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Introduction

The global population is aging rapidly and older adults 
are expected to make up approximately the third of the 
population by 2050.1 Oropharyngeal dysphagia (OD), 
difficulty transferring food from the mouth into the 
pharynx and esophagus, is a frequent condition among 
older adults. It has even been recognized as a geriatric 
syndrome by the European Geriatric Medicine Society.2 
Neurological disorders including stroke, Parkinson’s 
disease and dementia constitute majority of the patients 
with dysphagia. Advanced age increases OD prevalence 
with rates between 30% and 40% in independently 

living older people and 44% in geriatric acute care.2 In 
a systematic review, OD prevalence has been reported 
to reach as high as 72% in community-dwelling older 
adults.3 A major cause of mortality and morbidity, OD has 
been associated with aspiration pneumonia, malnutrition 
and dehydration.2,4-7

Clinical suspicion of OD or a positive screening test 
warrants affirmative clinical or instrumental assessment. 
Gold standard instrumental assessment methods 
include fiberoptic endoscopic evaluation of swallowing 
(FEES) and video fluoroscopic swallowing study (VFSS). 
Instrumental tests can even detect silent aspiration that 
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may go unnoticed with bedside evaluations and are 
therefore considered more accurate.8

Comprehensive geriatric assessment includes the 
evaluation of geriatric syndromes such as malnutrition, 
frailty, functionality and polypharmacy. Malnutrition 
is defined as decreased nutritional intake leading to 
impaired mental and physical function.9 Frailty is another 
essential geriatric syndrome characterized by reduced 
physical reserve and increased vulnerability to stressors.10 
Dysphagia, more prevalent among older adults, may be 
exacerbated by poor nutritional status and frailty, as both 
syndromes are associated with impaired neuromuscular 
function.11 However, there are contradictory findings 
in the literature regarding the relationship between 
dysphagia and other geriatric syndromes.11-13

Timely recognition and management OD may help prevent 
the morbidity and mortality related to the syndrome. 
Therefore, risk stratification of patients, especially among 
older adults, is of utmost importance. Recognizing factors 
associated with OD will help clinicians identify high-risk 
patients and allow for timely intervention. As such, the 
aim of this study was to describe the characteristics of 
patients with oropharyngeal dysphagia who presented 
to a geriatric outpatient clinic.

Methods

Patients who presented to the geriatric outpatient clinic 
of a university hospital were enrolled in this retrospective 
cross-sectional study. All patient files through August 
2020 to August 2024 were retrospectively analyzed. 
Patients with positive dysphagia screening were included 
in the study. Patients who died during clinical follow up 
were excluded. In the geriatric outpatient clinic where 
the study was conducted, the Eating Assessment Tool-
10 (EAT-10) is used to screen liquid and solid dysphagia.14 
The tool has ten questions and each question is scored 

between 0 to 4 points. A total score of 3 and above is 
considered positive, and the patient is referred to the 
swallowing disorders clinic for detailed evaluation. 

Patient demographics, anthropometric measurements, 
comorbidities, list of medications and serum albumin 
levels on admission were recorded from patient files. 
Body mass index (BMI) was calculated as weight (kg) 
divided by height (m)2. The consultation notes from the 
swallowing disorders clinic were also recorded.

Functional status was assessed by the Katz Activities 
of Daily Living Scale-ADL and Lawton Instrumental 
Activities of Daily Living Scale-IADL.15,16 While the ADL 
scale questions basic abilities like getting dressed, 
locomotion and eating, the IADL scale evaluates the 
ability to carry out more difficult tasks such as using 
a telephone, shopping, housekeeping, use of public 
transportation, managing self-medication, and handling 
finances. For this study, patients were grouped into three 
categories by a geriatrician (dependent, semi-dependent 
and independent) according to their functionality.

Nutritional status was screened with the Mini-Nutritional 
Assessment-Short Form (MNA-SF).17 MNA-SF is 
composed of six questions and scores range between 0 
to 14. A score of 0-7 is categorized as “malnutrition”, a 
score of 8-11 is “at risk of malnutrition”, and a score of 12 
and above is “normal nutritional status”. 

Frailty was assessed using the FRAIL scale, which 
questions five domains; Fatigue, Resistance, Ambulation, 
Illness, and Loss of Weight.10 A score between 3 and 5 
represents frailty and a score of 1 to 2 points represents 
pre-frailty. 

Dementia was diagnosed according to Diagnostic and 
Statistical Manual of Mental Disorders, 5th edition.18 
Polypharmacy was defined as the use of 5 or more drugs.

The study complies with the Declaration of Helsinki and 
was approved by Clinical Research Ethics Committee 
of the university (Approval number: 723, Approval date: 
June/28/2024).

Statistics

The normality of continuous variables was assessed 
using the Kolmogorov-Smirnov and Shapiro-Wilk tests. 
For normally distributed data, mean and standard 
deviation (SD) were reported. Non-normally distributed 
data were reported as median and range (minimum-

Main Points

• Oropharyngeal dysphagia is a common geriatric 
syndrome.

• Frailty, functional dependency and malnutrition are 
highly prevalent in older adults with oropharyngeal 
dysphagia.

• Functional impairment is independently associated 
with frailty.
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maximum). Group comparisons for normally distributed 
numerical data were conducted with the independent-
samples t-test. Wilcoxon rank sum test was used for 
non-normally distributed data. Chi-square test was 
used to analyze categorical variables. For categorical 
variables with low frequencies, Fisher’s Exact test was 
used. One-way analysis of variance (ANOVA) was used 
to compare two groups with normally distributed data. 
Krukal-Wallis test was used to compare groups without 
a normal distribution. Logistic regression analysis was 
used to evaluate univariate and multivariate independent 
variables. All statistical tests were two-tailed. A p-value 
less than 0.05 was considered statistically significant. 
The study data were analyzed for statistical significance 
using R software (version 4.3.3).

Results

A total of 87 patients who screened positive for 
dysphagia were included in the study. The mean age of 
study participants was 81 ± 7 and 54 (62%) were female. 
Out of 87 patients, 84 (97%) were frail and 36 (44%) 
were functionally dependent. All study participants 
had an EAT-10 score of ≥3. The majority (89%) of the 
patients with positive dysphagia screening either had 
malnutrition or malnutrition risk. Table 1 shows the general 
characteristics of the study population.

Hypertension was the most prevalent comorbidity (61%). 
With regards to neuromuscular diseases; 38 (44%) 
patients had dementia, 22 (25%) had Parkinson’s disease, 
23 (26%) had cerebrovascular disease, 2 had myasthenia 
gravis and 2 had amyotrophic lateral sclerosis (ALS). 
Eight patients were diagnosed with cancer (3 prostate 
cancers, 2 gastric cancers, 1 colorectal cancer, 1 lung 
cancer and 1 lymphoma). None of the patients had head 
and neck cancer.

Categories of medications used by the study participants 
are presented in Table 2. A total of 66 patients (76%) had 
polypharmacy, defined as using 5 or more drugs.

Factors associated with frailty in the univariate analysis 
were lower BMI (p = 0.029), functional dependency 
(p<0.001), low serum albumin (p = 0.033) and statin use 
(p = 0.041) (Table 3).

Factors that were associated with frailty in univariate 
analysis (p<0.05) were used as independent factors in 
multivariate Cox regression analysis. Functionality was 

the only independent factor associated with frailty in 
multivariate analysis (OR=1.2, 95% CI 0.78-1.7, p<0.001 
for semi-dependency and OR=1.3, 95% CI 0.79-1.7, 
p<0.001 for dependency, respectively) (Table 4).

Three patients had normal swallowing function 
documented with VFSS and one patient had normal 
swallowing function documented with FEES. Rest of 
the patients were either advised to use thickeners, 
enrolled in dysphagia therapy or advised to stop oral 
intake completely. A total of 11 patients were referred 
to gastroenterology for percutaneous endoscopic 
gastrostomy (PEG) tube placement. 

Table 1. General characteristics of participants

Characteristics
N = 87

Mean ± SD; n (%)

Age (year) 81.3 ± 7.1

Gender (Female)

Gender (Male)

54 (62%)

33 (38%)

BMI (kg/m2) 23.7 ± 4.4

BMI category (kg/m2)

<18.5 13 (15%)

18.5-24.9 39 (45%)

25.0-29.9 28 (32%)

≥30.0 7 (8%)

Serum albumin (g/L) 39.3 ± 4.4

Functionality  

Semi-dependent 40 (49%)

Dependent 36 (44%)

FRAIL score 4.0 ± 0.5

FRAIL category

Robust 0 (0%)

Pre-frail 3 (3%)

Frail 84 (97%)

MNA-SF score 7.8 ± 2.5

MNA-SF category

Normal 10 (11%)

Malnutrition Risk 40 (46%)

Malnutrition 37 (43%)

BMI= Body Mass Index, MNA-SF= Mini Nutritional Assessment-Short Form



Can B. Oropharyngeal Dysphagia in Older AdultsClin Sci Nutr. 2025;7(1) :30-36

33

Discussion

The aim of this study was to describe the characteristics of 
patients with OD who presented to a geriatric outpatient 
clinic. The results indicate that frailty, functional 
dependency and malnutrition are highly prevalent in 
OD patients. Furthermore, functional impairment is 
independently associated with frailty.

OD can be defined as difficulty initiating a swallow. It 
is associated with malnutrition, dehydration, aspiration 
pneumonia and mortality.2,4-7 The first step in the 
assessment of OD is screening, which helps early 
identification of patients at risk. The EAT-10 is a valid 
self-reported questionnaire frequently used as part 
of the comprehensive geriatric assessment.14 Patients 
who screen positive for dysphagia with EAT-10 should 
then be referred for clinical swallowing assessment. Our 
center has the advantage of performing VFSS and FEES 
when instrumental assessment is warranted.

Frailty can be defined as increased vulnerability to 
stressors and multi system dysfunction. A study from 
Turkiye reported a frailty prevalence of 10% in community 
dwelling older adults using the FRAIL scale.19 However, 
in the present study, nearly all patients who screened 
positive for dysphagia were frail. The components of 
frailty consist of exhaustion, decreased muscle strength, 
low physical activity, and unintentional weight loss. Loss 

Table 3. Univariate analysis for frailty

Variables Odds Ratio 95% CI p value

Gender 

Female — —

Male 0.12 -0.10 to 0.35 0.29 

BMI (kg/m2) -0.03 -0.05 to 0.00 0.029 

Functionality  

Semi-dependent 1.1 0.75 to 1.5 <0.001

Dependent 1.3 0.91 to 1.6 <0.001 

Serum albumin (g/L) -0.03 -0.05 to 0.00 0.033 

Polypharmacy 0.06 -0.20 to 0.32 0.65 

Antipsychotic use 0.23 -0.01 to 0.47 0.061 

Antidepressant use -0.21 -0.45 to 0.03 0.091 

Statin use -0.28 -0.54 to -0.02 0.041

BMI= Body Mass Index, CI=Confidence Interval

Table 4. Multivariate analysis for frailty

Variables Odds Ratio 95% CI p value

Gender 

Female — —

Male 0.00 -0.20 to 0.20 0.97

BMI (kg/m2) -0.01 -0.04 to 0.01 0.26

Functionality 

Semi-dependent 1.2 0.78 to 1.7 <0.001

Dependent 1.3 0.79 to 1.7 <0.001

Serum albumin (g/L) -0.02 -0.04 to 0.01 0.16

  Polypharmacy 0.07 -0.20 to 0.33 0.62

  Antipsychotic use 0.02 -0.20 to 0.24 0.87

  Antidepressant use -0.10 -0.32 to 0.12 0.37

  Statin use -0.04 -0.28 to 0.19 0.72

BMI= Body Mass Index, CI=Confidence Interval

Table 2. Medications used by study participants

Medication Categories
N = 87

n (%)

Steroid 6 (7%)

Antipsychotic 25 (29%)

Antidepressant 26 (30%)

Antiepileptic 12 (14%)

Anti-Dementia 36 (41%)

Antimuscarinic 4 (5%)

Calcium channel blocker 23 (26%)

Beta blocker 33 (38%)

RAS blocker 40 (46%)

OAD / insulin 32 (37%)

Antiplatelet 30 (34%)

Diuretic 26 (30%)

Anti-Parkinson 18 (21%)

Anticoagulant 27 (31%)

PPI 25 (29%)

Statin 19 (22%)

Riluzole 2 (2%)

RAS= Renin Angiotensin Aldosterone System, OAD= Oral Antidiabetic 
Drug, PPI= Proton Pump Inhibitor
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of muscle strength in frailty may lead to dysphagia, 
as healthy swallowing involves the collaboration of 
more than thirty oropharyngeal muscles.20 Conversely, 
sarcopenia of the oropharyngeal muscles reduces oral 
intake and leads to nutritional deficiencies and weight 
loss, paving the path for frailty and eventually, death.21,22

A recent study by Güner et al.23 showed that dysphagia 
is associated with frailty (according to the FRAIL scale) 
independent of age, sex, nutritional status and dementia. 
However, dysphagia assessment in this study only 
involved screening. The present study differs from the 
previous study since clinical evaluation of swallowing 
was also performed. 

The cross-sectional design of the study prevents 
inference of causality. Hence, OD may be associated 
with frailty through the neurological comorbidities 
that cause OD in the first place. However, Bahat et al.13 
revealed an association between dysphagia and frailty 
independent of comorbidities, age, handgrip strength, 
nutritional status, polypharmacy. Similar to the previous 
study, dysphagia was evaluated using the EAT-10 
questionnaire. Interestingly, a study that recruited 47 
community-dwelling older women aged 85 to 94 failed 
to show a relationship between frailty and dysphagia, 
though the small study sample may have accounted for 
the contradictory findings.12

A systematic review has revealed that advanced age 
could be a dysphagia risk factor.3 In the present study, all 
study participants were older adults, which might explain 
the lack of association between age and dysphagia. 

Frailty and malnutrition are closely linked geriatric 
syndromes with common pathophysiological pathways 
including chronic inflammation.24 The prevalence of 
malnutrition and malnutrition risk among community 
dwelling older adults in Turkiye were reported to be 
13% and 31% respectively.25 Strikingly, in the present 
study, malnutrition (43%) and malnutrition risk (46%) 
were more frequent among older adults with OD. In 
line with these findings, several studies have linked 
malnutrition to dysphagia.5,11,26 Nutritional deficiencies 
and weight loss brought about by reduced oral intake 
may cause malnutrition in patients with OD. Malnutrition 
subsequently results in reduced oropharyngeal muscle 
mass, starting a vicious cycle. If not treated, malnutrition 
has been shown to increase mortality in older adults.27 
In our center, we treat all patients with malnutrition and 
malnutrition risk with energy and protein enriched diet or 

oral nutritional supplements if the oral route is safe. If the 
oral route is not safe, we recommend enteral nutrition.

In the current study, the relationship between dysphagia, 
frailty and malnutrition was still observed after excluding 
the four patients whose instrumental assessment 
revealed normal swallowing function, probably because 
they were the patients with better scores in terms of 
functionality, nutritional status and frailty.

Similar to the results of this study, OD has been reported 
to be more prevalent in community dwelling older adults 
with functional impairments.28 Neuromuscular disorders 
frequently encountered in the study population may have 
caused poor functionality. However, it is of note that 
functional impairment was independently associated 
with frailty in the multivariate analysis. Consistent with 
the study results, functional impairment has been shown 
to increase proportionally to frailty in a large-scale study 
recruiting community dwelling older adults.29 This is 
probably because components that define frailty such 
as of exhaustion, decreased muscle strength and low 
physical activity are interrelated with loss of functionality.

Majority of the patients in the study were diagnosed 
with a neuromuscular disease, in line with a previous 
report.30 Cerebral, cerebellar and brain stem lesions in 
stroke patients impair various stages of swallowing. Lewy 
bodies deposited in neurons responsible for the control 
of swallowing centers may cause dysphagia in Parkinson’s 
disease. As for late-stage dementia, in addition to loss 
of motor function, malnutrition may also aggravate an 
existing dysphagia.

Certain medications may affect swallowing function as 
well.31 Medications may be the initial cause of dysphagia, or 
they may be a contributing factor. Medications may alter 
salivation, impair consciousness or cause dysfunction 
in the motor coordination of swallowing. Some of the 
culprit drugs include antipsychotics, anticonvulsants, 
antidepressants, antimuscarinics, antiarrhythmics, 
diuretics and angiotensin-converting enzyme inhibitors.31 
In the present study, most of the culprit drugs were used 
by the study participants, which could be a contributing 
factor to the development of dysphagia. 

Limitations of the study

First, the sample size limits the generalizability of the 
findings. However, clinical dysphagia assessment was 
performed for all study patients, which distinguishes the 
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present study from prior studies in the literature. Second, 
the study was conducted in a tertiary healthcare setting, 
which is a referral center for more frail and dependent 
patients. Hence, this may have caused a selection bias. 
Third, the cross-sectional design of the study prevents the 
determination of causality. Prospective studies with larger 
study samples should be designed to better elucidate 
the risk factors for dysphagia. As for the strengths of the 
study, comprehensive geriatric assessment and clinical 
dysphagia evaluation were performed for all patients, as 
opposed to previous studies in the literature.

Conclusions

If left untreated, OD has been shown to increase the 
risk of aspiration pneumonia and mortality. Hospital 
admissions and mortality may be prevented by detecting 
OD in the outpatient setting. The present study highlights 
the characteristics of patients with OD, allowing for a risk 
stratification and therefore, early detection of swallowing 
dysfunction in the outpatient setting. Patients with 
frailty, functional impairment and malnutrition should 
be carefully assessed for OD and referred for further 
evaluation.

Ethical approval

This study has been approved by the Marmara University 
Clinical Research Ethics Committee (approval date 
28.06.2024, number 723). Written informed consent was 
obtained from the participants.

Author contribution

The author declare contribution to the paper as follows: 
Study conception and design: BC; data collection: 
BC; analysis and interpretation of results: BC; draft 
manuscript preparation: BC. The author reviewed the 
results and approved the final version of the article.

Source of funding

The authors declare the study received no funding.

Conflict of interest

The authors declare that there is no conflict of interest.

References

1. The Lancet Regional Health-Europe. Securing the future of 
Europe’s ageing population by 2050. Lancet Reg Health Eur. 
2023;35:100807. [Crossref]

2. Baijens LW, Clavé P, Cras P, et al. European Society for 
Swallowing Disorders - European Union Geriatric Medicine 
Society white paper: oropharyngeal dysphagia as a geriatric 
syndrome. Clin Interv Aging. 2016;11:1403-1428. [Crossref]

3. Madhavan A, LaGorio LA, Crary MA, Dahl WJ, Carnaby GD. 
Prevalence of and Risk Factors for Dysphagia in the Community 
Dwelling Elderly: A Systematic Review. J Nutr Health Aging. 
2016;20:806-815. [Crossref]

4. Tagliaferri S, Lauretani F, Pelá G, Meschi T, Maggio M. The risk of 
dysphagia is associated with malnutrition and poor functional 
outcomes in a large population of outpatient older individuals. 
Clin Nutr. 2019;38:2684-2689. [Crossref]

5. Carrión S, Cabré M, Monteis R, et al. Oropharyngeal dysphagia 
is a prevalent risk factor for malnutrition in a cohort of older 
patients admitted with an acute disease to a general hospital. 
Clin Nutr. 2015;34:436-442. [Crossref]

6. Loeb M, Neupane B, Walter SD, et al. Environmental risk factors 
for community-acquired pneumonia hospitalization in older 
adults. J Am Geriatr Soc. 2009;57:1036-1040. [Crossref]

7. Cabre M, Serra-Prat M, Palomera E, Almirall J, Pallares R, Clavé 
P. Prevalence and prognostic implications of dysphagia in 
elderly patients with pneumonia. Age Ageing. 2010;39:39-45. 
[Crossref]

8. Leder SB, Espinosa JF. Aspiration risk after acute stroke: 
comparison of clinical examination and fiberoptic endoscopic 
evaluation of swallowing. Dysphagia. 2002;17:214-218. 
[Crossref]

9. Cederholm T, Barazzoni R, Austin P, et al. ESPEN guidelines 
on definitions and terminology of clinical nutrition. Clin Nutr. 
2017;36:49-64. [Crossref]

10. Morley JE, Malmstrom TK, Miller DK. A simple frailty questionnaire 
(FRAIL) predicts outcomes in middle aged African Americans. J 
Nutr Health Aging. 2012;16:601-608. [Crossref]

11. Nishida T, Yamabe K, Honda S. The Influence of Dysphagia 
on Nutritional and Frailty Status among Community-Dwelling 
Older Adults. Nutrients. 2021;13:512. [Crossref]

12. González-Fernández M, Humbert I, Winegrad H, Cappola 
AR, Fried LP. Dysphagia in old-old women: prevalence as 
determined according to self-report and the 3-ounce water 
swallowing test. J Am Geriatr Soc. 2014;62:716-720. [Crossref]

13. Bahat G, Yilmaz O, Durmazoglu S, Kilic C, Tascioglu C, Karan 
MA. Association between Dysphagia and Frailty in Community 
Dwelling Older Adults. J Nutr Health Aging. 2019;23:571-577. 
[Crossref]

14. Belafsky PC, Mouadeb DA, Rees CJ, et al. Validity and reliability 
of the Eating Assessment Tool (EAT-10). Ann Otol Rhinol 
Laryngol. 2008;117:919-924. [Crossref]

https://doi.org/10.1016/j.lanepe.2023.100807
https://doi.org/10.2147/CIA.S107750
https://doi.org/10.1007/s12603-016-0712-3
https://doi.org/10.1016/j.clnu.2018.11.022
https://doi.org/10.1016/j.clnu.2014.04.014
https://doi.org/10.1111/j.1532-5415.2009.02259.x
https://doi.org/10.1093/ageing/afp100
https://doi.org/10.1007/s00455-002-0054-7
https://doi.org/10.1016/j.clnu.2016.09.004
https://doi.org/10.1007/s12603-012-0084-2
https://doi.org/10.3390/nu13020512
https://doi.org/10.1111/jgs.12745
https://doi.org/10.1007/s12603-019-1191-0
https://doi.org/10.1177/000348940811701210


Can B. Oropharyngeal Dysphagia in Older Adults Clin Sci Nutr. 2025;7(1) :30-36

36

15. Katz S, Downs TD, Cash HR, Grotz RC. Progress in development 
of the index of ADL. Gerontologist. 1970;10:20-30. [Crossref]

16. Lawton MP, Brody EM. Assessment of older people: self-
maintaining and instrumental activities of daily living. 
Gerontologist. 1969;9:179-186.

17. Rubenstein LZ, Harker JO, Salvà A, Guigoz Y, Vellas B. Screening 
for undernutrition in geriatric practice: developing the short-
form mini-nutritional assessment (MNA-SF). J Gerontol A Biol 
Sci Med Sci. 2001;56:M366-M372. [Crossref]

18. First MB. Diagnostic and statistical manual of mental disorders, 
5th edition, and clinical utility. J Nerv Ment Dis. 2013;201:727-
729. [Crossref]

19. Akın S, Mazıcıoglu MM, Mucuk S, et al. The prevalence of frailty 
and related factors in community-dwelling Turkish elderly 
according to modified Fried Frailty Index and FRAIL scales. 
Aging Clin Exp Res. 2015;27:703-709. [Crossref]

20. Suzuki M, Asada Y, Ito J, Hayashi K, Inoue H, Kitano H. Activation 
of cerebellum and basal ganglia on volitional swallowing 
detected by functional magnetic resonance imaging. 
Dysphagia. 2003;18:71-77. [Crossref]

21. Tanaka T, Takahashi K, Hirano H, et al. Oral Frailty as a Risk 
Factor for Physical Frailty and Mortality in Community-Dwelling 
Elderly. J Gerontol A Biol Sci Med Sci. 2018;73:1661-1667. 
[Crossref]

22. Wakabayashi H. Presbyphagia and Sarcopenic Dysphagia: 
Association between Aging, Sarcopenia, and Deglutition 
Disorders. J Frailty Aging. 2014;3:97-103. [Crossref]

23. Güner M, Baş AO, Ceylan S, et al. Dysphagia is closely related 
to frailty in mild-to-moderate Alzheimer’s disease. BMC Geriatr. 
2023;23:304. [Crossref]

24. Wei K, Nyunt MS, Gao Q, Wee SL, Yap KB, Ng TP. Association 
of Frailty and Malnutrition With Long-term Functional and 
Mortality Outcomes Among Community-Dwelling Older Adults: 
Results From the Singapore Longitudinal Aging Study 1. JAMA 
Netw Open. 2018;1:e180650. [Crossref]

25. Saka B, Kaya O, Ozturk GB, Erten N, Karan MA. Malnutrition in 
the elderly and its relationship with other geriatric syndromes. 
Clin Nutr. 2010;29:745-748. [Crossref]

26. Serra-Prat M, Palomera M, Gomez C, et al. Oropharyngeal 
dysphagia as a risk factor for malnutrition and lower respiratory 
tract infection in independently living older persons: a 
population-based prospective study. Age Ageing. 2012;41:376-
381. [Crossref]

27. Söderström L, Rosenblad A, Thors Adolfsson E, Bergkvist L. 
Malnutrition is associated with increased mortality in older 
adults regardless of the cause of death. Br J Nutr. 2017;117:532-
540. [Crossref]

28. Serra-Prat M, Hinojosa G, López D, et al. Prevalence of 
oropharyngeal dysphagia and impaired safety and efficacy of 
swallow in independently living older persons. J Am Geriatr 
Soc. 2011;59:186-187. [Crossref]

29. Tchalla A, Laubarie-Mouret C, Cardinaud N, et al. Risk factors 
of frailty and functional disability in community-dwelling older 
adults: a cross-sectional analysis of the FREEDOM-LNA cohort 
study. BMC Geriatr. 2022;22:762. [Crossref]

30. Kwon S, Cha S, Kim J, Han K, Paik NJ, Kim WS. Trends in the 
incidence and prevalence of dysphagia requiring medical 
attention among adults in South Korea, 2006-2016: A 
nationwide population study. PLoS One. 2023;18:e0287512. 
[Crossref]

31. Carl L, Johnson P. Drugs and Dysphagia: How Medications Can 
Affect Eating and Swallowing. 1st ed. Pro-Ed, Inc; 2006.

https://doi.org/10.1093/geront/10.1_part_1.20
https://doi.org/10.1093/gerona/56.6.m366
https://doi.org/10.1097/NMD.0b013e3182a2168a
https://doi.org/10.1007/s40520-015-0337-0
https://doi.org/10.1007/s00455-002-0088-x
https://doi.org/10.1093/gerona/glx225
https://doi.org/10.14283/jfa.2014.8
https://doi.org/10.1186/s12877-023-04020-y
https://doi.org/10.1001/jamanetworkopen.2018.0650
https://doi.org/10.1016/j.clnu.2010.04.006
https://doi.org/10.1093/ageing/afs006
https://doi.org/10.1017/S0007114517000435
https://doi.org/10.1111/j.1532-5415.2010.03227.x
https://doi.org/10.1186/s12877-022-03447-z
https://doi.org/10.1371/journal.pone.0287512

	Characteristics of patients with oropharyngeal dysphagia in a geriatric outpatient clinic
	Introduction
	Methods
	Results
	Discussion
	Conclusions
	Ethical approval
	Author contribution
	Source of funding
	Conflict of interest
	References


