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ABSTRACT
Older adults (defined as 65 years of age 
and older) often do not meet fluid in-
take guidelines. This article discusses the 
functions of water in the body, the cur-
rent fluid guidelines, why older adults of-
ten do not meet these guidelines, which 
beverages and foods count toward fluid 
intake, and several strategies for improv-
ing fluid intakes. 

Water holds many critical physiological 
functions in the body. In a dehydrated state, 
the human body cannot perform these 
functions sufficiently. The Dietary Refer-
ence Intakes (DRI), which encompasses the 
Recommended Dietary Allowance (RDA), 
Adequate Intake (AI), and Tolerable Up-
per Intake Level (UL), states that healthy 
adult women should consume 2.7 L (ap-
proximately 9 cups) of fluid per day, and 
healthy adult men should consume 3.7 L 
(approximately 13 cups) of fluid per day. 
The Academy of Nutrition and Dietetics’ 
Nutrition Care Manual recommends that 
older adults should ingest 30 mL/kg body 
weight, or a minimum of 1.5 L/day, unless 
there are other medical constraints.

Research suggests 95% of older men and 
83% of older women fail to meet the AI for 
water intake due to physiologic and life-
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style factors, including: decreased sense of 
thirst in older individuals, decreased lean 
body mass (which equates to less body 
water), reduced kidney function, inconti-
nence concerns leading to decreased in-
take, and decreased ability and desire to 
ingest fluid.

Successful strategies to improve hydra-
tion status in older adults utilize positive 
reinforcement with a focus on remov-
ing barriers to fluid intake. Older adults 
should not be negatively reinforced, as 
this method creates resistance to fluid in-
take. Recognizing the importance for older 
adults to maintain their hydration status, 
properly communicating fluid guidelines, 
and providing effective strategies to pro-
mote adequate fluid intake will lead to 
improved health outcomes.

Kevin Pietro 
MS, RD, LD
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Hydration Requirements for Older Adults
continued from page  1

Hydration Is Important for Older Adults
Water is important for multiple diverse functions in the body. Har-
vard Health Publications state that drinking fluids is crucial to stay-
ing healthy and maintaining the function of every system in the 
body, including the heart, brain, and muscles.1 Water performs the 
following bodily functions:

• Carries nutrients to the cells
• Is involved in urine production and removing waste   

from the body
• Flushes bacteria from the bladder
• Prevents constipation
• Maintains blood pressure
• Maintains clear cognition
• Supports normal heart and muscle functions 

In a dehydrated state, the human body cannot perform these 
functions sufficiently. Also, as a secondary effect, dehydration may 
lead to altered mental status and impaired ability to consume ad-
equate fluids, creating a vicious cycle of dehydrating behavior.

Another cause of dehydration is laxative use, which older adults 
may use in an effort to reduce constipation. However, in a study on 
older adults and laxative use, lack of fluid intake was actually cited 
as a cause of constipation.2 Increasing fluid intake contributed to 
improved bowel movements. Educating older adults on the im-
portance of fluid intake and its role in constipation may be a prime 
motivation for increasing fluid intake. 

According to NHANES data collected from 2005–2010, younger 
adults (ages 18 to 65 years) exceeded or came close to satisfy-
ing the AI for water, but for adults at least 65 years of age, 95% 
of older men and 83% of older women failed to meet the AI for 
water.3 Several explanations may account for this discrepancy. The 
DRI cites a diminished sense of thirst in older individuals, stating 
that healthy older individuals are not reporting thirst, despite el-
evations of plasma osmolality (an indicator of dehydration).4 The 
DRI also states that decreased body water content, medications, 
reduced kidney function, and concerns about incontinence can all 
contribute to inadequate water intake. 

continued on page  3

The DRI states that healthy adult women should consume 2.7 L/day 
of total fluid (approximately 9 cups) and that healthy adult men 
should consume 3.7 L/day of total fluid (approximately 13 cups).4 
The recommended fluid intake includes fluid from foods and meta-
bolic water (such as water from carbohydrate breakdown) as well 
as from beverages, and it remains the same throughout adult life.4

The Academy of Nutrition and Dietetics’s Nutrition Care Manual 
guidelines (provided to subscribing dietetics practitioners) recom-
mends that older adults ingest 30 mL/kg body weight, or a mini-
mum of 1.5 L/day, unless there are medical constraints (such as 
congestive heart failure and renal failure).5 However, the Nutrition 
Care Manual does not define “older adult” in terms of years of age. 

Current Recommendations for Fluid Intake

Learning Objectives
This article explores the hydration and fluid requirements 
of older adults, defined here as age 65 years and older. It 
is important to note that this article’s sources use a variety 
of age ranges to define older adults. It also explores what 
beverages and foods count toward daily fluid intakes and 
provide practical research-based suggestions for dietetics 
professionals. 

At the completion of this article, the reader will be able to:

DRI4

Geriatric 
Nutrition
Handbook6

Nutrition  
Care Manual5

Women 2.7 L/Day

Men 3.7 L/Day

30 mL/kg body weight or a minimum 
of 1.5 L/day

1mL fluid per kcal consumed

Use actual body weight to determine 
fluid needs: 

(100 mL/kg actual body weight for 
the first 10 kg of actual body weight) 

+ (50 mL/kg for the next 10 kg of 
actual body weight) 

+ (15 mL/kg for the remaining actual 
body weight)

• List several functions of water in the body.
• Discuss why hydration is especially important for  

older adults.
• Discuss why older adults often do not meet the 

Adequate Intake (AI) for fluid.
• List several ways to identify dehydration in the  

older adult.
• Identify which beverages and foods positively impact 

hydration status.
• Identify multiple strategies for increasing fluid intake in 

older adults.
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It also expresses consideration for the National Academy of Medi-
cine’s DRI recommendations.

Geriatric Nutrition: A Health Professional’s Handbook provides mul-
tiple methods for estimating fluid needs for this population: 6 

•   Follow the Nutrition Care Manual’s recommendation for  
older adults. 

•   Use 1 mL fluid per kcal consumed.

•  Use actual body weight to determine fluid needs: (100 mL/kg 
actual body weight for the first 10 kg of actual body weight) + 
(50 mL/kg for the next 10 kg of actual body weight) + (15 mL/kg 
for the remaining actual body weight)

These guidelines raise multiple concerns, though. For this popula-
tion, household measurements (such as cups and pounds) would 
be easier to understand than the recommendations expressed in 
metric measurements (such as fluid oz. and kilograms). Addition-
ally, the DRI are based on average intake, and not on actual fluid 
requirements. It is also important to consider physical activity, 
temperature of the environment, medications that affect fluid sta-
tus (such as diuretics), and sodium intake. Lastly, age is not given 
proper consideration across all recommendations. 

Defining and Measuring Dehydration
Dehydration occurs when fluid losses render the body unable to 
carry out normal biological function. Chernoff defines dehydration 
as a serum osmolality greater than 295 mOsm (normal range is de-
fined as 275-295 mOsm).6 A serum osmolality test measures the 
amount of solvents dissolved in the serum of the blood (sodium 
chloride, proteins, glucose, and so on). Along with assessing blood 
pressure and serum electrolyte balance, this measurement can 
only be obtained in a clinical setting.

Dehydration can also be measured with a number of other, simple 
methods, some of which older adults can easily understand and 
practice in the comfort of their own homes. These methods include 
examining urine output, skin turgor, tongue dryness, changes in 
weight, and changes in mental state.7 Mentes et al. review the ap-
plication of urine color to monitor hydration status.8 The authors 
state that urine samples are easily obtained and cost-effective to 
collect. Additionally, urine color is responsive to small changes in 
hydration status. Urine color can be contrasted with a comparison 
chart to easily interpret hydration status a method that many older 
adults would be capable of doing in their own homes. Teaching 
older adults simple methods, including urine color monitoring, 
may lead to greater understanding of hydration status and per-
haps improve adherence to fluid intake guidelines. 

Beverages and Foods Both Count Toward Fluid Intake
Because the above recommendations consider fluid intakes from 
both beverages and foods, it is important to understand which 
beverages and foods count towards fluid intake.

A fluid is any food or beverage that is liquid at room temperature.5 
For example, the following beverages are liquids at room tempera-
ture: clear and fruit-flavored drinks, coffee, fruit juices, vegetable 

juices, milk, non-dairy creamers, soda pop, soups and broths, tea, 
and water. Foods such as ice cream, frozen yogurt, sherbet, pop-
sicles, and juice bars are all solids at freezer temperature but melt 
into liquids at room temperature. Gelatin is still a solid at room 
temperature but melts into a liquid when it enters the mouth.

Many fruits and vegetables also contain a high percentage of wa-
ter and count toward fluid intake. Figure 1 provides water percent-
ages of some common fruits and vegetables.

Figure 1: 
The water content of some common fruits and vegetables.9 

It is also important to understand which beverages and foods are 
more hydrating than others. Maughan et al. (2016) established a 
beverage hydration index (BHI) defined by the volume of urine 
output compared relative to intake of plain water (as a control). It 
is important to note that the study participants were euhydrated 
(at a normal state of body water content, not dehydrated  nor hy-
perhydrated) when they consumed the fluids.10 

According to NHANES data from 2005–2010, older adults drink less 
plain water and more coffee than do young adults.1 This informa-

Hydration Requirements for Older Adults
continued from page  2
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•   Constant reminders to drink, and admonishments (scolding) 
about insufficient drinking

•   Drinking being perceived as a chore rather than a   
pleasurable activity

•  Adverse environmental factors

•  Lack of thirst sensation

•  Tiredness and sleepiness

•  Poor flavor, temperature, and appearance of drinks

•  Lack of proper hydration devices

•  Lack of individual choice involving drinks and hydration devices

Other factors include:

•  Being bedridden or unable to get to the bathroom for  
other reasons12

•  Loss of dignity in needing assistance to drink13

Based on these findings, multiple strategies have been attempted 
and studied to improve fluid intake among older adults in clinical 
settings. It is important to consider both the social and functional 
roles surrounding fluid intake. Successful strategies for increasing 
fluid intake include:13

•   Verbal prompting

•   Offering choices (including the beverage type, time of service,  
temperature, type of drinking vessel, and appearance)

•   Placing drinks directly into the older adult’s hands

•   Assisting with drinking

•   Focusing on drinking as a pleasurable and social experience 
instead of a chore 

A 2015 systematic review assessed the efficacy of various inter-
ventions and environmental factors on increasing fluid intake or 
reducing dehydration risk in long-term care facilities.14 Successful 
interventions included increasing choice and availability of drinks, 
increasing staff awareness, and increased assistance with drinking 
and toileting. Implementation of these strategies lead to decreased 
dehydration risk in clinical long-term care settings.  

Conclusions and Implications for Clinical Practice
Water is vital for multiple life-sustaining functions in the body, and 
these functions cannot be performed properly without adequate 
fluid intake. Although research shows that older adults are not 
meeting fluid intake recommendations, the current fluid intake 
recommendations lack significant consideration for older adults. 
Therefore, it is difficult to accurately assess the extent to which 
older adults are not meeting fluid intake guidelines.

 The recommendations should be in household measurements 
and based on the actual fluid needs of this population. Addition-
ally, these recommendations should consider which beverages and 
foods significantly impact total daily fluid intake. More accurate 

tion raises a concern: Is the caffeine in coffee a significant diuretic? 
Maughan et al. found, in line with previous research and the DRI, 
that an acute dose of caffeine (250 to 300 mg) did not have an 
effect on urine output. Considering that one cup of coffee has 
about 95 mg caffeine, adults should be able to drink up to three 
cups of caffeinated coffee without impacting their hydration sta-
tus. Therefore, in accordance with the DRI, three cups of caffein-
ated coffee count towards fluid intake. Caffeinated tea also counts 
toward hydration needs, with less of a diuretic effect due to lower 
levels of caffeine (mg) per cup. 

Alcohol (ethanol) has a diuretic effect up to three hours after con-
sumption.3 Hydration status prior to ethanol ingestion appears 
to influence the strength of alcohol’s diuretic effect. Hobson and 
Maughan studied the effect of alcohol ingestion on adults in vari-
ous states of hydration.11 They suggest that the diuretic action of 
alcohol is blunted when the body is hypohydrated (dehydrated), 
because the body will conserve fluid as it tries to restore fluid bal-
ance. A diuretic effect was observed on participants in all states of 
hydration, with the participants each ingesting only 40 mL (about 
1.3 oz. or one shot) 100% ethanol. This suggests that even small 
amounts of alcohol can affect hydration status. In older adults - a 
population at risk for dehydration - alcohol intake can adversely 
affect hydration status.

Hydration Status and Fluid Intake in Clinical Settings
Hydration status and fluid intake are most easily researched in 
clinical long-term care settings because of ease of observation 
and assessment. A 2003 systematic review on the topic of main-
taining oral hydration in older adults sought to define risk factors 
for dehydration and decreased fluid intake in older adults in clini-
cal settings. Dehydrated long-term care patients were significantly 
older than their well-hydrated counterparts were.12 In addition, 
immobility, altered mental status, and concerns of incontinence all 
affected fluid intake.

Godfrey et al. noted multiple factors that impair older people’s 
drinking experiences in clinical settings. These factors include:13

•   Insufficient consumption time or assistance provided

•   Lack of independence in drinking, associated with frailty

•   Lack of social interaction during drinking

•   Repetitive and rigid routine of drinks trolley

continued on page  5

Hydration Requirements for Older Adults
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Casey Larsen, MS, RD, LDN, developed a strong 
interest in nutrition through a direct link to her 
serious investment in athletics. Playing for a 
national level travel volleyball team through-
out high school and for the University of Roch-
ester, she directly experienced the correlation 
between healthy eating, proper hydration, 
and athletic performance. Casey graduated 
from the University of Rochester in 2012 with a 
degree in psychology. She earned her master’s 

degree in nutrition education from Montclair State University in 
2016 and has completed her Dietetic Internship at the University 
of New Hampshire. She is currently a clinical dietitian at Maine 
Medical Center in Portland, ME. 

Casey Larsen 
MS, RD, LDN

Kevin Pietro, MS, RD, LD, is a clinical assistant 
professor in the Department of Agriculture, 
Nutrition, and Food Systems at the University 
of New Hampshire. Since his arrival to UNH in 
2014, Kevin has taught a number of courses, 
such as Sports Nutrition, Weight Management, 
Treatment of Adult Obesity, Geriatric Nutrition, 
and Nutrition and Wellness. Additionally, Kevin 
oversees the undergraduate Field Experience 
course and hosts an ongoing research inde-

pendent study, which collaborates with UNH Athletic, to assess 
the body composition of student athletes. Before joining UNH, 
Kevin has worked as a clinical dietitian in hospital settings, where 
he assessed patients with a wide variety of conditions. Currently, 
he is pursuing his PhD in the education department at UNH, with 
a particular interest in cultivating empathy in undergraduate 
nutrition and dietetic students.

Kevin Pietro 
MS, RD, LD
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and consistent fluid recommendations may contribute to greater 
adherence and improved hydration status in older adults.

In addition to more accurate fluid recommendations, effective 
education and evidenced-based strategies should be used by 
registered dietitians and other healthcare practitioners to in-
crease fluid intake in older adults. Optimal provision of nutrition 
care and support to older adults should translate the available 
guidelines and current research to create individualized therapy. 
Older adults should be encouraged in a positive manner to stay 
hydrated, with a focus on removing barriers to fluid intake and 
determining potential motivating factors of fluid intake. Negative 
reinforcement should not be used, as research shows that this 
method creates resistance to fluid intake. It is important to note 
that all older adults have the right to refuse medical treatment, 
which includes the adequate consumption of fluids. Recogniz-
ing the importance for older adults to maintain good hydration 
status, properly communicating fluid guidelines, and providing 
effective strategies to promote adequate fluid intake will lead to 
improved health outcomes.

The authors of this article have no conflicts of interest to declare. 
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Chair Update
Welcome to the 2020-21 year!

The DHCC Executive Committee met virtually on 
June 11 and 12.  We welcomed new EC members and 
extended our thanks and gratitude to the 2019-20 
Executive Committee with special acknowledgement 
to Cora Martin, RDN, CSG, LD, the 2019-2020 Chair.

We are excited as we begin our work for the year.  
Planning has begun for professional development, 

Julie Driscoll
RDN, CSR, CSG, LDN

membership, policy/advocacy, our corrections and 
dietetic technicians sub-units, sponsorship, com-
munications and nominating.  Watch for our regu-
larly-send eblasts.  

I look forward to serving as your Chair and strength-
ening value for your DHCC membership. 

By Cora Martin, RDN, CSG, LD

The standard used to measure the economy of most 
nations currently is the gross domestic product (GDP).  
This looks at goods and services produced and is a 
monetary measure.  Arguments have been made that 
a better standard to measure the wealth of a nation is 
the Social Progress Index (SPI).  

The SPI scrutinizes 3 areas:

1.  Basic Human Needs

2.  Foundations of Wellbeing

3.  Opportunity:  Ability to pursue goals & dreams

For the 1st area, Basic Human Needs, we may empha-
size the impact of meals served a population at nutri-
tion risk rather than cost per meal. The SPI looks at out-
puts impacting our lives, not inputs.

For the 2nd area, Foundations of Wellbeing, we may 
look at access to individualized nutrition guidance 
rather than a number of nutrition assessments or cost 
of dietitian services. 

For DHCC members, it is the 3rd area that stands out 
to me – the ability to pursue goals and dreams.  DHCC 
is here to help, not only offering tools that can support 
your endeavors to work with the goals and dreams of 
your clients, residents, staff, but also to provide the 
ideas that support your goals & dreams.  

DHCC continuing professional education, tools and 
motivators include: 

• Webinars. Includes topics from food service safety 
management to maximizing return on your clinical 
services.  

• Publications. We are working on a revised inservice  
manual that will be packed with 20-minute lessons 
and available electronically.  

•  Newsletters. Inspirational articles such as the member 
spotlight and self-study articles providing another 
CPEU opportunity.  

• e-Updates. Email communications that identify op-
portunities for DHCC members  and  keep you up 
to date.

• Website Resources. An archive of recorded webi-
nars, newsletters,  and a source of new tools.

• Electronic Mailing List (EML). This is a great op-
portunity to be part of emerging discussions about 
our practice and  how  to deal with a variety of con-
cerns.  Note that an archive of conversations lives 
under the Resources tab. 

• FNCE® offerings. The DHCC Executive Committee, 
led by Julie  Driscoll, the DHCC Chair 2020-2021, 
has been working on preparations for virtual FNCE® 
2020 in Indianapolis.  Julie’s DHCC  Spotlight Ses-
sion Proposal was also accepted.  We’ll share more 
about the session soon.

• Awards and Sponsorships. Awards motivate and 
inspire.  Among awards for our DHCC members 
are the Distinguished Member Award, Emerging 
Leader Award, and the Gaynold Jensen Memorial 
Continuing Education Award.   

Take advantage of these opportunities. Not only 
will you benefit, but all those around you will too.  

As I write this last Chair message, I can certainly say 
that it takes a team and what a great team  I have 
had the pleasure to work with during the past year.  
I could never have imagined the 2020 Pandemic 
and impact on our communities.  It was only some-
thing that occurs in fiction, right?  As we move for-
ward in this changed and unsettling time, I can as-
sure that you will have that great DHCC team still 
working for you.  Many of the 2019/2020 team will 
continue under Julie Driscoll, RDN, CSR, CSG, LDN, 
as she takes the leadership position in DHCC, and as 
we welcome new volunteers. Now more than ever, 
our specialized Academy Dietetic Practice Groups 
are essential.  They guide us in this vast nutrition 
world.  I am confident that you will find Julie’s lead-
ership of DHCC refreshing and the production from 
her team an amazing resource. 

Cora Martin
DN, CSG, LD

From the 2019-20 Chair
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Master The Complexities Of 
Dysphagia Coding Under PDPM  
Brenda Richardson
MA, RDN, LD, CD, FAND

Introduction
As the Patient Driven Payment Model (PDPM) reimbursement 
model for residents receiving Medicare Part A continues to evolve, 
one frequent area of confusion involves the complexities of coding 
for dysphagia.

In January 2020, I was approached about this topic to provide input 
for an article from The American Association of Nurse Assessment 
Coordination (AANAC) which is a subsidiary of the American As-
sociation of Post-Acute Care Nursing (AAPACN). Together with the 
American Association of Directors of Nursing Services (AADNS), 
AANAC represents more than 16,000 healthcare clinicians from 
over 5,750 nursing homes within the long-term and post-acute-
care care field, covering the full spectrum of the profession. 

AANAC enhances the body of knowledge surrounding long-
term care nursing. As the provider of MDS information since 
1999, AANAC provides tools and information needed for Nurse 
Assessment Coordinators (NAC) to perform their jobs success-
fully and accurately. 

AANAC keeps their members up to date on the ever-changing 
body of knowledge for long-term care resident assessment and 
care planning, including:  

Brenda Richardson
MA, RDN, LD, CD, FAND

•   Resident assessment instrument (RAI)/minimum data set  
(MDS 3.0) process  

•   Clinical assessment and care planning 

•   Medicare reimbursement processes 

•   Regulatory requirements 

•   Quality Indicators and Quality Measures 

•   Legislative policy Patient-driven Payment Model 

Nurse Assessment Coordinators (NACs) want to provide accurate 
coding and depend on Registered Dietitian Nutritionists (RDNs) 
and Therapies to assist in the documentation needed to support 
the diagnoses for PDPM. On January 22, 2020, AANAC provide an 
article to assist the NAC in how to successfully work with their In-
terdisciplinary Team (IDT) for successful management.

A special thank you to AANAC for permission to share this article 
with DHCC members.

As RDNs/NDTRs working in LTC, we must work with NACs and the 
IDT and have a good basic understanding of how the resident di-
agnosis maps to the ICD-10 codes and how that corresponds to 
the Minimum Data Set (MDS) with coding for Sections I and K. 

Home (/Home.aspx) About (/AboutAANAC.aspx) RAI Manual (/Information/RAIManual.aspx) Jobs
(https://jobs.aanac.org) Classroom (http://aanac.learnercommunity.com/) Community
(https://connect.aanac.org/) Store (/ProductCatalog.aspx) Cart (/shoppingcart.aspx)

Search...

 (https://www.aanac.org/)

You Are Here: Home (https://www.aanac.org/) / Today in Long-Term Care (https://www.aanac.org/Today-in-
Long-Term-Care)

Master the Complexities of Dysphagia Coding 
Under PDPM 
By Caralyn Davis, Staff Writer - January 22, 2020 

Dysphagia coding plays a key role in the Patient-Driven Payment Model (PDPM) through both section I (Active 
Diagnoses) and section K (Swallowing/Nutritional Status) of the MDS. Here are the keys to getting it right:

Don’t assume IDT members understand PDPM

Sometimes nurse assessment coordinators (NACs) assume that speech-language pathologists and registered 
dietitians (RDs) already understand PDPM and the Resident Assessment Instrument (RAI) process when they 
walk in the door, notes Brenda Richardson, MA, RDN, LD, FAND, a long-term care nutrition expert based in 
Salem, IN, who is the past chair of the Academy of Nutrition and Dietetics Political Action Committee 
(ANDPAC) and recipient of the 2019 Academy Lenna Frances Cooper Memorial Lecture Award.

“However, dysphagia’s role in PDPM is complex. Not only do IDT members need to understand each resident’s 
dysphagia diagnosis, they also need to understand how that diagnosis maps—or doesn’t map—to the ICD-10-
CM codes that impact PDPM, as well as how that corresponds to the MDS and the coding instructions for 
sections I and K,” she points out. “Employers, including contract service employers, often do not prioritize 
training related to payment models, so taking the time to sit down with speech pathologists and RDs to 
discuss the rules will only improve your ability to capture dysphagia accurately on the MDS.”

Outline your diagnosis coding process

Link to   
Article PDF

https://higherlogicdownload.s3.amazonaws.com/THEACADEMY/4556f4af-bcea-4fd9-8fc9-5647e0d15658/UploadedImages/DHCC/Documents_/Newsletters/2020_-_Master_the_Complexities_of_Dysphagia_Coding_Under_PDPM_1_2020.pdf
https://higherlogicdownload.s3.amazonaws.com/THEACADEMY/4556f4af-bcea-4fd9-8fc9-5647e0d15658/UploadedImages/DHCC/Documents_/Newsletters/2020_-_Master_the_Complexities_of_Dysphagia_Coding_Under_PDPM_1_2020.pdf
https://documentcloud.adobe.com/link/review?uri=urn:aaid:scds:US:36984e69-1c7e-494d-ab92-81252c02af2a
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News from the DHCC SubUnits
Dietetic Technicians Sub-Unit Chair Update
By Corinne Worland, BS, NDTR, RDN

Introduction
As the new Academy year begins, I have the honor of introduc-
ing you to your new Dietetic Technicians Sub-Unit Chair for the 
2020-2021 term! Drisana Clifton has been a Dietetic Technician, 
Registered for over 10 years, practicing in clinical, food service, 
and community environments. Along with her experience as an 
NDTR in the field, she has also participated as a leader through 
her role as At-Large Delegate: Nutrition and Dietetics Technician, 
Registered for the Academy of Nutrition and Dietetics House of 
Delegates from 2017-2020. Her goal was to provide NDTRs with 
a connection, voice, and visibility in the Academy at the national 
level. By further joining a subcommittee of the House of Dele-
gates (HOD) called the Culture Team, she collaborated to brain-
storm and implement strategies to enhance the culture of the 
HOD. Her work ethic and achievements were recognized in 2019 
by being presented the Academy’s Excellence in Practice Nutri-
tion and Dietetic Technician, Registered award. The DHCC Execu-
tive Committee is thrilled to have such a passionate and qualified 
candidate become the next Dietetic Technicians Sub-unit Chair. 
We look forward to the new guidance to continue to grow the 
Sub-Unit through her experience and future knowledge that will 
be gained through her attendance at the Academy’s new Leader-
ship Institute. 

Our new chair would love to hear from our subunit members!  Please 
contact us through Facebook or email dhcc@quidnunc.net and tell 
us how you would like to see our Sub-Unit grow this year. What 
resources do you want expanded? Through what communication 
interface would you prefer to network? We want to use this 
feedback to better support you beyond our current efforts. 

Over the last two years, we have accomplished a lot during the 
transition to DHCC to create a new home for NDTRs. With the part-
nership, we have updated to an improved website and uploaded 
the archived Dietetic Technicians in Practice DPG newsletters. New 
Sub-Unit specific newsletter articles have been published for our 
members’ benefit including: “A Walk Through the History of DTRs,” 
“ New Plant-Based Requirements in California Health and Correc-
tions Facilities: Recommendations and Review of Senate Bill 1138,” 
‘Resources For Every Stage of Your Profession,’ ‘Fostering Diversity: 
An Academic Perspective,” and “An Analysis of Current NDTR Job 
Opportunities on Indeed.” The Connections newsletter along with 
numerous webinars has also offered more consistent CPEU offer-
ings throughout the year. 

Corinne Worland
BS, NDTR, RDN

Together with the expanded resources and education offered, we 
have worked to expand our networking and promotion of the new 
subunit. Alongside the Corrections Sub-Unit, we have hosted spe-
cific Dietetic Technicians Sub-Unit meetings at FNCE® and been in-
cluded in the larger DHCC DPG receptions to congregate with fel-
low members. New Dietetic Technician ribbons and buttons were 
developed and passed out during FNCE® to promote representa-
tion and camaraderie. The Excellence in Practice Nutrition and Di-
etetic Technician, Registered award is now given special focus, with 
a goal to support a nomination annually through the DPG’s award 
committee. Along with the continued NDTR specific representa-
tion in the Academy, the above efforts have been to recognize our 
valued members and the important work they do every day. 

Thanks to all the Dietetic Technician leaders who came before me 
and represented our group of professionals in the Academy. They 
set the standards for our practice. It has been an honor to represent 
our members and work alongside the talented DHCC Executive 
Committee the last two years. My aim was to successfully transi-
tion our members to a new home and grow the resources available 
to them during my term. My hope is our community can continue 
to grow in new ways in the years to come. You are in great hands 
with Drisana at the helm, and I look forward to seeing where she 
takes us next. Thank you, members, for the privilege to serve you!
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Resources for Weight Management in Prisons  
By Dr. Mitchel K. Holliday, Ed.D, RDN, FAND

Dr. Mitchel K. Holliday

INTRODUCTION
The prevalence of overweight and obesity in prisons has been 
shown to be higher than the estimated percentage of U.S. adults 
with overweight and obesity. Correctional Registered Dietitian 
Nutritionists (RDNs) need to be aware of this public health burden 
and potential resources available to help manage it within their in-
stitutions.  In recent years, the California Correctional Health Care 
Services (CCHCS) and Federal Bureau of Prisons (BOP) have both 
developed and made public their organization’s guidance related 
to areas associated with weight management.  The purpose of this 
article is to highlight research on the prevalence of overweight and 
obesity within prisons and summarize CCHCS and BOP guidance 
on how to manage overweight and obesity in prisons.  

Overweight and Obesity in Prisons
There are incongruous findings on the prevalence of non-infectious 
chronic medical conditions and nutrition-associated chronic dis-
eases within U.S. prisons (Harzke, Baillargeio, Pruitt, Pulvino, Paar, 
& Kelly, 2010).  Some research has shown higher rates of obesity, 
especially among women (Binswanger et al., 2009; Clarke & War-
ing, 2012; Gates & Bradford, 2015; Herbert, Plugge, Foster, & Doll, 
2012; Kendig, Brown, & Dretsch, 2014).  Reports have also shown 
74% of prisoners are either overweight (45.7%), obese (25.5%), or 
morbidly obese (2.4%) (Maruschak, Berzofsky, & Unangst, 2015).  In 
addition, obesity among inmates has been found to be significant-
ly associated with diabetes and cardiovascular disease (Bai, Befus, 
Mukherjee, Lowy, & Larson, 2015).

California Correctional Health Care Services
The California Department of Corrections and Rehabilitation 
(CDCR) had approximately 125,000 inmates in custody in Septem-
ber of 2019 (CDCR, 2019).  This same month, the CCHCS released 
its inaugural fifty-two page care guide on weight management 
(CCHCS, 2019).  The goals of this guide were to:

•   Identify obese patients with and without comorbidities.

•   Monitor obese patients and provide weight reduction education.

•   Minimize the long-standing effects of obesity by encouraging all 
patients to engage in lifestyle modifications for effective weight 
reduction.

•   Prevention of weight gain with lifestyle therapy is indicated with 
BMI >25.

• Identify the very small subset of patients with morbid obesity or 
obesity related comorbidities in who risks of bariatric surgery may 
be balanced by the ongoing risk of their obesity on their health.  

Using established diagnostic criteria and evaluation standards, the 
CCHCS guide first establishes treatment algorithms.  It then goes 
on to outline assessment standards for weight and related co-mor-
bidities.  Next, it outlines treatment through lifestyle modifications 
to include nutrition and food tracking, physical activity and exer-
cise tracking, and facilitation of behavioral change through patient 
engagement, support groups, and motivational interviewing.  The 
CCHCS guide then goes on to provide general information on bar-
iatric surgery and indication for when it is contraindicated.  Next, 
it outlines referral requirements for bariatric surgery candidates 
would need for consideration including: 

•   Have at least 2 years remaining before their anticipated parole or 
release date.

•   Have the capacity to make a fully informed decision and consent 
for treatment.

•   Fully understand that certain bariatric surgeries are irreversible.

•   Have participated in a weight management program for at least 
12 months and have lost at least 10% of their baseline weight 
from when they started.

•   Have completed a successful psychological evaluation, which 
determined there are no issues that may make it difficult for the 
patient to stick to his/her new diet and lifestyle post-surgery.

•   Have had a detailed past medical history review, and all lab 
results show TSH levels are normal.

•   Are diagnosed with Class 3 Obesity

•   Are diagnosed with Class 2 Obesity with at least one serious co-
morbidity including, but not limited to:

•   Type 2 DM
•   Obstructive sleep apnea
•   Hypertension
•   Hyperlipidemia
•   Obesity-hypoventilation syndrome
•   Nonalcoholic fatty liver disease
•   Nonalcoholic steatohepatitis
•   Pseudotumor cerebri

•   Severe gastroesophageal reflux disease

•   Moderate-severe asthma

•   Severe venous stasis disease

•   Severe urinary incontinence

continued on page  10
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•   Debilitating arthritis

•   Disqualification from other surgeries as a result of obesity 
(e.g., surgeries for osteoarthritic disease, ventral hernias, or 
stress incontinence)

The CCHCS guide then concludes by including approximately 20 
pages of both English and Spanish weight management related 
educational handouts.  This guidance can be found at: https://
cchcs.ca.gov/clinical-resources/.

BOP: Nutrition Management After Bariatric Surgery
The BOP houses approximately 149,000 federal inmates in its cus-
tody (BOP, 2019a).  In 2013, the BOP released its clinical guidance 
entitled Nutrition Management after Bariatric Surgery and updated 
it in August 2018 (BOP, 2018).  This guidance outlines nutritional 
management in the early postoperative period, advancement to 
solid foods, supplemental feeding, and nutritional supplementa-
tion usage.  It also provides information on nutrition assessment 
and monitoring to include frequency of follow-up, outpatient 
evaluations and screening, and non-adherence to dietary recom-
mendations.  This guidance can be found at: https://www.bop.gov/
resources/health_care_mngmt.jsp.

Conclusion
Overweight and obesity has been shown to be impacting inmate’s 
health at a higher prevalence than U.S. averages.  It has also been 
linked to increased prevalence in nutrition related chronic health 
diseases among inmates.  Correctional RDNs should be taking the 
lead in the management of this issue and there are guidelines es-
tablished by two of the largest correctional organizations within 
the U.S. that can assist them doing so. 
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Membership Spotlight

Agnes Smith, RDN is always moving forward, from 
clinical dietitian, to instructor at City College, to 
state surveyor (Public Health State Nutritionist III), to 
corporate RDN insider. Agnes manages to balance 
her career with personal passions. In fact, the 33-year 
career of Agnes has been one infused with travels to 
historical places like the Inca Trail in Peru, snorkeling, 
hiking or relaxing by the pool or beach.  Joining and 
staying a member of DHCC was an easy decision for 
Agnes who thrives on being a mentor and sharing 
her experience. 

 What Can I Learn from Agnes?
Understand some of the steps and considerations 
that ultimately lead to becoming a Director of Food 
and Nutrition Services for 48 facilities across Califor-
nia. One thing that Agnes kept in mind was honoring 
her alma mater, California State University Long Beach 
where she achieved her BS and MS.  This prepared Ag-
nes for the clinical nutrition world where she excelled 
at Mid-cities Nephrology Group. This was a private 
group of Physicians and Internal Medicine MD’s refer-
ring patients for renal disease, hyperlipidemia, weight 
control and DM. Her direct patient clinical care con-
tinued at St. Frances Medical Center, Consultant at 
Regina Greger, Inc.. Agnes quickly moved into lead-
ership roles at Methodist Hospital as Assistant Direc-
tor of Nutritional Services. She became an expert in 
systems for JACHO, Title 22 (CA) and Omnibus Budget 
Reconciliation Act (OBRA). 

 Even as her career moved along, Agnes most im-
portantly considers her husband her “ROCK” upon 
which she has stood for the past 33 years. Together 
they raised two wonderful boys, Bob and Alexis. Ad-
ditionally, Agnes made plenty of time to fit in travel 
and adventure including a 4-day hike from the start of 
the Inca to Machu Picchu with three other 60 year old 
women! Nothing slows Agnes down. 

As a mentor and a teacher Agnes enjoyed teaching at 
Long Beach City College. At California Department of 
Public Health (CDPH), Agnes trained numerous sur-
veyors on the details of the  regulatory process for 
Food and Nutrition. Agnes has always been an advo-
cate for the fair and comprehensive review of facilities 
systems.  In her own words, 

“To increase understanding and appreciation 
of all the Food and Nutrition staff as an integral 
component of the resident/patient daily life within 
the healthcare facilities we support. Focus should 
be on mutual respect, collaboration and leadership 
development of our F&N staff.”

After leaving the State, Agnes took her expertise to 
North America Healthcare as the Quality Services 
Surveyor. At each stage in her career, Agnes utilized 
the experience she gained at one employment op-
portunity to expand her skills for the next job. She 
focused on mock surveys and deficiency identifica-
tion. All 35 facilities achieved a 5-star CMS rating.

Currently, Agnes is the Director of Food and Nutri-
tion Services/Operations at Flagstone Healthcare, 
Ensign Services. Her role includes supporting 48 
California long term care facilities in coordination 
with the clinical and operational leaders of the cli-
ent facilities as it relates to food and nutrition ser-
vices quality, compliance, operations and budget-
ary standards. 

Advice to Consider
Agnes’ best advice “Take all opportunities to learn 
new things, embrace change, accept ownership 
and responsibility and build your resume. You never 
know how that will improve your knowledge and 
expertise. Always be an open, transparent and can-
did communicator. Let life lead you when possible!”

Simple luck or hard work? Sometimes we feel like 
we oversee our destiny, at other times it seems 
more like luck.  By learning more about the career 
and contribution of Agnes, it is apparent that the 
advocacy and expertise of Agnes C. Smith made an 
impact on many people.  

Continue your involvement with DHCC and encour-
age others to join DHCC as a way to meet mentors 
like Agnes who have tips for careers in all areas from 
entrepreneurship, internship directors, corrections, 
public health and clinical nutrition. 

 

Agnes C. Smith, MS, RDN
By Cynthia Dahl, RD

Agnes C. Smith
MS, RDN
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Policy and Advocacy Update  
Karin Palmer, RDN, LD, CDE
2019-20 DHCC Policy and Advocacy Leader

Karin Palmer
RDN, LD, CDE

Priority:
Currently, most of the public policy activity is directed to the 
COVID-19 national pandemic.

The Academy joined nearly 800 organizations in urging Con-
gress and the White House to ensure increasing SNAP benefits 
remain a top priority in the next COVID-19 stimulus package. 
With unemployment numbers growing every week during the 
COVID-19 national pandemic, it is a priority to ensure individu-
als have access to food during this uncertain time. If you haven’t 
done so, please take action on the Academy’s most recent action 
alert.  Tell Congress it is vital to include provisions in the next CO-
VID-19 stimulus package that ensure everyone has access to key 
federal nutrition programs and protect the jobs of those on the 
frontlines — including Academy members.  Take Action Now.

New CMS and CDC Recommendations for COVID-19
On 04/03/2020 – The Centers for Medicare & Medicaid Services 
and Disease Control and Prevention released recommendations 
for state and local governments, as well as nursing homes, to 
help mitigate the spread of the COVID-19 virus.  The recommen-
dations include:

•   Nursing homes should immediately ensure that they are com-
plying with all CMS and CDC guidance related to 

 infection control.

•  Since nursing homes are a critical part of the healthcare sys-
tem, and because of the spread  and the severity of illness that 
occurs in residents with COVID-19, CMS/CDC urges State and 
local leaders to consider the needs of long-term care facilities 
with respect to supplies of PPE and COVID-19 tests.

•   Nursing homes should immediately implement symptom 
screening for all staff, residents, and visitors – including tem-
perature checks.

•   Nursing homes should ensure all staff are using appropriate 
PPE when they are interacting with patients and residents, to 
the extent PPE is available, in accordance with CDC guidance.

•  To avoid transmission of the virus within nursing homes, 
facilities should use separate staffing teams for residents to the 
best of their ability. Also, as President Trump announced the 
administration urges nursing homes to work with State and lo-
cal leaders to designate separate areas or units within a facility 
to separate COVID-19 negative residents and individuals with 
unknown COVID-19 status from COVID-19 positive residents.  
Read more here.

Payment Matters
No matter where you work, understanding the basics of health care 
payments and other sources of funding for the services you provide 
is an asset to every RDN. That’s why the Academy is launching Pay-
ment Matters, a free program for all members, in April 2020. To learn 
more log on to the Payment Matters program.  By enrolling you will 
receive monthly emails with valuable information, resources, and 
learning activities regarding payment from third party payers (e.g., 
health insurers), including for MNT delivered via telehealth, oppor-
tunities through healthcare reform, and more.

During COVID-19 Emergency, CMS Gives Green Light to 
MNT via Telehealth for Medicare Beneficiaries
Good news for RDNs who are Medicare providers: the Centers for 
Medicare & Medicaid Services announced details of its policies to 
broaden access to telehealth services. Academy President Terri 
Raymond recently sent a letter to U.S. Health and Human Services 
Secretary Azar advocating for medical nutrition therapy via tele-
health for Medicare beneficiaries. The Academy was pleased to see 
the success of its advocacy efforts to ensure RDNs were part of the 
agency’s updated recommendations. Read more here.

Supporting Older Americans Act of 2020 Signed into Law
The Academy applauds Congress and the President for passing 
and signing into law the Supporting Older Americans Act of 2020. 
“This legislation continues the bipartisan tradition of supporting 
America’s seniors through nutrition programs, caregiver support 
and elder justice,” said registered dietitian nutritionist and Acad-
emy President Terri J. Raymond.   Raymond went on further to say 
“The Supporting Older Americans Act will increase seniors’ access 
to culturally appropriate, medically tailored meals. Additionally, 
the prioritization of malnutrition screening and reduction as part 
of nutrition programs is an important step towards addressing this 
prevalent and costly condition.” Read the entire Academy’s state-
ment here.  

https://www.eatrightpro.org/news-center/member-updates/coronavirus-updates/help-americans-keep-food-on-the-table
https://www.eatrightpro.org/news-center/member-updates/coronavirus-updates/new-cms-and-cdc-recommendations-for-covid-19
https://and.informz.net/AND/pages/Payment_Matters_Program?_zs=VnBlX&_zmi=91kE
https://and.informz.net/AND/pages/Payment_Matters_Program?_zs=VnBlX&_zmi=91kE
https://and.informz.net/AND/pages/Payment_Matters_Program?_zs=VnBlX&_zmi=91kE
https://www.eatrightpro.org/news-center/member-updates/coronavirus-updates/during-covid19-emergency-cms-gives-green-light-to-mnt-via-telehealth-for-medicare-beneficiaries
https://www.eatrightpro.org/news-center/on-the-pulse-of-public-policy/from-the-hill/supporting-older-americans-act-of-2020-signed-into-law
https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/leadership-development/recruitment-and-retention-resources/value-of-membership.pdf
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Winter 2020 House of Delegates Meeting Recap: Evidence-Based Practice 
The Academy of Nutrition and Dietetics House of Delegates (HOD) held its winter 2020 Virtual Meeting on 
Saturday, January 25, 2020 where delegates discussed the topic Evidence-Based Practice (EBP). 

 

 

 

 

From the Meeting Dialogues, the Top Items Reported by Tables are: 
Top Barriers Additional Actions or Tools Needed to Promote EBP 

• Adequate Time to Research, Utilize 
Evidence, and Communicate it Effectively 

• Lack of Critical Thinking Skills 
• Personal or Professional Bias 
• Education and Competency 

• Collaboration and Communication 
• Internally with Academy members and organizational units 
• Externally (other professionals and healthcare organizations/associations) 

• Upgrade the Evidence Analysis Library 
• Add an EBP CPE Requirement from CDR  
• Academics/Professors/ ACEND 

• Training tools for students 
• Toolkits for educators and practitioners 

Why Discuss Evidence-Based Practice?  
We have an urgent need to educate and align credentialed food and 
nutrition practitioners around the foundational values of evidence-
based practice. Practitioners need to be equipped with the knowledge, 
skills, and competencies to protect our relevance, credibility, and 
integrity as a science and evidence-based profession. Additionally, we 
need to speak in one voice utilizing the Academy’s three-pronged 
approach to evidence-based practice: best available evidence, a 
practitioner’s clinical experience and the client’s needs/wants.  

 

 
 

Evidence-
Based 

Practice: 
Three Prongs 

We will provide 
updates as they 

are available.

Details of the table 
discussions have been 
provided to Leadership 
Staff of the Academy, 

CDR and ACEND to 
inform efforts across 

Academy 
organizational units. 

The HLT will provide a 
report to the Academy’s 

Board of Directors in 
February to inform 

future recommendations 
and actions to further 
support and advance 

evidence-based practice 
within our profession. 

What is Evidence-Based Practice?  
Evidence-based practice is an approach to 
health care wherein credentialed nutrition 

and dietetics practitioners use the best 
available evidence to make decisions for 
patients/clients, customers, individuals, 

groups, or populations. 
The full definition of Evidence-Based 

Practice and Evidence-Based Dietetics 
Practice are available in the September 2019 

Academy of Nutrition and Dietetics 
Definition of Terms List 

on pages 19-20.   
 
 
 
 
 
 
 
 
 
 
 
 
 

Professional Issue Question: 
During the January virtual meeting Delegates and auditors engaged in dialogue designed to answer the following question: 

What more needs to be done to support and communicate evidence-based practice within the nutrition and dietetics 
profession? 

 

Additional Information: 
Evidence Based Practice Backgrounder Contact Your Delegate 

 

Next Steps:  

Professional Expertise 

Best Available Evidence 

Client Preferences 
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