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	The most up-to-date version of this SOP can be viewed at the following website:
standard operating procedure to support the  implementation of the nhsggc policy for  the management of people with swallowing difficulties as a result of oropharyngeal dysphagia ( link)



	Aim
	This SOP aims to ensure a consistent, standardised approach to the management of eating drinking and swallowing difficulties  across acute paediatric  settings. 



	Scope
	This SOP covers all infants and children , within NHSGGC  inpatient settings  and applies to all clinical  staff involved with the care of patients with eating, drinking and swallowing disorders and is limited to  dysphagia involving the oral cavity and pharynx. Oesophageal swallowing disorders and behavioural oro-feeding difficulties in children are not included within the remit of this SOP 


	Monitoring and Review
	This SOP will be reviewed in line with review of the policy. 



Practice Guideline

· Nursing staff completing administration process for new admissions should check for existing swallowing difficulties

· Nursing staff should document and share any current recommendations with all relevant MDT staff at the admission stage
· If patient is already known and/ or on thickened fluids the thickener will be added at bedside. Thickener can be ordered from the Special Feeds Unit (SFU.)
· If the patient is already known and/or is on Carobel, this is orders as a made-up feed via Trakcare from SFU

· If a patient is already known and/or is on a pre-existing modified diet , this will be ordered via the IDDSI/TMD pathway available on ward kitchens and in GGC Paediatric Nutrition manual. Where existing oropharyngeal dysphagia is identified and no information is known regarding diet, fluid or swallowing recommendations, Nursing staff should check the patient’s usual diet and fluids at home via the patient/ carer ,as well as checking Dietetic and SLT notes on Clinical Portal.
· A Safe Swallow sign should be put up at bed side if pre-existing modified diet required.
· Where new oropharyngeal dysphagia is identified nursing staff follow existing process and refer to SLT on Trakcare.  Patients referred to SLT will normally be responded to within 2 working days

· SLT will advise and assess as required (please refer to main policy document) 
· SLT will document the assessment outcome and recommendations and  will communicate with the MDT via  clinical portal and the ward paper notes.
· SLT will put up Safe Swallow sign at bed/cot side as appropriate
· Ward staff are responsible for ensuring that recommendations are shared with all relevant parties as appropriate (ward staff, staff issuing refreshments, family/carers, visitors, MDT etc)
· Consider NGT feeding to meet fluid and nutritional requirements if oral feeding is considered  unsafe while awaiting SLT assessment. SLT do not provide after hours service.
· Refer to GGC Paediatric Nutrition manual for starter regimes in the above case. 

Oropharyngeal Swallowing Problems
Generic- Standard Operating Procedure
(Please see NHSGGC Food, Fluid and Nutrition web pages for further information)
To gather and fully document new oropharyngeal dysphagia.  This should include level of concern, who is concerned, what you observe, current health status and existing conditions.





Refer to local guidelines for the appropriate care group:


 community adults,  paediatrics (including acute), adult mental health and learning disability in patient 





Establish current symptom status - Deteriorating/stable/ improving








Actions








Ensure any concerns are  discussed with patient/ carers/other relevant professionals fully documented  , seek appropriate consent and escalate as per local process. 








Ensure any concerns are  discussed with patient/ carers/other relevant professionals fully documented  , seek appropriate consent and escalate as per local process. 





To gather and fully document new oropharyngeal dysphagia.  This should include level of concern, who is concerned, what you observe, current health status existing conditions and  dysphagia recommendations. 








Acute, new oropharyngeal dysphagia identified/predicted





Existing, chronic or changing oropharyngeal dysphagia identified





New or existing 





Communication





Current situation








