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Abstract. The Royal College of Physicians has recently published guidance on supporting people with eating and drinking
difficulties. Although much of the advice in the guidance is sensible and helpful, in this paper we argue that the recommen-
dations regarding ‘risk feeding’ decisions are flawed. In particular, there is a failure to clearly identify the nature, frequency
and severity of different risks. There is an undue emphasis on aspiration as a risk and as a potential cause of pneumonia,
and the limited evidence base for many interventions to manage risk is not adequately acknowledged. There is an emphasis
on multidisciplinary team decision making at the expense of individual professional responsibility. We conclude that this
guidance regarding risk feeding supports an unduly defensive approach to oral intake and should not be adopted as a standard
of medical practice.
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1. Introduction

In recent years, many hospitals have developed
‘risk feeding’ policies for those ‘who continue to eat
and drink orally despite a perceived risk of choking
or aspiration,’ (Hansjee, 2018; NNUH, 2021; Som-
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merville et al., 2017). Different hospitals and writers
have taken slightly different approaches and there has
been no agreed policy or even consensus on termi-
nology. The terminology and concepts behind risk
feeding have been criticised (Murray et al., 2019).

A working party of the Royal College of Physicians
(RCP) has recently published guidance on support-
ing people who have eating and drinking difficulties
(RCP, 2021). Some aspects of this guidance are spe-
cific to Britain: there are references, for example,
to the Mental Capacity Act 2005 (MCA), which
is a statute in force in England and Wales. Never-
theless, the RCP guidance is very likely to prove
influential outside England and Wales. The RCP
is respected worldwide and plays a leading role
in setting standards of medical practice. The guid-
ance has been endorsed by, among other influential
bodies, the British Dietetic Association, the British
Geriatrics Society, the British Society of Gastroen-
terology, Dementia UK, the Malnutrition Task Force
(Age UK) and the Royal College of Speech and Lan-
guage Therapists.

Much of the advice in the guidance is informa-
tive and sensible and will be helpful for practitioners.
In this paper, we examine the comments regard-
ing risk feeding and, in particular, aspiration. We
acknowledge the good intentions of the authors, and
of proponents of risk feeding in general, and share
the overall goal of promoting oral intake in those with
dysphagia. However, we believe there are significant
deficits in this document with regard to the risk feed-
ing recommendations. (Quotations, unless otherwise
specified, are from the specified sections of the RCP
guidance).

2. Summary of RCP guidance regarding risk
feeding

The basic premise of this guidance is that for those
with eating and drinking difficulties, oral intake itself
is an important cause of adverse outcomes and that
alternative approaches, such as use of modified tex-
ture diets, a nil-by-mouth (NBM) status or clinically
assisted nutrition and hydration (CANH), will greatly
reduce those adverse outcomes. (If the adverse out-
comes are due to dysphagia or to the conditions
causing dysphagia, rather than to oral intake, or if
there are no proven safer alternatives to maintaining
hydration and nutrition, why bother having a policy?).

Some patients choose not to accept the recommen-
ded approach to receiving hydration and nutrition,

– usually made initially by Speech and Language
Therapists (SLTs). The RCP guidance counsels in
such cases that the patient’s decision to eat and
drink should be discussed in a multidisciplinary team
(MDT) meeting and carefully documented and com-
municated to patients and relevant staff. A similar
MDT discussion should occur if somebody is judged
to lack capacity to make their own decision and if the
‘best interests’ – this being much more than purely
‘medical best interests’ – decision is made that he
or she will eat and drink orally despite the potential
risks. In some circumstances, seeking legal advice as
to whether a court application is required is recom-
mended in the policy especially if competing rights
of carers are involved.

3. The problem with ‘risk’ language

The very language of used in risk feeding policies
is problematic. To many people risk implies dan-
ger. ’Risk-anything’ is not how healthcare (or other)
decisions are reached (Murray et al., 2019). Any
healthcare intervention has potential benefits and haz-
ards which people consider so they can weigh up their
options in the context of their preferences and goals
and make their own decision on how to proceed.

The main risks of concern related to oral intake in
the RCP guidance are ‘unacceptable coughing’ and
choking or aspiration especially when these occur in
someone eating and drinking in a way contrary to
professional advice (RCP, 2021, pp. 24–26). How-
ever, the risk feeding section (RCP, 2021, pp. 25–26)
refers throughout to generic ‘risks’ rather than speci-
fying exactly what observation or event should trigger
the various recommendations. This is unfortunate
as these risks are very different, and a distinction
between potential asphyxiation and aspiration is par-
ticularly important. Potential adverse outcomes when
people adhere to professional recommendations do
not receive equal weight or recognition as risks. These
include poor nutrition and hydration due to modi-
fied texture diets and thickened liquids, pneumonia in
those taking very thick fluids and an adverse impact
on quality of life (O’Keeffe, 2018; Swan et al., 2015).

Risk is meaningless without reference to a specific
adverse outcome, the likelihood it will occur and how
severe the impact is for an individual. The RCP guid-
ance does not comment on how great or real the risks
must be before formal risk feeding meetings and deci-
sions are required. Their definition of risk feeding
refers to ‘a perceived [our emphasis] risk of choking
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or aspiration’ (RCP, 2021, pp. 24–26). This raises the
question ‘whose perception and is it justified?’ since,
as the guidance later acknowledges, misperceptions
abound regarding simplistic links between aspiration
and pneumonia in particular. One of the few empir-
ical studies of risk feeding policies noted that for
some patients ’that the risks giving rise to staff con-
cerns may be “small or putative” (Sommerville et al.,
2017). This raises the possibility of MDT meetings
being convened whenever there is any perception that
a patient might, for example, develop pneumonia that
could be attributed to oral intake.

4. Unacceptable coughing

The sensation of food or fluid going down the
wrong way is a deeply unpleasant one. We all experi-
ence this sensation when our intact protective cough
reflex is activated. Thus, in itself, coughing is not a
risk. People who eat and drink with difficulty will, for
a particular diet at a particular time, decide whether
their pleasure and relief outweigh their distressing
symptoms. To whom is the coughing ‘unacceptable’?
As with any medical intervention this judgement
should lie with the patient. The patient has the right
to choose if a feature of their condition (coughing) is
worth more than the side effects of any intervention
(such as modified texture diets).

5. Choking, asphyxiation and
near-asphyxiation

The terms choking and aspiration should not
be conflated. Choking due to foreign body air-
way obstruction is a rightly-feared, life-threatening
medical emergency. Every year, thousands of pre-
dominantly older people, often with neurological
disease and poor dentition, die after choking on food
(Elflein, 2021; ONS, 2018; Wu et al., 2015). Some
modification of diet texture is important for those at
highest risk for this outcome. Recommending that
solid food is at least cut to manageable chunks for
the individual seems reasonable, although there is
little good evidence to guide practice (Steele et al.,
2015). Can this always be prevented? It is true - if
not very helpful – that someone who does not eat at
all will never choke on food. The speed of eating and
food textural attributes such as stickiness, hardness
and shape may be as important as bolus size with
respect to choking risk. A high proportion of fatal

and near-fatal choking episodes in older people occur
with semisolids including pureed consistencies, and
interventions such as abdominal thrusts are less likely
to be effective in such cases (Ekberg & Feinberg,
1992).

6. Aspiration and pneumonia

Pneumonia is a common cause of illness and death
in those with dysphagia. Dysphagia increases the
risk of aspiration, or entry of foreign material into
the airways. In general, those who aspirate more
on instrumental assessments conducted by SLTs are
more likely to develop severe pulmonary complica-
tions such as pneumonia (Steele & Grace-Martin,
2017). It is argued that thickening fluids, which slows
their flow rate, may reduce – but not eliminate – the
risk of aspiration, and modified texture food may be
easier to swallow for those with chewing problems
(Wirth et al., 2016).

6.1. Aspiration per se as a ‘risk’?

It is meaningless to consider aspiration in isolation
as a risk without considering the nature, volume of
the aspirated material and the frequency and chronic-
ity of aspiration (Marik, 2011). Small-volume silent
aspiration of clean material has no link with chest
infections, and aspiration of no clinical consequence
is increasingly identified in healthy older adults (But-
ler et al., 2014)

In contrast, a large-volume aspiration of upper
gastrointestinal contents, for example due to enteral
feeding, will often lead to pneumonitis. Continual
aspiration of oral secretions laden with pathogens
(the dirty mouth) may lead to pneumonia particu-
larly in the immunocompromised and may be reduced
by meticulous attention to oral hygiene among other
measures (Sjögren et al., 2008).

Recent experimental work provides a salutary les-
son in the importance of the content of the aspirate.
Many patients with dysphagia are given thickened liq-
uids to increase liquid viscosity and to reduce bolus
speed and this is presumed to improve swallow safety
(Lazenby Paterson, 2020). However, in animal mod-
els, recurrent aspiration of even small amounts of
water thickened with commercially available thick-
eners result in significant pulmonary inflammation
and aspiration of larger amounts of thickened water
results in lung oedema and death (Natiz-Zeltzer et al.,
2018, 2020).
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Table 1
Determinants of pneumonia in dysphagia

Volume, frequency and content of aspiration Anterograde Nasopharyngeal secretions
Food and fluid

Retrograde Vomitus
Gastro-oesophageal reflux
Tube feeding

Bacterial content of aspirate Mouth cleanliness/ oropharyngeal colonisation
Patient defences Cough reflex

Level of consciousness
Mucociliary clearance
Lung health (e.g. chronic obstructive pulmonary disease)
Immune response
General health/ frailty

6.2. Aspiration and pneumonia?

Aspiration is not synonymous with pneumonia
or with ‘aspiration pneumonia’. The latter has been
described as “An ambiguous term used for a diagnosis
of uncertainty” (Ferguson et al., 2008). Dysphagia is
one but not the strongest risk factor for pneumonia in
frail older people (Langmore et al., 2002). Pneumonia
is ultimately caused by pathogenic microorganisms
causing infection in a vulnerable host (Marik, 2011)
(Table 1). People with dysphagia aspirate more than
food or fluid. The material that may enter the airways
includes saliva and mucus from the nose, throat, and
sinuses which, if colonised by pathogenic bacteria,
may result in infection in a vulnerable person. Mod-
ifying food texture, thickening liquids, feeding tubes
or keeping a person nil by mouth cannot prevent aspi-
ration of oropharyngeal secretions or gastric contents;
indeed, feeding tubes can increase the risk of aspira-
tion (Gomes et al., 2015; American Geriatrics Society
Ethics Committee, 2014).

6.3. Aspiration and the RCP guidance

The RCP guidance warns (in words taken almost
verbatim from our previous paper (Murray et al.,
2019)) against “common misperceptions that there
is a straightforward relationship between aspiration
and pneumonia and that interventions like nil by
mouth or CANH [clinically assisted nutrition and
hydration] will reduce the risks . . . ” (RCP, 2021,
pp. 25–26). This is indeed a common misperception
(Askren & Leslie, 2019), but one that this guidance
may inadvertently reinforce as some of the recom-
mendations (and the need for such guidance) make
no sense unless it is presumed that aspiration causes
serious adverse pulmonary events. For example, it is
noted that a risk of aspiration and failure to “com-
ply with texture modification” will trigger the need

for a “formal MDT meeting . . . at which the risks
of aspiration are discussed” (RCP, 2021, pp. 63–65)
and that “Advance care planning and treatment esca-
lation plans should be reviewed in line with the ‘risk
feeding’ decision” (RCP, 2021, pp. 25–26).

The guidance also notes: “Aspiration pneumonia
can occur with both gastrostomy and NGT [nasogas-
tric tube] feeding, although there is a danger that
pneumonia may be ascribed to aspiration of feed
when in fact the patient has developed nosocomial
pneumonia because of their frailty and respiratory
muscle weakness” (RCP, 2021, p. 40). This statement
accurately reflects how difficult it is to distinguish
troublesome dysphagia related events from other pos-
sible causes of chest infections. For aspiration to be
feared, acknowledged, discussed at MDT meetings
and trigger reviews of treatment escalation plans we
should have a high degree of certainty – which is often
lacking – that this is the cause that needs addressing.

7. “Unsafe to swallow”

The guidance refers to those with “unsafe oral
intake”, who are “unsafe to swallow” and to a ‘very
high risk of aspiration’ triggering the need for MDT
meetings and even the need for legal advice. What do
these terms mean and can they be accurately iden-
tified? Elsewhere, it is correctly stated that “[a]n
attempt to categorise someone’s abilities on a con-
tinuum is always arbitrary” and that swallowing
abilities fluctuate with time, fatigue and situational
factors (RCP, 2021, pp. 19–20). Defining a person’s
swallowing ability as ‘unsafe’ or high risk’ is indeed
arbitrary as well as assessor-dependent. It is noted in
the guidance that those performing swallow assess-
ments will often err on the side of caution when
considering swallowing to be unsafe (RCP, 2021, pp.
63–65).



S. T. O’Keeffe et al. / Aspiration, risk and risk feeding 67

Judgements regarding safety and risk of aspiration
are usually based, in hospital practice at least, on an
instrumental assessment such as a video-fluoroscopic
swallowing study (VFSS). However, the test-retest
reliability of these assessments is unclear (Groher &
Groher, 2011) and inter-rater and intra-rater reliabil-
ity of judgements can be poor even with experienced
raters (Baijens et al., 2013). Also, ‘unsafe swallows’
are commonly found when VFSS is performed in
healthy people (Butler et al., 2018).

There is limited evidence that the greater the degree
of aspiration on a VFSS the greater the subsequent
risk of adverse pulmonary events such as pneumo-
nia and pneumonitis (Steele & Grace-Martin, 2017).
However, a large retrospective study of patients with
documented aspiration on VFSS found no difference,
over a 54-month follow-up period, in the time to first
pulmonary event (pneumonia, pneumonitis or other
life-threatening pulmonary infection) or survival
between those allocated to different treatment options
including modified texture diets and nil by mouth
status (Bock et al., 2017). The authors concluded:

“Our data would suggest that severity of aspi-
ration . . . has no significant effect on overall
mortality. Altering diets to restrictive consisten-
cies or even NPO [NBM] status has a profound
effect on patient quality of life. Our data would
suggest that these prohibitions may have mini-
mal effect on the natural clinical course of the
dysphagia patient”.

8. Do swallow interventions prevent adverse
pulmonary events?

The anxiety of professionals when patients do not
follow their recommendations especially regarding
modified texture diets reflects a widespread belief
that such interventions work and can prevent pneu-
monia (McCurtin & Healy, 2017). However, multiple
systematic reviews have concluded that there is no
convincing evidence that these interventions prevent
pneumonia and its consequences in those with dys-
phagia (Beck et al., 2017; Hines et al., 2010; Painter
et al., 2017; Speyer et al., 2010). Feeding tubes and
some dietary consistencies may increase the risk of
severe pneumonia (Gomes et al., 2015; Finucane
et al., 1999; Robbins et al., 2008).

We, and others, have commented on the disconnect
between the limited evidence base and the beliefs and
practices of many professionals and the consequent

overrestriction of diets and overuse of interventions
like thickened liquids and texture modified foods
(Lazenby-Paterson, 2020; O’Keeffe, 2018; McCurtin
& Clifford, 2015; Groher & McKaig, 1995). As the
authors of a recent textbook on dysphagia 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’ (Groher & Crary, 2020).

9. Where do the RCP recommendations
apply?

It is implied (although never stated explicitly) that
the RCP recommendations regarding risk feeding
apply in situations, such as in hospitals or residen-
tial care facilities, where carers and professionals
effectively can or do exert complete control over the
production, presentation and, perhaps particularly,
the administration of food or fluid. How relevant are
the recommendations if, for example, a person can
shop or cook for him or herself or can order and eat
a takeaway meal?

10. Role of multidisciplinary team meetings

The term ‘multidisciplinary team’ (MDT) in
healthcare can describe a variety of different interpro-
fessional working arrangements (Øvretveit, 1996).
MDT meetings where a variety of relevant disciplines
share their expertise and perspective are common and
helpful in hospital and rehabilitation settings. There is
a strong emphasis in the RCP guidance on “manda-
tory” “formal” MDT meetings and the concerns of
“the team”. This raises a number of issues.

• Most healthcare decisions, including those re-
garding oral intake, involve individual pro-
fessionals accepting personal responsibility to
communicate the pros and cons of different
options to a patient and recording the patient’s
informed choice. MDT decision making and rec-
ommendations always entails a risk that because
everybody is responsible, nobody is responsible.

• As well as different disciplines, MDTs are com-
prised of individuals who will differ in seniority,
experience and risk tolerance. The requirement
that legal advice might should be needed in some
circumstances sought if the risks of oral feed-
ing “cannot be mitigated to a degree sufficient
to satisfy the concerns of the team as a whole”
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(our emphasis) (RCP, 2021, pp. 25–26) would
place decision making at the mercy of the most
risk averse member of the team.

• We previously suggested that because many
people’s swallowing abilities and preferences
fluctuate “staff need to have, and be encouraged
to use, common sense, flexibility and judgement
in these circumstances” (Murray et al., 2019).
The policy qualifies that by stating that: “Suit-
ably skilled staff should be encouraged to use
common sense, flexibility and judgement . . . ”
(RCP, 2021, pp. 25–26). What ‘suitably skilled’
means is not defined and could be interpreted
as limited to SLTs. Also, it is difficult to see
how staff could feel much freedom to vary from
the documented recommendation of the MDT if,
for example, someone who had agreed to take
thickened liquids asks for ordinary clear fluids
to alleviate thirst on a hot summer’s day. Staff
members are, we suggest, more likely to refuse
that person thin fluids or to seek that another
MDT meeting be convened so see if that can be
‘allowed’.

• What is to occur in residential care facilities (or
even in someone’s own home) if somebody is
observed to have some difficulties eating and
drinking? In the acute hospital a mandatory
MDT meeting would be required if they were
to continue to eat and drink, but many residen-
tial care facilities will not have ready access
to an SLT, let alone a full MDT. This seems a
recipe for prolonged periods of nil by mouth –
which is what risk feeding policies purport to
avoid – while referrals are made, and assess-
ments arranged.

There is a sense in which the desire for MDT
involvement is understandable. If you have labelled
the swallow as unsafe and the person as at high risk
for aspiration, (even if, as we have argued earlier, the
grounds for these designations are unreliable) you –
or perhaps the choice of terminology – have, in effect,
made a rod for your own back. How can you recom-
mend oral intake after saying that it’s a dangerous
choice? Perhaps only if you have the comfort of other
professionals backing you up!

11. Legal aspects of risk feeding

About half of the section on risk feeding in the
RCP guidance relates to the law, liability and legal

advice in different situations It is, of course, reason-
able that a healthcare policy should take account of
particularly complex cases. It is also obviously impor-
tant that practitioners in England and Wales have an
adequate understanding of the Mental Capacity Act
2005. Nevertheless, the legal emphasis is surprising,
and informative. It reinforces to staff that they are
right to be nervous if people with swallowing prob-
lems are ‘allowed’ to eat and drink. The message to
patients is: if you make a choice to continue to eat
and drink in a way contrary to our advice, then that
decision, even if it is yours to make because you have
capacity to decide, is unwise, and we need to be clear
– for our own protection from legal liability – that
you understand the risks of not following our advice.

This is not a message to be given lightly: it sug-
gests a high degree of certainty about what is best
for the person. It might be justified, for example, if
recommending cutting up food for someone at high
risk for choking but, as we have shown earlier, can-
not be justified on current evidence if the propose of
modifying diets is to prevent death from aspiration
and pneumonia.

11.1. Need for clarity regarding situations where
legal advice should be sought

The most striking statement is: “If (1) the risks of
the relevant route cannot be mitigated to a degree suf-
ficient to satisfy the concerns of the team as a whole;
and (2) the patient still wishes only to receive nutri-
tion and hydration by that route, then legal advice
should be sought as to whether a court application
is required, for instance that a declaration that the
team are not under a duty to provide nutrition and
hydration in the fashion chosen by the person, even if
the end result is their death” (RCP, 2021, pp. 25–26).

Apart from the odd choice of words (“relevant
route” when only oral intake seems applicable), it
is unclear when such an extraordinary step might be
taken. Some taxonomy should surely be provided of
situations that would justify the extreme course of
going to court to say, in effect, this person (who has
capacity to decide for him or herself) wants to eat and
drink in a way that might lead to their death and we
want your permission not to facilitate this even if our
action leads to their death.

It is important to distinguish between asphyxiation
and other potential side effects from eating and drink-
ing. If staff are responsible for feeding someone who
is at high risk of choking to death, they would be per-
fectly entitled to say: ‘No. I won’t administer food of
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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’. To do otherwise would be reckless and poten-
tially homicidal feeding rather than just risk feeding.
If legal advice or court orders are needed to back up
such common-sense measures in this scenario, so be
it. However, we do not see any justification for extrap-
olating from this type of situation to one where the
concern is that the person might get pneumonia due
to aspiration.

11.2. Dignity and safety of carers

The recommendations state that the suggested
approach reflects the fact that “the law does not
require those involved to be placed in situations that
they conscientiously consider either undignified or
dangerous” and that “[i]n any ‘risk feeding’ deci-
sion, there needs to be a calibration between being
risk averse, and placing carers in an impossible posi-
tion in the name of patient autonomy” (RCP, 2021, pp.
25–26). This is an odd, almost resentful dichotomy.
What situations or impossible position? What are the
dangers?

The legal case quoted in support of this approach
involved a dispute about whether relatives of some-
one with severe disability could insist that carers
undertake hazardous lifts, that is, lifts involving a
real danger of injury to carers (A & ORS, 2003).
The judgement, while noting that health and safety
law does not require a guarantee of absolute safety
of employees, acknowledged that healthcare workers
are entitled to have their health, safety and dignity
respected and that sometimes a balancing exercise
may be required between competing rights of workers
and clients.

The judgement also noted that “context is every-
thing”. It is hard to see any dangers in feeding for staff
analogous to those involved in manual handling. In
the policy, does “unacceptable coughing and chok-
ing” mean unacceptable to carers and so engage their
dignity rights (RCP, 2021, p. 20)? It is certainly dis-
tressing for anyone to see, for example, someone who
is coughing severely while drinking water. However,
one’s even greater sympathy in the circumstance must
be with the person who is so desperate to alleviate
thirst that this outweighs the distress caused by fluid
going down the wrong way. It is difficult to see how
any balancing exercise in these circumstances would
favour a carer.

11.3. Legal professionals need accurate and
balanced information

Legal advisors and judges do not themselves have
healthcare expertise. If lawyers and courts are told by
healthcare professionals that someone has an unsafe,
high-risk swallow, they are likely to interpret this
as a ‘dangerous swallow’ – where the person risks
death with every mouthful – and will make their rec-
ommendations and judgements accordingly. Unless
these legal professionals are clearly informed, they
will not be aware that swallow determinations often
err on the side of caution, or of questions over the
validity of these designations and of how predictive
they are of adverse events (Bock et al., 2017) and of
the lack of evidence that the ‘safer’ recommendations
actually work (O’Keeffe, 2018).

12. Risk feeding policies and defensive
medicine

“A swallow assessment can be difficult to perform
and will often err on the side of considering swal-
lowing to be unsafe. Once a decision for a patient
to be ‘nil by mouth’ is made it may be difficult for
clinicians or family to override it” (RCP, 2021,
pp. 63–65).

Risk feeding policies, and provisions such as
mandatory MDT meetings and concerns about when
to seek legal advice and about the rights of carers,
make sense if the real underlying concern – the danger
– is not so much that the patient will have an adverse
outcome, but that staff will blame themselves and be
criticised for that outcome. Unfortunately, this may
indeed be the case.

As Levenson and Walker have noted regarding
current practice, swallowing interventions “are com-
monly influenced by myths, misconceptions, fear,
and cognitive biases” (Levenson & Walker, 2019).
The belief that aspiration is inextricably linked to
pneumonia is deeply embedded among practition-
ers including SLTs (Askren & Leslie, 2019). Many
care home residents and others are on unnecessarily
restrictive diets for this reason (Groher & McK-
aig, 1995; McCurtin & Clifford, 2015). It may also
lead to staff taking on an unnecessary burden of
guilt and responsibility if somebody with dyspha-
gia does develop pneumonia, as is often inevitable.
Such a pneumonia will often attract the poorly defined
and often misleading label of ‘aspiration pneumonia’
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(Ferguson et al., 2018). Staff may fear that they may
be criticised by their colleagues, regulators or the per-
son’s relatives, or sued, for having ‘allowed’ infection
to occur (Levenson & Walker, 2019).

Much current practise in dysphagia care and the
focus on preventing aspiration, rather than optimis-
ing hydration, nutrition and pleasure, is not justified
by the evidence (Lazenby-Paterson, 2020; O’Keeffe,
2018; McCurtin & Clifford, 2015). The occurrence
of aspiration or pneumonia in those with dyspha-
gia is unfortunately sometimes seen as an avoidable
adverse event or evidence of poor care. While it is
understandable that staff may be concerned about
criticism in these circumstances, it is not right that
patients should suffer because of such misconcep-
tions. What is needed is better education about the
limitations and lack of evidence regarding interven-
tions such as modification of food and liquids, rather
than risk feeding policies that may perpetuate unwar-
ranted fears (Murray et al., 2019).

13. Conclusions and recommendations

The RCP guidance on risk feeding is likely to be
influential and may be interpreted as an ‘official’ stan-
dard of care and encourage even more widespread
adoption of risk feeding policies. We argue that the
premises of the recommendations – in particular the
lack of clarity regarding the nature, frequency and
severity of different risks and the undue emphasis on
aspiration as a risk and a potential cause of pneumo-
nia – are flawed and that the guidance promotes an
unduly defensive approach to oral intake.

Our view is that recommendations and decisions
regarding eating and drinking when somebody has
difficulty doing so should be viewed through the
lens of evidence-based practice and informed consent
rather than one of risk management and risk anxi-
ety. People should be given information about their
various options by healthcare professionals. After
consideration of the pros and cons of the options
in the context of their own goals and preferences,
patients can make a decision which should then be
respected. The information provided must be accu-
rate and balanced, and the recommendations should
acknowledge and reflect the uncertainty and lack of
evidence associated with most interventions and prac-
tices in this patient group.

It is noted in the guidance that risk feeding may
occur in situations such as “when someone with
capacity makes a decision to eat and drink despite

the risk; where CANH is not appropriate or declined;
and where the benefits of eating and drinking orally
(such as enjoyment and enhanced quality of life) are
deemed to outweigh the risks (such as chest infections
or choking)” (RCP, 2021, p. 24).

These essentially represent ‘ordinary’ decision-
making. Take the example of where CANH is
declined or is inappropriate. People need nutrition
and hydration and in these circumstances the die is
cast in favour of eating and drinking. Of course, there
may be practical difficulties in maximising the oral
intake of some such patients while minimising any
discomfort, and the skills and advice of profession-
als will be helpful. However, practically challenging
is not the same as ethically challenging and the risk
feeding label is not helpful in these circumstances.

There is a need to ‘dial back’ the rhetoric with
regard to swallow assessment management. We sug-
gest that terms like ‘unsafe swallow’ and ‘failing a
swallow assessment’ should be avoided. Similarly,
it should be accepted that the risks of not eating and
drinking are as important as those associated with eat-
ing and drinking. Adverse outcomes will occur in any
healthcare setting. Many people are, for example, at
risk for falls but we do not use a special risk-walking
terminology or policy. People taking medication will
sometimes have serious adverse outcomes. This is
unfortunate but often unavoidable, and there is no rea-
son for professionals who have adequately discussed
the pros and cons of that medication to feel guilty
about the outcome.

We accept that there are significant staff anxieties
regarding people who eat and drink despite difficul-
ties. However, many of the concerns are founded upon
misperceptions regarding the relationship between
aspiration and pneumonia or regarding the effective-
ness of intervention. Education rather than policies
that perpetuate such misconceptions is needed.
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