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Abstract

Eating habits are inseparably linked with people’s physical and psychological 
health and well-being. Many factors impact on eating behavior and nutritional 
status in older adults. Motivational and multidisciplinary interventions have been 
shown to be highly effective in promoting healthy eating, especially in hospital-
ized patients, but are often overlooked or not considered. The aim of this chapter 
is to discuss how to overcome the psychological barriers that lead older patients 
away from an appropriate nutritional intake and the importance of motivational 
interventions for adherence to nutritional care, providing useful evidence and 
direction for further research.
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Learning Outcomes
By the end of this chapter, you will be able to:

•	 Recognize the complexities of diverse psychological barriers and enablers to 
nutritional care in older adults.

•	 Share understanding regarding older adults’ perspectives regarding the relation-
ship between food and nutritional care.

•	 Describe opportunities to improve the role of caregivers and the community in 
supporting patient motivation and adherence to nutritional care.

•	 Explain the rationale and benefit of interdisciplinary teams in supporting positive 
nutrition-related behavior change in older adults.

10.1	 �Introduction

The nutritional status of older frail and hospitalized patients has been shown to be 
of high importance for general well-being and for their recovery. Patients at risk of 
malnutrition are known to have increased rates of infections and mortality. 
Nutritional risk also seems important for the degree of health and strength that 
patients recover after hospitalization [1, 2].

During the last years, guidelines have been developed to ensure the right care for 
patients at nutritional risk during hospitalization [3]. These guidelines consider 
screening for nutritional risk, nutrition plan, and monitoring as well as communica-
tion to other healthcare providers, when the patient still needs nutritional assistance 
at transferal between hospital departments or at discharge. A concrete division of 
tasks within the nutrition process has been shown important for good nutritional 
practice. Nurses play a significant role in nutritional care [4, 5].

Evidence suggests that approximately 30% of patients with nutritional risk are in 
hospitals, although estimates vary with differences in populations. More than half of 
these patients have a daily energy and protein intake of less than 75% of their needs, 
and up to 40% lose weight during hospitalization [6, 7]. The reasons for this insuf-
ficient food intake are multiple and complex. Insufficient knowledge of hospital 
staff about nutritional needs and a lack of attention to nutritional problems, espe-
cially among nurses, has been described [2, 7–10].

Some clinical controlled trials between specific patient groups have shown that 
active patient involvement in their own nutritional care and mentoring of patients 
could increase the patient’s energy intake [8, 10]. This is underlined by surveys 
which point out that patients have quite concrete expectations about their nutritional 
care, but do not seem to express them to staff [7, 8].

Of all older adults admitted to the acute setting, orthopedic patients have been 
shown to be among those most severely undernourished. The attention to nutritional 
aspects as part of patient care is undervalued and underdeveloped [11]. Creating 
strategies within which effective nutritional treatment can be achieved is vital. 
Effective management of nutrition for those at risk will speed recovery and reduce 
the incidence of secondary complications and mortality, reducing nursing workload 
in both hospitals and community settings [12].
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Traditionally, nutrition has been a nursing responsibility, as caring for the 
patients’ basic needs [13]. Today, nutrition is an interdisciplinary field shared across 
several professions. Interdisciplinary and multimodal nutritional assistance facili-
tates the exploration of the barriers presented by the patient that prevent receipt of 
quality nutrition. The involvement of healthcare providers helps to identify these 
barriers and implement targeted practical and motivational solutions, offering a 
greater proportional increase in protein and energy intake and improved patient-
reported experience measures [12, 14–16].

10.2	 �The Relationship Between Older Adults and Food 
as a First Step Toward Overcoming 
Psychological Barriers

Many studies demonstrate that food preferences in older adults take into consider-
ation how people’s experiences change with aging: changes in taste, diet, and food 
choice. Primarily, this occurs when most people approach the age of 70 or older. 
Influencing variables can include social and cultural environment, gender, and per-
sonal habits as well as physical and mental health. Scientific studies attempting to 
explain why people like or dislike certain foods have been performed to deepen 
understanding of these issues [17–19].

Research is continuously examining the variables that cause older adults to 
change food preferences, one example being the Elderly Nutrition Program (ENP). 
To improve the quality of meal programs, the ENP explored how food preferences 
varied depending on biological sex and ethnic groups. A total of 2024 participants 
aged 60  years or older were interviewed. Most of the participants were female, 
served by congregate meal programs, or meals served in community settings such 
as senior centers, churches, or senior housing communities [20].

A general impression of the meals and preferences for 13 food groups (fresh 
fruit, chicken, soup, salad, vegetables, potatoes, meat, sandwiches, pasta, canned 
fruit, legumes, deli meats, and ethnic foods) was assessed. In addition, compared 
with African Americans, the study found that Caucasians demonstrated higher per-
centages of preference for 9 of 13 food groups, including pasta, meat, and fresh 
fruit, and recommended that to improve the quality of the ENP and to increase 
dietary compliance of the older adults to the programs, the nutritional services 
require a strategic meal plan that solicits and incorporates older adults’ food prefer-
ences [20, 21].

There are multiple factors in an older adult’s life that can affect food preferences. 
Aspects like the environment, mental and physical health medications, food access, 
and lifestyle choices can all contribute to the individual taste and/or habits. It has 
been long recognized that the nutritional status of older adults relates to their quality 
of life, ability to live independently, and their risk for developing costly chronic ill-
nesses [22]. An aging adult’s nutritional well-being can be affected by multiple 
socio-environmental factors, including access to healthy and affordable foods, con-
gregate meal sites, and nutritious selections at restaurants. The Academy of Nutrition 
and Dietetics, the American Society for Parenteral and Enteral Nutrition (ASPEN), 
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and the Society for Nutrition Education and Behavior have identified an older 
adult’s access to a balanced diet to be critical for the prevention of disease and pro-
motion of nutritional wellness so that quality of life and independence can be main-
tained throughout the aging process and excessive healthcare costs can be reduced 
[3, 23].

10.2.1	 �Age: Younger and Older Adults

As people age, their bodies change. This can include their taste buds, their needs of 
certain vitamins and nutrients, and their desire for different types of food. A study 
was performed with the participation of 50 young adults and 48 older adults [24]. 
“Young” subjects ranged from 18 to 35  years of age and “older” subjects were 
defined as 65 years of age or older. There were more females than males in the 
study, but there were approximately equal proportions of males and females in the 
two age groups. The study observed that younger females had stronger cravings for 
sweets than older females. Causation theories included accounting this difference in 
preference with the younger female test subject’s menstrual cycles and the fact that 
older women no longer go through menopause. The study also postulated that 91% 
of the cycle-associated cravings were said to occur in the second half of the cycle 
(between ovulation and the start of menstruation). These physical changes can be 
considered when assessing why someone of an older age might not be getting the 
nutrition they need. As taste buds change with age, certain foods might not be seen 
as appetizing, for example, the suggestion that as we age, our sense for tasting salty 
foods goes away slowly [25].

10.2.2	 �Biological Sex: Older Male and Female

Food preferences also differ among biological sexes. A study demonstrated that 
older males were “significantly more likely to prefer deli meats, meat, legumes, 
canned fruit, and ethnic foods compared to females” [13, 14]. Another research 
concluded that females had significantly more cravings for sweets and for chocolate 
than males; and the study results suggested that males had more cravings or prefer-
ences for savory foods than sweets [24].

10.2.3	 �Personal Health

10.2.3.1	 �Physical Health
With age, some people tend to avoid food or are unwilling to modify their diets due 
to oral health problems. These issues, such as ill-fitting dentures (false teeth) or gum 
disease, are associated with significant differences in dietary quality, which is a 
measure of the quality of the diet using a total of eight recommendations regarding 
the consumption of foods and nutrients from the National Academy of Sciences 
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(NAS). Approaches to minimize food avoidance and promote changes to the diets 
of people that have eating difficulties due to oral health conditions are needed des-
perately because without being able to chew or take in food properly, their health is 
affected drastically, and their food preferences are limited greatly (to soft or liquids 
only) [26] (Chap. 18).

Due to varying factors of older adults’ physical and mental well-being, eating 
choices can become more and more restricted. Many older adults are constrained 
into eating softer foods, foods that incorporate fiber and protein, drinking calcium-
packed liquids, and so on. Six of the leading causes of death for older adults, includ-
ing cardiovascular disease, cancer, chronic lower respiratory disease, stroke, 
Alzheimer’s, and diabetes mellitus, have nutrition-related causes and/or respond 
favorably to nutritional interventions. These six illnesses can implement certain 
restrictions and heavily influence the diet [27].

Declining physical health (e.g., patients with arthritis) can also cause dietary 
deterioration due to difficulties in food purchasing, preparation, and consump-
tion [26].

Some authors noted that old adults are less active and have lower metabolism 
with a consequent lower need to eat. In addition, they tend to have existing diseases 
and/or take medications that interfere with nutrient absorption. Based on their 
research dietary requirements, one study developed specific recommendations for 
adults over 70 [28].

10.2.3.2	 �Mental Health
The impact of certain diseases can also impact the quality of nutritional intake in the 
old population, especially those that are in care facilities. Certain risk factors include 
conditions that impair cognitive function, such as dementia [29].

As a result of certain mental health conditions and/or diseases—like Alzheimer’s 
and Parkinson’s disease—a person’s food preferences might become affected. Since 
the experience of flavor is significantly altered, people with dementia can often 
change their eating habits and take on entirely new food preferences. In this study, 
the researchers found that these dementia patients had trouble identifying flavors 
and appeared to have lost the ability to remember tastes, therefore leading to a the-
ory that dementia caused the patients to lose their knowledge of flavors [30].

Psychological conditions can also affect eating habits. For instance, length of 
widowhood may affect nutrition [31]. Depression in old people is also associated 
with a risk of malnutrition [29, 31].

10.2.4	 �Lifestyle Choices

Old adults have different lifestyle choices involved in their eating habits. Dietary 
choices are often a result of personal beliefs and preferences.

A survey based on self-reporting found that many rural communities adopted 
eating habits that provided inadequate levels of some key nutrients and most did not 
take supplements to correct the deficiencies. In contrast, a restaurant study found 
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that the impact of a lifestyle of health and sustainability on healthy food choices is 
much stronger for senior diners than for non-senior diners [32].

Other research has found that adults, regardless of age, will tend to increase fruit 
and vegetable consumption following a diagnosis of breast, prostate, or colorectal 
cancer [33].

10.2.5	 �Social Environment and Conditioning

The environment can greatly impact food preferences of older adults. Those around 
75 years old and older are more likely to suffer with limited mobility due to health 
conditions and often rely on others for food shopping and preparation [34].

In some areas, homebound seniors receive one meal per day (several fresh and 
frozen meals may be included in a single delivery) by communities that offer con-
gregate meals, or meals served in community settings such as senior centers, 
churches, or senior housing communities. These congregate meal programs are 
encouraged to offer a meal at least five times per week [13, 17].

Impeded access to transportation may also be an issue for old adults, especially 
in rural areas where there is less public transportation. This can vary greatly due to 
geographic location [34].

The type of social network can also influence the food choices of individuals in 
our older adult population. For example, one study showed that a person that has a 
larger social network and lower economic status is more likely to have proper nutri-
tion that someone who has a smaller social network and higher economic status 
[35]. Health and social aid can be instrumental into introducing positive change for 
those at risk.

10.3	 �The Older Adult Perspective and the Quality 
of Nutritional Care

Clinical controlled trials have shown that actively involving patients in their own 
nutritional care and mentoring patients could increase the patient’s energy intake. A 
study [36] demonstrated that the patient perspective contributes to the quality of 
nutritional care. Studies still show that patients felt a connection between their lack 
of physical and psychological well-being and their inability to eat enough [13, 37]. 
Both men and women experienced decreased physical strength. Lack of appetite, 
pain, bad taste, nausea, and early satiety were presented as the main reasons for not 
eating, in some studies. Within these findings, the amount of medication, especially 
tablets, was mentioned as a barrier to appetite, causing altered taste of food [37, 38].

A recent qualitative study considering enteral tube feeding in hip fracture high-
lighted key patient perspectives influencing nutrition support; these highlighted the 
need to consider patient (and/or carer) knowledge and understanding, perceived 
consequences and necessity of the nutritional intervention (or alternatives) in 
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addition to ability to cope, attitude toward life duration, and the relative importance 
of tube feeding. Interestingly, three key potentially modifiable drivers were identi-
fied that were considered to facilitate or negate acceptance of tube feeding: personal 
perception of the situation, the value of nutrition, and perceived quality of life [39].

Another important factor to consider according to some research [39] is the food 
neophobia, defined as the “reluctance to eat and/or avoidance of novel foods.” This 
may act as a barrier to the consumption of novel foods and may act as a barrier to 
the consumption of novel fortified foods or foods that have been specially devel-
oped for older adults. The negative impacts of this association will also be exacer-
bated when older adults are already at increased risk of malnutrition. Oral nutritional 
supplements and fortified foods may be comparable to functional foods, and food 
neophobia scores have been related to a reluctance to try new functional foods in 
adults, including older adults.

The timing of meal delivery and the presentation of the dish were considered 
important in some research. Patients stated that they appreciated being taken care 
of, especially with individually served snacks. Patients had a clear opinion about the 
commitment of the healthcare providers to the management of food service and 
stated that their attention stimulated them to eat more [40].

10.3.1	 �The Role of Caregivers and Community

The role and involvement of relatives with various aspects of nutritional care are 
important to patients. However, the practical role of relatives especially at discharge 
or leave from hospital should be considered carefully. Today, it is common that rela-
tives are taken into practical planning of nutritional care and are taught by dietitians 
and nursing staff how to make food more energy dense and how to serve small por-
tions, snacks, and supplements. Not least, urging to eat from relatives was men-
tioned as problematic [38]. The patients in this study described that they understood 
and appreciated the concern from their relatives, but at the same time, they felt they 
were under substantial pressure from them and felt they had no understanding 
toward their situation. As seen in advanced patients with cancer [41], families were 
concerned that their encouragement to make patients eat might become nagging and 
worsen the situation. Some even found that relative surging the patients to eat made 
them decrease nutrition intake rather than increase it. This situation should maybe 
be discussed with patients and relatives at leave or discharge. Fellow patients had a 
significant role to the patients feeling of comfort during hospitalization. A fellow 
patient in a futile situation seemed to have negative impact on the weak and passive 
patients, whereas companionship, trust, and support between fellow patients in sim-
ilar situations seemed to be important and give the patient’s life courage [42].

Studies such as these show the utmost importance of considering the patient’s 
perceptions of their own nutrition and their expectations regarding the nutritional 
regimen prescribed by the nutritional team. This would be the first step to personally 
motivate each patient at nutritional risk.
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10.4	 �The Effectiveness of Multidisciplinary Nutritional Care 
to Increase Patient Motivation

Many studies have aimed to determine the effectiveness of a multidisciplinary inter-
vention program on nutritional intake and of nutritional intake on nutritional status 
and quality of life in older patients treated for a hip fracture.

Among older adults with a hip fracture, a multidisciplinary postoperative 
approach of nutritional care has been associated with an increase of energy and 
protein intake during hospitalization, reduced malnutrition incidence, and improved 
home discharge rates [43]. Other works demonstrate that effective management of 
nutrition for those at risk will speed recovery and reduce the incidence of secondary 
complications and mortality, reducing nursing workload in both hospitals and com-
munity settings. Of particular interest for this chapter are studies demonstrating the 
positive effects of care models that combine interdisciplinary motivational care with 
nutrition consultation, depression management, and fall prevention in older patients 
with hip fracture [44]. While multidisciplinary nutrition support teams routinely 
include medical, nursing, dietetics, and pharmaceutical professionals, in order to 
consider all the important factors involved in managing nutritional care in older, 
multimorbid patients, these should also include psychologists and other healthcare 
professionals  [45]. In view of the multiculturalism of patients and health profes-
sionals, the multi-professional team is recommended to have an anthropological 
view that will allow even more the personalization of the dietary plan and the 
patient’s nutritional adherence.

Clearly defined responsibilities, education and training of hospital staff, coopera-
tion between all staff groups, and the involvement of hospital management are 
essential measures to effectively prevent and treat malnutrition in the hospital set-
ting [46]. In addition to consider the patient’s psychological barriers that affect their 
nutrition, the multidisciplinary team should also consider the system’s barriers and 
their expectations regarding the patient’s nutrition plan. Some studies demonstrate 
that health professions’ responsibilities and roles related to such care should be 
more formally defined. The lack of proper instructions and of assignment of respon-
sibility means that nobody is clearly accountable for the patients’ nutrition, and 
undernourishment is more likely to be left unrecognized and undertreated [11, 46]. 
Moreover, poor cooperation among all hospital staff groups has been defined as a 
common barrier to good nutritional practice [47] resulting in inadequate nutrition in 
the chain of care.

10.5	 �Summary

In conclusion, in order to increase adherence and motivation, nutritional care rec-
ommendations must take into consideration patients’ lifestyles, preferences, and 
psychological aspects in the nutritional care assessment, planning, intervention, and 
evaluation phases. Older adults and caregivers must also have an awareness of 
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nutritional care basics and adequate nutritional literacy to support making informed 
choices about nutritional care. The possibility to understand why certain foods and 
fluids are to be prioritized and to choose between different options helps in moving 
the responsibility from the healthcare providers to the older adults, giving them the 
opportunity to feel to be more involved (and so more adherent and motivated) in 
nutritional care. In concluding, personalization is the most important point: what 
works with a patient is not certain to work with another, and what matters to one 
older adult may not be the same as what matters to another; so planning and evalu-
ation in the multidisciplinary team should serve to consider this aspect.

Take-Home Points

•	 There are diverse psychological barriers and enablers that should be considered 
when assessing, treating, and evaluating nutrition care processes for older adults 
with or at risk of malnutrition.

•	 Despite the barriers that staff experience in day-to-day work in hospital wards to 
ensure adequate nutritional care for undernourished seniors, interdisciplinary 
work among health workers is a key enabler to meeting the complex needs of 
older people and motivating nutritional behavior change.

•	 Increasing patient motivation and adherence to nutritional care demands consid-
ering the patient’s perceptions of their own nutrition, engaging them in care plan-
ning, and evaluating their expectations and experiences regarding the nutritional 
prescriptions recommended and enacted.
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