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ABSTRACT

Many studies have shown that the nutritional status of patients significantly affects the prognosis of treatment. The term dysphagia 
is used to describe swallowing disorders in clinical trials. This is the most difficult group about the ways in which nutritional treatment 
should be given to the patients who have functional gastrointestinal system but have the risk of aspiration due to dysphagia and 
blurred consciousness. A new algorithm has been developed to help clinicians make nutritional treatment decisions in this patient 
group in accordance with the experience of the Dysphagia Unit operating in our hospital since May 2017. The basic objective of the 
algorithm is to supply all nutritional needs of patients with dysphagia by minimal invasive procedures, minimal risk of infection, and 
minimal complication.
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Introduction

Many studies have shown that 
the nutritional status of patients 
significantly affects the progno-
sis of treatment. The treatment 
of malnutrition and the appropri-
ate support for the patient during 
treatment prevent bad clinical 
outcomes and reduce mortali-
ty. The treatment plan should be 
specified according to patient and 
treatment options, taking into ac-
count the general indications of 
nutritional supplementation. The 
most difficult group about the 
ways in which nutritional treat-
ment should be given is patients 
who have functional gastrointes-
tinal system but have the risk of 
aspiration due to dysphagia and 
blurred consciousness. On the 
other hand, avoidance from com-
plications of total parenteral nu-
trition, instability in the timing of 
the use of the nasogastric tube, 
or percutaneous endoscopic gas-
trostomy (PEG) tube is the most 

common problem in this patient 
group.

The term dysphagia is used to de-
scribe swallowing disorders in clin-
ical trials. Patients with dysphagia 
may be encountered in the hospi-
tal or community. The severity of 
dysphagia can be in different de-
grees, or it can affect the lives of 
individuals in different dimensions. 
Approximately 50% of the elderly 
with dysphagia ate less, 44% had 
weight loss, and 41% experienced 
anxiety or panic attacks during 
mealtimes (1). Therefore, there is 
a close relationship between dys-
phagia and nutritional status.

Patients with signs of dysphagia, 
even if they are obvious or slight-
ly evident, should be evaluated by 
health professionals experienced in 
the diagnosis and treatment of dys-
phagia. These professional teams 
should include clinical nutritionists, 
otorhinolaryngologists, neurologists, 
and swallowing physiotherapists.
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Figure 1. The algorithm used in the diagnosis and treatment of patients with malnutrition, especially with dysphagia 
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The aim of the present study was to present a treatment 
algorithm that can be used in the nutritional management 
of patients with dysphagia by evaluating the literature in-
formation and the experiences of the dysphagia team in 
our hospital.

Methods

The Dysphagia Unit of our hospital has been operating 
since May 2017. The 1-year experiences of the Dysphagia 
Unit have been evaluated.

The Dysphagia Unit in our hospital is a multidisciplinary 
team. It consists of neurologists, otorhinolaryngologists, 
and physiotherapy specialists in addition to the Clinical 
Nutritional Unit that includes gastrointestinal surgeons, 
gastroenterologists, dieticians, and nurses.

All patients with dysphagia are evaluated by this team. 
Swallowing dysfunctions are evaluated by otorhinolar-
yngologists with bedside swallowing test and direct la-
ryngoscopy (these evaluations will be made by the fiber-
optic endoscopic evaluation of swallowing, which is the 
most objective evaluation method) in the coming period. 
Central/peripheral nervous systems and neuromuscu-
lar diseases are evaluated by neurologists. As a result of 
these evaluations, patients who are suitable for swallow-
ing physiotherapy are followed up by physical therapists. 
Patients whose diagnosis and rehabilitation process are 
completed are taken over by the Clinical Nutritional Unit, 
and nutritional therapy is planned.

There was a need to establish an algorithm to standardize 
the procedure and to provide practical convenience to all 
clinicians after a 1-year experience of the Dysphagia Unit.

The algorithm of this multidisciplinary study is presented 
in Figure 1.

Discussion

Health professionals should keep in mind that dysphagia 
may develop in people with acute or chronic neurological 
diseases and those who have undergone surgery or radio-
therapy to the upper aerodigestive tract.

The cause of dysphagia can be either acute cerebral 
event, progressive neurological disorders, trauma, sur-
gery, or diseases of the upper aerodigestive tract; it may 
also develop or worsen as a result of sepsis, respiratory 
diseases, or cognitive disorders (2).

The estimated prevalences of oropharyngeal dysphagia 
are 60% in nursing home residents and 12%-13% in hos-

pitalized patients (3). Dysphagia prevalence in the general 
population >50 years old was reported to be 16%-22%. 
Specific conditions that may present with dysphagia in-
clude 27%-100% of patients with stroke, adults with learn-
ing disabilities (36% of patients with learning difficulties in 
the hospital and 5.3% of those in the community present 
with dysphagia) and between 48% and 100% of individ-
uals with motor neurone disease (4). However, there are 
significant differences in the mentioned prevalences due 
to the time required to complete the evaluation and the 
variability in the application period (e.g., in stroke, the in-
cidence of presentation with aspiration risk is 51% on ad-
mission, 27% on day 7, 6.8% at 6 months, and 2.3% after 
6 months) (5).

If the diagnosis of dysphagia is delayed, this will lead to 
deficiencies in food and fluid intake that will result in nu-
tritional deficiencies, infection, sepsis, and pneumonia. 
To avoid eating because of dysphagia may also lead to 
social isolation and high morbidity, mortality, and cost 
(3, 6). As a result, particularly since it is not always obvi-
ous that a patient has dysphagia, the patient should be 
assessed and managed by a multidisciplinary and skilled 
team.

Owing to the complex nature of dysphagia and the vari-
ation of its presentations, we recommend a multidisci-
plinary approach to make decisions that are based on 
individual patients’ symptoms rather than specific diagno-
sis. The management of patients with dysphagia should 
take into account the appropriateness of intervention in 
individual cases, and all ethical/legal issues and decision 
processes should include the patient, family, and dyspha-
gia teams. Dysphagia specialists should inform the clinical 
teams, especially before the clinician decides on invasive 
procedures, such as PEG.

In the management of patients with dysphagia, the pa-
tients should also be evaluated for swallowing disorders 
and nutritional and social status by health professionals 
experienced on the subject:

• The risks and benefits of modified oral nutrition sup-
port and/or enteral tube feeding,

• Recurrent pulmonary infections,
• Mobility,
• Dependency on others while eating,
• Perceived palatability and appearance of food or 

drink,
• Level of alertness,
• Compromised physiology,
• Impaired oral hygiene,
• Compromised medical status,
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• Metabolic and nutritional requirements,
• Immune system disorders (e.g., immunocompro-

mized),
• Presence of comorbidities.

The nutritional status of the patients is an important pa-
rameter in the early or recovery period following cerebro-
vascular disorders. Poor nutritional status is associated 
with delayed recovery, mortality, infectious complications, 
swallowing difficulty, and reduced activities of daily living 
(ADLs) (7, 8). The number of patients with protein-energy 
malnutrition was shown to increase by approximately 60% 
(16.3%-26.4%) in the first week after a stroke, leading to 
a higher mortality rate and a lower ADL (9). Nutritional 
support for patients with cerebrovascular disorders in the 
early period is known to result in better clinical outcomes, 
with studies showing that early nutritional therapy, espe-
cially with enteral feeding, improves nutritional status and 
is associated with lower mortality rates (10). An intensive 
nutritional therapy in patients with stroke may improve 
physical function to a greater extent than standard care 
in subacute and rehabilitation settings (11). Therefore, nu-
tritional support may be a potential therapeutic strategy 
with better clinical outcomes for patients with postcere-
brovascular disorder.

There are a number of possible treatment modalities that 
may help to maintain or improve the nutritional status of 
patients with oropharyngeal dysphagia. These include 
modification of the consistency, temperature, and/or taste 
of liquids and food.

The choice of PEG for long-term nutritional support in 
patients with neurological dysphagia compared with that 
of the nasogastric tube has been proposed as a level A 
recommendation in ESPEN’s guideline of geriatric pa-
tients. Tube feeding is not recommended in patients with 
terminal dementia (evidence level; C) (12). However, the 
sociocultural realities of our country affect the decisions 
to be made in this regard. The right management should 
be constituted via a Dysphagia Unit that includes different 
disciplines.

In our algorithm, we planned a path according to these 
opinions to provide the least risk and highest benefit in 
patients with suspected swallowing disorders. We aimed 
to prevent the negative results of malnutrition due to dys-
phagia, to diagnose possible silent aspirations, and to 
reduce or delay invasive procedures, such as PEG, with 
swallowing rehabilitation, especially in appropriate pa-
tients. In addition, we aimed to increase the quality of 
life of the patients fed with a nasogastric tube or PEG by 
providing the transition to oral route by swallowing reha-

bilitation. We were able to achieve success, especially in 
young patients with trauma, in our clinical practice even 
with a limited number of patients.

While creating the algorithm, the ESPEN and ASPEN 
guidelines have been considered to determine the appli-
cation, and we have attempted to offer functional solu-
tions to the problems that we have encountered in clinical 
practice (13, 14).

The basic objective of the algorithm is to supply the nutri-
tional requirements of patients with dysphagia by minimal 
invasive procedures, minimal risk of infection, and mini-
mal complication.

In conclusion, dysphagia is a swallowing disorder that 
should be treated with a multidisciplinary approach. The 
algorithm that we use is not a certain application for each 
patient. However, each center should establish a multidis-
ciplinary treatment algorithm for patients with swallowing 
disorders. In this regard, the algorithm we offer may be a 
preliminary study.

Peer-review: Externally peer-reviewed. 

Author Contributions: Concept – İ.G.; Design – İ.G., A.H.Ç.; Su-
pervision – İ.G., N.O.; Data Collection and/or Processing – H.E., 
Ş.D.K., F.T., M.B.F., A.Y., F.A.H.; Analysis and/or Interpretation – 
Y.B.G., H.H.H.; Literature Search – F.Ö., M.Y.; Writing Manuscript 
– İ.P.; Critical Review – İ.G., A.H.Ç., N.O.

Conflict of Interest: The authors have no conflicts of interest to 
declare.

Financial Disclosure: The authors declared that this study has 
received no financial support.

References

1. Ekberg O, Hamdy S, Woisard V, Wuttge-Hannig A, Ortega 
P.  Social and psychological burden of dysphagia: its impact 
on diagnosis and treatment. Dysphagia 2002; 17: 139-46. 
[Crossref]

2. Leslie P, Carding PN, Wilson JA. Investigation and manage-
ment of chronic dysphagia. BMJ 2003; 326: 433-6. [Crossref]

3. Cook IJ, Kahrilas PJ. AGA technical review on management 
of oropharyngeal dysphagia. Gastroenterology 1999; 116: 
455-78. [Crossref]

4. Kuhlemeier KV. Epidemiology and dysphagia. Dysphagia 
1994; 9: 209-17. [Crossref]

5. Smithard DG, O’Neill PA, England RE, Park CL, Wyatt R, 
Martin DF, et al. The natural history of dysphagia following a 
stroke. Dysphagia 1997; 12: 188-93. [Crossref]

6. Odderson IR, Keaton JC, McKenna BS. Swallow manage-
ment in patients on an acute stroke pathway: quality is cost 
effective. Arch Phys Med Rehabil 1995; 76: 1130-3. [Crossref]

Clin Sci Nutr 2019; 1(1): 11-5Gömceli et al. A new algorithm for dysphagia

14

https://doi.org/10.1007/s00455-001-0113-5
https://doi.org/10.1136/bmj.326.7386.433
https://doi.org/10.1016/S0016-5085(99)70144-7
https://doi.org/10.1007/BF00301912
https://doi.org/10.1007/PL00009535
https://doi.org/10.1016/S0003-9993(95)80121-9


7. Gariballa SE, Parker SG, Taub N, Castleden CM. Influence of 
nutritional status on clinical outcome after acute stroke. Am 
J Clin Nutr 1998; 68: 275-81. [Crossref]

8. Foley NC, Martin RE, Salter KL, Teasell RW. A review of the 
relationship between dysphagia and malnutrition following 
stroke. J Rehabil Med 2009; 41: 707-13. [Crossref]

9. Dávalos A, Ricart W, Gonzalez-Huix F, Soler S, Marrugat J, 
Molins A, et al. Effect of malnutrition after acute stroke on 
clinical outcome. Stroke 1996; 27: 1028-32. [Crossref]

10. Gariballa SE, Parker SG, Taub N, Castleden CM. A random-
ized, controlled, a single-blind trial of nutritional supple-
mentation after acute stroke. JPEN J Parenter Enteral Nutr 
1998; 22: 315-9. [Crossref]

11. Rabadi MH, Coar PL, Lukin M, Lesser M, Blass JP. In-
tensive nutritional supplements can improve outcomes 

in stroke rehabilitation. Neurology 2008; 71: 1856-61. 
[Crossref]

12. Volkert D, Beck AM, Cederholm T, Cruz-Jentoft A, Goisser 
S, Hooper L, et al. ESPEN guideline on clinical nutrition and 
hydration in geriatrics. Clin Nutr 2019; 38: 40-7. [Crossref]

13. Singer P, Blaser AR, Berger MM, Alhazzani W, Calder PC, 
Casaer MP, et al. ESPEN guideline on clinical nutrition in the 
intensive care unit. Clin Nutr 2019; 38: 48-79. [Crossref]

14. McClave SA, Taylor BE, Martindale RG, Warren MM, Johnson 
DR, Braunschweig C, et al. Guidelines for the Provision and 
Assessment of Nutrition Support Therapy in the AdultCritically 
Ill Patient: Society of Critical Care Medicine (SCCM) and Amer-
ican Society for Parenteral and Enteral Nutrition (A.S.P.E.N.). 
JPEN J Parenter Enteral Nutr 2016; 40: 159-211. [Crossref]

Clin Sci Nutr 2019; 1(1): 11-5 Gömceli et al. A new algorithm for dysphagia

15

https://doi.org/10.1093/ajcn/68.2.275
https://doi.org/10.2340/16501977-0415
https://doi.org/10.1161/01.STR.27.6.1028
https://doi.org/10.1177/0148607198022005315
https://doi.org/10.1212/01.wnl.0000327092.39422.3c
https://doi.org/10.1016/j.clnu.2018.05.024
https://doi.org/10.1016/j.clnu.2018.08.037
https://doi.org/10.1177/0148607115621863

