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PART ONE 
THE CHANGE 
JOURNEY 

As you determine a place to start on the change journey, realize that 
you can start anywhere.  Stop, re-group, and start again any time you 
need to.  Change is a process, not a finite moment in time.  If you 
walked into this process thinking “I’ll make this happen overnight!” 
then I’d like to implore you to widen your lens a bit and put in the 
effort to bring the whole team along with you.  Sure, there are 
certainly some things you can change on your own!   
 
That’s where we will start.  
 
 
WHAT CAN I CHANGE ON MY OWN? 

Now is the time to think about what you can do better.  I’m not talking 
about achieving system change like instituting a whole new oral care 
program in your multi-facility hospital system.  I’m talking about the 
individual interactions you have with patients when dysphagia is the 
concern.   



2 

“Do the best you can until 
you know better.  Then 
when you know better, do 
better.” (Maya Angelou) 
When I first heard that quote, I realized that I no longer needed to 
take blame or feel incredible amounts of guilt about something I’d 
done in the past.  I can shift my direction and clinical practice without 
being self-deprecating. I can also push for change once I know better, 
because I will no longer allow myself to continue with practices that 
are outdated and have been de-bunked in terms of their use in the 
practice of dysphagia.  
 
There may be several things in the way of achieving true change in 
your clinical practice.   
 
 
IDENTIFY YOUR BARRIERS TO CHANGE 

Mark the items that you perceive as your barriers to change.  This 
activity is individually completed so you can be honest with yourself.  
 
• Not sure what I can do differently 

• Limited control over the electronic medical record system 

• I’ve tried before and failed 

• I know what I need to change but can’t make it happen 

• Fear of what others will think 

• I don’t have the support I need 

• The change I want to make seems too big to do on my own 

• Other: _____________________________________________ 
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REWIND 

Somewhere along the way, you have either witnessed or have been 
part of a situation where things did not go as planned.  Or, you felt like 
something was missed for a patient.  Even perhaps more concerning, 
you felt like you were part of something that wasn’t evidence-based 
practice, but you weren’t quite sure what could have been done 
differently at the time.  Isn’t it neat how hindsight seems to be 20/20?  
 
What patient situation can you recall that made you wonder “is there 
more to a clinical swallow evaluation than what I’m doing?”  Describe 
it below.  
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________ 
 
The profession of Speech-Language Pathology and the practice of 
evaluating and treating swallowing disorders is not, and has never 
been a static entity.  In fact, the very change that often scares us – is 
that we don’t always know the answer.  However, at least one time 
before, you’ve been in a situation where you caused a change to 
occur.  This change could be small or big.   
 
Tell yourself about that successful experience!  
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The last time you tried to make a change, and it worked, what did you 
do?  
 
Situation: ________________________________________________ 
 
Action: __________________________________________________ 
 
Outcome: ________________________________________________ 
 
Here’s the rub.  From what we know about change, we know that 
there will be set-backs.  Sometimes we think to ourselves that the 
long-term outcome is so “worth it” that literally everyone would want 
that change to occur.  We advocated our way on to the stroke team 
protocols! YAY!  We advocated our way into the neuro ICU!  We got 
into the surgical-trauma ICU, the medical-pulmonary ICU, and the 
trach floor! YAY!  However, starting the ball rolling isn’t enough.  It 
takes care and attention.  Constant advocacy.  
 
Think back to that successful situation you described above and the 
following question.    
 
What was the hoped-for long-term intended outcome of that change?  
 
Long-term intended outcome: ________________________________ 
 
Why it worked or didn’t work: ________________________________ 
________________________________________________________
________________________________________________________ 
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A SLIPPERY SLOPE 

Quite literally, when failure happens, doubt happens.  We tried to 
institute a change.  Maybe we wanted all SLP evaluations to include 
the Yale swallow protocol (YSP, Suiter et al., 2014).  Unfortunately, a 
team member, or management, decided that use of a clear, evidence-
based protocol might lead to over-referrals for instrumental 
evaluations (videofluoroscopy, endoscopy).  Or worse, they suggest 
modifying a protocol that has been validated to fit some kind of 
“facility specific” mentality.  Say what?  In this alternate reality, 
science apparently changed because of the location of your facility.  
Did anyone even check for PICO (patient, intervention, comparison, 
outcome) in order to determine if the protocol was studied on that 
patient population?  
 
We had our backs against a wall because honestly, we never 
anticipated that people would fight back on something that seemed 
like simply implementing evidence-based practice.  Have you been in 
that place before?  What about the doubts you had that the new skill 
you hoped to incorporate might not be useful?  
 
As you reflect back on your previous clinical experiences, think about a 
time that you felt like you had “guns blazing” ready to make a change, 
and that hope was tossed out like yesterday’s leftovers.   
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Instead of immediately walking away, I would encourage you to reflect 
on that change not with negative feelings, or doubt, but with renewed 
energy.  Why did you want to make that change in the first place?  
 
 
What previous attempts for change can be rejuvenated?  
________________________________________________________
________________________________________________________
________________________________________________________ 
 
Now, maybe you are still figuring out your direction and you don’t 
have any attempts at change in your past.  There is a whole world of 
potential change in the future!  As you examine your current clinical 
situation, think about some things you think could be improved.  
 
 
What are some changes you’ve thought about making, but you have 
been too shy to start?  
________________________________________________________
________________________________________________________
________________________________________________________ 
 
This is a change journey, so right now, look yourself in the mirror and 
say “I can change some things now, some things in a little while, and 
some things later.”   
 
Now, look in the mirror and say: “I need help on this journey if I’m 
going to be completely successful.”  
 
There will be people who can help you.  Sometimes you might not 
even realize that your colleagues, managers/administrators, and other 
stakeholders (physician champions) want to help you achieve change.  
They need to be asked to be involved.  You can also find mentors to 
help you on the journey – people who have done some of the changes 
you want to see, in their facility.   
 
If you aren’t sure who those mentors are, try looking up a research 
paper on the change you want to implement.  Then, look for a 
community-based implementation.  Oral care in your facility, nursing 
implementing the YSP consistently across the hospital, and SLP teams 
using YSP or other specific protocols are great places to start.   
 
Don’t think to yourself, “It hasn’t happened here so I highly doubt it 
will ever happen.”  (I know you’ve thought that before, because I did).  
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We can be our own worst enemy if we allow that kind of self-talk to 
persist.  To make this change journey stay the course, you will need 
helpers on the journey.   
 
Your mind is probably already thinking about who you can recruit to 
help.   
 
Who can you identify as the helpers on your change journey?  
 
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________ 
 
What resources can you identify as helpers on your change journey? 
 
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________ 
 

 

ALL I DO IS WIN 

Now that you are poised for change, you’ll likely experience this in 
coming days and weeks.  What?  The first WIN!!!   You added a 
specific evidence-based instrument to your clinical swallow evaluation, 
and it’s in your CSE template on the electronic medical record system.  
It felt like you finally captured the patient’s deficits in a meaningful 
way, and you can potentially use it to measure outcomes!  You want to 
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go celebrate that win with 10 or even 100 of your closest SLP friends 
in a group on social media.  You are internally beaming.  Your 
confidence is building!  This is a fabulous step.   

… but wait. 

The first failure happens.  You’ve tried to implement a change that has 
evidence behind it, but somehow things don’t go quite according to 
plan.  Something fell apart in the process, perhaps something you 
didn’t anticipate. Maybe everyone was supporting you, maybe the tool 
you intended to use was used appropriately.  But somehow a failure 
still occurred.  So, now you have both a win – and a loss – under your 
belt.  While you may want to turn tail and return to the old ways, you 
have to remember that you embarked on this change for specific 
reasons.   
 
Try to recall those reasons.  Say them out loud. Then, list them.  
 
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________ 
 
 
It’s time to reflect on what didn’t go well, where the breakdowns 
occurred, and problem-solve this failure.  This is not about blame or 
accusations.   
 
 
This is about promoting success.  
 
Intended outcome: ________________________________________ 
Perceived failures: _________________________________________ 
What went well despite the failure: ____________________________ 
________________________________________________________ 
Steps to take before the next attempt: _________________________ 
________________________________________________________ 
 

You can repeat this process as often as needed.  Remember, 
change is a journey, not a linear process. You can stop, start, 
and re-enter that journey anywhere along the way.  
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RECOVERY 

Let’s say that you were trying to institute the Yale swallow protocol in 
your clinical swallow evaluation.  Or maybe you implemented another 
protocol.  While you gained valuable information from the CSE so far, 
including what patient outcomes might be, you also determined that 
the patient needed imaging as part of their their comprehensive 
dysphagia evaluation. Some people are eager to come along with you, 
and some people aren’t.   The reasons they won’t come along with you 
can be widely variable and difficult to predict at times.  If you haven’t 
started a conversation with stakeholders about the anticipated 
increased use of imaging studies, it’s time.  Once you do that, there 
may be some anxiety and you’ll need to back-up these changes with 
the published evidence on the change you plan to implement.  
 
The change journey will have anxiety and joy, up and down, wins and 
challenges, throughout the process.  Collective comfort and eventual 
change can happen, but you will need several character traits to help 
you along the way.  Your persistence and celebrating small wins – 
those are probably the most important to drive recovery.  It’s in the 
recovery where we determine just how much it matters that we 
change our clinical practice.  
 
Ultimately: you cannot control the actions, behaviors, and feelings of 
other people.  So, grow in confidence first, then look at the change 
journey and start implementing something that you can easily start 
today.  
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Steps to take individually:  
 

• Read the evidence that prompted you to consider that change in 
the first place 

• Consult with a chosen mentor about risks and benefits of making 
that change 

• Revisit what steps you need to take before you start again.  
 
 

 
 
 
YOU HAVE REACHED YOUR DESTINATION 

We all want to reach these final two positions on the change journey 
the moment we start.  Flip back a couple of pages.  Did you see what 
it took to get here?  There will be some processes, protocols, and 
steps you can immediately implement on your own.  There may be 
other things your SLP team (if you are in a team environment) have to 
discuss and implement together.  The feedback from your team 
members about their comfort level with implementing a new protocol 
will tell you volumes about how to prepare for using this information 
as soon as possible.   
 
As you get to the destination, it’s really important to recognize that 
change is a process and you didn’t get there overnight.  Maybe you 
started with 4-finger palpation, and maybe you will continue to use 
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that information to some degree, but its importance will deteriorate as 
you make changes to grow as a clinician.  What we know in 2021 will 
be different from what we know in 2025, 2030, and so on.  I anticipate 
that even some of the protocols that we are discussing now may be 
updated, and we’ll be considering all new information in just another 
year or two.  
 
I want you to consider several things as you look around your clinical 
environment and situation.   
 

• Change is a dynamic process that requires constant attention 
• Everyone on the team needs to believe that change is necessary 
• Your support system needs to be in place and consulted 

throughout the process 
• Don’t be afraid to say “no” to practices that aren’t evidence-

based 
• Toxic work environments can and do exist – you don’t have to 

stay there 
• Barriers to change aren’t necessarily permanent 
• The place to start is with YOU 
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The Change Journey Map 

 
This is a map, of sorts, to help you recognize the 
process of change. 
 
No SLP was, or is a perfect clinician.  The clinical swallow evaluation 
has its limitations.  Look at each of the benchmarks on the change 
journey.  There is no timespan listed on this change journey because 
some changes can be rapid while others take much longer.  Some 
changes are individually-oriented while others take a team approach.  
If you’re living on a dysphagia island, the change journey might feel 
different for you, compared to for those in a large team.   
 
Throughout the rest of the course, we will discuss tools, ways to 
implement them, and help you draw your own change map for making 
change occur as soon as possible. Remember, you can stop and start 
anywhere on the change journey.  You can take breaks as you figure 
out how to implement an evidence-based tool in your setting.   
 
 

  

Triggering 
event

Internal 
change occurs

First 
failure

Doubt

Win

Recovery and 
rationalize failure

Become comfortable 
with change

Change happens
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Notes: 
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________ 
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PART TWO 
SUPER-
SKILLING THE 
CSE 

You finished graduate school, maybe you’ve been out in the field a 
little while, or a long while.  It’s time to review well-known and learn 
about not-so-well-known tools that you can consider for use during the 
clinical swallow evaluation so that you can get out of the silo you are 
in, and bring the research into your clinical practice.  
 
The old model of the clinical swallow evaluation included 4-finger 
palpation, a ton of PO trials, assessing for signs of aspiration, looking 
for any short-term diet modifications that could be successfully 
employed at the bedside, and recommendations for safe swallow 
strategies.  Some of this was described by Gary McCullough and 
colleagues (2005) in a study on hyolaryngeal excursion and the clinical 
swallow evaluation.  Well, that may not be everyone’s experience, but 
that was an experience that I learned and wasn’t quite sure what to 
make of it.  For some reason, I was expected to come out of a clinical 
swallow evaluation knowing what compensatory treatment strategies 
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were necessary.  I knew that rehabilitation for the disordered swallow 
would be helpful, but I wasn’t sure how to get information from the 
clinical swallow evaluation that could actually lead to more than diet 
modification.  And then I read even more research making me wonder 
if those diet modifications were even warranted.  Did benefits of 
modified diets outweigh risks?  Could patients get enough nutrition 
with the same quantity of food?  What about hydration?   
 
So, the proverbial pendulum would swing back to the side heavy on 
imaging and light on the clinical swallow evaluation.  I had to see a 
patient with a tracheostomy after respiratory failure associated with a 
hemorrhagic stroke, and knew that my CSE would be limited.  So, I 
completed a swallow screen and set the patient up for imaging.  Was 
that the right thing to do?  This question is what started my own 
internal process of determining what in the world I was trying to do in 
the CSE.  
 
I started scouring the literature, and found that we could not reliably 
determine impairments or treatment targets for the pharyngeal phase 
during the clinical swallow evaluation, which really made me re-think 
everything I had been taught or somehow learned to do.  Acute care 
was a whole different ballgame compared to outpatient clinic.  Patients 
had new problems and they didn’t even know that they had dypshagia 
sometimes.  In outpatient, they come to the clinic with dysphagia 
symptoms a lot of the time.   
 
I’d interpreted plenty of VFSS and FEES in graduate school.  I knew 
that they were valuable. I knew what to do with that information to 
form a rehabilitative plan of care.  However, as a newer clinician in 
acute care, I was just trying to keep up the pace of the very 
demanding caseload and make decisions that balanced the schedule 
needs of the hospital system regarding who received swallow studies.  
 
Sound familiar?  You’re not alone, SLPs.  Many of us have lived this… 
and you might still be living this today.   
 
To make change, you have to go through the first process – the 
change journey – and determine what you have to change next.  If 
you feel like the road ahead is under construction and the bridge is 
out, don’t worry.  The next section of this activity guide is designed to 
help you build the bridge.   
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Value of the Clinical Swallow 
Evaluation 

 
“VIDEOFLUOROSCOPY CAN DETECT AND 
QUANTIFY ASPECTS OF DYSFUNCTION, BUT 
IN ITSELF DOES NOT PROVIDE AN 
OBJECTIVE NUMERIC INDEX OF OVERALL 
SYMPTOM SEVERITY.”  

(Wallace et al., 2000) 
 
 
Did you realize that we’ve known we needed the CSE with imaging for 
a long time?  I won’t rehash all of the history here, but since Dr. 
Logemann did her groundbreaking work that brought dysphagia into 
the scope of practice of Speech-Language Pathologists, we have had a 
clinical swallow evaluation with imaging.   
 
Somehow along the way, the pendulum began to swing to these being 
an “either-or” situation.  I felt pressured by the literature into an 
imaging-only swallow evaluation at times.  I also felt pressured into 
eliminating things from the CSE.  Somewhere out there are clinicians 
who may only have access to the CSE; in those circumstances imaging 
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isn’t happening, or perhaps only the worst cases with obvious 
dysphagia with safety concerns are sent for imaging.  
 
Neither end of the spectrum is truly 100% the right solution, right?  
We need a balance of both.  The comprehensive dysphagia evaluation 
can be a truly patient-centered assessment that incorporates internal 
and external evidence, prognostic indicators, and use clinical 
information with imaging.  That involves a truly valuable CSE. I want 
you to join me on this journey to make the CSE valuable. *** 
 
 
More than a screening tool 

“The CSE is far more powerful than a screening tool 
and is only employed after referral for a possible 
swallowing problem. As it is then, by definition, not 
a screening tool, it must be considered in terms of 
its broader capabilities for establishing critical 
historical, physical, and function information related 
to deglutition.” 

(Rangarathnam & McCullough, 2016) 
 
Could you imagine being in this place in our field where you have to 
fight for the CSE and imaging exam?  What about all of those times 
you knew your clinical exam was valuable? You were right, sort of.   
What we did not realize all along in the fight to help clinicians get 
access to imaging – is that if we claim the CSE isn’t useful, that 
argument isn’t going to help us.  It de-values what we bring to the 
table in assessing the whole patient, and misses the mark on patient-
centered care.  
 

“Despite the clinical utility of the 
[videofluoroscopic swallow] examination, 
clinicians must appreciate that the 
patient's performance during the exam 
may not be entirely representative of the 
patient's typical eating and drinking 
performance. Variables such as fatigue, 
medications, anxiety, etc. may impact the 
testing results. It is imperative that 
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clinicians observe patients during their 
usual eating and drinking environment to 
determine the external validity of the 
examination results and to assess the 
patient's ability to carry-over any learned 
swallowing strategies.”  
 
(Martin-Harris & Jones, 2008) 

 
All of this inspiration is great, but I want you to have practical, boots-
on-the-ground, stuff you can take with you and implement in your 
clinical practice as soon as you see another patient with dysphagia. 
You’ll find a ton of resources on the next few pages that can be easily 
placed into the electronic chart with a little help from your information 
technology folks.  
 

Is “PO Trials” just a semantics 
problem? 
 
Let me start by saying that there are many good SLPs out there who 
perhaps just need to figure out how to document a little differently.  
Maybe that’s you!  But I want you to consider getting the term “PO 
trials” or “oral trials” out of your vocabulary with patients, vocabulary 
with documentation, and not just replacing it with better terms.  At the 
end of the day, the question is:  

WHAT ARE YOU ABLE TO OBSERVE DURING THE CSE? 

I can’t observe a “PO trial” in terms of what the trial is doing.  I can 
observe what the patient is doing, or not doing.  I can observe what 
skill the patient has, or does not have.  I can observe what happens to 
those swallowing skills with various protocols and procedures that 
have reliability and validity, such as swallow speed, swallow capacity, 
and swallow duration.  I can observe for signs of dysphagia.  Hey, 
maybe I can note that I’ve observed a sign of aspiration, too!  But, 
remember this: a CSE cannot rule out aspiration (McCullough et al., 
2005).  The accompanying presentation goes over the reasons for 
getting away from “PO trials” in our notes.  So, I’m going to move on 
to the tools you can consider in the CSE.   
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Tools to consider in the CSE 
 
SWALLOWING SKILL ASSESSMENTS 

Consider the American Speech-Language Hearing Association practice 
portal on adult dysphagia – it was updated in 2021 and contains a rich 
amount of information you can use to catalog swallowing skills.  Here 
are some check-lists you could consider incorporating in your notes.  
 
Reported/observed signs/symptoms of dysphagia:  
  

Drooling and poor oral management of secretions and/or 
bolus  
Ineffective chewing 

 
Food/liquid remaining in the oral cavity after the swallow 
(oral residue)  
Inability to maintain lip closure, leading to food and/or 
liquids leaking from the oral cavity (anterior loss of bolus) 

 
Complaints of food “sticking” or complaints of “fullness” in 
the neck (globus sensation) 

 
Complaints of pain when swallowing (odynophagia) 

 
Changes in vocal quality (wet/gurgly sounding voice) 
during/after eating/drinking 

 
Difficulty coordinating breathing and swallowing 

 
Acute or recurring aspiration pneumonia/respiratory 
infection and/or fever  
Changes in eating habits/ food or drink avoidances 

 
Weight loss, malnutrition, or dehydration from not being 
able to eat enough  
Complaints of discomfort related to suspected esophageal 
dysphagia (globus, regurgitation) 
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Observations:   
Labial seal/anterior spillage 

 
Evidence of oral control- mastication and transit 

 
Presence or absence of hyolaryngeal excursion 

 
Time required to complete the swallow sequence 

 
Cough, throat clear, and other behavioral symptoms 
observed 

 
Change to physiological status, vital signs, voice quality 

 
Patient’s use of additional equipment 

 
Findings:   

Identify clinical presentations of dysphagia 

 
Identify potential risks/benefits of initiating an oral diet or 
modifying oral intake 

 
Determine need for instrumental evaluation 

 
Specify diagnostic questions to be answered by instrumental 
evaluations 

 
Diagnoses with increased risk of Aspiration Pneumonia:  

Advanced age  Intellectual disabilities 

 
Neurologic disease 
(Stroke, ALS, PD) 

 Multiple Sclerosis 

 
Critical illness  Sjogren’s Syndrome 

 
Dementia  Lupus 

 Endotracheal 
intubation 

 Traumatic Brain Injury 
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 GERD  Vocal Fold Immobility 
(Unilateral) 

 Head and Neck 
Cancer 

 Whiplash injuries 

 
Swallowing-Related factors for individualized patient care:   

Fatigue during a meal Comments:  

 
Posture and/or positioning 
challenges 

Comments: 

 Environmental conditions Comments: 

 Altered cognitive-
communication status 

Comments: 

 Physiological status change 
and vital sign changes 

Comments:  

 
Resuming oral intake from NPO status:   

Alertness and energy level Comments:  

 
Emotional reaction to food Comments: 

 Behavioral reaction to food Comments: 

 Self-discipline and 
judgment 

Comments: 

 Orientation to place and 
time 

Comments:  

 Memory, sequencing skills, 
focus, and attention span 

Comments: 

 Visual recognition of food 
and other objects 

Comments: 

 Oral sensation and 
recognition of food in the 
mouth 

Comments:  
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Risk Factors for Aspiration Pneumonia:   

Outpatient (Langmore et al., 1998): 4+ decayed teeth, high 
residue rating with pureed food, presence of other 
neurologic disease, absence of stroke, COPD, diabetes, CHF, 
GI disease  
Inpatient (Langmore et al., 1998): dysphagia with liquids or 
puree, 7+ decayed teeth, dependent for oral care, 
dependent for feeding  
Skilled nursing (Langmore et al., 1998): presence of COPD, 
dysphagia on previous imaging, increasing age, dependent 
for feeding  
One or more of the following (Kim et al., 2020): aspiration 
with 2cc IDDSI level 1 trial, smoking, underweight, 
prolonged pharyngeal delay on previous imaging, PAS of 8 
present 

 
Oral Health Assessment Tool 
Category 0/healthy, 1/changes, 

2/unhealthy, comment 
Intervention or 
Referral needed? 

Lips Score 1=intervention, 
2=refer 

Tongue Score 1=intervention, 
2=refer 

Gums and Tissue Score 1 or 2 = refer 

Saliva Score 1=intervention, 
2=refer 

Natural teeth Yes/no; score:  1 or 2 = refer 

Denture(s) Yes/no; score:  1=ID denture, 
2=refer 

Oral cleanliness Score 1=intervention, 
2=refer 

Dental pain Score 1 or 2 = refer 

 
Indicators for Imaging:   

Concerns for safety and efficiency of swallow function:  
___ Nutritional compromise 
___ Pulmonary compromise 
___ Airway safety/choking  
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Identify disordered swallow physiology to guide 
management and treatment 

 
Assist in determining differential medical diagnosis 

 
Presence of medical condition with high risk of dysphagia 

 Previously identified dysphagia with suspected change in 
function 

 Presence of chronic degenerative condition affecting swallow 
function 

 
NUMBERS, NUMBERS, NUMBERS  

We’ve talked a lot about how specific measures are necessary.  While 
the idea of numbers may seem overwhelming if this is new for you, 
you can incorporate numbers into meaningful evaluations.  Start by 
looking at the value that is added to the evaluation and individualize 
the evaluation you complete next.  If you are in a healthcare system, 
it may be beneficial to collaborate across settings to determine what 
numbers each setting is considering including with their patient 
evaluations.   
 
Why do numbers matter? When we include numerical data in our CSE, 
those data can be compared across settings and as the patient 
changes. Insurance reimbursement likes to see numbers – whether it’s 
a severity rating scale, patient-reported outcome measures (PROMs), 
or dysphagia skill assessments.  Additionally, these numbers are a 
tangible way to show that the patient has improved, and validate 
patient and/or caregiver concerns about swallowing.  
 
If you consider many of our communication tests, there are standard 
scores to determine percent of impairment, a skills inventory, and they 
typically assess various functions within communication separately 
which then inform the plan of care. Swallowing can move that direction 
if we are thorough about each step of the change journey.  
 
 
WATER SWALLOWING TESTS 

Single sips of small and large volumes offer the best evidence to 
classify patients who are aspirating (Brodsky et al., 2016).  So, what’s 
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in a water swallow test?  What specific test protocol are you giving?  
Here is a review of the various forms of water swallow tests that are 
commonly used.  
 
3oz Water Swallow Test (DePippo, 1993)  

• Stroke rehab patients including: bilateral lesions, brainstem 
stroke, history of pneumonia during acute stroke phase, 
coughing during feeding, consuming <50% of meals, nonoral 
feeding in progress 

• Compared to Videofluoroscopy 
• 80% sensitivity, 54% specificity for those aspirating >10% of 

the bolus on Videofluoroscopy 
• 89% sensitivity, 49% specificity for those aspirating thickened 

liquids or solid consistencies on Videofluoroscopy 
• Cough during or for 1 minute after completion, or presence of 

post-swallow wet-hoarse voice quality scored as abnormal 
 

Instruction: Drink from this cup without interruption 
 
Notable updates:  
1. A recent study on patients who have undergone cardiac surgery 
(Dallal York et al., 2021) found that the sensitivity of the 3oz WST 
dropped in that specific patient population to 63% with a high 
prevalence of silent aspiration.  Nearly half of those who aspirated – 
aspirated silently.  Therefore, measures other than the 3oz WST must 
be considered in the post-surgical cardiac surgery population.  
 
2. Regarding dysphagia screening tools for acute stroke, a new 
Cochrane systematic review (Boaden et al., 2021) determined: “We 
were unable to identify a tool that could accurately identify everyone 
with food and drink entering their airway, as well as detect all those 
who definitely did not.”  The authors suggested that the best water-
only screening tool for acute stroke was the Toronto Bedside 
Swallowing Screening Test (TOR-BSST; Martino et al., 2009). The Yale 
swallow protocol was not specifically included.  
 
Toronto Bedside Swallow Screening Test (TOR-BSST; Martino et 
al., 2009) 

• Designed as a combination of 4 items with value in predicting 
dysphagia- Kidd water swallow test, pharyngeal sensation, 
tongue movement, and general dysphonia (before, after 
swallowing) 

• Compared to Videofluoroscopy, Mann Assessment of Swallowing 
Ability (MASA) dysphagia and MASA aspiration scores 
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• Was not utilized for patients on enteral feeding, had reduced 
levels of alertness, or pulmonary disease 

• More information on the lab website: 
https://swallowinglab.com/tor-bsst/ 

• Required 4-hour training program (register online) 
 
If used as a nurse screen: patient should be alert, sit upright, and 
follow simple instructions. This screen should not be used for those 
with decreased alertness, reduced cognitive function, or have tube 
feeding.  This screen requires training and there is a copyrighted form 
that is used for the screen. Right now the screen has only been 
validated with stroke patients, but is being studied with post-
extubation. There may be meal supervision requirements for the 
patients who pass the screen, which may be a burden on nursing staff.  

• Materials needed: water, spoon, towel 
• Observations before water sips: Voice quality, tongue movement 

(abnormal = stop) 
• Observations during 10 water sips and cup drinking: coughing, 

voice quality change, drooling (abnormal = stop) 
 
 
Kidd Water Swallow Test (Kidd et al., 1993) 

• Designed to incorporate a brief clinical exam and water swallow 
test and validated with videofluoroscopy in acute stroke 

• Pharyngeal sensation and constriction tested with tactile 
stimulation on each side, then tongue and facial movement, 
speech, sensory, and perceptual function and muscle strength.  

• Clinicians also completed the Motricity score, Barthel index, and 
Allen’s test, as well as observations about drowsiness on 
admission.  

• Patient was asked to swallow 50mL of water in 5 mL portions.  
• Abnormal findings: choking, coughing, or alteration in voice 

quality and test is stopped at that point.  
 
 
Timed Water Swallow Test (TWST; Nathadwarawala 1992) 

• Designed to be a test of swallowing capacity 
• Originally studied on neurological patients 
• 96% sensitivity and 69% specificity 
• 150mL cold tap water (5oz) 
• Observe: number of swallows, coughing during/after the test, 

voice quality, and residual volume in the cup 
• Calculate speed (mL/sec) and average volume per swallow (mL) 
• Normal vs abnormal: 10mL/sec or less 
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• Fast: >10mL/sec 
• Slow: <10mL/sec 
• Use of the speed metric allows the clinician to use a smaller 

volume if concerned.  If unsafe to administer, the swallowing 
speed is rated as zero.  

 
Instruction: Drink the water as quickly as possible, but stop if 
difficulty arises.  

 
There may be other water swallow tests in the literature worth 
considering.  One of the most important things to know is that the 
evidence on oral intake / PO intake during the clinical swallow exam, 
and how well we can predict aspiration using the CSE, will be a moving 
target.  It’s critical to stay up-to-date on the validity of the water 
swallow tests in each specific population as more research is 
published.  
 
SWALLOW PROTOCOLS 

Speech-Language Pathologist must begin reframing, at least internally, 
how we talk about what we do.  For several years now, there are 
comments in social media and in our clinical notes that say “PO trials” 
and it may be documented as initial assessment, ongoing assessment 
and review, or treatment. There is no standardization of what is being 
evaluated, what the intended outcomes are, and what the trajectory of 
treatment will be.  
 
When food, drink, water, and swallowing instructions are utilized 
during an assessment, we cannot make the assessment about the 
bolus.  Using the term “PO trial” is all about the bolus.  Instead, we 
must make the assessment about the swallow.  In other words…what 
swallowing skill are you assessing?  
 
If we can focus on what swallowing skill is being evaluated, then we 
can more accurately describe what is observed.  If you’ve ever 
thought, “what am I doing here, anyway?” you’re not alone.   
 
The SLP is a critical part of the medical team for a patient with 
dysphagia.  If you’ve underplayed that role, or you’ve been cast out of 
the important role it should be, this is a time to learn how to 
demonstrate our value by using published protocols.   
 
The theme of this activity – this guided learning – is the change 
journey.  So, don’t come away from this course without some kind of 
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change in mind.  Maybe you already use some of the protocols that 
have been presented so far.  Maybe there is something new.  Start 
mapping out that change and don’t let this valuable information go to 
waste.   
 
Yale Swallow Protocol (YSP; Leder & Suiter, 2014) 

• Useful to help determine aspiration risk 
• Eventually generalized to other hospitalized populations 

including pediatrics, adult acute care, trauma, stroke, 
general hospital 

• 96.5% sensitivity, 48.7% specificity in acute care 
• Research studies done on high flow nasal cannula and post 

extubation dysphagia (more later!) 
• Newer study validating YSP for post-acute care (Ward et al., 

2020) 
• Pulmonary, HNC, General medical, stroke, Parkinson’s 

disease, dementia 
• Validated with FEES, 95.4% sensitivity, 66.9% specificity 

overall 
• General medical: 100% sensitivity, 66.7% specificity 
• Stroke: 91.7% sensitivity, 64.5% specificity 
• Pulmonary: 94.4% sensitivity, 75.5% specificity 

• Published book (springer) – can obtain e-book through publisher 
 
1. Cognitive and oral-motor screen  

Patient is asked to state their name, location, current year; open 
mouth, stick out tongue, smile/pucker 

 
2. Complete remainder of the oral mechanism exam 

Close lips, lateral tongue range of motion, smile and pucker 
 
3. May be necessary to moisten mouth or complete 1 or 2 swallows 
 
4. 3oz water swallow test: “drink it all, slow and steady, and 
without stopping.” Ensure patient understands. Can use cup or 
straw. Can use verbal encouragement during the challenge. Can do 
3oz WST a second time.  
 
If passed: Book has a detailed discussion about passing the protocol 
and selecting a diet.  
 
If failed: (1) NPO including meds and do imaging (2) NPO including 
meds and repeat in 24 hours 
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There are several ways you could incorporate the YSP into your clinical 
documentation.  The technical services support in your facility may be 
able to help you figure out the best way to do this.  Here is a 
suggestion for those who need to copy/paste something into a free-
typed clinical note.   
 

Yale Swallow Protocol – Exclusion criteria 

Protocol deferred Yes/no 

Unable to remain alert for testing Yes/no 

No thin liquids due to pre-existing 
dysphagia 

Yes/no 

Head of bed restrictions <30 Yes/no 

Tracheotomy tube present Yes/no 

NPO order for medical/surgical 
reason 

Yes/no 

 
Yale Swallow Protocol - Testing 

Cognition Normal/Abnormal 

Name 
 

Location 
 

Current year 
 

Open mouth 
 

Tongue protrusion 
 

Smile/pucker 
 

Oral Mechanism Exam Normal/Abnormal 

Close lips 
 

Tongue ROM Right 
 

Tongue ROM Left 
 

Smile/pucker 
 

3oz WST Normal/Abnormal 

Comments: 
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Test of Masticating and Swallowing Solids (TOMASS; Huckabee et 
al., 2018)  

• Developed for use in clinical assessment 
• Validated in adults (Huckabee et al., 2018; Todaro et al., 2021) 

and children (Age 4 to age 17; Frank et al., 2019) 
 
Instruction: “Eat this cracker as quickly as is comfortably 
possible, and when you have finished say your name out loud.” 
 
Vocalization = task completion + Oral cavity clearance 
Discourage talking while chewing 
 

• Measures: Number of bites, Number of swallows, Number of 
masticatory cycles, Total time 

• Cracker: Arnold’s Salada, Nabisco Saltine, Carr’s Table Water 
Cracker, Gran Pavesi Cracker, De Beukelaer Tuc Classic Cracker, 
Albert Heijn Basic Cracker, Osem Golden Cracker 

• Uses: Identify oral phase impairments; may indicate pharyngeal 
phase impairments (research underway) 

• Increased utilization as a portion of other published swallow 
evaluation protocols 

 
Definitions 

• Number of bites: Bites required to finish the cracker 
• Masticatory Cycles: Up-Down movements of the jaw; does not 

include rotary jaw and tongue movements to clear oral residue 
• Swallows: Observed movement of the thyroid cartilage 
• Total time: Start stopwatch when cracker passes patient’s lip, 

stop when the patient says their name 
 
What do we know from TOMASS results?  

• Dysphagia present or not 
• Clinical signs of dysphagia 
• A patient refusing to complete the test could be informative or 

confusing 
• Results maybe be impacted by cognition 
• Need to know what patient normally does with eating and 

drinking 
• Complicated by xerostomia (e.g. head and neck cancer patients) 
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Swallow Battery (SwaB; Lindroos & Johansson 2021) 
• Designed to evaluate for mild vs no dysphagia utilizing other 

published instruments, validated with FEES 
• 15 minutes or less to complete 
• Three tests were followed as closely to the original instructions 

as possible with adaptations 
• Cervical auscultation was only used to count swallows during the 

test battery 
• Clinical signs of oropharyngeal dysphagia were documented 

(reflexive cough before, during, after swallowing; throat 
clearing; vocal changes after swallowing; affected breathing 
after swallowing) 

• Sensitivity/Specificity:  
o RSST: 98%/66% 
o TWST: 97%/88% 

 
Instructions:  
1. RSST: swallow saliva as many times as possible in 30 seconds 
2. TWST: Drink 150mL of water as fast as comfortably possible. 

Duration of swallow measured from when water passed 
lower lip and larynx landing in resting position; calculating 
the swallowing speed (mL per sec).  

3. TOMASS: Eat the cracker as fast as comfortably possible and 
speak immediately after finishing 

Total duration from the cracker passing lips until the 
patient started speaking, also count the number of 
swallows; compare to TOMASS norms for total time and 
number of swallows.  

 
Cutoffs 

• 3 saliva swallows or more in 30 seconds 
• >10mL/s 
• Total duration and swallows within 95% CI for age/sex 
• No clinical signs of dysphagia throughout 

 
Repetitive Saliva 
Swallowing Test 

No dysphagia: 3 or 
more swallows in 30 
seconds 

Dysphagia 
present? Yes/no 
Comments:  

Timed Water 
Swallow Test 

No dysphagia: 
10mL/sec or faster 

Dysphagia 
present? Yes/no 
Comments:  
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Test of 
Masticating and 
Swallowing 
Solids 

Performance within 
95% confidence 
interval for age/sex 

Dysphagia 
present? Yes/no 
Comments:  

Signs of 
oropharyngeal 
dysphagia: 

Reflexive cough 
before, during, after 
swallowing 
Throat clearing 
Vocal changes after 
swallowing 
Affected breathing 
after swallowing  

Dysphagia 
present? Yes/no 
Comments:  

 
 
Timed Swallowing Proficiency for Eating and Drinking Test 
(SPEAD; Karsten et al., 2020) 
 

• Designed to evaluate safe swallowing capacity for eating and 
drinking, based on tasks from the WST and the TOMASS 

• Studied on patients with head and neck cancer and validated 
against VFSS 

• Utilizes thin liquid, thick liquid (IDDSI level 3), and solid 
• Cut-off SPEAD values for dysphagic vs normal is 4.2 g/sec (80% 

sensitivity, 79% specificity) 
• Cut-off SPEAD values for aspiration vs safe is 1.2 g/sec (100% 

sensitivity, 57% specificity) 
• Oral intake:  

• 100g (4 fl oz) thin liquid (IDDSI level 0 – e.g. water) 
• 100g (4 fl oz) thick liquid (IDDSI level 3 - e.g. thickened 

lemonade) 
• “Solid cream cracker” (article shows the saltine from the 

TOMASS) 
• Observations include:  

• Total duration time – time between substance touching lips 
until end of the last swallow 

• Grams swallowed – using measuring cup for liquids, 
estimate percentage on solid 

• Number of swallows – based on facial and laryngeal 
movement 

• Number of chews – based on mandibular movement 
• Airway compromise (cough) during or directly after 

ingestion 
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• Calculations: speed of ingestion per consistency (G/sec) and 
average swallow volume (g/swallow) 

• Primary outcome: SPEAD-rate (g/sec) which is average of the 
three consistencies 

• Printable form available with the original article (see 
supplementary material, appendix 1) 

 
 
Clinical assessment of dysphagia in neurodegeneration (CADN; 
Vogel et al., 2017) 
 

• Designed to measure the impact of dysphagia and predict the 
presence or absence of aspiration 

• Validated for Parkinson’s disease and degenerative ataxia 
• Can be administered and scored in 7 minutes 
• Two parts 

• Part 1 has 79% sensitivity and 71% specificity 
• Part 2 has 84% sensitivity and 69% specificity 

• Electronic supplementary material available with the scoring 
protocol  

 
Part 1 Anamnesis- questions relate to the last 30 days (rate 0-4) 

• Does the patient cough or choke when eating? 
• Does the patient cough or choke when drinking? 
• Does the patient have difficulty managing saliva? 
• Has the patient had any chest infections in the last 12 months? 
• Does the patient require assistance or medical aids/devices while 

eating? 
• Does the patient require assistance or medical aids/devices while 

drinking? 
• Does the patient modify their diet / eating / drinking habits to 

help their swallow? 
 
Part 2 Examination with consumption has 4 items with vocalization on 
/a/ before and after swallowing 

• Teaspoon of water 3 times  
• 50mL drinking task  

• If scored 4, stop and score remaining items 4 
• Puree bolus 4 times 
• One dry biscuit (cookie) 

Observations include lip seal, time to initiate swallow, number of 
attempts to swallow, coughing or choking, and oral cavity after puree 
bolus 
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• Specific scoring criteria with summary form indicating 
none, subclinical, mild, moderate, severe, profound 
dysphagia 

Scoring form available with the original article 
 
McGill Ingestive Skills Assessment (MISA; Lambert et al., 2003) 
 

• Designed as part of a CSE for elderly individuals with feeding 
difficulties, to be used for evaluation and treatment planning 

• Emphasis on ability rather than impairment 
• Includes feeding measures - could be helpful to trigger an 

Occupational therapy referral 
• Observation-based assessment 
• Original research completed prior to MBSIMP publication, does 

not take into account the improved reliability of the exam using 
a standardized scoring method and downplays the necessity of 
Videofluoroscopy/endoscopy. 

Positioning:  
__Maintains symmetry of posture 
__Has adequate head control for 
feeding 
 
Texture management  
__Does the patient accept the food 
 
Feeding skills  
__Sets up tray independently 
__Able to grasp utensil functionally 
 

Liquid ingestion (no indication 
as to the quantity or instruction 
for swallowing) 
__Seals lips on cup 
__Demonstrates same voice 
quality after drinking 
 
Solid ingestion (no indication as 
to what textures or quantity) 
__Opens mouth in anticipation 
__Retains food in mouth 
 

 
 
SEVERITY RATING SCALES 

Dysphagia Disorder Survey (Sheppard et al., 2014) 
• Developed specifically for children and adults with developmental 

disability 
• Two parts- related factors and feeding/swallowing competency 
• Ordinal rating scale – Dysphagia Management StaGing Scale 

(DMSS) 
• Distinguishes between those who do not have dysphagia and 

those who do 
• Sensitivity 88%, specificity ? 
• Presence/absence of signs of Swallowing and feeding 

disorders in developmental disability (SFD-DD) 
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• number of compensatory strategies 
• Health outcomes- nutritional failure, dehydration, 

diagnosed aspiration-related pneumonia pneumonia within 
the past year 

• Judgments can be made by 5 of each bolus type typical for 
person’s diet 

• Training required  
 
Level Definition 

1 No 
disorder 

No signs/symptoms of swallowing/feeding disorder in oral prep, oral-
pharyngeal, or esophageal stages of swallowing. Swallowing capabilities 
are functional for all bolus types. No symptoms of related unsafe or 
anorectic behaviors.  May be dependent for eating. 

2 Mild 
disorder 

Swallowing and feeding disorder and unsafe or anorectic behaviors can 
be managed with a single strategy type: adaptive utensils, diet 
restrictions, seating, adaptive feeding/swallowing strategies or 
medicatinos. Person maintains satisfactory health with reference to 
nutrition, hydration, and respiratory function. 

3 
Moderate 
disorder 

Swallowing and feeding disorder and unsafe or anorectic behaviors can 
be managed with a combination of two or more strategy types including 
adaptive utensils, diet restrictions, seating, adaptive feeding/swallowing 
strategies and/or medications. Person maintains satisfactory health with 
reference to nutrition, hydration, and respiratory function.  

4 Severe 
disorder 

Management of swallowing and feeding disorder and unsafe or anorectic 
behaviors includes a combination of two or more strategy types including 
adaptive utensils, diet restrictions, seating, adaptive feeding/swallowing 
strategies and/or medications. Related nutritional, hydration or 
respiratory problems persist in spite of the management program.  

5 
Profound 
disorder 

Disorder is managed with non-oral feeding for supplemental or total 
nourishment.  Related nutritional, hydration and/or respiratory problems 
may persist or condition may be satisfactory.  

 
 
Functional Oral Intake Scale (Crary et al., 2005) 

• 7-point ordinal scale developed to document functional level of 
oral intake of food and liquid in 302 stroke patients, with chart 
review 

• Admission, 1 month post onset, and 6 months post onset 
• FOIS be used to document change in functional eating 

abilities over time 
• Recent development: an app (comes with a small fee) to aid in 

selecting the correct level for the patient (FDI2.com) 
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• Probably the most commonly used scale to indicate swallowing 
outcomes in research, and well-known in Speech-Language 
Pathology 
 

Level 1 Nothing by mouth 
Level 2 Tube dependent with minimal attempts of food or liquid 
Level 3 Tube dependent with consistent oral intake of food or liquid 
Level 4 Total oral diet of a single consistency 
Level 5 Total oral diet with multiple consistencies, but requiring 

special preparation or compensations 
Level 6 Total oral diet with multiple consistencies without special 

preparation, but with specific food limitations 
Level 7 Total oral diet with no restrictions 

 
 
There are other severity scales included in the powerpoint that you 
may find helpful.  Some of them may be better for specific patient 
populations, so I highly recommend you look through the slides to see 
what severity scales you want to use individually and possibly as a 
team.  
 
 
PATIENT-REPORTED OUTCOME MEASURES 

These PROMs are from Patel et al. (2017) and each of the instruments 
names are written in the open access publication. See citation list. 
 
CS-BED Benign esophageal diseases 1987 

NDS Sequela of reflux or scleroderma 1992 

QL-EsoCa QOL operable esophageal carcinoma 1992 

EORTC-
QLQ-OES24 

Before/during/after treatment for esophageal 
cancer 

1996 

SWAL-QOL Mechanical or neurologic oropharyngeal 
dysphagia, broad range of etiologies 

2000 



36 

SSQ Neuromyogenic oropharyngeal dysphagia, 
stable >3 months 

2000 

MDADI Neoplasm of upper aerodigestive tract 2001 

UWQOL-R Post-treatment HNC 2001 

Bazaz Anterior cervical spine surgery, assess over 12 
month post op period 

2002 

SWAL-CARE Quality of swallowing care, mechanical or 
neurologic oropharyngeal dysphagia 

2002 

EORTC-
QLQ-EOS18 

Newly diagnosed esophageal SCC or 
adenocarcinoma 

2003 

MADS Achalasia 2005 

DSST Geriatric, new admission to LTC or subacute 
rehab 

2006 

MDQ-2W Assess symptoms of dysphagia over 2 weeks; 
outpatient 

2006 

FACT-E Adults with esophageal cancer 2006 

MDQ Esophageal dysphagia, outpatients, evaluates 
onset, frequency/severity, foods, episodes, 
pain 

2007 

SDQ Parkinson’s disease 2007 

SDQ-D Various etiologies, establishes a cut-off score 
for further evaluation for likely dysphagia 

2011 

EORTC-
QLQ-OG25 

Esophageal or gastric cancer including E-G 
junction 

2007, 
2012 

EAT-10 Patients with voice and swallowing disorders 2008 

DYMUS Multiple Sclerosis 2008 

SDI >14 years old, EOE 2010 

MDQ-30 Adults with esophageal disorders, symptoms 
30 days prior 

2010 
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DSS Dutch version of the DHI and MDADI and DSS 2010 

SSQ-HN SSQ for HNC, received curative surgical 
treatment for oral, oropharyngeal cancer 

2010 

SLS Scleroderma 2010 

ESQ Esophageal or throat complaints 2011 

ROMP-
swallowing 

Parkinson’s- speech, swallow, saliva function, 
activities, participation 

2011 

DHI Broad range of etiologies, emotional, physical, 
and functional effects on QOL 

2012 

DSQ Anterior cervical spine surgery 2012 

SOAL Laryngectomy 2012 

DSQ-EoE Adults, Adolescents with EOE 2013 

EEsAI Adults with EOE 2014 

PROMIS-GI Broad range of GI disorders and complaints 2014 

 
Other patient-reported outcome measures are included in the 
powerpoint presentation for your consideration.  There may be new 
tools developed in coming years; do not let this presentation serve as 
a “bookend” of what you learn about swallowing evaluations, but more 
as motivation to keep yourself on the change journey!  

 
Considerations during the CSE 
Now that you’ve learned about many protocols that have some value 
to use during the CSE, it’s time to consider what you can use 
practically – in terms of what you carry into the room.   
 
If you choose the Swallow Battery (SwaB), all you need is a cup of 
water, saltine crackers, and a stopwatch.  You might want a straw or a 
spoon if you need to do some more basic assessments for the patient 
with unexpectedly severe dysphagia.   
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If you choose one of the water swallow tests, you may need a spoon 
and straw, and cup of water.   
 
If you are using other published protocols, you may want to have 
materials at the ready in the unit or just outside the room (in acute 
care) or in your storage area in residential facilities or outpatient 
clinics.   
 
The SLP who goes in the room with empty pockets (i.e. no thickened 
liquids, no food) can still complete a clinical swallow evaluation.  
 

Notes: 
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________ 
________________________________________
________________________________________
________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 
________________________________________  
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PART THREE 
IMPLEMENTING 
CHANGE 

The SLP is part of the medical 
team 
In just about any medical setting, the SLP is part of the team – even if 
that clinician is operating in private practice.  The primary care 
physician is overseeing care of the patient under most models of care.  
The SLP can and should collaborate with the medical team.  The way 
that you collaborate may vary across providers. In the end, the most 
important person is the patient.  
 
While the dichotomous “pass or fail” question seems to come up all the 
time, when you look deeper into the question of whether the patient 
passed or failed the clinical swallow evaluation, the medical team is 
really trying to determine a couple of different things:  
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Think about the last time you were asked if the patient passed or 
failed the CSE.  Can you think about how you felt?  The medical team 
wants to know if the patient has dysphagia or not.  They want to know 
if you need to complete imaging or not.  They need to know if 
intervention is needed – most critically, diet changes, medication 
delivery, and nutritional considerations.  They also need to assess for 
the impact of the patient’s dysphagia on medical care.  Just like any 
consultative service, the question of “what now” is raised whenever a 
new condition is suspected or confirmed.  
 
As allied health professionals, SLPs are multi-faceted and specialize in 
different areas.  The comprehensive dysphagia evaluation is incredibly 
important when a patient has a change in status.  While there are 
some associations between risk factors and aspiration pneumonia and 
mortality, don’t forget about communication!  You can make a 
difference in a patient’s life by evaluating the whole person, their 
needs, their limitations, and help set them up for success no matter 
what the next setting may be.  
 
 

  

Dysphagia 
presence

Intervention 
needed (or 

not)
Impact on 

medical care
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Assess Feasibility of Change 
 
1. Does the organization need incremental or strategic change?  

 
 

Incremental change emerges gradually through steps.  If incremental 
changes become inadequate, strategic change may be necessary.  
Strategic change occurs when major cross-system updates are issued.  
If you have tried and failed multiple times with incremental change, it 
could be time for you to think on a much grander scale and share the 
evidence that will dramatically shift the approach to the clinical 
swallow evaluation with your team. Remember that a team might not 
just be the Speech-Language Pathologist(s) and can include medical 
professionals such as nurses, respiratory therapists, physicians, 
occupational therapists, physical therapists, and other patient care 
staff.  Years of building up the expectation that SLPs can go rule out 
aspiration during the CSE have to be taken down and replaced with 
evidence-based practice – whether that’s an incremental change or a 
strategic change, is up to you and your organization.  
 
2. Is there readiness for change?  
 
When you are seeing signs of ineffectiveness, such as the CSE that 
uses invalidated tools, it may be a triggering event that indicates that 
change is necessary.  However, there can be worries that change, 
though necessary, may be harmful.  It is important to balance out this 
perspective.   
 
For example, if you start incorporating more evidence-based measures 
and standardized protocols during the CSE, you may potentially 
increase how many patients need imaging for dysphagia in the very 
short-term future.  How you address this need will require scheduling 
considerations among SLP team members.  One problem that may be 
laying in wait for your team is availability of FEES scopes (i.e. scope 
cleaning time), availability of FEES-competent SLP (if entire team is 
not trained), or availability of FEES in general (if you don’t have 
equipment, you can’t even think about doing more tests!).   
 
Another concern may be space and time in radiology.  Are you already 
recording your VFSS on videos that you can review frame by frame?  
What about the fluoroscopy suite availability?  Are there enough slots 
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during the day to cover the expanding needs for inpatient and 
outpatient?   
 
If you are in a situation where you have to send patients out for 
imaging, that may be yet another barrier in place.  So, you’ve included 
more measures in your CSE and 
you are using evidence-based 
practice, which suggests that 
imaging is medically necessary for 
a specific patient.  What next?  
Have you tried communicating 
with the imaging provider that you 
anticipate an increase use of 
imaging with your current 
caseload, and increased use of 
imaging with the future caseload?  
 
Addressing these issues will help you determine readiness for change, 
because stakeholders may perceive harm in the steps that come after 
you get an updated CSE process.  Harm to the organization in terms of 
increased personnel demand, transportation use, and paying for 
transport back to the hospital for testing.  Harm to the hospital for 
increased use of imaging that they weren’t anticipating.  Above all, no 
harm should come to the patient.   
 
 

 
 

Capacity to Implement 
Change:  
 
People, Funds, Skills, Knowledge 
Technical adjustments (IT 
support) 
Address dominant behavior 
patterns, processes, and beliefs 
Support, permission, and 
resources 
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Use it on Monday 
 
Several years ago, I attended a seminar that had an underlying theme 
called “Use it on Monday.”  That phrase stuck with me ever since.  
When I share information with you, it’s with the purpose that some of 
the information can be used right away to make a difference for the 
next patient you see.  There may be some information that you need 
to look into with more detail and download original articles.  I 
absolutely encourage that.  Implementing change can be incremental 
and strategic.  It doesn’t have to be an “or” situation – as in, you don’t 
have to jump right away into strategic, large scale change.   
 
Thank about a few things as you plan for how you are going to use the 
information from this course next week, next month, and in the next 
year.  
 
 
Basic Clinical Swallow Evaluation 
 
What are you going to implement first?  
 
________________________________________________________
________________________________________________________
________________________________________________________ 
 
 
What can you implement on your own?  
 
________________________________________________________
________________________________________________________
________________________________________________________ 
 
 
 
What can you implement after a team discussion?  
 
________________________________________________________
________________________________________________________
________________________________________________________ 
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What resources do you need to obtain?  
 
Is change feasible? 
 
________________________________________________________
________________________________________________________
________________________________________________________ 
 
 
What (who) are the barriers? 
 
________________________________________________________
________________________________________________________
________________________________________________________ 
 
 
What are the perceived harms to the organization? 
 
________________________________________________________
________________________________________________________
________________________________________________________ 
 

 

For those of you looking for strategic change, here is a model that can 
help you get there.  

 

8 steps for large-scale change 
1. Increase Urgency 
"Let's go, we need to change things!" 
 
2. Build the guiding team 
Group that works well together  
Group strong enough to guide big changes 
 
3. Get the vision right 
Vision and strategy development 
Determine how quickly to introduce change 
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4. Communicate for buy-in 
Understand what people are feeling 
Must walk the talk to avoid fostering cynicism 
 
5. Empower action 
Recognition and reward systems 
Retooling those who felt disempowered by the change 
Avoid giving in to your own pessimism and fears 
 
6. Create short-term wins 
Build momentum 
Look for early wins 
Don't launch 50 projects at once 
 
7. Don't let up 
People make waves of change until the original vision is fulfilled 
Show the work  
Keep the urgency up 
 
8. Make change stick 
New behavior continues despite the pull of tradition or turnover of 
change leaders 
Don't rely on a boss to keep the big change in place 
Foster continuity of behavior that led to change in the first place 
 
 

Expectations and Frustrations 
 
A while ago, I had a college professor who talked about the source of 
frustration.  She stated that frustration happens when expectations 
exceed (or don’t match) reality.  While that might sound like a dose of 
pessimism, I want you to consider it as tempering optimism with 
realism.  There are extreme ends of the optimism-pessimism 
spectrum.  If you perpetually stay at the glass half empty side of the 
scale, you may not have enough motivation to be persistent to see the 
change journey happen.  If you perpetually believe the glass is half 
full, you might miss some key factors that stop the change journey.  
 
One key takeaway from all of this course today is that you can control 
at least something about your clinical practice.  You may not be able to 
control the behaviors of anyone else, and they may not always be 
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receptive to new information that seems to push them direction of 
changing what they do.   
 
What is one thing you can control about your 
clinical practice?   
 
Use of patient-reported outcome measures 
 
Incorporating one swallow protocol that is specific to a patient’s 
situation 
 
Obtaining as much quantitative information as possible 
 
 
 
This is the time to make a difference for the 
patient you see next.   
 
While you figure out how to get rid of practices that don’t make sense 
to keep using and move toward using evidence-based protocols, you 
may find yourself in a mental hiccup in documentation for the next 
patient you see.  To be completely honest, in my own clinical practice I 
find myself updating templates in my electronic documentation system 
at least every 6 months.   
 
Every time you come across a new article that proves itself to be 
useful, find out how to add these tools to your pre-written templates.  
There is no reason to re-invent the wheel in terms of how your 
computer system works, and the IT department should not be a 
barrier here.  Show them what you need.  If that isn’t working, you 
can keep a text or note document on your computer that you can copy 
and paste from.  There are many ways to creatively update your 
documentation style without putting IT folks to work.  However, do 
involve them whenever possible, for major updates to your use of the 
system.  
 
Go – and find ways to do better!  Thank you so much for attending this 
course.  I truly hope it adds value to the next patient interaction you 
have and helps you find ways to improve your own clinical practice!  
 
~ Kelly Caldwell 
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ABBREVIATIONS 
ACDF Anterior cervical discectomy and fusion 
BMI Body Mass Index 
BOT Base of tongue 
CHF Congestive Heart Failure 
COPD Chronic Obstructive Pulmonary Disease 
FEES Fiberoptic/Flexible endoscopic evaluation of swallowing 
GAD-7 Generalized Anxiety Disorder-7 
GI Gastrointestinal/gastroenterology 
GRBAS Grade, Roughness, Breathiness, Asthenia, Strain voice evaluation scale 
HNC Head and Neck Cancer 
IDDSI International Dysphagia Diet Standardisation Initiative 
LRP4 LDL Receptor related protein-4 
MDADI M.D. Anderson Dysphagia Inventory 
NDD National Dysphagia Diet 
NDPCS Northwestern Dysphagia Patient Check Sheet 
NTL Nectar Thick Liquids 
PAS Penetration-Aspiration Scale 
PED Post-Extubation Dysphagia 
PHQ-9 Patient Health Questionnaire-9 
PLOF Prior level of function 
PROMs Patient-reported outcome measures 
PSS-HN Performance Status Scale in Head and Neck Cancer 
QOL Quality of Life 
RMST Respiratory Muscle Strength Training 
ROM Range of Motion 
RSST Repetitive Saliva Swallowing Test 
s/p status post 
SwaB Swallow Battery 
TBI Traumatic Brain Injury 
TWST Timed Water swallow test 
UW-QOL University of Washington Quality of Life questionnaire 
VFSS Videofluoroscopic swallow study 
WST Water swallow test 
YSP Yale swallow protocol 
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