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Outils principaux de dépistage de |la
dysphagie oropharyngée:
gue choisir?
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Screening/assessment test for

3 Oz / 60ml DePippo, Leder

10 X 5 ml Kidd

Screening:
-high sensitivity

-first hours after admission

-24/7
-low risk
-fast

-low cost
-answer OPD ?: Y/N !

Dysphagia

V-VST Clave

EAT-10 Belafsky
TOR-BSST Martino

MASA Mann

—

Assessing!

—high specificity

-highly qualified people
-insights on causes/diagnostics
-therapy orientation

-time consuming

-insights on prognostic




Clinical Pathway

Dysphagia Screening
Cough
Impaired MNA
Medical History of Aspiration Pneumonia

Work -Up
Speech Therapist Assessment
ENT Assessment
FEES
Videofluoroscopy Videofluoromanometry
MBS VFM

Complementary advices
Neurology
Gastro-enterology
Pneumology

Treatment Planning
Restore partial or total Oral feed

|
ing once a week

Reduce Aspiration Risk
Treat Nutritional Inbalance

Non-oral Feeding Strategy
NGT
PEG
Central Line

Physiotherapy Food Texture Oral Feeding Rehabilitation Medication
posture Food counceling Code TOM Against Drooling

Pulmonar capacity enhancing Code 8000 Specific treatment
Bronchial clearing




SCREENING & Call for the coordinator

e Detection

e Gatekeeping, inclusion or exclusion of the
patient within the clinical pathway



Screening & Call for the coordinator

e Screening:

— Easy & doable by most of the caregivers

— High sensitivity (as low False negative as possible)
* Role of the coordinator:

— Expertise based on knowledge and experience
— High specificity (as low False positive as possible)



Screening tools

Nutritionists

* Screening

Cough?

Relatively high sensitivity
Daniels et al 1997 = 62
Logeman et al 1999 = 58
Mc Cullough et al 2001 = 86




Coordinator’s selection

e Clinical Swallow Examination ( DePippo et al
1992) (90ml / Imin. / cough)

e Clinical features with « high » specificity

— Laryngeal elevation (Sp. 84, McCullough 2001, Sp
67 Logemann 1999)

— Voice changes

e Wet Voice (Sp 78, McCullough 2001, Sp 88, daniels
1999)

e Breathy voice (Sp 98, McCullough 2005)
— Oro-pharyngeal residue (Mann, 2001)



Sensitivity / Specificity

Disease + Disease -
Clinical T+ F+
Feature +
Clinical F- T-
Feature -

Sensibility = TP / (TP+FN)

Specificity = TN / (FP+TN)




Sensibility/specificity

* From R. Speyer Nutricia Course Toronto

Screening Methods:

Sensitivity & Specif

* Trnal swallow: water

* Tnal swallow: diff. viscosities

* (- desaturation

* Swallow test & O, desaturation
= Clinical features

* History components

= Standardized forms

city
Se =p

27-85 63-88
41-100 5782
26-87 39-97
73-598 B3-To
J3-98 27-85
al 76

28-33 30-59
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Summary

Background: Safe and timely oral alimentation is
crucial for optimum patient care.

Objective: To determine the short-term success of
recommending specific oral diets, including drink-
ing thin liquids, to acute care hospitalized patients at
risk for dysphagia based on passing a 3-ounce water
swallow challenge protocol.

Design: Prospective single group consecutively
referred case series.

Setting: Large, urban, tertiary care, teaching
hospital.

Participants: 1000 hospitalized patients.
Intervention: 3-ounce (90 cc) water swallow chal-
lenge protocol.

Measurements: Specific diet recommendations and
volume (in cc) of liquid ingested at the next day’'s
meal 12-24h after passing a 3-ounce challenge
protocol were accessed electronically from oral
intake information entered on each participant’s
daily care logs. Eating and drinking success, clinic-
ally evident aspiration events and compliance with

ordering the recommended diet were recorded.
Care providers were blinded to the study’s purpose.
Results: Of 1000 patients, 907 met the inclusion
criteria of stable medical, surgical or neurological
conditions 12-24 h after passing a 3-ounce water
swallow challenge protocol. All 907 were both
eating and drinking thin liquids successfully and
without overt signs of dysphagia. Median volume
of liquid ingested was 340 cc [interquartile range
(IQR), 240-460]. Specific diet recommendations
were followed with 100% accuracy.

Conclusions: A 3-ounce water swallow challenge
pratocol successfully identified patients who can
be safely advanced to an oral diet without subse-
quent identification of overt signs of aspiration
within 12-24 h of testing. Importantly, when a clin-
ical 3-ounce challenge protocol administered by a
trained provider is passed, specific diet recommen-
dations, including drinking thin liquids, can be
made safely and without the need for additional
instrumental dysphagia testing.




al SAGE Publications

Ann Otol Rhinol Laryngol. 2015 May;124(5):351-4. doi: 10.1177/0003489414558107. EpLi®

The Ability of the 10-ltem Eating Assessment Tool (EAT-10) to Predict
Aspiration Risk in Persons With Dysphagia.

Cheney DM’, Siddiqui MT', Litts JK?, Kuhn MA', Belafsky PC?.

BACKGROUND: Dysphagia is common and costly. The ability of patient symptoms to predict
objective swallowing dysfunction is uncertain.

PURPOSE: This study aimed to evaluate the ability of the Eating Assessment Tool (EAT-10)
to screen for aspiration risk in patients with dysphagia.

METHODS: Data from individuals with dysphagia undergoing a videofluoroscopic swallow
study between January 2012 and July 2013 were abstracted from a clinical database. Data
included the EAT-10, Penetration Aspiration Scale (PAS), total pharyngeal transit (TPT) time,
and underlying diagnoses. Bivariate linear correlation analysis, sensitivity, specificity, and
predictive values were calculated.

RESULTS: The mean age of the entire cohort (N=360) was 64.40 (£14.75) years. Forty-six
percent were female. The mean EAT-10 was 16.08 (£10.25) for nonaspirators and 23.16
(£10.88) for aspirators (P<.0001). There was a linear correlation between the total EAT-10
score and the PAS (r=0.273, P<.001). Sensitivity and specificity of an EAT-10>15 in predicting
aspiration were 71% and 53%, respectively.

CONCLUSION: Subjective dysphagia symptoms as documented with the EAT-10 can predict
aspiration risk. A linear correlation exists between the EAT-10 and aspiration events (PAS)
and aspiration risk (TPT time). Persons with an EAT-10>15 are 2.2 times more likely to
aspirate (95% confidence interval, 1.3907-3.6245). The sensitivity of an EAT-10>15 is 71%.

© The Author(s) 2014.



Instructions :
répondez aux questions suivantes en remplissant le cadre avec le score attribué.

O 0 B B I

aucun probleme de graves problemes

1. Mes problemes de déglutition m'ont causé une perte de poids

2. Mes problemes de déglutition m'empéchent de prendre mes repas a l'extérieur.

3. Avaler des liquides me demande un effort supplémentaire.

4. Avaler des solides me demande un effort supplémentaire.

5. Avaler des pilules me demande un effort supplémentaire.

6. Avaler est douloureux.

7. Le plaisir de manger est affecté par mes probléemes de déglutition

8. Quand javale, des morceaux restent dans ma gorge.

9. Je tousse quand je mange.

10. Je suis stressé quand je dois avaler.

Score total:

Une score égal ou supérieur 3 3 est anormal. Il faut en conclure que le
patient est sujet a un symptéme dysphagique et qu’il faut prendre des
mesures pour éviter les conséquences de ce symptome.

Reference: 1. Belafsky PC, Mouadeb DA, Rees (), Postma GN, Allen J,
Leonard R). Validity and Reliability of the Eating Assessment Tool (ET-10),
Annals of Otology Rhinology & Laryngology 2008; 117(12):919-924. P



The Toronto Bedside Swallowing Screening

Test (TOR-BSST)

Development and Validation of a Dyvsphagia Screening Tool
for Patients With Stroke

Rosemary Martino, Phl); Frank Stver, MD:; Roberl Teasell, MIDD:; Mark Bayley, MD:
Gordon Micholson, MHSc; David L. Strednec, PhiD: Nicholas E Dainmnnt, MDD
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Sensitivity and specificity of the Eating Assessment Tool
and the Volume-Viscosity Swallow Test for clinical
evaluation of oropharyngeal dysphagia

Lowirss, * v akeeoia b Bosrirem e Ao Coave®

ey de rwes g bin Biomdlics en Red 2 enteamadales hesditicss 7 8 s Bvas |CTHERShI|, T = de Sl ke 110
HRurceliina, Bomin

§ Ui "Expd ot oo Fon ciesne by Trigpstiven, Dieguame s od Smrgesy, Hissphal &2 Masaen, Tnirssits Ao s de Bara: g,
Mol asd, Semim

Rl Rescahch Cenied Mesio: Lt L ke fofes, Sy o laiad



v
SAFE
SWALLOW «

NEGTAR - LIKE

SAFE
SWALLOW =

THIN LIQUID

Figure 1 V-VA5T algunithm. Patients with safe swallow started the

exploration with a § mL nectar bolus, tollowed by 10 and 20 mL mectar

boluses, then performed the thin hqud senes with boluses of

increasing volume and finally completed the pathway with the three

EST boluses to explore efficacy of swallow, I the patient presented v

sipns of impaired safety at nectar or thin liquid viscosities, the series SAFE

was interrupted and the EST series was assessed, EST, extreme SWALLOW <
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Table 2 Accuracy of the EAT-10 m detecting dysphaga, impaired efficacy and safety of swallow, and sspirations at the normative cut-off 3

EAT-10 = 3

Sensiovicy |95 % Cl) Specificity (95% CI) FEV MEY LHR+ LHE -
oD 085 |0.77-091) OLB2 |05 70, 96) 0828 0.B47 4.7 0183
Impaired efficacy 0,88 |LRD-0.94) 059 D41-0.76) 0,684 0830 2 15 0203
Impaired safery 0.87 (0.79-0.93) 0.68 |0.46-0.85) 0,731 0.837 3.13 0.191
Aspirations ORS [OA1-08s) 025 |0.17-0.34) (.525 0,550 1.11 0680

Cl, simultanecous confidence meerval; PPV, positive predictive value; NPV, negative predictive value; LHR, hkebhood oo, OD, aropharyngeal
dysphagia,

Table 3 Accuracy of the V-V5T to detect dysphagia, impared efficacy and satery of swallow, amd aspirations

V-¥5T

Sensitivity (95% CI) Specificity (#5% CI) FEV NPV LHR- LHE -
0 0.94 (D.BT-0.98) 088 {0500, 9% 0.94 0.70 T.83 0.068
Impaired efficacy 0,79 |0a2-0,90) 075 (0.45-0092) 0.93 067 316 0,280
Impaired satety 087 |0 74-0.5) 081 {0.45-0.95) 0.93 (.46 4.58 0.160
Aspirations 0.91 0. 7B-{.99) 028 (01 7-0.34) 0.21 .94 1.26 0.221

CI simuoltaneous confidence interval; PPV, posiove predictive value; NPV, negative predicrive valoe; THR, hikelibooad rato; OD, cropharyngeal
dysphagia,



Mann Assessment of Swallowing Ability (MASA) Scoring Sheet
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MASA Score Cuttoff for Severity Groupings of Dysphagia and Aspiration

W,

Severity Grouping

MASA Score - Dysphagia

MASA Score - Agpiratiun—

No abnormality
detected

Less than 178 - 200

Less than 170 - 200

Mild

Less than 168 - 177

Less than 149 — 169

Moderate

Less than 139 - 167

Less than 148

Severe

| Less than 138

Less than 140

Mann, Giselle: The Mann Asessment of Swallowing Ability. 2002. Delmar Cengage Learning




Support Care Cancer (2014) 22:595-602
DO 1001007 /500520-013-201 14

ORIGINAL ARTICLE

Development and validation of a cancer-specific
swallowing assessment tool: MASA-C

Giselle D. Carnaby « Michael A. Crary



Ancient Greek Tragedy




Screening/assessment test
for Dysphagia

3 Oz / 60ml DePippo, Leder

10 X 5 ml Kidd

Screening:
-high sensitivity

-first hours after admission

-24/7
-low risk
-fast

-low cost
-answer OPD ?: Y/N !

V-VST Clave

EAT-10 Belafsky
TOR-BSST Martino

MASA Mann

—

Assessing!

—high specificity

-highly qualified people
-insights on causes/diagnostics
-therapy orientation

-time consuming

-insights on prognostic




Merci de votre attention

SAINT-LUC

UCL BRUXELLES

Voice & Swallowing Clinic



