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CHAPTER 1

Core Principles of Adjuvant Supportive Care

Receiving a cancer diagnosis can be an overwhelming experience. Amidst the complexity of treatment schedules,
pharmacotherapies, and clinical consultations, the role of nutrition is often underestimated. However, rigorous
evidence demonstrates that maintaining solid nutritional health can directly support physical strength, mitigate
toxicities from conventional therapies, and significantly enhance overall quality of life. This guide translates complex
clinical oncology guidelines into actionable, evidence-based recommendations for patients and caregivers.

The Five Foundational Principles of OncoSupport

• 1. Clarity before complexity: Complex oncology guidelines should be translated into simple, accessible, and
structured terms without compromising scientific accuracy.

• 2. Evidence before opinion: All recommendations must be strictly grounded in peer-reviewed clinical studies and
consensus guidelines (such as ESPEN, ASPEN, and the FDA) rather than generic, unverified internet claims.

• 3. Personalization over generic advice: There is no 'universal cancer diet'. Nutritional plans must be carefully
customized to individual diagnoses, treatment stages, and specific toxicities.

• 4. Partnership with your oncology team: Supportive nutritional interventions are designed to complement
conventional cancer therapy, requiring continuous collaborative communication with your primary oncologist.

• 5. Honest communication about uncertainty: Clinical evidence must be evaluated transparently, acknowledging
limitations where research is still emerging or trials yield inconsistent results.

Evaluating Dietary Supplements

The use of dietary supplements is widespread among cancer patients, yet many active botanical ingredients and
high-dose micronutrients can trigger severe interactions with chemotherapy, radiation, or therapeutic drugs. Before
introducing any product, a patient or caregiver must screen it using the following four-part clinical inquiry framework:

1. Scientific Efficacy: Is there robust, peer-reviewed clinical trial evidence demonstrating that this supplement is
beneficial for my specific cancer type and current treatment plan?

2. Treatment Interactions: Could this supplement interfere with my chemotherapy or radiation? For example,
high-dose antioxidants (such as Vitamins A, C, and E) can neutralize the oxidative, tumor-killing mechanisms of
radiotherapy and certain cytostatic drugs.

3. Dosage Safety: Is the dose appropriate and safe? Natural products can be highly toxic or place a severe
metabolic burden on the liver and kidneys when ingested at supraphysiological levels.

4. Oncology Coordination: Have I formally reviewed this product and its exact dosage with my primary oncology
team?



THE ONCOSUPPORT CLINICAL GUIDE EVIDENCE-BASED CANCER NUTRITION

Produced by OncoSupport.net Page 4

Clinical Spotlight: Nano-Nutraceuticals in Oncology Supportive Care

In the search for safe adjuvant therapies, nanotechnology represents a cutting-edge shift in supportive care. Many
natural phytochemicals—such as curcumin (from turmeric), resveratrol (from red grapes), and quercetin (from
onions)—possess potent anti-inflammatory and antioxidant properties in laboratory models. However, their clinical
utility has historically been severely restricted by their physical limitations: poor water solubility, low absorption in the
human gut, rapid systemic metabolism, and swift excretion.

Nano-encapsulation: To circumvent these biological barriers, researchers have designed nano-nutraceuticals by
encapsulating these active compounds inside microscopic nanocarriers—including liposomes, polymeric micelles,
and gold nanoparticles. These carriers measure less than 200 nanometers. They protect the fragile active ingredients
from enzymatic degradation in the digestive tract, bypass hepatic first-pass metabolism, and vastly enhance
bioavailability and cellular uptake. In clinical trials, oral nano-curcumin formulations have demonstrated significant
improvements in safety and tolerability compared to standard curcumin powder. Research suggests they may help
prevent serious side effects, such as cisplatin-induced nephrotoxicity (kidney damage) and radiotherapy-induced
dermatitis (skin irritation), by reducing local tissue inflammation without neutralizing tumor-directed therapies.
However, because nanoscale compounds have unique biodistribution patterns and may accumulate non-specifically
in healthy tissues, they face intensive safety and regulatory screening by the FDA and EMA.
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CHAPTER 2

Cancer Biology & Reprogrammed Host Metabolism

Cancer is not merely a localized mass of proliferating cells; it is a complex systemic illness that alters the entire
metabolic homeostasis of the host. Normal cells generate energy primarily through oxidative phosphorylation in the
mitochondria. In contrast, tumor cells reprogram their metabolic pathways—frequently relying on aerobic glycolysis to
rapidly produce energy and biomass (a phenomenon known as the Warburg Effect). This hyperactive tumor
metabolism places an immense nutrient demand on the host, systematically depleting circulating amino acids,
glucose, and lipids.

Differentiating Starvation from Cancer Cachexia

A critical distinction in oncology supportive care is separating simple starvation from cancer-induced cachexia. In
simple starvation (such as a localized esophagus tumor causing mechanical swallowing difficulty), the body
experiences a deficit of calories but retains its adaptive mechanisms. To preserve vital tissue, metabolic rate
decreases, systemic inflammation remains absent, and energy is drawn primarily from fat reserves, sparing skeletal
muscle. Crucially, simple starvation is fully reversible with adequate nutritional support.

Conversely, cancer cachexia is a multi-organ wasting syndrome driven by active tumor-secreted factors and a
persistent systemic inflammatory response. In cachexia, metabolic rate is paradoxically elevated, systemic
inflammation is severe, and both skeletal muscle and fat reserves are actively degraded. Because of the underlying
metabolic reprogramming, cachexia cannot be reversed by simple caloric intake alone; it requires a multi-modal
approach addressing the inflammatory cascade and maintaining protein synthesis.

Figure 2.1: The clinical staging continuum of cancer cachexia, illustrating the diagnostic thresholds from pre-cachexia to refractory
cachexia.



THE ONCOSUPPORT CLINICAL GUIDE EVIDENCE-BASED CANCER NUTRITION

Produced by OncoSupport.net Page 6

The Neuroendocrine and Cytokine Cascade

This progressive tissue wasting is coordinated by a powerful neuroendocrine and cytokine cascade. Tumor cells and
surrounding immune cells release high levels of pro-inflammatory cytokines, specifically Interleukin-6 (IL-6), Tumor
Necrosis Factor-alpha (TNF-α), and Interleukin-1 (IL-1). Concurrently, the body activates the
hypothalamic-pituitary-adrenal (HPA) axis, elevating stress hormones like cortisol and catecholamines.

These circulating cytokines and stress hormones act on multiple target tissues in parallel. In the brain (specifically the
hypothalamus), they suppress appetite pathways, inducing profound anorexia. In skeletal muscle, they accelerate
proteolysis (the degradation of muscle proteins into amino acids) by activating the ubiquitin-proteasome pathway,
leading to progressive wasting. In adipose tissue, they stimulate lipolysis, rapidly depleting fat reserves. In addition,
tumor-derived substances like Proteolysis-Inducing Factor (PIF) and Lipid-Mobilizing Factor (LMF) directly target
muscle and fat tissues, bypassing the central nervous system.

Figure 2.2: Biological block diagram showing tumor-secreted factors, cytokines, and neuroendocrine activation leading to anorexia,
proteolysis, and lipolysis.
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Clinical Biomarkers of Metabolic Dysfunction

In clinical practice, monitoring these pathways is essential to evaluate a patient's risk of developing cachexia. The
primary circulating biomarkers utilized by clinical teams include:

• C-Reactive Protein (CRP): A liver-produced acute-phase protein that rises sharply in response to systemic
inflammation (specifically stimulated by IL-6). Levels exceeding 5.0 mg/L are highly indicative of active cachectic
progression.
• Serum Albumin: Reflects visceral protein stores and systemic inflammatory status. In cachexia, hepatic protein
synthesis shifts from albumin production to inflammatory proteins. Levels below 3.2 g/dL suggest significant
malnutrition risk and high inflammatory burden.
• Hemoglobin (HGB): Levels below 12 g/dL indicate anemia, which frequently co-occurs in cachectic states,
compounding tissue fatigue and muscle weakness.

Figure 2.3: Metabolic signature comparison between simple starvation and cancer cachexia across five key biological dimensions.
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CHAPTER 3

Macronutrient Requirements & Adherence Evidence

To combat this hypercatabolic wasting state, international oncology consensus organizations—including the
European Society for Clinical Nutrition and Metabolism (ESPEN) and the American Society for Parenteral and Enteral
Nutrition (ASPEN)—have established rigorous macronutrient targets for oncology outpatients. These guidelines are
specifically engineered to provide adequate energy substrates to spare host muscle tissue and meet the elevated
metabolic demands of conventional therapy.

The ESPEN Consensus Macronutrient Targets

1. Daily Energy Requirements: Outpatients should consume between 25 to 30 kcal/kg/day of energy. This
target must be personalized based on physical activity levels and tumor-induced metabolic expenditure.

2. Daily Protein Requirements: To maintain positive nitrogen balance and preserve muscle, patients require a
minimum of 1.0 to 1.5 g/kg/day of protein. In highly catabolic or severely depleted states, clinical teams may
escalate protein targets up to 2.0 g/kg/day of high-quality amino acids.

Clinical Evidence: The 2023 Attikon Prospective Study

Despite the consensus surrounding these targets, actual outpatient adherence in clinical settings is frequently poor
due to treatment-related side effects. To evaluate the direct prospective impact of meeting these guidelines,
researchers at the Attikon University Hospital (Greece) conducted a longitudinal clinical trial involving 152 cancer
patients. Nutritional status was evaluated using the Patient-Generated Subjective Global Assessment (PG-SGA), and
patients were tracked for 12 months.

The findings provided definitive clinical proof of the protective value of macronutrient adherence. At baseline, the
majority of outpatients failed to meet the minimum guidelines. However, at the 12-month follow-up, patients who
adhered to the minimum protein targets experienced highly significant body weight stability and statistically significant
improvements in their PG-SGA scores compared to non-adherent outpatients. Specifically, the incidence of
progressive 6-month weight loss was more than halved in the adherent cohort (22.2%) compared to the non-adherent
cohort (52.1%). Furthermore, in patients with head, neck, and spinal cancers—who face the highest risk of
mechanical dysphagia and severe malnutrition—adherence to energy guidelines resulted in a 100% rate of nutritional
status preservation or improvement.
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Figure 3.1: 6-month weight loss incidence by protein adherence levels, showcasing the clinical protective effect documented in the
2023 Attikon study.
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CHAPTER 4

The Neutropenic Diet Paradigm Shift

For decades, cancer patients undergoing myelosuppressive chemotherapy or hematological stem cell transplants
were routinely prescribed a highly restrictive diet known as the 'neutropenic diet' or 'low-microbial diet'. The biological
rationale was simple: when white blood cell counts drop (neutropenia), the body's natural defense against foodborne
pathogens is severely compromised. Under this rationale, eliminating raw fruits, fresh vegetables, unpasteurized
dairy, cold cuts, and restaurant-prepared meals would minimize exposure to harmful microbes and lower the risk of
infection.

The Absence of Clinical Evidence

However, modern evidence-based medicine has completely challenged this historical dogma. Over the past decade,
multiple randomized clinical trials (RCTs) and systematic reviews have compared infection and mortality rates
between patients following a traditional neutropenic diet and those following standard, FDA-approved safe food
handling guidelines without fruit/vegetable restrictions. The results are clear and consistent: there is no statistically
significant difference in infection rates, neutropenic fever, or mortality between the two diets. In fact, clinical
trials in both pediatric and adult oncology cohorts show that patients following a restrictive low-microbial diet do not
achieve any additional protection against bacteremia or clinical infections.

The Documented Harms of Over-Restriction

Crucially, while the neutropenic diet provides no documented benefit, it has been shown to cause direct physiological
and psychological harm to patients. The primary risks of unnecessary dietary restriction include:

• Micronutrient Deficiencies: Restricting fresh, raw fruits and vegetables directly limits a patient's intake of essential
vitamins, particularly Vitamin C, Vitamin A, and folate, as well as highly beneficial phytonutrients. These
micronutrients are critical cofactors for cellular repair, tissue healing, and cell-mediated immune function.

• Fiber Depletion and Gut Dysbiosis: A lack of fresh produce results in a severe deficit of dietary fiber. This
deprives the gut microbiome of prebiotic substrates, leading to mucosal atrophy, impaired gut barrier function, and
dysbiosis—which can paradoxically increase the risk of bacterial translocation from the gut into the bloodstream.

• Malnutrition and Taste Aversions: Forcing patients already suffering from nausea, dry mouth, or taste changes to
adhere to a sterile, unpalatable diet often leads to severe food aversion, decreased caloric intake, and worsened
treatment-related malnutrition.
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Traditional Neutropenic Diet vs. Evidence-Based Safe Food Handling

Dietary Dimension Traditional Neutropenic Diet Modern Safe Food Handling

Fresh Produce Strictly forbidden; all fruits and vegetables must
be thoroughly cooked.

Allowed and encouraged; must be thoroughly
washed under running potable water.

Nutritional Impact High risk of Vitamin C and fiber deficiencies;
promotes gut dysbiosis.

Preserves crucial phytonutrients, vitamins,
prebiotic fibers, and gut barrier integrity.

Quality of Life Poor palatability; exacerbates appetite loss and
food aversion.

Maintains a diverse, enjoyable diet; supports oral
intake and family meal sharing.

Infection Risk No documented clinical reduction in bacteremia
or neutropenic fever.

No increase in infection risk; thoroughly supported
by the CDC, FDA, and ACS.
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CHAPTER 5

FDA-Approved Safe Food Handling Guidelines

Because cancer treatments like chemotherapy, radiation, and immunotherapy systematically suppress bone marrow
function, patients experience a depletion of infection-fighting white blood cells (specifically neutrophils). During these
periods of neutropenia, standard pathogens that a healthy immune system easily neutralizes can cause severe,
life-threatening systemic infections. Therefore, while modern oncology rejects the unproven restrictions of the
neutropenic diet, it absolutely mandates strict adherence to the four core pillars of the USDA and FDA-approved safe
food handling guidelines.

The Four Pillars of Food Safety

• 1. CLEAN (Hygiene): Wash hands with warm, soapy water for at least 20 seconds before and after food
preparation. All cutting boards, countertops, and utensils must be washed with hot, soapy water. Always wash
fresh fruits and vegetables thoroughly under clean running water, scrubbing firm skins.

• 2. SEPARATE (Cross-Contamination): Prevent raw meats, poultry, and seafood from contacting ready-to-eat
foods. Use separate cutting boards—one exclusively for raw meats and another for fresh produce. Never place
cooked food back on a plate that previously held raw meat.

• 3. COOK (Thermal Destruction): Food must be cooked to safe internal temperatures to destroy pathogenic
bacteria like L. monocytogenes, Salmonella, and E. coli. Use a food thermometer. Safe minimum temperatures:
Poultry (165°F), Ground Meats (160°F), Whole Cuts (145°F with a 3-min rest), and Eggs (until both yolk and white
are firm).

• 4. CHILL (Refrigeration): Refrigerate or freeze perishable foods, prepared meals, and leftovers within two hours
of cooking (or within one hour if the ambient temperature exceeds 90°F). Keep refrigerator temperature at or below
40°F, and freezer at 0°F. Never thaw frozen foods at room temperature; always use the refrigerator, cold water, or
microwave.

Safe Substitution Directory

To maximize nutrition while ensuring clinical safety, immunocompromised patients should avoid high-risk food
categories and replace them with safe, nutrient-dense alternatives. The directory below outlines these clinical
substitutions:

High-Risk Category (AVOID) Clinical Reason for Avoidance Safe, Nutrient-Dense Alternative

Unpasteurized dairy products, soft
cheeses (brie, camembert, blue,
feta).

High risk of harboring Listeria
monocytogenes, which causes severe
systemic listeriosis.

Pasteurized milk, yogurt, hard cheeses
(cheddar, parmesan), pasteurized cream
cheese.

Raw or undercooked eggs, runny
yolks, raw cookie dough.

High risk of exposure to Salmonella
enteritidis.

Cooked eggs (firm yolk/white), pasteurized
liquid egg products.

Raw or undercooked fish and
seafood (sushi, sashimi, raw
oysters).

Risk of exposure to Vibrio vulnificus,
norovirus, and harmful parasites.

Fully cooked fish (flaky and opaque throughout),
thoroughly cooked shellfish (shrimp, lobster).
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Cold cuts, deli sliced meats, hot
dogs, cold smoked seafood (lox).

Deli meats frequently harbor Listeria
post-processing.

Canned meats/tuna, or deli meats heated until
steaming hot (internal temp > 165°F).

Unwashed raw fruits and
vegetables.

Surface contamination with soil-borne
bacteria and pesticides.

Thoroughly washed raw fruits/vegetables, or
peeled produce.

Unpasteurized fruit juices, ciders,
and raw honey.

Risk of E. coli and bacterial spores. Shelf-stable or pasteurized juices, ciders, and
pasteurized commercial honey.
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CHAPTER 6

Symptom-Specific Nutrition Matrix

To ensure that nutritional interventions are deployed timely and effectively, clinical guidelines advocate for the
utilization of standardized malnutrition screening tools. Tools such as the Malnutrition Screening Tool (MST),
Malnutrition Universal Screening Tool (MUST), Mini Nutritional Assessment (MNA), and Patient-Generated
Subjective Global Assessment Short Form (PG-SGA SF) are completed at diagnosis and re-screened at each visit.
The following flowchart illustrates the structured clinical escalation pathway following initial screening:

Figure 6.1: Standardized clinical escalation pathway from initial nutrition screening to specialized multidisciplinary support.

The Symptom-Specific Nutrition Matrix

Once a complete nutrition plan is initiated, dietary strategies must be personalized to target specific,
treatment-induced side effects. The comprehensive matrix below provides clinical guidelines for oral intake and Oral
Nutritional Supplement (ONS) selection across ten major oncology symptoms:
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Oncology Symptom Dietary Considerations (Oral) ONS & Product Guidelines

1. Poor Appetite
(Anorexia)

• Eat small, frequent meals/snacks.
• Eat when appetite is highest, regardless of
schedule.
• Consume fluids between meals, not during, to
avoid early satiety.
• Prioritize calorie/protein-rich foods.

• Select high caloric density formulas.
• Choose high protein options.
• Consider peptide-based formula if standard
formula is poorly tolerated.

2. Nausea & Vomiting • Eat small, frequent, bland meals.
• Consume cold or room-temperature liquids.
• Avoid dairy, high-fat, fried, spicy, or
strongly-scented foods.
• Keep upright for 30 minutes after eating.

• High caloric density and protein.
• Dairy-free, low-fat formulas.
• Non-creamy, fruit-flavored formulas may be
better tolerated than vanilla/chocolate.

3. Mouth Sores
(Mucositis)

• Prioritize soft, smooth, easy-to-swallow foods.
• Consume chilled or lukewarm foods.
• Avoid acidic, salty, spicy, rough, hard, or dry
foods.
• Keep mouth clean; rinse frequently.

• Choose non-acidic formulas.
• Select high-protein, peptide-based options.
• Fruit-flavored (non-creamy) ONS are often
preferred; serve chilled.

4. Taste & Smell
Changes

• Use plastic cutlery to minimize metallic taste.
• Use glass pots/pans and ceramic plates.
• Try fresh/frozen foods rather than canned.
• Use marinades, dressings, herbs, and spices
to enhance flavor.

• High caloric density and protein.
• Explore a variety of flavors; patients may prefer
unflavored or mildly sweet fruit-flavored profiles.

5. Dry Mouth
(Xerostomia)

• Ensure adequate daily hydration.
• Add gravies, sauces, or broths to moisten
solid foods.
• Blend fresh fruits into smoothies.
• Avoid hot, spicy, dry, sticky, or high-sugar
foods.

• High caloric density and protein.
• Formulate with non-acidic and non-sweet taste
profiles to avoid stimulating oral discomfort.

6. Swallowing Problems • Focus on soft, smooth, pureed, or blended
foods.
• Take small, well-chewed bites.
• Work with a speech pathologist to determine
safe liquid thickness.

• High caloric density and protein.
• Utilize commercial thickeners to achieve clinically
appropriate fluid consistency (nectar/honey-like).

7. Diarrhea • Ensure continuous, adequate hydration.
• Avoid caffeine, alcohol, dairy, high-fat, spicy,
or high-fiber foods.
• Eat foods high in soluble fiber (bananas,
applesauce, white rice).

• High protein, peptide-based formulas.
• Select formulas containing soluble prebiotic
fibers.
• Ensure lactose-free and low-fat compositions.

8. Constipation • Slowly increase dietary fiber intake (whole
grains, fruits, vegetables).
• Ensure robust daily hydration (8+ glasses of
fluids).
• Incorporate gentle physical activity as
tolerated.

• Select formulas enriched with insoluble and
soluble dietary fibers.
• Ensure adequate fluid volume alongside
high-fiber ONS.
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9. Severe Fatigue • Focus on nutrient-dense foods requiring
minimal cooking or chewing.
• Prepare larger batches on high-energy days
and freeze.
• Eat a balanced diet of protein, fruits, and
whole grains.

• High caloric density and protein.
• Focus on ready-to-drink, pre-packaged,
zero-preparation ONS containing real fruit/whole
food ingredients.

10. Weight Loss /
Muscle Wasting

• Eat small, frequent, nutrient-dense meals.
• Prioritize protein-rich and calorie-rich foods
first.
• Drink fluids between meals, not during, to
maximize food intake.

• High caloric density and protein.
• Incorporate modular macronutrient additives
(such as protein powders or MCT oil) under clinical
supervision.



THE ONCOSUPPORT CLINICAL GUIDE EVIDENCE-BASED CANCER NUTRITION

Produced by OncoSupport.net Page 17

CHAPTER 7

Caregiver Guides & Practical Checklists

Providing supportive care to an oncology patient is a profound and demanding responsibility. Caregivers frequently
bear the weight of managing complex nutrition schedules, observing treatment toxicities, and navigating intense
mealtime anxiety. When a patient experiences severe nausea, poor appetite, or taste changes, mealtime can quickly
transform from a source of comfort into a battleground of stress. Understanding the psychological and practical
aspects of oncology nutrition is crucial to supporting both the patient and yourself.

Managing Food Aversion and Mealtime Anxiety

• Separate Love from Food: It is natural for caregivers to equate food with nurturing and recovery. However, when a
patient is nauseous or severely anorectic, pressure to eat can intensify their discomfort and trigger profound food
aversion. Focus on supportive hydration and small, frequent, nutrient-dense bites, rather than insisting on full,
standard meals.

• Control Food Odors: Chemotherapy frequently induces hyperosmia (hypersensitivity to smells). Cook food away
from the patient's living area, utilize slow cookers or microwave options that contain odors, and serve dishes cold or
at room temperature, as warm foods emit significantly stronger smells.

OncoSupport Consultation Preparation Checklist

• 1. Medical Records: Compile recent pathology reports, imaging results, and blood test logs.

• 2. Medication List: Maintain an exhaustive directory of all active prescriptions, over-the-counter drugs, and
dosages.

• 3. Supplement Log: List all active botanical ingredients, vitamins, minerals, and exact brands.

• 4. Food Diary: Document a 3-day log of approximate fluid intake, foods consumed, and any experienced
symptoms.

• 5. Question List: Write down your top three clinical priorities to discuss with the oncology team.

Questions to Ask Your Oncology Team

• 1. Primary Goal: What is the primary medical goal of the current treatment phase (curative, adjuvant, or palliative)?

• 2. Expected Toxicities: What specific side effects (e.g., mucositis, neutropenia) should we prepare for?

• 3. Dietary Precautions: Are there specific clinical food restrictions or lifestyle limitations during therapy?

• 4. Supplement Clearance: Are there any specific vitamins, antioxidants, or botanicals we must strictly avoid?

• 5. Red Flag Signs: What specific symptoms (e.g., sudden fever, severe diarrhea) require immediate emergency
contact?

Warning Signs Requiring Immediate Medical Attention

• 1. Neutropenic Fever: A temperature reading of 100.4 degrees Fahrenheit (38 degrees Celsius) or higher.
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• 2. Severe Dehydration: Inability to keep any liquids down for over 24 hours, or severe lightheadedness.

• 3. Intractable Diarrhea: More than 4 to 6 loose stools in a 24-hour period despite anti-diarrheal medication.

• 4. Profound Dysphagia: Complete inability to swallow thin liquids, saliva, or solid food, presenting choking risks.

• 5. Rapid Weight Loss: Unintentional weight loss exceeding 2 to 3 pounds (approximately 1 kg) within a single
week.

Safe Food Preparation & Grocery Shopping Checklist

• 1. Expiry Verification: Rigorously inspect all expiration dates on dairy, canned foods, and packaged meats before
purchasing.

• 2. Produce Cleaning: Submerge and scrub all raw fruits and vegetables under cold running water before peeling or
cutting.

• 3. Surface Sanitation: Disinfect cutting boards and kitchen countertops with hot, soapy water after raw meat
preparation.

• 4. Cold Chain Integrity: Place all cold cuts, dairy, and frozen items in the refrigerator or freezer within 1 hour of
shopping.

• 5. Leftover Reheating: Reheat refrigerated leftover meals until they are completely steaming hot (internal
temperature above 165 degrees Fahrenheit).
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CHAPTER 8

Helpful Educational Video & Clinical Bibliography

Helpful Educational Video

Please refer to our resources page to view videos that can help further.

Clinical Bibliography
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