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Fig. 1. Reduction of symptoms after half-solid enteral nutrition via PEG.

simply solidifying nutrients, the symptoms due to gastro-
esophageal reflux (GER) after PEG tube placement were
relieved, and the leakage of nutrients from the PEG tube
insertion site was alleviated.

Methods

An 83-year-old woman presented with regurgitation of enteral
nutrients and recurrent respiratory infections after PEG placement.
The patient suftered a cerebral infarction, and underwent PEG inser-
tion on May 4, 2001, at aloca! hospital, After commencing PEG tube
feeding, the following symptoms repeatedly occurred: regurgitation
of the enteral feed; leakage of nutrients from the PEG tube insertion
site; vomiting followed by pyrexia; dyspnea during the administra-
tion of nutrients, and pneumonia confirmed by chest X-ray. The
pattent often showed facial signs of discomfort during the feed
administration. Liquid enteral nutrients were given in a sitting posi-
tion at all times.

As the complications gradually became more frequent in occur-
rence, on October 21, 2001, we commenced giving her half-solid
enteral nutrients which were prepared by mixing market-available
enteral nutrients and agar powder. Half-solid nutrients were pre-
pared by mixing 5 g agar powder with 500 mlliquid nutrients diluted
with the same volume of water (1,000 m] total volume). The mixture
was distributed into 50-ml syringes and kept in a refrigerator until it
was administered via the PEG tubing. The mixture was not liquefied
in the stomach due to body temperature. The administration of half-
solid nutrients was made by injecting them into the stomach en bloc
(injection time <5 min). The patient was not forced to remain in a
sitting position during and after the administration.
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Results

The symptoms, other than pyrexia, disappeared imme-
diately after the administration of half-solid nutrients,
and pyrexia vanished 2 weeks later. Also, the signs of dis-
comfort during the feed administration were no longer
noted. We followed the patient for up to 6 months after
the start of the half-solid enteral nutrients, and observed
no recurrence of the symptoms (fig. 1). At present (Febru-
ary 2004), the patient still remains in a stable condition
and no longer suffers from the complications observed
before the commencement of half-solid nutrients.

Discussion

PEG feeding is accompanied by unique complications,
which occur over a long-term clinical course [1-3]. An
increase in vomiting is one of the most commeon compli-
cations {4]. GER is clinically manifested by recwrrent
vomiting or aspiration. The mechanism by which GER
increases in frequency has not yet been clarified.

Ogawa et al. [5, 6] suggested that since the stomach
cannot move independent of the abdominal wall after the
formation of a gastric fistula, enteral nutrients remain in
the stomach longer, thereby increasing the chance of
GER. Gastrin, a potent facilitator of peristaltic move-
ment, may not be sufficiently induced by the distension of
the stomach seen with slow infusion rates of liquid
nutrients. Thus enhanced GER may eventually result.
Since the nutrients can be administered in a short time by
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our method (<5 min), the stomach wall is expected to be
distended to a greater degree and thus stimulate peristal-
tic movement.

Another disadvantage of slow feed infusion is that
patients are forced to remain in a sitting position for long
periods while the nutrients are administered, which is
unfavorable in terms of the prevention of decubitus
ulcers, which are commonly found in patients with PEG
feeding,

One of the late complications after PEG tube place-
ment is leakage from the PEG tube insertion site. Thisis a
difficult problem to cope with. There are two causes of
leakage: inappropriate fixation of the bumper {including
the so-called buried bumper syndrome [7]), and a de-
crease in the elasticity of the fistular opening, which
develops over a long period after PEG placement [8]. The
leakage resulting from a decrease in ¢lasticity is intracta-
ble. Simply increasing the tube diameter cannot solve this
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The Relationship Between Functional
Disability and Depressive Mood in Japanese
Older Adult Inpatients

Joji Onishi, MD, Hiroyuki Umegaki, MD, PhD, Yusuke Suzuki, MD, PhD Katsuhiko Uemura, MA,
Masafumi Kuzuya, MD, PhD, and Akihisa Iguchi, MD, PhD

ABSTRACT

Depression is commonly found in older adult patients and is often associated with handicaps. The authors adminis-
tered the Comprehensive Geriatric Assessment (CGA), including basic activities of daily living (BADL), instrumental
activities of daily living (IADL), Mini-Mental State Examination (MMSE), Geriatric Depression Scale (GDS)-15, and a
socioenvironmental questionnaire to 198 patients who were admitted to Nagoya University Hospital, to examine the
relationship between depressive mood and various physical and socioenvironmental outcomes. The overall GDS-15
score was correlated with the BADL and IADL. The factor analysis extracted 4 factors from the GDS-15 subscales. The
factors labeled “loss of morale and hope™ and “memory loss and reduction of social activity” were highly correlated with
both ADLs, social variables, and the MMSE score. The results reveal that factor analysis of GDS-15 will help in under-
-standing the etiology of depressive mood, thereby contributing to better therapeutic approaches. (f Geriatr Psychiatry

Neurol 2004; 17:93-98)

Keywords: depressive mood; Geriatric Depression Scale; Comprehensive Geriatric Assessment; factor analysis

Depression is one of the most insidious problems faced by
older adults, and its incidence is increasing with the
growth of an aging population. Koenig and Blazer reported
that the prevalence of major depression was about 1%
among community-dwelling older adults and that less
severe depressive disorder was present in over 25%." More-
over, they reported that the rate of major depressive dis-
order in older adult hospitalized patients with illness was
more than 10 times greater than that of the unhospital-
ized aging population. Depression is not only psychologi-
cally traumatic but also quite costly® because it is related
to psychosomatic geymptoms resulting in a higher fre-
quency of examination and preseription of drugs. Fur-
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thermore, depression also decreases the morale of older peo-
ple and increases the risk of being housebound. Although
it is very important to adequately diagnose and treat
depression in its early stage, it often remains unrecognized
or untreated.’ One of the main reasons for this is that
depressive symptoms often resemble those of the aging
process itself, such as progressive cognitive deterioration
or physical disabilities.!

The Geriatric Depression Scale (GDS) is a self-admin-
istered questionnaire with 30 items® and is recommended
by the Royal College of Physicians and British Geriatrics
Society as a valid screening method for depression in older
adults.® A short form of the GDS (GDS-15) was developed
later” and was translated into Japanese.® The validity
and reliability of the GDS-15 have been confirmed in both
community and hospital settings.*! Several studies have
subjected the GDDS-15 data to a factor analysis, which is
a statistical technique to analyze interrelationships within
a set of variables, resulting in the construction of a few
hypothetical variables. To our knowledge, however, there
has been only 1 study involving factor analysis of the
Japanese version of the GDS-15, reported by Schreiner et
al in poststroke patients.'” In addition, there have been few,
studies demonstrating the relationship between GDS-15
factor loading and disabilities in the older population.

a3



94 Journal of Geriatric Psychiatry and Neurclogy / Vol. 17, No. 2, June 2004

The GDS-15 is included as one of the components in
the Comprehensive Geriatric Assessment (CGA), a tool
developed in the late 1980s*™ to assess not only medical
conditions but also overall functional status with respect
to physical, psychological, and social problems of the older
adults.

Although it is well known that depressive mood is often
associated with functional disabilities, the mechanism by
which the disabilities cause depressive mood in the older
adults remains unclear. We hypothesized that some vari-
ables associated with functional disability may be associ-
ated with depressive mood. Therefore, we investigated
the relationship between depressive mood and physical
health and socicenvironmental variables in older adult in-
patients, In addition, we attempted to clarify the structure
of depression by performing a factor analysis of the
GDS-15.

METHODS

Subjects

Among 355 consecutive patients aged 65 and older (mean
age = SD: 77.3 + 6.8) who were admitted to Nagoya Uni-
versity Hospital between July 1998 and August 2001,
patients who were admitted to nongeriatric wards were not
included due to the absence of experienced CGA assess-
ment team in the wards. Also, patients with communica-
tion impairments due to problems such as severe dementia
or consciousness disturbance and patients under intensive
care were not included in the study. If a patient was admit-
ted more than once during the study period, enly the data
from the first admission was used for this analysis. As a
result, 198 older adult patients in total were included in
the study.

Measurements

The CGA was administered within a week after admission.
The CGA included height; weight; Body Mass Index (BMI);
blood pressure; basic activities of daily living (BADL),
which were measured with the Barthel Index"; instru-
mental activities of daily living (IADL) using Lawton’s
scale™®; Mini-Mental State Examination (MMSE)'"; GDS-
15; hearing ability and vision; communicative competence;
and living environment including socioeconomic status. We
scored IADL by 5 items (IADL-5), excluding food prepa-
ration, housekeeping, and laundry items from the Lawton’s
scale because the study samples included male patients,
who did not normally perform these activities. The low
scores of BADL and JADL-5 indicate greater functional dis-
ability. The GDS-15 is scored so that higher scores indi-
cate a greater degree of depressive mood. The recent
research clarified that the sensitivity of the GDS-15 was
97.3% and the specificity was 95.9% for screening major
and minor depression when the cut-off score was set at 6/6+
in the Japanese geriatric population.'® Socicenvironmen-

tal status was assessed by Ozawa’s scale,’ which includes
items on economic, marital, family status, and the rela-
tionship between the patient and his or her family. The
GDS-15 was self-administered by the patient. The attend-
ing nurse collected all other information by interview
and/or assessment.

Statistical Analysis

Correlation coefficients were calculated by Pearson’s
method for parametric data and Spearman's for non-
parametric data. We used the chi-square test with Yates
correction and Fisher's exact test for categorical compar-
isons of the data. Differences in the means of continuous
measurements between genders were tested using the
Student’s £ test. In addition, after nonparametric data in
the CGA were categorized into 2 groups (subjects with and
those without a problem with respect to each parameter
measured), the means of the continuous measurements
between the groups were also compared by Student’s ¢ test.
The internal consistency of the GDS-15 was calculated with
Cronbach’s alpha. Principal component analysis for the
GDS-15 was performed with an eigenvalue of 1.0 or more
as the extraction criterion, and factors were identified
after Varimax rotation. The factor score, which shows the
power of a factor’s contribution, was caleulated by regres-
sion method, which cumulated factor loadings of all items
of GDS-15. In the present study, a higher score indicates
a greater contribution of the factor to depressive mood. Dif-
ferences in continuous variables among the disease groups
were determined by 1-way analysis of variance (ANOVA).
Tukey’s test was used for multiple comparisons when
homoskedasticity was assumed by Levene’s method, and
Dunnet’s test was performed when homoskedasticity was
not assumed. Multiple regression analysis, using the equa-
tion-building method with the variables of significant
measures detected in the univariate analysis, was con-
ducted to identify the variables contributing to GDS-156
scores. Values of P < .05 were considered to indicate sta-
tistieal significance; all tests were 2-tailed. All statistical
analyses were performed on a persenal computer with
the statistical package SPSS for Windows (Version 11.0
SPSS, Chicago).

RESULTS

Table 1 reports CGA variables for all patients, according
to their diagnostic category. The mean GDS-15 score of all
patients was 5.9 + 3.8 §D, and 39.3% of the patients had
scores above 6. The homoskedasticities were assumed in
age, systolic blood pressure, BADL, JADIL-5, and GDS-15,
but not in BMI or MMSE. Significant intergroup differences
were observed on the BADL and IADL-5, but not in BMI,
MMSE, or GDS-15. The BADL score in patients with dia-
betes mellitus was higher than that in patients with col--
lagen disease (P = .005), and the IADL-5 score in patients
with diabetes mellitus was higher than that in patients
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Table . Mean Values & Standard Deviation of Comprehensive Gerfatric Assessment (CGA) Variables by Admitting Diagnosis
Admitting Diagnosis n (%} Age BMI (kg/m?®) sBP {mm Hg) BADL tADL-5 MMSE GDS-15 GDS =6
Neurological disease 40{20%}) 765+6.6 209+39 1285+23.7 16941 40213 249x45 63237 42%
Cardiovascular disease 36{(18%) 71.7x84 23.5+3.8 1328200 180437 40x£13 260243 5740 38%
Diabetes mellitus 34{(17%) 742153 23531 1383+ 194 19.0+30* 45+09* 26635 4635 27%
Psychological disease 20010%) 78.5+6.5 200+£3.4 1385+223 179+3.0" 3.1x19* 224149 76+38 15%
Gastroenterological disease 14 (7%) 7883+68 211x48 1323+141 182+32* 422089 259238 5947 64%
Coltagen disease 12 (6%) 777 +£51 21.6+x4.0 13354206 142+65% 33217 237247 54+27 17%
Infectional disease 11 (6%) 83147 19.9+£3.0 1220x157 185+08 4804 2723:£28 28118 0%
Others 31 {16%) 78.0x 76 20.7+35 14242290 180£3.9 43171 261x41 63240 43%
Total 198 (100%) 77.3+6.8 219+38 12391217 178+3.8 41+13 255143 69+38 39%

Note: BMI = body mass index, s8P = systolic blood pressure, BADL = basic activities of daily living, IADL = instrumental activities of daily living, MMSE = Mini-Mental State Examina-

tion, GDS = Geriatric Deprassion Scals.
*P < 05.

Tahle 2. Principal Components {Varimax) Factor Analysis
of the Geriatric Depression Scale-15 ’

Factor4
Factor 2 Factor3 Memory Loss

Apathy Lossof and Reduction
Factor 1 and Hopeand  of Social
ftems Unhappiness Anxiety Morale Activity
1. Satisfied 0.708 0.270 0.061 -0.266
2. Dropped activities  0.058 0.646 0.350 =0.020
3. Emptiness 0.299 0.621 -0.134 0.179
4. Often bored 0.151 0.675 0.140 0.233
5. ln good spirits 0.627 - 0216 0.129 0.216
6. Afraid something
bad will happen 0.336 0.572 0.163 —0.100
7 Feels happy 0.769 0.027 0.128 0.101
8. Often feels
helpless -0.186 0.536 0.433 0.013
9, Prefers to stay in 0.009 0.095 0.385 0.445
10. More problems
with memory
than most 0.082 0.074 0.043 0.805
1. Wonderful to be
alive 0.553 0.077 0.458 0.033
12, Feels worthless 0.348 0.108 0.605 0.242
13. Full of energy 0.061 0.063 0.753 0.002
14. Feels situation is
hopeless 0.270 0.235 0.679 0.080
15. Most people better
off than self 0.437 0.396 0.013 0.368
Explained variance 2.4 2.2 2.2 1.2
Cumulative percentage
of variance explained 16.6 315 46.3 54.8

Note: The factor score was caleulated by regression method, which cumulated factor load-
ings of all items of GDS-15. Loadings in italic bold indicate those selectad 1o define the
factor.

with psychological disease (P = .009). The patients with psy-
chological disease showed the highest mean score of GDS-
15, (7.6 + 3.8 SD). No significant intersex difference was
observed in all parameters examined. Antidepressants
had been administered to 7.2% of all patients, and to 9.0%
of the patients with a GDS-15 score greater than 6.

The internal consistency of GDS-15 was found to be
satisfactory, Cronbach’s alpha being .83. Factor analysis
of GDS-15 extracted 4 factors, whose loading values are
shown in Table 2. The cumulative percentage of variance

Table 3. Correlation Between Geriatric Depression Scale-15,

Extracted Factors, and Parametric Data

Factor 4
Memory
Factor?2  Factor3 Llossand
Apathy Lossof  Reduction
Factor 1 and Hope and  of Social
Measure GDS-15 Unhappiness Anxiety Marale  Activity
Age 0.123 =0.001 -0.108 0.250** 0.166%
BMI —0.141 0.006 -0,135 -0.121 -0.036
sBP -0.038 —0.260 -0.040 -0.009 -0.101
BADL —0.168* -0.033 -0.044 -0.191+ -0.055
1ADLS =201 =0.076 0.023 ~0.235** -0.066
MMSE  ~0.151* -0.034 0.050 =0.167* —0.214**

Note: Pearson’s rho used for corrglations. BMI = body mass index, sBP = systolic blood
pressure, BADL = basic activilies of daily living, JADL =instrumental activities of daily tiv-
ing, MMSE = Mini-Mental State Examination.

*FPe 05.*'Pe 0L

explained was 57.3%. Factor 1 represented “unhappiness,”
which included the items satisfied, in good spirits, feels
happy, wonderful to be alive, and most people better off than
self. Factor 2, “apathy and anxiety,” was made up of the
items, dropped activities, emptiness, often bored, afraid
something bad will happen, and often feels helpless. Fac-
tor 3, “loss of hope and morale,” included the items feels
worthless, full of energy, and feels situation is hopeless.
Finally, factor 4, “memory loss and reduction of social
activity,” included the items prefers to stay in and more
problems with memory than most.

Pearson’s coefficients of continuous variables are
shown in Table 3. The total GDS-15 score had a significant
negative correlation with IADL-5 (- = —.201, P = .005),
BADL (r =—.168, P = .021),and MMSE (r=—.151, P = 034).
However, there was no significant relationship between the
GDS-15 score and age, BMI, or systolic blood pressure.

The score of factor 3 (loss of hope and morale) corre-
lated positively with age and negatively with IADL-5,
BADL, and MMSE scores, whereas factor 4 (memory loss
and reduction of social activity) showed a significant pos-
itive correlation with age and a significant negative cor-_
relation with MMSE score. However, there was no
significant relationship between the scores of factor 1
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Table 4, Relationship of Nonparametric Data in Comprehensive Geriatric Assessment With the
Geriatric Depression Scale-15 and Extracted Factors
Factor 2 Factor 3 Factor 4
tTast for Apathy Loss of Memory Loss and
Percent Spearmansp Mean Score Factor 1 and Hope and Reduction of
Measurement With Problem  With GD5-15 GDS-15 Unhappiness Anxiety Morale Social Activity
Gender {male/female) - - NS NS NS =0.22/0.17%* NS
BADL (with/without problem]
Grooming 1% - NS NS NS 0.75/-0.08** NS
Feeding 8.1% -0.087 NS NS NS NS NS
Bowel continence 12.2% ~0.062 NS NS NS NS NS
Using toilet 14.2% ~0.122 NS N8 NS NS NS
Ambulation 16.8% -0.102 NS NS NS 0.31/-0.09* NS
Chair/bed transfer 16.8% -0.142 71/5.6* NS NS NS NS
Dressing 172.8% -{.122 NS NS NS NS NS
Biadder control 19.8% -0.097 NS NS NS NS NS
Bathing - 25.0% - 6.9/5.5* NS NS 0.27/-0.12* NS
Using staircase 29.9% -0.271* 7.4/5.2%* NS NS 0.33/-0.17** NS
IADL(with/without problem)
Going outside 10.4% - NS NS -~0.41/0.10% NS NS
Using telephone 11.4% - NS NS NS NS NS
Managing money 20.3% - NS NS NS NS NS
Medication 321% - NS NS ~0.14/0.15* NS NS
Shopping 39.4% - NS NS NS 0.21/-0.15* NS
Physical (with/without problem)
Seeing 23.1% ~0.141% NS NS NS NS NS
Hearing 23.0% -0.091 NS NS NS NS NS
Communication 70% ~0.152* 8.2/5.7* NS NS NS 0.51/-0.48*
Sociat
Economic status {dependent/
independent) - -0.163* NS NS NS NS NS
Marital status {with/without
spouse) -_ -0.148* NS NS NS 0.20/-0.21** NS
Familial status (alone/not alone} — -0.136 7.2/5.6* 0.50/-0.08* NS NS NS
Family relation pwith/without
interaction} - -0.220* NS NS NS 0.71/-0.03* NS

Note: NS = not significant. t-test for mean score cornpared between 2 groups with or without preblem for each item.

*P < .05. **P < .01 Dashes indicate not calculated becausa the ftems hava less than 3 alternatives

(unhappiness) or factor 2 (apathy and anxiety) and other
CGA variables.

The patients were divided into 2 groups depending on
their score for CGA variables. Then we compared the dif-
ference between the GDS-15 factor scores and these 2
groups using Student’s ¢ test. The correlations of non-
parametric data with the score of GDS-15 and the extracted
factors are shown in Table 4. The GDS-15 score had a sig-
nificant negative correlation with BADL (using staircase),
communicative ability, economic and marital status, and
family relationship. Patients having problems in using
the staircase, bathing, chair/bed transfer, and communi-
cation showed a significantly higher GDS-15 score than the
patients without these problems (P < .001,P=.041, P =
.034, P = 028, respectively). Also, patients living alone
showed a significantly higher GDS-15 score than those not
living alone (P = 043). The statistical analysis revealed that
the score of factor 3 (loss of hope and morale) was signif-
icantly higher among women (P = .007). Factor 3 had a
much stronger relationship with some variables of BADL
and TADL-5, such as grooming, using staircase, ambula-
tion, bathing, and shopping, than it did with other factors.
On the other hand, factor 2 (apathy and anxiety) was

inversely correlated with going cutside and managing
medication.

Multiple regression analysis was performed to predict
the score of GDS-15 with significant variables, which were
using stairs, bathing, communicative ability, economic sta-
{us, marital status, familial status, and the total score of
MMSE. This analysis elicited a model with an adjusted B*
of .144 (P < .001) (Table 5).

DISCUSSION

The mean GDS-15 score in this study was 5.9, which was
higher than those in previous studies. In a recent study
of 1343 Japanese community-dwelling older adults, the
mean GDS-15 score was 2.0 and 23.7% scored 6 or higher.”
Meanwhile, Patrick et al reported that the mean score of
hospitalized patients in their geriatric rehabilitation unit
was 3.8 + 2.8 SD.*! The higher GDS-15 scores obtained in
this study may imply that worsening medical conditions
resulting in admission to the hospital relate to increased
depressive symptoms. In particular, the neurological dis-
ease group showed the highest mean GDS-15 score, which™
is in line with findings in previous studies that depression
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Table 5. Coefficients of Regression Model for
Geriatric Depression Scale-15
Standardized
Variable B B T P Value
Using stairs =-2.48 ~0.48 ~4,27 <.001
Bathing 2.59 0.29 2.44 <.001
Communicative ability -0.57 =0.04 -0.555 016
Economic status -0.48 =0.07 -0.917 577
Marital status -0.34 -0.09 -1.28 360
Familial status -1.02 -0.17 -2.17 21
MMSE -0.04 -0.04 ~-0.55 584

Note: MMSE = Miri-Mental State Examination. GDS-15 = =2.48 « {Using stairs) + 2.59 x
{Bathing} - 0.57 x {Communication) - .48 x {Economic tatus) = 0.34 x (Marital status) -
1.02 x {Family status) - 0.04 x MMSE.Total adjusted R 20144, P< 001,

frequently occurs after stroke.’®?>® In the present study,
antidepressants were administered to only 9.0% of the
patients who had a GDS-15 score of greater than 6, which
supports claims that depression is overlooked by clini-
cians, or is not treated adequately.’

The results of this study are consistent with previous
findings that physical disabilities relate to depressive
symptoms.%m In the present study, the GDS-15 score was
negatively correlated with the BADL and IADL, Three
BADL items in particular, using staircase, chair/bed trans-
fer, and bathing, had strong negative correlations with the
GDS-15 score. These results indicate that loss of lower body
strength and impaired mobility may affect patient’s mood.
A possible explanation for the difference is that depressive
mood may be associated with impaired abilities to main-
tain normality in life such as immobility, rather than the
severity of disabilities.

We also found a weak but significantly negative cor-
relation between the GDS-15 and MMSE scores. The find-
ings of previous studies regarding the relationship between
depression and the severity of dementia are varying, which
may be attributable to differences in study design.?®
Although many investigators have reported a deerease in
the frequency of depression in advanced dementia,”* no
such association was found in this study probably because
the cognitive impairment of the patients in this study
was rather mild with mean MMSE score of 25.5 + 4.3 8D,
and no patients with advanced dementia were included.

Liu et al reported that being female, older, and with-
out spouse were related to depressive symptoms among
Chinese older adults.® Our results did not demonstrate
a significant relationship between the GDS-15 score and
either gender or age, but a higher GDS-15 score was sig-
nificantly related with economic dependence, absence of
spouse, and poor family relationship particularly with
Qiving alone.”

Thus far, many researchers have reported on the fac-
tor analysis of GDS-15, but the relationship between the
factors extracted and the physical, psychological, and
socicenvironmental status of the older adults has not been
extensively investigated. We found that factor 3, “loss of

morale and hope,” was highly related with BADL and
TADL. Meanwhile, factor 4, “memory loss and reduction of
social activity,” was related with age and MMSE, although
factor 1 (unhappiness) and factor 2 (apathy and anxiety)
were not correlated with any of those parameters exam-
ined, which means they may be normal aspects of dis-
abled state and hospitalization. Some investigators have
reported that sense of loss or environmental change can
induce depression in the aged.®*3

GDS-15 is often included in CGA, which is a useful tool
to comprehensively assess older adult patients, The meta-
analysis conducted by Stuck et al demonstrated that CGA
was effective in improving mortality and in reducing hos-
pitalization 3* However, there have been few studies using
€GA results to identify specific clinical strategies for
patient care. The present study demonstrates that factor
analysis of GDS-15 helps health care staffs establish bet-
ter therapeutic strategies for depressive mood of older
patients. For example, the present findings suggest that
intervention to assist in coping with the functional impair-
ment may decrease depressive symptoms in subjects suf-
fering from them. However, pharmacological interventions
may be more appropriate for nondisabled patients.

In conclusion, we carried out a structural analysis of
the GDS-15 in older adult inpatients and extracted 4 fac-
tors related with functional disabilities. Factor 3, “loss of
morale and hope,” and factor 4, “memory loss and redue-
tion of social activity,” were highly related with ADL, social
variables, and cognitive impairment. In addition, the
results suggest that factor analysis will allow improved
assessment and medical support of older adult inpatients.
Thus, we believe that the results have indicated an
extended utility of the GDS-15 not only as a simple screen-
ing method for depressive mood but al=o as a tool for bet-
ter therapeutic approaches.
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Context: A growing number of Japanese people have completed advance directives, especially living
wills, even though there is no legislafion recognising such documents and fittle empirical research on
their impact on ¢linical care ot the end of life in Japan.

Objectives: To invesligate physicians’ attitudes about living wills and their experiences with patients
who had completed a living will and later died.

Design: Self administered survey and qualitative study using open question and contfent analysis.
Setting: Japan. ‘

Parthipunts: Physicians known to have cared for o patient who had presented a living will prior 1o
death.

Measurements: The physician’s response to receiving a living will, communication about the living
will, the impact of the living will on clinical care, demographics, -and their opinion on advance direc-
tives, especially living wills.

Main results: Fifty five per cent of respondents approved of advance direcfives in general, and 34%
had more opportunities to communicate with a patient and his/her family after receiving the living will.
Sixty nine per cent of the physicians who received a living will did not, however, change their course
of therapy as a consequence of receiving the living wills. Based on the analysis, we identified three
areas of concern in the comments on living wills: 1) concerns relative to patients, physicians, and fami-
lies; {2) social context, and (3} clinical and administrative concerns. The physicians raised various top-
ics for discussion; they fended to describe the issues from a clinical perspective.
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the expression and enhancement of individual autonomy in

medical decision making at the end of life.)?* Written
advance directives such as living wills and durable powers of
attorney are designed to document patient preferences in
event of the loss of patient decision making capacity, and have
been advocated as a means to enhance patient antonomy in
Japan. In 1992, the Japan Medical Assodation officially
declared that a patient’s advanced request for a death with
dignity should be respected and that persons forgoing and
terminating life support are immune from legal liability.
Advance directives have no legal standing in Japan, however,
and Japanese courts have not recognised the patient’s right to
exercise autonomy in the context of terminal illness. Not sur-
prisingly, advance directives have not become widely adopted
in Japan.

Opinion polls in Japan reveal the general public’s growing
interest in discussing end of life issues with doctors and sup-
port for allowing terminally ill patients to end life sustaining
treatment.** One organisation, the Japan Society for Dying
with Dignity {JSDD), has helped many people to complete a
written living will and many of these individuals have used
thern.® Below is an. example of one such living will drawn up
by the JSDD (box 1).

The number of people who have registered with the organ-
isation has increased exponentially, with membership reach-
ing 93 799 by February 2001. :

In the United Kingdom, the British Medical Association
cautiously approved the introduction of advance directives in
a statement in May 1992.* In addition, the High Court has
recently ruled that advance directives by mentally competent
patients about future treatment are legally binding on doctors.
This followed a landmark judgment on a schizophrenic

In recent decades, Japan has witnessed growing interest in

www.jmedethics.com
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Conclusions: Our idenfified areas of concern should prove helpful in better understanding the clinical
and ethical implications of living wills in Japan.

Box 1 Dying with dignity declaration

{Living will)

To my family, my friends, and my medical attendants:

In preparation for a time when | might face an incurable

iliness and death is near, | declare that my wishes are as

follows:

This declaration is made by me ot a time when | am of

sound mind. Therefore, this is effective and in full force

unless | revoke or withdraw this declaration in writing
while | am mentally sound.

1. I request that medical technology should not be used to
artificially prolong my iife if modem medicine concludes
that my disease is irreversible or incurable and that my
condition is terminal.

2. | request, however, that effective pain reduction should by
fully achieved by any method, such as by the use of narcot-
ics, efc, even though such treatment may shorten my life.

3.1 request that all Iige sustaining procedures be withdrawn if
| lie for several months in a condition known as “persistent
vegetative state”.

I express my heartfelt thanks to all those concerned who

will faithfully comply with my requests. 1 further declare that

| hereby absolve these people from any civil Iiobili?r aris-
ing from any actions taken in response to and in fulfilment
of the terms of this declaration.

Signature:

Date:

patient in Broadmoor Hospital who refused an amputation of
his leg, which prevented doctors from amputating his leg at
that time or in the future.’ There is still, however, no legislation



