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The current state of clinical geriatric dysphagia research
The rapidly growing number of elderly people in
the United States and worldwide suffers from pneu-
monia as the fifth leading cause of death at the age
of 65, and it becomes the third leading cause of
death in those over 85 [1]. A recent review of data
from the Centers for Medicare and Medicaid Ser-
vices (CMS), specifically Medicare Provider Analy-
sis and Review (MEDPAR) files for hospitalization
for elderly patients with aspiration pneumonia and
general pneumonia from 1991 to 1998, reported a
93.5 percent increase in hospitalization because of
aspiration pneumonia, while the incidence of other
types of pneumonia decreased [2].

It is not a coincidence that during that same
decade and the one prior (1980 to 2000), the high
prevalence of swallowing disorders, known also as
dysphagia, in older adults had gained much attention
[3]. Estimates range from 15 to 50 percent of those
over the age of 60 have dysphagia. Prevalence
depends on the specific populations sampled with
community dwelling and more independent individu-
als having rates at the lower end near 15 percent [4],
a finding congruent with the prevalence rates of a
number of other “geriatric syndromes.” On the other
end of the continuum, upward of 40 percent of those
within institutional settings, such as assisted living or
nursing homes, are dysphagic [5]. In addition to the
traditional notion that the high incidence of dyspha-
gia in older adults is due to age-related diseases,
such as stroke and Parkinson’s disease (for which
bronchopneumonia is the leading cause of death),
other work has emerged indicating that even healthy
elders are more at risk for aspiration (defined as the
entry of material into the airway below the level of
the true vocal folds) caused by a progression of
change in the oral pharyngeal swallowing mecha-
nism as a function of disease-free aging [6–8].

During recent years, sarcopenia has been
defined as age-related loss of skeletal muscle mass
and has been identified as a public health problem
[9]. Although much work in sarcopenia has focused
on limb musculature, investigators have confirmed
changes in fiber density, muscular tension, muscle
strength, and muscular contraction in facial, masti-
catory, and lingual musculature [10–14]. Most likely,

these age-associated changes reflect the underly-
ing condition of sarcopenia in head and neck mus-
cles. That is, diminished muscle mass may be
causally related to the increased risk of dysphagia
observed with increasing age, even in the absence
of a significant acute event. This is particularly
important when an older healthy adult, whose func-
tional reserve is naturally diminished, is faced with
increased stressors such as central nervous system
(CNS)-altering medications, mechanical perturba-
tions (e.g., nasogastric tubes or tracheotomy), or
chronic medical conditions (e.g., frailty) that might
not elicit dysphagia in a less vulnerable system.
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The consequences of dysphagia vary from
social isolation to the embarrassment of choking or
coughing at mealtime, to physical discomfort (e.g.,
food sticking in the throat or chest), and to poten-
tially life-threatening conditions. Both overt aspira-
tion and silent aspiration (the circumstance in which
the bolus, comprising saliva, food, liquid, or any for-
eign material, enters the airway below the vocal
folds without triggering the overt symptoms of
coughing or throat clearing) may lead to pneumoni-
tis, pneumonia, exacerbation of chronic lung dis-
ease, or even asphyxiation and death.

In fiscal year (FY) 2000, more than 270,000
Department of Veteran’s Affairs (VA) patients with a
primary or secondary diagnosis of a swallowing
problem visited VA Hospitals across the nation,
accounting for approximately 350,000 patient visits
or admissions (VA National Database, Austin,
Texas). Indeed a prevalence of dysphagia has been
reported of 33 percent for Neurology and Neurosur-
gery wards in one VA hospital [15], with a follow-up
study identifying a 20 percent prevalence rate across
the agency [16], a rate that increases to 45 percent
in nursing home facilities. The VA is particularly con-
cerned about optimal approaches to healthcare for
the increasing number of elderly patients. This is
because by the year 2020, nearly half the VA popu-
lation will be greater than 65 years of age, half of
whom will be greater than 75 years (1998 Annual
Report on Senate Committee on Aging), markedly
increasing the already substantial frail veteran popu-
lation [17]. Such patients are more likely to require
increased care, repeated hospitalization, and nurs-
ing home placement. Since those older patients with
dysphagia are more likely to suffer these and other
adverse consequences, a focus on dysphagia care
and remediation seems warranted. Timely and effec-
tive treatment of disordered swallowing in patients in
general, but geriatric patients specifically, may mini-
mize if not eliminate its negative impact on health,
functional and nutritional status, and quality of life.

In recognition of the importance of geriatric dys-
phagia in the U.S. public health scene during the
last decade, the Agency for Healthcare Research
and Quality (AHRQ), formerly the Agency for
Healthcare Policy and Research (AHCPR), con-
tracted with the Emergency Care Research Insti-
tute (ECRI), a nonprofit health services research
organization designated by AHRQ as one of its 12

Evidence-Based Practice Centers, to prepare an
evidence-based report on dysphagia diagnosis and
treatment in stroke patients (ECRI Report). Such
reports, referred to as evidence reports or technol-
ogy assessments, are solicited to help public and
private sector organizations improve the quality of
healthcare and research in the United States.

The 1999 AHRQ evidence report found very few
studies that met its criteria for providing sufficiently
robust evidence that was useful for technology
assessment in the dysphagia field, and therefore,
the report could only reach modest conclusions [4].
However, the report seems to be a beneficial cata-
lyst for new thinking in the field about how research-
ers can provide the type of studies that will better
show the true effectiveness, including cost effective-
ness, of the methods being used in dysphagia diag-
nosis and treatment. In this respect, the dysphagia
field may now be ahead of some other fields that
have not yet undergone this type of assessment.

It is important to point out that the dysphagia
field was not singled out. AHRQ and other groups
have now issued many evidence-based reports,
and all areas of medical practice eventually will
receive this type of attention. In addition, the dearth
of useful evidence-based review material in the
dysphagia literature is not, by any means, unique.
Few areas of medical practice have adequate litera-
ture for technology assessment [18].

Most importantly, the AHRQ report seems to
have clearly sparked discussion and planning initia-
tives among established researchers in the field
and inspired new researchers entering the field. In
August 2001, AHRQ facilitated a meeting of 25
leading researchers in the dysphagia field along
with representatives from research-funding organi-
zations to formulate critical questions of interest to
clinicians and policy makers and to plan research
that can answer the questions. The VA, along with
the National Institutes of Health (NIH), was strongly
represented at that meeting. The group was clearly
dedicated to moving beyond the limited conclusions
of the AHRQ report. These collaborations will stimu-
late and guide dysphagia care and research for the
future. The content of the August 2001 meeting is
the subject of a special report in this issue, entitled
“Dysphagia Research in the 21st Century and
Beyond: Proceedings from the Dysphagia Experts
Meeting, August 21, 2001” [19].
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Provided adequate funding is awarded, these
efforts should lead to a major expansion of our
knowledge of the best and most cost-effective
methods for diagnosing and treating aspiration,
dysphagia in strokes, and other disorders, including
frailty. In addition to being an aid in future research,
the AHRQ evidence report has been useful as
background material for a stroke rehabilitation
guideline prepared by the VA. Many opportunities
exist for the expansion of evidence-based practice.
Again, the VA is at the forefront of activity that ulti-
mately will ensure the best care for this country’s
veterans and the geriatric population at large.
Being a part of this effort is an honor.

JoAnne Robbins, PhD

REFERENCES

  1. LaCroix AZ, Lipson S, Miles TP, White L. Prospective
study of pneumonia hospitalizations and mortality of
U.S. older people. The role of chronic conditions
health behaviors and nutritional status. Public Health
Rep 1989;104:350–60.

  2. Baine WB, Yu W, Summe JP. Epidemiologic trends
in the hospitalization of elderly Medicare patients for
pneumonia, 1991–1998. Am J Public Health 2001
July;91(7):1121–23.

  3. Feinberg MJ, Knebl J, Tully J, Segall L. Aspiration
and the elderly. Dysphagia 1990;5(2):61–71.

  4. ECRI Report: Diagnosis and treatment of swallowing
disorders (dysphagia) in acute-care stroke patients.
Evidence report/technology assessment No. 8 [Pre-
pared by ECRI, Evidence-Based Practice Center,
under contract No. 290-97-0020]. AHCPR (Agency
for Health Care Policy and Research) Publication
No. 99-E024, Rockville, MD.

  5. Siebens H, Trupe EH, Siebens A, Cook F, Anshen S,
Hanauer R, et al. Correlates of eating dependency in
institutionalized elderly. J Am Geriatr Soc 1986;
34(3):192–98.

  6. Tracy F, Logemann JA, Kahrilas PJ, Jacob P, Kobara
M, Krugla C. Preliminary observations on the effects
of age on oropharyngeal deglutition. Dysphagia
1989;4(2):90–94.

  7. Robbins JA, Hamilton JW, Lof GL, Kempster G.
Oropharyngeal swallowing in normal adults of differ-
ent ages. Gastroenterology 1992;103(3):823–29.

  8. Shaw DW, Cook IJ, Dent J, Simula ME, Panagopou-
los V, Gabb M Shearman DJ. Age influences oropha-
ryngeal and upper esophageal sphincter function
during swallowing. Gastroenterology 1990; 98:A390.

  9. Evans WJ. What is sarcopenia? J Gerontol 1995;
50A:5–8.

10. Price PA, Darvell BS. Force and mobility in the aging
human tongue. Med J Aust 1982;1:75–78.

11. Rastatter MP, Maguire A, Bushong L, Loposky M.
Speech motor equivalence in aging subjects. Per-
cept Motor Skills 1987;64(2):635–38.

12. Newton JP, Abel RW, Robertson EM, Yemm R.
Changes in human masseter and medial pterygoid
muscles with age: A study by computed tomography.
Gerondontics 1987;3(4):151–54.

13. Dayan D, Abrahami I, Buchner A, Gorsky M, Chimov-
itz N. Lipid pigment (lipofuscin) in human perioral
muscles with aging. Exp Gerontol 1988;23(2):97–102.

14. Fanous N. Aging lips—Esthetic analysis and correc-
tion. Facial Plast Surg 1987;4(3):179–83.

15. Groher ME, Bukatman R. The prevalence of dysph-
agia in two teaching hospitals. Dysphagia 1986;1(1):
33–36.

16. Groher ME. Dysphagia: Bedside evaluation [video
recording]. Washington (DC): Department of Veter-
ans Affairs; 1986.

17. Winograd CH, Gerety MD, Chung M, Goldstein MK,
Dominques F, Vallone R. Screening for frailty: Criteria
and predictors of outcomes. JAGS 1991;39(8):778–84.

18. Dogget, D, Turkleson, C, and Coates, V. Recent
developments in diagnosis and intervention for aspi-
ration and dysphagia in stroke and other neuromus-
cular disorders. J Atheroscler. In press 2002.

19. Robbins, J, Langmore, S, Hind, JA, Erlichman, MS.
Dysphagia research in the 21st century and beyond:
Proceedings from Dysphagia Experts Meeting, August
21, 2001. J Rehabil Res Dev 2002;39(4):543–48.




	JoAnne Robbins, PhD
	REFERENCES
	1. LaCroix AZ, Lipson S, Miles TP, White L. Prospective study of pneumonia hospitalizations and m...
	2. Baine WB, Yu W, Summe JP. Epidemiologic trends in the hospitalization of elderly Medicare pati...
	3. Feinberg MJ, Knebl J, Tully J, Segall L. Aspiration and the elderly. Dysphagia 1990;5(2):61–71.
	4. ECRI Report: Diagnosis and treatment of swallowing disorders (dysphagia) in acute-care stroke ...
	5. Siebens H, Trupe EH, Siebens A, Cook F, Anshen S, Hanauer R, et al. Correlates of eating depen...
	6. Tracy F, Logemann JA, Kahrilas PJ, Jacob P, Kobara M, Krugla C. Preliminary observations on th...
	7. Robbins JA, Hamilton JW, Lof GL, Kempster G. Oropharyngeal swallowing in normal adults of diff...
	8. Shaw DW, Cook IJ, Dent J, Simula ME, Panagopoulos V, Gabb M Shearman DJ. Age influences oropha...
	9. Evans WJ. What is sarcopenia? J Gerontol 1995; 50A:5–8.
	10. Price PA, Darvell BS. Force and mobility in the aging human tongue. Med J Aust 1982;1:75–78.
	11. Rastatter MP, Maguire A, Bushong L, Loposky M. Speech motor equivalence in aging subjects. Pe...
	12. Newton JP, Abel RW, Robertson EM, Yemm R. Changes in human masseter and medial pterygoid musc...
	13. Dayan D, Abrahami I, Buchner A, Gorsky M, Chimovitz N. Lipid pigment (lipofuscin) in human pe...
	14. Fanous N. Aging lips—Esthetic analysis and correction. Facial Plast Surg 1987;4(3):179–83.
	15. Groher ME, Bukatman R. The prevalence of dysphagia in two teaching hospitals. Dysphagia 1986;...
	16. Groher ME. Dysphagia: Bedside evaluation [video recording]. Washington (DC): Department of Ve...
	17. Winograd CH, Gerety MD, Chung M, Goldstein MK, Dominques F, Vallone R. Screening for frailty:...
	18. Dogget, D, Turkleson, C, and Coates, V. Recent developments in diagnosis and intervention for...
	19. Robbins, J, Langmore, S, Hind, JA, Erlichman, MS. Dysphagia research in the 21st century and ...



