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Assessment of the nutritional status of residents in
homes for the elderly in Lattakia, Syrian Arab Republic
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ABSTRACT Malnutrition is common among residents of homes for the elderly. This study aimed to identify
the nutritional status of people in residential homes for the elderly in Lattakia, Syrian Arab Republic, and to
determine the factors that affected nutritional status in these homes. A total of 103 elderly people in 3 residential
homes were interviewed individually using an Arabic version of the Mini Nutritional Assessment (MNA) scale,
and anthropometric measurements were carried out to assess nutritional status. The mean age was 70.9
(SD 6.4) years. Two-thirds of residents were either at risk of malnutrition (39.8%; score 17-23 on the MNA) or
malnourished (19.4%; score <17 on the MNA). Mean body mass index was 22.0 (SD 4.7) kg/m?. Nutritional status
was significantly affected by age, level of education, source of income, duration of stay in the home, number of
diseases, number of medicines taken, anthropometric data and teeth and vision problems.

Evaluation de I'état nutritionnel des résidents de maisons de retraite a Lattaquié (République arabe syrienne)

RESUME La malnutrition est fréquente chez les résidents des maisons de retraite. La présente étude visait a
déterminer I'état nutritionnel des résidents des établissements pour personnes agées a Lattaquié (République
arabe syrienne) ainsi que les facteurs qui influent sur cet état nutritionnel dans ces résidences. Au total,
103 personnes agées dans trois maisons de retraite ont été interrogées en entretien individuel en recourant a la
version en langue arabe de I'échelle d'évaluation de I'état nutritionnel Mini Nutritional Assessment (MNA), et des
mesures anthropométriques ont été réalisées pour évaluer leur état nutritionnel. L'age moyen était de 70,9 ans
(ET 6,4) . Les deuxtiers des résidents étaient soit a risque de malnutrition (39,8 % ; score 17-23 sur I'échelle MNA),
soit malnutris (19,4 % ; score <17 sur I'échelle MNA). L'indice de masse corporelle moyen s'élevait a 22,0 kg/m?
(ET 4,7). L'age, le niveau d'études, la source de revenu, la durée de séjour en maison de retraite, le nombre de
maladies, le nombre de médicaments pris, les données anthropométriques, les problemes de dentition et de
vision influaient nettement sur I'état nutritionnel.
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Introduction

The increase in the elderly population
is a global phenomenon reflecting the
increase in life expectancy that has
changed the demographic profile of
several countries. It follows that the
health of this population has become a
concern in many societies worldwide.
Among the many health issues being
investigated, the nutritional status of the
elderly population has gained attention.
The prevalence of malnutrition is in-
creasing in this population, and this has
a negative influence on elderly peoples’

health and quality of life ().

Nutrition is an important element of
health, and good nutrition is a vital fac-
tor for good health. Many factors affect
nutritional status in elderly people; the
ageing process is associated with re-
duced appetite and energy expenditure
coupled with a decline in biological and
physiological functions such as reduced
lean body mass, changes in cytokine and
hormone levels, changes in fluid electro-
Iyte regulation, poor dentition, delay in
gastric emptying and diminution in the
sense of smell and taste (2,3). In addi-
tion, chronic diseases and psychological
illnesses such as depression, dementia
and cognitive disabilities all play arole in
the complex etiology of malnutrition in
the elderly (4,5). Other factors such as
financial concerns and relocation may
also affect a person’s eating patterns,
either through limited food choices or
loneliness and lack of social interaction
that diminishes enjoyment in eating,
which in turn affects food intake (6,7).
Malnutrition in the elderly is a major
concern because it can have adverse
outcomes. It has been associated with
a decline in functional status, impaired
muscle function, decreased bone mass,
immune dysfunction, anaemia, reduced
cognitive function, poor wound heal-
ing, delayed recovery from surgery,
higher hospital readmission and higher
mortality rates (8,9). Obesity too can
be a problem affecting older people

and this contributes to hypertension

and diabetes and is associated with in-

creased risk of cancer, coronary heart
disease and stroke (10,11).

Malnutrition is common among
residents of homes for the elderly and
studies indicate that nutritional status
can decline within a period of less than
3 months. Therefore, residents who
are at risk of developing malnutrition
go unrecognized because the anthro-
pometric parameters of elderly people
are recorded rarely (12-18). Research
shows that if nutritional needs are ig-
nored, the health outcomes of older
people will be worsened, and this can
have a substantial impact on health and
disease, particularly in countries of the
Eastern Mediterranean Region, where
insufficient attention is given to this
issue. Therefore, studies are needed to
draw attention to the need for further
research in this area, in the Syrian Arab
Republic and elsewhere in the Region.

Studies about the Syrian elderly
population and their nutritional care in
institutions are still scarce. Therefore it
was expected that this study would add
valuable information about the magni-
tude of the problem and be beneficial
for solving problems associated with
malnutrition in the elderly. As nutrition-
al modulation represents one possible
approach to successful ageing, we could
use the results of this study as a baseline
to develop a nutritional guide for homes
and in training the staff who provide
care for elderly people. We could also
use it as a base for continued assess-
ment of the elderly people. The aim
of this study therefore was to identify
the nutritional status of the residents of
homes for the elderly in Lattakia, Syrian
Arab Republic, and to determine the
factors that affect nutritional status in
these homes.

Setting

The study was carried out in the 3 avail-
able residential homes for elderly people
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in Lattakia, Syrian Arab Republic. These
are afhliated to social associations un-
der the supervision of the Directorate
of Social Security in Lattakia, which is
under the Ministry of Social Security.
The admission requirements to these
homes are being age 60+ years old
and free of mental and communicable
diseases. The homes are sponsored by
charities and donors and the services
provided to residents include housing,
food, health and recreational services.
The services are paid for those who can
afford them and free-of-charge for those
who cannot. The recreational activities
include parties and trips according to
the available endowments.

The staff who supervise the homes
are not professionals, there is no medi-
cal team, no geriatric doctor or geron-
tological nurse, no nutritionists and no
individualized diet, no psychiatrist, no
social worker, and the caregivers are
unqualified to give care to elders. The
workforce in each home comprises a
manager with a secondary or university
education and S to 10 workers who are
mostly illiterate, with some who can
just read and write and a very few edu-
cated who have primary/preparatory
or secondary education. In each home a
doctor visits the elders once per week to
provide medical and follow-up care for
those who are in need; this includes free
medical care and medication obtained
from donations. In case of emergency
the elders are transferred to a govern-
ment or private hospital, depending to
their economic status.

Residential home 1: accepts only
men and can accommodate up to 36
elders. The building consists of 2 floors
and a garden. The first floor includes
the kitchen and laundry room, and each
floor consists of 4 rooms, bathroom
and toilet. The number of elders in each
room varies between 2 and 7. Residen-
tialhome 2 accepts both men and wom-
en, up to 43 elders. The home building
consists of 3 floors and a garden. On the
ground floor there is the kitchen and
laundry room, living and dining room,
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toilet and the manager’s room. Each
of the other 3 floors comprise a kitch-
enette and 8 rooms each with a private
bathroom. The number of elders in each
room is 1 or 2. Residential home 3 ac-
cepts only women and can accommo-
date up to 41 elders. The home building
consists of 4 floors. Each floor consists
ofalivingroom, 4 rooms, bathroom and
toilet. The kitchen and laundry room are
on the first floor. The number of elders
in each room is around 1 to 4.

Subjects
All elderly people aged 60+ years resi-

dent at the homes and who agreed to
participate in the study were included.
Out of the total of 120 elderly people
103 consented to participate (8 people
refused to participate in the study and 9
did not meet the study criteria). A few
of the 103 participants initially refused
to talk but the researcher was able to
involve friends to persuade them or to
attend the interview to make them feel
secure and to cooperate.

Tools

Two tools were used to collect the
study data. The first was a question-
naire designed by the researcher and
included items related to: sociodemo-
graphic characteristics of the elderly
person (age, sex, social status, level of
education, occupation before retire-
ment, monthly income, duration of stay
in the home); medical history; and pres-
ence of chronic disease and physical
limitations that might affect their ability
to eat independently.

The second tool was the Mini
Nutritional Assessment scale, which
was designed by Guigoz in 1994 and
modified by Kaiser in 2009 (19). It is
a specialized screening tool for elderly
people and is used to identify those who
are malnourished or at risk of malnutri-
tion. It consists of 2 parts: the first part
(screening) includes 6 questions about:
food intake; weight loss; mobility;
psychological stress or acute disease;
neuropsychological problems; and

body mass index (BMI). The second
part includes questions about: inde-
pendent living; number of prescription
drugs taken per day; presence of skin
ulcers; number of meals eaten per day;
protein and fruit or vegetable intake
per day; fluid intake per day; mode of
feeding; self-perception of nutritional
status; self-perception of health status;
and mid-arm circumference (cm) and
calf circumference (cm ). The maximum
score is 30. An individual’s nutritional
status is classified according to the score
obtained as: normal nutritional status
(score 24-30); at risk of malnutrition
(score 17-23.5); or malnourished
(score < 17).

The Mini Nutritional Assessment
scale (19) has been validated in many
research studies with elderly people in
hospital, nursing home, ambulatory
care and community settings. Studies
have demonstrated internal consist-
ency and inter-observer reliability (r =
0.89) (20-26). The Hartford Institute
for Geriatric Nursing, New York Uni-
versity, College of Nursing, is cited as
the source (19). After translation of
the scale into Arabic by the researcher,
the study tools were tested for content
validity by S experts in the field of the
study. Reliability was done using the
test—retest method (after 2 weeks) ap-
plied to 20 elderly people. Spearman
correlation coeflicient for the Arabic
version of the Mini Nutritional Assess-
ment was 0.98.

Data collection

Data collection started from 10 June
to the middle of August 2014. Each
resident who met the study criteria
was interviewed individually by the
researchers using the questionnaire
and Mini Nutritional Assessment scale
(19). Anthropometric measurements
were made in order to identify nutri-
tional status and associated factors. The
time of the interview ranged from 1
hour to 1.5 hours, depending on the
level of understanding and cooperation
of the participants. Information about

chronic diseases was obtained from the
individual's medical records.

Official approvals to carry out the
study were obtained from the compe-
tent authorities. Informed consent to
participate in the study was obtained
from the elderly people after explana-
tion of the purpose of the study.

Statistical analysis

The data were analysed using Stata,
version 6. The chi-squared test and
Fisher exact test were used to compare
between 2 qualitative variables or 2
proportions. The Student t-test was
used to compare between means and
standard deviation (SD). Analysis of
variance was used with more than 2
means. P-value < 0.05 was considered
significant.

Background characteristics of
residents

The age of the elderly people ranged
from 61 to 84 years, with a mean of
70.9 (SD 6.4) years. There were 56 fe-
males and 47 males. Almost two-thirds
(60.8%) of the residents were widowed.
Half (47.6%) of the sample had up to
preparatory level education, 40.0%
had not worked outside the home (i.e.
housewives) before their admission
to the residential home and 42.7%
depended on their pension. The dura-
tion of stay in the home ranged from 3
months to 14 years, with a mean of 4.9
(SD3.2) years (Table 1).

Just 60.2% of residents had chronic
diseases, most commonly cardiovascu-
lar disorders (26.2%), gastrointestinal
disorders (19.4%), musculoskeletal dis-
orders (14.6%) and depression (13.6%)
(Table2).

Concerning the anthropometric
characteristics of the elderly people, the
mean height was 165.2 (SD 9.8) cm,
mean weight was 59.9 (SD 12.7) kg,
mean mid-arm circumference was 24.4
(SD 3.4) cm, mean calf circumference
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Table 1 Distribution of residents of homes for the elderly in Lattakia according to

sociodemographic characteristics

Variable

Age (vears)
60 -
70 =
>80
Mean (SD)

Sex

Female

Male
Marital status

Widowed

Divorced

Single

Married
Educational level

Up to preparatory

Secondary

Higher education
Occupation before retirement

Housewife

Employee

Business

Technical worker
Source ofincome

Pension

Relative and friends

Social affairs
Duration of stay in the home (years)

<1

1-

5=

10+

Mean (SD)

No. of residents %

(n=103)
47 45.6
45 43.7
1 10.7
70.9 (6.4)
56 544
47 45.6
62 60.2
20 19.4
17 16.5
3 2.9
49 476
40 38.8
14 13.6
40 38.8
30 291
13 12.6
20 19.4
44 427
31 30.1
28 272
10 9.7
51 495
33 32.0
9 8.7
4.9(3.2)

SD = standard deviation.

was 32.5 (SD 3.4) cm, mean skinfold
thickness was 13.3 (SD 4.4) cm and
mean BMI was 22.0 (SD 4.7) kg/m?
(Table 3).

Prevalence of nutritional
disorders

Two-thirds of the participants suffered
from nutritional disorders according
to the total results of the Mini Nutri-
tional Assessment (score < 23); 39.8%
were classified as at risk of malnutrition

(score 17-23) and 19.4% as malnour-
ished (score < 17) (Table 4).

Nutritionalstatuswassignificantlyaf-
fected by age, level of education, source
of income, duration of stay in the home,
number of chronic diseases, number of
medicines taken, teeth problems and vi-
sion problems (all P< 0.001). Residents
who were older, with a longer duration
of stay in the home, of lower educa-

tion status and with income from social

La Revue de Santé de la Méditerranée orientale

affairs (rather than a pension or rela-
tives) were more likely to be malnour-
ished. Malnourishment was also more
common in those with a worse clinical
picture (i.e. more chronic illnesses, tak-
ing more prescription medications, with
teeth problems and vision problems).
All the anthropometric variables cor-
related with malnutrition (i.e. lower
weight, lower mid-arm circumference,
lower calf circumference, lower skinfold
thickness and lower BMI) (P = 0.0226,
P<0.001,P<0.001,P=0.0087 and P=
0.0413 respectively) (Table 5).

Discussion

Our findings indicate that one-fifth of

the elderly residents of the homes were

malnourished and two-fifths were at
risk of malnutrition. This is probably
because the majority of them ate only
1 meal daily and they did not consume
the needed quotas of nutrients such as
protein, legumes, milk and milk prod-
ucts, vegetables and fruits, and did not
drink an adequate amount of water.
Even though the homes offered 3 meals
per day the majority of residents ate
only the lunch meal, which was the only
meal provided at a fixed time. Because
of the limited budget of the homes and
their dependence on endowments, they
focused only on the quality of the lunch
meal, based on the view that it was the
basic meal of the day, and ignored the
quality of both the breakfast and the
dinner meals. As a consequence some
elderly people did not take these be-
cause of they were not satisfied with
the quality of the meals. Unlike those
who have money, those who depend on
endowments have no means to replace
inadequate meals with meals from out-
side the home.

In addition, there was no follow-up
from the staff on consumption of meals
by the elderly people, and there were no
daily records for the meals eaten and
their content. The lack of qualified staff

and nutritionists/dieticians meant that
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Table 2 Distribution of residents of homes for the elderly in Lattakia according to

their health profile

Health profile

Teeth problems
No
Yes
Vision problems
No
Yes
Chronic diseases®
None
Cardiovascular disease
Gastrointestinal tract disorder
Musculoskeletal disorder
Depression
Urinary disorder
Metabolic disorder
Respiratory disorder
Medications taken®
None
Anti-hypertensive
Laxative
Anti-inflammatory and analgesic
Anti-depressant
Diuretic
Vitamins and minerals
Antacid
Aspirin
Hypoglycaemic
Digoxin
Antibiotic

Potassium chloride

No. %
(n=103)

30 291
73 70.9
29 28.2
74 71.8
41 39.8
27 26.2
20 194
15 14.6
14 13.6
7.8
5.8
1 1.0
27 26.2
24 23.3
20 194
18 175
16 15.5
16 15.5
16 15.5
14 13.6
13 12.6
6 5.8
3 2.9
2 1.9
1 1.0

“More than one answer was possible.

the homes did not consider the indi-
vidualized needs of the residents, the

chronic diseases they had, the adequacy

of caloric content, protein, fibre, other
nutrients and fluids which need special

attention and there was no follow-up

Table 3 Distribution of residents of homes for the elderly according to their

anthropometric measurements

Anthropometric measurement Mean (SD)

Height (cm)

Weight (kg)

Mid-arm circumference (cm)
Calf circumference (cm)
Skinfold thickness (cm)
Body mass index (kg/m?)

165.4 (9.8)

SD = standard deviation.

of how much water the elderly people
were drinking. Elderly people may not
be aware of the importance of water
and may avoid drinking because of
fears about going to the toilet during
the night.

Other data from the Mini Nutri-
tional Assessment [not presented here]
indicated that some of the residents had
suffered a decline in food intake over the
past 3 months which had caused notice-
able weight loss. In contrast, a few elder-
ly people had depression which caused
the opposite effect and increased eating
which led to obesity. This supports the
findings of some studies (13,27,28),
but contradicts those of other studies
in which higher figures were reported
(14,17). This observed differences can
beattributed toreligious and cultural dif-
ferences, as most of these studies were
made in non-Arab countries that differ
in climate and eating habits and where
residents may drink alcohol, which is
not permitted in the studied homes.

The age of the elderly people signifi-
cantly affected their nutritional status, as
the mean age of malnourished elderly
people was higher than those with nor-
mal nutritional status. This is probably
due to the changes associated with age-
ing that may affect food digestion and
metabolism. The same findings were
reported in other studies (14,17).

Nutritional status was significantly
affected by the level of education; mal-
nutrition was more often found among
the elderly people with low education,
while none of those with higher edu-
cation had malnutrition. This can be
explained by elderly people with low
education not having adequate in-
formation about nutrient needs and
their sources. Early lifestyle patterns of
educated elderly people are likely to be
different from those of the uneducated
and they may be more aware about
sources of nutrients and their needs.
The same findings were reported in an-

other study (28).
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Table 4 Distribution of residents of homes for the elderly in Lattakia according to nutritional status

Nutritional status (score)

Screening (total score 14)

Normal nutritional status (score 12-14)
At-risk of malnutrition (score 8-11)
Malnourished (score 0-7)

Assessment (total score 16)

Total assessment (total score 30)
Normal nutritional status (score 24-30)
At-risk of malnutrition (score 17-23)

Malnourished (score < 17)

42
43
18

42
41
20

Mean (SD) score

10.2(3.2)
40.8
41.8
175

10.6 (2.9)

20.8(6.0)
40.8
39.8
19.4

SD = standard deviation.

It was found that their source of
income affected the elderly people’s
nutritional status. Residents who had
a stable source of income had normal
nutritional status while those who de-
pended on assistance from the social
affairs department were more likely to
be malnourished or at risk of malnu-
trition. This is expected because the
studied homes had limited resources,
so the food that was provided might
not contain all the necessary nutrients,
and elderly people who depended on
social welfare had no money to buy
supplementary food richer in nutrients
from outside the home. It is likely that
often choices needed to be taken be-
tween buying food and paying for other
necessities such as medications. Also,
it was noticed that elderly people who
had their own pension were healthier
and had no nutritional problems, as
they were able to obtain food that com-
pensated for the missing nutrients from
outside the home. This supports the
findings of another study (1).

The study revealed that the longer
the duration of stay in the home the
worse was the nutritional status of the
elderly people. This may be because
the nutrition schedule at the residential
home may not meet the elderly person’s
preferences and this could affect their
appetite and interest in food over the
long term. Also some elderly people
like to prepare their food by themselves

which was not a possibility in these
homes. In addition, a longer duration
of stay is associated with increased psy-
chological and social problems, such
as loneliness, social isolation and de-
pression which can cause self-neglect
and decreased interest in food and a
subsequent decrease in the intake of
nutrients. This supports the findings of
other studies (14,15).

A significant relationship was also
observed between nutritional status and
the number of diseases. All the elderly
people who had more than 3 diseases
were malnourished while those with
no diseases or only 1 disease mostly
had normal nutritional status. This can
be due to the fact that the disease in-
creases metabolic needs, in addition
to the pathophysiological effects of the
disease that may affect the gastrointes-
tinal tract and lead to loss of appetite,
difficulties in chewing or swallowing,
digestion, absorption and metabolism.
It can also affect elderly people’s ability
to prepare food and feed themselves, as
elderly people sometimes become bed-
or chair-bound, so they may become
depressed and lose the motivation and
desire to eat. Moreover, dementia and
confusion can impair elderly people’s
desire to eat and their ability to feed
themselves by interfering in choice of
foods to eat, getting food into the mouth
and chewing This result is in line with

other studies (3,4).

Teeth and vision problems also had
a significant relationship with nutri-
tional status. Poor dentition can cause
difhculty in chewing food and swallow-
ing, leading to a decrease in nutrient
intake. Also, those with visual problems
who did not use glasses were unable
to prepare foods and feed themselves,
whichin turn canlead toloss of appetite,
motivation and interest. The same was

reported in other studies (18,29).

The number of medicines taken
by elderly people significantly affected
their nutritional status. All the elderly
people who had more than 3 prescribed
medicines per day were malnourished,
while those having no medicines had
no nutrition problems. This may be
because medicines cause side-effects—
such as decreased appetite, nausea and
vomiting, diarrhoea, dry mouth, altera-
tions in taste and smell—or they may
impact absorption, metabolism and
excretion of nutrients which all lead to
depletion of the essential nutrients. On
the other hand, elderly people who had
taken vitamin and mineral supplements
had normal nutritional status. The same
findings were reported in other studies
(34).

Our findings indicate that anthropo-
metric measurements— BMI, weight,
mid-arm circumference, calf circumfer-
ence and skinfold thickness—had a
significant relationship with nutritional
status. Malnourished elderly people had
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Table 5 Relationships between nutritional status and sociodemographic, clinical and anthropometric characteristics of
residents of homes for the elderly in Lattakia

Nutrition status

Normal At-risk Malnutrition
No. % b No. %
Residential home
Home 1 10 33.3 15 50.0 5 16.7 0.480
Home 2 19 50.0 11 29.0 8 211
Home 3 13 371 15 42.9 7 20.0
Sex
Women 21 37.5 23 41.1 12 214 0.695
Men 21 44.7 18 38.3 8 17.0
Age [Mean (SD) years] 67.0 (4.6) 73.2(6.3) 74.9 (5.0) <0.001
Level of education
Up to preparatory 7 14.3 23 46.9 19 38.8
Secondary 22 55.0 17 42.5 1 2.5 <0.001
Higher education 13 92.7 1 71 0 0.0
Source of income
Pension 37 84.1 7 15.9 0 0.0
Relatives and friends 5 16.1 15 48.4 11 35.5 <0.001
Social affairs 0 0.0 19 67.9 9 J2]
Duration of stay in the home (years)
<1 9 90.0 0 0.0 1 10.0
1- 30 58.8 16 314 5 9.8
5- 3 9.1 19 576 1 33.3 <0.001
210 0 0.0 6 66.7 3 333
Mean (SD) 2.6 (1.3) 6.6 (3.4) 6.5(2.6)
No. of diseases
1 42 54.6 32 41.6 3 3.9
2 0 0.0 9 40.9 13 59.1 <0.001
>3 0 0.0 0 0.0 4 100.0
No. of medications taken
0 14 51.9 13 48.2 0 0.0
1 27 62.8 16 372 0 0.0
2 1 6.7 12 80.0 2 13.3 <0.001
23 0 14.0 0 13.0 18 0.0
Teeth problems
No 29 96.7 1 33 0 0.0 <0.001
Yes 13 17.8 40 54.8 20 274
Vision problems
No 25 86.2 3 10.3 1 35
Yes 17 23.0 38 51.4 19 25.7 <0.001
Vision problems
No 17 23.0 38 51.4 19 25.7 <0.001
Yes 25 86.2 3 10.3 1 35
Anthropometric variables [Mean (SD)]
Height (cm) 164.2 (11.9) 166.7 (7.5) 165.2 (9.3) 0.520
Weight (kg) 61.1(8.8) 62.2(1.2) 53.1(19.2) 0.023
Mid-arm circumference (cm) 25.7 (1.8) 25(2.7) 20.7 (4.7) <0.001
Calf circumference (cm) 34.2(2.5) 32.8(2.3) 28.5(3.8) <0.001
Skin fold thickness (cm) 14.5(3.2) 13.2(34) 10.9 (6.8) 0.009
BMI (kg/m?) 22.8(1.9) 224 (4.3) 19.7 (8.2) 0.0413

SD = standard deviation.
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BMI and body weights of 10-20% be-
low normal value. Moreover, the other
measures such as mid-arm circumfer-
ence, calf circumference and skinfold
thickness were over or under the normal
values. On the other hand, the anthro-
pometric measures of elderly people
with normal nutritional status were in
the normal values. Anthropometric
measurements are important indicators
of elderly peoples” health as they reflect
a balance between intake and energy
expenditure, muscle mass, amount of
body fat and protein storage. Our results
support those of other studies (3,13,16).

No significant relationship was
noted between nutritional status and
the sex of the individual, and both males
and females shared the same risk of
malnutrition. The same observation
was reported in another study (14).
There were also no significant differ-
ences in nutritional status among the 3
residential homes. This is unsurprising
aseach ofthe 3homesisa part ofasocial
association that depends on donations,
so they have limited financial conditions
and insufhcient staffing.

References

Our results provide further evidence
that nutrition screening should become
an essential part ofroutine nursing prac-
tice when caring for elderly people, in
order to identify and treat those who
are malnourished or at risk for malnu-
trition (1,17). More attention should
given to observing the obvious signs
of malnutrition such as loss of appetite
and unintentional weight loss (18,30).
Other signs include dull and dry hair,
conjunctival dryness, receding gums,
mental confusion, sensory loss and mo-
tor weakness (19,31). Management
requires a holistic approach so that
underlying causes such as chronic ill-
ness, depression, medication and social
isolation can be treated. Elderly people
with physical or cognitive impairment
require special care and attention
(3,12).

Some limitations of the study
should be noted. The absence of
nutritionists/dietitians and the lack of
cooperation from the residential home
staffmade getting accurate diet informa-
tion difficult. So it took efforts from the
researcher, who spent alot of time in the
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studied homes to collect the data either
in the morning or afternoon, and some-
times the researcher had to visit some
residents several times to complete the
work. In addition, a few elderly people
had food times different from the fixed
meal-times of the homes, which also
needed more visits.

Conclusion

The majority of residents of homes for
the elderly in Lattakia suffered from
nutritional disorders and could be at

risk of malnutrition or malnourish-
ment. Nutritional status was affected
by age, level of education, source of
income, duration of stay, number of
diseases and medicines taken, teeth and
visual problems and anthropometric
measurements.
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