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Abstract

Objective: Most speech language pathologists (SLPs) receive
training to work with patients with swallowing disorders in graduate
school, focusing primarily on adult dysphagia. Although SLPs share
common foundational knowledge and skills for adult and pediatric
dysphagia populations, there are considerable differences in these
two specialized areas of practice. We aimed to query SLPs’ practice
patterns for dysphagia assessment and management for adults and
pediatric populations to consider differences and guide training
efforts.

Methods: We distributed two comprehensive anonymous surveys
to explore practice patterns of SLPs who provide assessment and
management of dysphagia for adult or pediatric populations. The 118
respondents, 62 for the adult survey and 56 for the pediatric survey,
completed five-point Likert scale questions about how often they
address swallowing across aspects of clinical practice and use several
assessment tools and management techniques for dysphagia.

Results: Assessment patterns were similar for the adult and pediatric
surveys as clinical swallowing evaluation and video fluoroscopic
swallowing studies were most commonly used. Several other
assessment tools were rarely used in clinical practice. Management
techniques for adult and pediatric populations varied considerably as
pediatric techniques focused on oral-motor development, posturing,
and food acceptance, while adult intervention primarily used effortful
swallows and oral motor exercises.

Conclusions: Our results provide a greater understanding of practice
patterns of SLPs working with adults and pediatric patients with
dysphagia and inform future areas of focus in clinical training for
preservice and in-service SLPs.

Keywords: Dysphagia, Pediatric Patients, Adult Patients, Training
in Graduate School

Introduction

One common side effect of many medical conditions, including
neurologic, structural, and genetic, is swallowing difficulty or

dysphagia [1]. Based on U.S. population estimates in 2022, dysphagia
affects more than 15 million individuals [2]. Likewise, pediatric
dysphagia has been reported to occur in 500,000 infants and young
children each year in the U.S [3]. Pediatric dysphagia often results
from congenital factors, developmental issues, or neurological
conditions present from birth or acquired during early childhood
[4]. Adult dysphagia is more commonly associated with age-related
conditions such as neurological diseases and structural problems of
the larynx and esophagus.

Dysphagia presents unique challenges in both pediatric and adult
populations. These individuals have difficulty swallowing food,
liquids, or saliva. This can lead to various complications, including
choking, aspiration (food or liquids entering the airway), weight loss,
dehydration, malnutrition, respiratory issues (such as pneumonia
due to aspiration), and reduced quality of life. Assessing and treating
dysphagia in adults and children involves distinct considerations
due to differences in anatomy, physiology, cognitive development,
communication abilities, and overall health.

Some of the routine assessment procedures used in children and
adults with suspected dysphagia are a thorough non-instrumental
clinical evaluation [5, 6] as well as instrumental techniques such as
video fluoroscopic swallow study (VFSS) or fiber-optic endoscopic
evaluation of swallowing (FEES) [7, 8]. Several other assessment
tools, such as rating scales (e.g., Penetration-Aspiration Scale [9];
Dysphagia Outcome and Severity Scale [10]) and standardized
instruments (e.g., Mann Assessment of Swallowing Ability [11], have
been described to document feeding and swallowing impairments
and monitor changes over time.

Likewise, several treatment techniques have been described to
address swallowing difficulties that occur across the lifespan. Many
techniques are intended to foster development or restoration of
feeding and swallowing skills, while others promote use of strategies
to support swallowing safety and nutrition. Dysphagia management
often requires a family-centered approach, involving parents and
caregivers in therapy and making dietary modifications [12, 13].
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Interventions for children may focus on improving direct oral
sensorimotor interventions to foster developmental skills, feeding
techniques, and strategies to modify postures and food textures
to facilitate food acceptance and safe swallowing [14]. Adult
dysphagia management can include dietary texture modifications,
postural adjustments, sensorimotor swallowing exercises, electrical
stimulation, and medical or surgical interventions, depending on
the underlying cause [5, 15, 16]. Pediatric dysphagia management
requires consideration of growth and development, while in adults,
the focus may be on maintaining or improving the quality of life and
preventing complications of dysphagia and aspiration.

Often, speech-language pathologists (SLPs) are the primary
practitioners called upon when a patient is suspected of having
dysphagia [14, 17]. Worldwide, however, it has been reported that
insufficient numbers of SLP training programs provide pediatric-
specific and adult-specific assessment and treatment training for
graduate SLP students [18]. The need for high quality training
in dysphagia assessment in particular has been voiced [19]. More
commonly, students complete one dysphagia class that covers
information across the lifespan, with little time spent on pediatric
swallowing issues. Consequently, it has been reported that SLPs do
not feel well-educated regarding assessment and treatment of these
varied populations [20].

For example, a survey of 134 practicing SLPs reported a lack of
pediatric dysphagia education during graduate school [21]. More
recently, Knollhoff [22] analyzed SLP academic courses and found
that less than 1% were categorized as pediatric swallowing and
feeding. In addition, the author reported 90% of participants receive
20 hours or less of clinical experiences in pediatric dysphagia,
assessment, or treatment, and 60% of participants queried did not feel
well prepared to provide pediatric swallowing and feeding services.
The emphasis on adult dysphagia has been shown to leave many
graduates without the necessary skills and knowledge they need to
address the specific needs of pediatric patients with dysphagia.

Thus, we know about a lack of education and training dedicated to
pediatric dysphagia in most graduate SLP programs. What we do not
know, however, is what is the impact, if any, that lack of programming
focused on pediatric dysphagia has on the practice patterns of SLPs
working with patients with pediatric dysphagia. Ultimately, we
wanted to better understand practice patterns of SLPs working with
adults and pediatric patients with dysphagia to inform future areas of
focus in clinical training settings to ensure that best evidence-based
practices are implemented in clinical practice. To do so, we deployed
two comprehensive surveys to explore practice patterns of SLPs who
provide assessment, diagnosis, and management of dysphagia in
these two distinct age groups.

Materials and Methods

In this report, we combine the results of two anonymous surveys
conducted to explore clinical practice patterns for speech-language
pathologists (SLPs) providing services to adults or children with
swallowing disorders. We compare and contrast findings of the two
surveys.

Pediatric Survey

This study was approved by the Institutional Review Board at
the University of Nebraska-Kearney and assigned IRB # 021223-1.
The researchers designed a 15-question, anonymous Qualtrics/web-
based survey pertaining to dysphagia assessment and management
for pediatric populations. To support validation of the survey, it was
field-tested with two experienced clinicians who commented about
the content and structure of the survey, leading to some edits prior
to distribution. Along with demographic information, the survey
delved into questions about swallowing practices with children. On a
five-point Likert scale, ranging from “never” to “always,” clinicians
reported how often they address dysphagia across phrases of
clinical interactions and how commonly they use several dysphagia

assessment methods and management techniques to identify and treat
swallowing difficulties in children. The survey questions can be seen
in Appendix A.

Participants invited to complete the survey were SLPs providing
clinical services to patients with pediatric dysphagia in the past three
years. The survey link was included in an invitation distributed
through professional contacts, social media posts, and the American
Speech-Language-Hearing Association's Special Interest Group 13:
Swallowing and Swallowing Disorders listserv.

Adult Survey

To identify the practice patterns of SLPs working with adult
patients with dysphagia and to determine the types of assessments
and treatments most frequently used, a similar 15-item anonymous
survey was developed by the researchers. To support survey content
validation, it was field tested with two experienced clinicians
who provided comments about content and structure of the survey
questions. Edits were made prior to distribution of the survey. The
anonymous survey was approved as an exempt project by the Old
Dominion University Human Subjects committee, IRB # 1847850-
1. Along with demographic information, the survey delved into
questions about swallowing practices with adults. On a five-
point Likert scale, ranging from “never” to “always,” clinicians
reported how often they address dysphagia across phases of clinical
interactions and their use of a variety of dysphagia assessment and
management techniques. Areas investigated included the diagnostic
techniques reported by SLPs, such as VFSS, FEES, and clinical
swallowing evaluations. Information regarding the management
of adult dysphagia was obtained by asking participants to identify
commonly used therapeutic methods and strategies. This survey can
be found in Appendix A.

Participants invited to complete the survey included SLPs providing
clinical services to adult patients with dysphagia in the past three
years. The survey link was included in an invitation distributed
through professional contacts, listservs, social media posts, and
ASHA's Special Interest Group 13: Swallowing and Swallowing
Disorders.

Analysis

Data were imported from Qualtrics into SAS version 9.4 [23]
(SAS Institute Inc., Cary, NC) for data management and analysis.
Descriptive statistics (frequencies and percentages) were obtained
for all study variables by survey type (i.e., adult vs. pediatric survey).
Chi-square tests were used to compare the responses to parallel
questions between the adult and pediatric surveys. A p-value < 0.05
was used to determine statistical significance.

Results
Participant Characteristics

Actotal of 135 SLPs responded to the two surveys. Among them, 12
(8.9%) were excluded as they reported not providing clinical services
to patients with dysphagia in their professional practice. Also, the
adult survey had five respondents who only provided services to
children and were excluded from the adult results. Therefore, the
final analytic sample consisted of 118 participants. Among these,
62 (52.5%) answered the adult survey and 56 (47.5%) answered the
pediatric survey. Responses to demographic survey questions are
reported in Table 1.

Of the 118 who responded to the two surveys, most participants
were female (adult: 93.6%; pediatric: 98.2%) and had a master’s
degree (adult: 90.2%; pediatric: 87.5%). In terms of years of
professional experience, the majority of participants in both surveys
(adult: 69.4%; pediatric: 75%) reported having 10 years or greater
since completion of their entry level clinical degree. Regarding
practice locations, significantly more adult-based SLPs saw patients
with dysphagia primarily at acute care hospitals (n=40; 60.5%) while
SLPs working with pediatric dysphagia patients worked in acute care
hospitals (n =18; 19%) or outpatient clinics (n =18; 19%). The two
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survey groups significantly varied in the regions represented across ~ midwestern U.S. (32.2%), and 1/3 of pediatric survey participants
the U.S. with approximately 1/3 of adult survey participants from the ~ from the west/southwestern U.S. (37.5%).

( Characteristic Adult Pediatric Chi square \
=62 % =56 %  |p-value
Age (in years) 0.12
<30 7 11.29 5 8.93
30-39 21 33.87 15 26.79
40-49 7 11.29 17 30.36
50-59 15 24.19 13 23.21
>60 12 19.35 6 10.71
Highest professional degree 0.68
Bachelor’s degree 0 0 0 0
Master’s degree 56 90.32 49 87.50
Clinical doctorate 2 3.23 3 5.36
Research doctorate 3 4.84 4 7.14
Other 1 1.61 0 0
Gender 0.41
Female 58 93.55 55 98.21
Male 3 4.84 1 1.79
Prefer not to respond 1 1.61 0 0
Years of professional experience since 0.75
completion of entry level clinical degree
<3 2 3.23 3 5.36
3-5 6 9.68 4 7.14
6-10 11 17.74 7 12.50
>10 43 69.35 42 75.00
Primary clinical practice setting 0.002
Acute care hospital 40 64.52 19 33.93
Subacute rehabilitation facility 5 8.06 1 1.79
Skilled nursing facility 9 14.52 1 1.79
Home health 3 4.84 8 14.29
Outpatient clinic 15 24.19 19 33.93
Community center 0 0 0 0
Pre K-12 school 0 0 0 0
University 3 4.84 4 7.14
Other 5 8.06 4 7.14
Region 0.05
Northeast USA 8 12.90 6 17.14
Mid-Atlantic USA 8 12.90 2 5.71
Midwest USA 20 32.26 5 14.29
South USA 12 19.35 5 14.29
North/Northwest USA 6 9.68 4 11.43
West/Southwest USA 6 9.68 13 37.14
Outside continental USA 1 1.61 0 0
Assessment Populations
Adult patients 54 80.6
Geriatric patients 60 89.6
Adolescent patients and pediatric 5 7.8 10 17.9
patients
Pediatric patients 13 19.7 24 42.9
All ages 22 393
K Table 1: Participant demographic characteristics in the two dysphagia surveys Y,
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When Dysphagia Is Addressed

Table 2 shows SLP responses to how often they address dysphagia
in the different phases of clinical practice. Some respondents did
not answer these items. Significant differences were noted in some
patterns reported between the adult and pediatric survey groups. The
majority of clinicians in the adult and pediatric surveys reported that
they “often” or “always” assess dysphagia in their patients, with
no difference between groups. Again, a large majority “often” or
“always” address dysphagia in treatment, although the pattern differed
between groups. Significantly more pediatric survey respondents
responded “always” than adult survey respondents (p<0.03). When

queried about homework to address dysphagia symptoms, responses
for adult and pediatric clinicians were evenly distributed from
“never” to “always”, with no difference between groups. The use
of telepractice for dysphagia varied significantly between the adult
and pediatric survey clinicians (0.001). A majority of adult clinicians
“never” address dysphagia through telepractice, while more pediatric
clinicians reported at least “occasionally” working with dysphagia
through telepractice. Finally, in caregiver training more adult survey
SLPs “often” address dysphagia whereas more child survey SLPs
“always” work with caregivers (p<0.003).

Activity Survey N % % % % % Chi square p-value
Never Rarely [ Occasion-ally | Often Always | Adult v. Pediatric

During assessment Adult 61 0 0 0 21.31 78.69 0.27
Pediatric 51 0 2.0 39 235 70.6

During treatment Adult 60 0 0 1.67 48.33 50.00 0.03
Pediatric 50 0 2.0 8.0 24.0 66.0

In homework activities | Adult 57 14.04 7.02 21.05 33.33 24.56 0.61
Pediatric 49 20.4 10.2 20.4 20.4 28.6

Through telepractice Adult 55 65.45 18.18 7.27 5.45 3.64 0.001
Pediatric 48 313 14.6 333 83 12.5

During caregiver Adult 60 0 1.67 15.0 51.67 31.67 0.003

training Pediatric 51 0 2.0 7.8 235 | 667

K Table 2: How often swallowing disorders are addressed across clinical practice activities )

Assessment Populations

As indicated in Table 1, SLPs who responded to the adult dysphagia
survey reported they most often assessed adult (n = 54, 80.6%) and
geriatric (n = 60; 89.6%) patients. There were 13 (19.7%) participants
in the adult dysphagia survey who reported also assessing and
treating pediatric patients and five (7.8%) treated adolescent patients.

In the pediatric survey, 24 (42.9%) participants addressed only
pediatric patients; 10 (17.9%) addressed pediatric and adolescent
patients; and 22 (39.3%) reported working with pediatric, adolescent,
adult, and geriatric patients with dysphagia.

Session Length

Table 3 displays typical length of dysphagia assessment sessions for
the two surveys. Overall, session lengths for dysphagia assessment
for pediatric survey SLPs were significantly different than adult
survey SLPs (p<0.008). Respondents to the pediatric survey most
commonly reported 46—60-minute dysphagia sessions (41.2%), while
adult survey respondents most commonly reported 16-30 minute
sessions (39.4%). In the adult survey, 13.6% of respondents reported
spending only 10 to 15 minutes for dysphagia assessment compared
to only 2% of the participants in the pediatric dysphagia survey.

Length Adult Pediatric | Chi square
n (%) n (%) p-value

10-15 minutes | 9 (13.6) 1(2.0) 0.008

16-30 minutes | 26 (39.4) |7 (13.7)

31-45 minutes | 20 (30.3) |16 (31.4)

46-60 minutes | 12 (19.4) |21 (41.2)

Table 3: Session lengths for dysphagia assessments W,

Assessment Tools

Table 4 illustrates several tools used when assessing pediatric
and adult patients with suspected swallowing disorders. Survey
respondents reported how frequently they used each tool, with
p-values for comparisons of responses between adult and pediatric
SLPs. The most used assessment tool in both groups was the clinical
swallowing exam, as a large majority responded with “always” or
“often”, and no significant difference was evident in response pattern
between groups.

The most used tool was the instrumental exam VFSS, reported
“often” by the majority of adult and pediatric survey respondents.
A significant group difference evident for the groups on the VFSS
appears to be driven by many (20.4%) of the pediatric respondents
indicating “no access” to VFSS. Much less commonly used as an
instrumental technique is the FEES, as approximately 50% of
each group reported “no access” or “never” using the technique.
Significant differences between the two survey groups were evident
for the use of the 3-ounce water swallow test [24] and the Penetration-
Aspiration Scale [9]. Both tools were significantly more likely to be
used “often” or “always” in adult patients than pediatric patients.

Rarely used by either adults or pediatric SLPs working with
patients with dysphagia included the modified blue dye assessment
[25], pharyngo-esophageal manometry, maximum tongue pressure,
Neuromuscular Disease Swallowing Status Scale [26], real-time
MRI, surface electromyography, Sydney Swallow Questionnaire
[27], voluntary cough airflow, Volume Viscosity Swallow Test [28],
and Assessment of Swallowing Ability [11].

At least one-quarter of adult study participants did not have
access to the following assessment tools: FEES, pharyngo-
esophageal manometry, maximum tongue pressure, Neuromuscular
Disease Swallowing Status Scale [26], real-time MRI, surface
electromyography, and Volume Viscosity Swallow Test [28].

Treatment Techniques

Treatment techniques typically used with adult and pediatric
populations vary considerably. Results of questions pertaining to use
of dysphagia intervention techniques are displayed in Table 5 for the
adult survey and Table 6 for the pediatric survey. The most commonly
used technique reportedly used for treating adult swallowing disorders
was the effortful swallow as more than 80% “often” or “always” use
the technique. The next most common techniques used in adults
reported by >40% of respondents were resistive lingual isometric
exercises and chin-down posture. More than 50% of respondents
“rarely” or “occasionally” use Mendelsohn maneuver, supraglottic
swallow, super-supraglottic swallow, Shaker exercise, Masako
maneuver, laryngeal elevation, chin-up posture, head rotation, head
tilt, sensory stimulation, thermal-tactile stimulation, and electrical
stimulation. A considerable number of respondents reported “never”
using head rotation (24.1%) and electrical stimulation (33.9%).
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( Survey N % % % % % % Chi square
Never | Rarely | Occasionally | Often Always | No Access | p-value

Clinical swallowing Adult 61 0 0 0 23.0 75.4 1.6
exam Pediatric |50 [ 6.0 0 0 26.0 64.0 4.0 0.18
Fiberoptic endoscopic | Adult 59 18.6 5.1 18.6 27.1 0 30.5
examination of Pediatric 47  |21.3 43 17.0 192 |o 383 0.85
swallowing (FEES)
Video fluoroscopic Adult 60 0 33 18.3 68.3 6.7 33
swallowing study Pediatric |49 [4.1 4.1 143 53.1 4.1 20.4 0.05
(VFSS)
3-ounce water Adult 61 13.1 8.2 21.3 36.1 19.7 1.6
swallow test [24] Pediatric |48 | 47.9 12.5 14.6 146 |42 6.3 0.0002
Dysphagia Outcome | Adult 59 49.2 6.8 10.2 11.9 6.8 15.3
and Severity Scale 0.39
[10] Pediatric | 47 57.5 2.1 14.9 10.6 0 14.9
Penetration- Adult 59 10.2 5.1 10.2 55.9 17.0 1.7
Aspiration Scale [9] | pediatric  [45  [31.1 |22 8.9 22 156 |20 0.0004
modified blue dye Adult 58 63.8 13.8 10.3 1.7 0 10.3
assessment [25] Pediatric |49 [69.4 |82 4.1 2.0 0 16.3 0.56
Pharyngo-esophageal [ Adult 58 55.2 3.5 0 0 0 41.4
manometry Pediatric  [47  [48.9 6.4 0 0 2.1 426 0.59
Maximum tongue Adult 58 43.1 6.9 8.6 12.1 3.5 25.9
pressure Pediatric |46  [63.0 |22 44 6.5 22 21.7 0.42
Neuromuscular Adult 58 65.5 35 3.5 0 0 27.6
Disease Swallowing Pediatric NA _ _ _ _ R NA
Status Scale [26]
Real-time MRI Adult 58 55.2 0 3.5 0 0 41.4

Pediatric |47 [ 41.1 2.1 0 0 0 46.8 0.37
Surface electro- Adult 58 48.3 3.5 10.3 52 0 32.8
myography Pediatric |47  [532 |21 2.1 2.1 0 40.4 0.41
Sydney swallow Adult 57 64.9 3.5 3.5 0 0 28.1
questionnaire [27] Pediatric NA _ _ _ . _ _ NA
Voluntary cough Adult 58 46.6 1.7 6.9 12.1 8.6 24.1
airflow Pediatric |47 [57.5 |64 8.5 6.4 2.1 19.2 0.39
Volume viscosity Adult 58 63.8 0 52 3.5 1.7 25.9
swallow test [28] Pediatric |47 [63.8 [0 2.1 2.1 43 27.7 0.84
Mann assessment of | Adult 59 39.0 18.6 153 10.2 10.2 6.8
swallowing ability Pediatric NA _ _ . _ _ _ NA
[11]
Other Adult 18 27.8 0 17.7 333 5.6 16.7

Pediatric |18 [44.4 5.6 5.6 5.6 222 16.7 0.15

Table 4: Comparison of tools used in assessment of patients with suspected swallowing disorders; Chi square P-Values compare the

K adult and pediatric survey responses )

Turning to the pediatric swallowing survey results in Table 6,
the most commonly used intervention techniques were therapeutic
handling and positioning (“always” 74%), behavioral techniques to
improve oral acceptance and skill development (“always” 50%) and
oral motor/sensory input to facilitate movement patterns (“always”
46%). “Occasionally” used were specific passive or active maneuvers
(45.1%) and respiratory support (38%). A considerable number of
respondents “never” (21.6%) use maneuvers, however.

Continuing Education

Finally, both surveys ended with a question about the preferred
methods for accessing continuing education pertaining to dysphagia

(Table 7). Adult and pediatric SLP respondents endorsed all listed
platforms for accessing continuing education opportunities.
Respondents to the adult survey were significantly more likely to
prefer each type of education opportunity listed than respondents
to the pediatric survey. Online CEU resources were the most highly
preferred platform for adults (80.6%), followed closely by face-to-
face seminars (74.2%) and virtual professional meetings/webinars
(72.3%). Each of these far surpassed the numbers endorsed by the
pediatric survey participants who preferred face-to-face seminars
(53.1%), face-to-face professional meetings (40.8%) and virtual
professional meetings/webinars (38.8%).
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~

Technique N % % % % % %
Never Rarely Occasionally | Often Always No Access
Effortful swallow 61 0 0 18.0 67.2 14.8 0
Mendelsohn 61 33 16.4 42.6 37.7 0 0
maneuver
Supraglottic swallow 61 4.9 15.2 424 333
Super-supraglottic 61 4.9 14.8 443 36.1
swallow
Shaker exercise 59 5.1 27.1 50.9 17.0 0
Masako maneuver or 60 5 31.7 38.3 233 1.7
tongue hold
Laryngeal elevation 59 11.9 17.0 339 35.6 1.7 0
Resistive lingual 59 6.8 15.3 254 45.8 34 34
isometric exercises
Chin-down posture 60 10 13.3 31.7 41.7 33 0
Chin-up posture 61 0 14.8 54.1 29.5 1.6 0
Head rotation 58 24.1 55.2 19.0 1.7 0 0
Head tilt 61 0 36.1 55.7 8.2 0 0
Sensory stimulation 60 11.7 46.7 333 8.3 0 0
Thermal-tactile 58 17.2 31.0 29.3 224 0 0
stimulation
Electrical stimulation 59 33.9 322 18.6 13.6 1.7 0
Other 59 47.5 18.6 13.6 8.5 0 11.9
\ Table 5: Tools/techniques used when treating adult patients with swallowing disorders Y,
T N % % % % % 1)
Never Rarely Occasionally | Often | Always
Oral motor/sensory input 50 10 8 36 0 46
to prepare and facilitate
movement patterns
Specific passive or active 51 21.57 15.69 45.10 0 17.65
maneuvers to facilitate
pharyngeal swallowing
Therapeutic handling and 50 2 4 20 0 74
positioning for postural
alignment
Respiratory support 50 10 14 38 36 2
Behavioral techniques to 50 2 10 38 0 50
improve oral acceptance
and oral skill development

\ Table 6: Tools/techniques used when treating pediatric patients with swallowing disorders j
( Adult Pediatric Chi Square
Education Opportunity n % n % P-value

Face-to-face professional meetings (ASHA | 33 53.2 20 40.8 <.0001
convention, state conventions, etc.)

Face-to-face seminars on specific topics 46 74.2 26 53.1 <.0001
Virtual professional meetings/webinars 45 72.3 19 38.8 <.0001
(synchronous)
Online CEU resources (asynchronous) 50 80.6 16 32.7 <.0001
Readings 30 48.4 12 24.5 <.0001

\ Table 7: Preferred platform used to access continuing education opportunities j

Note: Results based on 62 adult SLP survey respondents and 49 pediatric survey respondents
to this question.
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Discussion

Pediatric and adult dysphagia encompass a wide range of
swallowing disorders that can arise from various etiologies,
including neurological, structural, and developmental conditions.
The complexity of these disorders requires SLPs to have a thorough
understanding of the anatomy and physiology of swallowing, as well
as the ability to perform detailed assessments and develop tailored
intervention plans. The manifestations of dysphagia in children can
vary widely, from difficulties with sucking and swallowing in infants
to challenges with chewing and managing different food textures in
older children. This variability necessitates a nuanced approach to
diagnosis and treatment, which can be particularly challenging for
inadequately trained SLPs [22]. Likewise, dysphagia assessment
and management are complex and demanding of clinical decision-
making for adult patients as well. Thus, a considerable body of
knowledge is expected of new clinicians entering clinical practice
to address the possible dysphagia manifestations across the lifespan.
Yet, evidence suggests that training tends to be focused on adult
dysphagia moreso than pediatric dysphagia. Research indicates
that many SLPs feel underprepared to manage pediatric dysphagia
effectively [21]. Most SLP graduate programs offer only a cursory
overview of pediatric dysphagia, with limited hands-on clinical
experience. While continuing education courses are available, they
are often not mandatory, and many practicing SLPs may not have
the time or resources to pursue these opportunities. While there
are beneficial online courses, such as those focused on pediatric
dysphagia and medically-based feeding disorders, many SLPs may
only feel comfortable with live, hands-on training and workshops.

The results of our two surveys of clinicians providing services
for dysphagia populations give insights on professional practice to
inform the content of graduate dysphagia courses. Although many
evidence-based practices have been developed and described in
the clinical literature, clinicians in our surveys tend to use a more
circumscribed set of tools and techniques for assessment and
management of swallowing disorders. We propose that those options
need considerable emphasis in preservice graduate coursework and
clinical training for new SLPs to enter clinical practice with essential
knowledge and skills for addressing dysphagia across the lifespan.
Our surveys indicated that several other tools and techniques are
much less commonly used clinically. While students need to be
introduced to most of those options, clinicians in specialized settings
will want to expand their expertise on the variety of tools and
techniques available for swallowing management through in-service
continuing education options.

With respect to dysphagia assessment, not surprisingly, non-
instrumental clinical swallowing evaluations and instrumental
VESS are the most commonly used tools in clinical practice for
both adults and children. This observation suggests that preservice
graduate educational training activities should center on instruction,
simulations, and hands-on experiences to advance skills particularly
for those two methods, including information for adults and children.
Other assessment tools are reportedly used less frequently in clinical
practice (e.g., FEES, Penetration-Aspiration Scale [9], 3-ounce
water swallow [24], Mann Assessment of Swallowing Ability [11]),
whether for lack of availability or lack of familiarity. Exposure to
some tools developed particularly with pediatric populations in mind,
such as the Sydney Swallow Questionnaire [27], would expand
clinical options that are relevant to children. Regardless, the survey
findings suggest that, while students should be introduced to some of
the other assessment options during preservice clinical preparation,
less direct instruction would be warranted with the limited class
time available. Given limited time and resources, those who need
specialized dysphagia knowledge and skills for their clinical practice
setting would require additional training outside of graduate school
courses in the form of hands-on continuing education coursework.

Considering swallowing intervention, several techniques have been
described to directly address skills necessary for oral feeding and
swallowing or to compensate for an impaired swallowing system.
Surprisingly, based on our survey results, a limited number of
these techniques were reported to be used often in clinical practice.
Therefore, we suggest that graduate coursework focus education and
training on the most frequently used techniques and strategies. The
strategy of implementing an effortful swallow is most commonly
attempted in adults as are lingual isometric exercises. Much less
often used techniques for adults are ones to protect or circumvent the
impaired swallow or sensory techniques to rehabilitate the swallow.
In pediatric interventions, most commonly used are therapeutic
handling and postural positioning as well as techniques to improve
oral acceptance and skill development. Again, these observations
suggest directions for the most essential pre-service learning for
dysphagia content and skills. Those clinicians in settings where
dysphagia intervention is common will want to explore continuing
education training for the variety of techniques available to expand
their practice repertoire. Interestingly, clinicians responding to the
pediatric survey were less likely to endorse any number of potential
professional development avenues, which are likely to be so
necessary in the pediatric dysphagia realm.

Lastly, of significant note is that the SLPs in these surveys reported
much cross-coverage for pediatric and adult services. Of the SLPs
who responded to the pediatric survey, nearly 40% (n = 22, 39.3%)
reported to assess and treat patients of all ages on their caseloads.
Of the SLPs who responded to the adult survey, nearly 20% (n = 13,
19.7%) indicated they also had pediatric patients and five (7.8%) also
saw adolescent patients for swallowing disorders. These findings
have implications for the importance of expanding preservice
training to address both adult and pediatric populations. This type of
caseload requires a broad and dynamic skill set, ongoing professional
development, effective resource management, and the ability to
navigate complex emotional and ethical landscapes. However, the
diverse clinical knowledge and skills involving assessment tools
and techniques, treatment approaches, communication approaches,
emotional and psychological considerations, logistical challenges,
and continuing education and professional development remain far
from the forefront of dysphagia swallowing assessment and treatment
education in graduate school. Until these aspects are addressed during
graduate training, many SLPs may struggle to balance crucial factors
imperative in providing comprehensive and effective dysphagia care
across the lifespan.

Other observations of our surveys also have implications for
preservice training. When queried about use of homework for
dysphagia management, some clinicians always assign homework.
Likewise, many clinicians now report the frequent use of telepractice,
moreso for children than for adults, for dysphagia management.
These findings suggest the importance of incorporating these types
of activities in preservice education and clinical training activities
for dysphagia so students are prepared for the necessities of clinical
practice.

Limitations

Although we attempted to conduct a comprehensive survey to gain
a sense of common dysphagia practice patterns for adult and pediatric
populations, we recognize that our methods and findings are not
without limitations. One significant limitation to this study relates to
the participant groups. Given the large numbers of SLPs providing
clinical services for dysphagia, the respondent samples were rather
small. The survey process leads to self-selection of the population
and limits the expanse of the study and ultimately its generalizability
and is subject to response bias. The findings of these two surveys
occurred at singular points in time, which limits significance over
time. A longitudinal study would prove beneficial to support or reject
the findings reported here. Further, a qualitative examination of SLPs
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providing dysphagia services may provide insights into why some of
these response patterns were evident.

Many respondents selected “other” as a response to the questions
about dysphagia assessment and intervention, and we do not know
what those other options might have been. The assessment tools
and treatment techniques described for dysphagia are continually
expanding and evolving and respondents may have been familiar
with items that were not listed in our survey. For example, we
neglected to include two rating scales that clinicians may be using
in clinical practice (i.e., EAT-10 [29] and PEDI-EAT-10 [30]).
Likewise, some of our other work suggests that clinicians often use
informal or non-standardized methods for assessment and treatment
that are not evidence-based [31], a likely scenario in this survey as
well. Finally, we noted that our respondents represented a rather
experienced group, having graduated from training programs many
years earlier. Therefore, their response patterns may not represent
patterns of professional practice that might be seen in clinicians who
more recently exited academic training where advances may have
taken place in expanding dysphagia knowledge and skills in both
adult and pediatric populations.

Future Directions

Specialized training programs and fellowships can significantly
enhance the competencies of SLPs in managing pediatric dysphagia.
Programs such as the Pediatric Dysphagia Speech Pathology
Fellowship at Nationwide Children's Hospital provide extensive
clinical and research training, equipping SLPs with the skills necessary
to deliver high-quality care [31]. Such training experiences emphasize
practical, hands-on activities and the application of evidence-based
practices, which are essential for effective intervention. Incorporating
case studies and practical applications into training programs can
bridge the gap between theory and practice. Courses that offer video
examples, guided self-study modules, and detailed analysis of real-
life cases have been shown to improve the practical skills of SLPs
[32-34]. These elements help clinicians understand the nuances of
pediatric dysphagia, from initial assessment to the development of
comprehensive treatment plans.

Professional organizations such as the American Speech-Language-
Hearing Association (ASHA) play a crucial role in advocating for
better training standards. ASHA's endorsement of specialized
training programs and its provision of continuing education credits
can encourage more SLPs to pursue advanced training in dysphagia
with additional focus on pediatric dysphagia. Additionally,
professional bodies can facilitate the development of standardized
curricula that ensure all graduate programs adequately cover feeding
and swallowing disorders across the lifespan for infants to elderly.

Conclusion

SLPs who specialize in pediatric swallowing disorders and those
who focus on adult swallowing disorders play critical roles addressing
the unique needs and challenges presented by their respective patient
populations. While they share common foundational knowledge and
skills, there are significant differences between these two specialized
areas of practice.

Throughout these surveys, a comparative analysis identified
similarities and differences in the assessment and management
of dysphagia in pediatric and adult patients. By shedding light on
these distinctions, we aim to foster a greater understanding of the
challenges and opportunities in the field of dysphagia management
across different age groups. The findings presented in this survey
contribute valuable insights for healthcare professionals, researchers,
and practitioners working to enhance the quality of life for individuals
living with dysphagia, whether they be children or adults. But above
all, it sheds light on the critical need to provide specific and hands-on
preservice and in-service training for SLPs working with dysphagia
patients, including those with pediatric dysphagia.

Even though principles of dysphagia assessment and treatment apply
across the lifespan, the unique characteristics and needs of adults and
children necessitate different skills, approaches, and considerations
in the management of swallowing disorders. Specialized training
and expertise are essential for SLPs working with each population to
provide effective and age-appropriate care.

The need for better training of SLPs in pediatric dysphagia is
evidenced by the training that SLPs seek after graduation to augment
their education. In addition, as the participants in this survey who
work with pediatric patients with swallowing disorders indicated a
preference for face-to-face trainings, the importance of hands-on
experiences must be considered for future clinicians. Addressing
this gap requires a multifaceted approach that includes enhancing
graduate program curricula, increasing access to specialized training
programs and continuing education, and advocating for higher
training standards through professional organizations. By investing
in comprehensive, hands-on training during graduate school
programming, we can ensure that SLPs are well-equipped to provide
the highest standard of care in professional practice.
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Appendix A
Dysphagia Survey Questions
1.  Within the past 3 years, have you provided clinical services to [pediatric] patients with
dysphagia in your professional practice?
Yes, No
2. What is your age?
<30, 30-39, 40-49, 50-59, >60
3. What is your highest professional degree?
Bachelor’s, Master’s, Clinical doctorate, Research doctorate, Other
4.  What is your gender?
Male, Female, Not listed, Prefer not to say
5. How many years of professional experience do you have since completion of your entry level
clinical degree?
<3 years, 3-5 years, 5-10 years, >10 years
6.  What is your current primary clinical practice setting?
Acute care hospital, Subacute rehabilitation facility, Skilled nursing facility, Home health,
Outpatient clinic, Community center, PreK-12 school, University, Other
7. What best describes your job title?
Staff SLP, Supervisor of SLPs, Educator/Professor/Instructor, Part-time clinician, Per diem
clinician, PreK-12 school SLP, Other
8. What is your region of the country (USA) or international location of professional practice
in dysphagia?
Northeast (ME, MA, VT, NH, RI, CT, NY, PA, NJ)
Mid-Atlantic (DE, MD, VA, WV, NC)
Midwest (OH, IN, ML, WL, IL, IA, NE, KS, MO)
South (SC, GA, FL, TN, KY, MS, LA, AL, AK)
North/Northwest (MN, ND, SD, MT, WY, ID, WA, OR)
West/Southwest (CA, NV, AZ, NM, CO, TX, OK, UT)
Outside Continental US (HI, AK)
International
9. When do you address swallowing disorders in patients on your caseload?
Response: Never, Rarely, Occasionally, Often, Always
-During assessment
-During treatment
-In homework activities
-Through telepractice
-During caregiver training
10. What age of patients do you primarily assess and treat for dysphagia? (check all that apply)
Pediatric, adolescents, adults, geriatric/elderly
11. What is the typical length of your session(s) for dysphagia assessment?
10-15 minutes, 16-30 minutes, 31-45 minutes, 46-60 minutes, >60 minutes
12. How commonly do you use each of these assessment tools when assessing patients with

suspected swallowing disorders?
Response: Never, Rarely, Occasionally, Often, Always, I do not have access

-Bedside swallowing examination
-FEES
-VFSS
-3-ounce water swallow test
-Dysphagia Outcome Severity Scale (DOSS)
-Penetration-Aspiration Scale (PAS)
-Blue Dye Assessment
-Pharyngeal-esophageal manometry
-Real-time magnetic resonance imaging
-Surface electromyography
-Voluntary cough airflow
-Maximum tongue pressure
-Volume-Viscosity swallow test
-Other
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13.

14.

treating pediatric patients with swallowing disorders?
Response: Never, Rarely, Occasionally, Always, I do not have access

What is the typical length of your session(s) for dysphagia treatment?
10-15 minutes, 16-30 minutes, 31-44 minutes, 45-59 minutes, >60 minutes

Pediatric Survey: How commonly do you use each of these treatment tools/techniques when

treating pediatric patients with swallowing disorders?

Response: Never, Rarely, Occasionally, Always, I do not have access
-Oral motor/sensory input to prepare and facilitate movement patterns
-Specific passive or active maneuvers to facilitate pharyngeal swallowing

-Therapeutic handling and positioning for postural alignment

-Respiratory support

-Use of behavioral techniques to improve oral acceptance and oral skill development

Adult Survey: How commonly do you use each of these treatment tools/techniques when

-Effortful swallow

-Mendelsohn maneuver
-Supraglottic swallow

-Shaker exercise

-Mask maneuver or tongue hold
-Laryngeal elevation

-Resistive lingual isometric exercises
-Chin-down posture

-Chin-up posture
-Head rotation

-Head tilt

-Sensory stimulation
-Thermal-tactile stimulation
-Electrical stimulation

-Other

15. How do you prefer to access continuing education opportunities? (Select all that apply)

-Face-to-face professional meetings (e.g., ASHA, state conventions)
-Face-to-face seminars on specific topics
-Virtual professional meetings/webinars (synchronous)

-Online CEU resources (asynchronous)

-Readings
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