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 Introduction: Why is understanding discrepancies important? 
 
 Assessment 
 
 Treatment 

 
 
 Potential discrepancies: 
 

 Clinical assessment vs. VFSS 
 Clinical or instrumental assessment vs. another clinician’s VFSS 
 Caregiver reports vs. clinical assessment 

 
 
 Clinical assessment vs. VFSS 
 
 Feeding factors 
 

 Self- vs. caregiver-feed 
 
 
 Cued (volitional) vs. automatic swallow 

 
 

 Single vs. consecutive sips 
 
 
 Presentation order 

 
 

 Positioning factors 
 

 Reclining vs. upright 
 
 
 Chin tuck 

 
 

 Head back 
 
 



 
 Bolus factors 
 

 Carbonation 
 
 
 Temperature 

 
 

 Taste 
 
 

 Viscosity 
 
 
 Barium vs. plain 

 
 

 Volume 
 
 

 Other bolus size considerations 
 
 

 Clinical or instrumental assessment vs. another clinician’s VFSS 
 
 Differentiating impairments 
 

 Swallow delay vs. decreased oral containment vs. normal function 
 
 
 Unilateral pharyngeal bolus transit – pharyngeal weakness vs. unilateral epiglottic 

deflection 
 

 
 Normal vs. abnormal 
 

 Food over base of tongue to valleculae before the swallow 
 
 

 Liquid to valleculae or pyriform sinuses before swallow initiation 
 
 

 Transient penetration 
 
 

 Small amount of pharyngeal residue/coating 
 



 
 Other considerations 
 

 Esophageal screening done? 
 
 

 Realtime judgments/interpretation vs. tape review 
 
 

 Number of trials given 
 
 
 Caregiver reports vs. clinical assessment 
 
 Distractions 

 
 

 Patient status (e.g., lethargy, agitation, confusion, fatigue, meds, disorder characteristics, 
acute illness, etc.) 

 
 

 Which side to stand on (with unilateral weakness or neglect) 
 
 
 Pediatric considerations 
 
 Positioning 

 
 

 Breastfeeding vs. bottle feeding vs. cup feeding 
 
 

 Breastmilk vs. formula 
 
 

 Nipple type/cup type 
 
 

 State (e.g., sleepy, frightened, crying) 
 
 
 Clinical applications 
 
 What to do when encountering discrepancies 
 

 List possible causes 
 
 

 Direct questions regarding history 



 
 

 Test hypotheses 
 
 

 Be aware of how test conditions may influence results 
 May need to include additional trials to evaluate 
 
 

 May incorporate some factors into treatment strategies 
 
 

 Case studies 
 
 Elderly patient reportedly consistently coughing with liquids prior to admission from home.  

No signs/symptoms of aspiration with single cup sips on bedside evaluation; + cough with 
straw sips.  

 
 
 
 
 
 

 Patient with advanced dementia, reportedly swallowing poorly and very difficult to feed per 
family.  No significant difficulty observed with purees and sips of thin liquid on bedside 
evaluation.  

 
 
 
 
 
 
 Patient with history of lymphoma, T-E fistula s/p stenting, unilateral vocal cord paralysis, 

and known mild oropharyngeal dysphagia.  At bedside, delayed deep cough with liquids 
noted, which was inconsistent with prior VFSS showing rare trace aspiration with immediate 
reflexive cough. 

 
 
 
 


