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Who are we?

• One team covering both acute, enhanced 
supported discharge (ESD), and community 
service

• Part of the wider HEFT Speech and Language 
Therapy team

• Based on ward 10, Solihull Hospital (for now!)

• Acute & ESD 1.8 WTE, community 1.5 WTE 

Presenter
Presentation Notes
Over the past 18 months, teams have fully merged resulting in a more seamless care for patients. If patients are seen in hospital or by the ESD team which covers stroke patients, and need more input, they can be easily transferred to community service. Equally if a community patient is admitted to hospital, previous input and recommendations are much more readily available



Who do we see?

• Any person over 18 who has an acquired 
difficulty in communication, voice or 
swallowing

• Adults with learning disabilities are not seen 
by our team

Presenter
Presentation Notes
ALD- specialist team, Coventry & Warwickshire LD service



Referring to Speech and Language 
Therapy

• Anyone can refer to SLT

• Accept written referrals via fax or post, or 
phone referrals

• Vital to know medical history, including 
prognosis

• All non voice referrals are triaged via 
telephone

• Urgent - 2 weeks, Routine- 8 weeks

Presenter
Presentation Notes
Anyone can refer to SLT via letter or phone, It’s really helpful to have some detail on the problem being experienced for example “they report they cough frequently when drinking fluids, and that they find it difficult to clear their mouth of food”, is much more useful than “they report difficulty swallowing”- Important to know diagnosis and prognosis, as our management could differ greatly dependent on thisall referrals are triaged via telephone, at this stage a decision is made whether to accept the referral, and if so, whether they require urgent or routine input. We aim to telephone all referrals in 2 working days, any patient’s identified as requiring urgent input are seen within 2 weeks, and routine within around 8 weeks



Voice

• Voice concerns/globus/pain on swallowing 
must be investigated by ENT

• Close links with voice clinics at Heartlands

• Offer advice and therapy to improve voice 
problems

Presenter
Presentation Notes
Voice problems, sensation of a lump in throat, pain on swallowing must be referred to ENT for examination. If SLT input is indicated, ENT will refer to SLT. Two specialist SLTs working within this area, with close links with a large team of voice SLTs within HEFT, as well as consultant led voice clinics at Heartlands hospital. It’s important to understand the aetiology of voice difficulties, and therefore referrals are not accepted by SLT until they have been referred to ENT for examination of vocal folds. Different aetiologies require different input. General vocal hygiene is provided to all patients, with 1:1 therapy sessions focusing on specific exercises- it is expected that patients will complete necessary exercises otuside of 1:1 sessions. 



Communication
Assessment and management of difficulties in 

expression and /or comprehension

Motor speech disorders
Dysarthria- muscle weakness resulting in unclear 
speech
Dyspraxia- Difficulties in planning movements for 
speech

Language disorders
Aphasia- difficulties in the understanding or 
expression of language

Presenter
Presentation Notes
Dysarthria- weakness in muscles required for speechDyspraxia- difficulties in planning movements for speech, with sequencing and forming sounds. NOT due to muscle weakness, but can occur in conjunction with dysarthria/aphasiaLanguage- aphasia- difficulties in the understanding or expression of language, a person may experience difficulties in either comprehension or expression, or in both areas. Aphasia can occur in conjunction with motor speech disorders.We assess and differentially diagnose disorders of communication, and provide input as appropriate to the person. This could involve direct impairment based therapy, strategies, training with communication partners or the use of alternative means of communication.



Dysphagia

• DYS (difficulty) and PHAGIA (to eat)

• Any difficulty in the chewing and/or 
swallowing of food, fluids and saliva

• Any point between putting food/fluids into 
the mouth and these entering the stomach

• SLT work with oro-pharyngeal dysphagia-
establish level of dysphagia, and risk of 
aspiration

Presenter
Presentation Notes
Comes from the words DYS- difficulty and phagia- to eat. Refers to any difficulty in the chewing and/or swallowing of food, fluids and saliva. It can occur at any point between putting food/fluids into the mouth, and these entering the stomach.SLT work with oropharyngeal dysphagia, we assess to establish the level of dysphagia, the risk of aspiration associated with this and management options



Presenter
Presentation Notes
SLT work with oropharyngeal dysphagia, so any difficulty occuring in the mouth or the pharynx, but not the oseophagus or stomach. If a patient is complaining of items sticking below the level of the larynx, of regurgitation of items, or vomiting post eating, this indicates an impairment at oseophageal level or below, and therefore SLT input is not indicated. These patients should be referred for objective assessment such an OGD or barium swallow to identify cause of difficulties



Possible signs of an oro-pharyngeal 
dysphagia

• Coughing/choking
• ‘Gurgly’/wet voice or breathing
• Change in breathing
• Eyes watering
• Change in face colour
• Pouching/pooling 
• Recurrent chest infections
• Weight loss/malnutrition
• Spiking temperatures
• Slow to eat

Presenter
Presentation Notes
Not an exhaustive list. 



How do we assess?

• Full case history and discussion around 
difficulties

• Cranial nerve assessment

• Swallow assessment

Presenter
Presentation Notes
Full case history and discussion around difficulties experienced, thinking about times of day, positioning for feeding, distractions Cranial nerve ax- important. We complete this bu looking at oromotor movements, but it looks at more than just what’s on the surface, for example CN XII is assessed by looking at lingual movements, however it also has a role in laryngeal elevation, and CN V is assessed by looking at jaw movements, but also has a role in anterior movement of the hyoid, which if impaired has a knock on effect of decreased epiglottic inflection which could result in during swallow aspirationFull swallow assessment, trials of oral intake, close observation of oral stage of swallow palpation of larynx to ascertain timing of swallow trigger and extent of laryngeal movement., use of cervical auscultation to ‘listen’ to the swallow and any intrusive sounds which differ from baseline, close observation of any signs of airway compromise.



What do we do about it?



Thickener isn’t always the answer!

Presenter
Presentation Notes
A common misconception is that thickening fluids is always the way forward. In some cases thickener can cause additional problems, such as in respiratory conditions. Diet and fluid modification does play a large role in our work, but often there are other management options that can be considered such as safe- Safe feeding strategies- sitting fully upright, paced intake, discontinuing use of straws/spouted beakers, allowing a person to feed themselves as able, using teaspoon delivery instead of sip/larger spoon-Compensatory strategies, such as tucking the chin down, turning the head to one sideFurther objective assessment to gain clear understanding of what’s going wrong, such a videofluoroscopy. This is particularly useful if we’re unsure why or where the breakdown in the swallow is, or if we have concerns about silent aspiration. Rehabilitative exercises can be considered if appropriate, to strengthen areas of deficit 
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Presentation Notes
While the tag line of the front of some thickeners is “instant food thickener”, we generally use it for thickening fluids. It can be used for thickening foods as well, but this tends to be if a soup or puree diet is too thin.It’s really important that a patient is assessed by SLT prior to recommending thickened fluids. There are a couple of reasons for this, as mentioned previously use of thickener in fluids may be contraindicated in some patients, their dysphagia may be able to be managed without use of thickener, and patients/carers do not know which consistency they should be making fluids to.There are 3 consistencies of thickened fluids, and as you can see they are quite different.Syrup thick fluids or stage 1, can be drunk from the edge a cup or straw if advised. Baileys consistencyCustard thick fluids or stage 2- much harder to take from straw, Mcdonalds milkshake consistencyPudding thick fluids or stage 3, too thick to be drunk from a cup, must be given via spoon 



Types of thickener

Starch based Gum based

Presenter
Presentation Notes
Currently all patients discharged from hospital within HEFT will be discharged with a prescription request for Thick & Easy. Increasingly within community we are requesting Resource ThickenUp clear.Looking at the difference between the two types of thickener, the gum based thickener is visually more appealing than the starch based. It has the added benefit of not continuing to thicken over time so a drink can be made up in the morning and will remain stable all day. It is also amylase resistant, so for patients who may hold fluids in their mouth, the saliva won’t break down the thickener. It’s a smaller tub, but the amount required per drinks is less, so for patients on syrup thick fluids, the gum based thickener actually works out cheaper. For a patient on syrup thick fluids, assuming approx 1500ml of fluid per day, the cost saving per year is nearly £100. Aware that not all practices can prescribe this at present, but am in the process of requesting this is reviewed and added to the formularly. 
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Diet modification

• Normal diet

• Mashable diet

• Pre mashed diet

• Puree diet

Presenter
Presentation Notes
Another common misconception is that patients who can no longer manage a normal diet, or slightly softer options require a puree diet. This is not the case, and SLTs aim to keep patients on textured diet as much as possible.Mashable diet are softer food items, which could be mashed with a fork, but don’t need to be. Meat alone may be pureed.Pre mashed diet, Soft food items which are further softened by mashing with a fork, but some texture remainsPuree diet- completely smooth diet, no chewing required



Feeding at risk

• Identified risk of aspiration on oral intake 
which may be reduced, but not eliminated by 
strategies/modification

• Consideration of treatment options

Presenter
Presentation Notes
Feeding at risk is an established term within the acute setting, with formal paperwork to support this decision. This decision should be made by the medical team in liaison conjunction with the patient and family members. There can be a variety of reasons for coming to a feeding at risk decision, it may be that a person decides they do not wish to follow SLT recommendations, and as a result are at risk of aspiration, or it is identified that a person is at risk of aspiration across all consistencies and either declines alternative feeding, or is not appropriate for long term alternative feeding.On discharge, a report is sent to the patient’s GP, informing them of this decision. If it is felt that a patient’s swallow may improve, they will still receive ongoing input. We ask GPs to consider the ongoing treatment options for these patients, for example whether hospital admission for a chest infection is appropriate, whether repeated courses of antiobiotics are appropriate, or whether prophylatic antiobiotics are appropriate. The Feeding at risk project has been rolled out in community, via three key nursing homes, who hold the paperwork that can be completed to support decision making. 



Dysphagia is an important risk factor for 
aspiration pneumonia, it’s “generally not 
sufficient to cause pneumonia unless other risk 
factors are present as well”

Langmore et al (1998) Predictors of aspiration pneumonia: how 
important is dysphagia?

What do we do about it?

Presenter
Presentation Notes
It’s important to remember that while dysphagia is  “an important risk for aspiration pneumonia, it is generally not sufficient to cause pneumonia unless other risk factors are present as well”.  This paper by Langmore identified that the best predicators for aspiration pneumonia were:dependence for feeding, dependent for oral care, number of decayed teeth, tube feeding, having more than one medical diagnosis, number of medications, and smoking. 
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