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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Discuss demographics related to nutritional issues in older adults.

2. Assess diet history and nutritional status, with special attention to cultural, ethnic, or religious preferences.

3. Evaluate anorexia in older adults.

4. Identify contextual factors that contribute to optimal dining experiences.

5. Plan care to maximize the self-feeding capacity of an older adult.

6. Plan mealtime care for an older adult with cognitive and/or physical impairments.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Use organization’s established criteria to identify high risk patients for nutritional / fluid deficit 
	· Direct observation of critical thinking process in reviewing lab findings, and review of documentation
	
	
	
	
	

	2. Conduct nutritional assessment paying special attention to cultural beliefs, ethnic, and religious preferences
	· Direct observation of assessment skills and review of documentation
	
	
	
	
	

	3. Intervene to address barriers to nutritional / fluid adequacy (e.g. difficulty with chewing and swallowing, alterations in hunger and thirst, inability to self feed and capacity of others to feed.
	· Review of care plan for older adult with nutritional and fluid deficit
	
	
	
	
	


Competency 1.  Discuss demographics related to nutritional issues in older adults.

A. The prevalence of protein-calorie malnutrition among independent living older adults is 1% to 15%; it is up to 85% in institutionalized patients, and 35% to 65% in hospitalized older patients.
  Nearly 50% of persons aged 65 years and older are clinically malnourished at the time of admission to a hospital, and two-thirds are malnourished at the time of discharge.

B. In the United States, an estimated 31% of males and 61% of females aged 65 years and older have annual incomes of $10,000 or less, which impacts adversely on their access to food and food choices.

C. Among those 75 years old and older, an estimated 40% of men and 30% of women are at least 10% underweight.  [Their Body Mass Index (BMI) is low.].  Approximately 16% of noninstitutionalized older Americans consume less than 1,000 kcal per day.  Malnutrition may be present in persons who are overweight.  Of men aged 75 years and older, 56.5% could be considered overweight (BMI >25), and 13.2% are obese (BMI > 30).  Among older women, 52.3% are overweight and 19.2% are obese.

D. Disease, stress, injury, and chronic drug use can all increase an older adult’s nutritional needs.  Lack of exercise and overeating are major factors resulting in increased weight.

E. A diminished sense of taste and smell, loneliness, physical and mental handicaps, immobility, and chronic illness can cause inadequate dietary intake in the older adult population.  Absorption is reduced, possibly contributing to iron deficiency, osteoporosis (also related to calcium deficiency), and osteomalacia due to lack of vitamin D and the absence of exposure to sunshine.

F. With aging, independent of disease or dietary deficiency, there is a progressive loss of lean body mass, amounting to about 10 kg in men and 5 kg in women.  It accounts for the decrease in BMR, a total body weight, skeletal mass, and height and for the increase in mean body fat (as a percentage of body weight) from about 20% to 30% in men and from 27% to 40% in women.  These changes and a reduction in physical activity result in lower energy and protein requirements compare with those of younger adults.

Competency 2.  Assess diet history and nutritional status with special attention to cultural, ethnic, or religious preferences.

A. As one ages, nutritional requirements change.  There is a reduction in basal energy requirements over time and is primarily due to a decrease in lean muscle mass and metabolic rate of this tissue.  Many conditions can alter the energy requirements of the older adult, and they usually do not consume their recommended 30 kcal/kg/day for energy needs.  The result puts them at risk for nutritional deficiencies.

B. Nutritional screening is the process of identifying patients who are malnourished or at nutritional risk and must be completed within 24 hours of admission.

C. A three-day food diary, with one day being a weekend day, is the best method of obtaining a diet history.  Persons regularly underestimate the amount or portion of food they eat.  A nutritionist or dietician can individualize an assessment.

D. For community dwelling persons or for rapid screening, use “Determine Your Nutritional Health,” a National Nutritional Screening Initiative tool.  
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NSI CHECKLIST TO DETERMINE YOUR NUTRITIONAL HEALTH*

‘The older adult flls out the following questions, which have associated points.

Thave an tlinces or condition that made me change the kind or amaunt of
Tood I cat,

2
Teat fewer than two meals/day. s
T eat few frutts o vegetables, or milk products. 2
1 have three or more drinks of beer, liquor,cr wine almost everyday. 2
1 have tooth or mouth problems that make it hard for me to cat 2
1 don'talways have cnough maney to buy the food I nced. 4
Ieat alone most of the time. 1
Itake three or more different preseribed or OTC drugs a day 1
Without wanting to 1 have lost or gained 10 pounds in the last 6 months. 2
1 am not abways physially able to shop, cook, or feed myself. 2

Total nutritional score

Scoring:
0-2 indicates good nutrition
-5 tndicates moderate risk
6 or mare indicates high nutritional risk

“Faprinted with permisston by the Nutriton Sereening Intative, @ projet of the American
Academy of Family Physicians, the American Distetc Association and the National Council
o the Aging, In. and fundsd in part by & gran from Ress Products Divsizns, Abbatt Lab-
Crstores ne




E. Track weights and weight changes.  Obtain baseline measurements of height and weight; use a standard scale and tape measure.  Do not rely on self-reports of height and weight.  Individuals often give data that are more representational of earlier (midlife) values. Thereafter, weight should be measured weekly for older adults at risk, and monthly for others.  Height should be measured annually as changes in height may be indicators of osteoporosis.  The Body Mass Index measure estimates total fat stores within the body by relating the height and weight and is a much more sensitive indicator of nutritional problems than weight alone.  Calculate a person’s Body Mass Index (BMI) by dividing weight (in kilograms) by height (in meters) squared:  A BMI between 22 and 25 indicates good nutritional status.  A lower measure suggests undernutrition and malnutrition.







Weight (kg)






Height (m)2
F. Physical assessment should focus on: skin turgor, skin lesions (especially pressure and nonhealing ulcers); changes in skin color; thick or brittle hair; muscle wasting; oral status (including loose teeth or poorly fitting dental appliances); state of hydration; oral lesions, hyperplasia of gums, or fissures around lips; enlarged, smooth, or beefy red tongue; poor hygiene.  Overweight older adults are prone to many chronic illnesses and functional losses.

G. Serologic parameters to assess include a measurement of certain plasma proteins that reflect the adequacy of amino acid nutrition such as:

G.1. Serum Albumin will show if the person has been malnourished for a prolonged period lasting several weeks

G.2. Thyroxine-binding prealbumin and Serum Transferrin.

Earlier markers of undernutrition are indicated in serum transferrin and thyroxine-binding prealbumin values.  Serum transferrin is an iron-transport protein and can be measured directly or estimated using a formula.  Thyroxine prealbumin is far superior to other laboratory values because it is affected in just a few days, but it is very costly.

G.3. Total protein, another indicator of nutrition, can be falsely elevated in dehydrated persons

G.4. BUN/Creatinine ratio – for hydration and renal function

G.5. Complete Blood Count – for signs of anemia and to calculate the lymphocyte count, which is another indicator of malnutrition

G.6. Blood Glucose – for hypo-or hyperglycemic states

H. Further tests/findings include:

H.1. iron stores ferritin, vitamin B12 and lipids with special attention to hypocholesterolemia as an indicator of a starvation state

H.2. Dyslipidemia and elevated triglycerides place the obese patient at risk for heart disease and stroke.

I. Performance-based Functional Status must include an observation of the older adult eating assorted types of food at different times of day, and manipulating various types of tableware (e.g. silverware, drinking glasses, cups, mugs, and serving dishes).

J. Note the inconsistencies between the diet reported and the biochemical and physical parameters of older adults.  These inconsistencies may indicate food insecurity (inability to obtain or prepare food because of poverty or inadequate cooking or food storage equipment).  Lack of congruence may also be indicative of neglect or abuse by caregivers or the inability of caregivers to manage mealtimes.

K. Consider cultural, ethnic, and religious preferences.  Certain religious groups observe rituals regarding the preparation, blessing, and serving of meals.  For example, Muslims, Orthodox Jews, and Seventh Day Adventists all observe highly prescriptive protocols for the preparation of meat.  Food may also have curative powers or religious meaning for some groups.  Cultural or ethnic practices regarding food use may vary within groups, sects, or nations, and therefore cannot be generalized.  Families develop traditions regarding mealtimes.  Knowledge of these traditions may facilitate eating.  For example, some Italian families eat hot foods first and serve cold food (e.g. salad) last.
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HYDRATION ASSESSMENT CHECKLIST*

Pertinent ttems are checked off. The greater the mumber of factors or severity of
factors checked off the greater the risk for diminished hydation.

1. Symptoms of hydration warranting tmmediate medical and nursing tnterven-
tlons (fever, thirst dry warm skin, furrowed tongue, decreased urinary out-
put.ete)

1L Assoctative factors (-85 years old, physical immobiliy.
Flutd intake of 1500ce of less, unaware of thirst)

cognttive tmpairment.

1. Problems of nercastng vulnerability (medical problems such as cstcoporosis,
CHF, dementia ete)

IV, Dictary restrictions of fluids, sal, potassturm, protein
V. Medications (diuretics, trieelic antidepressants, laxatives]
VI Medical history of dehydration, tnfections, difficuly swallowing, etc.

VIL mmediate retum from one-d;
procedures, ctc.

¢ hospitalizations, dental or cye surgery. NPO,

VIIL Lab reports shovwing steady ncreases in sodium, blood urea nitrogen, creati-
nine, hematoertt, serum ozmolality, and urine specific gravi

“Zembrzuski, . D_(1937) A Three Dimensional Approach (o Hydration of Eders: Adrini-
trstion. Clnieal Staff, and In-Service Educaion. Gertatre Murstng, 161, 20-26. Used by
permision.





L. The Mini Nutritional Assessment (MNA) tool is used in early screening and diagnosing risk of nutritional failure and frank malnutrition in older adults.
  It provides nurses with a rapid, cost-effective screening tool for patients who may subsequently require more intense assessment of nutritional status by a specialized nutritionist.  Approximately 10 minutes in length to administer, this 18-item tool includes:

L.1. Anthropometric measurements (height, weight, and weight loss)

L.2. Dietary questionnaire (8 questions related to number of meals, food and fluid intake, and autonomy of feeding);

L.3. Global assessment (6 questions related to lifestyle, medication, and mobility); and

L.4. Subjective assessment (self-perception of health and nutrition)

Competency 3.  Evaluate anorexia in older adults.
A. Anorexia in older adults has multiple causes that differ from those seen in younger individuals.  The central nervous system has been shown to be instrumental in the development of anorexia in older adults.  Neurotransmitters are altered with aging and play a role in the decline of opioid-feeding drive, resulting in decreased appetite.  A principal cause of disinterest in eating is medications.  Medications can affect the absorption and excretion of nutrients.  Therefore, nurses need to assess all medications for side effects that may include: dehydration, early satiety, disinterest in eating, altered sense of taste (dysgeusia), and change in amounts of saliva produced or dry mouth (xerostomia).  Commonly prescribed medications that may cause these effects include most diuretics, digoxin, some selective serotonin reuptake inhibitors (SSRIs), benzodiazepines, opiates, thyroxine, antihistamines, chemotherapeutic agents, and some antibiotics.

B. Depression in the older adult can often lead to malnutrition or dehydration, which can induce various kinds of physical illnesses. Physical illness in an older adult can induce depression, because of their psychological vulnerability.  Lack of interest in eating is one of the classic signs of depression in older persons and should always be explored.  A baseline depression screening assessment may reveal this problem – for example, the short form of the Yesavage Geriatric Depression Scale.  Simple questions to ask the older adult might be:  

B.1. “Do you feel sad or blue?”

B.2. “What don’t you eat now that you used to enjoy eating?”

C. Chronic inflammatory diseases common in older adults such as arthritis are associated with elevations in circulating cytokines, which is related to anorexia.  

D. Impaired function may limit their eating ability.  For example, if the older adult has aphasia, they cannot express their food preferences, and with agnosia, they may not be able to recognize their eating utensils.  Dysphagia is impaired swallowing which may cause malnutrition.  They might be unable to use their upper extremities to feed themselves due to tremors, limited strength and poor coordination.

Competency 4.  Identify contextual factors that contribute to optimal dining experiences.
A. .Within institutional settings, if eating in the dining room is not possible, decreased “traffic” in the older person’s room and fewer interruptions during meals contribute to greater amounts of food eaten.  Remove all noxious articles and smells.

B. Normalize the dining experience by removing the food from the tray and placing it on a table; using a tablecloth or placemats of darker or contrasting color; and setting the table with flatware, glasses, and dinnerware instead of disposable items.

C. Make certain that hot food is hot and cold food is cold.  If possible, some portion of food preparation should take place in an area close to where the food is served.  The olfactory experience of smelling food as it is prepared acts as a strong cue to eating.
D. Avoid extra noise in the room.  Direct conversation toward the individuals receiving their meal, not toward other staff members who may be present.  Lighting should be bright but indirect.
E. In institutions where congregate dining is the norm, do not forget that some persons prefer to dine alone.  Family-style dining (food served in common dishes from which older adults choose servings) may also serve as a more normal context for meals.  Encourage staff, family, or friends to dine with the older adult, if that is his or her wish.

F. Explore with the family the patient’s favorite foods, food preferences, and alternate food sources.

Competency 5.  Plan care to maximize the self-feeding capacity of an older adult.
A. Have the older adult sit in an armchair rather than on a bed or in a wheelchair.  Both feet should be on the floor.  If sitting posture is poor, refer to the occupational therapist for adaptive seating devices.

B. Note the condition of the older adult’s mouth.  Poor oral hygiene, loose or poorly fitting dental appliances, carious teeth, or periodontal disease makes eating unpleasant and ineffective.  Refer the older adult to a dentist or dental hygienist.

C. The older adults should be seated in a slightly chin-tucked position.  The head should not hyperextend, unless the speech pathologist, physician, or advanced-practice nurse has specifically ordered this position.

D. Cue the older adult whenever needed.  The nurse’s hand, placed over the older person’s hand, assists in reminding the older adult of the self-feeding routine.  Pantomime gestures may be helpful.  Having a more able person (staff or family member or another patient) sit across from the older adult offers a model of eating behavior.

E. Obtain adaptive devices, if necessary, from the occupational therapist.  Make certain they are clean and readily available.  Sports bottles are helpful to allow self-hydration.  Have the older adult use personal assistive devices: eyeglasses, hearing aid, and dentures.  Use straws and cups with lids since many older adults suffer from tremors.

F. Allow the older adult time to self-feed.  Use finger-foods as necessary.  The dietician may be able to serve food in such a manner that it is kept hot or cold, as needed.

G. Be familiar with the Modified Food Pyramid for Seniors.  As people age, their appetites may decline but their nutritional needs do not. To reflect the changing dietary habits of adults older than 70, researchers at Tufts University USDA Human Nutrition Research Center on Aging, located in Boston, modified the food pyramid for seniors--most notably to include supplemental vitamins.   Tufts' researchers recommend seniors supplement with calcium and vitamins B12 and D, because older adults tend to drink less milk and get less sunlight than younger people. In addition, many older people do not properly absorb vitamin B12.  Also new to the pyramid is water at its base. Seniors are advised to drink eight or more eight-ounce glasses of water daily to avoid dehydration and constipation, which are common because thirst sensation decreases with age.  

H. The pyramid still promotes a diverse diet rich in grains, vegetables and fruit but low in saturated fat, fatty acids and cholesterol. The modified pyramid is narrower overall, though; to reflect seniors' decreased energy needs, while emphasizing nutrient-dense foods and fiber in fewer servings.
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Competency 6.  Plan mealtime care for an older adult with cognitive and / or physical impairments.

A. All older adults who consume fewer calories than needed to support metabolism should be assessed for possible unrecognized diseases or problems (e.g., anorexia related to pneumonia or digoxin toxicity).  Assess for possibility of depression.  Failure to eat is not normal behavior.

B. Allow the older adult to eat smaller, more frequent meals.  If the individual prefers small amounts of food, do not deliver regular-size portions; they may cause an aversion to food.  Allow the older adult to consume finger foods.

C. Persons with cognitive impairments may need cuing to eat.  They may not recognize food or eating implements.  They may be unable to express food preferences (this information should be obtained from a reliable informant).  Short-term memory loss may cause persons to forget they have eaten, and they may request to eat over and over.  To older adults with severe arthritis and other pain-producing illnesses, offer pain medication before meals.

D. If another person is assisting the older adult with meals, the caregiver should sit next to or across from the individual, facing him or her.

E. Never use a syringe to feed an older adult.  If an older adult needs that much assistance with the stages of swallowing, most likely neuromuscular deficits are not allowing protection of the upper airway.  Aspirations will eventually result.

F. In institutional settings, schedule staff members’ meals at different times than patient meals.

G. Do not make an older person feel that feeding him or her is a burden.

Learning Activity: Case Study.

Ms. J is an 84-year-old Hispanic woman who was brought to the hospital after falling and breaking her right hip.  She is now two days postoperative after an Open Reduction with Internal Fixation (ORIF) with placement of a hip prosthesis.  She is awake and alert, but is in moderate pain.  Ms. J refuses to get out of bed for any activity except to use the toilet.  Her family supports her decisions.  As her primary nurse, you also note her oral intake to be poor; she is eating less than 255 of lunch and supper, and 80% of breakfast.  You have encouraged her family to bring in favorite foods; however, Ms. J states that she cannot eat any more.

Ms. J is 60 inches and weighs 94 pounds.  Her albumin is 3.2 g/dL (normal = 3.5 – 5.0), hemoglobin is 10 g/dL (normal = 12 – 15), and hematocrit is 30% (normal = 35% - 47%).  Her skin turgor on the sternum shows “tenting.”  You inform her that unless she eats better, her surgical wound may develop an infection.

After a day of coaxing, Ms. J tells you that she “feels bad” eating in front of the other patient in the room.  Her roommate has a nasogastric feeding and is ventilated.  Additionally, you note that Ms. J’s room is at the end of the hall in the section where trays are served last.  Her daughter also reports that Ms. J has not been “acting herself” since her husband died two months ago.

Based on Ms. J’s case, answer the questions below through group discussion:

1. What cultural issues might be influencing Ms. J’s issues with eating?

2. What physical / emotional problems could contribute to poor appetite, and what interventions might be helpful?

3. Does this client have any strengths / positive behaviors that the nurse can build on to promote better intake of food?

4. What alterations might make meals more appealing for this client?

5. What will be the outcome for this client if all of the issues regarding meals are not addressed?

Learning Activities

Because mealtimes are more than the ingestion of nutrients, the goals of these experiences are to: (1) give the students an appreciation of the holistic nature of meals; (2) familiarize them with the various mealtime rituals used by different cultures and religious groups; (3) give them an awareness of the place food holds within various healing rituals; (4) inform them of the various members of the interdisciplinary team who would be helpful in making mealtime a more positive experience; (5) acquaint them with the effects of disabilities on the older adult’s ability to enjoy meals; and (6) increase their awareness of their own biases about mealtimes.

1. Take a diet history from each other, including mealtime issues.

2. Feed each other an entire meal.

3. Prepare a meal (unless there are dietary restrictions) and serve it to an older adult client.  Have as much of the food prepared on the unit as possible.  Have participant / learners include as many of the usual niceties of mealtimes as are feasible (e.g., tablecloths, dinnerware, flowers, and music).  Have the clients eat in small groups or one-on-one with the nurse participant.  Not the clients’ subjective responses, especially their comments.  Also note the objective responses, including how much food was eaten compared to the usual intake.

4. Visit a Senior Center Nutrition Program.  Observe the nutritional value of the meal served, and the social aspects and the culture of meals.  If possible accompany a Meals-on-Wheels or Meals-on-Heels (urban version) delivered person for one day to assess the type of meals served and the significance of the daily visit.

5. Interview each other and then older clients regarding rituals that are observed within their family unit, culture or religion.  Prepare a mean (or part of a meal) that is unique to your background and share it with the other participants.

6. Research the role of food in healing.  If possible, ask local healers (e.g., a Native American medicine man, or a lay healer) to discuss various healing foods and the way they are prepared.

7. Keep a journal describing caregivers’ strategies that seemed to promote pleasant meals and those that do not.  Clients’ behaviors that are objectionable at meals should also be noted.  How do participants react to these events?

8. Watch a movie and discuss ways in which meals transform people and their relationships.  Babette’s Feast, Like Water for Chocolate, Tom Jones, or the Big Night are examples of movies that focus on rituals and meanings of meals.

9. Observe a swallow evaluation to determine aspiration risk.

10. Calculate you own Body Mass Index (BMI)) and discuss its meaning as it relates to nutritional risk.













THIS MODULE INCLUDES: 





Expected Staff Cognitive Competencies


Expected Staff Clinical Competencies


Content Outline including Learning Activities


REMINDER TO INSTRUCTOR: Read activities in Instructor Guide and prepare materials for activities in advance 


Scripted PowerPoint Presentation


10-item Post Test
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