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Trends and practices in dysphagia rehabilitation training methods
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ABSTRACT: Currently, aspiration pneumonia is a major social problem in Japan with several subjects being
elderly individuals. In treatment of swallowing disorder, it is necessary to start swallowing rehabilitation promptly.
Various international methodologies and choices are available in this regard. However, a standard methodology has
been established yet. A variety of approaches have been carried out by introducing medical devices and improving
conventional methods. Research is warranted to establish standard techniques and intervention methods in the
treatment of swallowing disorders, including the establishment of more effective rehabilitation strategies.
Adequate oral ingestion has a strong impact on the quality of life of individuals suffering from this disorder. A
widely-available effective strategy for is warranted.
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Figure 1.

Percentage of swallowing disorder training methods used by speech language

pathologists in the United States at the time of intervention?
Source: Carnaby, G.D. & Harenberg, L. Dysphagia 2013 28: 567
Reported use of swallowing techniques for primary intervention in the case-based example.
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Figure 2. Tongue strength measurement (JMS Japan).

Figure 3. Shaker exercise

Shaker exercise. Lying on a bed and raising the head without lifting the shoulder, while

looking at the toes!?.

HEE, BEEME ORI I AR — IV E A, AR
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(Figure 4). CTAR exercise & 8HIBZ%S E7)ilfH %
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AL VR ThoTm STV 5 17,
3. EIRESRMIERE
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Figure 4. CTAR (Chin tuck against resistance)
exercise using ball.

This exercise involves squeezing a rubber ball
placed between the chin and the manubrium
sternil6é-17

LA RS EOFF T %15 Tl

Figure 5. TESS device; Gentle Stim®
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Figure 6. NMES device: VitalStim® Plus

4. FEIIBR

FEU ALY T —v 3 Uid 2 RIGICIEREE T
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% 25)(Figure 8).
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Figure 7. Self-controlled vocal exercise method 24,
1. Sit on a chair and grip the sides of the seat
with both hands.

2. While saying each number from one to 10 out
loud, pull up firmly on both sides of the seat,
then relax and inhale naturally before saying
the next number.

3. Repeat this exercise for a total of two sets in
both the morning and evening, for a total of
four sets per day.

F 72, EEHE T HFEE LT MDTP
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Figure 8. IDDSI Framework
http://iddsi.org/wp-content/uploads/2015/06/We
bsite IDDSIFramework October2016.png
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