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Aged Care Standards and Dietetics











ADIME

ASSESSMENT (ABCD)

• Anthropometry 

• Weight, Weight Hx, BMI (23-30), Mid Upper Arm Circumference, 
Calf Circumference

• Biochemistry eg albumin, CRP, vit D, iron, B12, GFR, BSLs

• Clinical History

• Medical Hx, Medications, Nutrition intake symptoms, Bowels/GI, 
Social Hx, Mobility, Swallow, Pressure Injuries, Cognition/Mood, 
Dentition

• Malnutrition Assessment Mini Nutritional Assessment (MNA) 

• Requirements: Energy , Protein, Fluid, Fibre. 30-35kcal/kg 1.2g/kg 
Protein.

• Diet History

• Energy, Protein, Fibre, Fluid. 

• Core Foods, micronutrient adequacy.Patterns



Referral reasons

Malnutrition/Weight Loss
Obesity

Constipation or diarrhea, bowel obstruction

Texture modified diet

Pressure Injuries/Wounds

Diabetes

Nutritional Deficiency eg Anemia

Special diets eg Vegetarian/Vegan.

Bone Health

Kidney Disease

Heart Health – Blood Pressure/Cholesterol

Dementia related



Malnutrition – The skeleton in the closet.

Malnutrition = a  deficiency of nutrients such as energy, protein, 
vitamins and minerals causes measurable adverse effects on 
body composition, function or clinical outcome. 

Malnutrition is both a cause and a consequence of ill health. 

Approximately 50% of nursing home residents are 
malnourished (up to 68%).

National Institute for Health and Clinical Excellence (NICE). Nutrition support in adults: oral nutrition support, enteral tube feeding and parenteral nutrition (clinical guideline 32). London National Institute for Health and Clinical Excellence (NICE): 2006. 
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Malnutrition is 
everyone’s 
responsibility..

Being proactive and aiming for 
prevention ,timely screening is essential.



Malnutrition Causes

Decreased intake 

Poor appetite 

Needing assistance with meals 

Lack of access to food 

Dysphagia 

Taste change

Depression 

Texture Modification

Lack of education, beliefs

Increased requirements 

Infection 

Post-surgical 

Wound healing /Pressure injury 

Cancer 

Trauma

• Malabsorption/nutrient losses 

GI diseases 

Bowel resection 

Interactions with medications

Wounds/drains



MNA

•Validated

•Quick and easy

•Facilitate early 

intervention

•Cheap





Sarcopenia

= age-related loss of muscle mass & 
strength.

Strongly associated with functional impairment 
and physical disability → greater effect on ADL’s

More common with multiple comorbidities

Anabolic resistance – blunted response to 
stimuli

Protein signalling, hormonal, malnutrition 
and inflammatory components
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Combination of progressive 
resistance training and 

adequate protein intake is most 
efficient to increase muscle 
mass and muscle strength. 

Collaboration between 
physiotherapist/exercise 

physiologist and dietitian is 
essential. (Kim et al. 2012)
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Protein 
Target

Serves Protein 
per 
serve

Total

Meat and 
Alternatives

2.5 
serves

20 50

Dairy 4 8 32

82g



HPHE 
extras

Flavoured milk (250mL) (950kJ, 9g protein) 

Cheese (20g) and 3 crackers (500kJ, 6g protein) 

Yoghurt (200g) (800kJ, 8g protein) 

Custard (150g) (560kJ, 5g protein) 

Enriched milk (full cream milk + milk powder) 

Commercial nutritional supplements, e.g., Sustagen, 
Resource, Ensure, Flavour Creations





Food Fortification

Standard HPHE Option

Pumpkin Soup Creamy Pumpkin and Lentil Soup

Porridge Porridge with skim milk powder

Cauliflower Cauliflower Cheese

Plain Biscuits Cheese + Crackers

Apple Crumble Apple Crumble with HPHE 
custard.
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Pressure 
injuries/Wounds 

•Patients with malnutrition are twice as likely to develop 
a pressure injury compared to well-nourished patients. 

•Patients with infections often have poor appetites, 
resulting in lower nutritional intake. 

•Patients with pressure injuries and wounds have higher 
protein and energy needs in order to promote wound 
healing. 

•Refer to the dietitian as early as possible for nutritional 
intervention. 



Nutrition and Wound Healing





Diabetic Screening and 
Intervention

Older adults with long life expectancy and are relatively 
healthy, follow current general screening 
recommendations.

For very old adults, those with multiple comorbidities, and 
those with a short life expectancy, it is best to focus 
managing complications that could further impair patients’ 
functional status or quality of life. 
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Diabetes and/or Weight Loss Management
High energy/sugar

Higher sugar cereals

Morning and afternoon Tea

Cakes, muffins, slices, scones, 

Desserts

Crumble, slices, cream, meringue

Drinks

Lemonade

Juice

Snacks in room!

Fried/Battered

Double servings
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Fruit

Cheese + Biscuits

Soda Water/Tea

Greek Yoghurt + Berries

Portion Control

Fruit Salad

Jelly, LF ice cream

Wholegrains

Grilled/Steamed

Salads



Hypoglycemia

Major limiting factor when trying to achieve recommended  glycemic control

Older patients have a higher risk of hypoglycemia and poor outcomes due to 
altered physiologic responses to low glucose levels.

potential to precipitate or trigger cardiovascular events, 

worsen cognitive function, 

Reduced quality of life

increase in falls and fractures, fear of falling.

Hypoglycemia unawareness is also common in older adults. 
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Precautions
At risk of malnutrition

Deconditioned/ Sarcopenic Obesity.

Wound Healing

Palliative
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Texture Modification/Dysphagia
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Consider effect on enjoyment 
of meals and overall 
energy/protein

Consider Fibre/ Fluid

Menu adequacy

Presentation

Support mealtime 
independence and 
appropriate level of 
assistance

Support Speech Pathology 
plan 



Other – Functional Foods





Questions

Thank you for listening


