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ABSTRACT
Background: The International Dysphagia Diet Standardisation Initiative (IDDSI) framework establishes a global standard,

with standardized terms, descriptors and measurement criteria, to enhance dysphagia care. This paper presents one of the first

documented successful implementations of IDDSI in a large acute care hospital. The implementation at the University Hospital

Graz, a 1554‐bed acute care facility, took place between 2021 and 2024. The project aimed to standardize practices in five

patient‐focused areas to improve knowledge, and facilitate multiprofessional communication.

Methods: Based on the IDDSI Monitor, Aware, Prepare, Adopt (MAPA) model and IDDSI implementation guide, a project plan

was developed. An interdisciplinary working group consisting of dietitians, Speech‐Language Pathologists (SLPs) and chefs

conducted comprehensive audits of all existing recipes and aligned clinical swallowing assessments and dietetic recommen-

dations with IDDSI standards. Training programs ensured the consistent application of terminology across the therapeutic,

nursing, and kitchen teams. Two staff surveys were conducted ‐ one before and one after implementation.

Results: The working group successfully integrated IDDSI into clinical workflows, menu planning, charting and electronic

health record systems. Staff surveys showed a significant increase in IDDSI awareness, rising from 42.1% to 76.7%, along with

greater use of the IDDSI standardized terminology by the staff during the project's duration.

Key implementation challenges included adapting recipes to meet IDDSI texture levels and integrating the framework into the

utilized Cook and Chill food preparation system. Dual project lead with one Speech‐Language Pathologist (SLP) and one

dietitian, targeted training, and the active engagement of kitchen staff were crucial to the project's success.

Conclusions: This study demonstrates that implementing IDDSI in acute care settings is both feasible and beneficial, leading to

multiprofessional knowledge of the framework and fostering collaboration.

1 | Introduction

Thickening liquids and modifying food texture are common
strategies in dysphagia management. Fluid thickening can en-
hance swallowing safety [1] and may consequently reduce the

risk of penetration and aspiration [2, 3]. However, there is no
clear evidence that this prevents pneumonia [4, 5]. Since
potential side effects, such as patient aversion leading to
dehydration and reduced quality of life (QOL) may occur [1],
the use of these dysphagia management strategies should be
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carefully weighed, considering ethical aspects. Patient safety is
improved when fluid thickening and texture modification are
implemented in a standardized and consistent manner. To date,
various professional associations have proposed different clas-
sifications for texture‐modified foods [2]. Consequently, there is
an international need for classification and standardized defi-
nitions to ensure evidence‐based treatment [1, 2]. This need also
applies to Austria, where no nationwide uniform definition of
texture‐modified foods and liquids exists among professional
societies, industry representatives, and clinicians [6].

IDDSI was established in 2013 with the aim of developing a
framework that includes globally standardized terminology,
definitions, and testing methods for texture‐modified foods and
liquids. It describes eight consistency levels (0–7) for foods and
thin, naturally thick or thickened liquids (see Figure 1) [7].
Several international and national organizations, such as the

Dysphagia Research Society, the Royal College of Speech and
Language Therapists, and the International Confederation of
Dietetic Associations, support IDDSI [8]. In 2019, the German‐
language version was published in its final, second edition [9].
Since 2019, the Austrian Association of Speech and Language
Therapists has supported IDDSI, while the Austrian Profes-
sional Association for Dietitians has endorsed IDDSI since 2021
[10, 11]. The just recently presented EU IDDSI declaration
underscores the cross‐sectoral commitment of major Eur-
opean [12].

In research, consistencies mapped to IDDSI levels are already
used for swallowing diagnostics. This applies to both instru-
mental examinations, such as videofluoroscopic swallowing
studies (VFSS) and fiberoptic endoscopic evaluations of swal-
lowing (FEES), as well as to bedside swallowing assessments
conducted by SLPs [13–17]. To date, only a few research articles
have examined how institutions have implemented IDDSI and
how its implementation has been scientifically measured. Our
literature search identified the Kempen Pilot [8], which
describes the implementation of IDDSI in a 250‐bed facility over
an initially planned twelve‐month period. This study provides a
comprehensive analysis of the processes, obstacles, and factors
contributing to a successful implementation. Brief descriptions
of IDDSI implementation in acute care hospitals are also
available for the New York‐Presbyterian Brooklyn Methodist
Hospital [18] and two case studies [19] from the United King-
dom. However, none of these publications include scientific
measurements of implementation success using staff surveys.

Two recent studies have focused on IDDSI implementation in
New Zealand nursing homes [20, 21]. One of these studies used
pre‐ and post‐intervention staff surveys [21], while the other
combined multiple methods, including mealtime observations,
manager interviews, and staff surveys [20]. However, we found no
other research papers describing the implementation of IDDSI in
institutional settings, particularly in an acute care environment.

The University Hospital Graz is one of the largest hospitals in
Austria, comprising 35 clinical departments, 55 general care
wards, 17 intensive care and intensive monitoring units, and a
total of 1554 beds. It is part of a state‐wide hospital network
which includes seven hospitals across 20 locations and three
care centers. Most hospital locations have their own kitchens,
where the majority of meals are prepared in‐house rather than
being purchased as ready‐made products.

At the University Hospital Graz, the Cook and Chill system is
used for food preparation. This process involves cooking meals
the day before, rapidly cooling them, and regenerating them on
the wards just before serving. To ensure consistent and
evidence‐based hospital catering across the entire hospital
group, a diet catalog was developed by dietitians and physicians
many years ago. This catalog has been regularly reviewed at
3‐year intervals and updated to align with current standards
and patient needs. It includes five predefined texture‐modified
diets: liquid food (mostly required after oral surgery), pureed
food, mushy‐mixed food and two diets with a changing summer
and winter meal plan, namely soft food without mixed con-
sistencies and soft food. However, the consistency definitions
for these texture‐modified diets were based on internal criteria.

FIGURE 1 | The IDDSI framework uses standardized descriptors

and testing methods for a continuum of 8 levels (0–7) for thickened

liquids and texture modified foods [7].

Summary

• This is the first study to report in detail on the imple-
mentation of IDDSI in an acute care hospital, compar-
isons are made with the previously published Kempen
pilot and implementation projects in nursing homes.

• Over a project period of more than 2 years, the IDDSI
framework was fully implemented in the five patient‐
oriented areas, the timing and organizational approach
is presented comprehensible.

• Staff surveys showed a significant increase in IDDSI
awareness and use of the IDDSI standardized termi-
nology by the staff.

• Factors that promote implementation (multi‐professional
collaboration, communication, and project management
skills) and challenges for implementation are discussed,
taking into account the specific characteristics of the Cook
and Chill cooking system and an item‐based labeling
approach.
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Given the wide range of clinical conditions requiring food and
liquid modifications, texture‐modified diets play a crucial role
in patient care at the University Hospital Graz. In 2019, the
diagnoses “dysphagia,” “suspected dysphagia,” and “status post
dysphagia” were recorded a rounded 1200 times at the hospital.
According to catering system data from 2021, an average of 360
texture‐modified meals were required per day. The distribution
of the texture‐modified diets was as follows: 7% liquid food, 7%
pureed food, 30% mushy‐mixed food, 8% soft food without
mixed consistencies and 48% soft food.

To address the need for further standardized terminology and
definitions for texture‐modified foods and liquids, speech‐
language pathology staff and dietetic staff recommended im-
plementing IDDSI. Standardizing terminology and definitions
was expected to improve interprofessional knowledge and
communication and these improvements may contribute to
patient safety in the longer term.

2 | Materials and Methods

2.1 | Implementation Steps

An interdisciplinary working group was established in 2021 to
oversee the implementation of the IDDSI framework at the
University Hospital Graz. The working group comprised dieti-
tians, chefs, and SLPs, who collaborated closely throughout the
project. The implementation process was based on the IDDSI
Board's implementation guides and MAPA model [6]. To ensure
the comprehensive implementation of IDDSI, the working
group utilized project management tools to develop a detailed
plan for all work packages and established a structured timeline
(see Figure 2). _Working group members actively monitored the
progress of each work package and collaborated with key sta-
keholders, including SLPs, dietitians, kitchen staff, nursing
managers, physicians, and radiology technologists.

Leadership of the project was structured as a dual project lead,
with one SLP and one dietitian jointly overseeing the

implementation. They received additional support and guidance
from the project management department at the University
Hospital Graz. Regular team meetings were held to assess
project progress, ensure coordination across disciplines, and
manage multiple work packages running in parallel. These
tasks took place during the regular working hours of the
members of the working group.

The working group aimed for the consistent use of standardized
terminology, food textures, and drink viscosities according to
IDDSI descriptions in all swallowing evaluations, as illustrated
in the first patient‐focused area in Figure 3. This approach
enhances the comparability and reproducibility of examination
results in the Clinical Swallow Examination (CSE), FEES, and
VFSS, facilitating precise recommendations for subsequent
dysphagia diets.

The working group sought to implement IDDSI beyond fluids,
extending its definitions to texture‐modified diets. The second
patient‐focused area involved testing all existing menu items
across all texture‐modified diets. Three working group members
‐ one dietitian, one SLP, and one chef ‐ audited all meals,
including breakfast, snacks/desserts, lunch, and dinner, using
IDDSI food classification and testing methods. Samples were
tested immediately after preparation and after the Cook and
Chill regeneration process on hospital wards, utilizing a stan-
dard metal spoon and fork. Thickened liquids and meals were
tested using a standard 10ml BD Luer‐Lok™ syringe and cut-
lery in standard dimension, as directed in the IDDSI testing
methods. Meal temperatures were measured with the GREI-
SINGER GTH 175/PT temperature measuring device. Each
individual food item was then mapped to the corresponding
IDDSI level. Where necessary, recipes were adjusted to meet the
criteria for a single IDDSI level, and new recipes were deve-
loped to address identified gaps. This was the most
labor‐intensive aspect of the project, as the hospital had five
established dysphagia diets, some of which featured alternating
seasonal meal plans for summer and winter. Additionally,
ready‐made baby products were tested and mapped to IDDSI
levels. After this first step, where all foods for patients with

FIGURE 2 | Timeline for implementation of the IDDSI Framework at the University Hospital Graz.
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dysphagia were assigned to an IDDSI level, the next step was for
the working group to determine which IDDSI levels would be
used in the respective texture‐modified diets in the future. It
was determined that all consistencies on the tray with liquid
food should continue to be easily drinkable with a straw, i.e.,
correspond to IDDSI levels 0, 1, or 2. Given the frequent need
for puréed textures, they are used for two diets. Only items in
IDDSI level 3 may be served on trays with pureed food. The
trays with mushy‐mixed food contain items in IDDSI levels 3
and 4. The diet soft food without mixed consistencies offers
items in consistency levels 3, 4, 5, 6, and EC 7. It is primarily
used for patients with mild dysphagia or those experiencing
chewing difficulties. All IDDSI levels below level 7 are per-
mitted on the trays with soft food, which are designed for frail,
elderly patients and individuals with impaired mastication or
dental problems. Simultaneously, further education and train-
ing sessions were organized for the kitchen staff. Industry
participation was not part of this study.

Third, they implemented IDDSI standards for liquid modifica-
tion on hospital wards based on swallowing examination
results. On the wards, they serve drinks in IDDSI 0 (coffee, tea,
water) as standard. It was therefore not necessary to test and list
these drinks. Drinks such as buttermilk have been tested and
mapped to IDDSI levels by the working group. They are handed
out on the food trays from the kitchen. All thickened drinks are
freshly prepared by the nursing staff. The working group's focus
was therefore, to develop strategies to train nursing staff on
IDDSI guidelines and liquid modification procedures. This
training was conducted in a top‐down approach, starting with
nursing management and extending to individual nurses. Care
managers received training via video lectures, and training
materials were created and distributed by the working group.
They did not give out syringes to patients or their family
members as standard.

IDDSI standards for consistencies should also be integrated into
all relevant dysphagia treatment areas. This included the rec-
ommended consistencies for nutrition therapy provided by
dietitians, such as the 19 oral nutritional supplements (ONS)
used, as well as boluses applied in dysphagia therapy by SLPs.
Service documents detailing the test results were made available
to employees via the institution's intranet.

Furthermore, the implementation project included the use of
IDDSI terminology in written documents, such as electronic
health record systems, charting, discharge letters, hospital
guidelines, the food ordering system, and patient handouts.
This ensures that the IDDSI wording is maintained throughout
the entire patient care process—from the initial admission
interview to the discharge letter and the transfer of information
to the next institution. Patient handouts from speech therapy
and dietetics include IDDSI nomenclature, relevant description/
characteristics where liquid modification and texture modifi-
cation are concerned.

2.2 | Staff Survey

To evaluate the implementation project and identify its
strengths and weaknesses, an employee survey was conducted
in 2022 before the staff training measures were implemented
and again at the end of the implementation phase in 2024 (see
Figure 2). In our literature search, we were unable to find a
published measurement tool for IDDSI implementation proj-
ects. Therefore, a self‐administered questionnaire was deve-
loped by the IDDSI working group. The online questionnaire
was created using the survey tool Evasys.

In addition to demographic data, the survey covered four key
topics: (i) current practices in fluid modification and consist-
ency adjustment, as well as the status of IDDSI implementation
on the ward, (ii) awareness of IDDSI, (iii) enablers and barriers
to implementation, and (iv) staff attitudes toward IDDSI. Par-
ticipation was voluntary and anonymous. Ethics approval for
the staff survey was obtained from the institutional ethics
committee in Graz (35‐025 ex 22/23).

Department managers sent out the survey participation link via
e‐mail. Employees from nursing, medical, and therapeutic
professions were invited to participate. The survey targeted staff
from surgical and conservative units, pediatric and adult wards,
as well as intensive care units, aiming for an equitable distri-
bution across different occupational groups. The same profes-
sional groups were surveyed in both 2022 and 2024; however,
individual participants may have varied due to voluntary par-
ticipation and natural staff turnover.

FIGURE 3 | Patient‐focused areas for the implementation of the IDDSI framework at the University Hospital Graz.
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2.3 | Statistical Methods

The statistical analyses were carried out by the Core Facility
Computational Bioanalytics, Medical University Graz, Austria.

After data closure, all variables passed a plausibility check to
detect outliers in the data set. No extreme values have been ex-
tracted from the full data set. Assumption of normal distribution
was proved with Shapiro Wilk tests (p> 0.05 normally distributed
data assumed) and Q–Q plots. Non parametric Mann‐Whitney U
tests were performed to test group differences. Associations
between categorical variables were analyzed with Chi² tests and
Fisher's exact tests. A one dimensional Chi² Test was used to
check the contribution of the “Working group on IDDSI imple-
mentation at the University Hospital Graz” from 2022 to 2024.

Data are presented as total number, as mean ± standard devi-
ation, or as median and Interquartile range (25‐percentile and
75‐percentile). Statistical tests were performed using SPSS ver-
sion 27.0 (SPSS Inc., Chicago, IL). GraphPad Prism 9 (GraphPad
Prism version 9.5.1 for Windows, GraphPad Software, La Jolla
California USA) was used for visualizations. All tests were two‐
sided with 95% confidence intervals (95% CIs). A p‐value of less
than 0.05 was considered statistically significant.

3 | Results

The working group successfully completed the implementation
of the IDDSI framework across five patient‐focused areas (see
Figure 3), allowing them to provide patients with food and
beverages in standardized IDDSI consistencies based on the
results of their swallowing assessments. Patients and family
members respond naturally and openly to the IDDSI nomen-
clature. All work packages were completed on schedule.

To ensure the sustainability of the implementation beyond the
project's conclusion, monitoring measures and regular audits of
consistencies were established. IDDSI is now used as a common
language in both verbal communication and all service docu-
ments, training materials, and charting.

In 2022, 114 employees took part in the staff survey. Of these,
64.9% worked exclusively with adults, 28.1% exclusively with
children and 7% with both patient groups. The professional
groups surveyed were speech therapy (12.3%), dietetics (11.4%),
radiology technology (4.4%), kitchen staff (1.8%), nursing staff
(53.5%) and medical staff (16.7%).

In 2024, there were slightly fewer responses to the survey, with
N=103. Again, most employees worked only with adults (72.8%),
6.8% of the employees worked exclusively in the children's area and
20.4% worked with both patient groups. The same professional
groups were surveyed and the distribution at the end of the project
in 2024 was well comparable with 2022. The following were
included: speech therapy (18.4%), dietetics (10.7%), radiology tech-
nology (5.8%), kitchen staff (1.9%), nursing staff (46.6%) and medical
staff (16.5%).

Table 1 provides an overview of the awareness and use of IDDSI
and includes feedback on the effectiveness of the project work.

Results from the staff survey show that awareness of IDDSI
increased significantly among the employees surveyed in the
overall group and in the nursing subgroup between the start of
the project in 2022 and the end of the project in 2024, see also
Figure 4. The subgroup speech therapy, dietetics and radiology
technology started with a very high initial value (78.1%), which
rose further to 91.7%, but this is not significant in the statistical
evaluation. The result for whether the subgroup of medical staff
knew IDDSI had doubled during the project's duration. In 2022,
a third of respondents knew IDDSI, but by 2024 this had risen
to two thirds.

The terminology used by employees has also evolved. In 2024,
the degrees of thickening were specified significantly more
frequently using IDDSI levels compared to 2022. Simulta-
neously, the previously common descriptors—nectar‐like,
honey‐like, and pudding‐like—were used significantly less
frequently.

When asked how they learned about IDDSI, 50.6% of respon-
dents in 2024 indicated that they became familiar with it
through the working group on IDDSI implementation at the
University Hospital of Graz (see Table 1). This response was
selected significantly more often in 2024 than in 2022. Fur-
thermore, the working group was identified as the second most
frequently mentioned enabling factor for implementation (see
Table 2).

The survey also provided an overview of staff attitudes toward
IDDSI. As shown in Figure 5, IDDSI was widely accepted by
employees at the end of the project. More than 40% of respon-
dents strongly agreed that implementing IDDSI facilitates
multi‐professional communication and enhances the quality of
patient care. Additionally, over 50% of respondents strongly
agreed that the implementation of IDDSI in their workplace is
beneficial.

Tables 2 and 3 present factors identified by employees as en-
abling or obstructing the implementation of IDDSI at the end of
the project in 2024. These factors were assessed using multiple‐
choice responses.

The most frequently selected enabling factors were the use of
IDDSI terminology in multi‐professional communication
(50.6%) and the role of the working group on IDDSI imple-
mentation (49.4%). The most commonly reported obstacles,
cited by 48.1% of respondents, were a lack of familiarity with
IDDSI and insufficient staff knowledge/education, and training.

4 | Discussion

4.1 | Comparisons With Previous Studies and
Limitations

Our data primarily reflect the success of the implementation
project in enhancing interprofessional knowledge of IDDSI and
fostering collaboration, which may contribute to patient safety
in the longer term. Our study focusses on process outcomes
(knowledge, communication, collaboration) rather than clinical
outcomes (safety, management effectiveness). Explicit training
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or information events for external institutions were not the aim
of our implementation project. While this may well be positive
for continued patient safety, it would have exceeded our avail-
able time resources. Also, we did not use implementation sci-
ence models or frameworks when creating our survey
questions. Another limitation worth mentioning here is that no
interrater reliability measures or percentage of agreement
measures were used when mapping all food items. Approxi-
mately 20% of respondents indicated moderate agreement with
statements such as “implementation of IDDSI facilitates mul-
tiprofessional communication” or that “it is useful”. The pres-
ent survey did not include follow‐up questions investigating
whether this is due to the usual reluctance toward change in
routines or to other reasons for this perception.

Rather than tracking individual participants, site‐wide
changes in staff awareness were examined, similar to Wu
et al. [21] Through the interventions of the working group, a
significant increase in staff awareness of IDDSI was suc-
cessfully achieved, from 48% pre‐intervention to 79% post‐
intervention. Wu et al. reported a lower pre‐intervention
awareness of IDDSI guidelines at 25%, with a post‐
intervention awareness level comparable to ours at 75% [21].
In another study, Wu et al. found that awareness levels of
IDDSI among staff in five aged‐care facilities ranged from 5%
to 79%, which we assume are post‐intervention survey results
[20]. Comparability with the Kempen pilot is limited, as their
approach focused on competency sign‐offs after workshops
rather than staff surveys [8].

The attitude of staff toward IDDSI was largely positive, as
assessed at the conclusion of the implementation project. Wu
et al. similarly reported that a high proportion of participants
(76%) believed IDDSI improved the quality of care. However,
their study showed a lower agreement (24%) regarding IDDSI's
ability to enhance team communication [19]. Direct

TABLE 1 | Comparison of staff survey results at the start and end of the project.

2022 (N= 112) 2024 (N= 101) p

2.6. Do you know the IDDSI

Yes 48 (42.1%) 79 (76.7%) < 0.001

No 66 (57.9%) 24 (23.3%)

SLP, dietitians, radiology technologists

Yes 25 (78.1%) 33 (91.7%) 1.000

No 7 (21.9%) 3 (8.3%)

nursing staff

Yes 15 (24.6%) 33 (68.8%) < 0.001

No 46 (75.4%) 15 (31.3%)

medical staff

Yes 7 (36.8%) 11 (64.7%) 0.181

No 12 (63.2%) 6 (35.3%)

2.4 How is the consistency of liquid modification specified at your workplace?

Liquid, nectar‐like, honey‐like, pudding‐like 46 (46.5%) 19 (19.8%) < 0.001

IDDSI 0, IDDSI 1, IDDSI 2, IDDSI 3 22 (22.2%) 54 (56.3%)

Recipe instructions (e.g. 1 measuring spoon of ‘thicken up′ thickening powder
per 200ml)

17 (17.2%) 15 (15.6%)

other 14 (14.1%) 8 (8.3%)

3.1 How did you find out about IDDSI?

Through the working group on IDDSI implementation at University Hospital Graz 13 (27.1%) 40 (50.6%) < 0.001

Note: Data are presented as total numbers and relative frequences (%).

FIGURE 4 | Awareness of IDDSI in the staff surveyed pre and post

implementation project.
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comparisons with our results are challenging, as a 5‐point
Likert scale was used to assess agreement levels.

4.2 | Enablers of IDDSI Implementation in the
Institution: Multi‐Professional Collaboration,
Communication, and Project Management

Many strategies from the Kempen pilot were successfully
adapted to this implementation project. As in the Kempen pilot,
the working group employed a top‐down and bottom‐up
approach, involving both management endorsement and
multi‐professional support for implementation. The critical role
of interdisciplinary collaboration in successful implementation
was also highlighted in the Kempen pilot [8]. In the staff survey,
multi‐professional communication using IDDSI levels and the
presence of an implementation working group were the most
frequently cited enabling factors (see Table 2). Similarly, Wu
et al. found that the absence of an interdisciplinary project team
was a barrier to implementation [20].

The working group structured the project management with a
dual project lead model, involving both an SLP and a dietitian,

which proved highly effective. The importance of close collab-
oration between SLPs and dietitians in dysphagia management
has been previously emphasized by Heiss et al. [22] Wu et al.
also identified the absence of on‐site dietitians and SLPs as a
barrier to implementation [20].

Additionally, cooperation and communication with the chefs
and kitchen staff emerged as one of the most crucial steps in the
implementation process, a finding also discussed by Wu et al.
[20] To further enhance implementation efforts, some working
group members and kitchen staff participated in two external
training sessions on IDDSI testing methods and recipes.
Moreover, engagement with the international IDDSI group
“Implementation and Kitchen Technology” for German‐
speaking countries provided valuable support. A dietitian from
the working group acted as coordinator between the kitchen
and dietetics, ensuring efficient communication during the
project period. This role will continue to be essential for
ongoing quality assurance and regular audits.

Project planning and monitoring benefited from the existing
project management skills within the dietetics and SLP teams,
supported by the project management department of the

TABLE 2 | Enabling factors for IDDSI implementation.

Item N % % of cases

IDDSI terminology is used in multi‐professional communication 40 19.0% 50.6%

Working group on IDDSI implementation at the University Hospital Graz 39 18.6% 49.4%

Availability of IDDSI resources (posters, training videos,…) 32 15.2% 40.5%

Food industry products (e.g. thickening agents) that adopt the IDDSI terminology 28 13.3% 35.4%

Use of IDDSI terminology in specialist literature and at congresses 26 12.4% 32.9%

Recommendations from professional associations 18 8.6% 22.8%

I haven't thought about it yet 16 7.6% 20.3%

Positive feedback from patients 8 3.8% 10.1%

Other hospitals switch to IDDSI 2 1.0% 2.5%

Other 1 0.5% 1.3%

Note: Multiple answers possible therefore the total number is over N= 101.

FIGURE 5 | Staff attitude towards IDDSI at the end of the implementation project 2024.
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University Hospital. Hospital‐wide communication about the
IDDSI standards was facilitated through internal media chan-
nels, such as the hospital magazine and intranet.

4.3 | Time and Organizational Factors – Finding
Their Own Path

The IDDSI Implementation Guide recommends a 1‐year project
phase, which was successfully executed in the Kempen pilot [8].
However, as described by Sollereder [6], the working group
opted for a longer project duration due to an extended pre‐
planning phase, largely influenced by the size of the facility.
Additionally, testing food items using the German audit tools
required an extended period, as the hospital operates with an
alternating seasonal summer and winter meal plan. The
working group's approach to testing and mapping menu items
was therefore significantly longer than the 6‐week period
described by Estrella et al. [18]

While it is common to name the recommended diet after the
IDDSI level of the entrée (e.g., Minced & Moist), other menu
items on the same tray such as soups or yogurt often belong to
lower IDDSI levels. The working group adopted an item‐based
labeling approach, labeling all menu items (starter, entrée,
dessert) with their respective IDDSI levels on both the meal tray
and in the food ordering system. This decision was made
because the IDDSI implementation project was limited to the
University Hospital and did not extend to the entire state‐wide
hospital network, which already had a predefined state‐
wide diet catalog. Maintaining the established terminology for
the five texture‐modified diets whilst simultaneous specifying
the IDDSI levels for the items served on the trays was con-
sidered the safest option for patient transfers to peripheral
hospitals in our network. Also, offering meal trays limited to a
single IDDSI level would not reflect clinical reality and, in most
cases, would not be necessary for patients.

4.4 | Challenges Related to the Kitchen System
and Existing Products

The kitchen at the University hospital operates primarily with
in‐house food production, despite being a large acute hospital.
Among the five facilities studied by Wu et al. only one used
both cook fresh and cook freeze systems, while the remaining

three either used cook fresh alone or cook fresh with packaged
texture‐modified meals [20]. The Cook and Chill food service
system posed specific challenges. Nonetheless, IDDSI was suc-
cessfully implemented beyond fluids.

Preparing lower IDDSI levels (0–2) within the Cook and Chill
system did not present difficulties. However, regenerating food
at IDDSI Level 3 was challenging due to hygiene regulations
requiring all food to be reheated to at least 70°C, which tem-
porarily altered its consistency, reducing it to a lower IDDSI
level. After cooling to an appropriate eating temperature, the
consistency returned to IDDSI Level 3.

Maintaining the texture of IDDSI Level 4 food from kitchen to
fork was another challenge, as the consistency became firmer
when heated. Although the texture remained homogeneous, it
was firmer than specified by IDDSI testing methods. This raised
discussions about whether these foods should instead be clas-
sified as IDDSI Level 7 Easy to Chew. This issue was particularly
observed in both homemade and commercial flans. From a
kitchen perspective, preparing and serving fine, homogeneous,
in‐house‐made IDDSI Level 4 flans would have required a sig-
nificantly higher workload, which was not feasible given ex-
isting organizational, human, and technical resources. Since the
flans have long been a valuable option for patients with
swallowing disorders, the multi‐professional working group
agreed to continue offering them based on individual patient
assessments.

As described by Estrella et al. [18], only a few menu items were
classified as IDDSI Levels 5 and 6, often due to particle size
constraints. Suitable dishes for IDDSI Level 6 (e.g., bread
dumplings or fish) could not be precut into 1.5 × 1.5 cm pieces in
the kitchen and were therefore served whole, requiring prepa-
ration at the bedside. Similarly, due to inappropriate particle size,
certain soft dishes had to be mapped to IDDSI Level 7 Easy to
Chew rather than Level 6. Typical IDDSI Level 5 entrées con-
sisting of three menu items within this same level are not offered.

IDDSI is currently not a diagnostic system and therefor is
intended to “describe, not prescribe” textures and viscos-
ities. Still, in case the working group's audits identified some
menu items that fell between IDDSI levels (e.g., due to
particle size) or were at the boundary of a viscosity level, the
recipe was modified to ensure compliance with IDDSI
criteria.

TABLE 3 | Obstacles to IDDSI implementation.

Item N % % of cases

Lack of familiarity with IDDSI in my clinic/organizational unit 38 30.4% 48.1%

Lack of knowledge/education and training of staff 38 30.4% 48.1%

Other clinics or extramural service providers do not know or use IDDSI 18 14.4% 22.8%

I haven't thought about it yet 15 12.0% 19.0%

Lack of support from the company/management 7 5.6% 8.9%

Lack of time 5 4.0% 6.3%

Other 4 3.2% 5.1%

Note: Multiple answers possible therefore the total number is over N= 101.
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5 | Conclusion

In summary, our findings provide a framework for other insti-
tutions seeking to adopt IDDSI standards, highlighting the
importance of collaboration, planning, and training. Future
implementation projects could focus on expanding IDDSI
adoption to other hospitals within the state‐wide hospital net-
work or beyond. An area of interest for future investigations
would be the use of direct measures of patient safety or clinical
improvement in IDDSI implementation projects.
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