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Oliver Wyman’s Health & Life Sciences division is devoted to 

increasing industry-wide awareness of the “Food as Medicine”22 

movement as part of our mission to drive nutrition’s holistic impact 

on health and well-being. We hope this interview sparks new conversations 

about how care decisions focused on the intersection of diet and medicine 

will dramatically drive healthier decisions and healthier lives.
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Shivani Shah (SS): How significant is the malnutrition problem? What is its impact on the 

broader healthcare environment?

Alison L. Steiber (ALS): Let’s start with what malnutrition is, given that it’s often misunderstood. 

Malnutrition is largely about having an imbalanced intake in nutrition – either too much (obese) 

or too little (undernourished) – that then contributes to chronic diseases, acute diseases, and 

everyday illnesses and infections. 

Within the United States, there’s an enormous problem with food insecurity – considered a 

major driver of malnutrition. Nearly 40 million people – an estimated 12.3 percent of American 

households – are food insecure, according to The 2017 Economic Research Report.23 This  

12.3 percent increases to 17.3 percent when examining an elderly community-based population. 

The burden of malnutrition and food insecurity increases a person’s likelihood of mental health 

problems, diabetes, risk of hypertension and hyperlipidemia, and decreases key nutrients the body 

needs most, like iron, potassium, and calcium.

These figures, which represent a staggering number of individuals, are indicative of a system 

failing to prevent and treat malnutrition across many different environments, including our 

homes, schools, workplaces, and doctor’s offices.

SS: What’s the biggest challenge in addressing malnutrition?

ALS: It’s twofold. First, you need to be able to recognize it. Between one-third and one-half 

of hospitalized adults are malnourished, but only 7 percent are diagnosed with malnutrition. 

Exhibit 1: BETTER INTEGRATION OF MALNUTRITION CARE INTO TRANSITIONS IS NECESSARY

Malnutrition, defined as a nutrition imbalance 

including under-nutrition and over-nutrition, is a 

pervasive, but often under-diagnosed, condition in the 

United States. This prevalence is exacerbated among 

those who are already ill: chronic diseases such as 

diabetes, cancer, and gastrointestinal, pulmonary, 

heart, and chronic kidney disease and their treatments 

can result in changes in nutrient intake and ability to 

use nutrients, which can lead to malnutrition.

NUTRITION HEALTH OF US POPULATION MALNUTRITION PREVALENCE ACROSS CARE SETTINGS

More than 40% of patients age 50+ are not getting 

the right amount of protein each day5

70% of adults are overweight or obese6

Acute Care1

20–50%
Post-Acute Care2

14–51%
Community Care3,4

6–30%

1. Barker LA, Gout BS, Crowe TC. Hospital malnutrition: Prevalence, identification, and impact on patients and the healthcare system. Int J Environ Res Public Health. 2011;8:514-527
2. National Resource Center on Nutrition Physical Activity and Aging. Malnutrition and Older Americans
3. Guigoz Y. The Mini Nutritional Assessment (MNA) review of the literature – What does it tell us? J Nutr Health Aging. 2006;10:466-487
4. Snider JT, Linthicum MT, Wu Y, et al. Economic burden of community-based disease-associated malnutrition in the United States. JPEN J Parenter Enteral Nutr. 
     2014:38(2 Suppl):77S-85S
5. Estimated (Age-Adjusted) Percentage of US Adults with Overweight and Obesity by Sex. 2013-2014 NHANES data
6. NHANES data from 2007-2008.
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This gap is a major care quality issue. Next, you need to be able to treat it in real time. Up to 31 

percent of malnourished patients, and even 38 percent of well-nourished patients, reportedly 

experience nutritional decline during their hospital stay. 

SS: What are the costs of malnutrition?

ALS: It is difficult to quantify tangible and intangible malnutrition costs, as costs range from 

decreased work productivity to increased healthcare costs when malnourished patients 

have extended hospital stays. In a hospital setting, costs are determined through diagnostic 

related group (DRG) codes. In a recent Academy study, malnutrition diagnoses were reported 

to increase when patients were properly diagnosed through a Nutrition Focused Physical 

Exam (NFPE) technique where registered dietitian nutritionists (RDNs) used a physical exam 

to determine the presence of malnutrition. The number of DRGs was assessed 12 months 

prior to the RDNs receiving NFPE training, and 12 months after. Malnutrition as a major 

comorbid condition nearly tripled after the training. This allowed these patients to be properly 

treated – avoiding sizable downstream costs. And, it meant the hospital was reimbursed for 

necessary care upstream. 

SS: What barriers are there in treating malnutrition?

ALS: The first is a lack of awareness across many hospitals and clinics. Many healthcare 

professionals aren’t attuned to thinking about malnutrition. A second barrier is lack of quality 

training for practitioners in proper malnutrition screening and diagnosis. There isn’t a simple 

Exhibit 2: RECOMMENDATIONS TO INTEGRATE MALNUTRITION CARE INTO CARE TRANSITIONS

In March 2018, a multi-

stakeholder group of health 

and community leaders and 

advocates came together 

in a national dialogue, 

“Advancing patient-

centered malnutrition 

care transitions,” 

to focus on developing 

real-world solutions to 

better integrate nutrition 

risk identification and care 

into existing care transition 

pathways and accountable 

care models.
US economic burden of disease-associated

malnutrition is estimated to be $157 billion annually

Acute Care
Patient is admitted to hospital from home or 
post-acute care; malnutrition care provided and 
integrated into discharge plan, then patient 
discharged back to home or post-acute care

Post-Acute Care
Patient is transitioned to rehabilitation, skilled 
nursing facility, or long-term care following 
discharge; malnutrition care provided and 
integrated into transition of care prior to returning to 
community-based care or readmission to the hospital

Community Care
Community-based physician offices and nutrition-
support organizations manage the patient’s care 
prior to admission and following discharge from 
hospital or post-acute care

Quality malnutrition 
care and standards, 
tools, and best 
practices

Healthcare practicioners, 
institutions, professional 

associations

Public and 
private payers

Patients, families, 
caregivers, advocates

National, state, and 
local governments
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procedure or biochemical test. Rather, it’s a time-consuming combination of physical, clinical, 

and dietary assessments to determine whether malnutrition exists. Adding to this problem? 

Hospital staff shortages. It is even more difficult to have trained staff and proper access to 

individuals at risk for malnutrition in clinics and community settings. Increased awareness, 

validated screening, and assessment tools are needed to ensure that malnutrition is being 

addressed, regardless of setting.

SS: What is the Academy of Nutrition and Dietetics doing to address malnutrition?

ALS: The Academy has many programs, resources, and research projects to address 

malnutrition, such as the previously mentioned NFPE training workshop, which provides hands-

on training to increase knowledge and skills in the diagnosis of malnutrition for both pediatric 

and adult populations. The workshop, performed nationally, is now being conducted both 

domestically and globally. 

A second major initiative the Academy has spearheaded is the development and testing of 

eMeasures (an electronic indicator of quality) for malnutrition in hospitals. The goal is to address 

malnutrition quality of care for hospitalized older adults by focusing on screening, assessment, 

diagnosis of malnutrition, and treatment care plans. For this project, we partnered with Avalere 

Health and Abbott Nutrition to launch the Malnutrition Quality Improvement Initiative (MQii) 

that provides hospitals with tools and processes to screen, diagnose, and treat malnutrition. 

Within the last four years, 56 unique facilities across 23 hospital systems have embraced MQii 

tools and resources. The Academy is also spearheading the submission of value sets (bundles) 

of electronically available terminology to be readily used in documenting malnutrition. 

Documentation is essential in assessing prevalence and addressing the problem. 

Exhibit 3: BETTER INTEGRATION OF MALNUTRITION INTO CARE TRANSITIONS IS NECESSARY

Patients ages 65+ identified as at-risk based on a nutrition 
screening on admission

Data collected from Learning Collaborative sites shows that implementation of the 
MQii Toolkit and eCQMs* leads to better care throughout a patient’s hospital stay

10%

*2016 MQii publication showed reductions in hospital LOS and readmissions.  The four individual eCQMs, as well as a composite measure reflecting nutrition care across the inpatient 
stay, have been submitted to CMS for consideration for inclusion in the Hospital Inpatient Quality Reporting Program. 

Quality Measures/Indicators Change Following Quality Implementation

Completion of a nutrition assessment for patients identified as 
at-risk for malnutrition within 24 hours of a malnutrition screening 21%

20%

27%

Provider medical diagnosis of malnutrition for patients identified as 
malnourished after a nutrition assessment

Nutrition care plan for patients identified as at-risk following 
nutrition screening
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SS: What does “food as medicine” mean, especially as a way of addressing malnutrition?

ALS: Considering food as medicine is truly innovative. It raises nutrition to a higher community 

and health system level by having physicians and RDNs give patients food prescriptions. 

Patients who take seriously what their physicians say are likely to follow tangible directions. 

Imagine a physician writes a food prescription that includes consultation with a RDN, who then 

works with the patient, client, or consumer in places like the clinic and the grocery store to 

translate nutrient needs and preferences into food purchases that improve health. 

SS: How do “food prescriptions” relate to MQii? 

ALS: “Food as medicine” could incorporate the tools and resources for those patients either 

at risk or diagnosed with malnutrition. Healthcare providers in the community would use 

validated screening tools to determine people at risk for malnutrition. Those identified would 

receive a prescription for appropriate foods to address the malnutrition. This could be done 

across senior centers, food pantries, food banks, and outpatient clinics.

SS: What’s the most urgent next step in addressing malnutrition?

ALS: There is an urgent need for interoperability: seamlessly transferring valid, reliable 

malnutrition data throughout the healthcare system. Having the ecosystem invest in and adopt 

a comprehensive, long-term solution to the issue of interoperability in healthcare information 

related to the diagnosis and treatment of malnutrition would represent a significant step.

The Academy has developed nutrition-focused standards available at HL7 (a major organization 

that set guidelines for how electronic health records could and should work) so that documented 

nutrition data will follow the patient wherever they go: from hospital to outpatient or long-term 

care facilities. The push for action at the public health level is urgent. The Academy has worked 

to pilot technology tools (Nutrition Care Process Terminology and an informatics web-based 

platform) in collaboration with food banks and other stakeholders to monitor and intervene 

against malnutrition and food insecurity.

KEY TAKEAWAYS
•  �Over 40 million Americans are food insecure, leading to large incidents of malnutrition – 

 most of which are not addressed. There is a need to educate and train the healthcare workforce, 

and standardize processes and measures related to malnutrition.

•  �It is imperative to embed malnutrition assessment, and diet and nutrition support, into the 

traditional care model. The adoption of food prescribing can drive substantial impact to 

health outcomes.

•  �Interoperability is critical to sharing an individual's pertinent diet and nutrition information across 

constituents and ensuring continued support and monitoring of health status.




