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Dear Editor,
With great interest we read the recent excellent article 
by Dr Brodsky [1] on post-extubation dysphagia (PED). 
We agree that we as intensivists are indeed daily con-
fronted with patients recently extubated and struggling 
with swallowing difficulties. This is underlined by recent 
prospective data indicating that likely more than one 
out of six ICU patients admitted for emergency reasons 
and one out of ten mixed (medical-surgical) adult ICU 
patients are affected by PED [2]. Numbers in the acute 
neurologically ill may even be higher. However, when 
keeping respective incidences in mind, it should be noted 
that some additional ICU patients are typically subjected 
to direct tracheostomy, i.e. the total number of patients 
affected by PED is likely higher. Importantly, the conse-
quences of PED positivity in mixed adult ICU patients 
embrace higher resource need, longer ICU and hospital 
length of stay, and an about 9% excess 90-day mortality 
rate [2]. Nevertheless, it seems of striking importance 
that dysphagia is currently not systematically screened 
for on most ICUs [3]. Thus, dysphagia currently appears 
a largely under-recognized but highly relevant clinical 
problem in the ICU.

Underlying mechanisms leading to dysphagia on the 
ICU are currently not conclusively understood [1, 4]. 
However, we agree with Dr Brodsky [1] that the patho-
genesis of dysphagia may involve multiple mechanisms 
and that (bedside) nurse screening in the ICU may play 
a pivotal role in recognizing respective signs and symp-
toms of dysphagia. In addition, it should be noted that 
there is currently considerable variability in screening 

and diagnosing of dysphagia [3, 4], which partly impedes 
comparing of available data and may trigger uncertainty 
in ICU physicians caring for affected patients.

In line with Dr Brodsky’s notion, intensivists should 
support systematic screening for dysphagia on the ICU. 
We thus recently proposed a pragmatic (currently not 
formally validated), feasible, and structured 2-step diag-
nostical algorithm (“Bernese ICU Dysphagia Algorithm”, 
Fig.  1). Following a “safety check”, trained ICU-nurses 
perform a Water Swallow Test (WST, details in [2]) 
within few hours from extubation. Screening-positive 
cases are subjected to a clinical expert exam (e.g. by 
speech-language therapists or trained physiotherapists). 
Ideally, this should be complemented by a confirmatory 
instrumental test using flexible endoscopic evaluation of 
swallowing (FEES). FEES can be performed at the bed-
side, does not involve patient transfer or radiation expo-
sure [4], and was shown safe and readily applicable in the 
ICU setting even when performed by less experienced 
professionals. With regard to treatment, even less data 
seems available. Pharyngeal electrical stimulation (PES), 
which was shown to improve swallowing and airway 
safety in tracheostomized stroke patients [5] might also 
be beneficial in the treatment of PED and this is currently 
investigated in the PhINEST trial (https ://clini caltr ials.
gov/ct2/show/NCT03 84039 5).

Indeed, dysphagia on the ICU currently seems a largely 
under-recognized but highly relevant clinical challenge. 
We thus support the notion for an international mul-
tidisciplinary expert panel that aims to establish con-
sensus (e.g. using a Delphi procedure) on dysphagia 
definitions, ICU screening and assessment algorithms, 
therapeutic procedures, and on recommendations for 
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