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and 61-74 years was determined. The least antioxidants and flavonoids
was consumed by the oldest of all the age groups, as a consequence of the
smallest intake of food [1].
Below-average amounts of antioxidants in the blood have been associated
with an increased risk of developing diseases in numerous studies; Clin-
icalTrials.gov, the database of National Institute of Health, has listed more
than 60 clinical studies on beta-carotene only [2]. Serum concentrations of
carotenoids and other antioxidants decrease with age [3] and diseases, eg.
in dementia [4].
Nevertheless, supplementation with synthetic antioxidants cannot be
recommend for all [4]. A meta-analysis of antioxidants supplementation
studies from 2000 to 2013 detected no clear benefits in the group taking
antioxidants and B vitamins [5]. However, there are many documented
associations between the diet rich in vitamins and antioxidants and the
reduced risk of diseases observed in many people. In addition to diet,
lifestyle is also important for disease prevention and slower progress. This
was recently demonstrated by the Finnish prospective randomized inter-
vention study FINGER, where a combination of nutrition, physical and
cognitive exercises as well as medical monitoring over 2 years improved
the cognitive abilities of elderly participants that were included because of
the increased risk of developing dementia [6].
Eventhough the need of antioxidants in the diet has sound experimental
foundations, a challenge remains how to identify the subpopulation that
would need the antioxidant fortification. The exception are the patients
that loose antioxidants, e.g. due to the hemodiafiltration, who should
receive additional vitamin C and selenium among other nutrients [7]. The
recommended daily intake (RDA) of vitamins, of which vitamin C and E are
also antioxidants, have been determined for a healthy adult population.
The comparison of RDAs with the actual vitamin intake of 286 healthy
women older than 65 years demonstrated that the RDA of the study group,
which was calculated from their average intake, was larger than the cur-
rent RDA values for vitamin C for Italian, European and American pop-
ulations [8]. The authors recommend raising the current RDAs for the
intake of vitamin C in older women.
Undoubtedly, there is a need to include antioxidants in the diet in all pe-
riods of life. Vegetables and fruits that are rich in antioxidants, are also rich
in several other nutrients, including vitamins, minerals and fiber. There
may be a synergism between the nutrients that enable us to delay the
onset and progression of chronic diseases [9].
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Abstract
Old age goes hand in hand with nutrition and metabolism problems. Food
intake can be too high, too low or just inappropriate regarding individual's
needs, which can change with time and disease. Adequate nutrition thus
requires precisely matched short term needs and intake of energy and
nutrients.
Malnutrition represents an important problem; its extent depends on the
population. It is estimated that more than one third of the USA population
aged 65 years or more is obese. The share of obese people is growing with
age but starts declining after 75 years. Well nourished are 8.5 e 62.4 %, at
risk for malnutrition 31.9e 53.4 % andmalnourished 5.8e 50.5 % of elderly
people. Worst nourished are those included in rehabilitation and hospi-
talized, better off are those in nursing homes and best, as expected, those
who live in the community.
It must not be forgotten that malnourishment is not only about lack of
energy and macro nutrients, as elderly are often vitamin D and vitamins B
deficient.
The combination of above mentioned factors can manifest itself as protein-
energy malnutrition, cachexia or sarcopenia. There are nutrition and
metabolic differences between these conditions, although there is also a
considerable overlap and manifestation is independent of whether an
individual is under, normal or overweight. There is interplay of differently
expressed changes in hormone activity, energy intake, activity, neural loss,
muscle atrophy and cytokine expression.
The goal of aging society is to keep their members in good health and
autonomous. Age related changes in nutrition and age and disease related
changes in metabolism can promote more or less expressed changes in the
structure of tissues and organs that result in decreased function (mobility
problems, falls), changes in body strength or form (fractures, deformation)
and in changed cognitive function. To be successful, timely recognition of
malnutrition and its causes, as well as timely recognition of metabolic
changes is required for the appropriate planning and implementation of
nutritional interventions.
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tion
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Introduction
Dysphagia is a clinical symptom, which patients report as difficulty in
swallowing. Dysphagia is a clinical sign when we prove an impaired
swallowing. Dysphagia can be caused by the narrowing of the gastroin-
testinal tract due to mechanical obstacles or failures of those structures in
the nervous system and the muscles that are involved in swallowing. From
dysphagia we must distinguish other similar clinical conditions.
Clinical manifestation
The exact medical history allows distinction between oropharyngeal and
esophageal dysphagia. Medical history helps us to distinguish between
structural and functional disorders. With an accurate medical history and
clinical examination we can find the underlying pathology that caused
dysphagia. Then the patient can be directed to the appropriate specialist.
Neurological diseases like stroke, usually cause dysphagia in the early
stages of the swallowing process -oropharyngeal dysphagia. In further
investigations we usually use endoscopy, barium swallowing and esoph-
ageal manometry . Dysphagia after stroke is quite common. In the acute
phase of stroke dysphagia symptoms are presented in 30 to 50% of the
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patients. Within 6 months, the incidence of dysphagia lowers to approx-
imately 10%. Stroke in the area of the brainstem is less common than in
other affected areas of the brain. Those who survive the brainstem stroke
have a very good prognosis for physical activity. The affected patients are
particularly prone to dehydration and malnutrition but also have an
increased risk of aspiration pneumonia. Usually, the recurrent episodes of
aspiration pneumonia are fatal rather than the first aspiration pneumonia.
In most of the stroke patients swallowing already returns to normal during
the first week. Moreover, dysphagia is associated with sarcopenia after an
acute stroke.
Evaluation and treatment
Early detection of dysphagia with an appropriate nutritional support have
significant impact on the prognosis and are therefore of utmost clinical
importance for the patients after stroke . Dysphagia is associated with an
extended hospitalization and increased mortality. It is necessary to use
additional tests for an unexplained dysphagia in order to confirm the
diagnosis and to assess the risk of aspiration. The prospective study in
stroke patients, where the bedside tests for dysphagia and video fluorog-
raphy were used, confirmed that dysphagia is independently associated
with the respiratory infection. The predictive value of video fluorography is
increased by using sensory testing methods, laringopharyngeal with a
flexible nasopharyngoscopy. If the specific treatment is not an option,
stroke related dysphagia is managed in a non-specific manner. We have to
realize that the most important consequences of oropharyngeal dysphagia
are dehydration, malnutrition, aspiration pneumonia, and sudden death.
The objectives of nonspecific treatments are primarily the reduced aspi-
ration and improved swallowing, so as to enable optimal nutritional status
and hydration. Treatment should be adjusted individually, according to the
functional and structural abnormalities. A commonmeasure for dysphagia
is a diet modification. In the cases of impaired oral intake we feed via
nasogastric tube feeding or through a gastrostomy to achieve a satisfactory
nutrient intake. Transiently we can use parenteral preparations. When
administering drugs to the patients with dysphagia, we must realize that
we choose between the benefits and risks for the patient; therefore, the
treatment should be regularly updated. All temporary or permanent dis-
continuations of medications should be documented with the arguments
for such decisions.
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Abstract
Determining the nourishment state of the elderly in a residential home,
their needs, providing them with information and help, in many ways
differs from these activities in other fields of primary healthcare (general
and reference clinics, community health care), with hospitalized patients,
diabetic clinics, etc.
Prior to admission a joint meeting of a social worker, department’s regis-
tered nurse, the new resident and his relatives is organized. The resident’s
medical report is obtained. If needed, contact is made with the community
nurse, home-assistance service or social work centre are contacted. In this.
This way the basic information regarding the candidate is available prior to
admission. This in turn influences the decision made by the admissions,
releases and transfers committee. The committee determines the depart-
ment where the new resident can be accommodated.
On the day of admission the registered nurse acquires nursing data: per-
sonal identification information, diagnosis, existing medication etc. and
determines the new resident’s self-care ability according to the Henderson
and Orem’s theory. The nurse acquires information on the patient’s pre-
scribed diet, customs, allergies etc. The new resident and his family inform
the nurse of his food preferences and dietary customs. The nurse asks
questions regarding the patient’s fluid consumption e their preferred
beverages, and the quantity of their consumption. The nurse determines
whether any swallowing problems are present andmay suggest thickening
liquids.a liquid-densifier.
The registered nurse also checks if the elderly resident will be able to feed
himself or will he need assistance with these tasks. The presence of bal-
ance problems is checkede is the patient able to sit on thea chair or, on the
bed, with his legs on the floor?feet down? Is the person able to use the
tableware, is there a need formust we provide him with a specialised or
customized seatset? Are anti-slip aids needed? A special plate? Occupa-
tional therapist is involved, if If necessary there is planned associationwith
occupational therapiest .
BasedUpon admission, based on thea conversation with the new resident
upon the admission, , it is determined where he will receive his meals e in
the main dining room or in the department dining rooms or in his own
room. This information is then passed to other employees involved in food
distribution and nursing.
Special attention is given to the patients with diabetes. According toGiven
our experience we know that most new residents require a special diabetic
therapy, because their nourishment regime changes after an admission-
when admitted to a residential home. With regular blood-sugar mea-
surements a change in required insulin therapy may be detected.
The nourishment state and quality of nutrition are affectedeffected by
different diseases e Alzheimer’sAlzheimer dementia, depression and
anxiety disorders, alcoholism ... At least one of these is present in 70% of
those residents not yet endangered under the Mini nutritional assessment,
however, due to their basic disease, they are expected to be at riskin danger
of malnourishment. Upon admission every new resident is weighted, their
height, wrist and thigh girth measured. A mini nutritional assessment is
performed by a nurse.
A Mini nutritional assessment is performed by a nurse.
Minimini nutritional assessment is also performed if the health of a resi-
dent weakens ( possible reasons could be urinary infections, pneumonia,
psychic problems, heart failure. The resident is again weighted, if it is
necessary blood samples are taken for analysis if necessary, and the, rate of
dehydration is assessed. In some cases liquids consumption is recorded.
The biggest obstacle in determining the nourishment state of the elderly is
lack of knowledge about the dietary needs of the elderly amongst those
employed in residential homes. Residential homes in Slovenia usually do
not employ diet specialists or graduated nurses with knowledge and
experience in this field. Education structure of the employed is too low.
Another obstacle may be the kitchen staff. It is difficult for a residential
home to employ a good, ambitious and knowledgeable chef because the
working conditions and salary are significantly lower than in the private
sector.
New problems arise despite theEven when a work protocol, in accordance
with guidelines, is made new problems arise. A large portion of residents
suffers from Alzheimer’s dementia. This makes it very difficult to change
their dietary habits. In many cases, especially whenthose where the pa-
tients suffer from an advanced forms of dementia, it is a “small victory” for
us even when the resident eats or drinks somethinganything. Such prob-
lems may last for several years. PEG is? Is rarely used, always in agreement
with the relatives and sometimes at the wish of the patient. Food additives
and vitamins are mostly self-paid by our residents, but many cannot afford
them.
On our path to achieving a good nutritious state of our residents, an
additional obstacle comes in the form of overly “concerned” relatives.
Often, in cases of high BMI the relatives provide our residents with addi-
tional food. Alcohol use and abuse is still a problem in residential homes,
especially amongst the male population. This brings all the consequences
of alcohol abuse.
The methods used to determine the nourishment state of the elderly are
largely the same amongst different residential homes, actions taken,
however differ. Most residential homes have in common, that they have a
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