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1- Introduction

Swallowing is a vital aerodigestive function. Itopects the airway,
maintains hydration and nutrition, and allows thetignt to take part in
family and social meals. Dysphagia is thereforeangtinor symptom. It is a
disorder that affects safety, efficiency, commutiag dignity, and daily
participation. In oncology care, it becomes morensg&e because
swallowing difficulty may interfere with treatmetdlerance, recovery, and
the patient’s confidence during meals.

In head and neck cancer, the tumor and treatmdéettathe same
structures that support speech, voice, chewing,usbhopreparation,
pharyngeal propulsion, laryngeal closure, and hregtswallow
coordination. Dysphagia may appear before treatrdaetto tumor mass,
pain, reduced mobility, or oral obstruction. It mayorsen during
radiotherapy or chemo radiotherapy because of naligoBammation, dry
mouth, taste change, fatigue, and painful swallgwilh may also persist
after treatment because of fibrosis, trismus, ssnmeuropathy, salivary
dysfunction, or surgical anatomical change.

For this reason, the orthophonist has a centnaiceli role. This role is
not limited to articulation, language, or voicealso includes screening for
swallowing risk, clinical observation, referral farstrumental assessment
when needed, patient education, preventive exercigwmpensatory
strategies, diet adaptation, oral care guidancécoowe monitoring, and
coordination with oncology, otolaryngology, nuiiti, dentistry, nursing,
and psychology teams.

The article adopts a proactive and individualizeglwof dysphagia
care. The patient should not be seen only aftezreeweight loss, aspiration
signs, or feeding-tube dependence. Orthophonic shoailld begin with
baseline assessment, continue during treatmentextetid to survivorship
follow-up. This pathway helps clinicians move fratelayed symptomatic
intervention to structured prevention and rehadditin.

The present article develops a theoretical andieghpdrthophonic
framework for cancer-related dysphagia in headrauk cancer. It aims to
support Arabic and Algerian clinical practice byposing a clear protocol
that can be adapted to hospital units, oncologyadeyents, rehabilitation
services, and speech-language pathology trainiograms.

Journal AFAQ of Sociology  Volume 16 N°1  June 2026 295



Orthophonic Management of Cancer-Related Dysphagian Head and
Neck Cancer Boudjemai Djouhra

2- Statement of the problem

Cancer-related dysphagia remains less visible thather
communication disorders, although it may threatetrition, respiration,
survival, and social participation. In many clidicantexts, referral to the
orthophonist occurs late, often after coughing mynmeals, severe weight
loss, tube-feeding dependence, recurrent chegttiorfe or clear avoidance
of food. This delay reduces the preventive valuefiophonic care and
limits the possibility of preserving functional shzaving.

The problem is also linked to the lack of standegdiArabic clinical
protocols for oncology-related dysphagia. Many mew rely on general
swallowing assessment, while head and neck caneguires special
attention to tumor site, treatment modality, radmtfield, oral toxicities,
trismus, lymph edema, voice change, airway statod, late fibrosis. This
creates a need for an applied protocol that likeening, assessment, risk
classification, intervention, and follow-up.

The main research question is: How can a structtiredretical and
applied orthophonic protocol be developed for theseasment and
management of cancer-related dysphagia in patweitts head and neck
cancer before, during, and after medical or sutgreatment?

This question leads to the following sub-questiov¢hat are the
clinical characteristics of cancer-related dysphdagiHow do surgery,
radiotherapy, chemo radiotherapy, and chemotheedfgct swallowing?
What signs require urgent referral? Which assessrmemponents are
clinically useful? What preventive, compensatorynd arehabilitative
strategies are appropriate? How can follow-up begamized within a
multidisciplinary pathway?

3- Study hypotheses and objectives

The study is based on six assumptions. First, espgech-language
pathology intervention may reduce functional dezland support safer oral
intake. Second, cancer-related dysphagia is meitifeal and should not be
explained by one mechanism alone. Third, cliniceéessment may be
insufficient in high-risk cases, especially whetersi aspiration or severe
pharyngeal residue is suspected. Fourth, prevergkercises are more
useful when they start before or at the beginnifigradliotherapy and
continue with realistic follow-up. Fifth, adherenisea major determinant of
treatment benefit. Sixth, quality of life should d@nsidered a core outcome,
not a secondary issue.
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The objectives are to clarify the concept of canetated dysphagia
from a speech-language pathology perspective; aadhe effects of head
and neck cancer treatments on swallowing; idenefy flags for referral,
organize the components of clinical and instrunleassessment; propose
an applied risk grid; develop a phase-based managemrotocol; and
highlight the importance of multidisciplinary, cutelly sensitive, and
patient-centered care.

The practical objective is to provide an adaptalbéenework for
orthophonists working in Arabic-speaking clinicattngs. The proposed
framework can serve as a basis for institutionatqmols, clinical training,
patient education sheets, and future field studled evaluate treatment
adherence, swallowing safety, oral intake, and lswahg-related quality of
life.

4- Significance and methodology

The importance of this study lies in its interdmitiary and applied
nature. Dysphagia in head and neck cancer is a cadediunctional,
nutritional, respiratory, psychological, and sogmbblem. A patient who
cannot swallow safely may lose weight, avoid fanmigals, fear choking,
depend on tube feeding, and experience loss opermtience. This makes
dysphagia management a core component of cancailiedtion and not a
marginal service.

The study adopts a descriptive analytical methodreviews and
analyzes recent peer-reviewed studies, clinicaldapuie, evidence
summaries, and consensus literature related to l@ead neck cancer
dysphagia. The analysis is then translated intoaatigal protocol suitable
for orthophonic clinical practice.

The applied dimension is built around four prinegl early baseline
assessment, risk-based follow-up, individualized erdpy, and
multidisciplinary coordination. These principlesloal the clinician to
connect medical information with functional swaliog signs and to
choose interventions according to the patient'atinent phase, risk level,
pain, fatigue, oral intake, and quality of life.

5- Conceptual framework

Dysphagia is difficulty in moving food, liquids, mieation, or saliva
from the mouth to the stomach safely and efficienti may involve oral
preparation, oral transport, pharyngeal transt&wpbageal passage, or more
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than one phase. In head and neck cancer, the dismdften evaluated
through safety indicators, such as penetration,ragm, and airway
protection, and efficiency indicators, such as amsidue, pharyngeal
residue, prolonged mealtime, and reduced intaké@eBaet al, 2021, pp.
577-581), (Kuhn et al., 2023, pp. 571-576).

Cancer-related dysphagia refers to swallowing immpant caused by
the tumor itself, by oncological treatment, or I tinteraction of disease,
treatment, general health, pain, fatigue, nutrdlostatus, and psychosocial
factors. It is frequent in head and neck cancembse the oral cavity,
tongue, mandible, pharynx, larynx, salivary glarals] esophagus may be
involved directly or indirectly(Govender et al.,, 20 pp.703-706),
(Schellen, et al., 2026, pp. 1-4).

Orthophonic management refers to assessment, pi@vetreatment,
counseling, follow-up, and interprofessional cooadion. It may include
oral-peripheral examination, clinical swallowingsassment, referral for
FEES or VFSS, diet and liquid consistency recomragads, swallowing
exercises, postural strategies, airway protecticaneuvers, respiratory-
swallow coordination, oral care education, and ity+alf-life monitoring
(Kuhn et al., 2023, pp. 571-592); (Zhang et al22Qp. 4-8).

Head and neck cancer includes cancers of the avélycoropharynx,
hypopharynx, larynx, nasopharynx, nasal cavityapasal sinuses, salivary
glands, and related cervical structures. Theseetancan affect speech,
voice, resonance, mastication, swallowing, bregthiaste, smell, hearing,
and psychosocial participation (Baijens et al, 2qQ81 577-616); (Goyal et
al., 2022, pp. 70-92).

6- Normal and disordered swallowing

Normal swallowing requires precise sensor motorrdination. The
oral phase depends on lip closure, jaw movementiatlestatus, tongue
strength, cheek tone, salivation, oral sensatiod,\@luntary bolus control.
Impairment at this level may lead to oral leakageor chewing, food
pocketing, drooling, delayed oral transit, residuer prolonged
meals(Baijens et al, 2021, pp. 582-590); (Scheberl., 2026, pp. 1-4).

The pharyngeal phase is rapid and highly protectiveequires soft
palate elevation, tongue base retraction, pharyngaaraction, laryngeal
elevation, laryngeal vestibule closure, vocal foldsure, upper esophageal
sphincter opening, and coordination with respirationpairment may lead
to coughing, choking, wet voice, repeated swallopisaryngeal residue,
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penetration, aspiration, or silent aspiration (Ketral., 2023, pp. 571-579);
(Zhang et al., 2024, pp. 1-3).

The esophageal phase involves movement of the libhosigh the
esophagus toward the stomach. Disorders at thisl lenay produce the
sensation of food sticking, regurgitation, reflwx, difficulty with solids.
Head and neck cancer patients can present withdroxepharyngeal and
esophageal signs, especially after radiotherapyryndgctomy,
reconstruction, or stenosis. Instrumental assessime&reded when clinical
findings are unclear or when silent aspiration uspected (Kuhn et al.,
2023, pp. 579-584), (Zhang, et al., 2024, pp. 4-6).

7- Specific features of cancer-related dysphagia

Cancer-related dysphagia is usually dynamic. It rohgnge from
week to week during radiotherapy. Early toxicitieslude mucositis, pain,
thick saliva, taste change, nausea, fatigue, awdicezl appetite. Late
toxicities include fibrosis, trismus, neuropathymphedema, reduced
tongue base retraction, reduced hyolaryngeal exxyreeduced pharyngeal
constriction, stenosis, and chronic xerostomia (ghat al., 2024, pp. 1-4),
(Schellen, et al., 2026, pp. 1-5).

This type of dysphagia is patient-specific. The sameatment may
produce different outcomes according to tumor sadiation dose, surgical
reconstruction, baseline swallowing function, ridrial reserve, age,
comorbidities, oral hygiene, pain control, psyclgidal adjustment, family
support, and adherence to exercises. Recent eeidenmphasizes that
adherence to prophylactic exercises is a determofdnnctional benefit.

Clinically, the disorder should be interpreted ambined structural,
sensory, motor, nutritional, respiratory, and psgdtial condition. This
broad view is important because a safe diet recardat®n alone is not
sufficient. Effective care should also include selection, counseling,
oral care, nutritional coordination, and long-temmonitoring (Govender et
al., 2024, pp. 703-718), (Kuhn et al., 2023, pAl-592).

8- Effects of head and neck cancer treatments on allowing

The tumor itself can obstruct the bolus pathwagtriet tongue or
pharyngeal mobility, cause pain, reduce mouth opmgralter voice quality,
or create the sensation of a foreign body. Dysghagay therefore be a
presenting symptom before treatment starts. Baselssessment before
treatment is important because it establishes #tiernd’s functional status
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and helps clinicians compare later deterioratiorremovery(Baijens et al,
2021, pp. 582-590), (Kuhn et al., 2023, pp. 5713579

Surgery may change anatomy and motor control. & ajtbssectomy
may reduce bolus formation and propulsion. Pharghgargery may reduce
constriction and clearance. Laryngeal surgery nieciaairway protection,
voice, and swallowing coordination. Total laryngeuy separates the
airway from the digestive tract, but patients méil develop dysphagia
because of stricture, pharyngoesophageal spasnulafis prosthesis
problems, or reduced tongue base propulsion (Sohett al., 2026, pp. 3-
6), (Goyal et al., 2022, pp. 78-84).

Radiotherapy and chemo radiotherapy are major sanfsacute and
late dysphagia. Acute effects include inflammationicositis, pain, edema,
xerostomia, and taste change. Late effects aren ofttated to fibrosis,
neuropathy, reduced tissue elasticity, trismus, randcle disuse. Evidence
summaries recommend coordinated rehabilitation iheltides screening,
oral care, preventive swallowing training, feedimgnagement, and pain
control (Zhang et al., 2024, pp. 4-8).

Chemotherapy may intensify mucositis, nausea, vngjitreduced
immunity, fatigue, and loss of appetite. When camedi with radiotherapy,
the patient may reduce oral intake because swalpws painful and
exhausting. This disuse may further weaken swaligwmuscles. The
clinical principle of maintaining safe oral intakend exercise during
treatment remains important when medically appedp(Hutcheson et al.,
2013, pp. 1127-1134), (Schellen, et al., 2026 4pB).

9- Oral problems during cancer treatment

Oral toxicities are central in cancer-related dggph. Mucositis
causes pain, ulcers, bleeding, and difficulty tatielg food or exercises.
Xerostomia reduces lubrication, increases oralduesi makes chewing
difficult, and may increase the need for repeateallsws. Thick saliva can
interfere with speech, oral clearance, and comfloiting meals. These
symptoms should be recorded at each follow-up sesand discussed with
the medical team (Zhang et al., 2024, pp. 6-8)yéEet al., 2022, pp. 79-
83).

Oral care is therefore part of dysphagia manageméenncludes
gentle cleaning, monitoring of ulcers, hydratiorviad, management of
thick secretions, dental follow-up, and avoidanterdating textures when
mucosal inflammation is present. Oral care shoaldiriked to swallowing
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rehabilitation because pain and secretions affeetcese adherence, food
tolerance, and swallowing safety(Zhang et al., 20p4 6-8).

Pain management also influences adherence. A patwdih
uncontrolled pain will not perform exercises regiyland will avoid oral
intake. The orthophonist should not prescribe @gescin isolation. The
plan must be coordinated with the physician, nudeatist, and dietitian so
that oral care, pain control, nutrition, and swallty rehabilitation support
each other (Goyal et al., 2022, pp. 703-718).

10- Clinical manifestations of cancer-related dyspégia

Cancer-related dysphagia may appear through oragrypgeal,
laryngeal, nutritional, respiratory, and psychoabsigns. Oral signs include
dryness, ulcers, oral residue, thick saliva, pdoewing, reduced tongue
movement, and food pocketing. Pharyngeal and laghgigns include
repeated swallows, coughing, choking, wet voiceakveough, sensation of
residue, or delayed throat clearing (Baijens e2@21, pp. 582-596).

Nutritional signs include weight loss, dehydratioegduced appetite,
prolonged meals, dependence on supplements, odanae of solids.
Respiratory signs include recurrent chest infestiofever after meals,
chronic cough, and shortness of breath. Psychdssigias include fear of
choking, embarrassment, avoidance of shared maasety, and reduced
quality of life. These manifestations require a \ehperson assessment and
not only an oral-motor examination(Chen et al., 20@p. 870-876),
(McHorney et al., 2002, pp. 97-114).
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Speech-language

Area Clinical manifestations . .
pathology interpretation

Dryness, ulcers, pain, thchOral phase impairment and

Mouth saliva, oral residue, food :
. reduced bolus preparation
pocketing
. D'f.f'CU|ty gnndlng fOO(.j’“Mastication impairment
Chewing fatigue, avoidance of solids ) .
i ; and possible trismus
reduced jaw opening
Repeated swallows,Pharyngeal clearange
Pharynx coughing, choking, residueampairment and possible
sensation, food sticking aspiration risk
Wet voice, weak cough,Possible penetration,
Larynx/voice | dysphonia, altered airwayaspiration, or residue near
protection the airway
Weight loss, dehydration,. ..
" : isk of malnutrition ang
Nutrition reduced intake, prolonge : .
reatment interruption
meals
Chest infections, fever after, . o
. : Possible aspiration or poor
Breathing meals, chronic  cough

'airway clearance
shortness of breath y

Fear of eating, isolation,Reduced participation and
anxiety, avoidance of sharegwallowing-related quality
meals of life

Psychosocial
life

Source: Prepared by the author based on current dysphiagiature and
orthophonic guidance.

11- Risk signs requiring urgent speech-language pablogy
intervention

Urgent referral is required when the patient coughghokes while
drinking, develops wet voice after swallowing, masurrent chest infection,
shows unexplained weight loss, reports food stghkmthe throat, cannot
swallow medication, avoids eating because of fegvain, presents severe
oral residue, has severe dry mouth or thick saBhaws increasing fatigue
during meals, or becomes dependent on liquids @afn et al., 2023, pp.
571-592), (Zhang et al., 2024, p. 4).

These signs may indicate aspiration risk, inadexjoatrition, or rapid
functional decline. Instrumental assessment shd@dconsidered when
silent aspiration is suspected, when clinical assest does not explain
symptoms, when diet recommendations are uncertan, when a
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compensatory maneuver must be tested before useS\drd FEES help
visualize swallowing physiology, aspiration, regdairway protection, and
secretion management (Baijens et al, 2021, pp.6849; (Kuhn et al., 2023,
pp. 579-584).

12. Speech-language pathology assessment

Assessment begins with a review of the medical filke clinician
records tumor site, stage, treatment plan, surgicaiedures, radiation field
when available, chemotherapy regimen, tracheost@myaryngectomy
status, respiratory status, nutritional status,giveichange, tube feeding,
pain, fatigue, medications, oral hygiene, dentatust, and family support
(Goyal et al., 2022, pp. 70-92).

The clinical interview should be functional and gse. It asks when
the difficulty started, whether the problem coneeliquids, solids, pills, or
saliva, whether swallowing is painful, whether cbung occurs during or
after meals, whether the voice changes after drg)kivhether repeated
swallows are needed, whether the patient avoidsineioods, whether the
mouth is dry, whether saliva is thick, whether mesk longer, and whether
the patient eats alone because of embarrassmeign®at al, 2021, pp.
590-604)

The oral-peripheral examination includes lip seaw opening,
trismus, tongue strength and range of motion, chstikngth, palate
movement, oral sensation, mucosal ulcers, dentptasthetic status, saliva
quantity and thickness, visible residue, voluntapugh, voice quality,
respiratory pattern, and signs of fatigue. Compmeive assessment should
connect oral structures, sensory-motor status,thirep voice, speech,
swallowing, cognition, and quality of life (Zhangad., 2024, p. 6).

Clinical swallowing assessment should be conduateder safe
conditions. The clinician observes posture, bolostwl, chewing, oral
transit, number of swallows, coughing, throat dlegr voice change,
breathing after swallowing, and fatigue. Patiemtaréed outcome measures
such as MDADI and SWAL-QOL may help document theigmd's
perception of swallowing and quality of life(Cheina¢, 2001, pp. 870-876),
(McHorney et al., 2002, pp. 97-114).

13. Proposed speech-language pathology assessmeiat g

The following grid is proposed as a practical soneg and follow-up
tool. It does not replace VFSS, FEES, medical diagn) or nutritional

Journal AFAQ of Sociology  Volume 16 N°1  June 2026 303



Orthophonic Management of Cancer-Related Dysphagian Head and
Neck Cancer Boudjemai Djouhra

assessment. It organizes clinical observation apshclassify risk. Each
dimension is scored from 0 to 3. A higher scoradates greater risk and
the need for closer follow-up. The grid is basedisk domains commonly
discussed in recent consensus and evidence sumsnidhang et al., 2024,

pp. 4-6)

Assessed dimension| Observed elements Susgcgoerzted

Pain/odynophagia None, mild, moderate, severe 0-3

Oral Normal saliva, mild dryness, thigk 0-3

dryness/secretions | saliva, severe xerostomia

Tongue movement Normal, limited, weak, almost absen 0-3

Mouth opening Normal, limited, painful, severely 0-3
restricted

Chewing/bolus Effective, slow, disorganized, 0-3

control impossible

0“?‘" pharyngeal Absent, mild, moderate, severe 0-3

residue

Coughing/choking Absent, occasional, frequent, seve 0-3

Voice , after Clear, slightly changed, wet, very wet 0-3

swallowing

Fatigue and mealAbsent, mild, moderate, 0-3

duration severe/prolonged

Weight/nutrition Stable, slight loss, clear loss, severe 0-3
loss or tube dependence

Interpretation: 0-7 = low risk; 8-15 = moderatekri$6-22 = high risk; 23 or
above = severe risk requiring urgent medical co@mtiibn and consideration
of instrumental assessment.

14- Applied protocol for management

The first phase is pretreatment or baseline carainis to document
function and prepare the patient before toxicitgdmes severe. Procedures
include clinical interview, oral-peripheral examtioa, baseline swallowing
assessment, voice and speech screening, mouthagpeneasurement,
current diet analysis, weight documentation, edanabout warning signs,
introduction of preventive exercises, oral caredgace, dietitian referral
when needed, and a follow-up schedule during treatniZhang et al.,
2024, pp. 4-6).

The second phase is care during radiotherapy, chawhotherapy,
chemotherapy, or early postoperative recovery. $gymp may change

Journal AFAQ of Sociology  Volume 16 N°1  June 2026 304



Orthophonic Management of Cancer-Related Dysphagian Head and
Neck Cancer Boudjemai Djouhra

quickly. Follow-up may be weekly or biweekly accomgl to risk.
Procedures include monitoring pain, mucositis, drguth, thick saliva,
coughing, wet voice, weight, fatigue, and oral keta Treatment may
include texture modification, small boluses, repdatswallows, safe
postures, effortful swallow, jaw and tongue exesjoral care support, and
medical referral when infection, aspiration, delaym, or severe
malnutrition is suspected(Zhang et al., 2024, p®) 6

The third phase is post-treatment rehabilitatiord aurvivorship
follow-up. It aims to restore function, preventedatomplications, and
support social eating. Procedures include reasssdsiof swallowing,
monitoring of fibrosis and trismus, gradual diedbgression, tongue and jaw
strengthening, residue management, respiratoryi@walcoordination,
patient-reported outcome measurement, instrumastdssment when risk
signs persist, and long-term review every thresixamonths depending on
the case(Goyal et al., 2022, pp. 70-92), (Scheéieal., 2026, pp. 8-15).

15- Therapeutic interventions

Therapeutic education is the foundation. The patiamnd family
should understand why swallowing may change, whighs are dangerous,
how to maintain oral hygiene, why exercises mustdminued, and when
medical help is needed. Education should be sinqléurally sensitive,
and repeated because pain, fatigue, anxiety, aadnent burden reduce
adherence(Kuhn et al., 2023, pp. 571-592).

Compensatory strategies may include upright posiigy remaining
seated after meals, small boluses, slow eating, papeated swallows,
alternating food and liquid when safe, and sele@estures such as chin
tuck or head rotation. These strategies must beserhaaccording to
assessment findings. A posture that helps onerpatn@y increase risk in
another (Baijens et al, 2021, pp. 604-616).

Texture modification should follow clinical findisgand nutritional
needs. Soft, moist, pureed, or thickened texturemy rbe required
temporarily. Dry, hard, crumbly, acidic, spicy, gery hot foods may
worsen pain and residue during mucositis. The IDD&hework provides
standardized terminology for texture-modified foadw thickened liquids
and can improve communication between cliniciangtiepts, and
caregivers(Cichero et al., 2017, pp. 293-314), (ghet al., 2024, pp. 6-8).

Exercise-based therapy may include tongue rangeetion and
strengthening, jaw-opening exercises for trismuffortful swallow,
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Mendelsohn maneuver, supraglottic swallow when o&lyi appropriate,

Shaker or chin-tuck-against-resistance exercised, raspiratory-swallow
coordination. Preventive exercise trials supporlyeaxercise, but they also
show that benefit depends on feasibility, clinisalection, timing, intensity,
and adherence(Schellen, et al., 2026, pp. 6-11).

Adherence must be treated as a clinical target.clihecian may use
written home programs, phone follow-up, family doag, visual
instructions, symptom diaries, or supervised sessidhe PRESTO trial
showed that higher adherence to prophylactic swallp exercises was
associated with better swallowing function and neistrength outcomes.
16- Eight-week applied program

The following model is an applied framework. It shb be
individualized according to tumor site, treatmeype, pain level, fatigue,
respiratory status, nutritional risk, cognitive ts& and instrumental
findings when available. The program does not plmedical care. It
organizes orthophonic intervention and interpratesa follow-up based on
baseline assessment, preventive care, safety mogitowutrition support,
and long-term rehabilitation (Kuhn et al., 2023, pp1-592), (Zhang, et al.,
2024, pp. 4-8).

Week | Objective Intervention
Medical review, oral-peripheral
1 Baseline assessment| examination,  swallowing  screening,

warning signs

Oral care, dietitian coordination, safe

2 Preventive education| . . i s
intake advice, simple home exercises

Tongue range of motion, jaw opening,

3 Start exercises effortful swallow when indicated
. - Pain, mucositis, dryness, thick saliva,
4 Monitor toxicity ) .
fatigue, texture adjustment
Small boluses, repeated swallows, selected
5 Protect safety ; o
postures, voice monitoring
" Moist/soft foods, nutritional coordination,
6 Support nutrition . .
hydration, weight follow-up
. Risk score update, adherence review,
7 Reassess function . , .
adjust exercises and compensations
Home program, instrumental referral when
8 Long-term plan

needed, follow-up every 3-6 months

Source: Prepared by the author as an applied synthesisdbas recent
evidence and consensus literature.
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17- Psychological and social dimensions

Dysphagia affects identity, emotions, and socialtigipation. A
patient who coughs during meals may feel shame.alept who fears
choking may avoid eating with family. A patient wklepends on pureed
food or tube feeding may experience a loss of ieddpnce. These
reactions are not secondary. They shape adheneuat&ion, recovery, and
participation in daily life (Chen et al., 2001, [§¥.0-876).

Quality of life must therefore be a central outcoi@&allowing safety
is essential, but it is not the only goal. The @attialso needs comfort,
dignity, confidence, and participation in daily reaPatient-reported
measures such as MDADI and SWAL-QOL can help dims document
these outcomes and monitor change over time (Chah,&001, pp. 870-
876); (McHorney et al., 2002, pp. 97-114).

18- Multidisciplinary team

Effective management of cancer-related dysphagiquimes a
multidisciplinary team. The oncologist manages eantteatment. The
radiation oncologist monitors treatment dose angicity. The ENT
specialist evaluates laryngeal and pharyngeal tsires. The orthophonist
assesses and treats swallowing, voice, speech,camdnunication. The
dietitian manages nutritional needs and oral intdke dentist prevents and
treats oral complications. The nurse monitors dsyijmptoms and supports
education. The psychologist supports adjustmerr, & eating, anxiety,
and social withdrawal (Goyal et al., 2022, pp. 2)-9

This collaboration is not optional. Dysphagia hasdioal, functional,
nutritional, respiratory, and psychosocial consegas. Recent consensus
and white-paper literature emphasize early scregnispecialized
assessment, prevention, intervention, surveillararg] interprofessional
communication across the care pathway (Baijensl,e@G21, p. 616),
(Schellen, et al., 2026, pp. 1-15).
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Specialty Role
Determines cancer treatment and monitors
disease status
Monitors radiation dose, field, toxicity, and
late effects
Assesses laryngeal, pharyngeal, oral, and
airway structures
Assesses and rehabilitates swallowing,
voice, speech, and communication
Estimates nutritional needs and adapts pral
or enteral feeding plans
Prevents and manages oral, dental, mucosal,
and xerostomia-related problems
Monitors daily symptoms, medication
tolerance, oral care, and patient education
Supports adjustment, anxiety, fear of eating,
and social participation

Source: Prepared by the author based on multidiscipliraame principles
and recent dysphagia literature.

Oncologist

Radiation oncologist

ENT specialist

—r

Speech-language pathologis

Dietitian

Dentist/oral care specialist

Nurse

Psychologist

19- Results and discussion

The analysis shows that cancer-related dysphagizase field within
orthophony and speech-language pathology. It reguknowledge of
swallowing physiology, tumor effects, treatmentitities, compensatory
management, therapeutic exercise, oral care, ioatritinstrumental
assessment, and psychosocial support. The disoeserot be reduced to
weak muscles alone. It may involve pain, mucositisyness, fibrosis,
neuropathy, anxiety, social withdrawal, and redgecedity of life (Schellen,
et al., 2026, pp. 1-5).

Early assessment is clinically justified. Baseli@ealuation before
radiotherapy or surgery allows comparison over tamé supports proactive
education. Consensus literature also highlight& fesctors, screening,
evaluation, prevention, intervention, and survaik as major domains in
the management of dysphagia in head and neck c@dabn et al., 2023,
pp. 571-592), (Zhang et al., 2024, pp. 4-8).

Preventive exercises should be used carefully. They not a
universal prescription. They should be selectedmicg to patient risk,
treatment phase, pain, fatigue, and ability to aelh€he evidence indicates
potential benefit, but also highlights gaps coneggrnoptimal timing,
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intensity, exercise content, delivery mode, andndier to oral
intake(Schellen, et al., 2026, pp. 6-15).

The applied contribution of this article is the angzation of care into
a practical orthophonic pathway. This pathway idel early screening,
clinical assessment, risk classification, patiehiaation, oral care, exercise
selection, compensatory strategies, diet coordinatinstrumental referral,
psychosocial attention, and long-term follow-up.cl$w@a model may help
Arabic clinical settings move from delayed sympttimaare to preventive
and structured rehabilitation.

The main findings can be summarized as follows:ceanelated
dysphagia is multifactorial; head and neck canceatinent can affect
swallowing before, during, and after therapy; eamthophonic referral is
needed; clinical assessment should be support@tsbbymental assessment
when risk is high; adherence is essential; qualitiffe must be monitored,;
and multidisciplinary teamwork is necessary for esadnd effective
management.

- Conclusion

This study confirms that orthophonic managementaoicer-related
dysphagia in patients with head and neck cancer ¢inical and human
necessity. Dysphagia may threaten breathing, mrtritoral intake,
communication, social participation, and qualityife.

The orthophonist has a central role in screeningsessment,
education, prevention, rehabilitation, compensatamanagement, and
follow-up. This role becomes stronger when it idegrated into a
multidisciplinary care pathway and when the patiand family are active
partners in treatment.

The study recommends formal integration of orthopis into head
and neck cancer teams, baseline swallowing assas&ei®re radiotherapy
or surgery, adoption of Arabic clinical grids, tvig in dysphagia and
instrumental assessment, close collaboration wighitidns and dentists,
systematic oral care, realistic preventive exes;igang-term follow-up for
fibrosis and trismus, and field studies on adhexeantd swallowing-related
quality of life.

Developing Arabic protocols for cancer-related dymga can
improve clinical organization and support safer,renbumane, and more
evidence-based care for patients with head and ceauter.
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