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Twenty years ago, ESPEN published its “Guidelines for nutritional screening 2002”, with the note that
these guidelines were based on the evidence available until 2002, and that they needed to be updated
and adapted to current state of knowledge in the future.
Twenty years have passed, and tremendous progress has been made in the ﬁeld of malnutrition risk
screening. Many screening tools have been developed and validated for different patient groups and
different health care settings. Some countries even have introduced mandatory screening for malnutrition at admission to hospital.
Yet, changes in society and healthcare require a reﬂection on current practice and policies regarding
malnutrition risk screening. In this opinion paper, we share our perspectives on malnutrition risk
screening in the twenty-twenties, addressing the changing and varying proﬁle of the malnourished
individual, the goals of screening and screening tools (i.e., preventive or reactive), the construct of
malnutrition risk (i.e., screening for risk factors or screening for existing malnutrition), and screening
alongside a patient's journey.
© 2022 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).
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1. Introduction
Twenty years ago, ESPEN published its “Guidelines for nutritional screening 2002”, with the note that these guidelines were
based on the evidence available until 2002, and that they needed
to be updated and adapted to current state of knowledge in the
future [1].
Twenty years have passed, and tremendous progress has been
made in the ﬁeld of malnutrition risk screening. Many screening
tools have been developed and validated for different patient
groups and different health care settings [2e4]. Some countries
even have introduced mandatory screening for malnutrition at
admission to hospital.
Yet, changes in society and healthcare require a reﬂection on
current practice and policies regarding malnutrition risk screening.
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Globally, the patient population has become more obese (the
prevalence of obesity has tripled since 1975 [5] and the number of
hospital admissions with obesity as a primary or secondary diagnosis has increased [6]), and this raises the question whether
malnutrition screening tools largely depending on body mass index
(BMI) are still appropriate. Furthermore, length of hospital stay has
decreased dramatically [7]. This calls for shifting focus from the
inpatient to the outpatient setting and community. In addition,
demographic changes in society, including ageing, pose challenges
on the healthcare system, which calls for prevention of functional
decline, and therefore timely treatment or ideally prevention of
malnutrition.
These developments have changed the scene for malnutrition
risk screening compared to two decades ago. Importantly, the
introduction of the Global Leadership Initiative on Malnutrition
(GLIM) diagnostic criteria for malnutrition in 2019 [8] requires that
malnutrition risk screening is performed as a ﬁrst selection step
before performing the diagnostic steps. This implies that the choice
of the screening tool inﬂuences the malnutrition diagnosis.
In this opinion paper, we share our perspectives on malnutrition
risk screening in the twenty-twenties, addressing the changing and
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assessment [25]. However, while the process of screening has been
deﬁned, a consensus-based conceptual deﬁnition of the construct
to be screened, i.e., malnutrition risk, is still lacking.
The manifestation of malnutrition may differ between populations. In acutely ill patients, a rapid loss of fat mass and fat-free
mass will occur [26], while in older adults with gradually emerging
malnutrition this process is much slower. In all cases, malnutrition
is nowadays often masked by overweight, i.e., sarcopenic obesity
[27]. As a result, a BMI dropping below cut-off is the exception
rather than the rule [28]. Moreover, length of hospital stay has
decreased over the past decades. In 2018, the average length of
hospital stay was 6.7 days worldwide (and 6.3 days in Europe), in
contrast to 8.2 days worldwide in 2000 [7]. Consequently, treatment at the outpatient department, both pre- and posthospitalization, has become more important. While many countries have made tremendous progress with implementation of
(mandatory) malnutrition risk screening, this screening mostly
takes place at the ﬁrst day of admission to hospital. Herewith, an
important time frame for identiﬁcation and timely treatment of
malnutrition and its risk factors in the outpatient setting is missed.
Moreover, most malnourished patients live at home. In the
Netherlands, >2 million older adults live independently, and 117
thousand in institutions [29]. With an estimated malnutrition
prevalence rate of 5% in the community and 25% in institutions,
this equals >100.000 malnourished older adults living at home and
approximately 29.000 in institutions. For those living at home,
malnutrition can remain undetected and untreated in the home
setting.

varying proﬁle of the malnourished individual, the goals of
screening and screening tools (i.e., preventive or reactive), the
construct of malnutrition risk (i.e., screening for risk factors or
screening for existing malnutrition), and screening alongside a
patient's journey.
2. The ongoing problem of malnutrition
Malnutrition is an ongoing problem across the chain of healthcare, i.e., in hospitals, in long-term care, and in the community.
Malnutrition is associated with many negative consequences, such
as increased morbidity, more side effects or complications of
treatment, longer length of hospital stay, increased number of
readmissions, increased risk of falling, impaired independency,
impaired quality of life, and even increased mortality [9]. As a
result, malnutrition contributes to increased health care costs
[10e13]. Despite increasing attention to malnutrition risk screening
over the past decades, malnutrition prevalence rates across all
settings remain high [4]. Moreover, nutritional status often further
deteriorates during hospital stay [14].
Multiple factors may explain why the prevalence of malnutrition
remains high. Firstly, demographic changes in the population are
likely to play a role. Ageing is accompanied by comorbidities, which
increases the risk for malnutrition [15]. Secondly, knowledge, skills
and awareness among professionals, including clinicians, to identify and manage malnutrition remain insufﬁcient, and nutrition
education in medical schools is generally insufﬁcient [16e18].
Moreover, the fact that malnutrition screening is not mandatory in
every country and in every setting, implies that malnutrition is still
being overlooked and undertreated [19,20]. Thirdly, tackling
malnutrition is not yet organized interprofessionally [21,22],
meaning that interventions are not meeting goals jointly deﬁned by
a team of different professionals. If interventions by different professionals aimed at improving nutritional status or reducing
nutritional risk are not aligned, these interventions are likely to lack
synergistic effects. Due to these multiple factors, it is expected that
malnutrition will remain to be a problem in the next decades. This
underlines the importance of ongoing attention for malnutrition
risk screening, and to redeﬁne goals of nutritional screening. While
nutritional screening is essential for triaging for nutritional interventions, and nutritional screening upon hospital admission has
shown to be (cost)effective [23,24], the changing healthcare landscape raises the questions whether effectiveness needs to be
further improved, and whether effectiveness needs to be redeﬁned
in this context.

4. The principles of screening
The WHO report published in 1968 by Wilson and Jungner set
out the principles for screening in general (Box 1) [30].
These principles still hold and also apply to malnutrition risk
screening. However, is recognizing the early symptomatic stage of
malnutrition adequate enough to tackle the ongoing malnutrition
problem? Early symptoms of malnutrition, like limited loss of body
Box 1
Wilson & Jungner principles.
(1) The condition sought should be an important health
problem.
(2) There should be an accepted treatment for patients
with recognized disease.
(3) Facilities for diagnosis and treatment should be
available.
(4) There should be a recognizable latent or early symptomatic stage.
(5) There should be a suitable test or examination.
(6) The test should be acceptable to the population.
(7) The natural history of the condition, including development from latent to declared disease, should be
adequately understood.
(8) There should be an agreed policy on whom to treat as
patients.
(9) The cost of case-finding (including diagnosis and
treatment of patients diagnosed) should be economically balanced in relation to possible expenditure on
medical care as a whole.
(10) Case-finding should be a continuing process and not a
‘once and for all’ project.

3. Malnutrition risk screening
The ESPEN 2002 guidelines for nutritional screening [1] were
based on the knowledge that approximately 30% of hospitalized
patients were malnourished. In these guidelines, the authors used
the term undernutrition, characterized by acute (inﬂammatory)
disease with increased nutritional requirements, evident depletion
of both fat mass and fat-free mass, a low BMI, recent involuntary
weight loss, and impaired food intake. Matching screening tools
were advised, to easily identify patients with these obvious characteristics of disease and depletion. In 2017, the ESPEN guidelines
on deﬁnitions and terminology of clinical nutrition deﬁned
malnutrition risk screening as: “a rapid process performed to
identify subjects at nutritional risk, that should be performed using
an appropriate validated tool in all subjects that come in contact
with healthcare services”. Moreover, it was stated that, depending
on the care setting, screening should be performed within the ﬁrst
24e48 h after ﬁrst contact and thereafter at regular intervals, and
that subjects identiﬁed as at risk need to undergo nutritional
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In the next paragraph we will discuss differences between
screening tools.

weight and fat-free mass, indicate that the development of
malnutrition is already going on. Malnutrition risk factors can even
precede these symptoms and early interventions to treat these risk
factors may prevent decline or improve nutritional status. For
example, dysphagia, pain, and requiring help doing groceries are
three completely different, but well known risk factors for
malnutrition, which are treatable by swallowing therapy, nutritional therapy, medication, and household support. We plea to
extend screening for symptoms of malnutrition to screening for risk
factors of malnutrition, and we will elaborate on this hereafter.

6. Screening for ‘early stage’ or ‘late stage’ malnutrition?
Table 1 presents an overview of a selection of frequently used
and validated malnutrition screening tools. Although they are all
known as ‘malnutrition screening tools’, they assess different
constructs. Most of them address the WHO's fourth principle:
“there should be a recognizable latent or early symptomatic stage”
[30]. Herewith, these tools focus on identifying latent malnutrition.
Most of these tools primarily include phenotypic criteria for
malnutrition, i.e., weight change, low BMI, as well as etiologic
criteria such as disease burden/inﬂammation, or risk factors like
gastrointestinal symptoms, or reduced food/ﬂuid intake. If a
screening tool mainly includes phenotypic criteria, and thus expresses evident malnutrition with obvious characteristics of
depletion, such a tool merely screens for ‘late stage’ malnutrition.
However, to enable a more preventive approach to tackle
malnutrition, we dare to say that malnutrition screening tools
should primarily aim for identiﬁcation of patients at the earliest
possible stage of development of malnutrition, by combining
criteria addressing malnutrition risk factors (e.g., nutrition impact
symptoms, and factors related to physical or social functioning of
patients) with the often used phenotypic and etiologic criteria.
Warning signs that a patient is at risk of becoming malnourished
(i.e., risk factors) include, amongst others: poor appetite, poor
mobility, eating less than normal, insufﬁcient intake of important
food groups (such as fruit, vegetables, meat, dairy), eating alone,
not being able to buy or prepare food, impaired taste or smell, pain,
or fatigue. It is important to note that risk factors may be settingdependent. For example, risk factors in the community may not
be applicable to the acute hospital or nursing home setting.
Only ﬁve of the tools presented in Table 1, i.e., DETERMINE, MNASF, NUFFE, PG-SGA SF, and SCREENII, address four or more of these
risk factors for malnutrition (with a question on appetite being the
most common one), next to the often used phenotypic and etiologic
criteria. In our opinion, screening for these risk factors, in addition to
screening for obvious signs of depletion, adds to the current practice
of screening for late stage malnutrition, and offers windows of opportunities for prevention and early interventions, as these risk
factors are treatable. For a long period of time, it has been shown that
risk factors themselves are predictive for poorer clinical outcomes.
Already in 1997, the following items from the DETERMINE checklist
were reported to be independently associated with increased mortality: eating meals alone, problems biting or chewing, difﬁculties
with shopping or cooking, and taking more than three medications
per day. Importantly, the individual factors had a stronger relation
with mortality than the cumulative score [41].
The goal of screening should guide the choice of the most
appropriate screening tool. To be able to undertake early or even
preventive actions, a tool focusing on risk factors for malnutrition is
more appropriate than a tool focusing on presence of malnutrition.
Yet, as illustrated in the examples from our own studies, a tool that
includes multiple risk factors will identify many more people at
malnutrition risk than a tool that focuses on identifying already
present malnutrition by including mainly phenotypic criteria.
The tools focusing on malnutrition risk factors will (also) identify generic problems, such as loneliness, ﬁnancial problems, or
impaired mobility (hindering grocery shopping and cooking).

5. Global Leadership Initiative on Malnutrition
With the publication of the GLIM diagnostic criteria for
malnutrition, worldwide consensus has been reached on a set of
criteria to operationalize malnutrition. This enables comparison of
prevalence rates across countries and across healthcare settings at a
global level. Different groups of key experts are now working on
guidance on applying the GLIM framework and criteria. One paper
has been published on validation of the operational criteria within
GLIM [31], and another one on guidance on assessment of the
muscle mass phenotypic criterion [32]. Another working group is
working on guidance on the inﬂammation criterion, and an
implementation working group is developing a guidance paper on
strategies for implementation of the GLIM framework in both
practice and research. Moreover, different groups worldwide are
evaluating the suitability of GLIM criteria for speciﬁc populations,
e.g., residents of nursing homes, bicultural populations, or patients
with neurodegenerative diseases.
Within GLIM, the ﬁrst step is malnutrition risk screening with a
validated screening tool. This will have implications for the results of
GLIM outcomes, because only subjects scoring positively on
malnutrition risk screening enter into the step of assessment, after
which malnutrition is diagnosed according to the GLIM criteria.
However, different tools generate different prevalence rates of
malnutrition risk. We would like to illustrate this with some examples from our own research groups. In a study in which we compared
the SCREENII [33], a screening tool that includes multiple risk factors
for malnutrition, with the SNAQ65þ [34], a screening tool that mainly
includes phenotypic criteria for malnutrition, to assess malnutrition
risk in community dwelling older adults, we found a higher prevalence of malnutrition risk with the SCREENII. Of all participants, 69%
were at medium or high malnutrition risk according to SCREEN II,
while only 14% of the same population was identiﬁed as medium or
high risk of malnutrition according to SNAQ65þ. Agreement between the two tools was poor (k ¼ 0.053; p ¼ 0.132) [35]. Similar
differences between screening tools were found in two studies in the
hospital setting. In one study we compared the (self-completed
questions) of the Patient-Generated Subjective Global Assessment
Short Form (PG-SGA SF), which includes both phenotypic and etiologic criteria and multiple risk factors for malnutrition [36,37] with
the Malnutrition Universal Screening Tool (MUST), which mainly
includes phenotypic criteria for malnutrition [38]. In this study, the
PG-SGA SF identiﬁed 42% of the patients as having medium or high
risk, whereas the MUST identiﬁed only 16% of the same population
as medium or high risk [39]. Agreement between the two tools was
fair (k ¼ 0.210; p<0.001). In another study, we compared the PG-SGA
SF with the Short Nutritional Assessment Questionnaire (SNAQ) [34],
which also mainly includes phenotypic criteria for malnutrition. Also
in this study, the PG-SGA SF identiﬁed 59% of the patients as having
medium or high malnutrition risk, whereas the SNAQ identiﬁed only
23% as such [40].
Although neither study continued into diagnosing malnutrition
according to GLIM, it is to be expected that different screening tools
will lead to different GLIM malnutrition prevalence rates.

7. Screening, and then?
Obviously, treatment of generic problems needs a multi-domain
approach, which may involve not only health professionals
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Overview of criteria in a selection of current screening tools.

M.A.E. de van der Schueren and H. Jager-Wittenaar

Clinical Nutrition 41 (2022) 2163e2168

Acknowledgments

(physicians including general practitioners, dietitians, physiotherapists and (community) nurses), but also welfare professionals,
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In addition, with people moving across healthcare settings, for
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again, nutritional care should be organized across the chain of care.
Therefore, screening tools would ideally be setting-independent, to
allow for comparison and follow-up over time. This becomes even
more important in the light of relatively short stays in hospital
nowadays. However, it should be noted that suitability of currently
available malnutrition screening tools for repeated screening
(follow up) will vary, and repeated screening may only be useful if
the timeframe which is referred to in the screening questions is
equal to or shorter than the interval between the screening moments. Moreover, some screening tools are not suitable for
repeated use, e.g., those which consider the start of oral nutritional
supplements after further assessment and initiation of treatment as
risk of malnutrition (example: SNAQ). The score on these tools will
actually worsen once appropriate treatment has started. In addition, not all currently available malnutrition screening tools are
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