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Clinical Review about Dysphagia associated with Acute Ischemic Stroke

Myoung-Ah Han, Dong-Woung Kim
Department of Internal Medicine, Wonkwang University Oriental Medicine Hospital, Chenju, Korea

Objectives : Dysphagia is common and severe problems of acute stroke determining the prognosis of stroke only second to
mental change, and results in secondary fatal complications such as aspiration pneumonia, malnutrition, dehydration, etc.
Therefore, we were to investigate the clinical characteristics of dysphagia accompanied by acute ischemic stroke.

Methods : We selected subjects through clinical notes retrospectively, whose main problems included dysphagia resulted
from acute stroke within 72 hours from onset who were admitted to the Internal Medicine Department of Wonkwang Oriental
Medicine Hospital from Jan. 2000 to Apr. 2001. We assessed the severity of dysphagia from admission to discharge using a
staging method: stage 0 is normal without dysphagia, stage 1 is nearly normal except for intermittent dysphagia, stage 2 is
compensated abnormal swallowing requiring adjusted diets or delayed feeding time, stage 3 is uncompensated abnormal
swallowing resulted in weight loss down to 10% of initial and daily aspiration, coughing, and vomiting, stage 4 is
uncompensated abnormal swallowing resulting in weight loss beyond 10% and recommended for non-oral feeding, and stage
5 is 100% non-oral feeding by L-tube, or gastrostomy or NPO state.

Results : Dysphagia was improved statistically significantly from the mean stage of 3.64-0.29 on admission to 1.88+0.32
on discharge (P<0.05). On average 7.1+ 1.48 days were required for improving more than one stage level. As patients were
older and the stage of dysphagia was worse on admission, severity of dysphagia was more difficult to improve (correlation
coefficiency was 0.55 and 0.77 respectively, P<0.05). Aspiration pneumonia was complicated in 13 patients of the total 25 at
mean dysphagia stage of 3.36+0.37. However, any specific values such as lesion size, lesion site, sex, age, past history and
NIH Stroke Scale on admission did not affect it (P>0.05).

Conelusion : Clinical course of dysphagia was determined about 1 week from the onset. Aspiration pneumonia was mainly
complicated during oral feeding periods. If there were no improvement of dysphagia over 2-3 weeks, then non-oral feeding
such as Levin tube or gastrostomy must be considered. (J Korean Oriental Med 2001;22(3).42-50)

Key Words: Dysphagia, Aspiration Pneumonia, Acute Ischemic Stroke

A_,
[
-4
K3
=2
i
EE“
K0
e

v

o]
2 oA
S8 14218 3769004 sl 7t wAyee, A
Hcf %*\:‘ﬂhﬁ*} ] .
63-270-1199, E-mail: 40-60%AN A Atz 7} etk &

rid

% 2001 59 149 - 312 69 2

S s o A% AEA B
B ey sho)wost M
(Tel. 063-270-1531, Fax.
extro83 1 @hitel.net)

:TL
kil
06

42




Aatgolle HEF o T T3 dIS 1A
A elalo] B3 HEF A AUV 67lE
3] =) !

sl F=g Hrtete WHoR E3) video-
tluoroscopy o] &gzt Atel Mol ale] &g H7}
o] Alg gl ehm Ak o] Hrhe & 10-50ml
£ A8 BalA dstabge] AR A Aapy
S|} AL W& WA sk st ARE HFE
. ol gt AN A At 1 Ae el o

n

gl @A HrhE g =9dte] Asbgole] Sl 4
&z ZALE Hriste 483 g7t 4 &
AT

g, Astgofel BAEY sHE E o2 QU
Fyze ae 93 9 27, 4%, Bl e
02 24 5 o 299 4L gevn Eud
H} Qloj,

oje] B dAFeMz E 7243 olve] F47)
PR HEF IS e dAsiade BT
A L FHSH o AT VAT 2dE
ZAVeted, At o) #el 3 A 7|12A A8 E
Atz st

AL 9 b
1. CHA

20004 29 5€] 20019 49712 QB0 BE AF
g el AA o] 4 2 8g #4215 Brain CT
U} Brain MRIZ &3l 384 H&502 Jdd &
A2 ez 39} $7)7k) B A x5
3 2 3PY HE2F 94 3287 F A S 1}
Bl BhxbE 207 o)Atk o] S iy kg o) A
o 4l 5 Aefsla, HFAH R U 724 o9

4 G HEFoR sk g FAFE Ast

2. di
ﬂéoﬁ‘ﬂﬂﬁﬁ%ﬁﬂ%ﬂﬂliﬁi
ﬂ4x}4ﬂ}

A7E A2 AAE B8 AgSd T A 5

71x] atu 25 L2 AL AITE AEste B
zto] oA, 7 Bul &) M|zt o P AY, 22
SAY 71AAY, 22 dol2ta shdtAY, &
2 go] Ro dY »7l50] e ALE 2T ddt
ZAf7t dE Ao T3

Fzol Astoe] A = L 49 sHEE
thed} 2w HoPH & AHS-SE T (Table 1),

584 HEFo Wae 24 diHgte] o

SEECEEREE
o 74, 542t A4

4) 714% AR

5) &g o] Abg

6) 38 o] o]

7) 3 RS ke o] B 73
8) v S5 WA ARz
9) U HiihT

10) Awtol 2% Gajo|ut wgoll A BT
¥ A%

Lo

o] 3o
o}

il

43



(284)  djgrgreleala) A224d A33(2001 94)

Table 1. Stage of Dysphagia According to Severity

. . . . Aspiration
Swallowing Compensation Feeding Methods Weight Loss p .
Pneumonia
Stage 0 Normal Oral - -
Stage 1 Normal Oral - -
but, intermmitent
chocking
Stage 2 Abnormal Compensated Oral - -
adjusted diets content
or delayed dicts time
Stage 3 Abnormal Not compensated Oral + +
daily coughing, less than 10%
aspiration, vommiting
Stage 4 Abnormal not compensated Oral + +
but, Non-Oral feeding more than 10%
recommended
Stage 5 Abnormal not Non-Oral + +
compensated :N.P.O.

or Gastrostomy
or Levin tube

Table 2. Epidemiologic Characteristics of Subjects

n % Age
F 12 48 77. 54403
M 13 52 67.85+2.11
" Toal 25 100 72.48+2.39

* P=female T M=male
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Partial)

# BS =Brain Stem Infarction
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Fig. 1. Stage of dysphagia on admission and discharge.
* AD=admission 1 DISCH=Discharge
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Fig. 2. Improvement of dysphagia according to the lesion.
*Bi-ML=Bilateral Multiple Lacunar Infarction in
Hemisphere
* Bi-Multi =Bilateral Multiple Infarction in Cerebral
Hemisphere

t Uni-MCA =Unilateral Infarction of Middle Cerebral
Territory(Total or Partial)

# BS =Brain Stem Infarction

§ ADST =stage of dysphagia on admission

|| DISHST =stage of dysphagia on discharge
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Fig. 3. State of intake when respiratory complication

occured.

* Oral =Oral intake permitted

¥ L-tube =Feeding all nutrients and treatments through
nasogastric tube

# N.P.O. =Prohibition of any oral intake or nasogastric
tube feeding
All nutrients and treatments are provided intravenously
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