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About a year, the Quality of Care work group of the GLRSN identified dysphagia as a topic that many hospitals were struggling with. While the Network had hosted previous quality of care teleconferences about dysphagia with Nancy Swigert from ASHA, that had been over a year. 

We are fortunate in the GLR to have 3 states that receive PCNASR funding and they also identified dysphagia as an area needing assistance. 

The State Advisory Board of the GLRSN through a strategic planning process maintains that one of the goals of the Network is to facilitate efforts to improve quality of stroke care and that a dysphagia initiative certainly fell into place there. The strategic map on the next page illustrates this. 

So an email went out to the GLRSN listserv, at that time with a little over 420 people, requesting volunteers who would be willing to serve on this workgroup. 
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The above strategic map was the result of our second strategic planning session. Led by an outside facilitator, this was created over 2 days and identifies priorities of the Network. 
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The response was really overwhelming and I would say that I was unprepared for the more than 40 people that wanted to participate. The group was a mix of SLP and nursing and included a mix of hospital size: some were TJC PSC, some were Coverdell hospitals, others were neither, just knew they needed to develop a swallow screen process. I even had some interest and participation from hospitals not in the Great Lakes region. 

One of the first things this group did was EVERYONE shared their current swallow screen. These were all numbered and then sent out to the group in batches via email for discussion. 




Each person had the opportunity to present on a call about their swallow screen and they were all asked to address the above. Some were unable to actually be on the call, so they provided written feedback to the above questions. 

It became very evident through this process that swallow screens were all over. You’ll see what I mean by the next slide. 


Screening Sheets Comparison
Screening Tool Population Frequency Water Food Mention Diet or PSC?/Ref?
Med Onder
(1) Adult Mursing Davsphagia Sereen JCAHO, Screen for deliveny of oral medications, ADM, amytimne pt | Sips Applesance Tes —call Dv. for | PSC
1061 bed doe. 85%, od wideo, poarerpoint, other patients AifY suralloraring alt. to pommed Horef SLP, staff Mewrn
skills validation cklist dac. tool unit tested with SLP
(2] dmroraSt, Luke's Medical Certer Fust ED fail SLFP o see response avg, 9 ADM, doc. EME | sips cracker Heeded to edac. P5C, Bef — BBG
(Mibraukee, W £20beds stroke oond., hrs anly for stroke pts, peyo ICT unt Docs mottoorder | Ontario, Steele &
validated tool wsearch dept. sensitire, training | mirse goes to ED for swralloosr screen and Seigert,
SLP, 20% compliamce, all pts. Seen SLPwithin | MIHES
24 hr.
[3) Horth Michizan Regional Hospital Stroke/TLA , all pts. ED roarses ADM, repeat ifpt | 1 tsp.xc 3, half | no Fail call Dr. asp. PSC, England research
[Patoskey, M) SLP — trains marses, 200 beds, detericrates glass Precantioms, diet study
0% doe , aspiration rate lowr a5 ordered
[4) Hursing Bedside 13, SCTREMING Mo differertiationy, 1™ part assessment m | &dm. InED, 2tsp, thensip First meal screen Eefer dys comsult | PSC
Metro, 85-55% (kowest 50%4), trainmg SLP and | ED, ED doc research 50 pts (27% foand | zepeat m ICT, froem cup,
assisted in creating tool, 10407, to have dysphagia) ED murse tall 10054 Floor stahis,
chart review, if not done in ed notified,
trifld crederset screem 1™ dem —to EME
atomate cormlt to SLF, screen repeated
on pern unt
(5] 3t. Vincert Health (Indianapolis, IN) 55- Henro mirsing dysphagia screen, tested on | Adm & repeat 8 | 1 tsp., sips ohsarve meal HPOTV fhud call | PSC 44N hstserve,
100% comnpliat, 600 bad, nenro unit En f SLP predictive vahies + | hy. I fails again WD order for IV & | SLP & mirses
* o inED giving PO AS4 thenmovedts | SLP oxder ILP developed
rectally
(%) Bronson (Falamazoo, M) not here Adm. Fepeat 2-12 hrs or am 30 ec. bites of sold food PSC, Ref
(7] Satrt Joseph Meroy Health System (dnn e chips, glass PiC
Arbor, MI) not here
(%) Carolinas Medical Center (Charlatte, HC) A1 stwmke pt. m ED), Start m ED, a1l Sips, most PEC, rmlhdisc marse
SLP 7 days, oncall, 100 %% chart aadit, 0% stroke, on untd difficult to ILP
best doe. Has heen pocr, video traming for new screen wpeated, | coordinate and
murses, moving to rehum dem, Testing, use paper form swallowar so not
now EME intro. faod
(%1 Drvsphagla screen W, zeviewed with SLP, | Ischenue shoke orhead bleed price to oral | Adm stoke pt. Tee chps 2-3 oz, | Mondor first meal Heo, PSC
100% chat , 70% doc, Problem i ED wath po | intake and some post
454 200 bed, traming- mrse precaptor extuh. Pts. Paper
fomn
(1) durvora West Allis Madical Center [West B ED or sips crankar B FRef
L 1ls, W) immediately after
adrussion
(11) Adalt Nursing Dirsphasia Screen A1 stioke pts 7 1tsp., 5 sps Tes
(1) Bloomuington Hospital (Blbommgton, IM) ¥ i thm, nectar- puree, mecharical |7 FsC
thick & loney- | soft, regular
thick
[13) Health East Care System (5t. Panl, MH) H H s5ip, half glass Fes ?
(14) Adult Hursing Dysphagia Screen B 7 Sozm B
(15) ddult Hursing Dysphagia Screen CWa, COPD, CHF, degenerative nenron | ADM, and sips, thick prareed solds Tes Ref
disease, head & reck samp., post- beginming oral Lquids
ion, =83 ¥, altered consciousness, | intake folleeing
dependert fororal feeding and oral care achange fiom
NPO status
(18] ddult Hursing Dyrsphagia Screen ¢ H I i ¥
(171 McLaren Regional Medical Center (Flirt, H H sIps applesance, Fes Ref
I banana, crackers,
toast
(18] ddult Mursing Dyrsphazia Screen Strolke pt., decreased lavel of H [ applesance, Tes Raf
conscloismness, neuronmsoilar disease, graham crackers

post oohaton, pts w tracheotomies or
device that place them in posttion to
aspirate (ie. halo vest)

(19 Beanmard Hospital (Gross Ponte, MI)

H

applesance



This is just a small snapshot of a comparison that Edith Matesic, one of the members of the work group, created when she looked at all of the screens and tried to compare them. 
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There is a body of literature that states that the gag reflex is not an indication of swallow ability. Westergren article and Smith/Connolly article – clear distinction. Screening – simple process aimed at identifying those having difficulties with eating and then undertaking the necessary comprehensive assessment and plan of care. Assessment is more complex, involves the use of a multitude of parameters and sometimes invasive measure such as pharyngeal sensation and gag reflex or instrumental procedures like Videoflurorscopic study of swallowing or fiberoptic endospopic evaluation. To detect eating difficutlies an initial screening is necessary in order to judge the need for further assessment and plan nutritional interventions. 
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It took several calls to make it through all of the screens. Then, the group began to systematically look at the literature. I conducted a PubMed search and divvyed out the articles to members of the work group. Each member was then to read the article and complete the attached review sheet, send back to me and then present article findings on a call. The group decided to focus their efforts only on articles about stroke dysphagia, not geriatric dysphagia or other types and was pariticularly wanted to focus on any levels of evidence that was provided for the reviews. 
�From there, a bibliography was created. This bibliography is available if anyone would like a copy. It continues to be updated as new articles are released. 
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Here is the review sheet that work group members used when reviewing articles. 
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Next I’m going to review the various different swallow screens that were found in the literature. They are in alphabetical particular order. 
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The Bedside Swallow Assessment was developed in Britain. It was developed by SLP and was to be easy and one page. SLP and MD who administered the assessment blind. The screen is on the next slide. 
There are two pre assessment questions about LOC and head/trunk control and then a clinical exam with breathing pattern, lip closure, palate movement, laryngeal function, gag, and voluntary cough. This is then followed by 1 tsp of water given three times and the person administering the test looks for laryngeal movement, feels for repeated movements, cough, something called stridulous on swallowing and laryngeal function after swallowing. If the patient passes that stage, they then move on to the next stage where they can drink 60 ml of water. The number of sips is counted, whether or not they finish, the time it takes to finish, coughs and stridor are taken into account. 
The sensitivity of the medical bedside assessment was 70% and that of the SLP was 47% as confirmed by Videofluroscopy. By adding weak voluntary cough and any impairment of consciousness increased the sensitivity to 75%. They found gag reflex was of no value in the assessment of dysphagia. 

No agreement if VF is the gold standard in confirming. 
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Developed as a result of DSC certification. This screen was recently published and based on Sioux Valley Health System at Iowa Methodist Medical Center with some modifications. EATS= Examine Ability to Swallow. 
Bold flavoring was chosen in an attempt to stimulate the desire to swallow: applesauce, cranberry juice, graham crackers. 
STEP 1: Visual assessment of the patient
STEP 2: EATS food items in order: applesauce, cranberry juice, then graham cracker. 
STEP 3: physician notification
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Sometimes you will see this test also referred to as the DePippo test. This test was designed and tested on stroke patients in a rehabilitation unit. Patients were asked to drink 3 oz of water from a cup without interuption. Coughing during or for 1 minute after or the presence of a post-swallow wet hoarse voice were scored as abnormal. Results were confirmed with barium swallow study. 

The water swallow test had a sensitivity of 76% in predicting aspiration during the MBS. 
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Developed for stroke nurses and therapists bedside. Tested on 50 patients. Confirmed with fiberoptic endoscopic evaluation of swallowing of FEES. The next page shows the screen. 
The pre-assessment tests looks at voluntary cough, saliva swallow, whether the patient is drooling and any voice change (hoarse, gurgly, coated, weak). Point values are assigned to the pre-assessment. If they receive a 5, then the second part of the GUSS is administered which is the various food consistences. Semisolid swallowing trial (distilled water t hickened with instant food thickener into the consistency of pudding). If passed, distilled water in a beaker in increasing amounts. If passed, then small piece of dry bed. Repeated 5 times. 
Cough, drooling, voice change and deglutition is also assessed and assigned a point value. These are then added for a sum. The results have correlating recommendations. 

Confirmed with FEES – fiberoptic endoscopic evaluation of swallowing. GUSS was compared with FEES on 30 patients. 

Because there is a range of scores, reliability and validity varied with the score assigned.  I would encourage you to look at the article if you want more information. 
Assessed or accuracy to detect aspiration. 


Stroke

' 01223 ( 4

(

Name:
Date:
G U S S Time:
(Gugging Swallowing Screen)
1. Preliminary Investigation /Indirect Swallowing Test
YES NO
Vigilance (The patient must be alert for at least for 15 minutes) 10 og
Cough and/or throat clearing (voluntary cough) 10 0Qd
(Patient should cough or clear his or her throat twice)
Saliva Swallow: 10 od
s Swallowing successful
+  Drooling o0 100
¢ Voice change (hoarse, gurgly, coated, weak) 00 10
SUM: (5)
1 - 4= Investigate further
5= Continue with part 2

2. Direct Swallowing Test (vaterial: Aqua bi, flat teaspoon, food thickener, bread)

In the following order: 1- 2 3 -
SEMISOLID* LIQUID** SOLID ***
DEGLUTITION:
= Swallowing not possible oo o 0od
* Swallowing delayed
(> 2sec) (Solid textures > 10 sec.) 10 10 10
»  Swallowing successful 20 20 20
COUGH (involuntary):
(vefore, during ov after swallowing - until 3
winutes later)
= Yes [Ehm] og o
= No 10 10 10
DROOLING:
* Yes 0O o (m]
* No 10 10 10
VOICE CHANGE:
(listen to the voice before and after swallowing
Patient should speak ,0")
= Yes 0o oo [m]
= No 10 10 10
SUM: (5) (5) (5)
1-4= Investigate further’ 1-4= Investigate further' | 1-4= Investigate further’
5= Continue Liquid | 5= Continue Selid 5= Normal
SUM: (indirect Swallowing Test AND Direct Swallowing Testy ~ ______ (20)

" | First administer % up to a half teaspoon Aqua bi with food thickener (pudding like consistency)
If there are no symptoms apply 3 to 5 teaspoons. Assess after the 5" spoonful

and stop the investigation when one of the criteria is observed!

3, 5,10, 20 ml Aqua bi - if there are no symptoms continue with 50 ml Aqua bi (Daniels et al. 2000; Gottlieb et al. 1996) Assess

*** | Clinical; dry bread; FEES: dry bread which is dipped in coloured liquid

Use functional inv s such as Vi ic Evaluation of

of Swallowing (FEES)

(VFES) , Fiberopti

¢ Endoscopic Evalutation

/'01 1

*++2345)*,6

S5-*,7*

American Stroke
Associatione

o
A Division of American
Heart Association A
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Participants had to be conscious and able to undergo videofluroscopy. The authors conducted the assessments. Videofluroscopy was perfomed on all patients within 72 hours. The occurrence of aspiration was associated significantly with the water swallowing test. They found that pharyngeal sensation and the water swallowing test retained significant association with aspiration. 

I believe they are all SLP but I could not say for sure as this was a UK publication. 
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Research was conducted in a central Ohio acute care hospital. Data were collected over 12 weeks. Tool was created for nurses to use on a daily basis. 
The Screen, and you can see if on the next slide, was evaluated for content validity by 6 experts: neuro, 2 SLP and 3 nurses. 
Research assistants repeated screen not knowing what the other found within 2 hours. Not all had Modified Barium Swallow as confirmatory, the researcher reviewed chart data and also accepted physican/SLP results. 

Sensitivity and specificity for this study were 100%. 

Recent guidelines released by the AHA specifically mentioned the Massey Bedside Swallow Screen. On the next slide, you will see the Massey Bedside Swallow screen. 




You can see here the Massey Bedside Swallow Screen. 
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Multi component test: Oromotor functions, then clinical swallowing tests including a saliva swallowing test and then water. A videofluroscopic swallow study (VSS) was then performed. Cough/water change in the modified water swallow test. They analyzed each factor to compare if one was more of a useful predictor of aspiration on VSS. Cough/Voice change in the modified water swallow test was determined to be important in predicting aspiration. The clinical oromotor examinations did not reflect oral phase abnormalities on the videofluroscopy swallow study. 

30 ml is a small amount of water, but was still found to be senstive enough to detection aspiration on VSS comparied to Depippo which was 90 ml. 

Done by physicians and SLP not nursing. 
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