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NAVIGATING 
DYSPHAGIA IN 
THE SNF 
SETTING AS A 
NEW GRADUATE

ASSESSING, TREATING, AND 
RELATIONSHIPS WITH THE 
STAFF.
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Laura Randen, MA CCC-SLP
Ø Owner of Elite Dysphagia Diagnostics & Speech Services, LLC

*Mobile FEES
*Mobile Medicare Part B 

Ø PRN Therapist in a variety of settings.

§ Graduated from Southeast Missouri State University: 2015
§ CF Completed: 2015-16 in a rural SNF

Settings I work(ed) in:
• Skilled Nursing Facilities
• Home Health
• Assisted Living Facilities
• Outpatient Rehab
• Acute Care 
• Inpatient Rehab
• Long-term Acute Care Hospital

“The purpose of education is to replace an empty mind with an open one”- Malcom Forbes
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3 PARTS TO IMPLEMENTING DYSPHAGIA ASSESSMENT:

1. Screen: Swallowing screening is a pass/fail procedure to identify individuals who require a comprehensive 
assessment of swallowing function or a referral for other professional and/or medical services (ASHA, 
2004b).

¡ The purpose of the screening is to determine:

Ø the likelihood that dysphagia exists 

Ø the need for further swallowing assessment

2. Clinical Swallow Exam (we are about to discuss)

3. Instrumental Swallow Assessment

¡ Fiberoptic Endoscopic Evaluation of Swallowing (FEES)

¡ Modified Barium Swallow Study (MBSS)
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WHAT IS A CLINICAL SWALLOW EXAM (CSE)?

¡ A CSE is one component of the dysphagia 
diagnostic process that encompasses data 
collecting and multiple small tests to form a 
clinical impression and aide in decision making 
process.

¡ Helps us to determine if a patient warrants an 
instrumental assessment. 

¡ Helps us to assess patient’s desires and 
cognitive ability to decide if a patient would be a 
good candidate for therapy. 
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CLINICAL SWALLOW EXAMINATION (CSE): THINGS WE SHOULD BE 
DOING VS. NOT DOING

1. Thorough Chart Review

2. Patient interview/Staff interview

3. Cranial Nerve Exam

4. Laryngeal Function Assessment

5. Yale 3 Ounce Water Test

6. Trials of various textures for 
indication of further assessment.

7. Discuss the patient’s wants/goals

8. Advocate for an instrumental

1. Simple Chart Review-Just glancing at the diagnoses

2. Solitary Oral Mech Exam (mild, moderate, severe, etc)

3. Palpating the larynx  to “measure” or “assess” the 
swallow (mildly decreased elevation).

4. Deciphering “wet” vocal quality, runny nose, and others 
as s/s of penetration/aspiration. 

5. Trials of unstructured, various foods (stating 
penetration/aspiration noted on thin liquids/mech soft 
diet textures)

6. Downgrading diets (some caveats to this) based solely 
off what you found in your CSE.

DO Let’s not do:
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CHART REVIEW
Diagnosis

•First, we know that 
dysphagia is usually 
caused by another disease 
or disorder. We need to 
consider that nursing home 
patients generally have 
chronic medical conditions 
that gradually lead to 
"decompensation" in 
functional status, 
nutritional status, and 
functional ability to 
manage pulmonary 
clearance (myasthenia 
gravis, ALS, hx of stroke, 
etc.). 

•Note acute diagnosis 
(respiratory failure, stroke, 
sepsis, oxygen 
dependency). Why was the 
patient admitted? 
Medical/Surgical history? 
Any predicators of 
aspiration pneumonia 
development?

Medications

• Look for ACE inhibitors, 
anxiety medications, 
cardiac medications, or 
psych medications

Imaging

• Head CT and/or MRI -
any lesions? Location?

• Chest X-Ray - Infiltrates 
indicating possible 
aspiration

Lab Values

• CBC/White Blood Count 
(WBC) - may suggest 
infection, GI Bleeds, etc.

• Arterial Blood Gast (ABG) 
- Lower Ph may indicate 
acidosis or respiratory 
issues that may inhibit 
respiratory-swallow 
coordination.

• Comprehensive 
Metabolic Panel (CMP) -
looking at hydration 
status
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PATIENT INTERVIEW/STAFF INTERVIEW

Patient Interview

•First, assess cognition and 
language skills to determine if 
they can participate in testing, 
follow commands for strategies, 
and/or determine if any 
cognitive deficits impacting their 
intake. Assess behaviors 
(impulsive, easily distracted, are 
they alert?)
•1. Does the patient feel they 

have a swallow problem?
•2. What is the patient 

experiencing? How often?
•3. Certain foods or drinks?
•4. Any associated complaints? 

Pain when swallowing, chest 
congestion, or unintentional 
weight loss?

Utilizing Patient Outcomes (if 
cognitively intact to participate)

• Eat-10, SWAL-QOL, PILL-5, 
DHI, to name a few.

Ask nursing or feeding staff for 
insight:

•Is the patient impulsive? Do 
they self-feed or require 
assistance?

•Does it take the patient a long 
time to eat?

•What difficulties or symptoms 
are they noticing?
•Subjectively observe 

patient’s behaviors, 
respiratory status, and pain 
level.
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ORAL MECH/CRANIAL NERVE EXAM
¡ Assess  for anatomical abnormalities and the  presence of structures needed for oral phase

¡ Important to assess oral health, dentition, and management of secretions.
Ø The Oral Health Assessment Tool (OHAT)   (https://www.cgakit.com/ohat#!)

¡ Important to complete a cranial nerve exam as it provided information about possible unilateral weaknesses, decreased 
sensation, decreased muscle reaction, etc. 

* to assert information on any possible dysarthria's or motor speech disorders, add on tasks like diadochokinesis

* Cranial nerve exam is important to provide information leading to a differential diagnosis of dysphagia with signs 
from upper and/or lower motor neurons. Specifically assess 5,7,9,10, and 12.

¡ CN V Trigeminal: Assessing jaw movements and sensation- important when considering mastication, articulation, bolus 
control and/or awareness (pocketing), or possible decreased hyolaryngeal excursion. 

¡ CN VII Facial: Assessing facial symmetry, motor movements of face, lip seal, taste, and oral hygiene (salivary glands)-
important when considering loss of taste and oral phase of swallowing.

¡ CN IX Glossopharyngeal: Assessing sensory input for taste on posterior 1/3 of tongue, mucosa of soft palate, parotid 
salivary gland, and upper pharyngeal mucosa (note that you cannot assess the motor intervention at bedside for the 
stylopharyngeus)

¡ CN X Vagus: Assessing MPT, soft palate, nasal emission, volitional cough and vocal quality- Unable to fully assess without 
instrumental assessment, but any vagus involvement may impact cough effectiveness, laryngeal adduction, or poor UES 
opening. Deficits with sensory may attribute to silent aspiration. 

¡ CN XII Hypoglossal:  Assessing lingual function- important due to oral phase for bolus formation, manipulation, and transfer.
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YALE 3-OUNCE WATER TEST: PASS/FAIL 

¡ Exclusions: HNC, Tracheostomy

Yale Swallow Protocol Deferred due to NO concern for 
aspiration risk or Any YES answer to the following risk 
factors will also defer administration of protocol:

¡ Unable to remain alert for testing 

¡ Eating a modified diet (thickened liquids) due to pre-
existing dysphagia

¡ Existing enteral tube feeding via stomach or nose 

¡ Head-of-bed restrictions\30 

¡ Tracheotomy tube present
¡ Nil per os (no food or liquids) by physician order

1. Brief Cognitive Screen:

¡ What is your name? Where are you right now? What year is it?

2. Oral-Mechanism Examination: Labial closure, lingual range of 
motion, and facial symmetry (smile/pucker)

**Note the above components are information and not 
indicators to exclude

3. Complete 3 ounce water challenge: 

¡ Sit patient upright at 80-90° (or as high as tolerated >30°). Ask patient 
to drink the entire 3 ounces (90cc) of water from a cup or with a straw in 
sequential swallows, and slow and steady but without stopping. (Note: 
Cup or straw can be held by clinician or patient.) Assess patient for 
interrupted drinking , coughing or choking during or immediately after 
completion of drinking.

PASS: Complete and uninterrupted drinking of all 3 ounces of water without overt signs of aspiration, i.e., coughing or choking, 
either during or immediately after completion. 
FAIL: Inability to drink the entire 3 ounces in sequential swallows due to stopping/starting or patient exhibits overt signs of 
aspiration, i.e., coughing or choking, either during or immediately after completion. 
(Taken from : Suiter, D.M ., Sloggy, J., &  Leder, S.B. (2014). Validation of the Yale Swallow Protocol: A prospective double-blinded videofluoroscopic study. Dysphagia, 29, 199-203.)

Note: Aspiration screen, not 
dysphagia assessment
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DIET TRIALS:

¡ Use a dysphagia severity scale (note there are limitations to 
these)

Ø DSRS, FOIS, FOSS

¡ Observe for patterns of difficulty, rate of ingestion, bite/sip 
size, failure to chew, chewing motion, posture, any overt 
reactions to food or drink. 

¡ Utilize the Mann Assessment of Swallowing Ability (MASA)-
again, some limitations with subjective judgement. 

¡ You may note residue in the oral cavity, observe labial bolus 
loss or some overt reactions, like cough or throat clear on 
certain textures. It can give you information about behaviors 
during intake. 

Diet trials cannot:

• Fully assess bolus formation, 
cohesion, manipulation, lingual 
coordination or movements, or 
bolus AP movement or control. 

• Determine if there is a swallow 
delay, measure/quantify 
laryngeal elevation or excursion, 
determine if there is residue, or 
assert if there was any 
penetration or aspiration. 
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DIET TRIALS: (CONT’D)
I am just going to interrupt this slide to say…..

Your goal for trials is not to determine what diet textures, but to determine if there is possible 
dysphagia

You SHOULD NOT make diet recommendations based solely on findings from a CSE.  Research has 
shown that a patient may cough on thin liquids but silently aspirate on thickened liquids. Instrumental 
findings have found that several dysphagia-like symptoms were related to GERD/LPR or gustatory 
rhinitis and not dysphagia at all!

Modified diets can have adverse outcomes:

1. Aspiration

2. Dehydration

3. Fatigue

Have a real, evidenced-based reason to support your recommendations.  

Oh, hey instrumentals! Discuss your 
subjective findings and observations of  
patient responses with the patient and 

their medical team. 
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SO WHAT DOES THE CSE TELL US?
¡ All of the components together provides us with information about medical complexities that may attribute to possible dysphagia, as well as 

sensory deficits or weaknesses from the cranial nerve exam, indicate motor speech disorders from the oral mech exam, and monitor behaviors 
that may attribute to dysphagia or unsafe intake.  

¡ It can tell us we need an instrumental based on diagnosis and responses/indicators observed during assessment. 
¡ Allows us to formulate a hypothesis. 

Remember:

Ø It is not designed to be fully diagnostic for physiological function.

Ø We don’t need to be using terms like “penetration” or “aspiration” during our CSE documentation, as we do not know. We can note various 
clinical indicators/responses that lead us to suspect dysphagia. 

What about a modified diet?

You must take all components of the assessment and discuss findings with the patient and their medical team prior to determining if patient is 
appropriate for a downgrade/upgrade. Is the patient an aspiration risk? Is there a risk of dehydration or overall decline? What are the patients 
wishes?
“Overall, there Is no convincing evidence to suggest that texture modified foods and thickened fluids benefit adults with dysphagia by preventing 
pneumonia and its consequences (O’Keefe, 2018).  

You must treat the physiological deficits; you will not know those without an instrumental. 
You can only discuss and document the responses patient had to each texture, such as “ the patient exhibited a strong cough response in 4 of 6 
bites immediately following intake of regular texture cookie, or, “patient exhibited change in body posture with increased work of breath followed by 
immediate cough during intake of sequential cup sips of thin liquids”.
Informed Consent!

12
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ADVOCATING FOR AN INSTRUMENTAL:

¡ We know that we cannot treat what we cannot see. 

¡ MBS or FEES will allow you to determine structural abnormalities or physiological deficits. 

This List (with some re-wording by me) was posted in an article Build a Case For Instrumental Swallowing Assessments 
in Long-Term Care in the ASHA leader (Desai, 2019)

¡ Educate your director of nursing and administrator of the importance for proper diagnosing, the value and cost 
savings.

¡ Be prepared to explain the limitations of the clinical swallowing examination and how that affects treatment.

¡ Share success stories and case studies in which instrumental exams made a positive difference in treatment 
outcomes.

¡ Identify local mobile FEES/MBSS companies that could provide assessments and help minimize costs.

¡ Reach out to other SLPs who have had success with advocacy.

¡ Use current research and data to support your needs.
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MBS FEES
Performed: Hospital, radiology clinic, mobile van, 

occasionally at bedside with C-arm
In the facility, clinic, hospital

Stages of Swallow Assessed: Lateral view of oral, pharyngeal & cervical 
esophageal stages. 

*May extend into a barium swallow study from 
radiology for Screening of esophagus to lower 
esophageal sphincter during swallow.

Superior view of pharyngeal stage before, 
during, & after the swallow. Inferences are made 
about the oral & esophageal stages (reflux). 

Secondary assessment of velopharyngeal 
closure and/or laryngeal/pharyngeal surfaces & 
functions, Bilateral cavity residue
Can be used for biofeedback for strategies

Best indicators of exam: Complaints of oral stage preparation problems; 
suspicion of aspiration or laryngeal penetration; 
complaints of food sticking in throat.

Complaints of choking on food; suspicion of 
aspiration/laryngeal penetration. Need for 
assessment of laryngeal function and secretion 
management.

Patient’s who would benefit: Suspected oral involvement
Suspected esophageal involvement
Dementia patients
Patient’s with craniofacial anomalies or trauma

Can be completed on patients in the ICU or are 
on ventilators. Morbidly obese patients. 
Pretty much anyone, although some patient’s 
with dementia or TBI may not tolerate.
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IS ASPIRATION REALLY THAT SCARY?
¡ Fact. we all aspirate. “Aspiration pneumonia is not a direct, sole consequence of aspiration: Not all who aspirate develop 

pneumonia, and many who develop pneumonia are not aspirators (O'Keeffe, 2018).” 

¡ We used to think that aspiration pneumonia was caused by the actual food or drink that is aspirated. 

¡ Three Pillars of Pneumonia:  Impaired health status, high prevalence of dysphagia symptoms, and poor oral health status 
(Ashford, 2015). 

¡ Per a study completed by Langmore  et al (1998), risk factors of aspiration are: 1. dependent on others for feeding, 2. 
dependence on others for oral care., 3. number of decayed teeth (poor oral hygiene), 4. tube feeding, 5. more than one 
medical diagnosis, 6. smoking

¡ A retrospect study completed by Langmore et al (2002), the strongest to weakest predictors of pneumonia were, 
respectively, suctioning use, COPD, CHF, presence of feeding tube, bedfast, high case mix index, delirium, weight loss, 
swallowing problems, urinary tract infections, mechanically altered diet, dependence for eating, bed mobility, locomotion, 
number of medications, and age, while both CVA and tracheotomy care were inversely predictive of pneumonia. 
SWALLOWING PROBLEMS IS NUMBER 8, so, not the strongest risk factor. Remember to look at the WHOLE person.

¡ Forty-one percent of the subjects who developed aspiration pneumonia were dependent on others to feed them compared 
with only 6% of the subjects without aspiration pneumonia. This dependency was also reflected in their need for oral care 
(Langmore et al., 1998)

¡ So, your role is not solely to ID aspiration, but to consider all factors to make a care plan and optimize swallow function. 
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THE IMPORTANCE OF ORAL CARE

¡ So we know that aspiration pneumonia is not caused by just the food or liquid which may be aspirated, but the 
aspirated material must include gram-negative microorganisms that is then introduced into the lower respiratory 
system for potential development of pneumonia. 

¡ Immunocompromised patients also commonly present with decreased salivary production and/or changes in the 
saliva composition, which can accelerate the process of healthy oral bacteria turning into the harmful gram-negative 
bacteria. 

¡ Bacteria is known to attach to and multiply on the oral plaques.

¡ Abrasion is necessary! Not just toothettes as studies have shown that foam sponges provide mucosal stimulation, 
but do not adequately remove dental plaque and should not be used for that purpose (Munro & Grap, 2004).

Your role in this is to: 

Ø Performing oral care is not a skilled service, although I do think it is important prior to and following dysphagia 
treatment, we should not be billing just ORAL CARE. 

Ø Educate your nursing and personal aide staff and develop an oral care program for your facility. 

16
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WHAT ABOUT PATIENT’S RIGHTS?
¡ Do you like to eat? Me too. Do you think your patient likes to eat? Most of the time, yes.

¡ There are negatives to altering a diet, aside from just health. Isolation, depression, embarrassment, and loss of joy.

¡ Once again, WE ARE NOT THE DIET POLICE. If a patient does not want to eat the recommended diet texture, they 
have a choice. 

¡ Your job is to educate the risk and benefits and document informed consent.
o Educate patient and family on findings from CSE and instrumental
o Educate on options and benefits (diet modification, exercise, etc.,)

o Educate on medical hx or diagnosis that may attribute to dysphagia and increase risk of aspiration pneumonia development
o Let the patient and family decide. 

Document the dialogue, document you educated on the options and risks, and have the patient and family sign. 

¡ Some facilities will have patient’s sign a diet waiver, however, legally, these do not often hold up. 
Ø Speech-language pathologists, among other health care providers, have fiduciary and other ethical and legal obligations to 

patients. Because waivers try to shift liability for substandard care from health care providers to patients, courts usually find 
waivers of liability in the medical context unenforceable as a matter of public policy (Horner, 2016).

PLEASE CONSIDER QUALITY OF LIFE. 
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TREATMENT: 
Compensation: Alter the swallow without lasting 
functional change
• Posture changes: Chin tuck, head back, 
• Behavioral Changes- slow rate, small 

bites/sips, using sip-pill-sip method for 
medications, etc.

• Diet modifications: Changes in texture, 
viscosity, temperature, and volume.

• Pacing/Feeding Strategies-staff education, 
alternating bites/sips, tactile cues, etc.

Rehabilitation: Designed to target underlying 
physiological deficits for lasting change.
• Maneuvers: Effortful swallow, Mendelsohn, 

Supraglottic, Super-supraglottic  (may be 
compensation or rehab).

• Exercises: Isometric lingual exercises, Shaker, 
Effortful

• NMES
• Biofeedback

Per ASHA, goals of interventions are to :
• Increase and safely support adequate nutrition and hydration and return to safe and efficient oral intake.
• Determine optimum feeding methods/techniques to maximize swallowing safety and feeding efficiency.
• Minimize the risk of pulmonary complications.
• Reduce patient and caregiver burden while maximizing the patients qualify of life. (ASHA, Adult Dysphagia, para. 1)
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WRITING ORDERS/ DOCUMENTATION

¡ Writing an order to be faxed to the physician for eval/treatment.

“Requesting  speech therapy evaluation to assess swallow 
function, need for instrumental assessment, and develop
treatment plan if warranted due to c/o coughing with intake per 
nursing staff.”

¡ Instrumental: 

“Requesting order for instrumental swallow  assessment/
FEES to assess anatomical structures and physiology of
swallow function due to noted  clinical responses (coughing, changes 
In respiratory status) during PO intake.”

I usually do not write a separate treatment order due to putting it in my plan 
of care; however, each facility requires different things. Check with your 
DOR/DON. 

If you change a diet, write an order and give it the nursing staff (they will 
send to physician), rehab coordinator, and dietary staff. Include diet texture, 
liquid, and reasoning. Please have a clinical reason J

“Per findings on instrumental assessment on 5/12/2020 and 
following patient informed consent approval, recommend 
downgrade diet to mechanical soft diet textures with no mixed 
consistencies to reduce aspiration risk.”

Evaluation Documentation: 

1. Describe chronic or acute diagnoses that may indicate dysphagia, as well 
as risk factors. 

2. Describe subjective and objective data collected during assessment. 
3. Describe indications for further assessment with recommendations for 

instrumental swallow exam and reasoning. 

4. Describe education and patient response (informed consent) 
5. Describe treatment (Although, you may document “defer treatment 

pending results of instrumentation”) You can edit goals later. 

6. Recommendations for any referrals and/or follow-ups.
Treatment documentation:  Clear and concise; SOAP

S: Where seen, reasoning for ST, patient complaints, pain level, concerns, etc. 

O: What work you completed (techniques, bolus trials, exercises) and why

A: Accuracy or abilities completed (repetitions of exercises, clinical  responses 
noted, etc.)

P: Continue POC; ST will target “XXX” in next treatment session. Any additional 
plans (follow-up instrumental)
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BUILDING RELATIONSHIPS WITH STAFF

Your relationship with staff is an important part of your patient’s success. 

¡ Often, your CNAs or other personal care staff will be feeding or assisting patients during mealtimes. 

¡ Your dietician will be examining the calorie and nutrition needs to work with you on optimizing intake. 

¡ Your dietary leader will be entering diet orders into the system. 

¡ The dietary workers will be passing out diet textures and thickening liquids. 

¡ Your nurses will be monitoring lung sounds and patient’s overall health

Each of them have a job to do that is important in carryover of correct diet recommendations, posture, oral care, etc. 

¡ Build Trust- Demonstrate that you know your stuff! Have personable, professional conversations with them. Discuss the 
findings and implications from your assessments.

¡ Your verbal and nonverbal communication matters- You need to be clear and concise with your plan of care and make sure 
that you are writing those diet orders, discussing with the DON and charge nurse, discussing with the dietary staff, and 
making sure you are POLITE, but FIRM with the importance of your recommendations.  

¡ Give in-services to provide education and use pictures or videos to drive home points. 

¡ Share credit and help other employees appreciate the good impact. People like to be a part of a team. If your patient 
succeeds, it is not just solely because of you. BRAG ON YOUR TEAMMATES! 

20
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CLINICAL RESOURCES: (I AM NOT AFFILIATED OR GAINING ANYTHING FROM 
THESE RECOMMENDATIONS, RESEARCH AT YOUR OWN RISK. J
Cranial Nerve Exam:
www.mobiledysphagiadiagnostics.com- Good template for CSE/CNE
The Cranial Nerve Examination: Integrating Assessment And Treatment In Dysphagia Management CEU
https://www.northernspeech.com/swallow-interventions-exercises/the-cranial-nerve-examination-integrating-assessment-and-
treatment-in-dysphagia-management/

Exercise Programs and Handouts: 
Dysphagia Clinician Resource - 2nd Edition by  Swallowing and Neurological Rehab, LLC 
https://www.tulsasnr.com/speech-store/Dysphagia-Clinician-Resources-2nd-Edition-p78456163
MedSLP Collective

Continuing Education Platforms: Podcasts:
MedSLP Collective Speech Uncensored
MedBridge Down The Hatch
Speech Uncensored Podcast Swallow Your Pride
ASHA

Blog Posts: CEU Courses:
Dysphagia Ramblings McNeill Dysphagia Therapy Program

YOUR FACEBOOK GROUPS!!!!! J
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