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Good morning Chairman Collins, Ranking Member Casey, and members of the Aging
Committee. Thank you for this opportunity to testify. My name is Dr. Connie Bales,
and I am a Professor at the Duke University School of Medicine and an Associate
Director of the Geriatrics Center at the Durham VA Medical Center. I have been
working in nutrition and aging research for the past 30 years, focusing on older adults
as a population at high risk for malnourishment. Leading reasons for this include
physical changes that increase nutrient needs as well as social and economic
limitations that reduce their access to food. Older adults commonly face multiple
chronic health conditions; the medications they take and special diet restrictions further
increase their nutritional risk (1).
I will bring to your attention two important trends that have dramatically altered the
profile of malnutrition in older Americans. The first of these trends is the on-going
epidemic of obesity occurring in the United States. Rather than gaining weight slowly
over time, now over one third of Americans spend decades of their lives exposed to
obesity, a situation that has never before been encountered in our society. As this
committee is well aware, the second dramatic trend is that of population aging. With
the convergence of these trends, geriatric obesity is now very common. Almost 40% of
older Americans are obese, many with morbid levels of obesity (2).

Contrary to what people may believe, being overweight or obese does not correspond
with over-nutrition. In fact, obesity is a marker of malnutrition. Many obese older adults
are not getting the nutrients they need. With low metabolic rates and little energy
being spent on activity, their food intakes may actually be quite low (3).
This state of chronic malnutrition creates major threats to health. Aging increases the
risk of chronic conditions like diabetes, heart disease and arthritis. Aging muscles
reduce in size and strength and fat accumulates around essential organs in the body
core. Obesity leads to all of these same changes! This brings a double threat,
hastening chronic disease progression and hindering the ability to move around and be
functionally independent (4).
No longer is the typical picture of malnutrition in older adults one of a weak, thin elder
subsisting on “tea and toast”. Soon the most common type of nutritional frailty will be
the older adult who has excessive body fat masking weak muscles and limited ability to
move around (5). This condition, which is called “sarcopenic obesity”, enhances a host
of health problems, makes surgery and other medical treatments more risky, and
hastens the need for institutionalization due to loss of functional independence (6, 7).
Obese older adults have a much greater likelihood of getting admitted to a nursing
home than non-obese elders (8). Besides the increased cost to society of this early
admission, nursing homes incur greater costs caring for the obese (9). Renovated
facilities, larger equipment, and higher personnel costs are needed for their care.
Some nursing homes are turning away those who are excessively obese.
Obesity is highly correlated with food insecurity, having uncertain or limited access to
nutritious food. We know that poor health and food insecurity interfere with the intake
of adequate amounts of protein, vitamins, and minerals.

Obesity treatment is challenging at any age, and, it can be especially challenging in
older adults (9). But we know that reducing obesity and improving diet quality is
achievable for seniors and that it lessens health problems like diabetes and
hypertension, reduces risk of falls, and dramatically improves their function (4, 10, 11).
My research focuses on older adults with distinct mobility limitations due to their
excessive body fat. These individuals often have multiple chronic diseases. They also
have a very limited ability to burn calories and strengthen their muscles through
exercise. My research team developed and we are testing a special six-month diet
intervention based on large servings of high quality protein from lean meats and low-fat
dairy products at each meal (12). The goal is to achieve loss of body fat without the
loss of muscle. We have shown that marked improvements in functional ability take
place whenever these frail older adults reduce their obesity but our higher protein diet
produces the best results for function (13). We have also discovered potential
problems with diet adherence and treatment responses linked with race and lower
education level (14). Our future studies will explore enhanced interventions for these
especially vulnerable populations, which are also at higher risk for food insecurity.
In closing, l hope that I have raised your awareness regarding an important challenge
facing many older Americans. Please realize that even though it is not shown
outwardly, an overweight or obese elderly person may very well be under-nourished in
ways that threaten their health and ability to live a life of quality. Our research has
shown that dedicated efforts to improve the nutritional status of these individuals can
literally transform them in terms of their abilities to live more independent and healthy
lives.
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