
Proceedings of  
Perspectives on Nutrition and Aging: 

A National Summit 

The AoA-MOWAA (Administration on Aging-Meals On Wheels Association of America) 
National Resource Center on Nutrition and Aging convened a National Summit on 

August 23, 2012, at the Gaylord National Harbor in National Harbor, MD, in celebration 
of the 40th Anniversary of the inclusion of Senior Nutrition Programs in the Older 

Americans Act, for the purpose of initiating a future-focused dialogue around the critical 
link between nutrition and health.  

These Proceedings are a compilation of presentations, videos and  
supporting materials associated with this event.  

By 2045 there will be more seniors in this world than children. This has never happened 
before in the history of the human race. Our economy, our healthcare system, our 
communities, our families and our future depend on our ability to anticipate and prepare 
for the changing needs of our nation’s aging population. The National Summit was the 
beginning of an ongoing dialogue, and an opportunity to explore these unprecedented 
challenges. 

We know that nutrition services will be a critical factor in the search for solutions. But 
Senior Nutrition Programs must adapt and evolve if they are to provide the necessary 
impact. We must focus on the future and find ways to capitalize on emerging trends in 
food, technology and social entrepreneurism. We must reach out beyond the traditional 
network, sector and industry boundaries that limit our thinking – and limit what is possible.  

Each of us has an important perspective to contribute. Each of us comes from a unique 
community; and each of us brings a unique set of experiences to the table. We hope that 
as you review the Proceedings, you will discover a new point of view, explore a new idea 
and start a new conversation. 

Let’s work together to build the future. 



The National Resource Center on Nutrition and Aging
In October 2011, the U.S. Administration on Aging (AoA) entered into a cooperative 
agreement with the Meals On Wheels Association of America (MOWAA) to establish a 
new National Resource Center on Nutrition and Aging.

The National Resource Center’s primary role is to serve as an incubator for innovative 
ideas related to nutrition and aging in the United States. It will house a comprehensive 
online library comprised of up-to-date resources and research findings on these issues. 
Additionally, by connecting states and local communities with online training, webinars and 
platforms for information exchange, the National Resource Center will encourage 
organizations nationwide in thinking differently about and preparing for the future in the 
context of a rapidly aging society.

Contact Information
Email Address: resourcecenter@mowaa.org  
Phone Number: 703.548.5558
Online Resource Library: www.NutritionAndAging.org  

Please visit www.nutritionandaging.org for more information about ways to stay in touch, 
stay engaged and take a deeper dive into the emerging trends, practices and 
possibilities uncovered during this National Summit. 

The full digital version of these Proceedings is available at
http://summit.nutritionandaging.org/proceedings  

The project described is supported by Grant Number 90NU0001/01 from the Administration On Aging. This 
project is financed with 74% Federal funds and 26% non-governmental sources. Grantees undertaking 
projects under government sponsorship are encouraged to freely express their findings and conclusions. 
However, these contents do not necessarily represent the policy of the U.S. Department of Health and
Human Services, and endorsement by the Federal Government should not be assumed. 

 



Table of Contents  

I. Keynote Presentations
Newtrition: Health, Food, Hunger and Seniors in 2012 and Beyond 
— The Honorable Kathy Greenlee, Administration on Community Living

Food as Medicine that Will Actually Go Down! 
— Dr. David Katz, Yale Prevention Research Center

II. Panel Presentations
 
Perspectives that Shaped the Present:  
Celebrating 40 Years of OAA Nutrition Programs 

A History of the Older Americans Act 
— Carol V. O’Shaughnessy, National Health Policy Forum 

Understanding Context: Conceptualization and Reinvigoration 
— Jeanette C. Takamura, Former Assistant Secretary for Aging (1997 – 2001)

Pressing the "Reset" Button on Nutrition Delivery Systems  
— Josefina G. Carbonell, Former Assistant Secretary for Aging (2001 – 2009)

 

Perspectives on Aging:  
Critical Trends in a Changing World  

Factors Influencing Nutrition, Aging and Healthcare 
— Robyn I. Stone, LeadingAge 

Leveraging Technology to Improve Senior Nutrition
— David Lindeman, Center for Technology and Aging 

Using Health Policy to Support Nutrition Programs and Link to Healthcare
— Mary Jane Koren, The Commonwealth Fund 

Applying Private Sector Models to Public Sector Problems 
— Ginger Zielinskie, Benefits Data Trust

Perspectives on Nutrition: 
Connecting Food, Health and the Future

Research and New Directions: Introduction of the Panelists  
— Linda D. Meyers, Institute of Medicine  

Nutrition and Healthy Aging in the Community 
— Gordon L. Jensen, Pennsylvania State University

The Dietary Guidelines and MyPlate: Promoting a Future of Healthy Eating  
— Robert C. Post, USDA Center for Nutrition Policy and Promotion

Understanding Variability in Responses to Diet and Food  
— Robert M. Russell, Tufts University  



III. Perspectives Challenge: Best Practices and Best Possibilities  
 
Your Perspective:  
New Challenges and Opportunities

Uniting the Continuum of Care 
— Anthony Cirillo, Fast Forward Consulting 

Finding Funding for Congregate Nutrition Programs
— Carlene Russell, Iowa Department on Aging

Race, Class, and Frozen Chicken: Perspectives from Philadelphia on 
Tackling Senior Hunger Citywide 
— Margaret Ernst, Mayor’s Office of Civic Engagement and Volunteer Service

West Coast Style, Midwest Values—Social Entrepreneurship 
— Jennifer Fralic, LifeCare Alliance

How Web and Mobile Technologies Are Changing Nutrition Education
— Marci Harnischfeger, ShopWell

Perspectives on Senior Hunger in America: An Annual Report 
— James P. Ziliak, University of Kentucky Center for Poverty Research 

Care Transitions Initiative/Healthy at Home  
— Samantha Powell, Meals On Wheels, Inc. of Tarrant County

Interprofessional Health Education to Benefit Aging Population  
— Bernadette Latson, Univ. Texas Southwestern School of Health Professions

The Best Possibilities for Seniors Are Choices 
— Nancy Tanquary, Johnson County Area Agency on Aging

Increasing Access to Nutritious, Local Food for Senior Citizens 
— Jennifer Goggin, FarmersWeb

Appendix A — Your Perspective: More Best Practices and Best Possibilities

Appendix B — Supplemental Materials 

 



Keynote Presentations 

Newtrition: Health, Food, Hunger and Seniors in 2012 and Beyond

The Honorable Kathy Greenlee
Administrator, Administration for Community Living and Assistant Secretary for Aging

 In celebration of its 40th Anniversary, Assistant Secretary for Aging Kathy 
Greenlee hailed the Nutrition Programs as the flagship of the Older 
Americans Act (OAA). She acknowledged the work of her predecessors, 
Assistant Secretaries Josephina Carbonell, Jeanette Takamura and 
Fernando Torres-Gil, as well as Enid Borden, former President and CEO 
of MOWAA, for her leadership and vision in fighting senior hunger. The 
OAA Nutrition Programs have been very successful in fulfilling their 
mission to serve seniors and help them stay independent. As a network, 
however, we need to look at the challenges and opportunities of the 
future. 
 

 The vision is that OAA programs will be further integrated with our nation’s 
healthcare delivery system and incorporate business-like models. As a 
collective network, we should learn how to price, sell and market the 
services and supports that enable seniors to remain healthier and 
independent, and that delay placement in long-term care facilities or return 
trips to the hospital.  

 Assistant Secretary Greenlee issued a challenge to the audience, and the 
entire aging network, to prove through measurable outcomes what we 
know and what doctors, hospitals, managed care organizations and others 
know to be true: proper nutrition has a positive impact on one’s health and 
well-being. It is our task to provide the data that proves OAA programs are 
worth their investment. This is the way of the future and a challenge to 
overcome, but one that has the potential to provide the additional revenue 
needed to serve a rapidly aging and more diverse population.  

Assistant Secretary Greenlee serves in the dual roles of Administrator of the 
Administration for Community Living and Assistant Secretary for Aging. She believes 
that people with functional support needs should have the opportunity to live 
independently in a home of their choosing, receiving appropriate services and supports, 
and she is committed to building the capacity of the national aging and disability 
networks to better serve older persons, caregivers and individuals with disabilities. 

Assistant Secretary Greenlee served as Secretary of Aging in Kansas, and before that 
as the Kansas State Long Term Care Ombudsman. She also served as the general 
counsel of the Kansas Insurance Department and served as chief of staff and chief of 
operations for then-Governor Kathleen Sebelius. Assistant Secretary Greenlee is a 
graduate of the University of Kansas with degrees in business administration and law. 



Food as Medicine that Will Actually Go Down! 

Dr. David Katz
Director and Co-Founder, Yale Prevention Research Center  

 For the last two decades, the top factors causing premature death and 
leading to chronic disease have been tobacco, poor dietary habits and lack of 
physical activity. Lifestyle continues to be the biggest factor impacting health. 
 

 "Feet," "forks" and "fingers" are the levers of health. Poor, improper, or no use 
of these levers have a tremendous sway on our health status.  
 

 Knowledge is not power – health epidemics such as obesity continue to 
grow despite our knowledge base associated with it. Instead, we should 
turn what we KNOW into what we DO. 

 What will the next generation of older people look like after carrying chronic 
disease from early ages? The leading causes of death impact everyone in 
the room, and they are impacting all of us more frequently and at a younger 
age. The problem is that the variety of traits that keep you alive in one 
environment can conspire against you in another. We have no native 
defense against caloric excess. 

 In order to be effective, we need a comprehensive array of programs and 
policies to defend health, including fitness programs, food label literacy, 
weight management education, transgenerational approaches, a GPS for 
the food supply, promoting nutritious food selections and linking healthy 
foods with reduced healthcare costs. 
 

 In considering the future of nutrition programs, we need to take the path 
less traveled, converting society to one where healthcare is within reach.  

Dr. Katz is the founding director of Yale University’s Prevention Research Center. Dr. Katz is 
known internationally for his expertise in nutrition, weight management and chronic disease 
prevention. He remains active in patient care and directs the Integrative Medicine Center at 
Griffin Hospital in Derby, CT. 

Dr. Katz is editor-in-chief of the journal Childhood Obesity, president-elect of the American 
College of Lifestyle Medicine and founder and president of the nonprofit Turn the Tide 
Foundation. He has been recognized three times by the Consumers Research Council of 
America as one of the nation’s top physicians in preventive medicine. Dr. Katz received his BA 
from Dartmouth College, his MPH from the Yale University School of Public Health, and his MD 
from the Albert Einstein College of Medicine.  



Panel Presentations 

Perspectives that Shaped the Present: 
Celebrating 40 Years of OAA Nutrition Programs 

Since the landmark addition of the Nutrition Programs to the Older Americans 
Act in 1972, thousands of community-based Senior Nutrition Programs across 
the United States have served over eight billion nutritious meals and helped 
millions of seniors maintain their independence. In this session, panelists 
examined the rich history of Senior Nutrition Programs, discussing past 
milestones as a launch pad for predicting the future of senior nutrition services. 

A History of the Older Americans Act 

Carol V. O’Shaughnessy, MA 
Principal Policy Associate, National Health Policy Forum 

 The Older Americans Act (OAA) was created at a time of government 
expansion, and a wide belief that government could and should do more 
for its citizens, and particularly for our seniors. 
 
 

 The original purpose of the OAA Nutrition Programs – to reduce hunger, 
promote socialization and promote the health and wellbeing of older adults 
– is relevant and very much the same as it was 40 years ago.  
 
 

 Presently, the government is going through a time of contraction. OAA 
Nutrition Programs must learn how to become more efficient and do more 
with less federal support.  

Ms. O’Shaughnessy is a principal policy analyst at the National Health Policy Forum, 
George Washington University. Prior to joining the Forum, Ms. O’Shaughnessy spent 27 
years at the Congressional Research Service as a social legislation specialist. Her work 
focuses on aging services, including Older Americans Act and Medicaid home and 
community-based services and long-term care. Ms. O’Shaughnessy received her 
undergraduate degree from Dunbarton College and Master’s degree in medical 
sociology from the Catholic University of America.

 

















































































Understanding Context: Conceptualization and Reinvigoration  

Jeanette C. Takamura, PhD, MSW 
Former Assistant Secretary for Aging (1997 – 2001) 

 There are times in history when we must recognize we cannot do things in 
the same way as we once have. 
 
 

 Data, research and numbers play a critical role. Having this evidence was 
vital when presenting the case for the National Family Caregiver Initiative 
and ultimately getting it passed by Congress. 

 There are six words, beginning with the letter "i" which can guide us:  
o Illuminate
o Inform
o Innovation
o Immediacy
o Impact
o Influence

Dr. Takamura is dean and professor of gerontology and social policy of the Columbia 
University School of Social Work. She served as Assistant Secretary for Aging from 
1996 to 2001, and has held senior positions in the state government of Hawaii. She 
received the Lucy Stone Award from the White House for her advocacy and the 
enactment of the National Family Caregiver Support Program. Dr. Takamura earned her 
BA and MSW from the University of Hawaii and her PhD from Brandeis University.

 



Pressing the "Reset" Button on Nutrition Delivery Systems  

Josefina G. Carbonell
Former Assistant Secretary for Aging (2001 – 2009)

 We can move OAA Nutrition Programs into the future by building on the 
infrastructure that is in place, working together through partnerships of all 
kinds, including with those in healthcare, research and industry.  
 
 

 Healthcare costs are rising. There is a chronic disease epidemic, and 
demographic shifts are taking place in every community across the 
country. We must understand the context in which nutrition can and 
should have a role in our healthcare delivery system, chronic disease, 
medication management and the pathway of care transitions. 

 Nutrition Programs need to think about the value and outcomes of serving 
meals, not only the volume. We need to improve efficiencies, improve 
performance and improve and identify best practices, including data 
collection for the right reasons.  

Ms. Carbonell is senior vice president of long-term care and nutrition at Independent Living 
Systems, a healthcare management services company. Previously, Ms. Carbonell served as the 
Assistant Secretary for Aging from 2001 to 2009 and as president and CEO of Little Havana 
Activities & Nutrition Centers in Dade County, FL, an organization she helped establish in 1972. 
She received her BA from Florida International University and a Certificate Degree for State and 
Local Senior Executives from Harvard University.

 



Perspectives on Aging:
Critical Trends in a Changing World 

Unprecedented demographic shifts, combined with great advances in 
technology, are impacting the fundamental structure of our healthcare system 
and economy – and our collective understanding of home and community. In this 
session, a panel of experts examined the future of aging from a variety of 
perspectives, shedding light on the emerging opportunities and challenges that 
will shape the senior nutrition services of tomorrow.

Factors Influencing Nutrition, Aging and Healthcare  

Robyn I. Stone, DrPH
Senior Vice President for Research, LeadingAge  

 There are many factors impacting the future of senior nutrition and 
healthcare: demographics (with an aging population creating more 
demand), immigration (with more diversity and a shifting composition of 
the work force), economics (with the need for program assistance growing 
exponentially), globalization and technology, and changes in the values 
that drive what we do and how we do it.

 The challenges and issues linking nutrition and healthcare include: an 
increase in proactive seniors looking for more engagement in making 
decisions about their services, transportation challenges (particularly 
those related to food security), a lack of affordable housing and the 
reinvention of retirement. 

When considering the future of nutrition care, we need to look at: 
• Integration between acute, chronic and long-term care systems. 
• Rebalancing the long-term care system.  
• Expanding home- and community-based services.  
• Consumer-directed long-term care, and offering more choices. 
• Culture change, which is spreading through all environments. 
• Hubs of the future – offering affordable housing, services and meals. 
• The partnering of nutrition programs with oral care services. 

Dr. Stone is senior vice president for research at LeadingAge and executive director of 
the LeadingAge Center for Applied Research. She served as Deputy Assistant Secretary 
for Disability, Aging and Long-term Care Policy and Assistant Secretary for Aging in 
1997. A noted researcher, her work focuses on areas including long-term care policy 
and quality, chronic care for the disabled, aging services workforce development and 
family caregiving. Dr. Stone holds a doctorate in public health from the University of 
California, Berkeley. 

 



Leveraging Technology to Improve Senior Nutrition  

David Lindeman, PhD 
Director, Center for Technology and Aging, Public Health Institute 

 Studies show that over 50 percent of those 50 and older use cell phones, 
the Internet daily and social media. In fact, the largest growth in social 
media use is among the 65+ age group. Nutrition and health technology is 
also rapidly growing: 14 percent of apps released this past year were 
nutrition focused. 
 
 

 Important trends in nutrition-related technology include: 
• Use of mobile devices to connect to health services. 
• Apps and services related to individual health status.  
• Social media presence. 
• Gaming and gamification as a tool for education.  
• Innovative use of sensors (e.g., for food products and temperatures).  
• Availability and use of data analytics. 

 Developments in technology give us the opportunity to: 
• Improve communication and nutrition management.  
• Support adult self-activation.  
• Identify gaps in nutrition and wellness. 
• Provide training.  
• Be more efficient in our operations. 
• Foster engagement among older adults and providers.  
• Align organization goals and processes.  

Challenges in incorporating new technology into nutrition services include:  
• Establishing viable business models and return on investment.  
• Aligning the technology with regulations and policies.  
• Ensuring the scalability and sustainability of technology services. 

Dr. Lindeman is the director of the Center for Technology and Aging and co-director of 
the Center for Innovation and Technology in Public Health at the Public Health Institute. 
These institutions promote the development, adoption and scaling of technologies to 
improve health. Dr. Lindeman has worked in the field of aging and long-term care for 30 
years as a health services researcher and administrator. He received his BA from SUNY 
Binghamton and his MSW and PhD from the University of California, Berkeley. 

 



























































 







 





























































































































Using Health Policy to Support Nutrition Programs and Link to Healthcare

Mary Jane Koren, MD, MPH 
Vice President, The Commonwealth Fund  

 There is a perception, especially of older adults in low income areas, that 
their retirement security will not be sufficient to allow them to live 
independently. When combined with high out-of-pocket costs for 
healthcare, this affects older adults' perception of, and ability to purchase, 
sufficient food.  
 
 

 At the same time, the cost of long-term care is unaffordable for most 
middle-income families (e.g., the national average costs for nursing home 
care is approximately 241 percent of the average annual household 
income), and these families will be reliant on Social Security and Medicaid 
for assistance.  
 
 

 When family caregivers are in place, there are better health and nutrition 
status outcomes. However, support for the caregivers is lacking, and the 
collection of data that links nutrition support and health status outcomes is 
not coordinated across states. 
 
 

 There are a number of opportunities for nutrition programs to have an 
impact as we look to the future. We know that better nourished patients 
mean improved performance outcomes. 
 
 

 Models such as Medical Homes and Health Homes put the ‘ball in the 
court’ of the medical providers to communicate, coordinate and partner 
with nutrition programs for services, and Accountable Care Organizations 
and others in the healthcare arena will be increasingly motivated to 
incorporate nutrition services as they are judged based on their ability to 
show positive healthcare outcomes

Dr. Koren is vice president for the Picker–Commonwealth Fund Long-Term Quality 
Improvement Program and the Dual Eligibles Initiative at the Commonwealth Fund. 
Dr. Koren has given invited testimony to Congressional committees on nursing home 
quality, future implications for health care, and senior hunger and the Older 
Americans Act. Dr. Koren began her career in geriatrics at Montefiore Medical 
Center, where she started the geriatric fellowship program. She has served on the 
faculty of the Mount Sinai School of Medicine.

















 









































































































































Applying Private Sector Models to Public Sector Problems  

Ginger Zielinskie, MBA
Executive Director, Benefits Data Trust

 Several strategies employed by Benefits Data Trust to help people in need 
access public benefits include:  

• Using credit card marketing strategies.  
• Partnering with state agencies to target and identify eligible individuals. 
• Employing direct marketing outreach. 
• Providing assistance through a call center model. 
• Ensuring thorough follow-up and completion of applications. 
• Evaluating processes and procedures. 
• Making corrective changes as indicated.

 A few lessons learned when implementing this new model include:  
• Be adaptable to changing clients.  
• Be adaptable to traditional and non-traditional partners. 
• Make new connections. 
• Continually assess whether projects are meeting established needs.  
• Continually assess for areas of potential improvement.  
• Be flexible, persistent and malleable in working with state agencies. 
• Invest in technology and focus on customer service. 
• Consider return on investment in your funding strategy. 
• Leverage resources to maximize returns and stay competitive. 

Ms. Zielinskie is the executive director of Benefits Data Trust (BDT), a national nonprofit 
organization committed to transforming how people in need access public benefits. Under her 
leadership, BDT has successfully completed over 300,000 benefit applications on behalf of 
people in need through the use of data-sharing strategies to target outreach and streamline 
benefits application assistance. Ms. Zielinskie also serves as a commissioner on the City of 
Philadelphia’s Mayor’s Commission on Aging. She earned her undergraduate degree from 
Skidmore College and her MBA from Brandeis University. 

 



















 







































































        

    










































           

      



        













   





              

                



                  

















                 















Perspectives on Nutrition:
Connecting Food, Health and the Future

The evidence is clear: proper nutrition improves the health, self-sufficiency and 
quality of life of seniors. Yet many questions remain. How can we best respond 
to the simultaneous increases in both obesity and hunger? How can we promote 
healthy food choices among seniors with increasingly diverse needs and 
expectations? How can we tailor nutrition interventions to meet the needs of all 
individuals? This capstone panel provides an overview of current research and 
provides a glimpse of the possibilities for the future.

Research and New Directions: Introduction of the Panelists  

Linda D. Meyers, PhD 
Director, Food and Nutrition Board, Institute of Medicine  

 Dr. Meyers set the stage for this session, introducing the panelists who 
would provide an overview of the cutting edge trends in research and 
practice that will have the greatest impact on nutrition services in the 
future. 

Dr. Meyers is the director of the Food and Nutrition Board at the Institute of Medicine. She is 
responsible for a portfolio that includes nutrient requirements, obesity prevention and food safety.
Previously, Dr. Meyers served as senior nutrition advisor, deputy director and acting director in 
the Office of Disease Prevention and Health Promotion, U.S. Department of Health and Human 
Services. She received her BA from Goshen College, her MS from Colorado State University and 
her PhD from Cornell University. 

 



Nutrition and Healthy Aging in the Community

Gordon L. Jensen, MD, PhD
Professor and Head, Department of Nutritional Sciences, Pennsylvania State University 

 A recent Institute of Medicine workshop on Nutrition and Healthy Aging in 
the Community, highlighted the need to:  

• Identify model programs that impact independent living, 
• Promote nutrition along the complete transitional pathway,  
• Be inclusive of multidisciplinary collaboration, and 
• Increase research and improve outcome measurements.

 Building the future of nutrition and transitional care means focusing on:  
• Broad stakeholder participation,  
• Innovation in transitions, and  
• Who is most at risk of adverse outcomes. 

Dr. Jensen is professor and head of the department of nutritional sciences at the 
Pennsylvania State University and former director of the Vanderbilt Center for Human 
Nutrition. Dr. Jensen’s research interests have focused largely on geriatric nutrition 
concerns. He is board certified in nutrition and internal medicine and is currently serving 
his second term as a member of the Institute of Medicine’s Food and Nutrition Board. Dr. 
Jensen received his PhD in nutritional biochemistry and MD from Cornell University.

 























































The Dietary Guidelines and MyPlate: Promoting a Future of Healthy Eating

Robert C. Post, PhD, MEd, MSc
Deputy Director, USDA Center for Nutrition Policy and Promotion  

 The 2010 Dietary Guidelines for Americans serve as the foundation for 
nutrition-related education and outreach efforts nationwide. Within the 
Guidelines, the three main areas of focus which have particular relevance 
for older adults are: 

• Weight loss and weight maintenance in chronic illness,  
• Food safety, and 
• Snacking and nutrient intake. 

 
 

 USDA's MyPlate campaign as an innovative behavior-focused 
communications initiative targeted to reach consumers wherever a food 
decision is needed. The MyPlate campaign is built around a message 
calendar, collaboration with national and community partners, and a suite 
of creative online tools (such as the SuperTracker).  
 
 

 Future efforts will seek to magnify the reach of this campaign, evaluate the 
impact over time and expand partnerships to reach all sectors of the 
population. 

Dr. Post is deputy director of the USDA Center for Nutrition Policy and Promotion, where he 
has overseen the development of the 2010 Dietary Guidelines for Americans, the USDA 
Nutrition Evidence Library, the Healthy Eating Index and the USDA Food Plans. Dr. Post has 
30 years of experience in food and agriculture public policy, food production and processing, 
nutritional science and public health communications. Dr. Post holds a MSc, MEd and PhD 
from the University of Maryland. 

 

















































































































  

   

   

   

   

   

   

   











Understanding Variability in Responses to Diet and Food  

Robert M. Russell, MD
Professor Emeritus of Medicine and Nutrition, Tufts University 

 There are four main areas of emerging research which will have a major 
impact on the field of nutrition and aging in the next decade: 

1. Genome and environment interactions across the age span with an 
emphasis on food imprinting on gene expression and the potential 
effect on future generations. This could have influential impact on 
food policy and guidance standards.  

2. Microbiome studies, examining the microbes both on and in our 
bodies, and their impact on disease and obesity prevention in 
individuals.  

3. Nutrition in age-related dementias (which are the sixth greatest 
cause of death in the United States), with a particular focus on 
prevention, delay and improving response to therapies.  

 
 

4. Nutritional bioinformatics, taking advantage of sample repository 
databases that can support further study and research endeavors. 

Dr. Russell is professor emeritus of medicine and nutrition at Tufts University, immediate past 
president of the American Society for Nutrition, a specialist-advisor to the National Institutes of 
Health and staff physician emeritus at Tufts University Medical Center. He has served on many 
advisory boards including the USDA Human Investigation Committee, the FDA, United States 
Pharmacopoeia Convention, the World Health Organization, UNICEF and the American Board of 
Internal Medicine. Dr. Russell received his MD from Columbia University.

 





























































Perspectives Challenge: 
Best Practices and Best Possibilities 

The National Resource Center on Nutrition and Aging issued a Challenge, and we asked 
people across the nation to share their solutions. 

 How can we serve more people, in a time when resources are scarce?  
 How do we link Nutrition and Health in our communities? 
 How can we prepare for the future?

 
Out of all the submissions, our Steering Committee selected the individuals who presented 
the practices and possibilities that showed the most promise for creating sustainable 
impacts, now and in the future.  

We hope that the following Perspectives will provide a fresh Perspective on the challenges 
and opportunities that will drive the future of nutrition and aging. And we hope that you will 
use these new Perspectives as a springboard for ongoing inspiration and dialogue. 

Your Perspective: 
New Challenges and Opportunities 

The following Perspectives were presented at the National Summit.

Uniting the Continuum of Care

Anthony Cirillo, FACHE, ABC 
Fast Forward Consulting, Huntersville, NC

Most healthcare entities struggle with transitional care because:  
• The roles of care providers are evolving. 
• Many providers are not tuned in to nutrition, aging and hunger. 
• Cultural diversity is not often addressed. 
• Services are ‘siloed,’ standing alone.  

To overcome these barriers, we can look toward a ‘one-stop-shop’ model 
that brings all senior-related services together – including businesses, 
education medical service providers and fitness providers.  

 



   
       






























Finding Funding for Congregate Nutrition Programs  

Carlene Russell, RD, CGS, LD, FADA 
Iowa Department on Aging, Des Moines, IA  

 This program is based on a collaboration between local farmers and 
congregate nutrition program kitchens.  
 

 By promoting the use of production down time at congregate meal sites for 
the processing of local farm products, the nutrition programs are able to 
generate additional revenue, and the farmers are able to reduce the costs 
associated with their production operations. 

 Though there is a lot of effort in the planning and development stages for 
such a collaborative agreement, this can be a mutually rewarding effort 
that may also be eligible for grant funding support.
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Finding Funding for Congregate
Nutrition Programs

Perspectives on Nutrition and Aging: A National Summit
August 23, 2012

Carlene Russell, MS RD LD CSG
Nutrition Program Manager
Iowa Department on Aging
Carlene.russell@iowa.gov

Summary of Problem

• Nutrition programs need additional funding

• Opportunity exists to generate revenue by 
renting kitchen facilities when not in use 

• Iowa Food Systems Council explored 
connecting kitchens with local fruit and 
vegetable farmers
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4 Step Process
1. Survey Iowa congregate meal kitchens
2. Survey specialty crop producers
3. Convene two meetings 
4. Complete a feasibility study 

– survey results
– meeting results 
– lessons learned 
– recommendations for agreements between 

producers and congregate meal
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Results

1. There is interest among kitchen managers and
specialty crop producers in Iowa to process 
Iowa specialty crops and to make licensed 
processing facilities more readily available.

2. Department of Inspections and Appeals 
involvement is important from the beginning.

3. There are many regulations and licensing 
considerations but they are not insurmountable.
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Kitchen Manager
Questions for DIA

• (kitchen has license and is assuming responsibility for the facility) 

1. Specific products to be processed

2. Is there sufficient equipment for the process?
3. Would storage of ingredients and finished product be 

offered?
4. Are there food security/food defense concerns? 

– Segregated section that is locked 

– Allergen considerations

Producer
Questions for DIA

• (Farmer has license and is assuming liability for their activities)

1. Product(s) to be processed 
2. Where will product be sold (the intended 

customer)?
3. What is the step-by-step process for each 

product?
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Action Steps: Kitchens

1. Board of Directors approval 
2. Meet with Department of Inspections and   

Appeals
3. Decide on products that will be accepted  

for processing 
4. Check with insurance agent
5. Develop a rental agreement 

Action Steps con�t
5. Determine days and hours that kitchen 

will be available for processing. 

6. Develop a promotional piece brochure 

7. Department of Inspections and Appeals 
review

8. Start small and expand as appropriate
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Race, Class, and Frozen Chicken: Perspectives from Philadelphia on 
Tackling Senior Hunger Citywide

Margaret Ernst
Mayor’s Office of Civic Engagement and Volunteer Service, Philadelphia, PA 

 In order to find city-wide solutions to senior hunger, a Philadelphia 
coalition created the following core recommendations: 

• Build a citywide coalition of stakeholders.  
• Create and disseminate a Senior Food Resource Guide. 
• Aggregate information about existing service opportunities. 
• Build and connect volunteer infrastructures in the highest-need 
neighborhoods.

 The efforts in Philadelphia have resulted in an increase in the volunteer 
task force base, an increase in policy development related to senior food 
and hunger issues, an increase in the strength of existing programs and 
increase in sharing efforts between programs and agencies.  

 

























































































   
       







































































   
       















































































   
       

















































































   
       

















West Coast Style, Midwest Values—Social Entrepreneurship 

Jennifer Fralic, RD, LD 
LifeCare Alliance, Columbus, OH 

 With traditional funding services for meal programs decreasing, and 
demand for program services increasing, organizations can meet future 
challenges by setting a goal for self sufficiency, targeting a significant 
portion of the budget for social entrepreneurial efforts.  
 
 

 For LifeCare Alliance, "social entrepreneurship" includes programs that 
help serve clients in need while offering services in the community, as well 
as compatible, fee-based services that increase agency revenues so more 
individuals can be helped. 
 

 The additional revenue has allowed an additional 500 clients to be served 
through the nutrition program, with no wait list. 
 
 

 Social entrepreneurship is applied through four efforts at LifeCare Alliance: 
1. An event center with many catering and service options. 
2. A corporate wellness program, which includes adult immunizations. 
3. A Meals for Kids program, providing contract food sales. 
4. Safety and violence prevention education programs for seniors.  
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How Web and Mobile Technologies Are Changing Nutrition Education

Marci Harnischfeger, MS, RD 
ShopWell, Palo Alto, CA

 With over 66 percent of adults using the Internet to look up medical 
information, and seniors over the age of 50 generally spending over three 
to five hours per week surfing the web, web-based and mobile apps can 
be key to raising awareness among seniors and caregivers about the link 
between food, health and well-being. 
 
 

 Mobile technology can transform nutrition education by: 
• Aiding health teams in providing low-cost nutrition education.  

• Coordinating education with any healthy eating plan.  

• Helping individuals obtain personalized information.  

• Tailoring information to personal health and nutrition goals. 

• Providing on-demand information on healthy food options both in 
the store (at the point of purchase) and in the home (during 
preparation).  
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How Web and Mobile Technologies Are Changing Nutrition 
Education 
 
Author: 
Marci Harnischfeger MS RD 
ShopWell 
E-mail address: marci@shopwell.com  
 
Brief Description: 
Web and mobile nutrition education technologies are powerful tools in helping people of 
all ages make dietary change. More and more seniors are adopting both the internet 
and smartphones. Here is why you should consider adopting nutrition education 
technologies into already existing programs for seniors. 
 
____________________________________________________________________________________ 

 
This submission was selected as part of a national challenge issued to leaders in all communities seeking 

 
 
 
Hello, my name is Marci Harnischfeger MS RD. I am a Registered Dietitian, chef, and 
nutrition educator. I am also Head Dietitian for ShopWell (www.shopwell.com), a 
nutrition education website and mobile app that helps you improve the foods you eat 
and build healthy grocery lists. I want to share with you today how technologies, like 
ShopWell, increase access to nutrition education and food label reading and also aid 
healthcare teams to help provide low cost, effective nutrition education. 
 
At ShopWell we believe in the importance of nutrition education for people of all ages 
including seniors. Our technology is based upon the principle that nutrition education is 
most helpful when it is personalized to the individual's age, gender, and health and 
nutrition goals. We believe in simple, easy to understand information and that small 
changes overtime result in a big impact on health. 
 
Today two thirds of adult Americans are overweight or obese (1) and 45% of adult 
Americans have one or more food-related chronic medical condition such as high 
cholesterol, diabetes, and high blood pressure. (2) Access to nutrition education, to 
nutrient information for the foods people eat each day, and to nutritious meals cooked 
with people's dietary considerations in mind is now more important than ever. 
 
As we age, we have a higher risk for developing diet-related medical conditions and an 
increased need to make sure that the foods we eat are helpful for our well-being,  
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medical conditions, and work with our medications. As calorie needs decline, food label 
reading becomes increasingly important to make sure that you are getting the proper 
balance of nutrients in your diet. The most bang for your nutritional buck so to speak.  
 
Technology now allows us to get the information we need in the comfort of our own 
home and even on the go at the grocery store. The internet is already a huge part of 

People ages 50 to 64: just over 5 hours per week (3) and 66% of adults use the internet 
to look up medical information. (4) Smartphones-which mobile devices that allow for 
much more than a phone call including web surfing, news feeds, and barcode scanning-
are increasing in popularity at an exponential rate in all age groups. Over 25% of people 
over the age of 55 who own a mobile phone now own a smartphone (5), and the 
number is growing every day.  
 
At ShopWell, we couple the on demand nature of both the internet and the smartphone 
with the expertise of Registered Dietitians, peer reviewed research, and government 
guidelines to create a personalized nutrition education system that can help you make 
quick, easy, and healthy changes in the foods you bring home from the grocery store.  
 
Roughly 80% of people frequently or occasionally look at nutrition information on 
packages, but 55% of people understand half or less of the ingredients. (6) Not to 
mention the smaller percentage of people that understand how the nutrients and 
ingredients apply to them. Research also shows that people who read food labels make 
healthier choices. (7) The key is to focus people in on the information that is right for 
them.  
 
When people get tailored nutrition information about the foods that are most familiar to 
them-the packaged and whole food items found right in the regular grocery store that 
they, or their loved ones, bring into their home each day-they can start to understand 
which nutrients and ingredients are important to them and get a sense of healthier 
options that might work better. Imagine getting feedback on your favorite cereal, that 
granola bar you saw on tv, or the chips you grew up with since you were a child. How 
much of that avocado should I eat? Can I have broccoli instead of spinach? Which cut 
of meat should I buy? 
 

adaptable, they can be made to fit in with which ever healthy eating plan one is working 
with and used whether one is checking in with their dietitian and medical team  
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frequently or looking for a tool to help manage their diet on their own. These 
technologies are available when the person needs it most-at home or at the grocery 
store-  
We have had an overwhelming response from people of all ages, almost 20% of our 
audience is over 50. And people like personalized nutrition education as almost 90% of 
people customize the system to better match their needs.  
 
I joined ShopWell because I know the power of food label reading in helping people 
reach dietary compliance. From my past experiences with patients and in the 
classroom-whether it be from grocery store tours to pantry reviews to simply searching 
for the nutrition information for people's favorite foods-meeting people where they are in 
their food journey and teaching them using foods they are familiar with has been very 
successful for me. Through the power of technology I can now help millions of people 
find nutrition information and learn to read food labels. Nutrition information on demand 
goes a long way in convincing people that healthy eating is achievable just by taking 
one step at a time. 
 
I firmly believe that people can improve their health and diet on any budget, with any 
medical condition, but that they need the tools and know how delivered in a simple, 
easy to understand way for them. Technology now allows you to have that personalized 
guidance around the food you eat right when you need it-at the store, when you are 
about to prepare or eat a meal, or you are making a list to shop with-and show your 
practitioner exactly which foods you are eating, so they can tune your eating plan to 
you.  
 
Imagine on demand access for carbohydrate numbers, sodium levels, allergy 
information, etc. for hundreds of thousands of foods and how helpful that would be for 
people managing a variety of health conditions from diabetes to food allergies to high 
blood pressure. Online nutrition education services give you access to the nutrition and 
ingredient information and guidance from trusted resources. The best ones are easy to 
grasp for any age from children to seniors. Medical practitioners, dietitians, and others 
can also use these technologies too in their education plans to help support their 
teachings when the patients need it most: at the grocery store and during meals.  
 
Food is all around us. Each one of us has different needs, but each one of us is entitled 
to a basic understanding of nutrition and our health.  
 
We applaud the work done by the National Aging Network for the millions of seniors 
they serve each day. I personally have referred many patients to senior nutrition  
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programs and have been delighted by their ability to cater both meals and nutrition 
education to people with complex medical conditions who do not have the ability to 
create nutritious meals on their own.  
 
Technology platforms, like ShopWell, that are free, simple to access, and easy to 
understand are essential as well. They are key to raising everyone's awareness about 
how the foods they eat-the foods all around them-affect health and well-being. They are 
the small nudge, the constant companion, the tool that people can use to support their 
doctors and dietitians advice in how to keep themselves healthy.  
 
I strongly urge you to consider continuing to incorporate well researched, relevant 
technological based systems when developing nutrition education programs for seniors 
and their families.  
 
Thank you.  
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Perspectives on Senior Hunger in America: An Annual Report  

James P. Ziliak, PhD
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 There has been tremendous growth in the threat of hunger among seniors 
in America. 
 
 

 What stands out the most is the fact that seniors have had a more difficult 
time recovering from the economic downturn, as compared to Americans 
in general.  
 
 

 America is rapidly aging as a nation, and the problem will get worse 
unless we take proactive action – including being more creative in 
promoting access to safety net programs for seniors, targeting nutrition 
services to the populations most in need and understanding the special 
challenges of seniors living in multi-generational households. 
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EXECUTIVE SUMMARY 

This study is the first in a series of annual reports on the state of senior hunger in the United 
States.  In the report we provide an overview of the extent and distribution of food insecurity in 
2010, along with trends over the past decade using national and state-level data from the 
December Supplements to the Current Population Survey (CPS).  Based on the full set of 18 
questions in the Core Food Security Module (CFSM), the module used by the USDA to establish 
the official food insecurity rates of households in the United States, our emphasis here is on 
quantifying the senior population facing the threat of hunger (i.e. marginally food insecure).  A 
supplement to this report also presents evidence on seniors at risk of hunger (i.e. food insecure) 
and on seniors facing hunger (i.e. very low food secure).

The Great Recession has caused extreme hardship on many families in the United States, and 
senior Americans are no exception.  Based on the barometer of food insecurity, this report 
demonstrates that our seniors may face more challenges than initially thought.  Unlike the 
population as a whole, food insecurity among those age 60 and older actually increased between 
2009 and 2010.  These increases were most pronounced among the near poor, whites, widows, 
non-metro residents, the retired, women, and among households with no grandchildren present.  

Specifically, in 2010 we find that 

 14.85% of seniors, or more than 1 in 7, face the threat of hunger.  This translates into 8.3 
million seniors.  In contrast, in Ziliak, et al. (2008) we reported that as of 2005 1 in 9 
seniors faced the threat of hunger.

 Those living in states in the South and Southwest, those who are racial or ethnic 
minorities, those with lower incomes, and those who are younger (ages 60-69) are most 
likely to be threatened by hunger.

 Out of those seniors who face the threat of hunger, the majority have incomes above the 
poverty line and are white.

 From 2001 to 2010, the number of seniors experiencing the threat of hunger has 
increased by 78%.  Since the onset of the recession in 2007 to 2010, the number of 
seniors experiencing the threat of hunger has increased by 34%.

That seniors in our country are going without enough food due to economic constraints is a 
serious problem in-and-of-itself.  In addition, though, in previous work (Ziliak, et al. 2009) we 
showed that even after controlling for other confounding factors, food insecurity is associated 
with a host of poor health outcomes for seniors such as reduced nutrient intakes and limitations 
in activities of daily living.  This implies that the recent increase in senior hunger will likely lead 
to additional nutritional and health challenges for our nation.  
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I. FOOD INSECURITY IN 2010 

We document the state of hunger among senior Americans ages 60 and older in 2010 
using data from the Current Population Survey (CPS).  In December of each year, households 
respond to a series of 18 questions (10 if there are no children present) that make up the Core 
Food Security Module (CFSM) in the CPS.  Each question is designed to capture some aspect of 
food insecurity and, for some questions, the frequency with which it manifests itself.1 
Respondents are asked questions about their food security status in the last 30 days as well as 
over the past 12 months.  We focus on the questions referring to the past year.  

 
Consistent with the nomenclature and categorizations in Ziliak et al. (2008) and Ziliak 

and Gundersen (2009), we consider three characterizations of food insecurity:  the threat of 
hunger, which obtains when a person is marginally food insecure by answering in the affirmative 
to one or more questions on the CFSM; the risk of hunger, which arises when a person is food 
insecure by answering in the affirmative to three or more questions on the CFSM; and facing 
hunger, which obtains when the person is very low food secure by answering in the affirmative 
to at least 8 questions in households with children and at least 6 questions in households without 
children. This means that the threat of hunger is the broadest category of food insecurity since it 
encompasses those responding to at least one question on the CFSM.  The next broadest category 
is the risk of hunger since this group encompasses those who are either food insecure or very low 
food secure. This means that the most narrow, and in turn, most severe, category in our 
taxonomy is facing hunger.  Box 1 summarizes the categories.  For the purpose of this report we 
focus on the threat of hunger.  A supplement to this report provides a parallel analysis for seniors 
at risk of hunger and those facing hunger.

 
 

Box 1: Categories of Food Insecurity  
USDA Classification Number of Affirmative Responses to 

CFSM
 

Fully Food Secure Fully Food Secure 0
Threat of Hunger Marginally Food Insecure 1 or more
Risk of Hunger Food Insecure  3 or more  
Facing Hunger Very Low Food Secure 8 or more  (households with children) 

6 or more (households without children)
 
 
In Table 1 we present estimates of food insecurity among seniors in 2010.  Overall, 

14.85%, or just over 1 in 7, faced the threat of hunger, which translates into 8.3 million seniors. 
The table also presents estimates of food insecurity across selected socioeconomic categories.  
Here we see great heterogeneity across the senior population.  For example, for those with 
incomes below the poverty line, 47.06% face the threat of hunger. In contrast, for seniors with 
incomes greater than twice the poverty line, this fraction falls dramatically to 6.97%. Turning to 
race, African American seniors face the threat of hunger that is more than double (132% higher) 
that of white seniors.  Similarly, Hispanics (who can be of any racial category) face the threat of 

 
1 See the Data Appendix for details on the survey sample, including the full list of CFSM questions in Appendix 
Table 1. 
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hunger 131% higher than non-Hispanics.  Moreover, seniors in nonmetro areas face the threat of 
hunger that is significantly higher by about 1.5 percentage points in 2010 than seniors in metro 
areas.   

Table 1. The Extent of the Threat of Senior Hunger in 2010
Overall 14.85% 

By Income  
Below the Poverty Line 47.06
Between 100% and 200% of the Poverty Line 30.77
Above 200% of the Poverty Line 6.97
Income Not Reported 9.88

By Race and Ethnicity
White 11.70
Black  27.11
Other 16.37
Hispanic 31.17

By Marital Status 
Married 10.60
Widowed 18.83
Divorced or Separated 25.41
Never Married 19.43

By Metropolitan Location 
Non-Metro 15.96
Metro 14.58

By Age
60-64 17.58
65-69 15.15
70-74 15.05
75-79 12.51
80 and older 11.39

By Employment Status
Employed 10.89
Unemployed 30.52
Retired 12.46
Disabled 38.47

By Gender 
Male 13.15
Female 16.22

By Grandchild Present
No Grandchild Present 13.99
Grandchildren Present 30.86

Source: Authors’ calculations from the December 2010 Current Population Survey.  

Hunger threat among divorced or separated seniors is two and a half times greater than 
married seniors, and younger seniors, especially those under 75, are at heightened threat in 
comparison to those over age 75.  Likewise, the threat of hunger is over 3 times higher among 
the disabled than the retired, and if a grandchild is present, the prospects for being under the 
threat of hunger greatly exceed those households with no grandchild present.

Table 1 allows us to see the proportions of persons within any category who are marginally food 
insecure and, with this information, we can make statements about who is most  
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in danger of the threat of hunger.  For example, those with lower incomes are substantially more 
likely to be food insecure than those with higher incomes.  Also of interest, though, is the 
distribution of senior hunger.  In other words, out of those who are under the threat of hunger, 
what proportion fall into a particular category?  We present these results in Table 2. 

As seen in Table 2, the majority of seniors under the threat of hunger have incomes above 
the poverty line.  For example, out of those reporting income, 73% of seniors have incomes 
above the poverty line.  A similar story holds for race – while African-Americans are at greater 
threat of hunger than whites, about 3 in 4 marginally food insecure seniors are white.  As 
discussed above, there is a decline in hunger threat for older seniors.  It still remains, however, 
that 13.8% of seniors facing the threat of hunger are over age 80.

Table 2. The Distribution of Threat of Senior Hunger in 2010

By Income  
Below the Poverty Line 22.86% 
Between 100% and 200% of the Poverty Line 36.08
Above 200% of the Poverty Line 21.74
Income Not Reported 19.32

By Race 
White 76.96
Black  17.32
Other 5.72 

By Ethnicity 
Non-Hispanic 84.16
Hispanic 15.84

By Marital Status 
Married 42.56
Widowed 27.77
Divorced or Separated 23.14
Never Married 6.53 

By Metropolitan Location 
Non-Metro 21.10
Metro 78.90

By Age
60-64 36.16
65-69 22.14
70-74 16.75
75-79 11.15
80 and older 13.80

By Employment Status
Employed 19.55
Unemployed 4.15 
Retired 51.99
Disabled 24.31

By Gender 
Male 39.60
Female 60.40

By Grandchild Present
No Grandchild Present 89.53
Grandchildren Present 10.47

Source: Authors’ calculations from the December 2010 Current Population Survey.  
The numbers in the table sum to 100 percent within each subcategory. 
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In Table 3 we present state level estimates of senior hunger for 2010.  The range for the 
threat of hunger spans from 5.52% in North Dakota to 21.53% in Mississippi. In Table 4 we 
highlight the ten states with the highest rates of senior hunger in 2010.  With the lone exceptions 
of Rhode Island and Washington in the facing hunger category, seniors living in states located in 
the south and southwest face the greatest unmet food need in 2010. 

Table 3. State-Level Estimates of Threat of Senior Hunger in 2010
AL 17.29 MT 13.21
AK 16.02 NE 7.65
AZ 12.81 NV 16.50
AR 19.42 NH 9.18
CA 16.48 NJ 12.31
CO 11.48 NM 21.24
CT 10.63 NY 13.79
DE 8.93 NC 15.66
DC 14.70 ND 5.52
FL 16.64 OH 15.78

GA 17.12 OK 15.97
HI 15.90 OR 12.49
ID 8.09 PA 14.80
IL 12.47 RI 15.28
IN 10.14 SC 17.10
IA 11.20 SD 11.05
KS 12.77 TN 17.57
KY 15.30 TX 18.14
LA 13.95 UT 14.22
ME 12.16 VT 11.60
MD 12.85 VA 9.27
MA 10.52 WA 14.27
MI 14.36 WV 15.35

MN 7.41 WI 10.60
MS 21.53 WY 12.82
MO 15.51

Source:  Authors’ calculations.  The numbers are two-year averages found by  
summing the number of marginally food insecure seniors by state across the 
2009-2010 December Current Population Surveys and dividing by the corresponding 
total number of seniors in each state across the two years.
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Table 4.  Top Ten States in Terms of Threat 
of Senior Hunger in 2010

MS 21.53 
 

NM 21.24 
 

AR 19.42 
 

TX 18.14 
 

TN 17.57 
 

AL 17.29 
 

GA 17.12 
 

SC 17.10 
 

FL 16.64 
 

NV 16.50 
 

II. FOOD INSECURITY OVER TIME

To help place the 2010 estimates into perspective, we now examine trends in marginal 
food insecurity over the past decade.  We describe the trends for the full population of seniors 
along with select subgroups of seniors.  In Figure 1 we display results for the full population in 
terms of the proportion (left-hand axis) and number (right-hand axis) of households in millions.  
As seen there, there was substantial increase in food insecurity since the start of the recession in 
2007.  Indeed the fraction of seniors under the threat of hunger, increased by one-quarter from 
2007-2010.  And reflecting the fact that an increasing fraction of the U.S. population is over age 
60, the numbers of seniors threatened by hunger has increased by over one-third since 2007.  

In a striking difference from the total population, between 2009 and 2010, the percentage 
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of seniors threatened by hunger increased by a statistically significant amount—from 14.26% to 
14.85% (p=0.062).  Table 1A of Coleman-Jensen, et al. (2011) shows an actual decline in the 
risk of hunger (i.e. food insecurity) and in those facing hunger (i.e. very low food security) for 
the U.S. population overall.2 This suggests that the Great Recession had more enduring effects 
with respect to food insecurity for older Americans than for the general population. For the 
decade as a whole, there was a 39% increase in the fraction under the threat of hunger, and in 
terms of the numbers of seniors affected, the corresponding increase was 78%. 

In Table 5 we take a deeper look into underlying changes in the composition of seniors 
facing marginal food insecurity from 2009 to 2010.  The table presents percentage point changes 
in marginal food insecurity by the same set of socioeconomic characteristics in Table 1.  In the 
first row, the results for the full population of seniors are reported and, as discussed above, the 
increases in food insecurity rates from 2009 to 2010 are evident there.  As seen in the subsequent 
rows, the statistically significant increases in the threat of hunger are not shared equally by the 
different categories.  Specifically, we see that the increases were primarily among near-poor 

 
2 For the general population, the decline in food insecurity was not statistically significant but the decline in very 
low food security was statistically significant.  In our supplement to this report we show that there was also a 
statistically significant increase in the risk of hunger among seniors, and no statistical change in those facing hunger. 
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Table 5. Changes in the Composition of Threat of Senior Hunger 
from 2009 to 2010 
Overall 0.58* 

 
By Income   

Below the Poverty Line 0.49
Between 100% and 200% of the Poverty Line 2.42***
Above 200% of the Poverty Line 0.35
Income Not Reported 0.60

By Race and Ethnicity  
White 1.09***
Black  -2.70* 
Other -3.28**
Hispanic 1.23

By Marital Status  
Married 0.02
Widowed 1.84***
Divorced or Separated 0.04
Never Married 1.15

By Metropolitan Location  
Non-Metro 1.56***
Metro 0.35

By Age  
60-64 0.24
65-69 1.02
70-74 0.16
75-79 0.59
80 and older 0.83

By Employment Status  
Employed 0.02
Unemployed 0.41
Retired 0.82** 
Disabled 1.50

By Gender  
Male 0.34
Female 0.78* 

By Grandchild Present  
No Grandchild Present 0.81***
Grandchildren Present -4.95***

.Note:  The asterisks denote statistical significance at the following levels:  
*** p<0.01; ** p<0.05; * p<0.1

seniors with income between one and two times the poverty line, by whites, by widows, by non-
metro residents, by the retired, by women, and among households with no grandchildren present.  
In contrast there were statistically significant declines in the threat of hunger among African 
Americans and other races, and among households with grandchildren present.    

In the next set of figures we examine trends in the threat of hunger over the past decade 
across a variety of subpopulations found in Tables 1 and 5.  We begin in Figure 2 with trends in 
marginal food insecurity for seniors living in metropolitan areas versus nonmetropolitan areas. 
The figure shows that, in general, there were not important differences between seniors living in 
metro and non-metro areas. 
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Figure 3 depicts trends in the threat of hunger across difference races. As discussed 
above, the rates of food insecurity are substantially higher among blacks than whites.  The figure 
reveals that these differences were present in each year from 2001 to 2010.  In addition, for all 
years, seniors of other races have higher threat of hunger than whites.3  While the rates of 
marginal food insecurity are higher for other groups, the growth in hunger threat among seniors 
after the Great Recession has primarily been pushed upward by white seniors.

 
3 This category includes those American Indians, Asians, and Pacific Islanders. 
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In Figure 4 we present trends based on Hispanic ethnicity.  In most years Hispanics face 
threats of hunger 2-3 times higher than non-Hispanics. Along with having higher rates than non-
Hispanics, the patterns over time have differed for this group.  In particular, unlike non-
Hispanics, Hispanics saw declines in food insecurity after the sharp increase in 2008.

Figure 5 presents a parallel set chart for seniors of three broad age groups—60-69 years 
old, 70-79 years old, and age 80 and older.  As seen in Figure 5, there were sharp increases in the 
threat of hunger from 2007 to 2008 across all three age groups and these rates remain, in 2010, 
substantially above those found in 2007.  
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III. CONCLUSION

This report demonstrates that the threat of hunger among seniors in America is a growing crisis 
facing the nation.  Many in the policy community were alarmed when we released our initial 
study that showed that as of 2005 1 in 9 seniors faced the threat of hunger (Ziliak, et al. 2008).  
In the aftermath of the Great Recession, as of 2010, over 1 in 7 seniors faced the threat.   Given 
the compelling evidence that food insecurity is associated with a host of poor nutrition and health 
outcomes among seniors, this report implies that the recent increase in senior hunger will likely 
lead to additional public health challenges for our country.  This suggests that a potential avenue 
to stem the growth of health care expenditures on older Americans is to ameliorate the problem 
of food insecurity.  
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DATA APPEXDIX

The CPS is a nationally representative survey conducted by the Census Bureau for the 
Bureau of Labor Statistics, providing employment, income and poverty statistics.  Households 
are selected to be representative of civilian households at the state and national levels, using 
suitably appropriate sampling weights. The CPS does not include information on individuals 
living in group quarters including nursing homes or assisted living facilities.  Given the rotating 
sequence of participation in the CPS, upwards of 50 percent of the sample is observed in two 
consecutive years.  In past reports (e.g. Ziliak, Gundersen, and Haist 2008; Ziliak and Gundersen 
2009, 2011) we have only utilized information from the second interview because many of our 
analyses involved pooling observations across many years and we did not want to use repeat 
households.  For this report, however, our focus is on representative cross sections and thus we 
use the entire sample for each wave (whether the person is a first interview or a second 
interview).  Because our focus is on hunger among seniors, our CPS sample is of persons age 60 
and older.  In 2010 this results in 21,675 sample observations.  Appendix Table 2 presents 
selected summary statistics for the CPS sample. 
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Appendix Table 1:  Questions on the Core Food Security Module
Food Insecurity Question Asked of Households 

with Children
 

Asked of Households without 
Children

1. “We worried whether our food would run out before we got money 
to buy more.”  Was that often, sometimes, or never true for you 
in the last 12 months? 

x x

2. “The food that we bought just didn’t last and we didn’t have money 
to get more.”  Was that often, sometimes, or never true for you in 
the last 12 months?

x x

3. “We couldn’t afford to eat balanced meals.”  Was that often, 
sometimes, or never true for you in the last 12 months?

x x

4. “We relied on only a few kinds of low-cost food to feed our 
children because we were running out of money to buy food.” 
Was that often, sometimes, or never true for you in the last 12 
months?

x 

5. In the last 12 months, did you or other adults in the household ever 
cut the size of your meals or skip meals because there wasn’t 
enough money for food? (Yes/No)

x x

6. “We couldn’t feed our children a balanced meal, because we 
couldn’t afford that.”  Was that often, sometimes, or never true 
for you in the last 12 months?

x 

7. In the last 12 months, did you ever eat less than you felt you should 
because there wasn’t enough money for food? (Yes/No)

x x

8. (If yes to Question 5) How often did this happen—almost every 
month, some months but not every month, or in only 1 or 2 
months?

x x

9. “The children were not eating enough because we just couldn’t 
afford enough food.”  Was that often, sometimes, or never true 
for you in the last 12 months?

x 

10. In the last 12 months, were you ever hungry, but didn’t eat, 
because you couldn’t afford enough food? (Yes/No) 

x x

11. In the last 12 months, did you lose weight because you didn’t have 
enough money for food? (Yes/No)

x x

12. In the last 12 months, did you ever cut the size of any of the 
children’s meals because there wasn’t enough money for food? 
(Yes/No)

x 

13. In the last 12 months did you or other adults in your household 
ever not eat for a whole day because there wasn’t enough money 
for food? (Yes/No) 

x x

14. In the last 12 months, were the children ever hungry but you just 
couldn’t afford more food? (Yes/No)

x 

15. (If yes to Question 13) How often did this happen—almost every 
month, some months but not every month, or in only 1 or 2 
months?

x x

16. In the last 12 months, did any of the children ever skip a meal 
because there wasn’t enough money for food? (Yes/No)

x 

17. (If yes to Question 16) How often did this happen—almost every 
month, some months but not every month, or in only 1 or 2 
months?

x 

18. In the last 12 months did any of the children ever not eat for a 
whole day because there wasn’t enough money for food? 
(Yes/No)

x 

Notes:  Responses in bold indicate an “affirmative” response.  
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Appendix Table 2: Selected Characteristics of Senior Americans Age 60 and older in 2010
Percent 

Income Categories 
Below 50% of the Poverty Line 1.62
Between 50% and 100% of the Poverty Line 5.59
Between 100% and 200% of the Poverty Line 17.41
Above 200% of the Poverty Line 46.34

Missing Income 29.04
Racial Categories

White 85.3
African American 9.52
Other 5.18

Hispanic Ethnicity 7.54
Marital Status 

Married 59.59
Widowed 21.9
Divorced or Separated 13.52
Never Married 4.99

Homeowner 83.54
Non-Metro 19.63
Region

Northeast 19.84
Midwest 21.74
South 36.58
West 21.85

Age 
60 to 64 30.55
65 to 69 21.7
70 to 74 16.53
75 to 79 13.23
80 and older 18

Employment Status 
Employed 26.66
Unemployed 2.02
Retired 61.94
Disabled 9.38

Education Level 
Less Than High School 17.07
High School Diploma 34.66
Some College 22.59
College Degree 25.68

Food Stamp Recipient 5.16
Grandchild or Parent Present 

No Grandchild and Parent Present 94.96
Grandchild and Parent Present 3.33
Grandchild Present 1.7 

Female 55.3
Living Alone 26.25
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Care Transitions Initiative/Healthy at Home 

Samantha Powell, MS, RD/LD
Meals On Wheels, Inc. of Tarrant County, Fort Worth, TX 

 This project focuses on the five medical diagnosis categories (pneumonia, 
cardiac heart failure, heart attack, chronic obstructive pulmonary disease, 
and diabetes mellitus) that typically result in re-hospitalization of patients 
within 30 days of discharge, and a loss of Medicare reimbursement to the 
hospital. 
 
 

 Care Transitions Initiative programs typically have four foundations:  
1. Medical management 
2. Dynamic patient-centered health records  
3. Primary care and specialist follow-up 
4. Patient knowledge/understanding of health-related red flags  

 
To this, the Tarrant County program adds a fifth foundation: Nutrition. In 
this fifth phase, a dietitian visits the patient at home for a nutritional 
assessment.

  This presents a unique opportunity to focus on areas impacting a patient's 
status and improvement potential, and to initiate behavior-related goals. 
While typically patients with the above mentioned diagnoses have an 80 
percent re-hospitalization rate within 30 days, those in this transition 
program experience only a 7 percent re-hospitalization rate. 
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Care Transitions 
Initiative/

Healthy at Home

CTI/HAH

Samantha Powell, MS, RD, LD
Registered Dietitian

Meals on Wheels, Inc. of 
Tarrant County

Client Story
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CTI - What and Why
Home-based patient navigation program
To prevent readmission to hospital for 30 
days for people with a diagnosis of:

Pneumonia
Congestive Heart Failure
Heart attack
COPD
Diabetes

93% Success Rate



Gaylord National Resort & Convention Center
8/23/2012

3

Pillars of CTI
Medication management

Use of a dynamic patient-centered 
record

Primary care and specialist follow-up

Knowledge of red flags

Table 1:  The Four Pillars of Care Transitions Intervention 
1. Medication 

self-
management

The patient is knowledgeable about medications and has a 
medication management system. 

2. Use of a 
dynamic 
patient-
centered 
record

The patient understands and utilizes the Personal Health Record 
(PHR) to facilitate communication and ensure continuity of 
care plan across providers and settings. The patient or informal 
caregiver manages the PHR.

3. Primary care 
and 
specialist 
follow-up

The patient schedules and completes follow-up visit with the 
primary care physician or specialist physician and is 
empowered to be an active participant in these interactions.

4. Knowledge of 
red flags

The patient is knowledgeable about indications that their 
condition is worsening and how to respond.

Source:  http://www.caretransitions.org/structure.asp



Gaylord National Resort & Convention Center
8/23/2012

4

But wait!! 

There’s more….

we now have a fifth

NUTRITION!
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How it Works
Finding clients
RD Referrals
Setting appointments in the 
home
The visit!

The Visit- What we do!

Nutrition assessment
Medical conditions
Medications
Lifestyle

Help set BEHAVIORAL  
goals

Small steps
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What we are NOT!

What the Future Holds
By 2045 more seniors years 
than children 
Healthcare costs
Healthcare savings
Where do you want to be?



 

 

 
 
 
Interprofessional Health Education to Benefit Aging Population  
 
Bernadette Latson, MS, RD 
University of Texas Southwestern School of Health Professions, Dallas, TX  
 

 IDEAL (Interdisciplinary Development, Education and Active Learning) is a 
unique class for entry-level health professional students, based on the 
principles of behavioral styles, communication skills, cultural competency, 
ethics and professionalism.  
 
 

 This program focuses on building three aspects of a student's identity as a 
health professional, allowing them to describe the roles and 
responsibilities of themselves, as well as their team, in terms of: 
Professional Identity, Interdisciplinary Identity and Collaboration Identity.  
 

 The course is centered on a model patient and family, and also engages 
experts from outside areas. With a strong link identified between patient 
outcomes and care team communication, this course model is ideal for 
enhancing older adult health management in the future.  
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Interprofessional Education
to Benefit Aging Adults

The University of Texas Southwestern
School of Health Professions

Interdisciplinary Development,
Education, and Active Learning (IDEAL)

All First year Students Enrolled
– Clinical Nutrition
– Medical Laboratory Science
– Physician Assistant
– Physical Therapy
– Prosthetics Orthotics
– Radiation Therapy
– Rehabilitation Counseling
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Learning Objectives for IDEAL

Communicate one�s
roles and
responsibilities clearly
to patients, families and
other professionals

Learning Objectives for IDEAL
Describe roles and
responsibilities of
interprofessional health
care team in
management of an older
adult with chronic disease
and mobility limitations
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Explain how an interprofessional
team collaborates to formulate a
recommendation for residential
placement of an older adult

Learning Objectives for IDEAL

Topics in IDEAL Course

• Behavioral Styles

• Communication Skills

• Healthcare Team Dynamics & Dysfunctions

• Behavioral Modification

• Cultural Competency

• Ethics and Professionalism
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The Cooper Family

Course Organization
• Case based format � model pt. and family
• Grand rounds type presentations on health issues
• Small groups, representing all professions and a
facilitator

• Patient centered, interdisciplinary decision making
with students assuming team roles

• Science of Aging Day
with multiple events

Course Outcomes

• Improved understanding and awareness of
communication and teamwork skills
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Conclusion

Training entry level health professions students
in interdisciplinary teams:

• Enhances use of skills of all team members

• Reflects a response to the needs of older
adults with complex, chronic health issues.
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The Best Possibilities for Seniors Are Choices 

Nancy Tanquary, RD, LD
Johnson County Area Agency on Aging, Olathe, KS 

 CHAMPS (Choosing Healthy Appetizing Meal Plan Solutions for Seniors) 
is a non-traditional voucher alternative program.  
 
 

 Partnering with three local grocery stores, Johnson County Area Agency 
on Aging is able to offer a meal program that features: 

• Extended hours (seven days a week, from 8:00 a.m. to 7:00 p.m.), 
• A dedicated dining atmosphere with unlimited seating,  
• Regular diners that cover a mix of ages, and  
• Four healthy menu choices at each meal.  

 
 This program serves 100 meals per day to over 2,000 participants. 

Additionally, the average donation received from participants in this 
program is $3.00 – twice the average donation for the program's 
traditional meal services.  

 





















      































 

  

  

  

   

  

  

    











 































































   
       













































































   
       

























Increasing Access to Nutritious, Local Food for Senior Citizens  

Jennifer Goggin 
FarmersWeb, New York, NY  

 FarmersWeb is an online marketplace designed to connect wholesale 
buyers with local farms. Senior Nutrition Programs can take advantage of 
new technology-driven solutions, like FarmersWeb, to bring more fresh, 
local food to clients, without sacrificing the efficiency or reliability of their 
purchasing and procurement processes. 
 

 Food coming from local farms is less processed, has not been modified to 
withstand extraordinary long-distance transport and storage and promotes 
food safety.  
 

 Buying local also helps support local businesses and encourages 
economic growth for the whole community. In the future, this same 
technology could be used in a variety of more creative ways to increase 
access and affordability of food for Senior Nutrition Programs.  
 

 



   
       








































































   
       



















































































   
       



















































































   
       



























Appendix A
Your Perspective:

More Best Practices and Best Possibilities 
The following Perspectives were selected for publication in these Proceedings.

Supporting Caregivers and Mature Workers with a New Toolkit on
Therapeutic Nutrition for Employers

— Mary Beth Arensberg , Abbott Nutrition Products 
— Nancy S. Wellman, PhD, RD, Tufts University 
— John Wilcox, Corporate Voices for Working Families 

Seniors Assisting in Geriatric Education (SAGE) 
— Lynell Bond , Meals On Wheels, Inc. Of Tarrant County 

Attracting the Boomers: Making the Shift to a New Age Community Center 
from a Senior Center  

— Jonathan Becker, Senior Services Plus  

Senior Health Now!  
— Ann Chickowski, Broward Meals on Wheels 

Increasing Access to Base-Line Program Services for Your Clients...Merger Anyone?
— Andrea Albanese Denning , LifeCare Alliance  

LifeCare Alliance, Serving More Than Just a Meal, a CHOICE. 
— Andrea Albanese Denning, LifeCare Alliance 

Meeting the Needs of Our Diverse Clients: Why Culture Counts in Columbus, Ohio  
— Andrea Albanese Denning , LifeCare Alliance  

REBIRTH: Restoring Elder Bio-Medical Independence and 
Restoring Transformational Health

— Michelle DiCillo, CAREgiving Institute 

Wireless Kiosks: Improving Health and Reducing Costs 
— Paul Downey , Senior Community Centers 

The Free Farm in San Francisco, California – An Intergenerational Gift  
— Margaret Dyer-Chamberlain, The Free Farm  

California's Older Adult Participation in SNAP  
— Barbara Estrada, California Department of Aging  



One-Time Meal Labeling: A Solution Providing Meal Identification, Food Safety and 
Nutritional Information

— Lilly Frawley, R.D./L.D, Meals On Wheels, Inc. of Tarrant County  

Teaching Our Children to Care for Future Generations  
— Lilly Frawley, R.D./L.D , Meals On Wheels, Inc. of Tarrant County  

A Caremanager’s Perspective on Nutrition and Aging
— Doris Haas, Atlas Care Management 

Embracing the Senior Palate: A Methodology for Responding to Diversity
— Jane Howell, Meals-on-Wheels Greater San Diego, Inc.  

Pet Food Program  
— Joyce Lapinski, Meals On Wheels, Inc. of Tarrant County 

Sharing Your Garden Bounty with Neighbors in Need: The AmpleHarvest.org Model  
— Gary Oppenheimer, AmpleHarvest.org 

Aging in Place: An Expectation and a Technology Market  
— Laurie Orlov, Aging in Place Technology Watch  
 

Artificial Nutrition and Hydration in Advanced Alzheimer's Disease: 
Quality in End of Life Care  

— Judith S. Parnes, LCSW, Elder Life Management 

Montgomery County's Senior Nutrition Program: The Secret is Out!
— Melanie R. Polk, MMSc, RD, FADA, Senior Nutrition Program, Department of 
Health, Montgomery County  

Community Living Project (CLP) 
— Samantha Powell, MS, RD, LD, Meals on Wheels, Inc. of Tarrant County 
— Sherry Simon, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
— Jamie Harwell, Area Agency on Aging, Tarrant County
— Donald R. Smith, Area Agency on Aging, Tarrant County

Facilitating Health Behavior Change in Homebound Seniors 
— Kathie Robinson, MS, R.D./L.D., C.D.E., Meals On Wheels, Inc. of Tarrant County  
— Sherry Simon, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
— Lynn Vargas, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
— Samantha Powell, MS, RD, LD, Meals on Wheels, Inc. of Tarrant County 
— Donald R. Smith, Area Agency on Aging, Tarrant County  
— Lyn Dart, PhD, R.D./L.D., Texas Christian University

 



Service-Learning for Professional Track Dietetics Students 
— Kathie Robinson, MS, R.D./L.D., C.D.E., Meals On Wheels, Inc. of Tarrant County  
— Sherry Simon, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
— Lynn Vargas, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
— Samantha Powell, MS, RD, LD, Meals on Wheels, Inc. of Tarrant County 
— Donald R. Smith, Area Agency on Aging, Tarrant County  
— Lyn Dart, PhD, R.D./L.D., Texas Christian University

Improving Services for Older Individuals with Intellectual and Developmental 
Disabilities and Those Experiencing Dementia and Alzheimer's Disease  

— Lester Rosenzweig, Schenectady ARC 

One Focus. Many Possibilities.
— Brooke Shipbaugh, Cougar Packaging Concepts, Inc.  

 
A Home Delivered Meal Programs Has Been Offering Choice Meals Since 2007  

— Sherry Simon, R.D./L.D., Meals on Wheels, Inc. of Tarrant County 
 

Utilizing Evidence Based Screening Tools to Indicate Clients in Most Need of 
Nutrition Services

— Sherry Simon, R.D./L.D., Meals on Wheels, Inc. of Tarrant County 

Healthy at Home in Tarrant County 
— Donald R. Smith, Area Agency on Aging, Tarrant County  
— Samantha Powell, MS, RD, LD, Meals on Wheels, Inc. of Tarrant County 
— Kathie Robinson, MS, R.D./L.D., C.D.E., Meals On Wheels, Inc. of Tarrant County  
— Sherry Simon, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
— Lynn Vargas, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 

Building Strong Seniors and Powerful Programs! 
— Shawn Sredersas. Mecosta County Senior Center 

Healthy Aging and Independent Living Project – Diabetes and Nutrition Screening 
and Counseling

— Lynn Vargas, R.D./L.D., Meals On Wheels, Inc. of Tarrant County 
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Supporting Caregivers and Mature Workers with a New 
Toolkit on Therapeutic Nutrition for Employers 
 
Authors: 
Nancy S. Wellman, PhD, RD, Tufts University 
 
John Wilcox, Executive Director, Corporate Voices for Working Families 
 
Mary Beth Arensberg, PhD, RD, LD, FADA, Abbott Nutrition 
E-mail: mary.arensberg@abbott.com  
 
Brief Description: 
This Best Possibility perspective focuses on the growing number of caregivers in the 
workforce. Specifically, it provides employers with a toolkit to help their employees 
improve the nutritional care of their loved ones and themselves as mature workers, and 
thus improve health outcomes for older adults and increase productivity for employees.  
 

__________________________________________________________________________________ 
 

This submission was selected as part of a national challenge issued to leaders in all communities seeking 
 

 
 
As we look around us, we see that the older population in America is an important and 
growing segment.  In fact according to the 2010 census, more people were 65 years 
and over in 2010 than in any previous census; in the last 10 years the population 65 
years and over increased at a faster rate (15.1%) than the U.S. population as a whole 
(9.7%).1 What may not be as readily apparent is the percent of the population involved 
in caring for an older person it is estimated that one of every four U.S. households is 
involved in eldercare.2  Another reality is that most family caregivers--an estimated two-
thirds--also work.3   Today, more than one in six American workers are caregivers.4  
Thus, it is not surprising that many employers are now recognizing the myriad of issues 
associated with caregiving and are beginning to act. What is often missing in their 
programs is a focus on nutrition.  Yet, nutrition s
health outcomes, and therefore ultimately influences getting caregiving employees back 
to work.  
 
This Best Possibility is to launch an on-line workplace toolkit to give employers high-
quality therapeutic nutrition and care-related resources and tools to help their workers 
who are caregivers and/or are mature employees themselves.  The goal is to help 

focus on therapeutic nutrition. 
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Why Therapeutic Nutrition is Important 
 

many chronic diseases, such as diabetes mellitus, heart disease, renal disease, and 
obesity, are in large part determined by compliance with diet/nutrition guidelines and the 
provision of nutrition as therapy. Therapeutic nutrition is defined as a medically-
indicated special diet, the use of specific nutrients, disease-specific nutrition products, 
and complete and balanced oral nutrition supplements to help manage a health 
problem. For older adults and those battling serious illness or chronic disease, poor 
nutrition or malnutrition can result in the loss of lean body mass, leading to 
complications that impact a broad range of health outcomes including reduced recovery 
from surgery/disease, impaired wound healing, and increase susceptibility to 
illness/infection, and risk for falls. It can also result in longer hospital stays, hospital 
readmissions, prolonged stays in rehabilitation facilities, and earlier admission to other 
long term care residential facilities, such as nursing homes. 
 
Despite the recognized link between nutrition and health, traditional U.S. medical 
treatment and health care coverage have not addressed adequate nutrition care or 

preventive and self-care models, links between nutrition and health can no longer be 
e nutrition is a 

significant determinant of health outcomes and functional status, particularly for older 
adults.  The increased health problems caused by inadequate nutrition also make it 
more difficult for family members to balance their caregiver roles with work. 
 
Caregiving as a Second, Full-time Job 
 
In the U.S. today, families are the primary providers of long-term care in their own 
homes and communities.  Providing care for older family members has become a way 
of life for millions of Americans as an estimated 61% of homebound older adults depend 
on family caregivers.3  Their care recipients may have recently moved in with them, may 
be just down the street, or live thousands of miles away.   The segment of the 
population that is most in need of care (those aged 85 years old and older) is also the 
fastest growing of any age group.1  Caregiving itself is a full-time job.  The combination 
of planning for care (including finding financial and legal help), providing hands on care 
(including medical treatments and shopping for/preparing meals), and managing 
medical care (including scheduling and providing transportation to healthcare 

full or part-time job, and it is easy to understand why 29% of employed caregivers report 
needing help balancing their work and family responsibilities.3 

 

accommodate the needs of workers with young children.  Now, many of those 
same workers face a new responsibility:  providing care for an older parent, 

5 
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What Caregiving Costs Employees and Employers 
 
Caregiving comes at a cost to employees. There is an emotional toll with higher levels 
of depression, anxiety, and feelings of stress and despair.  According to the Caregiving 
in the U.S. study of over 1300 caregivers published in 2009:  66% of employed 
caregivers have gone in late, left early, or taken time off during the day to deal with 
caregiving issues and 20% of employed caregivers reported taking a leave of absence.6  
There is a physical toll including headaches, back pains and physical strains from caring 
for an older adult with limited mobility.  There is a health toll as emotional and physical 

other chronic conditions. And there is a financial toll on employees particularly for 
those in hourly and lower-wage positions with more limited workplace flexibility. They 
may lose their jobs and opportunities for advancement at the same time they may need 
to spend more of their own resources to help provide medical care for their family 
member.  On average, each caregiver loses $659,000 over a lifetime due to lost wages, 
benefits, and missed promotions.7 

 

Caregiving comes at a significant cost to employers too. There are costs due to 
absenteeism and partial absenteeism, presenteeism, workday disruptions, and 
replacement costs for employees who quit due to caregiving responsibilities.  
Employees who are also caregivers account for nearly 75% of early departures and late 
arrivals at the workplace.3  U.S. businesses with employee caregivers lose an estimated 
$33 billion in productivity losses annually.8   
 
Supporting Mature Workers in the Workplace 
 
Obviously, not all older adults are retirees today. Mature workers, those aged 55 years 
and older, make up a greater percentage of the workforce.  New findings from the 
Employee Benefit Research Institute showed there was a higher percentage of people 
age 55 and older (40.2%) in the work force in 2010 than ever in the last 35 years, even 
after the 2008-2009 recession.9   For many, it is a necessity to continue to work full- or 
part-time to be financially independent and more secur
vulnerability to chronic diseases, such as diabetes, cancer, and heart disease, as well 
as acute problems such as the flu, pneumonia, and infections, can often be lessened by 
better attention to nutrition.  Thus, a program focusing on therapeutic nutrition needs of 
mature workers themselves is also important.  
 
About The Toolkit 
 
Healthy aging and recovery from illness requires a community-wide effort, with support 
across all sectors. That is why Corporate Voices for Working Families* is working with a 
select group of corporate partners and healthcare professionals to develop a 
therapeutic nutrition toolkit to help companies better support caregivers and their mature 
workers. It will include strategies/community resources such as links to aging services 
and meals on wheels programs, to increase understanding of the health and nutrition  
 



                        Downloaded from                                 Perspectives on Nutrition and Aging  
                        www.nutritionandaging.org         Page 4 
 
 

needs of loved ones and how they can be met. This toolkit will also provide resources to 
help community leaders and health professionals be more effective advocates for 
caregivers, care recipients, and mature workers in their communities. 
 
Many employees are the primary caregivers to their parents, spouses, or other relatives.  
A successful workplace program for caregivers and mature workers will include a focus 
on therapeutic nutrition, to help all workers, including lower-wage and hourly 
employees.   This toolkit will benefit employees and employers, improve health 
outcomes, decrease disparities for hourly and lower-wage workers, and help better 
reach national health goals. 

 

 

 

 

 

*Founded in 2001, Corporate Voices for Working Families is the leading national business membership 
organization shaping conversations and collaborations on public and corporate policy issues involving 
working families. A nonprofit, nonpartisan organization, we create and advance innovative policy solutions 
that reflect a commonality of interests among the private sector both global and domestic, government 
and other stakeholders.   Corporate voices is a unique voice,  providing leading and best-practice 
em
enhancing the vitality of our communities.  
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Senior Nutrition and 
Optimal Wellness

What is the Purpose of Senior NOW?

A community based partnership to provide seniors 
with science based nutrition and medication support 

and education to promote healthy behavior and 
successful aging. 
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How is it Possible?

Partnerships
Broward County Elderly and Veterans Services Division 

Broward County Transit 

Center for Hearing and Communication 

Center for Independent Living 

Florida Introduces Physical Activity and Nutrition to Youth 
(FLIPANY)

Florida Atlantic University 

Lighthouse of Broward 

Senior Volunteer Services 

Sun Trolley 

How is it Possible?

Funded by United Way 
grant for pilot study

Benefits
Not income driven

Targets seniors not eligible for other senior assistance 
programs

United Way of Broward County is a funded Community Impact Partner. 
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Program Components

Nutritional Assessment

Prescription Medication Education

Nutrition Education conducted by RD (5 classes)

Cooking Demonstration 

Nutritional Assessment

Mini Nutrition 
Assessment conducted by 
an Registered Dietitian  

used to develop an 
individual nutrition plan 
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Prescription Medication Education

World Health Organization (WHO )assessment 
questionnaire to determine elder’s  Medication compliance 
and pinpoint individualized educational  needs for 
effective medication management.

Nutrition Education

Taught by a 
Registered 
Dietitian (RD)

• 5 Classes utilizing 
the Dietary 
Guidelines for 
Healthy 
Americans
Includes a Grocery 
Store Tour to 
illustrate Class 
Principles
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Cooking Demonstration

Taught by a Chef
Demonstration of 
healthy, quick and simple
meals and snacks
Portioned for 1-2 people
Easy preparation and 
clean up
Seniors are taught 
preparation shortcuts  
and use of  healthy 
convenience foods 
throughout cooking 
presentation 

Improvements

Year 1
Emphasis on fruits 
and vegetables

Low utilization of 
recipes provided

More marketing 
required to recruit 
Seniors. 

Recipes yielded 8-10 
servings

90% attendance

Year 2
Emphasis on Dietary 
Guidelines for Older 
Americans
Many Seniors reported 
using recipes in home
More requests for 
additional classes 
throughout community
Recipes modified for 1-
2 servings 
99% attendance
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Impact thus Far

“The entire concept of lecture/demonstration/ 
preparation and eating the final product has been a 
tremendous experience. I now expect to live ANOTHER 
78 years.”
“I learned when to take my medication.”
“This was such an eye opener. This program saved my 
life. I had no idea how important it was to take my 
potassium.”
“Thanks to this class my cholesterol went down 50 
points.”
“Ann taught me how to read nutrition labels and now I 
can find the right foods in the grocery store.”

Sustainability

Fee for Service 

Sponsors
Food Companies

Fitness Centers

Community  Service Groups

Corporate Office

Partnership with Hospitals under the Affordability 
Care Act

Grants from Insurance Companies
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Success Story

Trudy
Was unable to grocery 
shop

Senior NOW Program 
taught her how to use the 
motorized cart in Publix

The program facilitated 
personal shopping 
assistance from Publix for 
her.

She said, “You have 
opened up my life, I can 
now shop for myself!”

A picture is worth 1,000 words
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Thank you to our Partners 
and Participants for making 

this possible. 
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Sharing Your Garden Bounty with Neighbors in Need: The 
AmpleHarvest.org Model 
 
Author: 
Gary Oppenheimer 
AmpleHarvest.org  
E-mail address: info@AmpleHarvest.org  
 
Brief Description: 
America has 50+ million food insecure people... people who are either hungry or people 
who are at real risk of being hungry. At the same time, 40+ million Americans grow food 
in home gardens... often growing far more than they can use, preserve or give to 
friends.  If locally grown produce could be delivered directly to the neighborhood 
nutrition program, it would bypass the routing problem and immediately provide a free 
source of fresh produce to the people who most need it.  The AmpleHarvest.org 
Campaign is designed to make food pantries "visible" to neighborhood gardeners eager 
to share their excess harvest. 
 
____________________________________________________________________________________ 

 
This submission was selected as part of a national challenge issued to leaders in all communities seeking 

 
 
 
The Problem  
 
America has 50+ million food insecure people... 
people who are either hungry or people who are at 
real risk of being hungry.   
 
If 50+ million is just another number to you, look at the 
map at the right.  50+ million is equal to the combined 
populations of 23 of our 50 states.   
 
The Opportunity  
 
At the same time, 40+ million Americans grow food in home gardens... often growing far 
more than they can use, preserve or give to friends.  The rest is often left to rot in 
gardens.  This food, when thrown away, creates a pound of methane per pound of  
food  a global warming gas twenty times worse than CO2. 
 
Our entire food system farms, factories, stores, restaurants and kitchens waste food; 
about a pound/ person a day or 100 billion pounds a year.  The illustration on the right  
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represents the food lost by a family of four in a 
month.  This statistic does not include  
the food lost in backyard gardens around the 
country, which up to now has been ignored. 
 

with the lost produce has our neediest people 
seeking the cheapest calories they can get  
often processed or fast food laden with fats, salts 
and sugars.  This is making America both an 
obese and malnourished nation at the same 
time. 
 
The Solution   
 
In May 2009, we introduced the AmpleHarvest.org Campaign  a national non-profit 
registry of food pantries enabling millions of home gardeners to easily find a local food 
pantry eager to accept their excess garden produce.  This opened the door for fresh 
food to displace canned produce, for broadening the variety of food available at the 
pantries, for introducing fresh food to children, for keeping produce out of landfills, and 
for enabling people to diminish hunger, malnutrition and systemic poverty in their own 
community without spending a dime by simply reaching into their backyards instead of 
their back pockets. 
 
The Model 
 
In the building of AmpleHarvest.org, a number of important concepts contributed to the 
design of the site. 
 

1. People can and should be helping their neighbors. 
 

2. Excess food should not be thrown into trash dumps as it contributes to the waste-
stream and methane (CO2) emissions.  Food recovery heals the planet. 

 
3. The excess food from our gardens should be set aside for the needy in our 

community.    
 

4. 
local 
growers.   

 
5. Sites are encouraged to arrange for the donation of locally grown produce a few 

hours before the clients come in, to prevent the possible humiliation that would 
result from one neighbor donating food while another was there to receive some.  
This also eliminates the need for additional refrigeration or storage. 
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6. And while not explicitly stated in AmpleHarvest.org, common growing techniques 
including crop rotation lend themselves towards the idea of letting the land rest 
periodically and letting any remaining crops be available to the needy.  It is 
modern day gleaning. 

 
AmpleHarvest.org  
 
The AmpleHarvest.org Campaign is a new solution to diminishing hunger, improving 
nutrition and helping the environment in America.  
 
AmpleHarvest.org moves information instead of moving food or people, and in doing so, 
we make it possible for growers all across America, to share their excess harvest with 
food pantries in their own community.   
 
T

storage or refrigeration, donors and recipients (who may well be neighbors) 
paths and that the food donated will be fresher than the same food available at local 

 
 
In the long haul, recovery of fresh food from millions of gardens will help reduce hunger 
in America and will improve the nutritional quality of food available to millions of low 
income families as well as those impacted by the recent economic climate in America.  

becomes more readil  
AmpleHarvest.org currently works primarily with food pantries and food banks, although 
soup kitchens and other nutrition programs which can make use of unreliable food 
donations are also welcome to participate.  The two requirements to register on 
AmpleHarvest.org are the agency must be a not for profit 501(c)3 organization and the 
donated food must be distributed at no charge to the recipient. 
 
The Bigger Picture 
 
Food insecurity along with the ready availability of cheap calories in many communities 
has created the apparent contradiction that millions of Americans are both well fed and 
malnourished simultaneously.  People eating potato chips instead of potatoes and fruit 
drinks instead of whole fruit has contributed to our epidemic of obesity, diabetes, high 
blood pressure and other health issues.  Getting fresh produce into food pantries is an 
important step.  Our solution to hunger and malnutrition is in your back yard.  
Here are some thoughts for making our solution, yours too: 
 

1. 

e of their community.  It is 
important to know that being hungry, while unfortunate, is nothing to be ashamed 
of or to pity.  Indeed, it is likely some of your friends live in food insecure homes.   
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2. Understand that sharing, especially excess food, is the right thing to do. By way 
of example, many years ago, EVERYTHING went in the trash blighting America.   
Now much of that goes into recycling.  Similarly, excess food can also be 

som
drive, or from your backyard garden to be donated to a local food pantry (see 
www.AmpleHarvest.org). Food should never be wasted, especially when people 
in the community are hungry.   

 
3. Help gardeners in your own community learn about the opportunity to donate 

from their garden. Ask local garden shops/nurseries and community bulletin 
boards to post it in conspicuous locations.  

 
4. If you belong to a community garden, urge other members to donate their  

excess  especially if they leave for a summer vacation.  Ditto for farmers 
markets. 
 

5. Tell your friends nationwide (by email, Facebook, twitter, texting) about hunger 
and about the AmpleHarvest.org solution.  The more people know about their 
opportunity to diminish hunger, the less hunger there will be and the healthier the 
country will become. 

 
6. Urge CSA members to donate the excess/unwanted allocation when the farmer 

provides more than they can use.  
 

7. Urge Farmers Markets to donate the excess food at the end of the day. 
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Kathie Robinson, MS, RD, LD, CDE – HAIL Project Dietitian
Sherry Simon, RD LD – Director, MOW Nutrition Services

Lyn Dart, PhD RD LD – TCU Nutritional Sciences
Stephanie Luce & Mirta Parra, TCU Coordinated Program in 

Dietetics – Class of 2012

Background history of collaboration and 
promoting service-learning in HAIL initiative
Overview of service-learning concepts and 
benefits for the student and the community
Meals on Wheels and HAIL program: enhancing 
quality of active life for the elderly
Dietetics students and evaluation of HAIL 
initiative: determining the effectiveness of 
service-learning in advancing the dissemination 
and sustainability of community health 
programming for older adults
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TCU Coordinated Program in Dietetics (CP)
Professional program combining academics and 
supervised practice/internship hours
Supervised practice hours satisfy course 
objectives and knowledge and skill competency 
learning outcomes (American Dietetic 
Association, Commission on Accreditation for 
Dietetics Education)
Students participate in collaborative community-
based programs that also address a need or 
provide a service in the community

What is service-learning?
Service-learning is a method of teaching, 
learning and reflecting that combines academic 
classroom curriculum with meaningful service, 
frequently youth service, throughout the 
community. As a teaching methodology, it falls 
under the philosophy of experiential education.

Service-learning is a process whereby students 
learn and develop through active participation in 
organized service experiences that actually meet 
community needs.
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Community agencies and organizations CPs 
have worked with in the past

Tarrant Area Food Bank
Tarrant County Master Gardener Association
Senior Citizen Services of Tarrant County
Texas AgriLife Extension Services
Fort Worth & Birdville Independent School 
Districts
Fort Worth Dietetic Association
TCU Campus-Life Health Promotion

Healthy Aging & Independent Living initiative 
service-learning outcomes:

Focus on Dietetics students increasing new 
knowledge in addressing growing public health 
needs of an aging population
Fosters teaching/counseling skills for effective 
public health practice in Dietetics
Allows Dietetics students to collaborate with 
community and provide a service
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Mission Statement

To promote the dignity and independence of 
older adults, persons with disabilities, and 

other homebound persons by delivering 
nutritious meals and providing or 

coordinating needed services.

Who we are…
We are a 501 (c) (3) not-for-profit charitable 
organization
We have operated in Tarrant County since 1973
We provide nourishing meals to homebound 
elderly and disabled persons who are unable to 
prepare a meal for themselves or who does not 
have anyone in the home to make a nutritious 
meal for them
We provide professional case management to 
every client

-
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Who we are (continued)…
The meals, daily contact by caring volunteers, 
and professional case management allow frail 
homebound persons to remain in their homes.
We have a volunteer force of 5000 volunteers 
delivering to over 4000 persons each year
Other projects

Pet Food Program
Supplemental Groceries
Medical Equipment
Friendly Visits

Along with the rest of the nation, Tarrant County 
will soon be facing the challenge of an aging 
population
Far-reaching implications for unprecedented 
demands on health care system and aging 
services in the community
Local and state-level service agencies must 
provide innovative strategies in meeting these 
needs in coming years
Left unchecked – significant and unsustainable 
increases in health care costs and limited 
revenue to support social programs for aging 
adults
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HAIL initiative started as a strategy by the 
United Way of Tarrant County to help people 
with chronic disease and their caregivers to live 
well in their community for a longer period of 
time and avoid institutional placement or 
hospitalization

HAIL has four prongs which Meals On Wheels just 
implements one of the four

July 2010, Meals On Wheels was awarded funding 
for implementing a HAIL initiative targeting 
diabetes and nutritional risk screenings and 
interventions strategies for the clients we serve

Project Highlights:
To screen 3000 clients annually for Diabetes 
Diagnosis and/or risk and Nutritional Risk using 
proven screening tools
To provide more in-depth services including 
home visits with comprehensive nutritional 
assessment and nutrition and/or diabetes 
education to 500 clients
To make 1650 follow up calls following home 
visits to 500 clients
To reduce client hospitalizations and emergency 
visits to ultimately save tax payer dollars
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Based on findings from the population of Meals on 
Wheels clientele:

Here are the assumptions…
Nutritional Risk:

50% High Nutritional Risk (HN): 250 persons
30% Moderate Nutritional Risk (MN): 150 persons
20% No Risk (NN): 100 persons

Diabetes and Diabetic Risk:
33% Diabetics (D): 165 persons
33% At Risk for Developing Diabetes in the future (AR): 
165 persons
33% No Risk (NR): 165 persons

Flow of Project
MOW Case Managers complete both a Nutritional Risk Screen 
Tool and a Diabetes Risk Screen Tool on all MOW clients 
annually.
Clients are then categorized into high, moderate, & low risk 
based on screening tools.
HAIL Project Manager calls clients to set up appointments to 
meet with them in their home.
Dietitian completes nutrition documentation & formalizes 
education plan.
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Flow of Project
Nutrition education materials are mailed to each client’s 
home and based on individual needs.
Dietetics students follow-up with the initial nutrition 
assessment and perform nutrition education over the phone.
Information is sent to the Dallas/Fort Worth Council to match 
names of clients seen to determine if there have been any 
hospitalizations and/or emergency room visits during the 
service period.
Dietetics students participate in focus groups to evaluate 
their perception of program effectiveness and education 
delivered

UNTHSC School of Public Health:
Kristine Lykens, Ph.D
Swati Biswas, Ph.D
Neda Moayad, Dr.PH
Carlos Reyes-Ortiz, Ph.D
Karan Singh, Ph.D

Pamela Doughty, Ph.D, DFW Hospital Council



9

HAIL Evaluation study consists of two  
components

Component 1: quantitative analysis of data 
provided by the Dallas Fort Worth Hospital 
Council (DFWHC) consisting of variables 
identified by the 4 service providers and 
matched with hospital admissions data
Component 2: qualitative analysis of the 
findings from focus groups for each of the 
service provider agencies

Dietetics students provide phone education sessions to 
clients under the guidance, mentoring, and monitoring of 
the HAIL Project Dietitian or another agency Dietitian. 
Dietetics students are trained in counseling skills, how to 
deal with elderly clients, and effective communication 
skills for phone consults 
Dietetics students make follow up phone calls to clients 
after the initial assessment and education has been 
delivered by the HAIL Project Dietitian based on a matrix 
of the clients nutritional and diabetes risk
Dietetics students make home visits with the Dietitian 1-2 
times prior to making education phone calls



10

MOW Case Study #1
Purpose of home visit: follow up nutritional 
and diabetes risk assessment and diabetes 
education.
Jacob Cardenas

Male 81 y/o
MOW client since July 2010
Currently lives at home with wife as his primary 
caretaker 
Medical history
Diet history
Current health status
My learning experience

MOW Case Study #2
Purpose of home visit: Initial nutritional and 
diabetes risk assessment and education
Libby Austin

Female  94 y/o
MOW client since October 2010
Lives at home with daughter-in-law
Medical history
Diet history
Current health status
My learning experience
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Phone Consult Training & Instruction
General Overview of Diabetes & Diet Interaction

Types of Diabetes
Physiological functions of insulin and glucagon and role in 
Diabetes
Role of diet and specific foods that raise blood sugar

Glycemic Index
Creating a Diabetic Meal Plan and carbohydrate counting

Counseling Techniques
Mock counseling sessions
MOW Staff always available for questions

Research & Resources: Nutrition Care Manuel 
Medical conditions and disease research
Disease and relationship to diet and nutrition 

Client Instruction & Counseling
Goal of phone call

Follow on the education given by the RD during the home 
visit.
Expand on education and answer any additional question the 
client may have.
Take diet history.

Target time frame was between 15-20 min.
Lay out of phone call

Introduced ourselves.
Review and and expand upon areas the RD had discussed at 
the home visit.
Allow time for questions.
Inform clients that they would receive an educational packet
Thank them for their time. 
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Student Assignment: Daily Journals
Use the following format for daily journaling when 
documenting client consultations and education sessions: 
give an outline of today’s activities at MOW.

What did you learn today?
How did you gain this knowledge?
What do you need further knowledge on?
How do you think you will use this knowledge in the 
future?
Talk about 1-2 of the phone calls you made today.
What went well today?
What positive feedback did you receive on the phone?
How receptive were the clients to nutrition education 
on the phone?
What do you think you could have improved on in your 
communications?

TCU Dietetics students were recruited to 
participate in focus groups by Meals On 
Wheels staff 
Students were asked a set of questions 
regarding their interactions with MOW clients 
and the delivery of nutrition education
Evaluation Team members facilitated and 
recorded the focus groups
The first focus group summarized here, 
consisted of 11 students who assisted the 
MOW with nutrition education services during 
fall of 2010
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Questions about students‘ interactions 
& perceptions:

Client’s receptivity to the intervention
Challenges with phone education sessions
How they can best deliver the 
intervention and engage the clients
Successful outcomes 
Value of this experience to their 
education and professional development

Challenges experienced by students in the 
delivery of intervention and strategies for 
solving:

Hearing loss
Difficulty recalling information 
Limited time on the phone
Client honesty and attentiveness
Keeping the conversation focused on 
nutrition and dietary/lifestyle practices for 
improving health
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Successful outcomes experienced by 
students in the delivery of intervention:

Most clients were receptive, engaged in the 
lesson, and gained something from the phone 
consult
Handouts that clients received were much 
appreciated
As the semester progressed, we gained more 
experience that help us better handle and 
engage the client in phone calls and feedback
Clients showed an interest in learning more 
about their nutritional status

Enhanced Professional Skills:
Great exposure to the geriatric population
Learned to tailor education pieces according 
to patient’s needs and understanding
Explored and utilized Nutrition resources to 
advance our knowledge
Strengthened counseling techniques such as:

Importance of eye contact
Pitch of voice with the elderly population
Connecting with the client before the education 
session
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Where do we go from here?
Strengthen students orientation prior to making calls about 
lowering their voice and strategies to make sure the 
communication stays on track
Instruct students to begin with more direct and closed-
ended questions and progress into open-ended questions
Re-check calculations for the number of hours needed for 
student phone calls
Link student research to this project
Get student assistant for project Dietitian to help with 
paperwork, setting up appointments, and making 
additional phone calls
In process of submitting an application to extend this 
project for another 1 year – with triple $$$ funding to 
expand on client services



                        Downloaded from                                 Perspectives on Nutrition and Aging  
                        www.nutritionandaging.org         Page 1 

 

Improving Services for Older Individuals with Intellectual and 
Developmental Disabilities and Those Experiencing 
Dementia and Alzheimer's Disease 
 
Author: 
Lester Rosenzweig 
Schenectady ARC 
E-mail address: lesterr@arcschenectady.org  
 
Brief Description: 
To address the needs associated with the aging of our service population, the agency's 
new “Aging Committee” (in 2008) addressed facility needs such as accessibility in the 
residential homes and day programs, caregiver supports, nutrition and other health 
related needs. We develop programs and services that could assist our consumers as 
they aged in the residences and community and facilitated a process to track and 
enhance services for individuals presenting dementia symptom. 
 
____________________________________________________________________________________ 

 
This submission was selected as part of a national challenge issued to leaders in all communities seeking 

new “best practices” and “best possibilities” for the future of nutrition and aging. 

 

 

Alzheimer’s disease (AD) is the most common cause of dementia, among older people. 

This decline in cognition is not a normal part of aging. In most people with AD 

symptoms first appear after age sixty (1). People with Down syndrome (DS) develop a 

clinical syndrome of dementia similar to that of individuals without DS. The main clinical 

difference is the early age of onset of AD in individuals with DS, with symptoms present 

in their late 40s or early 50s. Studies show that there may be differences unique to 

persons with DS (2). 

 

Organization’s Activities  

 

To address the needs associated with the aging of our service population, the 

Schenectady ARC had convened a committee of clinicians, support staff and others in 

early 2008. The agency’s “Aging Committee” addressed facility needs such as 

accessibility in the residential homes and day programs, caregiver supports, nutrition 

and other health related needs. Through various surveys (for consumers, their families, 

and program staff) we found that we needed to develop programs and services that 

could assist our consumers as they aged. For this project in particular, those individuals 

experiencing symptoms of dementia and its progression. We identified a lack of  
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“AoA Choices…”
What a Nutrition
Program Can Do!

• Empower individuals to make informed choices about 
long term care
– Providing educational resources

• Help senior avoid nursing home and spend-down
– Providing nourishing meals
– Providing educational resources

• Enable seniors to reduce their risk of disability
– Partnering with other agencies such as home health, 

universities, medical schools, etc. to assist with medical needs 
and medical education

Top 10 Food Trends
Older Adults

Institute of Food Technologists, 2005

• Scratch cooking
• Home-made
• Restaurant quality
• Comfort foods
• International flavors, 

ethnic
• Tasty, eye appeal

• Customer driven
• Choice
• Smaller portions
• Lighter fare
• Nutrient dense
• Healthy
• Variety
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How is Your Program 
Adapting to These 

Trends?
• Do you conduct a yearly survey?
• Do you analyze your calls or food complaints?
• Do you make calls once client is off program to find out 

why?
• Do you know your about your population diversity?
• Do your menus reflect those of the popular restaurants in 

your area?
• Do you provide clients with some sort of choice?
• Do you provide a means for clients to openly 

communicate with you regarding food suggestions?

How to Create 
Exciting Meals

Getting Started
Do the research
1.  Keep a note pad in your purse or wallet
2.  Jot down interesting menu items from restaurant you 

frequent
3. Look for new products in grocery stores
4.  Talk with food vendors about new foodservice products 
5. Peruse foodservice magazine and journals for current 

food trends
6. Determine what food cuisines are popular in your area
7.  Search cookbooks and internet cooking websites for 

menu ideas
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How to Create 
Exciting Meals

8.  Get recipes for your new menu items.  Cannot find in your 
cookbook---Do online search by putting recipe name or 
recipe ingredients.

9.  What season is the menu being planned for
Summer menu consider more cold entrees and salads
Winter menu perhaps more casseroles and comfort foods

10. Know the demographics of your clients.  Are there more 
baby boomers now?

11. Know the expectations of your clients (baby boomers will 
be different!)

12. Know your food donation sources
13. Review the latest dietary guidelines and nutrition related 

research

How to Create 
Exciting Meals 
Continued…

Set Goals and Prioritize
1. Set some goals for your menu

Examples:
-Serve more whole grains
-Increase amount of fish/seafood served
-Serve more seasonal foods
-Provide alternate entrees

2. List 10-20 new menus items that you would 
like to try
3. Review the list with some colleagues and rank 

menu items
4. Place top menu items on your menu
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How to Create 
Exciting Meals 
Continued…

The Process (if preparing a new cycle ---in Iowa the AAA’s have created menus to meet 
RDA’s)

1. Hide all previously written menus…Start from scratch
2. Make a menu shell
3. Begin by placing new menus items on the menu calendar
4. Fill in with tried and true menu items
5. Start with the entrees
6. Remember that sauces and gravies make a plain piece of chicken unique and different 

week after week
7. Vary your types of cuisines-Italian, Tex-Mex, Chinese, Thai, Caribbean, etc. 
8. Match alternate weeks (so if six week cycle can do week 1 and week 4 together and 

vary it
Examples:  

-Week 1 Chicken Fried Steak ; Week 4 Chicken Fried Chicken
-Week 1 Meatloaf with brown gravy; Week 4 Meatloaf with Creole Sauce

How to Create 
Exciting Meals 
Continued…

9. Next place vegetable and starch side items on the menu.  Make sure 
combinations normally go together

Examples:
-YES…Chicken Fried Steak with Mashed Potatoes
-YES…Chicken Lo Mein with Fried Rice
-NO…Chicken Fried Steak with Pasta
-NO…Chicken Lo Mein with Corn O’Brien

10. Add bread items
11. Remember there is more than just a slice of white bread.  Think 
muffins, rolls, rye,      multigrain, breadsticks, crackers, etc.

12. Add desserts last
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How to Create 
Exciting Meals 
Continued…

Evaluate Your New Menu…Go Meal by Meal
Check your menu for variety

1. Count number of cuisines
2. Count number of beef, fish, poultry, meatless, etc. entrees
3. Watch your Veggies (Are there too many times green beans are 

served?)
4. Watch color of each meal (Is everything orange?)
5. Watch temperature (Is there a variation on temperature?)
6. Look at meal textures (Is everything soupy?)
7. Does the meal match the season?
8. Check for your Nutrition Standards

-Vit C source daily
-Vit A source three times a week
-Sodium
-Fat

How to Create 
Exciting Meals 
Continued…

Evaluate Your New Menu…Go Meal by Meal
Be aware of production limits…Ask these questions to each 

of the meals planned
1. Is everything in your meal going into the oven, steamer, kettle, 

etc.?  Can the meal be produced with your current equipment?
2. Will you be able to pre-produce some of the menu items as you 

have them placed on the menu?
3. Do you have adequate staff/labor to produce the meal?
4. Will the meal be able to maintain appropriate temperature 

requirements?
5. Do you have appropriate packaging supplies for the meal?
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How to Create 
Exciting Meals 
Continued…

Evaluate Your New Menu…Go Meal by Meal
Nutritional Analysis

1. It is the next step
2. Best made plans are easily changed by the Nutritional Analysis
3. Switching, replacing menus items can cause a domino effect
4. Be innovative—fix nutritional problems by adjusting recipes 

rather than changing the menu
Examples:
-Menu low in Vitamin C with applesauce dessert; 

add strawberries to applesauce to make Berry 
Applesauce or Ask question if Vitamin C 
fortified applesauce is used in the recipe.

-Low in Vitamin A-add carrots to your salad recipe
– Last resort should be to change menu

How to Create 
Exciting Meals 
Continued…

Evaluate Your New Menu…Go Meal by Meal
Menu Costing

1. Does it meet your budget
2. Look at products in recipes versus changing the 

menu (domino effect)
Determine Client Satisfaction

1. Develop client survey evaluating the menu-ask about 
new menu items

2. Re-evaluate for demographics
3. Start a Nutrition or Menu Committee from interested 

board members and/or clients
4. Solicit menu ideas from your clientele
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What We Learned at MOW of 
Tarrant County About Our Clients.  
Could Your Clients Be the Same?

• Clients want a buy into the organization and their food choices
• Old fashion, traditional nursing home fare was not cutting it anymore
• Often the meal delivered was there only meal of the day so we 

better make it something they wanted to eat
• Our client population was very diverse and becoming more diverse 

as the Dallas/Fort Worth metro area has now expanded into the 4th

largest metro area in the country
• More and more request for fresh fruits and salad type meals
• Want meals that we equal in quality to that found in local restaurants
• Want menus with lots of variety especially with regards to 

vegetables

Our Implementation
of “AoA Choices”
What We Did…

• Began a Choice Meal Program
• Produced menus with menu items names to those found in 

local restaurants
• Began a Breakfast Meal Program
• Added more cultural diverse menu items to our menu cycle
• Even on Winter menu cycles now have more salads and fresh 

fruits
• Re-negotiated with our food contractor to provide “upgraded 

meat products” for some of our menu items
• Found alternate ways of increasing nutrient values than serving 

broccoli twice a week  i.e. added foods to recipes to increase 
nutrient values.  
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Our Choice/Selective 
Meal Program

• Months in the making
• Many departments involved: volunteer, 

administrative, case management, operations
• Developed detailed plan of implementation
• Letters and menus to the clients-expected 

return rate- 35%; actual return rate over 70%

Our 
Choice/Selective 
Meal Program

• Sample Letter
• Sample Order Form 
• Review of the Process
• Involving the Food Contractor
• Packaging considerations
• What were the challenges?

Sample Lunch Menu
Menu Dates: 3/21; 5/2; 6/13
Menu A: Chicken Marsala

With Rotini Alfredo
(925 kcals/125 grams CHO)

Menu B: Seafood Fettuccini
With Spinach

(1003 kcals/139 grams CHO)
Side Items:

Savory Green Beans
French Bread

Strawberry Shortcake /
Diet: Shortcake
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Monday Tuesday Wednesday Thursday Friday
Sloppy Joe # Beef Spaghetti Cass# Swedish Meatballs # King Ranch Cass# Tuna Salad #

or or or or or
Grilled Chicken # Mozz Sticks/Sauce # Chicken Croquette # Beef Enchilda/Queso# Bacon Egg Salad #
Swiss Cheese # Spinach # Mushroom Gravy # Refried Beans # Marin Mix Veg Salad

Crispy Cube Potato # Ratatouille # Elbow Macaroni # Fiesta Vegetables #* Italian Pasta Salad#
Green Peas # Garlic Wheat Roll Green Beans w/Red Pep# Wheat Bread Wheat Bread (2)

Wheat Hamburger Bun B'scotch Swirl Pudd# Cream Style Corn# Sliced Pears# Melons/S'berry#*
Cherry Gel/Fruit# Milk# Wheat Roll Milk# Milk#

Milk Diet-B'sctch Pudding# Raspberry Brownie Diet - Same Diet - Same
Diet - Fruited Gelatin 6/10, 7/22, 9/2 Milk# 6/12, 7/24, 9/4 6/13, 7/25, 9/5

6/9, 7/21, Closed Diet - Brownie
6/11, 7/23, 9/3

903 kcal/105.6 gm CHO 743 kcal/84.4 gm CHO 807 kcal/116.1 gm CHO 754 kcal/88.5 gm CHO 683 kcal/80.0 gm CHO
853 kcal/97.1 gm CHO 854 kcal/87.9 CHO 755 kcal/109.8 CHO 837 kcal/121.7 gm CHO 724 kcal/81.3 gm CHO

Noon Meal 
One Week Menu

Sample Client Menu Order Form
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May 1, 2008
Dear Meals On Wheels Client:

It is time to make your menu selections for an upcoming menu cycle!  Once again, starting June 9, 2008 we will 
offer everyone a choice between two entrées (two different meat choices) for your noon meal.  There will be a Menu A option 
and Menu B option. The meal accompaniments (sides) will remain the same regardless of the entrée chosen.  Each menu 
option will be available as a Regular meal or a Diabetic meal.

If you do not make a choice, you will automatically be served the Menu A option.  Menu A will also always be a 
pork free meal.  To change your meal to Menu B on any given day is an easy process.  Simply circle the menu option you select 
on the enclosed menu option order form.  This order form is for your meal selections from June 9 through October 10, 2008 
(please note that there are three dates listed for each menu box).  Once the menu option order is completed please return by 
May 15, 2008 in the self addressed, postage paid envelope provided to ensure that you will receive your choices at the start of 
the menu cycle.  When we receive your menu choices they will be noted for the entire menu cycle (June 9 thru October 10, 
2008).  Please note that occasionally, you may not receive your selected menu choice due to circumstances beyond our control 
but we will make every effort to provide you with your selections. 

This menu cycle is offering four different lunch beverage choices.  The four beverage offered to you are as follows: 
low fat milk, skim milk, low fat chocolate milk, and a calcium/vitamin D fortified orange juice.  Diabetic clients should pick 
either the low fat or skim milk options as the other two contain more sugar and may increase your blood sugars. On 
the top of your menu order form please select your beverage choice that you would prefer. 

This program is of course optional and participation will depend on you filling out and returning the menu choice 
form.  It is very important that you remember to place your name on the top of the menu option order form prior to 
mailing it in.

Also enclosed in this mailing is your another copy of the lunch menu.  This information will be on a blue sheet of 
paper.  Keep the blue copy for your records and mail back the WHITE order form to our office.

It is our pleasure to serve you.  And we are glad to continue to provide the choice meal program.
Healthy Regards,
Sherry Simon, R.D./L.D.
Director of Nutrition Services
P.S.  Please remember to put your name on the menu order form before sending back to us.

Sample Letter to Clients

Meal A & Meal Sample—

Menu A:
Meatloaf w/ Cajun Sauce
Mixed Greens
Creole Corn
Cornbread
Fresh Fruit

Menu B:
Chix & Saus. Jambalaya
Mixed Greens
Creole Corn
Cornbread
Fresh Fruit
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Plating Menu A Meals
Menu B Meals Are Plated Before Menu A Meals

Printed Film is Available From Oliver
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Printed Film On Meal Trays 
Once Heated Through Oliver System

B Meals Ready in Hot Box 
Available During A Meal Plating and Packing of Coolers
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Meal A and Meal B Printed Film

How Regular Meals Are Distinguished From Diet Meals

Circle
Around the 
house
Means “Diet”
meal
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Cooler Pack Out Amounts

Cold Coolers Packed with Blue Ice and Ice Blankets
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One of Our Delivery Vans
Loaded with Coolers

Another Implementation
of “AoA Choices”
What We Did…

• Began a trial of a Breakfast Meal Program
• Reviewed the research regarding Seniors, 

Intake, Acceptance, Needs.
• Decided the breakfast meal would provide most 

bang for our buck food quantity wise and 
nutrition wise

• Provided 1/3 DRI for the meal
• Gave breakfast meal to all clients
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Our Breakfast Meal 
Program

• Shorter timeframe
• Many departments involved: volunteer, administrative, case management, 

operations
• Why?…good operational year and anticipation of new state funding for 

additional meals
• Easier implementation-everyone receiving lunch on Tuesday, Wednesday, 

and Thursday to receive breakfast meal as a trial run
• Now everyone receives breakfast 5 days a week delivering 4 days (M-T-W-

Th)
• For the trial with 1700 clients receiving breakfast meals only 5 called opting 

out.
• Now some 1800 clients receive breakfast with about only 80 clients opting 

out

Our Breakfast Meal 
Program

• Sample Letter
• Sample Breakfast Menu
• Trial Design
• Review of the Process
• Involving the Food 

Contractor
• Packaging considerations
• What were the 

challenges?

Orange Juice *

Turkey Sausage Link#

Fruited Yogurt #

French Toast Sticks

Sugar Free Syrup

Toasty O's Cereal

Fresh Apple

Milk #

6/17, 7/29, 9/9

634 kcal/104.8 gms CHO

Sample Breakfast Menu
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Monday Tuesday Wednesday Thursday Friday

Fruit Blend Juice Pineapple Juice Cranberry Juice Orange Juice * Orange/P'appl Juice*

Pig in a Blanket Fruited Yogurt # Ham/Chz Croissant Cheddar Cheese Peanut Butter

Pancake Syrup Bran Banana Muffin Corn Flakes Granola Bar Oatmeal Square

Honey Nut Scooters Bran Flakes Milk # Raisin Bran Cereal Grits

Melon Balls Milk # Dried Apricots Milk # Raisins

Milk # Dried Plums Cottage Cheese Dried Fruit Mix Non Fat Dry Milk

Toast/P'btr Crackers Chicken Chz Biscuit Blueberry Scone Fiesta Egg/Chz 
Pockt

Wheat/Cheese 
Cracker

Coffee Coffee Coffee Herbal Tea Harboiled Egg

2/25, 4/7, 5/19 2/26, 4/8, 5/20 2/27, 4/9, 5/21 2/28, 4/10, 5/22 Coffee

2/29, 4/11, 5/23

One Week Breakfast Menus

Sample Breakfast Meal

Menu:
Apple Juice
Egg Biscuit Sandwich
Cinnamon Toast Cereal
French Toast Sticks
Sugar Free Syrup
Orange Slices
2% Milk
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Bagging Contents for Breakfast Meals

Sample of Bagged Breakfast Meal Menu Item
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Another Bagged Breakfast Menu Item

Beginning of the Breakfast Meal Assembly Line;
Heavier Items are Placed in the Bottom
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Another View of Breakfast Meal Assembly Line

Our Breakfast Bag
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Closing of the Breakfast Bags Using the Ziplock Feature

Breakfast Meals Are Assembled the Day Before Delivery; Breakfast Meals 
are Delivered with Lunch Meals for the Following Day’s Breakfast 
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Other “AoA Choices” 
Implementations

• Evening Meals for those that qualify (Now have been replace since 5 
day a week breakfast meals)

• Weekend Meals for those that qualify
• Frozen Meals for those that qualify
• Holiday meals for holiday closures
• More Scratch Cooking
• Therapeutic Diet of No Concentrated Sweets
• Enteral/Supplement products—Ensure Plus and Glucerna Shake
• Pork never offered as a Meal A option
• Shelf stable meals every 6 months
• Diabetes Identification, Management, and Education Program
• Yearly Diabetic Screenings

My Contact Information

Sherry Marishak-Simon, RD/LD
Director of Nutrition

Meals On Wheels, Inc. of Tarrant County
320 S. Freeway

Fort Worth, Texas 76104
817-336-0912

Email: ssimon@mealsonwheels.org
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Sherry Simon, RD LD – Director, MOW Nutrition Services
Kathie Robinson, MS, RD, LD, CDE – HAIL Project Dietitian

Lyn Dart, PhD RD LD – TCU Nutritional Sciences
TCU Coordinated Program in Dietetics – Class of 2011

Background history of collaboration and 
promoting service-learning in HAIL initiative
Overview of service-learning concepts and 
benefits for the student and the community
Meals on Wheels and HAIL program: enhancing 
quality of active life for the elderly
MOW Client Case Studies and phone education
Student focus groups and evaluation of HAIL 
initiative: determining the effectiveness of 
service-learning in advancing the dissemination 
and sustainability of community health 
programming for older adults
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Professional program combining academics 
and supervised practice/internship hours
Supervised practice hours satisfy course 
objectives and knowledge and skill 
competency learning outcomes (American 
Dietetic Association, Commission on 
Accreditation for Dietetics Education)
Students participate in collaborative 
community-based programs that also address 
a need or provide a service in the community
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What is Service-Learning?
A method of teaching, learning and reflecting that 
combines academic classroom curriculum with 
meaningful service throughout the community.

TCU CPs & Community Agencies/Organizations
Tarrant Area Food Bank
Tarrant County Master Gardener Association
Senior Citizen Services of Tarrant County
Texas AgriLife Extension Services
Fort Worth & Birdville Independent School Districts
TCU Campus-Life Health Promotion
Fort Worth Dietetic Association

Healthy Aging & Independent Living initiative 
service-learning outcomes:

Focus on Dietetics students increasing new 
knowledge in addressing growing public health 
needs of an aging population
Fosters teaching/counseling skills for effective 
public health practice in Dietetics
Allows Dietetics students to collaborate with 
community and provide a service
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Mission Statement

To promote the dignity and independence of 
older adults, persons with disabilities, and 

other homebound persons by delivering 
nutritious meals and providing or 

coordinating needed services.

Who we are…
We are a 501 (c) (3) not-for-profit charitable 
organization
We have operated in Tarrant County since 1973
We provide nourishing meals to homebound 
elderly and disabled persons who are unable to 
prepare a meal for themselves or who does not 
have anyone in the home to make a nutritious 
meal for them
We provide professional case management to 
every client

-
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Who we are (continued)…
The meals, daily contact by caring volunteers, 
and professional case management allow frail 
homebound persons to remain in their homes.
We have a volunteer force of 5000 volunteers 
delivering to over 4000 persons each year
Other projects

Pet Food Program
Supplemental Groceries
Medical Equipment
Friendly Visits

Along with the rest of the nation, Tarrant County 
will soon be facing the challenge of an aging 
population
Far-reaching implications for unprecedented 
demands on health care system and aging 
services in the community
Local and state-level service agencies must 
provide innovative strategies in meeting these 
needs in coming years
Left unchecked – significant and unsustainable 
increases in health care costs and limited 
revenue to support social programs for aging 
adults
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HAIL initiative started as a strategy by the 
United Way of Tarrant County to help people 
with chronic disease and their caregivers to live 
well in their community for a longer period of 
time and avoid institutional placement or 
hospitalization

HAIL has four prongs which Meals On Wheels just 
implements one of the four

July 2010, Meals On Wheels was awarded funding 
for implementing a HAIL initiative targeting 
diabetes and nutritional risk screenings and 
interventions strategies for the clients we serve

Project Highlights:
To screen 3000 clients annually for Diabetes 
Diagnosis and/or risk and Nutritional Risk using 
proven screening tools
To provide more in-depth services including 
home visits with comprehensive nutritional 
assessment and nutrition and/or diabetes 
education to 500 clients
To make 1650 follow up calls following home 
visits to 500 clients
To reduce client hospitalizations and emergency 
visits to ultimately save tax payer dollars
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Based on findings from the population of Meals on 
Wheels clientele:

Here are the assumptions…
Nutritional Risk:

50% High Nutritional Risk (HN): 250 persons
30% Moderate Nutritional Risk (MN): 150 persons
20% No Risk (NN): 100 persons

Diabetes and Diabetic Risk:
33% Diabetics (D): 165 persons
33% At Risk for Developing Diabetes in the future (AR): 
165 persons
33% No Risk (NR): 165 persons

Flow of Project
MOW Case Managers complete both a Nutritional Risk Screen 
Tool and a Diabetes Risk Screen Tool on all MOW clients 
annually.
Clients are then categorized into high, moderate, & low risk 
based on screening tools.
HAIL Project Manager calls clients to set up appointments to 
meet with them in their home.
Dietitian completes nutrition documentation & formalizes 
education plan.
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Flow of Project
Nutrition education materials are mailed to each client’s 
home and based on individual needs.
Dietetics students follow-up with the initial nutrition 
assessment and perform nutrition education over the phone.
Information is sent to the Dallas/Fort Worth Council to match 
names of clients seen to determine if there have been any 
hospitalizations and/or emergency room visits during the 
service period.
Dietetics students participate in focus groups to evaluate 
their perception of program effectiveness and education 
delivered

UNTHSC School of Public Health:
Kristine Lykens, Ph.D
Swati Biswas, Ph.D
Neda Moayad, Dr.PH
Carlos Reyes-Ortiz, Ph.D
Karan Singh, Ph.D

Pamela Doughty, Ph.D, DFW Hospital Council
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HAIL Evaluation study consists of two  
components

Component 1: quantitative analysis of data 
provided by the Dallas Fort Worth Hospital 
Council (DFWHC) consisting of variables 
identified by the 4 service providers and 
matched with hospital admissions data
Component 2: qualitative analysis of the 
findings from focus groups for each of the 
service provider agencies

Dietetics students make home visits with the Dietitian 1-2 
times prior to making education phone calls

Complete Case Study assignment following home visit
Dietetics students make follow up phone calls to clients 
after initial assessment and education has been delivered 
by the HAIL Project Dietitian based on a matrix of the 
clients nutritional and diabetes risk

Students provide phone education sessions to clients 
under the guidance, mentoring, and monitoring of the 
HAIL Project Dietitian or another agency Dietitian. 
Students are trained in counseling skills, how to deal 
with elderly clients, and effective communication skills 
for phone consults 
Complete Daily Journal following phone consults
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Purpose of home visit: follow up nutritional and 
diabetes risk assessment and diabetes education

Mrs. B: Female, 67 y/o
MOW client less than 1 yr
Current living conditions: lives at home with her 
daughter 
Assessment
Diagnosis
Intervention
Monitoring/Evaluation

Our learning experience
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Purpose of home visit: nutritional follow up, 
Alzheimer’s/Dementia education

Mr. M: Male, 81 y/o
MOW client since July 2010
Current living condition: Lives at home alone, 
daughters visit once a week to eat for a family meal
Assessment
Diagnosis
Intervention
Monitoring/Evaluation

Our learning experience

Purpose of home visit: Diabetes assessment 
and education

Mr. X: Male, 72 y/o
MOW client since 1/13/2011
Current living condition: Lives at home with wife as his 
primary caretaker
Assessment
Diagnosis
Intervention
Monitoring/Evaluation

Our learning experience



12

Purpose of home visit: nutritional follow up 
nutritional, diabetes risk assessment, and 
diabetes education

Mr. X: Male, 83 y/o
MOW client since February 2010
Current living condition: Widower and lives alone. Son 
visits every weekend to go grocery shopping, 2 other 
children live in the metroplex
Assessment
Diagnosis
Intervention
Monitoring/Evaluation

Our learning experience
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Client Instruction & Counseling
Goal of phone call

Follow on the education given by the RD during the home 
visit.
Expand on education and answer any additional question the 
client may have.
Take diet history.

Target time frame was between 15-20 min.
Lay out of phone call

Introduced ourselves.
Review and and expand upon areas the RD had discussed at 
the home visit.
Allow time for questions.
Inform clients that they would receive an educational packet
Thank them for their time. 

Daily Journals following phone education & 
consults

What did you learn today?
How did you gain this knowledge?
What do you need further knowledge on?
How do you think you will use this knowledge in the 
future?
Talk about 1-2 of the phone calls you made today.
What went well today?
What positive feedback did you receive on the phone?
How receptive were the clients to nutrition education 
on the phone?
What do you think you could have improved on in your 
communications?



14

At the end of each semester, TCU Dietetics 
students were recruited to participate in focus 
groups by Meals On Wheels staff

Fall, 2010: 11 junior Dietetics students
Spring, 2011: 12 senior Dietetics students 

Evaluation Team members facilitated and 
recorded the focus groups to gather qualitative 
data for assessing outcomes
Students were asked a set of questions regarding 
their interactions with MOW clients, delivery 
strategies for phone consultations and nutrition 
education, and challenges/successes in 
implementing the program.
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Questions about students‘ interactions 
& perceptions:

Client’s receptivity to the intervention
Challenges with phone education sessions
How they can best deliver the 
intervention and engage the clients
Successful outcomes 
Value of this experience to their 
education and professional development

Challenges experienced by students in the 
delivery of intervention and strategies for 
solving:

Hearing loss
Difficulty recalling information
Comprehension of information 
Limited time on the phone
Client honesty and attentiveness
Keeping the conversation focused on 
nutrition and dietary/lifestyle practices for 
improving health
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Successful outcomes experienced by 
students in the delivery of intervention:

Home visits provided greater insight about 
client and environment
Clients seemed comfortable in their home 
setting and receptive to education
Home visits provided more flexibility with time 
allotted for assessing/intervention
Clients were extremely appreciative of the 
phone call just to hear that someone cares 
about their well being

Enhanced Professional Skills:
Exposure to geriatric population in a home 
environment vs. clinical setting
Opportunity to practice knowledge about 
diabetes/nutritional risk and implementing health 
care strategies 
Enhanced communication skills specific to clientele 
Learned to tailor education pieces according to 
patient’s needs and understanding
Strengthened home visit counseling skills and phone 
education techniques
Opportunity to help pilot new initiative for 
improving home health care for elderly



17

Where do we go from here?
Strengthen students orientation prior to making calls 
about lowering their voice and strategies to make 
sure the communication stays on track
Instruct students to begin with more direct and 
closed-ended questions and progress into open-ended 
questions
Re-check calculations for the number of hours 
needed for student phone calls
Link student research to this project
Get student assistant for project Dietitian to help 
with paperwork, setting up appointments, and 
making additional phone calls
In process of submitting an application to extend this 
project for another 1 year – with triple $$$ funding to 
expand on client services
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Appendix B
Supplemental Materials

Recordings 
All sessions of the National Summit were recorded and are available to view on your 
computer.

Watch the General Sessions:  
http://mowaacenter.org/Perspectives/Summit.html  
Includes the opening keynote, all panels and presentations and the closing session.   
 

Watch the Lunchtime Keynote by Dr. Katz: 
http://mowaacenter.org/Perspectives_on_Nutrition_and_Aging_Lunch/DrKatz.html  
 

The General Sessions recording contains five hours of recorded audio and video, along with over 
two hundred presenter slides. The Lunchtime Keynote recording contains over one hour of 
recorded audio and video, along with over one hundred presenter slides. 

The National Summit recordings are published using Mediasite Player. For an overview of the 
Mediasite Player, including instructions and troubleshooting tips, please visit 
http://mowaacenter.org/Perspectives/Help/Classic/OverviewFullVersion.htm. 

Questions and Discussion 
Participants were encouraged to submit their questions and comments electronically 
throughout the Summit. 

We encourage those reading the Proceedings to view the online discussion and contribute 
their thoughts, ideas and questions as well at http://nutritionandaging.tumblr.com

Downloads
The following materials were handed out to participants at the National Summit.  The 
files may be downloaded in PDF format at the links provided.  

 National Summit Program Book
http://mowaacenter.org/summit/Summit-Program.pdf  

 Seniority: Perspectives on Nutrition. Healthcare. Wellness. 
a publication of the National Foundation to End Senior Hunger 
http://mowaacenter.org/summit/seniority-journal.pdf  

 Nutrition and Healthy Aging in the Community: Workshop Summary 
a publication of the Institute of Medicine, National Academy of Sciences 
http://www.nap.edu/catalog.php?record_id=13344



Videos 
The following videos played during the National Summit may be viewed on YouTube at 
the links provided. 

 Welcome to Perspectives on Nutrition and Aging: http://youtu.be/T1AJR2PRPXc
 

 Introduction to the Perspectives Challenge: http://youtu.be/q9gELpA3cZ8

 Perspective of Dr. James Ziliak, University of Kentucky Center for Poverty 
Research: http://youtu.be/8bX6g047HGc  

 Perspective of Jennifer Goggin, FarmersWeb: http://youtu.be/iScriwpDCrk

 Perspective of the National Resource Center: http://youtu.be/AATKqZBmdaI  

Further Reading
The following Summit presenters provided additional readings to supplement the 
information in their presentation. 

Panel Presentation: A History of the Older Americans Act
— Carol V. O’Shaughnessy, National Health Policy Forum

Article: The Basics: Older Americans Act of 1965: Programs and Funding 

Panel Presentation: Pressing the "Reset" Button on Nutrition Delivery Systems 
— Josefina G. Carbonell, Former Assistant Secretary for Aging (2001 – 2009) 

Slide Deck: Improving Outcomes with Innovative Community Nutrition Services 
 

Panel Presentation: Applying Private Sector Models to Public Sector Problems 
— Ginger Zielinskie, Benefits Data Trust 

Article: “Mending Safety Nets with Technology”
 

Perspective: Race, Class, and Frozen Chicken: Perspectives from Philadelphia on 
Tackling Senior Hunger Citywide
— Margaret Ernst, Mayor’s Office of Civic Engagement and Volunteer Service 

Report: Food, Seniors, and Service: Strategies for Innovating Home-Delivered 
Meals and Other Senior Hunger Resources in Philadelphia 

Perspectives on Senior Hunger in America: An Annual Report 
— James P. Ziliak, University of Kentucky Center for Poverty Research 

Report: Senior Hunger in America: An Annual Report 
Handout:  2010 Senior Hunger Report Card 

Perspective: The Best Possibilities for Seniors Are Choices  
— Nancy Tanquary, Johnson County Area Agency on Aging

Slide Deck: Choosing Healthy Appetizing Meal Plan Solutions for Seniors 
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Learning objectives

Highlight nutritional issues in 
older adults living at home

Understand the connection 
between nutrition intervention 
and outcomes

Discuss community-based care 
transitions and explain a new 
approach to improve outcomes 
and reduce cost of care 

Nutritional Issues in Community-dwelling
Older Adults and the Impact of Nutrition 

Intervention
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Americans are aging and living longer

2030

2020

2010

Average Life Expectancy
in the US (Years)

US Population, 
Adults 55+ (MM)

Everyday, for the next 18 years, 
8,000 “baby boomers” will be 

turning 651.

1. CDC 2010 preliminary data _040912 
http://www.aarp.org/personal-growth/transitions/boomers_65/

By 2010, overall life expectancy in 
the US increased to ~79 years1. 

Women

Men

Older patients suffer from 
one or more chronic diseases

Osteoporosis 
Diabetes   

COPD  
Heart Disease  

Alzheimer’s 
Cancer  

Hypertension   

Sarcopenia
(Loss of lean body mass)

Disease 
Prevalence 

Among 
Age 55+ (%)

33

28

23

18

13

8

3

2011 2015 2020 2025
US Census Bureau. December  2009; Timely Data Resources, Inc. Disease 
incidence: a prevalence database, December  2009; Iconoculture: Consumer Outlook 
Health and Wellness 2008-2009.
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Malnutrition is caused by the 
unique characteristics of older adults

Malnutrition

Body
Composition

Changes

Multiple
Comorbidities

Cognitive
Impairment

Polypharmacy

Psychosocial
Challenges

Socioeconomic
Status

Inadequate
Food & Fluid

Intake

Physical
Impairments

Fuhrman MP. Nutr Clin Pract 2009; 24:196-205.

Inadequate
Food & Fluid

Intake
Physical

Impairments
Socioeconomic

Status

Key challenges among nutritional intake and access 
to nutrition exacerbate problem of malnutrition

93% had at least one 
problem with eating 
and digestion

50% required assistance with shopping 
and food preparation

Soini H, et al. J Gerontol Nurs. 2006;12-17.
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Patients who suffer from malnutrition 
will also have a loss of lean body mass

Demling RH. Eplasty. 2009;9:65-94. 

Lean body mass includes 
muscle, skin, bones, and organs

Aging & Bed rest / 
decreased activity







Illness & Injury
(Inflammation)

Progressive loss of lean body mass 
is a natural part of aging

Average loss of muscle mass with age1-6Average loss of lean body mass with aging1-6
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Illness and injury accelerate muscle loss

–2.0

–1.5

–1.0

.5

0

–2.5

Healthy Older 
Adult                   

(67 years of age)
10 Days Inactivity 

Approx
2.2 lbs

Healthy Young      
(36-28 years of age)  

28 Days 
Inactivity1

Inactivity1

Approx 
1 lb

Elderly Inpatients 
(Age: 65+)

3 Days 
Hospitalization3

Approx
2.2 lbs

2.2 lb steak = 

Patient’s nutritional status and lean body mass
becomes progressively compromised as they 
travel through the continuum of care

1. Schiesser M, et al. Surgery. 2009;145(5):519-526. 2. Naber THJ, et al. Am J Clin Nutr. 
1997;66:1232-1239. 3. Pichard C, et al. Am J Clin Nutr. 2004;79(4):613-618. 4. Beattie AH, 
et  al. Gut. 2000;46(6):813-818.

30% to 50% are 
malnourished 

upon admission1,2

Upon Admission
to the Hospital

37% of patients 
hospitalized for 

1-2 days have lean 
body mass loss3

During
Hospital Stay

Many patients 
continue to lose 

weight after 
discharge4

Post-discharge
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Patients are admitted into home health in 
nutritionally compromised states

Major nutritional issues impacting home health clients:

Condition % of Home Care 
Patients

Malnutrition1 13-21%

*Loss of Lean 
Body Mass2 ~25%

Wounds3 44%

1. Tackling Malnutrition: Oral nutritional supplements as an integrated part of patient and 
disease management in hospital and in the community. Medical Nutrition International 
Industry. July 2010.

2. Iannuzzi-Sucich M et al. J Gerontol A Biol Sci Med Sci 2002; 57: M772-M777.
3. Johnston P, et al. Remington Report, May 2008; 18-20.
4. Yang Y et al. J Am Med Dir Assoc 2011; 12: 287-294.

*Statistic is from community-dwelling older adults

51% At Risk4

Poor nutrition leads to rehospitalizations 
as measured by refrigerator content

Objective
Measure outcomes associated with refrigerator 
contents of elderly patients (nutrition in home)

Population
N = 132 adults aged 65+ who received home visits at 
least 1 month after hospital discharge

Key Findings
Elderly people were more frequently readmitted (P = 
0.032) and admitted 3 times sooner (34 vs. 100 days); 
(P = 0.002) compared to those who did not have an 
empty refrigerator

Boumendjel N et al. Lancet 2000; 356: 563.
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Patients "at risk"  are more likely to experience 
emergent care visits and rehospitalizations 

Objective
To identify the association between baseline nutritional 
status and subsequent health service utilization and 
mortality

Key 
Findings

12% were malnourished and 51% were at risk

Those who were malnourished or at risk 
at initial assessment were more likely to experience 
(6 months, 1 year):

• Subsequent Hospitalization (P=.040)
• Number of Hospital Admissions (P=.045)
• ER Visit (P=.047)
• Mortality (6 months, P=.001; 1 year, P=.031)

Population N = 198 older adults receiving Medicare home health 
services for 1 year

Yang Y et al. J Am Med Dir Assoc 2011; 12: 287-294.

Eating
Transferring

Toileting
Ambulating

Loss of lean body mass loss 
leads to difficulty performing ADLs

1 Demling RH. Eplasty. 2009;9:65-94. 2 Paddon-Jones D, Sheffield-Moore M, Cree MG, et al. J 
Clin Endocrino Metab. 2006;91:4836-4841. 3 Paddon-Jones D. In: Gussler J, ed. The Role of 
Nutrition in Accretion, Retention, and Recovery of Lean Body Mass. Report of the 110th Abbott 
Nutrition Research Conference: Selected Summaries. Columbus, Ohio: Abbott Nutrition; 2009:9-
14. 4 Engelen MP, Schols AM, Baken WC, et al. Eur Respir J. 1994;7:1793-1797. 5 Evans WJ, 
Morley JE, Argilés J, et al. Clin Nutr. 2008;27:793-799.

Loss of lean
body mass

Loss of 
strength

Difficulties 
performing 

activities of Daily 
Living (ADLs)

Eating

Transferring

Toileting

Ambulating
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Malnutrition and loss of lean body mass can 
seriously impact patients’ outcomes

Demling RH. Eplasty. 2009;9:65-94.

% of Loss of Total 
Lean Body Mass Associated Complications

Decreased Healing

Impaired Immunity (Infections)

Wounds

If lean body mass loss reaches 40%, 
your patients are at risk of death –

usually from pneumonia

10% Loss

20% Loss

30% Loss

Poor nutrition in adults managing a chronic 
condition leads to exorbitant healthcare costs

1. ”Tackling Malnutrition: Oral Nutritional Supplements as an integrated part of patient and 
disease management in hospital and the community. A summary of the evidence base.” 
Medical Nutrition International Industry, July 2010. 2. Mudge A, et al. J Hosp Med. 
2011;6:61-67. 3. Friedmann J, et al. Am J Clin Nutr. 1997; 65:1714-1720. 4. Vecchiarino P, 
et al. Heart Lung. 2004;33:301-307. 5 Jencks SF, et al. NEJM. 2009; 360(14): 1418-1428.

$17B2.3MM

2009
Healthcare

Costs5

2009
Adult 

ReHospitalizations

Malnourished patients are significantly more likely 
than well-nourished patients to experience rehospitalizations.1-4
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Healthcare ProvidersPatients

Early nutrition intervention with oral nutritional 
supplements (ONS) has been clinically shown to 
help you achieve your goals

1. Collins, CE et al. Nutr. 2005;21:147-155.; 2. Milne AC, et al. Cochrane Database Syst Rev. 
2005;(2)CD003288. 3. Stratton RJ et al. Disease-related malnutrition: an evidence based 
approach to treatment. Wallingford; CABI Publishing :2003. 4. Botella-Carretero, J et al.  Clin 
Nutr. 2010;29:574-579. 5. Norman K et al. Clin Nutr. 2008;27(1):48-56. 6. Volkert D et al. Clin 
Nutr. 2006;25:330-360.

Increased 
wound healing

Decreased 
complications

Increased 
recovery

Reduced 
chronic disease 
complications

Increased
Quality

Decreased 
hospitalizations

Decreased 
treatment length

Decreased
Cost

You can do this too by implementing simple FIND, 
FEED, FOLLOW in your agency to improve outcomes

Identify at-risk 
clients

Incorporate nutrition 
intervention into 

care

Drive patient 
self-management 
through education
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FIND clients at risk

Identify patients at risk through your start of care (SOC) assessment
– OASIS

FEED your at risk patients oral nutritional 
supplements as part of your nutrition 
interventions

Education Dietary 
Counseling Food Oral nutritional 

supplementation
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FOLLOW client progress and create 
self-management programs

Coleman and Newton. Supporting self-management in patients with chronic illness. Am 
Fam Physician 2005;72(8):1503-10

“Increasing evidence shows that self-management support reduces 
hospitalizations, emergency department use, and overall costs.”

Transition of care is becoming increasingly 
important in driving improved patient outcomes

Hospitals must pay much more attention 
to the transition of patient care into post 
acute / community

Transition of care has not historically 
been their responsibility
– Increased attention on follow-up care
– Greater opportunity for active involvement 

of home health care

TransitionDischarge Is now going to 

Denniston L. New Final HHS Rules on Readmissions. 
http://connect.curaspan.com/articles/new-final-hhs-rules-readmissions. Accessed  
October 18, 2011.
http://www.gpo.gov/fdsys/pkg/FR-2011-08-18/html/2011-19719.htm
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Success with formal nutrition program has also 
been demonstrated to improve outcomes 

Profile
Bayada Nurses provide nursing, 
rehabilitative, therapeutic, hospice, 
and personal home health services
Employs more than 14,000 nurses, 
home health aides, therapists, and 
social workers

The Situation
76% of rehospitalizations were identified as preventable
Malnutrition can impact patient outcomes and cause more 
rehospitalizations
Identified opportunity to elevate role of nutrition in standard of care

A nutrition FIND, FEED, FOLLOW program was 
implemented in seven offices throughout the US

Trained clinicians
Completed a nutrition 
screen at the initial 
patient assessment
Applied appropriate 
intervention for 
“at-risk” patients
Educated patients 
and caregivers 
on importance 
of adherence 

Nutrition Pilot: 
1,259 Patients 

Screened

26.4%

332 Patients
Identified as at
Nutritional Risk
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The pilot program showed a trend toward reduced 
hospitalizations with nutrition intervention

†medicare.gov/homehealthcompare/search.aspx (data as of 10/11)
*For 7 participating locations

All-Cause Hospitalization Rate

National
Average†

Bayada
Average*

The pilot program showed a trend toward reduced 
hospitalizations with nutrition intervention

National
Average†

Bayada
Average*

Bayada Pilot
Average*

Collaboration
Awareness through 
education and training
Plan of action

Client self-management
Efficiency with process

†medicare.gov/homehealthcompare/search.aspx (data as of 10/11)
*For 7 participating locations
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Community-Based Care Transitions
and the PASS Program

Community-Based Care Transition Program 
(CCTP) Overview

The CCTP, mandated by section 
3026 of the Affordable Care Act, 
provides funding to test models for 
improving care transitions for high 
risk Medicare beneficiaries.

Program will run for 5 years 
beginning April 12, 2011

Applicants will be awarded 2-year 
agreement that may be extended 
on an annual basis for the 
remaining 3 years based on 
performance.

Goals of CCTP
Improve transitions
Improve quality of care
Reduce readmissions for 

high risk beneficiaries
Document measureable 

savings
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Community-Based Care Transition Program 
(CCTP) — Who Qualifies?

Hospitals with high readmission rates that partner with 
community-based organizations (CBOs).

CBOs that provide care-transition services

In selecting CBOs to participate in the program, 
the statue requires that preference be given to: 

“Administration on Aging (AoA) grantees that 
provide care transition interventions in conjunction 
with multiple hospitals and practitioners and/or 
entities that provide services to medically-
underserved populations, small communities, and 
rural areas.”

Community-Based Care Transition Program 
(CCTP) Requirements for Application

Target population must be identified.

Describe a plan to reduce hospital readmissions.

Describe the implementation of proposed care 
transition interventions that will be integrated upon 
hospital discharge.

Monthly intervention data must be clearly defined.

Present operational protocols detailing: internal 
monitoring process, management and delivery of 
care transition services, and financial controls for 
Medicare payments.
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Post Acute Support System
PASS Sustainable Community Model

Identify and partner with community-based organizations
– Area Agencies on Aging
– Aging and Disability Resource Centers
– Community Living Programs

Operational partnerships to provide
– Coaching staff
– Home and community based referrals and coordination of 

services
– Community education

Existing successful partnerships
– Florida AoA
– Michigan AAAs
– Ohio AAAs
– California CBOs

CBO Partnership Model

Post Acute Support System — PASS®

Product Information

Program Origins & Focus
PASS® focuses on the care transition between 
the institutional setting (Acute inpatient, Sub-
Acute, Nursing Home) back to the home & 
community setting.

Based on Care Transition Intervention (CTISM) 
Program developed by Dr. Eric Coleman, 
University of Colorado.

Care Transition program designed to 
coordinate and manage the transition of 
individuals from the Acute Inpatient setting to 
the Home & Community Setting.
– PASS is not replacement for case management, discharge 

planning or home health.

– PASS is patient advocacy, education, communication and 
coordination.

Operating Model
Driven by the PASS Coach, 
supported by PASS Care 
Coordinators and PASS system 
technology.

Interaction with patient:
– Face-to-face during inpatient 

admission1

– Face-to-face at Home post discharge 
(48 – 72 hours)

– Telephonic, day 2, 7, 14, 21 and 30 
post discharge

1. PASS Coaches are assigned by facility and visit that facility each day.
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PASS® Core Components

Medication Self Management – patient is knowledgeable about medications 
and has a medication management system. Home Visit: Face-to-face 
medication reconciliation.

Nutrition Management – patient is knowledgeable about nutrition status, 
meal planning and diet as it relates to chronic conditions. Home Visit: Home 
based nutrition assessment,  kitchen and environment evaluation, daily meal 
plan. 

Personal Health Record – patient understands and utilizes a PHR to 
facilitate communication and ensure continuity of care plan across providers 
& settings. Home Visit: Reconciliation of PHR data, education.

PCP and Specialist Physician Follow-Up – patient schedules and 
completes follow-up  visits with PCP / Specialists & is empowered to be an 
active participant in these interactions. Home Visit: Schedule and coordinate 
PCP follow-up visit, direct coordination if necessary.

PASS® Core Components (cont’d)

Red Flags / Signs & Symptoms – patient is knowledgeable about indicators 
that suggest his/her condition is worsening and how to respond. Home Visit: 
Education and coordination – recognition and response.

PLUS…

Home and Community Based Services – identification and coordination of 
home and community based services to assist in care transition and maintain 
patient independence. Home Visit: Identification and referral, coordination of 
services. 

Medication 
Management

Nutrition 
Management

Personal 
Health Record

Physician 
Follow-Up

Red Flags 
Signs & 

Symptoms
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The Role of Nutrition in CCTP

Poor nutrition, or malnutrition, leads to 
poorer health outcomes including 
slower healing rates, increased risk for 
medical and surgical complications, 
delayed recovery, increased length of 
stay, and increased readmission rates 
and mortality.

Sullivan DH. Risk of early hospital readmission in a select population of geriatric rehabilitation 
patients: The significance of nutritional status. J Am Geriatr Soc. 192;40:792-798

PASS Nutrition Support

The Nutrition Support that ILS offers through it’s
PASS program includes:

10 frozen Home Delivered Meals (condition 
appropriate)

Post DC survey that provides additional 
coaching to good post DC behavior such as: 
visiting PCP or Specialist, understanding DC 
instructions.

The telephonic outreach is an emotional 
untellable support..  
– Provides another opportunity to share status 

updates that can lead to better Care Transition
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Summary 

Many patients suffer from poor nutrition, especially older 
adults

Malnutrition is linked to negative outcomes, including 
readmissions

Nutrition screening and intervention can improve 
outcomes

Providing adequate nutrition care across healthcare 
sectors can improve care transitions, improve quality of 
care, decrease costs and help prevent avoidable 
readmissions

Any questions?

Thank you!
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Presented by:
Connie Stankewsky

CHAMPSS Coordinator
Johnson County, Kansas 

Area Agency on Aging

C H A M P S S
Choosing Healthy Appetizing 

Meal Plan Solutions for Seniors

What’s in it for you?What’s in it for you?

Discover  a new twist, on a proven strategy for 
developing a non-traditional nutrition program.

Learn how to make it easy for your seniors to select 
tasty meal options while improving their health.

Identify results and lessons learned that will save you 
time and money in implementing a similar program.
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Let’s Get Started!Let’s Get Started!

Today’s topics include:
• Who we are 

• (county, agency, nutrition program)

• Our traditional meal program
• The new system – what we thought would work
• The new system – what really works and why
• How we did it 

• (research, contacts, contracts, costs, partners and resources)

• Marketing the program
• Measuring the results
• Awards and recognition

• County
• Agency
• Nutrition Program
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Where In The World Is 
Johnson County, Kansas?

Where In The World Is 
Johnson County, Kansas?

Johnson County 
Human Services Department

Johnson County 
Human Services Department

.
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CHAMPSS  StaffCHAMPSS  Staff

• Nancy Tanquary, RD, LD 
Nutrition Manager

• Connie Stankewsky, 
CHAMPSS Coordinator

• Debbie Summers,         
Assistant CHAMPSS  
Coordinator

• Description
• Participation
• Monthly Menu
• Limitations
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Johnson County 
Traditional Nutrition Program

Johnson County 
Traditional Nutrition Program

8 Neighborhood Centers
Meals served Monday 
thru Friday
Choice of entrée’
Open 4 hours per day
Average daily 
attendance 200 per day

Overland Park 
Neighborhood  Center

Overland Park 
Neighborhood  Center
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Traditional Program LimitationsTraditional Program Limitations

Limited dining hours
Limited menu choices
Delayed retirement for 
seniors reduces potential 
seniors served
Neighborhood center 
doesn’t appeal to some

• Discovering CHAMPSS
• Program Benefits
• Our 1st Location
• Steps to Participation
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Our GoalsOur Goals

Must have Choices

Must be Healthy

Must be Appetizing

Must be complete Meal Plan

Must be a Solution for Seniors

That spells CHAMPSS

What is “CHAMPSS?”
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Benefits of “CHAMPSS” 
A new way of serving the nutritional and 

social needs of adults 60 or over.
Voucher Programs

A payment method for services provided under an agreement 
with appropriate eating establishments in the community

Choice
Seniors can choose a variety of nutritious items from the 5 
food groups

Convenience
Seniors can eat anytime from 8am to 7pm, seven days a week 
at their local Hy-Vee Grocery Store

Maximized Resources
Increased number of seniors served  by partnering with 
grocery store.

1st CHAMPSS - April 14, 20081st CHAMPSS - April 14, 2008

• New store selection 
process

• Dietitian on site
• Health oriented
• Food court system
• Large dining area
• Location 
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Dining Area – 1st StoreDining Area – 1st Store

• 3 Easy Steps…..We Thought  Would  Work
• The New System – What Really Works
• Benefits
• Step-by-Step Instructions
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Easy as 1-2-3 (We Thought……)Easy as 1-2-3 (We Thought……)

Step 1
• Complete the enclosed 

CHAMPSS Order Form and
Uniform Program Registration 
(annually).

Step 2
• Return the completed forms 

along with meal donation.

Step 3
• The activated CHAMPSS swipe 

card will be sent to you  with the 
number of meals you indicated 
for your initial order. 

Lessons LearnedLessons Learned

• CHAMPSS Order Form and
Uniform Program Registration 
received with incomplete info.

• Inconsistent / incorrect program info 
provided  by friends and 
professionals to prospective new 
participants.

• Excessive administrative time spent 
providing one-on-one  correct info.

• Unpredictable growth in number of 
participants.
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The New System 
What Really Works
The New System 

What Really Works

Benefits of New ApproachBenefits of New Approach

• Control size of group
• Teaching opportunity
• Improve understanding of how the 

program works
• Increase donations
• Outreach  



12

Step 1
Attend Enrollment Session

Step 1
Attend Enrollment Session

Registration Form

CHAMPSS Order Form

Participant Information

Choose number of meals

Donation is calculated
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CHAMPSS Swipe CardCHAMPSS Swipe Card

Magnetic swipe cards are 
issued to participants with 
number of meals ordered.

CHAMPSS Re-order FormCHAMPSS Re-order Form
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Credit Card OptionCredit Card Option

• CHAMPSS participant shows 
Hy-Vee staff their swipe 
card.

• CHAMPSS diner chooses 
from the Hy-Vee dietitian 
approved menu.

Step 2
Select Menu Choices

Step 2
Select Menu Choices
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CHAMPSS 
Hot Food Choices

CHAMPSS 
Hot Food Choices

1ST CHAMPSS Participant1ST CHAMPSS Participant
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Step 3
Meal Debit

Step 3
Meal Debit

• After selecting their 
items the CHAMPSS
card is swiped.

• Diner is given a receipt 
with number of meals 
left on CHAMPSS card.  

Transaction Complete!Transaction Complete!
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Dining with FriendsDining with Friends

Summary:
How CHAMPSS Works

Summary:
How CHAMPSS Works

• Step 1 – Attend an enrollment session, 
register and complete the order form.

• Step 2 – Select from menu choices.

• Step 3 – Use the swipe card for meal 
payment.

Enjoy dining!
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Comparison of Traditional & 
Non-traditional Meal Programs
Comparison of Traditional & 

Non-traditional Meal Programs

Traditional Non-Traditional
Hours per day 3 hrs 11 hrs
Days per week 5 days 7 days
Meals Lunch Breakfast, Lunch, Dinner
Choice 2 entrée options 4 options per food group
Seating Limited Unlimited
Facility Multi-use room Dedicated dining area
Attitude “Only seniors eat there” “People of all ages eat there”

• Getting Started
• Timeline and Steps
• Agreements & Partnerships
• Program Management



19

CONGREGATE
SURVEY

• Interested in alternative dining option 
• 47% - yes

VOUCHER 
PROGRAMS

• Catholic Charities, Waukegan, Ill
• Catholic Charities of Fairfield County, Stamford CT
• Senior Nutrition Services, Waterbury CT
• Elderly Nutrition Program, Torrington, CT

MEAL 
TRACKING 
OPTIONS

• Manual entries made by nutrition staff
• CatMatt Software Solutions, Windham, New Hampshire,

John Sansoucie
• MJM INNOVATIONS –SAMSCAN SWIPE 

Getting Started - Research

Timeline & StepsTimeline & Steps

• Research – 18 Months 
• Established Goals for non-traditional program
• Area Plan – APPROVED 
• Grocery Store Selected
• Discussions with HY VEE Dietitian
• Planning Meetings with Store Director 
• Agreement/Contract Completed
• Implementation
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“Scope of Service”
Today’s HY VEE Agreement

“Scope of Service”
Today’s HY VEE Agreement

• Provide nutritional meals between 8:00 a.m. 
to 7:00 p.m. seven days a week.

• Provide meals that will consist of 
1/3 Recommended Daily Allowance:

3 ounces meat/protein
2 servings (1/2 cup of fruit and vegetable)
8 ounces 1% milk (packaged in carton)
2 servings bread/grain

2nd CHAMPSS
January 4, 2009
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3rd CHAMPSS
January 11, 2010

3rd CHAMPSS
January 11, 2010

How it Works:
Program Management

How it Works:
Program Management

• SAMS
Social Assistance Management 
System (DATABASE)

• SeniorDine
CatMatt Software Solutions

• KAMIS 
Kansas Aging Management Information       
System
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SeniorDineSeniorDine

A web based nutrition management program that 
provides the following services:

Assigns participant swipe card

Loads number of meals on card

Maintains meal history

www.seniordine.com 

CHAMPSS Program 
Expenses

CHAMPSS Program 
Expenses

SET-UP COSTS

CatMatt Software Solution, LLC 
Tranz 380 Terminal $100.00
Tranz P250 Printer  100.00
400 CHAMPSS Cards                388.00 

Phone and Voicemail            407.75 
Miscellaneous Expenses 500.00

TOTAL: $1495.75
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Monthly Expenses
1st Six Months of Operation

Monthly Expenses
1st Six Months of Operation
• $5.00 per meal– HY VEE                 $11,035.00 

• $10.00 per month first 100 
meal debits - Senior Dine 60.00

• $.10 per additional meal debit 
Senior Dine 219.60

• Total = $11,314.60

What We’ve LearnedWhat We’ve Learned
Improved Grocery Store Agreement:

Milk packaging
Equipment repairs
Minimum of 4 food choices
Dedicated – Unblocked telephone line 
needed to allow long distance for swipe card

Limit advertisements
Manage growth to ensure quality
Train and monitor grocery store staff
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• Meal Choices
•Special Menus

CHAMPSS Breakfast Choices  
8-11 a.m.

CHAMPSS Breakfast Choices  
8-11 a.m.

GRAINS:  2 SLICES WHEAT TOAST OR
1 CUP OATMEAL OR
1 ENGLISH MUFFIN

MEATS:    2 EGGS, ANY METHOD +
2 TURKEY SAUSAGE  LINKS  OR
2  TURKEY BACON SLICES

2 EGG OMELETS WITH 1/2 CUP VEGETABLES +
2 TURKEY SAUSAGE Links OR TURKEY BACON SLICES

FRUIT:      CHOOSE 2
APPLE, ORANGE, BANANA, PEAR OR ¾ CUP ORANGE JUICE OR     
FRUIT JUICE

DAIRY:  1 CUP 1% MILK OR SOY MILK
DAIRY: 1 CUP 1% MILK  
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CHAMPSS Lunch & Dinner 
Choices

CHAMPSS Lunch & Dinner 
Choices

VEGETABLE= 1/2 Cup

CHOOSE 1 OF FOLLOWING
CHAMPSS

APPROVED SELECTIONS
Broccoli

Brussels Sprouts
Carrots
Corn

Green Beans 
Potatoes – any variety

Vegetable Medley

*Note - Vegetable selections subject to 
change

FRUIT =
3/4 CUP OR

1 PC WHOLE FRUIT OR
3/4 CUP JUICE

CHOOSE 1 OF FOLLOWING
CHAMPSS

APPROVED SELECTIONS
Apple

Banana
Orange 

Pear
Fruit Cocktail

3/4 cup Mixed Melon Chunks
100% Fruit Juice

Note - Fruit  selections subject to change

CHAMPSS Lunch & Dinner 
Choices

CHAMPSS Lunch & Dinner 
Choices
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CHAMPSS
Special Menus

CHAMPSS
Special Menus

Spaghetti and Meatballs Meal
1 cup cooked pasta

1/2 cup marinara sauce
3 - 1 oz meatballs

1 CHAMPSS side salad 
3/4 cup assorted melon chunks

8 oz. 1% milk or soy milk

Pizza Meal
2 slices (thin crusts only) 

plain cheese or veggie topped pizza
1 CHAMPSS side salad (described 

above)
3/4 cup assorted melon chunks

8 oz. 1 % milk or soy milk

Small DiLusso
Chicken/Berry Salad

• Small pre-packaged 
DiLusso Salad +

• Multigrain Dinner Roll +
• 3/4 cup melon Chunks or 

1 whole fruit +
• 8 oz. 1 % milk OR soy 

milk
*Note - Fruit selections 

subject to change

Chinese Meals
• 1 cup of any approved 

entrée below +
• 1 cup of steamed rice +
• Fortune cookie +
• 3/4 cup melon chunks or 1 

whole fruit
• 8 oz - 1% milk or soy milk
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Marketing StrategiesMarketing Strategies

• Presentations
• Senior Quest
• WORD OF MOUTH
• Area Agency on Aging

Enrollment AnnouncementEnrollment Announcement
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Senior Quest

Enrollment information and reorder forms are 
available at HyVee

CHAMPSS Newsletter 
http://hsa.jocogov.org/documents/CHAMPSSNewsletterSprin
g2012.pdf 

Best Times Newspaper 
http://hsa.jocogov.org/aging/articles/aaa_champss_announce
ment.shtml

Website http://hsa.jocogov.org

Accessing CHAMPSS
Information
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Survey ResultsSurvey Results

I feel my health has improved since I began 
eating CHAMPSS meals.

63%
agree

37%
disagree
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Survey ResultsSurvey Results

It is easy to re-load my card with meals.

91%

9%

YES
NO

Survey ResultsSurvey Results

I also attend a Senior Nutrition Center for 
lunch.

97%

3%

NO
YES
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Awards and RecognitionsAwards and Recognitions

• National Association of Nutrition and 
Aging Services Programs 
STAR  AWARD

• The National Association of Area 
Agencies on Aging
ACHIEVEMENT AWARD
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AwardsAwards

• National Association of Counties
ACHIEVEMENT AWARD 

• American Dietetic Association Healthy 
Aging Practice Group
BEST PRACTICE AWARD 

• National Meals on Wheels
BEST PRACTICE RECOGNITION

Today’s StatisticsToday’s Statistics

3 Grocery Store Partners
2000 Active Participants
100 Meals Served Daily 
700 Meals Served Per Week
Average Donation - $2.50 
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SummarySummary

Today’s topics include:
• Who we are 

• (county, agency, nutrition program)

• Our traditional meal program
• The new system – what we thought would work
• The new system – what really works and why
• How we did it 

• (research, contacts, contracts, costs, partners and resources)

• Marketing the program
• Measuring the results
• Awards and recognition

C H A M P S S
Choosing Healthy Appetizing 

Meal Plan Solutions for Seniors
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