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INTRODUCTION:
Thank you so much for your dedication to your patients by providing the most current evidencebased practice.
When I first dreamt up the concept of the Medical SLP Collective, I visualized a place where SLPs who are running
around like chickens with their heads cut off trying to see every patient in a days work, could easily print off any
resource that they may need to conquer the day. As this thing grew wings, I then dreamt up having a stack of
papers tucked in my clipboard that could give me a spring board for any type of condition in which we treat; a
safety net of sorts. This kit should give you a running start and help you solve some of your tougher clinical cases
right on the spot.
This clipboard kit is a culmination of some of the most popular resources we have in the Medical SLP Collective
membership, with others added to help fill the gaps throughout your day. Rest assured that each and every
document in this kit has been blind peer-reviewed by university professors to ensure its accuracy.
It has not been easy, in fact, technology is downright brutal sometimes, but I am eternally grateful for all of our
contributors and editors working behind the scenes to produce this material for all of you that I am so incredibly
proud of.
I owe an incredible amount of gratitude to the following contributors and editors:
In no particular order:
Alexandra Basilakos Ph.D., CCC-SLP 		
Kate Krival Ph.D., CCC-SLP 			
Martin B. Brodksy Ph.D., CCC-SLP 			
Kelly Caldwell M.A., M.S., CCC-SLP 			
Tiffany Wallace M.S., CCC-SLP, BCS-S
Julie Huffman M.A., CCC-SLP
Nannette Crawford M.A., CCC-SLP
Corinne Primavera M.S. CCC-SLP
Jessica Lasky, MS, CCC-SLP
Valeria Gary, M.A., CCC-SLP

- Mary Burns, M.S. CCC-SLP
- Megan Malone, M.A., CCC-SLP
- Kelsey Day, MS, CCC-SLP
- Lauren Hermann, M.S. CCC-SLP
- Megan Malone, M.A., CCC-SLP

With love and gratitude,
Theresa Richard M.A., CCC-SLP, BCS-S
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The Importance of a
Thorough Case History
INTRODUCTION:
There are a myriad of reasons that we need to take a STRONG patient history when suspecting dysphagia.
Sometimes our patients are not able to recall their entire history due to current cognitive status, medications,
memory issues, or just because there’s so much to know! But the chart can tell us many of the key pieces of the
puzzle that can help to create the most thorough evaluation and treatment plan.

WHY:
As much as patient records are supposed to be extremely thorough, the reality is that most times they are not
100% complete or accurate.
If a patient went to one hospital system for 30 years then moved across country to another hospital system, the
likelihood of having every single documented medical condition, course of treatment, and outcome be transferred
is pretty slim.
There also can be *several* different databases within one facility that all can provide extremely valuable
information about your patient. It is critical to know all of the medical diagnoses, medications, and prior
treatments that the patient has had, so that your evaluation and treatment are in fact deemed necessary.

FOR EXAMPLE:
If the patient is currently undergoing chemo or has a UTI, those are critical pieces of information because it will
impact their current presentation, but their status is very fluid and subject to change.
If the patient is currently on Lisinopril and has had chronic cough as a side effect of it, or was just given Ativan, this
will affect your evaluation.
Knowing all of these factors ahead of time can help to drive our plan of care.

INSTRUCTIONS:
Plan for a good 15-20 minutes to look through the chart. Use the attached form and cheat sheet to help guide
your case history.

HOW:
Depending on your facility, some of the information may be in:
• The hard chart or online charting system
• In your therapy department software (Casamba, Rehab Optima)
• Or there may be a separate software that the nurses use for charting that you should request access to.
(Where they document meds, fluid intake, etc.)
• You can also interview a family member to make sure that you have the most up to date records.

4

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

5

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

Patient History Form
(Cheat Sheet)
NAME:
Do they go by this formal name? Is there another name they prefer to be called? Patients have been documented
as “nonresponsive” or “delirious” because they did not respond to their formal name, find out what they like to be
called!

AGE:
We all know there are several physiologies of the swallow that can present differently when a person ages. They
may appear “disordered” to us, but they are considered normal variants due to age (i.e. triggering the swallow
in the pyriforms is a normal variant due to aging). It is important NOT to compare the swallow of a 30-year drug
overdose patient with a 80 year old patient with sarcopenia (loss of muscle tissue due to aging)
It’s important to document the age and take in to consideration the normal variations due to aging.

CHIEF COMPLIANT:
What is concerning to the referral source? Is the doctor concerned about aspiration? Is the patient complaining of
difficulty swallowing pills? Is the nurse claiming the patient is coughing at meals? Or does everyone in the facility
that comes in with a CVA get a referral? BE SPECIFIC - These all will help to drive our plan of care.

How long has this been going on?
Is it acute? Did it just start in the hospital? Have they had this cough for year? Have they had difficulty swallowing
pills for years?

Has the complaint changed?
Has it improved? Gotten worse? Is it due to a progressive disease? Does it only occur with
an exacerbation?

What is the patient doing to compensate for it or improve it?
Have they implemented an effective chin tuck? Do they monitor bolus size? Are they completing exercises
independently? Are they in denial of the condition?
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What’s the medical history?
Write down EVERY single medical condition that you see. Some may have correlation ICD9 or 10 codes, some
may just be observations or assumptions by the physician, they are all important and part of the puzzle! (See other
handout for Medical Conditions That Can Result in Dysphagia)

Patient prognosis?
Does this patient have Multiple Sclerosis? Amyotrophic Lateral Sclerosis? End stage renal disease? If the condition
is progressive, is it likely to be rapidly declining, or a slower or fluctuating course? Is there evidence that function
can improve with treatment despite an overall declining condition (e.g., as in Parkinson’s disease)? Etc.

What other specialists have they seen?
This can help to provide more insight if we have other missing pieces. If they are seeing a urologist - it is safe to
assume that there is some sort of kidney dysfunction in which HYDRATION and NUTRITION are going to be huge
key players.

Other courses of treatment?
Did they undergo chemo 12 years ago? For what? “Oh, it was for head and neck cancer” Ding, ding, ding! There
may be some residual effects from chemo. Are they going through chemo now? Expect pure exhaustion. Are they
going through dialysis? It’s safe to assume a kidney condition in which fluid intake, hydration, nutrition need to
be monitored.

What tests have been ordered/completed/results?
MRI? CT? MBSS? FEES? X-ray?

What physiological impairments are noted?
Was a bedside completed at the hospital? What was indicated? We know we can’t determine the amount of
laryngeal elevation or say it is reduced at the bedside, but if it was completely absent, that is notable.

What current meds are they on?
Any ACE inhibitors? (chronic cough is a major side effect) Psych meds? Anxiety meds?
Cardiac meds?

Patient wishes
Do they have MOLST? Hospice? Comfort Care? Dementia? Do they want your
help? Do they want to participate in therapy? Please remember the Patient Self Determination Act of 1990 and
document informed consent (See handout for Documenting Informed Consent)
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Medical Conditions That Can
Result in Dysphagia
INTRODUCTION:
There are many, many medical conditions that can result in dysphagia, yet SLPs do not have extensive medical
knowledge to know that they can all be related. We may not even have published research on the correlation of
some conditions and EXACTLY how they impact the swallow, but clinical expertise can tell us that there is a direct
correlation.

WHY:
Sometimes knowing more about the condition will help us to uncover and provide an explanation for different
physiological impairments that we may find. This can also help us to justify medical necessity for evaluation and
treatment. Additionally, some medical conditions may not directly impact the swallow; however, the medications
associated with them may be known to have side effects, or can even cause
drug-induced dysphagia. (See Medications that Can Be Related to Dysphagia)
We will be diving in to MANY of these conditions more in depth, and this list is by NO means exhaustive, but
the point is to get us thinking about other medical conditions that we may not have ever realized can impact
swallowing. If you aren’t sure of the correlation between the condition and dysphagia just Google: “condition” +
swallowing.

INSTRUCTIONS:
Print this out and keep it handy when you are performing your chart review. If you see any of these conditions
listed, then you know that they may have dysphagia as a result of one or more of these conditions. Additionally,
knowing that they have one or more of these conditions can help to drive your plan of care. (i.e. Thickened liquids
may not be best for End Stage Renal Disease)

HOW:
Look through the current and past medical history section of all medical charts, reports, or patient information
that you have access to remembering that some info may be in various places of the chart.

Most Common Conditions:

Cancer:

• Diabetes
• TBI
• Stroke, CVA, TIA, Wallenberg Syndrome
• Obesity
• GERD/laryngopharyngeal reflux (LPRD)
• Infection causing acute encephalopathy (UTI)
• Dementia
• Chronic kidney disease (renal failure)

• Other Cancer (side effects from chemo/radiation)
• Head and Neck Cancer
• Leukemia
• Mediastinal mass
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Cardiac Conditions:

Psych Conditions:

• Carotid endarectomy
• Coronary artery bypass grafting (CABG)
• Aortic aneurysm
• Atherosclerosis
• Hypertension (HTN - ACE inhibitors Rx)
• Congestive Heart Failure (CHF)
• hyperlipidemia (high cholesterol)
• Abdominal aortic aneurysms
• Syncope
• Vasculitis

• Bipolar
• OCD
• Anxiety
• PTSD
• Schizophrenia

Surgeries/hospitalizations:

Respiratory Conditions:
• COPD
• Asthma
• Pulmonary fibrosis
• Sarcoidosis

• Any procedure that required intubation
• Anterior cervical discectomy and fusion
(ACDF)
• spinal chord injuries
• critical illness polyneuropathy

Drugs/Alcohol:

Autoimmune:

• Cerebral palsy
• Laryngeal stenosis
• Adults with developmental disability
• Neurofibromatosis
• Ehlers Danlos syndrome

• Lyme disease
• Fibromyalgia
• Dermatomyositis
• Lupus
• Rheumatoid Arthritis
• Scleroderma

• Drug Overdose
• ETOH (ethyl alcohol) abuse

Congenital Conditions:

Bone Conditions:
• Cervical osteomyelitis
• Cervical osteophytes
• Cervical spondylosis

Progressive:
• Amytrophic Lateral Sclerosis (ALS)
• Multiple Sclerosis (MS)
• Parkinson’s (PD)
• Huntington’s
• Myasthenis Gravis
• Multiple systems atrophy

Other Common Conditions:

Muscular Dystrophy:

• Sarcopenia - loss of muscle due to age
• Renal failure
• Goiter (caused by hyperthyroidism)
• Thermal burn injury
• Transplants
• Also tardive dyskinesia from the medications

• Duchenne

Infections:

• Oculopharyngeal
• Inclusion Body Myositis
• Lambert Eaton Myasthenic Syndrome
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Drugs or Medications That
Can Impact Dysphagia
INTRODUCTION:
There are many medications that can cause or contribute to dysphagia, yet SLPs do not have extensive medical
knowledge to know exactly how. We may not even have published research on EXACTLY how some medications
can impact the swallow, but clinical expertise and pharmacology literature can tell us that there is a correlation.

WHY:
Sometimes knowing more about the medication and the condition it treats, will help us to uncover and provide
an explanation for different physiological impairments that we may find. It is crucial to understand the potential
impact some medications may have on swallowing, whether it be dry mouth, excess secretions, chronic cough,
globus sensation, cognitive impairment, etc. It may be as simple as switching to a different medication in that
class which can help to mitigate dysphagia symptoms. (No, by no means am I suggesting that we start taking
control of a patient’s meds, but we can make suggestions to the doctor that some meds have known side effects
that can be causing or worsening a patient’s dysphagia, hence the importance of a good rapport with your
medical team!)
It may also mean additional counseling for the patient and their family about the various impact/side effects. They
may want to remain on a specific medication because of it’s benefit and may be fine with dealing with the impact
on the swallow, but knowledge is power for our patients, so the more info you can gather for them, the better!

INSTRUCTIONS:
Print this out and keep it handy when you are performing your chart review. If you see any of these conditions or
medications listed, google the correlation! Make note that it can have an impact on your treatment, and notify the
physician if necessary.

HOW:
Look through the patient’s current list of diagnoses and medications and match them up with this page. Make
special note of any that can impact the swallow, which may require us to consider the meds when we make
assessment and treatment plans.
There is a laundry list of meds that can cause xerostomia. I’m not going to type them all here, but if your patient
complains of dry mouth, it’s worth investigating if a certain medication they are on is linked to xerostomia.
Informing the patient is paramount, but the doctor may want to make some adjustments as well. Specifically,
it is very common for patients with head and neck cancer receiving radiation to present with xerostomia, not
medication related, but impactful nonetheless. Frequent sips of water and/or saliva substitutes may help.
Additionally, a giant light bulb should go off in your head if you see a patient on Sinimet (or Levadopa). Sinimet
is a medication to improve symptoms of Parkinson’s Disease, and can mean the difference in the patient with a
normal functional swallow, or dysphagia and aspiration. It is crucial that Sinimet be administered 1 hour prior to a
meal, so if you are asked to evaluate a patient on Sinimet, double check the timing of the dose (Fonda, 1995).
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Drugs or Medications That
Can Impact Dysphagia
Medications That May Impact the Treatment of Dysphagia
Adapted from Balzer, 2000
Dysphagia as a side effect of the drug:
• Antiemetics - used to treat nausea/vomiting/motion sickness, can cause xerostomia
• Antihistamines - i.e. Benadryl - can cause xerostomia
• Diuretics - xerostomia
• SSRIs (antidepressants) - xerostomia
• TCAs (tricyclic antidepressants) - xerostomia
• ACE inhibitors - used to treat hypertension, can cause xerostomia, chronic cough, several other negative
side effects
• Anticolinergics and Antimuscarinic - smooth muscle function and coordination of the esophagus can be 		
impaired with these meds, and will only resolve with discontinuation of the med, xerostomia is also reported.
• Neuromuscular Blocking Agents can cause a direct effect on striated muscle, and is used as
a muscle relaxant during surgery. The “dysphagia effect” decreases as the med wears off.
• Anti-psychotics and neuroepileptic - used to treat psychotic disorders including bipolar and schizophrenia, etc., 		
“They block dopaminergic transmission, which can result in an extrapyramidal syndrome similar to Parkinson.
Over time, the resultant dopaminergic supersensitivity may lead to an irreversible syndrome known as tardive 		
dyskinesia (TD). Clinically significant TD occurs in 10% to 20% of patients who take these drugs for longer than
1 year. Since TD usually involves the orofacial and lingual muscles, the syndrome may progress until the patient is 		
unable to chew or swallow (Balzer, 2000, pg. 43).
• Local anesthetics - used for NG tube insertion, endoscopy, or dental procedures, and can cause a loss of sensory 		
afferent input, resolves as the med wears off; therefore, management strategies are minimal.

Dysphagia as a complication of the drug’s therapeutic action:
• Antineoplastics or Immunosuppressants - can be used to treat cancer, chemo can injure the esophageal 		
mucosa due to cytotoxic effects on the GI tract. Prolonged use of immunosuppressants predisposes the patient to
esophageal infections. Using a therapeutic mouthwash to prevent infection and anesthetize the area, and treating
the underlying infection are paramount.
• High Dose Corticosteroids - can cause skeletal muscle wasting of the esophagus which would affect swallow 		
function, compensatory strategies may help.

Meds causing drowsiness and/or confusion such as:
*These meds depress the CNS and also contribute to decreased awareness, decreased voluntary muscle control, and
difficulty initiating a swallow. Balzer (2000) recommends advising the patient to take other meds prior to taking these,
if possible. If that isn’t possible, encourage the patient to use caution when swallowing and to do so under supervision.
• antiepileptics - medications for seizure management
• narcotics
• benzodiazapines
• steroids
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• neuromuscular blocking agents
• antiparkinsonian (Sinimet, Levadopa)
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Drugs or Medications That
Can Impact Dysphagia
Medication induced esophageal injury, GERD, or esophagitis
Med-induced esophageal injury is typically caused by local irritation of the esophageal mucosa by orally ingested drugs.
Symptoms include a sudden onset of dysphagia, retrosternal chest pain, and odynophagia within 4-12 hours after
ingesting the meds.
• antibiotics
• Fosamax or Boniva - used to treat osteoporosis
• Advair - bronchodilators
• antiangina meds
• steroids
• methylxanthines
• anticholinergics
• anti-arrythmics (quinidine)
• acid containing products
• Vitamin C (absorbic acid)
• iron coating products (ferrous sulfate)
• NSAIDs
• aspirin
• potassium chloride
According to Balzer (2000) the risk of developing med-induced esophageal injury increases with:
• Swallowing meds in a supine position prolongs contact between the drug and the esophageal mucosa.
• Taking meds immediately prior to sleep because both saliva production and frequency of peristalsis decrease 		
during sleep.
• Patients who take meds without enough fluid as limited/no fluid intake promotes esophageal retention of
the drug.
Elderly patients are at the highest risk for the development of med-induced esophageal injury due to:
• The increased number and volume of medications makes injury more probable.
• They have decreased esophageal motility and decreased production of saliva, which can contribute to impaired 		
transport of med and increased contact time with the med.
• Being more likely to have cardiac enlargement from congestive heart failure, which can compress the esophagus
and delay the passage of medication.
Balzer, 2000 further suggests the following strategies to prevent the development of med-induced
esophageal injury.
• Have the patient take the med sitting up at a 45- to 90-degree angle.
• Take the med with at least 100 mL of water
• Take a small sip of water before and after taking the medication.
• Take meds that must be taken “at bedtime” at least 30 minutes before sleeping or 10 minutes before reclining.
• Take one medication at a time.
• Consult a pharmacist before crushing tablets or opening capsules.
• Requesting the liquid form of the medication—consult with a pharmacist regarding equivalent doses.

12

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

Lab Values That Medical
SLP Should Be Aware Of
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S

INTRODUCTION:
We know from Dr. Susan Langmore and colleagues’ work on the predictors of aspiration (Langmore, et al1998;
Langmore, Skarupski, Park, & Fries 2002) that the development of aspiration pneumonia involves multiple
factors. We also know about the 3 pillars of pneumonia (Ashford, 2014) which include adequate oral care, multiple
aspiration events, and poor overall health. But how do we know whether our patients have poor overall health?

WHY:
One important way to evaluate health status in our patients is by assessing lab values. Lab values can sometimes
(but not always) reflect an underlying issue which can highly influence your evaluation and treatment. It is crucial
for medical SLPs to recognize that changes in lab values can cause changes in speech, swallowing, and cognitive
status. Often times, SLPs are the first line of defense in noticing that something isn’t “quite right” with our patients,
in part because we see them every day. There may be times that you hold treatment due to lab changes, and
there may be times when you call the physician because all of the puzzle pieces are adding up to something
alarming.
It is important to note that we are not diagnosing conditions based on lab values, however we can alert the
physician when something doesn’t seem quite right. For example, say you have a patient that has an elevated
sodium level (hypernatremia). This patient may be presenting with cognitive impairment. This same patient
may also have difficulty with mastication of solids due to the cognitive deficit. You may need to discuss with the
physician and the registered dietician about addressing the patient’s altered sodium level so that therapy can
continue.

INSTRUCTIONS:
Labs are not taken daily in every setting. They are typically drawn daily (often, multiple times daily, depending
on the level of acuity) in the acute care hospital, but in a Skilled Nursing Facility (SNF), clinical setting, or in home
health, labs may only be drawn monthly or as needed. Lab results will be posted in the patient’s chart and will
typically have an annotation by each result if the value is not within the normal range/limits (i.e., high or low). One
common annotation is “H”/”L” for high and low, respectively. Other labs will place an asterisk next to an abnormal
value. If you do work in a facility where they do not tell you whether the value is abnormal; rather, they just insert
the results, please see this handout for all normative ranges of lab values. Note: Most SLPs are not qualified to
know which norms reference is being used (there are multiple!). Testing methods and referencing source both can
make a difference. This may be the reason why results between labs may differ.)

HOW:
Please refer to the following charts for possible effects associated with lab values that are high or low. Use these
references as you are completing a chart review or looking at new lab results. Please know that according to Mills
and Ashford, (2008) “When applying laboratory measures, it is important to recognize that using the finding from
a single test to diagnosis a disease represents a gross oversimplification of medical practice. Many factors enter
into diagnosing illnesses and the results from a single laboratory test, or even a full panel, are of limited utility
without clinical symptoms and signs” (p.130). Don’t try to diagnose medical conditions from lab values. They’re
useful to know how to read because you can see the confirmation of your clinical impression (e.g., clinical signs of
dehydration may be confirmed via lab values suggestive of dehydration), underlying illness that may reflect poor
health (e.g., high WBC in the context of a suspected upper respiratory infection), etc., but take care not to overstep
your Scope of Practice by documenting that your patient “is dehydrated, per X and Y lab values”, or “has an
infection” because that is not something SLPs are qualified to determine and/or diagnose.
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Lab Values That Medical
SLP Should Be Aware Of
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S
The Complete Blood Count (CBC):
The CBC provides values for:
- The following red blood cell indices:
- Red Blood Cell Count [RBC]
- hematocrit [HCT]
- hemoglobin [Hgb])

Why should SLPs care about the red blood cell count (RBC)?
Reduction in the RBC can occur due to a loss of red blood cells, as is often seen in gastrointestinal (GI) bleeds, and can also
be representative of various types of anemia, which can include symptoms of fatigue, loss of energy, shortness of breath,
difficulty concentrating, and dizziness, all which can cause an increased risk of cognitive decline (Mills and Ashford, 2008).
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Lab Values That Medical
SLP Should Be Aware Of
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S

The CBC also provides values for:
- The white blood cell count (WBC) which is the total of these 5 leukocyte values:
- lymphocytes
- neutrophils
- basophils
- eosinophils
- monocytes

Why should SLPs care about the white blood cell count (WBC)?
Per Mills & Ashford (2008), clinicians assessing patients with dysphagia should pay special attention to neutrophils (ANC)
as they are nonspecific bacteria fighters and are the first recruited to the sites of infection. When considering the entire
patient, a serious illness such as surgery or CVA, or chemotherapy may result in temporary neutrophilia, which then paired
with aspiration of over-colonized oropharyngeal bacteria, may result in pneumonia.
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Lab Values That Medical
SLP Should Be Aware Of
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S
The Comprehensive Metabolic Panel (CMP):
The CMP includes the electrolytes—sodium, potassium and chloride - and also albumin, prealbumin, creatinine,
and blood area nitrogen (BUN), CO2, and glucose. We are not going to stress over albumin and pre-albumin
anymore because we now know that they may not be the best representation of nutrition and hydration as once
believed (Bahn, 2006). We also will not cover glucose as SLPs are not likely to use this.

Why should SLPs care about the Comprehensive Metabolic Profile(CMP)?
According to Mills and Ashford (2008), the electrolytes—sodium, potassium and chloride, are most often looked to as
indicators of hydration status. Hypernatremia and hypovolemia are two forms of dehydration that require caution. If Blood
Urea Nitrogen (BUN) and creatinine values are elevated above their reference ranges, they may indicate the presence of
renal impairment which may present complications affecting outcomes in patients with dysphagia.
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Clinical Swallow Examination
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S & Kate Krival PH.D., CCC-SLP

INTRODUCTION:
Murray (1999) summarized the clinical swallowing examination. He wrote that “…the Clinical Swallowing
Examination (CSE) allows a circumscribed exploration of a patient’s muscle function, sensation, and airway
protective functions. This direct inspection allows the clinician to develop a profile of health, disability, or probable
risk for disability. Findings from the clinical examination are combined with information gathered during the
historical data collection and interview session. At the close of the clinical swallowing examination, the clinician
should be able to develop confidently a management program for the patient or determine the necessity of
further instrumental assessment or sub-specialty referral (Murray, 1999 p. 37)”.

WHY:
According to Coyle (2014), a CSE is necessary and valuable for many reasons. A CSE can help to begin
communication with the patient and establish the clinician/patient relationship.
A CSE can be necessary before an instrumental exam because it can help the SLP to form a hypothesIs for testing,
prepare the patient to perform various compensatory strategies during the instrumental, make positioning
adjustments if necessary, and communicate with the Radiologist regarding expectations (for example, ensuring
the radiologist will allow the A/P view if hypothesizing an esophageal condition).
A CSE may also help to prove that instrumental testing is unnecessary at that time. These instances include when
the patient decides that they do not want to participate regardless of education stating its benefits. Also if it will
not change the plan of care. For example, a palliative care patient may have their wishes already established and
an instrumental assessment regardless of the results may not alter that. Additionally, if during the CSE, there is no
reason to suspect aspiration or oropharyngeal dysphagia, an instrumental assessment may not be justified.

INSTRUCTIONS:
You may need to gather everything you need for the cranial nerve exam, 3 ounces of water, and you may want to
choose some food/liquid items to trial with the patient.

HOW:
You may or may not complete all of the following parts of the CSE. Depending on the assessment of cranial nerve
function, cognition, respiratory status, current oral health status, etc. will guide whether parts of the CSE are
appropriate at that time or not. Use the following page to guide you through your examination, then write down
your findings on CSE Quick Guide.

1 Take a thorough case history. It is important to look through the chart to review diagnoses, look at lab results,
medications and any other factors that may affect the swallowing process. (See previous handouts for Patient
history, medications, and lab results to help guide your findings.) Also be sure to obtain statements from the
patient, family, and other medical professionals about what, if anything, troubles them about eating/drinking/
swallowing.

2 Look in the patient’s mouth to assess oral integrity and the mechanism. (See following page for areas
to consider.)
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Clinical Swallow Examination
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S & Kate Krival PH.D., CCC-SLP

3 If the patient presents as an aspiration risk, proceed with the Yale Swallow Protocol (Leder & Suiter, 2014). The Yale
Swallow Protocol is an aspiration screen, not a dysphagia assessment, so if the patient passes, the patient is not
considered an aspiration risk, however, if the patient complains of other factors (i.e. globus sensation, coughing, oral
dysphagia), you may want to continue with the entire CSE as they may still present with dysphagia. Download this
sheet if you are not familiar with the Yale Swallow Protocol.

4 Perform the CN exam - See Cranial Nerve handout to guide your assessment.
5 Assess airway protection - Assess the presence/strength of the cough. This is valuable information in

attempting to assess airway protection (Hammond et al., 2009), and also to determine if the patient may benefit
from Expiratory Muscle Strength Training (EMST) or to determine progress with EMST. (See following page for
instructions)

6 Provide a cognitive screen such as the SLUMS:

http://medschool.slu.edu/agingsuccessfully/pdfsurveys/slumsexam_05.pdf

7 Food trials - Depending on the patient’s situation, you may want to assess trials of food/liquid. There are many

benefits to assessing food trials, such that the central pattern generator (CPG) for chewing is different than the
CPG for the pharyngeal swallow. We are also able to obtain a more realistic sensory awareness assessment because
we use oral stereognosis (meaning can the patient tell what is in their mouth) and proprioception. There is not
a specific protocol to follow here, although you will want to be sure to specifically use the consistencies that the
patient or family report as being difficult. According to Rosenbek and Jones (2009), depending on patient
characteristics, allowing the patient to control the first part of the exam and the clinician the second can be
valuable (even for the experienced clinician!) For example, allowing the patient to first control the rate, bolus
size, etc., and then the SLP can recommend adjustments as necessary. Remember we are unable to determine
aspiration or the effectiveness of compensatory strategies in eliminating aspiration without an instrumental
assessment.

8 Predictors of Aspiration Pneumonia (Langmore, 1998, 2002, see attached page)
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CSE Quick Guide
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CSE Quick Guide
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What Does A Cranial Nerve
Exam Tell Us?
Contributions by: Tiffani Wallace, M.S., CCC-SLP, BCS-S

INTRODUCTION:
Cranial nerves are the relay center for messages from the sensory receptors of the head and neck to the brainstem
sensory nuclei. They are also the relay centers from the brainstem motor and visceromotor nuclei to most of the
muscles responsible for speech and swallowing (some are innervated by spinal nerves), as well as to the glands,
such as the salivary and lacrimal (tear).
Sensory information consists of somatosensation (crude touch, discriminative touch and proprioception, pain, and
temperature) and the special senses of gustation (taste), olfaction (smell), vision, audition and balance.
Somatosensory information is relayed via some branches of cranial nerves V, IX, and X to several trigeminal nuclei
in the pons, including the spinal, chief, and mesencephalic. Special sensation is distributed to numerous nuclei.
For example, gustation is sent to the nucleus tractus solitarius in the medulla, and auditory signals to cochlear,
olivary, and other nuclei. Interestingly, olfactory signals skip the brainstem nuclei entirely, and go right up into
the brain over your nose- this is why we cannot appreciate “flavor”, which is a mix of gustation and olfaction, until
gustatory information rises past the brainstem to the insular cortex.
Motor nuclei are also distributed throughout the brainstem. Some of most interest to SLPs include the Facial
motor nucleus (CN VII), Trigeminal motor nucleus (CN V), and the Nucleus Ambiguus.

WHY:
The cranial nerve examination is a critical part of any Clinical Swallowing Evaluation (CSE) as it can give us
information leading to a differential diagnosis for dysphagia. Although it is important to distinguish that although
we are looking for upper motor neuron (UMN) and lower motor neuron (LMN) deficits, we are not solely looking for
those, as we are also looking for signs of movement disorders. We are looking primarily for findings that are either
consistent with the presumed underlying diagnosis, or not.
If we do not believe our findings support the current diagnosis, then this is the time to consult the physician to
discuss our findings. Just because we see an UMN or LMN deficit does not mean we can diagnose its medical
cause and thus make prognostic or treatment decisions based on that alone. We need to obtain that vital
information for treatment from the physician whether the nerve(s) have been severed vs. viral damage vs. bruising
vs. degenerative process. We must find out the medical diagnosis detailing nerve pathophysiology and expected
course of improvement or decline, if any from the physician. We cannot obtain this from our CNE alone, which can
only tell us if our signs match the presumed neurological level of signal loss.
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If the medical diagnosis falls in line with your CN findings, then the cranial nerve assessment can give us
information for treatment. If there is a nerve deficit and that nerve has been damaged or severed, this can give you
a good idea if a patient needs exercise or compensation. Often if the nerve is completely severed, there will need
to be a surgical intervention for possible recovery. No amount of exercise or electrical stimulation will be beneficial
for the affected areas from the severed nerve. If the nerve is damaged, the patient may recover and once recovery
starts they may benefit from exercise or even possibly electrical stimulation.
It is important to understand the difference between Upper Motor Neuron (UMN) lesions and Lower Motor
Neuron (LMN) lesions. For example, with Cranial Nerve VII, the facial nerve you will see the entire side of the face
involved (forehead to chin) with a LMN lesion, typically Bell’s Palsy or nerve damage due to surgery. An UMN lesion
(possibly stroke) would involve the lower half, one side of the face. (See UMN vs. LMN handout for further info)

INSTRUCTIONS:
A cranial nerve exam is often already completed through a thorough oral mechanism examination or Clinical
Swallowing Examination (CSE). You will often use a tongue depressor, cotton tipped swab/toothette and/or
penlight to complete the cranial nerve examination.
It is important to note that, unless you are fortunate enough to have x-ray vision, you cannot fully assess Cranial
Nerve IX, the glossopharyngeal nerve or Cranial Nerve X the vagus nerve as they are responsible for much of the
motor/sensory responses in the pharynx.

HOW:
While completing your oral mechanism examination and trialing consistencies during the clinical swallowing
evaluation, make note of cranial nerves using the following worksheet. You will be assessing 6 nerves during your
evaluation. Most nerves have both motor (efferent) and sensory (afferent) components. Two of the nerves involved
in swallowing only contain motor components - spinal accessory and hypoglossal.
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What Does A Cranial Nerve
Exam Tell Us?
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Cranial Nerve Assessment
CN V Trigeminal (Motor)
“Open Your Mouth.” ____ WNL ____ Deviation to left ____Deviation to right
“Open your mouth and resist against my hand.” ____WNL ____weakness
Finding: Deviation to the right indicates right lateral pterygoid impairment, deviation to the left indicates left.
Weakness indicates decreased pterygoid strength.
“Move your jaw from side to side” (observing movement) ____WNL ____Left only ____Right only
“Move your jaw from side to side against my hand” (provide resistance and observe movement)
____WNL ____Left only ____Right only
Finding: Inability to lateralize to the L indicates R pterygoid paralysis, inability to lateralize to the R indicates L
pterygoid paralysis, and decreased range indicates R/L paralysis. Weakness indicates decreased pterygoid strength.
“I’m going to touch your face” (Palpate the Masseter and Temporalis)
____WNL ____atrophy _____weakness
“Clench Your Teeth.” ____WNL ____weak L side ____weak R side
Finding: Atrophy weakness=LMN lesion, weak on right with teeth clenched=weakness/atrophy of R masseter
muscle, weak on left with teeth clenched=weakness/atrophy of L masseter muscle

CN V Trigeminal (Sensory)
*Checking grossly for touch, not discrimination
“Close your eyes and tell me where I am touching.” (check bilateral sensation as you touch areas on their face
with a toothette or cotton swab)
Forehead: ____WNL ____Decreased right side ____ decreased left side
Finding: Loss of sensation suggests damage to ophthalmic branch of trigeminal nerve
Cheek: ____WNL ____decreased right side ____ decreased left side
Finding: Loss of sensation suggests damage to the maxillary branch the trigeminal nerve
Jaw: ____WNL ____decreased right side ____ decreased left side
Finding: Loss of sensation suggests damage to the sensory component of the mandibular branch the
trigeminal nerve.
Summary of findings: _____________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
Clinical Implications: If ANY of these deficits are present, then motor trigeminal nerve (CNV3) is involved. An
instrumental assessment would be ideal to determine its effects on swallowing, but a deficit in any of these areas
could mean a deficit in the oral phase with poor mastication, oral transfer with poor stabilization of the floor of
the mouth, AND/OR the pharyngeal phase with decreased hyolaryngeal excursion. If it is a unilateral weakness,
recommend during the patient’s instrumental that the SLP trial a head turn, or head rotation to the weak side
which may allow for the unaffected, stronger side to lead the way.

25

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

CN VII Facial (Motor)
*OBSERVE ALL FOR SYMMETRY AND MOVEMENT
“Sit and look straight ahead.” (Look at their face observing for deviation.) ____WNL ____eye droop ____ tremors,
contortions, tics ____lip corner droop ____drooling ____asymmetry ____mask-like face
(Mask like means no expression)
Finding: Any of the above deficits suggest an ipsilateral lesion, except Mask-like indicates bilateral lesion.
“Wrinkle your forehead or look up at ceiling without moving your head.”
____WNL ____ right side deviation ____left side deviation
Finding: R/L side paralysis indicates damage to frontalis muscle.
“Close your eyes as tightly as possible.” ____WNL ____ right side deviation ____left side deviation
Finding: Inability to close R/L indicates R/L orbicularis occuli muscle paralysis.
“Pucker your lips.” ____WNL ____droop to right ____ droop to left
Finding: Drooping to R/L indicates R/L orbicularis oris muscle.
“Smile, pull back the corners of your lips.” ____WNL ____deviation to right side ____deviation to left side
Finding: Paralysis to R/L suggests damage to R/L buccinator muscle.
“Show me your teeth while frowning.” ____WNL ____right side deviation ____left side deviation
Finding: Weakness to R/L side suggests damage to R/L platysma muscle.
“Say /pu pu pu/” (15-20x in 3 five second trials with a stack of 5-6 tongue depressors taped together) in place.
____WNL ____deviation
Finding: Inability suggests damage to facial nerve.
“Now say /pu pu pu/” (15-20x in 3 five second trialS without the tongue depressors.)
_____ Same as above ____better ____worse
Finding: Same indicates no damage, better indicates CNV damage, worse indicates CN VII damage.

CN VII Facial (Sensory)
“I’m going to have you taste 4 different things. Close your eyes and tell me what you taste: sour, sweet, salty or
bitter.” ____WNL ____absent sweet ____absent salty ____absent sour
(Test taste for sweet, sour, salty on anterior 2/3 of tongue. You can use aromatic bitters, lemon juice, sugar and salt.
Using a cotton tipped applicator (make sure you have four, one for each flavor) and while the patient has their
eyes closed, dip into one of the flavors and swab on the patient’s tongue. When using the salt or sugar, first dip the
cotton tipped applicator in water and then in the salt or sugar.
Finding: Inability to taste indicates damage to sensory pathway of CN VII
Summary of findings: __________________________________________________________________________________ _____
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Clinical Implications: CNVII is responsible for taste (anterior 2/3), submandibular and sublingual salivary glands,
motor movement of the face (orbicularis oris and buccinator) as well as the stylohyoid and PBD. Therefore, any of
these deficits can indicate difficulty with taste and the oral phase of the swallow. If a patient has a strong reaction
to a certain flavor that may be a good way to elicit a stronger swallow during therapy.
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CN IX Glossopharyngeal
“I’m going to have you taste 4 more things, but I’m going to place them on the back of your tongue. Close your
eyes and tell me what you taste: sour, sweet, salty or bitter.”
____WNL ____absent sweet ____absent salty ____absent sour
(Repeat all 4 taste tests again on the posterior 1/3 of the tongue )
Finding: Inability to taste indicates damage to sensory pathway of CN VII
Summary of findings: __________________________________________________________________________________ _____
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Clinical Implications: CN IX is responsible for sensory input from the posterior 1/3 of the tongue (including taste),
mucosa of the soft palate, upper pharyngeal mucosa, and the parotid salivary gland. CN IX also includes motor
innervation to the stylopharyngeus which we are unable to assess at the bedside.

CN IX and X Glossopharyngeal and Vagus (Motor)
“Open Your Mouth.” (Look at the soft palate at rest). ____WNL ____lower on right arch ____ lower on left arch
Finding: R/L deviation indicates R/L paralysis.
“Say ah.” (Examine soft palate during movement)
____WNL ____ no elevation R ____no elevation L ____deviation of uvula to R ____deviation of uvula to L
Finding: No elevation on R/L indicates R/L paralysis. Deviation of uvula to R/L side indicates paralysis on
opposite side.
“Blow this tissue away from you.” (bubbles or cotton) ____WNL ____nasal emission
Finding: Nasal emission indicates damage to CN IX and/or CN X.
“Say “ahhh” for as long as possible.”
____WNL____ Abnormal Voicing ____hoarse ____breathy____weak_____Cough____ no cough reflex
Finding: Hoarse/breathy vocal quality may suggest vocal cord paralysis due to CN X damage.
Summary of findings: _____________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________
Clinical Implications: Any sort of vagus nerve involvement can lead to reduced laryngeal adduction, and/or poor
cough effectiveness all leading to aspiration during the swallow, poor UES opening leading to aspiration of residue
after the swallow, and any type of sensory impairment of the vagus nerve can lead to silent aspiration. Any of these
deficits should absolutely be visualized on an instrumental assessment.
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CN XI Spinal Accessory (Motor)
“Maintain a turned head position against my hand as I try to push your head back to midline.”
____WNL ____weakness to L ____weakness to R
Finding: Inability to R/L indicates opposite side sternocleidomastoid damage.
“Push your head forward against my hand as I try to push your head back.” ____WNL ____ unable
Finding: Inability suggests damage to sternocleidomastoid.
“Shrug your shoulders.” Look for symmetry and ability of movement. ____WNL ____ unable
Finding: Inability suggests damage to trapezius.
Summary of findings: _________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
Clinical Implications: The sternocleidomastoid and trapezius muscles may impair the ability to perform
compensatory strategies such as head turns or head rotation.

CN XII Hypoglossal (Motor)
“Open your mouth” (Examine the patient’s tongue as they sit with their mouth slightly open at rest)
____WNL ____atrophy R ____atrophy L ____fasciculations ____median raphe concave R ____median raphe concave L
Finding: Atrophy or fasciculations indicate damage, concave indicates paralysis.
“Stick out your tongue.” (Observe for deviation.)
____ WNL ____deviation R ____deviation L ____unable to protrude past lips
Finding: Deviation to R/L indicates R/L genioglossus paralysis/ipsilaterial LMN lesion. Inability to protrude past
lips suggests bilateral lesion.
“Open your mouth.” (Keep your finger on their mandible with pressure.)
____WNL ____unable to draw tongue base up or back ____unable to retract and depress
Finding: Inability for tongue back/up suggests styloglossus damage. Inability for retract/depress suggests
hypoglossus damage.
“Move your tongue from side to side.” (Observe for symmetry of movement.)
____WNL ____inability to move R ____ inability to move L
Finding: Inability to R/L indicates R/L lesion.
“Push your tongue back against this tongue depressor.” (Push tongue depressor against the patient’s tongue while
patient pushes back against the tongue depressor.)
____WNL ____weakness
Finding: Weakness suggests contralateral paralysis d/t UMN lesion and/or ipsilateral paralysis d/t LMN lesion.
“Push your tongue back against this tongue depressor.” (Manipulate tongue with tongue depressor by pushing
against the tongue as the patient moves their tongue protruding anteriorly or moving tongue laterally).
____WNL ____decreased tone (flaccidity) ____ increased tone (spasticity)
Finding: Flaccidity suggests LMN lesion, Spasticity suggests UMN lesion.
Summary of findings: ___________________________________________________________________________________________
_________________________________________________________________________________________________________________
Clinical Implications: CN XII is mostly involved with the oral phase. The tongue will deviate to the side that is WEAK.
If this is an upper motor neuron (UMN) lesion, the weak side will be contralateral (opposite) to the lesion. If this is
a LMN lesion, then weakness is ipsilateral to the lesion (same side). Tongue fasciculations are also an indicator of a
neurological impairment of LMN only – so loss of bulk, and fasciculations, both suggest a LMN lesion. If you suspect an
impairment to CN XII, the patient may present with poor bolus manipulation, prep, and transfer, meaning oral residue
after the swallow, and/or poor tongue base retraction to the posterior pharyngeal wall, resulting in residue in the
valleculae post swallow. The hypoglossal nerve also provides lingual pressure to drive the bolus through the PES/UES.
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Cranial Nerve Assessment
Quick Guide
CN V Trigeminal (Motor)
“Open Your Mouth.” ____ WNL ____ Deviation to left ____Deviation to right
“Open your mouth and resist against my hand.” ____WNL ____weakness
“Move your jaw from side to side” (observing movement) ____WNL ____Left only ____Right only
“Move your jaw from side to side against my hand” (provide resistance and observe movement)
____WNL ____Left only ____Right only
“I’m going to touch your face” (Palpate the Masseter and Temporalis) ____WNL ____atrophy _____weakness
“Clench Your Teeth.” ____WNL ____weak L side ____weak R side

CN V Trigeminal (Sensory)
“Close your eyes and tell me where I am touching.” (check bilateral sensation as you touch areas on their face
with a toothette or cotton swab)
Forehead: ____WNL ____Decreased right side ____ decreased left side
Cheek: ____WNL ____decreased right side ____ decreased left side
Jaw: ____WNL ____decreased right side ____ decreased left side

CN VII Facial (Motor)
“Sit and look straight ahead.” (Look at their face observing for deviation.) ____WNL ____eye droop
____ tremors, contortions, tics ____lip corner droop ____drooling ____asymmetry
____mask-like face (Mask like means no expression)
“Wrinkle your forehead or look up at ceiling without moving your head.”
____WNL ____ right side deviation ____left side deviation
“Close your eyes as tightly as possible.” ____WNL ____ right side deviation ____left side deviation
“Pucker your lips.” ____WNL ____droop to right ____ droop to left
“Smile, pull back the corners of your lips.” ____WNL ____deviation to right side ____deviation to left side
“Show me your teeth while frowning.” ____WNL ____right side deviation ____left side deviation
“Say /pu pu pu/” (15-20x in 3 five second trials with a stack of 5-6 tongue depressors taped together) in place.
____WNL ____deviation
“Now say /pu pu pu/” (15-20x in 3 five second trialS without the tongue depressors.)
_____ Same as above ____better ____worse

CN VII Facial (Sensory)
“I’m going to have you taste 4 different things. Close your eyes and tell me what you taste: sour, sweet, salty or
bitter.”
____WNL ____absent sweet ____absent salty ____absent sour
(Test taste for sweet, sour, salty on anterior 2/3 of tongue. You can use aromatic bitters, lemon juice, sugar and salt.
Using a cotton tipped applicator (make sure you have four, one for each flavor) and while the patient has their
eyes closed, dip into one of the flavors and swab on the patient’s tongue. When using the salt or sugar, first dip the
cotton tipped applicator in water and then in the salt or sugar.
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CN IX Glossopharyngeal
“I’m going to have you taste 4 more things, but I’m going to place them on the back of your tongue. Close your
eyes and tell me what you taste: sour, sweet, salty or bitter.”
____WNL ____absent sweet ____absent salty ____absent sour
(Repeat all 4 taste tests again on the posterior 1/3 of the tongue)

CN IX and X Glossopharyngeal and Vagus (Motor)
“Open Your Mouth.” (Look at the soft palate at rest). ____WNL ____lower on right arch ____ lower on left arch
“Say ah.” (Examine soft palate during movement)
____WNL ____ no elevation R ____no elevation L ____deviation of uvula to R ____deviation of uvula to L
“Blow this tissue away from you.” (bubbles or cotton) ____WNL ____nasal emission
“Say “ahhh” for as long as possible.”
____WNL____ Abnormal Voicing ____hoarse ____breathy____weak_____Cough____ no cough reflex

CN XI Spinal Accessory (Motor)
“Maintain a turned head position against my hand as I try to push your head back to midline.”
____WNL ____weakness to L ____weakness to R
“Push your head forward against my hand as I try to push your head back.” ____WNL ____ unable
“Shrug your shoulders.” Look for symmetry and ability of movement. ____WNL ____ unable

CN XII Hypoglossal (Motor)
“Open your mouth” (Examine the patient’s tongue as they sit with their mouth slightly open at rest)
____WNL ____atrophy R ____atrophy L ____fasciculations ____median raphe concave R ____median raphe concave L
“Stick out your tongue.” (Observe for deviation.)
____ WNL ____deviation R ____deviation L ____unable to protrude past lips
“Open your mouth.” (Keep your finger on their mandible with pressure.)
____WNL ____unable to draw tongue base up or back ____unable to retract and depress
“Move your tongue from side to side.” (Observe for symmetry of movement.)
____WNL ____inability to move R ____ inability to move L
“Push your tongue back against this tongue depressor.” (Push tongue depressor against the patient’s tongue while
patient pushes back against the tongue depressor.)
____WNL ____weakness
“Push your tongue back against this tongue depressor.” (Manipulate tongue with tongue depressor by pushing
against the tongue as the patient moves their tongue protruding anteriorly or moving tongue laterally).
____WNL ____decreased tone (flaccidity) ____ increased tone (spasticity)
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Clinical Considerations
For VFSS And FEES
Contributions by: Kelly Caldwell

INTRODUCTION:
Completion of clinical swallowing exams to detect dysphagia may lead in the direction of an instrumental exam of
swallowing, such as Videofluoroscopic Swallowing Study (VFSS) or Fiberoptic Endoscopic Evaluation of Swallowing
(FEES). This guide is designed to help you in your selection of either exam so that you can find out the information
you need to make informed treatment decisions regarding dysphagia.

WHY:
Without imaging studies, SLPs operate based on what deficits they can observe during the clinical exam. A
clinical exam has limitations in assessing specific oral, pharyngeal, and esophageal functions during swallowing.
To choose one instrumental exam over the other, clinicians must know what can be learned from each type of
instrumental exam and what clinical signs may influence this decision.
The largest need for an instrumental exam—regardless of which is chosen—is to view function that cannot
be viewed (or perceived well) clinically, and we need to assess function to determine if there are deficits. Most
clinicians find anatomical changes, such as those mentioned below, by surprise. That is, they are not suspected at
the bedside in most cases.
A major clinical indication for either VFSS and FEES, therefore, is silent aspiration. Another is to determine changes
in timing, coordination, and weakness in the pharynx that leads to penetration, aspiration, and residue.
Major clinical indications to proceed with a VFSS:
1.
Specific concerns for esophageal problems
2. Specific concerns for oral problems
3. Assess for specific oral, pharyngeal, and esophageal anatomical changes contributing to dysphagia
(e.g., Zenker’s diverticulum, fistula).
Major clinical indications to proceed with a FEES:
1.
Assess secretion management, integrity of the larynx, and surrounding structures
2. Need to assess fatigue or textures not viewable on VFSS
3. Assess for specific laryngeal and pharyngeal anatomical and sensory deficits contributing to dysphagia (e.g.,
paralysis, presence/absence of sensation)
4. Concurrent voice changes/dysphonia.
5. Pre- and/or post-op head and neck surgeries

INSTRUCTIONS:
The information below will give you additional input on what the exams can provide regarding the patient’s dysphagia.

How do you choose which instrumental exam to recommend?

Determine what clinical features found during your clinical swallowing exam may indicate VFSS or FEES as the
next step in evaluating your patient’s dysphagia (Brodsky et al., 2016, Carnaby-Mann Carnaby- Mann & Lenius,
2008). There are some symptoms or conditions that could be better evaluated with VFSS vs FEES, and vice
versa. In some cases of dysphagia, it may not matter which exam you choose first and both exams may be
necessary. Remember that each patient situation can be different, and you may wish to utilize both exams for a
comprehensive evaluation of dysphagia.
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Consider The Benefits Of The Procedure
Benefits of VFSS:
•

Radiation exposure is considered minimal and does not fall into the category of fluoroscopic procedures with
risk of skin burn. Some procedures need to be followed and monitored (Hayes et al., 2009).

•

VFSS can be used to assess kinematics of swallowing:
•

STAMPS software for spatiotemporal analysis (Lee et al., 2017)

•

Measure oral transit time – Important in assessing potential adverse effects on nutritional status due to
energy expenditure caused by oral deficits (Soares et al., 2015). Note: There is no agreement here, but
there IS standardization within research labs.

•

Measure pharyngeal transit time, airway closure, timing and duration of PES opening, and many other
swallowing functions (Choi, et al. 2011; Martin-Harris, et al., 2005; Molfenter et al., 2012, Leonard et all, 2000

•

Residue can be measured utilizing special software via the normalized residue ratio scale (Pearson et al., 2012)

•

The VFSS procedure and assessment has been standardized using the MBSImP- Modified Barium Swallow
Impairment Profile, which allows for comparison between tests and a reliable way to rate swallowing
impairments (Martin-Harris et al., 2008).

Benefits of FEES:
•

Portable–can be done at the bedside in many different medical environments including the ICU, standard
hospital floor, skilled nursing facility, inpatient rehab facility, and outpatient services. The exam is tolerated well
(Cohen et al., 2003).

•

FEES should be utilized for cases where patient postures or equipment (such as a halo brace or head of bed
elevation restrictions in spinal cord injury cases) might make a VFSS impossible or limit the view.

•

FEES is considered to have higher sensitivity to penetration and aspiration than VFSS (Fattori et al. 2016; Kelly
et al. 2007, Langmore, 2003).

•

Laryngeal function for voice can be observed, which may reveal valuable information regarding the physiology
of swallowing and interpretations of findings, in addition to a more complete assessment (Langmore, 2017).
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Defining Common
Esophageal Disorders
Contributed by: Julie Huffman

INTRODUCTION:
The speech-language pathologist often sees patients whose clinical presentation and history suggest esophageal
dysphagia (ASHA, 2004). Additionally, the SLP often sees patients with a known esophageal dysfunction identified
in past medical history. As previously discussed in Part I, ASHA acknowledges that the SLP plays an important role
in identifying dysphagia in any phase (2004). In order for the SLP to differentiate oropharyngeal dysphagia from
esophageal dysfunction, discuss findings with physicians, discern information in the patient’s medical history, and
make informed referrals, it is crucial to have a basic understanding of esophageal disorders.

WHY:
Esophageal disorders are prevalent in the aged population whom the SLP evaluates and treats. The trained SLP
who is knowledgeable on various esophageal disorders will be better able to differentiate oropharyngeal from
esophageal symptoms, and assist in making the proper diagnosis and referrals. Additionally, the SLP will better
understand the patient’s medical history and be able to integrate pertinent information into the patient’s current
clinical presentation.

INSTRUCTIONS:
Critically think about the patient’s dysphagia:
•

Does the patient have a history of esophageal dysfunction?
•
•
•
•
•
•
•
•

If so, what esophageal diagnosis was made?
When was the diagnosis made, and how have the patient’s symptoms improved or progressed
since diagnosis?
When was the issue last addressed?
Was the patient seen by a gastroenterologist or was diagnosis or management provided by |
another physician?
What management was implemented?
Did the patient have relief from symptoms with management provided?
Does the patient have follow up evaluations for the disorder?
Does the patient currently take any medication to manage the disorder?

•

Could the patient’s history of esophageal dysfunction influence symptomatic complaints or
signs of dysphagia at present?

•

Does the patient require further work up to differentiate the current symptoms?

HOW:
This handout will review common types of esophageal disorders the SLP may see on chart review, or suspect
based on the patients symptoms. Use this handout to gain a better understanding of esophageal disorders to
make improved clinical decisions, or educated referrals for additional testing or for GI consult.
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Common Diagnostic Tests
For Esophageal Dysphagia
Contributed by: Julie Huffman

INTRODUCTION:
As previously discussed, the speech-language pathologist (SLP) often sees patients whose clinical presentation
and history suggest esophageal dysphagia (ASHA, 2004). Once the SLP suspects esophageal dysfunction is
playing a primary role in the patient’s dysphagic symptoms or complications from dysphagia, it is often warranted
to consider additional referrals. The SLP needs to have a basic understanding of testing available to evaluate
esophageal dysfunction as well benefits and limitations of each exam. This will help the SLP to better guide
referrals for testing, make educated referrals to the gastroenterologist, discuss findings of clinical and instrumental
studies with physicians, and discern information from the patient’s medical history.

WHY:
Esophageal disorders are prevalent in the aged population whom the SLP evaluates and treats. Knowledge of
evaluations available for assessing esophageal structure and function is essential in synthesizing information from
the patient’s medical record, ruling out disorders, and assisting in making proper referrals in order to best serve
the patient thus ensuring the best management of the patient’s dysphagia.

INSTRUCTIONS:
Critically think about the patient’s dysphagia:
•

Does the patient have a history of esophageal dysfunction?
•
•
•
•
•
•

Did the patient undergo testing for definitive diagnosis?
What testing was completed and when?
Or, was the diagnosis made by clinical symptoms alone and the patient treated empirically?
How long ago was the testing?
Is the patient’s current presentation consistent with the findings on testing?
Does the patient require further testing or updated testing based on current symptoms
or complications?

•

Does the patient require further work up to differentiate the current symptoms?

•

What may be the most appropriate testing for the patient based on current symptoms?

•

Would the patient benefit from additional testing before GI consult?
Is GI consult warranted?

HOW:
This handout will review common types of esophageal evaluations, benefits and limitations to each exam. The SLP
may use this handout to gain a better understanding of the common esophageal diagnostic tests available.
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Documenting Informed Consent
INTRODUCTION:
According to Horner, Modayil, Chapman, & Dinh (2016), SLPs have fiduciary and other ethical and legal obligations
to patients. It is crucial that we understand how to present the patient’s conditions and treatment options in an
objective manner to allow the patient to make the appropriate decisions for their own care.

WHY:
The Patient Self Determination Act of 1990 (Kelley, 1995) indicates that:
•

Patients are given written notice upon admission to the health care facility of their decision- making
rights, and policies regarding advance health care directives in their state and in the institution to which
they have been admitted. Patient rights include:
•
•
•

The right to facilitate their own health care decisions
The right to accept or refuse medical treatment
The right to make an advance health care directive

•

Facilities must inquire as to whether the patient already has an advance health care directive, and make
note of this in their medical records.

•

Facilities must provide education to their staff and affiliates about advance health care directives.

•

Health care providers are not allowed to discriminately admit or treat patients based on whether or not
they have an advance health care directive.

Since some facilities try to use waivers to shift liability for substandard care from themselves to patients, courts
usually find waivers of liability in the medical context unenforceable as a matter of public policy. In fact, they
have been considered coercion, therefore instead of waivers, SLPs should be documenting informed consent.
(Horner, 2016).

INSTRUCTIONS:
If an instrumental assessment has already been completed, compile the results and treatment options and
discuss them with the patient and family. If the family does not want to participate in the instrumental exam, that
is their choice as well, so use this format to document. Just remember DOTDAM – Don’t Order Tests that Don’t
Affect Management (author of this acronym is unknown), allow the patient and family to decide whether the
results of the test will change the course of treatment. If not, then do not order, just document informed consent.

HOW:
Use the template below to fill in the blanks for documentation.
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Documenting Informed Consent
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What is Dysphagia?
Dysphagia, or difficulty swallowing foods and liquids,
is a commonly occurring symptom of many diseases.
Dysphagia can affect men and women of all ages.

What Can Cause Dysphagia?
The most common causes of dysphagia include:
• Head and Neck Cancer
• Stroke
• Head or Neck Injury
• Cerebral Palsy
• Parkinson’s Disease (PD)
• Birth Abnormalities
• Esophageal Infection or Irritation
• Dementia
How Common Is Dysphagia?
According to the National Foundation on Swallowing
& Swallowing Disorders, Dysphagia affects 1 in 20
Americans. It is estimated that 10 million Americans
are evaluated for swallowing difficulties each year.
Adults make up 85% of individuals diagnosed with
dysphagia.

How is Dysphagia
Diagnosed?
Instrumental Evaluation of Swallowing
Much like a broken leg, dysphagia cannot be accurately
evaluated without imaging. There are two primary types of
dysphagia imaging used to examine dysphagia.
Flexible Endoscopic Evaluation of Swallowing (FEES)
involves placement of a tiny camera through the nasal
passage where it rests behind the soft palate. While the
patient swallows food and liquid the endoscopist (usually
an SLP) assesses the pharyngeal (throat) structures and
function of the swallow.
A Modified Barium Swallow Study (MBSS) involves taking
a video x-ray of a person’s ingestion of food and liquid
containing barium, a mineral that makes it visible on
x-ray. The SLP and radiologist then assess the oral and
pharyngeal structures and swallowing function.
References:
Ashford, J. R. (2012, March). Oral Care Across Ages: A Review. 		
Perspectives in Swallowing and 				
Swallowing Disorders (Dysphagia), 21, 3-8.
Sheffler, K. (2014, September 4). How to Perform Effective Oral care:
Part IV. Retrieved June 29, 2018, from
http://www.swallowstudy.com/perform-effective-oral-care/
Oral Health Topics – Home Oral Care.
www.ada.org/resources/research/science-and-researchinstitute/oral-health-topics Accessed June 29, 2018
Ross, A., & Crumpler, J. (2007). The impact of an evidence-based
practice education program on the role of oral care in the
prevention of ventilator associated pneumonia. Intensive &
Critical Care Nursing, 23(3), 132-136.
Sheffler, K. (2018). The Power of a Toothbrush. The ASHA
Leader, 23(5), 50-57. doi: 10.1044/leader.FTR1.23052018.50
Swallowing Disorder Basics.
http://swallowingdisorderfoundation.com/about/		
swallowing-disorder-basics/ Accessed June 29, 2018

Did You Know?
Poor Oral Health Can Increase the
Risk of Aspiration Pneumonia
Individuals with dysphagia are at an increased risk of
having food or liquid enter the airway. Food or liquid
going past the vocal cords and into the trachea is
known as aspiration.
Aspiration of food and liquid alone does not cause
pneumonia. It is the bacteria in the mouth that
enters the lungs with the food which causes
pneumonia (Ashford, 2012).
How Do I Decrease Oral Bacteria?
The best way to decrease the amount of bacteria
in the mouth is by brushing the teeth, palate, and
tongue with a toothbrush and toothpaste
(Sheffler, 2018).
What if I Wear Dentures?
Even if you have no teeth or wear dentures, proper
oral hygiene is important to reduce the risk of
pneumonia associated with dysphagia. Follow your
dentist’s guidelines on cleaning your dentures and
continue to use a toothbrush to clean your gums,
palate, and tongue daily.

Do Pink Sponges Work for Cleaning the Mouth?
No. Bacteria in the mouth coats the teeth, palate, and
tongue. This coating is called a “biofilm” and contains a
dense layer of bacteria that can make you sick if it enters
your lungs.
Pink toothette sponges do not scrub the teeth
like a toothbrush, so are not effective at removing the
biofilm.(Sheffler, 2018).
In fact, toothbrushing reduces the risk of developing
pneumonia in patients on mechanical ventilation by 50% as
compared to using pink swabs (Ross & Crumpler, 2005)!

“Aspiration of food and
liquid alone does not
cause pneumonia.
Pneumonia is
caused by the bacteria in
the mouth that enters the
lungs with the food.”

What about Lemon Glycerin Swabs?
Lemon swabs are also not effective at removing biofilm.
Additionally, they have been linked to increased dental
erosion, dry mouth, and increased saliva acidity (Sheffler,
2014).

Steps of Thorough Toothbrushing

The American Dental Association (ADA) has
provided guidance on how to ensure the mouth
is properly cleaned during toothbrushing. Most
people should brush their teeth 2 times a day.

1. Place your toothbrush at a 45-degree
angle to the gums.
2. Gently move the brush back and forth in short
(tooth-wide) strokes.
3. Brush the outer surfaces, the inner surfaces,
and the chewing surfaces of the teeth.
4. To clean the inside surfaces of the front teeth,
tilt the brush vertically and make several upand-down strokes.
5. Turn the toothbrush with bristles facing up
and gently clean the palate of the mouth in
small circles.
6. Protrude the tongue and use short strokes to
clean the surface of the tongue.
7. Rinse well with water and spit the water into
the sink, cup, or a basin to be disposed of.

Suction toothbrushes are an excellent option for
individuals who are medically fragile or
unsafe to swallow any foods or liquids.

(For more info, visit www.ADA.org)

Taking a Case History For
a Patient with a Cognitive
Communication Disorder (CCD)
Contributions by Nannette Crawford

INTRODUCTION:
Speech-Language Pathologists (SLP) are uniquely positioned and trained to evaluate and treat CCDs. A CCD can
result from metabolic and/or neurological diseases. CCDs are not a result of typical aging. CCDs can include mild
cognitive impairment, some types of dementias (Alzheimers, Lewy Body, frontotemporal, vascular), concussions,
and other types of mild TBI.

WHY:
SLPs who work in a variety of settings with diverse medical diagnoses encounter patients with CCDs on a daily
basis. SLPs need to be knowledgeable and competent in the area of CCDs to best serve the needs of their patients
who demonstrate a CCD. A careful review of the chart and completion of a thorough case history should always be
completed prior to the evaluation procedure.

HOW:
Use the following questions to help gain further understanding of the patient’s current condition, and their goals
for treatment.

INSTRUCTIONS:
Critical thinking is required about the etiology of the CCD and behaviors demonstrated by the patient. Such
knowledge will in fact influence one’s approach to evaluation and intervention. Some ideas for a case history are
stated below. Adapt as needed.
What is (are) the patient’s primary medical diagnosis (diagnoses)?
When was the patient diagnosed with the diagnosis or how long have the problems been present?
Who first noticed the problems?
What is the patient’s understanding of why the reason for referral (to SLP)?
What are the patient’s/family’s primary concerns?
How does the CCD impact the patient’s daily life?
What is the medical history?
How are vision and hearing? Glasses? Hearing aid(s)?
What medication does the patient take?
What is the patient’s level of education?
What is or was the patient’s employment history?
What are the patient’s interests/hobbies?
Who is included in the support system if anyone?
Who lives with the patient? Pets?
What is the patient’s marital status? If married how long? If divorced or widowed how long?
What has the patient been eating and drinking?
How is the patient sleeping?
Has the patient had any prior treatment for a CCD? When? Where? (obtain records)
Does the patient currently use any strategies to help herself/himself?
If the patient has had a recent event e.g. stroke, concussion obtain all pertinent medical records.
Has the patient traveled out of the country within the past few years?
Any evidence of abuse?
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Assessing and Managing
Dysarthria
Contributed by Alexandra Basilakos Ph.D., CCC-SLP

BACKGROUND:
Dysarthria is a motor speech impairment that affects speech execution and control. It results from an impairment
in the motor neurons (upper and/or lower), neuromuscular junction, brain areas supporting speech feedback
control (i.e., basal ganglia and cerebellum), or the speech musculature itself. Dysarthria is classified by the
neuroanatomical structures affected (see Tables 1 and 2), and can affect any of the speech subsystems (respiration,
phonation, articulation, resonance, and prosody). Dysarthria is one of the most common first signs of stroke
(Table 1 details post-stroke dysarthria), but it can result from many different neurological impairments, including
traumatic injuries, tumors, degenerative processes (e.g., Parkinson’s disease, Huntington’s Disease, multiple
sclerosis), and transient impairments (e.g., Bell’s palsy).
Table 2 presents a summary of each dysarthria type, neuroanatomy implicated, and common etiologies. Tables 1
and 2 also include details pertaining to AOS to illustrate how these motor speech impairments differ, and features
that distinguish each disorder.

ASSESSMENT AND DIFFERENTIAL DIAGNOSIS
Dysarthria assessment must include an oral mechanism/cranial nerve evaluation. ASHA’s practice portal offers
detailed procedures for assessing dysarthria (see link below). In addition, your evaluation report should consider
how the dysarthria impacts intelligibility. Specifically, consider how reduced intelligibility affects your patient’s
ability to communicate during emergency situations, verbalize important information regarding his/her medical
care, and engage in vocational and/or social activities. Considering these factors will also help when developing
functional treatment goals.
Several assessment tools exist. These include:
• Frenchay Dysarthria Assessment-2nd Edition (FDA-2; Enderby & Palmer, 2008)
• Dysarthria Examination Battery (Drummond, 1993)
• Dysarthria Profile (Robertson, 1982)
• And tests of intelligibility
		
• Assessment of Intelligibility of Dysarthric Speech (AIDS; Yorkston et al., 1984)
		
• Speech Intelligibility Test (SIT; Beukelman et al., 2007)
• Mayo Clinic (informal) (Duffy, 2005).
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Assessing and Managing
Dysarthria
Contributed by Alexandra Basilakos Ph.D., CCC-SLP

TREATMENT:
The goal of treatment is to improve the domain of production that has the greatest impact on intelligibility.
Dworkin (1991) suggests a treatment hierarchy based on speech subsystems, where resonance and respiration are
“first order” targets, phonation is a “second order” target, and prosody and articulation are “third order” targets.
The rationale here is a top-down approach, based on the interdependence of the speech subsystems. Targeting
first order targets first is likely to have the greatest impact on intelligibility, and have “downstream” effects on the
second and third order targets. Clark (2014) also discusses that training prosody, specifically phrasing of breath
groups and lexical stress, may have a substantial impact on intelligibility early in the course of treatment. With this
in mind, treatments may focus on the following:
•

•

•

•
•

Improving respiratory support for speech (consider implementing diaphragmatic breathing, postural
adjustments, training inhalation/exhalation coordination for speech, using expiratory muscle trainers (Laciuga
et al., 2014), phrase grouping strategies)
Consideration of prosthetic device to manage resonance if appropriate. Behavioral intervention for resonance
may also include use of nasal mirrors or a See-Scape for biofeedback while training resonance. Yorkston et al.
(2001) provide detailed EBP regarding the management of velopharyngeal insufficiency in dysarthria.
•Phonation may be addressed through vocal function exercises (Stemple et al., 2014), managing laryngeal
strain (McCullough et al., 2012), or improving loudness with Lee Silverman Voice Treatment (LSVT, especially
effective for hypokinetic dysarthria due to Parkinson’s disease (Mahler et al., 2015)
Training “over-articulation” to improve intelligibility (Park et al., 2016)
Using pacing strategies/metronome to target prosody (Blanchet & Snyder, 2010)

This is not an exhaustive list of treatments, but a guide to get you started! In addition to the suggestions above,
goals may need to include the use of augmentative/alternative strategies and environmental modification (e.g.,
reducing background noise, or communication partner training techniques). Early implementation of AAC in
degenerative dysarthrias is especially important to give patients time to learn these strategies before degenerative
processes progress. Refer to ASHA’s practice portal and the references for greater details on each of these
approaches.
As a reminder, treatment should NOT incorporate non-speech oral motor exercises for improving speech
production. There are several reasons for this: First, very little research supports the use of non-speech oral motor
exercises for improving speech intelligibility. Second, other studies suggest that parts of the brain that are active
during non-speech oral movements are only partially overlapping with those that are active during speech motor
movements (Basilakos et al., 2018). Therefore, the use of non-speech oral motor movements to improve speech
violates the specificity principle of plasticity (Kleim & Jones, 2008).
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Assessing and Managing
Dysarthria
Contributed by Alexandra Basilakos Ph.D., CCC-SLP

Mixed dysarthrias are also possible in cases where pathology diffusely affects the brain. Some examples include
mixed dysarthrias that result from: multiple sclerosis (spastic-ataxic), amyotrophic lateral sclerosis (spastic-flaccid),
multiple systems atrophy (hypokinetic-spasticataxic), progressive supranuclear palsy (hypokinetic-spastic-ataxic),
and corticobasal degeneration (hypokinetic-spastic; (Duffy, 2005).

50

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

Assessing and Treating
Aphasia
Contributed by Alexandra Basilakos Ph.D., CCC-SLP

Aphasia is most frequently caused by stroke, but can also result from brain tumor, traumatic brain injury, multiple
sclerosis, or as a degenerative impairment (i.e., primary progressive aphasia, or PPA). It is estimated that aphasia
affects as many as two million individuals in the United States (Simmons-Mackie, 2018). It is a significant barrier
to social/vocational activities of daily living, as well as quality of life. The information provided below pertains to
aphasia that has resulted from acquired or traumatic injury.

ASSESSING APHASIA:
Several assessments for aphasia are available for purchase or free download. These include:
For purchase (comprehensive evaluations):
• Western Aphasia Battery-Revised (Kertesz, 2007)
• Aphasia Diagnostic Profiles (Helms-Estabrooks, 1992)
• Boston Diagnostic Aphasia Evaluation, 3rd Ed. (Goodglass, Kaplan & Barresi, 2001)
Freely Available:
• Quick Aphasia Battery: http://aphasialab.org/qab
• Brisbane Test for Acute Aphasia: https://brisbanetest.org/login/about/
Rohde et al. provide a detailed review of 56 different language tests that have been used in aphasia (see citation in
the References section for details) (Rohde et al., 2018).
The Aphasia Pathway also provides a summary of different assessment approaches:
http://www.aphasiapathway.com.au/?name=ICF-and-aphasia-assessments

TREATING APHASIA:
Treatments for aphasia can be considered impairment-based or communication-based.
Impairment-based treatments focus on rehabilitating the underlying deficits. Below are some examples of
impairment-based therapies. See supporting citations/links for details and protocols.
• Copy and Recall Therapy (CART)
o Improves single-word writing in aphasia (Beeson, Hirsch, & Rewega, 2002). This approach
has also been applied to re-training text messaging (Beeson, Higginson, & Rising, 2013).
• Oral Reading for Language in Aphasia (ORLA):
o Targets reading in individuals with aphasia and alexia (Reiff Cherney, 2004)
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• Melodic Intonation Therapy (MIT)
o Improves speech fluency in individuals with non-fluent aphasia (Norton, Zipse, Marchina,
& Schlaug, 2009)
• Semantic Feature Analysis (SFA)
o Thought to strengthen semantic networks, this is a treatment approach to improve
naming/word finding; can be used to teach circumlocution (Efstratiadou, Papathanasiou,
Holland, Archonti, & Hilari, 2018)
• Phonological Component Analysis (PCA)
o Similar to SFA, PCA targets naming abilities by focusing on the phonological components
of words (Leonard, Rochon, & Laird, 2008)
• Verb Network Strengthening Treatment (VNeST)
o Targets lexical retrieval in the context of sentences. For example, a PWA is given a verb,
and is asked to create simple sentences when provided a subject and direct object
(Edmonds, Nadeau, & Kiran, 2009)
Communication-based treatments focus on facilitating communication through a variety of means. Examples of
communication-based impairments include:
• Supported Conversation Approach (SCA)
o Uses a combination of strategies (writing, drawing, pictographs) to facilitate
communication between PWA and conversation partners (Kagan, 1998; Kagan, Black,
Duchan, Simmons-Mackie, & Square, 2001) https://www.aphasia.ca/communicative-accesssca/
• Promoting Aphasics’ Communicative Effectiveness (PACE)
o Focuses on the PWA and conversation partner exchanging new information, with whatever
means is successful (e.g., writing, verbal communication, gesturing, drawing) (Davis, 2005)
• Script Training
o Uses custom scripts to improve everyday communication in PWA (Kaye & Cherney, 2016)
http://ricaphasiascripts.contentshelf.com/about-aphasia-scripts
• Response Elaboration Training (RET)
o Targets topic elaboration to increase verbal output (Wambaugh & Martinez, 2000)

APHASIA APP PROVIDERS:
Constant and Tactus have several research-backed apps for treating aphasia. Refer to their
websites for additional details.
https://tactustherapy.com/
https://www.constanttherapy.com/
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Notably, the Tavistok App Finder is a website that contains information about apps and programs
for aphasia: https://www.aphasiasoftwarefinder.org/
Additional Resources
•

Aphasia Pathway: a person-centered approach to aphasia therapy; suggests 8 key areas
for aphasia treatment http://www.aphasiapathway.com.au/?name=Home\

•

University of Arizona Aphasia Research Project: provides materials and instructions for CART
and spelling treatment http://aphasia.arizona.edu/Aphasia_Research_Project/For_Professionals.html

•

Aphasia Community: a comprehensive resource that includes manuals for leading aphasia groups, web links,
articles, and educational videos: https://aphasia.community/resources/resources-for-aphasia-groups

53

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

**All of these should be assessed under an instrumental visualization of swallowing to rule
out other potential complicating factors and concomitant physiological impairments.

This Resource Is Courtesy Of:
Theresa Richard, M.A., CCC-SLP, BCS-S
MedSLPCollective.com

Voice Practical Assesment and
Management Primer for the
SLP Generalist
(PART 1 OF 4): INTRODUCTION AND OVERVIEW
Contribution by Kate Krival, PhD CCC-SLP
“The voice is nothing but beaten air.” ~Seneca the Younger

INTRODUCTION:
What is a voice disorder? The voice may be nothing but beaten air, but it is so precisely beaten and shaped that
we know our families’ and friends’ voices as we do their faces, recognizable in a moment on the phone or in a
crowd. We each have a sense of what is pleasing, or is not, about another’s voice. Culturally, we share some of these
preferences; and, culturally, we have determined a broadly accepted definition of voice disorder, too.
Speech-language pathologists (SLPs) define a voice disorder to be when voice quality, pitch and/or loudness are
somehow different from typical, or fail to match cultural expectations, for an individual’s age, gender, or cultural
norms (Aronson & Bless, 2009; Stemple, Roy & Klaben, 2014). A voice disorder may also be defined from the
perspective of the user. If an individual’s voice does not meet daily needs – even if others do not perceive the voice
as abnormal – then we may consider the voice disordered (Stemple, Glaze, & Klaben, 2010; Verdolini & Ramig, 2001).
Verdolini, Rosen & Branski (2006) classified the known conditions causing voice disorders into the following
categories:

As useful as the Verdolini, et al. (2006) framework is, in practice many SLPs divide voice disorders into organic vs.
functional categories, and subdivide organic into structural vs. neurological, and functional into misuse vs.
psychogenic.
As important as it is to identify and consider the underlying cause of the voice disorder in the patient in front of
you, as a practical matter, organic etiologies may result in functional problems, and vice versa. For example, an
individual with an organically caused voice disorder (e.g., unilateral vocal fold paralysis) may develop functional,
maladaptive voice behaviors (e.g., muscle tension dysphonia) in an effort to compensate for the paralyzed vocal
fold’s loss. In another common sequence, persistent vocal misuse (functional) may result in structural (organic)
changes to the vocal fold tissue, e.g., nodule formation.
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WHY:
So, your patient has a voice disorder. What else do you need to know before you can help?
Once you and/or your patient have decided there is a voice disorder, you need to know what is causing the
auditory-perceptual voice quality, pitch, and/or loudness concerns, as well as any other somatic complaints the
patient has (e.g., chronic cough, or pain), before you can hope to treat.
Why? Understanding what the underlying cause is can determine what you can / can’t expect your patient to
change in response to therapy, and whether you need medical management.
For example, two individuals may sound very much
alike, but the first may have a unilateral vocal fold
paralysis due to damage to the ipsilateral recurrent
laryngeal nerve, and the second may have bilateral
Reinke’s edema with compensatory hypoor hyperfunction. The first patient may benefit tremendously
from an injection of collagen or gel-foam into
the paralyzed fold, allowing the active fold to
approximate to (touch) it and generate enough
resistance to set the folds into vibration. The second
patient would not benefit from collagen injection;
the plan and approach would be fairly different.
But both may have pleasing, functional voices in a
relatively short time frame, IF you know what to do
to help.

HOW:
Assessment: Figuring out whether you can help, and if so, how, requires analysis of the voice from medical, visualperceptual (steady-light and stroboscopic images), auditory-perceptual, acoustic, social-cognitive (e.g., readiness
for change) and behavioral (e.g., ability to change) perspectives, and considering your findings in the context of
current evidence.
An example of a given patient’s assessment process might look like this – though the order of events may vary:
•

•
•

Interview, history, and auditory-perceptual assessment to document and describe voice disorder, informally
gauge readiness for change and ability to change (may be in depth or surface level depending on your
immediate purpose)
Acoustic (and aerodynamic if available) assessment to quantify selected markers and support perceptual
impressions
Imaging (steady light and videostroboscopic via nasendoscopy and/or rigid oral scope) via SLP for phonation
function appraisal and description
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•
•

Imaging by ENT for medical appraisal and medical diagnosis; further medical assessment (neurology, ENT
biopsy or other testing, GI) as indicated
Clinical session to review results, again establish the patient’s readiness for change and ability to change now
that you have a clearer path for treatment given the imaging and any medical findings. This may be done as
part of the assessment or during your first treatment session, depending on the sequence of events.

Management: Once the assessment process has provided you with enough information, treatment typically
consists of coordinating any medical treatments (if any) with behavioral treatments, including teaching vocal
health techniques and changing motor approaches for producing voice.
Over the past few decades, clinician-researchers and scientists have developed and evaluated the effectiveness
of voice therapy techniques and approaches. The voice therapy toolbox is actually quite full and varied, with
options to suit the skills of clinicians and clients with a wide range of vocal abilities. From Vocal Function Exercises
(Stemple, 1994, 2014) to Straw Phonation (Kapsner-Smith, et al. 2015) to Conversation Training Therapy (GartnerSchmidt, et al. 2016) to Lax Vox and Resonance Tubes (Tyrmi, et al., 2017) to PhoRTE (Ziegler, et al., 2014) and
many more: if you have a patient who needs to modify the voice and you’ve established the basics (i.e., vocal fold
approximation) via medical intervention, you have many options for helping your patient to beat the air.
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Yale Swallow Protocol
WHAT IS A SCREEN / WHY DO WE SCREEN?
A swallowing screening is a pass/fail tool used to identify those
who require a comprehensive assessment of swallowing.1
Dysphagia increases the risk of aspirating oral secretions into
the lungs and developing pneumonia. There is 3x increased
risk for pneumonia in stroke patients with dysphagia and 11x
greater risk in those with aspiration.2 Hospitals using systematic
formal dysphagia screenings have lower pneumonia rates than
those without.3

WHAT IS THE YALE SWALLOW PROTOCOL?
The Yale Swallow Protocol (YSP) predicts aspiration risk with
high sensitivity.4 In addition, The YSP provides sufficient
negative predictive value to support care team members in
recommending oral diets for patients who pass; however, the
authors do recommend careful monitoring 4. pp 133-143, particularly
regarding swallowing medications. 4p.99 The YSP has a high
sensitivity (true positive rate), acceptable specificity *true
negative rate), high negative predictive value, and low false
negative rate.4

VALIDITY:
Sensitivity (probability patients who do aspirate have a positive
screen (true positive) = 96.5% 4
Specificity (probability screen negative when a patient does not
aspirate (true negative)=64% 4,7
Negative Predictive Value (probability patients with negative
screen do not aspirate)=97.9% 4
Negative Likelihood Ratio (false negative) <2% 4
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Yale Swallow
Administration
EXCLUSION CRITERIA: RISK IS TOO HIGH—DEFER ADMINISTRATION
◆ Unable to remain alert
◆ Baseline modified diet/thickened liquids
◆ Tube feeding in place

◆ Head of bed restrictions <30˚
◆ Tracheostomy tube
◆ NPO by physician order

BRIEF COGNITIVE SCREEN:
Failure may be associated with an increased risk of aspiration and may
warrant SLP consult, but does not prevent YSP screening.

1

◆ What is your name?
◆ Where are you?
◆ What year is it?

ORAL MECHANICAL EXAM:
Weakness and/or asymmetry may warrant modified solid textures and
indicates need for SLP consult.

2

◆ Tongue Range of Motion: Stick out your tongue, move it side to side
◆ Facial Symmetry: Smile/Pucker
◆ Lip Closure; Puff up your cheeks with air and hold

3 OZ WATER SWALLOW CHALLENGE:
Stopping while drinking, coughing, or throat clearing indicates a fail and an
elevated aspiration risk.

3

◆ Sit patient upright at 90 degrees or as high as tolerated >30˚
◆ Ask the patient to drink 3oz of water from a cup or straw with sequencial swallows—
slow and steady but without stopping.

PASS: Collaborate with MD/SLP for appropriate oral diet order, e.g., soft foods.
FAIL: Keep patient NPO including medications and order SLP clinical and/or instrumental swallow eval
as soon as possible. YSP can be re-administered in 24 hrs. with clinical improvement.

REFERENCES;
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Ventilators 101:
A Basic Overview
Contributed by: Jessica Lasky, MS, CCC-SLP

INTRODUCTION:
A ventilator, also known as a respirator or breathing machine, is a medical device that provides a patient with
oxygen when they are unable to breathe on their own. Mechanical ventilation is the most used short-term life
support technique utilized worldwide (Tai et al, 2017).
Mechanical ventilation is utilized in scenarios ranging from planned surgical procedures to acute traumas
to acute organ failure (Tai et al., 2017). The following review will assist the Speech Language Pathologist (SLP) to
understand the basic physiology and respiratory mechanics of ventilator care.

PHYSIOLOGY OF RESPIRATION:
Unassisted Respiration: Respiration is regulated by the medulla oblongata and the pons in the brainstem.
The structures involved in breathing include the oral and nasal cavities, larynx, trachea, and lungs (VanDah et al.
2002). The main muscles involved in respiration include the diaphragm and the external and internal intercostals.
Also important are the accessory muscles, which include abdominal muscles, the trapezius, pectoralis major,
sternocleidomastoid and scalene muscles. These muscles play different roles in inspiration and expiration.
The diaphragm is often considered the most important muscle of respiration. The diaphragm is innervated by
the phrenic nerve, which originates in the cervical spine (between C3-C5). The remaining muscles are innervated
by nerves in the cervical and thoracic levels of the spinal cord, or cranial nerve XI (accessory nerve). A summary of
muscles and corresponding innervation can be found in de Palevill et al., 2011.
Expiration during rest/quiet breathing is largely passive, as expiration occurs when the diaphragm relaxes.
Adults have an average resting breath rate of 12-20 breaths per minute (bpm) (VanDahm et al., 2002). Control over
respiration changes during speech production, when expiration is more controlled to allow for speaking to occur.

Assisted Respiration: Environmental air contains an average of 21% oxygen (02). Most people are able to
maintain adequate oxygenation of their blood at 92-98% oxygenation by breathing room air. People who have
respiratory compromise need more support via supplemental oxygen. Remember, the higher the amount of
supplemental oxygen a person is receiving, the less stable and efficient their pulmonary status is.
Endotracheal tubes are placed through the mouth to the trachea. They are utilized for short term respiratory
management in cases of planned surgical procedures or unplanned medical complications. Should a patient
require long term respiratory management, a tracheostomy may be placed.
The length that an endotracheal tube will remain in place is patient dependent, highly variable, and managed
by the medical team. Some endotracheal tubes can remain in place for longer than 21 days prior to tracheostomy
placement (VanDahm et al., 2002).

http://medslpcollective.com/
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Ventilators 101:
A Basic Overview
IMPORTANT TERMINOLOGY:
Ventilation:

The process of moving air in and out of the lungs with the most important process being the removal of carbon
dioxide (CO2) from the body (Mora et al., 2018).

Oxygenation:

Interventions that provide greater oxygen supply to the lungs. In ventilated patients this is achieved by increasing
the inspired oxygen (Fi02%) or the positive end-expiratory pressure (PEEP) (Mora et al., 2018).

Dyspnea:

Also called shortness of breath (SOB)

Work of breathing (WOB):

The amount of energy required to inhale and exhale.

Respiratory rate (RR):

This is the number of breaths per minute spontaneously taken by patient or delivered mechanically by a ventilator.

Positive end-expiratory pressure (PEEP):

In the mechanically ventilated patient, the positive pressure that will remain in the airways at the end of the
respiratory cycle (end of exhalation) that is greater than the atmospheric pressure (Mora et al., 2018). PEEP is
used to prevent collapse of alveoli (Vargas et al., 2014)

Peak inspiratory pressure (PIP):

Highest level of pressure the patient achieves during inspiration. It is different for every breath (VanDahm et al., 2002).

Tidal Volume (TV or Vt):

Volume of air moved in and out of the lungs in each respiratory cycle (Andres et al., 2018).

Fraction of inspired oxygen (FiO2):

Percentage of oxygen in the air mixture that is delivered to the patient (Mora et al., 2018).

Maximum Inspiratory Pressure (MIP):

How much strength a person has to breathe in. This is assessed by having the patient forcefully inspire as much as
they can against an occluded mouthpiece.

Flow:

Speed in liters per minute at which the ventilator delivers breaths (VanDahm et al., 2002).

http://medslpcollective.com/
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Ventilators 101:
A Basic Overview
TYPES OF BREATH A VENTILATOR WILL PROVIDE:
A ventilator provides breath to a patient who can no longer breathe independently. Thinking of ventilation in this
capacity simplifies matters. A ventilator will provide three basic types of breaths: a controlled breath, an assisted
breath, and a supported or spontaneous breath.

1. Controlled Breath Support:
This is when the ventilator is in complete control of breath support. Your patient will expend no effort during
respiration because the ventilator will do everything. The ventilator will provide a consistent amount of oxygen
at a consistent time to the patient (eg: a breath every 5 seconds with the same quantity of oxygen delivered).
Consider a chemically or physically paralyzed person – they would need these types of breaths. On vent modes
with this setting the patient would NOT be able to take any spontaneous breaths, so use of these settings is
limited. (Mora et al., 2018)

2. Assisted Breath Support:
This breath support is partially controlled by the ventilator. This means that if the person is spontaneously trying
to take a breath the vent will let them, but if they do not take a breath in time, the vent will provide them one.
Essentially, with assisted breath support, the person can initiate breathing if they are able to, but if they fail to
initiate a breath in time, the ventilator will take over and breathe for them. (Mora et al., 2018)

3. Supported or Spontaneous Breath Support:
This is when breathing is triggered completely by the patient, but once the breath is triggered, the ventilator
will provide some very minimal oxygen and pressure support. (Mora et al., 2018.

TRACHEOSTOMY WITH VENTILATION:
If your patient is intubated for a prolonged period of time and cannot be liberated from ventilator support, the
medical team may wish to pursue placement of a tracheostomy. Below is a brief review of the components of
a tracheostomy. For further information on the components of a tracheostomy, refer to the Trachestomy 101
handout.

Outer cannula:
This is the outer tube that helps maintain the patency of the stoma (the opening made in the neck by the
tracheostomy)

Inner cannula:
•

This is a tube that fits inside the outer cannula and can be removed and replaced or cleaned after secretions
build up inside it.

•

The inner cannula may be “fenestrated” or have holes in it. It was once thought that a fenestrated trach
helped with speaking valve toleration, but this type of trach is a high risk for granulated tissue formation
and can make it more difficult to ventilate a patient.

•

http://medslpcollective.com/
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Ventilators 101:
A Basic Overview
Hub:

This is the prominent end of the inner cannula that is the point of connection between the tracheostomy tube
and ventilator tubing or a speaking valve.

Cuff:

This is an inflatable and deflatable balloon that surrounds the trach tube. It is used to seal the airway preventing
air from escaping from the lungs and will typically be inflated while patient is on vent support.

Pilot Balloon:

This is a plastic balloon connected by thin plastic tubing attached to the trach. This allows medical staff to
determine if the cuff is inflated or deflated.

Obturator:

This is the guide used during tracheostomy placement. After placement it is typically sterilized and saved in the
event of the trach accidently gets removed and needs to be replaced.

It is important to note that there are some single cannula tracheostomies on the market. A physician will make
the decision on the type of trach used for a patient.

http://medslpcollective.com/

64

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

Tracheostomy 101
Contributed by: Kelly Caldwell, M.S., CCC-SLP

INTRODUCTION:
In medical settings, patients may need temporary or permanent placement of tracheostomy tubes to manage
the airway. SLPs are uniquely qualified to restore communication and swallowing once these medical
interventions take place.
But first, let’s clarify the terms tracheoTomy and tracheoSTomy. The term “tracheoTomy” refers to the actual
procedure/incision into the trachea. “TracheoSTomy” refers to the opening that is formed. However, In recent
times, the terms are sometimes used interchangeably.

WHY:
Respiratory therapists manage equipment, ventilation, and pulmonary treatments. Pulmonologists manage
pulmonary conditions, perform procedures, and order treatments to improve the respiratory system. Neither
of these professionals fully manage the interaction of respiration, phonation, and the upper aerodigestive tract.
A collaborative team with the SLP, respiratory therapist, and MD is needed.

INSTRUCTION:
To effectively manage these patients, you need to know some basic information.

http://medslpcollective.com/
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Tracheostomy 101
Cuff inflated / Cuff up:

The cuff is inflated to create a closed system that allows for positive air pressure during mechanical ventilation.
The cuff likely does not need to be inflated once the patient is off the ventilator. Depending on the weaning
process in your facility, you may arrive to find a patient who is OFF the ventilator who still has an inflated cuff.
This is a good opportunity to discuss the reason for inflation with the medical staff. Always check the
pilot balloon to determine the status of the cuff. In the case of an inflated cuff, the pilot balloon will be inflated.

Cuff deflated / Cuff down:

The pilot balloon should be flat to indicate that the cuff is deflated (you cannot see from the bedside; it is
inside the trachea). This means that there is at least the possibility of air passing up and around the tracheostomy
tube and entering the upper airway. Please note that a deflated cuff does not guarantee that the patient can
successfully phonate or cough.

Decannulation:

This is the removal of a tracheostomy tube. “Decannulation” can include intentional removal by the medical
staff, self-removal by the patient, or it may have even “ slipped out.” When the decision is made to decannulate,
it is expected to be a permanent decision. The medical team is responsible for determining whether a patient
is ready for decannulation. Among the personnel who may be responsible for removing a tracheostomy tube
are pulmonologists, otolaryngologists, intensivists, anesthesiologists, physician assistants, nurse practitioners,
and respiratory therapists. Practices vary depending on setting and local governance.
You must know WHY the tracheostomy is present. Was the patient injured or does the patient have a
supraglottic, oropharyngeal, or oral mass/obstruction? Are the true vocal folds paralyzed in AD-ducted
position? Does the patient have an oral condition that requires the tracheostomy tube such as a tongue
flap reconstruction? WHO is the MD responsible for making decisions about the tracheostomy tube?

HOW:
Use the template on the next page to determine what has been done or needs to be done in order for you to
proceed with an evaluation. You can use this template to guide your chart review. Please note that editing will
be needed, depending on your patient and the circumstances under which the tracheostomy was created.
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Goal Writing 101
Contributions by: Corinne Primavera M.S. CCC-SLP

INTRODUCTION:
Goals are a means of tracking progress across treatment with the use of specific targets and measurements.
They help us, the clinicians, measure progress, but they are also read by interdisciplinary team members and
used in determining insurance reimbursement. It is essential that as clinical professionals, our goals are functional,
achievable, and appropriate so that the important work we perform as part of the healthcare team is fully
understood. With the demands of productivity growing higher and higher, generating appropriate goals often
falls to the wayside in favor of checkbox documentation systems and goal-banks. Although it is very easy to rely
on pre-generated goalbanks, our patients and our profession suffers consequences characterized by decreased
interdisciplinary respect and lower insurance reimbursement rates (Henley, 2017; Swigert, 2014). Instead, clinicians
may do better to use a goal-writing framework. A good framework ensures that goals are individualized, reflect
best practice by connecting skilled interventions to functional outcomes, and are clearly understandable from
multiple perspectives (i.e., clinician, reviewer, and payor).
One useful goal-writing framework is the Specific-Measurable-Attainable-Realistic-Timely (SMART) criteria.
A SMART goal is generated by answering 6 “W” questions (Sweigert, 2014). In this handout we will discuss
the following 6 components of effective SMART goals:

WHO?

WHERE?

WHAT?

WHEN?

HOW?

WHY?

Let’s take this short-term goal as an example to break down:
“The patient will demonstrate 80 effortful swallows within a 15-minute interval with moderate clinician support
in the form of verbal and visual cuing in order to improve pharyngeal strength for the support of safe and
comfortable P.O. intake.”
Who & Where? – “The patient…”
In the first step of the goal writing “formula”, we refer to the patient (the “who” part of the goal) with the initiating
statement: “The patient…” But this step really goes much further than that. All goals should be patient specific.
It’s important that we consider the patient’s unique strengths and weaknesses as well as their prior level of
function, hobbies, career, and most importantly, their own wants and needs when crafting our goals. It is also
important for us to consider WHERE the patient is regarding their health journey. Depending on your setting,
you may not be the final stop in that patient’s journey to recovery. Goal creation for a 47-year-old patient with a
new CVA and mild oral phase dysphagia will be completely different than for a 96-year-old patient with advanced
Parkinson’s disease, dementia, and an absent swallow.
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Goal Writing 101
What & When? - “…will demonstrate 80 effortful swallows within a 15-minute interval…”
The “what” component will be what specific exercise or activity you are targeting during your therapeutic
intervention, keeping in mind the “who” and the “where” of the goal. If your patient’s goal is to eat without
discomfort in their own home independently, your target may be to improve swallow function or independent
use of compensatory strategies.

SELECTING THIS COMPONENT REQUIRES SIGNIFICANT CRITICAL THOUGHT.
There may be tons of things that this patient needs, but what do they need MOST right now to move toward
their goals? What specific deficit does the patient exhibit that can be addressed in a meaningful and therapeutic
manner? From here, insert the specific number of repetitions and type of exercise or activity into your goal.
The “what” component should be specific and achievable. It MUST be measurable, utilizing a target number of
repetitions or a percentage of accuracy.
The “what” component is also where we decide whether the goal is addressing rehabilitation or compensation.
This will not only designate targets and approaches, but guide length of therapy decisions. If a patient’s prognosis
is good, and it is expected that rehabilitation will restore function, your goals, and treatment frequency/duration
will differ from that of an elderly patient with a progressive diagnosis who requires training for compensation only.
The goal should also include a specific time frame in which to achieve the criterion, or the “when” component.
In this case, the time frame is “within a 15-minute interval”. Avoid vague terminology such as “participates in” or
“tolerates” as these terms are far too general and do not indicate medical necessity (Henley, 2017; Swigert, 2014).
How? – “…with moderate clinician support in the form of verbal and visual cuing…”
In addition to the measurable component (the “what”), effective goals should also include a specified level of
support the patient requires to achieve that goal. How much support are you providing in order to successfully
perform the therapeutic task? Documentation of the level of cues/support provided is super important because
it allows the clinician to further document progression of skills and improved independence. Maybe your patient
couldn’t meet the criterion level of 80 effortful swallows in a 15-minute interval, but they were able to decrease
cues/support from max visual/verbal/tactile assist to visual assist only. That’s progress! Unless we document that
reduction of cues accurately, it may otherwise appear that our patient is not progressing, which may result in
premature termination of services due to perceived “lack of progress” or even an insurance denial.
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Goal Writing 101
Why? – “…in order to improve pharyngeal strength for the support of safe and comfortable P.O. intake.”
This question is often most relevant often for reimbursement purposes. Goals should be supported with evidence
that: 1) there is an issue within our scope of practice to address and 2) this issue is creating functional decline in
our patient and inhibiting activities of daily living (ADLs). When we are in a medical facility and a patient is
admitted there for specific diagnosis or condition, the therapy we are providing generally must be related to
that diagnosis or condition. This can be tricky because our patients frequently come to us with a variety of
diagnoses. As clinicians, we must know which diagnoses we can justifiably intervene in. We must also be able
to generate appropriate goals that relate directly back to those diagnoses. It is also good practice to include the
rationale in your goal in order to provide a direct reference that another therapist, a family member/caregiver,
or insurance company can understand.

STG vs. LTG:
When crafting your goals, there needs to be a clearly defined timeline for implementation. To be efficient
and effective (and reimbursed!) our goal must be obtainable within that timeframe. A longterm goal (LTG) is
something you want the patient to accomplish by the time they’ve completed therapy. It is the “end” point.
The baby steps we take to achieve the end goal are your short-term goals (STG). The short-term targets should
relate back to your long-term goal but be obtainable in shorter amounts of time. For example, if therapy is
anticipated to last about 4 weeks, the long-term goal will be aimed at 4 weeks. However, short term goals
should build upon each other and should be obtainable in a few sessions or 1-2 weeks. STGs should continue to
advance with the patient, adjusting the “what” criterion and “how” levels of support as the patient improves.
If there is no observed or measured progress, goals need to be reassessed.
Essentially, just as each patient is different, our goals should also be unique. Narrowing down which targets
to address will absolutely depend on the specific needs of each patient and where they are regarding their
rehabilitation journey.

70

2022 © COPYRIGHT THE MEDICAL SLP COLLECTIVE - ALL RIGHTS RESERVED

Goal Writing 101 Examples
In the Goal Writing 101 handout, we discussed how to write S.M.A.R.T. goals (Swigert, 2014) and helped you
differentiate between long-term and short-term goals. We were also reminded that even though use of
pre-generated goal-banks and check-box documentation is increasingly pushed upon us, taking the time
to create custom goals for each patient is one way to improve patient care, increase interdisciplinary respect,
and increase insurance reimbursement rates (Henley, 2014; Swigert, 2014). In this handout, we’ve provided you
with several examples of goals that target both rehabilitation and compensation.
When structuring your goals, it is helpful to consider if the LTG is restoration, compensation, or adaptation
based. This will not only designate targets and approaches, but guide length of therapy decisions.
If a patient’s prognosis is good, and it is expected that rehabilitation will restore function, your goals, and
treatment frequency/duration will differ from that of an elderly patient with a progressive diagnosis who
requires training for compensation and adaptation.

RESTORATION:
For successful rehabilitation of disordered or impaired function, LTGs will target improving or restoring function
through the use of integrative and action centered STGs.
For the purpose of this handout, let’s consider swallow rehabilitation.
If we consider this LTG:
LTG:) The patient will consume a preferred diet without complications from airway threat and maintain a
positive nutrition and hydration status.
STGs will represent therapeutic intake during the therapy session during active interventions.
Consider the setting for example goals below, where measurement of performance occurs as the patient
demonstrates a specific target in efforts to improve motor function/execution for the purpose of restoring
swallow function.
STGs)
1. The patient will complete 30/30x repetitions of straw sips against resistance within a 30 min session to
improve lingual tone and decrease bolus loss and drooling.
2. The patient will demonstrate an effortful swallow with a cup-sip of nectar thick liquid in 25/25 attempts with
no overt s/s of potential airway threat to improve pharyngeal squeeze, reduce residue and to improve safe oral
intake of liquids.

COMPENSATION/ADAPTATION:
Consider the length of treatment at this stage will generally be short term. The aim is to train the patient and
their caregivers to make informed decisions, and to perform compensatory or adaptive tasks that may maximize
comfort, safety, and nutritional value of PO intake.
Continuing with swallow function, let’s consider a scenario for a patient with a structural abnormality who may
not be appropriate for or have access to surgery/repair.
You discover with imaging that the patient is able to swallow comfortably and with less risk to their airway when
they do a head turn to the right for all consistencies during the swallow.
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Goal Writing 101 Examples
The LTG could say:
LTG)
The patient will demonstrate appropriate compensatory strategies independently for the purpose of consuming
their preferred diet without evidence of discomfort or airway threat.
STG examples for this LTG may include:
STGs)
1. The patient will demonstrate R head turn during 25/25 therapeutic trials across consistencies with min visual and
tactile support in order to improve carryover and habituation of compensatory swallow strategy.
2. The patient will verbalize rationale for R head turn independently following discussion/education across 2
sessions in order to improve self monitoring, carryover and generalization of compensatory swallow strategy.
Goal Examples:
•
Long-Term Goal Examples:
•
•

•
•

•

(Rehabilitation) - The patient will consume a regular diet with thin liquids without complications from
aspiration and maintain a positive nutrition and hydration status.
(Rehabilitation) - The patient will independently attend to all stimuli placed to the left of midline within
the left visual field during functional activities of daily living in order to increase safety in the home
environment.
(Rehabilitation) - The patient will independently communicate his/her wants and needs during
conversational exchanges with a familiar speaking partner.
(Compensation) - The patient will demonstrate appropriate compensatory strategies independently for
the purpose of consuming their preferred diet without evidence of discomfort or airway threat.

Short-Term Goal Examples:
•

•

•

•

•

(Rehabilitation) - The patient will demonstrate 80 effortful swallows within a 15-minute interval with
moderate clinician support in the form of verbal and visual cuing in order to improve pharyngeal
strength for the support of safe and comfortable P.O. intake
(Rehabilitation) - The patient will attend to stimuli placed at __degrees to the left of midline within the
left visual field during functional activities of daily living while utilizing the “lighthouse strategy” with
max/mod/min cues with __% accuracy in order to improve safety during daily tasks.
(Rehabilitation) - The patient will generate a fluent 1-2 word verbal response to a variety of familiar
open-ended questions within 30 seconds of the stimulus prompt when provided with semantic cues
in order to facilitate improved functional communication skills in the home setting.
(Compensation) - The patient will demonstrate R head turn during 25/25 therapeutic trials across
consistencies with min visual and tactile support in order to improve carryover and habituation of
compensatory swallow strategy.
(Compensation) - The patient will verbalize rationale for R head turn independently following discussion/
education across 2 sessions in order to improve self-monitoring, carryover and generalization of
compensatory swallow strategy.
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Motivational Interviewing
Contributions by: Valeria Gary, M.A., CCC-SLP,
ACE-Certified Behavior Change Specialist
The purpose of this content is to provide SLPs with information on Motivational Interviewing so that clinicians can
determine their patients’ life participation goals and establish a culture for patients as cocollaborators in creating
a treatment plan.
What Is Motivational Interviewing (MI)?
Miller and Rollnick (2012) describe MI: “motivational Interviewing is a collaborative conversation style for
strengthening a person’s own motivation and commitment to change” (p. 12). For SLPs, Motivational Interviewing
is a method of determining patients’ life participation goals and their motivation for working towards these goals.
By identifying these, SLPs can increase patients’ adherence to treatment tasks and home programs.
What Is the Role of Motivational Interviewing in Speech-Language Pathology?
Through MI, the SLP guides a patient through decision-making rather than directing the patient. This approach
is in contrast to the traditional medical model where the clinician gives the patient a plan to follow without
collaborating with the patient. Motivational Interviewing is appropriate for many areas of an SLP’s clinical practice.
Evidence for the use of MI exists for the following areas of clinical practice: Voice (Behrman, 2006), Dysphagia
(Smith & Robinson, 2013), Aphasia (Hersh et al., 2018), and TBI (Medley & Powell, 2010).
Why Should I Include Motivational Interviewing Into My Assessment and Treatment Protocols?
Motivational Interviewing is evidenced-based, can be performed in a short time, and does not require specialized
training (Miller & Rose, 2009). A review by Rubak et al. (2005) found that motivational interviewing outperformed
the traditional medical model of advice-giving in approximately 80% of studies reviewed.
Opportunities for MI occur during the initial evaluation, when asking about patients’ goals for rehab, during daily
sessions when creating or following up on home practice tasks, and when confronting patients about lack of
follow-through on therapeutic tasks. Interviewing is often associated with initial evaluations, but revisiting
patients’ awareness of the potential for better outcomes through changing behaviors has been shown to be
beneficial (Rubak et al., 2005).
Motivational interviewing is appropriate for a range of conditions associated with behavior (Rubak et al., 2005).
When we ask patients to perform strategies, use a new skill, or modify their environments, we are asking them to
change their behaviors. No studies have reported adverse effects of motivational interviewing (Rubak et al., 2005).
What Are Some Key Skills That I Should Have?
Miller and Rollnick (2012) have identified four key skills for MI: open-ended questioning, affirming, reflecting, and
summarizing.
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Motivational Interviewing
What Are Some Questions I Should Ask?
General:
•
What is the most important thing that you want to accomplish today?
•
What is going well at work/school/home?
•
What is not going well at work/school/home?
•
What are your biggest concerns?
•
What would your day look like if therapy works out the way that you hope?
•
What do I need to know about you and your situation to provide you with excellent care?
Dysphagia
•
What are some foods that you want to eat but are having difficulty chewing and swallowing?
•
What foods are important for you to be able to include in your diet?
Aphasia
•
What are the most important things that you need to be able to communicate?
•
What are some things that you need to be able to read and understand?
Cognition
•
How have you been keeping track of your medications?
•
How does your memory difficulty impact your day-to-day life?
Motor Speech
•
What has been the most frustrating aspect of having speech that is not easy to understand?
•
What are some situations in which you absolutely need your speech to be clear?
Voice
•
What would happen if your voice stayed the same as it is right now?
•
Considering all of the times during the day when you use your voice, what are some of the most critical
times that you need your voice to be clear?
What If My Patient Has No Goals?
While motivational interviewing is designed for patient-clinician collaboration, there are situations where patients
cannot identify or communicate their goals. Eliciting the help of family members or care partners (speaking
on behalf of the patient’s best interests) is a critical part of these conversations. Once the goals are established,
consider using frameworks such as shared decision making (a patient-centered approach to help the patient and
care partners, as applicable) to determine how to reach these goals. While shared decision making is outside the
scope of this resource, those interested in this framework should consult Armstrong (2007) and Elwyn et al. (2014).
What Happens After the Motivational Interview?
Once the patient’s priorities and needs are identified, the next step would be to work with the patient to create
person-centered goals. Using tools such as a readiness ruler and Goal Attainment Scaling are evidenced-based
ways to create these goals. An upcoming resource will detail these procedures.
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What is a Rate of
Perceived Exertion Scale?
Contributions by: Mary Burns, MS, CCC-SLP
Speech-Language Pathologists (SLPs) are often tasked with recommending structured exercise programs to their
clients. A key component to developing successful programs is understanding how well a person tolerates any
given exercise. Perceived exertion is a subjective measure of effort, strain, discomfort or fatigue experienced
during exercise (Noble & Robertson, 1996). When measured with a Rate of Perceived Exertion (RPE) scale,
clinicians can begin to capture how physically or mentally difficult an exercise is for a patient. RPE may be used
as a complement to physiological stress indicators such as heart rate or oxygen consumption, helping to guide
exercise intensity (Borg, 1982). The purpose of this introductory level resource is to provide an overview of various
RPE scales and how they may be incorporated into your clinical practice as a SLP.

THE BORG SCALES:
Created by Gunnar Borg, the Borg Scale was the first published rate of perceived exertion scale (Borg, 1970).
Although it has since been modified, the original Borg Scale ratings spanned from 6 to 20, using descriptive
phrases from “very, very light” to “very, very hard” (Borg, 1970). This scale, developed with healthy adults, showed
a high correlation between a person’s perceived level of exertion and their actual heart rate (Borg, 1982). Because
of this, the Borg scale is a preferred method for assessing exercise intensity in cardiac patients or individuals taking
heart medications (CDC, 2020). The original scale was later modified to include a category (C) ratio (R) scale, which
is known as the Borg CR10 Scale ® or the “Modified Borg Scale.” This scale spans 0 to 10 and is most commonly
used to measure dyspnea or RPE but can be used to measure most perceptions or experiences (eProvide, n.d.).
The Borg Scale and the Borg CR10 ® are commonly displayed as a series of numbers with brief written explanations
(National Heart Foundation of Australia, 2014). Visual representations are often modified to use colors or faces to
further improve their utility.

THE OMNI SCALE OF PERCEIVED EXERTION:
This 10-point scale of perceived exertion was originally validated for use with children across a variety of dynamic
exercises (Robertson et al., 2000). Continued research showed that young children were successful in using
the OMNI scale to self-regulate their intensity during exercise (Robertson et al., 2002). The OMNI RPE scale is
commonly displayed as an upward sloping line marked with numbers 0-10 and brief descriptive statements
(e.g., “somewhat easy”). On top of the sloping line there is a drawing of an individual completing an exercise with
progressively increasing intensity (e.g.: walking, lifting weights, riding a bicycle).
Use of this tool expanded into the adult population when it was examined and validated against the Borg Scale
for use with young adults during cycling (Robertson et. al, 2004). It is commonly referenced as an optimal
approach to strength training in the elderly population (Buskard et al., 2019; Morishita et al., 2019). Another
iteration of this tool, the OMNI-VES, is a scaled measurement of voice related perceived exertion. The work of
Shoffel-Havakuk et al. (2019), validated the OMNI-VES as a tool for rating voice-related exertion in individuals with
adductor spasmodic dysphonia.
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What is a Rate of
Perceived Exertion Scale?
THE DALHOUSIE DYSPNEA AND PERCEIVED EXERTION SCALES:
The Dalhousie Scales were developed for use with children and adolescents. Authors of these scales sought
to address concerns of the validity of the Borg scales with the pediatric population (Pianosi et al., 2014). This
tool consists of seven sequenced illustrations, depicting chest tightness, throat closure, breathing effort, and
leg exertion/fatigue (Fig.1). Work by Pianosi et al. (2015) demonstrated children and adolescents preferred the
Dalhousie pictorial scales to the Borg CR-10 scale for measurement of dyspnea as well as leg exertion.
Figure 1
From: Measuring Dyspnea and Perceived Exertion in Healthy Adults and with Respiratory Disease: New
Pictorial Scales
Dalhousie Dyspnea and Perceived Exertion Scales. Each scale depicts a specific construct with severity increasing
from left to right. The top row depicts breathing effort; the second set of pictures depict the construct of chest
constriction or tightness; the third row depicts throat narrowing; whereas the bottom row depicts the perceived
exertion scale (for predominantly leg exercise). Creative Commons License 4.0: https://rdcu.be/b4rDA
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What is a Rate of
Perceived Exertion Scale?
THE VISUAL ANALOGUE SCALE:
Although not designed specifically for measuring rate of perceived exertion, the visual analogue scale (VAS) is
a simple tool which can be easily implemented in any setting. This tool is customizable to measure any desired
experience/perception (Crisafulli & Clini, 2010), which could include perceived exertion. Although there has been
controversy related to scoring and interpretation (Kersten et al., 2012; Price et al.2012), the use of a simple tool
with limited written or verbal requirements can be particularly useful for SLPs. To complete, the clinician draws a
100mm long horizontal line. The left edge is marked to represent the minimum possible, the right edge reflects
the maximum possible. The patient is asked to mark the line, rating their experience on a continuous scale.

Example: How hard did you work during the last set of exercises?

Not working
at all.

Working as hard
as possible.

How might RPE scales be beneficial in therapy?
RPE scales are well established and valued tools for exercise prescription and intensity regulation across disciplines
(Lagally & Amorose, 2007; Bove et al., 2016). Speech-Language Pathologists can incorporate RPE scales such as
the CR10 Scale ® or the OMNI-VES into clinical practice as evaluation and outcome measures, as well as patient
training tools (Gallena et al., 2019; Hegland et al., 2019; Sheffler, 2014; van Leer & van Mersbergen, 2016). SLPs can
use RPE scales to establish, progressively increase, or alter target exercise intensity for a patient based on their
individual needs. RPE scales also serve as useful visual tools for training patients to self-regulate during home
exercise programs.
Many factors may influence a patient’s rate of perceived exertion (i.e. dyspnea, cognitive impairment, weakness,
depression, fatigue). Utilizing an RPE scale allows clinicians to ask informed questions and complete a more
thorough analysis of the patient and their needs. These tools should always be used in conjunction with
other measures as a part of assessment and skilled intervention.
How can I access these tools?
Various illustrations of the Borg Scale, the Borg CR10 ®, Dalhousie, and the OMNI RPE scales are easily accessible
online (Haile et al., 2015; National Heart Foundation of Australia, 2014; Pianosi et al., 2014). Please ensure adherence
to copyright laws when selecting a tool from any online database.

http://medslpcollective.com/
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Oral Mechanism
Examination Book
With Contributions from Mary Burns M.S., CCC-SLP
In order to ease the process of the oral mechanism examination, we have created images for use by
speech-language pathologists which can be printed and laminated. This booklet was created utilizing information
from the Cranial Nerve Examination Resource and the Clinical Swallow Examination Resource found on the
Medical SLP Collective website. We suggest laminating the images and instructions in order to disinfect the
booklet between patients.
The Cranial Nerve Examination Resource can be found at: https://medslpcollective.com/cranial-nerveexamination/
The Clinical Swallow Examination Resource can be found at:
https://medslpcollective.com/wpcontent/ uploads/_pda/2018/12/MedSLPCollective-Handout-Clinical-SwallowExamination.pdf

Open your mouth as wide as you can.

Smile and show me your teeth.

Stick your tongue straight out.

Push your tongue strongly against this depressor.

Touch your tongue to each corner of your mouth
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Push your tongue strongly against
this depressor.

Pucker your lips.

Clench your teeth.

Puff your cheeks full of air. Hold it in.

Show me your teeth while you frown.

Raise your eyebrows.

Move your jaw from side to side.
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Understanding Medications:
An Overview for SLPs Working
With Older Adults
With Contributions from Megan Malone, M.A., CCC-SLP

INTRODUCTION:
Medications can have a profound effect on a patient’s health and their performance in skilled therapy. SLPs
working with older adults can benefit from increased understanding of commonly prescribed medications for
this population and their side effects. Improved education can lead to enhanced understanding during chart
reviews, better identification of adverse drug reactions, and functional treatment planning, leading to better
patient care and outcomes. This information was presented by the author as a technical session at the 2019
Annual Convention of the American Speech Language and Hearing Association in Orlando, Florida.
Overview of Medication Usage by Older Adults:
Medication usage by older adults in the United States has steadily increased in recent years. According to MD
Magazine (2010), “more than one-third of prescriptions drugs used in the US are taken by elderly patients, with
the ambulatory elderly filling between 9-13 prescriptions a year (including new prescriptions and refills). The
average elderly patient is taking more than five prescription medications, and the average nursing home
patient is taking seven medications.” The presence of adverse drug events (ADEs) is also prominent in the elderly
population. According to the New England Journal of Medicine, the frequency of ADEs in outpatients is 10-35%,
in post discharge patients is 15% and in hospital patients is 6.7%, with 72% of ADEs in primary care and 42% in
long-term care being preventable (Tinetti et.al, 2004).
Implications to Speech Language Pathologists:
Speech Language Pathologists (SLPs) working with older adults in a variety of settings such as hospitals,
outpatient clinics, skilled nursing facilities and home health care require a basic knowledge of the prominent
types of medications patients are taking to understand possible effects on speech, cognition, swallowing, and
effects on the patient as a whole. According to the Scope of Practice in Speech Language Pathology, SLPs can
“review medical records to determine relevant health, medical, and pharmacological information” as part of the
assessment process (ASHA, 2016). Medication review is also part of the Merit-Based Incentive Payment System
(MIPS) under quality ID #130 if the SLP is employed by a participating institution (CMS, 2019). The review of
medical records, including review of medications, is vital to understanding the global picture of a patient and
is necessary for determining how treatment areas seen by SLPs may be affected by diagnoses and related
medications. Often, SLPs are not provided with formal training related to classes of medications and their side
effects, forcing the SLP to research medications independently and/or learn from physicians and colleagues in
nursing and pharmacology.
Top Categories of Medications Taken by Older Adults:
Older adult patients may be taking a variety of medications. Five categories of medications that are commonly
prescribed to older adults include: anticholinergics, muscle relaxants, benzodiazepines and non-benzodiazepines,
anti-hypertensives, and diabetes medications (Boreen, 2015). All of these categories of medications have differing
side effects, which can have a direct effect on speech, cognition, and swallowing as well as possible impact on
a patient’s overall health and performance in speech treatment. For example, anticholinergic medications
(e.g. Aricept, Exelon, and Razadyne) block the action of the neurotransmitter chemical, acetylcholine, and help
send signals to other cells affecting muscle contraction, learning, and memory (The Senior List, 2019).
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Understanding Medications:
An Overview for SLPs Working
With Older Adults
Side effects for this category of medications include dry mouth, confusion and delirium, which can have direct
impact on eating, swallowing, and cognitive skills. Additional side effects of this category of drugs can include
drowsiness and fatigue, which can affect a patient’s ability to concentrate in treatment. This category of drug
could also affect the patient’s energy level when eating or walking, putting the patient at risk for possible choking,
reduced intake or falls. It is important for SLPs to be able to recognize these and other medications during review
and increase awareness of how these medications and side effects may affect treatment. The chart below displays
the top five categories of medications prescribed to older adults:

Polypharmacy and Prescribing Cascades:
“Medications are often used in older adults based on studies of younger persons without significant comorbidities”
(Kim, et. al, 2018). Therefore, because of age related changes to the body such as metabolism, body composition,
and the presence of conditions and diagnoses that may occur later in life, medications may work differently in an
older adult than they may work with someone younger (AGS Health in Aging Foundation, 2019). Many older adults
are dealing with multiple health conditions. As a result, they are often taking several medications. Polypharmacy
refers to the taking of five or more medications at the same time. This can often lead to an increase in negative
side effects or a decrease in the desired effects of a medication (AGS Health in Aging Foundation, 2019).
Medication prescribing cascades occur when patients are prescribed medications to treat the adverse side effects
of previously prescribed medications (Boreen, 2015; Rochon & Gurwitz, 1997).
Examples are as follows:
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Understanding Medications:
An Overview for SLPs Working
With Older Adults
Patients are at greater risk for adverse drug reactions (ADRs) when medication cascading occurs. Common ADRs
in the elderly include falls, gastrointestinal distress, incontinence, constipation, confusion, depression, anxiety and
insomnia (Divine, n.d). Knowing this information, SLPs reviewing a patient’s medical chart or medication list can
have better awareness as to which ADRs a patient may be at risk to develop and can help monitor the patient
during care and/or develop strategies in speech treatment related to circumventing these ADRs. Example cases
are as follows:

Conclusion & Recommendations:
Understanding medications and their side effects is a pivotal part of patient care. SLPs should work with other
disciplines on a patient’s care team, such as the patient’s physician, nurses, or medical director to increase
knowledge related to medications. When reviewing a patient’s chart or medication list, use of online references
and mobile apps can be beneficial. The following are examples of online references and mobile apps:

SLPs can be assistive in identifying the presence of side effects or adverse drug reactions when working with
patients, which should be shared with the patient’s care team. Knowing how medications are affecting the
patient can also provide insight into assessment and treatment by SLPs for areas such as speech, swallowing,
and cognition. It is important to note that providing advice or recommendations regarding prescriptions or
medications must be reserved for the patient’s physician, nurses, and/or pharmacist.
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Quick Start Guide to Goal
Attainment Scaling
With Contributions from Valeria Gary, M.A. CCC-SLP
Standardized assessments provide Speech-Language Pathologists (SLPs) with information on a patient’s
impairments. These measurements, however, often do not aid in creating functional goals or reflect behaviors
that are important to the patient. The purpose of this resource is to provide SLPs with information on Goal
Attainment Scaling so that clinicians can work with their patients to create measurable, reasonable, and
person-centered life participation goals.
What Is Goal Attainment Scaling (GAS)?
First introduced in the 1960s by Kiresuk and Sherman (1968), Goal Attainment Scaling (GAS) was created to
assess mental health outcomes. Since then, GAS has been utilized in other areas, including neuro-rehabilitation
(Ertzgaard et al., 2011; Fox et al., 2012; Mastos et al., 2007; O’Brien et al., 2013; Rice et al., 2017; Schlosser, 2004;
Siegert & Levack, 2014; Turner-Stokes, 2009). GAS focuses on improvement in life participation and abilities
rather than changes in disability (Baylor & Darling-White, 2020; Ertzgaard et al., 2011).
Why Should I Utilize Goal Attainment Scaling When Creating Goals?
When asked to set their own goals, patients tend to set goals directly related to functional outcomes rather
than disability (Reid & Chesson, 1998). GAS offers several advantages for creating treatment and home exercise
programs. It helps to set clear, realistic, and measurable expected outcomes (Turner-Stokes, 2009). It also allows
the patient to take an active role in the planning process, improving adherence to treatment tasks and home
exercise programs (Ertzgaard et al., 2011). GAS outcomes are not influenced by diagnostic type or demographics
(Liu et al., 2004). GAS captures improvement in meaningful, person-centered daily function goals better than
measures focused on impairment or disability alone (Grant & Ponsford, 2014).
What are Some Limitations to Using GAS?
When patients cannot set goals themselves due to severe impairment or lack of insight, the SLP and the
patient’s care partners must make assumptions about their needs and goals (Liu et al., 2004). Using GAS can
provide a solution to this dilemma by creating goals with the intent of reducing caregiver burden (Ertzgaard
et al., 2011). Another limitation is that the initial goalselection process can be time-consuming because five
meaningful outcome levels have to be identified to create the scale. The time spent with creating the goals
is time well-spent, as it improves patient participation and motivation (Grant & Ponsford, 2014).
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Quick Start Guide to Goal
Attainment Scaling
How Do I Create a Goal Attainment Scale?
The information outlined in the table below details the steps in creating a GAS based on the work of Krasny-Pacini
et al. (2013).
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Attainment Scaling
What Should I Ask to Elicit the Goal Levels?
Questions should be asked to elicit a target at each level. The sample questions below are based on another
goal-related scaling system called self-anchored rating scales (Fox et al., 2012).
Sample Questions By Level:

A score of -2 would be used for the current level if the patient’s current status is so low that it cannot be worse
(Turner-Stokes, n.d.). Examples would include a patient with dysphagia who is NPO, or a patient who currently
attends to the left 0% of the time.
What Are Examples of Goals Created with This Method?
Note: Goals on the plan of care should be written as “SMART” goals: specific, measurable, at-tainable, relevant,
and time-bound (Hersh et al., 2012). An example would be, “In order to partic-ipate in meetings, the patient will
give a 30-minute presentation in a quiet environment without strain or hoarseness by 4 weeks.” The goals
below are not complete SMART goals but are de-signed to give ideas on how behaviors and measurements may
be scaled. Goals must be indi-vidualized and specific to the patient’s abilities and desires because participation
in daily life is the starting point for treatment planning (Baylor & Darling-White, 2020).
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What Happens if the Patient’s Goals are Unrealistic?
GAS is helpful in goal planning when a patient’s goals are unrealistic. If the SLP’s clinical knowledge of expected
outcomes conflicts with the patient’s expected outcomes, negotiation of the goals would need to occur. The SLP
would have a discussion with the patient to help the patient create interim goals. Using GAS, the SLP would score
the patient’s unrealistic outcome as +2 (much better than expected), and the intermediate steps would be scored
accordingly. This objective scoring allows the patient to see that his/her/their personal goals have not been ignored
(Ertzgaard et al., 2011). However, it also shows the patient the steps that will need to be completed to bridge the
gap between current functioning and expected outcome.
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Differentiating and Advocating
for Laryngeal Imaging Exams
Contributed by Kelly Caldwell, M.A., M.S., CCC-SLP

WHY:
Many Speech-Language Pathologists (SLPs) may not regularly have access to FEES and may not have training
in videostroboscopy. There are even fewer SLPs who work regularly with Otolaryngologists (Ear Nose and Throat
Doctors, or ENTs). As a profession, SLPs need to have a working knowledge of a) what ENTs do, b) what laryngeal
imaging exams are available, and c) the purposes served by each exam. The collaborative relationship between
SLP and ENT is enhanced by knowing what possible outcomes can be gained by a consult or office visit with the
ENT physician (Cohen et al., 2015a; Cohen et al., 2015b; Carroll et al., 2017).

HOW:
This document was created to summarize the various procedures so you can understand what the outcomes of
the procedures could be. It may also help you advocate more effectively for the procedures your patients need
by giving you the direct wording for what is evaluated and why.
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Differentiating and Advocating
for Laryngeal Imaging Exams
Getting the Referral for Laryngeal Imaging: Rationale and Support
Our patients need help getting to the bottom of the “why” – what triggers the problem, what contributes to
the problem, and ultimately, what is the underlying cause. In voice, swallowing, and upper airway disorders,
there could be any number of causes that need further investigation, as these are simply symptoms of an
underlying disorder (see: Aerodigestive Disorders, ASHA.org). Further investigation via laryngeal imaging is
medically necessary:
•

•
•

•

In cases of chronic refractory cough, the underlying cause should be identified and treated because
“speech therapy may not deliver sustained benefit if there is an ongoing underlying driver of symptoms”
(Hull et al., 2016).
Specialty voice evaluation including videostroboscopy may result in changes to diagnosis, antibiotic and
proton pump inhibitor prescriptions, voice therapy, and laryngeal surgery (Cohen et al., 2015a).
Shortening the time between primary care visit and otolaryngology consult results in reduced healthcare
costs and delayed ENT evaluation may result in an “adverse impact on disease-specific survival”
(Cohen et al., 2015b)
Malignancy may be missed without laryngoscopy (Fink, 2013).

To advocate for Speech therapy involvement, the multidisciplinary team (MDT) model can improve outcomes in
several disease populations as noted below:
•
•
•
•

Parkinson disease: improvements post treatment and at six months post treatment; improved quality of life;
improve function and mortality at six months after hospitalization (Skelly et al., 2012).
Head and Neck Cancer: A multidisciplinary board or MDT including speech pathology and other services
may improve survival (Liu et al., 2019; Townsend et al. 2017).
Voice therapy following vocal fold surgery (Macedo et al., 2014).
Physicians tend to evaluate anatomical issues while SLPs evaluate physiology and stimulability for voice
therapy (Fink, 2013).

It is important to note that ongoing training for multi-disciplinary team members may be necessary for maximal
effectiveness of the MDT (Brammer et al., 2020). While you work on collaborative care in your practice or healthcare
system, you can start by advocating for laryngeal imaging. It is essential to use specific verbiage to advocate for
and recommend imaging for your patient. Stating what you need to know from the consult with the ENT assists
the receiving provider to understand why the patient is there in the first place. A streamlined consult with a
specialist enables you and your patient get the answers you need to improve their treatment plan.
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Need Help on Sending Requests for Imaging to Maximize the Results?
Option 1: Send a referral form that is signed by the referring physician. If your physician is not in-house, fax a
form with a blank signature line, include a fax cover letter requesting signature, and ask them to fax it to the
provider you’ve requested. Your referral form can be as detailed as you need it to be. Make sure you include a
“special requests for testing” section. A sample form is included in this resource.
Option 2: Call the preferred provider’s office to leave a message for them. Let them know (succinctly) what
specifically you need answers on. Use the medical format of Situation, Background, Assessment,
Recommendation (SBAR; Institute for Healthcare Improvement).
Option 3: Fax your most recent treatment note with the “Plan” section showing what information you hope to
obtain from imaging. You could include a sentence such as “Recommend ENT consult to evaluate dysphonia,
dysphagia, and chronic cough with flexible laryngoscopy as indicated”
Option 4: Get a working relationship with the surgical tech or RN for the ENT. Start by calling and introducing
yourself. In many ENT offices, the surgical tech or RN is the person who writes the “subjective” part of the ENT
note and does the patient interview prior to the ENT. If you can give them specific details you want to know
this can be helpful to guide the visit. You can make sure the tech has your phone number on file to call you
with questions.
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Speech-Language Pathology
and the Body Systems
Part 1: the Respiratory System
Contributed by Lauren Hermann, M.S. CCC-SLP

INTRODUCTION:
Everything in the body is connected, and speech-language pathologists (SLPs) should have a general
understanding of major body systems as they relate to speech, language, cognition, voice, and swallowing.
While many people may think SLPs only work from the neck up, understanding systems from the neck down
will improve our assessments and treatment plans, promoting better outcomes. The purpose of this resource
series is to help SLPs develop a deeper awareness of body systems and use this information in daily practice.
This series will not cover the brain, cranial nerves, oropharynx and larynx given the heavy focus on this anatomy
throughout our training and the number of resources already available on these topics.

LUNG FUNCTION:
The lungs’ primary function is to supply our bloodstream with oxygen from our environment and facilitate the
oxygencarbon dioxide exchange (Haddad & Sharma, 2020). Once oxygen is drawn into the lungs, it transports
through the alveoli into the capillary network, where it ultimately perfuses to our tissue and organs.
Anatomy & Physiology (Drake et al., 2010; Haddad & Sharma, 2020)
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WHY LUNGS MATTER TO SPEECH-LANGUAGE PATHOLOGISTS:
Speech, Voice, and Communication
Respiration is the foundation of vocal expression. In order to vocalize and express a sufficient number of words in
one breath, there needs to be adequate respiratory function.
•

•
•

Speech can be impacted by poor breath support and coordination during speaking tasks, resulting in rushed
words and reduced speech intelligibility. There is a difference in our breathing patterns when we speak versus
when we breathe at rest (Binazzi et al., 2006)
Voice can be impacted by structural changes from chronic coughing or lung disease process (e.g. edema,
unhealthy mucosa, excess congestion), which can result in acoustic changes or dysphonia (Saeed et al., 2018).
Communication can be impacted when a patient is intubated or ventilator-dependent and cannot tolerate
a speaking valve, requiring augmentative and alternative communication (AAC) devices (ten Hoorn, 2016).

Cognition
The brain has the third highest oxygen demand of any organ in the body (Hall, 2011). There is an established
association between impaired lung function and cognitive impairment (i.e. hypoxic brain injury); however,
other lung-related processes can also contribute to reduced cognitive functioning. This includes increased
carbon dioxide (CO2) retention (Antonelli-Incalzi et al., 2008 and white matter structural changes caused by
lung cancer (Scherling et al., 2012). Cognitive decline can be observed across various lung diseases, including
COPD, emphysema, and pneumonia.
•

Domains of cognition that can be impacted by poor pulmonary function (Andrianopolous et al., 2017):
•
•
•
•
•
•

Memory
Attention
Visuospatial abilities
Executive functions
Language
Social cognition/emotions

Swallowing
Swallowing and airway protection during oral nutritional intake require adequate breath-swallow coordination
(Matsuo & Palmer, 2009). When a pulmonary disease is present, the breath-swallow coordination can be
negatively impacted and increase the risk of aspiration and rapid fatigue during meals, further risking
malnutrition (Matsu & Palmer, 2009). While the typical breath-swallow pattern is exhale-swallow-exhale,
research has found that individuals with pulmonary diseases, stroke, Parkinson’s disease, and other
neurological diseases are more likely to demonstrate an inhale-swallow-inhale pattern, increasing the risk
of aspiration (Butler et al., 2007; Hadjikoutus et al., 2000; Leslie et al., 2002)
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and the Body Systems
Part 1: the Respiratory System
DISEASES AND PULMONARY CONDITIONS:
The list of diseases that can impact the lungs is extensive. This brief list will only highlight four of the more
common lung diseases we may encounter. Each disease/condition listed is linked to other MedSLP
Collective resources for further reading.

Conclusion:
As discussed throughout this resource, pulmonary dysfunction can impact speech, voice, swallowing, cognition,
and communication. You are encouraged to learn about the disease or condition your patient has and its potential
impacts on these five domains of our profession as speech-language pathologists. For further reading on specific
pulmonary conditions, review the “Specific Conditions,” “Pediatric Respiratory Management,” and “Tracheostomy”
sections in the resource library in the MedSLP Collective.
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Chest Imaging for SLPs
With contributions from Lauren Hermann, M.S. CCC-SLP
The purpose of this content is to provide speech-language pathologists (SLPs) with further information on
chest imaging to better understand terminology, impressions, and implications of the findings. Having a basic
understanding of chest imaging interpretation is important to use in conjunction with the patient’s medical
history and swallow assessment in order to help the clinician better understand dysphagia-related aspiration
pneumonia (DAP) and nondysphagia- related aspiration pneumonia (NDAP) (Coyle & Matthews, 2010). This
resource is intended for SLPs with introductory-level knowledge of cardiothoracic anatomy and chest imaging.
It should be noted that chest imaging, while an important diagnostic tool, cannot be used alone to confirm
aspiration pneumonia. It is not within the SLP’s scope of practice to form a diagnosis based on chest imaging.
The terminology defined below is meant to be used as a basic guide to understand the findings and conclusions
made by the radiologist, which helps us to understand the whole clinical picture.

TYPES OF CHEST IMAGING:
Anteroposterior (AP) Chest X-ray: Front-to-back projection of the chest. Typically done while the patient is lying
down, commonly used with patients who are critically ill and cannot stand up (Gay et al., 2013). AP projection can
magnify the heart, resulting in the heart appearing enlarged when it is not (Gay et al., 2013).
Upright Posteroanterior (PA) Chest X-ray: Back-to-front projection of the chest. This is preferred over AP chest
xray because the upright position allows the diaphragm to descend more during inspiration, allowing greater
lung expansion and organs to be less distorted on imaging (Gay et al., 2013).
Lateral Chest x-ray: Side projection of the chest. This can help the radiologist to better localize consolidations
and other findings and can be useful in assessing the retrocardiac and retrosternal airspaces (Er & Murphy, n.d.).
Chest computed tomography (CT): Produces 3D view of organs, bones, soft tissues and blood vessels. Captures
images of the body in “slices” instead of a single image. This is superior to chest x-ray and is considered to be the
“gold standard” in detecting complications of aspiration pneumonia because of its increased sensitivity and
specificity, but requires more radiation exposure (Namiki & Kobayaski, 2019).

ANATOMY OBSERVED IN CHEST IMAGING:
Terms we are familiar with: Trachea, ribs, diaphragm, lung.
Lung lobes:
RUL: Right upper lobe, RML: Right middle lobe, RLL: Right lower lobe
LUL: Left upper lobe, LLL: Left lower lobe
Terms we may be less familiar with
Hilum (hila): Also known as the lung roots. This is the point of entry on each lung for the bronchus, blood vessels,
and nerves (Oliver et al., n.d.)
Costophrenic angles: The sharp angles at which the lateral edges of the lower lobes of the lungs meet the
diaphragm (Coyle, 2013). If these angles are not sharp (i.e. they are blunted), this can indicate a pleural effusion,
though other etiologies are possible (Blanchette & Grenier, 2014).
Cardiac silhouette: The outline of the heart. If the heart is enlarged, you might see the term cardiomegaly.
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Chest X-ray
findings:
Terms,
definitions, and
possible causes.
The lists of
possible causes
are nonexhaustive.
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Radiographic findings and terminology related to aspiration:
Evidence suggests that patients with aspiration present with diverse chest radiographic findings, however the
location of pulmonary findings related to aspiration are more commonly observed in the right lung and lower
lung zone distribution (Scheeren et al., 2017). Aspiration pneumonia is gravity dependent, meaning that the
localization of the pneumonia will vary based on the patient’s body position at the time of aspiration.
For example, RUL pneumonia is commonly seen in individuals with alcoholism who vomit while in the prone
position, and individuals who aspirate while lying on their left side tend to have left sided infiltrates (Sanivarapu
& Gibson, 2019).
It is important to use radiographic findings in combination with the patient’s medical history and other
symptoms. The finding listed below do not definitively mean aspiration pneumonia; they could also be
associated with other respiratory infections, including COVID-19.
Common radiographic findings with acute aspiration of oral pathogens, food, or liquid:
Pulmonary infiltrates; localized segmental or lobar consolidation; focal or patchy, ill-defined lung consolidations;
increased opacity (typically unilateral but may involve both lungs) (Franquet et al., 2000; Scheeren et al., 2017)
Common radiographic findings in acute aspiration of gastric acid:
Bilateral perihilar, ill-defined, alveolar consolidations; multifocal patchy infiltrates; segmental or lobar consolidation,
which is usually localized to one or both lung bases (Franquet et al., 2000)
How do I know if it’s related to dysphagia?
According to Coyle and Matthews (2010), “SLPs typically are charged with determining whether their patients
have dysphagia-related aspiration pneumonia (DAP), non-dysphagia-related aspiration pneumonia (NDAP),
communityacquired pneumonia, health care-associated (nosocomial) pneumonia, or aspiration pneumonitis”
(p.14). The presence of pneumonia/infiltrates/consolidations on chest imaging does not automatically mean the
patient has dysphagia-related aspiration pneumonia. What are some things SLPs should think about when
aspiration pneumonia is suspected or diagnosed?
SLPs should consider the various causes of aspiration pneumonia. A person might have pneumonia related to
reflux or an isolated choking or aspiration event without symptoms of oropharyngeal dysphagia. If a patient has
known gastroesophageal reflux disease (GERD) and is taking acid-suppressing drugs, the gastric environment
will now allow for the swallowed oral pathogens to thrive, thus increasing the risk of developing pneumonia
from refluxing the oral pathogens from the stomach into the airway (Eurich et al., 2010; Hsu et al., 2017).
Investigate: Does the patient have any diagnoses that can cause dysphagia? Was there a known diagnosis of
dysphagia prior to pneumonia? Does the patient report noticing symptoms of dysphagia prior to the onset of
their pneumonia? Was there an emesis (vomiting) event prior to developing pneumonia? Does the patient
have GERD, and are they taking anti-reflux medications?
Be aware: Pneumonia can cause an acute dysphagia that should resolve. We must consider the effects of
medication, lethargy, acute encephalopathy, hypoxemia, and malnutrition resulting in an impaired or unsafe
swallow (Coyle & Matthews, 2010). For patients who have a pre-existing dysphagia, pneumonia can temporarily
worsen their dysphagia (Coyle & Matthews, 2010).
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Speaking Valve
Evaluation Template for
Ventilator- Dependent Patients
With contributions from Kelly Caldwell MA, MS, CCC-SLP
As speech-language pathologists, we know the importance of communication. For patients who are ventilatordependent, the use of a speaking valve can be essential for the communication of both wants and needs. To
assist with improving the ease of speaking-valve evaluations for ventilator-dependent patients, we have created a
template that can be used in your clinical practice. This resource allows you to document the reason for ventilation,
important objective information, assessment data, and the next steps for the patient’s care plan.
If you would like clarification or more information on the terminology and ventilator basics, we encourage you to
refer to our resources in the tracheostomy library! We have "Ventilators 101: A Basic Overview" and "Ventilators 102:
Modes of Mechanical Ventilation." For additional information on speaking valves, don't forget to review our other
speaking valve focused resources in the tracheostomy library: "How Speaking Valves Work to Allow for Speech,"
and "Speaking Valves and Swallowing Benefits."
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Medical Setting AAC Boards
(English & Spanish)
With contributions from Kelsey Day, MS, CCC-SLP
The following augmentative and alternative communication (AAC) boards were developed for use in medical
settings with patients unable to communicate verbally. The number scale on the left of the board is intended
to communicate pain severity; the human figure may be used to localize the area of pain. Frequently requested
objects and actions are found within the white cells. Requests for people (e.g., physicians, nurses, family) are
found within the tan cells. Feelings are located within the yellow cells. On the second page is an alphabet board,
which is organized with vowels forming a column on the left (highlighted in red).
AAC boards can be used for the following patient populations (note that this is not an exhaustive list):
•

Aphonia related to the following disorders:
•
•
•
•

•

Motor speech impairment related to the following disorders:
•
•
•
•

•

Endotracheal intubation
Tracheostomy/ventilator-dependency, prior to speaking valve candidacy
Vocal fold paralysis
Severe tracheal/laryngeal stenosis

Cerebrovascular accident
Traumatic brain injury
Neuromuscular and neurodegenerative disorders
Head and neck cancer

Aphasia related to the following disorders:
•
•
•

Cerebrovascular accident
Traumatic brain injury
Brain tumors

Maintain a supply of these AAC boards in both English and Spanish within your Speech-Language Pathology
department, as well as within each nursing unit of your facility. When you stock these boards in your department,
be sure to educate your nursing staff on when and how to use them appropriately. This is a great opportunity for
an inservice!
These boards are intended to be printed double-sided on legal size paper. For best results, laminate prior to use,
work with your patient to train proper use of this board, and instruct the patient to keep their board in an easily
accessible location.
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