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Dysphagia and Intellectual Disability (ID): =

A Survey of Practice Patterns in the Intermediate Care Setting =
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Health Status of Those with ID Survey questions reviewed by three independent % Respondents Usually/Always Assessment Component Dysphagia Assessment Barriers

Cervical auscultation
Pulse oximetry
Sensory function

Gag reflex

Patient interview
Laryngeal elevation
Oral health

Variety of bolus types
Swallow timing
Airway protection
Social history

Oral structures

Oral functions
Medical history

Meal observation
Current medical status

= Exponential rise in life expectancy
(Patja et al., 2000; Corpus, 2013; Glover 2017, AAIDD, 2020)

- 1929 ~ 9 years

speech-language pathologists with > 10 years of

clinical experience in dysphagia management Poor Access
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An email request was sent to 118 habilitation
Anatomical Deformities

- 1979 ~ 18 years therapists from 13 ICFs in Texas

- 2010 ~ 55 years Survey administration was web-based Medicl Fragility
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- Today ~ 60 years Survey reliability was determined using a test-retest

: : : ® Challenging Behaviors
= Mortality rates increase sharply at middle age o9

(Scheepers et al., 2012)

design with a 2-week time period between

guestionnaire repeats with Pearson’s correlation = Intellectual Disabiity

- Doubles every 9.6 years

coefficient applied to determine reliability Clinical Assessment Instrumental Assessment

" Dysphagia associated with pneumonia Is Survey analysis was completed using univariate
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commonly reported (Sheppard, 2006) and descriptive statistics Dysphagia Treatment Barriers

69%

. % Respondents Usually/Always Recommendations
= After age 40, pneumonia is a frequent

cause of death (pay et al., 2005, Glover 2017)

Effects of ID Comorbidity

* Neurologic
« Gastrointestinal
Psychiatric

Discipline Measure Percentage (%)

64.7
5.9
5.9
0.0

23.5

43.8
56.3

17.6
82.4

11.5
38.5
19.2
26.9
3.8
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Years of
experience in
dysphagia
management

Oral
Pharyngeal
Esophageal

Respiratory muscle training
Oral-motor exercises
49%
Biofeedback devices 46%
Neuromuscular e-stim 39%
36%
Thermal-tactile stim 33%

Staff-feeding
Suction tooth brushing
Swallowing maneuvers
Instrumental Assessment
Postural changes

Intellectual Staff Behavior Comm Physical Institutional
Disability Compliance Disorders Disorders Impairments Practices

Swallow
Phases

Graduate course
In dysphagia
Graduate clinical
In dysphagia

Thickened-liquids

) Nothing by mouth
Choking

Respiratory iliness
Nutritional deficits

Safe swallowing strategies
Years of

experience in
dysphagia
management

Oral care instructions

Diet modifications
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(Sheppard, 2006; Pace & McCullough, 2010) Adaptive dining equipment

Body positioning |
Staff supervision | —

Within the ICF setting, a multidisciplinary approach is used to

Graduate course
In dysphagia

manage dysphagia in those with ID
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= |D and associated co-morbidities impact both dysphagia
Graduate clinical

In dysphagia

assessment options and management recommendations

" Dysphagia in those with ID Is associated with Clinician Agreement on Use of Assessment Components

" The strong focus on compensatory strategies over rehabilitative

qguality of life for those with dysphagia and ID

Comm Physical Severe Behavior Mental Medically
Disorders

serious health risks (Robertson et al., 2017) Gag reflex  ————
- Caseload Characteristics Laryngeal elevation e — techniques is indicative of a ‘risk management’ approach and
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