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NTR196 Dietary Manager’s Internship

PROJECT A: 
Nutrition and Medical Nutrition Therapy									
Professional Practice





	Intern’s Name:
	     
	Date Submitted:
	   /  /      

	Facility Name:
	     
	Preceptor Name:
	     



	Project Overview
	
	INTERN MUST SUBMIT WORK IN BLACKBOARD

	The objective of this project is to perform and critique key activities involved in Nutrition and Medical Nutrition Therapy. 

Projects may be completed in any order. Before you begin, each project is a requirement and must be discussed with, and agreed to, by the Preceptor and Intern.

Course competencies are based on the Nutrition Standards 1-4 and represent the culmination of study in this area.

Thus, your project goals include:
Section 1: Obtain Nutrition Screening Data           13 Field Experience Hours
Section 2: Interview for Nutrition Related Info       8 Field Experience Hours
Section 3: Document in the Medical Record         10 Field Experience Hours
Section 4: Manage the Written Diet Order 	         9 Field Experience Hours
40 Field Experience Hours are needed for Standards 1-4

Hour Requirements for this Project
40 Total Intern required hours for this project 
25 Supervised Practice Field Experience Hours 
15 Report writing & assignments required in Blackboard
	
Project Due Dates:
Fall and Spring Semesters-one DM Competency Checklist (project), Intern Report Form and all assignments are due every three weeks.

Summer Terms-one DM Competency Checklist (project) Intern Report Form and all assignments are due every two weeks.
	
	Intern Project Report Form (this form)

· This is a fillable form. Save it to your hard drive/flash drive and type your responses.
· Follow DIRECTIONS for Standards 1-4 to complete PROJECT A: Nutrition and Medical Nutrition Therapy.
· It is estimated that a minimum of 25 hours in the facility is required to accomplish this and 15 hours for following the directions in this form and completing assignment to be submitted in Blackboard.
· During the project, review the Intern Project Report Form and Supporting Documentation with your Preceptor.
· Unless otherwise instructed, all responses should be written in 250 words or less. 
· A rating of Needs Improvement for any direction must be repeated until at least the Entry-Level is attained.
· Log number of hours spent outside of the 40 supervised practice hours spent to complete this project. All 4 projects must total a minimum of 100 hours outside of the specified supervised practice hours.
·  Upon completion of the entire project, submit the Intern Project Report Form and Additional Supporting Documentation (see below) in Blackboard.

* NOTE: Nutrition is 20% of the CDM, CFPP exam.





	
	
	
	

	#
	Competencies and Key Actions
	Directions
	

	Standard 1: Obtain Nutrition Screening Data
Gathering routine nutrition screening data, calculating nutrition intake, and use established guidelines to distinguish between routine and at-risk clients.
	
	

	1.0 Nutrition Screening
	
	

	1-1.1
	Identify clients at nutritional risk based on approved screening tools and other indicators.

• Utilize the Mini Nutritional Assessment (MNA®) tool or other approved tools to evaluate nutritional status to determine nutrition risk and refer to RDN as appropriate. 
This includes: 
· Indicate a score on the MNA® or other screening tool to acknowledge presence of a new wound; acknowledge referral to RDN for follow-up as needed.
· Indicate score on the MNA® or other screening tool for presence of psychological stress or acute disease.
·  Indicate score on the MNA® or other screening tool for presence and severity of dementia.
· Calculate BMI and assign score on MNA® screening tool or other similar tool to contribute to an overall score of nutritional risk.

• Utilize health records and client/family interviews to gather nutrition screening data.

• Document historical nutrient intake prior to admission - obtained through EHR and interviews.

• Document acknowledgment of significant weight changes (>5% in 30 days or >10% in 180 days) to identify nutritional risk. Refer to RDN for additional intervention.

• Communicate with Registered Dietitian Nutritionist and Interdisciplinary Team (IDT) about those eating/dining observations and communications with those who are at 
nutritional risk.
	
	

	1-1.2
	Gather and document lab values & diagnoses which are impacted by diet and drug-nutrient interaction. 

• Identify essential abnormal lab values used for client nutrition screening and refer to RDN as needed.

• Identify clients who are likely to develop drug-nutrient interactions (elderly, those with polypharmacy).

• Identify long-term drug use through interviews with clients.

• Reassess nutrition status often for clients who might be at risk. 

• Consult with the RDN or NDTR and Pharmacist to determine food-drug interactions and the recommendations for nutrition care.
	
	

	1-1.3


	Complete nutritional screenings within the federally mandated timeframes.

• Comply with a policy for nutrition screening 
to ensure regulatory compliance.

• Conduct nutrition screenings and document 
within the federally mandated timeframe after admission and prescribed intervals.













	
	

	2.0 Review Clients’ Nutrition Needs
	
	

	1-2.1

	Ensure clients’ nutrition needs, including 
fluid requirements, are accurately identified 
and addressed through regular reviews of 
their EHR and through observations.

• Identify and document oral fluid and food intake based on observation, EHR documentation, and interviews of clients. 

• Recognize conditions that may place clients at risk for dehydration and document as needed. 

• Ensure adequate fluid is provided on meal trays at every meal and made available in dining area as clients request.

• Document in the care plan how fluid restriction orders will be managed by the foodservice department.
	
	

	1-2.2
	Accurately perform calorie counts to determine client average oral intake over time. 

• Calculate nutrient intake by determining the daily intake of macronutrients and documenting findings in the EHR. Communicate as needed to RDN. 

• Offer basic nutrition education to address identified gaps and optimize nutrient intake.











	

	

	Standard 2: Interview for Nutrition Related Information
Interviewing for nutrition-related information, while considering preferences, communication cues, cultural factors, and confidentiality guidelines.
	
	

	1.0 Gather client information
	
	

	2-1.1
	Effectively gather comprehensive client dietary information to assess nutritional intake and identify areas for dietary improvement.

• Engage the client in a conversation to understand their long-term eating habits, preferences, and any dietary 
restrictions or cultural considerations. Adapt communication methods based on client’s needs by interpreting nonverbal responses and cues.

• Ask the client to recall all foods and beverages consumed in the past 24 hours, including portion sizes and meal 
timings, to get a snapshot of their recent intake.

• Use standardized questionnaires to assess the frequency and quantity of food items consumed over a specific 
period, helping to identify patterns and nutrient intake.

• Observe the client’s eating behavior and food choices during a meal, noting portion sizes, food combinations, and any deviations from their reported dietary habits.
	
	

	2-1.2
	Effectively gather and analyze client information by identifying their customs and preferences while strictly adhering to confidentiality principles to ensure data 
privacy and trust.

• Analyze the collected data with an understanding of cultural nuances and preferences, ensuring that insights are respectful and relevant to the client’s background.

• Implement robust data management systems that ensure the confidentiality and security of client information, adhering to data privacy regulations. 
(HIPPA)
	
	

	2-1.3
	Effectively gather and analyze client’s diet information by utilizing Electronic Health Records (EHR), observations, and weight records.

• Combine information from Electronic Health Records (EHR), direct observations, and weight records to 
create a comprehensive profile of the client’s dietary habits and health status.

• Regularly update and review the collected data to identify trends, nutritional deficiencies, and the 
effectiveness of dietary interventions.

• Use the analyzed data to tailor individualized nutrition plans that address the specific needs and goals of 
each client
























	
	

	Standard 3: Document in the Medical Record
Gathering nutritional data and documenting in the medical record. Applying nutritional data by participating in care conferences and review of 
effectiveness of the care plan.
	
	

	1.0 Nutrition Care Plans
	
	

	3-1.1
	Utilize appropriate charting tools to ensure accurate and compliant documentation in the medical record 
while applying consistent formatting and standardized language.

 • Identify the various available charting tools and select the most appropriate for the situation, which may include 
the diet manual, health record, dietary reference card, tray card, or Minimum Data Set (MDS).

• Employ uniform medical terminology and abbreviations. 

• Follow a structured format for documenting patient history, diagnosis, and treatment plans.
	
	

	3-1.2
	Collaborate effectively with interdisciplinary team (IDT) members by understanding each member’s roles and 
responsibilities to ensure coordinated, successful implementation of nutrition care.

• Identify and understand roles of each IDT member. 

• Regularly participate in IDT meetings.

• Create client-centered care plans with input from team members.

• Maintain ongoing communication among team members, clients, and their families.

• Monitor and evaluate care plans effectiveness, making necessary adjustments as needed.
	
	

	3-1.3
	Complete the required nutritional components of both basic and comprehensive, client-centered care plans 
in accordance with federally mandated.

• Complete baseline care plan sections within the required 48 hours of admission (e.g., diet order, supplements, 
dietary preferences, etc.).

• Collaborate among IDT members in developing the comprehensive care plan.

• Assess the alignment of the care plan goals with the client’s personal goals and preferences.

• Evaluate the care plan’s objectives to ensure they are specific, measurable, attainable, relevant, and time-bound 
(SMART).

• Assess the effectiveness of the care plan by monitoring client progress towards the established goals.
	
	

	3-1.4
	Identify indicators of nutrition risk, including malnutrition, by systematically completing steps outlined in the Resident Assessment Instrument (RAI) process.

• Collaborate with the IDT on completing the MDS within 14 days, or by the assigned due date of admission or 
re-admission.

• Assess nutritional status in Section K of the MDS, focused on swallowing, nutritional status, and the client’s ability to maintain adequate nutrition and hydration.

• Monitor significant weight loss or gain and document and code in Section K.

• Document any parenteral/IV feeding, active feeding tubes, mechanically altered diets, and therapeutic diets.

• Based on comprehensive assessment and CAAs, create and monitor care plans to address identified nutritional issues.

• Section K and CAAs are completed in accordance with the current RAI manual.
	
	

	3-1.5
	Demonstrate active participation in care plan conferences by contributing meaningful insights, reviewing patient records in advance, and collaborating 
with the healthcare team to develop comprehensive, individualized care plans.


• Prepare by reviewing patient records and care plans prior to understanding the current status and identify areas needing discussion.

• Clearly articulate observations, concerns, and suggestions.

• Work collaboratively with healthcare team members and client’s family, respecting diverse perspectives and expertise to develop a holistic care plan.

• Accurately document the outcomes of the conference, including agreed-upon actions and responsibilities.

• Monitor the implementation of the care plan and provide feedback during subsequent conferences to ensure continuous improvement.





















	
	

	3-1.6
	Demonstrate the ability to review and document the effectiveness of the nutrition care plan, ensuring ongoing and accurate documentation to support continuous 
improvement in client care.

• Review and agree upon client-centered goals in the initial care plan with IDT.

• Monitor the client’s progress towards goals during care plan conferences.

• Reassess the client’s needs and revise the care plan at defined intervals.

• Basic interventions on evidence-based practice.

• Identify, document and address any new nutrition-related problems.

• Communicate nutritional interventions to the staff and involve the interdisciplinary team.

• Use ongoing documentation methods such as free-text notes in the EHR.

• Maintain communication with the client during the follow-up period to assess the success of the current plan.













	
	

	
	Standard 4: Manage the Written Diet Order
Managing written diet orders by ensuring appropriate nutrition and diet suitability is provided, and documenting compliance. Managing nourishments by identifying clients’ needs, selecting appropriate options, and monitoring delivery and acceptance.
	
	

	
	1.0 Recognize appropriateness of diet order for diagnosis
	
	

	4-1.1

	Ensure that nutrition provided to clients aligns with their prescribed diet orders.

• Interpret and implement the diet order in an organized and consistent manner. Consult with a RDN, NDTR, or RN if 
needed.

• Evaluate the appropriateness of the admitting diet order immediately to ensure client satisfaction and acceptance.

• Continuously monitor the use of modified diets to ensure they remain medically indicated. This involves regular reviews by the Interdisciplinary Team (IDT) and discussions with the client and/or their caregivers.

• Educate clients, staff, and caregivers about diet restrictions and the reasons behind them.
	
	

	4-1.2

	Demonstrate the ability to ensure nutritional adequacy of menus and diet plans for all clients.

• Utilize Dietary Reference Intakes (DRIs) and Recommended Dietary Allowances (RDAs).

• Employ the MyPlate Method.

• Access information from the USDA National Nutrient Database and other reputable sources for nutrient analysis.

• Customize portion sizes and adjust nutrient values using computer software designed for nutrient analysis.





	
	

	
	2.0 Manage special requests and honor clients’ rights
	
	

	4-2.1
	Ensure that all special dietary requests are managed promptly and accurately, while consistently honoring clients’ rights to make choices about their meals.

• Regularly solicit feedback and suggestions from clients about their food and nutrition services.

• Work with dietitians and other healthcare team members to review any diet-related concerns and ensure that clients’ rights are being honored.

• Ensure menus offer choices and alternatives to accommodate clients’ dietary needs and preferences.

• Train foodservice staff to address clients’ dietary needs and preferences, including how to handle special requests and substitutions.

• Implement computer-based selective menu systems or other automated systems to accurately track and manage 
clients’ dietary choices and special requests.

• Develop and maintain a standardized list of approved substitutions for the menu cycle.

• Work with the healthcare team to encourage more liberalized diets, allowing clients to receive the general 
diet whenever feasible.












	
	

	
	3.0 Manage diet plans and supplemental nourishments
	
	

	4-3.1
	Effectively manage and implement individualized diet plans and supplement nourishments by ensuring the use of real foods first, accommodating individual 
dietary needs and preferences, and monitoring nutritional intake to enhance overall health and well-being.

• Focus on incorporating real foods first.

• Evaluate individual’s dietary requirements, preferences, and health conditions.

• Develop personalized diet plans that cater to individual needs and preferences.

• Regularly track and assess nutritional intake to ensure it meets health and wellness goals and adjust as needed.

• Provide education and support to individuals on the importance of nutrition and how to make healthy food 
choices.

• Include appropriate supplements to address specific nutritional deficiencies or health goals, ensuring they 
complement the overall diet plan.

• Implement texture modifications for clients who have difficulty chewing or swallowing, ensuring consistency 
and texture of foods are appropriate for their needs.
	
	

	
	
	Intern must log number of hours 
completed for Project A
Minimum of 40

Submit this report in Blackboard under Project A assignments
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