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EDITORIAL

Dysphagia, the  great  unknown  for  critical care  nurses

La  disfagia,  la  gran  desconocida  para  las enfermeras  de cuidados  críticos

The  role  of  the critical  care  nurse  is  increasingly  rele-
vant  in  multi-professional  and  multidisciplinary  healthcare,
inside  and  outside  intensive  care  units  (ICU).  The  survival  of
patients  admitted  with  a  critical  illness  is  increasing,  due, on
the  one  hand,  to  greater  scientific  knowledge  and,  on  the
other,  to  the availability  of  better  care  resources  and life
support  measures.1 The  ability  of  critical  care  professionals
to  adapt  to  the  new  realities  of  care  has  led  to  a  change  in
approach,  not  only focussing  on  survival  but  also  highlighting
issues  related  to  the physical,  psychological  and social  situ-
ation  of  patients  after  their  stay  in  an  ICU.2 Consequently,  a
patient’s  stay  in  an ICU  entails  a  series  of  clinical  conditions
that  will  involve  difficulties,  to  a  greater  or  lesser  extent,  in
performing  basic  activities  of daily  living  (ADLs)  and  which
fall  within  what  is  known  as  the Post-ICU  Syndrome.3

Muscle  weakness  is  one of  the components  included
in  the  Post-ICU  Syndrome,  and  its  management  requires
professional  care by  nurses.  Patients  experiencing  muscle
weakness  have  been  shown  to  have  poorer  care  outcomes
and  higher  mortality  rates.4,5 Therefore,  nurses  in these
areas  have  a  responsibility  to  implement  measures  to  ensure
that  the  specific  needs  and care required  by  these  patients
are  met.6

Currently,  it  has been  observed  that  swallowing  disorders
are gaining  relevance  in the ICU.  Dysphagia  is  a disorder  that
may  initially  go unnoticed;  however,  it can  affect  a  signifi-
cant  percentage  of  patients  admitted  to  the ICU,  according
to  studies  run,  ranging  from  3%  to  62%  of  the  population.7,8

Dysphagia  is  characterised  by  the partial  or  complete
inability  to  swallow  liquid  or  solid  food,  or  even  saliva,
effectively.7 The  causes  are multifactorial,  including  mus-
cle  weakness,  side  effects  of  the  medication  used  and  the
presence  of  devices  in the  airway.9 Several  authors  have
demonstrated  the association  of  dysphagia  with  the post-
extubation  process,10,11 severity  of  illness  (APACHE  II  and
SAPS  II),  respiratory  disease,  presence  of tracheostomy,
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duration of  mechanical  ventilation,  prolonged  stay  in ICU
and  hospitalisation;  and how  these  factors  increase  the risk
of  developing  dysphagia.8,12,13 There  is  therefore  a  need  for
healthcare  professionals  themselves  to  be familiar  with  the
risk  factors  identified  in  the  current  literature.7,13,14

The  presence  of  dysphagia  leads  to  various
complications,  such as  increased  risk  of aspiration,
aspiration  pneumonia,  delayed  initiation  of  oral feeding,
malnutrition,  prolonged  hospital  stay  and  increased  mor-
tality  and  morbidity.7,9,14 Some  studies  have  shown  that
mortality  increases  at 28  and 90  days  after  ICU  admission
in  patients  with  a positive  dysphagia  test  during their
ICU  stay,  compared  to  patients  with  a  negative  test,
further  highlighting  the importance  of  proper  detection  and
management.8

In  the critically  ill patient,  it has  been shown  that  main-
taining  adequate  digestive  feeding  is  critical  to  recovering
health.  Therefore,  ensuring  a  safe airway  and  correct  food
handling  must  be a key element  in  our  daily  work.  To achieve
this,  it is  necessary  to  use  the  available  scientific  evidence
and  resources  at our disposal  to  prevent  complications.3,15 In
this  regard,  two  fundamental  elements  are  required.  Firstly,
raising  awareness  among  professionals  of  the  importance  of
dysphagia  and its  early  detection.  Secondly,  the  implemen-
tation  of  consensual  screening  measures  in the different
units  to  confirm  or  rule  out the  presence  of  dysphagia  in
patients.

To increase  the awareness  of  professionals  as  regards  the
detection  and attitude  towards  dysphagia,  Nielsen  et  al.
mention  that  there  must  be interprofessional  collaboration
with  the  aim  of  avoiding  aspiration  and  moving  towards
swallowing  rehabilitation  in the safest  possible  way.16 How-
ever,  in the  study  by  Santana-Cabrera  et  al. despite  the fact
that participants  considered  dysphagia  to  be  an important
problem,  only 26%  of the ICUs analysed  had a standardised
procedure  for  dysphagia  care  and  in less  than  10%  it was
applied  systematically  to  all patients.17

As  for  screening  methods  to  detect  this problem,  the
literature  identifies  several  different  models: Functional
Oral  Intake  Scale  (FOIS  score),18 Modified  Viscosity  Volume
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Swallowing  Test  (mV-VST)19 or  the Volume-Viscosity  clinical
screening  method  (MECV-V).20 These  tests  require  training
the  healthcare  professional  running  them and  are  based on
the  International  Dysphagia  Diet  Standardisation  Initiative
(IDDSI)  criteria,  which  were  updated  in  201721 and which
divide  drinking  and  eating  into  eight  levels  (0---7),  both
focussing  on levels  of  ease  of swallowing,  from  light  liquid
items  (level  0)  to normal  food  (level  7).  These  tests  cover
different  elements  that  assess  the  functionality  of  the  swal-
lowing  process.  To  this  end,  strategies  must  be  implemented
in  the  respective  units  to  unify  criteria,  where  nurses  are  the
professionals  who  carry out  these  assessments  prior  to  the
start  of the  oral diet.  To  this  end,  they  should  receive  prior
training  in  this respect.22,23

The  lack  of  knowledge  of  critical  care  nurses  about
dysphagia,  and  failure  to  follow  a  regulated  screening
methodology  can lead  to  great  variability  in care,  which  can
increase  the  risk  of  aspiration.24 Both  elements,  knowledge
and use  of  validated  tests,  allow  nurses  to  reassure  patients
when  restarting  an oral diet.

The current  reality  is  that  functional  swallowing  tests
using  imaging  tests  are  the  most  effective  in detecting  dys-
phagia,  although  tests  based on  the IDDSI  criteria  are  the
most  widely  used.21 However,  neither  of  these  tests  and
sequential  approaches,  after  obtaining  positive  test  results,
are  widely  used in clinical  practice.17 These  findings  should
make  us reflect  on  the  fact that  dysphagia  is  a problem
that  hinders  patients’  recovery  and  may  generate  health
care  needs  due  to  associated  complications.  In a prospec-
tive  research  project  by  Huang  et  al.  it was  observed  that
patients  diagnosed  with  dysphagia  and  stratified  according
to  the  Dysphagia  Severity  Scale  (DDS)  and  video  fluoroscopy
had  a  statistically  significant  increased  risk  of  developing
pneumonias  in  the  severe  dysphagia  group  as  compared
to  the  mild  dysphagia  group  at 3, 6 and  20  months  after
recruitment  to  the study.  At  the 20-month  measurement,
the  risk  was  five  times  higher  in the severe  dysphagia  group
(OR = 5.12;  95%  CI  =  [1.70---15.37];  p = .002).25

Given  the problems  identified,  both  during  hospitalisa-
tion  and  in  the  weeks  and months  after  discharge,  it  is
essential  to implement  evidence-based  measures  to ensure
safe  feeding.  This  begins  with  the  appropriate  detection  of
cases,  which  will  enable  corrective  or  supportive  measures
to  be  implemented  as  early  as  possible,  with  the aim  of min-
imising  the  time  without adequate  care  tailored  to  the  needs
of  these  patients.  As  in other  settings,  nurses  in  Spanish
ICUs  should  develop  clinical  practice  guidelines  or  standard-
ised  procedures  to  address  this  circumstance,  as  has  been
observed  in  other  studies.16,26

As  critical  care  nurses,  it is  essential  to recognise  the
importance  of our  role  in both  oral  and  enteral  nutrition,
ensuring  safety  and  efficacy  throughout  the feeding  process.
We  must  be  aware  of  the risk  of  potential  complications
that  could  be  triggered  by  initiating  oral  tolerance  in  all
critically  ill  patients  without  first  assessing  their  ability  to
swallow  adequately.  Therefore,  it is  essential  to  undertake  a
thorough  assessment  of swallowing  function  before  initiating
oral  feeding  in  these  patients.
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