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BSTRACT
t is the position of the American Die-
etic Association that the quality of life
nd nutritional status of older adults
esiding in health care communities
an be enhanced by individualization to
ess-restrictive diets. The Association
dvocates the use of qualified regis-
ered dietitians (RDs) to assess and
valuate the need for nutrition care ac-
ording to each person’s individual
edical condition, needs, desires, and

ights. Dietetic technicians, registered,
rovide support to RDs in the assess-
ent and implementation of individu-

lized nutrition care. Individual rights
nd freedom of choice are important
omponents of the assessment process.
n RD must assess each older adult’s

isks vs benefits for therapeutic diets.
lder adults select housing options

hat provide a range of services from
inimal assistance to 24-hour skilled
ursing care. Food is an important part
f any living arrangement and an es-
ential component for quality of life. A
herapeutic diet that limits seasoning
ptions and food choices can lead to
oor food and fluid intake, resulting in
ndernutrition and negative health ef-

ects. Including older individuals in de-
isions about food can increase the de-
ire to eat and improve quality of life.
he expansion of health care communi-
ies creates a multitude of options for
Ds and dietetic technicians, regis-

ered, to promote the role of good food
nd nutrition in the overall quality of
ife for the older adults they serve.

Am Diet Assoc. 2010;110:
554-1563.

0002-8223/$36.00
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ESCRIPTION OF THE POPULATION
he number of older adults is ex-
pected to increase to 55 million
in 2020 and the older than age 85

ears population will reach 6.6 mil-
ion, a 15% increase (1). The projected
rowth of this population challenges
he health care system, as well as
orkforce demand for registered die-

itians (RDs) and dietetic technicians,
egistered (DTRs), who provide nutri-
ion care for an aging population re-
iding in a variety of settings. Collab-
ration between RDs and DTRs will
e important as they strive to imple-
ent the Nutrition Care Process (2).
In 2008, 4.1% of Americans aged 65

ears or older (1.44 million) lived in
n institutional setting such as a
ursing facility where Medicaid is the
rimary payer for the care they re-
eive (2). It is estimated that 83% of
he Medicare beneficiaries residing in
ursing facilities require assistance
ith one or more activities of daily

iving, and 67% have difficulty with
hree or more activities of daily living,
ncluding assistance with eating (2).
ensory impairments, including den-
ition, are prevalent in 32% of people
lder than age 85 years and 23% of
eople older than age 65 years, poten-
ially leading to limited food selection
3).

The most common and costly
hronic diseases diagnosed in older
dults (older than age 65 years) are
eart disease, stroke, cancer, and di-
betes mellitus (4). These conditions
ontribute to decline in function and
uality of life, and ultimately affect
bility to continue to live indepen-
ently.

EALTH CARE COMMUNITIES
s a result of the growth of the older
dult population in the United States,
he range of housing accommodations

nd community services has ex- p

ON © 2010
anded. The type of food and nutri-
ion care offered may depend on the
iving environment. RDs and DTRs

ust be flexible and willing to adapt
heir clinical skills to meet the needs
f individuals in a variety of settings
anging from custodial care to skilled
ursing care.

ong-Term Care and Short-Term
ehabilitation
he typical long-term care skilled fa-
ility changed dramatically when
edicare policy shifts created an in-

ux of short-stay, post-hospitaliza-
ion admissions with more medically
omplex conditions. In addition, state
edicaid policy modifications avoided

r delayed admission for lower acuity
ong-term residents. These changes
reated two different patient popula-
ions: short-stay residents requiring
ntense rehabilitation and/or medi-
ally complex care; and older, more
isabled long-term residents with
edically complex conditions. The av-

rage length of stay for short-term
ehabilitation residents is 33 days
ompared to 835 days for the longer-
erm stays (3).

A short-term stay resident is typi-
ally a younger person recovering
rom knee or hip replacement or a
rief illness. An individual recovering
rom surgery requires additional en-
rgy and protein for healing vs a
trict therapeutic diet. An RD has the
pportunity to discuss the benefits of
ealthy eating before discharge or
ay assign this education component

o a competent DTR. Offering specific
ecommendations focused on an in-
ividual’s nutritional requirements,
uch as a consistent carbohydrate
iet for a person with diabetes, is a
roactive approach to improve chan-
es for a positive recovery and im-
roved future health. The educational

rocess could include referral to an

by the American Dietetic Association
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ppropriate agency or program, such
s home-delivered meals, or a postdis-
harge follow-up by an RD or compe-
ent DTR, as assigned by the RD.

The Centers for Medicare and Med-
caid Services (CMS) and state agen-
ies are the regulatory bodies for
ong-term care facilities. Licensed
ealth care facilities, programs, and
gencies must meet the conditions of
articipation to participate in Medi-
are and Medicaid programs and re-
eive payment for beneficiary care.
he conditions of participation are
inimum health and safety legal re-

uirements that are the foundation
or improving quality and protecting
he health and safety of beneficiaries
nd are published in the Code of Fed-
ral Regulations. The rules are avail-
ble in Appendix PP—Guidance to
urveyors for Long Term Care Facil-

ties of the CMS’s State Operations
anual (5). Accreditation by The

oint Commission is voluntary and
upplements the conditions of partic-
pation mandated by the CMS. In
009 there were 1,100 long-term care
acilities accredited by The Joint
ommission, which conducts perfor-
ance improvement surveys every 3

ears (6).
Long-term care facilities are sur-

eyed by state or federal agencies at a
inimum of every 9 to 15 months,
ith additional complaint surveys

onducted in between if needed. Most
tate regulations mirror the federal
urvey and certification standards.
ederal regulations require that “The

acility must employ a qualified dieti-
ian either full time, part time, or on a
onsultant basis.” The CMS requires
ach facility to be licensed by the
tate to be certified for CMS payment.
tate facility licensure laws therefore
eet or exceed CMS regulations. In

he case of nursing facilities, all but
wo states expand on the CMS’s defi-
ition of qualified dietitian. For ex-
mple, some states require that the
ualified dietitian be only an RD.
ther states, particularly those with
ietitian licensing or certification,
ay require a licensed/certified RD or

n RD or licensed/certified dietitian.
ther states require just education
nd training equivalent to RD train-
ng. All of these options technically

eet CMS requirements.
State regulations may or may not

efine required RD hours each

onth. However, based on the cur- e
ent medically complex population in
ong-term care facilities, an RD’s re-
uired time often exceeds any mini-
um state requirements. Because

ach facility is unique, an RD should
egotiate hours based on the time re-
uired to achieve the goals of nutri-
ion services for the facility and its
esidents.
In the State Operations Manual,

ach federal tag number is associated
ith a regulation that provides inter-
retive guidance to assist surveyors
n determining if a facility is compli-
nt with the regulation. F 325 Nutri-
ion loosely follows the American Di-
tetic Association’s (ADA’s) Nutrition
are Process to assist in the manage-
ent of an individual’s nutrition care.
he Nutrition Care Process is de-
igned to improve the consistency and
uality of individualized care. There
re four steps in the process: nutri-
ion assessment, nutrition diagnosis,
utrition intervention, and nutrition
onitoring and evaluation (7).
Interventions highlighted in F 325

nterpretative guidance include re-
ident choice, diet liberalization,
eight related interventions, and
eeting nutrition needs (8). Follow-

ng the Nutrition Care Process, an RD
r DTR as assigned, must individual-
ze interventions, maintain or im-
rove quality of life, and adhere to
esidents’ rights. CMS tag F 150 Res-
dent’s Rights, which is linked to F
25 Nutrition, notes that facilities
eed to “determine if the resident’s
reference related to nutrition and
ood intake were considered” in mak-
ng decisions related to his or her care
8). A resident has the right to refuse
reatment, which may include a ther-
peutic diet.

ome- and Community-Based
ervices (HCBS)
CBS, operated under the CMS Med-

caid programs, include adult day
are services, home care, home
ealth/hospice programs, and the
rogram for All-inclusive Care for the
lderly. HCBS provide some overlap-
ing but distinct services that differ
rom the 24-hour round-the-clock
ursing care in a nursing facility (9).
he HCBS waiver program estab-

ished by the federal government
nder Section 1915 (c) of the Social
ecurity Act may include home-deliv-

red meals and nutrition counseling o

October 2010 ● Journal
10). Only 29 states have chosen this
ption as part of the Medicaid waiver
rogram. Programs for All-inclusive
are for the Elderly vary by state and

nclude day programs with supportive
ervices such as rehabilitation aides,
peech, and occupational therapists
nd perhaps a medical director and/or
utrition services. In 2009, 2.8 mil-

ion senior citizens in the United
tates received Medicaid HCBS ser-
ices and 300,000 individuals were on
aiting lists. States providing HCBS
ave evidence indicating that offering
ommunity-based services is less ex-
ensive than institutionalized care
11). Currently the role of RDs and
TRs is limited in HCBS. However,
s the population ages, additional
CBS programs will open, providing
otential opportunities for RD/DTR
ervices. Availability of RD/DTR ser-
ices may depend on reimbursement,
aking it imperative that RDs and
TRs work at the grassroots level to

upport public policy for these impor-
ant services (12).

ssisted Living Facilities
he Department of Health and Hu-
an Services defines assisted living

acilities as residential settings that
rovide either routine general protec-
ive oversight or assistance with ac-
ivities necessary for independent liv-
ng to mentally or physically limited
ersons. Assisted living is a philoso-
hy of service that focuses on maxi-
izing each individual’s indepen-

ence and dignity. It emphasizes
exibility, individualized supportive
ervices and provision of health care.
nvolvement of the community, as
ell as the individual’s family, neigh-
ors, and friends, is encouraged (13).
n 2009, there were approximately
,000 assisted living facilities in the
nited States that were either stand-
lone buildings or part of a Continu-
ng Care Retirement Community
CCRC). During 2006, 882 RDs were
mployed in assisted living facilities.
In 2009, the majority of those resid-

ng in assisted living facilities were
omen (74%) requiring assistance
ith two or more activities of daily

iving, including eating (12%) and
eal preparation (87%). According to

he Assisted Living Resident Profile
onducted by the National Center for
ssisted Living, the average age of

lder adults in assisted living facili-
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ies in 2009 was 86.9 years. Due to
igher acuity levels, about one third
f individuals who live in this setting
pend the last month of their lives in
he facility (14). There are no federal
egulations governing assisted living
acilities; however, every state has its
wn regulatory oversight. Private pay
s the primary funding source, but 41
tates have some type of Medicaid
aiver or Medicaid State Plan, which

upplemented care for 131,208 bene-
ciaries in 2009 (13).
One hundred fifty-three national

ging and health experts were sur-
eyed (15) on their perception of the
tate regulations for assisted living
acilities’ food and nutrition services.
he 18 indicators on the survey in-
luded questions on dining room en-
ironment, food safety and sanita-
ion, number of employees, meal
uality, menu standards, and thera-
eutic nutrition service. The indica-
or, “menus have nutrition stan-
ards,” was included in 40 states’
egulations; 32 states include “thera-
eutic diet order must be provided
nd ordered by a medical director”
nd only 28 states’ regulations noted
if the resident needs a therapeutic
iet, the facility policy is to contract
ith an RD to plan menus and super-
ise meal preparations.” The authors
oncluded that voluntary standards
nd best-practice models for food and
utrition services for assisted living
acilities may improve the quality of
ood and nutrition services. Individu-
ls residing in assisted living facili-
ies, as well as the staff, benefit from
nclusion of an RD on the interdisci-
linary team.

CRCs
CRCs promote independent living

hrough long-term contracts that pro-
ide for housing, services, and nursing
are, usually in one location. Housing
hoices may include independent living
partments, assisted living, and nurs-
ng facility care. The goal of CCRCs is
o provide a seamless transfer between
evels of care as deemed appropriate for
ach individual. The number and type
f CCRCs vary by state.
There are three basic financial con-

racts offered for residents of CCRCs:
xtensive contracts, with unlimited
ong-term nursing care at little or no
ncrease in the monthly fee; modified

ontracts that include a specified q

556 October 2010 Volume 110 Number 10
mount of long-term nursing care with
dditional care being the responsibility
f the individual; or a fee-for-service
ontract that includes a daily rate for
ong-term-care services (16). Some
CRCs are accredited by the Commis-
ion on Accreditation of Rehabilitative
ervices, a non-profit accrediting orga-
ization (17). The accrediting process

ncludes voluntary evaluation of the fa-
ilities. The role of RDs and DTRs can
ary depending on the setting and how
he CCRCs are licensed or regulated.
lder adults residing in CCRCs may
enefit from nutrition and fitness edu-
ation for healthy aging.

ULTURE CHANGE AND PERSON-
ENTERED CARE
ollowing the 1987 Omnibus Budget
econciliation Act, The CMS issued

he Medicare and Medicaid programs
urvey, certification, and enforcement
f skilled nursing facilities final rule.
he focus of the 1987 Omnibus Bud-
et Reconciliation Act was to improve
he quality of life for individuals and
ncrease their role in making in-
ormed decisions about their own
are. In 1998 the Prospective Pay-
ent System legislated how skilled

ursing facilities received payment
or specific services (18). The Prospec-
ive Payment System emphasizes the
edical vs the social model of provid-

ng care and services. In recent years,
he model for long-term care settings
as gone through a major paradigm
hift from the traditional institu-
ional, medical environment to more
nteractive communities that focus on

Old terminology

Allow
Elderly
Wing, unit
Institutional care
Feeder table
Feeder
Facility, institution, nursing home
Dietary service, foodservice
Tray line
Nourishment
Bib
Diabetic

igure. Culture change/person-centered sugg
ission from reference 20: “The Language of
etwork. http://www.pioneernetwork.net/Cultu
uality of life, individual choice, and a e
ore person-centered, home-like cul-
ure.

Culture change and person-centered
are are national movements designed
o transform services for older adults,
egardless of their living arrangement.
hese movements are based on person-
entered values. The core values are
ignity, respect, self-determination,
nd purposeful living (19).
Culture change challenges health

are providers to adapt terminology
hat embraces the four core values.
choeneman’s article (20) on the lan-
uage of culture change offers expres-
ions that communicate the changing
hilosophy. The Figure indicates the
ld terminology vs the suggested new
erminology related to dining (20). Al-
hough culture change or person-cen-
ered care is encouraged in all senior
ousing settings, the CMS has in-
luded the concept in many of the re-
ised interpretive guidelines for nurs-
ng home survey and certification. A
MS document published in 2008 ac-
nowledged support of the culture
hange movement stating, “the prin-
iples behind culture change echo [the
987 Omnibus Budget Reconciliation
ct’s] principles of knowing and re-
pecting each nursing home resident
nd providing individualized care
hat best enhances each resident’s
uality of life” (21). A CMS Interpre-
ive Guidelines memo dated April 10,
009, outlines specific principles that
mbrace resident choice (22). Federal
ursing home regulations, specifi-
ally 42 CRF §483.15(a) Dignity, ad-
resses promoting resident indepen-
ence and dignity in dining. For

Suggested terminology

Encourage, welcome
Elder, older adult, individual
Household, neighborhood, street
Individual care
Dining table
Person who needs help eating
Home life center, living center
Dining services
Fine dining
Snack
Napkin, clothing protector
Person who has diabetes

d terminology for dining. Adapted with per-
ture Change” by Karen Schoeneman. Pioneer
ange/Language.
este
Cul
xample, “Avoid using ‘bibs’ at meal

http://www.pioneernetwork.net/CultureChange/Language
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ime which are not age appropriate
or an older adult, and instead offer
apkins or clothing protectors.” The
nterpretive guideline for PP/483.
5(b), F242 Self-Determination and
articipation states: “Resident should
hoose activities/schedules, including
ining times.” PP/483.35(i), F371
anitary Conditions F Tag 371 Sani-
ation states, “The food procurement
equirements for facilities are not in-
ended to restrict resident choice. All
esidents have the right to accept food
rought to the facility by any visi-
or(s) for any resident.”

Freedom of choice encourages resi-
ents to determine when and where
hey will dine, what type and how
uch food they will select. Individu-

lization of the diet provides RDs and
TRs a window of opportunity to pro-
ote healthy menus and choices that

nclude foods abundant in nutrients,
avor, color, and variety.

OES FOOD CHOICE IMPROVE
ONSUMERS’ PERCEPTION OF DINING IN
EALTH CARE COMMUNITIES?
ost people look forward to mealtime

nd the chance to enjoy good food and
ocialize with others. Eye-appealing,
amiliar menu options that meet nu-
ritional needs may decrease the risk
f undernutrition and unintended
eight loss in older adults. Undernu-

rition has been defined as “protein
nd energy deficiency which is re-
ersed solely by the administration of
utrients” (23). A strict, unappealing
herapeutic diet is not beneficial un-
ess it is actually consumed and can
ctually be detrimental to an older
dult at risk of undernutrition or un-
ntended weight loss (24).

The culture change movement ex-
ands dining options available in
any heath care communities. Sur-

eys indicate a higher level of satis-
action when dining programs are in-
ividualized to meet a wide range of
onsumer expectations. Relaxing di-
tary restrictions and expanding
hoices includes consideration of sev-
ral key areas. RDs and DTRs should
ollaborate with a facility’s dining
ervices director or chef to determine
enu and food options and initiate an

ppropriate action plan. Staff train-
ng modules incorporated in the plan
hould include:

dining options such as select

menus, buffet dining, restaurant- t
style service, and family-style din-
ing;
methods for seasoning food to en-
hance flavors such as using herbs
and spices rather than high-sodium
alternatives;
menu options that offer consistent
levels of carbohydrate;
suggestions for increasing fiber and
offering seasonal fresh fruits and
vegetables;
adhering to food safety and sanita-
tion guidelines; and
implementing budgetary and cost-
control measures while maintain-
ing quality.

Regardless of the setting, older
dults should be involved in decisions
egarding menus and creative dining
rograms. Two studies on creative
ining in nursing homes, such as buf-
et dining or meal portioning on the
esident floors, resulted in both in-
reased food consumption and meal
atisfaction (25,26). Menus should re-
ect the cultural, ethnic, and individ-
al choices of the client population
nd should be approved by an RD be-
ore implementation.

enu Options and Suggestions

elective Menus. Some facilities choose
o offer a selective menu rather than a
raditional nonselective menu with
ultiple therapeutic diets. To allow

or individualized diets, consider sev-
ral menu options in addition to the
egular diet, such as a consistent car-
ohydrate diet for those with diabetes
nd altered texture diets for individ-
als with chewing or swallowing
roblems. Rotate the options on the
elective menu to allow more variety
n choices. Adding a meaningful icon
ext to the foods on the menus that
re moderate in fat, sugar, or sodium
an allow for a subtle form of educa-
ion, which may help individuals
hoose appropriate foods to help man-
ge hyperlipidemia, diabetes, or
ypertension.
onselective Menus. Although allowing
or choice is the ideal option, if a fa-
ility offers only nonselective menus,
here are still ways to enhance vari-
ty and choice. Keep individual food
references up to date to allow for
ppropriate substitution and to en-
ure that individuals receive foods

hey enjoy. Consider establishing a a

October 2010 ● Journal
ining committee to incorporate fa-
orite menu items or recipes into the
enu plan. Expand the menu cycle

eyond the traditional 4- or 5-week
ycle to increase variety.
estaurant-Style Menus. Restaurant-style
enus provide the most popular foods

rom the community. Many facilities
ffer traditional daily cycle menus as
he “special of the day” and add addi-
ional menu options such as vegeta-
les, salads, sandwiches, or grilled
tems that can be prepared in ad-
ance or on demand. Waiter/waitress
ervice allows for a more catered din-
ng experience.

ining Programs
uffet-Style Dining. It is well known
hat the aroma of food stimulates the
ppetite. Consider relocating the
team table to the dining room for
ervice or offering buffet-style service.
ncourage individuals to participate

n choosing foods from the buffet and
rovide assistance to those who need
t. Individuals should be allowed to
ee and smell the food and select the
ype and quantity they desire. A
hoice of entrées, side dishes, des-
erts, soup, salad bars, and dessert
ars allows for a variety of choices.
nclude a variety of soft foods for in-
ividuals on mechanical soft diets.
areful planning, flexible dining
ours, and open seating allow for re-

axed dining and reduce the need to
ush meals. Several studies note in-
reased meal consumption and
eight gain with buffet-style vs tray

ervice (27,28).
reen House and Neighborhood Living. As-
isted living facilities, CCRCs, and
ome nursing homes are developing
neighborhoods” where accommoda-
ions for up to 20 individuals are lo-
ated around a central area that in-
ludes a kitchen, dining room, and
iving space. The Green House con-
ept developed by William Thomas,
D, is generally a home with 10 bed-

ooms clustered around an open
itchen, dining, and living area with
ccess to a courtyard. The staff who
repare and serve the food are often
he same staff who assist residents
ith activities of daily living. Consis-

ency in staffing assignments helps to
reate a family-like atmosphere. Indi-
iduals living in the facility may as-
ume an active role in food selection

nd even food preparation as desired.

of the AMERICAN DIETETIC ASSOCIATION 1557
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elaxed individualized diet plans are
ppropriate since family-style dining
s common practice in these living
ituations.
ive Meals vs Traditional Three. The five-
eal-a-day plan offers a continental

reakfast, usually served in a per-
on’s bedroom, a brunch at midday in
he dining room, a moderate lunch at
idday, dinner in the dining room

bout 4:00 or 5:00 PM, followed by a
ourishing snack in the evening. In-
ividual selection is the cornerstone
f this menu style. Communities us-
ng this plan have reported increased
atisfaction and reduced food waste.
ne small study to determine
hether five meals vs three meals
ould improve energy intake among
lder adults with dysphagia resulted
n similar energy intake but improved
uid intake (29).
amily-Style Dining. Family-style din-
ng is similar to how most people eat
t home: serving food in bowls or plat-
ers that are passed around the table.
taff and residents dine together,
hich helps increase socialization at
eal time. This works particularly
ell for individuals who are able to
at independently and/or those who
ave dementia. According to several
tudies, family-style dining had a pos-
tive effect on the food intake of older
dults primarily because of the inter-
ction between staff and residents,
hich created a positive social atmo-

phere (30).
ocial Functions. Social functions offer
he opportunity to collaborate with
lder adults, families, and staff to in-
orporate popular food selections at
ocial functions that are tasty and
ealthy. Beverage stations offering a
ariety of selections such as juices,
offee, or tea encourage consumption
f fluids and nutrients. The aroma
reated by bread machines, soup ket-
les, or popcorn machines located in
ommon areas can result in increased
nergy consumption. For individuals
ho participate in cooking activities,

ecipes that are moderate in energy
an be enjoyed by most individuals.
hese in-between-meals foods can
ave a positive benefit, especially for

ndividuals struggling to consume an
dequate diet at meal time. A recent
tudy on the benefits of snacking re-
orted that snacking made a signifi-
ant contribution in terms of total en-

rgy consumed. Snacking contributed D

558 October 2010 Volume 110 Number 10
4% of daily protein and approxi-
ately 25% of energy intake (31). A

tudy conducted by Meals-on-Wheels
ssociation of America examined
ommunity residing adults aged 60 to
0 years who had experienced weight
oss, and compared a test group that
eceived three meals and two snacks
aily with a group that received the
raditional three meals a day. The
tudy concluded that weight loss was
eversed in the test group (32).

O ALL OLDER ADULTS IN HEALTH
ARE COMMUNITIES REQUIRE

NDIVIDUALIZED NUTRITION
NTERVENTIONS TO PROMOTE THE
EAST-RESTRICTIVE DIET?
egardless of the living environment
hosen by an older person, the aging
rocess results in physiological, psy-
hological, and social changes that
ay have an effect on appetite and

ood consumption. A number of stud-
es indicate that there is an associa-
ion between aging and declining en-
rgy intake (33,34). Comparisons
etween 25- and 70-year-olds esti-
ated that men’s intake declines by

,000 to 1,200 kcal daily and women’s
y 600 to 800 kcal daily (35). The
hird National Health and Nutrition
xamination Survey demonstrated a
ecrease in total energy intake lead-
ng to decreased protein intake.
dults older than age 60 years scored
nly 68 out of 100 points on the 2005
ealthy Eating Index. Data from the
000-2001 Healthy Eating Index indi-
ated more than 80% of older adults
onsumed diets that needed improve-
ent. Recommended dietary im-

rovements included consuming more
hole grains, dark-green and orange
egetables, and low-fat dairy prod-
cts (36). The 2005 Dietary Guide-

ines for Americans emphasize the
eed to consume a variety of foods
ithin and among the basic food
roups while staying within energy
eeds, to be physically active daily,
nd to choose fats and carbohydrates
isely for good health (36). Consider-

ng the impaired physical functioning
nd poor or declining dietary intake
hat occurs with aging, individualized
utrition care and education is appro-
riate for the majority of older adults
n health care communities. For frail
lder adults, referral to an RD and/or

TR for individualized nutrition in- v
erventions to promote the least re-
trictive diet is appropriate.

HYSICAL AND MEDICAL FACTORS
FFECTING NUTRITIONAL STATUS
nintended Weight Loss
nintended weight loss is defined as
gradual, unplanned weight loss that
ay occur slowly over time or have a

apid onset. In older adults, a 5% or
ore unplanned weight loss in 30

ays often results in protein-energy
ndernutrition as critical lean body
ass is lost (37). Skeletal muscle loss

an occur from starvation, cachexia,
r sarcopenia. Starvation is the inad-
quate consumption of protein and
nergy, which is reversed by intake of
utrients (37). Cachexia is severe
asting accompanying diseases such
s cancer (37). Sarcopenia is the loss
f skeletal muscle associated with ag-
ng, which leads to reduced strength
nd exercise ability (38). Thomas (39)
oted that unintended weight loss in
lder adults is a significant risk factor
or mortality, and Murden and Anslie
40) indicated a loss of 10% in 6
onths was a strong predictor of mor-

ality in older adults. Anorexia of ag-
ng factors that may lead to undernu-
rition includes weight loss, reduced
ppetite, and declining metabolic rate
39).

In October 2009, ADA’s unintended
eight loss task force completed
uidelines for the ADA Evidence
nalysis Library. The target popula-

ion for these evidence-based guide-
ines is adults aged 65 years and older
ith unintended weight loss. The

verall objective of the recommenda-
ions is to provide medical nutrition
herapy guidelines for unintended
eight loss that will increase energy,
rotein, and nutrient intake, improve
utritional status, and improve qual-

ty of life. Nutrition recommendations
ithin the guideline include these

opics: medical nutrition therapy, in-
truments for nutrition screening, as-
essment of food, fluid and nutrient
ntake, collaboration for modified diet
exture, eating assistance, and moni-
oring and evaluating nutritional sta-
us (41). The unintended weight loss
uideline debuts the first nutrition di-
gnosis. Nutrition interventions asso-
iated with individualized diet plans
nclude feeding assistance, dining en-

ironment, collaboration of texture-
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odified diets, evaluation and treat-
ent of depression, and appetite

timulants. Access the guidelines on
ww.adaevidencelibrary.com.
Research supports a positive asso-

iation between poor nutritional sta-
us, weight loss, and eating depen-
ency, in particular for older adults
equiring modified-texture diets (42,
3). Simple interventions may in-
lude opening packets, removing con-
ainer lids, cutting meat at the point
f service, buttering bread, and en-
uring eye glasses or dentures are
vailable as applicable. The key areas
or individualized diet plans for older
dults receiving texture-modified di-
ts include increasing food choice,
ncluding snacks, attention to presen-
ation, correct preparation, and en-
anced taste (44-47). Based on stu-
ies reporting dissatisfaction and
ecreased enjoyment of texture-mod-
fied diets, RDs should collaborate
ith speech-language pathologists to
nsure care plans are individualized
44-46).

As previously mentioned, creative
ining programs can improve quality
f life and meal intake. After review-
ng 238 studies, Stroebele and De
astro (48) concluded that eating
ith others in a comfortable environ-
ent improved nutritional status.
laying music during meals had a
ositive effect on appetite and de-
reased feelings of anxiety and de-
ression.
The relationship between weight

oss, poor nutritional status, and de-
ression is supported by research (48-
0). When individualized interven-
ions fail to improve or stabilize
eight or meal intake, an RD should

ecommend that a patient’s physician
onsider a depression evaluation and
ntidepressant therapies as appropri-
te.
nintended Weight Loss Case Study. An
0-year-old woman moved from her
ome of 40 years to an assisted living
acility. Upon admission, the health
are practitioner interviewing her
nd her son discovered the woman
ad gradually lost weight during the
ast year. Admission anthropometric
alues included height 63 in, weight
15 lb, and usual body weight 130 lb.
hen she lived at home, her advanc-

ng Parkinson’s disease hindered her
rom preparing meals, so she usually

te soup or cereal. Since her hus-
and’s death several months ago, she
as lonely and depressed. The physi-

ian ordered a 1,500-kcal diet, based
n her diagnosis of type 2 diabetes.
wo weeks after admission, her blood
lucose levels were normal, but her
eight was down to 110 lb and she

arely came to the dining room for
eals. The assisted living facility

taff contacted the staff RD and re-
uested a nutrition assessment. Dur-
ng the initial interview, the RD dis-
overed that the resident didn’t come
o the dining room due to difficulty
hewing and the embarrassment it
aused in front of others. She enjoyed
esserts that were not offered on her
urrent diet plan and rarely ate meat.
he RD requested a regular diet,
ased on the 2008 position of the
merican Diabetes Association that

ood containing sucrose can be substi-
uted for other carbohydrates in a
eal plan (51). Evidence guidelines

ontain little research to support re-
trictive nutrition interventions for
iabetes in older adults (52).
Problem Inadequate intake of pro-

ein and/or energy based on recom-
ended needs.
Etiology Difficulty chewing, re-

trictive diet plan, and symptoms of
epression.
Signs and symptoms Gradual
eight loss, rarely comes to the din-

ng room, avoids difficult-to-chew pro-
ein foods, limited food choices, symp-
oms of depression.

Nutrition diagnosis Unintended
eight loss related to intake inconsis-

ent with estimated energy and nutri-
nt requirements as evidenced by
ontinued weight loss of 5 lb in 2
eeks, limited diet prescription, and
ifficulty chewing; symptoms of de-
ression evidenced by remaining in
oom at meal time.

utrition interventions

Collaborate with speech-language
pathologist to determine appropri-
ate diet texture;
recommend the physician change
the diet order to a regular diet with
ground meat based on nutrition di-
agnosis;
recommend a high-energy/high-pro-

tein supplement for evening snack; c

October 2010 ● Journal
collaborate with DTR/dining ser-
vices director to identify food pref-
erences and honor them;
collaborate with staff to encourage
and accompany the resident to dine
in the dining room;
collaborate with staff to offer assis-
tance and monitoring at meal time
to ensure adequate intake;
collaborate with social services to
complete a Geriatric Depression
Scale;
collaborate with physician to evalu-
ate Geriatric Depression Scale and
appropriate anti-depressive the-
rapy;
collaborate with staff to evaluate
weekly weights until stable as de-
termined by the RD; and
collaborate with DTR/dining ser-
vices director to complete a nutrient
intake study.

besity
here is some evidence to support a
lanned weight loss program for
bese older adults to improve their
hysical functioning and reduce med-
cal complications (53). However,
eight reduction in adults with obe-

ity results in loss of both fat mass
nd lean body mass that may trigger
arcopenia (54,55) and functional de-
line (56). Individualized diet plans
hould be implemented with caution,
sing professional judgment based on
he nutrition assessment and an indi-
idual’s overall health goals and
hould include physical activity to as-
ist with retention of lean body mass
nd increased losses of fat mass.

besity Case Study. After surgery for a
otal knee replacement, a 75-year-old
an was admitted to a rehabilitation

acility for physical therapy. Admis-
ion statistics included height 68 in,
eight 285 lb, body mass index 43.3,
nd a physician’s order for an 1,800-
cal diet. He expressed multiple food
omplaints, including hunger.
Problem Inadequate oral food intake.
Etiology Energy-restricted diet plan.
Signs and symptoms Reported

ood complaints.
Nutrition diagnosis Inadequate

rotein-energy intake compared to
ecommendation based on physiologi-

al needs.
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utrition interventions

Recommend the physician order a
regular diet based on nutrition di-
agnosis;
RD and individual will agree on an
education plan that includes diet
and physical activity goals before
discharge; and
RD will negotiate postdischarge fol-
low-up for the individual to receive
a nutrition evaluation.

ardiac Disease/Hypertension
he risk of imposing a cholesterol-
ontrolled diet on an older person
ith poor nutritional intake out-
eighs the positive effect of a lipid-

owering diet (57). Although the
merican Heart Association advo-

ates a 2 to 3 g/day sodium diet as
reatment for congestive heart fail-
re, a randomized control trial of
dults aged 55 to 83 years reported
hat a normal sodium diet improved
ongestive heart failure (58).

Nutrition interventions for older
dults with cardiac disease who are
t nutrition risk should focus on sta-
ilizing blood lipid levels and blood
ressure while preserving eating
leasure. RDs should collaborate with
he dining services department and
mplement menus that work toward

eeting the goals of the Dietary
uidelines for Americans and/or the
ietary Approaches to Stop Hyper-

ension diet, which is rich in potas-
ium, magnesium, calcium, protein,
nd fiber (59). Menus including
hole-grain breads and cereals, juice-
acked fruits, low-fat foods such as
ow-fat dairy, low-fat salad dressings,
rown rice, seasonal fruits, and fresh
r frozen vegetables can help to meet
hese guidelines. Season foods with
alt-free seasonings such as fresh or
ried bay leaves, basil, celery seed,
hyme, garlic powder, onions, lemon
uice, or parsley. Additional recom-

endations are included on the ADA
vidence Analysis Library’s Hyper-

ension Evidenced-Based Nutrition
ractice Guidelines available at www.
daevidencelibrary.com.

lzheimer’s Disease
lzheimer’s disease is the fifth lead-

ng cause of death for individuals
lder than 65 years of age. Fifty per-

ent of those suffering from Alzhei-

560 October 2010 Volume 110 Number 10
er’s disease are older than the age of
5 years (60,61). Walking, pacing,
nd wandering are common in earlier
tages of the disease, and it is some-
imes difficult for these individuals to
it long enough to finish eating a
eal. Nutrition concerns for individ-

als with Alzheimer’s disease include
nintended weight loss, fatigue, and
oor nutritional intake. As Alzhei-
er’s disease advances, cognitive and

unctional declines require increased
ssistance with eating and texture-
odified diets (62).

lzheimer’s Disease Case Study. A 70-
ear-old man with stage 4 (moderate
ognitive decline) Alzheimer’s disease
as admitted to a secure unit in a

killed nursing facility. Assessment
arameters included height 72 in,
eight 150 lb, weight loss of 30 lb
uring the previous 6 months, a ten-
ency to sleep in late and wander dur-
ng the night. This individual would
arely sit down to eat and if redi-
ected to go back and sit down, he
ecame combative. He had a tendency
o eat with his fingers, liked sweet
oods, received antihyperlipidemic

edication, and was receiving a low-
holesterol diet, but he was only eat-
ng about 40% of his meals.

Problem Increased energy expen-
iture and inadequate energy intake.
Etiology Wandering during the

ight, inability to sit down at meal
ime, becomes combative due to Alz-
eimer’s disease.
Signs and symptoms Twelve per-

ent weight loss in 6 months, 40%
eal intake.
Nutrition diagnosis Increased

nergy expenditure related to exces-
ive wandering and 12% weight loss
n 6 months.

utrition interventions

Recommend the physician modify
the diet to a regular diet with finger
foods;
collaborate with the DTR/dining
services director to provide sand-
wiches, whole milk, ice cream sand-
wiches, and other high-energy
snacks;
collaborate with the staff to evalu-
ate weekly weights until stable as
determined by the RD;
collaborate with staff to notify RD if

unintended weight loss occurs;
collaborate with staff to provide a
finger food diet, monitor intake, and
offer substitutes when oral intake
�50% of needs; and
collaborate with staff to provide as-
sistance at meal time.

alliative Care
he Position of the American Dietetic
ssociation: Ethical and Legal Issues

n Nutrition, Hydration, and Feeding
upports an individual’s right to re-
uest or refuse nutrition and hydra-
ion as medical treatment. When im-
lementing nutrition care at the end
f life, an RD should promote the
ights of an individual in collabora-
ion with the health care team (63).
erminally ill individuals experience

oss of appetite and should be offered
ood and fluid as desired or requested.
ontrary to popular belief, several re-
orts indicate that absence of food
t the end of life does not produce
uffering or diminish quality of life
64,65).

alliative Care Case Study. A frail, ca-
hetic 90-year-old man with chronic
bstructive pulmonary disease and
ailure to thrive was admitted to hos-
ice. He was on continuous oxygen,
rinking only 8 to 10 oz fluids daily,
eceiving routine pain medication,
nd according to his caregiver had
ost 30 lb in 6 months. The caregiver
xpressed concern that he would die
f starvation and requested an RD
isit.
Problem Inadequate intake of en-

rgy over prolonged period of time.
Etiology Prolonged catabolic

llness.
Signs and symptoms Thirty-

ound weight loss in 6 months; un-
erweight with muscle wasting; thin,
asted appearance; and terminal

llness.
Nutrition diagnosis Inadequate

ntake of energy and fluids over a pro-
onged period of time resulting in loss
f fat stores and muscle wasting.

utrition interventions

Collaborate with the physician to
coordinate medication and medica-
tion schedules, with a goal of max-
imizing the individual’s food intake;
collaborate with caregiver and hos-
pice staff and develop a routine for

offering sips of liquid to lessen

http://www.adaevidencelibrary.com
http://www.adaevidencelibrary.com
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thirst sensations or small amounts
of favorite foods and energy-dense
foods, such as milkshake or com-
mercial supplement, when alert
and/or willing to accept nourish-
ment;
educate the family/caregiver about
the metabolic changes and sedative
effect of dehydration at end of life
(64); and
support caregiver’s concern for cli-
ent and suggest alternate ways to
provide comfort, such as playing
soft music or reading to him.

DUCATION AND RESEARCH
s health care communities expand,
Ds and DTRs have a responsibility

o inform administrators, surveyors,
olicymakers, legislators, families,
nd members of health care teams on
he value of individualized nutrition
ntervention, including nutrition care
or older adults.

Declining food intake can lead to
oss of weight and/or muscle mass,
railty, and functional disability,
hich can all decrease quality of life
nd increase the cost of care. As an
lder adult’s health declines, health
are costs can spiral due to increased
eed for assistance with activities of
aily living, treatments, medications,
nd physician and hospital visits. Im-
lementing the Nutrition Care Pro-
ess, a standardized care process that
ncorporates the critical thinking and
ecision-making skills of RDs when
roviding care, can increase the reli-
bility of outcomes measurement.
Ds should document outcomes, in-

luding cost savings, associated with
ndividualized diets for older adults
nd share these results with key ad-
inistrative staff, policymakers, and

ther health care practitioners.
Important areas for research in-

lude evaluation of outcomes associ-
ted with RDs providing nutrition
are and the cost benefits of applying
he Nutrition Care Process in health
are communities, including the pos-
tive effects of individualized nutri-
ion interventions to promote the
east-restrictive diet and culture
hange on quality of life. Research is
eeded to define appropriate energy
nd protein requirements for older
dults, especially those older than
ge 85 years. As the minority popula-
ion expands, research focusing on

reserving ethnic values related to
ood and foodservice practices while
aintaining nutritional status is also

mportant.

ONCLUSIONS
ost people eat 1,000 meals annu-

lly, which is equivalent to 75,000
eals over a lifetime for a 75-year old.
ood selections are influenced by
reference, habit, religious beliefs,
thnic values, traditions, and emo-
ional comfort. Food nourishes the
pirit as well as the body. When older
dults move into health care commu-
ities, meal satisfaction may help to
revent weight loss and additional
ealth problems. Relaxing diet re-
trictions can make it easier to imple-
ent enhanced dining programs and

rovide older adults opportunities to
nteract with others in an atmosphere
hat encourages both increased food
onsumption and meal satisfaction.
RDs should use the Nutrition Care

rocess to evaluate each individual
nd determine appropriate nutrition
nterventions while assessing the
isks vs the benefits of individualized
utrition interventions to promote
he least-restrictive diet. The empha-
is on resident rights and freedom of
hoice are components of the assess-
ent process. The shift toward per-

on-centered care affords RDs and
TRs the opportunity to strengthen

elationships with residents, families,
nd staff with the ultimate goal of
nhancing the quality of life for older
dults in their care.

eferences
1. Profile of Older Americans. Agency on Aging

Web site. http://www.aoa.gov/AoARoot/Aging_
Statistics/Profile/index.aspx. Accessed May
11, 2010.

2. American Dietetic Association Quality Man-
agement Committee. American Dietetic As-
sociation Revised 2008 Standards of Practice
for registered dietitians in nutrition care;
Standards of Professional Performance for
registered dietitians; Standards of Practice
for dietetic technicians, registered, in nutri-
tion care; and Standards of Professional Per-
formance for dietetic technicians, registered.
J Am Diet Assoc.2008;108:1538-1542.

3. Use of health care services. Older Americans
2008: Key indicators of well-being. Federal
Interagency Forum on Aging Related Statis-
tics Web site. http://www.agingstats.gov/
agingstatsdotnet/Main_Site/Data/2008_
Documents/Health_Care.aspx. Accessed Oc-
tober 1, 2009.

4. Chronic diseases and health promotion. Up-
dated October 7, 2009. Centers for Disease
Control and Prevention Web site. http://www.

cdc.gov/nccdphp/overview.htm. Accessed Octo-
ber 25, 2009.

2

October 2010 ● Journal
5. State Operations Manual: Appendix PP—
Guidance to surveyors for long term care facil-
ities. Revised August 17, 2007. Center for
Medicare and Medicaid Services Web site.
http://www.cms.hhs.gov/CFCsAndCoPs/
Downloads/som107ap_pp_guidelines_ltcf.
pdf. Accessed October 30, 2009.

6. 2010 Long term care accreditation manual.
The Joint Commission Web site. http://www.
jointcommission.org/AccreditationPrograms/
LongTermCare. Accessed October 30, 2009.

7. International Dietetics and Nutrition Termi-
nology (IDNT) Reference Manual: Standard-
ized Language for the Nutrition Care Pro-
cess. 2nd ed. Chicago, IL: American Dietetic
Association; 2009.

8. Survey and certification—Guidance to laws
and regulations: Nursing homes. Revision 26,
September 1, 2008. Centers for Medicare and
Medicaid Services Web site. http://www.cms.
hhs.gov/GuidanceforLawsAndRegulations/12_
NHs.asp. Accessed October 30, 2009.

9. American Health Care Association, Alliance
for Quality Nursing Home Care. 2009 An-
nual Quality Report. The Alliance for Qual-
ity Nursing Home Care Web site. http://
www.ahcancal.org/research_data/quality/
Documents/2009AnnualQualityReport.pdf.
Accessed October 1, 2009.

0. Deficit Reduction Act of 2005, Pub L No. 109-
171, §6071, 6086, and 6087. http://frwebgate.
access.gpo.gov/cgi-bin/getdoc.cgi?dbname�
109_cong_billsanddocid�f:s1932enr.txt.pdf.
Accessed September 15, 2009.

1. Struglinski S. HCBS needs boost, report
says. Provider. 2009;35:14-15.

2. Position of the American Dietetic Associa-
tion, American Society for Nutrition, and
Society for Nutrition Education: Food and
nutrition programs for community-residing
older adults. J Am Diet Assoc. 2010;110:463-
472.

3. Definition of assisted living. Long Term
Care Education Web site. http://www.
longtermcareeducation.com/learn_about_
the_field/definition_of_assisted_living.asp.
Accessed October 25, 2009.

4. Resident profile. National Center for As-
sisted Living Web site. http://www.ahcancal.
org/ncal/resources/Pages/ResidentProfile.
aspx. Accessed October 30, 2009.

5. Chao S, Dwyer J, Houser R, Tennstedt S,
Jacques P. What food and nutrition services
should be regulated in assisted-living facili-
ties for older adults? J Am Diet Assoc. 2009;
109:1022-1030.

6. Continuing care retirement communities—
Definition and history. Medicine Encyclo-
pedia Web site. http://medicine.jrank.org/
pages/368/Continuing-Care-Retirement-
Communities-Definition-history.html. Ac-
cessed October 25, 2009.

7. Providers earn recognition for accredited
services. Commission on Accreditation of
Rehabilitation Facilities Web site. http://
www.carf.org/Providers.aspx?content�content/
Accreditation/Opportunities/AS/CCAC.htm.
Accessed October 30, 2009.

8. Prospective payment system-general infor-
mation: Overview. Centers for Medicare and
Medicaid Services Web site. http://www.
cms.hhs.gov/prospmedicarefeesvcpmtgen.
Accessed November 1, 2009.

9. What is culture change? Pioneer Network
Web site. http://www.pioneernetwork.net/
CultureChange/. Accessed October 30, 2009.
0. Schoeneman K. The language of culture
change. The Pioneer Network Web site. http://

of the AMERICAN DIETETIC ASSOCIATION 1561

http://www.aoa.gov/AoARoot/Aging_Statistics/Profile/index.aspx
http://www.aoa.gov/AoARoot/Aging_Statistics/Profile/index.aspx
http://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/2008_Documents/Health_Care.aspx
http://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/2008_Documents/Health_Care.aspx
http://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/2008_Documents/Health_Care.aspx
http://www.cdc.gov/nccdphp/overview.htm
http://www.cdc.gov/nccdphp/overview.htm
http://www.cms.hhs.gov/CFCsAndCoPs/Downloads/som107ap_pp_guidelines_ltcf.pdf
http://www.cms.hhs.gov/CFCsAndCoPs/Downloads/som107ap_pp_guidelines_ltcf.pdf
http://www.cms.hhs.gov/CFCsAndCoPs/Downloads/som107ap_pp_guidelines_ltcf.pdf
http://www.jointcommission.org/AccreditationPrograms/LongTermCare
http://www.jointcommission.org/AccreditationPrograms/LongTermCare
http://www.jointcommission.org/AccreditationPrograms/LongTermCare
http://www.cms.hhs.gov/GuidanceforLawsAndRegulations/12_NHs.asp
http://www.cms.hhs.gov/GuidanceforLawsAndRegulations/12_NHs.asp
http://www.cms.hhs.gov/GuidanceforLawsAndRegulations/12_NHs.asp
http://www.ahcancal.org/research_data/quality/Documents/2009AnnualQualityReport.pdf
http://www.ahcancal.org/research_data/quality/Documents/2009AnnualQualityReport.pdf
http://www.ahcancal.org/research_data/quality/Documents/2009AnnualQualityReport.pdf
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_billsanddocid=f:s1932enr.txt.pdf
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_billsanddocid=f:s1932enr.txt.pdf
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_billsanddocid=f:s1932enr.txt.pdf
http://www.longtermcareeducation.com/learn_about_the_field/definition_of_assisted_living.asp
http://www.longtermcareeducation.com/learn_about_the_field/definition_of_assisted_living.asp
http://www.longtermcareeducation.com/learn_about_the_field/definition_of_assisted_living.asp
http://www.ahcancal.org/ncal/resources/Pages/ResidentProfile.aspx
http://www.ahcancal.org/ncal/resources/Pages/ResidentProfile.aspx
http://www.ahcancal.org/ncal/resources/Pages/ResidentProfile.aspx
http://medicine.jrank.org/pages/368/Continuing-Care-Retirement-Communities-Definition-history.html
http://medicine.jrank.org/pages/368/Continuing-Care-Retirement-Communities-Definition-history.html
http://medicine.jrank.org/pages/368/Continuing-Care-Retirement-Communities-Definition-history.html
http://www.carf.org/Providers.aspx?content=content/Accreditation/Opportunities/AS/CCAC.htm
http://www.carf.org/Providers.aspx?content=content/Accreditation/Opportunities/AS/CCAC.htm
http://www.carf.org/Providers.aspx?content=content/Accreditation/Opportunities/AS/CCAC.htm
http://www.cms.hhs.gov/prospmedicarefeesvcpmtgen
http://www.cms.hhs.gov/prospmedicarefeesvcpmtgen
http://www.pioneernetwork.net/CultureChange/
http://www.pioneernetwork.net/CultureChange/
http://www.pioneernetwork.net/CultureChange/Language


2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

5

6

6

6

6

6

6

1

www.pioneernetwork.net/CultureChange/
Language. Accessed July 31, 2010.

1. Centers for Medicaid and Medicare Ser-
vices. The 2008 CMS action plan for (fur-
ther improvement of) nursing home qual-
ity. The Pioneer Network Web site. http://
www.pioneernetwork.net/Data/Documents/
2008NHActionPlan.pdf. Accessed October,
30, 2009.

2. Nursing homes—Issuance of revisions to in-
terpretive guidance at several tags, as part
of Appendix PP, State Operations Manual
(SOM), and training materials. Published
April 10, 2009. Centers for Medicaid and
Medicare Services Web site. http://www.
cms.hhs.gov/SurveyCertificationGenInfo/
downloads/SCLetter09_31.pdf. Accessed Oc-
tober 30, 2009.

3. ASPEN Board of Directors and the Clinical
Guidelines Task Force. Guidelines for the
use of parenteral and enteral nutrition in
adult and pediatric patients. J Parenter En-
teral Nutr. 2002;26:22SA-24SA.

4. Splett PL, Roth-Yousey LL, Vogelzang JL,
Medical nutrition therapy for the prevention
and treatment of unintentional weight loss
in residential healthcare facilities. J Am
Diet Assoc.2003;103:352-362.

5. Bernstein MA, Tucker KL, Ryan ND, O’Neill
EF, Clements, KN, Nelson ME, Evans WJ,
Fiatarone Singh MA. Higher dietary variety
is associated with better nutritional status
in frail elderly people. J Am Diet Assoc.
2002;102:1096-1104.

6. Hetherington MM. Cues to overeating. Psy-
chological factors influencing over consump-
tion. Proc Nutr Soc. 2007;66:113-123.

7. Shatenstein B, Ferland G. Absence of nutri-
tional or clinical consequences of decentral-
ized bulk food portioning in elderly nursing
home residents with dementia in Montreal.
J Am Diet Assoc. 2000;100:1354–1260.

8. Remsburg RE, Luking A, Baran P, Radu C,
Pineda D, Bennett RG, Tayback M. Impact of
a buffet-style dining program on weight and
biochemical indicators of nutritional status in
nursing home residents: A pilot study. J Am
Diet Assoc. 2001;101:1460–1364.

9. Taylor KA, Barr SL. Provision of small, fre-
quent meals does not improve energy intake
of elderly Alzheimer’s disease. J Gerontol A
Biol Sci Med Sci. 2006;106:1115-1118.

0. Nijs K, Graaf C, Kok FJ, van Staveren WA.
Effect of family-style meal time on quality of
life, physical performance and body weight
of nursing home residents; a cluster RTC.
BMJ. 2006;332:1180-1183.

1. Zizza C, Tayie F, Lino M. Benefits of snack-
ing in older Americans. J Am Diet Assoc.
2007;107:800-806.

2. Kretser AJ, Voss T, Kerr WW, Cavadini C,
Friedmann J. Effects of two models of nutri-
tional interventions on homebound older
adults at nutritional risk. J Am Diet Assoc.
2003;103:320-336.

3. Position of the American Dietetic Associa-
tion: Nutrition across the spectrum of aging.
J Am Diet Assoc. 2005;105:616-663.

4. Drewnowski A, Evans WJ. Nutrition, phys-
ical activity and quality of life in older
adults: Summary. J Gerontol A Bio Sci.
2001;56:89-94.

5. Wakimoto P, Block G. Dietary intake, di-
etary patterns, and changes with age: An
epidemiological perspective. J Gerontol A
Bio Sci Med Sci. 2001;56:65-80.
6. Dietary Guidelines for Americans 2005: Exec-
utive summary. Health.gov Web site. http://

562 October 2010 Volume 110 Number 10
www.health.gov/dietaryguidelines/dga2005/
document/html/executivesummary.htm. Ac-
cessed October 30, 2009.

7. Sullivan DH, Johnson LE, Bopp MM, Rob-
erson PK. Prognostic significance of monthly
weight fluctuations among older nursing
home residents. J Gerontol A Biol Sci Med
Sci. 2004;59:M633-M639.

8. Thomas DR. Loss of skeletal muscle mass in
aging: Examining the relationship of starva-
tion, sarcopenia and cachexia. Clin Nutr.
2007;26:389-399.

9. Thomas DR. Unintended weight loss in
older adults. Aging Health. 2008;4:191-200.

0. Murden RA, Ainslie NK. Recent weight loss
is related to short-term mortality in nursing
homes. J Gen Intern Med. 1994;9:648-650.

1. Unintended weight loss in older adults evi-
dence-based nutrition practice guideline.
American Dietetic Association Evidence Ana-
lysis Library. http://www.adaevidencelibrary.
com/topic.cfm?cat�3651&library�EBG. Ac-
cessed November 4, 2009.

2. Ekberg O, Harndy S, Wolsard V, Wuttge-
Hannig A, Ortega P. Social and psychologi-
cal burden of dysphagia: Its impact on dia-
gnosis and treatment. Dysphagia. 2002;17:
139-146.

3. Lorefait B, Granerus AK, Unosson M. Avoid-
ance of solid food in weight-losing older pa-
tients with Parkinson’s disease. J Clin Nurs.
2006;15:1404-1412.

4. Rypkema G, Adang E, Dicke H, Naber T, De
Swart B, Disselhorst L, Goluke-Willernse G,
Olde Rikkert M. Cost-effectiveness of an in-
terdisciplinary intervention in geriatric in-
patients to prevent malnutrition. J Nutr
Health Aging. 2004;8:122-127.

5. Wright L, Cotter D, Hickson M, Frost G.
Comparison of energy and protein intakes of
older people consuming a texture modified
diet with a normal hospital diet. J Hum
Nurt Diet. 2005;18:213-219.

6. Colodny N. Dysphagic independent feeders’
justification for noncompliance with recom-
mendations by a speech-language patholo-
gist. Am J Speech Lang Pathol. 2005;14:
61-70.

7. Stroebele N, De Castro JM. Effect of ambi-
ence in food intake and food choices. Nutri-
tion. 2004;20:821-838.

8. Foley N, Finestone H, Woodbury MG, Tea-
sell R, Greens-Finestone L. Energy and pro-
tein intake of acute stroke patients. J Nutr
Health Aging. 2006;10:171-175.

9. Shum NC, Hui WW, Chu FC, Chai J, Chow
TW. Prevalence of malnutrition and risk fac-
tors in geriatric patients of a convalescent
and rehabilitation hospital. Hon Kong Med
J. 2005;11:234-242.

0. Woods NF, LaCroix AZ, Gray SL, Aragaki
AA, Cochrane BB, Brunner RL, Masaki K,
Murray A, Newman AB. Frailty: Emergence
and consequences in women aged 65 and
older in the Women’s Health Initiative Ob-
servational Study. J Am Geriatr Soc. 2005;
53:1321-1330.

1. American Diabetes Association. Nutrition
recommendations and interventions for dia-
betes: A position statement of the American
Diabetes Association. Diabetes Care. 2008;
31(suppl):S61-S78.

2. American Geriatrics Society Panel on Im-
proving Care for Elders with Diabetes.
Guidelines for improving the care of the

older person with diabetes mellitus. J Am
Geriatr Soc. 2003;51(suppl):S265-S280.
3. Villareal DT, Shah K. Obesity in older
adults—A growing problem. In: Bales CW,
Ritchie CS. Handbook of Clinical Nutrition
and Aging. 2nd ed. New York, NY: Humana
Press; 2009:263-277.

4. Miller SL, Wolfe RR. The danger of weight
loss in the elderly. J Nutr Health Aging.
2008;12:487-491.

5. Kennedy RI, Chokkalingham K, Srinivasan
R. Obesity in the elderly: Who should we be
treating, and why, and how? Curr Opin Clin
Nutr Metab Care. 2004;7:3-9.

6. Janssen I. Sarcopenia. In: Bales CW, Ritchie
CS. Handbook of Clinical Nutrition and Ag-
ing. 2nd ed. New York, NY: Humana Press;
2009:183-205.

7. Schatz IJ, Masaki K, Yano K, Chen R, Ro-
driquez BL, Curb JD. Cholesterol and all-
cause mortality in elderly people from the
Honolulu Heart Program. Lancet. 2001;358:
351-355.

8. Paterna S, Gaspare P, Fasullo S, Sarullo
FM, Di Pasquale P. Normal-sodium diet
compared with low-sodium diet in compen-
sated congestive heart failure: Is sodium an
old enemy or a new friend? Clin Sci (Lond).
2008;114:221-230.

9. Your guide to lowering your blood pressure
with DASH. National Heart, Lung, and
Blood Institute Web site. http://www.nhlbi.
nih.gov/health/public/heart/hbp/dash/new_
dash.pdf. Accessed November 5, 2009.

0. Heron MP, Hoyert DL, XU J, Scott C,
Tejada-Vera B. Death-preliminary data for
2006. National Vital Statistics Reports. Vol
56, No 16. Hayattsville, MD: National Cen-
ter for Health Statics; 2009.

1. Wachterman M, Kiely DK, Mitchell SL. Re-
porting dementia on the death certificates of
nursing home residents dying with end-
stage dementia. JAMA.2008;300:2608-2610.

2. Stages of Alzheimer’s. Alzheimer’s Associa-
tion Web site. http://www.alz.org/alzheimers_
disease_stages_of_alzheimers.asp. Accessed
May 12, 2010.

3. Position of The American Dietetic Associa-
tion: Ethical and legal issues in nutrition,
hydration, and feeding. J Am Diet Assoc.
2008;208:387-882.

4. McCann R, Hall W, Groth-Juncter A. Com-
fort care for terminally ill patients: The ap-
propriate use of nutrition and hydration.
JAMA. 1994;272:1263-1266.

5. Winter SM. Terminal nutrition: Framing
the debate for the withdrawal of nutritional
support in terminally ill patients. Am J Med.
200;109:723-741.

http://www.pioneernetwork.net/CultureChange/Language
http://www.pioneernetwork.net/Data/Documents/2008NHActionPlan.pdf
http://www.pioneernetwork.net/Data/Documents/2008NHActionPlan.pdf
http://www.pioneernetwork.net/Data/Documents/2008NHActionPlan.pdf
http://www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09_31.pdf
http://www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09_31.pdf
http://www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09_31.pdf
http://www.health.gov/dietaryguidelines/dga2005/document/html/executivesummary.htm
http://www.health.gov/dietaryguidelines/dga2005/document/html/executivesummary.htm
http://www.health.gov/dietaryguidelines/dga2005/document/html/executivesummary.htm
http://www.adaevidencelibrary.com/topic.cfm?cat=3651%26library=EBG
http://www.adaevidencelibrary.com/topic.cfm?cat=3651%26library=EBG
http://www.nhlbi.nih.gov/health/public/heart/hbp/dash/new_dash.pdf
http://www.nhlbi.nih.gov/health/public/heart/hbp/dash/new_dash.pdf
http://www.nhlbi.nih.gov/health/public/heart/hbp/dash/new_dash.pdf
http://www.alz.org/alzheimers_disease_stages_of_alzheimers.asp
http://www.alz.org/alzheimers_disease_stages_of_alzheimers.asp
http://www.pioneernetwork.net/CultureChange/Language
http://Health.gov


(content advisor).
The American Dietetic Association (ADA) authorizes republication of the
practice paper, in its entirety, provided full and proper credit is given.
Readers may copy and distribute this paper, providing such distribution is
not used to indicate an endorsement of product or service. Commercial
distribution is not permitted without the permission of ADA. Requests to
use portions of the position must be directed to ADA headquarters at
800/877-1600, ext 4835, or ppapers@eatright.org.

The authors thank the following people for their contributions in devel-
oping this Practice Paper.

Authors: Becky Dorner, RD, LD, Nutrition Consulting Services & Becky
Dorner & Associates, Inc, Akron, OH; Elizabeth K. Friedrich, MPH, RD,
LDN, Nutrition and Health Promotion Consultant, Salisbury, NC; Mary
Ellen Posthauer, RD, LD, M.E.P. Healthcare Dietary Services, Inc, Evans-
ville, IN.

Reviewers: Jo Jo Dantone-Debarbieris, MS, RD, LDN (Nutrition Educa-
tion Resources, Inc, LaPlace, LA); Sharon Denny, MS, RD (ADA Knowledge
Center, Chicago, IL); Kristin A.R. Gustashaw, MS, RD, CSG (Rush Univer-
sity Medical Center, Chicago, IL); Mary H. Hager, PhD, RD, FADA (ADA
Policy Initiative & Advocacy, Washington, DC); Sharon McCauley, MS,
MBA, RD, LDN, FADA (ADA Quality Management, Chicago, IL); Manage-
ment in Food and Nutrition Systems dietetics practice group (Susan M.
McGinley, Sodexho Senior Services, Haddon Heights, NJ); Lynn Carpenter
Moore, RD, LD, Nutrition Systems, INC, Jackson, MS; Esther Myers, PhD,
RD, FADA (ADA Research & Strategic Business Development, Chicago, IL);
Lisa Spence, PhD, RD (ADA Research & Strategic Business Development,
Chicago, IL); Dietitians in Health Care Communities dietetics practice
group (Lisa A. Weigand, RD, LD/N, Perferred Clinical Services, Ocala, FL).

Association Positions Committee Workgroup: Alana Cline, PhD, RD
(chair); Dian O. Weddle, PhD, RD, FADA; Linda Roberts, MS, RD, LDN
October 2010 ● Journal of the AMERICAN DIETETIC ASSOCIATION 1563

mailto:ppapers@eatright.org

	Practice Paper of the American Dietetic Association:Individualized Nutrition Approaches for Older Adults inHealth Care Communities
	ABSTRACT
	DESCRIPTION OF THE POPULATION
	HEALTH CARE COMMUNITIES
	Long-Term Care and Short-TermRehabilitation
	Home- and Community-BasedServices (HCBS)
	Assisted Living Facilities
	CCRCs

	CULTURE CHANGE AND PERSONCENTEREDCARE
	DOES FOOD CHOICE IMPROVECONSUMERS’ PERCEPTION OF DINING INHEALTH CARE COMMUNITIES?
	Menu Options and Suggestions
	Selective Menus.
	Nonselective Menus.
	Restaurant-Style Menus.

	Dining Programs
	Buffet-Style Dining.
	Green House and Neighborhood Living
	Five Meals vs Traditional Three.
	Family-Style Dining
	Social Functions


	DO ALL OLDER ADULTS IN HEALTHCARE COMMUNITIES REQUIREINDIVIDUALIZED NUTRITIONINTERVENTIONS TO PROMOTE THELEAST-RESTRICTIVE DIET?
	PHYSICAL AND MEDICAL FACTORSAFFECTING NUTRITIONAL STATUS
	Unintended Weight Loss
	Unintended Weight Loss Case Study

	Nutrition interventions
	Obesity
	Obesity Case Study.

	Nutrition interventions
	Cardiac Disease/Hypertension
	Alzheimer’s Disease
	Alzheimer’s Disease Case Study

	Nutrition interventions
	Palliative Care
	Palliative Care Case Study

	Nutrition interventions
	EDUCATION AND RESEARCH
	CONCLUSIONS
	References



