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Abstract

Purpose: To describe the self-perception and clinical presentation of eating and
swallowing abilities amongst the elderly who reside in residential care facilities.

Method: Forty-four participants (mean age=80 years) were included in this
comparative within-subject study. Participants were assessed using an
oropharyngeal dysphagia assessment protocol. A cognitive screener, the Saint Louis
University Mental Status examination was used when the level of cognitive
impairment was unknown. The oropharyngeal dysphagia protocol included a medical
history review, administration of the Eating Abilities Test — 10, the Mann Assessment
of Swallowing Abilities, and the three-ounce water swallow challenge of the Yale
Swallow Protocol.

Results: Twenty-one of 44 (n=21; 48%) participants indicated an overall self-
perceived concern for oropharyngeal dysphagia when reporting within the Eating
Abilities Test — 10. Evidence of compensatory eating behaviours, without receiving
therapeutic intervention, were found. A negative, low correlation was present
between the Eating Abilities Test — 10 and the Mann Assessment of Swallowing
Abilities (r=-0.306, p<0.05) scores.

Conclusions: Individuals who perceived eating and swallowing difficulties,
demonstrated fewer clinical symptoms possibly due to self-mediated compensatory
techniques. It is essential to integrate patient-reported outcome measures with
clinical assessments for oropharyngeal dysphagia in residential care facilities.
Collaboration between facilities’ staff and external professionals, such as speech-
language therapists, could ensure timely interventions for dysphagia treatment.

Keywords: Dysphagia; Elderly; Residential care facilities; Self-perception; Clinical
assessment
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Terminology as used in this dissertation

Elderly

The Older Persons Act 13 of 2006 classifies the ‘elderly’ as a male who is aged 65
years and a female who is aged 60 years. The age within international literature varies
according to region (Department of Justice and Constitutional Development, 2006).
Within this research study, the researcher refers to ‘elderly’ as either a male or female
who is aged 65 years or older. This reference is in keeping with international best

practice guidelines for OD monitoring (Umay et al., 2022).

Residential care facilities

A residential care facility can be a building or other structure for the purposes of
providing accommodation and provision of services on a 24-hour basis to older
persons (South African National Department of Social Development, 2005). A person
in South Africa, who is older than the age of 60 years is entitled to apply for the
placement within such a facility (Department of Justice and Constitutional
Development, 2006). The researcher uses “residential care facilities” in this study as
all facilities included in data collection provided 24-hour medical care to their residents.
To promote standardisation with international literature, the term “residential care

facilities” was selected for this study (Estupifian Artiles et al., 2021; Sun et al., 2021).

11
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Outline of chapters

Chapter 1: A comprehensive introduction to the current state of research, the problem
statement and rationale, the research question, as well as the terminology used in this
dissertation. The chapter concludes with an outline of chapters contained in the

dissertation.

Chapter 2: An in-depth discussion outlining the method and procedures used in the
research study including the aim; design, setting and sample populations, materials
and apparatuses and data analysis description. The chapter concludes with a
discussion of the guiding ethical principles as well as the reliability and validity of the

study.

Chapter 3: The article that was submitted on 23 July 2024 for peer review to the

international journal Communication Disorders, Audiology and Swallowing (CoDAS).

Chapter 4: A concluding chapter exploring the theoretical and clinical results of the
study. The chapter details the strengths, limitations and recommendations for future

research within this cohort.

12
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CHAPTER 1: INTRODUCTION

The first chapter provides a comprehensive review of recent literature, background and
relevance of the research study conducted. The effects of ageing on the swallowing
mechanism, the negative impact of oropharyngeal dysphagia on the elderly and the
current management practices of oropharyngeal dysphagia within residential care
facilities are explored. The problem statement and rationale for this study are outlined

and the research question stated. Terminology is defined as used in this dissertation.

1.1 Introduction
By the year 2050, population projections estimate that more than two billion people

will be aged 60 years or older with the majority of this demographic residing in low- to
middle-income countries (United Nations, 2019). The World Health Organisation
(WHO) acknowledges this growth and advocates for healthy ageing - a process of
prolonging wellness during elderly years through establishing proactive chronic care
management (World Health Organisation, 2023; Wagner, 1998). Modern families now
consider residential care facility (RCF) placement as they are unable to provide
proactive chronic care management for their frail and multimorbid family members

(Boucaud-Maitre et al., 2023).

Facing a plethora of multimorbid conditions, the prevalence of oropharyngeal
dysphagia (OD) is a growing health concern for the elderly (Abu-Ghanem et al., 2020).
Despite an increasing amount of literature highlighting the complex management of
OD within the RCF population, frustration of RCF staff is noted due to the lack of
standardised OD screening and assessment protocols (Abu-Ghanem et al., 2020:

Estupifian Artiles et al., 20202: Royal Society for Public Health, 2018). With insufficient

13
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access to care guidelines and local protocols, evidence-based practice will be
compromised within the low-to middle-income setting RCF system (Park, 2015).
Robust elderly care policies are required to support healthy ageing within these RCF
systems for the growing elderly population (Li et al., 2021; World Health Organisation,
2023). During RCF policy-planning, a culture of coordinated and proactive OD
screening policies, such as that of chronic care models, should be considered (Smith

et al., 2023: Wagner, 1998).

Due to the unprecedented rate of demand for elderly care and the increased risk for
OD within this cohort, research to inform elderly care policies within a low- to middle-
income RCF setting i.e., South Africa is essential. Provisional data from local research
studies could necessitate increased provision of Speech-Language Therapy (SLT)

services to support OD management within the RCF cohort .

1.2 Effects of ageing on the swallowing function
The multifaceted effects of ageing swallowing physiology are transient and contribute

considerably to the manifestation of OD (Feng et al., 2023; Wirth et al., 2016). The
complexity in management of OD within the elderly population lies in the distinction
between age-related swallowing changes (presbyphagia) and impaired swallowing
abilities. A person with presbyphagia can remain functional in domains of oral intake
abilities and nutritional status (Li et al., 2021; Namasivayam-Macdonald & Riquelme,
2019). Common physiological changes associated with presbyphagia include but are
not limited to: edentulism, xerostomia, increased connective and fatty lingual tissue,
increased pharyngeal space and decreased oesophageal motility (Feng et al., 2023;

Wilkinson et al., 2021).

14
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The manifestation of OD is triggered by the negative impact of chronic diseases
namely neurological disorders, head and neck cancers, respiratory disorders, cardiac
conditions, gastroesophageal reflux disease, and esophagitis (Wilkinson et al., 2021;
Wolf et al., 2021). With multimorbid conditions compounding with age, so too does the
prescription of chronic medication, resulting in a heightened prevalence of drug-
induced OD (Matsumura et al.,, 2020; Wolf et al., 2020). Whilst, the physical
consequences of OD can often present overtly, the consideration of the psychosocial

impact of OD cannot be ignored.

1.3 Negative impact of oropharyngeal dysphagia on the elderly
The inability to consume an oral diet safely and efficiently is at the forefront of negative

sequelae associated with OD (Wolf et al., 2021). With the threat of impaired functioning
of the swallowing mechanism in the elderly, the possibility for aspiration of nutritional
boluses causing aspiration-related pneumonia arises (Geirsdottir et al., 2021; Wirth et
al., 2016). Decreased oral intake can result in inadvertent weight-loss and the
exacerbation of chronic health conditions, resulting in reduced functional capabilities
of the elderly (Kristensen et al., 2020; Sznajder et al., 2016). The RCF demographic
is at high-risk for multiple hospitalisations because of physical inactivity and underlying
malnutrition (Smith et al., 2023, Zanetti et al., 2023) With extended length of hospital
stays, further exposure to infectious diseases could result in poorer clinical outcomes

for recovery within this vulnerable population (Shin et al., 2023).

Whilst OD in the elderly can cause a multitude of physical health complications, the
negative impact on a person’s quality of life and mental health must not be under-
estimated (Depolli et al., 2023; Speyer et al., 2022). Feelings of crisis, stress,

decreased quality of life, and peri-prandial anxiety can manifest even in the presence

15
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of mild OD symptoms (Depolli et al., 2023; Kim et al., 2019). The presence of OD can
result in loss of meal-time pleasure and could result in the refusal to eat in the presence
of other residents (McGinnis et al., 2019). It has been reported that the elderly often
avoid reporting OD symptoms as it is perceived as a normal aspect of ageing resulting
in RCF residents suffering from OD without any support (Wirth et al., 2016). The
complex interplay between physical and mental health implications associated with
OD must be accounted for by the multidisciplinary team within the RCF system to

ensure holistic and proactive treatment provision (McRae et al., 2019).

Chronic multimorbidity challenges safe prescription and administration of oral poly-
pharmacotherapy regimens to the elderly person suffering from OD (Logrippo et al.,
2017). Individual management in the prescription of chronic medication is complicated
by the fact that the elderly often receive care from multiple healthcare providers across
various healthcare settings contributing to disjointed care (Perron, 2024). The SLT
could be a useful care provider within the RCF system because of frequent monitoring
of possible drug-induced dysphagia and could liaise with RCF medical doctors to
review for drug therapy alternatives thereby supporting healthier ageing practices

(Matsumura et al., 2020).

1.4 Assessment and management of oropharyngeal dysphagia within the
residential care facility system

The prevalence of OD within the RCF cohort varies markedly but has been suggested
to range between 40% to 68% (Baijens et al., 2016; Birchall et al., 2022). Due to the
poor prognosis of clinical outcomes, the need for timeous identification and proactive
intervention is imperative (Kater, 2022). Previously, healthcare systems have been

reactive in the assessment and treatment of OD providing treatment only when

16
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hospitalisation has occurred in place of routine, annual and proactive screening

(Estupifian Artiles et al., 2020).

With increased risk and under-identification for OD within the RCF cohort, best
practice guidelines encourage annual swallowing screening (Speyer et al., 2021). This
screening approach is recommended for adults who are aged 65 years and older who
present with clinical risk factors for OD, such as a history of aspiration pneumonia,
presence of a fever, or low oral intake (Imaizumi et al., 2020: Umay et al., 2022). These
international guidelines correlate with principles of healthy ageing and chronic care
models. The Chronic Care Model (CCM) advocates for proactive care that anticipates
the needs of stakeholders, such as OD screening due to inherent risk, and ensures
healthcare teams have access to appropriate clinical expertise, potentially that of the

SLT (Wagner, 1998).

The use of OD screening tools with established psychometric properties is
recommended in low- to middle-income countries where healthcare screening must
be cost-effective, easy to administer, and non-invasive (Speyer et al., 2021). If
screening tools lack validity, reliability and are culturally unresponsive — the
administration of these would not prove beneficial (Speyer et al., 2021). In these
settings, high patient-to-therapists caseloads are evident and could restrict access to
specialist OD services i.e., the SLT department, highlighting the importance of utilising
appropriate tools to identify persons who require further OD assessment (Figueira et

al., 2023; Kater, 2023).

17
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Whilst the foundational components of clinical screening and assessment includes
standardised assessment tools, healthcare providers are ethically bound to uphold the
principles of evidence-based practice through the consideration of stakeholder
concerns (Barends et al., 2014). Itis hypothesised that elderly individuals show greater
sensitivity to the self-perception of dysphagia because of chronic multimorbidity
awareness, highlighting the importance of stakeholder consultation to support healthy
ageing (Figueira et al., 2023). The use of patient-reported outcome measures

(PROMSs) could enhance patient centered care (Tommel et al., 2023).

1.5 Problem statement and rationale
The scarcity of international standards for OD screening and assessment, and the

established risks for the under-identification and under-treatment of OD, necessitates
a comparison of self-perceptions and clinical characteristics of eating and swallowing
abilities. The establishment of a comparative profile between self-perception of eating
and swallowing abilities and the clinical presentation thereof could inform care policies
to accommodate for sufficient SLT service provision within the RCF system. With a
changing healthcare landscape i.e., in South Africa, the implementation of the National
Health Insurance Act 20 of 2023 was passed to ensure equitable and fair access to
healthcare for all (National Health Insurance (NHI) Act 20, 2023). The South African
SLT cannot adequately advocate for consultation during NHI policy planning and

service implementation within the RCF system if a lack of recent local literature exists.

Therefore, the research question arose: “How do the self-perceptions of eating and
swallowing abilities compare to the clinical presentation in the elderly living in
residential care facilities?”. The knowledge gained from this study may highlight the

need for policy review concerning the monitoring and treatment of OD within the RCF

18
© University of Pretoria



fei; R
system in a low- to middle-income country such as South Africa. The principal
researcher of this study encourages SLTs to advocate for the establishment of OD
screening protocols and treatment guidelines within RCF settings to ensure

contribution to healthy ageing of this population.

19
© University of Pretoria



T VAN PRETORIA
OF PRETORIA
| YA PRETORIA

==

CHAPTER 2: METHOD

The research aim, design, setting and sample population, materials and
apparatuses, procedures and data analysis description are explored within the
second chapter. The reliability and validity of the research study are delineated.

The ethical standards adhered to conclude the chapter.

2.1 Aim
The aim of this research study was to describe how self-perceptions of eating and

swallowing abilities of the elderly, who are RCF residents, compared to the clinical

presentation thereof.

2.2 Research design
This research study employed a primarily quantitative research design, chosen for its

congruence with the study’s objectives of measuring variables and deducing potential
relationships as seen in the comparative, within-subject study method (Leavy, 2023).
This study design allowed direct comparison to be drawn between the participant’s
self-perception of their eating and swallowing abilities with the clinical presentation
thereof (Brink & Van Rensburg, 2022). Applicability for the selection of this research
design within this geographical context is supported by insufficient research and public
policies informing holistic healthcare management and healthcare planning for the

elderly population in South Africa (Solanki et al., 2019).

2.3 Study setting
The data were collected from residents of RCFs located in Johannesburg, South

Africa. The RCFs that were selected were of private funding and were not associated

with the Department of Health and/or the Department of Social Development.

20
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2.4 Sample

Sample strategy
A non-probability, purposive sampling strategy was used to recruit appropriate

participants for this study (Brink & Van Rensburg, 2022). This sampling strategy was
selected as it ensured participants included in the study were more likely to be
predisposed to the phenomena being studied i.e., OD is a geriatric syndrome with a
high incidence rate amongst the RCF cohort (Banda et al., 2022; Speyer et al., 2021).
Prospective participants were required to be 65 years or older and living full-time at
the predetermined RCF. Participants were included regardless of whether they had

been diagnosed with OD and/or required current diet modifications.

Sample size
The sample size consisted of 44 participants. Only one prospective participant was

excluded based on a previous diagnosis of moderate cognitive impairment. The
central limit theorem suggests sample sizes that are equal to or greater than 30 are
considered “sufficient” to represent characteristics of the whole population through
population means and standard deviations (Islagm & Islam, 2018). The concept of
“data sufficiency” is evidenced by the information power model which encourages
researchers to prioritise establishing the depth of data samples rather than striving for
vaguely defined “data saturation” that is often seen in quantitative data practices
(LaDonna et al., 2021). This research study aimed to achieve depth in data samples

by comparing outcomes across different assessment tools.

21
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2.5 Participants

Inclusion criteria
To qualify for voluntary participation in this research study, participants were required

to meet the following inclusion criteria as described in Table 1.

Table 1. Inclusion and exclusion criteria and justification thereof

Inclusion criteria Justification

The participant must be aged 65 years or older. | Presbyphagia is expected to occur in people aged
65 years or older, thus increasing the likelihood of
OD (Mehraban-Far et al., 2021).

The participant must be a full-time resident at the | Research findings from this study could have
RCF. important policy implications for regulations,
guidelines, and standards governing the provision
of care in these settings.

The participant could not have a cognitive | Considered a barrier to research, participants with
baseline impairment worse than mild (as|moderate to severe cognitive impairment could
indicated using the Saint Louis University Mental | compromise the accuracy of self-reported
Status examination). outcome measures, necessitating the use of
proxy-reported outcome measures  thus
eliminating the possibility of within subject
comparison (Shepherd, 2020).

Recruitment of participants
The researcher personally approached residents, who were pre-determined by

nursing staff as appropriate to participate, to discuss the purpose of the research
study, associated risks, and benefits to their voluntary participation (Appendix C). An
informal interpreter i.e., nursing staff member was available should further explanation
in an alternative language be required. No incidence of interpretation was required as

all participants were proficient in conversational English.
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Description of participants
Participants were aged between 65-97 years old and identified as either male or

female (Table 2).

Table 2. Participant characteristics (n=44)

Category: Amount:
Gender:
Female 32 (73%)
Male 12 (27%)

Living situation:

Single room 28 (64%)

Shared room 3 (7%)

Frail care 13 (30%)
Basic ADLs:

Independent 32 (73%)

Needs assistance 8 (18%)

Dependent 4 (9%)

Eating and mealtimes:

Independent 26 (59%)
Requires set-up 15 (34%)
Needs (physical assistance/verbal prompting) to complete meals. 1(2%)
Fully dependent on carer. 2 (5%)

2.6 Materials and apparatus
The OD assessment protocol consisted of a background case history form (Appendix

D), a PROM tool, and two standardised clinical assessment tools namely the Eating
Abilities test (EAT-10) (Appendix E), the Mann Assessment of Swallowing Abilities
(MASA) (Appendix F), and the water swallow challenge of the Yale Swallow Protocol

(YSP) (Appendix G).
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The background case history form began the protocol administration. It is essential for
accurate background history to be collected as this information can help guide
appropriate differential diagnosis through collation with clinical findings (Selvanderan
et al., 2021). When the level of cognitive impairment was unknown or not indicated in
the participant’s residential care file, the Saint Louis University Mental Status (SLUMs)
examination was administered (Appendix H). The SLUMS is a standardised cognitive
screener that demonstrates strong test-retest reliability and is applicable for monitoring
cognitive decline in individuals (Lee et al., 2022). Participants who were reported as
or were found to present with a cognitive impairment worse than mild were excluded

from this study due to the nature of the self-reporting questionnaires.

The Eating Assessment Tool-10 (EAT-10) (Appendix E) was utilised. This PROMs tool
establishes participants’ self-perceived presence or absence of eating and swallowing
difficulties (Belafsky et al., 2008). The EAT-10 consists of 10 statements that are
commonly used to describe a person’s difficulty with eating and swallowing. If a
participant has an EAT-10 total score of 3 or higher, this could be indicative of difficulty
swallowing safely and efficiently and typically warrants further assessment by an SLT
(Sheikhany et al., 2022). A direct correlation between a person’s EAT-10 scores and
aspiration has previously been demonstrated, as observed in videofluoroscopic
swallow study findings, with a sensitivity for predicting aspiration of 71% (Cheney et
al., 2015). Table 3 presents the cut-off vales for the EAT-10 assessment tool.

Table 3. Cut-off values for the EAT-10 assessment tool

Implication: Score:
No indication of difficulty swallowing EAT-10 score of 0 — 2
Indication of difficulty swallowing EAT-10 score of 3 - 10
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The MASA tool (Appendix F) assessed the participants’ abilities to consume an oral
diet safely and efficiently. This tool has been vigorously researched and validated for
use in a mixed-disease population (Chojin et al., 2017; Kwon et al., 2019; Ohira et al.,
2017). The MASA tool allowed the researcher to quantify the risk of aspiration and/or
severity of dysphagia during the clinical swallow examination with consideration of
cognitive impairment (Kwon et al., 2019). This assessment tool is useful in a low- to
middle-income setting as it does not require specialised equipment but rather utilises
widely available assessment materials i.e., masticatory foods, a penlight, tongue
depressor and laryngeal mirror (Okuni & Ebihara, 2022). Table 4 presents the cut-off

values for the MASA tool.

Table 4. Cut-off values for the results of the MASA tool

Score: Severity category
No abnormality 2170

Mild 149-169
Moderate 141-148

Severe <140

The Yale Swallow Protocol (YSP) (Appendix G) was used to assess the participants’
ability to consume three ounces of thin liquid i.e., water safely and efficiently using
sequential swallows (Leder & Suiter, 2014). Prospective data from a double-blind,
multi-rater study indicated that the YSP is a reliable and valid option to screen for
aspiration risk in settings where clinicians are dependent on subjective assessment
methods i.e. the RCF setting (Ward et al., 2020). The YSP was adapted for use in this

research study by not including the brief cognitive screener or the oral-mechanism
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examination as these assessment areas were assessed in greater detail during the

Mann Assessment of Swallowing Abilities (MASA) tool (Appendix F).

2.7 Procedures

Data collection
The researcher telephonically contacted the nursing manager of the predetermined

residential care facilities and received written permission to conduct data collection
(Appendix B). An agreed-upon date and time was established for the researcher to
visit the residential care facility to invite potential participants. The researcher clearly
explained the purpose, risks, and benefits of participation in this research study and
provided sufficient opportunity to raise concerns regarding their voluntary participation
(Appendix C). An informal interpreter, whom was a member of nursing staff at the RCF
facility, was available during the invitation period to explain the informed consent
letters to accommodate for the possibility that a participant or their family member did
not hold conversational proficiency in English. The use of such informal interpreters
was not necessary throughout the data collection process as all prospective

participants held conversational proficiency in English.

Once participant informed written consent was obtained, individual data collection
occurred in a single sitting with the provision of short comfort breaks. All OD
assessments were conducted by one researcher, a qualified SLT who has clinical
experience in both the public and private health sector assessing and treating elderly
patients presenting with OD. The researcher is currently registered with the Health
Professions Council of South Africa (HPCSA). A member of the nursing staff at the
RCF was present to ensure that the safety of all participants was monitored externally.

The researcher began the assessment session by completing a background history

26
© University of Pretoria



P

é A AR EHT
form (Appendix D) through revision of a participants’ residential care file. This was
done prior to the clinical swallowing assessment to ensure the researcher was aware

of any risks regarding current medication and previous medical history.

The EAT-10 tool was administered first. The researcher verbalised the statements
contained in the assessment tool individually and recorded the participants' responses
accordingly on the assessment form. Following the completion of the EAT-10, the
clinical swallowing abilities assessment began with the administration of the MASA
tool. An oral-motor examination was performed prior to the presentation of nutritional
boluses. In accordance with graded difficulty of oral diets within the International
Dysphagia Diet Standardisation Initiative (IDDSI) the participant was required to eat
an IDDSI 4 (pureé — sugar-free instant porridge) and IDDSI 7 (regular — gluten free
biscuit) consistency (International Dysphagia Diet Standardisation Initiative, 2019).
Additionally, observable domains such as the participant’s level of alertness,
cooperation, auditory comprehension, respiration at rest, and respiration rate for

swallowing were recorded by the researcher throughout the assessment session.

Lastly, the three-ounce water swallow challenge of the Yale Swallow Protocol (YSP),
was utilised to assess the participant’s ability to swallow a thin liquid consistency safely
and efficiently (Leder & Suiter, 2014). The participant was required to drink three
ounces of water from a cup (a straw was supplied if drinking from a cup was too
difficult) using sequential swallows, slowly and consistently without stopping. The
researcher observed the participant for difficulty with uninterrupted drinking, and signs
and symptoms of overt aspiration (coughing or choking during or immediately after

completion of drinking the water).
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To ensure research rigour, a second-rater was utilised. This external, second-rater is
a qualified and registered SLT with the HPCSA who has experience in both the public
and private sector assessing and treating OD within the elderly. Participants from the
RCF sites were randomly selected and re-assessed using the same OD assessment

protocol on a different day.

2.8 Data analysis and management
Data was stored in a password-protected storage drive during the research study and

is physically stored in a repository on the premises of the University of Pretoria.
Confidentiality measures adhered to in the study are in accordance with the University

of Pretoria’s data storage policy i.e., 15 years, and in the data repository for 15 years.

Each participant’s assessment forms were assigned a unique participant code. Once
the assessment session was completed, the assessment form was safely stored in a
sealed box. Only the researcher had access to these forms when personally entering

the data into Microsoft Excel 2020 on a password-protected Apple MacBook Air 2020.

This document was then shared with the external statistician via password-protected
e-mail. The Statistical Analysis System (SAS) version 9.4 was used to perform the
analysis (SAS Institute Inc, 2013). During data analysis, the Fisher’s exact test was
used to determine the relationship between the outcome measures of the three-ounce
water swallow challenge and the EAT-10's self-perceptions. The data were checked
for normality using the Shapiro-Wilk test. The non-parametric test, Spearman's rho
correlation, was performed to determine if a correlation amongst the PROMSs tool and

clinical assessment tools were evident.
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2.9 Reliability and validity
To promote the validity of the research study results, vigorously reviewed assessment

tools that are validated for use in a mixed-disease population was selected when the
researcher developed the OD assessment protocol based on clinical experience
(Belafsky et al., 2008; Kwon et al., 2019; Ward et al., 2020). Additionally, prior to the
commencement of data collection, the researcher piloted the OD assessment protocol
to ensure appropriateness of selected assessment tools and to mitigate inefficient
timelines. Investigator triangulation through the use of a second-rater during the data
collection stage of this study encourages the credibility of the research findings
(FitzPatrick, 2019). Preventatively, the researcher reduced the impact of researcher
bias by utilising an external statistician during the data analysis stage of the research

study.

2.10 Ethical considerations

Ethical clearance
This study obtained ethical clearance from the Research and Ethics Committee of the

Faculty of Humanities at the University of Pretoria (Appendix A) prior to the
commencement of data collection. Ethical considerations are essential in health
science research to ensure the protection of human rights and the social well-being of
the study participants, particularly of vulnerable populations (Brink & Van Rensberg,

2022).

As outlined in the Declaration of Helsinki, various groups are considerably more
vulnerable within medical research and must be safeguarded against additional harm
(World Medical Association, 2013). The researcher utilised international guiding

29
© University of Pretoria



T VAN PRETORIA
OF PRETORIA
| YA PRETORIA

i

principles and the ‘principlism’ approach to provide insight into key principles of
biomedical research i.e., autonomy, non-maleficence, beneficence, and justice

(Beauchamp & Childress, 2019: World Medical Association, 2013).

Within a local context, the South African law strictly protects the right to privacy of its
people (Protection of Personal Information Act, 2013). In accordance with the
Protection of Personal Information (POPI) Act 4 of 2013, the researcher collected and

processed only essential data to achieve the aim of this research study.

Autonomy and informed consent
Honouring the prospective participant’s right to self-determination, participation in this

study was on a voluntary basis. The researcher executed their ethical obligation to
provide clear, sufficient, and understandable information prior to the potential receipt
of written consent (Pallocci et al., 2023). The prospective participants were provided
with an informed consent document (Appendix C) which was accompanied by a verbal
explanation by the researcher regarding the aim, potential risks, and benefits of
participating in the research study. Additionally, the researcher emphasised that
should prospective participants decide to participate in the study, this was not
considered exclusive, and that they held the right to revoke consent, during any point
of the research study, without negatively impacting the quality of care they would

receive (Pallocci et al., 2023).

Non-maleficence, beneficence and justice
The researcher maintained their ethical responsibility to protect prospective

participants from potential discomfort and harm in a physical, emotional, spiritual,
economic, social, and/or legal capacity (Beauchamp & Childress, 2019). There were

minimal established risks to participating in this study and a member of nursing staff
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of the RCF was present throughout the data collection process to ensure that the
safety of all participants was monitored by an external stakeholder. Guidelines within
health science research, that involve the direct involvement of human participants,
propose research can only be conducted by individuals with the appropriate scientific
education (World Medical Association, 2013). The assessment was conducted by the

researcher, a trained and registered SLT.

Beneficence and justice principles advocate for equitable allocation of research gains
and responsibilities (Beauchamp & Childress, 2019). During the data collection
process, if a participant was found to present with clinical signs and symptoms of
previously undetected OD, the participant was provided with a referral letter that
contained contact details of no less than three different SLT departments and/or
practices in the surrounding areas for further assessment and intervention outside of

the research study (Appendix I).

Confidentiality
The researcher prevented the misuse of confidential information i.e., personal

identifying information and/or participant medical history by applying privacy-
preserving controls during the collecting, processing, and storing of the research data
(Protection of Personal Information Act, 2013). Each participant was assigned a

unique code that was used for the purpose of data analysis.

CHAPTER 3: ARTICLE

The following article was submitted to the international journal of Communication
Disorders, Audiology and Swallowing. The style, format and referencing are in
accordance with the author guidelines and journal specifications, thus differ from the

remainder of the dissertation. Proof of submission can be found in Appendix J.
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Self-perception and clinical presentation of eating and swallowing in the elderly

within residential care facilities

ABSTRACT

Purpose: To describe the self-perception and clinical presentation of eating and
swallowing abilities amongst the elderly who reside in residential care facilities.
Method: Forty-four participants (mean age=80 years) were included in this
comparative within-subject study. Participants were assessed using an oropharyngeal
dysphagia assessment protocol. A cognitive screener, the Saint Louis University
Mental Status was used when the level of cognitive impairment was unknown. The
oropharyngeal dysphagia protocol included a medical history review, administration of
the Eating Abilities Test — 10, the Mann Assessment of Swallowing Abilities, and the
three-ounce water swallow challenge of the Yale Swallow Protocol. Results: Twenty-
one of 44 (n=21; 48%) participants indicated an overall self-perceived concern for
oropharyngeal dysphagia when reporting within the Eating Abilities Test — 10.
Evidence of compensatory eating behaviours, without receiving therapeutic
intervention, were found. A negative, low correlation was present between Eating
Abilities Test — 10 and the Mann Assessment of Swallowing Abilities (r=-0.306,
p<0.05) scores. Conclusions: Individuals who perceived eating and swallowing
difficulties, demonstrated fewer clinical symptoms possibly due to self-mediated
compensatory techniques. It is essential to integrate patient-reported outcome
measures with clinical assessments for oropharyngeal dysphagia in residential care

facilities. Collaboration between facilities’ staff and external professionals, such as
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speech-language therapists, could ensure timely interventions for dysphagia
treatment. Keywords: Dysphagia; Elderly; Residential care facilities; Self-perception;

Clinical assessment

INTRODUCTION

The United Nations (UN) estimates that by the year 2050, more than two billion people
will be aged 60 years and/or older with the majority of this population residing in lower-
and middle-income countries ['l. As the incidence of complex medical diagnoses
increases with age, these evolving demographics pose a significant obstacle to
delivering healthcare services capable of meeting the needs of the aging populous [21.
A mounting concern for the incidence of oropharyngeal dysphagia (OD) within this
cohort is highlighted Bl. With age-related physiological changes (such as loss of
muscle mass and tissue elasticity, edentulism, xerostomia, and cervical spinal
changes), combined with the burden of frailty and multi-comorbidity, the inherent risk

of OD within the elderly population increases [“1.

The World Health Organisation (WHO) and European Union Geriatric Medicine
Society (EuGMS) classify OD as a “geriatric syndrome” thereby implying chronic,
clinical impairment of the swallowing mechanism and associated decreased quality of
life (QoL) 58l The negative physiological sequelae of OD posing considerable danger
to the elderly population include increased risk of malnutrition and dehydration,
inability to swallow solid oral dosage forms of medication, frailty, asphyxiation,
compromised respiratory status, lengthy hospitalizations, and ultimately fatality ©71.

The psychosocial impact of OD should not be overlooked [Bl. Depression, anxiety,
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social isolation during mealtimes, feelings of loneliness, and periprandial stress are

strongly associated with OD [&!

The provision of informal, home-based care for aging family members has declined
due to caregivers’ reduced capacity, insufficient clinical expertise, and the rejection of
traditional family structures that historically facilitated elderly care at home . This shift,
combined with a longer life expectancy, underscores the demand for residential care
facility (RCF) placement. The prevalence of OD in residents of RCFs is not fully known,
yet previous studies indicate that OD is commonly overlooked as a typical part of the
aging process resulting in this cohort being under-diagnosed and under-treated [-101.
Inefficiencies within OD management are broadly observed within various healthcare
settings — it is not uncommon for RCF staff to only refer to speech-language therapists
(SLTs) to manage all aspects of OD when signs and/or symptoms of eating and
swallowing difficulties become overt and are not active role-players in timeous

identification 1],

A comparison of the self-perceptions and clinical presentation of eating and
swallowing abilities of elderly residents within the RCF system is warranted. To
encourage the provision of evidence-based healthcare, RCF staff will require an
informed understanding of the nature of OD presentation within this population. This
study thus aimed to compare the self-reported perceptions and clinical presentation of

eating and swallowing abilities within the elderly population residing in RCFs.
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METHOD

Institutional review board clearance was obtained prior to data collection (reference
number: HUM039/0623). As encouraged by the Declaration of Helsinki, participation
in this research study was voluntary and contingent upon the receipt of written

informed consent [12],

Study sample

A total of 44 participants, with a mean age of 80 years old (SD=% 6.54), were included
in this sample. The ages of participants ranged between 65- to 97-years-old. Potential
participants had to be 65 years and older and be a permanent resident of the pre-
selected RCF to qualify for voluntary participation. Additionally, potential participants
were excluded if they had received a formal diagnosis of moderate-to-severe cognitive
impairment. In circumstances where the appropriacy of cognition was unknown to
RCF staff, the Saint Louis University Mental Status (SLUMS) examination was
administered ['3l. Only one prospective participant was excluded based on a previous

diagnosis of moderate cognitive impairment.

Oropharyngeal dysphagia assessment protocol

A background case history form was utilized to identify demographic information,
providing insight into the type of resident accommodation, level of autonomy during
activities of daily living (ADLs), medical history and current medical intervention
rendered. Three standardized OD assessment tools were administered namely the
Eating Assessment Tool — 10 (EAT-10), the Mann Assessment of Swallowing Ability
(MASA), and the three-ounce water swallow challenge of the Yale Swallow Protocol

(YSP) 4161 All evaluations were conducted during a single session. A second rater
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was used to ensure research rigour. Figure 1 outlines the OD assessment protocol

utilized during this research study.

Figure 1. Oropharyngeal dysphagia protocol utilized during the research study.

Inclusion criteria:
i. Reside full-time at pre-determined RCF.
ii. Aged 65 years and/or older.
ii. No diagnosis of cognitive impairment worse than mild.

Written, informed consent:

Purpose, benefits and risks explained to potential participants ==
before obtaining informed, written consent.

Background medical history:
Review of nursing file.

If level of cognitive impairment unknown:
ii. Administration of the SLUMS examination.

ii. Cut-off score for this study: A score of 21 and/or more out of
30, indicating mild cognitive impairment.

| | ]
MASA:
R Three-ounce water swallow section]
EAT-10 1. ie;”"rs:“d (only) of the YSP.
. Soli

Caption: RCF: Residential Care Facility; SLUMS: Saint Louis University Mental

Status; EAT-10: Eating Assessment Tool-10; MASA: Mann Assessment of Swallowing
Abilities; YSP: Yale Swallow Protocol
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Eating Assessment Tool — 10
A patient-reported outcome measures (PROMSs) tool was administered to establish

participants’ self-perceptions regarding symptom-specific eating and swallowing
concerns ['l. The EAT-10 demonstrates reliability and internal consistency when
compared to patient outcomes of the Penetration Aspiration Scale (PAS) which is
widely utilized in clinical practice for its ability to predict OD '8, This tool is a self-
administered, paper-based questionnaire including ten statements rated from zero to
four. For each statement, a score of zero indicates “no problem” while a score of four
would indicate “a severe problem”. The higher the final score out of 40, the higher the
risk for aspiration because of impaired eating and swallowing. A total EAT-10 score
between zero and two indicates no difficulty swallowing, while a score between three

and ten indicates a self-perceived swallowing difficulty.

Mann Assessment of Swallowing Ability
This validated assessment tool was used to quantify the risk of aspiration and severity
of possible dysphagia ['%l. The MASA tool utilises a five- to ten-point rating scale. The

highest MASA score that can be achieved is 200 points, indicating normal swallowing

physiology.

Three-ounce water swallow challenge of the Yale Swallow Protocol

The three-ounce water swallow challenge assessed the ability of participants to
swallow three ounces of water using sequential swallows for observation of immediate
and/or delayed signs of aspiration. This clinical screening tool was included in this

study due to its strong negative predictive value (92.4%) when standradized in a
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prospective, double-blind, multi-rater study within a post-acute care setting — a setting

that could be representative of the RCF system ["9],

Data analysis

The collected data were entered into Microsoft Office 2019. The SAS version 9.4 was
used to perform the analysis ?%. On continuous variables, descriptive statistics i.e.,
such as means and standard deviations were applied, whilst frequency tables i.e.,
count and percentages were used on categorical variables. The Fisher's exact test
was used to determine the relationship between the outcome measures of the three-
ounce water swallow challenge of the YSP and the EAT-10's self-perceptions. The
data were checked for normality using the Shapiro-Wilk test and found that the MASA
and the EAT-10 scores were not normally distributed. The non-parametric test:
Spearman's rho correlation, was subsequently performed to determine whether the

MASA and EAT-10 scores were correlated.

RESULTS

A total of 44 participants, with an average age of 80 years old (standard deviation +
6.54), were included in this sample. Participants’ residential arrangements were
predominantly reported as single-room configurations with individuals requiring
support during eating and mealtimes. Only one participant was receiving speech-
language therapy (SLT) intervention for a diagnosis of OD due to ongoing oral cancer
treatment at the time of the research study. Table 1 presents the reported co-

morbidities of the total sample (n=44).
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Table 1. Descriptive summary of participant reported co-morbidities (n=44)

Co-morbidity Number of participants (percentage)
High blood pressure 28 (64%)
Depression or anxiety 19 (43%)
Thyroid disease 12 (27%)
High cholesterol 11 (25%)
Stroke 10 (23%)
Diabetes 7 (16%)
Osteoporosis 6 (14%)
Heart disease 6 (14%)
Heart failure 5(11%)
Arthritis 4 (9%)
Parkinson’s Disease 3 (7%)
Cataracts 3 (7%)
Emphysema 2 (5%)
Asthma 2 (5%)
Gout 2 (5%)
None 1(2%)
Heart murmur 1(2%)
Coronary heart disease 1(2%)
Sciatica 1(2%)
Alcohol/substance abuse 1(2%)
Pneumonia 1(2%)
Hay Fever/allergies 1 (2%)
Frequent urinary tract infections 1 (2%)
Kidney disease 1(2%)
Colitis 1(2%)

© University of Pretoria



TEIT VAN PRETORIA
IT¥ OF PRETORIA
THI YA PRETORIA

Pl

Only one participant in the study presented with no co-morbidities and no prescribed
chronic medication (Table 1). Frequently identified co-morbidities within the sample
were high blood pressure (n=28; 64%), depression and/or anxiety (n=19; 43%), and

thyroid disease (n=12; 27%).

Among participants receiving chronic treatment for high blood pressure, the sensation
of food sticking in the throat emerged as the predominant self-perceived eating and
swallowing difficulty, (n=20; 45%). However, only three of these participants were
clinically suspected of having OD when assessed using the MASA. Half of the
participants (n=22; 50%) who were diagnosed with depression and/or anxiety and/or
thyroid diseases (n=22; 50%), indicated additional effort taken to swallow pills on the

self-perception scales of the EAT-10.

A total of 21 out of 44 (48%) participants indicated an overall self-perceived concern
for OD. Indicating a mild-to-severe concern amongst the sample, the highest EAT-10
scores, presented in Table 2, were: i) swallowing pills take extra effort (n= 22; 50%)
and ii) when | swallow, food sticks in my throat (n=20; 45%). The lowest frequency of
scores recorded, indicating no concern with OD, were: i) my swallowing problem has
caused me to lose weight (n=12; 27%); and ii) swallowing is stressful (n=8; 18%).

Table 2 describes the self-reported outcomes of the EAT-10.
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Table 2. Descriptive summary of participant rating on Eating Assessment Tool — 10
(EAT-10) (n=44)

EAT-10 statement: Participants with no Participants (with
concern mild to severe
n (%) concern n (%)

Swallowing is stressful 32 (73%) 12 (27%)

| cough when | eat 28 (64%) 16 (36%)

When | swallow, food sticks in my throat 24 (55%) 20 (45%)

Pleasure of eating is affected by my swallowing 31 (70%) 13 (30%)

Swallowing is painful 41 (93%) 3 (7%)

Swallowing pills takes extra effort 22 (50%) 22 (50%)

Swallowing solids takes extra effort 27 (61%) 17 (39%)

Swallowing liquids takes extra effort 31 (70%) 13 (30%)

My swallowing problem interferes with going out for meals 37 (84%) 7 (16%)

My swallowing problem has caused me to lose weight 32 (72%) 12 (27%)

From the clinical swallow examination data, the most common clinical domains on the
MASA that demonstrated an observable impairment were: i) reduced tongue strength
(n=9; 20%); ii) diminished gag reflex (n=14; 32%); iii) palatal reflex (n=15; 34%); iv)
poor bolus clearance (semi-solid n=25; 57%)(solid n=31; 70%); v) lengthy oral transit
time (semi-solid n=21; 48%) (solid n=20; 45%); vi) and the pharyngeal phase (semi-
solid n=10; 23%) (solid n=11; 25%). For both a solid and semi-solid consistency,
majority of the sample (n=41; 95%) scored above 177, thus indicating no established
risk for OD and/or aspiration within this research sample. Table 3 indicates the results

of the MASA according to risk categories for dysphagia and/or aspiration.
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Table 3. Frequency scores of the Mann Assessment of Swallowing Abilities (MASA)
(n=44)

Frequency score (percentage)

Dysphagia risk: No abnormality Mild risk Moderate risk
Solids 41 (93%) 2 (5%) 1(2%)
Semi-solids 41 (93%) 2 (5%) 1 (2%)

Aspiration risk:

Solids 42 (95%) 1(2%) 1(2%)
Semi-solids 42 (95%) 2 (5%) 0 (0%)

The administration of the three-ounce water swallow challenge demonstrated that
majority of the sample (n=33; 75%) did not present with overt signs and/or symptoms
of aspiration on a thin liquid. However, it should be noted that numerous participants
n=20; 45%) utilized a self-mediated compensatory swallow behavior i.e., multiple
swallows (instead of sequential swallows). Of the 11 participants (25%) who failed the
three-ounce water swallow challenge less than half of these participants had
previously indicated moderate-to-severe difficulty drinking thin liquids on the EAT-10

assessment tool (n=5; 45%).

The Fisher’s Exact Test (p-value < 0.05) was applied to the outcome measures of the
three-ounce water swallow challenge of the YSP and the self-perceptions of the EAT-
10. An association between overt signs and/or symptoms of aspiration on thin liquids
and the self-perceived additional effort taken to swallow a thin liquid was established.
A statistically significant correlation between the absence of reported self-perceived
difficulties in swallowing solid consistencies as assessed by the EAT-10 tool and the

absence of clinical impairment in the pharyngeal response domain within the MASA
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(p=0.02) was evident. The Spearman Correlation Coefficients were applied to the data
evidencing a significant, negative low correlation between the MASA semi-solid score

(r=0.04, p<0.05) and the EAT-10.

DISCUSSION

This research study revealed a varied disparity between the clinical presentation of
OD and the reporting of self-perceptions regarding eating and swallowing abilities
within the elderly population residing in an RCF. Despite a substantial portion of the
sample indicating self-perceived concern for OD, the most frequent MASA score that
was recorded highlighted no established risk for dysphagia and/or aspiration. Similar
findings are mirrored by an international study that analyzed psychosocial wellness in
the presence of OD 'l. The findings found that participants who did not demonstrate
overt signs and/or symptoms of OD during clinical testing, continued to explicitly report

symptoms of eating and swallowing difficulties 2.

The heightened prevalence and/or perception of OD within the elderly population is
primarily attributed to multimorbidity and polypharmacy rather than physiological aging
itself, with the importance of monitoring for changes in swallowing function increasing
when a higher comorbidity index is apparent 2231, Most of the research sample was
treated for chronic multi-morbidity, with a considerable portion of participants reporting
a self-perceived eating and swallowing difficulty. Pre-existing chronic conditions such
as hypertension, depression and/or anxiety, diabetes mellitus, previous stroke and/or
cancer, and heart failure have been established as contributing factors to the

manifestation of OD and were all present within this research sample 3241,
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Physiological changes clinically observed in this research study, that correlated with
previous studies, include reduced lingual strength; diminished gag reflex; decreased
palatal movement; incomplete bolus clearance; and delayed oral transit time [25],
Whilst the correspondence between self-reported OD concerns and the clinical
presentation thereof varied, domains of clinically impaired physiology were commonly
reported as self-perceptions of i) swallowing pills take extra effort and ii) when |
swallow, food sticks in my throat. The most common comorbidities were hypertension,
anxiety and/or depression, and thyroid diseases, all of which have a previously
determined association with the manifestation of OD [?3l. The challenge posed to RCF
staff lies in monitoring these subtle physiological changes due to chronic multi-
morbidity, widespread prescription of polypharmacy and unique variability in the

incidence of OD within this cohort [2¢!,

In correlation with other studies, the current research study noted that patients’
subjective experiences of eating and swallowing abilities can differ from the clinical
findings of healthcare providers %271 |t was found that individuals who perceive
difficulties with eating and swallowing potentially exhibit fewer observable clinical
symptoms due to self-mediated compensations i.e., paced and controlled boluses.
Further disconnect when comparing the findings of standardised tools i.e., three-
ounce water swallow challenge of the YSP, and the results of the PROM tools i.e.,
EAT-10 was noted within this research sample. While an association between overt
aspiration on thin liquids and the self-perceived additional effort to swallow them was
established, the incidence of an aspiration event was reduced when participants used
self-mediated compensatory swallow maneuvers, such as paced, volume-controlled

multiple swallows, instead of the prescribed sequential swallows. These adaptations
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to impaired swallowing physiology could potentially indicate the participants' personal
insight into the adjustments that are necessary to maintain the safety and efficacy of
eating and swallowing #2528 Comparative literature that explores the link between
self-mediated swallowing strategies and the reporting of self-perceived OD is limited
— the results of this research study warrant further investigation to explore the
frequency, nature and efficacy of such self-mediated compensatory swallowing

behaviours within this cohort.

Swallowing difficulties without an overt etiology should not be overlooked by RCF staff
and attributed to age-related changes as this could undermine the timeous provision
of health care services to the RCF resident 19, A shift from the traditional biomedical
model and alignment towards the consideration of patient self-perceptions,
encourages the consideration of unobservable qualitative information that could
prevent the under-identification and under-treatment of eating and swallowing

difficulties within the elderly population of the RCF system 271,

LIMITATIONS AND FUTURE RESEARCH

Although the sample included participants with various co-morbidities, only a few had
progressive neurological disorders. Additionally, the sample size was small and drawn
exclusively from selected private RCFs impacting the extrapolation of the results to
the broader population. Further research on a larger scale is warranted, including an
in-depth exploration of the self-implemented compensatory strategies for swallowing

difficulties identified in this study.
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CONCLUSION

This study suggests the combined use of objective measurement tools, that are
designed to clinically assess for the presence of OD, are enhanced when correlated
with the person’s self-perception of their eating and swallowing abilities amongst the
RCF cohort. MDT team collaboration between RCF staff and external professional
services (such as SLT services) could potentially link the gap between OD
manifestation and timeous intervention. Initiatives to provide education about eating
and swallowing difficulties should extend from public and patient arenas to

interprofessional education of RCF staff.
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CHAPTER 4: IMPLICATIONS AND CONCLUSIONS

The concluding chapter aims to provide a synopsis and contextual analysis of the
research findings within relevant international literature and frameworks. Provided the
preliminary nature of the research study outcomes, the chapter addresses research

limitations and future directions for research within this context.

4.1. Summary of results
The data revealed a substantial number of participants with chronic multimorbidity

would report an overall concern for OD symptoms but did not consistently display
clinical OD signs. Within this research sample, a low risk for OD on semi-solid and
solid consistencies was established. In-depth data analysis revealed that all
participants who indicated a self-perceived concern for the additional effort taken to
swallow a thin liquid failed the clinical assessment for this consistency. During these
thin liquid trials, numerous participants utilised a self-mediated swallow maneuver i.e.,
multiple swallows instead of sequential swallows, thus compromising the clinical
presentation of overt aspiration. This self-mediated behaviour suggests a nuanced
relationship between self-perception and clinical presentation for specific diet

consistencies.

4.2 Theoretical and clinical implications
As the ageing population is set to increase, the prevalence of OD within the RCF

cohort will continue to grow — support for healthy ageing within the RCF system by
SLT services is essential (National Health Service, 2018). Implications of this study
mirror international research findings. The inappropriate self-reporting of OD within the

RCF population exists and the incidence of OD will vary widely (Birchall et al., 2022;
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Estupifian Artiles et al., 2021; Namasivayam-Macdonald & Riquelme, 2019).
Researchers have suggested that the elderly often avoid reporting their eating and
swallowing difficulties as these difficulties are viewed as a typical aspect of ageing and
are not considered dysfunctional (Park et al., 2016; Van der Maarel-Weirink et al.,
2014). Whilst this lack of consideration for impairment rather over age-related changes
could have been evident in the study — it was not explored in detail. Data captured
within a larger, multi-site longitudinal study found that RCF residents who report
symptoms of OD are eight times more likely to present with OD (Namasivayam-
Macdonald & Riquelme, 2019). Under the researcher’s review, majority of participants
did not present with clinical signs of aspiration when trialing a semi-solid and solid
consistency. However, the researcher observed numerous participants utilising a self-
mediated swallow maneuver to decrease the incidence of aspiration during thin liquid
trials. These findings correlate with an international study that suggests elderly people
actively rely on using swallowing maneuvers to remain asymptomatic for eating and
swallowing difficulties (Park et al., 2016). During OD assessment, the SLT should
remain aware of different eating and swallowing abilities within individual IDDSI levels
as the incidence of self-initiated swallowing compensations could be evident on one
consistency and may not present in other oral trials. The variance in self-perception
and clinical presentation holds significant value for the SLT and OD monitoring
practices within the RCF system. Data analysis revealed that reliance on either a
PROMs tool or a clinical assessment tool would be insufficient during OD assessment
and monitoring. The findings of this research study suggest that the results of an eating
and swallowing assessment are enhanced when self-perceptions and clinical

presentation are collated to create a holistic profile of eating and swallowing abilities.
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The implications of these undetected and unsupervised swallowing maneuvers could

prove detrimental against the clinical backdrop of chronic multimorbidity.

Literature acknowledges OD as a dysfunction that does not occur in isolation, but
rather as a medical symptom of multimorbidity or neurological changes (Lutomski et
al., 2023). The role of the SLT, and their ability to identify, diagnose and treat OD,
could positively contribute to healthy ageing within the RCF population. Regularly
planned OD screening within the RCF system could allow for standardised monitoring
of OD signs that indicate subtle multimorbid changes within this population —
information that is beneficial to the treating medical team. An international scoping
review revealed that none of the included studies referenced a national or international
clinical guideline on dysphagia screening (Estupifian Artiles et al., 2021). Due to the
multimorbid nature of the RCF population, redesign of service delivery within the RCF

setting is required.

In a low- to middle-income country, like South Africa, high patient-to-therapist
caseloads are common within the SLT profession (Kater, 2022). The full-time
employment of an SLT within an RCF system of low- to middle-income country’s is not
always financially viable, thus reliance on nursing staff is essential. Nursing staff of an
RCF should be utilised as a key role player in OD identification as they administer
medication and assist residents during mealtimes where OD could be explicitly evident
(Bhimte & Rangasayee, 2015). The important role of nursing staff in identifying OD is
highlighted in international research, encouraging role reversal and role exchange with
the SLT (Park et al., 2015). The SLT is encouraged by the HPCSA to provide in-

service training to healthcare professionals regarding signs and symptoms of OD, risk
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factors for OD and the appropriate referral pathways to specialist SLT assessment
should the RCF resident require it (Department of Health, 2017). Knowledge exchange
between SLTs and RCF nursing staff could support timeous OD identification,

monitoring of OD intervention and facilitate quicker access to SLT services.

The current study implies that SLTs not only have the responsibility to advocate for
improved local OD screening protocols, but to also collaborate with RCF nursing staff
through education and policy development. The CCM encourages superior care for
chronic diseases, a problem the elderly RCF population faces. Research has
demonstrated that nursing staff within an OD-friendly RCF report enhanced skills for
monitoring and referring for OD and a positive change in their routine care and
systems (Royal Society for Public Health, 2018). This collaboration between nursing
staff and SLT services is suggested as a route of care coordination and can be
conceptualised using an adaptation of the CCM and international RCF dysphagia pilot

programmes (Royal Society for Public Health, 2018; Wagner, 1998).

Utilising an established model to support planned and proactive management of OD
could be a viable option to improve OD monitoring and assessment within the RCF
system. As a result of knowledge-exchange between RCF nursing staff and the SLT,
heightened awareness of OD within this healthcare setting could support improved
care coordination and streamline referral pathways for residents who require urgent
SLT intervention. The proposed adaptation of the CCM that accommodates for OD
monitoring and assessment within a low- to middle-income RCF setting is explored in

Figure 1.
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Figure 1. A proposed OD screening and assessment framework within the CCM

Community: Co-ordinate with nursing staff to create appropriate resident programmes within RCF systems that target
management of multimorbidity which negatively contributes to the manifestation of OD. This could encourage enhanced
prevention and heightened awareness of OD incidence.

NS

Health systems: RCF facilities to develop care agreements with RCF resident healthcare providers to ensure appropriate
care coordination for multimorbidity and OD. This may involve processes for SLT involvement and identify key stakeholders
to likely report symptoms associated with OD (i.e. nursing and support staff, and resident self-report).

NS

Self-management support: Empower nursing staff to critically analyse mealtime activities and resident oral-intake for signs
of OD, and gain information from resident regarding self-perceived eating and swallowing abilities. This can be achieved by
providing educational seminars on clinical incidence, clinical signs and/or symptoms as well as risk factors for OD incidence

within the RCF population.

Delivery system design and decision support: As a result of SLT knowledge-exchange of recent, evidence-based
literature, nursing staff could account for potential changes in eating and swallowing abilities and will be referring appropriate
candidates via a streamlined referral pathway to consulting SLTs. Due to high patient-to-therapist caseloads, streamlined
and appropriate referrals will allow for quicker access to SLT services.

NS

Clinical information systems: Organise yearly RCF planners to ensure pre-determined SLT service days are scheduled.
Quarterly reviews with nursing staff to discuss potential concerns regarding resident eating and swallowing abilities. With
nursing staff already receiving OD training, quicker identification of relative subpopulations who are at-risk for OD because
of multimorbidity should be present.

4.3 Strengths and limitations
The prospective design of this research study allowed the researcher to tailor the OD

assessment protocol based on first-hand clinical experience from working with this
vulnerable population. To enhance research rigour within this study, one qualified SLT
collected the data thus mitigating margin of error during data collection. Investigator

triangulation improved credibility of the research findings (FitzPatrick, 2019). The

54
© University of Pretoria



T VAN PRETORIA
OF PRETORIA
| YA PRETORIA

i

results of the clinical assessment tools that were administered by the second rater
were compared to the findings of the initial assessments to assess their agreement

prior to data analysis and interpretation.

To enhance validity of this provisional data, and to extrapolate the implications of this
research study to the general RCF population, a larger sample size would be essential.
The replication of this research study within a larger sample size is necessary due to
the historical variance in the incidence and management of OD within this population
(Baijens et al., 2016; Birchall et al., 2022). Additionally, the administration of the OD
protocol is only reflective of how the participant performed in one controlled
assessment session and is not indicative of a full meal-time experience which could

provide more insight into the provisional data (Hansen et al., 2023).

4.4 Recommendations for future research
Future research could explore the correlation of PROM tools and clinical OD

assessment tools with objective standardised measures i.e., videofluoroscopic
swallow study to determine if the administration of PROMs tools and clinical OD
assessment tools are sufficient for explicit use in the RCF setting. Longitudinal
observation and assessment during mealtimes could provide deeper insight into the
frequency, type and indication for the use of self-mediated swallow maneuvers within
the RCF cohort. Analysis of these mealtime behaviours (or lack thereof) could further
inform educational efforts with nursing staff to ensure that OD is not under identified
or misdiagnosed as a typical part of ageing. Additionally, the researcher advocates for
research to accommodate and explore the influence that individual cultures can

contribute to the under-reporting of OD symptoms.
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4.5 Conclusion
Within this study, reporting patterns for OD and the clinical presentation of symptoms

were nuanced and varied. It is unlikely that the utilisation of one clinical tool would
support the establishment of a holistic profile of eating and swallowing abilities within
the RCF population. Rather, clinical assessment of OD should capitalise on
stakeholder self-perceptions to enhance assessment findings and inform treatment
planning. Ensuring equitable and cost-effective access to OD intervention is
paramount to healthy ageing. Including SLT consultation during RCF policy planning
is the foundational step in alerting RCF systems to the risks of inadequate OD
management. To ensure improved OD monitoring and treatment practices within the
RCF setting, the SLT is encouraged to advocate for a culture of coordinated
multidisciplinary care and collaboration. Education and role reversal with nursing staff
could improve understanding and heighten awareness of OD. The SLT should initiate
in-service training regarding the risk factors for eating and swallowing difficulties, OD
signs and symptoms and the importance of prompt referrals to SLT services when the
risk for aspiration is evident. This improved monitoring and potential identification of
OD by nursing staff could support timeous referrals and avoid overloading SLT

caseloads in countries where the patient-to-therapist ratio is high.
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Participants in the research study must be aged 65 years and/or older and must be a permanent
resident at the residential care facility. The residents will not be paid to participate and participation is
on a voluntary basis. | will invite all appropriate residents of the facility to participate by explaining my
research study to them and provide ample opportunity for answering any questions they may have. A
pre-arranged interpreter will be available during this question and answer session should a resident
not understand conversational English. If a resident is unable to provide written consent
autonomously, the next of kin will be contacted telephonically whereby | will explain my research
project and | will send an electronic version of written consent to be completed on behalf of their loved
one. The resident will have to ‘pass’ a short cognitive screening to ensure that they will be able to
accurately report their self-perceptions regarding their eating and swallowing abilities. All information
will be kept strictly confidential and only the researcher and project supervisors of the research study
will have access to the information.

The participation in the research study involves three components namely:
o The completion of a background demographic history. | will ask these questions to the
residents. If the resident is unable to recall all information, nursing staff will be consulted.
o A short survey on self-perceived swallowing abilities. | will ask these questions to the
residents.
o A clinical swallowing examination of the residents' swallowing abilities of different food

consistencies. | will complete this with the resident at a time that is convenient.

The entire assessment will be conducted at the bedside or in residents’ rooms, will take no longer
than 30 minutes, and will not interfere with the daily running of your facility. | will provide all food
consistencies and will request the attendance of one member of nursing staff to ensure that the safety
of the resident is maintained. There are minimal risks to participating in this study, however, should

Room 2-11, Communication Pathology Building

University of Pretoria, Private Bag X20

Hatfield 0028, South Africa

Tel +27 (0)12 420 4910 | Fax +27 (0)12 420 3517

Email esedra kruger@up.ac.za | www.up.ac.za/faculty-of-humanities
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the resident present with swallowing difficulties or concerns, | will provide them with a referral for
treatment services outside of the study.

| have applied for ethical approval from the Faculty of Humanities Research Ethics Committee and will
notify you once | have received approval for the project to commence. Should you have further
questions please contact myself on caitlinspeechtherapy@gmail.com or 083 380 1460 or my
supervisor bhavani.pillay@up.ac.za.

Yours sincerely,

b Ky
Caitlin Bell Mrs B. Pill&y
Student Superyigor

“u

ﬁwq s /Z/
DrE. Kriiger Kermeulen
Co-Supervisor Supervisor

Prof. J. van der Linde
Head of the Department of Speech language Pathology and Audiology

PERMISSION BY MANAGER TO CONDUCT RESEARCH

| , was informed about all the details pertaining to
the study titled: “A comparative analysis of self-perception and clinical presentation of eating and

swallowing abilities in elderly residents of residential care facilities”, and give permission to Caitlin Bell
to conduct the research with residents of

Name and designation

Signature Date (dd/mm/yy)

Official stamp of the facility (if applicable)

2 Room 211, Communication Pathology Building
University of Pretoria, Private Bag X20

Hatfield 0028, South Africa

Tel +27(0)12 420 2949 Fax +27(0)12 420 3517

Email esedra kruger@up.ac.za | www.up.ac.2a/faculty-of-humanities
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Appendix C

Information leaflet and participant informed consent

&

6 Faculty of Humanities
Fakulteit Geesteswetenskappe A
v Lefapha la Bomotho U o

ey weecons  Department of Speech-Language Pathology and Audielogy

YUNIBESITHI YA PRETORIA

INVITATION TO PARTICIPATE IN RESEARCH STUDY:

Study title: A comparative analysis of self-perception and clinical
presentation of eating and swallowing abilities in elderly
residents of residential care facilities.

Primary researcher: | Caitlin Bell

Supervisors: Mrs. B. Pillay, Dr E. Kruger & Mrs. R. Vermeulen

Institution: Department of Speech-Language Pathology & Audiology,
University of Pretoria

Dear resident,

| am a qualified Speech-Language Therapist who is researching swallowing and
eating difficulties in the elderly. | invite you to participate in this research study.
Before agreeing to participate, it is important that you understand what this
research study is about. Please read this document carefully. Should you have any
questions or concerns about participating, please do not hesitate to ask me.

This study aims to help healthcare providers understand the swallowing and
eating difficulties that the elderly population experience as there is limited
information regarding this.

This research study has been approved to take place where you live by the unit
manager. All information that | collect during the research study will be confidential.
No one will be able to identify you or the place you live when the information is
written in the research report. | intend to publish the findings in a research thesis as
well as a scientific article. You will have to pass a short cognitive assessment
before you can participate.

This research study has three steps: | will ask you and the nursing staff short
questions about your background medical history. | will ask you 10 questions on
what you think about your swallowing abilities. | will conduct a clinical swallowing
examination of your ability to swallow and eat different food consistencies. | will
provide the different food consistencies.

1
Room 2-11, Communication Pathology Building

University of Pretoria, Pri
Hatfield 00
Tel +27 (0)12 420 4910 | Fax +2

Email esedra. kruger@up.ac.za | www.up.ac.za/faculty-of-humanities
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Risks and benefits of participating in the study:

There are minimal risks to participating in this study. The assessment will be
conducted by myself, a qualified and registered Speech-Language Therapist who
has experience working with swallowing and eating difficulties in the elderly. A
member of the nursing staff will be present during the entire assessment. You will
not be paid to take part in the research study. A potential benefit to taking part in
this study is that if you have signs of eating and swallowing difficulties, you will
be provided with an appropriate referral for further assessment and treatment
outside of the research study.

Your rights as a participant:

It is your decision as to whether you would like to participate in this study or not.
You may decide you would like to participate and then change your decision at any
point in time and this will not affect the healthcare and/or services that you receive.
You can look at your assessment results should you wish to do so.

Ethical research approval:

This proposed research study was submitted to the University of Pretoria’s Research
Ethics Committee, and written approval has been granted by this committee.
Research will be conducted in accordance with all relevant policies of the University
of Pretoria.

Information and contact person:
All researchers involved in this study will apply ethical practices in every aspect and
will comply with the University of Pretoria’s policies regarding plagiarism. If you have
any further questions about the research study, please do not hesitate to contact
the primary researcher, Caitlin Belll via the e-mail address
caitlinpeechtherapy@gmail.com

Yours sincerely,

Caitlin Bell
Student

(%)
Apwger
brE. Kriiger
Co-Supervisor

Prof. J. van der Linde
Head of the Department of Speech language Pathology and Audiology

Room 2-11, Communication Pathology Building
University of Pretoria, Private Bag X20

Hatfleld 0028, South Africa

Tel +#27(0)12 420 2948 | Fax +27 {0)12 420 3517

Email esedra kruger@up.ac.za | www.up.ac.za/faculty-of-humanities
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CONSENT TO PARTICIPATE IN THIS STUDY

o | confirm that the researcher requesting my consent for participation in this
study has informed me about the nature and process, potential risks, as well
as benefits of the study.
| have read and understood the above-written information about this study.

o | have had adequate time to ask questions and have no objections to
participating in this study.

o | am aware that the information obtained in this study, including personal
details, will be processed, presented, and reported anonymously.

o | consent that the

o Data may be reused by future researchers for further research.
| understand that | will not be disadvantaged in any way should | wish to
stop my participation in this study and that withdrawal will not affect me.

o | have received a signed copy of this informed consent agreement.

Participant Name Participant signature

Date

Name of person taking consent:

Signature:
Date:

Witness: | hereby declare that has given informed consent of his/

her own free will with no coercion from the researcher.

Witness signature

Room 2-11, Communication Pathology Building
University of Pretoria, Private Bag X20
Hatfield 0028, South Africa

Tel +27(0)12 420 2949 | Fax +27(0)12 420 3517

Email esedra kruger@up.ac.za | www,up.ac.za/faculty-of-humanities
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NEXT OF KIN — CONSENT TO PARTICIPATE IN THIS STUDY

| (next of kin) , have read the consent document which

describes the nature and purpose of the study in which | consent for

(name of participant) to participate. The information contained in

this document has mentioned both the possible risks and benefits of the study and the
alternative treatments available should the participant require it. The participant
understands that he/she will be free to withdraw from the study at any time for any reason

and without jeopardizing his/her standard of care.

| hereby certify that the participant can participate in this study.

Next of kin’s name (Please print) Date

Next of kin’s signature Date

Name of person taking consent:
Signature:
Date:

Witness: | hereby declare that (name of next of kin) by
his/her own free will, has given informed consent on behalf of
with no coercion from the researcher.

Witness signature
Room 2-11, Communication Pathology Building
University of Pretonia, Private Bag X20
Hatfield 0028, South Africa
Tel +27{0)12 420 2948 | Fax +27(0)12 420 3517

Email esedra kruger@up.ac.za | www.up.ac.za/faculty-of-humanities
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Appendix D:

Participant background case history form

Participant Background Information Form:

Participant unique code: Date site:

DOB: Age:

Gender: O Male Languages spoken: O English
O Female O Afrikaans
O Other O Other

1. Living situation:
O Single room
O Shared room
O Frail care

2. Activities of daily living (ADL):
O Basic ADLs (bathing, grooming, toileting, and transferring)

o Independent
o Needs assistance

o Dependent mealtimes
O Eating and mealtimes:

Independent

Requires set-up.

Needs (physical assistance/verbal prompting) to complete meals.
Fully dependent on a carer.

O O O O

3. State of dentition:
All/mostly own teeth
Denture

Fixed partial

No teeth, no dentures

ool eNe)

4. Use of spectacles:
O Yes
O No

5. Hearing difficulties:
O Yes
O No

6. Use hearing aids:

O Yes
O No

© University of Pretoria
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O heart disease O emphysema O frequent urinary tract | O sexually transmitted
O osteoporosis O asthma infections disease/herpes

O heart failure O chronic bronchitis O incontinence O HIV/AIDS

O heart murmur O pneumonia O tuberculosis O polio

O coronary heart disease | O hay fever/allergies O liver disease O kidney stones

O rheumatic fever O diabetes O jaundice/hepatitis O kidney disease

O rheumatic heart disease | O stroke O thyroid disease O prostate disease

O high blood pressure O seizure O depression or anxiety | O colitis

[ high cholesterol O anemia O gall bladder disease O diverticulitis

O arthritis O bleeding disorder O glaucoma O hemorrhoids

O sciatica O gout O cataracts O ulcers

O Alcohol/substance abuse | O Parkinson's Disease O fracture O head iniurv

8. Previous history of head and neck cancer:

9. Additional medical history:

10. Current prescribed medications (information from chart review and corroborated
by nursing staff):

11. Current feeding status: Please indicate all that apply.

No change is required to the resident’s feeding plan e.g.,

regular/normal ward diet

Consistency modification e.g., one type of diet only such as
liquidised, purée, minced and moist, soft and bite-sized, easy to
chew (IDDSI, 2019)

Use of food thickeners for liquid intake e.g., slightly thick, mildly
thick, moderately thick or extremely thick (IDDSI, 2019)

12. Additional dietary history:

© University of Pretoria
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Appendix E:

The Eating Abilities Test — 10 (EAT-10)

-
Patient Questionnaire — EAT-10 ‘( M-:G o
Eating Assessment Tool (EAT-10)

How to complete this Questionnaire:

This questionnaire helps to measure swallowing difficulties. 0 - 4 Rating Scale
These are statements many people have used to describe

difficulty swallowing / eating 0 = No problem
To what extent do you experience the following problems? | = Mild Problem

Circle the most appropriate response for each statement. 2 = Mild to moderate
3 = Moderate problem

4 = Severe problem

Situation Severity of Problem

My swallowing problem has caused me to lose weight.

0 I 2 3 4
My swallowing problems interferes with my ability to go out for
meals. 0 | 2 3 4
Swallowing liquids takes extra effort

0 | 2 3 4
Swallowing solids takes extra effort.

0 I 2 3 4
Swallowing pills takes extra effort.

0 | 2 3 4
Swallowing is painful

0 | 2 3 4
The pleasure of eating is affected by my swallowing.

0 I 2 3 4
When | swallow food sticks in my throat.

0 I 2 3 4
| cough when | eat.

0 | 2 3 4
Swallowing is stressful

0 | 2 3 4
TOTAL 10 x4 = 40 max

79
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Appendix F

Mann Assessment of Swallowing Abilities (MASA)

Mann Assessment of Swallowing Ability (MASA) Scoring Sheet

2
5 8 10
Alertness no r:ls)s: fse o difficult to rouse fluctuates alert
Cooperation 2 5 8 10
P! no cooperation reluctant fluctuating cooperation cooperative
2 8
. . . follows simple follows ordinary 10
Auditory r no resp ch © | motor response if cued conversation with conversation with NAD
Spees repetition licle difficulty
Respirati chest infeci basal crepicat ¢ ppec s 2
spiration est infection coarse basal crepitations _ sputum upper airway
P suctioning chest physiotherapy fine basal crepitations other condition chest clear
1
: i 3 5
Respiratory rate (for swallow) no lzgil:i,nldem some control/uncoordinated able to control breath rate for swallow
Dysphasi ! functional speech Fin limited i diffcaley indi H
sphasia no functional spee expresses self in limited manner mild difficulty finding
P unable to assess sounds/single words short phrases/words words or expressing ideas NAD
. 1 - . o speech accurate after trial
spraxia groping/inaccurate/partial speech crude/defective in : .
Dysp. unable to assess of irrelevant responses accuracy or speed on and error, minor searching NAD
Dysarthria ! 2 speech inrealligible bue dow with occasional 3
unable to assess speech unintelligible obviously defective hesitation or slurring NAD
. 1 2 3 4 5
Saliva gross drool some drool i 1 drooling at times frothy/expectorated NAD
N 1 2 3 4 5
Lip se no closure . unilarerally weak mild impairment
P unable to assess incomplete seal poor main{enance occasiongl leakage NAD
6 8 10
Tongue movement no movement minimal movement i pl mild impai in range full ROM
2 5 8 10
Tongue strength gross weakness unilareral weakness minimal weakness NAD
T dinati no mo%'emen( > 8 10
ongue coordination unable to gross incoordination mild incoordination NAD
Orral preparation unable to examine no bolus formation minimal chew thrust lip or tongue seal NfD
no attempt gravity assisted bolus escape
5
1 2 3 4 .
G . PN . L . hyperreflexive
ag no gag absent unilaterally d hed unil 1l d hed bil 1 NAD
2 4 P ool 10
Palate no spread or minimal movement . slight asymmetry
elevation nasal regurgitation/air escape unilacerally weak mobile NAD
8
2 5 PR 1 10
Bolus clearance no clearance some cl fresidu “minimal residue / fully cleared
2
. 4 6 8 10
Oral transic ne o’m:’:‘::fm delay > 10 sec delay > 5 sec delay > 1 sec NAD
1 5
Cough reflex none observed/unable to assess weak reflexive cough NAD
2
5 8 10
Voluntary cough u:a':zr:‘:omal::;s attempt inadequate attempt bovine NAD
Voice aphanic 4 6 mild im:mirmenl 10
unable 1o assess wet/gurgling hoarse slight huskiness NAD
1 5 10
Trache trache/cuffed trache/fenestrated no trache
8
2 5 laryngeal elevation 10
Pharyngeal phase no swallow pooling/gurgling mildly restricted immediate laryngeal elevation
unable to assess laryngeal elevation incomplete slow initation clearance of material
incomplete clearance
Pharyngeal response 1 i 5 10
not coping/gurgling cough before/during/after swallow NAD
Diet recommendations i skl:lol?grcat thick vitamized oddslot diet modified soft soft normal
Fluid recommendation NBM thick fluid (barter) thick (honey) thick (nectar) normal
Swallow integrity definite probable possible unlikely
Dysphagia dysphagia dysphagia dysphagia dysphagia
Aspiration aspiration aspiration aspiration aspiration

Total = (110
Additional Problems:

Summary:

Recommendations:

Diagnosis:

Date: Signature:

Copyright © 2002 by Singular, an imprint of Delmar, a division of Thomson Learning, Inc. Permission to photocopy granted for clinical use only. All rights reserved.
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Yale Swallow Protocol (YSP)

Yale Swallow Protocol
Step 1: Exclusion Criteria
___Yale Swallow Protocol Deferred due to NO concern for aspiration risk.

Any YES answer to the following risk factors will also defer administration to protocol:
Yes No

___Unable to remain alert for testing.

___ ___Eating amodified diet (thickened liquids) due to pre-existing dysphagia.
____Existing enteral tube feeding via stomach or nose.

___Head-of-bed restrictions <30°.

___Tracheostomy tube present.

___Nil per os by physician order.

If the patient’s clinical status changes resulting in a new risk for aspiration, the protocol
must be readministered before oral alimentation or medications are ordered.

Step 2: Administration Instructions

If patient is deemed an aspiration risk and all exclusion criteria in Step 1 are checked “NO,”
proceed with protocol:

* Brief Cognitive Screen:

What is your name?
Where are you right now?
What year is it?

¢ Oral-Mechanism Examination

Labial closure
Lingual range of motion
Facial symmetry (smile/pucker)

¢ Perform 3-ounce water swallow challenge:

Sit patient upright at 80-90° (or as high as tolerated >30°).

Ask patient to drink the entire 3 ounces (90cc) of water from a cup or witha straw,
in sequential swallows, and slow and steady but without stopping. (Note: Cup or straw
can be held by clinician or patient.) Assess patient for interrupted drinking and coughing
or choking during or immediately after =~ completion of drinking.

Note: Information from the brief cognitive screen and oral mechanism
examination provide information on odds of aspiration risk with the 3-ounce water
swallow challenge and should not be used as exclusionary criteria for screening.

Information Provided by SA Swallowing Services, PLLC,, 2014
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Step 3: Pass/Fail Criteria
Results and Recommendations

PASS: Complete and uninterrupted drinking of all 3 ounces of water without overt
signs of aspiration, i.e., coughing or choking, either during or immediately after completion.

* If patient passes, collaborate with MD/PA/LIP to order appropriate oral diet. If
dentate, order a soft solid consistency or regular consistency diet. If edentulous,
order a liquid and puree diet.

FAIL: Inability to drink the entire 3 ounces in sequential swallows due to
stopping/starting or patient exhibits overt signs of aspiration, i.e., coughing or choking,
either during or immediately after completion.

¢ If patient fails, keep nil per os (including medications) and discuss with the
MD/PA/LIP the need for an objective swallowing evaluation by speech-language
pathologist.

* Readminister the protocol in 24 h if patient shows clinical improvement.

(Taken from: Suiter, D.M,, Sloggy, ]., & Leder, S.B. (2014). Validation of the Yale Swallow
Protocol: A prospective double-blinded videofluoroscopic study. Dysphagia, 29, 199-203.)

Validation Information
1. Three-ounce water swallow test validation first reported on 44 stroke patients by
DePippo et al. (1992). Failure required referral for objective (VFSS) dysphagia test.

2. Arevised 3-ounce water swallow challenge administered to 3,000 hospitalized patients
with 14 distinct diagnoses and referenced with FEES as the standard correctly predicted
aspiration 96.5% of the time, with a negative predictive value of 97.9%, and a false negative
rate of <2.0%. (Suiter, D.B. & Leder, S.B. [2008]. Clinical utility of the 3-ounce water
swallow test. Dysphagia, 23, 244-250.)

3. Validation study of Yale Swallow Protocol was reported using 25 subjects with
categorical diagnoses of esophageal surgery, head & neck cancer, neurosurgery, medical
issues, or neurological (CAV, MS, TBI) and using VFSS as the standard reference. Seven
participants passed and 18 failed the 3-ounce swallow challenge. Of the 18 who failed, 14
aspirated on VFSS (true positives) and 4 did not aspirate on VFSS (false positives).
Sensitivity for the protocol = 100%, specificity = 64%, positive predictive value = 78%, and
negative predictive value = 100%. All participants who passed the protocol, i.e., deemed to
have no aspiration risk, also did not aspirate during VFSS. (Suiter, D.M., Sloggy, J., & Leder,
S.B. [2014). Validation of the Yale Swallow Protocol: A prospective double-blinded
videofluoroscopic study. Dysphagia, 29, 199-203.)

Information Provided by SA Swallowing Services, PLLC., 2014
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Appendix H

Saint Louis University Mental Status (SLUMS) examination

VAMC
SLUMS EXAMINATION

Questions about this assessment tool? E-mail aging@slu.edu
Name Age

Is the patient alert? Level of education

/1| @ 1. What day of the week s it?
_Nn o 2. What is the year?
_N o 3. What state are we in?

4. Please remember these five objects. I will ask you what they are later.
Apple Pen Tie House Car

5. You have $100 and you go to the store and buy a dozen apples for $3 and a tricycle for $20.
How much did you spend?
3 e How much do you have left?

6. Please name as many animals as you can in one minute.
B @ 0-4 animals @ 5-9 animals @ 10-14animals @) 15+ animals

/5 7. What were the five objects I asked you to remember? 1 point for each one correct.

8. I am going to give you a series of numbers and I would like you to give them to me
backwards. For example, if I say 42, you would say 24.

_n [0 4] (1 Y24 Qss37

9. This is a clock face. Please put in the hour markers and the time at
ten minutes to eleven o’clock.

8 Hour markers okay

_/4 Time correct
010. Please place an X in the triangle.

_12 o Which of the above figures is largest?

11. I am going to tell you a story. Please listen carefully because afterwards, I’m going to ask
you some questions about it.
Jill was a very successful stockbroker. She made a lot of money on the stock market. She then
met Jack, a devastatingly handsome man. She married him and had three children. They lived
in Chicago. She then stopped work and stayed at home to bring up her children. When they were
teenagers, she went back to work. She and Jack lived happily ever after.

What was the female’s name? What work did she do?
_18 When did she go back to work? What state did she live in?
TOTAL SCORE
HiGH ScHooL EDUCATION LEess THAN HiGH ScHOOL EDUCATION
27-30 - NORMAL  --vvmmmmae - 25-30

21-26 -- MiLp NEUROCOGNITIVE DISORDE --20-24
1-20 -- DEMENTIA --1-19
CLINICIAN’S SIGNATURE DATE TIME

SH Tariq, N Tumosa, JT Chibnall, HM Perry III, and JE Morley. The Saint Louis University Mental Status
(SLUMS) Examination for detecting mild cognitive impairment and dementia is more sensitive than the Mini-
Mental Status Examination (MMSE) - A pilot study. Am J Geriatr Psych 14:900-10, 2006.

© University of Pretoria

83



Appendix |

UNIVERSITEIT VAN PRETOR
UNIVERSITY OF PRETOR
ESIT TOR

i
I
HI YA PRE |

A
A
A

Referral letter to speech-language therapy services outside of the research

study

4
Faculty of Humanities
Fakulteit Geesteswetenskappe
v Lefapha la Bomotho
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LETTER OF REFERRAL

Dear s

o\

(V¥ (

Department of Speech-Language Pathology and Audiclogy

Thank you for your participation in this research study entitled, “A comparative analysis of self-perception and
clinical presentation of eating and swallowing abilities in elderly residents of residential care facilities.” During
the research study it was observed that you are experiencing eating and swallowing difficulties and could

benefit from additional speech therapy services.

It was observed during the research study that you had trouble swallowing, namely:

O Thin liquids (e.g., water and juice)
O Solid consistency (e.g., crackers)

Signs and symptoms of difficulty eating and swallowing observed:

This is a referral letter with contact details of possible Speech-Language Therapy practices and/or clinics who

will be able to assist you with further assessment and therapy.

Practice: Contact details:

Health sector:

University of the Witwatersrand
Speech-Language Therapy
Department

Kim.coutts@wits.ac.za

Public
(Out-patient department)

083 656 8979
karyn@brainworx.com

Brainworx Therapy

Private
(Home visits available)

Laura Cramb Speech Therapy 072 667 0883
Inc. info@lauracrambspeechtherapyinc.
co.za

Private
(Home-visits available)

Kind regards,

n %Mﬂ

U Ao

W

Caitlin Bell
Student

“n
Fwde
DrE. Kriger
Co-Supervisor

Prof. J. van der Linde
Head of the Department of Speech language Pathology and Audiology

Mrs B. Pillay
Superyjigor

Room 2-11, Communication Pathology Building
University of Pretoria, Private Bag X20

Hatfield 0028, South Africa

Tel +27 (0)12 420 4910 | Fax +27 (0)12 420 3517

Email esedra kruger@up.ac.za | www.up.ac.za/faculty-of-humanities
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Proof of submission of research article to the journal of Communication

Disorders, Audiology and Swallowing (CoDAS)

WCELO

# Home ‘ ¢ Author \

Author Dashboard / Submission Confirmation

Submission Confirmation

Thank you for your submission

Submitted to

Manuscript ID

Title

Authors

Date Submitted

CoDAS
CODAS-2024-0228
Autopercepgdo e apresentagéo clinica da alimentagao e degluticdo em idosos em instituigdes de cuidados residenciais

Bell, Caitlin

Pillay, S Bhavani
Vermeulen, Rouxjeanne
Kriger, Esedra
Masenge, Andries

23-Jul-2024

85
© University of Pretoria



