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ABSTRACT

Purpose: To translate and adapt the Modified Swallowing Assessment (MSA) protocol for post-stroke patients 
into Brazilian Portuguese. Methods: This is an initial stage of the Brazilian Portuguese Modified Swallowing 
Assessment validation process. Translation was performed by two bilingual speech therapists and the translations 
synthesis evaluations by two external dysphagia experts. The synthesis version in the target language (Portuguese) 
was back-translated into the source language (English). After the synthesis of the translated versions, the instrument 
was applied to 22 post-stroke individuals. Results: Health professionals discussed all the results of the study 
stages considering the instrument concept and the target population. The semantic, linguistic and conceptual 
equivalences found in the translation and adaptation process were adequate, not requiring modifications since 
the items were consistent with the Brazilian culture. Conclusion: MSA was translated and adapted to Brazilian 
Portuguese (MSA-BR). The translation and cross-cultural adaptation process included all the items of the original 
protocol and maintained the standards and characteristics of the instrument.

RESUMO

Objetivo: Traduzir e adaptar para o português brasileiro o protocolo Modified Swallowing Assessment (MSA) 
para pacientes pós-acidente vascular cerebral. Método: Trata-se de uma etapa inicial do processo de validação 
do Modified Swallowing Assessment para o português brasileiro. Foi realizada a tradução por dois fonoaudiólogos 
bilíngues e a síntese das traduções por dois avaliadores externos, especialistas em disfagia. A versão síntese no 
idioma alvo (português) foi retrotraduzida para o idioma fonte (inglês). Após a síntese das versões traduzidas, 
o instrumento foi aplicado em 22 indivíduos com acidente vascular cerebral. Resultados: Os avaliadores 
debateram sobre todos os resultados das etapas do estudo considerando o conceito do teste e o público alvo. 
As discrepâncias semânticas, linguísticas e conceituais encontradas no processo de tradução e adaptação foram 
adequadas, para que os itens fossem compatíveis com a cultura brasileira. Conclusão: O MSA foi traduzido 
e adaptado para o português brasileiro (MSA-BR). O processo de tradução e adaptação transcultural manteve 
todos os itens do protocolo original, preservando-se os padrões e as características do instrumento original.
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INTRODUCTION

After suffering a stroke, many patients experience changes in 
swallowing and speech, with neurogenic oropharyngeal dysphagia 
being one of the most frequent disorders(1,2). In addition, brain 
injuries that cause impairment of cognitive functions can also 
impair swallowing control.

In addition to brain involvement, stroke can cause damage 
to the brain stem, impairing lips, tongue and cheeks sensitivity, 
increasing the response time of the swallowing pharyngeal 
phase, impairing laryngeal elevation, glottal closure and 
cricopharyngeal relaxation(3).

The presence of dysphagia has often been associated with an 
increase in respiratory infections and mortality(4), because it affects 
about 42.0% to 67.0% of patients in the first three days after a 
stroke(5) and 37.0% and 78.0% of these patients in general(3). In 
post-stroke patients undergoing hospital rehabilitation, dysphagia 
was observed in 25.0% to 50.0% of the cases(6). The importance 
of identifying the risk of dysphagia during the acute phase of a 
stroke is highlighted, in order to avoid complications and allow 
appropriate therapeutic interventions, enabling the individual 
to feed orally in an early and safe way(7).

Among the complications of dysphagia after a stroke are 
aspiration pneumonia, dehydration, malnutrition and decreased 
functional independence(6,8-10). In a previous study(5) aspiration 
pneumonia associated with stroke was observed in up to 78.0% of 
the patients and it has also been associated to a higher mortality 
rate, worse functionality and longer hospital stay(9).

The use of instruments to assess swallowing is essential to 
prevent clinical complications and demands to be one of the 
priorities in health services. According to a systematic literature 
review(4), the publication of screening instruments for dysphagia 
began in 1992(11,12) and the instruments for assessing dysphagia 
swallowing started around 1999(4,13).

It is noteworthy that in Brazil, there is still a significant 
lack of instruments adapted and validated for screening 
laryngotracheal aspiration, which is one of the main aspects of 
the clinical complications of dysphagia(14). Private institutional 
instruments are still widely used in Brazil, many with items based 
on the literature, but, without validation. Furthermore, so far, 
in Brazil, there are few protocols for dysphagia that underwent 
validation studies(14-16).

The Modified Swallowing Assessment protocol(17) is an 
instrument designed in Germany and published in the English 
language to identify the risk of dysphagia and aspiration in 
neurological patients(17,18). The instrument is brief and concise. In 
short, it consists in obtaining patient’s information, observation 
at rest and in action, in addition to a swallowing test with water. 
The instrument can be applied by the speech therapist or other 
health professionals and aims, especially, to reduce complications 
resulting from dysphagia in post-stroke patients, especially by 
early intervention(17,18).

This study aimed to translate and cross-culturally adapt 
the Modified Swallowing Assessment protocol into Brazilian 
Portuguese (MSA-BR).

METHODS

This is a validation study restricted to translation and cross-
cultural adaptation, and was approved by the Human Research 
Ethics Committee of Governador Celso Ramos Hospital 
through CAAE62846516.1.0000.5360, under the terms of 
Resolution 466/2012, of the National Council of Health (CNS). 
All participants (patients and evaluators) signed the free and 
informed consent form.

Instrument

The Modified Swallowing Assessment (MSA) protocol(17) is 
a screening protocol for laryngotracheal aspiration for patients 
with neurogenic dysphagia. This protocol is divided into three 
parts: in the first part an interview and initial observation is carried 
out and, if no contraindication is found, tests are performed 
with water swallowing, observing the presence or absence of 
a clinical sign for aspiration. The instrument consists of 16 
items with the possibility of a dichotomous response (yes/no). 
It can be applied by any health professional who has received 
prior training.

In the present study, the patients participated in the first 
stage that included a swallowing checklist of a basic approach 
to the level of language, cognition and oropharyngeal motor 
functioning (response to verbal commands; voluntary cough; 
secretion control; voluntary tongue movement; respiratory 
condition and vocal quality).

Participants who showed satisfactory competence in the 
six items evaluated in this checklist, proceeded to the second 
stage. In the second stage patients underwent the swallowing test 
with water in the portion of a teaspoon and swallowing aspects 
were observed (swallowing performance; previous escape; 
coughing or throat clearing; difficulty breathing; vocal quality 
and impressions of the patient). If competence was observed 
in the six items assessed, in this stage too, patients proceeded 
to the third stage. Finally, in the third stage, the patient should 
be able to swallow 90 ml of water. In order to qualify for the 
“pass” concept, no aspiration symptom should be observed 
(coughing after swallowing, choking and/or change in vocal 
quality up to one minute after beginning water ingestion). Any 
indication of airway permeation caused the patient to receive 
the “failure” concept.

Cross-cultural translation and adaptation

For the translation and cross-cultural adaptation from 
English into Brazilian Portuguese, the guidelines suggested in 
the literature were followed(19).

The process began with the set up, for each of the phases, 
of the experts’ committees described below, that performed 
the translation, synthesis of translations, applicability of the 
translation synthesis/operational equivalence, back-translation 
or reverse translation, synthesis of the back-translated versions 
and final synthesis

Initially, two speech therapists with more than 20 years 
experience in dysphagia and in hospital settings and a nurse 
with more than 25 years experience with neurological patients 
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(Committee I) performed an analysis of the instrument as to its 
practical and cultural applicability.

In the translation phase, two qualified translators, native in 
the target language and fluent in the source language and culture 
(Committee II), independently translated the test, considering 
conceptual equivalence and avoiding literal translation.

Subsequently, the translation was synthesized in a consensual 
way by two natives in the target language and experienced in 
the source culture, specialists in dysphagia for over 20 years, 
with international recognition in research in the area (Committee 
III). Based on this consensus, a single version was built up by 
comparing translations and evaluating semantic, idiomatic, 
conceptual, linguistic and contextual discrepancies.

After the synthesis of the translations, the applicability 
and operational equivalence were verified, with regard to 
the application of the instrument in a real life context. For 
this phase, 22 patients diagnosed with stroke were included 
in a convenience sample. They were in-patients of a referral 
hospital in Santa Catarina State (Brazil), with a hospital stay 
of up to 72 hours, counting from the beginning of admission in 
the hospital emergency room. Within this 72 hours period, the 
patients could still be in the emergency room or have moved 
to the infirmary ward.

Unconscious patients who were not responsive to simple 
verbal commands and who scored below 13 in the Glasgow 
coma scale(20) were excluded.

In this study, the protocol was applied to the in-patients by 
two speech therapists from the speech therapy service of the 
hospital. Both professionals had more than 10 years experience 
in hospital care for dysphagic neurological patients and were 
properly trained by the authors of the new questionnaire version. 
In the application of the questionnaire, the paraphrase strategy 
was used.

After the survey, the evaluators were asked about the 
difficulties encountered, as well as the respondents’ reactions 
and suggestions. A questionnaire was also used containing the 
following statements: “Application of the instrument is fast”; 
“The instrument is easily understandable by the patient”; 
“The instrument can be applied in any setting”, with response 
options arranged according to a Likert-type scale(21). This scale 
has options for psychometric responses where the evaluators 
specify their level of agreement with a statement. The evaluators 
could respond to one of the following options: I strongly agree, 
I partially agree, I strongly disagree and I partially disagree 
with the instrument.

For the back-translation, the final version in the target 
language (Brazilian Portuguese) was forwarded for review to a 
bilingual translator, a foreign language teacher, who has English 
as his mother tongue and is fluent in Brazilian Portuguese. The 
teacher had had no previous contact with the original version and 
was unaware of the instrument, so that the content consistency 
could be preserved.

A final synthesis in Brazilian Portuguese was obtained by 
comparing the original version with the translation and back-
translation. The synthesis was obtained by consensus by two 
other speech therapists with more than 20 years experience 
in dysphagia and hospital settings (Committee IV). These 
therapists considered the equivalence in the semantic, idiomatic, 
conceptual, linguistic, contextual and experimental aspects in 
relation to the original, translated and back-translated versions.

RESULTS

The average age of the 22 participants was 59 years, all in the 
72-hour post-stroke window; only two (9%) failed the Modified 
Swallowing Assessment (MAS-BR). The first participant who 
met the concept “failure” in the instrument was a woman with 
severe dysarthria who was unable to fulfill item “d” of phase A 
(tongue on upper and lower lip), while the second participant 
was a man who failed in phase B, in items “a” (no swallowing 
observed) and “c” (cough and throat clearing).

One of the issues raised by Committee I, during the process 
of translation and cross-cultural adaptation of the instrument, 
was the fact that the instrument highlighted signs of clinical 
aspiration, to the detriment of other signs of dysphagia. However, 
in sub-items “c” and “d” (Item A), phenomena that demonstrate 
the patient’s physiological ability in relation to the oral motor 
sensory system are tracked, which was considered important 
for the stroke patients population.

Although this instrument was designed in Germany, translated 
and published by the original authors in the English language, 
Committee I did not point out any specific cultural difficulties 
for the application of the instrument in Brazilian Portuguese.

The conceptual, linguistic and semantic discrepancies 
observed after translation into Brazilian Portuguese are shown 
in Chart 1, while the post-back-translation discrepancies to the 
source language are described in Chart 2.

A few semantic, conceptual or linguistic divergences were 
observed at the time of translations and back-translation of the 
instrument; however there was no significant impairment of the 
objectives or applicability of the instrument.

Chart 1. Display of the Modified Swallowing Assessment (MSA) instrument items in the translation into Brazilian Portuguese versions and the 
translation synthesized version with their relevant discrepancies’ judgment (conceptual, linguistic and semantic)

Original version Translations 1 and 2 Synthesis version Discrepancies

A. Swallowing Checklist (all patients)
T1: A – Checklist de deglutição (todos os 
pacientes). T2: A – Lista de controle da 
deglutição (todos os pacientes).

A- Rastreio da Deglutição 
(todos os pacientes)

Conceptual and 
semantic

a. Is the patient alert and responding 
to speech?

T1: a. O paciente está alerta e respondendo 
a comandos? T2: a. O paciente está alerta e 
respondendo à fala?

a. O paciente está alerta e 
responde a comandos verbais?

Semantic



Furkim et al. CoDAS 2021;33(5):e20200107 DOI: 10.1590/2317-1782/20202020107 4/8

Chart 1. Continued...

Original version Translations 1 and 2 Synthesis version Discrepancies

d. Is the patient able to lick their top 
and bottom lip?

T1: d. O paciente é capaz de passar a 
língua no lábio superior e inferior? T2: d. O 
paciente é capaz de lamber os lábios 
superior e inferior?

d. O paciente é capaz de 
passar a língua sobre o lábio 
superior e inferior?

Semantics and 
linguistics

e. Is the patient able to breathe freely 
(i. e. has no problem in breathing 
without assistance and maintaining 
adequate oxygen saturation)?

T1: e. O paciente é capaz de respirar 
sozinho (ou seja, não tem problema 
para respirar sem assistência e mantém 
adequada saturação de oxigênio)? 
T2: e. O paciente é capaz de respirar 
espontaneamente (i.e., sem problemas 
respiratórios, sem assistência e mantendo a 
adequada saturação de oxigênio)?

e. O paciente é capaz de 
respirar espontaneamente 
(por ex. Não tem dificuldade 
para respirar sem assistência e 
mantêm adequada saturação 
de oxigênio?

Semantic

f. Are signs of a wet- or hoarse-
sounding voice absent?

T1: f. Há ausência de sinais como voz 
molhada ou rouquidão? T2: f. Os sinais de 
voz molhada – ou rouca – estão ausentes?

f. Os sinais de voz molhada e 
rouca estão ausentes?

Linguistics

B- Swallowing test with 1 teaspoon 
of water (can only be performed if all 
points under ‘A’ are ‘yes’).

T1: B – Teste de deglutição com uma 
colher de chá de água sem gás (pode ser 
realizado se todos os pontos “A” forem 
“sim”. T2: B – Teste de deglutição com uma 
colher de chá de água sem gás (poderá ser 
realizado somente se todos os pontos no 
item A forem “sim”).

B – Teste de deglutição com 
uma colher de chá com água 
sem gás (Somente poderá ser 
realizada se todos os pontos 
do item “A” forem “sim”).

Linguistics

Mouth inspected for residues and 
asked to swallow saliva when 
prompted.

T1: Inspeção oral para verificar a presença 
de resíduos e solicitação para deglutir a 
saliva. T2: Boca inspecionada para resíduos 
e paciente solicitado a deglutir saliva.

Inspeção oral para resíduo 
e paciente solicitado para 
deglutir saliva

Linguistics

Palpation of swallowing, observe 
for symptoms when phonation 
prompted.

T1: Verificar elevação laríngea por meio de 
palpação e observar alteração vocal quanto 
a fonação for solicitada. T2: Palpação da 
deglutição, observe os sintomas quando a 
fonação for solicitada.

Verificar elevação laríngea por 
meio de palpação e observar 
alteração vocal quando a 
fonação for solicitada.

Conceptual and 
linguistics

a. No evident swallowing activity?
T1: a. Nenhum sinal de deglutição? T2: a. 
Sem evidência de atividade de deglutição?

a. Ausência de atividade de 
deglutição?

Linguistics

b. Water leaks out of the mouth?
T1: b. Escape anterior de água? T2: b. A 
água escorre para fora da boca?

b. Escape oral anterior de 
água?

Linguistics

c. Coughing/throat clearing?
T1: c. Tosse ou pigarro? T2: c. Tosse / 
limpa a garganta?

c. Tosse ou pigarro? Semantic

d. Increase in respiratory rate?
T1: d. Dificuldade de respirar? T2: d. 
Dificuldade na respiração?

d. Dificuldade para respirar? Semantic

E. Wet/gurgly voice within 1 minute 
immediately after swallowing?

T1: e. Voz molhada ou borbulhante após 
1 minuto imediatamente após a deglutição. 
T2: e. Voz molhada ou borbulhante em 
1 minuto imediatamente após a deglutição?

e. Voz molhada ou borbulhante 
dentro de  
um minuto imediatamente após 
a deglutição

Semantic

a. Coughing after swallowing (within 
1 min)

T1: a. Tosse após a deglutição (até 1 
minuto). T2: a. Tosse após a deglutição? 
(Dentro de 1 minuto).

a. Tosse após a deglutição, 
dentro de um minuto?

Semantic

b. Choking attacks (within 1 min)
T1: b. Episódios de engasgo (até 1 minuto). 
T2: b. Episódios de engasgos? (Dentro de 
1 minuto).

b. Episódios de engasgo? 
(Dentro de um minuto após a 
deglutição

Semantic

c. Change in vocal quality (within 1 
min, ask to say ‘Aah’)

T1: c. Mudança na qualidade vocal (até 
1 minuto, solicitar que diga “Aah”). T2: c. 
Mudança na qualidade vocal? (Dentro de 
1 minuto, solicite um /a/).

c. Mudança da qualidade 
vocal? (Dentro de um minuto 
após a deglutição e solicitar 
que diga /a/)

Semantic and 
Linguistics

d. Test terminated (or unable to be 
performed)

T1: d. Teste terminado? (Ou impossibilidade 
de ser desenvolvido). T2: d. Teste 
finalizado? (Ou incapaz de ser realizado).

d. Teste encerrado? (Ou 
incapaz de ser realizado)

Linguistics

D- MSA findings
T1: D – Conclusões da MSA. T2: 
D – Achados da MSA.

D – Achados da MSA Semantic

a. Swallowing assessment 
pathological in A, B or C: NO/ YES : If 
‘Yes’, then c or d

T1: a) Avaliação da deglutição alterada em 
A, B ou C: não/sim; se “sim”, então “c” ou 
“d” ou “e”. T2: a) Avaliação da deglutição 
patológica em A, B ou C: Não/Sim: Se 
“sim”, então c ou d ou e.

a. Alteração da deglutição em 
A, B ou C: não/sim: se “sim”, 
então “c” ou “d” ou “e”.

Conceptual
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Chart 2. Exposure of the items of the Modified Swallowing Assessment (MSA) instrument in the original and back-translated versions with 
respective judgment of discrepancies (conceptual, linguistic and semantic) after the process of translation and adaptation to Brazilian Portuguese

Original Version Back-translation Discrepancy

A- Swallowing Checklist (all patients). A- Swallowing Screening (all patients) Semantic

a. Is the patient alert and responding to speech?
a. Is the patient alert and responsive to verbal 
commands?

Linguistics

b. Can the patient cough when asked to? b. Can the patient cough when asked? Linguistics

d. Is the patient able to lick their top and bottom 
lip?

d. Is the patient able to pass the tongue over the 
upper and lower lip?

Semantic

e. Is the patient able to breathe freely (i. e. has 
no problem in breathing without assistance and 
maintaining adequate oxygen saturation)?

d. Is the patient able to breathe spontaneously 
(e.g., Is there difficulty breathing without 
assistance and maintain adequate oxygen 
saturation?

Semantic

f. Are signs of a wet- or hoarse-sounding voice 
absent?

f. Are signs of wet and hoarse voice missing? Semantic

Mouth inspected for residues and asked to 
swallowing saliva when prompted

Oral inspection for residue and patient asked to 
swallow saliva

Linguistics

Palpation of swallowing, observe for symptoms 
when phonation prompted

Verify laryngeal elevation by palpation and observe 
vocal alteration when phonation is requested.

Semantic

a. No evident swallowing activity? a. Absence of swallowing activity? Semantic

b. Water leaks out of the mouth? b. Anterior oral escape of water? Semantic

c. Coughing/throat clearing? c. Cough or throat clearing? Linguistics

d. Increase in respiratory rate? d. Trouble breathing? Semantic

e. Wet/gurgly voice within 1 minute immediately 
after swallowing?

e. Voice wet or bubbling inside of one minute 
immediately after swallowing

Conceptual

f. Have you doubts or a bad impression?
f. Do you have any doubts or any negative 
impression?

Linguistics

C- 90-mL water swallow test (can only performed if 
all points under ‘B’ are ‘No’).

C - Swallowing test with 90 ml of water (This can 
only be done if all the points in item ‘B’ are ‘no’.

Linguistics

Functional disturbance according to Suiter &amp; 
Leder criteria: Terminate assessment if ‘yes’ for any 
function.

Impaired function according to criterion of Suiter 
& Leder: End evaluation if there is “yes” for any 
function

Linguistics

a. Coughing after swallowing (within 1 min) a. Cough after swallowing, within one minute? Linguistics

b. Choking attacks (within 1 min)
b. Episodes of choking? (Within one minute after 
swallowing)

Semantic

c. Change in vocal quality (within 1 min, ask to say 
‘Aah’)

c. Change in vocal quality? (Within one minute 
after swallowing and requesting to say / a /)

Semantic

d. Test terminated ( or unable to be performed) d. Test ended? (or unable to be performed) Linguistics

a. Swallowing assessment pathological a- Change in swallowing Semantic

c. Swallowing therapist informed: c- SLP therapist informed: Conceptual

d. Doctor informed: d- Physician informed: Conceptual

e. Texture modified diet (TMD) with the help of the 
swallowing therapist (more options see summary 
SFC):

e. Nothing by oral pathway (NBOP) / alternative 
feeding pathway. By means of evaluation by SLP 
therapist or physician

Semantic

Chart 1. Continued...

Original version Translations 1 and 2 Synthesis version Discrepancies

b. Clinical suspicion of aspiration rink: 
NO/ YES: If ‘Yes’, then c or d

T1: b) Suspeita clínica de risco de 
aspiração: não/sim: se “sim”, então “c” ou 
“d” ou “e”. T2: b) Suspeita clínica de risco 
de aspiração: Não/Sim: Se “sim”, então c 
ou d ou e.

b. Suspeita clínica de risco de 
aspiração: não/sim: se “sim”, 
então “c” ou “d” ou “e”.

Semantic

c. Swallowing therapist informed: 
NO/ YES;

T1: c) Fonoaudiólogo ciente: não/sim.  
T2. c) Fonoaudiólogo informado: Não/Sim.

c. Fonoaudiólogo informado: 
não/sim

Semantic

d. Doctor informed: NO/YES
T1: d) Médico ciente: Não/Sim. T2: d) 
Médico informado: Não/Sim.

d. Médico informado: não/sim Semantic

e. Texture modified diet (TMD) with 
the help of the swallowing therapist 
(more options see summary SFC):

T1:e) Nada via oral (NVO)/Sonda 
nasoenteral (SNE) até avaliação com 
fonoaudiólogo ou médico: T2: e) NPO 
(Nada por via oral) / sonda nasogástrica 
(SNG) até a avaliação pelo fonoaudiólogo 
ou médico.

e. Nada por via oral (NPVO) / 
via alternativa de alimentação. 
Até a avaliação pelo 
fonoaudiólogo ou médico

Semantic and 
conceptual
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The application of the instrument to the 22 patients took 
an average of 20 minutes each and there was no report by the 
evaluators about difficulties regarding either the application 
of the instrument or the content of the items.

There was 90% agreement between the evaluators when 
considering the Likert-type scale answers to the questions. This 
percentage corresponds to the response of one of the evaluators 
who partially disagreed with the statement “Application of the 
instrument is fast”. Therefore, no need to adjust the instrument 
translated into Brazilian Portuguese (MSA-BR) was considered.

The final version of the instrument, after translation and 
cross-cultural adaptation into Brazilian Portuguese, is shown 
in Appendix 1.

DISCUSSION

This study aimed to translate and adapt the Modified 
Swallowing Assessment (MSA) protocol(17) for Brazilian 
post‑stroke patients into Brazilian Portuguese.

The lack of formal and objective instruments translated and 
adapted to the target culture, impact the process of dysphagia 
assessment and diagnosis, as well as the definition and 
elaboration of plans and therapeutic interventions. The use of 
screening instruments for dysphagia helps health professionals 
to identify patients who would benefit from a complete 
swallowing assessment. Studies indicate that screening tools 
must be brief, accessible, minimally invasive, low cost and 
should provide sensitivity and specificity in their results(22).

According to the literature, the dysphagia identification 
process should include tests that evaluate oral and laryngeal 
functions, such as increased oral transit, changes in vocal quality, 
inefficient involuntary cough, decreased laryngeal elevation 
during saliva swallowing(23). Tests with water constitute a 
quick and affordable option.

The MSA protocol(17) is a tool designed for post-stroke 
individuals, widely used in Germany(24). It is a standardized tool, 
easily understandable and applicable and low cost. Considering 
the instrument’s characteristics and the lack of validated 
screening tools in Brazilian Portuguese, the importance of this 
protocol translation and cross-cultural adaptation is reiterated.

This cross-cultural adaptation sought to emphasize semantic 
equivalence, to the detriment of the literal translation of the 
items. As recommended by the literature, the process of 
translation and cross-cultural adaptation must be meticulous to 
maximize and preserve the levels of semantic and conceptual 
equivalence between the original and the target language 
instrument(25). The search for maximum equivalence between 
the original instrument and its translated version should guide 
the entire process, in order to avoid distortions(26).

It is important to assess the patient’s characteristics and, 
especially, the cognitive status before deciding to perform 
diagnostic investigations. Patients with cognitive impairment 
may be impaired in the assessment, for not understanding 
what the assessor is asking(22). Neurological disorders that 
affect the cortical regions involved in swallowing may impair 
swallowing control caused by deficits in concentration or 

selective attention(27). Therefore, the present instrument 
addresses, in its first stage, the patient’s cognitive status, to 
verify the possibility of continuing the procedure.

Scholars argue about the present instrument’s high 
requirement of the initial questions that exclude any patient 
who does not fully understand simple questions or does not 
perform movements voluntarily, such as specific movements of 
the tongue, even though it is clinically clear that it is the case 
of the first participant who was ascribed the “failure” concept 
in this study. Thus, the impression or empirical feeling is that, 
perhaps the patient is more sensitive than specific; this is why 
we emphasize the need for the instrument’s validation process 
to continue and proceed to clarify the test’s effectiveness and 
accuracy. It is noteworthy that, quick and validated instruments 
in Brazilian Portuguese are needed to refer these patients to 
specialized care early in the process. It is worth remembering 
that in connection with this instrument, should any “failure” be 
ascribed, the patient should be referred for a full swallowing 
assessment and speech therapy follow-up.

The test can only be continued if there are no clinical 
signs of laryngotracheal aspiration. If so, a swallowing test 
is performed with 90 ml of water, in a glass, in a free sip and 
again observing any aspiration signs. Studies on swallowing 
assessment use water in different volumes, such as 5 mL and 
60 mL, and these tests showed sensitivity and specificity of 
27.0% to 85.0% and 50.0% to 88.0%, respectively(28). There 
is evidence that swallowing screening performed within 
72 hours of treatment for acute stroke can prevent clinical 
complications from oropharyngeal dysphagia(29). As this is 
only the stage of translation and cross-cultural validation of 
MAS-BR, unfortunately, no sensitivity and specificity values 
of this version are yet available.

In addition, an important literature review study with 
meta-analysis compared swallowing tests with water and 
videofluoroscopy examinations and swallowing videoendoscopy. 
The authors point out that there is significant scientific evidence 
in favor of the use of tests with consecutive sips of 90 to 100ml 
of water; they also recommend the observation of changes in 
vocal quality after swallowing (as in the instrument assessed 
in the present study), for the detection of aspiration risk(30).

It is noteworthy that the present study is still in progress for 
the second stage of the validation process, in order to obtain 
its accuracy data through application in post-stroke patients.

The main author of the original instrument published studies 
showing an excellent result in the screening of patients with 
dysphagia(18,29); we expect to achieve similar results, reducing 
the use of antibiotic therapy, by the reduction of the aspiration 
pneumonia frequency.

Study limitations

We consider limitations of this study the reduced sample 
in the instrument applicability phase after the synthesis of the 
translated versions, in addition to the non-reapplication of the 
instrument after the final synthesis.
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CONCLUSION

After the stage of translation and cross-cultural adaptation 
of the MSA, it was concluded that the semantic, linguistic 
and conceptual equivalences found during the process were 
satisfactory, with no major changes necessary to adjust the 
instrument to Brazilian Portuguese (MSA-BR).

The process of translation and cross-cultural adaptation 
maintained all the items of the original protocol and the standards 
and characteristics of the instrument. It should be pointed out 
that the MSA-BR continues with this research group for the 
assessment of the validity and reliability stages and accuracy 
measurements for the complete validation of the instrument.
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Appendix 1. Final version of the instrument after translation and adaptation to Brazilian Portuguese

Modified Swallowing Assessment (MSA-BR)
Identificação

Nome:

Número do registro:

Data de nascimento:

Data:

Avaliador:

A- Rastreio da Deglutição (todos os pacientes)

Suspeita de aspiração se a resposta for “não” Não Sim Comentários

a. O paciente está alerta e responde a comandos verbais?

b. O paciente consegue tossir quando solicitado?

c. O paciente é capaz de manter o controle da saliva?

d. O paciente é capaz de passar a língua sobre o lábio superior e 
inferior?

e. O paciente é capaz de respirar espontaneamente (por ex. Não tem 
dificuldade para respirar sem assistência e mantêm adequada saturação 
de oxigênio?

f. Os sinais de voz molhada e rouca estão ausentes?

B – Teste de deglutição com uma colher de chá com água sem gás (Somente poderá ser realizada se todos os pontos do item “A” forem “sim”)
Paciente sentado ereto com tronco apoiado
Inspeção oral para resíduo e paciente solicitado para deglutir saliva
Verificar elevação laríngea por meio de palpação e observar alteração vocal quando a fonação for solicitada.

Comprometimento da função de acordo com critério de Perry:
Não Sim Comentários

Encerrar a avaliação se “houver sim” para qualquer função

a. Ausência de atividade de deglutição?

b. Escape oral anterior de água?

c. Tosse ou pigarro?

d. Dificuldade para respirar?

e. Voz molhada ou borbulhante dentro de um minuto imediatamente 
após a deglutição

f. Você tem dúvidas ou alguma impressão negativa?

C – Teste de deglutição com 90ml de água (Somente poderá ser realizado se todos os pontos no item ‘B’ forem “não”

Comprometimento da função de acordo com os critérios de Suiter & Leder:
Não Sim Comentários

Encerrar a avaliação se “houver sim” para qualquer função

a. Tosse após a deglutição, dentro de um minuto?

b. Episódios de engasgo? (Dentro de um minuto após a deglutição)

c. Mudança da qualidade vocal? (Dentro de um minuto após a deglutição e 
solicitar que diga /a/)

d. Teste encerrado? (Ou incapaz de ser realizado)

D – Achados da MAS:
a. Alteração da deglutição em A, B ou C: (  ) não (  )sim- se “sim”, então “c” ou “d” ou “e”.
b. Suspeita clínica de risco de aspiração: (  ) não (  ) sim- se “sim”, então “c” ou “d” ou “e”.
c. Fonoaudiólogo informado: (  ) não (  )sim
d. Médico informado: (  ) não (  )sim
e. Nada por via oral (NPVO) / via alternativa de alimentação. Até a avaliação pelo fonoaudiólogo ou médico 
(  ) não (  )sim

Comentários:
Data:
Assinatura:


