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HE BEHAVIORAL HEALTH NUTrition Dietetic Practice Group of
the Academy of Nutrition and
Dietetics (Academy), under the
guidance of the Academy Quality Management Committee and its Scope of
Practice Sub-committee, has developed
Standards of Practice (SOP) and Standards of Professional Performance
(SOPP) for Registered Dietitians (RDs)
in Intellectual and Developmental Disabilities (IDD). These documents build
on the Academy’s Revised 2008 SOP for
RDs in Nutrition Care and SOPP for
RDs.1 The Academy’s Code of Ethics2
and the 2008 SOP in Nutrition Care and
SOPP for RDs1 are tools within the
Scope of Dietetics Practice Framework3
that guide the practice and performance of RDs in all settings. The concept of scope of practice is ﬂuid,4
changing in response to the expansion
of knowledge, the health care environment, and technology. An RD’s statutory scope of practice is deﬁned by state
legislation (ie, licensure, certiﬁcation,
or title protection laws) and differs
from state to state. An RD may determine his or her own individual scope of
practice using the Scope of Dietetics
Practice Framework,3 which takes into
account federal regulations; state laws;
institutional policies and procedures;
and individual competence, accountability, and responsibility for his or her
own actions.
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The Revised 2008 SOP and SOPP1 reﬂect the minimum competent level of
dietetics practice and professional performance for RDs. These standards
serve as blueprints for the development
of focus area SOP and SOPP for RDs in
competent, proﬁcient, and expert levels of practice. The SOP in nutrition care
address the four steps of the Nutrition
Care Process and activities related to
patient/client care.5 They are designed to promote the provision of
safe, effective, and efﬁcient food and
nutrition services, facilitate evidencebased practice, and serve as a professional evaluation resource. The SOPP
are authoritative statements that describe a competent level of behavior
in the professional role. Categorized
behaviors that correlate with professional performance are divided into six
separate standards.
These focus area standards for RDs in
IDD are a guide for self-evaluation and
expanding practice, a means of identifying areas for professional development, and a tool for demonstrating
competence in delivering IDD nutrition
services. They are used by RDs to assess
their current level of practice and to determine the education and training required to maintain currency in their focus area and advancement to a higher
level of practice. In addition, the standards may be used to assist RDs in transitioning their knowledge and skills to a
new focus area of practice. Like the
2008 “core” SOP in Nutrition Care and
SOPP, the indicators (ie, measurable action statements that illustrate how
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each standard can be applied in practice) (see Figures 1, 2, and 3 available
online at www.andjrnl.org) for the SOP
and SOPP for RDs in IDD were developed with input and consensus of content experts representing diverse practice and geographic perspectives. The
SOP and SOPP for RDs in IDD were reviewed and approved by the Executive
Committee of the Behavioral Health
Nutrition Dietetic Practice Group, the
Academy Quality Management Committee, and its Scope of Practice Subcommittee.

THREE LEVELS OF PRACTICE
Competent Practitioner
In dietetics, a competent practitioner is
an RD who is starting practice after having obtained RD registration by the
Commission on Dietetic Registration or
an experienced RD who has recently as© 2012 by the Academy of Nutrition and Dietetics.
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sumed responsibility to provide nutrition care in a new focus area. A focus
area is deﬁned as an area of dietetics
practice that requires focused knowledge, skills, and experience. A competent practitioner who has obtained RD
status and is starting in professional
employment acquires on-the-job skills
and engages in tailored continuing education to enhance knowledge and
skills. RDs expand their breadth of competence and advance their careers
through education and training, knowledge and skill development, professional experience, and interactions
with others. The practice of a competent RD can include responsibilities
across several areas of practice including, but not limited to, more than one of
the following: community, clinical,
consultation and business, research,
education, and food and nutrition management.

Proﬁcient Practitioner
A proﬁcient practitioner is an RD who is
generally 3 or more years beyond entry
into the profession, who has obtained
operational job performance skills, and
is successful in his or her chosen focus
area of practice. The proﬁcient practitioner demonstrates additional knowledge, skills, and experience in a focus
area of dietetics practice. An RD can acquire specialist credentials, if available,
to demonstrate proﬁciency in a focus
area of practice.

Expert Practitioner
An expert practitioner is an RD who is
recognized within the profession and
has mastered the highest degree of skill
in or knowledge of a certain focus or
generalized area of nutrition and dietetics through additional knowledge,
experience, and/or training. An expert
practitioner exhibits a set of characteristics that includes leadership and vision and demonstrates effectiveness in
planning, achieving, evaluating, and
communicating targeted outcomes. An
expert practitioner may have an expanded or specialist role, or both, and
may possess an advanced credential, if
available, in a focus area of practice.
Generally, the practice is more complex, and the practitioner has a high degree of professional autonomy and responsibility.6
These Standards, along with the Code
of Ethics,2 answer the questions: Why
September 2012 Volume 112 Number 9

is an RD uniquely qualiﬁed to provide
IDD nutrition services? What knowledge, skills, and competencies does an
RD need to demonstrate for the provision of safe, effective, and quality IDD
care at the competent, proﬁcient, and
expert levels?

OVERVIEW
Nutrition services for individuals or
people with IDD must balance nutrition
needs with the individual’s desires,
abilities, and supports (necessary services and adaptations) to achieve quality of life. Knowledge and understanding of the unique aspects of providing
services to individuals with IDD are essential for the RD to effectively deliver
nutrition care.
Developmental disabilities (DD) are
deﬁned as severe chronic disabilities
that can be cognitive or physical or
both. DD is a broad term that includes
intellectual disability (ID) as well as
other disabilities that originate before
age 22 years.7 ID is diagnosed before
age 18 years and is synonymous with
the previously used term mental retardation in kind, level, type, and duration
of the disability. ID is characterized by
signiﬁcant limitations both in intellectual functioning and in adaptive behavior, which covers many everyday social
and practical skills.7 Developmental
disabilities are likely to be lifelong and
can substantially inhibit a person’s capacity to do at least three of the following7:
• self-care activities (ie, dress,
bathe, eat, and other activities of
daily living);
• speak and be understood;
• learn;
• ambulate;
• make decisions;
• live on their own; and
• earn and manage an income.
DDs can be the result of identiﬁed
etiologies, such as chromosomal abnormalities, congenital anomalies, inherited metabolic disorders, speciﬁc
syndromes, neurodevelopment or
neuromuscular dysfunction, or may
not be associated with any diagnosed
condition. Although there are hundreds of speciﬁc diagnoses that involve IDD, the most well-known diagnoses that manifest as IDD include
Down syndrome, fragile X, autism
spectrum disorder, cerebral palsy, and
intellectual disability, unspeciﬁed.8

The estimated total number of people with ID or DD in the United States
from 1994 to 1995 was 4,132,878 (a
prevalence of 15.8 people per 1000).9
DDs were reported in 1 in 6 children in
the United States from 2006 to 2008.10
About 13.4 million (4.8%) of the noninstitutionalized child and youth population 5 years and older were estimated
to have cognitive difﬁculty in 2008.11
Estimates for adults age 60 years and
older with IDD range between 600,000
and 1.6 million. This rapidly growing
population is expected to be several
million by 2030.11

Nutrition and Health Concerns
in IDD
Improved care from birth through
adulthood has resulted in longer lives
for premature babies and a better quality of life and greater longevity in people with IDD. With increasing longevity, the variety of conditions and
functional impairments places people
with IDD at greater risk for developing
chronic diseases.12 Compared to the
population without disabilities, individuals with IDD are at greater risk for
health problems resulting in higher
morbidity and earlier mortality.13,14
Such risks can be magniﬁed when a comorbid mental health issue emerges;
individuals with coexisting IDD and
psychiatric disorders have been identiﬁed as a group with particularly complex service needs.15
There is a strong need for RD involvement to address and manage the multiple special nutritional needs of children
and adults with IDD.16,17 Health and
nutrition issues, often unmet in children with IDD, may include metabolic
problems, feeding difﬁculties, food allergies, and growth and/or developmental problems.18 Early intervention
is critical in improving treatment outcomes, preventing secondary disability,19 and inﬂuencing future nutritional
health needs. Nutrition problems in the
adult are often related to secondary
conditions, such as overweight/obesity,
gastrointestinal dysfunction, cardiovascular disease (including risk factors), diabetes, osteoporosis, cancer, anemia and
food allergies.20 Unlike “typical” aging,
some individuals with a disability begin
to show higher rates of medical and functional problems at age 50 or younger, including dementia and Alzheimer’s disease. Research documents nutritional
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deﬁcits, inadequate diets, and poor nutritional status among adults with IDD
living in the community.21,22
Twenty percent (20%) of children
ages 10 through 17 years with IDD are
obese vs 15% of children without disabilities.23 Obesity rates for adults with
disabilities are 58% higher than for
adults without disabilities.24 Factors
contributing to a higher incidence of
overweight and obesity include consuming fewer healthy food choices,
medications that contribute to weight
gain, physical limitations, lack of social and ﬁnancial support, poor eating
habits, lack of exercise, and depression.25 Gastroesophageal reﬂux disease is believed to occur in almost 50%
of individuals with IDD due to premature birth, comorbid complex physical disabilities, and advancing age.26 A
range of physical and behavioral difﬁculties often require that the individual receive mealtime assistance, adaptation, and intervention to ensure
safety and adequate nutrition.27 Problems with oral-motor control and swallowing lead to discomfort, poor nutritional status, dehydration, aspiration,
asphyxiation, and can be life threatening.28 Consulting with a speech-language pathologist or occupational therapist is key to addressing many of these
concerns in the individual with IDD.

Provision of nutrition services (eg,
consultation, assessment, intervention
planning, staff and care provider training, implementation, and monitoring)
may occur in the person’s home, supported living environment, group home,
or intermediate care facility, as well as
school, job, and day programs. RDs may
also provide nutrition care to children
and adults with IDD in acute care settings, outpatient clinics, long-term care
settings, skilled nursing, and school settings. Regardless of the setting, it is beneﬁcial when nutrition services are provided within a person-centered medical
home model.30 According to the Family
and Individual Needs for Disability Supports survey of 2011, the vast majority
of people with IDD (98%) report living
in the community, with 78% living with
family members, 9% in group homes of
six or fewer people and 7% in their own
homes or apartments.8
RDs are accountable and responsible
for overall provision of nutrition services provided in IDD. In institutional,
acute care, and long-term care facilities, dietetic technicians, registered
(DTRs) and other support staff may assist in the provision of nutrition care of
the individual with IDD. As part of RD/
DTR teams, DTRs work under an RD’s
supervision when providing personcentered nutrition care.

Provision of Nutrition Services

Nutrition Assessment

Individuals with IDD require varying
levels of individualized services and
supports determined through personcentered planning, which values the
speciﬁc needs and desires of the individual. The individual is empowered to
achieve personal and/or health-related
goals based on strengths and capacity,
not disability.7,29 The network of people supporting an individual with IDD
may be referred to as the circle of support, planning team, support network,
or care team. A nutrition plan for a person with IDD often requires adaptation
of the typical treatment approach to
meet the person’s unique needs. An RD
with experience in the care of the IDD
population is uniquely qualiﬁed to
provide medical nutrition therapy
across the full continuum of care, consistent with the person’s medical and
behavioral condition(s), prognosis,
functional abilities, intellectual and
cognitive skills, living environment,
self-determination, and choices.

A comprehensive evaluation is needed
when assessing nutritional status in the
child or adult with IDD. The assessment
should include the impact of disability
on nutritional status, current supports,
social skills, mealtime supports and
dining skills, mobility, sensory processing needs, social and communication
skills, level of independence, and cognitive level.31,32 Another key component
is assessing the level of support and assistance the person needs to carry out
the nutrition plan. Assessment often requires multiple measures or parameters in addition to using clinical judgment. Anthropometrics in the IDD
population can be difﬁcult to obtain because of structural anomalies (eg, kyphosis, scoliosis), as well as neuromuscular, sensory, and compliance issues.31
To calculate desired body weight, it
may be necessary to use multiple methods and compare results. Methods include World Health Organization or
Centers for Disease Control and Preven-
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tion growth charts.33 Specialty growth
curves, while available, are not recommended as a clinical tool.34
Conventional methods to estimate
energy requirements are not always accurate in IDD.31,35 Degree of spasticity,
severity of the disorder, muscle atrophy, stunted growth, extent of mobility
or ambulation, and low muscle tone are
factors affecting energy needs. More
than one method of determining energy needs may be required, along with
assessing weight history/trends, monitoring weights, reviewing laboratory
data and food intake records, observing
meal times, and obtaining information
from the individual and care providers.
Multiple medications and long-term
use of certain medications or treatments and their potential side effects
(eg, antiepileptic, psychotropic medications36) are often factors impacting
nutrition status and gastrointestinal
function. It is common for individuals
with IDD to take numerous prescription and nonprescription medications
and to use complementary and alternative therapies.37 The RD needs to review all medications and potential
food⫺medication interactions, as well
as any alternative or nontraditional
therapies (eg, ﬁsh oil, gluten-free, casein-free diet38) and assist in assessing
effective use, risk vs beneﬁt, and any associated safety issues.
RDs frequently provide services to individuals with IDD who receive or are
in need of enteral nutrition support.
The RD describes the potential nutritional beneﬁts, risks, and alternatives of
enteral nutrition/tube placement for
the individual. The RD contributes to
decisions regarding formula selection,
formula administration (ie, frequency,
volume, rate), and proper positioning
during and after formula administration. The RD consults with the circle of
support when foods are consumed
orally in addition to formula by tube,
such as the use of intermittent meals
that may be incorporated into the individual’s daily routine.

Nutrition Intervention
RDs in this focus area identify creative
approaches to nutrition interventions
and determine appropriate nutrition
education materials and age-appropriate tools. They discern the level of understanding and support needed by the
person, family, and care providers.
September 2012 Volume 112 Number 9
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When developing the nutrition intervention, the RD considers how the person communicates, such as vocalizations, body movements, sign language,
and use of augmentative and alternative communication devices.39 The use
of person-ﬁrst language is essential, focusing on the person rather than the
disability.29
Education and adequate training are
essential in all steps of implementing
the nutrition care plan, not just for the
person with IDD, but also for the family,
care providers, educators, and other
health care professionals. Living environments requiring care provider(s)
support can be complicated by high
staff turnover and the care provider’s
lack of food-preparation skills and nutrition knowledge.22 In addition, a care
provider’s personal choices and habits
may inﬂuence the individual’s behavior, creating barriers to successful intervention and outcomes. Developing
rapport and respectful working relationships with individuals and their circle of support is crucial for desirable
outcomes.
Behavioral responses or actions, both
positive and negative, in individuals
with IDD communicate wants, needs,
or emotions. Determining what the
person is trying to communicate helps
identify appropriate supports and interventions to achieve the planned outcomes. When behavior negatively impacts success at mealtime and overall
success of the nutrition plan, the RD
may implement established behaviorchange strategies along with positive
behavior support strategies, and/or recommend referral for behavioral services.27,31,40 While behavioral supports
are often necessary, it is critical to ﬁrst
consider that medical issues may cause
undesired behaviors.16
Services for individuals with IDD
have historically involved federal or
state assistance programs, regulations,
and funding guidelines that span living,
school, work, and health care environments.41,42 RDs practicing in the ﬁeld of
IDD need to be knowledgeable about
sources of funding and reimbursement
requirements,19,41 and RDs need to investigate coverage by individual state
and private pay programs. Regardless
of whether the nutrition interventions
that RDs recommend for their clients
are consistent with the guidelines for
funding, best practices require that RDs
September 2012 Volume 112 Number 9

pursue nutrition interventions that are
consistent with the nutritional needs of
the person.
The IDD practice environment is an
area that requires RDs to be proactive
team players and identify creative nutrition-intervention approaches. Increasing IDD-related knowledge and
skills through education, training, and
experience is needed by RDs at all levels
of practice. The RD can be inﬂuential in
educating medical and health professionals on the complex nutritional,
health, and behavioral needs of individuals with IDD. RDs can be instrumental
in increasing health literacy,43 encouraging participation in health-promotion screening and wellness programs,
and providing nutrition education.44
RDs in IDD need to develop and implement evidence-based medical nutrition therapy protocols, advocate for
appropriate support systems, assist
individuals in reducing risks of disease, and participate in and publish
nutrition research in IDD. The RD can
be a formidable advocate for services
that address the unique needs of this
vulnerable population.

ACADEMY STANDARDS OF
PRACTICE AND STANDARDS OF
PROFESSIONAL PERFORMANCE
FOR REGISTERED DIETITIANS
(COMPETENT, PROFICIENT, AND
EXPERT) IN INTELLECTUAL AND
DEVELOPMENTAL DISABILITIES
An RD may use the SOP and SOPP for RDs
(competent, proﬁcient, and expert) in
IDD (see the website-exclusive Figures 1,
2, and 3 at www.andjrnl.org) to:
• identify the competencies needed
to provide IDD nutrition care;
• self-assess whether he or she has
the appropriate knowledge base
and skills to provide safe and effective IDD nutrition care for their
level of practice;
• identify the areas in which additional knowledge and skills are
needed to practice at the competent, proﬁcient, or expert level of
IDD dietetics practice;
• provide a foundation for public
and professional accountability in
IDD nutrition care;
• assist management in the planning of IDD nutrition services and
resources;

•
•

•

enhance professional identity and
communicate the nature of IDD
nutrition care;
guide the development of IDD nutrition-related education and continuing education programs, job
descriptions, and career pathways; and
assist educators and preceptors in
teaching students and interns the
knowledge, skills, and competencies needed to work in IDD nutrition care and the understanding of
the full scope of this focus area of
practice.

APPLICATION TO PRACTICE
The Dreyfus model45 identiﬁes levels of
proﬁciency (novice, advanced beginner, competent, proﬁcient, and expert)
(refer to Figure 1 online at www.andjrnl.
org) during the acquisition and development of knowledge and skills. This
model is helpful in understanding the
levels of practice described in the SOP
and SOPP for RDs in IDD. In Academy
Focus Area SOP and SOPP, the levels are
represented as competent, proﬁcient,
and expert practice.
All RDs, even those with considerable
experience in other practice areas,
must begin at the competent level
when practicing in a new setting. At the
competent level, an RD starting to work
with individuals with IDD is learning
the principles that underpin this focus
area and is developing skills for safe
and effective IDD practice. This RD, who
may be an experienced RD or may be
new to the profession, has a breadth of
knowledge in nutrition overall and may
have proﬁcient or expert knowledge/
practice in another focus area. However, the RD new to the focus area of
IDD may experience a steep learning
curve.
At the proﬁcient level, an RD has developed a deeper understanding of IDD
care and is better equipped to apply evidence-based guidelines and best practices than at the competent level. This
RD is also able to modify practice according to unique situations (eg, daily
energy needs of 600 calories or less,
physical abnormalities that interfere
with digestion/elimination, multiple
medications impacting nutritional intake, digestion, absorption, and elimination). The RD at the proﬁcient level
may possess a specialist credential.
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Figure 4. Application of the Commission on Dietetic Registration Professional Development Portfolio Process.
At the expert level, the RD thinks
critically about IDD nutrition practice,
demonstrates a more intuitive understanding of IDD nutrition care and
practice, displays a range of highly developed clinical and technical skills,
and formulates judgments acquired
through a combination of experience
and education. Essentially, practice at
the expert level requires the application of composite nutrition and dietetics knowledge, with practitioners
drawing not only on their clinical experience, but also on the experience of
RDs working in IDD in various disciplines and practice settings. Expert
RDs, with their extensive experience
and ability to see the signiﬁcance and
meaning of IDD nutrition care within a
contextual whole, are ﬂuid and ﬂexible
and, to some degree, autonomous in
practice. Expert RDs not only implement IDD nutrition practice, they also
drive and direct clinical practice, conduct and collaborate in research, contribute to interdisciplinary teams, and
lead the advancement of IDD nutrition
practice.
Indicators for the SOP (Figure 2;
available online at www.andjrnl.org)
1458

and SOPP (Figure 3; available online at
www.andjrnl.org) for RDs in IDD are
measurable action statements that illustrate how each standard may be applied in practice. Within the SOP and
SOPP for RDs in IDD, an “X” in the competent column indicates that an RD
who is caring for individuals with IDD is
expected to complete this activity
and/or seek assistance to learn how to
perform at the level of the standard. A
competent RD in IDD could be an RD
starting practice after registration or an
experienced RD who has recently assumed responsibility to provide IDD
nutrition care for individuals. An X in
the proﬁcient column indicates that an
RD who performs at this level has a
deeper understanding of IDD nutrition
care and has the ability to modify therapy to meet the needs of individuals
with IDD in various situations (eg, using
augmentative communication tools to
incorporate medical nutrition therapy
into meal planning, grocery shopping,
and food preparation, or devising a
meal plan for a person with aspiration
risk who refuses enteral tube placement). An X in the expert column indicates that the RD who performs at this
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level possesses a comprehensive understanding of IDD nutrition care and a
highly developed range of skills and
judgments acquired through a combination of experience and education.
The expert RD builds and maintains the
highest level of knowledge, skills, and
behaviors, including leadership, vision,
and credentials.
Standards and indicators presented
in online Figure 2 and Figure 3 (available at www.andjrnl.org) in boldface
type originate from the 2008 SOP in Nutrition Care and SOPP for RDs1 and
should apply to RDs in all three practice
levels. Several indicators developed for
this focus area not in boldface type are
identiﬁed as applicable to all levels of
practice. Where Xs are placed in all
three levels of practice, it is understood
that all RDs in the ﬁeld of IDD are accountable for practice within each of
these indicators. However, the depth
with which an RD performs each activity will increase as the individual
moves beyond the competent level.
Several levels of practice are considered in this document; thus, taking a
holistic view of the SOP and SOPP for
RDs in IDD is warranted. It is the totality
September 2012 Volume 112 Number 9
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Figure 5. Case examples of Standards of Practice (SOP) and Standards of Professional Performance (SOPP) for Registered Dietitians
(Competent, Proﬁcient, and Expert) in Intellectual and Developmental Disabilities (IDD). aRDs in all settings will support the medical
home model and be an active collaborator with the individual’s psychosocial, medical, and/or educational team.
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Figure 6. Intellectual and Developmental Disabilities (IDD) resources.
of the RD’s practice that deﬁnes the
level of practice and not any one indicator or standard.
RDs should review the SOP and SOPP
in IDD at regular intervals to evaluate
their individual focus area nutrition
knowledge, skill, and competence. Reg1460

ular self-evaluation is important because it helps identify opportunities to
improve and/or enhance practice and
professional performance. This self-appraisal also enables RDs in IDD to better
use the Commission on Dietetic Registration’s Professional Development Portfolio
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for self-assessment, planning, improvement, and commitment to lifelong learning.46 These Standards can be used in
each of the ﬁve steps of the Professional
Developmental Portfolio process (Figure
4). RDs are encouraged to pursue additional training, regardless of practice
September 2012 Volume 112 Number 9
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GLOSSARY TERMS RELEVANT TO INTELLECTUAL AND DEVELOPMENTAL DISABILITIES (IDD)
Adaptive equipment: Equipment to assist with activities of daily living, such as trunk support for positioning at meal time, customized wheelchairs,
supports for feet, or specialized feeding equipment.
Augmentative and alternative communication (AAC): Incorporates the individual’s full communication abilities and may include any existing
speech or vocalizations, gestures, manual signs, and aided communication; permits individuals to use every mode possible to communicate.74
Circle of support: Network of support for the individual with IDD that may include parents/family members, conservators, paid care providers
(direct support staff), health professionals (ie, primary care physician, registered dietitian, therapists, specialty physicians, psychologist), and
vocational and educational teachers.
Functional status: The ability to carry out activities of daily living and participate in life situations and society; is affected by physical, developmental,
behavioral, emotional, social, and environmental conditions.75
Individualized education plan (IEP): A written document outlining educational services a child with IDD will receive in the school setting.76
Individualized family service plan (IFSP): A written plan developed for eligible infants and toddlers with disabilities through Early
Intervention Programs.77
Individual support plan or individualized service plan (ISP)/individual plan (IP): The written plan that details the supports, therapies,
activities, and resources required for the individual to achieve personal goals.78,79
Person centered: Working in partnership with individuals with IDD, their families, and their friends to organize and guide change in an
individual and their community.80
Person-ﬁrst language: Language that places the focus on the individual and not the disability; “person ” or “people” should precede the
disability for language that does not devalue the person or encourage stereotypic images.29,81
Picture exchange communication system (PECS): A unique augmentative/alternative training package that allows children and adults with autism and
other communication deﬁcits to initiate communication.82
Positive behavioral support strategies: Methods used to help people with IDD manage behavioral issues with positive, life-afﬁrming
strategies.83
Self-determination: The ability to exert control in one’s own life and to advocate on one’s own behalf; to manage and self-direct one’s own
support system with choices in caregivers, goods, and services as much as is possible.84
Sensory processing disorder (formerly known as sensory integration dysfunction): A condition that exists when sensory signals are
disorganized causing difﬁculties with taking in, processing, and responding to sensory information about the environment and from within the
body.85
Supports: Supports are resources and strategies that enable people with intellectual and related developmental disabilities to live a more
successful life, including people, agencies, money or tangible assets, assistive devices, and environments.86

setting, to maintain currency and to expand individual scope of practice
within the limitations of the statutory
scope of practice, as deﬁned by state
legislation (ie, licensure, certiﬁcation,
or title protection laws). RDs are expected to practice only at the level at
which they are competent, and this will
vary depending on education, training
and experience.47 RDs are encouraged
to pursue additional knowledge and
skill training regardless of practice setting to promote consistency in practice
and performance and continuous quality improvement. See Figure 5 for case
examples of how RDs in different roles,
at different levels of practice, may use
the SOP and SOPP for RDs in IDD. Figure
648-72 provides a listing of IDD resources mentioned in the overview and
SOP (Figure 2, available online at www.
andjrnl.org) and SOPP (Figure 3, available online at www.andjrnl.org) for
RDs in IDD.
In some instances, components of the
SOP and SOPP for RDs in IDD do not speciﬁcally differentiate between proﬁcient and expert level practice. In these
September 2012 Volume 112 Number 9

areas, it was the consensus of the content experts that the distinctions are
subtle, captured in the knowledge, experience, and intuition demonstrated
within the context of practice at the expert level, which combines dimensions
of understanding, performance, and
value as an integrated whole.73 A
wealth of knowledge is embedded in the
experience, discernment, and practice of
expert level RD practitioners. The knowledge and skills acquired through practice
will continually expand and mature. The
indicators will be reﬁned as expert level
RDs systematically record and document
their experience using the concept of
clinical exemplars. Clinical exemplars include a brief description of the need for
action and the process used to change
the outcome. The experienced practitioner observes clinical events, analyzes them to make new connections
between events and ideas, and produces a synthesized whole. Clinical
exemplars provide outstanding models of the actions of individual RDs in
IDD in clinical settings and the profes-

These standards have been formulated to
be used for individual self-evaluation and
the development of practice guidelines,
but not for institutional credentialing or
for adverse or exclusionary decisions regarding privileging, employment opportunities or beneﬁts, disciplinary actions,
or determinations of negligence or misconduct. These standards do not constitute medical or other professional advice,
and should not be taken as such. The
information presented in these standards
is not a substitute for the exercise of professional judgment by the health care
professional. The use of the standards for
any other purpose than that for which
they were formulated must be undertaken within the sole authority and discretion of the user.

sional activities that have enhanced
person-centered care.

FUTURE DIRECTIONS
The SOP and SOPP for RDs in IDD are
innovative and dynamic documents.
Future revisions will reﬂect changes
and advances in practice, dietetics education programs, and outcomes of prac-
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tice audits. The authors acknowledge
that the three practice levels require
more clarity and differentiation in content and role delineation and that competency statements that better characterize differences among the practice
levels are needed. Creation of this clarity, differentiation, and deﬁnition are
the challenges of today’s RDs in IDD to
better serve tomorrow’s practitioners
and their clients and customers.

CONCLUSIONS
The SOP and SOPP for RDs in IDD are
complementary documents and are
key resources for RDs at all knowledge and performance levels. These
standards can and should be used by
RDs in daily practice to consistently
improve and appropriately demonstrate competency and value as providers of safe and effective care for individuals with IDD. These standards
also serve as a professional resource for
self-evaluation and professional development for RDs specializing in IDD
practice. Just as a professional’s selfevaluation and continuing education
process is an ongoing cycle, these standards are also a work in progress and
will be reviewed and updated every 5
years. Current and future initiatives of
the Academy, as well as advances in the
treatment of individuals with IDD, will
provide information to use in these updates and in further clarifying and documenting the speciﬁc roles and responsibilities of RDs at each level of practice.
As a quality initiative of the Academy
and the Behavioral Health Nutrition Dietetic Practice Group, these standards
are an application of quality assurance
and performance improvement and
represent an important collaborative
endeavor.
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Figure 1. Standards of Practice and Standards of Professional Performance for Registered Dietitians (Competent, Proﬁcient, and
Expert) in Intellectual and Developmental Disabilities.
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Figure 2. Standards of Practice for Registered Dietitians in Intellectual and Development Disabilities.
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Figure 3. Standards of Professional Performance for Registered Dietitians in Intellectual and Developmental Disabilities.
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