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Objective: to analyze the competencies of the interprofessional team in the care of

Conflict of interests: Nonexistent dysphagic stroke patients.
Methods: an exploratory-descriptive, qualitative study. The research participants i.e.,
= nursing technicians, nurses, physiotherapists, speech therapists and physicians that

provided care to patients with stroke in the acute and subacute phase, were randomly
selected. The study setting was a stroke unit and neurological ward of the neurology
referral hospital for Ceara State, Brazil. Data collection was performed through a semi-
structured and recorded interview. The recorded data were organized and analyzed,
according to the thematic analysis technique proposed by Bardin.

Results: based on the statements, three main categories were developed: “conceptu-
alizing and identifying dysphagia”, “knowledge about the prevention of bronchoaspira-
tion in stroke patients” and “bronchoaspiration as a complication of dysphagia”. The
providers’ statements revealed that some experienced doubts and even unawareness

about what dysphagia is.

Conclusion: the present study showed a complexity of care for stroke patients with
dysphagia. Therefore, this scenario reflects the need for continuing education in the
service and for interdisciplinarity among professional categories.
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INTRODUCTION

Stroke is the leading cause of disability and death
worldwide, in both high-income countries and devel-
oping countries'. According to data from the World
Stroke Organization, one in six individuals in the world
will have a stroke during his/her life?. In Brazil, this is
the main cause of mortality, characterizing an extremely
disabling disease, and considered one of the greatest
public health concerns in the country?®.

According to studies found in the literature, oropha-
ryngeal dysphagia is present in more than 50% of
stroke cases when still in the acute phase, with its
main complications being: malnutrition, dehydration
and pulmonary complications, such as aspiration
pneumonia*. Pneumonia affects approximately 30% of
these patients in the acute post-stroke phase®, being
associated with higher mortality, worse functional
outcome and longer hospital stays®.

The American Heart Association and the American
Stroke Association confirm this finding by stating that
stroke patients are up to 7 times more likely to develop
aspiration pneumonia when dysphagia is not screened
for, with them requiring twice the length of hospital
stay’.

Therefore, there is growing concern related to care
for post-stroke patients. In Brazil, the stroke care line
aims to provide integrative and continuous care with
speech therapy assessment within 72 hours after
admission®. This is in agreement with the Stroke Care
Routine Manual, which recommends that all patients
should be screened for oropharyngeal dysphagia®.
However, in Brazil, this is not a reality, as there is a
deficiency in the sizing and number of healthcare
providers in hospitals in the Brazilian Nation Health
System (Sistema Unico de Satide - SUS), contributing
to a failure in the care and in the integrality of the care®.

It is known that healthcare providers need to have
an integrative view of the individual, so that, the compli-
cations and risks of death are reduced'. The support
of a multi and interdisciplinary team is extremely
important for the identification of swallowing alterations
and they must be trained to recognize and intervene in
these changes'?. Accordingly, the evaluation process
is of paramount importance, as it supports the identifi-
cation of problems and the reorientation of actions and
services developed. This makes it possible to better
decide on the incorporation of new health practices into
the routine of the providers and measure the impact of
the actions implemented by the services and programs
on the health status of the population'. The result of
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this process should aim to improve actions, and not
be taken as a punitive possibility for the actors. The
evaluative practice can be introduced in several ways.
It can be part of the planning and management of the
institutions, programs and projects and simultane-
ously accompany actions aimed at changes from its
first design'®. Currently, evaluation should not only be
considered a technique, but as a “transdiscipline”, that
is, a field of study that simultaneously provides instru-
ments for reflection in other areas’®.

Given the importance of the topic and the data gap
in the scientific literature, this study is of great relevance,
as it aims to analyze the knowledge of the care process
of the interdisciplinary team with dysphagic patients
affected by stroke, therefore guaranteeing safe care
with adequate clinical interventions, contemplating the
individual in an integrative way.

METHODS

The study was submitted to and approved by the
Ethics Committee for Research Involving Human
Subjects of the General Hospital of Fortaleza, Ceara,
Brazil, under authorization No. 2.891.570, No. CAAE:
94918518.8.0000.5040, with the ethical requirements
established in Resolution No. 466, of December
12, 2012 of the National Health Council being fully
complied with.

This was a qualitative descriptive study, as the
aim was to analyze, through the discourses of the
healthcare providers of the multidisciplinary team,
concepts, actions and relationships that are processed
and produce direct reflections in the operationalization
of care for dysphagic stroke patients. Qualitative
research consists of understanding phenomena, taking
into account the singularity of the individuals, as subjec-
tivity is considered the manifestation of total living,
regardless of whether or not it can be quantified'”®.

The study setting was the stroke unit and the neuro-
logical ward that comprise the care spaces for this
population in the largest public hospital in Ceara, which
is also the Neurology referral hospital for the state'.
The decision to carry out the study in both sectors was
due to the fact that they complement each other in the
process of specialized care for patients with the disease
in question. Initially, the patient with acute stroke is,
ideally, assisted in the unit and, after stabilization, trans-
ferred to the ward.

The study participants were 18 healthcare providers,
selected by convenience, from the following profes-
sional categories: 4 Nursing Technicians (NT),



5 Nurses (N), 4 Physiotherapists (PT), 3 Speech
Therapists (ST) and 2 Physicians (P) that provide care
to stroke patients in the acute and sub-acute phase. In
order not to identify the participants or the institution,
at the end of each excerpt, the initial letter notations of
each professional category were added. This choice
was made, as these are the actors in the process of
healthcare for dysphagic stroke patients. It is under-
stood that these hospitalized individuals need to be
approached in order to consider the complexity of the
emotional and physical effects that this disease has
on them, therefore, the care must be analyzed from a
multidisciplinary perspective®®. The sample selection
criterion was: being a healthcare provider that assists
stroke patients in the acute and sub-acute phase.

Data collection was carried out through a semi-
structured and recorded interview, from September
2018 to January 2019, using two instruments: a form
with sociodemographic variables (gender, age, profes-
sional category, time since professional qualification,
length of experience with stroke patients and profes-
sional training) and a semi-structured interview script
with data related to care for patients with dysphagia
with the following guiding questions: in your opinion,
what do you understand as dysphagia? Do you know
how to identify when a stroke patient has dysphagia?
Explain the interventions you use to prevent broncho-
aspiration in your professional practice. Have you ever
encountered an episode of bronchoaspiration? Would
you consider it important to receive formal training in
the management of dysphagic patients? The interviews
were pre-scheduled, according to the availability of the
subjects. Prior to the interviews, the subjects read and
signed a consent form.

The data obtained were organized and analyzed
according to the thematic analysis technique proposed
by Bardin, which consists of breaking the text into
categories grouped analogously. The option for
categorical analysis is supported by the fact that it is
the best alternative when the aim is to study values,
opinions, attitudes and beliefs, using qualitative data.
The interviews were transcribed in full and the material
was subsequently analyzed, following the 3 phases
proposed by Bardin: 1) pre-analysis, 2) exploration of
the material, and 3) treatment of results, inference and
interpretation?'.

RESULTS

Based on the statements, three thematic categories
were composed: “Conceptualizing and identifying
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dysphagia”, “knowledge about preventing broncho-
aspiration in stroke patients” and “bronchoaspiration as
a complication of dysphagia”. The group was formed
by 18 healthcare providers, 17 females and 1 male. The
ages ranged from 20 to 54 years. The length of profes-
sional experience with stroke patients was a minimum
of 3 months and a maximum of 27 years. Regarding
the subjects’ professional category, 4 were Nursing
Technicians (NT), 5 Nurses (N), 4 Physiotherapists (PT),
3 Speech Therapists (ST) and 2 were Physicians (P). In
relation to professional training, 14 have postgraduate
degrees, with 3 of these having postgraduate/residency
in neurology and 9 in other areas of knowledge. Two
providers had Master’s degrees.

Conceptualizing and identifying dysphagia

In this thematic category, the statements of the
providers revealed that, although the vast majority
expressed knowledge and familiarity regarding the
topic, some professionals still presented doubts and
even a lack of knowledge about what dysphagia is.
This could be clearly perceived, for example, in the
statement of NT1, who stated that dysphagia is a
breathing problem; and N1, who showed weakness
in the definition of the problem. Accordingly, it can be
observed that, with this gap that emerged, the care
link can be broken, interfering in the ideal care for the
patient with dysphagia.

NT1: “I confuse it with the other one... Dysphagia with

aphasia. Which is difficulty in speaking, in breathing

and there is... | confuse the names. (silence) But |
think it is difficulty in breathing. I'm not sure”.

N1: “Dysphagia... (silence) in my opinion it's a
problem with the patient’s breathing... That he needs
treatment, with the speech therapist. Something like
that...”.

Other discourses that should be highlighted in this
qualitative assessment process are those related to the
recognition of the dysphagic patient. During the inter-
views, it was noticed that although there were doubts
in the identification of the dysphagic patient, there was
knowledge of other relevant criteria in the screening
of this patient. This was perceived through weak
discourses, as observed in the statements of PT1 and
N4:

PT1: “I don’t know if it's the right one, but... If the
patient chokes when he drinks liquids or eats, I think
this is one of the signs of dysphagia”.
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E4: “I don’t know. This is very new to me. When |
came here, | didn’t have any guidance on how to
identify the dysphagic patient, we get into the routine
and see what happens routinely”.

This weakness in the process of identifying
dysphagia could be related to the professional training,
as seen in the following statements that emerged when
the participants were asked if they were interested in
a training process on the subject. The statements of
P1, ST2, PT2 and N3 stand out, as they mentioned
relevance of continuous educational processes within
the institution and also of greater integration between
the components of the multidisciplinary team.

P1: “I think so. Because we do not have training, we

don’t have very formal guidance that helps particu-

larly in emergency situations”

ST2: “We even made some formal guidelines for the
techniques, but it has been a while and it changes
and they also forget. | think training needs to be
carried out again. Not only with the technicians, but
with the other professionals as well”.

PT2: “.. it is important, everyone needs to know. It is
not wanting to get involved in the work of others, but
it is the multidisciplinary part, understand? Because,
the patient is not just an arm, not just a brain. The
patient is the whole body, right?”

N3: “Sure. It is always very valid. The more knowledge
the better. Since this subject is so important. | would
like this very much.”

Knowledge about the prevention of
bronchoaspiration in stroke patients

When the topic of bronchoaspiration was
approached, there was a consensus on the knowledge
of the term and interventions practiced by the care
providers. This must be understood as an important
point to be strengthened and explored within the health
service in question. It can be seen in the statements of
N1 and P2.

N1: “bronchoaspiration would be when the patient

for some reason has the food or even the saliva

go down the wrong way, which would be to the
bronchi and the lungs.” - “I would start with the
guidance according to the clinical situation of the
patient, guiding the companion in the correct way
to feed him, to offer the food in the correct position.
Positioning the head of the patient to prevent
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bronchoaspiration, to see if the consistency of the
food is right for the patient. To observe whether the
patient is sialorrheic.”

P2: “Usually, we keep the head of the patient higher,
because there are studies showing the influence
of the head. In the 0° position, he is more likely
to aspirate. The care of oral hygiene and even
reduction of sialorrhea with buscopan, atropine
eye drops reduce this more. It makes it difficult for
a large part of that saliva, of this sialorrhea to go to
the lung. And the question of the tube in patients
with more impaired swallowing, you know? We start
feeding through the tube, then it ends up decreasing
even the respiratory discomfort, because we know
that part of this food ends up falling into the airway”.

However, it was possible to identify a lack of
knowledge in the discourses of some providers in
relation to the interventions necessary for the prevention
of bronchoaspiration, limited to the concern with the
positioning of the headboard. This can be seen in the
statements of N2, NT3 and PT2.

N2: “To prevent bronchoaspiration, it is important to

adjust the positioning of the headboard; to observe

whether the patient is sialorrheic .

NT3: “Keep the headboard elevated to 309, the
feeding is carried out with the patient seated and
after he eats he has to stay seated in order not to
aspirate”.

PT2: “Headboard elevation, | think it is one of the
most important things for prevention, right? In my
practice it is this. So, in my practice it would be the
headboard elevation of at least 309, right? And...
prevention? And if | think that the patient is not
swallowing or else he is accumulating liquid in his
mouth or possibly aspirating food, | inform the team
of what is happening”.

Bronchoaspiration as a complication of dysphagia

It can be confirmed through the discourses that
some providers had already experienced serious
consequences of bronchoaspiration. This fact can be
seen in the statements of PT4, ST1 and P2.

PT4: “The patient had a thickened liquid diet. His

bed was not elevated. So, | already had these diffi-

culties... And so... | didn’t witness the act. But, | knew
that the companion was giving liquid water without
being thickened and lying down, because his bed



did not elevate. Then he aspirated, this evolved
into bronchospasm and with that he had to be
incubated”.

ST1: “Yes, several times. Patients that had a
specific underlying disease and that we knew what
the evolution would be and what was the risk of
that patient being exposed to ... the oral diet ... to
water orally. And we restricted this patient to that
and... (silence) it was not done. So it happened that
the patient had bronchial aspiration and needed
ventilatory support and, in some cases, if I'm not
mistaken, 3 patients died. There were other times the
patient aspirated the contents of his diet that went
through the nasoenteral tube. So | have seen some
cases of bronchoaspiration. Unfortunately...”.

P2: “I have already observed this... | think it was two
cases of bronchoaspiration that | saw in which this
was very important in the patient’s final outcome.
These were cases where the aspirated volume
was large enough to actually generate respiratory
decompensation and then there was a bad outcome.
This happened twice...”

DISCUSSION

Post-stroke dysphagia is characterized as a
swallowing disorder that commonly affects patients
after cerebral ischemia?. This symptom can be present
in approximately 42% to 92% of cases?®*?* and the
individual may develop serious complications, such as,
for example, the increased risk of bronchoaspiration,
malnutrition and dehydration?.

During the interviews, it was observed that the partic-
ipants were aware of the topic, however, there were
also those that presented weaknesses in conceptual-
izing dysphagia. This fact must be considered, as it is
an aspect that can affect the continuity and comprehen-
siveness of the care provided to the patient. Leonor et
al. (2015)% highlighted the importance of constructing
a culture of continuing education, enabling the instru-
mentalization of the entire multidisciplinary team to care
for dysphagic patients. This is because integrative care
is only achieved when the care providers are able to
harmonize competencies and interventions, as scien-
tific knowledge from different areas of health does not
make sense in isolation2°,

There was greater discomfort in responding to
the concept of dysphagia and the identification of
dysphagic patients in the nursing team, especially in
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the technical level professionals. This is relevant, as
these providers play a fundamental role in the care of
dysphagic patients. It is them that can identify changes
in swallowing, because nurses, nursing technicians and
nursing assistants are present at the bedside twenty-
four hours a day, especially at mealtimes. From this
perspective, the need for adequate training in oropha-
ryngeal dysphagia is highlighted, through educational
processes, which would broaden the theoretical basis
of this alteration, improving the care provided to the
patients?’. Therefore, continuous education is essential
for the professional development of an institution’s
human resources, making use of the place of the work
activity itself, making use of everyday and real situa-
tions as the learning environment®. In the discourses
there was a positive inclination towards education
actions related to the continuous need for qualification.
This corroborates the fact that these activities must
be anchored in the reflection of daily practices. The
present study discusses this aspect and also corrobo-
rates the integrality that is important in the care of the
dysphagic patient®:,

The main consequence of dysphagia is broncho-
aspiration, with high prevalence in large hospitals. Its
pathophysiological mechanism occurs through the infil-
tration of food particles, oropharyngeal fluids or gastric
contents into the lower airways, which can trigger
chemical pneumonitis, respiratory distress syndrome
and infectious pneumonia®. The latter is considered
the most common infection in the hospital environment.
Therefore, it is necessary to have a multidisciplinary
team to work on dysphagia, in which each professional
must know their role well to favor the treatment of the
patient32.

It is essential to know the medical history, signs
and symptoms of patients and the most prevalent
type of dysphagia to implement measures for the
prevention and control of pneumonia3®®. Accordingly,
there are recommendations regarding interventions to
minimize the risks of aspiration, these are: to position
the patient vertically with an angle equal to or greater
than 30 degrees, reaching up to 90 [degrees] if
possible; monitor the level of consciousness and lung
status; assess the cough reflex and swallowing ability;
control vomiting; keep the head elevated for 30 to 40
minutes after feeding; inspect for food or medication
retained in the oral cavity; provide oral care and
check gastric/enteral/gastrostomy tubes®. There is a
scenario of plurality in the care of dysphagic patients
that not only permeates the interventions that have
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been exemplified, but also goes beyond them. As an
example, there is the modification of the food consis-
tency, preparation for medication administration, bed
positioning at 90 degrees, and care with the cuff of the
intubation cannula or tracheostomy during nutritional
therapy, among others.

The discourses indicated that the majority of the
team recognized the basic interventions necessary to
assist the dysphagic patient. This shows that the care,
despite the weaknesses in the concept and interven-
tions demonstrated by a part of the team, is surrounded
by potential, and can be refined with institutional quality
programs, such as those based on risk management.

The difficulties in implementing transformative
educational practices and their important role should
be emphasized, as they are fundamental in the context
of health education, considering the individual and
local needs, which involves the institution®. The educa-
tional practices developed influence the quality of the
care provided to the patient, as they are based on the
daily reality of these providers, reinforcing the imple-
mentation of the systematization of the assistance, an
essential tool for patient care®. A study on budgetary
impact, which aimed to estimate the prevalence of
bronchoaspiration and verify the cost-effectiveness
of applying a preventive protocol, concluded that
adherence to a preventive program through the appli-
cation of a protocol, including a speech therapist, is
cost-effective, generating cost reductions for hospital-
ization and reducing hospital stay®.

Finally, it is essential to emphasize the
enthusiasm of the healthcare providers to learn
about dysphagia. This is best performed in the work
environment, as it is through everyday life that practices
are questioned and instrumentalization occurs in order
to identify and act, knowing that overcoming these
practices allows the effective incorporation of the
technical, cultural and ethical instruments necessary
for competent intervention®. It is also necessary that
the providers understand their professional praxis. This
starts with comprehending their individual role with
their specific disciplinary knowledge and attitudes and
later their role within the health team; understanding
that their scientific knowledge is essential, but does not
make sense in isolation. Health, due to the complexity
of its object, is considered a transdisciplinary field.

CONCLUSIONS

The present study highlighted weaknesses in
the knowledge regarding the conceptual scope of
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dysphagia in the multidisciplinary team, which can
compromise the quality of the care offered, with
theoretical support being necessary for taking qualified
and effective actions. The discourses also evidenced
interventions not that diversified, which is inconsistent
with the large amount of evidence already existing in
the literature.

In view of this, the need to institute this theme in
the continuous education program of the hospital
is emphasized, as recommended in the National
Policy for Continuous Education. This provides a
higher quality in the care actions of the professionals,
through clinical, critical and reflective reasoning, with
the purpose of improving behaviors with a focus on
integrality and comprehension of the possible actions
to be taken. The importance of continuous evaluation
processes, through the triangulation of methods in the
health institution, is also highlighted, allowing a deeper
understanding of the care process.
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APPENDIX A

Interview Instrument

PROFESSIONAL INFORMATION

Sex: Age:

Professional category:

Years of experience in the area:

Years of experience with stroke patients:

Professional qualification: () Technical course () Undergraduate () Postgraduate () Master’s () Doctorate () Postdoctorate

GUIDING QUESTIONS

In your opinion, what is dysphagia?

Do you know how to identify when a stroke patient has dysphagia?

What is the main complication caused by dysphagia in stroke patients?

Explain what bronchoaspiration is.

What are the consequences of bronchoaspiration?

Relate (in detail) your interventions for preventing bronchoaspiration.

Do you find it difficult to apply the aforementioned interventions? If so, what are the difficulties?

Do you know of an episode of bronchoaspiration? Provide examples.

Would you consider it important to receive formal training in the management of dysphagic patients?
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