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Benefits of Mobile Fiberoptic Endoscopic Evaluation of Swallowing (FEES) in a COVID 19 World 

• Why Are Instrumental Assessments So Important for SLPs and Patients? 
o Allows us to view anatomy and physiology 
o We can determine the pathophysiology of the swallow 
o We can establish an accurate, evidence-based and concise plan of care 
o We can perform in the comfort of a patient’s home or living facility (without sending to the hospitals, 

decreasing exposure to illness) 
o Clinical swallow evaluations (CSE) do not provide enough of the information needed to assess swallow 

function (CPT code 92610) 
§ (this is our initial evaluation serving to determine if we believe a patient is at risk for 

aspiration/dysphagia, it acts as an assessment or screen to determine if a patient needs an 
instrumental or not) 

§ This CSE cannot give us adequate information to make a treatment plan for pharyngeal dysphagia! 
(We don’t have X-ray vision; we can’t treat what we can’t see) 

• In a subcommittee report based on review of over 150 articles, McCullough et al. (2003) reported that no data 
existed to support the use of the CSE to evaluate any of the physiologic measures deemed necessary for complete 
examination of swallowing function. 

o “If the clinical (bedside) evaluation does not provide sufficient information to allow for confident patient 
management, an instrumental assessment should be performed” (Leder & Murray, 2008, p. 788). 

• Dysphagia causes patients to have difficulty eating and drinking. What happens when you don’t drink enough fluids? 
The patient is at increased risk for dehydration, malnutrition, electrolyte imbalance, sepsis, and/or a UTI. (Richard, 
2018, slide 29) 

o All 5 of those conditions equate for 78% of all 30-day re-hospitalizations. (Mor et. al, 2010) 
• At the bedside, without any sort of instrumental, SLPs are over diagnosing dysphagia 70% of the time, using clinical 

signs and symptoms to create a diagnosis that doesn’t exist (Leder, 2002). SLPs are also missing SILENT aspiration at 
the bedside 14% of the time (Leder, 2002). 

o Why should it matter if we miss silent aspiration?  
§ Well for starters, aspiration pneumonia is the leading cause of death in SNFs, and residents that are diagnosed 

with aspiration pneumonia have a mortality rate three times higher than the other residents (Oh et al., 2004). 

Safety of FEES during COVID 

o (American Academy of Otolaryngology - Head and Neck Surgery, 2020) 
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• Let’s talk about imaging  
o CXR, MRI, CT scans are” high cost”, however, those are still required for medical professionals to treat appropriately.  
o Unnecessary therapy is “high cost” for our patients, too 
o If we continue to discuss or give in to cost discussions vs. what we know about required instrumental assessments to 

determine physiological function, others will continue to expect us as SLPs to make recommendations without 
appropriate testing 

o We are PATHOLOGISTS and proper imaging is needed for us to DIAGNOSE dysphagia.  
• Benefits of Mobile FEES 

o Most studies are performed within 1-2 days of referral (with obtained physician order) 
o Decreased transportation costs - patient remains in the facility 
o Full-color report and video are provided the same day 
o Treating SLP gets to collaborate in the assessment (and can bill for treatment once scope is out of the nose) 
o Real food/liquid is tested (no barium) -we bring food trails and our own PPE- 
o No radiation exposure means longer & more thorough assessments can be performed 
o FEES is able to detect structural/functional abnormalities of the vocal folds such as lesions, laryngeal injuries, edema, 

vocal fold paralysis, and more. These are common following prolonged COVID-19 intubation. 
• The cost of FEES instrumental vs….. 

o Cost of being re-hospitalized 
§ A re-hospitalization due to aspiration pneumonia costs about $30,000. 

o Risk of aspiration/malnourishment leading to other issues 
§ “We can’t afford/they don’t matter/ we don’t have time to get instrumentals, we’ll just put them on thickened 

liquids and they’ll be fine.” (Richard, 2018, slide 25) 
• Miles et al. (2018) tells us that patients may be more likely to silently aspirate thickened liquids 

than thin liquids. (This is why getting that instrumental assessment is so important!) 
§ Nativ-Zeltzer et al. (2018) tells us that: 

• Aspiration of thickener can lead to pulmonary injury and aspiration of modified cornstarch 
thickener is worse on lung tissues than aspiration of xanthan gum thickener and aspiration of 
xanthan gum is worse than aspiration of plain water 

§ Robbins et al. (2008) tells us that there is an increased risk of aspiration pneumonia development with use of 
honey thickened liquids. 

§ Thickened liquids are hard to drink. Again, this puts the patient at increased risk for dehydration, 
malnutrition, electrolyte imbalance, sepsis, and/or a UTI. (Richard, 2018, slide 29). All 5 of those conditions 
equate for 78% of all 30 day re-hospitalizations. (Mor et. al, 2010) 

o Cost of PEG tube management and thickened liquids for facility 
§ One resident on thickened liquid for a year can cost a facility between $2,000-$7,000 (Richard, 2018) 
§ PEG tube management costs $31,000+ per year (Hwang et. al, 2015) 

o Cost of MBSS vs cost of FEES 
§ Additionally, the cost of a Mobile FEES procedure is about 1/4 of the cost of a hospital MBSS. 

(Adapted from Richard, 2018) 
o Think, if a 120-bed facility went from 22 patients on thickened liquids and PEG tubes to 2. 

o Wouldn’t it be more cost effective to get instrumentals for patients and rule out over-diagnosed dysphagia than continue 
to pay for unnecessary accommodations?  

o Think about how this would also improve patient quality of life  
• SNF rules on cost 

o Both part A and part B billing for therapy services fall under consolidated billing in a SNF. It is illegal for an outside therapy 
provider to bill on their own in a SNF. The facility is billed by the FEES provider, and then the SNF is responsible for 
submitting billing for any reimbursement under both A and B (CPT code 92612 for FEES) 

§ https://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling 
 
 
 
 
 
 

 


