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ABSTRACT

A six week study was done at Posada Del Sol, a long
term care facility, to evaluate the effect of increased 
fiber consumption in the diet of residents as part of the 
bowel management program- A prior study indicated that, the 
increased fiber in the diet may be of benefit. Bowel 
management data in this study were obtained for 79 residents 
on the first floor of the facility and correlated with the 
fiber content of the regular diet and the higher fiber diet. 
Results showed an improvement in the bowel patterns for some 
of the long-term care patients and would indicate that the 
higher fiber diet may be a beneficial part of the bowel 
management program. ••



INTRODUCTION AND REVIEW OF LITERATURE

Currently there has been a great deal of interest 
regarding fiber in the diet. Basically, there are two 
types of fiber; 1] dietary fiber, and 2) crude fiber.

Physiologically, fiber is derived from the cellular 
walls of plants and is very poorly digested by humans„
This type of fiber is called dietary fiber and consists 
mostly of cellulose but includes hemiceilulose, pentosans, 
pectin, lignin and traces of gummy substances and fatty 
Substances (9, 12, 17).

Crude fiber is determined by laboratory analysis 
and represents the portion of food which remains after 
severe acid and base hydrolysis. This dissolves or alters 
substances in the fiber which human digestive juices can 
not during the digestive process. Crude fiber consists of 
cellulose and lignin together with variable amounts of 
other polysaccharides. Crude fiber figures are found in 
food composition tables because dietary fiber figures are 
not readily available (9, 12, 17).

Robertson (23) estimated that the average daily 
. individual intake of crude fiber in the United Kingdom is 
4 to 5 grams which is equivalent to 10 to 15 grams of 
dietary fiber. It is estimated that U.S.A. crude fiber
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has decreased by 37 per cent since 1880 frqs approximately 
8.1 grains to approximately 5 = 1 grams in 1970 (6) = In 1975 
Trowel! (30) has estimated the average daily intake of 
crude fiber in industrialized countries to be about 4 
grams= This would be a 50 per cent decrease since 1880.

Fiber is present in all foods of vegetable origin. 
Good sources are whole grain cereals, dried beans, lentils, 
soybeansnuts, fruits and vegetables. Bran is a par
ticularly good source of fiber containing 9 to 12 per cent 
crude fiber and nuts 2.3 per cent to 2.6 per cent. Fruits 
and vegetables are lower with .5 per cent and 1 per cent 
crude fiber (9).

Dietary fiber has been shown to influence transit 
time of material through the large bowel. The residue from 
the refined Western diet remains in the bowel for several 
days even though there is a regular bowel movement. Bufkitt, 
Walker and Painter (6) found average passage time between 
48 and 84 hours for subjects on a refined diet. For those 
subjects taking a mixed diet the average passage time was 
between 41 and 47 hours. For those subjects on the un
refined diet passage time was 33 to 36 hours. The refined 
diet produced a smaller stool and the diet with ample fiber 
produced a bulky, soft stool. This occurred regardless of 
the race of persons participating in the studies. ’ Brackle- 
hmrst and Khan found very long transit times in geriatric



patients» Five out of eight patients retained residue for 
two weeks (6) ,

As little as 2 to 4 grams of dietary fiber may 
alter bowel behavior, while 10 to 15 grams will exert a 
very significant.effect. Hemicellulose, one of the con
stituents of dietary fiber, may have water absorbing 
properties which help to increase fecal bulk thereby pro
moting peristalysis and faster transit through the in- - 
testines» The increased dietary fiber appears to increase 
bacterial activity« The main products of bacterial me
tabolism are volatile fatty acids which have a cathartic 
effect. Another possibility is that dietary fiber se
questers bile salts and fatty acids in the small intestines. 
These substances may have a cathartic effect on the bowel 
(6). These concepts have not been proven but are in
teresting.

Certain disease states are thought to be related 
to the highly refined diet consumed in industrialized 
countries. These include constipation, hemorrhoids y - 
diverticular disease, cancer of the colon, atherosclerosis 
associated with hypercholesterolemia, varicose veins, deep 
vein thrombosis, appendicitis, cholecystitis, hiatus hernia, 
obesity and diabetes mellitis.

The basic cause of constipation is thought to be 
lack of fiber in the diet. Not all dietary fiber contributes



‘ ' ' ' " - ' ' 4 equally to the relief of constipation. Residues high in
lignin are constipating (24). Fiber from wheat bran seems
to be more effective in relieving constipation than that
from fruits and vegetables because it is more concentrated.

Hypotonia or atrophy of the abdominal-perineal 
muscles used in defecation may make it difficult for 
geriatric patierits to empty the bowel. . Motility is further 
diminished when there is atrophy of the mucous glands ' 
resulting in the deficiency of the intestinal secretions. 
Constipation is often perpetuated by the use of•laxatives, 
purgatives and colon irrigation. Most geriatric patients 
have multiple diagnoses or ailments some of which contribute 
to long-term constipation. Other contributing factors are 
insufficient fluid intake, poor dentition so food is not 
properly masticated, physical inactivity, certain medica
tions and in some patients depression which causes in
attention to bowel habits. Bowel management is a difficult 
problem in any long-term care institution. Incorpora
tion of a high fiber diet can be a very important part of 
any bowel management program ( 31, 32) .

Hiatus hernia is a common problem in geriatric 
patients and produces the uncomfortable Symptoms of heart
burn. Straining from constipation raises pressure in the 
intra-abdominal area (4). This may push the stomach up 
through the diaphragm causing hiatus hernia.
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EschBrictiia coli infections are thought to play a 

dominant role in appendicitis and cholecystitis. These 
infections may stem from the presence of an abnormal number 
of these organisms in the intestine due to a food surplus 
occurring there to provide their sustenance (8). Constipa
tion caused by a low fiber diet may raise intraluminal 
pressure in the colon, especially in the appendix, when 
it, is blocked by fecaliths. This may cause devitalization 
of the mucosa. The bacterial flora are probably responsible 
for the inflammatory process of appendicitis (3).

One of the long term effects of the low fiber diet 
may be diverticular disease (2). Diverticula are associated 
with hypersegmentation of the colon and high pressure within 
closed sacs formed by this hypersegmentation. A simple way 
of describing this is that it involves an ,fout-pouching" 
or "ballooning" of intestinal walls caused by muscle fiber 
separation (17).

Painter and Burkitt (20) believe that diverti- 
culosis was rare until the turn of the century. Today it 
is a very common ailment of the colon in Western countries 
and effects up to 30 per cent of the population. Recent 
studies in the United States, United Kingdom, Australia 
and France show that one-third to one-half of the people 
over 40 years and two-thirds Of those over 80 years have 
diverticula (20).



Painter and Burkitt (20) suggest the high fiber 
diet for preventing diverticulosis, When large volumes, of 
feces are transported through the colon it is of a wide 
diameter. The large colon does not segment as readily as 
a narrow colon, Brodribb and Humphreys (2) state that "as 
well as. relieving the symptoms of diverticular disease a 
high-*fiber diet may also prevent the condition from de
veloping" (p. 425) .

Painter, Almeida and Colebourne (19) treated 70 
patients with diverticular disease on a high residue, low 
sugar diet that included unprocessed bran. A 22 month 
follow-up showed marked relief in 62 of those patients. 
Bowel habits became more normal and abdominal symptoms 
were relieved. None of the patients taking the high fiber 
diet needed surgical intervention.

Plumley and Brian (21) used a high-residue diet to 
control symptoms of diverticular disease in 71 per cent of 
48 patients. A high fiber crisp bread, providing approxi
mately 5 grams of fiber daily, was eaten in addition to a 
regular diet. It was well accepted and did not involve 
changes in the normal eating pattern.

Hemorrhoids are a varicose condition of the ex
ternal hemorrhoidal veins causing painful swelling at the 
anus. Burkitt (5) believes that the removal of fiber from 
the diet and its resulting constipation contributes to the



pathogenesis of hemorrhoids, varicose veins and deep -vein 
thrombosis. Cleave and Campbell (8) first postulated that 
the fundamental cause of these conditions is fecal arrest.
The causative factors are thought to be from local pressure 
exerted by the loaded bowel and the increased intra- 
abdominal pressures. Hemorrhoids appear before varicose 
veins in developing countries„ This is explained by the 
fact that hemorrhoidal veins have no valves and are un
protected from intra-abdominal pressure (5). Leg veins 
would initially be protected by valves.

Colon cancer is the second most frequent cause of 
cancer mortality in the United States, second only to lung 
cancer in men and breast cancer in females. There is a 
lower incidence of colon cancer in countries consuming a 
high fiber diet. This implies that the refined Western 
diet may play a role in the development of colon cancer.
So far no definite carcinogen has been found, but researchers 
are trying to show a relationship between diet, constipation, 
bacterial metabolism in the colon and colon cancer (9).

Several theories have been presented to explain 
the possible relationship between dietary fiber and colon 
cancer development (3, 9, 17, 22). 1) Fiber promotes rapid
transit of fecal matter through the intestines decreasing 
the duration of carcinogen exposure to the colon. 2) Fiber 
influences bile salt metabolism by reducing the formation
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of potential carcinogens from bile salts. . 3) Fiber in
creases the water content of the colon reducing the con
centration of potential carcinogens.

In Western countries atherosclerosis is the cause 
of death in 50 per cent of all persons over age 45 years 
(24)„ This disease is characterized by the formation of 
"plaque” on and within the arterial walls= This"plague" 
consists of fat, protein and mostly cholesterol. Approxi
mately one gram of cholesterol is produced by the body 
each day mainly in the liver and about 0.3 grams are in the 
food we consume (14) « Cholesterol is converted to bile 
acids in the liver. Bile is carried by the hepatic duct to 
the gallbladder to be stored. Bile acids are secreted from 
the gallbladder by way of the common bile duct into the 
small intestine, through hormonal control, to promote di
gestion and absorption of fat, cholesterol and fat 
vitamins. The two main pathways of cholesterol elimination 
are 1) by its conversion to bile salts and 2) the excre
tion .of neutral sterols in the feces (14).

Serum cholesterol levels in man have been lowered 
with diets containing rolled oats (10) and Bengal gram 
(chick-peas) (9), a leguminous seed. Pectin (9, 17, 18) 
and cellulose (dietary fiber constituents), have been re
ported to lower cholesterol in cholesterol induced hypercho
lesterolemia . The Kempner Rice diet used for hypertension



lowered cholesterol. Trowel1 (27) suggests that this re
duction of cholesterol was due to the decreased fat in the 
diet and to sequestering of bile acids by the increased 
dietary fiber.

In Western society certain groups of people have a 
lower incidence of hyperlipidemia and ischemic heart disease. 
These include the Trappist Monks of Belgium who eat large 
amounts of whole meal bread, strict vegetarians whose diets 
consist mainly of fruits and vegetables, the lacto-ovo 
vegetarians and the Seventh Day Adventists (27),

Africans who maintain'their high consumption of 
natural carbohydrates have low serum cholesterol levels 
and atherosclerosis is very uncommon, In Africans adapting 
the Western pattern of living and diet, the incidence of 
ischemic heart disease is rising (28 ) .

People on a high fiber diet excrete more bile 
acids. The current theories relating this to lower 
cholesterol serum levels are: 1) Some dietary fiber con
stituents may sequester bile acids preventing their re
absorption and that of cholesterol and fat, 2) The in
creased excretion of bile acids may reduce the cholesterol 
pool causing the blood cholesterol levels to be lower (9,
':27 , 28,, 29 ),

The problem of obesity is a very common form of 
malnutrition in this country, Heaton believes that fiber
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is a natural obstacle to nutrient intake and suggests that 
foods from which fiber have been removed could cause over- 
nutrition. -Studies showed that with a low fiber diet 
carbohydrate was absorbed with 9? per cent efficiency but 
with the high fiber diet efficiency dropped to 93 per cent 
(15).

Food fiber is thought to obstruct the intake of 
energy by 1) displacing available nutrients, 2) by demanding 
chewing, it slows intake and induces satiety, and 3) by 
reducing the absorptive efficiency of the intestines (15). 
Diabetes mellitus could be related to over-nutrition and 
the intake of refined carbohydrates (28)°

On the basis of available evidence, the role of 
dietary fiber has been summarized into three different 
types of activity in the maintainence of health (13): 1)
as a hypocholesterolemic and antiatherosclerotic agent,
2) promoting normal bowel function, and 3) as an anti-toxic 
agent.

There are some negative effects of dietary fiber 
to be considered. SOuthgate reported that increased 
dietary fiber seems to reduce the digestibility of other 
dietary constituents probably as a result of shorter 
digestion and absorption time. There is a reduced rate 
of diffusion of digestion products toward the absorptive 
mucosal surface, and increased loss of endogenous material
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caused by .meqhani,eal erosion of the mucosal surface.
Dietary fiber constituents, particularly phytic acid, can 
bind some trace elements» When fed to experimental animals 
in large amounts, phytic acid can produce a deficiency of 
trace elements (9, 26).

The role of fiber in health and disease is not 
clearly defined. Much of the evidence associating the low 
fiber diet to disease is epidemiological, The physiol- 
logical mechanisms involved still need to be identified 
from clinical and experimental studies.

The purpose of this study was to determine the 
short term effects of a higher fiber diet as part of the 
bowel management program for long-term care patients,



PROCEDURE AND METHODS

The experimental design for this study includes the 
following; a description of the facilities, obtaining 
permission for the study, recruitment and orientation of 
.Subjects, monitoring crude fiber intake on the baseline 
diet and on the higher fiber diet, obtaining bowel records 
on all first floor residents, developing three weeks higher 
fiber menus and corresponding worksheets for the cooks, 
formulating new recipes with higher fiber content, recording 
available medical information from subj ects charts, ob-* 
taining a diet history on the subjects, conferring with 
subjects to determine acceptability of new recipes and 
higher fiber food, data and statistical treatment.

Facilities
Posada Del Sol is a 196 bed extended care facility 

operated by Pima County, Tucson, Arizona through an ad
ministrator and assistant administrator« It is one of four 
such facilities licensed by Medicare in Tucson« A medical 
director is contracted by the county for the facility. 
Nursing care is provided On a 24 hour basis. Ancillary 
facilities are provided and include occupational and 
physical therapy, pharmacy, social service, accounting.

12
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dietary and a contract housekeeping service„ There is an 
excellent group of volunteers offering many services to 
residents. Activities and outings are available for all 
residents.

At the time of this project the dietary department 
was headed by a food service manager with a background in 
hotel and restaurant management. Pima County Hospital 
provided the services of a registered dietitian one day 
per week. Two of the kitchen1s 17 employees have completed 
the course for food service supervisors approved by the 
American Dietetic Association.

Each resident is served individually and receives 
all food and beverages on a tray. Residents are encouraged 
to eat in a large dining room in a multi-group setting.
This provides a means for socialization and helps to keep 
the residents more active by requiring them to leave their 
rooms. There is a diet card for each resident listing 
his diet, beverage preferences, dislikes, allergies and any 
special requests.

Obtaining Permission for the Study
Before starting this study a thesis proposal was 

presented to the administrator of Posada Del Sol and to the 
medical director for their approval. Their written approval 
was obtained before starting the study.



Fourteen first’-floor residents of Posada Del Sol 
volunteered to have their diets monitored. Each resident 
was told briefly what the study involved- Only those 
wanting to participate were selected- Henceforth, a resi
dent whose diet was monitored for crude fiber content will 
be called a subject whereas the control population was 
residents - One subject was 49 years of age and another was 
59 years of age. The other 12 subjects ranged from 67 to 
88 years of age- One subject was ambulatory, another, 
although wheel chair mobile, remained in her room because 
of oxygen therapy- Three were ambulatory with walkers, 
one had limited ambulation with a walker due to a back 
injury and was wheel chair mobile most of the time, and the 
other eight subjects were wheel chair mobile. Three of the 
subjects were men and 11 were women- Twelve of the sub
jects were on regular diets, one subject was on a bland 
diet and the other subject had a three gram sodium re
striction - No attempt was made to change any subject's 
or resident*s dietary habits during the study other than 
making higher fiber food available.

Bowel data records were kept on all first floor 
residents since all were fed the same diet before and during
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the study. All of their bowel data were analyzed and 
compared to that of the 14 subjects«

Monitoring Crude Fiber Intake
A simple form was devised to record dietary intake 

for all three meals plus snacks (see Appendix A)„ One 
column listed the food each subject received and another 
column was used to record what was not eaten. Food was not 
weighed or measured but portion control was used. Es
timates of dietary intake and crude fiber consumption 
were made accordingly. Each of the 14 subjectls tray cards 
were marked with a red strip and were left on the trays 
when served. After the subject was finished eating the 
tray was checked for food not eaten and tray card was 
removed. Occasionally, some trays were missed and when 
this occurred the subject was asked to recall what was 
eaten and what foods were left. When using recall the 
subjects involved were alert and their replies were con
sidered reliable. The most accurate means of determining
intake was visual inspection either by myself or a designated
trained food service person.

The study was done over a period of six weeks.
During the first two weeks 9 of the 14 days were evaluated v

1. The bowel data recording form and codes.were 
devised by Wichita and the nursing staff at Posada Del Sol.
It is listed as Appendix D.
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for.crude fiber content to obtain baseline data- During 
week three the regular diet was continued but was not 
monitored- The higher fiber diet was used for 20 days 
during weeks four, five and six- Fourteen of those 20 days 
were evaluated for crude fiber content.

Menus and Cook's Worksheets 
Three weeks menus with higher fiber content were 

written. An attempt was made to include food the residents 
liked and could eat. Since a selective menu is not used 
this is difficult- Certain foods caused some residents to 
have gastro-intestinal discomfort- When any of these foods 
were on the menu an acceptable substitute was usually 
available. Many green salads were wasted so these were 
limited On the higher fiber menus. Asparagus was disliked 
by so many residents that it was left out of the menus.
Their food preferences, in general, for foods high in fiber 
were fruits, cereals, breads, cakes, cookies, desserts, 
some vegetables which are sweet such as banana squash, 
potatoes and for many residents Mexican food« Although 
some authorities (8, 15) recommend limiting sugar no effort 
was made to do so,

CoSt was given a great deal of consideration when 
planning the menus - A decision was made to use less ex
pensive types of meats so that more money could be spent 
on high fiber foods - The food service manager estimated
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that the higher fiber menu would normally cost about $200 
per week more than the standard menu because of the in
creased use of fruits and vegetables, and the number of 
recipes using whole wheat flour, nuts, oleomargarine and 
sugar (1). Baker1s bran was found to be cheaper than the 
"Bran Buds" previously used.

Cook1s worksheets giving specific instructions were 
hand written for each day's menu. Included were such 
directions as how much bran to use with the hot cereal, 
what fruits to include in the fruit salad or they were 
referred to specific recipes„ Instructions for planning 
ahead were given, such as making an item for the next day.

Recipes
New recipes were formulated. Baker1s bran, whole 

wheat flour and rolled oats were used in many of them 
(see Appendix B). These were placed with the cook's work
sheet the day before they were to be used.

Information from . Subj e c t s . Charts 
and Diet History

Subject6 S charts were reviewed for medical diagnoses 
and problems, doctor *s orders, height, weight, age, blood 
pressure, hemoglobin and hematocrit (see. Appendix C).
Height, weight, hemoglobin and hematocrit were not available 
for all patients. The diet history included food dislikes, 
allergies and an evaluation of their eating pattern.
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Conferring with Residents about New Recipes 

Not all residents were consulted about each new 
recipe used. This was done in an inforjaai manner mainly 
to feel out general acceptance or rejection of food served. 
This was particularly valuable in finding out about food 
served over the week-end when I was not there« The dietary 
service personnel provided helpful information also. On 
one occasion a sample dessert was made and the residents 
were asked whether it should be put on the menu. This 
procedure proved to be good public relations.

Data Editing and Statistical Treatment 
The crude fiber intake for each of the 14 subjects 

was estimated on a daily basis for nine days of the base
line period and for 14 days of the higher fiber diet. The 
average daily crude fiber intake for each subject was de^ 
termined for both the baseline diet and the higher fiber 
diet. Church and Church (7) was the reference used for the 
crude fiber data on the various foods ingested.

Frequency of bowel movement, accidents, use of 
laxatives or enemas, and/or other means of stimulating the 
bowel were the data tabulated for all residents on the first 
floor including the 14 subjects. Data from the first two 
weeks were used for the baseline data. Data from the last 
two weeks Were used to correlate the bowel data with the 
crude fiber averages from the higher fiber diet. The first



' ' ■ . 19 week of the higher fiber diet was considered transitory as
far as bowel data was concerned and was not used.

Accidents were defined as involuntary bowel move
ments , "Dilly" (anal dilation) is a slang .terra for manual

2stimulation of the rectum usually by finger. Enema is the 
injection of fluid into the rectum and for the purpose of 
this study is used to clear the bowel. Suppositories are 
an easily fusible mass., usually composed of glycerine and 
sodium stearate j used as a rectal evacuate in this study (11).

Data was expressed as crude fiber in grams, fre
quently of bowel movement, enema, "dilly" or accident. The 
data and means used were expressed as increases or de
creases . Statistical treatment was not feasible due to 
the small sample size.

2. "Dilly" is the slang term used by the nursing 
staff at Posada del Sol.



RESULTS AND DISCUSSION

For the 14 subjects whose diets were monitored the 
figures are presented in Tables 1 and 2 - There were no 
accidents in either period. "Dilly" (anal dilation) 
showed a 500 per cent increase. Subject no. 1, on which 
this procedure was used, is preoccupied with bowel problems. 
During the first week (transition period) of the higher 
fiber diet he developed diarrhea and substituted 40 per cent 
bran for the "All-Bran" he normally ate for breakfast.
He also developed influenza with uppet respiratory symp
toms , a high fever and a poor appetite. Whether the 
diarrhea was related to the flu or the diet is not known. 
Flu type respiratory problems were present in the facility 
with approximately one-third of the residents on the first 
floor effected (34)» Diarrhea was a transitory symptom 
and did not affect all of the residents with flu type 
problems.

Subject no. 10 is another subject on which anal 
dilation was used. He has chronic constipation along with 
weakness of the rectus abdominal muscle. Subject no. 11 
was bedfast with decubitis ulcer during the entire time 
the higher fiber diet was offered. Prior to this time 
she had been up in a wheel chair and had been attending

20



Table 1. Correlation of subject's crude fiber intake and bowel data.
OE = enema, no results? OS = suppository, no results; +D = anal dila
tion with bowel movement; *S = suppository with bowel movement; +E = 
enema with bowel movement; + - bowel movement, no help. Average daily 
crude fiber intake in grams for all subjects»

Sub
ject

Week I Week II
Av. Daily Crude 
Fiber Intake 

. in GramsOE OS +D +S +E . + . OE OS . +D . +S . +E . +

BASELINE
1 1 3 1 1 2 3 5.04
2 6 6 3.31
3 7 7 2.71
4 7 8 2.47
5 . 4 5 2.82
6 7 7 3.34
7 10 9 3.11 '
8 6 8 3 . 72
9 7 7 2.77

10 1 2 3 1 ■ 1 3 3.32
11 6 6 3.02
12 7 7 2.61
13 6 7 4,56
14 3 2 2 1.82
Totals 1 2 1 82 1 1 1 2 3 85 3.06
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Table 1* (Continued)

Sub Week V Week VI
Av. Daily Crude 
Fiber Intake 
in Gramsject OE OS + D +S +E + OE OS +D + S • +E . 4-

HIGHER FIBER DIET
1 1 2 1 1 1 5 4.80
2 7 7 5.76
3 6 6 4. 70
4 7 9 3. 82
• 5 7 6 5.97
6 7 6 4.74
7 11 8 4.94
8 7 10 6.18
9 7 6 5.64

10 2 4 1 1 1 1 2 5.67
11 1 3 2 2 5.62
12 8 7 3.97
13 7 7 7.41
14 4 1 4 4.44
Totals 3 3 1 86 1 3 2 2 85 5.48

■toto



Table 2. Bowel data for subjects and residents on baseline and higher fiber diet.
A = accident (involuntary bowel movement); D = anal dilation with bowel 
movement or no results; E = enema with bowel movement or no results;
S = suppository with 
no help.

bowel movement or iio results; + = bowel movement,

Higher Fiber
Baseline Diet % Increase % Decrease
(Weeks 1 & 2) (Weeks 5 & 6.) . from Baseline from Baseline

14 Subjects
A 0 0 No change No change
D 1 6 500 --
E 5 4 20
S 6 6 No change No change
+ 167 171 2 ■—

79 Residents3
A 1 0 100
D 28 39 39 ——
E 16 5 —— 69
S 55 33 40
+ 762 823 8 —  —

a. Includes 14 subjects.
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physical therapy on a regular basis. It was felt by the 
nursing staff that the fact, she was getting along with 
anal dilation and not relying on suppositories or enemas, 
was perhaps due to the higher fiber diet.

Enemas decreased by 20 per cent but this did not 
appear to be significant. Both subjects involved (no, 1 

. and no. 10} have chronic constipation. Subject no. 1 con
sumed large quantities of prune juice during the. last week 
on the higher diet <: His figures during the last week show
a vast improvement which could be related to high prune 
juice consumption rather than the fiber. He is the one 
subject whose diet decreased in fiber during the last three 
weeks.

The use of suppositories remained the same, This 
relates to subjects no. 10"and no, 14. Subject no, 10 
showed a decrease of one suppository and an increase of 
one "dilly1'.: Subject no. 14 showed a decrease of one
suppository and an increase of. three bowel movements.
This subject's medical records indicated that he was senile 
and sometimes refused to eat, which may relate to his 
bowel management problems. Both subjects no, 1 and no. 10 
were quite involved with their bowel problems and would at 
times insist upon the use of either an enema or suppository.

, A much longer period of time would be needed to help these 
subjects with a higher fiber diet.
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Bowel movements increased by an average of 2 per 

cent. Fiber increased by an average of.2.42 grams of crude 
fiber per subject.

Subjects nos. 5, 8 and 14 did show some improvement 
(Tables 1 and 2). Subjects nos. 2, 3, 5 and 12 had varying 
degrees of illness from influenza. Appetites were somewhat 
less than normal but 'they did try to eat.• For these sub
jects upper respiratory symptoms along with fever were the 
most prominent symptoms„ To my knowledge none of these 
subjects had diarrhea.

Ten of the 14 residents had consistently regular 
bowel habits on both diets. The increased dietary fiber 
did not seem to affect these habits significantly at least 
for the number of bowel movements. Stool weights could not 
be determined simply because the staff did not have time.
Ten volunteer subjects were women and for the most part 
quite out-going and easy to communicate with. The three 
men were fairly uncommunicative and two had chronic con
stipation. The third man (subject no. 14) was helped to 
some degree by the higher fiber diet. The bedfast female 
Subject (no. 11) had fewer bowel movements and anal dila
tion was employed successfully.

The data on all 79 residents, including the 14 
subjects, was gratifying. Accidents showed a 100 per cent 
decrease but this would not be significant since only one
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accident was involved. "Dilly" (anal dilation) showed a 
39 per cent increase,. This method was used in preference 
to suppositories or enemas. It shows that a less severe 
method of inducing a bowel movement was effective. Enemas 
were decreased by 69 per cent while the use of suppositories 
decreased by 40 per cent. The total number of normal bowel 
movements increased by 8 per cent.

A prior study was done by Wichita at Posada Del Sol 
(33). Her study included 25 residents that required total 
feeding and 25 self fed residents. The study was done 
over a period of two months. The baseline period consisted 
of one month during which time the residents were fed their 
regular diet followed by a higher fiber diet for one month. 
No data is available pertaining to fiber consumption for 
her study. It is estimated that the higher fiber diet for 
Wichita*s study would be equivalent to the baseline crude 
fiber average for this study or 3.06 grams since the higher 
fiber diet was. continued. Bowel data were obtained by the 
same method as used for this study. The self fed residents 
showed a 25 per cent decrease in the use of enemas and a
57 per cent decrease in the use of suppositories. The
residents requiring total feeding showed approximately a 
65 per cent decrease in accidents and a 25 per cent de
crease in the Use of suppositories.



Resident acceptance of new recipes and food was 
generally good except for the small number of recipe 
failures that occurred, These failures were due to sub
stitutions , use of new recipes which had not been used in 
large quantity.before, inexperience in the use of whole 
wheat flour and directions which were not followed.

The higher fiber menu included fruits for breakfast, 
hot cereals with a higher fiber content and approximately 
20 per cent baker’s bran added, 100 per cent whole wheat 
toast, home-made wheat pancakes, oatmeal-wheat coffeecake 
and bran muffins. Lunches included a soup, sandwich or 
casserole, vegetable or salad, fruit and/or homemade cookies 
or cake. Dinner was the largest meal of the day. It 
included the entree, potato or substitute, vegetable or 
salad, dessert and sometimes homemade bread. The menu 
proved to be a treat to most patients because of the hot 
breads, extra fresh fruits and special desserts.

Bran was added to pumpkin pie filling, bread 
pudding, pancakes, coffee cake, biscuits, cakes, pies, 
cookies and desserts. Stoneground whole wheat flour was 
used in gravy, cobblers, quick breads, pancakes, cookies, 
cakes and as part of a crumble topping for crisps and pies.

•Fiber dropped during the last week because some 
of the higher fiber hot cereals were not available.
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Substitutes were cereals with, lower fiber content» At the 
same time whole wheat bread wai not available and white 
bread was used.

Pima County buys bread by bid which runs for the 
fiscal year, July 1 to June 30 of the next year. Both 
Wichitafs and this study were done after these bids were 
obtained and the bid will not be changed until July 1, 1976. 
After consultation with the bread company 100 per cent 
wheat bread was delivered when available. During this 
study some 100 per cent wheat bread was delivered each day 
except for part, of the last week.



CONCLUSIONS

Although the bowel records showed little results 
with the 14 subjects whose diets were monitored, the re
sults for all 79 residents on the first floor were grati
fying. The use of enemas decreased 69 per cent and the use 
of suppositories decreased 40 per cent with the higher 
fiber diet. The average crude fiber intake increased from
3.06 grams to 5.48 grams. This is an average increase of 
2.42 grams for the 14 subjects. It appears that the other 
residents would have had a crude fiber intake of at least 
a similar amount in view of the results obtained. The 
39 per cent increase in "dilly" (anal dilation) indicates 
that many patients could be stimulated to have a bowel 
movement by a less severe means. There was a small increase 
in the number of normal bowel movements, approximately 
8 per cent. There were no accidents during the two weeks 
higher fiber diet showing that it did not cause any un
controllable diarrhea.

Dietary fiber is certainly a very important part 
of the diet for'all long term care patients. Both this 
study and Wichita*s (33) study clearly show the improvement 
in bowel records. Not all patients will be able to obtain 
good bowel habits due to other problems involved. While
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the average American consumes 4 to 5 grams of crude fiber
daily these residents consumed an average of slightly more

. ' . - ' . than 3 grams of crude fiber per day after fiber was in
creased during Wichita’s (33) study- Dietary information 
prior to her study would indicate that crude fiber con
sumption was below 2 grams per day for many residents - I 
was able to increase the average crude fiber intake to 
slightly over 5 grams daily.

These figures show that we have attained slightly 
over the national average for daily crude fiber, intake for 
these subjects. Many residents maintain regular bowel 
habits at this low level.

The crude fiber increase in the diet that was 
achieved during this study was far below my expectations. 
Some of the problems identified were 1) not being able to 
buy convenience foods with any appreciable fiber content,
2) budget restrictions that failed to provide for the extra 
costs of higher fiber foods, 3) too heavy a workload for 
the kitchen personnel to make all homemade high fiber 
foods, 4) the decreased ability of the inactive residents 
to consume larger quantities of food. Many had multiple 
medical problems that may be a limiting factor.

The results of this study and Wichita1s (33) study 
indicate that there was an improvement in bowel patterns 
due to an increase in dietary fiber consumption by the
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residents. In.view of these results I would recommend that 
the higher fiber diet be continued and that further attempts 
be made to increase fiber consumption through recipe de
velopment and menu planning. Further study in this area 
would be most helpful to determine if fiber consumption 
could be increased to a higher level than that in this 
study and whether those residents with difficult bowel 
management problems could be helped by a higher fiber diet 
when used over a longer period of time.

In the further study of the role of dietary fiber, 
the case-oriented approach to nutritional status assessment 
(16, 25) should be utilized. Clinical and biochemical as 
well as dietary parameters would be evaluated with a focus 
on priorities in order to establish the nutritional needs 
of the residents and criteria for the process of resident 
care audit that is forthcoming in view of Professionals 
Standards Review,



APPENDIX A

DAILY FOOD RECORD

Name: Date:

 ;.V ;  ; Fped. Net 'Eata)i \ ' Comments
Breakfast

Lunch

Dinner

Snacks



APPENDIX B

HIGH FIBER RECIPES

Cracked Wheat Pudding withCinnamon peach SauceT
(15 servings)

serv. with, peach sauce)
1 cup Baker * s Bran 
3 eggs, well beaten
2 2/3 cup milk
1/3 cup orange juice

(cooked)
2/3 cup brown sugar 
1 tsp. cinnamon

2.cups cracked wheat cereal

1 cup raisins or chopped 1/4 tsp „ cloves
dates 1/8 tsp. salt

Mix above ingredients thoroughly and pour into well 
greased 9 x 12 baking dish. Bake for 1 hour at 325-350°. 
Serve with Cinnamon Peach Sauce.

amount of the juice to make a thin paste. Add the rest of 
the peach juice and heat to thicken. Add the brown sugar 
and cinnamon. Stir well. Strain, if sauce becomes lumpy. 
Add the sliced peaches. Serve over the Cracked Wheat

Cinnamon Peach Sauce
#2 1/2 can of sliced peaches 
2/3 cup brown sugar
1/2 to 1 tsp. cinnamon (depending on your taste)
1/4 cup whole wheat flour

Drain juice from peaches. Mix flour with small
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Blueberry Crumble

(6 servings) (Approx. 1.9 grams fiber per serv.)
3 cups frozen blueberries 
6 Tblsp. sugar 
2 Tblsp. lemon juice 
1/4 cup Baker’•'s Bran 
1/4 cup Quick Cooking Rolled 

Oats
Combine blueberries, sugar and lemon juice in 

buttered 1 1/2 quart baking dish.
Combine oatmeal, bran, sugar and cinnamon. Cut in 

oleomargarine until mixture resembles coarse meal. Sprinkle 
over fruit mixture and bake at 350° for 30 to 35 minutes. 
Serve with cream, whipped cream, or a cream substitute—  
whipped topping (i.e., Dream_Whip).
Notes ; The above recipe has been modified for large quantity 

cooking with good results.

Date-Bran Logs
(Approx. 50 logs) (Approx. ,4 grams fiber per log)

1/2 Cup finely ground nuts 
1/3 cup coconut flakes and

extra coconut for rolling 
the balls 

1 Tblsp. powdered sugar
Grind dates in blender with the orange juice. Place 

in mixing bowl. Add bran, dried milk, ground nuts, coconut 
flakes.and powdered sugar. Mix until well blended. Form 
into 3/4" balls. Roll in extra coconut flakes and make 
into Small logs.

These are rich, so two logs per serving are plenty.

1 lb 6 pitted dates (33 dates) 
1/3 cup orange juice 
1 cup Baker’s Bran 
1 1/4 cup dried milk

1/2 cup brown sugar 
1/2 cup whole wheat flour 
1 tsp. cinnamon 
1/4 cup Oleomargarine
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Applesauce Cake

(.9 large servings 3 (Approx. 1.28 grams fiber per 
serv. without topping.
1.7 grams fiber per serv. 
with topping.)

1/2 cup oleomargarine 2/3 cup Baker's Bran
1 cup brown sugar 1 Tblsp. baking powder
2 eggs, well beaten 1/2 tsp. salt
1 1/2 cups applesauce 1 tsp. cinnamon
1 cup raisins 1/2 tsp. nutmeg
1 1/2 cup whole wheat flour 1 cup nuts,

Cream oleo and sugar. Then add eggs. Beat well. 
Add applesauce alternately with dry ingredients that have 
been sifted together twice. Stir in nuts and raisins.
Bake in 9’f square, greased and floured pan at 350° for 30 
to 35 minutes. Top with Broiled Icing. .

Broiled,Icing.for Applesauce Cake
(9 servings)

1/2 cup oleomargarine 
1/2 cup brown sugar 
1/2 cup milk

cup Baker“s Bran

(Approx. .4 grams fiber per 
serving.)

3/4 cup coconut flakes
1/2 cup nuts, finely chopped
1 tsp. vanilla

Melt oleo in sauce pan. Add sugar and milk, 
to boil and boil for 1 minute. Stir in nuts, bran, coconut 
and vanilla. Pour topping over cake as soon as it is done. 
Place under broiler until topping is bubbly (approx. 2 to 
3 minutes).



Wixole Wheat Oat-Bran. Pancakes
(Approx. 15 pancakes) (Approx, <,44 grains fiber

per pancake!
1 cup whole wheat, flour
1/2 cup Quick Cooking Rolled Oats 
1/2 cup Baker's Bran 
4 tsp. baking powder 
1/2 tsp, baking soda 4 tsp. sugar
2 eggs
2 cups buttermilk 
1/2 cup salad oil

Sift together flour, baking powder, soda and sugar. Soak oats and bran in buttermilk for a few minutes. Add 
flour mixture, salad oil and eggs to buttermilk, bran and 
rolled oats mixture, Mix until well blended. Bake on 
lightly greased griddle at 325°. Bake until golden brown 
on both sides. Serve with hot buttered syrup. If pancakes 
are too thick, thin with a little buttermilk.

Raisin or Blueberry Coffee Cake
(9 large servings) (Approx. ,66 grams fiber

per serv.)
1/2 cup Baker's Bran 1 cup whole wheat flour
1/2 cup Quick Cooking 1 tsp. baking powder

Rolled Oats 1/2 tsp. baking soda
1 cup buttermilk 1 tsp. salt
1/3 cup soft oleomargarine 2/3 cup blueberries or raisins 
1/2 cup brown sugar 
1 egg

Soak oats and baker1s bran in buttermilk for a few 
minutes. Mix shortening, sugar and egg thoroughly. Blend 
dry ingredients and stir into shortening mixture alternately 
with oats, bran, buttermilk. Stir in blueberries. Pour 
into well greased 9 x 9  baking dish. Bake 25 minutes at 
400°«
Note: If desired, you may dot top with oleo and then

sprinkle with 1/2 cup•brown sugar before baking.



APPENDIX C

PERSONAL DATA,. MEDICATIONS AND DIAGNOSES 
FOR SUBJECTS
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SEX; Male PRESCRIBED MEDICATIONS;
HEIGHT: 3/13/76
WEIGHT; 123#
AGE: 67 yrs.
BLOOD PRESSURE; 

132/88 - 88/56
HEMOGLOBIN; 14.6
HEMATOCRIT: 43.1
DIET HISTORY:
His diet order 

was regular. This 
subject did not 
present any par
ticular problems 
with his diet and 
had few dislikes. 
He ate regularly 
except when ill.

Mandelamine 1 gm. tid
Ascorbic Acid 500 mgm. qid
Tofranil 25 mg. q AM
Thorazine 25 mg. tid 
Dantrium 25 mg. tid 
Donnatal 1 tid 
Pericolace Cap 1-IV qd- PEN 
Glycerin Supp - R - PRN 
Dulcolax Supp - R - PRN 
Talwin 50 mg. q 4 hr. - PRN 
Dalmane 15 mg. hs and SOS 
Tylenol 0.6 gm. q 4 hr. - PRN
Fleet Enema - PRN 
Desitin ointment to rash on 

buttocks - PRN
3/14/76
Milk of Magnesia 30 cc.

HS - PRN

*Not available.

DIAGNOSES AND PROBLEMS:
1. Cervical Spondyloarthritis 

la. Progressive quadraplegia 
lb. Chronic constipation
1c. Agitation 
Id. Muscular spasms 
le. Recurrent urinary tract 

infections
2. Chronic alcoholism
3. Chronic brain syndrome
4. Wheel chair mobile
MEDICAL HISTORY
Left nephrectomy - 1949 

due to pyelonephri bis and 
stones.

Laminectomy - 1969
due to cervical spondylo
arthritis .



Subject No. 2.

SEX:. Female 
HEIGHT: *
WEIGHT: 125#
AGE: 75 yrs.
BLOOD PRESSURE:

140/50
HEMOGLOBIN: *
HEMATOCRIT: *
DIET HISTORY:

Her diet order 
was regular. She 
was considered to 
have a poor appe
tite but this 
problem was not 
manifested during 
the study. She 
disliked beef and 
turkey and listed 
chocolate as an

PRESCRIBED MEDICATIONS:
Thyrpid 100 mg. qd - po 
Multivitamin tabs 2 qd 
Mellaril 25 gm. tid 
Dramamine .50. mg. bid - po 
Tylenol gr x q 4 hr. -_PRN 
Artificial tears qtts 1 ou - bid 
Dilantin 0.1 gm. bid - po 
Phenobarbital 30 mg bid - po

*Not available.

DIAGNOSES AND PROBLEMS
1. Peripheral Neuropathy
2. Epilepsy (controlled with 

Dilantin)
3. Alzheimer1s Disease
4. Hypothyroi dism
5. Possible early diabetes 

mellitus (not manifested 
at this time)

6. Ambulatory with walker.



SEX: Female PRESCRIBED MEDICATIONS:
HEIGHT: **
WEIGHT: 107#
AGE: 82 yrs.
BLOOD PRESSURE: 

140/60
HEMOGLOBIN: *
HEMATOCRIT: *
DIET HISTORY:
Her diet order 

was regular. This 
subject was able 
to eat all kinds 
of foods and had 
no dislikes. She 
normally ate well.

Valium 2 gm. tid - po
Tofranil 10 mg. @ HS - po
Tylenol 0.6 gm q 4 hr. - PRN 
po

Visine Opth qtts 3 ou bid - 
PRN

Maalox 30 cc q 8 hr. - PRN - 
po

Dalmane 15 mg. @ hs - PRN - 
po

Anusol rectal supp 1 - PRN
Neosporin to wound bid
Darvon plain 65 mg. qid - 
PRN

Multivitamins

*Not available.

DIAGNOSES AND PROBLEMS:
1. Anemia (on admission)
2. Recurrent cystitis (on 

admission)
3. Keratosis
4. Lesion on back of hand
5. Nocturia
6. Insomnia
7. Weak and shaky
8. Wheel chair mobile



Subject No. 4

SEX: Female
HEIGHT: 5' 1"
WEIGHT: 114%#
AGE: 79 yrs.
BLOOD PRESSURE: 

180/80-200/80
HEMOGLOBIN: *
HEMATOCRIT: *
DIET HISTORY:
Her diet order 

was regular. This 
subject had few 
food dislikes.
She ate regularly 
but seldom 
finished all the 
food given to 
her. She ate 
small amounts and 
got ful1 easily.

PRESCRIBED MEDICATIONS:
Reserpine 0.25 mg gd - po 
Multivitamins 1 gd - po 
Tylenol 0.6 gm. g 4 hr - PRN 
ASA supp. gr x q 4 hr - PRN

*Not available.

DIAGNOSES AND PROBLEMS:
1. Essential Hypertension
2. Weakness (residual of CVA)
3. Weight loss (presently 

resolved)
4. Deaf (has hearing aid)
5. Wheel chair mobile



Subject No. 5

SEX; Female PRESCRIBED MEDICATIONS;
HEIGHT; * Mandelamine 1 gm qid  ̂po

Lasix 40 mg q od - po 
WEIGHT; 155# KC1 10% saline 10 cc q" od - po

ASA gr X g od - po 
AGE: 86 yrs. Vasocidin opth qtts 1 OU qid

Nitroglycerine gr 1/150 sub 
BLOOD PRESSURE: lingually - PRN

119/72 - 150/90 Saline soaks left leg ulcer
gtid (EJ shift)

HEMOGLOBIN: 13.7 O @ 4 L/m per nasal prongs
HEMATOCRIT: 41.8
DIET HISTORY:
Her diet order 

was regular. This 
subject had few 
dislikes and no 
allergies for 
food.

*Not available.

DIAGNOSES AND PROBLEMS:
1. Atherosclerotic Heart Disease
2. Coronary heart failure 

secondary to atheroclerosis
3. Inoperable gall bladder
4. Healed stasis ulcers of 

ankles
5. Cataracts both eyes
6. Ingrown toenail
7. Sore gums
8. Lesion - left foot - outer 

aspect and inner aspect of 
ankle

9. Throat spasms
10. Forgetfulness and "pack-rat" 

behavior



SEX: Female PRESCRIBED MEDICATIONS:
HEIGHT: *
WEIGHT: 104%#
AGE; 59 yrs.
BLOOD PRESSURE: 

150/82
HEMOGLOBIN: 12.8
HEMATOCRIT: 42.0
DIET HISTORY:

Her diet order 
was regular. She 
had few dislikes 
and usually ate 
three full meals 
each day.

Digoxin 0.125 mg. qd - po 
INH c Bg - 300 mg. q" AM - po 
Amesec cap i q 4 hr - 6 hr - PEN 
Darvocet N q 4 hr - PEN pain - 
po

Pericolace i qd to iv qd - 
PEN - po 

Nasal 02 2 L/min. - PEN - per 
nasal prongs 

Robitussin 5 cc q 4 hr - PEN - 
po

Milk of Magnesia 30 cc @ HS - 
PEN - po

*Not available.

DIAGNOSES AND PROBLEMS:
1. Bronchial Asthma, Chronic 

Bronchitis, Pulmonary 
Emphysema
la. Acute tracheobronchitis

2. Cor pulmonale
3. Wheel chair mobile
4. Oxygen therapy



Subject No. 7

SEX: Female
HEIGHT: *
WEIGHT: 104%#
AGE: 75 yrs.
BLOOD PRESSURE:

100/50
HEMOGLOBIN: *
HEMATOCRIT: *
DIET HISTORY:
Her diet order 

was regular. This 
subject had few 
dislikes but sel
dom ate much 
fruit. She felt 
that fruit caused 
her to have too 
frequent bowel 
movements.

PRESCRIBED MEDICATIONS:
Multi-vitamins tab i - qd 
Tylenol 0.6 gm. qid - PRN

*Not available.

DIAGNOSES AND PROBLEMS:
1, Rheumatoid Arthritis

la. Reconstruction Rt knee 
Reconstruction Rt hip

2« Hearing loss
3. Urinary tract infections- 

recurring
4. Ambulatory with crutches



SEX: Female PRESCRIBED MEDICATIONS;

HEIGHT: *
WEIGHT: 138#
AGE: 77 yrs.
BLOOD PRESSURE: 

110/60
HEMOBLOBIN: 13.4
HEMATOCRIT: 41.2
DIET HISTORY;
Her diet order 

was regular. This 
subject had no 
dislikes and usu
ally ate any food 
given to her.

Mallaril 25 mg. tid 
Hydergine 1 mg. tab i tid - po 
Sultrin Vaginal i applicator 

ful q HS 
Pericolace i @ HS - PRN - po 
Selsun Shampoo _
Tylenol 0.6 gm q 4 hr - PRN

*Not available.

DIAGNOSES AND PROBLEMS:
1. Organic Brain Syndrome with 

Senility
2. Mild uterine prolapse with 

stress incontinence
3. Urinary retention, cystocele
4. Memory loss
5. Scaly scalp - controlled 

with Selsun
6. Ambulatory; wanders away



Subject No. 9

SEX: Female PRESCRIBED MEDICATIONS:
Lasix 40 mg. qd 2 P°
KC1 10% - 10 cc qd - po 
Digoxin 0.25 mg. qd - po 
Quinidex Extentabs 300 mg.

q 8 hr - po 
Elavil 25 mg. @ HS - PEN - po 
Dilantin 100 mg. Bid - po 
Maalox 15 cc q o hr - PEN - po 
Kaopectate 30 cc after each 

loose stool - PEN
HEMATOCRIT: 42
DIET HISTORY:
Her diet order 

was 3 gram sodium^
She had few dis
likes and ate 
regularly. This 
subject was co
operative and •
avoided any foods 
high in sodium.

HEIGHT: *
WEIGHT: 121#
AGE: 84 yrs.
BLOOD PRESSURE: 

142/70
HEMOGLOBIN: 13.2

*Not available.

DIAGNOSES AND PROBLEMS:
1. Chronic Atrial Fibrillation 

la. Pacemaker
lb. Pitting edema both feet

2. Hernia - right lower quad
rant of abdomen

3. Numerous dental caries and 
peridontitis

4. Post CVA
4a. Expressive aphasia 
4b. Occasional confusion 
4c. Gran mal seizures 
4d. Impaired hearing

5. Wheel chair mobile 
MEDICAL HISTORY:
Adena cancer of the cecum - 1958 
Right hemicolectomy without re
currence
Urinary tract infections
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SEX; Male 
HEIGHT; * 
WEIGHT; 170%# 
AGE; 71 yrs.
BLOOD PRESSURE;

128/90
HEMOGLOBIN; 15.8 
HEMATOCRIT; 46 
DIET HISTORY;

His diet order 
was regular. He 
had few dislikes 
and ate three 
full meals each 
day. He stated 
that he was al
lergic to toma
toes which make 
him break out in 
a rash.

PRESCRIBED MEDICATIONS;
( ' Mellaril 25 mg. in AM - 75 mg

in PM 1
Pericolace cap i at 9;00 AM -

Cap ii at 9:00 PM
Senecot tab ii - HS
Glycerin Supp. 1 - god
Dafvocet - 50 - tab i - iii .
g 4 hr. - PRN

Benedryl 50 mg. g o hr. - PRN
Tofranil 25 mg. g AM
Maalox 15 cc g o hr. - PRN
Triamcinalone Cr to face,
perineal area and
umbilicus

Tearisol eye gtts ii to eyes
PEN

Selsun shampoo - PRN

*Not available.

DIAGNOSES AND PROBLEMS:
1. Arthritis - osteo 

la. Assist with ADL
• lb. Depression

2. Seborrheic dermatitis - 
face and scalp

3. Constipation
4. Weakness of rectus abdominal 

muscle
5. Wheel chair mobile
MEDICAL HISTORY:
Duodenal ulcer - no problem at 

this time
Right kidney stone - 1968
Tonsillectomy, adenoidectomy,
Appendectomy and cervical 

laminectomy



Subject No. 11

SEX: Female
HEIGHT: *
WEIGHT: 124#
AGE: 49 yrs.
BLOOD PRESSURE: 

98/64
HEMOGLOBIN: *
HEMATOCRIT: *
DIET HISTORY:

Her diet order 
: was regular. This 
subject had few 
dislikes and usu
ally ate three 
regular meals 
each day.

PRESCRIBED MEDICATIONS:
Multi-vitamin tab i daily 
Mandelamine 1 gm qid 
Ascorbic acid 500 mg. tid 
Tofranil 25 mg. q AM 
Glycerine Supp. - PRN

*Not. available.

DIAGNOSES AND PROBLEMS:
1. Multiple Sclerosis
2. Urinary tract infections 

2a. Has Foley catheter
3. Draining decubitus ulcer 

hip
4. Bowel incontinence
5. Some disorientation
6. Wheel chair mobile



Subject No, 12

SEX: Female
HEIGHT: *
WEIGHTS 140#
AGE: 81 yrs.
BLOOD PRESSURE:

120/70
HEMOGLOBIN: 15.7
HEMATOCRIT: 47
DIET HISTORY:
Her diet order 

was bland. Her 
dislikes included 
lettuce, tomato 
juice and pota
toes except when 
baked. This sub
ject almost al
ways ate well at 
breakfast. Lunch 
was eaten poorly 
on most days and 
the evening, meal 
consumed fairly 
well.

PRESCRIBED MEDICATIONS:
Pericolace i - iv q d 
Sinemet 10-100 mg. tabs 1% 

tid - po 
Multi-vitamins i daily - po 
Maalox 30 cc gid - PRN -po 
Tearsol Opth qtts iii ou Bid 
Tylenol 0.6 gm. q 4 hr. - 

PRN - po1 
M. 0. M. 30 cc @ HS - PRN - 

po

DIAGNOSES AND PROBLEMS:
1. Parkinson's Disease

la. Side effect of levodopa
2. Osteoporosis of spine
3. Diverticulitis
4. Cataracts, difficulty in 

seeing - wears glasses
5. Hard of hearing - wears 

hearing aid
6. Headaches
7. Ambulatory with a walker
8. History of polycythemia



Subject No. 13

SEX; Female PRESCRIBED MEDICATIONS;
HEIGHT: 5' 4"
WEIGHT: 146#
AGE: 77 yrs.
BLOOD PRESSURE:

130/72
HEMOGLOBIN: *
HEMATOCRIT: *
DIET HISTORY;
Her diet order 

was regular. This 
subject was unable 
to tolerate foods 
from the cabbage 
family., lima beans, 
pinto beans, mexi- 
can food and let
tuce. She was able 
to tolerate finely 
ground raw salads. 
She ate three meals 
regularly and kept 
fruit and crackers 
for snacks.

Digoxin 0.25 mg. q d - po 
Lasix 40 mg. q d err - po 
Elixir Kaon 10 cc q d err - po 
Prednisone 5 mg. Bid - po 
Donnatal tab i fid - po 
Aarone Medihaler - qid 
Isuprel Medihaler - PEN - Do 
not use with Aarone 

Choledyl i q 6 hr. - PEN - po 
Aminophyllin Supp - Rectally - 

500 mg. q 6 h r P E N  
Tylenol #3 Tab i q 4 hr. - 

PEN - po _
Maalox 15 cc q 4 hr - PEN — po 
Pericolace i @ HS - PEN - po 
Visine eye qtts - may be kept 

at bedside 
Dalmane 15 mg. § HS - PEN - po 
Nasal 02 at 3 L/M - PEN 
Bacitracin Oint to lesion on 

hand and shoulder

*Not available.

DIAGNOSES AND PROBLEMS:
1. Chronic Obstructive 

Pulmbhafy Disease - 
Asthmatic type since 1944

2. Rhuematoid arthritis since 
1944

3. Cholecystitis since 1957 - 
not operated on

4. Duodenal diverticulitis - 
diagnosed in 1957 but not 
bothered recently

5. Squamous cell carcinoma of 
both right and left palms 
(diagnosed in 1973)

6. Basal cell carcinoma of 
right forearm

7. Abscess of left breast
8. Supracondylar fracture of 

left humerous in 1973
9. Limited ambulation but 

usually wheel chair mobile



Subject No. 14

SEX; Male
HEIGHT; *
WEIGHT; 113#
AGE; 88 yrs.
BLOOD PRESSURE; 

110/50
HEMOGLOBIN; 
Normal**

HEMATOCRIT: 
Normal**

PRESCRIBED MEDICATIONS;
Mellaril 25 mg. in AM 50 mg 

PM - po 
Tofranil 25 mg. i Bid - po 
Pericolace i q d - PEN - po 
ASA gr. x q 4 hr. - PEN 
Visine Opth q HS - PEN 
Selsun Shampoo —  PEN 
Kenalog Cream to face qid - 

PEN
Glycerin Supp. - PEN

DIET HISTORY:
He usually consumed 
all of his food ex
cept when mentally 
confused and then 
he did not eat at all.

; ' *Not available.
* *pre-adttiission work-up indicates that

exact values absent.

DIAGNOSES AND PROBLEMS:
1. Generalized arteriosclerosis 

manifested by funduscopic 
changes, senility, decreased 
peripheral pulsations

2. Presbyacusis
3. Onychomycosis
4. Seborrhea
5. Status post bilateral cataract 

extraction
6. Status post transurethral 

resection of the prostate
7. Chronic atrial fibrillation - 

asymptomatic
8. Wheel chair mobile

these figures were normal but the



APPENDIX D

FORM FOR BOWEL MOVEMENT RECORD

Code System;
0 = no bowel movement Black Ink; 7;00-3;30

OD = anal dilation, no results Green ink; 3;30-11;30
OS == suppository, no results Red ink; 11:30^7:00
OE = enema, no results
A = accident
+ = BM (no help)

+D = BM with anal dilation
+S = BM with suppository
+E = BM with enema

B.Mo List
Resident 1 , . 2 3 - . 4 ‘ 5: . .6 . 7

1

2

3

4

5

6

7

8
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