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Best Practices
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Strive to begin implementation of the malnutrition care plan within 24 hours of diagnosis

Deliver food, oral nutrition supplements, or other malnutrition support to patient as soon as is feasible
Implementation of the malnutrition care plan should be a collaboration between all members of the Care Team
Modify malnutrition care plan (with the patient or family caregiver’s input) as necessary depending on changes in
condition and patient response to treatment. Document all modifications in the patient medical record

Include re-assessment in malnutrition care plan for patients who were diagnosed as “at risk” or malnourished at
any point during their hospital stay if their last assessment did not occur within 24 hours prior to the discharge

. Leverage EHR to standardize malnutrition documentation, integrate malnutrition care plan into broader care plan

and build in prompts or reminders

Ensure patient safety, including communication of patient allergies, no conflicts between patient’s feeding
schedule and medication administration

. Build nutrition intervention plan options into either the Diet line or Supplements line housed within the Diet Orders

section of the EHR so clinician can select the most appropriate plan for the patient
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