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COVID-19 and the risk of Dysphagia  

COVID-19 Presentation 
 

Presentation of symptoms in COVID-19 
varies greatly from people being 
asymptomatic to severe cases. In the 
severe cases patients may develop 
Acute Respiratory Distress Syndrome 
(ARDS). ARDS is a condition where fluid 
builds up in the lungs making it difficult 
for oxygen to be spread throughout 
the body.  
 

Current research states up to 20-32% 
of people with COVID-19 will develop 
ARDS. People with ARDS often require 
intubation, mechanical ventilation and 
enteral nutrition (feeding through a 
tube) to maintain life. These measures, 
whilst essential for maintaining life, 
increase the risk of dysphagia, 
aspiration (food or fluid material 
entering the airway) and aspiration 
pneumonia (chest infection due to 
food or fluid material entering the 
airway). 

COVID-19, a disease caused by the coronavirus, has 
resulted in the current global pandemic. As COVID-19 
has been around for less than a year, there is little 
known about it. Researchers have been gathering 
information & research is starting to be published about 
the impact of COVID-19, however long-term impacts of 
the disease are unknown. This article will look at what 
we do know about COVID-19 & related dysphagia. 
 
What is Dysphagia? 
 

Swallowing refers to the way we suck, chew, bite, 
prepare and swallow our foods and fluids. When 
someone has a breakdown in the swallow process it is 
termed dysphagia. 
 

Dysphagia can lead to malnutrition, dehydration, weight 
loss, chest infections (aspiration pneumonia) or choking 
as well as impact emotional and social areas of life.  
 

Speech Pathologists can assess swallow function and 
provide diet or fluid modification, swallow techniques or 
swallow exercises to increase safety when eating and 
drinking.  
 

By Delaney Sadler, OSCAR Care Group Speech Pathologist 

https://speechpathologyaustralia.org.au/
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Why does Intubation cause Dysphagia? 

Intubation is the process of passing a tube from 
the mouth, through the throat to the airway to 
deliver air to the lungs. The tube passes by and 
contacts many important structures for 
swallowing such as the tongue, pharynx, 
epiglottis and vocal folds.  

Intubation-related dysphagia can occur for 
many reasons, including: 

• Trauma:  As the tube is inserted it contacts 
and can damage swallow structures listed 
above. This can cause trauma to the throat 
resulting in swelling and injury and the 
patient may have a painful swallow. 
 

• Underuse: While the breathing tube is in 
place it inhibits the person from swallowing. 
On average a person swallows 700 times per 
day. Not being able to complete these 
swallows means that the swallow muscles 
become weak and the swallow becomes 
deconditioned. Every day that the tube is in 
place, the swallow becomes weaker. 

 

• Altered sensation: the tube being in the 
throat is unusual for the body. Initially the 
body will react to the tube and the 
individual may gag. The longer the tube is in, 
the more the body gets used to it. This along 
with reduced air flow through the throat 
results in reduced or altered sensation in the 
throat. This may mean that after the tube is 
removed the airway is ‘numbed’ and does 
not react to food and drink going down the 
wrong way. 

 

• Reflux: While people have a 
breathing tube in place, they are 
unable to eat and drink as they 
normally would. To maintain nutrition 
people are often fed using another 
tube that passes from the nose down 
to the stomach. Many people suffer 
from reflux when being fed through 
this tube which can negatively 
impact swallowing and swallowing 
structures. 
 

• Reduced Respiratory Status: when we 
swallow, we need to momentarily 
stop breathing and close our airway 
to ensure food and drink does not go 
down the wrong way. When people 
have reduced breathing ability, they 
have to breathe at a faster rate or 
may require oxygen to assist their 
breathing. In these cases, it can be 
hard for someone to coordinate their 
breathing and swallowing and the 
individual may breathe with food or 
fluid in their mouth or throat. This food 
or fluid may then go into the airway 
rather than the oesophagus to the 
stomach. 

 

https://speechpathologyaustralia.org.au/
https://speechpathologyaustralia.org.au/


1300 4 OSCAR (1300 467 227)       WWW.OSCARCAREGROUP.COM.AU    SPEECH@OSCARCAREGROUP.COM.AU  

 

  

 

 

  

COVID-19 conditions causing Dysphagia 

In addition to ARDS discussed above, there are 
other conditions that can arise in patients 
admitted to the ICU for prolonged periods that 
can also cause dysphagia. These include: 

• Critical Illness Polyneuropathy or Myopathy. 
Where changes to nerve and muscle 
function result in generalised weakness of 
muscles. This weakness can also affect the 
muscles required for swallowing. 

• Cognitive Decline. Where prolonged illness 
can cause changes to memory, learning, 
thinking, concentration and decision 
making9. Changes to cognition can cause 
people to develop unsafe eating and 
drinking habits such as taking large mouthfuls. 

• Post-Intensive Care Syndrome. A collection of 
physical, mental and emotional changes that 
persist after discharge from the ICU. This can 
result in swallowing changes dependent on 
individual presentation. 

COVID-19 and Dysphagia Prevalence 

As research on COVID-19 and dysphagia is new 
there is limited research on intubation related 
dysphagia in COVID-19 patients as yet.  

Preliminary studies have found associations 
between COVID-19 and dysphagia. Additionally, 
research on intubation related dysphagia in 
ARDS patients can be useful in determining the 
impact of dysphagia on those requiring 
intubation as a result of COVID-19. Studies show 
that nearly 60% of patients experience 
dysphagia post intubation and a third of these 
patients are still experiencing dysphagia when 
they are discharged from hospital. 

 

 

Impact of COVID-19 related Dysphagia    
in Aged Care 

As seen in Australia, individuals of older 
age are more likely to face more severe 
complications from COVID-19. Factors such 
as malnutrition, pre-existing medical 
conditions and reduced mobility all 
contribute to the severity of the disease.  

Therefore, these individuals are more likely 
to require intensive care and intubation to 
preserve life. Additionally, individuals with 
pre-existing dysphagia prior to intubation 
have a higher likelihood of experiencing 
intubation related dysphagia. 

Once recovered from the acute illness 
residents are likely to be discharged back 
to their residential aged care facilities 
where their needs will be managed by the 
facility. The following research shows the 
ongoing impacts of conditions associated 
with intubation or ICU admission: 

• 1/3 of patients who experience 
dysphagia post intubation will still be 
experiencing it on discharge.  

• The impact of Critical Illness 
Polyneuropathy and Critical Illness 
Myopathy can last for 2-years post 
diagnosis8. 

• Post-intensive care syndrome that 
results in reduced pulmonary function 
and reduced inspiratory muscle 
strength can occur for 1-year post-ICU 
admission. 

• Cognitive changes can continue long 
term. 
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7 Reasons why it is important to manage Dysphagia within Facilities during the Pandemic 

1. Research has highlighted the importance of managing dysphagia within facilities and how 
this can occur whilst reducing risk.  

2. For residents who have spent time in the ICU, readmission to the ICU or hospital is possible.  

3. Aspiration Pneumonia, a consequence of dysphagia, is within the top 10 reasons for 
readmission to hospital.  

4. As the demand on hospitals is higher during the pandemic readmissions place them under 
more strain.  

5. Preliminary research shows the possibility of developing dysphagia during recovery from 
COVID-19.  

6. Dysphagia assessment and management plans can be determined by a Speech 
Pathologist within residential Aged Care facilities which may involve diet modification, 
swallow techniques or swallow exercises.  

7. Staff within facilities are accountable for dysphagia management plans. This involves having 
a solid understanding of dysphagia and its consequences, signs of dysphagia and 
aspiration pneumonia and food and fluid modifications as per the International Dysphagia 
Diet Standardisation Initiative (IDDSI). 

 

 

Need assistance supporting someone with Dysphagia? 
To consult with OSCAR Care Group’s Speech Pathologist, Delaney Sadler, 
please call or email via our contact details below. 



1300 4 OSCAR (1300 467 227)       WWW.OSCARCAREGROUP.COM.AU    SPEECH@OSCARCAREGROUP.COM.AU  

 

 References 

Aoyagi, Y., Ohashi, M., Funahashi, R., Otaka, Y., & Saitoh, E. (2020). Oropharyngeal Dysphagia and Aspiration Pneumonia 
Following Coronavirus Disease 2019: A Case Report. Dysphagia, 1-4. 

Brodsky, M. B., & Gilbert, R. J. (2020). The Long-Term Effects of COVID-19 on Dysphagia Evaluation and Treatment. Archives of 
Physical Medicine and Rehabilitation. 

Brodsky, M. B., Huang, M., Shanholtz, C., Mendez-Tellez, P. A., Palmer, J. B., Colantuoni, E., & Needham, D. M. (2017). Recovery 
from dysphagia symptoms after oral endotracheal intubation in acute respiratory distress syndrome survivors. A 5-year 
longitudinal study. Annals of the American Thoracic Society, 14(3), 376-383. 

Dziewas, R., Warnecke, T., Zürcher, P., & Schefold, J. C. (2020). Dysphagia in COVID‐19–multilevel damage to the swallowing 
network?. European journal of neurology. 

Fong, R., Tsai, K. C., Tong, M. C., & Lee, K. Y. (2020). Management of Dysphagia in Nursing Homes During the COVID-19 
Pandemic: Strategies and Experiences. SN Comprehensive Clinical Medicine, 1-5. 

Frajkova, Z., Tedla, M., Tedlova, E., Suchankova, M., & Geneid, A. (2020). Postintubation Dysphagia During COVID-19 Outbreak-
Contemporary Review. Dysphagia, 1. 

Herridge, M. S., Moss, M., Hough, C. L., Hopkins, R. O., Rice, T. W., Bienvenu, O. J., & Azoulay, E. (2016). Recovery and outcomes 
after the acute respiratory distress syndrome (ARDS) in patients and their family caregivers. Intensive care medicine, 42(5), 
725-738. 

https://iddsi.org 

Lima, M. S. D., Sassi, F. C., Medeiros, G. C., Ritto, A. P., & Andrade, C. R. F. D. (2020). Preliminary results of a clinical study to 
evaluate the performance and safety of swallowing in critical patients with COVID-19. Clinics (Sao Paulo)., 75. 

Meng, L., Qiu, H., Wan, L., Ai, Y., Xue, Z., Guo, Q., ... & Liu, H. (2020). Intubation and Ventilation amid the COVID-19 
OutbreakWuhan’s Experience. Anesthesiology: The Journal of the American Society of Anesthesiologists, 132(6), 1317-1332. 

Mohan, R., & Mohapatra, B. (2020). Shedding Light on Dysphagia Associated With COVID-19: The What and Why. OTO Open, 
4(2), 2473974X20934770. 

Murry, T., Carrau, R. L., & Chan, K. M. (2017). Clinical management of swallowing disorders. Plural Publishing, Inc.. 

Namasivayam-MacDonald, A. M., & Riquelme, L. F. (2020). Speech-Language Pathology Management for Adults With COVID-
19 in the Acute Hospital Setting: Initial Recommendations to Guide Clinical Practice. American journal of speech-language 
pathology, 1-16. 

Ohtake, P. J., Lee, A. C., Scott, J. C., Hinman, R. S., Ali, N. A., Hinkson, C. R., ... & Thiele, A. (2018). Physical Impairments Associated 
With Post–Intensive Care Syndrome: Systematic Review Based on the World Health Organization's International Classification 
of Functioning, Disability and Health Framework. Physical therapy, 98(8), 631-645. 

Oliveira, A. C. M. D., Friche, A. A. D. L., Salomão, M. S., Bougo, G. C., & Vicente, L. C. C. (2018). Predictive factors for 
oropharyngeal dysphagia after prolonged orotracheal intubation. Brazilian Journal of Otorhinolaryngology, 84(6), 722-728. 

Prescott, H. C., Langa, K. M., & Iwashyna, T. J. (2015). Readmission diagnoses after hospitalization for severe sepsis and other 
acute medical conditions. Jama, 313(10), 1055-1057. 

Shepherd, S., Batra, A., & Lerner, D. P. (2017). Review of critical illness myopathy and neuropathy. The Neurohospitalist, 7(1), 41-
48. 

Sheehy, L. M. (2020). Considerations for postacute rehabilitation for survivors of COVID-19. JMIR public health and surveillance, 
6(2), e19462. 

Wu, Z., & McGoogan, J. M. (2020). Characteristics of and important lessons from the coronavirus disease 2019 (COVID-19) 
outbreak in China: summary of a report of 72 314 cases from the Chinese Center for Disease Control and Prevention. Jama, 
323(13), 1239-1242. 

 

https://iddsi.org/

