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Swallowing, as the first phase of digestion, is one 
of the most complicated neuromuscular processes 
of the central nervous system. It involves multiple 

areas of the brain and a series of voluntary and involuntary 
muscular contractions. Oropharyngeal dysphagia is 
a highly prevalent clinical condition among stroke 
patients, but the prevalence of dysphagia is different in 
various studies, because of differences in the definition of 
dysphagia, the method of assessing swallowing function, 
the timing of swallowing assessment after stroke, and the 
number and type of stroke patients studied.1,2 Overall, 
swallowing disorders (dysphagia with or without 
aspiration) are seen in about half (55%) of all stroke 
patients admitted to hospital.3,4

A medical complication of dysphagia includes 
aspiration pneumonia, malnutrition, significant weight 

loss, and dehydration5 along with psychosocial because 
eating is a pleasurable and social activity, and inability 
to eat normally may affect patient morale and quality-of-
life.6 Complications due to dysphagia especially include 
pneumonia, and managing infection also increases 
healthcare costs by increasing the length of hospital stay 
and increasing the need for expensive respiratory and 
nutritional support.3,4

To prevent and minimize these complications, 
diagnosis and management of dysphagia must be done 
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ABSTRACT
Introduction
Swallowing, as the first phase of digestion, is one of the most complicated neuromuscular processes of the central nervous 
system. The presence of dysphagia can itself cause medical, psychosocial, and economic complications. A medical complication 
of dysphagia includes aspiration pneumonia, malnutrition, significant weight loss, and dehydration.
Materials and Methods
It was a retrospective study. In information regarding speech and swallowing therapeutics were studied from the routine clinical 
records by speech pathologist.
Results
The present retrospective study was focused on highlighting the outcomes of swallowing rehabilitation in patients with dysphagia 
in various aetiologies. It was observed that swallowing compensatory strategies, postural changes, rehabilitative manoeuvres, 
thermal stimulation, indirect and direct therapy showed tremendous improvement in patients with dysphagia with various 
aetiologies.  
Conclusion
This study provides further information regarding the severity of swallowing physiology in disorders and its improvement 
subsequent to traditional swallowing therapy which will contribute to literature in Indian context.
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as soon as possible by a speech-language pathologist.5 
Various rehabilitation techniques are utilized by a speech 
pathologist for management dysphagia.  The traditional 
swallowing therapy includes Compensatory strategies, 
postural changes, rehabilitative manoeuvres, thermal 
stimulation, indirect and direct therapy.6

Compensatory medical approaches include: 
enteral feeding by means of a nasogastric tube or by 
percutaneous endoscopic gastrostomy, modification of 
food consistency, postural correction to facilitate bolus 
transition, reducing rate of eating and ensuring oral 
hygiene by conventional oral care.7,8

Other approaches are rehabilitative methods, 
including oral motor exercises; airway-protecting 
maneuver, thermal-tactile stimulation, and Shaker 
exercises.6-10 Recently, neuromuscular electrical 
stimulation, biofeedback, and transcranial magnetic 
stimulation have been used as techniques for swallowing 
therapy.11 

Some studies have only focused on early intervention, 
and do not consider the time at which swallowing 
rehabilitation should be initiated for optimal recovery.12-15 
Current state of the art in the management of dysphagia 
includes a wide variety of multidisciplinary practices. 
These practices range from simple diet adjustment to 
more invasive surgical interventions, depending on the 
nature and severity of the disorder. Because management 
of dysphagia is a relatively new specialization, the direct 
therapeutic interventions offered by the speech language 
pathologist have consisted largely of compensatory 
mechanisms by which the patient compensates for 
disordered swallowing with adjustments in diet 
consistency or behaviorally based manoeuvres. 

The role of speech language pathologist is significant 
in the rehabilitation of swallowing disorders. It is 
the need at present to emphasize the importance of 
traditional therapy which helps in improvement in 
swallowing mechanism.  There are a lot of studies 
presented in the western context emphasizing on 
swallowing therapy. Hence, there arises a need to focus 
on the same in Indian context. The present retrospective 
study documents outcomes of swallowing rehabilitation 
in a group of patients with dysphagia. This study 
provides further information regarding the severity of 

swallowing physiology in disorders and its improvement 
subsequent to traditional swallowing therapy which will 
contribute to literature in Indian context. Hence, the aim 
of the study is to evaluate the outcomes in swallowing 
rehabilitation in the patients with dysphagia.

Materials and Methods

It was a retrospective study. This has been approved by 
the Ethics committee of the hospital.

The subjects of this retrospective study observational 
study included adults and children from the age groups 
of 0 to 80 years. These were divided as follows: Group 
I- 0 to 10 years, Group II- 10 to 20 years, Group III- 21 
to 40 years, Group IV- 41 to 60 years, Group V- 61 to 80 
years. Individuals reporting or referred to the department 
of Audiology and Speech Pathology with neurological 
speech, language swallowing disorders, articulation, 
fluency, voice disorders for therapy were studied. The 
Clinical speech language swallowing proforma was 
used to evaluate patients and to diagnose the patients for 
speech language swallowing disorders. The proforma 
was to assess basically the above mentioned domains 
and for assessing the severity of dysphagia.  Nair hospital 
bedside assessment and severity scale was used which 
is freely available for use. The severity is determined by 
adding all scores and the total score is compared with 
the severity scale.16

The information about the speech language and 
swallowing disorders therapeutics was considered for 
this study which was exclusively performed by the 
Speech Language Pathologist. The therapy outcomes 
of patients, who were diagnosed and referred by 
doctors from IPD and OPD of Neurology, Medicine, 
ENT, oncology and other departments of the hospital, 
were studied. This included patients from past 2 years 
(October 2016- October 2018) of speech language 
and swallowing therapy. The information based on 
therapeutics was studied in terms of the diagnosis, age 
groups gender, severity of dysphagia and rehabilitative 
outcomes. The severity of dysphagia was assessed pre 
and post therapy and compared. This further helped to 
determine if patients could be started with oral feeds 
and alternative mode of nutrition i.e. Ryle’s Tube or 
Nasogastric Tube or PEG tube can be eliminated. The 
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analysis was done using percentage and non parametric 
tests Chi-square. 

Results

All patients were individually evaluated as per the 
proforma and clinical swallowing, speech and language 
evaluation were done using bedside evaluation scales 
before initiating therapy. This study was based on 
outcomes of swallowing rehabilitation in patients with 
dysphagia in a tertiary care multidisplinary hospital. It 
was observed that the total number of dysphagia cases 
was 185 and sessions required were 690 to rehabilitate 
patients with dysphagia. This included various types 
of etiologies and severities of dysphagia. (Fig. 1) All 
individuals received therapy on one to one basis either 
bedside on or on OPD basis. The number of sessions for 
each individual was unequal depending on the recovery 

status. The recovery was based on the post therapy 
assessment using the severity scale of swallowing for 
each. (Table I) Those cases which were drop outs were 
not included in the study; rest were discharged based on 
recovery status.

The most common aetiology of dysphagia was stroke. 
(Fig. 1) Other causes of dysphagia were neurological 
surgeries, traumatic brain injuries, tumors, infections in 
central and peripheral nervous systems, degenerative 
neurogenic disorders, oral and neck surgeries and 
behavioral/cognitive etiologies. Behavioral or cognitive 
problems lead to lesser amount of dysphagia/ feeding 
issues. These etiologies can lead to dysphagia in 3 
different phases i.e. oral preparatory, oral phase and 
pharyngeal phase.

Oral or head and neck surgeries due to oral cancers 
involving any oral structure i.e. tongue, buccal cavity, 
hard or soft palate, thyroid/parathyroid. Some patients 

Fig. 1. Etiologies causing Dysphagia

Table I: Pre and Post therapy Outcome measures 

Severity range of dysphagia Scores 

Pre therapy severity Severe to complete 5-6

Post therapy severity Normal to slight 0-1
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undergoing mandibullectomy, glossectomy had oral 
preparatory phase dysphagia. Most of these etiologies 
are mechanical causes of dysphagia can affect the oral 
preparatory, oral and pharyngeal phase of swallow eg. 
Post thyroidectomy leading to vocal cord palsy. Few 
patients with Dementia had behavioral issues while 
feeding despite not having difficulty with swallowing 
mechanism. Most of the patients in the acute stage of 
dysphagia were on alternative mode of swallowing for 
nutrition i.e. through Nasogastric Tube/ Ryle’s Tube; 
only few had Percutaneous Endoscopic Gastrostomy 
(PEG).

When results were studied as per age groups it was 
seen there was significant difference (Chi square<0.001) 
in all groups, while no difference as per gender. It was 
observed (Fig. 2) that maximum cases had dysphagia 
in age groups more than 21 years to 80 years of age. 
In the age groups of 41 to 60 years and Group 61 to 
80 years it was observed patients had dysphagia, and 
also had dysphagia with other disorders i.e. dysarthria 
and aphasia. With increasing age groups there was more 
occurrence of dysphagia with other neurocommunication 
and motor speech disorders.

Fig. 2. Disorders as per age groups

Fig. 3. Therapeutic Rehabilitative Management 
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Various therapeutic management options are 
utilized by Speech Pathologist to rehabilitate 
patients with dysphagia. The current treatment of 
dysphagia in patients with stroke or other etiologies 
is the traditional swallowing therapy by a speech 
pathologist. Compensatory strategies, postural changes, 
rehabilitative maneuvers, thermal stimulation, indirect 
and direct therapy were included in this therapy.6 
The therapeutic rehabilitative management included 
compensatory strategies, rehabilitative manoeuvres, 
thermal, taste and texture stimulation which is 
proprioceptive neuromuscular functioning exercises 
(PNF), oromotor exercises, diet modifications. All these 
were planned and used as indirect and direct methods in 
dysphagia rehabilitation. (Fig. 3) 

Discussion

Rehabilitative maneuvers such as Masako, Guided 
Mendelson’s, supraglottic and effortful swallow 
contributed almost 95% in rehabilitation. Compensatory 
strategies such as head positioning using chin tuck, chin 
up, head rotation to better side or head tilts were utilized 
as per different etiologies and phase of dysphagia.  
These behaviorally based maneuvers include techniques 
designed to improve airway protection, such as the 
Supraglottic swallow, Mendelson’s, Masako and other 
manoeuvres designed to facilitate transfer of the bolus 
through the pharyngeal cavity by maximizing forces 
and minimizing resistance to the bolus, such as chin-
tuck posturing.9,10 These were used in patients with 
neurological disorders such as cortical strokes, brainstem 
stokes like lateral meduallary syndrome, cerebellar 
strokes, progressive disorders such as Parkinson’s 
disease, Progressive supranuclear palsy, Amyotropic 
lateral sclerosis etc.17,18

These interventions, although serving an important 
role, provide an immediate but only transient approach 
to the underlying physiologic deficit. These are 
compensatory in nature. Development of rehabilitative 
exercises and substantiation of efficacy are needed to 
address long-term changes in swallowing physiology.19 
Several techniques have been proposed as compensatory 
in intent, but clinical experience suggests that these 

techniques, when repeated in the context of an exercise 
regime, may facilitate overall change in swallowing 
physiology. The effortful swallow consists of a normal 
swallow in duration and sequence but with greater effort 
or force during the muscle contraction.20-22 

This technique was initially conceptualized to 
facilitate bolus clearance from pharyngeal recesses as 
a result of increased tongue-base approximation to the 
posterior pharyngeal wall. The Mendelsohn manoeuvre 
was designed to address deficits associated with 
reduced opening of the upper oesophageal sphincter.23-25 
Execution involves the prolongation of a pharyngeal 
swallow when the thyroid cartilage is at its point 
of highest excursion, with the intent of maintaining 
opening of the upper oesophageal sphincter.23,24 More 
recently, a tongue-holding manoeuvre, or the Masako 
manoeuvre, was developed based on the observation 
that patients with base of tongue resection demonstrate 
spontaneous increase in posterior pharyngeal wall 
excursion to compensate for the base of the tongue. 
Execution of this manoeuvre significantly facilitates 
posterior pharyngeal wall movement and thus may 
provide a direct rehabilitative exercise to address 
pharyngeal contraction.26-29 

With the use of various techniques in this study, 
eventually diet modification was done to initiate 
direct swallowing therapy. This was done using thin, 
thick liquids, semisolids blended, soft and hard solids 
consistencies of food. While doing so, patient’s oral 
intake was monitored 3 times a day in proportions. Also 
while they were all on oral feeds for nutrition; symptoms 
of dysphagia was observed such as chocking, gurgle 
voice, breathing difficulties, aspiration, coughing during 
and after swallow. As they developed and could manage 
adequate oral feed quantities without any difficulties, 
they were recommended to have complete oral feed. 

Conclusion

Through this study it was seen that there is a major role 
of a Speech Pathologist in dysphagia management in a 
hospital setup. This helps us to learn the effectiveness of 
traditional dysphagia therapy and it outcomes in various 
etiologies leading to dysphagia. This study also helps 
to create awareness amongst other medical fraternity 
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about the role and importance to initiate therapeutic 
management at the earliest for patient benefits.
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