute dyspha-
gia is estimated to be present in up to 80% of patients [25], while dysphagia risk due
to a variety of geriatric-related diseases, including dementia, could be as high as
60% in long-term care [26]. It is also present in up to 29% of community-dwelling
older adults [27]. SLPs have the requisite skills to assess risk of aspiration and the
swallowing physiology and function of patients. Working with the team, they rec-
ommend and train the team and patient on compensatory strategies (e.g., chin tucks,
clearing swallows), provide rehabilitative treatment (e.g., tongue-strengthening
exercises and other exercises to improve physiology), and recommend any neces-
sary diet modifications. As dysphagia can resolve or worsen depending on the pri-
mary medical diagnosis and other complicating factors, it is ideal that the SLP be
involved in the ongoing reassessment of swallowing capacity for patients with dys-
phagia, to further limit malnutrition and dehydration. Dietitians, physicians, and
nurses often include dysphagia risk screening for select geriatric groups (e.g., post-
stroke, Parkinson disease, dementia) referring those with potential risk to SLP for
assessment, when this resource is available. Commonly used screening tools include
the Toronto Bedside Swallowing Screening Test [28], the 3-ounce water swallow
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test [29], and the Eating Assessment Tool-10 [30]. Best practice entails a formal
screening for all patients/residents considered to be in at-risk populations (i.e., any
neurological condition or head and neck cancer survivor) upon admission if a dys-
phagia diagnosis has not previously been given, to reduce risk of pneumonia [31]
and malnutrition [23] (Chap. 18).

13.2.4 Other Health Professionals

In addition to dietitians, physicians, and SLPs, other health professions may be
involved in malnutrition prevention and detection. Specifically, occupational thera-
pists may be consulted in acute care to provide strategies and specialized equipment
for self-feeding post-paresis or amputation. Together with physical therapists, they
may be involved in the assessment of sarcopenia, a condition often comorbid with
malnutrition, which also responds to nutritional therapy, as well as physical therapy
and exercise (Chaps. 8 and 14). Pharmacists can support optimization of medica-
tions, minimizing side effects that impact appetite or food intake (Chap. 20). Social
workers support patients with identification of community services such as grocery
shopping or help with cooking allowing older adults to leave hospital sooner and
remain at home for as long as possible. In acute and long-term care, dietary service
aides/nutrition aides provide food to residents and patients and see them on a meal-
to-meal basis and thus can help to identify preferred foods, especially when intake
is poor. All members of the team are essential in encouraging the person to eat,
emphasizing the importance of food to their recovery and health, and identifying
potential risks with eating that need to be discussed with other specialized members
of the team. Allied health providers can also support residents with getting to the
dining room and using this time for mobilization.

13.2.5 The Nursing Role in Malnutrition

The nursing team links the entire multidisciplinary team together. Consisting of
registered nurses, registered or licensed practical nurses, and care aides, nursing
staff are essential for all core activities that involve prevention, detection, and treat-
ment of malnutrition (Chaps. 1-6). For example, during their assessment, nurses
identify potential challenges that impact food access and consumption. They also
complete ongoing monitoring of patients and residents during meals, such as how
much is consumed and if eating challenges occur, to not only prevent malnutrition
but also determine the effectiveness of treatments. They measure body weight and
are commonly the team member that completes nutrition screening and dysphagia
screening [12, 32]. They are integral in identifying potential risk of malnutrition,
dysphagia, and/or issues with self-feeding given their consistent interactions with
patients and residents. Nurses often initiate referrals to other members of the multi-
disciplinary team and community services. They can be involved in delivering oral
nutritional supplements during medication passes [32], as well as micronutrient
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pills. Where dietitians are unavailable in the community setting, nurses are vital to
preventing, detecting, and treating malnutrition of vulnerable older adults and may
be involved in providing basic nutrition counseling [33]. As the nursing team is
most involved with the patient on a day-to-day basis, it is important that they are
well educated on malnutrition (Chap. 12).

13.2.6 Management and Healthcare Leaders

Directors of care, managers, and practice and other healthcare leaders also have
responsibility for promoting quality nutrition care and prevention of malnutrition in
older adults [18]. Specifically, leaders can support a care culture that supports the
use of appropriate screening tools, protocols, and standards that are based on best
available evidence, quality food; systems that support food delivery, removal of bar-
riers to food intake, and identification and treatment of those who are malnourished;
and clarifying roles and training staff on these roles [34].

13.3 Multidisciplinary Models of Malnutrition Care

The Making the Most of Mealtimes conceptual model [35] provides a basis for
considering the multidisciplinary team approach to promoting food and fluid intake
and preventing malnutrition in long-term care. Resident, staff, and home determi-
nants impact food intake, but central to this model is that meal access, meal quality,
and mealtime experience directly impact food intake and can be modified by team
actions. This conceptual model was confirmed in the Making the Most of Mealtimes
prevalence study, identifying that eating assistance, food quality, and mealtime
experience were all important for promoting food intake in over 600 residents across
32 long-term care homes [26]. Thus, multidisciplinary care is needed to prevent
malnutrition in the residential setting.

Best practice pathways for acute care, transitions, and primary care provide guid-
ance on multidisciplinary care of malnourished patients. Several pathways have
been created for specific patient groups. An example is the Integrated Nutrition
Pathway for Acute Care [36] designed to provide direction on the prevention, detec-
tion, and treatment of malnutrition. Screening is completed on admission by admit-
ting personnel, including nurses and admitting clerks, or potentially by electronic
assembly and alerting based on admission data. Those identified to be at risk are
assessed, usually by dietitians, using the subjective global assessment [21] to diag-
nose malnutrition. Standard care practices to promote food intake are commonly
identified and implemented by nursing staff, such as reducing barriers to food intake
(e.g., the need for eyeglasses and dentures, positioning patients for meals) or deter-
mining if the patient is at risk for dysphagia. Monitoring food intake is commonly
completed by nursing staff members, such as care aides or dietary aides, to identify
improvements and determine if a patient needs intervention before there are signifi-
cant weight changes [37]. Weight monitoring is also completed. Nurses deliver
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medications and pass out oral nutritional supplements as an advanced care strategy.
Dietitians are involved in identifying specialized diet prescriptions for malnour-
ished patients and work with physicians to prescribe enteral or parenteral nutrition
as necessary. Discharge planning involves the entire multidisciplinary team to plan
for a successful transition home, including referral to the primary care team, con-
tinuing dietitian treatment post discharge, and referral to community services. The
Primary Care Nutrition Pathway for Hospital to Community Transitions [38] out-
lines the multidisciplinary roles involved to continue the nutrition care. The primary
responsible healthcare provider (e.g., nurse practitioner, family physician) is central
to this care, linking malnourished patients to community dietitians and services to
support food access and monitoring the nutritional status of patients. When a dieti-
tian is not available, the primary care provider can follow a basic nutrition plan to
meet the needs of malnourished patients (https://nutritioncareincanada.ca/resources-
and-tools/primary-community-care/nutrition-care-pathways). ~The  companion
Primary Care Nutrition Pathway for Older Adults (65+) provides specific guidance
for older adults living in the community and is focused on early detection and pre-
vention. In this pathway, the primary care provider initiates nutrition screening and
provides educational resources and a basic nutrition care plan, referring high-risk
patients to the dietitian for further assessment and treatment.

13.4 Standards and Policy Promote Multidisciplinary
Malnutrition Care

In addition to bottom-up approaches by individual healthcare professionals and care
institutions to provide quality nutrition care to prevent or treat malnutrition, top-
down approaches also improve care. For example, accreditation has been demon-
strated to lead to malnutrition screening at a national level [39]. Best practice
pathway implementation is supported with policies or standards, as spread and scale
are facilitated with the mandate of practices. An example is the Malnutrition
Prevention, Detection and Treatment standard from the Health Standards
Organization (https://healthstandards.org/), which describes an inclusive and com-
prehensive approach to multidisciplinary malnutrition care.

13.5 Examples of Multidisciplinary Malnutrition Care

The More-2-Eat study [5] is an example of the successful implementation of the
multidisciplinary Integrated Nutrition Pathway for Acute Care [36]. Phase 1 demon-
strated the feasibility of implementing the pathway in five hospitals and the vital
role of the multidisciplinary team. Each hospital was led by a champion who was a
nutrition manager, lead dietitian, or nurse. With the support of multidisciplinary site
implementation team (nurse, physician, SLP, physiotherapist, food services man-
ager, pharmacist, etc.), the pathway was tailored to the context of each hospital. For
example, in one site, physical therapists supported nutrition monitoring by walking
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patients to weigh scales for their biweekly weights [37]. In another site, dietary
team members completed admission screening while providing patients with menus
and determining their preferences. Food intake monitoring was completed in some
sites by the nursing staff, while in one site this was the domain of dietary staff who
delivered and picked up trays [37]. Regardless of how the pathway was tailored,
success in implementation was demonstrated, including improved practices and
patient-reported outcomes and, in four of the five sites, decreased length of stay [32,
40]. Phase 2 demonstrated that implementation could be replicated in more sites and
with only the resources available to the hospital [5, 41].

This example highlights the necessity of multidisciplinary nutrition care. There
is a role for all members of the healthcare team to prevent, detect, and treat malnu-
trition with basic care interventions, especially when a dietitian is unavailable [42].

13.6 Summary

This chapter has provided an overview of malnutrition, how it is screened and diag-
nosed, and the role of the multidisciplinary team, across all healthcare sectors, in the
prevention, detection, and treatment of malnutrition. Each discipline has a role to
play [42, 43]. Nurses are an integral member of the team, preventing and detecting
malnutrition and providing basic nutrition treatment, while linking other team
members and community service providers together to ensure that older adults
receive the care they need. Conceptual models and best practice pathways for mal-
nutrition guide the process of multidisciplinary care for older adults.

Take-Home Points

e Malnutrition prevention, detection, and treatment benefit from a multidisci-
plinary model.

e Pathways of care have been developed to support a multidisciplinary process in
malnutrition care for geriatric patients in acute care, transitions, and primary care.

e All health professionals have a role to play, due to the complexity of causes and
treatment of geriatric malnutrition.

e Nurses play a central role in coordination of geriatric nutrition care.
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