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Dysphagia Management in Stroke

Acute Stroke Best Practices Workshop
“Advancing Best Practices in Acute Stroke Care”

February 23, 2016

Laurie Broadfoot

M.S., S-LP reg CASLPO

Objectives

 To offer a basic overview of swallowing management at
TBRHSC

 To provide suggestions of when to include other
professionals in the Patient’s continuum of care
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Why perform a swallowing
screen?
 Incidence of dysphagia post-stroke is high (1/3

to 2/3 of acute stroke) with potential for life-
threatening airway obstruction, aspiration
pneumonia and malnutrition

 It is a best-practice for stroke care

Ensures patients who can be fed, are fed

Ensures that patients who are not safe for any
oral intake can be flagged for an alternative
means of nutrition or medication administration
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Swallowing Screening

 There is an automatic order to complete a swallowing
screen as part of the Pre-Printed Direct Orders (PPDOs) for
acute stroke

 Screening must be done within the first 24 hours of
admission/presentation to hospital

 Re-screening should be done when there has been a
change in your patient’s neurological status
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The Tool: Stroke Standardized
Swallowing Screen
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Reverse side has
information
regarding:

• Guidelines
• Diets
• Abbreviations
• Contact Information
• Reference
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Bedside Swallowing Assessment

 Only allows the SLP to assess the oral stages

 Relies on clinical judgment and inferencing skills

 Takes into consideration the objective, subjective, and
behavioural information from physicians, nurses, other
therapists, family, and any other individuals interacting
with the client.

Bedside Swallowing Assessment

 Objective information including

*Diagnosis and onset of symptoms
*Past and current medical history

*CT/MRI/CXR results

*Flow sheet information (input, output, temps)

*Current levels of nutritional intake and difficulties with intake

*Medications

*Respiratory status
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Bedside Swallowing Assessment

Subjective information including:

*Mentation/cognition

*Level of alertness

*Willingness of client to participate

*Impression of client’s swallowing from the client,
the family, and other team members

Bedside Swallowing Assessment

 Start the assessment with discussing what the client feels
is a concern and what they typically eat at home.

 Complete an oral peripheral exam prior to offering food or
fluid to the client

*How is the client’s positioning

*What do the oral structures look like (lips, tongue, teeth, palate)

*What does the client’s voice sound like

*Does the client have and effective cough
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Bedside Swallowing Assessment

 Begin swallowing trials with fluids or what the SLP feels
appropriate.

 Teaspoon amounts are typically offered initially and the
client may be asked to try on their own if they seem safe.

 Progression to various textures is dependent on how well
the client managed the previous texture of food/fluid.

 Good information can also be gathered by watching the
client or caregiver take/give the food/fluid as they normally
do at home.

Bedside Swallowing Assessment

 Diet recommendations will depend on what is observed
during the assessment.

 Ideally the client and SLP discuss and agree upon safe
food and fluid textures for the client to have on their trays.

 Diet recommendations work best when the client, their
family, and staff all agree and comply with the
recommendations.
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Videofluoroscopic Swallow Study

 When information from the bedside swallow assessment is
inconclusive or if the client’s performance is inconsistent,
a Videofluoroscopic Swallow Study (VFSS) may be
requested.

 The procedure is the same as at the bedside, but the client
is assessed in Diagnostic Imaging and barium is added to
the food and fluid.

VFSS

 The oral, pharyngeal, and part of the esophageal phases
are able to be visualized and gives the SLP a clearer
picture of what is happening before, during, and after the
swallow.
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Safe Swallowing Suggestions

 Offer mouth care before and after each meal

 Make sure the client is alert and responsive

 Position the client to facilitate good swallowing

 Feed the client at eye level (Sit if the client is in a chair or
in bed, if you want to stand, raise the client’s bed to your
height)

 Use teaspoons, not tablespoons

 Go slowly and wait for the client to swallow
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Safe Swallowing Suggestions

 Offer fluids slowly from a wide nosed cup or from a
teaspoon (minimize flexing the neck back). No big gulps
or continuous drinking.

 Not everyone can manage a straw, check with the SLP or
the chart for recommendations.

 Encourage more than one swallow per bite/sip if
necessary.

 Minimize distractions – turn off the TV or minimize talking
during the meal. Focus on intake.

When Oral Intake is Not an Option

 There are times when oral intake is not safe for the client
and is not recommended by the S-LP

 It is important to include all the team members in the
discussion about oral and non-oral feeding, which may
include the patient, the physician, nurse, speech-language
pathologist, registered dietician along with any family or
friends the patient may want there.

 Different feeding options may be discussed (NG tube feeds
vs. PEG feeds) and the reasoning why either may be
appropriate for the Patient
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S-LP vs. Registered Dietitian (RD)

 It is important to keep in mind the individual who will be
able to manage different aspects of nutrition

 The S-LP will determine the patient’s appropriateness for
oral intake, taking into consideration safety and the
patient’s goals

 The RD will manage the patient’s nutrition with either oral
or non-oral intake

 Both try to provide the patient with food and fluid options
that satisfy the patient’s preferences
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QUESTIONS?

Laurie Broadfoot

Speech-Language Pathologist

broadfol@tbh.net

x6273

pager 624-1066


