EXAMPLE ONLY = NOT
FOR CLINICAL USE

CLINICAL NETWORK FOR STROKE
Swallow Screening Guideline

and/or medication.

It is mandatory for all individuals presenting with stroke/suspected stroke to have a swallow screen completed within 4 hours of
admission and before any food/drink/oral medication is offered. The screening tool is also useful for people admitted with an acute
reduction in conscious level or a diagnosis of delirium.

Swallow difficulties (Dysphagia) are present in up to 60% of people admitted with a stroke. The aim of intervention is to minimise
complications and to establish a method of eating and drinking that is acceptable to the patient. The acute risks associated with
swallowing difficulties are; Asphyxiation and/or choking events, Aspiration pneumonia, Dehydration, and Compromised nutrition

Procedure can be repeated regularly until the swallowing difficulty has resolved or SLT has been consulted

The outcome, date & time of the Swallow Screening must be documented in the CAD/Medical Notes.
You can use the Swallow Screening Record Form to do this.
Refer to SLT according to local procedure. Document the date & time of your referral.

Can the person be sat up and remain aware and
alert for at least 15 minutes?

Yes I

Is the mouth clean?

Yes I

Sit the person up and give a teaspoon of water x3.

Place fingers on midline above and below the
larynx and feel the swallow. Observe after each
teaspoon. Are any of these signs present?

e Absent swallow

e Cough

¢ Delayed cough

¢ Altered voice quality (ask person to say “aah”)

No

o Keep nil by mouth and maintain oral
hygiene. Implement Nil by Mouth
Standard Operating Procedure (SOP)

e Consider consulting Dietitan

¢ Consider enteral feeding

o Repeat this step at least once a day

No

Implement oral care immediately

Yes

Keep nil by mouth and consult Speech &
Language Therapy (SLT) for guidance.
Ensure NBM signage is present and
visible. Refer to NBM SOP

A
No

A 4

Observe the patient continuously drink 75 glass of
water. Are any of these signs present?
Absent swallow

Cough

Delayed cough

Altered voice quality (ask person to say “aah”)

Yes

Keep nil by mouth and consult SLT for
guidance. Ensure NBM signage is present
and visible. Refer to NBM SOP

A

No

A 4

If there are no difficulties, person can be offered
food, drink and oral medication with caution.
Continue to observe for complications.

Any complications or concerns?

Any difficulty with solids?

Any difficulty taking oral medication?

v

Passed swallow screen
Document date and time

Yes

Yes

Yes

A
v

Consult SLT for guidance

Refer to local Eating and Drinking Risk
Assessments.

Discuss with medical staff or consult the
Hospital or Community Pharmacist




