
PD Talk Transcript: Drooling and 
Swallowing in Parkinson's Disease 
About This Transcript 
This is an accessible transcript of a Parkinson's Association of Southwest Florida "PD Talk" 
presented by Judy Jenner, Speech-Language Pathologist, on June 24, 2026. It is formatted to 
meet accessibility best practices under the Americans with Disabilities Act (ADA) and the Web 
Content Accessibility Guidelines (WCAG). 

Contents 
1. Welcome and Introduction 
2. Understanding Saliva 
3. Why Drooling Happens: A Live Demonstration 
4. How Drooling Affects Daily Life 
5. What Causes Drooling in Parkinson's 
6. Factors Linked to Higher Drooling Frequency 
7. Stages of Drooling Progression 
8. Managing Drooling: First Steps 
9. Behavioral Techniques and Other Interventions 
10. Medical and Procedural Treatments 
11. Practical Daily Tips to Reduce Drooling 
12. Transition to Swallowing Problems 
13. Video Demonstration: Normal vs. Abnormal Swallow 
14. Incidence of Dysphagia by Disease Stage 
15. Consequences of Dysphagia 
16. Causes and Warning Signs of Swallowing Problems 
17. Getting Evaluated 
18. Treatment Approach 
19. General Safe-Swallowing Guidelines 
20. Oral Care and Nutrition 
21. Closing Remarks 
22. Question and Answer Session 

 

1. Welcome and Introduction [00:00] 
Gayla, Moderator: Good afternoon, and thank you all for coming to another PD Talk brought to 
you by the Parkinson's Association of Southwest Florida. Today we have a very interesting talk 
with Judy Jenner. Judy is a speech and language pathologist and has been with the Parkinson's 
Association of Southwest Florida for more than eight years — I think about ten or twelve, 



actually — starting out in person and now via Zoom six times a week. Judy is going to give us a 
presentation on the importance of speech therapy and speech exercise for chewing and 
swallowing. Judy, if you would like to introduce yourself and start us off. 

Judy Jenner, Speech-Language Pathologist: Sure. I am very happy to be here today, and we 
are going to be talking about drooling and swallowing problems, which are significant issues 
with Parkinson's disease. I hope we can give you some good suggestions on things to do. As 
Gayla said, my name is Judy Jenner. I have been with the Parkinson's Association for about ten 
or twelve years. I am a speech and language pathologist, and I spent most of my career in adult 
rehabilitation. Let's go ahead and get started with drooling first. 

[Note: Throughout the presentation, Judy experienced repeated technical difficulty advancing her 
slides. These brief interruptions have been omitted below for readability, as they do not affect the 
instructional content.] 

 

2. Understanding Saliva [01:30] 
Saliva production is continuous. It occurs all day and all night. A person produces between two 
and four pints of saliva a day, and swallowing saliva is automatic — you do not have to think 
about it. During the daytime, a person swallows anywhere between 500 and 700 times, more if 
eating or drinking. This is about once a minute when not eating, and about 300 times while 
asleep. 

Functions of saliva: 

• Moistens the mouth, reduces friction, and allows for easier talking, chewing, and 
swallowing. 

• Facilitates tissue repair in the mouth. 
• Acts as an antibacterial agent, helping to kill germs. 
• Maintains a stable pH level in the mouth by neutralizing acids produced by bacteria, 

food, and liquid. 

 

3. Why Drooling Happens: A Live Demonstration [04:00] 
Judy led a short in-session exercise with attendees. Description of the exercise: participants 
were first asked to swallow the saliva currently in their mouths. Then they were asked to 
deliberately not swallow, and to let saliva pool for about one minute [pause] until it became 
noticeably uncomfortable. Finally, participants were asked to swallow again. The exercise 
demonstrated that people with Parkinson's disease can swallow saliva normally when prompted 
to do so. 



The core challenge: saliva is tasteless and has no thermal quality. It is not hot or cold, and the 
amount present in the mouth at any given moment is very small. As a result, very little sensory 
feedback signals that saliva is present, so the automatic swallow reflex is triggered less often 
than it should be. 

 

4. How Drooling Affects Daily Life [06:00] 
• Bad breath and poor oral hygiene, caused by bacteria buildup when saliva is not regularly 

clearing the mouth. 
• Increased bacterial load, which raises the risk of pneumonia if saliva containing bacteria 

is inhaled into the lungs. 
• Dermatitis and skin redness around the mouth. 
• Interference with chewing, swallowing, and the ability to take oral medications; some 

individuals lose medication doses due to drooling. 
• Difficulty speaking when the mouth is very dry or drooling is significant. 
• Social embarrassment, which is associated with lower quality-of-life scores in affected 

individuals. 

 

5. What Causes Drooling in Parkinson's [07:30] 
Parkinson's disease does not cause an increase in saliva production. This is a common 
misconception; people produce the same amount of saliva before and after diagnosis. Instead, 
drooling results from several Parkinson's-related factors: 

• Reduced automatic motor function: similar to the reduction in eye-blink frequency and 
arm swing seen in Parkinson's, the frequency of automatic swallowing also decreases, 
from roughly 500 to 700 times a day down to as few as 300, allowing saliva to pool. 

• Slowed muscle movement for swallowing, including reduced tongue mobility, which is 
closely associated with drooling, even though drooling itself is not classified as a 
swallowing disorder. 

• Typical Parkinson's posture: a forward-leaning stance, open-mouth positioning, mouth 
breathing, and reduced lip strength and closure all contribute to saliva pooling at the front 
of the mouth and spilling out. 

• Suboptimal medication management, which may leave motor symptoms under-treated. 

 

6. Factors Linked to Higher Drooling Frequency [10:00] 
• Presence of swallowing problems, known as dysphagia, which is a primary contributor to 

drooling. 



• Cognitive issues such as dementia or hallucinations. 
• Greater overall disease severity, particularly slowness of movement and rigidity. 
• Older age, male gender, and disease duration of fifteen or more years. 
• Reduced facial expression, sometimes called a "masked face." 
• Speech problems, including unclear articulation and soft voice. 

Drooling is not associated with age at diagnosis, medication dosage, or increased saliva 
production. 

 

7. Stages of Drooling Progression [12:00] 
1. Nighttime-only drooling. 
2. Mild daytime accumulation, often noticed during periods of concentration. 
3. Visible daytime spilling. 
4. Continuous drooling with associated swallowing problems. 

Progression through these stages is not guaranteed or predictable. As with other Parkinson's 
symptoms, the course varies by individual. 

Prevalence: 

• Daytime drooling occurs in about 30 percent of patients. 
• Nighttime drooling is more common, occurring in about 58 percent of patients. 
• Nighttime drooling does not always progress to daytime drooling, but when it does, it is 

typically linked to longer disease duration, worsening oral motor control, and stooped 
posture. 

• Overall prevalence estimates range from 10 to 80 percent, with most studies clustering 
between 30 and 70 percent. 

• Drooling can occur at any stage of Parkinson's disease, including Stage 1. 

 

8. Managing Drooling: First Steps [15:00] 
• Talk with your doctor. Some medications can worsen drooling and may need 

adjustment. Ensure rigidity and stiffness are properly medicated, and discuss optimizing 
medication timing. 

• Consider speech therapy to develop a targeted exercise program and to be evaluated for 
swallowing problems, including what is known as occult dysphagia, meaning early 
swallowing issues that many patients do not recognize on their own, given the close link 
between drooling and swallowing difficulty. 

• Consider physical and occupational therapy, especially for posture. Proper sitting 
techniques can meaningfully aid saliva management. 



 

9. Behavioral Techniques and Other Interventions [17:00] 
• Swallow-prompt applications: free smartphone apps, such as one called Swallow 

Prompt, can deliver a periodic audible or vibrating reminder to swallow. One member 
connects the prompt to her hearing aid so the reminder is discreet to others. 

• Deep brain stimulation, referred to as DBS, is sometimes associated with reduced 
drooling, though it should never be pursued for that reason alone. 

• Education: understanding drooling as a recognized Parkinson's symptom is itself a 
helpful first step. 

 

10. Medical and Procedural Treatments [18:30] 
• Oral medications, including sublingual drops, sprays, and the motion-sickness patch (the 

patch has not been well studied for this use), reduce drooling by decreasing saliva 
production. These medications carry a higher risk of serious side effects in people with 
Parkinson's, including delirium, confusion, and hallucinations, so they are not commonly 
recommended. 

• Botox injections are the current standard treatment. Botox is injected into the salivary 
glands to reduce saliva production, typically lasting three to five months. Side effects are 
usually mild and temporary, such as excess dryness or minor swallowing difficulty. 
Botox injections carry no systemic side effects, unlike oral medications, and are covered 
by Medicare. 

 

11. Practical Daily Tips to Reduce Drooling [20:30] 
• Suck on sugar-free hard candy to stimulate swallowing. 
• Suck on ice chips or chew gum. 
• Stay well hydrated. Thin saliva is easier to swallow than thick saliva, and frequent sips of 

water help clear the mouth. 
• Consider wrist sweatbands, similar to those worn by tennis players, for dabbing the 

mouth. These are washable and may be more discreet than tissues. 
• Practice exercises that improve movement of the face, lips, tongue, and voice loudness, 

through formal speech therapy or the Association's speech exercise groups. 
• Treat each wipe as an opportunity: when possible, attempt a strong, effortful swallow 

instead of simply wiping away saliva, since this doubles as muscle exercise. 

 



12. Transition to Swallowing Problems [22:00] 
Swallowing problems, known as dysphagia, are a major concern in Parkinson's disease primarily 
because of the risk of aspiration pneumonia, which occurs when food, liquid, or saliva enters the 
lungs, with or without an accompanying cough, and deposits bacteria that cause infection. This 
differs from ordinary community-acquired pneumonia. Aspiration pneumonia is a leading cause 
of death in Parkinson's disease, accounting for an estimated 25 to 70 percent of Parkinson's-
related mortality. 

 

13. Video Demonstration: Normal vs. Abnormal Swallow 
[24:00] 
Description of visual content: Judy shared a modified barium swallow study, which is an X-ray 
video of a person swallowing, comparing a normal swallow to a disordered one, so that the 
information is understandable without viewing the video directly. 

• In the normal swallow, liquid moved cleanly down the esophagus, the tube leading to the 
stomach, with no residue left behind. 

• In the abnormal swallow, liquid was seen entering both the esophagus and the trachea, 
the tube leading to the lungs. Notably, this did not trigger a protective cough, which is the 
response typically expected when material enters the airway. 

 

14. Incidence of Dysphagia by Disease Stage [25:30] 
Thirty to forty percent of people with Parkinson's self-report swallowing problems, but objective 
testing using a swallow study reveals a true incidence closer to 50 to 80 percent. Swallowing 
difficulty is frequently unrecognized or underreported. In advanced Parkinson's disease, roughly 
95 percent of individuals have some degree of dysphagia. 

Dysphagia occurs across all stages of Parkinson's disease: 

• Stage 1: approximately 50 percent have some dysphagia, though it is often unnoticed. 
Early signs include slower swallowing, occasional coughing, or needing a second 
swallow to clear the throat. 

• Stage 3: muscle rigidity and slowness begin affecting the mouth, which impairs chewing, 
and the throat, which impairs swallowing. 

• Stages 4 and 5: major swallowing concerns emerge, marked by weakness and poor 
coordination. 

As with drooling, progression is unpredictable and varies by individual. 



 

15. Consequences of Dysphagia [27:00] 
• Aspiration and aspiration pneumonia. 
• Malnutrition and weight loss, as chewing and swallowing difficulty can reduce a person's 

willingness to eat. 
• Reduced energy for daily activity and exercise. 
• Dehydration, resulting from difficulty safely drinking liquids. 
• Difficulty taking medications, which can worsen physical symptoms. 
• Diminished quality of life, including the social and emotional impact of struggling to 

enjoy meals with family and friends. 

 

16. Causes and Warning Signs of Swallowing Problems 
[28:30] 
Underlying causes include slower and smaller movements for chewing and moving food in the 
mouth, impaired coordination of the swallow, and the need to precisely time breathing with 
swallowing, since breathing briefly pauses during a swallow. 

Warning signs to watch for: 

• Drooling. 
• Unplanned weight loss, or avoiding liquids due to choking. 
• Food pocketing between the cheek and gum. 
• Coughing, choking, or throat-clearing during or after eating. 
• A sensation of food getting stuck going down. 
• Frequent chest congestion or pneumonia. 

 

17. Getting Evaluated [30:00] 
Ask your physician for a referral to speech-language pathology for a swallowing evaluation. This 
typically includes a clinical history and observation of eating, as well as a modified barium 
swallow study, the X-ray video test described above. This test takes about ten minutes and 
involves eating and drinking different textures mixed with barium, allowing the therapist to 
pinpoint exactly where the swallow breaks down, whether in the mouth, tongue, or throat. 

Swallowing problems should never be ignored, as they tend to progress over time. 

 



18. Treatment Approach [31:30] 
• Oral motor and swallowing exercises to improve strength and coordination. 
• Respiratory muscle strength training, to support a strong, effective protective cough. 
• Parkinson's-specific speech therapy programs, such as LSVT LOUD or SPEAK 

OUT!. Although designed primarily for voice and speech, these programs often improve 
swallowing as well, since swallowing and speech rely on overlapping muscle groups. 

• Diet modification, including transitioning to softer solid foods, such as quiche, fish, 
ground meats, meatloaf, and lasagna, and to thicker liquids, which move more slowly and 
provide better sensory feedback than thin liquids. 

• Postural modifications during eating. 
• Improved focus and attention while eating. 
• Compensatory strategy training, individualized to the patient. 

 

19. General Safe-Swallowing Guidelines [33:00] 
• Sit upright while eating. Never eat lying down or reclined. 
• Minimize distractions, such as television or phones, to stay focused on the meal. 
• Remain upright for about sixty minutes after eating to reduce reflux risk. 
• Eat only foods approved by your speech therapist, often soft foods that can be cut with a 

fork. 
• Add moisture to food, such as gravies, sauces, or condiments. Dry foods like meat, bread, 

and crackers are harder to manage. 
• Take small bites, about a half-teaspoon in size. A smaller utensil can help control bite 

size. 
• Eat slowly. Some patients use their non-dominant hand or set the fork down between 

bites to help pace themselves. 
• Chew each bite thoroughly and swallow completely before taking another. 
• Avoid mixing solid and liquid textures in the mouth at the same time. 
• Alternate liquids and solids during the meal rather than mixing them. 
• Take single small sips rather than continuous drinking, which requires more complex 

breath-and-swallow coordination. 
• Use a dry swallow, meaning swallowing with nothing in the mouth, if food or liquid 

residue remains. 
• Drink from a short, wide glass rather than tipping the head back. Avoid standard plastic 

water bottles for the same reason. 

 

20. Oral Care and Nutrition [36:00] 
Good oral hygiene, including regular dental exams, brushing, flossing, and rinsing, helps 
minimize the bacteria that could be inhaled into the lungs. Maintaining strong nutritional support 



is also essential, given the elevated risk of malnutrition and dehydration. Professional nutritional 
guidance should be sought as needed, since malnutrition can significantly affect immunity and 
energy levels. 

Key takeaway: Changes in swallowing and drooling are often subtle and can go unnoticed or 
unreported until they become significant problems. Staying vigilant and proactive is important. 

 

21. Closing Remarks [37:00] 
Judy encouraged attendees to join the Association's speech exercise groups as a helpful first step 
in learning about and managing drooling and swallowing issues. She noted that while the groups 
are not a substitute for one-on-one speech therapy for a diagnosed problem, they are a valuable 
starting point for anyone wanting to get ahead of these issues. 

 

22. Question and Answer Session [38:00] 
J.M., Attendee: How is aspiration pneumonia treated, and how do you know you have 
aspiration pneumonia rather than regular pneumonia? Also, it seems like coughing is good? 

Judy Jenner: Aspiration pneumonia is treated the same as any pneumonia, using antibiotics, 
hospitalization if required, and breathing treatments. Only the underlying cause differs. As for 
coughing, a strong, productive cough is a good thing, and it is what you want to happen if 
something goes down the wrong pipe. However, coughing or choking during a meal is a warning 
sign of aspiration and should be evaluated; it differs from a healthy protective cough response. In 
the earlier video, the individual with the abnormal swallow did not cough at all when material 
entered the airway, which is a concerning sign. 

D.F., Attendee: If pocketing is noticed near the back jawline, what is the best way to address it? 

Judy Jenner: Ideally, the tongue clears out the cheeks, but in Parkinson's disease, reduced 
tongue strength may make that difficult, which can be addressed in therapy. In the meantime, 
using a finger, or a napkin at the table, to clear the pocketed food works. For patients needing 
assistance, a small sponge-tipped swab, sometimes called a toothette, can be used to clear the 
cheek. 

[Note: The transcript briefly loses clarity here, with an unclear reference to "Tom Hudson." The 
following question is attributed to Robert Linabery, based on context.] 

R.L., Attendee: My drooling issue seems related to weak lips. What exercises can help 
strengthen lip muscles? 



Judy Jenner: Several options help improve lip closure, including strong, deliberate lip 
movements, whistling, humming, "oo" shaping exercises, sucking thick liquids through a straw, 
and even holding a piece of paper between the lips to build awareness of keeping the lips 
together. Open-mouth posture is common in Parkinson's disease, so any exercise targeting lip 
closure is beneficial. 

Gayla, Moderator: You are more than welcome to join us in speech exercise anytime. It is a 
very informal, welcoming group, and several members here attend regularly. Judy, thank you so 
much. I always learn something from your presentations. 

Judy Jenner: I hope so. It was a pleasure to see everybody. 

 

Accessibility note: Timestamps in this transcript are estimated based on typical speaking pace 
and section length, as no source audio or video timecodes were provided with the original 
recording. If the source recording becomes available with embedded timecodes, this transcript 
can be updated to reflect exact times. 

 

 
 


