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1.0 Innledning

1.1 Bakgrunn for valg av tema

Jeg har valgt & skrive om ern@ring og sykepleie. Tilstrekkelig naeringstilforsel hos underernzarte
pa sykehjem er det jeg vil ga i dybden av i denne oppgaven. Forekomst av underernaring i
sykehus og sykehjem varierer mellom 10 % til 60 % avhengig hvilke grupper som er undersokt,
hvilke metoder som er brukt og hvilke grenseverdier som er satt for a stille diagnosen (nasjonale
faglige retningslinjer)

Pasientgruppe som har sarlig risiko for underernaring er eldre.

Her mener jeg det er en stor utfordring for oss sykepleiere som bade gér ut pa det a ta fatt i ett
problem som allerede er oppstétt og klare & forebygge et kommende problem blant eldre. Her kan
det vaere mye som ligger til grunne for at vi har ern@rings problematikk pd sykehjem og hos eldre
generelt. Eldre mister oftere enn yngre mennesker matlyst i forbindelse med sykdom, noe som
medforer redusert neringsinntak og forverret ernaringsstatus. Det kan vare medisiner som gir
utfallet til at det kan vere vanskelig & {4 i seg nok og variert mat. Sansene vare svekkes pd vére
eldre dager, mat smaker ikke like godt som det brukte. Det er mange faktorer som spiller inn her,

dette vil jeg komme narmere inn pa senere i oppgaven.

Jeg valgte denne oppgaven pé grunn av hvor viktig ernering er for helse og velvare, det er en del
av sykepleierens ansvar og jobb, serge for at beboerne far tilstrekkelig naringstilforsel. Ernaring i
seg selv er et veldig viktig kunnskapsomrade innen sykepleie. Jeg vil fokusere pa kunnskapen om

a opprettholde en god ernaring til pasienter/beboere som ikke lengre selv greier dette i sykehjem.

Min erfaring fra sykehjems praksis var at jeg mette tilfeller av underernaring blant beboerne og
jeg folte behandling av dette var et underprioritert omrdde og at fokuseringen pa farmakologi
hadde pd mange maéter fort til en undervurdering av ernaringens betydning for velvare og helse.
Eldre mottar et bredt spekter av kostbare medisinske tjenester og medikamenter mens tilpasset

erngrings og vasketerapi ofte blir neglisjert (Uten mat og drikke, Bjornstad)

Jeg synes at problemstillingen er relevant for pensumet og sykepleierutdanningen, men jeg mener

kunnskapsomradet ernaering burde hatt litt sterre plass i sykepleieundervisningen da



underernaring er et vanlig problem blant eldre ( tidskrift, Nor leegeforen nr.8, 2002; 122) og noe

vi vil mate som ferdigutdanna sykepleiere bade i sykehus, sykehjem, hjemmesykepleie.

1.2 Presentasjon av tema og problemstillingen

Tema: Ernaring hos eldre pasienter innlagt i sykehjem

Problemstilling: Hvordan kan sykepleiere gjennom forebyggende tilltak bidra til at eldre i
sykehjem ikke blir underernzert.

1.3 Avgrensning og presisering

Jeg velger & avgrense meg til generelt eldre som er over 60 ar og bor pa sykehjem som far
helsehjelp av offentlig godkjent sykepleier.

Jeg har avgrenset oppgaven til & gjelde beboere pa sykehjem. Jeg ensker & ta opp kunnskap som er
et viktig redskap innen sykepleies arbeid og velger & avgrense dette til kunnskap som er
nedvendig for at sykepleieren skal kunne gjennomfere forebyggende tiltak for & forhindre
underernaring. Noen forebyggende tiltak gjelder alle beboere og noen gjelder & bedre
erneringstilstanden til de som alt er undererneert. Jeg vil tilsnakke de eldre/pasienter som beboere

da sykehjemmet er deres hjem.

1.4 Definisjon av sentrale begrep

Jeg vil definere

Eldre: generelt eldre/gamle mennesker som er over 60 ar og bor pa sykehjem, 1 denne oppgaven.
Sykehjem: der eldre mennesker som er syke eller bare ikke klarer seg selv pa egenhand bor.
Ernering: som er fade, mat, drikke, veske.

Forebyggende tiltak: Tiltak som skal forhindre eller forbedre, i dette tilfellet underernaring.



1.5 Formalet

Formalet med oppgaven er & fa fram hvordan sykepleier kan bidra til at eldre pa sykehjem far
tilfredsstillende ernaring og hvor viktig ernaringen er for velvare og helse. Hvor viktig det er for
underernzrte eldre at de fir god oppfolging med kost og informasjon. Alternative méter & gi
tilstrekkelig ernaring slik at beboerne kan oppnd en god livskvalitet. Som sykepleier skal man ha
god kunnskap innenfor dette feltet som bade er sykdomsforebyggende og helsefremmende innen
klinisk sykepleie. Dette er et personlig engasjement for meg som kommende sykepleier og ett
enske om en mer faglig kompetanse pa dette omradet, som jeg senere kan bruke som sykepleier
med og vere med pa 4 bidra til at det blir en forbedring innen ernaring og forebyggende arbeid

for underernering i eldreomsorgen og omsorgsyrke generelt.

1.6 Oppgavens oppbygging

Denne oppgaven er basert pa litteraturstudium og fem forskningsartikkler. Teori delen baserer jeg
pé kunnskap av generell ern@ring, ernzring i eldreomsorgen, underernaring, hva som kan ligge
til grunne for underernering hos eldre, sykehjemmets mat rutiner, teori i sykepleie, teoretiker,
sykepleier ansvar og pleieplan. Sé vil jeg presentere forskningsartikklene. Jeg foler at teoridelen
og forskningsartikklene dekker temaet godt og gir ett godt drefting grunnlag for

problemstillingen.

2.0 Metode

2.1 Metode

Forst ensker jeg & ta med Vilhelm Auberts definisjon av ordet metode og hva Dalland skriver om

litteratur:

”En metode er en framgangsmate, et middel til & lase problemer og komme frem til ny
kunnskap. Et hvilke som helst middel som tjener dette forméalet, herer med i arsenalet av

metoder (Dalland 2001,s.71)



“Litteratur er et viktig grunnlag for nar sagt alle studieoppgaver. Det er den kunnskapen
oppgaven tar sitt utgangspunkt 1, og som problemstillingen skal dreftes i1 forholdt til.”
(Dalland 2001,s59)

2.2 Fremgangsmadte

Denne oppgaven er bygget pa et litteraturstudie og 5 forskningsartikler.

«Litteraturstudie er systematisk gjennomgang av litteraturen rundt en valgt problemstilling
og kritisk gjennomgang av kunnskap fra skriftlig kilder og en sammenfatning av dem med

diskusjon» (litteraturstudie metode.no)

Jeg fant litteratur 1 sykepleierutdannings pensumlitteratur (som er generell sykelpeie 1-2-3
Kristoffersen, ernering sortland, Dalland, eldre, aldring og sykepleie karoliussen,Smeby) og i
selvvalgt litteratur. (tidskrift nor,legeforen, uten mat og drikke,bjernasta, din kost.no,
helsedirektoratet.no, matportalen.no, hve.oslo.kommune.no) Jeg sokte etter selvalgt litteratur pa
heyskolens bibliotek og pa Internett. Jeg tok kontakt med Eyvin Bjernstad ferstelektor og forsker
ved heyskolen i vestfold, der han sendte meg noen artikler og litteratur om emne mitt. Jeg sokte
etter forskningsartikler i hayskolens bibliotek database, BIBSYS, ProQuest, OVID, Forskning.no

Seker oversikten/historikken ligger som vedlegg.

2.3 Kilde kritikk

”Kildekritikk betyr & vurdere og karakterisere den litteraturen som er benyttet. Det gjelder
ogsé andre kilder som benyttes i oppgaven” (Dalland 2001,s.68)

Dalland sier at hensikten med kildekritikk er at den som leser oppgaven skal fa del i de tankene
man har gjort seg, angdende litteraturens gyldighet og relevans nér det gjelder a belyse
problemstillingen. Jeg fant mye litteratur som kan belyse problemstillingen min, sa jeg métte
velge og luke ut en god del for a {4 plass 1 oppgaven min, jeg har derfor veert kritisk til den
informasjonen og litteraturen jeg har funnet og prevd & holde meg til den nyeste informasjonen.

Jeg har avgrenset forskningsartikklene fra arstall 2002 oppover til 2008, men en



forskningsartikkel fra 1999 valgte jeg 4 ha med da denne belyste problemstillingen min godkt.
Siden jeg har valg 4 holde meg til nyere forskning kan det vare at flere gode forskningsartikkler
kunne ha gatt tapt p.g.a dette.

Jeg ser na nar oppgaven er ferdig at jeg kunne ha sekt pé flere sgkeord og andre sekeord til de

overskriftene jeg har valgt i dreftingen min dersom jeg hadde hatt litt mere tid.

3.0 Teori

3.1 Erneering

Ernaring er mat/fede og veeske. Ernaring er et grunnleggende behov. Ut i1 fra Maslow pyramiden
far vi greie pa hvor viktig ernering er for menneskets behov for a overleve. Menneske fysiske
behov er nederst niva pa behovspyramiden og er det mest basiske og viktigste behovet som er. Det
er behovet for fade, vann, luft, sevn, fysisk bevegelse og eliminasjon. Det er kort og godt behovet
for oppretthold og forsvar av det fysiske legeme. Forst nar disse behovene er dekket melder
behovene pé neste niva seg. Hvis man er svert sulte eller torst er mann heller ikke motivert for a {4

tilfredsstilt andre behov.

Oppbygnings prosessen i kroppen krever energi, og mennesker trenger over femti forskjellige
naringstoffer til vekst, utvikling, reproduksjon, vedlikehold og reparasjon av celler og vev.
Senere 1 oppgaven vil vi komme inn pa at det er en sammenheng med mat vi far 1 oss og
sykdomsutvikling. Mat kan derfor vare like viktig eller vell s& viktig som medisiner i noen
sykdommer, for eksempel hos pasienter med diabetes type 2. Men dette gar jeg ikke naermere

innpa 1 oppgaven.

De viktigste bestanddelene i kosten er protein, karbohydrater, fett, vitaminer, mineraler, vann og

fiber.

Proteiner: proteiner utgjer omtrent halvparten av den organiske massen i kroppen. Denne
stoffgruppen har avgjerende betydning for de aller fleste av cellenes funksjoner. Protein enes
viktigste oppgave er & vere katalysator for kjemiske reaksjoner, kroppens byggesten, motor for

bevegelse og forsvar mot infeksjon. (Bjalle, Haugen, Sand, Sjaastad, Toverud;2003)



Karbohydrater: er en samlebetegnelse for en rekke stoffer som inneholder karbon, oksygen og
hydrogen som lages av gronne planter, prosessen kalles fotosyntesen. Kvantitativt sett er
karbohydrater den viktigste kilden til energi 1 kosten. Karbohydrater er ogsa den formen for energi
som cellene 1 kroppen foretrekker & bruke for a produsere energi til fysisk aktivitet og andre
prosesser. Vi kan dele karbohydrater grovt inn i tre grupper: monosakkarid er enkle sukkerarter
som glukose, fruktose og galaktose. Disakkarider som bestar av to kjemisk sammenbundne
monosakkarider. Polysakkarid som er kortere eller lenger kjeder bestdende av ti eller flere tusen

monosakaridenheter. (www.dinkost.no) (Sortland,kjersti;2007)

Fett: Margarin, matolje, kjottvarer og meieriprodukter bidrar med mesteparten av fettet i vart

kosthold. Fett er den mest konsentrerte energikilden i maten. (www.helsedirektoratet.no)

Vitaminer og mineraler :Vita betyr liv. Uten vitaminer og mineraler kan ikke kroppen fungere
normalt, og fordi kroppen ikke selv kan lage de vitaminene den trenger, mé vi passe pa & fa de
vitaminene vi trenger fra maten vi spiser eller fra kosttilskudd. Vitaminer og mineraler er sammen
med karbohydrater, fett og proteiner viktige naringsstoffer som er helt nedvendig for at kroppen
skal fungere effektivt. Vitaminer og mineraler finnes i smd mengder i maten vi spiser. I tillegg til
at hvert vitamin og mineral har sin spesielle funksjon i kroppen serger de for at kroppen benytter
andre nearingsstoffer pa en riktig méte. Der er to forskjellige typer vitaminer det er fettloselige og
vannlgselig vitaminer. Vitaminene A, D, E og K er loselig i fett, og finnes derfor i fettholdig mat.
Fettloselige vitaminer absorberes sammen med fettet, gér inn i lymfen og transporteres ved hjelp
av proteiner. Overskudd lagres i1 kroppen, og det er derfor viktig & ikke fa for mye av disse
vitaminene. Det er spesielt vitamin A man skal veere oppmerksom pé i denne forbindelse. Pa den
annen side gjor lagringen at ikke daglig tilfersel er nadvendig, sé lenge dagsbehovet dekkes pé
sikt. De vannleselige vitaminene er B-vitaminer som omfatter tiamin, riboflavin, niacin, B6 , B
12, pantotensyre og folsyre. I tillegg er vitamin C, ogsa kalt askorbinsyre, et vannleselig vitamin.

(www.dinkost.no) (www.matportalen.no)

Jeg vil skrive litt om det generelle kostholde i Norge 1 dag, slik at vi kan {3 et bilde pé dette.

Sukkerforbruket i den norske befolkningen er pa vei ned, men likevel bruker vi nesten en femdel
av matbudsjettet pd godteri og brus. Siden 1999 har grennsak forbruket okt fra 60 til 67 kilo per
innbygger 1 aret De gunstige endringene 1 kostens fettinnhold ser ut til 4 ha flatet ut i de senere ar.

Forbruket av ost har gkt betydelig over lang tid, og det har vert en vridning mot fete ostetyper.


http://www.helsedirektoratet.no/

Ogsé forbruket av kjett har okt betydelig over lengre tid. Forbruket av fisk ekte i perioden 1995 til

2004, men har minsket noe de siste rene og ligger na pa 39 kilo per ér.

— Sammen med okt fysisk aktivitet vil god kostforandringer redusere forekomsten av overvekt,

kreft, hjerte- og karsykdommer og diabetes type 2. (www.helsedirektoratet.no)

3.1.1 Erneering i eldreomsorgen

Aldringsprosessen forer med seg flere endringer som pavirker ernringen

Kroppsvekten gker hos kvinner opp til 60 ars alder og hos menn opp til 50 ar, for deretter

a avta. Vekttapet skjer gjennom tap av vann og muskelmasse. Samtidig

inntrer det en ekning i kroppsfett pa 0,5-1,0 % per ar etter fylte 30 &r. Kroppens

heyde avtar med alderen, ca. 1 cm per ti ar fra 30 ar opp til rundt 70 ars alder, deretter

med ca. 0,5 cm per ar. Ogsa muskelmassen reduseres med ekende alder: en 70-aring har
mistet ca. 40 % av sin maksimale muskelmasse. Nar man skal beskrive ern@ringsstatus

hos eldre ma man derfor bruke normalverdier fra eldre, friske hjemmeboende. (tidsskr Nor
Lageforen nr8, 2002, 122) Eldre mennesker er ernaringsmessig en utsatt gruppe. Ernarings

behovet synker med 20 - 30 % fra 30 til 80 ar (Karoliussen, Smeby 2000).

Den fysiske aktiviteten er mindre enn hos yngre. Aktive muskelceller blir etter hvert erstattet av
fettceller. Eldre spiser vanligvis mindre for de trenger mindre energi. Dette stiller store krav til
kostens sammensetning for 4 tilrettelegge best mulig tilforsel av naeringstoffer fra mat og drikke.
Som sykepleiere ma vi prove 4 ivareta bade helse, trivsel, tradisjon og kultur nér det gjelder
ernzring. Tilfredsstillende ernering oppnar en ved riktig sammensatt kost, appetitt, velvare, god
munn og tyggeforhold og tilstrekkelig fordeyelse i mage- tarmkanalene. En sykepleier ma ha
kunnskap om psykososiale og andelige s& vel som fysiologiske forhold som pavirker inntaket av
mat. Eldres velvare er en forutsetning for & sikre god matlyst og tilstrekkelig ernaring.

(Kristoffersen, jahren, Nina 3. 2004)

Nér ikke sykehjemmet klarer & sikre at beboerne fér tilfredsstilt sine behov for mat og drikke slik
at underern@ring oppstér, mislykkes mann 1 & ivareta helsetjenestens formél 1 helsetjenestens

loven


http://www.helsedirektoratet.no/

”Kommunen skal ved sin helsetjeneste fremme folkehelse og trivsel og gode sosiale og

miljemessig forhold, og seke & forebygge og behandle sykdom, skade eller lyte.”

(www.helsetjenseteloven.no)

3.2 Underernaering
Det finnes ingen allment akseptert definisjon pa underernering. Underernaring kan vurderes pa

flere mater. Vurdering av heyde, vekt og muskelmasse. Body mass index (BMI). Méling av
overarms hudfold pé strekksiden. Kan ogsa males med blodprever og man kan ta en
skjennsmessig vurdering av utseendet. (Karoliussen, Smeby 2000)

Man kan prove & definere underernaring som en langvarig tilstand der ubalanse 1 ernering,
proteiner eller andre naeringsstoffer forarsaket malbare skadelige effekter pd kropps masse,
kroppsammensetning, funksjoner og klinisk utbytte. (Sortland,Kjersti;2007) Det er viktig & knytte
erngringsstatus til pasientens fysiske kapasitet, slik som muskelstyrke,

immunforsvar, evne til & ga, 4 kle pa seg, & spise selv. Det er flere slike funksjons tester.

De er gode prediktorer for yteevne, og viser ofte godt samsvar med muskelmasse.
Héndmuskelstyrke er en av de mest brukte, og samsvarer badde med kroppsmasseindeks,
armmuskel omkrets, evne til & gé i trapp og & handle. Samt med konsentrasjon av vitamin D3 i

serum. (tidsskr Nor Legeforen nr8, 2002, 122)

Arsaken til underernzring er for lite inntak av mat og drikke, darlig opptak av nzringstoffer i
magen og tarm og uvanlig heyt energiforbruk. Konsekvenser av underernering er slapphet, apati,
nedstemthet, svekket immunforsvar, svekket muskler og skjelett, redusert sarhelingene, redusert
lunge og hjertefunksjon og okt dedelighet. (Kristoffersen, jahren, nina. 2004) men ogsé direkte
relatert til darlig livskvalitet for eldre. (Uten mat og drikke, Bjernastad)

3.2.1 Hva kan ligge til grunne for underernzring hos eldre?

Mat og et variert kosthold er viktig for a forebygge sykdom og fremme helse. Ogsd nir man blir
eldre skal mat og maltider gi grunnlag for helse og trivsel. I midlertidig rapporteres det ofte fra
media at mange eldre har darlig erneringsstatus. Faktorer i omgivelsene kan vare drsak til at eldre

mister matlysten. Bade sultfelelsen og appetitt kan vare nedsatt hos eldre. Sansene svekkes, og


http://www.helsetjenseteloven.no/

det kan bli vanskelig & oppfatte sma variasjoner i hvordan maten ser ut, lukter og smaker. Lukt og
smak har en viktig rolle for at maten skal bade smake og virke appetittene. Nar man blir eldre
skjer et gradvis tap av bade smak og lukteceller.

For & mete disse utfordringene trengs der en kombinasjon av somatiske, psykisk og sosial
tilnerming. (Uten mat og drikke, Bjornstad)

Sortland (2007) mener at eldre er sérbar for veesketap p.g.a redusert vaeske innhold i kroppen.
Torstefolelsen reduseres med alderen og mange eldre kan derfor ga i lange perioder uten a drikke.

Sortland hevder ogsa at eldre alltid skal ha vaske tilgjengelig.

Dersom eldre klager pd maten og mener det kanskje smaker litt bittert, ma pleiepersonalet tenke
pa de kliniske tegnene om at det mest sannsynlig ikke er en klage, men at sansene som sitter
lengst fremme pé tungen, kan vere svekket. Det vil utgjere at de eldre kanskje ikke klare & smake

sott og salt legere.

Ofte har underernzring sammenheng med ulike sykdomstilstander. Sykdom og funksjonssvikt
gjor spising bdde slitsomt og vanskelig og de eldre kan oppleve og ikke fa tilstrekkelig hjelp til
tilrettelegging og spising.

Sykdom og funksjonssvikt gjer spising bade slitsomt og vanskelig og de eldre kan oppleve a ikke
fa tilstrekkelig hjelp til tilrettelegging og spising.

Tap av matlyst kan vere pa grunn av forskjellige sykdommer som eks. depresjon, forskjellige
krefttyper, kronisk hjerte og lungesykdommer, kronisk infeksjon, reumatisk muskelsykdom. Foler
man seg uvel spiller det inn pa apetitten. Sykdomtilstander som krever et hgyt inntak av
medikamenter (polypharmacia) kan vere en risiko pa grunn av mulige interaksjoner med
naringstoffer, med underernaring eller feilernaring som resultat. (karoliussen, smebye 2000
(varma 1994).)

Sviktende blodforsyning til tarmene kan gi sviktende naringsopptak. Lammelse i1 svelg og
soppinfeksjon 1 spisereret kan gi svelg vansker. Hypertyrose, forstyrrelse 1 stoffomsetning kan gi
underernaring. Darlig spisemiljo kan vaere grunnet til underernaring, da eldre ikke har matlyst
eller ikke klarer og spise. Eldre kan ha nedsatt tyggeeffektivitet, det kan skyldes darlige tenner
eller protese men ogsa redusert muskelstyrke i munnen.

Eller det kan faktisk vare s enkelt som at de ikke far servert noe de liker.

Det er forbundet med okt helserisiko & vere tynn som gammel. Men viktigere enn selve vekten er

vektendring. Vektreduksjon er i seg selv uheldig, fordi ved negativ energibalanse hentes energien



fra kroppens fet vev og muskler for & kompensere for manglende tilforsel giennom maten. (Uten

mat og drikke, Bjornastad)

3.3 Sykehjemmets matrutiner

I litteraturen finner vi anbefalte rutiner foe det «gode méaltid»

(Undervisningssykehjem Rapport nr. 1/05 Nok mat, rett mat og trivelige mdltider foreldre

sykehjemspasienter: et kvalitetssikringsprosjekt Gerd Sylvi Sellevold og Vigdis Brit Skulberg)

Miéiltidene skal bade vare naring og hygge

Forberedelse:
l. positiv holdning hos ansatte
2. informasjon om maten
3. sporre om det er spesielle ensker for maltidet
4. omtanke for kultur og religion
5. handhygiene
Mat og drikke:
6. mat som likes og téles
7. god smak
8. delikat mat
9. variasjon
10. rett temperert
11. sma porsjoner
Ved bordet:
12. tid og ro
13. fellesskap
14. god stemning
15. nedvendig hjelp
Oppfolging:
16. sperre om hvordan maten smakte
17. sporre om det er noe som skal huskes til neste maltid
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Tilby fire faste méltider samt drikkeméltid om formiddagen og kaffemaltid om ettermiddagen.
Beboerne burde fa innflytelse pd menyen og den praktiske tilretteleggingen av mat og maltider.
(Uten mat og drikke, Bjornstad)

Beboerne som vakner om natten eller tidligere om morgenen ber fé tilbud om mat og drikke.
En enkel servering med havresuppe, kjeks, yoghurt eller banan seint pa kvelden eller tidlig om
morgenen vil stoppe nedbrytningen av kroppsvev (Uten mat og drikke, Bjornstad)

Ved behov burde det veere mulig 4 f4 mat utenom faste maltider

Natt faste burde max veare 11 timer

Beboerne ber alltid ha tilbud om drikke. (www.hev.oslo.kommune.no)

Morgenmat Frokost
- RS Drikke-
5 6 T maltid
2 107
4 - Sl
3 11 l
!
2 17
i Middag
\ 13
\24
\ .. 14
L3 |
7 I|
- {
2 15/
~.2 | V kaffemaltid
Senkvelds 19 18 17
Kvelds
3.5 Teori i sykepleie

Teori i sykepleie er utviklet innenfor sykepleiefaget. De beskriver og forklarer ulike
sykepleiefenomen. Teoriene befatter seg derfor spesifikt med & navngi de fenomenene som en 1
sykepleien er opptatt av, med og beskrive og forklare ssmmenhengen mellom disse fenomenene.

(Kristoffersen, Jarhen, Nina 2002)
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Forebyggende tiltak er sykepleiens forebyggende funksjon som retter seg mot friske mennesker
og mot personer som er spesielt utsatt for helsesvikt, eller mot mennesker som er utsatt for
komplikasjoner av ulike arsaker. A identifisere og styrke positive helseressurser hos grupper er en

sentral del av denne funksjonen.

Vi har tre forskjellige forebyggingomréader

Primaerforebyggende tiltak har som mal & forhindre helsesvikt hos friske og utsatte personer og
grupper ved & pdvirke eller fjerne helse truende forhold eller faktorer allerede for noen skade eller

helsesvikt er oppstétt.

Sekundarforebyggende tiltak er a identifisere helsesvikt eller for heay risiko for helsesvikt pa et
tidlig stadium, og deretter sette inn tiltak for & hindre en videre utvikling av risikoen for helsesvikt

og eventuell sykdom

Tertierforebyggende tiltak tar sikte pa & hindre at komplikasjoner oppstér ved akutt sykdom,
skade eller ved undersekelser og behandling, og & hindre at nye helseproblemer oppstér hos

mennesker med kronisk sykdommer eller funksjonsvikt. (Kristoffersen, jahren, Nina (red)2002)

3.5.1 Teoretiker

Florence Nightingale mente at sykepleie er & legge forholdene til rette i omgivelsene slik at
naturen selv kan virke pa mennesket og fremme reparerende og rehabiliterende prosesser.

(Kristoffersens, jahren, Nina; 2002)

I handbook I sykepleie av Florence Nightingale sier hun at pasientene ma ha frisk luft, unnga stoy,
behov for lys, sykepleierne skal vare veldig bevisst pa hygiene og bruke sunn fornuft nar det

kommer til servering av mat.

3.6 Sykepleierens ansvar
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Sykepleierens funksjons og ansvarsomrade. Sykepleieren har selvstendig ansvar for & ivareta
sykepleierfunksjonen. Sykepleierfunksjonen bestar i helsefremmende, forebyggende,
behandlende, rehabiliterende og miljeterapeutiske sykepleiertiltak ovenfor pasienter/beboere med
kronisk sykdom og funksjonsvikt, syke og friske eldre med behov for pleie og omsorg og grupper
som er spesielt utsatt for helserisiko.

Sykepleieren har et stort ansvar i forhold til & gi riktig ernering. (Sortland 2007)

Sykepleieren skal hjelpe pasienten/beboere med a utfore ulike gjeremal pa en slik mate at han
gjenvinner helse, oppnar helbredelse eller en fredfull ded. Utevelsen av sykepleien hviler pd
respekten for det enkelt menneskes liv og egenverd.

Sykepleieren funksjon omfatter ikke bare direkte pasientrettet arbeid. Sykepleie har som funksjon
ogsa knyttet til undervisning, administrasjon, utvikling av sykepleierfaget og samarbeid med
andre faggrupper. Alle disse funksjonene har til hensikt & bedre den kvaliteten pa tjenester
pasienten/beboeren mottar.

Sykepleie har en undervisende og veiledende funksjon for pasienter/beboere og ufaglaerte samt
andre medarbeidere som trenger det.

Undervisningen og veiledning som blir gitt til pasient/beboer skal bidra til at beboer selv kan vare

aktiv og ha innvirkning pé sin egen situasjon. (kristoffersen, jare, Nina 2002)

3.7 Pleieplan

Pleieplan er ett redskap som skal sikre kvaliteten 1 sykepleierens arbeid.
I sykepleiens tradisjon folger pleieplanen sykepleieprosessens 5 faser:
) Datasamling

] Problemformulering

U] Tiltak

'] Utferelse

) Evaluering/rapport

Rapportens viktige funksjon er & overfere kunnskap og informasjon og dermed ansvar fra vakt til
vakt og fra person til person. Fordi ansvaret for pasientene er kontinuerlig og felles, md ogsa
informasjonsutvekslingen skje kontinuerlig. Felles ansvar for pasienten forutsetter fri flyt av
informasjon mellom personalet pa en vakt til neste. Og da er det viktig & ha en pleieplan (mal) og

folge. (kristofersen, jarhen, nina 2002)
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4.0 Sammendrag av forskningsartikkel

4.1 Dynamic of nutrition care among nursing home residents who are eating poorly.
(Forskjellig behandling av ernaring blant sykehjem beboere som spiser darlig.)

Forskningen er basert pa en 5 ars antropologisk forskning som undersekte det sosiale, kulturelle,
miljo og klinisk faktorer som har innvirkning pa spise mensteret pa sykehjem.

Forskerne observerte og registrerte all mat som ble spist av forskjellige og matens naring i 3
dager pa forskjellige sykehjem.

Den innsamlede data som kom fra forskningen ble tilpasset etter beboerens aktivitet status og
klinisk status. Beboerne ble delt inn i 3 forskjellige grupper etter hvor aktiv og hvilke
naringbehov de hadde. Analyse av testen skulle identifisere typiske trekk av mat forbruk og mat
vaner blant beboerne. Analyse av kvalitativ data viste tre faktorer som hadde betydning nar det
kom til hgy energi og protein inntak. Det var tvang mating, parerende var til stede under
maltidene og medbestemmelse over foretrukket mat.

Data viste ogsa at nar naringstilfersel drikk ble servert til beboerne sammen med mat ble drikken

oftest erstatningen av mat i stede for 4 bli en ekstratillegg/kosttilskudd.

4.2 Prognostic significance of monthly weight flutuations among older
nursing home residents

(Prognostisk betydning med ménedlige vekt svingninger blant eldre sykehjem beboere.)

Formalet med denne studien var & fastsld& om en sammenslutning mellom dedelighet risiko og
variasjon 1 vekt 1 langsiktig omsorg institusjoner. I dette prosjektet ble det brukt 900 deltagere som
er identifisert med ern@ringsmessig problem. De 900 deltagerne ble observert 1 7 maneder der
ern&rings-, helse-status, og demografiske data ble hentet. Vekten ble malt hver méned og ble
brukt som grunnline. Studiene indikerer at en sterk tilknytning mellom mengden vekttap personer
erfarer og risikoen for pafelgende uenskede kliniske hendelser. Det ble oppdaget som en viktig
klinisk terskel 1 hensynet til sykehjem, hvis pasienten hadde et vekt tap opptil 10% innen 180
dager eller 5% opptil 30 dager. Nér denne terskelen blir nddd mé pasienten bli revurdert & fa en ny
ernerings plan. Prosjektet var beregnet som et rent observasjons studie og det skulle ikke innfore

noen forsknings-drevet intervensjoner. Alle som deltok i prosjektet ble holdt anonyme.
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4.3 Is it possible to increase weight and maintain the protein status of
debilitated elderly residents of nursing homes?
(Er det mulig & gke vekten og opprettholde protein status som er svekket hos de eldre beboerne pa

sykehjem?)

Omsorg for eldre personer i1 kroniske omsorg pleie er ofte vanskelig med de ern@ringsmessige
problemene som oppstar med tanke pa vekt tap og protein opptak som forverrer seg.

Det ble foretatt et forskningsprosjekt der 143 deltakere med en alder mellom 60 til 103 ar.
Forskningen strekker seg over en periode opp til 6 ar der deltagerne far tildelt et produkt opp til 6
ganger daglig. Produktet bestar av en sammensetning av ravarer(heyt protein og melkebasert) som
er vanlig & ha hjemme, derfor billigere en kommers produkter. Produktet ble gitt enten som en
pudding eller en milkshake eller som vaske for ror foring og fungerte som eneste kilde til nering.
Resultatet av prosjektet ble at de fleste av deltagerne fikk vekten okt med Skg 1 det forste dret, og
holdt seg stabil etterpd. Unntaket er de deltagerne som dede for 6 mnd etter oppstart. En
behandling over lang tid vil vise seg & vere effektiv og lannsom. Av de 143 deltagerne var det
ca.12% som levde mer en 3ar etter oppstart, med tanke pé at majoriteten av deltagerne hadde slutt
fasen av demens eller hatt slag sa ble resultatet bedre en forventet. Denne forskningen viser at det
er mulig & oke vekt og ivareta protein status som er svekket hos de eldre beboerne pa sykehjem pé

en enkel og billig mate for & gi den totale erneringsmessige stotten de trenger.

4.4 Testing the effect of specific orders to provide oral liqvid nutritional
supplements to nursing homes residents. A quality improvement
project

(Teste effekten av spesifikke ordrer til & gi kosttilskudd til sykehjemsbeboere. En kvalitets

forbedringsprosjekt.)

Kosttilskudd har effekt pa vektekning nar de blir gitt mellom méltidene enn sammen med maéltider
for ikke 4 erstatte kalori inntaket ved maltidene. Men fordi blir kosttilskudd oftest gitt ved
maéltider.

Observasjon studie av sykehjem har vist at neringstilskudd er gitt gjennomsnittlig mindre enn en
gang per dag, til tross legens anbefalinger for kosttilskudd to til tre ganger daglig.

Hensikten med prosjektet var a teste om a gke frekvensen med & gi protein drikk eller snacks

mellom maéltider vill forbedre resultatet i forhold til legens spesifikke ordre.
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4.5 Nursing home food services. Linkes with risk of malnutrition

(Sykehjemmenes ernarings service sammenlignet med faren for underernaring.)

Forskningen skal finne ut om det er en karakteristikk sammenheng mellom sykehjemmets
ern&rings service og beboernes fare for underernaring. Det var 38 sykehjem som deltok, der 132
beboere ble opp folgt. Aldersgruppen pa deltagerne var fra 65 ar og oppover. Alle som deltok var i
fare for a bli diagnoser som underernart. De ble intervjuet for 4 kartlegge deres mat vaner. For &
male faren for underernaring ble BMI og prosentvis vekt tap overtid registrert. Beboernes
journaler ble logg fort og ernerings lederne 1 de forskjellige institusjonene matte besvare
sperreundersokelser som ogsé ble logg fort. Avsluttet studie visser et klart behov til
sykehjemmene der de ber forandre noen aspekt angdende ernarings politikken. Noen av faktorene
kan vere & bearbeide menyen slik at tilbudet blir mer variert. Beboernes mat lys blir redusert ved

a ikke ha mulighet til & velge selv eller hvis innpakningen var ble for vanskelig.

5.0 Drofting

Med utgangspunkt i problemstillingen min "Hvordan kan sykepleiere forebygge at eldre pa
sykehjem ikke blir underernaert.” har jeg 6 forskjellige tiltak jeg vil drefte.

Sykepleierens ansvar i forhold til ernzering
Undervisning

Maltidrutiner

Vekt kontroll og miling av drikke

Milje

Kosttilskudd

5.1 Sykepleierens ansvar i forhold til ernzering

Vurdering av beboerens naringsbehov er minst like viktig som vurderingen av medisiner og

annen behandling

”Sykepleier har ansvar for & administrere forordnede medikamenter, observere virkninger og

bivirkninger samt fore kurve, kardex og medisinkort. Ernaringens betydning, notering om hva
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pasienten spiser og drikker, eller hvilken naringstoffer pasienten fér i seg i lopet av dagen, har
ikke alltid fatt samme oppmerksomhet. Vurderingen av den enkelte pasients naringsbehov ber

vere like selvfelgelig som vurderingen av medisiner og annen behandling” (Sortland, 2007)

I teoridelen sier Sortland at sykepleieren har et stort ansvar i forhold til & gi riktig ernering. Hva
kan vere drsaken til at de likevel ikke er like delaktige som de burde? En mulighet kan vaere at i
mange sykehjem er det flere hjelpepleiere eller ufaglerte og at sykepleierne er i fa tall. Da kan
ernaringen pa sykehjem fort bli en oppgave som ikke sykepleieren tar seg av, men hjelpepleier
eller kjokkenassistent. Der er kanskje fa av hjelpepleierne eller ufaglarte vikarer som har blitt
kurset i medisinhandtering, derfor faller dette ansvaret automatisk pa sykepleiere. Sykepleiere har
da ansvaret for dosering av medisiner og dele ut medisinene og eventuelt administrative oppgaver

som blir gjort under méltidene.

5.1.1 Observasjon, kartlegging og tiltak

Det er viktig at ernerings observasjon og vurdering av enkelt beboerens naringsbehov vurderes
og dekkes blir likesé viktig for en sykepleier som andre oppgaver rundt maltidrutinen. Her ma
kanskje sykepleierne bli flinkere til 4 planlegge dagen og dagens gjeremaél.

Sykepleierens oppgave ndr det gjelder ernzring i eldreomsorgen er & dekke beboerens
naeringsbehov sier Sortland. Det gjores pa flere mater etter som hva beboerens problem er.
Sykepleieren skal observere beboeren og observasjonen er viktig for videre arbeid.
Dokumentasjon og erneringsstatus burde vare en naturlig del av den kliniske undersokelsen og
behandlingstilbudet de eldre skal ha. Sykepleieren skal observere om hva problemet kan veare.
Personalets kliniske blikk er viktig i denne sammenheng. Har klarne blitt sterre og er maten blitt
urert. Har beboeren problemer med magen, dérlig spytterefleks, tyggevansker, hva beboeren liker
eller ikke liker av den maten han blir servert eller eventuelt taler og lignende. Sykepleieren ma ta
utgangspunkt i den maten beboeren er vant til. Slik lages en pleieplan som er et viktig redskap og
folge for & fa god kvalitet i arbeidet er mener Nina Jarhen Kristoffersen

Personer 1 erneringsmessig risiko burde hatt en individuell ernaringsplan med dokumentasjon om

erneringsstatus, behov, inntak og tiltak mener Nasjonale faglige retningslinjer.

17



5.1.2 Tidsfaktor

Tidsned i arbeidsdagen til sykepleiere pa sykehjem er ett opplyst tema, da dette kan vare grunner
til at erneering blir underprioritert. Det & forebygge underernaring er kanskje lettere & vike unna
nar det er tidsned. Men noe som kommer mer inn i dags skjema nar problemet allerede er tilstede.
Pleierne foler en tidsplan og enkelte dager kan vare travlere en andre med dérlig bemanning og

mye 4 gjore.

5.2 Undervisning

Sykepleiere skal kunne gi rdd og veiledning om hva den sunne vekten er i forhold til heyde og
alder. Vi skal ha god kunnskap om ernzring slik at vi kan tilberede naringsrik mat som vil dekke
de forskjellige naeringsbehov beboeren métte ha mener Nina Jarhen Kristoffersen

For & gjere god jobb trenger personalet tilstrekkelig kunnskap om kosthold og ernaring til eldre i
sykehjem. Det ber vaere en del av forskjellige undervisningstilbud til nyansatte og vikarer samt
vider og etterutdanning til faste ansatte. Undervisningstilbudet burde inneholde matens betydning,
underernaring og feil ernaring hos eldre, etiske problemstillinger rundt méltidene, hvor mye mat
trenger et eldre menneske, vurdering av naringbehov og dokumentasjon og observasjon av

beboerne sier Nina jarhen Kristoffersen. Dette er ogsa to av forsknings artiklene enig i.

5.2.1 Ufagleerte

Sykepleierne har en undervisende funksjon som gar ut pd at vi skal gi kunnskap innen fagfeltet 1
dette tilfelle ernering til de ufaglaerte vi jobber med som ikke har denne kunnskapen sier Nina
jarhen Kristoffersen. Det kan vi for eksempel gjore i internundervisning ute pa avdelingen 1

spesielle gitte situasjoner eller mann kan ha personalmeter om forskjellige temaer.

5.3 Maltidsrutiner

Sykepleieren skal ha bevisst ansvar for sin oppgave rundt beboeren ernaring og gi et godt tilbud

om mellommaltid samt faste maltider kommer det fram pé nettsiden til hev.oslo.kommune.no
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5.3.1 Hyppighet

Det er viktig med smé hyppige maltider for beboere og spesielt viktig for beboere som har hay
sykelighet. Det er viktig og vite hva slags mat som smaker og hva de taler a spise, for at de skal fa
tilstrekkelig naering.

Maten ber fordeles pa fire faste maltider og minst ett mellommaltid sies det pa nettsiden
hev.oslo.kommune.no. Muligheten til mat ber gis etter behov, ogsa utenom faste tider. Dette er
noe sykepleiere burde sparre beboerne om da de skjeden sper om mat seg. Dette observerte jeg
ute 1 praksis at beboerne skjeden spurte om mat da de fleste ikke ville vare til bry for

helsepersonalet.

5.3.2 Sammensetning

De fleste eldre orker kun sma porsjoner til hvert maltid. Ved liten matlyst er det spesielt viktig
med smé hyppige méltider. Det er viktig & ha god kunnskap om na&ringsinnholdet i maten som blir
servert slik at den kan dekke behovet til de eldre spesielt viktig er dette siden de ikke fér i seg s&
mye mat og gangen sier Sortland dette er Bjornastad som har skrevet artikkelen uten mat og

drikke ogsa enig i.

5.3.3 Sykdom og funksjonsvikt

Grunnen til at eldre er underernzert eller ligger i faresonen kan som en pédpekte i teoridelen vere
sykdom evt medisiner eller funksjonsvikt i kroppen sier Nina Jarhen Kristoffersen

Ofte har underernaring sammenheng med ulike sykdomstilstander. Sykdom og funksjonssvikt
gjor spising bade slitsomt og vanskelig og de eldre kan oppleve og ikke {4 tilstrekkelig hjelp til
tilrettelegging og spising.

A ha mulighet til 4 sette seg ned med pasienten under maltid er det ikke alle vaktene det er mulig
og fa dette til, da det kan vaere darlig bemanning. Da kan det hende at beboere som skulle ha fétt

hjelp til & spise ikke far dette tilbudet.
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5.3.4 Sykdom og matlyst

Tap av matlyst kan vare pd grunn av forskjellige sykdommer som eks. depresjon, forskjellige
krefttyper, kronisk hjerte og lungesykdommer, kronisk infeksjon, reumatisk muskelsykdom. Feler
man seg uvel spiller det inn pa apetitten.

Sviktende blodforsyning til tarmene kan gi sviktende naringsopptak. Lammelse 1 svelg og
soppinfeksjon i spiseroret kan gi svelg vansker. Hypertyrose, forstyrrelse i stoffomsetning kan gi
underernaring. Eldre kan ha nedsatt tyggeeftektivitet, det kan skyldes dérlige tenner eller protese
men ogsé redusert muskelstyrke i munnen sier Nina Jarhen Kristoffersen.

Forskjellige medisiner kan vare grunn til at matlysten forsvinner. Man kan vurdere a gi medisiner
pé andre tidspunkt pa dagen dersom dette kan la seg gjore. Vis vedkommende blir litt kvalm av
tablettene sd ma det gi an & gi den etter ett maltid og ikke for dersom tablettene ma gis ved mat.
Dette observerte jeg jeg ute 1 praksis. Der ble all medisin levert for maltid. Jeg spurte om det gikk
an a fa medisinen levert etter maltidet dersom kvalme eller matlyst forsvant av medisinen. Det
gikk an men det var bare i spesielle tilfeller da det var helt nedvendig p.g.a ett tettpakket program
personalet folgte. Jeg ogsé jobbet litt 1 helgene pa ett annet sykehjem der medisinen ble delt ut
etter maltider. S& det virker som det er forskjellig fra sykehjem til sykehjem. Det handler bare om

effektiv og godt planlagt arbeide mener jeg.

5.3.5 Hjelpemidler

Nér det gjelder behov for hjelpemidler som kan gjere spisesituasjonen enklere for pasienten, bor
man benytte seg av ergoterapi tjenesten til vurdering og veilede personalet. Nina Jarhen
Kristoffersen Jeg observerte ogsé dette ute i1 praksis at det var god samarbeid mellom de

forskjellige helseinstansene i kommunen.
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5.4 Miljo

5.4.1 Ro

Det at beboer sitter i en behagelig og i1 fine omgivelser under ett méltid mener jeg er med pa &
gjore at beboeren foler seg mer komfortabel. Dersom beboer sitter vondt vil han mestsannsynlig
stresse med & bli ferdig med maten og matlysten avtar. Dersom beboer foler ubehag og har vondt
kan det oke stress i matsituasjonen. I folge boken til Florence Nihtingale «handbok i sykepleie»
kommer det fram at rolige omgivelser er viktig. Ett maltid med fredfull stemning gjer at matlysten
oker. Rolige forhold rundt maltider gir mat ro og mer fokus pa maltidet. Uro under maltid kan
virke ubehagelig for beboer.

Dersom sykepleier driver med mange arbeidsoppgaver med stort ansvar og tidspress under
maltidene kan dette virke stressende pa beboer dette stotter ogsa forskningsartikkelsen om miljo

oppom.

5.4.2 Utlufting og stemning

Tilstrekkelig utlufting med behagelig temperatur og pent pyntet bord med ett lys eller flotte
blomster skaper en fin stemning rundt méltidet. Her er det viktig at sykepleier ikke nedprioriterer
stemningsituasjonen da den er veldig viktig for matlysten til beboeren. Sammen med veltilberet
mat og at beboer kan vaere med pa valget av mat som blir servert vil dette veere med pa og oke
matlysten til beboer. Like viktig som synet av maten er lukten og lyd. Dersom det er vond lukt og

mye stoy 1 lokalet vil matlysten kunne avta sier Florence Nihtingale i handbok i sykepleie.

5.4.3 Hygiene

Trivsel og hygiene spiller stor rolle 1 méltidsituasjoner. Hensikten med & ivareta sin personlige
hygiene er & oppleve velvare, fremme helse og forebygge sykdom mener Nina jare Kristoffersen.
Florence Nightingale var opptatt av at pasienter skulle vare rene og at omgivelsene skulle vere
rene dette ga okt livskvalitet for pasientene.

Ha det rent og pent samt vare ren nar man setter seg til et maltid er noe som jeg trur en var synes
er godt. Da er det deilig og fa servert mat i motsetning til at det er urent og skitnet i lokalet maten

blir servert og en er skitten pd kropp og 1 kleer. Men dersom beboeren blir kvalm om han mé opp
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av sengen for 4 vaske seg og ga eller bli trillet inn til matsalen, eller om han ogsé vil blir kvalm av
morgenstell 1 seng. Hva skal en prioritere da. Hygiene eller matinntak? Det gar an og kanskje
prove & gi beboeren kvalmestillende medisiner for morgenstellet begynner eller beboer kan fa mat
1 seng for man begynner 4 stelle vedkommende. Men derimot kan man jo prove & gjore det ekstra
koselig og rent i beboerens rom.

En gjenganger pd sykehjem som jeg la merke til i praksis var at personalet var veldig flink til &

vaske eller sprite seg pa hendene men de glemte beboerne. Noe a tenke pa....

5.4.4 Bordplassering

Bordplassering er viktig for beboer under maltid. Her er det mange hensyn som ma tas nir man
skal finne ut hvor beboer skal sitte, med at estetiske og praktiske hensyn kanskje gar foran det
sosiale. Dersom en beboer hoster og harker en del under maltidet kan dette vare til sesansje for
andre beboere blir han ofte plassert for seg selv for & skine béde seg selv og andre. Beboere som
er darlig til bens blir ofte plassert der det er lettest & komme til. Da kommer den sosiale
prioriteringen oftest til slutt. Sykepleier kan vurderer situasjonen til at beboer hadde mer en nokk
med & mestre spisingen at dette hensynet ble satt foran behovet for den sosiale sammenheng.

Det kan vere at nar det sosiale behovet beboerne har under et maltid, der de er vant til at familien
samles og det er haydepunktet for dagen og dette faller bort, faller ogsd lysten til & spise og kose
seg rundt maltidet bort. Noe som har vert ett av de viktigste pungene for beboerne tidligere 1
deres liv. Ut 1 fra fagartikkelen jeg fant om milje, var det forsket pa at dersom beboer pé et
sykehjem hadde sine parerende sammen med seg under méltider ble resultatet at de spiste mere

mat dette kom godt fram 1 en av forskningsartiklene jeg har valgt.

5.4.5 Kultur og vaner

Man ma se pé kultur og miljeo i maltidsituasjonene i sykehjem som ett viktig tema. Nar maten blir
servert mé sykepleieren ta utgangspunkt i omgivelsene og den sosiale rammen rundt maltidet.
Opplevelsen sa godt som religiose forhold ma veare like viktig som objektive krav til
naringstoffene sier bjernstad 1 artikelen Uten mat og drikke. Det kan vere litt dramatisk & lage for
eksempel taco pé torsdag til kosestund nér de eldre kanskje er vant til 4 kose seg med potetball

eller mglja.
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I forskningsartikkelen om miljo viste analyse av kvalitiativ data tre faktorer som hadde betydning
ndr det kom til hey energi og protein inntak. Det var tvang mating, parerende var til stede under

maltidene og medbestemmelse over foretrukket mat.

5.5 Vekt kontroll og madling av drikke

5.5.1 Veiing

Pé sykehjem skal beboerne veies en gang i ménen slik at sykepleierne kan folge med om det blir
store variasjoner i vekten og oftere regelmessig vektkontroll pd underernarte beboere og beboere
som er syke slik at man kan folge med om det oppstar uensket vekttap. Videre er det viktig med
tverrfaglig vurdering av situasjonen med lege og helsepersonell for a vurdere arsak til vekttap og
hvordan man best mulig kan hjelpe beboeren sier. Nina Jarhen Kristoffersen dette stotter
fagartiklene jeg fant om vekttap oppom.

Med et vekt tap & 5% eller mer pa en méned vil ha alvorlige folger sier forskningsartikkelen som

vekttap. Da er det viktig at vi vet nar dette skjer.

For at veiing skal komme inn i rutinene ma man igangsette tiltak med mal (pleieplan). Tiltakene
ma opp felges og det burde lages en oversikt over hvilke dager og nar tid pa dagen malingen skal
forega slik at en kan f4 en konkret maling. Avdelinger pa sykehjem ber ha en overordnet
mélsetting som gir foringen for dette arbeidet. Denne mélsettingen er et hjelpemiddel for &
konkretisere mal for livskvalitet knyttet til hver enkelt pasient. P4 denne maten trur jeg det vil bli
bedre for de ansatte da de har noe & forholde seg til. Det blir lettere pad den méten at nér det
kommer nye folk pa jobb har de en grundig oversikt over tiltakene slik at veiingen kan

kontrolleres likt videre framover.

Hva kan grunne veare for at vektfontroll pa noen sykehjem ikke blir gjort eller prioritert?
Om det kan komme av lite kunnskap og kanskje lite erfaring blant personalet eller for darlig tid,

lite bemanning og travle dager kan vaere grunner til dette.
For lite kunnskap om hvor viktig veiing er for kartlegging av vekttap som kan fore til

underernaring om en ikke kontrollerer dette, sammen med observasjon og kunnskap om ernzring.

For lite kunnskap kan ogsa skape negative holdninger at veiing kan bli bortkastet og belastende pa
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deres tidsplan. Kanskje disse sykehjemmene burde arrangere et lite kurs eller {4 besgk av

gjesteforelesere med god kunnskap og erfaring slik at en kan skape en positiv holdning til tiltaket.

Darlig tid kan vere en grunn. Pleierne foler en tidsplan og enkelte dager kan vere travlere en
andre med darlig bemanning og mye & gjore. Da veiing blir prioritert bort for det kanskje foles

som ett mindre viktig tiltak en andre gjeremal pa dagen som dusing, stelling, mat o.1.

5.5.2 Vaeske

For a opprettholde vaskebalansen er kroppen avhengig av a fa tilfort like mye vaske som

den taper gjennom svette, fordamping, utinding, urin og avfering sier Sortland

vi sd 1 teoridelen at sortland mente at dersom kroppen skal kunne fungere normalt ma
vaskemengden vare nogen lunde konstant. Kroppen ma ha like mye vaske som den taper sier
Sortland. Da er det viktig at sykepleier folger med hvor mye veaske beboer drikker i lopet av
dagen slik at vi kan forebygge at beboer ikke blir dehydrert. Dette stottes ogsa av Kristoffersen.

Naér jeg var ute i sykehjems praksis var dette et tiltak som ble godt opp folgt av helsepersonalet.
Det ble satt som et viktig mal at beboer ikke skulle komme innen for denne faresonen. Né kan jeg

ikke snakke for alle sykehjem da jeg bare var ute i praksis pa ett.

Da jeg var ute i sykehuspraksis fikk vi inn to pasienter fra to forskjellige sykehjem som kom inn
p.g.a. dehydrering og matte f4 vaeskebehandling. A fi vaskebehandling intravenest var ikke ett
tilbud som ble gitt pd disse sykehjemmet. Jeg husker det ble diskutert hoylytt bandt personalet pé
sykehuset da de mente dette er uhort, da sykepleiere pa sykehjem har samme utdanning som
sykepleiere pa sykehus og de skal vere godt nok kvalifisert til dette.

Pé sykehjem fikk jeg som svar da jeg spurte om dette, at det ikke alltid var sykepleiere pé alle
vaktene og da var det ikke ansvarlig og gi intravenest behandling da det var ufaglerte som ikke

var kvalifisert til dette pd vaktene og at den beste lesningen var & sende beboerne pa sykehus.
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5.6 Kosttilskudd

Kosttilskudd er bra for beboere med neeringsmessig problem. Dette er et tilbud som beboere burde
hatt tilgang til i alle sykehjem synes jeg. Hva kan grunnen vere til at dette ikke er ett tilbud i flere
sykehjem? Kosttilskudd drikker kan vere dyre, dette kan vaere at flere sykehjem ikke har dette
som ett tilbud.

Det er mulighet og oke vekten og preve gjenopprette proteinstatus til beboere pa sykehjem som er
underernart eller i faresonen ved a gi beboerne ekstra méltid med ett sammensatt produkt med
ravarer av hey protein og melkebaserte produkter som er billigere. Forskningen viser at det er
mulig 4 gke vekt og ivareta protein status som er svekket hos de eldre beboerne péd sykehjem pa en
enkel og billig mate for & gi den totale erneringsmessige stotten de trenger sier forskningsartikkel
om kosttilskudd.

Beboere som vakner om natten og tidlig om morgenen burde fa ett tilbud om et lite maltid med
eks. yoghurt , banan eller havregret kommer det fram pé nettsiden hev.oslo.kommune.no som er
med pa og stoppe kroppen med a teere pé fett og muskler sier Bjornastad i artikkelen han har
skrevet Uten mat og drikke.

Kosttilskudd har heyere effekt pa vektekning nar de blir gitt mellom maltidene enn sammen med
maltidene da de fort kan bli en erstatning for maten og ikke ett tillegg sier Forskningsatikkel om
kosttilskudd

Det som kan veare negativt med & gi kosttilskudd mellom méltidene er at det kan ta vekk

sultfelelsen fra beboerne til de faste méltidene og de spiser mindre da.

Observasjon studie av sykehjem har vist at naeringstilskudd er gitt gjennomsnittlig mindre en en
gang per dag, fordi om legens anbefalinger om mer kommer det fram i forskningsartikkel om
kosttilskudd Det som er grunnen til det trur jeg er at kosttilskudd ikke er sd utbredt og at sykehjem
ikke har nokk informasjon og tilbud om disse produktene.

Kosttilskudd eker energi og proteininntaket og skal vare ett tilskudd til normalkost ikke en
erstatning som det kommer godt fram i forskningsartikkelen dette stotter ogsa Sortland oppom.
Kosttilskudd er en samlebetegnelse for naturlig og syntetisk fremstilte produkter med spesielt hayt
innhold av enkelte neringstoffer. Regulering og godkjenning av kosttilskudd er underlagt Statns

naringsmiddeltilsyn. (Sortland 2007)
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Konklusjon

I denne oppgave provde jeg & finne ut hvordan sykepleiere kan forebygge underernaring hos eldre
beboere pa sykehjem. Da dette er noe jeg interesserer meg for. Jeg kan ikke skjenne hvorfor, nar

vi lever 1 2009 at det enda der pasienter pa sykehjem 1 Norge av underernaring.

Konklusjonen jeg har kommet fram til i min oppgave er at sykepleiere mé bli flinkere til 4 jobbe
med forebyggende prosedyrer og tilrettelegging og gjennomfering av maltider da sykepleierne
ofte har lite med maéltider & gjore. De er ofte opptatt av generelle sykepleieroppgaver og utdeling
av medisiner. Erneringsarbeidet blir ofte overlatt til hjelpepleiere eller ufaglerte. Siden ernaring

er et sa viktig tema synes jeg det er viktig at sykepleierne tar mere ansvar for dette.

Det er sa mange forskjellige fenomener som spiller inn pa hvorfor beboere i sykehjem blir
underernart. Da er det viktig at vi som sykepleiere har kunnskapen og muligheten & kunne sette
oss inn 1 hver enkelt beboer tilfelle og finne ut hvor problemet ligger slik at vi kan forebygge dette
og i de tilfellene det allerede er oppstatt underernaring skal vi kunne behandle dette. Samt
undervise de som er ufaglerte slik at ndr det ikke alltid er sykepleier til stede kan personalet jobbe

videre med beboerne slik at de far ett helt og fult helsetilbud.
@kt fokus pa kunnskap om ernaring og forebygging burde det vaere bade i sykepleierutdanningen

og etterutdanning for sykepleiere og annet helsepersonell da jeg trur vi har en tendens til &

glemme hvor viktig ernaring er for helse og velveare.
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Dynamics of nutrition care
among nursing home residents
who are eating poorly

CAROL PORTER, PhD, RO, FADA, ELLEN 8. SCHELL, PR, RN,
JEANIE KAYSER-JONES, PRD, kN; STEVEN M. PAUL, PRD

alnutrition is a common peoblem
Mnmﬁng nursing home residentsand
profoundly influences physical
hesalth anid gualicy of life {1-7). When
resilents cat poordy or lose weight, nu-
trilion supplementation may be pre-
aeribed. Litde is known, however, about
the effectiveness of this intervention or
about the dynamics of nutrition care,
snch as how, why, and when people cat
and how the process of eating atfects
their lives. The research reported here
whg part of a larger 5-year anthropologi-
cal study investigating the social, cul-
tural, environumental, and clinical factors
that influenced eating hehavinr bn nurs-
ing homes The study was approved by
the Cormmittes on Homan Research,
University of California, San Franciscn.
This article presents quantitative and
gualitative data on @ subgroup of 38 of
1400 nuraing home residents who wer:
eating poorly. Fludings illustrate how
quantitative data (eg, nutrient intake)
and gualitative data (eg, interactions
during mealtime) complement each ether
in furthering our understanding of nutri-
tinm problems in nursing homes.

. Furler i divecior of Nulrition
Servieas and (Hetetic Intemship,
ninergity of Colifornic Saw
Fraiecisen Medical Center, [/CSF'
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afessorin the Deparimes of
Plrysiological Nursing and Medwal
Anthyropology Prograne;, and

& M Pawl iz a senfor statistician i
tho School of Nursing, University of
Colfornia, San Franciseo.
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Deparment of Physiologioal
Mursing, University of Caliiornia,
Sun Frenciscs, Box 0610, Sar
Frernelsen, CA 241453
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METHODS

Mutritional risk in nursing home resi-
dents was defined as (a) eating WM or
less of food served for 2 days or more, or
(b)) weight. logs of 5 b in 1 monch i chose
weighing 100 Ibormoreor 2 [bin 1 month
for those weighing less than 100 1.

Research assistants were Craived to
obgerve and record all food, supplermants,
and vitamin and mineral preparations
taken by each resident over a 3-day pe-
riod, A detailed description of the meth-
adology, including methods used 1o de-
termine divtary intake, is presented else
where (8,9),

Energy and protein needs were calou-
lated by Lhe facility dietitian using 1he
Harris-Benedicl equation (100) and the
1989 Recommended Dietary Allowsnces
{11}, Data were then adjusted for activ
ity and clinical status.” The need for vita-
mins and mincrals was not estimated by
the facility dietitians; thus, the intake of
thiese nutrients was compared with the
appropriate Dictary Reference Intakes
for age and gender (11-133).

Residents wereseparated into 3 groups
on the basis of the relationship of their
average energdy consumplion during i he
J days to the distitian's estimate of their
need: low intake, B0% or less; moderate
intake, D1% to 145%; and high intake,
150% or more.

'Energy meed: A factor of x 1.3 was used for
ambulatory residenls, = 125 For chair-bsonad
reaidents, ® 1.2 for bed-bound residents, el
1,8 for residenis whe paced eonsiant iy, For
stage L, 1T, or IV decubitus uleers, factors of
w |2 % 1.4, oand = LG wers used, mospeciively.
A factor of x 1.2 wis used [or mfsetion. Pro-
tein need: For stace (L 0 or 1Y decabsios
ubeers, 12, 14, or 1.6 g provein per kilogram
per day was used (o estimate need; 12 g
protein per kilogram per doy was used Lo
estimate need in regidents with an infection
or serurm albumin less than 3.0 gidL. To con-
wirrt @i/l albumin to gidL, muodbiply @/l by 0.1,
“Tor conven @Al alburnin bo /L. multiply gadl
by 10

T T LT T T TP sees

Differences in inlerval-level variables
were compared across Lhe low-, moder-
ate-, and high-intake groups using | -way
analysis nfvariance. A conlras! Pealue of
(16T was necessary for statistical sig-
nificance. Dilferences in nominal vari-
ukrles were compared using x* analysis. A
prabability of P<.05 was used to deter-
mine significant differeness imthese data.

Participant observation was the strat-
ey used to collect qualitalive data. Field
netes were read, coded, and analyzed in
anattempt to identify typical character-
isties of food consumption and patterns
rl interaction amang residents and thetr
varogivers {14-18).

RESULTS AND DISCUSSION

Table | presents descriptive data and
shows Lhal groups were similar, except
for cognitive impairment. The low-in-
take group had significantly less cogni-
tive impadrment than the moderate- or
high-inake groups.

Table 2 presents enetgy and nutrient
intake data. Significant differences
ampng the groups were noled in protein
intake. Eight of the residents in the low-
intake group consumed less than two
thirds of the amount of protein recom-
mended by the facility dietitian. There
were no signifficant differences in vita-
mitn Intake among the 3 groups because
of the high proportlen of residents re-
ceiving vitamin supplements, Total min-
eral intake was particularly poor in the
levwrintake group. Unlike vitamins, min-
eralsupplements were rurely preseribed.
Seven residents in the low-intake group
consumed leas than two thirds of the DRI
for & or more minerals.,

OF the 38 residents, 22 received more
than 0% of their total energy need from
commercial liguid supplements. In some
cages these supplements replaced food
o were taken even when food intake was
adequate. Fourteen residents (6 in the
high-intake group, 8 in the moderate-
mtake group) received more than 20% of
their pnergy and protein needs from
supplements, even thuugh food was al-
ready providing more than their cst
mated needs.

Qualitative data enhanced the quanti-
fative data by describing the conse-
aquences for residents when liguid supple-
ments were used. For example, when
mieals were placed belfore ane reésident,
he drank the supplerment Swilt |}', ate the
ice cream, and left the table. Rather than
encouraging him to eat regular food, or
asking if there was anything else they
could provide, staff accepled his behav
inr, Somotimes they sctthe canof supple-
ment before him without offecing any
fond. For this resident, mealtime was

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Tabie 1

Crescriplive data far 3 groups of nuesing home rasidents (n=34)

Variabhe Low- Moderate- Hign- Analysis of varlance
imtake inake Intake E [
group group graup
n=11) i 16) (n=11)

(5]

NS
--':1.|-||-- \r-.--.|u i h :::;!'1_4. : 24 ; F
Aoy rass incles (B 20804 LR ] cvR| oir HS

Kantsd skalug sooie’

Ealing deparoency

7 (=)
a B
w

i analvsis of varanse indicaled & 5
0167 wras necessany kn i

Ihasa vanabh

110 WD aeth kowar values N Ehng o

enzaime of multigle Compansons, B oonlrast prabat

Ditterence” Ditterence Ditference
betwaan batwaen behwean
lowe and low and maoderale
maderate high and high
005" P P 818

reduced to drinking a can of supplement
and eating a dish of ice crean.,

Analysis of qualitative data revealed 3
factors that contributed to a moderate 1o
high intake of energy and protein relative
to the dietitians’ estimates of nead: force-
feeding of residents, family assistance at
mealtimes, and provision of preferred foods.

Six residents (4 in the high-iniake
group, 2 in the moderate-intake group)
were repeatedly force-fed, especially on
the evening shift. When staffing was re-
duced, averburdened certified nursing
aszistants {CNAs) struggled to give allof
the residents some food. On a special-
caredementia unit, 2 CHAs were respon-
sible for feeding 10 to 14 severely im-
paired residents. Many of these residents
had swallowing difficulties; all needed o
be fed slowly and carefully. Pressed for
time, the CHAs mixed residents’ pureed
faod into their milk of supplements and
forced them to drink the mixture. Force-
feeding was most frequently inflicted on
the most cognitively impaired residents,
Residents who were less impaired were
generally left o fend for theniselves, even
though many required help and encour-
agement. This finding may explain why
the group that had the least cognitive
impairment also had the lowest intake,

In some cases, family assistance at
mealtime was responsible for adoequate

dietary intake. The high- and o erate-
inlake groups each had 2 residents whose
farnilies took an active parl in assisting
them. (ne resident was extremely thin
and frail. With careful coaxing, her sis-
ter-in-law, who visited at the nursing
home several hours daily, was able 1o
encourage her to take enough foud Lo
prevenl further weight loss, Other family
members browght in special fods or hired
extra help to ensure that their relatives
wauld be fed.

On the other hand, a resident whose
nephew rarely visited had no advocate.
She ate her meals in bed, alone and
dispirited. Her vision was impaired; she
struggled to find her fork and to Bt the
ood Lo her mouth with trembling hancds.
She ofien stated that she was hungry
and, peeasionally when given help by the
stall, she ate well,

A Chinese man fell into the moderate-
intake category only because during the
J-clay dietary analysis on one day he ate
asingle, large meal even though intake at
other meals was poor. Aithough accord-
ing Lo our analysis he was obtaining more
than his estimated energy need, his
weight fell from 46 kg at the time ol
admission to 32 kg at his death, He pre-
ferred Chinese food, which was not served
i the nursing home, A Chinese adult day
health center arranged [or transport to

the site at lunchtime once or twice weekly.
On the day we ohserved his dietary in-
take at this centar, he ate all of the food
servedd plus a quart of wonfon soup
brought in by a relative. Providing cthnic
foml ab the center was an excellent idea,
but visits to the center were infrequent

This study produeced 3 major findings.
Firat, preseription of supplements lor
these pursing home residents appeared
to be haphazard; when nutrienl intake
Teann Teod was inadequate, vitamins, but
not minerals were usually ordered, Sec-
onicl, lquid supplements were used by
many residents; often they replaced [ood
or were consumed ever when foad in-
take was satisfactory. Three, adequale
intake was achieved through dongerous,
urpleasant, and unethical force-lfecding
aswellas thrmigh sale and pleasant strat-
edies.

APPLICATIONS

» Dietetics professionals aften locus on
assessing enerdy and protein needs,

Jonemitl of THE AMERIUAN DIETETIE ASSOCIATION / 1445
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Table 2

Hursing nerne residents’ average daiy intake ol energy and nuinents from al sources (n

Energy Energy Lowr- Moderate- High- Analyals of

and and Intake intake Inlake varlance

nutrient nukrignt group graup group F P
naed* =11} [A=16) [n=11]

Energy o) | 1306=199  68D=aa7 1 G4Bcoa1 2

Enargy thoalfgh 2ed 3544

;;;rl 141 P;_D."' I'!-

Fratain gy

1100

4EA= 12
'3'1'?‘
Cabcim {mg) 1200 Bl 2300
rAagresim [mg) 333 =54 o
2o img) 124=10

-r.'lr.rg:f' H 3]
er

"t analyais of varianca ndicated &
o P 067 was necassary for b

i
E
Z
B
a
L
<
&
B
=]

ralimel gojuvaens
S nicd signihcan

analyis

mg zine par day, wih sgnibc

pretain naads tased on facdly detibars

Bhe mmodedaio - ¥
% diffarerces batweasn the low- ol inGderale-nm gk grovps (P= (000

53 = 404
1Th e
| 1BF =417
319204
210269

latons, e ranrient fads Dasod on D

= 08}, padrwise conirasis awr perice

* mgnilicant awsen are ntcated with an agien:

gt Jroup consurmed 16 4+

Differenca™  Ditferance  Difference
bepwean between betwesn
low and tow and moderate
moderale high and high
F= 0005 P O

B 005" [<F

e D00 L

e (00E 074
y Belarance Intakes (11) adjusied o age a0 Gan-
a1 of Bl COMUANSONS 8 conrasl probal:-

% g InS0, =80 mg Znj !
ki greup consumed 15444 6
h-miake groups (P 003)

Emphasis must also be placed on evalu-
ating the need and intake of other nutri-
ents, such as mirerals, [l augmentationis
needed, preparations containing both
vitamnins and minerals should be pre-
seribed.

m As a key member of the health care
Leam responsible forthe nulrition of nurs-
ing home residents, dietelics profession-
als should consider the potential ben-
efiteaswell 23 any negative consequences
of liquid supplements an foed consump-
tion and quality of life, Use of supple-
ments as a substitute for food deprives
residents of one of their last remaining
pleasures, the enjoyment of food of their
choice. If supplements are prescribed,
nursing and dietetics professionals must
evaluate Lheir use to ensure that they are
not a substitute for feod.

® The use of force-feeding was the most
disturbing finding of our study. Because
they wanted residents (o consume most
of their food, CNAs often resorted to
feeding methods that were ethically ques-
tionable and dangerous, especially for
residents with dysphagia. Dietetics pro-
fessionals and registered nurses must
actively supervise dining areas so that
proper feeding techniques are used. Fur-
thermore, they must help CNAs under-
stand the value of mealtime asa pleasant
social experience, and they must advo-
cate for adequate staffing ratios.

1446 [ November 1999 Volume 99 Number 11

& Diligent family involvement increased
residents’ dietary intake. Many residents,
however, lacked such support. Efforts by
family members who wish to participate
in carggiving should be encouraged, and
they should be taught safe and effective
feeding technigues. Nevertheless, the
reaponaibility for appropriate, thought-
ful, and skillful mealtime care is that of
physicians, nurses, dietetics profession-
als, and CNAs.
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Abstract

Purpose: Links between food service characteristics and
residents’ risk of malnutrition were examined.

Methods: Cognitively intact residents meeting inclusion cri-
teria and living in one of 38 participating nursing homes were
randomly sampled. The final sample consisted of 132 residents,
who were screened for risk of malnutrition and completed a
face-to-face interview questionnaire about dining experiences.
Additional data came from participants’ medical charts, and
each institution’s food service manager completed a written
questionnaire. Frequencies and logistic regressions were used
to describe the sample and to examine relationships between
risk of malnutrition and food service characteristics.

Results: Overall, 37.4% of participants were at risk of mal-
nutrition. Food service factors, including food packages, lids, and
dishes that were difficult to manipulate (B=0.285, p=0.009), bulk
food-delivery systems (B=1.329, p=0.036), averall food satisfaction
(B=0.253, p=0.044), menu cycle length (B=-2.162, p=0.003),
and porcelain dishes (B=-0.345, p=0.052), all were significantly
associated with risk of malnutrition.

Conclusions: Our findings clearly show a need for nursing
homes to modify certain aspects of food service that may increase
the risk of malnuuition among cognitively intact residents.
(Can ] Diet Prac Res 2007;68:14-20)

Résumé

Objectif. Les relations enwre les caractéristiques du service
alimentaire et le risque de malnutridon chez des résidents ont
€té examinées.

Méthodes. Des résidents aux capacités cognitives normales,
satisfaisant aux critéres d'admission et vivant dans I'un des 38
centres d’hébergement participant & I'éude, ont fait 1'objet
d'un échanullonnage aléatoire. Les 132 résidents de I'échantl-
lon final ont subi une évaluation quant au risque de malnutri-
tion et répondu a un questionnaire sur leur alimentation par
entreviie en personne. Les dossiers médicaux ont fourni des
données supplémentaires, et le directeur du service alimentaire
de chaque centre a rempli un questionnaire. Des analyses de
fréquence et des régressions logistiques ont été utilisées pour
décrire I"échantillon et examiner les relations entre le risque
de malnutrition et les caractéristiques du service alimentaire.

Résultats. Au total, 37,4 % des participants présentaient un
risque de malnutrition. Des facteurs liés au service alimentaire,
notamment les emballages, couvercles et contenants difficiles a
manipuler (3=0,285, p=0,009), un sysiéme de disuribution en vrac
(B=1.329, p=0,036), la satisfaction genérale & I'égard des aliments
(B=0.253, p=0,044). la longuenr du cycle de menus (B=-2,162,
p=0,003) ct la vaisselle de porcelaine (B=-0,345, p=0,052) étaient
tous associés significativement au risque de malnutrition.

Conclusions. Nos résultats montrent clairement que les cen-
tres d'hébergement doivent modifier certains aspects du ser-
vice alimentaire qui peuvent accroitre le risque de malnutrition
chez les résidents qui ne présentent pas de problémes cognitifs.
(Rev can prat rech diétét 2007:68:14-20)

INTRODUCTION

A large percentage (39% to 61%) of elderly nursing
home residents are at risk of or suffer from proteincnergy
malnutrition (PEM) (1-4). Seniors are particularly predis-
posed to PEM because of agerelated causative Factors, such as
a general decline in health, increased dependence, and poor
oral health (2,4,5). Physiological and psychological determi-
nants of malnutrition and the consequences o’ malnutridon
are quite welt known (6.7). However, studies have not yet
demonstrated whether institutional factors, such as those
related to food service, could help decrease malnutrition
and improve quality of life in the institutionalized elderly.

Researchers have begun to identify certain food service
factors that could affect risk of malnuuiton. Abbasi et al.
(8) found that limited menu choices could influence

malnutrition, while Bernstein et al. (9) found that a highly
auded diet in clderly nursing home residents was associated
with better nutritional status.

Certain institntionalized clderly have a feeling of power-
lessness when it comes to food. One study indicated that
residents were less satistied with certain food service char-
acteristics, such as liberty to choose one's food or one's
cating places, access to food, and ability to season food o
taste (10). Others suggested that certain factors in long-term
care (LTC), such as monotonous meals, unappetizing
appearance of some foods, unfamiliar food choices, cultural
preferences, and dining aumosphere could affect residents’
food intake (2,7,11,12).

Malnutrition can have severe consequences for an elderly

4 Revue camadienne de Ta pratique e de loecherche en digtétique = Vol 68 0™ 1, printemps 2007
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study can determine weight loss over time from weights

taken six or more months earlier.
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Table 1
Study participants' sociodemographic, medical, and dietary characteristics

Characteristics Total participants (n=132)
n %

Age

<85 years 71 53.8

+85 years 61 46.2
Gender

Male 29 220

Female 103 78.0
Partially or totally edentulous without dentures 17 129
Conditions that affect nutritional status (z4) 29 220
Medications that affect nutritional status (25) 94 71.2
Food allergies 17 129
Mobility

Total assistance 13 9.8

Partial assistance (cane, walker, wheelchair) 95 72.0
Size of institution

069 beds 47 35.6

70-109 beds 44 33.3

2110 beds 41 31.1

n = number

of malnutrition. The average BMI
was much lower for participants at
risk (25.1 kg/m?) than for participants
not at risk (30.0 kg/m?). Age, gender,
and number of conditions that affect
nutritional status did not differ between
at-risk and notat-risk participants.

The average length of stay in the
homes was 5.6 years. While at-risk
participants had lived there six months
longer on average, this finding was
not significant. Table 1 lists partici-
pants’ sociodemographic, medical,
and dietary characteristics. Food and
menu characteristics for participants
are presented in Table 2,

To determine the number of solid
snacks available to residents, we tallied
the sum of all regularly offered solid
snacks. Solid snacks ranged from sand-
wiches to cheese and crackers, Overall
food satisfaction was measured by
summing responses to four questions
related to food quality (i.e., tempera-
ture, variety, smell, and taste). Difficulty
manipulating dishes, lids, and foed
packaging was measured by adding

responses to three questions on per-
ceived level of difficulty with utensils
(dishes), lids, and food packages.

For the multivariate analysis, tray
food-delivery systems, including heated
base and dome, insulated tray, and
cart with heated and cold sections,
were grouped together, and bulk
delivery systems, including cart-bulk
and steam tables, were combined.
The logistic regression results pre-
sented in Table 3 reflect the predicted
probability with the different individual
and food service characteristics that
a given resident would be at risk of
malnutrition, while controlling for all
other factors in the model. Several
regression models were tested, which
permitted us to eliminate many
insignificant variables from the final
model. For example, the number of
conditions affecting nutritional status
was consistently insignificant in all
models tested, and therefore this
variable was eliminated.

Two individual factors were signifi-
cantly associated with risk: medications

{SEARCH

and food allergies. The risk of mal-
nutrition decreased as the number
of medications that affect nutritional
status increased (B=0.265, p=0.006).
An increased number of food allergies
was found to increase risk of mal-
nutrition (f= 0.917, p=0.022).

Food service factors that significantly
increased the probability of being at
risk of malnutrition included difficulty
manipulating dishes, lids, and food
packaging (§=0.285, p=0.009), bulk
food-delivery systems (p=1.329,
p=0.036), and overall food satisfaction
(B=0.253, p=0.044). A longer menu
cycle (B=-2.162, p=0.003) and the
use of porcelain dishes (f=-0.345,
p=0.052) significantly decreased the
probability of being at risk of malnu-
trition. The logistic regression
model correctly classified 70.8% of
study participants as being either at
risk or not at risk of malnutrition,

DISCUSSION

This study presents a portrait of
food service practices in NB nursing
homes. Before this study, very limited
information existed on nursing home
food service practices, and no investi-
gators appear to have atternpted to link
food service characteristics with risk
of malnutrition. Our findings support
the hypothesis that potential links exist
between certain food service practices
and the risk of malnutrition in cogni-
tively intact residents in LTC facilities
(2,7-12).

The overall risk of malnutrition
identified is similar to that observed
in other studies among nursing home
populations (1,2). However, the risk
in our sample of cognitively intact
residents is quite low when compared
with that among cognitively impaired
residents. One recent study found
that, of nursing home residents at
risk of malnutrition, 69.9% had
dementia (24).

Medication use
Surprisingly, an increased con-
sumption of medications found to
affect nutritional status (2,21) was
associated with a decreased risk of
malnutrition in our study. Previous
studies have shown that overnour-
ished elderly patients in an LTC
hospital were cons

wfing significantly
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Table 2

Food service characteristics and participants’
characteristics in relation to food service

Variables Total participants (n=132)

n

%

Food service characteristics

Menu compoasition
Menu cycle length
- 28 days
- 21 days
No seasonal menu offered
1 main dish offered per meal (regular menu)
1 main dish offered per meal (pureed menu)
<1 main dish offered per meal (no-salt menu)
Special foods on special occasions (sometimes-never)!
Type of food available
Access to snacks (sometimes-never)!
Number of solid snacks available (<3)
Access to fresh “raw” vegetables (sometimes-never)!
Access to fresh fruits (sometimes-never)!

Menu selection
Menu selection by
- residents themselves
- computer, according to residents’ preferences

- staff and/or family

Menu chosen

- at meals

- 1-6 days before meals

- when menu cycle changes

- upon admission

Meal delivery

Time between breakfast and lunch 2 3.5 hours
Time between lunch and supper 24.5 hours
Time between supper and breakfast 214.5 hours
Can have meal replaced (sometimes-never)!

Food distribution system
Food delivery system (n=128):
-Bulk delivery
-Tray delivery
Type of dish material (n=128):
- Insulated plastic only
- Porcelain and insulated plastic
- Porcelain only
Participants’ characteristics
Diet
Texture-modified menu
Therapeutic menu
Perception of food service
Not satisfied with food!
Food temperature inadequate (always-often)!
Leaves food on plate (always-often)!
Food preferences not respected!
Overall food satisfaction — quality (sometimes-never)!
Dishes, lids, and packages difficult to manipulate!

102
94

78
94

20
50

63

61

18

59
16

17

67

43

43
85

33

59

38

50
23
10
51

713

25.8

155
379
68.2
477

46.2

13.6

44.7
12.1

12.9

52,3
313
33.6
12.4

33.6
66.4

25.8
28.1
46.1

36.4
54.5

28.8
11.4
37.9
17.4

38.6

1Data obtained from face-to-face interviews with participants
n = number

ESEARCH
ECHERCHE

more medications than were under-
nourished patients (4). Possibly certain
medications that were documented in
residents’ medical charts were given
on a “take only as needed” basis, and
therefore did not produce the expected
negative effect. In addition, certain
residents who were taking many
medications may also have been given
oral liquid nutrition supplements as a
preventive measure, or their medica-
tions could have been administered
with an oral supplement or other
nourishment that may have increased
energy intake, This likely would have
reduced the risk of malnutrition.
Unfortunately, nutrition supplement
intake was not measured in our study.

Food allergies

The number of food allergies was
related to risk of malnutrition in our
sample. Although we did not find any
previous studies linking food allergies
to risk of malnutrition, we suspect that
residents with allergies may be afraid of
suffering an allergic reaction to foods
and thus may tend to be too selective
about what they eat, or even decide to
limit their food intake,

Dishes, lids, and packaging

Results also show that risk of mal-
nutrition increased when dishes, lids,
and food packages were judged difficult
to manipulate. Lilley and Gaudet-
Leblanc (12) suggested that individual
portion packages and hard-to-handle
tableware can increase stress at meal-
time, and thereby decrease food intake.
Opening food packages, serving foods
that are not in packages, and removing
lids from bowls or cups before serving
could promote adequate nutritional
intake in this population. Staff, volun-
teers, and families who assist residents
during mealtime should also be made
aware of and trained to recognize and
intervene when a resident is having
some difficulty during meals.

Delivery systems

The use of bulk food delivery
systems also increased risk of mal-
nutrition in our sample of cognitively
intact residents. However, Shatenstein
and Ferland (25) found that nursing
home residents increased their energy
consumption after the introduction of

Canadian Journal of Dietetic Practice and Research — Vol 68 No 1, Spring 2007
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Table 3
Characteristics associated with risk of malnutrition!
Predictors B SE Wald pvalue  95%
exp (b)

Individual predictors

Number of medications that affect nutritional status 0.265 0.095 7.707 0.006 0.768

Number of food allergies 0.917 0.401 5,237 0.022 2,502

Poor dentition 0.057 0.299 0.037 0.848 1.059
Food service predictors

Menu cycle length -2.162 0.739 8.564 0.003 0.115

Difficulty manipulating dishes, lids, and packages 0.285 0.109 6.832 0.009 1.529

Bulk food-delivery system 1.329 0.635 4.384 0.036 3.776

Overall food satisfaction - quality 0.253 0.126 4.063 0.044 1.288

Porcelain dishes -0.345 0.178 3.772 0.052 0.708

No respect for food preferences 0.392 0.219 3.197 0.074 1.480

Number of main dishes {.485 0.291 2.781 0.095 0.616

Texwre-modified menu 0.698 0.520 1.804 0.179 2,010

Seasonal menu revision 0.026 0.019 1.768 0.184 1.026

Meal replaced when desired 0.274 0.361 0.577 0.447 1316

Therapeutic menu 0.350 0.498 0.494 0.482 0.705
Constant -2.530 2.787 0.824 0.364 0.080

1As determined by logistic regression (n=112)

B = beta coefficient; exp = exponent; n = number; SE = standard error
Nagelkirke R?=0,371

Degree of freedom equals (1) for each variable entered in the model

a decentralized bulk food-portioning meal service,
although they observed no change in residents’ weight.
We postulate that when residents eat in dining rooms or
cafeterias where food is served in bulk, they may tend to
choose smaller portions; however, it is still unclear how the
actual food delivery system influences risk of malnutrition.
Further examination of this variable is required.

Satisfaction with food/food preferences

The standard assumption is that residents who are satisfied
with food will consume adequate quantities, but we found
that overall food satisfaction increased risk of malnutrition,
It could be that malnourished residents are indeed very
satisfied with the foods that they actually consume, but
they may tend to leave large portions of disliked foods on
their plates, Perhaps malnourished residents are afraid to
complain about the food, or they may exaggerate their
satisfaction as a way to “please” staff, In fact, in a recent
Evans and Crogan study (26), 65% of residents reported
that they did not complain about the food as a way to
enhance their satsfaction with meals. Residents who directly
divulge their food dissatisfaction to staff may more frequently
receive foods they prefer, which thus increases their appetite
and nutritional status,

Respect for food preferences and being able to change
food choices have been hypothesized to influence food
intake and satisfaction (7,10). In fact, a recent study showed
that 52% of residents reported receiving foods they hated,
but only 75% felt comfortable refusing food that they did
not like (26). Seniors who are served unfamiliar foods or
foods that they do not like may refuse to eat (7). However,
we found no statistically significant relationships between risk
of malnutrition and respect for food preferences or ability
to change food choices. As noted previously, dissatisfied
residents who divulge their dissatisfaction may help increase
staff respect for their food preferences, and thus increase
their food intake.

Menu cycle

Risk of malnutrition was found to decrease with a longer
menu cycle (28 days) versus a shorter cycle (21 days). This
could result from an increased variety of foods and reduced
monotony. Griep et al, (2) have suggested that a monotonous
diet can decrease food consumption in elderly populations.
Bernstein et al, (9) found that when food variety increases,
energy intake also increases. Providing several choices per
meal also tends to enhance food satisfaction and gives a sense
of control (7). Nevertheless, our results did not show any
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specific link between risk of malnutrition and number of
main dishes offered per meal, or seasonal menu revisions.

Dishware

Our results also show a decreased risk of malnutrition
when porcelain-type dishware was used. Nearly half the
participants lived in LTC facilities that were using porcelain-
type dishware, and 28.1% lived in facilities that used both
porcelain and insulated plastic dishes. Hackes et al. (27) have
suggested that using china dishes during meal service could
decrease food waste in LTC. Indeed, porcelain dishes may
give residents the feeling of being at home, while insulated
plastic dishes could have the opposite effect, making them
feel like patients in a hospital. Plastic dishes could also affect
the taste of food and beverages.

Dietary restrictions

Surprisingly, certain food service characteristics that have
often been hypothetically linked to risk of malnutrition were
not significantly related to risk among this sample of cogni-
tively intact residents, Dietary restrictions have been suggested
to increase malnutrition in elderly populations (7,8,12,28).
Buckler et al. (28) found that 75.2% of nursing home patients
with low levels of serum albumin had restricted diets. Most
of the diets identified in our study were diabetic, low-calorie,
low-at, or reduced sodium diets. The use of these diets, which
are meant to control body weight, blood glucose, blood lipids,
and hypertension, would not likely contribute to malnutrition.
However, this would depend on the nutritional status of the
people being prescribed the diet.

Limitations

A limitation of this study is the relatively small sample
size. A larger number of subjects would have increased the
validity and reliability of our results, However, the population
of cognitively intact residents in LTC facilities is decreasing,
making recruitment of a large number of subjects more
difficult,

Information on satisfaction and well-being that is
obtained directly from residents has been found to be more
accurate than information obtained from proxies (10,29,30);
surrogates, such as staff, tend to score food service satisfaction
much higher than do residents themselves (10). Neverthe-
less, comparing our results with those from a sample of cog-
nitively impaired residents will be important.

Point-ofservice issues, such as the amount of time food
trays are left on delivery carts, as well as more specific
measures of the quality and variety of the menu cycle,
should be included in future studies. In future, investigators
should also endeavour to have more detailed data related
to intake of medications and food supplements, as well as
food satisfaction. While one could argue that we should
have excluded residents who were prescribed a reduced-
calorie diet (n=10}), only two of these residents were found
to be at risk of malnutrition; when we excluded these ten
residents from our multivariate analysis, there was no
significant change in our results.

[
RELEVANCE TO PRACTICE

Dietitians and food service managers play crucial roles
in preventing and maintaining nutritional health among
nursing home residents. Our findings should encourage
nursing home food service managers to modify certain
aspects of service to prevent or correct existing nutritional
problems and improve quality of life in cognitively intact
residents. Making mealtime less stressful by offering foods
that are ready to eat, avoiding lids and packages, and using
mostly porcelain dishes could provide a more homelike
atmosphere, and thus help improve food intake. Providing
a menu cycle of at least 28 days could also help increase
energy consumption by decreasing a sense of food monotony.

Modifying a nursing home’s basic food delivery system
would be quite drastic and costly. Additional data are
needed to assess the relationship between food delivery
systerns and the risk of malnutrition before such changes are
initiated. However, clearly nursing homes should conduct
periodic plate-waste audits, and encourage dietary and
nursing staff to report to the food service manager or the
dietitian whenever a resident is frequently consuming
small meals.
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Abstract: Objectives: To improve norsing home (NH) staff delivery of oral liquid sutritional supplements
between meals 1o residents with a history of weight loss. Design: Pre-Post intervention study. Sefing: Two
skilled nursing homes. Participanis: Eighteen long term care residents. fnitervention: At baseline all participants
had a non-specific physician's order to receive a nutritional supplement. The intervention consisted of specifying
the physician's order as follows: “Give 4 oz high protein supplement at 10am, 2pm, and Tpm™. Meanrements:
Research staff conducted dirsct observations for two days during and betwesn meals for 4 oal of 4 days, or 12
possible observation periods per participant before and one week following the intervention. Rescorch staff
docomented NH staff delivery of snacks rmuindm;h:ghpml.em aupplemenu} and amount consumed (fluid
ounces) for the high protein suppl using a stand, | during each chservation period. Resules:
Bﬁmwmﬂcmwmmmmwmmmmdmnkmawd]ndmespwﬁy
and a high protein supplement 0.50 times per day. After the specific crder was written were offered
any type of snack an average of 1.59 times per day and a high protein supplement (.91 times per day. There were
a0 statistically significant differences in the average number of times snacks or supplements were offered before
and after the specific order was written. The proportion of snacks offered that were high protein supplements did
increase after the specific order was written (p<0,001). When & high protein supplement was provided, most
residents consumed 100% of it. Conclusions: Oral liguid nutritional supplements were not provided consistent
with orders in NH practice. The specificity of the order related to type of supplement and time of delivery did
not influence when and how often supplements are provided o residents but it did influence the 1ype of

nurritional supplement offered.

Key words: Mursing home, nutrition, supplementation, quality.

Introduction

Approximately 10% of aursing home (NH) residents lose
weight unintentionally and 23-85% are malnourished (1-3).
Weight loss can place older persons at higher risk for
infections, skin breakdown and increases in the rates of
hospitalizations and mortality (4, 5). Oral high protein liquid
nutritional supplements are often ordered to treat unintentional
weight loss and to improve nutritional status (6-9).
Unfortunately, previous studies utilizing indigenous NH staff
have shown that despite such supplements being ordered, they
are not received consistently (10, 11). Specifically,
observational studies of NH care practice have shown that
supplements are provided, on average, less than once per day
despitc physician orders for supplement delivery two to three
times daily (10, 11). Calorically dense supplements most
effectively promote weight gain when they are provided
between meals rather than with meals 30 as not to substitute for
calorie intake at meals; (12) however, such supplements are
often provided with meals (10, 11).

The largest barrier to supplement delivery in the NH is likely
Reveived May 14, 2007
Acrepied for publication May 30, 2007 &2

to be inadequate staffing levels that prevent staff from
delivering the supplement multiple times per day (11-15).
Another likely barrier that has been suggested is that direct care
staff (i.e., nurses aides) may not be aware of orders to deliver
supplements and/or may not be supervised to ensure orders are
carried out (11, 13).

A potential solution to improve oral supplement delivery o
NH residents that may be easier than improving staffing ratios
and educating and supervising direct care siaff is o increase the
specificity of orders for nutritional supplements. A previous
study observed that MH residents who had an order specifying
both that the high protein liquid supplement was to be delivered
between meals and at specific times (e.g., 10am, 2pm and 7pm})
received a supplement at a higher frequency between meals
compared to NH residents without such specific orders (11).
The purpose of this quality improvement project was to test
whether the frequency of delivery of high protein liquid
nutritional supplements or other types of snacks between meals
would improve in response to a physician's order that specified
the type of supplement, and amount and the time of day the
supplement to be provided.
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Methods

Setting and Participanis

Eighteen participants were selected from two proprietary
NHs in Southern California (8 participants resided at one
facility and 10 at the other facility), one of the NHs was part of
a chain of 36 NHs and the other NH was a freestanding facility.
At the time of the study these facilities housed a total of 184
residents (% bed occupancy at the time of the study was B6%
for the chain NH and 72% for the single NH). Nurse-aide level
staff-to-resident ratios, as reported by the directors-of-nursing,
were 6 residents per nurses’ aide om the 7am to 3pm shift and
10 residents per nurse aide on the 3pm to 11pm shift.
Participants were selected for observation if their physicians
were faculty members at UCLA (one physician at each facility)
and they had evidence of weight loss determined by assessing
weights for the prior two months, Each of these participants
also had an existing order for nutritional supplementation (e.g..
oral supplement tid, three snacks a day between meals).

Measuring Supplement Delivery and Oral Food and Fluid
Intake Between Meals
according to a standardized protocol, used in previous work
{11, 13) for all 18 participants. Residents were observed during
the following time periods for two days before the intervention
and for two days after the intervention to capture NH staff
delivery of oral liquid nutritional supplements {or any other
calorie-containing food and fluid items given between meals).
The four days of observation occurred between meals at the
following times: 9:00 am to 11:30 am, 1:30 pm to 3 pm, and
6:30 pm to 8 pm. Thus, each participant had a possible total of
12 observation periods (3 berween-meal periods for 4 days).
Research staff documented the specific type of snack provided
to the resident and, for high protein liquid supplements, the
percentage consumeéd during each of the six observation
periods. Direct observations of snacks delivery between meals
were complete for 11 (61%) of the 18 participants with an
order. The remaining 7 participants with an ordar had
incomplete observational data due to being out of the facility
for one or more chservation periods.

Intervention

As per study inclusion criteria, each eligible resident already
had a history of weight loss and a non-specific order for
nutritional supplementation. Following two days of baseline
observations, the two physicians wrote orders for each
participant specifying the amount and time of day the
nutritional supplements were to be provided. The order was:
"Give 4oz high protein supplement at 10am, 2pm and 7pm".
Ome week after the change in order participants were observed
again for two days using the same standardized direct

protocol used at baseline.

623

Statistical Anglyses

Demographic characteristics including gender, race,
ethnicity and age were recorded for cach of the residents.
Using data from only those who had data collected for each of
the observation periods (n=11). the average number of times
per day a snack was offered to each participant was calculated
before and after a specific order was written for a) all types of
snacks, including high protein supplements, and b) only high
protein supplements. Among the participants having complete
data, paired sample t-tests were used o compare the average
frequency of supplement delivery per person per day across the
two days of observations before and across the two days of
observations after the specific physician order was written for
all types of snacks and again for only high protein supplements,
Using chi square analyses, the proportions of snacks offered
that were high protein supplements were compared before and
after the specific order was written for the entire sample (n=18).
For those who consumed high protein supplements, the
percentage of times all of it or none of it was consumed was
also calculated before and afier the specific order was written.

Approval

This study was approved by the Institutional Review Board
of the University of California, Los Angeles and a waiver of
informed consent was obtained.

Results

Subjects

Twelve of the 18 study participants were female (67%), 13
respondents were White (72%), 3 were Black and 2 were
Hispanic, and their average age was 82 years (range 63-100
years).

Nursing home siaff delivery of snacks and high protein
supplemenis beiween meals

Before specific order

Smack delivery: NH suaff offered & high protein supplement
or other snack (e.g. ice cream, sandwiches, pudding, juice,
milk) between meals on average 1.82 (+ 0.91) times per day
(mode=1 range=(0-3) to the 11 participants who had compiate
data (Table 1). Among all 18 participants, 3 residents were
given a snack between meals during all 6 observation pericds
and all participants received at least one snack during the 6
observation pericds. Of the snacks offered, 37% were high
protein liquid supplements.

High protein liguid supplement delivery: NH staff offered a
supplement between meals on average 0.39 (+ 0.73) times per
day (mode=0 range=0-2) to the 11 participants who had
complete data (Table 1). Among all 18 participants, no
participant was given a snack between meals during all 6
observation periods and 13 participants received at least one

snack during the 6 observation periods. A high protein
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supplement was offered a total of 18 times to participants over
the two days of observations; 75% of the time participants
offered a supplement consumed 100% of it and 17% of the time
they consumed none of it

Table 1
Mursing Home Staff Delivery of Snacks Between Meals
Frequency of Delivery (per r-rﬁip-trn' J-JJ-
Mean (+ Standard Deviation

Before Specific Ovder After Specific Order

All Snacks 1.2 (+0.91) 1.59+1.01)

High Proicin Ligquid 0.59 (+0.73) 091 {+0.92)

s

4. Pired t-test pel3); bPaired t-test p=ll |1

After specific arder

Snack delivery: NH staff offered a high protein supplement
or other snack between meals on average 1.59 (+ 1.01) times
per day (mode=], range=0-3) to the 11 participants who had
complete data(Table 1). Among all 18 participants, 2
participants were given snacks between meals during all 6
observation periods and all participants received at least one
snack during the 6 observation periods. Of the snacks offered
67% were high protein liquid supplements.

High protein liquid supplement delivery: NH staff offered a
supplement between meals on average 0.91 (+ 0.92) times per
day (mode=0, range=0-3) to the 11 participants who had
complete data(Table 1). Among all 18 participants, no
participants were given supplements between meals during all 6
observation periods and 13 participants received at least one
supplement during the 6 observation perinds. A high protein
supplement was offered a total of 33 times 1o participants over
the two days of observations; 68% of the time participants
offered a supplement consumed 1009% of it, and 28% of the
time they consumed none of it.

Comparison of data before and afier the specific order

There were no significant in the average number
of times per day participants received any type of snack
berween meals (p=0.31) nor in the average number of times per
day participants received high protein supplements (excluding
other types of snacks) between meals (p=0.11) (Table 1).
There were statistically significant differences in the
proportions of snacks provided between meals that were high
protein supplements before (37%) and after (67%) the specific
order was written (p=0.002).

Discussion

NH residents were no more likely to receive snacks or
specifically high protein supplements between meals after a
physician wrote an order specifying that high protein
supplements were to be provided between meals at specific

times as compared to before such a specific order was written.
After the specific order was written, participants were more
often provided high protein supplements rather than other types
of snacks. The results of this quality improvement project
contrast with a previous descriptive study in which a sample of
NH residents who had specific orders written did receive
supplements more often as compared to those residents without
a specific order (11). The study also replicates the findings
from two prior studies, which showed that NH residents do not
receive nutritional supplements consistent with their orders (10,
11). We had hoped that a relatively easy and inexpensive
intervention such as writing a specific order would improve
delivery of high protein nutritional supplements to NH
residents. Potential barriers to this intervention's success
include inadequate nursing staff to resident ratios, already
described as related to failure of many interventions in NHs.
However, the NHs participating in this study had sufficiently
high staffing ratios (6:1 for day shift) that others have found
should allow them adequate staff to provide supplements
between meals (15, 16). An additional barrier to success in this
study was that we offered no specific training of nursing staff to
increase delivery of nutritional supplements. Further, part of
the failure of the intervention could have been that NH
residents prefer other types of snacks than high protein
supplements] land NH staff may have substituted other snacks
for high protein supplements if they knew the residents would
be more likely to consume them.

There are several limitations to this study. First, the study
sample was very small and only included two physicians and
two NHs. Second, the specific order was written only one
week before we observed the provision of supplements between
meals. This amount of time may not be sufficient for NH staff
to alter care practices. Third, it is possible that the direct
observations conducted by research staff between meals for
four days resulted in missing some NH staff delivery episodes;
however, the total frequency of snack or supplement delivery
between meals remained well below the ordered frequency and
consistent with the findinps of previous studies (10, 11).

Although this gualily improvement intervention failed, the
results of previous studies suggest that the specificity of orders
relaed to time of delivery may be important (11). Physicians,
dieticians and supervisory nursing staff may be able to serve an
important role in improving supplement delivery by specifying
time of delivery within the order (physicians) and intermittently
monitoring delivery via direct observation (dieticians and
Supervisory nurses) to assure that orders are being followed by
direct care staff.

To better understand how to improve delivery of nutritional
supplements to residents at risk for weight loss, we plan on
imterviewing nursing staff the participating facilities to get their
advice on how to do this. Specifically we will ask: 1) was the
order clear? 2) Did the information get to the nurses aides who
assist residents with the meals and snacks? 3) Was the time
written on the order convenient for them to administer the

624
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supplements (e.g., times when staffing is betier)? 4) Would it
have been easier to have nurses deliver the supplements to
residents along with their medications rather than asking the
nurses” aides to do it? 5) Could volunteers be used to provide
assistance with supplement provision? 6) Do siaff feel that a
general order for a high protein supplement (as opposed to
another type of snack) is not optimal for some residents given
their knowledge of their food preferences? T) Are there any
cost constraints in providing high protein supplement shakes vs.
other high protein snacks? 8) Were there competing demands
with other care activities? 9) What else do staff think could help
improve residents’ oral intake?

Conclusion

This guality improvement intervention failed to show a
gpecific physicians order for high protein supplements
improved delivery between meals. Future studies may be able
to focus on how to better administer high protein supplements
or other favorite foods to those patients at high risk for weight
loss and malnutrition.
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Hal:'km Allbough weaght changs L‘|||I¢r persin Nas proven ]mgnnu'n: n'qgr‘li'ﬂr:nu.t. it i not knewn whether
marthly weights abuined by the clinical staff in long-term cure instiufions are relishble encugh (o be useful in ilentifying
al-risk residents. The objective of this study wars 1o dewenmine whether an associafon exists besseen ioaliy sk and the
intraresident warialion in weighl in long-lemm care msitelions.

Mechods. For this study, 90 rursing home mesiderns with @ recently identlfied nordtonal problen Trom 96 long-icom
care: facilitics in B siates wo mndomly sclected. Al shody entry, nuiritional, health stalus, and demogmpha dat wene
extracied from the nursing home chart or the Mmimum Data St Weights obtained by the numsing honee sialf wen:
recarded al baselme and daring each of the subsequent G moaths. Cox proportional hazands regression analyxis was usecl
Wy msscss relationships between weighi parameters amd mortalily nsk during 1be 7 mumths of observalion,

Results, During the study, 435 (4855) panicipants had at Jeast | monthly weight that differsd from the previous
mondhs weight by =5%; 163 {1 8%) pamicipents had this magnimde of a 1-mosth weight change more than once, By
comrolling for the linear tremd (i.e., slope) of ench residents” weight change between the firstio the kst waight, the average
i b-to-month residual \'!I’iIMrH)' im the resident's wigh‘s was calculated, This residual voriahilaly or “ovemnge modken
Nucation® in weight from | month v the next was =2% in 229 (25%) paricipanis and 3% in 82 (9%} pariicipunts,
Diespite the larpe mndem Auctuation in the residents’ weights, weight loss was an important prognostic sdcator, Those
whe lost =5% in any moath had a 10-fold incressed risk for desth compared with those who gained weight (sdjusie:l
relntive risk, ILA; 955 confidence interval, 3.2 1o 35.5). The average mndom Ructstion m weight was associated with
increased risk for dearh only @ the upper 1nh percentile for the: popakaton,

Conclus Many nutritienally compromised elderty nursing home mesidents experience signilicant bidinoctional
Muctuations in rheir wekaka fiom month i month. How mach of this varability is due io measursment emor is not known

However, a weght loss of Z5% in any maalth has important prognostic implaalons.

EIGHT loss is a common, potentially serious, vet

inadecquately studied problem among older nursing
home residents (1-3), Much of what is known about the
importance of weight loss in older populations is denived
trom community-based and hozpital-based studies. These
studies indicate & strong association between the amount of
weight loss persons experience and their dsk [or subsequent
adverse clinical evenis (5-%). Exirapolating from these
various studies, the Long-Term Care Minimum Data Set
(MDSE) defines a loss of = 10% of body weight within 180
days or 5% within 30 days as an important clinical threshold
of concern for numsing home residents (10). When this
threshold of weight loss is reached, the guidelines mandate
thai the resident be reassessed and a new numritional care
plan be devised thar addresses the weight issue (10). Several
nursing home-based studics provide evidence to support this
mandate; they showed that residents who lost > 5%—10% of
their body weight have higher short-tenn rates of death
compared with those who remain weight smable or who gain
weight (3=5,11). They also found that the association
between weight loss and death remains strong even afler
controlling for age and other health status indicators.
Whether implementation of the MDS puidelines leads to

improved clinical outcomes is not certain and remaing an
imporant guestion.

Pemwospective amalyses of large govemment data scis
indicate 10% o 15% of nursing home residents meet the
MLXS criteria tor signihcant werght loss at least once every
year (2,12}, Consequently, the potential impact of the MDS
guidelines on overall mortality risk is large. However, it is
not known whether targeting residents for more in-depth
assegsments based on these criteria is a valid strepy.
Although weight change in older persons has prognostic
significance, it is nol known whether monthly weight
measurements obtained by the clinical staff in long-term
care institutions are reliable enough to be useful in
identifying at-risk residents in a prospective manner. The
few siudies thar identified a link between weight loss wnd
death within the nursing home sciting were retrospective and
generally focused on very select resident populations (3-
5.11). Several smudies indicate that nursing home residents
are just as likely to gain significant amounts of weight as they
are 1o lose weight (3,12). This suggests that at least some of
the weight Nuctuarion may be due 0 ermors in measuremecnt
technigques or alterations in Meid balance mather than a truc
change in lean or fat mass. If measurement error is the major
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contributor o weight Nectuations in many nursing homes,
short-term weight change may not be a wseful prognostic
incicator. I Muid shifts are the more common cause of the
Muctuations, the amount of month-to-month fluctuation in
weight may mdicate metabolic instability and have greater
prognostic significance than simply the amount of weight
lost during any messurement interval.

The purpose of this study was to determine whether there
i an association between mortality risk and either (a) the 6-
month average intravesident monthly variation in recorded
weight measurements, or (b) the relative change in weight
during any single time interval among a national sample of
nutritionally at-nisk elderly pursing home  residents. A
secondary objeetive was to determine what baseline resident
characteristics were associated with preater 6-month average
intraresident monthly variation in weight,

MeTHons

All participams were recruited as pant of the GAIN
(Geriatric Anorexin Nutrition) Registry, a prospective ob-
servational study of nutritionally at-risk elderly nursing
home residents. The regisiry was developed by an advisory
punel composed of thought leaders in the ficlds of geriatric
nutrition a#nd long-term  care, including physicians and
consultant pharmacists, An independent scientific review
commities (Chesapeake Rescarch Review, Columbia, MD)
congisting of research and regulatory specialists, as well as
nonscientific representatives and medical ethicists, reviewed
the project’s parameters o ensure that adequate safepuards
were present to maintain appropriate clinical management
and patient  confidentiality. All data collected from the
resident’s medical record were blinded and coded in
A manner that maintained  strict  patient and  facility
confidentiality. All data were reported in the aggregate, with
nor mention of specific residents, facilities, or physicians. The
study was strictly observational and did not impose any
resgarch-driven interventions.

Inclusion Criteria: Definition of Nutritional Risk

MCS Healthcare, a leading long-term care pharmacy
provider, recruited 96 facilitics for the stedy. The character-
istics of these facilities have been described previously (13).
During a 3-month period from August 1o November 1998,
consublant pharmacists reviewed the nursing home medical
records and most recent MDS ol each resident within these
facilities, Residents were considerad eligible for inclusion in
the registry if they were capable of oral feeding at the time of
the initial veview aml they had & nutritional problem
iddentified within the previous 3 months that placed them at
nutritional risk. For the purpose of the study, nutritional risk
was defined ox weight loss, poor appetite, or both according
o one of the following: (a) MDS documentation of poor
appetite (ihe resident leaves 25% of food uneaten at most
meals [MDS 2.0, Section K 4¢: MDS+, Section L 4e]). (b}
chart docamentation of poor appetite prompting  dietary
comsuliation, (c) MDS documentation of a weight loss of 5%
or mare within a 1-month period (MDS Section K 3a), or (d)
chart documentation of weight loss prompting dictary
consultation.

To limit costs, GAIN registry entry was limited to
a stratified random sample of residents. From the list of
residents who met the entry cniteria, a maximum of 200 werne
chosen at random for registry entry from each faciliny.
Subsequent to enrollment, each resident's nursing home
records and any updated MDS data were reviewed monthly
for & months by the long-term care consultant pharmacist in
charge of data collection. Survival data were collected for 7
months,

To be eligible for entry into the current study, residents
had to remain in an intermediate or skilled nursing home
bed for at least 2 months, OF the 1000 residents from 96
long-term care facilities initally enrolled in the registry, 100
failed to meet the study entry criteris. This included 15 who
were residing in an assisted living bed and 85 who either
died or were discharged before the thid month of
abservation. This left a final study sample of 900 residents.

Baseline Variables

Wariables collected at baseline included demographic
data, diagnoses, medications, appelile assessment, overall
activity of daily living (ADL) functional capacity, level of
feeding dependence, and number of pressure sores, Appetite
was rated using a scale of 0 to 3: poor=0 {resident consumes
(%499 of meals); fair=1 (resident consumes S0% o 74%
of meals); good = 2 (resident eats 75%-29% of meals); and
excellent =3 (resident eats 90%— 1 00% of meals), Functional
capacity was rated as 0 (completely independent), 1 (noeds
assistance with some ADLs). or 2 (needs assistance with all
ADLs). Level of feeding dependence was rated as O (in-
dependent, feeds self), 1 (requires set-up only), 2 (requires
assistance with feeding beyond set-up), or 3 (towally
dependent on stafl for feeding), The presence of pressure
sores was based on chart and MDS  documentation.
Residents were not examined and the severity of pressure
sores was not determined. When available, baseline variables
were taken from categories reported on the MDS, Otherwise,
they were obtained from the nursing home char.

Werght and Moriality Data

During the first month of observation, all participants wene
weighed 2 or more times by the nursing home staff. The first 2
weights obtained were recorded. In the subsequent & months
{i.e., the second through the seventh month of observation),
the firgt weight obtamed by the nursing home siaff in that
maonth was recorded. Any death, discharge, or loss to follow-
up during the 7 months of observation was recorded.

Statistical Methods

All analyses were conducted using SAS  statistical
software (Version %0, SAS Institite, Cary, NC)L A
probahility value of (05 or less was considered significant.

Intraresident weight variability—In the first st of
analyses, several methods were used to evaluate intraresident
weight varability from month 10 month. The average of the
first 2 weights obtained for cach resident was considered the
resident’s baseline weight. To determine how many times
a resident’s weight changed by >5%—10%, the percentage
change in weight during each monthly imerval was
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calculated. To determine the average monthly intraresident
variability in weight, other analytic approaches were used.
One method (method 1) invelved taking the absolute value
of the difference between cach weight and the weight from
the previous month, expressing the difference as a percentage
of the bascline weight, and then calculating the average.
However, this method did not consider the fact that part of
the intraresident month-to-month variability in the weight
measurements was a result of the wend (Le., slope) in weight
over time. For residents who gained or lost weight in a steady
{linear) manner, their actual monthly weight would equal
their predicted weight caleulated from the slope. Any
variability about the slope could be considered to represent
random fluctuations in weight each month. This “random
fluctuation” is equivalent to the residuals in least-squares
regression, To obtain a betier estimate of possible random
Muctuations im the participants’ weights with tlime, 2
additional methods were used to evaluate intraresident
month-to-month weight variability.

For the first of the alternate methods (method 2), the slope
{i.e., predicted change in weight per month) was set equal to
the difference between the last weight and the first weight
and then divided by the number of months of observation,
From the slope, each participant's “predicted™ weight for
each month of observation was calculated, The participant’s
average month-to-month weight variability was set equal to
the average of the absolute value of the difference between
the actual weight and the predicted weight each month and
expressed as a percentage of baseline weight. In recognition
that this method would be strongly influenced by outlier
weight measurements at the beginning or end of the
observation period, intraresident weight variability was also
calculated using least-squares regression {method 3}, This
was accomplished using SAS software and the “hy”
statement within the procedure regressing weight (expressed
as a percentage of baseline) by month. In this manner, the
regression line for weight by time and the residuals were
calculated for each participant. The participant’s average
month-to-month weight variability was then set equal to the
average of the absolute value of the residuals for each month.

We expected that the latter 2 methods of caleulating
average month-to-month weight varability would produce
much larger values than the first method for participants who
had a large weight change during | month but otherwise very
little weight change in the other months. For this reason, we
assumed that the method that prodeced the smallest cstimate
of average month-to-month weight deviation for a participant
also gave the best estimate of the average amount of possible
random fluctuation in that person’s weight with time.
Consequently, we set the varisble “average random
fluctuation™ equal to the smallest of the three estimates of
variability for the participant. We evaloated associations
between the average random fluctuation and baseline
participant characteristics using the Wilcoxon rank sum test.

Relationship hetween weight change and mortality risk —
In the second set of analyses, we evaluated the relationship
between weight change and mortality risk using Cox
proportional hazards regression analysis, We tested the
following hypotheses: (a) compared with the remaining

residents, those with the greatest (i.e., upper 10th percentile)
average random fluctuation in weight each month would
have a greater mortality risk during the 7 months of
observation; (b) compared with the remaining residents,
those who lost = 109 of their weight within 6 months would
have a greater mortality risk during the 7 months of
observation,

To test each hypothesis, we created o time-to-cvent and
a status variable for each participant. The status variable
indicated whether the event was death or the last Follow-up.
Because death was recorded at each monthly follow-up
wisit, the time to event was entered as the month of death or
last follow-up (i.e., months 2 to 7). All participanis who
survived the 7-month review period were assigned an event
time of 7, Four dummy weight loss variables were also
created, If a resident’s last weight represented a loss of
=10%, the variable “lost = 10%" was sct to | and the other
3 dummy variables set to (). If a participant’s last weight
represented a loss of 0w < 10%, the varable *lost << 10456™
was set to | and the other 3 dummy varables were set 1o {1
The other 2 dummy variables, “gain < 109%™ amd “gain
210%™ were sct in & similar manner.

To test the first hypothesis, a dummy weight Tuetuation
variable was created and set to 1 if the resident’s average
random Auctuation m weight cach month was i the upper
10th percentile (i.e., =3%). Otherwise it was set o 0, To
determine whether >3% fAuctuation in weight cach month
was associated with greater mortality risk after adjusting for
the direction of weight change, all 5 dummy variables were
entered into the analysis, One of these 5 variables served as
the reference category as determined automatically by SAS
software.

To test the second hypothesis, the 4 dummy weight loss
variables were entercd into the analysis. To control for
potential confounders, 4 second analysis was run with 10
other correlates of death (ie., indicators of health and
nutritional status at study eniry) entered into the analysis
using a stepwise procedure after the 4 dummy weight loss
variables were forced into the model. The 12 contrel
variables used were age, appetite score, body mass index,
length of stay, number of diagnoses, number of pressure
sores, ADL functional score, feeding dependence score, sex,
number of medications, and diagnosis of congestive hean
failure or chronic obstructive pulmonary disease. These
variables were chosen because they had previously heen
found to be associated with death in this cohort of nursing
home residents (13).

Time-dependent covariate analyses.—To test the hypoth-
esis that a weight loss of >5% in any month was associated
wilh an increased risk for death, Cox proportional hasards
regression analyses were conducted using fime-dependent
variables. As before, a time-to-event and a status variable
were created for each participant, Three time-dependent
dummy variables were also created (lost >35%, no change,
and gained >5%) and forced into the model. At each cvent
time (i.e., each month), the variables were reset to 0 or |
depending on how much the parficipant’s weight  had
changed from the previous month. To control for polential
confounders, a second analysis was conducted in the same
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Table 1. Baseline Patiem Charmcierisics

Tabbe 2. Muost Prevalent Diagnostic Problem Caeponies

Porcem (Nunsher

Mean + 50 (Ranpe) Caleguory
Ape dyes #h 8 (651 Dlepneatia ol (541)
BMI (kpim™) 20,2 * 4,1 (10.3-37.5) Hypericnsion A1 (M)
Dhagnases b= 2 (1-15) Depression 37 (330
T 118 Arthriths A0 (267)
LEIS in [aciliny preov b study dycoes) 2=3(0-21 s el disoriksy 26 [1306)
_" e ? Bt 0 B T PR Camnany drery dliseee EE R )]
Yarinblo Pevcont [Musaber) Conpestive hear Milure 20 01T
Cienber % {omaleh T 1GREY Cenchml vascular acciden 18 (160
Presswrne sores (% wily) 2200940 Db 15 {133)
Patients o sipplements TE 000 B
Emiry criteria (nuritiomal problem® = : 2
mry ullun.].. nuiritiomal problem) : number (14 residents) had an apparent |-month weight gain
RIS Weight problem H4 (TEM F o158 I t ] Ty
M Appetite problem a6 (597 of = DAk oe DecRalan, _ .
i alocumented prohlem 50 1535 When culculg:m :b}l lhc m"!‘lbd JI-I-":t dﬂqﬂribed, 'h'e‘ a\'ﬂﬂﬂﬂ
: : random fuctuation in each resident’s weight ranged from 0%
Focaling asaslomes requared 5 i
1w 8.2% per month. The average random fluctuation in
Independentyfsel Mecd 2004 TRy - i T
PP —— 3543110 weight was =2% per month in 229 (25%) residents and
Rizpuires ;|~.~|q;||;._-\-- LS all] 53% e month in 82 {99%) residents. When l:lm_',' the first
Feh by stall 18 {159) methad of calculating monthly intraresident weight fAuctu-
Activiey of daily living (ADLY kevel E'l.llt?lﬂ wias used (1.3_, methad ‘I" which dtd not aﬂmuﬂfl rﬂd‘
kgt i ADHLS 15 i weight trend), 523 (58%) residents had an average welight
T T — 57 447} change of >2% per month, 249 (28%) residents had an
34 (305) average weight change of >3% per month, and 117 (13%)

Keyuires assistance with all AL

Merea: PPercentiges ahl o omose than M since nwwe than one cabegory
wfiem appliel

1) = stadand deveatron: BM| = boily s mdes: LOS = lengih ol stay;
MDS - Mimiman Do Ser.

manner, cxecpt the covariates were entered using a stepwise
procedure,

Another set of similar analyses was conducted 1o
determine whether & weight loss of >10% in any 3-month
interval was associated with an increased risk for death. In
these analyses, the time-to-cvent variable was entered as the
month of death or last fellow-up beginning with month 3.
During each event time, the time-dependent vanables were
resel depending on how much the resident’s weight had
changed from 3 months belore.

Resunrs

Tables | and 2 present baseline characteristics of the
study population. At study entry, the typical study
participant was 86 years old, had resided in the facility for
a median of 1 year (interquartile range, 0.2-3.0 years), and
had @ body mass index of 21 k‘g,.i‘m1 irange, 10-38 kg/m®).
Nearly one guarter of the study panicipants had pressume
ulcers and a one third were completely dependent on the
staff for assistance with ADLs. During the 7 months of
observation, 122 (14%) participants died.

Intraresident Weight Variability

As indicated in Table 3, 435 (48%) participants had at
feast | recorded weight during the study that differed from
the previous month’s weight by =3%. One hundred sixty-
three (18%) participants had this magnitude of a 1-month
weight Huctuation more than once. The maximum T-month
foss of weighe for cach participant ranged from 0% 10 38%.
Sixteen (1 B%) residents had at least 1 weight that differed
froum the previous month's weight by =15%., A similar

residents had an average weight change of >4% per month.

Table 4 lists the baselme resident charactenistics that were
significantly {p < .01) associated with menthly average
random Muctuation in weight, In all cases, the direction of the
association was the same, and the more medically complex
residents (e.g., recent admission, active infection, partially or
completely dependent on staff for assistance with ADLs) had
the greatest varability. However, the clinical relevance of
these findings is guestionable because the actual differences
in the variability between the groups were rather small for all
of the variables lisied. Medical diagnoses (e.g., previous
cardiovascular accident, congestive heart failure, hip frac-
e, chronic venous insufficiency) were nol associated with
average random fluctuation in weight,

Relavionship Between Weight Change and
Maorealiry Risk

As hypothesized, a very high (i.c., upper [th percentile)
average random luctuation in weight per month during the
7 months of observation was strongly associated with death.
Adter controlling for the final amount of weight change (i.e.,
how much weight was lost or gained by the study's
conclusion), the results remained significant (adjusted
relative risk [ARR], 2.1; 95% confidence interval [CI), 1.3
to 3.5). Lesser amounts of weight fluctuation (even at the
upper 25th percentile) were not associated with death (ARR
for the upper 25th percentile, 1.1; 95% CI, 0.7 to 1.7).

As shown in Table 5, a weight loss of = 10% within 6
months was associated with an increased risk for death
during the 7 months of observation. After controlling for age
and health status at baseline, the results remained highly
significant (ARR, 8.3; 95% CI, 3.1 to 218},

Time-Dependenr Covariate Analyses
As shown in Table 6, residents who lost >5% of their
weight in any month had a 10-fold higher adjusted risk for
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Table 3 I"'e:mnh?_n of Pamicipants With a Significant |-Mosth
Change in Weight on One or More Occisions Denng the Study®

Table 4. Participant Chamcteriztics Significantly Associnied With
the “Average Random Foctuation”™ in Weight Esch Month

% (Mumber} of
Participanis Who

Experwencl

This Type of
Type of Weight Change Weight Change
Increased by =5% in | moenth one or mare times" 28 (254)
Decrepsed by =5% in | moath one or more Hmes 32 (28%)
Changed {in either direction) by >5% in 1 month AH (435)
Increased by =105 in 1 manth one or mone times 6 (50
Drecreased by = 106 in | month one or more times f [5K)
Changed by 2 10¢8 in 1 month one or monz imes 16 (933

Aewer *A signilicant 1-menth weight chonge defined as =5%.
"That i, during the suxly, had ol least one recorded weight thit wos > 5%
igher than the pro monil’s weight.

death compared with those who had a similar magnitude of
weight gain. Similarly, a weight loss of 2 10% in any 3-month
interval was associated with an B-fold increased risk for death
after controlling for age and other health status variables,

Dnscussion

As shown in this study, it is not unusual for the recorded
weight of alder, nutritionally at-risk nursing home residents
to fluctuate by =3% from month o month. Even when we
consider the trend (or slope) in weight change, much of this
variability persisted. Further study is needed to determine
whether this amount of month-to-month variability in
weights is unique to those residents who are nutritionally
at-risk. It would also be important 1o determine whether the
amount of variahilit}' % preater 1 sorne nun-ing homes than
in others, Both the slope of weight change and the amount of
apparent random menth-to-month variability in the weights
may be an indicator of the quality of care provided in the
nursing homes. Certainly, nursing homes with higher than
average month-to-month variability in their weights would
want to evaluate carefully their procedures for obtaining
weights within their facilities. Moch of the apparent random
variability may be related to poor measurement technigues,
although this is not proved. Similarly, facilities with a high
prevalence of progressive weight loss should carefully assess
their programa of nutritional carc. Although wcight loss ia
sometimes unavoidable in the frail elderly, evidence sug-
gests that a high incidence of weight loss within a facility
indicates poor quality of care (14-16).

As defined in this study, the average random fluctuation in
weight was associated with death only when it was relatively
large (i.e., the upper 10th percentile for the cohort). This
association may be confounded by illness severity, As we
found i this study, those with the greatest month-to-month
variability in weights tended to be the frailer, more
functionally dependent residents. These residents are oflen
the most difficult to weigh. They are probably also more
likely o expericnce significant fuid shifis. However, we
could not investigate this possibility in this study. Although
having heart failure, venous insufficiency, dependent edema,
or other similar diagnoses histed on the problem list was not
associated with greater weight fluctuations, a more careful
assessment of monthly medication adjustments and changes

“Avernge Handom Fluciuation™ in Weight

Mumber of Wl leam
cEpeals {Interquantile mugel n Value'

A recently resaolved mifection

Yes i 00102 AW
Mo BTD 1.4 Mme-2m

Uneker thesapy for active infection
Tis 37 1.7 002-2.8 o7
Mo q63 14 iAa-2m

Complewly independent in AL
Yes 1g 1.2 {iL7=1.7) i
Mo TR 1 (-2

BMI < 21 kghai®
Tes 4a0 L5 (ED-2.0) A
N 431 13 -1.51

LOE seay i narsing honse < 13 deays
Y iz LA (=24 RUIE]
Mo THE 14 (-2

WNares: *The “avernge rancdom Muctistion™ in weight s expressed as 3
poerventage ol bescline weight, See teal for definition aml methsd of col-
culating,

"Hased on Wikonxon Rank Suim kest,

ADLs = activities of daily living, BMI = body mees mekes: LOS = kngih
ol =y,

noted on physical examination would be needed to determine
how much of the weight fluctuation was a result of fuid
shifts. A listing of diagnoses is not usually a good indicator of
diszase activity or mortality risk (17,18). Given the weakness
of the associations between average random fluctuation in
weipht and both baseline characteristics and outcomes,
further study is needed to determine whether this type of
weight variability is an important health status indicator.
Confirming the results of previous investigations (3-5,11),
our study clearly shows that the relative amount of weight
change during any single time interval among a national
sample of nutntionally at-risk elderly nursing home residents
1 strongly associated with death, Although the difference in
mortality risk betweon weight gain and weight stability wos
not statistically significant, we observed a trend toward lower
mortality risk with weight gain. In contrast, weight loss was
strongly associated with death, After we adjusted for buseline
health status, those who lost =1 0% of their weight within 6
months were more than 8 times as likely two die during the
observation period compared with those who gained this
armount of weight, Despite the amount of what appeared to be
ranidom fluctuations in the residents’ weights, we also found
that a 1-month weight loss of 5% or more was a powerful
predictor of death. The ARR of death for those with this
amount of weight loss was more than 10 times that of those
who gained weight during the month. A loss of = 10% of
baseline weight in 1 month was associated with a 20-fold in-
creased risk for death (ARR of death is =20, data not shown).
We could not determine how aggressively the participants
were being treated for their medical or nutritional problems, or
whether the nursing homes were responding appropriately to
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Table 5. Relmionship Between Weight Change and Mortality
Iilurmg the ¥ Maonths of Ulbserison

Addjmstes] Relative
Risk" (95% €N

Unsdjuster] Relative
Risk (95% I

A ol
Weight Clamnge®
68 (2inm
2.9 (1.2-1.3)
1.3 .5-25)

L ool (RS

BA A28
A4 1 3HS)
L3 (06400

Lasa al = 11MF
Cagin ol N go =2 0%
Cinin ol -~ WK

Nores *Manvanl ol weight change & the difference between the baseline
e, all expceal as o porcitage of e e

weighl and the bel weiglin
il

limg: s

" folkowing comtrol variables entered the model: age, appetine sooee
by e e, lenpuls of say, mimber of diagneses, and sumber of pres-
SUTE 5L,

O = wonlidenoe micrvil.

their weight changes. Some residents may not have been
considercd candidates for nggn:ss.iv: nutritional or medical
cure, However, loss of welght 15 an important qualiy indicator
in nursing homes. In a future study, it would be important to
determing how  frequently the MDE-associated resident
assessment protocols were appropriately iiggered with each
episode of weight change. Particularly for those residents who
lose weight, facilitics should be conducting careful assess-
ments o exclude reversible causes. They should also evaluate
the quality of their feeding assistance programs, becaunse this
is often neglected in many nersing homes (19,20),

This study has scveral potential limitations. Among these
wits the short period of observation. We do not know
whether the weight trends or the relationship between weight
chiu!l.!,c and  death remain siguil]cmn over longer bme
intervals. Another limitation was the targeting eriteria used.
Because we included only residenis identified 10 be al
nutritional risk m this study, the results may not provide an
accurate assessment of the amount of month-to-month
weight variability within the total population of nursing
home residents. Another study comparing weight variability
n residents identificd @ be at nutritional risk and the
remainang residents might be revealing. In the current study,
the month-to-month variahility in the weights was large even
alter the trend (or slope) of weight change in each participant
was considercd, Poor measurement technique, medical
instability of the residents, or othor factors may have
contributed 1o this varizhility, Assuming that nutritionally
stable residents would be more medically stable, a compar-
ison study of nutritionally at-risk and nutritdonally stable
residents would provide further evidence of the quality of the
weighl measurements. A carcful asscssment of each resident
who has o weight change of >3% to 5% i any month would
also be important but may not lead to the identification of the
source of the change in all cascs (21).

This study relied solcly on the data recorded by the clinical
stafl within cach facility. Tt was beyond the scope of the
study 1o venly the accuracy of these data by repeating any of
the weight measurements. It is logical (o assume that the best
wiy 1o ensure the accuracy of weights obtained from nursing
heme residents is 10 have appropriately trained staff with
adeduate time and cyuipment to obtain these measurements.
Among other things, the training would emphasize the
imporunce of using a consistent approach to performing

Table 6. Relnonship Belween Weight Change in o Given Time
Interval and e Risk of Death by ihe End of the 7 Monihs of

[wservation®
Llpumbjusics] Aclpsted
Hoelitive Relaive Risk'

Rizk {155 1 WS Ch

Change i Ay 1-Moath lnleeval
VY (A0-329) 1L {3.2- 35,30
1% {L6-6.2) T3 (tB-7.4)

Al of W

Losx of >3%

Momsignilicant change
Craiiny o =5%

Arsm of Weight Change in Any 3-Manth Inerval

Lawz all = Ik G (L8 200 B 4232900
Lo al’ 3% e < 10% 4 (12137} I3 170
Mnpsipnilicant c,'lluuwr" 1.2 (04-3.8) 1.5 (LS55, 1¥
Can of 5% 10 - 1% |4 (0,5-5.61 1.2 i 568}

Ciamn o = |1FF

Meaer: “Relative risk of death delenmined asing Cox Propantii
Kegression Anslyses with werght change emtered ax tne deperdent virkstilies,
Ree ioxi for dein

tag
s, el iinber ol pressiie o cone inbo e bl

“Beonsignilicant weight change definel oy o change of weight of =3% W

appedike seore, hxly mess index, kength of siay. mimber of digms-

itler dineetion.
Ol = condliclenes inervil.

weight measurements, such as using the same scale, taking
the weights at the same time each day, and ensuring that the
resident is wearing the same amount of ciothing, Having
a team trained in this manner w recheck the nursing home
weights would provide more insight mito the possible causcs
of the weizhn variability.

Although this type of data verification was not possible in
this study, the study results arc still important. Clinicians in
practioe must rely on the weight measurements oblained by
the nursing homes. This study indicates that these messure-
ments have imporntant prognestic implications, cven if they
are not as accurale as they could be, Many nutritiomally
compromized elderly nursing home residents experience
significant bidirectional fluctuations in their weight from
month to month. How much of this variability is a result of
measurement ermor is not known. Howeser, a weight loss of
=5% in any month has important prognostic implications.
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Is It Possible To Increase Weight and Maintain the Protein
Status of Debilitated Elderly Residents of Nursing Homes?
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Backgrouwnd. The care of clderly persors o chronie care pursing wards is generally complicated by nuiritional
problems such as weight loss and worsening profein gatus. An inabality or refusal of the patient o consume enoagh Rod
aften mecessiinie e nee of expensive commercial formulas for nuritionsl support. The purposs of this shedy was w
deermine whether the wse of an in-houee (high-protein, milk-bassd) ow-cost formuln with added minerals and vigming
Tow tutal matnitional suppont would be effective in manmiaining weight snd protein stanas of patiests in the loag lem

Methady, Pamticipanis were recruibed rom live nursing care units of 8 single gerartie felity. Al residents who mequined
fommailn feeding were followsd prospectively. The formuln was. provided either as a pudding or a milkshake for oral
fesding or a4 a lkuid foo wbe foedure and served s the sobs source of nurbon. Deta were collected regarding the
paticipanis” weight (moathly), serum albumin level {periedically), and the manner of formula siministrtion {pel,
nasnpaslric, of gasirastomy fube),

Revrefiv, One hundred foriy-tlncs pasticipants who meceived this foomals were followed for a maximoem period of 6 year.
Mean weight ieressed by 5 kg during 1he first year and remained aable thercafier, Thass participants wha died within
frmanths had no incrense in weight, The long-em mean serum albumin level of all paricipanis was an acceptaible 4 gfdl.

Crclusion. The long-term wse of an incapensive inhowse formula for ol mutrbtional support increased. woight
and mamnined sarum albamin levels in most of the chrosically ill eldedy nursing sane pabends who parbeipated n the study.

HE mability to maintain the weight and protein status of
elderly nursing home patients is common, and the
compromised nulvitional state that results may be life-
threatening, Varying bat consistient reports exist of & high
incidence of protein-calorie malnutrition in residents of long-
term care facilities (1,2). The provalence of malnutrition in
nursing homes is common and may be present in g signifi-
cant proportion of the patient population (3). Weight loss
frequently occurs and may be reversible, with the single most
common reported cause being depression, Other important
potentially treatable causes include psychotropic drug re-
duction and medications that cause anorexia (4.5). The
relation between undemutrition and an increased risk for
ezathy e obder pailients has been well described (6). A recent
mieta-analysis has shown that protein and energy supplemen-
tation in the elderly who are at risk for death as a result of
maliutrition was associated with a lower mortality rate (7).
The maintenance of nulritional status in the elderly persons
s often difficult, In those with degenerative demenfia,
“uncontrolled weight loss is almost inevitable in the later
stages, despite quality of care™ (8). Elderly whe-fed nursing
home patients with pressure sores were noted o be
malnourished despite receiving a diet high in calories and
protein (9), Others have reported that despite the provision of
apparently adequate calories and profeins by means of enteral
feeding, many elderly patients lose weight when feeding is
continued longer than 3 months (10,11). The authors of
a recent report noted that the incidence of protein-calorie
mialnutrition in tube-fed patients was significantly greater than
that of freely eating eldery residents of a nursing home (12),
Despite the high incidence of protein-calorie malnutrition
in older persons, it is frequently not recognized. Even when

BTR

detected, often it is not treated, Untl recently, the prevailing
attitude in the literature hes been one of acceptance and
futility. It has been suggested that the weght loss that is
frequently seen in patients with Alzheimer’s disease may be
due either to a mebolic aberration inherent in the discase
or to management issues relating to their feeding (13). In
fact, Blaum and associates suggest that "It is not known
whether it is possible w improve nueritional status in some
or all underncurished nursing home residents .7 espe-
cially in those with end-stage dementia (14),

Other investigators observed that only 508 of patients.
with dementia and inadequate oral intake are likely to
survive more than & months after pereutaneous endoscopic
pastrosomy placement {15}, The most significam factor thar
predicted poor survival in patients at 6 months was a serum
albumin concentration less than 2.8 gL,

Therefore, the use of expensive commercial formulas 1o
provide nutritional support to chronically ill elderly patients,
especially those with degenerative dementia, is often only
partially effective. We developed an in-house high-protein,
milk-based, low-cost formula for economic reasons. Crur inidal
observations using this formula for total nutritional support
suggested a positive effect on the nuintionsl sams of our
patients (16). Thus, we conducted a prospective study 1o
determine the efficacy of this formula,

METHODS

Formula

Because of the high cost of the available commercial formulas,
we developed an in-house high-prodein, milk-hasad, low-cost
formula with vitamin and mineral supplementation o mest the
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Table 1. Baseline Characteristics of the Patient Populaion

Table 2. Charncteristics of Patient Follow-up

Puticnts () 143
Median age (y) 83
Agc range () =103
Disirdhation acoording o age, # (5
H-T9 y 3K (26000
RI-ED y & (550
Wy 7.5
Female sex, n {%) &7 i6h
Bazseline dingnoses, n (%)
Demeciinia 0 ()
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nutational needs of the pathents. The formula consisted of regular
foods (nonelemental, nonhydrolyzed components) and contained
lactose. A low-lactose option by conversion with lactase enzyme
was available for Jactose-intokerant patients, The formula was
prepared under accepted sterile conditions, and regular micro-
biological cultures were performed o exclude pathogens. The
formula was stored in a refrigerator and clearly marked for batch
number and shelf lifi.

A 250 mL unil of formula provided approximately 340
calories and 14 g protein, 41 g carbohydrate, 14 g fat, and
29 g fiber (2.6 g of which was insoluble fiber). The formula
comprised the sole source of nutrition, and patients received
from 3 to 6 units daily, depending on their nutritional needs
(thus providing between 1020 and 2040 calories, and 42 to
£4 g protein per day). The formula was administered orally
as a milkshake or pudding or as a liquid for enteral feeding,
The total cost of the formula in 1999, including materials
and preparation, was $1.37 per liter, compared with $3.27
per liter for Ensure-Plus, a similar commercial formula
{Abbort Laboratories, Abbott Park, IL).

Farticipants

The study population included elderly patients from
5 nursing care units of a single geriatric facility. We
prospectively followed all patients who required long-term
formula feeding. Treating physicians made the decision to
commence total formula feeding based on clinical factors.,
The indication for the commencement of total formula feed-
ing was an inability 1o achieve adequate nutritional intake
using regular foods or partial supplemental feeding. Causes
included severe appetite loss or refusal to eat, newrologic
dysphagia, or increased metabolic or nuiritional demands.
Data were collected regarding the participants’ weight
(monthly), serum albumin level (periedically), and the man-
ner of formula administration (oral, nasogastric, or gasiro-
stormy tube). Patients were followed until their death, until
the end of the study, until they recommenced eating regular
food, until they were transferred (o other instittions, or until
their formula was changed to commercial supplements
(because of the need for sterile formulas),
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Statistical Analyses

We computed means and tables using SPSS for Windows
software (Chicago, IL). We analyzed weights using the
MLWIN 1.1 program and a repeated-measures method that
deals with missing data (17,18).

Resunrs

We included 143 patients in the study. Their ages ranged
from 60 to 103 years, with a median age of 83 years. Table 1
includes a description of the baseline characteristics of the
patient population. We noted an average weight loss of 1.4 kg
in the 6-month period before the study began, The maximum
period of follow-up was 6 years, with most patients (=112,
or T8% of the patient population) followed for a period of up
to 1 year. Table 2 lists characteristics of panticipant follow-up.

An analysis of all available monthly weights during a
period of 1 year for all participants showed an increase in
weight of 5 kg (from 52 to 57 kg). In assessing all available
weights every 3 months for 2 years, we noted an initial in-
crease in weight in the first year of follow-up, with weight
stabilizing thereafter (Figure 1). Because the use of “'all
available weights™ may lead to a comparison of differem
participants al each period, we repeated the assessment and
included only patients with weight measurements at each time
period {113 patients) (Figure 2), with results that were nearly
identical to those in the initial analysis.

We assessed changes in weight over time for all available
weights using multilevel models, We performed the repeated-
measures method with missing data to obtain a linear model
of weight with time, in which there were two different curves,
one for the first 23 months and another for the period 24 to
60 months. The model assumed different inclines for each
person (random effect), and we looked at the mean weight of
all participants. In the first 23 months, the mcan change in
weight for each month was (0319 kg (p < .001). The mean
change for 24 to 60 months was only 0.174 kg (p = .02). The
difference between the inclines of these two periods was
significant {p = 002). When we added o the lincar model
the square of the time, the difference was not significant,
and thus we include here the linear model.
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When we analyzed the effect of age on these findings, we
found that participanis aged 60 to 84 years displayed an
initial slight decrease in mean weight followed by a sub-
sequent increase of 4 kg during the peried of | year (Figure
3). An even greater increase in mean weight during the year
veeurmed in panticipants older thun 85 years, without s similar
initial decrease in weight (Figure 4).

Figure 5 shows the mean serum alburmin level messured in fhe
initial 3 months of fommula feeding and thereafter a9 o 12 months,
We found that stable, acceptable mean serum albumin levels
gremer than & gL were muintained fhroughout the study.

Dascussion

The results of this study suggest that by using an in-house
formula for total nutrtional support we maintained both
the weight and the protein status of eldedy, chronically
ill patients cared for innursing units. This finding is encouraging,
because previous studies have suggested that a deterioration in
the nutritional status of such patients, especially in those with
degenerative dementia, is almost inevitable,

We found that not only did the weight and protein status
of the participants stabilize but they had a significant initial
weight gain in the first 2 years of feeding. The weight was
maintained and even ncreased slightly for an extended
period (5 years), Weight subsequently decrcased after
I8 months of follow-up only in paticnts older than 85 years.

Weight loss is one of the most important indicators of
milnutrition. Both low body weight and weight loss are
highly predictive of morbidity and death in elderly persons.
Poor nutritional status, partly reflected by weight loss, is
a contnbuting factor in the development of pressure sores
(1921}, and it has also been related 1o impaired immunity
(22). Mutritionally compromised patients in nursing homes
have a greater risk for development of fevers and infections
(23) and have a higher morality mate (6.24). Thus, weight
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maintenance plays a major role in decreasing morbidity and
mortality risks in frail eldedy persons (7).

Participants who died within & months had no increase in
weight This possibtdy represents a group of patients in poor general
physical condition in whom weight loss and increased mortality
ratzs woulkl be experted. However, (it noriticonal st remained
stable during the study, which may reflect a positive cutcome.

The timing of the commencement of formula feeding is
important, and supplemental formula feeding should be ini-
tiated whenever the patient is not able to achieve an adeguate
nutritional intake. In our study, total formula feeding was
begun early, as evidenced by the relatively mild decrease in
weight in the period before the study. This is especially
imporiant when the patient is expected to require long-
term feeding or has a significant increase in nutritional
needs. Adequate professional dietetic care, as well as physi-
cian and nursing awareness of the possible consequences of
malnutrition in these patients, will determine the timely
initiztion of nutritional support.

The use of our formula was associated with an acceptable
long-term mean serum albumin level of more than 4 g/dL.
This is in contrast to the observation that despite a seemingly
adequate level of profein and energy intake, approximately
one third of geriatric patients who receive enteral feeding with
a formula providing high energy and protein nutrition were
noted to have persistently low serum albumin levels (25).
Serum albumin is a valid indicator of protein status in elderly
persons, As noted earlier, the only factor that predicted poor
survival in tube-fed geriatric patients at 6 months was a serum
albumin concentration less than 2.8 g/dL. (15). We have noted
that the development of pressure sones is fregquently preceded
by a decrease in serum albumin level with the use of
commercial formulas, and this requires further investigation.

Wery few patients required a low-lactose formula, which was
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surprising given the relatively high degree of lactose intolerance
that is reported for this population in the literature, which explains
the curent emphasis on lactose-free commerncial formulas, We
found that by using a formula containing lactose and fiber, we
were gble o relieve the severe constipation that generally
secompanies wbe feeding in geriatric patients.

The apparent nutritional advantages of this in-house
formula over commercial formulas need to be evaluated
further. The preparation of the formula involves the use of
readily available constilvents of high nuiritional value. The
availability of the formula as a pudding or milkshake makes it
palarable 1o the patients and may thus encourage them o
continue eating orally and delay the need for tube feeding.
Oral feeding is considered superior to tube feeding, especially
in patients with advanced dementia (26). The use of
orexigenic agents may be beneficial in stimulating the
appetite of some patients with anorexia and weight loss
(27). We did not wse these agents during the study and we
recognize that their use may have delayed or prevented the
need for total formula feeding.

Of the 143 participanis, approximately 12% survived longer
than 3 years, Considering that most of our patients had end-stage
dementia and stroke, this degree of survival is possibly bener
than expected (10,28), We believe the participants had improved
quality of life, and this observation should be investigated in
further studies, as should such oulcome measures as recovery
after surgery and the healing of pressure sores,

In conclusion, the inability to maintain the weight and protein
status of frail elderly nursing home patients is common and
leads to an increase in morbidity and death. Until now, the
attitude in the medical community has been one of acceptance
unl futility. Our study has shown that it is possible to ncrease
weight and maintain the prokein status of debilitated elderly
patients in nursing homes by using a simple, inexpensive in-
house formula for dal nutritional support.
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6.

UTEN MAT OG DRIKKE

Eyvin Bj@rnstad, ferstelektor

Henzersenteret
Avdeling for helsefag
Hegskolen i Vestfold
eyb@hive.no

Internasjonale undersokelser pa sylkehus
viser at det er stor enighet blant syke-
pleiere og leger om at ernzring skal
prioriteres i pasientbehandlingen, sam-
tidig som praksis viser at dette ofte blir
nedprioritert. Journalgjennomganger
viser at ernzringsstatus og kesthold i
liten grad doknmenteres. Norge ligger
klart etter bade Danmark og Sverige i
forhold til & ha en systematisk tilnzer-
ming til ernering som del av pasientbe-
handlingen.

Levealder og folkehelsen har wiviklet seg
posiiivt etter andre verdenskrig, med den
falge at vi na har flere pamle gamle enn
tidligere. Utfordringen i eldreomsorgen
er i optimalisere livskvaliteten; hva kan
vi gjere for i bidra til at dagen 1 dag og
kommende dager skal vere best mulig?
Maten er kilde til glede i hverdagen med
nytelse, harmoni og fellesskap. For andre
er matinntaket forbundet med problemer
og opplevelse av maktesloshet. Hvorfor
forssmmer norske helsearbeidere mennes-
kers grunnleggende behov knyttet til mat?

Emzring som en del av helhetlig
plele

Aldersrelaterte forhold som dirlig tannsta-
tus, redusert spyttproduksjon, endret og
svekket smaksopplevelse og nedsatt sekre-

Side 14

sjon av fordeyelsesvesker pavirker bade
matensker, matlyst og evnen til & utnytte
neringsstoffer. En kombinasjon av soma-
tisk, psykisk og sosial tilnerming trengs for
a mote utfordringene. Eldre mottar et bredt
spekter av kostbare medisinske tjenester,
sykehnsbehandling og medikamenter, mens
tilpasset ernerngs- og vesketerapi ofte blir
neglisjert (Mowe m fl., 2006). Feiler-
n@ring er assosiert med ekt dedelighet og
sykelighet, men ogsa direkte relatert til
darlig livskvalitet for eldre. Ikjelvannet av
feilernzring ser vi skte omkostninger knyt-
tet til pleie og behandling av falgesykdom-
mer (Wnght, 1999). En gjennomgang av
situasjonen 1 England viste at 70 prosent av
tilfeller av underernerning hos eldre ikke ble
behandlet (Schenker, 2003). Stortings-
melding nr 25 (2005-2006) “Mestring,
muligheter og mening” framhever betyd-
ningen av mat og maltid som en viktig del
av omsorgstjenestens virksomhet, bade
pa sykehjem og i hjemmetjenesten. For
a styrke emn@ringsoppfalging i eldreom-
sorgen i Norge gjennomferer Sosial- og
helsedirektoratet hasten 2007 en stor spar-
reskjemaundersekelse blant ansatte, hvor
bade kjskken, meny, servering, spisemilje,
hyjelp til spising, kvalitetssikring og ensket
kompetanseheving blir kartlagt.
EmeEnngsrelaterte tiltak er sterkt un-
derprioritert 1 helsesektoren, og en styrking
av emnernngstiltak vil spare brukemne for
for store utgifter. En undersekelse gjen-
nomfart viren 2004 blant leger, sykepleiere
og kliniske ernznngsfysiologer 1 norske
sykehns, viste mangelfull kunnskap, man-
gel pi ansvarsplassering, samt mangel pa
mutiner for kartlegging av emenngsstatns
og plan for igangzetting, gjennomfaning
og oppiolging av em=nngsbehandling
(Sosial- og helsedirektoratet, 2007). Andre
undersokelser viser at ogsa innen eldreom-
soIgen er emneringsstatus svakt integrert 1
den medisinske vorderingen av brokeme,
noe som speiler seg 1 mangelfnll doku-
mentasjon, uklare ansvarsforhold og darlig

Fellemaring
Feilemering hos eldre handler primert
om underemenng. Vekten 1 forheld til
heyden (EMI) er ofte lavere enn det som
gir optimal helse. KMI hos eldre skal vere
heyere (24-29) enn for yngre (18,5-25).
Deet er altsd forbundet med okt helserisiko &

vare tynn som gammel Men viktigere enn
selve vekten er vektendring. Vektreduk-
sjon er i seg selv nheldig, fordi ved negativ
energibalanse hentes energien fra krop-
peas fettvev og muskler for 3 kompensere
for manglende tilfersel gjennom maten.
Negativ energiballanse gir svimmelhet og
nedsatt oppmerksomhet Avmagnng gir
okt nisiko for broddskader ved fall og ekt
risiko for liggesdr. Sarhelingen reduseres
1 katabolsk fase. Ved lite matinntak ser vi
ogs for lave verdier av zink og vitamin
C, som ytterligere reduserer nydannelse av
vew. Energiballanse og tilstrekkelig tilfor-
sel av vitaminer og minesaler er avgjarende
ved behandling av liggesar, men inngir ofte
ikke i behandlingen Pa tilsvarende mate
kan en sette opp argementasjonsrekker
som viser hvordan flere av de dominerende
plagene hos eldre har underernznng som
en bakenforliggende drsak. Underemzring
kan 1 det fleste tilfellene forebygges og
behandles med enkle midler. Men det
forutsetter at emenngsstatus karflepres

og vurderes pa samme mite som andre
kliniske funn hos brukerne.

Maltidsrytme

Eldre er tjent med flere sma maltider for &
sikre tilstrekkelig matinntak. Dette koll-
derer ofte med avdelingens svrige rutiner
og oppgaver Retmingshnjer for kosthol-
det i helseinstitusjoner (Statens rad for
emznng og fysisk aktivitet, 1995) angir
fire faste maltider ved institusjoner (frokost
- lunsj - middag - kvelds), samtidig som
det skal gis tilbud om minst eft mellom-
miltid Det ber aldri ga mer enn 10 timer
mellom dagens siste méltid og frokost neste
dag. En enkel servering med havresuppe,
kjeks, yoghurt eller banan seint pa kvelden
brytningen av kroppsvev. I tillezg bar
beboerne 1 sterst mulig grad gis mulighet
til & fa mat etter behow, ogsa utenom faste
la beboerme fi innflytelse pa menyen og
den praktiske tilrettelegringen av mat og
miltider, og gjerne dpne for samarbeid med
parerende med grunnlag i en enkel trykksak
om mat- og méiltidsrutiner

Vurdering og tiltak

Mangelfulle prosedyrebeskrivelser gir
uklarhet om hvordan emzringsstatus skal
kartlegges, hva som utleser tiltak, hvilke
tiltak som skal innferes og hvordan tiltak

FGD - NYTT
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skal evalueres og falges opp. Emznng er
tilfredsstillende wvaretaft 1 prosedyreverk-
teyvet PPS (Praktiske prosedyrer i syke-
pleten, Aknbe forlag). Sykepleieprosessen
forutsetter at det identifiseres et problem
og settes mal. Forst da gir det mening 4
verksette filtak, evaluere effekien og evt.
bringe inn ressurspersoner for 4 forsta me-
disinske vurderinger og prioritennger. All
bruk av medikamenter, seponering og evt.
avslutting av livsforlengende behandling
dokumenteres og dreftes med pasiznten og
de parorends. Nar livet tar slutt som falge
av langvang underernening e det ofte ikke
mulig 4 spore funksjonsomridet emnzring;
verken lege- eller sykepleiedokumentasjo-
nen. Hvem tok beslutmngen om at det
ikke skulle iverksettes spisehjelp, sonde-
foring eller sentralt venekateter, og nar ble
det gjort? Den enkleste kartleggingen av
em@ringsstatus er i ha en vekikurve som
ajoutfores en gang hver mined (ofters ved
indikasjon pa feilemering). Pleieperso-
nalets virderinges bygzer ofte pi inntrykket
av om klzrne har blitt slakkere eller om
maten blir stiende urart. Dette er viktig
kuanskap, men ikke tlstrekkeliz for & av-
dekke nnderemnzring (Rugas and Martin-
sen, 2003). I egen praksis har jeg sett at
utsagn som “Pastenten har spist godt” tkke
er kayttet til en verdening av matinntak
opp mot fystologiske behov. “Spist godt™
brukes som witrykk for at pasienten har
spist mer, eller like mye, som hua pleter.
Wiér jeg beregner matinntaket tilsvarer det
ofte under halvparten av ensrgibehovet. I
praksiz betyr det at pasienten er pd vei mot
sultededen, om dkke direkee, s 1 alle fz11
med akt nsiko for nedsatt immunforsvar,
svekket almenntilstand og okt ristko for
mfeksjonssykdommer.

Aktuelle tittak

Wiér ledere setter emzring pd dagsorden

gir det staben mulighet til & gjore nos med
avviket mellom dagens praksis og ensket
praksis. Kjokkensjefen eller matleveran-
deren har ofte storre fleksibilitet enn av-
delingene fror, og ber sammen med madi-
sinsk ansvarlig og representanter for be-
boerne inngd i en ansvarsgruppe sammen
med pleieperscnalet. Slikt viviklingsarbeid
utleser erfarmgsmessig en rekke enkle og
effektive filtak. Det skaper et arbeidsklima
der det blir legitimt & gjore justeringer som
bryter med imarbeidede mitiner og frigjor
gode krefrer i personalet. Et levende Iys pd
bordet og personale som sitter ned bidrar
til 1o rundt méltidet. Ef smakspanel blant
bebaerne kan bidra til 4 utvikle populzre
matretier. Vi har flers eksempler pd at

FGD - NYTT

styrket emzringsoppielging har gitt gode
resultater. Tiltak sem mateplasser for erfar-
ingsutveksling, idébank om arbeid med mat
og miltider 1 sykehjem, informasjon cm
emnering til ijemmeboende eldre pa egen
aettside og skrifilig emnEningsmateriell

for ansatte 1 omsorgstjenesten er eksemp-
ler fra Oslo kommune Oppl=ringen ¢
underern@ring og Matkorimetoden (Eika
and Luras, 2003) forte til en ekt beviss:-
gjoring i og fokusering pa em@ringsarbeid
blant ansatte 1 hjemmetjenestene 1 Oslo
kommune. Fesultatet ble at langt flere
brukere fikk hjelp til innkjop, matlaging,
matombringing og spising etter at matkortet
ble innfort. Em®ringsjovrnalen er ogsa

et enkelt hjelpemiddel for 4 systematisere
erneringsarbeidet. (Em®ringsaettet,
2006). Dette er ef enkelt Adark med fire
kartleggingspunkter; kroppsmasseindex,
vektutvikhing og en avkrysningsliste
(ja'ned) for problemomrader kunyttet til
spisesituasjonen. Et famte felt gir plass for
virderinger  En slik kartlegging er godt
egnet til 4 bevissigjore personalet { forhold
til ernzEnngssituasjonen, samtidiz som den
medisinsk ansvarlige blir ansvarliggjort

i forhold til underemering. Mat pa data
(Mattilsynet, 2007) er ef program sem
beregner n=ringsinnholdet { en meny. Ved
4 legge tnn hver matvare som pasienten har
spist 1 lapet av et dogn beregner program-
met energi, fiber, vitaminer og mineraler i
fothold tl personens dagsbehov. Program-
met er brukervennlig og godt egnet som
grunnlag for justering av kostholdet. Nys
matvarer kan legges til og matmengden
endres til en oppndr et forsvarlig dagsin-
ntak. Programmet kan lastes ned graiis fra
www.mattilsynet.no.
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Fyll ut tabellen og suppler gierne resultatene med en liste over akiuelle tiltak som dere
kan gjare for & styrke ernaeringsarbeidet pd din arbeidsplass.

Diskuter resultatene pd et personalmate.

Ja  Dehis MNei

Jeg opplever at de eldre jeg har ansvar for har =t tilfredsstillends kosthold 2 1 (4]

Dt er en matansvarlig sykepleier (eller gruppe) pd min arbeidsplass

som fungerer goclt 2 1 4]
Wi har et kompetansshevingsprogram som bidrar til at ansatte har et felles

syn pa ernering, kosthold, delumentasjon og pricriterte tittak 2 1

Hos oss har vi regelmessig (minst hver andre méned) veiing av alle eldre 2 1 0
Jeg tror mange av vare brukere har mys & vinns pa bedre emarnngs-

oppfelging 0 1 2
Jeg opplever at det er ro og trivelig rammer rundt makidens hos oss 2 1 4]
Dt er enkel tilzang til egnet vekt for 4 veie ware brukere 2 1 4]
Ware rutiner undt emaering er basert pd et felles kartleggingsverktey 2 1 (4]

Antall poeng: 16-10 = Mye er o plass; 96 = Noe ber gjeres; Under & = Behov for strakstiltak
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