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Nurses' Perspectives of Dysphagia Screening Practices in Irish Residential Long-Term Care Settings: A Qualitative Descriptive Study.
ABSTRACT:
Objectives: To examine nurses’ perspectives on current dysphagia screening practices in Irish residential long-term care settings (RLTCS), and to investigate barriers and facilitators to nursing-led dysphagia screening within this healthcare context.
Methods: This study employed a qualitative descriptive design and was reported in accordance with the Consolidated Criteria for Reporting Qualitative Research checklist. Participants were recruited through purposive sampling from RLTCS located in the northeast of the Republic of Ireland. Eleven in-person focus group interviews were conducted with thirty-four nurses working in clinical and managerial roles. A semi-structured interview guide was utilised, and the data were subsequently analysed using reflexive thematic analysis.
Results: One central theme, comprising four subthemes, was developed. Nurses identified residents at risk of dysphagia through clinical judgement, drawing mainly on mealtime observations and residents’ self-reports of swallowing difficulties. Adequate training to screen for dysphagia and effective interprofessional communication were highlighted as key facilitators in identifying at-risk residents. Limited access to speech and language therapists (SLT), lack of dysphagia-specific guidelines and absence of validated swallow screening tests for this population were identified as major barriers.
Conclusion: While nurses valued receiving in-service training in dysphagia, the practices employed to identify residents at risk often lack empirical support. Consequently, a substantial number of residents with dysphagia may remain undiagnosed. Limited access to SLT dysphagia services, combined with the absence of validated swallow screening tools for older adults in RLTCS, further impedes timely diagnosis and appropriate management of dysphagia.
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1. Introduction

Dysphagia is defined as impaired swallowing due to dysfunction in one or more components of the swallowing mechanism, including the mouth, tongue, pharynx, oesophagus, or airway, and is caused by anatomical, functional, or neurological abnormalities 1. Two primary types of dysphagia have been described. Oropharyngeal dysphagia involves dysfunction of the pharynx and upper oesophageal sphincter, affecting the initial phase of swallowing 2. It is now recognised as a geriatric syndrome, defined as a clinical condition that does not align with discrete disease categories and is characterised by high prevalence in older adults, multifactorial aetiology requiring an interdisciplinary approach to management, and adverse outcomes. Recognising oropharyngeal dysphagia as a geriatric syndrome highlights its complex nature and supports its inclusion in routine screening, management, and ongoing monitoring to prevent complications 3. Oesophageal dysphagia arises from abnormalities in the oesophagus or oesophagogastric junction, often perceived as food or liquid obstruction during transit to the stomach 2. This research uses the term dysphagia to encompass both oropharyngeal and oesophageal dysphagia.
The signs and symptoms of dysphagia are variable and can include painful, effortful, or repetitive swallowing; oral residue; regurgitation through the nose, mouth, or pharynx; and delayed or absent initiation of the swallowing reflex. Indicators of dysphagia-associated aspiration, defined as the entry of material below the level of the vocal folds, include coughing before, during, or after swallowing, choking, and changes in voice quality following a swallow 3. 
Instrumental swallowing evaluations are considered the gold standard for diagnosing aspiration and dysphagia 1, yet most epidemiological studies in residential long-term care settings (RLTCS) rely on screening tools or questionnaires. Consequently, prevalence estimates vary widely by method and are likely to underestimate true prevalence. Consequently, prevalence estimates in RLTCS vary widely depending on the diagnostic method used and are likely to underestimate the true prevalence of dysphagia 4. Reported prevalence ranges from 15% using the 9-Clinical Indicators of Dysphagia 5 to 70% using clinical history, examination, the Eating Assessment Tool-10, and the 3-ounce Water Swallow Test 6. A systematic review and meta-analysis by Roberts et al. 7, including seven studies using instrumental or clinical assessment methods, estimated a pooled prevalence of 56.1% (95% confidence interval: 39.4–72.2%), increasing to 60.9% when the analysis was restricted to the four studies employing clinical swallowing evaluations. Overall, more formal and objective assessment methods yield higher prevalence estimates than subjective approaches. In a national survey in the Republic of Ireland, 35% of RLTCS residents had a documented diagnosis of dysphagia 8, suggesting that dysphagia in likely under diagnosed in this healthcare setting. 

2. Background

If left unmanaged, dysphagia can lead to serious complications such as lower respiratory tract infections, dehydration and malnutrition, and is associated with increased risks of hospitalisation, prolonged hospital stays, long-term care placement, and mortality 3. Dysphagia also contributes to malnutrition and dehydration 4, and the coexistence of dysphagia and weight loss has been associated with increased mortality among residents 9. Furthermore, dysphagia negatively affects psychological well-being and quality of life, limiting social participation due to choking episodes and contributing to embarrassment and anxiety around eating 3,10. 
[bookmark: _Hlk170841398]As providers of continuous bedside care, nurses are often the first healthcare professionals to suspect dysphagia in RLTCS 8. Dysphagia screening is the initial step used to identify individuals who may be at risk of swallowing difficulties. It is typically a binary assessment that helps determine whether a more comprehensive evaluation of swallowing function is required 1. Screening often involves swallow tests using water in varying volumes or different food textures, typically administered in a single consistency; however, multiple consistencies may also be used to enhance the identification of observable signs of risk, such as coughing or a wet-sounding voice 1. Alternatively, questionnaires or structured interviews may be used to capture patients’ concerns or perceptions about their swallowing 1. If dysphagia is not suspected, or if the individual passes the screening, they may continue with normal oral intake. Conversely, if dysphagia is suspected or the screening is failed, a clinical swallow evaluation is indicated 1. In the Republic of Ireland, dysphagia trained speech and language therapists (SLTs) conduct these assessments 8. While the use of validated swallow screening tools within RLTCS holds potential for earlier identification and intervention, these practices have not been standardised and are not routinely integrated into nursing assessments 11. At present, there is a lack of validated screening tools specific to RLTCS. Existing tests, although validated for use in other clinical populations, may not demonstrate adequate diagnostic accuracy in this context  11. 
Current available evidence suggests that dysphagia screening in RLTCS is often conducted on an ad hoc basis, influenced by the availability of resources 12, and that practices employed by nurses to identify residents at risk of dysphagia vary across RLTCS and healthcare systems 11. A Norwegian survey involving 121 RLTCS revealed that 90.1% of respondents employed mealtime observations to identify potential swallowing difficulties, 55.4% considered residents’ self-reports, and only 39.7% utilised a swallow screening test 13. Similar findings were reported in a national survey conducted in the Republic of Ireland, which included 45 RLTCS. In this study, 100% of participating RLTCS reported observing for signs of dysphagia during mealtimes, 96% directly asked residents about swallowing difficulties, 93% reported reviewing residents’ clinical histories to identify conditions and risk factors associated with dysphagia and 42% of respondents indicated they routinely administered a swallow screening test 8.
Given the variability and lack of standardisation in dysphagia screening practices within RLTCS, alongside the critical importance of accurate and timely identification of at-risk residents to prevent complications and enhance quality of life, this qualitative study was undertaken to elicit detailed accounts of nurses’ perspectives on this area of practice. Exploring the insights of nursing personnel offers a deeper understanding of how residents at risk of dysphagia are identified in everyday clinical practice within Irish RLTCS.

3. The Study

3.1 Objectives

This study addressed the following objectives:

1. To examine the nurses’ perspectives on existing dysphagia screening practices in RLTCS in the Republic of Ireland.
2. To investigate barriers and facilitators to nursing-led dysphagia screening within this healthcare setting.

4. Methods

4.1 Design

This study was underpinned by an interpretivist perspective and employed a qualitative descriptive design 14. Data were collected through semi-structured focus group interviews and analysed using reflexive thematic analysis 15,16. This analytical method enabled the development of detailed accounts of participants' perspectives and interpretation of their experiences. An inductive approach to analysis was adopted, without the use of a pre-existing theoretical framework. Accordingly, the study is aligned with the principles of “Big Q” qualitative inquiry, as methods of data generation and analysis are embedded within a paradigm that prioritises interpretation, meaning making, and researcher reflexivity. Within this orientation, researcher subjectivity is not regarded as a source of bias, but rather as an analytical resource that contributes to knowledge production through sustained engagement with both the data and the researcher’s interpretive lens 17. The study is reported in accordance with the Consolidated Criteria for Reporting Qualitative Research checklist 18, provided in Appendix A. 

4.2 Study Setting and Participant Recruitment

A RLTCS was defined as any public, private, or voluntary facility providing long-term care to older adults 19. For pragmatic reasons, participants were recruited from private and public RLTCS in the Northeast of the Republic of Ireland. The director of nursing of eligible RLTCS was contacted via email and invited to participate. Additionally, the first author visited interested sites to deliver brief presentations about the study. This also allowed nurses to ask questions directly to the researcher. Purposive sampling was used to recruit participants with relevant knowledge and experience 20.

4.3 Inclusion and Exclusion Criteria

Nurses working in RLTCS in managerial or clinical roles with direct responsibility for care and interventions were eligible to participate. Focus group participants were additionally required to have at least six months’ clinical experience in RLTCS to ensure adequate familiarity with local care processes, including dysphagia screening practices. Healthcare professionals other than nurses, nursing students, and those not practising in an RLTCS at the time of the study were excluded.

4.4 Data Collection

An initial interview guide consisting of open-ended questions was developed and subsequently reviewed by an advisory panel consisting of four nurses with extensive clinical expertise in older adult care. The panel provided detailed feedback and recommendations concerning the wording, question sequence, and potential follow-up prompts. The first focus group served as the pilot study during which the interview guide was field-tested 21. As no issues were identified and the interview schedule required no further revisions, the pilot data were incorporated into the main study 22. The final interview guide is provided in Appendix B.
Focus groups were made up of nurses in clinical roles and managerial positions and were interviewed separately to avoid hierarchical influence on the discussions 23. All interviews were conducted by the first author. Face-to-face interviews were conducted at times and locations convenient for participants, away from their usual work environments. Before each interview, participants completed a brief demographic questionnaire including gender, current role, type of RLTCS, nursing background, and years of clinical experience working in older adult care. Interviews were digitally recorded using a laptop audio recorder, with a dictaphone as backup. Field notes were taken systematically by the first author before and immediately after each interview to capture contextual information. During interviews, a facilitator took additional notes on the general content and notable non-verbal behaviours (e.g., sighs, laughter, silences). The facilitator did not ask questions or engage in the discussion. Data collection ceased after the eleventh focus group, as a sample with sufficient information power had been interviewed to meaningfully and comprehensively address the study objectives 24.

4.5 Data Analysis

The six-phase framework for reflexive thematic analysis 15,16 was employed to analyse the data. This approach foregrounds the researcher’s subjectivity and reflective engagement in meaning-making, and as such, consistency across multiple coders is neither expected nor required 17. Accordingly, the first author conducted the analysis under the guidance of the co-authors, who independently reviewed and validated the findings. NVivo, version 14 25, was used to support the analysis. The interview recordings were manually transcribed verbatim and transcripts were reviewed twice to ensure accuracy and gain an initial understanding of participants’ perspectives, including key insights and patterns. Annotations were produced to integrate field notes recorded before, during, and after the interviews, providing contextual and non-verbal insights that complemented the transcripts. Secondly, codes were generated, breaking the data into manageable units. Codes were colour-coded, indexed, and categorised to facilitate comparison and identify overlaps. By merging and subsuming related codes while preserving core meanings, the initial set of 223 codes was refined to 128. Third, initial themes and sub-themes were developed by grouping codes iteratively to construct a coherent representation of the data. Visual tools such as tables and diagrams aided in identifying relationships, resulting in nine initial themes. Fourth, a recursive review compared themes against coded extracts and the full dataset. Themes lacking coherence or meaningful representation were revised or reassigned, consolidating the number from nine to four. Fifth, data extracts were organised within each candidate theme to form a coherent account of participants’ views. Through continued immersion in the data, these themes were refined into one central theme with four interrelated subthemes, each given an informative title (Appendix C). Sixth, the report was written to present a coherent narrative, supported by illustrative participant quotes and demonstrating the validity of the analysis.

4.6 Ethical Considerations

The study received ethical approval from the appropriate ethics committees to cover both public and private RLTCSs involved in the research (reference REC/24/008 and 3449). All participants were informed that their involvement was voluntary and provided written consent prior to taking part in the study. To protect their identities, pseudonyms were assigned before the interviews, and participants were advised that they could withdraw without penalty up to six weeks post-interview. At that point, the key code linking pseudonyms to personal data and audio files was deleted to ensure full anonymisation of transcripts. No individual names or workplaces were disclosed in reporting, and all personal and research data remained confidential and were not shared outside the study. 

4.7 Rigour and Reflexivity

Rigour in this study was maintained by adhering to established qualitative criteria: credibility, transferability, dependability, and confirmability 26. To ensure credibility, the first author probed deeply and clarified participants’ responses during interviews, summarised key points at each session’s end for participant verification, and manually transcribed and reviewed audio recordings for accuracy. A systematic analytical approach, aligned with the study objectives, facilitated the development of a coherent narrative of participants’ accounts. Member checking was attempted by offering the participants a summary of the researcher’s interpretations following data analysis 27; however, none availed of this summary. Transferability was supported by detailed descriptions of the study context, participants, and methodological decisions, enabling readers to assess the applicability of findings to nurses practising in RLTCSs in Ireland or similar settings. Dependability and confirmability were promoted through meticulous documentation of the research process, enhancing transparency in how conclusions were drawn. An audit trail comprising chronological research notes captured key decisions throughout the study. Dependability was further strengthened by the careful design and pilot testing of the semi-structured interview guide. Confirmability was reinforced by including participant quotations, demonstrating that themes and subthemes were grounded in the data. 
The first author maintained a reflexive journal in a paper diary to critically examine positionality throughout the research process. Continual reflection on prior knowledge, biases, and assumptions was undertaken to consider their influence on the analytical process. The first author has a background in gerontological nursing and extensive clinical experience in a large RLTCS, encompassing both clinical and managerial roles. They are currently a PhD candidate and employed as a Clinical Nurse Specialist in Care of the Older Person. Although the interviews were conducted as an outsider, in-depth knowledge of residential care and familiarity with the challenges nurses encounter in dysphagia management enhanced interpretation of participants’ perspectives. Key insights from the interviews were regularly discussed with the research team, and the integration of reflexive journaling with co-authors’ perspectives deepened analytical understanding and enriched interpretation of the data.

5. Findings

5.1 Characteristics of Participants

Eleven focus group interviews were conducted between June and September 2024, including three with nurse managers and eight with staff nurses. A total of thirty-four nurse participants from six different RLTCSs, three public and three privately owned, took part in the study, each completing a single interview. No participants withdrew. The sample comprised n=25 staff nurses, n=6 clinical nurse managers, and n=3 assistant directors of nursing (see Table 1). Each focus group included between two and four participants, with interviews lasting between 45 and 70 minutes. Most participants were female (n=29), had a background in general nursing (n=32), and were employed in a public RLTCS (n=18). Participants’ years of experience in RLTCS ranged from six months to 30 years (median [interquartile range] = 9.00 [15.75]). 

Table 1. Participant characteristics (n=34). 
	Characteristic
	n (%)

	Gender
	

	Female
	29 (85)

	Male
	5 (15)

	Nursing grade
	

	Staff nurse
	25 (73)

	Clinical nurse manager
	6 (18)

	Assistant director of nursing
	3 (9)

	Nursing Discipline
	

	General nursing
	32 (94)

	Intellectual disability nursing
	2 (6)

	Employment setting 
	

	Public RLTCS
	18 (53)

	Private RLTCS
	16 (47)

	RLTCS: Residential long-term care setting.


5.2 Overview of Themes 

[bookmark: _Toc201911041][bookmark: _Hlk183358681]5.2.1 Using Clinical Judgement to Identify and Manage Dysphagia Risk

[bookmark: _Hlk192678027]While dysphagia in older adults may present subtly, it can lead to potentially serious complications if undetected. Conversely, early identification allows for timely interventions that prevent adverse outcomes and enhance quality of life. The nurses in this study described these dynamics with particular emphasis on the role of clinical judgement in recognising residents at risk. Clinical judgement also guided subsequent decision-making, including the referral of at-risk residents to the SLT and other relevant healthcare professionals, as well as the initiation of dysphagia management interventions while awaiting SLT assessment. The notion of clinical judgement in nursing practice, which was evident throughout the dataset, underpins the central theme and its four subthemes: Nurses’ Understanding of Dysphagia, Identifying Residents At-Risk of Dysphagia, Addressing Dysphagia Risk and A Way Forward.

[bookmark: _Toc201911042]5.2.1.1 Nurses’ Understanding of Dysphagia

Nurses described dysphagia as a swallowing impairment, associating it with observable signs of aspiration or penetration during swallowing, such as coughing while eating or drinking, choking episodes, and changes in voice quality. They further explained that the severity of dysphagia can fluctuate, often worsening during acute illnesses and improving once the underlying cause has been successfully treated. This highlights the importance of continuous monitoring of residents’ swallowing function, as dysphagia severity may vary over time.
“Some people have a difficulty in swallowing, so when they try to eat they start coughing or have signs of choking.” (P1I)
“Wet sounding voice and gurgling on the throat.” (P4A) 
“In case of an infection, sometimes, they won’t be able to swallow as they used to… But once the infection is sorted out, they would come back to their baseline.” (P3B)
Although coughing after swallowing was recognised as a key indicator of dysphagia, nurses noted that residents do not always show obvious signs of aspiration or penetration. They described silent aspiration as the entry of food or liquid into the airway without visible signs, making it especially difficult to detect. These insights highlight the vital role of clinical judgement in identifying dysphagia, particularly when signs are vague.
“We keep saying ‘coughing, coughing, coughing…’ but there is silent aspiration where people don’t cough.” (P2A)
“Silent aspiration is very hard to assess, to be found.” (P2C) 
Nurses may infer the occurrence of aspiration events secondary to dysphagia from recurrent lower respiratory tract infections. Such infections were described both as indicators of unmanaged dysphagia and as potential complications of aspiration or silent aspiration. Some nurses noted that a decrease in oxygen saturation may be observed due to aspiration. However, pulse oximetry is not routinely employed for the identification of dysphagia in participating RLTCS.
“If they start to get (lower respiratory tract) infections out of nowhere, we could consider that this is because of dysphagia. We didn’t have to see them choking or aspirating or something, but they get an infection, and we may think that can be because of dysphagia.” (P2F)
“You could see the drop in saturation as well, but we don’t regularly have people hooked up on monitors in here.” (P2A)
Although dysphagia in older adults may manifest with subtle signs that could be easily overlooked, it can result in serious complications if not identified in a timely manner. Many participants perceived lower respiratory tract infections and aspiration pneumonia as inevitable consequences of aspiration events related to dysphagia, making these outcomes a significant concern for nurses. To underscore these concerns, some nurses shared examples of residents with dysphagia who had experienced life-threatening complications following aspiration. 
“He gets recurrent chest infections and there was actually one point that he was treated for pneumonia in hospital.” (P2J)
“And we transferred him immediately to the hospital. From the hospital we got the diagnosis, he was aspirating, and he had an aspiration pneumonia.” (P2F)
The nurses further noted that residents with dysphagia may not consume sufficient food and fluids to meet their nutritional and hydration needs. Consequently, dehydration, weight loss and malnutrition were also identified as potential outcomes of unmanaged dysphagia. Unlike aspiration-related complications, the physical decline associated with malnutrition secondary to dysphagia was described as a gradual process rather than a sudden event. 
“We don’t know whether they are getting enough nutrients with the food or not. So, weight loss is the main concern.” (P4D)
“Normally, their food intake will be less, because of dysphagia. And they gradually will have weight loss. And because of the weight loss, they gradually deteriorate. It’s not all of a sudden, it’s gradual.” (P3I)
The nurses in this study emphasised that signs of dysphagia and its related complications can be subtle and non-specific. Their clinical judgement was evident in a nuanced understanding of the condition, recognising both obvious and less apparent indicators. Nurses identified complications such as aspiration pneumonia, malnutrition, dehydration, and weight loss as potential consequences of unmanaged dysphagia. While aspiration events can lead to a rapid deterioration in residents’ health, dysphagia-associated malnutrition often results in more gradual physical decline, underscoring the importance of ongoing monitoring for at-risk residents.

[bookmark: _Toc201911043]5.2.1.2 Identifying Residents at Risk of Dysphagia

The terms 'screening' and 'assessment' were used interchangeably throughout the interviews. While no clinical guideline or standardized protocol existed to support dysphagia screening in the participating RLTCS, a dysphagia policy was available. This policy existed as either a stand-alone document or within the broader ‘eating and drinking’ policy. The participating nurses suggested that the policy focuses more on diet and fluid texture modification than on identifying residents at risk of dysphagia.
“But they don’t have an algorithm for us to follow up, there is nothing like that.” (P1A)
“(The policy) It’s about eating and drinking, oral nutrition and management of dysphagia.” (P1H)
The nurses reported that they had never used a swallow screening test in the RLTCS. Instead, they relied primarily on continuous observation, particularly during mealtimes and medication rounds, to identify signs of dysphagia. Some participants viewed the absence of a validated swallow screening tool as a barrier to identifying residents at risk, suggesting that current observational approaches may result in some residents with dysphagia remaining unidentified.
“I haven’t’ come across one (swallow screening test). That would be a barrier, that there is not a screening tool appropriate for these kinds of places.” (P2A)
“So, it’s basically our observation and the signs and symptoms of choking, or aspiration (to identify residents at risk of dysphagia).” (P3D)
Some nurses noted that consistent mealtime supervision is difficult to maintain, as they are often occupied with other duties, unable to stay in the dining room for the entire meal, or residents may choose to eat in their rooms. In these circumstances, nurses relied on healthcare assistants to recognise and report signs of swallowing difficulties. Nurses consistently acknowledged their crucial role and expressed strong trust in their observations.
“Sometimes, with nursing duties, we are not in the dining room to watch everyone eat all the time.” (P2J)
“The healthcare assistants that we have here, they are very good to tell us if there are any issues, like if someone is choking, or if they notice that someone is coughing.” (P2J)
Signs of swallowing difficulty, whether observed by nurses or reported by healthcare assistants, prompts closer monitoring of at-risk residents. Nurses explained that they may monitor residents over time before deciding on SLT referral. Their accounts reflect the use of context-sensitive clinical judgement to manage the uncertainties of dysphagia within the context of residents' changing health status.
“We’ll observe during two or three meals, and if it is still there (signs of dysphagia), then we’ll do the referral. Otherwise not, the judgement is not only based on one meal.” (P3I)
“In case you suspect someone who has these signs of dysphagia, especially when they are coughing when they have the meals. Even after we give the right consistency, and we are ruling out other things. Sometimes, infections can cause progression of disease. After ruling all these things out, if you think that it’s definitely dysphagia, we do the SLT referral.” (P3B)
Residents sometimes report swallowing difficulties, though not all can communicate them accurately. To a lesser extent, relatives may also raise concerns about possible signs of dysphagia. While secondary to direct observation, these reports provide valuable additional information that supports ongoing vigilance. 
“Most of the residents are not capable to tell that (they have swallowing difficulties), that’s why we have to do the assessment.” (P3I)
“When the odd day, they (relatives) see that (signs of dysphagia), they may inform us, that may be because of different issues. They may be coughing because of something else, so then we’ll need to monitor them.” (P2I)
[bookmark: _Hlk185445925]Ultimately, nurses identify residents at risk of dysphagia through clinical judgement, drawing on all available clinical information related to the residents’ swallowing function rather than relying on specific screening practices. Through careful reflection and reasoning, they interpret this data to inform their suspicion of dysphagia.
“It’s all based on our own judgement. And then, if we are not confident enough, we’ll just discuss with another nurse, so two nurses discuss, and then we just refer. So, there is not like a proper policy of dysphagia, no, it’s based on the judgement, nursing judgement purely.” (P3D)
This subtheme highlights the participants’ concerns about the lack of clear guidance on dysphagia screening and the absence of validated swallow screening tools in the participating RLTCS. Although dysphagia policies are in place, they tend to focus on managing diet texture rather than identifying residents at risk. Therefore, nurses primarily rely on observing signs of swallowing difficulties during mealtimes and residents’ self-reports of swallowing difficulties and use clinical judgement to suspect dysphagia.

[bookmark: _Toc201911044]5.2.1.3 Addressing Dysphagia Risk

In the participating RLTCS, nurses hold primary responsibility for recognising signs of dysphagia, initiating referrals to SLTs and other relevant healthcare professionals, and implementing interim management strategies. Upon suspecting dysphagia, nurses refer the resident to an SLT, whom they regard as the specialist with expertise in swallowing disorders. The SLT is then responsible for conducting a comprehensive assessment of swallowing function, establishing a diagnosis where appropriate, and formulating individualised management recommendations tailored to the resident’s specific needs.
“If you notice somebody with difficulty in their swallowing or any change, we have to refer them for a speech and language assessment.” (P1I) 
“(It) is the SLT team, who will come and assess, guide, prescribe thickened fluids and diagnose that the person is having these swallowing issues.” (P2K)
Dysphagia services provided by SLTs were not available onsite within the participating RLTCSs. Instead, such services were delivered externally, with SLTs visiting the facilities only following a formal referral. Consequently, there was a delay of several days between the nurses’ recognition of possible swallowing difficulties and the SLT’s arrival to conduct an assessment.
“We don’t have the SLT onsite. We would be waiting for a few days.” (P1E) 
“A few days, anyways, they won’t come straight away.” (P1H)
Furthermore, the nurses reported that SLTs did not routinely conduct follow-up visits for residents with known dysphagia and typically attended only when a new referral was submitted. In some instances, visits were contingent on meeting a minimum number of referrals. As such, limited access to SLT services was regarded as a significant barrier to timely and appropriate care.
“No, they only come to us for the assessment (upon referral).” (P1H)
“And we sent the SLT referral for (the resident), but because we don’t have three or four people, they won’t come out to us.” (P1B)
The nurses’ shared belief that aspiration events inevitably lead to lower respiratory tract infections or aspiration pneumonia significantly influenced their clinical judgement and management of at-risk residents. Due to delays in accessing SLT dysphagia services, the nurses acknowledged the necessity of modifying diet and fluid textures to meet residents’ immediate care needs and uphold their duty of care. Consequently, texture-modified diets and fluids were routinely adjusted based on ongoing observation and evaluation of residents’ swallowing function. Maintaining residents nil per oral while awaiting SLT assessment was regarded as unfeasible by the nurses in this study. 
“But we need to manage the residents and their diet. But usually, it will take at least one week or maybe three to four days (for an SLT to conduct an assessment following referral). In the meantime, we’ll give what they can tolerate.” (P2C)
“Here, usually we won’t keep them NPO (nil per oral), but in acute (care setting), I think, they will keep them NPO. Here, we would provide a modified diet, whatever best suits them and what is safe.” (P1E) 
This subtheme underscores the challenges that nurses encounter in accessing SLT dysphagia services and in managing residents with suspected swallowing difficulties. Nurses in this study relied on their clinical judgement to identify the need for referral to other healthcare professionals. As SLTs were not present onsite, delays between referral and SLT evaluation were frequently reported. To reduce the risk of complications while awaiting SLT assessment, nurses implemented interim dysphagia management interventions, particularly diet and fluid texture modification. Given the potentially serious consequences of undetected or poorly managed dysphagia, such delays may have considerable implications for resident safety and the overall quality of care.

[bookmark: _Toc201911045]5.2.1.4 A Way Forward

[bookmark: _Hlk185156231]The nurses valued receiving on-the-job dysphagia training tailored to their current roles. However, dysphagia training seemed primarily oriented towards dysphagia management, particularly the use of modified texture diets and fluids, rather than the identification of at-risk residents. Moreover, as nurses rely heavily on observation of signs of dysphagia during mealtimes, sometimes over a period of time before deciding whether SLT referral is warranted, effective communication within the RLTCS team was regarded as critical to identify residents at risk of dysphagia and ensure continuity of care.
[bookmark: _Hlk206762880]“(Dysphagia training) is mostly given by the SLT and she will talk about dysphagia and how to identify it. And she will also then show us what the different types of diets are, what a soft diet is, what a normal diet should be, what a minced-moist diet would be, how to mix the thickener in that, use a whisk or fork, that you don’t use a spoon, that there are no lumps in it.” (P2E) 
[bookmark: _Hlk184377218]“Yes, for example, the day nurse actually notices some coughing episodes, and they handover to the night nurse to observe for further episodes, and that would be handed over, and everybody will be kind of vigilant.” (P1H)
Recognising the limitations of current practices for identifying residents at risk of dysphagia, many participants expressed a preference for a formal, standardised approach to nursing-led dysphagia screening. A key recommendation was the routine administration of a validated swallow screening tool to facilitate the timely and accurate identification of dysphagia. Such a tool is intended to support, rather than replace, the nurses’ clinical judgement in identifying residents at risk.
“We use a comprehensive list of assessments, and they do point us in the right direction, so maybe that (a validated swallow screening test) would be something.” (P2E) 
“But, in my opinion, that instinct can be better than the screening tool, in my opinion. I think it would be helpful, especially in a situation when we are not sure, so that we can take that screening tool, use it and then see what it says, what’s the result.” (P2F) 
Nevertheless, some nurses voiced concerns about the routine administration of validated swallow screening tests, noting that it could increase an already substantial workload. As this would represent a change in practice, they also stressed the importance of sufficient training to ensure correct administration. A minority opposed the routine use of such tools altogether, viewing them as unnecessary for accurately identifying residents at risk. 
“But it (routine administration of swallow screening tests) is extra work, it is an add on of work for the nurses.” (P2D)
“Training definitely needed because if it is a new tool we have to be educated properly on how to use that.” (P3B) 
“If there is a deterioration somewhere in relation to their eating, drinking... I mean, you hardly need paperwork for that, do you? A tool? I don’t think so!” (P1K)
Despite some differing views, many nurses believed that routine use of a validated swallow screening test in RLTCS would also improve the SLT referral process. They suggested it could reduce unnecessary referrals, shorten waiting times, enhance communication with SLT services, and help prioritise residents needing urgent assessment through a formal approach.
“It could lead to less referrals.” (P1C)
“I think, if we had that one, we can just attach to the SLT referral form and just send them, they would get more information about that particular resident, but before they come for the assessment. As well, prioritise which one needs more urgent attention.” (P2C)
Additionally, improved access to SLT dysphagia services would support earlier diagnosis of dysphagia and adequate management. The nurses advocated for more regular SLT visits to RLTCS to provide follow-up assessments, rather than limiting input to one-off evaluations after referral.
“Maybe more access to the speech and language therapist.” (P2E)
“I think on one or two occasions, she (the SLT) rang us to say she is going to come and see one or two people, one or two of the clients, randomly. I think she came in to see another person, and she was just looking to see how others are doing. But that’s not regularly, though, this they should be doing more.” (P1H)
Adequate dysphagia training, although primarily focused on management rather than the identification of at-risk residents, and effective communication among team members were regarded as essential for the recognition of dysphagia. Nurses acknowledged that current practices may not consistently support the timely identification of dysphagia risk, which could hinder early intervention and increase the likelihood of complications. Most nurses supported the routine use of a validated swallow screening tool, recognising its potential to enhance early detection and streamline referral processes. However, concerns were raised regarding the potential for increased workload and the necessity for appropriate training. Improved access to SLT dysphagia services was seen as a means of strengthening both the diagnosis and management of dysphagia, ultimately contributing to better overall outcomes for residents.

6. Discussion

This study explored nurses’ perspectives on existing dysphagia screening practices in Irish RLTCS, as well as perceived barriers and facilitators to nursing-led screening within this healthcare context. One central theme and four interconnected subthemes were developed from the data, all underpinned by the consistent use of clinical judgement by nurses in recognising residents at risk of dysphagia and guiding subsequent decision-making. Clinical judgement is characterised as a reflective and analytical process, grounded in a comprehensive body of knowledge, which integrates all available information to arrive at a clinical conclusion 28. The nurses in this study synthesised diverse clinical cues related to residents’ swallowing function, employing reflective and inferential reasoning to identify dysphagia and differentiate it from other clinical conditions. Decisions regarding referrals to the SLT and other healthcare professionals as well as the initiation of dysphagia management strategies were influenced by the nurses’ perspectives on dysphagia. This use of clinical judgement aligns with Tanner’s 29 clinical judgement model, which comprises four aspects: noticing, interpreting, responding, and reflecting.
In the context of this study, the first aspect, noticing, refers to the observation of dysphagia signs and potential complications of unmanaged dysphagia and residents’ self-reports of swallowing difficulties. Although mealtime observation was commonly reported by participants as an approach to identify residents at risk of dysphagia, scientific evidence supporting its use is lacking, and its accuracy and reliability remain unclear 30. Coughing, while reported by participants as a potential indicator of dysphagia-associated aspiration, has limited sensitivity and specificity in detecting aspiration. Consequently, the presence of a reflexive cough during swallowing does not definitively indicate dysphagia, while its absence may result in a high rate of false negatives due to silent aspiration 31. Additionally, residents’ self-reports are considered unreliable, as individuals may lack the ability to accurately recognise and report swallowing difficulties or may attribute such signs to normal ageing 32. Taken together, these findings highlight the urgent need for enhanced nursing education focused on dysphagia screening, emphasising accurate detection methods. Furthermore, the interchangeable use of the terms screening and assessment by nurses across interviews suggests a need for education on the distinction between these procedures, as they represent different processes with distinct aims and clinical implications 1.
Although some nurses identified a decrease in oxygen saturation as a potential indicator of aspiration or silent aspiration, it was acknowledged that pulse oximetry was not routinely employed during mealtime observations. An oxygen desaturation of ≥3% from baseline during or following swallowing has been suggested as a valid and reliable indicator of dysphagia-associated aspiration 33. Nevertheless, Britton et al. 34 argued that current evidence does not support the use of pulse oximetry for detecting aspiration, noting that a 2% desaturation falls within the standard error of measurement for pulse oximeters. Moreover, considerable inconsistencies were found across the studies, thereby limiting the reliability of routine use of pulse oximetry as a diagnostic tool for the detection of aspiration.
Many nurses expressed that aspiration events invariably result in lower respiratory tract infections. Dysphagia is a recognised risk factor for pneumonia in older adults; however, the development of pneumonia is influenced by multiple additional factors, including oral hygiene, immune status, the frequency and severity of aspiration episodes, and the nature of the aspirated material  35,36. Other complications of unmanaged dysphagia highlighted by the nurses, such as malnutrition and dehydration, may impair wound healing, increase frailty, worsen sarcopenia, and weaken the immune system, thereby further elevating the risk of lower respiratory tract infections 37. 
The nurses’ practices and their exercise of clinical judgement were also shaped by the absence of clear dysphagia screening guidelines and validated swallow screening tests specific to RLTCS. This gap is also reflected in the current care standards for RLTCS in the Republic of Ireland, developed by the Health Information and Quality Authority, the national regulatory and inspectorate body 38. At present, there are no benchmark quality criteria for dysphagia screening in Irish RLTCS, as the existing standards do not explicitly address this aspect of care. Instead, they focus solely on the provision of modified texture diets and fluids, based on recommendations from an SLT 38. 
In the second aspect, interpreting, the nurse analyses clinical findings in relation to prior knowledge and experience to assess the likelihood of dysphagia. This is evident in the use of indirect indicators, such as recurrent chest infections or unexplained weight loss, to raise clinical suspicion. The practice of observing residents over time for signs of swallowing difficulties prior to referral to SLT also reflect a hypothetico-deductive reasoning pattern. In this approach, hypotheses are generated based on the available information and subsequently tested through continued observation 29. Although the intention behind continued mealtime observations is to ensure that SLT referrals are appropriate, there is no evidence to suggest that repeated observations improve the accuracy or reliability of mealtime assessments 30, and such practices may contribute to further delays in SLT referral. Moreover, nurses acknowledged that consistent monitoring of residents during mealtimes was not always feasible due to competing responsibilities, leading them to rely on healthcare assistants to report signs of swallowing difficulties. Thus, effective communication among team members was considered a key facilitator to identifying at-risk residents. While mealtime observations conducted by healthcare assistants have been documented 39, it remains unclear to what extent these contribute to the accurate and timely identification of residents at risk of dysphagia. Consequently, current nursing practices in RLTCS may be insufficiently effective in reliably identifying at-risk residents, as indicated by the relatively low proportion, estimated at 35%, with a documented dysphagia diagnosis in their medical records 8.
[bookmark: _Hlk141365852]The third aspect, responding, involves making decisions considered appropriate to the situation at hand. In this study, it includes referring residents with suspected dysphagia to other healthcare professionals, particularly SLTs, for further assessment of swallowing function, and the implementation of interim measures while awaiting SLT assessment. Residents in whom dysphagia is suspected should be referred to an SLT for further evaluation and management recommendations 3, as well as to a dietitian, given the high risk of malnutrition in this population 7,37. However, nurses in this study identified limited access to SLT dysphagia services as a major barrier to timely diagnosis and appropriate management, with potentially serious implications for residents’ safety and wellbeing. 
The only national guideline in the Republic of Ireland that addresses dysphagia screening, which applies solely to individuals with acute stroke, recommends keeping patients nil per oral until assessed by an SLT 40. Dysphagia services provided by SLTs are routinely available in most acute stroke units; however, comparable guidance and service provision are lacking in other care settings, including RLTCS. Consequently, nurses in this study regarded maintaining residents suspected of dysphagia nil per oral until SLT assessment as unfeasible, due to prolonged delays between referral and SLT evaluation. 
As an interim measure while awaiting SLT input, they routinely implemented texture modifications to food and fluids to manage residents’ swallowing difficulties. Modified texture diets and thickened fluids are typically used as a dysphagia management strategy, aiming to ensure adequate nutrition and hydration while reducing the risk of aspiration 3. Nevertheless, the current evidence base supporting the effectiveness of this approach in preventing or mitigating the consequences of dysphagia remains weak and inconclusive 9. Paradoxically, there is frequently a tendency to introduce more restrictive diets and thicker fluids, driven by the belief that they are safer 41,42. In fact, modified texture diets and fluids may exacerbate malnutrition in older adults with dysphagia without significantly reducing the risk of pneumonia as these diets typically provide fewer calories, micronutrients, and proteins than standard diets 43. Similarly, prolonged use of thickened fluids increases the risk of dehydration and urinary tract infections within this population 9,43. 
[bookmark: _Hlk54780334][bookmark: _Hlk54779098][bookmark: _Hlk142047792]The fourth aspect, reflecting, encompasses both reflection-in-action, which refers to the nurse’s ability to evaluate a patient’s response to an intervention, and reflection-on-action, the learning gained from experience that contributes to the ongoing development of clinical knowledge 29.  Within this latter element, as in any situation characterised by uncertainty, there are judgement calls that are thoughtful and well-founded, and others that may result in costly errors. Thus, reflection also involves understanding the outcomes of both nursing interventions and inactions 29. In line with these views, most participants advocated for improved access to SLT dysphagia services and supported a formal and standardised approach to dysphagia screening in participating RLTCS. This suggests that nurses in this study perceive current practices as ineffective for the timely identification of residents at risk of dysphagia, with potential adverse effects on residents’ wellbeing and quality of life. There is a notable lack of standardised protocols and clear guidelines for the screening and assessment of dysphagia, both in the academic literature and in routine clinical practice 1, especially in RLTCS. One such protocol is the Evidence-Based Nursing Care Algorithm for Dysphagia, which incorporates the Gugging Swallowing Screen 44  to stratify risk and recommend interventions based on the severity of dysphagia 45. Although the study reported a reduced risk of aspiration and improvements in dysphagia-specific quality of life, it was limited by a small sample size and conducted within a single institution, thereby restricting the generalisability of the findings.
The routine administration of accurate and reliable swallow screening tests, validated for use with older adults in RLTCS, can enhance the identification of residents at risk of dysphagia and support nurses in making appropriate decisions regarding referral for further assessment 11. These tools are intended to complement, rather than replace, the nurses’ clinical judgement. It has been recommended that all residents undergo screening for dysphagia upon admission and at regular intervals thereafter 46. However, none of the existing swallow screening tests have been specifically validated for use in RLTCS using instrumental assessments as the reference standard 11. While the Yale Swallow Protocol has been validated for use in post-acute care settings, including RLTCS, using fiberoptic endoscopic evaluation of swallowing as the reference standard, its evaluation across multiple care environments limits the specificity of its validation for RLTCS alone 47. Adequate training in dysphagia, which may need to be adapted if implementing routine administration of a validated swallow screening test, was identified as a critical facilitator in supporting early recognition.

6.1 Strengths and Limitations of the Work

To the authors knowledge this is the first study to qualitatively examine how nurses identify and manage residents at risk of dysphagia in Irish RLTCS. The recruitment strategy employed facilitated the inclusion of nurses from both large and small RLTCS, encompassing rural and urban areas, thereby supporting geographical representation. Notable strengths of this study were the adequate sample size, which included a range of nursing roles, and the rigorous application of reflexive thematic analysis, which enabled an inductive exploration of the nurses’ perceptions. Reflexivity was consistently applied throughout the study. The participants, who varied in years of professional experience, contributed rich and detailed data, supporting a contextualised account of their perspectives. The provision of thick, descriptive accounts of both methodological processes and findings enhances the transferability of the results. Nonetheless, as participation was voluntary, the study may be subject to self-selection bias. 

6.2 Recommendations for Further Research

This study underscores the need for the development and implementation of formal and standardised nursing-led dysphagia screening protocols within Irish RLTCS. Such protocols should incorporate a swallow screening instrument, validated for use with older adults in RLTCS, to facilitate the accurate and timely identification of residents at risk, alongside clearly defined referral pathways and interim management strategies.

6.3 Implications for Policy and Practice

The findings provide valuable insights to support the development and implementation of nursing-led dysphagia screening policies and protocols in Irish RLTCS at both local and national levels. Adequate nursing education and training are required prior to the use of screening tools to ensure effective implementation. Additionally, there is an urgent need to improve timely access to SLT dysphagia services for assessment, as well as to ensure regular follow-up evaluations for older adults residing in Irish RLTCS. Without appropriate SLT support, the routine use of validated swallow screening tests is unlikely to be effective, as the identification of risk must be followed by timely specialist assessment and intervention to inform care planning and management. Finally, the introduction of national quality standards addressing the early identification and referral of residents at risk of dysphagia may contribute to the advancement of clinical practice in this area and promote the wellbeing of residents.

7. Conclusion

The absence of formal and validated approaches to swallow screening in Irish RLTCS and limited access to SLT dysphagia services were identified by nurses in this study as barriers to the early detection and appropriate management of suspected dysphagia. In the absence of clear guidance and with limited professional support, nurses reported relying on practices that are not evidence-based, such as mealtime observations, residents’ self-reports, and the identification of potential dysphagia-related complications. Ultimately, suspicion of dysphagia was informed by clinical judgement, drawing on all available information related to the resident’s swallowing function. Subsequent clinical decision-making, including the referral of at-risk residents and the initiation of dysphagia management interventions while awaiting SLT assessment, was also guided by clinical judgement. While adequate on-the-job training in dysphagia and effective interdisciplinary communication were recognised as key facilitators in supporting early recognition, participants strongly advocated for the implementation of formal standardised dysphagia screening protocols, together with the routine use of validated swallow screening tests. These measures, combined with improved access to SLT dysphagia services, have the potential to enhance the timely identification of residents at risk, streamline referral processes, and support the implementation of appropriate, individualised management interventions. 
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