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Abstract There is no standardized dysphagia therapy for

head and neck cancer patients and scant evidence to sup-

port any particular protocol, leaving institutions and indi-

vidual speech-language pathologists (SLPs) to determine

their own protocols based on ‘‘typical’’ practices or anec-

dotal evidence. To gain an understanding of current usual

practices, a national internet-based survey was developed

and disseminated to SLPs who treat head and neck cancer

(HNC) patients. From a random sample of 4,000 ASHA

SID13 members, 1,931 fit the inclusion criteria, and 759

complete responses were recorded for a 39.3 % response

rate. Results were analyzed by institution type as well as by

individual clinical experience. While some interesting

trends emerged from the data, a lack of uniformity and

consensus regarding best practices was apparent. This is

undoubtedly due to a paucity of research adequately

addressing the efficacy of any one therapy for dysphagia in

the HNC population.
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Rehabilitation of dysphagia has historically been delivered

after insult to the system, whether that insult is surgery,

neurologic disease, or another condition that has impaired

the swallow. Treatment techniques include compensatory

and rehabilitative methods, employed based on anticipated

benefit from either approach. The same premise holds for

head and neck cancer (HNC) patients who have had sur-

gery as their primary treatment. Over the years, however,

as radiation therapy (RT) has become more common in the

treatment of head and neck malignancies, optimal timing

and best treatment techniques for dysphagia have come

into question. Unlike the surgical patient, the onset of

radiation-induced dysphagia is unpredictable. Some

patients never develop dysphagia, others develop dyspha-

gia during or soon after RT, and some patients do well for

years and then report a worsening in their swallow.

In response to these observations, some speech-language

pathologists (SLPs) (or the institutions they work for) have

adopted a preventative approach to this potential problem,

while others choose to wait and see if dysphagia develops

in consideration of the myriad of other priorities the patient

manages during RT. Three nonrandomized clinical trials

have reported outcomes of early intervention (during RT)

on swallow function after RT in HNC patients. Two of

these studies reported a positive effect on swallowing after

RT. However, the other trial reported no benefit to early

intervention [1–3].

Efficacy (level 1 evidence) of any particular type of

dysphagia therapy has not been established in this patient

population, but there are a few studies that suggest treat-

ment effect (level 2–4 evidence). Some patients appear to

do well without any therapy while others manage well with

only compensatory techniques [4]. Some studies suggest

that there may be benefit from electrical stimulation [5],

Shaker’s exercise [6, 7], or traditional exercise therapy [6].
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Unfortunately, these studies were either preliminary,

included a mixed group of patients (stroke, neurologic,

HNC), or the timing, intensity, and duration of therapy

were variable.

Not surprisingly, best practice guidelines for HNC

patients who undergo RT have not been published. A

recent systematic review published in collaboration with

the American Speech-Language-Hearing Association

(ASHA) and the Department of Veterans Affairs concluded

that evidence is limited regarding the effects of any par-

ticular posture or maneuver in treating dysphagia in HNC

patients [8]. Most importantly, there were very few studies

that looked at HNC patients in isolation and even fewer

that looked at HNC patients following RT as compared to

HNC patients following surgery. Because of the unique

nature of this population and the unique pathophysiology

involved in their dysphagia, results from other patient

populations, including HNC patients treated with surgery

only, may not generalize to patients who received RT.

With such limited evidence to guide practice, clinicians

must rely on the few published articles that are available,

their own anecdotal evidence, reports from so-called

experts, and their institution’s historical patterns of treat-

ment. Many decisions need to be made: (1) Should a

patient be put into therapy before dysphagia begins or

should it wait until dysphagia develops? (2) If preventative

therapy is offered, should it begin during RT or wait until

the acute effects of RT are over? (3) How aggressive

should the therapy be? (4) How long should the therapy

last? (5) Are certain therapies more effective than others?

In response to these unanswered questions, a survey of

practicing SLPs was conducted to determine prevalent

practice patterns when working with HNC patients who

underwent RT. It is important to understand ‘‘usual care’’

in order to move the field toward an evidence-based stan-

dard of care.

Methods

In order to evaluate the usual practices of SLPs who treat

HNC patients, an internet-based questionnaire was

administered from October 5 to November 1, 2010. Sur-

veyed participants were drawn from the Special Interest

Division 13 membership directory of the American Speech

Language Hearing Association (ASHA), which contains

listings for roughly 6,700 SLPs with interests in swallow-

ing disorders. From this directory, 4,000 listings were

randomly selected by using Microsoft Excel Analysis

ToolPak’s Random Number Generator.

Of the 4,000 randomly selected listings, individuals were

excluded for the following reasons: (a) their location was

listed as outside of the United States and its territories, (b) their

employment facility was unlikely to treat HNC patients (i.e.,

pediatric hospital, various school-based settings), (c) their

listing was incomplete, or (d) the algorithm selected the same

listing more than once. After this initial exclusion, 2,207

individuals remained. Of these, 276 had a missing or invalid

email address. A final sample of 1,931 SLPs received an

invitation to complete our web-based survey.

The survey was prepared on SurveyMonkey’s online

interface (www.SurveyMonkey.com). Personalized email

invitations with direct links to the survey were sent using

SurveyMonkey’s Email Invitation Collector system which

allowed the research team to maintain anonymity while

tracking nonrespondents. If an individual had previously

opted out of emails from Survey Monkey, invitations were

sent using a Boston Medical Center email address. One

reminder email with a link to the survey was sent on

October 12, exactly 1 week after the initial invitation, and

one final reminder was sent on October 20. No compen-

sation was offered to respondents; however, those who

wished could submit their email address to be entered into

a raffle for a $20 gift card as well to receive a preliminary

summary of the survey results. To maintain anonymity, the

last page of the survey provided a link to an entirely

independent survey which allowed users to enter their

email addresses without linking their personal information

to their responses in the primary survey.

Survey Questions

The survey contained 19 multiple-choice questions,

including one with the option to write in a response. All

questions required a response to continue to the next

question. There were three skip logic questions in which

more detailed follow-up questions were skipped if the

respondent previously indicated that a question did not

pertain to their practice.

The first three questions inquired about the clinician’s

work place and referral policies. Question number 4 asked

the clinician when they generally began to intervene with

dysphagia therapy for HNC patients. Questions 5–13

focused on the type, duration, and intensity of the clini-

cian’s typical treatment protocol for any patients that they

see (a) during RT, (b) after completion of RT who have no

or clinically insignificant dysphagia, and (c) after com-

pletion of RT who have developed dysphagia. Types of

treatment were categorized as Compensatory Techniques

(e.g., position changes, bolus consistency changes, liquid

wash), Stretches (e.g., neck, jaw, tongue), Nonswallow

Exercise (e.g., tongue base exercises, laryngeal exercises,

pharyngeal exercises, Shaker), Swallow Maneuver Exer-

cises (e.g., Mendelsohn, effortful swallow, super supra-

glottic), and Other Therapies that could be done by either

the SLP or by other professionals (e.g., E-stim, massage or
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other soft tissue manipulation, acupuncture, lymphedema

therapy). Duration of prescribed therapy was defined as

days per week, and intensity of prescribed therapy was

defined as minutes per day.

Questions 14 and 15 asked about perceived compliance

with dysphagia therapy programs prescribed to dysphagic

and nondysphagic patients, while questions 16 and 17

asked about feeding-tube policies and recommendations.

The final two questions (18 and 19) asked what percent of

the clinician’s case load consists of HNC patients, and how

many years they have worked with swallowing disorders in

this patient population. The survey questions can be found

in ‘‘Appendix’’ section.

Analytical Decisions, Definitions, and Stratifications

Analytical Overview

There were many ways in which this data could have been

analyzed, but two most meaningful ways were chosen. The

first was to analyze the data by type of institution since dif-

ferent institutions may have access to different types of

resources or personnel. The second was to analyze the data

by clinician experience, specifically the number of years that

a clinician has worked with HNC patients. The rationale

behind the latter perspective was that prolonged work with

this difficult-to-treat patient population may entice clinicians

to either delve into the literature in search of studies sup-

porting treatment efficacy or to experiment with varying

treatments in an attempt to find the ‘‘best’’ therapy program.

First Intervention

SLPs surveyed were asked when they generally first

intervene with any type of dysphagia therapy (question 4).

The choices differed in both timing of therapy and type of

patient (see Table 1). While intervention times may depend

on a number of factors such as patient, circumstance,

institutional policies, and staffing, the participants were

forced to choose one best answer to gauge general trends.

Since the answers were extremely varied, the responses

were reduced into two distinct groups for further analysis:

proactive therapy versus reactive therapy. Proactive ther-

apy was strictly defined as intervening with all patients,

before or during RT (responses 1 and 3). Reactive therapy

was strictly defined as intervening only if patients develop

dysphagia after completion of RT (responses 6 and 8).

Usual Practices

Determining ‘‘usual treatment’’ practices (questions 5–13)

among SLPs who treat HNC patients for dysphagia is

difficult since there are many variables that affect the type,

duration, and intensity of treatment. Intuitively, patients

who are symptomatic not only would need more aggressive

therapy but may also be more motivated to comply with

aggressive recommendations. Conversely, patients under-

going RT are often in pain and are preoccupied with the

myriad of medical appointments associated with their

treatment regimen. As a result, usual practices were ana-

lyzed independently for three different populations: (1)

patients receiving prophylactic care during RT, (3) patients

who have completed RT and have no or mild dysphagia,

and (3) patients who have completed RT but have moderate

to severe dysphagia. For each of these three patient pop-

ulations, the surveyed SLPs were asked if they recom-

mended any treatment. If treatment was recommended,

then the type, frequency, and intensity of treatment were

also evaluated. The treatment options (previously descri-

bed) included compensatory techniques, stretches for range

of motion, nonswallow exercises, swallow exercises, and

other therapies that might be less conventional or less

established. Respondents were allowed to select more than

one type of therapy. Frequency was recorded in days per

week, and intensity was recorded in minutes per day.

Statistics

All data management and statistical analyses were per-

formed using SAS ver. 9.2 (SAS Institute, Cary, NC).

Table 1 usual first interventions

Timing—patient population % Of respondents

Before RT—with all patients 13.3

Before RT—only with those patients who are motivated or complaining of difficulty swallowing 10.8

During RT—with all patients 5.0

During RT—only with those patients who are motivated or complaining of difficulty swallowing 19.1

In first 3 months after RT—with all patients 4.6

In first 3 months after RT—only with those patients who are motivated or complaining of difficulty swallowing 28.6

After 3 months post RT—with all patients 0.3

After 3 months post RT—only with those patients who are motivated or complaining of difficulty swallowing 18.3
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Frequencies were automatically performed by Survey-

Monkey but repeated for validation purposes in SAS.

Univariate logistic regression was used to test associations.

Survey questions were divided by response levels to create

dichotomous variables for testing purposes (e.g., subjects

who responded they worked for Academic Teaching Hos-

pitals versus all other subjects who provided a response to

the question). Odds ratios were unadjusted.

Results

From the 1,931 SLPs who were sent our survey, 793

responses were collected, representing an initial 41.1 %

response rate. Of the 793 responses, 34 were excluded

because they answered only the first three questions, which

were concerned only with institutional demographics and

policies and not with usual care practices. This left 759

usable responses (39.3 %) that were ultimately included in

the final analysis.

Clinical Setting and Experience

Respondents represented a variety of clinical settings, the

largest number primarily working in Urban or Suburban

Non-Teaching Hospitals (28.7 %), Academic Teaching

Hospitals (27.8 %), and Skilled Nursing Facilities

(25.0 %). Since these institutions largely represent where

HNC patients are seen as well as where the majority of

respondents work, these three cohorts were of greatest

interest to this study. However, several other clinical set-

tings were represented as seen in Table 2.

The sample represented SLPs with a range of HNC work

experience. Roughly one quarter (26.1 %) reported

1–4 years of experience, nearly one third (29.7 %) reported

5–10 years of experience, and 39.9 % reported over

10 years of experience. Only 4.3 % reported less than

1 year of experience working with HNC patients. Of note,

the overwhelming majority of the respondents do not see

primarily HNC patients. Only 5.6 % reported that 50 % or

more of their case load comprises HNC patients.

Institutional Policy and Referrals

Usual practices among health-care providers are often

guided by institutional protocols or directives. When asked

what the institutional policy was for referring HNC patients

going through RT, it was evident that most SLPs worked in

institutions without any policy for referring these patients

to speech pathologists. Of the respondents, 70.6 % reported

that ‘‘There is no institutional policy or referrals are made

on a case-by-case basis.’’ Of those who responded that a

policy did exist, two thirds answered that the policy was

wait to refer patients until dysphagia presents, rather than

automatically refer regardless of swallow status. These

national patterns were similar across institution type except

for Stand-Alone Cancer Centers, most of which had auto-

matic referral policies.

Timing of First Intervention

The results suggested that regardless of reason (institu-

tional protocol, referrals, time, staffing), many more SLPs

intervened reactively rather than proactively. Nearly half of

all SLPs first intervened only after dysphagia developed

post-RT compared to only 18.3 % who intervened proac-

tively. Interestingly, no one institution was statistically

more likely than the others to fall into either the proactive

or reactive group, suggesting that this trend was indepen-

dent of institution type. Years of experience working with

HNC patients did, however, correlate significantly with

time of intervention. SLPs with 5 or more years of expe-

rience were 3.5 times more likely to act proactively than

SLPs with less than 5 years of experience (p = 0.0096).

Usual Practices for Dysphagia Therapy

Treatment During RT

As stated above, only 18.3 % of SLPs typically intervene

proactively. However, the majority of all SLPs (approxi-

mately 70 %) say that they prescribe some sort of therapy

Table 2 Respondent demographics

Demographics % Of respondents

Clinical setting (N = 759)

% Academic teaching hospital 27.8

% Specialized cancer center 0.9

% Urban or suburban nonteaching hospital 28.7

% Rural hospital 10.0

% Skilled nursing facility 25.0

% Private practice 2.9

% Home care 4.6

Years working with HNC patients (N = 720)

% \1 year 4.3

% 1–4 years 26.1

% 5–10 years 29.7

% [10 years 39.9

Percent of patients with HNC (N = 720)

25 % or less 88.3

33 % 8.2

50 % 2.5

67 % 0.7

75 % or more 2.4

G. P. Krisciunas et al.: Dysphagia Therapy in HNC Patients 541

123



program if a patient is referred to them during RT. Only

30 % of SLPs reported they do not typically recommend

any treatment during RT if a patient is referred to them at

that time. Of those who did recommend dysphagia therapy,

most respondents prescribed more than one type of treat-

ment, but the most popular answer were compensatory

maneuvers (64.6 %). Approximately 50 % recommended

one or more of the other established treatments: stretches

(49.1 %), nonswallow exercises (54.8 %), and swallow

exercises (51.8 %) (Fig. 1).

When analyzing the answers by setting, SLPs at skilled

nursing facilities were significantly more likely to recom-

mend therapy during RT than all other SLPs. They were

1.5–2 times more likely to recommend compensatory

techniques (p = 0.0171), stretches (p = 0.022), nonswal-

low exercises (p = 0.0111), and swallow exercises

(p \ 0.0001) than other SLPs. When analyzing the results

by clinical experience (independent of setting), the differ-

ence was even more pronounced. SLPs with 5 or more

years of experience were 5 times more likely to recom-

mend some type of dysphagia therapy during RT than SLPs

with less than 5 years of experience (p = 0.0351). Of cli-

nicians who recommended dysphagia therapy during RT,

SLPs with 5 or more years of experience were 3.7–10.3

times more likely to recommend any of the aforementioned

interventions than SLPs with less than 5 years of experi-

ence (p = 0.017–0.0369).

Treatment after RT for Patients with No or Mild Dysphagia

For patients who developed only mild or clinically insig-

nificant dysphagia following RT, there was, again, no clear

concurrence on what kind of therapy should be recom-

mended, or if therapy should be recommended at all. Over

half of the respondents (52.6 %) did not recommend any

treatment protocol for this group of patients (Fig. 2).

Interestingly, SLPs who did recommend dysphagia therapy

recommended, on average, only two of the five treatment

options (but not necessarily the same two treatments).

Stretches and nonswallow exercises were the most popular,

but there was no clear consensus.

Skilled nursing facility SLPs were more likely than

SLPs at other institutions to prescribe some sort of dys-

phagia therapy to patients who had no or mild dysphagia

after completion of RT (p = 0.0115). They were about

twice as likely as other SLPs to recommend stretches,

nonswallow exercises, and swallow exercises. Years of

experience did not statistically predict whether a SLP

would recommend treatment to this group of patients.

However, of the clinicians who did recommend some sort

of dysphagia intervention, the more experienced SLPs

recommended swallow exercises (p = 0.0206) and non-

swallow exercises (p = 0.0427) more often than clinicians

with less than 5 years of experience.

Treatment after RT for Patients with Moderate to Severe

Dysphagia

When patients did develop significant dysphasia after RT,

the overall treatment response changed drastically (Fig. 3).
Fig. 1 Treatment recommendations for patients during RT

(N = 752)

Fig. 2 Treatment recommendations after RT for patients with mild or

clinically insignificant dysphagia (N = 745)

Fig. 3 Treatment recommendations after RT for patients with

moderate to severe dysphagia (N = 738)
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Treatment protocols became much more aggressive, and

the number of dysphagia therapies the average SLP rec-

ommended increased from two to approximately four.

For dysphagic HNC patients, nine of ten SLPs recom-

mended compensatory maneuvers, and in every institu-

tional setting nearly 80 % or more recommended swallow

and nonswallow exercises. Even the number of respondents

recommending ‘‘other therapies’’ almost tripled to 39.8 %

for this group of patients compared to patients without

dysphagia. When comparing differences in traditional

therapy recommendations between institutions, no single

institution (with one exception) was statistically most

likely to recommend a particular treatment compared to

other institutions. Similarly, with only one exception, there

was no significant difference between SLPs with more or

less than 5 years of experience. Overall, there was no

meaningful difference in what type of therapy various

clinicians prescribed when working with patients with

moderate to severe dysphagia.

Fig. 4 Frequency of home therapy programs recommended for

patients during RT (N = 728)

Fig. 5 Intensity of home therapy programs recommended for patients

during RT (N = 728)

Fig. 6 Frequency of home therapy programs for patients without

dysphagia following RT (N = 723)

Fig. 7 Intensity of home therapy programs recommended for patients

without dysphagia following RT (N = 723)
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Frequency and Intensity

Frequency and Intensity for Patients during RT

A little over 70 % of all surveyed SLPs reported that they

would recommend some sort of therapy program to a

patient referred to them during RT. Nearly 50 % of all

surveyed SLPs would prescribe 7-days/week therapy pro-

grams (Fig. 4) and for 10–20 min/day (Fig. 5). Only a

small percentage recommended less than 10 min/day and

for 2–3 days/week.

Frequency and Intensity for Patients with Mild

or Clinically Insignificant Dysphagia after RT

For patients with mild or clinically insignificant dysphagia

following RT, approximately 45 % of surveyed SLPs said

they would prescribe some sort of home program. A

quarter of all SLPs still asked their patients to do some type

of home therapy program 7 days/week, 10–20 min/day

(Figs. 6 and 7). Of note, clinicians who recommended

therapy after RT for this patient group were about twice as

likely to prescribe the least frequent home program

(2–3 days/week) and half as likely to prescribe the most

intense home program (30? min/day) than the clinicians

who recommended prophylactic therapy during RT.

Frequency and Intensity for Patients with Moderate

or Severe Dysphagia after RT

While most SLPs recommended almost all treatment

options for patients with dysphagia after RT (Fig. 3), not

all SLPs recommended they be done with similar fre-

quency (Fig. 8). When a patient did develop dysphagia

after RT, a 7-days/week home therapy program was rec-

ommended by most SLPs (65.8 %). However, slightly

more than a quarter of respondents recommended a

somewhat less intense program of 4–6 days/week. A sim-

ilar pattern was observed when respondents were asked

about the intensity of their prescribed treatment programs

for their dysphagic patients. A majority (63.0 %) recom-

mended that home programs last 10–20 min/day, but,

again, a large number of SLPs disagreed with that majority.

Nearly a quarter of the respondents answered that

30? min/day was ideal, while one in ten felt the opposite

extreme was true and recommended less than 10 min/day

(Fig. 9).

Usual Practices of PEG/FT Use

The SLPs surveyed were asked two questions about feed-

ing-tube recommendations and practices. The first question

asked about their institution’s policy for feeding-tube

placement in the HNC population. Most SLPs (71.3 %)

made it clear that their institutions recommend feeding

tubes (FTs) for patients only when needed. However, a

small minority (13.3 %) answered that their institutions

recommend that all patients receive prophylactic FTs,

defined as before or within the first week of RT. The rest

followed various other institution-specific guidelines.

General patterns of feeding-tube placement were indepen-

dent of institution type. However, among institutions that

placed FTs reactively, Skilled Nursing Facilities, followed

by Academic Teaching Hospitals, were statistically more

likely (p = 0.0004, OR = 3.63, and p = 0.0030,

Fig. 8 Frequency of home therapy programs recommended for

patients with dysphagia following RT (N = 737)

Fig. 9 Intensity of home therapy programs recommended for patients

with dysphagia following RT (N = 737)
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OR = 1.95, respectively) to place such FTs than all other

institutions.

The second question asked how respondents generally

recommended their patients use their feeding tube if one

was placed. The respondents were given the choices of

‘‘Use the feeding tube as much as possible,’’ ‘‘Use the

feeding tube conservatively,’’ and ‘‘[Do] not use the feed-

ing tube unless absolutely necessary.’’ A majority of SLPs

from every institution selected the broad intermediate

response of ‘‘conservatively.’’ Conversely, this leaves

nearly half of the respondents sharply divided between the

two extremes of using the feeding tube ‘‘as much as pos-

sible’’ (20.5 %) and only when ‘‘absolutely necessary’’

(22.3 %). Such a division delineates just how inconsistent

recommendations are for FT use (Fig. 10).

Trends in Compliance

Survey participants were asked how compliant they

believed patients were in carrying out their therapy rec-

ommendations. The question was asked separately for

patients who had mild or clinically insignificant dysphagia

and for patients who had moderate to severe dysphagia.

In patients who had mild to no dysphagia, regression

analyses revealed little correlation between frequency/

intensity of prescribed treatment and perceived home pro-

gram compliance. The only meaningful correlation was a

somewhat surprising one: SLPs who prescribed a 30? min/

day home program were almost four times as likely to

report that their patients were 75–100 % compliant com-

pared to SLPs who prescribed a less intense home program

(OR = 3.846, p = 0.0027).

In patients who had moderate to severe dysphagia, SLPs

who recommended 7-day/week programs were almost

twice as likely to report that their patients were 75–100 %

compliant than SLPs who prescribed a less frequent home

program (OR = 1.653, p = 0.0420). Interestingly, SLPs

who prescribed a 4–6-day/week home program were

almost twice as likely as all other SLPs to report that their

patients were only 33 % compliant with their recommen-

dations (OR = 1.815, p = 0.0049).

Discussion

Responses from 759 SLPs who treat HNC patients revealed

that there are trends but a lack of consensus regarding

timing, type, frequency, or intensity of dysphagia therapy.

The majority of institutions (70.6 %) did not have a referral

policy or referrals were made on a case-by-case basis. Of

those who had policies, the majority indicated their policies

were reactive, and patients were referred only once dys-

phagia had developed. This suggests that the benefit of

preventative treatment is not established but the need for

intervention once dysphagia develops is more widely rec-

ognized. Perhaps if there was stronger evidence of treat-

ment efficacy and timing, more institutions would develop

standard models for referring and treating these patients.

Unfortunately, there is no level 1 evidence that has deter-

mined any one particular dysphagia therapy is effective in

rehabilitating the dysphagic HNC patient, and only a

handful of preliminary studies have suggested that proac-

tive therapy may be beneficial in reducing long-term

morbidity.

Timing of SLP dysphagia therapy, perhaps unsurpris-

ingly, correlates somewhat with institutional referral poli-

cies. Timing of first intervention is fairly evenly distributed

between ‘‘Before RT,’’ ‘‘During RT,’’ ‘‘In the first

3 months post RT,’’ and ‘‘After 3 months post RT’’

(Table 1). Clearly, there is a lack of consensus regarding

optimal timing of dysphagia therapy. However, when

teasing out the SLPs who intervened in a purely proactive

manner (before or during RT with all patients, not just

those who complained of dysphagia), it became clear that

far more SLPs see patients reactively (46.9 vs. 18.3 %).

One might assume that institutional constraints (e.g.,

staffing, history) dictate when SLPs see these patients, and

that would be a fair argument. Our survey also found that

more experienced SLPs who have worked with HNC

patients for 5? years are significantly more likely to

intervene with patients proactively. The reason for this is

not clear and the questionnaire did not ask them to defend

their answer. Perhaps more seasoned SLPs, in an attempt to

treat a difficult population, have looked to evidence from

published literature that provides some limited support for

this practice pattern.

The type of dysphagia therapy used by SLPs was very

interesting when reviewed collectively. Even though most

SLPs do not typically see patients proactively during RT, if

a patient was referred to them, approximately 30 % of all

SLPs did not recommend any proactive interventions. Of

Recommended PEG Use During RT

20.5%

57.2%

22.3%

0% 20% 40% 60% 80%

Only if Absolutely
Necessary

Conservatively

As Much as Possible

Fig. 10 SLP recommendations for PEG use among HNC patients

who receive a prophylactic PEG (N = 722)
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those who did, they, on average, prescribed two of the five

treatment types listed in the survey. There was also no

consensus regarding which two treatment types should be

prescribed. This represents a lack of strong evidence in the

literature for any particular proactive intervention.

Once RT is completed and if the patient has no or

clinically insignificant dysphagia, then SLPs overwhelm-

ingly do not prescribe any dysphagia therapy. This is

probably because these patients have just completed a

taxing cancer treatment and SLPs realize many of them

will not want to do swallowing exercises ‘‘just in case.’’ Of

those who did prescribe therapy for these patients, the most

common intervention was stretches, probably because of

their relatively manageable nature at this point in time.

However, once a patient developed dysphagia after RT,

most SLPs prescribed almost all the different types of

therapies available to them. Approximately two thirds of

all surveyed SLPs prescribed these therapies 7 days/week

and 10–20 min/day. What appears to happen is that SLPs

are fairly conservative in managing dysphagia proactively,

but once their patients develop dysphagia, ‘‘everything’’ is

prescribed. Since strong evidence for a beneficial effect of

any particular intervention is lacking in this population, a

‘‘package’’ is presumably recommended in the hopes that

one or more of the therapies might help the patient.

Finally, it is important to recognize that the majority is not

always correct, and the results of this survey do not affirm best

practices or the efficacy of any treatment plan. While the

majority of SLPs prescribe therapy 7 days/week and

10–20 min/day for the dysphagic patient, a substantial quarter

of SLPs disagree with that recommendation and prescribe

therapy 4–6 days/week and 30? min/day. Intuition would

dictate that more therapy is better, but perhaps less can realize

the same outcome and with less burden to the patient. To date,

there are no clinical trials that have attempted to determine

optimal frequency or intensity for this patient population.

Interestingly, this survey found that clinicians who

prescribed a 30? min/day home program to nondysphagic

patients who had completed RT also reported optimal

compliance with this rigorous program. There could be a

couple of explanations for this seeming anomaly. The first

and the optimistic explanation is that patients who are

prescribed intense exercise programs may take their

potential dysphagia more seriously. Perhaps these partic-

ular clinicians are also exceptionally persuasive or are part

of a multidisciplinary team that is exceptionally dysphagia-

centric. The second and less optimistic explanation is that

clinicians who prescribe such intense proactive interven-

tions are overly optimistic about their patient’s compliance

and assume the patient follows their prescribed plans. The

true rate of compliance is, of course, not known.

Similarly, patients with moderate to severe dysphagia

and who are prescribed a 7-day/week therapy program

seem to also have optimal compliance. Perhaps with this

patient population, having something to do every day

makes it easier to incorporate the therapy into their daily

routine, rather than it being something they have to do as

an ‘‘extra’’ chore during the work week. Perhaps this is

why patients who are prescribed 4–6 days of therapy per

week are more likely to have a seemingly abysmal 33 %

compliance rate. Again, the actual compliance rate is

unknown.

Finally, usual practices regarding PEGs was of signif-

icant interest since PEG use can be viewed as both ben-

eficial and detrimental to HNC patients. On one hand, a

PEG can help a patient maintain proper nutrition and

weight during a painful course of RT [9, 10]. Conversely,

there is a growing body of evidence suggesting that PEG

use during RT may result in greater incidence and

severity of long-term dysphagia [11–13]. The theory

behind the latter argument is that PEG use may promote

muscle atrophy, which, if coupled with a RT-induced

fibrosis, can cripple one’s ability to use their swallowing

musculature. When SLPs were asked if they recom-

mended that a patient use the PEG ‘‘only if absolutely

necessary,’’ ‘‘conservatively,’’ or ‘‘as much as possible,’’

they were being indirectly asked to which school of

thought they belonged. The majority chose the safe

middle ground, but almost half of the respondents were

split between ‘‘only if absolutely necessary’’ and ‘‘as

much as possible.’’ This, again, implies that information

needed to make informed decisions regarding patient

treatment, in this case optimal PEG use, is either lacking

or not adequately established.

Conclusion

This survey effectively determined that while there are

some trends in treatment practices, there is no consensus

regarding optimal type, timing, and intensity of dysphagia

therapy. In general, experienced clinicians were more

likely to treat HNC patients proactively, but if a patient was

referred to any SLP during RT, most SLPs prescribed some

sort of conservative dysphagia therapy. However, once a

patient did develop dysphagia, most SLPs prescribed

almost any and every type of therapy described in the lit-

erature. Institutional and individual protocols were variable

because there is little evidence to support any particular

dysphagia therapy, at any intensity, or at any time, for this

unique patient population. Many randomized controlled

clinical trials specific to this patient population will be

required to establish evidence-based practices to not only

help guide clinical practice, but also provide patients with

therapies that are effective. Since the burden of dysphagia

therapy rests largely on the SLP community, they are most
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likely the ones who must lead this necessary research

endeavor.
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Appendix

Survey Questions

1. What kind of clinical setting do you primarily

work in?

a. Academic teaching hospital

b. Stand-alone Specialized Cancer Center

c. Urban or Suburban Non-teaching Hospital

d. Rural Hospital

e. Skilled Nursing Facility or Rehab Center

f. Private Practice

g. Home Care

2. For HNC patients receiving RT, what is your

institution’s policy regarding referrals to SLP?

a. Patients are automatically referred to speech

pathology before or during RT, even if they do

not have a current dysphagia.

b. Patients are referred only after they have devel-

oped a possible dysphagia.

c. There is no institutional policy or referrals are to

be made on a case-by-case basis.

3. How do actual referral patterns compare to the

institutional policy in Question #2?

a. Referral patterns adhere very well to policy

b. Referral patterns sometimes adhere to policy

c. Referral patterns poorly adhere to policy

d. There is no institutional policy or referrals are to

be made on a case-by-case basis.

4. At what time do you generally begin to intervene

with exercise, stretching, massage, or any other

interventions? Please select the best answer.

a. Before RT – with all patients

b. Before RT – only with patients who are moti-

vated or complaining of difficulty swallowing

c. During RT – with all patients

d. During RT – only with patients who are moti-

vated or complaining of difficulty swallowing

e. In the first 3 months after RT – with all patients

f. In the first 3 months after RT – only if the patient

has dysphagia

g. After 3 months post RT – with all patients

h. After 3 months post RT – only if the patient has

dysphagia

5. What is your typical treatment protocol for

patients you see during RT? Check all that apply.

a. I don’t typically have any treatment protocol for

patients during RT

b. Compensatory techniques (e.g. Position changes,

bolus consistency changes, liquid wash)

c. Stretches (e.g. Neck, jaw, tongue)

d. Non-swallow Exercise (e.g. Tongue base exer-

cises, laryngeal or pharyngeal exercises, shaker)

e. Swallow Maneuver Exercises (e.g. Mendelsohn,

Effortful Swallow, Super Supraglottic)

f. Other Therapies - can be done by other profes-

sionals (e.g. E-stim, massage or other soft tissue

manipulation, acupuncture, lymphedema therapy)

6. For those patients in Question #5 who are given a

home program during RT, approximately how

many days per week do you recommend they

perform their stretches or non-swallow/swallowing

exercises (not including compensatory techniques)?

a. Not recommend at this time.

b. 2-3 days / week

c. 4-6 days / week

d. 7 days / week

7. Approx. how many minutes / day do you recom-

mend these patients perform this home program?

a. Not recommend at this time.

b. Less than 10 min. per day

c. 10-20 min. per day

d. 30 ? min. per day

8. For patients with no dysphagia (or clinically

insignificant dysphagia), what is your typical

treatment protocol after completion of RT and

when acute pain is over? Check all that apply.

a. I don’t typically have any treatment protocol for

these patients after RT.

b. Compensatory techniques (e.g. Position changes,

bolus consistency changes, liquid wash)

c. Stretches (e.g. Neck, jaw, tongue)

d. Non-swallow Exercise (e.g. Tongue base exer-

cises, laryngeal or pharyngeal exercises, shaker)

e. Swallow Maneuver Exercises (e.g. Mendelsohn,

Effortful Swallow, Super Supraglottic)
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f. Other Therapies - can be done by other profes-

sionals (e.g. E-stim, massage or other soft tissue

manipulation, acupuncture, lymphedema therapy)

9. For those patients in Question #8 who are given a

home program, approximately how many days

per week do you recommend they perform their

stretches or non-swallow/swallowing exercises (not

including compensatory techniques)?

a. Not recommended at this time.

b. 2-3 days / week

c. 4-6 days / week

d. 7 days / week

10. Approx. how many minutes / day do you recom-

mend these patients perform this home program?

a. Not recommended at this time.

b. Less than 10 min. per day

c. 10-20 min. per day

d. 30 ? min. per day

11. For patients with dysphagia, what is your typical

treatment protocol after completion of RT and

when acute pain is over? Check all that apply.

a. Compensatory techniques (e.g. Position changes,

bolus consistency changes, liquid wash)

b. Stretches (e.g. Neck, jaw, tongue)

c. Non-swallow Exercise (e.g. Tongue base exer-

cises, laryngeal or pharyngeal exercises, shaker)

d. Swallow Maneuver Exercises (e.g. Mendelsohn,

Effortful Swallow, Super Supraglottic)

e. Other Therapies - can be done by other profes-

sionals (e.g. E-stim, massage or other soft tissue

manipulation, acupuncture, lymphedema therapy)

12. For those patients in Question #11 who are given a

home program, approximately how many days per

week do you recommend they perform their

stretches or non-swallow/swallowing exercises

(not including compensatory techniques)?

a. I only recommend compensatory maneuvers

b. 2-3 days / week

c. 4-6 days / week

d. 7 days / week

13. Approx. how many minutes / day do you

recommend these patients perform this home

program?

a. I only recommend compensatory maneuvers

b. Less than 10 min. per day

c. 10-20 min. per day

d. 30 ? min. per day

14. Averaging all your HNC patients with moderate to

severe dysphagia, what percentage do you think

fully comply with your recommendations? Please

select the best answer.

a. 25% or less

b. 33%

c. 50%

d. 67%

e. 75% or more

15. Averaging all your HNC patients with mild to no

dysphagia, what percentage do you think fully

comply with your recommendations? Please

select the best answer.

a. 25% or less

b. 33 %

c. 50%

d. 67%

e. 75% or more

f. I don’t typically have any treatment protocol for

these patients

16. At your institution, what is the policy for feeding

tube placement in HNC patients who receive RT?

a. All patients are recommended to receive feeding

tubes prophylactically (before or during the first

week of RT).

b. Some patients are recommended to receive

feeding tubes prophylactically according to

specific institutional guidelines. Please specify

these guidelines: ______________________

c. All patients are recommended to receive feeding

tubes only when needed.

17. For patients using a feeding tube during RT, do

you generally recommend that they:

a. Use the feeding tube as much as possible

b. Use the feeding tube conservatively

c. Not use the feeding tube unless absolutely

necessary

18. What percentage of all your patients are HNC

patients? Please select the best answer.

a. 25% or less

b. 33%

c. 50%

d. 67%

e. 75% or more

19. How many years have you worked with swallow-

ing disorders in head and neck cancer patients?

a. Less than 1 year
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b. 1 to 4 years

c. 5 to 10 years

d. More than 10 years
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