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Long-term prognosis and
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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 results for the 69 cases {88%) in which the patient recovered showed that
the 1-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 atiributed 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: gastrostoiny, 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 stilf 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? (i} (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 antalysis was performed by using Statview
{S8AS 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 question 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 % SD) 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
tumors, two patients with (2 %) malignancy, two patients
(2%) with pneumonia, and three {4%) suffering from
other diseases (polymyositis/dermatormyositis, renal fail-
ure, Down's disease). In two cases, the patient suffered
from peritonitis during the perioperative petiod, but in
both cases the peritonitis subsided soon after the iube
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 cutve
after PEG. There were no significant differences in sur-
vival rates between genders (P = 0.764), diseases; stroke
versus non-stroke (P = §.604), or the presence of pneu-
monia {£ = 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

Survival tate

T T T
1] 200 400 600 800 1000
Days ofter PEG

1200

Figure 1 Kaplan-Meier’s survival curve after percutaneous
endoscopic gastrostomy (PEG). (@, censored {dead) cases o,
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 19992 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 nho 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 1-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 guestionnaire to the families of
patienits 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 nuirition 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-Koset Hospital
in order to take treatments for themselves, we have to
interpret the results carefully. In particular, it is difficuit
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
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-
fion on patients” quality of life. Just as Kanie et al. inves-
tigated and were able to report an improvemerit 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 1o 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 atiributed 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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month follow-up

Yoshihisa Hirakawa, Yuichiro Masuda, Takaya Kimata Department of Geriatics, Kazumasa Uemura Depariment of
Internat Medicine, Masafumi Kuzuya and Akihisa Iguchi Department of Geriatics, Nagoya University Graduate School of
Medicine, Nagoya, Aichi, Japan

Received 8th November 2003 returned for revisions 10th March 2004; tevised rmanuscript accepted 30th May 2004,

Objectives: To assess the effects of home massage rehabilitation therapy on the
bed-ridden elderly.

Design: Alternatively allocated trial.

Setting: Subjects’ homes, three home nursing stations, 13 visit care statlons and
one day service centre in Aichi prefecture, Japan.

Subjects: Bed-ridden patients who were 65 years and above, no dementia, stable
general condition, and no rehabilitation therapy.

Intervention: Thirty-minute sessions of home massage rehabilitation therapy by a
massage practitioner 2 or 3 days a week for three consecutive months or usual care.
Main measurements: Barthel Index (Bl), Subjective Satisfaction and Refreshment
Scale, Apathy Scale and Self-rating Depression Score,

Results: Fifty-three subjects were recruited, 26 in the home massage rehabiiitation
group (HMG) and 27 in the routine care group without massage (RCG). The protocol
was completed for 40 subjects, 22 in the HMG and 18 in the RCG. There were no
significant differences between the baseline characteristics of both groups; age,
presence of spouse living together, diseases associated with disabilities and use of
day care rehabilitation (p = 0.76, .36, 0.94 and 0.71, respectively). The total B! score
of the HMG {16.27 +4.51) at baseline was nonsignificantly lower (p = 0.03) than
those of the RCG {11.44 1:5.90). Subjective satisfaction and refreshment scale,
Apathy Scale and Self-rating Depression Score of both groups at baseline were
matched (p=0.12, 0.32 and 0.89, respectively). There were no statistical differences
between the intergroup changes over time in Bl, Subjective Satisfaction and
Refreshment Scale, Apathy Scale and Self-rating Depression Score {p=0.35, 0.08,
0.70 and 0.55, respectively).

Conclusion: Home massage rehabilitation therapy did not show a positive affect on
the bed-ridden elderly mentally and physically. We would require large-size trials to
determine whether it is effective.
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cho, Showa-ku, Nagoya, Aichi, Japan 466-8550. e-mail:
vhirakawa@k8.dion.ne jp
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Introduction

A byproduct of the ageing of the population has
been a nse in bed-ridden patients who remain
at home."? However, it is currently difficult to
adequately meet the demand for home rehabilita-
tion services for the bed-ridden elderly staying
at home due to a shortage of physxcal therapists
and occupational therapists."”~® Home massage
rehabilitation therapy by trained professionals is
available to the bed-ridden elderly as an alternative
home rehabilitation service in Japan.

Massage has been used smce ancient times both
in the East and the West.”® Recently, the demand
for massage therapy as a useful ad]unct to medical
treatment has been on the rise in the US.*12

There is now a need for ‘evidence-based alter-
native medicine’ in addition to evidence-based
medicine.”*%131% Various countries, including the
US, have encouraged research into the effects of
alternative medicine.!**'> We believe it is impor-
tant to perform further studies for a more reliable
evaluation of the effect of alternative medicine in
Japan. A number of papers have h1gh11ghted the
positive effects of massage treatments,”-15~%!

However, to our knowledge, no study has
reported on the effect of home massage rehabilita-
tion therapy on the bed-ridden elderly. We there-
fore conducted a pilot study to evaluate the effect
of home massage rehabilitation therapy on the
following: activity of daily living (ADL), quality of
life (QOL), apathetic mood and depressive mood
of the bed-ridden elderly in communities.

Methods

Patient selection

Study participants were recruited for a period of
nine months, from June 2002 to February 2003
from groups of users of home nursing stations, visit
care stations and a day service centre in Aichi
prefecture, Japan. We contacted service stations
closest to our university and expiained the study
procedure to the director, chief administrator or
head nurse. Staffs with one or more licences of
nurse, physical therapist, occupational therapist or
care manager were in charge of recruitment. The
inclusion criteria were as follows: 65 years and
above, cognitive impairment not likely to interfere

‘Wednesday, 6th October 2004 9:27:38

with adherence to the study, bed-ridden condition
rank B or C; stable general condition and no
rehabilitation therapy within three months of
enrolment, and permission of the physician in
charge. All eligible participants were required to
agree to the study and sign informed consent
forms.

The Japanese public nursing care system recently
established the licence of care manager, whose
primary responsibility is to oversee the co-ordina-
tion of care services for elderly people.

In Japan, the term ‘bed-ridden’ does not equate
to being restricted to bed. Japan's Ministry of
Welfare identifies four ranks of ADL of disabled
elderly ranks B and C are defined as ‘bed-ridden’
condition in the criteria:

e Rank J =independent in ADL:
Despite certain limitations, person is mostly
independent in daily life and goes out on his/
her own,
1) Goes out using any means of public
transportation.
2) Goes out around the neighbourhood.

e Rank A = house-bound:

In general, person can manage indoors

independently, but requires some kind of

care when going out.

1) Goes out with assistance, and spends
most of the day out of bed.

2) Seldom goes out, and spends the day in
and out of bed.

e Rank B =chair-bound:

Requires some care indoors and spends most

of the day in bed, but can maintain a seating

position.

1) Transfers to a wheelchair on histher own
and goes out of bed for meals and
excretion.

2) Requires assistance in transferring to a
wheelchair.

¢ Rank C = bed-bound:
Spends the whole day in bed, and requires
assistance with excretion, eafing meals and
changing clothes.
1} Turns over in bed on his/her own.
2) Does not turn over in bed on his/her own.
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Alfocation

We alternatively aflocated the participants to
either a home massage rehabilitation group
(HMG) or a routine care group {(RCG) in order
of enrolment. Participants were enrolled in their
order of appearance on a list of eligible applicants
provided by each station. We commissioned each
station to send us the list when participants’
recruitment completed.

Massage intervention

The HMG received 30-min sessions of home
massage rehabilitation 2 or 3 days a week for 12
consecutive weeks. A local massage practitioner
was assigned to cach patient. Massage practi-
tioners were selected by the professional Associa-
tion of Licensed Massagers of Aichi prefecture. As
a safety measure, the participanis wexe given the
option to stop receiving home massage rehabilita-
tion therapy whenever their wished. Both HMG
and RCG were also allowed to receive home
rehabilitation and/or day care for the duration of
the study.

The intervention of home massage rehabilitation
consisted of medical massage and kinesitherapy as
follows:

Medical massage _

Medical massage included two kinds of massage:
therapeutic massage and nursing massage.® Both
consisted predominantly of rub and finger-pres-
sure techniques.

o Therapeutic massage aims at the direct treat-
ment ‘of iflnesses in internal medicine, orthope-
dics, neurology and other fields.

s Nursing massage airms at the indirect treatment
of illnesses. It prevents or improves the patient’s
weakness or fatigue,

Kinesitherapy

Sitting balanced exexcise

Sitting up exercise

Standing up exercise

Gait exercise

Range of motion (ROM) exercise.

Baseline and foliow-up assessment
Assessments were performed at baseline and at
three months. All participants were assessed by

qualified assessors having one or more licences of
nurse, physicai therapist, occupational therapist or
care manager using the Barthel Index (BY),*
Subjective Satisfaction and Refreshment Scale,?
Apathy Scale>** and Self-rating Depression Scale
(SDS).”* The Subjective Satisfaction and Refresh-
ment Scale was assessed on a 4-item scale (3 =
strongly, 2 =moderately, 1=slightly, 0 =not at
all) based on answers to the following question:
“To what extent do you feel satisfied and refreshed
in daily Iife? As for the apathy scale, we used the
shortened edition of the apathy scale translated by
Kobayashi, The scale consisted of 14 heads, and
points were aliotted to each question from 0 to 3.
Higher scores reflect apathetic mood in this scale.
The SDS was used to assess depressive mood.
The assessors were not blinded. They probably
found out who was given intervention because they
were staff from the participating stations usually
providing home care for each participant.

Statistical analysis

We analysed the significance of intergroup out-
come differences at baseline. Proportions were
compared by the y° test. Continuous data was
compared using the Mann—Whitney test. We also
anaiysed the significance of the differences between
intergroup changes over time by analysis of
variance (ANOVA} with repeated measures.
p-values < 0.01 were considered significant. Statis-
tical analyses were performed with the Statview
J-5.0.

Results

Profile of trial

We approached about 100 stations on partici-
pants’ recruitment. Seventeen stations co-operated
in the study. A total of 53 users were recruited for
the trial, 26 in the HMG and 27 in the RCG. The
subjects belonged to three home nursing stations,
13 visit care stations, and one day service centre in
Aichi prefecture. At three months, the protocol
was completed for 40 subjects, 22 in the HMG and
18 in the RCG. Four subjects were hospitalized,
none in the HMG and four in the RCG. Nine
subjects were lost to follow-up for personal or
unknown reasons, four in the HMG and five in the
RCG (Figure 1).
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53 eligible participants
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18 assessed
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Figure 1 Flow diagram for the trial,

Baseline characteristics

The baseline characteristics of the HMG and the
RCG subjects followed up three months after
enrobment are summarized in Table 1. The baseline

characteristics of the subjects in the HMG and the

RCG were matched for age, presence of spouse
living together, diseases associated with disabilities
and use of day care rehabilitation (p =0.76, 0.36,
0.94 and 0.71, respectively). A stroke was the most
frequent cause of disability in both groups (n =12
and 12, respectively). The HMG (n=14) had a
greater number of females than the RCG (n=6)
{r =0.06).

Table 1 Baseline characteristics of subjects

‘Wednesday, 6th October 2004 9:27:38

Main outcome measures

Table 2 shows main outcome measurements of
subjects at baseline. The total BI score of the
HMG (15.2744.51) at baseline was nonsignifi-
cantly lower than that of the RCG (11.4436.0)
(p=0.03). In the Subjective Satisfaction and
Refreshment Scale there was no significant differ-
ence between the baseline scores of the two groups
(0.90+0.85 and 1.3540.75, respectively). In the
Apathy Scale there was no significant difference
between the baseline scores of the two groups (18
and 23, respectively). In the SDS, there was no
significant difference between the baseline scores
of the two groups (45 and 46.5, respectively).

Table 3 shows main outcome measurements of
subjects at three months. In BI there were no
significant differences between the intergroup
changes over time in the total {(p = 0.35) and each
of 10 categories. In the Subjective Satisfaction and
Refreshment Scale, Apathy Scale and SDS there
were no differences between the intergroup
changes over time between the two groups (p =
0.08, 0.70 and 0.55, respectively).

Discussion

Onutline and weaknesses of study

This study examined the effect of massage
therapy, a traditional oriental medicine treatment,
on at-home elderly in Japan. Despite extensive
recruitment which lasted about nine months, the

Variable HMG (n=22) RCG (n=18) pvalue
Age {mean £ SD} years 80.0948.09 79.67 +8.46 0.76
Fernale 14 6 0.06
Living with spouse 13 8 0.36
Family member {mean4-50) 1.8 24 0.12
Going to day care 5 5 0.71
Cause of independence in ADL 0.94

Stroke 12 12

Cirulatory ilfness 2 2

Respiratory illness 1 1

Orthopaedic iliness 8 3

Rheumatism 1 1

HMG, home massage rehabilitation group; RCG, routine care group.
Proportions were compared by the y* test. Continuous data were compared using the Mann~Whitney test.
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Table 2 Qutcome measurements of subjects at baseline

Variable

HMG {n=22)

RCG In=18 pvalue

Bl {mean +SD} (95% CI)

Total {0-20) 16,27 £4.51 {13.27-17.27)  11.4445.90 (8.51-14.38) 0.03
Feeding (0-2} 1.77+£0.53 (1.54-2.01) 1.564+0.71 (1.21-1.9T) 0.40
Bathing (01} €.46+0.51 (0.22-0.68) 0.22+0.43 0.07-0.43) 0.1
Grooming (0-T) 0.73+0.46 {0.53-0.93) 0.61£0.50 {0.36-0.86} 0.53
Dressing (0-2) 1.50+0.67 {1.20-1.80} 0.844+0.73 {0.58-1.31) 0.03
Bowel {0-2) 1.64+0.58 (1.38-1.89) 1.50+0.86 (1.07-1.93} 0.92
Bladder (-2 1.41£0.67 (1.41-1.70 1.44+0.78 11.05-1.83) 0.73
Toilet use {0-2) 1.64+0.58 (1.38-1.89) 1.06+0.73 (0.69-1.42} 0.02
Transfers {03} 2.5540.67 (2.26-2.84) 2.00+0.97 {1.52-2.48) 0.09
Mobility (0-3) 2.50+0.80(2.14-2.86) 1.50:£1.25 (0.88-2.12} 0.01
Staris {0-2) 1.0910.68 {0.79-1.39) 0.72+0.75 (0.35-1.10) 0.14

Subjective Satisfaction Scale {mean=+S5D) (95% ClI)

Apathy Scale imedian} {95% CI) 18 {i6-

SDS {median) (95% CI) 45 {42

0.90+0.85 (0.50-1.30)

.5-49.5)

1.35:+0.70 (0.99-1.71} 0.12
25) 23 (18-28.5) 0.32
446.5 (38.5-50) 0.89

HMG, home massage rehabilitation group; RCG, routine care group.
There were no significant intergroup outcome differences at baseline (the Mann—Whitney test). pvalues <001 were

considered significant,

sample size of the study was small for the following
reasons: many users were already receiving home
rehabilitation in the stationsfcentre, many users
had dementia, and many users were reluctant to
change to alternative allocation. The blindness was

Table 3 Outcome measurements of subjects at three months

limited because the station staff necessarily knew
which group the participants were assigned to. We
enlisted each station to performn the evaluation
because of a shortage of staff and the large
guantity of settings. This may have biased asses-

Variable

HMG (n=

22) RCG (n=18) p vs. haseline

Bl fmean+SD) (5% C1

Total {0-20) 15.0644.87 (13.25-18.02} 10.89+6.29 (7.76-14.01) 0.35
Feeding (0-2) 1.64+0.58 (1.38-1.89) 1444071 (1.08-1.79) 0.37
Bathing {0-1) 0.50+0.51 (0.27-0.73} 0.1740.38 (0.01-043) 0.33
Grooming {0-1} 0.82 1:0.50 {0.60-1.04) 0.61+0.50 (0.36-0.86) 0.53
Dressing {0-2) 1.504:0.80 (1.14-1.86} 0.89+0.76 (0.51-1.27) 0.90
Bowel (0-2) 1.59+0.67 (1.30-1.89} 1.284+0.83 (0.87-169) Q.85
Bladder {0-2) 1.4140.73 (1.08-1.73) 1.224+0.88(0.79-1.66) 063
Toilet use {0-2) 1.73+0.63 (1.45-2.01} 1174079 (0.78-1.56) 0.94
Transfers {0-3) 2.5940.67 (2.30-2.89} 1.9440.87 (1.61-2.38) 0.75
Mobility {(0-3) 2.36+0.90 (1.96-2.76) 1.3941.15 (0.82-1.98) 027
Staris (0-2) 1.324+0.72 {1.00-1.64) 0.7810.73(0.41-1.14) (.42

Subjective Satisfaction Scale (mean+SD) {95% ClI) 1.0040.80 {0.63-1.37) 1.00+0.61 (0.69-1.31) 0.08

Apathy Scale {median) {95% ClI} 23 {18.5-27.5) 25.5 (20.5-31} 0.70

SDS {median) {95% Cl) 49 (45.5-51) 49.5 (41.6-55.5) 0.55

HMG, home massage rehahilitation group; RCG, routine care group; Cl, confidence interval.
In all variables, there were no significant differences between intergraoup changes over time by analysis of variance (ANOVA)
with repeated measures. pvalues < 0.01 were considered significant,
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sors’ evaluation and limited the validity of the
results. Bed-ridden people in our inclusive criteria
are more prone to dementia.”® This may explain
the presence of a large mumber of demented elderly
in the participating service stations. Because those
suffering from dementia could not reply to the
mental scale questions, we needed to exclude them
from the object of this research. As for home
rehabilitation, various stations justified users’
refusal to participate in the study, alleging that
many users already received home rehabilitation.
This explanation, however, is in contradiction with
the above mentioned reports.”>® This may be
because (1) rehabilitation resources by area are
different and not lacking in Aichi prefecture,*
(2) the number of rehabilitation sessions per person
may be small, and (3) nurses give home rehabilita-
tions instead of physical therapists and occupa-
tional therapists.®

The baseline characteristics of the subjects in
the HMG and the RCG were matched. This result
supports the validity of the outcome measures
in this study because the mental and physical
state of the elderly is related to their social
support.’” However, we could not match the base-
line outcome measurements between the two
groups at the time of the allocation because
this study did not accept enough participants to
match the baseline outcome measurements at
a time.

We should have excluded the provinces of
rehabilitation, acupuncture and moxibustion
from the study protocel to examine the effects
of home massage accurately. In Japan, home
massage programmes usually consist of medical
massage and rehabilitation by a licenced massage
practitioner. Some massage ' practitioners have
a licence to practise acupuncture and moxi-
bustion. According to some studies, home rehabi-
litation by physical therapists and/or occupational
therapists may have an effect on ADL,”%% while
acupuncture and moxibustion maar have an effect
on ADL and depressive mood.***! As a result
of a conference with the Massage Asscciation,
we concluded that rehabilitation could not be
separated from home massage because rehabi-
litation, acupuncture and moxibustion are
widely used in conjunction with massage in
Japan.

Wednesday, 6th October 2004 $:27:39

Effectiveness

A few studies indicate a significant improvement
in ADL by three-month rehabilitation in the
chronic stage.28'32 To our knowledge, this is the
first study investigating the effect of home massage
rehabiljtation therapy on ADL. We believe that
this study is valuabie in planning additional trials
to assess the benefits of home massage rehabilita-
tion therapy as an efficient substitute for hospital
and/or home rehabilitation in the chronic stage,

However, the findings of the study may suggest
that home massage rehabilitation therapy does
not have a positive effect on the bed-ridden elderly
in terms of ADL in the chronic stage. There
are two possible reasons for this result: the first
is that the three-month study period was too short
to aliow for the detection of significant differences.
The second is that home massage rehabilitation
alone may not trigger improvements in ADL.
This result suggests that we need to appropria-
tely combine home massage with other types of
Western medical care services such as home
nursing visits. >3

Geriatric rehabilitation aims at the improvement
of QOL in addition to higher ADL.>* Massage has
documented mental benefits.”#5> However, we
detected no changes in Subjective Satisfaction and
Refreshment Scale scores, Apathy Scale scores and
SDS in this study. These three scales may not
match the study design because it is difficult to
make an accurate assessment of QOL. We should -
also take it into consideration that more females
were allocated to the HMG because there is a
strong relation between depression and sex.2”%%7
Additional research is needed for a more accurate
appraisal.

~Table 4 Clinical course of all participants during six menths

Group Clinical course (iliness} n
HMG Unknown 2
Hospitalization 2
Death {cerebral infarction) 1
RCG Unknown

Bad condition
Hospitalizaion
Death {cerebral infarction)

NN,

HMG, home massage rehabilitation therapy group; RCG,
routing care group.
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Clinical messages

e Recently, the demand for massage therapy as
a useful adjunct to medical treatment has
been on the rise.

¢ For the bed-ridden elderly, home massage
rehabilitation therapy is feasible but has not
been shown to be effective.

e Additional large-scale studies would be
required to give scientific evidence.

Safety is an important consideration in the
provision of alternative medicine.'? In our study,
none of the HMG and four of the RCG were
hospitalized and therefore excluded from the
research. Furthermore, six months after the start
of our research, a follow-up survey of study
participants was conducted. We did not detect
any serious complications in HMG when compar-
ing our findings at six months. The results of our
follow-up survey are detailed in Tabie 4. However,
we need additional research to prove the safety of
home massage accurately.

Conclusion

We conducted a pilot study to investigate the
effectiveness of home massage rehabilitation ther-
apy. We concluded that this study did not suggest
that home massage rehabilitation therapy was
mentally and physically beneficial to the disabled
at-home elderly. We need to conduct additional
large-scale studies to give better evidence.
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