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Malnutrition is common in patients with inflammatory bowel diseases (IBDs) and is 

associated with an increased risk of morbidity and mortality.1 Guidelines recommend IBD 

patients be screened for malnutrition in the setting of multidisciplinary care and positive 

screens have an urgent consultation with a registered dietitian.2 While IBD patients account 

for 2.2 million ambulatory visits annually in the United States, estimates of patients at risk 

for malnutrition and the most feasible tools for screening for malnutrition are poorly defined 

in the outpatient care setting.3 To inform our need for same-day dietitian support in the 

IBD clinic, we estimated the proportion and characteristics of ambulatory IBD patients who 

screened positive for malnutrition using a validated screening tool.

We performed a cross-sectional study of patients in our multidisciplinary IBD clinic between 

June 7, 2022, and July 19, 2022. We included all patients aged 18 years or older presenting 

for routine clinical care, seen in person, and with confirmed Crohn’s disease or ulcerative 

colitis. We used the Malnutrition Screening Tool (MST) to screen for malnutrition.4 Patients 

were screened in person during the visit by a health-care professional. The MST is a 

validated and reliable tool used in medical and surgical populations.5 The MST includes 3 

questions: Have you recently lost weight without trying? If yes, how much weight have you 

lost? (0–4 points based on weight loss) Have you been eating poorly because of a decreased 

appetite? (0–1 points) A score of 2 or more identifies a patient at risk for malnutrition. 
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We collected age, sex, visit type (new vs return), height, weight, body mass index, IBD 

type, disease activity status as determined by the IBD provider using standardized IBD 

assessments (flare vs remission), surgical history, IBD medications, smoking status, and 

enteral and/or parenteral nutrition use. Means were calculated for continuous variables and 

proportions for categorical data. We performed bivariate comparisons using the t-test or 

chi-square test. To determine the association between patient characteristics and a positive 

malnutrition screen, we estimated odds ratios (ORs) and 95% confidence intervals (CIs) 

using logistic regression. All data were collected in a REDCap database and analyses were 

conducted using SAS version 9.4 (Cary, NC). Our institutional review board determined this 

excepted from review.

Between June 7, 2022, and July 19, 2022, 300 patients were seen by 7 attending 

gastroenterologists in the University of North Carolina Chapel Hill IBD clinic. Among 

the 300 patients, 237 (79%) were screened for malnutrition. Among the 237 IBD patients, 

33 (14%) screened positive for malnutrition. The MST took 2–3 minutes per patient to 

administer. The prevalence of a positive screen was 15% among patients with Crohn’s 

disease and 12% among patients with ulcerative colitis. Inflammatory bowel disease (IBD) 

patients who screened positive for malnutrition were more likely to be new consults, to 

have a normal body mass index, active disease, a history of smoking, or to be taking 

corticosteroid or aminosalicylate medications (Table). The prevalence of a positive screen 

was 28% among patients with active disease and 8% among patients in remission. In models 

adjusted for age and sex, IBD patients with active disease were more likely to screen 

positive for malnutrition compared to patients in remission (OR 4.6, 95% CI 2.1–10.2) 

(Table A1). Former smokers (OR 2.4, 95% CI 1.0–5.7) and current smokers (OR 2.3, 95% 

CI 0.4–12.3) were also more likely to screen positive than nonsmokers (Table A1).

In our prospective study in an academic IBD clinic, 1 in 7 patients (14%) screened positive 

for malnutrition. We screened consecutive patients seen in IBD clinic over a 6-week time 

period and collected detailed demographic data to better describe patients at risk. We used 

the validated MST to screen for malnutrition.4 In 2020, the Academy of Nutrition and 

Dietetics recommended the MST be used to screen for malnutrition regardless of patient 

age, medical history, or setting. In our study, the MST could be easily and efficiently 

implemented into the clinic encounter.

Prior studies estimated that 16%–18% of ambulatory IBD patients screen positive for 

malnutrition or meet malnutrition criteria. A chart review of 110 IBD patients found that 

16% screened positive for malnutrition.6 A pilot study screened 2388 IBD patients with 

the modified Malnutrition Universal Screening Tool. Among those screened, 18% were 

high-risk. The screening tool has not been validated and requires an assessment of disease 

activity.1 A prospective study of IBD outpatients estimated that 16% had a diagnosis of 

malnutrition. The estimate was limited to a select population; only 333 out of 1271 patients 

were assessed.7

Most patients who screened positive in our cohort had a normal or overweight body mass 

index. This finding is an important reminder that malnutrition risk can develop at any 

body mass index. Active disease was significantly associated with a positive screen for 
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malnutrition and, 28% of the patients in an IBD flare in our study had a positive screen 

for malnutrition. Similarly, 2 previous studies found that 36% of patients with a new IBD 

diagnosis (therefore active disease) met criteria for malnutrition.8,9

Our work has limitations. We planned to screen every IBD patient for malnutrition during 

the study period but missed a proportion of patients (21%) when multiple clinic visits 

occurred simultaneously. We did not collect data on IBD disease duration. Most of the IBD 

patients in our cohort likely had long-standing disease. While the risk of malnutrition is 

higher in patients with a new diagnosis of IBD (36% in prior studies), a positive screen for 

malnutrition appears to be common in established patients. The results of this study may not 

generalize to the nonacademic setting.

In conclusion, a positive screen for malnutrition is common in IBD patients seen in the 

ambulatory setting. Inflammatory bowel disease (IBD) patients at risk for malnutrition 

require urgent consultation with a registered dietitian. A dietitian can make a definitive 

malnutrition diagnosis, estimate the patient’s energy and protein needs, and help develop a 

plan to meet these needs. The validated 3-question MST could be easily implemented in 

routine clinical care in an IBD clinic with the aim to provide same-day dietitian support for 

patients at risk for malnutrition.
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