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Section 1: Introduction

Since the outbreak of the COVID-19 pandemic, the IASLT has worked with members to

support the delivery of care in the context of government guidance and professional

consensus on managing the risk of transmission of COVID-19.  As our understanding

continues to evolve, and in the context of the return to face to face contacts which were

paused during the peak of the pandemic, this guidance has been updated and replaces the

previous guidance published in August 2020. IASLT is aware that this is a time of

unprecedented challenge for speech and language therapists. IASLT also recognises that as

we learn more about the virus, local and national advice may change.

The purpose of this guidance is to support all IASLT members, regardless of where they

work or who employs them to make informed decisions about safe ways of working during

the COVID-19 pandemic.

Members should also refer to ‘Returning to Face to Face Contacts: Framework to support

decision making’ and the IASLT ‘Position Statement regarding the use of Personal Protective

Equipment (PPE) for Speech and Language Therapists performing aerosol generating

procedures as part of dysphagia management of individuals with COVID-19 (positive,

suspected or non-COVID)’. This document is currently under review.
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This guidance is provided in the context of a rapidly evolving health care emergency and is

subject to change as new data and information becomes available. It is therefore

important that, in addition to following IASLT guidance, SLTs consider their current working

practices, employment context, local policies and remain up-to date with government and

other relevant guidance signposted in this document. As with all practise, ensuring clinical

supervision is provided in the context of competency development, is a high priority for all

services.

March 2021 update.

The following section highlights the main updates included within this guidance document.

▪ This guidance has been updated to reflect new and emerging evidence around

airborne transmission of the virus and the new variants.

▪ A section on the COVID-19 Vaccines has also been added.

▪ Given the new variants and the high level of transmissibility the IASLT is

recommending the use of FFP2 masks for SLTs working with patients with

COVID-19 or suspected COVID-19, regardless of activity.

▪ Respiratory muscle strength training (ie, EMST and IMST) are highlighted as AGPS

▪ Advice in relation to oromotor assessment has been updated: Examination of the

pharynx with or without the use of a tongue depressor is not an aerosol generating

procedure associated with an increased risk of infection. It is now essentially

universally accepted that even swabbing the nasopharynx for      diagnostic purposes
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is not an aerosol generating procedure associated with an increased risk of infection.

(HSPC, June 2020)

▪ The use of Cervical auscultation in clinical practice requires risk assessment and

discussion with the treating team is required prior to using Cervical Auscultation.

What is Covid-19?

A coronavirus is a common type of virus: COVID-19 is a new strain of coronavirus first

identified in Wuhan City, China. On 31 December 2019, Chinese authorities notified the

World Health Organization (WHO) of an outbreak of suspected pneumonia, which was

later classified as a new disease: COVID-19.  On 30 January 2020, WHO declared the

outbreak of COVID-19 a ‘Public Health Emergency of International Concern’ (PHEIC).  On

11 March 2020, COVID-19 was categorised a pandemic by the Director General of the

World Health Organisation. The illness can develop over a period of a week or longer.

Symptoms are initially mild but may progress in some cases to dyspnoea or shock.

Symptoms can range from mild to severe illness. Some people will recover easily, and others

may get very sick very quickly.

▪ People with coronavirus COVID-19 may experience:
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▪ Cough (typically non-productive)

▪ Myalgia and fatigue

▪ Shortness of breath

▪ Fever

▪ Potential signs include:

▪ anosmia and taste changes.

▪ possible neurological and gastrointestinal symptoms

See www2.hse.ie/conditions/coronavirus/coronavirus.html which covers symptoms, causes

and treatment

New Variants

A new variant of the SARS-CoV-2 virus was first identified as being of concern in the south

of the United Kingdom (UK) in December 2020.It was first identified in Ireland in X.  It is

characterised by a significantly increased transmissibility, which has contributed to increases

in incidence, hospitalisations and pressure on the healthcare system. The variant 501Y.V2

was first identified in South Africa in December 2020, where it is now the most prevalent

variant. Preliminary results indicate that this variant may also have an increased

transmissibility. The P.1 variant has so far only been identified in Brazil, and in travellers from

Brazil (mostly from the Amazonas State) reported in Japan and South Korea. European

Centre for Disease Prevention and Control, 2021

Transmission of COVID-19 is related to the following factors:

● Viral load or shedding

● The amount of viable virus shed
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● The amount of particles of a range of sizes being expelled

● Contact with others

● Exposure of mucous membranes to droplets

● Inhalation of particles of various sizes, depositing at different parts of the  respiratory tree

● Environmental conditions such as humidity, temperature, ventilation rates

● The infection prevention and control procedures in operation

The new variants appears to result in higher viral loads and therefore aerosol transmission is

of greater concern.

COVID-19 Vaccines

There is currently a lack of data to show that any of the approved COVID-19 vaccines

eliminate transmission of the virus. Therefore, regardless of vaccine status all members

should wear the appropriate levels of PPE to protect themselves and their clients/service

users.

1.2 Advice and guidance:

The IASLT recommends that members, in addition to following their local organisation

policies, refer to the most up-to-date source of information, guidance and advice from the

Health Protection Surveillance Centre (HPSC), which is the co-ordinating HSE office for

COVID-19 (www.hpsc.ie). The HPSC’s advice and guidance for healthcare workers, including

posters and video resources, is being regularly updated and is available here:

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/guidanceforhealth

careworkers/

Further resources can be found in the Appendices below.
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1.3 Information from CORU:

The IASLT advises its members to maintain up to date with COVID-19 statements and

guidelines issued by CORU available here:

https://coru.ie/health-and-social-care-professionals/covid-19-updates/covid-19-update/
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Section 2: Personal Protective Equipment (PPE)

Advice and guidance about COVID-19 continues to evolve as research emerges.  It is the

responsibility of each individual SLT to keep up to date with local policies and procedures

around infection, prevention and control and COVID-19 response, as well as changing

guidance from the HSE. IASLT recommends that local policies are developed for SLTs

undertaking assessments, including access to PPE, in line with local/national HSE and the

IASLT guidance.

All staff having clinical contact with patients should be familiar with PPE requirements and

trained in donning and doffing PPE in line with local policy. Please refer to www.hpsc.ie for

PPE guidance and regular updates or changes, and video resources

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/infectionpreventi

onandcontrolguidance/ppe/

The IASLT holds the position that the use of PPE should apply to all COVID-19

positive and suspected and non-COVID-19 individuals. IASLT advocate for the use of

FFP2 when in contact with possible or confirmed COVID-19 cases and COVID-19 contacts.

Speech and Language Therapists must be aware of and trained in the procedures for

donning and doffing PPE in such a way as to safely mitigate the risk of contamination, and

they should be familiar with decontamination and safe waste disposal procedures.
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The appearance of others in PPE may be distressing for some client groups that SLTs work

with including individuals with a learning disability, dementia, or individuals with other

conditions that make it difficult for them to understand the need for PPE. It may be helpful

to place e.g. photographs of who is wearing the PPE or writing their name and roles on the

apron.  SLTs may be instrumental in developing accessible resources to help individuals

understand the reasons why people are wearing PPE.

SECTION 3: RISK ASSESSMENT
As part of standard precautions, it is the responsibility of every healthcare worker (HCW)

to undertake a risk assessment prior to performing a clinical care task as this will inform

the level of infection prevention and control precautions needed including the choice of

appropriate PPE for those who need to be present. If more than one task is anticipated with

differing risks, the higher level of precautions should be taken for all of the tasks e.g. a HCW

taking a temperature then proceeding to tracheostomy suctioning should take precautions

appropriate for an Aerosol Generating Procedure.

In order to best inform your decision making, the assessment of risk in relation to the provision of

a safe service can be assisted by using the HSE risk assessment templates which can be found here:

https://www.hse.ie/eng/staff/safetywellbeing/healthsafetyand%20wellbeing/safetystatementsandriskas

sessments.html
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Speech and language therapists should utilise an SLT-specific risk assessment framework when

considering how to proceed with providing services to their clients during this pandemic. Speech

and language therapists need to use their expertise and judgement to apply a risk/ benefit decision

making process for each individual client. A clinical risk assessment undertaken before provision of

clinical services, should determine the appropriate actions to take in each case to reduce

transmission of COVID-19.

Please refer to Appendix 3 for RCSLT Risk Assessment Framework ‘Guidance on risk

assessing coronavirus exposure for SLTs and the selection of appropriate PPE’ and Speech

Pathology Australia’s Risk Assessment Tool.

Please see Appendix 3 for risk prioritisation matrix to support decision making. Members

should read the ‘IASLT Return to Face to Face Contacts; Framework for decision making’ in

conjunction with this document.

Section 4: Aerosol Generating Procedures (AGPs)

Aerosol-generating procedures (AGP) are procedures that stimulate coughing and promote

the generation of aerosols. AGPs can create a risk of airborne transmissions of infections

that are usually only spread by droplet transmission. Infection can be by infected droplet

contact with mucous membranes (i.e. by breathing in through mouth or nose, by droplets

into the eyes, or by droplets picked up on the hands being transferred to mouth, nose or

eyes by touching the face).

The transmission of COVID-19 is thought to occur mainly through respiratory droplets

generated by coughing and sneezing, and through contact with contaminated surfaces.

During AGPs there is an increased risk of aerosol spread of infectious agents irrespective of
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the mode of transmission (contact, droplet, or airborne), and airborne precautions must be

implemented when performing AGPs, including those carried out on a suspected or

confirmed case of COVID-19.

The HSE and HSPC have documented guidance on SLT procedures which are recognised as

AGPs in their guidelines. Please see the link below for the current guidance.

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/infectionpreventi

onandcontrolguidance/aerosolgeneratingprocedures/AGPs%20for%20confirmed%20or%20po

ssible%20COVID19.pdf

IASLT continues to support the evidence base that a range of speech and language therapy

interventions may result in the production of aerosols and therefore should be listed as

AGPs (RCSLT June 2020, Bolton et al, 2020). This evidence base has been supported by a

number of Irish, UK and international bodies (Irish Institute of Otorhinolaryngology/ Head &

Neck Surgery, IrSPEN, The Intensive Care Society, the National Tracheostomy Safety

Project, the British Thoracic Society, ENT-UK, the UK Swallow Research Group, the

European Society for Swallowing Disorders, the British Association for Parenteral and

Enteral Nutrition and the British Association of Stroke Physicians.

As yet clinical dysphagia examination which may result in the production of aerosols, has not

been recognised as an increased risk of infection transmission by HSE guidance. IASLT

continue to advocate for this recognition.

Current PPE recommendations from the HSE for clinical dysphagia examination, including

orofacial assessment, include:

Hand Hygiene

Surgical Face Mask
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Gloves

Gown OR Plastic Apron

Risk Assessment re. Eye Protection

Hairnets may be in use in local settings

Consult local policies in relation to Uniforms.

Given the new variants and the high level of transmissibility the IASLT is recommending the

use of FFP2 masks for SLTs working with patients with COVID-19 or suspected COVID-19,

regardless of activity.

The IASLT holds the position that clinical dysphagia examination is an AGP. Full risk

assessment (see Appendix 3) to support clinical decision making and identification of

required levels of PPE should apply whilst conducting clinical dysphagia examinations with all

individuals who present with COVID-19 (positive, suspected or non-COVID). This is in line

with the guidance of international professional bodies such as the Royal College of Speech

and Language Therapists (RCSLT) and is supported by strong theoretical reasons and

underpinning empirical evidence (RSCLT, 2020).

Whilst not all procedures and elements of SLT care are listed as AGPs in HSE guidance the

following areas of care may be considered high risk. Please note that this is not an

exhaustive list):

a) Delivery of mouth care

b) Videofluoroscopic swallow study (VFSS)

c) Cough reflex testing

d) Voluntary cough reflex testing.

e) Gag reflex assessment
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f) Tracheostomy care and management

g) SLT-led laryngectomy care and management

h) Nasendoscopy for FEES or flexible laryngoscopy with or without videostroboscopy

i) Pharyngeal manometry

j) Respiratory muscle strength training (ie, EMST and IMST)

Members are advised, as with all areas of SLT care, to utilise a risk assessment framework

(Appendix 3) to support clinical decision making for safe practice and PPE requirements, in

line with local and HSE guidance.

4.1 Undertaking AGPs

Considerations:

● Ensure good levels of ventilation in the room or area to reduce the risk of

transmission.

● Open windows/door to promote natural ventilation.

● Clearance of infectious particles after an AGP is dependent on the ventilation and air

change within the room. In an isolation room with 10-12 air changes per hour

(ACH), a minimum of 20 minutes is considered pragmatic. In a single room with 6

ACH this would be approximately one hour (RCSLT June 2020).

● The requirement for a ‘rest period’ for the room between cases will depend on

whether a significant aerosol was generated and the rooms ventilation and requires

consideration at a local level.

● In addition, if undertaking an AGP in, for example, a residential setting, the

procedure should be undertaken away from other residents rather than in communal

areas.
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● Ensure adequate levels of PPE.

● The number of personnel in the room should be kept to a minimum where practical.

● Surfaces should be cleaned after each procedure.

● The room should be thoroughly cleaned after each session according to local

guidance.

● Decontamination procedures after a community visit should include cleaning

reusable or non-disposable equipment using warm water and a household cleaner

followed by disinfection using a chlorine-based product prior to leaving the home,

and supporting the individual or carer to clean and disinfect any surfaces in the area.

(ENT-UK, 2020; RCSLT June 2020).

IASLT advises that members familiarise themselves with local and HSE environmental

decontamination and infection and prevention control guidance. Current HSE information

on COVID-19 Guidance and webinars for Infection Prevention and Control is available at

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/infectionpreventi

onandcontrolguidance/

See Appendix 1 Resources for links to HSE PPE demonstration videos for masks, coveralls

and face shields.
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Section 5: Dysphagia and Communication
Assessment Considerations

Individuals with communication and swallowing difficulties across care settings may present

with and without COVID-19 and SLTs continue to manage conditions that are directly, or

indirectly, related to COVID-19, the result of disability, critical care interventions,

respiratory disease or underlying or co-existing comorbidities.

The following principles should be considered by SLTs across care settings:

• Use personal expertise and clinical judgement.

• Engage in regular communication with colleagues to remain abreast of local issues, information and

changes, and to provide support.

• Receive training and/or support to ensure practice is safe and effective.

• Use professional judgement to assess what is safe and effective practice in context.

• Perform risk assessment (Appendix 3) in collaboration with colleagues to support clinical decision

making for safe practice.

• Documentation should be completed in the client’s clinical file to indicate that clinical procedures have

been modified and varied as part of risk management approach to COVID-19 pandemic

For new referrals where possible, information should be obtained from the referral source,

healthcare record and other members of the multidisciplinary team (MDT) before any direct

face-to-face contact with any service user. Where possible consent should be sought for
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discussion with next of kin/family. It is necessary to risk assess every new referral, return

assessment, and intervention prior to direct contact.

Consideration should be given to:

Upon referral/planned contact: 

1. Determine priority as per local prioritisation system.

2. Establish COVID-19 status (unknown, negative, pending results, positive)

3. Utilise clinical judgement and complete a risk assessment to determine whether face to face contact

would be the most appropriate way to meet the needs of the individual

4. Determine the level of PPE required.

This should be done in line with local policies and procedures and the MDT as appropriate.

Figure 1: Sample Triage Process for SLT interventions during COVID-19
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In making decisions about the level of PPE required, SLTs should use the risk assessment and

consider:

1. Approaches to mitigate any identified risks.

2. The level of PPE required.

3. Discuss with local managers and infection prevention control teams, as applicable.

4. Maintain up-to-date awareness of HSE guidance.

Where direct SLT contact is not deemed immediately essential, and the COVID 19 status is

unknown pending outcome of the COVID-19 test, defer direct contact where possible until

the outcome of the test is known and continue to deliver care indirectly. If immediate direct

SLT contact is deemed essential in this circumstance, perform a risk assessment and deliver

care in partnership with the MDT and in line with local policies and procedures, including

infection, prevention and control. In this situation consideration may be given to cohorting a

patient/service user as your last direct contact of the day.

For patients with a confirmed diagnosis of COVID-19, risk assess the urgency of any

assessment or intervention at each planned direct contact. IASLT supports the need for

clinical judgement, risk assessment and local discussion on patient need for direct

face-to-face contact. This should be done in conjunction with the MDT and in line with local

policies and procedures, including infection, prevention and control.

5.1 Clinical Dysphagia Examination (as an AGP)

Decisions on face-to-face contact for clinical dysphagia examination (CDE) should be based

on clinical judgement and risk assessment. Any SLT engaging in essential face to face contact

should ensure he/she is compliant with local infection control including PPE guidelines.

The following additional considerations may be helpful:
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● Gain all possible information prior to the assessment; review of patient/client medical

notes, phone call to family and/or carers, discussion with the MDT

● Preparation of all materials needed for assessment/contact prior to donning PPE

Considerations for mitigating risks for face to face CDE (on case by case basis)

● Make visual and perceptual observations when standing/sitting 2m from the

patient. 

● Instead of laryngeal palpation, observe how many swallows the patient does. 
● Listen for changes in vocal quality. 
● Ask the patient themselves for their impressions. 
● Observe respiratory rate. 
● Use speech to assess oro-motor function
● Enable patient to self-feed where possible and consider starting with maximally

modified consistencies to minimise coughing
● Minimise interaction/contact duration where it is reasonable to do so.

As per other international SLT guidelines (e.g., Speech Pathology Australia) specific aspects
of the Clinical Dysphagia Examination pose greater risk of transmission of COVID-19. SLTs
should give consideration to the below non-exhaustive list, as part of a clinical risk
assessment

● assessment of cough, 
● laryngeal palpation, 
● assessment of gag reflex

Examination of the pharynx with or without the use of a tongue depressor is not an

aerosol generating procedure associated with an increased risk of infection. It is now

essentially universally accepted that even swabbing the nasopharynx for diagnostic
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purposes is not an aerosol generating procedure associated with an increased risk of

infection. (HSPC, June 2020)

Cervical auscultation: risk assessment and discussion with treating team is required prior to
using Cervical Auscultation.

5.2 Instrumental Dysphagia Evaluations

Videofluoroscopic Swallow Study (VFSS)

VFSS should not be undertaken with clients who are suspected or confirmed COVID-19

positive. This in line with recommendations made by international colleagues.

RCSLT have published guidance on VFSS in the context of COVID-19 (July 2020). Due to

the risk of transmission in moving the individual to the radiology suite and the potential

need to decontaminate equipment, the following should be considered: environmental

considerations, patient considerations, COVID-19 screening, individuals present in the VFSS

suits, PPE and risk assessment (RCSLT, 2020).

Each VFSS should be risk assessed in line with the requirement to meet the needs of

patients and local policies. SLT’s working in community should liaise with the local VFSS

service for specific information on the service.

Endoscopy

At the start of the COVID-19 pandemic and in line with guidance from the British

Laryngological Association (BLA), it was recommended that that all therapist-led endoscopy

should cease. ENT-UK (ENT-UK, 2020b) have recently outlined advice for recommencing

endoscopy procedures to be performed in the most safe and efficient way. IASLT support
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this position however, we recognise SLTs should be cautious in their approach to returning

to SLT led endoscopy procedures.

SLT-led endoscopy may be used for the purposes of clinical assessment, research, audit and

service evaluation (RCSLT, 2020). The patient’s current COVID status should be established

prior to the procedure. In suspected or confirmed COVID-19 patients, consideration should

be given to delaying the procedure until the exposure risk is lower where this does not

adversely compromise patient care. For confirmed negative or non-suspected patients

proceed as clinically appropriate.

This is in line with the guidance of international professional bodies such as the Royal

College of Speech and Language Therapists (RCSLT) (October 2020).

While the Irish Institute of Otorhinolaryngology/ Head & Neck Surgery no longer deem

flexible nasendoscopy (FNE) and nasal endoscopy as an AGP there continues to be a risk of

contact and droplet transmission for both endoscopist and patient. Fiberoptic endoscopic

evaluation of swallowing (FEES), high resolution manometry (HRM), and videostroboscopy

(VSTRB) are seen as particularly high risk for SLTs.

The recommendations from ENT-UK (ENT-UK, 2020b) and Section 3 of this document–

Aerosol Generating Procedures should be considered.

This position on endoscopy will continue to be reviewed.

5.3 Communication Support Considerations

SLTs have an important role to play in offering support and guidance to team members

working with people with communication impairments and in facilitating communication
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between patients and their family members who are unable to visit them in

hospital/residential care at this time.

SLTs should support other staff to recognise that a person with a communication

impairment prior to COVID 19 may require different communication supports as their

illness progresses. These needs should be reviewed by the SLT - as part of the person’s MDT

supports – on an ongoing basis (indirectly wherever possible).

Where patients are unable to communicate due to ventilation or inflated tracheostomy cuff,

low tech AAC may be appropriate. See:

www.patientprovidercommunication.org/supporting-communication-covid-19.htm.

Aphasia resources specific to COVID 19 are available here:

www.latrobe.edu.au/research/centres/health/aphasia/resources

The SLT also continues to have a role in supporting decision making. These decisions may

relate to immediate treatment options or in supporting advance care planning and end of life

care, as part of the MDT. This may involve the use of Easy Read information (see links

under Section 5.2 for examples) or a variety of other modes within a Total Communication

approach as meets the person’s needs. It may also involve supporting individuals to make

decisions with regard to receiving the COVID 19 vaccine. SLT can support by providing

information in a way the person understands about the vaccine itself, possible side effects

and what to do if side effects are experienced. SLTs also have an important role to play in

facilitating and advising around documentation of the consent process for vaccination.

5.4 Specific Clinical Populations

5.4.1 Tracheostomy
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At the beginning of the COVID-19 pandemic, the benefits of tracheostomy as an

intervention for patients diagnosed with COVID-19 was questioned (Hamilton et al., 2020).

However, patients with COVID-19 admitted to critical care are requiring relatively

prolonged invasive mechanical ventilation resulting in an increase in the requirement for

tracheostomy insertion to facilitate weaning from respiratory support (NTSP, April 2020).

Tracheostomy insertion and replacement and open suctioning are AGPS (ICSI, 2020).

Non–invasive ventilation (NIV) (e.g. BiPAP and CPAP) is an AGP and High Flow Nasal O2

(30-60L) is considered a potential AGP (ICSI, 2020). The risk of transmission of the virus to

healthcare staff during AGPs necessitates modifications to usual tracheostomy care (NTSP,

April 2020). In line with NTSP guidance, the key principles of infection prevention and

control, a focus on essential care and the avoidance of unnecessary interventions must guide

Speech and Language Therapists’ practice when providing tracheostomy care.

Interventions that restore airflow to the larynx and facilitate communication e.g. cuff

deflation, ventilator-adjusted leak facilitated speech, one-way speaking valves, above-cuff

vocalisation strategies and induced coughing risk aerosolisation in particular when positive

pressure ventilation is on-going (NTSP, April 2020). The SLT in consultation with the

multidisciplinary team (MDT) must weigh the benefits of weaning with cuff inflated against

the risk of delaying recovery and limiting communication and swallowing for patients with

tracheostomy. Early SLT intervention to facilitate and support communication is

recommended (see AAC recommendations below).

For individuals with tracheostomy irrespective of COVID-19 status, the decision to deflate

the cuff and progress respiratory weaning (including the trial of speaking valve) should be

made in consultation with the MDT carefully weighing the benefits to the patient against the

risks of the intervention to both the patient and healthcare staff. NTSP (April 2020) advise

that cuff deflation trials for potentially infectious patients should be managed in dedicated
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COVID-19 locations by experienced staff protected by appropriate PPE. In addition, NTSP

(April 2020) recommends staff familiarise themselves with the different ventilators as they

generate variable peak flows which staff must appreciate prior to cuff deflation. ‘Minimum or

no positive pressure delivered during trials, used alongside facemasks or tracheostomy

shields for patients, will reduce aerosolisation’ (NTSP, April 2020).

‘Laryngeal oedema and laryngeal ulceration may be a problem in COVID-19 patients’ (NTSP,

April 2020). If visualisation of the larynx in conjunction with instrumental assessment of

swallowing is required to progress management, the decision to proceed with Fiberoptic

Endoscopic Evaluation of Swallowing (FEES) should be made in consultation with the MDT.

Minimal positive pressure is recommended if cuff deflation is used as part of the assessment

(NTSP, April 2020). See the most recent RCSLT Guidance on Speech and Language

Therapist Led endoscopic procedures during the Covid-19 pandemic for further

considerations

https://www.britishlaryngological.org/sites/default/files/RCSLT%20COVID-19%20SLT-led%20e

ndoscopic%20procedureguidance_FINAL%20%282%29.PDF

SLT is a core member of the multidisciplinary team and contributes significantly to

progressing care plans for patients with tracheostomy. The key principles of infection

prevention and control, a focus on essential care and the avoidance of unnecessary

interventions must guide Speech and Language Therapists’ practice when providing

tracheostomy care in the current climate.  Prior to direct assessment or intervention, SLTs

should consult with their local IPC teams ensuring they have access and adhere to the

appropriate PPE requirements.  SLTs are advised to utilise a risk assessment framework to

support clinical decision making for safe practice and PPE requirements, in line with local and

HSE guidance.
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5.4.2 Children with tracheostomy and/or ventilation in the community

In a community setting you may encounter children who have a tracheostomy and those

who are on ventilation, either delivered via a tracheostomy tube or non-invasive ventilation

via face mask, or High flow oxygen via nasal cannula (e.g. AIRVO), have an increased number

of AGPs associated with their daily cares:

a. Tracheostomy: during any tracheostomy cares done by carers e.g. changing ties,

cleaning stoma site, changing trach tube, suctioning of secretions.

b. Non-invasive ventilation via mask:  Whilst ventilation is ongoing

c. Ventilation via tracheostomy: Whilst ventilation is ongoing

The room air is likely to remain highly aerosolised for up to one hour post an AGP, this may

vary depending on a number of factors such as room ventilation and size.

Therefore, when triaging to determine whether a child is suitable for face to face

assessment, the likelihood of these events needs to be discussed with parents/carers/other

MDT members in advance.  Before you visit a child with tracheostomy/ventilation at home

you should

1. Ask carers in advance about the child’s suctioning frequency, how productive they

are in terms of amount of secretions hourly,  and whether they can tolerate a

speaking valve comfortably for several hours which will allow them to manage

their own secretions and therefore minimise the suctioning frequency.

2. Time your visit to coincide with their schedule where they are expected to have

the least/no AGPs thereby necessitating minimal PPE. However you should

ensure that you bring full PPE as recommended by NTSP as a precaution to any
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visit to a child with a tracheostomy in the event of an unexpected AGP.  Always

discuss with carers about how the child is likely to respond to PPE.

3. Identify in advance what parts of your assessment can be completed by the carer

e.g. oral skills assessment, feeding the child, positional changes if required and

document that this was done by carer.

IASLT strongly recommends following NTSP guidelines in relation to children with

tracheostomies.

5.4.3 SLT–led Laryngectomy Care & Management

SLT-led laryngectomy care and management includes (but is not confined to):

1. Surgical voice restoration (SVR), including voice prosthesis changes, checking voice

prosthesis fit / leakage/ position etc., cleaning voice prosthesis and open stoma

inspection.

2. Stoma care, including placement & removal of tracheostomal baseplates & housing,

buttons, studs or laryngectomy tubes & performing stoma cleaning & suctioning.

3. Management of other aspects of laryngectomy care, including electrolarynx use,

oesophageal speech, AAC and dysphagia management.

(Adapted from RCSLT guidelines on personal and protective equipment (PPE) & COVID-19, 03.04.2020)

Such care and management with Neck Breathers and the potential aerosol generating nature

of this management is widely acknowledged as higher risk in the Covid-19 pandemic

context (RCSLT Clinical Guidance for the Management of Total Laryngectomy in the

Context of COVID 19 : 04.11.2020).Furthermore the HSE Antimicrobial Resistance and

Infection Control Team acknowledged management of Tracheosophageal Voice Prosthesis in
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Laryngectomy patients as a Front of Neck Airway Procedure, listed as an AGP in their

guidance document Use of PPE to support Infection Prevention and Control Practice when

performing aerosol generating procedures on CONFIRMED or CLINICALLY SUSPECTED

COVID-19 CASES in a PANDEMIC SITUATION

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/infectionpreventi

onandcontrolguidance/aerosolgeneratingprocedures/AGPs%20for%20confirmed%20or%20po

ssible%20COVID19.pdf

Consequently, each case should be risk assessed considering:

1. If the patient’s needs can be partly or totally met by telehealth.

2. If a face to face appointment is the most appropriate way to meet the needs of the

individual and the level of PPE and infection control practises required for such an

appointment in line with local guidance.

5.4.3.1 Surgical Voice Restoration

Existing caseload

It is important to note that voice prosthesis changes and open stoma inspections are

considered high risk and should only be considered if strongly indicated and undertaken by

an appropriately trained SLT. Consequently, telehealth should be used where it adequately

meets the individual patient’s needs and routine reviews should be delayed until clinically

warranted. Where elements of voice prosthesis management, communication needs and

social, emotional and psychological wellbeing cannot be met via telehealth, direct review

should be scheduled, consulting with managing ENT / medical team where necessary, taking

the following factors into account:

1. Covid-19 status /screening procedures.
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2. Attendance at a dedicated appointment point, arriving unaccompanied once

independently fit to do so, by private transport if available.

3. Wearing of face mask and stoma cover over tracheostoma.

4. Ventilation and air exchange within the room seen in, with appropriate time following

appointment to clear aerosols prior to cleaning as per local infection control

guidance.

5. Minimising staff and equipment in selected room.

6. SLT wear of PPE for aerosol generating nature of procedure being undertaken, in line

with local infection control guidance.

7. Minimising appointment time.

New Laryngectomy Cases

SLTs should:

1. Complete preoperative assessment and education with individual and family whether

by telehealth or face to face contact.

2. Liaise closely with their ENT & MDT colleagues in advance of surgery to consider

the individual’s social, physical, literacy and cognitive status and its implication for

primary puncture placement during surgery if appropriate.

3. Use practises & PPE referenced above for existing caseload, for sizing, fitting,

management and education of individuals with tracheoesophageal punctures post

operatively.

See further Appendix 2: SLT Head & Neck forum Guidance on Tracheosophageal Voice

Prosthesis Management During Covid 19 Pandemic: Updated 12.06.20.

29
COVID-1 March 2021



Section 6: Paediatrics

30
COVID-1 March 2021



HIQA recently published an up to date evidence summary of potential for children to

contribute to transmission of SARS-CoV-2 (23 June 2020).  They conclude that to date from

the small number of studies (13) identified internationally it appears that children are not

substantially contributing to the household transmission of SARS-CoV-2, with paediatric

populations accounting for a small percentage of all diagnosed cases.

While this is encouraging precautions do need to be taken when considering face to face

contact with children in your service who may be more vulnerable than other children in

the community. Additionally, SLTs need to be mindful that children will be in many instances

accompanied by at least one adult who should also be considered as part of any risk

assessment.

6.1 Considerations for Feeding and Swallowing Assessments in Children in all

Clinical Settings

As outlined, all the standard HSE guidelines should be followed in all settings where it is

reasonable (social distance where possible, adequate ventilation, sanitation, hygiene,

minimise numbers in room/number of accompanying adults present at appointments). In

addition further considerations may need to be taken into account:

AGPs in children

● Coughing associated with aspiration

● Gagging or vomiting which may occur during a feeding assessment

● Excessive drooling of saliva or excessive upper airway secretions requiring suctioning

when secretions may become airborne.
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RCSLT points out that rates of silent aspiration are higher in young infants and therefore

AGP associated with coughing is less likely in this group, annex 1 of their recent document

offers a helpful guide to decision making (RCSLT 26 June 2020). If a child has known overt

aspiration, visible oral or upper airway secretions requiring suctioning or known

vomiting/overt regurgitation associated with feeding they should be considered an elevated

risk compared to a child who does not present with any of the above.

Clinical assessment tools may need to be adapted to allow carers to conduct part of the

direct assessment while SLT observes from a safe distance, this should be documented as

recommended by IASLT.
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Section 7: SLT Intervention Considerations

It is important that IASLT members continue to use their professional and clinical judgement

to assess what is safe and effective practice for themselves, service users and others, in the

context in which they are working during the pandemic.

Prioritise/risk assess and consider alternative options (e.g., telehealth). The IASLT Returning

to Face to Face Contacts; Framework to support decision making document provides clear

detail in relation to risk assessment and other considerations and should be read in

conjunction with this document

Standard precautions:

● Arrange room to sit beside patient instead of opposite

● Maintain 2 metre distance, where possible

● Routine cleaning of room and equipment (SAS-Cov-2 can survive on surfaces for

up to 5 days)

● Surgical mask for speech tasks

● Cough etiquette
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● High risk interventions such as thermal tactile intervention, expiratory muscle

strength training should be avoided. This list is not exhaustive.

For all clients who have communication impairments and require therapy the IASLT supports

the need for risk assessment and caseload prioritisation. Decisions on clinical needs and

goals in the context of COVID-19 should be made in conjunction with the MDT. For all

direct face-to-face intervention SLTs should adhere to HSE guidance and local infection

prevention and control measures.

Provision of advice and supporting materials regarding low and high tech communication

aids, social stories and visuals can be provided remotely if necessary.

7.1. Specific Settings

7.1.1 Considerations for Non Acute settings:

SLTs are encouraged to review decisions with regard to ‘non—urgent direct contacts’ made

at the beginning of the pandemic and to see if the same need is still classified as ‘non-urgent’

e.g. 12 months later. Such considerations should be discussed in consultation with the SLT’s

line manager and/or ideally as part of a whole service approach to service delivery within

the pandemic.

SLT calls ahead of seeing any urgent patients to:

1. Check if they are self-isolating or if they or a person in the household have any

symptoms of COVID-19. If a client living in the community or anyone in the

household has been diagnosed with COVID-19, or is in self-isolation, the SLT must

carry out a risk assessment to consider delaying the visit to the home during the

isolation period.

34
COVID-1 March 2021



2. Discuss with the individual whether or not they are happy to be seen given that most

individuals may be in the vulnerable/at risk groups. Where an individual is not able to

give informed consent, it is essential that local policies with respect to consent and

will and preference are followed.

See guidance from the HSE on visiting homes;

https://www.hpsc.ie/az/respiratory/coronavirus/novelcoronavirus/guidance/infectionpreventio

nandcontrolguidance/healthandsocialcareworkers/V1.0-Guidance-HealthSocialCareWorkers

WhoVisitHomes.pdf

7.1.2  Palliative Care.

In recognition of the high level of mortality associated with COVID-19, there may be a

localised increase in the level of cases of palliative patients as well as a need for the ongoing

management of those individuals who do not present with COVID-19. In all cases adhere to

local guidelines regarding PPE use and complete a risk assessment as indicated in this

document. Following a risk assessment, intervention may be via telehealth or given directly

according to the patients needs. As per the WHO (2003) definition of Palliative Care, the

goal of Palliative Care is the improvement of quality of life, relief of suffering and pain and the

management of physical, psychosocial, and spiritual problems.

The role of SLT for palliative patients at this time may include:

● Provision of advice regarding communication strategies indirectly to staff or the
patient’s family.

● Provision of low or high tech communication aids to the patient and instruction in
their use. This may include instruction in the use of apps such as Skype, Whatsapp,
Zoom, etc. in order to facilitate phone or computer access to distant loved ones.
Must comply with local infection control guidelines. Pre-made Covid 19-related
images suitable for AAC use are available from: COVID-19 Conversation Topic visual
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images to support effective communication
(http://nebula.wsimg.com/438514d864d2d7decad3083254de2b35?AccessKeyId=5861
B1733117182DC99B&disposition=0&alloworigin=1)

● Advice to staff and family regarding feeding issues including addressing family
distress/understanding regarding possible swallow changes, nil by mouth status,
discontinuation of eating in final stages, risk feeding issues, comfort feeding,
secretion management and oral care.

● Direct or indirect management of swallowing and oral care issues affecting speech
or swallowing with due care for staff and patient safety and limitations in
examinations to minimise AGPs. The goal of SLT intervention may relate to
increasing safety, reducing aspiration/choking risk or increasing pleasurable eating
and drinking for the patient.

● Advocacy of communication and/or dysphagia related needs or wishes of the patient
with the MDT so that comfort of the patient remains a priority.

For up-to-date evidence and collated documents please consult the European Association of

Palliative Care website:

https://www.eapcnet.eu/publications/coronavirus-and-the-palliative-care-response

or 25 COVID-19 APRIL 2020

https://hselibrary.ie/wp-content/uploads/2020/04/Evidence-Summary-COVID-19-Palliative-C

are.pdf

Accessible information to support service users during COVID

https://www.patientprovidercommunication.org/supporting-communication-covid-19.htm
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SLT Team Cheeverstown:

https://drive.google.com/open?id=1f1TVERvsjEbaySZQBTWso5VutJGJWQte.

Talking Mats; https://www.talkingmats.com/corona-virus-easy-read-resource-version-2/

http://nebula.wsimg.com/438514d864d2d7decad3083254de2b35?AccessKeyId=5861B173311

7182DC99B&disposition=0&alloworigin=1

“Make it Easy – A guide to preparing easy read information”

http://www.inclusionireland.ie/sites/default/files/attach/basic-page/1193/makeiteasyguide2011.

pdf

A variety of easy read resources has been circulated via the Adult ID SIG and a dropbox has

been created for members – aidsigslt@gmail.com
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APPENDIX 1: Resources
HSE Resources:

https://www2.hse.ie/coronavirus/

https://www2.hse.ie/wellbeing/dealing-with-fake-health-information-during-the-coronavirus-p

andemic.html?utm_source=linkedin&utm_medium=social&utm_content=220420

The HSE’s Health Protection Surveillance Centre is regularly updating guidance for

healthcare workers in Ireland:

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/guidanceforhealth

careworkers/

The European Centre for Disease Prevention and Control (ECDC) has helpful resources:

• Infographic on hand washing:  

https://www.ecdc.europa.eu/en/publications-data/poster-effective-hand-washing

• Infographic on how to minimise the spread of the virus:

https://www.ecdc.europa.eu/en/search?f%5B0%5D=diseases%3A2942

Posters to display at your clinic/workplace

There are also some  posters developed by the HSE and HPSC which may be of help for

your practices: COVID-19 Posters, Hand hygiene poster (PDF, 129KB, 1 page)

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/posters/

WHO infection control signage for patients and travellers – downloads are available in

multiple languages.

http://www.euro.who.int/en/health-topics/health-emergencies/coronavirus-covid-19/news/ne

ws/2020/3/who-announces-covid-19-outbreak-a-pandemic
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https://www2.hse.ie/wellbeing/dealing-with-fake-health-information-during-the-coronavirus-pandemic.html?utm_source=linkedin&utm_medium=social&utm_content=220420
https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/guidanceforhealthcareworkers/
https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/guidanceforhealthcareworkers/
https://www.ecdc.europa.eu/en/publications-data/poster-effective-hand-washing
https://www.ecdc.europa.eu/en/search?f%5B0%5D=diseases%3A2942
https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/posters/


WHO Resources

World Health Organization (2020) Coronavirus disease (COVID-19) technical guidance:

Infection prevention and control.  

https://www.who.int/emergencies/diseases/novel-coronavirus-2019/technical-guidance/infecti

on-prevention-and-control.

HSE PPE videos

https://youtu.be/I5S_n_BpTKk

https://youtu.be/PZtL8HtfuOM

https://youtu.be/BEbcuqWF-oE
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APPENDIX 2: SLT Head and Neck Forum
Guidance
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Appendix 3: Risk assessment frameworks

A. RCSLT Risk Assessment Framework: Taken with permission from RCSLT guidance on reducing risk of
transmission, use of personal protective equipment (PPE) in the context of COVID-19, June 2020

Guidance on risk assessing coronavirus exposure for SLTs and the selection of appropriate PPE

The purpose of the risk assessment framework is to support clinical judgements and conversations around the weighting of the risk
and the implication for their own practice and PPE requirements. SLTs or services may wish to develop their own more detailed risk
assessment with e.g. RAG ratings.

Prior to using the risk assessment tables below it is essential that SLTs read Section 2 of this guidance to understand the current
evidence about the transmission of the virus.

Pre-risk assessment questions

Before providing face-to-face interventions to individuals (children or adults) with suspected or confirmed COVID-19, or where the
COVID-19 status is unknown, SLTs should consider the following:

1) What is the risk versus benefit of not carrying out the intervention?

2) Can individuals be supported and outcomes met safely and effectively without direct/face-to-face contact, e.g. indirect contact,
telehealth, through other members of the workforce or parents/carers?

3) If direct/face-to-face contact is indicated, how urgent and essential is the need?

o Can the activity be safely delayed until the risk is lower?

o Have measures been taken to reduce the risk of the individual being distressed if you are wearing PPE?

IASLT IRISH ASSOCIATION OF SPEECH & LANGUAGE THERAPISTIASLMARCH 2020
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o Consider the risks in Table 1 and Table 2 if you are undertaking a procedure which may produce forceful and/ or
prolonged coughing or sneezing when thinking about your level of work-related exposure risk – please note, you do not
have to select a level of risk for every section.

Once you have completed Tables 1 and 2, refer to Table 3 for potential PPE requirements and government guidance:
COVID-19: Infection prevention and control.
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Table 1: Factors associated with potential COVID-19 transmission risk

Factors indicating higher risk [✔] [✔] Factors indicating lower risk

Current COVID-19 status and
history of the individual
and/or household members1

Suspected or confirmed COVID-19
positive, or unknown COVID-19 status

Where known, individual has been
identified as COVID-19 negative

Recently positive, recovering or
recovered

No COVID-19 symptoms or history

Conditions being treated as infectious,
e.g. Paediatric Multisystem
Inflammatory Syndrome temporally
associated with SARS-CoV2 (PIMS-TS)

No conditions being treated as
infectious and associated with
COVID-19

Isolation status of individual
or any member of their
household

Self-isolating Not self-isolating

Time since onset of
symptoms (discuss with the
individual, carer, and/or
MDT)

Within two weeks of symptom onset
(most infectious)

More than two weeks since
symptom onset

1 See Section 2: COVID-19 and routes of transmission for summary of scientific evidence on viral shedding
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Proximity to the individual to
deliver the assessment or
intervention

Intervention requires proximity to be
within 2 metres, e.g. cervical
auscultation, videofluoroscopy,
endoscopy, speech sound
assessments, dysphagia assessment

Over 2 metres away from individual
and parent/carer

Ability of the individual to
understand and follow social
distancing and hygiene
measures

Young children Non-ambulant individuals

Individuals who may not understand or
be able to follow social distancing and
hygiene measures e.g. some
individuals with learning disabilities,
autism, mental health conditions or
dementia

Individuals can understand or be
helped to understand, and are able
to follow social distancing and
hygiene measures

Vulnerability of the
individual, member of
household

Individuals with known
immunocompromising factors or
shielding

No known immunocompromising
factors, or not shielding

Behavioural challenges
(when not undertaking an
AGP)

Known behavioural challenges
resulting in e.g. spitting, biting,
combative

No known behavioural challenges
resulting in e.g. spitting, biting,
combative

Care setting is high risk for
exposure to infectious AGPs

COVID-19 designated ICU/HDU Designated low risk COVID-19
clinical area
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Setting with suspected or confirmed
individuals on non-invasive ventilation
(NIV); continuous positive airway
pressure (CPAP); or high flow nasal
oxygen (HFNO)

Working in a non-COVID-19 area
without AGPs occurring

Working in other high risk COVID-19
clinical areas where AGPs may be
occurring

Schools and other non-clinical
settings including individuals’
homes

Assessment or intervention
involves potential for
aerosol generation

Swallowing, voice and communication
assessment and therapy where the
risks of exposure as a result of loud
voice (e.g. singing, Lee Silverman
Voice Therapy (LSVT)), forceful blowing
(e.g. expiratory muscle strength
training (EMST)) and/or production of
coughing (e.g. cough reflex testing)
cannot be mitigated

Swallowing, voice or
communication assessment and
therapy where the risks of exposure
as a result of loud voice, forceful
blowing and/or production of
coughing can be mitigated or
contact is unlikely to produce
aerosols2

Neck breathers Tracheostomy, laryngectomy Non-neck breather

Airway sensitivity Diagnosis or intervention that is likely
to increase the risk of coughing e.g.
chronic cough, laryngeal pathology or

Diagnosis or intervention that is
likely to reduce the risk of coughing
e.g. chronic silent aspiration,

2 See RCSLT report on Aerosol generating procedures, dysphagia assessment and COVID-19
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surgery, inducible laryngeal
obstruction (ILO), hypersensitivity,
recent intubation

known impaired laryngeal
sensitivity

Use of equipment Equipment cannot be decontaminated
in line with local infection and control
guidance e.g. videofluoroscopy,
cervical auscultation, endoscopy, other
equipment

Equipment can be decontaminated
in line with local infection and
control guidance e.g.
videofluoroscopy, cervical
auscultation, endoscopy, other
equipment

Table 2: For AGPs, what is the likelihood of the individual producing forceful or prolonged coughing or sneezing?

Consider the following factors (list not exhaustive):

Factors indicating higher risk [✔] [✔] Factors indicating lower risk

Ability to predict potential
for coughing

High risk of prolonged or forceful
coughing, e.g. initial assessment where
reason for referral is coughing on oral
intake; review patients where a cough
has previously been observed and is
anticipated

Low risk of prolonged or forceful
coughing, e.g. swallow review
where aspiration risk has already
been established and/or mitigated;
paediatric feeding assessment
unlikely to produce cough

Aspiration Overt Silent
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Secretions that have the
potential to become airborne

Visible drooling or suspicion of retained
upper airway secretions with potential
need for suctioning

No excess secretions

Cough frequency or force Increased cough frequency or force, e.g.
chronic lung disease in adults,
nasendoscopy in chronic cough / ILO
patients

Reduced cough frequency or force,
e.g. neuromuscular disease, young
children (0-2 years)

Sneezing Nasendoscopy No risk of sneezing

Nasal regurgitation

Allergy

Selecting PPE
In making decisions about the level of PPE required, SLTs should use the risk assessment framework and discuss with local
managers and infection prevention control teams, or with local health protection teams if applicable:

● Approaches to mitigate any identified risks for each factor
● The level of PPE required (see also Table 3)

The RCSLT is aware that government guidance continues to change and so it is essential that members keep up-to-date with
Government Guidance.

Risk Assessment B:
7
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Speech Pathology Australia Risk Assessment Tool: https://airtable.com/shrYkT3GB6mXNR6pa

8
COVID-1 March 2021

https://airtable.com/shrYkT3GB6mXNR6pa


Risk Assessment

C; The flowchart

above outlines the

triage and

prioritisation

process (Adopted

from Speech

Pathology Australia,

2020).
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Appendix 4

Thank you to the following IASLT members for contributing their time and expertise to reviewing this guidance document:

Aisling Ni Fhaolain, SLT Dept, St. Marys Hospital, Phoenix Park, Dublin.

Aideen Lawlor, Speech and Language Therapy Manager, HSE LHO Dublin North City and County, North West Dublin (including St. Mary's
Hospital), St. Mary's Hospital, Phoenix Park, Dublin 20,
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Ciara Murphy, Interim Speech & Language Therapist Manager, Speech & Language Therapy Department, Mater Misericordiae University
Hospital, Eccles St., Dublin 7

Eadaoin Flynn, Speech and Language Therapy Dept., Tallaght University Hospital, Tallaght, Dublin 24.

Eimir Murphy, Speech and Language Therapy Dept., Palliative Care Unit, University Hospital Kerry, Tralee, Co. Kerry. 

Fiona Hill, Speech and Language Therapy Manager, Tallaght University Hospital, Tallaght, Dublin 24.

Julie Regan, Assistant Professor in Speech and Language Pathology, Department of Clinical Speech & Language Studies, 7-9 South Leinster
Street, Trinity College, Dublin

Laura Douglas, SLT Dept, St. Marys Hospital, Phoenix Park, Dublin.

Margaret Walshe, Associate Professor Speech Language Pathology, Department of Clinical Speech and Language Studies, 7-9 South Leinster St.,
Trinity College Dublin, the University of Dublin, Dublin 2. 

Marina Moore, Speech and Language Therapy Manager, Brothers of Charity Services Ireland – West Region Galway, Woodlands Centre,
Renmore, Galway

Zelda Greene MSc, Senior SLT , Transitional Care Unit , Children’s Health Ireland at Crumlin

Catherine Cunningham, SLT Manager, Children’s Health Ireland at Crumlin.
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Thank you to Mr John Russell, Consultant Paediatric Otolaryngologist, Children’s Health Ireland at Crumlin

Thank you also to Noreen O Regan, SLT Head and Neck Forum for her support.

Co-ordinated by Edel Dunphy, IASLT Professional Development Manager.
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