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Case Study 1
Referring Service: Neurology
Admitting Diagnosis: Dysphagia

PMH: COPD, lung cancer status post resection

Reason for SLP Consult: 55 year old male admitted with dysphagia and weight loss
SLP Examination:

Clinical Swallowing Evaluation: 2/18/2011: Severe oropharyngeal dysphagia with difficulty managing oral secretions. No PO trials provided. *Tongue fasciculations observed.  Recommendations: NPO w/ Modified Barium Swallow Study and Neuromuscular consult

Motor Speech Evaluation: 2/18/11 Severe mixed spastic-flaccid dysarthria; less than 10% intelligible at the conversation level in both known and unknown contexts.  Recommendations: Written communication for wants/needs and Neuromuscular consult
Modified Barium Swallow Study: 2/19/11: Moderate to severe oropharyngeal dysphagia due to generalized weakness. Reduced bolus control due to lingual weakness resulted in aspiration prior to swallows of thin liquids with weak unproductive cough.  Nectar thick liquid with chin tuck was slightly more successful in improving bolus control. However, increased PO trials increased the amount of pharyngeal residue due to suspected pharyngeal weakness, and resulted in aspiration following the swallows. Nectar thick liquid tsp trials were recommended for treatment with SLP. Due to unknown medical diagnosis at the time of this study, swallow exercises were NOT recommended. Recommendations: 1. PO trials w/ SLP only; 2. Consider long-term non-oral nutrition; 3. Neuromuscular  consult.
Referral Results: 

Neuromuscular Team Consult: 2/20/11: clinical presentation w/ bulbar symptoms for the last 5 months with rapid progression. The examination revealed both upper and lower motor neuron signs (tongue atrophy, weakness, fasciculations and brisk reflexes) which are suggestive of ALS as the most likely diagnosis. EMG testing confirmed ALS diagnosis. 
2/23/11: Pt received PEG
SLP contribution to the medical team:  Specialist referral to assist w/ pt’s medical diagnosis, maximize pt’s communication skills, and recommendations to safely meet nutritional needs.
Case Study 2

Referring Service: Psychiatry

Reason for SLP Consult: 24 year old Samoan male admitted to psychiatry unit due to homicidal ideation, behavioral regulation issues, mood disorder, and impulse control.   Neuropsychology diagnosed patient with Cognitive Disorder (not otherwise specified).  Co-existing focal language deficits were suspected.  Pt. is bilingual (English and Samoan) and reportedly developed both languages simultaneously as a child. Further assessment of language function was requested.  

Past Medical History: significant for TBI at age 17; left temporal-parietal aneurysm at age 7, HTN, ESRD, thyroid disease.  

Tests:  EEG revealed epileptogenic lesion of the left hemisphere; CT Brain – stable area of encephalomalacia (softening of brain tissue due to vascular insufficiency)/ gliosis (proliferation of astrocytes in the central nervous system in response to injury, resulting in scar formation)  consistent with old left MCA distribution infarct; previous left temporal-parietal craniotomy.

SLP Examination:

Language: Severe deficits were exhibited in auditory comprehension, verbal expression, reading comprehension, and written expression. Comprehension of simple, short statements was better than complex language. Y/N responses were not reliable (worse with oral vs written responses). Literal and verbal paraphasic errors and anomic errors were exhibited. Linguistic strengths were in reading comprehension and written expression at the word level, although both were significantly impaired. Pt. compensated with writing at a word level which slightly increased communication reliability. Severity of aphasia impacted pt’s understanding of his medical condition and care.  

Speech:  Motor speech exam was WNL.

Cognition:  Given the relative language-dependent nature of cognitive testing and battery used during neuropsychology eval, findings may not have accurately reflected patient’s level of cognitive function. Suspect that patient’s poor test performance on verbal tasks was a reflection of focal language impairment vs cognitive impairment. In fact, improved performance was exhibited on visuospatial tasks as compared to verbal tasks. 

Impression:  Chronic, severe nonfluent aphasia

SLP recommendations and contribution to the medical team:  To increase reliability of communication with pt. several communication strategies were recommended.  In addition, extensive communication and education with the medical team occurred as the team had overestimated pt’s communication abilities and understanding of his medical conditions.  In addition, strongly suspect the severity of focal language deficits resulted in frustration that likely exacerbated TBI-related behaviors.  Ultimately, the pt. was deemed not competent to make his own medical decisions and the process to obtain guardianship and placement was initiated.
Case Study 3
Referring Service: Internal Medicine

Admitting Diagnosis: Pneumonia

PMH: Patient reported an abdominal mass, however, had not been to a physician in 20+ years
Reason for SLP Consult: 58 year old female admitted with pneumonia.  ? Aspiration.
SLP Examination: 
Clinical Swallowing Evaluation: 12/4/10: Oropharyngeal dysphagia w/ suspected reduced pharyngeal clearing due to multiple swallows per bolus. Recommendation: NPO with modified barium swallow study. 
Modified Barium Swallow Study: 12/5/10: Moderate oropharyngeal dysphagia due to minimal  distention of pharyngoesophageal segment opening resulting in marked obstruction of flow. Recommendation: Full liquid diet and Neurology and Neuromuscular Consults
Referral Results

Neuromuscular consult: 12/13/10: Pt with likely diagnosis of Inclusion Body Myositis via EMG. Following muscle biopsy on 12/16/11 diagnosis of Inclusion Body Myositis was confirmed. Recommendations: ENT for possible Cricopharyngeal (CP) myotomy and GI for esophageal manometry 
GI consult 12/17/10: Esophageal manometry indicated UES with normal pressure, however, no relaxation

ENT consult: 12/17/10: Recommendations for botox trial prior to CP myotomy. 

12/22/10:  SLP spoke w/ ENT re: suspected slow progress for dysphagia recovery. Recommendation: Long-term non-oral nutrition. ENT agreed. PEG tube was placed.
SLP contribution to the medical team:  Specialist referral to assist in obtaining accurate medical diagnosis. Recommendations to maximize swallow function and meet nutritional needs. 
