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INTRODUCTION
 

The global burden of stroke is increasing, with more than 80 
million stroke survivors reported in 2016 (1-3). While most pa-
tients with stroke undergo rehabilitation during hospitalization 
(4), approximately 40% experience severe disabilities in activities 
of daily living (ADLs) at discharge from acute care hospitals (5). 
In rehabilitation medicine, accurate prognostication is necessary 
for establishing appropriate treatment goals and programs (6). 
Therefore, there is a need for early indicators that can predict 
stroke prognosis more accurately and conveniently, from the 
onset of stroke.

Recent research has reported the relationship between skel-
etal muscle mass and functional outcomes in stroke, including 
sarcopenia (7-9). These reports used bioelectrical impedance 
analysis (BIA) to noninvasively measure skeletal muscle mass 
(9) and identified the skeletal muscle index (SMI) as a predictor 
of physical function, length of stay, and poor outcomes at dis-
charge from acute and post-acute care hospitals (10-12). Howev-
er, the estimation of skeletal muscle mass using the BIA method 
includes prediction equations based on age, height, and weight, 
which may be influenced by body composition and body edema 
(13, 14). In the acute phase, infusion-induced body edema occurs, 
necessitating an index that is less affected by fluid retention (13).

Phase angle (PhA) is less affected by fluid retention because it 

is calculated from the reactance and resistance of the cell mem-
brane (14). PhA, which indicates cell membrane resistance and 
is calculated using BIA (15, 16), has been associated with muscle 
quality, nutritional status, and the functional independence 
measure motor score (16-19). However, these studies examined 
different subtypes of strokes but did not clearly establish their 
association with prognosis based on subtype (20, 21). Further-
more, the comparison of accuracy between PhA and SMI regard-
ing functional outcomes remains unclear.

This study aimed to investigate the association between PhA 
and functional outcomes in patients with acute stroke, focusing 
on those with ischemic stroke, the most prevalent stroke sub-
type. In addition, we aimed to determine cutoff values for PhA 
and SMI in predicting poor functional outcome and compare 
their accuracy. 

MATERIALS AND METHODS
Patients

This single-center, prospective cohort study was conducted at 
a 692-bed acute care hospital in Japan. We included consecutive 
patients with acute ischemic stroke admitted to the stroke care 
unit of our university hospital from September 2019 to January 
2023. The exclusion criteria were as follows : (1) a pre-stroke 
modified Rankin Scale (mRS) score of 3–5, (2) presence of im-
plants or pacemakers, (3) inability to measure PhA due to poor 
general condition, (4) ischemic stroke resulting from Trousseau 
syndrome, (5) discharge due to death, and (6) missing data.

Rehabilitation started within 3 days of admission, with a max-
imum duration of 3 hours per day, 5 days per week. The program 
included a range of motion exercises, muscle strengthening, 
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basic movement training, walking, ADL training, aerobic exer-
cises, dysphagia rehabilitation, language training, and cognitive 
function training. The program was tailored to each patient’s 
functional level and needs, following the recommendations of the 
rehabilitation doctor.

Nutritional requirements during hospitalization were indi-
vidually calculated by dietitians. This included oral and tube 
feeding, targeting 25–30 kcal / kg of ideal body weight per day, 
and protein intake of 1.0–1.2 g / kg of ideal body weight per day. 
Nutritional supplements were provided to patients with inade-
quate oral intake.

The study was reviewed and approved by the Ethics Commit-
tee of our institution (Approval No. 3703-2) and was conducted 
in accordance with the principles of the Declaration of Helsinki. 

Data collection
We collected the following data : age, sex, body mass index, 

comorbidities before onset, premorbid mRS score, the National 
Institutes of Health Stroke Scale (NIHSS) at onset, stroke 
classification (TOAST classification), treatment for stroke (rt-
PA, mechanical thrombectomy (MT)), length of hospital stay, 
serum data (albumin, hemoglobin, CRP), and nutritional status 
(Geriatric Nutritional Risk Index [GNRI]). GNRI was calculated 
as follows : GNRI = 14.89 × albumin (g / dL)] + 41.7 × (weight / 
ideal body weight). All data were extracted from patient medical 
records.

Measurement of phase angle and skeletal muscle mass
Phase angle and skeletal muscle mass were assessed using the 

BIA method. Measurements were conducted within 14 days of 
admission, at least 3 hours after meal, using a portable noninva-
sive multi-frequency bioimpedance device (InBody S10 ; InBody, 
Tokyo, Japan). Measurements were acquired with patients in the 
supine position, with electrodes placed on the thumb and middle 
finger of both hands and both ankle joints. PhA was calculated 
from cell membrane resistance (R) and reactance (Xc) using the 
formula arc tangent (Xc / R) × 180° / π at a frequency of 50 kHz. 
SMI was calculated as the limb skeletal muscle mass divided by 
height squared (kg / m²).

Outcome
The primary outcome was defined as poor functional outcomes 

at discharge from the acute care hospital (22). Functional out-
comes were measured using the modified Rankin Scale (mRS). 
Social disadvantage and behavioral limitations were assessed 
using an ordinal scale ranging from grade 0 (asymptomatic) to 
grade 6 (death). In this study, an mRS score of 3–5 indicated 
poor functional outcomes (23).

The secondary outcome was the mRS score of patients who 
were available for follow-up 1 year post-discharge from the 
acute care hospital. The long-term prognosis was confirmed 
through correspondence via mail and follow-up communication 
by telephone. Similarly, this holds true, with a mRS score of 3–5 
denoting poor functional outcomes (23).

Statistical analysis
PhA is influenced by sex (24) ; therefore, the participants were 

divided into male and female groups for statistical analyses (25). 
Regarding participant characteristics, continuous variables are 
expressed as mean ± standard deviation for parametric data 
and median (interquartile range : IQR) for nonparametric data. 
Categorical variables are denoted as n (%). 

Comparisons between males and females were performed 
using the chi-squared test for categorical variables and the 
Mann–Whitney U test or t-test, depending on the normality of 
continuous variables. 

The relationship between the PhA assessment from onset and 
the PhA value was examined using Spearman’s rank correlation 
coefficient. 

Next, Logistic regression analysis was performed to assess the 
impact of PhA at admission on mRS scores of 3–5 at discharge, 
analyzed separately for males and females. The impact of SMI 
on mRS scores of 3–5 at discharge was similarly analyzed. 
Multivariate analysis was adjusted for age, initial NIHSS score, 
GNRI, presence of MT, and presence of cognitive decline as co-
variates (25-27). Furthermore, PhA at admission, was analyzed 
in an identical manner to assess its impact on the mRS score 
participants who were available for follow-up after 1 year. 

Optimal cutoff values for PhA and SMI predicting poor func-
tional outcome were determined using receiver operating charac-
teristic (ROC) curves. These cutoff values were then calculated 
using the Youden index. The discriminatory ability of each cutoff 
value was assessed by calculating the area under the curve 
(AUC) of the ROC curve. 

All P-values were two sided, and P-values of ≤ 0.05 were con-
sidered statistically significant. All statistical analyses were 
performed with EZR (Saitama Medical Centre, Jichi Medical 
University ; http://www.jichi.ac.jp/saitama-sct/SaitamaHP.files/
statmedEN.html ; Kanda, 2012), which is a graphical user 
inter-face for R (The R Foundation for Statistical Computing, 
Vienna, Austria, version 2.13.0) (28). More precisely, it is a modi-
fied version of R commander (version 1.6-3) specifically designed 
to include statistical functions frequently used in biostatistics.

RESULTS

Overall, 537 consecutive stroke patients were admitted to the 
stroke center during the study period. Patients were excluded 
owing to a premorbid mRS score of 3–5 (n = 55), presence of 
pacemakers (n = 7), ischemic stroke attributed to Trousseau 
syndrome (n = 36), inability to measure PhA due to poor general 
condition (n = 62), discharge due to death (n = 8), and missing 
data (n = 82). Finally, we included 287 patients (195 males and 
92 females) in the analysis. 

Patients discharged from an acute care hospital with mRS 
scores of 3–5 accounted for 67 (34.4%) males and 45 (48.9%) 
females. The prevalence of mRS scores of 3–5 at discharge was 
higher in females than in males. The distribution of mRS scores 
at discharge by sex is shown in Table 1.

Patient characteristics, categorized by sex, are detailed in 
Table 2. Male patients were younger (mean age : males 72.0 
years vs. females 78.0 years, p < 0.001) and had lower prevalence 
of musculoskeletal diseases (p = 0.036) and dementia (p = 0.032) 
than female patients. Males were also found to be more inde-
pendent in premorbid mRS (p = 0.025), whereas females had 
significantly higher initial NIHSS scores (p = 0.048).

Table 1.　Distribution of mRS scores at discharge by sex

Male (n = 195) Female (n = 92)

mRS score at discharge, n (%)

 0 31 (15.9) 13 (14.1)

 1 49 (25.1) 18 (19.6)

 2 48 (24.6) 16 (17.4)

 3 28 (14.4) 21 (22.8)

 4 30 (15.4) 18 (19.6)

 5 9 (4.6) 6 (6.5)

mRS, modified Rankin Scale
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No significant correlation was identified between PhA assess-
ment from onset and PhA values (males : r = -0.012, p = 0.089, 
females : r = -0.016, p = 0.882). The scatter plots are shown in 
supplementary Figure.1.

Sex-specific logistic regression analysis was conducted to 
evaluate the impact of PhA and SMI on mRS scores of 3–5 at 
discharge (Tables 3 and 4). Multiple logistic regression anal-
ysis revealed PhA as an independent predictor of mRS scores 
of 3–5 in both males (odds ratio [OR] : 0.58, 95% confidence 
interval [CI] : 0.34–0.98, p = 0.041) and females (OR : 0.31, 95% 
CI : 0.12–0.80, p = 0.015). However, SMI did not independently 
predict mRS scores of 3–5 in males (OR : 0.63, 95% CI : 0.37–
1.06, p = 0.080) or females (OR : 0.70, 95% CI : 0.39–1.27, 
p = 0.244). The optimal cutoff values (sensitivity and specificity) 
for PhA, derived from ROC curves, were 4.70 (sensitivity : 0.627, 
specificity : 0.680, AUC : 0.674) for males and 3.70 (sensitivi-
ty : 0.467, specificity : 0.830, AUC : 0.712) for females (Figure 1). 
Regarding SMI, the cutoff values were 6.86 (sensitivity : 0.642, 

specificity : 0.711, AUC : 0.640) for males and 5.02 (sensitivi-
ty : 0.467, specificity : 0.830, AUC : 0.669) for females (Figure 2). 

Additionally, A comparable analysis was conducted on a cohort 
of 245 patients (167 males and 78 females) who were enrolled in 
the follow-up study after 1-year post-discharge. Multiple logistic 
regression analysis showed that PhA independently predicted 
long-term prognosis mRS scores of 3-5 in males (Table 5).

DISCUSSION

This study investigated the association between PhA and 
functional outcomes at discharge in patients with acute ischemic 
stroke. Multivariate analysis revealed that PhA was nega-
tively correlated with functional outcomes (males : [OR : 0.58, 
95% CI : 0.34–0.98, p = 0.041], females : [OR : 0.31, 
95%CI : 0.12–0.80, p = 0.015]). The cutoff values for PhA pre-
dicting poor functional outcomes were 4.70 (sensitivity : 0.627, 

Table 2.　Comparison of baseline characteristics by sex

Male
n = 195

Female
n = 92 p-value

Age (years), median (IQR) 72.0 (65.0–78.5) 78.0 (72.8–85.0) <0.001

BMI, mean (SD) 23.7 (3.3) 23.2 (4.2) 0.271

Previous history, n (%)

 Hypertension 121 (62.4) 54 (59.3) 0.696

 Diabetes 56 (28.7) 19 (20.9) 0.194

 Atrial fibrillation 35 (17.9) 18 (19.6) 0.746

 Stroke 38 (19.5) 17 (18.5) 0.874

 Cancer 22 (11.3) 11 (12.0) 0.845

 Musculoskeletal disease 30 (15.4) 24 (26.1) 0.036

 Dementia 0 (0.0) 3 (3.3) 0.032

Premorbid mRS, n (%) 0.025

 0 159 (81.5) 62 (67.4)

 1 25 (12.8) 19 (20.7)

 2 11 (5.6) 11 (12.0)

Initial NIHSS, median (IQR) 4 (2–10) 6 (2–14) 0.048

TOAST subtype, n (%) 0.207

 Large artery atherosclerosis 90 (46.2) 39 (42.4)

 Small-vessel occlusion 25 (12.8) 10 (10.9)

 Cardioembolism 43 (22.1) 25 (27.2)

 ESUS 13 (6.7) 12 (13.0)

 Other 24 (12.3) 6 (6.5)

Treatment, n (%)

 rt-PA 42 (21.5) 22 (23.9) 0.651

 MT 42 (21.5) 27 (29.3) 0.183

Post-stroke presence of cognitive impairment, n (%) 66 (33.8) 33 (33.7) 1.000

Phase angle assessment from onset, days, median (IQR) 8.0 (3.0–10.0) 8.5 (4.0–11.0) 0.304

Length of stay, days, median (IQR) 15.0 (11.0–21.5) 16.0 (11.0–20.0) 0.630

GNRI at discharge 98.7 (91.6–106.0) 96.2 (87.8–103.2) 0.075

Phase angle (SD) 4.9 (0.9) 4.2 (0.8) <0.001

IQR, interquartile range ; SD, standard deviation ; mRS, modified Rankin Scale ; NIHSS, National Institutes of 
Health Stroke Scale ; TOAST, Trial of Org 10172 in Acute Stroke Treatment ; ESUS, embolic stroke of undetermined 
source ; rt-PA, recombinant tissue plasminogen activator ; MT, mechanical thrombectomy ; GNRI, geriatric nutrition-
al risk index
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Table 3.　Multiple logistic regression analysis of factors for an mRS score of 3–5 at discharge (phase angle)

Males Females

Variable OR 95% CI p-value OR 95% CI p-value

Phase angle 0.58 0.34–0.98 0.041 0.31 0.12-0.80 0.015

Age 1.02 0.98–1.05 0.371 1.00 0.95–1.05 0.853

Initial NIHSS 1.16 1.08–1.25 <0.001 1.05 0.96–1.15 0.327

GNRI at discharge 1.00 0.97–1.03 0.863 1.01 0.97–1.05 0.717

Treatment (MT) 1.24 0.47–3.28 0.658 0.92 0.23–3.65 0.902

Post-stroke cognitive impairment (yes) 0.87 0.40–1.88 0.723 4.48 1.29–15.50 0.018

mRS, modified Rankin Scale ; NIHSS, National Institutes of Health Stroke Scale ; GNRI, geriatric nutritional risk index ; MT, me-
chanical thrombectomy ; CI, confidence interval

Table 4.　Multiple logistic regression analysis of factors for an mRS score of 3–5 at discharge (skeletal muscle index)

Males Females

Variable OR 95% CI p-value OR 95% CI p-value

Skeletal muscle index 0.63 0.37–1.06 0.080 0.70 0.39–1.27 0.244

Age 1.02 0.99–1.06 0.199 1.03 0.98–1.07 0.241

Initial NIHSS 1.17 1.09–1.26 0.327 1.05 0.96–1.15 0.270

GNRI at discharge 1.00 0.97–1.04 0.790 1.00 0.96–1.03 0.838

Treatment (MT) 1.35 0.51–3.58 0.552 0.84 0.21–3.36 0.808

Post-stroke cognitive impairment (yes) 0.88 0.41–1.90 0.740 3.75 1.14–12.40 0.030

mRS, modified Rankin Scale ; NIHSS, National Institutes of Health Stroke Scale ; GNRI, geriatric nutritional risk index ; MT, me-
chanical thrombectomy ; CI, confidence interval

Figure 1.　ROC curves to identify the optimal phase angle cutoff for detecting mRS scores of 3–5 in males (a) and females (b). 
In males, the optimal SMI cutoff value for predicting poor functional outcomes was 4.70 (sensitivity 0.627, specificity 0.680, 
AUC 0.674). In females, the optimal cutoff was 3.70 (sensitivity 0.467, specificity 0.830, AUC 0.712). AUC, area under the 
curve ; ROC, receiver operating characteristic ; SMI, skeletal muscle index.
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specificity : 0.680, AUC : 0.674) for males and 3.70 (sensitivi-
ty : 0.467, specificity : 0.830, AUC : 0.712) for females.

PhA was an independent predictor of mRS at discharge in 
both male and female patients with acute ischemic stroke. Isch-
emic stroke is the most prevalent stroke subtype globally (29), 
leaving approximately 30% of its patients severely disabled (29). 
Additionally, compared to patients with intracerebral hemor-
rhage, those with ischemic stroke tend to have delayed function-
al recovery (20, 21, 30). Therefore, it is essential to consider each 
disease when predicting functional outcomes. While previous 
research has associated PhA with functional outcomes (16, 25, 
31) at discharge from acute and post-acute care hospitals, these 
studies included a variety of stroke types. To the best of our 
knowledge, this is the first report to investigate the association 
between PhA and functional outcomes, focusing exclusively on 
patients with ischemic stroke.

PhA indicates muscle quality and nutritional status (29, 31, 
32), which could affect mRS scores. Functional outcomes in isch-
emic stroke may be influenced by both the condition of the para-
lyzed side and muscle quality of the nonparalyzed side (33, 34). 
In cases of severe hemiplegia, the function of the nonparalytic 
side notably contributes to walking ability (33). Therefore, PhA, 
which reflects muscle quality on the nonparalyzed side, might 
be useful in predicting ADL. Malnutrition in stroke patients in 
acute care hospitals has also been linked to both functional out-
comes and mortality (35-37). Research on rats has demonstrated 
that malnutrition can decrease astrogliosis and microglial ac-
tivity, which are involved in neural repair in the infarcted and 
penumbra areas (38). This can potentially affect neurological 
recovery after ischemic stroke. Therefore, delayed nerve recovery 
caused by malnutrition may also impact the recovery of ADLs.

The study results showed that PhA was an independent 

Figure 2.　ROC curves to identify the optimal SMI cutoff for detecting mRS scores of 3–5 in males (a) and females (b). In 
males, the optimal SMI cutoff value for predicting poor functional outcomes was 6.86 (sensitivity 0.642, specificity 0.711, 
AUC 0.640). In females, the optimal cutoff was 5.02 (sensitivity 0.467, specificity 0.830, AUC 0.669). AUC, area under the 
curve ; mRS, modified Rankin Scale ; SMI, skeletal muscle index.
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Table 5.　Multiple logistic regression analysis of factors for an mRS score of 3–5 at 1 year (phase angle)

Males Females

Variable OR 95% CI p-value OR 95% CI p-value

Phase angle 0.31 0.15–0.65 0.002 0.27 0.06–1.21 0.087

Age 1.08 1.02–1.13 0.005 1.20 1.06–1.37 0.005

Initial NIHSS 1.12 1.02–1.22 0.012 0.95 0.84–1.07 0.381

GNRI at discharge 1.03 0.98–1.09 0.207 1.04 0.97–1.11 0.248

Treatment (MT) 0.75 0.23–2.45 0.638 2.05 0.37–11.20 0.409

Post-stroke cognitive impairment (yes) 0.64 0.25–1.66 0.363 0.06 0.01–0.40 0.004

mRS, modified Rankin Scale ; NIHSS, National Institutes of Health Stroke Scale ; GNRI, geriatric nutritional risk index ; MT, me-
chanical thrombectomy ; CI, confidence interval
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predictor of poor functional outcomes, whereas SMI was not 
significant. Additionally, the AUC of PhA (males : 0.674, fe-
males : 0.712) was a more accurate predictor of mRS scores at 
discharge than SMI (males : 0.640, females : 0.669). The advan-
tage of using PhA as a prognostic indicator for acute ischemic 
stroke is to avoid the effects of edema. PhA is a variable derived 
from directly measured reactance (Xc) and resistance (R), in-
dependent of the regression equation for body composition (39) 
and less influenced by water content (14). Therefore, in settings 
where infusion management is frequent, such as in patients 
with acute ischemic stroke, prediction using PhA might be an 
objective clinical index that can be easily and accurately imple-
mented. In the future, it will be necessary to conduct a composite 
evaluation with other indicators to improve prediction accuracy.

This study has some limitations. First, it was conducted in a 
single acute care hospital in Japan, which may have affected the 
generalizability of the results. Further multicenter studies are 
needed to validate these findings in different clinical settings. 
Second, the measurement of the days to phase angle may be 
susceptible to bias, influenced by muscle atrophy and nutritional 
intake associated with the period of rest following hospital-
ization. However, in the current study, the BIA measurement 
period spanned 14 days from onset, yet no significant correlation 
was observed between the duration and PhA levels. Future 
measurements should be conducted at an earlier time point to 
mitigate these effects. 

In conclusion, our findings demonstrated that PhA was in-
dependently correlated with ADL at discharge in patients with 
acute ischemic stroke. It demonstrated better predictive accu-
racy than SMI, with cutoff values of 4.70 in males and 3.70 in 
females indicating favorable functional outcomes. PhA could 
serve as a valuable tool in predicting prognosis for patients with 
acute ischemic stroke.

CONFLICTS OF INTEREST
The authors declare that they have no known competing 

financial interests or personal relationships that could have ap-
peared to influence the work reported in this paper.

ACKNOWLEDGEMENTS

We greatly appreciate the participants and staff members who 
supported this study. This research received no specific grant 
from funding agencies in the public, commercial, or not-for-profit 
sectors.

REFERENCES

1.	 GBD 2016 Causes of Death Collaborators : Global, region-
al, and national age-sex specific mortality for 264 causes 
of death, 1980–2016 : a systematic analysis for the Global 
Burden of Disease Study 2016. Lancet 390 : 1151-1210, 2017 

2.	 GBD 2016 Neurology Collaborators (2019) : Global, re-
gional, and national burden of neurological disorders, 
1990–2016 : a systematic analysis for the Global Burden of 
Disease Study 2016. Lancet Neurol 18 : 459-480, 2019

3.	 GBD 2016 DALYs and HALE Collaborators : Global, re-
gional, and national disability-adjusted life-years (DALYs) 
for 333 diseases and injuries and healthy life expectancy 
(HALE) for 195 countries and territories, 1990–2016 : a 
systematic analysis for the Global Burden of Disease Study 
2016. Lancet 390 : 1260-1344, 2017 

4.	 Buntin MB, Colla CH, Deb P, Sood N, Escarce JJ : Medi-
care spending and outcomes after postacute care for stroke 
and hip fracture. Med Care 48 : 776-784, 2010

5.	 Carod-Artal FJ, González-Gutiérrez JL, Herrero JAE, 
Horan T, De Seijas EV : Functional recovery and instru-
mental activities of daily living : follow-up 1-year after treat-
ment in a stroke unit. Brain Inj 16 : 207-216, 2002 

6.	 Kwakkel G, Wagenaar RC, Kollen BJ, Lankhorst GJ : Pre-
dicting disability in stroke--a critical review of the litera-
ture. Age Ageing 25 : 479-489, 1996

7.	 Su Y, Yuki M, Otsuki M : Prevalence of stroke-related sar-
copenia : A systematic review and meta-analysis. J Stroke 
Cerebrovasc Dis 29 : 105092, 2020 

8.	 Yoshimura Y, Wakabayashi H, Bise T, Nagano F, Shimazu 
S, Shiraishi A, Yamaga M, Koga H : Sarcopenia is associat-
ed with worse recovery of physical function and dysphagia 
and a lower rate of home discharge in Japanese hospitalized 
adults undergoing convalescent rehabilitation. Nutrition 
61 : 111-118, 2019

9.	 Park JG, Lee KW, Kim SB, Lee JH, Kim YH : Effect of 
decreased skeletal muscle index and hand grip strength on 
functional recovery in subacute ambulatory stroke patients. 
Ann Rehabil Med 43 : 535-543, 2019 

10.	 Abe T, Iwata K, Yoshimura Y, Shinoda T, Inagaki Y, Ohya 
S, Yamada K, Oyanagi K, Maekawa Y, Honda A, Kohara 
N, Tsubaki A : Low muscle mass is associated with walking 
function in patients with acute ischemic stroke. J Stroke 
Cerebrovasc Dis 29 : 105259, 2020

11.	 Yoshimura Y, Wakabayashi H, Bise T, Tanoue M : Prev-
alence of sarcopenia and its association with activities of 
daily living and dysphagia in convalescent rehabilitation 
ward inpatients. Clin Nutr 37 : 2022-2028, 2018 

12.	 Ohyama K, Watanabe M, Nosaki Y, Hara T, Iwai K, Mokuno 
K : Correlation between skeletal muscle mass deficit and 
poor functional outcome in patients with acute ischemic 
stroke. J Stroke Cerebrovasc Dis 29 : 104623, 2020

13.	 Yamada M, Yamada Y, Arai H : Comparability of two rep-
resentative devices for bioelectrical impedance data acquisi-
tion. Geriatr Gerontol Int 16 : 1087-1088, 2016 

14.	 Bosy-Westphal A, Danielzik S, Dörhöfer RP, Later W, Wiese 
S, Müller MJ : Phase angle from bioelectrical impedance 
analysis : population reference values by age, sex, and body 
mass index. JPEN J Parenter Enter Nutr 30 : 309-316, 
2006

15.	 Lukaski HC, Kyle UG, Kondrup J : Assessment of adult 
malnutrition and prognosis with bioelectrical impedance 
analysis : phase angle and impedance ratio. Curr Opin Clin 
Nutr Metab Care 20 : 330-339, 2017 

16.	 Bise T, Yoshimura Y, Wakabayashi H, Nagano F, Kido 
Y, Shimazu S, Shiraishi A, Matsumoto A : Association 
between BIA-derived Phase Angle and sarcopenia and 
Improvement in Activities of Daily Living and Dysphagia 
in Patients undergoing post-stroke Rehabilitation. J Nutr 
Health Aging 26 : 590-597, 2022

17.	 Yamada M, Kimura Y, Ishiyama D, Nishio N, Otobe Y, 
Tanaka T, Ohji S, Koyama S, Sato A, Suzuki M, Ogawa H, 
Ichikawa T, Ito D, Arai H : Phase Angle Is a Useful indi-
cator for Muscle Function in Older Adults. J Nutr Health 
Aging 23 : 251-255, 2019 

18.	 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 imped-
ance analysis is a useful indicator of muscle quality. J 
Cachexia Sarcopenia Muscle 13 : 180-189, 2022

19.	 Tanaka H, Kitamura G, Nankaku M, Taniguchi M, Shide 
K, Fujita M, Ida M, Oshima S, Kikuchi T, Maki T, Ikeguchi 



154 H. Ohmae, et al.  Phase angle and post-stroke outcome

R, Miyamoto S, Takahashi R, Inagaki N, Matsuda S, 
Ichihashi N : Association of physical activity and nutritional 
intake with muscle quantity and quality changes in acute 
stroke patients. J Stroke Cerebrovasc Dis 31 : 106442, 2022 

20.	 Katrak PH, Black D, Peeva V : Do stroke patients with 
intracerebral hemorrhage have a better functional outcome 
than patients with cerebral infarction? PM R 1 : 427-433, 
2009 

21.	 Paolucci S, Antonucci G, Grasso MG, Bragoni M, Coiro P, 
De Angelis D, Fusco FR, Morelli D, Venturiero V, Troisi E, 
Pratesi L : Functional outcome of ischemic and hemorrhagic 
stroke patients after inpatient rehabilitation : a matched 
comparison. Stroke 34 : 2861-2865, 2003

22.	 van Swieten JC, Koudstaal PJ, Visser MC, Schouten HJ, 
van Gijn J : Interobserver agreement for the assessment of 
handicap in stroke patients. Stroke 19 : 604-607, 1988 

23.	 Buvarp D, Viktorisson A, Axelsson F, Lehto E, Lindgren L, 
Lundström E, Sunnerhagen KS : Physical activity trajecto-
ries and functional recovery after acute stroke among adults 
in Sweden. JAMA Netw Open 6 : e2310919, 2023

24.	 Barbosa-Silva MCG, Barros AJD, Wang J, Heymsfield SB, 
Pierson RN Jr : Bioelectrical impedance analysis : popula-
tion reference values for phase angle by age and sex. Am J 
Clin Nutr 82 : 49-52, 2005

25.	 Abe T, Yoshimura Y, Imai R, Yoneoka Y, Tsubaki A, Sato 
Y : Impact of phase angle on physical function in patients 
with acute stroke. J Stroke Cerebrovasc Dis 30 : 105941, 
2021

26.	 Nogueira RG, Jadhav AP, Haussen DC, Bonafe A, Budzik 
RF, Bhuva P, Yavagal DR, Ribo M, Cognard C, Hanel RA, 
Sila CA, Hassan AE, Millan M, Levy EI, Mitchell P, Chen 
M, English JD, Shah QA, Silver FL, Pereira VM, Mehta 
BP, Baxter BW, Abraham MG, Cardona P, Veznedaroglu E, 
Hellinger FR, Feng L, Kirmani JF, Lopes DK, Jankowitz BT, 
Frankel MR, Costalat V, Vora NA, Yoo AJ, Malik AM, Furlan 
AJ, Rubiera M, Aghaebrahim A, Olivot JM, Tekle WG, 
Shields R, Graves T, Lewis RJ, Smith WS, Liebeskind DS, 
Saver JL, Jovin TG ; DAWN Trial Investigators : Throm-
bectomy 6 to 24 hours after stroke with a mismatch between 
deficit and infarct. N Engl J Med 378 : 11-21, 2018

27.	 Stolwyk RJ, Mihaljcic T, Wong DK, Chapman JE, Rogers 
JM : Poststroke cognitive impairment negatively impacts 
activity and participation outcomes : A systematic review 
and meta-analysis. Stroke 52 : 748-760, 2021 

28.	 Kanda Y : Investigation of the freely-available easy-to-
use software “EZR” (Easy R) for medical statistics. Bone 
Marrow Transplant 48 : 452-458, 2013 

29.	 Toyoda K, Yoshimura S, Nakai M, Koga M, Sasahara Y, 
Sonoda K, Kamiyama K, Yazawa Y, Kawada S, Sasaki M, 
Terasaki T, Miwa K, Koge J, Ishigami A, Wada S, Iwanaga 
Y, Miyamoto Y, Minematsu K, Kobayashi S ; Japan Stroke 
Data Bank Investigators : Twenty-year change in severity 
and outcome of ischemic and hemorrhagic strokes. JAMA 
Neurol 79 : 61-69, 2022

30.	 Kelly PJ, Furie KL, Shafqat S, Rallis N, Chang Y, Stein 
J : Functional recovery following rehabilitation after hem-
orrhagic and ischemic stroke. Arch Phys Med Rehabil 
84 : 968-972, 2003 

31.	 Irisawa H, Mizushima T : Correlation of body composition 
and nutritional status with functional recovery in stroke 
rehabilitation patients. Nutrients 12 : 1923, 2020 

32.	 Park S, Kim J, Kim Y, Kim MW : Correlation of body com-
position via bioelectrical impedance analysis and motor 
function and recovery of upper extremity in patients un-
dergoing stroke rehabilitation. Brain Neurorehabil 15 : e20, 
2022

33.	 Maeda H, Imada K, Ishida K, Akima H : Quadriceps thick-
ness and echo intensity predict gait independence in individ-
uals with severe and mild hemiparetic stroke. Eur Neurol 
83 : 167-173, 2020 

34.	 Akazawa N, Kishi M, Hino T, Tsuji R, Tamura K, Hioka A, 
Moriyama H : Increased intramuscular adipose tissue of the 
quadriceps is related to decreased activities of daily living in 
patients who have had a stroke. Nutrition 90 : 111277, 2021

35.	 Dávalos A, Ricart W, Gonzalez-Huix F, Soler S, Marrugat 
J, Molins A, Suñer R, Genís D : Effect of malnutrition after 
acute stroke on clinical outcome. Stroke 27 : 1028-1032, 
1996 

36.	 Yoo SH, Kim JS, Kwon SU, Yun SC, Koh JY, Kang DW : Un-
dernutrition as a predictor of poor clinical outcomes in acute 
ischemic stroke patients. Arch Neurol 65 : 39-43, 2008 

37.	 Charlton K, Nichols C, Bowden S, Milosavljevic M, Lambert 
K, Barone L, Mason M, Batterham M : Poor nutritional 
status of older subacute patients predicts clinical outcomes 
and mortality at 18 months of follow-up. Eur J Clin Nutr 
66 : 1224-1228, 2012 

38.	 Alaverdashvili M, Caine S, Li X, Hackett MJ, Bradley MP, 
Nichol H, Paterson PG : Protein-energy malnutrition exac-
erbates stroke-induced forelimb abnormalities and dampens 
neuroinflammation. Transl Stroke Res 9 : 622-630, 2018

39.	 Uemura K, Yamada M, Okamoto H : Association of Bio-
impedance phase angle and prospective falls in older adults. 
Geriatr Gerontol Int 19 : 503-507, 2019 



155The Journal of Medical Investigation   Vol. 72  February  2025

Supplementary Figure 1.　Scatter plots showing correlation between PhA assessment from onset and PhA values in 
males (a) and females (b). No correlation was found between days to measurement and PhA values for both males (r = -0.012, 
p = 0.089) and females (r = -0.016, p = 0.882).
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