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Abstract 

Background Use of modified texture diets—thickening of liquids and modifying the texture of foods—in the hope 
of preventing aspiration, pneumonia and choking, has become central to the current management of dysphagia. The 
effectiveness of this intervention has been questioned. We examine requirements for a valid informed consent pro‑
cess for this approach and whether the need for informed consent for this treatment is always understood or applied 
by practitioners.

Main text Valid informed consent requires provision of accurate and balanced information, and that agreement is 
given freely by someone who knows they have a choice. Current evidence, including surveys of practitioners and 
patients in different settings, suggests that practice in this area is often inadequate. This may be due to patients’ 
communication difficulties but also poor communication—and no real attempt to obtain consent—by practitioners 
before people are ‘put on’ modified texture diets. Even where discussion occurs, recommendations may be influ‑
enced by professional misconceptions about the efficacy of this treatment, which in turn may poison the well for the 
informed consent process. Patients cannot make appropriate decisions for themselves if the information provided is 
flawed and unbalanced. The voluntariness of patients’ decisions is also questionable if they are told ‘you must’, when 
‘you might consider’ is more appropriate. Where the decision‑making capacity of patients is in question, inappropriate 
judgements and recommendations may be made by substitute decision makers and courts unless based on accurate 
information.

Conclusion Research is required to examine the informed consent processes in different settings, but there is 
ample reason to suggest that current practice in this area is suboptimal. Staff need to reflect on their current practice 
regarding use of modified texture diets with an awareness of the current evidence and through the ‘lens’ of informed 
consent. Education is required for staff to clarify the importance of, and requirements for, valid informed consent and 
for decision making that reflects people’s preferences and values.
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Background
It is a general legal and ethical principle that valid con-
sent must be obtained for healthcare interventions and 
treatments [1–3]. This principle protects the right of peo-
ple to determine what happens to their own bodies and 
guides ethical practice of health care. For consent to be 
valid, it must be informed and voluntary and the person 
consenting must have the capacity to make the deci-
sion. “Informed” means the person must be given suf-
ficient information in a way they can understand about 
what the treatment involves, including the potential ben-
efits and harms, whether there are reasonable alternative 
treatments, and what will happen if treatment does not 
go ahead. “Voluntary” means the decision to consent or 
to refuse treatment must be made freely by the person 
and must not be due to coercion—under undue pressure 
imposed by others—such that the person believes there 
is no alternative but to ‘consent’. Having “capacity” means 
the person can understand, retain, use and weigh up 
the information relevant to their decision—such as the 
options available to them and the likely consequences of 
the choices they make—and can communicate their deci-
sion in some way [4–6].

Oropharyngeal dysphagia, causing difficulties with 
eating, drinking and swallowing is a common and dis-
tressing problem in older people and in those with neu-
rological and neurodegenerative diseases [7, 8]. Those 
who have such difficulty have a greater risk of fatal and 
near-fatal asphyxiation due to choking on food [9, 10]. 
The likelihood of developing pneumonia is also greater 
in those with dysphagia, although dysphagia is not the 
most important risk factor and is not sufficient of itself 
to cause pneumonia [11]. Modified texture diets—by 
which we mean both thickening of liquids and modifying 
the texture of foods—in the hope of improving swallow 
safety and control and preventing aspiration, pneumonia 
and choking, have become central to the current man-
agement of dysphagia [10, 12, 13].

There is now an extensive literature reviewing the 
effects of modified texture diets and which acknowledges 
that the evidence base supporting the purported ben-
efits of this approach is limited. There is also potential for 
such diets to cause harm including poorer hydration and 
nutrition, a significant adverse impact on quality of life 
and increased social isolation [14]. We, and others, have 
argued that in current clinical practice this approach is 
excessively employed and that many people with dys-
phagia are being limited to unnecessarily restrictive diets 
[14–20].

If practitioners choose to recommend modified tex-
ture diets to people with dysphagia, this is a healthcare 
treatment and thus requires informed consent. In this 
narrative paper, we examine what is needed for a valid 

informed consent process for use of modified texture 
diets in the context of the known empirical data regard-
ing the benefits and harms associated with this interven-
tion. We emphasise the need to convey the uncertainties 
regarding the balance of benefit and harm so that people 
can make informed and voluntary choices. We suggest 
that there is evidence that the need for informed consent 
is not always understood or applied by practitioners. Fur-
thermore, we contend that concepts such as shared deci-
sion making and duty of care are sometimes incorrectly 
invoked as alternatives to individual consent in current 
practice.

Main text
Is informed consent required for use of modified texture 
diets?
Modifying the texture of food is not always a healthcare 
treatment. Eating and drinking are basic human needs 
(and pleasures), and most people enjoy a great variety of 
food textures, sizes, and liquid consistencies as part of 
a normal diet. Providing and preparing food and drink, 
even in a healthcare setting, or assisting someone to eat 
and drink are not primarily healthcare interventions. It 
is not always necessary to ‘medicalise’ the modification 
of food textures to make them easier to swallow: offer-
ing to chop up food for a person who cannot do it eas-
ily themselves, or offering gravy if a dish looks dry, are 
often simply matters of courtesy and kindness. The same 
is true of much of the common-sense advice regarding 
how to eat, even if provided by healthcare professionals: 
advice like ‘don’t gobble your food’, ‘don’t talk while you’re 
eating’ and ‘don’t drink too quickly’ do not ‘belong’ to 
professionals.

The same arguments cannot be made when a modi-
fied texture diet requires adding commercial thickeners 
to liquids or significantly altering the texture of food for 
healthcare purposes rather than for culinary pleasure. 
Ultimately, implementation of such recommendations (or 
‘prescriptions’) by healthcare professionals are unequivo-
cally healthcare treatments and thus require informed 
consent.

Informed consent and shared decision‑making
The term shared decision making (SDM) was first 
defined by the US President’s Commission for the 
Study of Ethical Research in a 1983 report focused on 
informed consent [21]. The report criticised the tradi-
tional medical model for informed consent as viewing 
communication primarily about the giving and receiv-
ing of information rather than also needing clarification 
of the values and goals of the person. Consenting in 
this way “connotes passivity and acceptance, not active 
engagement and participation” [22, p. 134]. It is true, 
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as Makoul and Clayman—who identified 31 separate 
concepts used to explain SDM in a review of the litera-
ture—put it “SDM has been variably, and often loosely, 
defined” [23, p. 301].

The concept and process of SDM was developed to 
promote better mutual communication and under-
standing, to facilitate a patient-centred rather than a 
professional-centred standard for informed consent 
and to ensure that decisions integrated the best evi-
dence with the person’s values and preferences [21]. 
Ultimately, SDM is a way to enhance the quality of 
informed consent, not to replace it [24]. Laws and pro-
fessional guidelines in many jurisdictions increasingly 
use the language of SDM in guidance and rules about 
informed consent [1, 25]. Decision aids—interventions 
that help patients by supporting congruence between 
decisions and personal values—can be useful in pro-
moting SDM and a more active role for patients in 
decision making. especially for treatments that do not 
yet have high‐quality evidence [26].

The ‘shared’ in SDM should not be interpreted liter-
ally: SDM does not imply joint decision making (where 
both parties must agree) or any reduction or dilution 
of the patient’s decision-making authority. The essence 
of SDM is “one of profound respect for the right of every 
patient to chart his or her own course” [27, p. 55]. How-
ever, this is not clear from use of the term in some of 
the dysphagia literature. For example, Kaizer et  al.’s 
statement that “[d]ivergent views regarding diet modi-
fication can strain the therapeutic relationship between 
patients/families and the treating team, and hamper 
efforts toward shared decision-making” implies that 
decisions should be made jointly in SDM [28, p. 82]. 
Further, the emphasis on sharing with the patient and 
ensuring their voice is heard may be replaced by an 
emphasis on sharing with and within the healthcare 
team [29].

Another misuse of the concept of SDM is to see it as a 
tool for handling “non-compliance” in those with dyspha-
gia [13, 28, 30]. For example, if a patient wishes to make 
a choice that a clinician feels is unduly risky “it is con-
sistent with [SDM] for health-care professionals to begin 
[our emphasis] to clarify the implications of a decision for 
the patient and attempt to understand the issue from the 
patient’s perspective” [28, p. 83]. The ‘begin’ here suggests 
that the initial approach when proposing modified tex-
ture diets in dysphagia is and should be simple education 
of the person, ideally leading to their acceptance of the 
clinical recommendation, and that SDM is an ‘add-on’ 
involving education and even repeated re-education of 
such patients so they can come to agree to what is recom-
mended for them. In fact, SDM requires incorporation of 
the person’s preferences from the outset [24].

Informed consent and duty of care
Healthcare professionals owe a duty of care to their 
patients which is the basis of laws of negligence in health 
care. Professionals are required to apply “the degree of 
care and skill which is expected of the average practi-
tioner in the class to which he belongs, acting in the same 
or similar circumstances” to avoid a reasonably foresee-
able injury [31, 32]. It has been argued that when patients 
won’t accept a recommended diet modification, there is a 
conflict for healthcare professionals between their desire 
to respect a patient’s autonomy of choice (and informed 
refusal), and their duty of care and professional and legal 
obligations to try to avoid harm [13, 28].

When considering the alleged conflict between duty of 
care and respect for informed consent we should remem-
ber that seeking informed consent is part of the duty of 
care for professionals and is embedded in professional 
standards [33]. A duty of care is a source of obligation 
for healthcare professionals which “does not provide any 
power to those who bear it” [34, p. 2]. It reinforces the 
responsibility to respect informed consent and informed 
refusal rather than releasing professionals from this 
responsibility. It does not provide a right or obligation to 
impose care or treatment [35]. This is not always under-
stood; for example, an Australian study noted healthcare 
professionals treating mental health disorders misused 
duty of care as a justification for coercive practices in 
those refusing treatment [34].

We accept that there are limited situations where genu-
ine conflicts arise between a desire to avoid what seems 
very likely serious harm and to respect a person’s choice 
and that these situations may be a source of distress and 
anxiety for staff. This may arise particularly if staff are 
directly involved in providing a non-recommended diet 
to a person. We have argued that there is a limit to what 
patients can demand of staff [36, pp. 68–69)]. In our view:

“If staff are responsible for feeding someone who is at 
high risk of choking to death, they would be perfectly 
entitled to say: ‘No. I won’t administer food of a size 
or at a speed that will clearly be dangerous for you. I 
will cut up that large piece of steak and only give you 
the next piece when you’ve swallowed this one’”[36].

This does not serve as a general argument for refus-
ing to accept a person’s choices regarding texture modi-
fied diets in the interests of ‘safety’—a multidimensional 
concept that may be misinterpreted as avoidance of 
all possible adverse events [37]. This is even more true 
where there is uncertainty about the potential for harm 
and of benefit, as is the case for texture modified diets in 
general.

The concept of duty of care is also relevant in situations 
where patients are kept nil by mouth. Providing food and 
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fluid in a healthcare setting is basic care. For example, an 
investigation into the death of a patient with dementia 
and dysphagia suggested that failure to provide food and 
fluid for a prolonged period for fear of aspiration, and 
despite her distress at this approach, was “extraordinary 
and unacceptable” and represented a failure of the duty 
of care owed to her [38, p. 15].

Who can seek informed consent for use of modified texture 
diets?
As a general principle, it is the healthcare professional 
who is proposing a particular intervention who is respon-
sible for obtaining informed consent. What is important 
is not the professional group per se, but that those who 
provide information and seek consent have sufficient 
knowledge themselves of the information that needs to 
be conveyed and the requirements for informed consent.

In the hospital setting, it is often speech and language 
therapists (SLTs) who make recommendations and are 
thus responsible for seeking consent for modified tex-
ture diets to be provided. The need for informed consent 
extends to the conduct of clinical swallow examinations 
and instrumental assessments such as videofluoroscopic 
or flexible endoscopic procedures that may guide recom-
mendations to use modified texture diets. Arguably con-
sent for swallow assessments also requires that people 
can weigh up the potential harms and benefits of the out-
come including possible predicted treatments like modi-
fied texture foods [39–41].

Some decisions are complex, and there may be a vari-
ety of other disciplines in a multidisciplinary team sup-
porting those who eat, drink and swallow with difficulty. 
While having a variety of views is generally helpful, it 
is important that it does not lead to a diffusion of the 
responsibility for seeking informed consent, with no pro-
fessional being required to take personal responsibility 
for communicating with the patient and eliciting their 
views and choice [36].

In residential care settings, where there may not be 
ready access to SLTs, other professionals such as nurses 
may initiate use of modified texture diets without other 
professional input [42]. Those professionals have taken 
on the responsibility for seeking consent (although we 
argue later that they may be unaware of this responsibil-
ity or may lack the skills and knowledge to fulfil this role).

One‑off or repeated consent for modified texture diets?
This raises two important issues. Firstly, informed con-
sent is often a process involving repeated discussions 
rather than a single discrete decision. This is particularly 
important when the clinical situation changes or evolves. 
In clinical practice there are often natural decision points 
arising over time when consent discussions should recur 

as relevant information and the balance of potential ben-
efits and harms for interventions change for the person. 
Although the nature and scope of the dietary recom-
mendations may change, it is important that the patient 
remains the ultimate decision maker throughout.

Consideration of modified texture diets in those with 
dysphagia after an acute stroke provides a useful exam-
ple of how recommendations and discussions may evolve 
with time:

• In the acute phase, a patient is often frightened and 
upset at what has happened and effective communi-
cation may be impaired even in the absence of apha-
sia; dysphagia may resolve and is subject to ongoing 
assessment; and enhanced monitoring means the 
risks of undernutrition and underhydration are less 
(although not absent) [43].

• In the rehabilitation setting, the nature of the impair-
ment is likely to have changed; a better sense of the 
likely long-term prognosis is emerging, and there is 
greater opportunity to elicit the patient’s preferences 
and goals of care.

• Discharge home or to residential care represents 
a major decision point for those who still have sig-
nificant dysphagia. Even if there is hope for more 
improvement, recommendations for modified tex-
ture diets, if made, often represent a long-term strat-
egy.

The second important point is that having a genuine 
choice always means that patients can refuse or with-
draw consent at any stage: for example, they may con-
sent to surgery, and sign the forms, and then change their 
mind and refuse the operation, or they may initially agree 
to take a medication but then discontinue it because it 
makes them nauseous.

This is particularly relevant with regard to modified 
texture diets because they often end up as a long-term 
measure, with insufficient follow up or review, and peo-
ple eat and drink many times a day. A patient who agrees 
with a recommendation to take a particular modified tex-
ture diet is not entering a ‘binding covenant’ that can only 
be broken by mutual agreement. Professionals should 
look to review their previous advice for current appro-
priateness. It is also important that informal caregivers, 
families and healthcare workers who were not involved 
in the initial consent process, for example staff in resi-
dential care facilities or family doctors, are aware that 
people have such choices and can change their minds. 
It is unfortunate that regulatory guidance for healthcare 
professionals is sometimes ambiguous on this point; for 
example, the English Care Quality Commission guidance 
states: “Where a person is assessed as needing a specific 
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diet, this must [our emphasis] be provided in line with 
that assessment” [44].

What are the requirements for valid informed consent 
regarding modified texture diets?
Information provision
Informed consent requires provision of relevant infor-
mation in a way that people can understand. This should 
address the potential harms, benefits and address any 
uncertainties regarding treatment options. There are 
some important general principles.

• There is no requirement that patients become 
experts regarding the intervention, as the phrase 
“fully informed consent” may suggest [45].

• The amount of information to be shared depends 
in part on the seriousness and intrusiveness of the 
intervention. The stakes are high regarding use of 
modified texture diets: the intervention is intrusive, 
and can be enduring in practice, and both the pur-
ported benefits and harms are significant.

• It is never acceptable for someone seeking consent 
to focus on the potential benefits of an intervention 
and fail to discuss potential adverse effects for the 
person. Just as a cardiologist prescribing aspirin is 
obliged to explain the risk of serious gastrointestinal 
side effects, an SLT is required to discuss the possible 
impact of thickened fluids, for example, on hydration 
and therefore renal function.

• The harms to be discussed are those that “in the cir-
cumstances of the particular case, a reasonable per-
son in the patient’s position” would be likely to con-
sider important [46]. An adverse effect on quality of 
life and enjoyment of eating and of eating out is an 
important consequence of the use of modified tex-
ture diets and is as important an issue for discussion 
with patients as any physical effects.

Ultimately, the information provided must be accurate 
and balanced. This requires consideration of the qual-
ity of evidence that an intervention will be successful in 
achieving clinically meaningful endpoints that are impor-
tant to a patient. There is no robust evidence at present 
to suggest that modified texture diets benefit adults 
with dysphagia by preventing pneumonia and its conse-
quences. As the authors of a recent textbook on dyspha-
gia noted: “Simply stated, we have no strong guidelines 
to “match” a diet level or degree of thickened liquid to a 
patient based on clinical or imaging studies as currently 
engaged” [47, p. 425].

These are not (or should not be seen as) contentious 
statements: they reflect the current state of knowledge 
and are supported by multiple reviews of the topic [12, 

14, 17, 48–53]. It is true that “absence of evidence is not 
evidence of absence”. Thickened liquids, for example, 
might reduce, but not eliminate, the volume of aspirate 
for some but have not been shown to date to reduce 
the risk of pneumonia [14]. Indeed, the only large ran-
domised clinical trial suggested that very thick fluids may 
increase the risk and severity of pneumonia [54]. If modi-
fied texture diets are proposed, patients need to know 
of this uncertainty in the evidence to make their own 
informed choice (Table 1).

Voluntariness of decisions regarding modified texture diets
For consent to be valid it must be given freely and volun-
tarily. People must be supported to understand that they 
are the decision makers and have choices, including to 
refuse to consent. Coercion is not simply physical force 
or overt threats. The words used, the tone of voice, and 
body language can be coercive if they lead to a lack of, or 
a conditionality of, choice. Potentially coercive language 
includes terms like ‘you must…’ or ‘you are not allowed…’ 
or ‘you cannot do that unless…’, or ‘if you choose that 
option there is nothing else I can offer’.

‘You must’ and related terms are not to be used lightly: 
they suggest a high degree of certainty about what is best 
for the person, and this is particularly problematic if used 
regarding a treatment like modified texture diets where 
the evidence base is limited. It is important to distinguish 
the limitations of choice imposed by illness from those 
imposed by others. If someone has type 1 diabetes mel-
litus, for example, they really ‘must’ take insulin if they 
have any regard for their life or health, and it is necessary 
for a professional to emphasize that failure to take insulin 
will inevitably lead to death. In dysphagia management, 
a professional might be justified in, for example, strongly 
recommending cutting food into bite sized chunks if 
someone is known to be at high risk for asphyxiation. 
A similarly strong recommendation regarding modified 
texture diets is not justified on current evidence if the 
aim is to prevent death from pneumonia.

Having capacity to make decisions regarding modified 
texture diets
The presumption of capacity is as fundamental to deci-
sion-making as the presumption of innocence in crimi-
nal trials [62]. The person “has to ‘prove’ nothing” [63, p. 
2], and the burden of proving a lack of capacity to take a 
specific decision always lies upon the professional who is 
challenging capacity. One pervasive and damaging form 
of ageism is that advanced age of itself leads in effect to 
a presumption of lack of capacity and to a paternalistic 
protectionism by professionals.

The presumption of capacity is open to challenge if 
there is sufficient evidence or reason to do so. There are 



Page 6 of 12O’Keeffe et al. BMC Medical Ethics            (2023) 24:7 

Ta
bl

e 
1 

Su
m

m
ar

y 
of

 p
ot

en
tia

l b
en

efi
ts

 a
nd

 h
ar

m
s 

of
 m

od
ifi

ed
 te

xt
ur

e 
di

et
s

TL
 T

hi
ck

en
ed

 li
qu

id
s, 

M
F 

M
od

ifi
ed

 fo
od

s, 
Q

O
L 

Q
ua

lit
y 

of
 li

fe

In
te

rv
en

tio
n

Po
te

nt
ia

l b
en

efi
t

Po
te

nt
ia

l h
ar

m
Co

m
m

en
ts

/e
vi

de
nc

e

Th
ic

ke
ne

d 
liq

ui
ds

Re
du

ce
d 

pe
ne

tr
at

io
n–

as
pi

ra
tio

n 
w

ith
 li

qu
id

s 
fro

m
 th

in
 to

 
ve

ry
 th

ic
k 

en
d 

of
 th

e 
vi

sc
os

ity
 c

on
tin

uu
m

 [5
5]

. R
ed

uc
ed

 
pe

ne
tr

at
io

n–
as

pi
ra

tio
n 

m
ig

ht
 m

ea
n 

le
ss

 ri
sk

 o
f p

ne
um

o‑
ni

a 
w

ith
 T

L

In
cr

ea
se

d 
ris

k 
of

 p
os

t‑
sw

al
lo

w
 p

ha
ry

ng
ea

l r
es

id
ue

 fo
r 

liq
ui

ds
 w

ith
 h

ig
he

r v
is

co
si

tie
s. 

In
cr

ea
se

d 
re

si
du

e 
an

d 
re

du
ce

d 
ci

lia
l c

le
ar

an
ce

 w
ith

 T
L 

m
ig

ht
 m

ea
n 

m
or

e 
ris

k 
of

 
pn

eu
m

on
ia

Th
er

e 
is

 n
o 

ev
id

en
ce

 to
 s

ug
ge

st
 T

L 
re

du
ce

 p
ne

um
on

ia
 

[5
0]

. T
he

re
 is

 s
om

e 
lim

ite
d 

ev
id

en
ce

 th
at

 v
er

y 
th

ic
k 

liq
ui

ds
 

le
ad

 to
 m

or
e 

an
d 

to
 m

or
e 

se
ve

re
 p

ne
um

on
ia

 [5
4]

. A
ni

m
al

 
st

ud
ie

s 
su

gg
es

t t
ha

t a
sp

ira
tio

n 
of

 T
L 

ca
us

es
 m

or
e 

lu
ng

 
in

fla
m

m
at

io
n 

th
an

 a
sp

ira
tio

n 
of

 th
in

 li
qu

id
s 

[5
6]

Ea
si

er
 to

 c
on

tr
ol

 s
w

al
lo

w
in

g 
w

ith
 T

L 
m

ay
 m

ea
n 

le
ss

 
di

st
re

ss
 a

nd
 c

ou
gh

in
g 

w
he

n 
dr

in
ki

ng
TL

 a
re

 le
ss

 th
irs

t q
ue

nc
hi

ng
 a

nd
 p

le
as

an
t t

o 
dr

in
k 

[5
7]

Th
e 

ba
la

nc
e 

of
 e

vi
de

nc
e 

is
 th

at
 T

L 
ha

ve
 a

n 
ad

ve
rs

e 
im

pa
ct

 
on

 Q
O

L,
 a

nd
 m

an
y 

pe
op

le
 w

ill
 n

ot
 a

cc
ep

t t
he

m
 a

s 
a 

re
su

lt 
[5

8]

Re
du

ce
d 

flu
id

 in
ta

ke
 a

nd
 g

re
at

er
 ri

sk
 o

f d
eh

yd
ra

tio
n 

an
d 

re
na

l i
m

pa
irm

en
t

Bi
oc

he
m

ic
al

 in
di

ce
s 

sh
ow

in
g 

un
de

rh
yd

ra
tio

n 
ar

e 
co

m
m

on
 

in
 th

os
e 

re
ce

iv
in

g 
TL

 [4
3]

Re
du

ce
d 

bi
oa

va
ila

bi
lit

y 
of

 s
om

e 
m

ed
ic

at
io

ns
 [5

9]
Pa

rt
ic

ul
ar

 c
on

ce
rn

 fo
r d

ru
gs

 w
ith

 a
 n

ar
ro

w
 w

in
do

w
 

be
tw

ee
n 

to
xi

ci
ty

 a
nd

 b
en

efi
t

La
ck

 o
f f

ol
lo

w
‑u

p 
as

se
ss

m
en

t r
eg

ar
di

ng
 lo

ng
‑t

er
m

 c
lin

i‑
ca

l/Q
O

L 
im

pa
ct

La
ck

 o
f r

es
ou

rc
es

 e
sp

ec
ia

lly
 in

 re
si

de
nt

ia
l c

ar
e 

fa
ci

lit
ie

s 
[1

4]

M
od

ifi
ed

 fo
od

Re
du

ce
d 

ris
k 

of
 a

sp
hy

xi
at

io
n 

an
d 

de
at

h 
fro

m
 la

rg
e 

bo
lu

s 
ob

st
ru

ct
io

n
Cu

tt
in

g 
fo

od
 to

 b
ite

 s
iz

ed
 c

hu
nk

s 
w

ill
 re

du
ce

 ri
sk

 o
f a

sp
hy

xi
‑

at
io

n 
an

d 
de

at
h 

[1
3]

Re
du

ce
d 

fo
od

 in
ta

ke
 a

nd
 in

cr
ea

se
d 

ris
k 

of
 u

nd
er

nu
tr

iti
on

A
 re

du
ct

io
n 

in
 fo

od
 in

ta
ke

 is
 c

om
m

on
 w

ith
 M

F 
[6

0]
. 

A
lth

ou
gh

 c
ha

ng
es

 in
 th

e 
di

et
s 

pr
es

cr
ib

ed
 c

an
 m

iti
ga

te
 to

 
so

m
e 

de
gr

ee
 [6

1]
, p

ur
ee

d 
di

et
s 

co
nt

rib
ut

e 
to

 a
 h

ig
h 

pr
ev

a‑
le

nc
e 

of
 m

al
nu

tr
iti

on
 in

 th
os

e 
w

ith
 d

ys
ph

ag
ia

 a
nd

 o
ft

en
 

ha
ve

 p
oo

re
r c

al
or

ie
, p

ro
te

in
 a

nd
 m

ic
ro

nu
tr

ie
nt

 c
on

te
nt

 
th

an
 re

gu
la

r d
ie

ts

Re
du

ce
d 

qu
al

ity
 o

f l
ife

 a
nd

 e
nj

oy
m

en
t o

f e
at

in
g

M
F 

ha
ve

 a
n 

ad
ve

rs
e 

im
pa

ct
 o

n 
qu

al
ity

 o
f l

ife
. T

he
 m

or
e 

m
od

ifi
ed

 th
e 

fo
od

 te
xt

ur
e,

 th
e 

w
or

se
 th

e 
qu

al
ity

 o
f l

ife
 [5

8]

La
ck

 o
f f

ol
lo

w
‑u

p 
as

se
ss

m
en

t r
eg

ar
di

ng
 lo

ng
‑t

er
m

 c
lin

i‑
ca

l/Q
O

L 
im

pa
ct

La
ck

 o
f r

es
ou

rc
es

 e
sp

ec
ia

lly
 in

 re
si

de
nt

ia
l c

ar
e 

fa
ci

lit
ie

s 
[1

4]



Page 7 of 12O’Keeffe et al. BMC Medical Ethics            (2023) 24:7  

situations in the management of dysphagia where the 
actions of a person are so obviously foolish and reck-
less that they may give rise to legitimate concerns about 
whether they have decision making capacity. This might 
include, for example, someone with a history of near 
fatal choking who is eating food portions that are obvi-
ously dangerous. This does not imply that we must ques-
tion a patient’s choice just because it may involve some 
chance of a poor outcome or is contrary to the advice of 
professionals. It seems entirely rational for somebody to 
emphasise their quality of life over all other considera-
tions if they find a particular diet unacceptable to them 
[57, 58]. This is even more so if the evidence of benefit for 
that diet is flimsy (and they are informed of this).

Are the requirements for valid informed consent 
regarding modified texture diets met in practice?
There have been no large-scale studies, to our knowl-
edge, on whether and how informed consent for modi-
fied texture diets is obtained in routine clinical practice 
in different settings. Nevertheless, we suggest in the fol-
lowing sections of the paper that there is good reason to 
suspect that current practice in this regard is inadequate 
(although it is likely that there is better and worse prac-
tice among individual practitioners).

The need for informed consent may not always be recognized
When SLTs and others have discussions with patients 
about modified texture diets, it is unclear whether they 
recognize the necessity of satisfying the formal require-
ments of informed consent as part of this process. Askren 
and Leslie noted regarding SLTs that many struggle with 
the patient’s right to decline recommended interventions 
and: “many still feel uncomfortable with the informed con-
sent process… In fact, many [SLTs] do not even acknowl-
edge these areas as aspects innate to clinical practice” 
[64, p. 163]. An influential European position paper was 
unhelpfully ambiguous on the topic, noting: “Yet, there 
are some forms of care that seem so self-evident that one 
would hardly consider obtaining [informed consent]” [65, 
p. 1417].

Evidence from studies asking patients and their families 
about the experience of modified texture diets—and the 
language used of being “placed on” such diets—strongly 
suggests that patients are sometimes not given a choice at 
all [42, 66–69]. In a recent study of 14 Irish patients given 
thickened liquids after a stroke, 13 reported not being 
involved in the decision to start this treatment with com-
ments including “It came automatically”, “Somebody gave 
it to me” and “Nobody told me anything” [67].

Effective communication (and recollection of discus-
sions) may be difficult in the early days after an acute 
stroke. However, a similar picture has been reported in 

studies of modified texture diets use in residential care 
facilities, with a lack of concern for individual prefer-
ences, ‘a blanket provision’ of modified texture diets in 
some homes, and comments from residents such as “I 
was horrified when I heard they were going to put me 
on a modified diet” and “the fact that you don’t get to say 
what you’re going to have is a huge thing” [68, 69].

Is the information provided about modified texture diets 
accurate and balanced?
Several authors have commented on a disconnect 
between the limited evidence base and the beliefs and 
practices of professionals with regard to thickened liq-
uids and texture modified foods [14, 17, 19], and it seems 
in our view inevitable that such beliefs will influence how 
SLTs and other staff members communicate with patients 
about their options.

Surveys of practicing SLTs have found a strong con-
sensus, based primarily on therapists’ training and expe-
rience and “safety-based reasoning”—in effect often 
a primarily defensive practice—rather than research 
evidence, supporting the use of modified texture diets 
in dysphagia [70–72]. A study of stroke clinical prac-
tice guidelines developed by expert groups of clinicians 
regarding the use of thickened liquids to prevent aspira-
tion noted “the misappropriation of evidence, non-use of 
recent evidence, limited use of a range of evidence, and 
the failure to clearly report the state of the evidence” when 
recommending thickened liquids [71, p. 13].

Recent alarming reports from the United States (and 
it seems unlikely to occur only in the US) suggest that 
nurse-initiated dietary restrictions are common and 
problematic. A survey of 135 SLTs in the US found that 
95% had encountered a practice by nurses to ‘downgrade’ 
dysphagia diets—that is, to introduce a more restrictive 
diet—without consulting SLTs [73]. The pervasive nature 
of this practice was confirmed by a survey of 298 practic-
ing nurses and student nurses in the same country [74]. 
More than two thirds were willing to downgrade diets 
without an SLT opinion, whereas only a quarter would 
make a modified texture diet more liberal without such 
advice.

Very few respondents in the nursing survey strongly 
agreed they had adequate formal education or training 
with respect to dysphagia [74]. Such education is essen-
tial if one is to be professionally competent to discuss 
interventions and to seek the relevant informed consent. 
It is inadequate and misleading, for example, to hold dis-
cussions with patients about thickened liquids based on a 
simplistic belief that ‘thicker is safer’ in those who cough 
on thin fluids and without an awareness of the potential 
for more silent aspiration and poorer hydration [75, 76].
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Do patients know they have a choice and are their decisions 
voluntary?
Reports that fewer outpatients than inpatients follow 
SLT recommendations regarding modified texture diets 
suggest that, while those living in the community can 
exercise their own choice, those in hospital or in nurs-
ing homes represent essentially a captive audience who 
cannot make their own choices [77]. Similarly, reports 
about people ‘cheating’ or ‘sneaking’ their preferred flu-
ids and foods do not suggest freedom of choice [68, 69].

Half to two thirds of people with eating, drinking, and 
swallowing difficulties do not follow professional rec-
ommendations to take a modified texture diet [78–80]. 
“Compliance” language—for example “[n]oncompliance 
with [SLT] recommendations is a serious and continu-
ing problem within the profession” [78, p. 30]—is often 
used when discussing this issue. Compliance suggests a 
passive behaviour by patients where they obey orders, 
and where non-compliance is seen as deviant, unhelp-
ful and undesirable [22]. This language, and the atti-
tude it reflects, is not consistent with informed consent 
or with an appropriate respect for positive and active 
involvement by people where they exercise their legal 
right in making their decision whether or not to accept 
professional recommendations.

Many people do accept and follow professional rec-
ommendations regarding modified texture diets. How-
ever, if told honestly of the limits of the evidence base 
supporting this practice, and of the possibility of harm 
and if told that the choice is theirs to make, it seems 
to us intuitively unlikely that many would agree to any-
thing other than a brief trial.

Decision‑making capacity and use of modified texture diets
The fact someone may make what looks to others to 
be an unwise decision is not sufficient reason to treat 
a person as lacking the capacity to make that deci-
sion. However, many policies regarding ‘risk feeding’ 
include the premise that not accepting a recommended 
modified texture diet may be such a risky and poten-
tially unwise thing to do that a capacity assessment is 
required before a person can be ‘allowed’ to make that 
choice for themselves [29, 36].

Where decisional capacity to make dietary decisions 
is in question, misconceptions about the strength of 
evidence for modified texture diets may affect the con-
clusions of capacity assessors regarding capacity.

• If a patient refuses a recommended diet, staff may 
believe that this is prima facie a dangerous and 
potentially irrational choice that should trigger a 

capacity assessment that may remove the person’s 
decision-making authority.

• Any capacity assessment performed will be based 
on false premises, and thus flawed, if the informa-
tion that people are supposed to understand and to 
use and weigh in reaching their decision is inaccu-
rate or unbalanced.

• It is important that the information’bar’ when 
assessing patients is not placed too high: only 
essential information about the main pros and cons 
of different options need be understood by patients.

A significant proportion of those with dysphagia, par-
ticularly among those in long-term care facilities, may 
indeed lack capacity to make decisions about modified 
texture diets for themselves, and substitute or proxy 
decision makers will be needed to decide and to give or 
to refuse consent to this treatment on their behalf [52]. 
The same informed consent principles apply in this 
situation: such decision makers need accurate infor-
mation to determine what is in the best interests of the 
person. If told that modified texture diets are critical 
to preventing pneumonia, they will inevitably give this 
great weight in making decisions in the best interests of 
the person who lacks capacity to decide for themselves, 
and the incapacitated person may be condemned to an 
unduly restrictive diet.

Furthermore, people who lack capacity to make deci-
sions about their diet will still know what they like 
and do not like, even if this is expressed non-verbally 
such as by turning their head away or taking food from 
someone else’s plate. Substitute decision makers need 
to be informed if modified texture diets are leading to 
distress or reduced intake or fluid or food as it may 
influence the decisions they make for the person.

Is the need for modified texture diets and informed consent 
for their use reviewed?
Modified texture diets may be an appropriate short-
term treatment, used in conjunction with rehabilitation 
strategies, in stroke and other settings [81]. However, in 
a large survey of American SLTs only 20% reported fol-
low-up beyond 2  weeks after swallowing therapy, and 
lack of follow-up was most common for those working 
in acute or rehabilitation settings [82]. Local factors and 
service availability may impact opportunities for review 
of diets. Responsible professional should acknowledge 
and discuss such limitations with patients, who can 
incorporate this information when making their (initial 
and interim—because of course they can change mind 
at any time) decisions.
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Conclusion
Use of modified texture diets in the hope of preventing 
poor outcomes remains central to the current manage-
ment of dysphagia. This is despite the lack of good evi-
dence of benefit and the real potential for harm including 
a significant adverse impact on quality of life. As a health-
care intervention, use of modified texture diets for those 
who eat, drink and swallow with difficulty requires their 
informed consent (Table 2).

The acknowledged paucity of evidence supporting 
modified texture diets should reduce the frequency and 
enthusiasm with which practitioners recommend this 
approach. The care needed with communication is all the 
greater when, as with use of modified texture diets, there 
are uncertainties about the balance between benefit and 
harm. Good communication between practitioners and 
their patients is not solely about giving information: it 
requires an exploration of, and incorporation of, the per-
son’s values and goals. This is the true meaning of shared 
decision making, which is an enhancement of, and not 
an alternative to, informed consent. Consideration of the 
person’s values is even more important when an inter-
vention, like use of modified texture diets, will have a 

major and potentially long-lasting impact on the person’s 
lifestyle as well as health.

There are few direct reports on how informed consent 
for modified texture diets is obtained in routine clinical 
practice. The evidence we do have, including surveys of 
practitioners and patients in different settings, provides 
ample reason to suspect that current practice is often 
inadequate. Sometimes there may be limited communi-
cation—and no real attempt to obtain consent—before 
starting modified texture diets. Even where the need 
for informed consent is recognized recommendations 
regarding use of modified texture diets may be “com-
monly influenced by myths, misconceptions, fear, and 
cognitive biases” [18, p. 953]. Such misconceptions seep 
into informed consent discussions and ‘poison the well’ 
for all stages of the process:

• Patients cannot make appropriate decisions for 
themselves if the information that they are given by 
professionals is flawed and unbalanced.

• The voluntariness of patients’ decisions is question-
able if they are told ‘you must’ when ‘you might con-
sider’ is more appropriate.

Table 2 Summary of recommended approach to informed consent for modified texture diets (MTDs)

General approach
As with other healthcare interventions, use of MTDs requires informed consent

The person’s values and preferences should be elicited and reflected in all discussions

Staff who provide information and seek consent must have sufficient knowledge themselves of the information that needs to be conveyed and the 
requirements for informed consent

Information provision
The information provided must be accurate and balanced, and this requires consideration of the quality of evidence that MTDs will be successful in 
achieving clinically meaningful endpoints that are important to a patient, and of the uncertainty regarding benefit

It is not acceptable to focus on the potential benefits and downplay the potential harms from MTDs

An adverse effect on quality of life and enjoyment of eating and drinking is as important an issue for discussion with patients as any physical effects of 
MTDs

Patients cannot make appropriate decisions for themselves if the information that they are given by professionals is flawed and unbalanced

Voluntariness of decisions regarding modified texture diets
For consent to be valid it must be given freely and voluntarily

People must be supported to understand that they are the decision makers and can make their own choices, including the choice to refuse to consent 
to MTDs

The voluntariness of patients’ decisions is questionable if they are told ‘you must’ when ‘you might consider’ is more appropriate

Having capacity to make decisions regarding modified texture diets
The burden of proving a lack of capacity to take a specific decision always lies upon the professional who is challenging capacity

Unless based on accurate and balanced information, inappropriate judgements and recommendations may be made by substitute decision makers

Improvements needed
Research is required to examine in greater detail current informed consent processes in different settings

There is a need for staff to reflect on their current practice regarding use of MTDs with an awareness of the currently available evidence and through 
the ‘lens’ of informed consent

A significant change in practice is needed in those residential care settings where there is insufficient access to SLTs and where staff may recommend 
or even impose MTDs without an adequate understanding of the issues involved

Professional bodies and guidelines regarding management of dysphagia should be clear about the need for informed consent before use of MTDs is 
advised
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• Unless based on accurate and balanced informa-
tion, inappropriate judgements and recommen-
dations may be made where the decision-making 
capacity of patients is in question.

There are a number of steps we believe necessary to 
ensure that valid informed consent is sought for modi-
fied texture diets:

• Research is required to examine in greater detail 
current informed consent processes in different set-
tings.

• There is a need for staff to reflect on their current 
practice regarding use of modified texture diets 
with an awareness of the currently available evi-
dence and through the ‘lens’ of informed consent, 
and there is a need for education of staff about 
the importance of, and requirements for, valid 
informed consent and true shared decision making.

• A significant change in practice is needed in those 
residential care settings where there is insufficient 
access to SLTs and where staff may recommend 
or even impose modified texture diets without an 
adequate understanding of the issues involved. Not 
only is informed consent impossible in these cir-
cumstances, this approach represents poor prac-
tice.

• Professional bodies and guidelines regarding man-
agement of dysphagia should be clear about the 
need for informed consent before use of modified 
texture diets.

Abbreviations
SDM  Shared decision making
SLT  Speech and language therapists
TL  Thickened liquids
MF  Modified foods
QOL  Quality of life
MTDs  Modified texture diets

Acknowledgements
None.

Author contributions
All authors have made substantial contributions to the conception of the 
work. SOK wrote the original draft, and PL, TLP, AMC, LC, AM, AS and SM all 
made substantial revisions to the draft. All authors have approved the final 
submitted version of the article.

Funding
None.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Geriatric Medicine, Galway University Hospitals, Newcastle 
Rd, Galway, Ireland. 2 Northern Medical Physics and Clinical Engineering, New‑
castle upon Tyne Hospitals NHS Trust, Newcastle upon Tyne, UK. 3 NHS Lothian 
Community Learning Disability Service, Leith Community Treatment Centre, 
Edinburgh, UK. 4 School of Allied Health, University of Limerick, Limerick, 
Ireland. 5 Health Implementation Science and Technology Research Group, 
Health Research Institute, University of Limerick, Limerick, Ireland. 6 Centre 
for Applied Dementia StudiesFaculty of Health Studies, University of Bradford, 
Bradford, UK. 7 School of Medicine, National University of Ireland Galway, Gal‑
way, Ireland. 8 Pharmacy and Medicines Optimisation Team, Herts Valleys Clini‑
cal Commissioning Group, Hemel Hempstead, UK. 9 Department of Speech 
and Language Therapy, Addenbrooke’s Hospital, Cambridge, England, UK. 

Received: 22 March 2022   Accepted: 25 January 2023

References
 1. General Medical Council. Guidance on professional standards and ethics 

for doctors: Decision making and consent. 2020. https:// www. gmc‑ uk. 
org/ ethic al‑ guida nce/ ethic al‑ guida nce‑ for‑ docto rs/ decis ion‑ making‑ 
and‑ conse nt. Accessed 6 Nov 2022.

 2. Hall DE, Prochazka AV, Fink AS. Informed consent for clinical treatment. 
CMAJ. 2012;184(5):533–40.

 3. Berg JW, Appelbaum PS, Lidz CW, Parker LS. Informed consent: legal 
theory and clinical practice. Oxford: Oxford University Press; 2001.

 4. Appelbaum PS, Grisso T. Assessing patients’ capacities to consent to treat‑
ment. N Engl J Med. 1988;319(25):1635–8.

 5. O’Keeffe S. A clinician’s perspective: issues of capacity in care. Med Legal J 
Ire. 2008;14(2):41–50.

 6. Hotopf M. The assessment of mental capacity. Clin Med (Lond). 
2005;5(6):580–4.

 7. Clave P, Shaker R. Dysphagia: current reality and scope of the problem. 
Nat Rev Gastroenterol Hepatol. 2015;12(5):259–70.

 8. Kayser‑Jones J, Pengilly K. Dysphagia among nursing home residents. 
Geriatr Nurs. 1999;20(2):77–82.

 9. Ekberg O, Feinberg M. Clinical and demographic data in 75 patients with 
near‑fatal choking episodes. Dysphagia. 1992;7(4):205–8.

 10. Wirth R, Dziewas R, Beck AM, Clave P, Hamdy S, Heppner HJ, et al. 
Oropharyngeal dysphagia in older persons—from pathophysiology to 
adequate intervention: a review and summary of an international expert 
meeting. Clin Interv Aging. 2016;11:189–208.

 11. Langmore SE, Terpenning MS, Schork A, Chen Y, Murray JT, Lopatin D, 
et al. Predictors of aspiration pneumonia: How important is dysphagia? 
Dysphagia. 1998;13(2):69–81.

 12. Cichero JA, Steele C, Duivestein J, Clave P, Chen J, Kayashita J, et al. The 
need for international terminology and definitions for texture‑modified 
foods and thickened liquids used in dysphagia management: founda‑
tions of a global initiative. Curr Phys Med Rehabil Rep. 2013;1:280–91.

 13. Cichero JAY. Age‑related changes to eating and swallowing impact frailty: 
aspiration, choking risk, modified food texture and autonomy of choice. 
Geriatrics (Basel). 2018;3(4):69.

 14. O’Keeffe ST. Use of modified diets to prevent aspiration in oropharyngeal 
dysphagia: Is current practice justified? BMC Geriatr. 2018;18(1):167.

 15. Campbell‑Taylor I. Oropharyngeal dysphagia in long‑term care: misper‑
ceptions of treatment efficacy. J Am Med Dir Assoc. 2008;9(7):523–31.

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/decision-making-and-consent
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/decision-making-and-consent
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/decision-making-and-consent


Page 11 of 12O’Keeffe et al. BMC Medical Ethics            (2023) 24:7  

 16. Groher ME, McKaig TN. Dysphagia and dietary levels in skilled nursing 
facilities. J Am Geriatr Soc. 1995;43(5):528–32.

 17. Lazenby‑Paterson T. Thickened liquids: Do they still have a place 
in the dysphagia toolkit? Curr Opin Otolaryngol Head Neck Surg. 
2020;28(3):145–54.

 18. Levenson SA, Walker VL. It Is time to revamp approaches to managing 
dysphagia in mursing homes. J Am Med Dir Assoc. 2019;20(8):952–5.

 19. McCurtin A, Clifford AM. What are the primary influences on treatment 
decisions? How does this reflect on evidence‑based practice? Indications 
from the discipline of speech and language therapy. J Eval Clin Pract. 
2015;21(6):1178–89.

 20. Thomas DR. Hard to swallow: management of dysphagia in nursing 
home residents. J Am Med Dir Assoc. 2008;9(7):455–8.

 21. President’s Commission. President’s commission for the study of ethical 
problems in medicine and biomedical and behavioral research. Making 
health care decisions: the ethical and legal implications of informed 
consent in the patient‐practitioner relationship. 1983;1.

 22. Smith DH, Pettegrew LS. Mutual persuasion as a model for doctor‑patient 
communication. Theoret Med. 1986;7(2):127–46.

 23. Makoul G, Clayman ML. An integrative model of shared decision making 
in medical encounters. Patient Educ Couns. 2006;60(3):301–12.

 24. Spatz ES, Krumholz HM, Moulton BW. The new era of informed consent: 
getting to a reasonable‑patient standard through shared decision mak‑
ing. JAMA. 2016;315(19):2063–4.

 25. Godolphin W. Shared decision‑making. Healthc Q. 2009;12:e186–90.
 26. Stacey D, Légaré F, Lewis K, Barry MJ, Bennett CL, Eden KB, et al. Decision 

aids for people facing health treatment or screening decisions. Cochrane 
Database Syst Rev. 2017. https:// doi. org/ 10. 1002/ 14651 858. CD001 431. 
pub5.

 27. Whitney SN, McGuire AL, McCullough LB. A typology of shared deci‑
sion making, informed consent, and simple consent. Ann Intern Med. 
2004;140(1):54–9.

 28. Kaizer F, Spiridigliozzi AM, Hunt MR. Promoting shared decision‑making in 
rehabilitation: development of a framework for situations when patients 
with Dysphagia refuse diet modification recommended by the treating 
team. Dysphagia. 2012;27(1):81–7.

 29. Hansjee D, Group W. Eating and drinking with acknowledged risks: 
Multidisciplinary team guidance for the shared decision‑making process 
(adults). https:// www. rcslt. org/ membe rs/ clini cal‑ guida nce/ eating‑ and‑ 
drink ing‑ with‑ ackno wledg ed‑ risks‑ risk‑ feedi ng/#: ~: text= Resou rces‑ 
,What% 20is% 20eat ing% 20and% 20dri nking% 20with% 20ack nowle dged% 
20ris ks% 3F,% 2C% 20mal nutri tion% 2C% 20deh ydrat ion% 20and% 20cho 
king. Accessed 6 Nov 2022.

 30. Kenny B. Food culture, preferences and ethics in dysphagia management. 
Bioethics. 2015;29(9):646–52.

 31. Donoghue v Stevenson [1932] AC 562. AC; 1932. p. 562.
 32. Helling v Carey, 519 P.2d 981 (Wash. 1974). 1974.
 33. Chan SW, Tulloch E, Cooper ES, Smith A, Wojcik W, Norman JE. Montgom‑

ery and informed consent: Where are we now? BMJ. 2017;357:j2224.
 34. Lamont S, Stewart C, Chiarella M. The misuse of “duty of care” as justi‑

fication for non‑consensual coercive treatment. Int J Law Psychiatry. 
2020;71:101598.

 35. Lamont S, Stewart C, Chiarella M. Documentation of capacity assessment 
and subsequent consent in patients identified with delirium. J Bioeth Inq. 
2016;13(4):547–55.

 36. O’Keeffe ST, Murray A, Leslie P, Collins L, Lazenby‑Paterson T, McCurtin A, 
et al. Aspiration, risk and risk feeding: a critique of the Royal college of 
physicians guidance on care of people with eating and drinking difficul‑
ties. Adv Commun Swallowing. 2021;24(1):63–72.

 37. Vincent C, Amalberti R. Safety in healthcare is a moving target. BMJ Qual 
Saf. 2015;24(9):539–40.

 38. Scotland MWCf. Starved of Care: Investigation into the care and treat‑
ment of Mrs V. 2011. https:// www. mwcsc ot. org. uk/ sites/ defau lt/ files/ 
2019‑ 06/ Starv ed% 20of% 20Care% 20Mrs% 20V. pdf. Accessed 6 Nov 2022.

 39. Kelly K, Cumming S, Kenny B, Smith‑Merry J, Bogaardt H. Getting comfort‑
able with “comfort feeding”: an exploration of legal and ethical aspects of 
the Australian speech‑language pathologist’s role in palliative dysphagia 
care. Int J Speech Lang Pathol. 2018;20(3):371–9.

 40. Sharp H, Wagner L. Ethics, informed consent, and decisions about 
nonoral feedling for patients with dysphagia. Topic Geriatr Rehab. 
2007;23(3):240–8.

 41. Sharp HM, Bryant KN. Ethical issues in dysphagia: when patients refuse 
assessment or treatment. Semin Speech Lang. 2003;24(4):285–99.

 42. Bennett MK, Ward E, Scarinci N, Waite M. Perspectives on mealtime 
management in residential aged care: insights from a cross‑disciplinary 
investigation. J Nutr Gerontol Geriatr. 2014;33(4):325–39.

 43. Crary MA, Carnaby GD, Shabbir Y, Miller L, Silliman S. Clinical variables 
associated with hydration status in acute ischemic stroke patients with 
dysphagia. Dysphagia. 2016;31(1):60–5.

 44. Guidance Regulation 14: Meeting nutritional and hydration needs. 
2022. I https:// www. cqc. org. uk/ guida nce‑ provi ders/ regul ations‑ enfor 
cement/ regul ation‑ 14‑ meeti ng‑ nutri tional‑ hydra tion‑ needs#: ~: text= 
14(1)% 20The% 20nut ritio nal% 20and ,the% 20ong oing% 20rev iew% 
20of% 20the se. Accessed 6 Nov 2022.

 45. Sharp HM. Informed consent in clinical and research settings: What do 
patiens and families need to make informed decisions? Perspect Swal‑
low Disord. 2015;24(4):130–9.

 46. Montgomery v Lanarkshire Health Board [2015] UKSC 11, paragraph 87. 
UKSC; 2015. p. 11.

 47. Groher M, Crary M. Dysphagia: clinical management in adults and 
children. 3rd ed. Elsevier; 2020.

 48. Abdelhamid A, Bunn D, Copley M, Cowap V, Dickinson A, Gray L, et al. 
Effectiveness of interventions to directly support food and drink intake 
in people with dementia: systematic review and meta‑analysis. BMC 
Geriatr. 2016;16:26.

 49. Andersen UT, Beck AM, Kjaersgaaard A, Hansen T, Poulsen I. Systematic 
review and evidence based recommendations on texture modified 
foods and thickened fluids for adults (> 18 years with oropharyngeal 
dysphagia. Clin Nutr ESPEN. 2013;8(4):127–34.

 50. Hansen T, Beck AM, Kjærsgaard A, Poulsen I. Second update of a 
systematic review and evidence‑based recommendations on texture 
modified foods and thickened liquids for adults (above 17 years) with 
oropharyngeal dysphagi. Clin Nutr ESPEN 2022.

 51. Hines S, McCrow J, Abbey J, Gledhill S. Thickened fluids for people with 
dementia in residential aged care facilities. Int J Evid Based Healthc. 
2010;8(4):252–5.

 52. Painter V, Le Couteur DG, Waite LM. Texture‑modified food and fluids 
in dementia and residential aged care facilities. Clin Interv Aging. 
2017;12:1193–203.

 53. Speyer R, Baijens L, Heijnen M, Zwijnenberg I. Effects of therapy in 
oropharyngeal dysphagia by speech and language therapists: a sys‑
tematic review. Dysphagia. 2010;25(1):40–65.

 54. Robbins J, Gensler G, Hind J, Logemann JA, Lindblad AS, Brandt D, et al. 
Comparison of 2 interventions for liquid aspiration on pneumonia 
incidence: a randomized trial. Ann Intern Med. 2008;148(7):509–18.

 55. Steele CM, Peladeau‑Pigeon M, Barrett E, Wolkin TS. The risk of penetra‑
tion–aspiration related to residue in the pharynx. Am J Speech Lang 
Pathol. 2020;29(3):1608–17.

 56. Nativ‑Zeltzer N, Ueha R, Nachalon Y, Ma B, Pastenkos G, Swackhamer C, 
et al. Inflammatory effects of thickened water on the lungs in a murine 
model of recurrent aspiration. Laryngoscope. 2021;131(6):1223–8.

 57. Lim DJ, Mulkerrin SM, Mulkerrin EC, O’Keeffe ST. A randomised trial 
of the effect of different fluid consistencies used in the management 
of dysphagia on quality of life: a time trade‑off study. Age Ageing. 
2016;45(2):309–12.

 58. Swan K, Speyer R, Heijnen BJ, Wagg B, Cordier R. Living with oropharyn‑
geal dysphagia: effects of bolus modification on health‑related quality 
of life—a systematic review. Qual Life Res. 2015;24(10):2447–56.

 59. Cichero JA. Thickening agents used for dysphagia management: effect 
on bioavailability of water, medication and feelings of satiety. Nutrit J. 
2013;12:1.

 60. Keller H, Chambers L, Niezgoda H, Duizer L. Issues associated with the 
use of modified texture foods. J Nutr Health Aging. 2012;16:195–200.

 61. Niezgoda H, Miville A, Chambers LW, Keller HH. Issues and challenges 
of modified‑texture foods in long‑term care: a workshop report. Ann 
Long‑Term Care. 2012;20(7).

 62. Kitzinger C, Martin C, Williams B, Dobia K. Open Justice Court of Protec‑
tion Project 2020. https:// openj ustic ecour tofpr otect ion. org/ 2020/ 11/ 
03/ when‑ expert‑ evide nce‑ fails/. Accessed 6 Nov 2022.

 63. Keene AR, Butler Cole V, Allen N, Lee A, Kohn N, Scott K, et al. A brief 
guide to carrying out capacity assessments. 39 Essex Chambers. 2019. p. 
2.

https://doi.org/10.1002/14651858.CD001431.pub5
https://doi.org/10.1002/14651858.CD001431.pub5
https://www.rcslt.org/members/clinical-guidance/eating-and-drinking-with-acknowledged-risks-risk-feeding/#:~:text=Resources-,What%20is%20eating%20and%20drinking%20with%20acknowledged%20risks%3F,%2C%20malnutrition%2C%20dehydration%20and%20choking
https://www.rcslt.org/members/clinical-guidance/eating-and-drinking-with-acknowledged-risks-risk-feeding/#:~:text=Resources-,What%20is%20eating%20and%20drinking%20with%20acknowledged%20risks%3F,%2C%20malnutrition%2C%20dehydration%20and%20choking
https://www.rcslt.org/members/clinical-guidance/eating-and-drinking-with-acknowledged-risks-risk-feeding/#:~:text=Resources-,What%20is%20eating%20and%20drinking%20with%20acknowledged%20risks%3F,%2C%20malnutrition%2C%20dehydration%20and%20choking
https://www.rcslt.org/members/clinical-guidance/eating-and-drinking-with-acknowledged-risks-risk-feeding/#:~:text=Resources-,What%20is%20eating%20and%20drinking%20with%20acknowledged%20risks%3F,%2C%20malnutrition%2C%20dehydration%20and%20choking
https://www.rcslt.org/members/clinical-guidance/eating-and-drinking-with-acknowledged-risks-risk-feeding/#:~:text=Resources-,What%20is%20eating%20and%20drinking%20with%20acknowledged%20risks%3F,%2C%20malnutrition%2C%20dehydration%20and%20choking
https://www.mwcscot.org.uk/sites/default/files/2019-06/Starved%20of%20Care%20Mrs%20V.pdf
https://www.mwcscot.org.uk/sites/default/files/2019-06/Starved%20of%20Care%20Mrs%20V.pdf
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-14-meeting-nutritional-hydration-needs#:~:text=14(1)%20The%20nutritional%20and,the%20ongoing%20review%20of%20these
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-14-meeting-nutritional-hydration-needs#:~:text=14(1)%20The%20nutritional%20and,the%20ongoing%20review%20of%20these
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-14-meeting-nutritional-hydration-needs#:~:text=14(1)%20The%20nutritional%20and,the%20ongoing%20review%20of%20these
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-14-meeting-nutritional-hydration-needs#:~:text=14(1)%20The%20nutritional%20and,the%20ongoing%20review%20of%20these
https://openjusticecourtofprotection.org/2020/11/03/when-expert-evidence-fails/
https://openjusticecourtofprotection.org/2020/11/03/when-expert-evidence-fails/


Page 12 of 12O’Keeffe et al. BMC Medical Ethics            (2023) 24:7 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 64. Askren A, Leslie P. Complexity of clinical decision making: consent, capac‑
ity, and ethics. Semin Speech Lang. 2019;40(3):162–9.

 65. Baijens LW, Clave P, Cras P, Ekberg O, Forster A, Kolb GF, et al. European 
Society for Swallowing Disorders—European Union Geriatric Medicine 
Society white paper: oropharyngeal dysphagia as a geriatric syndrome. 
Clin Interv Aging. 2016;11:1403–28.

 66. Adams K, Anderson JB, Archuleta M, Smith KJ. Defining skilled nurs‑
ing facility residents’ dining style preferences. J Nutr Gerontol Geriatr. 
2013;32(3):213–32.

 67. McCurtin A, Healy C, Kelly L, Murphy F, Ryan J, Walsh J. Plugging 
the patient evidence gap: what patients with swallowing disorders 
post‑stroke say about thickened liquids. Int J Lang Commun Disord. 
2018;53(1):30–9.

 68. Milte R, Shulver W, Killington M, Bradley C, Miller M, Crotty M. Struggling 
to maintain individuality—describing the experience of food in nursing 
homes for people with dementia. Arch Gerontol Geriatr. 2017;72:52–8.

 69. Ullrich S, Crichton J. Older people with dysphagia: transitioning to 
texture‑modified food. Br J Nurs. 2015;24(13):686–92.

 70. Castellanos VH, Butler E, Gluch L, Burke B. Use of thickened liquids in 
skilled nursing facilities. J Am Diet Assoc. 2004;104(8):1222–6.

 71. McCurtin A, Boland P, Kavanagh M, Lisiecka D, Roche C, Galvin R. Do 
stroke clinical practice guideline recommendations for the intervention 
of thickened liquids for aspiration support evidence based decision 
making? A systematic review and narrative synthesis. J Eval Clin Pract. 
2020;26(6):1744–60.

 72. McCurtin A, Healy C. Why do clinicians choose the therapies and tech‑
niques they do? Exploring clinical decision‑making via treatment selec‑
tions in dysphagia practice. Int J Speech Lang Pathol. 2017;19(1):69–76.

 73. Hirzel S, Gurevich N, Osmelak DR. Speech‑language pathologists’ experi‑
ences with nursing diet modification practices. 2020. https:// doi. org/ 10. 
13140/ RG.2. 2. 28227. 14884. Accessed 6 Nov 2022.

 74. Gurevich N, Osmelak DR, Osentoski S. A preliminary study of nursing 
practice patterns concerning dysphagia diet modification: implications 
for interprofessional education with SLPs. Perspect ASHA Spec Interest 
Groups. 2021;6(4):897–911.

 75. Miles A, McFarlane M, Scott S, Hunting A. Cough response to aspiration 
in thin and thick fluids during FEES in hospitalized inpatients. Int J Lang 
Commun Disord. 2018;53(5):909–18.

 76. Murray J, Miller M, Doeltgen S, Scholten I. Intake of thickened liquids by 
hospitalized adults with dysphagia after stroke. Int J Speech Lang Pathol. 
2014;16(5):486–94.

 77. Shim JS, Oh BM, Han TR. Factors associated with compliance with 
viscosity‑modified diet among dysphagic patients. Ann Rehabil Med. 
2013;37(5):628–32.

 78. Colodny N. Determinants of noncompliance of speech‑language 
pathology recommendations among patients and caregivers. Perspect 
Swallowing Disord. 2007;16(3):20–4.

 79. Horner J, Modayil M, Chapman LR, Dinh A. Consent, refusal, and waivers 
in patient‑centered dysphagia care: using law, ethics, and evidence to 
guide clinical practice. Am J Speech Lang Pathol. 2016;25(4):453–69.

 80. Leiter AE, Windsor J. Compliance of geriatric dysphagia patients with 
safe‑swallowing instructions. J Speech Lang Pathol. 1996;4:289–99.

 81. Coyle JL, Leslie P. Evidence‑based practice—the ethical imperative. 
Perspect Swallowing Disord. 2006;15(4):1–7.

 82. Carnaby GD, Harenberg L. What is “usual care” in dysphagia reha‑
bilitation: a survey of USA dysphagia practice patterns. Dysphagia. 
2013;28(4):567–74.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.13140/RG.2.2.28227.14884
https://doi.org/10.13140/RG.2.2.28227.14884

	Informed or misinformed consent and use of modified texture diets in dysphagia
	Abstract 
	Background 
	Main text 
	Conclusion 

	Background
	Main text
	Is informed consent required for use of modified texture diets?
	Informed consent and shared decision-making
	Informed consent and duty of care
	Who can seek informed consent for use of modified texture diets?
	One-off or repeated consent for modified texture diets?
	What are the requirements for valid informed consent regarding modified texture diets?
	Information provision
	Voluntariness of decisions regarding modified texture diets
	Having capacity to make decisions regarding modified texture diets

	Are the requirements for valid informed consent regarding modified texture diets met in practice?
	The need for informed consent may not always be recognized
	Is the information provided about modified texture diets accurate and balanced?
	Do patients know they have a choice and are their decisions voluntary?
	Decision-making capacity and use of modified texture diets
	Is the need for modified texture diets and informed consent for their use reviewed?


	Conclusion
	Acknowledgements
	References


