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Abstract: Sarcopenia, defined as a decline in muscle mass and function related to aging, affects
both limb and swallowing-related muscles. Sarcopenic dysphagia is characterized by decreased
swallowing function; therefore, early detection of subclinical dysphagia and subsequent intervention
appear to be crucial in the elderly. Numerous tools have been employed to measure the function,
strength, and mass of swallowing-related muscles in sarcopenic elderly. The swallowing function
can be evaluated by questionnaires like Eating Assessment Tool, Functional Oral Intake Scale, and
Food Intake Level Scale, and tests such as the modified water swallowing test and videofluoroscopic
swallowing study. Surface electromyography and high-resolution manometry can be applied for
quantifying swallowing-related muscle strength. Modalities such as ultrasonography and magnetic
resonance imaging are capable of estimating the swallowing muscle mass. In patients with sarcopenic
dysphagia, a thorough assessment should be given followed by an integrated intervention combining
swallowing muscle strengthening, nutrition support, food texture modification, physical, and occu-
pational therapies. This article aimed to comprehensively summarize the diagnostic criteria/tools as
well as their associations/performance in sarcopenic dysphagia. The intervention strategy will also
be narrated in this review.
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1. Introduction

Sarcopenia is described as a decline in muscle mass, strength, and physical function.
The pathophysiology of sarcopenia comprises primary and secondary causes. The former
is considered as age-related changes without other specific pathologies. Sarcopenia derived
from a systemic disease (malnutrition, malabsorption, physical inactivity, advanced organ
failure, inflammatory/endocrine disease, or malignancy) is termed secondary sarcope-
nia [1]. Several adverse health outcomes were found in the elderly with sarcopenia, such as
increased mortality and longer hospitalization [2]. Furthermore, like the extremity muscles,
swallowing-related muscles can also be affected in these patients [3]. Previous studies
evaluating the elderly demonstrated that sarcopenia was an independent risk factor for
dysphagia [4,5]. Although there are no golden diagnostic criteria for sarcopenic dysphagia,
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many tools have been used for the evaluation. The diagnosis of sarcopenic dysphagia
heavily depends on the assessment of swallowing function whereby comprehensive evalu-
ation and prompt intervention are paramount. Since sarcopenic dysphagia has become
an important issue concerning the nutritional status of the elderly, the present narrative
review aimed to explore the current evidence in the pertinent literature.

2. Definition
2.1. Sarcopenia

Sarcopenia is a clinical syndrome that refers to a gradual and generalized loss of
skeletal muscle mass and strength [2]. The decline of muscle mass is about 3–8% per decade
after the age of 30 years and rises to 15% after 70 years of age [6,7]. Recently, the concept
of the gut-muscle axis has been proposed to play a crucial role in the development of
sarcopenia. The gut microbiota has been found to impact muscle volume and performance
through mediating inflammatory reactions, immunity, endocrine function, and energy
metabolism [8,9]. According to the European Working Group on Sarcopenia in Older
People (EWGSOP) [1] and Asian Working Group for Sarcopenia (AWGS) [10] diagnostic
criteria, sarcopenia is defined as low muscle mass, strength, and/or physical performance.
The cut-point value of sarcopenia revised by the European Working Group on Sarcopenia
in Older People (EWGSOP) in 2018 is (1) <7.0 kg/m2 in men and <5.5 kg/m2 in women
for low muscle quantity; (2) handgrip strength < 27 kg for men and < 16 kg for women for
low muscle strength; (3) 6-m walk < 0.8 m/s, Short Physical Performance Battery score ≤ 8,
5-time chair stand test ≥ 15 s, timed up-and-go test ≥ 20 s, or 400-m walk ≥ 6 min for low
physical performance [11]. Moreover, the cut-point value suggested by Asian Working
Group for Sarcopenia (AWGS) 2019 consensus is: (1) <7.0 kg/m2 in men and <5.4 kg/m2

in women on dual-energy X-ray absorptiometry; and <7.0 kg/m2 in men and <5.7 kg/m2

in women on bioimpedance analysis; (2) handgrip strength < 28 kg for men and < 18 kg
for women for low muscle strength; (3) 6-m walk < 1.0 m/s, Short Physical Performance
Battery score ≤ 9, or 5-time chair stand test ≥ 12 s for low physical performance [12]. Due
to the variations of its diagnostic criteria, the prevalence of sarcopenia ranges between 1%
and 29% in the elderly [13]. Of note, sarcopenia may also reduce the strength of swallowing
muscles, leading to dysphagia [14,15].

2.2. Dysphagia

Dysphagia is defined as difficulty in eating and swallowing [16], presenting with
impaired or prolonged transit of food or liquids from the oral cavity to the esophagus [17].
It commonly ensues as a consequence of diseases like esophageal cancer, stroke, and Parkin-
son’s disease [18]. The swallowing process can be divided into the following four stages:
the oral preparatory, oral, pharyngeal, and esophageal phases. The dysfunction in any of
the aforementioned stages can cause dysphagia [19]. The association of dysphagia with
several adverse health outcomes—e.g., malnutrition, dehydration, respiratory infections,
aspiration pneumonia, increased readmissions, institutionalization, and mortality-have
been identified [17]. As such, early detection of subclinical dysphagia and subsequent
intervention are crucial in the elderly.

2.3. Sarcopenic Dysphagia

Dysphagia caused by sarcopenia is categorized as sarcopenic dysphagia [3]. Indis-
putably, dysphagia is also a risk factor for malnutrition in older patients. The mechanism
behind sarcopenic dysphagia is thought to be a decline in the swallowing-related muscle
mass and strength. Age-related loss of swallowing muscle mass can be manifested as
a decrease in the thickness of the tongue [20], geniohyoid muscle [21], and pharyngeal
wall, and an increase in the pharyngeal lumen size [22]. These changes contribute to
decreased tongue strength, reduced range of tongue motion, weakened pharyngeal muscle
contraction, and deteriorated endurance of swallowing muscles, all of which are the risk
factors of dysphagia [23].
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Dysphagia increases the risk of malnutrition due to reduced oral intake. Patients who
can achieve full oral intake without additional nutrition support through parenteral routes
are able to obtain higher energy contents from food than those who cannot [24]. Decreased
nutrition support also leads to weight loss and disrupted synthesis of skeletal muscles,
which consequently result in further development of sarcopenia. Therefore, a vicious cycle
of sarcopenia and dysphagia eventually becomes inevitable (Figure 1).
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The consensus on the diagnosis of sarcopenic dysphagia has been established at
the 19th Annual Meeting of the Japanese Society of Dysphagia Rehabilitation [23]. The
coexistence of dysphagia and sarcopenia is mandatory for the diagnosis. In other words,
if the main cause of dysphagia is sarcopenia accompanied by loss of swallowing muscle
mass identified on imaging modalities, ‘definite sarcopenic dysphagia’ is confirmed. If
sarcopenia could not be ruled out as a cause of dysphagia, ‘probable sarcopenic dysphagia’
is considered. If the main cause of dysphagia is sarcopenia with the coexistence of diseases
that may be linked to dysphagia (such as stroke or head/neck cancer), ‘possible sarcopenic
dysphagia’ is defined (Table 1) [25].

A 5-step diagnostic algorithm has been developed by the Working Group on Sar-
copenic Dysphagia [23] (Figure 2). It categorizes the examinees into three groups: probable
sarcopenic dysphagia, possible sarcopenic dysphagia, and no sarcopenic dysphagia. Pa-
tients with diseases (other than sarcopenia) directly leading to dysphagia are excluded.
Compared with the aforementioned initial consensus, the advantage of this diagnostic
algorithm is the use of tongue pressure to represent its strength without assessing swal-
lowing muscle mass. The cut-off value for defining low tongue pressure is 20 kPa. In 2017,
Mori et al. [25] enrolled 119 old inpatients for verifying the reliability and validity of the
5-step algorithm. The intra-class coefficients for intra- and inter-rater reliability were 0.87
(95% confidence interval [CI]: 0.73–1.01), and 0.98 (95% CI: 0.92–1.02), respectively. In 2019,
Wakabayashi et al. [26] recruited 108 patients to assess the prevalence and prognosis of
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sarcopenic dysphagia by using the same algorithm. The study revealed the prevalence
of sarcopenic dysphagia as 32% in patients who require rehabilitation for swallowing
dysfunction. The authors also identified that the swallowing function at discharge was
worse in patients with sarcopenic dysphagia vs. non-sarcopenic dysphagia.

Table 1. Diagnostic criteria for sarcopenic dysphagia.

Item Criteria

1 Presence of dysphagia

2 Presence of whole-body sarcopenia

3
The results of imaging tests (computed tomography, magnetic
resonance imaging, ultrasonography) are consistent with loss

of swallowing muscle mass

4 The causes of dysphagia are excluded except for sarcopenia

5 The main cause of dysphagia is considered to be sarcopenia
Definite diagnosis: 1, 2, 3, 4. Probable diagnosis: 1, 2, 4. Possible diagnosis: 1, 2, 5.
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3. Tools for the Evaluation of Sarcopenic Dysphagia
3.1. Overview

There are several validated clinical and instrumental methods to evaluate dysphagia
in sarcopenic individuals. The tools used in the evaluation of sarcopenia include muscle
mass, muscle strength, and physical performance. Dual-energy X-ray absorptiometry
(DXA) and bioimpedance analysis (BIA) have been commonly applied for the measure-
ment of muscle mass. The dynamometer is used to evaluate grip strength. The six-minute
walk test (6MWT), Short Physical Performance Battery score (SPPB), five-time chair stand
test (5TSTS), timed up-and-go test (TUG), and 400 m walk test (400MWT) are employed
to assess the physical performance. Similar to the assessment of sarcopenia, the muscle
volume and strength—as well as function related to swallowing—should be appraised
in participants suspected of sarcopenic dysphagia. Questionnaires, swallowing tests, and
videofluoroscopic swallowing study (VFSS) can be utilized to determine the swallowing
function. Measurement of tongue pressure, lip force, jaw-opening force, surface electromyo-
graphy (sEMG), and high-resolution manometry (HRM) can be employed for quantifying
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swallowing-related muscle strength. Ultrasonography and magnetic resonance imaging
(MRI) are modalities useful for estimating the swallowing muscle mass (Table 2). The
cut-off points for the tools for the diagnosis of sarcopenic dysphagia from the available
literature are presented in Table 3. As the evaluation tools for sarcopenia have been well
addressed by existing literature, the prevent review would focus on the assessment of the
swallowing component.

Table 2. The tools for assessing sarcopenic dysphagia.

Evaluating Target Tools

Muscle mass Dual-energy X-ray absorptiometry (DXA),
bioimpedance analysis (BIA)

Muscle strength Dynamometer

Physical performance

Six-minute walk test (6MWT), Short Physical
Performance Battery score (SPPB), five-time chair stand
test (5TSTS), timed up-and-go test (TUG), 400 m walk

test (400MWT)

Swallowing function

Eating Assessment Tool (EAT-10), dysphagia severity
scale (DSS), repetitive saliva swallowing Test (RSST),

Functional Oral Intake Scale (FOIS), Food Intake Level
Scale (FILS), modified water swallowing test (MWST),

videofluoroscopy swallowing study (VFSS)

Swallowing muscle strength

JMS tongue pressure measuring instrument (JMS,
Hiroshima, Japan), Iowa Oral Performance Instrument

(IOPI), jaw-opening force trainer KT2016 (Livet Inc.,
Tokyo, Japan), Lip de Cum (Cosmo Instruments Co.,

Ltd., Tokyo, Japan), surface electromyography(sEMG),
high-resolution manometry (HRM)

Swallowing muscle mass Ultrasonography, magnetic resonance imaging (MRI)

3.2. Swallowing Function Evaluation: Questionnaires & Swallowing Tests

The Eating Assessment Tool (EAT-10) is a concise questionnaire that can be applied
to screen dysphagia [27]. It consists of 10 items and each item is scored from 0 (no
problem) to 4 (severe problem). A total score of 3 or more is defined as abnormal swal-
lowing function [27]. In a survey of 235 individuals with voice and swallowing disorders,
Belafsky et al. [27] reported the internal consistency to be 0.960 in Cronbach alpha and
the test-retest reliability (expressed by intra-class correlation coefficients) to range from
0.72 to 0.91. In 2017, Wakabayashi et al. [28] screened 83 cancer patients using EAT-10
and demonstrated a higher prevalence of dysphagia in the sarcopenia group than in the
non-sarcopenia group. In 2021, Ozer et al. [29] investigated 512 patients (aged 60 years and
older) in a geriatric outpatient clinic of a tertiary center. They reported that EAT-10 was
positively correlated with age, geriatric depression scale, and the timed up-and-go score;
but negatively correlated with mini-nutritional assessment-short form, mini-mental state
examination, handgrip strength, and hemoglobin values.

Dysphagia severity scale (DSS) and the repetitive saliva swallowing test (RSST) are
common means to assess dysphagia. DSS is a 7-point ordinal scale with a lower score
indicating a worse condition [30]. DSS had high interrater (90%) and intrarater (93%)
agreements, established by four clinicians on 135 patients in a teaching hospital [31].
RSST examines the ability to voluntarily swallow repeatedly by asking the participant
to swallow saliva as many times as possible in 30 s [32]. Three or more dry swallows
within 30 s is considered normal. In a study examining 120 healthy adults and 40 stroke
patients in a geriatric sub-acute stroke unit, the sensitivity and specificity of RSST for
screening dysphagia were found to be 69% and 93%, respectively [33]. Regarding the
association of DSS and RSST with sarcopenic dysphagia, Shiozu et al. [15] enrolled 77 old
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adults in a geriatric health service facility and reported decreased scores of DSS, RSST,
Functional Independence Measure, and Mini Nutritional Assessment-Short Form in the
sarcopenia group.

Table 3. The cut-off point of the tools for the diagnosis of sarcopenic dysphagia from the available literature.

Evaluating Tool Cut-Off Point

Muscle mass

Dual-energy X-ray absorptiometry(DXA) <7.0 kg/m2 in men and <5.5 kg/m2 in women a

<7.0 kg/m2 in men and <5.4 kg/m2 in women b

Bioimpedance analysis (BIA) <7.0 kg/m2 in men and <5.5 kg/m2 in women a

<7.0 kg/m2 in men and <5.7 kg/m2 in women b

Muscle strength

Dynamometer <27 kg for men and <16 kg for women a

<28 kg for men and <18 kg for women b

Physical Performance

6 min walk <0.8 m/s a

<1.0 m/s b

Short Physical Performance Battery ≤8 a

≤9 b

5-time chair stand test ≥15 s a

≥12 s b

Timed up-and-go test ≥20 s a

400 m walk ≥6 min a

Swallowing function

Eating Assessment Tool (EAT-10) ≥3

Dysphagia severity scale (DSS) ≤4

Repetitive saliva swallowing Test (RSST) ≤2

Functional Oral Intake Scale (FOIS) ≤5

Food Intake Level Scale (FILS) Not available

Modified water swallowing test (MWST) Not available

Videofluoroscopy swallowing study (VFSS) Not available

Swallowing muscle strength

Maximal isometric tongue pressure <20 kPa

Jaw-opening force Not available

Lip force <10.4 Newton for men and <8.5 Newton for women

Surface electromyography (sEMG) <387.09% of jaw open contraction for maximal amplitude
<1.96 s for total duration

High-resolution manometry (HRM) Not available

Swallowing muscle mass

Ultrasonography <1536 mm2 for the cross-sectional area of the tongue muscle
<75.1 mm2 for the cross-sectional area of the digastric muscle

Magnetic resonance imaging (MRI) Not available
a The criteria suggested by European Working Group on Sarcopenia in Older People (EWGSOP) in 2018; b the criteria suggested by Asian
Working Group for Sarcopenia (AWGS) 2019 consensus.

Functional Oral Intake Scale (FOIS) is an observer-rated ordinal scale focusing on oral
intake, ranging from 1 (worst) to 7 (normal). Patients with an FOIS ≤ 5 are considered
to have dysphagia [34]. In 2016, Maeda et al. [4] enrolled 95 older hospitalized patients



Nutrients 2021, 13, 4043 7 of 19

and reported decreased skeletal muscle index, Barthel Index, Mini Nutritional Assessment
Short Form, energy intake at seven days after admission, and Mini-Mental State Exami-
nation score in the group with a FOIS level ≤ 5. In 2020, Nagano et al. [35] assessed 89
older female patients with hip fractures and found that all patients with post-operative
dysphagia (diagnosed by FIOS) had preoperative sarcopenia. In 2016, Maeda et al. [36]
included 224 older adults in an acute ward and found that the group with an FOIS ≤ 5 had
lower values of Barthel Index, body mass index, Mini-Nutritional Assessment-short Form,
and skeletal muscle index when compared with the group without dysphagia. In 2020,
Silva et al. [37] investigated 71 men with head/neck cancer and reported that the dysphagia
group with an FOIS ≤ 5 had lower body mass index, skeletal muscle mass and handgrip
strength, and a higher prevalence of sarcopenia than the non-dysphagia group.

Food Intake Level Scale (FILS) is a 10-point scale to determine the severity of swallow-
ing dysfunction. Levels 1–3, 4–6, and 7–10 indicate various degrees of non-oral feeding,
oral food intake with alternative nutrition, and oral food intake alone, respectively [38]. The
interrater and intra-rater reliability (quantified by kappa coefficients) ranged from 0.70 to
0.90 and 0.83 to 0.90, respectively—from the data of three clinicians assessing 30 inpatients
at a rehabilitation department of a general hospital [38]. In 2015, Wakabayashi et al. [39]
studied 111 cancer patients with dysphagia and reported that the group of non-oral feeding
(FILS levels 1–3) had lower skeletal muscle mass, Barthel index and hemoglobin, and a
longer period of hospitalization. In 2017, Wakabayashi et al. [40] found that a lower FILS
score at discharge after cardiovascular surgery was associated with post-operative skeletal
muscle mass loss. In 2018, Yoshimura et al. [41] surveyed 637 patients in a rehabilitation
ward and showed that FILS scores were positively correlated with skeletal muscle mass
index, Mini Nutritional Assessment-short form, and handgrip strength.

The modified water swallowing test (MWST) is a simple measurement to detect aspi-
ration by swallowing water [42]. A total of 3 mL cold water is poured over the floor of the
mouth by using a 5 mL syringe, and then the patients are instructed to swallow [43]. In-
ability to swallow with choking/breathing changes, swallowing with changes in breathing
patterns, or swallowing with choking/wet voices are regarded as dysphagia. The sensitiv-
ity and specificity of MWST for detecting aspiration are 70% and 88%, respectively [43,44].
The MWST requires a combination of cervical auscultation to check breathing sounds
before and after drinking the water [45,46]. Any signs of choking, effortful breathing, or
wheezing by cervical auscultation after swallowing are viewed as possible dysphagia [47].
In 2017, Sagawa et al. [48] examined 310 Japanese elderly at a daycare center using MWST
and cervical auscultation. They observed that the skeletal muscle mass of men in the
dysphagia group was lower than in the non-dysphagia group.

3.3. Videofluoroscopic Swallow Study

The use of videofluoroscopic swallow study (VFSS) provides objective information
on bolus transport during swallowing (Figure 3). Two case reports demonstrated the
VFSS finding in patients with sarcopenic dysphagia to include residue in the vallecu-
lae and pyriform sinuses, aspiration [49], and reduced maximal superior and anterior
displacement of the hyoid bone and thyroid cartilage during swallowing [50]. In 2019,
Miyashita et al. [51] enrolled 132 patients with swallowing complaints and showed that
sarcopenic male participants had lower laryngeal upward movements during swallowing
and wider pharyngeal areas than the controls. In women, only an enlarged pharyngeal
area was identified in the sarcopenic group in contrast to the non-sarcopenic group.
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3.4. Maximal Isometric Tongue Pressure

Maximal isometric tongue pressure (MTP) is measured by a device with a disposable
oral balloon probe and a plastic pipe, such as JMS measurement apparatus (JMS, Hiroshima,
Japan) or Iowa Oral Performance Instrument (IOPI). The balloon is placed in the mouth
and the plastic pipe is bitten at the middle of the central incisors with the lips closed.
Patients are then asked to raise their tongue and press the balloon to the hard palate
for several seconds with the full effort to obtain the maximal tongue pressure (Figure 4).
In 2015, Maeda et al. [52] enrolled 104 patients without stroke or neurodegenerative
disease and revealed that the MTP was positively correlated with Barthel index, serum
albumin concentration, body mass index, Mini Nutritional Assessment-short form, and
arm muscle cross-sectional area. In 2017, Sakai et al. [53] enrolled 174 adult inpatients in a
rehabilitation ward and reported that MTP was positively associated with Barthel index,
Mini Nutritional Assessment-short form, albumin, body mass index, grasp strength, and
FOIS. In 2018, Kaji et al. [54] enrolled 144 patients with diabetes mellitus and found that
MTP was positively correlated with skeletal muscle mass and handgrip strength. In 2018,
Suzuki et al. [55] enrolled 245 community-dwelling older women and identified that
decreased MTP and oral diadochokinesis were found in the sarcopenia and dynapenia
groups. In 2019, Kobuchi et al. [56] assessed 54 elderly residents in a nursing home and
found that MTP was positively correlated with grip strength, skeletal muscle mass, and
cross-sectional area of the geniohyoid muscle. Furthermore, the association between
decreased MTP and malnutrition in community-dwelling elder subjects was identified by
Chang et al. [57] in 2021. A recent meta-analysis incorporating ten studies also confirmed
the significant association between declined MTP and sarcopenia [58].
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3.5. Jaw-Opening Force

Jaw-opening force can be employed to measure the strength of the suprahyoid muscles
by using the device like jaw-opening force trainer KT2016 (Livet Inc., Tokyo, Japan), a
spherometer with a head encircling belt, two belts to secure the mandible to the head-
encircling belt, a chin cap, and a dynamometer. Participants are asked to open their jaws
with their full effort to obtain the value of maximum force. In 2017, Machida et al. [59]
enrolled 197 community-dwelling older adults to examine MTP and jaw-opening force
in participants with or without sarcopenia. They observed that sarcopenia was an in-
dependent factor affecting tongue pressure in male and female subjects. However, the
jaw-opening force was only associated with sarcopenia in the male group.

3.6. Lip Force

Lip force can be measured by using a device such as Lip de Cum (Cosmo Instruments
Co., Ltd., Tokyo, Japan). This instrument records the combinational forces on the vertical
axis from sensors implanted into the upper and lower plastic lip holder. The participants
are asked to close the lips with the maximal effort to obtain the highest value of lip force.
In 2019, Sakai et al. [60] investigated 245 patients admitted for post-acute care and they
reported that sarcopenic dysphagia was inversely associated with lip pressure in male
and female subjects. The area under curve to discriminate sarcopenic dysphagia was 0.88
(95% CI, 0.81–0.95) for men and 0.84 (95% CI, 0.77–0.90) for women. Furthermore, the
cut-off values of lip force for sarcopenic dysphagia were 10.4 Newton for men and 8.5
Newton for women.

3.7. Surface Electromyography

Surface electromyography (sEMG) can be applied to evaluate swallowing muscle
activity (Figure 5). The electrodes are put on the skin near the lip over the submental
area or suprahyoid region to detect the muscle activity of the orbicularis oris superior and
inferior, masseter, submental muscle groups (anterior belly of the digastric, mylohyoid, and
geniohyoid), and the laryngeal strap (infrahyoid and thyrohyoid) muscles. These muscles
are selected because they are superficial and involved in the oral and pharyngeal phases of
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swallowing. In 2004, Vaiman et al. [61] assessed swallowing physiology in 300 adults in
Israel by using sEMG and found that the swallowing duration was positively correlated
with the increase in age. In 2020, Sakai et al. [62] investigated 60 old inpatients in a Japanese
rehabilitation hospital. They found that patients with sarcopenic dysphagia had longer
durations and higher amplitudes of submental sEMG activity in the suprahyoid muscles
during swallowing compared with the non-dysphagic group.

Nutrients 2021, 13, x FOR PEER REVIEW 10 of 19 
 

 

suprahyoid region to detect the muscle activity of the orbicularis oris superior and infe-
rior, masseter, submental muscle groups (anterior belly of the digastric, mylohyoid, and 
geniohyoid), and the laryngeal strap (infrahyoid and thyrohyoid) muscles. These muscles 
are selected because they are superficial and involved in the oral and pharyngeal phases 
of swallowing. In 2004, Vaiman et al. [61] assessed swallowing physiology in 300 adults 
in Israel by using sEMG and found that the swallowing duration was positively correlated 
with the increase in age. In 2020, Sakai et al. [62] investigated 60 old inpatients in a Japa-
nese rehabilitation hospital. They found that patients with sarcopenic dysphagia had 
longer durations and higher amplitudes of submental sEMG activity in the suprahyoid 
muscles during swallowing compared with the non-dysphagic group. 

 
Figure 5. Electrode placement (A) and signal display (B) for the electromyographic assessment of 
swallowing muscle activity. Left red vertical line, onset of swallowing; middle red vertical line, peak 
amplitude; right red vertical line, end of swallowing. 

3.8. High-Resolution Manometry 
High-resolution manometry has been employed to assess pharyngeal dysphagia by 

the measurement of intra-lumen pressure of the gastrointestinal tract [63]. During swal-
lowing, the upper esophageal sphincter pressure decreases for the passage of the food 
bolus. Increased upper esophageal sphincter pressure would cause impaired food bolus 
transit, leading to residue in the pyriform sinuses and post-swallowing aspiration. In 2021, 
Kunieda et al. [64] assessed 16 Japanese elderly patients with pharyngeal dysphagia in a 
rehabilitation hospital. They reported that patients with sarcopenic dysphagia had weaker 
pharyngeal contraction force and higher upper esophageal sphincter pressure. Regarding 
normal swallowing physiology, an elevation in upper esophageal sphincter pressure can 
be compensated by the increase in pharyngeal contraction [65]. However, the compensa-
tory mechanism may be compromised in patients with sarcopenic dysphagia i.e., causing 
a decrease in pharyngeal contractility. 

3.9. Ultrasonography 
Ultrasonography has benefits such as noninvasiveness, non-radiation exposure, and 

the capability of dynamic assessment. Moreover, tongue and geniohyoid muscles can be 
easily/promptly visualized by ultrasonography [14,20,66] (Figure 6). In 2012, Tamura et 
al. [20] found that tongue thickness (measured by ultrasonography) was positively corre-
lated with triceps skinfold thickness and cross-sectional area (CSA) of the arm, and nega-
tively correlated with body weight in 104 old adults. In 2018, Ogawa et al. [14] identified 
decreased CSA and increased echogenicity of the tongue muscles in patients with sarcope-
nic dysphagia. The sensitivity and specificity of the tongue CSA for discriminating sar-
copenic dysphagia were 0.389 and 0.947, respectively. The sensitivity and specificity of 
the geniohyoid muscle echogenicity for discriminating sarcopenic dysphagia were 0.806 
and 0.632, respectively. In 2019, Kobuchi et al. [56] assessed 54 elderly persons from nurs-
ing homes and found that CSA of the geniohyoid muscle was positively correlated with 

Figure 5. Electrode placement (A) and signal display (B) for the electromyographic assessment of swallowing muscle
activity. Left red vertical line, onset of swallowing; middle red vertical line, peak amplitude; right red vertical line, end
of swallowing.

3.8. High-Resolution Manometry

High-resolution manometry has been employed to assess pharyngeal dysphagia
by the measurement of intra-lumen pressure of the gastrointestinal tract [63]. During
swallowing, the upper esophageal sphincter pressure decreases for the passage of the food
bolus. Increased upper esophageal sphincter pressure would cause impaired food bolus
transit, leading to residue in the pyriform sinuses and post-swallowing aspiration. In 2021,
Kunieda et al. [64] assessed 16 Japanese elderly patients with pharyngeal dysphagia in a
rehabilitation hospital. They reported that patients with sarcopenic dysphagia had weaker
pharyngeal contraction force and higher upper esophageal sphincter pressure. Regarding
normal swallowing physiology, an elevation in upper esophageal sphincter pressure can be
compensated by the increase in pharyngeal contraction [65]. However, the compensatory
mechanism may be compromised in patients with sarcopenic dysphagia i.e., causing a
decrease in pharyngeal contractility.

3.9. Ultrasonography

Ultrasonography has benefits such as noninvasiveness, non-radiation exposure,
and the capability of dynamic assessment. Moreover, tongue and geniohyoid muscles
can be easily/promptly visualized by ultrasonography [14,20,66] (Figure 6). In 2012,
Tamura et al. [20] found that tongue thickness (measured by ultrasonography) was posi-
tively correlated with triceps skinfold thickness and cross-sectional area (CSA) of the arm,
and negatively correlated with body weight in 104 old adults. In 2018, Ogawa et al. [14]
identified decreased CSA and increased echogenicity of the tongue muscles in patients with
sarcopenic dysphagia. The sensitivity and specificity of the tongue CSA for discriminating
sarcopenic dysphagia were 0.389 and 0.947, respectively. The sensitivity and specificity of
the geniohyoid muscle echogenicity for discriminating sarcopenic dysphagia were 0.806
and 0.632, respectively. In 2019, Kobuchi et al. [56] assessed 54 elderly persons from nurs-
ing homes and found that CSA of the geniohyoid muscle was positively correlated with
skeletal muscle mass index and tongue pressure. Decreased geniohyoid muscle CSA and
tongue pressure were shown to be associated with sarcopenia. In 2021, Mori et al. [67]
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enrolled 36 inpatients with sarcopenic dysphagia and reported that geniohyoid muscle
CSA was positively correlated with MTP and CSA of tongue muscle.
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Ultrasonography can also be applied for the evaluation of the digastric muscle
(Figure 7). In 2020, Ogawa et al. [68] investigated 45 elderly patients and reported smaller
digastric muscle mass in patients with sarcopenic dysphagia vs. controls. The digastric
muscle mass was identified as an independent factor for predicting sarcopenic dysphagia,
with a sensitivity of 0.692 and a specificity of 0.737.
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Hyoid movement is related to the opening of the upper esophageal sphincter. In-
dividuals are asked to swallow 3 mL of water during which the hyoid displacement is
measured by submental ultrasonography (Figure 8). In 2020, Chen et al. [69] enrolled 94
community-dwelling residents and reported increased maximal hyoid displacement and
motion velocity in patients with sarcopenia. The authors considered the condition to be a
compensatory response for swallowing muscle weakness.
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3.10. Magnetic Resonance Imaging

Magnetic resonance imaging (MRI) is a useful instrument to assess swallowing-related
muscle mass and adjacent structures (Figure 9). In 2015, Molfenter et al. [22] reviewed
neck MRI of 60 older women without dysphagia and reported decreased wall thickness
and enlarged lumen of the pharynx. In 2021, Sakai et al. [70] assessed 70 Japanese pa-
tients with acute stroke (a common cause of secondary sarcopenia) and revealed decreased
thickness of the temporalis muscle in parallel with an increase in dysphagia. In 2021,
Nakao et al. [71] enrolled 20 old and 20 young adults whose MRI showed that the intramus-
cular fatty infiltration of tongue, pharyngeal, and geniohyoid muscles increased and the
genohyoid muscle mass decreased with aging. They also found a positive correlation be-
tween MTP and swallowing-related muscle mass. In 2021, another MRI study conducted by
Nakao et al. [72] demonstrated that MTP was negatively correlated with tongue fat mass
and percentage.
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4. Intervention
4.1. Overview

Care for sarcopenic dysphagia requires a multi-disciplinary strategy. The interventions
to break the vicious circle between dysphagia and malnutrition include swallowing muscle
strengthening, physical therapy, occupational therapy, nutrition support, and texture
modification of food (Figure 10). Cooperation with the patients’ families/caregivers is
paramount for the treatment success [73]. Below is an integrated protocol for managing
patients with sarcopenic dysphagia [73–75] (Figure 11).
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4.2. Swallowing Muscle Strengthening

Swallowing muscle strengthening-including lingual resistance exercises, breathing
training, and tongue exercises can be applied in patients with sarcopenic dysphagia [49].
Tongue-pressure resistance training (TPRT) is the most commonly used strengthening
exercise. To perform TPRT, the patient begins to push his/her entire tongue against the
palate as hard as possible for 10 s with the mouth closed and then rests for 10 s. In 2017,
Kim et al. [76] suggested performing TPRT five times, two sets per day for a month in
subacute stroke survivors with dysphagia.

In 2015, Robbins et al. [77] applied a similar resistance exercise using IOPI for 8 weeks
in 10 old healthy adults. The participants were asked to compress an air-filled bulb
between the tongue and hard palate 30 times, three sets per day with 60–80% of one-
repetition maximum. Following training, the peak swallowing pressures increased signifi-
cantly and the lingual muscle volume (on MRI) improved by an average of 5.1%. In 2019,
Namiki et al. [78] enrolled 18 patients having presbyphagia with symptoms such as cough-
ing and choking. They reported that anterior/superior hyoid movements, tongue pressure,
and width of the upper esophageal sphincter improved after TPRT.

4.3. Nutrition Support

Poor nutritional status is a core characteristic of sarcopenic dysphagia whereas inten-
sive nutrition therapy [79] combined with muscle strength [80] is helpful in increasing the
muscle mass. Nutritional improvement is associated with the improvement of dysphagia
in patients with pneumonia and malnutrition [81]. In 2020, Nagano et al. [82] found that
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an energy intake of ≥30 kcal/kg/day and a protein intake of ≥1.2 g/kg/day significantly
improved tongue strength. In 2021, Shimizu et al. [83] enrolled 110 patients with sarcopenic
dysphagia and studied the benefits of high-energy supplements on swallowing function.
FILS and Functional Independence Measure at discharge were significantly higher in the
group given food of ≥30 kcal/ideal body weight/day (kg) than the group given food of
less energy.

Dysphagia can cause malnutrition due to poor oral intake. Moreover, malnutrition is a
risk factor for the development of secondary sarcopenia and sarcopenic dysphagia. In 2019,
Tanıgör et al. [84] evaluated the prevalence of nutritional deficits and status of dysphagia
and sarcopenia in 128 patients. Scores of EAT-10 and Mini Nutritional Assessment were
found to be worse in sarcopenic individuals than non-sarcopenic controls.

4.4. Physical and Occupational Therapy

In addition to swallowing muscle training, intervention for the declined whole-body
muscle mass and strength should be given in patients with sarcopenic dysphagia. A
combination of exercise and nutritional interventions is essential for the elderly with
sarcopenia. Physical therapy emphasizing the strengthening of four limbs brings collateral
benefits for swallowing-related muscles [49,85]. In 2020, Nagano et al. [82] enrolled 95
sarcopenic patients to investigate the impact of 2-month physical and occupational therapy
with nutritional support on swallowing function. They reported an increase in MTP after
intervention without additional swallowing training. Moreover, they found that a higher
amount of energy and protein intake were positively correlated with an improvement
in MTP.

4.5. Texture Modification of Food

Texture modification of food should be incorporated to improve the safety and ef-
ficiency of oral eating in patients with sarcopenic dysphagia. In 2016, Carrion et al. [86]
assessed 133 older patients with oropharyngeal dysphagia by using VFSS to explore the as-
sociation between nutritional status and swallowing. Only 38.2% of the patients with poor
nutrition status (defined by Mini-Nutritional Assessment ≤ 23.5) could swallow liquid
safely. Furthermore, 61.7% of the patients required a thickener of nectar viscosity and 25.5%
required a thickener of spoon-thick. This finding suggested that texture modification of
food would be needed for patients with sarcopenic dysphagia to ensure swallowing safety.

5. Future Perspectives

Through our literature search, we identified that the diagnostic criteria varied across
different studies, which would lead to variations of the prevalence of sarcopenic dysphagia.
A systematic review and meta-analysis should be implemented in the future to obtain the
summarized estimate of the prevalence in general or disease-specific populations. Further-
more, compared with the diagnostic or observational studies for sarcopenic dysphagia, the
number of intervention trials is largely insufficient. The long-term benefit of treatments
for sarcopenic dysphagia remains unclear. Therefore, more randomized controlled trials
implementing the multidisciplinary therapeutic approach with an extended duration of
follow-up are desperately desired henceforth.

6. Conclusions

The coexistence of dysphagia and sarcopenia is the key element for the diagnosis of
sarcopenic dysphagia. Several tools are useful for the evaluation of different swallowing
components in sarcopenic individuals. These encompass questionnaires and swallow-
ing tests, VFSS, instruments measuring tongue/lip/jaw-opening strength, sEMG, HRM,
ultrasonography, and MRI. A multidisciplinary approach combing swallowing muscle
strengthening, nutrition support, physical/occupational therapy, and texture modification
of food should be given to patients with sarcopenic dysphagia once a diagnosis is con-
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firmed. The goal of these interventions is to recover whole-body and swallowing-related
muscle mass and function, breaking the vicious circle between dysphagia and malnutrition.

Author Contributions: Conceptualization, K.-V.C. and K.-C.C.; methodology, K.-V.C. and W.-T.W.;
software, K.-V.C. and Y.J.; validation, K.-V.C., T.-G.W., D.-S.H. and L.Ö.; writing—original draft
preparation, K.-C.C.; writing—review and editing, K.-V.C. and L.Ö.; funding acquisition, K.-V.C. All
authors have read and agreed to the published version of the manuscript.

Funding: The current research project was funded by (1) National Taiwan University Hospital,
Bei-Hu Branch; (2) Ministry of Science and Technology (MOST 106-2314-B-002-180-MY3 and 109-
2314-B-002 -114 -MY3); and Taiwan Society of Ultrasound in Medicine. The APC was funded by
Taiwan Society of Ultrasound in Medicine.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Ethical review and approval were waived for this study because the
current study was a review of published data.

Data Availability Statement: Data is contained within the article.

Conflicts of Interest: The authors declare that they have no conflict of interest.

References
1. Cruz-Jentoft, A.J.; Baeyens, J.P.; Bauer, J.M.; Boirie, Y.; Cederholm, T.; Landi, F.; Martin, F.C.; Michel, J.P.; Rolland, Y.; Schneider,

S.M.; et al. Sarcopenia: European consensus on definition and diagnosis: Report of the European Working Group on Sarcopenia
in Older People. Age Ageing 2010, 39, 412–423. [CrossRef]

2. Rosenberg, I.H. Sarcopenia: Origins and clinical relevance. J. Nutr. 1997, 127, 990S–991S. [CrossRef]
3. Fujishima, I.; Fujiu-Kurachi, M.; Arai, H.; Hyodo, M.; Kagaya, H.; Maeda, K.; Mori, T.; Nishioka, S.; Oshima, F.; Ogawa, S.; et al.

Sarcopenia and dysphagia: Position paper by four professional organizations. Geriatr. Gerontol. Int. 2019, 19, 91–97. [CrossRef]
4. Maeda, K.; Takaki, M.; Akagi, J. Decreased Skeletal Muscle Mass and Risk Factors of Sarcopenic Dysphagia: A Prospective

Observational Cohort Study. J. Gerontol. A Biol. Sci. Med. Sci. 2017, 72, 1290–1294. [CrossRef]
5. Cha, S.; Kim, W.S.; Kim, K.W.; Han, J.W.; Jang, H.C.; Lim, S.; Paik, N.J. Sarcopenia is an Independent Risk Factor for Dysphagia in

Community-Dwelling Older Adults. Dysphagia 2019, 34, 692–697. [CrossRef]
6. Vandewoude, M.F.; Alish, C.J.; Sauer, A.C.; Hegazi, R.A. Malnutrition-sarcopenia syndrome: Is this the future of nutrition

screening and assessment for older adults? J. Aging Res. 2012, 2012, 651570. [CrossRef]
7. Grimby, G.; Saltin, B. The ageing muscle. Clin. Physiol. 1983, 3, 209–218. [CrossRef]
8. Pizzoferrato, M.; de Sire, R.; Ingravalle, F.; Mentella, M.C.; Petito, V.; Martone, A.M.; Landi, F.; Miggiano, G.A.D.; Mele, M.C.;

Lopetuso, L.R.; et al. Characterization of Sarcopenia in an IBD Population Attending an Italian Gastroenterology Tertiary Center.
Nutrients 2019, 11, 2281. [CrossRef]

9. Nardone, O.M.; de Sire, R.; Petito, V.; Testa, A.; Villani, G.; Scaldaferri, F.; Castiglione, F. Inflammatory Bowel Diseases and
Sarcopenia: The Role of Inflammation and Gut Microbiota in the Development of Muscle Failure. Front. Immunol. 2021, 12, 694217.
[CrossRef]

10. Chen, L.K.; Liu, L.K.; Woo, J.; Assantachai, P.; Auyeung, T.W.; Bahyah, K.S.; Chou, M.Y.; Chen, L.Y.; Hsu, P.S.; Krairit, O.; et al.
Sarcopenia in Asia: Consensus report of the Asian Working Group for Sarcopenia. J. Am. Med. Dir. Assoc. 2014, 15, 95–101.
[CrossRef]

11. Cruz-Jentoft, A.J.; Bahat, G.; Bauer, J.; Boirie, Y.; Bruyere, O.; Cederholm, T.; Cooper, C.; Landi, F.; Rolland, Y.; Sayer, A.A.; et al.
Sarcopenia: Revised European consensus on definition and diagnosis. Age Ageing 2019, 48, 601. [CrossRef]

12. Chen, L.K.; Woo, J.; Assantachai, P.; Auyeung, T.W.; Chou, M.Y.; Iijima, K.; Jang, H.C.; Kang, L.; Kim, M.; Kim, S.; et al. Asian
Working Group for Sarcopenia: 2019 Consensus Update on Sarcopenia Diagnosis and Treatment. J. Am. Med. Dir. Assoc. 2020, 21,
300–307. [CrossRef]

13. Cruz-Jentoft, A.J.; Landi, F.; Schneider, S.M.; Zuniga, C.; Arai, H.; Boirie, Y.; Chen, L.K.; Fielding, R.A.; Martin, F.C.; Michel,
J.P.; et al. Prevalence of and interventions for sarcopenia in ageing adults: A systematic review. Report of the International
Sarcopenia Initiative (EWGSOP and IWGS). Age Ageing 2014, 43, 748–759. [CrossRef]

14. Ogawa, N.; Mori, T.; Fujishima, I.; Wakabayashi, H.; Itoda, M.; Kunieda, K.; Shigematsu, T.; Nishioka, S.; Tohara, H.; Yamada,
M.; et al. Ultrasonography to Measure Swallowing Muscle Mass and Quality in Older Patients With Sarcopenic Dysphagia. J. Am.
Med. Dir. Assoc. 2018, 19, 516–522. [CrossRef]

15. Shiozu, H.; Higashijima, M.; Koga, T. Association of sarcopenia with swallowing problems, related to nutrition and activities of
daily living of elderly individuals. J. Phys. Ther. Sci. 2015, 27, 393–396. [CrossRef]

16. Dellis, S.; Papadopoulou, S.; Krikonis, K.; Zigras, F. Sarcopenic Dysphagia. A Narrative Review. J. Frailty Sarcopenia Falls 2018,
3, 1–7. [CrossRef]

http://doi.org/10.1093/ageing/afq034
http://doi.org/10.1093/jn/127.5.990S
http://doi.org/10.1111/ggi.13591
http://doi.org/10.1093/gerona/glw190
http://doi.org/10.1007/s00455-018-09973-6
http://doi.org/10.1155/2012/651570
http://doi.org/10.1111/j.1475-097X.1983.tb00704.x
http://doi.org/10.3390/nu11102281
http://doi.org/10.3389/fimmu.2021.694217
http://doi.org/10.1016/j.jamda.2013.11.025
http://doi.org/10.1093/ageing/afz046
http://doi.org/10.1016/j.jamda.2019.12.012
http://doi.org/10.1093/ageing/afu115
http://doi.org/10.1016/j.jamda.2017.11.007
http://doi.org/10.1589/jpts.27.393
http://doi.org/10.22540/JFSF-03-001


Nutrients 2021, 13, 4043 17 of 19

17. Baijens, L.W.; Clave, P.; Cras, P.; Ekberg, O.; Forster, A.; Kolb, G.F.; Leners, J.C.; Masiero, S.; Mateos-Nozal, J.; Ortega, O.; et al.
European Society for Swallowing Disorders—European Union Geriatric Medicine Society white paper: Oropharyngeal dysphagia
as a geriatric syndrome. Clin. Interv. Aging 2016, 11, 1403–1428. [CrossRef]

18. White, G.N.; O’Rourke, F.; Ong, B.S.; Cordato, D.J.; Chan, D.K. Dysphagia: Causes, assessment, treatment, and management.
Geriatrics 2008, 63, 15–20.

19. Dodds, W.J. Physiology of swallowing. Dysphagia 1989, 3, 171–178. [CrossRef]
20. Tamura, F.; Kikutani, T.; Tohara, T.; Yoshida, M.; Yaegaki, K. Tongue thickness relates to nutritional status in the elderly. Dysphagia

2012, 27, 556–561. [CrossRef]
21. Feng, X.; Todd, T.; Lintzenich, C.R.; Ding, J.; Carr, J.J.; Ge, Y.; Browne, J.D.; Kritchevsky, S.B.; Butler, S.G. Aging-related geniohyoid

muscle atrophy is related to aspiration status in healthy older adults. J. Gerontol. A Biol. Sci. Med. Sci. 2013, 68, 853–860. [CrossRef]
22. Molfenter, S.M.; Amin, M.R.; Branski, R.C.; Brumm, J.D.; Hagiwara, M.; Roof, S.A.; Lazarus, C.L. Age-Related Changes in

Pharyngeal Lumen Size: A Retrospective MRI Analysis. Dysphagia 2015, 30, 321–327. [CrossRef]
23. Wakabayashi, H. Presbyphagia and Sarcopenic Dysphagia: Association between Aging, Sarcopenia, and Deglutition Disorders. J.

Frailty Aging 2014, 3, 97–103. [CrossRef]
24. Nishioka, S.; Okamoto, T.; Takayama, M.; Urushihara, M.; Watanabe, M.; Kiriya, Y.; Shintani, K.; Nakagomi, H.; Kageyama, N.

Malnutrition risk predicts recovery of full oral intake among older adult stroke patients undergoing enteral nutrition: Secondary
analysis of a multicentre survey (the APPLE study). Clin. Nutr. 2017, 36, 1089–1096. [CrossRef]

25. Mori, T.; Fujishima, I.; Wakabayashi, H.; Oshima, F.; Itoda, M.; Kunieda, K.; Kayashita, J.; Nishioka, S.; Sonoda, A.; Kuroda,
Y.; et al. Development, reliability, and validity of a diagnostic algorithm for sarcopenic dysphagia. JCSM Clin. Rep. 2017, 2, 1–10.
[CrossRef]

26. Wakabayashi, H.; Takahashi, R.; Murakami, T. The Prevalence and Prognosis of Sarcopenic Dysphagia in Patients Who Require
Dysphagia Rehabilitation. J. Nutr. Health Aging 2019, 23, 84–88. [CrossRef]

27. Belafsky, P.C.; Mouadeb, D.A.; Rees, C.J.; Pryor, J.C.; Postma, G.N.; Allen, J.; Leonard, R.J. Validity and reliability of the Eating
Assessment Tool (EAT-10). Ann. Otol. Rhinol. Laryngol. 2008, 117, 919–924. [CrossRef]

28. Wakabayashi, H.; Takahashi, R.; Watanabe, N.; Oritsu, H.; Shimizu, Y. Prevalence of sarcopenia and its association with dysphagia
in cancer patients who require rehabilitation. J. Rehabil. Med. 2017, 49, 682–685. [CrossRef]

29. Firat Ozer, F.; Akin, S.; Soysal, T.; Gokcekuyu, B.M.; Erturk Zararsiz, G. Relationship Between Dysphagia and Sarcopenia with
Comprehensive Geriatric Evaluation. Dysphagia 2021, 36, 140–146. [CrossRef]

30. Saitoh, E.; Pongpipatpaiboon, K.; Inamoto, Y.; Kagaya, H. Dysphagia Evaluation and Treatment; Springer: Singapore, 2018; Available
online: https://link.springer.com/book/10.1007/978-981-10-5032-9 (accessed on 18 October 2021).

31. O’Neil, K.H.; Purdy, M.; Falk, J.; Gallo, L. The Dysphagia Outcome and Severity Scale. Dysphagia 1999, 14, 139–145. [CrossRef]
32. Yoshimatsu, Y. Predictive Roles of the Repetitive Saliva Swallowing Test (RSST) in Aspiration Pneumonia and Other Respiratory

Diseases. In Aspiration Pneumonia; Springer: Singapore, 2020; pp. 131–141. [CrossRef]
33. Persson, E.; Wardh, I.; Ostberg, P. Repetitive Saliva Swallowing Test: Norms, Clinical Relevance and the Impact of Saliva Secretion.

Dysphagia 2019, 34, 271–278. [CrossRef]
34. Crary, M.A.; Mann, G.D.; Groher, M.E. Initial psychometric assessment of a functional oral intake scale for dysphagia in stroke

patients. Arch. Phys. Med. Rehabil. 2005, 86, 1516–1520. [CrossRef]
35. Nagano, A.; Maeda, K.; Shimizu, A.; Nagami, S.; Takigawa, N.; Ueshima, J.; Suenaga, M. Association of Sarcopenic Dysphagia

with Underlying Sarcopenia Following Hip Fracture Surgery in Older Women. Nutrients 2020, 12, 1365. [CrossRef]
36. Maeda, K.; Akagi, J. Sarcopenia is an independent risk factor of dysphagia in hospitalized older people. Geriatr. Gerontol. Int.

2016, 16, 515–521. [CrossRef]
37. Silva, P.B.; Ramos, G.H.A.; Petterle, R.R.; Borba, V.Z.C. Sarcopenia as an early complication of patients with head and neck cancer

with dysphagia. Eur. J. Cancer Care 2021, 30, e13343. [CrossRef]
38. Kunieda, K.; Ohno, T.; Fujishima, I.; Hojo, K.; Morita, T. Reliability and validity of a tool to measure the severity of dysphagia:

The Food Intake LEVEL Scale. J. Pain Symptom Manag. 2013, 46, 201–206. [CrossRef]
39. Wakabayashi, H.; Matsushima, M.; Uwano, R.; Watanabe, N.; Oritsu, H.; Shimizu, Y. Skeletal muscle mass is associated with

severe dysphagia in cancer patients. J. Cachexia Sarcopenia Muscle 2015, 6, 351–357. [CrossRef]
40. Wakabayashi, H.; Takahashi, R.; Watanabe, N.; Oritsu, H.; Shimizu, Y. Prevalence of skeletal muscle mass loss and its association

with swallowing function after cardiovascular surgery. Nutrition 2017, 38, 70–73. [CrossRef]
41. Yoshimura, Y.; Wakabayashi, H.; Bise, T.; Tanoue, M. Prevalence of sarcopenia and its association with activities of daily living

and dysphagia in convalescent rehabilitation ward inpatients. Clin. Nutr. 2018, 37, 2022–2028. [CrossRef]
42. Suzuki, M.; Kimura, Y.; Otobe, Y.; Kikuchi, T.; Masuda, H.; Taguchi, R.; Tanaka, S.; Narita, Y.; Shino, S.; Kusumi, H.; et al.

Relationship between Sarcopenia and Swallowing Capacity in Community-Dwelling Older Women. Gerontology 2020, 66, 549–552.
[CrossRef]

43. Tohara, H.; Saitoh, E.; Mays, K.A.; Kuhlemeier, K.; Palmer, J.B. Three tests for predicting aspiration without videofluorography.
Dysphagia 2003, 18, 126–134. [CrossRef]

44. Yagi, N.; Oku, Y.; Nagami, S.; Yamagata, Y.; Kayashita, J.; Ishikawa, A.; Domen, K.; Takahashi, R. Inappropriate Timing of Swallow
in the Respiratory Cycle Causes Breathing-Swallowing Discoordination. Front. Physiol. 2017, 8, 676. [CrossRef]

http://doi.org/10.2147/CIA.S107750
http://doi.org/10.1007/BF02407219
http://doi.org/10.1007/s00455-012-9407-z
http://doi.org/10.1093/gerona/gls225
http://doi.org/10.1007/s00455-015-9602-9
http://doi.org/10.14283/jfa.2014.8
http://doi.org/10.1016/j.clnu.2016.06.028
http://doi.org/10.17987/jcsm-cr.v2i2.17
http://doi.org/10.1007/s12603-018-1117-2
http://doi.org/10.1177/000348940811701210
http://doi.org/10.2340/16501977-2253
http://doi.org/10.1007/s00455-020-10120-3
https://link.springer.com/book/10.1007/978-981-10-5032-9
http://doi.org/10.1007/PL00009595
http://doi.org/10.1007/978-981-15-4506-1_13
http://doi.org/10.1007/s00455-018-9937-0
http://doi.org/10.1016/j.apmr.2004.11.049
http://doi.org/10.3390/nu12051365
http://doi.org/10.1111/ggi.12486
http://doi.org/10.1111/ecc.13343
http://doi.org/10.1016/j.jpainsymman.2012.07.020
http://doi.org/10.1002/jcsm.12052
http://doi.org/10.1016/j.nut.2017.01.010
http://doi.org/10.1016/j.clnu.2017.09.009
http://doi.org/10.1159/000511359
http://doi.org/10.1007/s00455-002-0095-y
http://doi.org/10.3389/fphys.2017.00676


Nutrients 2021, 13, 4043 18 of 19

45. Murakami, K.; Hirano, H.; Watanabe, Y.; Edahiro, A.; Ohara, Y.; Yoshida, H.; Kim, H.; Takagi, D.; Hironaka, S. Relationship
between swallowing function and the skeletal muscle mass of older adults requiring long-term care. Geriatr. Gerontol. Int. 2015,
15, 1185–1192. [CrossRef]

46. Zenner, P.M.; Losinski, D.S.; Mills, R.H. Using cervical auscultation in the clinical dysphagia examination in long-term care.
Dysphagia 1995, 10, 27–31. [CrossRef]

47. Sudo, E.; Tanuma, S.; Sudo, E.; Takahashi, Y.; Yoshida, A.; Kobayashi, C.; Ohama, Y. The usefulness of the water swallowing test
and videofluorography in swallowing rehabilitation in patients with cerebrovascular disease. Nihon Ronen Igakkai Zasshi 2002, 39,
427–432. [CrossRef]

48. Sagawa, K.; Kikutani, T.; Tamura, F.; Yoshida, M. Factors related to skeletal muscle mass in the frail elderly. Odontology 2017, 105,
91–95. [CrossRef]

49. Hashida, N.; Shamoto, H.; Maeda, K.; Wakabayashi, H.; Suzuki, M.; Fujii, T. Rehabilitation and nutritional support for sarcopenic
dysphagia and tongue atrophy after glossectomy: A case report. Nutrition 2017, 35, 128–131. [CrossRef]

50. Nakayama, E.; Tohara, H.; Sato, M.; Hino, H.; Sakai, M.; Nagashima, Y.; Kimura, M.; Watanabe, M.; Ooshima, M. Time Course and
Recovery of the Movements of Hyoid Bone and Thyroid Cartilage During Swallowing in a Patient With Sarcopenic Dysphagia.
Am. J. Phys. Med. Rehabil. 2020, 99, e64–e67. [CrossRef]

51. Miyashita, T.; Kikutani, T.; Nagashima, K.; Igarashi, K.; Tamura, F. The effects of sarcopenic dysphagia on the dynamics of
swallowing organs observed on videofluoroscopic swallowing studies. J. Oral Rehabil. 2020, 47, 584–590. [CrossRef]

52. Maeda, K.; Akagi, J. Decreased tongue pressure is associated with sarcopenia and sarcopenic dysphagia in the elderly. Dysphagia
2015, 30, 80–87. [CrossRef]

53. Sakai, K.; Nakayama, E.; Tohara, H.; Maeda, T.; Sugimoto, M.; Takehisa, T.; Takehisa, Y.; Ueda, K. Tongue Strength is Associated
with Grip Strength and Nutritional Status in Older Adult Inpatients of a Rehabilitation Hospital. Dysphagia 2017, 32, 241–249.
[CrossRef]

54. Kaji, A.; Hashimoto, Y.; Kobayashi, Y.; Sakai, R.; Okamura, T.; Miki, A.; Hamaguchi, M.; Kuwahata, M.; Yamazaki, M.; Fukui, M.
Sarcopenia is associated with tongue pressure in older patients with type 2 diabetes: A cross-sectional study of the KAMOGAWA-
DM cohort study. Geriatr. Gerontol. Int. 2019, 19, 153–158. [CrossRef]

55. Suzuki, M.; Koyama, S.; Kimura, Y.; Ishiyama, D.; Otobe, Y.; Nishio, N.; Ichikawa, T.; Kunieda, Y.; Ohji, S.; Ito, D.; et al.
Relationship between characteristics of skeletal muscle and oral function in community-dwelling older women. Arch. Gerontol.
Geriatr. 2018, 79, 171–175. [CrossRef]

56. Kobuchi, R.; Okuno, K.; Kusunoki, T.; Inoue, T.; Takahashi, K. The relationship between sarcopenia and oral sarcopenia in elderly
people. J. Oral Rehabil. 2020, 47, 636–642. [CrossRef]

57. Chang, K.V.; Wu, W.T.; Chen, L.R.; Wang, H.I.; Wang, T.G.; Han, D.S. Suboptimal Tongue Pressure Is Associated with Risk of
Malnutrition in Community-Dwelling Older Individuals. Nutrients 2021, 13, 1821. [CrossRef]

58. Chen, K.C.; Lee, T.M.; Wu, W.T.; Wang, T.G.; Han, D.S.; Chang, K.V. Assessment of Tongue Strength in Sarcopenia and Sarcopenic
Dysphagia: A Systematic Review and Meta-Analysis. Front. Nutr. 2021, 8, 684840. [CrossRef]

59. Machida, N.; Tohara, H.; Hara, K.; Kumakura, A.; Wakasugi, Y.; Nakane, A.; Minakuchi, S. Effects of aging and sarcopenia on
tongue pressure and jaw-opening force. Geriatr. Gerontol. Int. 2017, 17, 295–301. [CrossRef]

60. Sakai, K.; Nakayama, E.; Tohara, H.; Takahashi, O.; Ohnishi, S.; Tsuzuki, H.; Hayata, M.; Takehisa, T.; Takehisa, Y.; Ueda, K.
Diagnostic accuracy of lip force and tongue strength for sarcopenic dysphagia in older inpatients: A cross-sectional observational
study. Clin. Nutr. 2019, 38, 303–309. [CrossRef]

61. Vaiman, M.; Eviatar, E.; Segal, S. Evaluation of normal deglutition with the help of rectified surface electromyography records.
Dysphagia 2004, 19, 125–132. [CrossRef]

62. Sakai, K.; Nakayama, E.; Rogus-Pulia, N.; Takehisa, T.; Takehisa, Y.; Urayama, K.Y.; Takahashi, O. Submental Muscle Activity and
Its Role in Diagnosing Sarcopenic Dysphagia. Clin. Interv. Aging 2020, 15, 1991–1999. [CrossRef]

63. Nativ-Zeltzer, N.; Kahrilas, P.J.; Logemann, J.A. Manofluorography in the evaluation of oropharyngeal dysphagia. Dysphagia
2012, 27, 151–161. [CrossRef]

64. Kunieda, K.; Fujishima, I.; Wakabayashi, H.; Ohno, T.; Shigematsu, T.; Itoda, M.; Oshima, F.; Mori, T.; Ogawa, N.; Ogawa,
S. Relationship Between Tongue Pressure and Pharyngeal Function Assessed Using High-Resolution Manometry in Older
Dysphagia Patients with Sarcopenia: A Pilot Study. Dysphagia 2021, 36, 33–40. [CrossRef] [PubMed]

65. Dodds, W.J.; Stewart, E.T.; Logemann, J.A. Physiology and radiology of the normal oral and pharyngeal phases of swallowing.
AJR Am. J. Roentgenol. 1990, 154, 953–963. [CrossRef]

66. Gervasio, A.; D’Orta, G.; Mujahed, I.; Biasio, A. Sonographic anatomy of the neck: The suprahyoid region. J. Ultrasound 2011, 14,
130–135. [CrossRef]

67. Mori, T.; Wakabayashi, H.; Ogawa, N.; Fujishima, I.; Oshima, F.; Itoda, M.; Kunieda, K.; Shigematsu, T.; Nishioka, S.; Tohara,
H.; et al. The Mass of Geniohyoid Muscle Is Associated with Maximum Tongue Pressure and Tongue Area in Patients with
Sarcopenic Dysphagia. J. Nutr. Health Aging 2021, 25, 356–360. [CrossRef] [PubMed]

68. Ogawa, N.; Wakabayashi, H.; Mori, T.; Fujishima, I.; Oshima, F.; Itoda, M.; Kunieda, K.; Shigematsu, T.; Nishioka, S.; Tohara,
H.; et al. Digastric muscle mass and intensity in older patients with sarcopenic dysphagia by ultrasonography. Geriatr. Gerontol.
Int. 2021, 21, 14–19. [CrossRef] [PubMed]

http://doi.org/10.1111/ggi.12572
http://doi.org/10.1007/BF00261276
http://doi.org/10.3143/geriatrics.39.427
http://doi.org/10.1007/s10266-015-0231-4
http://doi.org/10.1016/j.nut.2016.11.003
http://doi.org/10.1097/PHM.0000000000001211
http://doi.org/10.1111/joor.12936
http://doi.org/10.1007/s00455-014-9577-y
http://doi.org/10.1007/s00455-016-9751-5
http://doi.org/10.1111/ggi.13577
http://doi.org/10.1016/j.archger.2018.09.003
http://doi.org/10.1111/joor.12948
http://doi.org/10.3390/nu13061821
http://doi.org/10.3389/fnut.2021.684840
http://doi.org/10.1111/ggi.12715
http://doi.org/10.1016/j.clnu.2018.01.016
http://doi.org/10.1007/s00455-003-0504-x
http://doi.org/10.2147/CIA.S278793
http://doi.org/10.1007/s00455-012-9405-1
http://doi.org/10.1007/s00455-020-10095-1
http://www.ncbi.nlm.nih.gov/pubmed/32140906
http://doi.org/10.2214/ajr.154.5.2108569
http://doi.org/10.1016/j.jus.2011.06.001
http://doi.org/10.1007/s12603-020-1528-8
http://www.ncbi.nlm.nih.gov/pubmed/33575728
http://doi.org/10.1111/ggi.14079
http://www.ncbi.nlm.nih.gov/pubmed/33227825


Nutrients 2021, 13, 4043 19 of 19

69. Chen, Y.C.; Chen, P.Y.; Wang, Y.C.; Wang, T.G.; Han, D.S. Decreased swallowing function in the sarcopenic elderly without clinical
dysphagia: A cross-sectional study. BMC Geriatr. 2020, 20, 419. [CrossRef]

70. Sakai, K.; Katayama, M.; Nakajima, J.; Inoue, S.; Koizumi, K.; Okada, S.; Suga, S.; Nomura, T.; Matsuura, N. Temporal muscle
thickness is associated with the severity of dysphagia in patients with acute stroke. Arch. Gerontol. Geriatr. 2021, 96, 104439.
[CrossRef]

71. Nakao, Y.; Uchiyama, Y.; Honda, K.; Yamashita, T.; Saito, S.; Domen, K. Age-related composition changes in swallowing-related
muscles: A Dixon MRI study. Aging Clin. Exp. Res. 2021. [CrossRef]

72. Nakao, Y.; Yamashita, T.; Honda, K.; Katsuura, T.; Hama, Y.; Nakamura, Y.; Ando, K.; Ishikura, R.; Kodama, N.; Uchiyama, Y.; et al.
Association Among Age-Related Tongue Muscle Abnormality, Tongue Pressure, and Presbyphagia: A 3D MRI Study. Dysphagia
2021, 36, 483–491. [CrossRef]

73. Koyama, T.; Shamoto, H.; Anzai, H.; Koganei, Y.; Maeda, K.; Wakabayashi, H. Multidisciplinary Comprehensive Care for Early
Recommencement of Oral Intake in Older Adults With Severe Pneumonia. J. Gerontol. Nurs. 2016, 42, 21–29. [CrossRef]

74. Bakhtiyari, J.; Sarraf, P.; Nakhostin-Ansari, N.; Tafakhori, A.; Logemann, J.; Faghihzadeh, S.; Harirchian, M.H. Effects of early
intervention of swallowing therapy on recovery from dysphagia following stroke. Iran. J. Neurol. 2015, 14, 119–124.

75. Clave, P.; Shaker, R. Dysphagia: Current reality and scope of the problem. Nat. Rev. Gastroenterol. Hepatol. 2015, 12, 259–270.
[CrossRef]

76. Kim, H.D.; Choi, J.B.; Yoo, S.J.; Chang, M.Y.; Lee, S.W.; Park, J.S. Tongue-to-palate resistance training improves tongue strength
and oropharyngeal swallowing function in subacute stroke survivors with dysphagia. J. Oral Rehabil. 2017, 44, 59–64. [CrossRef]
[PubMed]

77. Robbins, J.; Gangnon, R.E.; Theis, S.M.; Kays, S.A.; Hewitt, A.L.; Hind, J.A. The effects of lingual exercise on swallowing in older
adults. J. Am. Geriatr. Soc. 2005, 53, 1483–1489. [CrossRef] [PubMed]

78. Namiki, C.; Hara, K.; Tohara, H.; Kobayashi, K.; Chantaramanee, A.; Nakagawa, K.; Saitou, T.; Yamaguchi, K.; Yoshimi, K.;
Nakane, A.; et al. Tongue-pressure resistance training improves tongue and suprahyoid muscle functions simultaneously. Clin.
Interv. Aging 2019, 14, 601–608. [CrossRef] [PubMed]

79. Nagano, A.; Nishioka, S.; Wakabayashi, H. Rehabilitation Nutrition for Iatrogenic Sarcopenia and Sarcopenic Dysphagia. J. Nutr.
Health Aging 2019, 23, 256–265. [CrossRef]

80. Gielen, E.; Beckwee, D.; Delaere, A.; De Breucker, S.; Vandewoude, M.; Bautmans, I.; Sarcopenia Guidelines Development Group
of the Belgian Society of Gerontology and Geriatrics (BSGG). Nutritional interventions to improve muscle mass, muscle strength,
and physical performance in older people: An umbrella review of systematic reviews and meta-analyses. Nutr. Rev. 2021, 79,
121–147. [CrossRef]

81. Uno, C.; Maeda, K.; Wakabayashi, H.; Nishioka, S.; Ogawa, N.; Okamoto, T.; Hoyano, K.; Momosaki, R. Nutritional status change
and activities of daily living in elderly pneumonia patients admitted to acute care hospital: A retrospective cohort study from the
Japan Rehabilitation Nutrition Database. Nutrition 2020, 71, 110613. [CrossRef]

82. Nagano, A.; Maeda, K.; Koike, M.; Murotani, K.; Ueshima, J.; Shimizu, A.; Inoue, T.; Sato, K.; Suenaga, M.; Ishida, Y.; et al.
Effects of Physical Rehabilitation and Nutritional Intake Management on Improvement in Tongue Strength in Sarcopenic Patients.
Nutrients 2020, 12, 3104. [CrossRef]

83. Shimizu, A.; Fujishima, I.; Maeda, K.; Wakabayashi, H.; Nishioka, S.; Ohno, T.; Nomoto, A.; Kayashita, J.; Mori, N.; The Japanese
Working Group On Sarcopenic, D. Nutritional Management Enhances the Recovery of Swallowing Ability in Older Patients with
Sarcopenic Dysphagia. Nutrients 2021, 13, 596. [CrossRef] [PubMed]

84. Tanıgör, G.; Eyigor, S. Evaluation of dysphagia in patients with sarcopenia in a rehabilitation setting: Insights from the vicious
cycle. Eur. Geriatr. Med. 2020, 11, 333–340. [CrossRef] [PubMed]

85. Maeda, K.; Akagi, J. Treatment of Sarcopenic Dysphagia with Rehabilitation and Nutritional Support: A Comprehensive
Approach. J. Acad. Nutr. Diet 2016, 116, 573–577. [CrossRef]

86. Carrion, S.; Roca, M.; Costa, A.; Arreola, V.; Ortega, O.; Palomera, E.; Serra-Prat, M.; Cabre, M.; Clave, P. Nutritional status of
older patients with oropharyngeal dysphagia in a chronic versus an acute clinical situation. Clin. Nutr. 2017, 36, 1110–1116.
[CrossRef] [PubMed]

http://doi.org/10.1186/s12877-020-01832-0
http://doi.org/10.1016/j.archger.2021.104439
http://doi.org/10.1007/s40520-021-01859-2
http://doi.org/10.1007/s00455-020-10165-4
http://doi.org/10.3928/00989134-20160913-05
http://doi.org/10.1038/nrgastro.2015.49
http://doi.org/10.1111/joor.12461
http://www.ncbi.nlm.nih.gov/pubmed/27883209
http://doi.org/10.1111/j.1532-5415.2005.53467.x
http://www.ncbi.nlm.nih.gov/pubmed/16137276
http://doi.org/10.2147/CIA.S194808
http://www.ncbi.nlm.nih.gov/pubmed/30962680
http://doi.org/10.1007/s12603-018-1150-1
http://doi.org/10.1093/nutrit/nuaa011
http://doi.org/10.1016/j.nut.2019.110613
http://doi.org/10.3390/nu12103104
http://doi.org/10.3390/nu13020596
http://www.ncbi.nlm.nih.gov/pubmed/33670314
http://doi.org/10.1007/s41999-020-00302-5
http://www.ncbi.nlm.nih.gov/pubmed/32297201
http://doi.org/10.1016/j.jand.2015.09.019
http://doi.org/10.1016/j.clnu.2016.07.009
http://www.ncbi.nlm.nih.gov/pubmed/27499393

	Introduction 
	Definition 
	Sarcopenia 
	Dysphagia 
	Sarcopenic Dysphagia 

	Tools for the Evaluation of Sarcopenic Dysphagia 
	Overview 
	Swallowing Function Evaluation: Questionnaires & Swallowing Tests 
	Videofluoroscopic Swallow Study 
	Maximal Isometric Tongue Pressure 
	Jaw-Opening Force 
	Lip Force 
	Surface Electromyography 
	High-Resolution Manometry 
	Ultrasonography 
	Magnetic Resonance Imaging 

	Intervention 
	Overview 
	Swallowing Muscle Strengthening 
	Nutrition Support 
	Physical and Occupational Therapy 
	Texture Modification of Food 

	Future Perspectives 
	Conclusions 
	References

