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SWALLOWING INTERVENTION IN THE 
HEAD AND NECK CANCER 
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Objectives: 

– Discuss patient challenges associated with HNC d/t resection and radiation
– Explain the resulting dysphagia from surgery and/or radiation
– Examine assessment and treatment options
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HNC tumors
■ Oral cavity
■ Oropharynx (usually squamous cell carcinoma)

■ Nasopharynx

■ Hypopharynx

■ Larynx
■ Thyroid

■ Salivary glands

■ Nasal cavity
■ Paranasal sinuses

■ No one size fits all approach, but we do see patterns of impairments when dealing with 
– Glossectomies
– Neck dissections
– Supraglottic laryngectomies 
– Total laryngectomies

■ Tumor size determines radiation dose, which in turn contributes to severity of the dysphagia
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Cancer from Tobacco vs HPV

■ Shift
– Individuals with HNC from HPV are younger and have more favorable survival 

rates
■ Treatment focus 

– To cure
– Organ preservation

■ Preserving the organ does not mean you are preserving function
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Tumor growth effects on swallowing

■ Exophytic (outward growth)
– Can cause distortions or obstructions of aerodigestive tract

■ Infiltrating (invasive)
– Can cause reduced mobility and fixation of the structures
■ Tongue, soft palate, pharynx and larynx

– Pain
– Trismus
– CN deficits
■ Trigeminal (V), Vagus (X), Glossopharyngeal (IX)

■ *”Feel’s like something’s there”
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General effects of H&N surgery

■ Alters anatomy

■ Causes scarring
■ Injury to motor and sensory nerves

■ Possible need for reconstructive surgery/flaps/grafts, or prosthesis
■ àDysphagia
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Glossectomy: surgical excision of some 
or all of tongue
■ Location, size, and extent of tumor will dictate amount of dissection needed, and the 

resulting speech and swallowing deficits 

■ Severity of disability depends on:
– Extent of resection
– Mobility of residual tongue
– Type of reconstruction
– Involvement of other structures
– Patient’s motivation and ability to adapt
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Effects of Significant Glossectomy

■ Reduced oral containment

■ Reduced oral prep phase
■ Inability to propel the bolus posteriorly

■ Pre-mature spillage
■ Possible anterior spillage of bolus and/or saliva (worse if lips have been affected)
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Dysphagia tx post-glossectomy

■ Compensatory postures
– Head tilt back
– Head tilt towards better side (if unilateral)

■ Modified diets

■ Assistance with adjusting to use of prosthesis
■ Feeding devices

– Special spoon/syringe to place the bolus in a particular area
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Dysphagia tx post neck dissection
■ When Oropharyngeal cancer spreads to the lymph nodes

■ Evaluation: MBSS
■ Compensatory postures

– Chin tuck
– Head turn to damaged side

■ Eliminates damaged side/stronger side does the work
– Head tilt to stronger side

■ Directs bolus down stronger side

– Side lying on intact side
– Inc sensory awareness

■ Flavor, volume, temperature, viscosity
– Change in feeding process

■ Slow rate, alternate food/liquid, compensatory maneuvers (i.e. Effortful swallow, Supraglottic swallow), multiple 
swallows

■ Modified diets
– Texture, viscosity, add sauce/gravy

■ Exercise program 
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Radiation: It can cure the cancer, but 
destroy your swallow
■ Overview of the main issues:

– Acute tissue effects à edema
– Chronic effectsà fibrosis
– Late effectsà denervation 
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SLP intervention for patients who 
undergo radiation
■ Pre-consult/before radiation

– Review expected changes
– Discuss oral hygiene in the context of aspiration PNA
– Measure Jaw opening

– Evaluation/MBSS
– Train exercises and provide rationales

■ Mid-radiation
– Re-assess swallow function
– Home program

■ End-radiation
– Re-assess swallow function
– Update home program

■ Goals for recovery

■ Continued f/u post radiation
– Re-assess swallow function
– Maintenance program
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Monitor progress/changes

■ M.D. Anderson Dysphagia Inventory (MDADI)
– swallowing related to QOL

■ Performance Status Scale: Head Neck Cancer (PSS-HN)
– Understandability of speech
– Normalcy of diet
– Eating in public
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Acute Radiation Side Effects
■ ~3rd week of RT a significant amount of patients begin to experience issues

– dry mouth (xerostomia)
– thick, sticky mucous
– decreased taste (dysgeusia)
– mucositis (mouth sores that start as burning and then turn into 

ulcers)/odynophagia
■ at risk for future fibrosis 

– risk for dental carries
– Dysphagia
■ Patient reports are usually worse than reality in this phase of treatment

*The last half of RT patients experience a lot of pain to the point where 
swallowing becomes uncomfortable, many report loss of taste, and their 
intake is very limited
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To PEG or not to PEG?

■ Prophylactic PEG
– Get it at the beginning of RT no matter what
■ Some may rely on it too much
■ Some may never use it

■ Avoid PEG
– Risk malnutrition and/or dehydration

■ Reactive PEG
-those that need it can get it without interrupting their treatment
-encourage oral intake WITH PEG feeds
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SLP’s role during RT

■ Oral care!
■ Encourage oral intake!

– Strategies
– Monitor swallow function

■ Exercise!
■ Guide feeding tube use (with MD/RD)
■ Hydration

Hutcheson, Bhayani, Beadle, Gold, Shinn Lai, Lewin., JAMA-OtoHNS, 2013 
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Outcomes of Proactive Swallowing 
Exercise
■ better QOL

■ better swallow function
■ less PEG dependence

■ better preservation of muscle mass
■ better diet levels

■ less aspiration and hospitalization
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Chronic Radiation side effects

■ Fibrosis
– a pathological wound healing in which connective tissue replaces normal parenchymal tissue 

to the extent that it goes unchecked leading to considerable tissue remodeling and the 
formation of permanent scar tissue –Wikipedia
■ The result of the healing of mucositis

– Thought to develop within the first 6 months after radiation
■ Trismus

– Persistent contraction of the masticatory muscles d/t hypovascularity or neural damage  
– 3 finger test=normal opening between incisors

■ Lymphedema 
– Soft tissue thickening- internal and external

■ Can see on MBSS
■ Functional impact: structures are stiffer and farther apart
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Chronic Radiation side effects cont.
■ Rates of chronic aspiration ~10-30% after CRT

– Feng et al. IJROBP (2012); Starmer et al. Head Neck (2013); Hutcheson et al. Head Neck (2013) 

■ Physiologic impairment- BOT to help drive the bolus, hyolaryngeal movement, and 
pharyngeal contraction, esophageal opening

■ edema, defect, stricture

■ bolus transport impaired- end up with residue (>75%), and aspiration -usually after the 
swallow of the residue –(up to 40%)

– Xu et al., Aspiration Pneumonia After Concurrent Chemoradiotherapy for Head and Neck Cancer 

■ There are also SENSORY changes
– because of decreased sensory input, and less efficient bolus transit, there’s 

residue and SILENT aspiration
– Pt often underreport their degree of impairment because of accommodation and 

silent aspiration
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3-6 months post RT: 
■ pain
■ swelling

■ mucosal sensitivity

■ aversion/gagging (not used to eating orally)

■ disuse weakness

Acute post-radiation SLP intervention
■ USE IT OR LOSE IT!!!

– but how are our patients supposed to keep swallowing through excruciating pain and other 
changes?

– Aggressive diet upgrades
– Exercise
– Adjustment to new normal
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Considerations for Diet Recs

■ Pulmonary status

■ Cognitively intact
■ “New normal”
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Dysphagia Therapy
■ Home program

– Compensatory strategies 
■ Improve airway protection and efficiency

– Exercise
■ Improve strength and range of motion of specific structures
■ Needs to be structured and progressive 

– Specificity
– Intensity (resistance, reps, duration)

– Individualized to target specific impairments

■ Patient adherence/motivation is vital 
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Exercise program
■ MD Anderson Bootcamp

– Reactive therapy after cancer treatment: radiation and surgical
■ clinician directed intensive functional therapy
■ Device and bolus-driven

■ McNeil Dysphagia Therapy Program (MDTP)
– Bolus driven

■ Volume
■ viscosity

■ Expiratory Muscle Strength trainer (EMST)
– Principle of transference- directly targets hyolaryngeal musculature

■ Iowa Oral Performance Instrument (IOPI)
– Isometric tongue press 

■ Other common dysphagia exercises
– Mendelsohn, Effortful swallow, Masako maneuver, Supraglottic swallow

■ Be specific with sets, reps, x/day
– Homework log
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More treatment

■ Biofeedback
– sEMG

■ Effortful swallow
– bioFEESback

■ Coordination of maneuvers
■ Bolus awareness
■ Functional but does not increase load

■ Neck stretches
■ Jaw stretches (trismus)

– Therabite, tongue depressors
■ 7-7-7 or 5-5-30 (reps, sets, duration of stretch)

■ Massage/soft tissue manipulation/lymphedema therapy
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Late radiation side effects

■ Denervation
– severe and often progressive dysfunction
– lower cranial nerve palsies are common

■ medical eval first, then cranial nerve exam,  then MBS

■ home program exercise insufficient for most late radiation associated dysphagia
■ the number at risk for late radiation associated dysphagia is growing

– Increased HNC survivors d/t HPV associated oropharynx cancers
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Larnygectomy

■ Can be partial or total 
– Supraglottic, hemi

■ Can be elective
– When swallowing is more important than preserving their natural voice

■ SLP’s role:
■ Pre- and post-operative treatment plan and counseling

– Address questions and concerns
– Be cognizant and sensitive about how much info the patient is prepared to hear 

■ Dysphagia may persist
■ Loss of taste, smell 

– Needs VFSS to assess for fistula and swallow efficiency (bolus transit)
– Communication (i.e. electrolarynx, TEP)
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*Case Study*
■ 50 y/o male

■ non-smoker, a few drinks per week
■ c/o globus in right throat region

■ Normal MBSS
■ Refer for CT scan and laryngoscopy

– Found to have SCCA at base of tongue
– Plan for RT
– MD authorizes outpatient SLP

■ Can we assume this patient’s cancer is HPV+ related? Why?

■ When will you schedule your first session and what will you discuss?
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THANK YOU! 

■ Shira Wachtel M.S. CCC-SLP

■ Email: shirawachtelSLP@gmail.com

■ Instagram: shira_mscccslp
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