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Learner Outcomes 
Participants will be able to... 

 Discuss how to organize a collaborative 

protocol for managing swallowing disorders in 

schools 

 Describe how to organize a parent outreach 

program and communicate with medical 

professionals regarding their patients with 

swallowing disorders 

 Describe different management options for 

students with swallowing disorders in the 

schools 



Question: “Why do we need dysphagia 

management protocols in our schools?” 

 Pre-term infant mortality rates are on the decline, 

because... 

 Increasing numbers of pre-term infants are now 

surviving due to advances in medical technology 

 Pre-term births/Low Birth Weight is the leading 

cause of neurological disabilities such as CP, 

intellectual disabilities, and delayed development 

 Therefore, we are seeing increasing numbers of 

student with dysphagia in the schools 
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The Stars of the Show 
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Dysphagia-Related Difficulties 

 At our school, we have many students 
with dysphagia that also regularly 
demonstrate avoidable related 
illnesses/difficulties: 

 Failure to thrive 

 Aspiration pneumonia 

 Hospitalization due to not gaining enough 
weight or growing at the recommended rate 

 Bottle rot 

 Sleeping during school hours 



Contributing Factors: 

Parent Level 

  “The majority of our parents do not have 

the knowledge, support, skills, 

equipment, funds, organizational skills, 

strength or appropriate instruction in 

order to adequately create and maintain 

a healthy mealtime program for their 

child in the home setting.” 



Contributing Factors: 

School Level 

 Lack of communication between: 

 Parents and staff members 

 School staff and the child’s medical doctors 

 Staff members regarding feeding of each 

individual child 

 



Beginning Model 



The Need 

 To create a single stream, collaborative 

protocol for the identification, treatment, 

and maintenance of dysphagia 



End Model 

 Create, implement, and maintain 
appropriate mealtime program for all 
students in the school setting through a 
collaborative model with staff, parents and 
medical professionals 

 Parents have the tools that they need in 
order to maintain a mealtime program  at 
home 

 Record progress to verify that goals are met 



ALL TOGETHER NOW... 

 Speech Therapists 

 Occupational Therapists 

 Physical Therapists 

 Classroom Teachers 

 Paraprofessionals 

 Nurses 

 Administration 



ALL TOGETHER NOW... 
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The First Step: 
Laying the Foundation 

Question:  

What are the precursors to creating 

and implementing a protocol? 

Answer:  

 Information and Money 



Information 
 Professional Development 

 Swallowing and Feeding Disorders In The 
Schools — Nutritional Management Associates 

 Comprehensive Clinical Assessment 

 www.nutritionalmanagement.org 

 Feeding Therapy for Students With Multiple 
Disabilities: A Team Approach — New York City 
Department of Education Citywide Speech 
Services (CSS) 

 Parent Outreach Techniques — CSS 



Money 

 Target Grant: 

 Food Processor 
and other related 
equipment for the 
home setting 

 Adapted utensils 
for the school 
setting  

 Existing funds from 
CSS and School 

 Translation Services 



The Second Step: 
Recruit Building Administration 

 Explain why the current model of treatment 

needs to change 

 Potentially life threatening 

 Both moving eating skills ahead, and 

maintaining health are educationally 

relevant as per New York State Health 

Standards 

 Facilitate medical care/interventions 



The Second Step: 
Recruit Building Administration 

 Administration actively participates in delivery 
and maintenance of program 

 Assists in recruitment of school staff 

 Allots time for:  
 team dysphagia meetings 

 accompany parents and students to MBS during 
school hours 

 parent training 

 Professional Development attendance 

 Keep record of make-up sessions 

 Approves related forms and flyers 



The Third Step: 
Organizing the Program at the School Level 

 Weekly Interdisciplinary Evaluations, and 

subsequent implementation of findings, 

for all students in need. 

 Each week a different student is identified. 

 Evaluation forms are completed by each 

discipline: 

 Nurse, Classroom Teacher, Speech 

Therapist, Occupational Therapist, Physical 

Therapist 



The Third Step:  
School Level, Continued 

 Each discipline has one week to perform 

and complete the evaluation 

 All staff meets to discuss findings of 

individual evaluations, and creates an 

individualized plan for that student 

 Staff implements plan the next week 

 Staff reports findings the next week at the 

meeting for the next student 



The Third Step: Organizing The 

Program At The School Level 

Weekly Interdisciplinary 

Evaluation   Meetings 



Collaborative Dysphagia Meeting 
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The Third Step:  

The School Level, Continued 

 Establish Speech Therapist as Dysphagia 

Coordinator 

 Meet with Kitchen Staff to determine a 
puree texture suited for our students 

 Communicate with Nurses regarding 
monthly weights, communication with 
parents and physicians 

 Train Paraprofessionals... 



Paraprofessionals 

are trained to use 

different and 

specific feeding 

techniques, 

utensils, and 

positioning for 

each individual 

student 



 

 

After Staff Is Trained, Feeding Schedule 

 Is Created and Implemented 

Breakfast 



A food journal 

is kept for 

individual 

students 

when 

necessary 



The Fourth Step: Bring Each 

Set of Parents Into the Team 

 Identify the students appropriate for the 

program 

 Send home introductory information about 

the program to the parents  



Parent/Guardian 

Introduction 

Letter to the 

Program 



Parent/Guardian 

permission for 

Speech 

Language 

Pathologist to 

contact student’s 

physicians 



Medical 

release for 

test results 



Other Suggested Forms 

 Permission to Photograph or Record 

Students 

 Caregiver Mealtime Interview Form 



The Fourth Step: Bring Parents to School 



The Fourth Step: Bring Each 

Set of Parents Into the Team 

 Conduct a thorough interview to 

determine home feeding routine 

 Assist in creating a sensible schedule 

 Generalize school mealtime program: 

 Teach positioning for feeding 

 Teach feeding/cup drinking techniques 

 Create a mealtime log when necessary 

 Create a network of parents with similar 

concerns/experiences 



The Fourth Step, Continued 

 Teach puree making 

 Have parents bring in left over dinners  

 Home specific recipe books 



Parents Learn to Make Puree 
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Step Five: 

Program  

Maintenance 

 Monthly Monitoring 

/ Data Collection 

Notebooks 

 Are the students 

and still staff doing 

what they should? 

 Are the mealtime 

goals still 

appropriate? 



Step Five: 
Program Maintenance, Continued 

 Re-training of paraprofessionals 

 Inventory of adaptive utensils 

 Mandatory bi-annual MBS 

 Communication with parents via 

notebook, e-mail, telephone 

 Communication with physicians as 

needed 



Case Study: Christian 

Severe Dysphagia: Failure to Thrive 

Goal: Maintenance of Health 

 CP, non-verbal, non-
ambulatory, 9 years old 

 History of hospitalization 
for aspiration pneumonia 

 Two year old MBS Study 
recommended puree and 
thin liquids only 

 Respiratory dysfunction, 
laborious oral feedings, 
and high tone burned 
calories 

 Became lethargic, and 
refused oral feedings 

 Maintained a weight of 
39 pounds for 1 1/2 
years 

 Nurses recommended 
G-tube 





Christian’s Mealtime Program 

AT SCHOOL 
 Oral intake of puree and 

thin liquids 

 Drinks from cup with 
open mouth posture 

 Learned to swipe bolus 
from spoon with lips, 
subsequently lost skill 

 Soft solids were never 
recommended 

AT HOME 
 Three bottles daily 

reclined in Mom’s arms 

 Top of bottle nipple was 
completely cut off 

 Anterior spillage from 
oral cavity during 
feedings 

 Given thin liquids and 
soft solids at meals 



Christian’s Mealtime Programs 
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How Mom Joined The 

Program, and What Followed 

 The Final Straw 

 Accompanied Mom to MBS: 

 Aspiration of thin liquids 

 Near choking on soft solids 

 Mom’s objection to puree and G-Tube 

 Efforts to keep Christian off a G-Tube  

 A heart to heart: Christian’s a big boy 
 Getting off the bottle 

 Creating a mealtime schedule 

 Learning puree and feeding techniques 



Christian’s Resolution 

 Mom continued to feed thin liquids and soft solids 

 Christian became weaker, and refused to eat 

 School reported caloric intake to physician daily 

 Mom continued to go from physicians to physician 
each time a G-tube was suggested 

 NYC DOE medical meeting 

 School reported Mom to Child Protective Services 

 A new physician placed an emergency NG tube 

 A G-tube soon followed 

 Christian gained weight 



Case Study: Royal  

Moderate Dysphagia: Oral Phase 

Goal: Progress Skills Along the Continuum 

 CP, non-verbal, non-

ambulatory 

 Eight years old 

 Six  Month 

Communicative/ 

Cognitive age level 

  Often sleeps during 

school hours 



Royal’s Mealtime Program 

AT SCHOOL 
 Receives oral feedings of 

puree and thin liquids 

 Oriented to bolus with 
pursed lips as if it were a 
bottle 

 Recently began to open 
his mouth to receive 
puree from a spoon 

 Recently began to drink 
from a cup 

 Often not hungry at 
breakfast 

AT HOME 
 Feed and sleep on 

demand 

 Bottle fed 

 No seating for mealtime 

 Could not get wheelchair 
into home 

 Held for most of the day 

 Slept in crib in parents 
room 

 Parents are not English 
speakers 



Royal’s Resolution 

 Parents were supplied with a schedule, adapted 

utensils, feeding techniques, food processor for 

puree 

 Interdisciplinary team implemented new seating 

and utensils 



Royal’s Resolution 
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Case Study: Halimat 

Mild-Mod Dysphagia: Dental Malocclusion 

Goal: Independence 

 Diagnosis of CP 

 High cognitive level 

 Uses a Springboard  

for communication 

 Self feeds 

 Stable home 

environment 

 Thumb sucker 

 Dental malocclusion 



Halimat 
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Halimat’s Resolution 

 Contacted Cleft Palate Foundation 

 Referred to free monthly Craniofacial 

evaluations 

 Halimat will be receiving a crib by the 

orthodontic team 

 The team will work with Medicaid for 

payment and ongoing treatment 



Craniofacial Evaluation 



Case Study: Guervens 

Mild Dysphagia: Puree  soft solids, self-feeding 

Goal: Independence 

 Diagnosis of Downs 
Syndrome 

 At home, parents spoon 
feed puree only  

 At school, self feeds, 
drinks from a cup, has 
soft solids 

 Clearance for all 
textures fed at school as 
per MBS Study 



Guervens 
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Parents: 

Positive Results  
 Received free equipment and instruction 

 Have maintained a safe feeding program in the 

home environment 

 Feel more in-control/powerful 

 Have a better understanding  

   of their child’s medical condition 

 Have a network of people to  

    reach out to for help 

 Reported feeling closer to their children 



Parents: 

Negative Results  
 Parents saw school team as “bullies” 

 Parents viewed coming to school as a bother 

 Parents did not want to accept the realities of their 

children’s condition 

 Lashing out by parents aimed at staff 

 Parents are not always truthful with staff/ 

physicians 

 Some parents did not follow up with school and/or 

medical recommendations 



School: Results  

 Better communication with… 

 School Staff 

 Parents 

 Students 

 Outside Medical Staff 

 As a result, able to provide better 

treatment to students with dysphagia 

related issues 



Students: Results  
 Medication 

 Not reliable as parents will often administer 

without notifying the school 

 Weight 

 Not reliable as the recording 

   of height of students with CP  

   is often inaccurate 

 Absences 

 Not reliable due to factors other than 

dysphagia related issues 



Students: Results  

 Ten students were referred for, and 

accompanied to, MBS Studies   

 Two graduated to less restrictive consistencies 

 Eight were found to be consuming 

consistencies that were being aspirated 

 The school worked with all of those parents 

and school staff to create safe mealtime 

programs for the students 

 All students with cooperating parents are now 

eating safely 



Students: Results  

 “As a direct result of the communication of 

the school Collaborative Feeding Team with 

the parents and outside medical staff, three 

students who were failure to thrive were 

identified, and prescribed much needed 

feeding tubes.  As a result, they are gaining 

weight, and out of imminent danger.” 



Students: Results  

 Eight students have either become self 
feeders, or are well on their way 

 Five students have gone from eating puree 
only to soft solids 

 One student has graduated from eating 
puree only, to a diet that includes almost all 
solids 

 Two students will have dental 
malocclusions repaired 



Feel Free To Contact Me With 

Any Comments or Questions!! 

Naomi Joseph, MS, CCC-SLP 

naomi@speechlady.com 

www.speechlady.com 
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