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End of Life Care
End of life is just as important as any other 
stage of life. To understand end of life care, 
we first need to understand the definition 
of end of life and the different care op-
tions available.

Definition of End of Life Care
According to the National Institute on Ag-
ing, end of life care is the support and med-
ical care given during the time surrounding 
death.1 They make the point that this time 
is not simply the moments before breath-
ing ceases and the heart stops beating.  It is 
beyond that. It is the days, weeks, and even 
months before death.  

No one knows the exact moment death will 
come. But we do know a time will come when 
an older adult close to end of life will transi-
tion into a phase known as “actively dying.”

There are many barriers to accepting end 
of life care options and/or of a diagnosis of 
“dying.”  There is hope that a person will get 
better. Disagreement on how sick an indi-
vidual may be. And failure to recognize the 
signs that a person is actively dying.

When signs of active death are missed the 
result could be increased suffering. Continu-
ation of standard medical care can actually 
make things worse.2 Hospice is an end of life 
care program meant to manage uncomfort-
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able symptoms in death, pain in particular, 
and contributes to comfort in the final days 
and hours of life.

Hospice provides exceptional care and 
helps both the dying patient and their fam-
ilies. In fact, it helps the family have more 
peace of mind and satisfaction that their 
loved one is being taken care of.2 

Hospice plays a vital role in end of life care. 
However, people often are confused by the 
differences between hospice and palliative 
care. Hospice is a form of palliative care but 
is distinctly different. The dietitian has a 
role in both stages of care.

Hospice versus Palliative Care
According to the Center for Medicare and 
Medicaid Services, hospice is a program 
of care and support for a dying person 
whose doctor and a hospice medical di-
rector certify has less than 6 months to live.  
This service can be offered at home or in a 
facility and a member of the hospice team 
is always available.3

continued on page  2
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Nutrition at the End of Life
continued from page  1

The focus of care for hospice is on comfort and not curative care.  
This means that a patient must be willing to give up curative treat-
ments in order to receive hospice care. Some people may not be 
ready to give this up and that is okay.  For them, palliative care may 
be an option.

Unlike hospice care, you do not have to be dying or give up 
curative treatments to receive palliative care. Palliative care has 
a role in end of life care, but it is not exclusively for end of life. 
It is a treatment available to anyone of any age who is suffer-
ing from the discomforts, symptoms, and stress of a serious ill-
ness.  Palliative care is meant to help people find relief from 
their chronic conditions and treatments 3 Unlike hospice, which 
has a 6-month window, palliative care may be used for as long 
as necessary.

continued on page  3

The Emotional Impact of End of Life Care
End of life care impacts many different emotions, some related to 
food and nutrition. Reduced food intake that occurs in the dying 
process can be very distressing for the caregiver and/or family. 

Often times a well-meaning family member or caregiver may try 
to push or force foods on a loved one who is dying.  They don’t 
want them to “starve to death” or feel they aren’t taking care of 
their loved one. However, forcing foods/fluids will not enhance or 
prolong life- it may actually be a burden or even detrimental.

One of the most significant challenges part is that this can lead to 
the “food fight” where precious time is wasted arguing over food.

The Food Fight
When end of life comes, there are too few precious moments to 
be had between the dying patient and their loved ones.  Issues 
around eating and nutrition can affect those moments. From the 
caregiver feeling guilt that they aren’t giving enough food (or are 
causing a loved one to “starve to death”) to the dying patient who 
wants to please his loved ones, so he forces himself to eat and 
feels miserable.

Learning Objectives:
After reading this article, participants will be able to:

1. Describe the difference between hospice and 
palliative care.

2. Explain how starvation relates to the dying process.

3. List common symptoms experienced at end of life 
and interventions.

Summary:
Registered Dietitian Nutritionists (RDNs) have an influ-
ential role in end of life care. RDNs need to be equipped 
to support caregivers, family members, and individuals 
who are dying. This article addresses end of life nutrition 
and how we can better support those we care for.

Hospice

Stage

Life expectancy

Care or treatment  

End-of-Life

< 6 months

Comfort or relief

To provide comfort, care & support 
for terminally ill

Any stage of illness

As long as necessary

Curative treatment OK

To provide relief from discomforts, 
symptoms, and stress of a serious illness

Focus  

Palliative Care

The “food fight” includes arguments and fighting over whether a 
person at very end of life should eat. It could include fighting with 
the dying patient, with family, other caregivers, or even yourself 
(feeling like you are not doing a good job as a caregiver). When 
you are fighting about food you are wasting valuable moments - 
moments you could be cherishing because you don’t have much 
time left.

This is where having knowledge about end of life nutrition can 
really come into play. This is also a key area where a Registered 
Dietitian Nutritionist can make an impact on the lives of the dying 
patient and their loved ones. Education and support in what the 
process of nutrition at end of life looks like is key. Knowledge is 
power and can end the food fight and enable families to take back 
those precious moments.

Anxiety at End of Life
End of life can evoke anxiety and a variety of emotions for fami-
lies and caregivers. Studies have looked at the emotional impact 
of hydration and nutrition and end of life. Researchers acknowl-

TABLE: Differences Between Hospice vs Palliative Care
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continued on page  4

edged that reduced oral intake at end of life can be charged with 
emotional factors.4,5

It can cause families who are not ready to accept a terminal diag-
nosis to insist on force feeding and pressuring their loved ones into 
eating. In these situations, there is a false perception that if only 
they can get their loved one to eat, they will live longer and feel 
better.4 It can also cause families to doubt healthcare providers. 
They can feel like their loved one isn’t receiving proper care, which 
can lead to a host of additional stress and anxiety.4 Interestingly, 
when it comes to reduced intake at end of life, it is the caregivers 
who experiences the greatest amount of distress and not the dy-
ing patient.4

Health care professionals need to be having more conversations 
on end of life nutrition so that all family members and caregivers 
can fully understand the process. This can help to minimize some 
of the anxiety at end of life they may feel.

Hunger at End of Life
What we perceive as hunger looks different at end of life. 

•  Dying persons do not experience hunger or thirst in the  
same way a healthy person does

•  Decreased fluid and dietary intake is an expected part of  
dying process

•  Decreased appetite and thirst allow the body to prepare  
itself for death6

To better understand this concept, consider the differences of how 
a healthy and dying person utilize energy.

Contrast with Health Metabolism
A healthy individual has an anabolic metabolism, which can use 
nutrients to build and repair tissue. However, during the dying pro-
cess, the body shifts from an anabolic to a catabolic state.  It is this 
catabolic condition that leads to starvation and dehydration.6,7 

This shift from anabolic to catabolic is a natural part of the dying 
process and occurs whether or not food and fluids are provided.  
This is an important point for families and caregivers to understand. 
Starvation at very end of life is a natural part of the dying process 
and not the result of a caregiver failing to provide enough food. 

Will They Suffer?
This process can be very concerning for the family member or 
caregiver. When we think about starvation, we think about hunger 
pangs or feeling miserable. Maybe we even think about starving 
children in other countries or prisoners in containment camps.

As the body uses fat as the main energy source and ketones build 
up, the resulting ketonemia can cause euphoria. It can also pro-
duce natural endorphins which help with reducing pain. Even 
small amounts of feeding can prevent ketonemia and prolong the 
sensation of hunger.6,7 

Attempts to force eating could unintentionally cause more dis-
comfort. Ketones at end of life are a good thing. Remember: Star-
vation → Ketonemia → Euphoria, ↑ comfort

Food Rules at End of Life
Providing education on nutrition at end of life is important. Un-
derstanding this can minimize anxiety and help to end the “food 
fight” discussed earlier. One way to provide education for end of 
life nutrition is to discuss “food rules” at end of life. 

These food rules are intended to describe the role of the care-
giver and dying patient as it relates to food at the end of life. 
Management of nutrition related symptoms will be discussed in 
the next section.  

Role of the Caregiver
Caregivers have 3 responsibilities: (1) have food available, (2)  make 
sure those foods are their very favorite foods, and (3) provide 
mouth care as needed. 

It is important to ask individuals at end of life what their favorite 
foods are or what they would like to eat in the given moment. In-
volve them in the process. Ask them what they would like. Also, 
providing mouth care is important to treat dry mouth and mini-
mize discomfort in their mouth. This may include providing ice 
chips, applying lip balm, or using moistened swabs. 

Role of the Dying Patient
The dying person only has 2 responsibilities: (1) eat when hungry 
and (2) enjoy food. If they are not hungry, it’s okay if they don’t eat. 
They can listen to their body without shame and guilt. If they are 
enjoying food then they should eat! If food makes them feel awful, 
then it’s okay to not eat.

Providing education and using  these food rules as a guide can 
help alleviate some of the guilt surrounding the patient and care-
giver about “not doing a good job” when it comes to providing or 
consuming food and drink at end of life.

Nutrition at the End of Life
continued from page  2
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Nutrition at the End of Life
continued from page  3

All treatment should be based on the dying patients’ goals and 
wishes.  Care should be ongoing and include reassessment of in-
terventions and needs. Any ethical issues that arise related to nu-
trition and hydration should be referred to an ethics consultant or 
team as applicable. 8

Conclusion
Registered Dietitian Nutritionists have an important role in end of 
life care. They can help both the patient and their families get the 
most out of their final days together. Lean into difficult conversa-
tions and support those requiring end of life nutrition education 
and interventions as appropriate.
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Management of Common Symptoms at End of Life
Beyond education on what nutrition at end of life will look like 
and encouraging families to follow the food rules, there are addi-
tional nutrition interventions that can benefit the dying patient.

An RDN should incorporate a comprehensive nutrition assess-
ment to identify potential symptoms that can be improved 
with nutrition intervention. Goals should focus on minimizing 
symptoms and maximizing function and quality of life in dy-
ing patients.8

What an individual experiences at end of life will vary by person. 
Below are some common nutrition-related symptoms at end of 
life along with recommended interventions.9

• Poor appetite

• Encourage small, frequent meals focusing on favorite foods

• Provide high calorie foods to provide the most calories  
per volume

• Dry mouth

• Provide ice chips, popsicles, or moistened swabs

• Keep lips moistened with petroleum jelly or lip balm

• Mouth pain

• Experiment with soft or pureed foods that are easy to eat

• Eat bland, non-irritating foods

• Constipation

• Fiber as tolerated (start slow and gradually increase)

• Drink plenty of liquids 

• Diarrhea

• Avoid “trigger foods” that stimulate the bowels/ diarrhea 
(simple sugars, sugar alcohols, caffeine, alcohol, high fiber, 
and gas producing foods)

• Drink plenty of fluids and electrolytes to prevent   
dehydration with diarrhea

• Nausea or vomiting

• Offer bland foods (think crackers, toast)

• Limit sights, sounds, smells that trigger nausea/vomiting

• Altered taste and smell

• Maintain good oral hygiene

• Experiment with seasonings/flavoring    
(lemon juice, vinegar, herbs, spices)

• Pressure injuries 

• Provide adequate protein and vitamins/minerals based  
on individual needs

• Utilize good cushioning, turn and reposition regularly  
(if possible)
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Chair Update
Happy Fall to everyone!

This chair message is going to start a little different, 
just like 2020 has been a little (okay a lot) different. 
I would like you to think about what motivates you. 
What motivates those you work with or employ? 

Many of us have been under a considerable amount 
of stress for the past 6+ months. While I know some 
of us have had to work remotely during the pan-
demic, others went to work day in and day out do-
ing jobs that aren’t typical for a dietitian (serving 
meals, washing dishes, accepting deliveries, do-
ing inventories, staff screening, etc.). My roles, and 
those of my clinical staff, have been interesting to 
say the least. After several weeks of watching my 
staff bend over backwards to help in any way nec-
essary, I started taking the time to tell employees in 
writing why and how their dedication is meaning-
ful to me. Money isn’t necessarily what motivates 
workers. What I have learned during this time is 
that a handwritten thank you card, a genuine ver-
bal thank you, or small reward goes a long way. I 
have since seen staff members posting these cards 
on their bulletin boards or desks because they are 
proud to be recognized. With that, I challenge each 
of you to write a personal note inside at least one 
thank-you card to an employee or co-worker who 
deserves it in the next week. Going forward, peri-

Julie Driscoll
RDN, CSR, CSG, LDN

odically write one for other staff who you feel are 
deserving and need a lift. 

Remember: “A little spark of kindness can put a 
colossal burst of sunshine into someone’s day”  
-author unknown

On the DHCC front, we have been hard at work to 
keep our members up to date by providing timely 
webinars. Since June, we have had 5 webinars with 
more planned. If you missed any of them, they are 
available on the website under the Professional De-
velopment tab. 

We are also actively working on a new In-service 
Manual that should be available in early 2021. The 
manual will cover a variety of topics that members 
have asked for related to kitchen operations, meal 
service and dining, medical nutrition therapy 
and survey readiness. Each lesson is designed to 
be 20 minutes in length which we know will be 
more practical. 

It is an ever-changing world right now. COVID-19 
has changed the way we interact and work togeth-
er. I encourage you to stay positive, work hard and 
find joy in each and every day. Be safe and be well. 

Cutting-edge sessions focusing on your specialty area will be featured at this year’s 
Food & Nutrition Conference & Expo™:

Promoting the Collaboration Between Food Service  
and Clinical Nutrition: Stories of Success

Let’s Come Together: Uniting Dietitians to Combat  
Weight Bias

Multidisciplinary Approach to Nutrition and Wound 
Healing Soft

Expanding the Horizon of the Nutrition Profession 
Through Informatics

Ethical Implications for Social Responsibility  
and Fairness

2020 Lenna Frances Coopers Memorial Lecture — Good 
Nutrition Speak in a Polarized World: May We Have a 
Courteous Discourse?

Home Delivered Meals: Evidence, Impact and the Role of 
the RDN

Ethical Treatment of Individuals at the End of Life

Risky Food Behind Bars: A Public Health Burden

The Unique Challenges of Successful Diabetes 
Management in Older Adults
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News From the DHCC Dietetic 
Technician SubUnit
Dietetic Technician, Registered: Not just a stepping stone!
By Drisana Clifton, MPH, NDTR

Greetings fellow NDTRs and DHCC members! 
As we approach FNCE® 2020, I want to discuss and promote the 
value of the DTR/NDTR credential as a long-term career enhancer. 
One conversation I hear often is the DTR/NDTR credential is often 
obtained as a steppingstone to increase experience and make a 
potential dietetic internship candidate more desirable. It can be a 
great way to show initial commitment to the field and earn those 
coveted positions. But, when nutrition professionals are thinking 
about what they want to do with their credential long-term, the 
DTR/NDTR can provide a lot of secure, interesting, and innovative 
opportunities for careers and advancement. Current students, re-
cent graduates, and others interested in practicing nutrition might 
not be aware of the potential this credential can bring to their pro-
fessional practice. The more we educate around its value and ac-
cessibility, the more we strengthen the workforce and integrity of 
the field!

The DTR/NDTR credential is perfect for supporting non-MNT/non-
clinical focused nutrition positions and career paths. Operating at 
the top of the scope allows the practitioner to fully leverage their 
credential. It also allows nutrition professionals more versatility. 
Financial resources can be diverted from a dietetic internship ex-
perience to other educational and professional pursuits such as 
graduate degrees, fitness certifications, business certificates, com-
puter science skills, coding/programming training, management 
training, and more. 

There are currently two ways to become eligible to   
take the DTR/NDTR exam:

1.  Completion of an Associate’s Degree + completion of an Accred-
itation Council for Education in Nutrition and Dietetics (ACEND) 
Accredited Dietetic Technician Program, which includes a mini-
mum of 450 supervised practice hours. 

2.  Completion of a Bachelor’s degree + completion of an ACEND 
accredited Didactic Program in Dietetics (DPD). 

The second pathway is the newest option. It opens up many op-
portunities for BS DPD graduates that are not able to secure an 
internship position, or not interested in practicing Medical Nutri-
tion Therapy. The DTR/NDTR credential demonstrates knowledge 
and skills related to nutrition and health that sets someone practic-
ing with integrity apart from someone who is not. It gives them a 
strong scope of practice in nutrition, plus more time and financial 
flexibility to expand skills and education to be a more dynamic 
health professional. If you are currently a DTR/NDTR considering 

Drisana Clifton, 
MPH, NDTR

taking a next step to becoming an RD/RDN, reflect on your long-
term career goals and see if this can fit your path. Supporting and 
advancing the DTR/NDTR credential by showcasing it and your 
skills to employers increases demand and allows those wanting to 
practice Medical Nutrition Therapy more opportunity to secure an 
internship position. If you are currently a CDR credentialed profes-
sional working with students, recent graduates, or unregistered 
nutrition professionals, consider promoting the DTR/NDTR as a 
long-term career goal to support nutrition professionals wanting 
to be more versatile, and less clinical in their practice. 

Some examples of careers held by successful DTR/NDTRs:

•   Entrepreneur (create, market, and sell resources for   
other nutrition professionals)

•   Food journalist/Blogger

•   Food photography/promotion

•   Health Educator: Chronic disease prevention, weight  
control programs etc.

•   Wellness coordinator

•   Health coach

•   Personal chef

•   Supermarket nutrition: grocery store tours, recipe creation

•   Food tracking app & technology development

•   Research support

•   Food analysis

•   Food service

•   WIC Services

•   School nutrition 

•   Long-term care

The DTR/NDTR credential has a lot of versatility and should be lev-
eraged by eligible nutrition professionals when it makes sense for 
their long-term career path. The more employers know and under-
stand what DTR/NDTRs are capable of, the more demand for quali-
fied nutrition professionals there will be.

Do you or a DTR/NDTR you know have an interesting career path to 
share? Ideas on how to promote the credential? We’d love to hear 
about it. E-mail us at dhcc@quidnunc.net to connect.

mailto:dhcc%40quidnunc.net?subject=
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Adoption of the International Dysphagia    
Diet Standardization Initiative (IDDSI):      
Considerations for Dietitians in Corrections  
Kimberly Feddersen, MFCS, RDN, LD, CDE
Emily Twedt-Musolf, RDN, LD
Heather Di Stefano, MS, RDN, CSG, CNSC
Dr. Mitchel K. Holliday, Ed.D, RDN, FAND

INTRODUCTION
Providing texture-modified foods and thickened liquids is one of 
the most common treatments for dysphagia. With the goal of de-
veloping new international standardized terminology and defini-
tions to describe texture-modified foods and thickened liquids, the 
International Dysphagia Diet Standardization Initiative (IDDSI) was 
founded in 2013.  The IDDSI framework, released in 2017, describes 
texture-modified food and thickened liquids that are being intro-
duced globally for individuals of all ages in all care settings. Full 
details of the framework can be found at https://iddsi.org/Docu-
ments/IDDSIFramework-CompleteFramework.pdf.

Dysphagia is defined as problems involving the oral cavity, phar-
ynx, esophagus, or gastroesophageal junction or simply as diffi-
culty in swallowing (American Speech-Language-Hearing Associa-
tion [ASHA], 2020; Smithard, 2016).  Etiologies of dysphagia include 
stroke, other neurological causes, and head and neck cancer 
(Bhatacharyya, 2014; Smithard 2016). Complications of dysphagia 
include cough, aspiration, recurrent chest infection, pneumonia, 
malnutrition, dehydration, hypoxia, increased dependency, frailty, 
and death (Smithard, 2016). 

Dysphagia 
Dysphagia has been shown to affect one in twenty-five adults an-
nually in the United States and greater than 30% of hospitalized 
patients (Bhattacharyya, 2014; Spronk, et al., 2019).  Dysphagia is 
also associated with aging. Estimates found are at a prevalence of 
up to 22% in adults over 50 years old and 40-68% in long-term care 
settings (ASHA, 2020; Bhattacharyya, 2014; Namasivayam & Steele, 
2015; National Foundation of Swallowing Disorders, n.d.; Steele, 
Greenwood, Ens, Robertson & Seidman-Carlson, 1997).   

There are specific safeguards that protect prisoners from being 
used as research subjects, thus reliable data is limited on common 
disease states in inmates. Reliable data specific to the prevalence 
of dysphagia among incarcerated populations is nonexistent. Due 
to current incarceration rates within the U.S. and an aging inmate 
population, there are undoubtedly subsets of this population who 
will either have dysphagia or are at risk for dysphagia-related com-
plications. These individuals will require dysphagia treatment in-
cluding modified diet consistency. 

Considerations for IDDSI Implementation in Corrections

Preparation
Menus
Dietitians can begin menu creation in coordination with food ser-
vice and health service staff after general familiarization with ID-
DSI. Consider starting by analyzing and adapting existing menus, 
since many of these foods can be altered to meet IDDSI criteria.  
In addition to the general guidance provided by IDDSI resources, 
consider the following:

•  Minced & Moist foods not only require mincing or grinding but 
also the addition of moisture. Use a variety of sauces, condi-
ments, and gravies to make foods more interesting and less re-
petitive. For example, consider ketchup on ground hamburger 
patties and offer mustard packets as an additional mix-in; try 
mayonnaise on ground chicken patties; use a smooth tartar 
sauce to mix with minced fish; and use a blenderized salsa with 
ground taco meat. 

•  Pre-gelled ‘soaked’ bread for the Soft & Bite-Sized and Minced 
& Moist levels requires significant preparation (drying, crumb-
ing, forming, spraying, and refrigerating). This may be unrealis-
tic to prepare in correctional or satellite feeding environments. 
If purchasing pre-made gelled bread products is not an option, 
menu substitutions will likely need to be made. Substituting an 
alternative starchy food (i.e. mashed potatoes) or increasing the 
portion size of other starches already served at the meal are 
realistic solutions. 

•  As with bread, be prepared to offer alternatives for common 
foods that are not IDDSI compatible. Peanut butter is too sticky 
for Soft & Bite-Sized, Minced & Moist, and Pureed levels. As a 
bread product, pizza crust does not meet criteria for most ID-
DSI levels. Even certain forms of potatoes may not meet IDDSI 
criteria for Easy to Chew, Soft & Bite-Sized, or Minced & Moist 
levels. For example, tater tots may either be too gummy or hard/
crunchy, and oven-browned potatoes may form crusty edges 
due to uneven baking.  Alternative methods of cooking certain 
products, such as steaming or boiling, may be helpful. 

continued on page  8
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•  Mixed dishes often require “deconstruction.” For example, the 
solid and liquid portions need to be separated for Soft & Bite-
Sized and Minced & Moist levels. The meat and vegetable por-
tion may need further dicing to meet Soft & Bite-Sized criteria 
and will need to be ground and incorporated with a sauce, gravy, 
or condiment for Minced & Moist. If there is a pasta or noodle 
component, this should be served separately and altered per ID-
DSI standards for the desired level.  If stir-fried vegetables are not 
sufficiently soft for Easy to Chew or Soft & Bite-Sized levels, they 
should be ground and reincorporated with the rest of the dish to 
ensure IDDSI criteria are met.  

As the menus begin to take shape, dietitians need to consider if any 
other dietary restrictions will be combined with the IDDSI di-
ets. For instance, dietitians must recognize that fat and sodium 
restrictions may not be possible on Minced & Moist diets once 
sauces/condiments are added. Dietitians should be prepared to 
discuss these limitations with medical providers to help priori-
tize diet restrictions. 

Food Service Logistics
During the preparation phase, necessary tools to achieve desired 
consistencies need to be identified. Additional tools, such as a 
manual food chopper and an electric food processor, may need to 
be purchased for small-batch mincing and dicing.  A hand-held im-
mersion blender may be helpful for small batch blending of salsa, 
sauces, and soups. Food service may need to consider adjusting 
staffing and supervision if tool usage is drastically changed.  Tool 
control is mandatory in correctional settings so involving food ser-
vice management and custody staff will be necessary.

There will likely be an increased number of menu items or item 
variations with the IDDSI menus compared to prior dysphagia di-
ets.  Food service should evaluate if additional space will be neces-
sary on steam tables or in hot boxes.

Food service will need to determine if preparing IDDSI compatible 
foods in-house from existing menu items is realistic or if they will 
need to purchase commercially prepared IDDSI food.  If modifying 
foods to meet IDDSI criteria in-house, food service may be able to 
minimize increases in workload by purchasing new/different foods.  
For example, buying pre-diced canned fruit is appropriate for Soft 
& Bite-Sized diets (after it is drained) and it remains appealing and 
appropriate for Easy to Chew.  Using instantized or pre-thickened 
pasta and rice products can provide starch options for the pureed 
diet while remaining labor efficient.  

Division of responsibilities for preparing the texture-modified 
foods will need to be evaluated.  In addition to food service staff, 
it is possible that inmate workers responsible for food preparation, 
cooking, and serving can contribute to the process. Some texture 
alterations may need to be deferred to nursing staff if trays are 

delivered to satellite locations. For example, dicing or mashing 
bananas to meet Soft & Bite-Sized and Minced & Moist diets, re-
spectively, should be performed at point of service to ensure the 
product is still appealing.  Because liquid consistency can rapidly 
change, liquids should also be thickened at point of service to en-
sure accuracy.  Liquids that are too thick or too thin can both pose 
risk to individuals with dysphagia (Hanson, 2016). 

Training
Training should involve a multidisciplinary approach, including 
dietitians/clinical nutrition services, dysphagia services (speech 
language pathology and/or occupational therapy), food ser-
vice, nursing, and medical providers. Training may include email 
communication along with in-person presentations/in-services.  
Hands-on demonstrations of IDDSI testing methods can also be 
beneficial. For instance, nursing staff may benefit from a demon-
stration and practice of the “IDDSI Flow Test” in order to become fa-
miliar with IDDSI thickened liquid consistencies and terminology.  
If inmate workers participate in IDDSI diet preparation, plating, or 
serving, they should also receive proper training.  

Just as patient nutrition education should use plain language with 
multi-modal teaching (written, spoken, visual), so should IDDSI 
training for non-medical staff and inmate workers. It is important 
to emphasize the difference between previous dysphagia diets 
used at the facility and IDDSI diets, especially if names of the diets 
are similar (i.e. Soft vs. Soft & Bite-Sized). 

Posters or reference sheets can demonstrate the actual measured 
particle size for Minced & Moist and Soft & Bite-Sized levels. Com-
mon objects can be used to show size comparisons as well  
(see IDDSI.org for recommendations).  Laminated reference mate-
rials can be kept in food preparation areas to use for comparison. 

IDDSI menus can also serve as training tools by using detailed 
descriptions directly on the menu. For example, if hamburgers 
are on the Minced & Moist menu, it can be listed as “Hamburger 
– ground, mixed with ketchup” on the menu instead of relying on 
the food service staff and inmate workers to recall how meats on 
the Minced & Moist menu should be altered. 

Inmate worker turnover is a common occurrence in corrections.  
Dietitians should collaborate with food service to continually iden-
tify new or untrained inmates working with IDDSI diets and pro-
vide those inmates with training. Maintaining a database to track 
inmates who have been trained can be helpful.  

Training should be ongoing with existing staff and inmate workers 
as concerns are reported.  Concerns may be noted at production, 
plating, or point of service by anyone, including dietitians, nursing, 
food service, inmate workers, or inmate patients.  A Plan-Do-Study-
Act (PDSA) type quality improvement approach can work well in 
these situations. 

continued on page  9

continued from page  7
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If IDDSI diets are not routinely prescribed at a correctional insti-
tution, thought should be given if staff and inmate workers can 
maintain competence in IDDSI preparation to allow for in-house 
preparation of the diets. If adequate proficiency cannot be estab-
lished, purchase of ready-to-serve meals should be considered. 

Safety
Previous dysphagia diets used at a correctional facility may sound 
similar to IDDSI diet levels. Using the IDDSI-specific color-codes, 
diet name, and diet level number concurrently can help differen-
tiate previous dysphagia diets from IDDSI diets as well as IDDSI 
diets from each other. Color-coding plus terminology should be 
consistent on medical diet orders, menus, diet rosters, tray labels, 
training/reference materials, and any other documents to avoid 
confusion and reinforce the distinction between IDDSI levels. Dual 
labeling – listing both the IDDSI level name and the previous dys-
phagia diet terminology used – has been suggested, but it may 
be confusing if the diets have different characteristics and thus are 
not a direct replacement.  Dual-labeling is likely most appropriate 
for thickened liquid consistencies as there is a more direct correla-
tion to previous terminology and IDDSI terminology.

Food testing and tray audits are not only important during menu 
development, but also as an ongoing quality assurance strategy.  
Tray audits should be completed at time of preparation, but they 
are also important at point-of-service, especially if meal trays are 
delivered to satellite feeding locations. IDDSI has provided simple 
and practical testing methods that both staff and inmate workers 
can employ (fork pressure test, fork drip test, spoon pressure test, 
spoon tilt test).  Testing method descriptions and audit sheets are 
available at https://iddsi.org/implementation/.  

If staff are conducting the tests, any inmate worker involved in 
IDDSI diet production/service should be included when possible 
to observe why a food does or does not meet the IDDSI criteria.  
This helps inmate workers build working knowledge of IDDSI diet 
textures and provide another level of scrutiny as IDDSI diets are 
prepared and served. If point-of-service audits are impractical, 
they can be simulated by holding meal trays in food carts or in hot 
boxes to mimic what the satellite food tray would experience.  Any 
foods that do not meet IDDSI criteria upon being tested should be 
further manipulated until they meet criteria or not served.  

continued from page 8

continued on page  10

Implementation
Implementation of IDDSI menus is also a multidisciplinary ven-
ture.  Dietitians should collaborate with dysphagia services and 
the primary medical provider to determine the most appropriate 
crosswalk from old dysphagia diets to IDDSI diets. Each diet order 
should also be individually reviewed to determine that the IDDSI 
diet deemed comparable is the best for each inmate patient. A 
2019 article by J. Cichero is an excellent reference to determine 
ideal IDDSI diet texture using assessment of chewing function 
and oral processing of food.

Placing the diet order may be challenging if the electronic medi-
cal record at a correctional facility does not have IDDSI terminol-
ogy on the diet order screen. Free-texting IDDSI diets may be 
necessary; therefore, consider creating or providing resources so 
prescribers use standardized language.  

During the transition to IDDSI diets, inmate patients should be 
informed when and why their diet will be changing. Some inmate 
patients may be able to participate in determining the most ap-
propriate texture diet. Special consideration should be made for 
any individual snack orders or supplemental feedings separate 
from menus as these will need to be reviewed to ensure compat-
ibility with the ordered IDDSI level. 

After roll-out, tray audits at point-of-service should be routinely 
conducted so feedback – both positive and negative – can be 
shared with food service.  Again, PDSA-type quality improvement 
interventions may work well. 

CONCLUSION
Effective implementation of IDDSI in a correctional environment 
presents unique challenges that may not otherwise be consid-
ered in a traditional healthcare setting.  Nonetheless, IDDSI is a 
global initiative that should be adopted as soon as possible. Dieti-
tians working in corrections should not hesitate to lead the IDDSI 
initiative within their workplace, but collaboration with health 
services and food services staff, as well as inmate workers, is cru-
cial.  Transitioning from prior texture-modified diets and termi-
nology in a correctional setting should be gradually introduced 
being mindful of all those impacted.  Fulfilling the IDDSI initiative 
is sure to be an iterative process, but it will ensure inmate patients 
suffering with dysphagia receive the safest possible diet.

https://iddsi.org/implementation/
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Why Care about Policy and Advocacy?  
Cynthia A. Wolfram, RDN, LD, FAND

Cynthia A. Wolfram
RDN, LD, FAND

As the Policy and Advocacy Leader for DHCC, I am committed to 
highlighting the needs of our members as we work together to 
respond to requests for issues that impact those we serve.

Every dietitian and dietetic technician should care about what 
happens in Washington and be involved in public policy; it affects 
our profession and impacts our careers in several ways.  State and 
local policy is important as well. If we do not advocate for our pro-
fession, there are many non-qualified groups who can compete 
for RDN/NDTR jobs.  The growth of the profession and even the 
growth of salaries for RDN/NDTR’s are often dictated by public 
policy and legislation at state and federal levels.

RDN/NDTR’s work in programs that receive state and federal 
funding, including University funding for research. If we do not 
educate staff and legislators about our profession and the impact 
we make, billions of dollars may be cut from programs which can 
mean loss of jobs for RDN/NDTRs, loss of essential services for se-
niors and worsening quality of health and healthcare services for 
those we serve.

As we move forward this year, several goals for Policy and Advocacy 
will be actively presented and I encourage you to participate:

•   Action Alerts:  Please Respond!       
It is important to have our voice heard.

•  Issues Experts:  The goal is to identify a group of experts on is-
sues that impact those we serve so we are ready to respond to 
requests, often with short turnaround time.  Please consider be-
ing a part of this group.

•  Website Update: We are working to have a space on the web-
site that is easy to use and informative for our members.  Please 
watch for the updates and use the tools that are provided to dip 
your toes into the policy area.

•  ANDPAC: Consider donating to Academy of Nutrition and Dietet-
ics Political Action Committee.    Your donation to ANDPAC helps 
support candidates for federal office who are pro-nutrition, food, 
and health. As a Past Chair of ANDPAC, I have seen this give op-
portunity to have our voice heard.

If you have ideas or suggestions, please feel free to contact me at 
Cwolframrdld@gmail.com.  Together, we can make a difference.

Congratulations DHCC! 
Member support of $8,095.60 wins!

Dietitics in Health Care Communities is the 
Eat Right Advocacy Challenge DPG winner for the highest

average per member donation category!

https://www.eatrightpro.org/advocacy/political-action-committee/donate-to-andpac
mailto:Cwolframrdld%40gmail.com?subject=
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2019 Gaynold Jensen Memorial 
Continuing Education Award Report 
2019 Food & Nutrition Conference & Expo™ (FNCE) ® 
Alison Duffey, RDN-AP, CSG, LDN, FAND

We have the fortunate advantage of having top-tier continuing 
education offered annually by the Academy of Nutrition and Di-
etetics at our national conference known by most of us as FNCE®.  
This conference is a gold standard in professional events and al-
lows us to learn, network, and travel to expand our practice, our 
profession, and ourselves as individuals. Through the sharing of 
research and product innovations, we are able to take back to our 
residents and patients’ valuable expertise to help them meet their 
optimal goals. 

Last year, FNCE® was held in Philadelphia, PA, where opportunities 
for sight-seeing and history lessons surrounded us. The Pennsylva-
nia Convention Center was a sprawling facility that easily accom-
modated the more than 10,000 participants, over 130 continuing 
education sessions, and 400-plus vendors. Walking from session 
to session, it was clear many people were finding each other to 
network, talk, and possibly re-establish lost connections. The 
Academy provided information and updates via the FNCE® app 
through which we could view slides, take notes, and receive up-
dates on changes. 

DHCC offered a Saturday workshop entitled, “Progress & Proactiv-
ity: The Future of Malnutrition Care, PDPM, & the Food Code.” Over 
the past few years, we have been part of significant changes in 
post-acute and long-term care centers that affect patient care, di-
agnosis, interventions, reimbursement, and regulations. Managing 
the changes has been difficult, but between the Academy and the 
DHCC, we have had opportunities to learn about these changes 
as they are being discussed and implemented. We are our own 
champions when it comes to leading the charge in establishing 
strategies to benefit our collaborative health-care teams, patients, 
and facilities.  

There was also a networking event held alongside the Healthy Ag-
ing DPG for members. As we move into a more electronic age, it 
is essential that we keep these live networking events available 
to meet and share our experiences and expertise. Our time with 
colleagues is invaluable to expanding our knowledge, techniques, 
and viewpoints that may otherwise not grow beyond our own fa-
cility bubble. We have so much to share and gain from each other!

Alison Duffey
RDN-AP, CSG, LDN, FAND

The 2019 Lenna Francis Cooper Memorial Lecture discussed the 
nutrition opportunities with the aging population. Aging is be-
ing redefined, and the over-65 population has significantly grown 
in the last few decades. This provides an increase in the needs for 
nutrition care in what has previously been considered a geriatric 
population who are now pursuing living a longer and heather life. 
Best practice interventions were reviewed for participants to take 
back to their patients to help with their best-life goals. These rec-
ommendations help with patients that are receiving therapy for 
recovery from hip and knee surgeries, newly diagnosed chronic 
diseases such as diabetes and hypertension, and improvements 
with pulmonary function. 

In another session, renal nutrition guideline updates were pro-
vided using evidence-based findings for recommending interven-
tions to the increasing number of patients we are counseling with 
chronic kidney disease (CKD). Patients with CKD are often quite 
limited on their choices which may negatively affect their quality 
of life. The old-school perspectives and recommendations persist 
in long-term care for most of the chronic conditions.  RDNs play a 
key role through educating colleagues and patients on appropri-
ate updated nutrient guidelines so that we can help to collabora-
tively provide the best care. 

The updated 2019 American Diabetes Association nutrition con-
sensus report was distributed at the Expo and was also reviewed 
in a session planned with the Diabetes Care and Education Di-
etetic Practice Group. The report was reviewed with practical and 
evidence-based guidelines to take back to our practice for educat-
ing patients. A key take-away was there is no one approach that 
serves everyone. Optimal nutrition care is centered on the individ-
ual considering their own preferences and choices. In the patient-
centered care model fully in effect in our facilities, providing indi-
vidualized counseling and setting personal goals is the new norm 
for patient and resident care. 

In practice, there are many patients that seek our nutrition exper-
tise to help with both acute and chronic GI concerns. Different 
sessions reviewed the more complex cases including short bowel 
syndrome, irritable bowel syndrome, and gluten sensitivity. Inter-

continued on page 13



|  CONNECTIONS  |  FALL 202013

ventions covered in the different sessions included moving past 
what has been historically known as the BRAT diet, the blaming of 
the enteral product, and the more recent FODMAP recommenda-
tions. Providing tailored care to each individual is the key to suc-
cess when it comes to patient interventions. There are many dis-
eases states and many interventions from which to choose in order 
to help our patients achieve success over their health concerns.  

The number of available sessions always exceed what can be at-
tended live, so it is very helpful that access to all the programs and 
slides is given to attendees. This way we can continue to learn after 
FNCE® has concluded.  By attending continuing education events 
such as FNCE®, RDNs stay on the forefront of evidence-based care 

initiatives to help educate both colleagues and patients on the 
best route of treatment for maximum health outcomes.  

Our Academy Foundation is a resource that we can all use to pur-
sue our career and education goals. I was fortunate to be chosen 
by the Academy of Nutrition and Dietetics Foundation as the re-
cipient of the 2019 Gaynold Jensen Memorial Continuing Educa-
tion Award to help with the cost of attending FNCE®. This award is 
donated by the DHCC DPG. I am very grateful to those who donate, 
to the Foundation, and to the DHCC DPG for providing assistance 
to pursue the quality of continuing education that is provided at 
conferences such as FNCE®.  

The Pioneer Network is a non-profit organization devoted to dig-
nified, person-directed care for our elders. The goal of their na-
tional conference is to inspire culture change, support innovation 
and provide opportunities for learning. Last year’s conference was 
“Pioneering a New Culture of Aging” and took place over 4 days 
August 4-7, 2019 in Louisville, KY.  

The Pioneer Network Conference 2019 – 
2019-20 Liaison Report 

As a registered dietitian nutritionist working in long-term care 
(LTC), one of my greatest challenges is caring for people with 
Alzheimer’s Dementia. Over the years of attending the Pioneer 
Network Conference, I have learned so much about the disease 
which helps me provide better care.  A “Neuroscience Approach 
for Dementia Residents in Memory Care” presented by Dr. Govind 
Bharwani, Wright State University, was one of the highlights of the 
conference last year.

continued from page 12
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A Neuroscience Approach for Dementia 
Residents in Memory Care
Reviewed by Janice Raymond, MS, RDN, CSG

Janice Raymond
MS, RDN, CSG

Understanding the Brain in Alzheimer’s Dementia
It is important to have a basic understanding of the neurosci-
ence as it relates to Alzheimer’s Dementia (AD). This knowledge 
of the disease leads to caretakers being better able to under-
stand what their residents are trying to say through their behav-
iors and actions.  

The brain is divided into two hemispheres, the right and the left. 
The right brain controls the left side of the body and the left brain 
controls the right side of the body. The left brain is considered the 
active brain and is responsible for language, analytical skills, short 
term memory, and logical reasoning. The right brain is described 
as the passive brain and controls emotion, perception of faces, 
comprehension of music and singing skills, creative thinking and 
environmental sounds and feelings.  

AD is thought to be caused by abnormal accumulations of pro-
tein called tau that collect inside neurons and are referred to as 
tangles. Amyloid plaques consist of dense clumps of beta-amyloid 
that collect in the spaces between the nerve cells in the brain in 
patients with AD.  AD does not affect the left and right brain uni-
formly.  The left brain is affected first and most significantly, lead-
ing to deficits in short term memory, language ability and ana-
lytical skills.  The right brain is active for much longer so sensory 
functions, emotions and feelings are maintained.  

What we know about the brain function in AD can be used to 
offer better and more compassionate care to residents in long-
term care.  

AD Right Brain Personality 
•   Communicates using non-verbal cues 

•   Does not like verbal method of communication

•   Enjoys sensory interaction: touch, taste, smell, etc.

•  Pessimistic towards life with abnormally negative response to 
normal daily occurrences

•   Suspicious about everyone and thinks others want to hurt and 
steal from them

•   Sometimes exhibits anti-social behavior

•   Very sensitive to criticism or perceives suggestions as criticism

•  Recognizes and appreciates being treated with patience,  
respect, & kindness 

•   Loves music, art, and nature with emotional connection  

Emotions such as sadness, fear, happiness and love remain intact 
even in late stages of AD. The quality of care for those with AD will 
depend on how well caregivers understand and respond to the 
capability and performance of the right brain.  Resident needs in-
clude clinical needs, physical needs and emotional needs. 

The right brain likes:

•   Emotional connection from the past

•   Music and video with emotional connection

•   Touch therapy to the left hand or shoulder 

•   Faces and shapes and colors

•   Memories from old pictures, videos & albums

•   Limited conversation 

•   Short words (3-letter nouns and verbs)

•   Spatial stimuli with nature

•   Sensory and emotional stimulation

The right brain dislikes:

•   Use of long sentences or long words

•   Use of the words “no”, “don’t” or “can’t”

•   Doing non-sensory physical activities  

•   Loud talking, especially with a high pitch and tone   
and too much talking

•   Being asked to do tasks without explanation 

•   Being asked to do tasks with multiple steps

Behavior-Based Ergonomics Therapy
What we know about these right brain-left brain changes in AD 
can be used in practice to approach care in a different way that is 
more soothing and results in less negative behavior by focusing on 
sensory and emotional stimulation. 

Behavior-based ergonomics therapy (BBET) is a program based on 
this neuroscience approach to dementia care for AD. It has been 
implemented in 80 facilities in 11 states and has won major awards 
for quality care in LTC.  It is essentially a library of resources indi-
vidualized for each resident.  It includes a memory prop box, au-
dio CDs, videos and stimulating therapy items. Each resident gets 
a therapy action plan (prescription) that is customized based on 
their life history and cognitive level.  It is available to staff 24/7 and 
does not depend on any one staff member.  A complete descrip-

continued on page 15
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tion of the BBET program and results of a study on implementa-
tion of BBET conducted by Wright State University College of En-
gineering was published in Long-Term Living magazine and in the 
American Journal of Alzheimer’s Disease & Other Dementias (2012).  
They reported that after 6 months there was a 67% improvement 
in mood and behavior issues, 33% reduction in falls, and 65% re-
duction in use of anti-psychotic medications. 

Implications for Dining and Nutrition
While this presentation did not specifically focus on nutrition, there 
were many implications for dining and nutrition.  Some things for 
dietitians to consider:

•  Is the atmosphere in the dining room affecting those with AD 
who dislike too much conversation and too much noise? Can 
music be an antidote for dining room noise?

•   How food can be used to connect residents to their past in a way 
that gives them emotional support?

•  Should food choices be offered one at a time rather than as a 
menu for the meal?

•  Can we find a way to include more of the senses in the dining 
experience, i.e. aroma therapy?

•   When talking to someone with AD about their nutrition, will they 
better understand a simple, one concept approach, i.e. “this food 
is good for you”, rather than approaches that provide too much 
information?

•  Can food be incorporated into the BBET resources?

References
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Update from the House of Delegates  
Joanne Zacharias, MS, RD, LDN

It has been a busy year thus far in the House of Delegates! We 
have been completing several trainings to clarify and support the 
roles of delegates. We have had the opportunity for small group 
discussions within our assigned PODS (Power of Delegate Sup-
port) groups. As well as a “Lettuce Talk” session with Lauri Wright, 
Speaker of the House.  

In May, a member survey was conducted to identify profession-
al issues. Over 600 responses were received from the Academy 
Membership. Each delegate was able to access the responses 
from their constituency.  Thank you to those DHCC members who 
provided responses to this survey. Based on the results of this sur-
vey, delegates were asked to prioritize the top two issues from 
their constituency. The House Leadership team then identified 
from those responses, the issue that we will address in our Fall 
House of Delegates Meeting. 

The House of Delegates Fall Meeting will be held virtually on 
October 15 & 16, 2020. The Critical Issue we will be addressing is: 
“Systems Approach to Nutrition and Health Equity”. 

Previously in the House of Delegates we referred to the issues that 
we were addressing as “Mega Issues”.  As the House of Delegates 
evolved, the terminology changed to “Strategic and Professional 

Issues”. The House Leadership Team (HLT) found that this terminol-
ogy became confusing to the membership as well as in planning 
dialogue sessions. Therefore, moving forward, issues affecting the 
profession are now known as “Critical Issues” and will be identified 
as short term or long-term issues.  

Did you know that you can review the past strategic issues the 
HOD addressed and the outcomes of those discussions back to 
2009 at the following web address? https://www.eatrightpro.org/
leadership/governance/house-of-delegates/critical-issues

I am honored to continue to serve as your delegate. I welcome 
your input into the issues that we address. Your opinions and ideas 
are valuable to me as I carry out this role as your representative.  

Each delegate is asked to maintain a “Think Tank” amongst their 
members. Think tank members are asked to provide input, con-
tribute diverse viewpoints, and help to increase member engage-
ment on specific topics being addressed by the HOD. This is ac-
complished by reviewing HOD materials provided and giving 
input on HOD strategic issues, bylaws amendments, responding 
to calls for action, and other requests for membership input. If you 
would like to become a member of my Think Tank, please email 
me at ZachariasJoanne@comcast.net. 

Joanne Zacharias, 
MS, RD, LDN

http://Am J Alzheimers Dis Other Demen
https://www.eatrightpro.org/leadership/governance/house-of-delegates/critical-issues
https://www.eatrightpro.org/leadership/governance/house-of-delegates/critical-issues
mailto:ZachariasJoanne%40comcast.net?subject=
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Dietetics in Health Care Communities (DHCC)
Executive Committee 2020-2021
Chair*
Julie Driscoll, RDN, CSR, CSG, LDN  
Acton, MA 

Chair-Elect*  
Amy Gautraud, MS, RDN 
Grand Rapids, MI

Past Chair*  
Cora J. Martin, RDN, CSG, LD 
Chardon, OH 

Secretary*  
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Garden City, ID 

Treasurer*  
Rena Zelig, DCN, MS, RDN, CSG, CDE 
Teaneck, NJ 

*Delegate
Joanna Zacharias, MS, RD, LDN 
Brunswick, MD 

Professional Development  
Coordinator
Pam Brummit, MA, RD, LD  
Enid, OK 

Membership Coordinator
Cindy Dahl, RD   
San Diego, CA 

Sponsorship/Business 
Development Coordinator
Anna de Jesus, MBA, RD  
Tempe, AZ

Policy and Advocacy Leader
Cynthia Wolfram, RDN, LD   
Houston, TX 

Marketing and Communications 
Coordinator
Bailee Troskot, NTR, RD, CDN
Fort Worth, TX
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Mitchel Holliday, MS, MSED, RD, FAND
Rochester, MN 

Dietetic Technicians SubUnit
Drisana Clifton, NDTR
Arden Hills, MN

Newsletter Editor
Marcus F. Sam, MS, RDN, LDN
Houston, TX 

Nominating Committee
Syzanne Cryst, RD, CSG, LD (Chair)
Stow, OH

Jamie Ritchie
Rolesvillle, NC

Linda Roberts    
MS, RDN, LDN (Chair Elect)
Wheaton, IL

Elaine Farley-Zoucha, RD, LMNT
Columbus, NE

Manager, DPG Relations
Susan DuPraw, MPH, RD
Chicago, IL

Executive Office  –   
Barb Pyper, MS, RD, SNS, FAND
Cara Nichols, RDN
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206-935-5104
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