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1. Introduction 

1.1. The purpose of this document is to detail the process for supporting patients 
who fail to manage the food bolus adequately once it is in the mouth (oral 
phase dysphagia) or aspirate when swallowing (pharyngeal phase 
dysphagia). This document has been created with close reference to 
Lewisham NHS Trust and acknowledgment must be made to the authors of 
that document.  

1.2. The challenge arises when these patients are deemed unsuitable for 
alternative nutrition or hydration (ANH) following a multidisciplinary team 
(MDT) discussion usually involving the medical team, the dietician and the 
speech and language therapist (SALT). 

1.3. A patient may be an inappropriate candidate for ANH if the procedure risk 
outweighs the benefit; the patient themselves decline ANH or there is poor 
prognosis/a short life expectancy.  Clinicians are then faced with the dilemma 
of how best to manage these patients who are unsuitable for ANH but at risk 
of choking on food/fluid and developing an aspiration pneumonia. 

1.4. The decision-making process whether to introduce artificial nutrition and 
hydration or continue to allow food and drink orally once their swallowing 
becomes unsafe, provokes difficult ethical decisions for professionals, 
patients and carers (Chaklader, 2012). 

1.5. The risk feeding document has been devised to guide teams through an 
organised decision making process, encompassing patient choice and 
multidisciplinary clinical input to what appears to be an ethically fraught area. 

1.6. The policy applies to all MDT staff. 

1.7. Implementation of this policy will ensure that: 

 Patient’s wishes are met. 
 If a patient does not have capacity, risk feeding recommendations 

are made in a patient’s best interest following a clear pathway. 
 A MDT approach is taken. 
 The policy will reflect the trust’s values of respect for patients, 

listening and supporting patients and demonstrating compassion.  
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2. Purpose and Scope 

2.1. The document addresses capacity, ethics and quality of life issues, providing 
the MDT with a patient centred framework to facilitate decisions on nutrition 
planning.  There is no ethical calculus that can determine what is ‘right’ in 
some situations (RCP, 2010). 

2.2. The best current practice outlined by Harwood (2014) in the management of 
people with dementia is ‘person centred dementia care’.  The risk feeding 
process ensures that all aspects of care and outcomes are considered.  This 
approach results in a respectful and dignified patient centred decision which is 
made with serious thought and over a reasonable time frame. 

 

2.3. If a patient is deemed unsafe to eat and drink and is found to be unsuitable for 
alternative nutrition and hydration (ANH), then risk feeding should be 
considered.  The risk feeding pathway is also indicated if the patient has 
capacity, understands fully the high risks of aspiration of oral intake but 
chooses to continue to eat and drink. 

2.4. The risk feeding document outlines the reasons why a person may be a 
candidate for risk feeding.  This is followed with a section for the assessment 
of the patient’s capacity in making a decision regarding nutritional 
management.  There is the authorisation endorsed by the signatures of the 
Consultant or GP and the SALT that the MDT discussions have taken place 
and information shared with the patient/family.  Risk reducing 
recommendations are also included to ensure the patient receives the 
appropriate diet and fluids. 

2.5. The policy covers the risk feeding process for patients living at home in the 
community or when admitted to an acute ward. The policy and decisions 
should follow the patient.  The roles and responsibilities of the 
multidisciplinary team are outlined within this. 

3. Definitions 

Terms of 
reference 

Definition Further Information 

   

Advanced 
health care 
plan 

A process of 
discussion between 
an individual and 
their care providers 
to make clear a 
person’s wishes, 
often in the context 
of anticipated 
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deterioration 

Alternative 
Nutrition or 
Hydration 

Giving an individual 
nutrition and fluid by 
another means 
other than the 
mouth 

 

Aspiration  Where food or drink 
passes the vocal 
folds and enters the 
lungs 

 

Aspiration 
pneumonia 

An infection in the 
lungs caused by 
food, fluid, saliva 
containing bacteria, 
or vomit entering the 
lungs 

 

   

Bolus The substance 
which is being 
swallowed e.g. 
mouthful of food or 
drink 

 

Choking When food or an 
object enters and 
blocks the airway 
and prevents 
respiration 

 

Capacity Being able to make 
your own decisions 

http://www.nhs.uk/Conditions/social-care-and-
support-guide/Pages/mental-capacity.aspx 

Careful 
hand 
feeding 

Where the individual 
is fed by the care 
giver or hand over 
hand support to eat 
and drink. A skilled 
approach which 
recognises the 
vulnerability of 
dependent 
individuals.  

Finucame  TE, et al. Tube feeding inpatients 
with advanced dementia:a review of evidence. 
J AmMedical Association 1999;282:14, 1365-
1370 

Palecek EJ, et al. Comfort feeding only J Am 
Geriatric Society Mar 2010;58(3): 580-584 

Cognitive 
feeding 
issues 

Where behaviours 
associated with 
deteriorating 

Royal College of Physians (2010) Oral feeding 
difficulties and dilemmas, RCP London 
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cognition or mental 
function impact on 
eating and drinking 

   

Masticate The act of chewing 
food 

 

   

Optimal 
positioning 

Where the individual 
is well positioned, 
upright with 
feet/trunk supported 

Mastos, M., Miller, K., Eliasson, A.C. and Imms, 
C. (2007) Goal-directed training: linking 
theories of treatment to clinical practice for 
improved functional activities in daily life. 
Clinical Rehabilitation 21, 47-55. 

Kellet, R. et al (2012) Communication and 
Mealtimes Toolkit (Helping people with 
dementia to eat, drink communicate – A guide 
for carers), NHS Dumfries and Galloway 

Oral care 
routines 

The daily routine of 
keeping an 
individual’s mouth 
clean 

 

Oral phase 
dysphagia 

Any difficulty eating 
and drinking which 
occurs as the bolus 
reaches the lips or 
whilst in the mouth 

 

   

Pharyngeal 
phase 
dysphagia 

Any difficulty 
managing food or 
drink as it passes 
through the throat. 
This includes 
preventing food and 
drink entering the 
lungs. 

 

Puree diet National descriptor 
for smooth sieved 
food 

www.thenacc.co.uk/assess/downloads/170/foo
ddescriptorsforindustry 

   

Risk Where an individual 
continues to eat and 

www.rcslt.org/speech_and_language_therapy/p
rofessionalism/bulletin_feb_2013_pg20-
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feeding drink in spite of the 
risk of food and fluid 
entering the lungs. 

21dysphagia 

4. Roles and Responsibilities 

Role of the Doctor   

4.1. The Medical Practitioner (Senior Doctor/Registrar/GP) is responsible for: 

 Ensuring that the dialogue regarding risk feeding management is 
initiated and to commence a capacity assessment. 

 Ensuring that a referral is made to SALT. 
 Ensuring that anticipatory health care plans are completed when 

needed. 
 Ensuring that risk feeding guidelines are included in the discharge 

summary.  
 Making the ultimate decision once the patient is clinically discussed 

with the MDT and options shared with the patient and family and 
clearly documenting the decision in the medical notes/GP records.  

 

Role of SALT   

4.2. The SALT is responsible for: 

 Conducting a detailed assessment of swallow 
 Conducting or facilitating the completion of a capacity assessment 

if needed 
 Discussing the findings of the assessment with the MDT 
 To inform the physiotherapist if a decision is taken to risk feed 
 To liaise with other SLTs re: on-going care. 

 
 

Role of the physiotherapist 

4.3. The Physiotherapist is responsible for: 

 Discussing chest management with the medical team and ceiling of 
care with respiratory needs 
 

Role of the MDT 
 

4.4. The MDT is responsible for contributing to the completion of  a mental 
capacity assessment.  

Role of the Nurse 

4.5.  The Nurse is responsible for: 
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 Highlighting to the medical team/SALT if a patient is likely to be a 
candidate for risk feeding 

 Ensuring risk reducing recommendations are being adhered to 
 

Role of Palliative Care 

4.6. Palliative Care is responsible for: 

 Working with the MDT if the patient has become palliative and /or is 
end of life.  

5. Clinical Decision Making 

5.1. It is essential that the initiation of the risk feeding pathway is preceded by 
detailed information gathering to establish the nature of the dysphagia.  This 
includes identifying whether the patient’s clinical picture is transient in nature 
or not likely to change in spite of management and consideration of how 
future management will impact on quality of life in that individual. 
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Figure 1 shows a flow chart, adapted from Smith et.al (2009), which guides professionals 
through the early processes of clinical decision making in risk feeding.  

 

 

 

Dementia and dysphagia in acute hospital care decision-making (adapted from Smith et al., Clinical Medicine, 
2009). http://www.clinmed.rcpjournal.org/content/9/6/544.full.pdf 

Is there a potentially transient or reversible 
cause of dysphagia? 

(e.g. infection, vascular event, depression, 
delirium, psychoses, medication etc.) 

Yes 

Treat and wait for improvement 

Consider NGT within 48 hours 

No improvement 

No 

Plan for future events. 

Full MDT assessment including swallowing 

assessment to clarify clinical situation and 

prognosis. 

Discussion includes: 

- Patient’s capability/wishes. 

- Advanced decisions or previous wishes. 

- LPA or need for IMCA. 

- Family/carer view. 

Appraise options and consider goal of care. 

Can dysphagia be managed by 

simple strategies without the need to 

consider alternative feeding? 

Yes No 

Is the patient appropriate for tube feeding? 

Careful hand 

feeding (‘Risk 

Feeding’ with 

SLT advice 

on risk 

reduction. 

End of life 

care/future 

care 

planning. 

NGT/PEG. 

Manage according to local guidelines. Ensure 

systems for review are in place including future care 

planning. 

Yes 
No 

Improvement 

http://www.clinmed.rcpjournal.org/content/9/6/544.full.pdf
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SLT to liaise with other SLTs if there is a transfer of care 

ACP to GP      SLT handover  

  

Discharge planning 

Acknowledgement of risk feeding and future management in Advanced Care Planning 

such as the appropriateness of antibiotic treatment, hospital re-admission or chest PT 

  

Clear documentation and handover 

e.g. medical notes, nursing team, Physiotherapy, Dietician 

  

Authorisation of process 
Form to be signed by Consultant or Specialist Registrar 

  

Collaborative decision making 

Team, patient and family/carer discussion      Leaflet for patient/family for further reflection 

  

Detailed dysphagia assessment 

  

To inform decision making process, 

conduct Mental Capacity Assessment 

 

If not felt to be due to transient or treatable causes, 
initiate risk feeding pathway 

Patient with suspected dysphagia or aspiration risk 
Establish nature of dysphagia (see Figure 1) 
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Initiation of the Pathway 

5.2. The risk feeding form should be stored in a location which is easy to access 
for the professionals involved in initiating the pathway, such as the intranet or 
SALT department web page.  The guidelines and form should be easily 
sourced through a simple search of key words, I.e. typing risk feeding into the 
search box on the Trust intranet.  In the event that the medical team initiate 
this process prior to SALT assessment, they are able to access the protocol 
and print out the documentation.  This prevents delay in appropriate 
management.  A SALT referral should always inform the risk feeding decision 
so that risk reducing consistencies and strategies can be established. 

Capacity Assessment 

5.3. The Medical Team member or sometimes SALT is responsible for conducting 
a capacity assessment which explores whether the patient has capacity 
regarding nutrition planning and the risks involved in eating and drinking. 

5.4. All four aspects outlined within the Mental Capacity Act (2005) listed on the 
risk feeding form will need to be assessed.  As with all capacity assessments, 
the decision should be presented in an accessible format or language to 
ensure the patient is able to understand the decision making process and be 
able to express their acknowledgement of risk.  This includes the principles of 
care set out in section 1.5 of NICE guidelines CG138 (February 2012) 
‘Enabling the patient to actively participate in their care’. 

5.5. Whilst conducting a swallow assessment the SALT will establish the patient’s 
baseline communication and a consistent, reliable means of communication.  
From the assessment, the SALT will ascertain if the patient has understood 
the information.  Risks will be explained to the patient to determine if they 
have the ability to weigh up information.  The Medical Team Member or SALT 
will then return later in the day, if need be, to confirm retention of the 
information explained. In the community this may be a follow phone call or 
visit on another day. In this way, all key components of the mental capacity 
assessment will be covered.  Measures should be used to facilitate the 
discussion, including but not limited to alternative supportive communication 
boards/pictures, if needed, to optimise the patient’s understanding of the 
information discussed. 

5.6. The SALT will need to discuss the capacity status and swallow assessment 
findings with a member of the Medical Team (Specialist registrar, Consultant 
or GP) before a risk feeding decision is documented.  Where the patient is 
deemed to have capacity to make this decision, professional colleagues 
should agree who will discuss the outcomes and management plan with 
family/next of kin.  Those present during the discussion might include the 
medical team, SALT and Dietician. 

5.7. Where the patient lacks capacity, a best interest multidisciplinary decision can 
be taken, and this may include a best interest meeting with the family/next of 
kin.  This should be clearly documented in the patient medical records.  The 
guideline must be signed by a consultant or GP as they will ultimately make 
the best interest decision on risk feeding. 
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5.8. Information about the pathway should be presented in an accessible way and 
patients and relatives should be given a copy of the information leaflet on risk 
feeding so that they have further opportunity to reflect on and process this 
information. 

Risk Feeding - Out of Hours 

5.9. If a patient is placed on the risk feeding pathway over a weekend, then all the 
steps need to be followed by a medical team member.  Research indicates 
that aspiration pneumonia can develop as a consequence of a combination of 
contributory factors such as poor oral hygiene, oral suctioning (Langmore, 
2002) and (Hibberd et al 2013).  Whilst some of these variables cannot be 
managed in an elderly patient, the risks can be reduced, if these factors are 
appropriately supported through strict oral care routines, optimal positioning 
and careful hand feeding at mealtimes. 

5.10. In this population of patients, where the swallow is also deemed to be unsafe, 
it may be safest to allow the patient to consume a puree diet and water until 
the speech and language therapist can complete a full assessment.  Water is 
less likely to cause aspiration pneumonia particularly where scrupulous oral 
hygiene is maintained (Panther, 2005), (Wynn, 2014) and (Langmore, 2011). 

5.11. In the absence of a clinical bedside swallowing assessment, puree food is 
suggested as it may adequately address issues such as choking risks, poor 
dentition, reduced ability to masticate, cognitive feeding issues where the 
patient is averse to texture or lumps, efficiency at mealtimes, fatigue and poor 
bolus control.  The introduction of puree diet can impact on palatability, 
functional muscle memory and quality of life in some cases, but in this 
instance it is only suggested as a standby diet until SALT assessment.  This 
policy in no way implies that puree is suitable for all patients who are risk 
feeding.  Each patient will need to be assessed and managed on an individual 
basis and Trusts are reminded to look to local guidelines regarding weekend 
management of patients with dysphagia. 

5.12. It is the responsibility of the medical team member to assess the burden and 
benefit of treatment, taking into account the patient’s wishes in determining 
the management plan (RCP 2010).  In the patient who lacks capacity, an 
attempt should be made to establish what they might construe as worthwhile. 

Documentation 

5.13. The risk feeding decision needs to be documented clearly in the medical 
notes with the protocol filed in the investigation section or equivalent, of the 
medical notes.  All patients on the risk feeding pathway are recorded onto a 
SALT department-held register.  This register serves as an outcome measure 
to monitor readmissions and to allow for data analysis and interpretation. 

On-going Management 

5.14. Appropriate nursing handover should take place to ensure that risk is 
acknowledged and minimised with scrupulous oral care and optimum seating 
position and that, where required, careful hand feeding is offered. 
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5.15. It is also essential to inform the relevant Physiotherapist so that chest 
intervention for that particular patient can then be discussed with the Medical 
Team.  There is an expectation for SALT to monitor the patient as 
appropriate. 

The Discharge Process 

5.16. The SALT needs to work closely with the medical team members in ensuring 
that risk feeding is appropriately reflected in the discharge summaries or 
advanced health care plans.  This should include the decision whether or not 
to readmit the patient for acute hospital treatment should they be diagnosed 
with aspiration pneumonia by the GP.  This forms a crucial stage in the 
process, allowing the patient to leave the acute setting with a clear plan in 
place informing future management. This information will be available in the 
discharge summary on Trackcare. 

5.17. It is important that clear communication around feeding at risk 
recommendations takes place between the community and acute interface. 
This allows cohesive care of community and acute patients and in 
collaboration with GP practices can support the patient who is being risk fed 
to be managed at home.  These steps are vital to avoiding aspiration related 
readmissions within this client group. 

5.18. If the patient is likely to be a long-term risk feeder or the risk feeding will be 
part of lifelong management, an alert is set up on the hospital electronic 
patient system by the SALT on discharge.  Should the patient be readmitted, 
this alert will highlight to admitting teams that this patient is being risk fed and 
that SALT may be contacted in order to maintain continuity of care. 

5.19. In order to maintain a high standard of care delivered, the SALT will 
endeavour to carry out a patient experience questionnaire with the patient or 
carer for quality assurance purposes.  Patients who are on the risk feeding 
pathway should expect a level of care which is highly supportive.  
Patients/relatives should feel well informed throughout.  Acknowledging and 
openly discussing the psychosocial and quality of life aspects of this 
management are essential to patient care. 

Process Summary 

5.20. The flowchart serves as a summary of the key steps involved in the decision 
making process for risk feeding.  All stages can be initiated by either the 
medical team or SALT, except the detailed dysphagia assessment which must 
be carried out by SALT.  In this instance the multidisciplinary team should 
comprise of medical team members, SALT and may include representation 
from Dietetics, respiratory Physiotherapy and Palliative Care. 
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6. Monitoring Compliance with and the Effectiveness of 
the Guideline 

Standards/ Key Performance Indicators 

6.1. Key performance indicators comprise: 

 Length of Patient Stay in Hospital 

Process for Implementation and Monitoring Compliance and 
Effectiveness 

6.2. These guidelines will be introduced at the following groups/forums. SALT 
Adult Team Meetings, Stroke Steering operational Group (SSOG), Combined 
Stroke Unit Meetings, Nutrition Steering Group, Allied Health Professional 
Forum, Ward Managers Meetings, GP Practices via practice manager. The 
guidelines will be introduced and implemented on the wards and in the 
community and ALD settings. Regular completion and documentation of the 
feeding at risk guidelines and accompanying MCA should be in the medical 
notes. 

6.3. The guidelines use will be monitored through feeding back from the 
groups/forums mentioned above. SALT will carry out a note audit every 6 
months.  Any non-compliance may result in discussion and case review. If 
appropriate, an incident report may be completed.  
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Appendix A: Risk Feeding Agreement – Acute/General 
Medicine 

 

 

Date and time of completion: _________________ 

Feeding at Risk Assessment and Recommendations 

These guidelines have been set out and agreed as the above named patient is at high risk of aspiration 
but is to continue eating and drinking for the reasons outlined below. 

The above patient is at risk of food and fluids entering his/her lungs as a result of a poor swallow. This 
may result in aspiration pneumonia or choking.  

As discussed with medical staff responsible, the above named person is not appropriate for long term 
non-oral feeding due to (tick all those applicable): 

 Palliative care (e.g. poor prognosis, short life expectancy) 
 Procedure risks outweigh benefits 
 Patient has declined artificial nutrition and hydration 
 Indicated on TEP form 
 Other: ________________________________________________ 

 
Does the patient have capacity for this feeding at risk decision? Yes            / No           (see attached completed 
MCA) 

 Yes No 

If the patient lacks capacity and an MDT/best interest decision has been made, this has been 
documented in the notes to feed with the associated risk of possible aspiration pneumonia.    

This has been discussed with the patient/patient’s family/Independent Mental Capacity Advocate 
(IMCA)   

Advanced Care Plan:____________________________________________________________ 
(Attach as necessary) 

RISK REDUCING RECOMMENDATIONS FOR FEEDING AT RISK. These recommendations are to reduce 
but not eliminate the risk of aspiration (to be completed by a Speech and Language Therapist) 

FLUIDS (for use with Thick and 
Easy Clear) 

 Level 0: Thin fluids 
Normal 

 Level 1: Slightly Thick 
1 scoop thickener per 200ml 

 Level 2: Mildly Thick 
2 scoops thickener per 200ml 

 Level 3: Moderately Thick 
3 scoops thickener per 200ml 

 Level 4: Extremely Thick 
6 scoops thickener per 200ml 

 DIET 

 Level 7: Regular 

 Level 6: Soft & bite-Sized 

 Level 5: Minced & Moist 

 Level 4: Pureed 

 Level 3: Liquidised 

 STRATEGIES 

 Sit as upright as possible 

 Ensure as alert as possible 

 Regular mouth care (minimum 

3x daily) 

 

SpR/Consultant/GP signature: 
 Name:  

Patient Signature (if patient has capacity): 
 Name:  

Speech and Language Therapist signature: 
 Name:  

 

 

Patient Identification label Risk Feeding Agreement – Acute Inpatients 

This decision is date and time specific and should be reviewed if the patient’s condition changes or weekly as an inpatient. 
Please contact Speech and Language Therapy on extension 2388 or bleep 154 if the management plan or risk feeding 
decision changes. 
Copy to patient or next of kin, GP, Care Home Manager, notes 
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Appendix B: Risk Feeding Agreement - Adult Learning Disability 

Date and time of completion: _________________ 
 

Feeding at Risk Assessment and Recommendations 

These guidelines have been set out and agreed as the above named patient is at high risk of aspiration 
but is to continue eating and drinking for the reasons outlined below. 

The above patient is at risk of food and fluids entering his/her lungs as a result of a poor swallow. This 
may result in aspiration pneumonia or choking.  

As discussed with medical staff responsible, the above named person is not appropriate for long term 
non-oral feeding due to (tick all those applicable): 

 Palliative care (e.g. poor prognosis, short life expectancy) 
 Procedure risks outweigh benefits 
 Patient has declined artificial nutrition and hydration 
 Indicated on TEP form 
 Other: ________________________________________________ 

 
Does the patient have capacity for this feeding at risk decision? Yes            / No           (see attached completed 
MCA) 

 Yes No 

If the patient lacks capacity and an MDT/best interest decision has been made, this has been 
documented in the notes to feed with the associated risk of possible aspiration pneumonia.    

This has been discussed with the patient/patient’s family/Independent Mental Capacity Advocate 
(IMCA)   

Advanced Care Plan:____________________________________________________________ 
(Attach as necessary) 

RISK REDUCING RECOMMENDATIONS FOR FEEDING AT RISK. These recommendations are to reduce 
but not eliminate the risk of aspiration (to be completed by a Speech and Language Therapist) 

FLUIDS (for use with Thick and 
Easy Clear) 

 Level 0: Thin fluids 
Normal 

 Level 1: Slightly Thick 
1 scoop thickener per 200ml 

 Level 2: Mildly Thick 
2 scoops thickener per 200ml 

 Level 3: Moderately Thick 
3 scoops thickener per 200ml 

 Level 4: Extremely Thick 
6 scoops thickener per 200ml 

 DIET 

 Level 7: Regular 

 Level 6: Soft & bite-Sized 

 Level 5: Minced & Moist 

 Level 4: Pureed 

 Level 3: Liquidised 

 STRATEGIES 

 Sit as upright as possible 

 Ensure as alert as possible 

 Regular mouth care (minimum 

3x daily) 

 

SpR/Consultant/GP signature: 
 Name:  

Patient Signature (if patient has capacity): 
 Name:  

Speech and Language Therapist signature: 
 Name:  

 

 

Patient Identification label 

This decision is date and time specific and should be reviewed if the patient’s condition changes or weekly. 
Please contact Speech and Language Therapy on extension 2388 or bleep 154 if the management plan or risk feeding 
decision changes. 
Copy to patient or next of kin, GP, Care Home Manager, notes 
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Appendix C: Risk Feeding Agreement – Community 

8.  

9.  
 

Date and time of completion: _________________ 

Feeding at Risk Assessment and Recommendations 

These guidelines have been set out and agreed as the above named patient is at high risk of aspiration 
but is to continue eating and drinking for the reasons outlined below. 

The above patient is at risk of food and fluids entering his/her lungs as a result of a poor swallow. This 
may result in aspiration pneumonia or choking.  

As discussed with medical staff responsible, the above named person is not appropriate for long term 
non-oral feeding due to (tick all those applicable): 

 Palliative care (e.g. poor prognosis, short life expectancy) 
 Procedure risks outweigh benefits 
 Patient has declined artificial nutrition and hydration 
 Indicated on TEP form 
 Other: ________________________________________________ 

Does the patient have capacity for this feeding at risk decision? Yes            / No           (see attached completed 
MCA) 

 Yes No 

If the patient lacks capacity and an MDT/best interest decision has been made, this has been 
documented in the notes to feed with the associated risk of possible aspiration pneumonia.    

This has been discussed with the patient/patient’s family/Independent Mental Capacity Advocate 
(IMCA)   

Advanced Care Plan:____________________________________________________________ 
(Attach as necessary) 

RISK REDUCING RECOMMENDATIONS FOR FEEDING AT RISK. These recommendations are to reduce 
but not eliminate the risk of aspiration (to be completed by a Speech and Language Therapist) 

FLUIDS (for use with Thick and 
Easy Clear) 

 Level 0: Thin fluids 
Normal 

 Level 1: Slightly Thick 
1 scoop thickener per 200ml 

 Level 2: Mildly Thick 
2 scoops thickener per 200ml 

 Level 3: Moderately Thick 
3 scoops thickener per 200ml 

 Level 4: Extremely Thick 
6 scoops thickener per 200ml 

 DIET 

 Level 7: Regular 

 Level 6: Soft & bite-Sized 

 Level 5: Minced & Moist 

 Level 4: Pureed 

 Level 3: Liquidised 

 STRATEGIES 

 Sit as upright as possible 

 Ensure as alert as possible 

 Regular mouth care (minimum 

3x daily) 

 

SpR/Consultant/GP signature: 
 Name:  

Patient Signature (if patient has capacity): 
 Name:  

Speech and Language Therapist signature: 
 Name:  

 

 

Patient Identification label 

This decision is date and time specific and should be reviewed if the patient’s condition changes or weekly. 
Please contact the Speech and Language Therapy at Barnstaple Health Centre on 01271 340524 if the management plan 
or risk feeding decision changes. 
Copy to patient or next of kin, GP, Care Home Manager, notes 

 


