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Impact of geniohyoid 
and masseter muscle masses 
on dysphagia after salvage surgery 
and radiotherapy in head and neck 
cancer
Nao Hashida1, Hiroshi Shamoto2,3, Keisuke Maeda4* & Hidetaka Wakabayashi5

This study aimed to determine whether geniohyoid and/or masseter muscle mass can predict the 
severity of dysphagia after salvage surgery for head and neck cancer. We conducted a retrospective 
cohort study of 45 male patients with head and neck cancer (median age, 68 years) who underwent 
salvage surgery. The preoperative geniohyoid and masseter muscle masses were evaluated using 
computed tomography and the severity of dysphagia was evaluated by Penetration Aspiration Scale 
(PAS), Functional Oral Intake Scale (FOIS) and Oropharyngeal swallow efficiency (OPSE). The median 
PAS, FOIS and OPSE scores after surgery were 7 (interquartile range [IQR] 1–8), 6 (IQR 2–7) and 95.8 
(IQR 67.1–116.2), respectively. The mean geniohyoid muscle masses were 3.13 ± 0.78 cm2 and the 
mean masseter muscle masses were 4.37 ± 0.99 cm2, respectively. The multivariate analysis showed 
that the geniohyoid muscle mass was significantly associated with the PAS, FOIS and OPSE scores. 
Conversely, the masseter muscle mass was not significantly associated with the PAS score but was 
significantly associated with the FOIS and OPSE scores. Geniohyoid muscle mass may predict the 
severity of dysphagia after salvage surgery.

Dysphagia is a common complication associated with head and neck cancer treatment and may lead to aspiration 
pneumonia, choking, dehydration, malnutrition, lower quality of life, and/or premature death1–4. Patients who 
undergo salvage surgery after radiotherapy are at a higher risk of developing severe dysphagia compared to that 
before initial treatment5,6 and at high risk of developing malnutrition and muscle wasting owing to pain in the 
oral and pharyngeal mucous membranes, dry mouth, dysgeusia, and dysphagia due to radiotherapy7–9. Salvage 
surgery without total laryngectomy may lead to good oncologic outcomes but is associated with unpredictable 
functional deficits affecting the voice and swallowing ability, high complication rates of aspiration pneumonia, 
and increased risk of prolonged hospitalization6,10–12. Furthermore, there is controversy regrading this procedure 
with respect to the swallowing function, and patients occasionally experience severe dysphagia12–14. In such cases, 
total laryngectomy may be required to enable patients to eat without aspiration.

Decreased skeletal muscle mass is associated with complications after cancer surgery15. Loss of whole-body 
skeletal muscle mass followed by loss of swallowing muscle mass and function leads to sarcopenic dysphagia16–18. 
Furthermore, sarcopenia is a risk factor for dysphagia in elderly patients19. In patients with cancer, the skeletal 
muscle mass is associated with the swallowing function20; therefore, we hypothesized that skeletal muscle mass 
prior to surgery may predict the swallowing function after salvage surgery for head and neck cancer. Recently, 
the masseter muscle mass was used to assess the skeletal muscle mass21. A previous electromyographic study has 
reported that the masseter muscle is the strongest muscle among the masticatory muscles with respect to chewing 
hard food22. In addition, inadequate oral intake and inappropriate food texture affect disuse atrophy and weak-
ness of the masseter muscle22. Thus, we hypothesized that the masseter muscle is associated with oropharyngeal 
dysphagia due to sarcopenia. The geniohyoid muscle is involved in swallowing, and two of the suprahyoid muscles 
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play important roles in the pharyngeal phase of swallowing; furthermore, reduced geniohyoid muscle mass may 
be associated with dysphagia23,24. In addition, the geniohyoid muscle is the main muscle, among the suprahyoid 
muscles, involved in hyoid bone movement25. The geniohyoid muscle was also strongly associated with severe 
dysphagia compared with other suprahyoid muscles when it is in the radiation field26.

Therefore, we visualized the preoperative geniohyoid and masseter muscle masses, which were related to 
dysphagia or sarcopenia, via neck computed tomography (CT) used for cancer status evaluation and determined 
whether these muscle masses may predict the severity of dysphagia after salvage surgery in patients who had 
previously undergone radiotherapy for head and neck cancer.

Methods
Patients.  We conducted a retrospective cohort study with male patients who underwent salvage surgery for 
recurrent/remnant tumors or necrosis of tumors after radiotherapy for head and neck cancer in the Department 
of Otolaryngology—Head and Neck Surgery at Osaka Medical Center for Cancer and Cardiovascular Diseases 
(present facility name: Osaka International Cancer Institute) and had been referred to the Department of Reha-
bilitation for dysphagia rehabilitation between 2012 and 2016. We excluded patients who underwent surgeries 
that were less invasive and did not cause dysphagia and had not been referred for rehabilitation.

Patients who had undergone total laryngectomy and resection of the geniohyoid muscle or ansa cervicalis as 
well as those who had not undergone neck CT before surgery were also excluded. Moreover, patients with oral 
cancer were excluded because the geniohyoid muscles were resected in most cases. Postoperatively, all patients 
participated in a dysphagia rehabilitation program five times a week, coordinated by a speech-language-hearing 
therapist (ST) during hospitalization. Dysphagia rehabilitation involved dysphagia assessment, range of motion 
exercises, resistance exercises, and swallowing training using compensatory techniques. Approximately half of 
the patients also underwent functional occupational therapy and daily living exercises three to five times per 
week for shoulder dysfunction, and a few patients also underwent physical therapy because whole-body sar-
copenia, including physical dysfunction, may affect the swallowing function18. Patients were discharged when 
their surgical wound healed, their complications resolved and they were able to obtain enough nutrients and live 
at home. If patients still had dysphagia, we provided outpatient rehabilitation or referred them to home-based 
rehabilitation services.

Assessment.  Cross‑sectional area of the head and neck muscles.  For the assessment of the geniohyoid and 
masseter muscle masses, two STs were used to measure the preoperative sagittal cross-sectional areas of the 
geniohyoid muscle23 and axial cross-sectional areas of the masseter muscles of the other side of the tumor at 
20 slices below the zygomatic arch21. The STs were certified under the “Cancer Rehabilitation Educational Pro-
gram for Rehabilitation Terms” and usually interpreted and analyzed CT examinations for rehabilitation treat-
ment. CT examinations were performed using LightSpeed VCT (General Electric Company, Boston, MA, USA) 
and Aquilion 16 (Canon Medical Systems Corporation, Tokyo, Japan). The scanning parameters were 120 kVp, 
50–325 mAs, and 1-mm slice thickness. Raw data were reconstructed using Aquarius NET software (Tera Recon 
Inc., Foster City, CA, USA). The mean value for both sides was calculated for each patient. To evaluate the 
intra-rater and inter-rater reliability of the method, one of the STs assessed the CT data of 12 randomly selected 
patients from all patients twice, and the other ST, who was blinded to the characteristics of the patients, also 
assessed the same CT data. We assessed both the intra-rater and inter-rater reliabilities using the intraclass cor-
relation coefficient (ICC).

Severity of dysphagia.  As the primary outcome, severity of dysphagia was assessed using the Penetration Aspi-
ration Scale (PAS)27, which is an 8-point scale that evaluates airway invasion based on the video fluoroscopic 
swallowing study (VFSS), by two STs after salvage surgery. Some patients underwent VFSS more than once 
before discharge, and the PAS score at the time of final evaluation before discharge was used in this study. 
PAS score 1 reflects no entry of material into the airway; PAS scores 2–5 indicates penetration of material; and 
PAS scores ≥ 6 indicates tracheal aspiration of material. However, because this was a retrospective study, not all 
patients underwent VFSS.

We also used the Functional Oral Intake Scale (FOIS) score28 as the secondary outcome, which ranged from 
Level 1 (nothing by mouth) to Level 7 (total oral diet with no restrictions). Two STs evaluated the FOIS score, 
wherein a score below six indicated some limitations in the swallowing function, both at admission and on 
postoperative day (POD) 90. We also assessed the oropharyngeal swallow efficiency (OPSE), which has been 
validated for oropharyngeal dysphagia evaluation for patients with head and neck cancer29.

Other parameters.  Data on radiotherapy, including “bilateral or unilateral neck irradiation and no neck 
irradiation”, “radiation dose”, and “combined chemotherapy with radiotherapy (chemoradiotherapy or radio-
therapy alone)” before surgery, were used as independent variables. The length of time between radiotherapy 
and surgery was defined. Surgical lesions, surgical procedures, and whether the geniohyoid muscles were in 
the radiation fields were also assessed. Data were obtained from surgical and radiation records. The difference 
between the radiated and non-radiated cross-sectional areas of the masseter muscle was evaluated to assess the 
effect of radiotherapy on muscle mass in patients who underwent unilateral neck irradiation. Conversely, the 
geniohyoid muscles on both sides were adjacent to each other and affected by radiotherapy when the submental 
region was involved in the radiation field in many cases30. Thus, we did not measure both sides of the geni-
ohyoid muscle area nor evaluated the difference between the radiated and non-radiated areas of the geniohyoid 
muscle. It has been reported that low body mass index (BMI) and low Barthel Index (BI) were risk factors for 
dysphagia17. Thus, the BMI was calculated as weight divided by height squared upon admission. Activities of 
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daily living were evaluated using the BI at admission, which was scored on a 0–100-point scale, with higher 
scores indicating higher levels of independence.

Statistical analyses.  Parametric data were presented as means ± standard deviations, non-parametric 
data as medians and interquartile ranges (IQRs), and categorical data as percentages. Fisher’s exact test and the 
Mann–Whitney U test were used to examine sex-dependent differences. Correlations between cross-sectional 
areas of the head and neck muscles and other parameters were assessed using Spearman’s rank correlation coef-
ficient. The correlation between cross-sectional areas of the geniohyoid muscle and the masseter muscle was 
evaluated. Multivariate linear regression was used to estimate age-adjusted (Model 1) and age- and surgical 
lesion and procedure-adjusted (e.g., hypopharynx and larynx with the external approach) (Model 2) standard-
ized partial regression coefficients (β) for the PAS score and OPSE score after surgery and the FOIS score at POD 
90. We also performed stratified analysis by age (younger group: under 65 years, and elderly group: 65 years of 
age and above), site of the surgical lesions (larynx and hypopharynx, oropharynx and others), surgical procedure 
(with and without reconstruction) and irradiation field used (bilateral or unilateral neck irradiation or no neck 
irradiation). P-values less than 0.05 were considered statistically significant, and post-hoc power analyses were 
performed to determine whether the study had an adequate power to detect outcomes. We used the power.t.test 
function in R to estimate the power in changes in FOIS score. All statistical analyses were performed using EZR 
(Saitama Medical Center, Jichi Medical University, Saitama, Japan), which is a graphical user interface for R (The 
R Foundation for Statistical Computing, Vienna, Austria)31. More precisely, EZR is a modified version of R com-
mander, designed to add statistical functions frequently used in biostatistics.

This study has been performed in accordance with the ethical standards laid down in the 1964 Declaration of 
Helsinki and its later amendments and approved by the Ethics Committee of Osaka International Cancer Institute 
(approval number 1801129313). The Ethics Committee of Osaka International Cancer Institute waived the need 
for informed consent in view of the retrospective nature of the study. Instead, an opt-out technique through an 
online announcement on the hospital webpage was used to provide an opportunity for patients to withdraw or 
to tacitly consent to participate in the study.

Ethical declarations.  The present study was approved by the Ethics Committee of Osaka International 
Cancer Institute (approval number 1801129313). The Ethics Committee of Osaka International Cancer Insti-
tute waived the need for informed consent in view of the retrospective nature of the study. Instead, an opt-out 
technique through an online announcement on the hospital web page was used to provide an opportunity for 
patients to withdraw or to tacitly consent to participate in the study.

Results
Patient characteristics.  Table 1 shows the characteristics of the 45 patients (median age, 68 [IQR 62–72] 
years) included in this study. Eighteen patients underwent radiotherapy including the geniohyoid muscles.

Table 2 shows the surgical lesions and surgical procedures. The most common sites were the larynx (31.1%), 
oropharynx (26.7%), and hypopharynx (24.4%), and 21 patients (46.7%) underwent surgery with free flap 

Table 1.   Patients’ characteristics. IQR interquartile range, BMI body mass index, BI Barthel Index, FOIS 
Functional Oral Intake Scale, RT radiotherapy, CRT​ chemoradiotherapy, CSA cross-sectional area, GM 
geniohyoid muscle, MM masseter muscle, SD standard deviation.

All (n = 45)

Age, year (IQR) 68 [62–72]

BMI (IQR) 20.3 [19.0–24.1]

BI (IQR) 100 [100–100]

FOIS score at admission (IQR) 7 [6–7]

RT with or without chemotherapy (%)

RT alone 19 (42.2)

CRT​ 26 (57.8)

Radiation dose (IQR) 70 [65–70]

Neck irradiation (%)

Unilateral and no neck irradiation 17 (37.8)

Bilateral neck irradiation 28 (62.2)

Irradiation including the GM 16 (35.6)

Time between RT and surgery, month (IQR) 21 [7–68]

FOIS score on POD 90 (IQR) 6 [2–7]

Oropharyngeal swallow efficiency score 95.8 [67.1–116.2]

Penetration Aspiration Scale score 7 [1–8]

CSA of the GM, cm2 (SD) 3.13 ± 0.78

CSA of the MM, cm2 (SD) 4.70 ± 1.22
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reconstruction. The TNM classifications of the recurrent tumor were as follows: rT1N0M0 (n = 19), rT2N0-
2M0 (n = 12), rT3N0M0 (n = 1), rT4N0M0 (n = 3), rT0N1-2M0 (n = 6), and necrosis (n = 4).

Correlation.  Spearman’s rank correlation analysis was performed to avoid multicollinearity (Table 3). The 
BMI was positively correlated with each cross-sectional area of the geniohyoid and masseter muscles and with 
the implementation of bilateral neck irradiation. The cross-sectional area of the geniohyoid muscle was posi-
tively correlated with that of the masseter muscle.

Severity of dysphagia and cross‑sectional area of the head and neck muscles.  For intra-rater 
reliability, the cross-sectional areas of the geniohyoid and masseter muscles had an ICC of 0.907 and 0.912, 
respectively; for inter-rater reliability, the cross-sectional areas of the geniohyoid and masseter muscles had an 
ICC of 0.812 and 0.916, respectively.

The median FOIS score before salvage surgery was 7 (IQR, 6–7). Forty-one patients were able to eat regular 
food; one patient ate soft bite-sized food; three patients received nasogastric tube feeding without oral intake28; 
no patient had a gastrostomy tube placed prior to or during the salvage surgery. We evaluated the PAS and OPSE 
scores at median POD 24 (IQR 10–34). The median FOIS score at POD 90 was 6 (IQR 2–7, and the median PAS 
score and median OPSE score after surgery were 6 (IQR 2–7) and 95.8 (IQR 67.1–116.2), respectively. Eighteen 
patients had oropharyngeal dysphagia with aspiration after salvage surgery. Sixteen patients who were expected 
to have insufficient total energy intake for longer than 60 days after surgery had a gastrostomy tube placed or 
received intermittent oral esophageal tube feeding after postoperative VFSS. The mean geniohyoid muscle cross-
sectional area was 3.13 ± 0.78 cm2; the mean masseter muscle cross-sectional area was 4.37 ± 0.99 cm2. Patients, 
who underwent unilateral neck irradiation, showed no significant differences between the radiated and non-
radiated cross-sectional areas of the masseter muscle.

Table 2.   Surgical lesions and surgical procedures.

Surgical lesion Surgical procedure All (n = 45)

Oropharynx 12 (26.7%)

Tongue base
Partial resection without free flap reconstruction 1

Partial resection and tonsillectomy with free flap reconstruction 1

Soft palate Subtotal resection with free flap reconstruction 1

Tonsillar complex
Radical tonsillectomy with free flap reconstruction 6

Radical tonsillectomy and partial pharyngectomy with free flap reconstruction 3

Hypopharynx

11 (24.4%)

Partial pharyngectomy with free flap reconstruction 9

Partial pharyngectomy without free flap reconstruction 1

Partial pharyngolaryngectomy with free flap reconstruction 1

Larynx

14 (31.1%)

Vertical partial laryngectomy 9

Horizontal partial laryngectomy 2

Wide vertical hemipharyngolaryngectomy 2

Cricohyoidoepiglottopexy 1

Others 8 (17.8%)

Neck lymph node
Unilateral neck dissection 4

Bilateral neck dissection 1

Parapharyngeal space Resection under the transmandibular approach 1

Cervical esophagus Partial cervical esophagectomy 1

Lateral retropharyngeal node Retropharyngeal lymph node dissection 1

Table 3.   Spearman’s rank correlation test results. CSA cross-sectional area, MM masseter muscle, GM 
geniohyoid muscle, CRT​ chemoradiotherapy, BMI body mass index. *P < 0.05.

CSA of the GM CSA of the MM CRT​ Bilateral neck irradiation BMI

Age − 0.430* − 0.401* − 0.08 0.184 − 0.02

BMI 0.531* 0.410* − 0.218 − 0.522* –

Bilateral neck irradiation − 0.220 − 0.222 0.410* –

CRT​ − 0.147 0.07 –

CSA of the MM 0.503* –
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Table 4 shows the age-adjusted (Model 1) and age-,and surgical lesion and procedure-adjusted (Model 2) 
β coefficients for the PAS and OPSE scores after surgery and the FOIS score at POD 90. Model 1 shows that 
the cross-sectional area of the geniohyoid muscle was significantly associated with the PAS score after surgery 
(β =  − 2.15, 95% confidence interval [CI] − 3.31 to (− 0.98), β =  − 0.35); however, that of the masseter muscle was 
not associated with the PAS score after surgery (β =  − 0.37, 95% CI − 1.24 to 0.49, β =  − 0.14). The cross-sectional 
area of the geniohyoid muscle (β = 1.6, 95% CI 0.68–2.52, β = 0.42) and of the masseter muscle (β = 0.64, 95% 
CI 0.10–1.18, β = 0.30) were both significantly associated with the FOIS score at POD 90. The post-hoc power 
of the study was 0.99. The preoperative FOIS score was not significantly associated with the PAS score after 
surgery, FOIS score at POD 90, and OPSE score. Preoperative cross-sectional areas of the geniohyoid and mas-
seter muscles were not associated with the length of hospitalization. Tables 5 and 6 show the stratified analysis. 
In the elderly group, preoperative geniohyoid muscles were significantly associated with the PAS, FOIS, and 
OPSE scores.

Table 4.   Multivariate analysis for the Penetration Aspiration Scale score, FOIS score, and oropharyngeal 
swallow efficiency score after surgery. Model 1: Age-adjusted. Model 2: Age-, and surgical lesion and 
procedure-adjusted. PAS penetration aspiration scale, FOIS Functional Oral Intake Scale, OPSE oropharyngeal 
swallow efficiency, CSA cross-sectional area, GM geniohyoid muscle, MM masseter muscle, CI confidence 
interval.

PAS FOIS OPSE

Beta 95% CI β P-value Beta 95% CI β P-value Beta 95% CI β P-value

CSA of GM

Model 1

 Age − 0.1 − 0.21 to − 0.015 − 0.16 0.08 0.01 − 0.07 to 0.11 − 0.02 0.762 0.21 − 1.34 to 1.77 − 0.03 0.783

 CSA of GM − 2.15 − 3.31 to − 0.98 − 0.35  < 0.001 1.6 0.68–2.52 0.42 0.001 30.93 15.4–46.4 0.39  < 0.001

Model 2

 Age − 0.1 − 0.22 to 0.01 − 0.16 0.089 0.01 − 0.07 to 0.11 − 0.02 0.751 0.27 − 1.37 to 1.79 − 0.03 0.786

 Surgical procedure − 0.27 − 2.02 to 1.46 − 0.01 0.747 0.82 − 0.52 to 2.17 0.17 0.223 0.77 − 22.37 to 23.92 − 0.03 0.946

 CSA of GM − 2.12 − 3.31  to − 0.93 − 0.35  < 0.001 1.53 0.61–2.45 0.39 0.002 30.86 15.02–46.71 0.38  < 0.001

CSA of MM

Model 1

 Age − 0.04 − 0.17 to 0.09 − 0.11 0.517 − 0.01 − 0.16 to 0.05 − 0.05 0.828 − 0.14 − 1.14 to 0.84 − 001 0.764

 CSA of MM − 0.37 − 1.24 to 0.49 − 0.14 0.391 0.64 0.10–1.18 0.3 0.02 15.79 6.68–24.89 0.45 0.001

Model 2

 Age − 0.04 − 0.17 to 0.09 − 0,11 0.522 − 0.004 − 0.11 to 0.08 − 0.05 0.731 − 0.03 − 1.69 to 1.623 − 0.01 0.967

 Surgical procedure − 0.21 − 2.28 to 1.84 − 0.04 0.828 0.78 − 0.71to 2.27 0.17 0.296 − 4.33 − 29.8 to 21.1 − 0.05 0.732

 CSA of MM − 0.33 − 1.27 to 0.59 − 0.13 0.466 0.48 − 0.19 to 1.16 0.24 0.154 16.91 5.37–28.4 0.47 0.005

Table 5.   Stratified analyses between the cross-sectional area of the geniohyoid muscle and PAS, FOIS and 
OPSE scores after surgery. N number of patients, PAS penetration aspiration scale, FOIS Functional Oral Intake 
Scale, OPSE oropharyngeal swallow efficiency, CI confidence interval.

N

PAS FOIS OPSE

Beta 95% CI P-value Beta 95% CI P-value Beta 95% CI P-value

Age

< 65 years 19 − 0.55 − 2.43 to 1.32 0.541 0.83 − 0.71 to 2.371 0.268 11.16 − 13.81 to 36.12 0.357

≧ 65 years 26 − 1.85 − 3.58 to − 0.14 0.035 1.68 0.56–2.81 0.005 30.43 7.68–53.19 0.011

Surgical lesions

Larynx and hypopharynx 24 − 1.04 − 2.90 to 0.82 0.256 1.05 − 0.22 to 2.33 0.101 21.163 − 5.629 to 47.957 0.114

Oropharynx 13 − 1.91 − 4.19 to 0.38 0.091 1.92 − 0.21 to 3.63 0.031 33.19 3.89–62.49 0.029

Others 8 − 1.20 − 3.48 to 1.06 0.231 1.60 − 0.15 to 3.36 0.064 14.44 − 23.21 to 52.10 0.369

Surgical procedures

With reconstruction 23 − 0.77 − 2.42 to 0.86 0.335 0.97 − 0.48 to 2.43 0.177 24.82 − 0.30 to 49.94 0.052

Without reconstruction 22 − 1.35 − 3.10 to 0.40 0.123 1.34 0.22–2.46 0.021 15.98 − 3.45 to 35.14 0.101

Irradiation field

Bilateral neck irradiation 28 − 0.99 − 2.47 to 0.49 0.179 1.39 0.344–2.44 0.011 16.03 − 4.23 to 36.27 0.115

Unilateral or no neck irradiation 17 − 1.19 − 3.61 to 1.21 0.304 0.247 − 1.12 to 1.62 0.705 19.83 − 7.63 to 47.03 0.140
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Discussion
This retrospective study involving 45 male patients who underwent salvage surgery after radiotherapy for head 
and neck cancer, examined the association between the severity of dysphagia and both geniohyoid and masseter 
muscle masses as evaluated using neck CT. The main finding of this study was that the cross-sectional areas of 
the geniohyoid muscle evaluated using preoperative neck CT were associated with the severity of dysphagia 
after salvage surgery.

The preoperative geniohyoid muscle mass was associated with the severity of dysphagia evaluated using both 
the PAS and FOIS scores after salvage surgery. It is essential for patients undergoing unilateral or bilateral resec-
tion of the suprahyoid muscles after surgery for head and neck cancer that the remaining suprahyoid muscles 
maintain their swallowing function. Otherwise, the swallowing function may decline in patients with reduced 
suprahyoid muscle mass. Recently, some studies have reported that reduced whole-body skeletal muscle mass 
and swallowing muscle mass, as well as degradation of the whole-body muscles and swallowing muscles, cause 
sarcopenic dysphagia16–19,32. In the present study, we did not assess whole-body skeletal muscle mass; however, 
geniohyoid muscle mass was associated with the severity of dysphagia after surgery and may show an associa-
tion with sarcopenic dysphagia. Feng et al. assessed the cross-sectional area of the geniohyoid muscle on CT and 
found that it was significantly smaller in aspirators than in non-aspirators24. In addition, an association between 
dysphagia and decreased muscle mass in the muscles related to the swallowing function, such as the digastric, 
temporal, geniohyoid, and pharyngeal muscles, has been reported23,33. Their results suggest that the geniohyoid 
muscle mass was associated with the swallowing function, consistent with our study. The OPSE score may be an 
indicator of the mechanism of dysphagia; it measures patients’ ability to transport bolus to the esophagus. The 
presence of pharyngeal residue as well as aspiration affects the OPSE score. In the present study, the geniohyoid 
muscle mass was associated with both PAS and OPSE scores, suggesting that the lack of laryngeal movement 
causes pharyngeal residue as well as aspiration. As the geniohyoid muscle affects oropharyngeal swallowing, 
patients with lower geniohyoid muscle mass may develop subclinical dysphagia. Moreover, the stratified analysis 
suggests that the cross-sectional area of the geniohyoid muscle was associated with swallowing function after 
salvage surgery in the elderly group, although there were no significant associations in the younger group. Thus, 
patients with decreased geniohyoid muscle mass may be affected by sarcopenia as well as salvage surgery, leading 
to more severe dysphagia. Therefore, we believe that preoperative geniohyoid muscle mass may predict severity of 
dysphagia after salvage surgery. We suggest several options for patients with decreased preoperative geniohyoid 
muscle mass, such as gastrostomy tube placement prior to or during salvage surgery, preoperative nutritional 
management and rehabilitation treatment of the swallowing muscle, or alteration of the surgical procedure.

The hypothesis that the masseter muscle mass evaluated with preoperative neck CT would predict severity 
of dysphagia according to PAS score in patients undergoing salvage surgery and radiotherapy for head and neck 
cancer was not confirmed in the present study. The masseter muscle is one of the swallowing muscles but not 
part of the suprahyoid muscles. Thus, we consider that the weakness of masseter muscle affects eating ability 
rather than swallowing function. In the present study, the relationship between the masseter muscle mass and 
FOIS score at POD 90 and OPSE score predicts that the masseter muscle mass affects the pharyngeal and oral 
phases of swallowing. A previous study has reported that masseter muscle mass was associated with whole-body 
muscle mass21. Thus, whole-body sarcopenia may be associated with the OPSE score. Moreover, the masseter 
muscle mass affects the oral phase of swallowing, e.g. mastication, because the FOIS score focuses on food texture 
as well as the feeding route28 and may represent the oral condition. There are reports that the masseter muscle 
mass is associated with oral abilities, such as masticatory performance and maximal bite force34,35. Mastication 
is important for the formation of a coherent bolus safe enough for swallowing35. Thus, in the current study, the 

Table 6.   Stratified analyses between the cross sectional area of the masseter muscle and the PAS, FOIS, and 
OPSE scores after surgery. N number of patients, PAS penetration aspiration scale, FOIS Functional Oral Intake 
Scale, OPSE oropharyngeal swallow efficiency, CI confidence interval.

N

PAS FOIS OPSE

Beta 95% CI P-value Beta 95% CI P-value Beta 95% CI P-value

Age

< 65 years 19 − 0.03 − 1.63 to 1.68 0.967 0.34 − 1.03 to 1.72 0.599 15.08 − 5.76 to 35.91 0.144

≧ 65 years 26 − 0.38 − 1.37 to 0.64 0.458 0.55 − 0.12 to 1.23 0.104 15.25 2.79–27.71 0.019

Surgical lesions

Larynx and hypopharynx 24 − 0.35 − 1.71 to 1.00 0.592 0.42 − 0.52 to 1.38 0.361 16.47 − 2.29 to 35.24 0.081

Oropharynx 13 − 0.29 − 1.61 to 1.02 0.634 0.68 − 0.31 to 1.69 0.157 21.61 9.67–33.56 0.002

Others 8 − 0.28 − 2.41 to 1.85 0.748 0.46 − 1.51 to 2.45 0.57 23.42 3.82–43.02 0.027

Surgical procedures

With reconstruction 23 0.01 − 1.02 to 10.58 0.971 0.75 − 0.14 to 1.65 0.097 10.25 − 6.31 to 26.82 0.210

Without reconstruction 22 − 0.29 − 1.51 to 0.91 0.612 0.26 − 0.56 to 1.09 0.516 15.73 4.41–27.05 0.009

Irradiation field

Bilateral neck irradiation 28 − 0.00 − 0.09 to 0.98 0.998 0.53 − 0.19 to 1.26 0.145 13.05 0.62–25.48 0.04

Unilateral or no neck irradiation 17 − 0.47 − 1.99 to 1.03 0.509 0.00 − 0.83 to 0.85 0.980 12.36 − 4.33 to 29.06 0.134
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swallowing function evaluated using the FOIS score may have been affected by the mastication ability and mas-
seter muscle mass.

Skeletal muscle mass is often evaluated in patients with cancer using abdominal CT to examine the psoas 
muscle; however, abdominal CT is not performed routinely in patients with head and neck cancer. In contrast, 
evaluation of geniohyoid and masseter muscle mass using neck CT is easy and effective for most patients with 
head and neck cancer. We posit that evaluation of geniohyoid or masseter muscle mass with neck CT may be 
useful for the diagnosis of sarcopenia in patients with head and neck cancer.

Both geniohyoid and masseter muscle masses were lower in the present study than in previous studies that 
examined older blunt trauma cases and healthy elderly individuals21,23. Radiotherapy for head and neck cancer 
induces atrophy of the muscle caused due to fibrosis, nerve degeneration, and damage to the small vessels36. 
Moreover, it may also be affected by disuse atrophy of those muscles owing to the side effects of chemoradio-
therapy or radiotherapy, including poor oral intake or need for a dysphagia diet. In addition, malnutrition is 
common in patients with cancer owing to symptoms of the disease and side effects of treatments, such as radio-
therapy, chemotherapy, and surgery7,8. Unsal et al. reported a malnutrition rate of 88% in patients with head and 
neck cancer after radiotherapy9. Malnutrition causes decreased skeletal muscle mass and sarcopenia, which are 
risk factors for dysphagia16,18,19. Because the combination of both rehabilitation and nutritional management 
is indispensable to increase muscle mass and to treat sarcopenic dysphagia37, appropriate rehabilitation and 
nutritional treatment before HNC treatment may increase the swallowing muscle mass and improve dysphagia.

There are several limitations in this study. First, we could not adjust for many factors, such as radiation dos-
age, time of assessment of the PAS score, radiation site, irradiation range, surgical procedure, nutritional status, 
muscle strength and length of hospitalization, as they varied widely. Second, although our institute is among the 
largest cancer centers treating HNC, our sample size was small because this study included only male patients 
who had recurrence or necrosis after treating HNC and we excluded patients who had undergone resection of 
the geniohyoid muscle or ansa cervicalis, female patients, and patients with oral cancer to lessen the impact of 
surgery for swallowing function. Thus, our findings may not be generalized to all HNC patients. However, the 
age- and surgical procedure adjusted β coefficients were calculated to verify whether preoperative geniohyoid 
and masseter muscle mass can predict dysphagia after surgery, and the statistical power was acceptable. Third, 
fibrosis after radiotherapy was not assessed, although radiotherapy causes secondary fibrosis of the pharyngeal 
muscles and soft tissues, leading to muscle weakness and oropharyngeal dysphagia2. However, several stud-
ies have reported skeletal muscle atrophy and fibrosis after irradiation therapy38. Therefore, radiation-induced 
fibrosis may have resulted in muscle mass atrophy or muscle mass loss in the present study. Fourth, we did not 
evaluate VFSS for all patients before salvage surgery, therefore it is conceivable that there were patients with only 
mild subclinical dysphagia before salvage surgery, because the preoperative median FOIS score was 7 (IQR 7–7).

In conclusion, the preoperative geniohyoid muscle mass evaluated using neck CT is a potential predictor for 
dysphagia after salvage surgery. Further research is required to determine whether preoperative treatment, includ-
ing nutrition support and exercise of the head and neck muscles, will prevent occurrence of severe dysphagia.

Received: 7 August 2020; Accepted: 15 January 2021

References
	 1.	 Cooper, J. S. et al. Radiation Therapy Oncology Group 9501/Intergroup. Postoperative concurrent radiotherapy and chemotherapy 

for high-risk squamous-cell carcinoma of the head and neck. N. Engl. J. Med. 350, 1937–1944 (2004).
	 2.	 Bernier, J. et al. European Organization for Research and Treatment of Cancer Trial 22931. Postoperative irradiation with or 

without concomitant chemotherapy for locally advanced head and neck cancer. N. Engl. J. Med. 350, 1945–1952 (2004).
	 3.	 Clavé, P. & Shaker, R. Dysphagia: Current reality and scope of the problem. Nat. Rev. Gastroenterol. Hepatol. 12, 259–270 (2015).
	 4.	 Garg, S., Yoo, J. & Winquist, E. Nutritional support for head and neck cancer patients receiving radiotherapy: A systematic review. 

Support Care Cancer. 18, 667–677 (2010).
	 5.	 Gourin, C. G. et al. Short- and long-term outcomes of laryngeal cancer care in the elderly. Laryngoscope. 125, 924–933 (2015).
	 6.	 Culié, D. et al. Salvage surgery for recurrent oropharyngeal cancer: Post-operative oncologic and functional outcomes. Acta 

Otolaryngol. 135, 1323–1329 (2015).
	 7.	 Arends, J. et al. ESPEN guidelines on nutrition in cancer patients. Clin. Nutr. 36, 11–48 (2017).
	 8.	 Wie, G. A. et al. Prevalence and risk factors of malnutrition among cancer patients according to tumor location and stage in the 

National Cancer Center in Korea. Nutrition. 26, 263–268 (2010).
	 9.	 Unsal, D. et al. Evaluation of nutritional status in cancer patients receiving radiotherapy: A prospective study. Am. J. Clin. Oncol. 

29, 183–188 (2006).
	10.	 Ramakrishnan, Y. et al. Oncologic outcomes of transoral laser microsurgery for radiorecurrent laryngeal carcinoma: A systematic 

review and meta-analysis of English-language literature. Head Neck. 36, 280–285 (2014).
	11.	 Motz, K. et al. Short- and long-term outcomes of oropharyngeal cancer care in the elderly. Laryngoscope. 128, 2084–2093 (2018).
	12.	 Motamed, M., Laccourreye, O. & Bradley, P. J. Salvage conservation laryngeal surgery after irradiation failure for early laryngeal 

cancer. Laryngoscope. 116, 451–455 (2006).
	13.	 Zafereo, M. E. et al. The role of salvage surgery in patients with recurrent squamous cell carcinoma of the oropharynx. Cancer 115, 

5723–5733 (2009).
	14.	 Holsinger, F. C., Funk, E., Roberts, D. B. & Diaz, E. M. Jr. Conservation laryngeal surgery versus total laryngectomy for radiation 

failure in laryngeal cancer. Head Neck. 28, 779–784 (2006).
	15.	 Joglekar, S., Nau, P. N. & Mezhir, J. J. The impact of sarcopenia on survival and complications in surgical oncology: A review of 

the current literature. J. Surg. Oncol. 112, 503–509 (2015).
	16.	 Wakabayashi, H. Presbyphagia and sarcopenic dysphagia: association between aging, sarcopenia, and deglutition disorders. J. 

Frailty Aging. 3, 97–103 (2014).
	17.	 Maeda, K., Takaki, M. & Akagi, J. Decreased skeletal muscle mass and risk factors of sarcopenic dysphagia: A prospective obser-

vational cohort study. J. Gerontol. A Biol. Sci. Med. Sci. 72, 1290–1294 (2017).
	18.	 Fujishima, I. et al. Sarcopenia and dysphagia: Position paper by four professional organizations. Geriatr. Gerontol. Int. 19, 91–97 

(2019).



8

Vol:.(1234567890)

Scientific Reports |         (2021) 11:2278  | https://doi.org/10.1038/s41598-021-82039-0

www.nature.com/scientificreports/

	19.	 Maeda, K. & Akagi, J. Sarcopenia is an independent risk factor of dysphagia in hospitalized older people. Geriatr. Gerontol. Int. 
16, 515–521 (2016).

	20.	 Wakabayashi, H. et al. Skeletal muscle mass is associated with severe dysphagia in cancer patients. J. Cachexia Sarcopenia Muscle. 
6, 351–357 (2015).

	21.	 Wallace, J. D. et al. Sarcopenia as a predictor of mortality in elderly blunt trauma patients: Comparing the masseter to the psoas 
using computed tomography. J. Trauma Acute Care Surg. 82, 65–72 (2017).

	22.	 Tomonari, H., Seong, C., Kwon, S. & Miyawaki, S. Electromyographic activity of superficial masseter and anterior temporal muscles 
during unilateral mastication of artificial test foods with different textures in healthy subjects. Clin. Oral Investig. 23, 3445–3455 
(2019).

	23.	 Sporns, P. B. et al. Atrophy of swallowing muscles is associated with severity of dysphagia and age in patients with acute stroke. J. 
Am. Med. Dir. Assoc. 18(635), e1-635.e7. https​://doi.org/10.1016/j.jamda​.2017.02.002 (2017).

	24.	 Feng, X. et al. Aging-related geniohyoid muscle atrophy is related to aspiration status in healthy older adults. J GerontolA Biol Sci 
Med Sci. 68, 853–860 (2013).

	25.	 Kutzner, E. A. et al. Effect of genioglossus, geniohyoid, and digastric advancement on tongue base and hyoid position. Laryngoscope. 
127, 1938–1942 (2017).

	26.	 Hedström, J., Tuomi, L., Finizia, C. & Olsson, C. Identifying organs at risk for radiation-induced late dysphagia in head and neck 
cancer patients. Clin. Transl. Radiat. Oncol. 19, 87–95 (2019).

	27.	 Rosenbek, J. C., Robbins, J. A., Roecker, E. B., Coyle, J. L. & Wood, J. L. A penetration-aspiration scale. Dysphagia 11, 93–98 (1996).
	28.	 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. 86, 1516–1520 (2005).
	29.	 Rademaker, A. W., Pauloski, B. R., Logemann, J. A. & Shanahan, T. K. Oropharyngeal swallow efficiency as a representative measure 

of swallowing function. J. Speech Hear Res. 37, 314–325 (1994).
	30.	 Herring, S. & Fehrenbach, M. Illustrated Anatomy of the Head and Neck 4th edn. (Elsevier/Saunders, St. Louis, 2013).
	31.	 Kanda, Y. Investigation of the freely available easy-to-use software “EZR” for medical statistics. Bone Marrow Transplant. 48, 

452–458 (2013).
	32.	 Cichero, J. A. et al. Development of international terminology and definitions for texture-modified foods and thickened fluids 

used in dysphagia management: The IDDSI framework. Dysphagia 32(2), 293–314 (2017).
	33.	 Murakami, K. et al. Relationship between swallowing function and the skeletal muscle mass of older adults requiring long-term 

care. Geriatr. Gerontol. Int. 15, 1185–1192 (2015).
	34.	 Mituuti, C. T. et al. Influence of oral health condition on swallowing and oral intake level for patients affected by chronic stroke. 

Clin Interv Aging. 10, 29–35 (2014).
	35.	 Lin, C. S. et al. Age- and sex-related differences in masseter size and its role in oral functions. J. Am. Dent. Assoc. 148, 644–653 

(2017).
	36.	 Song, M. et al. Irradiation of the recipient site does not adversely affect successful free flap transfer in the repair of head and neck 

defects after salvage surgery for recurrent nasopharyngeal carcinoma originally treated with radiotherapy. J. Plast. Surg. Hand 
Surg. 47, 40–45 (2013).

	37.	 Wakabayashi, H. & Sakuma, K. Rehabilitation nutrition for sarcopenia with disability: A combination of both rehabilitation and 
nutrition care management. J. Cachexia Sarcopenia Muscle. 5, 269–277 (2014).

	38.	 King, S. N., Dunlap, N. E., Tennant, P. A. & Pitts, T. Pathophysiology of radiation-induced dysphagia in head and neck cancer. 
Dysphagia 31, 339–351 (2016).

Author contributions
N.H. conceived the conception of the study, acquired and analyzed the data, and drafted the manuscript. N.H., 
H.S., K.M., and H.W. performed an interpretation of the data and revised manuscript. All authors reviewed and 
edited the manuscript and approved the submitted final version of the manuscript.

Funding
The study was supported by the Japan Society for the Promotion of Science (Grant number: 18K11142).

Competing interests 
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to K.M.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note  Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access   This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://creat​iveco​mmons​.org/licen​ses/by/4.0/.

© The Author(s) 2021

https://doi.org/10.1016/j.jamda.2017.02.002
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Impact of geniohyoid and masseter muscle masses on dysphagia after salvage surgery and radiotherapy in head and neck cancer
	Methods
	Patients. 
	Assessment. 
	Cross-sectional area of the head and neck muscles. 
	Severity of dysphagia. 

	Other parameters. 
	Statistical analyses. 
	Ethical declarations. 

	Results
	Patient characteristics. 
	Correlation. 
	Severity of dysphagia and cross-sectional area of the head and neck muscles. 

	Discussion
	References


