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ABSTRACT

Background: In swallowing rehabilitation, conventional methods for patient rehabilitation may be insufficient. 
Therapeutic Patient Education (TPE) may improve the results of these conventional techniques.

Aim of the study: This randomized pilot study aimed to assess the impact of an educative workshop designed for 
patients with dysphagia and their family caregivers, on adherence to swallowing rehabilitation and quality of life 
(QOL).

Methods: This workshop simultaneously targeted the understanding and explanation of aspiration, its clinical signs, 
and decisions regarding food consistency to avoid aspiration. In this randomized pilot study, the intervention was 
carried out on 16 patients for three months. The Experimental Group (EG) is comprised of 8 patients undergoing 
conventional swallowing rehabilitation and an educative workshop. The Control Group (CG) is comprised of 8 
patients undergoing only conventional swallowing rehabilitation. The pre- and posttest evaluation of the impact of 
the workshop was based on four instruments: The Arabic-Dysphagia Handicap Index (A-DHI), items of the Caregiver 
Mealtime and Dysphagia Questionnaire (CMDQ), a questionnaire assessing knowledge linked to aspiration, and a 
QOL scale. For the CG, the posttest was conducted one week following the pretest. As for the EG, the posttest was 
conducted one week after the educative workshop on aspiration.

Results: Results showed a significant difference in the scores of the knowledge linked to the aspiration questionnaire.  
(p - value=0.002) and the QOL scale (p - value=0.04) for the EG only.

Conclusion: The preliminary results obtained are encouraging to continue this study. Future work is needed with 
a higher frequency of educative workshops, a higher number of patients and complete validation of the outcome 
measures.

Keywords: Therapeutic patient education; Dysphagia; Adherence; Quality of life; Family caregiver; Swallowing 
rehabilitation

INTRODUCTION

Oropharyngeal Dysphagia (OD) is a dysfunction in the process of 
the transportation of food from the mouth to the stomach while 
protecting the airway path [1]. This dysfunction may result in the 
passage of solid foods or liquids into the lungs if the pulmonary 
clearance mechanisms are absent [2], a phenomenon referred to 
as aspiration. Aspiration can lead to severe consequences such 
as malnutrition, dehydration and pneumonia [3,4]. Aspiration 
pneumonia has a high prevalence in OD patients. It  is increased 
by a combination of poor oral health, oropharyngeal bacterial 

colonization, malnutrition and poor immune system [5]. Aspiration 
can have an impact on the quality of life of the patient and can 
sometimes lead to asphyxia and death [4,6].

Most patients with OD need rehabilitation provided by a 
multidisciplinary team comprising physicians, dietitians, nurses, 
psychotherapists, family caregivers and healthcare therapists [7,8]. 
Among this team, the swallowing therapist has a crucial role in 
screening, assessment, rehabilitation of dysphagia patients as 
well as educating the patients, their family caregivers and the 
healthcare team [9-11]. For the screening of the dysphagia patient, 
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different tools can be considered, such as swallowing trials with 
or without oximetry and questionnaires to report dysphagia [12]. 
These may aid at identifying patients at risk for aspiration or 
unsafe swallowing as a step before further clinical assessment [4]. 
Additionally, the clinical assessment includes a clinical swallowing 
examination (CSE) in addition to videofluoroscopic swallow study 
(VFSS) and fiberoptic endoscopic evaluation of swallowing (FEES). 
In some countries, the instrumental evaluation is provided by an 
ENT doctor instead of the swallowing therapist [4]. Throughout 
the treatment, the swallowing therapist aims for the remediation 
of physiopathological mechanisms, by the application of exercises 
targeting the neuromuscular dysfunctions and the implementation 
of adaptive strategies, leading altogether to the partial or total 
regression of symptoms [4,13]. The treatment plan targets the safe 
feeding of the patient to reduce the risk of aspiration pneumonia 
[14]. Educating the patient and his family caregiver about the 
application of adaptive strategies, the rehabilitation exercises and 
the oral hygiene is within the therapist’s skills [14,15].

In our clinical practice, most of the difficulties faced are related 
to the comprehension, assimilation, and implementation of the 
swallowing therapist’s recommendations by patients and their 
family caregivers [16]. Dysphagia patients have difficulties adhering 
to swallowing rehabilitation for different reasons (e.g. lack of 
conviction of their need for adapted consistencies for food and 
specified postures, lack of adherence to the proposed exercises, 
patients willing to take the risk of complications while sticking to 
eat regular foods, lack of support, resources and time…) [6,16-19]. 
Nowadays, an educative approach consisting of Therapeutic Patient 
Education (TPE) [as used by the European researchers, cited as 
"patient education" in the scientific studies or as a "self-management 
program" as used in the American literature] is available to patients, 
enabling them to respond to occurring difficulties. This approach 
has demonstrated its effectiveness on the well-being of patients in 
chronic diseases since the 1970s [20] and in the rehabilitation of 
patients with chronic pathology (diabetes, asthma, obesity...) by 
improving their adherence to their rehabilitation. Dysphagia is 
also a chronic symptom and has an impact on the patient's state 
of health and quality of life. The integration of patients into a 
specific TPE program for swallowing disorders started in the 2000s 
within healthcare structures (hospitals, private clinics) and at 
the patient’s home with the help of an adequate mobile team of 
rehabilitation [21]. Swallowing therapists of healthcare structures 
are included in these programs. The TPE program would involve 
several workshops with complementary targets. Therefore, this 
pilot randomized controlled trial aimed to study the benefits of 
an educative workshop focusing on aspiration, on adherence of 
dysphagia patients and their family caregivers to rehabilitation 
and the patients' quality of life by answering a series of research 
questions.

Research questions

1. Does the implementation of the educative workshop improve 
the knowledge linked to aspiration by the pair patient/family 
caregiver?

2. Does the implementation of the educative workshop allow an 
improvement of adherence of the pair to the speech therapy 
rehabilitation?

3. Is the improvement of the adherence to the speech therapy 

rehabilitation by the pair linked to the improvement of the 
quality of life of the patient?

4. Does the improvement of knowledge linked to aspiration by 
the pair help in improving the quality of life of the patient?

MATERIAL AND METHODS

Participants

The study protocol received the approval of the Hotel Dieu de France 
Hospital/St Joseph University Ethics Committee (Ref: 2016/13) 
applying the 1964 Helsinki declaration and its later amendments. 
A total of 16 patients and their family caregivers (family members 
and/or significant other) signed informed consent to participate 
in this pilot randomized study. These patients were followed by 
different swallowing therapists; they were selected in compliance 
with the following inclusion criteria:

- A patient diagnosed with dysphagia, present during the sessions 
and the intervention with their family caregiver.

- A patient undergoing swallowing rehabilitation.

- Patients aged 18 years old and above.

- Family caregivers spending more than 6 hours per day with the 
patient.

Patients were excluded from this study if they matched these 
exclusion criteria:

- At the beginning of the study, the patient with dysphagia 
showed signs of cognitive impairment and his family caregiver 
is illiterate.

- During the study, the patient with dysphagia discontinued the 
swallowing rehabilitation sessions.

The random sequence was computer-generated. Hence, participants 
were randomly assigned to one of two groups: an experimental 
group and a control group. The experimental group was composed 
of 8 patients and their family caregivers following conventional 
swallowing rehabilitation and one session of the educative 
workshop. The control group was composed of 8 patients and their 
family caregivers following conventional swallowing rehabilitation. 
The recruitment of the patients and their family caregivers was 
done between February and April 2016. Both groups followed 
a conventional swallowing rehabilitation twice per week for 45 
minutes by different swallowing therapists.

Intervention

Procedure: The educative workshop sessions were administrated 
by the same swallowing therapist and lasted 45 minutes targeting 
three axes:

(i) The explanation of the aspiration by watching 4 short 
videos (on the iPad) showing (1) the normal swallowing process, 
(2) laryngeal penetration with a cough, (3) tracheal aspiration 
with a cough and (4) silent aspiration without a cough by using an 
application called “aspiration disorders-blue tree publishing, Inc.” 
on the iPad.

(ii) The different clinical signs by using Barrow cards [22], 
which constitute a teaching tool presenting a simulation mean 
where situations and resolutions of these situations occur. Proposed 
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decisions are either relevant (positive), non-effective (neutral) or 
aggravating (negative) situations. Each decision is numbered and 
corresponds to a card, on the back of which are described the 
consequences of the chosen decision. This progression between 
the situation, the choice of decision and the corresponding 
consequence makes it possible to conduct a decision-making 
process. The construction of this tool is long, so an equivalent 
by computer programs is possible. Barrow cards were designed 
for chronic diseases and have been used in individual education 
of asthmatic patients [22]. In our study, 21 Barrow cards were 
created using a PowerPoint document. Among its 21 slides, 7 slides 
presented situations where signs of aspiration occur, each situation 
illustrating a sign of aspiration (1) throat cleaning, (2) wet voice 
without a cough, (3) wet voice with a cough, (4) pneumonia, (5) 
unexplained fever, (6) food blockage and (7) extended mealtime. 
Each situation was subject to three choices (right, wrong, neutral 
behaviors) of the adopted behavior of the patient/family caregiver, 
and each choice was related to the consequence of the chosen 
behavior. These three choices were presented with visual and 
auditory support (green light with a positive sound when the right 
behavior is chosen by the patient/family caregiver, red light with a 
negative sound when the wrong behavior is chosen, orange light 
with a neutral sound when the behavior chosen is neutral).

(iii) The decision upon the choice of the right consistency 
of food and beverage preventing aspiration by using a tray with 
real food at different meals (starters: season salad, lentil soup, 
steamed vegetables, and mashed potato; main dishes: dried tuna, 
green peas stew with rice and minced meat, steak, chicken breast; 
breakfast & dinner: boiled egg, labneh (Lebanese white creamy 
cheese), local bread, Greek yogurt, thyme manoushe (Lebanese 
pizza); deserts: biscuits, custard, sponge cake, applesauce, banana, 
apple, orange; and beverages: coffee, fruit nectar, sparkling water, 
still water, thickened water). The patient/family caregiver should 
know which consistency of food or beverage to choose according to 
the swallowing therapist recommendations. If the patient included in 
the study wasn’t treated by the swallowing therapist conducting the study, 
a meeting was set with the entitled swallowing therapist to verify the right 
choice of consistencies by the pair patient/family caregiver.

Some adaptations and repetitions were needed during the 
intervention like using simple vocabulary and sentences while 
explaining and watching the 4 videos related to aspiration. 
Additionally, the different choices related to the Barrow cards 
required examples and repetitions for the patients and their family 
caregivers. Further details of the intervention are available from the 
corresponding author upon request.

Outcome measures

The impact of the educative workshop was evaluated by comparing 
pre- and posttest scores of 3 questionnaires and 1 scale

- The Arabic-Dysphagia Handicap Index (A-DHI) [23] assessing 
handicap perception,

- Items of the Caregiver Mealtime and Dysphagia Questionnaire 
(CMDQ) [24] assessing the adherence to the rehabilitation,

- A questionnaire in standard Arabic assessing knowledge 
linked to aspiration ad-hoc [25],

- A QOL scale [22].

The pretest was conducted for the EG before the use of the 
educative workshop. The posttest was conducted one week after 
the educative workshop. As for the CG, the pretest evaluation was 
conducted immediately after signing the informed consent form, 
and one week after signing for the posttest. Figure 1, presents the 
steps for patients in both groups of this study.

The first questionnaire “Arabic Dysphagia Handicap Index, A-DHI 
[23] is an auto-administrated questionnaire that evaluates the 
patient’s perception of handicap. If the patient demonstrates a 
cognitive impairment, the questionnaire was filled by the family 
caregiver. This questionnaire is composed of 25 questions scoring 
between 0 and 100, (the higher the score, the higher is the severity 
of dysphagia).

The second questionnaire CMDQ [24] is composed of 33 questions 
that assesses the adherence to the swallowing rehabilitation and 
was filled by the family caregiver. This questionnaire was validated 
in the USA to evaluate the reasons for the non-adherence of 
caregivers to swallowing therapist recommendations and the 
difficulties that occur concerning the patient's quality of life. 
This questionnaire was translated into Arabic after the approval 
of the author. Three bilingual swallowing therapists translated the 
questionnaire to Arabic resulting in three translated versions of the 
same questionnaire. Then, a fourth version was realized relying on 
the most used terms. Afterward, a certified translator completed 
the backward translation of the fourth version into English to 
verify if the terms used in Arabic meet the adequate meaning in 
English. This backward translation proved its accuracy. The last 
version was verified by a bilingual phoniatrician before its use. The 
validation of the questionnaire is still an ongoing process. In this 

Figure 1: This figure shows the steps for participants in both groups of 
this study. The participants are divided into 2 groups (experimental group 
& control group). Both groups undergo a swallowing rehabilitation, sign 
the informed consent form and fill the three questionnaires and the 
QOL scale at pretest. Only the experimental group received an educative 
workshop on aspiration. Both groups fill the same three questionnaires 
and the QOL scale at posttest.
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study, only 8 questions evaluating the disagreement with Speech-
Language Pathologist (SLP) as mentioned by Colodny (2008) 
(questions 8, 14, 17, 18, 19, 20, 21 & 22) were used. Out of these 
questions, we chose 5 questions (8. I am not sure whether my fm/
so is on thickened liquids, 19. I am not sure which specific feeding 
techniques to use (e.g., double swallow and small boluses were 
given slowly), 20. I don't have time to follow through on swallowing 
recommendations given by the Speech-Language Pathologist (SLP), 
21. It is not necessary to give my family member/significant other 
(fm/so) small amounts and wait between mouthfuls and sips & 
22. I don’t understand why specific feeding techniques were 
recommended by the SLP) which have the same type of sentence so 
we can calculate the mean of the score in the same way.

The third questionnaire evaluated the knowledge of patient and 
family caregiver about aspiration (Appendix A), it is inspired from 
Ilott et al. (2014) study [25] and the dysphagia game of Nutricia 
[26]. The validation of the questionnaire is still an ongoing process. 
It is composed of 10 YES/NO questions, out of which 5 are correct 
and 5 are false. This questionnaire was translated into Arabic and 
was auto-administrated by the patient. In case the patient presented 
a cognitive impairment, the family caregiver filled it. Furthermore, 
if the patient was illiterate, the swallowing therapist offered 
assistance.

Finally, a scale of QOL inspired by the scale of semantic 
differentiation of Osgood [22] (Appendix B) was translated to 
Arabic. It is composed of 6 levels from 0 to 6 (0 = the lowest level, 6 
= the highest level). The family caregiver should choose the number 
that qualifies the QOL of the patient. The validation of the scale is 
still an ongoing process.

Statistical analysis

For the statistical analysis, “IBM SPSS Statistics Base v20.0” was 
applied.

Parametric tests were used for variables following a normal 
distribution law. The “Independent T-test” was used to measure 
the homogeneity of results of both groups (experimental and 
control) at pretest and posttest. The “Paired sample T-test” was used 
to compare each group (experimental and control) at pretest and 
posttest. Correlation between quantitative variables was assessed 
by using the parametric Pearson correlation coefficient to compare 
both group (experimental and control).

Non-parametric tests were used for variables that don’t follow a 
normal distribution law. The “Mann-Whitney U” was used to 
measure the homogeneity of results for both groups (experimental 
and control) at pretest and posttest. “Wilcoxon” test was used to 
compare each group (experimental and control) at pretest and 
posttest.

A p-value of less than 0.05 was considered statistically significant 
with a confidence interval of 95%.

RESULTS

Demographics

Patients' demographics in the EG and CG are reported in  
Table 1. Sixteen patients with OD along with their family caregivers 
completed the study. Different causes of dysphagia were presented, 

stroke having the highest percentage within both groups. The 
swallowing rehabilitation duration was divided into two ranges, 
over one month and less than one month. Feeding was done either 
orally, non-orally or both.

Functional outcomes

We verified the homogeneity of both groups (CG and EG) at the 
pretest of all the scores (Table 2). Starting with the questionnaire 
evaluating the knowledge linked to aspiration, it showed a non-
significant difference in both groups ( )0.74p value− = . The difference 
was also non-significant for the 5 items of CMDQ evaluating the 
adherence ( )0.19p value− = , the QOL scale ( )0.19p value− = , and the 
A-DHI ( )0.46p value− = . We compared the scores between groups 
(CG and EG) in the posttest on all the questionnaires and the scale 
(Table 3). The questionnaire evaluating the knowledge linked to 
aspiration showed a significant difference between both groups 
( )0.01p value− =  however, the difference wasn’t significant for 
the 5 items of CMDQ evaluating the adherence ( )0.42p value− = , 
the QOL scale ( )0.42p value− = , and the A-DHI evaluating the 
perception of handicap ( )0.008p value− = .

The comparative analysis of the results obtained in the pretest and 
posttest within each group (Table 4) showed no improvement in 
the scores of all outcomes measures in the CG. As for the EG, the 
effectiveness of the educative workshop lies in the knowledge of 
aspiration and the QOL.

Variable
Control Group Experimental 

Group

N % N %

Sex

   F 4 50 3 37.5

   M 4 50 5 62.5

Age

   Between 18-45 1 12.5 0 0

   Between 46-60 1 12.5 2 25

   Above 61 6 75 6 75

Cause of dysphagia

   Stroke 4 50 3 37.5

   Parkinson 0 0 2 25

   Alzheimer 0 0 1 12.5

   Cardiac arrest 1 12.5 0 0

   Esophageal dysphagia 2 25 0 0

   FTD 1 12.5 0 0

   Encephalitis 0 0 1 12.5

   PSP 0 0 1 12.5

SR duration

   Less than 1 month 5 62.5 1 12.5

   Over 1 month 3 37.5 7 87.5

Feeding type

   Orally 7 87.5 5 62.5

   Non-orally 0 0 1 12.5

   Both 1 12.5 2 25

Note. F: Female; M: Male; FTD: Frontotemporal dementia; PSP: 
Progressive supranuclear palsy; SR: Swallowing Rehabilitation. 

Table 1: Patients demographics.
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We studied the correlation between the knowledge linked to 
aspiration and the QOL. Pearson coefficient didn’t show a 
correlation, both variables are independent, (p-value=.15).

We also studied the correlation between adherence to swallowing 
rehabilitation and QOL. Pearson coefficient showed that both 
variables are dependent (p-value = .05) and Pearson coefficient 
correlation r (8) = .7 shows that a positive and strong correlation 
exists between both variables.

DISCUSSION

In our present study, we compared the impact of an educative 
workshop inspired by the TPE programs on the adherence of 
dysphagia patients and their family caregivers to the swallowing 
rehabilitation plan and on the patients' quality of life using an RCT 
design. At the pretest, both groups (CG & EG) had no significant 
difference in scores to the four outcomes measurement tools, 
which demonstrates that both groups had homogenous results at 
the beginning of the study.

Our study showed that the scores of the EG (Table 4) on the 
questionnaire evaluating the knowledge linked to aspiration 
improved after watching the 4 short videos by using the application 
called “aspiration disorders-blue tree publishing, Inc.” on the iPad 
and using the 21 Barrow cards. The comparative analysis of scores 

within both groups showed the positive effect of the intervention. 
These results seem fairly robust compared to those found in Woisard 
& Soriano study: where they performed a TPE linked to swallowing 
disorders but the results didn’t seem conclusive [27,28]. The score 
of the questionnaire of knowledge linked to aspiration of the EG 
was statistically significant at posttest ( )0.008p value− =  which 
meets what is published in the literature about the importance of 
TPE in improving the knowledge of patients [25].

The comparative analysis didn’t show an improvement in adherence 
to swallowing rehabilitation within both groups at pretest/posttest 
and between both groups at posttest to the 5 questions used from 
the CMDQ. This lack of evidence of improvement in adherence 
could be related to the excessive length of the CMDQ and the 
complicated type of questions which was highlighted by the family 
caregivers. Therefore, we looked at the results among the 8 family 
caregivers of the EG, 3 presented better scores of adherence to 
swallowing rehabilitation. They attained better scores to the first 
question (Q8. I am not sure whether my fm/so is on thickened 
liquids) especially given that the patients used oral or both types of 
feeding (oral and non-oral) and thickened liquids being among the 
recommendations given by the swallowing therapist. Therefore, our 
third axes "the decision upon the choice of the right consistency of 
food and beverage causing aspiration by using a tray with real food 
as different meals" could have contributed to the improvement in 
adherence to these family caregivers.

Another factor that could have affected non-adherence is the 
refusal of using thickener (62.5% of patients of the EG had food 
intake orally (Table 1)). This meets the idea found in the literature, 
the lack of adherence can be related to the dissatisfaction with the 
change of food texture [28], given that the availability of only a 
single product of thickener exists in Lebanon compared to other 
countries which restrain the participant’s choices. [28]. Knowing 
that the results aren't conclusive, further studies should take place 
including a higher number of participants to evaluate adherence 
to swallowing rehabilitation, using a simple, easy and short 
questionnaire. Moreover, it’s important to tailor the workshop 
according to the participant’s needs deduced from the educational 
diagnosis interview and to repeat it several times to verify whether 
this repetition would lead to better support of the family caregiver 
[29].

The QOL of the CG didn’t show a significant difference 
between pretest and posttest ( )0.04p value− =  Nevertheless, the 
QOL of the EG had a significant difference between pretest and 
posttest ( )0.04p value− =  This could be related to the fact that 
EG underwent the educative workshop and the fact that 87.5% 
(Table 1) underwent the educative workshop in addition to the 
swallowing rehabilitation for more than one month compared to 
the CG where only 37.5% underwent swallowing rehabilitation for 
more than one month without the educative workshop. Hence, the 
improvement of the QOL of the EG could be linked to the care 
provided by the swallowing therapist combined with the educative 
workshop as mentioned in the literature [30].

Concerning the comparison between the CG and the EG at the 
posttest, the difference isn’t significant. This could be related to the 
heterogeneous scores of the EG at the scale of QOL at the posttest. 
Therefore, to confirm these results further studies should be 
undertaken while increasing the number of participants. Besides, 

CG Pretest EG Pretest

M M p
Knowledge linked to aspiration 6.25 6.50 .74

CMDQ 11.38 9.75 .40

QOL scale 3.63 2.88 .19

A-DHI 47 40 .46

*p-value<0.05; M=Mean.

Table 2: Scores of the questionnaires and scale at pretest for both groups.

CG EG

Posttest Posttest

M M p
Knowledge linked to aspiration 6.38 7.88 0.01*

CMDQ 11.00 9.50 0.42

QOL scale 4.00 3.50 0.42

A-DHI 46.75 36.5 0.29

*p-value<0.05; M=Mean.

Table 3 Scores of the questionnaires and scale at posttest for both groups.

CG EG

Pretest Posttest Pretest Posttest

M M p M M p
Knowledge linked to 

aspiration
6.25 6.38 0.88 6.50 7.88 0.002*

CMDQ 11.38 11.00 0.65 9.75 9.50 0.87

QOL scale 3.63 4.00 0.19 2.88 3.50 0.04*

A-DHI 47 46.75 0.95 40 36.5 0.38

*p-value<0.05; M=Mean.

Table 4 Scores of the questionnaires and scale at pretest and posttest for 
both groups.
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the duration of the swallowing rehabilitation should be controlled 
and unified among participants as an inclusion criterion in the 
study.

The absence of difference in the perception of handicap using 
A-DHI within both groups at pretest/posttest and between both 
groups at posttest could be due to the restricted amount of time 
between pretest and posttest. Thus, improved knowledge and the 
quality of life did not allow for a change in the perception of the 
handicap within a limited time.

The correlation between QOL and knowledge was not significant. 
Knowing that this correlation exists clinically, we noted that this 
mismatch between the clinical reality and the results obtained 
could be due to the restrained size of the sample of the study.

A relation is confirmed between the adherence to ST rehabilitation 
and the QOL of the patient. In other words, the more the patient is 
seriously engaged in therapy, the more the chances are to perceive a 
better QOL. This leads to the conclusion that the implementation of 
the swallowing therapist recommendations yields an improvement 
in the patient QOL. These results are not different from the data 
found in the literature; the application of the swallowing therapist 
recommendations improves the QOL [25].

LIMITATIONS AND FUTURE DIRECTIONS

The restricted size of the sample chosen highlights a major 
drawback. Despite all efforts made, we were not able to recruit more 
than 16 participants, a fact that could justify some non-significant 
results and shows also that results may not be generalizable to all 
patients with dysphagia. Moreover, some of the outcome measures 
lack formal evaluation of psychometric properties. It should be 
noted though, that despite the samples restricted size, we were 
still able to obtain significant scores concerning the evaluation 
of knowledge linked to aspiration and the QOL. It would be 
interesting to resume this study with a larger sample size to verify 
the impact the workshop would have on both the patient and the 
family caregiver’s knowledge simultaneously and separately. It 
would also allow for the verification of the relation between the 
perception of the handicap (from both patient and family caregiver 
points of view) and the QOL. The disparities in scores could be 
explained by the fact that different swallowing therapists were 
responsible for the conventional practices of the ST rehabilitation; 
the patients were recruited at different times and the variable 
nature of treatment locations all the while not encompassing 
the same multidisciplinary teams. Additionally, the difference in 
conventional swallowing rehabilitation treatment duration between 
both groups, with a longer duration for EG, could justify the 
improvement of EG scores. As already mentioned, the extension of 
the study, as well as the inclusion of a larger sample of participants, 
are necessary to demonstrate the impact of the educative workshop 
on adherence as well as the influence adherence has on the QOL. 
Hence, swallowing rehabilitation should be delivered by the same 
swallowing therapist in both groups with the same therapeutic 
principles and background with the only difference being whether 
the workshop is being applied or not during the same period of the 
swallowing rehabilitation. Besides, the duration of the swallowing 
rehabilitation should be homogenous for all the participants in 
the study. The family caregiver found two disadvantages related 
to the CMDQ questionnaire evaluating the adherence to the 

swallowing rehabilitation: the questionnaire was lengthy and the 
writing style and structure were difficult to understand, therefore 
an easy and accessible questionnaire should be created to evaluate 
the adherence of the family caregiver. Additionally, the workshop 
should be repeated several times to verify whether this repetition 
would lead to better support of the family caregiver. The design of 
the intervention should be tailored to the needs of the participants 
revealed in an educational diagnosis filled in before the beginning 
of the intervention. Moreover, these workshops adapted to the 
swallowing rehabilitation practice, could be standardized and made 
available to swallowing therapists involved in the rehabilitation 
of dysphagia patients to form an integral part of swallowing 
rehabilitation of the dysphagia patient and his family caregiver.

CONCLUSION

The influence of educative workshops on patients in swallowing 
rehabilitation is far from negligible on the daily life of dysphagia 
patients, but their use is not systematic. There’s still no high level of 
evidence of the benefit of this educative workshop, it is nevertheless 
clearly visible at some levels. The preliminary results showing 
improvement of the knowledge linked to aspiration and the QOL 
are encouraging to continue this study. Future work is needed with 
a higher frequency of educative workshops, a higher number of 
patients and complete validation of the outcome measures.
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