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LOW-FREQUENCY REPETITIVE TRANSCRANIAL MAGNETIC
STIMULATION AND INTENSIVE SWALLOWING REHABILITATION FOR
DYSPHAGIA AFTER STROKE

Ryo Momosaki, Masahiro Ao, Wataru KAKUDA,

Kazushige KoBayashi, Go UrRuma
Department of Rehabilitation Medicine, The Jikei University School of Medicine

The usefulness of repetitive transcranial magnetic stimulation (rTMS) for poststroke dysphagia has been
reported. However, no report about combination therapy with rTMS and dysphagia rehabilitation has been
published. In this study, combination therapy with rTMS and intensive dysphagia rehabilitation was
performed in patients with poststroke dysphagia. The combination therapy was found to improve swallowing
function. In a 76—year-old man with dysphagia after cerebral infarction in the territory of the right middle
cerebral artery, the therapy was performed 6 months after stroke onset, when recovery had reached a plateau.
The patient was admitted for 6 days according to the following protocol: on the scalp over the left cerebrum,
1-Hz rTMS was performed for 20 minutes twice a day where the maximum motor evoked potential of the
bilateral elevator muscles of the hyoid bone was recorded, followed by direct and indirect swallowing
training. Swallowing function was evaluated with fiberoptic endoscopy on the days of admission and
discharge. Combination therapy for 6 days was completed without side effects or the deterioration of
neurological symptoms. This therapy improved swallowing function, and single-photon emission computed
tomography confirmed an improvement in cerebral blood flow. Simultaneously, oral intake function also
improved. Combination therapy with low—frequency rTMS and intensive dysphagia rehabilitation could be
safely performed, suggesting its usefulness for the treatment of poststroke dysphagia.

(Tokyo Jikeikai Medical Journal 2011;126:143-7)
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Fig. 1. A figure—of-eight coil was positioned
over left cortical area 3 cm anterior
and 3 cm lateral to the C3.
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Fig. 2. ' TMS was performed for 20 minutes twice a day,
followed by direct and indirect swalling training last
6 days.
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Table 1. Changes before and after intervention.

Severity of Precentral Gyrus

RSST MEP MASA PAS Increase on Decrease on

Latency unaffected side  affected side
Pre ltimes 7.2ms 124/200 7 291 5.32
Post 2times 6.1ms 148/200 3 2.17 5.09
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