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Why Dysphagia and 
Substance Abuse?  

 
�  Population of patients at Tampa General 

Hospital 
 
�  Increasing incidence noted on medical/

surgical team caseload 

�  Desire to comprehend the disease and 
the affects the illness brings 



Here is an example… 

� One day, I walked into a caseload of 10 
patients 

 
� All 10 patients had underlying 

Substance Abuse Disorder 



A Glimpse of Michelle’s Day… 
Age/Gender) Principle)

Diagnosis)
Substance)
Abuse)

SLP)Consult)

48/Female) AMS;)Esophagitis) Alcohol)Abuse) Dysphagia;suspect)aspiration)
)

27/Male) Inhalation)Injury) Alcohol)and)Drug)
Abuse)

Voice)(PMV)/Dysphagia)

78/Male) CVA) Alcohol)Abuse) Dysphagia/Cognition)
)

54/Female) CVA) Alcohol)and)Drug)
Abuse)

Voice)(PMV)/Dysphagia/)
Cognition)

44/Female) Hypokalemia) Alcohol)and)Drug)
Abuse)

Dysphagia)and)Cognition)

31/Male) Renal)Failure) Alcohol)Abuse) Dysphagia)
)

31/Female) Acute)Respiratory)
Failure)

Drug)Abuse) Voice)(PMV)/Dysphagia)

45/Male) Acute)Respiratory)
Failure)

Alcohol)Abuse) Voice)(PMV)/Dysphagia)

26/Male) C;Spine)Fx)2’)MVA) Alcohol)Abuse) Voice)(PMV)/Dysphagia)
)

38/Male) Subarachnoid)
Hemorrhage)

Alcohol)Abuse) Dysphagia)and)Cognition)
(RL)II;III))



Some of these cases are like 
watching a train wreck! 



Introduction 
� Substance abuse and substance 

dependence are two types of 
substance use disorders and have 
distinct meanings. The standard use of 
these terms was derived from the 
Diagnostic and Statistical Manual of 
Mental Disorders, 4th edition (DSM-
IV) 



DSM IV: 1994-2013 

� Substance Abuse:  
◦ Overindulgence in or 
◦ Dependence on an addictive substance 

 
� Substance dependence: 
◦  Increased tolerance for a substance 
◦  Need for greater amounts of substance 
◦  Obsession with obtaining/using substance 

 



Substance Use Disorder: DSM-5 
� Substance Use Disorder in DSM-5 

combines the DSM-IV categories of 
substance abuse and substance 
dependence into a single disorder 
measured on a continuum from mild to 
severe.  

 
�  For our discussion, addictive substances 

include tobacco, alcohol, illicit drugs and 
misuse of prescription medications 





Who is a substance abuser? 

Robinson, Jeffrey. "10 Compelling Facts About Homelessness." Web Stuff Media. Web Stuff Media, 
03 Feb. 2015. Web. 13 Sept. 2015. 



“I used to think a drug addict was 
someone who lived on the far edges of 
society. Wild-eyed, shaven-headed and 
living in a filthy squat. That was until I 
became one…” ― Cathryn 
Kemp, Painkiller Addict: From 
Wreckage to Redemption 



Substance abuse is not limited to 
the homeless population… 

Addicted Professionals. Web. 13 Sept. 2015. 



Statistics: Substance Abuse and Mental Health 
Services Administration (SAMHSA) 2013 Report 

�  In 2013, an estimated 21.6 million individuals 
aged 12 or older had an SUD in the past year 
(8.2 percent of the population aged 12 or 
older). 

 
�  An estimated 1.3 million adolescents aged 12 

to 17 had an SUD in 2013 (5.2 percent of 
adolescents). 

 
�  An estimated 20.3 million adults aged 18 or 

older in 2013 had a past year substance use 
disorder (8.5 percent of adults). 



Etiology and Risk Factors 
� Use and abuse of substances may 

begin in childhood or the teen years. 
Certain risk factors may increase 
someone's likelihood of abusing 
substances. 



Predictors of Substance Abuse 
� No single factor can predict whether a 

person will become addicted to 
substances. Risk for addiction is 
influenced by a combination of factors 
that include:  
◦ Biological 
◦ Environmental 
◦ Developmental 



Biological Risk Factors 
� Genetics  
� Gender 
� Mental disorders 
 



Environmental Risk Factors 
� Peer Pressure 
� Physical and sexual abuse 
� Traumatic event 
� Stress 
� Quality of parenting 
 



Developmental Risk Factors 
� Early drug use/exposure 
� Chronic sleep deprivation 
� Academic failure 
� Family history of substance abuse 
� Early maturation (ie: hormonal 

changes) 



Substance Abuse Signs and 
Symptoms 
�  Giving up past activities such as sports, homework, or hanging out 

with new friends 
�  Declining grades 
�  Aggressiveness and irritability 
�  Significant change in mood or behavior 
�  Forgetfulness 
�  Disappearing money or valuables 
�  Feeling rundown, hopeless, depressed, or even suicidal 
�  Sounding selfish and not caring about others 
�  Use of room deodorizers and incense 
�  Paraphernalia such as baggies, small boxes, pipes, and rolling paper 
�  Physical problems with unclear cause (for example, red eyes and 

slurred speech) 
�  Getting drunk or high on drugs on a regular basis 



Continued… 
�  Lying, particularly about how much alcohol or other drugs he or she 

is using 
�  Avoiding friends or family in order to get drunk or high 
�  Planning drinking in advance, hiding alcohol, and drinking or using 

other drugs alone 
�  Having to drink more to get the same high 
�  Believing that in order to have fun you need to drink or use other 

drugs 
�  Frequent hangovers 
�  Pressuring others to drink or use other drugs 
�  Taking risks, including sexual risks 
�  Having "blackouts," forgetting what he or she did the night before 
�  Constantly talking about drinking or using other drugs 
�  Getting in trouble with the law 
�  Drinking and driving 
�  Suspension or other problems at school or in the workplace for an 

alcohol- or drug-related incident 
 



How Addiction Changes your Brain 

https://www.youtube.com/watch?v=5f1nmqiHIII 



Affect of Substance Abuse on the 
Swallowing Mechanism 

�  Neuromuscular Processes 
◦  Four phases of swallowing (Oral-Prepatory, Oral, 

Pharyngeal, Esophageal) under control of cranial 
nerves 
◦  Neurotransmitters mediate neurotransmission 

between nerves and muscles in the central 
nervous system 
◦  Illicit substances can change the effects of 

neurotransmitters on their targeted area of action 
(receptors) by altering levels of 
neurotransmitters or affecting additional 
neurotransmitters outside of the desired target 
(side effects) –                 (Carl & Johnson, 2015) 



CNS Depressants and Dysphagia 
�  Alter neurotransmission in the brain by altering levels 

and action of central neurotransmitters 
�  Result in impaired motor function and muscle 

coordination; interferes with oral-prepatory and oral 
phases of swallowing, along with initiation of 
pharyngeal swallow 

�  Decreased level of arousal, depression of brain stem 
swallow function, neuromuscular blockade, impaired 
oropharyngeal sensation, decreased voluntary muscle 
control 

�  Block acetylcholine and can impair smooth muscle 
function  

�  Antipsychotics, lithium, and PD meds can cause 
dystonia and movement disorders resulting in choking 
and aspiration 

    (Carl & Johnson, 2015) 



Top 7 Conditions of Medication-
Induced Dysphagia 
1  Xerostomia, impaired saliva, and GI 

secretion 
2  Cognitive impairment and sedation 
3  Impaired GI motor function/motility 
4  Impaired motor function resulting in 

impaired feeding, chewing, and 
swallowing 

5  Altered taste, smell, and appetite 
6  Direct damage to the GI tract 
7  Drug-induced muscle weakness 

(myopathy)          
      (Carl & Johnson, 2015) 



ASHA’s Complex Cases in Adult Dysphagia 
Online Conference 



Neurotransmitter	   Distribution in the 
CNS	  

Functions Affected	   Drugs	  That	  Affect	  It	  

Dopamine	   Midbrain, Ventral 
tegmental area (VTA), 
Cerebral cortex, 
Hypothalamus	  

Pleasure and reward, 
Movement, Attention, 
Memory	  

Cocaine, 
Methamphetamine, 
Amphetamine. In 
addition, virtually all 
drugs of abuse directly or 
indirectly augment 
dopamine in the reward 
pathway	  

Serotonin	   Midbrain, VTA, Cerebral 
cortex, Hypothalamus	  

Mood, Sleep, Sexual 
desire, Appetite	  

MDMA	  (ecstasy),	  LSD,	  
Cocaine	  

Norepinephrine	   Midbrain, VTA, Cerebral 
cortex, Hypothalamus	  

Sensory processing, 
Movement, Sleep, Mood, 
Memory, Anxiety	  

Cocaine,	  
Methamphetamine,	  
Amphetamine	  

Endogenous Opioids	   Widely distributed in 
brain but regions vary in 
type of receptors, Spinal 
cord	  

Analgesia, Sedation, Rate 
of bodily functions, Mood	  

Heroin,	  Morphine,	  
Prescription	  painkillers	  
(Oxycodone)	  

Acetylcholine	   Hippocampus, Cerebral 
cortex, Thalamus, Basal 
ganglia, Cerebellum	  

Memory, Arousal, 
Attention, Mood	  

Nicotine	  

Endogenous 
cannabinoids	  

Cerebral cortex, 
Hippocampus, Thalamus, 
Basal ganglia	  

Movement, Cognition 
and Memory	  

Marijuana	  

Glutamate	   Widely distributed in 
brain	  

Neuron activity 
(increased rate), 
Learning, Cognition, 
Memory	  

Ketamine,	  Phencyclidine,	  
Alcohol	  

GABA	   Widely distributed in 
brain	  

Neuron activity (slowed), 
Anxiety, Memory, 
Anesthesia	  

Sedatives,	  Tranquilizers,	  
Alcohol	  



Neurotransmission 

https://www.youtube.com/watch?v=-KYSRuuHtR4 



Quick Review of Cranial Nerves 
Involved in Swallowing 

•  Six targeted cranial nerves 
◦ CN V- Trigeminal 
◦ CN VII- Facial 
◦ CN IX- Glossopharyngeal 
◦ CN X- Vagus 
◦ CN XI- Spinal Accessory 
◦ CN XII- Hypoglossal 



Cranial Nerve Pathway 

(Primal Pictures, 2011) 



CN V-Trigeminal 

Muscles of innervation: Masseter, temporalis, lateral & medial pterygoids, tensor 
tympani, tensor veli palatini, mylohyoid, & anterior belly of the digastric      

             (Primal Pictures, 2011) 



CN V-Trigeminal 
Responsible for:  
�  Sensory:  

•  Pain, temperature, and 
touch to: 
•  Mucous membranes of 

mouth and buccal walls 
•  Teeth, gums, hard palate, 

pharynx 
•  Temporomandibular Joint 
•  Anterior 2/3 of tongue 

(touch, not taste) 
•  Motor:  

•  Muscles of mastication 
•  Opens Eustachian tube 
•  Laryngeal elevation/excursion 
•  Palatal elevation 
•  Palatal depression after 

swallow 
•  Posterior pharyngeal wall 

constriction 

�  Dysfunction: 
◦  Facial anesthesia 
◦  Loss of temperature/pain 

sensation 
◦  Jaw asymmetry, tremors/

fasciculations 
◦  Decreased jaw movement 
◦  Flaccid soft palate 
◦  Decreased hyolaryngeal 

excursion 
◦  Decreased face/mouth/

jaw sensation 
◦  Temporomandibular joint 

disorder (TMJ) 



CN VII-Facial 

Muscles of innervation:  Orbicularis oculi, orbicularis oris , zygomatic, buccinator, 
platysma, stylohyoid, stapedius, posterior belly of digastric, frontalis 
             (Primal Pictures, 2011) 



CN VII-Facial 
�  Sensory:  
◦  Taste on anterior 2/3rd 

of tongue 
◦  Sensation to floor of 

mouth, hard/soft 
palate 

�  Motor:  
◦  Muscles of facial 

expression 
◦  Muscles of the ear 
◦  Assists with elevation 

of larynx 
◦  Movement of palate 
◦  Salivation 

�  Dysfunction: 
◦  Decreased facial 

sensation 
◦  Loss of taste (anterior 

2/3 of tongue) 
◦  Poor labial retraction/

pursing 
◦  Poor bilabial seal 
◦  Increased salvation 
◦  Decreased facial 

expression (masked) 
◦  Reduced hyoid 

elevation 
◦  Xerostomia 



CN IX-Glossopharyngeal 

Muscles of innervation:  Stylopharyngeus muscle, portion of middle pharyngeal 
constrictor, parotid salivary gland 

             (Primal Pictures, 2011) 

 



CN IX-Glossopharyngeal 
�  Sensory:  
◦  Posterior 1/3 of tongue 
◦  Tonsils 
◦  Velum 
◦  Upper pharynx 
◦  Sensory portion of 

pharyngeal gag 
�  Motor: 
◦  Elevates larynx and 

pharynx  during 
swallowing 
◦  Palatal movement 
◦  Epiglottic excursion 

�  Dysfunction: 
◦  Weak cough reflex 
◦  Impaired gag reflex 

(look for hyper and 
hyposensitivity) 
◦  Delayed pharyngeal 

trigger 
◦  Decreased 

velopharyngeal closure 



CN X-Vagus 

Muscles of Innervation: Levator veli palatini, Salpingopharyngeus, Palatoglossus, 
Palatopharyngeus, Superior/middle/inferior pharyngeal constrictors, (intrinsic muscles of 
larynx: cricothyroid, thyroarytenoid, posterior cricoarytenoid, lateral cricoarytenoid, 
interarytenoids), viscera  

             (Primal Pictures, 2011) 
 



CN X-Vagus 
�  Sensory:  
◦  Sensation to the palate, base 

of tongue, valleculae, 
epiglottis, aryepiglottic folds, 
pyriform sinuses, posterior 
pharyngeal wall, , true and 
false vocal folds, trachea, 
lungs 

�  Motor: 
◦  Elevation/depression of soft 

palate 
◦  Pharyngeal contraction 
◦  Laryngeal elevation/closure 
◦  Abduction/adduction of vocal 

folds 
◦  Cricopharyngeaus muscle 
◦  Esophageal peristalsis 
◦  Cardiac, GI tract, respiration 

�  Dysfunction: 
◦  Decreased palatal, 

pharyngeal, laryngeal 
excursion 

◦  Hypernasality 
◦  Loss of cough reflex 
◦  Loss of taste (hard palate, 

base of tongue) 
◦  Inability to vary pitch 
◦  Dysphonia (hoarse, breathy, 

wet, etc) 
◦  Difficulty swallowing 
◦  Decreased pharyngeal 

sensation 



CN XI-Spinal Accessory 

Muscles of innervation: Sternocleidomastoid and trapezius  
             (Primal Pictures, 2011) 

 



CN XI-Spinal Accessory 
�  Motor: 
◦  Head rotation 
◦  Shoulder shrugging 

�  Dysfunction: 
◦  Inability to elevate 

shoulders 
◦  Inability to turn 

head 



CN XII-Hypoglossal 

Muscles of innervation: Genioglossus, Hyoglossus, Styloglossus, Superior longitudinal, 
Inferior longitudinal, Transverse, Verticalis  

             (Primal Pictures, 2011) 

 



CN XII-Hypoglossal 
�  Motor:  
◦  Lingual movement 
◦  Innervates muscles 

that elevate/depress 
the hyoid bone 

�  Dysfunction: 
◦  Decreased lingual 

range of motion and 
strength 
◦  Atrophy of lingual 

muscles 
◦  Lingual 

fasciculations 
◦  Lingual deviation to 

damaged side 



Put your seat belts on folks, we 
are now taking off! 

Cohen, Brian. "Who Needs Seat Belts, Anyway?" Who Needs Seat Belts, Anyway? N.p., 26 Nov. 2012. Web. 19 Oct. 2015 



Dysphagia in Substance 
Abusers 

 
Affect on each phase of 

swallowing 



Oral-Prepatory Phase Dysphagia 
�  Altered Taste of bolus 
�  Dental decay 
�  Halitosis 
�  Oral Candidiasis 
�  Oral-Motor Dysfunction 
◦  Difficulty/inability to manage secretions 
◦  Difficulty masticating (reduced ROM  
    of mandible, poor/absent dentition) 
◦  Difficulty forming and holding bolus 
◦  Abnormal hold of bolus 
◦  Weak/absent labial seal 
◦  Pocketing food (poor buccal tension) 
◦  TMJ 

�  Reduced acceptance of po intake 
◦  Anorexia Nervosa 
◦  Failure to Thrive 

�  Xerostomia (Gallagher and Naidoo, 2008) 

Logemann, J.A. (1983). Evaluation and Treatment 
of Swallowing Disorders. 



Oral Phase Dysphagia 
� Weak lingual movements  
   to propel bolus posteriorly 
� Reduced range of lingual  
   movement and elevation 
� Decreased oral transit time 
� Residue of bolus in oral cavity 
� Piecemeal deglutition  
 

Logemann, J.A. (1983). Evaluation and Treatment 
of Swallowing Disorders. 



Pharyngeal Phase Dysphagia 
�  Difficulty propelling bolus posteriorly 
�  Delayed/absent swallow reflex 
�  Nasal regurgitation 
�  Residue in valleculae/pyriform  
    sinuses/laryngeal vestibule and on  
    posterior pharyngeal wall 
�  Reduced pharyngeal peristalsis 
�  Inadequate closure of the airway  
   (with aspiration) 
�  Reduced base of tongue movement 
�  Reduced laryngeal movement 
�  Cricopharyngeal dysfunction 

Logemann, J.A. (1983). Evaluation and Treatment 
of Swallowing Disorders. 



Esophageal Phase Dysphagia 
�  Achalasia 
�  Barrett’s epithelium 
�  Erosive esophagitis 
�  Esophageal-pharyngeal backflow 
�  Esophageal diverticulum 
�  Esophageal necrosis 
�  Esophageal obstruction 
�  Gastro-Esophageal Reflux  
    Disease (GERD) 
�  Ingestion of foreign bodies 
�  Nocturnal vomiting (with/without aspiration) 
�  Reduced esophageal contractions 
�  Tracheoesophageal fistula 

Logemann, J.A. (1983). Evaluation and Treatment 
of Swallowing Disorders. 



Comorbidities 
�  Infectious Diseases 
�  Cardiovascular 

�  Respiratory 

�  Gastrointestinal 
�  Musculoskeletal 
�  Kidney and/or Liver Damage 
�  Neurological Effects 

�  Mental Health Effects 
�  Cancer 

�  Prenatal Effects  
�  Mortality 



Management 
�  No single treatment is appropriate for everyone. 
�  Treatment needs to be readily available. 
�  Effective treatment attends to multiple needs of the individual, not just his or 

her substance abuse. 
�  Remaining in treatment for an adequate period of time is critical. 
�  Counseling—individual and/or group—and other behavioral therapies are 

the most commonly used forms of subtance abuse treatment. 
�  Medications are an important element of treatment for many patients, 

especially when combined with counseling and other behavioral therapies. 
�  An individual's treatment and services plan must be assessed continually and 

modified as necessary to ensure that it meets his or her changing needs. 
�  Medically assisted detoxification is only the first stage of addiction treatment 

and by itself does little to change long–term substance abuse. 
�  Treatment does not need to be voluntary to be effective. 
�  Substance use during treatment must be monitored continuously, as lapses 

during treatment do occur. 
�  Family support  



Management 
� Medication-Suppress withdrawal symptoms 

and relieve cravings 
◦ Opioids 
�  Methadone, buprenorphine, naltrexone 
◦ Alcohol 
�  naltrexone, acamprosate, disulfiram, 

topiramate 
� Behavioral therapy 
◦  Inpatient treatment 
◦ Outpatient treatment 
◦  Support groups 

 



Management: Interdisciplinary 
Team 
◦  Physician(s) 

�  Internal medicine (primary care) 
�  Pulmonologist 
�  Otolaryngologist (ENT) 
�  Gastroenterologist 
�  Neurologist 
�  Radiologist 
�  Pediatrician 
�  Psychiatrist 
◦  Nurse 
◦  Speech-Language Pathologist 
◦  Dietitian 
◦  Social Worker/Case Manager 
◦  Psychologist 
◦  Respiratory Therapist 



Management 
�  “Whether the underlying cause of your dependency is a  
◦  Chemical imbalance  
◦  Unresolved events from the past 
◦  Beliefs you hold that are inconsistent with what is true 
◦  An inability to cope with current conditions, or 
    A combination of these four causes, know this:  
 

Not only are all the causes of 
dependency within you, but all the 
solutions are within you as well.”  

 
Chris Prentiss, The Alcoholism and Addiction Cure 



Case Study #1 
�  69 yo male  
�  Chief complaint: Urinary retention following 

alcohol ingestion 
�  Diagnosis: Urosepsis 2’ renal obstruction, 

acute renal fx, UTI, pyelonephritis, lactic 
acidosis, endocarditis, acute respiratory fx 
(requiring BiPap), oral lesion, ETOH 

�  Substance: Alcohol abuse 
�  PMH: Hypertension, UTI 
�  Examination: MRI-Multifocal infarcts,  
ENT-No mass, +dry oral membranes, +poor        
dentition with necrotic teeth and root exposure 



Bedside Swallow Evaluation 
�  Nutrition: NPO x DHT 
�  Cognitive-linguistic exam: Ox1 (via Y/N), unable to follow 

commands, flat affect, nonverbal 
�  Oral motor exam: Reduced labial/lingual/mandibular 

strength/ROM, dentition is poor, limited verbal expression 
�  Patient administered ice chips, tsp/cup sip honey-thick 

liquids and tsp puree solid 
�  Oral phase is moderately impaired, c/b reduced labial seal, 

labial spillage, spillage in anterior sulcus, reduced oral 
manipulation, and residue in oral cavity post-swallow 

�  s/s of pharyngeal phase dysphagia include suspected 
decreased laryngeal elevation per palpation, coughing, throat 
clearing, and wet vocal quality post-swallow 

�  Recommendations:  
◦  Continue NPO x DHT 
◦  Modified Barium Swallow Study 



Modified Barium Swallow Study 
�  Patient administered 10 ml cup sip nectar-thick liquids x 2 applications 
�  Oral phase is moderately impaired, c/b:  
◦  impaired oral motor sensation (pt did not elicit a swallow on first cup sip 

application) 
◦  anterior and lateral spillage 
◦  weak lingual manipulation  
◦  lingual pumping  
◦  reduced posterior propulsion with delayed OTT 
◦  residue on lingual surface post-swallow 

�  Pharyngeal phase is severely impaired, c/b 
◦  premature spillage of bolus into the valleculae/laryngeal vestibule/

tracheal airway  
◦  resulting in gross aspiration (weak delayed cough appreciated) 
◦  residue in the tracheal airway and in the valleculae and pyriform sinuses 

post-swallow 
�  Recommendations:  
◦  Continue NPO x alternative means of nutrition 
◦  SLP to complete oral motor/laryngeal STR exercises 



Modified Barium Swallow Study 



Two weeks later… 
� Repeat MBS results 
◦ Mild-moderate oral phase dysphagia 
◦ Moderate pharyngeal phase dysphagia 
◦ Recommendations:  
�  Initiate po diet of mechanical soft solids/

honey-thick liquids 
�  Continue dysphagia tx per POC 



Case Study #2: 
�  57 year old male 
�  Occupation: Director of sales in a large company 
�  Diagnosis: Self-inflicted gun shot wound to the chest 

causing L hemopneumothorax, L 9th rib fx, pulmonary 
contusions 

�  Substance: Cocaine abuse to deal with the pressure of 
life 

�  PMH: Unremarkable with the exception of depression 
�  Social: Married-wife is very supportive, 1 son who is 

very successful, has two grandchildren 
�  Cognitive status: Orientation x 4 
�  Examination: Upon injury, chest tube placed for 

hemopneumothorax; Patient transferred to OSH for 
pysch referral 



Acute Stage 
�  Two weeks later (after walking around the OSH), 

patient experienced progressive weakness with 
flaccid quadriplegia 

�  Patient transferred to back TGH 
�  MRI revealed compression lesion of the cervical 

spine, epidural abscess, and discitis osteomyelitis 
at C-2 to C-6 causing cord compression. Patient 
received anterior cervical discectomy and fusion 
(ACDF) 

�  Patient also went into respiratory failure and was 
intubated for 6 days 

�  Patient was extubated, received a tracheostomy 
and placed on ventilator support 

�  Speech pathology consult x 2 weeks for PMV eval 
and bedside swallow study 



Initial Bedside Swallow Evaluation 
◦  Nutritional Status: NPO x DHT 
◦  Cognitive-Linguistic Exam: Pt alert, Ox4, able to communicate in 

conversation with PMV in place 
◦  Oral motor exam: Reduced labial/lingual/mandibular strength, 

dentition intact, vocal quality and intensity judged to be mild-
moderately impaired 

◦  Patient administered ice chips, teaspoon nectar-thick liquid 
◦  Oral phase: Mild-moderate dysphagia c/b poor bolus formation, 

decreased bolus transport with delayed swallow response time, and 
residue in oral cavity post-swallow 

◦  Suspect pharyngeal phase dysphagia 
•  Suspect decreased laryngeal elevation per palpation 
•  Multiple swallows per bolus (? Pharyngeal retention) 
•  Throat clearing post-swallow 
•  Delayed coughing post-swallow 
•  Wet vocal quality post-swallow 

•  Recommendations:  
•  NPO with continued DHT 
•  Re-evaluation x 1-2 days 



Modified Barium Swallow Study 
�  Repeat bedside swallow evaluation completed x 2 days and 

revealed similar findings, MBS recommended and MD order 
received 

�  Modified Barium Swallow Study (MBS) completed  
◦  Mild-moderate oral phase dysphagia 

�  Poor bolus formation 
�  Delayed oral transit time 
�  Oral residue on lingual surface post-swallow 

◦  Severe pharyngeal phase dysphagia: 
�  Decreased laryngeal elevation 
�  Absent epiglottic inversion 
�  Reduced BOT retraction 
�  Premature spillage into the valleculae 
�  Severe aspiration of all po trials 
�  Significant pharyngeal retention resulting in laryngeal 

penetration and aspiration post-swallow   
◦  Recommendations: 

�  Continue NPO x DHT 
�  Dysphagia tx by SLP to include: Oral motor/laryngeal STR exercises 



Initial Modified Barium Swallow Study 



Three months later… 



“The secret of change is 
to focus all of your 
energy not on fighting 
the old, but on building 
the new.” -Socrates 
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