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Introduction

Persons aged 60 years and older represent the newest and most rapidly
growing minority in this country; estimates in 1976 revealed that there
were approximately 32.3 millic n elderly, constituting about 15% of the to-
tal population of the United States. This rapid growth of the elderly pop-
ulation has brought abonr increasing recognition of geriatric problems,
including those related to nutrition. Although many factors such as he-
redity, disease, water and air pollution, drugs, and tobacco influence the
health and longevity of older people, good nutrition can go a long way in
helping to ensure good health.

Nutrition is frequently overlooked in counseling and treating geriatric pa-
tients. Health professionals who work with the elderly may know the im-
portance of nutrition, yet may overlook it by:

I. Failing to assess that their patients are inadequately nourished;

2. Focusing attention only on the patient’s specific complaint such as
aching joints or stomach pain; or

(€3]

Not knowing ..~w to assess the nutritional adequacy of the elderly
patient.

Three important nutritional concerns for elderly persons are:
1. Consumption of diets low in essential nutrients.
2. Development of undernutrition or obesity.

3. Increased incidence of modified diets (which are frequently self-
imposed) for the treatment of chronic illnesses such as cardiovascular
disease, atherosclerosis, diabetes mellitus, and arthritis.

A person’s nutritional status at age 60, 70, or 80 years is the product of
the influences of heredity, environment, and nutrition in the preceding
years of life. Consequently, the variation in nutritional status in the elder-
ly is likely to be even more diverse than in the younger age group, which
has been subject to the same influences but for a shorter period of time.
Elderly persons must be considered as unique individuals because there is
no such thing as a typical elderly person.

Nutritional care of the elderly always presents a challenge. As a result of
the ecenomic, social, and psychological factors over which they may have
little control, the elderly frequently develop an apathy toward their envi-
ronment, toward other persons, and toward food. A nutritional interven-
tion program established for an elderly person must take into considera-
tion the nutritional status of the person and the many factors that
influence the person’s food patterns.
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Goals

Recognizing that you wdl deal woith many elderly patients m your practiee, and
A 8 . f

that nutritional problems e the elderly are frequent and often the canse of other
physical and psychosocial problems, as a result of this wt of study, you should be
abie to:

1. Assess nutritional adequacy of an elderly patient’s food intake,

o

Plan a diet which 1s acceptable for an elderly patient who has numerous prob-
lemis common to the elderly,

3. Answer questions asked by elderly patients requiding their food intake; and

4 Provide nutritional advice for ingproving the quality of the meals of the eld-
erly.
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National nutrition surveys appear to in-
dicate no consistenf evidence of marked
nutritional deficiencies in older persons
as a group. Nutrients, however, for
which intake should be evaluated, espe-
cially in the low-income elderly, include
kilocalories, protein, B-vitamins, iron,
calcium, ascorbic acid, and vitamin A.

Current knowledge of the effect of aging or. nu-
tritional requirements is hmited. Studies in hu-
mans have shown age-related decrements in car-
diovascular, renal, pulmonary, gastrointestinal,
skeletal, muscular, and mental functions. The re-
serve capacities of many organ systems are re-
duced with age, and the response of older persons
to physiological stresses is not as efficient as that of
younger persons. Most older persons have lost
some or all of their own teeth; older persons with
inadequate or painful dentition may be severely
limited in their focd choices and their nutritional
intake. Although presbyopia, presbycusis, and
sensory declines in taste and smell may not be
significant health probiems per se, they may con-
tribute to the older person’s disinterest and
dissatisfaction in eating.

Optimal nutrition throughoutlife has been sug-
gested as one of the best means during later life of
minimizing degenerative changes and related dis-
eases. Thereare data, albeit limited, to support the
statement that good or poor nutritional status will
change the rate of aging. As the human ages, pro-
gressive changes occur in various organs which
lead to dec eased physiological functioning and
the increased chance for development of disease.
These physiological changes cause interference
with nutrient intake, interference with absorp-
tion, storage, and utilization of nutrients, and an
increase in excretion and the need for specific nu-
trients. Superimposed diseases «dd extra burden
to these already diminished phvsiological func-
tions.

Malnutrition can and doues affect the elderly as 1t
does persons of all age groups. The Ten State Nu-
trition Survey® showed that individuals over 60
years of age consumed fewer kilocalories than the
standard 1,800 kilocalones for women and . 400
kilocalories for men as established by the Food and
Nutrition Board of the National Academy of Sci-

ences.” See Appendix A at the back of this modulc
for the Recommcnnded Dietar; Allowances (RDA),
(1980). Thic adequacies of protein, vitamin A, 1ron,
and thiamin appear to depend on the amount of
food intake. This survey also found that periodon-
tal disease was a major problem with elderly per-

bl
sons.<
In the Health and Nutrition Examination Sur-

vey (HANES)," the data collected indicated that
low-1ncome, elderly black adults have the highest
prevalence of low hemoglobin and low hematocrit
values of any group. However, this group did not
exhibit low serum iron or transferrin values, so
iron deticiency may not be the cause of the low he-
moglobin and hematocrit levels.

The HANES also indicated that the percentage
of persons with low serum proteins increases with
age, the group of blacks aged 60 to 74 years having
refatively greater percentages of persons with low
albumin levels than any other group. Of further
importance, this survey report showed possible
deficiency signs of B-vitamins existing in some
subgroups of the elderly. The absence of ankle
jerk, considered to be a moderate risk sign for thia-
min deficiency, was observed in 12.2% of elderly
blacks above the poverty level and in 17.3% of
those below the poverty level. Scarlet-red beefy
tongue, the high risk sign for niacin defidency,
and other B-vitamin deficiencies, was found in
4.2% of those below poverty level. Filiform papil-
lary atrophy, a second high risk sign for macin
deficiency, was reported in 8.4% of elderly blacks
above the poverty level. In the same group, 18.2%
had fissures of the tongue, a moderate risk sign for
ruacin deficiency.?

Other research, to be discussed later in this
module, has shown poor intakes of calcium,
ascorbic acid, and vitamin A among our nation’s
elderly.*®

A Care Study in Assessing,
Planning, and Implementing
Nutritional Care

To assist youu in evaluating an elderly patient’s
food intake, in answering the patient’s questions
about nutrition, and in advising him concerning
his diet, the following care study should be
helpful.

Mr. B. is a 76-year-old widower who weighs 125
poundsand is 5 feet 9 inches tall. He ives alone on
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a very limited retiremenc budget in a large metro-
politan city apartment. Already, several of these
factors should aler: you to the possibility of nutn-
tional problems. Surely Mr. B. is underweight for
his height Being alone with limited financial ce-
sources may predispose Mr. B. to nutritional prob-
lems.

The extended family living under one roof, or
even within one community, is a rarity today. The
loss ~fa spouse is a very difficultadjustment for an
older person to make. In Western culture, eating 1s
a social event, and deprivation of social contacts
can have a negative effect on food intake. You need
to recognize the importance of socialization as a
factor in nutrition and incorporate tus knowledge
into treatment of the patient.

Most retired individuals live on a reduced 1n-
come compared with that earned during the work-
ing years. Acceptance of a drastically reduced
standard of living is often a difficult adjustment.
Older persons who retain their middle-class
values may refuse financial assistance because of
their reluctance to accept chanty. They may at-
tempt to maintain their former standard of living
at the expense of the basic necessities of life such
as food. With retirement from work, individuals
may experience depression and a loss of self-
esteer which can quickiy result in degreased ap-
petite.

Several years ago, Mr. B. had a heart attack, and
his physician told him “not to use salty fcods ”
Now his chief complaint is that he has had severe
stomach pains and constipation for the past few
days. He also complains of pain from his general-
1zed arthritic condition for which he takes 8 to 12
aspirin daily. You observe that there is a cut or. his
left hand that looks infected, and he has 1 + pedal
edema. Results of laboratory tests completed in
your office are as follows:

*Blocd pressure  180/110

*Hemoglobin: 10 gm/dl

*Hematocrit: 31%

+*Urinalysis. negative for glucose and

albunmun

Mr. B. tells you that he does his own grocery
shopping and food preparation You delight that
Mr. B has no loss of mobility. Lessened mobility
frequently hampers social activities and the mak-
ing and continuing of friendly relationships with

others. The elderly are vulnerable and frequent
targets for robbery, and the fear for personal safety
prevents many older persons from moving treely
about the communuty. Loss of mobility may also
senously restrict opportunities to obtain food.

Mr. B.’s usual food intake 1s as follows, al-
though he has not eaten very much for the past
two or three days:

Breakfast: 9:00 a.m. (alore at his apartment)

1 cup sugar-coated cereal
Y2 cup whole milk

2 sl thast

2 tsp margarine

1 cup coffee

1 oz whole mulk (in corfee)
2 tsp sugar (in coffee)

Lunch: Seldom eats lunch

Snack: 3:00 p.m. (alone at his apartment)

1 12-0z can cola-type soft drink
2 cupcikes or cookies

Dinner: 5:30 p.m. (alone at his apartment)

2 frankfurters

2 frankfurter buns

1 sm bag potato chips
V2 cup coleslaw

1 12-0z can beer

Y2 cup 1ce cream

Snack: 10:00 p.m (during the TV news at his
apartment)

1 or 2 12-0z beers

Do you thkink this is enough information for
evaluating Mr. B.’s food intake? (For additional
information on evaluating food intake you may
refer to Module 1 on nutrient content of foods and
Moduie 2 on appraisal of nutritional status.)

If you said “yes,” you are correct. You could,
however, gather more information to aid in a bet-
terevaluation of Mr. B.’s food intake by asking hum
particularly about the sources of protein in his diet
(such as beef, pork, fish, and cheese) and about
the kinds of fruits and vegetables he cats.

Do you remember what foods and their
amounts The Dai'y Food Guide (see Appendix B)
recommends for the adult to consume daily? In
brief, the recommendations tor the adult are as
follows:

1]
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1. Two l-cup servings of mulk or milk products.

2. Two 2to 3 oz servings of meat, pork, fish or
poultry. Asalternates to replace cne-half serv-
ing ot meat could be 1 egg, V2 cup cooked dry
beans or peas, or 2 Tbsp of peanut butter.

3. Two ¥ cup servings of fruit, one of which
should be a citrus fruit, and two %2 cup serv-
ings of vegetables, one of which every other
day should be a deep green leafy or yeliow
vegetable.

4. Four Y2cupor1sl servings of cereals or breads
or grains.

Let us assume 1hat Mr. B. tells you that he has
hamburgers or chicken two or three times a week
and definitely does not iike fish or liver. Since he
has heard that eggs are high in cholesterol, he
does pot eat any at all. As for vegetables, he says
that he does not like them except for potatoes,
corn, and coleslaw. He declares that fruit juices
and fruits are too expensive to buy.

Dietary cholesterol is not a serious prob-
lem for individuals 65 years of age and
older;® smoking, hypertension, and
obesity appear to be the biggest risk fac-
tors for cardiovascular disease in the eld-
erly. Eggs are a good source of protein
and are not as expensive as meat.
Adding one egg anytime during the day
to the diet of an elderly person would in-
crease the intake of protein, iron, and vi-
tamin A.

Did Mr. B.’s diet meet any of the recommended
servings from The Daily Food Guide? You are do-
ing just great 1f “ore”” was your answer. He does
consume 4 servings per day from the bread, ce-
real, and grain group. According to the guide, Mr
B. does not meet the recommendations for the
milk, fruit and vegetable, and meat groups. He
really does need a grear deal of assistance in
planning a better diet! Do your best in instructing

Table 8-1 Completed Calculations for Mr. B ’s Food Intake
Kilo- Protein Soaium

Food Amount calories grams mg (mEq)
Frosted Cornflakes 1 ¢ 154 2 270
Whole milk 1/2 ¢ 85 4 60 (2.5)
Toast, white 2 <1 138 4 254 (12.0)
Margarine 2 tsp 72 0 92 (4.0)
Sugar 2 tsp 36 0 0
Coffee
Soft drink 12 oz 144 0 0
Cupcake w/icing 2 310 3 230
Hotdogs 2 280 14 1100
Hot dog rolls 2 240 7 400
Potato chips 1 oz 161 0 300
Coleslaw w/dressing 1/2 ¢ 57 1 160
Vanilla 1ice cream 1/2 ¢ 189 4 140
Beer-12 ounces 36 oz 450 0 80

TOTALS 2316 39 3100

12
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Mr. B. on a proper diet using the recommenda-
tions in the Guide. Do not forget that the National
Dairy Council (local atfiliate) will give vou free
copies of The Guide to Good Eating for patient
use.

Because of Mr. B.'s underweightness and hy-
pertension, it would be a good 1dea to have more
specificinformation concerning the actual number
of kilocalories, grams of protein, and milliequiv-
alents or milligrams of sodium that he consumes.
Table 8-1 shows the kilocalorie, protein, and sod-
um . atent of Mr. B’s diet. Figures in Table 8-1
were obtained from the Food Composition Table
(see Apperdix C at the end of this module) and
from Nutritive Value of American Foods, U S D.A.
Handbook No. 456, ‘Washington, DC.

Evaiuation of Mr. B.’s diet indicates an intake of
2,300 kilocalories. To prevent Mr. B. from losing
any more weight, how many more kilocalones
would you estimate him to need every day? Use
the nomogram ‘ound in Appendix D to calculate
Mr. B.’s basal energy expenditure and kilucalorie
ailowance, including kilocalorie allowance for
ligh” c’ivity. Using the nomogram for a male, 7¢
years of age, 125 pounds in weight, and 5 feet 9
inches tall, his basal energy expenditure weuld t.
1,450 lilocalories; with a kilocalorie increment of
40% for light actwvity, his total kilocalorie expendi-
ture daily would be approximately 2,050 kilocalo-
ries. His current kilocalone int=%e of 2,300 k:iocal-
ories is 250 kilocalories grea.. than his typica:
daily kilocalorie expenditure. Mr. B. should there-
fore consume at least 2,050 kilocalories per day to
maintain his current weight. If weight gamn of 1
pound per week is desired, he should add approx-
imately 250 to 500 kilocalories per day to his intake
for a total of 2,550 to 2,800 kilocalories.

You could have attempted to figure Mr. B.’s rec-
ommended kilocalorie requirement by another
method such as the following;:

1. Using the rule of thumb, calculate Mr. B.’s 1de-
al body weight as follows:

Use 106 pounds for the first 5 feet in
height. Add 6 pounds for each additional
inch over 5 feet.

Mr. B.’s ideal body weight by this rule of
thumb weuld be 160 pounds or a range of 155
to 165 pounds.

Using the Foyarty modification of the Metro-

pelitan Life Insurance Center Conference rec-
ommended eight-weight table found in Ap-
pendix E, you wou'd find Mr. B.’s ideal body
weight range to be 136 to 170 pounds.

It shouid be noted that the mean heights of
older age groups are less than the mean
heights of younger age groups. This can be in-
terpreted in two ways:

a. The average stature of persons in older
age groups is decreased because ot envi-
ronmental conditions, genetic com »0si-
tion, and natural selection, and

b. The height of individuals 1n the <iderly
age groups tends to decrease slightly with
aging.

Both factors in fact are operating to result in

decreasing body height with aging. Stature

does decline progressively with age after 50

years, the effect 1s more pronounced in wom-

en than ir. men.

2. Now calculate the kilocalone requirement for

Mr. B.

You could use another rule of thumb which
multiplies the person’s current weight
pounds by 20 kilocalories per pound if weight
gain is desired. This would equal a minimum
of 2,500 kilocalories for Mr. B. Once Mr. B. has
art.oved his 1deal body weight and weight
maintenance is desired, the suggestion in the
rule of thumb is to multiply his weight in
pounds by 15 kilocalories per pound; this
would equal approximately 2,300 kilocalories
for Mr. B. for weight maintenance at his ideal
bor'y weight of approximately 150 to 135
pcunds.

According to a recent study by Munro,’
nitrogen balance may not be maintained
in elderly persons consuming the RDA
of 0.8 gram protein per kilogram body
weight. Increasing the protein intake to
12% to 14% of total kilocalorie intake
has been suggested, although cxcessive
protein intake is not advised because re-
nal function deteriorates with age.

As Mr. B.’s physician, you should ask lim why
he does not drirk mulk, a nich source of dietary

13
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protein and other nutrients. In thus case, Mr. B.'s
response, like many elderly persons’ responses,
might be that he only hkes mlk in hus coftee or on
cereal and that mulk is for babies. Many elderly
persons, especially women, erroneously beheve
that as adults they have outgrown their need for
milk. Perhaps Mr. B. likes buttermilk, yogurt,
cheese, or milk and milk proaucts flavored with
fruits or chocolate. These foods would be good
sources of protein, calcium, vitanun D, and ribo-
flavin, all of which are low in Mr. B.’s diet. You
should encourage Mr. B. to increase his intake of
prcten by consuming morc milk, milk products,
egy >, chicken, and hamburger which he likes.
Theze protein-rich foods are less expensive than
are becf and pork. Consuming peanut butter and
beans such as navy, white or pinto beans would
also increase his protein intake inexpensively.

Even though Mr. B. was eating frankfurters and
potato chips, his sodium intake was the equiva-
lent of ~ 3 gram sodium diet. Since he has 1+ ped-
al ed 'ma and a blood pressure of 180,110, what
would you advise him regarding his sodium 1n-
take?

Advise Mr. B. to eat frankfurters just once or
twice a week, substittting them wath the other
good sources of protemn previously mentioned.
Tell Mr. B. to avoid excessively salty foods such as
potato chips, canned soups, salted crackers, pret-
zels, ham, luncheon meats, and olives.

Hypertension 1s often related to obesity, which
fiequently occurs 1n the eldeny. Although Mr. B.
is not obese, his hypertension shouln be treated
with alow-sodium diet, diuretics, and perhaps by
the use of additi)nal antihypertensive medica-
tions. Mr. B. may have 1 + edema secondary to de-
creased blood oncotic pressure due to his low pro-
tein intake and recent weight loss.

Cardiove -ular diseases 1n the elderly should
be treated with a weight-reduction dict when the
patient is overweight, with a dietary sodium re-
stricbon when ity pertension occurs, and with
medications and diet to aclueve a normal blood
glucose level if elevated. Normal blood glucose
levels following meal ingestior: gradually inwcrease
as persons age. If standards for young adults are
used, 50% to 80% of the elderly would be «"ag-
nosed as diabetic. Controversy exist. about
whether these individuals are actually diabetic or
whether a different standard needs to be devel-
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vped tor application to the elderly. Becaus  almost
half the older patients with hy perglyveenna do not
exhubit glycosuna, testing the unine for glucose or
ketones s important., Glycosura iz i elderly panieit
makes a diagnosis of diabetes likely

The lack of fruits ard vegetables in the
diet may be a contributor to constipation
due to insufficient fiber in addition to
the diminished intestinal muscle tone
that accurs with aging. The level of di-
etary fiber recommended is approxi-
mately 7 grams per day.

“What can 1 do to prevent constipation?” asks
Mr. B. There are several suggestions you might
give to stimulate peristalsis, such as the use of
prune juice or warm water with lemon juice in the
morning before breakfast. Other suggestions are
to eat foods which contain high amounts of fiber
such as fruits and vegetables (fresh, frozen, or
canned — it does not matter) and whole-grain ce-
reals. See Appendix F for a listing of the fiber con-
tent of selected foods. In addition, you should en-
courage Mr. B. to continue drinking 1'%z quarts of
mixed fluids daily and, 1if necessary, use a
psvllium product.

Because Mr. B. consumes no fruit or fruit juices
and consumes very few vegetables, his intake of
vitamins C and A is minimal. Encouraging Mr. B.
to consume more fruits. juices, and vegetables will
be met with resistance because Mr. B. states that
these foods are tov expensive to buy. You might
suggest to Mr. B. that he buy powdered fruit juices
such as powdered orange drinks, which are
fortified with vitamin C and also fre quently with
vitamin A. A large jar of powdered juice will last
for months when mixed with water as directed on
the jar. Iniividual servings could be made each
morning or larger amounts made as Mr. B. de-
sires. A 12 cup serving per day would meet his vi-
tamin C need and, except for the fiber content, 1s
basically equivalent to fresh fruit in nutritive
value. If Mr. B. states he will notbuy fruits, vegeta-
bles, or powdered fruit drinks, you may need to
advise him to take one ascorbic acid tablet per day,
50 to 100 milligrams, to supply the needed vita-
min. An increased vitamin C intake may in addi-
tion contribute to the healing of the cut on Mr. B."s
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hand. Mr. B.s vitamin A intake could be further
increased by consumption every other day of a
green leafy vegetable (broccoli, greens, or spin-
ach) or a yellow-orange vegetable (squash, pump-
kin, or carrots). These can be purchased at low
prices in cans or fresh during their growing sea-
son Eggs, milk, and other dairy products are also
good sources of vitamin A

Recent work has shown that the daily re-
cLuirement of calcium is over 1 gram for
the average elderly person and 1.4 grams
for the postmenopausal woman.®

Foods in the Guide to Good Fating that are
sources of calcium in the diet are listed in Appen-
dix G. At least 800 milligrams of calcium are
needed daily for adult men ard women. Calcium
absorption has been repoited to decrease with
age, and its importance to bone health has been
the subject of a recent review article by Lutwak.!!
Lutwak has estimated that a minimum of 10%. of
the population over age 50 suffers from osteoporo-
sis. Recent work has sliown that the daily require-
ment of calcium 1s over 1 gram for the average eld-
erly personand 1.4 grams for the postmenopausal
woman." Although some individuals have been
found to remain in calcium balance at lower levels
of intake, there 1s no evidence that adaptation to
low intake is desirable. Bone los in the elderly can
be attributed to poor dietary in. ke of calcium, vi-
tamin D, and kilocalones as well as prolonged im-
mobilization and diseases (such as ostenarthritis)
which frequertly occur in the elderly. Weight re-
duction if the patient is overweight can provide
some rehef of arthritis by dec asing the pressure
on affected joints.

Because a.. :iy patterns and food
preferences of older persons have devel-
rped over a period of many years, they
may be difficult to modify. Many eldex
ly persons can be misled by advertising
in magazines, on television, and on ra-
dio as to claims for specific food items.
The elderly are highly susceptible to fad
diets and to food and nutrition quack-

ery.

Again, Mr. B. asks, “"Doctor, is there any speciet
diet that wall help my arthritis? [ heard that cod hv-
er oil was good to take to cure arthntis.” Your an-
swer should be that there 15 no special diet that
will prevent or cure arthritis. Cod liver oil is an ex-
cellent source of vitam.n D, but 1t does not lubri-
cate the joints as some have claimed. Excessive vi-
tamin therapy is of no value in the treatment of
arthritis. It 1s mest important to stress to the pa-
tient that he should eat a variety of foods from the
basic food groups.

Encourage Mr. B. to continue his good fluid in-
take to aid in the excretion of waste products and
to prevent a concentrated urine that may lead to
formation of renal calculi. Beer 1s fine; however, if
you could ericourage Mr. B. to add milk and fruit
or vegetable juices to his diet, you would improve
his overall nutrient intake. Supplying three or
more servings of milk and milk products daily will

improve calcium and nitrogen balance, and when
coupled with adequate fluid intake this should not

precipitate stone formation.

There is no cause-and-effect relationship be-
tween obesity and osteoarthritis. Obesity can,
however, contributc to the discomfort and disabili-
ty of arthritis, and weight reduction can provide
some relief by decreasing the pressure on affected
joints. Due to decreased absorption of calciumand
the possible role of calcium deficiency in the devel-
opment of osteoporosis, some rescarchers have
recommended that the RDA for calcium be in-
creased from 800 to 1,400 milligrams, especially
for postmenopausal women.

Persons 65 years of age and older are
considered to be high risk for illness and
disability. Many of the medical prob-
lems in the elderly are nutritionally re-
lated.

Many of the medical problems in the elderly are
nutritionally related and make the elderly vulnera-
ble to vitamin and mineral deficiencies, :ausing
persons 65 years of age and over to be at kagh nisk
for illness and disability. Unfortunately, there is
limited information on * i effects of aging on re-
quirements for essential nutrients. The elderly
may have greater needs for vitamins because of
less efficient absorption, reduced intestinal syn-
thesis, and de<reasec intestinal secretion. Because
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of the decreased kilocalone requirements due to
lowered basal metabolism, inclusion of fuous rich
in the essenhal nutrients relative to kilocalones be-
comes vital. Clearly, more work on the nutnent
needs of older persons needs to be done.

Some chronic disorders and some medi-
cations commonly used by the elderly
may alter the absorption, metabolism,
and excretion of particular vitainins or
minerals, thiereby increasing the re-
quirerient for dietary intake.

Health professionals who work with the elderly
need to be aware of the many ways in which
commonly used drugs can affect food intake and
nutrient utilization. Many drugs cause anorexia,
nausea, or other forms of gastric distress. Admin-
istration of these medications should be timed to
interfere as little as possible wath intake of food
Taking a drug with food sometimes decreases ab-
sorption. Increased destruction or excreticn of a
nutrnient by a drug may warrant additional dietary
intake of that nutrient.

”Doctor, I am taking 8 to 12 aspirin a day. Even
though I have stomach pain, should I increase this
amount 1o help relieve my aches and pains due to
my arthritis?” As Mr. B.’s physician, you might
tell him that the aspirin may be contributing to his
stomach pain. If possible, Mr. B. might reduce the
aspirin intake to 6 to 8 tablets per day. Several new
non-steroidal antiinflammatory drugs mayv be
used for arthritic patients instead of aspirin. An
other possibility is to use buffered aspirin at meal-
times to diminish stomach pain. Aspirin use may
also be the reason why Mr. B.’s hemoglobin and
hematocrit are low.

Other medications frequently taken by the eld-
erly inciude diuretics, cardiovascular disease
drugs, and gastrointestinal medications. Diuret-
ics, except for spironolactone and tramterene, 1n-
crease urinary excretion of potassium. Patients on
potassium-losing diuretics should consume am
ple dietary potassium, which can be provided
through a wide variety of fruits and vegetables, es-
pecially bananas and orange juice. Side eftects of
diuretics of nutritional importance include anorex-
ia, disturbances of taste, and gastric distress.

Hypotensive agents such as hydralazine and
reserpine occasionally cause anorexia, nausea,

an 1 drarrhea. Because digitoxim and digoxin may
inciease snagnesium and calcium excretion, moni-
tuning « { these minerals 15 recommended for pa-
tients taking digitahs preparations for prolonged
periods of ime. Symptoms of toxicity may include
anorexiz, nausea, vomiting, and diarrhea.

Gestrointestinal medications including antac-
ids may cause thiamin deficiency when taken for
an extended time. Use of mineral oil as a laxative
cocreases  absorption of fat-soluble vitamins.
Wnen steatorrhea occurs, increased intestinal
losses of calcium and potassium also occur for
which replacement is necessary.

Mr. B. tells you that he tires easily and wonders
if this feeling is related to being anemic. Your re-
sponse should be on the order of, ’Although your
biood count 1s low, 1t does not seem to be severe
enough to cause your tiredness. Regarding your
anemuia, your diet 1 low 1n several nutrients such
as protein and iron that are necessary in the
formation of blood. I have already mentioned sev-
eral foods that provide protein and iron in your
diet, specifically meat and eggs. Consumption of
green leaty vegetables will increase the vitamin
and iron content of your diet, too. Be sure to buy
enriched breads and cereals. Read the label, as it
will state if the product 1s enriched with t e
2 vitarmins and iron.” (See Appendix H for
sources of iron 1n average servings of {oods ac-
cording to the basic food groups.)

When a patient is diagnosed as anemic,
it is essential to ascertain whether the
anemia is microcytic or macrocytic. If
mean corpuscular volume (MCV) is
g.eater than 95, serum folate anA vita-
min By, levels should be checked. If
microcytic anemia is present, consider,
before prescribing iron, the possibility
of chionic aspirin use and the possibility
f gastrointestinal blood loss secondary
to cancer.

Af.ei patients are diagnosed as anenue and
privr ttreatment, red blood cellhindices should be
Jdone o ascertain w hether anemia is of the mico-
¢ or macrocvhic tvpe It mean corpuscular
volune (MCV) s greater than 93, serum tolate and
vittmur B levels should be  checked, It

16
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microcytic ancmia 1s present, betore prescribing
iron consider not only the possibility that aspirm
could have caused iron loss, but also the possibili-
ty of gastrointestinal blood loss secondarv to can-
cer A good reticulocyte response to iron therapy
may occur in the cancer patient, lead to an incom-
plete work-up, and result in a missed diagnosis
You mav choose to order territin, ron, and iron-
binding capacity tests betore vou prescribe 1ron;
strongly consider whether barium studies and/or
sigmoidoscopy are needed. Ferrous sultate, ter-
rous gluconate, and ferrous fumarate are effective
supplements mincreasing the reticulocvte and he-
moglobin levels in about ten davs The recom-
mended dose is 0.3 gram three times daily.'* Iron
deficiency and nutnitional anemias are common
among the elderly, especially in the low-income
groups o~ 1 the chronically ill.

Although you have not ascertained the tvpe ot
anemua Mr. B. has, vou recognize that nutritional
anemias can be caused by lack of 1ron, tohic acid,
and vitamin Bjs. Anemua can also be the re-
sult of inadequate protein, kilocalorie, and other
nutrient ingestion, but the consequent anemias
are not terimed nutritional anemas. Increasing
frustand vegetable censumption willimprove tohe
acid intake but nught not correct the megaloblastic
anemia which 1s frequently seen in elderly pa-
tients and which should be considered i Mr. B.'s
case. In order to increase the vitanun By in-
take, foods of animal origin must be consumed, vi-
tamin Bj; is not tourd m fruits, vegetables,
breads, cereals, or grain products

Since Mr. B. hves alone and seldom eats lunch,
the following suggestions might aid him in -
proving his focd intake.

* Mr B. might be eligible tor food stamps available
trom the county welfare office in vour citv. Check
this possibility.

* Group feeding programs such as Meals on
Wheels and the city-sponsored group feeding
program as part of Title HI ot the Older American
Act (formerly Title VIT of that Act) mav be availa-
ble. This pregram offers a hot ncon meal sup-
plying "5 of the RDA. Meals are served Mondays
through Fridays in most communities. Home-
dehvered meals may also be available through

these or other public and pnivate programs

* Nutrition education dasses are sponsored by
senior ciizen groups, the Y.M.C A, or extension
services. Suggest that Mr. B. go to such groups,
he might meet and mc ke many new tniends with
whom he may have lunch on trequent occastons.

* The American Association of Retired Persons
(AARP) has nutrition matenals for members. It
costs a minimai membershup fee to belong to the
AARP.

Many nutritton programs may provide the eld-
erly with a variety ot support services such as rec-
reational activities, shopping assistance, legal aid,
and nutrition education. Such programs include
the following;:

* Dial-A-Dietitran will answer questions concern-
mg tood buying, nutritive content of foods, and
preparation of foods. Cheek vour local telephone
hsting for such a service

= Some cities have a Nutrition Hothne sponsored
by the United Way Service which answers nutri-
tion and food-related questions. Check the cty
telephone directory for this serviee.

* Home health services provided by pubhe or pri-
vate agencies aire available for the home-bound
and require refeiral by a physician. This pubhe
health service provides nursing services, it mayv
also provide persons who ean assist the elderly
with shopping tor food, prepanng meals, and
helping obtain tood stamps when appropriate

The Retired Sentor Volunteer Program recruits

older persons for voluntary activities in the com-

mumty Through this program, the elderly both
serve and are served.

Many local communities have support groups

formed in conjunction with churches, service

clubs, senior atizen groups, retirement groups,

Or unmoeans.

There are United States Department of Agricul-

ture publications available on tood preparation

and storage through the Government Priating,

Oftree, Washingeon, D.C., at nunimal o1 no char-

ge. Often these publications willinclude recipes

These publications are good reterences torvatr to

display i patient waiting and examming rooms.

They may also be obtamned by request to the pa-

tient’s congressman.

17
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Summary

Numerous tactors intluence the tood intake ot
an elderly patient such as the physiological, men-
tal, social, and phvsical changes assocated with
aging. Manv elderiv ive alone and mav become
apathetic toward food and thus become disinter-
ested in eating. Since moneyv 1s another trequent
problem due to the effect of the increasing cost of
food on a fixed budget, the elderly tend to buv
foods high in carbohvdrate and avoid the more ex-
nensive protein-containing foods. If the elderly
spend money for toods bought in health food
stores and for vitamun and puncral supplements,
they haveless money to buy foods that would con-
tnbute to a better quahty diet.

The elderly need the same nutrients in the same
quantities as do vounger adults except for tewer
kilocalonies. 1t becomes necessary for an elderhy
person to modify his food intake, help the patient
to make the change gradually, do not attempt to
create severe restrictions all at once as this will not
toster cooperation with the suggested changes.
Moustelderly people are aware of the importance of
proper nutrition in mamtaiimg good health and
are willing to learn how nutrition can keep them
healthy and hving independently.

In planning the nutritional care of the eldeth
patient, Bartlett'* has stressed tour pomts which
all health professionals should remember:

[

—

The elderly are hkely to be at nutntional tisk
Manv factors intertere with an older person’s
abihity to obtam adequate nutntion Some eld-
erly patients will be in marginal nutritional
status upon entrv into the health care syvstem

(5%

Any new stress can have serious nutritional
imphications. Physical or emotional stress can
cause a marginaliv nourished patient to be-
come frankly deticient.

3 Good nutritional status improv - patient well-
being and therapeutic effectiveness. Quality
patient care requures assessment ot nutritional
status, planming ot intervention strategics
when appropriate, and monitoring ot prog-
ress.

4. Elderly patients are highhv individualized
Personal assessment 1s essential because indi
vidual abilities, capabihties, and levels ot tune-
tion vary widelv.

The costs of 1l health in the elderly in terms ot
disability, productivity, socialization, and psyvcho-
logical reactions are not easy to quantify. That
such costs exist seems apparent. For both econom-
1 and humanitarian reasons, it behooves vou to
help vour elderly patients achieve optimal nutri-
tional intake and status

108)]
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Appendix A

National Research Council — when establishing nutrient intake goals for pa-
Recommended Dietary Allowances tients.

The RDA's were designed tor healthy individu- The chart below shows the RDA's tor two age
als. Amounts lsted are greater than mav be groups Note the ditterences in the allowancd tor
needed and serve as gudelines for the physician kilocalories, protem, B-vitanuns, and wron
Table 8-2 Recommended Dietary Allowances, 1980

; _ _
Persons aged 23-50 years ‘ Persons aged 51+ years

Unit Male Female Male Female

Kilocalories Kcal 2,700 2,000 2,400 1,800
2,0502 1,6002

Protein grams 56 44 56 44
Fat-Soluble Vitamins |
Vitamin A mcg RE’/IU mcg 1,000/5,000 800/4,000 ' 1,000/5,000 800/4,000
Vitamin D mcg 5.0 5.0 | 5.0 5.0
Vitamin E mg o T.E.C 10.0 8.0 } 10.0 8.0
Water Soluble Vitamins ‘
Ascorbic Acid mg 60.0 60.0 j 60.0 60.0
Folacin mcg 400.0 400.0 | 400.0 400.0
Niacin mg 18.0 13.0 i 16.0 13.0
Riboflavin mg 1.6 1.2 1.4 1.2
Thiamin mg 1.4 1.0 ‘ 1.2 1.0
Vitamin Bg mg 2.2 2.0 | 2.2 2.0
Vitamin B, meg 3.0 3.0 ‘ 3.0 3.0
Minerals |
Calcium mg 800.0 800.0 | 800.0 800.0
Phosphorus mg 800.0 800.0 | 800.0 800.0
TIodine mcg 150.0 150.0 \ 150.0 150.0
Iron mg 10.0 18.0 1 10.0 10.0
Magnesium mg 350.0 300.0 | 350.0 300.0
Zinc mg 15.0 15.0 ! 15.0 15.0

“Kilocalorie recommendation for age 76 + vears
“Retnol eq]uwalonts
‘Tocopherol equivalents.

From the Food and Nutntion Board, National Academv of Scrences
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Appendix B

Figure 8-1 Guide to Good Eating
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Figure 8-1 (continued)

Guide to
Good €ating...

A Recommended Dally Pattern

Nutrients are chemical substances oblamned trom toods during
argestion Yhey are needed 10 buiid and maintain body cells
regulate body Droresses and supply energy

One s Jiet should include a variely of foods because no single foog
supplies ail the SO nytrients and decause Many nutrients work
10gether

Nutrients for Health

ADOut 50 nutrients including water are needed daily for optimum
health It gne Obtains the proper amount of the 10 teader nytnents
10 the dailv diet the other 40 0f 50 nytr ents will likely be consumed
1n amounts sutficient to meet bogy needs

When a nutrient s added of a nutriticnal claim s made nutntion
labeting ve?uunons require ishng the 10 1eader nytrrents on food
packages These nutrients appear inthe chartbetow with100d
sources and some maior phyvsiologrcal functions

Nutrient Important Sources Some major physiclogical functions
of N :trient
Prov ge energy Builg and maintain body celis Regulate body processes
The recommended daily patterr provides the
Protein Meat Poyitry Fish Supplies 4 Calories per gram Constitytes oart of the strycture of every cel Constitutes part of enzymes some hormones
foundation for a nutntious heaithtui diet Drieq Beans anc Peas such as myscle dIood and bone supports ang body uids and antibodies thatincrease
cqq growth and maintains healthy body ceils resistance to intection
heese
éne rec$mmen|0w servings from megou Foo? Mtk
roups for | 1ot fal
oups for adults supply about 1200‘ alones The Carbohgdrate Coreal Supphes 4 Calories per gram Supplies energy 50 protern can be usedtor Unrefined products supply hber ~ complex
chart below gives recommendations for the Potatoes growth ang maintenance of body cells carpchydrates infryits vegetables and whole
number and size of servings for Seve.u: ogf: Beans Masor source of en g’s‘s":;lr"""‘;zqh‘;l';"‘f;’r':""“'°“
3 olenergy 8
categories of peopie Bread tor centrai nervous system
Sugar
Fat Shorteming On Supphes 9 Calories per gram Constitutes part of the structure of every cetl Provides and carnes tat soluble vitaming
o— gulll;'oh't'qa""e Supplies essential fatty acids (A D E anaX)
alag Oressing
rood Group Recommencsd Number of Servings Sausages
Pregnant f Lactating Liver Assi5ts 10rmation and maint, fsuin and Functionsinvisual processes and forms visual
ol T Aduit Vitamin a0 aictenance of skin ai unct 1SUal processes s visy
Cnig eenager du Woman Woman A Carrots Mucous Membranes that line body cavities and purple thyspromoting healthy eye t “sang
(Retinol) Sweet Potatoes tracts such as nasal passages and intestinal eye 30a0tation in dim Hight
Mk 3 0 2 0 . Greens tract thus incexas g resistan-e to infection
1 Cuprmita yogurt OR Butter Margarine
c"f""" E“"‘"""" VitaminC Broccoh Forms cementing substances such as collagen Aigs ytdization of iron
T'2shces (117023 chedCar (Ascorbic Add) Orange that hotd body c2ils togetner thus strengthening
cheese’ Gracefrunt blood vessels hastening heating of wounds and
1 cuppudaing Pag sya bones andincreasing resistance to infection
1M cups ice cream Miango
2 cupscoltage theese® Strawbernes
TNanIn(B ) Lean Pork Aidsin utihization of energy Functions as part ot a coenzyme to promote the
2 2 2 3 2 ' Nuts ubhizaticn of carboh,drate
2 aunces cooked lean meat Fortitied Cereal Progucts Promotes nofmal appetite
tish pouitry OR Contributes to narmat tunctioning of nervous
Protein Equivalant System
2 eqgs R
i 8 Liver AICs 10 gtiization of energy Functions &, part at a coenzyme 10 the production
2 sices @orichedaar bofiavin(B;) Milk of energy within body cells
chesse’ Yogurt Promotes haalthy siin eyes and cleaf vision
Y2 cup cottage cheese® Cottage Cheese
1 cupdned beans peas
Niacin Liver Aigsin utihzatior ot energy Functions as part ot a coenzyme n fat synthesis
4 1950 peanatoutte Meat Poultry Fish tissue respiration and utihzation of carbohydrate
Peany’s Promotes healthy suin nerves and digestive tract
Fruit-Vegetable ¢ ‘ + ¢ ¢ Fortitie?Cereal Products Ai0s digestion and fosters normal appetite
Y2Cupcorkadnr uice s
1 cupraw Caldum Mtk Yogurt ComBines with other minerals within a protein Assists 1n 1l00d ciotting
Portoh commonly serveq Cheese framework to give strycture and strengthto Functonsinnormal myscie contraction and
Such a5 a medium Size Sargines ang Saimon with Bc 1es bones and teetn relanatton andnormal nerve transmission
‘appie or Danana Coltard Kate Musta 4 ang
Turop Greens
Grain, whole grain ¢ ¢ ¢ ¢ ¢ ron EnnichedFarina Aids in Ut fization ot eNeryv Combines with protein ts form hemogiobin the Funct:ons as part of enzymes involved in
fortitied ennched Pryne Juice red substance in Di00Od that carnes Oxygen to tissue respiration
1 sice breag Liver andcarbon gionide from the cells
1 Cup ready 1o eat cernal Oried Beans and Peas Prevents nutntional « &Maangts
V) cup cooked Cereal Red Meat accomnanying tatigue f
pasta gris In¢rea esresistance to infection
SCOUM CREON® 08 3arving 0F Mk OM Mad) ACHBAIR S My 18ReOuSly

Ohers COMDIemant but 50 Aot 19pIACe
10008 oM e Four F A0 Grovps
AMOYATE IAOUIO Lo O0'er M ned by
09 dupt caior € reeds

Used with permission ot the National Darev Councll, © 1977, 4th ed
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Appendix C

Food Composition Table:
Procedure Used to Devise Table

Therapeutic and standard hospital diets were
nutritionaliy anaiyzed by using the following
Food Composition Table. The nutritive values
listed 1n the Food Composition Table represent av -
erage weighted nutritive v alues of foods served on
the cycle menus of the associated hospitals of the
Mayo Chnic and of foods consumed by the aver-
age adult.

The daily diet for the average adult was deter-
mined by evaluation of the pamphlet “Food Con-
sui. .don and Dietary Levels of Households in the
United States, 1965 published by the Department
of Agnculture. The amounts and kinds ot foods
consumed were analyzed.

Agriculture Handbook No. 8 was the only
source of reference for nutritive values. A compu-

ter was used in the calculation procedure. Nutri-
ent values from the three different food patterns
‘menus of the two associated hospitals and the av-
erage outpatient’s diet) were averaged together
The Food Composition Table 1illustrates average
nutritive value of foods normally consumed every
day. Nutrient value of trequently used modified
foods are included also. All standard and thera-
peutic diets were nutritionally analyzed with the
nutritive values in the Food Composition Table
For food in which a range in the number of
servings was given, the minimal amount was used
for calculation purposes. The chart may be used
for quick calculation of the nutnitional adequacy of
a diet When more accurate figures are decired,
reference sources listing specific foods should be
consulted.

(ST
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Table 8-3 Food Compositic . Table — Nutrient Values ot Foods in Hospital and Outpatierit Diets
Pro- Thia=  Rit - Niacin Absor- Potas~
Food Wt Amount Cal- tein Fat CHO Ca Fe Vit A mine flavin me bic Acid Sodfum® <fum Fluid

gm orfies am gm nm mg am 1Y me ng equav me mFq mbq ml
Meat
Meat, fish, fowl 30 L 0Z 73 7 5 .. 15 1.0 350 .0€ .15 2.0 } 2 :“
Meat substitute 30 1 oz 116 8 9 2 97 0.4 159 .02 .10 1.6 7 2 20
Eggd 50 1 73 7 5 28 1.1 585 .04 .13 3 3 35
fac - 2 1
Butter, margarine 5 1 tsp 36 4 1 1¢ : :
Salad dressing 15 1T 62 6 2 2 : : 1 .
Gravy, white sauce 50 1/4 cup 39 1 3 2 15 0.2 40 0.1 0.4 . 4 1 ;4
Half and Half 30 27 36 4 32 144 .01 .04 1 2
MLk
Whole milk 240 1 cup 179 8 1d 12 283 . 336 07 W41 0.3 2 5 9 209
Milk drick 200 1 cup 204 8 8 25 270 1.0 425 .10 .36 0.3 2 6 9 160
Eggnog 200 1 cup 295 s 15 25 300 1.5 940 14 56 3.7 3 7 10
Bread
Bread 25 1 <lice 69 2 i 13 21 0.6 .06 .05 0.0 6 1 2
Cereal 20 2/3 cup 69 2 1 13 30 6.6 08 .05 0.6 . 6 1 ll(z
Potato or substitute 100 1/2 cup 69 2 1 13 7 1.5 940 14 .56 1.5 16 10 5 80
Vegetable
A 150 1/2-2/3 . 56 1.6 2120 .08 12 0.8 30 16 8 140

cup

B 75 1/2 cup 24 1 5 20 0.8 31199 08 .06 0.8 10 10 4 65
Fruit
Citrus 100 1/2 cup 48 . 12 2 0.2 130 .07 .03 0.2 40 4 90
Other Varies 1 servinrg 84 1 . 2n¢ 8 0.5 340 .02 .03 0.4 4 . 4 82
Soup
Cream 200 1 cup 69 2 1 13 140 0.8 985 .10 20 1.1 35 7 180
Dessert
Regular Varies 1 serving 212 3 8 32 55 0.3 155 .03 .08 0,2 6 2 4e
Modified Varies 1 serving 189 4 5 32 90 0.4 180 .03 .10 0.4 6 2 80
Low fat Vacies 1 serviung 128 2 30 10 .02 .06 G.1 6 2 50
Suger
Sugar, jelly 15 1T 56 14

“Value 1s for average amount of salt used in preparation ot tood, salt which may be
added to food at the table 1s not caleulated

YEgg, cheese, cottage cheese, peanut butter

‘Average value for a serving of frint, sweetened or un-weetened

Vegetable 2. — indudes all vegetables not histed 1in Group B and Bread Group

Vegetable B — Contans bodts, carrots, snione, gieen peas, turips santer sqieosh
Bread Group — Includes potatoes, cor, and baked beans

From Maye Clone Dot Manual dth ed, s hiiadelphia, Saunders, pp 132-133, 1971 Used
with permssion of W B Saunders Co, « 1971, Philadelplia, PA
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Appendix D

Nomogram for Estimating Caloric Needs

Figure 8-2
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Durections for Estunating Caloric Requurenic 't To determine the desired allow ance of calo-
nes, proceed as follows. 1 Locate tae ideal weight on Column 1 by means of a common
pin 2 Bring edge of one end of a 12 or 15-inch ruler against the pin 3 Swing the other
end of the ruler to the patient’s height on Column 17 4 Transfer the pin to the point
where the ruler crosses Column 111 5. Hold the ruler agamst the pinin Column ﬁl o
Swing the left hand end of the ruler to the patient’s sex and age (measured from last
birthday) given i Column [V (these positions correspond to the May o Chini’s metab-
chsm standards for age and sex) 7 Transfer the pin to the pomt where the ruler
crosses Column V This gives the bosal calonc requirement (basal calornies) of the pa-
tient for 24 hours and represents the calories required by the fasting patient when rest-

ing inbed 8 To provide the eatra calonies tor activ ity and work, the basal aalories are
increased by a percentage To the basal wlorie tor adults add 30 to 80 per cent tor
manual laborers, 30 to 40 per cent tor hght work or 10 to 20 per cent tor restrnicted actiy -
ity such as resting i a room or in bed To the basal calories or duldren add 30 to 100
per cent for children ages 5 to 15 years, This « umrutntmn may be done by simple arith-
metic or by the use of Columns VI and VII It the latter method s chosen, locate the
‘per went aboyv e or below basal” desired in Column Vi By means ot (he ruler connect
this puint with the pin on Columic V. Transter the pin to the pont where the ruler
crosses Column Vil This represents the alunies estimated to be required by the pa-
tient

Used with permisston of the Mayo Chinie, Roche .cer, MN
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Appendix E

Table 8-4 Guidehnes tor Bodv Weight
MEN WOMEN
Weight (1b)* Weight (Ib)*

Height* Acceptable Acceptable
Ft in Average weight Average weight
4 10 102 92 119
4 11 104 94 122
5 0 107 96 125
5 1 110 99 128
5 2 123 112 141 113 102 131
5 3 127 115 144 116 105 134
5 4 130 118 148 120 108 138
5 5 133 121 152 123 111 142
5 6 136 124 156 128 114 146
5 7 140 128 161 132 118 150
5 8 145 132 166 136 122 154
5 9 149 136 170 140 126 158
5 10 153 140 174 144 130 163
5 11 158 la4 179 148 134 168
6 0 162 148 184 152 138 173
6 1 166 152 189
6 2 171 156 194
6 3 176 160 199
6 4 181 164 204

*Height without shoes, weight without clothes

Reproduced with permrssion from Brav, G A “Obesity,” in Dowhng, HE, ctal (eds ), Disease- -Month © 1979, by Year Book
Medical Publishers, ac . Chicago (Adapted trom the recommendations of the Fogarty Center Conterence, 1973
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Appendix F

Table 8-5 Fiber Content of Some Selected Foods

Grams Crude Fiber
Food Per Serving

Cereals and Breads

All Bran - 3 4 cup 2.0
Branflakes 40% - 3/4 cup 1.0
Raisin Bran - 3/4 cup 0.9
Shredded Wheat - 1 biscuit 0.7
Wheaties - 1 cup 0.6
Puffed Wheat - 1 cup 0.2
Cornflakes - 1 cup 0.2
Rice Krispies - 1 cup 0..
Oatmeal (cooked) - 2/3 cup 0.2
Whole wheat bread - 4% slices i.6
White bread - 4 slices 0.2
Vegetables
Peas — 2/3 cup 1.9
Lima beans - 2/3 cup 1.8
Baked beans - 1/2 cup 1.7
Brussels sprouts - 3/4 cup 1.6
Broccoli Tips - 2/3 cup 1.5
Coleslaw - 3/4 cup 0.7
Celery - 1 cup (diced) 0.6
Lettuce - 1/4 head (small) 0.5
Fruits

Apple (raw including skin)

1 small 2%" diameter 1.0
Prunes (cooked) 6 medium 0.8
Peach (raw including skin)

1 smail 2%"'x2" 0.6
Grapes (raw including skin)

10 grapes 0.2
Cherries (raw including skin)

10 cherries 0.1

|
!
FromWatt, B K and Mernll, A T Compostfeon of Food~ - Agricullure Hane lu—;«Tk‘\\—\h', \\‘,\h..,:z.;ﬁfl HWI;;;\.nlnwnil ;l-'——i;;“\nl ‘

ture, 1963

21




Appendix G

Table 8-6 Calaum in Average Servings ot Foods Classttied in the Four Food Groups
Avera}ge Calcium content in milligrams
Serving
Food in Grams 200 400 600
| l I
GROUP I: MILK or EQUIVALENT ’ r '
Milk or Buttermilk, whole or skim, 244 | 285
1 cup
Yogurt, 1 cup 244 |27l
Cheese, Cheddar, 1 ounce 30 |206
Ice Cream, 1/6 quart or 2/3 cup 60 | |76
Cottage Cheese, 2 ounces 30 | l 54
GROUP TI: MEAT, FISH, POULTRY, EGGS ‘
Salmon, canned yith bones, 2 ounces 60 | 120
Egg, ! whole 50 : 27
Fish, all kinds, without bones, 90 _] 25
3 ounces -
Meat, lean, all kinds, 3 ounces 90 :l 9
DRY LEGUMES and NUTS ‘
Beans, baked with molasses, 1/2 cup 100 163
Lima beans, cooked, 1/3 cup 75 1] 21
Peanut butter, ! tablespoon 16 j 10
GROUP III: VEGETABLES and FRUITS o ‘
Kale, mustard ané turnip greens, 75 ’ 110
1/3 cup
Broccoli, cooked, 1/3 cup 75 ‘ 66
Orange, 1 whole 100 :] 41
Green beans, cooked, 1/3 cup 75 :] 33
Carrots and turnips, 1/3 cup 75 ] 26
Cabbage or celery, raw, 1/4 cup 50 ] 20
Apple, peach, pear, 1 small 100 ] 5
GROUP IV: BREAD and CEREALS
Bread, white or whole wheat, 3 slicec 70 ___l 60
Oat cereal, ready to eat, enriched, 9 50
1 cup > :]
Tortilla, Mexican, 2 medium 40 :l 44
Macaroni, spaghetti, noodles, Ci)?‘fegvp 100 j 9
Adapted from Mitchell, H, Rynbergen, H, Anderson, L, and Dibble, M Nttt i Healthand Discase 16tived |, 1970 Used with
permission ot J. B Lippincott Co, ¢ 1976, Pniladelphia, PA
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Appendix H

Table 8-7 Sources of Iron in Average Servings ot Foods Classitied in the Four Food Groups
Average Iron Content in Milligrams
Serving 2 4 6 8 10 18
Food in Grams . . ,

GROUP I: MILK or EQUIVALENT K ! ! T

Cheese, Cheddar or Swiss, 1 ounce 30 :| 0.3

Milk, whole or skim, 1 cup 244 :] 0.2

GROUP II: MEAT, FISH, POULIRY, EGGS

Calf or lamb liver, cooked, 2 ounces 60 i1 9.6

Beef or chicken liver, cooked, 2 ounces 60 :] 5.2

Beef, lamb, pork, veal, cooked, 3 ounces 90 | [ 2.7

Chicken or turkey, cooked, 3 ounces 90 _—:l 1.6
Egg, 1 whole so [ ] 1.1
=
Fish, average, cooked, 3 ounces 90 l 1.0 g
& S
DRY LEGUMES and NUTS =
I
Beans, baked, with molasses, 1/2 cup 100 } 2.3 I .
) 3]
3]
Lima beans, cocked, 2/5 cup 75 I 1.8 = E
] & 3
Pea soup, 1/2 cup 123 0.5 E =
S
Pea'nut butter, 1 tablespoon 16 :I 0.3 z -
GROUP III: VEGETABLES and FRUITS & &
Prunes, cooked, 6 prunes 100 ] 1.8 H a
Apricots, dried, cooked, 1/2 cup 100 l 1.6 § E
= z
Greens, all types, cooked , 2/5 cup 75 I 1.5 % %
<) 3
Peas, fresh or frozen, 1/2 .up 75 | 1.5 é §
Raspberries, strawberries, 2/3 cup 100 j 0.9
Sweet potato, cooked, 1 medium 100 :] 0.8

Carrots or cauliflower, cooked, 2/5 cup 75 :] 0.5

GROUP IV: BREAD and CEREALS
Bread, enriched or whole grain, 3 slices 70 | 1.7

Cereals, enriched, ready to eat, 1 cup 30 l 1.3

Macaroni. spaghetti, noodles, cooked2/3 100 | I 1.0
cup

Cereal, wheat or oats, cooked, 2/3 cup 100 l 0.6
|

! | I

0 2 4 6 8 10 18
Adapted from Mitchell, H., Rynbergen, H , Anderson, L, and Dibble M Nutitwn i Healtw and Doseis, 16th ed . 1976 Lsed with
permussion of ]. B Lippincott Co , © 1976, Philadelphia, PA
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Some Abbrevations Used in the
Nutrition in Primary Care Series

RDA

st
sm
Tbsp
TPN

tsp
USDA

adenosine triphosphate

cup

cubic centimeter

central nervous system

Food and Drug Administration
gram

ideal body weight
International Units

kilocalorie

kilogram

pound

large

mean corpuscular volume
minimum daily requirement
medium

milliequivalent

milligram

megajoule

milliliter

ounce

Recommended Dietary Allowances
retinol equivalents

slice

small

Tablespoon

total parenteral nutrition
teaspoon

United States Department of Agriculture
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