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The Energy Intake Calculator is a tool that allows easy estimation of a resident’s energy intake. Energy intake 
is based on food intake and a low energy intake can lead to weight loss. The Energy Intake Calculator uses a 
point system to estimate energy intake:


An average woman (61kg) should have a mimunum total of approximately 6000Kj / day ... therefore they 
should have a minimum total of 80 points. 1


An average man (76kg) should have a minimum total of approximately 8000kj / day ... therefore they should 
have a minimum total of 106 points.1


Using the Energy Intake calculator you are able to record how much of each meal a resident is consuming. 
By adding up the total point score, you are able to work out if the resident is eating enough food to maintain 
their weight. 
It is best to observe the resident at meal times over 3 consecutive days in case their appetite is less one day 
due to an ‘off’ day, however observing the resident over a 24 hour period will also provide a fair estimation of 
how much they are eating. The Energy Intake Calculator estimates mainly foods provided by the food service 
of the facility. It does not account for food items they or family and friends purchase however the majority of 
their intake is provided by the facility’s food service and is most important to observe. 


StepS to completing the energy intake calculator
Use the Energy Intake Calculator to record the amount of food the resident did not eat at the meal i.e. 
leaves on their plate. The resident will not receive every item listed on the Energy Intake Calculator. Only 
record those meal items given to the residents. 
Place resident ID sticker on Energy Intake Calculator. 
Observe the resident at each meal time. Record how many serves of the meal item the resident receives. 
For example if the resident is given one bowl of cold cereal, in the ‘No. serves’ column, record a ‘2’ in the 
‘cold cereal’ row.
For each meal item the resident is given, circle the amount you estimate to be left on the plate 
when the resident has finished eating. For example, if the resident is given a bowl of cereal but one 
quarter of the cereal is left in the bowl not eaten, in the ‘1/4’ column, circle the relevant point score 
in the ‘cold cereal’ row. 
Once you have recorded the number of serves the resident has been given and the amount of food left on 
the plate you can total the number of points for each meal item. Simply multiply the ‘points for the amount 
of food NOT eaten’ by the ‘no. serves’ the resident was given. 
Therefore if the resident was given a bowl of cereal did not eat 1/4 the multiplication would look like this... 
6 (points for 1/4 cereal not eaten) x 2 (no. serves) = 12 Points
Record this number in the ‘Total points’ column.
Continue this process at every meal time observed. 
Once you have observed each meal for the day you 
can add up all the points for each meal item and 
achieve the grand total. 
Depending on the resident, circle the relevant 
‘OPTIMAL NUMBER OF POINTS’, either 80 (female) or 
106 (male).


If the resident’s GRAND TOTAL is equal to or greater than the OPTIMAL TOTAL then their intake is 
adequate.
If the resident’s GRAND TOTAL is less than the OPTIMAL TOTAL then their intake is not adequate. 
If a resident’s GRAND TOTAL is inadequate for more than 3 consecutive days alternate meal options and 
snacks should be considered (See information sheet 14 Energy Dense-snacks). 


See the tool kit for a completed sample.


National Health and Medical Research Council. Nutrient Reference Values for Australia and New Zealand. Canberra: Commonwealth 
of Australia; 2005.
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1 serve of energy = 300kj = 4 points


ENERGY INTAKE CALCULATOR
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An alternative energy intake 
calculator is available at:  


www.health.gov.au/internet/
healthyactive/publishing.nsf/content/


healthy-eating-calculator


?







CHART 7ENERGY INTAKE CALCULATOR


affix sticker here


Meal Points for amount of food NOT eaten ie food left on the plate No. serves Total points


ALL LEFT


%


3/4


%


1/2


%


1/4


%


NONE LEFT


%
eg 2 slices 
toast = 2 


serves


points x no. serves


eg half toast eaten (ie 1 
slice = 4 points) x number 


of serves (2) = 8 points


BREAKFAST
Cold cereal 0 2 4 6 8 1 4
Hot cereal 0 6 12 18 24
1 slice toast w condiments 0 2 4 6 8 2 16
Hot breakfast 0 4 8 12 16
Juice 0 1 2 3 4 1 1
Piece fruit / ½ C tinned fruit 0 1 2 3 4
Supplement / milkshake 0 6 12 18 24
Tea / coffee / cordial 0 0 0 0 0 1 0
MORNING TEA
1 cream biscuit 0 1 2 3 4 2 8
2 plain biscuits 0 1 2 3 4
1 Tim Tam® 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24 1 12
Cake / muffin 0 2 4 6 8
LUNCH
Hot meal / puree meal (standard) 0 4 8 12 16 1 8
Dessert 0 4 8 12 16 1 16
1 slice bread 0 1 2 3 4 1 4
Tea / coffee / cordial 0 0 0 0 0 1 0
Supplement / milkshake 0 6 12 18 24
Juice 0 1 2 3 4 1 3
AFTERNOON TEA
1 cream biscuit 0 1 2 3 4 1 4
2 plain biscuits 0 1 2 3 4
1 Tim Tam® 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24 1 6
Cake / muffin 0 2 4 6 8
DINNER
Sandwich 0 3 6 9 12
Salad 0 1 2 3 4
Finger food (ie chicken nuggets) 0 1 2 3 4
Soup 0 1 2 3 4 1 4
1 slice toast w condiments 0 2 4 6 8 2 16
Puree meal (small) 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0 1 0
Juice 0 1 2 3 4
Supplement / milkshake 0 6 12 18 24
SUPPER
1 cream biscuit 0 1 2 3 4 1 4
2 plain biscuits 0 1 2 3 4
1 Tim Tam® 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24 1 6
Cake / muffin 0 2 4 6 8


GRAND TOTAL OF POINTS 112


OPTIMAL NUMBER OF POINTS (circle relevant number) 80 106


Grand total is equal to or greater than the optimal total = adequate food intake


Grand total is less than the optimal total = inadequate food intake = ACTION REQUIRED


(tick relevant box)


SAMPLE


ü








StepS to completing the reSident plate waSte graph


The resident plate waste graph allows you to clearly see the amount of plate waste at each meal. 
This can show potential meal times for concern for groups of residents. Residents may eat more at 
breakfast because they have a bigger appetite. Giving the residents larger servings or more food 
options at this time may help the resident meet their dietary requirements because they are inclined 
to eat more. 


Each menu item is represented on the horizontal axis of the graph. Using the information recorded 
on the plate waste chart for individual residents, plot the amount of plate waste for each item on the 
graph for each resident. If the resident did not receive an item simply leave it blank. You will create a 
separate line for each resident.


Repeat this process for each meal item consumed and for each resident.


By plotting the pattern for each resident and comparing it against the lines of the other residents, 
you can see if there is a general need for food items to change. For example there may be a large 
amount of plate waste for a particular food item which may indicate the option is not popular with 
the residents. 


Ideally this process should be carried out for consecutive meals over a 3 day period ie breakfast 
followed by morning tea, lunch etc. However doing the process over one day is also useful. 


Ideally there should be a moderate amount of plate waste left over from each meal. It is best if most 
plate waste lies around the quarter circle level.
Having little to no plate waste (an empty circle) is not ideal because it may mean that residents are 
not being offered enough food. 
Excess plate (more than 1/4 circle shaded) may mean too much food is being catered for and is 
wasted cost.  It might also mean that the resident doesn’t like this option and an alternative should be 
considered.


1.


2.


3.


4.


5.


•


•


•


REsIdEnT PLATE WAsTE GRAPH
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Plate Waste


INFORMATION SHEET 13 


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
Plate waste observations can be used to identify if the amount of food that is being served at meal 
times is meeting residents’ needs.
Leftover food on residents’ plates that is not eaten does not contribute to the residents’ dietary intake 
and therefore influences their nutrition status.
Suboptimal food intake can increase the residents’ risk of falls, contribute to weight loss, lead to 
nutrient deficiencies and delay wound healing.


Why
Providing the right amount of food to meet the residents’ nutrition needs will result in cost effective 
services. 
5-20% of plate waste is the goal for each meal.
Excess plate waste is detrimental to the residents’ nutritional status as residents may not be eating 
enough to meet their energy requirements.
Plate waste observations are one way of determining whether the facility is meeting the dietary needs 
of the individual and the outcomes of these observations can aid accreditation.


WhEn
Plate waste can be measured at any or all of the meal times - breakfast, morning tea, lunch, afternoon 
tea, dinner, supper.


Who
any or all residents’ at the facility can be observed to measure plate waste. 
nursing staff, carers, family and friends of the resident can all participate in observing and measuring 
plate waste. 


hoW
observe residents in the dining room, particularly residents who have a large amount of plate waste, 
to see how much of their meals they are eating.
Record the amount of plate waste left at the end of the resident’s meal using the Resident Plate Waste 
Chart (Chart 5). an estimation of the amount of meal left is recorded ie if ¼ of the casserole is not 
eaten by the resident then ¼ should be indicated on the food record.
If a resident has large amounts of plate waste at meals regularly, it should be discussed with the 
resident. It is useful to talk to the resident about their food likes and dislikes, appetite and any 
symptoms they may experience with eating (eg pain, nausea, ill-fitting dentures). 
Introducing high energy snacks (see Information Sheet 14) between meals, helping the resident make 
meal selections from the menu or helping to alleviate any issues they may have at meal time (eg pain) 
can help increase food intake and reduce plate waste.
alternative to this method you can also see appendix 4 in the Best Practice Food and Nutrition Manual 
for Aged Care Facilities, pg 151, for the Plate Wastage Survey form.


•


•


•


•


•
•


•


•


•
•


•


•


•


•


•







 


anaLySIS of RESuLtS
Individual results need to be compiled to ensure the resident is having an adequate intake. this will give 
a warning of potential weight loss issues before the regular weighing pick up changes.
analysis of Meals and Dishes- compilation of results across the facility will allow the identification of 
meals and dishes that are of concern (ie have a high amount or zero plate waste).
 


these graphs  indicate the waste at breakfast in both areas is very low.  In fact they indicate there is a need 
to increase the options available at this meal. there is a great opportunity here to offer a hot breakfast, 
and more desserts at lunch and dinner.
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CASE STUDY 3:  
RESiDEnT plATE wASTE


MRS JoAn FAY *


Mrs Fay is a 78 year old resident. nurses have observed that Mrs 
Fay has not been eating all of her meals and has been complaining 
of a having a poor appetite and feeling full. The nurses report their 
findings to the care manager who decides to organise a resident 
plate waste audit of Mrs Fays meals over 3 consecutive days to see 
how much she is eating. 


The care manager informs the staff who will be looking after Mrs 
Fay’s unit for the next 3 days to observe each of her meal times and record her intake on the 
resident plate waste chart as per instructions on the chart.


Mrs Fay’s intake observations are demonstrated on the completed resident plate waste chart 
attached.


Breakfast
Mrs Fay was served two slices of toast and a cup of tea. Mrs Fay’s plate waste equalled zero. 


Lunch
At lunch time her plate waste was consistently very high as she wasn’t eating much of her 
meal. Mrs Fay complained her appetite was worst at lunch time. 


Review
The care manager reviewed what Mrs Fay was eating at breakfast and decided to increase the 
serving sizes of her meals. The care manager offered Mrs Fay her a bowl of cereal in addition 
to her toast and tea to increase her food intake. Mrs Fay was happy with the addition to her 
breakfast and it meant she was maximising her intake by eating most when she felt hungry. 


* All content is fictional. Photo downloaded from www.istockphoto.com
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


How to Measure Weight Accurately


INFORMATION SHEET 4 


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
this information sheet will tell you how to measure a residents’ weight correctly using chair scales. 


Why
Measuring weight correctly is very important to monitor weight change, to determine nutritional risk (see 
Information Sheet 2: Screening Residents’ Nutritional Risk), and to calculate the correct dose of medicine. 


hoW
Decide on the appropriate method. If the resident can 
walk use chair scales (see below for instructions), if the 
resident is bed bound use a hoist (for instruction please 
refer to the manufacturer’s operational instructions or ask your organisational educator).
Ensure the equipment is clean and calibrated (to check if the scales are calibrated place any item on 
the chair which you know the weight of eg 2kg bag of flour from the kitchen and see if the scales are 
accurate).
Ensure you have the Resident Monthly Weight Chart (Chart 1) or a pad and pen for documentation.
Explain the procedure to the resident.1


Make sure the resident has toileted recently.1


Make sure the breaks are on and the foot rests 
are out of the way.
assist the resident to transfer onto the chair 
scales (using your organisational manual 
handling techniques).1 
have the resident sit in the centre of the chair 
with their feet on the footrests and not leaning 
or holding onto anything.2 
ask the resident to remain still and record the 
value when the numbers stop moving on the 
Resident Monthly Weight Chart.
assist the resident in resuming their previous 
activity.1 
Report any abnormal findings to the care manager and consider screening the resident for nutritional 
risk (see Information Sheet 2: Screening Residents’ Nutrition Risk) if they have lost weight.1 


WhEn/Who
you can weigh residents:


on admission, 
once a month for observation,
More frequently if they are unwell or have only been eating small amounts or not at all.


Konno R. Intervention: Observations: Weight and Height. In: the Joanna Briggs Institute; 2007
Collins n. Measuring height and Weight. Advances in Skin & Wound Care 2002;15(2):91-92.


1.


2.


3.
4.
5.
6.


7.


8.


9.


10.


11.


•
•
•


1.
2.


See the accompanying DVD for a 
demonstration of these techniques?








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


How to Measure Ulna Length / Height


INFORMATION SHEET 5 


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
Ulna length is an easy and accurate measurement you can use to calculate a resident’s height. 


Why
It is useful to know the resident’s height so you can calculate their Body Mass Index (BMI) which helps to 
screen residents’ nutritional status (see Information Sheet 2: Screening Residents’ Nutritional Risk).
It is difficult to measure residents’ height standing up because it can be unsafe and they may not be able 
to. Calculating height using ulna length is minimally intrusive and can be done with everyone.


hoW
Explain the procedure to the resident.
Put resident’s right hand (if right arm is sore use 
left) on their left shoulder.
Use the tape measure (see Information Sheet 6: 
Metal Tape Measures) to measure from the point 
that sticks out at the wrist to the tip of the elbow.
Record the ulna length on the Resident Monthly 
Weight Chart (Chart 1).
Identify the correct height from the ulna conversion 
table on information sheet 1 and record the height 
on the Resident Monthly Weight Chart.
Use the resident’s height to calculate their BMI and 
screen the resident’s nutritional risk (see Information Sheet 1).
If measured accurately, ulna length does not need to be repeated.


WhEn & Who
you can calculate every resident’s ulna length/height when:


they are admitted to the facility,
they are being screened for nutritional risk.


1.
2.


3.


4.


5.


6.


7.


•
•


See the accompanying DVD for a 
demonstration of these techniques?








Use
Measuring lengths of the body eg Ulna Length.


Measuring girths of the body eg Mid Arm Circumference


PUrChAsing
The metal tape measure pictured below (the Lufkin executive 2m tape measure) is ideal because the 
tape is very thin and flexible. These sort of tape measures can be purchased from good independent 
tool shops.


Alternatively they can be purchased from Blackwoods, online (see http://www2.blackwoods.com.
au/Default.aspx) or over the phone (see over the page for a list of branch locations). They vary 
considerably in price from around $2 to $60.


These brands and outlets are included as examples only and should not be interpreted as 
recommendations.


note that this tape has a flexible end and no sharp edges. 
Only tapes with flexible ends and no sharp edges should be used on the body. 


•


•


•


•


•


Go to the front of your toolkit to find your tape measure. If 
you would like to purchase additional tape measures, please 


find some suggested contacts over the page.
?


ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Metal Tape Measures


INFORMATION SHEET 6


PAGE 1
Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  


Funded by the Australian Government Department of Health and Ageing. 2009.







NSW
Branch Name Address Suburb Postcode Telephone
Blackwoods 410 Townsend Street Albury 2640 02 6021 8300
Blackwoods 105-107 Argent 


Street Broken Hill 2880 08 8088 3811
Blackwoods 14 Isles Drive Coffs Harbour 2450 02 6652 1244
Blackwoods 33 Cobbora Road Dubbo 2830 02 6882 4166
Blackwoods Unit 2, 124-126 


Wakaden Street Griffith 2680 02 6962 6444
Blackwoods 18 Krauss Avenue Lismore South 2480 02 6621 2666
Blackwoods 18-22 Peisley Street Orange 2800 02 6361 7000
Blackwoods 5 Magpie Street Singleton 2330 02 6571 3111
Blackwoods 
(NSW Head 


Office)
13 Cooper Street Smithfield 2164 02 9203 0111


Blackwoods Cnr Plain & Belmore 
Streets Tamworth 2340 02 6765 3066


Blackwoods 6 Colony Close Tuggerah 2259 02 4353 9133
Blackwoods Unit 1, 175-177 Five 


Islands Road Unanderra 2526 02 4272 2222


Blackwoods 150 Hammond 
Avenue Wagga Wagga 2650 02 6921 6077


Blackwoods 90 Hannell Street Wickham 2293 02 4962 2300


QLD
Branch Name Address Suburb Postcode Telephone
Blackwoods Unit 1, 6-8 


Woondooma Street Bundaberg 4670 07 4152 2200
Blackwoods 240 Hartley Street Cairns 4870 07 4035 3722
Blackwoods 
(QLD Head 
Office)


131-137 Mica Street 
Synergy Park Carole Park 4300 07 3275 7222


Blackwoods Unit B / 855 Boundary 
Road Coopers Plains 4108 07 3345 9011


Blackwoods 1-3 Greg Jabs Court Garbutt 
Townsville 4812 07 4755 8111


Blackwoods 16 Chapple Street Gladstone 4680 07 4972 1544
Blackwoods 35 Oak Street Gympie 4570 07 5482 1488
Blackwoods 712-716 Kingsford 


Smith Drive Hamilton 4007 07 3861 2000


Blackwoods 164 Saltwater Creek 
Road Maryborough 4650 07 4121 2329


Blackwoods 1 Traders Way Mt Isa 4825 07 4743 4344
Blackwoods 211-213 Farm Street North 


Rockhampton 4701 07 4924 7600


Blackwoods 53-55 Enterprise 
Street Paget, Mackay 4740 07 4963 3800


Blackwoods Commercial Drive Southport 4215 07 5532 9500
Blackwoods 313 Taylor Street Toowoomba 4350 07 4634 5555


VICTORIA
Branch Name Address Suburb Postcode Telephone
Blackwoods 27 Deborah Street Bendigo 3550 03 5441 2662
Blackwoods 1948 Sydney Road Campbellfield 3061 03 9357 8222
Blackwoods 20 Greens Road Dandenong 3175 03 9794 7923
Blackwoods 375 Fitzgerald Road Derrimut 3030 03 8369 1555
Blackwoods 385 Thompsons 


Road Geelong Nth 3215 03 5278 5188


Blackwoods 1031 Etiwanda 
Avenue Mildura 3500 03 5022 1677


Blackwoods 210-224 Princes 
Drive Morwell 3840 03 5120 2400


Blackwoods 11 Cellana Court Portland 3305 03 5523 2222
Blackwoods 
(VIC Head 
Office)


1 Caribbean Drive Scoresby 3179 03 8756 8222


Blackwoods 87 Benalla Road Shepparton 3630 03 5821 9455
Blackwoods 4 Daveyduke Drive Wendouree 


Ballarat 3335 03 5339 6900


ACT
Branch Name Address Suburb Postcode Telephone
Blackwoods 


(ACT) 187 Gladstone Street Fyshwick 2609 02 6234 5345


WA
Branch Name Address Suburb Postcode Telephone
Blackwoods 194 Albany Highway Albany 6330 08 9841 1888


Atkins Electrical 16 Wright Street Bayswater 6053 08 9370 3055
Blackwoods Lot 1821 Farrell 


Street Broome 6725 08 9192 1718
Blackwoods 11 Clifford Street Bunbury 6230 08 9726 2220
Blackwoods 
(WA Head 
Office)


183 Bannister Road Canning Vale 6155 08 9311 6400


Atkins Electrical 204-208 Bannister 
Road Canning Vale 6155 08 9311 6500


Blackwoods 61-63 Norseman 
Road Esperance 6450 08 9071 2944


Blackwoods 115 Flores Road Geraldton 6530 08 9921 1533
Atkins Electrical 71 Wheatley Street Gosnells 6110 08 9398 5777
Atkins Electrical 4 Canham Way Greenwood 6024 08 9342 1511


Blackwoods 11 Wilurarra Road Kalgoorlie 6430 08 9026 4000
Blackwoods 15 Coolawanyah 


Road Karratha 6714 08 9185 1266


Blackwoods Lot 1132 Ivenhoe 
Road Kununurra 6743 08 9168 2499


Blackwoods Lot 418 Ocean Street Kwinana 6167 08 9439 1799
Blackwoods 3 Thorpe Way Kwinana 6167 08 9439 3316
Blackwoods 819 Marshall Road Malaga 6090 08 9248 2300


Atkins Electrical 48 Reserve Drive Mandurah 6210 08 9582 0733
Atkins Electrical 6 Lloyd Street Midland 6056 08 9274 4511


Blackwoods 1607 Laver Street Newman 6753 08 9175 1282
Blackwoods Unit 1/30 King 


Edward Road Osborne Park 6017 08 9446 9666


Blackwoods
Lot 1618 Corner 


Wilson and Wedge 
Street


Port Hedland 6721 08 9173 4499


SA
Branch Name Address Suburb Postcode Telephone
Blackwoods 322B Commercial 


Street West Mt Gambier 5290 08 8723 9288
Blackwoods 1 Thomas Court Port Lincoln 5606 08 8682 6064
Blackwoods 
(SA Head 
Office)


7-19 Tikalara Street Regency Park 5010 08 8245 8600


Blackwoods 3 Gosse Street Roxby Downs 5725 08 8671 0700
Blackwoods 132 Norrie Avenue Whyalla 5600 08 8645 0133


NT
Branch Name Address Suburb Postcode Telephone
Blackwoods 4219 Stuart Highway Alice Springs 0870 08 8952 1788
Blackwoods 
(NT Head 
Office)


8 Mataram Street Winnellie 0820 08 8984 4255


TASMANIA
Branch Name Address Suburb Postcode Telephone
Blackwoods Lot 3, Mobil Road Bell Bay 7253 03 6382 4411
Blackwoods 2-4 Wellington Street Burnie 7320 03 6431 9975
Blackwoods 
(TAS Head 
Office)


11 Derwent Park 
Road


Derwent Park 
Hobart 7009 03 6273 1333


Blackwoods 130 Don Road Devonport 7310 03 6424 4711
Blackwoods 170 Inverway Road Invermay 


Launceston 7248 03 6326 5999


BLACkwOODs BrAnCh LOCATiOns
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Energy-dense Snacks


INFORMATION SHEET 14


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
For older australians, snacks are an invaluable source of concentrated energy that contribute a great 
deal to their overall dietary intake. For a list of energy-dense snacks appropriate for older australians 
see the Best Practice Food and Nutrition Manual for Aged Care Facilities, chapter 
19, pages 123-125.1 alternatively see the Quick Kilojoule Counter Chart.


Why
Energy-dense foods are an ideal snack for residents because they 
can help residents meet their energy requirements without the 
need to eat a large amount of food. When residents meet their 
energy requirements they are happier and healthier. 


WhEn
Snacks can be given at any time of the day (or night!) but are best 
given in between main meals eg morning tea, afternoon tea and 
supper. this is because the resident may be too full to eat them after 
their main meal. 


Who
Snacks are beneficial for all residents, especially 
those who: 


are underweight or losing weight
have a poor appetite
Become full quickly
are unwell
Cannot eat a big meal


Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: australian nursing home and 
Extended Care association; 2004.


•
•
•
•
•


1.








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


The Dining Room Experience


INFORMATION SHEET 19


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
the dining room experience is very important in all life stages including Residential aged Care. 
Consultation with the residents and staff and perhaps seeking advice from an expert (eg occupational 
therapist or interior decorator) about how to improve the dining room atmosphere can improve the 
quality of life of the residents.


Why
having an environment that is conducive to eating is important because it leads to improved physical 
and mental health of the residents through improved food intake and socialisation.


hoW
there are many ways to improve the dining room, for example:


Tablecloths and flowers or ornaments that change for the occasion.(1)


Round tables that seat 4 - 6 people encourage conversation and socialisation.
Quiet background music that fosters a peaceful environment. (1)


Giving residents (where possible) a choice about where they sit and 
who with. (1)


Supporting residents who spill or dribble food with appropriate 
cutlery and clothes protectors may reduce their level of 
embarrassment and in turn increase their enjoyment of eating. 
(2)


In some cases it is possible for a resident (‘Buddy’) to look 
out for another resident who may be experiencing difficulty 
in the dining room. (2)


having a scheduled group event such as ‘Happy Hour’ will 
foster socialisation and food intake. (2)


Familiarity - having the same staff member feed residents 
who require assistance (where possible) encourages trust and 
rapport. (2)


Encourage special events, eg Christmas in July. (2)


Change the environment occasionally, eg eat in an outdoor setting. (2)


WhEn
Making the dining room friendlier is appropriate any time.


Who
Where practical encourage all residents to eat in the dining room because it may provide a stimulus for 
food consumption.


•
•
•
•


•


•


•


•


•
•


Well for Life. Improving nutrition and physical activity for residents of aged care facilities [online]. In: Victorian Government 
health.
Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: australian nursing home and 
Extended Care association; 2004.


1.


2.








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION
Nutrition and hydration for residents with 


‘behaviours of concern’


INFORMATION SHEET 20 


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


Who
The person most likely to demonstrate behaviours of concern is a resident who is living with dementia. 
Prevention and management can be undertaken by anyone who has a warm and trusting relationship 
with the resident as long as they have the requisite skills (for example, to assist someone with a 
swallowing problem to eat and drink).


WhaT
a resident who is said to have ‘disruptive’, ‘challenging’ or ‘aggressive’ behaviour is one whose actions cause 
you concern. There is usually a trigger behind a ‘behaviour of concern’ and the best way to manage such 
a situation is to prevent the trigger from starting the behaviour. Factors that might trigger a behaviour 
include things in the environment (eg noise, bright lights), people (carers, family, other residents), 
communication (eg inability to understand language and to be understood), state of well/ill-being (eg 
pain, discomfort, fear, hunger, fatigue), and personality (eg invasion of personal space, loneliness). The 
behaviour can blunt their desire to eat and drink or the hunger and thirst can trigger a behaviour! What 
is even more alarming is that a resident with dementia is already at risk of malnutrition and dehydration 
because of the following factors: 


loss of appetite
an insatiable (ravenous) appetite or a craving for sweets
forgetting to eat and drink 
forgetting how to chew or swallow 
having a dry mouth or mouth discomfort (note: 
medications and ill-fitting dentures) 
inability to recognise the food and drink they are 
given1


a person-centred approach to identifying triggers behind 
behaviours of concern is the best approach to maintaining a 
resident’s nutrition and hydration status.


Why
as behaviours of concern (for you and the resident) can seriously 
impact a resident’s nutrition and hydration, it is important to use an 
assessment tool to record the nature, frequency, duration and outcome of 
behaviours as well as their triggers. In consultation with the resident, resident’s family and carers, identify 
behavioural management strategies in the plan of care, implement and monitor their effectiveness. 
Consider whether the behaviours are a possible attempt to communicate feelings or express an unmet 
need such as hunger or thirst2. Most residents have been making decisions about their food and drink 
preferences for a very long time; so even if a resident has limited verbal communication, you can still 
‘know’ their likes and dislikes from their biography (life story) and from the person’s non-verbal messages 
….if you develop a close and trusting relationship. 


-
-
-
-
-


-
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When and hoW
There is no set timing nor eating/drinking strategy that will work every time for a resident who 
experiences behaviours of concern. you need to be patient and trial each identified strategy; a strategy 
that worked last time may be unsuccessful this time. Some things that may minimise behaviours of 
concern while maximising food and fluid intake are:


ensuring drink and food preferences are known and offered
having food that looks good, smells good and is easily managed
using prompts to start, continue and finish 
‘training’ to manage finger food
having food within easy reach
offering one food or drink at a time, and meal courses separately
giving poppers, ice blocks and icy poles 
modelling behaviour (have a ‘cuppa’ with resident) or having someone to copy3


using menu picture cards and cooking activities4


encouraging residents to feed themselves as much as possible (anger and embarrassment are 
behavioural triggers)
allowing enough time to chew and swallow completely


Keep eating simple. not all food has to be eaten with cutlery if this is becoming difficult. Finger food 
can be a nutritious and easy alternative
Keep in mind a person’s past history with food. They may have always had a small appetite, been a 
voracious eater or had a sweet tooth Watch food temperatures. While warm food is more appetising, 
some people with dementia have lost the ability to judge when food is hot or cold. Beware of using 
Styrofoam cups which not only hold the heat for a long time, but also tip over easily
Spoiled food in the refrigerator, hiding food or not eating regularly may all be signs that someone 
living alone is in need of more support
Many people with dementia do not get enough fluids because they may forget to drink or may no 
longer recognise the sensation of thirst. Be sure to offer regular drinks of water, juice or other fluids to 
avoid dehydration
Many eating problems are temporary and will change as the person’s abilities deteriorate


alzheimer’s australia. (2007). Quality dementia care standards: A guide to practice for managers in residential aged care 
facilities. Retrieved october 15, 2009 from http://www.alzheimers.org.au/upload/QdC21.pdf 
aged Care Standards and accreditation agency. Demystifying dementia care - Module 5: Looking  behind behaviours. 
Retrieved october 15, 2009 from http://accreditation.amplify.com.au/site/uploads/TG%20Responding%20to%20Behavio
urs.pdf 
Bartl, R., & Bunney, C. (2004). Best practice food and nutrition manual for aged care facilities. Sydney: anheCa
Clarke, L. (2009). Improving nutrition in dementia through menu picture cards and cooking activities. Nursing Times, 
105(30/31), 16.


-
-
-
-
-
-
-
-
-
-


-


•


•


•


•


•


1.


2.


3.
4.
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Food Temperatures


INFORMATION SHEET 15


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
Food safety is a crucial element in preventing food contamination.1 Food related illness can lead to 
vomiting, diarrhoea and stomach cramps and is potentially fatal for older frail people.2 Ensuring food is 
correctly handled, prepared and served is vital to preventing food contamination. Maintaining food at 
the correct temperature is a key element of food safety.2 


thermometers and heated trolleys are useful tools to ensure food is kept at the correct temperature for 
safe consumption. 


Why
Certain bacteria found in food survive the heating process.2 Once the food cools, bacteria begin to 
multiply. 


Bacteria can contaminate food in two ways:
harmful bacteria multiply to large amounts in the food 
Poisons are produced as a result of large amounts of bacteria multiplication 


hOW
Maintaining food at the correct temperature prevents bacteria multiplication and contamination. 
hot food must be kept above 60˚C and cold food must be kept below 5˚C.2 Bacteria grow most rapidly 
between these temperatures and the longer it takes the food to reach the safe temperature, the more 
time bacteria have to grow.2


a number of foods are more hazardous and sensitive to temperature. Extra care must be taken to ensure 
these foods are kept within the best temperature zone to prevent contamination.


these include:
Raw or cooked meat or food containing cooked meat (stew, casserole, lasagne)3


Dairy products (cream, custard, milk)3


Cooked rice or pasta3


Salads + sandwiches3


Seafood3


Foods high in protein (eggs, nuts, beans)3


 


•
•


•


•


•


•


•


•
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REDuCing thE RiSk
Serving Procedure


a thermometer is necessary to ensure that food is being delivered, stored, cooked, cooled and 
reheated at a safe temperature.1


the facility must use a thermometer that can be inserted into food to check the internal temperature.4 
a digital probe thermometer that is accurate to +/- 1˚C is recommended.1 using a probe thermometer 
allows you to accurately check the food is heated or cooled thoroughly and is therefore safe for 
residents to eat.
Probe thermometers must be cleaned, dried and sanitised between every use to prevent cross 
contamination eg checking the temperature of a raw meat followed by a hot casserole without 
cleaning the probe would potentially spread bacteria to the hot meal , causing contamination rather 
than preventing it.1 
heated trolleys are used to keep food hot whilst it is being delivered to residents. the temperature of 
the food should be monitored before serving. Food must be held in heated trolleys above 60°C. 


cooling Procedure
thaw all food in a refrigerator – this minimises bacterial growth1


Make sure that the juice of red meat doesn’t contaminate other foods as it thaws (eg place on 
bottom shelving to thaw)1


hot food must be cooled from 60˚C to 21˚C in a maximum of two hours and from 21˚C to 5˚C in a 
maximum of four more hours.3


Break large portions of food into smaller portions to cool more quickly.3 


Heating Procedure
hot food must be kept above 60˚C. Food that is served hot should never be reheated in a Bain Marie.1


When reheating previously cooked food, it must be done rapidly to 72˚C and held for 2 minutes at 
that temperature.2


Do not reheat food more than once.1 throw away any leftover food. 


Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. gosford: australian nursing home and 
Extended Care association 2004.
Food Standards australia new Zealand. Essential food safety practices. Cool and reheat food safely - to the right temperatures. 
in: Food Standards australia new Zealand, ed. 2001.
Food Standards australia new Zealand. Food Safety Standards - Temperature control requirements. in: Food Standards 
australia new Zealand, ed. 2001.
Food Standards australia new Zealand. Food Safety Standards - Thermometers and using them with potentially hazardous 
food. in: Food Standards australia new Zealand, ed. 2001.


•


•


•


•


•
-


•


•


•
•


•


1.


2.


3.


4.


This information sheet is 
designed to be used in conjunction 


with HACCP standards
?
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This survey asks about your views of food service in this facility. This is part of a project 
which is looking at food and nutrition at All your answers will be anonymous. You can 
leave blank any question you don’t want to answer. 


For each statement, please answer how often you feel this way: 


Always,  Often,  Sometimes,  Rarely, or  Never


Please mark your answer by circling it, for example:


I receive enough food 1. Always Often Sometimes Rarely Never


The Questions start on the next page.
There are 28 questions, and a place to write comments if you want to.


 


© Wright, O; Capra, S; Connelly, L. Not to be reproduced without authors’ permission.


RESIDENT FOOD SURVEY CHART 4
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HUNGER & FOOD QUANTITY


1. I receive enough food Always Often Sometimes Rarely Never


2. I still feel hungry after my 
meal Always Often Sometimes Rarely Never


3. I feel hungry in between 
meals Always Often Sometimes Rarely Never


MY CHOICES


4. I am asked about the food 
and drink that I like Always Often Sometimes Rarely Never


5. I am able to choose where I 
sit to eat my meal Always Often Sometimes Rarely Never


6. I like the amount of food 
choice I have Always Often Sometimes Rarely Never


7. I can add salt, pepper and 
sauces to my food if I want Always Often Sometimes Rarely Never


8. There is enough variety for 
me to choose meals that I want 
to eat


Always Often Sometimes Rarely Never


9. I can have a snack (eg 
sandwich / toast) whenever I 
choose 


Always Often Sometimes Rarely Never


MEAL QUALITY & ENJOYMENT


10. The meals taste nice Always Often Sometimes Rarely Never


11. The meals have excellent 
and distinct flavours Always Often Sometimes Rarely Never


© Wright, O; Capra, S; Connelly, L. Not to be reproduced without authors’ permission.
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12. I like the way the vegetables 
are cooked Always Often Sometimes Rarely Never


13. The meat is tough and dry Always Often Sometimes Rarely Never


14. The food is as good as I 
expected Always Often Sometimes Rarely Never


15. I really enjoy eating my 
meals Always Often Sometimes Rarely Never


16. I like the way my meals are 
presented Always Often Sometimes Rarely Never


17. The vegetables are too crisp Always Often Sometimes Rarely Never


18. The hot foods are just the 
right temperature Always Often Sometimes Rarely Never


19. I am able to choose the 
portion size of my meal Always Often Sometimes Rarely Never


20. The vegetables are too soft Always Often Sometimes Rarely Never


THE DINING ROOM


21. I like the atmosphere in the 
dining room at mealtimes Always Often Sometimes Rarely Never


22. The crockery and cutlery are 
chipped and/or stained Always Often Sometimes Rarely Never


23. I am disturbed by noise in 
the dining area Always Often Sometimes Rarely Never


© Wright, O; Capra, S; Connelly, L. Not to be reproduced without authors’ permission.
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24. The staff who serve my 
meals are neat and clean Always Often Sometimes Rarely Never


25. The cutlery and dining aids 
that I am given help me to 
manage everything on my plate 


Always Often Sometimes Rarely Never


26. The main meals are served 
at times that are good for me Always Often Sometimes Rarely Never


27. Overall, how would you rate 
the foodservice


Very 
good Good Not good 


or bad Poor Very 
poor


Do you have any general comments or suggestions? 
Please write them below.


THANK YOU VERY MUCH FOR YOUR TIME


© Wright, O; Capra, S; Connelly, L. Not to be reproduced without authors’ permission.
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Taste Fatigue


INFORMATION SHEET 16


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


Taste fatigue occurs when a person becomes disinterested in a food because they consume it often for a 
long period of time and become bored or tired of the flavour of the food. (1) It most commonly happens 
when a resident is having a supplement of the same type and/ or flavour for a long period of time.


Solution ideaS
Trial an alternative taste option eg try fruit juice style instead of milk supplement; trial an alternative 
flavour range; trial an alternative serving temperature eg chilled or add ice.1


Alternate supplement type daily or use different styles of supplement at different times throughout 
the day.


Work with the resident and discuss their preferred option to 
increase their compliance to taking the supplement.


Use supplement in cooking recipes eg high energy high 
protein powder in pikelets or coffee. This may mask the 
repetitive taste of the supplement but ensure the resident 
receives optimal nutrition from the supplement. 


Try regular energy-dense snacks in the place of the 
supplement (see Information Sheet 14: Energy-dense snacks 
and / or Tool 3: Snack Food Suggestions).


Compliance and taste fatigue. Troubleshooting Guide for ONS. 
June 2008 [cited 18/07/2009]; Available from: http://www.
nestlenutrition.co.uk/healthcare/gb/health_concerns/elderly_
malnutrition/Pages/mecomplianceandtastefatigue.aspx


•


•


•


•


•


1.








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Improving Pureed Meals


INFORMATION SHEET 17


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


The provision of high quality puree meals is regularly identified as an issue in RACFs. Most facilities 
identify the problem but are unable to find a solution which meets the needs of the residents and the 
catering staff. The main issue is that if the puree meals are not appetising and attractive they will not be 
enjoyed and consumed and this directly impacts on the residents’ quality of life and nutritional status as 
most puree food ends up in the garbage. 


Who needs puRee MeAls And Why?
pureed meals are a type of texture modified food.1


Residents with chewing or swallowing difficulties (dysphagia) may require texture modified meals 
because of problems with neurological control (such as stroke and parkinson’s disease), or structural 
or mechanical problems, such as cancer, dry mouth and mouth infections.
Appropriate modification of the texture of the foods, and sometimes the consistency of fluids as well, 
can make chewing and swallowing much safer and easier.1


Texture modification should not compromise the nutrient value, taste or visual appeal of the food.1


pureed meals should have a smooth texture, be moist and have no lumps.2


pureed meals should be thick and hold together well ie it should be able to coat a spoon without 
running off and when placed side by side on a plate should maintain their position without ‘bleeding’ 
into one another.3


The puRee MeAl needs To be... 
Visual – if the food looks good it is more likely to stimulate the appetite and is more likely to be eaten. 
staff may get more of a sense of satisfaction serving and assisting residents to eat attractive meals.


Taste – pureed meals need variety.2 Residents become bored with the meals if they all look and taste the 
same. Avoid giving similar or the same pureed lunch and dinner meals. dilution of food during the puree 
process will also dilute the taste, and taste should be considered as well as nutrient value when choosing 
liquids to aid the puree process.


Temperature – Food should be served at the right temperature.2 If served immediately following the 
puree process, pureed meals may require additional reheating.


Texture – standardising the consistency of pureed foods ensures that the residents get the safest meal 
texture for them.


nuTRITIous puRee
As for all meals, puree meals need to meet residents’ nutritional requirements, such as energy, protein, 
vitamins, minerals and fibre. depending on the resident, how well they eat, the pureed food items 
and cooking methods, it may be necessary to supplement pureed meals to ensure requirements are 
met.
The puree meals should not be mixed vitamised food that is unattractive or unappetising.
Water should not be used to make puree foods.2 nutrient – dense and flavour enhancing options 
should be used, such as milk powder, white/cheese sauce, yogurt, cream, fruit nectar, margarine, soup 
etc.1


•
•


•


•
•
•


•


•
•
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puRee snACk IdeAs
puree fruit or dairy desert


Mashed banana and custard – no lumps!


nutritious drink (eg flavoured thick milkshakes) 


pureed spaghetti or baked beans


semolina made with milk or pureed porridge


Fruche1


smooth cheese pastes (eg puree ricotta) 


Moulds
Food moulds can be used to improve the shape, appearance and appeal of the food. Additionally, the 
standardised procedures used to produce puree meals in this format may have additional benefits in 
terms of standardising texture and improving nutritional quality. Food moulds replicate the form of the 
food being pureed, eg puree carrots are shaped like a portion of carrots on the plate (see the photograph 
below that shows the puree meal after it has been moulded). Moulds therefore allow the food being 
pureed to be presented in a similar shape to its original form, making the food recognisable and more 
appealing to the resident, and visually cueing them to prepare to eat.


The mould process involves cooking and pureeing the food, adding a thickener to the food and placing 
the food into the moulds. The moulds are then frozen to set the shape and can be stored in accordance 
with normal food regulations. They are reheated for consumption. The techniques for preparation and 
reheating can be adapted to fit your facility kitchen.


bartl R, bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: Australian nursing home and 
extended Care Association 2004.
barnes T. Catering services department. Respect through hospitality excellence. Western Australia: st John of God health 
Care.
The Australian standardised Terminology and definitions for Texture Modified Foods and Fluids. Nutrition & Dietetics. 
2007;64 (suppl. 2):s53-s78.
shoobridge k. Puree to Perfection. A Guide to Implementing the Approach. In: Australia dohW, ed.: nutrition and dietetics 
department osborne park hospital 2002.


•


•


•


•


•


•


•


1.


2.


3.


4.


See the 
accompanying DVD 


for a demonstration of 
these techniques


?
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Cook On Site Options


INFORMATION SHEET 10 


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What 
Cook on-site options are foods that are cooked at the facility (cook serve). 
they can be main meals or snacks, for example, toast and soup.


Why
there are many benefits to having some cook on-site options including:


there is more flexibility to modify the meals
Greater variety leads to improved intake
the smell and sight of fresh food cooking stimulates appetite and is a 
cue for residents living with dementia to eat
Cost-effective way to increase options on the menu
Job satisfaction for the catering staff


hoW
ask residents what they would like to eat at a residents meeting or 
conduct a Food Survey (see information sheet x). 
Liaise with the catering manager to see what is possible and try out 
new recipes at a taste testing event (see information sheet x).


there are many ways to cook foods on-site eg purchasing a bread maker to 
make fresh bread or toast. Residents can either bake their own fresh bread 
daily or catering staff can make it for them in an area where they can see and 
smell it (a resident kitchen for example).
another example is purchasing a soup tureen. Soup tureens can be used to 
make fresh soup on-site, and you can serve it with your fresh bread from the 
bread maker!


When
the best time to cook the foods is right before the mealtime, that way the 
sight and smell of the food being prepared will entice the residents to eat. 


Who
Residents as well as staff and their families can all enjoy freshly cooked meals. 
Residents or catering staff can cook the meals. Remember to observe oh&S 
procedures at all times during food preparation eg wearing gloves, wearing 
hairnets and washing hands. 


-
-
-


-
-


-


-








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Resident Food Surveys


INFORMATION SHEET 11


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
a Resident Food Survey, which can also be called a Resident Meal Satisfaction Survey, can be used to 
find out what residents think about the meals served within a facility (for example, taste, temperature, 
consistency, choice, serving staff, dining environment). 


Why
Meals are more likely to be enjoyed when they are culturally appropriate, contain familiar and favoured 
food choices, are held at resident preferred times and appropriate utensils are provided.1 a comfortable 
dining environment and pleasant relaxed atmosphere can improve appetite and food enjoyment.1


Resident meal preferences and satisfaction with food services can only be understood by talking to 
residents and their families. Resident likes and dislikes should be established, documented, and reviewed 
regularly.1 Residents or their family should be involved in menu planning, mealtimes, meal sizes and the 
use of utensils.1 a Resident Food Survey provides one way to gather some of this important information.


hoW
an example tool is included in the tool kit. this has been adapted from the work of olivia Wright and 
colleagues. another example can be found in the Best Practice Food and Nutrition Manual for Aged Care 
Facilities, see appendix 3 pages 149-150. It is important that the survey focuses on the areas you want to 
find out about, that it is not too long, and that the language used is suitable for residents to understand. 


the survey could be handed out and collected by any staff with the time. the results should be considered 
at a staff team meeting, and discussed with residents and their families, say at a resident group meeting.


When
the best time to ask residents to complete a survey of this type might be at a meal time, for example 
lunch, when they are thinking about food services.


Who
all residents should be asked about their preferences. Family or a carer might be able to answer these 
questions when residents cannot. 


Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: australian nursing home and 
extended Care association; 2004.


1.








Food: Any substance eaten to provide nutritional support for the body.


Ultimately the quality of food is determined by the person eating it. If a food meets all the nutritional and 
food safety standards but it is not eaten, it will not nourish the person. 


Food needs to be of a high enough quality that centre staff are willing to eat it and therefore sign off 
on it. Ideally all proposed menu changes should be discussed with and trialed with residents, carers and 
families before they are made. One way to trial changes is to hold a “Taste Test” which can also provide 
you with documented feedback on proposed new foods (See Information Sheet 9: Food Tasting Sessions). 
Facilities can also benefit from residents, carers and families submitting recipes for possible inclusion in 
new menus (See Information Sheet 12: Recipe Book).


Perception of the quality of any food and the factors driving hunger depend on many parameters, such 
as physiological mechanisms, sensory factors, psychological factors and environmental factors (including 
cultural).


The food requirements of individuals will vary across all these parameters 
and Food Service needs to be flexible enough to adapt to the varied 
requirements.


Food is more than a group of nutrients. Food has to be physiologically 
appropriate (have enough energy), and appeal to the senses; that is it 
must have taste, smell, texture and visual appeal. Individual psychological 
factors such as cognitive ability can impact on perception of food. This 
effect can be seen when residents with cognitive impairment respond in 
a positive way to moulded puree food but have a negative response to 
the same puree food served as a scoop in a bowl (See Information Sheet 
17: Improving Pureed Meals). Environmental factors such as the dining 
room experience, for example,  ambience, are also very important and 
can be improved with some simple measures such as putting coloured 
tablecloths on the dining room tables (See Information Sheet 19: Dining 
Room Experience).


Careful consideration of all these parameters can result in a positive 
experience for the residents and optimise their food intake. Food should 
make the consumer feel good.


ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Food Quality


INFORMATION SHEET 18


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


“As I ate the oysters with their strong taste of the sea and their faint metallic 
taste that the cold white wine washed away, leaving only the sea taste and 
the succulent texture, and as I drank their cold liquid from each shell and 


washed it down with the crisp taste of the wine, I lost the empty feeling and 
began to be happy and to make plans.” 


Ernest Hemingway


“We were asked by 
the Dietitian to find 


something for Mrs Smith 
to eat. She was on a 


Puree diet but was not 
eating anything. We 


discussed this with the 
team and decided we 


could produce moulded 
puree foods. As a result 
Mrs Smith began eating 


and recovered.” 


Food Service Manger 








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Allied Health Medicare Rebates
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What
allied health Medicare rebates can be used to pay a dietitian for their services. all allied health staff can 
be accessed including dietitians, dentists, and physiotherapists just to name a few, so long as there are no 
more than five services per patient per year.


Why
It is important to have the services to a qualified dietitian when you need to review residents eating 
habits and nutrition. a list of qualified dietitians in your area, recognised by the Dietitians association of 
australia (Daa) can be found at: 


www.daa.asn.au/dmsweb/frmfindapdsearch.aspx


the list will also tell you which dietitians have expertise in aged care facilities.


hoW
to access this allied health Medicare rebate system a GP referral is required using the EPC Program referral 
form for allied health services under Medicare. Which can be found at


www.health.gov.au/internet/main/publishing.nsf/Content/health-medicare-health_pro-gp-pdf-epcahs-
cnt.htm 


oR ordered by faxing (02) 6289 7120. a copy of this form can also 
be found in this kit.


More information about how to claim the allied health 
Medicare rebate can be found in the information sheet 
Allied Health Services Under Medicare at: 


www.health.gov.au/internet/main/publishing.nsf/
Content/health-medicare-health_pro-gp-pdf-allied-
cnt.htm


When
Use the allied health Medicare rebate when you need 
a dietitian to see one of the residents. Use the protocol 
described in Information Sheet 2: Screening Residents’ 
Nutrition Risk to decide when you need a dietitian consult.


Who
allied health Medicare rebates are available for all australians 
covered by Medicare, provided they have a chronic condition and complex 
care needs being managed by their GP under an enhanced Primary Care Plan (ePC).


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009. PAGE 1







CaSe StUDy 2:  
aLLIeD heaLth MeDICaRe ReBateS


MR tRevoR CoLLInS *


Mr Collins is an 84 year old resident and has been living in the 
same facility for the past 4 years.  over the last 3 months the 
nursing staff have noticed that Mr Collins has been losing gradual 
amounts of weight. Mr Collins is noted to be eating very little at 
meals and complains of having a poor appetite. From the monthly 
weigh charts nursing staff notice that he has lost 4 kilograms. the 
nursing staff calculate his BMI to be 18 which indicates he requires 
immediate dietitian intervention and is at high risk of malnutrition 
(see Tool 2: Nutrition Screening Flowchart). the nursing staff organise Mr Collins to be reviewed by his 
GP.


the GP recommends Mr Collins is visited by a dietitian to review his food intake. Mr Collins voices 
his concern about the cost associated with seeing a dietitian. the GP discusses this with Mr Collins 
and completes an enhanced Primary Care Plan (ePC) referral form which entitles him to five dietitian 
visits over a 12 month period covered by Medicare Rebate. 


Mr Collins is visited by the dietitian several times. the dietitian motivates Mr Collins to be interested 
in food again; discussing his food likes and dislikes, and recommends some high energy snacks and 
supplements to regain some weight. the dietitian also meets with Mr Collin’s carers to discuss a 
nutrition plan for him.  


three months after his initial dietitian visit, the nursing staff weigh Mr Collins and discover he has 
gained 3 kilograms; his BMI is now 20. a BMI of 20 lessens Mr Collins risk of malnutrition. note that a 
BMI of 20 places Mr Collins in the orange zone of the flowchart and as he has been steadily gaining 
weight he is at low risk of malnutrition (see Tool 2: Nutrition Screening Flowchart). 


the dietitian continues to review Mr Collins every 3 months and nursing staff complete fortnightly 
weighs with Mr Collins to keep track of his weight. 


* All content is fictional. Photo downloaded from www.istockphoto.com
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Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What


a recipe book can be generated from favourite recipes from staff, residents and their families. the recipe 
book can include ideas for main meals and snacks. 


Why
Developing a recipe book is an excellent way to get residents and their families involved in food choices 
in their facility, and to also find out about residents’ food preferences. the recipes can then be enjoyed by 
the residents, improving their nutrition and hydration. 


When anD hoW
the development of a recipe book can be put on the agenda at your facility staff meeting and residents’ 
meetings. you can ask everyone what recipes they would like to have included in the book and families 
and staff can help find or create recipes.
Before using the recipes make sure you run them by a qualified accredited Practising Dietitian (aPD) (see 
Information Sheet 8) with experience in Residential aged Care, to check that they are suitable for residents 
to eat. 
you can also run taste-testing sessions (see Information Sheet 9) to trial the recipes before including them 
in the book.
the final recipes may be cooked as part of the residents lifestyle or activity sessions and then served for 
morning or afternoon tea (see Information Sheet 10). this way you are improving the residents’ nutrition 
and enjoyment.


Who
Residents as well as staff and their families can all enjoy freshly cooked meals.
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Food Tasting Sessions
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Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
Food tasting sessions, which can also be called taste testing, can be used to find out what residents think 
about meals that could be offered on the menu (for example, taste, temperature, consistency). 


Why
Before valuable time and money is spent changing meals or incorporating new meals in the menu it is 
important to know that the meals will be enjoyed. having meals on the menu that residents enjoy will 
reduce waste and help keep residents happy and healthy.


It is can be difficult to get some residents to try different foods that they are not used to. having a taste 
testing can give these residents the opportunity to try new foods in a safe and comfortable setting.1


Participation in a taste testing can also give residents the opportunity to talk about their food, making 
them feel included and even reminisce on the good old times which can lead to some interesting 
conversations! 1


hoW
this depends on the way the food at your facility is cooked:


a. If the food is cooked outside the facility at a Central Production Unit (CPU) and heated up before 
the meal at the facility then you can contact your catering company to ask when they can do a taste 
testing of some new meals. your catering company will bring the meals to you but the basic outline of 
the process below is still the same.


B. If the food at your facility is cooked on the premises (cook- serve) then you can liaise with your 
facility catering staff to arrange the taste testing.


Liaise with your catering manager to arrange a time suitable to hold a meeting to discuss the 
taste testing. a good time is when all of the residents are together for example at a residents 
meeting. then you can discuss what meals the residents would like incorporated in the menu 
and which ones need to be taste tested.
the catering staff can work on developing the meal/s for taste testing.
arrange a time for the food tasting session. the best time to hold a taste testing might be at a 
meal time, say lunch, when they are thinking about food services and hungry.
When the taste testing has been arranged send out a flyer about the upcoming event to the 
residents, their families and staff.
Develop a form to record results of the taste testing (see the example we have developed on 
the back page).
hold the taste testing and ask residents, their families and staff to fill out the results form 
(specify whether they are a resident / family / staff). 
Compile the results. 
Feedback the results at the next residents meeting. 
Incorporate the results of the taste testing into your menu. 


Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: australian Nursing home and 
Extended Care association; 2004.


•


•
•


•


•


•


•
•
•


1.
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taStE tEStING RESULtS FoRm
Please fill in your score rating for each meal selection:


I would choose to eat this
I would eat this if I didn’t like the alternative
I would not eat this


MAINS
Meal Score rating 


(1 or 2 or 3)


PUREES
Meal Score rating 


(1 or 2 or 3)


 
Thank you for taking part in today’s taste testing!


1.
2.
3.


PAGE 2
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Accredited Practising Dietitian (APD)


INFORMATION SHEET 8


Who are accredited Practising dietitians?
accredited Practising dietitians (aPds) are your qualified nutrition experts. aPds have been trained at 
University and are committed to excellence in nutrition and undertake yearly training to keep up-to-date 
with the latest information. aPd is accepted by the government, Medicare, the department of Veterans 
affairs and the majority of private health funds as the one qualification for delivering nutrition and 
dietetics services in australia.


When and Why do yoU need aPds?
aPds can improve the well being and energy levels of the residents, making their lives and your life easier. 
you should get an aPd when a resident is suffering from a condition that can be treated with nutrition or 
when your menu needs updating.


What can aPds do?
nutritional assessment and management of a range of conditions affecting the elderly such 
as:


heart disease
dementia
arthritis
depression
osteoporosis
diabetes
constipation / diverticulitis
gastro-oesophageal reflux disease
Falls
Urinary tract infection


develop policies and programs
review your facility menu and make recommendations


hoW do i Find an aPd?
do they have the letters aPd after their name or the aPd logo?
check the ‘Find an aPd’ section on the daa website: 
www.daa.asn.au
Phone the aPd hotline 1800 812 942
check the yellow Pages under ‘dietitian’ then ask the dietitian 
if they are an aPd.


We would like to acknowledge the Dietitians Association of Australia (DAA). For more information about DAA or to find 
an APD in your local area, visit www.daa.asn.au


•


1.
2.
3.
4.
5.
6.
7.
8.
9.
10.


•
•


•
•


•
•


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.
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ALLIED HEALTH SERVICES UNDER MEDICARE 


People with chronic conditions and complex care needs – items 10950 to 10970 


This fact sheet must be read in conjunction with the item descriptors and explanatory 
notes for items 10950 to 10970 (as set out in the Medicare Benefits Schedule - Allied 
Health Services book).  


 


 
 
 
 


Eligible Patients 


Patients who have a chronic condition and complex care needs that are being managed by their GP 
under an Enhanced Primary Care (EPC) plan may be eligible. 
A chronic medical condition is one that has been (or is likely to be) present for six months or 
longer.  It includes conditions such as asthma, cancer, cardiovascular disease, diabetes, 
musculoskeletal conditions and stroke. 
Patients have complex care needs if they need ongoing care from a multidisciplinary team 
consisting of their GP and at least two (2) other health care providers.  
 
 


 


In summary: 


• Maximum of five (5) services per patient each calendar year 


• Medicare rebate of $48.95 per service, with out-of-pocket costs counting towards the 
extended Medicare safety net 


• Patient must have an Enhanced Primary Care (EPC) plan prepared by their GP 


• GP refers to allied health professional 


• Allied health professional must report back to the referring GP 


EPC plan 


Patients are being managed under an EPC plan if their GP has provided the following 
MBS Chronic Disease Management services in the previous two years: 
 
• A GP Management Plan - item 721 (or review item 725); AND 
• Team Care Arrangements - item 723 (or review item 727) 
 
For patients who are permanent residents of an aged care facility, their GP must have 
contributed to or reviewed a multidisciplinary care plan prepared for them by the aged 
care facility (item 731). 
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Rebate 


A Medicare rebate of $48.95 per service is available for a maximum of five (5) services per patient 
each calendar year. Note, however, that allied health professionals may set their own fees.  


Referral arrangements 


GPs determine whether the patient’s chronic condition would benefit from allied health services. 
 
Referrals must be made using an EPC Program Referral form for individual allied health services 
under Medicare.  This form is available on the Department of Health and Ageing website 
(www.health.gov.au/epc), or can be ordered by phoning (02) 6289 4297 or faxing (02) 6289 7120. 
 
 
 
 
 
 
 
 
 
 


Referral validity 


A referral is valid for the stated number of services. If all services are not used during the 
calendar year in which the patient was referred, the unused services can be used in the next 
calendar year. 
 
However, those services will be counted as part of the five rebates for allied health services 
available to the patient during that calendar year. 
 
When all referred services have been used, or a referral to a different allied health professional is 
required, patients need to obtain a new referral. 
 
GPs may undertake a review of the patient's EPC plan or, where appropriate, manage the referral 
process using a GP consultation item.   
 
 
 
   
 
 
 
 
 
 
 
 


Service length and type 


Services must be of at least 20 minutes duration and be provided to an individual patient.  The 
allied health professional must personally attend the patient. 


NOTE: Allied health services provided through these referrals must be directly related to the 
management of the patient’s chronic condition/s, and the need for allied health services must be 
identified in the patient’s care plan.  
 
It is not appropriate for allied health professionals to provide part-completed EPC referral forms 
to GPs for signature, or to pre-empt the GP's decision about the services required by the patient. 
 


NOTE: It is not necessary to have a new EPC plan prepared each calendar year in order to 
access a new referral(s) for eligible allied health services.  Patients continue to be eligible for 
rebates for allied health services while they are being managed under an EPC plan as long as 
the need for eligible services continues to be recommended in their plan. 
 
The review items (725 and 727) are used to assess and manage the patient’s progress once a GP 
Management Plan and Team Care Arrangements (EPC plan) have been prepared. It is expected 
that EPC plans be reviewed at least once during a two year period. 
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Eligible allied health professionals 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Allied health professionals need to meet specific eligibility requirements, be in private practice 
and register with Medicare Australia. Registration forms are available from Medicare Australia 
at: www.medicareaustralia.gov.au or can be obtained by phoning 132 150. 
 
Allied health services funded by other Commonwealth or State programs are not eligible for 
Medicare rebates, except where a subsection 19(2) exemption has been granted. 


Reporting requirements - allied health professionals to GP 


A written report is required after the first and last service, or more often if clinically necessary. 
 
Written reports should include any investigations, tests, and/or assessments carried out on the 
patient, any treatment provided and future management of the patient’s condition or problem. 


Receipt requirements 


For a Medicare payment to be made the account/receipt must include the following information: 
• patient’s name; 
• date of service; 
• MBS item number; 
• allied health professional’s name and provider number, or name and practice address; 
• referring medical practitioner’s name and provider number, or name and practice address; 
• date of referral; and 
• amount charged, total amount paid, and any amount outstanding in relation to the service. 
 
 


Aboriginal Health Worker - item 10950 


Audiologist - item 10952 


Chiropractor - item 10964  


Diabetes Educator- item 10951 


Dietitian- item 10954 


Exercise Physiologist - item 10953 


Mental Health Worker* - item 10956 


Occupational Therapist - item 10958  


Osteopath - item 10966 


Physiotherapist - item 10960  


Podiatrist - Item 10962 


Psychologist - item 10968  


Speech Pathologist - item 10970  


*includes Aboriginal health workers, mental health nurses, occupational therapists, 
psychologists and some social workers) 
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Other services 


Patients who have private health insurance will need to decide whether to use Medicare or their 
private health insurance to pay for these services.  Private health insurance ancillary cover cannot 
be used to ‘top up’ the rebate. 


Information about Medicare rebates for group allied health services for people with type 2 
diabetes is available at www.health.gov.au/epc. 
 
Information about allied mental health services is available at www.health.gov.au (follow the  
A-Z links to ‘M’ mental health).   
 
Information about allied health services for a child with autism or any other pervasive 
developmental disorder is available at www.health.gov.au/autism. 


Further information 


Telephone:   (02) 6289 4297 
Email :  alliedhealth.items@health.gov.au 
Internet:  www.health.gov.au/epc 
  www.medicareaustralia.gov.au 
MBS Online: www.health.gov.au/mbsonline 








 


EPCAHS 0109 


Enhanced Primary Care (EPC) Program 
Referral form for individual allied health services under Medicare 


To be completed by referring GP: 
Please tick: 


 Patient has GP Management Plan (item 721 or review item 725) AND Team Care Arrangements (item 723 or review item 727)  
 GP has contributed to or reviewed a multidisciplinary care plan prepared by the patient’s aged care facility (item 731) 


Note: GPs are encouraged to attach a copy of the relevant part of the patient’s care plan to this form. 


Medicare rebates and Private Health Insurance benefits cannot both be claimed for these services. 
Patients should be advised that they must choose whether to access one or the other. 


GP details 
 


Provider Number                      


Name   


Address  Postcode   


Patient details 
Medicare Number                  Patient’s ref no.   


First Name   Surname  


Address  Postcode   


Allied Health Professional (AHP) patient referred to: (Please specify name or type of AHP) 
Name   


Address  Postcode   


Referral details – Please use a separate copy of the referral form for each type of service 


Eligible patients may access Medicare rebates for up to 5 allied health services (total) in a calendar year. Please indicate the number 
of services required by writing the number in the ‘No. of services’ column next to the relevant AHP.   


 No of 
services AHP Type Item 


Number  No of 
services AHP Type Item 


Number
No of 


services AHP Type Item 
Number


  Aboriginal Health Worker 10950   Exercise Physiologists 10953  Podiatrist 10962 


  Audiologist 10952   Mental Health Worker 10956  Psychologist 10968 


  Chiropractor 10964   Occupational Therapist 10958  Speech Pathologist 10970 


  Diabetes Educator 10951   Osteopath 10966  


  Dietitian 10954   Physiotherapist 10960    


   Referring General  
Practitioner’s signature 


 
Date signed   


The AHP must provide a written report to the patient’s GP after the first and last service, and more often if clinically necessary. 


Allied health professionals should retain this referral form for record keeping and Medicare Australia audit purposes. 


Allied health services funded by other Commonwealth or State/Territory programs are not eligible for Medicare rebates under 
this initiative. 


This form may be downloaded from the Department of Health and Ageing website at www.health.gov.au/epc 
or ordered by faxing (02) 6289 7120 or by phoning (02) 6289 4297. 


THE FORM DOES NOT HAVE TO ACCOMPANY MEDICARE CLAIMS 


 








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: 
NUTRITION & HYDRATION


Tool Kit
Introductory Materials







Introductory materials
Booklet 1: Toolkit Introductory Materials
Information Sheet 1: Busting the myths 
about nutrition and hydration in RAC
Letter 1: An open letter for dietitians
Table 1: Links from Tool Kit to Guidelines


Screening and assessing nutrition 
needs


Information Sheet 2: Screening residents’ 
nutritional risk
Information Sheet 3: Nutrition screening 
tools
Chart 1: Resident monthly weight chart
Tool 1: BMI table
Tool2 : Nutrition screening flowchart
Tool 3: Snack food suggestions
Chart 2: Snack food suggestions chart
Chart 3: Action plan


Screening and Assessing Examples
Case study 1 


Accurate Measurement
Information Sheet 4: How to measure 
weight accurately 
Information Sheet 5: How to measure ulna 
length / height
Information Sheet 6: Metal tape measures
DVD 1: Measuring weight
DVD 2: Measuring ulna length / height


Medicare Allied Health
Information Sheet 7: Allied health 
Medicare rebates
Tool 4: Medicare items for allied health 
services for people with chronic conditions 
and complex care needs
Tool 5: Enhanced Primary Care EPC: 
Program referral form
Information Sheet 8: Accredited Practicing 
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Food options and preferences
Information Sheet 9: Food tasting sessions
Information Sheet 10: Cook on-site options
Information Sheet 11: Resident food 
surveys
Chart 4: Resident food survey
Information Sheet 12: Recipes


Plate waste
Information Sheet 13: Plate waste
Chart 5: Plate waste chart
Chart 6: Plate waste graph
Chart 7: Energy intake calculator


Plate Waste Examples:
Plate waste Case Study
Plate waste chart
Plate waste graph
Energy intake calculator


Food quality
Information Sheet 14: Energy-dense 
snacks
Information Sheet 15: Food temperatures
Information Sheet 16: Taste fatigue
Information Sheet 17: Improving Pureed 
meals
DVD 3: Pureed meals
Information Sheet 18: Food quality


Broadening the sensory experience
Information Sheet 19: The dining room 
experience
Information Sheet 20: Nutrition and 
hydration for residents with ‘behaviours of 
concern’


Additional Resources
Pureed meals poster
Introductory poster
Tape Measure
‘Nutrition & Hydration Champion’ badge
Best Practice Food and Nutrition Manual 
for Aged Care Facilities
DVD 
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InTroduCTIon


This tool kit was developed by a multi-disciplinary university-based group 
of clinician-academic staff with the help of residential aged care staff for 
use in aged care facilities. The tool kit is designed to complement the Best 
Practice Food and Nutrition Manual for Aged Care Facilities1 (the guidelines) 
which were developed by Central Coast Health and endorsed by the 
Aged Care Association of Australia - NSW. The guidelines themselves are a 
valuable nutritional resource and should be referred to in relation to best 
practice nutrition and hydration for residential aged care.


This tool kit is specifically targeted for use in residential aged care 
facilities. It is intended to guide practice and assist facilities to develop 
and implement strategies to prevent malnutrition and related effects, 
to enhance the pleasure of eating and hence promote resident quality 
of life. Simultaneously, promotion of ‘best practice’ in nutrition and 
hydration offers facility staff opportunities for personal and professional 
practice development, and enhanced job satisfaction.


This tool kit along with the guidelines will assist residential aged care 
facilities to meet one of the expected outcomes of accreditation2 , ie: 


�. Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: 
Australian Nursing Home and Extended Care Association 2004.
2. Aged Care Standards and Accreditation Agency. Accreditation Standards. In. Parramatta: 
Aged Care Standards and Accreditation Agency; 2005.


2.10 Nutrition and hydration


Residents receive adequate nourishment and hydration.1
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The tool kit covers the range of topics that would need to be considered 
by someone considering making ‘best practice’ changes in their local 
nutrition and hydration care practices. 


Firstly, these materials should be used with a person-centred care 
approach in mind. Person-centred care means putting the resident at the 
centre of their care3. Using this approach means valuing older people and 
those living with dementia and those who care for them; treating people 
as individuals and looking at the world from their perspective. It entails 
creating a positive social environment in which residents can experience 
relative wellbeing4. It means having respect for the resident and involving 
the resident, their family, and health professionals in the decision-making 
process. Food is personally important to everyone, and it is important to 
retain an individual and person-centred approach to diet and nutrition.


The tool kit was developed as part of a project that used Participatory 
Action Research (PAR)5 as the approach to work with staff and residents 
in residential aged care facilities to make best practice changes6. PAR 
was chosen as it focuses on working collaboratively to study, learn and 
make changes in practice: in this instance, in nutritional and hydration-
related care. Within the framework of PAR and supported by the ‘best 
practice’ guidelines1, a wide range and variety of processes were involved 
in making changes at these facilities, and these materials contain a step-
by-step guide to help others wishing to change their local practice.


�. Department of Human Services Victoria. Improving care for older people: a policy for health 
services. Melbourne: DHS. Melbourne: DHS; 200�
4. Brooker D. What is person-centred care in dementia? Reviews in Clinical Gerontology 2004 
��; 2�5–222
5. Wadsworth, Y. What is Participatory Action Research? Action Research International, Paper 2. 
�998. At:  
�. Research Centre for Gender, Health and Ageing, The University of Newcastle Australia 
Implementing best practice nutrition and hydration support in residential aged care. Final report 
to the Australian Government Department of Health and Ageing, November 2009.


“...these materials contain a wealth of information 
covering all aspects of food and hydration in aged 


care facilities...”
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With the focus on ‘best practice’ in nutritional and hydration-related 
aspects of care, these materials contain a wealth of information covering 
all aspects of food and hydration in aged care facilities. The tool kit 
takes the reader through screening residents for nutritional problems, 
assessing dietary intake, to approaches to support resident preference 
and choice, encourage eating and supplement dietary intake, and 
enhance quality of life. It covers team-working, and referral processes 
for allied health practitioners such as dietitians. Maximising sensory 
pleasures of food and the dining experience are considered. Nutritional 
aspects of behaviours of concern are discussed, and ways to prevent or 
minimise occurrence. Food services are considered, including issues of 
reheating and food safety.


These information sheets are intended to cover essential aspects of each 
topic, written in user-friendly style for a wide audience. Each contains 
reference to sources with more detailed information about each topic. 
Altogether, it is intended that these educational materials are used in 
conjunction with the Best Practice Food and Nutrition Manual for Aged 
Care Facilities1 to enable those working in aged care facilities to review 
and make changes in line with best practice in their workplace. 
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IMpleMenTIng ‘BesT 
praCTICe’ Changes’


There may be many approaches to achieving best practice to improve 
nutrition and hydration within your facility. One approach is the Plan Do 
Study Act (PDSA) cycle which you may be familiar with (see Figure 1). 


Figure 1: The Plan, Do, Study, Act cycle1. 


A brief description of how this approach can be applied to implementing 
best practice changes is provided below.


�. Clinical Excellence Commission. Enhancing Project Spread and Sustainability. CEC, Sydney. 
NSW Health 2002. Easy Guide to Clinical Practice Improvement. A Guide For Health Care 
Professionals. At http://www.health.nsw.gov.au/quality/pdf/cpi_easyguide.pdf. 2008.


PLAN
Develop a plan for 


improving nutrition and 
hydration in your facility


ACT
Continue, extend and/or 


modify the plan


STUDY
Assess the changes


DO
Try putting the plan into 


practice
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Step 1. Plan – Develop a plan for improving nutrition and 
hydration in your facility
What topic are you going to address?


Be clear about what you want to target – or have a plan for how this will 
be decided. You may identify many opportunities for improvement in 
your facility, however not all of these changes can be made all at once. 
You may need to identify some priority actions for your facility and 
residents. Consider what each change may entail and whether and how 
you will be able to achieve this. Several small changes may be doable, 
one large one may not be. This next section provides a guide to choosing 
priorities and making changes for best practice.


Many topics arise directly from staff’s everyday work as 
problems they recognise or things for which they don’t 
have a ready answer. Residents, families and friends are 
also good at flagging issues. Compliments are lovely but 
complaints are a great way of understanding how things 
can look from other points of view – and pointing up 
opportunities for improvement.


Changing practice, the habit patterns of the way you and those around 
you work, requires energy, motivation and support from others, sustained 
over a period of time. Careful selection of topic is therefore important. 
There are several key considerations. 


Resident benefit is of first importance. However, it is sometimes not 
enough that there is evidence of this; staff have to be persuaded that 
benefits are real and will be worth the time and trouble that changing 
working practices entails. 


Changes need to be congruent with the mission, vision and values of 
the organisation, and accepted as current priorities that justify use of 
resources. Look for the ‘hot topics’ for the organisation – what staff, 
leaders and managers regard as important to achieve. 


Think ahead, and focus on making changes in such a way that they 
become self-sustaining. If new practices depend on specific people 
for continuance, at some point they will fall over.


The whole process may not be easy and will make demands on the 


•


•


•


•
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person or people driving or responsible for getting changes into 
place. It has to matter enough to this person or people for them to 
really want to see it through. 


So, engagement and motivation to pursue the topic are prerequisites 
when identifying what you want to do. If there isn’t someone appropriate 
who is willing and able to take a lead role, it’s unlikely to be successful. 


Is it ‘best practice’?
Even apparently good quality evidence should not be accepted 
unquestioningly, as the quality, local relevance, feasibility and 
acceptability should always be considered. There are up-to-date 
guidelines available for many areas of practice, and it may be reasonably 
easy to adapt these for your local use. However, in some areas evidence is 
limited and expert opinion is ‘best available evidence’. 


Consider your facility
The current context and culture of the organisation is a key influence on 
progress of change. Important considerations include: 


The presence of strong leaders,


Good relations with managers within and across the organisation,


Attitudes and resources that support trying new things,


•


•


•
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SUMMARY 1:


Opt for topics that address local priorities and concerns, to maximise 
local support.
Involve/reflect resident and families’ views; ensure this is relevant to their 
needs and preferences.
Consider the attitudes and experiences of staff. 
Ensure there is someone appropriate who can and will take the lead: 
their motivation and energy are crucial.
Bear in mind the available evidence on the subject; rigorously developed 
guidelines or high quality evidence can make it easier to make a strong 
case.
Even good quality evidence will require discussion, negotiation and 
refinement to ensure it is relevant, feasible and applicable locally.

























P a g e  1 0


Good communication,


Information being made available about where you are now, and to 
keep people abreast of progress.


Organisational stability is also important; it’s hard to make changes in the 
way you work if other things are changing at the same time, including 
the people around you. Staff can feel ‘change overloaded’. Think about 
how what you want to do might fit with or within the way things work 
at present: the better the ‘fit’ between the old and new, the less time and 
effort required to introduce it and perhaps greater likelihood of success.


Identify key people
Next, identify the key people for the topic, including residents and 
families. Everyone who may be affected by proposed changes should 
be represented and involved from the start, not forgetting people like 
volunteers, kitchen or maintenance staff. Everyone needs to feel they’ve 
had a say, and been listened to. Pay attention to those with negative 
views – what would it take to get them involved? 


•


•
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Identify key factors that might affect the change process
Time and workload are always issues. Identify the anticipated impact 
of changes on resourcing and workload patterns. It may be possible to 
identify a ‘trade-off’. 


Strategies need to be planned to match local culture and expectations. 
How are changes usually introduced? Are staff accustomed to being told 
what to do or are they used to being asked what they think? Information 
on previous experiences of change locally will be helpful. How have 
previous changes been handled? How was this viewed by staff – what 
worked well and what problems are reported? This will help you identify 
possible levers, supports and supporters, potential hindrances or barriers 
to change. 


Study the current situation


Before planning changes you need to know where you are now and 
where you want to get to. It is useful to have some kind of baseline 
evaluation, to assess how things are working in your facility now, 
and to allow for later comparison. This baseline information may be 
routinely available, for example, from quality work or accreditation data. 
Increasingly, computerised record systems are able to produce reports 
from routinely collected data. 
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SUMMARY 2:


Be clear about:


The current context and culture of the organisation and the local area 
where change is planned.
Organisational priorities, practices and plans into which changes might 
fit.
Who are the key players and opinion-leaders; their attitudes, experiences 
and priorities in relation to the change.
Resident and families’ experiences and views: involve them directly 
where feasible.
Usual management approaches and previous change experiences.
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Baseline data will help you identify and prioritise changes, and will also 
help you evaluate the effects of changes if you can repeat the data 
collection exercise later. This is essential if you and the organisation are 
to learn what has been gained from this process. Consequences of a 
change in practice may not only occur in intended and predicted areas, 
there may also be unintentional and unpredictable outcomes (‘knock-on’ 
effects) that you may need to know about. Repeat evaluation may also be 
a useful ‘selling’ point for the changes.


Establish Objectives and Strategies
Now that you have set your priorities you need to create a clear set of 
objectives and strategies. The objectives should include a clear statement 
of what you want to achieve and why this is important within your facility. 
The guidelines may help you select and define objectives. Then you need 
to consider how you will achieve these objectives (your strategies). The 
materials in this kit have been designed to support objectives linked with 
the guidelines.


SUMMARY 4: 


Identifying objectives and achievable outcomes entails:
Being clear about what you want to achieve (your objectives)
Being clear about what you want to do and why you want to do it (your 
strategy).
Being clear about how you will achieve your objectives
Knowing how you will test whether you have achieved your objectives














SUMMARY 3:


Identify sources of baseline data; audits or reports of current practice 
and outcomes
Review data to prioritise changes and set objectives
Consider repeating data collection for later evaluation
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Step 2. Do – Try putting the plan into practice
It’s a good idea to try out your plan in a small way to see how well it 
works and what modifications might be needed. Here are some other 
considerations that you will need to take account of when trying out your 
plan.


How will people know what’s happening?
First, you need to think about how people are going to know about 
what you’re planning and what is happening. Every situation is unique; 
no two projects work the same way, and there are no ‘off-the-peg’ sure-
fire strategies. Things often don’t go quite as planned; you, as well as 
everyone you work with, need to stay in touch with what is happening 
so you can all respond to what works well or less well as things progress. 
If proposed changes are small and local this may be easy, but it is always 
wise to think things through from all angles before launching into 
change, to make sure all potential implications for other areas have been 
considered. 


If changes are to be introduced across a large area, a rolling program 
(perhaps one area at a time) may be easier. It can be helpful to have 
one area function as a ‘demonstration’ or ‘pilot’, and review how things 
go there before moving on to other areas. If success is achieved and 
advertised, this can be encouraging. However, there are time implications; 
incremental changes may take longer and may not be feasible within 
time available. 


General approaches to making changes
A range of approaches can be taken when making changes and usually 
a combination of strategies are needed. Research shows that using a 
combination of different approaches generally works better than relying 
on one single way. Options include:


Educational approaches: professional development linked with 
educational input, ranging from lectures and teaching sessions to 
workshops, small group discussions and distance learning. 


Evidence-based approaches, eg in the form of guidelines, stressing 
the scientific merits of new practices. Validity, reliability, credibility and 
presentation of the evidence is key. 


•


•


Im
pl


em
en


tin
g 


‘B
es


t P
ra


ct
ic


e’
 C


ha
ng


es







P a g e  1 �


Marketing new ways of working: whether this includes products, 
information or strategies that will be useful for staff; both how things 
are presented and the channels of information will be important. 


Behavioural strategies may also be used. These are underpinned 
by classical theories of conditioning of behaviour, meaning that we 
rely on specific triggers or stimuli before or after desired actions. For 
example, if people know they will be audited or their performance 
reviewed, this may prompt them to do certain things. It may also be 
possible to incorporate reminders, for example from residents, tagged 
to progress notes or built into software used for routine record-
keeping. 


Social interactionism: this builds on people’s essentially social natures, 
and recognises the influence of colleagues and co-workers, residents 
and families. Opinion leaders, champions, role models, resident and 
family pressure, peer support and group norms all influence behaviour, 
and response to change. 


Organisational approaches: quality care is seen as dependent on a 
cascade of interrelated actions which can be supported or hindered 
by the structures of the organisation itself. Policies, practices and 
procedures can be used, either as they are or incorporating the 
changes. Structural factors can also be used.


Specific points to bear in mind when making changes
Check that:


Realistic goals and time frames have been set.


Resources are sufficient. 


Opportunities have been taken to trial or pilot changes where 
possible, and to modify the plan where necessary.


A time plan has been set. Interim review points provide opportunities 
to alter the plan, if necessary, in light of progress. Progress check 
points and final review dates are set.


The person leading the change is ready to start, and has everything set 
up.


Stay in touch with progress: don’t assume things will necessarily go as 
planned, and be prepared to be flexible. Expect the unexpected!


•


•


•


•


•


•


•


•


•
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3. Study – Assess the changes


Monitor progress
Having trialled your plan you need to consider how well it is working. 
Maintain close contact with progress. Note the problems you encounter 
and how you can overcome these. Be prepared to make changes if things 
don’t work as expected.


Reassess your situation.
Have you made the changes you expected?


Have you achieved your objectives?


What have you learned?
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SUMMARY 5:


Implementing changes:
Trial your plan in a small way to start with.
Let people know what is happening.
A range of approaches and a variety of strategies have been shown to 
be effective.
Approaches and strategies need to be planned to achieve their 
objectives within the context of the individual organisation.
No one approach will be adequate alone; mix and match to meet local 
needs and circumstances.
Ensure that resourcing and management issues have been addressed; 
goals and time frames are realistic, interim and final review dates set.
Stay in touch with progress and be flexible: changes to the plan may be 
needed.
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4. Act – Continue, extend and/or modify the plan


Make the changes part of everyday practice
Maintain the focus on sustainability of the changes you have made. 
Project activities should shift from being seen as something different 
and special to being part of everyday practice, ‘business as usual’. It may 
take time to fully incorporate new ways of working within normal daily 
practice; it may be necessary to plan for an interim stage focused on 
continuing establishment of changes as self-sustaining. It should not be 
assumed that this will occur naturally and some modifications to your 
original plan may be required. 


Celebrate your successes.
Once formal evaluation of the changes has occurred, ensure that 
everyone involved hears about what this showed and what was learnt, 
by and for the staff, residents, the facility, the organisation. Give public 
recognition for the time, energy and commitment of those who made 
things happen. Consider wider publication of both what was done and 
what was achieved. What you learnt about the way you went about this 
- the process of change - may be as valuable to colleagues as the effects 


SUMMARY 6:


Monitor your progress. Don’t take your eye off the ball, or assume that 
things will necessarily run to plan. Be prepared to be flexible if Plan A 
doesn’t work.
Check your progress against your objectives.
Look for what was learned as well as what everyone gained. Make sure 
everyone knows about this.











SUMMARY 7:


Keep in mind what you want to achieve, and that this has to be self-
sustaining. The goal is that changes become ‘business as usual’, with no-
one needing to think twice about what they need to do.
Be prepared to make changes to your original plan as you roll it out 
across the facility.
Celebrate what you have achieved! Give praise where praise due, and 
make it a feel-good experience for everyone!
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person-CenTred Care 
and nuTrITIon 


What
Person-centred care (PCC) or a person-centred approach to care is 
variously defined in the literature. As an approach to care, PCC has been 
widely adopted by health and social care organisations and appears in 
government, professional and organisational policies. For example the 
Victorian Department of Human Services (2003) defines person-centred 
care as ‘treatment and care provided by health services [that] places 
the person at the centre of their own care and considers the needs of 
the older person’s carers’. Similarly, in residential aged care, PCC means 
there is mutual and respectful agreement between the resident who is 
receiving care and the care provider. This is especially important in the 


provision of care to people who are living with dementia. A lot of work 
has been done in this area by Tom Kitwood and the Bradford Dementia 
Group. Kitwood’s approach acknowledges the unique way in which the 
person with dementia experiences life and relationships. PCC focuses on 
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personhood, and on being yourself (‘authentic’) in the relationship and 
in all communication with residents. So while person-centred care can 
mean different things to different people, it is fundamentally about:


Respecting and valuing the person as a full member of society; 


Providing places of care that are in tune with people’s changing needs;


Understanding the perspective of the person;


Providing a supportive social psychology in order to help people live a 
life where they can experience relative well-being 1,2.  


Why
Person-centred care, either as a value system or an approach to care 
management, is essentially focused on respect for persons, and creation 
of an environment in which care providers as well as care recipients 
are able to experience well-being. It’s about seeing people as they are 
rather than as a collection of diseases. Most older people in a residential 


�. Dawn Brooker. What is person-centred care in dementia? Reviews in Clinical Gerontology 
2004 ��; 2�5–222 
2. Bellchambers H, Penning CA. Person-centered approach to care (PCA): A philosophy of care 
and management for carers. Contemporary Nurse 2007. 2�: �9�–�97


•


•


•


•







P a g e  1 �


care facility have been making decisions about their diet and food 
preferences for a very long time; so even if a resident has limited verbal 
communication, you can still ‘know’ their likes and dislikes from their 
biography (life story) and from the person’s non-verbal messages ….if you 
develop a close and trusting relationship. Where there is a culture of PCC, 
residents are included in decisions about mealtimes, menus, and dining 
locations. Allowing residents to participate in diet-related decisions can 
provide nutrient needs, allow alterations (subject to medical conditions), 
and simultaneously increase the desire to eat and enjoyment of food, 
thus decreasing the risks of weight loss, under nutrition, and other 
potential negative effects of poor nutrition and hydration3. Other studies 
have shown that PCC delivered by frontline staff has led to led to culture 
change, a restraint-free environment, and less use of ‘prn’ sedative-
hypnotic medication4.  


When
The main things that help in person-centred care are:


having skilled, knowledgeable and enthusiastic staff, especially with 
good communication skills


opportunities for involving the service user, their carers, family and 
community (for example, volunteers) in care delivery


providing the opportunity for staff to reflect on their own values and 
beliefs and express their concerns


opportunities for staff training and education, including feedback from 
service users


organisational support for this approach to practice 


working in an environment of mutual respect and trust


physically and emotionally enriched care environments


being in the person’s (resident’s) home.


�. Anonymous. Position Of The American Dietetic Association: Liberalization Of The Diet 
Prescription Improves Quality Of Life For Older Adults In Long-Term Care.  Journal of the 
American Dietetic Association. 2005. �05 :�955
4. Barton SA, Johnson MR, Price LV. Achieving restraint-free on an inpatient behavioral health 
unit. Journal of Psychosocial Nursing & Mental Health Services 2009. 47: �4-40
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•
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Some of the main barriers to person-centred care are:


time…various studies state that person-centred approaches to care 
take more time


dissolution of professional power; that is, staff experience loss of 
professional status and decision making power….decision-making 
rests with the care recipient


staff lacking the autonomy (personal power) to practice in this way 


lack of clarity about what constitutes ‘person-centred care’….this 
makes it more difficult to practice and to explain to people


people with communication difficulties


the constraining nature of institutions, including physically or 
spiritually impoverished environments of care5.


Who
PCC was developed originally as a way of working in counselling, then in 
relation to care of people living with dementia. The approach has been 
widely applied across health and social care, especially in areas focused 
on care of older people 2, 6. 


5. Briony Dow, Betty Haralambous, Fiona Bremner, Marcia Fearn. 200�. What is person-centred 
health care? A literature review. A report for the Department of Human Services as part of the 
Best Practice in Person-Centred Health Care for Older Victorians Project. 2004—2007, National 
Ageing Research Institute (NARI).
�. McCormack B. A conceptual framework for person-centred practice with older people. 
International Journal of Nursing Practice 200�, 202–209
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The successful implementation of best practice in nutrition and hydration 
depends on staff, carers, family and residents working together. The 
contributions of all parties are critical to optimising resident outcomes.


Providing best practice nutrition touches the entire residential care 
community. Offering best nutrition may improve resident’s health status 
and quality of life. Carers and family may enjoy seeing residents get 
pleasure from their meals and catering staff can get great job satisfaction 
in knowing that residents enjoy and look forward to their meals.
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Some things to consider when building a nutrition team are:


Residents - residents and their families are integral members of the 
nutrition team. Their experiences and preferences should be valued 
and included in decision making (see information sheet on food 
surveys)


Collaboration - Key staff members from all areas should be 
represented in the team. This includes catering, clinical staff, 
management, and volunteers.


Leaders - motivated team member(s) can be chosen to lead the team 
in the process of improving nutrition and hydration at the facility.


Regular meetings - will keep  the group motivated; ensuring that 
nutrition and hydration goals are met and all parties are involved 
throughout the process.


Integration and Representation - Teams should not “stand alone” 
but be included as part of existing systems of care. For example, 
implementation of evidence- based nutrition and hydration practices 
may be enhanced through team representation on the Clinical Care 
Committee. This integration enables nutritional issues concerning 
residents to be presented and discussed.


1.


2.


3.


4.


5.
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Busting the Myths About Nutrition and Hydration in RAC


INFORMATION SHEET 1


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


Older people need the same types of foods as the younger 
population


Older people need MORE nutrients relative to the amount of the food they eat. This is because the 
actual amount of the nutrients needed is the same or higher than younger people, but the amount of 
energy they need is less, so the food needs to be more “concentrated”.


The best types of meals are meats and vegetables


The best types of meals are those that are eaten. So meals need to be tailored to the needs of the 
residents. Nourishing thick soups and desserts can be made that have more nutrients than more 
traditional main meals. We know that the vegetables that are served with traditional meals are often 
not eaten so alternative ways of providing the nutrients in vegetables are important. A meal of 
nourishing soup, sandwiches and a milk-based dessert can be better than more formal meals.


Snacking between meals is unnecessary


Elderly people often have poorer appetites which is one of the main reasons they become 
malnourished. The ‘grazing’ pattern is therefore really important in managing this. However, this 
means that the snack foods should be high energy and high in nutrients, and not just dry or plain 
biscuits. Sandwiches, cakes, muffins, pikelets, chocolates, bananas, yogurt, cheese, milk drinks and ice 
cream make good snacks for older people.


A low fat diet is the goal for all people in Australia as we eat 
too much fat


High fat diets, especially high saturated fats, are associated with heart disease and weight gain. For 
people under the age of 70 who are fit and well, reducing the fat in the diet is an important goal. 
However, for people in residential aged care and more elderly people in general, chronic disease 
prevention is not a priority. Preventing malnutrition is the nutritional priority as good nutritional 
status is associated with best quality of life. Low fat meals are usually bulkier and larger in size to 
meet the nutritional needs, and while this is useful for those managing weight, it is not appropriate 
for the high energy, high protein, small meals needed for older people.
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Weight loss is the first goal for those residents who fall in the 
overweight category


There is a difference between being overweight and obese. In the elderly, because they have usually 
lost height, the body mass index (BMI) is measured differently. So if a person stayed the same weight 
all their life, their BMI would rise as they lost height. That is why the BMI targets are higher for the 
elderly. Weight loss should not be the goal for anyone in residential aged care unless their BMI is very 
high (above 35), and then only after dietetic consultation to ensure that it is appropriate. Weight loss 
diets lead to a loss of muscle – this cannot be helped. In the well population this can be minimised by 
exercise but in the sedentary it can be dangerous. Losing muscle rather than fat weakens the person 
further and accelerates the development of malnutrition. It also contributes to falls and an inability to 
fight off infections such as colds and flus.


People with diabetes should avoid sugar


There are several forms of diabetes, but as one gets older, the more common variant is non-insulin 
dependent. In older people the prevalence of diabetes increases but with increasing age, long-term 
effects become less of a priority and it can be managed more leniently. The evidence is that all persons 
with diabetes can include sugar in their diet, and for older people, the less emphasis there needs 
to be on specifics within the diet. The key to good control is spreading the carbohydrates (starches 
and sugars) out throughout the day. There is no need to avoid foods such as fruit, milks, plain cake, 
breads, potatoes, rice and the like, but it is not a very good idea to have just sugars between meals, 
for example, cordials, soft drinks and juices as these make the blood sugar rise more quickly. If they 
are included then they should be with other foods that will slow down the absorption of the sugar.
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Dear Dietitian,


This tool kit has been designed by a multidisciplinary team working and researching in Residential Aged 
Care as part of the Australian Government Department of Health and Ageing’s program to support the 
strengthening of evidence based practices in nutrition and hydration.


We hope you find the tools and fact sheets useful and are asking that you use these tools as the best 
evidence to date, underpinned by strong research findings.


Some of the strategies, you may find challenging if you have not worked in the aged care sector long 
or previously or with foodservices more generally in healthcare. The use of higher BMI targets and high 
energy dense foods are critical to the very elderly population and this is coupled with a reduced focus on 
weight loss, fat reduction and other aspects of the Australian Guidelines for Healthy Eating, which as you 
know are for the well, younger population.  


Your role as dietitian to this facility is vital to ensure that we halt and reverse wherever possible the 
malnutrition which is so prevalent among our elderly population.  


Yours sincerely


Sandra Capra AM, 
Fellow, Dietitians Association of Australia
Chief Investigator
Encouraging Best Practice in Residential Aged Care, Nutrition and Hydration
Professor of Nutrition, University of Queensland
Conjoint Professor of Nutrition and Dietetics, University of Newcastle


October 2009


ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


An Open Letter for Dietitians


LETTER 1


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.








TABLE 1: Links From Tool Kit to Guidelines1


Tool Kit Guidelines1


Screening and assessing nutrition 
needs


A resident’s food and nutritional needs should be determined 
or entry to an aged care facility and reviewed regularly 
[Chapter 1, pg 3].  


To determine if residents are getting enough food, monitor 
weight, plate waste and food intake [Chapter 3, pg 19].  


Weight loss is not a normal part of growing old. As people age 
it should not be considered normal or expected that weight 
loss occurs. Better health is achieved by maintaining weight or 
by being slightly overweight [Chapter 19, pg 119].  


Accurate measurement To determine if residents are getting enough food, monitor 
weight, plate waste and food intake [Chapter 3, pg 19].  


Medicare allied health rebate


Accredited practising dietitian


A resident’s food and nutritional needs should be determined 
or entry to an aged care facility and reviewed regularly 
[Chapter 1, pg 3].  


Food options and preferences


Food tasting sessions


Cook on-site options


Resident food surveys


Energy-dense snacks


Recipe book


•


•


•


•


•


Resident likes and dislikes need to be established, documented 
and reviewed every 3-6 months [Chapter 10, pg 57]. 


A system should be in place so that all staff are aware of 
resident food and eating issues [Chapter 9, pg 49].  


A menu plan should ensure continued food quality and variety 
[Chapter 7, pg 45].  


Residents and/or family should be involved in menu planning, 
mealtimes, meal sizes and the use of utensils [Chapter 8, pg 
49].  


Any menu will need to: 
Offer at least 2 choices for the main dish at each meal 
[Chapter 10, pg 57].  


Provide nutritionally acceptable alternatives for residents 
who dislike the first choice on the menu [Chapter 10, pg 
57].  


•


•


Plate waste To determine if residents are getting enough food, monitor 
weight, plate waste and food intake [Chapter 3, pg 19].  


Bartl R, Bunney C. Best Practice Food and Nutrition Manual for Aged Care Facilities. Gosford: Australian Nursing Home and 
Extended Care Association; 2004.


1.
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Food quality:


Taste-fatigue


Pureed meals


Food temperatures


•


•


•


Resident likes and dislikes need to be established, documented 
and reviewed every 3-6 months [Chapter 10, pg 57].  


A system should be in place so that all staff are aware of 
resident food and eating issues [Chapter 9, pg 49].  


A menu plan should ensure continued food quality and variety 
[Chapter 7, pg 45].  


Any menu will need to:
- Be flexible enough to provide sufficient variety for those on 
texture modified diets [Chapter 9, pg 53].  


When planning a menu, resources such as storage space, staff, 
equipment, food supplies and time should be considered 
along with budgeting and food ordering [Chapter 7, pg 45].


Broadening the sensory experience


- Dining room


- Challenging behaviours


A comfortable dining environment and pleasant relaxed 
atmosphere can improve appetite and food enjoyment 
[Chapter 14, pg 81].  


While it is acknowledged that some residents will always 
need assistance, many will be able to eat with some degree of 
independence if provided with appropriate equipment and 
support [Chapter 4, pg 25].  


Coping with food-related behaviour that comes with dementia 
often involves common sense and a trial and error approach 
[Chapter 20, pg 129].  
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Resident Monthly Weight ChaRt
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to complete this 
chart:


Record ulna length 
and estimated height 
in the green boxes 
below (height is 
estimated using the 
table on the back of 
Information Sheet 2).
Record date and 
weight (to nearest 
kg) in the blue boxes 
at the bottom of 
the graph and mark 
weight up the blue 
column on the graph.
Calculate BMi using 
the BMI Table (Tool 1), 
rounding up height if 
needed.


optimal BMi lines:
optimal BMi is 
determined by the action 
plan on the Flowchart 
(Tool 2). 
to calculate optimal BMi 
for this resident:  


Using BMI Table find 
residents height and 
corresponding weight 
that would give the 
goal BMi (take first 
instance of the goal 
BMi on the table). 
draw the goal BMi 
line on the chart.


1.


2.


3.


1.








Food item Serve Size
reSident ChoiCe 
ü or û


Biscuit 1 cream filled


OR 2 plain sweet


OR 3 crispbread


Bread 1 slice, thin (30g)


Fruit 1 average


Dried Fruit 1 ½ tablespoons


Fruit Juice 1 glass (200 mL)


Cheese 20g, 1 thick slice Cheddar


OR 1 portion pre-sliced


OR 1 tablespoon grated (20g)


Cream 1 tablespoon


Creamed Cheese 1 tablespoon


Creamy Dessert or similar ¹⁄₃ 150g tub (~50g)


Fruche ® or similar ¹⁄₃ 200g tub (~70g)


Ice Cream 1 scoop


Milk ½ cup (~120mL)


Yoghurt (flavoured, full cream) 1 x 100g tub (80g)


Margarine (poly/mono unsaturated) 2 teaspoons


Mayonnaise 1 tablespoon


Peanut Butter 2 teaspoons


Honey 1 tablespoon


Jam 1 tablespoon


Sugar 5 teaspoons


Mars Bar ® Kid sized 22g bar 


Chocolate 2 squares


Cordial 1 cup (250mL)


Chips 20g (average pkt)


Milo ® 3 heaped teaspoons (15g)


Beer Light 300mL


Regular 200mL


Wine 100mL


Polyjoule ® 1 tablespoon


Sustagen ® 1 tablespoon (20g)


Two Cal ® 40mL


SNACK FOOD SUGGESTIONS CHART CHART 2


affix sticker here


Source: www.calorieking.com.au








DATE TIME FOOD GIVEN AND AMOUNT AMOUNT CONSUMED SIGNATURE


ACTION PLAN


DATE: BMI:


ILLNESS: FOOD INTAKE:


PLAN:


REVIEW:


CHART 3


affix sticker here








CASE STUDY 1:  
SCrEEning AnD ASSSESSing nUTriTion nEEDS


Mr AlbErT SMiTh *


Mr Smith is an 81 year old resident who weighed 64 kg on 
admission, two weeks ago. he has not been losing weight during 
this time and is not acutely ill, and has been eating normally. his 
ulna length is 28.5cm.


Complete the Resident Monthly Weight ChaRt.
record Mr Smith’s ulna length (28.5 cm) in the green box at the bottom of the chart, 
and estimate his height using the table on the back of Information Sheet 2: Screening 
Residents Nutrition Risk (1.76 m).


record today’s date and Mr Smith’s weight (64 kg) in the blue boxes at the bottom of 
the chart. Mark Mr Smith’s weight with a cross in the blue column on the graph.


Using the BMI Table (Tool 1), calculate Mr Smith’s current bMi, and record this at the 
bottom of the chart. Mr Smith’s current bMi is 21.


note that the resident’s bMi falls into the orange zone of the bMi chart. This colour 
corresponds to the Nutrition Screening Flowchart (Tool 2). based on Mr Smith’s current 
condition, he falls into the low risk group. The aim for Mr Smith is then to gain 1kg per 
6 months and to achieve a BMI of 25 or more. 


record the optimal bMi on the Resident Monthly Weight Chart. Find the resident’s height 
on the bMi chart (1.76m) and the corresponding weight that would give a bMi of 25 
(76 kg). Mark a line on the Resident Monthly Weight Chart along the 76 kg row as a visual 
check of Mr Smith’s goal bMi. 


Complete the aCtion Plan:
According to Mr Smith’s current condition he requires 1/2 serve from the Snack Food 
Suggestions list (Tool 3).


Consult Mr Smith and record his food preferences on the Snack Food Suggestions Chart (Chart 
2).


based on Mr Smith’s preferences and his required supplement plan, make a plan with 
Mr Smith, and document this on the Action Plan (Chart 3). For now, Mr Smith’s diet will be 
supplemented with one plain sweet biscuit per day.


Each day record the supplements Mr Smith is given and consumes on the Action Plan.


review the plan in one month and document the date the plan needs to be reviewed on the 
Action Plan.


•


•


•


•


•


•


•


•


•


•


* All content is fictional. Photo downloaded from www.istockphoto.com
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To complete this 
chart:


record ulna length 
and estimated height 
in the green boxes 
below (height is 
estimated using the 
table on the back of 
Information Sheet 2).
record date and 
weight (to nearest 
kg) in the blue boxes 
at the bottom of 
the graph and mark 
weight up the blue 
column on the graph.
Calculate bMi using 
the BMI Table (Tool 1), 
rounding up height if 
needed.


optimal bMi lines:
optimal bMi is 
determined by the action 
plan on the Flowchart 
(Tool 2). 
To calculate optimal bMi 
for this resident:  


Using BMI Table find 
residents height and 
corresponding weight 
that would give the 
goal bMi (take first 
instance of the goal 
bMi on the table). 
Draw the goal bMi 
line on the chart.


1.


2.


3.


1.







Food item Serve Size
reSident ChoiCe 
ü or û


biscuit 1 cream filled ü
or 2 plain sweet ü
or 3 crispbread û


bread 1 slice, thin (30g) û
Fruit 1 average û
Dried Fruit 1 ½ tablespoons ü
Fruit Juice 1 glass (200 ml) û
Cheese 20g, 1 thick slice Cheddar û


or 1 portion pre-sliced û
or 1 tablespoon grated (20g) û


Cream 1 tablespoon ü
Creamed Cheese 1 tablespoon û
Creamy Dessert or similar ¹⁄₃ 150g tub (~50g) û
Fruche ® or similar ¹⁄₃ 200g tub (~70g) ü
ice Cream 1 scoop û
Milk ½ cup (~120ml) û
Yoghurt (flavoured, full cream) 1 x 100g tub (80g) û
Margarine (poly/mono unsaturated) 2 teaspoons û
Mayonnaise 1 tablespoon û
Peanut butter 2 teaspoons ü
honey 1 tablespoon ü
Jam 1 tablespoon ü
Sugar 5 teaspoons ü
Mars bar ® Kid sized 22g bar ü
Chocolate 2 squares ü
Cordial 1 cup (250ml) û
Chips 20g (average pkt) ü
Milo ® 3 heaped teaspoons (15g) û
beer light 300ml û


regular 200ml ü
Wine 100ml û
Polyjoule ® 1 tablespoon û
Sustagen ® 1 tablespoon (20g) û
Two Cal ® 40ml û


SnACK FooD SUggESTionS ChArT CHART 2


Source: www.calorieking.com.au


SAMPlE
resident:                  MR ALBERT SMITH
Medicare no.           22222222
Pension no.             3333333
Medical officer:     DR BROWN
Diagnosis                 Arthritis, Previous MI
Dob:                          15/08/1928
Veterans no.







DATE TIME FOOD GIVEN AND AMOUNT AMOUNT CONSUMED SIGNATURE


ACTion PlAn


DATE: BMI:


ILLNESS: FOOD INTAKE:


PLAN:


REVIEW:


CHART 3


SAMPlE
13/09/09     21


Albert is not acutely 
ill.


Albert has been 
eating normally.


13/09/09          10 am           1 plain sweet biscuit        All                              NMurphy


Give Albert one plain sweet biscuit with his coffee at MT.


13/10/09


resident:                  MR ALBERT SMITH
Medicare no.           22222222
Pension no.             3333333
Medical officer:     DR BROWN
Diagnosis                 Arthritis, Previous MI
Dob:                          15/08/1928
Veterans no.








ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Screening Residents’ Nutritional Risk


IntroductIon
Initial assessment of a resident when they are admitted to the facility includes screening residents’ 
nutritional risk. 


How to calculate BMI
Ulna length / height


Put resident’s right hand (if right arm is sore use left) on their left shoulder.
use the tape measure (see Information Sheet 6: Metal Tape Measures) to 
measure from the point that sticks out at the wrist to the tip of the elbow.
record the ulna length on the Resident Monthly Weight Chart (Chart 1).
Identify the correct height from the table (overleaf ) and record it on the 
Resident Monthly Weight Chart. For more information see Information Sheet 
5: How to Measure Ulna Length or accompanying DVD.


Weight
use resident’s current weight (in the last three weeks) and write the weight on the Resident Monthly 
Weight Chart.
write the date the weight was recorded in the box at the bottom of the graph.
locate the resident’s weight on the vertical axis and put a cross in the blue column.
For instructions on how to measure weight, see Information Sheet 4: Accurate Measurement of Weight 
or accompanying DVD.


BMI
using the BMI Table (Tool 1) first go to the bottom axis and locate the resident’s height. then go to the 
vertical axis and locate the resident’s weight and find where the two points meet and this is the resident’s 
BMI. note the colour the BMI falls into on the table and match this to the colour on the Nutrition Screening 
Flowchart (Tool 2). 


FlowcHart
the colour the resident’s BMI falls into decides which course of action is appropriate. the flowchart  
recommends a nutrition plan. use the examples provided on the Snack Food Suggestions list (Tool 3) to 
form your action plan.


oPtIMal BMI
an optimal BMI is recommended in the ‘Aim’ box on the Nutrition 
Screening Flowchart (Tool 2). record this optimal BMI as a green 
line on the Resident Monthly Weight Chart as a visual check of 
the resident’s progress. calculate the optimal BMI using the 
instructions on the Resident Monthly Weight Chart. 


docuMentatIon
record BMI, illness and nutrition plan on the Action Plan (Chart 3). 


revIsIon
review weight, BMI and nutritional risk monthly. If resident becomes unwell or isn’t eating, review 
immediately.


1.
2.


3.
4.


•


•
•
•


Screening residents’ nutritional risk involves calculating the BMI and asking several questions about weight, 
whether the resident has been acutely ill and dietary intake.


INFORMATION SHEET 2


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


A case study showing the 
use of these charts can be found 
in the ‘Screening and Assessing 


Examples’ section.


?
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HEIGHT  
 (M)


HEIGHT  
(M)


Men Women
(<65 years) (>65 years) Ulna Length  


(cm)
(<65 years) (>65 years)


1.94 1.87 32.0 1.84 1.84


1.93 1.86 31.5 1.83 1.83


1.91 1.84 31.0 1.81 1.81


1.89 1.82 30.5 1.82 1.79


1.87 1.81 30.0 1.79 1.78


1.85 1.79 29.5 1.77 1.76


1.84 1.78 29.0 1.76 1.75


1.82 1.76 28.5 1.75 1.73


1.80 1.75 28.0 1.73 1.71


1.78 1.73 27.5 1.72 1.70


1.76 1.71 27.0 1.70 1.68


1.75 1.70 26.5 1.69 1.66


1.73 1.68 26.0 1.68 1.65


1.71 1.67 25.5 1.66 1.63


1.69 1.65 25.0 1.65 1.61


1.67 1.63 24.5 1.63 1.60


1.66 1.62 24.0 1.62 1.58


1.64 1.60 23.5 1.61 1.56


1.62 1.59 23.0 1.59 1.55


1.60 1.57 22.5 1.58 1.53


1.58 1.56 22.0 1.56 1.52


1.57 1.54 21.5 1.55 1.50


1.55 1.52 21.0 1.54 1.48


1.53 1.51 20.5 1.52 1.47


1.51 1.49 20.0 1.51 1.45


1.49 1.48 19.5 1.50 1.44


1.48 1.46 19.0 1.48 1.42


1.46 1.45 18.5 1.47 1.40


Reproduced here with kind permission of BAPEN  
(www.bapen.org.uk)


HeIgHt estIMated By ulna lengtH
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ENCOURAGING BEST PRACTICE IN RESIDENTIAL AGED CARE: NUTRITION & HYDRATION


Nutrition Screening Tools


PAGE 1


INFORMATION SHEET 3


Developed by the Priority Research Centre for Gender, Health and Ageing, University of Newcastle in collaboration with UnitingCare Ageing and Baptist Community Services.  
Funded by the Australian Government Department of Health and Ageing. 2009.


What
there are a wide variety of nutrition screening tools readily accessible on the internet. It is important to 
use a tool that has either been designed specifically for or tested as suitable for use in Residential aged 
Care, because it will give you the most meaningful result and it will be easier to use.


Why
Nutrition screening is important because, if used correctly, it can identify residents at risk of malnutrition, 
and provide an opportunity to prevent malnutrition or treat the residents and give them the best care.


Nutrition screening is part of your accreditation, see excerpt below. 


hoW
there are a number of methods to screen nutrition status, most commonly they are tools designed in 
a checklist or questionnaire format. the following list of tools is validated in the Residential aged Care 
setting:
1. Malnutrition Universal Screening tool (MUSt)
2. Short-Form Mini-Nutritional assessment (MNa-SF)
3. Simplified Nutritional appetite Questionnaire (SNaQ)
4. Simple Nutrition Screening tool 2)


5. Malnutrition Screening tool (MSt)


See table 2 over the page for an explanation of the above tools. alternatively you could use the Nutrition 
Screening Flowchart (Tool 2) which also has a plan of action.


WheN aNd Who
every resident should have nutrition screening on admission to the facility and then as required by the 
type of tool you are using and the level of nutritional risk of the resident. 


agency aCSaa. Assessment module 7: Nutrition, hydration, oral and dental care. Parramatta: aged Care Standards and 
accreditation agency Ltd; 2009.
Watterson C, Fraser a, Banks dM, Isenring de, Miller dM, Silvester K, et al. Evidence based guidelines for nutritional 
management of malnutrition in adult patients across the continuum of care.: dietitians association of australia; n.d.


1.


2.


Initial and ongoing assessment of needs and preferences in relation to 
the home’s provision of nutrition, hydration, oral and dental services…


Identification of residents at risk of poor nutrition, hydration, oral 
and dental care
Identification of poor appetite and poor thirst sensation
Identification of residents at risk of developing malnutrition and 
dehydration…(pg. 6) 1


•


-


-
-


This information sheet and 
Information Sheet 2: Screening 


Residents’ Nutritional Status will 
help you to meet this aspect of 


accreditation.


?
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we
igh


t (
kg


)
100 46 44 43 42 41 40 39 38 37 36 35 35 34 33 32 32 31 30 30 29 28 28


99 45 44 43 42 41 40 39 38 37 36 35 34 33 33 32 31 31 30 29 29 28 27
98 45 44 42 41 40 39 38 37 36 36 35 34 33 32 32 31 30 30 29 28 28 27
97 44 43 42 41 40 39 38 37 36 35 34 34 33 32 31 31 30 29 29 28 27 27
96 44 43 42 40 39 38 38 37 36 35 34 33 32 32 31 30 30 29 28 28 27 27
95 43 42 41 40 39 38 37 36 35 34 34 33 32 31 31 30 29 29 28 27 27 26
94 43 42 41 40 39 38 37 36 35 34 33 33 32 31 30 30 29 28 28 27 27 26
93 42 41 40 39 38 37 36 35 34 34 33 32 31 31 30 29 29 28 27 27 26 26
92 42 41 40 39 38 37 36 35 34 33 33 32 31 30 30 29 28 28 27 27 26 25
91 42 40 39 38 37 36 36 35 33 33 32 31 31 30 29 29 28 27 27 26 26 25
90 41 40 39 38 37 36 35 34 33 33 32 31 30 30 29 28 28 27 27 26 25 25
89 41 40 39 38 37 36 35 34 33 32 32 31 30 29 29 28 27 27 26 26 25 25
88 40 39 38 37 36 35 34 34 32 32 31 30 30 29 28 28 27 27 26 25 25 24
87 40 39 38 37 36 35 34 33 32 32 31 30 29 29 28 27 27 26 26 25 25 24
86 39 38 37 36 35 34 34 33 32 31 30 30 29 28 28 27 27 26 25 25 24 24
85 39 38 37 36 35 34 33 32 31 31 30 29 29 28 27 27 26 26 25 25 24 24
84 38 37 36 35 35 34 33 32 31 30 30 29 28 28 27 27 26 25 25 24 24 23
83 38 37 36 35 34 33 32 32 30 30 29 29 28 27 27 26 26 25 25 24 23 23
82 37 36 35 35 34 33 32 31 30 30 29 28 28 27 26 26 25 25 24 24 23 23
81 37 36 3 5 34 33 32 32 31 30 29 29 28 27 27 26 26 25 24 24 23 23 22
80 37 36 35 34 33 32 31 30 29 29 28 28 27 26 26 25 25 24 24 23 23 22
79 36 35 34 33 32 32 31 30 29 29 28 27 27 26 26 25 24 24 23 23 22 22
78 36 35 34 33 32 31 30 30 29 28 28 27 26 26 25 25 24 24 23 23 22 22
77 35 34 33 32 32 31 30 29 28 28 27 27 26 25 25 24 24 23 23 22 22 21
76 35 34 33 32 31 30 30 29 28 28 27 26 26 25 25 24 23 23 22 22 22 21
75 34 33 32 32 31 30 29 29 28 27 27 26 25 25 24 24 23 23 22 22 21 21
74 34 33 32 31 30 30 29 28 27 27 26 26 25 24 24 23 23 22 22 21 21 20
73 33 32 32 31 30 29 29 28 27 26 26 25 25 24 24 23 23 22 22 21 21 20
72 33 32 31 30 30 29 28 27 27 26 26 25 24 24 23 23 22 22 21 21 20 20
71 32 32 31 30 29 28 28 27 26 26 25 25 24 23 23 22 22 21 21 21 20 20
70 32 31 30 30 29 28 27 27 26 25 25 24 24 23 23 22 22 21 21 20 20 19
69 32 31 30 29 28 28 27 26 26 25 24 24 23 23 22 22 21 21 20 20 20 19
68 31 30 29 29 28 27 27 26 25 25 24 24 23 22 22 21 21 21 20 20 19 19
67 31 30 29 28 28 27 26 26 25 24 24 23 23 22 22 21 21 20 20 19 19 19
66 30 29 29 28 27 26 26 25 25 24 23 23 22 22 21 21 20 20 19 19 19 18
65 30 29 28 27 27 26 25 25 24 24 23 22 22 21 21 21 20 20 19 19 18 18
64 29 28 28 27 26 26 25 24 24 23 23 22 22 21 21 20 20 19 19 18 18 18
63 29 28 27 27 26 25 25 24 23 23 22 22 21 21 20 20 19 19 19 18 18 17
62 28 28 27 26 25 25 24 24 23 22 22 21 21 20 20 20 19 19 18 18 18 17
61 28 27 26 26 25 24 24 23 23 22 22 21 21 20 20 19 19 18 18 18 17 17
60 27 27 26 25 25 24 23 23 22 22 21 21 20 20 19 19 19 18 18 17 17 17
59 27 26 25 25 24 24 23 22 22 21 21 20 20 19 19 19 18 18 17 17 17 16
58 26 26 25 24 24 23 23 22 22 21 21 20 20 19 19 18 18 18 17 17 16 16
57 26 25 25 24 23 23 22 22 21 21 20 20 19 19 18 18 18 17 17 17 16 16
56 26 25 24 24 23 22 22 21 21 20 20 19 19 18 18 18 17 17 17 16 16 16
55 25 24 24 23 23 22 21 21 20 20 19 19 19 18 18 17 17 17 16 16 16 15
54 25 24 23 23 22 22 21 21 20 20 19 19 18 18 17 17 17 16 16 16 15 15
53 24 24 23 22 22 21 21 20 20 19 19 18 18 18 17 17 16 16 16 15 15 15
52 24 23 23 22 21 21 20 20 19 19 18 18 18 17 17 16 16 16 15 15 15 14
51 23 23 22 22 21 20 20 19 19 19 18 18 17 17 16 16 16 15 15 15 14 14
50 23 22 22 21 21 20 20 19 19 18 18 17 17 17 16 16 15 15 15 14 14 14
49 22 22 21 21 20 20 19 19 18 18 17 17 17 16 16 15 15 15 14 14 14 14
48 22 21 21 20 20 19 19 18 18 17 17 17 16 16 15 15 15 14 14 14 14 13
47 21 21 20 20 19 19 18 18 17 17 17 16 16 16 15 15 15 14 14 14 13 13
46 21 20 20 19 19 18 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13
45 21 20 19 19 18 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13 12
44 20 20 19 18 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13 12 12
43 20 19 19 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13 12 12 12
42 19 19 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13 12 12 12 12
41 19 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13 12 12 12 12 11
40 18 18 17 17 16 16 16 15 15 15 14 14 14 13 13 13 12 12 12 12 11 11
39 18 17 17 16 16 16 15 15 15 14 14 13 13 13 13 12 12 12 12 11 11 11
38 17 17 16 16 16 15 15 14 14 14 13 13 13 13 12 12 12 11 11 11 11 11
37 17 16 16 16 15 15 14 14 14 13 13 13 13 12 12 12 11 11 11 11 10 10
36 16 16 16 15 15 14 14 14 13 13 13 12 12 12 12 11 11 11 11 10 10 10
35 16 16 15 15 14 14 14 13 13 13 12 12 12 12 11 11 11 11 10 10 10 10
34 16 15 15 14 14 14 13 13 13 12 12 12 11 11 11 11 10 10 10 10 10 9


1.48 1.50 1.52 1.54 1.56 1.58 1.60 1.62 1.64 1.66 1.68 1.70 1.72 1.74 1.76 1.78 1.80 1.82 1.84 1.86 1.88 1.90
height (m)


BMI TABLE


Note: Figures on the table have been rounded to the nearest whole number
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Food item Serve Size


Biscuit 1 cream filled


OR 2 plain sweet


OR 3 crispbread


Bread 1 slice, thin (30g)


Fruit 1 average


Dried Fruit 1 ½ tablespoons


Fruit Juice 1 glass (200 mL)


Cheese 20g, 1 thick slice Cheddar


OR 1 portion pre-sliced


OR 1 tablespoon grated (20g)


Cream 1 tablespoon


Creamed Cheese 1 tablespoon


Creamy Dessert or similar ¹⁄₃ 150g tub (~50g)


Fruche ® or similar ¹⁄₃ 200g tub (~70g)


Ice Cream 1 scoop


Milk ½ cup (~120mL)


Yoghurt (flavoured, full cream) 1 x 100g tub (80g)


Margarine (poly/mono unsaturated) 2 teaspoons


Mayonnaise 1 tablespoon


Peanut Butter 2 teaspoons


Honey 1 tablespoon


Jam 1 tablespoon


Sugar 5 teaspoons


Mars Bar ® Kid sized 22g bar 


Chocolate 2 squares


Cordial 1 cup (250mL)


Chips 20g (Kid sized pkt)


Milo ® 3 heaped teaspoons (15g)


Beer Light 300mL


Regular 200mL


Wine 100mL


Polyjoule ® 1 tablespoon


Sustagen ® 1 tablespoon (20g)


Two Cal ® 40mL


SNACK FOOD SUGGESTIONS
TOOL 3


Source: www.calorieking.com.au
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StepS to completing the reSident plate waSte graph


The resident plate waste graph allows you to clearly see the amount of plate waste at each meal. 
This can show potential meal times for concern for groups of residents. Residents may eat more at 
breakfast because they have a bigger appetite. Giving the residents larger servings or more food 
options at this time may help the resident meet their dietary requirements because they are inclined 
to eat more. 


Each menu item is represented on the horizontal axis of the graph. Using the information recorded 
on the plate waste chart for individual residents, plot the amount of plate waste for each item on the 
graph for each resident. If the resident did not receive an item simply leave it blank. You will create a 
separate line for each resident.


Repeat this process for each meal item consumed and for each resident.


By plotting the pattern for each resident and comparing it against the lines of the other residents, 
you can see if there is a general need for food items to change. For example there may be a large 
amount of plate waste for a particular food item which may indicate the option is not popular with 
the residents. 


Ideally this process should be carried out for consecutive meals over a 3 day period ie breakfast 
followed by morning tea, lunch etc. However doing the process over one day is also useful. 


Ideally there should be a moderate amount of plate waste left over from each meal. It is best if most 
plate waste lies around the quarter circle level.
Having little to no plate waste (an empty circle) is not ideal because it may mean that residents are 
not being offered enough food. 
Excess plate (more than 1/4 circle shaded) may mean too much food is being catered for and is 
wasted cost.  It might also mean that the resident doesn’t like this option and an alternative should be 
considered.


1.


2.
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4.


5.
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•


•


REsIdEnT PLATE WAsTE GRAPH
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The Energy Intake Calculator is a tool that allows easy estimation of a resident’s energy intake. Energy intake 
is based on food intake and a low energy intake can lead to weight loss. The Energy Intake Calculator uses a 
point system to estimate energy intake:


An average woman (61kg) should have a mimunum total of approximately 6000Kj / day ... therefore they 
should have a minimum total of 80 points. 1


An average man (76kg) should have a minimum total of approximately 8000kj / day ... therefore they should 
have a minimum total of 106 points.1


Using the Energy Intake calculator you are able to record how much of each meal a resident is consuming. 
By adding up the total point score, you are able to work out if the resident is eating enough food to maintain 
their weight. 
It is best to observe the resident at meal times over 3 consecutive days in case their appetite is less one day 
due to an ‘off’ day, however observing the resident over a 24 hour period will also provide a fair estimation of 
how much they are eating. The Energy Intake Calculator estimates mainly foods provided by the food service 
of the facility. It does not account for food items they or family and friends purchase however the majority of 
their intake is provided by the facility’s food service and is most important to observe. 


StepS to completing the energy intake calculator
Use the Energy Intake Calculator to record the amount of food the resident did not eat at the meal i.e. 
leaves on their plate. The resident will not receive every item listed on the Energy Intake Calculator. Only 
record those meal items given to the residents. 
Place resident ID sticker on Energy Intake Calculator. 
Observe the resident at each meal time. Record how many serves of the meal item the resident receives. 
For example if the resident is given one bowl of cold cereal, in the ‘No. serves’ column, record a ‘2’ in the 
‘cold cereal’ row.
For each meal item the resident is given, circle the amount you estimate to be left on the plate 
when the resident has finished eating. For example, if the resident is given a bowl of cereal but one 
quarter of the cereal is left in the bowl not eaten, in the ‘1/4’ column, circle the relevant point score 
in the ‘cold cereal’ row. 
Once you have recorded the number of serves the resident has been given and the amount of food left on 
the plate you can total the number of points for each meal item. Simply multiply the ‘points for the amount 
of food NOT eaten’ by the ‘no. serves’ the resident was given. 
Therefore if the resident was given a bowl of cereal did not eat 1/4 the multiplication would look like this... 
6 (points for 1/4 cereal not eaten) x 2 (no. serves) = 12 Points
Record this number in the ‘Total points’ column.
Continue this process at every meal time observed. 
Once you have observed each meal for the day you 
can add up all the points for each meal item and 
achieve the grand total. 
Depending on the resident, circle the relevant 
‘OPTIMAL NUMBER OF POINTS’, either 80 (female) or 
106 (male).


If the resident’s GRAND TOTAL is equal to or greater than the OPTIMAL TOTAL then their intake is 
adequate.
If the resident’s GRAND TOTAL is less than the OPTIMAL TOTAL then their intake is not adequate. 
If a resident’s GRAND TOTAL is inadequate for more than 3 consecutive days alternate meal options and 
snacks should be considered (See information sheet 14 Energy Dense-snacks). 


See the tool kit for a completed sample.


National Health and Medical Research Council. Nutrient Reference Values for Australia and New Zealand. Canberra: Commonwealth 
of Australia; 2005.
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1 serve of energy = 300kj = 4 points


ENERGY INTAKE CALCULATOR
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An alternative energy intake 
calculator is available at:  


www.health.gov.au/internet/
healthyactive/publishing.nsf/content/


healthy-eating-calculator
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CHART 7ENERGY INTAKE CALCULATOR


affix sticker here


Meal Points for amount of food NOT eaten ie food left on the plate No. serves Total points


ALL LEFT


%


3/4


%


1/2


%


1/4


%


NONE LEFT


%
eg 2 slices 
toast = 2 


serves


points x no. serves


eg half toast eaten (ie 1 
slice = 4 points) x number 


of serves (2) = 8 points


BREAKFAST
Cold cereal 0 2 4 6 8
Hot cereal 0 6 12 18 24
1 slice toast w condiments 0 2 4 6 8
Hot breakfast 0 4 8 12 16
Juice 0 1 2 3 4
Piece fruit / ½ C tinned fruit 0 1 2 3 4
Supplement / milkshake 0 6 12 18 24
Tea / coffee / cordial 0 0 0 0 0
MORNING TEA
1 cream biscuit 0 1 2 3 4
2 plain biscuits 0 1 2 3 4
1 Tim Tam® 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24
Cake / muffin 0 2 4 6 8
LUNCH
Hot meal / puree meal (standard) 0 4 8 12 16
Dessert 0 4 8 12 16
1 slice bread 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24
Juice 0 1 2 3 4
AFTERNOON TEA
1 cream biscuit 0 1 2 3 4
2 plain biscuits 0 1 2 3 4
1 Tim Tam® 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24
Cake / muffin 0 2 4 6 8
DINNER
Sandwich 0 3 6 9 12
Salad 0 1 2 3 4
Finger food (ie chicken nuggets) 0 1 2 3 4
Soup 0 1 2 3 4
1 slice toast w condiments 0 2 4 6 8
Puree meal (small) 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Juice 0 1 2 3 4
Supplement / milkshake 0 6 12 18 24
SUPPER
1 cream biscuit 0 1 2 3 4
2 plain biscuits 0 1 2 3 4
1 Tim Tam® 0 1 2 3 4
Tea / coffee / cordial 0 0 0 0 0
Supplement / milkshake 0 6 12 18 24
Cake / muffin 0 2 4 6 8


GRAND TOTAL OF POINTS


OPTIMAL NUMBER OF POINTS (circle relevant number) 80 106


Grand total is equal to or greater than the optimal total = adequate food intake


Grand total is less than the optimal total = inadequate food intake = ACTION REQUIRED


(tick relevant box)





