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1. Introduction 

The All-Wales Special Interest Group (SIG) in Special Care Dentistry first published “Dysphagia Guidelines 
and Resources” in 2014. In light of new publications and research, a consultation with All-Wales SIG for 
Special Care Dentistry identified a need to update these guidelines and disseminate to all relevant 
stakeholders. 

 

1.1 What is Dysphagia? 

Swallowing is a complex coordinated process with a pre-oral, oral, pharyngeal, and oesophageal stage1. 
Dysphagia is a difficulty in swallowing, where there is impaired or uncomfortable transit of food or liquids 
from the oral cavity into the oesophagus1. Dysphagia can occur at any point of the swallow process and 
there is often overlap across multiple stages. It may include problems with positioning food in the mouth, 
oral movements including sucking and mastication, difficulty initiating swallow, or difficulty in passing of 
food and liquids through oesophagus1,2. Dysphagia is often secondary to a primary psychological, 
emotional, neurological, or physical condition1.  

 

1.2 How Common is Dysphagia in the UK? 

The prevalence of dysphagia can vary, due to co-morbidities, the type of population group 
and the diagnostic tools used. Despite under reporting, some UK data is available:   

• In 2023-24, over 53,000 patients were admitted to hospitals in England with a 
primary diagnosis of dysphagia3. The mean age was 61, with over 50% of patients 
over the age of 60 years old. 

• In Wales in 2018, the prevalence of dysphagia was 5.8% of older adults living in the 
community and was increasing yearly4. However, it could be as high as 72%4. 

 

1.3 What are the Causes of Dysphagia? 

There are many causes of dysphagia, including medications5 (Appendix 1). Onset of dysphagia can be 
sudden, due to an event such as stroke. Dysphagia is common after acute stroke with an incidence 
between 42 and 75%6. Onset may be slow, such as in progressive illnesses like Huntington’s disease 
which see a gradual worsening of masticatory muscle function7. As many as 80% of patients with 
Parkinson’s disease have dysphagia8,9. Dysphagia may develop secondary to malignancy or its 
treatment10,11 or may be a symptom of a psychological condition. 

People with a learning disability have a higher prevalence of dysphagia and it has been identified as a 
significant health risk12,13. There is no reliable data but historically estimates have ranged from 36-70%14. 

Dysphagia is more common in older adults and has been associated with cognitive impairment, frailty, 
sarcopenia, deprivation and palliative care4,15-22. The prevalence of dysphagia in people with dementia is 
32-85%; this may vary dependent on type, stage and age23. Evidence suggests there may be a 
bidirectional relationship between dysphagia and dementia24. 
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In children, dysphagia is predominantly caused by a developmental disability such as cerebral palsy, cleft 
palate, prematurity or infantile reflux25. 

 

1.4 What are the Signs and Symptoms of Dysphagia? 

Signs and symptoms of dysphagia will vary from person to person (Appendix 2); symptoms are dependent 
on the type and extent of the swallowing disorder, age and other health factors. It is important the dental 
team recognises oro-facial symptoms of dysphagia and can manage and signpost these patients 
appropriately. 

 

1.5 How is Dysphagia Diagnosed and Managed? 

Speech and Language Therapists (SLT) have a key role in the diagnostic assessment of oropharyngeal 
dysphagia1. Oropharyngeal dysphagia can be diagnosed through clinical assessment and examination, 
video-fluoroscopy (modified barium swallow), fibre-optic endoscopic evaluation (FEES) or 
manometry1,2,9,26-28. Upper gastrointestinal specialists are responsible for the diagnosis of oesophageal 
dysphagia, which can be done through esophagogram (barium swallow) or oesophago-gastro-
duodenoscopy. 

Multidisciplinary team working is crucial to good patient management. The following diagram illustrates 
health professionals who may be involved in the multidisciplinary dysphagia management team (Figure 
1).   
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Figure 1 Multidisciplinary dysphagia management team  

Management of dysphagia will be dependent on the cause. Rehabilitation techniques may be utilised to 
strengthen oropharyngeal muscles and relearn swallowing technique. This can involve various exercises, 
electrical stimulation of muscles to induce contraction, and visual and auditory displays to provide 
biofeedback to the patient1,27-30. Pharmacological intervention has shown some benefit in clinical trials 
but is yet to be utilised routinely27. There is limited evidence that acupuncture may be beneficial for 
treating post-stroke dysphagia31, however this is not routinely available on the NHS and more high-quality 
evidence is needed. Surgical intervention may be necessary to remove the cause, such as with a neoplasm2. 

Where rehabilitation of swallow is not possible, compensatory strategies can be implemented. This may 
include compensatory positions or manoeuvres, or diet and fluid modification such as fluid thickeners, 
oral nutritional supplementation (ONS), tube feeding or percutaneous endoscopic gastrostomies (PEG), 
or compensatory positions and manoeuvres1,25,27,32,33. 

The International Dysphagia Diet Standardisation Initiative (IDDSI) is a global standardised framework 
which provides terminology and definitions for texture modified foods and thickened liquids aimed at 
improving patient safety by standardising descriptors (Figure 2)34. It consists of a continuum of eight levels 
(0-7) covering both food and fluid textures. The IDDSI was adopted by the British Dietetic Association35 
and the Royal College of Speech and Language Therapists36 in the UK in 2018. 
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Figure 2 International Dysphagia Diet Standardisation Initiative (IDDSI) Descriptors 

The dental team has an important role in the diagnosis of dysphagia, including identifying symptoms and 
maintaining oral hygiene28,37,38. 

Complications of dysphagia include malnutrition, reduced quality of life, sarcopenia, as well as increased 
hospital admissions, institutionalization, morbidity and mortality20,27,39-50. 

Patients with dysphagia are at risk of aspiration, defined as inhalation of oropharyngeal or gastric 
contents into the larynx and lower respiratory tract. This may then progress to aspiration pneumonia, 
which is associated with a high rate of hospitalisation, longer hospital stays, and mortality7,51,52. Aspiration 
pneumonia can present as ventilator-associated pneumonia, hospital-acquired pneumonia, or 
community acquired pneumonia (CAP)51,52. In patients hospitalised with CAP, 5-15% will die within 
30 days of admission, rising to 30% for those admitted to the intensive care unit53. 

Individuals with dysphagia are at increased risk of aspiration pneumonia when they have any of the 
following: 

• Poor oral hygiene20,28,38,39,41,54-60 

• Denture wearing during sleep61 
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• Gastric or nasal tube use62,53 

• Mechanical ventilation or intubation64 

• Malnutrition65 

• Co-morbidities including frailty, decreased immunological status, learning disability12,14,55 

Improved oral hygiene may reduce the risk of aspiration pneumonia and reduce length of hospital stay 
and mortality in both community and hospital settings21,28,58,59,63,66. However, evidence is mixed and of 
poor quality, with no consensus on the best oral hygiene routine51,52,67-70. Swallow function may be more 
important when considering aspiration pneumonia risk71. 
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2. Aim of Guidance 

This guidance aims to highlight the effects of dysphagia on oral health and present evidence-informed 
recommendations on the oral care of patients living with dysphagia. This can be used to support the dental 
team in their treatment planning and advice, as well as patients living with dysphagia and their wider 
healthcare and support networks. The published evidence has been used to underpin a consensus of 
expert opinion to inform practical recommendations for the target patient group. 

 

2.1 Target Patient Group 

This guidance applies to the oral care of adult and child patients with dysphagia. Dysphagia can affect 
anyone, but in particular people with neurological disease, head and neck trauma or malignancy, a 
psychological condition, learning disability, developmental disability, regular medication, and in older 
adults. 

 

2.2 Disclaimer 

This guideline should be used alongside clinical judgement and in consultation with the patient, their carer 
or guardian, and relevant healthcare providers. It is the responsibility of the dental team or healthcare 
professional to make decisions based on individual patient factors and with reference to up-to-date 
scientific knowledge and relevant legislation. 
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3. Guideline Development Methodology 

3.1 Establishing the Working Group 

The need to update guidance was highlighted at an All-Wales Special Interest Group (SIG) for Special Care 
Dentistry committee meeting in March 2024. The group chair approached relevant professionals from 
within the All-Wales SIG committee and beyond. This started the process of the working guideline 
development group (Table 1). 

 

 

Name Role 

Main Authors 

Chloe Paton Specialty Registrar Special Care Dentistry, ABUHB 

Sophie Bryant Specialty Registrar Special Care Dentistry, ABUHB 

Sarah Pick Consultant Special Care Dentistry, CTMUHB 
Chair All-Wales Special Interest Group (SIG) 

Carolyn Joyce Lead for Oral Health Improvement for Vulnerable Adults, 
ABUHB 

Working Group 

Megan Roberts Specialty Registrar Special Care Dentistry, SBUHB 

Akhila Muthukrishnan Consultant Special Care Dentistry, SBUHB 

Zoe Greenwood Specialist Special Care Dentistry, BCUHB 

Sandra Sandham Consultant Special Care Dentistry, BCUHB 

Michael Butler Specialist Special Care Dentistry, BCUHB 

Beshika Naidoo Consultant Special Care Dentistry, ABUHB 

Lotte Ramsden Senior Dental Officer, C&VUHB 

Laura Andrews Consultant Special Care Dentistry, CTMUHB 

Leah Henry Consultant Special Care Dentistry, ABUHB 

Aisha Tahir Senior Dental Officer, HDUHB 

Glesni Guest-Rowlands Clinical Lecturer Special Care Dentistry, Cardiff University 

Rosalyn Davies Improvement Lead. Quality, Safety and Improvement NHS 
Wales Performance and Improvement 

Table 1 Members of working guideline development group  

Initial meetings with the group confirmed the scope of the guidelines and key areas which should be 
included. This informed the research question that supported the literature search. Alongside the 
working group, further stakeholders were contacted to gain support to review the initial drafts of the 
guidelines. The overall process is shown in Figure 3. 
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Figure 3 Process of guideline development 

 

3.2 Literature Review to Inform Guideline Recommendations  

A non-systemic literature review was used to identify relevant literature to inform the guideline. The 
specific question on which to base the literature review was agreed: 

 

How does dysphagia effect oral health and how can these effects be mitigated? 

 

A literature search was conducted using OVID Medline in May 2024, supported by the Aneurin Bevan 
Health Board library. The MeSH terms, search strategy and evaluation process are demonstrated in Figure 
4. The literature search returned 151 results, which was reduced once titles were assessed against the 
inclusion and exclusion criteria. Abstracts and then full articles were then evaluated, resulting in 79 articles 
included from the literature search. References were searched for additional studies, and a hand literature 
search was also conducted through Google Scholar. Clinical guidelines and government publications were 
also included from relevant bodies in the UK and internationally. This resulted in an additional 51 papers, 
with a final paper count of 130 papers. 

All papers included were screened and reviewed manually. One reviewer (CP) screened against the 
inclusion and exclusion criteria. Any uncertainties were discussed with another reviewer (SB/SP) and 
resolved by professional mutual agreement to ensure the papers would appropriately contribute to this 
guidelines update. A summary of these 130 papers identified from the formal search are included 
(Appendix A) and were disseminated to inform recommendations. 
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Figure 4 Selection process of papers included in guidance and presented to stakeholders 
  

Full-text articles assessed n = 
159 

Screening by abstract n = 
174 

Screening by title n = 
202 

Papers identified through hand 
and reference search = 51 

Papers identified through 
MEDLINE search: n = 151  

Id
en

ti
fic

at
io

n 
Sc

re
en

in
g 

In
cl

ud
ed

 

Papers included in guidance n = 130 

Inclusion criteria 
Studies relating to individuals 

with dysphagia 
Studies relating to dental care 

provision in the context of 
dysphagia or aspiration 

pneumonia 

Exclusion criteria 
Studies not in the English language  

Studies not focusing on dysphagia or oral 
management of patients with dysphagia 

Studies not focusing on aspiration 
pneumonia and the relationship to 

dysphagia or oral health 
Study protocol only 
Letters to the editor 

Clinical Guidelines and Government 
Publications 

British Association of Critical Care Nurses 
British Society of Gerodontology 

Department of Health & Social Care 
ERS/ESICM/ESCMID/ALAT 

European Society for Swallowing Disorders 
Health Education England 

Intercollegiate Stroke Working Party 
National Institute for Clinical Excellence 

Royal College Speech and Language Therapists 
Public Health England 
Public Health Scotland 

Public Health Wales 
The International Dysphagia Diet Standardisation 

Initiative 
The Speech Pathology Association of Australia  

Welsh Government 
World Gastroenterology Organisation 

Database: Ovid MEDLINE(R) Epub Ahead of Print 

and In-Process, In-Data-Review & Other Non-
Indexed Citations and Daily <May 02, 2024> 

  
Search Strategy:  

1  dysphagia.mp. or Deglutition Disorders/ (46208)  

2  Oral Health/ or oral problems.mp. (21614)  
3  Oral Hygiene/ or mouth care.mp. (14220)  
4  dental care.mp. or Dental Care/ (44677)  

5  dental treatment.mp. (9997)  

6  2 or 3 or 4 or 5 (75508)  
7  1 and 6 (302)  

8  limit 7 to (english language and humans and 
yr="2014 -Current") (151) 
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3.3 Formulation of Recommendations and Stakeholder Engagement 

The results of the literature search were used to update the information supplied in the original version 
of this guideline. The authorship team collaborated to complete a first draft, which was then distributed 
to the working group for feedback and refinement. A wide range of individual stakeholders provided 
suggestions, feedback, and comment on a draft version of the guidance. This supported a subsequent 
draft and reviewed by the working group prior to final sign-off. Individual stakeholders who contributed 
to revisions of the guidelines are documented in Table 2. 

 

Name Role 

Stakeholders 

Emma Hingston Consultant Paediatric Dentistry and Honorary Senior 
Lecturer, Cardiff University 

Lisa Partridge Acute Clinical Lead, Speech & Language Therapy, 
C&VUHB 

Tom Richards Professional Manager – Acute Care, Speech & Language 
Therapy, CTMUHB 

Sali Curtis Head of Adult Speech & Language Therapy, CTMUHB 

Bethan Ogle Advanced Specialist Speech and Language Therapist, 
ABUHB 

Hayley Valentine Quality and Safety Nursing Lead – Critical Care, C&VUHB 

Stephen Woolley Consultant Special Care Dentistry, ABUHB 

Table 2 Individual stakeholders contributing to guideline development  
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4. Results – Clinical Recommendations 

4.1 Overarching Principles 

Prevention of oral diseases and maintaining good oral health are important for people with dysphagia. 
Carers and other healthcare professionals should help promote good oral hygiene. 

Patients with dysphagia are high risk for dental diseases and should have appropriate, individual oral care 
plans in place. 

Incorporating oral health intervention into a patient’s dysphagia management can improve nutrition 
status, oral function, hospital admission, and mortality rates20,59,72-76. 

 

4.2 Oral and Dental Assessment 

An Oral Health Assessment is recommended if a person is in hospital, a care home or dependent on carers 
for oral care64. This will help identify risk factors and help to develop an individualised oral care plan. 
Example Mouthcare Assessments and Plans can be found in Appendices 3 and 4. 

Dental patients should be asked about swallowing difficulties as part of the medical history. This should 
especially be done for patients over the age of 60 years old, with a neurological disease, or damage to the 
head or neck37. A simple assessment tool for people can be used by the dental team including referral 
pathways to the most appropriate healthcare team (Appendix 5)77,78. Details of SLT team and level of food 
and drink as per the IDDSI framework should be recorded. 

Consideration will need to be given to any comorbidities associated with dysphagia. 

Dysphagia can have a detrimental effect on oral health. Common oral problems associated with 
dysphagia which should be noted on examination include:  

• Poor oral clearance or pouching of food79 

• Greater accumulation of plaque and/or calculus17,38,54,63,73,74,80-84 

• Caries54,81 

• Edentulism21,42,46,49,54,80,85-88 

• Gingivitis and periodontitis54,81,83 

• Xerostomia42,46,49,85,89-91 

• Drooling8,38 

• Oral candidiasis46 

A three to six monthly dental recall may be required for people with dysphagia. This should be based on 
individual risk assessment, clinical judgement, level of dysphagia, and oral health92.  

Dental teams should follow evidence-based practice for preventive oral health care, as recommended in 
the document ‘Delivering Better Oral Health’93. 
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4.3 Dental Treatment 

Patients with dysphagia are at increased risk of aspirating during dental treatment. Dental teams require 
appropriate mouth care training when providing mouth and dental care for people with dysphagia. Dental 
teams experienced in this patient group can be found within the local Community and Hospital Dental 
Service in Wales. 

The provision of dental treatment requires careful assessment and appropriate precautions to manage 
identified risk. A dysphagia risk assessment tool has been developed to assist in developing individual 
dental treatment plans (Appendix 6). 

Patients should be kept sat upright and allowed frequent breaks94,95. 

Regular calculus removal is advised to maintain oral health and reduce the risk of aspiration pneumonia, 
but the airway must be protected or the risk of aspiration pneumonia development increases63.  

Water from scalers and handpieces should be reduced94,96. 

The airway can be protected with high volume suction, rubber dam, and gauze to protect the airway as 
needed94-96. 

Care should be taken when handling small items in the mouth, such as during an extraction or crown 
placement96. Any excess filling material must be removed94. 

Consider infiltration, intrapapillary, or intraligamentary local anaesthetic over regional anaesthesia95. 

Impressions should be taken with a fast-setting material, and trays should not be overloaded94. Digital 
scanners may reduce risk of aspiration, however cost of equipment and accuracy, particularly for 
complete dentures, may not make this a suitable option in all settings. 

Some people with dysphagia are more anxious about oral care and dental treatment because they believe 
it could cause them to choke. They may also lack confidence in their ability to swallow. Support from a 
dental team skilled in dysphagia oral care management will help to improve confidence. 

 

4.4 Conscious Sedation 

Nitrous oxide can reduce the swallow reflex at higher doses (50%)97. 

Midazolam can suppress the swallow reflex at low doses for several hours after and so the airway must 
be carefully managed during sedation98, although there is no dose relationship evidenced. Appropriate 
post-operative advice will need to be given to the patient and escort to manage this. 

Transmucosal sedation carries an increased risk of over-sedating due to the initial bolus administration 
and unpredictable response. Patients should be given the lowest dose anticipated to facilitate cannulation, 
and sedation should then be titrated at a 'low and slow' pace. 

Remimazolam should be considered as a sedative agent due to its rapid recovery and the ability to titrate 
throughout procedures against a target sedation level. 

Propofol does not have an effect on the swallow reflex98. 

The benefits of completing dental treatment under conscious sedation must be weighed up against risks 
of aspiration and oversedation. The lowest dose practicable should be utilised alongside strategies to 
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reduce aspiration during dental treatment highlighted above. Involvement of the patient’s wider 
healthcare team may be beneficial. If sedation is indicated for completion of dental treatment for people 
with dysphagia, this is more appropriately completed by suitably trained clinicians as many will have co-
morbidities94.  

 

4.5 Preventative Strategies 

Information booklets for patients with dysphagia, their family, carers and nurses in providing mouth care 
for patients with swallowing difficulties and dysphagia are free to download on the SIG website. 
Appendices 7 and 8 include algorithms to follow for the mouthcare of children and adults with dysphagia. 

 

Mouth Care 

Mouth care should be carried out after each meal59,88,99,100. 

Children, and some adults with dysphagia, should be supervised during oral hygiene procedures, due to 
the increased risk of aspiration. 

If individuals are unable to manage their own oral care or safely manage their own secretions, oral care 
should be provided for them51. 

Always explain to the patient what you are planning to do. If the patient lacks capacity to make decisions 
regarding their oral health, the practitioner may act in their best interest by providing oral care51,101. 

Ensure safe body and head positioning before carrying out any mouth care procedures. If a person is 
supine, the head and body should be raised to a position of 30-45 degrees (Figure 5) or the head tilted 
carefully to one side ensuring the neck is well supported59,64,102,103. 

 

Figure 5 Head tilted 30-40 degrees for mouth care 

Allow the patient frequent breaks during the provision of oral care. This should follow a systematic 
method with completion of one quadrant or less at a time. 

Regular oral suctioning should be maintained throughout mouth care64,99. If suction equipment is not 
available, a clean towel, cloth or non-fraying gauze can be used instead to wipe residue51. Suctioning 
equipment must be single use, as it becomes colonised with potential pathogens within 24 hours104. 
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Soft Tissue Care 

Remove excess saliva and food debris from the oral cavity with suction, a soft toothbrush, or clean cloth  

99,102,106,107. 

Dried secretions can be removed from the oral cavity by applying a moisturising gel to soften107. 

Mouth care for children and adults without teeth includes using a small, soft toothbrush, moistened with 
water to gently brush the soft tissues to avoid build-up of dried secretions in the mouth64,103. 

 

Toothbrushing 

Teeth should be brushed three times a day or every 2-4 hours51,93,107. 

Brushing before sleep in the evening may be the most important time for brushing to prevent aspiration 
pneumonia62. 

Dentate children under 6 years old  

Brush teeth with a soft, dry toothbrush and toothpaste for 2 minutes64,93. 1350-1500ppm fluoride 
toothpaste can be used as long as excess is removed and not swallowed93. 

If under 3 years old, a smear of toothpaste should be used. From 3 years, a pea-sized amount of toothpaste 
should be used93. 

Dentate adults and children over 6 years old  

Interdental brushing or flossing should be carried out before brushing55,72,88,103,105,108.  

Brush teeth with a soft, dry toothbrush and pea-sized amount of fluoride toothpaste for 2 
minutes51,55,64,93,100,107,109. 

Gentle tongue brushing can be carried out if needed59,99,106,108,110.  

 

Mouthcare Products and Materials 

Toothbrush  

Power operated toothbrushes have been found to be effective for plaque removal and have shown a 
significant reduction in plaque compared to manual toothbrushing111, particularly when used in patients 
who are dependent for oral hygiene99,112.  

Three-sided toothbrushes may also help carers for adults and children with limited tolerance and 
cooperation for dental care113.  

Suction (aspirating) toothbrushes can be used. These provide similar results to a manual toothbrush for 
improving oral hygiene and reducing aspiration pneumonia and are efficient and easy to use51,102,114,115. 

The Modified Bass technique should be used59,72: place the toothbrush along the gingival margin at a 45-
degree angle into the gingivae and make small back and forth brushing motions. This should be completed 
on each side of the tooth, and the occlusal surfaces brushed. 
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Toothpaste  

A non-foaming (sodium lauryl sulphate-free [SLS]), fluoride toothpaste should be used in patients with an 
unsafe swallow99,101. 

To reduce calculus build-up, anti-calculus toothpastes can be used63.  

All patients at higher risk of dental caries, such as patients with an unsafe swallow, should use non-
foaming toothpaste with at least 1450ppm sodium fluoride from birth93.  

A higher strength fluoride toothpaste can be prescribed by dentists for those aged over 10 years93. 

Push the toothpaste into the toothbrush bristles103. 

It is important to ensure excess toothpaste is spat out or removed by suction or a clean towel or cloth64,99. 

 

Mouth Care Adjuncts 

Daily use of chlorhexidine gel may reduce plaque, periodontal pocketing, and risk of developing aspiration 
pneumonia52,72,96. This should be at a different time to brushing by at least 30 minutes. 1% chlorhexidine 
gel is available on prescription in the UK. 

Chlorhexidine can be used in children under 12 with advice from a healthcare professional. 

Use of gels should not replace mechanical brushing51,68,70. 

People with dysphagia should be individually risk assessed prior to mouthwash use. 

Oral foam swabs must not be used and are banned in Wales due to their significant aspiration risk116. 

At the end of mouth care, moisturiser should be applied to the lips64,99,102,106,108,110. 

Water-based intraoral moisturisers or artificial saliva may also be used51,107. These may reduce xerostomia, 
and therefore mucositis and ventilator-associated pneumonia117. 

  

Cooperation 

If a person has oral hypersensitivity or abnormal bite reflexes that impede mouth care, speech and 
language therapists can advise on oral desensitisation techniques. An example desensitisation 
programme can be found in Appendix 9. 

Careful use of mouth props or finger protection may help to carry out mouth care safely in some 
circumstances59,103.  
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Denture Hygiene 

The Oral Health Foundation guidance for denture hygiene is as follows118. 

• Dentures should be removed and cleaned daily with a toothbrush or denture brush and a denture 
cleaner or soap55,99. Toothpaste should not be used as it can be abrasive. 

• Dentures should be soaked daily in a denture-cleansing solution. Sodium hypochlorite and 
chlorhexidine gluconate can damage or discolour dentures and should not be used. 

• Dentures should be stored in clean water overnight. Evidence has shown denture wearing during 
sleep can increase the incidence of pneumonia55,61. 

If denture fixatives are used, the risk of aspiration is increased; advice from the dental team must be 
sought prior to use. 

 

Professional Hygiene 

Dental hygienists, dental therapists and dental nurses with extended skills have a positive role in 
improving oral health and reducing morbidity and mortality associated with AP119,120. They should be 
utilised within the multi-disciplinary health care team in hospital and residential facilities. 

 

Dietary Modification 

People prescribed ONS containing carbohydrates have a significantly increased risk for dental caries. Teeth 
should be brushed three times a day with fluoride toothpaste. Further information can be found in SIG 
Wales ONS Guidance. 

 

Inpatient Care 

Inpatients diagnosed with dysphagia, including ventilated or intubated patients, should have an Oral 
Health Assessment and be provided with an individualised mouth care plan51. In Wales, the All-Wales 
Mouth Care Assessment is accessible in all secondary care settings through the Welsh Nursing Clinical 
Record (WNCR). This has a corresponding mouth care plan (Appendix 3 and 4). If a patient has been 
assessed by SLT and found to be at increased clinical risk of aspiration pneumonia due to poor oral care, 
this will be documented in the patient’s medical notes and regular oral care will form part of the SLT led 
recommendations. 

The mouth care algorithms for intubated patients can be found in Appendix 10 to assist in developing 
mouth care plans. Mouth care should be carried out every 2-4 hours and teeth brushed three times a day 
as for adults51.  

There is mixed evidence regarding the use of chlorhexidine reducing pneumonia and mortality when used 
in mechanically ventilated patients52,68,70,107,121,122. The British Association of Critical Care Nurses advise 
against the routine use of chlorhexidine in ventilated patients, and use should be on a case-by-case basis 
as part of a multi-disciplinary team decision51. Povidone iodine, triclosan, saline and hydrogen peroxide 
have been found to reduce the risk of ventilator-associated pneumonia as an alternative to chlorhexidine, 
but evidence is mixed and weak68. Novel herbal oral care solutions such as miswak, persica, matrica, 
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echinacea, green tea, boswellia, or zufa may reduce oropharyngeal colonisation to a similar level as 
chlorhexidine123. 

 
Summary Table 

 Mouth care plan 

Individuals with no 
teeth 

• Clean the mouth with a moist, soft toothbrush, ever 2-4 hours 

• Apply water-based lip moisturizer 

Children with 
teeth  

• Do the same as for individuals with no teeth 

In addition: 

• Brush teeth three times a day, with small dry toothbrush toothpaste 

• Use a toothpaste with 1350-1500ppm fluoride and if possible 
that prevents calculus build up 

• Use a smear of toothpaste if under <3, or a pea-sized amount 
>3 

• Watch when tooth brushing, to ensure they do not choke or aspirate 

• Remove extra fluids with a suction or a clean towel or cloth 
throughout mouth care 

Children >6 years 
and adults with 
teeth 

• Do the same as for children <6 years 

In addition: 

• Use a pea-sized amount of toothpaste 

• Perform interproximal cleaning once daily 

• Chlorhexidine gel can be applied to gums and tongue at a different 
time to brushing, as directed by a dentist 

Dentures 

• Brush dentures daily with soap or denture cleaner 

• Soak dentures daily in a denture-cleansing solution 

• Leave dentures out at night 

• Store in clean water in named denture pot 

Inpatient care 

• Do the same as for individuals with no teeth 
In addition: 

• Brush teeth three times a day, with small dry toothbrush and smear 
of toothpaste 

• Use a toothpaste with 1450ppm fluoride and if possible that 
prevents calculus build up 

• Remove extra fluids with a suction or a clean towel or cloth 
throughout mouth care 

• Chlorhexidine should not be routinely used in mechanically ventilated 
patients 
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4.6 Oral Health Care Training Recommendations 

It is essential that oral healthcare training be included in the induction process for nursing, health and 
social care support staff in private home care agencies, residential homes and hospitals99,124-126. Evidence 
suggests non-dental medical staff have insufficient training in the link between poor oral health, 
dysphagia and aspiration pneumonia127-129. Several barriers to hospital staff providing oral care have been 
evidenced, including a lack of confidence, the challenges of patient-related factors, lack of resources and 
time, and the perceived importance compared to other aspects of care20,127-132. Oral care may 
purposefully be avoided in patients with dysphagia to avoid aspiration132. Further mouth care training is 
recommended, while standardised and evidence-based oral health care protocols should be 
implemented. 

In 2018, the Welsh Government launched Gwên am byth, a mouth care programme to improve the oral 
health of older people in care homes and hospital inpatients125,133, including those with dysphagia. This 
includes a validated Oral Care Assessment with a corresponding mouth care plan (Appendix 3 and 4). This 
is available through WNCR. Each health board in Wales has local oral health promotion teams for 
additional training. All ward-based staff can complete online Mouthcare training on ESR, titled 000 NHS 
Wales – Improving Mouthcare for Adult Patients in Hospital. Additionally, oral health care training is 
now included as a core topic in the nursing undergraduate curriculum in Wales. 

Patients with dysphagia should be managed within a multidisciplinary team to ensure safe and effective 
care. Local dental services should have specialist teams in paediatric and special care dentistry who can 
provide oral care for children and adults who have dysphagia, and train other members of the dental 
team. 

Dental teams should have formal training in 

• The effects of dysphagia and its impact on oral health 

• Identification of patients requiring more specialised dental care services 

• Oral health promotion and preventive regimes for this client group 

• Dental care management and prevention of aspiration 

• All-Wales Mouthcare for Adults in Hospital programme. 

 

4.7 Oral Health Care Pathway Recommendations 

At present, pathways for dysphagia management in Wales vary between health boards. Community and 
outpatient referrals to Speech and Language Therapy (SLT) services are mostly initiated via the patient’s 
GP. Inpatient referrals vary between specific aetiologies and are generally managed via inpatient SLT 
teams, who can also arrange community follow-up should this be required on discharge. A SLT discharge 
report or letter forms part of the patient record which will detail the specific recommendation for that 
individual patient. This may include IDDSI levels, any compensatory approaches, additional advice on 
enteral feeding etc. If a patient has a care record or Hospital Profile this information from SLT should also 
be included and added the patient’s updated records accordingly. This information can then be supplied 
to the dental team to assist with the dental and oral care of patients. 
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Whilst there are no direct formalised pathways linking SLT and dentistry, there are strong local links 
between community dental services and speech and language therapists across Wales. However, a robust 
pathway would enable the dental team to receive timely referrals, conduct oral care assessments, and 
implement personalised oral care plans at an early stage in the patient’s dysphagia journey. To address 
this, a local oral health care pathway should be developed collaboratively between dental services and 
SLT, this should be developed and implemented by managed clinical networks (MCN’s) across Wales. 

 

5. Conclusion 

The development of these guidelines has identified the paucity of evidence for oral health and dysphagia. 
However, the recommendations in this report have drawn upon available publications, the professional 
knowledge and experience of a group of clinicians who are specialists in Special Care and Paediatric 
Dentistry, and members of the All-Wales Special Interest Group in Special Oral Health Care (SIG). 
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8. Appendices 

Appendix 1: Causes of Dysphagia1,2,5,8,10,12 

Oropharyngeal 
 

Mechanical and Obstructive 
Causes 

Neuromuscular Disturbances 

Infections  
Thyromegaly 
Lymphadenopathy 
Zenker diverticulum 
Reduced muscle compliance  
Head and neck malignancies  
(including surgical or 
radiotherapeutic interventions)  
Cervical osteophytes  
Facial trauma 
Pharyngeal pouching 

CNS Diseases:  
Stroke  
Dementia 
Parkinson’s Disease 
Multiple Sclerosis  
Motor Neurone Disease  
Cranial nerve or bulbar palsy  
Amyotrophic lateral sclerosis  
Cerebral Palsy 
Contractile disturbances:  
Myasthenia Gravis 
Cricopharyngeal spasm  
Oculopharyngeal muscular dystrophy  

Oral Causes Other 

Poor dentition  
Oral ulcers  
Xerostomia  
Poor lip seal  
Underactive / hyperactive gag 
reflex  
Primitive oral reflexes 

Downs syndrome 
Cleft palate 
Prematurity 
Fatigue 
Level of support 
Food related factors e.g. texture 
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Oesophageal 
 

Mucosal diseases Mediastinal diseases 

Peptic stricture secondary to gastric reflux 
disease  
Oesophageal rings/webs  

- Sideropenic dysphagia  
- Plummer vision syndrome 

Oesophageal tumours  
Injury: chemical, radiation, trauma 
Infectious oesophagitis 
Eosinophilic oesophagitis 

Tumours: lung cancer, lymphoma 
 
Infections: TB, histoplasmosis 
 
Cardiovascular: dilated auricula, 
vascular compression  

Disease affecting smooth muscle (and its 
innervation) 

Other 

Scleroderma Achalasia: idiopathic, Chaga’s 
disease 
Other motility disorders  
Post-surgical:  
Fundoplication, anti-reflux devices 

Psychological 
 
Intraluminal foreign bodies  
 
 

 
Medication 
 

Medication Effect 

Oxybutynin, tolterodine (bladder capacity) Affecting oesophageal musculature  

Diuretics, anticholinergics, anxiolytics, 
antiarrhythmics, antiemetics, antihistamines, 
calcium channel blockers, ACE inhibitors, SSRIs 

Xerostomic effects – impair ability to move 
food in the oral cavity 

Antipsychotics or neuroleptics Cause movement disorders affecting the facial 
& oral muscles used in swallowing 
Xerostomia 

Local anaesthetic Temporary loss of sensation affecting the 
ability to swallow 

Drugs affecting central nervous system e.g. 
anti-epileptics, benzodiazepines, narcotics and 
smooth muscle relaxants 

Decreasing voluntary muscle control, and 
affect swallowing 

NSAIDs, bisphosphonates, iron supplements, 
methylxanthines, potassium chloride 
supplements, vitamin C supplements 

Local irritation and trauma if prolonged 
contact with oesophagus 

High dose steroids, chemotherapeutics Muscle wasting or damage to the oesophagus 

 
 
These lists are not exhaustive  
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Appendix 2: Signs and Symptoms of Dysphagia1,2 

 

• Poor tongue control during chewing or difficulties pushing food to the back of the throat 

• Inability to close lips 

• Food spillage from lips 

• Pocketing / pouching of food in cheeks or under the tongue 

• Loss of sensation affecting the individual’s ability to feel food or liquid in the mouth 

• Eating slowly  

• Multiple swallows needed per bolus 

• Taking a long time to finish a meal 

• Difficulty in coordinating sucking, chewing and swallowing  

• Gagging during feeding  

• Drooling  

• A feeling that food or fluids are getting stuck in the throat  

• Discomfort in throat 

• Congestion in the chest after eating or drinking  

• Coughing or choking when eating or drinking  

• Tiredness or short of breath while eating or drinking  

• Frequent respiratory infections  

• Colour change after eating such as going blue or pale  

• Spitting up frequently  

• Food or fluids coming out of the nose  

• Frequent sneezing after eating  

• Weight loss  

• Difficulty speaking  

• Wet or raspy sounding voice after eating or drinking  

• Nasal speech 

• Halitosis 

• Dry mouth 

• Poor oral hygiene 

• Double vision 

• Reduced eating and drinking enjoyment 

• Sensation of food being stuck behind chest or sternum (breastbone) 

• Frequent heartburn 

• Regurgitation 
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Appendix 3: Gwên am byth Mouthcare Assessment   
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Appendix 4: Gwên am byth My Mouthcare Plan 
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Appendix 5: Care Pathway for Dental Team Who Suspect Dysphagia 

 

 

  

Establish history 
What happens when you try to swallow? 

Do you cough and choke when you eat and drink? 
Do you have trouble chewing? 

Do you have trouble swallowing solids, liquids, or both? 
What is the onset, duration and frequency? 

What are the associated symptoms? 
Does it take longer to eat and drink your meals than it used to? 

Have you changed the type of food that you eat? 
Does your voice change after eating and drinking? 

No 

Signpost to GP for 
onward referral 

ANY PROBLEMS WITH SWALLOWING? 

NO YES 
 

Yes 

Already under the care of SLT? 

Update the team 
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Appendix 6: Dysphagia Risk Assessment for Dental Treatment  

 
 
 

  

Name:  Date of Birth: 

Assessed by:  Date of assessment:  

 PLEASE TICK  Yes  No  Comment 

1 Does the patient have signs and 
symptoms of dysphagia? 
(Appendix 2 and Appendix 5) 

  If Yes – proceed to Question 2 
 
If No – end of risk assessment 

2 Has there been input from Speech 
& Language Therapy (SLT)? 

  If Yes – liaise with SLT and record: 

• Diagnosis……………………………………………………. 

• Safe Swallow Strategies in place 
……………………………………………………………...... 

 
If No – signpost to GP for onward referral 

3 Is there a likelihood of aspiration 
with proposed dental treatment? 
 
High risk procedures:  

• Need for fast handpiece 

• Periodontal scaling 

  If Yes – Follow guidance for high-risk dental procedures  
 
 
 
If No – Follow guidance for low-risk dental procedures  

LOW ASPIRATION RISK DENTAL PROCEDURES 

Chin-tuck position for treatment  YES NO 

Head at 30-45 degrees upright  YES NO 

Specific dental adjuncts needed e.g. rubber dam, mouth props, ‘dry tips’ YES NO 

Saliva ejector throughout treatment YES NO 

High volume / additional suction required YES NO 

Frequent rests/breaks required YES NO 

Fast-setting impression/dental materials required (no overfilling of trays) YES NO 

 

HIGH ASPIRATION RISK DENTAL PROCEDURES – Follow above low aspiration risk guidance, plus: 

  Consider referral to dental specialist YES NO 

Specific instructions for dental team YES NO 

Upright position for dental treatment YES NO 

Use of ultrasonic scaler and fast handpiece limited, reduce flow YES NO 

Slow speed handpiece use mainly YES NO 

Use of 3 in 1 water syringe with caution YES NO 

Throat pack during extraction(s) YES NO 
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Appendix 7: Mouthcare Algorithm for Children with Dysphagia 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

HAS THE CHILD HAD AN ORAL HEALTH RISK ASSESSMENT? 

NO 
COMPLETE ORAL HEALTH RISK ASSESSMENT 

If taking nutritional supplements or increased sugary 
food and drinks – seek a dentist’s advice.  

Use suction to remove any excess. Lubricate lips with water-based moisturiser if needed. 

NO 
Encourage and help with mouthcare 

NO 
Suction or clean mouth with soft 
brush moistened with water to 

remove secretions. 
Use chlorhexidine gel on tongue and 

gums as directed by a dentist. 

CONTINUE WITH MOUTHCARE AFTER EACH MEAL OR EVERY 2-4 HOURS BASED ON INDIVIDUAL ASSESSMENT 

YES 

YES 
Encourage and supervise mouthcare 

CAN THE CHILD CLEAN THEIR OWN MOUTH? 

DOES THE CHILD HAVE THEIR OWN TEETH? 

Raise or tilt head sideways to prevent fluid inhalation. Check mouth for residual food or fluid – suction out or 
remove with clean towel. 

YES 
Brush teeth and gums with small dry soft 

toothbrush, with non-foaming fluoride toothpaste 
with 1350-1500ppm fluoride, three times daily. 
For children under 3, use a smear of toothpaste. 

For children over 3, use a pea-sized amount. 
Chlorhexidine gel should be applied to teeth, tongue 

and gums as directed by a dentist. 
Suction throughout. 

A suction or aspirating toothbrush may be required. 
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Appendix 8: Mouthcare Algorithm for Adults with Dysphagia  

 

 

 

 

 

  

YES 
Dentures should be removed and cleaned daily with a 

toothbrush or denture brush and a denture cleaner or soap. 
Dentures should be soaked daily in a denture-cleansing solution. 

Dentures should be stored in clean water overnight. 

HAS THE ADULT HAD AN ORAL HEALTH RISK ASSESSMENT? 

NO 
COMPLETE ORAL HEALTH RISK ASSESSMENT 

If taking nutritional supplements or increased sugary 
food and drinks – seek a dentist’s advice.  

Use suction to remove any excess. Lubricate lips with water-based moisturiser if needed. 

NO 
Encourage and help with mouthcare 

NO 
Suction or clean mouth with soft 
brush moistened with water to 

remove secretions. 
Use chlorhexidine gel on tongue and 

gums as directed by a dentist. 

CONTINUE WITH MOUTHCARE AFTER EACH MEAL OR EVERY 2-4 HOURS BASED ON INDIVIDUAL ASSESSMENT 

YES 

YES 
Encourage mouthcare 

CAN THE ADULT CLEAN THEIR OWN MOUTH OR DENTURES? 

DOES THE ADULT HAVE THEIR OWN TEETH? 

Raise or tilt head sideways to prevent fluid inhalation. Check mouth for residual food or fluid – suction out or 
remove with clean towel. 

YES 
Brush teeth and gums with small DRY soft 

toothbrush three times daily. 
Use a pea-sized amount of non-foaming toothpaste. 

Apply chlorhexidine gel on tongue and gums as 
directed by a dentist. 
Suction throughout. 

A suction or aspirating toothbrush may be required. 

DOES THE PATIENT WEAR DENTURES? 

NO 
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Appendix 9: Example Oro-Facial Desensitisation Programme 

Why? Following brain injury patients may become sensitive to touch around the area of the face. This 
programme is designed to reduce hypersensitivity which can lead to behaviours such as bite reflex and 
teeth grinding. 
 
When? Please carry out this procedure daily (at least   times a day). It can be incorporated into 
activities of daily living such as washing/dressing/oral care. 
 
Positioning: It is important that the client is sat/ lying in a supportive position. For further 
advice discuss with Physiotherapy 
 
How? Keep calm, confident and explain the procedure in a matter of a fact way. Do not rush through 
and try to maintain physical contact at all time by maintaining the flow of movement from one step to 
the next. 
Repetition may be required before you see any change/impact of routine. 
 

1. Touch or hold the hands firmly 
2. Move gradually up the arms, finishing by firmly, but gently holding the shoulders. 

 

 
3. Place one hand firmly (palm facing) over the entire forehead. 
4. Place one hand firmly on the right cheek then the left cheek. 

5. Place one finger above upper lip and below lower 
6. With water (or gel) stroke inside the lips along the gum. 

Upper: Start in the middle, stroke to the left and gently pull out the cheek. Stroke back along the gum to 
the middle. Repeat to the right. Lower: Repeat as for upper. 

7. Complete activity of daily living 

E.g. mouthcare/ washing/ dressing 

With thanks to Lisa Partridge for allowing the inclusion of this leaflet. 
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Appendix 10: Mouthcare Algorithm for Intubated Patients  

 

 

 

 

 
 

DOES THE PATIENT WEAR DENTURES? 

YES 
Leave dentures out of mouth while intubated. 

Clean with a toothbrush or denture brush with a denture 
cleaner or soap. Soak in a denture-cleansing solution. 

Dentures should be labelled and stored in clean water. 

HAS THE PATIENT HAD AN ORAL HEALTH RISK ASSESSMENT? 

NO 
COMPLETE ORAL HEALTH RISK ASSESSMENT 

Use suction to remove any excess. Lubricate lips with water-based moisturiser if needed. 

YES 
Refer to dental team 

Follow advice for mouthcare 
 

NO 
Suction or clean mouth with soft 
brush moistened with water to 

remove secretions. 

CONTINUE WITH MOUTHCARE EVERY 2-4 HOURS BASED ON INDIVIDUAL ASSESSMENT 

YES 

NO 
Provide mouthcare 

ARE THERE ANY ABNORMALITIES OF THE ORAL TISSUES INCLUDING: ulcers, bleeding, very dry mouth, 
swelling? 

DOES THE ADULT HAVE THEIR OWN TEETH? 

Reposition oral tube frequently to avoid pressure sores or trauma. Ensure tube is secure. 
Raise or tilt head sideways to prevent fluid inhalation. 

YES 
Brush teeth and gums with small DRY soft 

toothbrush three times daily. 
Use a pea-sized amount of non-foaming toothpaste. 

Suction throughout. 
A suction or aspirating toothbrush may be required. 

NO 


