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Introduction
The world’s population is growing and it is predicted that by 2050, 

30% of the population will be >65 years of age.1 People >85years 
are the fastest growing cohort in Europe and will soon be 30% of 
all people aged>65 years of age. Many of the very old (>85 years) 
older people are not healthy in old age, as defined by the World Health 
Organization;2 many will have one or more long-term condition such 
as diabetes, heart disease, lung disease, osteoarthritis and osteoporosis. 

As the numbers of very old people increase, the numbers 
that are frail and disabled will also increase. Frailty is a complex 
syndrome3,4 associated with sarcopenia, under-nutrition, slowness, 
fatigue, low energy expenditure and frequently disability. Frail 
older people have multiple co-morbidities (long term conditions), a 
limited physiological reserve;5,6 and increased mortality.7 Any insult 
(constipation, environmental change, infection, trauma, medication 
change) can result in decompensation, due to the poor physiological 
reserve,5,6 which will result in a reduction in physical and cognitive 
functioning and may result in the inability to swallow. 

Sarcopenia manifests as a loss of muscle bulk and strength, with 
a change in muscle fibresresulting in a loss of contractility. These 
changes are seen in skeletal muscle, particularly appendicular muscles. 
Sarcopenia usually associated with poor nutrition. From an older 
person’s perspective there are two reasons why nutritional intake may 
be compromised. There may be limited access to food (poor mobility, 
no shop, no bus) and any food obtained is of poor nutritional quality. 
Secondly eating and drinking may be compromised (presbyphagia, 
neurological disease, rheumatoid arthritis,) due to a poor swallow.8,9 
Fifty percent of those>80years of age will have sarcopenia, resulting 
in weakness of the supra-hyoid muscles and the pharyngeal stripping 
muscles and hence a slow swallow and dysphagia. 

Eating and drinking go hand in had with swallowing. Food 
needs to be transferred to the mouth. If there weakness, deformity 
(Rheumatoid arthritis; Stroke) are present then it is difficult to cut 
food up and then transfer it to the mouth (unable to move the arms, 
difficulty holding a cup or cutlery). Once the food is in the mouth, it 
will need to be chewed and pass through the mouth, to the pharynx 
and thence to the oesophagus.10

Swallowing
The International Classification of Functioning, Disability and 

Health (ICF 2001) classify swallowing as “functions of clearing the 
food and drink through the oral cavity, pharynx and oesophagus into 
the stomach at an appropriate rate and speed”’. The oral phase of 
swallowing needs strong oral facial and tongue muscles to prepare the 
bolus.11 Therefore if teeth are painful or missing, chewing is difficult. 
Dentures are often not worn due to discomfort. Dental plates may 
become infected with candida resulting in recurrent oral thrush and 
pain when swallowing if the pharynx is involved. The food will need 
to be manipulated by the tongue, its function may be reduced due to 
neurological disease (stroke) malignancy or infection.12,13

The pharynx is a joint pathway for air and food. During the swallow 
the larynx is protected, so that food and drinks do not go down the 
wrong way, which may result in aspiration. For a safe swallow the 
larynx is pulled up and forward, the tongue moves back towards the 
pharynx and the pharynx has a peristaltic wave to push food through 
the larynx to the oesophagus. During this time the upper oesophageal 
sphincter needs to relax to let food and drink pass through. The 
elevation and anterior movement of the larynx is dependent on the 
function of extrinsic muscles (the supra-hyoid group). The muscles are 
weak in frail older people and do not lift the larynx or pull it forward 
enough, nor do they pull the UES open as much. The consequence of 
this is that the airway is at risk before, during and after the swallow. 
Before because the poor elevation of the larynx may result in it failing 
to close, during due to poor tongue retraction and poor pharyngeal 
peristalsis and after due to increased pharyngeal residue due to poor 
UES opening.14

Dysphagia is not infrequent in those residing in the community. 
Various studies have noted a frequency of up to 30% of older people 
living at home,15 28% of ole people undergoing instrumentation 
(FEES;Videofluoroscopy) are shown to aspirate.16,17 With increasing 
dependency and illness the prevalence of dysphagia increases (Figure 
1).

Older people may not present with dysphagia, yet may have subtle 
changes within their swallow mechanism, which they have not noticed 
and have unconsciously compensated for;5 if they have accepted it 
is as a natural consequence of getting older.18 Fatigue is commonly 
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Abstract

The population across the world is ageing. The fastest growing group is that of the 
>85 years. Many will be frail, have multiple long term conditions and dysphagia. 
Inevitably this will result in malnutrition, hospital admissions and death. Action needs 
to be taken to prevent this happening by concerted action from Public Health. Failure 
to do this will result in a strain on health resources.

“Death is caused by swallowing small amounts of saliva over a long period of time”. 
George Carlin (1937-2008)

Keywords: hospital, health resources, world health organization, constipation, 
strength

Gastroenterology & Hepatology: Open Access

Mini Review Open Access

https://creativecommons.org/licenses/by-nc/4.0/
http://crossmark.crossref.org/dialog/?doi=10.15406/ghoa.2018.09.00313&domain=pdf


Dysphagia: a growing concern? a personal view 143
Copyright:

©2018 Smithard

Citation: Smithard DG. Dysphagia: a growing concern? a personal view. Gastroenterol Hepatol Open Access. 2018;9(4):142‒144. 
DOI: 10.15406/ghoa.2018.09.00313

present in frail older people, food intake is reduced because ittakes 
too long to long eat, and fatigue may worsen their swallow as muscles 
tire with use.

Figure 1 Increasing dependency is associated with increased prevalence of 
dysphagia.

Identification of dysphagia
With the ageing population, the incidence and prevalence of 

dysphagia and its complications are going to become a major problem. 
Dysphagia is being increasingly recognized as a geriatric syndrome.8,9 
Safe swallowing has not been recognised as a priority for frail older 
people care. Acute stroke patients will have their swallow early during 
their admission as any delay in full assessment is associated with an 
increased risk of death.19 Dysphagia and potential aspiration is a great 
risk in older people. Especially those those are very frail and old. 

The literature is reflecting the new found awareness that difficulty 
swallowing is common in many old people. Able et al (unpublished) 
showed that many 80-90 year olds will fail a 3ox water test. The 
prevalence of dysphagia post intubation on ITU20 and after surgery21 is 
greater than previously recognized. Similar to other disease episodes, 
the presence of dysphagia is associated increases in length of stay and 
mortality 

Pro-active screening
As people age, admission to hospital with pneumonia is increasingly 

associated with aspiration, frequently associated with poor mouth care 
rather than the aspiration of food. Despite this older people are not 
routinely assessed to see if they can swallow. Stroke patients, in many 
countries, are assessed at the time for admission as it is recognised 
that aspiration pneumonia is a significant problem. Dysphagia is an 
independent marker of mortality, morbidity and length of hospital stay 
and admission to a care home on discharge from hospital. Every time 
a frail older person is admitted to hospital with delirium secondary 
to any infection their functional status declines and never returns to 
preadmission levels resulting in increasing dependency.

Hospital admission
Many older people are immune-compromised because of 

medication (steroids/Methotrexate), malignancy, poor diet, presence 
of diabetes increasing their risk of infection and a consequent poor 
prognosis. Pneumonia is a common problem, resulting in many 
hospital admissions and deaths amongst older people each year.22 This 

is recognised in the UK such that vaccinations against influenza are 
offered yearly and against pneumococcus five yearly to those most at 
risk of infection (old people, lung conditions, immune compromised).

With increasing age and increasing frailty there is an increased 
prevalence of aspiration pneumonia rather than community acquired 
pneumonia, such that 80% of those >90 will have aspiration pneumonia; 
frequently associated with poor mouth care rather than the aspiration 
of food (ref) and mortality may be as high as 34%;23 readmission 
to hospital is also increased.24 Despite this older people are not 
routinely assessed to see if they can swallow. Stroke patients, in many 
countries, are assessed at the time for admission as it is recognised 
that aspiration pneumonia is a significant problem.2 Dysphagia is an 
independent marker of mortality, morbidity and length of hospital stay 
and admission to a care home on discharge from hospital. Every time 
a frail older person is admitted to hospital with delirium secondary 
to any infection their functional status declines and never returns to 
preadmission levels resulting in increasing dependency.

Complications
Dysphagia has psychosocial (isolation, fear of eating) 

complications as much as medical (chest infection, malnutrition, 
pressure ulcers, falls) complications. From a public health perspective 
the major issues are the potentially increasing older population and 
the inadequate way in which there is a proactive approach taken. 

Public health
The role of public health is to keep people from illness. From a 

frailty and dysphagia point of view, a proactive approach needs to 
be taken. Old people, particularly in health care settings (hospital, 
care home), need their swallow assessed at the time of admission 
to that facility. Failure will result in malnutrition, chest infection26, 
dependency and institutionalization and the economic strain put on 
health care and social services is not inconsequential. An admission to 
hospital is expensive, because of increased care needs and increased 
hospital stay. In the USA, Patel et al, found that total inpatient costs 
were a mean $6243 higher among those with a dysphagia diagnosis 
($19244 vs 13001, P<0.001)26.

Conclusion
If awareness is raised, the correct questions asked, dysphagia can 

be recognized and managed early. The question arises as to which 
bedside screening assessments should be used. At present there are 
many, different assessments that are used, some validated, some not. 
This approach will only support staff and residents in care homes; 
a full population approach is needed within the community to raise 
awareness with the population and health care staff, to prevent 
dysphagia occurring. 

Given that sarcopenia plays a pivotal role exercises of the 
extrinsic muscles could be encouraged. A second approach may be 
to encourage a total body approach resulting in the toning of many 
muscles. (This may be cheaper and easy, but is as yet untested. A 
more targeted approach utilizes chin tuck exercises such as Chin 
Tuck against resistance. Laryngeal exercises and head raises are other 
techniques that have been suggested, but only used after dysphagia 
has been identified. At this moment in time there are more questions 
than answers. We need to find the answers to support the health of 
older people.
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