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SUPPLEMENTARY MATERIAL 

 

 

Table 1 – Summary of Royal College of Physicians Clinical Guideline for Stroke 

(2016) specifically related to dysphagia screening, assessment and oral care.  

Chapter Recommendation 

Acute Care  

Recommendation 3.10.1 E  

Patients with acute stroke should have their swallowing screened, 

using a validated screening 

tool, by a trained healthcare professional within four hours of 

arrival at hospital and before 

being given any oral food, fluid or medication. 

Recommendation 3.10.1 F Until a safe swallowing method is established, patients with 

dysphagia after acute stroke 

should: 

‒ Be immediately considered for alternative fluids; 

‒ Have a comprehensive specialist assessment of their swallowing; 

‒ Be considered for nasogastric tube feeding within 24 hours; 

‒ Be referred to a dietitian for specialist nutritional assessment, 

advice and monitoring; 

‒ Receive adequate hydration, nutrition and medication by 

alternative means. 

Recovery and Rehabilitation 

Recommendation 4.11.1 A 

People with stroke, especially those who have difficulty swallowing 

or are tube fed, should have mouth care at least 3 times a day 

including: 

‒ Brushing of teeth and cleaning of gums with a suitable cleaning 

agent (toothpaste and/or 

chlorhexidine dental gel), for which an electric toothbrush should 

be considered; 

‒ Removal of excess secretions; 



‒ Application of lip balm. 

 

 

 

 

 

 

 

 

 

Table 2: Topic guide for staff interviews 

 

Thank you for agreeing to take part in this interview. I am interested to hear about what happens in the 

first few days when patients are admitted after a stroke? It might help if you remember the last person 

you cared who was admitted on the stroke pathway….. 

 

Questions for All Staff Groups 

What is the admission process and pathway for acute stroke patients (e.g., admission to the emergency 

department, transfer to the stroke bed/hyper acute stroke unit (HASU), direct admission to stroke bed)? 

What happens to patients before they get a swallow screen? 

What happens to patients admitted overnight or at weekends, or for patients who are outside HASU? 

What do you think are the main factors, which contribute to delays in a) screening and b) assessment? 

Is there an integrated team approach for the management of patients with dysphagia? 

Does a speech and language therapist (SLT) or dysphagia trained practitioner attend daily ward round 

with the multidisciplinary team (MDT)? 

Do you have access to a dietician? 

What do you do if the patient is nil by mouth (NBM) and requires alternative feeding overnight or at 

the weekend? 

What happens if there are accidents or errors (e.g., fed despite NBM)? 

 

Specific Questions for Doctors and Ward Sisters 

What is the practice in terms of nasogastric (NG) tube insertion? 

Who inserts the nasogastric tube (NGT)?  

How many NGT insertions are permitted? 

How many staff are trained to insert an NGT? 

Do you use NGT bridles? 

What feeding protocol do you use during <72 hours? 

Do you have an oral care policy?  



What does this consists of?  

How frequently is this carried out? 

Are dysphagia patients managed differently? 

Do you have access to professional oral care? 

Do you use selective decontamination of the digestive tract? 

What is your approach to mobilization during <72 hours?  

What is your approach to positioning during NG feeding and at mealtimes? Have there been any 

changes since the head post-trial? 

Do you use any medications to reduce risk of stroke-associated pneumonia (SAP) (acid suppressive 

medications, antiemetic, angiotensin-converting enzyme inhibitors, antibiotics)? 

Are there any confounding factors, which may impact on use of these medications? 

 

 

Specific questions for SLT Stroke Team Leaders, Speech and Language Therapists and Trained 

Dysphagia Screeners  

How do you identify which patients need a) dysphagia screen and b) SLT swallowing assessment? 

How do you prioritize which patients are a) screened and b) assessed first? 

How long does it usually take to a) screen and b) assess a patient?  

What dysphagia screening protocol do you use?  

Who typically undertakes the dysphagia screen? 

After the dysphagia screen who manages the patient’s swallow? 

Do you use a validated bedside swallow assessment such as Mann Assessment of Swallowing Ability? 

How frequently is a patient’s swallow reviewed? 

What level of supervision is there for dysphagia patients? 

What types of dysphagia management strategies are used? 

When do you initiate swallowing therapy? 

Do you have access to videofluroscopy and/or fibreoptic endoscopic evaluation of swallowing (FEES)? 

How frequently is this used during first 7 days of admission? 

How are the findings and recommendations of a) the screen and b) assessment communicated with 

other members of the MDT? 

How are the findings and recommendations communicated with patients and family members? 

What does the SLT swallow assessment involve?  

 

Closing question—Is there anything in those first 72 hours, which you think could be handled 

differently? Or anything you would like to tell me that I haven’t asked? 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

Table 3 – Participant characteristics 

Participant ID Professional Role Years 

Professionally 

Qualified 

IDF Competency 

H1P1 Stroke Specialist 

Nurse 

27 yrs. Specialist Level  

H1P2 Charge Nurse 10 yrs. Foundation Level  

H1P3 Doctor 18 yrs. N/A 

H2P1 SLT 17 yrs. Specialist Level 

H2P2 Doctor 14 yrs. N/A 

H2P3 Stroke Specialist 

Nurse 

14 yrs. Foundation Level 

H3P1 Doctor 23 yrs. N/A 

H3P2 SLT 10 yrs. Specialist Level 

H3P4 Rapid Access 

Protocol Nurse 

4.5 yrs. Foundation Level 

H4P1 Doctor 20 yrs. N/A 

H4P3 Clinical Lead for 

Stroke Nurse 

Practitioners 

16 yrs. Foundation Level 

H4P4 Stroke SLT 

Clinical Lead 

16 yrs. Specialist Level 

H5P1 Stroke SLT 

Clinical Lead 

8 yrs. Specialist Level 

H5P2 Practice Educator 11 yrs. Foundation Level 

H5P4 SLT 5 yrs. Specialist Level 

SCN—strategic clinical network, IDF—inter professional dysphagia framework. 



Table 4 – Type of dysphagia screening protocol 
 

Hospital ID Type of DSP Screen 

components 

Consistencies 

H1 Locally 

developed tool 

Pre-screen check 

fluids and diet 

>100 ml Level 0 

H20, Level 4 puree, 

Level 6 soft and 

bite sized, Level 7 

regular ETC, Level 

7 regular  

H2 Locally 

developed tool 

Pre-screen check 

fluids only  

>3 sips Level 0 

H20, >3 sips Level 

3 moderately thick 

fluids 

H3 Locally 

developed tool 

Pre-screen check 

basic screen 

advanced Screen 

Level 0 H20, Level 

7 ETC 

Level 3 moderately 

thick fluids, Level 4 

puree  

H4 Locally 

developed tool 

Part A—Pre-

screen tasks, Part 

B—H20, Part C—

diet  

>50mls Level 0 

H20, Level 7 

regular ETC or 

Level 7 regular 

H5 Locally 

developed tool 

Pre-screen check  

fluids only 

>cup Level 0 H20 

    

 

At the time of the interviews some hospitals were in the process of transitioning to the 

International Dysphagia Diet Standardisation Initiative (IDDSI) descriptors.[2] In two 

hospitals they were using a combination of the IDDSI descriptors for fluid 

consistencies and the National Descriptors for diet consistencies. For comparative 

purposes in Table 1 National descriptors have been converted to the IDDSI 

descriptors.   

 

In Hospital 3 patients who were screened on Level 7 easy to chew (ETC) diet would 

be automatically upgraded to Level 7 regular diet after 24 hrs.  In Hospital 5 if 

patients passed the screening they would be served a Level 7 regular diet at the next 

mealtime.  
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Data collection instruments and technologies - Description of instruments 
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