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Meanwhile, the 153 former users may have benefited from the fact that such information
had already been gathered in the institution as they had started using services before the
system was launched. However, no trend toward a decrease in the number of communica-
tion/recording tasks was observed among these users. The introduction of the elderly care
insurance system has undoubtediy brought about some increase in communication tasks.
For example, the system requests preciseness in procedure such as the preparation of care
plans and the management of nursing service provision, both of which necessarily involve
more frequent information exchanges. Also, following the adoption of the system, changes
in the type and frequency of services made by users may trigger an increase in commu-
nication/recording tasks. According to a report, daycare service provisions increased and
short-stay service decreased after the system was introduced in Japan (Miyatake, 2001),
and this could also be the case in the subject institution. Changes in users’ choices from
short-stay service to daycare may prompt an increase of communication/recording tasks
because the latter is provided per day and requires more information exchange among staff
in comparison with the former. The types and frequency of services in use were not studied
in this research. However, an increase in daycare and a decrease in short-stay were observed

in the category of utilized services in this research, in agreement with the above-mentioned
report.

4.2. Time of occurrence of communication/recording tasks

Firstly, communication tasks were observed more often in the 8:00-11:00 and 14:00-
17:00 time periods. The subject institution is open from 9:00 to 16:30, and at 8:30-9:00 and
16:00-16:30, short staff meetings are held for the purpose of exchanging information on
short-stay users. The peaks of occurrence of communication/recording tasks in the moming
and the afternoon fall respectively around the opening and closing times of this institution,
presumably because of these correspond to those times when greater information exchange
occurs and patient updates are provided.

Secondly, there are various possible factors behind the steep increase in the number of
communication/recording tasks in the 8:00-9:00 and 10:00-11:00 time periods. As men-
tioned above, these periods fall around the opening time of the institution, In fact, it is
inferable that the 8:00-9:00 period corresponds to the time when patient updates and infor-
mation exchanges take place before opening.

Regarding job types of staff, a more prominent increase in the number of professional
carers was noticed as compared to other staff. This suggests that the introduction of the
new insurance system may have increased the number of communication/recording tasks
performed by the professional carers during specific periods of time. Meanwhile, some
reports have indicated that a greater number of inpatient falls occurred during those periods
of time when the nurses were busy performing a communication or recording task (Taira
et al., 1999; Kanemura et al., 2000). In facilities where nursing care services are also
provided, the rush of communication tasks may deteriorate the quality of nursing services
and increase the risk of accidents on the part of users. It thus appears necessary to take
some measures to prevent such concentration of communication tasks. However, this study
is limited in the sense that it does not shed adequate light on the burden put on the professional
carers for the following reasons: (1) the study focused on the number of communication

449



112 Y. Hirakawa et al./ Arch. Gerontol. Geriatr, 38 (2004) 101-113

tasks, not the needed time for a task to be performed, (2) the study did not take into account
the number of such tasks performed by each professional carer, and (3) the number of
professional carers rose from 72 to 78 between the two sessions of this research.

Regarding communication route, significantly more staff-staff communication and less
staff-form recording were observed in the 8:00-9:00 period. In terms of tools, including
form of communication, a prominent increase in face-to-face conversation was recorded.
This suggests that information exchange in the form of direct conversation among the
staff increased. In the 10:00-11:00 period, however, the rate of staff-staff communication
decreased. The use of voicemail, keyboard and reference to records seemed to decrease the
rate of direct conversation and staff-staff communication. In terms of tools, a significant
increase was seen in the use of voicemail and keyboard as well as reference to records, and
the rate of direct conversation in all communication/recording declined. The promotion of
the use of such tools in the 8:00-9:00 period also can be expected to curb the rate of increase
of communication/recording tasks.

With respect to contents, the following were observed: a decrease of information and
an increase of report and confirmation in the 8:00-9:00 period, as well as a decrease of
information and an increase of instruction in the 10:00-11:00 period. The possible rea-
sons for the decrease of information in both periods are: (1) the call for a more precise
implementation of care plans following the introduction of the system, (2) the increased
number of reports and confirmation in place of information, and (3) the diminished ne-
cessity for simultaneous communication such as short staff meetings to share informa-
tion thanks to IT driven devices. Meanwhile, the increase of report, confirmation and
instruction around the opening time is presumably due to the preciseness requested by

the new insurance system both in the contents of tasks and the time to provide
services.

4.3. Possibility of applying information technology

The outcome of this research highlights the necessity for greater operating efficiency
of communication/recording tasks. IT driven devices such as groupware are effective as
they facilitate sharing, storage, retrieval and reutilization of information (Shintani, 2000;
Nishimura, 2001; Rowe and Brimacombe, 2003). In this research, an increase of report,
confirmation and instruction was observed in terms of content of communication. The use
of IT driven devices on users and individual progress reports may help reduce the need
for report and confirmation (Rowe and Brimacombe, 2003). Also, instruction can be more
efficiently conducted when past instructions have been easily stored and can be retrieved
and reutilized as needed.

Moreover, when IT driven devices are used, the staff can work more freely with less
restrictions of time or space (Nishigaki, 1994; Nishimura, 2001). IT devices also contribute
to alleviate the rush of communication/recording tasks, as previously suggested in this
research.

Other benefits of IT systems can also be expected for users as the time normally devoted
to communication tasks may be spent on the nursing service itself.

Although the use of IT is undoubtedly beneficial, as demonstrated above, we should
nevertheless solve some of the most pressing disincentives which include cost, safety, staff
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education, and delayed development of user-friendly peripheral tools, in order to efficiently
apply IT driven devices.
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Background: Percutaneous endoscopic gastrostomy (PEG) has been widely acknowl-
edged as a safer method for enteral feeding; however, its long-term impact on prognosis
and quality of life in elderly patients is not sufficiently understood. There are issues still to
be studied regarding the indications for PEG, due to the lack of convincing evidence that
it reduces expected complications such as aspiration pneumonia or for improving the
prognosis of patients with severe dementia.

Method: In this study we investigated the survival rate after PEG and the families’ sat-
isfaction in 78 inpatients who underwent PEG. We conducted the investigation by sending
questionnaires to the families.

Results: The resulis for the 69 cases (88%}) in which the patient recovered showed that
the T-year survival rate was 64.0%, and the 2-year survival rate was 55.5%. Fifty-three per
cent of patients’ families indicated overall satisfaction regarding of PEG.

Conclusions: The survival rates were relatively higher than those from previously
reported studies. This may be attributed to variations in patients’ clinical, socio-economic,
or cultural backgrounds in therapeutic interventions. We recognized the importance of
clarifying factors that would affect the living and functional prognosis and quality of life in
elderly patients who underwent PEG, The indications for PEG are based on a compre-
hensive assessment of the relevant factors in individual cases, and by taking patients’ and

families” wishes into consideration.

Keywords: gastrostomy, personal satisfaction, survival rate.

Introduction

Recently, as the technique of enteral nutrition has devel-
oped, it has helped patients with dysphagia caused by
stroke, neurological degenerative disorders etc., to sur-
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vive longer. Percutaneous endoscopic gastrostomy
(PEG) is a widely-used method for introducing a gas-
trostomy tube to enable enteral feeding in patients who
are unable to eat. Since it was first described by Gaud-
erer et al. in 1980,' PEG has spread widely and rapidly,
including in Japan. The operation is comparatively safe
and once successfully performed, nutrition can be
administered in a reliable way. Although many reports
regarding the utility of PEG have been published, some
studies have indicated that PEG did not reduce the risk
of aspiration pneumonia and did not improve the life
expectancy of patients with high cognitive disorders.
Because PEG is an invasive therapy, physicians should
consider the risks and benefits of the operation carefully
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and should confer with the patient and the patient’s
family, giving them adequate information before obtain-
ing their agreement to the operation.

Although the short-term benefits have been well doc-
umented, the long-term survival rate is still unclear. In
the present study we investigated the long-term survival
rate and the families’ satisfaction after PEG retrospec-
tively in a general hospital.

Materials and methods

The data were collected in Anjo-Kosei Hospital, which
is a key general hospital in the west Mikawa area. The
hospital has 680 beds, and is mainly used for the treat-
ment of acute diseases. We collected data retrospectively
from patients who underwent PEG from February 1998
to August 2000. The questionnaire was sent to patients
or their families in February 2001. The shortest period
of follow-up for the dead cases and survivors, were 4
days and 157 days respectively. The longest period of
follow-up was 1078 days among survivors. The ques-
tionnaire consisted of five questions: (i) Is the patient
alive or dead? (ii) (If the patient is already dead) When
did the patient die? (iii) Was the patient admitted to the
hospital because of pneumonia after PEG? (iv) Are fam-
ily satisfied with PEG placement? (v} Who is the main
caregiver?

In all cases, PEG (n=78) was performed on patients
who were unable to eat due to dysphagia or highly cog-
nitive impairment. In every patient, PEG was inserted by
a pull-through method, using the BARD Fastrack PEG
kit (Medicone Inc., Osaka). A complete esophagogas-
troduodenoscopy was performed with PEG in each
patient. The point at which to perform gastrostomy was
chosen by finger-pushing and transillumination of the
abdominal wall, and confirmed by X-ray.

Statistical analysis was performed by using Statview
(SAS Inc., Cary, NC). The non-parametric data were
analyzed by the Mann~Whitney test for more than two
groups, and by Fisher's exact test between two groups.
Survival rates were analyzed by Kaplan-Meier's survival
curve, and differences between the groups in survival
curves were assessed with the log-rank test.

Results

We received 69 replies out of 78 questionnaires (88%).
All of the 69 answered the guestion as to whether the
patient was alive or dead, with 40 patients still alive and
29 patients dead. We learned from their charts that three
of the nine patients who did not reply were alive and five
were dead, but one had no follow up information what-
ever. The mean age of the patients when PEGs were per-
formed was 75.7 £ 14.1 (mean £ 5D) years.

In the present study, the most common disease lead-
ing to the performance of PEG was cerebrovascular dis-
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ease, Fifty-one of 69 patients (65%) had suffered from
this disease. As for the rest, there were 11 patients (14%)
with neurodegenerative disorders (two with Parkinson’s
disease, two with amyotrophic lateral sclerosis, two with
senile dementia of the Alzheimer’s type, one each with
olivopontocerebellar atrophy/Creutzfeldt-Jakob disease/
Pick’s disease/adrenoleukodystrophy, six patients (8%)
with hypoxemia due to cardiac arrest or complications
from heart surgery, three patients (4%) with brain
tumeors, two patients with (2 %) malignancy, two patients
{2%) with pneurnonia, and three (4%) suffering from
other diseases (polymyositis/dermatomyositis, renal fail-
ure, Down'’s disease). In two cases, the patient suffered
from peritonitis during the perioperative period, but in
both cases the peritonitis subsided soon after the tube
was withdrawn. One of these two became able to ingest
food orally, while the other’s nasogastric tube is still in
place. Both were alive at the time of the investigation.
No deaths were attributable to the PEG procedure.
Three of the 78 patients died in the first 14 days.

Prognosis

The rate of survival, according to the questionnaire, was
91.3% after 30 days, 64.0% at 1 year, and 55.5% at 2
years. Figure 1 shows Kaplan-Meier's survival curve
after PEG. There were no significant differences in sur-
vival rates between genders (P = 0.764), diseases; stroke
versus non-stroke {P = 0.604), or the presence of pneu-
monia (P = 0.430).

We received 62 answers regarding hospitalization due
to pneumonia after PEG, and among these, 17 patients
(27%) had been admitted.

Satisfaction

We received 64 answers regarding the families’ satisfac-
tion after PEG. Of these 34 families (53%) answered
‘yes’, six families (9%) answered ‘no’, and 24 families
(38%) answered ‘cannot say yes or no." There were no
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Figure 1 Kaplan-Meier's survival curve after percutaneous
endoscopic gastrostormy (PEG). (e, censored (dead) cases «,
uncensored (alive) cases.)
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significant differences in the families’ satisfaction
among the groups according to patients’ age
(P = 0.690), gender (P = 0.329), the occurrence of pneu-
monia (P =0.268) or the patients’ life or death at the
time of the research (P = 0.060).

Discussion

Recently PEG has become more popular for patients
with dysphagia. PEG is effective for preventing patients
with severe dysphagia from starving; however, it is pos-
sible that some patients undergo the operation against
their desire not to prolong their lives, which causes con-
troversy over the indication of PEG.

Finucane etal. meta-analyzed the prognosis of
patients with severe dementia after PEG, from reports
completed before March 1999.2 They insisted on phy-
sicians’ modesty in performing PEG, as their analysis
could not show a reduction in the occurrence of pneu-
monia or the prolongation of life after PEG. However,
this study was no more than an outline, as their analysis
did not consider the reasons for dementia, the degree of
medication, the type of hospital or other details.

Table 1 shows the results of some leading reports
showing more than a l-year prognosis.*'> These
showed that 1-year survival rates after PEG were 34—
67%. A few reports of this kind can be found in Japan.
Ishimura et al. analyzed the data from 87 of 95 patients
who underwent PEG between 1993 and 1998 in a gen-
eral hospital, and they reported that the 1-year survival
rate was 38.2%, and the 2-year survival rate was
22.2%." We sent a questionnaire to the families of
patients who had undergone PEG, and we received a
high response rate of 88%. Even though the subjects of
the present study were old, the mean age was 75.7 years,
the 1-year and 2-year survival rates were 64.0% and
55.5%, respectively, which are higher than those found
in previous studies. This finding is likely related to the
development of the operation technique or the kind of
medicine used.

Norberg et al. compared the thoughts of nurses on
enteral nutrition for people with severe dementia in the
United States, Australia, Canada, China, Finland, Israel
and Sweden."” There were a few cultural differences in
the results, as most of the nurses except those from
China deemed autonomy the most important factor.
Though it is unclear how the kind of medical practice
may differ among these countries and Japan, it is pos-
. sible that such a difference might affect the indication of
PEG or the prognosis after PEG. ,

Additionally, we investigated the families” satisfaction
after PEG. Families were asked the question ‘Are you
satisfied that your family underwent PEG?’ and over
half of the families answered ‘Yes’. But among the
responses there were some additional negative remarks,
such as, ‘it was inevitable because the patient could not
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eat.’ Because some families visited Anjo-Kosei Hospital
in order to take treatments for themselves, we have to
interpret the results carefully. In particular, it is difficult
to determine the feelings of the patients after PEG
because most of them are not able to communicate due
to the disease. In 1996, Matsushita ez al. asked outpa-
tients whether they would be willing to take enteral
nutrition in the case that they should become unable.

" to eat or communicate due to severe disease.’® They
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reported that only 8.7% of the outpatients showed that
they were willing to take enteral nutrition in such a
state. Although it is not clear how many patients take
enteral nutrition against their will, it is possibly not a
small number. The dissociation between the rate of
patients taking enteral nutrition and their willingness to
accept it might be due to clinical and ethical problems
or to a lack of knowledge about enteral nutrition among
the patients, but there are many clinical and ethical
points to be clarified, such as the effect of enteral nutri-
tion on patients’ quality of life. Just as Kanie et al. inves-
tigated and were able to report an improvement of the
quality of life of patients after PEG,'” we should make
more of an effort to clarify the effects on patients of
enteral nutrition, including PEG, with a view to deter-
mining not only their prognosis of life expectancy but
also their functional prognosis and their quality of life.

In conclusion, we investigated the survival rates of
patients after PEG and their families” satisfaction. The
1-year and 2-year survival rates were relatively higher
than those from previous studies, being 64.0% and
55.5%, respectively. Fifty-three percent of the patients’
families showed overall satisfaction regarding the tak-
ing of PEG. The higher survival rates observed in this
study may be attributed to variations in patients’ clini-
cal, socio-economic or cultural backgrounds in thera-
peutic interventions. We recognize the importance of
clarifying factors that would affect the living and func-
tional prognoses and quality of life of elderly patients
who have undergone PEG. The indication for PEG can
be made based on a comprehensive assessment of the
relevant factors in individual cases, and by taking the
patient’s and the patient's family’s wishes into
consideration.
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Malnutrition of the Elderly: Unrecognized Problem in
Geriatric Medical care Facilities in Japan

Masafumi Kuzuvya, Joji Onist and Akihisa Iguch:

Department of Geriatrics, Nagoya University Graduate School of Medicine

Although it has been well known that malnutrition is an
important predictor of morbidity and mortality in the elderly
and that malnutrition is a frequent and serious problem in ge-
riatric patients, it is not fully known how often malnutrition
was observed in the elderly in geriatric medical care facilities
in Japan. We examine the state of nutritional care for the Japa-
nese elderly at geriatric medical care facilities belong to Asso-
ciation of Aichi Healthcare Corporations by sending question-
naires to the facilities. The results from the 46 facilities showed
the high prevalence rate of patients who cannot take in ad-

equate nutrition and are receiving tube feeding. Although the
high prevalence rate of malnutrition was recognized in the
facilities, the medical staffs do not sufficiently beware of their
nutritional problem. Many elderly patients receive less than
optimal nutritional care while hospitalized. The adequacy of
the nutritional care routinely provided to elderly at geriatric
medical care facilities is an important issue,

Key words: malnutrition, elderly, geriatric medical care
facilities, nutritional care
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