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ABSTRACT 

The risk for nutritional problems and the nutritional 

profiles of 40 community living women and men were examined 

utilizing assessment tools from the National Nutrition 

Screening Initiative (NNSI). Women and men over sixty years 

of age were asked to complete questionnaires concerning 

dietary patterns, living environments, income and education 

levels. Differences in nutritional risk scores of elderly 

women and men were not statistically significant. Eating 

behavior scores among women and men from the nutritional 

profiles questionnaire were significanctely different at the 

p<.05 level. 

Correlations between total risk scores and eating 

behaviors were statistically significant for both groups. 

Correlations between living environment and risk scores was 

also significant for the men tested. Multiple regression 

analysis revealed significant differences in eating 

behaviors and living environment between men and women and 

significant differences in the interaction between gender 

and risk assessment total scores. 



CHAPTER I 

INTRODUCTION 

The projected population of the United States includes 

an enormous number of older age adults. The percentage of 

those 65 years and older will increase about 2% a year and 

is expected to nearly double by the year 2020. The oldest 

old segment (i.e., those over 85) will experience the most 

rapid growth (Institute of Medicine, 1990). As one ages, 

health is often defined in terms of functional ability. 
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Less emphasis is given to the chronological age of the 

person and instead the focus is on what elders are able to 

do for themselves and how they preform on a daily basis 

(Meuleman et al., 1992). Therefore, attendant to the 

longevity of older adults is the need to promote and sustain 

optimal levels of functioning during these later years. 

Many of America's elderly are often left with limited 

finances, fewer social supports, and a decreased ability to 

care for themselves. Promoting wellness in the later years 

of life is imperative as we strive to improve the quality of 

life for our ever growing numbers of elderly. Good 

nutrition is an aspect of wellness as it contributes to 

overall health and functioning (Meuleman et al., 1992). 

However, normal age-related changes can compromise 



nutritional status, and compromised nutritional status may 

adversely effect how one ages. Compounding these changes, 

may be alterations brought about by sociopsychological 

influences, acute illness and chronic diseases. 

Background 

Adequate nutrition is fundamental to wellness. 

However, many seniors are at risk for deficiencies in this 
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basic requirement. Malnutrition may be one of the major risk 

factors for morbidity and mortality in older persons 

regardless of their overall condition; the prevalence of 

malnutrition in community elders may be as high as one in 

three (Rollins & Thomson, 1993). 

The current health care focus is to maintain health and 

strive for vitality even in advanced age. Several major 

studies associating health and nutrition have been conducted 

to evaluate the general health of elders, their functional 

status and their intake of essential nutrients. 

Data from the Ten State Nutrition Survey (Department 

of Health, Education and Welfare (DHEW), 1972) published in 

1972 revealed that elders as a whole consumed less than 50% 

of the Recommended Daily Allowances (RDA). Intakes of 

protein, iron, vitamin A, and calcium were generally low, 

especially in elderly men (DHEW). 
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The National Health and Nutrition Examination Surveys 

(NHANES) provided information from two studies, both done in 

the 19 70's, evaluating the nutritional status of the U.S. 

population. These studies demonstrated that a substantial 

percentage of elderly persons' vitamin and mineral intake 

meets only about two-thirds of the RDA (Block, Dresser, 

Hartman, & Carroll, 1985). 

There have also been studies that reveal gender 

differences in nutritional intake and nutritional health. 

Older men have been found to be thin while older women are 

more often overweight with low levels of vitamin B-12 

(Meuleman et al., 1992). Men tend to consume larger 

quantities of fats and proteins, women tend to consume 

greater quantities of fruit and vegetables (Block, et al., 

1985). It has been generally accepted that older women lack 

the proper amount of calcium intake needed to assist in the 

prevention of osteoporosis (Riggs & Motein, 1982). 

Many causes of poor nutritional status can be 

prevented through anticipatory guidance and early 

intervention. The Surgeon General's Workshop on Health 

Promotion and Aging (Health and Human Services (HHS),1988) 

determined a need for greater nutritional assessment in 

older Americans and recommended that healthcare providers 

increase nutrition assessment, counseling and referrals to 

dietitians and nutritionists. According to the National 



Nutrition Screening Initiative (NNSI, 1991), more than 85% 

of older Americans have conditions that could be improved 

with nutritional intervention (Dwyer,1991). 
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Dietary pattern and nutritional status are important in 

determining the risk of conditions that can contribute 

enormously to the functional and economical status of the 

elderly. As our elderly live longer, and our population of 

elderly increases, we have the opportunity to increase 

nutritional awareness and improve nutritional intake through 

health promotion, education, and intervention for the 

elderly, so that they may further enjoy the later years of 

their lives. 

Significance of the Problem 

Aging is an inexorable process, frequently associated 

with the presence of chronic diseases, as well as functional 

changes and alterations in social, psychological and 

economic factors. Attendant to the longevity of older 

adults, is the need to promote and sustain an optimal leve l 

of wellness during these later years. 

The significance of this study is attributable to 

(1) the great number of elders affected, (2) the need to 

maximize wellness and minimize chronic illness, and (3) the 

role of the nurse practitioner in promoting proper nutrition 

in the elderly. 
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By the year 2000, the elderly population is expected to 

reach 52 million, nearly half of whom will be over 75 years 

of age (Hickler & Wayne, 1984). By the year 2030, 22% of 

Americans are expected to be over 65 years old. Good 

nutritional status can help provide optimal quality of life 

in these later years. 

It is estimated that at least six of the ten major 

causes of death in the United States are diet-related. 

(Hickler & Wayne, 1984). Although disease-nutrient 

correlations remain under investigation, many studies have 

associated diseases with excess or deficient quantities of 

nutrients (Kerstetter, Holthausen, & Fitz, 1992; Gray, 1989; 

Chandra, 1990; Goodwin, Goodwin & Garry, 1983). One example 

is osteoporosis, a multifactorial metabolic problem that 

results in reduction of skeletal mass and bony fragility. 

Insufficient intake of nutrients, especially calcium, has 

been linked to reduced bony tissue, contributing to 

osteoporosis. Osteoporosis predisposes the elderly to 

fractures (80% of patients with hip fractures have 

osteoporosis), and is therefore a major contributor to 

morbidity, mortality and high health care costs (Holm et 

al., 1992; Oppenheim, 1991, Maricic,1993). 

Geriatric Nurse Practitioners have regular contact with 

the elderly and are in an ideal situation to intervene in 

nutritional assessment, teaching and early intervention. 
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Periodic assessment of nutritional status assessing risk for 

malnutrition can easily be done during visits to the nurse 

practitioner. Those at risk for malnutrition can be 

counseled and referred to other appropriate health care 

workers for intervention as needed. Nurse practitioners 

work in collaboration with other members of the health care 

team in the assessment and management of the elderly 

(Arizona State Board of Nursing, 1987). Early detection and 

treatment can promote good nutritional practices and 

hopefully alleviate nutritionally related problems for the 

elderly. Nurse Practitioners are qualified to "provide 

teaching and counseling aimed at prevention of illness 

and ... modification of risk factors to health, and 

maintenance of high level wellness-- (Arizona State Board of 

Nursing, 1987, p. 25). 

Few studies concerning differences in nutritional 

intake and nutritional health of men and women have been 

documented in research. Improved research foundation for 

anticipatory guidance and health promotion of elderly men 

and women would contribute to improved assessment and 

intervention by Nurse Practitioner's in providing health 

management of the elderly. 
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Purpose and Research Questions 

The purpose of this study is to investigate the 

nutritional risk and nutritional profiles among elderly men 

and women. 

The research questions for this study are: 

1. Are there differences in the nutritional risk of 

community living elderly men and elderly women as indicated 

by the risk assessment screening checklist from the National 

Nutrition Screening Initiative (NNSI)? 

2. Are there differences in the nutritional profiles 

of community living elderly men and elderly women utilizing 

the Level 1 NNSI Instrument? 

3. What is the relationship between risk screening 

scores and nutritional profiles of community living elderly 

women? 

4. What is the relationship between risk screening 

scores and nutritional profiles of community living elderly 

men? 

5. What is the relationship between nutritional risk 

and nutritional profiles of community living elderly men and 

women? 

Problem Statement 

It is well established that nutrition is one of the 

cornerstones for health. The elderly are at risk for 
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nutritional problems due to the many changes that occur as 

they grow older, including physiological factors that occur 

more frequently with increasing age. The problem to be 

investigated in this study is: What is the nutritional risk 

status and nutritional profile of community living elderly 

men and women, and is there a difference in the nutritional 

risk and nutritional profiles of elderly men and elderly 

women. 

Operational Definitions 

The operational definitions for this study include: 

Nutritional risk: The chance that an individual's 

current nutrition related practices may lead to malnutrition 

as measured by the National Nutritional Screening Initiative 

Instrument (NNSII, 1991). The Nutrition checklist is a self 

report questionnaire which was developed to screen for risk 

of poor nutrition among older persons. The instrument is 

based on questions relating to presence of disease, food and 

alcohol intake, dental or oral problems, socioeconomic 

factors, medication usage, unintentional weight changes, and 

independent activities of daily living (IADL). 

Nutritional Profile: A more detailed assessment of 

nutritional status utilizing the level 1 instrument from the 

NSI; which includes further assessment of dietary intake, 



living environment and functional status, as well as 

anthropometries. 

Conceptual Framework 

The Neuman Systems Model (Neuman, 1989) will be 
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utilized for this study. The focus of Neuman• s Model is the 

response by the individual to stressors. A stressor can be 

external or internal, it is a circumstance or a stimulation 

that produces a reaction from the client. The presence and 

reaction to stress is highly individualized based on the 

perception of the individual. Individuals may have a 

positive or negative growth experience from a stressor. If 

the outcome is positive then the stress can motivate or 

strengthen an individual. The goal of the client is to 

attain, retain or maintain an optimal level of wellness. 

The stressor for the conceptual model in this study is 

nutritional risk. Individual aspects of the client 

influence risk of malnutrition. Mediating factors for 

nutritional risk in the elderly include physiological, 

psychological, and sociocultural aspects of the client. 

Physiological mediating factors include normal age-related 

changes such as body composition, sensory changes, 

gastrointestinal impairment, immune response, metabolic 

changes, and acute or chronic conditions. Psychological 

mediating factors include such factors as cognitive and 
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emotional changes and depression. Sociocultural mediating 

factors include dietary intake patterns, alcohol use, income 

and education, living arrangements, and nutritional 

supplements and medication use. These mediating factors may 

be associated with increased nutritional risk and an 

eventual decrease in nutritional status (Figure 1). 

Neuman uses the terms Core, Flexible Line of Defense, 

Normal Line of Defense, and Lines of Resistance to describe 

the client. The Core of the client contains genetic aspects 

of the person, such as gender, as well as self-image, and 

behavior. The Core is protected by lines of defense and 

resistance. 

The outer layer of protection is the flexible line of 

defense. The flexible line of defense is the outer layer of 

protection from stressors to the other layers and core of 

the person. The condition and strength of the flexible line 

of defense determines whether a reaction is likely to occur; 

when a stressor is encountered, it is especially susceptible 

to situational circumstances and abrupt changes in stress 

and energy requirements. For example, a sudden lack of food 

would alter the flexible line of defense. If the flexible 

line is not effective, then the normal line of defense 

begins to break down, causing a stress to the system. 

The normal line of defense is the client's usual 

wellness state. This is the state of adaptation the 
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individual has maintained over time which is considered 

'normal' for that individual. An individual's intelligence 

and coping patterns are examples of normal lines of defense. 

If the normal line of defense has been altered then symptoms 

of stress can occur. When a stressor crosses the flexible 

line of defense and penetrates the normal line, then varying 

degrees of reaction can take place, according to the amount 

of resistance encountered. 

The lines of resistance that surround the core attempt 

to pull the client back to a higher level of wellness. If 

the lines of resistance fail, then a client's overall health 

is in jeopardy. 

Neuman's model emphasizes the importance of nursing in 

assisting the client to respond effectively to stressors. 

Neuman proposes that prevention is a nursing intervention. 

She distinguishes three levels of prevention: primary, 

secondary and tertiary prevention. Primary prevention as 

intervention is used for health promotion. The goal of 

primary prevention is to promote client wellness by stress 

prevention and the reduction of risk factors. Secondary 

prevention refers to interventions designed to return a 

compromised client to baseline. Tertiary prevention is 

intervention to bring the client back to wellness after 

treatment. 
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Neumad s Model Relating to Nutritional Risk Scores 

Health professionals, especially Nurse Practitioners 

directly involved with the geriatric population, are able to 

assess an individual's risk for nutritional alteration 

utilizing accepted known risk factors. Interventions 

specific for identified risks can then be employed. One 

newly accepted instrument for assessing nutritional risk is 

from the National Nutritional Screening Initiative (NNSI, 

1991; Appendix A). The initial instrument used for 

nutritional risk assessment contains items that can be 

scored, providing an indication of an individual's 

nutritional risk. These risk scores can then be used to 

identify teaching needs and identify the need for further 

interventions, utilizing the Level 1 NNSI instrument. 

If the client is maintaining a desirable level of 

wellness and scores few risk points on the NNSII checklist 

(0-2 points) than Neuman's primary prevention can be 

utilized (Figure 1). Discussions and teaching can be done 

concerning preventative health maintenance issues as 

indicated by individual NNSII scores. Primary prevention is 

the main focus of Neuman's Hodel, and it corresponds to the 

flexible line of defense. 

Secondary prevention can be utilized when the client is 

assessed to have a nutritional related problem (3-5 points). 

Secondary prevention is utilized when the stressor has 
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broken through the flexible line of defense and has 

potential to affect the normal line of defense. Secondary 

prevention is used after symptoms have occurred. It is used 

to strengthen the internal lines of resistance and treat 

symptoms, promoting stability. If secondary prevention is 

successful, it may bring the client to a new level of 

wellness, including strengthening the elderly ' s normal line 

of defense to an even higher level of wellness than prior to 

invasion of the stressor. An example of this type of 

intervention would be if a c l ient scores tour points due to 

circling the item stating limited finances are not al l owing 

purchases of the right kind of foods. This person has 

already broken through the lines of defense by being of low 

income. The normal line of defense is broken when the 

person runs low enough on money that purchasing proper food 

is a problem. Further assessment utilizing the NNSI Level 1 

instrument (nutrition profile) would reveal a need for 

referral to social services. Referral to social services 

could help in assisting with financial aid that could 

alleviate the problem. 

Tertiary prevention is employed when the stressor has 

broken through the normal l ine of defense and the core of 

the client is threatened . Tertiary interventions would be 

utilized when the person' s score on the checklist indicates 

possible ma l nutrit i on (a score o f 6 points or greater). The 
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individual's eating patterns, health status or social status 

can affect the core of the client. The intervention would 

address the multifactorial causes of malnutrition through 

the use of the nutrition profile, and may indicate a need 

for GNP referral to other disciplines for assistance, such 

as social services, or physical therapy. The interventions 

would provide assistance and improvement in nutritional 

health, functioning within the lines of resistance which 

surround the core and function to stabilize the client and 

return the client to an optimal level of wellness. It is a 

state of adjustment and support of existing strengths. 

The nature of Betty Neuman's model involves changes 

over time; the model is cyclic and evolves back to primary 

prevention after stability has occurred. Due to the 

significance of change over time, nutrition must be assessed 

periodically over time to assess any changes in nutritional 

status that have potential to cause nutritional problems. 

Summary 

The elderly population in the United States continues 

to grow, and is expected to double in size by the year 2020 

(IOM 1990). Many of America's elderly are often left with 

limited finances, fewer social supports, and a decreased 

ability to care for themselves. Current health promotion is 

aimed at improving the quality of life for the older 



population. Dietary patterns and nutritional status are 

important in determining the risk of conditions that can 

contribute to the functional and economical status of the 

elderly. Several studies associating health and nutrition 
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have been conducted to evaluate the general health of 

elders, their functional status and their intake of 

essential nutrients (DHEW, 1972; Block, Dresser, Hartman, & 

Carroll, 1985). Gender differences in nutritional intake 

and nutritional health, such as women ' s general decrease in 

calcium intake (Riggs & Motein, 1982), have been discussed. 

The Neuman Systems Model has been described, as well as 

the relationship among the Neuman model and the assessment 

of nutritional risk and profiles of elderly men and women. 

Factors that influence nutritional risk include 

physiological, psychological, and sociocultural aspects of 

the elderly. 

The goal in Neuman ' s model is to attain, retain, and 

maintain an optimal level of wellness for the client. 

Numerous stressors can affect the client which can 

potentially affect the overall health of the client. The 

potential stressor utilized in this study is nutritional 

risk. The degree of nutritional risk is affected by the 

mediating factors; the degree of risk can be altered by 

interventions through nursing care. 
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The Neuman Model provides a framework applicable to the 

assessment and intervention of nutritional risk and 

nutritional profiles for elderly men and women. Nurse 

Practitioners can utilize the primary, secondary and 

tertiary levels of intervention described by Neuman to 

provide care for the elderly. 



CHAPTER II 

LITERATURE REVIEW 

Introduction 
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As our elderly population increases, Geriatric Nurse 

Practitioners are in a key position to positively influence 

the nutritional health of the elderly. Awareness of 

nutritional aspects of the elderly and methods for 

assessment, implementation and evaluation are important for 

effective health care. Several guidelines exist for 

nutritional intake, although the recommended daily 

allowances (RDA) has been the most widely accepted 

guideline. Controversy does exist concerning using 

conventional RDA for use in the elderly population (Hegsted, 

1989; Schneider, Vining, Hadley & Farnham, 1986; Rollins & 

Thomson, 1993). Although RDAs have been established for 

approximately 45 years, there are no specific age adjusted 

norms for the elderly, and there are not any RDA's specific 

for men and women. The RDAs are suggested for individuals 

up to 55 years old. Despite the lack of certainty about 

what constitutes appropriate dietary standards for older 

persons, there is a need to continue research on nutrition 

for the elderly, and in the meantime, reference to the RDA 

continues to be the accepted norm. 
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Physiological, psychological and sociocultural aspects 

of the elderly influence their nutritional status. The 

entire person must be considered when assessing nutritional 

status and assisting with improvement of nutritional intake. 

In this chapter the selected literature review on nutrition 

and aging will be organized according to the Betty Neuman ' s 

Systems Model (Neuman, 1989). 

Potential Stressor: Potential for Inadequate Nutrition 

and the Lines of Defense and Resistance 

Adjustments to stressors over time form an individual ' s 

protective state. This Normal Line of Defense is the usual 

wellness state of the person, and is a reflection of what 

the person has become over time. The potential for 

inadequate nutrition exists, and the lines of defense 

determine how the individual will respond to nutritional 

stressors. The mediating factors for nutritional risk 

include physiological, psychological, and sociocultural 

aspects of the elderly individual. 

Mediating Factors for Nutritional Risk: 

Physiological Factors 

Normal Age-Related Changes 

Body composition. The natural aging process causes 

many anatomical and physiological changes that can alter 
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nutritional status. One of the most prominent changes is in 

body composition. There is an increase in body fat and a 

decrease in lean body mass, which can affect muscle 

strength, respiratory function, and general mobility 

(Rosenberg & Miller, 1992). By age 70, respiratory 

function decreases 11%, skeletal muscle decreases 40%, and 

bone decreases 12% in men and 25% in women (Hickler & Wayne, 

1984). Decrease in lean body mass has been noted as one of 

the most significant changes occurring with aging. The 

decreased body mass represents decreased protein reserves, 

which alter the body's ability to respond to physiological 

insult and it also represents a need for lower calorie 

intake (Rollins and Thomson, 1993). The decreased need for 

calories creates challenges tor the elderly to consume 

proper nutrients with limited caloric requirements. 

to do so can lead to undernutrition or to obesity. 

Failure 

Body weight. Alteration in body weight, more or less 

than ideal weight, can be significant in assessing 

nutritional health. Maintaining a steady body weight over 

time is more significant to good health than being more or 

less than ideal body weight (NSI, 1991). As adults age 

there is a tendency to gain weight, with an average weight 

in a person's 60s appearing to be their heaviest weight, 

with a slow decline in general body weight over time with 

advancing age (Rollins & Thomson, 1993). A significant 
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involuntary weight loss or gain of ten pounds in a six-month 

period suggests a nutritional problem (NNSI, 1991). 

Accurate assessment of ideal body weight in the elderly 

can be challenging. There is a lack of anthropometric 

standards, especially for the physically disabled (Chumlea & 

Baumgartner, 1989). Knee length and armspan measurements 

have been utilized for those unable to obtain height in the 

standard manner (Chumlea & Baumgartner). Triceps skinfold 

thickness measurements are used, but in the elderly, normal 

aging causes more adipose tissue to accumulate in the upper 

arms and this can alter readings (Dwyer, 1991). In general, 

a body mass index (a scale correlating height and weight) of 

less than 22 or greater than 27 is considered abnormal in 

the elderly (NNSI, 1991). 

Dehydration. Tota l body fluid decreases with age. An 

infant is 80% water, an adult 70% water, and in senescence 

the body fluid is less than 60% (Kerstetter et al., 1992) . 

The importance of water as a nutrient is often overlooked 

after infancy. Dehydration is a state of poor nutrition, 

and elderly can become dehydrated rapidly, as diminished 

thirst sensation often accompanies aging (Knapp, 1989). 

Dehydration may also be caused by medications such as 

diuretics, or by GI illness causing nausea, emesis or 

diarrhea. Cognitive impairment may be caused or worsened by 

dehydration (Gray, 1989). Clinically significant 



dehydration may be present despite normal laboratory 

indices . Dry mouth, poor skin turgor, sunken eyes, or 

decreased, concentrated urinary output may be present 
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(Matteson & McConnell, 1988). The dry mouth associated with 

dehydration can alter the taste and consistency of foods 

eaten (Carlos & Wolfe, 1989). Dehydration can cause 

lightheadedness and dizziness, increasing the potential for 

falls and injuries. Many elderly avoid intake of fluids due 

to concerns of urinary incontinence, and fears of not being 

able to find a restroom in time of need due to urinary 

urgency (Matteson & McConnell). 

Oral health. Another aspect of health that is examined 

when assessing nutrition status is oral health. There is a 

normal shrinking of bony structures in the mouth with loose 

and decayed teeth often leading to mouth pain and possibly 

decreases or changes in food intake (Carlos & Wolfe,1989). 

Partial or full plate prosthesis are frequently seen in the 

elderly. Dentures may cause a decrease in satisfaction with 

foods and indirectly affect appetite (Carlos & Wolfe). 

Properly fitting dentures deserve emphasis when evaluating 

elderly for oral health. Dental prostheses have been shown 

to improve dietary intake (Baxter, 1981; Hartsook, 1974; 

Carlos & Wolfe). 

Dental problems and periodontal disease is widespread 

among the elderly (Carlos & Wolfe, 1989) . It has been 
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estimated that up to half of those over age 65 have lost all 

of their teeth (Knapp, 1989). The National Dental Survey of 

Oral Health of United States Adults (NIH, 1987), indicated 

that 42% of those attending senior centers are edentulous; 

those with natural teeth remaining had an average of 17 

natural teeth. Painful teeth and gums can cause a decrease 

in the amounts or in the choices foods, as foods that are 

difficult to chew will be avoided (Hartsook, 1974). 

Saliva has many functions in maintaining oral health. 

It acts as a lubricant, aids in swallowing food, provides 

mechanical debridement of tooth surfaces, influences rate of 

plaque accumulation, and dilutes bacterial acids responsible 

for dental caries (Carlos & Wolfe, 1989). Decreased 

salivation is noted in the elderly. Age-related changes of 

the salivary gland may occur causing decreased salivation 

(Knapp, 1989; Pederson, Schubert, Izutsu, Mersai & Truelove, 

1985; Tylenda, Ship, Fox & Baum 1988), as well as decreased 

salivation due to medication usage (Knapp, 1989; Beck & 

Hunt, 1985). It is estimated that nearly half of adults 

over 65 take a medication that can reduce salivary flow 

(Beck & Hunt). If salivary secretion is diminished 

difficulties may arise with swallowing, especially with dry 

foods, and xerostomia is a common discomfort (Knapp; Sreebny 

& Schwartz, 1986). Studies have found that alterations in 



saliva production play a role in nearly every oral disease 

(Carlos & Wolfe). 

Sensory changes. Diminished taste and smell alter 

nutritional intake (Morely, Mooradian & Silver, 1988). 

Denture wearers, commonly seen in the elderly, show a 

decrease in their ability to decipher differences in 

sweetness of certain foods, hardness and texture (Knapp, 

1989; Carlos & Wolfe, 1989). Diminished taste can affect 

salivary production , and saliva changes can affect taste. 

There may be a normal decrease in saliva production, and 
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saliva becomes more alkaline. Decreased salivary production 

is also seen during certain types of radiation therapy and 

with the use of numerous types of medications (Carlos & 

Wolfe). 

Visual and hearing acuity also declines with age. 

These decreases can affect the purchasing, preparation and 

intake of food. Decrease in hearing can result in self

imposed restriction on social activities such as eating out 

of the home, and enjoying the company of others during meal 

time (Matteson & Mcconnell, 1988; Knapp, 1989). Reduced 

vision may limit the ability to drive to purchase foods or 

in the ability to prepare foods. 

Gastrointestinal impairment. Gastrointestinal (GI) 

impairment may interfere with nutritional maintenance. A 

reduction in levels of some enzymes including salivary 



amylase, pancreatic amylase, lipase, trypsin, and pepsin 

occur which can affect GI functioning, by altering the 

absorption, digestion, utilization, and elimination of 

nutrients (Knapp,1989). There may be weakened muscle tone 

leading to esophageal spasms, contractions, and a weaker 

esophageal sphincter (Hickler & Wayne, 1984). Hiatal 
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hernias are reported in 67% of persons over 60 and are more 

common in women (Matteson & McConnell, 1988). Gastric acid 

production declines and reduced colonic motor tone occurs 

(Hickler & Wayne; Colucci, Bell & Blackburn,1987). 

Constipation is one of the most common complaints of older 

people. Constipation can usually be contributed to 

inactivity, inadequate fluid intake, medication side 

effects, depression, overuse of laxatives, or dietary 

changes; all of which can be seen commonly in the elderly 

(NNSI, 1991). 

Overall, disorders of the gastrointestinal tract 

increase with age. The percent of adults with chronic 

digestive disorders under the age of 45 is 4.6%, with an 

increase to 25% for those over 65 (Knapp, 1989). Changes in 

the GI tract and patterns of individual lifestyle may 

percipitate cancer of the GI tract, diverticular disease of 

the colon, and mesenteric vascular insufficiency (Knapp) . 

Immune and hematologic changes . Immune and hematologic 

function have shown to be affected by the aging process. 
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Anergy ( lac k of energy) and lymphocytopenia appear to be the 

most obvious changes. The ability to fight infection 

decreases with age. Cell-mediated immunity is affected, 

with a change in proportions of T-lymphocytes ; helper T 

cells decrease, while suppressor T cells increase or remain 

constant. The decline in T cell function may be due to a 

progressive loss in thymic function that begins in middle

aged adults (Thompson, Robbins & Cooper, 1987; Chandra, 

1990). There is a reduced response to mitogens and 

antigens, with a rise in autoantibodies and autoimmunity 

(Chandra; Chernoff & Lipschitz, 1985; Thompson, et al., 

1987). Several studies performed on groups of elderly 

without known systemic disease (Chandra; Thompson, et al. ) , 

revealed that those with evidence of nutritional deficiency 

had a significant reduction in delayed cutaneous 

hypersensitivity, T-cell number and response to mitogen. 

In the study by Chandra (1990), after eight weeks of 

nutritional supplementation to a group 60 otherwise healthy 

elders, improvement was seen in their immunological 

responses. This improvement was associated with improved 

nutritional status as measured by increased levels of 

albumin, prealbumin, transferrin, retinolbinding protein, 

iron, and zinc. 

In another study, supplemental zinc was given to 

subjects 70 years or older for one month, with an 
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improvement in number of circulating T-cells and delayed 

hypersensitivity responses (Duchateau, Delepress Vrijens, & 

Collet, 1981). Wagner (1985) studied 173 ambulatory low 

income individuals, aged 60-97. Those with identified 

anergy (lack of energy) were 22% (Wagner). The average 

intake of zinc for these subjects was 7.3 +/- 3.8 (RDA = 
15mg daily). Of the subjects who completed diet histories, 

there was a decrease in zinc-containing foods and a 

deficiency in protein-calorie intake in some of the group, 

but no other deficiencies were found in their self-selected 

diets. Supplements of zinc for one month led to positive 

delayed hypersensitivity in the subjects studied. 

Another study involved 65-year-old subjects who were 

given either a placebo or Vitamin E. Measures of cell-

mediated immunity were compared after 30 days. The vitamin 

E group performed more vigorously in the measures of delayed 

hypersensitivity and lymphocyte function (Rosenberg & 

Miller, 1992). 

Persons with protein-calorie malnutrition have shown 

increased susceptibility to Mycobacteria tuberculosis, 

Staphylococcus aureus and virus infections (Stiehm, 1980). 

In general, protein-calorie malnutrition and deficiency of 

single nutrients such as zinc, vitamins B, C, and E and iron 

appear to contribute to the decrease in the immune system 

response. Nutritional support has also been shown to 
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improve antibody response to influenza virus vaccine, and to 

pneumococcal , and tetanus immunization (Chandra & Puri, 

1985). 

Metabolic changes. There is a decrease in metabolic 

rate and decrease in caloric requirements in the later years 

of life. The reduction in elders' energy requirements is 

due to a reduced basal metabolism and reduced physical 

activity. Individuals over the age of 70 consume a third 

less calories than younger persons (Lipschitz, 1992). 

In one study, caloric intake in 252 men, aged 20-99, 

decreased an average of 12.4 kcal daily for each year of age 

increase. The metabolic rate declined an average of 5.23 

kcal daily per year increase (Merely, 1988). As the average 

daily intake of calories decreases, the total intake of 

nutrients is decreased. The requirement for nutrients, 

except carbohydrates, doesn't change for the elderly, so 

this places them at high risk for undernutrition (Lipschitz, 

1992). Because elders require less calories per day, it is 

imperative that nutrient rich calories are included in the 

daily diet. Empty calories (those foods with little 

nutrient value) should be avoided or minimized, overeating 

of empty calories may lead to poor nutrition and obesity 

(Colucci, Bell & Blackburn, 1987). 



Diseases and Acute or Chronic Conditions 

The nutritional status of the elderly may be affected 

by many diseases such as cancer, diabetes, and 

musculoskeletal disorders. Also, physiological conditions 

such as abnormal body weight, dehydration, and oral health 

have a bearing on nutritional status. 
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There is also strong evidence suggesting a correlation 

between nutritional intake over time and occurrence of 

disease (Patterson, Block, Rosenberg , Pee & Kahile,1990). 

For example, a recent emphasis has been the link between 

fiber intake and the prevention of colon cancer (Pat terson , 

et al. ), and the correlation of high fat diets and heart 

disease (McGandy, 1988). 

The formation of cataracts in the eye is another 

example of a possible nutritional alteration leading to 

disease. Cataracts are the leading cause of blindness in 

the world, and are the most common visual condition 

affecting the elderly (Ros enberg & Miller, 1992). According 

to a 1989 study, 12% of the US Medicare budget is spent on 

cataract surgery for those over 65 years old (Rosenberg & 

Mi lle r) . Data reported in Rosenberg and Miller from the US 

Department of Agriculture Human Nutrition Research Center on 

Aging (HNRCA) show a 14-fold increase in cataracts among 

people with low vitamin C intake. Vitamin C and other 
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antioxidan·t nutrients have shown protection of lens proteins 

(Jacques, Hartz & Chylack, 1988). 

Cancer causes a decrease in body weight and altered 

nutrition status not only from the disease process but also 

during the many treatments used for therapy. Cancer 

cachexia is responsible for approximately half of the 

malnutrition seen in the elderly, with estimates of 30% to 

87% of individuals with cancer suffering from malnutrition 

(Kerstetter, Holthausen, & Fitz, 1992). 

Diabetes is caused by a decrease or absence of insulin, 

or an inability to use circulating insulin (Rhoades & 

Pflanzer, 1992). Glucose intolerance is present, and lipid 

and protein metabolism are altered. Diabetic elderly face 

increased metabolic changes and multisystem problems with 

advancing age. Diabetes affects almost every body system. 

Diabetic people experience more rapid senescence; a diabetic 

person is generally accepted as being physiologically ten 

years older than their stated chronological age (Matteson & 

McConnell, 1988). Pathological changes that occur 

prematurely include aging of the islets of the pancreas, 

development of cataracts and retinopathy, decrease in bone 

mass, neuropathy and atherosclerosis (Cente r for Disease 

Control (CDC), 1991; Henry & Edelman, 1992). 

Recent evidence shows there may be a decrease in 

incidence of diabetes with proper diet, exercise and 
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maintai n ence of body weight (Rhoades & Pflanzer, 1992). 

Dietary restrictions and maintenance of ideal weight are 

also necessary for proper control of this disease. Control 

of diabetes through proper nutrition can lead to a healthier 

and longer life for diabetic people (CDC,1991). 

Common disorders of the musculoskeletal system include 

metabolic diseases such as osteoporosis, osteomalacia, and 

Paget's disease, degenerative joint disease such as 

rheumatoid arthritis and osteoarthritis, and muscle 

disorders such as polymyalgia rheumatica (Matteson & 

McConnell, 1988). These disorders often lead to altered 

stature and decreased mobility. Painful joints is a common 

problem. Injuries occur more often as the bony mass is 

decreased and the bones are less porous (Riggs & Melton, 

1982). Due to the discomfort and limited ability, the 

elderly person affected by these disorders can experience 

difficulties with ambulation, shopping for food and 

preparing the food to eat, as this may be too strenuous and 

uncomfortable. The decrease and discomfort in mobility 

associated with these conditions can affect nutrition, as 

the ability to perform activities of daily living and to 

function in one's environment is critical to maintenance of 

health. 
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Mediating actors 

Psychological Factors 

ndividual mental status directly in luences 

independence, ability to function and overall health. A 

change in mental functioning can directly affect nutrition. 

Also, studies have demonstrated that prolonged poor 

nutrition may actually cause decreased mental functioning 

(Gary, 1989; Bucht & Sandman, 1990). 

Cognitive and Emotional Changes 

Mental disorders such as dementia, decreased cognition , 

and depression, play an important role in nutrition. 

Demented persons may be unable to prepare food and they may 

forget to eat regularly. Approximately 10% of the 

population over 65 suffers from dementia. Between 10-40 % o f 

those presenting with presumed dementia have a reversible or 

treatable condition which could be partially caused by poor 

nutrition (Marsden & Harrison, 1972; Hedner, Gustafson, 

Steen & Steen, 1987). Alzheimer ' s Disease (AD), multi-

infarct dementia (MID), or a combination of the two are the 

most commonly seen in the elderly (Gray, 1989; Bucht & 

San dman, 1990). Other forms of dementia may arise from 

excess alcohol intake, vitamin 8 12 and folate deficiencies. 

I n all forms of dementia, adequate nutrition may improve 

physical well - being, help maximize functioning and improve 

quality of life (Gray ) . 



Those with AD lose weight during the process of the 

disease, and the most common cause of death is from 
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infection and cachexia {Bucht & Sandman, 1990). A study of 

patients with AD or MID revealed that 50% were suffering 

from protein or energy malnutrition, with patients with AD 

showing a higher weight loss than those with MID (Sandman, 

Adolfson, Nygren, Hallmans & Winblad, 1987). 

Nutritional status and cognitive functioning in 260 

noninstitutionalized men and women over 60 years old was 

evaluated using three-day food records, blood level 

determination of various nutrients and the use of an 

abstract thinking tool and a memory test (Goodwin, Goodwin, 

& Garry, 1983). Subjects with low levels of vitamin C and 

~ 2 scored worse on both tests than those with normal levels 

of these nutrients. Subjects with low levels of folic acid 

and riboflavin scored worse on the abstract thinking tool 

than those with normal levels of folic acid and riboflavin. 

These differences remained significant (p<.05) after 

factoring for age, gender, level of income, and education 

level. The decrease in certain nutrients may play a role in 

creating depression of cognitive ability; or depressed 

cognitive ability may result in reduced nutrient intake 

(Goodwin, et al. ). 

Depression is noted more frequently in older adulthood 

than in y o unger populations, frequently causing a decrease 
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in appetite (Kerstetter, Holthausen, & Fitz, 1992). 

Depressed persons often lack the desire for food. A loss of 

appetite was noted in 22% of healthy elderly men screened 

for depressive symptoms (Hedner, et al., 1987). Grieving 

and losses are a common cause of depression among older 

adults. The emotional changes experienced through the 

grieving process causes changes in appetite and energy 

levels (Ryan & Bower, 1989). Losses in later life often 

produce loneliness and lifestyle changes, and elderly 

persons may find themselves having to prepare food for only 

themselves for the first time. Most adults lack motivation 

for food preparation when cooking only for themselves 

(Schlettein-Gsell,1992). 

Mediating Factors for Nutritional Risk: 

Sociocultural Factors 

Dietary Intake Patterns 

Nutritional behaviors begin at an early age and last 

throughout adulthood . Nutrition is influenced by many 

environmental factors throughout the life span. Habitual 

patterns of eating greatly influence nutrition. Skipping 

meals, frequent snacking, fluid intake and food selection 

are individual variables that affect health (Knapp,1989). 

Types of food and intake amounts are influenced by lifestyle 

patterns. Cultural, ethnic and religious beliefs may affect 
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nutritional health. Many religions avoid the use of certain 

food groups, or require long periods of fasting that leads 

to u ndernutrition. Individual attitudes and beliefs 

concerni ng health practices and body image may cause 

alte ration s in the diet (Miller, Morley, Rubenstein, & 

Pietruszka, 1991). Consistent absence of certain foods may 

cause deficiencies in nutrients. In the United States 13% 

of adults aged 55-74 met minimum requirements for intake of 

fruits and vegetables, while intakes of dairy products and 

other nutrients are often inadequate (Patterson, et al., 

1990). 

Nutritional behaviors and the nutritional status of 

persons are directly related to health and longevity 

(Schlenker, 1984). Maintenance of good nutritional health 

not only helps prevent illness, but can i mprove outcomes of 

medical treatment. In the 1972 National He alth and 

Nutrition Examinat ion Survey I (NHANES I), those over age 60 

were f requent ly found deficient in iron, vitamin A and C and 

calcium. I n another study, health related characteri stics 

were studied to compile a profile of fu nctionally well 

elderly (Meuleman et al., 1992). Functional , nutritional, 

and biochemical information was obtained fro m 61 men and 

women (mean age 86.8 years) attending a veterans' 

convention. More than one third (38%) reported a fall in 

the previous year; those who were less physically active 
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fell more often. Many men were thin or had lost weight; 

many of the women were overweight. Among the women studied, 

17% had elevated thyroid stimulating hormone (TSH) levels 

and 9% had low vitamin B-12 levels. A majority (86%) of 

those with cognitive impairment on a mental health 

questionnaire continued to drive (Meuleman et al. ). 

Data from the Ten State Nutrition Survey published in 

1972 (TSNS, 1972), suggested that (1) Elderly consume less 

food than required to meet energy needs; (2) The recordings 

of 2000 low-income people over a 24-hour period revealed 

that in general, intakes of protein, iron, vitamin A, and 

calcium were considered low, especially for elderly men; 

(3) The group as a whole consumed less than 50% of the 

Recommended Daily Allowances (RDA). They concluded that the 

RDA is more appropriate and based on younger groups and may 

not reflect the diminished requirements needed for older 

adults (TSNS). 

Protein intake has been evaluated in healthy, active 

elderly, with recommendations to increase protein intake to 

12%-14% of total calories per day, despite the current RDA• s 

of 9% for men and 10% for women over 50 years old (Munro & 

Young, 1978). A study of 15 free-living elderly determined 

that the RDA for protein was suboptimal, with confirmations 

made by serum nitrogen studies (Gersovitz et al.,1982). 
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Estimated daily calcium intake is 600mg f or men, and 

480mg for women (Hickler & Wayne, 1984). The RDA for 

calcium is 800mg per day. All these amounts are much lower 

than the current trend of advising 1200-lSOOmg of calcium 

per day to help reduce the risk of osteoporosis (Munro, 

1982). 

The National Health and Nutrition Examination Survey 

(NHANES) provided information from two studies, both done in 

the 1970's, to evaluate the nutritional status of the U.S. 

population. These studies demonstrated that a substantial 

percentage of elderly have vitamin and mineral intake below 

two thirds of the RDA. HANES I, performed in 1971-1972, 

examin ed a random sample aged 1-74 . Obesity was associated 

with many low income females, and many of the elderly poor 

took in less than 1000 calories per day. Dietary iron, 

vitamins A and C, and calcium were most frequently deficient 

in those over 60. NHANES II, performed in 1976-1980, used 

24 hour dietary recall to examine intake of fruits and 

vegetables, and to estimate the mean intake of calories, 

fat, dietary fiber, and vitamins A and c. It was estimated 

that 45% of the subjects had no servings of fruit and 22% 

had no vegetables on their recall day. Only 9% met the RDA 

of fruits and vegetables. 



45 

Alcohol Use 

Consuming more than two alcoholic drinks per day is 

considered a potential nutrition risk (NSI, 1991). Use of 

alcohol is a problem for the elderly. Es timates of alcohol 

abuse in the elde rly vary considerably, ranging from 1%-

15%, with urban areas as high as 40% (Atchley, 1980). 

Alcohol provides minimal nutrients and empty calories. 

Almost 50% of alcohol abusers have some malabsorption of 

folate, thiamine, fat, vitamin B-12, and vitamin A 

(Atchley). 

Income and Education 

The income levels of the elderly greatly affect ability 

to purchase proper foods. The U. S. census bureau in 1989, 

reported that 17% of males and 42% of females aged 65 and 

older r eceived incomes of less than $6000 annually (NSI, 

1991). Since a food budget is one of the most manipulative 

areas of expenses, it often allows for purchasing 

inexpensive, high calorie a nd poor nutrient foods. Those on 

a fixed income find it difficult to purchase the proper 

a mo unt of fruits, vegetables and proteins, as they are the 

most costly food items (Patterson et al., 1990). Ryan and 

Bower (1989), examined the relationship of socioeconomic 

status and living arrangements to nutritional intake of 268 

subjects over 55 years old. 89% of the subjects were found 
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to have poor nutritional intake (less than 67% of the RDA). 

Peopl e with less money tended to have inadequate nutritional 

intake. 

The education level of the elderly also influences food 

choices. Individuals with less education may not be aware 

of proper nutrition and may choose a less varied diet. 

Individuals with a higher level of education may have 

experienced a wider variety of food and be more aware of 

proper food choices (Ryan a n d Bower, 1989). 

According to a recent study (Posner, Jette, Smith & 

Miller, in press) of 749 older adults, differences were 

discovered between nutritional risk and income and education 

levels. The elderly associated with a high risk for poor 

health and nutrition demons trated lower levels of income 

(<10% had incomes >$20,000) than those at lower risk (35% > 

$20,000) and they tended to have less formal education, with 

only 40% attaining high school education compared to 70% of 

the low risk group. 

Living Arrangements 

Living arrangements also influence nutritional health 

(Ryan & Bower, 1989) . Lack of proper storage areas, 

refrigerators, and cooking appliances can cause difficulty 

in food preparation (NSI, 1991). Elderly without 

refrigerators can not properly keep dairy products and many 
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protein foods. Perishable foods are often the most 

nutritious foods, and are not feasible to those who do not 

have adequate storage. The elderly living alone who cannot 

drive may not have access to grocery shopping. Functional 

disabilities limiting independent living may impair the 

ability to purchase , prepare, and consume an adequate diet. 

Approximately 30% of elderly live alone (Morely, et al., 

1988). Social isolation can lead to depression, apathy, 

loneliness and grief, resulting in decreased appetite and a 

decrease in desire to prepare meals (Kimmel, 1990). 

Nutritional Supplements and Medication Use 

There is controversy over the general use of 

nutritional supplements and appropriate use of vitamin and 

mineral replacement. Many elderly use high. dose vitamins 

and minerals in attempts to alleviate or prevent health 

problems (Lamy, 1989). The use of these medications may be 

largely due to the availability and the for-profit 

advertising that surrounds these preparations, as well as 

the current growth of 'health awareness.' Although 

promoting vitamin and nutritional supplements can border on 

quackery , there are recent studies that propose a possible 

relationship between deficiencies and subclinical 

deficiencies of vitamins, minerals and other macronutrients 

and physical and cognitive status (Rosenberg & Miller, 1992; 



Thompson et al. , 1987, Chandra, 1979, 1980, 1982 , 1990; 

Chernoff & Lipschitz, 1985). 
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One study (Garry, Goodwin, Hunt, Hooper & Leonard, 

1980), found that 60% of adults over 60, were consuming one 

or more vitamin and/or mineral supplements. Among the 

subjects taking vitamin E, 50% were taking more than 2000 % 

of the RDA for vitamin E, and 50% of those taking vitamin C 

were taking more than 800% of the RDA. 

Recent studies at the U.S. Department of Agriculture 

Human Nutrition Research Center on Aging at Tufts University 

(HNRCA) involved nutrition and the older adult. Studies 

indicated that some of the decline in cognitive function 

associated with aging is preventable o r reversible with 

improved vitamin nutrition, especially vitamin B-12, vitamin 

B-6 and folate (Bell, Edam, & Miller, 1990). 

Medication use in older adults involves prescribed 

medications as well as over the counter medications. In a 

study by Lamy & Michocki (1988), 27% of older persons were 

taking at least one medication and 23% were taking at least 

five. Many prescribed medications have side effects that 

decrease appetite, cause malabsorption, deplete 

electrolytes, and alter metabolism. Nonprescription 

medications and preparations are frequently used by the 

elderly. Polypharmacy (combined use of prescription and 

nonprescription medications) may cause drug interactions and 



may further complicate the situation. 
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According to Blumberg 

( 19 8 6) , drug - n utrient interactions have a gre a ter ch a nce of 

occurring in persons with an inadequate diet or a disease 

process that alters nutritional status, or those who use 

high doses of drugs over a long period of time. 

Summary and Conclusion 

Mediating factors including physiological , 

psychological, and sociocultural aspects of the elderly were 

examined to assess nutritional health. Neuman's (Neuman, 

1989) primary , secondary and tertiary prevention levels were 

utilized as nursing intervention strategies to promote 

nutritional health. 

Measurement of nutritional health was described using 

various factors indicative of nutritional well- being. 

studies employ the RDAs for evaluation of nutritional 
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status. RDA's are frequently utilized concomitantly with 

other measures of health and nutritional status , s uch a s 

skin fold thickness and body mass indices. These methods 

have their limitations when used to assess the elderly. 

When persons age they lose height which affects their body 

mass index measurement , and triceps skin fold thickness are 

altered due to changes i n fat distribution associated with 

aging (Rollins & Thomson, 1993; Chumlea & Baumgartner, 

1989). 



Although many age-related changes likely affect the 

nutritional status of older persons, little is known about 

the relationship between these changes and nutritional 
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status. For example, decreased hearing and vision can limit 

a person's ability to function independently. Driving to 

purchase groceries, preparing and even being able to eat may 

be affected when vision is limited. Elderly with hearing 

loss may not socialize with others because they cannot hear 

conversations. Eating alone may lead to lack of motivation 

to prepare well balanced meals and decreased intake of 

essential nutrients. Feelings of loneliness may further 

reduce appetite and interest in food, causing apathy toward 

eating, leading to poor nutritional intake. 

Acute and chronic diseases also play a role in 

nutritional status. Heart and circulatory disease, 

diabetes, and cancer are more prevalent in the elderly. 

These disease processes can affect an individual's ability 

to consume and utilize proper nutrients. Also, there are 

many diseases that may be contributed to a person' s dietary 

intake over time. Several major diseases affecting the 

elderly may be diet related. Eor example, low fiber diets 

may contribute to colon cancer (Patterson et al., 1990), and 

high fat intake has been associated with heart disease and 

diabetes (Posner, Jetty, Smith & Miller, 1991). 
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The recent focus of health care has been to increase 

levels of wellness, to maintain and increase independence of 

the older adult, and to promote healthy lifestyles. One 

important variable for wellness is an individual's nutrition 

status. The need to address nutritional status and 

requirements for the older aged segment of the population 

has been documented. Few studies have stated specific 

values for elderly men versus elderly women. Women are 

different from men; they tend to be overweight, they have 

lower intakes of calcium than men, and they tend to live 

longer than men, which puts them at risk for loneliness and 

social and financial adjustments that differ from those of 

many men. Attention should be given to specific gender-

related nutritional differences to provide a foundation for 

effective nutritional assessment, care and anticipatory 

guidance of elderly men and women. 



CHAPTER III 

METHODOLOGY 

Introduction 
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This chapter presents the study design and methods 

selected to examine nutritional status among community 

elders. The sample, setting and procedure for the study 

will be described . A description of the instrument used, as 

well as the validity and reliability of the instrument will 

be discussed, and data analysis reviewed . 

Research Design 

A comparative, descriptive design was used to 

investigate nutritional risk and nutritional profiles among 

a group of elderly men and women living in a community 

setting. 

Sample 

A convenience sample of 20 elderly men and 20 elderly 

women were solicited through contacts at a nurse-managed 

clinic. Criteria for inclusion in the study were: (1) over 

60 years old, (2) able to speak and read English, and 

(3) currently l iving independently in the community. 
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The criteria were selected based on several rationales. 

The age criterion was over 60 years of age, due to the RDA 

being established on l y for persons under age 55. The 

instruments used in this study are printed only in English , 

which limits other languages to be studied. The study 

focused on community living elderly and the functional 

abilities of those living independently. Overall the 

purpose was to focus on those people served by geriatric 

nurse practitioners. 

Setting 

The setting was a nurse-managed clinic associated with 

a senior citizen center in a metropolitan, Southwestern 

community. The clinic is staffed with Geriatric Nurse 

Practitioners (GNPs) who provide health services including 

blood pressure checks, blood glucose monitoring, physical 

exams, health education and wellness promotion. The clinic 

is attended by adults, a majority being elderly living in 

the surrounding metropolitan community. Usually the elders 

come to the center to participate in various activities at 

the senior citizen center and then use the clinic for both 

episodic and non-episodic care and health related questions. 



Procedures 

The procedure for data collection includes the method 

of data collection, the protection of human subjects, and 

the specific data collection instruments used in this 

setting. 

Method of Data Collection 
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Elders visiting the clinic and the senior center were 

invited to participate in a study concerning nutrition, 

through the use of flyers and by invitation of the clinic 

staff and the thesis author. Flyers were distributed at the 

community center during social activities, describing the 

study and advertising for volunteers (Appendix A). The 

majority of study participants were recruited during a 

health fair held at the senior center. Questionnaires were 

completed at the center by all candidates meeting inclusion 

criteria. Subjects were asked to complete a demographic 

information sheet (Appendix B) and a questionnaire 

concerning nutrition (Appendix C). The investigator 

assisted in completion of the second questionnaire (Appendix 

D) which included obtaining and recording subject's body 

height and weight and calculating body mass index (BMI). 

Completion of the three questionnaires involved 

approximately 15 minutes per subject. 



Protection of Human Subjects 

Elements of the investigation were provided verbally, 

and with a written disclaimer to each subject (Appendix E) 
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before he or she completed the questionnaires. Participants 

were told they could omit questions if desired, and they 

could withdraw from the study at any time. By responding to 

the questionnaire the respondents gave consent to 

participate in the study. No names were used, and 

information was coded into the computer using identification 

numbers. Participants scoring high on the nutrition 

instruments were referred to the GNP at the nurse managed 

clinic for further follow-up and counseling. 

Data Collection Instruments 

A demographic questionnaire was used to ascertain 

information regarding age, gender, ethnicity, yearly income, 

education level and living arrangements (Appendix B). 

The nutritional assessment instruments are from the 

Nutritional Screening Initiative (NSI, 1990). The NSI is a 

five-year, multifaceted effort by (1) the American Dietetic 

Association, (2) American Academy of Family Physicians, and 

the (3) National Council on the Aging, Inc. The initiative 

was made possible in part through a grant from Ross 

Laboratories, a division of Abbott Laboratories. The 

central concept to the NSI involves providing better 
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assessment techniques, evaluation methods and sources for 

referral that can eventually lead to better nutritional care 

and better nutritional health. The instruments were devised 

in an attempt to facilitate routine nutrition screening in a 

variety of healthcare settings. Older Americans are 

targeted as the initial focus. Identification of potential 

risk factors and major indicators of poor nutritional status 

in older adults was established through research and the 

expertise of the NSI technical review committee. The NSI 

recently developed a checklist and two screening instruments 

to focus on the nutritional status of older Americans. The 

checklist and screening instruments enable healthcare 

providers to effectively identify older adults who may 

require nutrition counseling, social or health services, or 

medical or nutritional intervention. This study was done 

using the "DETERMINE Your Health" Checklist (Appendix C), 

and a nutritional profile called the Level 1 screening 

instrument (Appendix D), to assess nutritional status in the 

older population. 

NSI Checklist 

The NSI checklist portion of the instrument was 

developed and tested on a randomly selected sample of 749 

persons over 70 years of age. The original version 

contained 14 items which were scored on a Likert scale from 

one to four. Scale validity was based on norms for 



recommended daily allowances (RDA) and associated 

nutritional factors documented in the literature (Posner, 

Jette, Smith, Miller, 1993). 
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Based on the preliminary testing procedures, the NSI 

was reduced to a ten-item format, with weighted points 

attributed to questions, rather than equal scoring using the 

original Likert scale (i.e., 1-4 scale). A score of six or 

more was established as the cut-off point for those 

identified as high risk, three to five points included those 

to be at moderate risk, those scoring less than three points 

were considered to be at low risk for nutritional problems. 

The NSI checklist, designed to identify persons at risk 

for poor nutrition, conceptually defines a risk factor as a 

characteristic or occurrence that increases the likelihood 

that problems with nutritional status may occur. The 

checklist includes various acute or chronic conditions, 

medication and alcohol use, inappropriate food intake, 

social isolation, poverty, and dependency or disabilities. 

Using a weighted scoring system, it has been estimated that 

24% of all Medicare beneficiaries fall in the high risk 

group for poor nutrition, 37% in the moderate risk group, 

and 37% fall in the low risk group (Posner, et al., in 

press). 

The NSI "DETERMINE Your Health" checklist is a ten-item 

risk appraisal questionnaire (Appendix C). It can be self-



administered and scored by older persons or their care 

givers, identifying non-instituti onalized older persons at 

risk for nutritional and health problems (Posner, et al., 

1993). The instrument contains two parts. One is a 

58 

checklist to help older persons realize that they may be at 

increased risk for a nutritional problem, the second part 

uses the mnemonic DETERMINE to provide further education on 

the warning signs of poor nutrition. 

Nutritional Profile 

The Level 1 screening instrument further evaluates the 

individual's nutritional profile and provides direction for 

proper interventions and preventive measures (Appendix D). 

The goal is early detection and intervention of nutritiona l 

problems. 

Screening questions have been divided into four g roups , 

which correspond to the tour most common types ot action 

needed to assist elderly in eating a healthy diet. The 

first section includes body weight, height, and change in 

weight over time. Body mass index (BMI) is calculated using 

current height and weight. The second area includes specific 

eating habits, such as amounts of each food group eaten , 

frequency of eating, and appetite. The last two areas 

examine living environment and functional status, including 

items such as living alone , availability of a stove and 



refrigerator, and problems with bathing, dressing and food 

preparation. 

A ' yes ' answer to any one of the questions on the 

screen indicates a need for further intervention. 

Appropriate interventions would be determined by the 

identified need. For example, a person who identifies 

difficulty chewing would be referred to a dentist. 

Guidelines also advise that a physician be contacted if 

there is an unintentional weight loss or gain greater than 

ten pounds over a six month period (NNSI, 1991). 

Data Analysis 

Data analysis included (a) description of selected 

sociodemographic characteristics of the sample, (b) Mann 

Whitney test to compare nutritional risk scores of men 

versus women, (c) frequency data to compare the percent of 

nutritional risks occurring in men versus women, 
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(d) multiple regression to examine the differences in 

nutritional risk and nutritional profile scores between 

genders and (e) correlational techniques to evaluate the 

relationship between nutritional risk scores and nutritional 

status of men versus women. The criterion for statistical 

significance was set at ~<.05. 
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The research questions for this study were: 

1. Are there differences in the nutritional risk of 

community living elderly men and elderly women as indicated 

by the risk assessment screening checklist from the National 

Nutrition Screening Initiative (NNSI)? 

2. Are there differences in the nutritional profiles 

of co mmunity living elderly men and elderly women utiliz i ng 

the Level 1 NSI Instrument? 

3 . What is the relationship between risk screening 

scores and nutritional profiles of community living elderly 

women? 

4. What is the relationship between risk screening 

scores and nutritional profiles of community living elderly 

men? 

5. What is the relationship between nutritional risk 

and nutritional profiles of community living elderly men and 

women? 

Summary 

This chapter presented the comparative, descriptive 

design used to investigate the nutritional risk and 

nutritional profiles of 20 elderly men and 20 elderly women, 

associated with a senior community center. The procedure 

for data collection, instruments used , and protection of 

human subjects was discussed. The methods for data analysis 

of the research questions were described. 
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CHAPTER IV 

RESULTS OF DATA ANALYS S 

Statistical analysis was conducted to answer the 

research questions proposed in Chapter III. The results of 

these tests are presented in the following section. 

Demographic Findings 

Demographic data were gathered on all subjects (N=40). 

The age range for women was 61-83 years (M=71 years, SD=6.3) 
- --

and men 60-97 years (M=72.6, SD=10.5) years old. Thirty-

eight out of forty subjects were white, non-Hispanic, with 

one Hispanic woman and one Hispanic man. Fifty percent of 

the women were widowed and 25% were married, while 25% of 

the men were widowed and 45% were married. Educational 

levels varied between the two groups: 70% of the women had 

less than 12 years of school and 5% were college graduates, 

while 45 % of the men reported less than 12 years of school, 

and 35% had graduated from college. 

There was a wide range of income levels between the 

groups. Yearly income ranged from under $2,000 to more than 

$20,000. None of the women reported an income of less than 

$2,000 per year, and 35% reported income between $10-

$20,000; the other respondents were fairly evenly 



distributed among given income ranges. Two of the men 

reported yearly incomes under $2,000, 25% were between $6-

$10,000 , and 35% were greater than $20,000 per year. 

Results Related to Research Questions 

Research Question 1: Are there differences in the 
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nutritional risk of community living elderly men and elderly 

women as indicated by the risk assessment screening 

checklist from the National Nutrition Screening Initiative 

(NNSI)? 

There was no significant difference between men and 

women in nutritional risk scores. Due to the skewedness of 

the data, analysis of data using a Mann Whitney test was 

performed, revealing no significant differences between 

groups. Therefore, the total nutritional risk scores for 

the combined sample of 40 elders was calculated. Nearly 

half (45%) o sub ' ects (n=18) scored less than 3 points , 

indicating low risk of nutritional problems. Moderate risk 

included 35% (n=14) of subjects, while 20% (n=8) scored 

6-14 points, placing them at high risk for nutritional 

problems. The mean score for the total sample was 3.9 

(M= 3.9, SD=3.7). 

Inspection of the frequency data revealed some 

interesting differences in men and women's total scores 

(Figure 2). The women's scores ranged from 0 to 10 points 
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(M =2 . 9 , SD=2. 4 ). Over half of all women ( n=ll) scored less 
- --

than three points , p lac i ng t hem at low risk f or nutrit i onal 

probl ems. Three of the women were considered at high 

nutritional risk. The men ' s score s ranged from 0 to 14. 

Three men scored as high as 14 po i nts . Only 7 ( 3 5%) men 

were in the low risk group , while 2 5% (n=5) of the men were 

at high nutritional risk (M=4.9, 80=4.8). 
- --

In add i t i on to total risk scores, individua l responses 

to the ten items on the risk assessment were analyzed as to 

the frequency of each response marked between men and women 

using chi square. On y one item approached statistical 

significance. When asked if there was a ten-pound 

unintentional weight l oss or gain in the last six months , 

seven men and only two women reported a weight change 

( x2 =3.7, DF=l, p= . 052). In addition, 25% of males repor t ed 

they ate l e ss than two meals per day , compared to onl y 5% of 

the women . Nearly hal f (45%) of a ll men ate f ew fruit s, 

veget a b l e s , and milk, while 35% of women reported low intake 

of these foods. None of the women and two of the men 

reported intakes of greater than three alcohol drinks per 

day. Seven of the women and only t h ree o f the men repo r ted 

taking more than three medications per day. 

The item circled least often concerned ability to sho p , 

co ok , and feed self; only one man and none of the women 

repor t e d problems in this area. The most fre quent l y c i rcled 
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item was if they ate alone most of the time; 7 0 % (14) of the 

women and 55% (11) of the men reported eating alone most of 

the time. 

Research Question 2: Are there differences in the 

nutritional profiles of community living elderly men and 

elderly women utilizing the Level 1 NSI Instrument? 

The nutritional profile was categorized into three 

areas: eating behaviors, living environment, and functional 

ability. Any circled item in the nutritional profile was 

given one point, and then total points were added for each 

subsection. Eating, living , and functional totals from the 

nutritional profiles between men and women were calculated 

using t-tests for independent samples of gender. Eating 

behaviors among women and men were significantly different, 

(t=2.14, df=38, p<.OS). Living environment and functional 

status were not significantly different at the .05 level. 

More specifically, frequency data looking at total 

scores in each area revealed that women scored from 0 to 6 

on eating behaviors (~=2.5, SD=1.8) and men scored from 1 to 

9 (M=4.1, SD=2.7). In the section on living environment men 

and women scored nearly the same, both sexes had 75% of 

respondents scoring one point or less , women scored between 

0 and 4 (M=1.1, SD=.97), and men scored between 0 and 5 
- --

(M=1.2, SD=1.4). The ability to function independent ly i n 

the purchase , preparation, and eating of foods was measured 
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in the functional part of the nutritional profile. Nineteen 

out of twenty women (95%) and eighteen out of twenty men 

( 90 %) reported no problems with functioning ability. 

Research Question 3: What is the relationship between risk 

screening scores and nutritional profiles of community 

living elderly women ? 

Pearson Product Moment correlation was used to examine 

the relationship between risk assessment scores and eating 

behaviors, living environment , and functional ability scores 

from the nutritional profiles of elderly women. There was 

no significant relationship between nutritional risk and 

nutritional profiles. 

Research Question 4: What is the relationship between risk 

screening scores and nutritional profiles of community 

living elderly men? 

Pearson Product Moment correlation of nutritional risk 

and nutritional profiles of elderly men revealed 

statistically significant associations. The associations 

between nutritional risk and living environment were 

signiticant at the p< .05 level and between risk and eating 

behaviors at the same probability level. 

Research Question 5: What is the relationship between 

nutritional risk and nutritional profiles of community 

living elderly men and women? 



To answer research questio n 5 the nutritiona l profile 

was again categorized into three a reas: eating behav iors, 

living arrangements, and functional abilities. The amount 
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o f response s marked as problems for each of these areas was 

compared to the risk assessment scores of men and women to 

examine for differences between results of both 

questionnaires, as we l l as differences between men and 

women's scores. Multiple regression was performed using 

nutritional risk assessment scores as the dependent variable 

and nutritional profile scores and gender as the independent 

variables. 

The relationship between nutritional risk assessment 

scores and eating behaviors f rom the nutritional profile was 

examined by first regressing nutritional risk scores on 

eating behaviors and then by including a dummy variable 

(1,0) for gender and another variable representing the 

interaction of gender with eating behavior scores. The 

effect of the dummy variable for gender indicates whether 

the value of nutritional risk for a given level of eating 

behaviors is the same for both genders. The effect of th e 

interaction of gender and eating behaviors indicates whether 

the correlation between nutritional risk and eating 

behaviors is the same for both genders. 

The interaction of eating behaviors and gender on 

nutritional risk was significant (Figure 3). I t was fo und 
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that eat i ng behaviors , gender , and the interaction between 

eating behaviors and gender combined, accounted for 58% o f 

the variance in risk . More specifically, the influence of 

eating behaviors on nutritonal risk is weak (8=.21) , the 

effect of gender is moderate but negative (B=- .3 9) reaching 

near statistical significance with a p=.0513, and the 

interaction between eating behaviors and gender is strong 

(B=.8, p=<.OS). 

The relationship between risk scores and living 

arrangements was examined by first regressing risk on living 

and then by including a dummy variable for gender and 

another variable representing the interaction of gender and 

living arrangement responses. The effect of the dummy 

variable for gender indicates whether the value of 

nutritonal risk for a given level of living scores is the 

same for both genders. The effect of the interaction of 

gender and living scores indicates whether the correlation 

between r is k and living scores is the same for both genders. 

The regression of nutritional risk on living 

environment scores was significant (Figure 4). The living 

environment, gender and the interaction between living 

environment and gender combined accounted for 58% of the 

variance in risk. The influence of living environment on 

risk is very weak and negative (B=-.06), the influence of 

gender is weak and negative (B=-.21), and the interaction 
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between living env i ronment and gender was strongly positive 

(8=.91) . 

The analys i s for functional status was done as before 

in examining eating behaviors and living environment scores. 

The regression of risk on functional status was not 

significant (Figure 5). Functional status, gender and the 

interaction between functional status and gender combined , 

accounted for 7% of the variance in risk. More 

specifically, the influence of functional status on risk is 

very weak but negative (B=-.09). Gender has a moderate and 

positive influence on risk (B=.25), while the interaction 

between functional status and gender is very weak (B=.09). 

Summary 

The results of the data analysis were presented in this 

chapter. Frequency data and chi-square utilizing gender 

with risk score totals were used to analyze differences in 

nutritional risk of elderly men and women in question one. 

Mann Whitney tests were also performed to look for 

differences between genders and total risk scores. Chi 

square tests were used to further analyze individual items 

in the nutritional risk checklist. In question two, t-tests 

for individual samples of gender were used to determine any 

differences in the nutrition profile of men and women. 

Frequency data using crosstab tables were used to examine 
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scores on the nutrition profile among women and men. 

Research questions three and four were analyzed using 

Pearson Product Moment correlation. Question five was 

addressed utilizing multiple regression to examine the 

relationship of nutritional risk scores and nutritional 

profiles of elderly men and women. The significant 
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differences and relationships were revealed throughout this 

chapter and are elaborated upon in chapter five with regard 

to the findings and their implications for nursing practice. 



CHAPTER V 

DISCUSSION, IMPLICATIONS, AND RECOMMENDATIONS 

Introduction 

In this chapter, the findings related to the research 

questions are addressed. Limitations of the study, 

implications, and recommendations for nursing research are 

presented. 

Discussion of the Findings 

The investigation resulted in a total sample of 40 

responses from community living elderly men and women 

associated with a senior care center. The majority of 
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respondents were attending a health fair at the center which 

indicated their interest in health issues and their priority 

to healthy lifestyles which may indicate their overall low 

risk of nutritional problems revealed by 45% scoring low 

risk on the nutritional checklist. Although not 

statistically significant it is noteworthy that the total 

nutrition risk scores varied among women and men. There 

were more women than men with low risk; women had a lower 

mean score of 2.9, and a standard deviation of 2.4 with less 

variance than men , who had a mean of 4.9 and a standard 

deviation of 4.8. 



In terms of age and ethnicity, little variations were 

reported. The mean age for women and men was 71 and 72 

respectively. Only two respondents were other than white; 
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this strengthened the relation of gender and nutrition with 

little variation due to any cultural differences among the 

groups. For this same reason, it is not possible to 

evaluate the influence of ethnicity on study variables. 

With regard to the demographic question on who the 

subject lives with, more of the women lived alone (65%) with 

50% reporting they were widowed; of the men, 40% lived alone 

with 25% being widowed. Findings indicated that living 

alone did not contribute significantly to poor nutritional 

status as the women had lower (better) overall scores than 

the men on the nutritional checklist. 

Women and men varied in their levels of education and 

income levels. Although 70% of the women had less than a 

twelve-grade education, this did not appear to affect their 

overall nutrition scores as reported in the Ryan and Bower 

(1989) article reviewed, which stated that individuals with 

less education may not be aware of proper nutrition. The 

heaviest weighted question on the nutrition checklist was 

lack of money to buy food; it is the only one that has a 

score of tour points. There was a wide variation of income 

among the subjects, making proper assessments of income in 

relation to health difficult. Interestingly, the two men 
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who reported annual incomes less than $2,000 also attained 

less than twelve years of schooling and they scored at high 

risk for nutritional problems on the nutritional checklist . 

This finding is consistent with Posner, Jette, Smith and 

Miller's (1993) finding of an inverse relationship between 

nutritional health and income and education. 

Women differed from men in regard to intake of certain 

nutrients. Women reported a particularly hard time meeting 

the breads and grain requirements of greater than five 

servings per day. This amount of breads seemed to be more 

than most elderly women were able to consume in one day. 

Examination of fruit, vegetables, and milk intake showed 

that nearly half of all men reported low intakes of these 

nutrients on the nutritional checklist. On further 

evaluation in the nutritional profile where milk, fruits and 

vegetables is separated out into three categories, these 

same men reported drinking enough milk but being deficient 

in fruit and vegetables. When further questioning was done 

on the 35% of women reporting deficiencies in milk, fruits , 

and vegetables, their low intake of these nutrients was more 

evenly dispersed among the three food groups. These results 

indicate that fewer women are lacking fruits and vegetables 

in their diet than men, but women are more prone to lower 

milk intakes. This is important since calcium is essential 



for women. 
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These resu ts probably reflect the general U.S. 

population and are not limited to this elderly sample. 

Of the 40 respondents only two men admitted to daily 

alcohol consumption greater than three drinks per day. None 

of the women reported problems with alcohol consumption. 

Many people feel that drinking is not acceptable , especially 

in the elderly, and this may have influenced answers. 

Alcoholics may be in denial of any drinking problems , and 

may not adm ' t they are consuming large amounts on a daily 

basis. This probably accounts for the wide variance of 

alcohol abuse, anywhere from 1%-15% reported in other 

studies (Atchley, 1980). 

The women in this sample were more likely to take 

multiple medications than the men. This finding doesn't 

necessarily indicate more illness among women. This finding 

could indicate that women are more aware of their physical 

health, following up with healthcare providers for their 

problems; while men tend to ignore health problems and are 

less likely to follow through on health maintainence 

practices (Swenson, 1992). Overall, 25% of the subjects 

reported greater than three medications per day; which is 

consistent with Lamy and Michocki (1988) who reported that 

23 % of the elders in their study took five or more 

medications per day. 
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The least circled responses in the nutritional risk and 

in the nutritional profile dealt with functional status. In 

general, this group of elderly were able to function 

independently in food purchasing, preparation and feeding 

themselves. This finding is appropriate since this was a 

study on community living elders. 

Eating alone most of the time was the most frequent 

circled response, with 25 out of 40 respondents claiming 

they ate alone most of the time. Although this is only 

given a weighted score of one point, it is worth noting, as 

this may be a common problem among all elderly that can be 

addressed during health care visits. 

Limitations to the Study and 

Recommendations for Further Research 

An obvious limitation to this study was the small 

sample size and the nearly exculsive white/non-Hispanic 

population. A larger sample size would most likely provide 

more significant data. Further studies should be performed 

utilizing other ethnic groups, as this study involved only 

two subjects that were not from a white/non-Hispanic 

population. 

Some observations were made concerning the instruments 

used in this nutritional assessment study. Many of the 

respondents needed assistance in answering the questions on 
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the nutritional checklist, despite the fact that the 

checklist was designed as an independent questionnaire. The 

nutritional profile used negatively phrased questions, 

looking for problem areas in nutrition. Many elderly had 

difficulty answering questions phrased in this manner, such 

as " eats fruit or fruit juice once or not at all daily. " 

During the data collection sub j ects who rna have changed 

their diet to a low fat , low sodium diet due to heart 

disease were really not placing themselves at increased 

nutritional risk as implied when having to circle the two 

points on the checklist asking if an illness had changed the 

kind of food they ate. This is an example of a positive 

dietary change that prompted a negative score on the risk 

checklist. Another question on the risk checklist asked do 

you "eat few vegetables , fruit or milk products . " The word 

"few" is very vague and prompted questions from the subjects 

as to what this meant. 

The questions in the nutritional profile relating to 

amounts of food groups eaten daily seems very low. If an 

elderly person is asked if they eat fruit once or not at all 

daily, will they assume that they only need one serving of 

fruit per day ? The nutritional profile also asks do you 

" eat mi l k or mil k p roducts once or not at all daily." Even 

i f the respondents are not marking this item , it is not 

indicat i n g that they a re meeting daily ca l cium require ments. 
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The desired daily calcium requirement could not be met with 

one serving of milk per day. Also, despite the documented 

importance of proper hydration, fluid intake is not assessed 

in these instruments. Dehydration is a state of poor 

nutrition, and elderly can become dehydrated rapidly, 

causing further health problems (Knapp,1989; Matteson & 

McConnell, 1988). 

Recommendations for further research include the need 

to use a larger sample size and to look at other groups. 

Comparing older adults to children or younger adults may 

reveal significant differences, or may reveal that some of 

these nutritional patterns are gender-related in general and 

not found only in elderly groups. 

Using a food diar or food frequency tool would also 

provide a more detailed nutrient intake and might reveal 

greater deficiencies in nutrients than can be revealed with 

standard questions from the assessment tools. Another 

recommendation would be to use the same questionnaires on 

diverse cultural groups of elders and look for specific 

problems in nutrient intake among cultures. 

Nursing Implications 

Nurse Practitioners are in an ideal situation for 

monitoring their clients' nutritional status. The 

instruments used in this study can be used as an initial 



step in assessing for nutritional problems. Other methods 

such as serum values, dietary diaries, and periodic 

evaluation is also useful and in the scope of the nurse 

practitioner's practice. 

Findings from this study can be used in nursing 

practice when assessing for nutritional status. For 

instance, the checklist question relating to being able to 

afford food was weighted four points. This would indicate 

that anyone unable to purchase needed food is at moderate 

risk for nutrition problems. Healthcare providers should 

keep this in mind as they assess needs of the clients, as 

many sources of assistance are avai able to help with food 

purchases for people in need. 
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Total risk assessment scores can be used as a good 

baseline to assess for nutritional problems, and can be 

completed easily while the client is waiting to be seen in a 

clinic type setting. The study results showed that even 

some community living elderly are at moderate or high risk 

on the risk assessment and could benefit from further 

assessment and intervention to improve nutritional health. 

The nutrition checklist and profile are good basic 

instruments, but food intake questions may need to be 

further and more closely examined during nutrition 

assessment. Since the average caloric intake decreases with 

age, six or more servings of bread may be difficult to 



take, and may not be necessary for the elderly. For milk 

products , even those not claiming low intake of calcium 

should be q uest ioned further , as one serving of mi l k is 
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s t ill very low. Unfortunately, it is mainly the women who 

require a large amount of calcium in their diets to combat 

osteoporosis, which they may be severely lacking in their 

food intake. This suggests a need for most women to be 

taking supplemental calcium. 

This study revealed that a large number of elderly eat 

alone. If eating alone is distressing to the individual 

then suggestions on places for socializing during meal time 

can be provided by the nurse practitioner. 

Men' s scores on the risk assessment checklist revealed 

higher scores than women, indicating a need to focus more on 

men's nutritional intake, especially noting whether they 

consume the proper amounts of fruits and vegetables and if 

they eat at least two meals per day. More men than women 

also reported weight changes over time indicating a need to 

closely observe men for any weight changes over time and to 

stress the importance of maintaining an ideal weight. 

In the population studied, living environment and 

functional status presented the least amount of problems for 

the elderly. This suggests that the nurse practitioner 

should focus on dietary intake patterns when examining 

nutritional status of the elderly. To provide the best 
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opportunities for our elderly , nurse practitioners should 

routinely conduct nutrition assessments and intervene where 

possible to promote optimal nutritional status. 

Summary 

The purpose of this investigation was to explore the 

relationship and possible differences in nutritional risk 

and nutritional profiles of community living elderly men and 

women. Nutritional risk scores between elderly women and 

men was not found to be statistically significant. Although 

not statistically significant, differences in the individual 

responses to the nutritional checklist were noteworthy; 

more men than women were at high risk for nutritional 

problems. 

Nutritional profiles of women and men were examined and 

broken into three groups: eating behaviors, living 

environment and functional status. Eating behavior scores 

among women and men were significantly different. Living 

environment and functional status between genders were not 

statistically significant. 

Pearson correlational data was utilized to assess the 

relationship between risk screening scores and nutritional 

profiles of elderly women and men. Correlations between 

total risk scores and eating behaviors were statistically 

significant for both groups. Correlations between livin 



environment and risk scores were also significant for the 

men tested. Multiple regression analysis revealed 

significant differences in eating behaviors and living 

environment between men and women and significant 

differences in the interaction between gender and risk. 

Discussion of findings, demographic data and specific 

questions from the instruments were examined. Limitations 
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of the study, including observations during data collection, 

were discussed. Nursing implications and the usefulness for 

these tools in a Nurse Practitioner setting have been 

discussed. Considerations for using the instruments and 

possible additions needed during nutritional assessment were 

presented. 
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APPENDIX A 

ADVERTISEMENT FOR STUDY PARTICIPANTS 



UOLUNTEERS NEEDED 
FOR A STUDY Of: 

Nutritional Risk and Nutritional Profiles of 
Elderly Men and Elderly Women 

I n u e s t ig at or: REG I NR W R I G HT, R • N. 
6RRD UHTE STUDE NT - 6ER I RTR I C NURSE P RRCTITI ONER PROGR RM 

The Uniuersity of Arizona 
Coli ege of Nursing 

I am looking for uo lunteers to participate in my study 
about nutritional stat us of older adults. I am especially 
interested in finding out whether there are differences in 
the nutritional s latus of older men compared to older 
women. 

If you uolunteer to be in the study, you will fill out two 
short questionnaires. It will take about ten minutes. 
Resu Its of the study will help geriatric nurse practitioners 
to i mproue care of older adults. 

If you would be willing to join the study, giue your 
name and phone number to the nurse at the Katie Ugo 
Clinic. 

Name_· _________ _ 

Phone Number ______ _ 

THANK YOU!! 
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APPENDIX B 

DEMOGRAPHIC INFORMATION QUESTIONNAIRE 
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DEMOGRAPHIC INFORMAT JON 

SUBJECT '--

Do you rece1 ve h omemek er serv1 c es? 

Age : 

Gender: 

Male Fe mole 

Ethnict ty: 

Mer1 tel ste tus: 

Merr1ed 01 vorced W1dowed Single Sepereted 

Who lives w1th you? _________ _ 

Furthest level of formal Educat1on: --------

Approx1mote yeorly income for 1992: -------



APPENDIX C 

NNSII DETERMINE CHECKLIST 

(NUTRITIONAL RISK) 
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The Warning Signs of poor nutritional 
health are often overlooked. Use this 

checklist to find out if you or someone you 
know is at nutritional risk. 

Read the statements below. Circle the number in the 
yes column for those that apply to you or someone 

you know. For each yes answer, score the number in 
the box. Total your nutritional score. 

DETERMINE 
90 

YOUR 
NUTRITIONAL 
HEALTH 

YES 
I bave an~ or condition that made me change the kind and/or amount fifood I eat. 2 
I eat fewer than 2 meals per day. 3 
I eat few fruits or vegetables, or milk products. 2 
I have 3 or more drinks of beer, 6quor or wine almost every day. 2 
I have tooth or mouth problems that make it hard for me to eat. 2 
I don't always have enough money to buy the food I need. 4 
I eat alone most of the time. 1 
I take 3 or more different prescribed or over-the-counter drugs a day. 1 
Without wanting to, I have lost or gained 10 pounds in the last 6 months. 2 
I am not always physically able to shop, cook and/or feed myself. 2 

Total Your Nutritional Score. If It's -
0.2 Good! Recheck your nutritional score in 6 

months. 

3-5 You are at moderate nutritional risk. 
See what can be done to improve your eating 
habits and lifestyle. Your office on aging, 
senior nutrition program, senior citizens 
center or health department can help. 
Recheck your nutritional score in 3 months. 

8 or mora You are at high nutritional risk .. Bring 
this checklist the next time you see your 
doctor, dietitian or other qualified health or 
social service professional. Talk with them 
about any problems you may have. Ask 
for help to improve your nutritional health. 

TOTAL 

ThLs~ maurial.s drvdoped and 
distribuud by rh~ Nurrition Scruning 
/nilialiv~. a proj~ct of 

AMERlCAN ACADEMY 
OF FAMILY PHYSICIANS 

lliE AMERICAN 
DIETETIC ASSOCIATION 

tf: NATIONAL COUNCIL 
~ ON THE AGING, INC. 

Remember that warning signs 
suggest risk, but do not represent 
diagnosis of any condition. Tum the 
pag~ to learn more about tbe 
\\aming Signs of poor nutritional 
bealtb. 
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Any d.isease,-illness or c~ceoDd.ition which causes you to change the way you eat, or makes it 
-hard for you to eat,.puisS00r nutritional health at risk. Four out of five adults have chronic diseases 
that are affected by-diet--Coiifusion or memory loss that keeps getting worse is estimated to affect 

. ~ ooe.put ()f.fi_y.e or-more of oldet:adults. This can make it hard to remember what, when or if you've 
· eaten. Feeling sad: or·aepressed,::which happens to about one in eight older adults, can cause big 
.. changes in appetite;· digestion;· energy level, weight and well-being. 

Em111 POO.ii·t:" ~· ,i .:· L ~_:: ~' : 
··Eating too little and 'eating tOO much both lead to poor health. Eating the same foods day after day or 

-o'""·' -:, ~-not -eatingfruit, .vegetables, and~ products daily will also cause poor nutritional health. One in 
~;·:>ffliVe _adults .skip ~ diill~ (~nJy~D% of adults eat the minimum amount of fruit and vegetables 
:-~~~-:-~-One ~'fout- ol<Jer lldlllts1bink too much alcohol. Many health problems become worse if you 

- -~- : ~:~more thaD_ Oile:O_r~two ·at~~ beverages per day. 

,J o;n. ~~-~,~~-~t?j 
~.;;_~,_:>~ heald!ymouth, teetli:~mtgl:t~:~ needed to eat. Missing, loose or rotten teeth or dentures which 
~-,;- - -don'.tfit wellot~-~~make it hard to eat. 
-~ --~- -~-- -- -- :.·"-~ >~:;:~~~~~~~:~~~-~~ 
. CONOIIIC UIDsl••~~~~ :r~.-: AS· many~A<Y~i:ol;Ol~men~s have incomes of less than $6,000 per year. Having less--or 

: .:~: __ ; ·cbooSlng)9 ~~ 1~"¥.·~- 0 per week for food makes it very hard to get the foods you need 

~i~~~~!:ri~~ .•.. 
f~i;.::One~thiid _of aD . _91~_oeoo_- - -- - ~ ·z -~. :. one. Being with people daily has a positive effect on morale, 
--- - Ube' - - --d - . ~.:!11;~~~-·..,..,, 

~a~~l!;;,·~ . 
~-~ : --.~;Many ol~.~en~)ri~/.~kf;~cines for health problems. Almost half of older Americans 
~~·~:.{ lake .~Wtiple inedi~~ aail~~g old rna~ change the way w_e respond to drugs. The mo~ 

• medicmes you · take,~the ·greater the chance for stde effects such as mcreased or decreased appetite, 
change in taste, constipation, _weakness, drowsiness, diarrhea, nausea, and others. Vitamins or 
minerals when taken in Jarge doses act like drugs and can cause harm. Alert your doctor to 
everything you take. · : 'F · · ._- ~ •"". ~ - · 

1 NVOLUNTAIY WEIGHT Loss~~~. ~ 
Losing or gaining-a lot of weight when you are not trying to do so is an important warning sign that must 
not be ignored. Being overweight oc undetweight also increases your chance of poor health. 

NEEDS ASSISTANCE Ill ~ELF ·Ju < 

Although most older people are able to eat, one of every five have trouble walking, shopping, 
buying and cooking f<>O<L eSpecially as they get older. 

ELDER YEARS ABOVE AGE 10 ~ :- ;;.~ 
-Most older peopleJead full and:pioductive lives. But as age increases, risk of frai lty and health 

.. pr?blems increase.~Checking·your nutritional health regularly makes good sense. 
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NNSII LEVEL 1 SCREENING 

(NUTRITIONAL PROFILE) 
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Level 1 Screen 
Body Weight 

NOMOGRAM FOR BODY MASS INDEX 

Measure height to the nearest 
inch and weight to the nearest 
pound. Record the values below and 
mark them on the Body Mass Index 
(BMI) scale to the right. Then use a 
straight edge (ruler) to connect the 
two points and circle the spot where 
this straight line crosses the center 
line (body mass index). Record the 
number below. 

Healthy older adults should 
have a BMI between 24 and 27. 

Height (in):. ____ _ 
Weight (lbs):. ____ _ 
Body Mass Index: ___ _ 

WEIGHT 
KG LB 

)40 

520 

)()() 

ISO no 
no 

110 140 

100 120 ., 
to 100 ., l•o 
10 110 

1?0 
15 

160 
70 

ISO 
IS 140 

ISO 

BODY 
MASS 
~ 

[WT/(HT)2] 
10 

60 

so 

!!!!!!!! 40 !!!!! 
OKS£ 01£5£ 

so 
OVERWEIGHT OVERWEIGHT 

HEIGHT 
CM IN 

(number from center column) ACCEPTMLE ACCEPTA&E 
10 

Check any boxes that are ttue 

for the individual: 

0 Has lost or pined 10 pounds 
(or more) in the pat 6 
months. 

0 Body mass index <24 

0 Body mass index >27 

For the remaining sections, 
please ask the individual which of the 
statements (if any) is true for him or 
her and place a check by each that 
applies. 

Eating Habits 

ss 

10 

zs 

110 

110 

100 

•• 
to 

IS 

10 

11 

70 

IS 

10 

,, 
so 

0 Does not have enough food to eat each day 

0 Usually eats alone 

0 Does not eat anything on one or more days each 
month 

0 Has poor appetite 

0 Is on a special diet 

0 Eats vegetables two or fewer times daily 

10 

eo-,. A .. ., ''" 

0 Eats milk or milk products once or not at all daily 

0 Eats fruit or drinks fruit juice once or not at all daily 

0 Eats breads, cereals, pasta, rice, or other grains 
five or fewer times daily 

0 Ha~ difficulty chewing or swallowing 

0 Has more than one alcoholic drink per day (if 
woman); more than two drinks per day (if man) 

0 Has pain in mouth, teeth, or gums 
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A physician should be contacted If the Individual has gained Of lost 10 
pounds unexpectedly Of without Intending to during the past 6 
months. A physician should also be notified If the Individual's body 
mass Index Is above 27 Of below 24. 

Uving Environment 

0 Lives on an income of less than ~ per year 
(per individual in the household) 

0 Lives alone 

0 Ia housebound 

0 Ia concerned about home aecurlty 

0 Lives in a home with inadequate heating or cooling 

0 Does not have a stove and/or refrigerator 

0 Ia unable or prefers not to spend money on food 
( <'25-30 per person spent on food each week) 

Functional Status 
Usually or always needs &Siistance with 
(check each that apply): 

0 Bathing 

0 Dressing 

0 Grooming 

0 1'oiletin& 

0Eatlng 

0 Walking or moving about 

0 Traveling (outside the home) 

0 Preparing food 

0 Shopping for food or other necessities 

H you have checked one or more statements on this screen, the individual you have interviewed may be at risk 
for poor nutritional status. Please refer this individual to the appropriate health care or social service professional in · 
your area. For example, a dietitian should be contacted for problems with selecting, preparing, or eating a healthy 
diet, or a dentist if the individual experiences pain or difficulty when chewing or swallowing. Those individuals 
whose income, lifestyle, or functional status may endanger their nutritional and overall health should be referred to 
available community services: home-delivered meals, congregate meal programs, transportation services, counseling 
services (alcohol abuse, depression, bereavement, etc.), home health care agencies, day care programs, etc. 

Please repeat this screen at least once each year-sooner if the individual has a major change in his or her 
health, income, immediate family (e.g., spouse dies), or functional status. 
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APPENDIX E 

DISCLAIMER 



NUTRITIONAL Rl SK AND NUTRITIONAL PROFILES 
OF ELDERLY MEN AND WOMEN 

I nves t1 get or: Reg1 ne Wr1 gh t. R.N., B.S.N. 
Greduete Student, Geriatric Nurse Prectit1oner Program 

Call ege of Nursing • 
University of Ar1zone 

-----------------------
Purpose: The purpose of this study is to investigate the nutritlonel risk 
end the nutritional profiles emong elderly men end elderly women. 
Why you are being recruited: Vou ere being esl<ed to volunter11y 
answer questions ebout your nutrition beceuse you ere et leest 60 yeers 
old, you ere living in the community~ you ere ettend1ng Ket1e Ugo C11n1c or 
the Armory Perk Center~ end you cen speel< end write Eng11sh. By f1111ng 
out the questionneire~ you will be givtng your consent to be 1n the study. 
Procedures: If you egree to be tn the study, you w111 be esked to 1) 
prov1 de generel 1 nformet1on ebout yourself 2) complete two 
quest1onne1res ebout nutr1t1on. It w111 take you about 10-15 mtnutes to 
finish everyth1ng. 
Risks: There ere no known risks to you by be1ng 1n thts study. However, 
if results 1nd1cete thet you mey be et r1sk for poor nutr1t1one1 status~ or 
thet you heve e poor nutritional prof11e, you w111 be offered e referral to 
the Gerietric Nurse Precttt1oners at the Katie Ugo C11n1c for follow-up end ' 
further eve1uet1 on. 
Freedom of t nqutry: Vou ere free to ask questions at eny t 1me during 
the study, end your Questions will be enswered. 
Freedom to withdraw: Vou can change your mind about being in the 
study et eny time, end it will not effect you or your cere et the clinic in 
any wey. 
Confidenti61ity: Your name wi11 not be on ony of the questionnoires. You 
will be given e number which will be on ell your questionnaires. The only 
people who wi 11 see the questl onneires ere the investigotors, end her 
supervi sors/t eechers et the Uni ve rsHy of Ariza no. If your questionnoi res 
indicete the possibility of melnutrition, we will refer you to the nurses et 
Ketie Ugo Clinic, end give you o copy of your questionnoires to give to the 
nurses at the clinic 
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