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The ongoing COVID Pandemic 

 

At the end of 2019, a novel coronavirus was identified resulting in a historical global pandemic that we are still 

fighting today in 2022.  The virus has been specified as a severe acute respiratory syndrome coronavirus 2 (SARS-

CoV-2) and the illness it causes is the coronavirus disease (COVID-19).  The array of COVID-19 symptoms and COVID 

variants in adults and children range from asymptomatic to mild respiratory tract symptoms to severe pneumonia 

with acute respiratory distress syndrome (ARDS) and multiorgan dysfunction and failure.  Our understanding of the 

disease as well as evaluation and management continues to evolve nearly two years later with minimal advancement, 

as the Omicron variant did not discriminate between the vaccinated/boosted and the unvaccinated.  

 

This has been so much more than a health crisis.  COVID has had such an impact on humanity, this has been a human, 

economic, and social crisis. The pandemic has forced many difficult choices in healthcare priorities.  The pandemic 

has dramatically changed how outpatient care is delivered in healthcare practices, yet rehab care remains just as 

important for patients with any type of debilitating illness or injury.  Most patients discharged from the inpatient 

setting still warrant and deserve clinical follow-up as well as access to the procedures they need.  This includes 

follow-up visits and procedures to document progress in therapy and status of illness.  Sadly, 2020 and 2021 QA at 

DiagnosTEX indicated patient care continued to suffer in the areas of treatment options available to the patient, 

follow-up visits, consult referrals and repeat studies to identify decline or progress.  I remain confident that it is 

going to have consequences on many levels not just currently but in the future. 

 

There has never been a more critical time in dysphagia care to keep our patients’ respiratory status as strong and as 

uncompromised as possible, consider the effect of COVID-19 if contracted.  We are entering a new era with an 

increased area of specialty of evaluating and treating iatrogenic dysphagia.  We are still faced with the same decisions 

we always have been:  NPO vs pleasure feeds, trial feeding, aspiration vs malnutrition/dehydration risk.  Every 

patient is unique; therefore, we continue to make appropriate recommendations on a case-by-case basis.  As this 

infection continues to impact our lives and healthcare system, we will keep track of this in future QA data collection. 

 

The stubbornly persistent effects of this pandemic remind us that the goal in 2021 and beyond is NOT to find the 

way back to a pre-COVID comfort zone, but rather to negotiate and navigate toward being the best performing 

healthcare organization possible within a fast-changing and uncertain post-COVID business environment. If the 

pandemic has taught us anything, it is that as an organization we must build resiliency to withstand the shocks that 

may come our way and be able to pursue the opportunities that rapid and significant change can create. 

 

 

 



Introduction 

 

The intent of this quality assurance (QA) is to review the results and outcome measures of the modified barium 

swallow study (MBSS) completed by DiagnosTEX during a specific month of the year.  Annual QA is completed in 

order to assist DiagnosTEX to establish, maintain, and ultimately improve the provision of mobile healthcare, 

including MBSS.  We use this systematic process to ensure we are meeting a desired level of quality standards in 

every stage of the process.  MBSS outcome measures are purposed to document compliance and efficacy of the 

recommended means of nutrition, diet, and/or liquid, and of determining effectiveness of corresponding 

recommendations regarding management and/or treatment.  Prior to 2020, after each MBSS the facility/consulting 

SLP, facility staff, or patient (e.g., home health) was interviewed to update DiagnosTEX regarding patient progress 

and status post-MBSS.  In 2022, we continue to struggle with increased restrictions, reduced access, variable hours, 

and consistent communication with treating healthcare staff at facilities no matter the avenue. Since 2020 it has not 

recovered and has declined to an all-time low.  Right or wrong, this is the reality of a new culture we are reluctantly 

to which we are having to adapt.  DiagnosTEX continues to make all effort to contact referring and treating healthcare 

staff and provide MBSS reports within 24 hours.  

 

As is the standard with all imaging and hospital facilities DiagnosTEX will begin to phase out handing out a 

complimentary copy of digital images of the MBSS (DVD) to the home health and facilities in 2022.  This will occur 

due to increasing cost, major supply issues, and more importantly, the unprecedented misuse of images on social 

media resulting in HIPAA and liability concerns for the patient. This portion of the medical record can always be 

requested, and copies ordered by family for a charge of $10.00. We always encourage all treating SLPs to attend the 

study if they anticipate any questions or concerns.  As always, the evaluating SLP is available to discuss the evaluation 

and recommendations with any healthcare staff at any time.  

 

The following areas are addressed within this QA report: 

• MBSS tallies per month with additional QA documentation 

• MBSS diet and treatment recommendations 

• analysis of patient outcomes post-MBSS, determined by repeat studies 

• silent aspiration vs. aspiration with reflexive cough 

• NPO status prior to MBSS with resultant initiation of PO 

• use of compensatory strategies and/or facilitative techniques 

• esophageal disorders screened 

• dysphagia treatment using FDA cleared NMES devices 

• recommended consults 

 

DiagnosTEX is not responsible for adverse outcomes related to a patient’s chosen rights of a mode of 

nutrition/hydration due to various extenuating factors that occur outside a controlled testing environment.  

DiagnosTEX is also not responsible for adverse outcomes related to a treating clinician who does not comply with 

the recommended diet, treatment recommendations, or recommended consults. 

 

 

Tallies 

 

DiagnosTEX completed a total of 295 modified barium swallow studies in the month of August 2021.  This is 

approximately 35 more MBSS studies than the same month last year in 2020, and 131 less than 2019, a clear 

indication of the decline in referrals, but not a decline in dysphagia. 

 



The population evaluated during August 2021 included young adult through geriatric patients. All patients presented 

with dysphagia-related diagnoses and co-morbidities.  These patients were reported as showing signs of dysphagia 

on PO intake of various forms (food, medication, etc.) or were being evaluated for improvement after treatment for 

dysphagia. Recovering COVID patients increased, caused by a medical treatment or treatments, such as prolonged 

intubation and/or traumatic intubation.  DiagnosTEX performed these evaluations at various locations including 

long-term care facilities, rehab hospitals, home health, outpatient facilities, and group homes.   Home health referrals 

increased dramatically as hospital and outpatient facilities increased restrictions and limited procedures.  There was 

also a noted fear component of individuals not wanting to leave their homes and avoiding medical facilities. 

 

This month of QA we were unable to retrieve our 2019 standard follow-up information on patients assessed.  Final 

statistics regarding post-MBSS recommendations are based on the information we would compile from the study 

itself or repeat studies completed on these same patients. 

 

All 295 patients were followed up on through EMR documentation or other correspondence if initiated by a treating 

therapist.  Only 19 patients seen in August had repeat studies over a 3-month period. A sad reality to a changing 

healthcare system in 2021, progressing into 2022. 

 

 

MBSS Recommendations 

 

DiagnosTEX began implementing the International Dysphagia Diet Standardization Committee on the QA report in 

2019 in addition to the standard diet recommendations.  The IDDSI framework consists of a continuum of 8 levels 

(0-7).  Liquids are measured from Levels 0-4; foods are measured from Levels 3-7.  The IDDSI Framework goal is to 

provide a common terminology for food textures and liquid thickness.  IDDSI tests are intended to confirm the flow 

or textural characteristics of a particular product at the time of testing.  The clinician has the responsibility to make 

recommendations for foods or drinks for a particular patient based on their comprehensive clinical assessment.  See 

description of common ratings under addendum. 

 

 

 

 

 

Diet Consistency Recommendations 

Resultant from 295 performed MBSS in August, 51 recommendations were made for NPO (i.e., nothing by mouth) 

and subsequently alternate means of feeding for the main source of nutrition and hydration.  Pureed diets were 

recommended for 63 (22%) of the cases, mechanical soft for 38 (13%), soft regular for 13 (4%) and a regular diet 

for 76 (26%).  Liquid recommendations were as follows:  thin liquid for 126 cases (43%), nectar thick liquid for 30 

cases (10%), honey thick liquids for 39 cases (13%), and 3 cases (1%) for pudding thick liquids. 

 



On 2 studies, the patient was unable to complete full assessment/protocol, therefore full recommendations of PO 

were not possible due to various interfering factors (patient refusal, limited participation, inability to complete the 

study, etc.). 

 

Solid Recommendations 

Month, 

Year 

Regular Soft 

Regular 

Mechanical 

Soft 

Puree Total % PO 

recommendations 

August, 

2021 

76 13 38 63 65% 

 

 

Liquid Recommendations 

Month, Year Thin Nectar Honey Pudding 

August, 2021 126 30 39 3 

 

 

It is important to note that thin liquids (with and/or without strategies) was recommended more than all thickened 

liquid recommendations combined.  Thin liquids were recommended for 43% of the studies completed.  In 

comparison, nectar thick liquids were recommended for 10% of studies completed (honey for 13%, and pudding for 

1%).    

 

This disputes the ongoing controversary that many patients receiving a MBSS are most often recommended thickened 

liquids as a conservative measure to reduce dysphagia. 

 

The increase in thickened liquid recommendations over the pandemic we contribute to more critical patients and 

unprecedented delays in proper instrumental evaluations, varying diagnoses with dysphagia developed because of 

intensive care and advanced respiratory issues, as well as long-term COVID.  Any thickened liquid recommended 

was intended to be used as a temporary measure until therapy/rehab can address the dysphagia pattern and then 

eventually re-evaluate to upgrade the diet. Sadly, over the past 2 years of the pandemic, repeat evaluations have 

declined astronomically. The outcome and long-term altered diets of these patients is unknown for the purposes on 

this report. 

 

 

NPO (Nil Per Os) 

Nil per os (or NPO) is a Latin phrase that translates literally to English as “nothing through the mouth”.  When 

swallowing disorders (dysphagia) become severe, it is often deemed unsafe to continue eating and drinking due to 

the high risk of aspiration pneumonia and choking (Logemann, 1998).  The person may be at the end of life and a 

palliative approach may be deemed more appropriate by the team, patient, and family as any form of tube feeding 

will not improve the quality of life, e.g., dementia/Alzheimer’s.  Tube feeding probably reduces the risk that food will 

end up in the lungs and cause pneumonia.  But the other causes of aspiration pneumonia are contaminated secretions 

from the mouth and sinuses, and material regurgitated from the stomach.  Tube feeding cannot protect the lungs 

from these.  There is a high level of importance of collaboration and communication between the interprofessional 

team, patients, and their families to ensure collaborative decision making regarding this topic.  There should be 

complete and accessible information, ongoing discussions, and transfer of information at discharge.  Many COVID 

patients received and alternate means of feeding during intubation periods.  Therefore, many patients were referred 

to DiagnosTEX already NPO or on restricted diets without an MBSS. 

 



Month, 

Year 

NPO Total % NPO 

recommendations 

August, 

2021 

51 17% 

 

DiagnosTEX evaluates the structure and function based on the pathology of the swallow.  We attempt to resolve 

these issues by controlled functional quantities, compensatory strategies, and/or use of therapeutic feedings and 

pleasure feedings based on the patient’s ability and tolerance level of the least restrictive diet level yet reducing risk 

of dysphagia during PO.  The recommendations made by DiagnosTEX healthcare staff are a result of the radiological 

evaluation outcome, such as a CXR to determine the presence of pneumonia.  Any recommendations made regarding 

diet levels are a suggestion or are proposed as the best course of action to avoid adverse respiratory reactions. 

 

Method of Nutrition (prior to MBSS) 

Month, Year PO PO AMA NPO 

August, 2021 238 5 52 

 

Of those documented as receiving PO prior to MBSS, 5 (2% were consuming PO AMA (against medical advice). 

 

Method of Nutrition (as recommended post-MBSS) 

Month, Year PO Pleasure 

Feedings 

August, 2021 233 9 

 

Month, Year NPO NPO with 

therapeutic 

trials 

August, 2021 51 12 

 

Fifty-one (17%) recommendations were made for NPO (i.e., nothing by mouth) due to the severity of dysphagia 

and subsequently alternate means of feeding for the main source of nutrition and hydration was recommended to 

be considered.  

 

Of those 51 patients that received NPO as a recommendation, 12 (24%) were recommended a level of therapeutic 

trials with dysphagia treatment and direct supervision of the treating SLP.  

 

Overlap of NPO vs. PO recommendations 

 

NPO→PO 

Thirty-two of the 51 patients (63%) with previous NPO status received some degree of PO recommendation 

(including therapeutic trials or pleasure feedings) following instrumental evaluations by MBSS. This is a 63% 

upgrade from having nothing by mouth to oral feeding as the source of nutrition and hydration. Of those 51 patients, 

23 silently aspirated, indicating 45% of those previously NPO status were silently aspirating, which would be 

undetectable with a clinical bedside evaluation. 

 

PO→NPO 

Thirty-one patients that were reported as receiving PO (13%) prior to assessment ultimately received a 

recommendation of NPO following the MBSS. This is a 13% downgrade from having PO feeding to being 

recommended for alternate means of feeding as main source of nutrition and hydration, but compliance with this 



recommendation was unable to be followed up on this year.  Of those 31 patients who were previously on diets, 25 

(81%) were silent aspirators 

 

NPO→NPO  

Twenty patients that were NPO (38%) prior to MBSS remained NPO.   Fifteen of those patients (75%) were silent 

aspirators.  Of the 20 patients that remained NPO as a recommendation by completion of MBSS, 7 (35%) were 

allowed some sort of therapeutic trials to initiate PO in a safe, controlled environment under the direct supervision 

of the SLP treating for dysphagia. 

 

No change in diet level  

 

Seventy-six (26%) of patients had no change in diet level from the current diet at the time of referral.  This diet level 

could have ranged from regular to puree for solid food, or thin liquids to any variation of thickened liquids.  

 

Aspiration 

 

When a person has dysphagia, aspiration can be a complication. Aspiration can cause serious health conditions, 

specifically an aspiration pneumonia.  In an aspiration event a sudden cough as your lungs try to clear out the 

substance.  Symptoms include wheezing, heartburn, have difficulty breathing, develop a hoarse or wet vocal quality 

after eating drinking, or following an episode of vomiting.  If chronic aspiration occurs frequently, signs and 

symptoms of aspiration can be overt, but they may also be silent and undetectable at the time. 

 

Viscosity is a property of solids, liquids, and gases that represents their resistance to flow (Miller, 1972).  Nearly all 

dietary fluids that we drink are “thin,” or have low viscosity (Mills, 2000).  For patients with dysphagia, these thin 

liquids pose the greatest risk for direct aspiration into the airway (Siebens & Linden, 1985; Curran & Groher, 1990, 

Logemann, 1998).  Water, a thin liquid with a low viscosity, flows rapidly from the mouth into the oropharynx.  The 

rapid rate may be too fast for the patient’s pharyngeal phase to compensate, thus resulting in aspiration.  Liquid 

thickeners are frequently utilized as a treatment strategies for those with oropharyngeal swallowing dysfunction.  

Some research has shown that aspiration of thickened liquids can be fatal, and that thickened water is more injurious 

than aspirated water alone due to thicker viscosity being harder to clear. This is an interesting topic that 

necessitating additional research to further delineate the dangers of aspirated thickened liquids.  A complete 

instrumental exam can assess the safety on them both in all 3 phases of the swallow.  

 

Total number of patients 

who aspirated 

Number of patients 

demonstrating aspiration 

on liquids 

Percentage of liquid 

aspirators 

136 119 88% 

 

Aspiration on thin 

liquids 

Aspiration on nectar 

thick liquids 

Aspiration on honey 

thick liquids 

164 73 9 

 

Due to severity of dysphagia, severity of the actual aspiration, and a pattern of deficit a thinner consistency may not 

have been assessed to avoid a chronic aspiration event.  If the pathology involved premature loss/reduced lingual 

control with absent laryngeal closure, the study may have been terminated or modified for the safety of the patient’s 

respiratory status.  Therefore, the data may indicate a larger number of aspirations on thicker consistencies and do 

not reflect a one-to-one comparison of the number of thin liquid aspirators, if the consistency was not assessed.  

MBSS images provide valuable data, the methods and results of these studies should be described in as much detail 



as possible.  The swallow function responds differently to thin liquids, thick liquids, and solid foods.  To improve the 

quality of MBSS results, we should tailor (customize, individualize) the test material of the examination to fit the 

individual being tested. 

 

Some patients will be referred for a swallowing evaluation because of solid food dysphagia or difficulty swallowing 

solids.  Symptoms might be described as coughing, choking, globus sensation, or gagging on solid food during 

mealtime.  Solid food dysphagia may be related to several different etiologies including but not limited to pharyngeal 

retention, GI issues and/or poor mastication. 

 

Total number of patients 

who aspirated 

Number of patients 

demonstrating aspiration 

on solids 

Percentage of solid 

aspirators 

136 60 44% 

 

Aspiration on puree Aspiration on 

mechanical soft 

Aspiration on 

regular texture solid 

42 20 1 

 

Of those that aspirated purees, 5 aspirated on only thin puree (12%) and 18 (43%) aspirated only thick puree. Solids 

requiring mastication may not have trialed after chronic or repeat episodes of aspiration on a puree consistency. 

 

As previously mentioned, aspiration is passage of food or liquid through the vocal folds.  Healthy normal without 

swallowing deficits routinely aspirate microscopic amounts of food and liquid, and most of the time these events will 

not cause an adverse reaction due uncompromised immunity and the body’s ability to expectorate.  Gross aspiration 

or repeated aspiration either before, during, or after the swallow with all PO intake, is abnormal and may lead to 

respiratory complications, including pneumonia. 

 

As the dietary level with the dysphagic patient varies, it is impossible to examine the safety of all the foods that the 

patient will be provided in their resident setting.  For this reason, a wide range of consistencies such as liquids, 

puddings, fruit, crackers, and cookies are trialed, as safely indicated during the evaluation.  Groher raised the 

question whether to use barium sulfate in isolation or in combination with real food items.  DiagnosTEX uses barium 

with real food textures, i.e., paste for thick puree/pudding, powder for thin puree and mechanical soft consistencies, 

liquid for liquids, and a barium pill to replicate medications.  Some patients aspirate liquids but not solid foods, which 

is why it is encouraged to test the real daily foods in order to serve the foods appropriate to the exact abilities of 

swallowing.  As the regulation of food texture depends on an individual’s sensory preferences, the specific textures 

(i.e., mixed consistencies) are beneficial for assessing.  Most research report that aspiration risks are higher with 

liquids than with solid foods, which is not surprising.  Although there are many research studies utilizing MBSS as a 

diagnostic tool, there are few publications that compare the results of assessing liquids and solid foods as an 

aspirated consistency. A possible implication to this research topic is that a solid diet that includes a mixed 

consistencies is more simulative than a liquid diet due to the liquid component in the texture (see definition of mixed 

consistencies in addendum).  The risk of penetration/aspiration does not depend only on the consistency and 

texture, but also on various factors that affect protection of the airway, specifically anatomical structure and function, 

In this QA, forty-four patients (32%) aspirated on both liquids and solids.  Out of those 44, 41 (93%) were silent 

aspirators.  Thirty-two (73%) of the patients who aspirated on both liquids and solids received a recommendation 

of NPO. The 32% that aspirated both solid and liquids indicates this was a consistent patter of deficit, no matter the 

consistency/texture assessed.  

 

 



Recovering COVID patients with dysphagia 

 

Speech pathologists who make a living assessing and treating the oropharynx, nasopharynx, larynx, and upper and 

lower airways, the anatomical epicenters of the SARS-CoV-2 virus, share the responsibility for constructive clinical 

engagement. Over the course of this pandemic both MBSS and FEES were considered: (1) aerosol generating 

procedures (FEES at a higher risk than MBSS due to endoscopy piece) and (2) elective procedures. The irony is that 

patients with COVID-19, especially those post-extubation from mechanical ventilation in ICU, are among those who 

need these procedures most. Over 1 year since COVID became a more common diagnosis, 46 COVID patients were 

seen for MBSS in the month of August 2021 at some stage of their recovery.  Most patients discharged from the 

inpatient setting warranted evaluations and deserved clinical follow-up as well as access to the procedures they 

need, which they did not receive.  We are caught in a clinical time warp, assessing patients with little more than 

clinical examinations at bedside or over a meal. The economics of rehabilitation are far-reaching, impacting 

professions and patients, all with no end in sight.  Strokes, for example, have not stopped since the pandemic began, 

rather, they have increased. Dysphagia is no different, never mind the ongoing risk of airway compromise in the 

context of weakness from both COVID-19 and extended ICU stays. Rehabilitation, just as healthcare, is dynamic. This 

necessitates continued active engagement and advocacy with third-party payors, including at the state and federal 

levels, to adjust to these changes. COVID-19 has dictated that those who manage dysphagia must adjust with the 

times without eliminating patient care and follow through.  

  

Hospital admissions have increased for COVID diagnosis, but it is important to acknowledge that if a person is 

admitted to the hospital for a straightforward, “garden-variety” pneumonia if they're Medicare – typically, the 

diagnosis-related group lump sum payment would be $5,000.  But if it is identified as COVID-19 pneumonia, then it 

increases to $13,000, and if that COVID-19 pneumonia patient requires ventilation, it increases to $39,000.  It is more 

financially beneficial for acute care facilities to admit a diagnosis of COVID to their available rooms than other 

diagnoses, which may indicate the increasing hospital admissions and lack of bed availability in hospitals around the 

country for those with other ailments requiring medical attention. 

 

The 46 COVID patients evaluated in August 2021 is such a small sample size based on the number of COVID cases in 

DFW (Dallas 477K and Fort Worth 450K in 2021).  Although DiagnosTEX received orders/referrals for an MBSS at 

numerous long term care facilities, administrators repeatedly denied us access to the patient, during lock downs and 

COVID breakouts, with complete disregarded to the priority of patient care by neglecting the physician orders to 

assess the dysphagia.   Upon our persistent follow up calls on several of these diagnosed dysphagic patients, we were 

informed these individuals had passed away or discharged without ever receiving their ordered instrumental 

evaluation for a documented dysphagia.  A sad and harsh reality of the absence of adequate evaluation and treatment 

being provided to those who need it during this ongoing pandemic.   

 

Forty-six patients had a diagnosis of COVID were seen in August 2021.  Only 14 of those patients had a previous 

instrumental evaluation (30%), all being an MBSS except one, which was FEES.  Of the remaining 32 patients who 

had not had previous dysphagia instrumental evaluation, 31 (97%) were currently on an altered diet determined at 

bedside on some level. Of those 46 COVID patients that were evaluated by DiagnosTEX with an MBSS, 25 of them 

(54%) were identified as silent aspirators. 

 

Diet recommendations based on performance during the MBSS varied depending on co-morbidities, recent status of 

hospitalization and intubation, history of adequate evaluation and therapeutic intervention. The following is a 

comparison of diet upgrades, downgrades, or no change in diet level at time of evaluation. Eight (8) patients could 

not be considered in these values because either they were on diets of their own choosing without proper 

supervisory direction or consuming diet level consistencies that were against medical advice.  

 



Diagnosis Upgrade (any) Downgrade (any) Mixed (one up, the 

other down) 

No Change 

recovered COVID 13 20 2 9* 

*1 unable to determine/limited study, 1 no change with incorporation of strategies  

 

These current COVID diagnosis statistics with lack of proper evaluations is just one small area showing the 

concerning downward trends of proper referrals and formalized testing in 2021, with or without a pandemic, as the 

COVID patients were the ones already hospitalized with access to the medical attention they needed.  

 

In 2013, there was a published survey from ASHA (American Speech Language Hearing Association SLP Health Care 

Survey, www.asha.org) that collected data showing only 40% of medical speech pathologists used a form of 

standardized test to evaluate their patients and 17% evaluated on patient perception of deficit only.  Speech 

Pathology has spent the last 20 years developing and establishing a solid and respectful platform for our profession 

with impressive gain. Yet within the last couple of years, even prior to a pandemic, the careless use of social media 

and the lack of professionalism in our educated leaders and a millennial culture has once again hindered our 

progress, even to the disgrace of creating slang terms for our role in the specialty of dysphagia, demeaning the 

importance of our role in healthcare.   

 

 

Silent Aspiration 

 

Silent aspiration characteristically has no symptoms, and without overt indication of an aspiration event most are 

unaware that fluids or stomach contents have entered their upper trachea or extended to the bronchial tubes of their 

lungs.  Silent aspiration tends to occur in people with impaired senses due to multi-level cranial nerve involvement. 

 

Fifty pairs of muscle and nerves work to receive food and liquid at the oral phase and progress through the 

esophagus.  Dysphagia happens when there is a disruption in the swallowing process as food and liquids pass 

through your mouth, throat, and/or esophagus.  Dysphagia occurs in 1 of 25 adults in the USA.  Only 26% of these 

seek professional consultation, and this number has likely spiked since the COVID pandemic.  When dysphagia goes 

undiagnosed or untreated, patients are at high risk for respiratory infections such as pneumonia and/or pulmonary 

edema. Overt aspiration will usually cause sudden, noticeable symptoms such as choking, coughing, wheezing, or a 

hoarse voice and this will not happen with silent aspiration showing no outward signs or symptom.  In these cases, 

respiration infection, changes in the sound of their breathing and vocal quality may be the subtle signs of a 

swallowing difficulty. 

 

The total number patients who aspirated during August 2021 MBSS performed by DiagnosTEX was 136.  Of the 136 

patients who aspirated, 121 were silent aspirators.  

 

 This statistic is extremely important, indicating that 89% of those who aspirate did so SILENTLY. 

 

Aspiration and SILENT Aspiration Diagnosed During MBSS 

Month, 

Year 

Number of 

patients 

demonstrating 

aspiration 

Percentage of 

total MBSS with 

documented 

aspiration 

Number of 

patients 

demonstrating 

silent aspiration 

Percentage of 

aspirators 

who were 

silent 

Total 

number of 

MBSS 

performed 

Percentage of total 

MBSS with 

documented 

SILENT aspiration 

August, 

2021 

136 46% 121 89% 295 41% 

 

http://www.asha.org/


During the month of August, 40 patients who were documented to be silently aspirating ultimately received NPO as 

a recommendation, whereas 8 of those patients (20%) continued with some form of therapeutic feedings with 

alternate means as the main source of nutrition and hydration. 

 

Of the 245 patients who had some form of PO feeding prior to MBSS, 98 of these cases were identified on the MBSS 

as silent aspirators, which required a recommendation of diet modification (e.g., downgrade in diet, no change in diet 

with use of a strategy or upgrade in diet with use of a strategy) or NPO recommendation.   

 

This number indicates approximately 40% of the cases would not have shown overt signs of aspiration 

during PO intake and would have gone undetected without ST intervention and instrumental  

evaluation by MBSS. 

 

 

Reduction of Feeding Tube Use 

 

The cost of feeding tube placement (PEG) can range from $2,420 to $3,135.  Alternative means of feeding and labor 

costs an average of $90 per day.  One year of PEG tube feeding costs an estimated $31,000 based on vendor 

comparisons.  Based on the improved quality of life, as well as from the economic point of view, PEG can be 

considered the procedure of choice for enteral feeding of cancer patients and other neurological conditions provided 

that a reasonably long survival can be expected.  In most cases, when a PEG tube is no longer needed, it can simply 

be removed.  The goal of speech therapy is returning the patient to oral feeding, no longer requiring alternate means 

of feeding for the main source of nutrition and hydration. 

 

Fifty-one patients (18%) had a previous diet of NPO/PEG or NG (nothing by mouth/alternate means of 

nutrition/hydration).  Of these 51, 32 (63%) cases of PO recommendations were followed through, and alternate 

means of feeding was decreased and/or eliminated through means of upgrades to full diets or pleasure feedings.  

Fifteen (29%) of the 51 were recommended to initiate PO trials through therapeutic feedings by the SLP treating for 

dysphagia, as we encourage the use of swallowing as the best treatment for swallowing, as applicable.  

 

 295 MBSS performed Recommended 

NPO 

Recommended 

PO 

Recommended 

Pleasure Feedings 

Recommended NPO 

+ Therapeutic 

Feedings 

Previously NPO (51) 20 32 7 7 

Previously PO (243) 31 212 2 5 

 

Esophageal Disorders 

 

The esophagus is one part of the 3 phases of the swallow.  The bolus does not stop at the cervical esophagus and 

level of cricopharyngeal sphincter/upper esophageal sphincter, it continues to the stomach.  The esophagus cannot 

be evaluated on an MBSS in lateral view only or with Fiberoptic Endoscopic Evaluation of Swallow (FEES).  Leaving 

the esophageal phase out of an evaluation is incomplete and very possibly dangerous and can lead to an inaccurate 

diagnosis.  

 

The complex interaction among the oral, pharyngeal and the esophageal phases necessitates routine esophageal scan 

during the MBSS.  Observing the function of the esophagus in AP is a crucial last step in a complete and 

comprehensive Modified Bariums Swallow Study (MBSS). Esophageal dysfunction can include, but is not limited to 

reflux, diverticuli (including, but not limited to Zenker’s), tertiary contractions, reversal of flow, stasis, soft tissue 

masses, obstructions, tortuous esophagus, spasms and/or strictures. 



 

 

An SLP treating dysphagia is well within their scope of practice to screen and assess the esophagus.  The SLP scope 

of practice can be found in many ASHA documents (www.asha.org): 

  

• Clinical Indicators for Instrumental Assessment of Dysphagia 

• Guidelines for Speech Language Pathologist Performing Videofluoroscopic Swallow Studies 

• Scope of Practice in Speech Pathology 

 

Case studies (Turnbill, K., Leary, A., Dashevsky, R., and Reynolds, C.) have revealed significant esophageal dysphagia 

present despite mild oral and/or pharyngeal disorders and illustrate the rational for incorporating an esophageal 

scan during MBSS.  One-third of those that complain of lower throat symptoms have an esophageal cause (J. Gazano, 

DRS 2013). Many medical conditions can have multiple swallowing impairments, a long-established body of research 

illustrates the frequency of multiphase dysphagia affecting both pharyngeal and esophageal data gathered from a 

clinical history alone does not always differentiate oropharyngeal from esophageal phase.  Only 48% of patients 

reporting a single level dysphagia accurately localize an obstructive pathology (Ashraf, et al, 2017).  Thirty-five 

percent (35%) of patients with complaints at or above the jugular notch may have simultaneous pharyngeal and 

esophageal abnormalities (Jones et al, 1985). 

 

There is no standard SLP protocol for a screening of the esophagus during a Modified Barium Swallow Study.  A thin 

liquid will not fully challenge the esophagus and a more viscous bolus requires increased contractile 

forces/peristalsis with increased pressure for clearance through to the stomach.  A high-density barium is also useful 

in the esophagus to see mucosal abnormalities (A., O’Rourke, 2014).  The ingestion of “medications” (barium, in 

tablet or capsule form) also can provide an estimate of diameter of any narrowing or stricture if present in the 

esophagus.  

 

During the month of August 2021, out of the 295 patients evaluated, there were 21 patients that could not be 

evaluated for esophageal scan, either a result of limitations of positioning (unable to be turned to evaluate the AP 

view, required for the esophageal scan), patient refusal, severity of dysphagia, early termination of studies, etc.  

 

Two hundred seventy-four patients (94%) were able to participate in the esophageal scan.  Of those receiving the 

esophageal scan, 143 patients (52%) were documented to have been identified with some degree of esophageal 

dysfunction.  With a consistent stat indicating near or above 50%, established in many years of QA data, this is simply 

more convincing evidence that supports the importance of a complete diagnostic dysphagia exam of all three phases 

of the swallow. 

 

Esophageal Dysfunction Noted (via screen) 

Month,  

Year 

Number of patients 

evaluated in both lateral 

and AP to perform 

esophageal scan 

Number of cases with 

noted esophageal 

abnormalities 

Percentage of 

MBSS screening 

showing some 

esophageal 

involvement 

August, 2021 274 143 52% 

 

 

Our comprehensive evaluation does not and should not diagnose issues in the esophagus, but they aid in 

differential diagnosis allowing us to make more timely and appropriate referrals.  This information allows SLPs to 

collaborate with the interprofessional team to treat a holistic “big picture” for each patient. 

http://www.asha.org/


 

Pills  

Barium pills are not assessed during every MBSS.  The ability to swallow pills or tablets and capsules varies from 

healthy person to healthy person and is also an increasing concern for choking risk for people with swallowing 

difficulties. From a food texture perspective, individuals who can safely manage Level 7 (regular food) and Level 6 

(soft foods) may be able to manage solid dose medications like tablets and capsules. Pills, tablets, and capsules would 

be considered a dysphagia risk for people who require Level 4 (pureed/extremely thick), however. Ability to swallow 

whole pills, tablets and capsules can be assessed on a case-by-case basis by a dysphagia specialist.  Thirty barium 

tablets were given during the month of August.  Barium pills may often highlight underdiagnosed esophageal issues. 

 

Cutting or crushing of medication is often recommended for those which taking whole pills may have critical or 

adverse effects such as choking or having the pill lodged in the pharyngeal space or on a level 4 diet.  Due to 

oropharyngeal deficits, 131 patients were recommended to consider having their medications crushed (31 of which 

were recommended to consider also embedding medication in pureed texture for administration).  There are 

situations, due to severity of oral phase and/or pharyngeal deficits, where a whole barium pill is not necessary to 

assess under fluoro to warrant a recommendation of crushing medications to avoid any unnecessary lodging or 

aspiration risk during the exam.  If the individual is not able to swallow whole pills, tablets, or capsules, crushed 

meds are the safer alternative.  Pill crushing and mixing with a variety of juices, foods, or thickeners is a common 

practice in long-term care facilities to help residents with swallowing difficulties. However, evidence indicates that 

pill crushing can decrease the efficacy of drugs and increase risk of patient side effects. It is highly recommended to 

consult a pharmacist for advice and confirmation that this is appropriate based on the medication being 

administered. Pill Swallowing Gel (PSG), usually formulated in IDDSI Level 3 or 4, can help streamline a medicine 

passthrough the oral/pharyngeal phase by simply covering pills, tablets or supplements with a spoon full of the gel 

and swallow.  For many people, taking pills with liquids still does not work.  PSGs are more than 80% water and use 

a gel-based chemistry that adheres to the medication keeping it slippery and smooth from the mouth to the stomach, 

bringing comfort and confidence to those with pill swallowing challenges. It can be an all-natural option for pill 

swallowing difficulties. 

 

Recommended Consults  

 

A consultation is a rendering of advice or professional opinion, followed by a report of findings to the referring 

physician.  Consultation challenges us to practice our best medicine while also exposing us to innovations in other 

specialties.  It can forge new and productive relationships with physicians from all specialties.  The referring doctor 

must decide how urgent the specialty consult is.  If it is an emergency, the referral for consult should be made 

immediately.  If the specialty consult is elective, it will likely be scheduled further out to make room on the schedule 

for emergency and urgent consults.   

 

In our experience, failure to follow through with recommended consults is often due to poor communication 

between disciplines, inadequate training and education among facility staff, lack of patient advocacy, and/or changes 

in health care including complexity of EMR documentation for use as a medical chart.  Treatment is not complete 

unless the treating therapist addresses all documented findings and personally documents all referrals or attempted 

referrals while communicating with both nursing staff and referring physicians.  This standard form of healthcare 

took a dramatic hit during the pandemic as elective procedures and visits were all but eliminated and/or delayed, 

leaving many to go undiagnosed, untreated, and to compensate alone. 

 

Due to documented disorders or abnormalities identified during our dysphagia consult, including MBSS, 39 

consults were recommended this year for the following specialties: GI, ENT, neurologist, dietician, and dentist. 

 



 

Use of Strategies 

 

The radiographic study should not always be terminated when the patent aspirates (Logemann, 1993, p45).  

Depending on the cognitive status of the patient and the nature/amount of aspiration, compensatory strategies may 

be introduced.  Strategies may include postural changes, treatment strategies, and changes in consistencies of liquids, 

solids or volume changes.  Introduction of compensatory strategies may vary depending on the individual patient’s 

pattern of deficit. While compensatory strategies are generally tailored to the needs of the individual, they are 

designed to improve swallow function including reducing risk of aspiration.    

 

Compensatory strategies do not change the physiology of the swallow; instead, bolus flow is altered.  Such strategies 

include but are not limited to different head positions/postures, bolus sizes, crushing of medication, specific 

maneuvers, eliminating mixed consistencies, utilization of specific methods of bolus administration, etc. Compliance 

is crucial because when compensatory strategies are removed, the previous noted dysphagia prevails.  Compensatory 

strategies should always be considered short-term for PO requiring further dysphagia treatment and follow 

evaluations.  The treatment focus should remain on long-term management and rehabilitation of the swallow, to 

improve the actual physiology of the swallow. 

 

Before implementing compensatory strategies, they should be proven effective with an instrumental assessment of 

MBSS.  Not all strategies can be appropriately evaluated at bedside.  When strategies are attempted during a bedside 

exam alone, the clinician cannot be certain that the strategies accomplish the goal and can actually (unknowingly) 

exacerbate the problem.  It is extremely important to know when to use strategies, when not to use certain strategies, 

and why specific strategies are used so the dysphagia patients can be treated effectively and safely. 

 

Used alone or in combination, strategy options can be extremely successful for safe and efficient oral intake and 

ultimately successful outcome in rehab. 

 

There are many things to consider when planning on implementing strategies for dysphagia (most of which can only 

be determined by instrumental assessment): 

• anatomy 

• cervical spine 

• when and why penetrations and/or aspirations are occurring 

• pharyngeal retentions and residues 

• positioning 

• pulmonary status 

• cognitive status 

• memory function 

 

Of the 295 patients seen, 229 (78%) were appropriate for strategy usage/compliance.  DiagnosTEX believes the use 

of compensatory strategies and facilitative techniques are extremely important not only to the options of PO vs NPO, 

but also diet modifications (consistency or form of administration) that allow a less restrictive diet or the options of 

pleasure feedings and/or therapeutic feedings if appropriate.   Seventy-eight percent is an important statistic in our 

ongoing standard of quality required and expected of a total dysphagia assessment.  Strategies were subsequently 

recommended provided the patient was cognitively appropriate, had an adequate support system, and the strategies 

were applicable to the dysphagia observed under fluoroscopy. 

 

 

 



Month, 

Year 

August, 

2021 

Strategy Used During MBSS Number of attempts Percentage of total attempted  

Chin Tuck 117 49% 

 RIGHT Head Turn 19 8% 

LEFT Head Turn 18 8% 

Alternate Liquid/Solid 55  23% 

3 Second Hold 19 8% 

Supraglottic Swallow 10 4% 

 

The numbers above reflect the variety of compensatory strategies or facilitative techniques attempted during the 

MBSS, whether the patient was considered cognitively appropriate or not.  Strategies were attempted based on 

pathology of the swallow, not just for consideration of possible diet recommendations, but also for therapeutic 

purposes. 

 

 

Month,  

Year 

Total number of studies 

strategies were 

attempted 

Number of studies 

strategies were 

effective 

Percentage of efficacy 

August, 2021 151 63 42% 

 

As referenced above, strategies are not appropriate for every patient evaluated by MBSS.  Limitations can occur not 

only for anatomical/physiological reasons, but most often, stable condition and cognition is required for consistent 

implementation of the strategy.   To be effective in increasing swallow safety, strategies must be utilized for every 

swallow in which PO occurs and generally this responsibility lies on the patient, therefore requiring commitment, 

strong cognitive status and memory skills. If the technique determined by MBSS to alter the bolus in a safe and effective 

manner is not utilized 100% during PO, the previous dysphagia resumes, and the patient remains at significant risk for 

aspiration. 

 

DiagnosTEX was unable to document patient outcomes on treatment management recommendations and discharge 

rates this year, as the information was unavailable to us for a variety of reasons.   The swallowing exam should only 

be repeated when the exam is necessary to make decisions about managing the pharyngeal dysphagia.  At the time 

of the first exam, the evaluating SLP should specify if there are supporting indications for a repeat exam.  For 

example, the SLP might state “do not advance liquids to thin without a repeat instrumental exam” or “when the 

patient is ready to advance to solids, a repeat instrumental exam is indicated to assess safety of swallow with 

solids.”  Statements such as these will guide the timing of the next study.   

 

Patients seen in August of 2021 had a shockingly low rate of repeat studies after dysphagia treatment or for standard 

follow-up before discharge.  The DiagnosTEX healthcare team (MD and SLP) recommended repeat studies on 230 of 

the patients seen due to altered diets, rehab potential, consults or varying cognitive impairments.  DiagnosTEX 

documented only 19 patients had a repeat study in a time period of 1-4 months after the initial study.  But of those 

19 patients, 11 (58%) received a diet upgrade.  These results were confirmed by completed a modified barium 

swallow study ultimately allowing patients to return to PO feeding or upgrade their altered diet.  With this 

impressive percentage of upgraded diets, one cannot help but speculate what the outcome would have been of those 

211 patients that were recommended a repeat MBSS/instrumental evaluation who never received one. 

  

 

 



E-stim 

 

Dysphagia treatment is as important in 2021 as it was in 2019, and patients deserve all the options available for 

treatment success.  Electrical stimulation therapy is widely used as a rehabilitation strategy to improve dysphagia 

but has showing inconsistent results and conflicting evidence.  There was so little documentation provided to us 

throughout the year on current treatment.  Although E-stim was recommended on several patients due to pathology 

of disorder, there was such limited follow up to ensure proper treatment was implemented for the patient.   

 

Speech therapists who treat dysphagia should be committed to delivering positive patient outcomes and innovative 

products specially designed to meet the needs of both the patient and medical professional.  Once consulted, ethically 

our responsibility is to establish goals that focus on outcomes to eliminate pneumonia and the use of feeding tubes 

resulting from swallowing problems by providing the options and the proper dysphagia treatment techniques. 

 

It is important when utilizing NMES that there is a competent level of skill and knowledge base to the following: 

• proper electrode placement over the affected swallowing muscles 

• frequencies aligned with the firing rates of motor neurons (Luschei et al 1999) 

• parameters based on the relationship between amplitude and pulse duration 

• a duty cycle that will decrease the risk of metabolic fatigue (Enika et al 2008) _ 

• principles of specificity training employed using effortful swallowing exercised (Hawley et al 2008) 

 

Beginning in 2004, DiagnosTEX began documenting how many patients were receiving neuromuscular electrical 

stimulation (NMES/E-stim) as a form of dysphagia treatment.  In addition to the total number of patients being 

treating with E-stim, those upgraded from their current dysphagia diet after implementation of this therapeutic 

technique when being reevaluated by an MBSS is important data to be collected.  Additionally, certain protocols of 

electrical stimulation will be tracked and recorded to assist in determination of which protocol (if any) yields more 

consistent and positive results. 

 

Another disheartening effect of COVID-19 pandemic is the decline in treatment options that were offered to 

dysphagia patients during lock downs and staff shortages.  Any treatment and other therapeutic specialties were 

undocumented/left blank on provided therapy notes and consult forms.  Unfortunately, we are unable to control the 

amount and quality of documentation that is provided to us.  Since 2020, significantly less staff attend MBSS so we 

are unable to even speak to them in detail about their current treatment plan.  We will continue to collect data on 

this annually as it is provided to us. 

 

 

Conclusion 

 

Quality assurance provides priceless data for effective measurements showing the importance of an instrumental 

assessment (MBSS) in the evaluation and treatment of dysphagia.  Collecting data and tracking trends assists in 

appraising the overall cost-effectiveness this type of measurement provides to healthcare and rehabilitative 

treatment.  This instrumental evaluation for dysphagia has shown that the completion of MBSS contributes to cuts 

in treatments of recurrent pneumonia, repeat hospitalizations, therapy rates (by increasing discharge rates), 

spending within areas of tube feeding, etc.  

 The modified barium swallow study is documented in literature and in results of quality assurance as the “gold 

standard” for identifying and recommending treatment for dysphagia in any/all phases of the swallow.  Yet since 

2003, the reimbursement for the MBSS (92611) has continued to decrease to a significant 40%, which is now less than 

a cognitive eval.  

 



Fatton, et al. 2016, states that “in the case of premature spillage, VFS is still the test to be considered the gold 

standard.”  Every year more research is completed on the use of various instrumental examinations for swallowing 

assessment in adults as well as pediatric populations.  Benfield et al 2020 surveyed VFS use in the UK as it is 

considered one of the gold standards of swallowing, and Catchpole et.al 2019 stated that “video fluoroscopy is the 

best way to evaluate swallowing” in pediatric populations with the exception of contraindications, i.e. pre-term 

infants because of associated health risks.  In addition, Kelly, et al. reports that FEES evaluations can over-estimate 

pharyngeal residue when compared to VFS and can over-estimate penetration and aspiration (Kelly, et al. 2007).   An 

advantage of the VFS examination per Kelly et al., 2006, is that it provides more information about the physiology of 

the pharyngeal phase including physiology and anatomic changes.  An additional advantage to the VFS study is the 

laterality of the swallow when assessed AP view. Laterality can be assessed to determine appropriate treatment 

strategies for patients with dysphagia (Seta et al, 2006) by rotation of the head to direct the bolus to the healthy or 

stronger side while controlled feeding treatment can be directed to the weaker side for increasing lateral strength.   

As telepractice applications becomes more viable and necessary, it has been documented that when VFS equipment 

is available, but not the specialized staff needed to complete and interpret the results, this procedure can be 

completed to enhance the delivery of dysphagia services (Burns CL, et al. 2015). 

 

Abstract presentations were reviewed from the 2019 DRS Conference to assess use of videofluoroscopy assessments 

of swallow function and use of Fiberoptic Endoscopic Evaluation of Swallowing (FEES). The number of abstracts 

presented that used either VFSS or FEES in obtaining research data were 62.  Of the studies, 47 used 

videofluoroscopy to analyze the swallow mechanism and 15 utilized FEES.  Seventy five percent (75%) used VFSS to 

analyze the swallow function. Abstracts presentations presented at the 2020 DRS Conference that used either 

Videofluoroscopy assessments of swallow function or FEEs totaled 56.  Of these studies 39 used videofluoroscopy, 

13 used FEES, and 4 used a combination of videofluoroscopy and FEES to analyze data.   Sixty nine percent used VFSS 

to analyze the swallow function. Both instrumental assessments provide unique benefits, and those unique benefits 

should be considered when determining which test to utilize or when to utilize the test together to obtain a “more 

comprehensive evaluation for individuals swallowing capabilities, impairments, diet recommendations, 

compensatory strategy recommendations, and pathophysiological deficits that determines therapeutic exercises” 

(Moore, et al 2019).  Instrumental assessments of dysphagia are considered essential, and these instrumental 

assessments require a high level of skill for accurate interpretation and application of results. 

 

We have an ethical obligation professionally to produce thorough as well as productive assessments and treatments 

in our clinics and hospitals.   And we have a obligation to be a voice in the business of speech-language pathology so 

we will be valued in all areas according to fair and equivalent standards.  The skills to complete the VFSS require 

detailed analysis of multi anatomical, physiological, and neurological components for the body system that sustains 

the safe respiration as well as safe nutrition/hydration.    We cannot undervalue the clinical skill required to complete 

highly detailed analysis of the mechanism that protects the patient’s aerodigestive tract. The MBSS is the only 

instrumental exam that can assess all 3 phases of the swallow, leaving one out can be detrimental to the patients’ 

proper treatment plan and ultimately a proper diagnosis.  

 

 

Importance and Power of QA for the Future 

 

The modified barium swallow study (MBSS) allows diagnostic identification of dysphagia to enhance treatment for 

swallowing disorders, and prevention of aspiration pneumonia.  The mortality statistics from dysphagia-related 

causes are staggering.  Approximately 60,000 people annually die from complications or consequences of 

swallowing disorders. This represents more deaths than from liver disease, kidney disease, and HIV-AIDS combined, 

based on Centers for Disease Control (CDC) data. Moreover, the number of deaths that can be directly or indirectly 

attributed to swallowing disorders is nearly equal to the number of deaths due to diabetes – the sixth leading cause 



of death in the U.S. – according to the CDC. Aspiration pneumonia is the 4th leading cause of death (CDC, 2012). 

Dysphagia affects 18 million people in the USA (Langmore, 1991). There is a consensus that as many as 70-90% of 

elderly patients even those without neurological diseases, have some degree of swallowing dysfunction, if not a true 

dysphagia.  (Comprehensive Management of Swallowing Disorders, Epidemiology of Swallowing Disorders, Murray, 

Thomas, Carrau, Richardo, Eibling, David, Chapter 1, pg. 4. Plural Publishing, 2006.)  Forty-two to sixty percent of all 

acute stroke patients have dysphagia. Regardless of severity, these stroke patients are 3 times more likely to develop 

pneumonia (Martino et. al. Stroke 2005). Pneumonia causes approximately 35% of deaths in acute strokes (Hinchey 

et. al. Stroke 2005). Having any formal dysphagia screen after acute stroke reduced pneumonia rates by 3% (Hinchey 

et al. Stroke 2005). Autopsy studies have demonstrated that there is failure to diagnose pneumonia in the LTC (long 

term care) population in as many as 27% of the cases. (Gross JS, Neufeld RR, Libow LS, Rodstein M. Autopsy study 

on elderly institutionalized patient review of 234 autopsies, Arch Intern Med 1988;148:173-174.) 

 

Each year, approximately 1 in 25 adults will experience a swallowing problem in the United States (Bhattacharyya, 

2014).  The cost to treat dysphagia resulting in pneumonia is estimated to exceed $3 billion each year in the USA 

alone.  150,000 nursing home patients require hospitalization for pneumonia each year. (Comprehensive 

Management of Swallowing Disorders, Epidemiology of Swallowing Disorders, Murray, Thomas, Carrau, Richardo, 

Eibling, David, Chapter 1, pg. 4. Plural Publishing, 2006.) The Global Dysphagia Market indicates that 900 million was 

spent in North America on dysphagia products in 2015 and is forecasted to have a 62% increase from 2016-2024 to 

1.5 billion. The MBSS QA shows a cost saving to healthcare on many levels, including ability to develop an appropriate 

treatment plan, improve discharge rates, reduction of alternate means of feeding and determining appropriate diets 

to reduce dysphagia risks, thereby reducing incidence of aspiration pneumonia. 

 

Under the current model, all therapy sees 90% therapy-type residents and only 10% medically complex ones (CMS 

data).  A therapist’s autonomy to determine length of therapy was somewhat hindered when PPS and managed rehab 

departments was instituted.  In the last 2 to 3 years, DiagnosTEX has seen that patients are being evaluated later in 

their admission at more complex critical levels than before.  This results in more complex diet recommendations due 

to more significant dysphagia pathology, and less follow-up/repeat studies after treatment.  In the current managed 

care population, a fully licensed speech pathologist is not used for every single resident, as therapy aides can and do 

mitigate therapy costs.  Therefore, less patients are being identified prior to exacerbation of dysphagia.  Therapy 

companies will need to change their business models quite substantially under the new payment model, PDPM.  

Medicare Part A dollars will continue to be available in the PDPM system.   

 

COVID-19 Pandemic in 2022 

 

After two years of a pandemic, Covid shifted again. Omicron spread faster than any previous variant but proved less 

malevolent. There’s growing talk of the long-awaited endemic. We can only hope but forecasting COVID-19 is a 

fraught endeavor. Tackling the huge backlog of outpatients, untreated diagnoses, surgeries and other treatment 

options will be challenging, given both staff shortages, fatigue, and stabilization between supply and demand issues 

is over.  The COVID-19 pandemic has challenged and exceeded the capacity of the healthcare system worldwide. 

Health-care workers have continued to provide care for patients despite exhaustion, personal risk of infection, fear 

of transmission, and the loss of many patients. Sadly, health-care workers have also faced many additional sources 

of stress and anxiety, combined with unprecedented population restrictions, including personal isolation and forced 

mandates. Insufficient resources, staff and the absence of specific treatments for COVID-19 added to the challenges 

of managing severely ill patients. Despite the dire need for qualified healthcare staff for care, many hospitals fired all 

unvaccinated workers (due to infection risk) YET allowed vaccinated workers to come to work caring for immune 

compromised patients when COVID+.  Common sense is often no longer common. The COVID pandemic should 

prompt a redefinition of essential support workers, with recognition of the contribution of all health-care workers 

and appropriate education, protection, and compensation. This strange new uncomfortable normal, amid the 



ongoing threat of new COVID variants, has led to an upheaval in rehabilitation care as we knew it, forcing us to 

rethink the way we deliver it. Healthcare rehabilitation is and has been dynamic. This necessitates, not just are part 

but the continued engagement with third-party payors, including state and federal governments, to respond to these 

changes. Outpatient visits have been severely restricted, often absent and there has been redirecting of needed 

resources to address acute care demands. Hopefully in the months and years that follow when supply/demand are 

restored and personnel can resume business as usual, we will work towards overcoming the economic burden of 

this historical medical event. Clinicians are responsible for meeting all the challenge of COVID or any other new 

future diagnosis by identifying new treatment methods wherever they may exist. Researchers must strive to find 

clinical relevance to match their innovations. This pandemic dictated that those who manage dysphagia must evolve, 

and I am not sure we successfully did that this time around. 

 

 

Addendum 

 

Puree Diet – Comparable IDDSI level would be Level 4 

A puree diet consists of pureed, homogenous, and cohesive foods. Thin puree should be “applesauce-like” and thick 

puree should be “pudding-like.”  DiagnosTEX assesses both puree consistencies during a standard MBSS evaluation. 

No coarse textures, raw fruits or vegetables, nuts, and so forth are allowed. Any food that requires bolus formation, 

controlled manipulation, or mastication are excluded in this consistency. This diet is designed for people who have 

moderate to severe dysphagia, with poor oral phase abilities and reduced ability to protect their airway.  

Puree diets are often recommended to those who are edentulous or have nonfunctional dentition (including poor 

dentition or ill-fitting dentures). Individuals with missing teeth or with dentures may benefit from a puree diet to 

reduce risk associated with choking on foods requiring mastication.  Missing teeth, ill-fitting dentures and dental 

disease are correlated with autopsy results of sudden choking deaths (Berzlanovich et al., 2005; Wick et al., 2006). 

Dentures have been associated with poor chewing strength and poorly chewed boluses. People with removable 

dentures achieve only 25% of the chewing effectiveness of individuals with their own teeth. Research suggests that 

older adults with fewer than 13 teeth have an increased risk of coughing and choking (Okamoto et al., 2012). 

Numerous times Diagnostex has identified ill-fitting dentures resting on the tongue base or ledged in the vallecular 

space, when fluoro was turned on, only to immediately refer to ER for removal.  

 

Mechanical Soft Diet/Mixed Consistencies – Comparable IDDSI level could include Level 5 and Level 6 

Mechanical soft consistency is often associated with mixed or dual consistency food.  This includes both solids/soft 

solids and liquids (e.g., vegetables in a soup broth). During oral preparation, this requires the ability to manage both 

components. Research has shown that the liquid component of these foods spills into the pharynx and collects there 

during chewing of the solid component (Saitoh et al., 2007). This may represent an increased aspiration risk in 

people with dysphagia. In some cases, the liquid is swallowed first so that the solid portion can be chewed, however 

this requires the ability to safely separate the liquid and solid components in the mouth with functional lingual 

control and coordination. Considerable oral skill is required to manipulate and control “mixed” or “dual” consistency 

foods and for this reason they are considered particularly challenging and a choking risk. DiagnosTEX tests a mixed 

consistency when testing mechanical soft during the MBSS. 

 

Regular Diet – Comparable IDDSI Level 7 

A regular diet is normal, everyday foods of various textures that are developmentally and age appropriate. Any 

method and form of administration may be used to eat these foods. The foods may be hard and crunchy or naturally 

soft. This includes hard, tough, chewy, fibrous, stringy, dry, crispy, crunchy, or crumbly bits. It also includes any food 

that contains seeds, skin, husks or bones. 

 



Transitional foods are predominantly used with pediatrics or developmental disability.  They refer to foods that 

change quickly, become easier to chew or wallow with added moisture or a change in temperature.  Examples include 

ice cream wafer, potato chips (are firm in their original state but break down quickly with moisture and easily with 

tongue-to-palate pressure).  Chewing is achieved with reduced effort.  Ice chips and ice cream, or jellies fall into this 

category as they may be firm when served but melt quickly in the mouth to a liquid consistency. 
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