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ABSTRACT Objective: This study aimed to investigate the current dysphagia practices and their 
defined awareness in the intensive care units (ICUs) in Turkey.
Materials and Methods: The study was part of an international, multi-center survey, called Dysphagia 
in Intensive Care Evaluation. The survey included questions related to the descriptive information 
and questions under three subgroups, including current practice, awareness, and perceived best 
practice, and was sent to ICU department managers via Google forms for them to answer on 
behalf of their ICU.
Results: A total of 39 responses were received, which revealed no standard protocol in all ICUs that 
indicates which patients should be screened for dysphagia. Cough reflex testing and water swallow 
tests were the most common methods to confirm dysphagia. Oral hygiene, postural adjustments, 
modifications, and delay feeding and retry the next day were reported as the most common 
preventions for aspiration, and repetitive swallowing exercises/maneuvers, muscle strengthening 
exercises, and respiratory exercises were most common for dysphagia treatment. The awareness-
related survey items revealed a mean score of >5 on a 7-level Likert scale.
Conclusion: Dysphagia practice in the ICUs in Turkey needs improvement, with established 
standardized management protocol.
Keywords: Intensive care, deglutition, dysphagia, deglutition disorders

ÖZ Amaç: Bu çalışma, Türkiye’deki Yoğun Bakım Üniteleri (YBÜ)’nde mevcut disfaji uygulamalarını 
araştırmış ve disfajiye ilişkin farkındalığı tanımlamıştır.
Gereç ve Yöntem: Çalışma, Yoğun Bakım Değerlendirmesinde Disfaji (YBDD) adı verilen 
uluslararası, çok merkezli bir anket çalışmasının bir parçasıdır. Anket, açıklayıcı bilgilerle ilgili soruları 
ve mevcut uygulama, farkındalık ve algılanan en iyi uygulamayı içeren üç alt grup altındaki soruları 
içermektedir. Anket, YBÜ’ler adına yanıtlamaları için yoğun bakım departmanı yöneticilerine Google 
formları aracılığıyla gönderildi.
Bulgular: Toplam 39 yanıt alındı. YBÜ’lerin hiçbirinde, hangi hastaların disfaji için taranması gerektiğini 
belirten standart bir protokol yoktu. Öksürük refleksi testi ve su yutma testi, disfajiyi doğrulamak için 
kullanılan en yaygın yöntemlerdendi. Ağız hijyeni, postür ayarlamaları, modifikasyonlar ve beslemeyi 
geciktirme ve ertesi gün yeniden deneme, aspirasyon için en yaygın kullanılan önlemler olarak 
rapor edildi ve tekrarlayan yutma egzersizleri/manevraları, kas güçlendirme egzersizleri ve solunum 
egzersizleri, disfajiyi tedavi etmek için en yaygın kullanılan müdahalelerdi. Farkındalıkla ilgili anket 
maddelerinden alınan ortalama puan 7 seviyeli Likert ölçeğinde 5’in üzerindeydi.
Sonuç: Sonuç olarak, Türkiye’de yoğun bakım ünitelerinde disfaji uygulamasının iyileştirilmesi ve 
standart bir yönetim protokolü oluşturulması gerekmektedir.
Anahtar Kelimeler: Yoğun bakım, yutma, yutma güçlüğü, yutma bozuklukları
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INTRODUCTION

Dysphagia is a condition that includes the ability to 
eat and drink, and affects body functions (1). It ranges 
from conditions that mostly affect oral area including food 
retention in the mouth to difficulty in food delivery to life-

threatening situations such as penetration and aspiration (2). 

Assessments related to dysphagia include biomechanical 

parameters, integrity and movements of anatomical 

structures, bolus transport, penetration and aspiration of 

foods into airway (3,4). In dysphagia treatment, medical, 
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surgical, rehabilitatitive and behavioral approaches are 

used to to teach compensation mechanisms and improve 

swallowing physiology (4,5).

Dysphagia occurs with symptoms including coughing 

during swallowing, wheezing, sputum, weight loss, and 

recurrent pneumonia (1). It may also affect both patient’s and 

caregiver’s quality of life. Therefore, identifying and defining 

swallowing disorders in the early period enables the patient 

to be included in the swallowing rehabilitation program in 

the early period and to shorten the recovery period (6-8). 

The early identification increases the quality of life of both 

patients and their families, and contributes to the reduction 

of health-care expenses (9). Thus, it is very important to 

increase the awareness of clinicians about dysphagia and to 

identify the presence of dysphagia in the early period.

Dysphagia can be seen between 3 to 62% in critically 

ill patients on the Intensice Care Units (ICUs) (10). The 

potential causes were reported as direct trauma caused by 

endotracheal and tracheostomy tubes, decreased muscular 

strength and  laryngeal sensory function, gastroesophageal 

reflux, and incoordination of  breathing and swallowing (11). 

Its clinical consequences including dysphagia complications 

(i.e., pneumonia, reintubation), longer hospitalization, 

increased healtcare costs, increased mortality are also crucial 

(12,13). Therefore, early identification of dysphagia in ICU 

patients become more important, and swallowing function 

should be evaluated in a timely manner in ICUs. At this 

point, clinicians in ICUs must have sufficient knowledge and 

awareness regarding dysphagia, and standardized screening 

protocols should be established. Despite this need, there 

is no standardized guidelines for ICU patients related to 

the management of dysphagia. To establish standardized 

guidelines, studies investigating national and international 

practices are necessary to define the needs and best 

practices. Therefore, this study was aimed to determine the 

current dysphagia practices, and define awareness regarding 

dysphagia in ICUs in Turkey.

MATERIALS AND METHODS

The study was conducted at a university hospital. The 

Ethics Commission of the university approved the study 

protocol (Approval number = 35853172-431).

This study was conducted as a part of an international, 

multi-center survey study which is called Dysphagia in 

Intensive Care Evaluation (DICE). As Turkey local study 

coordinators, we received the developed survey based on 
available literature for forward backward translation process. 
The forward-backward translation process was followed 
to translate the survey English into Turkish language. The 
forward translation was performed by two bilingual Turkish 
physical therapists. Two Turkish translations were analyzed, 
and turned into a single survey with a consensus. The Turkish 
version was then translated into English by a native English-
speaking language expert who also speaks Turkish for 
backward translation. The backward version was compared 
to the original survey in a meeting, and the Turkish version 
was completed. The backward translation was presented to 
the main study coordinators for their confirmation.

The survey was sent to ICU department managers 
via Google forms. Participants were asked to answer the 
survey on behalf of their ICU. If there are non-responders, a 
follow-up inquiry was sent two weeks interval.

The survey had questions related to descriptive 
information, and questions under three subgroups including 
current practice, awareness, and perceived best practice. 
The descriptive information related to the hospital and ICU 
was questioned. In the current practice section, screening 
procedures, evaluation methods, methods used to prevent 
aspiration/aspiration pneumonia, interventions to treat 
dysphagia were questioned. In awareness section, the 
participants were asked the relationships between and ICU, 
duration of intubation, ICU length of stay, hospital length 
of stay, physical functioning, nursing home, risk of ICU-
readmission. In the perceived best practice, the need for 
standard protocol for screening, screening before discharge 
and screening for post-extubation dysphagia. 

Statistical analysis
The statistical analysis was conducted by using the IBM-

SPSS for Windows version 20. Descriptive statistics were 
calculated as a number/percent for qualitative data, and 
mean, standard deviation, minimum and maximum values 
for quantitative data.

RESULTS

The Turkish translation of the survey did not have any 
linguistic problem, and the final version was presented to 
the DICE study coordinators, and every item was identical 
to the original version. 

A total of 39 responses was received. Most responding 
centers were university hospitals (n=32, 82.1%). The 
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descriptive information related to the hospital and ICU is 

presented in Table 1.

Current practice

Most ICUs (n=15, 38.5%) did not screen patients for 

dysphagia after extubation who were intubated for >48 

hours, and only 7 ICUs (17.9%) screened them more than 

>75% of the time. Almost half of ICUs (n=14, 35.9%) did not 

screen tracheotomized patients for dysphagia routinely, and 

the other half (35.9%) screened them more than >50% of 

the time. None of the ICUs reported a standard protocol that 

indicates which patients should be screened for dysphagia. 

The most frequently screened patients for dysphagia after 

extubation were patients demonstrating signs of dysphagia 

(n=21, 53.8%), patients with known pre-existing neurological 

disorders (n=13, 33.3%), patients with tracheostomy (n=11, 

28.2%) and patients with recurrent pneumonia in the ICU 

(n=10, 25.6%).

The most common methods used to confirm the 

presence of dysphagia were cough reflex testing (n=17, 

43.6%) and water swallow test (n=16, 41.0%) for >50% 

of assessments. Details regarding dysphagia evaluation are 

shown in Table 2.

The most common preventions for aspiration or aspiration 

pneumonia were oral hygiene, postural adjustments, using 

occupational-therapy tools, dietary texture modifications, 

and delay feeding and retry the next day. The most common 

interventions to treat dysphagia were repetitive swallowing 

exercises/maneuvers, muscle strengthening exercises 

without swallowing (e.g. Shaker exercise), and respiratory 

exercises (e.g. expiratory muscle strength training). Details 

regarding dysphagia treatment are presented in Table 2.

Awareness 

Three (7.7%) ICUs reported that dysphagia occurs in 

>50% of patients intubated for >48 hours, 18 (46.2%) ICUs 

reported that dysphagia occurs in >50% of patients intubated 

for >7 days, and 14 (35.9%) reported that dysphagia occurs 

in >50% of patients who received a tracheostomy. Table 3 

indicates the details regarding dysphagia awareness.

Perceived best practice

The mean score for the need for standard protocol or 

algorithm for screening for post-extubation oropharyngeal 

dysphagia, the need for routine screening of all patients 

admitted >48 hours in the ICU for oropharyngeal dysphagia 

before discharge, and the need for routine screening of all 

patients requiring >48 hours of intubation for post-extubation 

oropharyngeal dysphagia were 5±3.46 (min=1, max=7).

DISCUSSION

ICU related dysphagia is an important issue due its 

clinical consequences. Therefore, dysphagia awareness in 

ICUs should be increased, and standardized management 

guidelines should be developed. Due to this need, recently 

several studies were conducted to define ICU related 

dysphagia from different perspectives, and the necessity of 

Table 1. The descriptive information related to the hospital and 
ICUs in Turkey

Hospital n %

University hospital 32 82.1

Educational hospital 4 10.2

Governmental hospital 3 7.7

Professions in ICU to discuss the survey 

Intensivist 35 89.7

Physical therapist 10 25.6

Nurse 10 25.6

Otolaryngologist 5 12.8

Physiatrist/rehabilitation physician 4 10.3

Speech language pathologist 4 10.3

Dietitian 3 7.7

Neurologist 3 7.7

Internal medicine specialist 1 2.6

Anesthetist 1 2.6

Number of beds in the hospital

<200 5 12.8

200-499 10 25.6

500-799 7 17.9

≥ 800 17 43.6

Number of bed capacity in their ICU

<5 1 2.6

5-9 6 15.4

10-14 13 33.3

15-19 8 20.5

20-49 7 17.9

≥50 4 10.3

Patient categories treated in their ICU

Mixed 30 76.9

Medical only 8 20.5

Trauma only 1 2.6
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studies regarding current practices has been demonstrated 
(14-17). There is no evidence related to dysphagia awareness 
and practices in Turkish ICUs. Thus, we conducted this 
study which is a part of international cross-sectional study 
to determine the current dysphagia practices, and define 
awareness regarding dysphagia in ICUs in Turkey.

In current practice of ICUs, screening, evaluation 
methods, and interventions were questioned. The most 
striking result was that none of the ICUs had a standard 
protocol that indicates which patients should be screened 
for dysphagia. In addition, most ICUs did not screen patients 
for dysphagia after extubation who were intubated for >48 
hours, or almost half of them did not screen tracheotomized 

patients for dysphagia routinely. In support of these results, 

the most frequently screened patients were patients 

demonstrating signs of dysphagia. However, screening 

should be done in the population at risk, and it was known 

that baseline neurologic disease, duration of invasive 

mechanical ventilation, extubation, having a tracheostomy 

tube were reported as risk factors for dysphagia in ICU 

settings (11,18,19). But, the current study results show that 

there is a gap in terms of dysphagia screening procedures 

Table 2. Dysphagia management in ICUs

Timing of dysphagia screening after extubation n %

Never 15 38.5

Same day of extubation 7 17.9

24-48 hours after extubation 14 35.9

3-7 days after extubation 2 5.1

1-2 weeks after extubation 1 2.6

Professions to assess dysphagia in ICU 

Intensivist 31 79.5

Nurse 25 64.1

Physical therapist 7 17.9

Otolaryngologist 6 15.4

Speech language pathologist 4 10.3

Physiatrist/rehabilitation physician 4 10.3

Neurologist 3 7.7

Internal medicine specialist 1 2.6

Professions to treat dysphagia in ICU

Nurse 14 48.7

Physical therapist 11 28.2

Intensivist 9 23.1

Speech language pathologist 3 7.7.

Otolaryngologist 2 5.1

Timing of PEG tube insertion

When dysphagia is present <7 days 2 5.1

When dysphagia is present 8-14 days 3 7.7

When dysphagia is present 14-21 days 5 12.8

When dysphagia is present >21 days 8 20.5

Not performed routinely, only on an individual 
basis

20 51.3

Never insert PEG for post-ext./tracheostomy 
dysphagia

1 2.6

Table 3. Awareness regarding dysphagia in ICUs

Prevalence on dysphagia for patients 
intubated for >48 hours

n %

0 1 2.6

< 25% 16 41.0

25 - 50% 19 48.7

51 - 75% 2 5.1

> 75% 1 2.6

Prevalence on dysphagia for patients intubated for >7 days

< 25% 9 23.1

25 - 50% 12 30.8

51 - 75% 14 35.9

> 75% 4 10.3

Prevalence on dysphagia for patients who received a 
tracheostomy

< 25% 9 23.1

25 - 50% 16 41.0

51 - 75% 9 23.1

> 75% 5 12.8

Survey items related to awareness Mean (SD) min-max

Oropharyngeal dysphagia is prevalent 
in ICUs

5.07 (1.75) 1-7

Oropharyngeal dysphagia is associated 
with duration of intubation

5.17 (1.63) 1-7

Oropharyngeal dysphagia prolongs ICU 
length of stay.

6.17 (1.57) 1-7

Oropharyngeal dysphagia prolongs 
hospital length of stay.

5.58 (2.16) 1-7

Oropharyngeal dysphagia contributes 
to delay in return to independent 
physical functioning after critical illness.

6.05 (1.53) 1-7

Oropharyngeal dysphagia increases the 
need for care at long-term facilities or 
nursing homes after critical illness.

6.02 (1.49) 1-7

Patients with oropharyngeal dysphagia 
have an increased risk of ICU-
readmission.

5.41 (1.94) 1-7
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in ICUs in Turkey which is bigger than other countries 

conducted similar studies (15-17). Therefore, a standard 

dysphagia screening protocol needs to be developed for who 

will be evaluated, when and how in Turkish ICU services. 

Cough reflex testing and water swallow test was the 

most mentioned methods to confirm the presence of 

dysphagia in ICUs in Turkey. Water swallow test was also 

reported as a routinely used screening method in ICUs in 

literature (15-17,20,21). Besides its frequent use, it should 

be noted that the accuracy of this screening protocol is low 

compared instrumental swallowing evaluation methods 

(22). Oral hygiene, postural adjustments, using occupational-

therapy tools, dietary texture modifications, and delay 

feeding and retry the next day were reported to be used 

to prevent aspiration or aspiration pneumonia. In addition, 

swallowing exercises/maneuvers, muscle strengthening 

exercises without swallowing  and respiratory exercises 

were the most mentioned methods to treat dysphagia in 

ICU. According to these results, it was understood that ICUs 

have attempts to prevent aspiration and treat dysphagia, 

and the methods used were generally similar to practices in 

other countries (15-17,23). 

Intubation and having tracheostomy tube could be 

considered as risk factors for dysphagia in ICU according 

to our results. The frequency of dysphagia was found to 

be increase as the intubation time increases. Dysphagia 

following intubation for >48 hours mostly ranges between 

25% to 50%, and the prevalence increases between 25% 

to 75% in case of intubation for > 7 days. Our study results 

are compatible with the current literature that dysphagia is 

common after endotracheal intubation (24), and prolonged 

intubation causes highest dysphagia frequencies (10). In 

addition, dysphagia is frequently seen in patients with 

tracheostomy in ICU settings (25). Therefore, it could 

be suggested that dysphagia should be considered in 

patients with endotracheal intubation and tracheostomy 

tube, and dysphagia screening should be performed to 

define swallowing related problems in early period and 

plan appropriate management programs. ESPEN guideline 

on clinical nutrition in ICUs also recommends swallowing 

evaluation in these patients to prevent complications related 
to oral feeding (26).

Dysphagia awareness among ICUs in Turkey was found 
to be generally well above the average. Complementary 
to dysphagia awareness in ICUs, and despite their clinical 
practice, it was reported that there is a need for standard 
protocol for dysphagia screening and routine screening of 
all patients admitted >48 hours in the ICU before discharge, 
and all patients requiring >48 hours of intubation. This is a 
promising finding of this study, and thereby standardized 
protocol for dysphagia management from screening to 
treatment and rehabilitation should be established.

CONCLUSION

In conclusion, the current study demonstrates the current 
status, awareness and perceived best practices regarding 
dysphagia in ICUs in Turkey. The current dysphagia practice 
in ICUs needs to be improved, but hopefully the awareness 
regarding dysphagia is quite high and participants are also 
aware of the need to improve their practice. Therefore, ICUs 
in Turkey need to be trained in terms of dysphagia, and a 
standardized management protocol should be established.  
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