
 
 
January 25, 2018 

 

 

John R. Graham 

Acting Assistant Secretary for Planning and Evaluation, Room 415F 

U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Washington, D.C. 20201 

 

RE:  Request for Information, Promoting Healthcare Choice and Competition Across the United States  

 

 

Dear Acting Assistant Secretary Graham, 

 

We appreciate the opportunity to comment on the ASPE Request for Information (RFI) for Executive 

Order 13813, “Promoting Healthcare Choice and Competition Across the United States.” 

 

As a coalition of more than 65 organizations dedicated to combatting older adult malnutrition, we agree 

that we should have a healthcare system that provides high-quality care at affordable prices for the 

American people. 

 

We believe that the Administration should consider adding the flexibility for both Original Medicare and 

Medicare Advantage’s supplemental benefits to include more meals for older adults who are diagnosed as 

malnourished, at risk of malnutrition, and/or who have a chronic disease. The current restrictions on this 

prevent seniors from being able to access the true care they need. 

 

High-quality nutrition and malnutrition care for older adults should be at the top of the U.S. national 

agenda as we develop population health strategies to improve health and to deliver consistent quality 

healthcare at an affordable cost. The National Blueprint: Achieving Quality Malnutrition Care for Older 

Adults1 released earlier this year pointed to the increasing body of statistics and health economics data 

showing the human and economic costs of malnutrition. With Medicare spending projected to rise at a 

higher rate than overall health spending, we appreciate the urgency to secure the future of “healthy 

aging,” and we believe it starts with attention to nutrition. 

 

The malnutrition problem 

 

Malnutrition, a nutrition imbalance that affects both overweight and underweight patients, is 

unfortunately a common issue across all care settings.  In the acute care hospital setting, it is estimated 
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that approximately 20 to 50 percent of admitted patients are malnourished or at-risk of malnutrition.23456 

Chronic disease increases the risk of malnutrition in older adults.  Studies estimate the prevalence of 

malnutrition in cancer patients is 30-87 percent,7 in chronic kidney disease is 20-50 percent,8 and in 

chronic obstructive pulmonary disease is 19-60 percent.9 
 

Further, malnutrition can cause adverse and costly outcomes.  Research documents that malnourished 

older adults make more visits to physicians, hospitals, and emergency rooms.  The nutritional status of 

malnourished patients can continue to worsen throughout an inpatient stay, which may lead to further 

increased costs.   Studies show that malnutrition, as a contributing factor to post-hospital syndrome, can 

increase a patient’s risk for a 30-day readmission, often for reasons other than the original diagnosis.10 For 

example, 45% of patients who fall in the hospital have malnutrition; costs for falls overall to Medicare 

totaled $31 billion in 2015.1112 

 

The business case for this model 

 

Because malnutrition is so costly to the healthcare system and so harmful to patients, treating and 

preventing older adult malnutrition should be a top priority for Medicare.  

 

Currently, home-delivered meals are only available on a limited basis to Original Medicare and Medicare 

Advantage beneficiaries and are restricted to those with very specific underlying medical needs for a 

defined time-period. However, programs such as Medicare’s PACE (Program of All-Inclusive Care for 

the Elderly) and certain Medicaid waivers fund home-delivered meals for more beneficiaries for longer 

periods of time (up to 30 days). Such programs complement existing community programs including the 

Older Americans Act home-delivered meals programs (also known as “Meals on Wheels”), which may 

not have adequate funding to meet the needs of all older adults requiring specialized post-hospital diets. 

 

Further, these home-delivered meals programs generally have been shown to improve health outcomes for 

older adults, ultimately saving Medicare money.13 Disease-associated malnutrition in older adults directly 
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costs our healthcare system $51.3 billion annually; poor nutritional status raises healthcare costs 300 

percent.14 By spending a small amount on these meals now, we can prevent future increases in cost that 

ripple across the entire system, driving up prices on all healthcare products. 

 

Thank you for the opportunity to comment on this RFI. If you would like to follow up on these 

comments, please contact Meredith Ponder Whitmire at mponder@matzblancato.com.   

 

 

Sincerely, 

 

Bob Blancato 

National Coordinator 

Defeat Malnutrition Today 

                                                           
14 Defeat Malnutrition Today. 
http://defeatmalnutrition.today/sites/default/files/documents/CMKT_15_00385a_Malnutrition_Info_Graphic_On
ePage_Update_FA.pdf, Accessed November 17, 2017.  
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