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SECTION 1 INTRODUCTION & BACKGROUND 

This pack has been designed to help you identify and treat adults, 

malnourished people and those that are at risk of developing malnutrition 

(protein energy undernutrition). Children and people with special requirements 

e.g. renal disease, liver disease, malabsorption or eating disorders should be 

referred to a state registered dietitian. The guidelines may require modification 

for people in nursing or residential homes. 

Malnutrition is an important and increasing health problem in the UK.  It is estimated that up to 
40%  of  hospital  patients  are  clinically  malnourished  when  admitted  (Elia  et  al  2005  and 
McWhirter and Pennington, 1994).  At any one point in time, three million people are living at a 
high risk of malnutrition, with a vast majority 93% living in the community, 2-3% in sheltered 
housing, and the remainder in either hospital or care homes (BAPEN 2009). It is estimated that 
5-23% of patients visiting their GP, 25% of patients receiving District Nursing care and 16-29% 
of people living in institutions are malnourished. 

Definition and Causes of Malnutrition 

Malnutrition ‘is a state of nutrition in which a deficiency, excess or imbalance of energy, protein 
and other nutrients causes measurable adverse effects on tissue/body form (body shape, size, 
and composition) and function, and clinical outcome‘ (Elia 2003) It is used here to refer to 
undernutrition 

In the UK, the primary cause of malnutrition is disease; hence the term disease related 
malnutrition. Disease related malnutrition arises when nutritional intake does not meet nutritional 
needs because of: 

 Decreased dietary intake

 Increased nutritional requirements

 Impaired ability to absorb or utilise nutrients

The burden of malnutrition is greater in areas of deprivation and is associated with a number of 
socio-economic factors including: poverty, social isolation and substance misuse. 

Consequences of Malnutrition 

The consequences of malnutrition include: 

 Impaired immune responses

 Reduced muscle strength and fatigue

 Reduced respiratory muscle function

 Impaired thermoregulation

 Impaired wound healing and delayed recovery from illness

 Apathy, depression and self neglect

 Increased risk of admission to hospital and length of stay

 Poor libido, fertility, pregnancy outcome and mother and child interactions.
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The Cost of Malnutrition 

S 

Malnutrition  is  a  major  clinical  and  public  health  problem.  In  2007  the  estimated  cost  of     T 
malnutrition in the UK was in excess of £13 billion per annum (BAPEN 2009).     

L 
In  the  NHS,  disease  related  malnutrition  puts  significant  pressure  on  healthcare  resources 
including: 

N 
  Home Health Care: Patients who are discharged from hospital malnourished are more

likely to need healthcare at home. C 
 GP  services:  Underweight  patients  visit  their  GP  more  frequently  and  require  more

prescriptions than those with a desirable weight.          A 
 Malnourished elderly are more likely to be admitted to hospital and admitted to nursing

homes than normally nourished patients

 Malnutrition increases the length of hospital stay.          HI 

R 
Nutritional Screening E 

N 
This is the first step in identifying people who may be at nutritional risk or potentially at risk. It is a 
rapid, simple and general procedure that can be used by nursing, medical or other staff after 
training, to detect those who are at significant or potentially at risk of nutritional problems. This 
allows clear actions and guidelines to be implemented to reduce the risk or treat those who are 
malnourished.       C 
Screening for nutritional risk using a validated tool is recommended by the: O 

 Department of Health M 
 National Institute for Health and Clinical Excellence (NICE)

 National Patient Safety Agency (NPSA)       M 

U 

The Malnutrition Universal Screening Tool ‘MUST’ NI 

T 
The Malnutrition Universal Screening Tool ‘MUST’ is a simple validated screening tool to identify     Y 
adults who are malnourished, at risk of malnutrition (undernutrition) or obese. 

- 
The  tool  has  been  developed  by  the  Malnutrition  Advisory  Group  of  BAPEN  (The  British 

Association for Parenteral and Enteral Nutrition).                                                                                    F 

It is called the Malnutrition Universal Screening Tool ‘MUST’ to indicate it can be applied to all     O 
types of adult patients in all care settings including hospital wards, outpatient clinics, general 
practice, the community and care homes to facilitate continuity of care. 

The local management guidelines are an important part of tool and should be used to form part of 
D 

your care plan.     FI 

R 

S 

T



SECTION 2 Community Nutritional Screening Tool 

The 5 ‘MUST’ steps 

Step 1 
Measure height and weight to get a BMI score using the 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 ‘Malnutrition Universal Screening Tool’ (‘MUST’) is reproduced 
here with the kind permission of BAPEN (British Association for 
Parenteral and Enteral Nutrition) 

For further information on ‘MUST’ see www.bapen.org.uk

http://www.bapen.org.uk/
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SECTION 2 Community Nutritional Screening Tool 

2.1: Step 1 – BMI score 
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2.2: Step 2 – Weight loss score 



SECTION 2 Community Nutritional Screening Tool 

2.3: Alternative measurements: instructions and tables 



SECTION 2 Community Nutritional Screening Tool 

2.4: ‘MUST’ score 1 Care Pathway 

Patients identified at medium risk using the Malnutrition 

Universal Screening Tool ‘MUST’ 

Problems handling / preparing 
food / ill fitting dentures. 

Consider medical and non-medical factors. 
Complete checklist on MUST assessment 
chart and consider referring to other health 
care professional as appropriate. 

Social situation: 
Limited support or patient 
struggling with shopping / 
cooking / feeding.

Consider referral to 
Occupational Therapist / 
Dentist. Poor appetite/ oral intake. 

Give first line dietary advice and provide patient with 
‘food boosters’. 

Referral to Social 
Services.

Re-weigh and re screen in 1 month 

No improvement 
(e.g. further 
weight loss) 

Improvement 
(e.g. weight 
stable or gain)

Refer to dietician

Goals and targets for 
nutritional intervention to be 
documented by dietician

Dietician to re-weigh/re-
assess after 1 month. 

Re-weigh monthly and re- 
screen monthly for 3 months 

Repeat screen 
every 2-3 months
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SECTION 3 First Line Dietary Advice 

Patients who are at a medium or high risk of malnutrition should be provided with dietary 
advice to encourage the use of energy and protein rich foods as the initial intervention 
before considering prescribing sip feeds. 

During periods of acute or chronic illness, anorexia (loss of appetite) can be expected 
which can be a cause for concern for the patient and carer. In these cases providing 
simple dietary advice with emphasis on the following points should be sufficient until the 
patient recovers. 

The information below should help to supplement the patient’s intake with 400-600 
calories (kcal) per day. In addition, provide the patient or carer with the ‘Food Boosters’ 
leaflet (Appendix One) to reinforce the following points. 

 Encourage patients to have 3 small meals daily as well as 2-3 snacks or milky
drinks between meals and before bed.

 Encourage patients or carers not to serve large portion sizes. Serve a meal on a
smaller plate as not to over-face the patient.

 Advise the patient to avoid drinking liquids just before a meal as this can lead to
early satiety.

 Encourage the use of full fat products e.g. full cream milk, thick and creamy
yoghurts, full fat cheese

 Advise the consumption of more milk based drinks such as milky coffee, malted
milk, hot chocolate or cocoa and milk shakes

 Each meal or snack should be as nourishing as possible by enriching/fortifying
foods for example:

o Add extra butter/margarine to potatoes, vegetables and sauces.

o Add cream to sauces, milky puddings, cereals and soup.

o Add cheese to soups, potatoes and vegetables

o Add sugar, honey, syrup and jam to cereals and puddings

o Fortify 1 pint of full cream milk with 2-4 tablespoons of skimmed milk
powder

 Advise patients to avoid low fat and low sugar varieties and to encourage the use
of full fat and full sugar versions to provide extra calories.   For patients with
diabetes see section 6.

 If meal preparation is a problem then suggest the use of ready made convenience
foods.



SECTION 3 First Line Dietary Advice 

3.1 Additional points to consider when providing dietary advice 

 Meal times can often become a stressful time between patients and carers due to
concerns over poor dietary intake. Many carers may take time to prepare favourite
dishes that are often wasted. These issues should be discussed with all concerned
and reassurance given that during the short term, small nourishing meals and
snacks are more acceptable with some gentle encouragement.

 Careful counselling may also be required for patients who had previously avoided
full fat products due to conditions such as high cholesterol and those with diabetes.
Reassurance may be required regarding that the use of these products in the short
term will not be detrimental to their health.

 The social aspect of mealtimes should be encouraged or maintained as people
generally eat better in company. If social isolation is a problem lunch clubs or day
care could be considered.

 If cooking smells are reducing the patient’s appetite, then try to keep the patient
away from them by asking family, friends or carers do the cooking.

 If possible encourage the patient to have a short walk or get some fresh air before
mealtimes as this can stimulate appetite and a general feeling of well-being.
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4 Considerations in Diabetes

There will be times when patients with metabolic diseases such as diabetes 

are at risk from malnutrition. The sip feed guidelines will need modification to 

ensure  that  patients  with  diabetes  receive  advice  about  improving  their 

nutritional intake without putting their metabolic control at risk. 

Optimal glucose control may not be appropriate depending upon the diagnosis and prognosis. 

However, persistent hyperglycaemia can cause unpleasant symptoms such as polyuria, 

increased thirst, a dry mouth, tiredness, and further weight loss. Persistent hyperglycaemia may 

also result in dehydration, reduced wound healing and impaired immune function. 

Patients with diabetes who have persistent glycosuria will be unable to benefit from the nutrition 

they are consuming as it will be lost in the urine. A poor nutritional intake because of other 

causes compounds the risk from malnutrition. Therefore, review of diabetes control and 

medication will probably be required at this stage and regularly throughout the process as poor 

control can lead to weight loss. 

General guidelines based on the ‘Balance of Good Health’ i.e. low fat, low sugar and high fibre 
and usual recommendations for people with diabetes are not appropriate when patients undergo 
periods of prolonged illness associated with malnutrition. Medication may need adjusting for 
increased carbohydrate calories. 

The issues highlighted overleaf explain how the guidance in the screening tool should be 

modified for diabetes in general terms. All leaflets in the pack can still be used. 

It is essential that it is clearly explained to the patient why they are allowed increased fat, 

moderate sugar foods in the short term. 

Once malnutrition has resolved the patient should return to their usual recommended intake. 

If you are unsure of advice to give, please contact your local Dietetic Department for support. 



4 Considerations in Diabetes

4.1 First Line Dietary Advice

 Please refer to section 3 page 11 and use the ‘Food Boosters’ leaflet – appendix one.

4.2 Additional considerations

 Patients may be under pressure from family and carers to conform to the initial dietary advice
given for diabetes. It is essential for everyone involved to have a clear understanding of the
goals and targets of dietary intervention and why foods currently being recommended are
now appropriate.

 Diabetic review is recommended for patients due to the increased carbohydrate intake as
medication and/or insulin may require altering due to increased blood glucose levels.

 Moderate amounts of sugar in yoghurts, puddings, biscuits and cakes etc are acceptable.
Patients should be recommended to buy normal rather than low fat or low sugar brands.

 Avoid sources of concentrated sugar e.g. standard sugar containing fizzy drinks, squashes
etc (unless treating hypoglycaemia). Also to avoid excessive amounts of chocolate and
sweets or the addition of sugar to drinks. Milkshakes benefit from being introduced gradually.

4.3 Prescribing Sip Feeds to People with Diabetes

 Extra monitoring is recommended as medication and/or insulin may need adapting.

 Milk based sip feeds are recommended in preference to juice based as they will be absorbed
more slowly and therefore result in better diabetic control.

 Juice based sip feeds should only be prescribed when a selection of milk based sip feeds
have been tried. Increased monitoring is required due to the increased carbohydrate load of
these sip feeds.

 Spacing sip feeds throughout the day may help control e.g. half a carton four times a day.



5 Considerations in Palliative care

In the initial stages of palliative care patients should be managed using the 

screening tool, with particular emphasis on small frequent meals and snacks, 

use of "normal" high calorie foods as outlined in the Food Boosters provided 

within the Resource Pack. Avoid prescribing sip feeds purely in response to 

feeling a need to do something, or as a last resort when all other treatments 

have failed. 

As the patient approaches the later stages of their disease the goal of nutrition support changes 

from preventing weight loss to ensuring mealtimes are as comfortable and enjoyable as possible. 

Weighing is no longer appropriate. The actual nutritional intake at meal times is not of prime 

importance. Use of the Macmillan Durham Cachexia Support Pack may be beneficial for staff. (It 

can be found on www.macmillan.org)

http://www.macmillan.org/
http://www.cancercachexia.com/mdcphcp


Thanks are due to the East Lancashire Feeds Guidelines Work Group for production of the original 

‘Food First’ document in 2001: 

The updated ‘Food First’ document has been produced by the Department of Nutrition and Dietetics 

for NHS East Lancashire together with support from NHS East Lancashire Medicines Management, 

Blackburn with Darwen PCT Medicines Management and the Department of Nutrition and Dietetics of 

East Lancashire Hospitals Trust. 

Thanks are also due to BAPEN for their production of the ‘MUST’ screening tool and support in 
granting copyright to adapt the tool for use in East Lancashire. 
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