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ABSTRACT
Purpose: to identify the criteria used to indicate an alternative feeding route to admitted patients at an 
intensive care unit in a university hospital. 
Methods: a cross-sectional, retrospective, quantitative and descriptive study. The protocols of the patients 
who had an alternative feeding route indicated by a speech therapist in the period between January and 
December 2014 were analyzed. The data were tabulated using the Microsoft Excel program. As for the 
statistical analysis, the STATA 12.0 program was used to estimate averages and standard deviations or 
medians, respectively. 
Results: out of the 25 participants, 76% had their level of conscience altered. However, 52% had their 
diet prescribed by a doctor, 24% presented language disorder, 52% speech articulation disorder, and 44% 
voice disorder. Only eight patients could be evaluated with oral diet. The criterion used with a major fre-
quency for the indication of an alternative feeding route was the alteration of the level of conscience. 
Conclusion: this paper corroborates other researches pointing out alteration of the level of conscience as 
a risk factor concerning dysphagia. The importance of the speech-language therapist in hospital environ-
ments, for an early detection of patients who need intervention, is emphasized.
Keywords: Speech, Language and Hearing Sciences; Intensive Care Units; Feeding Methods

RESUMO
Objetivo: identificar os critérios utilizados para indicação de via alternativa de alimentação para pacientes 
internados em unidade de terapia intensiva em um hospital universitário. 
Métodos: estudo transversal, retrospectivo, quantitativo e descritivo. Foram levantados os protocolos dos 
pacientes que tiveram via alternativa de alimentação indicada por fonoaudiólogo no período entre janeiro 
e dezembro de 2014. Os dados foram tabulados utilizando-se o programa Microsoft Excel. Para a análise 
estatística foi utilizado o programa STATA 12.0, por meio do qual foram estimadas médias e desvios-
-padrão ou medianas, respectivamente. 
Resultados: dos 25 participantes, 76% encontravam-se com nível de consciência alterado. Apesar disto, 
52% destes tiveram dieta prescrita por médico. 24% tinham alteração de linguagem, 52%, de fonoarticu-
lação e 44%, de voz. Somente oito pacientes tiveram condições de ser avaliados com oferta dieta oral. O 
critério utilizado para indicação de via alternativa de alimentação com maior frequência foi a alteração do 
nível de consciência. 
Conclusão: este estudo corrobora com outros já realizados apontando alteração do nível de consciência 
como fator de risco para disfagia. Ressalta-se a importância do fonoaudiólogo no ambiente hospitalar de 
modo a detectar precocemente os pacientes que necessitam de intervenção.
Descritores: Fonoaudiologia; Unidades de Terapia Intensiva; Métodos de Alimentação
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INTRODUCTION
The swallowing disorder named dysphagia happens 

because of neurological, structural and functional 
disorders, or even as a consequence of morbid states 
and it can cause malnutrition, dehydration, aspiration 
pneumonia, major risk of complications, increase of 
mortality, beyond the time of internment increase and 
its high costs. It is present in 12 to 30% of the hospi-
talized patients1,2.

The main risk factors for dysphagia include: 
age, altered behavioral state, cognition, agitation, 
concentration, tracheostomy, mechanical ventilation, 
extubation, nasogastric and endotracheal tubes, 
sedation and residual effects, and even risk diseases 
concerning dysphagia, for instance, neurological, 
chronic obstructive pulmonary, and head and neck 
ones3,4.

Patients admitted to the Intensive Care Unit (ICU) 
present a major risk of frequent aspirations due to a 
variety of factors, such as lowering of the conscience 
level, the supine position, clinic instability and 
immunodepression3.

The speech-language therapist’s early intervention 
of hospitalized patients aims at offering a safe diet and 
medications, so contributing to the prevention and 
reduction of lung commitments, time of alternative 
feeding route, time of hospitalization, costs of morbidity 
and mortality3,5-8.

Swallowing evaluation usually includes the clinical 
data and instrumental exams, for instance, nasofi-
broscopy or videofluoroscopy. However, many times 
such exams are not available, and clinical evalu-
ation ends up being the sole method used, since it is 
quick, noninvasive, with a low cost, demanding few 
resources3.

The bedside speech-language therapist evaluation 
must be able to identify patients under potential risk of 
dysphagia, and is composed by tests which diagnose 
oral functions disorders and comprise the morphology, 
mobility, coordination, rhythm, intra and extra-oral 
sensitivity, tone and posture of oropharyngeal struc-
tures, and even the feeding offer, when possible1.

Through this evaluation, one can observe the diffi-
culties presented by the patients during their feeding, 
such as signs of laryngeal penetration and/or laryngeal-
tracheal aspiration of the swallowed bolus, the safety 
in the maintenance or need of stopping the feeding 
through oral route, the best consistency to be offered 
and the possible causes of the identified disorders9. 
If it is observed that patients are unable to feed and 

hydrate themselves orally, in a safe and functional way, 
the speech-language therapist usually indicates an 
alternative feeding route, using differentiated criteria1.

It is not uncommon to observe professionals of 
the team prescribing oral diets to patients at risk of 
dysphagia, because such risks go unnoticed. Because 
of the specificities involved in the process of swallowing 
and the speech-language therapist’s eye upon it, 
the present paper aims at identifying which speech-
language therapy criteria were used to indicate an alter-
native feeding route to the hospitalized patients at an 
Intensive Care Unit in, a University Hospital.

METHODS
This paper is in agreement with Resolution 466/12 of 

the National Health Council and was submitted to the 
consideration of the Ethical Committee in Research of 
the University Hospital from the origin institution and was 
approved under number 1,140,173.  A cross-sectional 
study, it was performed at the University Hospital of the 
Federal University of Maranhão (President Dutra Unit), 
more precisely, at the general ICU with its 15 beds, that 
is 9 clinical and 6 surgical ones, assisting young, adult 
and elderly patients.

The data herein used were collected by means of 
the Admission, Evaluation, Management and  Speech 
Therapy Leave Protocol, an instrument used by the 
Speech Therapy Service of the hospital unit where the 
research was performed.

As inclusion criteria, the protocol should relate to 
a patient prescribed alternative feeding route by a 
speech-language therapist and  bear his age record, 
diagnostic and criterion used by the professional for 
such recommendation. Protocols related to patients 
who had been admitted in the ICU, already using the 
alternative feeding route, indicated by other members 
of the team or whose protocols did not contain the 
required data, were excluded.

Protocols of all patient admitted and assessed at the 
general ICU, from January to December, 2014, totaling 
336, were surveyed. After analyzing the protocols, a 
sample of 15 patients was obtained, as observed in the 
fluxogram (Figure 1).

Out of the protocols, the following variables were 
surveyed: age, gender, diagnosis, level of conscience, 
clinical breathing condition, feeding situation, speech 
therapy aspects (speech articulation, language and 
vocal quality) swallowing, cervical auscultation, condi-
tions for functional evaluation and criteria for the 
indication of an alternative feeding route.
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Tabulated by the Microsoft Excel program (2013), 
the data were presented, by calculating the absolute 
frequencies and the percentiles for the categorical 
variables. The STATA 12.0 program was used for the 
statistical analysis.

RESULTS
The research comprised 25 patients, 52% being 

females. The minimum ages of 18 and a maximum 
of 90 were observed, under an average of 64.4 and 
a standard deviation of 17. 2. The age ranges were 
divided into categories according to the World Health 
Organization (WHO), and 4% were adolescents (< 20 
years old), 28% were adults (between 20 and 59 years 
old) and 68%, elderly (60 years or above).

Table 1 shows the clinical characteristics of the 
sample at the time of evaluation. A higher percentage 
of neurological patients (32%) was observed. Nineteen 
patients (76%) presented conscience level alteration. 

As for speech therapy aspects, 24% of the patients 
presented language disorders, 52%, speech articu-
lation problems, and 44%, vocal alterations (Table 2).

As for the aspects of the swallowing functional 
evaluation, 56% of the patients presented swallowing, 
however, only 32% had ideal clinical conditions for 
evaluation under a diet offer. The level of conscience 
was the most frequently used speech therapy criterion 
for the indication of an alternative feeding route  
(Table 3).

Caption: ICU = Intensive care unit.  AFR = Alternative feeding route.

Figure 1. Sample individuals screening fluxogram
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Table 1. Distribution of clinical characteristics of the sample 

Clinical characteristics of the sample
n %

Diagnosis
Neuroloy 8 32

Orthopaedics 4 16
Gastroenterology 4 16

Urology 2 8
Hepatology 1 4

Multiple diagnosis 6 24
Level of conscience

Normal 5 20
Disordered 19 76

Not mentioned 1 4
Breathing clinical picture 

Eupneic 13 52
Tachypneic 2 8
Dyspneic 6 24

Not mentioned 4 16
Feeding situation

VO 0 0
VO UDC 13 52
Zero diet 10 40

Not mentioned 2 8

Caption: VO = Via oral feeding route; VO UDC = Via oral feeding route under doctor’s criteria. (Stata 12.0)

Table 2. Speech therapy characteristics of the sample

Description of the sample’s speech therapy characteristics
n %

Expressive language
Normal 10 40

Disordered 6 24
Not evaluated 2 8
Not mentioned 7 28

Understanding language 
Normal 10 40

Disordered 6 24
Not evaluated 2 8
Not mentioned 7 28

Speecharticulation 
Normal 2 8

Disordered 13 52
Not evaluated 3 12
Not mentioned 7 28
Vocal quality 

Normal 2 8
Disordered 11 44

Not evaluated 3 12
Not mentioned 9 36

(Stata 12.0)
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disorders, thus, confirming the appearance of disorders 
from the aging process13.

Eight patients from the sample were neurological, 
confirming several papers which address neuro-
logical diseases as a risk factor for dysphagia3,6,8-14. 
In a research with clinical swallowing evaluation at an 
intensive care unit with 35 patients, it was observed 
that the neurological etiology was the third cause of 
admission of major prevalence; the first was pulmonary 
involving 35 patients, and the second was other clinical 
conditions3. Another research, performed among 544 
elderly who used the alternative feeding route, again 
under admission in a public hospital, observed that the 
most prevalent base affection was neurological and 
the main reasons for the readmission were respiratory 
affections15.

At the approach time, 76% of the patients were with 
level of conscience altered, what was defined by several 
authors as a risk factor concerning dysphagia1,2,6,8-14. 
As to breathing matters, 8% of the patients were under 
tachypnea and 24% referred dyspnea. It has been 
observed that disorders in the breathing clinical picture 
increase the risks of bronchoaspiration due to the 
incoordination between breathing and swallowing5-16.

DISCUSSION

From the findings one can observed that 68% of the 
sample was composed by ageing. The WHO defines 
ageing from the chronological view point, as persons 
65 years old or above in developed countries and 60 in 
developing ones, like Brazil10. In a paper performed at 
an intensive therapy it was observed that from the aged 
individuals, 74% were dysphagic3. Another paper, also 
performed in a hospital situation, comprised a sample 
of 1470 elders, found a prevalence of 17% of cases of 
sepsis stemmed from the oropharyngeal dysphagia, 
being considered as the gravest complication from 
the swallowing disorders. So, the clinic staff must be 
vigilant, since the elderly rarely recover, increasing the 
indexes of mortality11.

Several authors have already discussed on the 
sensitive alterations in motor and structural of the 
involved organs in the swallowing brought from the 
aging process as well as the incidence of casual factors 
of primary dysphagia as strokes and clinical pictures of 
dementia8-12. A paper containing 514 elderly attended 
at a reference center got a prevalence of 27.3% of 
communication disorders and 26.4% of swallowing 

Table 3. Distribution of swallowing functional evaluation findings  

Findings of swallowing functional avaliation  
n %

Swallowing
Present 14 56
Absent 0 0

Not evaluated  1 4
Not mentioned  10 40

cervical auscultation
Normal 8 32

Disordered 5 20
Not evaluated 0 0
Not mentioned 12 48

Condition to evaluation with diet offer 
Yes 8 32
No 17 68

Criteria to indicate AFR 
Level of conscience 16 64

Breathing clinical picture 3 12
Oral dysphagia 2 8

Pharyngeal dysphagia 0 0
Oropharyngeal dysphagia 0 0

Associated criteria 4 16

Caption: AFR = Alternative feeding route. (Stata 12.0)
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possible intake of meal through the inferior by-air 
intake, since swallowing involves specific sounds18,19. 

It was normal in 32% of the patients. The researches 
still remain controversial as to the efficiency of cervical 
auscultating, for, although a quick, noninvasive and 
low cost method, its interpretation depends on the 
examiner’s experience. In addition, it is not possible to 
quantity feeding stasis or food intakes18. 

Among the criteria to indicate the alternative feeding 
route the level of conscience had a major incidence 
(64%). The conscience is defined as the individual’s 
capacity to recognize himself and the stimuli of the 
situation20. In order to establish a unique language 
among the members of the team, it is common to 
adapt scales of standard evaluation to evaluate it21. In 
the service where the present research was carried out, 
the Glasgow coma scale was used to assess patients 
without sedation. However, due to the great instability 
presented by many patients in the ICU, care was taken 
to check whether the level of conscience held itself 
during the speech-language therapist evaluation, or 
whether it presented swinging, and this was considered 
a risk factor, too. Some researches mentioned the 
minimal score of the Glasgow scale used by some 
professionals to release the oral diet for the patients16. 
However, this is not our practice, because all the 
answers presented in the evaluation are considered, 
so that we can get a more adequate behavior, and the 
scale is only an aspect to be observed.

Several studies point out that lethargic patients or 
under inconsistent alert clinical condition are at high 
risk of aspiration owing to the reduction of reflexes 
and protection mechanisms of the inferior by-air 
tracts1,2,6,8,14-16. It was observed, too, that among cases 
in which the patients do not answer to simple verbal 
commands there is a commitment of the speech-
language therapy rehabilitation, the progression of 
the ingestion of oral diet being the major the difficulty; 
and, consequently, a longer time using the alternative 
feeding route5. In a study performed with patients 
under post traumatic brain injury, it was verified that 
the cognitive aspect is a great factor of interference in 
the rehabilitation concerning the swallowing in those 
patients22, as well as in post stroke patients14 and those 
under neurodegenerative neurological diseases2.

The second most used criteria were the altered 
breathing clinical condition. The disorder of the 
breathing clinical condition has been pointed out as a 
risk factor for dysphagia by several researches1,8-9, for 
the individuals cannot tolerate major periods or even 

From the 25 patients evaluated, 13 (52%) were 
under oral diet prescribed by a doctor. At the unit in 
where the field research was performed, the medical 
team usually pays a visit beside the bed and act 
according to what they consider adequate indicating 
those patients they believe to get risk of dysphagia to 
the speech therapy team. Nevertheless, the speech-
language therapists visit all the patients habitually, 
including those who were not referred by the medical 
team, so intending to work proactively and preven-
tively. Thus, at times, they come across situations in 
which the patient already had the prescribed oral diet 
by the doctor, however, he is unable to receive it. At 
the general ICU, the diet is usually offered by Nursing 
experts. Thus, it can be infered that, if this were not a 
speech-language therapist intervention, there would be 
an offer of oral diet to patients who expressed risk of 
bronchoaspiration.

In this way be emphasized that the speech-language 
therapist in the hospital environment must act, too, 
towards the following formation of the professionals of 
the team, so as to help them when detecting patients 
who need intervention16. 

The language evaluation finding can influence on 
the rehabilitation program, the therapeutic techniques 
selection, prognosis and interpretation of the 
discovered data15. Among the sample individuals, 24% 
expressed disorders of comprehensive and expressive 
language.

The correlation between the swallowing and voice/
speech is known, because these are performed by 
the same structures, so that vocal or speech articu-
latory disorders can reflect on swallowing problems17. 
Some papers show that the vocal disorders can be 
related to organic disorders and one can get inferences 
about the glottic closure8. As seen in Table 1, 52% of 
the evaluated patients presented speech articulatory 
disorders and 44% vocal ones, so corroborating the 
data in the literature. 

The clinical bedside evaluation, in spite of the 
expertise and the subjectivity of the speech-language 
therapist, is, for the present, the most employed way 
of swallowing evaluation because it is not invasive, 
but quick and low cost, and, many times, it is the sole 
feasible way, because a great deal of services do not 
provide objective exams, for instance, nasofibroscopy 
or videofluoroscopy3. 

Cervical auscultation helps professionals to know 
better the way patients deal with the secretions, when 
they are present, their breathing standard and the 
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14.	Inaoka C, Albuquerque C. Efetividade da 
intervenção fonoaudiológica na progressão 

short ones of apnea during the swallowing1, and this 
can induce to the incoordination between the breathing 
and the swallowing, which is fundamental for the 
protection of the by-air inferior tract23. 

Two patients presented incoordination of the 
movements of the speech articulatory organs, offering 
the opportunity of stressed difficulty of manipulation 
of the feeding bolus and this is classified as oral 
dysphagia. In this case, the alternative feeding route 
was indicated because of the risk of feeding premature 
loss24. 

As a study limitation, it was verified that innumerable 
segments of the protocols were not filled in by the 
professionals. It is important that constant training be 
provided to the team, in order to raise awareness about 
the importance of the correct and complete filling-in 
of the used instrument, for the registered data are a 
source of research and they can help in the production 
of scientific material. 

CONCLUSION

It was observed that the level of conscience was 
frequently the most used criteria to indicate the alter-
native feeding route and highlighted its importance for 
a safe and functional oral feeding. But patients whose 
level of conscience was favorable were not found, 
however,  presented other risk factors, such as breathing 
disorders and swallowing dynamics problems. Thus, 
importance of the speech-language therapist in the 
several sections of hospital settings is emphasized, so 
as to precociously intervene in dysphagic and under 
risk patients, so favoring nutrition and safe hydration, 
resorting to rehabilitation techniques, if necessary, and 
helping in the continuing formation of the of the several 
team professionals.
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