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v Thoto, B, JEERELILE LT, ADL, QOL, HOAHWRBEAEEZETL, LHEESHNEAFD 1
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The impact of low back pain on activities of daily living for polic survivars
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IElch?s:}lﬁ/||/|||/|V/v ) BEM 4/113/13/24
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e 34/6/11/3/1

{8 + #22E{RZ, NRH : National Rehabilitation Hospital

AAMBEIHHIITAILETHAS.
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2020 4F 12, BEER TR LIRS L ISR

) ARBESS % (BiH224%, w334, FIHE

Wi 67.9+53 %) BXHRL LMATLI (R1). BM
ik, BEXEPBEUTHELL

SME LT, MBRELER L 0. FHEEE I,
BEEE, B, ADL 4 U°QOL, LEEMERNA
T, BITICHET 5 HORIR, BREEEE .
S, BROERE, EEl»HCHkT2EE» D
b, SIEIEEA Visual Analogue Scale (VAS) 2
BT 30mmBLEY b U, R L IR 2 B
T AP, EERFRFZOMEZERC
TARRBEEI (KRR 281423).

1. BEREH

A, MR, MBOAE, HERFEOAME, FHE
4E#5, National Rehabilitation Hospital (NRH) F
RAVEREEE A (NRH 440) 7 ##Z& L. NRH 4
Bk, SHOMHEFMEL, RIBELZIHIL
Y 4T 5. S, MFEZH 5 NRH 5O
fE#RBECER L THV 7 (NRH O IUREE) .

2. B

JER ORI VASY 2 v, i’ [Fak L,
A [ChETIRUICBERDREA] LT, B
TR TV ARAOREERPBEIIRLTE LS.
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270, zORS BHMEILL: (AL D mm).
3. ADL &8 & U QOL

ADL & Barthel Index (BD), J&HRHEERE)
{ERE)] (Frenchay Activities Index : FAI), QOL
13 MOS Short Form 36-Item Health Survey (SF-
36%)? % i\ 7. BLIE BIBIEMO 1 [BEEKIK
Barthel Index H CaFiiz /"0 % fv7c. 133B L Y
R S 1, mEE 0~100 2 (Bf$12 E ADLOH
MEPEV) ThHha. FALKETH FAL H C AP
EVEAC. BEEFOBHAN LGSR
ZBAT A RFMEEE T, 15MHE L OB, HE
0~45 & (BEAIZ LR 5. SF-36%1E
FERYfERERIE QOL #Hilik: € 36 HE & b & 2 HAtsK
ERKETHY, 82O E TMREL LT
HET S, 5128 D2DTFMREDEFHIT DR
Y LIZHRREE (physical component sum-
mary : SF-36"-PCS) & #5flifgfEEE (mental com-
ponent summary : SF-365-MCS) ® 2 25> L L
INs.

4. LEHRHBF
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Catastrophizing Scale : PCS)"?, HZAEEM Hospi-
tal Anxiety and Depression Scale (HADS)'® % fi
W7o, PCSIESR ST 28R b %® 13 HHE T
L, B (BAICEEL 0 2 ORRIEE 2R
52L), HEIE (BADOHCIRIEA~DRALIZ I\ T
WHEBO~NBEINT S 2 L), KH FADER
PHRAFHET A2 L) O3 ODOTMRED LR S
N3, ZRhFRROE(Z-RDTIRELRV)~
40 GEEIZHTIE:S) TRMEL, AFEDE
13 ERRALER AR, HADS i3 R% (73HH) &
5o (7HH) D2HF, AFF14HE (£1~3
M) THRINSG. AFIEFEVCIRERE -#HH 2
R, 8 HMPLLE TRV D 5 LHIRTT 5.

5. HTICAY 3 8CHHE

BATICE T 2 ORI, HARFEM-ZLET Gait
Efficacy Scale (GES)™ % fiw~7c. 10 HE QERIT
BRsh, FEE® 1A (Zo BEFRW)~10
HEELBEEVDHH)DY) v h— PRETHHEL,
AR (10~100 ) #2EHT 2. Ik, BME
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BT B HATEREESMNE, RO & 5 ZEVFR L,
ZHEOL, SEOBEEYOEEE, FERAEMK RIESE
BT END S,

6. FikEse

SRR, ERRE LS AEEIE I (Inter-
national Physical Activity Questionnaire : IPAQ)
Short MU & fiv7c. 4T, PEEO HKIEE, W
WCERTEE), R > OER SN, ZhZhoks
(%) & B (H) 2308k 5. AT TIX, #4733
metabolic equivalents (METs), H4:EE0D SNE
g 4.0 METs, W HAGEE)80 METs & LT, K
LR D S HINERIB R A L 721,

WisthRAT

IEHEOMHT I, Shapiro-Wilk #5E % v 7c.
FREROAE L 2 2B ORENZE, Student
DtWE, XMES & Wilcoxon DNEMFIME #
Aol BRoORE L AHE L OBIIE, Pearson
ORI ¥ & f Spearman DJENAHBIRE %
At 7T OMEHERAENT 21 SPSS ver. 25.0
(IBM #) ZHV, a2 aBK#EIR 5% L L1,

%M%@W$Eﬁﬁjdlm%fbot FYF
BERB ST 2EROATFEIL 5% ThHo12. B
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(r=040), PCSOENE (r=040) L HZIZFH
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SF36-PCS (r=-059), GES (r=-041), IPAQ ®
FEREE (r=—035) LAEBELPFEEDLFECAEOM
Brainic (%3, ). L»L, EROEE L NRH
SFEOMECFHEE A B LB ERD Lo 12,

KA T, ?9%@M%akwébr®ﬁ$?
PREL, BEH5 2 2 BRI L. SHER

BT, BI, SF-36®-PCS, GES W AHZE ML,
NRH SO MEFY, PCS O EIIA B 5l
TARRTH-7c. 27, BROBEE, i, ADL
3L FQOL, LEHAMEFO 12 ThH 28 HHNE
%, MM 2 HOR, FAEEE L EEY
A,

FEROBEEREIEZ NS E LIcak— MIET
12, BYEA TN 3677 ~41.7%"® (B 395%, &
T 432%) tHEE NS, 40, XY ABREEOE
WATFIL 5% L, FEROBTERET LY L8
role i, KYAREEICB B HATHED T
b, &r®ﬁ$$iﬂﬁﬁ@”?%%;bmﬁ
(532%) Th-ote. 4, BUE~EWEREY &
5¢%§~Eﬁwﬁﬁﬁﬁ%f@b,ﬂﬁ%ﬁvé
BOBYERRRIESIOIIEETHS LHEEE NS,

FEROGEREAT L LT, HRETY AR NE
LM Ve, BRORAHELXEMS ¢ 5
LHE IR TV A2, 4, EEETIE NRH 58
ONESEERERBIIEBETH Y, KV AOEEEIZ
JERAETFRRICEE P 5 2 2 W RIS hic. %
fo, Y AREETYE, EBMEMRESHESLE
CERT 2 EAIEIHEE S ERA~D A P LR LR
Y, BiRAEFRENE I - TV AWRENEZ LN
5. R)AOEAIFEIHNE L EROBEEIZOWT
3, £, FHMlEE CERBEHEC L TR 52
EhHb.

FY A REZOER L ADL % X ¢ QOL 125w
T, MEFRELIEREMEE L b L T, BI, SF-36%-
PCSHEBIEETH -1, S, EIE1»HOE
FIZBRELTH D, ADIRS H ADL % X IF QOL
BRI AR N 7, EEEL
PCS DIEIER GES WEEIKTLTH Y, &R
ChNZ T, BUREESR Z sk S BERID S,
ADLZ L TRIZ QOL DT Iz o LHEHI S
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R FARBETLAROBERTH -7

RY A BBEOEROME, L VAT
% EAURIBE NI P IEIE TN
Wi L3O DR a7 I EENEREE R L IE MBI 5
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x2 HRLEBOKBR

IETERY JERERREY
p &
(n=25) (n=30)

Fw (%)° 687+55 674%5.2 0.37
MR (BiE/&E: A)°P 8/17 14/16 0.407
WE (B/E: N)° 8/17 15/15 0783
Pafi% NRH 9 58Fi5¢ 3.0+07 24+07 0.005
Bl () 891+15.4 967+10.3 0.002
FAI (=)® 209+95 243%94 0144
SF-36°-PCS? 337+8.1 435+8.0 <0.001
SF-36°-MCS? 509+11.0 52.0+99 0.692
HADS (&) e 47+33 43+33 0739

52 51+24 47+32 0.625
PCS (=) RS 10.0£47 78+65 0162

il 7243 45+47 0.028

HERRC 48+26 37%35 04

A5t 221%10.5 16.0 £14.0 0.055
GES® 203+17.6 4794227 0.001
EHBIE (H/E: AP 16/9 17/13 0.272
IPAQ HIT¢ 179.8 +484.0 | 266.3+763.1 0138
1 BEDEEE th&fc| 5281968 699+161.2 0.243
(METs x % x B#) ERES 0.0%0.0 12.8+456 0.060

AR« 23235174 3491+5174 | 0163

B 5496+3062 | 519.0+3119 0.653

FiHlE + 1IBHE(FZE, a: Student D tRRE, b: x2RE, c: Wilcoxon DJEMFMRE.
NRH : National Rehabilitation Hospital, Bl : Barthel Index, FAIl : Frenchay Activities
Index, SF-36° : MOS Short Form 36-ltem Health Survey, SF-36°-PCS : physical com-
ponent summary, SF-36°-MCS : mental component summary, HADS : Hospital Anxi-
ety and Depression Scale, PCS : Pain Catastrophizing Scale, GES : Gait Efficacy Scale,
IPAQ : International Physical Activity Questionnaire, METs : metabolic equivalents

®3 EROBECRTMER L OME

ER HHBIRE | pE
Fip? 0.399 |0.011
PaEE NRH S 38190 0.265 |0.098
BI® —~0.395 |0.012
FAI? —0.340 |0.032
SF36°-PCS? —0.594 |0.000
PCS |EHBP | 0401 |0.010
GES® —0.406 |0.009
IPAQ &8RS | —0.352 |0.026

a : Pearson MFERMRARE, b : Spearman D JEAL

+EBAMREL

BEEEER2 LA U
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a: BEOREECFHOMEE, b: BREOEEL SF-36°-PCS OIEEA.
SF-36°-PCS : Mos Short Form 36-Item Health Survey Physical Component Summary
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TVAHREED D 5. 70, K) A RBEHSFPPS »
PEREL T2 0ELRBIITE TVRL., K, &
PR BERTRE TH 4 100, B & REFHERER L O
KEBRIIIHS TRV, 5813, BBIRIC LY
B L RNEE r ELERANRTESE, B
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Comprehensive Rehabilitation Care as a Primary Care Physician for Polio Survivors

1) Akiko Hachisuka MD PhD, Aya Ozaki MD, Yasuyuki Matsushima MD PhD, Satoru Saeki MD PhD EEERIKZUNE ) 79— g v [REERE
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(IEEHHE [APB] 5F, REMHE [ADM] 5F)
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Abstract

Sarcopenic dysphagia is the term for swallowing difficulty associated with loss of mass, strength, and physical performance,
which leads to increased pharyngeal residues. Unlike sarcopenia, presarcopenia is characterized by low muscle mass without
decreased muscle strength or physical performance and can develop into dysphagia due to low skeletal muscle mass. This
retrospective study investigated the impact of presarcopenic dysphagia (PSD) on 1-year mortality in patients with cancer
and dysphagia who underwent a videofluoroscopic swallowing study (VFSS). An operational definition of PSD based on
presarcopenia and pharyngeal residues was adopted. The psoas muscle mass index (cm*/height [m?]), calculated by the
psoas muscle area at the third lumber vertebra via abdominal computed tomography (CT) and related to height, was used
to assess presarcopenia with cutoff values of 4.62 for men and 2.66 for women. Pharyngeal residues were assessed using
a VFSS to evaluate dysphagia. Patients’ medical charts were analyzed to investigate 1-year mortality after a VFSS. Out
of 111 consecutive patients with cancer, 53 (47.7%) were defined as having PSD. In a forward-stepwise Cox proportional
regression analysis, PSD (HR 2.599; 95% CI 1.158-5.834; p=0.021) was significantly associated with 1-year mortality
after a VFSS, even after adjusting for the factors of operation, Functional Oral Intake Scale (FOIS) scores at discharge, and
modified Barthel Index (BI) scores at discharge. PSD, defined as CT-based presarcopenia and pharyngeal residues observed
during a VFSS, is associated with increased 1-year mortality in patients with cancer and dysphagia.

Keywords Sarcopenia - Presarcopenia - Dysphagia - Cancer - Mortality - Videofluoroscopic swallowing study

Introduction

Sarcopenia, which occurs with aging, interferes with mus-
cle function. Some persons with low skeletal muscle mass
experience a decline in swallowing function, a condition
known as sarcopenic dysphagia. Sarcopenic dysphagia, thus,
develops from decreased strength of the swallowing mus-
cles and reduced swallowing muscle mass associated with
low skeletal muscle mass of the whole body [1]. The global
prevalence of sarcopenia in patients with cancer is approxi-
mately 38% [2], with a risk of mortality [3]. Furthermore,
the prevalence of dysphagia is about 54% in patients with

>4 Toshiyuki Moriyama
mori-re-ha2018 @med.uoeh-u.ac.jp

Department of Rehabilitation Medicine, School of Medicine,
University of Occupational and Environmental Health, 1-1
Iseigaoka, Yahatanisihi-Ku, Kitakyushu, Fukuoka 807,
Japan

Published online: 09 January 2024

cancer undergoing surgery, chemotherapy, or radiotherapy
[4]. However, sarcopenic dysphagia’s impact on mortality in
cancer patients remains unknown.

Clear diagnostic criteria have not been defined for sarco-
penic dysphagia. Nevertheless, Fujishima et al. [1] reported
that dysphagia due to low skeletal muscle mass could cause
pharyngeal residues, characteristic of sarcopenic dysphagia.
In a videofluoroscopic swallowing study (VFSS), older peo-
ple showed decreased pharyngeal wall thickness [5], and
enlargement of the pharyngeal area was observed during
VFSS in patients with sarcopenia [6]. These findings are
associated with increased pharyngeal residues due to low
skeletal muscle mass and sarcopenia.

Presarcopenia is characterized by low skeletal muscle
mass without decreased muscle strength or physical function
[7], which differs from sarcopenia. In patients with cancer,
presarcopenia is approximately 58% [8], and the prognosis
for presarcopenia is as unfavorable as that for sarcopenia
[9, 10]. Furthermore, presarcopenia, like sarcopenia, can
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cause dysphagia due to low skeletal muscle mass. The psoas
muscle mass index (cm?*/height® [m?]), calculated using the
psoas muscle’s mass area at the third lumbar vertebra (L3)
and height via abdominal computed tomography (CT), has
been used to diagnose presarcopenia in patients with cancer
[9-11]. CT is frequently used in oncology to determine the
spread of cancer, the effectiveness of treatment, and whether
cancer has metastasized to other organs. Thus, it is easy
to assess skeletal muscle mass and define presarcopenia in
patients with cancer without additional examinations.

Therefore, in this study, we adopted the operational defi-
nition of presarcopenic dysphagia (PSD) by CT-based pre-
sarcopenia and pharyngeal residues for patients with cancer
who had undergone VFSS. This study aimed to investigate
the impact of PSD on mortality in patients with cancer.

Methods
Study Design and Participants

This retrospective cohort study included 277 patients with
cancer and dysphagia who underwent VFSS at the Univer-
sity Hospital of Occupational and Environmental Health,
Japan, between September 2009 and November 2021. The
inclusion criteria were patients who had undergone invasive
treatments such as surgery, chemotherapy, and radiotherapy
in the hospital and an abdominal CT within 90 days before or
30 days after VFSS for clinical reasons. This study excluded

Patients with cancer and dysphagia who underwent VFSS
between September 2009 and November 2021
(N =277)

patients with acute stroke onset in the hospital, neurological
disorders, brain tumors, or head and neck cancer who were
ineligible for sarcopenic dysphagia in a previous study [1].
Additionally, patients with missing data, primary cancer of
unknown origin, and who underwent pharyngolaryngoe-
sophagectomy, VFSS after the first two-stage operation, and
synchronous surgical resection of double cancer were also
excluded (Fig. 1).

Definition of presarcopenic dysphagia

Patients with CT-based presarcopenia and pharyngeal
residues who underwent VFSS were defined as patients
with PSD.

Assessment of Skeletal Muscle Mass
and Presarcopenia

The psoas muscle mass index was calculated by measuring
the cross-sectional area of the left and right psoas muscles
at the L3 via abdominal CT performed closest to the VFSS
date. Muscle mass was quantified by Hounsfield unit ranging
from —29 to +150. The psoas muscle area was automatically
measured by dragging on the target muscle using the Shad-
eQuest software (ViewRV1.29; FUJIFILM Medical Solution
Corporation, Tokyo, Japan) (Fig. 2). The cutoff values of the
psoas muscle mass index for low skeletal muscle mass were
4.62 cm?*/m? for men and 2.66 cm?/m? for women, accord-
ing to a previous report [12]. Low skeletal muscle mass was
defined as presarcopenia.

Patients who did not meet the inclusion criteria(N=101)

« underwent invasive treatments such as surgery, chemotherapy, or radiotherapy while on admission

and abdominal CT within 90 before or 30 days after VFSS.

Patients who met the inclusion criteria
(N=176)

Patients who were analyzed in the study
(N=111)

Excluded (N=65)

« Acute stroke onset in the hospital (N=3)

+ Comorbidity with neurological disorders (N=2)

+ Brain tumors (N=6)

+ Head and neck cancer (N=45)

+ Missing data(N=3)

« Primary cancer of unknown origin(N=1)

+ underwent
pharyngolaryngoesophagectomy (N=3)
VFSS after the first two-stage operation (N=1)

synchronous surgical resection of double cancer (N=1)

Fig. 1 Study flowchart
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Fig.2 Psoas muscle’s mass area
(1+42) at the third lumbar ver-

tebra was identified in patients d
with and without presarcopenia : B

[

4
‘ Y

Videofluoroscopic Swallowing Study Findings

The objective of VFSS, performed by physiatrists, was
to assess the detailed swallowing function of patients
diagnosed with dysphagia based on abnormal findings
from screening tests and other symptoms such as chok-
ing during meals or discontinuation of eating or drinking.
Patients’ swallowing movements were monitored dur-
ing VFSS while they consumed food containing barium
under fluoroscopy (Fig. 3). The patients were conscious
throughout the procedure. They consumed various food
items, including jelly, thickened liquid, water, dysphagia
diet items, and rice with barium, while sitting or reclin-
ing at approximately 45°, with most patients sitting. Dys-
phagia diet items are formulated to be easily formed into
food boluses, even for individuals with missing teeth or
dental appliances. They exhibit minimal oral residue dur-
ing consumption, have good cohesiveness, and do not dis-
integrate quickly upon passage through the pharynx. The
standardized evaluation form used by physiatrists included

Fig.3 Videofluoroscopic swal-
lowing study findings. A Phar-
yngeal residues were observed
after swallowing a dysphagia
diet in a patient with presarco-
penia. B No pharyngeal residue
was observed after swallowing
a dysphagia diet in a patient
without presarcopenia

with presarcopenia

without-presarcopenia

-

> 4
-
i

¥

assessments of oral, pharyngeal (including vallecula and
pyriformis), and esophageal phases, such as chewing and
bolus formation in the oral phase, time to induce reflex
deglutition, vallecular and pyriform residues, penetration,
and aspiration in the pharyngeal phase, and esophageal
residues and reflux in the esophageal phase. Vallecular
and pyriform residues were considered pharyngeal resi-
dues during VFSS, and the residues were evaluated when
they remained after a single swallow. Pharyngeal residues
consisted of vallecular and/or pyriform residues. The phy-
siatrists recorded the results on patients’ medical charts
on the day of VFSS. Each VFSS was recorded on a DVD,
which was reviewed as necessary. Although some patients
underwent VFSS multiple times, assessments from the ini-
tial VFSS were used for analyses. This study also exam-
ined whether nasogastric tubes or tracheal cannulas were
used. While a cuffed tracheal cannula was standard, it was
not systematically verified whether the cuff was inflated
during each VFSS.
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Other Parameters

This study investigated 1-year mortality after VFSS based
on the medical charts. If a patient was lost to follow-up,
the last follow-up was defined as the most recent clinical
visit date. Activities of daily living (ADL) were assessed
using the modified Barthel Index (BI) at admission and
discharge. The modified BI divides two items, dressing
and transferring to and from a toilet, from the Barthel
Index [13] into the upper and lower dressing, and trans-
ferring to and from a toilet, bed, and bathtub, respectively.
The modified BI has a total score of 100; the higher the
scores, the better the ADL. It consists of 13 items: (1)
feeding; (2) grooming; (3) and (4) upper and lower dress-
ing; (5), (6), and (7) transferring to and from a toilet, bed,
and bathtub; (8) and (9) bladder and bowel management;
(10) toileting; (11) bathing; (12) walking; and (13) climb-
ing up and down.

The severity of dysphagia was assessed at admission,
VEFSS, and discharge using the Functional Oral Intake
Scale (FOIS) [14]. Pneumonia was evaluated when the
following criteria were met: alveolar infiltration on chest
X-ray or CT; at least two episodes of fever >37.5 °C,
abnormally high C-reactive protein levels, peripheral white
blood cell count >9000/uL or airway symptoms such as
the presence of sputum. Rehabilitation intervention at the
bedside or gymnasium was prescribed for most patients.
Speech therapy was conducted in 20- to 40-min swallow-
ing training sessions by a speech therapist, depending on
the patient’s condition, using a combination of indirect
swallowing training that did not involve food or drink,
such as muscle strengthening around the mouth, chewing,
tongue posture, Mendelsohn maneuvers, and head eleva-
tion, and direct swallowing training that involved food and
drink, such as neck rotation, supraglottic swallow, multiple
swallowing, alternating swallowing, and bite-size adjust-
ments. Physical and occupational therapists also provided
physical and occupational therapy involving resistance,
motion, or gait training.

The cancer categories were esophageal cancer and others.
Cancer staging was performed using the tumor, nodes, and
metastasis (TNM) classification. Patients were diagnosed
with recurrent laryngeal nerve palsy when they had surgi-
cal recurrent laryngeal nerve resection or when endoscopic
findings confirmed it. Treatments underwent in the hospital
were classified as operation, chemotherapy, and radiother-
apy. The Charlson Comorbidity Index was used to deter-
mine the degree of comorbidities [15]. Body mass index
(BMI), speech therapy days during the hospital, days from
admission to VFSS, VESS to discharge, and abdominal CT
to VFSS, and length of hospital stay were investigated. The
discharge destinations were classified as a home, another
hospital, and death in the hospital.

@ Springer

Statistical Analyses

Based on a previous study [16], where the 3-year mortal-
ity rates in patients with and without sarcopenic dyspha-
gia (51 vs. 44) in a nursing home were 41.2% and 20.5%,
respectively, the sample size was calculated using the free-
ware EZR version 1.10 [17] with ¢=0.05 and power=0.8,
requiring at least 65 and 75 patients in each group to detect
1-year mortality using a multivariate Cox proportional
hazards regression. All statistical analyses were performed
using SPSS Version 27 software (IBM SPSS Japan, Tokyo,
Japan). Statistical significance was set at a two-tailed
p-value of <0.05. Categorical variables were described as
the number of patients (percentage). Quantitative variables,
including parametric and nonparametric, were described as
mean (standard deviation) and median [interquartile range,
25-75th percentiles], according to normal and non-normal
distributions based on the Shapiro—Wilk test. Patients with
and without PSD were compared using the Chi-squared and
Fisher’s exact tests for categorical variables and the 7-test
and Mann—Whitney U test for quantitative variables. Sur-
vival time was calculated as the number of days from VFSS
to the 1-year follow-up. A forward-stepwise Cox propor-
tional hazards regression analysis was performed with all
variables as independent variables except the discharge des-
tination. The TNM classification was divided into IV vs.
I-III. The Charlson Comorbidity Index was divided into 0
vs. >1. Additionally, Kaplan—-Meier 1-year survival curves
were generated for patients with and without PSD, and the
log-rank test was performed to test for differences in survival
distributions.

Results

Of 277 patients screened for eligibility, 111 (83.7% men)
were analyzed in the study. The cancer categories were
as follows: esophageal (n=50) and others (n=61); lung
(n=40), colon (n=4), gastrointestinal (n=3), biliary tract
(n=3), hepatocellular (n=2), uterine (n=2), malignant
pleural mesothelioma (n=2), pancreatic (n=1), duode-
nal (n=1), breast (n=1), bladder (n=1), and mediasti-
nal (n=1). Operation cases were as follows: esophageal
(n=40), lung (n=18), colon (n=4), biliary tract (n=3),
gastric (n=2), hepatocellular (n=2), malignant pleural mes-
othelioma (n=2), duodenal (n=1), and pancreatic (n=1).
The 73 patients had undergone surgery, and all of them
underwent VFSS postoperatively. Speech therapy, physical
therapy, and occupational therapy were performed in 91, 97,
and 3 patients, respectively. Eighty-three (74.7%) patients
had CT-based presarcopenia, and 67 (60.3%) patients had
pharyngeal residues. A total of 53 patients (47.7%) were
defined as PSD.
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Table 1 presents comparisons between patients with
and without PSD. There were more men patients with PSD
(»=0.004) than those without PSD. During VFSS, patients
with PSD had significantly more vallecular, pyriform, and
pharyngeal residues and aspiration (p <0.001, respec-
tively). Furthermore, patients with PSD had significantly
lower FOIS scores at VFSS and discharge (p =0.032 and
p=0.038, respectively). Patients with PSD also had signifi-
cantly lower modified BI scores (p =0.009). BMI at admis-
sion and discharge were significantly lower in patients with
PSD (p <0.001). Pneumonia was more common in patients
with PSD (p=0.044). Days from admission to VFSS were
more prolonged in patients with PSD (p =0.047), and their
discharge destination (p =0.002) was another hospital or
death in the hospital.

A total of 58 patients completed follow-ups for 1-year
after VFSS. Eleven patients were lost to the follow-up
process. Death was confirmed in 31 patients (27.9%), 20
with PSD and 11 without PSD. In the forward-stepwise
Cox proportional regression analysis, PSD (hazards ratio
(HR): 2.599; 95% confidence interval (CI): 1.158-5.834;
p=0.021), operation (HR: 0.224; 95% CI: 0.105-0.479;
p<0.001), FOIS scores at discharge (HR: 0.77; 95% CI:
0.64-0.95; p=0.015), and modified BI scores at discharge
(HR: 0.977; 95% CI: 0.964-0.99; p <0.001) were significant
predictors of 1-year mortality after VFSS (Table 2). Mul-
ticollinearity was not observed among the variables. The
mean survival time was longer in patients without PSD than
those with PSD (325 days; 95% CI: 302-347 vs. 243 days;
95% CI: 201-284). The survival distributions differed sig-
nificantly between patients with and without PSD (y2: 8.73;
p=0.003). The survival curves for patients with and without
PSD are shown in Fig. 4.

Discussion

This study showed that PSD, defined by CT-based presarco-
penia and pharyngeal residues assessed by VFSS, was asso-
ciated with an increased risk of 1-year mortality in patients
with cancer and dysphagia. To the best of our knowledge,
this is the first study to demonstrate the association between
I-year mortality in cancer patients with PSD based on
abdominal CT and VFSS findings.

In this study, more than half of patients with cancer and
dysphagia had CT-based presarcopenia and pharyngeal resi-
dues during VFSS. We could estimate that many patients
had presarcopenia and dysphagia with pharyngeal residues
simultaneously because the prevalence of presarcopenia and
dysphagia surpasses 50% for each in patients with cancer,
consistent with previous reports [4, 8]. The prevalence of
PSD in this study was 47%; suggesting that many patients
with cancer had PSD.

Sarcopenia dysphagia is defined as dysphagia com-
pounded by the presence of sarcopenia [1, 18]. Presarcope-
nia and sarcopenia are typically diagnosed by assessing grip
strength, skeletal muscle mass, and physical function. Addi-
tionally, presarcopenia and sarcopenia may also be evalu-
ated based on the psoas muscle mass index [9-11, 19-21].
On the other hand, some reports evaluate swallowing func-
tion using the Viscosity swallowing test [22] and FOIS and
define sarcopenia dysphagia based on these assessments [ 16,
23]. However, the distinctive feature of dysphagia devel-
oped from decreased strength of the swallowing muscle and
reduced swallowing muscle mass associated with low skel-
etal muscle mass calls for increased pharyngeal residues. No
reports have been of diagnosing sarcopenia dysphagia based
on assessments of pharyngeal residues using VFSS or endos-
copy. Our study employs a unique perspective by postulating
that the decline in skeletal muscle mass and the atrophy of
specific swallowing muscles leads to increased pharyngeal
residues. We have primarily focused on this aspect and our
operational definition of PSD by abdominal CT and VFSS.
Furthermore, our approach adopted lower cutoff values com-
pared to the conventional assessment of sarcopenia based
on the psoas muscle mass index [19-21]. As a result, PSD,
by our operational definition, which relates closely to the
features of sarcopenia dysphagia, may indicate the potential
presence of dysphagia due to pharyngeal muscle atrophy
associated with reduced skeletal muscle mass. Therefore,
our study indicates that PSD in patients with cancer and
dysphagia increases the 1-year mortality following VFSS.
Additionally, sarcopenic dysphagia may further elevate the
mortality risk in patients with cancer. Our study suggests
that sarcopenia dysphagia in cancer patients may increase
the 1-year mortality rate following VFSS.

This study indicates that the operation, FOIS scores at
discharge, and modified BI scores at discharge were prog-
nostic factors of 1-year mortality. Patients who underwent
surgery were considered not to have contributed to the
increased 1-year mortality because they had an earlier cancer
stage and better physical condition than inoperable patients.
Difficulty in swallowing arises from malnutrition, which is
associated with mortality in patients with cancer [24, 25].
Moreover, low ADL increases mortality in patients with
cancer [26-28]. Therefore, the findings that low FOIS and
modified BI scores at discharge increased 1-year mortality
in the present study are consistent with previous studies.

In this study, we introduced a new definition of PSD in
patients with cancer and dysphagia and clarified the relation-
ship between PSD, mortality, and prognostic factors. This
new PSD definition utilizes the VFSS and CT scan that can-
cer patients routinely undergo to evaluate dysphagia, is easy
to introduce into clinical practice, and may become highly
clinically significant. This differs from the definition of sar-
copenic dysphagia made using expensive body composition
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Table 1 Comparison between With PSD Without PSD

p-value
patients with and without n=53 n=58
presarcopenic dysphagia
Presarcopenia, n (%) 53 (100%) 30 (51.7%) <0.001
PMI, cm?/m?, mean (SD) 3.24 (0.69) 4.28 (1.37) <0.001
Age, years, median [IQR] 73.3[67.4,79.3] 70.5 [63.8,75.9] 0.077
Men, sex, n (%) 50 (94.3%) 43 (74.1%) 0.004
Treatment
Operation, n (%) 37 (69.8%) 36 (62%) 0.391
Chemotherapy, n (%) 8 (15%) 15 (25.8%) 0.162
Radiotherapy, n (%) 12 (22.6%) 11 (18.9%) 0.633
Cancer category 0.139
Esophageal, n (%) 20 (37.7%) 30 (51.7%)
Others, n (%) 33 (62.2%) 28 (48.2%)
Cancer stage, TNM, n 0.903
1 7 (13.2%) 10 (17.2%)
I 13 (24%) 13 (22.4%)
il 18 (33.9%) 21 (36.2%)
v 15 (28.3%) 14 (24.1%)
CCIL, n 0.145
0 23 (43%) 30 (51.8%)
21 30 (57%) 28 (48.2%)
Recurrent laryngeal nerve palsy, n (%) 12 (22.6%) 21 (36.2%) 0.118
FOIS
At admission, median [IQR] 7171 7171 0.702
At VFSS, median [IQR] 211,5] 411, 6] 0.032
At discharge, median [IQR] 5[4,7] 6[5,7] 0.038
Modified BI
At admission, scores, median [IQR] 100 [77, 100] 100 [90, 100] 0.166
At discharge, scores, median [IQR] 7529, 100] 93 [70, 100] 0.009
VESS findings
Nasogastric tube, n (%) 7 (13.2%) 4 (6.8%) 0.266
Tracheal cannula, n (%) 8 (15%) 3(5.1%) 0.081
Vallecular residues, n (%) 47 (88.6%) 14 (24.1%) <0.001
Pyriform residues, n (%) 39 (73.5%) 6 (10.3%) <0.001
Pharyngeal residues, n (%) 53 (100%) 14 24.1%) <0.001
Aspiration, n (%) 31 (58.4%) 11 (18.9%) <0.001
BMI
At admission, kg/mz, mean (SD) 19.7 (2.6) 21.8 (3.8) <0.001
At discharge, kg/mz, mean (SD) 17.7 (2.4) 19.6 3.4) <0.001
Pneumonia in hospital, n (%) 33 (62.2%) 25 (43.1%) 0.044
Speech therapy days, median [IQR] 13 [5, 19] 82, 18] 0.106
Length of hospital stay, days, median [IQR] 45 [32, 73] 46 [24, 68] 0.293
Days from admission to VFSS, median [IQR] 22 [16, 41] 18 [12,27] 0.047
Days from VFSS to discharge, median [IQR] 1919, 33] 18[9, 47] 0.841
Days from VFSS to abdominal CT, median [IQR] —-26 [-37, —10] —20 [-38, -9] 0.728
Discharge destination, n (%) 0.002
Home 20 (37.7%) 36 (62%)
Another hospital 26 (49%) 22 (37.9%)
Death in the hospital 7 (13.2%) 0 (0%)

The categorical variables were described as the number of patients (percentage)

The quantitative variables were mean (SD, standard deviation) and median [IQR, interquartile range,
25-75th percentiles]

Pharyngeal residues consisted of vallecular and/or pyriform residues

PSD presarcopenic dysphagia, PMI psoas muscle mass index, TNM tumor, nodes, and metastasis, CCI
Charlson Comorbidity Index, FOIS Functional Oral Intake Scale, VFSS videofluoroscopic swallowing
study, BI Barthel Index, BMI body mass index, CT, computed tomography
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Table 2 Presarcopenic dysphagia as a predictor of 1-year mortality
after a videofluoroscopic swallowing study in a forward-stepwise Cox
regression analysis

HR 95% C1 p-value
PSD 2.599 1.158 - 5.834 0.021
Operation 0.224 0.105 - 0479 <0.001
FOIS scores at discharge 077 0.64 - 095 0.015
Modified BI scores at discharge 0.977 0964 - 0.990 <0.001

PSD presarcopenic dysphagia, VFSS videofluoroscopic swallowing
study, HR hazard ratio, CI confidence interval, FOIS Functional Oral
Intake Scale, BI Barthel Index

100 "'i-'-i'l'_"- e without presarcopenic dysphagia
80 l‘l R LT LI
- bl_‘ Log-rank p=0.003
>
e 60
5 e
1= with presarcopenic dysphagia
8 40—
[5}
o
20—
0o
I T T I T days
0 100 200 300 400

Duration of follow-up after VFSS

Fig.4 Kaplan—-Meier 1-year survival curves for patients with presar-
copenic dysphagia

equipment to evaluate skeletal muscle mass of the whole
body or imaging studies such as CT, MRI, or echo to evalu-
ate swallowing muscle mass.

Our study underscores the intricate connection between
dysphagia, pneumonia, cancer, and immunosuppression.
Dysphagia in cancer patients is affected by various factors,
such as presarcopenia, recurrent laryngeal nerve palsy, can-
cer treatments, surgery. It may heighten pneumonia risk,
but the precise causative link remains unclear. However,
our study acknowledges these multifaceted influences and
focuses on presarcopenia’s role in dysphagia due to low skel-
etal muscle mass, necessitating further investigation.

This study has some limitations. First, this was a single-
center study; hence, the results do not necessarily reflect
a generalized conclusion that a multicenter study might
achieve. Second, the study did not measure grip strength and
physical performance to diagnose presarcopenia. Third, all
patients underwent VFSS under different conditions regard-
ing the variety and amount of food ingested. Water was often
applied with a 1-3 ml spoid, and food with a teaspoonful.
Pharyngeal residues were more likely with dense foods and
larger quantities. The evaluation needed more specifics about
residual amounts, possibly affecting the findings. Typically,

in VFSS, there should be no pharyngeal residues after a
single swallow, making any residue abnormal. Thus, there
might be differences in the easy-to-detect VFSS findings
between patients. Future studies should standardize the vari-
ety and amount of food ingested for evaluation consistency.
Fourth, while esophageal cancer cases were prevalent in
our study, our findings also highlight PSD in patients with
other cancer types. Further research across different cancer
categories is needed to clarify the relationship between pre-
sarcopenia and dysphagia. Finally, the impact of treatment
on muscle wasting could not be eliminated because of the
period from VESS to abdominal CT when assessing skeletal
muscle mass.

Conclusion

This study found that PSD, defined by CT-based presar-
copenia and pharyngeal residues observed during VFSS,
increased the 1-year mortality in patients with cancer and
dysphagia. Further investigation is warranted to improve
prognosis through nutritional therapy and swallowing train-
ing interventions in patients with PSD.
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Background and purpose: Stroke-induced dysphagia is a critical complication that can lead to severe secondary
worldwide health issues. This retrospective cohort study investigated the association between phase angle (PhA)
and swallowing function in the acute phase of stroke. We aim to establish whether nutritional and muscular
interventions associated with PhA could enhance swallowing recovery and reduce related risks post-stroke.
Methods: Stroke patients requiring rehabilitation were assessed for the association between low PhA—with cutoff
values for low PhA defined as less than 5.28 for men and 4.32 for women—and swallowing function using a
functional oral intake scale (FOIS) on Day 7 after admission and after the completion of acute stroke treatment.
Results: In this study of 140 acute stroke patients (median age 74[69-81], and 85 men and 55 women), 76
patients with low PhA significantly exhibited older age, lower body mass index, more decline in skeletal muscle
mass index, and lower premorbid modified Rankin Scale scores compared to 64 patients with high PhA.
Multivariate linear regression revealed that low PhA was independently associated with FOIS scores on Day 7
after admission (p=-0.143 and p=0.036) and after the completion of acute stroke treatment ($=-0.513 and
p=0.024), even when adjusting for confounding factors.

Conclusions: Low PhA is associated with swallowing function in patients with acute stroke. Nutritional and

physical interventions improving PhA may lead to a reduction of the risk associated with stroke sequelae.

1. Introduction

Stroke is a leading cause of disability worldwide, leaving survivors
with a range of long-term complications [1]. Swallowing difficulties are
a common consequence of stroke that can lead to severe complications
such as pneumonia and malnutrition [2,3]. The importance of assessing
and managing swallowing functions in stroke treatment cannot be
overstated, as early intervention can significantly reduce the risk of
secondary complications.

Patients who have experienced a stroke and exhibit low muscle mass
or sarcopenia may face challenges in recovering their swallowing ability
during the acute or subacute phase [4-7], placing them at a heightened
risk of undernutrition. These findings indicate that nutritional and
muscle status is linked to the recovery of swallowing function after a
stroke, highlighting the critical need for interventions in nutrition and
physical rehabilitation early in the stroke phase.

Phase angle (PhA) is a non-invasive, low-cost medical indicator that

measures cellular robustness by sending a small electrical current
throughout the body using bioelectrical impedance analysis (BIA), with
an elevated PhA indicating superior physiological efficiency and struc-
tural strength [8,9]. PhA is associated with both nutritional [10] and
skeletal muscle status [11], as well as with sarcopenia following a stroke
[12]. Additionally, there is an association between PhA and swallowing
function in the subacute phase [13]. The relationship between PhA and
swallowing function suggests that improving nutritional and muscle
status is essential in treating dysphagia during acute stroke treatment,
which may lead to a reduction in the risks associated with stroke
sequelae. However, the relationship between PhA and swallowing
function in acute stroke remains unclear.

Here, we present the results of the association between PhA and
swallowing function in the acute stroke phase. This study is significant
because it suggests that improved nutritional and muscle status, as re-
flected by PhA, could enhance swallowing function in patients with
acute stroke.
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2. Materials and methods
2.1. Study and setting

This retrospective cohort study was conducted at the University
Hospital of Occupational and Environmental Health between February
2022 and March 2024. Patients admitted within seven days of acute
ischemic or hemorrhage onset, requiring rehabilitation, were included.
Acute stroke was confirmed using computed tomography or magnetic
resonance imaging. Exclusion criteria included patients discharged
within seven days post-admission; those who were missing data; un-
derwent craniotomy; had lateral medullary syndrome, bilateral hemi-
plegia, comorbidities of neuromuscular disease, or were on
hemodialysis; unable to perform BIA due to conditions such as pace-
maker implantation; died during hospitalization; transferred to another
department because of complications; or exhibited severe dysphagia,
indicated by a premorbid functional oral intake scale (FOIS) score of less
than 5 [14].

2.2. Body composition

PhA calculation was conducted after 10 minutes of rest and at least
2 hours post-prandial; patients were lying positioned for the application
of a 200-pA current at frequencies of 5, 50, and 250 kHz using the
InBody S10 device (InBody Japan, Tokyo, Japan), which measured PhA
and skeletal muscle mass at rehabilitation start. PhA was calculated from
the impedance values of the right half of the body at 50 kHz using the
following equation: arctangent (X/R) x (180/m), where X is the reac-
tance, and R is the resistance [12]. Skeletal muscle mass index (SMI) was
calculated by dividing the measured appendicular skeletal muscle mass
by the squared height in meters. According to the previous report [12],
the cutoff values for low PhA were <5.28 in men and <4.32 in women.
Patients were categorized into high and low PhA groups.

2.3. Swallowing function assessment

Swallowing function was assessed using the modified Water Swal-
lowing Test (MWST) by stroke neurologists, physiatrists, or speech
therapists before starting rehabilitation post-admission. Patients with a
Japan Coma Scale score of 10 or higher [15] skipped the swallowing
evaluation before rehabilitation and started eating based on the swal-
lowing evaluation after they became conscious. The MWST involves
swallowing 3 ml of cold water to evaluate the risk of aspiration [7,16],
with scoring from 1 to 5: 1 for unable to swallow, 2 for swallowing with
respiratory distress, 3 for coughing or wet voice after swallowing, 4 for
no cough after swallowing, and 5 for the ability to swallow twice
consecutively without coughing or wet voice. Swallowing screening
results, pre-stroke dietary habits, and dental status were considered in
determining the appropriate dietary form. The dietary form was evalu-
ated using FOIS [14]. The FOIS is a reliable assessment scale for eval-
uating swallowing function in stroke patients. It includes a seven-point
scale ranging from 1, indicating "nothing by mouth," to 7, indicating
"total oral intake with no restrictions." The scale details are as follows: 1
represents "nothing by mouth"; 2 signifies "tube-dependent with mini-
mal attempts at food or liquids"; 3 denotes "tube-dependent and alter-
native nutrition"; 4 describes "total oral diet of a single consistency"; 5
involves "total oral intake requiring special preparation or compensa-
tion"; 6 refers to "total oral intake with specific food limitations"; and 7
stands for "total oral intake with no restrictions."

2.4. Primary outcomes

The outcomes of this study are FOIS scores at two different time
points: on the seventh day of hospitalization and after the completion of
acute stroke treatment. Upon neurologists completing acute stroke
therapy, patients fit for discharge may return home. At the same time,
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those requiring ongoing rehabilitation due to complications may be
transferred to a rehabilitation unit in the hospital or another convales-
cent hospital. Patients with no expected further improvement in post-
stroke functional disabilities may be admitted to a specialized care
facility.

2.5. Data collection

We collected baseline and outcome information from the medical
charts, including age, sex, body mass index (BMI), National Institutes of
Health Stroke Scale(NIHSS) score, time from onset to admission, pre-
morbid modified Rankin Scale(mRS), subtypes of stroke, paralysis-side,
lesion location, use of tissue plasminogen activator and thrombectomy,
medical conditions, and laboratory values such as hemoglobin, and C-
reactive protein. Data on pneumonia occurrence between Day 1 and 7
and patient destination pre- and post-acute phase were also included. All
data were assessed within five days after admission. Laboratory values
were assessed at admission.

2.6. Rehabilitation

Physiatrists tailored a comprehensive physical, occupational, and
speech therapy regimen for each stroke patient based on their specific
condition, thereby providing holistic rehabilitation. Each therapy ses-
sion lasted between 20 and 40 minutes, adapted to the patient’s unique
needs. Patients with severe paralysis or dysphagia tended to receive
rehabilitation more frequently, whereas speech therapy might not be
administered if dysphagia was not present. In physical and occupational
therapy, patients underwent range of motion exercises, muscle
strengthening, activities of daily living training, gait training, and other
functional mobility exercises. Speech therapy addressed deficits in
voice, speech, and swallowing functions through vocalization exercises,
articulation practice, language comprehension, and expression training,
and feeding and swallowing rehabilitation; feeding and swallowing in-
terventions comprised indirect techniques such as oral-motor exercises,
multiple dry swallows, and coordination of breath-hold with swallow-
ing, as well as direct techniques utilizing liquids or gels. Furthermore,
mealtime observations were conducted to assess safe swallowing and
adequate mastication. The rehabilitation team, including neurologists,
physiatrists, nurses, and registered dietitians, collaborated to adjust the
dietary form appropriate to the patient’s condition.

2.7. Statistical analysis

Quantitative variables are presented as means (standard deviation)
or medians [25th - 75th percentiles], based on the Shapiro-Wilk test for
normality, while categorical variables are reported as frequencies
(percentages). Between high and low PhA groups, an independent t-test
and Mann-Whitney U test were applied to quantitative variables.
Depending on expected frequencies, the chi-square or Fisher’s exact test
was used for categorical variables. A probability value of <0.05 was
considered significant.

Multivariate linear regression analysis of 2 models with FOIS scores
on Day 7 after admission and after the completion of acute stroke
treatment as the dependent variables were performed. Models 1 and 2
incorporated low PhA and confounding variables as independent vari-
ables. Models 3 and 4 included PhA along with the same confounding
variables. These confounding variables include factors related to stroke-
associated dysphagia, such as age, sex, NIHSS scores, premorbid mRS,
type of stroke (ischemic vs intracranial hemorrhage), brainstem lesions,
FOIS at the start of rehabilitation, and SMI [5,17,18]. Given that
multivariate linear regression analysis requires a minimum of 15 cases
per independent variable, this study required at least 135 cases to
accommodate the nine variables in the model. Multicollinearity was
assessed using the variance inflation factor, with a value below three
generally indicating the absence of multicollinearity.
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Table 1

Comparison of patients with high and low phase angle.
High PhA group Low PhA group P value
N=64 N=76

Age, year 70 [63-75] 79 [74-84] <0.001

Male / women 40/ 24 45 /31 0.731

BMI, kg/m? 25.1 [21.8 - 21.8 [19.6-25] <0.001

27.7]

PhA, ° 5.8 [5.4-6.2] 4.15 [3.5 - 4.6] <0.001

SMI, kg/m2 7.11 (1.38) 5.96 (1.22) <0.001

NIHSS, scores 3 [2-7] 4 [2-8] 0.219

Days from onset to admission 0[0-1] 0 [0-1] 0.987

Premorbid mRS 0 [0] 0 [0-3] <0.001

Predestination before onset 0.25
Home 64 (100 % ) 73(96.1 %)

Care facility 0(0%) 3(39%)

Stroke subtypes 0.134
Atherosclerosis 21 (328%) 28 (36.8%)
Cardioembolic 5(7.8%) 14 (18.4% )

Small vessel occlusion 9(141%) 14 (18.4% )
Intracranial hemorrhage 10 (15.6 % ) 6(18.4%)
Others 19 (29.7 %) 14 (18.4%)

Location of stroke lesion
Supratentorial 53(82.8%) 65 (85.5%) 0.816
Brainstem 7 (10.9%) 6(7.9%) 0.571
Cerebellar 6(9.4%) 3(39%) 0.301

Paralysis 0.839
Right 21(32.8%) 28 (36.8% )

Left 30 (46.9 % ) 32(421%)
No 13(20.3 %) 16 (21.1 %)

Use of tissue plasminogen 5(7.8%) 6(79%) 1.0
activator

Thrombectomy 2(31%) 6(7.9%) 0.29

Medical condition
Hypertension 40 (62.5%) 54(71.1%) 0.367
Diabetes mellitus 9(141%) 20 (26.3%) 0.095
Dyslipidemia 23(35.9%) 29(38.2%) 0.861
Atrial fibrillation 3(47%) 15(19.7 % ) 0.010
Previous stroke 17 (26.6 % ) 24 (31.6%) 0.578

Hemoglobin, g/dL 14(1.8) 129(1.9) <0.001

C-reactive protein, mg/dL 0.23 [0.07 — 0.16 [0.09 — 0.706

0.49] 0.76]

Aspiration pneumonia onset 4(6.3%) 13(17.1%) 0.07
until Day 7

Physical therapy days until Day 4 [3,4] 4 [3,4] 0.401
7

Occupational therapy days until 4 [3,4] 4 [3,4] 0.691
Day 7

Speech therapy days until Day 7 3 [0—4] 3 [2-4] 0.678

Days during the acute phase 13 [10-20] 15 [10-21] 0.174

Destination after the completion 0.030
of acute treatment
Home 25(39.1%) 16 (21.1%)

Convalescent hospital
Rehabilitation units
Care facility

21 (32.8%)
18 (28.1%)
0(0%)

35 (46.1% )
21 (27.6 %)
4(53%)

Divided high and low PhA values based on the cutoff values of <5.28° in men
and <4.62 in women.

PhA, phase angle; BMI, body mass index, NIHSS, National Institutes of Health
Stroke Scale; mRS, modified Rankin Scale; SMI, skeletal muscle mass index.

2.8. Ethics

This study was conducted according to the Declaration of Helsinki
and approved by the Ethics Committee of the University of Occupational
and Environmental Health [CR23-110]. Due to the study’s retrospective
observational nature, written informed consent was not obtained.
However, all patients retained the right to withdraw from the study at
any point.

3. Results

Of 179 consecutive acute stroke patients who were admitted within
seven days after onset and required rehabilitation, we excluded patients
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Table 2
Swallowing results at the start of rehabilitation, on Day 7 after admission, and
after acute stroke treatment.

FOIS High PhA group  Low PhA group P
N=64 N=76 value
At rehabilitation started 6 [2-7] 5 [2-7] 0.393
1 16 16
2 2 4
3 0 0
4 3 7
5 10 18
6 5 7
7 28 24
On Day 7 7 [5-71 5[2-6] 0.001
1 6 13
2 0 7
3 0 1
4 2 2
5 18 25
6 6 9
7 32 19
After the completion of acute 7 [5-71 5 [4-7] 0.002
stroke treatment
1 1 8
2 2 6
3 1 3
4 2 3
5 19 25
6 7 9
7 32 22

Divided high and low PhA values based on the cutoff values of <5.28° in men
and <4.62 in women.
FOIS; functional oral intake scale; PhA, phase angle.

as follows: 6 patients discharged within seven days of admission, 4 with
missing data, 2 patients who underwent craniotomy, 2 patients with
lateral medullary syndrome, 7 patients with bilateral hemiplegia, 1
patient with neuromuscular disease, 8 patients with hemodialysis, 5
patients with a pacemaker, 1 patient who died during hospitalization, 2
patients who transferred to another department because of complica-
tions other than stroke, and 1 patient with severe dysphagia before
stroke onset. Therefore, 140 acute stroke patients (median age 74
[69-81], 85 men and 55 women, and median days between onset and
admission 0 [0,1]) were analyzed in this study.

Table 1 compares 64 patients with high PhA and 76 with low PhA.
Those with low PhA were older, had lower BMI, greater decline in SMI,
lower premorbid mRS scores, and more comorbidities with atrial
fibrillation (p-values <0.001 and 0.01, respectively). Regarding
discharge destinations, a higher percentage of patients in the low PhA
group were transferred to convalescent hospitals or care facilities than
those in the high PhA group (p=0.03).

Table 2 presents the FOIS scores, indicating swallowing outcomes. At
the start of rehabilitation, the median FOIS scores were 5 [2-7] for pa-
tients with low PhA and 6 [2-7] for those with high PhA, showing no
significant difference (p=0.393). However, significant differences
emerged by Day 7 post-admission (median FOIS scores: 7 [5-7] vs 5
[2-6], p=0.001) and after the completion of acute stroke treatment
(median FOIS scores: 7 [5-7] vs 5 [4-6], p=0.002) between patients
with high and low PhA.

Tables 3 and 4 display results from multivariate linear regression
analyses of FOIS scores on Day 7 after admission and after the
completion of acute stroke treatment. The studies revealed that low PhA
was independently associated with lower FOIS scores both on Day 7
after admission (p = —0.143, B = —0.59; 95 % CL: —1.141 to —0.04; p =
0.036) and after the completion of acute stroke treatment (p = —0.513, B
= —0.55; 95 % CI: —1.027 to —0.074; p = 0.024). These models were
adjusted for age, sex, NIHSS points, premorbid mRS, type of stroke
(ischemic or intracranial hemorrhage), brainstem lesion, initial FOIS
scores, and SMI. However, PhA was not significantly associated with
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Table 3
Multivariate linear regression analysis with functional oral intake scale on Day 7 after admission and after the completion of acute stroke treatment with low phase
angle and confounding variables.

Variables Model 1 Model 2

Outcome FOIS on Day 7 after admission Outcome FOIS after the completion of acute stroke treatment

p B (195 %CI ) P value B B (195 %CI ) P value
Age -0.106 -0.02 ( -0.044, 0.012) 0.110 -0.06 -0.01 ( -0.031, 0.012 ) 0.366
Men -0.07 -0.279 ( -0.845, 0.288 ) 0.332 -0.025 -0.09 (-0.581, 0.4 ) 0.715
NIHSS -0.35 -0.107 ( -0.15, —0.063 ) <0.001 -0.322 -0.086 ( -0.123, —0.048 ) <0.001
Premorbid mRS -0.045 -0.058 ( -0.242, 0.126 ) 0.535 -0.119 -0.158 ( -0.318, 0.001 ) 0.051
Ischemic stroke -0.023 -0.097 ( -0.644, 0.451 ) 0.727 -0.053 -0.223 (-0.696, 0.251 ) 0.354
Brainstem lesion -0.03 -0.225 ( -1.009, 0.558 ) 0.571 -0.012 -0.076 ( -0.754, 0.602 ) 0.825
FOIS at rehabilitation started 0.441 0.385 (1 0.258, 0.511 ) <0.001 0.47 0.356 ( 0.247, 0.466 ) <0.001
SMI 0.088 0.129 (-0.099, 0.357 ) 0.264 0.048 0.062 ( -0.136, 0.259 ) 0.538
Low PhA -0.143 -0.59 (-1.141, —0.04 ) 0.036 -0.153 -0.55 ( -1.027, —0.074 ) 0.024

Model 1, adjusted R2=0.591, p<0.001

Model 2, adjusted R?=0.599, p<0.001

Low PhA was the cutoff value of <5.28 in men and <4.62 in women.

NIHSS, National Institutes of Health Stroke Scale; mRS, modified Rankin Scale; FOIS, functional oral intake scale; SMI, skeletal muscle mass index; PhA, phase angle.

Table 4
Multivariate linear regression analysis with functional oral intake scale on Day 7 after admission and after the completion of acute stroke treatment with phase angle
and confounding variables.

Variables Model 3 Model 4

Outcome FOIS on Day 7 after admission Outcome FOIS after the completion of acute stroke treatment

B B (95 %CI) P value f B (95 %CI) P value
Age -0.075 -0.024 ( -0.049, 0.001 ) 0.057 -0.130 -0.012 ( -0.033, 0.009 ) 0.267
Men -0.054 -0.4 (-0.959, 0.16 ) 0.16 -0.095 -0.199 ( -0.682, 0.284 ) 0.416
NIHSS -0.311 -0.103 ( -0.147, —0.059 ) <0.001 -0.338 -0.083 (-0.121, —0.044 ) <0.001
Premorbid mRS -0.115 -0.066 ( -0.259, 0.127 ) 0.502 -0.043 -0.153 (-0.32, 0.014 ) 0.071
Ischemic stroke -0.064 -0.149 ( -0.7, 0.402 ) 0.593 -0.031 -0.267 ( -0.743, 0.208 ) 0.268
Brainstem lesion -0.010 -0.211 ( -1.0, 0.582) 0.6 -0.030 -0.06 ( -0.745, 0.625 ) 0.863
FOIS at rehabilitation started 0.481 0.392 ( 0.264, 0.52) <0.001 0.452 0.364 ( 0.254, 0.475) <0.001
SMI 0.045 0.143 (-0.097, 0.383 ) 0.242 0.010 0.057 ( -0.15, 0.264 ) 0.586
PhA 0.126 0.144 ( -0.113, 0.401 ) 0.269 0.087 0.183 ( -0.039, 0.405 ) 0.105

Model 3, adjusted R2=0.591, p<0.001
Model 4, adjusted R?=0.599, p<0.001

NIHSS, National Institutes of Health Stroke Scale; mRS, modified Rankin Scale; FOIS, functional oral intake scale; SMI, skeletal muscle mass index; PhA, phase angle.

FOIS scores either on Day 7 after admission (p = —0.126, B = —0.144;
95 % CI: —0.113-0.401; p = 0.269) or after the completion of acute
stroke treatment (p = —0.087, B = —0.55; 95 % CI: —0.039-0.405; p =
0.105).

4. Discussion

We have shown that low PhA was negatively associated with FOIS on
Day 7 of hospitalization and after acute stroke treatment. As far as we
know, this is the first study to demonstrate a negative relationship be-
tween PhA and swallowing function in patients with acute stroke.

According to the study by Fukuma et al., sarcopenia has been asso-
ciated with the onset of dysphagia in patients with acute stroke. It is
essential to diagnose sarcopenia by measuring grip strength on the non-
paralyzed side and SMI [7,12,19]. However, consciousness disorders
after a stroke may challenge grip strength measurement. Muscle
strength diminishes due to muscle wasting with rest [20,21], and
intravenous therapy-related lower limb edema can make skeletal muscle
mass measurement inaccurate. Sato et al. [12] propose a cutoff value of
PhA for identifying sarcopenia in patients with acute stroke as 5.28 for
men and 4.62 for women, which may be more clinically useful than
diagnosing sarcopenia alone for identifying patients at high risk of
decreased swallowing function.

PhA measurement, which is unaffected by consciousness disorders, is
non-invasive and quick, making it a potential alternative to grip strength
and SMI for sarcopenia diagnosis. PhA reflects cell health, with low
values indicating reduced physiological efficiency at the cellular level

[8,9]. This reduction could affect the functionality of skeletal muscles
involved in swallowing and their coordination post-stroke.

Our study found that patients with low PhA had decreased skeletal
muscle mass. Since low skeletal muscle mass indicates nutritional status
[22,23], the impaired swallowing function in patients with low PhA
suggests malnutrition may impede the recovery of this function.

More patients had low PhA than reported by Sato et al. [12]. Unlike
our patient selection criteria, Sato et al. included patients with mild
illness within seven days of admission and patients with severe distur-
bance of consciousness. This difference suggests that many of the pa-
tients in our study had low PhA.

In our multivariate linear regression analysis, low PhA was inde-
pendently associated with FOIS scores on Day 7 after admission and
after the completion of acute stroke treatment, however, PhA was not
associated. This may indicate that some conditions may be more prone
to the emergence of health risks reflected in the PhA at a certain point in
post-stroke swallowing function. Further studies are needed to deter-
mine whether the PhA cutoff values adopted in this study are appro-
priate for identifying health risk emergence in stroke treatment.

While the beta coefficient for PhA is relatively tiny (p=0.143), its
statistical significance in the regression model indicates a consistent
influence on swallowing function that is not due to chance, suggesting a
meaningful impact despite its modest size. Moreover, previous research
has demonstrated that low PhA, assessed with the same cutoff used in
our study, is associated with a higher likelihood of home discharge
among elderly stroke patients [24]. This finding highlights the broader
clinical significance of phase angle, emphasizing its value in predicting
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patient outcomes and justifying its inclusion in studies assessing re-
covery and rehabilitation in this population.

This study has several limitations. It is a single-center study, which
may limit the generalizability of the findings. The causal relationship
between PhA value and swallowing function cannot be established
because of its observational nature. Details of swallowing function
before hospitalization were not assessed. The upper limit of recovery of
swallowing function in patients with high PhA may have been lower
than for patients without low PhA. The hospitalization was within seven
days of onset, leading to potential variability in PhA measurement.
Future studies should be conducted using a protocol that standardizes
the time from onset to PhA measurement. In conclusion, low PhA is
negatively associated with swallowing function in patients with acute
stroke. Nutritional and physical interventions improving PhA may lead
to a reduction of the risk associated with stroke sequelae.
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Background and aims: Early detection and management of sarcopenia in patients with connective tissue
diseases (CTDs) are essential. However, the relationship between the phase angle and sarcopenia in
patients with CTDs is unknown. This study investigated the association between the phase angle and
sarcopenia in patients with (CTDs) and determined the optimal phase angle cutoff values for the early

Keywords:' detection of sarcopenia.
f)athOPe“‘T Methods: A retrospective cross-sectional study was conducted in 279 hospitalized patients with CTDs
ase angle

undergoing rehabilitation (median age 73.3 years; 80 men and 199 women). Bioimpedance analysis was

used to measure the phase angle, and sarcopenia was assessed according to the Asian Working Group for

Sarcopenia criteria.

Results: Sarcopenia was identified in 134 patients (36 men and 98 women). Patients with sarcopenia had

a significantly smaller phase angle than those without sarcopenia. Multivariate analysis revealed that

phase angle was significantly associated with sarcopenia after adjusting for confounding factors in each

sex. The optimal phase angle cutoff value for identifying sarcopenia was 4.6° for men and 4.3° for

women, with area under the curve values of 0.795 and 0.754, respectively.

Conclusion: Phase angle is a valuable marker for identifying sarcopenia in patients with CTDs. The

established phase angle cutoff values of 4.6° in men and 4.3° in women can facilitate the early detection

and management of sarcopenia.

© 2024 European Society for Clinical Nutrition and Metabolism. Published by Elsevier Ltd. All rights are
reserved, including those for text and data mining, Al training, and similar technologies.

Connective tissue diseases
Bioimpedance analysis

1. Introduction deformities. Steroid treatment reduces muscle strength and mass

and increases the risk of sarcopenia [3,4].

Connective tissue diseases (CTDs) are characterized by systemic
inflammation and tissue destruction through autoimmune mech-
anisms, seriously affecting overall health [1,2]. CTDs include a
diverse group of diseases, such as rheumatoid arthritis (RA), sys-
temic sclerosis (SSc), polymyositis/dermatomyositis (PM/DM), and
systemic lupus erythematosus (SLE), among others. These diseases
can cause chronic systemic inflammation, joint pain, and

Sarcopenia is a skeletal muscle disease characterized by pro-
gressive and generalized loss of muscle mass and strength, result-
ing in significant health risks such as falls and increased mortality
[5,6]. Therefore, early detection and intervention of sarcopenia in
patients with CTDs are essential.

The phase angle is a continuous measure calculated using bio-
impedance analysis (BIA), reflecting cell membranes’ stability and

Abbreviations: AAV, anti-neutrophil cytoplasmic antibody-associated vasculitis; AUC, area under the curve; BIA, bioimpedance analysis; BMI, body mass index; CTDs,
connective tissue diseases; CRP, C-reactive protein; DEXA, Dual X-ray Absorptiometry; ECW/TBW, extracellular water-to-total body water; GCA, giant cell arteritis; HGS,
handgrip strength; MCTD, mixed connective tissue disease; PM/DM, polymyositis/dermatomyositis; RA, rheumatoid arthritis; ROC, receiver operating characteristics; SLE,
systemic lupus erythematosus; SMI, skeletal muscle index; SS, Sjogren's syndrome; SSc, systemic sclerosis; VIF, variance inflation factor.

* Corresponding author. 1-1 Iseigaoka, Yahatanisihi-ku, Kitakyushu 807, Japan.
E-mail address: mori-re-ha2018@med.uoeh-u.ac.jp (T. Moriyama).
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water balance in the body [7,8]. It assesses health risks non-
invasively and at a low medical cost. A low phase angle has been
reported to be associated with skeletal muscle status, such as
decreased muscle strength and mass, as well as nutritional status
[9—-12]. Phase angle is negatively associated with sarcopenia in
patients with stroke, heart disease, and cancer [13—17]. While the
impact of sarcopenia on health is based on its presence or absence,
a lower phase angle has been reported to be associated with higher
all-cause mortality [18—20], providing a continuous measure of
impact on health. Phase angle may be a better indicator of health
risk than sarcopenia. However, the relationship between the phase
angle and sarcopenia in patients with CTDs is unknown.

We investigated the association between the phase angle and
sarcopenia in patients with CTDs and calculated cutoff values for
the early detection of sarcopenia.

2. Methods
2.1. Study settings and patients

This retrospective cross-sectional study included admitted pa-
tients with CTDs who underwent rehabilitation between February
2022 and March 2024. The study included patients diagnosed with
CTDs. The diagnosis of CTDs was based on the respective classifi-
cation criteria [21—24] or requirements defined by the Japan
Research Committee on Intractable Diseases of the Ministry of
Health, Labor and Welfare [25]. Rehabilitation was performed to
ameliorate the decline in physical activity during inpatient treat-
ment. Patients with unhealed fractures on the right side, acute
stroke, and missing data were excluded. This study was approved
by the Ethics Committee of the University of Occupational and
Environmental Health [CR23-110] and was conducted in accor-
dance with the Declaration of Helsinki. Due to the retrospective
observational design of the study, written informed consent was
not required. All the patients had the option to withdraw from the
study at any time.

2.2. Phase angle and sarcopenia assessment

At the start of rehabilitation, we used a BIA device (InBody S10,
InBody Japan, Tokyo, Japan) to assess patients lying after resting for
10 min and fasting for at least 2 h. Phase angle was calculated from
the impedance values of the right side at 50 kHz using the equation
arctangent (X/R) x (180/w), where X represents reactance and R
represents resistance. Extracellular water-to-total body water ratio
(ECW[TBW) and appendicular skeletal muscle mass were
measured. The skeletal muscle index (SMI) was the ratio between
appendicular skeletal muscle mass and height. Handgrip strength
(HGS) was measured twice for each hand using a handgrip dyna-
mometer (Grip-D, Takei Scientific Instruments, Niigata, Japan), with
the highest value used for analysis. Sarcopenia was defined as low
HGS and SMI using cutoff values of <28 kg and <7.0 kg/m? for men
and <18 kg and <5.7 kg/m? for women, as per the Asian Working
Group for Sarcopenia 2019 criteria [4].

2.3. Medical record data

Medical charts collected data on body mass index (BMI),
comorbidities, use of disease-modifying antirheumatic drugs, oral
prednisolone dose, and days from admission to rehabilitation. The
CTD types were categorized as RA, SSc, PM/DM, anti-neutrophil
cytoplasmic antibody-associated vasculitis (AAV), Sjogren's syn-
drome (SS), SLE, mixed connective tissue disease (MCTD), giant cell
arteritis (GCA), and others. C-reactive protein (CRP) and hemoglo-
bin levels were assessed upon admission.
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2.4. Statistical analysis

All statistical analyses were conducted using the “EZR” software
for Windows [26]. Statistical significance was set at p < 0.05. Cat-
egorical variables are presented as numbers and percentages.
Ordinal variables were presented as a median and interquartile
range [IQR, 25th-75th percentiles]. Continuous variables were
presented as mean and standard deviation or median and [IQR],
depending on the data distribution normality, which was assessed
using the Shapiro—Wilk test. When comparing patients with and
without sarcopenia, categorical variables were analyzed using chi-
square and Fisher's exact tests. Quantitative variables, including
ordinal and continuous variables, were analyzed using the t-test or
Mann—Whitney U test after normality assessment using the
Shapiro—Wilk test. Pearson and Spearman rank correlation ana-
lyses assessed the correlation coefficients between the phase angle
and sarcopenia-related factors, including age, BMI, HGS, SMI, and
hemoglobin level for each sex. Multivariate linear regression
analysis of the phase angle was performed for each sex. Models 1
and 2 included age, BMI, RA incidence, ECW/TBW, hemoglobin
level, and sarcopenia. Multicollinearity was evaluated using the
variance inflation factor (VIF), with a VIF range of 13 indicating no
multicollinearity. The optimal cutoff values of the phase angle for
distinguishing sarcopenia were determined using receiver oper-
ating characteristic (ROC) curves for both sexes based on the You-
den index.

3. Results

Of the 283 hospitalized patients with CTDs, one with an un-
healed fracture on the right side, one with acute stroke and two
with missing data were excluded. The final analysis included 279
patients (median age 73.3 years; 80 men and 199 women; median
phase angle, 4.3°).

Table 1 shows patient characteristics and comparisons between
patients with and without sarcopenia. The distribution of CTD types
was as follows: RA was the most common (N = 112), followed by
SSc (N = 66), PM/DM (N = 50), AAV (N = 35), SS (N = 23), SLE
(N = 21), MCTD (N = 15), GCA (N = 4), and others (N = 5). Some
patients had multiple CTDs. The “others” category included one
patient with adult Still's disease, one with polyarteritis nodosa,
Takayasu arteritis, and two with Behget's disease. Sarcopenia was
observed in 134 (48 %) patients, including 36 men (45 %) and 98
women (49.2 %). Patients with sarcopenia were older (p < 0.001),
had a lower BMI (p < 0.001), were more likely to have RA
(p < 0.001) and SSc (p = 0.007), were more likely to have osteo-
porosis (p < 0.001), had higher ECW/TBW (p < 0.001) and CRP
(p = 0.019) levels, and had lower hemoglobin levels (p = 0.001).
The phase angle was lower in patients with sarcopenia than those
without (p < 0.001).

As shown in Fig. 1, the prevalence of sarcopenia was 51.5 % and
33.3 % in patients with RA and SSc, respectively. The combined
prevalence of sarcopenia was 44.0 % for PM/DM, 60.0 % for AAV,
37.5 % for SS, 28.6 % for SLE, and 46.7 % for MCTD.

Table 2 presents the results of the Pearson correlation and
Spearman rank correlation analyses between the phase angle and
sarcopenia-related factors in both sexes. In men, the phase angle
correlated with age (r —0.301, p = 0.007), BMI (r = 0.384,
p < 0.001), HGS (r = 0.559, p < 0.001), and hemoglobin level
(r = 0.582, p < 0.001). In women, the phase angle correlated with
age (rho = —0.517, p < 0.001), BMI (rho = 0.253, p < 0.001), HGS
(rho = 0.532, p < 0.001), SMI (rho = 0.38, p < 0.001), and hemo-
globin (rho = 0.432, p < 0.001). Table 3 presents the multivariate
linear regression analysis results with the phase angle as the
dependent variable, analyzed separately for men and women.
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Table 1
Comparing patients with and without sarcopenia.
Overall (N = 279) Sarcopenia (+) (N = 134) Sarcopenia (—) (N = 145) P
Age, years 73.3 [66.3—79.1] 75.4 [68.9—80.3] 70.5 [62.7—75.8] <0.001
Men, n (%) 80 (28.7 %) 36 (26.9 %) 44 (30.3 %) 0.596
BMI, kg/m? 21.6 [19.5-24.1] 204 (2.6) 234(3.7) <0.001
CTD types, n (%)
RA 112 (40.1 %) 69 (51.5 %) 43 (29.7 %) <0.001
SSc 66 (23.7 %) 22 (16.4 %) 44 (303 %) 0.007
PM/DM 50 (17.9 %) 22 (16.4 %) 28 (19.3 %) 0.537
AAV 35 (12.5 %) 21(15.7 %) 14 (9.7 %) 0.15
SS 23 (8.2 %) 13 (9.7 %) 10 (6.9 %) 0.514
SLE 21(75%) 6 (4.5 %) 15 (10.3 %) 0.072
MCTD 15 (5.4 %) 7(52%) 8(5.5%) 1
GCA 4(14 %) 2(1.5%) 2(14%) 1
Others 5(1.8 %) 2(1.5%) 3(2.1%) 1
Comorbidities, n (%)
Hypertension 123 (44.1 %) 64 (47.8 %) 59 (40.7 %) 0.277
Diabetes mellitus 61 (21.9 %) 30 (224 %) 21 (214 %) 0.885
Interstitial lung disease 164 (58.8 %) 79 (59 %) 85 (58.6 %) 1
Osteoporosis 124 (44.4 %) 74 (552 %) 50 (34.5 %) <0.001
Dementia 7 (2.5 %) 5(3.8%) 2(1.4%) 0.265
ECW/TBW 0.4 [0.39-0.41] 0.4 [0.4-0.41] 0.39 [0.39-0.4] <0.001
HGS, kg 16.3 [11—20.9] 13.6 [8.6—16.8] 19.6 [15.4—24.2] <0.001
SMI, kg/m? 5.7 [5.1-64] 5.2 [4.7-5.6] 6.4 [5.8-7.3] <0.001
Phase angle, ° 43(1.08) 3.9 [3.4-4.5] 47 [4-5.4] <0.001
CRP, mg/dL, 0.51 [0.13—3.47] 1.12 [0.15—4.73] 0.41[0.11-1.71] 0.019
Hemoglobin, g/dL, 11.7 [10.2—13] 11.3[9.5-12.5] 12 [10.7-13.2] 0.001
Days from admission to rehabilitation start day 1[1-3] 1[1-3] 1[1-3] 0.417
Daily use of DMARDs, n (%) 60 (21.5 %) 31(23.1%) 29 (20 %) 0.561
Oral prednisolone dose, mg/day 0[0-2] 0 [0-3] 0 [0-1] 0.313
Preadmission, n (%) 0.18
Home 249 (89.2 %) 116 (86.6 %) 133 (91.7 %)
Another hospital 30(10.8 %) 18 (134 %) 12 (8.3 %)

BMI, body mass index; CTDs, connective tissue diseases; ECW/TBW, extracellular water-to-total body water ratio; RA, rheumatoid arthritis; SSc, systemic sclerosis, PM,
polymyositis; DM, dermatomyositis; AAV, anti-neutrophil cytoplasmic antibody-associated vasculitis; SS, Sjogren's syndrome; SLE, systemic lupus erythematosus; MCTD,
mixed connective tissue disease; GCA, giant cell arteritis; HGS, handgrip strength; SMI, Skeletal muscle index; CRP, C-reactive protein; DMARDs, disease-modifying anti-
rheumatic drugs.
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100%
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Fig. 1. The prevalence of sarcopenia in each connective tissue disease.
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Table 2
Results of the Pearson correlation and Spearman rank correlation analysis between phase angle and sarcopenia-related factors in both sexes.
Men Women

Variable Overall (N = 80) r P value Overall (N = 199) rho P value
Age 72.8 (9.3) —0.301 0.007 72.5[65.3—-78.9] -0.517 <0.001
BMI 22.5(3.1) 0.384 <0.001 21.3[19.3-23.8] 0.253 <0.001
HGS 22.8 (8.6) 0.559 <0.001 15[9.3—-18.2] 0.532 <0.001
SMI 6.8 (1.2) 0.097 0.394 5.4 [4.9-6] 0.38 <0.001
Hemoglobin 11.8 (2.2) 0.582 <0.001 11.7 [10.2—12.6] 0.432 <0.001
Phase angle 4.63 (1.14) 414 (1.02)

BMI, body mass index; HGS, handgrip strength; SMI, skeletal muscle index.

Pearson correlation coefficients for all variables in men. Spearman rank correlation for all variables in women.

Table 3

Multivariate linear regression analysis with phase angle in both sexes.

Model 1 Men Model 2 Women

Variable B B 95 % I p B B 95 % CI p
Age 0.077 0.007 (-0.005, 0.019) 0.229 —0.048 —0.004 (-0.011, 0.002) 0.157
BMI 0.13 0.039 (0.001, 0.079) 0.046 0.097 0.029 (0.011, 0.048) 0.002
RA 0.009 0.019 (-0.182, 0.22) 0.85 0.03 0.065 (-0.065, 0.196) 0325
ECW/TBW —0.887 —66.259 (-74.15, —58.36) <0.001 —0.816 —60.97 (-66.4, —55.54) <0.001
Hemoglobin 0.001 0 (-0.054, 0.055) 0.996 —0.001 0 (-0.0011, 0.01) 0.97
Sarcopenia -0.126 -0.272 (-0.507, —0.037) 0.024 -0.11 —0.238 (-0.381, —0.094) 0.013

BMI, body mass index; RA, rheumatoid arthritis; ECW/TBW, extracellular water-to-total body water; CI, confidence interval.

Adjusted R%: Model 1, 0.867; Model 2, 0.823.

Model 1 revealed that sarcopenia was negatively associated with
phase angle (B -0.126, B —0.272, 95 % confidence
interval —0.507 to —0.037, p = 0.024), adjusted for age, BMI, RA
incidence, ECW/TBW, and hemoglobin level in men. Model 2
revealed that sarcopenia was negatively associated with phase
angle (B = —0.11, B = —0.238, 95 % confidence interval —0.381
to —0.094, p = 0.013) adjusted for age, BMI, RA incidence, ECW/
TBW, and hemoglobin level in women. As shown in Fig. 2, a ROC
curve analysis was conducted to determine the optimal phase angle
cutoff values for discriminating sarcopenia in patients with CTDs.
For men, the optimal phase angle cutoff value for identifying

A Men
1.0 T
08 1
~ 4.6 (0.682,0.694)
X 06 -
=
=
(2]
' =
$ 04 -
AUC 0.795
02 95%CI 0.705-0.885
00 7
1 1 1 I 1 1
0.0 0.2 0.4 0.6 08 1.0

1 - Specificity

sarcopenia was 4.6°, with a sensitivity of 0.694, specificity of 0.682,
and area under the curve (AUC) of 0.795. In women, the optimal
phase angle cutoff value was 4.3°, with a sensitivity of 0.776,
specificity of 0.594, and AUC of 0.754.

4. Discussion

We showed that the phase angle was negatively associated with
sarcopenia in hospitalized patients with CTDs and that the optimal
cutoff values of the phase angle for discriminating sarcopenia were
4.6° in men and 4.3° in women. To the best of our knowledge, this is

B Women
0. -
0.8
4.3 (0.594, 0.776)
.“5‘ 06 -
=
My —
(72}
=
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Fig. 2. ROC curves to discriminate the optimal phase angle cutoff valued for identifying sarcopenia in men (A) and women (B).
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the first study to demonstrate the relationship between the phase
angle and sarcopenia and the usefulness of the phase angle in
assessing health risks in patients with CTDs in clinical practice.

The phase angle cutoff values for sarcopenia in patients with
stroke, cancer, heart disease, and elderly individuals are 4—5°
[13—17]. These values are higher in males than in females. In
contrast, the phase angle in healthy individuals has been reported
to be 6—7° [27,28]. Matsumoto et al. [29] reported that in patients
with RA, the phase angle cutoff value as a predictor of falls was
5.26° in men and 4.06° in women. The cutoff values for sarcopenia
in this study were 4.6° in men and 4.3° in women, suggesting that
sarcopenia is associated with an increased health risk in patients
with CTDs, as in other diseases.

International criteria for diagnosing sarcopenia recommend
assessing skeletal muscle mass using BIA or Dual X-ray Absorpti-
ometry (DEXA). However, the BIA method can overestimate fluid
overload due to edema, interpreting it as increased skeletal muscle
mass [30]. Additionally, DEXA involves low radiation exposure and
high maintenance costs; patients must also be moved to a dedi-
cated facility and may require assistance for examination. In
contrast, phase angle measurement using the BIA method reflects
the current cell membrane stability and water balance, directly
measuring the overall whole-body health status. It is noninvasive,
portable, inexpensive to maintain, and can be performed at the
bedside by a single evaluator, making it easy to apply in clinical
settings.

The prevalence of sarcopenia in this study was 48 %, with 45 % in
men and 49 % in women, showing little difference between sexes.
Additionally, the prevalence of sarcopenia was 61.6 % and 33.3 % in
patients with RA and SSc, respectively. In previous reports, the
prevalence of sarcopenia was 37.1 % in patients with RA [31] and
22.8 % in patients with SSc [32]; the prevalence in the present study
was higher. Furthermore, the prevalence of sarcopenia exceeded
40 % in patients with PM/DM, ANCA, SS, and MCTD. The higher
prevalence of sarcopenia in the present study may be because all
patients were hospitalized and required treatment. Previous re-
ports [31,32] excluded patients who had difficulty walking.

The B coefficient for ECW/TBW was significantly more promi-
nent compared to other variables because phase angle reflects the
body's water balance, derived from the BIA method, including
extracellular and intracellular water compartments. However, the
strong relationship between ECW/TBW and phase angle does not
obscure the association between sarcopenia and phase angle. The
negative correlation between sarcopenia and the phase angle
remained significant even after adjusting for ECW/TBW. This in-
dicates that, while the phase angle is influenced by fluid balance, it
still independently correlates with muscle mass and strength,
which are critical components of sarcopenia. Therefore, the phase
angle can serve as a reliable marker of sarcopenia, reflecting both
water balance and muscle health.

In this study, the phase angle was positively correlated with the
cutoff value for identifying sarcopenia and its associated factors:
age, BMI, HGS, SMI, and hemoglobin level. This suggests that phase
angle values can detect sarcopenia early and aid in developing
individualized treatment plans, as they reflect the detailed aspects
of a patient's health status.

The following considerations should be made regarding the
phase angle. This value may vary owing to the use of different
measuring instruments [33]. It is sensitive to changes in the body
water content and may vary before and after urination. This is a
value for the right hemibody and mainly reflects the state of the
cells constituting the skeletal muscles of the extremities, rather
than the trunk muscles [34].

This study had several limitations. First, as this was a single-
center study, the generalizability of the results is uncertain.
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Second, the causal relationship between the phase angle and sar-
copenia is unknown because of the retrospective and cross-
sectional nature of the study. Third, factors such as decreased grip
strength due to hand pain and deformity, which may influence the
prevalence of sarcopenia, were not examined. Fourth, there may
have been patients with CTD who did not meet the classification
criteria or were not formally diagnosed at the time of rehabilitation.
Additionally, there are multiple CTDs, and it is unclear whether this
study encompassed all of them. Therefore, it is uncertain whether
the association between the phase angle and sarcopenia can be
established after focusing on specific diseases such as RA and SSc.
Future prospective cohort studies should evaluate whether phase
angle values for each disease are associated with the development
of sarcopenia and other clinical outcomes, including pain.

5. Conclusion

The phase angle is negatively associated with sarcopenia in
hospitalized patients with CTDs. The optimal cutoff values of the
phase angle for discriminating sarcopenia were 4.6° in men and
4.3° in women. Assessing the phase angle can assist in the identi-
fication and management of patients with sarcopenia or those at
risk of developing this condition.
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Probable Respiratory Sarcopenia Decreases Activities of
Daily Living in Older Patients Hospitalized with
Respiratory Diseases: A Cross-sectional Study
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Objectives: Respiratory sarcopenia is characterized by low respiratory muscle mass and re-
spiratory muscle strength, but its impact on activities of daily living (ADL) remains unknown.
We aimed to investigate the association between respiratory sarcopenia and decreased ADL.
Methods: This retrospective cross-sectional study included older inpatients (>65 years old) with
respiratory diseases who underwent rehabilitation. Because the evaluation of respiratory muscle
mass is challenging, probable respiratory sarcopenia was defined according to low appendicular
skeletal muscle index (<7 kg/m? for men, <5.7 kg/m? for women) and peak expiratory flow rate
(<4.4 L/s for men, <3.21 L/s for women). ADL was assessed on the first day of rehabilitation using
the baseline Barthel Index (BI). Results: Of 111 inpatients (median age 75 years; 57 women), 13
(11.7%) had probable respiratory sarcopenia. Forty-five patients (40.5%) had sarcopenia and 12
of these had probable respiratory sarcopenia. Pulmonary functions (Forced Vital Capacity and
expiratory volume in 1 s) were significantly lower in patients with probable respiratory sarcopenia
than those without. Spearman’s rank coefficient analysis showed probable respiratory sarcopenia
did not significantly correlate with age, phase angle, Charlson Comorbidity Index (CCI), or hemo-
globin (Hb). Multivariate linear regression analysis with baseline Bl revealed probable respiratory
sarcopenia ( —0.279 and P=0.004) was the significant factor after adjusting for age, sex, body
mass index, chronic obstructive pulmonary disease, CCI, and Hb. Conclusions: Probable respira-
tory sarcopenia was independently associated with decreased ADL in patients aged 65 years and
older who were hospitalized with respiratory diseases.

Key Words: activities of daily living; respiratory diseases; respiratory sarcopenia; sarcopenia

INTRODUCTION sarcopenia because of the unfavorable impact of low ADL
4,5)

on mortality.

Respiratory sarcopenia is a medical condition character- Sarcopenia is a risk factor for decreased ADL.? The preva-
ized by low respiratory muscle mass and strength."? It lence of sarcopenia in patients with primary lung cancer,
differs from sarcopenia, which is characterized by low interstitial pneumonia, and chronic obstructive pulmonary
appendicular skeletal muscle mass, muscle strength, and disease (COPD) is 45%, 32.1%,” and 21.6%,% respectively.
physical function.”” Shortness of breath, dyspnea, reduced Low respiratory function, which reflects low respiratory
coughing ability, and aspiration pneumonia caused by respi- muscle strength,” is associated with decreased ADL? and
ratory sarcopenia can result in decreased activities of daily  sarcopenia in older adults.!”? One study found that ADL
living (ADL). Therefore, it is crucial to assess respiratory independence was lower in older adults with sarcopenia and
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low respiratory function than in those with only low respira-
tory function or robust groups.!) These findings suggest that
some older patients with respiratory diseases have decreased
appendicular skeletal muscle mass and low respiratory func-
tion, similar to older patients with sarcopenia. Therefore,
respiratory sarcopenia could likely lead to a decline in ADL
in patients with respiratory diseases, because many patients
may exhibit low respiratory function. In the current study,
we aimed to investigate the association between respiratory
sarcopenia and decreased ADL in older hospitalized patients
with respiratory diseases.

MATERIALS AND METHODS

Patients

This retrospective cross-sectional study included 122
patients (aged >65 years) who were hospitalized with respi-
ratory diseases and underwent pulmonary rehabilitation at
the University of Occupational and Environmental Health
Hospital between February 2022 and January 2023. Typi-
cally, patients received rehabilitation for airway clearance,
improvement of muscle strength, or improvement in ADL
ability. All data were collected from medical records. We
considered only hospitalized patients who underwent a
physical function evaluation a few days after rehabilitation
started and a pulmonary function test within 60 days before
or 7 days after rehabilitation started. All patients under-
went rehabilitation within 2 weeks after hospitalization.
Hospitalized patients with missing data or a history of lung
surgery were excluded. This study followed the Declaration
of Helsinki and was approved by the Ethics Committee of
the University of Occupational and Environmental Health
[UOEHCRB20-155]. The study’s retrospective nature did
not require written consent, but patients were provided with
the option to withdraw from the study at any time.

Spirometry

Physicians in primary departments requested medical
technologists to assess the adequacy of respiratory function
for surgery, disease severity, and treatment efficacy. Medical
technologists conducted the pulmonary function tests using
an electronic spirometer (FUDAC-7, Fukuda Denshi, Tokyo,
Japan) based on the official guidelines of the Japanese Re-
spiratory Society.'? Patients were instructed to firmly hold
the mouthpiece connected to the spirometer with their lips
and clamp their noses to prevent air leakage. After normal
breathing, they were instructed to take a deep inhalation
from the maximal expiratory level to the maximal inspira-

tory level and then forcefully exhale in one continuous
breath back to the maximal expiratory level. Practice trials
preceded the test, and re-measurements were taken as neces-
sary. The use of bronchodilators or inhaled steroids during
the test was documented in the medical records. The forced
vital capacity (FVC), forced expiratory volume in 1 s (FEV)),
and peak expiratory flow rate (PEFR) were assessed. PEFR
represents the peak of the flow-volume curve captured by
the spirometer, reflecting the highest airflow rate achieved
during a forceful exhalation. PEFR is known to decline with
age'd and is related to respiratory muscle strength!¥ and
sarcopenia.’)

Assessment of Physical Function

Physical rehabilitation was prescribed according to the pa-
tient’s condition and was started on the day of the visit to the
Department of Rehabilitation Medicine. Physical function
evaluation included handgrip strength, physical function
(gait speed, short physical performance battery, or five-time
chair stand test), and body composition using a bioimped-
ance device (InBody S10, InBody, Tokyo, Japan) at least 2
h after eating and after 10 min of rest in the supine position.
The InBody S10 enabled the evaluation of the appendicu-
lar skeletal muscle index (SMI) and phase angle (PhA) by
incorporating age, sex, height, and weight. PhA reflects the
resistance and reactance of the whole body and is related to
sarcopenia.'® The Barthel Index (BI)'? was used to evalu-
ate ADL on the day rehabilitation started (baseline BI). The
BI comprises scores on a scale of 0—-100, with higher scores
indicating better ADL functioning. The BI items included
(1) feeding, (2) grooming, (3) dressing, (4) transferring, (5)
bladder management, (6) bowel management, (7) toileting,
(8) bathing, (9) walking, and (10) climbing up and down.

Definition of Probable Respiratory Sarcopenia
and Sarcopenia

Given the paucity of data defining respiratory muscle
mass, a more definitive diagnosis of respiratory sarcope-
nia is needed. However, while it is known that respiratory
muscle mass is associated with trunk muscle mass,'® there
is no clear cutoff value that indicates a reduction in trunk
muscle mass. According to a position paper published by four
Japanese professional organizations (Society for Respiratory
Care and Rehabilitation, Association for Sarcopenia and
Frailty, Society of Respiratory Physical Therapy, and As-
sociation of Rehabilitation Nutrition)," probable respiratory
sarcopenia rather than respiratory sarcopenia can be defined
in cases where the appendicular skeletal muscle mass falls
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Total patients with respiratory disease: 122

Excluded

Missing data: 3
History of lung surgery: 8

Analyzed patients: 111

Fig. 1. Flowchart of patient recruitment.

below cutoff values defined by the Asian-Working Group for
Sarcopenia (AWGS) 2019, which are used as a surrogate for
the decline in respiratory muscle mass. To define probable
respiratory sarcopenia, we adopted the cutoff values of SMI
from AWGS 2019 (SMI <7 kg/m? for men and <5.7 kg/m?
for women)? and cutoff values of low respiratory muscle
strength (PEFR <4.4 L/s for men and <3.21 L/s for women)
according to a previous report.!>) To define sarcopenia, we
also used the AWGS 2019,” with low appendicular skeletal
muscle mass indicated by SMI less than 7 kg/m? for men
and less than 5.7 kg/m? for women, in combination with low
muscle strength as indicated by at least one of the following:
low handgrip strength (<28 kg for men or <18 kg for women),
low physical performance (gait speed <l m/s), short physi-
cal performance battery (<9 points), or slow five-time chair
stand test (>12 s).

Collecting Other Data

Respiratory disease types were categorized into primary
lung cancer, interstitial pneumonia, COPD, asthma, and
other diseases. We investigated age, sex, body mass index
(BMI), comorbidities, history of stroke, the Charlson Co-
morbidity Index (CCI),'” Brinkman Index,’? serum albu-
min, hemoglobin (Hb), C-reactive protein levels (CRP), and
preadmission orientation. The CCI, serum albumin, Hb, and
CRP were recorded at admission.

Statistical Analysis

Statistical analyses were performed using SPSS Version
27 (IBM SPSS Japan, Tokyo, Japan); the bilateral test set
P<0.05 as statistically significant. Categorical variables were
expressed as number (percentage), whereas quantitative
variables were expressed as median [interquartile range]
or mean (standard deviation) according to the normality of

the Shapiro—Wilk test. Categorical variables were analyzed
using the chi-square test and Fisher’s test to compare older
patients with and without probable respiratory sarcopenia.
Quantitative variables were subjected to the t-test and Mann—
Whitney U test based on the normality of the Shapiro—Wilk
test.

Spearman’s rank correlation coefficient analysis evaluated
the association among probable respiratory sarcopenia, age,
BMI, CCI, PhA, Hb, and baseline BI. Age,¥ BMI,> CCL?)
PhA,'® and Hb*? have been reported to be associated with
sarcopenia. To investigate the association between ADL and
probable respiratory sarcopenia, we performed multivariate
linear regression analysis of baseline BI with age, sex, BMI,
COPD, CCI, Hb, and probable respiratory sarcopenia. The
Variance Inflation Factor (VIF) among factors in the multi-
variate linear regression model was then calculated. Comor-
bidity is associated with decreased ADL in older adults.?®
BMI*» and Hb*® are also associated with decreased ADL.
Given that multivariate linear regression analysis neces-
sitates a minimum of 15 cases per independent variable, this
study required at least 105 cases to accommodate the seven
variables in the model. Multicollinearity was assessed using
the VIF, where a VIF value between 1 and 3 indicates the
absence of multicollinearity.

RESULTS

A total of 122 hospitalized patients (aged >65 years) with
respiratory diseases were evaluated; 3 patients were excluded
because of missing data and 8 were excluded because of pre-
vious lung surgery (Fig. 1). Therefore, this study included
111 patients with respiratory diseases [median age, 75 years;
57 women (51.4%)]. Respiratory disease types included
primary lung cancer (n=59), interstitial pneumonia (n=52),
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COPD (n=10), asthma (n=6), and others (n=9). Others were
metastatic lung tumors (n=5), benign lung tumors (n=2), and
mediastinal tumors (n=2).

Seven patients had primary lung cancer and interstitial
pneumonia, and 9 patients had primary lung cancer and
COPD. Twenty patients regularly used bronchodilators or
inhaled steroids at the time of the pulmonary function test,
but no patients used them during the pulmonary function test
to assess airway reversibility. In total, 68 patients were in the
preoperative stage for surgery. The number of patients with
probable respiratory sarcopenia was 13 (11.7%), and 12 of
them had sarcopenia. Forty-five (40.5%) had sarcopenia, and
27 of them had low PEFR.

Table 1 shows the characteristics and comparisons of pa-
tients with probable respiratory sarcopenia and those without
probable respiratory sarcopenia. Patients with probable respi-
ratory sarcopenia had a higher incidence of COPD (P=0.022),
lower BMI (P=0.004), more regular use of bronchodilators
or inhaled steroids (P=0.002), lower handgrip strength
(P<0.001), lower SMI (P<0.001), more cases of sarcopenia
(P<0.001), and lower scores on the baseline BI (P=0.007)
than patients without probable respiratory sarcopenia. PhA
tended to be lower in patients with probable respiratory sar-
copenia than in patients without (P=0.068). In the pulmonary
function tests, patients with probable respiratory sarcopenia
exhibited lower FVC, FEV,, and PEFR (P<0.013, P<0.001,
and P<0.001, respectively) than patients without probable
respiratory sarcopenia. However, no significant difference
was observed in the FEV/FVC ratio between patients with
and without probable respiratory sarcopenia (P=0.155).

Spearman’s rank correlation coefficient analysis showed
that probable respiratory sarcopenia had a significant cor-
relation with BMI (p —0.274, P=0.004) and baseline BI (p
—0.255, P=0.007) but no significant correlation with sarco-
penia-related factors such as age (p 0.13, P=0.174), CCI (p
122, P=0.205), PhA (p —0.174, P=0.068), and Hb (p —0.066,
P=0.494). A multivariate linear regression analysis with
the baseline BI (adjusted R?=0.173, P<0.001) revealed that
probable respiratory sarcopenia ( —0.279, P=0.004) was the
significant factor after adjusting for age, sex, BMI, COPD,
CClI, and Hb (Table 2). Multicollinearity was not observed
among them.

DISCUSSION

This study investigated the association between probable
respiratory sarcopenia and ADL in patients aged 65 years or
over who were referred to our Department of Rehabilitation

Medicine for treatment of respiratory diseases. The preva-
lence of probable respiratory sarcopenia in these patients
was 11.7%, based on our operational definition. We found
that probable respiratory sarcopenia was independently
associated with decreased ADL. Based on our definition
of probable respiratory sarcopenia that we adopted from a
position paper by four Japanese health organizations,) we
believe this study to be the first to associate probable respira-
tory sarcopenia with decreased ADL in older inpatients with
respiratory diseases.

The position paper on the diagnosis of respiratory sarco-
penial recommends evaluating respiratory muscle mass by
ultrasonography or computed tomography and respiratory
muscle strength based on the maximal inspiratory and/or ex-
piratory pressure in the pulmonary function test. For cases in
which the assessment of respiratory muscle mass is challeng-
ing, the appendicular skeletal muscle mass can be used to
determine respiratory muscle mass, and probable respiratory
sarcopenia can be diagnosed. PEFR, peak cough flow, and
sniff nasal inspiratory pressure can be used to evaluate re-
spiratory muscle strength. However, low respiratory muscle
strength cutoff values still need to be established. There are
few studies on the association between sarcopenia and low
PEFR”!9 in older adults. Kera et al.'>) set the cutoff values in
the PEFR for respiratory sarcopenia (4.4 L/s for men and 3.21
L/s for women) as the only indicator of respiratory muscle
strength to confirm sarcopenia and long-term care insur-
ance among community-dwelling older adults. Therefore,
following the algorithm definition of four Japanese health
organizations for probable respiratory sarcopenia,) we used
SMI cutoff values for low appendicular skeletal muscle mass
(7 kg/m? for men and 5.7 kg/m? for women) and PEFR cutoff
values for low respiratory function (4.4 L/s for men and 3.21
L/s for women) based on previous reports.>!%)

PEFR is influenced by airway stenosis.?® Our study showed
no difference in the FEV/FVC ratio between patients with
and without probable respiratory sarcopenia. Furthermore,
FVC and FEV, were lower in patients with probable respi-
ratory sarcopenia. Therefore, despite the impact of airway
obstruction on PEFR, the findings suggest that respiratory
muscle strength is lower in patients with probable respiratory
sarcopenia than those without it.

The prevalence of sarcopenia among those with probable
respiratory sarcopenia is expected, given that SMI is used
as a surrogate for respiratory muscle mass. However, this
study revealed that probable respiratory sarcopenia did not
significantly correlate with potential factors associated with
sarcopenia, such as age, PhA, or Hb. PhA has been reported
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Table 1. Patient characteristics and comparison between patients with and without probable respiratory sarcopenia

Overall With probable RS~ Without probable RS P value
(n=111) (n=13) (n=98)

Age, years 75 [71-81] 78 [74.5-81.5] 75 [70.5-81] 0.172
Sex, female 57 (51.4%) 7 (53.8%) 50 (51%) 0.848
BMI, kg/m? 23 [20.6-25.2] 20.1 [19.1-22.3] 23.3 [21-25.4] 0.004
Respiratory disease

Primary lung cancer 59 (53.2%) 9 (69.2%) 50 (51%) 0.23

Interstitial pneumonia 52 (46.8%) 3 (23%) 49 (50%) 0.063

COPD 10 (14.4%) 3 (23%) 7 (7.1%) 0.022

Asthma 6 (5.4%) 2 (11.7%) 4 (3.6%) 0.147

Others 9 (8.1%) 1 (0.9%) 8 (8.1%) 0.712
Comorbidities

Hypertension 52 (46.8%) 6 (46.2%) 46 (46.9%) 1

Diabetes mellitus 27 (24.3%) 2 (15.4%) 25 (25.5%) 0.731

Chronic heart failure 7 (6.3%) 1 (7.7%) 6 (6.1%) 0.593

Atrial fibrillation 8 (7.2%) 1 (7.7%) 7 (7.1%) 1

Kidney failure 12 (10.8%) 2 (15.4%) 10 (10.2%) 0.631

Cancer, other than lung 15 (13.5%) 1 (7.7%) 14 (14.3%) 1

Connective tissue disease 50 (45%) 4 (30.8%) 46 (46.9%) 0.271

History of stroke 9 (8.1%) 3 (23.1%) 6 (6.1%) 0.07
CCI 2 [1-3] 3[0.5-3.5] 2 [1-3] 0.203
Bronchodilators or inhaled steroids use 20 (18%) 7 (53.8%) 13 (13.3%) 0.002
Brinkman Index 495 [0-992] 660 [367-1240] 400 [0-900] 0.058
Low handgrip strength 69 (62.1%) 12 (17.4%) 57 (82.6%) 0.017
Low SMI 51 (45.9%) 13 (100%) 38 (38.8%) <0.001
Sarcopenia 45 (40.5%) 12 (92.3%) 33 (33.7%) <0.001
PhA, ° 4.5[3.7-5.1] 4.2 [3.6-4.4] 4.5[3.7-5.2] 0.068
FVC,L 2.34 (0.89) 1.76 (0.57) 2.41 (0.88) 0.013
FEV,, L 1.69 (0.59) 1.09 [0.76—-1.37] 1.72 [1.34-2.19] <0.001
FEV,/FVC, % 75.1 (13.6) 79.8 [72.6—88.6] 71.6 [65.8—-82.6] 0.155
PEFR, L/s 5.24 [3.93-6.82] 2.96 [2.43-3.04] 5.55[4.28-7.41] <0.001
Low PEFR 40 (36%) 13 (100%) 27 (27.5%) <0.001
Serum albumin, g/dL 3.8 [3.5-4.2] 3.7 [3.4-4.1] 3.9 [3.5-4.2] 0.541
Hb, g/dL 12.3 [11-13.8] 12.3[10.3-13.6] 12.4[11.1-13.9] 0.491
CRP, mg/dL 0.24 [0.06—0.88] 0.24 [0.13-0.66] 0.24 [0.06—0.94] 0.945
Baseline Barthel Index 95 [85-100] 65 [55-100] 100 [90-100] 0.007
Preadmission orientation

Home 106 (95.6%) 11 (84.6%) 95 (96.9%) 0.104

Nursing home 3(2.7%) 1 (7.7%) 2 2%)

Another hospital 2 (1.8%) 1 (7.7%) 1 (1%)

Categorical variables are given as number (percentage); quantitative variables are given as median [interquartile range];
some data for FVC and FEV, given as mean (standard deviation). CCI, serum albumin, Hb, and CRP were assessed at admis-
sion. BMI, handgrip strength, SMI, and PhA were assessed a few days after rehabilitation started. Baseline BI was assessed
on the first day of rehabilitation.

RS, respiratory sarcopenia.
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Table 2. Multivariate linear regression analysis of probable respiratory sarcopenia with baseline BI

B B 95% confidence interval P value VIF
Probable respiratory sarcopenia ~ —16.118 -0.279 —26.904 to —5.333 0.004 1.155
Age —0.365 —-0.123 —0.889 to 0.158 0.169 1.031
Female —6.732 —-0.179 —13.502 to 0.037 0.051 1.08
BMI 0.627 0.126 —0.276 to 1.530 0.917 1.091
COPD 6.558 0.101 —5.260 to 18.376 0.274 1.10
CCI -1.174 —-0.095 —3.366 to 1.017 0.290 1.052
Hb 0.342 0.136 —0.099 to 0.784 0.127 1.052

Adjusted R?=0.173, P<0.001. CCI and Hb were recorded at admission. Baseline BI was assessed on the first day of reha-

bilitation.

as a useful indicator of sarcopenia in various studies.!®2”)
In our results, patients with probable respiratory sarcopenia
tended to have lower PhA values than those without, indicat-
ing a potential negative association. However, these trends
did not reach statistical significance. Although PhA is as-
sociated with grip strength and skeletal muscle mass,'®>7
its relationship with respiratory function remains to be
elucidated. Consequently, our findings did not conclusively
determine the relevance of PhA to PEFR. This highlights the
need for further research to clarify the role of PhA in assess-
ing respiratory muscle strength and function.

Patients with respiratory diseases experience a lim-
ited capacity to perform ADL because of respiratory symp-
toms.282% However, it is difficult to demonstrate a decline in
ADL using comprehensive ADL assessment scales,*” such
as the BI. Because of the adverse effects of severe dyspnea
on motor endurance and subsequent decreased ADL, assess-
ment tools that incorporate the degree of dyspnea have been
developed.3!3? Given that respiratory function reflects re-
spiratory symptoms, probable respiratory sarcopenia might
indicate respiratory symptoms and help detect a statistically
significant decline in the comprehensive ADL. Although
the adjusted coefficient of determination of the multivariate
regression model in this study did not fit well, the standard-
ized partial regression coefficient for probable respiratory
sarcopenia indicated that it was closely related to decreased
ADL.

“Sarcopenic respiratory disability” defines functional dis-
ability resulting from reduced respiratory function caused by
respiratory sarcopenia.” However, our study has not conclu-
sively shown significant impairment caused by respiratory
muscle sarcopenia. More research is needed to understand
its impact on respiratory function and functional disability.

LIMITATIONS

This study has some limitations. First, the diagnosis of
respiratory sarcopenia in this study was probable rather than
definitive. The concept of “probable respiratory sarcopenia”
was operationalized because of the need for established
diagnostic criteria and the paucity of data directly defining
respiratory muscle mass. As a result, our results should be
interpreted with the understanding that they do not provide
a definitive diagnosis of respiratory sarcopenia but rather an
association with ADL limitations based on a probable condi-
tion associated with decreased respiratory muscle mass and
function. Further research is required to refine the diagnostic
criteria for respiratory sarcopenia, allowing for a more defin-
itive respiratory muscle mass and understanding its impact
on ADL. Second, the generalizability of the study is limited
because of its retrospective and single-center design. Third,
the causal association between probable respiratory sarcope-
nia and decreased ADL was not addressed because of the ret-
rospective cross-sectional nature of the study. Fourth, many
of the included patients were in the preoperative stages of
lung cancer. This may have introduced a potential selection
bias because these patients differ from patients with common
respiratory diseases. Fifth, because not all evaluations were
conducted within a few days, each evaluation might have
incurred pathological alterations.

CONCLUSION

The results of this study showed that probable respiratory
sarcopenia was independently associated with decreased
ADL in patients aged 65 years and over who were hospital-
ized with respiratory diseases. Further investigations are
warranted to establish the parameters and threshold values
from pulmonary function tests that can accurately delineate
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low respiratory muscle strength, thereby providing definitive
diagnostic criteria for respiratory sarcopenia.

ACKNOWLEDGMENTS

The authors thank the rehabilitation therapists of the Uni-
versity of Occupational and Environmental Health Hospital
for their support in conducting the study. This study was
supported by a Health and Labour Sciences Research Grant
from the Ministry of Health, Labour, and Welfare of Japan
(Grant number 230301-1).

CONFLICTS OF INTEREST

The authors declare no conflict of interest.

REFERENCES

1. Sato S, Miyazaki S, Tamaki A, Yoshimura Y, Arai H,
Fujiwara D, Katsura H, Kawagoshi A, Kozu R, Maeda
K, Ogawa S, Ueki J, Wakabayashi H: Respiratory
sarcopenia: a position paper by four professional or-
ganizations. Geriatr Gerontol Int 2023;23:5-15. https:/
doi.org/10.1111/ggi.14519, PMID:36479799

2. Nagano A, Wakabayashi H, Maeda K, Kokura Y,
Miyazaki S, Mori T, Fujiwara D: Respiratory sar-
copenia and sarcopenic respiratory disability: con-
cepts, diagnosis, and treatment. J Nutr Health Aging
2021;25:507-515.  https://doi.org/10.1007/s12603-021-
1587-5, PMID:33786569

3. Chen LK, Woo J, Assantachai P, Auyeung TW, Chou
MY, lijima K, Jang HC, Kang L, Kim M, Kim S, Kojima
T, Kuzuya M, Lee JS, Lee SY, Lee WJ, Lee Y, Liang
CK, Lim JY, Lim WS, Peng LN, Sugimoto K, Tanaka
T, Won CW, Yamada M, Zhang T, Akishita M, Arai
H: Asian Working Group for Sarcopenia: 2019 con-
sensus update on sarcopenia diagnosis and treatment.
J Am Med Dir Assoc 2020;21:300-307.€2. https://doi.
org/10.1016/j.jamda.2019.12.012, PMID:32033882

4. Matzen LE, Jepsen DB, Ryg J, Masud T: Functional
level at admission is a predictor of survival in older pa-
tients admitted to an acute geriatric unit. BMC Geriatr
2012;12:32-39. https://doi.org/10.1186/1471-2318-12-32,
PMID:22731680

10.

11.

12.

Nakazawa A, Nakamura K, Kitamura K, Yoshizawa Y:
Association between activities of daily living and mor-
tality among institutionalized elderly adults in Japan.
J Epidemiol 2012;22:501-507. https://doi.org/10.2188/
jea.JE20110153, PMID:22850544

Yang M, Shen Y, Tan L, Li W: Prognostic value of
sarcopenia in lung cancer: a systematic review and
meta-analysis. Chest 2019;156:101-111. https://doi.
org/10.1016/j.chest.2019.04.115, PMID:31128115
Hanada M, Sakamoto N, Ishimoto H, Kido T, Miyamu-
ra T, Oikawa M, Nagura H, Takeuchi R, Kawazoe Y,
Sato S, Hassan SA, Ishimatsu Y, Takahata H, Mukae H,
Kozu R: A comparative study of the sarcopenia screen-
ing in older patients with interstitial lung disease. BMC
Pulm Med 2022;22:45-54. https://doi.org/10.1186/
$12890-022-01840-3, PMID:35078452

Benz E, Trajanoska K, Lahousse L, Schoufour JD, Ter-
zikhan N, De Roos E, de Jonge GB, Williams R, Franco
OH, Brusselle G, Rivadeneira F: Sarcopenia in COPD:
a systematic review and meta-analysis. Eur Respir Rev
2019;28:190049. https://doi.org/10.1183/16000617.0049-
2019, PMID:31722892

Buchman AS, Boyle PA, Wilson RS, Leurgans S, Shah
RC, Bennett DA: Respiratory muscle strength predicts
decline in mobility in older persons. Neuroepidemiolo-
gy 2008;31:174—-180. https://doi.org/10.1159/000154930,
PMID:18784416

Ohara DG, Pegorari MS, Oliveira Dos Santos NL,
de Fatima Ribeiro Silva C, Monteiro RL, Matos
AP, Jamami M: Respiratory muscle strength as a
discriminator of sarcopenia in community-dwelling
elderly: a cross-sectional study. J Nutr Health Aging
2018;22:952-958.  https://doi.org/10.1007/s12603-018-
1079-4, PMID:30272099

Morisawa T, Kunieda Y, Koyama S, Suzuki M, Taka-
hashi Y, Takakura T, Kikuchi Y, Matsuda T, Fujino Y,
Sawa R, Sakuyama A, Saitoh M, Takahashi T, Fujiwara
T: The relationship between sarcopenia and respiratory
muscle weakness in community-dwelling older adults.
Int J Environ Res Public Health 2021;18:13257. https://
doi.org/10.3390/ijerph182413257, PMID:34948865
Tojo N, Suga H, Kambe M: Lung function testing—
the Official Guideline of the Japanese Respiratory
Society [in Japanese]. Rinsho Byori 2005;53:77-81.
PMID:15724494

Copyright © 2024 The Japanese Association of Rehabilitation Medicine
—290—



Moriyama T, et al: Probable Respiratory Sarcopenia and ADL

13.

14.

15.

16.

17.

18.

19.

20.

21.

Cook NR, Evans DA, Scherr PA, Speizer F, Vedal S,
Branch LG, Huntley JC, Hennekens CH, Taylor JO:
Peak expiratory flow rate in an elderly population. Am
J Epidemiol 1989;130:66—78. https://doi.org/10.1093/
oxfordjournals.aje.al15324, PMID:2787111

Degens H, Maden-Wilkinson TM, Ireland A, Korhonen
MT, Suominen H, Heinonen A, Radak Z, McPhee JS,
Rittweger J: Relationship between ventilatory function
and age in master athletes and a sedentary reference
population. Age (Dordr) 2013;35:1007-1015. https://doi.
org/10.1007/s11357-012-9409-7, PMID:22544616

Kera T, Kawai H, Hirano H, Kojima M, Watanabe Y,
Motokawa K, Fujiwara Y, Thara K, Kim H, Obuchi S:
Definition of respiratory sarcopenia with peak expira-
tory flow rate. ] Am Med Dir Assoc 2019;20:1021—
1025. https://doi.org/10.1016/j.jamda.2018.12.013,
PMID:30737167

Akamatsu Y, Kusakabe T, Arai H, Yamamoto Y, Nakao
K, Ikeue K, Ishihara Y, Tagami T, Yasoda A, Ishii K,
Satoh-Asahara N: Phase angle from bioelectrical im-
pedance analysis is a useful indicator of muscle qual-
ity. J Cachexia Sarcopenia Muscle 2022;13:180—1809.
https://doi.org/10.1002/jcsm.12860, PMID:34845859
Mahoney FI, Barthel DW: Functional evaluation:
the Barthel index. Md State Med J 1965;14:61-65.
PMID:14258950

Okazaki T, Suzukamo Y, Miyatake M, Komatsu R,
Yackashiwa M, Nihei M, Izumi S, Ebihara T: Respira-
tory muscle weakness as a risk factor for pneumonia in
older people. Gerontology 2021;67:581-590. https://doi.
org/10.1159/000514007, PMID:33621975

Charlson ME, Pompei P, Ales KL, MacKenzie CR:
A new method of classifying prognostic comor-
bidity in longitudinal studies: development and
validation. J Chronic Dis 1987;40:373-383. https://doi.
org/10.1016/0021-9681(87)90171-8, PMID:3558716
Brinkman GL, Coates EO Jr: The effect of bronchitis,
smoking, and occupation on ventilation. Am Rev
Respir Dis 1963;87:684—693. PMID:14015517

Gong G, Wan W, Zhang X, Liu Y, Liu X, Yin J: Cor-
relation between the Charlson comorbidity index and
skeletal muscle mass/physical performance in hospital-
ized older people potentially suffering from sarcopenia.
BMC Geriatr 2019;19:367-374. https://doi.org/10.1186/
$12877-019-1395-5, PMID:31870318

22.

23.

24,

25.

26.

27.

28.

Picca A, Coelho-Junior HJ, Calvani R, Marzetti E,
Vetrano DL: Biomarkers shared by frailty and sarco-
penia in older adults: a systematic review and meta-
analysis. Ageing Res Rev 2022;73:101530. https://doi.
org/10.1016/j.arr.2021.101530, PMID:34839041

Cigolle CT, Langa KM, Kabeto MU, Tian Z, Blaum
CS: Geriatric conditions and disability: the health and
retirement study. Ann Intern Med 2007;147:156-164.
https://doi.org/10.7326/0003-4819-147-3-200708070-
00004, PMID:17679703

Ogawa M, Yoshida N, Nakai M, Kanaoka K,
Sumita Y, Kanejima Y, Emoto T, Saito Y, Yama-
moto H, Sakai Y, Hirota Y, Ogawa W, Iwanaga Y,
Miyamoto Y, Yamashita T, Izawa KP, Hirata K:
Hospital-associated disability and hospitalization costs
for acute heart failure stratified by body mass index—
insight from the JROAD/JROAD-DPC database. Int
J Cardiol 2022;367:38—44. https://doi.org/10.1016/].
ijcard.2022.08.044, PMID:36029847

Bailey RA, Reardon G, Wasserman MR, McKenzie
RS, Hord RS: Association of anemia with worsened
activities of daily living and health-related quality
of life scores derived from the Minimum Data Set in
long-term care residents. Health Qual Life Outcomes
2012;10:129. https://doi.org/10.1186/1477-7525-10-129,
PMID:23083314

Bhatt NK, Huang VP, Bertelsen C, Gao WZ, Reder LS,
Johns MM 111, O’Dell K: Pulmonary function tests may
better predict dyspnea-severity in patients with subglot-
tic stenosis compared to clinician-reported stenosis.
Ann Otol Rhinol Laryngol 2022;131:791-796. https://
doi.org/10.1177/00034894211045266, PMID:34496642
Di Vincenzo O, Marra M, Di Gregorio A, Pasanisi
F, Scalfi L: Bioelectrical impedance analysis (BIA)-
derived phase angle in sarcopenia: a systematic review.
Clin Nutr 2021;40:3052-3061. https://doi.org/10.1016/j.
¢lnu.2020.10.048, PMID:33183880

Rennard S, Decramer M, Calverley PM, Pride NB,
Soriano JB, Vermeire PA, Vestbo J: Impact of COPD in
North America and Europe in 2000: subjects’ perspec-
tive of Confronting COPD International Survey. Eur
Respir J 2002;20:799-805. https://doi.org/10.1183/0903
1936.02.03242002, PMID:12412667

Copyright © 2024 The Japanese Association of Rehabilitation Medicine
—291—



Prog. Rehabil. Med. 2024; Vol.9, 20240014

29. Watkins ML, Wilcox TK, Tabberer M, Brooks JM,

30.

Donohue JF, Anzueto A, Chen WH, Crim C: Short-
ness of Breath with Daily Activities questionnaire:
validation and responder thresholds in patients
with chronic obstructive pulmonary disease. BMJ
Open 2013;3:¢003048. https://doi.org/10.1136/bmjo-
pen-2013-003048, PMID:24154513

Yohannes AM, Roomi J, Waters K, Connolly MJ: A
comparison of the Barthel index and Nottingham ex-
tended activities of daily living scale in the assessment
of disability in chronic airflow limitation in old age.
Age Ageing 1998;27:369-374. https://doi.org/10.1093/
ageing/27.3.369

31.

32.

Garrod R, Bestall JC, Paul EA, Wedzicha JA, Jones
PW: Development and validation of a standardized
measure of activity of daily living in patients with se-
vere COPD: the London Chest Activity of Daily Living
scale (LCADL). Respir Med 2000;94:589-596. https:/
doi.org/10.1053/rmed.2000.0786, PMID:10921765

Vitacca M, Paneroni M, Baiardi P, De Carolis V,
Zampogna E, Belli S, Carone M, Spanevelo A, Balbi
B, Bertolotti G: Development of a Barthel Index based
on dyspnea for patients with respiratory diseases. Int J
Chron Obstruct Pulmon Dis 2016;11:1199—1206. https:/
doi.org/10.2147/COPD.S104376, PMID:27354778

Copyright © 2024 The Japanese Association of Rehabilitation Medicine
—292—



HHERRICETIEMEHREEBICE TS
FHRRRVZDEEDRARUFAE

EXERKFHRR YNEYTF—aviER ONLER HMEFREF WERT ARKRSE

(#%) SENSTYLE IAOTHLIURTHR MOFAA

EXEHRKE UNEYF—LavESEE BARHT FHRER AR

[RERRIEEL. BRI ~=COMRIHLIERLEFBYELA |

85EQEHFMETEICOVNT, EQOLSTBEBICZ L\, KT B, BT 54 A LD HIEBAS M TAELY,
SE. URERAEICFEHE B¢Jrkﬁbf—wjﬁﬁﬁftwﬂﬁlﬁ#ﬁﬁswE%ﬁﬁéﬂﬁbfzo B HRE TEMICE>EHIE. Bk
FEEICS<(54.6%). BRI RRELDT 54 A MNIBBETRLIHHER D, BECEC- R EOEEMEARRENT,
[IZCHIZ]

BEE. SHitRHoERELERICEBVTABICE T IERENENERTHI(EEFEE. 2019) , E-E5EICHTIEMEL. K
BRUEEEOETICEIEFHBENEVETTE REEO—EHNFHETRITTILMEST TL S (Keeney B, et al. 2013) , &
DESLBBESLVERICEVT, BHEZRDLLE-EHEBRZSIESEIL. FHETEIOMNMIAREICE>TULEL, ZZ T, SEILREER S
HBCFHEMTABRMEL. UNEY)T—avh A Sh B E#ERREOFRERFRNICHAZE L.

[x &-Hi&]
2019EA 52021 EDIFER THUREB AR FH B TABRIEL, UNEYF—av L sh-BEREHEEREDSb, £EE
B X (203% ~65% )66 B EMITRE LT, ATFEIL. DL T L BEREINET 5% HRWEHTAE TH S,

(AEIEE] o C3—
1)BESN F8. 55, fkE. Body Mass Index(BMI), BUERE, 4 EEBHOH & |
2)EBRHE KR4 BEYME. FHAE. BERR. MEROEE. EEOIEE(Visual Analogue Scale) |

B8 7 & : Sagittal Vertical Axis(SVA). EEHERTZ A (LL). Pelvic Incidence(Pl). PI-LL e ——
DMERR ARBOMEDCERE. BHE. EROTERVK *BE: WAASE. TRIT7—). y—ERE (W51 2016)
(#EaTAR4T ] e !
OREd#ftE SRAEEE QOREMTOLE —TEESBAIWMEEXXMRE FEKE 5% ERATROMES &
(L RREER)
[ﬁ %]
= B iy |_|_
BAEAR: )
PIAS B 54.6%. TRYT—Y 22.7% Y—ER%E 22.7% 60
R 02.7H( Y ERAIRE3.4L3.00A. RE14HA) ©
QBERE
EX:S PR FRII—H H—ERE 20
(n=66) (n=36) (n=15) (n=15)
BERE
EE(R) 4863+ 1348 46.92%+ 1445 53.73x 11.70 45.80%= 12.65 0 0
PRI (B %) 66.7 66.7 86.7 40.0 24 ARKEE TRI —ER 2% AEREE TRY —ER
HE(cm) 166.25+ 10.46 163.96+ 11.26 17398+ 559 16325+ 9.14 F2H5T—4(>50mm) TR
& ke) 72.44% 1484 7299+ 17.35 7381x 9.11 7043+ 1529
Body Mass Index 25.73%= 509 26.14%x 6.11 2447+ 323 2631 451
TUEE(4:%) 68.1 69.4 60.0 66.7 ) Pl - PI-LL
EFBEAED) 36.2 4.7 40.0 133 e
E¥mE
E:3-EA0)
HFRERREE 30.1 444 467 200 T
~AV=T 40.6 36.1 20.0 73.3
FRYGE 145 1.1 26.7 6.7
ZDHt 5.8 8.4 6.6 0.0 20
fir=t(%)
T Rl 46.4 472 60.0 333 0
&5 7 26.1 21.8 26.7 20.0 0 — — .
pragppd 275 250 133 67 20 AEEE FRY Y—ER 26 AEEE FRo Y—ER
BEHR(A) 2224+ 3976 2563 4521 2753+ 4634 12.13% 17.22
VAS(mm) 44.93% 2741 5065 +24.38 43.30% 3411 33.90% 22.40 EMMWTHMEO10)
EHEEIRERE
[%g] QB NERALDT A AV NEREOHHMLREE
Q) j SR LREICSVTPILLEET. BHOT7 S AVNREERHT:
fﬁﬁ‘l@ﬁ#$l183 5% TEH&$1192 7%. Tﬁﬁif(f)#ﬂf‘w 3mA FRYIIT—HD#H. SVABETH 1=

FMICE-1=FEDSE. AKFEO SHESEEAEMN 1=
-BEREE IR 2EOEBEIT. 19~39% Lewin AM. 2021

RRELTODT A A, BEERIEITFEE clasoman s, et al. 2005

Vayer TG, 2014 N EEREOEREICIE. EHR LDT7 A AV EEEEZ Gh o1
. —_ . N Frily, . 2018
BHEOBMBE. ARHEE. TAIT—7 HEBASL gk s, BRiLR oA, 1ML S EES BRI RS
‘ Ishimoto Y, et al. 2019
[FEFTRRZE LB CRIE ~‘v

* ABIE T, EHNAEI+0—F v HEKEEFEFh LAY BERIKEOT 54 A MIEE
BRERUFHBITOFRIE. mm-mu—w%m;;&&-rl&
-aim;smwm\:a SEIRNATARELTNSZE RARMETHEIL BIEOSEICONT

]
EFIBEEOL. BRETFHARRELTOEGHEOEAKERITS -BESLISBITIRELS. HINERIHTS

—293—



129)

NS
=0
-

Gl

WMEERTEZ—LNAVN REXE EXHIEFRR (C
MELY MEMEIAUEY ZXHIFRHE (T
B BIE ‘< £H EEE MY e XN BR 28 Wtk 3y

nysnAyeiy| ul Aemyied [Bon1io ay ul syuaijed ayo4)s Jo Japuab Jo aoualali(

ZROEREEC\N2LUR
S22 &— L) (BEERE AT ch 3l f LA

—294—



VEREOLXER T 0D Vv LR N2 2EHOETENY

PR NLEZFZHIEH ] O DORIFEEENVS b RiIYHY) 2EHEE

Hz= g3
=X FEE
ZEOBEEC\N D UREES
) m\ LY \ﬂ_ﬂﬁﬂﬁ_uL% LLAF
TEHLNAEE  (0LOh¥y) 01 BB —

—295—



2N ZEEED \NC2)ZEH OB Ehee
D NEZYWIHOY) (SHE 2)Q2U S 0Y 2 40 B & chee QO AL

"SI DL URELT2EHLY 6 ENSME "R 2NNC 2 EHFOheRE -

"SI URHKDLN2R2YTLY <

LR OB =g 2 L212) )Y D ErQOEFZE ch Y RECOYEr 2 WL E
‘NGB EHELC 6002 ‘B) ()N SHE) ) rSFEYermrch SR M LLAE -

=5 E
=R=] =

—296—



Lvy'G=u

= Mk E (o]
9¥0'c=u
S EEAS
/8% /=U
= MR
9ge’'c=u
BlElY, - s _—
€/8'0L=u

(BEEY) ) B

2N 20 0>dRIFONEE,
"2(\\EHZ SMOPUIA 10} 0/Z UOISIOA SSdIS
(N 2]
'HIEHZI 312029\ H L H Y6002
[ R ]

UNWAT2NETZEE D\NC2)3EH
FhEH - BHI|HEE - eSOl - Sifidf3

(SEIcE:)

‘BEAUEZEBIOHEY) (EEE M dh e KE LR
GEREN P PEED)MTH LFIBERZER) > N X MAYTHLF
WY D (KR - BfEE - BHFS) UMIISY) (S

(38 x]

FELSEHY




18¥°/=U

HIoes * &55%

—298—



%2 €9
=R

%9°6¢
T EHBARY
%99 %2
IRASS: > I 5S>
GgY'g=U 966 E=
m_.w___“ ﬂ___w

<=k - BEF%

—299—



l'61 g6l =AM 88l 0°0¢ =AEAALE

'9¢ 828 £24) 50 L€ V16 £n245c
TAAS 829 £214Y 1'€€ 60/ £024)
(4 M(HEEME]) WIS
818 6,6  M(HHE)D .09 G'/8 A MKHHED]
G'0¢ 96C  MMHEFIE 89l viC  AMHEFRE
YEHX| )
GLl vl 02l 2.
i B
e El iy =¥ el HiEk
(Ggy'e=u) F|x5 (966°'c=U) Fl5

HEYE - 575

—300—



GLL°0 L6l G6lL  88/lL 88l 0°0C ¥G0c iAEAAIE

1450 yze 829 008l 'ee 60L 1202 (SEIE=I Xk E))
S
000> 98 928 0zzZ 've vLe oggz | (RIS SXEHEE)
eI
L00°0> e/ y/  8EOS 19 1’9 09%E Ammmnmww_wﬁmﬁ__amv
. . . . . (HE&m)
/G170 818 616 1Zve /09 S8  208C e
| | | | | (TN
9000 G0e 967  IbvE 89l  +/C  696E i
000> Sl ¥ 08KE 0zl zZ.  696€ T
gl d e 24 v A a1y u HYwm Gid u
Flrz FlEs

L - 6T

—301—



"CUSYZRILNHEES\I2LAT RBIG
BB TIG  TEOWEE L2 LR 'REOFI)EE

(L102 "< |I(+f) CeEI UL N TAFEODIHNF 2RI 29 R

CRARIN(ZLFOYENIE ‘OFPAREOLLOd Y IT28aEdhRFT -

(20T "WIMLAF) * (FI0ES) EH2IEHRG @RI ELLKT

PICLEFORLT ' >EFED PIFIELLSKIZ % L eseA)EE "RILWLIF -

CHESESEUE 22

—302—



CUGERLARES P AN—LNKFTL
NIO=LE 'QEME ‘2N 2HESYSIEOTHR

(0L0C ‘e ejeyollH) < 6 I(ERUXEEE\NF)
2)4gE 0@/ RIEETHEOTHEMS P2 —L) (KF L JO= L5 -

%Y LISEE %Y Com=E C RIS
(€202 ‘&imE) "\EOFPEHET RBYMETHFMEORIES P EmE
(1202 ‘|e 10 epoho])

'S @2 BEUSEO me me JM._M
i —LEZE ' __
MHR/G P& —LEF 'F25E EE

(%) KREETTHRRY

SIzOMHRY ‘==

—303—



YUGY NS ETEOREF D 6— LY\ ¥

2GRS ES
NIJO&IY Y UHEEYE "N EFTRIEHUD ORI F =2 YHHLED - HHFE -

(800Z ‘le1@ seAddy) "C@2)LHSE >ED Ry ‘RIETMEQthERY .

KeHZE - 8I3E - E=

—304—



2 GEGSHEORG G P FIES -

2NN EMRIFHER O P SRS 2 LM EEEL D] - HERIE -

2 \UUSIETHRES 2 528 -
= \UENSEERIFEOR L .

PR ELEON YT ‘ER2(N ZEEED\NC2)EFH

QB EhFHS AL LAE DN E R WY ) (SFEW R NLAE

BadichW

O=F

—305—



[ #&ERL30])

Journal of Stroke and Cerebrovascular Diseases 33 (2024) 107525

LSEVIER

Journal of Stroke and Cerebrovascular Diseases

journal homepage: www.elsevier.com/locate/jstroke

Contents lists available at ScienceDirect

Journal
pf Stroke

Survey of patients with stroke in the Kitakyushu Area, Japan: a 12-year
retrospective analysis of the critical pathway

Yukihiro Shimozuru® ", Yasuyuki Matsushima ”, Mitsuhiro Ochi ", Hideaki Itoh ”,

Akiko Hachisuka ", Satoru Saeki "

# Graduate School of Medicine, University of Occupational and Environmental Health, Kitakyushu, Fukuoka, Japan
Y Department of Rehabilitation Medicine, University of Occupational and Environmental Health, Kitakyushu, Fukuoka, Japan

ARTICLE INFO

Keywords:

Stroke

Severity
Convalescent hospital
Critical pathway
Aging Society

ABSTRACT

Objectives: We aimed to clarify the incidence, clinical profile, outcome, and activities of daily living of patients
with stroke using the Kitakyushu clinical pathway database and to investigate the characteristics of patients with
stroke in the Kitakyushu medical area in Japan.

Materials and Methods: The clinical data of patients with stroke registered in the Kitakyushu database between
April 1, 2009 and December 31, 2021 were retrospectively examined. The National Institutes of Health Stroke
Scale was used to classify stroke severity. A descriptive analysis of basic variables, including age, stroke type,
length of hospital stay, and activities of daily living, according to stroke severity was conducted.

Results: There were 7,487 acute care hospital patients and 5,441 rehabilitation hospital patients. Compared with
patients in similar cities in Japan, patients in the Kitakyushu area tended to be older at the time of stroke onset
with a higher proportion of cases of hemorrhagic stroke. Length of hospital stay in both acute and rehabilitation
hospitals increased with stroke severity. The Functional Independence Measure gain was highest in patients with
moderate disability.

Conclusions: Compared with patients in similar cities in Japan, in the Kitakyushu area, patients with stroke were
older and the proportion of patients with hemorrhagic stroke was higher. Stroke rehabilitation therapy is

effective for patients with moderately severe stroke.

Introduction

It is predicted that the population aged >70 years in European Union
countries will increase to 23% of the total population in 2047 compared
with 14% in 2017, with a 4% increase in the incidence of stroke and a
27% increase in the prevalence of stroke cases’. In the United States, the
incidence of stroke increases every 10 years among the population aged
>45 years, and those aged >65 years account for 70% of stroke cases®.
Similarly, in Japan, there has been a rapid increase in the incidence of
stroke among the population aged >45 years®, and the lifetime risk of
stroke after the age of 45 years is increasing”. Therefore, there is an
urgent need to implement preventive measures against stroke in Japan.
According to recent data, the incidence of stroke in Japan has been
decreasing, with the number of cases per 1,000 people per year dropping
from 14.34 for men and 7.19 for women in the 1960s to 4.22 for men
and 2.22 for women in the 2000s”.

The Kitakyushu region, which is the focus of this research, is part of
Fukuoka Prefecture and includes Kitakyushu City, the second largest city
in Fukuoka Prefecture, with a population of approximately 930,000°. It
is estimated that among the 2022 ordinance-designated cities in Japan,
Kitakyushu has the highest ratio of older adults aged >65 years,
reaching 31.2%".

In Japan, it is necessary to respond to the increasing healthcare costs
and the predicted decrease in resources available to fund healthcare
services due to a declining birth rate and an aging population’. There-
fore, in accordance with the 2007 revision of the 5th Medical Care Law,
nationwide efforts are being made to build a seamless medical system
from patient hospitalization to discharge to home. Kitakyushu City
began operating the Kitakyushu Stroke Liaison Critical Pathway in 2009
and is working to improve regional medical care. A liaison critical
pathway is an information tool for intra- and inter-hospital collabora-
tion. By understanding patients’ conditions from admission to
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hospitalization to discharge, each medical institution can alleviate the
anxiety of patients and their families and encourage them to participate
in treatment. In 2018, The Cerebrovascular and Cardiovascular Disease
Control Act was enacted in Japan promoting strategies for preventing
cardiovascular diseases, including stroke and myocardial infarction, and
promoting the development of prompt and appropriate treatment sys-
tems to extend healthy life expectancy and reduce medical and nursing
care costs’. Understanding current stroke trends in the Kitakyushu re-
gion, which has a large proportion of older adults, is important in pre-
dicting the requirements for stroke care in Japan and other countries
with an aging population in the future.

This study aimed to clarify subtype rates, clinical features, outcome
destination, and daily living functions among patients with stroke in the
Kitakyushu area using the data of the Kitakyushu Stroke Liaison Critical
Pathway. In addition, this study aimed to determine the characteristics
of patients with stroke admitted to hospitals in the Kitakyushu area.

Methods
Kitakyushu Stroke Liaison Critical Pathway

In Kitakyushu City, the need for cooperation between hospitals
specializing in stroke care has increased in recent years, and owing to
the cooperation among the Kitakyushu City Health and Welfare Bureau,
the Kitakyushu Medical Association, and the Department of Rehabili-
tation Medicine at the University of Occupational and Environmental
Health, Kitakyushu Stroke Liaison Critical Pathway was introduced in
April 2009. Currently, 14 and 37 medical institutions for acute and post-
recovery care, respectively, participate in the project, providing stroke
care in Kitakyushu City and neighboring areas and contributing to
improving regional cooperation. At hospitals providing patient care for
each stage of illness (acute care, convalescent, and chronic stages), a
pass sheet is completed and mailed to the Kitakyushu Medical Associa-
tion Secretariat at the University of Occupational and Environmental
Health, Japan. Patients are admitted to acute care hospitals during the
acute and subacute phases, subsequently the convalescent hospitals
provide rehabilitation therapy for the patients during the recovery or
convalescent phase. Data items include basic characteristics (age at
disease onset, sex, length of hospital stay, and outcome destination),
diagnosis, disease severity, disability, and daily living function. At the
secretariat, the collected pass sheets are converted using tabulation
software, and data are entered into the database. The data are anony-
mized, so the participant cannot be identified, and stored at the
secretariat.

Participants

We targeted patients admitted for ischemic and hemorrhagic stroke
between April 1, 2009, and December 31, 2021, for whom we could
obtain consent for access to the Kitakyushu Stroke Liaison Critical
Pathway (either from the patient or their family) within 7 days of
admission or within 7 days of the attending physician initiating treat-
ment at each hospital (acute care, convalescent, and long-term care
facilities).

Descriptive statistics

Descriptive statistics were performed for the age at onset, male-to-
female ratio, length of stay in acute care and convalescent hospitals,
Functional Independence Measure (FIM) score at admission and
discharge, FIM gain, subtype ratio, and discharge destination. Data on
age at onset, length of hospital stay, and FIM gain were calculated
separately for acute care and convalescent hospitals. The annual
changes in the length of stay in acute and convalescent hospitals be-
tween 2009 and 2021 were plotted on a graph. The FIM gain was
calculated by subtracting the total FIM score on admission to the

Journal of Stroke and Cerebrovascular Diseases 33 (2024) 107525

convalescent hospitals from the total FIM score on discharge from the
convalescent hospitals.

Comparison by stroke severity

Stroke severity was classified as previously described’, using the
National Institute of Health Stroke Scale (NIHSS) outcome prediction at
the time of discharge from the acute care hospital: mild (NIHSS score,
<5), moderate (NIHSS score, 6-13), and severe (NIHSS score, >14).
After classifying stroke severity, we calculated the length of stay in acute
care and convalescent hospitals, subtype ratio, total FIM score on
discharge from convalescent hospitals, and FIM gain.

Correlation analysis

Correlation coefficients were calculated using the length of stay in
convalescent hospitals and the FIM score on discharge from convales-
cent hospitals as dependent variables. Independent variables for the
length of stay in convalescent hospitals and the FIM score on discharge
from convalescent hospitals were selected based on previous reports'”
1. Length of stay in convalescent hospitals was assessed based on sex,
age, outcome destination from convalescent hospitals, Japan Coma
Scale (JCS) score on discharge from acute care hospitals, NIHSS score on
discharge from acute care hospitals, and presence or absence of
long-term care insurance (at the acute care hospital). The JCS classifies
the level of consciousness into nine levels in the acute stage and is
composed of three components: arousal, mode of response to stimuli,
and content of consciousness'”. At discharge, medical history was
selected from pass items, and correlation coefficients were calculated.

For the total FIM score on discharge from convalescent hospitals, the
following were selected from pass items: sex, age, outcome destination
from convalescent hospitals, presence or absence of higher brain
dysfunction (at discharge from an acute care hospital), presence or
absence of dysphagia (at discharge from an acute care hospital), pres-
ence or absence of long-term care insurance (at discharge from an acute
care hospital), and NIHSS score (at discharge from an acute care hos-
pital). Correlation coefficients were then calculated. Sex, outcome
destination, presence or absence of long-term care insurance, and the
presence or absence of sequelae are nominal scales; therefore, analysis
was performed using dummy variables. For both dependent variables,
independent variables were selected, and | r |20.2.

Multiple regression analysis

To extract factors affecting 1) length of stay in convalescent hospitals
and 2) FIM score on discharge from convalescent hospitals, multiple
regression analysis was performed using the stepwise method, with
“length of stay in convalescent hospitals” and "total FIM score on
discharge from convalescent hospitals" as dependent variables. Based on
the correlation coefficient, variables with a strong correlation were
selected as independent variables. A simple regression analysis was
performed on the selected independent variables; however, no item had
a corrected R? of >0.5, and no variables showed a significant correla-
tion. The selection of independent variables for each model was as
follows:

1) Length of stay in convalescent hospitals: age, outcome destination,
total motor FIM score (at admission to a convalescent hospital), total
cognitive FIM score (at admission to a convalescent hospital), NIHSS
score (at discharge from an acute care hospital), JCS score (at
discharge from an acute care hospital), and presence or absence of
long-term care insurance (at discharge from an acute care hospital);
Total FIM score on discharge from convalescent hospitals: sex,
outcome destination, age, NIHSS score (at discharge from an acute
care hospital), presence or absence of long-term care insurance (at
discharge from an acute care hospital), presence or absence of

2
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dysphagia (at discharge from an acute care hospital), and presence or
absence of higher brain dysfunction (at discharge from an acute care
hospital).

Sex, outcome destination, presence or absence of long-term care
insurance, and the presence or absence of sequelae are nominal scales;
therefore, analysis was performed using dummy variables. Variables
with |t|=2 and |B]|20.2, assessed as having “some influence” on the
dependent variable, were used as the criteria for the final selection of
independent variables. After the analysis, a model with a degree-of-
freedom-adjusted coefficient of determination (R?) of >0.3 and a vari-
ance inflation factor (VIF) of <10 was used to assess multicollinearity.
SPSS version 27.0 for Windows (IBM SPSS, Inc. Armonk, NY, USA) was
used for the analysis. Statistical significance was set at P <0.05.

Ethical considerations

This study was approved by the Ethical Research Committee of the
University of Occupational Environmental Health, Japan, and was
conducted in accordance with the Declaration of Helsinki.

Results

A total of 10,873 patients were enrolled, of whom 7,487 (68.9%) and
5,441 (50.0%) patients in acute care and convalescent hospitals,
respectively, participated in the Liaison Critical Pathway (Table 1). The
incidence rates by sex were 53.4% for men and 46.6% for women, with a
slightly higher incidence in men. The ages of stroke onset were 72.2

Table 1
Characteristics of registered patients with stroke.

Acute care hospital (n=7,487) Convalescent hospital (n=5,441)

Mean Median Mean Median
(SD) (IQR) (SD) (IQR)
Age (n, %), yrs. Age (n, %), yrs.
Total 74.6 76 Total 74.2 76
(n=7,472, (12.1) (67-84) (5,436, 100) (12.1) (67-83)
100)
Male 72.2 74 Male 71.9 73
(n=3,989, (12.0) (65-81) (2,919, 53.7) (12.1) (65-81)
53.4)
male 77.4 79 Female 76.9 79
(n=3,480, (11.5) (70-86) (2,515, 46.3) (11.6) (70-85)
46.6)
known (n=3, - Unknown - -
0.0) (2, 0.0)
Stroke subtype (n, %), yrs. Stroke subtype (n, %), yrs.
IS (4,841, 76.7 78 1S (3,538, 76.4 79
64.8) (10.9) (70-85) 65.0) (11.0) (70-84)
ICH (2,196, 70.9 72 ICH 70.4 71
29.4) (12.8) (63-80) (1,614, 29.7) (12.8) (63-80)
SAH (322, 68.5 71 SAH (239, 67.0 67
4.3) (14.0) (60-80) 4.4) (14.4) (57-78)
Others (20, - Others - -
0.3) (13, 0.2)
Unknown - - Unknown - -
(108, 1.4) (37,0.7)
Length of hospital stay, days Length of hospital stay, days
28.4 24 83
(24.2) (18-34) (47-131)
FIM score in Convalescent Hospital (n)
Admission 67.1 68
(3,872) (33.0) (36-95)
Discharge 87.4 101
(4,735) (35.5) (59-118)
FIM gain 19.7 16 (5-31)
(n=3,843) (19.0)

Journal of Stroke and Cerebrovascular Diseases 33 (2024) 107525

years in men and 77.4 years in women at acute care hospitals, whereas
they were 71.9 years in men and 76.9 years in women at convalescent
hospitals, with women tending to be older at the time of onset.

Cerebral infarction was the most common type of stroke. The mean
lengths of hospital stay were 28.4 and 92.3 days in acute care and
convalescent hospitals, respectively; however, the standard deviation
(SD) of the latter was large, indicating a large variance.

The mean FIM scores were 67.1 on admission to a convalescent
hospital and 87.4 at discharge. The mean FIM gain was 19.7; however,
there was some variability (Table 2).

Regarding annual changes in the mean length of hospital stay in the
acute care hospitals between 2009 and 2021, there was an increasing
trend until 2012 but a decreasing trend after 2013 (Fig. 1). The mean
length of stay in the convalescent hospitals remained approximately 90
days between 2009 and 2017. After peaking in 2015, it gradually
shortened in 2016 and has since remained in the 80-day range. In 2021,
it dropped significantly to 64.0 days; however, the data input may have
been insufficient.

The majority (72%) of participants with mild stroke sustained a ce-
rebral infarction, and the proportion of patients with cerebral hemor-
rhage increased with increasing disease severity (Table 2).

At discharge from the acute care hospitals, the mean length of hos-
pital stay according to severity was 25.8 days in the mild group.
Furthermore, the length of stay in convalescent hospitals was 75.6 days
in the mild group, and the length of stay in both hospitals increased with
stroke severity and was approximately 4 months in the severe group.

The total FIM scores on discharge from the convalescent hospitals
were 103.3, 77.8, and 41.1 for the mild, moderate, and severe groups,
respectively. The FIM gains were 19.3, 23.7, and 14.2 in the mild,
moderate, and severe groups, respectively, with the highest FIM gain in
the moderate group.

After discharge from acute care hospitals, 84% of patients were
transferred to convalescent hospitals, whereas 65.5% of patients in
convalescent hospitals were discharged home (Table 3).

The dependent variables were the length of hospital stay and FIM
score on discharge from the convalescent hospitals, which were calcu-
lated using Spearman’s rank correlation coefficient (Table 4). A
moderately negative correlation was observed between motor area FIM
score (on admission to convalescent hospitals) and length of stay in
convalescent hospitals. A weak positive correlation was observed among
long-term care insurance facilities (recovery stage outcomes), NIHSS
score (on admission to acute care hospital), and JCS score (on admission
to acute care hospital). FIM score on discharge from convalescent hos-
pitals showed a moderate positive correlation with discharge to home
(outcome destination from the convalescent hospitals), no dysphagia (at

Table 2
Patients’ characteristics according to stroke severity.
Mild Moderate Severe
(n=3,673) (n=1,827) (n=947)
Stroke subtype
I 72.4% 61.1% 53.6%
ICH 23.3% 36.0% 41.0%
SAH 4.3% 3.0% 5.4%

Hospital stay (Mean (SD)/Median (IQR)), days

Acute care 25.8 (15.7) / 22 29.8 (30.5) / 26 35.4 (17.2) / 32
hospital (17-31) (19-35) (23-45)
Convalescent 75.6 (52.1) / 67 111.6 (72.7) / 125.5 (116.7) /
hospital (39-105) 111 (71-148) 119 (70-159)

FIM score in Convalescent hospital (Mean (SD) / Median (IQR))

Discharge 103.3 (25.3) / 77.8 (33.5) / 81 41.1 (28.0) / 29
113 (93-122) (48-109) (20-53.75)
FIM gain 19.3(17.7) / 17 23.7 (19.9) / 22 14.2(20.6) / 4
(6-31) (8-37) (0-20)

IS: Ischemic Stroke, ICH: Intracerebral hemorrhage, SAH: Subarachnoid hem-
orrhage, FIM: Functional Independence Measure;
SD: Standard Deviation, IQR: Interquartile Range

IS: Ischemic Stroke, ICH: Intracerebral hemorrhage, SAH: Subarachnoid hem-

orrhage, FIM: Functional Independence Measure;
IQR: Interquartile Range, SD: standard deviation
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Fig. 1. Annual trend of length of hospital stay
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The figure illustrates the annual trends in the length of hospital stay in acute care hospitals and in convalescent hospitals.

Table 3
Destination from Acute care/Convalescent hospital.

Acute care hospital (n=7,371) Convalescent hospital (n=5,157)

% %

Convalescent hospital 84.0  Discharge to home 66.3

Community based care unit 10.0  Medical and nursing care sanatoria 9.2

Discharge to home 3.0  Return to admission for acute care 8.5
hospital

Recuperation hospitals 1.1 General Hospital 5.9

Medical and nursing care 0.3 Recuperation hospitals 4.8

sanatoria

Others 1.5  Death 1.4

Others 4.8
Table 4

Spearman’s rank correlation coefficient of the length of stay in the convalescent
hospital and total FIM score.

Correlation coefficient of total FIM score
(at discharge from convalescent hospital)

Correlation coefficient of length of stay
in the convalescent hospital

NIHSS in acute care 0.37**  Discharge to home from 0.627*
hospital convalescent hospital

Long-term care health 0.23%* No dysphagia in acute care 0.46"*
facilities hospital

JCS in acute care hospital 0.23**  No long-term care insurance in 0.42*

acute care hospital

Cognitive FIM on admission ~ -0.29**  No higher brain dysfunction in 0.42*
to convalescent hospital acute care hospital

Motor FIM on admission to ~ -0.44**  Long-term care health -0.25*

facilities from rehabilitation
hospital

Age

NIHSS in acute care hospital

convalescent hospital

NIHSS: National Institutes of Health Stroke Scale, FIM: Functional Independence
Measure, mRS: modify Rankin Scale, JCS: Japan Coma Scale; other abbrevia-
tions are same as in Table 1

" P<0.001

discharge from acute care hospitals), and no higher brain dysfunction (at
discharge from acute care hospitals). A moderate negative correlation
was observed among age, JCS score (at discharge from acute care hos-
pitals), and NIHSS score (at discharge from acute care hospitals)
(Table 4).

Multiple regression analysis was performed using the stepwise
method.

1) For the length of stay in convalescent hospitals, the adjusted coeffi-
cient of determination (Rz) was 0.15, and motor area FIM score (on
admission to convalescent hospitals) was selected as the independent
variable (Table 5). The standard partial regression coefficient was
-0.37, indicating a negative relationship and that a high motor area
FIM score was associated with a shorter hospital stay.

For the total FIM score on discharge from convalescent hospitals, R>
was 0.70, and the independent variables were discharge to home
(outcome destination from the convalescent hospitals) and NIHSS score
(at discharge from acute care hospitals) (Table 6). The standard partial
regression coefficient had a positive relationship with discharge to home
at 0.37 and a negative relationship with NIHSS score (at discharge from
the acute care hospitals) at -0.34, indicating an association with the
dependent variable. The total FIM score on discharge from the conva-
lescent hospitals was higher among patients discharged to home, and
increased stroke severity on discharge from the acute care hospitals was
associated with a lower total FIM score on discharge from the conva-
lescent hospitals.

Discussion
Overview

Over 10,000 people were registered in the Kitakyushu Stroke Liaison
Critical Pathway, which provides community-based medical care sup-
porting patients with stroke throughout the region, targeting Kitakyushu
City and its surrounding areas.

The mean length of hospital stay was approximately 1 month in
acute care hospitals and 3 months in convalescent hospitals, with a
decreasing annual trend for both types of hospitals in recent years.

Stroke severity was associated with a higher incidence of cerebral
hemorrhage, longer mean length of stay in acute care and convalescent
hospitals, and lower total FIM score on discharge from convalescent
hospitals, whereas FIM gain was highest in patients with moderate

Table 5
Stepwise multiple regression analysis of length of stay in the convalescent hos-
pital (n=3,392).

Variable B (95% CI) B t-score P-Value

-0.37

Motor FIM -1.09 (-1.22 to -0.95) -15.71 <0.001

R% 0.15, F score: 84.36
B: partial regression coefficient, f: standardized partial regression coefficient,
CIL: Confidence Interval; FIM: Functional Independence Measure
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Table 6
Stepwise multiple regression analyses of FIM score on discharge from conva-
lescent hospital (n=3,785).

Variable B (95%CI) B t- P-
score Value
Discharge to home from 28.23 (26.53 to 0.37 32.62 <0.001
convalescent hospital 29.92)
NIHSS in acute care hospital -1.89 (-2.02 to -0.34  -28.73 <0.001
-1.76)

R% 0.70, F score: 1230.86
NIHSS: National Institutes of Health Stroke Scale, FIM: Functional Independence
Measure

disease.

Furthermore, >80% of patients in acute care hospitals were trans-
ferred to a convalescent hospital, and approximately 70% of those in
convalescent hospitals were discharged home, whereas 10% were dis-
charged to a healthcare facility for older adults.

Age at onset

The mean ages at the time of stroke onset were 74.6 and 71.3 years
for patients enrolled in this pass and those in other areas, with slightly
older age of onset compared with patients in another prefecture'>. As for
other countries, the mean age at stroke onset is 63.5 years in China'*,
71.4 years in Finland'®, 75.0 years in the Evros province in northeastern
Greece'®, and 71.6 years in the Ludwigshafen region of Germany'”. The
current study’s results show an older age of onset than studies conducted
in other Asian regions or countries; however, there was no difference
when comparing our findings with those of studies performed in Euro-
pean areas'®.

In the present study, the age at stroke onset was higher among
women than among men, and in 2008-2017, the ages of onset were 71.4
years for men and 77.8 years for women'°, consistent with data from the
European Union'® '8,

The median ages of onset were 78 years for cerebral infarction, 72
years for cerebral hemorrhage, and 71 years for subarachnoid hemor-
rhage; thus, median age of onset was higher for all stroke types in the
present study than in studies from other regions of Japan'® 2°.
Nationwide, the median age of onset is 74 years for cerebral infarction,
70 years for cerebral hemorrhage, and 64 years for subarachnoid hem-
orrhage”’, suggesting that the median age of onset in the Kitakyushu
region, which is the subject of this study, is relatively high.

Kyoto City, another region in Japan, has a population of approxi-
mately 1.4 million and an aging rate of 28.5%" '°, whereas Kitakyushu
City has a population of approximately 0.93 million and an aging rate of
31.2%°. Compared with Kyoto City, Kitakyushu City has the highest
aging rate among ordinance-designated cities®; therefore, the age at
onset tends to be high in terms of sex and stroke type.

Sex

The incidence of all stroke subtypes was slightly higher among men,
and there was no significant difference between the present study’s data
and nationwide data or data from other regions in Japan during
1988-2019'% 2! 22, Male sex is a risk factor for stroke, with a higher
stroke incidence observed among men in the present study. However,
the average life expectancy is higher among women, and depending on
changes in the composition of the older adult population, the stroke
incidence among women may increase in the future.

Subtype

In Kitakyushu City, according to The Japan Stroke Data Bank, cere-
bral infarction, cerebral hemorrhage, and subarachnoid hemorrhage
accounted for 73.9%, 19.7%, and 6.4% of cases, respectivelym. Ac-
cording to a study in Hisayama, a city in the same prefecture as Kita-
kyushu City, the rate of first-onset cerebral hemorrhage remained
constant at 16-20% between 1961 and 2012%°. It can be said that the
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rate of cerebral hemorrhage tended to be higher in the Kitakyushu re-
gion (29.1%) than in other regions and compared with the national data,
although the rates of cerebral infarction and subarachnoid hemorrhage
were consistent with the national data. According to a standardized
international case-control study of 32 countries across Asia, America,
and Europe, the incidence of cerebral hemorrhage tended to be higher in
China (27.6%) and Southeast Asia (33.3%) than in Western countries
(6.7%—8.4%)24. The incidence of intracerebral hemorrhage in Asian
countries is higher than that in Western countries and twice as high as
that in other races, such as Hispanics and African-Americans, increasing
with age”> %°. Due to the aging of the population in the Kitakyushu area,
it may reflect the characteristics unique to Asians.

High salt intake has been shown to increase the risk of stroke
Therefore, high salt intake may affect the onset of a cerebral
hemorrhage.

The incidence of cerebral infarction decreased with increasing stroke
severity, whereas the incidence of cerebral hemorrhage increased with
increasing stroke severity. The risk of developing stroke increases with
age, and poor prognostic factors include advanced age, the presence of a
large hematoma, hematoma expansion, intraventricular hemorrhage,
and hemorrhage at the base of the brain®” ®'. It is expected that Kita-
kyushu City has a large older population and that patients with
comorbidities experienced recurrent stroke or new onset of cerebral
hemorrhage. Thus, it was suggested that an increase in age at onset was
associated with an increased incidence of severe cerebral hemorrhage.

27-29

Length of hospital stay

The mean length of stay in acute care hospitals in the present study
was 28.4 days. Data from a previous study in Japan from 2014 showed a
slight decrease, to 29.5 days”. Compared with the mean length of stay
in acute care hospitals in other countries such as China (17.8 days)24 and
Finland (17.2 days)'®, the length of stay in acute care hospitals for pass
holders tended to be slightly longer. The type of medical insurance and
daily living functions at the time of hospitalization are factors that
prolong the length of hospital stay>", and it is conceivable that the
support provided by medical insurance and the decline in daily living
functions affected the length of hospital stay. In particular, because of
Japan’s universal health insurance system, the out-of-pocket burden of
medical expenses is low, affecting the duration of hospitalization. In
addition, due to many comorbidities resulting from advanced age, it
takes several days for patients to stabilize, and after adequate acute
phase rehabilitation and setting the treatment policy, the patient is
transferred to a convalescent hospital. Besides the influence of the
medical system, another factor contributing to the prolonged hospital-
ization in the Kitakyushu area is the availability of a conducive envi-
ronment for convalescent hospitals to focus on functional recovery by
admitting patients from acute care hospitals after achieving stable
medical conditions.

According to national data in 2017, the mean hospital stay for ce-
rebrovascular disease by age group was 78.2 days overall; however, the
mean hospital stays were 86.7 days for those aged >65 years and 98.9
days for those aged >75 years>". In addition, national data in 2020
showed that medical costs for those aged >65 years accounted for 61.5%
of the total, and the aging population has led to the increase in the
average length of hospital stay®. The hospital length of stay was
extended due to the aging of the population and the use of national
health insurance.

The mean length of stay in convalescent hospitals was 92.0 days in
the present study and 93.6 days in Japan as a whole. Therefore, the
difference was minimal®® *’.

The mean length of hospital stay according to severity showed a
trend toward longer stays in both acute care and convalescent hospitals
(Table 2), consistent with the literature®® and the Korean registry data®.
Age, FIM gain, and total FIM scores in the areas of exercise, mobility,
communication, and self-care at the time of admission are predictors
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known to affect the length of stay in convalescent hospitals''. These data
weakly correlated with daily living function (Table 4), and multiple
regression analysis also indicated motor area FIM as an associated factor
(Table 5). In addition, medical complications may prolong the length of
hospital stay. For example, pneumonia and urinary tract infections are
factors known to prolong the length of stay in acute care hospitals*’.

The mean length of stay in convalescent hospitals tended to increase
for severe diseases compared with that for moderate diseases (Table 2).
With increased disease severity, the patient’s general condition may not
stabilize, requiring further medical resources, and adjustment to the
destination may be necessary, potentially extending the duration of
hospitalization. The annual changes in the mean length of hospital stay
tended to diminish over time in both acute care and convalescent hos-
pitals (Fig. 1). According to data from other prefectures in Japan, the
median length of stay in acute care hospitals decreased from 18 to 12
days between 2009 and 2016. Similarly, the length of stay in conva-
lescent hospitals decreased from 104 days in 2009 to 60 days in 2016,
with a trend of shortening stay with increasing age. The Kitakyushu area
showed a similar diminishing trend, although slowly>®. These results are
consistent with those of the present study.

QOutcome destinations

Approximately 80% of the patients were transferred from acute care
hospitals to convalescent hospitals, and two-thirds of patients in
convalescent hospitals were discharged home (Table 3). The reason why
many patients are transferred from acute care hospitals to convalescent
hospitals is largely associated with the Japanese medical system based
on the functional differentiation of hospitals that mainly provide acute
care after stroke onset, followed by transfer to convalescent hospitals for
rehabilitation.

The prevalence of patients that returned to acute care hospitals from
convalescent hospitals was 8.5%. Recurrent stroke, deterioration of
underlying diseases, and complications in convalescent hospitals may
lead to rehospitalization. Therefore, management of the general condi-
tion in a convalescent hospital is important. Approximately 10% of
patients transitioned from the convalescent hospitals to long-term care.
If patients are older and their NIHSS score is severe, they are discharged
to a long-term care facility”'. The proportion of patients discharged to
nursing homes increases as the population ages. Additionally, a previous
study reported that patients with NIHSS scores of >13 are discharged to
long-term care facilities and that a 1-point increase in the NIHSS score
significantly decreases discharge to home. Thus, there is an association
between discharge destination and stroke severity”. Discharge to home
is associated with a mild disability after rehabilitation treatment and
requires good family and community support’”. Rehabilitation at
convalescent hospitals, nursing care at home, and the effective use of
social resource services are important for discharge to home. A study of
outcome destinations revealed that predicting disease severity is some-
what possible. Patients with an FIM score < 39 and NIHSS score > 14
were 3.4 times more likely to be discharged to a facility, whereas those
with an FIM score > 80 and NIHSS score < 5 were 12 times more likely
to be discharged home*®. Therefore, the higher the degree of functional
independence and the lower the severity, the higher the possibility of
discharge to home. However, it has been reported that rehabilitation
intervention in the subacute phase did not reduce the need for long-term
nursing care’”, and even if patients’ physical function is restored, those
with severe conditions require nursing care. Therefore, we consider that
cooperation with the community and the use of social resources is
important.

FIM score on discharge and FIM gain
The total FIM score on discharge from convalescent hospitals was

inversely correlated with stroke severity (Table 2). Because the degree of
independence before admission to a convalescent hospital determines
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the direction of physical functionality after discharge®®, it is important
to determine the degree of residual function at the time of discharge
from an acute care hospital. Therefore, improving the functional level at
the time of discharge from an acute care hospital is important, and early
treatment and rehabilitation after the onset of stroke are essential.

FIM score on discharge from convalescent hospitals and daily living
functions at acute care hospitals tend to decline with age.

Regarding FIM gain, it tended to be highest in cases of moderately
severe stroke. FIM gain tended to be highest in patients with moderate
FIM scores of 41-80 on admission to a convalescent hospital®. The ef-
fect of rehabilitation treatment is greater in patients with moderate
stroke than in those with mild or severe stroke.

Limitations

First, not all hospitals in the Kitakyushu area are enrolled in the pass
program, and not all patients with stroke in the Kitakyushu area were
included. Certain hospitals in the Kitakyushu region have varying sys-
tems that may lead to increased workload and discrepancies. Therefore,
standardizing the data across hospitals is necessary to correct such dif-
ferences and improve the overall quality of care. A study linking stroke
registration and health insurance data in South Korea® and another
study on the usefulness of stroke registration using the diagnosis pro-
cedure combination/per-diem payment system in Japan were conducted
in Iwate Prefecture®®. Linking medical data, health insurance, and pass
data will promote the pass use and cooperation with regional authorities
delivering medical care, thus improving the quality of care for patients
with stroke. It is necessary to improve the availability of the pass to
promote its use in the local community. We believe increasing the
number of hospitals participating in the pass scheme is important to
adequately capture the current stroke trends across the Kitakyushu
region.

Second, there were items with missing data. This may be explained
by difficulties in data input at the medical site, such as a busy schedule,
thus raising the possibility of information bias. Specifically, there were
many missing values in the data input after discharge from convalescent
hospitals. However, a comprehensive analysis at the regional level re-
quires data from the acute stage through to the chronic stage. Digita-
lizing the pass would increase information sharing between hospitals,
reduce the burden of input work at clinical sites, and allow timely input
to minimize missing values.

Third, compared with studies in other regions, our study did not
adjust the population composition ratio by age group; therefore, we
need to examine this in the future. However, by comparing the results of
the present study with those of studies from other regions in Japan, we
consider that it will be possible to understand the regional characteris-
tics of patients with stroke and provide useful data in formulating
strategies for improving the quality of stroke treatment tailored to
regional characteristics.

Conclusion

Based on the data of the Kitakyushu Stroke Regional Collaboration
pass, we investigated subtype rates, clinical features, outcomes, and
daily living functions among patients with stroke in the Kitakyushu area
and examined the patients’ characteristics. In the Kitakyushu region, the
age at stroke onset and incidence of cerebral hemorrhage were high. The
length of hospital stay tended to increase with increasing stroke severity
in both acute care and convalescent hospitals. FIM gain was highest in
moderately ill patients, suggesting that the effect of rehabilitation on
moderately ill patients is beneficial.
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ABSTRACT. Introduction: Although the number of cancer survivors has increased, the role of physical ther-
apy in return to work (RTW) for employed patients with cancer remains unclear. Case presentation: The
patient is a 50-year-old man diagnosed with cholangiocarcinoma who worked as a liquefied petroleum gas
station filler. He started perioperative rehabilitation and underwent pancreaticoduodenectomy for cholangio-
carcinoma. He developed a postoperative pancreatic fistula, which improved with conservative treatment over
40 days. Although he achieved independence regarding day-to-day activities, his physical condition and work-
ability worsened, as his skeletal muscle index decreased from 8.7 to 7.7, 6-min walk distance from 518 to 460
m, and work ability index (WAI) from 37 to 20 points. His physical therapist was concerned about his RTW
and recommended that he receive RTW support from the Department of Occupational Medicine (DOM). The
DOM employed a team approach for the RTW strategy, and the primary physician, occupational physician,
and company collaborated to support the patient. After the outpatient treatment protocol and RTW support
plans were formulated, the patient was discharged. The physical therapist reported declining physical perfor-
mance and WAI at the DOM’s multidisciplinary conference. After consulting with multiple professionals, the
team recommended work resumption in stages: part-time for three months and full-time for four months after
surgery while undergoing oral adjuvant chemotherapy. The WAI improved to 35 points after RTW. Conclu-
sion: This case report suggests that physical therapists are vital in providing continuous patient support, from
perioperative rehabilitation to DOM intervention, to build physical strength for return to work.
Key words: Cholangiocarcinoma, Perioperative rehabilitation, Department of Occupational Medicine, Return to
work
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According to the World Health Organization (WHO),
one in five persons will develop cancer in their lifetime". Early
cancer detection and development of treatment techniques
have improved life expectancy and increased the number of
cancer survivors, with approximately half of cancer survivors
estimated to be employed”. For cancer survivors, a wors-
ening employment environment, including layoffs, reduces
their quality of life and leads to socio-economic losses™. In
addition, Japan is an aging society with a declining birthrate,
and by 2040, the proportion of the working-age population
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(15-64 years old) is expected to decrease further”. As a
countermeasure to the anticipated increase in social secu-
rity costs, the Japanese government has implemented certain
measures to help cancer survivors return to work (RTW) as
one of its primary policies”. Therefore, employment support
is crucial for cancer survivors.

Gastrointestinal cancer is highly prevalent, and pan-
creaticoduodenectomy is one of the most challenging sur-
gical procedures for cholangiocarcinoma. Recent advances
in surgical techniques and perioperative management have
reduced the surgery-related mortality rate of pancreati-
coduodenectomy; however, the incidence of postoperative
complications remains extremely high”. Postoperative com-
plications are a disincentive to resume work®.

In a systematic review, perioperative respiratory
physical therapy was reported to be effective in preventing
postoperative complications of thoracoabdominal surgery
and is widely practiced in Japan”. However, the Japanese
medical system does not approve outpatient rehabilitation
for cancer patients, making it difficult for the patients to
obtain rehabilitation support, including RTW assistance,
after discharge.

In Japan, from 2018, it became possible to calculate
medical payments when medical institutions provide employ-
ment support to cancer patients'”. In 2018, the Department
of Occupational Medicine (DOM) was established at our
hospital to provide the patients with health and employment
support'”. The DOM comprises a multidisciplinary team
(physicians, rehabilitation staff, nurses, medical social work-
ers, etc.) of qualified health and employment support coordi-
nators. Nevertheless, the role of physical therapy in RTW for
employed patients with cancer remains unclear.

Herein, we aim to clarify the role of physical therapy in
the process of RTW for cancer patients based on our expe-
rience with a case of perioperative rehabilitation in collabo-
ration with the DOM in a patient with cholangiocarcinoma.

Case Presentation

Patient

The patient is a 50-year-old man (height:172 cm,
weight:74.0 kg, body mass index: 25.0 kg/m®). Two months
ago, he had no symptoms other than jaundice and was diag-
nosed with distal cholangiocarcinoma at another hospital. He
was subsequently admitted to our hospital for surgery. Lab-
oratory tests showed increased aspartate aminotransferase
(AST), alanine aminotransferase (ALT), and total bilirubin
levels (AST: 34 TU/L, ALT: 63 IU/L and total bilirubin 2.4
mg/dL). Computed tomography (CT) revealed dilatation of
the biliary tree and thickening of the common bile duct wall
but no findings suggestive of metastasis. Endoscopic retro-
grade cholangiography (ERC) showed stenosis of the distal
portion of the common bile duct. A biopsy of the distal bile
duct showed adenocarcinoma cells. Based on these results,
we diagnosed the patient with distal cholangiocarcinoma

with clinical stage IIB (cT3NOMO) using the 7th edition
of the Japanese classification of biliary tract cancers. The
patient worked as a liquefied petroleum gas (LPG) station
filler for 30 years. The patient had to return to work follow-
ing surgery. The company has 480 employees, including a
part-time occupational physician, occupational health nurse,
and health supervisor, with eight employees at their branch
office. Two work shifts (8:00—17:00 hours and 11:00-20:00
hours) are used. His work involved holding hoses and con-
nectors and filling LPG vehicles with gas, which has an esti-
mated metabolic equivalent (MET) value of 3.0". During
busy periods, gas-filling work sometimes continued for over
two hours without rest. He commuted for 30 min on foot
and 15 min on the subway. As he was performing his daily
life and work with no difficulties, he did not feel the need
for DOM support and declined assistance during the preop-
erative interview.

Preoperative physical therapy intervention

Upon admission, the patient was prescribed preopera-
tive physical therapy to prepare his physical condition for
surgery. Preoperative training, comprising five 60-min ses-
sions per week for two weeks, was conducted in the rehabil-
itation room. The training consisted of breathing exercises,
strength training, endurance training using a bicycle ergom-
eter, and self-training guidance (Table 1). For preoperative
physical performance assessment, the skeletal muscle index,
knee extension strength, grip strength, 6-min walk distance,
and Barthel index were measured. The skeletal muscle index
was calculated using a body composition meter (InBody
S-10; InBody Japan, Tokyo, Japan). Knee extension and grip
strength were used to assess muscle strength. A handheld
dynamometer (uTas MT-1; ANIMA, Tokyo, Japan) was used
to measure the knee extension muscle strength. A Jamer-type
hydraulic grip dynamometer (SH5001; SAKAI Medical,
Tokyo, Japan) was used to measure grip strength. Details
of the physical performance assessment were described in
previous reports'. The results of the physical performance
assessments are presented in Table 2. The patient’s preop-
erative physical performance was favorable. The work abil-
ity index (WAI) was assessed to determine his work ability
before surgery, which was rated as “good.” (Table 3).

Postoperative course

Fourteen days after admission, the patient underwent
planned pancreaticoduodenectomy with portal vein resec-
tion for cholangiocarcinoma. Postoperative physical therapy
was initiated on the day after surgery. Early mobilization
progressed in stages, starting with wheelchair transfers, then
50 m, 100 m, and 200 m walks in the ward (Table 1).

However, on postoperative day (POD) 5, the patient
developed a pancreatic fistula with fever, and open drain-
age was performed. The patient was forced to rest, and post-
operative physical therapy was performed at the bedside
according to his physical condition. On POD 15, the fever
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Table 1. Physical therapy program

Preoperative periods (two weeks)

Five sessions/week, 60-min/session, in gymnasiums

Breathing exercise Coughing, huffing, abdominal

breathing exercises

Strength training Squats, calf raises (100 repeti-

tions)

Endurance training ~ Moderate intensity cycle ergom-

eter (20-30 min)

Necessity and methods of early
postoperative weaning

Physical activity (at least 10,000
steps per day)

Self-training
guidance

Postoperative periods (POD 1-4)

Five sessions/week, 20-min/session, early mobilization

in the ward

POD 1 Wheelchair transfers
POD 2 50 m walks

POD 3 100 m walks

POD 4 200 m walks

Postoperative complication period (POD 5-14)

Five sessions/week, 20-min/session, at the bedside,

under sustained drainage
Conditioning Stretching, massage

Toilet walk—200 m walk,
depending on physical condition

Mobilization

Sustained drainage periods (POD 15-42)

Five sessions/week, 40-min/session, in gymnasiums,
under sustained drainage

Squats, calf raises (30—100
repetitions)

Resistance training

Endurance training ~ Light-to-moderate intensity
interval cycle ergometer (10-20

min) 200-500 m walks

Physical activity (at least 5,000
steps per day)

Self-training
guidance

Drain removal—discharge period (POD 43)

Self-training guidance  Squats, calf raises (100
repetitions)

Physical activity (at least 10,000
steps per day)

Maintain the activities of daily
life and prepare to resume work

POD, postoperative day

improved, and he started gymnasium rehabilitation with
limb strength and endurance training in a light-load interval
format under sustained drainage. However, residual fatigue
rendered active exercise difficult (Table 1).

As a result, his skeletal mass index decreased from
8.7 to 7.7 kg/m’, the 6-min walking distance declined from
518 to 460 m (predicted reduction of METs from 3.89 to
3.55)"?, and his WAI summary score was reduced from 37 to

Table 2. Changes in physical performance parameters
during hospitalization

Preoperative  Discharge
BW (kg) 74.0 68.7
Skeletal muscle index (kg/m®) 8.7 7.7
Knee extension strength (kgf/BW)  0.51/0.49 0.60/0.47
Grip strength (kg) (Rt./Lt.) 32/32 34/36
6-min walk distance (m) (Rt./Lt.) 518 460
Barthel index (pts) 100 100

BW, body weight; Rt., right; Lt., left; pts, points

20 points) before discharge (Table 2). The patient began to
express intense anxiety due to fatigue and weakness during
physical therapy. The patient said, “I feel that my physical
strength is weakening. I am so exhausted even in my daily
life and worried about returning to work.” His physical ther-
apist reported that his physical condition was sufficient for
day-to-day activities but not for working. Therefore, the
physical therapist recommended a self-training program at
the time of discharge, including 1) muscle strengthening
training with squats and calf raises with 100 repetitions,
2) physical activity (at least 10000 steps per day'”), and
3) maintaining the activities of daily life and preparing to
resume work (Table 1). Furthermore, the physical thera-
pist recommended a DOM intervention for the patient. The
patient accepted the DOM intervention, which was initiated.

DOM intervention

The patient was discharged on POD 43. Since outpa-
tient rehabilitation for cancer patients is not approved by
the medical system in Japan; hence, at discharge, the patient
was instructed to perform the following at home: 1) con-
tinue the resistance training that was performed during hos-
pitalization, 2) carry a pedometer and aim to complete at
least 10000 steps per day'”, and 3) maintain the activities of
daily life and prepare to resume work.

The flow diagram from discharge to RTW is shown
in Figure 1. Before surgery, the patient requested that his
attending physician issue an opinion letter to facilitate
the RTW. Therefore, the attending physician requested
employment information from the workplace, and on POD
21, an employment information sheet was provided by
the employer. The employment information sheet stated
that the RTW requirements were the ability to 1) com-
mute to work independently using public transportation
and 2) communicate and work outdoors using the hands
and feet. On POD 44, the DOM convened a multidisci-
plinary conference. At the meeting, the physical therapist
reported that the patient’s physical performance and work
ability decreased after surgery but that he could resume
work physically, with a reduced workload, given that the
estimated METs value for the job was 3.0. In addition,
the physical therapist requested that DOM team members
check the implementation of the patient’s self-training
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Table 3. Change in work ability index from hospitalization to return to work

S.No.  WAI dimensions Preoperative Discharge After RTW
1 Subjective estimation of present work ability compared with 8 1 7
lifetime best
2 Subjective work ability in relation to both the physical and mental 7 2 6
demands of work
3 Number of diagnosed diseases 4 4 3
4 Subjective estimation of work impairment due to diseases 6 4 7
5 Sickness absenteeism during the past year 2 2 2
6 Own prognosis of work ability after 2 years 7 4 7
7 Enjoying daily tasks; active and alert; full hope for the future 3 3 3
WAI summary score 37 20 35
WAL, work ability index; RTW, return to work
POD Patient PT Workplace
i R t via attendi hysici
Demand: RTW after surgery _*i Postoperative PT I: s e > Employment information sheet ]
Intense anxiety Request by PT proposal » DOM ron2y
o due to fatigue and weakness =
o PT advice
s, 1) Feedback on physical decline *
E 2) Recommend DOM intervention
8 Self-training program 3) Instruction for self-training Multidisciplinary Conference
2 (POD 44)
1) Muscle strengthening training; Squats and calf raises with 100 repetitions
2) Physical activity (at least 10,000 steps per day) f
3) Maintain the activities of daily life and prepare to resume work.
Request for
Discharge (POD 43) | PT direct training ended (POD 43) confirmation
50 | Adjuvant i
chemotherapy | Attend DOM regular conferences
= (POD 66) Opinion about employment Interview with
= . -
g 1) Start with part-time RTW for several weeks M occupational physician (POD 93)
% 2) Adjust labor burden according to the physical condition *
o -
g : Regular follow- > ( Employment consideration letter
= egular follow-up <@ L (POD 97)
100
Plan: PT ‘
‘ ‘ Part-time RTW started (POD 112)
Do: Patient Self-training | Action: DOM team 3 times
: § 2 weeks
=
= Check! DOM phystcian Full-time RTW started (POD 125)
130 A 4
4 Follow-up completed (POD 136) l

Fig. 1. Flow diagram from discharge to RTW

RTW, return to work; DOM, department of occupational medicine; POD, postoperative day; PT, physical therapy; ADL, activity of

daily living

program during regular visits to the DOM. At the regular
DOM clinic, the patient said “I have been able to continue
the self-training program without any problems.” while
showing his pedometer, and the DOM team shared the
training progress at regular DOM meetings.

The attending physician reported that adjuvant che-
motherapy was scheduled. After consulting with multiple
professionals, it was determined that the patient could per-
form the work from a medical perspective. In addition, the
DOM recommended the following reasonable accommo-
dations for RTW: 1) starting with reduced working hours,
mainly in the morning, for several weeks after RTW, and
2) adjusting labor burden according to the physical condi-
tion. Our decision is reflected in a letter of opinion regard-
ing employment. The patient said, “I am grateful for DOM’s
continuous support. I am anxious about the side effects now

that chemotherapy is starting, but I will do my best in the
self-training program to get back to work.”

Progress after DOM intervention

On POD 66, oral fluoropyrimidines (S-1) was initiated
as adjuvant chemotherapy. After S-1 administration, the
patient did not experience any noticeable side effects. Based
on the letter of opinion regarding employment, the occupa-
tional physician interviewed the patient on POD 93. During
the interview, the following employment considerations
were determined: 1) to start with short morning-only shifts
and transition to full RTW over three weeks and 2) to take a
break indoors every hour during hot weather. On POD 97, an
employment consideration letter was submitted to the work-
place. Three regular medical examinations were conducted
by the DOM until the patient resumed work, and lifestyle and
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exercise habits were reviewed in preparation for his RTW.
The patient said, “My return to work is getting closer, but
I am vaguely worried about whether I will be able to do it.
Anyway, I will not know until I try so that I will do my best.”

On POD 112, the patient resumed the morning shift,
which was expanded to 6 h, one week later. One week after
starting the reduced working hours (POD 125), the patient
completely resumed regular work without overtime. After
confirming that there would be no issues with continuing to
work after his RTW, the patient completed the DOM assess-
ment on POD 136. All WAI items and summary scores that
decreased after surgery improved after RTW (Table 3). The
patient said, “Thanks to DOM's outreach to my workplace
and the occupational physician, I was able to return to work
with peace of mind. Fortunately, my boss and colleagues
also supported me a lot.”

Discussion

In this case, we performed perioperative rehabilitation
in collaboration with the DOM in a patient with cholangio-
carcinoma, and two crucial clinical findings were obtained.
First, perioperative rehabilitation in collaboration with the
DOM may be effective in facilitating a smooth RTW in
patients with reduced exercise capacity and work ability fol-
lowing surgery. Second, physical therapists should actively
promote health and employment support.

In this patient with cancer, who experienced reduced
exercise capacity and work ability after surgery, incorporat-
ing an exercise component into the RTW support may have
facilitated the seamless transition of exercise instruction from
inpatient to outpatient treatment and enabled a smooth RTW.
Pancreaticoduodenectomy has a high risk of postoperative
complications, particularly pancreatic fistulas, which require
long-term drainage”. A previous study reported postoperative
complications as factors preventing RTW in cancer patients”.
This patient also required prolonged drainage for 41 days
and showed decreased weight, skeletal muscle mass, exercise
capacity, and work ability. In addition, because the medical
system does not approve outpatient rehabilitation for patients
with cancer, physical therapy ended after the patient was pro-
vided with the instructions for self-training exercises. It has
been reported that aerobic and resistance training-driven exer-
cise interventions for working patients with cancer provide a
higher RTW effect than usual care, thereby increasing aware-
ness regarding the importance of rehabilitation interventions'”.
However, unlike rehabilitation programs for stroke and other
diseases, outpatient rehabilitation after abdominal surgery is
not well-established in clinical settings'®. Comprehensive
physical, psychological, and occupational interventions are
reportedly effective in aiding RTW in breast cancer survivors'.

The physical therapist plays a crucial role in provid-
ing perioperative rehabilitation and recommending DOM
intervention to the patients, enabling timely DOM interven-
tion. There are few reports on the involvement of physical

therapists in the RTW of cancer patients, and most involve
patients with breast cancer™”. Our previous study also
revealed that preoperative physical performance is related
to postoperative RTW in patients with lung cancer'”. When
providing DOM support, a patient request is required for
the intervention of the DOM®. However, patients rarely
recognize this need, even when they are in a situation that
requires professional intervention. In our previous research
on perioperative working patients with lung cancer, only
3 of 59 patients (5%) were offered DOM intervention'". It
is crucial for physical therapists, who spend considerable
time in contact with patients during physical therapy, to
determine the need for intervention and promote health and
employment support by specialists based on the patient’s
challenges and physical performance, and to actively rec-
ommend DOM intervention to patients.

A systematic review has reported that perioperative
rehabilitation during abdominal surgery is effective in pre-
venting pulmonary complications™. It has been reported that
patients with sarcopenia before pancreaticoduodenectomy
are at risk of developing postoperative pancreatic fistula and
have a poor prognosis™*”. Although this patient did not have
obvious sarcopenia preoperatively, he was administered
aggressive physical therapy preoperatively, considering the
high risk of postoperative complications due to disease char-
acteristics. As a result, although the patient did not develop
any postoperative pulmonary complications, the fever, and
prolonged drainage due to a pancreatic fistula resulted in a
decline in physical performance at the time of discharge.
Preoperative rehabilitation for patients undergoing pancre-
aticoduodenectomy has been reported to significantly reduce
the incidence of postoperative pancreatic fistula®™. Compre-
hensive perioperative rehabilitation is needed to prevent the
development of postoperative pancreatic fistulas.

In addition to the decline in physical function after sur-
gery, our patient was scheduled to continue chemotherapy
for an extended period after his RTW, and there were con-
cerns about physical effects such as fatigue and decreased
physical performance due to side effects associated with
chemotherapy. Although Japan’s medical system does not
approve outpatient rehabilitation for cancer patients, the
DOM team with the physical therapist surmounted this
challenge by checking the self-training progress when the
patient visited the DOM clinic every fortnight. During out-
patient visits after discharge, the physical therapist attended
DOM meetings regularly and provided continuous support
by sharing the patient’s physical function and self-training
methods from the professional perspective of physical ther-
apy. Based on these meetings, the physician in charge of the
regular DOM follow-up clinic took over exercise instruction.
In this case, the direct and indirect contributions of the phys-
ical therapist enabled the patient to build physical strength
for return to work. Previous studies reported that work did
not necessarily lead to improved health and physical perfor-
mance among cancer survivors and that continuous support
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is required even during work™. In the future, it may be nec-
essary to consider including regular physical performance
assessments and rehabilitation in the employment support
protocol after RTW.

In Japan, very few facilities like our hospital possess a
DOM that specializes in promoting health and employment
support. If there is no intervention from the DOM, health
and employment support is a personal matter between the
attending physician and the workplace. In particular, small
businesses that do not have occupational physicians often
struggle to decide whether to resume work, provide sup-
port methods, and cooperate with medical institutions”. The
Japan Organization of Occupational Health and Safety is
taking the initiative to train coordinators to promote health
and employment support. In the future, many physical ther-
apists will be required to champion the promotion of health
and employment support and adopt the role of Coordinator
of the Promotion of Health and Employment Support.

Conclusion

There are few reports on physical therapy in the pro-
motion of health and employment support, and there are
no established physical therapy programs. In particular, the
Japanese medical system does not approve outpatient reha-
bilitation for cancer patients, making it difficult for them to
obtain rehabilitation support, including RTW assistance,
after discharge. This case report suggests that physical ther-
apists play a crucial role in providing continuous support for
patients, from perioperative rehabilitation to DOM interven-
tion to build physical strength for return to work.

In collaboration with the DOM, perioperative rehabil-
itation may contribute to a smooth RTW in cancer patients
experiencing decreased work ability after surgery. There-
fore, physical therapists should actively promote health and
employment support. In the future, the physical therapist will
be required to acquire professional qualifications as a Coordi-
nator of the Promotion of Health and Employment Support.
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