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Executive Summary
This paper has been written by the Irish Association of Speech and Language Therapists
(IASLT) to outline its position on swallow screening. The position statement relates to
the use of swallow screening in adult populations. There is much discussion in the Speech
and Language Therapy (SLT) profession and beyond regarding swallow screening. This
paper will serve as a reference for Speech and Language Therapy Services and other key
stakeholders. IASLT is aware of the need to define and describe the use of swallow
screening within the context of the growing body of research. The purpose of this paper
is to outline the role of the Speech and Language Therapist in swallow screening and to
provide recommendations regarding the use of swallow screening and future
developments required.

A working group was formed to explore and address these issues on behalf of IASLT. A
survey was developed by the working group, which helped to identify pertinent issues that
required clarification. The working group also thoroughly reviewed the literature in the
area of swallowing screening, the findings of which greatly informed this position paper.

The IASLT hold the position that SLTs play a primary role in the evaluation and treatment
of feeding, eating, drinking and swallowing (FEDS) disorders. This will be referred to as
‘FEDS’ throughout the remainder of this document. For the purposes of this position
paper, swallow screening is defined as a tool that recognises clinical signs of
oropharyngeal dysphagia and identifies those at risk of dysphagia 1. Clinical Assessment
of FEDS, is “the process by which the SLT aims to identify the presence and nature of a
FEDS (feeding, eating, drinking and/ or swallowing) disorder based on clinical signs” 2.

Our comprehensive literature review indicates that there is currently only evidence to
support the use of swallow screening in stroke in acute care settings. Further research is
needed to establish its use with other clinical populations and in other clinical settings.

There are many swallow screening tools available; however, no gold standard tool has
been identified in the literature. It is the position of IASLT that swallow screening is an
appropriate first step in a FEDS pathway in the managements of FEDS in patients with
acute stroke. IASLT does not support the use of swallow screening in other clinical
2
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populations or settings. A robust swallow screen should be guided by the evidence and
that tools chosen should be valid, reliable, and feasible and have a clear pathway of action
for all possible outcomes. It is also the position of IASLT that where swallow screening
is implemented, it should be available 24 hours a day, seven days a week. SLT has a
pivotal and lead role in the implementation of swallow screening and a responsibility to
involve all relevant stakeholders to ensure successful implementation. Furthermore, SLT
has responsibility to ensure that implementation of swallow screening benefits the clinical
population with whom it is used.

Recommendations for future development include further research to explore the benefits
of swallow screening and if its implementation enhances patient care. Further research is
required both in stroke and other clinical populations. Further research into best models
for training for swallow screening is also recommended to ensure that sufficient health
professionals are trained to allow accessible and timely swallow screening. All SLTs
using swallow screening in their service should contribute to the on-going development
of the evidence base for its implementation.

3
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1.0 Background
The IASLT is the recognised professional body for Speech and Language Therapists in
the Republic of Ireland. One of the key functions of the IASLT is to represent the views
of its members and to inform position statements in relation to the provision of speech
and language therapy services for the best interests of service users.

Working groups are routinely convened to develop position papers in response to events
relevant to SLTs, both within and outside the SLT profession. This working group was
established in January 2015 to focus on the IASLT’s position on the use of swallow
screening tools.

Issues addressed in this position paper are as follows:


Differences between swallow screening and clinical swallow evaluation



Reasons for carrying out swallow screening



The use of swallow screening in different client groups



Components of a swallow screening tool



Timing of swallow screening



Roles in swallow screening

This position statement relates to the use of swallow screening in adult populations only.
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2.0 Definitions
Speech and Language Therapist (SLT): For the purposes of this document a Speech and
Language Therapist is a person who holds a professional qualification in SLT and who is
eligible for membership of the Irish Association of Speech and Language Therapists
(IASLT)
Feeding, Eating, Drinking and Swallowing (FEDS): This refers to the total process of
feeding, eating, drinking and swallowing. When a single aspect of the swallowing process
needs to be identified then the appropriate term will be employed e.g. feeding2 .
Dysphagia: The term used to describe a swallowing disorder usually resulting from a
neurological or physical impairment of the oral, pharyngeal or oesophageal mechanisms3
Client: Any individual who presents with difficulties in FEDS
Multidisciplinary Team (MDT): A group of professionals from a variety of disciplines
who work collaboratively to provide a holistic and comprehensive assessment, treatment
and management plan for individual service users
Clinical Assessment of FEDS: The process by which the SLT aims to identify the presence
and nature of a FEDS disorder based on clinical signs. This is also commonly referred to
in practice as a bedside swallow assessment
Swallow Screening: A process used to identify the possible presence of dysphagia and to
indicate the need for further clinical swallow evaluation by a FEDS trained SLT
Instrumental Assessment: refers to further objective assessment e.g. videofluoroscopy or
fiberoptic endoscopic evaluation of swallowing (FEES)

5
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3.0 Differences between swallow screening and
clinical assessment of FEDS
It is important to delineate the difference between swallow screening and clinical
assessment of FEDS. The NHS report “The Road to Recovery: Taking a Multidisciplinary
Approach to Dysphagia Following Acute Stroke” found confusion regarding terminology
in swallow screening with a need to distinguish between swallow screening and a detailed
clinical swallow evaluation 4. Perry states that screening and assessment are two distinct
procedures, carried out at different time points usually by different people seeking nonidentical information 5. Farrell & O'Neill propose a 3-tiered model, which describes the
entire dysphagia evaluation pathway 6. This model helps to clarify the distinction between
screening and assessment.
Screening
Clinical swallow evaluation
Instrumental assessment
Farrell & O'Neill

6

The literature states that a swallow screening differs from a clinical assessment of FEDS
in purpose and scope in the following ways:
o Swallow screening: Serves only to identify the presence of possible dysphagia
and the need for onward referral to a FEDS trained SLT. It identifies those at
risk of dysphagia and may be administered by a professional trained in the use
of a swallow screening tool. It is not an assessment of the nature or severity of
the dysphagia nor does it inform the treatment of the dysphagia.
o Clinical Assessment of FEDS: Identifies the site, severity and prognosis of
dysphagia. It is conducted by a dysphagia trained SLT and directs appropriate
dysphagia treatment/management 1, 7, 8.

It is the position of the IASLT that swallow screening and clinical assessment of FEDS
are two different processes with different distinct objectives. Whilst swallow screening
6
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may be part of the dysphagia evaluation pathway, clinical assessment of FEDS must be a
core component of dysphagia management.

3.1 The use of swallow screening in different
client groups
Much of the literature in relation to swallow screening pertains to patients post-stroke, in
the acute care setting 9, 7, 8, 10, 11. International literature and guidelines support the use of
swallow screening within this population. There is discussion in the literature on whether
swallow screening should be generic or disease-specific, however there is a paucity of
evidence in relation to swallow screening in client groups other than stroke 12, 1.

As there is only evidence available for the use of swallow screening in the stroke
population in the acute setting, the IASLT can only support its use with this population.
However, the IASLT acknowledges the need for further research into the use of swallow
screening in other client groups.

3.2 Components of a swallow screening tool
There is a general consensus in the literature that swallow screening should meet the
following criteria:


Be a true measure of the patient’s degree of risk



Be sensitive- able to detect “risk” when it is present



Be specific- able to produce negative results where the patient is not “at risk”



Give consistent results if used by different people



Be easy to use and intelligible to those carrying out the screening



Be acceptable to patients



Be acceptable in terms of resources- in terms of staffing, training



Include a clear pathway of actions for all possible outcomes 5, 13, 14, 7, 15

Further suggestions across the literature regarding criteria to form part of a swallow screen
include:


Initial observations of the patient’s consciousness level



Observations of the degree of postural control
7
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Observations of oral hygiene and control of oral secretions



Respiratory status



Presence of laryngeal elevation/swallow trigger.



Checking for signs of aspiration



A water swallow test if appropriate 7, 16, 17, 18

Currently, no single swallow screen has been identified through clinical trials as being the
superior swallow screen 19. Taking cognisance of this, the Joint Commission in the USA
have retired swallow screening as a performance standard for acute stroke in 2010.

Therefore, it is the position of IASLT that a robust swallow screen should be guided by
evidence, and that tools chosen must be valid, reliable, feasible and have a clear pathway
of action for all possible outcomes, in conjunction with all relevant multidisciplinary team
(MDT) members.

3.3 Timing of swallow screening
There is a general consensus in the literature that swallow screening should be conducted
in a timely manner in line with admission to an acute hospital setting. However, it must
be noted that the majority of the literature relates to acute stroke management and that
there is a lack of evidence for swallow screening in acute areas outside of stroke and
residential settings. In relation to stroke, international guidelines recommend:


All stroke patients should be screened for dysphagia prior to any oral intake of
food, fluids or medications 20.



Timeframe for swallow screening ranges from within three to 24 hours of
admission to hospital 20, 12, 5, 9, 7, 8, 21, 22.

In line with these recommendations, the IASLT’s position is that where swallow screening
is implemented, it should be available 24 hours a day, seven days a week to provide
equitable and holistic care to patients. It is also imperative that swallow screening should
not be used in the absence of an appropriate pathway to a Speech and Language Therapy
FEDS service.

8
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3.4 Roles in swallow screening
SLT’s have been highlighted by a number of position papers, guidelines and studies as
the profession that assumes the lead role in devising swallow screening programmes 23.
The SLT has a pivotal role in the training of other professionals to carry out swallow
screening 8, 24, 16, 23. An unpublished masters thesis within the Irish context suggests that
in order to implement swallow screening at a local level, senior management must agree
on the protocol and its implementation 25.

It is the position of IASLT that SLT has the following responsibilities in relation to
swallow screening:


Collaboratively evaluating the clinical need for swallow screening at a local level.



Choosing a valid and reliable tool, specific to clinical need.



Devise and administer training packages which are both theory-based and
competency-based for identified swallow screening tools 26, 5, 12, 16, 27.



Identify and collaborate with all relevant stakeholders, including senior
management, regarding the implementation of swallow screening at a local level.



Actively engage in developing policies and procedures to support swallow
screening with clear delineation of roles, responsibilities and clinical governance.



Audit the implementation of swallow screening in collaboration with relevant
stakeholders 5.



Keep up to date on current evidence in relation to swallow screening.



Identification of the most suitable stakeholders to conduct the swallow screening
28, 12, 22, 5, 29, 30

.

Research has clearly established that eating and drinking are central to well-being,
Nursing staff (due to constant ward presence) and medical teams (due to early assessment
of unwell patients) are often the first to identify swallowing difficulties. Medical and
nursing

31,31

staff may therefore be the appropriate professions to administer swallow

screening. Other professionals who are not specialists in FEDS may also carry out
swallow screening once they have completed training in the use of the specified swallow
screening tool 8, 24, 1.
9
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It is the position of IASLT that SLT plays a lead role in the implementation of swallow
screening. However successful implementation is not possible without the support of
relevant stakeholders that are trained in the appropriate use of a validated swallow
screening tool.

3.5 Reasons for carrying out swallow screening
The benefits of swallow screening are documented in the literature. They can be
summarized as follows:
-

Early detection of FEDS difficulties from screening reduces subsequent
pulmonary complications, length of stay and overall health costs 31.

-

Improved efficiency and timely decisions regarding further intervention e.g.
enteral feeding or intravenous hydration 26.

-

Cost-effectiveness - some authors have suggested that screening may have
economic benefits 26.

Despite the benefits attributed to swallow screening, some recent literature has called into
question a clear causal connection between the process of dysphagia screening and
improved health outcomes

19,32

. Recent research found that swallow screening is

confounded by the severity of stroke and that additional controlled trials are needed to
determine the effectiveness of screening 33.

It is the position of IASLT that these benefits should be evaluated when considering the
use of swallow screening. It is also imperative to ensure that the patient will benefit from
the implementation of swallow screening. Swallow screening should only be considered
where appropriate tools and local staff resources allow for its implementation. It is
imperative that swallow screening should not be used in the absence of an appropriate
pathway to a Speech and Language Therapy FEDS service.

10
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4.0 Recommendations


Swallow screening is an appropriate first step in a FEDS pathway in the
management of FEDS in patients with acute stroke.



It is appropriate for a trained health care professional to carry out swallow
screening.



Swallow screening should not occur in the absence of a SLT led FEDS service.



Chosen swallowing screening tools should have established validity and
reliability.



Training for swallow screening should include theory and competency
based training with clearly outlined competencies to be achieved and should be
developed and delivered by SLT’s.



Swallow screening does not have the same objective, nor does it replace clinical
assessment of FEDS.



Clinical assessment of FEDS is only ever carried out by a FEDS trained SLT.



Swallow screening, where established, should be carried out in a timely manner
in order to benefit patients, organisations and professionals.



Swallow screening should not occur in the absence of an SLT-led FEDS service,
and where possible should be available 24 hours per day, seven days per week.



The current available literature and research supports the use of swallow
screening in stroke populations.



The use of swallow screening in other clinical conditions warrants further
research.



The SLT has a pivotal and lead role in the development, implementation and
training of a swallow screening programme, which is dependent on the support of
other relevant stakeholders for it to be successful.



The SLT also has a key role in auditing screenings being carried out by health
professionals.

Recommendations for future development include:


Further research into best models for training for swallow screening, to ensure
sufficient health professionals are trained to allow accessible and timely swallow
screening.
11
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Continued research, dedicated funding and resources to explore the benefits of
swallow screening within the stroke population to determine whether swallow
screening enhances patient care.



Further research, dedicated funding, and resources to investigate the validity and
reliability of swallow screening in other clinical conditions in the acute and
residential settings.



SLTs using swallow screening are encouraged to contribute to the evidence base
for swallow screening.
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