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Abstract
The need for multidisciplinary and multiprofessional management of dysphagia is constantly increasing and creating a major 
challenge for healthcare professionals and society, especially in terms of professional expertise and human resources. The 
distribution of tasks among the dysphagia team members, which includes phoniatricians, otolaryngologists, and speech-
language therapists, is flexible and overlapping. For assessing dysphagia, the (fibreoptic) flexible endoscopic evaluation of 
swallowing (FEES), with or without videofluoroscopy, is a pivotal diagnostic tool. This position paper aims to illustrate 
the phoniatrician’s role in performing a FEES, which is an indispensable component of the diagnostic workup of patients 
suffering from oropharyngeal dysphagia. It is based on the current collaborative expert view of the Swallowing Committee 
of the Union of European Phoniatricians and a literature review. A FEES is one of the core competences of phoniatricians 
due to their endoscopic expertise and experience in the field of dysphagia and diseases of the upper aerodigestive tract. 
Therefore, the phoniatrician is an important member of the dysphagia team, for the medical diagnostics of the aerodigestive 
tract and dysphagia as well as for FEES. Phoniatric competence is especially important for head and neck cancer patients, 
infants, and complex cases.
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Introduction

In the last decades, dysphagia has become a great ethical and 
medical challenge for our society. Adequate management 
of the dysphagic patient requires a holistic, multidiscipli-
nary, and multiprofessional team that includes phoniatri-
cians, otorhinolaryngologists, speech-language pathologists 
(SLPs), gastroenterologists, neurologists, and intensive care 
physicians. Within the dysphagia team, the distribution of 
tasks is dynamic and overlapping. The purpose of this paper 
is to present the current view of the experts of the Swallow-
ing Committee of the Union of European Phoniatricians on 
task sharing among the collaborating specialists involved 
in the field of dysphagia, in relation to flexible (fibreoptic) 

endoscopic evaluations of swallowing (FEES) and to illus-
trate the phoniatric responsibilities within the dysphagia 
team. The phoniatrician is a medical doctor specialized in 
the holistic management of swallowing, voice, communica-
tion, and paediatric hearing disorders and closely cooperates 
with SLPs in the field of behavioural treatment. However, 
internationally viewed, phoniatricians’ training, tasks, and 
responsibilities may vary, and worldwide phoniatrics is not 
always an independent specialty or subspecialty of ENT.

Dysphagia and Its Significance

Dysphagia is defined as disturbance of the oral intake 
or transport of food from the oral cavity to the stomach. 
Depending on the impaired swallowing phases, a distinc-
tion is made between oropharyngeal (disturbed oral and 
pharyngeal phases) and oesophageal swallowing disor-
ders, which may interfere with each other. Phoniatricians, 

 *	 Doris‑Maria Denk‑Linnert 
	 doris-maria.denk-linnert@meduniwien.ac.at

Extended author information available on the last page of the article

http://orcid.org/0000-0003-4119-529X
http://crossmark.crossref.org/dialog/?doi=10.1007/s00455-022-10502-9&domain=pdf


	 Denk-Linnert et al.: Position Statement of the Union of European Phoniatricians

1 3

otolaryngologists, and SLPs mostly focus on oropharyngeal 
dysphagia.

Although dysphagia is regarded as a symptom, it is more 
of a syndrome, with possible consequences such as com-
promised nutrition, general health, reduced life expectancy, 
impaired quality of life, psychosocial well-being, and limited 
participation. If aspiration is present, the affected patient is 
at risk of life-threatening aspiration pneumonia or chronic 
lung disease. Moreover, treatment and care have high costs 
[1–5].

The prevalence on dysphagia varies widely between 6 and 
50% [6] and is on the rise. According to US statistics, 1 in 
25 adults is annually affected by a swallowing disorder [7]. 
Dysphagia occurs at all ages but is most common among 
the elderly, with an estimated prevalence of 15–22% among 
those aged over 50, and of 60% or more in skilled nursing 
facilities [8, 9]. This is due to the age-related diminished 
functional reserve of the swallowing function, the increased 
occurrence of dysphagia-related morbidities, and dementia. 
For life expectancy, nutritional status, independent oral feed-
ing, and prevention of aspiration-related pulmonary compli-
cations are highly relevant. Due to epidemiological develop-
ment, the impact of dysphagia will continue to grow in the 
coming years. To date, geriatric oropharyngeal dysphagia 
has been underdiagnosed and underestimated. It is regarded 
as a geriatric syndrome and considered a geriatric giant 
which requires dedicated holistic intervention. [10–12].

Further reasons for the increased demand for dysphagia 
management are [7, 10, 13–20] as follows:

–	 advances in intensive care medicine, resulting in more 
patients surviving severe illnesses and undergoing long-
term intubation and ventilation, possibly suffering from 
post-extubation- and ICU-related dysphagia

–	 advances in neonatology, which have increased the sur-
vival rate of very preterm infants and newborns with 
severe syndromic diseases who are at risk of compro-
mised airways or dysphagia

–	 the enhanced use of organ-preserving therapy concepts in 
the treatment of head and neck cancer with the possible 
sequelae of aspiration-associated dysphagia.

Dysphagia Diagnostics and Management

The possible aetiologies of oropharyngeal dysphagia include 
the following:

–	 Neurological diseases. Stroke and neurodegenerative dis-
eases are the most common aetiologies among adults, 
whereas cerebral palsy is the most significant cause of 
dysphagia among children

–	 ICU-related dysphagia. The COVID-19 pandemic has 
created a new challenge for dysphagia management

–	 Structural diseases of the upper aerodigestive tract, e.g. 
head and neck malignancies and the sequelae after their 
treatment (surgery and (chemo-) radiotherapy), Zenk-
er’s diverticulum, diffuse idiopathic skeletal hyperos-
tosis, etc.

–	 Functional or psychogenic aetiology. This diagnosis is 
made by exclusion, and no abnormalities of the upper 
aerodigestive tract and /or swallowing physiology are 
detectable.

Dysphagia mostly demands a thorough morphological 
and functional diagnostic workup of the swallowing tract 
from the oral cavity to the stomach, because both oro-
pharyngeal and oesophageal dysphagia may occur simul-
taneously. Due to the numerous aetiologies and conse-
quences of dysphagia, the traditional boundaries between 
professional disciplines are crossed, and patient manage-
ment often requires the contribution of many medical or 
therapeutic experts. A phoniatrician deals with oropharyn-
geal dysphagia together with an otorhinolaryngologist and 
SLP.

Since aspiration may occur silently, it must be safely 
proven or excluded only by direct visualization. The com-
plementary dynamic instrumental diagnostic methods of 
FEES, which visualizes the pharyngeal phase of swallow-
ing, and videofluoroscopy, which enables the assessment 
of all swallowing phases, have become the gold standard 
for dysphagia diagnostics [21].

FEES has become the most often used diagnostic tool 
for patients of all ages [22]. Due to the increased use of 
video endoscopes instead of fibrescopes, the term flexible 
endoscopic evaluation is more up to date for this process. 
The first description of a FEES in 1988, by Speech-Lan-
guage Pathologist Susan Langmore and one of her co-
workers, ENT Specialist Nels Olsen, reflects how FEES 
already had inherent interdisciplinarity in its early days 
[23].

The therapeutic armamentarium comprises causal treat-
ment strategies such as surgery of a Zenker’s diverticulum 
or behavioural swallowing therapy by SLPs, including reha-
bilitative, compensatory techniques and manoeuvres, as well 
as dietary modifications and nutrition recommendations 
adapted to the individual swallowing disorder. Depending 
on the underlying aetiology and the individual dysphagia 
pathophysiology (dysphagia profile), an appropriate treat-
ment regimen is individually tailored and based on evidence-
based practice. The treatment aim is influenced by whether 
dysphagia has occurred as an acute illness or as a chronic or 
progressive disease, and it may be rehabilitative – to restore 
normal swallow functioning, or compensatory – with modi-
fications of diet and patient behaviour [24].
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Phoniatrician’s Role in Multidisciplinary 
and Multiprofessional Dysphagia Team

Team Approach

Due to the complexity and various etiologies of dysphagia, 
a multidisciplinary and multiprofessional team approach 
to holistic patient management is crucial. The dysphagia 
team encompasses several medical specialties, such as 
phoniatrics, otorhinolaryngology, neurology, radiology, 
gastroenterology, geriatrics, surgery, internal medicine, 
intensive care medicine, and therapeutic disciplines, such 
as speech-language pathology, dietology, and physical 
therapy. In recent decades, not only phoniatricians, otorhi-
nolaryngologists, and SLPs have clinically and scientifi-
cally dealt with swallowing disorders; neurologists and 
geriatrics have also increasingly done so. This is reflected 
in the scientific literature and in education programmes. 
The introduction of a Master of Science in deglutology 
training programme at the University of Leuven and a 
UAB (Universitat Autònoma de Barcelona)-specific mas-
ter’s degree in swallowing disorders at the University of 
Barcelona, which are both open to clinical professionals 
who have a degree in medicine or a health-related mas-
ter's or bachelor’s degree (in speech- language pathology, 
physiotherapy, occupational therapy, or dentistry), make 
this interdisciplinarity evident.

The growing number of patients requires a broad-based 
competent dysphagia team for patient therapy and care. 
Screening methods, for which no gold standard yet exists, 
help identify patients who need an instrumental diagnostic 
swallowing evaluation. SLPs participate in the screening 
and clinical examination and are responsible for the behav-
ioural (functional) treatment of oropharyngeal dysphagia.

FEES: How, Who, and Distribution of Tasks

Dysphagic patients often first present to ENT special-
ists and phoniatricians. The phoniatrician does not only 
perform a diagnostic workup of the upper aerodigestive 
tract and the swallowing function, but, as a case manager, 
also coordinates the necessary interdisciplinary diagnostic 
and therapeutic procedure. In cases of suspected dyspha-
gia/aspiration, a diagnostic instrumental investigation is 
essential, as is a thorough history examination and clini-
cal swallowing evaluation. Performing a FEES does not 
only require endoscopic competencies, but it also requires 
extensive knowledge of dysphagia.

Overall, malignant diseases and structural pathologies 
must first be ruled out among dysphagic patients. Recently, 
it was observed that in patients after long-term intubation, 

ventilation, and tracheostomy for COVID-19 laryngeal 
sequelae and laryngotracheal stenoses did not occur rarely 
[25, 26]. This again underlines the need for a phoniatric 
/otolaryngological evaluation of the upper aerodigestive 
tract when performing a FEES.

According to the Langmore protocol, FEES should be 
carried out as standardized procedure [27]. Part 1 is the ana-
tomical and physiological evaluation, Part 2 is the testing of 
food and liquids of different consistencies, and Part 3 is the 
testing of compensatory and adaptive treatment methods. 
Furthermore, for more comparable findings, the Secretion 
Severity Scale [28], the Penetration–Aspiration Scale [29], 
and the Yale Pharyngeal Residue Severity Rating Scale [30] 
should be used.

As a measurement of quality assurance, video recording 
helps enhance the reliability of FEES [31]. It has proved to 
be a reliable and well-tolerable procedure, with minor com-
plications when performed by experienced otorhinolaryn-
gologists, assisted by SLPs: the complication rate has been 
under 0.4%. Epistaxis, vasovagal syncope, or laryngospasm 
was observed in very few cases [32]. Moreover, Warnecke 
et al. described FEES as a well-tolerated and safe method 
for assessing swallowing function when performed by SLPs 
and neurologists in a stroke unit setting [33].

Task distribution within the dysphagia team must be 
viewed dynamically and is determined by historical country-
specific developments of medical and therapeutic disciplines 
and legal regulations. Due to different national historical 
developments and practices, it is difficult to determine a gen-
erally accepted recommendation for task distribution [34]. In 
Anglo-American countries, where no phoniatric specializa-
tion exists, FEES is mainly performed by specialized SLPs, 
either independently or in conjunction with other members 
of the interprofessional team [24, 35]. SLPs perform FEES 
to analyse the swallowing function, not to establish a medi-
cal diagnosis. The American Speech Hearing Association 
(ASHA) does not require the presence of a physician for 
an SLP for a FEES [24]. In German-speaking and other 
European countries, including Italy and Poland, FEES is 
mainly performed by phoniatricians, for whom swallowing 
disorders are part of their core competence [36, 37]. Endos-
copy including FEES is considered a non-delegable medical 
examination. Training curricula for phoniatricians and ENT 
specialists on dysphagia and FEES aim to guarantee good, 
standardized quality of education [38].

The rising patient numbers and the interest in dys-
phagia of disciplines other than phoniatrics has led other 
medical disciplines to start performing FEES (e.g. neu-
rologists or geriatricians) and to establishing FEES cur-
ricula to guarantee the necessary skills and competencies 
[39]. The prerequisites required for qualification within 
the FEES curriculum of the European Society of Swallow-
ing Disorders is two years of clinical practice in the care 
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of neurological or geriatric patients for both doctors and 
healthcare professionals.

Who should perform FEES is determined by qualifica-
tion-specific considerations rather than professional policy. 
This shows the necessary compromise between the increas-
ing need for dysphagia management, available resources, 
and the best possible care. The following aspects that under-
line phoniatric competence in performing FEES must be 
considered:

–	 To perform a FEES examination, both clinical skills 
for handling an endoscope and knowledge on swallow-
ing anatomy, (patho)physiology, and rehabilitation are 
required [35, 40]. Therefore, officially acknowledged 
training curricula should be established. Due to the 
expertise in endoscopy as well as in swallowing and 
voice disorders and the necessity to simultaneously 
examine the upper aerodigestive tract and the aetiol-
ogy of dysphagia to make a medical diagnosis and to 
reveal individual swallowing pathophysiology, FEES 
should be performed by phoniatricians– at least when 
FEES is part of the initial examination. For phoniatri-
cians, not only dysphagia, but also voice disorders are 
within the professional focus. Within the aerodigestive 
tract, its primary (vital) functions of breathing and swal-
lowing and the secondary functions of phonation and 
articulation must be regarded as functional unit. Many 
diseases that cause dysphagia also cause voice disorders 
that must be treated. The phoniatrician recommends /
performs the necessary conservative or surgical therapy. 
For example, the aim of phonosurgery in unilateral vocal 
fold paralysis is to enhance glottic closure through vocal 
fold augmentation or medialization. These procedures 
not only improve voice but also swallowing by reducing 
aspiration and enhancing clearance of aspirated material 
[41, 42]. The phoniatric expertise for voice and swal-
lowing disorders makes the phoniatrician particularly 
competent in carrying out FEES and participating in 
dysphagia management, especially regarding the mutual 
influence of respiratory, vocal, and swallowing functions 
[43]. Furthermore, the phoniatrician has the professional 
overview to decide which type of swallowing therapy 
is indicated and when it should be chosen in challeng-
ing cases: behavioural treatment, drug therapy, or sur-
gery (e.g. botulinum toxine application or myotomy to 
treat dysfunctions of the upper oesophageal sphincter, 
laryngeal suspension, laryngotracheal separation, tra-
cheostomy, or total laryngectomy in cases of intractable 
aspiration).

–	 During the endoscopic diagnostic workup of the upper 
aerodigestive tract, malignant diseases or structural 
pathologies must be excluded. Patients are not etio-
logically ‘labelled’, and malignant or structural dis-

ease may also be present in neurological or geriatric 
patients. Diagnosis of the upper aerodigestive tract is 
a medical task for phoniatricians and ENT specialists 
[37, 44]. If the focus of dysphagia management is on 
the behavioural treatment of oropharyngeal dyspha-
gia, FEES should ideally be carried out by a phonia-
trician and/or an SLP. They then test compensatory 
(changes of posture, manoeuvres) and adaptive treat-
ment techniques to provide essential information on 
useful therapy components for the treating SLP. In 
some institutions, FEES is performed by a phoniatri-
cian in tandem with an SLP or by two examiners: one 
to perform nasopharyngolaryngoscopy and the other to 
perform the assessing /interpretation role. In clinical 
routine, a setting with two trained FEES examiners is 
not feasible everywhere due to staff shortages, and the 
second person often is an assistant. Video recording of 
FEES helps to meticulously analyse the examination 
and to improve the quality of findings [31].

–	 Moreover, the follow-up of head and neck cancer patients 
during behavioural swallowing treatment requires phoni-
atric expertise to, for example, detect tumour recurrence, 
make nutrition recommendations, or decide on decannu-
lation if a tracheostomy tube is present. Moreover, trache-
ostoma care and tracheostomy tube management of the 
patient are an important part of dysphagia management 
and within the scope of the phoniatrician.

–	 Paediatric FEES: The management of dysphagia in pae-
diatric patients is especially demanding, and in many 
cases, airway issues are also present. In this patient 
group, FEES is feasible, but procedural adaptations have 
been described for newborns. Due to the required special 
endoscopic expertise and experience, FEES should be 
carried out by phoniatricians. Early detection and man-
agement have a significant effect on development, health, 
and psychosocial aspects. So far, no standard protocol for 
paediatric FEES has been established [45–49].

–	 Patients with ICU-related dysphagia may suffer from 
laryngotracheal complications after long-term intubation 
and tracheostomy. In these cases, phoniatric expertise is 
valuable.

–	 In difficult local anatomical situations (e.g. very narrow 
nasal passage), FEES should be performed by the pho-
niatrician or otorhinolaryngologist.

	   In view of the great need for dysphagia management 
and the limited number of phoniatricians, the perfor-
mance of FEES by non-phoniatric and non-otorhi-
nolaryngological specialists can be considered under 
certain circumstances:

–	 In cases of patients with neurogenic or geriatric dyspha-
gia, neurologists/geriatricians may perform FEES only 
if they have the necessary skills and competencies. If 
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the endoscopic findings are unclear, the patient must be 
referred to a phoniatrician or an otorhinolaryngologist.

–	 Ideally, the FEES training in the training programmes 
should be performed by phoniatricians / otorhinolaryn-
gologists who have extensive endoscopic expertise

–	 How far SLPs can be involved in FEES or perform FEES 
in follow-up settings in institutions is dependent on the 
legal conditions in individual countries, their skills and 
competencies, the need/personnel resources, and the 
individual decision of the head of the department/hospi-
tal. A FEES training certificate does not overrule national 
regulations. Therefore, holders of either the FEES cer-
tificate or the FEES instructor certificate do not auto-
matically acquire the right to carry out FEES in their 
home countries as this depends on national regulations 
[38]. SLPs work closely with phoniatricians and should 
be trained by them if needed for an approved training 
curriculum. The arguments in favour of follow-up FEES 
by SLPs are easier accessibility during treatment, direct 
control of therapeutic measures, and the use of FEES as a 
biofeedback tool in behavioural swallowing therapy [50, 
51].

Even if FEES complications are rare, phoniatric /otorhi-
nolaryngological support should be available, and in com-
plex cases, the procedure should be conducted in a hospi-
tal setting. When SLPs perform FEES, they should know 
the contraindications and recognize in advance when the 
examination cannot be performed safely without medical 
assistance or office-based. They should identify any signs of 
adverse reactions and be prepared to react according to the 
specific protocols of their institution (52).

Conclusion and Recommendations

The demand for multidisciplinary and multiprofessional 
management of dysphagia is increasing. The commitment 
of many disciplines involved leads to the present consid-
erations and recommendations regarding FEES from the 
phoniatrician’s perspective (Table 1). Due to their expertise 

in endoscopy and diseases of the upper aerodigestive tract 
including swallowing and voice disorders, phoniatricians 
play a key role in the dysphagia team and, together with 
otorhinolaryngologists and SLPs, belong to its core mem-
bers. Because of their special competence in swallowing 
disorders and behavioural treatment, as well as their clini-
cal experience in diagnostics and treatment of organic and 
functional diseases of the upper aerodigestive tract, phonia-
tricians best meet the requirements for performing FEES as 
a prerequisite for a swallowing intervention.

Due to increasing demand and growing interest, other 
medical specialists, such as neurologists or geriatricians, 
have started to perform FEES. These colleagues from part-
ner disciplines are necessary to handle the large and increas-
ing number of patients, although they have no comparable 
endoscopic expertise. The preconditions for medical profes-
sionals other than phoniatricians /ENT specialists to perform 
FEES are specialized training in accordance with approved 
training curricula for acquiring the necessary skills and 
competencies for treating dysphagia and performing FEES, 
and close cooperation with the phoniatrician /ENT special-
ist. In case of uncertain endoscopic findings during FEES, 
other professionals must refer the patient to a phoniatrician /
ENT specialist. Phoniatricians have begun to offer interested 
medical disciplines FEES and dysphagia training courses.

Role distribution within the dysphagia management team 
is dynamic; it differs from country to country and is sub-
ject to developments and controversies. SLPs are dedicated 
partners of phoniatricians, and many of them have exten-
sive expertise in dysphagia. They play an important role in 
screening, clinical examination, and behavioural dysphagia 
therapy. Depending on the history of the phoniatric disci-
pline and legal regulations, SLPs perform FEES in many 
countries worldwide, especially in Anglo-American coun-
tries, where the phoniatric discipline does not exist. They 
have initiated efforts to also perform FEES in many parts of 
Europe. FEES Accreditation Courses in Europe are now also 
open to SLPs. An SLP’s involvement in FEES is useful if it 
is in close cooperation with phoniatricians and in the case of 
follow-up examinations for therapeutic purposes other than 
diagnostics. How far specially trained SLPs are involved in 

Table 1   Considerations and recommendations regarding FEES from the phoniatrician’s perspective

•Phoniatricians meet the requirements to perform FEES in an optimal way due to their expertise in endoscopy and in diseases of the upper 
aerodigestive tract including dysphagia and voice disorders

•FEES should be carried out as standardized procedure. Video recording is recommended for quality assurance purposes
•The great need for dysphagia management brings about the involvement of other medical disciplines in FEES especially in neurogenic or geri-

atric patients. Training curricula are necessary to guarantee a best possible standardized quality of training
•The involvement of SLPs in FEES depends on their skills, competencies, and legal regulations. A FEES training certificate does not overrule 

national regulations. The making of a diagnosis remains a medical task
•Patients with uncertain endoscopic findings or complex cases concerning the upper aerodigestive tract must be referred to a phoniatrician/ENT 

specialist
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FEES depends on legal regulations and is decided on by the 
head of the individual medical institution for which they 
work on an individual basis. It also depends on medical 
necessity, the personnel situation, and their expertise.

However, for patients with head and neck cancer or tra-
cheal cannula, paediatric patients, and patients with ICU-
related dysphagia, it is recommended that FEES is per-
formed by a trained phoniatrician or laryngologist.

In the future, joint research will be needed to establish 
standards for dysphagia diagnostics and treatment.

Acknowledgements  This paper was written on behalf of the Union 
of European Phoniatricians by an expert panel of the Swallowing 
Committee.

Funding  Open access funding provided by Medical University of 
Vienna.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Altman KW, Yu GP, Schaefer SD. Consequence of dysphagia 
in the hospitalized patient: impact on prognosis and hospital 
resources. Arch Otolaryngol Head Neck Surg. 2010;136(8):784–9.

	 2.	 Ekberg O, Hamdy S, Woisard V, Wuttge-Hannig A, Ortega P. 
Social and psychological burden of dysphagia: its impact on diag-
nosis and treatment. Dysphagia. 2002;17(2):139–46.

	 3.	 Farri A, Accornero A, Burdese C. Social importance of dysphagia: 
its impact on diagnosis and therapy. Acta Otorhinolaryngol Ital. 
2007;27(2):83–6.

	 4.	 Threats TT. Use of the ICF in dysphagia management. Semin 
Speech Lang. 2007;28(4):323–33.

	 5.	 Attrill S, White S, Murray J, Hammond S, Doeltgen S. Impact 
of oropharyngeal dysphagia on healthcare cost and length of 
stay in hospital: a systematic review. BMC Health Serv Res. 
2018;18(1):594.

	 6.	 Roden DF, Altman KW. Causes of dysphagia among different age 
groups: a systematic review of the literature. Otolaryngol Clin 
North Am. 2013;46:965–87.

	 7.	 Bhattacharyya N. The prevalence of dysphagia among adults in the 
United States. Otolaryngol Head Neck Surg. 2014;151(5):765–9.

	 8.	 Aslam M, Vaezi MF. Dysphagia in the elderly. Gastroenterol 
Hepatol (N Y). 2013;9(12):784–95.

	 9.	 Suiter DM, Gosa MM. Assessing and treating dysphagia: 
a lifespan perspective. Thieme. 2019. https://​doi.​org/​10.​
1055/b-​006-​149650.

	10.	 Baijens LW, Clavé P, Cras P, Ekberg O, Forster A, Kolb GF, 
Leners JC, Masiero S, Mateos-Nozal J, Ortega O, Smithard DG, 

Speyer R, Walshe M. European society for swallowing disor-
ders—European union geriatric medicine society white paper: 
oropharyngeal dysphagia as a geriatric syndrome. Clin Interv 
Aging. 2016;7(11):1403–28.

	11.	 Rofes L, Arreola V, Almirall J, et al. Diagnosis and management 
of oropharyngeal dysphagia and its nutritional and respiratory 
complications in the elderly. Gastroenterol Res Pract. 2011;2011: 
818979.

	12.	 Smithard DG. Dysphagia: a geriatric giant? iMedPub Journals. 
2016;2(1):5.

	13.	 Baijens LWJ, Walshe M, Aaltonen LM, Arens C, Cordier R, Cras 
P, Crevier-Buchman L, Curtis C, Golusinski W, Govender R, Erik-
sen JG, Hansen K, Heathcote K, Hess MM, Hosal S, Klussmann 
JP, Leemans CR, MacCarthy D, Manduchi B, Marie JP, Nouraei 
R, Parkes C, Pflug C, Pilz W, Regan J, Rommel N, Schindler A, 
Schols AMWJ, Speyer R, Succo G, Wessel I, Willemsen ACH, 
Yilmaz T, Clavé P. European white paper: oropharyngeal dys-
phagia in head and neck cancer. Eur Arch Otorhinolaryngol. 
2021;278(2):577–616.

	14.	 Brady GC, Hardman JC, Paleri V, Harrington KJ, Roe JWG. 
Changing paradigms in the treatment of residual/recurrent head 
and neck cancer: implications for dysphagia management. Curr 
Opin Otolaryngol Head Neck Surg. 2020;28(3):165–71.

	15.	 Garcia-Peris P, Parón L, Velasco C, De la Cuerda C, Camblor 
M, Bretón I, Clave P. Long-term prevalence of oropharyngeal 
dysphagia in head and neck cancer patients: impact on quality of 
life. Clin Nutr. 2007;26:710–7.

	16.	 Jadcherla S. Dysphagia in the high-risk infant: potential factors 
and mechanisms. Am J Clin Nutr. 2016;103(2):622S-S628.

	17.	 Karsch E, Irving SY, Aylward BS, Mahle WT. The prevalence 
and effects of aspiration among neonates at the time of discharge. 
Cardiol Young. 2017;27(7):1241–7.

	18.	 Velayutham P, Irace AL, Kawai K, Dodrill P, Perez J, Londahl M, 
Mundy L, Dombrowski ND, Rahbar R. Silent aspiration: who is 
at risk? Laryngoscope. 2018;128(8):1952–7.

	19.	 Zuercher P, Moret CS, Dziewas R, Schefold JC. Dysphagia in 
the intensive care unit: epidemiology, mechanisms, and clinical 
management. Crit Care. 2019;23(1):103.

	20.	 Zuercher P, Schenk NV, Moret C, Berger D, Abegglen R, Sche-
fold JC. Risk factors for dysphagia in ICU patients after invasive 
mechanical ventilation. Chest. 2020;158(5):1983–91.

	21.	 Langmore SE. Evaluation of oropharyngeal dysphagia: which 
diagnostic tool is superior? Curr Opin Otolaryngol Head Neck 
Surg. 2003;11:485–9.

	22.	 Miller CK, Schroeder JW Jr, Langmore S. Fiberoptic endoscopic 
evaluation of swallowing across the age spectrum. Am J Speech 
Lang Pathol. 2020;29(2S):967–78.

	23.	 Langmore SE, Schatz K. Olsen N fiberoptic examination of swal-
lowing safety: a new procedure. Dysphagia. 1988;2:216–9.

	24.	 American Speech Hearing Association (ASHA): Practice portal 
home: adult dysphagia. https://​www.​asha.​org/​pract​ice-​portal/​clini​
cal-​topics/​adult-​dysph​agia.

	25.	 Torretta S, Gaini LM, Gaffuri M, Pignataro L, Accorona R, 
Capaccio P. Looking at the day after COVID-19… what laryn-
geal sequelae should we expect? Acta Otorhinolaryngol Ital. 
2020;40(6):466–8.

	26.	 Piazza C, Filauro M, Dikkers FG, Nouraei SAR, Sandu K, Sittel 
C, Amin MR, Campos G, Eckel HE, Peretti G. Long-term intuba-
tion, and high rate of tracheostomy in COVID-19 patients might 
determine an unprecedented increase of airway stenoses: a call 
to action from the European Laryngological Society. Eur Arch 
Otorhinolaryngol. 2021;278(1):1–7.

	27.	 Langmore S. Endoscopic evaluation and treatment of swallowing 
disorders. New York: Thieme; 2001. p. 48.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1055/b-006-149650
https://doi.org/10.1055/b-006-149650
https://www.asha.org/practice-portal/clinical-topics/adult-dysphagia
https://www.asha.org/practice-portal/clinical-topics/adult-dysphagia


Denk-Linnert et al.: Position Statement of the Union of European Phoniatricians

1 3

	28.	 Murray J, Langmore SE, Ginsberg S, et al. The significance of 
accumulated oropharyngeal secretions and swallowing frequency 
in predicting aspiration. Dysphagia. 1996;11(2):99–103.

	29.	 Rosenbek JC, Robbins JA, Roecker EB, Coyle JL, Wood JL. A 
penetration-aspiration scale. Dysphagia. 1996;11(2):93–8.

	30.	 Neubauer PD, Rademaker AW, Leder SB. The Yale pharyngeal 
residue severity rating scale: an anatomically defined and image-
based tool. Dysphagia. 2015;30(5):521–8.

	31.	 Pluschinski P, Zaretsky Y, Stöver T, Hey C. Qualitätssicherung 
der endoskopischen Schluckdiagnostik (FEES) [quality assurance 
in the endoscopic evaluation of swallowing (FEES)]. Laryngorhi-
nootologie. 2015;94(8):505–8.

	32.	 Nacci A, Matteucci J, Romeo SO, Santopadre S, Cavaliere MD, 
Barillari MR, Berrettini S, Fattori B. Complications with fiberop-
tic endoscopic evaluation of swallowing in 2,820 examinations. 
Folia Phoniatr Logop. 2016;68(1):37–45.

	33.	 Warnecke T, Teismann I, Oelenberg S, Hamacher C, Ringelstein 
EB, Schäbitz WR, Dziewas R. The safety of fiberoptic endo-
scopic evaluation of swallowing in acute stroke patients. Stroke. 
2009;40(2):482–6.

	34.	 Langmore SE. History of fiberoptic endoscopic evaluation of 
swallowing for evaluation and management of pharyngeal dys-
phagia: changes over the years. Dysphagia. 2017;32(1):27–38.

	35.	 Wallace S, McLaughlin C, Clayton J, Coffey M, Ellis J, Haag R, 
Howard A, Marks H, Zorko R. Fibreoptic Endoscopic Evaluation 
of Swallowing (FEES): the role of speech and language therapy. 
London: Royal College of Speech and Language Therapists, Com-
petancy framework and training log; 2020.

	36.	 Arens C, Herrmann IF, Rohrbach S, Schwemmle C, Nawka T. 
Position paper of the German Society of Oto-Rhino-Laryngology, 
Head and Neck Surgery and the German Society of Phoniatrics 
and Pediatric Audiology—current state of clinical and endoscopic 
diagnostics, evaluation, and therapy of swallowing disorders in 
children. GMS Curr Top Otorhinolaryngol Head Neck Surg. 
2015;14:Doc02.

	37.	 Farneti D, Schindler A, Fattori B, et al. The role of the audiolo-
gist–phoniatrician in performing the dynamic endoscopic study 
of swallowing: position statement of the Italian study group on 
dysphagia (GISD)*. Hear Balanc Commun. 2018;16:280–3.

	38.	 Graf S, Keilmann A, Dazert S, Deitmer T, Stasche N, Arnold 
B, Löhler J, Arens C, Pflug C. Ausbildungscurriculum zum Zer-
tifikat „Diagnostik und Therapie oropharyngealer Dysphagien, 
inklusive FEES“ der Deutschen Gesellschaft für Phoniatrie und 
Pädaudiologie und der Deutschen Gesellschaft für Hals-Nasen-
Ohren-Heilkunde, Kopf- und Hals-Chirurgie [Training Cur-
riculum for the Certificate “Diagnostics and Therapy of Oro-
pharyngeal Dysphagia, including FEES”, of the German Society 
for Phoniatrics and Pedaudiology and the German Society for 
Otolaryngology, Head and Neck Surgery]. Laryngorhinootologie. 
2019;98(10):695–700.

	39.	 Dziewas R, Baijens L, Schindler A, Verin E, Michou E, Clave 
P. European society for swallowing disorders: European soci-
ety for swallowing disorders FEES accreditation program for 
neurogenic and geriatric oropharyngeal dysphagia. Dysphagia. 
2017;32(6):725–33.

	40.	 Miller C, Murray J, Pelletier C, et al. Knowledge and skills for 
speech-language pathologists performing endoscopic assessment. 
Asha Suppl. 2001;22:107–12.

	41.	 Bhattacharyya N, Kotz T, Shapiro J. Dysphagia and aspiration 
with unilateral vocal cord immobility: incidence, characterization 
and response to surgical treatment. Ann Otol Rhinol Laryngol. 
2002;111:672–9.

	42.	 Cates DJ, Venkatesan NN, Strong B, Kuhn MA, Belafsky PC. 
Effect of vocal fold medialization on dysphagia in patients with 

unilateral vocal fold immobility. Otolaryngol Head Neck Surg. 
2016;155(3):454–7.

	43.	 Farneti D. Voice and dysphagia. In: Ekberg O, editor. Dysphagia: 
diagnosis and treatment. 2nd ed. Springer; 2019. p. 257–74.

	44.	 Denk-Linnert DM, Schöfl R. Endoscopy of the pharynx and 
oesophagus. In: Ekberg O, editor. Dysphagia: diagnosis and treat-
ment. 2nd ed. Springer; 2019. p. 531–48.

	45.	 Zang J, Nienstedt JC, Koseki JC, Nießen A, Flügel T, Kim SH, 
Pflug C. Pediatric flexible endoscopic evaluation of swallowing: 
critical analysis of implementation and future perspectives. Dys-
phagia. 2021;28:1–7.

	46.	 Vetter-Laracy S, Osona B, Roca A, Peña-Zarza JA, Gil JA, 
Figuerola J. Neonatal swallowing assessment using fiberoptic 
endoscopic evaluation of swallowing (FEES). Pediatr Pulmonol. 
2018;53(4):437–42.

	47.	 Suterwala MS, Reynolds J, Carroll S, Sturdivant C, Armstrong ES. 
Using fiberoptic endoscopic evaluation of swallowing to detect 
laryngeal penetration and aspiration in infants in the neonatal 
intensive care unit. J Perinatol. 2017;37(4):404–8.

	48.	 Willette S, Molinaro LH, Thompson DM, Schroeder JW Jr. 
Fiberoptic examination of swallowing in the breastfeeding infant. 
Laryngoscope. 2016;126(7):1681–6. https://​doi.​org/​10.​1002/​lary.​
25641 (Epub 2015 Sep 15 PMID: 26372024).

	49.	 Armstrong ES, Reynolds J, Sturdivant C, Carroll S, Suterwala 
MS. Assessing swallowing of the breastfeeding nicu infant using 
fiberoptic endoscopic evaluation of swallowing: a feasibility study. 
Adv Neonatal Care. 2020;20(3):244–50.

	50.	 Denk DM, Kaider A. Videoendoscopic biofeedback: a simple 
method to improve the efficacy of swallowing rehabilitation of 
patients after head and neck surgery. ORL J Otorhinolaryngol 
Relat Spec. 1997;59(2):100–5.

	51.	 Imada M, Kagaya H, Ishiguro Y, Kato M, Inamoto Y, Tanaka T, 
Shibata S, Saitoh E. Effect of visual biofeedback to acquire supra-
glottic swallow in healthy individuals: a randomized-controlled 
trial. Int J Rehabil Res. 2016;39(2):181–4.

	52.	 Langmore SE, Scarborough DR, Kelchner LN, Swigert NB, Mur-
ray J, Reece S, Cavanagh T, Harrigan LC, Scheel R, Gosa MM, 
Rule DK. Tutorial on clinical practice for use of the fiberoptic 
endoscopic evaluation of swallowing procedure with adult popula-
tions: part 1. Am J Speech Lang Pathol. 2022;31(1):163–87.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Doris‑Maria Denk‑Linnert   MD

Daniele Farneti   MD

Tadeus Nawka   MD

Antoinette am Zehnhoff‑Dinnesen   MD

Mieke Moerman   MD, MSc, PhD

Patrick Zorowka   MD

Mohamed Farahat   MD, PhD

Antonio Schindler   MD, PhD

Ahmed Geneid   MD, PhD

https://doi.org/10.1002/lary.25641
https://doi.org/10.1002/lary.25641


	 Denk-Linnert et al.: Position Statement of the Union of European Phoniatricians

1 3

Authors and Affiliations

Doris‑Maria Denk‑Linnert1   · Daniele Farneti2 · Tadeus Nawka3 · Antoinette am Zehnhoff‑Dinnesen4 · 
Mieke Moerman5 · Patrick Zorowka6 · Mohamed Farahat7 · Antonio Schindler8 · Ahmed Geneid9

	 Daniele Farneti 
	 lele.doc@libero.it

	 Tadeus Nawka 
	 tadeus.nawka@charite.de

	 Antoinette am Zehnhoff‑Dinnesen 
	 zehnhoff@uni-muenster.de

	 Mieke Moerman 
	 mieke.moerman@telephon.be

	 Patrick Zorowka 
	 patrick.zorowka@i-med.ac.at

	 Mohamed Farahat 
	 mfarahat@ksu.edu.sa

	 Antonio Schindler 
	 antonio.schindler@unimi.it

	 Ahmed Geneid 
	 Ahmed.Geneid@hus.fi

1	 Division of Phoniatrics and Speech‑Language Therapy, 
Department of Otorhinolaryngology, Head and Neck 
Surgery, Medical University of Vienna, University Hospital 
Vienna, Währinger Gürtel 18‑20, 1090 Vienna, Austria

2	 Audiology and Phoniatrics Department ‑ Romagna Health 
Service, Rimini Hospital, Rimini, Italy

3	 Department of Audiology and Phoniatrics, Charité-Universit
ätsmedizin, Berlin, Germany

4	 Department of Phoniatrics and Pedaudiology, University 
Hospital, Münster, Germany

5	 Private practice, Sint‑Martens‑Latem, Belgium
6	 Department of Hearing, Speech and Voice Disorders, 

Medical University, Innsbruck, Austria
7	 Department of Otolaryngology, Research Chair of Voice, 

Swallowing and Communication Disorders, College 
of Medicine, King Saud University, Riyadh, Saudi Arabia

8	 Department of Biomedical and Clinical Sciences, L. Sacco, 
Phoniatric Unit, University of Milan, Milan, Italy

9	 Department of Otorhinolaryngology and Phoniatrics‑Head 
and Neck Surgery, University of Helsinki and Helsinki 
University Hospital, Helsinki, Finland

http://orcid.org/0000-0003-4119-529X

	Position Statement of the Union of European Phoniatricians (UEP): Fees and Phoniatricians’ Role in Multidisciplinary and Multiprofessional Dysphagia Management Team
	Abstract
	Introduction
	Dysphagia and Its Significance
	Dysphagia Diagnostics and Management
	Phoniatrician’s Role in Multidisciplinary and Multiprofessional Dysphagia Team
	Team Approach
	FEES: How, Who, and Distribution of Tasks

	Conclusion and Recommendations
	Acknowledgements 
	References




