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ABSTRACT
It is the position of the Academy of Nutrition and Dietetics that all Americans aged 60
years and older receive appropriate nutrition care; have access to coordinated, com-
prehensive food and nutrition services; and receive the benefits of ongoing research
to identify the most effective food and nutrition programs, interventions, and ther-
apies. Health, physiologic, and functional changes associated with the aging process
can influence nutrition needs and nutrient intake. The practice of nutrition for older
adults is no longer limited to those who are frail, malnourished, and ill. The popula-
tion of adults older than age 60 years includes many individuals who are living
healthy, vital lives with a variety of nutrition-related circumstances and environ-
ments. Access and availability of wholesome, nutritious food is essential to ensure
successful aging and well-being for the rapidly growing, heterogeneous, multiracial,
and ethnic population of older adults. To ensure successful aging and minimize the
effects of disease and disability, a wide range of flexible dietary recommendations,
culturally sensitive food and nutrition services, physical activities, and supportive
care tailored to older adults are necessary. National, state, and local strategies that
promote access to coordinated food and nutrition services are essential to maintain inde-
pendence, functional ability, disease management, and quality of life. Those working with
older adults must be proactive in demonstrating the value of comprehensive food and nu-
trition services. To meet the needs of all older adults, registered dietitians and dietetic
technicians, registered,mustwiden their scopeofpractice to includeprevention, treatment,
andmaintenance of health and quality of life into old age.

POSITION STATEMENT

It is the position of the Academy of Nutrition
and Dietetics that all Americans aged 60
years and older receive appropriate nutrition
care; have access to coordinated, compre-
hensive food and nutrition services; and re-
ceive the benefits of ongoing research to
identify the most effective food and nutri-
tion programs, interventions, and therapies.
J Acad Nutr Diet. 2012;112:1255-1277.
H
EALTHY LIFESTYLES, EARLY
detection of diseases, imm-
unizations, and injury pre-
vention have proven to be

effective in promoting the health and
longevity of older adults. One in every
eight people in America is an older
adult, defined by the Older Americans
Act (OAA) as an individual who is aged
60 years older.1 The enjoyment of food
and nutritional well-being, along with
other environmental influences, has an
influence on health-related quality of
life and the aging process (Figure 1).
Quality of life is defined in public health
and medicine as a person’s perceived
physical and mental health over time,
including factors such as health risks,
and conditions, functional status, social
support, and socioeconomic status.2
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Beginning early in life, eating a nutri-
tious diet, maintaining a healthy body
weight, and a physically active lifestyle
are key influential factors in helping in-
dividuals avoid the physical andmental
deteriorations associated with aging.
Approximately one third of older

adults are aging successfully based on
objective criteria; however, a great num-
ber of older adults perceive themselves
as aging successfully despite the pres-
enceof illnessanddisability.3Of themost
common causes of death of adults aged
65 years and older in the United States,
five of eight have a knownnutritional in-
fluence (Figure 2).4 Almost 80% of older
adults have one chronic condition, and
half of all older adults have twoormore.5

More than39%of all noninstitutionalized
persons aged 65 years and older are in
excellent health and only 6.4% of these
adults needs help with their personal

daily care.6 Preventing chronic diseases
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and reducing associated complications is
an essential strategy for keeping older
adults healthy, independent, and com-
munity dwelling.

ROLE OF FOOD AND
NUTRITION IN AGING
Although health status has multiple
contributing factors, nutrition is one of
the major determinants of successful
aging. Food is not only critical to one’s
physiological well-being but also con-
tributes to social, cultural, and psycho-
logical quality of life. Primarily, nutrition
helps promote health and functionality.
As a secondary and tertiary strategy,
medical nutrition therapy (MNT) is an ef-
fective disease management approach
that lessens chronic disease risk,
slows disease progression, and re-
duces disease symptoms. Thus, the
years at the end of the life cycle can be

healthful, enjoyable, and productive if
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chronic diseases and conditions can
be prevented or effectively managed.
Registered dietitians (RDs) and di-
etetic technicians, registered (DTRs),
are uniquely qualified to provide a
broad array of culturally sensitive
food and nutrition services in addi-
tion to encouraging physical activity
and other supportive care for older
Americans.

THE GROWING AGING
POPULATION
The demographics of the aging US pop-
ulation is changing and growing dra-
matically as baby boomers reach older

This Academy position paper includes the
authors’ independent review of the liter-
ature in addition to systematic review
conducted using the Academy’s Evidence
Analysis Process and information from
the Academy’s Evidence Analysis Library
(EAL). Topics from the EAL are clearly de-
lineated. The use of an evidence-based
approach provides important added ben-
efits to earlier review methods. The major
advantage of the approach is the more
rigorous standardization of review crite-
ria, which minimizes the likelihood of re-
viewer bias and increases the ease with
which disparate articles may be com-
pared. For a detailed description of the
methods used in the Evidence Analysis
Process, go to www.andevidencelibrary.
com/eaprocess.

Conclusion Statements are assigned a
grade by an expert work group based on
the systematic analysis and evaluation of
the supporting research evidence. Grade
I�Good; Grade II�Fair; Grade III�
Limited; Grade IV�Expert Opinion Only;
and Grade V�Not Assignable (because
there is no evidence to support or refute
the conclusion). See grade definitions at
www.adaevidencelibrary.com/grades.

Recommendations are also assigned a
rating by an expert work group based on
the grade of the supporting evidence and
the balance of benefit vs harm. Recom-
mendation ratings are Strong, Fair, Weak,
Consensus, or Insufficient Evidence. Rec-
ommendations can be worded as condi-
tional or imperative statements. Condi-
tional statements clearly define a specific
situation and most often are stated as an
“if, then” statement, while imperative
statements are broadly applicable to the
target population without restraints on
their pertinence. Evidence-based infor-
mation for this and other topics can be
found at www.andevidencelibrary.com
and subscriptions for non-members are
purchasable at www.adaevidencelibrary.
com/store.cfm.
ages. Since 1900, the percentage of
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Americans aged 65 years and older has
more than tripled: from4.1% to 13.1% of
the population in 2010.7 The number of
older Americans reached 40.4 million
persons in 2010. By 2030, there will be
about 72.1 million older persons repre-
senting 19.3% of the population—al-
most twice the number there was in
2007. The 85 years and older popula-
tion is expected to increase to 6.6 mil-
lion in 2020.7

Minority Aging
The racial/ethnic composition of Amer-
icans aged 65 years and older is also ex-
pected to continue to grow and diver-
sify. Minority populations, estimated at
8.1 million in 2010 (20.0% of older
adults), are projected to increase to
13.1 million in 2020 (24% of older
adults).7 Table 1 shows projected pop-
ulation growth data from 2010 to 2050
by race for persons ages 65 years and
older and ages 85 years and older.7

Life Expectancy
Persons living to age 65 years have an
average life expectancy of 18.8 more
years.8 Men and womenwho reach age
85 years can expect to live more than
5.7 and 6.8 additional years, respec-
tively.8 Along with general trends for
the US population, the Hispanic, Amer-
ican Indian and Alaskan Native, African
American, Asian, and Hawaiian and Pa-
cific Islander populations are also now
living longer.7

The Genetics of Longevity
In 2001 there were 48,000 individuals
in the United Stateswhowere aged 100
years or older. By 2009 thereweremore
than 64,000 persons aged 100 years or
more, accounting for 0.2% of the popu-
lation older than age 65 years.7 Genetic
research has identified the presence of
genes and combinations of genes in
centenarians that contribute to protec-
tion from age-related diseases, healthy
aging, and longevity.9,10 Some longe-
vity-enabling genes are thought to
function by offering protection against
chronic diseases;10 other evidence,
however, has not confirmed an associ-
ation between specific genes and lon-
gevity or suggests that the relationship
is small.11 In addition, longevity genes
may function in combination with en-
vironment and lifestyle choices. Al-

though the possibility exists for a ge-
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netic predisposition to long life for
some individuals, healthy dietary hab-
its, regular physical activity, avoidance
of tobacco products, and maintenance
of a healthy body weight all appear to
have a favorable influence on genetic
predispositions toward long life.

HEALTH DISPARITIES AND
NUTRITION-RELATED HEALTH
CONDITIONS
Many older adults have at least one or
more chronic health condition. The
most frequently occurring conditions
among older adults are shown in Table
2. The main goal for older adults in
Healthy People 2020 is to “improve the
health, function and quality of life.”12

Disparities in health are believed to
be the result of complex interaction
among genetic variations, environmen-
tal factors, and cultural and health be-
haviors. Inequities in access to health
care, income, and poverty, as well as
food security also contribute to health
disparities among older adults. Differ-
ences in rates of physical activity also
exist,withminority populations engag-
ing in lower rates of physical activity.12

However, despite improvements in the
overall health of the US population, ra-
cial and ethnic health disparities con-
tinue to persist betweenwhites and Af-
rican Americans, for example (Table 2).
The ability of RDs to effectively reduce
the burden of illness among older ra-
cial/ethnic minority adults will depend
on an increased understanding of envi-
ronmental and lifestyle factors in indi-
viduals of various races and ethnicities
and how those factors interact with bi-
ological and physiological aging pro-
cesses.13 Interventions tailored to the
culture, language, and age group of the
target population are key strategies to
increase the effectiveness of programs
designed to improve food security of
older adults with limited resources.14

Health Care, Income, and Poverty
Inequalities in access to medical care
resources, income, and poverty can re-
sult in health disparities. Minorities are
more likely to report that they have no
usual source of medical care or that
they were unable to obtain or were de-
layed in receiving needed medical
care.7 In 2010, an estimated 3.5 million
elderly persons (9.0%) were below the

poverty level; another 2.1 million older
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adults were considered “near poor”
(�125% of the poverty level). Rates
were higher among minority older
adults, and older women.7 Almost 16%
of persons aged65years andolderwere
poor in part due to medical out-of
pocket expenses.15 In general, popula-
tion groups with the worst health sta-
tus are also those with the highest pov-
erty rates.16 This can be attributed to
food insecurity, limited access to med-
ical care, and decreased opportunity to
engage in health-promoting behaviors
such as physical activity.

Hunger and Food Insecurity
Hunger and food insecurity are definite
issues for a portion of community-resid-
ing older adults, placing them at risk for
poor nutritional status and deteriorating
physical and mental function.17,18 Food
insecurityoccurswhenever theavailabil-
ity of nutritionally adequate and safe

Figure 1. Factors that influence health
Luggen AS. Nutrition for Older Adults.
permission.
food, or the ability to acquire foods in so-
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ciallyacceptedways, is inadequateorun-
certain.17 The level of food insecurity
among older adults in the United States
varies considerably.18 Food insecurity is
more prevalent in older adults with in-
comes below the poverty line, popula-
tion subgroups such as blacks and His-
panics and those who live in rural areas,
rent their homes, are less educated, are
disabled, have a grandchild living in the
house, and participants in the Supple-
mental Nutrition Assistance Program
(SNAP).19

FOOD AND NUTRITION IN
HEALTH AND DISEASE
Food is an essential component of ev-
eryday life. Meals add a sense of secu-
rity, meaning, and structure to an older
adult’s day, providing feelings of inde-
pendence and control and a sense of
mastery over his/her environment.20

Assessment of dietary patterns from

ed quality of life and the aging proce
0: Jones & Bartlett Learning, Sudbury
participants in the Health, Aging, and
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Body Composition study found that in
older adults a diet consistent with cur-
rent guidelines, including relatively
high amounts of vegetables, fruits,
whole grains, poultry, fish, and low-fat
dairy products may be associated with
superior nutritional status, quality of life,
and survival.21 Food habits of older
adults are determined not only by life-
time preferences and physiologic
changes but also by such factors as living
arrangements, finances, transportation,
and disability. The positive psychological
andsocial aspectsof eatingare important
pleasures of life.When planning the care
of older adults, RDs and DTRs must ac-
knowledge that food habits make a sig-
nificant contribution to well-being.

Changes in Nutrient Needs with
Age
Health, physiologic, and functional
changes that occur with aging affect nu-

gure from reference 24: Bernstein MA,
. www.jblearning.com. Reprinted with
-relat ss. Fi
201 , MA
trient needs. Knowledge of the nutrient
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requirements of older adults is growing,
yet in some instances inadequately in-
vestigated to establish standards. Spe-
cific dietary recommendations for en-
ergy and several essential nutrients and
food components, such as dietary fiber,
have been delineated in the Dietary Ref-
erence Intakes (DRIs).22 TheDRIs include
theagecategories51 to70yearsand�70
years, and although chronological age is
used as an indicator, actual nutrient re-
quirements may be wide-ranging in this
population. Chronological age categories
may be useful formany purposes such as
assessing current and planning future
nutrient intakes related to both the diet
of an individual and of groups. The pre-
cise nutrition needs of an older adult at
any age aremulti-factorial becauseof the
highdiversitywithin thispopulation.The
MyPlate for Older Adults icon illustrates
the recommendations of the 2010 Di-
etary Guidelines for Americans (DGA)
and MyPlate specially tailored to older
adults by emphasizing topics such as ad-
equate fluid; convenient, affordable, and
readily available foods; and physical ac-
tivity.23

A decrease in food intake by an older
adult can have overlapping causes and
far-reaching effects. Older adults often
have multiple medical conditions re-
quiring them to alter their dietary in-
take and use numerous prescription
and over-the-counter medications that
can impair food intake or alter diges-
tion, absorption, metabolism, and ex-
cretion. Barriers to the consumption of
a healthy diet can be attributed to social
factors, economic hardships, functional
difficulties while shopping for or pre-
paring foods, changes in mental ability,
as well as physiologic alterations in
taste sensations, a decline in olfactory
function, difficulty chewing and swal-
lowing, and changes in digestion and
absorption.24 Physiologic changes may
occur naturallywith aging, as a result of
disease, or as a side effect ofmedication
use. Changes in body composition or
physiologic function that occur with
age may also have a direct influence on
nutrient requirements. Reductions in
muscle mass, bone density, immune
function, and nutrient absorption and
metabolism may make it difficult for
older adults to meet nutrition require-
ments, especially when energy needs

are reduced.
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Energy
Total and resting energy requirements
decrease progressively with age.25 Al-
though the decline in energy require-
ment with advancing age is multifacto-
rial, it can be attributed in a large part to
decreases in physical activity. Physical
inactivity that accompanies advancing
age lowers energy requirements di-
rectly by reducing energy expenditure
and leads to adecline in basalmetabolic
rate due to losses of lean mass. Loss of
skeletal muscle, as well as gains in total
body fat and visceral fat content con-
tinue into late life.26 Themain determi-
nant of energy expenditure is fat-free
mass in sedentary individuals, which
declines by about 15% between the
third and eighth decade of life. When
energy needs decline with age, individ-
uals often do not make a comparable
reduction in energy intake leading to an
increased body fat content.27

A lower energy requirement repre-
sents a challenging nutrition situation
for older adults because vitamin and
mineral needs often remain constant or
may even increase for many nutri-

Figure 2. Top eight leading causes of
Adapted from reference 4: 10 leading ca
2009. National Vital Statistics System, Na
Disease Control and Prevention webs
Age-Grp-US-2009-a.pdf. Accessed June
ents.28,29 Consuming a diet that meets

ION AND DIETETICS
nutrition requirements without ex-
ceeding energy requirements poses an
additional challenge for older adults
and requires limiting discretionary en-
ergy intake. Recent evidence on dietary
trends is concerning. Usual intake for a
large percentage of older adults aged51
to 70 years and those �71 years was
below the minimum recommended
amounts, especially for the nutrient-
rich food groups.30 More than 90% of
persons aged 51 to 70 years and �80%
of persons aged �71 had intakes of
empty energy that exceeded the discre-
tionary energy allowances.30 This im-
balance creates a nutritionally difficult
situation where food and dining expe-
riences contribute significantly to qual-
ity of life and overall health in older age
yet may require more close attention
than at any other stage of life. RDs
working with this population have the
unique challenge to help older adults
balance nutrient requirements for
overall health and well-being.

Other Nutrients
Fluid. The Adequate Intake for water

th for adults aged �65 years in 2009.
of death by age group, United States—
l Center for Health Statistics, Centers for
ww.cdc.gov/Injury/wisqars/pdf/10LCD-
012.
dea
uses
tiona
ite. w
from food and beverages is set at a level
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intended to replace normal daily losses
and prevent the effects of dehydra-
tion31

; however, the recommended in-
take is frequently not met by many
older adults. Dehydration, a form of
malnutrition, is a major problem in
older adults, especially persons aged
�85 years and institutionalized older
adults. Both physiologic changes and
factors leading to decreased fluid in-
take contribute to the risk of dehydra-
tion with advancing age. The kidneys’
decreased ability to concentrate urine,
blunted thirst sensation, endocrine
changes in functional status, altera-
tions in mental status and cognitive
abilities, adverse effects ofmedications,
and mobility disorders are commonly
reported risk factors for dehydration in
older adults. Fear of incontinence and
increased arthritis pain resulting from
numerous trips to the toilet may inter-
fere with consumption of adequate
fluid intake. Dehydration can result in

Table 1. Population projections by rac
2010-2050a

Census
year

Total - all
racesb Hispanic

n n %

2010 �65 y 40,228,712 2,857,619 7

2010 �85 y 5,751,299 304,702 5

2050 �65 y 88,546,973 17,514,734 20

2050 �85 y 19,041,041 2,871,224 15

aCompiled by the US Administration on Aging using the c
aoa.gov/AoARoot/Aging_Statistics/Minority_Aging/index
bTotal population for all ages during 2010: 310,232,863; an

Table 2. Frequently occurring health c

Condition
All
ad

Hypertension 71

Diagnosed arthritis 49

All types of heart disease 31

Sinusitis 14

Diabetes 18

Cancer 22

aSource: Profile of older Americans 2010. Health and healt
aoa.gov/AoARoot/Aging_Statistics/Profile/2010/14.aspx.
b�Source: A statistical profile of black older americans ag
aoa.gov/AoARoot/Aging_Statistics/Minority_Aging/Facts
constipation, fecal impaction, cognitive
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impairment, functional decline, and
even death.

Fiber. National surveys of dietary in-
take consistently find that the dietary
fiber intake of older adults is lower than
recommended levels.32 To meet carbo-
hydrate recommendations as well as
limit discretionary energy intake, older
adults should choose a variety of fiber-
rich fruits, vegetables, and whole
grains.33 In addition to providing nutri-
ents such as vitamins,minerals, and an-
tioxidants, fiber provides benefits such
as improved gastric motility, improved
glycemic control, and reduced choles-
terol. Foods low in fiber are frequently
inferior in nutrient composition and
contribute to discretionary energy in-
take thereby decreasing the nutrient
density of the diet placing older adults
at risk for malnutrition and obesity.
Frail older adults and thosewith poor

d ethnicity for persons aged �65 y and

-Hispanic
white

Non-Hispanic
black

Non-Hispanic
American
Indian and
Alaskan
Native

% n % n %

3,428 80 3,322,859 8 200,323 �1

1,877 85 387,090 7 17,300 �1

1,738 58 9,942,696 11 645,537 �1

5,427 67 1,880,860 10 133,826 �1

ata noted. Source: 2008 national population projections. Ad
ccessed July 30, 2011.
ed for 2050: 439,010,253.

itions among older persons

r
(%)

African-American
older adultsb (%)

84

53

27

15

29

13

Administration on aging website. www.
d June 7, 2012.
. Administration on Aging website. www.
ck-Elderly-plain_format.aspx. Accessed May 5, 2011.
appetite and anorexia need to be eval-
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uated carefully so that a high-fiber diet
does not lead to excess satiety. This
could result in decreased overall food
consumption thereby limiting nutrient
intake and contributing to difficulty
maintaining appropriate body weight
or compromised nutritional status.
When making recommendations re-
garding the fiber content in the diet of
an older adult, fluid intake must be ap-
propriately assessed and guidelines for
adequate fluid should accompany
those for dietary fiber.

Protein. Regular consumption of high-
quality proteins can be challenging for
older adults with limited resources, re-
duced appetite, and physical and envi-
ronmental limitations.34 Physiologic
changes and reduced lean body mass
leads to decreases in total body protein
and contributes to increased frailty, im-
paired wound healing, and decreased
immune function with advancing age.
The question of whether or not dietary
protein needs change with advancing
age is subject to scientific debate.35

Comprehensive short-term nitrogen
balance studies suggest that the re-
quirement for dietary protein is not dif-
ferent between apparently healthy
younger and older adults, and for most
older adults the Recommended Dietary
Allowance (RDA) of 0.8 g/kg body
weight daily is adequate to meet mini-
mum dietary needs.36 Although the
role of dietary protein in the prevention
of sarcopenia remains unclear,37 a pro-
tein intake moderately greater than
that amount may be beneficial to en-
hance muscle protein anabolism and
reduce progressive loss of muscle mass

5 y and percent of the population:

n-Hispanic
Asian

Non-Hispanic
Native

Hawaiian
and Pacific
Islander

Non-Hispanic
with 2 or
more races

% n % n %

8,961 3 33,235 �1 252,287 �1

1,819 2 2,525 �1 25,986 �1

4,131 8 170,040 �1 1,068,097 1

7,644 �1 27,916 �1 174,144 �1

ation on Aging website. www.
e an �8

Non No

n n

32,24 1,31

4,90 11

51,77 7,43

12,82 1,12

ensus d ministr
ond

olde
ultsa

h care.
Accesse
with age.35 Some experts suggest that a
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protein intake of 1.0 to 1.6 g/kg daily is
safe and adequate to meet the needs of
healthy older adults.38,39

Despite the possibility for increased
protein needs, dietary data suggest that
dietary protein intake declineswith ad-
vancing age.40 Protein undernutrition
can contribute to sarcopenia and mor-
bidity.35 Although potential differences
in the efficiency of protein utilization
may exist, aging does not impair the
ability to synthesize muscle protein af-
ter consumption of high quality pro-
tein-rich food or a high quality protein
meal and resistance exercise.41,42 There
is evidence to suggest, however, that in
both young and old adults the upper
limit on howmuch protein can be used
for muscle synthesis at a single meal is
approximately 30 g.43 Therefore, some
experts now recommend that older
adults aim to consume between 25 and
30 g high-quality protein at each
meal.44 For many older adults this pri-
marily means including a high-quality
protein source at eachmeal throughout
the day, as recommended in the US De-
partment of Agriculture’s (USDA’s) My-
Plate food guidance system.45 RDs
working with older adults have the op-
portunity to encourage dietary modifi-
cations that optimize protein synthesis
and reduce the consequences of sarco-
peina.

Vitamin D and Calcium. Among their
numerous benefits, adequate vitaminD
and calcium are best known for their
crucial role in the prevention and delay
of the progression of osteoporosis. Re-
cently the role of calciumand vitaminD
in other health outcomes such as can-
cer, heart disease, diabetes, and immu-
nity has received much attention. DRIs
were based on evidence that supports
the role of calcium and vitamin D in
bone health but not other health condi-
tions. In addition, the Institute of Med-
icine cautions that some research indi-
cates that too much of these nutrients
may be harmful.46

The Surgeon General’s report on
bone health and osteoporosis recom-
mendations include consuming recom-
mended amounts of calcium and vita-
min D, maintaining a healthful body
weight, and being physically active,
along with minimizing the risk of
falls.47 However, adequate intake of
calcium and vitamin D are difficult to

achieve from food alone. Historically,
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calcium and vitamin D from dietary or
supplement sources have been the ma-
jor therapeutic focus for bone health.48

Other nutrients such as protein, vita-
mins A and K, magnesium, and phy-
toestrogens are also involved in bone
health, and research continues to ex-
pand the understanding of the roles of
these nutrients in bone health of appar-
ently healthy and frail older adults.49,50

Vitamin B-12 and Folic Acid. An es-
timated 6% to 15% of older adults have
vitamin B-12 deficiency and approxi-
mately 20% are estimated to have mar-
ginal status.51 Levels of vitamin B-12
are commonly low as a result of malab-
sorption due to pernicious anemia, lack
of intrinsic factor and atrophic gastritis,
and in some cases poor diet. The well-
recognized complications of vitamin
B-12 deficiency include macrocytic
anemia and neurologic complications
affecting sensory and motor function.
However there are also a number of
more subtle effects, including osteope-
nia, neurocognitive impairment, and
increased vascular disease risk associ-
atedwith elevated homocysteine levels
that have also been identified.52

Since the1998 folic acid fortificationof
cereal grain products and ready-to-eat
cereals, these foods can nowcontribute a
significant amount of folic acid to the di-
ets of older adults. When the intake of
folic acid–fortified foods is combined
with supplements containing folic acid,
excessive levels may be consumed. Folic
acid intake in excess of the tolerable up-
per intake level may mask the diagnosis
of a vitaminB-12deficiency. Even at sub-
clinical levels of deficiency, older adults
may have changes in theirmental status,
which can be overlooked or attributed to
normal aging. Further research is needed
to investigate the efficacy and benefits of
fortification of flourwith vitamin B-12 in
older adults.52

Six questions on vitamin D and vita-
min B-12 and older adults have been
answered as part of the AcademyofNu-
trition and Dietetics systematic Evi-
dence Analysis Process. Conclusion
statements can be found in the article,
“Position of the American Dietetic As-
sociation: Nutrient Supplementa-
tion”53 and the detailed search plan, re-
sults, information on the process, and
how they were reached are available at

the Academy’s Evidence Analysis Library
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(EAL) website: www.andevidencelibrary.
com.

Antioxidants
The formation of oxygen free radicals
during normal cellular metabolism and
as a result of environmental factors can
have a dramatic effect on the aging pro-
cess. Some phytochemicals, such as
caroteniods and flavonoids, as well as
antioxidant vitamins and minerals, re-
duce oxidative stress that contributes
to disease pathogenesis. Dietary anti-
oxidant intake is associated with lower
prevalence of degenerative diseases
and maintenance of physiologic func-
tions in older adults. Community-
dwelling older women with higher se-
rum carotenoid concentrations have
lower mortality.54 When assessing caro-
tenoid intake, living environment should
be evaluated because older community-
dwelling women with lower neighbor-
hood socioeconomic status have been
found to have lower serum cartenoid
concentration.55

Antioxidants and Vision. Cataracts
and age-related macular degeneration
(AMD) are common causes of blindness
in older adults. Higher intakes of phyto-
chemicals may help to prevent or delay
the development and progression of
cataracts and AMD.56 Adequate intakes
of carotenoids, especially lutein and ze-
axanthin, in the form of whole foods
such as fruits and vegetables or supple-
ments, increases serum concentrations
and also concentration in the macular
pigment density, and therefore have
been investigated for their role in the
prevention, progression, and treatment
of AMD.57

• EAL Question: What is the rela-
tionship between antioxidants and
prevention of AMD in older adults?
EAL Conclusion Statement: Re-
garding the development of AMD,
findings from studies of antioxi-
dant intake below or above RDA
levels are inconclusive. Further re-
search is needed, given the risks of
oversupplementation.58 Grade II.

• EAL Question: What is the rela-
tionship between antioxidants and
progression of AMD in older
adults? EAL Conclusion State-
ment: The results of one large
trial (Age-Related Eye Disease
Study) in the United States found

a beneficial effect of beta-caro-
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tene, vitamin C, vitamin E, lutein,
zeaxanthin, zinc, and copper sup-
plementation on delaying pro-
gression of advanced AMD. How-
ever, studies published since that
time reported inconclusive find-
ings. Further research is needed,
given the risks of over supplemen-
tation.58 Grade II.

Antioxidants and Cognition. Anti-
oxidants are thought to confer benefits
in thepathogenesis of cognitive impair-
ment and Alzheimer’s disease by pro-
tecting against damage to the brain
resulting from oxidative stress.59

Therefore, antioxidant nutrient defi-
ciencies in older adults may exacerbate
pathological processes leading to cog-
nitive impairment and/or Alzheimer’s
disease.60 Although a wide variety of
antioxidant nutrients are available in
foods, many studies have focused on
single-antioxidant vitamin supple-
ments.61 Findings from epidemiologic
studies have not yielded consistent re-
sults.62 A balanced combination of an-
tioxidant nutrients, which may reduce
the potential adverse consequences of
over supplementation, may be neces-
sary to have a significant effect on the
prevention of cognitive decline and de-
mentia in older adults.63

• EAL Question: What is the rela-
tionship between antioxidants and
cognition in older adults without
cognitive impairment? EAL Con-
clusion Statement: Although
studies on healthy older adults
consuming recommended levels
of antioxidants generally re-
ported no association with im-
paired cognitive function, stud-
ies regarding antioxidant intakes
below recommended levels re-
ported an associationwith cogni-
tive decline. Research on antiox-
idant intakes at supplemental
levels are inconclusive; conflict-
ing results may be due to genetic
factors and prior nutrient defi-
ciencies. Further research is
needed in this area.58 Grade II.

• EAL Question: What is the rela-
tionship between antioxidants and
cognition in older adults with di-
agnosed cognitive impairment or
Alzheimer’s disease? EAL Conclu-
sion Statement: Compared with
healthy older adults, intakes of

all nutrients may be lower in
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older adults with diagnosed cog-
nitive impairment or Alzhei-
mer’s disease; however, it is un-
clear whether low levels of
nutrients precede or are the con-
sequence of cognitive impair-
ment. In addition, antioxidant
intake at supplemental levels
demonstrated no difference in
the delay of cognitive decline.
Additional research is needed in
this area.58 Grade II.

Based on these conclusion state-
ments, the following are recommenda-
tions for RDs related to antioxidants
and older adults.

• EAL Recommendation: Encour-
age DRIs for all older adults. For
all older adults, RDs should en-
courage food intake meeting the
DRIs (or other recommended
levels) for antioxidant vitamins
and minerals and recommend a
multivitamin if food intake is
low. Studies regarding antioxi-
dant intakes below recom-
mended levels reported an asso-
ciation with cognitive decline;
however, research regarding
AMDwas inconclusive.64Rating:
Strong, Imperative.

• EAL Recommendation: Collab-
orate with others regarding
treatment of diagnosed AMD.
For older adults with diagnosed
AMD, RDs should collaborate
with others on the inter-profes-
sional team (eg, physicians, oph-
thalmologists, pharmacists, and
other health care professionals)
to determine whether an older
adult would benefit from high-
dose supplementation of antiox-
idants, because some formula-
tions have side effects and
contraindications. A systematic
Cochrane review reported that
the results of one large trial (Age-
Related Eye Disease Study) in the
United States found a beneficial
effect of antioxidant (beta caro-
tene, vitamin C, and vitamin E),
lutein/zeaxanthin and zinc and
copper supplementation on de-
laying progression of advanced
AMD. However, studies pub-
lished since that time report in-
conclusive findings.64 Rating:
Strong, Conditional.

• EAL Recommendation: Advise

against antioxidants for treat-
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ment of diagnosed cognitive
impairment/Alzheimer’s dis-
ease. For older adults with diag-
nosed cognitive impairment or
Alzheimer’s disease, RDs should
advise against antioxidant supple-
mentation, because ithasnotbeen
shown to have an effect and some
formulations have side effects and
contraindications. Findings from
studies of antioxidant intake
above RDA levels in subjects with
diagnosed cognitive impairment
or Alzheimer’s disease demon-
strated no difference in the delay
of cognitive decline. These find-
ings were substantiated by one
systematic Cochrane review.64

Rating: Strong, Conditional.

Actual Dietary Intake of Older
Adults vs Recommendations
Both cross-sectional and longitudinal
studies document that the quantity of
food and energy intake decreases sub-
stantially with age. With the decrease
in energy intake, there is a concurrent
decline in micronutrient intakes, espe-
cially calcium, zinc, iron, and B vita-
mins. Most Americans, older adults in-
cluded, consume foods that are high in
fats and added sugars at the expense of
the recommended more nutrient-
dense food groups.65 ThemeanHealthy
Eating Index-2005 score for persons
aged�65 years participating in the Chi-
cago Health and Aging Project was 61.2
out of 100, indicating that their diets
needed improvement.66 Specifically,
older adults are at risk for not meeting
the RDA or Adequate Intake values for
calcium; vitamins D, E, and K; potas-
sium; and fiberwhile possibly overcon-
suming folate and sodium.67

The consequence of the cumulative
effect of a lifetime of poor dietary
choices has a dramatic influence on
health and quality of life. Older adults
who follow a dietary pattern of high-fat
dairy products and sweets and desserts
have a higher risk of mortality than
those that followed a healthy dietary
pattern.21 On the other hand, dietary
patterns consistent with current rec-
ommendations to consume relatively
high amounts of vegetables, fruit,
whole grains, poultry, fish, and low-fat
dairy products is associated with supe-
rior nutritional status, more favorable
levels of selectednutritional biomarkers,

more years of healthy life, and survival in
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older adults.21 Additional dietary studies
also support these findings. The Dietary
Approaches to Stop Hypertension
(DASH) diet has been shown to have a
positive effect on both systolic and dia-
stolic blood pressure.68 Adherence to
the Mediterranean diet, which shares
many of the characteristics with the
DASH diet, is associated with a reduc-
tion in total and cardiovascular mortal-
ity and inversely associated with sys-
tolic and diastolic blood pressure.69,70

In community-dwelling older adults,
those who follow a Mediterranean-
style diet pattern high in vegetables
and fish have been shown to have
slower cognitive declines.66

Fruits and Vegetables. The recom-
mendation toconsumefruits andvegeta-
bles to lower riskof chronicdiseases con-
tinues to be a key component of dietary
guidance.71 The protective effects of
fruits and vegetables in the prevention
and treatment of chronic and degenera-
tive diseases have been extensively in-
vestigated.72 Although the recommen-
dation to eat more fruits and vegetables
applies to all Americans aged�2 years,71

thebenefitofadiethigh in fruitsandveg-
etables is underscored in older adults.
Higher consumption of fruit and vegeta-
bles is considered to be a marker for an
overall healthier diet.
Numerous barriers to the regular

consumption of fruits and vegetables
exist in older adults. Financial con-
straints, functional limitations, and dif-
ficulty with shopping and preparing
foods, problems with teeth and gums,
poor fitting dentures could all be obsta-
clesmaking adherence to fruit and veg-
etable recommendations challenging
in this group. Small increases in fruit
and vegetable intake are possible in
population subgroups and can be
achieved by a variety of approaches.73

Face-to-face education and counseling,
community-based interventions, and
telephone and computer-tailored in-
formation have been shown to produce
successful results in increasing fruit
and vegetable intake.73

Sodium. According to the 2010 DGA,
adults aged �51 years are recom-
mended to reduce sodium in their diets
to 1,500 mg daily in an effort to lower
their risk of high blood pressure and as-
sociated consequences.71 The recom-

mendation for older adults to lower
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their daily sodium intake is supported
by the Academy of Nutrition and Di-
etetics and the Food and Nutrition
Board of the Institute of Medicine.74,75

Excess sodium increases the risk of hy-
pertension contributing to heart dis-
ease, stroke, and kidney disease. As so-
dium intake drops, so does blood
pressure. Elevated blood pressure from
a high salt intake can be blunted by eat-
ing more fruits, vegetables, and low-fat
dairy products and following the DASH
diet as recommended by the 2010 DGA,
the American Heart Association, and
the National Heart, Lung, and Blood In-
stitute.71,76 Responsibility to reduce
the amount of sodium in the diet of all
Americans falls on both the food indus-
try and consumers. Older adults, in par-
ticular, have additional challenges
when trying to adhere to a low-sodium
diet. Those with functional and physi-
cal limitations thatmakemeal prepara-
tion difficult frequently rely on pro-
cessed, pre-prepared, and ready-to-eat
meals that are often higher in sodium.
Changes in taste sensation lead older
adults to seek out alternatives to salt to
add flavor to their food. Providing
home-delivered therapeutic meals that
are in accordance with DASH guide-
lines increases compliancewith dietary
recommendations in older adults with
cardiovascular disease, andmay be one
avenue for improving dietary intake in
this group.77 RDs and DTRs have the re-
sponsibility to help older adults over-
come individual barriers so they can
consume a diet higher in fruits and veg-
etables and low in sodium.
Evaluation of dietary patterns of

older adults unfortunately reveals that
along with many Americans, older
adults are not compliant with dietary
guidance. Older adults can make and
sustain behavior change and in many
instances achieve a greater benefit
from a given improvement in diet than
in younger individuals.78,79 It is impor-
tant for older adults to adopt dietary
and lifestyle practices that prevent and
manage chronic conditions, thereby
maximizing their chances for success-
ful aging. Deaths because of poor diet
and physical inactivity continue to be a
major public health problem for adults
of all ages. Consuming a wide variety of
foods is considered one of the bestways
to ensure balance of nutrients and con-
sumption of appropriate amounts of

healthful food components while min-
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imizing the effects of potentially harm-
ful substances.80

Other Factors that Influence Food
Intake
Lifelong eating behaviors, spiritual and
religious beliefs, sociocultural influ-
ences, disabilities, caregivers, and liv-
ing arrangements can have a significant
influence on the food intake of older
adults. By identifying and accommo-
dating the short- and long-term factors
that influence the food and lifestyle
choices of older adults, RDs and DTRs
can better support their well-being.

Disability.Disability is oftenmeasured
by limitations in performing activities
of daily living (ADL) and/or instrumen-
tal activities of daily living (IADL). Prob-
lems with physical functioning are
more frequent at older ages. Forty-two
percent of people aged �65 years re-
ported a functional limitation with
higher levels of functional limitations
in women and those who are poor.8,81

Certain diseases increase the risk of
functional limitations; for example,
20% of stroke survivors, 11% of older
adults with diabetes, and 10% of older
adults with ischemic heart disease re-
quire help performing ADLs.82 Seven
percent of older adultswith arthritis re-
quire help performing ADLs; however,
given the high prevalence of arthritis in
this age group (52%), arthritis repre-
sents a major burden in terms of the
number of older adults in need of assis-
tance.82 Sarcopenic obesity is indepen-
dently associated with and precedes
the onset of IADL disability in commu-
nity-dwelling elderly.83

Caregiver/Family. Caregivers engage
in activities that support good nutri-
tion, including shopping; meal prepa-
ration; feeding the care recipient; and
when required, administration of home
enteral nutrition. Caregivers may lack
the information and skills needed to
adapt a diet to meet recommendations
for diet therapy, to modify food consis-
tency if indicated, or to determine the
necessity of nutritional supplements.
Nutrition education or in-depth nutri-
tion counseling targeted for specific
diseases and conditions may be neces-
sary to inform the caregiver. Nutrition
information designed to promote good
eating practices for the caregiver is also

needed.84 RDs and DTRs can work with
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community aging services programs,
alerting them to the importance of nutri-
tion for both caregiver andcare recipient,
making targeted nutrition information
messages available, and providing nutri-
tion education and counseling. In addi-
tion, caregivers should be given appro-
priate support and be directed to the
necessary resources to provide assis-
tance for older adults.

Living Arrangements. Living ar-
rangements can affect diet quality. Ap-
proximately 29.3% of noninstitutional-
ized older adults live alone, including
8.1 million women and 3.2 million
men.7 The result of which is a demand
for a range of housing options to meet
the individual needs of each older
adult. Despite the rapid growth in se-
nior housing and care facilities in re-
cent years, there are still gaps in the
service delivery system.
RDs and DTRs play an important role

in ensuring that individuals with spe-
cial dietary restrictions, food beliefs,
and disabilities receive optimal nutri-
tion. They can develop and implement
programs that address health promo-
tion, chronic disease management, and
use of special equipment and assistance
devices and technologies related to
food shopping, meal preparation, and
eating that will enable older adults to
maintain their independence. Supple-
menting traditional, informal care giv-
ing with health services such as physi-
cal therapists, visiting nurses, and
hospice care workers will also allow
older adults to remain home longer.

Malnutrition
Malnutrition in older adults can have
numerous interconnected etiologies as
well as a wide range of consequences.
The consumption of a poor-quality diet
can result in inadequate energy and es-
sential nutrient intakes, resulting in
malnutrition and worsening of health
conditions, frailty, and disability. A key
predictor of malnutrition in older
adults is loss of appetite. Often referred
to as anorexia of aging, food intake and
appetite typically decline in older
adults, as a result of physiologic, psy-
chological, social, and cultural fac-
tors.85 Physiologic appetite regulation
differs in older adults compared with
younger persons; for example, older
adults exhibit less hunger and earlier

satiety. Impaired appetite contributes
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to the undernutrition seen in older
adults in both community and institu-
tionalized settings. Some other factors
identified to be associated with risk or
presence ofmalnutrition in older adults
include weight loss, functional depen-
dence, cognitive impairment, loneli-
ness, livingwithout a partner, history of
lung or heart disease, and the presence
of acute vomiting.86 Otherwise healthy
adults may also have acute or chronic
health conditions become increasingly
sedentary or experience age-related
physiologic changes that can contrib-
ute to poor nutrition.87

In addition to traditional malnutri-
tion commonly seen in frail, ill older
adults, a new nutrition paradox of in-
creasing concern is the presence of nu-
trient deficiencies and malnutrition in
overweight and obese older adults.
Long-term consumption of an exces-
sive energy, poor-nutrient diet coupled
with age-related decreases in physical
activity can lead to overweight, over-
fat individuals with reduced muscle
mass, functional limitations, andmulti-
ple nutrient deficiencies. Medical pro-
fessionals still often overlook this type
of malnutrition. Undernourished but
overweight or obese older adults are at
additional health risks as a result of
their poor nutritional status, increased
body weight, and associated degenera-
tive conditions. Choosing a high-qual-
ity, nutritious diet that meets dietary
recommendations as well as specific
nutrition recommendations for any
current medical conditions can be a
challenging task for older adults and
presents a growing responsibility for
RDs working with this population.

Diet Individualization
Older adults who consume a more var-
ied diet have better health out-
comes.80,88 Some individuals will make
positive dietary changes following the
onset of certain chronic health condi-
tions; however, dietary restrictions as-
sociatedwith chronic diseases can con-
tribute to compromised nutritional
status among older adults.87 A restric-
tive diet can be unacceptable to older
adults and contribute to poor food or
fluid intake, leading to undernutrition
and poor quality of life and negative
health consequences.89 RDs should use
a multifaceted approach that focuses
on prevention of malnutrition and

maintenance of nutritional well-being.
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Interventions that target both the
causes and the effects of malnutrition
and attempt to break the vicious cycle
of worsening health should be encour-
aged. The benefits and risks associated
with dietary restrictions and therapeu-
tic diets for older adults should be con-
sidered. Less-restrictive diets that are
tailored to each person’s needs, desires,
and medical conditions can lead to en-
hanced quality of life and improved nu-
tritional status for older adults living in
health care communities.89

Nutrient Supplementation
A large proportion of adults aged �51
years do not consume sufficient
amounts of many nutrients from foods
alone.90 When dietary selection is lim-
ited, nutrient supplementation with
low-dose multivitamin and mineral
supplements can be helpful for older
adults to meet recommended intake
levels. As previouslymentioned, of spe-
cific concern for older adults are the nu-
trients consistently found to be defi-
cient in the diet such as antioxidants,
calcium, vitaminD, and those forwhich
the digestion, absorption, or metabo-
lismdeclineswith age—such as vitamin
B-12. A substantial number of older
adults aged �75 years take multiple
prescription drugs as well as multiple
dietary supplements.91 Capricious di-
etary supplementation in older adults
can contribute to polypharmacy and
thereby increase the likelihood for ad-
verse interactions. It is important that
health care professionals ask older
adults specifically about their use of di-
etary supplements, including nutrient,
phytochemical, and herbal products.
RDs play an important role in counsel-
ing older adults on the appropriate use
of dietary supplements. The potential
influence of a healthy dietary pattern
plus appropriate supplement use in
MNT and on the maintenance of physi-
cal and cognitive function in old age has
profound consequences for optimiza-
tion of health, independence, and well-
being.

Body Weight and Composition
Involuntary Weight Loss. Body we-
ight generally increases up until the
sixth decade of life, then deteriorating
health in combinationwith a low-qual-
ity diet and sedentary lifestyle contrib-
ute to worsening health and increased

frailty, disability, and functional depen-
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dence.24 Rapid involuntary weight loss
and low bodymass index (BMI) in older
persons are indicative of underlying
disease and associated with mortal-
ity.92 Unintendedweight loss can result
frommultiple sources, including medi-
cal, pharmaceutical, social, economic,
and environmental causes. In older
adults unintended weight loss is often
associated with poor health outcomes
and is a marker for deteriorating well-
being.

Sarcopenia. Loss of skeletal muscle
mass and muscle strength, a process
called sarcopenia, is a prominent fea-
ture of age-related changes in body
composition.26 Sarcopenia is estimated
to affect from 8% to 40% of older adults
aged �60 years and approximately 50%
in those aged �75 years and cost an es-
timated $18.5 billion in health care dol-
lars.93,94 Although multifactorial in eti-
ology simply, sarcopenia is a complex
condition resulting from a number of
changes that occur with aging, facili-
tated in large part by a sedentary life-
style and nutritional inadequacies.35

Sarcopenia can set in motion a cascade
of consequences, including worsening
of disease burden and illness, nutri-
tional inadequacy, and increased dis-
ability, functional dependence, and
death.

Obesity. Obesity in older adults is a
complex problem that contributes to
higher risk for degenerative diseases as
well as age-related declines in health
and physical function leading to in-
creased dependence, disability, and
morbidity. Dietary excesses and poor
food choices in combinationwith phys-
ical inactivity has resulted in a growing
number of overweight and obese older
adults during the past 2 decades.8 In
2007-2008, 32% of adults aged �65
yearswere obese andof those aged�75
years, 27% of women and 26% of men
were classified as obese.8 With longer
life expectancy and the growing preva-
lence of overweight and obesity, the
burden of ill health resulting from ex-
cess body weight and body fat is likely
to continue to increase in the older
adult population. Overweight older
adults are advised not to gain addi-
tional weight.71

Sarcopenic Obesity. Sarcopenic obe-

sity, the coexistence of age-related loss
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of skeletal mass and strength and ex-
cess body fat, has also been found to
increase in prevalence with advancing
age.95,96 Sarcopenic obesity puts older
adults at special risk for adverse out-
comes and functional impairment be-
cause both predict disability. The
predominant features of sarcopenic
obesity are deterioration of muscle
composition and quality in combina-
tion with increased fat mass.97 The
prevalence of both sarcopenia and sar-
copenic obesity negatively affect phys-
ical functioning and health.98,99 Excess
energy intake, physical inactivity, low-
grade inflammation, insulin resistance,
and changes in the hormonal environ-
ment, as well as peptides produced by
adipose tissue, have been implicated in
the etiology and pathophysiology of
sarcopenic obesity.95,97

Obesity and sarcopenia in older
adults have been shown to potentiate
their effects on disability, morbidity,
and mortality.95 Sarcopenic obesity re-
sults in worse physical functional de-
clines than just sarcopenia or obesity
alone and has been found to be inde-
pendently associated with and precede
the onset of IADL disability in commu-
nity-dwelling older adults.83,96 In addi-
tion, sarcopenia and obesity together in
older adults have found to be modestly
associated with increased cardiovascu-
lar disease.100 Screening to identifying
elderly subjects with sarcopenic obe-
sity is clinically relevant and should be-
come more widespread so that effec-
tive treatment can be implemented to
attenuate the clinical impact of this
condition.95,101 Additional research is
needed that addresses changes in body
composition on future disability aswell
as studies that target the prevention
and cure of this significant geriatric
syndrome.97,102

Assessment of Overweight and
Obesity in Older Adults. The assess-
ment of overweight and obesity in
older adults and its relationship with
physical function and mortality has
been widely investigated. Declines in
physical function are reported in older
adults who have gained or lost weight,
experienced changes in body composi-
tion that favor increases in fatmass and
declines in muscle mass, have a low or
high BMI, or have a higher waist cir-
cumference or waist-hip ratio.64

Higher mortality has been observed

in older adults who have had uninten-
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tional weight loss and weight cycling,
and in those with a higher waist cir-
cumference and/or waste-hip ratio. Re-
sults are conflicting on the relationship
of body composition and BMI with
mortality. Studies of BMI and mortality
suggest that underweight is predictive
of mortality, but the relationship of
overweight and obesity with mortality
in older adults is not as clear.64 How-
ever, the results of one systematic re-
view found an increased mortality in
obese older adults.103

Energy reserves during time of stress,
illness and trauma, protection against
osteoporosis, lower risk of falls, and re-
duced post-fall trauma, may explain
some of the observed protective effect
seen in studies of overweight and obe-
sity with mortality in older adults. Re-
sults could also be complicated by dis-
ease burden, health and hydration
status, as well as limitations with an-
thropometric measurements in this
population. Studies suggest the influ-
ence of obesity on mortality may vary
according to age, offering another pos-
sible explanation for conflicting find-
ings.104 Therefore, the protective ef-
fects of excess body weight may
become apparent as a person ages and
the consequences of overweight/obe-
sity shift from a health burden to offer-
ing some safeguard against age-related
mortality.

• EAL Question: For the assessment
of overweight/obesity in older
adults, what is the effect of weight
change on physical function and
mortality? EAL Conclusion St-
atement: Research reported de-
creased physical function in sub-
jects who had gained weight (20
lb) and lostweight (10 lb), aswell
as higher mortality rates for sub-
jects who had unintentionally
lost weight (5% to 10% of body
weight over a period of 3 to 5
years) and whose weight had cy-
cled. Studies regarding the ef-
fects of intentional vs uninten-
tional weight loss on physical
function and mortality are limit-
ed; further research is needed in
these areas.58 Grade II.

• EAL Question: For the assessment
of overweight/obesity in older
adults, what is the effect of body
composition on physical function
and mortality? EAL Conclusion

Statement: In older adults, stud-
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ies demonstrated that muscle
mass generally decreases and fat
mass generally increases over
time, evenwhenweight is stable.
Subjects with greater percentage
of fat mass had increased risks of
disability, mobility limitations,
and decreased physical function;
research reported higher risks in
women, with increasing body
fatness compared with men. Re-
search regarding the relationship
between body composition and
mortality reported conflicting
results; more research is needed
in this area.58 Grade II.

• EAL Question: For the assessment
of overweight/obesity in older
adults, what is the effect of BMI on
physical function and mortality?
EAL Conclusion Statement:
Studies reported that subjects
with higher BMI had increased
risks of disability, mobility limi-
tations, and/or decreased physi-
cal function. The evidence link-
ing BMI levels with mortality is
mixed; most studies reported a
U-shaped relationship with in-
creased mortality at lower and
higher BMI levels; however,
some studies reported reduced
or increased mortality at over-
weight, obese, and underweight
BMI levels. Further research is
needed regarding the effect of
obesity on mortality.58 Grade II.

• EAL Question: For the assessment
of overweight/obesity in older
adults, what is the effect of waist
circumference or waist-hip ratio
on physical function and mortal-
ity? EAL Conclusion Statement:
Studies reported that subjects
with higher waist circumference
(�102 cm in men, �88 cm in
women) or higher waist-hip ra-
tio, had increased risks of disabil-
ity, mobility limitations, and/or
decreased physical function, as
well as an increased risk of mor-
tality.58 Grade I.

Based on these conclusion state-
ments, the following are recommenda-
tions for RDs related toweightmanage-
ment for older adults.

• EAL Recommendations: Con-
siderations for weightmanage-
ment in older adults. Regardless
of age, RDs should consider the

following when assessing the
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need for weight management
through modifications in dietary
intake and physical activity in
older adults: classification of
overweight or obesity, presence
of comorbidities, physical func-
tion, cognitive function, attitude
toward longevity, lifestyle, per-
sonal choice, and quality of life.
Although studies have demon-
strated varying associations be-
tween assessment indicators of
overweight or obesity and phys-
ical function and mortality in
older adults, the need for weight
loss should be based on input
from a physician or geriatrician,
RD, qualified exercise specialist,
and other members of a health
care team and will ultimately be
the personal decision made by
the older adult.64 Rating: Fair,
Imperative.

• EAL Recommendation: Use
multiple assessment indicators
for classificationof overweight/
obesity. Regardless of client age,
RDs should use more than one of
the following assessment indica-
torswhen classifying overweight
or obesity: weight change (and
weight history), current (and
past) weight, height and BMI,
waist circumference, and body
composition. More than one as-
sessment indicator should be
used, due to the potential limita-
tions of each indicator in older
adults, such as sex and ethnic dif-
ferences in their application. In
addition, studies demonstrated
that muscle mass generally de-
creases and fat mass generally
increases over time, even when
weight is stable.64 Rating: Fair,
Imperative.

Body Weight Management. The ap-
propriate management of overweight
and obesity in older adults is compli-
cated by significant health risks of
weight loss in this population. Weight
loss in overweight and obese older
adults has been shown to affect numer-
ous factors associated with excess
weight and confers as much benefit as
for younger persons.71,105 Specifically,
weight loss in overweight and obese
older adults results in improvements in
quality of life, including lower risk of

chronic disease and reduced medical
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complications, including cardiovascu-
lar disease and diabetes risk factors, re-
duced disability, mechanical burden on
weak joints, and frailty, as well as im-
proved physical and lower extremity
functioning and mobility.71,92,96,102,106

Even small amounts (5% to 10% initial
body weight) of voluntary weight loss
in older adultsmay be beneficial by aid-
ing in the prevention of adverse health
consequences of obesity.101

However, even when excess fat mass
is targeted, intentional weight loss also
accelerates muscle loss that normally
occurs with aging, and which has been
shown to correlate negatively with
functional capacity for independent liv-
ing.92 Careful consideration should be
given towhether the benefits of weight
loss outweigh the risks.96 A compre-
hensive nutrition assessment of over-
weight and obese older adults should
consider existing comorbidities,weight
history, and potential adverse health
effects of excess body weight.101 In ad-
dition to recognizing those for whom
weight loss may not be appropriate,
obese older adults for whom medically
supervised weight loss can be advanta-
geous must be identified so that effec-
tive, supportive nutrition care that pro-
motes health and well-being can be
provided. The Obesity Society recom-
mends weight-loss therapy on an indi-
vidual basis that minimizes adverse ef-
fects on nutritional status, and muscle
and bone loss for those older adults
who have medical conditions or func-
tional impairments and would benefit
from reduced body weight.105

Both weight loss and weight gain or
overweight are important nutrition
concerns for older adults and present
challenges for RDs working with this
population. RDs have a role in deter-
mining which older adults are appro-
priate to participate in weight loss pro-
grams, designing hypocaloric diets, and
encouraging a professionally pre-
scribed physical activity and exercise
program and behavior modification
plan.89 Careful attention should be
given to protein, fluid, fiber, at-risk mi-
cronutrients such as vitamins B-12 and
D, and discretionary energy.96 With
their expertise in food and nutrition,
RDs andDTRs can be valuablemembers
of a health care team, designing and im-
plementing effective individual and
community-based obesity prevention

and management programs that mini-
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mize the adverse consequences of obe-
sity and sarcopenic obesity.

Physical Activity
Regular exercise and physical activity
provide numerous and far-reaching
health benefits to older adults, includ-
ing minimizing biologic and physio-
logic changes that accompany advanc-
ing age, preventing and decreasing the
risk of chronic and degenerative dis-
eases, and providing treatment for
common geriatric syndromes and es-
tablished diseases (Figure 3). In addi-
tion to the effects regular physical ac-
tivity has on age-related morbidity and
mortality, progressive resistance train-
ing and aerobic exercises can have nu-
merous benefits on nutritional status,
including improved energy and nutri-
ent intake.107,108 Exercise has also been
recognized to counteract some of the
effects of pharmacotherapy common in
older adults such as corticosteroid
treatment, depression, alterations in
gastrointestinal functioning, and an-
orexia.24

It iswell accepted that habitual phys-
ical activity and exercise are central in
the prevention and treatment of func-
tional decline and frailty at accompany
aging. Sarcopeina isbest counteractedby
metabolic interventions, including im-
proved nutritional intake—specifically
adequate high quality protein, antioxi-

Figure 3. Health benefits associated wit
Human Services Physical Activity Guide
strong, moderate, or weak. To do so, th
consistency of findings across studies th
dose response in assigning the strength
dants, and exercise training—in particu-
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lar progressive resistance strength train-
ing.35,109,110 Resistance exercise results
in a decrease in nitrogen excretion, low-
ering dietary protein needs. This in-
creased efficiency of protein use may be
important for elderly people suffering
from sarcopenia, and in such cases di-
etary protein intake of up to 1.6 g/kg/day
protein may help to enhance the hyper-
trophic response to resistanceexercise.26

Encouraging physical activity and ex-
ercise in older adults can help individ-
uals reach and maintain their highest
level of function and health-related
quality of life. Recommendations for
physical activity in older adults (aged
�65 years) are included in the 2010
DGA as specified in the 2008 Physical
Activity Guidelines for Americans.71,111

The main take homemessage is that all
adults even those that are older should
avoid inactive lifestyles and regularly
engage in various forms of physical ac-
tivity.112 Older adultswho are regularly
physically active may require addi-
tional energy, protein, fluids, and mi-
cronutrients such as antioxidants,
which can be met through appropriate
food choices.
Despite all the well-known benefits

of regular physical activity, lack of par-
ticipation among older adults is wide-
spread. Fewer than 5% of adults partic-
ipate in 30 minutes of physical activity
each day and participation in physical

ular physical activity for adults and old
Advisory Committee rated the eviden
mmittee considered the type, number
ddressed each outcome. The committee
vidence rating. Adapted from reference
activity declineswith age.71 It is impor-
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tant to note that frailty and functional
disability do not automatically pre-
clude an individual from performing
exercise or engaging in regular physical
activity; in fact, often these individuals
with degenerative conditions and func-
tional disabilities can benefit the most
from a carefully planned exercise pro-
gram by an exercise specialist trained
in geriatrics. Along with barriers to nu-
trition intervention, barriers to regular
physical activity unique to older adults
should be addressed on an individual
basis by a health care team. RDs and
DTRs in collaboration with representa-
tives from other health professions can
play a role in encouraging culturally ap-
propriate interventions that increase
older adults’ confidence to overcome
barriers to exercise and to achieve real-
istic fitness outcomes.

ACCESS TO COORDINATED,
COMPREHENSIVE FOOD AND
NUTRITION SERVICES
To ensure successful aging in the popu-
lation, strategies to effect access to co-
ordinated comprehensive food and nu-
trition services must be considered in
the context of the projected population
changes. Americans are living longer
than ever. Nutrition plays a significant
role in the health and well-being of
older adults. A healthy diet can reduce
cardiometabolic risk factors, such as

ults. The US Department of Health and
f health benefits of physical activity as
quality of studies available, as well as
considered evidence for causality and

.

h reg er ad
lines ce o
e co , and
at a also
hypertension, diabetes, and obesity.113
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A nutrient-dense diet coupled with
physical activity helps to reduce the
risks for chronic diseases associated
with the aging process as well as pro-
moting independence and well-being.
Access to food in sufficient quantity

and quality is essential to sustain a
healthy life and active lifestyle. Food in-
secure older adults are of particular
concern as they are significantly more
likely to have lower intakes of energy
and essential nutrients, be in poor or
fair health, and have limitations in the
activities of daily living.19 Participation
by older adults in food assistance pro-
grams can have both nutritional and
non-nutritional benefits by reducing or
preventing numerous poor outcomes
associated with food insecurity such as
quality of life, health care expenses, and
nutritional adequacy.114

Publicly Funded Programs
Adequate nutrition and food security are
important components in supporting
healthy aging. To that end, extensivenet-
works of federally funded programs pro-
vide food tomillionsofolder adults every
year.115 These programs provide access
tonutrient-dense foods andnutritionally
adequate meals. They also have the po-
tential to improve nutritional well-being
and promote health, functional indepen-
dence, and quality of life through tar-
geted nutrition screening, assessment,
nutrition education, and counseling.
There is evidence that these programs
seem to improve the nutrient intake of
participants.
Well-designed studies can be used to

document the positive impact publicly
funded programs have on helping older
persons remain in their community set-
ting. Figure 4 summarizes services and
eligibility requirements of federal food
and nutrition programs. A full descrip-
tion of the food and nutrition programs
available to older adults is outlined in
“Position of the American Dietetic
Association, American Society for Nutri-
tion, and Society forNutrition Education:
Food and Nutrition Programs for Com-
munity-Residing Older Adults.”115

OAA Programs Evidence
Evaluation
Originally enacted in 1965, the OAA
Nutrition Services Program Title IIIC is
charged with decreasing hunger and

food insecurity, supporting socializa-
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tion in older adults, promoting health
and well-being, as well as contributing
to the delay of negative health out-
comes via the delivery of nutrition and
health promotion services.116 In 2009,
through OAA Title IIIC, 149.1 million
meals were delivered to 880,135 indi-
viduals and 92.5 million meals were
served in a congregate setting to 1.7
million program participants.116 This is
an increase from the 241 million meals
served in 2008 to 2.6 million people. In
2008, a majority of meals (61%) were
served to frail, home-dwelling older
adults and the remainder meals were
served in congregate settings (39%).
Home delivered meals increased by
44% between 1990 and 2008. This in-
crease was attributed to a greater
growth in federal funds as well as a
greater state focus on increasing ser-
vices delivered to frail community-
dwelling elders.117-119 Programevalua-
tions completed to date have not met
rigorous research standards tomeasure
full efficacy; however, the absence of
rigorous research does not equate to
absence of effect. Current research re-
ports document presence of positive
program results on food and nutrition
intake, food security, and clinical out-
comes.

• EAL Question: What are the nu-
trition-related outcomes for older
adults who participate in OAA pro-
grams? EAL Conclusion State-
ment: For older adults who par-
ticipate in OAA programs,
nutrition-related outcomes in-
clude improved food and nutri-
ent intake, increased consump-
tion of fruits and vegetables, or
improved nutritional status.
Limited research also reported
improved outcomes related to
food security or socialization,
improved outcomes related to
multivitamin supplementation,
improved knowledge in food
safety and nutrition, and in-
creased physical activity among
older adults participating in OAA
programs. Continuing research
on nutrition-related outcomes
related to participation in OAA
programs is needed.58 Grade II.

• EAL Question: What is the acces-
sibility and participation in OAA
programs by older adults? EAL
Conclusion Statement: Limited

research reports the importance
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of addressing racial, ethnic and
religious concerns to increase
program accessibility and partic-
ipation by minority older adults.
In addition, studies report that
program participation decreases
when meals do not meet the di-
etary recommendations for older
adults and for those following
therapeutic diets. Further re-
search on accessibility and par-
ticipation in OAA programs is
needed.58 Grade II.

USDA Evidence Evaluation
Under the adage “No one should go hun-
gry inAmerica” themissionof theUSDA’s
Food and Nutrition Service is to provide
access to food, a healthy diet, and nutri-
tion education to millions of Americans
daily. In 2009, USDA spent 60% of its op-
erating budget ($80 billion) to fund the
Food and Nutrition Service.120

USDA administers community-based
food andnutrition assistanceprograms,
including SNAP, the Senior Farmers
Market Nutrition Program, the Child
and Adult Care Food Program, the
Emergency Food Assistance Program,
and the Commodity Supplemental
Food Program121 for older adults to
have access to food, a healthful diet,
and nutrition education.120 Each pro-
gram functions as a distinct unit, having
its own needs, income, and asset eligi-
bility requirements. Different pro-
grams varying by state may target pop-
ulations such as children and needy
families as well as older adults.

• EAL Question: What are the nu-
trition-related outcomes for older
adults who participate in USDA
programs? EAL Conclusion
Statement: Limited research of
older adults who participate in
USDA programs report increased
calcium intake, improved access
to fresh produce, increased fruit
and vegetable consumption,
stimulated interest in healthy
foods, and improved quality of
life. Further research on nutri-
tion-related outcomes related to
participation in USDA programs
is needed.58 Grade III.

• EAL Question: What is the acces-
sibility and participation in USDA
programs by older adults? EAL
Conclusion Statement: Re-

search reports race and ethnic
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differences among older adults
who participate in USDA pro-
grams. Although some eligible

Figure 4. Summary of federal foo
subjects believed they did not

1268 JOURNAL OF THE ACADEMY OF NUTRIT
need food assistance, others did
not know that they were eligible
or how to apply for the program.

d nutrition assistance programs for olde
However, subjects with vision or
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hearing difficulties, functional
limitations, or disabilities had el-
evated odds of program use. Fur-

ults. Adapted from reference 115.
ther research on accessibility and
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participation in USDA programs
is needed.58 Grade II.

Although publicly funded programs
play a vital role in helping to improve
the nutritional status of older adults,
access across all communities may be
limited in part to availability of pro-
grams in all localities, eligibility re-
quirements for participants, perceived
social stigma, and limited funding. Less
than one third of elderly persons who
qualify for the SNAP program partici-
pate.122 Reasons for low participation
include: the potential participant was
not aware of their eligibility to the pro-
gram, thinking that they do not need
the benefit, unhappy with the dollar
amount that they are eligible, the appli-
cation process is too complex, or be-
lieving that there is a stigmaattached to
receiving aid.123 RDs and DTRsworking
in community settings can build part-
nerships to share information with col-
leagues and agencies regarding existing
programs and resources as well as net-
work to encourage referrals. Theymust
understand the role of the different
agencies responsible for food andnutri-
tion programs so they can advocate for
a safe and nutritious food supply while
encouraging older adults to access ex-
isting programs.
Based on the above noted conclusion

statements, the following are recom-
mendations for RD related to the OAA

Figure 4. (Continued) Summary of feder
and USDA programs for older adults.
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• EAL Recommendation: Screen
for USDA and OAA program eli-
gibility. RDs should screen all
older adults for eligibility (or re-
fer for screening) in USDA pro-
grams and the OAA Nutrition
Services Program and identify
potential barriers to participa-
tion, such as disability, functional
impairment, attitude toward
program use, and income level.
Research reported racial and eth-
nic differences in program par-
ticipation, as well as in subjects
with vision or hearing difficul-
ties, special dietary needs, func-
tional limitations, or disabili-
ties.64 Rating: Fair,Imperative.

• EAL Recommendation: Encour-
age participation in USDA and
OAA programs. RDs should en-
courage eligible older adults to
apply for and participate in the fol-
lowing USDA and OAA programs:
USDA—SNAP, Senior Farmer’s Mar-
ket Nutrition Program, Child and
Adult Care Food Program, Emer-
gency Food Assistance Program,
Commodity Supplemental Food
Program; OAA—OAA Congregate
NutritionProgram,OAAHomeDe-
livered Nutrition Program. Re-
search reported that participa-
tion in USDA and OAA programs
improved food and nutrient in-
take, increased fruit and vegeta-

od and nutrition assistance programs fo
ble consumption, stimulated in-
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terest in healthy foods, improved
quality of life, and improved nu-
tritional status. However, some
subjects believed they did not
need food assistance and some
participants did not know that
they were eligible or how to ap-
ply.64 Rating: Fair, Conditional.

To aid older adults who may not
know they are eligible or how to apply
for food assistance programs, RDs and
DTRsneed to be familiarwithUSDAand
OAA programs. As appropriate, dis-
charge and transfer of nutrition care to
community setting ought to include
collaboration with and referral to the
practitioners that administer these
programs. Expert consensus and cur-
rent research support the benefits of
the OAA and USDA programs.

Ensuring Good Nutrition at Any
Age
Federal policy seeks to ensure that
older adults in need of extended care
have access to awide range of noninsti-
tutional options.124 It is said, “today’s
hospitals are the intensive care units of
the past; nursing homes are yesterday’s
hospitals; assisted living facilities are
changing into nursing homes, and
home and community-based care are
the future nursing homes.”115,125

The term continuum of care suggests
that older adults move along a steady

er adults. Adapted from reference 115.
evolution from independence to de-
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pendence and death in an organized
fashion.126 Instead, older adults go
through declines and improvements
in health status and functional capac-
ity as they experience short-term
swings from chronic to acute illness
and are treated and cured or receive
rehabilitative services that restore
baseline functional status.126 Given
these fluctuations in conditions, pro-
grams and services must be flexible
to accommodate change.126 Medical
professionals must understand that
older adults have the capacity to

Figure 5. Community and transitional c
and social support services for high-risk
life while driving down health care cost
recover if suitable services and treat-
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ments are provided. Ensuring ade-
quate nutrition services can contrib-
ute to restoring health and well-
being.
To improve on the current standard

of care and effect health care out-
comes as well as providing long-term
savings to the Medicare program
through reducing hospitalizations
and eliminating duplicate services, a
number of care models that incorpo-
rate care coordination have been de-
veloped.127 Refer to Figure 5 for a de-
scription of health models for

oordination models with aims to enable
lations across different providers and or
delivering coordinated care.

ION AND DIETETICS
MNT and Improved Disease
Management

Diseases linked to unhealthy dietary
habits rank among the leading causes of
illness and death in the United
States.134 The important cost-effective
role that MNT plays in the prevention
and management of chronic diseases
and conditions has been well docu-
mented.135 Furthermore, the unique
education and skills RDs have in help-
ing older adults manage therapeutic
nutrition modalities have been recog-

access to and management of medical
zations to improve health and quality of
are c the
popu gani
nized.135 In 2002, MNT became a cov-
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Figure 6. Actions for food and nutrition practitioners to ensure quality food and nutrition services in promoting health and

wellness for the older adult.
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ered service through Medicare for pa-
tients with diabetes and renal disease.
In 2006, the RyanWhite Treatment and
Modernization Act included MNT as a
core medical service. The OAA provides
nutrition screening, counseling, and
education for OAA meal recipients.136

Refer to www.eatright.org/mnt for de-
tailed information on MNT reimburse-
ment through Medicare and Medicaid
Services.

MNT in Home Settings. A wide range
of nutrition care services is provided in
the home. The scope of general services
includes conducting nutrition assess-
ment, defining the nutrition diagnosis,
selecting individualized interventions,
including counseling to the manage-
ment of parenteral nutrition and tran-
sition of patients to end-of-life care and
monitoring and evaluating the plan of
care.137 In 2007, 68% of people requir-
ing home health care were over the age
of 65.138 Themost common primary di-
agnoses at time of admission were dia-
betes mellitus (10.1%), heart disease
(8.8%), chronic obstructive pulmonary
diseases, and essential hypertension
(3.3%).138 Medicare and Medicaid are
the main government programs that
provide coverage for home health care
services. MNT can have an affect in
management of these conditions and
should be an integral part of the treat-
ment. Unmanaged, these conditions
can contribute to the physical and psy-
chosocial decline of older adults. Unfor-
tunately, MNT services are not billable
services under Medicare part A. Nutri-
tion therapy services are bundled with
other services provided by home care
agencies.137 The Academy’s practice
paper “Home Care—Opportunities for
Food and Nutrition Professionals”137

provides more details on the financial
coverage for nutrition services in home
health settings.
Home care settings provide RDs with

nutritional, technical, and supportive
opportunities for involvement.137 Cost-
effective success stories in providing
nutrition services to older adults have
been documented.137 Medicare Part B
providesMNT reimbursement for eligi-
ble beneficiaries. The health care dol-
lars saved by providing MNT for this
population and the value of services
performed by qualified food and nutri-
tion practitioners must continue to be

promoted. RDs and DTRs can advocate
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at the state and local levels to influence
policy and improve nutritional well-
being of older adults. Data should be
collected on nutrition-related health
needs, and based on this evidence, sug-
gest appropriate services to their re-
spective state agencies.

MNT in Residential Health Care
Facilities. Older adults living in resi-
dential health care facilities are among
the frailest and require skilled nursing
care and in-depth, ongoing, individual-
ized nutrition assessments and thera-
pies.89 With the average length of stay
in a nursing home being approximate
845days, formany elders this is consid-
ered their home.139 Poor health out-
comes resulting from malnutrition and
dehydration are common problems.
Residents have the right to refuse treat-
ment and services, and this has impli-
cations for the provision of food and
MNT and for maintenance of quality of
life. Although residentsmaybe frail, the
value of a therapeutic diet must be
carefully weighed against its effect on a
resident’s quality of life.89 Research
supports the association between MNT
and improved nutritional status to pre-
vent unintentional weight loss.136MNT
is strongly suggested for older adults
with unintended weight loss. Personal-
ized nutrition care, provided by an RD
as part of the health care team, results
in better outcomes associated with in-
creased energy, better protein and nu-
trient intakes, enhanced nutritional
status, better quality of life, or weight
gain.140

Food and Nutrition Regulations in
Assisted Living Facilities
Assisted living facilities provide an al-
ternate housing option for older adults
who may need help with ADLs such as
dressing, bathing, and eating yet do not
require the structured medical services
provided by nursing homes.141 Al-
though the majority of states regulate
and inspect basic aspects of food safety
on a regular basis, the nature and qual-
ity of the food and nutrition services
provided to older adults residing in as-
sisted living facilities settings is mostly
unknown. The importance of providing
MNT services in assisted living facilities
remains to be defined.142

The scope and depth of regulations
defining food and nutrition services

provided in assisted living facilities

ION AND DIETETICS
vary by state. A national survey of 50
states found that 45 had some food and
nutrition regulations in place; how-
ever, states varied widely in the estab-
lishment of standards and level of reg-
ulation. Chao and colleagues142 found
variation in the level of foodservice reg-
ulation and general nutrition services.
Forty of 50 states surveyed required for
menus to follow nutrition standards.
Wide ranges of nutrition standards are
in use, including DRIs, the DGA, and the
USDA MyPlate. Twenty-eight states re-
quire that facilities offering therapeutic
diets must contract with an RD to plan
menus and supervise production.142

Assisted living facilities do not seem to
provide the preventive health and nu-
trition services needed by older
adults.142

NUTRITION CARE OUTCOMES
AND QUALITY OF LIFE ACROSS
THE SPECTRUM OF AGING
Program performance and quality im-
provement/assurance mechanisms
must evaluate older adults’ positive
health, independence, or quality-of-life
outcomes. Nursing homes regularly
collect assessment information about
their residents’ physical and clinical
conditions and abilities as well as pref-
erences and life care wishes using the
MinimumData Set assessment. All data
collected via the Minimum Data Set as-
sessment is reported to Medicare ser-
vices. Medicare uses the information to
develop quality measures. Data col-
lected to develop quality measures in-
cludes information on the percent of
long-stay residents who lose too much
weight. Quality measures data are
shared with the public at large via
Nursing Home Compare. The quality
measures are based on the best re-
search currently available. As this re-
search continues, scientists will keep
improving the quality measures on
Nursing Home Compare.143 Through
the implementation of the Nutrition
Care Process and Model, RDs incorpo-
rate the scientific base that movesMNT
from experience-based practice to evi-
dence-based practice.144 The common
language used through the Nutrition
Care Process and Model helps format
data for comparison with standards or
benchmarks, and the results are used to
adjust and improve performance as
well as supporting decision making re-

garding the cost and effectiveness of
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various food and nutrition services to
implement.144 Older adults with a vari-
ety of chronic conditions and illnesses
can improve their health and quality of
life by receiving MNT.

OPPORTUNITIES FOR POLICY
IMPLICATIONS
Aging is identified as one of the Acade-
my’s Legislative and Public Policy Com-
mittee priority areas.145Nutrition plays
a critical role in the prevention and
treatment of disease across the spec-
trum of aging from independent and
community-dwelling older adults to
frail hospitalized and institutionalized
elders.24 Evidence demonstrates that
targeted MNT in the treatment of
chronic diseases and conditions preva-
lent in older adults achieve positive
outcomes and reduce health-related
costs.135

RDs and DTRs have the unique op-
portunity to be leaders in championing
the health and well-being of older
adults (Figure 6). Those working di-
rectly with older adults must be proac-
tive in demonstrating the value of com-
prehensive food and nutrition services.
The challenge of working with older
adults is the heterogeneity of this pop-
ulation. Traditionally RDs and DTRs
working with older adults were mainly
found in nursing homes and hospitals;
however, the scope of practice is ex-
panding. The number of health care
professionals specializing in geriatrics,
and awell-coordinated delivery system
of primary, secondary, and tertiary sup-
portive and medical services across
home, community, and acute long-
term care settings provide exciting op-
portunities. Local, state, and national
issues and problems affecting service
coordination should first be identified.
RDs and DTRs can work to change poli-
cies through their interdisciplinary ori-
entation. Networking skills that cut
across disciplines and bridge service
gaps can be used to coordinate and ex-
pand the array of nutrition, health, and
supportive services available to older
adults and their families.
Nutrition care is most effective when

it is integrated into comprehensive, in-
terdisciplinary case/care management
across all settings (Figure 6). Ideally ev-
eryone, especially older adults and
their family/caregiver, is involved in
the planning and decision making. Nu-

trition screening and assessment, label-
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ing of nutrition diagnosis, planning nu-
trition interventions, and continuous
monitoring and evaluation of the care
plan are considered important func-
tions within the interdisciplinary team.
The methods of providing food and nu-
trition services are changing. Informa-
tion technologies will increasingly in-
fluence how nutrition messages and
MNT are provided to older adults and
how progress is reported to interdisci-
plinary colleagues and funders.144 The
type of services traditionally provided
in acute care facilities is shifting to
home and community settings and
reaching new audiences. The unique
contributions by RDs should be driven
by the use of the Nutrition Care Process
and Model and evidence-driven nutri-
tion assessment, nutrition diagnosis,
nutrition intervention, and outcome
evaluation while simultaneously inte-
grating their professional knowledge
and experience.144 Educational experi-
ences that include working with older
adults in settings across the spectrum
of aging should alert entry-level stu-
dents to this growth area.

ONGOING NUTRITION
RESEARCH
The influence of diet and physical activ-
ity on the health, well-being, and qual-
ity of life are a primary interest of sci-
entific investigation regarding older
adults. Successful aging is a critical fo-
cus of nutrition research with increas-
ing importance as the number of older
adults continues to grow. Awareness of
the differences in health disparities to
ensure nutrition needs are met for all
older adults, especially minority and
ethnic populations, requires sensitivity
to cultural andbehavioral individuality.
The influences of dietary patterns as
well as the independent role of specific
nutrients on disease prevention and
treatment are areas of significant inves-
tigation. Body weight, weight manage-
ment, and physical activity is an area of
current research that has gained signif-
icant momentum and continues to ex-
pand our knowledge and understand-
ing of the importance of helping older
adults reach and maintain a body
weight that promotes health and well-
being. Prevention of sarcopenia, sar-
copenic obesity, frailty, and functional
decline and the roles of protein and
physical activity also continue to aug-

ment the understanding of degenera-
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tive disease prevention and successful
aging. New dietary and physical activ-
ity recommendations for older adults
promote an independent and healthy
lifestyle; however, the successful im-
plementation of these recommenda-
tions in older adults is met by unique
challenges andbarriers for food andnu-
trition practitioners to identify and
overcome. Outcome research and data
collection to determine the effective-
ness of federally funded nutrition pro-
grams, as well as nutrition services in-
cluding MNT, and the role of the food
and nutrition practitioners in providing
care to all older adultsmust continue to
ensure successful delivery of these ser-
vices.
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