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Abstract

Engaging older adults, and all those who care for them, is pivotal to providing 
high-value nutrition care for older adults. Nurses and other interdisciplinary 
team members are essential to this process. The aim of this chapter is to provide 
an overview of the rationale and evidence for interdisciplinary and systematised 
nutrition care as an effective nutrition care approach for older adults with or at 
risk of malnutrition. This chapter also serves as a guide to detailed chapters 
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across this book to provide focal points on different aspects of nutrition care that 
should be considered across primary prevention, acute care, rehabilitation, sec-
ondary prevention and community settings (Dreinhöfer et  al., Injury 
49(8):1393–1397, 2018).
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Learning Outcomes
By the end of this chapter, you will be able to:

• Recognise the complexities of nutrition care for old people.
• Explain the rationale and benefit of shifting towards integrated, transdisciplinary 

nutrition care across healthcare and community settings.
• Apply key questions that will support timely, efficient and effective nutrition care 

for older persons across broad populations, conditions and settings.

1.1  Defining Malnutrition

Malnutrition broadly refers to deficiencies, excesses or imbalances in a person’s 
intake of energy and/or nutrients. Undernutrition includes energy or macronutrient 
deficiencies (protein-energy malnutrition) and micronutrient deficiencies or insuf-
ficiencies, while overnutrition is routinely associated with overweight, obesity and 
diet-related noncommunicable diseases [1, 2]. This book will present a focus on 
malnutrition as undernutrition.

There is no definitive or ‘gold standard’ screening or diagnostic criteria for mal-
nutrition [3]. Despite the availability of several validated nutritional assessments, 
malnutrition is often under- or misdiagnosed, overlooked and undervalued in multi-
morbid older adults, such as those with a fragility hip fracture [4–7].

Malnutrition diagnosis requires a thorough assessment and single-point diagnos-
tic measures are unreliable. For example, malnutrition may be recognised in a 
chronically malnourished patient with normal albumin levels, but it can also be 
present in an acutely unwell older adult despite a high body mass index (BMI) of 
50 kg/m2 [4]. Conversely, an older adult with reduced handgrip strength resulting 
from motor-neurone disease should not immediately be considered malnourished 
without further investigation.

Muscle strength and function diminish as part of the normal ageing process, so a 
centenarian presenting with limited muscle reserves should not automatically be 
given a diagnosis of malnutrition, until it has been established whether loss of mus-
cle mass, strength and function is in part attributable to malnutrition, for example, 
related to anorexia of ageing.
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1.2  Nutrition Care in Older Adults: A Complex 
and Necessary Challenge

Malnutrition in older people is increasing in prevalence as the population ages [2, 
8–10]. The prevalence of undernutrition in older people living in the community is 
about one in five [11–13]. Within clinical settings, malnutrition prevalence rates 
routinely approach half of older adults, although prevalence estimates vary substan-
tially depending on the population, the healthcare setting and methods used for 
assessment [14–18].

Poor nutritional status is well established as a negative prognostic indicator 
among older adults, leading to functional decline, lower quality of life and increases 
in complications, morbidity and mortality, lengths of stay, unplanned readmissions, 
institutionalisation and costs [19–25]. It is worth noting that malnutrition can more 
than double the risk of dying for older adults [26, 27].

A practical case example is an older community-dwelling person admitted with 
fragility hip fracture. Although the surgical intervention and fracture union may 
have been successful, extended length of stay, residential care placement and early 
mortality can all still arise with sarcopenia, functional decline and multiple pressure 
injuries, all of which are attributable to hospital-acquired malnutrition.

A further dimension to the implications of malnutrition is the societal conse-
quence of ageing. The increasing burden on the working age population is captured 
in the Old-Age Dependency Ratio [28, 29], and this emphasises the importance of 
good nutrition throughout the lifespan. Implications include:

• Society will need older adults to be independent for much longer in the future.
• Survival into old age is not going to be enough; quality of life is more important 

to older adults than longevity.
• Demographic change is going to be extremely rapid, increasing pressure on 

health and social care services; society must start adapting and adopting mea-
sures immediately.

The challenge of providing nutrition care for ageing populations is multifacto-
rial. Urgent attention is required globally so that older adults and healthcare provid-
ers can understand the continuum of nutrition care across the lifecycle. ‘Healthy 
eating’ and optimal nutrition health during pre-older adult years must provide the 
groundwork for healthy ageing, but we need to re-evaluate what ‘healthy eating’ 
looks like in older adults.

The onset of frailty and other conditions of old age requires us to consider chang-
ing the focus of nutrition care away from lifestyle advise and the prevention of 
obesity and towards prevention of functional loss and the maintenance of muscle 
mass, bone integrity and quality of life.

This may at first appear counter-intuitive, for example, prescribing supplements 
in an obese inpatient at risk of malnutrition after hip fracture or deprescribing a 
long-standing ‘low-cholesterol diet’ for someone admitted to a cardiac unit with 
underlying malnutrition [30, 31]. It may simply mean accepting the risk of 
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aspiration in an older adult with end-stage Parkinson’s disease and allowing them 
unrestricted food and fluids for the comfort, enjoyment and social interactions that 
mealtimes offer. When and where such shifts in the focus of nutrition care should 
occur will depend on age-related changes, comorbidities, sociocultural factors and, 
most importantly, what matters to the older adult.

1.3  Malnutrition: A Truly Wicked Problem

Malnutrition is multifactorial and underlying factors that can lead to malnutrition 
are many and varied. In some cases, malnutrition cannot be resolved, although 
attentive management may improve outcomes for older adults and the systems that 
care for them. There are no single ‘silver bullet’ solutions; this is one of many rea-
sons why malnutrition is considered to meet the definition of a ‘wicked’ problem as 
initially described by Rittel and Webber (Table 1.1) [32, 33].

1.4  Building the Rationale for Integrated Nutrition Care

It is important that healthcare providers are proactive in identifying individual 
causes, signs and symptoms of malnutrition. If identified early, malnutrition can be 
treated with individualised nutritional intervention plans which should be supported 
by effective systems and cohesive, integrated care processes [1]. While early recog-
nition and treatment of malnutrition are recognised as beneficial for the health and 
wellbeing of the older person, nutritional diagnosis and a timely nutrition care can 
also reduce overall healthcare and community costs [34–36].

Table 1.1 Why malnutrition in older adults should be considered as a wicked problem [32, 33]

• Profession and scientific definitions and diagnostic criteria continually evolve over time
•  Shared and overlapping boundaries between ageing, cachexia, frailty, obesity, sarcopenia 

and other conditions
•  Unique individual presentations in ageing limit the usefulness of clinical algorithms and the 

accuracy of tools
•  The diagnosis and related underlying problems cannot be routinely reduced to single-base 

variables
•  The aetiology of malnutrition is multifactorial; underlying factors that can contribute to 

malnutrition are many and varied
• There are unfixed, iterative and adaptive solutions that require tailoring across settings
•  There are no ‘right’ or ‘wrong’ solutions; and in many cases management, rather than 

resolution, may be appropriate
• There are no ‘silver bullets’ providing all the solutions
•  Clinician actions are constrained by a lack of or contradictory evidence, resource 

limitations, the balance between food as a right to life and food as a medicine and older 
adult preferences and beliefs

• Intervention and outcome evaluations are routinely confounded by other factors
• Every older adult and setting should be considered essentially unique
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The nature of nutrition care, and geriatric practice more generally, predicates a 
comprehensive approach delivered by multiple healthcare providers across the con-
tinuum of care [37, 38]. Appropriate nutrition care for older adults is not something 
that will occur organically, but requires cultivating towards integrated, transdisci-
plinary approaches to deliver efficient, effective and sustainable nutrition care 
across acute, rehabilitation and community settings [7, 27, 39, 40]. Multi- agency 
collaboration; integrated organisational and administrative structures; shared skills, 
tasks and goals across all relevant actors; collaborative leadership; and, most impor-
tantly, a focus on what matters to the older adult are all key components of transdis-
ciplinary care. These are also the necessary ingredients to manage the wicked 
problem of malnutrition. Consequently, continual progression along the continuum 
from siloed, single-discipline approaches to transdisciplinary care (Fig. 1.1) is most 
likely to impact positively on nutrition care.

1.5  Managing the Wicked Nutrition Problems with a SIMPLE 
Approach (or Other Tailored Models)

The sheer volume of older adults with or at risk of malnutrition or other nutrition- 
related diagnoses, combined with increasing health expenditure and competing 
demands for resources, have resulted in demand outstripping supply of individual 
access to nutrition specialists [22]. Internationally, there are several models avail-
able that support interdisciplinary healthcare teams to deliver timely and appropri-
ate nutrition care, for example, the Systematised, Interdisciplinary Malnutrition 
Program for impLementation and Evaluation (SIMPLE), the More-2-Eat imple-
mentation programme targeting improving nutrition culture within hospitals and 
Malnutrition Universal Screening Tool (MUST) [27, 43, 44].

These models usually triage those screened into one of three groups: those ‘not 
at risk’ and appropriate for standard care, those who are at risk or malnourished who 
are appropriate for interdisciplinary or ‘supportive’ nutrition care and those who are 
likely to benefit from the intervention of a nutrition care specialist, or ‘specialist 
nutrition care’. Specialised nutritional interventions tailored to individual require-
ments have demonstrated positive influence on outcomes in the acute and 

Working jointly together
Transcending disciplinary
boundaries
Sharing and integrating
knowledge, skills,
accountabilities
Focus together on solving real
world, complex problems

Working independently of
other disciplines
Ineffective or dis-integrated
communication and clinical
care
Guards professional
boundaries, knowledge and
skills

Silos Multidisciplinary Interdisciplinary Transdisciplinary

Working in parallel or
sequentially with other
disciplines
Shared goals
Maintains disciplinary
boundaries

Working together from
individual disciplinary
perspectives
Tendency to maintain
disciplinary boundaries
Common goal focus

Fig. 1.1 Moving from silos to transdisciplinary care [41, 42]
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rehabilitation settings [27, 45, 46]. However, for many individuals across diverse 
geriatric care settings, reliance on ‘specialist’ nutrition care may not add additional 
benefit to the fundamental nutrition care that could and should be provided by the 
rest of the team as ‘supportive’ nutrition care. Specialised nutrition care may be 
delayed because of many diverse reasons, varying from inadequate availability of 
specialists, no weekend cover or clinical prioritisation requirements, and, in many 
locations, it may simply not be available because of either lack of funding or the 
availability of clinicians to fill advertised positions, particularly in rural and remote 
settings.

1.5.1  Keep It SIMPLE When Appropriate

While recognising that nutrition care in older adults is often complex, in a high 
proportion of cases and settings, supportive SIMPLE nutrition care is appropriate.

Figure 1.2 provides an illustrative summary of how healthcare professionals can 
contribute to systematised, interdisciplinary supportive nutrition care for individual 
older adults with, or at risk of, a nutrition-related diagnosis. This figure has been 
adapted from the SIMPLE model and is composition of key nutrition care models 
applied internationally [27, 43, 46–48]. This is further detailed in Bell et al. [7].

Nutrition risk 

Not at risk Low riskLow risk High risk

Standard
Nutrition Care

Meeting or
exceeding setting
specific nutrition
care guidelines,
recommendations
and standards for
older adults

Specialised
Nutrition Care

Screened ‘at risk’.
Supportive care +
refer for specialist
care

Supportive Nutrition Care
Interdisciplinary team & carers

S Screened ‘at risk’. Standard care +

I    Interdisciplinary assessment

M Make the diagnosis (es)

P Plan with the patient

L   impLement interventions

E Evaluate ongoing care requirements 

Fig. 1.2 A SIMPLE nutrition care approach. (Source: Adapted to fit from key nutrition care mod-
els [27, 43, 46–48])
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1.5.2  A SIMPLE Case Example

An educational case example is now presented to illustrate how the SIMPLE model 
may be applied across practice settings.

Cases like Mary’s are encountered every day by staff working in geriatric care 
settings. It highlights the complexity of nutritional issues that need to be considered 
by the interdisciplinary team but also provides an example for SIMPLE support-
ive care.

1.5.2.1  S—Screen for Malnutrition
Mary will be identified as ‘at risk’ of malnutrition when she is screened using most 
internationally applied, validated malnutrition screening tools.

1.5.2.2  I—Interdisciplinary Assessment
Unfortunately, in many settings Mary would not have been screened for malnutri-
tion risk and, even if positively screened, may not have met the clinical prioritisation 
criteria for specialist nutrition care. In many settings globally, access to timely 

Case Example
Mary is an 83-year-old female with hip fracture, admitted to a hospital with 
minimal dietetics services. She lost her husband 4 months ago, lives alone and 
has no children.

Anthropometry: Height 162 cm, weight 82 kg and BMI 32; she has lost 
10 kg in the last 6 months secondary to complications after cardiac surgery 
and sepsis on multiple recent admissions.

Medical history: Type 2 diabetes, high blood pressure, hyperlipidaemia, 
depressed and excessive alcohol intake.

Pharmacy: Cardiovascular drugs (cholesterol and blood pressure lower-
ing), psychotropic drugs (antidepressant, anti-anxiety and sleeping aid) and 
oral hypoglycaemic agents for type 2 diabetes.

Day 2 post-op rapport: She has fever and chest infection. She has had 
hypoactive delirium since admission, and now the medical team is question-
ing whether she has underlying cognitive impairment and whether she might 
be drowsy due to overmedication for post-operative pains. She has had poor 
oral intake since admission. She gets standard hospital diet but without des-
sert and sweet bread because of her T2DM and obesity. A nurse has noticed 
that she coughed a couple of times while she was drinking her tea. There is a 
stage 2 pressure injury on her right heel.

1 Overview of Nutrition Care in Geriatrics and Orthogeriatrics



10

dietitian or medical nutrition specialist care is simply not going to be available for 
Mary. Whether Mary would meet requirements for ‘supportive’ versus ‘specialised’ 
care will consequently be dependent on setting, but in this case, we suggest sup-
portive, rather than standard care, should be considered as a minimum.

1.5.2.3  M—Make the Diagnosis (es)
Multiple nutrition-related diagnoses are evident, and the evidence-based recom-
mendations for nutrition care are, at best, difficult to align but are more likely to be 
conflicting. For example, Mary has diabetes and is overweight, and she reports a 
long-standing low-cholesterol, ‘low-sugar’ diet; so she is happy about her weight 
loss. Unfortunately, Mary is also malnourished, in part reflecting restrictive dieting, 
excessive alcohol intake and poor intake associated with depression and social dis-
connection. In most settings, this will be the recognised priority in addressing 
Mary’s nutritional diagnosis.

1.5.2.4  P—Plan with the Older Adult
Identifying the priority diagnosis and balancing nutrition co-diagnoses cannot gen-
erally be guided by evidence-based algorithms. Instead, clinical judgement and 
engagement with the older adult, their family, carers and treating teams are neces-
sary in understanding and definition of shared treatment goals. In such cases, some 
components of nutrition care may be appropriately delivered by the interdisciplin-
ary team, but only if they ask the right questions and work together with the older 
adult. What are their requirements and priorities? What does the evidence suggest? 
What is the treatment intent? What does the older adult want? If nutrition care is 
genuinely complex and likely to benefit from specialist attention, this should be 
prioritised wherever resources permit.

1.5.2.5  L—Implement Interventions
An evidence-based, multi-modal, interdisciplinary approach that promotes ‘nutri-
tion as a medicine’, interdisciplinary nutrition care, food-service enhancements, 
improved nutrition knowledge and awareness and coordination of pre- and post- 
discharge nutrition care is likely to improve outcomes for older adults like Mary [31].

1.5.2.6  E—Evaluate Ongoing Care Requirements
Ensuring that individual and systems processes for the evaluation of ongoing care 
requirements are in place is a key component of integrated care. Where possible, 
engaging the older adult in self-monitoring should be a key priority and supported 
by post-discharge follow-up of nutrition by a general practitioner.

1.6  Bringing It All Together: Integrated Nutrition Care 
Across the Four Pillars of (Ortho) Geriatric Care

The following chapters of this book are written with older adults like Mary, and all 
those who care for her, firmly in mind. Chapters are centred around the key pillars 
of the call to action for orthogeriatric care [49]. These invoke the need to consider 
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(1) the core business of primary and secondary prevention strategies, (2) the inter-
disciplinary management of the acute period and (3) the rehabilitation phase, recog-
nised as continuing for the rest of the older adult’s life.

To support these three clinical pillars, a fourth is highlighted—the political pillar 
of creating national interdisciplinary alliances between relevant mainstream profes-
sional associations, to push for the policy change and multi-professional education 
that is needed if the first three are to gain impetus.

In considering these fundamental pillars of care, each chapter presents an evalu-
ation of the current evidence for best practice, balanced with ‘in field’ applied 
understanding regarding how to balance ‘best practice’ with the realities of rou-
tinely confounding, and often conflicting, recommendations, conditions, resources 
perceptions, biases and team and older adult expectations.

The mantra of this book is that we should avoid applying prescriptive ‘must do’ 
algorithms or formulae, but readers will be challenged to consider their own local 
context and to decide how to prioritise efficient and effective nutrition care that mat-
ters to older adults, in the right place, at the right time, by the right healthcare pro-
viders. This approach will also support care across settings, whether medical 
nutrition specialist access, experiences and resources are readily accessible, limited 
or simply not available.

The purpose of Chap. 2 is to describe the nutritional recommendations for older 
adults and introduce the need to consider changes in requirements with age and dis-
ease. Chapter 3 shares knowledge about terminology and best practice for the nutri-
tion care for older adult. Chapter 4 is about malnutrition prevention in older adults 
where many factors influence the nutritional intake, wellbeing and quality of life. This 
will introduce the need to consider acute or chronic diseases, and a reduced dietary 
intake plays a crucial role in developing malnutrition. A key aim of this chapter is to 
increase the nutritional-based knowledge of nurses and other healthcare providers to 
prevent malnutrition. Chapter 5 describes the practical aspects of nutrition support, 
including nutritional dense food, nutritional supplements and/or when enteral and par-
enteral nutrition may be used. The ethical aspects of nutrition support are also consid-
ered. This chapter also makes the case that perhaps the most critical tool in a dietitian 
or medical nutrition specialists toolkit is a clinically focussed food-service system.

Chapter 6 describes opportunities for nursing to demonstrate leadership in nutri-
tion care, whether to supporting healthy eating to sustain healthy ageing and prevent 
and manage malnutrition; endocrine, immune system and organ dysfunction; mus-
cle strength and function; bone health in older adults; or a combination of these. 
Considerations regarding assessment of hydration status, recommendations and 
guidelines for hydration, fluid intake and intravenous fluid therapy are provided in 
Chap. 7. Chapter 8 aims to untangling ageing, malnutrition, frailty, sarcopenia and 
function; these are different conditions with overlapping characteristics, conse-
quences and interventional opportunities in older adults. These can often be hidden 
conditions; hence interdisciplinary awareness is needed for optimal identification 
and management. Chapter 9 aims to introducing bone health in older adult, what 
happens with ageing and how we diagnose osteoporosis. What we can do from a 
nutritional and non-nutritional perspective in preventing osteoporosis and support-
ing those with osteoporosis?

1 Overview of Nutrition Care in Geriatrics and Orthogeriatrics
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Many factors influence eating behaviour and nutritional status in older adults. 
Chapter 10 introduces the need to consider how to increase older adult motivation, 
factors that support or confound adherence to nutrition care, and reminds readers 
that eating habits are inseparably linked with people’s physical and psychological 
health and wellbeing. An overarching aim of this chapter is to assist healthcare pro-
viders to consider psychological barriers that may lead older adults away from 
engaging with nutrition care and the importance of motivational interventions to 
support adherence to nutrition care. This chapter also provides useful insights and 
direction for further research.

Malnutrition prevention, detection and treatment in older adults benefit from an 
interdisciplinary approach, regardless of the care setting. The focus of Chap. 11 
challenges the reader regarding how to engage older adults and teams in developing 
and sustaining models of nutrition care with an emphasis on interdisciplinary 
approaches. Implementation programmes are showcased that demonstrate the ratio-
nale and evidence for why and how to engage treating teams to spread and sustain 
nutrition care improvements across healthcare systems. Education improves inter-
professional engagement with nutrition care across pillars. Chapter 12 details 
underpinnings and pragmatic approaches to education of healthcare providers. This 
will provide the reader with knowledge and skills to support interprofessional edu-
cation that embeds evidence-based collaborative nutrition care and improves deliv-
ery for older adults. Key models supporting an interdisciplinary approach to 
nutrition care are covered in Chap. 13. Internationally applicable care pathways are 
presented that support interdisciplinary care for hospitals and to support integrated 
care beyond the hospital setting. The challenge of whether acute hospitals are the 
best environments to resolve malnutrition versus the need for interdisciplinary lead-
ership, champions and resources to support scale and spread of nutrition care across 
the continuum is a common theme embedded across Chaps. 10–12.

Chapter 14 summarises the current evidence about the role of physical activity, 
exercise and physical rehabilitation with an emphasis on nutritional aspects. The 
focus of Chap. 15 is on the link between malnutrition and interventions in prevent-
ing and managing pressure injuries. Chapter 16 provides an overview of obesity, 
and body composition, and importantly targets an increased awareness of the limita-
tions of commonly applied measure of muscle and body fatness such as the 
BMI.  Chapter 17 provides an extension learning chapter to highlight that even 
detailed assessments that delineate muscle versus fat disregard the different types of 
fat and how these body fat mass should be considered not as simple energy storage 
but a complex human organ. The mouth is the first stage of digestion, and under-
standing oral health and oropharyngeal dysphagia as important factor in malnutri-
tion are described in Chap. 18. Delirium is a common and serious complication in 
hospitalised older people. Poor nutrition and hydration are both risk factors for, and 
consequences of, delirium. Chapter 19 discusses the phenomenology of delirium 
and the role of nurses and other healthcare professionals in recognising, preventing 
and managing this serious complication. Interaction between food and drugs is a 
complex subject as prescribed drugs can affect the nutritional uptake of older adults 
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and diet and timing of eating can change the efficacy of drugs. Consequently, 
Chapter 20 provides some detail on common supplementation and drug-food and 
food-drug interactions.

End-of-life care constitutes an important situation of extreme nutritional vulner-
ability for older adults. Feeding decisions often provoke wrenching moral and ethi-
cal questions for family members regarding whether to continue hand feeding or opt 
for tube feeding placement. Supporting older adults, and those who care for them, 
to make informed decision-making at the end of life is the focus on Chap. 21. This 
chapter provides practical examples that illustrate the unique complexities that 
should be considered when planning which, if any, medical nutrition therapies (by 
oral and artificial means) should be considered at the end of life.

1.7  Summary: Finishing Off with a List of New Questions

We have made the case that malnutrition is a wicked problem and noted that nutri-
tion care is often provided across highly complex healthcare settings. Consequently, 
it would be naïve to conclude that malnutrition care in older adults is simple. We 
have suggested that reliance on specialists may delay or prevent timely, supportive 
nutrition care. However, we have also observed that timely, appropriate nutritional 
assessments and interventions are often overlooked or disregarded by ‘in situ’ inter-
disciplinary healthcare professionals, despite the high prevalence of nutrition- 
related diagnoses across geriatric populations and the potential cost benefits of early 
identification and treatment [5, 6, 27].

Successful and sustained nutrition care requires the engagement of older adults, 
carers and interdisciplinary teams using a knowledge translation approach. This, 
ideally, should foster tailoring of nutrition care using co-designed approaches. 
Interventions planned at the individual level should consider a shared decision- 
making approach, including informed consent and goal setting, and establishing 
monitoring and reassessment processes to identify whether interventions are effec-
tive and consistent with older adult goals and healthcare system deliverables [7, 50]. 
‘Cut and paste’ approaches to nutrition care model reforms are less likely to be 
successful, either initially or sustained and spread [40, 51, 52].

We conclude that multi-modal, co-designed interventions, delivered by diverse 
healthcare workers, are pivotal to nutrition care of the older adult; these need to 
be integrated across acute care, rehabilitation and primary/secondary prevention 
in the community [45, 53–59]. Consequently, to finish this introductory chapter 
on a pragmatic note, we propose some nutrition-focussed questions that may be 
asked by nurses or other healthcare workers, regardless of setting (Table 1.2). This 
is not an exhaustive list but provides a useful place to start. A cross-reference to 
the relevant chapters in this book is provided, to provide insights into why these 
questions should be asked and what could be actioned in response to support inte-
grated care for older adults like Mary who are at risk of malnutrition or already 
malnourished.

1 Overview of Nutrition Care in Geriatrics and Orthogeriatrics
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Table 1.2 Some useful nutrition-focussed questions to ask yourself when working with an 
older adult

Question Key sources for further information
What are Mary’s nutrition requirements, 
needs and preferences?

Chapter 2: Nutritional Requirements in Geriatrics

Are Mary’s requirements being met? Is 
Mary at risk of or already has a nutrition- 
related diagnosis or condition?

Chapter 3: Nutritional Assessment, Diagnosis 
and Treatment in Geriatrics

Could we have prevented Mary from 
becoming malnourished?

Chapter 4: Malnutrition Prevention  
Chapter 5: Nutrition support in older adults

Is it an essential nursing role to support 
nutrition care for Mary?

Chapter 6: Supporting nutritional care in older 
adults – an essential component of ‘best practice’ 
nursing

Is Mary appropriately hydrated? Chapter 7: Preventing and managing hydration 
and dehydration in older people

Is Mary malnourished or frail, or is it 
something else?

Chapter 8: Untangling Ageing, Malnutrition, 
Frailty, Sarcopenia and Function Decline

Why did Mary fracture her hip? And could 
we have prevented it?

Chapter 9: Bone Health, Fragility and Fractures
Chapter 14: Physical Activity, Exercise, and 
Physical Rehabilitation

How do I engage Mary in her nutrition care? Chapter 10: How to Increase Older Adult 
Motivation and Adherence to Nutritional Care? 
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