Bedside Dysphagia Evaluation

Patient

Date

Facility

SLP

Oral-Motor Evaluation 1 CNA

1. Structure Note any abnormalities

edentulous  yes /no dentures  yes/no

2. Awareness/Control of Secretions drooling

3. Assessing Jaw, Lips and Tongue

wears dentures when eating

yes / no dentures in during eval  yes/ no

excess secretions in mouth wet breath sounds

Jaw Control CNA +/- Lingual Function CNA
rotrusion +/-
Labial Function CNA Eck lips i/
l%p spread /i/ T lateralization to buccal cavity R+/- L+/-
lip closure at rest + elevation of back +/-
Zymmetry R i repetitive elevation of back +/—
roop final lingual shaping
sentence (Please put the paper by the back door.) — +/— (Say something nice to Susan on Sunday.) e
lip round /u/ +/- retraction $/_
l%p smacking +/- lateralization to corners R+/- L+/-
lip closure on /pApApA/ +/- elevation of tip i/
repetitive elevation of tip +/—
4. Velar Function CNA
prolonged /a/: symmetry during elevation +/—
Resonance: normal hypernasal hyponasal
5. Reflexes/Responses CNA
swallow response ~ +/— gag reflex +/— palatal reflex +/—
Laryngeal Examination 1 CNA
Tracheostomy Tube yes / no
cuffed yes / no
finger occluded PM valve other
Vocal Quality normal hoarse  breathy wet
Voluntary Cough strong  weak absent
Throat Clearing strong  weak absent
Pitch Range # of notes
Volume Control noticeable change in loudness  +/— ability to control loudness  +/—
Phonation Time # seconds prolonged /a/
Valving for Speech  # syllables/breath group
Respiratory Status 1 CNA
Patient swallows during inhalation / exhalation. Patient can hold breath for seconds.
Cognition/Communication 1 CNA
Orientation day date year place
Follows One-Step Directions +/- with cues without cues
Follows Two-Step Directions +/- with cues without cues
Expressive Language gestures/points uses single words uses phrases
Intelligibility unintelligible dysarthria apraxia confused speech
Short-Term Memory
Can patient retell techniques? yes / no
Hearing Acuity
wears hearing aid(s) yes / no right left
hearing aid(s) in for eval yes / no

Comments
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Bedside Dysphagia Evaluation, continued

Patient Facility
SLP Date Time Procedure
Swallowing Key Compensatory Techniques
+ skill is adequate S straw CD chin down
- skill is inadequate SP  spoon HR head rotation
N/A  not applicable for that texture C cup BS  bolus size
CO cut-out cup EP  external pressure
Texture —
Ability to prepare bolus
labial closure + /-
lingual elevation + /-
lingual lateralization + /-
mastication + /-
Ability to manipulate bolus
lingual function + /-
oral transit time + /-
Ability to maintain bolus
back of tongue control + /-
labial closure + /-
cheeks + /-
lingual lateralization + /-
clears oral cavity in one swallow + /-
# swallows per bolus
Oropharyngeal Phase
initiate reflex in __ seconds + /-
Laryngeal Characteristics
vocal quality + / describe
cough/throat clearing + /-
elevation of larynx + /-

Comments

Oral Phase Short-Term Goals/Treatment Objectives (Circle patient goals to be addressed.) These goals are for days/weeks.
For related treatment objectives, see SLP Treatment Plan.

1. (AL/jc) Improve jaw closure to reduce anterior loss to keep food/liquid in the mouth while eating.

. (AL/Ic) Improve lip closure to reduce anterior loss to keep food/liquid in the mouth while eating.

. (AL/os) Improve oral sensation to reduce anterior loss to keep food in the mouth while eating.

oS S I ]

. (BF/os) Increase oral sensation to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

5. (BF/tm) Increase tongue movement to improve the ability to put food/liquid into a cohesive bolus to
reduce the risk of food residue falling into the airway.

6. (BF/tc) Increase tone in cheek(s) to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

7. (BP/tm) Increase tongue movement to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

8. (BP/oc) Increase oral coordination to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

9. (BP/os) Increase oral sensation to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

10. (BP/ag) Increase awareness of food/liquid and utensils in the mouth to improve the ability to move a bolus
to the back of the mouth in a coordinated fashion to reduce the risk of it falling into the airway.
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Bedside Dysphagia Evaluation Sample

Patient Fred

Date  4-30-07

Facility Central Hospital

SLP

Oral-Motor Evaluation 1 CNA

1. Structure Note any abnormalities

edentulous / no dentures / no

2. Awareness/Control of Secretions drooling

3. Assessing Jaw, Lips and Tongue

wears dentures when eating / no

excess secretions in mouth

dentures in during eval / no

v/ wet breath sounds

Jaw Control CNA G- Lingual Function CNA
t 1 —
Labial Function CNA ﬁi(l)(tilil:son y _
{{p s;l)read v @- lateralization to buccal cavity R@ - L@-
1p closure at rest ny elevation of back @/ -
Zymmetry GL) repetitive elevation of back + /@ (A)
roop final lingual shaping
sentence (Please put the paper by the back door) — + (Say something nice to Susan on Sunday.) 4 /e (AC)
lip round /u/ + retraction ®/ =
l%p smacking CNA e lateralization to corners R@ - L@ -
lip closure on /pApApA/ CNA +/- clevation of tip +10) (5P)
repetitive elevation of tip + /8 (SP)
4. Velar Function CNA
prolonged /a/: symmetry during elevation @/ -
Resonance: v/ normal hypernasal hyponasal
5. Reflexes/Responses CNA
swallow response  (+)/ — gagreflex  +/5) palatal reflex () -
Laryngeal Examination 1 CNA
Tracheostomy Tube yes /(o)
cuffed yes / no
finger occluded PM valve other
Vocal Quality normal  hoarse  breathy
Voluntary Cough Girong>  weak absent
Throat Clearing Gtrong)  weak absent
Pitch Range # of notes 3
Volume Control noticeable change in loudness @/ - ability to control loudness @/ -
Phonation Time # seconds prolonged /a/ 6
Valving for Speech  # syllables/breath group DNA
Respiratory Status 1 CNA
Patient swallows during inhalation / Patient can hold breath for 4 seconds.
Cognition/Communication 1 CNA
Orientation day v date v year v place v
Follows One-Step Directions @ - with cues without cues
Follows Two-Step Directions +1=) with cues without cues

Expressive Language
Intelligibility

gestures/poin

unintelligible
Short-Term Memory
Can patient retell techniques?  yes /(o) but he's alert

cses single words
Cdysarthrid>

uses phrases

apraxia confused speech

Hearing Acuity appears adequate

wears hearing aid(s) yes /
hearing aid(s) in for eval yes / no

right

Comments

left
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Bedside Dysphagia Evaluation Sample, continued

Patient Fred Facility
SLP Date Time Procedure
P> Swallowing Key Compensatory Techniques
+ skill is adequate S straw CD chin down
- skill is inadequate SP  spoon HR head rotation
N/A  not applicable for that texture C cup BS  bolus size
CO cut-out cup EP  external pressure
Texture — \\o\\i\&’ Q\)(ee qus \\006*
Ability to prepare bolus
labial closure + /- ~ — ~ ~
lingual elevation + /- + + + +
lingual lateralization + /- N/A + + +
mastication + /- N/A N/A - N/A
Ability to manipulate bolus
lingual function + /- + + - +
oral transit time + /- + + — +
Ability to maintain bolus
back of tongue control + /- ~ —To+| £ + +
labial closure + /- ~ — ~ —
cheeks /- ——EP+| ——EP+| ——EP+ | ——EP+
lingual lateralization + /- N/A + + +
clears oral cavity in one swallow + /- - - - -
# swallows per bolus 2 2 2-3 2
Oropharyngeal Phase
initiate reflex in __ seconds + /-
Laryngeal Characteristics
vocal quality + / describe wet wet wet wet
cough/throat clearing + /- + + - +
elevation of larynx + /- + + - +
Comments

) Oral Phase Short-Term Goals/Treatment Objectives (Circle patient goals to be addressed.) These goals are for 2 days
For related treatment objectives, see SLP Treatment Plan.

1. (AL/jc) Improve jaw closure to reduce anterior loss to keep food/liquid in the mouth while eating.
@@ Improve lip closure to reduce anterior loss to keep food/liquid in the mouth while eating. Tx Obj1,2,4,6

3. (AL/os) Improve oral sensation to reduce anterior loss to keep food in the mouth while eating.

4. (BF/os) Increase oral sensation to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

5. (BF/tm) Increase tongue movement to improve the ability to put food/liquid into a cohesive bolus to
reduce the risk of food residue falling into the airway.

6. (BF/tc)) Increase tone in cheek(s) to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

Tx Obj1,2,3,6,9

7. (BP/tm) Increase tongue movement to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

. (BP/oc)) Increase oral coordination to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

Tx Obj 2, 3

9. (BP/os) Increase oral sensation to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

10. (BP/ag) Increase awareness of food/liquid and utensils in the mouth to improve the ability to move a bolus
to the back of the mouth in a coordinated fashion to reduce the risk of it falling into the airway.
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Bedside Dysphagia Evaluation —
Skilled Nursing Facilities Summary Sheet

Date
Patient

Physician

Medical Diagnosis

Birth Date Age
Room #

Medical History

Pertinent Medications

Current Method of Nutrition: ad PO diet
Precautions

UNPO NG/PEG/TPN

History/Duration of Swallowing Problems/Recent Change

Swallowing Function Prior to Onset/Recent Change

Previous Evaluation/Treatment

Evaluation Findings/Summary

Positive Expectation to Begin Service

Need for Skilled Service

Dysphagia Diagnosis

Recommendations

NPO — consider alternative feeding:
NPO until instrumental exam

trial therapeutic feeding only (no meal trays)

PO:

tube feedings will be held a minimum of two hours before each meal

liquids: spoon / cup / straw

meds:
supplemental tube feedings

instrumental exam O MBS O FEES®
Speech/Language eval

OT eval

ENT consult re:

SLP to treat meals/day OT to treat

meals/day

no therapeutic feeding by SLP indicated no treatment at meals by OT

re-eval pending:

positioning/feeding precautions as posted
chin-down upright 90°
head rotation R/L multiple swallows
reflux precautions
Dietitian to interview patient/family to determine food preferences
calorie count
review chart for spiked temps
feed with trach cuff  up /down
Passy-Muir Valve on/ off
suction per trach after each meal
other:

The Source for Dysphagia: Third Edition
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*Recommendations marked with * are
pending results of an instrumental
exam revealing if patient is safe to eat.
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Bedside Dysphagia Evaluation — Skilled Nursing Facilities Summary Sheet, continued

Recommendations, continued

Treatment by SLP (See Treatment Plan.) Treatment by OT (See Treatment Plan.)
functional maintenance rehab dining
Frequency of service Duration of service

Discharge Plan

Long-Term Goals

(Circle goals to be addressed.) These goals are set for a one-month time period.

1. Patient will safely consume diet with liquids without
complications such as aspiration pneumonia.

Patient will be able to eat foods and liquids with more normal consistency.

Patient will be able to complete a meal in less than minutes.

Patient will maintain nutrition/hydration via alternative methods.

Patient’s quality of life will be enhanced through eating and drinking small amounts of food and liquid.

Patient’s caregivers and family will demonstrate understanding of compensatory techniques to feed patient safely.

AN

Oral Phase Short-Term Goals/Treatment Objectives

(Circle patient goals to be addressed.) These goals are for days/weeks. For related treatment objectives, see SLP Treatment Plan.

. (AL/jc) Improve jaw closure to reduce anterior loss to keep food/liquid in the mouth while eating.

. (AL/Ic) Improve lip closure to reduce anterior loss to keep food/liquid in the mouth while eating.

1
2
3. (AL/os) Improve oral sensation to reduce anterior loss to keep food in the mouth while eating.
4

. (BF/os) Increase oral sensation to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

5. (BF/tm) Increase tongue movement to improve the ability to put food/liquid into a cohesive bolus to
reduce the risk of food residue falling into the airway.

6. (BF/tc) Increase tone in cheek(s) to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

7. (BP/tm) Increase tongue movement to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

8. (BP/oc) Increase oral coordination to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

9. (BP/os) Increase oral sensation to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

10. (BP/ag) Increase awareness of food/liquid and utensils in the mouth to improve the ability to move a bolus
to the back of the mouth in a coordinated fashion to reduce the risk of it falling into the airway.

Speech-Language Pathologist License # Date

I certify that this patient requires therapy services, is under a plan of care established or reviewed every days by me, and
requires the specified treatment on a continuing basis with the following changes:

Physician Notice: (Circle one.) I do / do not find it necessary to see this patient within the next days.

Physician Date
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Bedside Dysphagia Evaluation —
Skilled Nursing Facilities Summary Sheet Sample

Date
Patient _ Ethel Birth Date 1-8-23 Age 84
Physician Room #

Medical Diagnosis _ Alzheimer's

Medical History ~ Diabetes, CHF

referred by Dr. Davis for oral dysphagia and weight loss

Pertinent Medications _ Aricept

Current Method of Nutrition: @ PO reg diet d NPO NG/PEG/TPN
Precautions

History/Duration of Swallowing Problems/Recent Change lost 15 pounds over last 6 months on regular diet at home

Swallowing Function Prior to Onset/Recent Change  prior to last 6 months, she ate without difficulty

Previous Evaluation/Treatment  n/a

Evaluation Findings/Summary _Difficulty forming bolus with masticated foods. Holds food in oral cavity up to

15 seconds. With increased pressure and pureed foods, she swallows after 8 seconds. Coughs with thin liguids.

Positive Expectation to Begin Service _Patient is cooperative with caregivers. Patient is alert and pleasant and likes

to eat.

Need for Skilled Service __If patient’s diet and food presentation aren‘t modified, she is at risk for aspiration and

continued weight loss.

Dysphagia Diagnosis _moderate oral dysphagia, suspected pharyngeal dysphagia

Recommendations
NPO — consider alternative feeding:
NPO until instrumental exam
trial therapeutic feeding only (no meal trays)
tube feedings will be held a minimum of two hours before each meal
v PO: pureed
liquids: _honey thick / straw
meds: crushed and mixed

supplemental tube feedings
SLP to treat meals/day OT to treat meals/day
no therapeutic feeding by SLP indicated no treatment at meals by OT
v instrumental exam @ MBS 0 FEES®
Speech/Language eval
OT eval
ENT consult re:
re-eval pending:
v/ positioning/feeding precautions as posted

chin-down v/ upright 90° liquid wash

head rotation R/L multiple swallows
reflux precautions
Dietitian to interview patient/family to determine food preferences
v calorie count
review chart for spiked temps

feed with trach cuff  up/down
Passy-Muir Valve on/ off

suction per trach after each meal

v other: added tactile stim to mouth

*Recommendations marked with * are
pending results of an instrumental
exam revealing if patient is safe to eat.
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Bedside Dysphagia Evaluation — Skilled Nursing Facilities Summary Sheet Sample, continued

Recommendations, continued

Treatment by SLP (See Treatment Plan.) Treatment by OT (See Treatment Plan.)
v functional maintenance v/ rehab dining
Frequency of service 90 mins/wk Duration of service 2 weeks

Discharge Plan when MBS completed and staff trained on techniques to feed patient safely

Long-Term Goals

(Circle goals to be addressed.) These goals are set for a one-month time period.
Patient will safely consume pureed diet with honey liquids without
complications such as aspiration pneumonia.

2. Patient will be able to eat foods and liquids with more normal consistency.

3. Patient will be able to complete a meal in less than minutes.

4. Patient will maintain nutrition/hydration via alternative methods.

5. Patient’s quality of life will be enhanced through eating and drinking small amounts of food and liquid.

Patient’s caregivers and family will demonstrate understanding of compensatory techniques to feed patient safely.

Oral Phase Short-Term Goals/Treatment Objectives

(Circle patient goals to be addressed.) These goals are for days/weeks. For related treatment objectives, see SLP Treatment Plan.

1. (AL/jc) Improve jaw closure to reduce anterior loss to keep food/liquid in the mouth while eating.

2. (AL/Ic) Improve lip closure to reduce anterior loss to keep food/liquid in the mouth while eating.

3. (AL/os) Improve oral sensation to reduce anterior loss to keep food in the mouth while eating.

(BF/os) Increase oral sensation to improve the ability to put food/liquid into a cohesive bolus to reduce

the risk of food residue falling into the airway. Tx Obj 6, 8, 10

5. (BF/tm) Increase tongue movement to improve the ability to put food/liquid into a cohesive bolus to
reduce the risk of food residue falling into the airway.

6. (BF/tc) Increase tone in cheek(s) to improve the ability to put food/liquid into a cohesive bolus to reduce
the risk of food residue falling into the airway.

7. (BP/tm) Increase tongue movement to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

8. (BP/oc) Increase oral coordination to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

9. (BP/os) Increase oral sensation to improve the ability to move a bolus to the back of the mouth in a
coordinated fashion to reduce the risk of it falling into the airway.

(BP/ag) Increase awareness of food/liquid and utensils in the mouth to improve the ability to move a bolus

to the back of the mouth in a coordinated fashion to reduce the risk of it falling into the airway. TxObj1,2,3

Speech-Language Pathologist License # Date

I certify that this patient requires therapy services, is under a plan of care established or reviewed every days by me, and
requires the specified treatment on a continuing basis with the following changes:

Physician Notice: (Circle one.) I do / do not find it necessary to see this patient within the next days.

Physician Date

The Source for Dysphagia: Third Edition Copyright © 1996, 2000, 2007 LinguiSystems, Inc.



Bedside Dysphagia Evaluation —
Speech-Language Pathology Summary Sheet

Date Patient

Admit Date Physician

Admit Diagnosis

Medical History

Pertinent Medications

Current Method of Nutrition: W PO diet U NPO NG/PEG/TPN

History/Duration of Swallowing Problems

Respiratory Status: U O, nasal/face mask/trach collar U Intubated from to
Q Trach placed on Trach type Q Ventilatory support: __ hours
U Eval done with patient on/off vent U Cuff inflated/deflated U Passy-Muir Valve on/off

Dysphagia Diagnosis

Long-Term/Functional Goals (Circle goals to be addressed.)

These goals are set for a time period.

1. Patient will safely consume diet with liquids without
complications such as aspiration pneumonia.

Patient will be able to eat foods and liquids with more normal consistency.

Patient will be able to complete a meal in less than minutes.

Patient will maintain nutrition/hydration via alternative methods.

Patient’s quality of life will be enhanced through eating and drinking small amounts of food and liquid.

wnhk v

Recommendations

NPO — consider alternative feeding:
NPO until instrumental exam

trial therapeutic feeding only (no meal trays)

tube feedings will be held a minimum of two hours before each meal
PO:

liquids: spoon / cup / straw
meds:
supplemental tube feedings
SLP to treat meals/day
no therapeutic feeding by SLP indicated
instrumental exam QMBS 0O FEES®
Speech/Language eval
OT eval
ENT consult re:
re-eval pending:
positioning/feeding precautions as posted
chin-down upright 90° liquid wash
head rotation R/L multiple swallows
reflux precautions
Dietitian to interview patient/family to determine food preferences
calorie count
review chart for spiked temps

feed with trach cuff  up/down N . -
Passy-Muir Valve on / off Recommendations marked with * are

suction per trach after each meal pending results of an instrumental
other: exam revealing if patient is safe to eat.

Treatment by SLP (See Treatment Plan)

Patient/Family Teaching Goals
Was patient/family teaching completed? O yes Uno
(See Teaching Sheet for PO Feeding.)

Speech-Language Pathologist
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Bedside Dysphagia Evaluation —
Speech-Language Pathology Summary Sheet Sample

Date _ 4-30-07 Patient Fred
Admit Date _ 4-29-07 Physician
Admit Diagnosis (L) _cva

Medical History _ASCVD, HTN, IDDM

Pertinent Medications  N/A

Current Method of Nutrition: ~ PO diet @ NPO @PEG/TPN given ice chips
History/Duration of Swallowing Problems _since admit with CVA, referred by M.D. for “choking”
Respiratory Status: @ Ozace mask/trach collar U Intubated from to
Q Trach placed on Trach type Q Ventilatory support: __ hours
U Eval done with patient on/off vent U Cuff inflated/deflated U Passy-Muir Valve on/off

Dysphagia Diagnosis oral dysphagia, suspected pharyngeal dysphagia

Long-Term/Functional Goals (Circle goals to be addressed.)

These goals are set for a one month time period.
Patient will safely consume pureed diet with honey thick liquids without
complications such as aspiration pneumonia.

2. Patient will be able to eat foods and liquids with more normal consistency.
3. Patient will be able to complete a meal in less than minutes.
4. Patient will maintain nutrition/hydration via alternative methods.
5. Patient’s quality of life will be enhanced through eating and drinking small amounts of food and liquid.
Recommendations
NPO — consider alternative feeding:
v NPO until instrumental exam
trial therapeutic feeding only (no meal trays)
v tube feedings will be held a minimum of two hours before each meal
%/ PO: pureed
liquids: _honey thick cup / straw
meds: _ crush and mix
supplemental tube feedings
v SLP to treat 2 meals/day

no therapeutic feeding by SLP indicated

v instrumental exam QMBS 0O FEES®
v Speech/Language eval

OT eval

ENT consult re:

re-eval pending:
v positioning/feeding precautions as posted

v/ chin-down v/ upright 90° liquid wash
head rotation R/L v/ multiple swallows

reflux precautions

Dietitian to interview patient/family to determine food preferences
calorie count

review chart for spiked temps

feed with trach cuff  up/down N . -
Passy-Muir Valve on / off Recommendations marked with * are

suction per trach after each meal pending results of an instrumental
other: exam revealing if patient is safe to eat.

v Treatment by SLP (See Treatment Plan)

Patient/Family Teaching Goals
Was patient/family teaching completed? o yes Uno
(See Teaching Fact Sheet for PO Feeding.)

Speech-Language Pathologist
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Case Samples

The following nine case samples will help you refine your skills in making recommendations and determining
short- and long-term goals and treatment objectives based on findings from instrumental studies. The cases
are presented in summary form. Long-term goals and short-term goals are established for each patient.
Cursory information from the instrumental study is in the first column. The symptom is listed and the
physiological cause of that symptom is indicated in italics. At the end of the findings, information about

the effects of treatment strategies tried during the instrumental study are listed. The middle column contains
recommendations based on the findings from the instrumental study. If treatment for that finding is indicated,
the corresponding short-term goals tried during the instrumental study are listed. The third column suggests
possible treatment objectives for the problem(s) identified in the findings. The treatment objectives are based
on the physiological cause of each symptom and the codes indicate the short-term goal to which that objective
is related.

For example, a significant finding for Case 1 shows that the patient could form a bolus with any food
presented. The recommendation is that he can have any and all textures he feels he can handle. No specific
treatment will be needed, so no short-term goal is listed. However, another finding showed that thin liquids
trickled over the back of the tongue prematurely. The recommendation is for the patient to use chin-on-chest
position for thin liquids. Because this requires treatment, a short-term goal is listed. Treatment objectives
were selected from those designed to address aspiration before the swallow due to reduced tongue control
(AB/tc).

A treatment objective can address more than one short-term goal. When you list an objective on your
treatment plan, you can use the code that applies to the main reason you chose that objective or you can list
both codes. For example, in Case 6, the patient has significant vallecular and pyriform sinus residue. The
compensatory treatment objective that “Patient will remain seated upright at 90° without cues for 30 minutes
after any PO intake” was chosen to reduce risk of food falling from valleculae and pyriforms into the airway.
Therefore, it could be coded as AA/v/tb-3 (related to the short-term goal to reduce risk of aspiration after the
swallow from the valleculae due to decreased tongue base strength) and AA/p/le-5 (related to the short-term
goal to reduce risk of aspiration after the swallow from the pyriforms due to reduced laryngeal elevation).

It could even be coded AA/V/ppw-3 (related to the short-term goal to reduce the risk of aspiration after the
swallow from the valleculae due to reduced movement of the pharyngeal walls) if you felt that was the main
reason for the vallecular residue.

Cases 8 and 9 involve patients considered inappropriate for therapy. These case samples show how the
recommendations are based on selected findings.
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Case 1

History

Long-Term Goal 1

Short-Term Goal 11 (AB/tc)

Short-Term Goal 15 (AA/p/le)

Short-Term Goal 16 (AA/p/hem)

Short-Term Goal 18 (AA/lv/at)

Short-Term Goal 20 (AA/v/tb)

Short-Term Goal 21 (AA/v/ppw)

Acute cerebrovascular accident, primary brainstem hemorrhage secondary

to hypertension

Patient will safely consume regular diet with liquids without complications

such as aspiration pneumonia.

Patient will improve back of tongue control to keep food from falling over
the back of the tongue and into the airway.

Patient will increase laryngeal elevation to reduce residue in the pyriform
sinus(es) and reduce risk of the residue falling into the airway after the

swallow.

Patient will increase anterior movement of the hyolaryngeal complex to
reduce residue in the pyriform sinuses and reduce the risk of the residue
falling into the airway after the swallow.

Patient will improve arytenoid tipping/closure at entrance to airway to
reduce penetration into the upper laryngeal vestibule to reduce the risk
of the penetrated material being aspirated after the swallow.

Patient will increase base of tongue movement to reduce vallecular residue
(unilateral or bilateral) to reduce the risk of the residue being aspirated after

the swallow.

Patient will increase movement of the posterior pharyngeal wall to reduce
vallecular residue to reduce the risk of the residue being aspirated after

the swallow.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase

Patient is somewhat slow to
masticate the cookie, but is
able to form a good bolus.

Any and all textures patient feels
able to handle

Oropharyngeal Phase

If the patient isn’t in a chin-down
position, thin liquids trickle over the
back of the tongue prematurely due
to decreased strength and control
of back of tongue.

Chin-on-chest position for all
swallows (Short-Term Goal 11 —
AB/tc-1) (Note: Sometimes it is
easier for a patient to remember

to use chin-down on all swallows
than for only selected textures.
This patient is aspirating only thin
liquids, but later shows penetration
of paste that could be eliminated
with chin-down position. Therefore,
this patient should probably use
chin-down for all consistencies.)

AB/tc-1 Patient will use chin-down
position for all consistencies without
cues on 10 of 10 trials. (¢)

AB/tc-4 Patient will exert pressure
with back of tongue up against
tongue depressor on 9 of 10 trials.
(Helpful cue: Ask patient to try

to say /k/.) (f)

AB/tc-5 Patient will produce a
forceful /k/ at the end of words
on 9 of 10 trials. ()
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Case 1 , continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase

Bolus size 5cc with chin in neutral,
aspirated small amount before the
swallow without any reaction to
this aspiration, confirming reduced
back of tongue control

Significant vallecular residue
after swallow indicating reduced
pressure from base of tongue and
posterior pharyngeal wall. Does
not aspirate residue and clears
some with multiple swallows, but
amount of residue makes patient
at risk to aspirate.

Significant pyriform residue after
the swallow due to decreased
laryngeal elevation and reduced
anterior movement of hyolaryngeal
complex. At risk to aspirate.

Base of tongue exercises (Short-
Term Goal 20 — AA/v/tb) and
posterior pharyngeal wall exercises
(Short-Term Goal 21 — AA/v/ppw)
for better bolus propulsion through
the hypopharynx to reduce vallecular
residue

Laryngeal elevation exercises to
eliminate pyriform sinus residue
(Short-Term Goal 15 — AA/p/le)

Exercises to increase anterior
movement of hyolaryngeal
complex to reduce pyriform residue
(Short-Term Goal 16 — AA/p/hcm)

AA/v/tb-4 Patient will use multiple
swallows with cues on 8 of 10
trials. (c)

AA/v/tb-7 Patient will use
effortful swallow with cues
on 8 of 10 trials. (c, f)

AA/N/tb-9 Patient will demonstrate
tongue base retraction on § of 10
trials. ()

AA/v/ppw-8 Patient will swallow
saliva using tongue hold on 8 of 10
trials. ()

AA/p/le-6 Patient will use
Mendelsohn maneuver for

pudding consistencies with
cues on 7 of 10 trials. (c, )

AA/p/le-8 Patient will produce /i/
in continuous fashion, including
falsetto, on 10 of 10 trials. (f)

AA/p/hem-7 Patient will perform
head lift maneuver for 60 seconds
on 2 of 2 trials. (f)

AA/p/hem-8 Patient will perform 30
repetitive head lift maneuvers. (f)
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Case 1 , continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase, continued

Patient penetrated about 20% of
the paste bolus during the swallow
due to limited closure at entrance
to larynx. Patient was able to
cough on command and clear all
material from the trachea. This
penetration was eliminated with
chin-down position.

Laryngeal entrance closure exercises
to reduce penetration (Short-Term
Goal 18 — AA/lv/at) (Note: You
must decide whether a patient needs
to use a technique some or all of
the time as a compensation or in
non-meal treatments as a facilitator.
It was decided that since the patient
could eliminate penetration with
chin-down, it could be a simpler
procedure to use at meals. The
super-supraglottic will be used

as a facilitator in treatment.)

AA/lv/at-4 Patient will use super-
supraglottic swallow during
treatment with cues on 9 of 10
trials. ()

Effect of Treatment Strategies
Attempted

When the patient took uncontrolled
amounts of thin liquid from a cup
with chin-down position, most of
the penetration was eliminated and
all aspiration was eliminated as a
result of widening the valleculae
and improving airway protection.

When using a straw, the patient
aspirated small amounts before
the swallow.

Using a chin-down position with
paste significantly reduced the
pooling in the valleculae and
eliminated the aspiration and
penetration. When using a good
chin-down position, a liquid wash
helped to clear most of the paste
successfully and there was no
aspiration.

As a precaution, give 1 tsp. bolus
size because patient continued to
have some penetration with
uncontrolled amounts.

All liquids from cup; no straws

Liquid wash okay with chin-down

AB/tc-2 Patient will control bolus
size to teaspoon without cues on
10 of 10 trials. (c)

AB/tc-3 Patient will use a cut-out
cup for all liquid intake without
cues on 10 of 10 trials. (c)

AA/V/tb-5 Patient will use thin
consistency liquid wash with
chin-down position to widen
valleculae every several bites
with cues on 9 of 10 trials. (c)
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Case 2

History

Long-Term Goal 1

Short-Term Goal 7 (BP/tm)

Short-Term Goal 13 (AD/Ic)

Short-Term Goal 20 (AA/v/tb)

Mild right CVA. History of prior right CVA. Wet vocal quality before,
during, and after the initial bedside evaluation. Significant clinical signs
of aspiration.

Patient was reintubated secondary to increasing respiratory failure for seven
days and had been extubated two days at time of this study.

Breathy vocal quality, very wet quality after oatmeal, pureed fruit, and juice
on bedside evaluation. Patient also coughed after oatmeal and pureed fruit.
Patient has an NG tube in place.

Patient will safely consume Level III diet with honey-thick liquids without
complications such as aspiration pneumonia.

Patient will increase tongue movement to improve the ability to move a
bolus to the back of the mouth in a coordinated fashion to reduce the risk
of it falling into the airway.

Patient will increase closure of the true folds to keep food from falling into
the airway during the swallow.

Patient will increase base of tongue movement to reduce vallecular residue
(unilateral or bilateral) to reduce the risk of the residue being aspirated after

the swallow.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase

Functional for the juice, honey-thick
liquid, and paste; some difficulty
with the cookie, partly due to patient
not wearing dentures

Oropharyngeal Phase

All consistencies trickle over the
back of the tongue due to mild
weakness of back of tongue.

There is only a small amount of
trickle while most of the bolus
remains in the oral cavity. Patient
is not aspirating.

Difficulty keeping the bolus in a
cohesive fashion due fto reduced
tongue movement

Sitting up at 90°; take small bites
and sips

Note: Some recommendations are
only precautionary since the amount
of premature loss is small and not
causing any functional problems.

Pureed — one regular vegetable
to try chewing with dentures
with SLP present (Short-Term
Goal 7 — BP/tm)

BP/tm-6 Patient will move lemon
swab placed between tongue and
hard palate from front to back on
10 of 10 trials. (f)
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Case 2 continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oropharyngeal Phase, coninued

BP/tm-7 Patient will sweep tongue
from alveolar ridge to junction of
hard and soft palate on 9 of 10
trials. ()

BP/tm-11 Patient will eat only
pureed and soft, cohesive foods
without cues on 10 of 10 trials. (d)

Pharyngeal Phase

Shows aspiration of 10% of the
bolus during the swallow with
an immediate cough reaction
with thin liquids

Aspiration of 10% of the honey
bolus during the swallow with

no reaction when the aspiration
occurred. Aspiration of 10% of

the paste bolus during the swallow
with no reaction. A/l due to reduced
laryngeal closure.

Shows reduced base of tongue
pressure that results in significant
vallecular residue after the swallow,
which then trickles down to the
pyriforms

Laryngeal closure exercises (Short-
Term Goal 13 — AD/Ic). If voice

is still breathy in a week to 10 days,
ENT consult re: vocal fold closure
(Note: Presume at this point that
decreased laryngeal closure is
secondary to intubation. Primary
physician usually prefers to wait

2 weeks after extubation before
consulting ENT.)

Exercises to increase tongue base
strength (Short-Term Goal 20 —
AA/NV/tb)

AD/lc-6 Patient will use supra-
glottic swallow for saliva
consistencies with cues on 10
of 10 trials. (c, f)

AD/lc-7 Patient will demonstrate
Valsalva maneuver (breath hold)
on 10 of 10 trials. (f)

AA/v/tb-4 Patient will use multiple
swallows without cues on 7 of 10
trials. (c)

AA/v/tb-7 Patient will use
effortful swallow with cues
on 9 of 10 trials. (f)

AA/N/tb-9 Patient will demonstrate
tongue base retraction on 10 of 10
trials. ()
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Case 2 continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

A-P View

Revealed symmetrical residue in the
valleculae but slightly more residue
in the left pyriform; asymmetrical
movement of the vocal folds to
midline with the left fold perhaps
moving less than the right

Effect of Treatment Strategies
Attempted

After the A-P view revealed what
appeared to be reduced movement
of the left vocal fold to midline,
patient was tried with head rotation
to the left. It appeared the patient
swallowed honey and paste in small
amounts without aspiration, but
aspiration of thin liquids continued
with compensatory techniques.

Thick liquids — moderate thick
(honey); vegetables should be
drained well since patient cannot
safely take thin liquids; pills/tablets
whole followed by thickened liquid
or meds via tube; head turned to left

Encourage coughing

Other: Hold tube feedings prior to
meals to increase appetite. Do an
instrumental study before advancing
diet since patient often silently
aspirates.

AD/Ic-4 Patient will use head
rotation to left for all swallows
with cues on 10 of 10 trials. (c)

AD/lc-8 Patient will take only
liquids of honey consistency
with cues on 10 of 10 trials. (d)

AD/Ic-9 Patient will avoid foods
in liquid base with cues on 10 of
10 trials. (d)
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Case 3

History

Long-Term Goal 1

Short-Term Goal 13 (AD/Ic)

History of TIAs. Mild-moderate dementia, arteriosclerotic cardiovascular
disease. Patient does not feed self. Coughing, especially on liquids.

Patient will safely consume Level V diet with thin liquids without
complications such as aspiration pneumonia.

Patient will compensate for decreased closure of the true folds to keep food
from falling into the airway during the swallow. (Note: Since treatment
for this patient will involve compensating for the deficits and not trying to
improve function, the wording of the short-term goal has been modified.)

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase
Within functional limits for all
textures

Regular diet

Oropharyngeal Phase
Within functional limits

Pharyngeal Phase

The initial presentations of thin
liquids in 3cc and Scc from a spoon
were swallowed without difficulty.
The response initiates adequately
and there is no penetration or
aspiration. However, patient took
10cc bolus from a cup during the
swallow with an immediate cough
reaction to the aspiration when it
occurred. This appears to be due to
reduced ability to achieve laryngeal
closure.

Patient was allowed to try 10cc from
a straw and showed penetration on

1 trial and aspiration on the next.
Patient showed aspiration on 1

of 3 trials when taking controlled
amounts from a straw. Nectar-thick
liquids were swallowed without
penetration or aspiration, even in
large amounts.

Thin liquids in small sips from
spoon to eliminate penetration
(Short-Term Goal 13 — AD/Ic)

(Note: Patient does not self-feed.

If the patient were able to self-feed,
the Rolyan Millicup might be a good
way to control the bolus size.)

AD/Ic-1 Patient will control bolus
size to one teaspoon with cues on
10 of 10 trials. (c)

AD/lc-3 Patient will use spoon for
liquid presentations with cues on
10 of 10 trials. (c)
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Case 3 continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Anatomy/Physiology

Patient exhibits bilateral movement
of the vocal folds to midline, but
closure is not complete.

Laryngeal closure exercises are
not recommended because patient
can’t readily follow directions.

Effect of Treatment Strategies
Attempted

Nectar-thick — patient able to
take uncontrolled amounts without
aspiration or penetration. Chin-
down position with uncontrolled
thin liquids does not eliminate
aspiration.

Patient is not very reliable at
controlling the bolus size. Patient
can take uncontrolled amounts of
nectar from a cup or straw without
penetration or aspiration.

If patient isn’t supervised for bolus
size, consider keeping on nectar-
thick liquids.

AD/lc-8 Patient will take only
liquids of nectar consistency
without cues on 10 of 10 trials. (d)
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Case 4

History

Long-Term Goal 1

Long-Term Goal 4

Short-Term Goal 5 (BF/tm)

Short-Term Goal 6 (BF/tc)

Short-Term Goal 7 (BP/tm)

Short-Term Goal 11 (AB/tc)

Short-Term Goal 12 (AB/dr)

Short-Term Goal 15 (AA/p/le)

Difficulty tolerating secretions. Exhibited cough and continued wet
vocal quality. Strangled on thin liquids presentations. Recent onset
cerebrovascular accident; past history of multiple cerebrovascular accidents,

but was eating regular diet.

Patient will safely consume Diet Level II pudding-thick liquids without
complications such as aspiration pneumonia. (Note: Too early to determine
if this goal will be appropriate. It may be that only Long-Term Goal 4 will
be possible, but we are aiming for Long-Term Goal 1.)

Patient will maintain nutrition/hydration via alternative means.

Patient will increase tongue movement to improve the ability to put food/
liquid into a cohesive bolus to reduce the risk of food residue falling into

the airway.

The tone in patient’s cheek(s) will increase to improve the ability to put
food/liquid into a cohesive bolus to reduce the risk of food residue falling

into the airway.

Patient will increase tongue movement to improve the ability to move a
bolus to the back of the mouth in a coordinated fashion to reduce the risk

of it falling into the airway.

Patient will improve back of tongue control to keep food from falling over
the back of the tongue and into the airway.

Patient will decrease delay in initiation of pharyngeal swallow to reduce
food falling into the airway before the swallow.

Patient will increase laryngeal elevation to reduce residue in the pyriform
sinsus(es) and reduce the risk of the residue falling into the airway after

the swallow.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Difficulty tolerating secretions

Cue patient to clear wet vocal
quality, frequent suctioning,
aggressive oral care

BF/tm-9 Patient will click tongue
against roof of mouth on 7 of 10
trials. (f)

Oral Phase

Decreased ability to adequately
form a bolus within the oral
cavity on all liquid presentations
due to limited tongue movement
and decreased tone in cheeks

Increase strength and accuracy of
tongue movements to better form
bolus (Short-Term Goal 5 — BF/tm)

BF/tm-11 Patient will push blade
of tongue upward against tongue
depressor on 7 of 10 trials. (f)

BF/tm-12 Patient will push right
and left lateral border of tongue
against tongue depressor on 7 of
10 trials. ()
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Case 4, continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase, continued

Increase tone in cheeks for better
bolus formation (Short-Term
Goal 6 — BF/tc)

BF/tc-6 Patient will produce “00”
and then “ee” with exaggerated lip
movement on 7 of 10 trials. (f)

BF/tc-7 Patient will pucker lips,
then move lips from side to side
on 7 of 10 trials. (f)

Oropharyngeal Phase

Some premature trickle over back
of tongue while manipulating bolus
secondary to reduced strength of
back of tongue

Piecemeal deglutition requiring two
or three attempts to adequately clear
the oral cavity. Patient has reduced
tongue strength.

Back of tongue exercises
(Short-Term Goal 11 — AB/tc)

Lingual exercises to improve
bolus propulsion (Short-Term
Goal 7 — BP/tm)

AB/tc-5 Patient will produce a
forceful /k/ at the end of words
on 8 of 10 trials. (f)

BP/tm-6 Patient will move lemon
swab placed between tongue and
hard palate from front to back on
10 of 10 trials. (f)

BP/tm-7 Patient will sweep tongue
from alveolar ridge to junction of
hard and soft palate on 9 of 10
trials. (f)

BP/tm-8 Patient will pop tongue
against hard palate on 10 of 10
trials. (f)

Pharyngeal Phase

Patient pushes bolus to valleculae
and it falls to pyriforms with

3-5 second delay before patient
swallows. Aspiration of a trace to
approximately 25% of every bolus
amount before the swallow from
valleculae and pyriforms (as soon
as patient begins the swallow).

Increase speed of initiation of
onset of swallow (Short-Term
Goal 12 — AB/dr)

AB/dr-5 (a) Patient will decrease
length of time from command to
swallow to onset of swallow from
5 seconds to 1 second following
thermal-tactile application on

7 of 10 trials. (c, )

AB/dr-5 (b) Patient will decrease
length of time from command to
swallow to onset of swallow from
5 seconds to 1 second following
neurosensory stimulation on 7 of
10 trials. (c, f)
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Case 4, continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase, continued
During second swallow, patient
aspirated the residue from the
pyriform sinuses and coughed
in response to the aspiration;
residue is present because of
reduced laryngeal elevation.

Increase laryngeal elevation to
reduce amount of pyriform residue
(Short-Term Goal 15 — AA/p/le)

AA/p/le-6 Patient will use
Mendelsohn maneuver for
saliva consistencies without
cues on 7 of 10 trials. (f)

AA/p/le-7 Patient will use
super-supraglottic swallow
for saliva consistencies without
cues on 7 of 10 trials. (c, f)

AA/p/le-8 Patient will produce /i/
in continuous fashion, including
falsetto, on 8 of 10 trials. ()

AA/p/le-9 Patient will increase
laryngeal elevation via SEMG
biofeedback on 10 of 10 trials. (f)

Effect of Treatment Strategies
Attempted

Chin-down position did not
increase airway protection,
therefore aspiration of all
materials continued. Head
rotation to reduce pyriform
sinus residue was not helpful.
Patient had attempted to perform
Mendelsohn at bedside during
indirect dysphagia therapy and
was unable to coordinate the
sequences with dry swallows,
so it was not attempted with

PO swallows.

NPO; remove water pitcher

Repeat instrumental study prior
to trying diet since patient is
aspirating significant amounts
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Case 5

History

Long-Term Goal 5

Short-Term Goal 2 (AL/Ic)

Short-Term Goal 5 (BF/tm)

Short-Term Goal 7 (BP/tm)

Short-Term Goal 12 (AB/dr)

Massive CVA with anoxic brain damage. Patient has aphasia and apraxia.
Unable to follow commands. During bedside evaluation, swallowed 90%
of trials after oral stimulation. Fed by PEG only since the CVA 2 months
prior to this evaluation.

Patient’s quality of life will be enhanced through eating and drinking small
amounts of food and liquid.

Patient will improve lip closure to reduce anterior loss to keep food/liquid
in the mouth while eating.

Patient will increase tongue movement to improve the ability to put food/
liquid into a cohesive bolus to reduce the risk of food falling into the airway.

Patient will increase tongue movement to improve the ability to move a
bolus to the back of the mouth in a coordinated fashion to reduce the risk
of it falling into the airway.

Patient will decrease delay in initiation of pharyngeal swallow to reduce
food falling into the airway before the swallow.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Treatment
Objectives

Recommendations and
Short-Term Goals
Based on Findings

Oral Phase

At times the patient was asked
to hold the spoon and make
the presentation since apraxia
seems to be a major problem.
Patient exhibits extremely poor
lip closure with most material
running out the right side of
the mouth.

Lip closure exercises (Short-Term
Goal 2 — AL/Ic)

AL/lc-2 Patient will achieve lip
closure around object (Lifesaver
on string, Popsicle, ice cube) for
6 seconds on 8 of 10 trials. (f)
Note: Patient has speech apraxia,
but does not seem to have oral
apraxia.

AL/lc-3 Patient will achieve lip
closure against resistance provided
by clinician placing fingers on upper
and lower lips on 10 of 10 trials. (f)

AL/lc-4 Patient will pucker lips
(as if to blow a kiss) on 8 of 10
trials. (f)

AL/lc-7 Patient will hold tongue
depressor between closed lips
(not teeth) for count of 10 on

7 of 10 trials. (f)

AL/lc-8 Patient will grin (retracting
corners of lips) as wide as possible
without showing teeth on 8 of 10
trials. (f)
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Case 5, continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase, continued

Patient does not form a bolus with
any of the materials presented, but
lets them fall into the anterior and
right lateral sulcus. Patient has
some fongue weakness.

Improve coordination of tongue
movements (Short-Term Goal 5 —
BF/tm)

BF/tm-8 Patient will push up
with back of tongue against
tongue depressor on 7 of 10
trials. (Helpful cue: Ask
patient to try to say /k/.) (f)

BF/tm-9 Patient will click tongue
against roof of mouth on 7 of 10
trials. (f)

BF/tm-10 Patient will push tongue
tip out against tongue depressor on
7 of 10 trials. (f)

BF/tm-11 Patient will push blade
of tongue upward against tongue
depressor on 7 of 10 trials. (f)

Oropharyngeal Phase

No coordinated anterior to
posterior movement with the
tongue to move the bolus back.
The tongue weakness interferes,
but discoordination is a major
problem. The thin liquid bolus
finally falls over the back of
the tongue in an uncontrolled
manner. With the other materials,
the patient never propels any
significant amount posteriorly.

Improve tongue movement
(Short-Term Goal 7 — BP/tm)

Note: Short-Term Goal 8

to improve oral coordination
involves only compensation
and diet treatment objectives.
Because this patient is being
kept NPO, this goal will have
to be deferred.

BP/tm-6 Patient will move lemon
swab placed between tongue and
hard palate from front to back on
6 of 10 trials. (f)
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Case 5, continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase

Thin liquids — Patient aspirated
50% of thin liquids before the
swallow with an immediate cough
reaction when the aspiration
occurred.

Pudding — able to propel only
small amount over the back of the
tongue. Penetrated a very small
amount of food before the swallow.
Patient probably aspirated at a later
time from residue in upper laryngeal
vestibule.

Note: It is difficult to determine
if patient actually has a delayed
swallow or is simply unprepared
for the swallow since the voluntary
component is absent. Will treat

as if it is a delay. (Short-Term
Goal 12 — AB/dr)

AB/dr-5 (a) Patient will decrease
length of time from command to
swallow to onset of swallow from

5 to 2 seconds following sour bolus
(lemon swab) on 9 of 10 trials. (c, f)

AB/dr-5 (b) Patient will decrease
length of time from command to
swallow to onset of swallow from 5
to 2 seconds following neurosensory
stimulation on 9 of 10 trials. (c, f)

Effect of Treatment Strategies
Attempted

An attempt was made to use a
towel roll to place the patient in

a chin-down position and present
more thin liquid. However, in this
position, the patient lost all of the
bolus anteriorly due to severe lip
closure problems.

Summary

Patient has profound oral dysphagia,
losing most of each bolus anteriorly
and into sulci. When part of a bolus
falls over the back of the tongue
prematurely, patient aspirates 50%
of the bolus during the swallow.

It is difficult to determine how
much the pharyngeal component

is actually involved.

Patient should remain NPO.

Attempt oral stimulation and
work on bolus formation and
manipulation without presenting
food to patient.

Repeat instrumental study before
trying any PO.
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Case 6

History

Long-Term Goal 2

Short-Term Goal 11 (AB/tc)

Short-Term Goal 14 (AD/mc)

Short-Term Goal 15 (AA/p/le)

Short-Term Goal 20 (AA/v/tb)

Short-Term Goal 21 (AA/v/ppw)

Essential tremor. Two recent hospitalizations for pneumonia. Previous
instrumental study 4 days prior revealed severe pharyngeal dysphagia
characterized by aspiration of thin liquids during and after the swallow.
Nectar-thick liquids were aspirated after the swallow. Severe risk for
aspiration of paste after the swallow because of significant residue
caused by reduced laryngeal elevation due to the patient’s significantly
decreased strength overall.

It was recommended that the patient remain NPO and a PEG tube was
to be placed, but physician reported patient seemed much stronger and
requested we repeat this study before the tube was placed.

Patient will be able to eat foods and liquids with more normal consistency.

Patient will improve back of tongue control to keep food from falling over
the back of the tongue and into the airway.

Patient will improve the rate of laryngeal elevation/timing of closure to
keep food from falling into the airway during the swallow.

Patient will increase laryngeal elevation to reduce residue in the pyriform
sinus(es) and reduce the risk of the residue falling into the airway after
the swallow.

Patient will increase base of the tongue movement to reduce bilateral
vallecular residue to reduce the risk of the residue being aspirated after
the swallow.

Patient will increase movement of the posterior pharyngeal wall to reduce
vallecular residue to reduce the risk of the residue being aspirated after
the swallow.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Treatment
Objectives

Recommendations and
Short-Term Goals
Based on Findings

Oral Phase

Weakness and decreased speed in
forming a bolus, but patient is able
to form a bolus with each material

Mechanical soft — ground

Oropharyngeal Phase

Some premature movement of thin
liquid bolus over back of tongue
due to weakness

AB/tc-4 Patient will exert pressure
with back of tongue up against tongue
depressor on 8 of 10 trials. (Helpful
cue: Ask patient to try to say /k/.) (f)

Improve back of tongue control
(Short-Term Goal 11)

AB/tc-5 Patient will produce a
forceful /k/ at the end of words
on 8 of 10 trials. ()
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Case 6, continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase

Thin liquids — bolus falls over the
back of the tongue (due to weak
back of tongue) to valleculae and
pyriforms, but then the response
initiates in adequate time. Once
the bolus size reaches 10cc, patient
begins to aspirate before the swallow
as the bolus falls over the back of
the tongue and the initiation of the
swallow is mistimed.

Totally asymptomatic with this
aspiration. Significant vallecular
and pyriform sinus residue after the
swallow related to reduced base

of tongue to posterior pharyngeal
wall pressure and reduced laryngeal
elevation respectively.

Honey — minimal penetration,
but never any aspiration

Vallecular residue and pyriform
sinus residue due to decreased
laryngeal elevation and decreased
base of tongue to pharyngeal wall
pressure

Thin liquids in teaspoon amounts;
no thin liquids at meals since patient
probably can’t handle thin liquids
when pyriforms are full of other
material; needs to improve timing
of initiation of swallow (Short-Term
Goal 14 — AD/mc)

Moderate thick (honey) liquids
with meals

Laryngeal elevation exercises
(Short-Term Goal 15 — AA/p/le)

Increase base of tongue movement
(Short-Term Goal 20 — AA/v/tb)

AB/tc-2 Patient will control bolus
size to thin liquids on teaspoon
without cues on 10 of 10 trials. (c)

AB/tc-7 Patient will avoid foods
in liquid base without cues on 10
of 10 trials. (d)

AD/mc-5 Patient will use super-
supraglottic swallow for saliva
consistencies with cues on 10

of 10 trials. (c, f)

AA/p/le-6 Patient will use
Mendelsohn maneuver for
paste consistencies with cues
on 8 of 10 trials. (c, f)

AA/p/le-8 Patient will produce /i/
in continuous fashion, including
falsetto, on 8 of 10 trials. (f)

AA/N/tb-3 (or AA/p/le-5 or AA/V/
ppw-3) Patient will remain seated
upright at 90° without cues for 30
minutes after any PO intake. (c)
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Case 6, continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase, continued
Paste — significant valleculae
and pyriform sinus residue due
to decreased base of tongue

to posterior pharyngeal wall
pressure

Cookie — no new residue

Increase pharyngeal wall movement
(Short-Term Goal 21 — AA/v/ppw)

AA/N/tb-7 Patient will use
effortful swallow with cues
on 10 of 10 trials. (c, f)

AA/V/tb-9 Patient will demonstrate
tongue base retraction on 8 of 10
trials. (f)

AA/v/ppw-8 Patient will swallow
saliva using tongue hold on 8 of 10
trials. (f)

Effect of Treatment Strategies
Attempted

Second swallow spontaneously
helped clear a lot of the material
out of the pyriforms. Honey-thick
liquid wash paired with the second
or third swallow helped clear most
of the residue. Chin-down position
with thin liquids did not eliminate
the aspiration.

Alternate honey liquid swallows
every several bites; multiple
swallows — needs cues to
swallow 2-3 times

AA/p/le-1 Patient will alternate
honey consistency liquid wash
every several bites with cues on
8 of 10 trials. (¢)

AA/p/le-2 Patient will use multiple
swallows for each bite without cues
on 10 of 10 trials. (¢)

AD/mc-7 Patient will take only
liquids of honey consistency with
cues on 8§ of 10 trials. (d)

The Source for Dysphagia: Third Edition
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Case 7

History

Long-Term Goal 2
Long-Term Goal 4

Short-Term Goal 5 (BF/tm)

Short-Term Goal 7 (BP/tm)

Short-Term Goal 12 (AB/dr)

Etiology unknown at time of evaluation. Migrating neck pain for the past
2 months and occipital headaches. (Later determined to be a brain tumor.)

Patient will be able to eat foods and liquids with more normal consistency.

Patient will maintain nutrition/hydration via alternative means.

Patient will increase tongue movement to improve the ability to put food/
liquid into a cohesive bolus to reduce the risk of food falling into the airway.

Patient will increase tongue movement to improve the ability to move a
bolus to the back of the mouth in a coordinated fashion to reduce the risk

of it falling into the airway.

Patient will decrease delay in initiation of pharyngeal swallow to reduce
food falling into the airway before the swallow.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase
Unable to manipulate a bolus;
little to no tongue movement.

Improve tongue movement for
bolus formation (Short-Term
Goal 5 — BF/tm)

BF/tm-7 Patient will protrude
tongue to try to touch the chin and
nose with tongue tip on 6 of 10
trials. (f)

BF/tm-8 Patient will push up
with back of tongue against
tongue depressor on 6 of 10 trials.
(Helpful cue: Ask patient to try
to say /k/.) (f)

BF/tm-10 Patient will push tongue
tip out against tongue depressor on
6 of 10 trials. (f)

Oropharyngeal Phase

Patient tips head back to help propel
the bolus posteriorly; able to propel
it over the back of the tongue.

Improve tongue movement for
bolus propulsion (Short-Term
Goal 7 — BP/tm)

BP/tm-6 Patient will move lemon
swab placed between tongue and
hard palate from front to back on
6 of 10 trials. (f)

BP/tm-8 Patient will pop tongue
against hard palate on 5 of 10
trials. (f)
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Case 7. continued

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Pharyngeal Phase

The initial bolus fell over the back
of the tongue to valleculae and
pyriform sinuses and remained
there for greater than 30 seconds
with no noticeable elicitation of
a swallow response. There was
no notable laryngeal closure or
elevation despite the patient’s
tongue pumping and apparent
repeated efforts to try to elicit

a swallow reflex. Very small
amounts of the bolus passed
through the cricopharyngeus
without any further superior or
anterior movement of larynx.

Patient at severe risk for aspiration
and should remain NPO.

Part of the problem appears to
be severe delay and/or lack of
initiation of the swallowing
response. Techniques to elicit

a swallow should be applied
several times a day by speech-
language pathology. Train
patient and family in techniques.
(Short-Term Goal 12 — AB/dr)

AB/dr-5 (a) Patient will decrease
length of time from command

to swallow to onset of swallow
from 30 to 10 seconds following
thermal-tactile application on

6 of 10 trials. (c, )

AB/dr-5 (b) Patient will decrease
length of time from command

to swallow to onset of swallow
from 30 to 10 seconds following
neurosensory stimulation on 6 of
10 trials. (c, f)

AB/dr-5 (c) Patient will decrease
length of time from command to
swallow to onset of swallow from
30 to 10 seconds following suck-
swallow on 6 of 10 trials. (c, f)
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Case 8

History

Long-Term Goal 4

Multi-infarct dementia. Recent respiratory arrest. Pureed diet with extra-
thick liquids. Patient eats only 25% of each meal. Swallow response is
delayed by 6 seconds and often up to 10+ seconds. Wet vocal quality.

Patient will maintain nutrition/hydration via alternative means.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Phase

Significant anterior loss may not be
due to poor oral prep skills, but may
be due to the fact that the patient is
trying to avoid taking this material.

Oropharyngeal Phase
Each bolus falls over the back
of the tongue prematurely.

Pharyngeal Phase

Pharyngeal dysphagia with aspiration
of thin liquid before, during and after
the swallow. Patient has severely
limited laryngeal elevation and
closure during the swallow. Patient
aspirates thicker materials after the
swallow from severe residue in the
pyriforms. Patient inconsistently
able to elicit a swallow response

and then it is very weak at best.

Patient is not safe for any PO intake.

Effect of Treatment Strategies
Attempted

Patient cannot elicit a second dry
swallow on command. Positional
changes did not eliminate the
aspiration. Cognitive status
precluded the consistent, reliable
use of any other techniques.

Patient cannot swallow any texture
in any position that would prevent
severe aspiration.

Patient should be referred for
palliative care. Patient might

benefit from aggressive oral care

and ice-chip protocol. Family and
physician should decide what other
foods/liquids patient will take, but
must understand that patient will
continue to aspirate and experience
subsequent pulmonary complications,
such as aspiration pneumonia.
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Case 9

History

Parkinson’s disease, advanced multi-infarct dementia. Bedside evaluation
revealed no oral movement, premature spill and drooling. Severe choking
episode. Currently on pureed and thickened liquids.

Selected Finding:
Symptoms and Physiology

(physiology shown in italics below)

Recommendations and
Short-Term Goals
Based on Findings

Treatment
Objectives

Oral Preparatory Phase

Patient bunched tongue and did not
allow for presentation of thin liquids
via spoon, although several attempts
were made. Presentation was then
made via syringe™ to try to bypass
the oral phase, but patient still
would not allow material to move
over the back of the tongue. The
material fell to floor of patient’s
mouth and remained there despite
repeated verbal cues to swallow.

Patient a poor candidate for PO.
Unable to determine if patient will
aspirate because the pharyngeal
phase could not be observed.
Patient appears to have totally
forgotten how to manipulate

and swallow a bolus.

Patient should be referred for
palliative care. Family and
physician need to discuss how
patient will be made comfortable.

No treatment indicated. Dysphagia
probably progressive and secondary
to the severe dementia.

Pharyngeal Phase

This phase not observed as patient
never initiated posterior movement
of the bolus.

* Some patients in skilled nursing facilities are fed by syringe, although this is almost always contraindicated. However, since using syringes is the
practice of some facilities, it is helpful to document what happens under fluoroscopy. Also, there is the rare patient who has poor oral skills but has
adequate pharyngeal phase and can swallow safely if the material reaches the pharyngeal phase.
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Education Materials

The following handouts may be helpful in patient, family, staff, and physician education.

Patient/Family

What Is Being Evaluated on a Bedside Dysphagia Evaluation?
What You’ll See During a Fiberoptic Endoscopic Evaluation of Swallowing (FEES®™)
What You’ll See During a Modified Barium Swallow Study
Phases of Swallow
Questions and Answers About the Modified Barium Swallow
Questions and Answers About Endoscopic Evaluation of Swallowing
Teaching Sheet for PO Feeding
Family Goals for Safe Feeding
Home Oral Care Guidelines for Patients Who Cannot Have Thin Liquids
Swallowing Exercises
How to Perform the Swallowing Exercises
Lifestyle Modifications for Patients with Gastroesophageal Reflux Disease (GERD)

Staff

Swallowing Screen — Performance-Based Criterion Checklist for Training Nurses
CVA Dysphagia Screening/Order Sheet
Swallowing Guidelines
Thin liquids okay
No thin liquids — nectar only
No thin liquids — honey only
No thin liquids — pudding only
NPO
Taking PO Meds
Risk of Aspiration
Silent Aspiration
Reflux Precautions
General In-Service on Dysphagia
Pre- and Post-Test for Staff Education on Dysphagia

Staff/Physician

Why Is an Instrumental Examination of Swallowing Needed?
Answers to Frequently Asked Questions About Dysphagia

The Gag Refex

The Fallacy of the Inflated Cuff

Questions and Answers About Aspiration and Aspiration Pneumonia
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What Is Being Evaluated on a
Bedside Dysphagia Evaluation?

Patient Date

A bedside dysphagia evaluation is performed by a speech-language pathologist (SLP). It assesses a patient’s
swallowing skills and determines if further in-depth testing is needed. A tray of food with different textures
and temperatures is used during the screening. Liquids are presented from a spoon, a cup and a straw.

Both the patient and the patient’s family can provide valuable information about changes in the patient’s eating
habits. For instance, is the patient avoiding certain foods or drinks or complaining that certain things are hard
to swallow?

The SLP will do the following:

» Ask questions about the patient’s swallowing problems

* Read the patient’s medical history

* Assess how well the patient can use his/her lips and tongue, as good lip and tongue movement
are needed in order to eat and drink

 Listen to the patient’s voice (If the patient’s voice is weak and breathy, it may mean that the
patient’s vocal folds aren’t closing tightly. This might indicate that the patient can’t close
the vocal folds tightly to protect the airway during a swallow.)

* See how well the patient can follow directions (It may be necessary for the patient to learn
some techniques to swallow safely.)

If an occupational therapist (OT) is participating in the evaluation,
she will assess the following:

* The strength and coordination of the arm and hand the patient will use to eat

» The patient’s ability to see the utensils and food on all parts of the tray

* The patient’s ability to sit and hold his/her head up, at midline

* The patient’s ability to open packages, use utensils and take food to his/her mouth

Using the tray of food, the SLP will determine how well the patient can use his/her lips, cheeks and tongue to
take food into his/her mouth, control and manipulate the food, and swallow. The SLP will watch for any signs
of aspiration (which means food or liquid is entering the airway). Possible signs include coughing, choking,

a wet-sounding voice, throat clearing, swallowing multiple times for a small bite, or limited movement of the
larynx in the neck (determined by feeling for movement).

At the end of the bedside evaluation, the SLP and the OT may be able to make recommendations about how
the patient should eat (e.g., types of foods and liquids, position, kinds of utensils). Many patients who are
aspirating show no signs of a swallowing problem (e.g., coughing). This is called silent aspiration and as
many as 70% of patients with dysphagia may be silent aspirators. For that reason, the SLP may recommend
a more thorough swallowing evaluation. This might involve an X-ray procedure called a modified barium
swallow (or videofluoroscopy) or a procedure performed at bedside with an endoscope. The SLP can explain
the difference between the two procedures and why one might be recommended instead of the other.
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What You'll See During a Fiberoptic Endoscopic
Evaluation of Swallowing (FEES®)

Patient Date

The FEES® is performed by the speech-language pathologist (SLP), usually at bedside. A small endoscope
is passed into the patient’s nose and then down into the throat. A small amount of anesthetic may be placed
in the nose to make the patient more comfortable during the procedure. The endoscope is attached to a light
source and to a camera so that the study can be recorded. The tip of the endoscope hangs right above the
larynx.

Once the endoscope is in place, the SLP can observe what is
happening in the patient’s throat before and after the swallow.
At the moment of the swallow, the screen will go blank. This
is because the larynx is lifting and closing. The camera’s view
is blocked until after the swallow when the patient releases
his/her larynx and breathes.

During the exam, the SLP will do the following:

* Assess how well the soft palate lifts to close off the
opening into the nasal cavity

* Observe the base of the tongue moving as the patient
says words with and “1”

* Observe the larynx during quiet breathing, when the patient is asked to take a breath and hold it
and when the patient makes sounds

* Give the patient small amounts of foods and liquids to observe if any food or liquid is entering
the airway

[73m)
T

Special compensatory techniques may be tried during the exam, such as having the patient take a thicker liquid
or hold his/her breath before swallowing. These techniques will allow the SLP to determine if such techniques
can keep the food or liquid from getting into the airway.

base of tongue

epiglottis

vallecula vallecula

true vocal folds
false vocal folds

i : . .
pyritorm sinus pyriform sinus

trachea aryepiglottic fold

esophagus
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What You'll See During a Modified
Barium Swallow Study

Patient Date

A videofluoroscopic evaluation of swallowing is also called a modified barium swallow study.

The speech-language pathologist and radiologist will observe the patient’s swallowing ability to see if any food
or liquid enters the airway instead of going down the esophagus. They will also observe to see if there is any
residue — material left in the valleculae and the pyriform sinuses after the swallow. If material is left in these
areas, there is a chance it can later fall into the airway.

The patient may be asked to try different techniques, such as changes in position or food texture. For example,
the patient may be asked to tuck his chin to see if that improves airway protection. In the esophageal phase,
the patient may be screened sitting up or lying down on the table on his side and/or back, which allows us to
observe how the food moves through the esophagus and into the stomach and whether or not the patient has a
hernia or gastroesophageal reflux.

The patient may also be observed from the front to determine the following:

* Movement of the vocal folds to see if they are closing tightly to protect the airway
¢ [f the barium material moves through the area symmetrically
* [fthe residue in the valleculae and pyriform sinuses is symmetrical

tongue
vallecula

hyoid bone

epiglottis
false vocal folds

true vocal folds

pyriform sinus

vallecula —

pyriform sinus
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Phases of Swallow

1. Oral

2. Oropharyngeal

3. Pharyngeal

4. Pharyngoesophageal
5. Esophageal

Note: The bolus is shaded in each picture.
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Questions and Answers About the
Modified Barium Swallow Study

Patient

Your appointment is on at a.m./p.m.

Your physician has referred you for a modified barium swallow study, a special X-ray of your swallowing
skills. This study is performed in the Radiology/X-ray Department at

Can | eat before | come?

Yes. You do not have to have an empty stomach for this test.

How long will the study take?

Once you are in the X-ray suite, the study should take no longer than 30 minutes, including discussing
the results. We will make every effort to keep your waiting time to a minimum.

What does the study involve?

You’ll be given small amounts of liquid to drink, a pudding-like texture to eat, and a cookie to chew
and swallow while video X-rays are taken. If there are particular foods that cause you difficulty, like
dry foods or pills, you may be asked to try to swallow them.

While you are seated, both a side view and a front view will likely be done. If you have problems
with heartburn, you may also be asked to lie down and drink more liquid so that your esophagus can
be assessed.

When will | know the results?

The speech-language pathologist or radiologist will talk with you immediately after the study to tell
you what was seen and make recommendations. Your physician and speech-language pathologist, if
you are already being treated by one, will be called and each will receive a detailed written report.

Can my family observe?

Yes. We are happy to have one member of your family accompany you and observe the study.

Who can | call if | have other questions?

Contact the Speech-Language Pathology Department at
We will be happy to answer any questions.
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Questions and Answers About
Endoscopic Evaluation of Swallowing

Patient

Your appointment is on at a.m./p.m.

Your physician has referred you for an endoscopic evaluation of swallowing, a specialized test involving
the use of a small endoscope. The study is performed in the Speech-Language Pathology Department.

Can | eat before | come?

Yes. You can eat the kind of food and drink the kind of liquids you are currently taking.

How long will the study take?

The study should take between 30-45 minutes, including a discussion of the results.

What does the study involve?

A small endoscope (narrow tube with a fiberoptic light inside and a camera attached) is placed into
your nose. The tip of the scope is advanced to a point at the back of your throat. The speech-language
pathologist (SLP) will then have you eat and drink while you both watch what is happening on a monitor.

Does it hurt?

Most people describe the study as slightly uncomfortable as the scope passes through the nose. Once
the scope is past that point, the discomfort is minimal. You can tell the SLP if you breathe more freely
out of one side of your nose than the other, and the scope can be passed on the more open side.

When will | know the results?

The SLP will talk with you throughout the study, pointing out what is being observed. Your physician,
and your SLP if you are already being treated by one, will be called and given a detailed written report.

Can my family observe?

Yes. We are happy to have one member of your family accompany you and observe the study.

Who can | call if | have other questions?

Contact the Speech-Language Pathology Department at
We will be happy to answer any questions.
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Teaching Sheet for PO Feeding

Note: These items correspond directly with the Family Goals for Safe Feeding handout also on this CD.

1. Suggested techniques for positioning a patient for safe feeding may include the following:
* Sitting up as straight as possible at 90°
* Placing a pillow or towel roll behind the back and neck
* Tucking the chin
 Turning the head to one side

2. Signs and symptoms of difficulty with the oral phase of swallowing:
* Pocketing of food
* Drooling
* Weak lip closure

3. Signs and symptoms of aspiration:
* Coughing
* Choking
* Throat clearing
* Wet gurgling voice after swallowing
» Leakage of food or saliva around tracheostomy or mouth

Patients having silent aspiration DO NOT cough or choke and may appear to swallow safely.

4. Compensatory techniques to assist in safe feeding (detailed information about appropriate techniques can
be obtained from the speech-language pathologist) may include the following:

To compensate for oral problems: To compensate for residue:

* Lip support « Effortful swallow

» External pressure to cheek  Alternate sips of (thickened) liquids
* Reminding patient to sweep mouth with tongue every few bites

* Swallowing twice for each bite/sip
To compensate for decreased lifting of the larynx:

* Mendelsohn maneuver To compensate for delayed swallow:
* Thermal-tactile stimulation
To compensate for decreased closure of the larynx:  Alternating bites of cold food

* Super-supraglottic swallow
* Periodic cough/throat clear

5. Ifthickened liquids are ordered, all liquids should be made the same consistency by using
Follow the directions on the package. Thicken to consistency.

6. The proper technique for administering medications will be posted on the Swallowing Guidelines sheet.
Observe the patient while swallowing medications. Then check inside the mouth for pocketing or inability

to swallow.

7. Oral care should be given after each meal. A lip moisturizer is suggested for dry lips. If the patient is on
thickened liquids, make sure he/she doesn’t swallow plain water during oral care.
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Family Goals for Safe Feeding

1. Family demonstrates the ability to safely position the patient.
O Positioning the patient as upright as possible, ideally at 90°
(O Placing a pillow behind the back and neck if needed
(J Using other positioning changes recommended by the speech-language pathologist:

2. Family is able to state signs and symptoms of difficulty with the oral phase of swallowing.
3. Family is able to state signs and symptoms of aspiration.

4. Family demonstrates the ability to help the patient use specific compensatory techniques
for meals that have been taught to him/her.

To compensate for oral problems:
O Lip support
O External pressure to cheek

O Reminding patient to sweep mouth with tongue

To compensate for decreased lifting of the larynx:
O Mendelsohn maneuver

To compensate for decreased closure of the larynx:
O Super-supraglottic swallow
O Periodic cough/throat clear

To compensate for residue:
O Effortful swallow
O Alternate sips of (thickened) liquids every few bites

O Swallowing twice for each bite/sip

To compensate for delayed swallow:
(O Thermal-tactile stimulation
O Alternating bites of cold food

5. Family demonstrates the ability to thicken liquids to appropriate consistency.
6. Family demonstrates the ability to administer medications.

7. Family is able to perform oral care. (See Home Oral Care Guidelines for
Patients Who Cannot Have Thin Liquids.)
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Home Oral Care Guidelines for
Patients Who Cannot Have Thin Liquids

Preparation

1. Wash your hands.

2. Explain to your family member that you will clean his/her mouth with toothpaste and mouthwash
and then apply a moistener to his/her lips.

3. Use a toothpaste with only a few additives (e.g., whitening, tartar control).

Technique
1. Using a soft, pediatric-sized toothbrush, brush the patient’s teeth, gums and tongue with toothpaste.
2. If the patient has no teeth, brush the gums and tongue gently.

3. Using a swab and suction, as needed, rinse the toothpaste from the patient’s mouth with an
alcohol-free mouthwash.

* Bioténe Mouthwash (Laclede, Inc., Rancho Dominguez, CA)
* Crest® Pro-Health™ Rinse (Procter & Gamble Co., Cincinnati, OH)

4. If the patient has dentures, brush them well. Soak overnight in effervescent denture tablets.
5. With a gloved finger, apply a water-soluble moistener (not Vaseline®) to the patient’s lips.

* Blistex® (Blistex®, Inc., Oakbrook, IL)
* ChapStick® (Wyeth® Consumer Healthcare, Madison, NJ)

Recommendations
1. Perform this oral care/cleaning four times a day.

2. Help your family member sit up as straight as possible while cleaning his/her mouth.

Developed at Central Baptist Hospital, Lexington KY — Jamie Pulliza, M.A., CCC-SLP
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Swallowing Exercises

Patient Date

You need to work on specific exercises to strengthen certain muscles and improve coordination of your
swallowing. The exercises you need to perform are checked on the list below. Step-by-step directions
on how to perform the exercises are also provided. (See How to Perform the Swallowing Exercises.)

I have indicated whether or not you should do the exercise with or without any food/liquid in your mouth.
If you should practice with saliva only, saliva is circled. If you are to perform the exercise with a swallow
of food or liquid, then food is circled and I have written which food or liquid you can use.

Perform repetitions of each exercise. Perform the exercises

times a day.

1. O Improve lip closure

O Purse your lips and protrude them as
far forward as possible and hold.

O Pull your lips back into a wide smile
and hold.

O Smack your lips together forcefully.

2. O Improve tongue movement
(J Forward-backward movement
(J Side-to-side movement
O Lifting of back of tongue

3. O Improve lifting of the larynx
O Mendelsohn maneuver
saliva/food:

O Falsetto

4. O Improve closure of the larynx
(J Supraglottic swallow
saliva/food:

(O Super-supraglottic swallow
saliva/food:

O Breath hold/Valsalva maneuver
O Push-pull with phonation
(J Head rotation with phonation

5. O Improve base of tongue movement
and strength

(0 Tongue base retraction
O Super-supraglottic swallow
saliva/food:
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O Pretend to gargle.

O Pretend to yawn.

O Effortful swallow
saliva/food:

Improve movement of back wall of throat
O Tongue hold (Masako)

(J Pretend to gargle.

J Pretend to yawn.

Improve timing, initiation and overall
coordination of swallow

O Thermal-tactile stimulation
saliva/food:

(J Three-second prep
saliva/food:

O Suck-swallow
O Sour bolus
O Cold bolus
O Food:
O Liquid:
(J Neurosensory stimulation
O Super-supraglottic swallow

saliva/food:

O Mendelsohn maneuver
saliva/food:

Improve forward movement of the larynx
O Head lift (Shaker)
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How to Perform the Swallowing Exercises

Patient Date

1. Lip Closure

These exercises will help you keep food from falling out of the front of your mouth, take food off of
a spoon, or suck from a straw.

O Purse your lips and protrude them as far forward as possible and hold.
O Pull your lips back into a wide smile and hold.
O Smack your lips together forcefully.

2. Tongue Movement

These exercises will help you move the food around in your mouth and keep it from falling over the
back of your tongue too soon.

O Forward-backward movement

O Stick your tongue out of your mouth as far as possible and hold. Try to keep your tongue in
the middle while you do this.

O Pull your tongue back as far as you can in your mouth and hold it as if you are trying to scratch
the back wall of your throat with the back of your tongue.

O Lift the tip of your tongue to the roof of your mouth. Move the tip back as far as you can,
keeping the tip on the roof of your mouth.

O Side-to-side movement

(3 Put the tip of your tongue in your right cheek as far back as you can and hold it. Repeat with
the tip of your tongue in your left cheek.

O Smile. Put the tip of your tongue in the corner of your lips on the right, then move it to the left.
O Lifting of back of tongue

Repeat these words ending with “k.” Make a hard, forceful “k” each time you say a word.

walk talk work pack pike peek
back bake bike book hike jack
lake look like lick lark make
mark nick pick sick shake take
wake black truck rake rack hawk

3. Lifting of the Larynx

O Mendelsohn maneuver saliva/food:

This technique is designed to keep the larynx, or voice box, at its highest point. It is used if you have
food sticking in your throat that might fall into your airway.

O Falsetto
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How to Perform the Swallowing Exercises, continved

4. Closure of the Larynx

(3 Supraglottic swallow saliva/food:

This technique is designed to close the airway at the level of the vocal folds. This is useful if food is
getting into your airway during the swallow.

1. Take a breath.
2. Letalittle out.
3. Hold your breath tightly in your throat.
4. Swallow while holding your breath.
5. Cough.
6. Swallow again.
(O Super-supraglottic swallow saliva/food:

This technique is similar to the supraglottic swallow. It is designed to achieve closure of the airway
not only at the vocal folds, but above the vocal folds too. It is useful if food or liquid is getting into
the airway before or during the swallow. It can also help improve the timing of the swallow so that
the larynx starts moving without a delay and the base of the tongue moves appropriately.

Take a breath.

Let a little out.

Hold your breath in your throat as tightly as possible.
Swallow, squeezing as hard as you can.

Cough.

Swallow again.

IR S e

O Breath hold/Valsalva maneuver

This technique is designed to improve closure at the vocal folds, which is helpful if food or liquid is
getting into the airway during the swallow.

1. Take a breath.

2. Bear down and hold your breath. You should not hold your breath with your lips, but in your throat,
as though you are trying to lift something very heavy.

3. Hold for seconds and then let go.
O Push-pull with phonation

This technique gets the vocal folds closing together more tightly. This is helpful if food or liquid is
getting into the airway during the swallow.

1. Place your hand(s) under your chair and pull as if you were trying to lift your chair up with you
in it. (You can also do this by standing up and pushing against the wall as if you were trying to
move the wall.)

2. Hold your breath tightly.
3. Let go of your breath (still pulling) and say “ahh.”
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How to Perform the Swallowing Exercises, continved

O Head rotation with phonation

Head rotation brings the weaker vocal fold closer to the strong vocal
fold. This is helpful if you have weakness on one side of the throat
that lets food or liquid get into your airway. Your head should be
turned to look over one shoulder, not tipped.

1. Turn your head to the left/right.
2. Hold your breath tightly.
3. Let go of your breath and say “ahh.”

5. Base of Tongue Movement and Strength

O Tongue base retraction

This helps strengthen the base of the tongue. This part of the tongue is not visible when looking
into your mouth as it is actually the “front wall” of your throat. If the base of your tongue is weak,
it lets food residue build up in your throat. This residue could then fall into your airway.

1. Pull the back of your tongue as far back as you can in your mouth. Pretend you are trying to
scratch the back wall of your throat with the back of your tongue.

2. Hold the tongue in this position for several seconds. (Note: Do not lift the tip of your tongue.
This exercise is for the very back of your tongue, not for the tip.)

O Super-supraglottic swallow saliva/food:

This technique is similar to the supraglottic swallow. It is designed to achieve closure of the airway
not only at the vocal folds, but above the vocal folds too. It is useful if food or liquid is getting into
the airway before or during the swallow. It can also help improve the timing of the swallow so that
the larynx starts moving without a delay and the base of the tongue moves appropriately.

Take a breath.

Let a little out.

Hold your breath in your throat as tightly as possible.
Swallow, squeezing as hard as you can.

Cough.

Swallow again.

SNk wbh =

(J Pretend to gargle.

This technique is designed to increase movement of the back wall of the throat and the base of the
tongue. It is helpful if you have food residue sticking high in your throat.

Look up toward the ceiling.

Pretend you have liquid in your mouth.

Pretend to gargle.

Freeze and hold your tongue in that pulled-back position.

bl NS
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How to Perform the Swallowing Exercises, continved

O Pretend to yawn.

This technique is designed to increase movement of the back wall of the throat and the base of
the tongue. This helps reduce the amount of food residue in the upper throat.

1. Open your mouth wide.
2. Start to yawn. You will feel all the muscles open wide in your throat and mouth.
3. Freeze and hold that position.

O Effortful swallow saliva/food:

The effortful swallow is designed to get more movement of the base of the tongue and to help
push the food down so there is not as much left in pockets in your throat.

1. Squeeze all of your mouth and throat muscles as hard as possible (as if trying to swallow a
Ping-Pong ball).

2. Swallow. 4 )

6. Movement of Back Wall of Throat
(O Tongue hold (Masako)

This technique is designed to help the back wall of the throat
move forward to meet the base of the tongue. This action helps
reduce the amount of food residue high in the throat.

1. Protrude your tongue slightly from your mouth.
2. Hold it gently with your teeth.
3. Swallow while keeping your tongue protruded. \

(J Pretend to gargle.

This is designed to increase movement of the back wall of the throat and the base of the tongue.
It is helpful if you have food residue sticking high in your throat.

Look up toward the ceiling.

Pretend you have liquid in your mouth.

Pretend to gargle.

Freeze and hold your tongue in that pulled-back position.

bl NS S

(O Pretend to yawn.

This technique is designed to increase movement of the back wall of the throat and the base of
the tongue. This action helps reduce the amount of food residue in the upper throat.

1. Open your mouth wide.
2. Start to yawn. You will feel all the muscles open wide in your throat and mouth.
3. Freeze and hold that position.
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How to Perform the Swallowing Exercises, continved

7. Timing, Initiation and Overall Coordination of Swallow

If your swallowing response doesn’t start as soon as food enters your throat, the delay can allow the
food or liquid to fall into your airway.

O Thermal-tactile stimulation saliva/food:

This technique is performed using a size 00 laryngeal mirror.

Hold the mirror like a pencil so you can easily rotate it in your hand.

Dip it in ice.

Rub it up and down five times on one of the anterior faucial arches.

Dip the mirror back into the ice quickly.

Rotate it so the flat head of the mirror is facing the other direction.

Rub it on the other faucial arch.

Swallow. (Note: If you are to use food, put the food in your mouth after Step 6.)

Nk W=

O Three-second prep saliva/food:

1. Think about getting ready to swallow while someone counts to three or you count to three in
your head.

2. When you get to three, swallow.
O Suck-swallow

1. Using exaggerated movements of the tongue and jaw, pretend you are noisily sucking a really
thick milk shake through a very thin straw.

2. Suck for several seconds and then swallow.

O Sour bolus
Foods that are very sour may help the swallow reflex start sooner.
(3 Lemon swab (use if you are not allowed to have thin liquids)

1. Suck on a lemon swab for several seconds.
2. Swallow.
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How to Perform the Swallowing Exercises, continved

3 Mixture of %2 RealLemon® and Y5 cold water (use if you are allowed to have thin liquids)

1. Take a small amount (about 4 teaspoon) of lemony water into your mouth.
2. Swallow.

O Cold bolus

Alternate bites or sips of very cold food/liquid. (Note: Your speech-language patholgist may also ask
that you eat only cold foods.)

(J Neurosensory stimulation

1. Fill a finger of a latex glove with water or crushed ice.
2. Tie it off.
3. Freeze it if you used water.
4. Suck on it.
5. Swallow.
O Super-supraglottic swallow saliva/food:

This technique is similar to the supraglottic swallow but is designed to achieve closure of the airway not
only at the vocal folds, but above the vocal folds too. It can also help improve the timing of the swallow
so that the larynx starts moving without a delay and the base of the tongue moves appropriately.

1. Take a breath.
2. Letalittle out.
3. Hold your breath in your throat as tightly as possible.
4. Swallow, squeezing as hard as you can.
5. Cough.
6. Swallow again.
(J Mendelsohn maneuver saliva/food:

This technique is designed to keep the larynx, or voice box, at its highest point. It is used if you have
food sticking in your throat that might fall into your airway.

Place your fingers lightly on your neck to feel how the larynx/voice box lifts as you swallow. You will
notice that at the very peak of the swallow, the larynx is lifted to its highest point in the neck. When the
swallow is finished, the larynx falls down again.

1. Swallow with your fingers lightly on your larynx. This technique lets you feel your larynx move,
but you are not holding the larynx with your fingers.

2. When you feel your larynx get to its highest point, hold it up by pushing your tongue hard against
the roof of your mouth and keeping it there. (The base of the tongue is attached to the hyoid bone,
which is attached to the larynx. That is why pushing the tongue up keeps the larynx up.)

3. Keep the larynx lifted for seconds.
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How to Perform the Swallowing Exercises, continved

8. Forward Movement of the Larynx
(O Head lift (Shaker)

In order to reduce the amount of food residue in the pockets in the throat, called pyriform sinuses, the
larynx has to lift up and move forward in the neck. This helps a muscle at the top of the esophagus
open so that food can enter the esophagus and travel to the stomach. If you have problems with your
neck (e.g., arthritis), you may not be able to do this exercise.

There are two parts to this exercise, sustained and repetitive.
Sustained Lie flat on your back with no pillow under your head.
Keep your shoulders flat on the floor/bed.

Lift your head to look at your toes.

Hold that position for 60 seconds.

Release.
Repeat twice.

SNk L=

Repetitive Lie flat on your back with no pillow under your head.
Keep your shoulders flat on the floor/bed.

Lift your head to look at your toes.

Repeat 30 times (almost like sit-ups for the neck).
Rest a minute.

Repeat twice (total of 90 sit-ups).

A
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Lifestyle Modifications for Patients with
Gastroesophageal Reflux Disease (GERD)

Discuss these recommendations with your physician. The following changes provide relief to some patients
who suffer from reflux, or what is commonly called heartburn. Ask your physician about any medications
you’re taking that could reduce pressure in the sphincter above the stomach, as this could contribute to your
symptoms.

1. Always eat in a relaxed setting.
2. Eat small meals throughout the day rather than one large meal.
3. Try separating solids and liquids. Don’t drink during your meals.

4. Always include some protein foods in each meal, such as lean meat, poultry, cottage cheese, or
low-fat cheese.

5. Keep the fat content low.

6. Some people report that certain foods irritate reflux. You may want to avoid the following items:
» Caffeine (found in coffee, tea, cola)
e Mint
* Alcohol
* Chocolate or cocoa (contains caffeine)
 Chili powder and other spices
* Cured and spiced meats (sausages, hot dogs)
e Pepper
 Citrus juices (orange, lemon)
* Pickled items
* Acidic foods (tomato)

7. Don’t eat right before you lie down to rest or go to sleep at night. You may recline slightly in a
chair. Allow one to two hours after eating before lying down flat. (Note: This also applies to
drinking a glass of water before bed or taking pills before bed.)

8. Elevate the head of your bed six inches. This is best done with blocks under the legs at the head
of the bed. It’s not effective to add extra pillows.

Other Things You Can Change

1. If you are overweight, lose weight. Pressure on the abdomen increases reflux.
2. Avoid tight clothing. Tight clothing also puts pressure on the sphincter.

3. Stoop. Don’t bend over. Bending over allows stomach acid to flow up.
4

. Avoid lifting heavy objects. Lifting heavy things puts pressure on the sphincter between the
stomach and the esophagus.

5. Stop smoking. Tobacco and smoking reduce pressure in the sphincter and prolong acid exposure
because of decreased saliva.
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Swallowing Screen — Performance-Based
Criterion Checklist for Training Nurses

Not
. Met Met
Before the Screening
1. Notes that all patients with ‘stroke’ diagnosis (ischemic including TIA, hemorrhagic) a a

must have a swallow screen prior to oral intake

Notes that oral intake includes oral medication

Follows the “CVA Dysphagia Screening Tool” when initiating the dysphagia screening

Positions patient appropriately before beginning screening

Provides patient with any assistive devices (e.g., dentures, hearing aids)

Obtains answers to history question regarding previous swallowing problems

N o g s, wbd
aaaad
aaaaad

Determines if patient is alert and able to participate

During the Interaction with the Patient

1. Observes and evaluates the patient for related factors

a. Strong, clear voice (no dysphonia)

b. Manages own secretions (no need for suctioning/not drooling)

c. Understandable speech (no dysarthria)

d. Normal voluntary cough

2. States signs patient is having difficulty swallowing

a. Voice change after swallow

. Coughing, choking or throat clearing after swallow

aaaaaaaaqaaa
aaaaaaaaqaaa

b
c. Pocketing of food in check (leftover food in mouth)
d

. Loses food out front of mouth

Completing the Form After the Screening

1. States the follow-up process for patients who fail the screening

a. Educating the patient and family about results and need for strict NPO

b. Writing order for dysphagia evaluation by Speech-Language Pathology

c. Calling physician for medication instructions via non-oral route

2. States the follow-up process for patients who pass the screening

a. Educating patient and family about the results

b. Instructing in standard precautions (e.g., sit upright, eat slowly)

aaaaaaaqa
aaaaaaaqa

3. Completes swallow screen tool and places in MD Progress notes section of chart

Developed at Central Baptist Hospital, Lexington KY — Nancy Swigert, M.A., CCC-SLP
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CVA Dysphagia Screening/Order Sheet

Date Time

Patient has been NPO until this screening:

Patient Identification Sticker

Nurse

3 Yes 3O No

e Complete prior to any oral intake, including oral meds.
e Sit patient upright at 90° with head in neutral position.
¢ Ensure patient is wearing all assistive devices (dentures, hearing aids, glasses, etc.).

History free of previous problems Yes No No = AT RISK
with swallowing. a ad » » Refer to SLP for dysphagia assessment.
v » Call MD for medication instructions via
non-oral route.
Alert and able to participate? Yes No No = AT RISK
dJ d» * Keep NPO.
v * Needs alternative feeding source.
» Refer to SLP for dysphagia assessment
as soon as alert.
» Call MD for medication instructions via
non-oral route.
Patient has: Yes No No = AT RISK
 Strong, clear voice (no dysphonia) dJ a» * Keep NPO.
* Manages own secretions dJ d» » Refer to SLP for dysphagia assessment.
(no need for suctioning/not drooling) » Call MD for medication instructions via
» Understandable speech dJ a» non-oral route.
(i.e., no dysarthria)
» Normal voluntary cough dJ a»
v
Patient can swallow without difficulty: Yes No No = AT RISK
(*See below.) dJ a» » Keep NPO.
Y teaspoon of water dJ d» » Refer to SLP for dysphagia assessment.
» Small sips of water (with a cup) dJ a» » Call MD for medication instructions via
* Y teaspoon of pudding dJ a» non-oral route.
¢ Bite of graham cracker v

Yes = Order diet per physician.

Standard precautions are suggested (upright for PO, small bites and sips, slow rate).

*Signs patient is having difficulty swallowing:
* Voice change after swallow
» Coughing or throat clearing after swallow

* Loses food out front of mouth

» Pocketing of food in cheeck (leftover food in mouth)

Developed at Central Baptist Hospital, Lexington KY —

Nancy Swigert, M.A., CCC-SLP
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ORDERS
O Diet per physician if passed screening

O Remain strict NPO if failed screening
Dysphagia evaluation by Speech-Language Pathology

Nurse’s Signature:

Doctor’s Co-Signature:
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Swallowing Guidelines
Thin Liquids Okay

Patient Room Date

This patient has been evaluated by the speech-language pathologist and the following guidelines are necessary
to promote safe intake of foods and liquids.

Sit upright at 90°.

Stay upright for at least 30 minutes
after taking anything by mouth.

Put chin on chest for swallowing.
An extra pillow behind the head is
a good reminder.

Diet

Liquids Thin liquids are okay. Patient can have ice chips, water, juice, coffee, etc. Use a:

straw cup spoon cut-out cup

Medicine

Additional Recommendations
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Swallowing Guidelines
No Thin Liquids — Nectar Only

Patient Room Date

This patient has been evaluated by the speech-language pathologist and the following guidelines are necessary
to promote safe intake of foods and liquids.

Sit upright at 90°.

Stay upright for at least 30 minutes
after taking anything by mouth.

Put chin on chest for swallowing.
An extra pillow behind the head is
a good reminder.

Diet

Liquids NO THIN LIQUIDS. NO ICE CHIPS.

All liquids must be thickened to nectar consistency. Use thickener per directions on product.
Stir well or shake to eliminate lumps. Use a:

straw cup spoon cut-out cup

Medicine

Additional Recommendations
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Swallowing Guidelines
No Thin Liquids — Honey Only

Patient Room Date

This patient has been evaluated by the speech-language pathologist and the following guidelines are necessary
to promote safe intake of foods and liquids.

Sit upright at 90°.

Stay upright for at least 30 minutes
after taking anything by mouth.

Put chin on chest for swallowing.
An extra pillow behind the head is
a good reminder.

Diet

Liquids: NO THIN LIQUIDS. NO ICE CHIPS.

All liquids must be thickened to honey consistency. Use thickener per directions on product.
Stir well or shake to eliminate lumps. Use a:

cup Sspoon cut-out cup

Medicine

Additional Recommendations
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Swallowing Guidelines
No Thin Liquids — Pudding Only

Patient Room Date

This patient has been evaluated by the speech-language pathologist and the following guidelines are necessary
to promote safe intake of foods and liquids.

Sit upright at 90°.

Stay upright for at least 30 minutes
after taking anything by mouth.

Put chin on chest for swallowing.
An extra pillow behind the head is
a good reminder.

Diet

Liquids: NO THIN LIQUIDS. NO ICE CHIPS.

All liquids must be thickened to pudding consistency. Use thickener per directions on product.
Stir well or shake to eliminate lumps. Use a spoon.

Medicine

Additional Recommendations
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Swallowing Guidelines
NPO

Patient Room Date

This patient has been evaluated by the Dysphagia Team/
speech-language pathologist (SLP) and is not safe to take
anything by mouth.

Patient should NOT have:
* Water

* Ice chips

* Anything else by mouth

Please call the SLP if you have any questions.
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Swallowing Guidelines
Taking PO Meds

Patient must
sit upright
at 90° when
taking PO
medications.




Swallowing Guidelines
Risk of Aspiration

Patient is
at risk for
aspiration.

If patient chokes, clears
throat or has a wet voice,
STOP FEEDING and talk to
a nurse, who will contact the
speech-language pathologist.




Swallowing Guidelines
o’ L

|||||||||||||||

PATIENT IS
A SILENT
ASPIRATOR.

Patient does not cough or
choke when food/liquid
enters the airway.

To promote safe feedings,
strictly follow swallowing guidelines.




Reflux Precautions

Patient Room Date

e Sleep with head of bed
elevated 30°.

e Don’t lie down for 1-2 hours
after eating or drinking.

e Eat smaller meals throughout
the day.

e Avoid coffee, spicy foods,
citrus fruits, tomatoes,

chocolate, and peppermint.

e Avoid late evening snacks.
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General In-Service on Dysphagia

Note: Provide snacks for staff members. Have them chew to see if they can tell when the oral, oropharyngeal and
pharyngeal phases of swallowing occur. Most people don’t have any awareness of the pharyngo-esophageal
or esophageal phases.

Mix up fruit juice to nectar, honey and pudding thicknesses in small medicine cups so the staff can try them.
Most staff members are surprised that only the texture of the thickened liquid changes and not the taste.

I. Information about normal swallowing
The phases of swallowing overlap and impairment in one can influence function in another.
* Oral phase to prepare the bolus
* Oropharyngeal phase to move the bolus back and start to swallow
» Pharyngeal phase as soon as the swallowing response is triggered and food moves through the throat
» Pharyngoesophageal phase as the food leaves the pharynx and enters the esophagus

» Esophageal phase as food travels to the stomach

Il. Importance of oral care

One of the worst things patients can aspirate is the secretions in their mouths. These secretions contain
bacteria.

lll. Importance of positioning

Have each person take a small sip of water and swallow it while sitting upright. Then have each person
lie flat, take a small sip of water and try to swallow it.

» Discuss how a person uses the back of her tongue to keep a
bolus in her mouth until she’s ready to swallow.

 Discuss how putting a person in a reclined position may cause
a bolus to move too quickly over the back of the tongue.

* Demonstrate a chin-down position and how to achieve this
with a towel roll or extra pillow behind the patient’s head. [y
Remind staff that this position doesn’t help all patients.

. J

IV. Textures of foods

» Explain why thin liquids are often hard for patients to swallow. Remind the attendees of how they felt
leaning back with thin liquid in their mouths. Be sure to mention that things like ice cream, sherbet,
Jell-0, and ice chips may turn into thin liquids if held in the mouth.

» Have participants try some of the thicker liquids.
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General In-Service on Dysphagia, continued

Textures of foods, continued
» Explain different thicknesses of liquids which the patient can control more easily in the mouth.

» Discuss why pureed foods are easier for patients to handle if they have trouble chewing and
forming a bolus.

» Discuss that we make recommendations for foods to be one texture only because it’s harder
to manipulate something in the mouth with two textures (like milk and cereal).

V. Aspiration
» Describe aspiration. If possible, show a videorecording with an example of aspiration.

» Explain silent aspiration, including the fact that 40-70% of patients with dysphagia are
silent aspirators.

VI. Compensatory techniques

After you explain these techniques, have staff members try
them on each other.

* Demonstrate the way to provide jaw and lip support.
(See picture A.)

» Demonstrate how to monitor for a swallow by placing
fingers lightly on the throat. (See picture B.)

» Demonstrate how to give external pressure to the cheek
to decrease pocketing. (See picture C.)

» Describe multiple swallows and explain how they help
clear oral residue or residue in the valleculae and pyriform
sinuses.

» Describe a liquid wash. Some patients can safely use a
liquid wash to clear their mouths, but some may aspirate
a liquid wash.

* If the staff is interested, you might demonstrate some more

specialized techniques, such as the supraglottic swallow c ™\
and the Mendelsohn maneuver. (See Chapter 7, pages 134
and 136.)
VII. Share all precaution signs with staff members.
(See Swallowing Guidelines on this CD.)
L /
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Pre- and Post-Test for Staff Education on Dysphagia

Name
1. There are five phases of swallowing. True False
2. Tipping a patient’s head back will help her swallow. True False
3. If a patient aspirates, she will always cough. True False

4. Patients sometimes get food caught in their cheeks
because they can’t feel it there. True False

5. Adding thickener to juice changes the taste. True False

6. If a patient is NPO, she can’t have water but she
can have ice chips. True False

7. One of the most common positions to help prevent aspiration is:
a. leaning forward
b. tipping head back
c. lying on right side
d. tucking chin down to chest

8. Which of the following are considered thin liquids?
a. water
b. mashed potatoes
c. ice cream
d. aandc

9. Which of the following is easiest to form into a ball before swallowing?
a. water
b. cereal in milk
c. pudding
d. rice

10. Aspiration means that food:
a. is spit out
b. goes into the lungs
c. gets caught in the throat
d. is swallowed

Answers
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Why Is an Instrumental Examination
of Swallowing Needed?

Patient Date

Can a bedside/clinical evaluation of swallowing tell as much as an instrumental
examination?

No. A bedside/clinical evaluation is a thorough assessment of oral phase disorders, such as weak lip
closure resulting in anterior loss or reduced tongue control that interferes with the patient’s ability to
form a bolus. However, for disorders of the pharyngeal phase (e.g., reduced laryngeal closure with
aspiration, reduced base of tongue strength with pharyngeal residue), the bedside/clinical exam is
incomplete and serves as a screening of the pharyngeal phase.

Dysphagia management follows a medical model that identifies patients at risk through a screening and
then completing a more thorough diagnostic evaluation on patients identified as at risk for pharyngeal
disorders. The instrumental diagnostic evaluation is crucial in determining which treatment techniques are
needed. (Note: As a medical analogy, a cardiac stress test is considered a screening. Another diagnostic
procedure, such as cardiac catheterization, would be performed before determining the kind of treatment
the patient needs [e.g., medical management, surgery, balloon dilation].)

Similarly, a bedside evaluation might reveal some symptoms of pharyngeal dysphagia, but each symptom
could have multiple causes. For example, if a patient coughs during an assessment, aspiration might be
strongly suspected. The cough, however, might be due to aspiration during the swallow secondary to poor
vocal fold closure, the mistiming of laryngeal elevation/closure, or even aspiration after the swallow from
residue in the pyriform sinuses caused by reduced laryngeal elevation. Each of these physiological causes
of the symptom of coughing requires a very different treatment technique.

What are the instrumental procedures used?

The most frequently used procedure is the modified barium swallow study, a videofluoroscopic procedure
performed by the radiologist and speech-language pathologist. Lateral and anterior-posterior (A-P) views
of the oral and pharyngeal regions are obtained while the patient swallows a variety of textures of foods
and liquids impregnated with barium.

A second instrumental procedure is the fiberoptic endoscopic evaluation of swallowing (FEES®). This

procedure is performed by the speech-language pathologist, who places the endoscope transnasally for a
view of the pharynx while the patient swallows saliva or food and liquid.

The Source for Dysphagia: Third Edition Copyright © 1996, 2000, 2007 LinguiSystems, Inc.



Why Is an Instrumental Examination of Swallowing Needed?, continued

Is one instrumental procedure better than another?

The modified barium swallow allows for analysis of the structures and movements of the oral, pharyngeal
and esophageal anatomy before, during and after the act of swallowing. It requires that the patient be
taken to the radiology suite or mobile unit.

The FEES® allows direct visualization of the upper airway before the swallow and after the swallow.
At the moment of the swallow, the view from the scope is obliterated as the larynx closes. After the
swallow, the airway can again be visualized to determine if any material has entered the airway. The
FEES® can be performed at bedside.

How does an instrumental exam help determine appropriate treatment?

Different compensatory positions and other maneuvers can be tried to observe the effect on swallowing
safety. For instance, if a patient is observed to aspirate thin liquids during the swallow, present thicker
liquids to see if the slower movement of the bolus allows time for airway closure. The patient might
also be asked to use a maneuver called the super-supraglottic swallow to establish voluntary closure

of the airway. Because there is no exposure to radiation, the scope can be left in for an entire meal

to assess for effects of fatigue. It can also be used during treatment as a biofeedback tool.

How well do procedures at the bedside predict who is at risk for aspiration?

Research continues to determine how well clinical evaluations predict which patients will or will not
present with pharyngeal dysphagia or which patients will or will not exhibit aspiration on an instrumental
study. In certain patient populations, a combination of factors can predict aspiration with only about 70%
accuracy. That means if the only evaluation completed is a clinical exam, many patients are at risk for
aspiration because it will be wrongly presumed that they are not aspirating when they are. Silent aspiration
occurs in 40-70% of patients who aspirate.

What is the cost-benefit ratio of instrumental exams?

The most obvious cost benefit is that patients who are aspirating can be identified and an appropriate
management plan determined, thereby reducing the chances of these patients developing aspiration
pneumonia. The cost of treating an aspiration pneumonia is approximately $15,000 to $20,000,

making the evaluation and treatment of dysphagia very cost effective. In addition, the instrumental
exam often reveals that the patient’s diet can be upgraded (Martin-Harris, McMahon, & Haynes, 1998),
eliminating the extra cost of tube feeding. The instrumental exam also allows for precise identification
of the physiologic cause of the symptoms, which allows the speech-language pathologist to select the
appropriate treatment techniques. In this way, guesswork is avoided and no time is wasted in therapy
on unnecessary or inappropriate techniques.
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Why Is an Instrumental Examination of Swallowing Needed?, continued
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Answers to Frequently Asked Questions
About Dysphagia

Patient Date

Why no ice chips?

Patients are placed on a diet with no thin liquids because they are aspirating thin liquids. Ice chips placed
in the patient’s mouth turn into liquid and are aspirated. Some facilities allow ice chips after aggressive
oral care for certain populations.

What good are thickened liquids?

Thin liquids are the hardest thing to control in the mouth and keep together in a bolus. It is easier to
aspirate thin liquids as they travel through the throat past the larynx because they break apart and some
of the liquid can fall into the larynx. Thickened liquids are easier to keep together as a cohesive bolus.
Thickened liquids also move more slowly through the pharynx, giving the larynx more time to close and
protect the airway.

Can some patients who are aspirating have thin liquids?

Some facilities allow patients who aspirate thin liquids to have water between meals as long as aggressive
oral care is completed. This was first described as the Frazier Free Water Protocol.

Why can‘t | tell if a patient is aspirating at bedside?

Studies confirm that up to 40-70% of patients who aspirate are silent aspirators, meaning that food or
liquid may enter the airway through the larynx with absolutely no reaction by the patient.

What good are postural changes?

Some postural changes can provide increased airway protection. Others can direct the food down the
stronger side of the throat.
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Answers to Frequently Asked Questions About Dysphagia, continued

How is a modified barium swallow different from a barium swallow?

Barium Swallow Modified Barium Swallow
Patient lying down Patient sitting up
Patient given whole bottle of liquid Patient given small, controlled amounts of

barium to eat and drink in a variety of textures

Assesses esophagus and stomach Assesses oral/oropharyngeal and pharyngeal
phases of the swallow; may screen esophagus

Diagnostic only Trial therapy as much as diagnostic

How would | know if my patient is at risk for aspiration?

Any patient who is debilitated secondary to a lengthy illness or disease, has a tracheostomy tube,
is bedridden, and/or has been diagnosed with a neurological disorder may be at risk for aspiration.

What are some signs of dysphagia?

Signs of oral phase dysphagia include pocketing of food in the cheeks, losing food or liquid out the front
of the mouth, or residue of food long after the patient has finished eating. Signs of pharyngeal dysphagia
are coughing or choking during a meal or a wet, gurgly vocal quality. Silent aspirators show no clinical
signs of aspiration.

If my patient has a gag reflex, doesn’t that mean he/she is swallowing fine?

The gag is a protective reflex that is totally unrelated to swallowing. Studies confirm that many people
who swallow normally have no gag reflex. The studies have also found that individuals with intact gag
reflexes can have significant pharyngeal dysphagia with aspiration. The presence of a gag reflex does
provide some information about sensation in the pharynx. Symmetrical elevation of the soft palate on
a gag yields information about the muscles in the pharynx.

Why is oral care so important?
Some patients who are aspirating are also at risk for aspirating their own secretions. Many patients have

gram negative bacilli and such secretions are one of the worst things that can be aspirated. Aggressive
oral care, particularly in patients who are NPO because of aspiration, is critical.
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Answers to Frequently Asked Questions About Dysphagia, continued

Why is it important for patients to sit at 90° when eating?

Many patients with dysphagia have decreased back of tongue control. This condition allows food or
liquid to fall over the back of the tongue with risk of it entering the airway. Even a slightly reclined
position while eating greatly increases the risk of premature loss of food over the back of the tongue.

Why do patients need to sit up for 30 minutes after eating?

Patients may have residue of food left in the valleculae (formed between the base of the tongue and the
epiglottis) and/or the pyriform sinuses (formed by the cricopharyngeus muscle at the base of the larynx,
very near the entrance to the airway). This residue is usually caused by reduced laryngeal elevation or
reduced strength of the base of the tongue as the person swallows. When food remains in the valleculae
and pyriform sinuses, patients are at risk for the food falling into the airway. Therefore, it is important
that they sit up until they are able to clear this residue.

How do | make a referral if | think my patient has some problems with swallowing?

A referral to speech-language pathology to assess swallowing requires a physician’s order. You can
contact the physician directly to ask for the order or you can ask the SLP to screen the patient (this is
a no-charge service) and contact the physician for you. Most SLPs prefer that the physician write an
order such as “Dysphagia evaluation with instrumental study if indicated.” This strategy eliminates
the need to contact the physician a second time for the order for the modified barium swallow study
if one is indicated.

If a patient is NPO, can | give him/her medication(s) by mouth?

No. Patients are made NPO because they are considered at very high risk for aspiration. Therefore,
giving them pills by mouth places them at risk for aspirating those pills. Most patients who are made
NPO have an alternative feeding source placed (e.g., NG tube).

How can | give patients medication(s) if they can’t take thin liquids?

If a patient can still manipulate a whole pill within his/her mouth, you may try placing it in a spoonful
of yogurt, applesauce, pudding, or some other slippery material. However, some patients may need to

have the pill crushed and mixed with the spoonful of slippery material.

Be sure to check the patient’s mouth after you’ve given him/her the pill to make sure it has been
swallowed and not pocketed in the cheek or on the tongue.

The Source for Dysphagia: Third Edition Copyright © 1996, 2000, 2007 LinguiSystems, Inc.



The Gag Reflex

Patient Date

What does the gag reflex have to do with swallowing?

The short answer is . . . NOTHING. The gag reflex is not elicited during a normal swallow.

Does the gag tell us anything about swallow physiology?

Several researchers have included gag on a list of characteristics used to predict aspiration (e.g., Daniels

et al., 1997, 1998), while others (Mann & Hankey, 2001) indicate that palatal asymmetry, which could

be observed on a gag or on phonation, is one of the independent predictors of dysphagia. Gag may provide
an indication of pharyngeal sensation, but there is no direct correlation between presence or absence of gag
and swallowing physiology.

What is a gag reflex?

The gag reflex is a protective response designed to keep foreign material from entering the pharynx

and airway.

What happens physically when a person gags?

When a person gags, the mandible lowers, the tongue moves down and then forward, the pharynx
constricts, and the velum lifts.

Doesn’t the velum lift during swallowing?

Yes. It lifts to keep foods and liquids from entering the nasopharynx. However, one study (Leder, 1996)
demonstrated the physiologic differences between the velum lifting during phonation and the lifting of

the velum during the gag reflex. There may also be physiologic differences in the lifting of the velum
during the gag and swallowing.

Can a patient without a gag reflex swallow safely?

Yes. The Leder (1996) study found that 86% of patients referred for dysphagia evaluations because

they did not have a gag reflex were able to eat at least a pureed diet.

Do all normal individuals have a gag reflex?

One study assessed the gag reflex in 140 healthy subjects (half elderly and half young). They found
the reflex to be absent in 37% of the subjects (Davies et al.,1995).
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The Gag Reflex, continued
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The Fallacy of the Inflated Cuff

Patient Date

It is a misperception that an inflated cuff protects a patient from aspiration. Aspiration is defined as food
or liquid passing below the vocal folds. Therefore, if food reaches the cuff, the patient has aspirated.

The tracheostomy tube is placed below the larynx, which means the cuff is well below the larynx too.

If food reaches the cuff, it has already passed the following natural protective mechanisms:
¢ True vocal fold closure

 False vocal fold closure

* Arytenoid tipping

» Laryngeal elevation and forward movement, which results in tipping of the epiglottis

If food reaches the cuff, it will move further into the trachea around the cuff. The width of the trachea
expands slightly with each inhalation, allowing some leakage around the cuff. If the cuff is deflated,
any material on top of the cuff will fall into the lungs.

If food or liquid passes all of the body’s natural protective mechanisms to keep food and liquid out of
the lungs and reaches the cuff, it is not safe for that patient to eat/drink anything by mouth.

valleculae

vocal folds

tracheostomy tube —— pyriform sinuses

universal hub

—— flange
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Questions and Answers About Aspiration
and Aspiration Pneumonia

Patient Date

Is aspirating food or liquid always the cause of aspiration pneumonia?

Most pneumonia in institutionalized elderly people is believed to be secondary to microaspiration
of oral pharyngeal secretions that have been pathologically colonized.

How does aspirating cause pneumonia?

Aspirated materials entering the airway can cause atelectasis (i.e., incomplete expansion or collapse
of pulmonary alveoli or of a segment or lobe(s) of a lung) and can alter mucociliary clearing action.
Both of these predispose a patient to pneumonia.

Will | know that the patient has aspirated?

You may not. Some patients cough and choke when they aspirate, but up to 40-70% of patients
may be silent aspirators. That is, they don’t cough or even clear their throats when they aspirate.
Do patients who are tube fed get pneumonia?

Studies of artificially-fed patients in nursing homes have shown that gastrostomy tubes do not help
protect against aspiration in those who are known to aspirate. The use of a J-tube reduces the risk
of aspiration.

Are all infiltrates secondary to aspiration pneumonia?

No. Infiltrates can occur secondary to pneumonia, atelectasis, pulmonary infection, drug reaction,
or even neoplasm.

Is pneumonia easy to diagnose?

No. Pneumonia is often hard to diagnose because the classic symptoms of cough, dyspnea, sputum

production, and chest pain are often lacking in the elderly. Fever may or may not be present. Ifit is,
it may be attributed to other causes, such as a urinary tract infection or decubitus ulcers.
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Questions and Answers About Aspiration and Aspiration Pneumonia, continued

Can patients aspirate without developing aspiration pneumonia?

Yes. One study identified shifting and fleeting lung infiltrates in both oral and artificially-fed major
aspirators. These radiographic abnormalities lasted only hours or a few days and were sometimes
associated with a low-grade fever or upper respiratory illness. The authors suspect these infiltrates
represented aspirated materials that filled subsegmental airways and were subsequently cleared.

How long after an occurrence of aspiration before a temperature spike is noted?

There is no definitive answer. It depends on what and how much is aspirated, the overall pulmonary
health of the patient, and whether or not the patient is taking antibiotics that might mask an infection.
Pneumonia can develop quickly or gradually over several weeks.

Of what benefit is a chest X-ray to the diagnosis of pneumonia?

Chest films are often suboptimal and portable rather than standard, which makes it more difficult
to judge. The chest X-ray of a patient with aspiration may not look different from a chest X-ray of
a patient with a community-acquired pneumonia.

Pneumonia in the elderly will continue to be visible on chest X-rays, with infiltrates lasting a mean
of five weeks.
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Efficacy References for Treatment Techniques
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Efficacy References for Treatment Techniques, continued
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Efficacy References for Treatment Techniques, continued
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Bryant, M. (1991). Biofeedback in the treatment of a selected dysphagic patient. Dysphagia, 6, 140-144.

Crary, M.A. (1995). A direct intervention program for chronic neurogenic dysphagia secondary to brainstem stroke.
Dysphagia, 10, 6-18.

Crary, M.A. (1997). Surface electromyographic characteristics of swallowing in dysphagia swallowing secondary
to brainstem stroke. Dysphagia, 12(4), 180-188.

Crary, M.A., Carnaby, G.D., Groher, M.E., & Helseth, E. (2004). Functional benefits of dysphagia therapy using
adjunctive SEMG biofeedback. Dysphagia, 19, 160-164.

Ding, R., Larson, C.R., Logemann, J.A., & Rademaker, A.W. (2002). Surface electromyographic and
electroglottographic studies in normal subjects under two swallow conditions: Normal and during the

Mendelsohn maneuver. Dysphagia, 17, 1-12.

Gutpa, V., Reddy, N.P., & Canilang, E.P. (1996). Surface EMG measurements at the throat during dry and wet
swallowing. Dysphagia, 11(3), 180-185.

Huckabee, M.L., & Cannito, M.P. (1999). Outcomes of swallowing rehabilitation in chronic brainstem dysphagia:
A retrospective evaluation. Dysphagia, 14, 93-109.

Perlman, A.L., & Grayhack, J.P. (1991). Use of the electroglottograph for measurement of temporal aspects of
the swallow: Preliminary observations. Dysphagia, 6, 88-93.

Pretend to gargle.

Pauloski, B.R., & Logemann, J.A. (2000). Impact of tongue base and posterior pharyngeal wall biomechanics
on pharyngeal clearance in irradiated postsurgical oral and oropharyngeal cancer patients. Head & Neck, 22,
120-131.

Veis, S., Logemann, J.A., & Rademaker, A.W. (2000). Effects of three techniques on tongue base posterior motion.
Dysphagia, 15, 142-145.

Pretend to yawn.

Pauloski, B.R., & Logemann, J.A. (2000). Impact of tongue base and posterior pharyngeal wall biomechanics
on pharyngeal clearance in irradiated postsurgical oral and oropharyngeal cancer patients. Head & Neck, 22,

120-131.

Veis, S., Logemann, J.A., & Rademaker, A.W. (2000). Effects of three techniques on tongue base posterior motion.
Dysphagia, 15, 142-145.
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Efficacy References for Treatment Techniques, continued

Oral-Motor Exercises

Helfrich-Miller, K., Rector, K., & Straka, J. (1986). Dysphagia: Its treatment in the profoundly retarded patient
with cerebral palsy. Archives of Physical Medicine and Rehabilitation, 67, 520-525.

Kasprisin, A.T., Clumeck, H., & Nino-Murcia, M. (1989). The efficacy of rehabilitative management of dysphagia.
Dysphagia, 4, 48-52.

Logemann, J.A., Pauloski, B.R., Rademaker, A.W., & Colangelo, L. (1997). Speech and swallowing rehabilitation
in head and neck cancer patients. Oncology, 11(5), 651-659.

Singh, V., Brockbank, M.J., Frost, R.A., & Tyler, S. (1995, May). Multidisciplinary management of dysphagia:
The first 100 cases. The Journal of Laryngology and Otology, 109(5), 419-424.

Compensatory and Facilitation Techniques

Supraglottic Swallow

Brady, S. (2002, October). The effects of breath-holding techniques upon vocal fold adduction for safe swallowing.
Poster session presented at the Dysphagia Research Society Meeting, Miami, FL.

Bulow, M., Olsson, R., & Ekbert, O. (1999). Videomanometric analysis of supraglottic swallow, effortful swallow,
and chin tuck in healthy volunteers. Dysphagia, 14, 67-72.

Chaudhuri, G., Hildner, C.D., Brady, S., Hutchins, B., Aliga, N., & Abadilla, E. (2002). Cardiovascular effects

of the supraglottic and super-supraglottic swallowing maneuvers in stroke patients with dysphagia. Dysphagia,
17,1923.

Kabhrilas, P.J., Logemann, J.A., & Gibbons, P. (1992). Food intake by maneuver: An extreme compensation for
impaired swallowing. Dysphagia, 7, 155-159.

Kasprisin, A.T., Clumeck, H., Nino-Murcia, M. (1989). The efficacy of rehabilitative management of dysphagia.
Dysphagia, 4, 48-52.

Logemann, J.A., Gibbons, P., Rademaker, A.W., Pauloski, B.R., Kahrilas, P.J., Bacon, M., et al. (1994). Mechanisms
of recovery of swallow after supraglottic laryngectomy. Journal of Speech and Hearing Research, 37, 965-974.

Logemann, J.A., & Kabhrilas, P.J. (1990). Relearning to swallow after stroke: Application of maneuvers and indirect
biofeedback: A case study. Neurology, 40, 1136-1138.

Silbergleit, A., Waring, W., Sullivan, M., & Maynard, F. (1991). Evaluation, treatment, and follow-up results of
post-polio patients with dysphagia. Otolaryngology-Head and Neck Surgery, 104(3), 333-338.

Singh, V., Brockbank, M.J., Frost, R.A., & Tyler, S. (1995, May). Multidisciplinary management of dysphagia:
The first 100 cases. The Journal of Laryngology and Otology, 109(5), 419-424.
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Efficacy References for Treatment Techniques, continued

Super-Supraglottic Swallow

Brady, S. (2002, October). The effects of breath-holding techniques upon vocal fold adduction for safe swallowing.
Poster session presented at the Dysphagia Research Society Meeting, Miami, FL.

Bulow, M., Olsson, R., & Ekbert, O. (1999). Videomanometric analysis of supraglottic swallow, effortful swallow,
and chin tuck in healthy volunteers. Dysphagia, 14, 67-72.

Chaudhuri, G., Hildner, C.D., Brady, S., Hutchins, B., Aliga, N., & Abadilla, E. (2002). Cardiovascular effects
of the supraglottic and super-supraglottic swallowing maneuvers in stroke patients with dysphagia. Dysphagia,

17,1923,

Kabhrilas, P.J., Logemann, J.A., & Gibbons, P. (1992). Food intake by maneuver: An extreme compensation for
impaired swallowing. Dysphagia, 7, 155-159.

Logemann, J.A., Pauloski, B.R., Rademaker, A.W., & Colangelo, L. (1997). Super-supraglottic swallow in
irradiated head and neck cancer patients. Head & Neck, 19, 535-540.

Martin, B.J.W., Logemann, J.A., Shaker, R., & Dodds, W.J. (1993). Normal laryngeal valving patterns during
three breathhold maneuvers: A pilot investigation. Dysphagia, 8, 11-20.
Effortful Swallow

Bulow, M., Olsson, R., & Ekbert, O. (1999). Videomanometric analysis of supraglottic swallow, effortful swallow,
and chin tuck in healthy volunteers. Dysphagia, 14, 67-72.

Garcia, J.M., Hakel, M., & Lazarus, C. (2004). Unexpected consequence of effortful swallowing: Case study report.
Journal of Medical Speech-Language Pathology, 12(2), 59-66.

Huckabee, M.L., & Steele, C.M. (2006, March). An analysis of lingual contribution to submental SEMG measures
and pharyngeal biomechanics during effortful swallow. Paper presented at the Dysphagia Research Society
Meeting, Scottsdale, AZ.

Kabhrilas, P.J., Lin, S., Logemann, J.A., Ergun, G.A., & Facchini, F. (1991). Deglutitive tongue action: Volume
accommodation and bolus propulsion. Gastroenterology, 104, 152-162.

Kabhrilas, P.J., Logemann, J.A., & Gibbons, P. (1992). Food intake by maneuver: An extreme compensation for
impaired swallowing. Dysphagia, 7, 155-159.

Kabhrilas, P.J., Logemann, J.A., Lin, S., & Ergun, G.A. (1992). Pharyngeal clearance during swallow: A combined
manometric and videofluoroscopic study. Gastroenterology, 103, 128-136.

Pounderoux, P., & Kahrilas, P.J. (1995). Deglutitive tongue force modulation by volition, volume, and viscosity
in humans. Gastroenterology, 108, 1418-1426.
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Efficacy References for Treatment Techniques, continued

Mendelsohn Maneuver

Bartolome, G., & Neumann, S. (1993). Swallowing therapy in patients with neurological disorders causing
crichopharyngeal dysfunction. Dysphagia, 8, 146-149.

Bryant, M. (1991). Biofeedback in the treatment of a selected dysphagic patient. Dysphagia, 6, 140-144.

Kabhrilas, P.J., Logemann, J.A., Krugler, C., & Flanagan, E. (1991). Volitional augmentation of upper esophageal
sphincter opening during swallowing. American Journal of Physiology, 260, 450-456.

Lazarus, C., Logemann, J.A., & Gibbons, P. (1996). Effects of maneuvers on swallowing function in a dysphagic
oral cancer patient. Head & Neck, 15, 419-424.

Logemann, J.A., & Kabhrilas, P.J. (1990). Relearning to swallow after stroke: Application of maneuvers and indirect
biofeedback: A case study. Neurology, 40, 1136-1138.

Logemann, J.A., Kahrilas, P.J., Cheng, J., Pauloski, B.R., Gibbons, P.J., Rademaker, A.W., et al. (1992). Closure
mechanisms of the laryngeal vestibule during swallowing. American Journal of Physiology, 262, 338-344.

Perlman, A. (1993). The successful treatment of challenging cases. Clinics in Communication Disorders, 3(4), 37-44.

Diet Modification Techniques

Textures of Foods

National Dysphagia Diet Task Force. (2002). National dysphagia diet: Standardization for optimal care. Chicago:
American Dietetic Association.

Perlman, A. (1993). The successful treatment of challenging cases. Clinics in Communication Disorders, 3(4), 37-44.

Tymchuck, D. (2006). Applying food science to dysphagia. Perspectives on Swallowing and Swallowing Disorders
(Dysphagia), 15(1), 19-23.
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FEES® Report

Patient Date

Birth Date Age Patient #

Referral Physician

Patient’s Address Phone

History

Why Study Is Needed

Procedure

The patient was seen for a fiberoptic endoscopic evaluation of swallowing (FEES®) . The

patient was positioned in a bed / chair for the exam.

assisted in positioning the patient and

presenting test materials. Anatomy and physiology of the swallowing mechanism were examined. The scope

was passed transnasally through the R / L nostril.

Anatomy and Physiology

Velopharyngeal Closure

Secretion Management

Swallow Frequency

Back of Tongue Movement

Laryngeal Structure During:

Respiration

Airway Closure

Phonation

Pharyngeal Musculature

The Source for Dysphagia: Third Edition
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Swallowing

Ice chips

FEES® Report, continued

Pureed foods

Soft-solid foods

Hard, chewy, crunchy foods

Thin liquids

Thick liquids

Effects of Treatment Strategies Attempted

Sensory Testing

Summary and Need for Service

Diagnosis
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FEES® Report, continued

Positive Expectation to Begin Service

Patient/Caregiver Teaching

Short-Term Goals

These patient goals reflect disordered physiology related to the pharyngeal phase. For oral phase goals,
see Bedside Dysphagia Evaluation, page 51 in the book (or page 57 for skilled nursing facilities).

Improve back of tongue control to keep food from falling over the back of the tongue and into
the airway.

Decrease delay in initiation of pharyngeal swallow to reduce food falling into the airway during
the delay before the swallow.

Increase closure of the true vocal folds to keep food from falling into the airway during the swallow.

Increase laryngeal elevation to reduce residue in the pyriform sinus(es) and reduce risk of the residue
falling into the airway after the swallow.

Improve laryngeal elevation to reduce penetration into the upper laryngeal vestibule to reduce the
risk of the penetrated material being aspirated after the swallow.

Improve the rate of laryngeal elevation/timing of closure to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Increase laryngeal elevation to reduce vallecular residue to reduce the risk of the residue being
aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce residue on pharyngeal wall(s) (unilateral or
bilateral) to reduce the risk of the residue being aspirated after the swallow.

No skilled treatment is indicated.

Comments
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Recommendations

Diet

Food Presentation

Food Placement

Positioning

Status

Presentation of Meds

Schedule

Charting/Monitoring

Other

Compensatory Techniques

to Use During Meal

Facilitation/Treatment

Techniques

Re-evaluation
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FEES® Report, continued

Speech-Language Pathologist
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FEES® Report Sample

Patient Fred Date
Birth Date Age 68 Patient #
Referral Physician

Patient’s Address Phone

History Fred is a 68-year-old male who is currently an inpatient at this acute care facility. He suffered a

left CVA with resulting right hemiparesis, aphasia, dysarthria, and dysphagia. His medical history also includes

arteriosclerotic cardiovascular disease, hypertension and diabetes. Patient currently has an NG tube in and is

NPO except for ice chips.

Why Study Is Needed The dysphagiateam determined he needed an instrumental exam because

a bedside evaluation revealed wet vocal quality with all textures presented. He also had intermittent cough

throughout the evaluation.

Procedure

The patient was seen for a fiberoptic endoscopic evaluation of swallowing (FEES®) at bedside . The

patient was positioned in chair for the exam. _ Nursing Assistant  assisted in positioning the patient and

presenting test materials. Anatomy and physiology of the swallowing mechanism were examined. The scope

was passed transnasally through th@ L nostril.

Anatomy and Physiology

Velopharyngeal Closure appears adequate on production of /i/

Secretion Management _ some secretions noted in vallecullae and pyriforms, but none in airway. Murray rating 1.

Swallow Frequency appears adequate

Back of Tongue Movement appears to exhibit weak touch of back of tongue to velum

Laryngeal Structure During:

Respiration no abnormalities noted

Airway Closure vocal folds close symmetrically for breath hold

Phonation vocal folds close symmetrically on phonation

Pharyngeal Musculature soft palate elevates and contacts posterior pharyngeal wall; pharyngeal constrictors

move on phonation of /i/, but movement seems diminished; laryngeal elevation on phonation seems decreased
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FEES® Report Sample, continued

Swallowing

Ice chips elicits swallow and clears secretions

Pureed foods pudding: no premature trickle observed, no material observed in airway,
minimal residue in valleculae, none in pyriforms

Soft-solid foods solids: no premature loss other than that expected w/masticated material;

no residue in valleculae, pyriforms or channels

Hard, chewy, crunchy foods

Thin liquids exhibits trickle over back of tongue before initiating swallow; material rests in valleculae

(w/larger boluses, it falls to pyriforms), but not aspirated before the swallow; when

airway is visible again, there is a trace amount of material in airway; consistent cough

Thick liquids no premature trickle observed, no material observed in airway, no minimal residue in

valleculae, none in pyriforms

Effects of Treatment Strategies Attempted Patient tried in chin-down position to see if this would

increase airway protection. After swallowing thin liquids in this position, no material was noted in the airway, though

a very small amount remained in the upper laryngeal vestibule when patient was given more than 5cc at once.

Sensory Testing strong cough reaction to scope touching pharyngeal wall

Summary and Need for Service Patient shows some decreased control of the back of his tongue, which

lets thin liquids trickle over the back of the tongue. He does not aspirate before the swallow. After the swallow,

thin liquids are observed in the upper laryngeal vestibule and/or airway (depending on size of bolus), leading to the

conclusion that there is decreased closure at the entrance to the airway (given that folds close tightly on breath hold).

The chin-down position eliminates the aspiration, but not penetration if given large boluses. With some of the stickier

materials, he has vallecular residue, indicating probable reduced base of tongue strength.

Diagnosis oral and pharyngeal dysphagia with audible trace aspiration of thin liquids
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FEES® Report Sample, continued

Positive Expectation to Begin Service Patient is alert and cooperative and follows basic one-step

commands. He wants to have NG tube removed and eat by mouth.

Patient/Caregiver Teaching Results of the evaluation were discussed in detail w/patient. He appeared

to understand that some modifications in his eating would be necessary. His wife appeared to understand the

recommendations as well.

Short-Term Goals

These patient goals reflect disordered physiology related to the pharyngeal phase. For oral phase goals,
see Bedside Dysphagia Evaluation, page 51 in the book (or page 57 for skilled nursing facilities).

v

Improve back of tongue control to keep food from falling over the back of the tongue and into
the airway.

Decrease delay in initiation of pharyngeal swallow to reduce food falling into the airway during
the delay before the swallow.

Increase closure of the true vocal folds to keep food from falling into the airway during the swallow.

Increase laryngeal elevation to reduce residue in the pyriform sinus(es) and reduce risk of the residue
falling into the airway after the swallow.

Improve laryngeal elevation to reduce penetration into the upper laryngeal vestibule to reduce the
risk of the penetrated material being aspirated after the swallow.

Improve the rate of laryngeal elevation/timing of closure to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Increase laryngeal elevation to reduce vallecular residue to reduce the risk of the residue being
aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce residue on pharyngeal wall(s) (unilateral or
bilateral) to reduce the risk of the residue being aspirated after the swallow.

No skilled treatment is indicated.

Comments
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Recommendations

Diet

Food Presentation

Food Placement

Positioning

Status

Presentation of Meds

Schedule

Charting/Monitoring

Other

Compensatory Techniques

to Use During Meal

Facilitation/Treatment

Techniques

Re-evaluation

The Source for Dysphagia: Third Edition

FEES® Report Sample, continued

thin liquids in 5cc amounts with SLP only and not at meals, mildly thick liquids okay

at meals, pureed plus one soft vegetable at each meal

1 tsp. bolus size, cut-out cup for honey-thick liquids

left side of mouth

sitting at 90°, stay seated upright 30 minutes after meals, chin tuck for liquids

verbal cues/standby assist

pills should be crushed and mixed w/applesauce

lunch treatment by OT

breakfast and dinner fed by staff/family

hold tube feedings 3 hours prior to oral feeding

calorie count (if adequate, remove NG)

compensation for pocketing: sweep w/tongue and external pressure to right cheek

alternate thickened liquid swallows every several bites

multiple swallows (offer cues w/masticated foods)

encourage/stimulate lip closure

effortful swallow

oral-motor exercises: labial closure, back of tongue and lingual A-P

tongue retraction and tongue hold; super-supraglottic swallow

before advancing to thin liquids

Speech-Language Pathologist
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Patient

Medical History

U Admit diagnosis

O Functional problems observed

U Level of alertness

O Previous diagnoses and treatment
U Advance directive

O Premorbid status

Referral
U Reason for referral
O Signed physician’s order

Signs and Symptoms of Dysphagia
Drooling/Increased secretions

Weight loss

Coughing/Choking

Pocketing

Pneumonia

Changes in diet

Patient complaint

Dehydration

Reflux

I Iy Ny Iy Ny B M

Nutrition/Hydration

U Current diet

U Dietary restrictions

O Alternate method of feeding

The Source for Dysphagia: Third Edition

Information to Obtain from Chart Review

Medications

U Cause mental status change/sedation
Q Antibiotics

0 GERD meds

U How presented to patient

Q Other meds:

Respiratory Status
Q Lung sounds
4 Chest X-rays
U Oxygen therapy and mode of delivery
O Recent intubations
Q Ventilator
U Tracheostomy
U Status of cuff
U Tracheostomy speaking valve

Nursing Assessment

O Cognitive assessment

U Observations of patient

Q Previous living situation

U Family support/involvement
U Sensory impairments

Other Evaluations/Procedures
Q GI series

Q Barium swallow

U Neurological consult

U Dietary consult

U Surgery

U Radiation therapy
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Letter to Physician — Sample 1

Date

RE: Dysphagia management

Dear Dr.

I understand that you are interested in knowing the cost of a bedside/clinical evaluation for dysphagia as well
as the cost of instrumental procedures such as the videofluoroscopic swallowing study (VFSS) (or modified
barium swallow [MBS]) and the fiberoptic endoscopic evaluation of swallowing (FEES®). The attached sheet
details the cost involved with a bedside/clinical evaluation vs. a VFSS (or MBS) or FEES® as well as the kinds
of information that can be gained from each.

In addition, I have included a list of suggested readings that confirm that as many as 40-70% of patients
with dysphagia are silent aspirators. The VFSS (or MBS) allows for the detection of aspiration as well as
the determination of compensatory technique, position, and/or diet changes that may prevent aspiration and
allow a patient to eat safely. The FEES® provides similar information. In addition, these studies can provide
other useful information to help with patient management decisions. I am sure you will agree that the cost
of an instrumental exam is less than the cost of treatment for aspiration pneumonia.

I welcome the opportunity to discuss this information with you if you have further concerns about the cost of
these evaluations. Speech-language pathologists provide a high-quality, cost-effective service that is of great

benefit to the patient, family, staff, and physician. Thank you for your interest.

Sincerely,

Speech-Language Pathologist

Suggested Readings

Linden, P., & Siebens, A. (1983). Dysphagia: Predicting laryngeal penetration. Archives of Physical Medicine and Rehabilitation,
64,281-284.

Martin-Harris, B., Logemann, J.A., McMabhon, S., Schleicher, M., & Sandidge, J. (2000). Clinical utility of the modified barium
swallow. Dysphagia, 15, 136-141.

Ott, D.J., Hodge, R.G., Pikna, L.A., Chen, M.Y.M., & Gelfand, D.W. (1996). Modified barium swallow: Clinical and radiographic
correlation and relation to feeding recommendations. Dysphagia, 11, 187-190.

Smith, C.H., Logemann, J.A., Colangelo, L.A., Rademaker, A.W., & Pauloski, B.R. (1999). Incidence and patient characteristics
associated with silent aspiration in the acute care setting. Dysphagia, 14(1), 1-7.

Splaingard, M., Hutchins, B., Sulton, L., & Chaudhuri, G. (1988). Aspiration in rehabilitation patients: Videofluoroscopy vs.
bedside clinical assessment. Archives of Physical Medicine and Rehabilitation, 69, 637-640.

The Source for Dysphagia: Third Edition Copyright © 1996, 2000, 2007 LinguiSystems, Inc.



Letter to Physician — Sample 1, continued

Bedside/Clinical Evaluation Cost

Speech-language pathology’s assessment of oral-motor skills provides information about how the patient
can form, maintain and manipulate a bolus. The speech-language pathologist (SLP) also assesses basic
communication and cognitive skills and makes judgments about laryngeal closure and elevation, essential
for airway protection.

Information obtained from a bedside/clinical evaluation:

A bedside/clinical evaluation provides the most information about the types and textures of food a patient
can handle in the oral phase of the swallow. It also determines the patient’s ability to self-feed.

Videofluoroscopic Swallowing Study (VFSS) Cost
(or Modified Barium Swallow [MBS])

A VESS (or MBS) is performed by the Radiology and Speech-Language Pathology Departments. It is a
good way to assess whether or not a patient is aspirating. The main intent of the study is not to rule out or
confirm aspiration, but to determine the types and textures of food a patient can handle without aspiration.
It also helps determine any position changes or compensatory techniques that might be needed to allow
the patient to eat safely as well as determine appropriate treatment techniques. It is much more a trial
therapeutic study than a straight diagnostic study.

Decisions typically made from information obtained from a VFSS (or MBS) are:

*  Whether or not the patient should eat by mouth

*  Which compensatory techniques the patient needs to prevent aspiration

*  What treatment techniques are needed

 If the patient is swallowing safely and does not need further instrumental assessment

Fiberoptic Endoscopic Evaluation of Swallowing (FEES®)  Cost

The SLP may utilize the FEES® during a bedside/clinical evaluation of the patient. This procedure involves
passing the endoscope transnasally so that the tip of the endoscope hangs in the hypopharynx. The SLP can
then observe premature movement of the bolus of food over the back of the tongue and possibly into the
airway before the swallow. Residue in the pharynx after the swallow can be observed to see if the residue
is going to spill into the airway. The actual moment of swallowing is not visible as the scope is obliterated
when the glottis closes. Use of this procedure does not preclude the need for a VFSS (or MBS) but does
allow the SLP to determine at bedside which patients are candidates for videofluoroscopic assessment.

These decisions are typically made from information obtained utilizing the FEES® at bedside:

*  Whether or not the patient should eat by mouth

» Iftexture changes can eliminate the aspiration

*  What treatment techniques are needed

* If the patient is swallowing safely and does not need further instrumental assessment
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Letter to Physician — Sample 2

Date

Dear Dr.

Thank you for agreeing to meet with us to discuss protocols for a bedside/clinical evaluation, a fiberoptic
endoscopic evaluation of swallowing (FEES®), and a videofluoroscopic swallowing study (VFSS) (or modified
barium swallow [MBS]). As you know, dysphagia intervention has several goals, including the following:

» To prevent or significantly decrease the risk for aspiration pneumonia. A secondary benefit of this goal
is to decrease length of stay and patient complications.

* To return the patient to safe PO feeding status to obtain adequate nutrition and hydration

* For patients who cannot yet return safely to full PO, the goal is to allow the presentation of some foods
and liquids by mouth therapeutically to help improve the patient’s prognosis for returning to full PO.

 In certain cases in which the prognosis for the patient to return to full PO is poor, dysphagia therapy may
be designed to allow the patient to take some food or liquid safely by mouth to improve the quality of life.

A bedside/clinical evaluation yields very important information about the oral phase of the swallow. In
addition, it provides important information such as the patient’s level of alertness, appropriate positioning
for feeding and ability to self-feed.

However, aspiration cannot be confirmed or ruled out with certainty using only a bedside/clinical evaluation,
even when the patient is tracheostomized. Several studies have indicated that as many as 40-70% of patients
judged to be safe feeders on a bedside/clinical evaluation are actually found to be silent aspirators when an
instrumental assessment is performed. (See the suggested readings list at the end of this letter.)

The FEES® is a procedure that involves passing an endoscope transnasally into the hypopharynx. It is utilized
at bedside by a speech-language pathologist (SLP) to observe a patient’s airway before and after the swallow.
The FEES® allows the SLP to determine whether or not a patient can eat safely.

The VFSS (or MBS) is performed in the Radiology Department. It helps determine if a patient is aspirating or
at significant risk for aspiration so that the appropriate treatment can be planned. While this study will confirm
if a patient is aspirating or at risk for aspiration, the main intent is to determine if there are compensatory or
positioning techniques and/or food consistency and texture changes that can be implemented that would allow
the patient to eat safely. These determinations cannot be made on the basis of a bedside/clinical evaluation.

Each of the assessments yields different information. When a bedside/clinical evaluation and an instrumental
assessment are both performed, a complete picture is obtained about the patient’s abilities.
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Letter to Physician — Sample 2, continued

Some physicians do not want their patients to undergo a VFSS (or MBS) because the patient might aspirate.
These same patients, however, are often fed on the floor where they are also at risk for aspiration. The
difference is that a VFSS (or MBS) is a very controlled procedure. Small amounts of a benign substance
(barium sulfate) are presented and if aspiration occurs, it is seen immediately. In contrast, beginning trial
feedings on the floor without performing a VFSS (or MBS) can mean that up to 70% of patients might be
aspirating. This may not be known until sometime later when the patient develops aspiration pneumonia.
(See the article by Ott and Gelfand [1983] in the suggested readings list below for an explanation of the
safety of the medium used during the studies.)

We would be happy to have you observe a procedure at any time or to discuss this information in more
detail. Thank you for your time.

Sincerely,

Speech-Language Pathology Department

Suggested Readings

Daniels, S.K., Brailey, K., Priestly, D.H., Herrington, L.R., Weisberg, L.A., & Foundas, A.L. (1998). Aspiration in patients
with acute stroke. Archives of Physical Medicine and Rehabilitation, 79, 14-19.

Gelfand, D.W., & Ott, D.J. (1982). Barium sulfate suspensions: An evaluation of available products. American Journal of
Roentgenology, 138, 935.

Leder, S.B., Sasaki, C.T., & Burrell, M.1. (1998). Fiberoptic endoscopic evaluation of dysphagia to identify silent aspiration.
Dysphagia, 13(1), 19-21.

Linden, P., Kuhlemeier, K., & Patterson, C. (1993). The probability of correctly predicting subglottic penetrations and clinical
observations. Dysphagia, 8, 170-179.

Ott, D.J., & Gelfand, D.W. (1983). Gastrointestinal contrast agents: Indications, uses, and risks. Journal of the American Medical
Association, 249, 2380.

Ott, D.J., Hodge, R.G., Pikna, L.A., Chen, M.Y.M., & Gelfand, D.W. (1996). Modified barium swallow: Clinical and radiographic
correlation and relation to feeding recommendations. Dysphagia, 11, 187-190.

Sorin, R., Somers, S., Austin, W., & Bester, S. (1988). The influence of videofluoroscopy on the management of the dysphagic
patient. Dysphagia, 2, 127-135.

Splaingard, M., Hutchins, B., Sulton, L., & Chaudhuri, G. (1988). Aspiration in rehabilitation patients: Videofluoroscopy vs.
bedside clinical assessment. Archives of Physical Medicine and Rehabilitation, 69, 637-640.
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Modified Barium Swallow Report

Patient Date
Birth Date Age Patient #
Referral Physician

Patient’s Address Phone
History

Why Study Is Needed

Procedure

The patient was seen for a modified barium swallow/videofluoroscopic evaluation with radiology and

speech-language pathology. consistencies ( )

were presented for analyses of four / five phases of the swallow.

Oral Phase

This phase involves oral movements to prepare the food for swallowing.

Thin liquids

Thick liquids

Pudding

Cookie

Oropharyngeal Phase

This phase begins when the tongue initiates posterior movement of the bolus. It typically takes less than
one second to complete.

Thin liquids

Thick liquids

Pudding

Cookie
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Modified Barium Swallow Report, continued

Pharyngeal Phase

This phase begins with the triggering of the swallow response. Normally the swallowing response is
triggered as the bolus contacts the anterior faucial arches. Normal transit time from anterior faucial
arches to cricopharyngeal juncture is one second or less.

Thin liquids

Thick liquids

Pudding

Cookie

A-P View

Pharyngoesophageal Phase

Esophageal Phase

Effects of Treatment Strategies Attempted

Summary and Need for Service

Diagnosis

Positive Expectation to Begin Service
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Modified Barium Swallow Report, continued

Patient/Caregiver Teaching

Short-Term Goals

These patient goals reflect disordered physiology related to the pharyngeal phase. For oral phase goals,
see Bedside Dysphagia Evaluation, page 51, in the book (or page 57 for skilled nursing facilities).

Improve back of tongue control to keep food from falling over the back of the tongue and into
the airway.

Decrease delay in initiation of pharyngeal swallow to reduce food falling into the airway during
the delay before the swallow.

Increase closure of the true vocal folds to keep food from falling into the airway during the swallow.

Improve the rate of laryngeal elevation/timing of closure to keep food from falling into the airway
during the swallow.

Increase laryngeal elevation to reduce residue in the pyriform sinus(es) and reduce risk of the residue
falling into the airway after the swallow.

Increase anterior movement of the hyolaryngeal complex to reduce residue in the pyriform sinuses
and reduce the risk of the residue falling into the airway after the swallow.

Improve laryngeal elevation to reduce penetration into the upper laryngeal vestibule to reduce the
risk of the penetrated material being aspirated after the swallow.

Improve arytenoid tipping/closure at entrance to the airway to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Improve the rate of laryngeal elevation/timing of closure to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Increase base of tongue movement to reduce vallecular residue (unilateral or bilateral) to reduce
the risk of the residue being aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce vallecular residue to reduce the risk of the
residue being aspirated after the swallow.

Increase laryngeal elevation to reduce vallecular residue to reduce the risk of the residue being
aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce residue on pharyngeal wall(s) (unilateral or
bilateral) to reduce the risk of the residue being aspirated after the swallow.

Increase movement of the tongue base to reduce bilateral residue on pharyngeal walls to reduce
the risk of the residue being aspirated after the swallow.

No skilled treatment is indicated.

Comments
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Recommendations

J NPO
(J PO Diet Recommendations

Dysphagia Diet

d Level I (runny pureed)

(1 Level II (thick pureed, pudding liquids)

d Level III (pureed and some soft;
liquids: nectar/honey/pudding)

[d Level IV (soft cohesive;
liquids: nectar/honey/pudding)

(1 Level V (mech. soft; regular liquids)

Food Presentation

4 bolus size: ¥ tsp./1 tsp. [ spoon only
(d cut-out cup (d no straw
4 cup [ no syringe

[ straw

Food Placement
(1 left side mouth/visual field
[ right side mouth/visual field
[d Present food from front to increase sensory input.

Positioning
(1 sitting up at 90°
1 head turned to
[ chin tuck
(1 Stay seated upright  minutes after meals.

Status
[ Patient can self-feed without supervision.
(1 verbal cues/standby assistance
[ dependent; to be fed by SLP only/staff/family

Presentation of Meds
(1 pills/tablets whole followed by liquids/applesauce/
thick liquid
(1 pills/tablets must be crushed and mixed with applesauce
4 no liquid meds
(1 meds via tube

Nutrition
( primary nutrition by tube
A trial PO during therapy only

(1 Hold tube feedings prior to oral feeding.

Charting/Monitoring
(1 weekly heights
[ calorie count
(1 monitor temperature
(1 Listen for vocal quality throughout meal.

Other
[ reflux precautions (See attached.)

The Source for Dysphagia: Third Edition

Modified Barium Swallow Report, continued

¢ = compensatory techniques to use during meal
f = facilitation/treatment techniques

Selected treatment techniques to begin.
Others can be chosen to achieve short-term goals.
Oral Dysphagia
(4 labial closure (c, f)
[ lingual elevation exercises (f)
(1 lingual lateralization exercises ()
[ lingual A-P exercises (f)
(1 lingual back of tongue exercises (f)
(1 compensations for oral residue (c)
(1 Sweep mouth with tongue.
(1 Sweep mouth with finger.
(1 Apply external pressure to R/L cheek.
[d Rinse mouth/expel after meal.

Decreased Laryngeal Elevation
(1 Mendelsohn maneuver/SEMG (c, f)
[ falsetto/laryngeal elevation exercises (f)

Decreased Laryngeal Closure
[ supraglottic (safe) swallow (c, f)
[ super-supraglottic swallow (c, )
[ laryngeal closure exercises (f)
(d encourage cough (c)

Decreased Base of Tongue Strength/
Posterior Pharyngeal Wall
(1 tongue hold (f)
[ tongue base retraction (f)
(1 Pretend to gargle. (f)

[ Pretend to yawn. (f)
4 effortful swallow (c, f)

Delayed Swallow

(1 thermal-tactile stimulation (¢) [ slurp swallow (¢, f)
(d sour bolus (c, f)
(d cold bolus (c, f)

(A three-second prep (c, f)
[ neurosensory stimulation (f)

Decreased Anterior Movement of
Hyolaryngeal Complex
3 head lift ()

Misc. Compensation for Oral/Pharyngeal Dysphagia
(1 Alternate (thick) liquid swallow every bite/PRN. (c)
(1 Discourage liquid wash between bites. (c)
(1 multiple swallows (Patient does/does not need cues.) (c)
(1 Empty mouth before next bite. (c)
(A Cue patient to slow down. (c)

Re-evaluation
(4 if condition changes
[ before discontinuing any of these recommendations
(d can advance food only at bedside
[ can advance foods and liquids at bedside
[ other

Speech-Language Patholgist
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Modified Barium Swallow Report — Sample 1

Patient Fred Date
Birth Date Age 68 Patient #
Referral Physician

Patient’s Address Phone

History Fred is a 68-year-old male who is currently an inpatient at this acute care facility. He suffered a

left CVA with resulting right hemiparesis, aphasia, dysarthria, and dysphagia. His medical history also includes

arteriosclerotic cardiovascular disease, hypertension and diabetes. Patient currently has an NG tube in and is

NPO except for ice chips.

Why Study Is Needed Physician referral for an MBS study based on recommendations from the dysphagia

team. Patient was seen at bedside and demonstrated wet vocal quality with all textures presented. He also had an

intermittent cough throughout the study.

Procedure

The patient was seen for a modified barium swallow/videofluoroscopic evaluation with radiology and

speech-language pathology. Four consistencies ( thin liquids, nectar-thick, pudding, cookie )

were presented for analyses of four /hases of the swallow.

P> Oral Phase
This phase involves oral movements to prepare the food for swallowing.

Thin liquids shows anterior loss

Thick liquids shows anterior loss, better able to form bolus

Pudding no anterior loss, able to form fairly adequate bolus

Cookie residue in lateral sulcus, difficulty getting entire bolus on top of tongue

P Oropharyngeal Phase

This phase begins when the tongue initiates posterior movement of the bolus. It typically takes less than
one second to complete.

Thin liquids trickle over back of tongue in a premature fashion to valleculae, no penetration or

aspiration before the swallow
Thick liquids  able to propel bolus posteriorly with minimal difficulty

Pudding able to propel bolus posteriorly with minimal difficulty

Cookie very piecemeal in his approach to propelling the cookie posteriorly, residue on tongue

and in sulcus
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Modified Barium Swallow Report — Sample 1, continued

» Pharyngeal Phase

This phase begins with the triggering of the swallow response. Normally the swallowing response is
triggered as the bolus contacts the anterior faucial arches. Normal transit time from anterior faucial
arches to cricopharyngeal juncture is one second or less.

Thin liquids decreased closure at entrance to airway causes penetration into upper laryngeal vestibule

during swallow w/boluses, trace aspiration after swallow, consistent cough reaction to aspiration

Thick liquids  swallow response timely, occasional minimal penetration into upper laryngeal vestibule but

never aspirated, minimal residue in valleculae and pyriform sinuses

Pudding no penetration/aspiration, adequate laryngeal elevation, vallecular residue after swallow

indicating reduced base of tongue pressure, decreased movement of pharyngeal walls

Cookie no penetration/aspiration, some vallecular residue

A-P View reveals symmetrical residue in valleculae, appears to reveal adequate movement of vocal folds to midline

> Pharyngoesophageal Phase adequate superior and anterior movement of hyolaryngeal complex

> Esophageal Phase evaluated only w/patient in upright position, does not present w/any complaints

related to esophageal phase, shows adequate esophageal motility

Effects of Treatment Strategies Attempted Thin liquids — Patient placed in chin-down position.

This position eliminates penetration on 3cc and 5cc boluses. At 10cc, patient has some penetration but no aspiration.

Honey and pudding — Patient asked to try an effortful swallow to reduce amount of vallecular residue. It appears to

help, but patient can only maintain this for several trials.

Summary and Need for Service Patient presents w/moderately impaired oral phase w/difficulty forming a

bolus w/masticated materials. Also shows decreased back of tongue control, which results in thin liquids trickling over

back of tongue. This can be decreased somewhat w/chin-down position. Patient penetrated and then aspirated thin

liquids. Penetration eliminated w/chin down on smaller boluses and aspiration eliminated. Some penetration w/larger

liquid boluses w/chin down. Patient has vallecular residue secondary to reduced base of tongue and pharyngeal wall

movement. Patient needs intervention if he is to return to a more normal diet and avoid risk of aspiration.

Diagnosis oral and oropharyngeal dysphagia w/audible trace aspiration of thin liquids

Positive Expectation to Begin Service Patient is alert and cooperative and follows basic one-step

commands. He wants to have NG tube removed and eat by mouth.
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Modified Barium Swallow Report — Sample 1, continued

Patient/Caregiver Teaching Results of eval were discussed in detail w/patient. He appeared to understand

that some modifications in his eating are necessary. His wife appeared to understand the recommendations as well.

Short-Term Goals

These patient goals reflect disordered physiology related to the pharyngeal phase. For oral phase goals,
see Bedside Dysphagia Evaluation, page 51, in the book (or page 57 for skilled nursing facilities).

v/ Improve back of tongue control to keep food from falling over the back of the tongue and into

the airway.

Decrease delay in initiation of pharyngeal swallow to reduce food falling into the airway during
the delay before the swallow.

Increase closure of the true vocal folds to keep food from falling into the airway during the swallow.

Improve the rate of laryngeal elevation/timing of closure to keep food from falling into the airway
during the swallow.

Increase laryngeal elevation to reduce residue in the pyriform sinus(es) and reduce risk of the residue
falling into the airway after the swallow.

Increase anterior movement of the hyolaryngeal complex to reduce residue in the pyriform sinuses
and reduce the risk of the residue falling into the airway after the swallow.

Improve laryngeal elevation to reduce penetration into the upper laryngeal vestibule to reduce the
risk of the penetrated material being aspirated after the swallow.

v/ Improve arytenoid tipping/closure at entrance to the airway to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Improve the rate of laryngeal elevation/timing of closure to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Increase base of tongue movement to reduce vallecular residue (unilateral or bilateral) to reduce
the risk of the residue being aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce vallecular residue to reduce the risk of the
residue being aspirated after the swallow.

Increase laryngeal elevation to reduce vallecular residue to reduce the risk of the residue being
aspirated after the swallow.

v/ Increase movement of the pharyngeal walls to reduce residue on pharyngeal wall(s) (unilateral or
bilateral) to reduce the risk of the residue being aspirated after the swallow.

v/ Increase movement of the tongue base to reduce bilateral residue on pharyngeal walls to reduce
the risk of the residue being aspirated after the swallow.

No skilled treatment is indicated.

Comments
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Recommendations

J NPO
X PO Diet Recommendations

Dysphagia Diet

d Level I (runny pureed)

(1 Level II (thick pureed, pudding liquids)

X Level III (pureed and some soft;
liquids: honey/pudding)

[d Level IV (soft cohesive;
liquids: nectar/honey/pudding)

(1 Level V (mech. soft; regular liquids)

Food Presentation

& bolus size: ¥ tsp. [ spoon only

& cut-out cup [ no straw
 cup X no syringe
O straw

Food Placement
X left side mouth/visual field
[ right side mouth/visual field

[d Present food from front to increase sensory input.

Positioning
[ sitting up at 90°
1 head turned to
& chin tuck for liquids
X Stay seated upright 30 minutes after meals.

Status
[ Patient can self-feed without supervision.
X verbal cues/standby assistance
[ dependent; to be fed by SLP only/staff/family

Presentation of Meds

(1 pills/tablets whole followed by liquids/applesauce/

thick liquid

Modified Barium Swallow Report — Sample 1, continued

¢ = compensatory techniques to use during meal
f = facilitation/treatment techniques

Selected treatment techniques to begin.
Others can be chosen to achieve short-term goals.
Oral Dysphagia
& labial closure (SY(D)
[ lingual elevation exercises (f)
(1 lingual lateralization exercises ()
[ lingual A-P exercises (f)
X lingual back of tongue exercises (f)
X compensations for oral residue (c)
X Sweep mouth with tongue.
X Sweep mouth with finger.
® Apply external pressure to(RJL cheek.
[d Rinse mouth/expel after meal.

Decreased Laryngeal Elevation
(1 Mendelsohn maneuver/SEMG (c, f)
[ falsetto/laryngeal elevation exercises (f)

Decreased Laryngeal Closure
[ supraglottic (safe) swallow (c, f)
& super-supraglottic swallow (c,()
[ laryngeal closure exercises (f)
(d encourage cough (c)

Decreased Base of Tongue Strength/

Posterior Pharyngeal Wall
X tongue hold (f) [ Pretend to yawn. (f)
[ tongue base retraction (f) & effortful swallow ©)(E)
(1 Pretend to gargle. (f)

Delayed Swallow
(1 thermal-tactile stimulation (¢) [ slurp swallow (¢, f)
(A three-second prep (c, f) (d sour bolus (c, f)
[ neurosensory stimulation (f) 4 cold bolus (¢, f)

X pills/tablets must be crushed and mixed with applesauce Decreased Anterior Movement of

4 no liquid meds
[ meds via tube

Nutrition
( primary nutrition by tube
A trial PO during therapy only

X Hold tube feedings 2 hours _ prior to oral feeding.

Charting/Monitoring
(1 weekly heights
X calorie count
(1 monitor temperature
(1 Listen for vocal quality throughout meal.

Other

[ reflux precautions (See attached.)
thin liquids 5cc only w/SLP, not at meals

The Source for Dysphagia: Third Edition

Hyolaryngeal Complex
3 head lift (f)

Misc. Compensation for Oral/Pharyngeal Dysphagia
X Alternat liquid swallow every bit. (c)
(1 Discourage liquid wash between bites. (c)
X multiple swallows (Patientdoes not need cues.) (c)
(1 Empty mouth before next bite. (c)
(A Cue patient to slow down. (c)

Re-evaluation
(4 if condition changes
[ before discontinuing any of these recommendations
X can advance food only at bedside
[ can advance foods and liquids at bedside
[ other

Speech-Language Patholgist
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Modified Barium Swallow Report — Sample 2

Patient Ethel Date
Birth Date Age 78 Patient #
Referral Physician

Patient’s Address Phone

History Referred for MBS by SLP at Happy Hills SNF where patient is a recent admit. Patient lived at home

w/a caregiver but had lost 15 Ibs. over past 6 months on a regular diet. Diagnosed w/Alzheimer’s, insulin-dependent

diabetes mellitus and congestive heart failure. She was reportedly eating less than 1/4 of the food presented to her at

home. On admit, SLP eval revealed a delay in oral phase of up to 15 secs., which could be reduced w/extra stimulation

in oral cavity. Patient placed on pureed diet and honey-thick liquids.

Why Study Is Needed Patient shows coughing w/thin liquids and is considered at risk for aspiration.

Procedure

The patient was seen for a modified barium swallow/videofluoroscopic evaluation with radiology and

speech-language pathology. Four consistencies ( thin liquids, honey-thick, pudding, cookie )

were presented for analyses of four /hases of the swallow.

P> Oral Phase
This phase involves oral movements to prepare the food for swallowing.

Thin liquids holds bolus in oral phase for up to 10-15 secs. despite repeated verbal cues to swallow

Thick liquids  holds bolus in oral phase for up to 10-15 secs. despite repeated verbal cues to swallow

Pudding holds bolus in oral phase for up to 10-15 secs. despite repeated verbal cues to swallow

Cookie chews bolus for up to 60 secs., bolus must then be removed from oral cavity

P Oropharyngeal Phase

This phase begins when the tongue initiates posterior movement of the bolus. It typically takes less than
one second to complete.

Thin liquids When patient finally initiates posterior movement, this phase is functional.

Thick liquids When patient finally initiates posterior movement, this phase is functional.

Pudding When patient finally initiates posterior movement, this phase is functional.

Cookie not observed
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Modified Barium Swallow Report — Sample 2, continued

» Pharyngeal Phase

This phase begins with the triggering of the swallow response. Normally the swallowing response is
triggered as the bolus contacts the anterior faucial arches. Normal transit time from anterior faucial
arches to cricopharyngeal juncture is one second or less.

Thin liquids graduated sizes: 3 and 5cc w/spoon, 10cc w/cup, uncontrolled amounts w/cup and straw; minimal

penetration into upper laryngeal vestibule w/large boluses w/straw; coughs w/penetration; no aspiration

Thick liquids functional (patient in reclined position for thin/thick liquid presentations;

aspiration occurred before swallow)

Pudding functional

Cookie not observed

A-P View no residue and apparently adequate movements of vocal folds to midline

b Pharyngoesophageal Phase no problems noted

> ESOphageal Phase This phase was evaluated in sidelying and supine. Radiology reports the presence of

dismotility and gastroesophageal reflux, which could account for some of the patient’s coughing.

Effects of Treatment Strategies Attempted Added pressure was provided in the oral cavity via a

spoon on the tongue, and it helped improve the patient’s ability to move the bolus posteriorly. If the patient still

didn’t swallow, an empty spoon was touched to her lips. This seemed to initiate posterior movement.

Summary and Need for Service Patient presents w/moderate oral dysphagia typically seen in patients

w/Alzheimer’s. Holds bolus in oral cavity for up to 15 secs. but can reduce the time when pressure added to the tongue

and verbal cues provided. Chews masticated foods for up to 1 min. and never initiates voluntary phase. Foods must

then be removed from oral cavity. It was reported that patient is sometimes fed in a reclined position, so presented

thin and honey-thick liquids in that position. Patient begins to aspirate boluses before swallow in this position. Patient

should only need diet changes, supervision during meals, and a positioning modification of 90° upright, but not skilled

service from an SLP. Control bolus sizes w/thin liquids; honey-thick liquids can be taken in uncontrolled amounts.
Diagnosis moderate oral dysphagia, mild pharyngeal dysphagia

Positive Expectation to Begin Service Patient is alert and cooperative and should work well with

caregivers who are modifying her diet.
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Modified Barium Swallow Report — Sample 2, continued

Patient/Caregiver Teaching Study observed by a Nursing Assistant from the facility. Results discussed w/her

and w/patient to the extent that patient could understand. Results also discussed by phone w/SLP from the facility.

Short-Term Goals

These patient goals reflect disordered physiology related to the pharyngeal phase. For oral phase goals,
see Bedside Dysphagia Evaluation, page 51, in the book (or page 57 for skilled nursing facilities).

Improve back of tongue control to keep food from falling over the back of the tongue and into
the airway.

Decrease delay in initiation of pharyngeal swallow to reduce food falling into the airway during
the delay before the swallow.

Increase closure of the true vocal folds to keep food from falling into the airway during the swallow.

Improve the rate of laryngeal elevation/timing of closure to keep food from falling into the airway
during the swallow.

Increase laryngeal elevation to reduce residue in the pyriform sinus(es) and reduce risk of the residue
falling into the airway after the swallow.

Increase anterior movement of the hyolaryngeal complex to reduce residue in the pyriform sinuses
and reduce the risk of the residue falling into the airway after the swallow.

Improve laryngeal elevation to reduce penetration into the upper laryngeal vestibule to reduce the
risk of the penetrated material being aspirated after the swallow.

Improve arytenoid tipping/closure at entrance to the airway to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Improve the rate of laryngeal elevation/timing of closure to reduce penetration into the upper
laryngeal vestibule to reduce the risk of the penetrated material being aspirated after the swallow.

Increase base of tongue movement to reduce vallecular residue (unilateral or bilateral) to reduce
the risk of the residue being aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce vallecular residue to reduce the risk of the
residue being aspirated after the swallow.

Increase laryngeal elevation to reduce vallecular residue to reduce the risk of the residue being
aspirated after the swallow.

Increase movement of the pharyngeal walls to reduce residue on pharyngeal wall(s) (unilateral or
bilateral) to reduce the risk of the residue being aspirated after the swallow.

Increase movement of the tongue base to reduce bilateral residue on pharyngeal walls to reduce
the risk of the residue being aspirated after the swallow.

v/ No skilled treatment is indicated.

Comments
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Modified Barium Swallow Report — Sample 2, continued

Recommendations

J NPO
(J PO Diet Recommendations

Dysphagia Diet

d Level I (runny pureed) ;

X Level II (thick pureed, pudding liquids)

d Level III (pureed and some soft;
liquids: nectar/honey/pudding)

[d Level IV (soft cohesive;
liquids: nectar/honey/pudding)

(1 Level V (mech. soft; regular liquids)

Food Presentation
& bolus size: ¥ tsp. [ spoon only
(d cut-out cup X no straw
® cup X no syringe
O straw

Food Placement
(1 left side mouth/visual field
[ right side mouth/visual field
X Present food from front to increase sensory input.

Positioning
X sitting up at 90°
1 head turned to
[ chin tuck
(1 Stay seated upright  minutes after meals.

Status
[ Patient can self-feed without supervision.
(1 verbal cues/standby assistance

X dependent; to be fed by SLP onl

Presentation of Meds
(1 pills/tablets whole followed by liquids/applesauce/
thick liquid
X pills/tablets must be crushed and mixed with applesauce
4 no liquid meds
(1 meds via tube

Nutrition
( primary nutrition by tube
A trial PO during therapy only

(1 Hold tube feedings prior to oral feeding.

Charting/Monitoring
& weekly heights
[ calorie count
(1 monitor temperature
(1 Listen for vocal quality throughout meal.

Other

[ reflux precautions (See attached.)
added pressure to tongue or touch lips w/empty

spoon to cue swallow; verbal cues to swallow
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¢ = compensatory techniques to use during meal
f = facilitation/treatment techniques

Selected treatment techniques to begin.
Others can be chosen to achieve short-term goals.
Oral Dysphagia
(4 labial closure (c, f)
[ lingual elevation exercises (f)
(1 lingual lateralization exercises ()
[ lingual A-P exercises (f)
(1 lingual back of tongue exercises (f)
(1 compensations for oral residue (c)
(1 Sweep mouth with tongue.
(1 Sweep mouth with finger.
(1 Apply external pressure to R/L cheek.
[d Rinse mouth/expel after meal.

Decreased Laryngeal Elevation
(1 Mendelsohn maneuver/SEMG (c, f)
[ falsetto/laryngeal elevation exercises (f)

Decreased Laryngeal Closure
[ supraglottic (safe) swallow (c, f)
[ super-supraglottic swallow (c, )
[ laryngeal closure exercises (f)
(d encourage cough (c)

Decreased Base of Tongue Strength/
Posterior Pharyngeal Wall
(1 tongue hold (f)
[ tongue base retraction (f)
(1 Pretend to gargle. (f)

[ Pretend to yawn. (f)
4 effortful swallow (c, f)

Delayed Swallow

(1 thermal-tactile stimulation (¢) [ slurp swallow (¢, f)
(d sour bolus (c, f)
(d cold bolus (c, f)

(A three-second prep (c, f)
[ neurosensory stimulation (f)

Decreased Anterior Movement of
Hyolaryngeal Complex
3 head lift ()

Misc. Compensation for Oral/Pharyngeal Dysphagia
(1 Alternate (thick) liquid swallow every bite/PRN. (c)
(1 Discourage liquid wash between bites. (c)
(1 multiple swallows (Patient does/does not need cues.) (c)
(1 Empty mouth before next bite. (c)
(A Cue patient to slow down. (c)

Re-evaluation
X if condition changes
[ before discontinuing any of these recommendations
(d can advance food only at bedside
[ can advance foods and liquids at bedside
[ other

Speech-Language Patholgist
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Outpatient Instrumental Exam Referral Form

Patient

Address (if patient lives at home)

Birth Date Age

Patient’s Phone

Physician Address

Physician

Facility

Facility Address

Facility Phone

Person Making Referral

Relationship to Patient

Medical History

Code Status

Tracheostomy type

fed with cuff up / down

Medications

cuffed / uncuffed
If cuff is down, is speaking valve used? yes/no

Presence/History of Pneumonia/Aspiration

Present Complaint

Esophageal Symptoms

Onset of Dysphagia

Previous Instrumental Exam or Bedside Evaluation Results

Current Diet/Intake

Independent Sitting Balance/Transfers

Referral Information taken by

Date

The Source for Dysphagia: Third Edition
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Suctioning Competency Validation Tool

Name Unit SLP

Objective: To provide the patient with a clear airway before, during and after swallowing evaluations and treatment, as well as during the use
of Passy-Muir Valves

Successfully Met

Critical Behaviors
Yes | Date/Initials | On the Job Simulation

1. Collect necessary equipment to perform suctioning.

. Wash hands.

. Position the patient appropriately.

. Turn on suction equipment; set vacuum regulator to correct negative pressure.

. Explain purpose of procedure.

o~ |l | B~ W N

. Put on non-sterile gloves.

7. Remove yaunker from the suction unit.

8. Open sterile catheter package on clean surface.

9. Set up sterile solution container on sterile field; fill with sterile water.

10. Place sterile gloves over non-sterile gloves.

11. Connect vacuum tubing from suction unit to catheter.

12. Lubricate catheter by dipping it into sterile water, then grasp air entrainment
adapter with one hand.

13. Hyperoxygenate patient with 100% Oz for 1 minute. If not on vent, instruct
patient to take deep breaths.

14. Expose the airway.

15. Hold catheter by connecting tubing; turn catheter until natural curve points
in direction of bronchus to be suctioned.

16. Insert catheter into tracheobronchial tree without application of suction until
resistance met.

17. Instruct patient to cough to allow catheter to pass into trachea.

18. Apply suction while rotating and withdrawing catheter.

19. Hyperoxygenate patient before repeating.

20. Allow patient to rest.

21. If cuff is inflated, deflate and follow procedures 14-20 again.

22. Monitor patient’s respiratory status.

23. Perform oral-pharyngeal suctioning following lower airway suctioning.

24. Discard gloves and suctioning supplies.

25. Wash hands.

26. Reassess patient’s respiratory system for expected and unexpected outcomes.

27. Document procedure in patient’s record.

Comments

Validation signature documents direct observation of criteria in accordance with hospital policy and procedure.

Initials Signature/Title Initials Signature/Title

Initials Signature/Title Initials Signature/Title
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Swallowing Questionnaire to Provide Additional History

Patient SLP

Date

1. Do you have any problems with swallowing? U yes WU no

If so, when did the problem start?

Briefly describe the difficulty.

2. Did the start of your swallowing problem relate to other
medical problems you have? U yes U no

If so, please describe.

3. When you eat or drink, do you have episodes of coughing? U yes U no

When you eat or drink, do you have episodes of choking? U yes U no
4. Do you wear dentures when you eat? U yes U no
5. Does food or drink ever “go down the wrong way”’? U yes U no

6. Does your food generally require special preparation before
you can eat it? U yes W no

If so, please describe.

7. Do you avoid certain foods because they are difficult to swallow? U yes U no

If so, please list examples.
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Swallowing Questionnaire to Provide Additional History, continued

8. Do you find food in your mouth after you swallow? U yes U no
9. Do you have difficulty keeping food or drink in your mouth? U yes W no
10. Do liquids ever come back through your nose when you swallow them? U yes U no
11. Do you ever feel that food gets “stuck” in your throat? U yes W no

If so, describe where it feels stuck.

12. Do you regularly wake up at night coughing? U yes W no

13. Do you often wake up with a bad / sour taste in your mouth? U yes U no

14. Is your swallowing problem intermittent / constant? (Circle one.)

15. Has your swallowing problem changed over time? U yes U no

If so, please describe.

16. Are there any factors that make your swallowing problem worse? U yes U no

If so, please describe.

17. Do you have more difficulty swallowing when in any certain position? U yes W no

If so, please describe.
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18.

19.

20.

21.

22.

23.

24.

25.

The Source for Dysphagia: Third Edition

Swallowing Questionnaire to Provide Additional History, continued

Have you had pneumonia recently? U yes

If so, when?

U no

Has your voice changed in the past year? U yes
If so, check all that apply.

U hoarse

U whispery/breathy

U quieter

U need to clear your throat more

U other

Did the changes in your voice start gradually / suddenly? (Circle one.)

What was the date of onset of your voice change?

U no

Has your speech changed in the past year? U yes
If so, check all that apply.

U slurring
U talking through your nose
U other

Did the changes in your speech start gradually / suddenly? (Circle one.)

What was the date of onset of your speech change?

U no

Have you had any previous swallowing or throat problems? U yes

If so, please describe.

U no
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Resources

AliMed, Inc.

297 High St.

Dedham, MA 02026

800-225-2610

Fax: 800-437-2966

http://www.alimed.com

v variety of educational materials
for SLPs and patients

ASHA

10801 Rockville Pike
Rockville, MD 20852
http://'www.asha.org
v/ ASHA NOMS

Bernard Food Industries, Inc.

PO Box 1497

Evanston, IL 60204-1497
800-323-3663

Fax: 800-962-1546
http://www.bernardfoods.com

v variety of prepared food products

Bruce Medical Supply

411 Waverly Oaks Rd., Ste. 154
Waltham, MA 02452
800-225-8446

Fax: 781-894-9519
http://'www.brucemedical.com
v variety of food thickeners

v Menu Magic

Hormel Health Labs

3000 Tremont Rd.

Savannah, GA 31405
800-866-7757
http://www.hormelhealthlabs.com
v prepared food products

Northern Speech Services &

National Rehabilitation Services, Inc.

PO Box 1247

Gaylord, MI 49734

http://www.nss-nrs.com

888-337-3866

Fax: 888-696-9655

v variety of educational materials
on dysphagia

The Source for Dysphagia: Third Edition

Novartis Medical Nutrition
Consumer & Product Support
445 State St.

Fremont, MI 49412
800-333-3785
http://www.novartisnutrition.com
v variety of food thickeners

Posey Company

5635 Peck Road
Arcadia, CA 91006-0020
800-447-6739

Fax: 800-767-3933
http://www.posey.com

v/ manometer

Precision Foods, Inc.

11457 Olde Cabin Rd., Ste. 100
St. Louis, MO 63141
800-442-5242
http://www.precisionfoods.com
v/ Diafoods Thick-It

v/ modified food products

PRO-ED, Inc.

8700 Shoal Creek Blvd.

Austin, TX 78757-6897
http://www.proedinc.com
800-897-3202

Fax: 800-397-7633

v variety of educational materials

Reliant Medical Products
500 Beacon Pkwy. W.
Birmingham, AL 35209
http://www.reliantmp.com
800-757-7579

Fax: 256-586-1899

Smith & Nephew, Inc. —
Rehabilitation Division
One Quality Dr.

PO Box 1005

Germantown, WI 53022-8205
800-558-8633

Fax: 800-545-7758
http://www.easy-living.com

v Rolyan Millicup

STERIS Corp.

5960 Heisley Rd.,
Mentor, OH 44060-1834
888-8STERIS (878-3747)
v/ modified chairs

Triad Group

19355 Janacek Ct.
Brookfield, WI 53045
800-288-1288
http://www.triad-group.net
v lemon glycerine swabs

Vess Chairs, Inc.

9036 W. Schlinger Ave.
West Allis, WI 53214
414-476-2488

Fax: 414-476-3493

v/ Vess chairs
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