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Phases of Normal Swallow 

Ø Oral Phase: The bolus is formed and the tongue forms a seal around it, 
squeezing it against the hard palate. The bolus is then moved posteriorly 
toward the anterior faucial pillars. This is a voluntary act which takes 
approximately 1 second. 
Ø Pharyngeal Phase: Occurs when the bolus passes through the anterior 
faucial pillars. During this phase the velum elevates and retracts, closing the 
velopharyngeal port preventing  any materials from entering the nasal 
cavity.  The anterior faucial pillars contract medially due to 
palatopharyngeal muscles which moves the bolus to the lower larynx. The 
squeezing action of the pharyngeal constrictor muscles transfers the bolus to 
the cricopharyngeal constrictor located at the top of the esophagus. After 
elevation and closure of the larynx  at the 3 sphincters, the epiglottis, false 
and true vocal folds there is relaxation of the cricopharyngeal sphincter 
which allows the bolus to pass to the esophagus. This is an involuntary act 
that takes approximately 1 second.  
Ø Esophageal Phase: Successive waves move the bolus from the 
cricopharyngeal sphincter of the esophagus down to the gastro- esophageal 
juncture of the stomach. This is an involuntary act and longest phase lasting 
approximately 8-20 seconds  (ASHA 2005 and East et all 2014) 

Ø Impairment throughout any of these phases will result in difficulty 
swallowing (ASHA 2005 and East et all 2014).  

	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

General Information 
Dysphagia: an impairment in the function of swallowing, scientifically 
referred to as deglutition (East, Nettles, Vansant, and Daniels 2014).   
Swallowing: movement of liquid, food saliva, and other natural secretions 
from the mouth to the stomach in a series of 3 phases (East et all 2014).  
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Figure	  1:	  adapted	  from	  h=p://legacy.owensboro.kctcs.edu/gcaplan/anat2/notes/APIINotes8%20Diges3ve%20Physiology.htm	  

Symptoms 
Ø Coughing during or directly after eating or drinking 

Ø Wet gurgling sound of voice 
Ø Extra time, effort chewing or swallowing 

Ø Leakage 
Ø Laryngeal penetration  

Ø Aspiration: foreign material travel below the true vocal folds 
Ø Aspiration can also result in potentially life threatening pneumonia . 

Avoiding foods from Table. 1 help to decrease risk of aspiration.  
 
 Screening and Assessment 

Ø 3 oz water test  
Ø Clinical Swallow Evaluation 
Ø Modified Barium Swallow 

Ø Videofluoroscopic Swallow Study 
Ø Flexible Endoscopic Evaluation of Swallowing 

(Baic 2011, East et all 2014,Garcia and Chambers 2010)  

 

Other medical conditions influencing dysphagia 
and malnutrition 

Depression 
Anxiety  
Loneliness 
Pain/discomfort 
Loss of taste/impaired appetite 
Poorly fitted dentures 
Frail confused 

 (Divert et all 2014 and Garcia and Chambers 2010). 
  
 
 

Effects of Malnutrition 
Malnourishment leads to significantly longer recovery time and less 
successful therapy outcomes than well-nourished patients.  
Undernourishment leads to weakness and fatigue negatively 
impacting mobility and motoric movement required for swallowing. 
Impaired muscle function affects ability to cough and expectorate 
increasing risk of infection.  
Malnutrition also results in a poor immune system leading to an 
increased risk of respiratory problems. 
Dehydration is  a common factor (Baic 2014 and Miles et all 2010).  
 
 
 

Texture Modification 
          One of the most common forms of treatment for 
dysphagia is texture modification. It allows for food or fluid to 
be transported in a consistency that  typically provides the 
patient with ability to better control the rate it passes through 
the pharynx (Garcia and Chambers 2010). 

Conclusion 
Quality nutrition plays an imperative part in management of 

dysphagia and associated medical conditions.  A collaborative 
approach of a multidisciplinary team that provides a visually and 

tastefully appealing dining experience leads to increased functional 
therapy results.    

High risk foods which should be avoided in individuals with dysphagia 
Type of Food Example 

Stringy, fibrous texture Pineapple, runner beans, celery, lettuce 
Vegetable and fruit skins Peas, grapes 
Mixed consistency foods Cereal that do not blend with milk, soup 

with lumps, minced foods with thin gravy 
Crunchy foods Toast, flakey pastry, dry biscuits, crisps 

Crumbly items Bread crusts, cake, pie crusts, dry biscuits 
Hard foods Boiled and chewy sweets and toffees, 

dried fruit, nuts and seeds 
Table 1: adapted from  Baic (2011).  

 
Etiologies of Dysphagia  

Ø Nervous system disorders àCerebrovascular accident; commonly 
known as stroke, Cerebral Palsy, traumatic rain injury, spinal cord injury 

Ø Gastrointestinal conditionsà reflux 
Ø Cardiac impairments  

Ø Prematurity, low birth weight 
Ø Cleft lip/palate 

Ø Respiratory impairments àlung cancer, tracheotomy 
Ø Cognitive changesà dementia, Alzheimer’s disease 

Ø Infection and diseaseà kidney disease,  urinary tract infection   
Ø Head and neck cancer or trauma  

	  
	  
	  
	  
	  
	  

Problems with Texture Modification 
Ø Liquidized  food/thickened fluids may be unappealing 
Food may be blended, making it unidentifiable visually and by 
taste 
Ø Food and drink lack nutrient density and flavor. Surveys have 
shown that many individuals on texture modified diets have a 
lower intake of energy and protein than those on a normal diet 
Pureed diets provide “fewer calories and less protein,” than 
standard diets (Garcia and Chambers 2010).  

 Ø “Texture modification is highly associated with malnutrition 
(Divert, Laghmaoui, Crema, Issanchou, Van Wwymelbek and 
Sulmont-Rosse 2014).” Nearly 30% of stroke victims with 
dysphagia are malnourished.  It is estimated that between 30 
and 60% of individuals in residential care facilities are 
malnourished due to dysphagia (Miles, Kainth, and Parmar). 
Ø It has been noted that medication administration errors are 
twice as common in patients with dysphagia than in those 
without (Miles et all 2010).  

Reducing prevalence of malnutrition in dysphagia  
The complex nature of swallowing requires expertise from a 
multidisciplinary approach Multidisciplinary  teams include, 
speech-language pathologists, nurses, physicians, pharmacists, 
dietitians, and more (Miles et all 2010).  
Studies have shown improvements of nutritional intake among 
patients participating in individualized mealtime feeding plans.  
Therapy results generally have higher success rates when 
individuals are given more variety, in smaller quantities, more 
frequently (Divert et all 2014).  
Providing individuals suffering from dysphagia with a choice of 
condiments, decorative object and naming dishes in direct 
correspondence with meal being served  increased meal pleasure 
and food intake (Divert et all 2014).  
 
 

 

Dysphagia	  	  

Malnutrition caused by 
dysphagia often results 
in weakness and 
fatigue making eating 
and drinking 
increasingly 
challenging, reducing 
oral intake. Decreased 
oral intake increases 
undernourishment 
prolonging recovery 


