
This guide was created to help healthcare providers make informed 
decisions when selecting a tool to screen community-dwelling older 
adults for nutrition risk. The guide has information on 
administrators, recommendations for use, validity, and scoring 
for each tool.

Nutrition Screening Tools 
for Community-Dwelling Older Adults

A GUIDE FOR:

Seniors in the Community: Risk Evaluation 
for Eating and Nutrition (SCREEN©)TOOL 1:

1

Population: 
• Community-dwelling older adults (aged ≥ 55 years)

Administrators:
• Trained interviewers can administer SCREEN© in-person or over the phone, 

no anthropometric measurements required
• Older adults can self-administer SCREEN©

Recommendations for use:
• At initial visit with patient
• Re-administer annually, or sooner if there is concern (e.g., hospitalization)

Learn more at: https://olderadultnutritionscreening.com/

Version Comparator Sensitivity Specificity TRR IRR

SCREEN-3
(<22 cut-point) SCREEN-8 83.0%a 73.0%a - -

SCREEN-8
(<38 cut-point)

Dietitian 
Nutrition Risk 

Rating
84.0%b 58.0%b ICC = 

0.84b
ICC = 
0.79b

SCREEN-14
(<50 cut-point)

Dietitian 
Nutrition Risk 

Rating
84.0%b 62.0%b ICC = 

0.83b
ICC = 
0.83b

TRR = Test-Retest Reliability; IRR = Inter-Rater Reliability; ICC = Intraclass Correlation Coefficient

a Morrison, J. M., Laur, C. V., & Keller, H. H. (2019). Eur J Clin Nutr, 1.
b Keller, H. H., Goy, R., & Kane, S. L. (2005). Eur J Clin Nutr, 59(10),.1149.

https://olderadultnutritionscreening.com/


2Number of items:
• SCREEN-14 assesses 14 items: weight change*†, intentionality of weight
.

change, perception of weight, skipping meals*, food avoidance, appetite*†,
vegetable and fruit intake*, protein food intake, dairy and soy intake, fluid
intake*, difficulty swallowing*†, difficulty chewing, meal replacement use,
eating with others*, meal preparation*, meal satisfaction, and ability to
.

grocery shop

• SCREEN-8 assesses items marked with * in the list above

• SCREEN-3 assesses items marked with † in the list above

Risk categories:
• SCREEN-14: < 50 = high nutrition risk 

• Most informative and preferred tool for nutrition screening
• SCREEN-8: < 38 = high nutrition risk 

• Quick nutrition screening tool for when time is limited
• SCREEN-3: < 22 = potential nutrition risk; > 22 = not likely at nutrition risk

• Tool helps triage patients who are likely to be at nutrition risk
• The remaining 5 questions for SCREEN-8 are completed to confirm risk

Population: 
• Older adults (aged ≥ 65 years) in hospital, community, and other care settings

Administrators:
• Health professionals in hospital, community and other care settings
• Older adults can self-administer the MNA-short form using Self-MNA

Recommendations for use:
• At initial visit with patient
• Re-administer on a regular basis to monitor nutrition risk

Learn more at: https://www.mna-elderly.com/forms/mna_guide_english_sf.pdf

Tool Comparator Sensitivity Specificity

Full MNA Physician 
Assessment 96.0%a,b 98.0%a,b

MNA-short form Full MNA 89.3%c,* 81.8%c,*

a Vellas, B. et al. (1999). Nutrition, 15(2), 116-122.
b Guigoz, Y. & Vellas, B. (1995). Médecine et Hygiène, 53(2087), p. 1965-1969.
c Kaiser, M. J. et al. (2009). J Nutr Health Aging, 13(9), 782.

*Sensitivity and specificity values are based on the upper cut-point of 11. The MNA-SF was only 
validated against the full MNA, which potentially inflates the values for sensitivity and specificity.

Mini Nutritional Assessment (MNA)TOOL 2:

https://www.mna-elderly.com/forms/Self_MNA_English_Imperial.pdf
https://www.mna-elderly.com/forms/mna_guide_english_sf.pdf


Note: underlined items indicate required anthropometric measurements 

Number of items:
• The 3 items assessed are body mass index based on measured weight and 

height, unintentional weight loss, and acute disease effects

Risk categories:
• Score of 0 = low risk of malnutrition
• Score of 1 = medium risk of malnutrition
• Score of ≥ 2 = high risk of malnutrition

3
Number of items:
• The full MNA assesses 18 items: food intake*, weight loss*, mobility*, 

psychological stress or acute disease*, neuropsychological problems*, 
measured body mass index*, living situation, prescription drug usage, 
pressure sores, full meals eaten daily, protein intake, vegetable and fruit 
intake, fluid intake, mode of feeding, self-view of nutrition status as 
compared to others, and measured mid-arm and calf circumference

• MNA-short form assesses items marked with * in the list above

Risk categories:
• Full MNA: 17-23.5 = malnutrition risk; < 17 = malnourished
• MNA-short form: 8-11 = malnutrition risk; 0-7 = malnourished

a Sharma, Y. et al. (2017). Asia Pac J Clin Nutr, 26(6), 994.

Population: 
• All adults in hospital, community, and other care settings

Administrators:
• Any trained health professional can administer MUST

Recommendations for use:
• At initial visit with patient
• Re-administer on a regular basis to monitor nutrition risk

Learn more at:
• https://www.bapen.org.uk/pdfs/must/must_full.pdf
• https://www.bapen.org.uk/pdfs/must/must_explan.pdf

Tool Comparator Sensitivity Specificity

MUST PG-SGA 69.7%a 75.8%a

PG-SGA = Patient-Generated Subjective Global Assessment

TOOL 3: Malnutrition Universal Screening Tool (MUST)

Funded by the Canadian Malnutrition 
Task Force, a standing committee of 
the Canadian Nutrition Society.

https://www.bapen.org.uk/pdfs/must/must_full.pdf
https://www.bapen.org.uk/pdfs/must/must_explan.pdf


©2019, H.H.Keller. All rights reserved. No part of this work may be reproduced in any form or by any electronic or mechanical 
means, including information storage and retrieval systems, without permission in writing from H.H.Keller. H.H.Keller is the 
owner of trademarks used throughout. 
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• For each question, check only one box that describes you best.   
• Your response should reflect your typical eating habits. 

 
1. Has your weight changed in the past 6 months? 

0* Yes, I gained more than 10 pounds. 
2* Yes, I gained 6 to 10 pounds. 
4* Yes, I gained about 5 pounds. 
8* No, my weight stayed within a few pounds. 
4* Yes, I lost about 5 pounds. 
2* Yes, I lost 6 to 10 pounds. 
0* Yes, I lost more than 10 pounds. 
0* I don’t know how much I weigh or if my weight has changed. 

 
2. Do you skip meals? 

8* Never or rarely. 
4* Sometimes. 
2* Often. 
0* Almost every day. 

 
3. How would you describe your appetite?    

8* Very good.    
6* Good.    
4* Fair.   
0* Poor. 

 
4. Do you cough, choke or have pain when swallowing food OR fluids? 

8* Never. 
6* Rarely. 
2* Sometimes. 
0* Often or always. 
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5. How many pieces or servings of vegetables and fruit do you eat in a  
day?  
Vegetables and fruit can be canned, fresh, or frozen. 

 

4* Five or more. 
3* Four. 
2* Three. 
1* Two. 
0* Less than two. 

 
6. How much fluid do you drink in a day?  

Examples are water, tea, coffee, herbal drinks, juice, and soft drinks, but NOT 
alcohol. 
 

4* Eight or more cups. 
3* Five to seven cups. 
2* Three to four cups.  
1* About two cups.  
0* Less than two cups. 

 
7. Do you eat one or more meals a day with someone? 

0* Never or rarely. 
2* Sometimes. 
3* Often. 
4* Almost always.  

 
8. Which statement best describes meal preparation for you? 

4* I enjoy cooking most of my meals. 

2* I sometimes find cooking a chore. 
0* I usually find cooking a chore. 
4* I’m satisfied with the quality of food prepared by others. 
0* I’m not satisfied with the quality of food prepared by others. 

 
Thank you for telling us about your eating habits. 

 
Add the subscript numbers to determine the SCREEN-8 score. 

A score of <38 indicates high nutrition risk. 
For further details on SCREEN, visit: www.olderadultnutritionscreening.com 



    

    Complete the screen by filling in the boxes with the appropriate numbers. Total the numbers for the final screening score. 

IF BMI IS NOT AVAILABLE, REPLACE QUESTION F1 WITH QUESTION F2. 
DO NOT ANSWER QUESTION F2 IF QUESTION F1 IS ALREADY COMPLETED. 

   Ref.  Vellas B, Villars H, Abellan G, et al. Overview of the MNA® - Its History and Challenges. J Nutr Health Aging 2006;10:456-465. 
Rubenstein LZ, Harker JO, Salva A, Guigoz Y, Vellas B. Screening for Undernutrition in Geriatric Practice: Developing the Short-Form Mini 
Nutritional Assessment (MNA-SF). J. Geront 2001;56A: M366-377. 
Guigoz Y. The Mini-Nutritional Assessment (MNA®) Review of the Literature - What does it tell us? J Nutr Health Aging 2006; 10:466-487. 
Kaiser MJ, Bauer JM, Ramsch C, et al.  Validation of the Mini Nutritional Assessment Short-Form (MNA®-SF): A practical tool for identification  
of nutritional status.  J Nutr Health Aging 2009; 13:782-788. 
® Société des Produits Nestlé SA, Trademark Owners.

© Société des Produits Nestlé SA 1994, Revision 2009.

For more information: www.mna-elderly.com

F2 Calf circumference (CC) in cm 
 0 = CC less than 31 
 3 = CC 31 or greater 

Screening score 
(max. 14 points) 

12-14 points: Normal nutritional status 
8-11 points: At risk of malnutrition 
0-7 points: Malnourished  

Last name:         First name:  

Sex: Age: Weight, kg: Height, cm: Date: 

Screening 

A   Has food intake declined over the past 3 months due to loss of appetite, digestive problems, chewing or 
 swallowing difficulties? 
 0 = severe decrease in food intake 
 1 = moderate decrease in food intake 
 2 = no decrease in food intake 

B   Weight loss during the last 3 months 
 0 = weight loss greater than 3 kg (6.6 lbs) 
 1 = does not know 
 2 = weight loss between 1 and 3 kg (2.2 and 6.6 lbs) 
 3 = no weight loss 

C   Mobility 
 0 = bed or chair bound 
 1 = able to get out of bed / chair but does not go out 
 2 = goes out 

D   Has suffered psychological stress or acute disease in the past 3 months? 
 0 = yes 2 = no 

E   Neuropsychological problems 
 0 = severe dementia or depression 
 1 = mild dementia 
 2 = no psychological problems 

F1 Body Mass Index (BMI) (weight in kg) / (height in m)  2   
 0 = BMI less than 19 
 1 = BMI 19 to less than 21 
 2 = BMI 21 to less than 23 
 3 = BMI 23 or greater 

MNA®
Mini Nutritional Assessment

http://www.mna-elderly.com/
http://www.mna-elderly.com/


If you are screening for food insecurity, it is imperative to map out what support systems and
resources are in place locally,  your patient’s eligibility for accessing these and how to refer your
patient.

The following validated questions can be used to assess whether food insecurity is an issue for
your patient. 

Poverty Screening (Food Insecurity) 

1. Do you have difficulty making ends meet at the end of the month?
 
☐ Yes ☐ No
 
2.  “In the past month, was there any day when you or anyone in your family went hungry
because you did not have enough money for food?”
 
☐ Yes ☐ No

It is suggested that these questions be incorporated into the nutrition assessment process
conducted by the Registered Dietitian. If the answers are yes, appropriate resources and
supporting interventions for the patient should be explored.

References
1. Brcic V, Eberdt C, Kaczorowski J. Corrigendum to Development of a tool to identify poverty in a family practice
setting: A pilot study. Int J Family Med [Internet]. 2015 Sep 21 [cited 2016 Apr 22]; 1-7. doi: 10.1155/2015/418125
2. Kleinman, R.E., Murphy, J.M., Wieneke, K. M., Desmond, M.S., Schiff, A., Gapinski, J.A. (2007). Use of a single-
question screening tool to detect hunger in families attending a neighborhood health center. Ambulatory Pediatr.
7(4), 278-284.



Have you noticed dark circles under your eyes?
Are your shoulder bones more noticeable than
before?
Have you noticed changes in the muscles in your
arms?
When you “make a muscle”, do you notice loose
skin hanging down?
Can you feel your ribs easily?
Have you noticed your pants or clothes are fitting
looser eg. Are your pants sliding down?
Have you noticed any changes in your thigh
muscles?
When you look at your calves, do you notice skin
hanging or draping down?

Subjective Global Assessment over the Phone:
 

Head to Toe Assessment

Questions to Ask



Assess Function with SARC-F:
 

5 questions assessing difficulty
 

How much difficulty do you have
transferring from a chair or bed?

Climb Stairs
 How much difficulty do you have

climbing a flight of 10 stairs?

How many times have you fallen in
the past year?

SARC-F Sarcopenia Screening Tool Score

Strength
How much difficulty do you have

lifting and carrying 10 pounds or 4.5
kg (eg. small pet)

0
1
2

Assistance with Walking
 How much difficulty do you have

walking across a room?

Rise from a Chair

Falls

0
1
2

0
1
2

0
1
2

0
1
2

None
Some

A Little or a lot

None
Some

A Little or a lot

None
Some

A Little or a lot

None
Some

A Little or a lot

None
1-3 falls
4+ falls

SARC-F score >4= loss of muscle and function
Refer to physiotherapy or occupational therapy as appropriate

Disclaimer: This tool has been developed by the Canadian Malnutrition Taskforce (CMTF) - Primary Care Working Group. The resources included are intended for
use by Registered  Dietitians and are not meant to replace individual consultation with these clinicians. The content of the individual tools may be modified, however
acknowledgement to the original source and/or PCDA, CMTF & CNS must be made.
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