PRACTICE APPLICATIONS
Professional Practice

The Role of Inpatient Malnutrition Care to
Address Health Disparities among Older Adults
Naila Wahid, MHA; Christina Badaracco, MPH, RDN, LDN; Angel F. Valladares, MPH; Ashley Depriest, MS, RDN; Alyssa Collins, MS, RD, LDN;
Kristi Mitchell, MPH

M

ALNUTRITION REFERS TO
deﬁciencies, excesses, and
imbalances in the intake
of nutrients over prolonged periods of time, resulting in loss
of fat stores, muscle wasting, or the
overall inability to maintain essential
body functions.1 Malnutrition is a complex and burdensome condition, often
associated with higher rates of postoperative complications, mortality, and
lengths of stay.2 Fewer than half of
older adults meet the Dietary Guidelines for Americans.3
The burden of malnutrition, although
prevalent across all backgrounds and
settings, disproportionately affects
subpopulations, including underserved
groups and older adults.4,5 Malnutrition
occurs more frequently among nonHispanic Black, Hispanic, low-income,
and rural households.6 Systematic reviews have found an association between malnutrition and unfavorable
clinical outcomes (eg, hospital mortality
and length of stay).4,7 Malnutrition interventions initiated in inpatient settings are associated with decreased
mortality risk, length of stay, and readmission rates, and increased quality of
life.8 Among older adults, malnutrition
risk factors include the presence of comorbid conditions, lower income,
functional limitations and/or disabilities, and dining alone.9
Food insecurity (or the inability to
acquire enough food to meet the needs
of all household members) is a related
yet distinct issue that disproportionately affects vulnerable populations.10
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The rate of food insecurity in Black,
Hispanic or Latino, and Native American households is approximately twice
the rate in White households. Femaleheaded households also report higher
food insecurity compared with the national average.11 Because dietary patterns in households with food
insecurity can lead to nutritional deﬁciencies (ie, inadequate vitamins,
minerals, and macronutrients), it is a
particularly
high-risk
factor
for
malnutrition.
Therefore,
ensuring
equitable access to nutritious food and
malnutrition care—particularly in underserved communities—can be critical
for addressing health disparities.
Timely identiﬁcation of malnutrition
risk, which can be supported by use of
the quality measures developed
through the Malnutrition Quality
Improvement Initiative (MQii), can help
to improve identiﬁcation and diagnosis
of malnutrition and the related issue of
food insecurity that inﬂuence overall
well-being, enabling more timely and
comprehensive
interventions
to
address these disparities.4,12 This article
presents MQii-based examples of the
relationship between malnutrition and
health disparities and offers implications for clinical nutrition practice.

MALNUTRITION’S INFLUENCE
ON CLINICAL OUTCOMES FOR
OLDER ADULTS
Malnutrition can have many deleterious
effects on health status, including
diminished mental capacity and adverse
physiological
function.13
Although
malnutrition affects more than 30% of
hospitalized patients, only 9% of discharged patients had documentation of a
malnutrition diagnosis code in 2018.14,15
According to Guenter and colleagues,14
unaddressed malnutrition (whether unidentiﬁed or untreated) can worsen
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health outcomes and increase risk of
readmissions and costs of care. For
example, clinical outcomes (eg, length of
stay, hospitalization costs, readmission
rates, complications, and in-hospital
mortality) tend to be higher for patients
with a malnutrition diagnosis compared
with those without a malnutrition
diagnosis.8
Given that hospitalized older adults
experience malnutrition at higher rates
and the evidence of poorer outcomes for
malnourished patients, it is critical to
identify patients who are malnourished
or at-risk of malnutrition in hospital
settings to minimize adverse outcomes.

Opportunities to Address
Disparities in Malnutrition Care
The MQii is a project of the Academy of
Nutrition and Dietetics, Avalere Health,
and other stakeholders who provided
input through a collaborative partnership to advance malnutrition care
across the nation. The MQii supports a
national Learning Collaborative of
more than 300 US health care institutions committed to advancing
malnutrition standards of care. To
accomplish this goal, hospitals have
implemented a combination of electronic clinical quality measures to track
and monitor care for older adults in
inpatient settings, and complementary
process improvement initiatives.
Quality measures serve as tools to
help quantify health care processes,
outcomes, patient perceptions, and
organizational structures associated
with the ability to provide high-quality
health care.16 Through their use, providers can be empowered to quantify
gaps in all areas of health care and to
address health disparities in malnutrition care speciﬁcally.
The Global Malnutrition Composite
Score17 is an electronic clinical quality
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Figure 1. Malnutrition identiﬁcation rate by registered dietitian nutritionists (RDNs) in
acute care hospitals, stratiﬁed by patient race/ethnicity, in 2019.
measure endorsed by the National
Quality Forum and adopted by the
Centers for Medicare and Medicaid
Services18 to identify and manage
malnutrition in hospitalized adults. It is
composed of four component measures
related to malnutrition screening,
malnutrition assessment by a registered dietitian nutritionist (RDN),
malnutrition diagnosis documentation,
and malnutrition care plan development to support optimal malnutrition
care for adults aged 65 years and older
admitted to inpatient service. Collectively, these four measures (which can
also be tracked as independent measures) are intended to better identify
patients who are malnourished or atrisk of malnutrition, and who may
also beneﬁt from being screened for
the related issue of food insecurity.
An analysis of 2019 MQii Learning
Collaborative data revealed disparities
in the burden of malnutrition across
different racial and ethnic groups as
identiﬁed by RDNs (Figure 1). These
ﬁndings align with prevalence rates in
other literature that indicate higher
rates of malnutrition among the Black
population (Figure 1).19
In addition, the readmission rate for
non-Hispanic Black individuals with

malnutrition was more than 26%,
compared with <19% among nonHispanic White individuals (Figure 2).
In another study, Basu and colleagues20
found that disparities in readmissions
rates by race/ethnicity were affected by
patients’ type of insurance coverage.
Notably, uninsured minority populations had a slightly lower risk of
readmissions compared to privately
insured or Medicare patients of any race.
In addition to racial and ethnic disparities, MQii data also revealed lower
measure component performance
scores in rural hospitals compared to
urban hospitals (Figure 3). On average,
rural hospitals performed lower than
urban hospitals on three out of four
component measures (particularly for
conducting nutrition assessments and
documenting a care plan for those
identiﬁed as malnourished) (unpublished data).
The performance differences may be
attributed to lower access to providers
in rural settings (ie, fewer RDNs to
provide care). Without access to RDNs,
and with a growing rate of rural hospital closures, rural residents may be
less aware of the importance of
nutrition to promote optimal health.21
Less exposure to RDNs may also limit
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identiﬁcation of beneﬁcial services
that could meet people’s needs related
to malnutrition and food insecurity.
Moreover, older adults may have
fewer opportunities for social interaction in rural areas, which often inﬂuence emotional well-being and
physical health.22 Loss of appetite and
impaired self-care, which are common
symptoms of depression, have been
found to affect nutritional status.23

THE ROLE OF QUALITY
MEASUREMENT IN ALLEVIATING
MALNUTRITION AND
ADDRESSING HEALTH
DISPARITIES
As shown by the MQii Learning
Collaborative, implementing a standardized approach to optimize malnutrition care in hospital settings
provides an important opportunity to
address health disparities in malnutrition care. Hospitals have many opportunities to address malnutrition
through patient and provider education, quality improvement initiatives,
and quality measurement. Advantages
of utilizing malnutrition-focused quality measures in the inpatient setting
have included increased rates of:24








identiﬁcation of patients with
malnutrition risk who may
require additional screening for
food insecurity;
provision of early and effective
interventions for patients with
malnutrition and food insecurity;
documentation of provider concerns regarding malnutrition
and food insecurity for transmission to the next-in-line provider(s); and
referral for additional evaluation
by an RDN and connection to
resources—such as prescriptions
for food pharmacies (or referralbased programs to increase access to healthy foods), homedelivered meals, and connection
to community-based organizations that address food and
nutrition needs—after discharge.
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Figure 2. 2019 Hospital readmissions for patients with malnutrition, stratiﬁed by race/
ethnicity.
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Regular measurement of variables
reﬂecting the quality of malnutrition
care can also help to minimize unnecessary care and improve treatment for
patients who may otherwise experience worse outcomes in the case that
their malnutrition was not identiﬁed.
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Figure 3. 2019 Malnutrition Quality Improvement Initiative quality measure component performance, comparing rural vs urban acute care hospitals.

MQii Learning Collaborative
Hospitals Exemplify Success in
Improving Malnutrition Care and
Addressing Health Disparities
Demonstrating the MQii Learning Collaborative’s commitment to improving
malnutrition
care
delivery,
two
Learning Collaborative hospitals have
undertaken innovative initiatives to
improve health and advance equity
through their malnutrition care processes. Health equity refers to the underlying commitment to strive for
justice and fairness in accessing
optimal health, with special attention
for the most vulnerable populations
based on social determinants of health
(such as education and socioeconomic
status).25
The ﬁrst example is WellStar Health
System, the largest health care system
with 34 locations in Georgia with a
mission to “enhance the health and
well-being of every person we serve”
and ultimately work to close the gap of
health inequities, such as access to
health care and nutritious food. WellStar Kennestone utilizes video chat
technology for translation services and

ensures that patients who are hard of
hearing have access to visual services
while keeping patients safe and
distanced during the coronavirus disease 2019 (COVID-19) pandemic. As
part of its commitment to equitable
treatment, WellStar offers kosher, halal,
vegan, and vegetarian options to
respect religious practices and personal
preferences.
Implementing
and
tracking malnutrition-focused quality
measures in the hospital can lead to
reduced disparities in accessing nutritious foods and health care services
following discharge (see Figure 4).
University of North Carolina at
Chapel Hill (UNC Health) is the second
example of advancing health equity
through
malnutrition
care
(see
Figure 5). UNC Health has created initiatives to execute its broader mission
of addressing food insecurity to make
nutrition and health services more
accessible to all people in their community. During inpatient admissions at
UNC Medical Center, clinical teams
screen all patients for food insecurity
using the Hunger Vital Sign screening
tool.26 RDNs and nutrition and dietetic
technicians, registered, connect with

local programs to verify up-to-date
operational and contact information
about local social services and food
resource programs. The handouts
include food pantries, meal service
programs, and community kitchens
where hot meals are served. The resources explain how to apply for federal nutrition programs and RDNs offer
them to all patients with food
insecurity.
The success of these hospitals’
comprehensive, patient-centered programs demonstrates the beneﬁts of
identifying risk early and providing coordinated care. They further address
upstream social risk factors (ie, macrolevel factors that inﬂuence health and
health systems, policies, and social,
physical, economics, and environmental
factors) to improve health outcomes.27

Expanded Malnutrition Care in
Acute Care Settings Helps
Address Food Insecurity

Figure 4. From the ﬁeld.

A standardized care process for
malnutrition in acute care settings addresses the signiﬁcant clinical burden
of malnutrition and can set the foundation to explore food insecurity in
greater detail. Proper nutrition requires
consistent access to healthy food,
knowledge of and transportation to
grocers and vendors, and ﬁnancial resources to purchase food. This can be
even more challenging for older adults,
who often face mobility or cognitive
challenges in the planning, acquisition,
and preparation of healthy foods.9 The
absence of any combination of these
can contribute to food insecurity.
According to the US Department of
Agriculture’s Economic Research Service, 10.5% of households were food
insecure or had very low food security
throughout 2020.10 Food insecurity can
also contribute to obesity, diabetes,
depression, and other chronic conditions, while also worsening outcomes
for
patients
with
comorbid
conditions.28e30
Screening and referrals to support
services addressing food insecurity can
be integrated into the recommended
malnutrition clinical workﬂow shown
in Figure 6, which can be supported by
use of malnutrition quality measures.
Failure to recognize malnutrition and
food insecurity by providers can
worsen the health and social risk factors of underserved populations and
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From the Field
“WELLSTAR

HEALTH SYSTEM strives to complete
malnutrition screening within 12 hours of admission and a dietitian
assessment within 24 hours of identifying risk. Receiving our
MQii data helps us not only track how we are doing as an
individual hospital, but also provides context with comparisons to
other, similar hospitals. Standardizing malnutrition screening
ensures we are applying the malnutrition care process equitably
across all patients.”
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assistance program—attributed to social
isolation and lack of awareness.33

From the Field
“UNC MEDICAL CENTER provides food insecure patients
with supplemental food bags via an on-site food pantry program
that supports all inpatient services and outpatient oncology and
pediatric clinics. We connect teammates with NCCARE360, a
statewide referral network that integrates healthcare and human
service organizations aimed to facilitate connecting patients to
community resources. We also developed a training titled
Registered Dietitians Advocating Inclusion, Diversity and Equity
(RD AIDE) to promote dialogues about identity and the complex
ways that race affects people in healthcare settings.”

Figure 5. From the ﬁeld.

perpetuates health inequities that
affect racial and ethnic subpopulations,
rural populations, and older adults.17
Integrating quality measurement and
evidence-based malnutrition care in
interdisciplinary clinical settings may
promote the identiﬁcation of malnutrition and food insecurity risk by food
and nutrition practitioners and lead to
effective
treatment,
ultimately
improving health outcomes.31
Identifying food insecurity during a
hospital visit grants providers an

opportunity to connect patients to
follow-up care in community settings
(see Figure 2). Outpatient settings also
beneﬁt from nutrition-focused quality
improvement programs, which have
shown reductions in resource use and in
cost.32 There is also an opportunity to
encourage full utilization of community
and federal nutrition support services.
For example, fewer than 50% of eligible
older adults are enrolled in the Supplemental Nutrition Assistance Program—
the nation’s largest federal nutrition

Inﬂuence of COVID-19
The imperative to address food insecurity is even stronger since the prevalence of food insecurity and its effects on
malnutrition have been heightened
during the COVID-19 pandemic. The
pandemic has increased the burden of
employment disruptions, poverty, loss
of public transportation, delays in food
and meal delivery, and social isolation,
while disrupting access to nutritious
food.9,34,35 For individuals infected with
COVID-19, the physiological effects may
further exacerbate malnutrition symptoms through inﬂammation and digestive complications that inﬂuence
nutrient absorption. Those at higher risk
for malnutrition are also more likely to
be hospitalized with complications due
to impaired immune function, higher
risk of infection, and greater disease
severity.36 These ﬁndings add to the
evidence regarding the malnutritionrelated disparities seen across different
patient populations and elevate the
importance of addressing them.

Figure 6. Food insecurity and malnutrition risk screening workﬂow.
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CONCLUSIONS
As the Centers for Medicare and
Medicaid Services, private payers, and
other key health care stakeholders
consider opportunities to address
health inequities, expanding malnutrition measurement may help reveal gaps
in nutrition care and provide opportunities for providers to refer their
malnourished and/or food insecure patients to appropriate resources. The
Global Malnutrition Composite Score
can serve as an anchor for addressing
disparities in acute inpatient settings by
laying a foundation for multidisciplinary care teams to collect actionable
data, measure progress, and direct
community resources to those found to
be malnourished, food insecure, or at
risk for these conditions. Screening for
and identifying malnutrition in the
hospital can help ﬂag individuals who
may also be food insecure. Conversely,
identifying food insecurity may indicate
potential malnutrition due to lower
consumption of foods with essential
nutrients.37
RDNs participating in the MQii
Learning Collaborative report that they
connect patients in need to community
services (eg, Supplemental Nutrition
Assistance Program-Education and
referral-based medically tailored meal
delivery). In addition, RDNs who work in
these community settings also play
important and direct roles in delivering
needed services that help to address and/
or prevent the disparities described
above. RDNs throughout the United
States continue to take leadership roles
in identifying and managing malnutrition. Further opportunities to collaborate
with community-based organizations to
implement pilot studies and generate
evidence about effective nutrition interventions across care transitions may
also be explored to help identify and
expand actionable solutions to ensure
more equitable outcomes.
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