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Today's 

Agenda

• Introduction 
• Key concepts 
• Strategies & interventions
• Case studies / scenarios

What we'll cover today



Senior Dietitian and Director

• Working with clients for 17 years

• Managing Clinical Teams for last 12 years

• Working in people with Disabilities for 16 years 

• Adults, Children and Families

• Clinical Strengths - managing complexities across teams 

• Enhanced Clinical Training in Behavioural Therapy, 
Feeding & Swallowing and Incontinence

• Education, Training and Advocacy - Committees & 
Reference Groups 

About Me
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Managing Nutritional Complexities 

Under NDIS, people with disability have rights 
to dignity, choice, independence, participation, 
and freedom from abuse.

Key Principles

• Rights-based approach to mealtimes

 • Distinguish between support vs restriction

 • Manage high-risk food situations under “least 
restrictive” principles



Employees want a leader

who is empathetic and reliable.

What's for breakfast?
Paste to the plate, the food items you think are healthy to eat for breakfast.
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Managing Nutritional Complexities 

LEAST RESTRICTIVE APPROACH TO CHALLENGES > STRATEGIES

Challenge Least Restrictive Strategies (Dietitian)

Poor food choices despite risk (e.g. diabetes, 
dysphagia)

Use visual cues (safe vs risky foods), offer alternatives, schedule supervised eating windows, 
reinforce safe choices, collaborate with behaviour support to develop understanding of cause-
effect

Nonverbal / limited comprehension Use picture menus, social stories, youtube videos, communication aids, consistent mealtime 
and shopping routines, redirection

Food hoarding / unsupervised intake Reorganise environment (safe storage, visibility), reduce access to high-risk foods, only 
supervise during high-risk times, gradually reduce supervision

Weight gain from excessive intake Low energy fillers - front loading, swaps and alternatives, consistent structured eating 
schedule, positive reinforcement for any habit, swap or edit to food intake

Food refusal / minimal intake Gradual exposure, sensory desensitisation, flexibility in preferred textures / flavors, work with 
behaviour support to reduce extinction of eating

Texture-modified / swallowing risk diets Collaborate with speech pathologist, clearly communicate to staff, use consistent 
measurement tools, train staff, monitor compliance and safety



Managing Nutritional Complexities 

Real-World Cases 

• Background 
• Problem & risk 
• What was assessed
• Strategies implemented
• How restrictive practices were considered 

and how these were managed
• Outcomes and lessons



CASE 1 -ARFID IN A TEENAGER WITH ADHD, OCD, DYSPRAXIA AND LOW BMI

Managing Nutritional Complexities 

 Background (Diagnosis, Context, Environment)

• Diagnosis: Avoidant/Restrictive Food Intake Disorder (ARFID), with comorbid ADHD, OCD, and 

dyspraxia

• Environment: Lives at home with parents; supportive family, studying criminology/psychology at 

university; occasionally lives independently

• History: Lifelong picky eating and strong aversions (texture, smell, contamination fears). Limited to 

<20 foods. Underweight ?disordered eating and dizziness due to poor OI.

• Medications: Vyvanse 40 mg (previously ceased then restarted); Ritalin 10 mg TID; supports focus 

but can suppress appetite
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Managing Nutritional Complexities 

 What the Dietitian Assesses

• Dietary diversity and food exposure hierarchy (safe vs challenge foods vs safety behaviours)

• Nutritional adequacy (Overall energy status, micronutrients (excess and deficiencies, hydration)

• Weight stability and medical parameters (affected or affecting intake)

• Psychological barriers: anxiety, OCD triggers, ADHD-related forgetfulness, food hierarchy

• Environmental barriers (food access at uni, cooking confidence)

• Motivation, readiness for change (intrinsic & extrinsic motivators, antecedents) and social 

supports



CASE 1 -ARFID IN A TEENAGER WITH ADHD, OCD, DYSPRAXIA AND LOW BMI
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 Restrictive Practice Considerations

• Potential Restrictive Risks: Forcing exposure to aversive foods, controlling food environment, or 

removing safe foods.

• Mitigation:

⚬ Adopted choice-based exposure hierarchy guided by CBT-AR principles.

⚬ Used motivational interviewing and neutral environments to promote autonomy.

⚬ Avoided coercion; instead fostered confidence, education, and social support.

⚬ Expanded support network; language redirections to encourage, not pressure, food 

experimentation



CASE 1 -ARFID IN A TEENAGER WITH ADHD, OCD, DYSPRAXIA AND LOW BMI
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CASE 2 -  40 YR OLD LADY WITH ID, AUTISM, DYSPHAGIA  - PICA + COMPULSIVE 

DRINKING + HYPER-HYPONATREMIA + ADHERENCE TO MTMP
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 What the Dietitian Assesses

• Adequacy of bowel management regimen: frequency, stool consistency, and hydration 

balance.

• Risk of electrolyte imbalance from fluids and laxative overuse and diarrhoea.

• Urinary output patterns and continence aid usage.

• Weight trends and signs of dehydration or oedema.

• Mealtime safety: supervision level, IDDSI compliance, swallowing issues, and texture tolerance.

• Communication and behavioural responses related to mealtime or toileting routines.

• Coordination with GP, nursing, and behaviour support regarding medication titration and 

restrictive practice governance

CASE 2 -  40 YR OLD LADY WITH ID, AUTISM, DYSPHAGIA  - PICA + COMPULSIVE 

DRINKING + HYPER-HYPONATREMIA + ADHERENCE TO MTMP
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CASE 2 -  40 YR OLD LADY WITH ID, AUTISM, DYSPHAGIA  - PICA + COMPULSIVE 

DRINKING + HYPER-HYPONATREMIA + ADHERENCE TO MTMP
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Managing Nutritional Complexities 

 Background (Diagnosis, Context, Environment)

• Diagnosis: Type 2 Diabetes Mellitus (insulin-dependent), secondary brain injury post brain cancer (in 

remission), toe amputation, hyperlipidaemia, depression, nerve pain, No -Teeth 

• Living Environment: SIL environment with daily support workers assisting with meals, medications, 

and daily routines

• Cognitive/Behavioural Profile: Mild cognitive impairment, trauma-related anxiety, emotional lability, 

low motivation, regular verbal aggression, strong-overt traits of racism and sexism 2* TBI. 
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CASE 3 -  55 YEAR OLD - 2*TBI, INSULIN D. DIABETES WITH MEMORY LOSS, BLUNTED 

INTEROCEPTION AND OVEREATING
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 Restrictive Practice Considerations

• Limiting access to discretionary foods could risk autonomy or create food control.

•

• Mitigation Strategies:

⚬ Implemented structured choice approach in collaboration: suggest and offer planned healthy 

snack first, redirect if wanting to choose alternative, but allow right to choose. 

⚬ Educated staff on positive reinforcement over negative reinforcement; to encourage healthy 

behaviours 

⚬ Ongoing data monitoring (food, BGL, Insulin) - client centred choices. 

⚬ Aligned with positive behaviour support framework  used routine, visual prompts, and self-

monitoring to build intrinsic control.
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• Customised client plans with automony 
and independence at forefront 

• Safe and supportive food environments 
result in least restrictions 

• Education & training - consistent 
communication b/n teams

• DATA + DATA = accurate interventions
• Supported decisions with BSP, Client and 

Teams 
• Document + communicate and rinse 

repeat
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