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Definition of malnutrition 

 Undernutrition can occur as a result of inadequate 

intake as well as disorders of digestion or absorption 

of protein and calories. The term can also be used to 

refer to deficiencies in the intake of a particular 

vitamin or mineral.  

 However, with the exception of iron deficiency 

anaemia, vitamin or mineral deficiencies are more 

likely to occur in clusters or alongside inadequate 

intake of protein or calories (Moore, 2001).  



Consequences of malnutrition 

 Acute illness compounded by PEM can lead 

to: 

 increased infection risk,  

 reduced immune response,  

 poor skin integrity,  

 delayed wound healing,  

 increased risk of complications and  

 prolonged hospital stay.  



Nutritional assessment  

 Nutritional assessment is used to evaluate nutritional 

status, identify disorders of nutrition and determine 

which individuals need instruction and/or support 

(Moore, 2005).  

 An assessment should include screening for 

malnutrition using a validated tool. It is essential that 

screening is carried out initially on all patients to 

identify those in need of further investigation and 

subsequent nutritional support.  



Assessment on admission 
 Should include: 

 Height and weight;  

 Eating and drinking likes and dislikes;  

 Food allergies and medical dietary requirements (for 
example gluten-free diet for those with coeliac disease);  

 Cultural/ethnic/religious requirements (halal for Muslims 
or kosher for Jews); 

 Social/environmental mealtime requirements (such as 
minimising care-giving activities at mealtimes);  

 Physical difficulties with eating and drinking (such as 
tremor);  

 Need for equipment to help with eating and drinking.  



Besides this… 

 A general observation of the person, looking 

for signs of malnutrition, such as the 

appearance of hair and skin.  

 Signs of weight loss such as thin appearance 

and a lack of subcutaneous fat.  



Body Mass Index (BMI) 

 Weight  (kg) 

     Height2 (m2) 

 

Ranges:  <18 kg/m2 – underweight 

            20-25 kg/m2 – normal range 

            25-30 kg/m2 – overweight range 

            30-35 kg/m2 – obese I range 

               35+ kg/m2 – obese II range 



BMI Graph 
Height (feet and inches) 

Height (metres) 
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BMI Boys (birth-3 years) 



BMI Girls (birth-3 years) 



BMI Boys (2-20 years) 



BMI Girls (2-20 years) 



Mini Nutritional Assessment (MNA) 
Personal Information 

 Last name 

 First name 

 Sex 

 Date 

 Age 

 Weight (kg) 

 Height (cm) 

 I.D. Number 



Mini Nutritional Assessment (MNA) 
Screening 

A   Has food intake declined over the past 3 months due to loss of 
appetite, digestive problems, chewing or swallowing 
difficulties? 

 0 = severe loss of appetite 

 1 = moderate loss of appetite 

 2 = no loss of appetite 

B   Weight loss during the last 3 months 

 0 = weight loss greater than 3 kg (6.6 lbs) 

 1 = does not know 

 2 = weight loss between 1 and 3 kg (2.2 and 6.6 lbs) 

 3 = no weight loss 



Mini Nutritional Assessment (MNA) 
Screening 

C  Mobility 

 0 = bed or chair bound 

 1 = able to get out of bed/chair but does not go out 

 2 = goes out 

 

D  Has suffered psychological stress or acute disease in the past 3 

months 

 0 = yes 2 = no 



Mini Nutritional Assessment (MNA) 
Screening 

E  Neuropsychological problems 

 0 = severe dementia or depression 

 1 = mild dementia 

 2 = no psychological problems 

 

F  Body Mass Index (BMI)  

 (weight in kg) / (height in m2 ) 

 0 = BMI less than 19 

 1 = BMI 19 to less than 21 

 2 = BMI 21 to less than 23 

 3 = BMI 23 or greater 



Mini Nutritional Assessment (MNA) 
Screening 

Screening score (subtotal max. 14 points) 

 

 12 points or greater Normal – not at risk – no need to 

complete assessment 

 11 points or below Possible malnutrition – continue 

assessment 



Mini Nutritional Assessment (MNA) 
Assessment  

G  Lives independently (not in a nursing home or 
hospital) 

 0 = no 1 = yes 

 

H  Takes more than 3 prescription drugs per day 

 0 = yes 1 = no 

 

I   Pressure sores or skin ulcers 

 0 = yes 1 = no 



Mini Nutritional Assessment (MNA) 
Assessment  

J   How many full meals does the patient eat daily? 

 0 = 1 meal 

 1 = 2 meals 

 2 = 3 meals 



Mini Nutritional Assessment (MNA) 
Assessment  

K  Selected consumption markers for protein intake 

 • At least one serving of dairy products (milk, 
cheese, yogurt) per day  

  yes no 

 • Two or more servings of legumesor eggs per week  

  yes no 

 • Meat, fish or poultry every day yes no 

 0.0 = if 0 or 1 yes 

 0.5 = if 2 yes 

 1.0 = if 3 yes . 



Mini Nutritional Assessment (MNA) 
Assessment  

L  Consumes two or more servings of fruits or 
vegetables per day? 

 0 = no 1 = yes 

 

M  How much fluid (water, juice, coffee, tea, milk…) is 
consumed per day? 

 0.0 = less than 3 cups 

 0.5 = 3 to 5 cups 

 1.0 = more than 5 cups . 



Mini Nutritional Assessment (MNA) 
Assessment  

N  Mode of feeding 

 0 = unable to eat without assistance 

 1 = self-fed with some difficulty 

 2 = self-fed without any problem 

 

O  Self view of nutritional status 

 0 = views self as being malnourished 

 1 = is uncertain of nutritional state 

 2 = views self as having no nutritional problem 



Mini Nutritional Assessment (MNA) 
Assessment  

P  In comparison with other people of the same age, 
how does the patient consider his/her health status? 

 0.0 = not as good   0.5 = does not know 

 1.0 = as good      2.0 = better . 

 

Q  Mid-arm circumference (MAC) in cm 

 0.0 = MAC less than 21 0.5 = MAC 21 to 22 

 1.0 = MAC 22 or greater . 

 

R  Calf circumference (CC) in cm 

 0 = CC less than 31   1 = CC 31 or greater 



Mini Nutritional Assessment (MNA) 
Final Scoring  

 Assessment Score (max. 16 points) . 

 Screening score 

 Total Assessment (max. 30 points) . 

 

 

  Malnutrition Indicator Score 

 

  17 to 23.5 points: at risk of malnutrition 

  <17 points:           malnourished 



Malnutrition Universal Screening Tool 

(MUST)  The 5 ‘MUST’ Steps 

 Step 1: Measure height and weight to get a BMI score using 
chart provided. If unable to obtain height and weight, use the 
alternative procedures shown in this guide. 

 

 Step 2: Note percentage unplanned weight loss and score 
using tables provided. 

 

 Step 3: Establish acute disease effect and score. 

 

 Step 4: Add scores from steps 1, 2 and 3 together to obtain 
overall risk of malnutrition. 

 

 Step 5: Use management guidelines and/or local policy to 
develop care plan. 



The 5 ‘MUST’ Steps 
BMI Chart and Score 



The 5 ‘MUST’ Steps 
The MUST Flowchart 



The 5 ‘MUST’ Steps 
Weight Loss Tables 



The 5 ‘MUST’ Steps 

Alternative Measurements (narrative) 



The 5 ‘MUST’ Steps 

Alternative Measurements (illustrations) 


