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ABSTRACT 
Background: Coronary heart disease (CHD) requires multidisciplinary 

management that integrates control of cardiometabolic risk factors with 

assessment of nutritional status and food intake during hospitalization. 

Nutritional risk may occur across body mass index categories, including 

obesity. 

Objective: To describe the application of the standardized Nutrition Care 

Process (NCP) in a hospitalized patient with CHD and to examine its 

implications for nutritional monitoring in nursing practice. 

Methods: A descriptive observational case study was conducted in a 60-year-

old man admitted with unstable angina pectoris, with non-ST-elevation 

myocardial infarction considered in the differential diagnosis, at Undata 

Regional General Hospital, Palu, Indonesia, from 22 to 28 March 2025. Data 

were collected using the Malnutrition Screening Tool (MST), anthropometry, 

24-hour dietary recall, a food frequency questionnaire, physical and clinical 

observation, interviews, and medical-record review. Data were analyzed 

descriptively by comparing intake with individualized requirements and 

monitoring clinical changes over seven days. 

Results: The patient weighed 85.9 kg, was 165.3 cm tall, and had a body mass 

index of 31.55 kg/m², consistent with class I obesity. An MST score of 3 

indicated a positive nutritional-risk screening result, warranting 

comprehensive nutrition assessment to determine the presence and severity 

of nutritional impairment. Initial energy, protein, fat, and carbohydrate intakes 

were 36.84%, 48.13%, 45.23%, and 35.10% of estimated requirements, 

respectively. The intervention comprised a low-sodium, energy-restricted 

cardiac diet and nutrition education for the patient and family. Nutrient 

adequacy varied over the seven-day observation period. On day 7, energy, 

protein, fat, and carbohydrate adequacy were 53%, 57%, 56%, and 51%, 

respectively, coinciding with documented recurrence of clinical symptoms. 

This temporal association did not establish a causal relationship. 

Conclusion: This case demonstrates that obesity does not exclude the 

possibility of nutritional risk or inadequate intake during acute CHD 

hospitalization. The NCP provides a structured framework for integrating 

anthropometric, clinical, biochemical, and dietary information; however, 

adequacy of nutrition during acute illness cannot be inferred from diet 

prescription and education alone. This case highlights the importance of 

repeated dietary-intake assessment and timely nurse–dietitian 

communication in identifying nutritional deterioration and informing 

individualized care adjustments during acute coronary hospitalization. 
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INTRODUCTION 
Cardiovascular disease remains a major cause of morbidity and mortality worldwide. In 

Indonesia, the 2023 Indonesian Health Survey reported a physician-diagnosed heart disease 
prevalence of 0.85% nationally and 0.65% in Central Sulawesi (Kementerian Kesehatan Republik 
Indonesia, 2024). Contemporary cardiovascular guidelines emphasize that management of 
coronary disease extends beyond treatment of the acute event and includes structured secondary 
prevention, lifestyle modification, dietary management, and cardiac rehabilitation (Byrne et al., 
2023; Virani et al., 2023; Visseren et al., 2021). 

Coronary heart disease (CHD) is closely related to atherosclerotic disease and may present 
as an acute coronary syndrome (ACS). Dietary quality is an important component of secondary 
prevention. Current guidance supports dietary patterns rich in vegetables, fruits, legumes, whole 
grains, nuts, and lean protein while limiting sodium, saturated and trans fats, refined 
carbohydrates, and highly processed foods (Lichtenstein et al., 2021; Virani et al., 2023). Long-
term randomized evidence also indicates that structured dietary patterns can reduce recurrent 
cardiovascular events in patients with established coronary heart disease (Delgado-Lista et al., 
2022). Nutrition interventions delivered within cardiac rehabilitation may improve dietary 
behavior and cardiometabolic parameters, although intervention content, adherence, and 
durability of behavior change vary substantially across studies (Kocanda et al., 2023; Kotewitsch 
et al., 2025; Souza et al., 2026). 

Nutritional assessment in patients with coronary heart disease is particularly challenging 
because excess adiposity may coexist with inadequate dietary intake and disease-related 
nutritional vulnerability. Although obesity is conventionally recognized as a cardiometabolic risk 
factor, an elevated body mass index does not exclude concurrent nutritional impairment. 
Importantly, this coexistence should be distinguished from the cardiovascular "obesity paradox," 
which primarily concerns the observed association between body mass index and clinical 
outcomes in certain patient populations. In ACS cohorts, nutritional impairment has been 
observed in patients with BMI ≥25 kg/m² and has been associated with adverse outcomes (Kang 
et al., 2022). A meta-analysis of 30 studies involving more than 37,000 patients with ACS found 
that malnutrition identified by commonly used nutritional indices was associated with 
substantially higher mortality (Lai et al., 2023). Obesity may also mask poor diet quality, 
inadequate intake, loss of lean tissue, or disease-related metabolic stress, underscoring the 
importance of assessing nutrition beyond body size alone (Cristancho et al., 2024). 

During acute illness and hospitalization, the ability to meet nutritional requirements can 
change rapidly because of symptoms, reduced appetite, fatigue, treatment-related factors, and 
interruptions to normal eating. Hospital nutrition guidelines therefore recommend systematic 
screening, assessment, individualized nutrition care, and continued monitoring rather than 
relying on a single anthropometric measure or one-time dietary assessment (Thibault et al., 2021; 
Wunderle et al., 2023). A 2024 systematic review and meta-analysis found that validated 
screening instruments, including the Malnutrition Screening Tool (MST), can identify hospitalized 
adults who require further nutrition assessment, although diagnostic performance differs among 
tools and reference standards (Cortés-Aguilar et al., 2024). 

Nutrition monitoring is inherently interdisciplinary. Implementation studies show that 
structured interdisciplinary nutrition-care models can improve meal-related care processes, 
nutrition information, assistance with eating, monitoring, and care planning for patients at 
nutritional risk (Bell et al., 2021). Nurses are particularly well positioned to observe food intake, 
symptoms that interfere with eating, and day-to-day changes in clinical condition. Nurse-driven 
mealtime assistance has improved dietary intake among hospitalized patients at risk of 
malnutrition (Zhang et al., 2024), while trained nurses can perform systematic nutritional-risk 
screening when appropriate protocols and escalation pathways are in place (Canta et al., 2026). 
Nevertheless, disagreement between nursing and dietetic screening can lead to missed risk and 
delayed dietetic involvement, indicating that screening must be embedded in a clear referral 
system (Deschepper et al., 2023). 

https://creativecommons.org/licenses/by-sa/4.0/
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Within hospital nutrition services, the standardized Nutrition Care Process (NCP; Proses 
Asuhan Gizi Terstandar/PAGT) provides a structured sequence of nutrition assessment, 
diagnosis, intervention, monitoring, and evaluation. Although contemporary cardiovascular and 
clinical nutrition guidelines emphasize nutritional assessment and secondary prevention, the day-
to-day variability of oral intake during acute coronary hospitalization remains clinically important 
to characterize. This case report provides a detailed description of seven consecutive days of 
nutrient adequacy in a patient with coronary heart disease and class I obesity, with particular 
attention to the temporal relationship between nutritional intake and clinical symptoms. The 
findings are used to identify practical opportunities for integrating bedside nursing observations 
with dietitian-led nutritional reassessment, without making causal claims regarding intervention 
effectiveness. The study therefore aimed to describe application of the NCP in a hospitalized 
patient with CHD, including nutritional screening, assessment, diagnosis, intervention, and daily 
monitoring, and to formulate implications for nursing nutritional surveillance. 

METHODS 

Study Design and Setting 
A descriptive, observational single-patient case study was conducted at the Melati 

Pavilion, Undata Regional General Hospital, Palu, Central Sulawesi, Indonesia, between March 22 
and 28, 2025. The study documented the implementation of the standardized Nutrition Care 
Process and changes in dietary intake and clinical symptoms over seven consecutive observation 
days. The design was descriptive and was not intended to establish intervention effectiveness or 
population-level generalizability. 

Patient 
The patient was a 60-year-old man with a medical diagnosis of unstable angina pectoris, 

with non-ST-elevation myocardial infarction (NSTEMI) considered in the differential diagnosis. 
He was selected purposively on the recommendation of the hospital nutrition team because he 
had CHD, remained hospitalized throughout the observation period, was fully conscious and able 
to participate in interviews, and agreed to take part in the assessment. The case was clinically 
relevant because class I obesity coexisted with dyslipidemia, mildly elevated creatinine, and 
markedly reduced oral intake during episodes of dyspnea and chest pain. 

Data Collection and Nutritional Screening 
Data were obtained through patient and family interviews, direct observation, 

anthropometric measurements, dietary assessment, and review of the medical record. Nutritional 
risk was screened using the Malnutrition Screening Tool (MST). An MST score ≥2 was interpreted 
as indicating the need for further nutrition assessment, consistent with the use of validated 
screening approaches in hospitalized adults (Cortés-Aguilar et al., 2024). Body weight and height 
were measured, and BMI was calculated as body weight (kg) divided by height squared (m²). 
Dietary intake was assessed using a 24-hour dietary recall, while pre-illness eating patterns were 
explored using a food frequency questionnaire (FFQ). Clinical and biochemical data were obtained 
from direct observations and available laboratory results. 

Nutrition Care Process 
The standardized NCP comprised four linked stages: (1) nutrition screening and 

assessment; (2) nutrition diagnosis; (3) nutrition intervention; and (4) monitoring and 
evaluation. This sequential approach is consistent with contemporary hospital nutrition 
recommendations that emphasize early recognition of nutritional risk, individualized targets, and 
reassessment when intake or clinical status changes (Thibault et al., 2021; Wunderle et al., 2023). 

The nutrition intervention consisted of an oral low-sodium, energy-restricted cardiac diet 
provided as three main meals and two snacks per day. Individualized nutritional targets were 
established by the hospital nutrition service. The prescribed daily targets were 1,900.28 kcal for 
energy, 71.26 g for protein, 42.22 g for fat, and 308.79 g for carbohydrate. The predictive equation, 
body-weight reference, activity or stress adjustments, and macronutrient allocation used to 
derive these targets should be explicitly reported to ensure methodological reproducibility. 



70 

Nutrition education was delivered to the patient and family through counseling, questions and 
answers, and a leaflet. Education covered the principles of a heart-healthy diet, restriction of high-
sodium and high-fat foods, food selection, meal distribution, and foods to prioritize or limit. 
Evidence from cardiac rehabilitation suggests that education and individualized counseling can 
improve selected aspects of dietary behavior, although effects are not uniform across all nutrients 
or outcomes (Kocanda et al., 2023; Sinclair et al., 2024; Souza et al., 2026). 

Monitoring and Data Analysis 
Monitoring was conducted daily for seven consecutive days. Energy, protein, fat, and 

carbohydrate intake and changes in physical and clinical condition were recorded. Nutrient 
adequacy was calculated as the percentage of observed intake relative to the individualized 
requirement. Data were analyzed descriptively; no inferential analyses were performed because 
the study involved a single patient. Day-to-day changes were used to characterize the clinical 
course and were not interpreted as evidence of causality or intervention effectiveness. Routine 
food-intake tracking has been shown to support escalation of nutrition care in hospital systems 
and may be particularly useful when intake changes dynamically during admission (Ellick et al., 
2025). 

Data Credibility and Ethical Considerations 
Data credibility was strengthened through triangulation of information obtained from 

patient and family interviews, direct clinical observations, anthropometric measurements, dietary 
intake assessments, and medical record reviews. All stages of nutritional assessment and 
interpretation were conducted under the supervision of a qualified nutrition professional to 
ensure that the standardized Nutrition Care Process (NCP), encompassing nutrition assessment, 
diagnosis, intervention, monitoring, and evaluation, was implemented systematically and 
appropriately in accordance with the patient's clinical condition. 

The study was conducted in accordance with ethical principles emphasizing respect for 
patient autonomy, privacy, confidentiality, and well-being. Before data collection, the patient 
received a clear explanation of the study objectives and procedures and voluntarily provided 
written informed consent by signing the consent form. Patient confidentiality was maintained by 
excluding personally identifiable information from the research documentation and scientific 
publication. 

Ethical approval was obtained from the Health Research Ethics Committee of Poltekkes 
Kemenkes Palu (Approval No. 000969/KEPK POLTEKKES KEMENKES PALU/2025). The 
electronic ethics approval process was completed on March 20, 2025, before data collection was 
conducted from March 22 to 28, 2025. 
 

RESULTS 

Patient Characteristics and Nutritional Screening 
The patient was a 60-year-old man with unstable angina pectoris and NSTEMI considered 

in the differential diagnosis. He had a history of heart disease since 2007 and a previous 
myocardial infarction in September 2024. Nutritional screening yielded an MST score of 3, 
indicating a positive screening result and the need for comprehensive nutritional assessment. The 
patient had a BMI of 31.55 kg/m², indicating class I obesity according to the classification applied 
in this study. Despite elevated body weight, baseline dietary assessment demonstrated substantial 
deficits in energy and macronutrient intake relative to the prescribed nutritional targets. 
Importantly, this risk was identified despite the absence of underweight, reinforcing that excess 
body weight does not exclude nutritional vulnerability during acute illness (Cristancho et al., 
2024; Lai et al., 2023). 

Anthropometric, Clinical, and Biochemical Status 
Body weight was 85.9 kg and height was 165.3 cm, resulting in a BMI of 31.55 kg/m², 

classified as class I obesity. At the initial assessment, the patient reported dyspnea, chest pain, 
fatigue, and sleep disturbance. Blood pressure was 140/85 mmHg, pulse rate 58 beats/min, 
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respiratory rate 22 breaths/min, temperature 36°C, and oxygen saturation 98%. Laboratory 
results included HDL cholesterol 34 mg/dL, LDL cholesterol 119 mg/dL, creatinine 1.3 mg/dL, 
and serum sodium 132 mmol/L. Contemporary ACS and chronic coronary disease guidelines 
support intensive risk-factor control after an acute coronary event; biochemical targets should 
therefore be interpreted within the full cardiovascular risk profile (Byrne et al., 2023; Virani et al., 
2023). 

 

Table 1. Anthropometric, Clinical, and Biochemical Status 

Parameter Result Reference/clinical context interpretation 

Body weight 85.9 kg — — 
Height 165.3 cm — — 
BMI 31.55 kg/m² Adult BMI classification Class I obesity 
Consciousness Compos mentis — Alert 
Dyspnea Present — Clinical symptom 
Chest pain Present — Clinical symptom 
Sleep disturbance Present — Clinical symptom 
Blood pressure 140/85 mmHg Clinical interpretation required Elevated 
Pulse 58 beats/min 60–100 beats/min Slightly low 
Respiratory rate 22 breaths/min 12–20 breaths/min Elevated 
Temperature 36°C 36–37°C Within reference range 
SpO₂ 98% 95–100% Within reference range 
HDL cholesterol 34 mg/dL >40 mg/dL in men Low 

LDL cholesterol 119 mg/dL 
Risk-dependent secondary-

prevention target 
Above optimal secondary-

prevention target 

Creatinine 1.3 mg/dL Laboratory-specific reference 
Requires clinical 

interpretation 
Sodium 132 mmol/L 136–145 mmol/L Low 

. 

Pre-Illness Dietary Pattern 
Before the acute illness, the patient reported relatively large portions, frequent 

consumption of high-sodium foods such as salted fish and salted eel, and frequent fried foods, with 
limited vegetable and fruit intake. This pattern is relevant to long-term secondary prevention. 
Higher frequency of adding salt to foods has been associated with greater cardiovascular risk (Ma 
et al., 2022), while cardiovascular dietary guidance emphasizes minimizing sodium and processed 
foods and increasing nutrient-dense plant foods (Lichtenstein et al., 2021; Virani et al., 2023). 

 

Table 2. Pre-Illness Dietary Pattern 

Dietary component Description 

Portion size Relatively large 
High-sodium foods Salted fish and salted eel 
High-fat foods Fried foods 
Vegetables Limited 
Fruit Limited 
Overall pattern Tended to be high in sodium and fat and low in vegetables and fruit 

 

Initial Dietary Intake 
The 24-hour dietary recall showed an energy intake of 700.1 kcal, protein intake of 34.3 

g, fat intake of 19.1 g, and carbohydrate intake of 108.4 g. All components were substantially 
below the individualized requirements used by the nutrition service, providing the principal basis 
for the diagnosis of inadequate oral intake. 
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Table 3. Initial Dietary Intake 

 
 

Nutrition Diagnoses 
The primary nutrition diagnosis was inadequate oral intake (NI-2.1), related to reduced 

oral food consumption in the context of acute illness and concurrent clinical symptoms, as 
evidenced by a 24-hour dietary intake providing 36.84% of estimated energy requirements, 
48.13% of protein requirements, 45.23% of fat requirements, and 35.10% of carbohydrate 
requirements. Additional diagnoses recorded in the NCP were NC-2.2, altered nutrition-related 
laboratory values, based on serum sodium of 132 mmol/L and creatinine of 1.3 mg/dL when 
interpreted with the medical diagnosis, and NC-3.3.4, class I obesity, related to a history of large 
portions and energy-dense/high-fat food consumption and evidenced by BMI 31.55 kg/m². 

Nutrition Intervention 
The patient received an oral low-sodium, energy-restricted cardiac diet consisting of three 

main meals and two snacks. Planning targets were 1,900.28 kcal energy, 71.26 g protein, 42.22 g 
fat, and 308.79 g carbohydrate. The patient and family also received counseling and written 
education on heart-healthy food selection, sodium and fat reduction, meal distribution, and foods 
to prioritize or limit. 

The rationale for sodium reduction is supported by both cardiovascular guidelines and 
experimental evidence. Sodium reduction lowers blood pressure in a dose-responsive manner, 
with larger effects among people with higher baseline blood pressure (Filippini et al., 2021). In a 
large prospective cohort, lower frequency of adding salt to food was associated with lower risk of 
cardiovascular disease (Ma et al., 2022). Nonetheless, sodium restriction must remain clinically 
individualized, especially when biochemical abnormalities, comorbidities, and treatment 
regimens are present. Feasibility trials also show that dietary counseling can reduce discretionary 
salt use and improve some blood-pressure outcomes, although sustained changes in urinary 
sodium are not always achieved (Smyth et al., 2023). 

Nutrient Observed intake Individual requirement Adequacy 

Energy 700.1 kcal 1,900.28 kcal 36.84% 

Protein 34.3 g 71.26 g 48.13% 

Fat 19.1 g 42.22 g 45.23% 

Carbohydrate 108.4 g 308.79 g 35.10% 
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Monitoring and Evaluation of Intake 

 
 

Daily Nutrient Intake Adequacy Over Seven Days (% of Estimated Requirements) 
Daily nutrient adequacy demonstrated considerable variability throughout the 

observation period. Energy adequacy ranged from 53% to 80%, whereas protein adequacy ranged 
from 57% to 113% of the individualized targets. On the seventh day, energy and protein adequacy 
declined to 53% and 57%, respectively, coinciding with the documented recurrence of clinical 
symptoms. These findings demonstrate the value of serial dietary monitoring in identifying 
changes that may be overlooked by a single assessment. On day 7, adequacy fell to 53% for energy, 
57% for protein, 56% for fat, and 51% for carbohydrate. This decline occurred at the same time 
as recurrence of clinical complaints documented during monitoring. The temporal concurrence 
cannot establish causation but demonstrates why repeated intake assessment is clinically 
informative. 

DISCUSSION 

Obesity Does Not Exclude Nutritional Risk Of Inadequate Intake 
The principal finding of this case was the coexistence of class I obesity, a positive 

nutritional-risk screening result, and substantial inadequacy of oral intake during acute coronary 
hospitalization. Although BMI provides an indicator of relative body size, it does not adequately 
characterize dietary intake, recent weight changes, muscle mass, or functional status. The present 
observations therefore reinforce the importance of multidimensional nutritional assessment in 
hospitalized patients with obesity. Nevertheless, neither malnutrition nor muscle depletion can 
be confirmed in this patient without additional diagnostic information. Contemporary clinical 
nutrition literature increasingly recognizes this apparent paradox: patients with obesity can 
simultaneously have malnutrition, micronutrient deficiency, loss of lean tissue, or acute 
nutritional risk (Cristancho et al., 2024). This distinction is particularly relevant in ACS, where 
malnutrition is associated with adverse prognosis irrespective of the screening index used (Lai et 
al., 2023). Kang et al. (2022) similarly reported nutritional impairment among patients with ACS 
who were not underweight. Therefore, nutritional screening should not be omitted solely because 
a hospitalized cardiac patient has an elevated BMI. 

The MST score of 3 appropriately triggered further nutrition assessment in this case. A 
recent systematic review found that MST has reasonable sensitivity and specificity for identifying 
malnutrition risk in hospitalized adults when compared with established reference approaches, 
while also emphasizing that no screening tool should be treated as a definitive diagnosis in 

1 2 3 4 5 6 7

Energy 76% 72% 75% 66% 80% 71% 53%

Protein 113% 94% 92% 79% 98% 109% 57%

Fat 78% 73% 81% 68% 47% 45% 56%

Carbohydrate 68% 68% 68% 63% 86% 71% 51%
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isolation (Cortés-Aguilar et al., 2024). Screening is therefore best understood as the first step in a 
pathway that leads to comprehensive assessment, nutrition diagnosis, and intervention. 

Acute Intake Deficit Should Interpreted in the Clinical Context 
The patient's initial energy and macronutrient intakes were substantially below estimated 

requirements during a period characterized by dyspnea, chest pain, fatigue, and sleep 
disturbance. Because the patient simultaneously received medical therapy and experienced 
changing clinical symptoms, the case cannot establish that any single symptom directly caused 
the reduction in intake. It does, however, illustrate the clinical importance of reassessment when 
symptoms change. ESPEN guidance for hospitalized and polymorbid medical patients supports 
individualized nutritional targets and repeated evaluation of intake and tolerance during illness 
rather than a static prescription (Thibault et al., 2021; Wunderle et al., 2023). 

Evidence from broader medical inpatient populations also indicates that nutrition support 
is most effective when it is individualized and sustained. In a large real-world analysis, nutritional 
support among patients with malnutrition was associated with lower in-hospital mortality 
(Kaegi-Braun et al., 2021a). An updated meta-analysis of randomized trials similarly found that 
nutritional support reduced mortality, readmissions, and length of stay, with stronger effects in 
trials using higher-protein strategies and longer intervention duration (Kaegi-Braun et al., 
2021b). These findings cannot be directly extrapolated to a single CHD case, but they support the 
general principle that inadequate intake deserves active clinical attention rather than passive 
observation. 

Daily Monitoring Reveals Clinically Relevant Fluctuation 
The seven-day trajectory was distinctly non-linear. Protein adequacy reached 113% on 

day 1 and 109% on day 6 but fell to 57% on day 7; energy adequacy decreased from 76% on day 
1 to 53% on day 7. A single baseline assessment or an average across the admission could 
therefore obscure clinically important deterioration on a specific day. Digital-hospital 
implementation work has shown that routine monitoring of intake across meals can be linked to 
automated nutrition referrals and escalation of care (Ellick et al., 2025). In the present case, daily 
monitoring functioned as an early-warning process rather than merely an administrative record. 

This approach is compatible with hospital nutrition standards that emphasize monitoring 
of food consumption, causes of reduced intake, and response to intervention (Thibault et al., 
2021). When a patient repeatedly consumes less than the planned amount, the finding should 
prompt reassessment of barriers such as pain, dyspnea, fatigue, nausea, eating assistance needs, 
meal acceptability, and the appropriateness of the current diet order. 

Nursing Role in Nutritional Screening and Mealtime Monitoring 
The findings have direct relevance to nursing practice because nurses are continuously 

present during hospitalization and frequently observe the patient before, during, and after meals. 
Qualitative evidence shows that nurses' delivery of nutrition care is influenced by knowledge, role 
clarity, time, interdisciplinary communication, and organizational systems (Van den Berg et al., 
2023). Training can improve nurses' capacity to perform structured nutritional-risk screening 
and connect risk categories with predefined care actions (Canta et al., 2026). Nonetheless, 
Deschepper et al. (2023) demonstrated that discrepancies between nurse and dietitian screening 
can occur and that under-recognition may delay dietetic involvement. The practical implication is 
that screening scores must trigger a clear escalation pathway rather than remain isolated 
documentation. 

Mealtime care is another area where nursing involvement may influence intake. A nurse-
driven bundle that addressed positioning, meal access, encouragement, assistance, and 
monitoring improved dietary intake among hospitalized older adults at risk of malnutrition 
(Zhang et al., 2024). Although that population differs from the present CHD case, the underlying 
care principle is relevant: nurses can identify and address modifiable barriers that prevent 
patients from consuming the diet prescribed by the nutrition team. 
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Interprofessional Collaboration Between Nurses and Nutrition Professionals 
The case supports a collaborative workflow in which nursing observations and dietetic 

expertise are integrated. Interdisciplinary nutrition programs can improve nutrition-care 
processes, patient experience, assistance with meals, and care planning (Bell et al., 2021). An 
integrated nurse–dietitian workflow may strengthen nutritional surveillance during acute 
coronary hospitalization. Bedside nurses can document meal consumption, identify symptoms or 
functional limitations interfering with eating, and communicate clinically relevant changes to the 
dietitian. The dietitian can subsequently reassess nutritional requirements, dietary adequacy, and 
intervention suitability, while nursing staff continue monitoring meal tolerance and intake. 
Although this collaborative pathway is supported by contemporary interdisciplinary nutrition-
care literature, its effectiveness was not directly evaluated in the present case. Such a cycle is 
consistent with contemporary hospital nutrition guidance and moves nutrition care from a one-
time prescription toward an adaptive clinical process (Thibault et al., 2021; Wunderle et al., 2023). 

Diet Education, Acceptability, and Secondary Prevention 
 Nutrition education was provided to both the patient and family, but the presence 

of education should not be equated with successful behavior change. Cardiac rehabilitation trials 
and systematic reviews demonstrate variable effects of nutrition education on dietary intake, risk 
factors, and adherence (Kocanda et al., 2023; Liu et al., 2022; Sinclair et al., 2024). In 2026, Souza 
et al. reported that individualized counseling improved adherence to protein recommendations 
in cardiovascular rehabilitation, but adherence remained suboptimal for several dietary targets. 
Likewise, a pilot randomized trial specifically targeting protein intake in people with CHD found 
that the educational intervention was feasible but produced limited dietary change (James et al., 
2026). These data support a pragmatic approach in which education is individualized, repeated, 
culturally and economically feasible, and linked to follow-up rather than delivered as a single 
information session. 

For long-term secondary prevention, the patient's pre-illness pattern of salted foods, fried 
foods, and low fruit and vegetable intake warrants broader dietary-quality improvement. 
International guidelines recommend a dietary pattern rich in plant foods, whole grains, lean 
protein, and unsaturated fats while minimizing sodium, saturated fat, and highly processed foods 
(Lichtenstein et al., 2021; Virani et al., 2023; Visseren et al., 2021). The CORDIOPREV randomized 
trial demonstrated fewer major cardiovascular events with a Mediterranean diet than with a low-
fat diet among patients with established CHD during long-term follow-up, underscoring the value 
of sustainable dietary patterns rather than isolated nutrient restrictions (Delgado-Lista et al., 
2022). 

Sodium Restriction and Individualization of the Cardiac Diet 
The history of frequent salted-food consumption supports counseling on sodium 

reduction. Experimental evidence demonstrates an approximately linear relationship between 
reductions in sodium intake and reductions in blood pressure (Filippini et al., 2021). 
Observational evidence also links more frequent discretionary salt use with greater 
cardiovascular risk (Ma et al., 2022). However, translation into sustained behavior is challenging. 
In the COSIP and STICK feasibility trials, dietary counseling reduced discretionary salt use and 
produced early blood-pressure changes, but long-term differences in urinary sodium were 
inconsistent (Smyth et al., 2023). Therefore, counseling should move beyond generic advice to 'eat 
less salt' and provide concrete substitutions that fit the patient's usual diet, such as reducing salted 
fish, limiting processed foods, avoiding table salt, and using herbs and spices for flavor. 

Protein Adequacy and the Tension Between Energy Restriction and Acute Nutritional Risk 
Protein intake was highly variable across the admission. The patient's obesity justified 

attention to long-term energy balance, yet the acute period was also characterized by inadequate 
total intake. Clinical nutrition in patients with obesity requires balancing cardiometabolic goals 
against the risk of inadequate energy and protein intake, particularly during illness (Cristancho et 
al., 2024). Hospital nutrition guidance likewise supports individualized rather than reflexive 
restriction when reduced intake or nutritional risk is present (Wunderle et al., 2023). In cardiac 
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rehabilitation populations, protein-focused interventions remain an emerging area: James et al. 
(2026) observed limited change after a targeted education intervention, and a recent randomized 
rehabilitation trial found that individualized counseling improved protein intake but did not fully 
normalize adherence across all nutritional targets (Souza et al., 2026). The coexistence of obesity 
and inadequate oral intake presents a clinically important challenge in determining appropriate 
nutritional priorities. Although weight management remains relevant to long-term cardiovascular 
secondary prevention, the immediate nutritional approach during acute hospitalization should 
consider the patient's current intake, clinical stability, nutritional risk, and tolerance of prescribed 
meals. In this case, the persistently low energy adequacy suggests that the appropriateness and 
feasibility of the prescribed energy-restricted diet warranted ongoing reassessment. However, 
the available data do not establish whether the dietary prescription itself contributed to the 
observed intake deficits. 

IMPLICATION FOR NURSING PRACTICE 
Nutritional screening should be performed systematically. Patients hospitalized with CHD 

should undergo early nutrition-risk screening, including those with overweight or obesity. A 
positive MST result should trigger further assessment rather than be treated as a stand-alone 
diagnosis (Cortés-Aguilar et al., 2024; Cristancho et al., 2024). 

Routine bedside nutritional surveillance should include documentation of meal 
consumption, identification of symptoms affecting oral intake, and timely communication of 
clinically significant intake reductions to the nutrition team. Hospitals should establish locally 
appropriate referral and escalation criteria to facilitate dietitian-led reassessment and 
individualized intervention adjustments. These measures represent practice recommendations 
derived from the case observations and supporting literature, rather than interventions whose 
effectiveness was established by this study, and digital or standardized escalation pathways may 
improve the reliability of this process (Ellick et al., 2025). 

Intake changes should be interpreted together with clinical symptoms. Reduced 
consumption should be assessed alongside dyspnea, chest pain, nausea, fatigue, sleep disturbance, 
mobility limitations, treatment burden, and other factors that may impair eating. 

Screening must be linked to a rapid referral pathway. Training improves screening 
capacity, but screening is clinically useful only when abnormal results trigger dietetic review or 
another predefined action (Canta et al., 2026; Deschepper et al., 2023). 

Mealtime assistance can be part of nursing care. When symptoms or fatigue interfere with 
eating, nursing actions may include optimizing positioning, minimizing avoidable interruptions, 
ensuring access to food, encouraging intake, and providing assistance when needed (Zhang et al., 
2024). 

Nutrition education should involve the family. Family participation may improve 
continuity of dietary change after discharge, particularly when recommendations require 
modification of habitual foods and cooking practices (Liu et al., 2022; Sinclair et al., 2024). 

Nutrition monitoring should continue after discharge. Secondary prevention after ACS 
includes sustained lifestyle management, risk-factor control, and referral to cardiac rehabilitation 
where available (Byrne et al., 2023; Virani et al., 2023). 

POSITION OF THE NUTRITION CARE PROCESS WITHIN COLABORATIVE CARE 
The NCP is most useful when integrated into interprofessional clinical care. It provides a 

structure for answering four linked questions: What is the nutrition problem? Why is it occurring? 
What intervention is appropriate? Has the patient responded? In this case, the clearest nutrition 
problem was inadequate oral intake. Clinical symptoms formed part of the context that required 
repeated evaluation, and the seven-day monitoring record showed that response to the 
intervention was unstable. The findings therefore do not demonstrate that diet prescription or 
education directly improved intake. Rather, they show that the nutrition intervention required 
dynamic monitoring because the patient's response varied with the clinical course. This 
interpretation is consistent with interdisciplinary hospital nutrition models that integrate 
screening, monitoring, mealtime assistance, education, and referral as continuous processes (Bell 
et al., 2021; Ellick et al., 2025; Thibault et al., 2021). 
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LIMITATIONS 
This case study has several limitations. First, the single-patient design limits 

transferability to other patients with coronary heart disease or acute coronary syndromes. 
Second, the seven-day observation period was insufficient to assess long-term nutritional status, 
dietary adherence, body composition, or cardiovascular outcomes. Third, dietary intake was 
assessed partly through self-reported information, introducing potential measurement and recall 
bias. Fourth, the absence of comprehensive body-composition and malnutrition diagnostic 
assessments prevented confirmation of malnutrition or muscle depletion. Fifth, changes in dietary 
intake could not be attributed to the nutritional intervention because concurrent medical 
treatment and clinical fluctuations were not controlled. Finally, the study did not formally 
evaluate nurse–dietitian communication processes or their effects on nutritional outcomes. Third, 
changes in intake cannot be attributed directly to the nutrition intervention because the patient 
also received medical treatment and experienced changing symptoms. Fourth, dietary assessment 
relied partly on self-report and was therefore susceptible to recall error, particularly for pre-
illness dietary habits. Fifth, available biochemical data were limited. Sixth, the study did not 
include quantitative measures of acceptance of hospital food, adherence to education, 
psychological factors, or objective body-composition measures. Finally, MST identifies nutritional 
risk rather than establishing a diagnosis of malnutrition; contemporary recommendations 
support follow-up assessment when risk is detected (Cortés-Aguilar et al., 2024). 

CONCLUSION 
This case study illustrates the clinical value of applying the standardized Nutrition Care 

Process to identify and monitor nutritional problems during acute coronary hospitalization. 
Despite class I obesity, the patient exhibited a positive nutritional-risk screening result and 
substantial deficits in energy and macronutrient intake. Daily monitoring revealed considerable 
fluctuations in dietary adequacy, including a marked decline on the seventh observation day 
coinciding with recurrent clinical symptoms. These findings emphasize that elevated BMI should 
not preclude nutritional assessment and that dietary prescriptions require ongoing evaluation 
against actual intake and clinical tolerance. Integration of bedside nursing observations with 
dietitian-led reassessment may support more responsive nutritional care. Further prospective 
studies are needed to evaluate whether structured nurse–dietitian collaboration improves 
nutritional and clinical outcomes in hospitalized patients with coronary heart disease. Intake 
fluctuated over seven days and declined markedly on day 7 when clinical symptoms recurred. The 
case therefore illustrates that obesity does not exclude nutritional vulnerability during acute 
coronary illness and that the success of nutrition care cannot be inferred from diet prescription 
and education alone. In nursing practice, nutritional screening, daily intake monitoring, 
identification of barriers to eating, mealtime support, and timely communication with nutrition 
professionals should function as a coordinated process. Larger prospective studies are needed to 
determine whether structured nurse-dietitian collaborative models improve nutrient intake, 
length of stay, readmission, and cardiovascular outcomes in patients with CHD. 

Hospitals should strengthen the integration of nutritional screening and daily intake 
monitoring into routine care for patients with CHD. Nurses can contribute to early risk detection, 
intake documentation, identification of clinical barriers to eating, and timely escalation to 
nutrition professionals. Nutrition professionals can then use these observations to reassess the 
NCP and individualize the intervention as the patient's condition evolves. After discharge, dietary 
counseling should continue through family support, outpatient services, or cardiac rehabilitation 
programs, consistent with contemporary secondary-prevention recommendations (Byrne et al., 
2023; Virani et al., 2023). 



78 

Authors’ Contribution Statement: Dwi Erma Kusumawati was responsible for study 
implementation, clinical and nutritional data collection, data analysis and interpretation, and 
preparation of the initial manuscript draft. She also provided scientific and methodological 
supervision, ensured the accuracy and validity of the research findings, conducted a critical 
review of the relevant literature, and contributed to the substantive revision and finalization of 
the manuscript. Sefiana Rizky H and Ansar contributed to the implementation of the study and 
collection of clinical and nutritional data, including patient interviews, direct clinical observations, 
anthropometric measurements, dietary assessments using 24-hour dietary recalls and a Food 
Frequency Questionnaire (FFQ), and daily monitoring of nutritional intake throughout the seven-
day observation period. 

Conflicts of Interest: The authors declare no conflict of interest. 

Source of Funding: This study was self-funded and received no external funding. 

Acknowledgments: The authors thank Undata Regional General Hospital, the health 
professionals involved in the patient's care, the research supervisors, and the patient and family 
for their support of this study. 

BIBLIOGRAPHY 
Bell, J. J., Young, A. M., Hill, J. M., Banks, M. D., Comans, T. A., Barnes, R., et al. (2021). Systematised, 

Interdisciplinary Malnutrition Program for impLementation and Evaluation delivers 
improved hospital nutrition care processes and patient reported experiences—An 
implementation study. Nutrition & Dietetics, 78(5), 466–475. 
https://doi.org/10.1111/1747-0080.12663 

Byrne, R. A., Rossello, X., Coughlan, J. J., Barbato, E., Berry, C., Chieffo, A., et al. (2023). 2023 ESC 
Guidelines for the management of acute coronary syndromes. European Heart Journal, 
44(38), 3720–3826. https://doi.org/10.1093/eurheartj/ehad191 

Canta, L., Lenta, E., Savigliano, F., Grasso, C., Andorno, S., Sperlinga, R., et al. (2026). Nutritional 
Risk Screening by Trained Nurses in Patients Admitted to Internal Medicine and 
Orthopaedics: Results From the VAL-NUT Cross-Sectional Study. Journal of Clinical Nursing, 
35(6), 2672–2682. https://doi.org/10.1111/jocn.70193 

Cortés-Aguilar, R., Malih, N., Abbate, M., Fresneda, S., Yañez, A., & Bennasar-Veny, M. (2024). 
Validity of nutrition screening tools for risk of malnutrition among hospitalized adult 
patients: A systematic review and meta-analysis. Clinical Nutrition, 43(5), 1094–1116. 
https://doi.org/10.1016/j.clnu.2024.03.008 

Cristancho, C., Mogensen, K. M., & Robinson, M. K. (2024). Malnutrition in patients with obesity: 
An overview perspective. Nutrition in Clinical Practice, 39(6), 1300–1316. 
https://doi.org/10.1002/ncp.11228 

Delgado-Lista, J., Alcala-Diaz, J. F., Torres-Peña, J. D., Quintana-Navarro, G. M., Fuentes, F., Garcia-
Rios, A., et al. (2022). Long-term secondary prevention of cardiovascular disease with a 
Mediterranean diet and a low-fat diet (CORDIOPREV): a randomised controlled trial. The 
Lancet, 399(10338), 1876–1885. https://doi.org/10.1016/S0140-6736(22)00122-2 

Deschepper, M., Duprez, V., Lapauw, B., Eeckloo, K., & Marchand, S. (2023). Application of 
NRS2002 to detect malnutrition in a tertiary care centre: Agreement between nurse and 
dietician’s screening steps and relation with clinical outcomes. European Journal of Clinical 
Nutrition, 77, 692–697. https://doi.org/10.1038/s41430-023-01281-z 

Ellick, J., McCoy, S., Olufson, H., Adams, A., Banks, M., & Young, A. (2025). Harnessing delegation 
and technology to identify and manage malnutrition in a digital hospital: An implementation 
study. Nutrition & Dietetics, 82(2), 218–230. https://doi.org/10.1111/1747-0080.12913 

Filippini, T., Malavolti, M., Whelton, P. K., Naska, A., Orsini, N., & Vinceti, M. (2021). Blood Pressure 
Effects of Sodium Reduction: Dose-Response Meta-Analysis of Experimental Studies. 
Circulation, 143(16), 1542–1567. https://doi.org/10.1161/CIRCULATIONAHA.120.050371 

Hu, X., Sang, K., Chen, C., Lian, L., Wang, K., Zhang, Y., et al. (2022). Prognostic nutritional index and 
major cardiovascular events in patients undergoing invasive coronary angiography: A 
clinical retrospective study. Journal of Personalized Medicine, 12(10), 1679. 

https://doi.org/10.1111/1747-0080.12663
https://doi.org/10.1093/eurheartj/ehad191
https://doi.org/10.1111/jocn.70193
https://doi.org/10.1016/j.clnu.2024.03.008
https://doi.org/10.1002/ncp.11228
https://doi.org/10.1016/S0140-6736(22)00122-2
https://doi.org/10.1038/s41430-023-01281-z
https://doi.org/10.1111/1747-0080.12913
https://doi.org/10.1161/CIRCULATIONAHA.120.050371


79 

https://doi.org/10.3390/jpm12101679 
James, E., Das, R., Brownson-Smith, R., Rickelton, E., Goodall, S., Nichols, S., et al. (2026). The 

effectiveness of a targeted education intervention to increase protein intake in people with 
CHD: A pilot feasibility randomised controlled trial. British Journal of Nutrition, , 1–9. 
Advance online publication, 27 April 2026. https://doi.org/10.1017/S0007114526107235 

Kaegi-Braun, N., Mueller, M., Schuetz, P., Mueller, B., & Kutz, A. (2021a). Evaluation of Nutritional 
Support and In-Hospital Mortality in Patients With Malnutrition. JAMA Network Open, 4(1), 
e2033433. https://doi.org/10.1001/jamanetworkopen.2020.33433 

Kaegi-Braun, N., Faessli, M., Kilchoer, F., Dragusha, S., Tribolet, P., Gomes, F., et al. (2021b). 
Nutritional trials using high protein strategies and long duration of support show strongest 
clinical effects on mortality: Results of an updated systematic review and meta-analysis. 
Clinical Nutrition ESPEN, 45, 45–54. https://doi.org/10.1016/j.clnesp.2021.08.003 

Kang, S. H., Song, H. N., Moon, J. Y., Kim, S. H., Sung, J. H., Kim, I. J., et al. (2022). Prevalence and 
prognostic significance of malnutrition in patients with acute coronary syndrome treated 
with percutaneous coronary intervention. Medicine, 101(34), e30100. 
https://doi.org/10.1097/MD.0000000000030100 

Kementerian Kesehatan Republik Indonesia (2024). Survei Kesehatan Indonesia (SKI) 2023. 
Badan Kebijakan Pembangunan Kesehatan, Kementerian Kesehatan Republik Indonesia. 
https://kemkes.go.id/id/survei-kesehatan-indonesia-ski-2023 

Kocanda, L., Schumacher, T. L., Plotnikoff, R. C., Whatnall, M. C., Fenwick, M., Brown, L. J., et al. 
(2023). Effectiveness and reporting of nutrition interventions in cardiac rehabilitation 
programmes: a systematic review. European Journal of Cardiovascular Nursing, 22(1), 1–12. 
https://doi.org/10.1093/eurjcn/zvac033 

Kotewitsch, M., Scharnagl, H., Köstler, D., Teschler, M., Garbsch, R., Schäfer, H., et al. (2025). 
Biomarker-based risk assessment of dietary intervention in patients with coronary artery 
disease during cardiac rehabilitation—a quasi-experimental study. Frontiers in Nutrition, 
12, 1669931. https://doi.org/10.3389/fnut.2025.1669931 

Lai, A. R. X., Warrier, M., Ng, E. Z. X., Lin, C., Chin, Y. H., Kong, G., et al. (2023). Cardiovascular 
Outcomes in Acute Coronary Syndrome and Malnutrition: A Meta-Analysis of Nutritional 
Assessment Tools. JACC: Advances, 2(8), 100635. 
https://doi.org/10.1016/j.jacadv.2023.100635 

Lichtenstein, A. H., Appel, L. J., Vadiveloo, M., Hu, F. B., Kris-Etherton, P. M., Rebholz, C. M., et al. 
(2021). 2021 Dietary Guidance to Improve Cardiovascular Health: A Scientific Statement 
From the American Heart Association. Circulation, 144(23), e472–e487. 
https://doi.org/10.1161/CIR.0000000000001031 

Liu, X., Grace, S. L., Ghisi, G. L. M., Shi, W., Shen, C., Oh, P., et al. (2022). Controlled pilot test of a 
translated cardiac rehabilitation education curriculum in percutaneous coronary 
intervention patients in a middle-income country delivered using WeChat: Acceptability, 
engagement, satisfaction and preliminary outcomes. Health Education Research, 37(5), 314–
332. https://doi.org/10.1093/her/cyac022 

Ma, H., Wang, X., Li, X., Heianza, Y., & Qi, L. (2022). Adding Salt to Foods and Risk of Cardiovascular 
Disease. Journal of the American College of Cardiology, 80(23), 2157–2167. 
https://doi.org/10.1016/j.jacc.2022.09.039 

Sinclair, J., Dillon, S., Lowe, N. M., & Melia, A. (2024). Effects of a Nutrition Education Programme 
in Stage IV Cardiac Rehabilitation Patients: A 3-Arm Randomised Controlled Trial. Life, 14(1), 
63. https://doi.org/10.3390/life14010063 

Smyth, A., Judge, C., Kerins, C., McDermott, S., Niland, A., Corcoran, C., et al. (2023). Dietary 
counselling to reduce moderate sodium intake: Effects on cardiovascular and renal 
biomarkers: Primary findings of the COSIP and STICK phase II feasibility randomised 
controlled trials. eClinicalMedicine, 57, 101856. 
https://doi.org/10.1016/j.eclinm.2023.101856 

Souza, M. B., Souza, C. A., Ladeira, V. E., Martins, T. M. M., Silva, L. A., Chagas, G. M., et al. (2026). 
Adherence to nutritional recommendations by patients undergoing cardiovascular 
rehabilitation: A randomized controlled trial. Nutrition, 147, 113186. 

https://doi.org/10.1017/S0007114526107235
https://doi.org/10.1001/jamanetworkopen.2020.33433
https://doi.org/10.1016/j.clnesp.2021.08.003
https://doi.org/10.1097/MD.0000000000030100
https://kemkes.go.id/id/survei-kesehatan-indonesia-ski-2023
https://doi.org/10.1093/eurjcn/zvac033
https://doi.org/10.3389/fnut.2025.1669931
https://doi.org/10.1016/j.jacadv.2023.100635
https://doi.org/10.1161/CIR.0000000000001031
https://doi.org/10.1093/her/cyac022
https://doi.org/10.3390/life14010063
https://doi.org/10.1016/j.eclinm.2023.101856


80 

https://doi.org/10.1016/j.nut.2026.113186 
Thibault, R., Abbasoglu, O., Ioannou, E., Meija, L., Ottens-Oussoren, K., Pichard, C., et al. (2021). 

ESPEN guideline on hospital nutrition. Clinical Nutrition, 40(12), 5684–5709. 
https://doi.org/10.1016/j.clnu.2021.09.039 

Van den Berg, G., Vermeulen, H., Conroy, T., Van Noort, H., Van der Schueren, M. A. E., & Huisman-
de Waal, G. (2023). Factors influencing the delivery of nutritional care by nurses for 
hospitalised medical patients with malnutrition: A qualitative study. Journal of Clinical 
Nursing, 32(15-16), 5147–5159. https://doi.org/10.1111/jocn.16614 

Virani, S. S., Newby, L. K., Arnold, S. V., Bittner, V., Brewer, L. C., Demeter, S. H., et al. (2023). 2023 
AHA/ACC/ACCP/ASPC/NLA/PCNA Guideline for the Management of Patients With Chronic 
Coronary Disease: A Report of the American Heart Association/American College of 
Cardiology Joint Committee on Clinical Practice Guidelines. Journal of the American College 
of Cardiology, 82(9), 833–955. https://doi.org/10.1016/j.jacc.2023.04.003 

Visseren, F. L. J., Mach, F., Smulders, Y. M., Carballo, D., Koskinas, K. C., Bäck, M., et al. (2021). 2021 
ESC Guidelines on cardiovascular disease prevention in clinical practice. European Heart 
Journal, 42(34), 3227–3337. https://doi.org/10.1093/eurheartj/ehab484 

Wong, A., Huang, Y., Sowa, P. M., Banks, M. D., & Bauer, J. D. (2022). Effectiveness of dietary 
counseling with or without nutrition supplementation in hospitalized patients who are 
malnourished or at risk of malnutrition: A systematic review and meta-analysis. Journal of 
Parenteral and Enteral Nutrition, 46(7), 1502–1521. https://doi.org/10.1002/jpen.2395 

Wunderle, C., Gomes, F., Schuetz, P., Stumpf, F., Austin, P., Ballesteros-Pomar, M. D., et al. (2023). 
ESPEN guideline on nutritional support for polymorbid medical inpatients. Clinical Nutrition, 
42(9), 1545–1568. https://doi.org/10.1016/j.clnu.2023.06.023 

Zhang, D., Tay, L. B. G., Lim, S. F., Ang, J. Y. H., Tong, C. C. Y., Tang, C. Y. L., et al. (2024). Improving 
nutrition care and diet intake for hospitalised older people at risk of malnutrition through a 
nurse-driven mealtime assistance bundle. International Journal of Older People Nursing, 
19(1), e12590. https://doi.org/10.1111/opn.12590 

 

https://doi.org/10.1016/j.nut.2026.113186
https://doi.org/10.1016/j.clnu.2021.09.039
https://doi.org/10.1111/jocn.16614
https://doi.org/10.1016/j.jacc.2023.04.003
https://doi.org/10.1093/eurheartj/ehab484
https://doi.org/10.1016/j.clnu.2023.06.023
https://doi.org/10.1111/opn.12590

	INTRODUCTION
	METHODS
	Study Design and Setting
	Patient
	Data Collection and Nutritional Screening
	Nutrition Care Process
	Monitoring and Data Analysis
	Data Credibility and Ethical Considerations
	Data credibility was strengthened through triangulation of information obtained from patient and family interviews, direct clinical observations, anthropometric measurements, dietary intake assessments, and medical record reviews. All stages of nutrit...
	The study was conducted in accordance with ethical principles emphasizing respect for patient autonomy, privacy, confidentiality, and well-being. Before data collection, the patient received a clear explanation of the study objectives and procedures a...
	Ethical approval was obtained from the Health Research Ethics Committee of Poltekkes Kemenkes Palu (Approval No. 000969/KEPK POLTEKKES KEMENKES PALU/2025). The electronic ethics approval process was completed on March 20, 2025, before data collection ...
	RESULTS
	Patient Characteristics and Nutritional Screening
	Anthropometric, Clinical, and Biochemical Status
	Table 1. Anthropometric, Clinical, and Biochemical Status
	Pre-Illness Dietary Pattern
	Table 2. Pre-Illness Dietary Pattern
	Initial Dietary Intake
	Table 3. Initial Dietary Intake
	Nutrition Diagnoses
	Nutrition Intervention
	Monitoring and Evaluation of Intake
	Daily Nutrient Intake Adequacy Over Seven Days (% of Estimated Requirements)
	DISCUSSION
	Obesity Does Not Exclude Nutritional Risk Of Inadequate Intake
	Acute Intake Deficit Should Interpreted in the Clinical Context
	Daily Monitoring Reveals Clinically Relevant Fluctuation
	Nursing Role in Nutritional Screening and Mealtime Monitoring
	Interprofessional Collaboration Between Nurses and Nutrition Professionals
	Diet Education, Acceptability, and Secondary Prevention
	Sodium Restriction and Individualization of the Cardiac Diet
	Protein Adequacy and the Tension Between Energy Restriction and Acute Nutritional Risk
	IMPLICATION FOR NURSING PRACTICE
	POSITION OF THE NUTRITION CARE PROCESS WITHIN COLABORATIVE CARE
	LIMITATIONS
	CONCLUSION
	Authors’ Contribution Statement: Dwi Erma Kusumawati was responsible for study implementation, clinical and nutritional data collection, data analysis and interpretation, and preparation of the initial manuscript draft. She also provided scientific an...
	Conflicts of Interest: The authors declare no conflict of interest.
	Source of Funding: This study was self-funded and received no external funding.
	Acknowledgments: The authors thank Undata Regional General Hospital, the health professionals involved in the patient's care, the research supervisors, and the patient and family for their support of this study.
	BIBLIOGRAPHY

