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Preface

Nutrition manuals and textbooks are usually written to meet the needs of nutritionists or would-be nutritionists. This manual has been written to meet the needs of health professionals who are not nutritionists, including physicians, nurses, and pharmacists. The aim is to acquaint readers in these professions with the principles of nutrition and the application of nutrition to the better delivery of health care.

Decision to arrange the contents of the manual under particular section headings was made to facilitate the readers' access to areas of nutrition information required in their daily patient or client contact. In Section I, the aim is to present information on the determinants of food choice and food intake. In order to be able to understand what a person will eat, when they will eat, and how much they will eat, it is necessary to understand the interrelationships of cultural, social, personal, situational, and medical factors which condition eating or drinking.

Section II is a compendium of basic nutrition. Inclusion of tables of the nutrient composition of foods and formulas is justified because of the frequently expressed need by health professionals for a ready source of reference for this information. Guidelines for nutritional assessment are included here in the hope that such assessments will become essential components of all health evaluations.

Section III addresses the widespread problems of food abuse in our society. Many chronic health problems have been linked to dietary excesses and/or to irregular or unwise eating habits. Within this general context, selection of topics has been dictated by the prevalence of specific food-related problems in community, clinic, and hospital practice.

Section IV relates to persons and patients at nutritional risk. Particular emphasis has been placed on the risks and outcome of prenatal malnutrition and the causes and effects of malnutrition in special age groups, particularly in the elderly, alcoholics, and in hospitalized patients.

Section V reviews newer information on drug-food and drug-nutrient interactions and incompatibilities. It is assumed that physicians, nurses, and pharmacists need to know the effects of diet and nutritional status on drug absorption, therapeutic response, and risk of adverse side-effects. An introduction to the subject of drug-induced nutritional deficiencies is included, particularly because of the incidence of such deficiencies among patients requiring long-term drug therapies.

Section VI outlines specific roles of different health professionals in offering nutritional care. Recommendations are given for means of developing and integrating nutrition services at the community and hospital level by a team approach, which requires collaboration of medical, nursing, and pharmacy personnel.

References are selective and have been deliberately held to a minimum required to support the text. The author is cognizant of the fact that new nutrition information and misinformation is constantly appearing in the lay press and in technical journals. Readers are therefore encouraged to seek professional assistance from consulting nutritionists who take primary responsibility for nutritional care and are better able to interpret nutrition reports as they appear in the press or via the media.

Daphne A. Roe
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Section I
 Determinants of Food Intake

A. Why Foods are Selected

Men and women choose food and not nutrients. This statement can only be qualified insofar that those with nutrition knowledge or with preoccupation about certain nutrients may deliberately select food for their nutrient quality. Food choice is determined in both sexes and in all age groups, beyond infancy, by multiple factors which can be classified under these several headings: cultural, social, personal, situational, and medical.

1. Cultural

In the population, influence on food choice is through family tradition, which is to a greater or lesser extent determined by country of origin, by ethnicity, and by religious or traditional belief. Foods that are preferred are those that are familiar, or foods that were family foods in early life. Cultural factors which distinguish food selection from food avoidance may not be rational but stem from beliefs passed on from one generation to another. Particular foods may be considered to be male (appropriate to men) or female (appropriate to women). Food choice may be determined by season, whether the season is religious or climatic (fish is eaten during Lent and soup during winter). Prestigious foods are selected if income permits (steak is preferred or in some societal groups, white bread). Foods or natural food components may be considered to be magic, or to influence destiny, which even today influences the use of garlic. Certain foods are considered appropriate or inappropriate for particular meals (oatmeal for breakfast; no milk for dinner for those of French or Mediterranean origin). Food taboos exist for all of us — otherwise we would eat cats and beetles. Food avoidance may be on the basis of religious tenets (no pork for Jews and Mohammedans); country of origin and ethnicity influence food selection (tripe is pleasant to French people, and rice is preferred over bread by Chinese). Folklore tradition may determine the choice of food for invalids (chicken broth for those who are debilitated).

2. Social

Social influences on food choice include family likes and dislikes. Parental eating practices may be important (the daughter may not choose to eat green vegetables if this has not been the habit of the mother). Upward social mobility may determine preference for butter vs. margarine, and veal cutlet vs. baked beans. Peer group pressures are currently important and account for present-day popularity of yogurt and bagels. Foods may be chosen because they have an association with festive occasions (turkey); fads are likely to condition food choice and food avoidance (brown rice selected, convenience foods rejected because of "chemicals they contain").

3. Personal

Personal influences on food choice or rejection include early association (with comfort or relief of hunger — hence, a yearning by some for fish gravy or corn meal mush, which were given to them during their childhood in the Depression). Taste satisfaction may determine selection of salted nuts. Sensory pleasure conditions choice of ice cream sundaes. A sense of creativity determines a preference for home-baked bread. Emotional association with reward, happiness, or conversely, despair may partly explain choice of cookies (good boy or girl!) and avoidance of rice pudding ("starving people would be glad to eat it").

4. Situational

Food choice is restricted by poverty or a lack of transportation, by restricted availability of food in the store, by lack of food storage facilities, lack of cooking facilities, lack of skills in food preparation, and by lack of time to cook. Food choice may be determined by menu, whether this is in an extended care facility or an elaborate restaurant.

Merchandising, advertising, and food display are used extensively by the food industry to influence food selection, and they have been most successful in their goals. We would like to think that food labeling influences food selection, and for some this may be true, though the strategies of the food industry to influence food selection are more pervasive and persuasive. Food stamps influence food selection among those who are eligible, since certain foods are covered and others of a luxury nature cannot be purchased with food stamps.

5. Medical

When unpleasant symptoms are associated with the intake of specific foods or beverages, these tend to be avoided, or conversely, foods that are selected are those that are tolerated. For example, if milk, cereal products, and fats induce diarrhea, then food selection will be from among other types of food. Appetite or anorexia conditions food selection. Early satiety may be a major cause of reduced food intake in the postgastrectomy patient, though here the appetite reduction and food finickiness may be conditioned by the dumping syndrome. Taste loss or perversions of taste and smell may determine avoidance of some foods and preference for others. The cancer patient with taste perversion may perceive meat as tasting rotten, and therefore may be repelled by the sight of meat. Most importantly, iatrogenic diets limit food choice, and if these are used additively by a patient, food choice may be limited to a very few items. Self-prescribed diets are also important as a causative factor in the determination of a monotonous diet. The patient with anorexia nervosa will deliberately avoid carbohydrate-containing foods, through a belief which is associated with this weight-phobia disease.

In summary, preferences are for foods used as rewards, for prestige foods, for foods considered to have a special property, for foods believed to be tasty, for foods having sensory appeal, for foods that are filling, for cheap foods, sweet foods, foods that you can't get at home, for foods that are readily prepared or available, for foods promoted by the media, for foods that are familiar, for ethnic or regional foods, and for foods that are easy to chew. Dislikes are for foods enforced by parents, for unfamiliar foods, for foods inducing an adverse response, for foods that have been badly prepared, for foods difficult to cook or prepare, for substances not considered to be edible, for bland foods, for foods that are not filling or satisfying, for foods having peculiar smell, taste, or consistency, for foods that are difficult to chew, and for foods that are considered to be "good for you."1

B. Constraints on the Intake of an Adequate Diet

An individual's ability to obtain an adequate diet may be limited by socioeconomic, educational, situational, or medical factors.

1. Socioeconomic and Situational Factors

Under conditions of poverty or when low-income individuals are unwilling or unable to obtain financial assistance in food purchasing (e.g., food stamps), high cost may limit the diet from the qualitative as well as the quantitative standpoint. In the U.S., lack of money is rarely the sole determinant of dietary inadequacy, but economic factors do determine the number of different foods consumed and hence, the variety of the diet. Many different societal groups consume diets which are inappropriate to their nutritional requirements. Dietary excesses are as much a problem and probably a greater problem than deficiencies. The detary constraints of elderly housebound people, indigent alcoholics, or pregnant adolescents, for example, are not primarily due to their common lack of income but rather to other factors which affect the environment in which they live.2-5

Opportunities for food selection can never be greater than the variety of food available. In institutions, where residents or patients have no access to outside sources of food, selection can only be from among food items provided by the facility on that day, week, or month. Similarly, if an individual family lives in a locality where there is one store and that one store only contains a narrow range of foods, it is from among these foods only that choice can be made. Similarly, those who have no home-cooking facilities and have to eat cheaply in restaurants are limited by the foods on the menu which they can afford.

2. Education

Lack of education is a major factor determining poor diets in low-income populations. Women who have had an 11th-grade education or less are unlikely to understand classification of foods according to food groups or nutrients supplied. They are more likely to divide foods according to like, dislike, and "will not eat," or according to the meal at which they think the food should be served; or they may consider foods as being fattening or nonfattening. Lack of knowledge about food is not explained by an absence of formal nutrition education. Rather, food concepts tend to run parallel to general educational level. If food is not considered from the standpoint of nutrition, then the risk is that food selections will be based on preference, the influence of advertising, and appearance of meal items. The social isolate, who is also uneducated, is at particular nutritional risk because he/she has never learned to eat more than a very few common foods. Such men and women are prejudiced against trying new foods and cannot overcome this prejudice by contact with others who know how to eat bet

For those who are bored because they don't know how to spend their leisure time and for those who are unemployed or underemployed because they lack job skills, overconsumption of junk foods is a means of breaking the daily monotony.6

On the other hand, there are men and women of advanced educational background who select foods inadequate in key nutrients because they adhere to an exotic food philosophy.7

3. Medical

Medical constraints on dietary adequacy include the following:

Psychiatric illnesses — Psychotic depression, especially, leads to an indifference to food and self-neglect, and organic brain syndromes lead to loss of memory and/or loss of incentive to prepare food. Bizarre eating behavior may occur in schizophrenics, particularly those with paranoid schizophrenia who may believe that food presented to them is poisonous. Anorexia nervosa, which is essentially a weight phobia, leads to self-starvation of adolescent girls with this disease, and less commonly, adolescent boys or older persons.

Alcohol and drug addiction — Multiple factors contribute to deficient diets consumed by alcoholics. These include not only financial constraints on food purchase and situational factors which limit food preparation, but also associated depression, indifference, anorexia, inebriation, knowledge that desired psychological effects of alcohol can be more rapidly achieved in the fasting state, and adverse or unpleasant reactions following food consumption due to the effects of alcohol on the gastrointestinal tract (nausea, vomiting, diarrhea, and abdominal pain).8

In narcotic and other drug addicts grocery money may be diverted to purchase drugs. Anorexia may occur in drug addicts, more particularly in those who are consuming amphetamines. Intravenous injection of heroin can lead to serum hepatitis which causes anorexia and hence decreased food intake. Poor eating habits of drug addicts may also be due to general disinterest in food or to a rejection of conventional food-related practices.9

Physical diseases causing anorexia — Medical diseases including acute infections, chronic infections, and other chronic diseases including cancer may produce such a marked reduction in appetite that food intake is grossly reduced. Diseases particularly associated with anorexia are cancer and congestive heart failure. In cancer patients, anorexia may be associated with appetite perversion and particular aversion to meat and meat products. Congestive heart failure from various antecedent causes is associated both with anorexia and early satiety. Consumption of large quantities of foods by causing gastric distention can lead to cardiac embarrassment. The chief cause of malnutrition in postgastrectomy patients is failure to consume enough food due to early satiety and the induction of the dumping syndrome by certain foods including foods and beverages containing concentrated sugars.10

Therapeutic drugs — Therapeutic drugs can lead to a reduction in food intake because of direct or indirect anorectic effects. Anorectic drugs include those which impair taste, cause aversion to food by inducing nausea, vomiting, pain, or diarrhea, as well as drugs such as amphetamines used purposefully as appetite suppressants, because they induce central depression of appetite.11

Iatrogenic diets — Iatrogenic diets prescribed by physicians can cause malnutrition. Therapeutic diets which are notoriously liable to be nutritionally inadequate include stringent ulcer diets, elimination diets, and low-sodium diets. Unpalatable diets remain uneaten. Nutritional risks of therapeutic diets are highest when the patient uses dietary suggestions additively with exclusion of a wide variety of foods essential to dietary requirements.12

Physical handicaps — Chronic crippling diseases such as arthritis, late effects of stroke, and multiple sclerosis can limit food access not only because marketing and food preparations are difficult, but also because eating is a problem. Masticatory inefficiency due to the edentulous state or to ill-fitting dentures may induce elderly people not to eat meats and other foods that have to be chewed. Geriatric disability can cause dietary inadequacy because of mental as well as physical handicaps.13

C. Food Fallacies

Folklore, ancient and modern, as well as the persuasive writings of those who create popular diets, influence health professionals and the lay public to believe nutrition nonsense. The following statements, which are in italics, are not true. Health professionals should explain to these patients why these statements are fallacies.

1. Starchy Foods (Potatoes, Bread) are Fattening

The fattening quality of food is only dependent on food energy consumed above the requirements of the body. Potatoes, bread, and other starchy foods have no special effect on body weight and indeed should form a part of the normal diet.

2. Grapefruit and Cottage Cheese are Slimming

There are no foods which make you lose weight. Bulky foods with a low-caloric density may induce a feeling of satiety so that less food is actually eaten.

3. Cheese is Constipating

There is no evidence that cheese causes constipation. Low-residue diets in general (i.e., diets which do not contain enough dietary fiber) are likely to cause constipation. Cheese is an excellent food.

4. Hot Food is Better for You than Cold Food

There is no scientific evidence that the nutritional value of food is improved by warming it. Only the sensory appeal of food can be improved by serving it hot.

5. Hypoglycemia (Low Blood Sugar) is Caused by Eating Too Much Sugar and Hypoglycemia Causes Irritability, Lack of Concentration, Behavioral Disturbances, Poor Performance in School, and General Lack of Pep

Normal blood sugar values are well maintained in people with different eating patterns provided that they are not diabetics, alcoholics, or have insulin-producing tumors of the pancreas. The symptoms, which have been ascribed to hypoglycemia, may be due to situational problems or psychological problems which require counseling.

6. Raw Vegetables Give You Gas

The only vegetables which give you gas are beans, and then only when very large quantities are eaten. It is most desirable that raw vegetables be part of your daily diet because they are major sources of vitamins including vitamin A in the form of carotene, folic acid, and vitamin C.

7. Vitamin C Prevents/Cures the Common Cold

Vitamin C does not prevent or cure the common cold. Extensive investigations which have been carried out giving normal subjects megadoses of vitamin C or dummy pills have not supported claims that vitamin C significantly affects the occurrence or course of the common cold.

8. Orange Juice is Too Acid for Infants and Young Children

Wrong! Orange juice is well tolerated by infants from the age of 3 months and is an excellent source of vitamin C, which is deficient in milk formulae.

9. Adolescent Acne is Caused by Eating Too Much Chocolate, Peanut Butter, Cheese, Potato Chips, Nuts, and French Fried Potatoes

Whether or not a boy or girl has severe acne depends on the parents they chose (familial tendency) and on precise hormone balance. The foods cited are foods most kids enjoy, and many parents disapprove of, but these foods do not cause acne!

10. Vitamins, If Taken Regularly, will Prevent Liver Disease from Alcohol Abuse

Alcohol damages the liver and the degree of damage is related to the level and duration of alcohol intake. No vitamin or combination of vitamins will prevent alcoholic liver disease in an alcoholic.

11. Natural Vitamins and Minerals from Natural Sources (e.
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