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P: A classification tree for predicting recurrent falling in 2003:51 (10) :1356—1364.
community-dwelling older persons. ] Am Geriatr Soc

Abstract
Development of a portable fall risk index for elderly people living in the community

Kenji Toba", Jiro Okochi®, Tai Takahashi”, Kozo Matsubayashi”, Masanori Nishinaga®, Shizuru Yamada®,
Ryutaro Takahashi”, Reiko Nishijima®, Yoshio Kobayashi”, Ayako Machida?,
Masahiro Akishita” and Hidetada Sasaki®

Aim : To develop a portable risk index for falls.

Methods : Risk factors were chosen from previously established factors then we added several environmental factors to
the risk index ; previous falls in the last 12 month, trippig or stumbling, inability to ascend or descend stairs without help, de-
creased walking speed, inability to cross a road within the green signal interval, inability to walk 1lkm without a break, inabil-
ity to stand on one leg for 5 seconds (eyes open), using a cane, inability to wring out a towel, dizziness or faintness, stooped
or rounded back, knee joint pain, visual disturbance, hearing disturbance, cognitive decline, fear of falling, receiving 5 or
more prescribed drugs, sensation of darkness at home, obstacles inside, barrier on the carpet or floor, using steps daily at
home, steep slopes around home. )

Subjects : The questionnaire sheet was completed by 2,439 community-dwelling elderly subjects (76.3+7.4 years old). The
frequency of each items of fall risk index was compared between fallers (history of fall within one year) and non-fallers. Mul-
tiple regression analysis was performed to identify independent risk factors for previous falls,

Results : Except barrier, step use and steep slope around home, all items in the fall risk index were more frequent in
fallers.

Multivariate analysis revealed that tripping or stumbling, inability to cross a road within the green signal interval, dizzi-
ness or faintness, obstacles inside, inability to wring out a towel, cane use and knee joint pain were independent risk factors
for previous falls.

These 7 selected items were further analyzed as predictors. The maximum sum of sensitivity and specificity was reached
at the cut-off point of 2/3 (sensitivity 0.65, specificity 0.72) by receiver operating curve.

Conclusion : Portable fall risk index is useful for clinical settings to identify high-risk subjects.

Key words : Falls, Community-dwelling people, Intrinsic factors, Environment, Fall index
(Jpn J Geriat 2005 ; 42 : 346—352)
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Abstract

Characteristics and limitation of portable bedside swallowing test in elderly with dementia :
Comparison between the repetitive saliva swallowing test and the simple swallowing provocation test

Yuki Baba®, Shinji Teramoto®, Hiroshi Hasegawa", Ayako Machida”, Masahiro Alkishita” and Kenji Toba”

Several bedside portable swallowing tests have been advocated for screening for dysphagia. However, the clinical useful-
ness and limitation of these tests have not been examined in elderly patients with dementia. We performed the repetitive sa-
liva swallowing test (RSST) and the simple swallowing provocation test (SSPT) in 37 elderly inpatients (81.8+1.2 years
old). Simultaneously, cognitive and verbal communication ability were assessed by the Hasegawa Dementia Scale revised
version (HDSR) and the Mini-Communication Test (MCT).

RSST was completed only in 22 patients (59%), whereas SSPT was successfully completed in all cases. Scores of HDSR
and MCT were significantly lower in patients who were unable to cooperate with RSST compared to successful examinees
(HDSR:7x1vs 15+3 p<001; MCT:47%8 vs 815, p<0.01). Dysphagia was detected in 14 patients (64%) by RSST and
5 (14%) by SSPT. Patients with dysphagia showed significantly lower cognitive function (p< 0.05) and verbal communica-
tion ability (p<C0.05).

Tn conclusion, RSST is more sensitive to detect dysphagia in elderly patients ; however, compliance with RSST is strongly
influenced by the patient’s cognitive function and verbal communication ability. Comprehensive geriatric assessment will
help to choose an alternative test for dysphagia such as SSPT which is more specific test for aspiration pneumonia.

Key words : Elderly, Dysphagia, Swallowing test, Cognitive function, Verbal communication ability
(Jpn ] Geriat 2005 ; 42 : 323—327)

1) Department of Geriatric Medicine, Kyorin University, School of Medicine
2) Department of Geriatric Medicine, Tokyo University Hospital
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and specificity of EV were higher for those aged 60 and
older than for those younger than 60; the sensitivity and
specificity were 75.0% and 68.5% in the former and 47.9%
and 56.0% in the latter. From ROC curve analysis, 14 mm
was chosen as the cutoff value of EV for those aged 60 and
older, and 16 mm was chosen as the cutoff value of EV for
those younger than 60. The sensitivity and specificity of EV
in diagnosing Graves’ disease were not good in the total 113
untreated patients with Graves’ disease studied, but the
sensitivity and specificity of EV for the diagnosis of Graves’
disease was good for those aged 60 and older.
No association was noted between EV and TRAbD.

DISCUSSION

We demonstrated the clinical usefulness of exophthalmos
measurements for the diagnosis of Graves® disease in older
Japanese people. Although elderly patients with Graves’
disease have been said not to have exophthalmos, they do
when their EV is compared with that of similarly aged peo-
ple without Graves’ disease. Findings were that (1) ex-
ophthalmos has a diagnostic value for Graves’ disease in
those aged 60 and older, (2) no association was noted be-
tween EV and TRAD, and (3) EV changed with age in con-
trol subjects (the values were highest in those aged 20-29
and then gradually decreased with age) but did not in pa-
tients with Graves’ disease.

EV changed with age in normal control subjects but not
in patients with Graves® disease. The differences in EV be-
tween patients with Graves’ disease and control subjects
were significant in those aged 60 and older. ROC curve
analysis showed that the sensitivity and specificity of EV
were higher in those aged 60 and older than in those
younger than 60. Exophthalmos has a diagnostic value for
Graves’ disease in older patients.

Nobuyuki Takasu, MD, PbED

Takashi Nakamatsu, MD

Department of Endocrinology and Metabolism
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Faculty of Medicine
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Nishibara, Okinawa, Japan
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TAKO-TSUBO LEFT VENTRICULAR DYSFUNCTION
CAUSED BY A FALL

To the Editor: We read with interest the systematic review
of the psychological outcomes of falling by Jorstad et al,!
Most of the physical complications resulting from falls
are head injuries and fractures.>® In addition, psycho-
logical problems sometimes induce physical complications.
Falls can induce chest pain and heart failure. There
have been some reports of patients with transient left
ventricular dysfunction after emotional or physical stress,
mostly in older women.*¢ Here, we present a case of
transient heart failure that occurred in an elderly woman
after a fall.

An 85-year-old Japanese woman was referred to the
University of Tokyo Hospital in July 2004 with gait distur-
bance, bradykinesia, anorexia, weakness, and dyspnea. Her
daughter claimed that her gait disturbance had appeared a
few months before and gradually worsened. She had fallen
in her bedroom 2 days before and was not able to get up
until the care worker visited her house the next morning.
Fortunately, she had no fractures.

She exhibited stiffness and slowness of movement,
stooped posture, and a mask-like facial expression and was
disabled because of rigidity and slight tremor that were more
marked in the right upper extremity. She had no dementia.
Brain computed tomography revealed several small infarct-
ions in the thalamus and basal nuclei, suggesting that her
parkinsonism was due to multiple cerebral infarctions.
Chest radiograph showed right pleural effusion but no card-
iomegaly, and electrocardiogram (ECG) showed deep neg-
ative T-waves in leads I, AVL, AVE and V, _¢ (Figure 1A).
Echocardiography revealed akinesis of the apical wall of
the left ventricle, although the rest of the left ventricle
was normokinetic (Figure 1C). Myocardial infarction was
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Figure 1. A. Initial electrocardiogram (ECG) showing deep negative T-waves in I, AVL, AVE, and Va_ 6 B. ECG showing improve-
ment of T-waves 6 months later. C and D. Echocardiography showing akinesis of the apical wall and normokinesis of the basal region

of the left ventricle (C. systolic; D. diastolic).

suspected, but there was no increase in creatine kinase,
troponin T, or myosin light chain. Thallium scintigraphy
was performed, but no evidence of myocardial ischemia was
detected. Her dyspnea improved, and the pleural effusion
had disappeared by the third day without any medication.

Two weeks later, the echocardiography showed normal
ventricular wall motion, although negative T-waves on the
ECG remained unchanged. Finally, the ECG recovered to
normal (Figure 1B) 6 months later, although she did not
have any further cardiovascular medications.

After excluding drug-related cardiomyopathy, myo-
carditis, and myocardial infarction, based on her medical
history, laboratory data, and scintigram, “tako-tsubo”
(which means an octopus trap in Japanese) left ventricular
dysfunction® was diagnosed. Transient left ventricular api-
cal ballooning, or tako-tsubo left ventricular dysfunction, is
a transient reversible cardiomyopathy with the unique fea-
ture of being induced by physical or emotional stress. The
patient felt desperate when she fell and could not get up by
herself, so her emotional stress may have induced this tran-
sient heart failure. Elderly women are reported to be sus-
ceptible to this disorder*¢ Its symptoms are similar to
those of myocardial infarction, although sometimes there
are none. In most cases, cardiac dysfunction is transient and
recovers rapidly, although cardiogenic shock due to ven-
tricular septal perforation” has been reported. Its mecha-
nism is still unknown, although some reports suggest that
reversible coronary microvascular impairment® or sudden
surges in circulating catecholamine levels* are involved in
this disease.

The incidence of this disease is unknown, but it is likely
to be more common than generally thought. In this case, a
fall resulting from parkinsonism was the cause of psycho-
logical distress, which was considered the only possible
cause of tako-tsubo left ventricular dysfunction. Falls could
cause psychological difficulties in older people and could be
the trigger for this disorder. Fortunately the patient’s heart
failure was mild and did not need medical attention, but
falls might cause chest pain or heart failure, as well as head
injuries and fractures.
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ALZHEIMER’S DISEASE AND MEDICAL DISEASE
CONDITIONS: A PROSPECTIVE COHORT STUDY

To the Editor: Patients with early Alzheimer’s disease (AD)
represent a heterogeneous cohort, with some patients pro-
gressing faster to end-stage dementia and some others pro-
gressing much more slowly (Table 1). It has been postulated
that various factors such as Mini-Mental State Examination
(MMSE) score on initial presentation, educational level, age
of onset of AD, female sex, poor performance on activities
of daily living, family history, and presence of psychiatric

symptoms explain this difference.!* A prospective cohort
study was designed to study the coexisting medical diseases
at various stages of AD and to determine whether they have
any effect on the progression of AD.

METHODS

A cohort of community-residing elderly persons aged 60 to
85 who fulfilled the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, (DSM-IV) criteria for
primary degenerative dementia of the Alzheimer’s type> and
National Institute of Neurological and Communicative
Diseases and Stroke/Alzheimer’s Disease and Related Dis-
orders Association criteria* for probable AD at baseline
were followed longitudinally at intervals of 3 to 4 years.
Medical, neurological, psychiatric, psychometric, and neu-
roradiological evaluations were conducted at baseline to
exclude patients with other dementing illnesses. The Global
Deterioration Scale (GDS)® and the MMSE were used to
assess the cognitive and functional capacity at all evalua-
tions. Further evaluations were not petformed once the
person reached the final, most severe stage of AD (GDS 7).
The course of dementia was considered rapid if GDS 7 was
reached within 4 years of the time of baseline evaluation.®

Criteria for exclusion at baseline included history of
head trauma; seizures or other neurological disorders; mental
retardation; a diagnosis of multiinfarct dementia; significant
alcohol abuse; schizophrenia, depression, or major affective
disorders; and cardiac, pulmonary, vascular, metabolic, or
hematological conditions or other impairments of sufficient
severity to adversely affect cognition or functioning.

The medical disease conditions (MDCs) were catego-
rized as cardiovascular, endocrine, respiratory, nervous
system (except dementia), hematological, neoplastic, gas-
trointestinal, dermatological and connective tissue disor-
ders, allergic, history of surgeries, injuries and fractures, eye
and ear, genitourinary and gynecological, and musculo-
skeletal disorders. The MDCs were reviewed at each visit,
and their effect on the course of AD was investigated.

Table 1. Comparison Between Groups Depending on the Rapidity of Course of Dementia

Overall (n = 40)

Faster Course (n=28) Slower Course {(n= 12)

Variable Baseline Final Baseline Final Baseline Final
Number of medical diseases, mean + SD 51+3.2 79+39 6.0+£25* 81+36 39+£32 7.8+ 4.1
Geriatric Depression Scale score, mean + SD 4.8 £0.9 7.0£0.0 49409 7.0+ 0.0 48+08 7.0+0.0
Mini-Mental State Examination score, 132+73 02408 133+76 00400 13.0+71 02£09
mean £ 8D, mean £+ SD
Age, mean £ SD $9.9+32 751+58 706+38 73.8+39 689+3.0 758x+42
Nursing home residence, n (%) 0 (0) 29 (73) 0 (0) 20 (71) 0 (0) 9(75)
Peripheral vascular disease, n (%) 10 (25) 11 (28) 10 (36)* 10 (36)* 0 (0) 1(8)
Atherosclerotic heart disease, n (%) 12 (30) 17 (43) 11 (39)* 13 (46) 1(8) 4 (33)
Pressure mellitus, n (%) 10 (25) 11 (28) 8 (29) 8 (29) 2(17) 3(25)
Hypertension, n (%) 23 (58) 27 (68) 18 (64) 20 (71) 5 (42) 7 (58)
Pressure ulcer, n (%) 0(0) 15 (38) 0 (0) 11 (39) 0 (0) 4(33)
Contracture, n (%) 0 (0) 8 (20) 0 (0) 6 (21) 0 (0) 2(17)
Hip fracture, n (%) 0 (0) 10 (25) 0(0) 8 (29) 0 (0) 2(17)

*P < 05 for differences between faster and slower progression of Alzheimer’s disease.

SD = standard deviation.
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Abstract

Objectives: The objectives of the study were to find the prevalence of major depressive disorder (MDD) in male climacteric
outpatients in Japan, and to determine whether symptoms on the Aging Males’ Symptoms (AMS) scale scores differed between
patients with and without MDD, with the aim of increasing the specificity of future symptoms scales for partial androgen
deficiency of the aging male (PADAM).

Methods: Eighty-three patients aged 40-70 who visited the male-climacteric services as outpatients were assessed using three
items: a self-administered questionnaire corresponding to diagnosis for MDD, the Beck Depression Inventory, and the AMS
scale.

Results: Almost half the patients had MDD. The total AMS score, the scores on the AMS psychological, somatic and sexual
subscales, and the scores for all except three questionnaire symptoms were higher in patients with MDD, There were strong
correlations between the AMS scale and the Beck Depression Inventory.

Conclusions: There is a higher prevalence of MDD in male-climacteric outpatients and scores on most items of the AMS scale
were higher for patients with MDD. We suggest that only those symptoms whose scores did not differ between patients with
and without MDD are used to assess symptoms of PADAM in the presence of MDD, or that the current AMS is used only after
diagnosis of MDD and elimination of these patients. Then the relevance of each item of the AMS to testosterone levels should
be simultaneously examined in the future study, which will determine the items highly specific to PADAM symptoms.

© 2005 Elsevier Ireland Ltd. All rights reserved.

Keywords: Major depressive disorder; Aging Males’ Symptoms scale; Partial androgen deficiency of the aging male

1. Introduction

—_— The phrase ‘partial androgen deficiency of the ag-
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Symptoms (AMS) scale has been used to evaluate the
severity of PADAM, in addition to use of the levels of
total, free or bioavailable testosterone for this purpose
[1,2]. The AMS scale is well accepted internationally
for assessment of symptoms of aging. The test-retest
coefficients ofthe total score range between 0.8 and 0.9,
and the internal consistency coefficients range between
0.7 and 0.8 [3]. The construct validity is thought to be
sufficiently acceptable, except for two items (‘Feeling
that you have passed your peak’ and ‘Decrease of beard
growth’), and comparisons with other scales for aging
males or screening instruments for androgen deficiency
have shown good correlations [3].

Affective symptoms have been proved to be associ-
ated with low testosterone levels in elderly men; for
example, depressed mood is significantly correlated
with low concentrations of bioavailable testosterone
[4,5]. The AMS scale also involves many depression-
related symptoms (‘Sleep problems’, ‘Increased need
for sleep, often feeling tired’, ‘Anxiety’, ‘Physical ex-
haustion/lacking vitality’, ‘Depressive mood’, ‘Feel-
ing burnt out, having hit rock-bottom’, and ‘Decrease
in sexual desire/libido”). Depression includes a diverse
pathogenesis besides low testosterone levels; for exam-
ple, endogenomorphic, stressor-induced, endocrine-
related, poststroke, or drug-induced depression, and
the AMS has the potential to be used to assess many
kinds of depression, as well as to indicate the presence
of PADAM. When the score for a particular symptom
differs between patients with and without depression,
this symptom may be indicative of a depressive state
or depression. The symptoms affected by depression
would not be proper even in assessing the therapeutic
effect such as hormone replacement therapy. However,
no studies have examined the AMS symptoms, which
are related to depression.

To increase the specificity of scales for PADAM,
it may be of importance to scrutinize symptoms re-
lated to depression, and only to include symptoms
whose scores differ between patients with and with-
out low testosterone levels. Hence, as an initial step in
this process, the objectives of the present study were
(1) to find the prevalence of major depressive disorder
(MDD), the most common form of depression, in male
climacteric outpatients in Japan, and (2) to determine
symptoms on the AMS scale whose scores differ be-
tween patients with and without MDD, using the same
subjects.

2. Material and methods

The subjects for the study were 83 consecutive new
male outpatients, aged between 40 and 70 years (31 pa-
tients aged 40-49, 33 aged 50-59, and 19 aged 60-69).
All the patients visited the male-climacteric services
of the department of urology at seven university hos-
pitals (Kansai Medical University, Kyorin University,
Nippon Medical School, Okayama University, Osaka
University, Teikyo University and Toho University), of
a urology hospital (Sanjukai Hospital), or of a urology
clinic (Kanda Ishin Clinic) in Japan for various com-
plaints between August and October 2004.

The subjects were interviewed by physicians and
gave answers to questions about their age and current
medication (psychotropic agents and testosterone re-
placement therapy) during their first visit. Following
this, they completed a self-administered questionnaire
based on module A of the Mini International Neu-
ropsychiatric Interview (M.LN.I., Japanese version),
the Beck Depression Inventory (BDI), and the AMS
scale.

Module A of the M.LN.L. is used for diagnosis of
MDD [6]. Nine symptoms are assessed in the module:
(1) ‘Depressed mood for at least 2 weeks’, (2) ‘Loss of
interest or pleasure in nearly all activities for at least 2
weeks’, (3) ‘Changes in appetite or weight’, (4) ‘Sleep
disturbance’, (5) ‘Changes in psychomotor activity’,
(6) ‘Decreased energy’, (7) ‘Feelings of worthless-
ness or guilt’, (8) ‘Difficulty thinking, concentrating,
or making decisions’, and (9) ‘Recurrent thoughts of
death or suicidal ideation, plans, or attempts’. A patient
can be diagnosed as MDD when he or she answers pos-
itively to symptoms (1) and/or (2), and gives positive
answers for at least 5 of the 9 symptoms.

The BDI is a self-administered questionnaire for de-
pressive symptoms [7]. Total scores range from 0 to 63
and are calculated by summing the scores for each of
the 21 items. Scores above 30 indicate severe depres-
sion, while scores of 10-30 suggest moderate depres-
sion. The reliability and validity of the Japanese version
have been well established [8].

The AMS scale was designed as a self-administered
scale to (a) assess symptoms of aging (independent
from those which are disease related) between groups
of males under different conditions, (b) evaluate the
severity of symptoms over time, and (c) measure
changes pre- and post-androgen therapy [3]. It was
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developed in response to the lack of fully standard-
ized scales for measurement of the severity of aging
symptoms. Although the reliability and validity of the
Japanese version have not been established, the con-
sensus on the forward and backward translation into
Japanese was achieved, and we analyzed the AMS
data according to the original version [2]. The AMS
consists of 17 items and has three subscales: psycho-
logical (‘Burned out’, ‘Depressive, more’, ‘Irritability,
increased’, ‘Anxiety, more’, and ‘Nervousness, more”),
somatic (‘Joint complaints, more’, ‘Muscular weak-
ness’, ‘Physical’ exhaustion’, ‘Sweating, increased’,
‘Sleep disturbances, more’, ‘Sleep, need for more’,
and ‘Well-being, impaired’), and sexual (‘Decrease
of beard growth’, ‘Libido, disturbed’, ‘Morning erec-
tions, less’, ‘Passed peak’, and ‘Sexual potency, im-
paired’). The score increases point by point with
increasing severity of subjectively perceived symp-
toms in each of the 17 items (1-5 points: none=1,
mild=2, moderate=3, severe=4, and extremely se-
vere =5) [2,3]. The cut-off score of 27 was proposed:
PADAM negative (<27) and positive (27 and more)
191.

During their visit, the test protocol and the planned
use of their clinical data in the study were fully ex-
plained to the subjects, all of whom then gave written
informed consent.

2.1. Statistics

Mann-Whitney’s U test was used to assess the differ-
ences in the scales between patients with and without
depression. Correlations between the scores on the BDI
and the AMS scale were examined by Spearman’s rank
correlation coefficient. All analyses were performed
using Dr. SPSS II for Windows, version 11.0 (SPSS
Japan Inc., Tokyo, Japan).

3. Results

The self-administered questionnaire based on the
M.LN.L indicated that 48.2% of the subjects (N=40)
had MDD; 54.8% (N = 17) for those aged 40-49, 60.6%
(N=20) for those aged 50-59, and 15.8% (N=3) for
those aged 60-69. A suicidal tendency, the severest
symptom of depression, was present for 25.0% (N=10)
of the MDD patients.

Regarding antidepressant agents, 39.8% (N=33)
of the subjects were orally taking a tricyclic agent,
tetracyclic agent, selective serotonin reuptake inhibitor,
serotonin norepinephrine reuptake inhibitor, sulpiride,
or several of these drugs. While 66.7% (N =22) of pa-
tients on antidepressants had MDD, 38.3% (N=18) of
the patients who were not taking antidepressants also
had MDD. None of the patients had undergone testos-
terone replacement therapy.

The BDI scores and the AMS scores in patients with
and without MDD are shown in Table 1. The BDI scores
were higher in patients with MDD. As for the AMS,
the total score, each subscale score, and scores for all
items except ‘joint complaints’, ‘sweating’ and ‘de-
crease of beard growth’ were higher in patients with
MDD. :

The correlation coefficients between the total score,
the psychological score, somatic score and sex-
ual score, and the score on the BDI were 0.788
(»<0.001), 0.793 (p<0.001), 0.652 (»p<0.001) and
0.453 (p<0.01), respectively.

4. Discussion

We found a higher prevalence of MDD in male-
climacteric outpatients and significant differences in
most AMS items between patients with and without
MDD. The 48.2% prevalence of MDD was substan-
tially higher than the 13.9% prevalence found in pri-
mary care settings [10]. Lifton reported that 18.4% of
elderly MDD patients had a suicidal tendency and this
severe symptom also showed a high rate (25.0%) in the
present study population [11].

It was remarkable that AMS scores were higher in
patients with MDD for all except three symptoms. If a
patient has both PADAM and MDD, there are several
possibilities for the etiology: incidental co-morbidity,
changes in testosterone levels caused by MDD, or
deterioration of the depressive state due to PADAM
[12,13]. Regardless of the comorbidity or its etiology,
the present results suggest that the AMS may assess
symptoms that are worsened by MDD. The high corre-
lations between the AMS scores (total and subscales)
and the BDI scores support this contention. Various pa-
tients visit male-climacteric services of departments of
urology and symptoms of PADAM often overlap with
those of MDD. Thus, proper attention to MDD will
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Table 1

The BDI and AMS scores in patients without and with major depressive disorder

Patients without major
depressive disorder (N=43)

Patients with major
depressive disorder (N=40)

BDI total score 11.4 £ 533

AMS total score 41.1 £+ 7.25
Psychological score 9.79 + 3.11
Somatic score 17.6 £ 3.91
Sexual score 13.6 & 3.54

17 Items
Well-being, impaired 2.79 £ 0.77
Joint complaints, more 2.18 £ 0.88
Sweating, increased 1.95 + 0.94
Sleep disturbances, more 2.56 + 1.14
Sleep, need for more 2.56 + 0.09
Irritability, increased 1.97 & 0.90
Nervousness, more 2.13 £ 095
Anxiety, more 1.74 4 0.91
Physical exhaustion 2.90 £ 0.99
Muscular weakness 2.55 + 0.92
Depressive, more 231 £ 092
Passed peak 271 £ 0.90
Burned out 1.68 + 0.70
Decrease of beard growth 1.44 + 0.68
Sexual potency, impaired 3.15 £ 1.04
Morning erections, less 331 £ 1.10
Libido, disturbed 3.00 £ 1.23

232 + 7.25™
57.5 + 821"
16.7 & 3.47™
23.6 & 3.95™
17.2 &+ 3.61™

4.03 £ 0.777
258 £ 1.22

2.10 £ 1.22

3.63 £ 1.15™
3.48 £ 0.99™"
293 & 1.07"
3.38 & 1.00""
2.93 + 1.19™
435+ 0.70""
348 + 1.01™
3.88 + 0.82™
3.75 &+ 0.90™"
3.55 = 0.88™"
1.68 + 1.00

4.00 + 1.04™
3.98 + 1.23*
3.83 £ 1.13*

All values are shown as mean =+ S.D.

* p<0.01, significant difference between patients with and without major depressive disorder.

*

lead to a questionnaire that will allow assessment of
PADAM with high specificity.

On the other hand, the AMS scores for ‘joint com-
plaints’, ‘sweating’ and ‘decrease of beard growth’
were not different between patients with and without
MDD. As a result, the scores for these three items were
considerably lower than those for the 14 other items in
patients with MDD. In the present study, testosterone
levels were not measured during the first visit of the
subjects, and we could not mention the testosterone lev-
els of this study population. Assessment of symptoms
of PADAM using symptoms independent of MDD is of
importance, and the relevance of these three symptoms
to testosterone levels remains to be examined in future
studies.

The primary limitation of the present study is there-
fore the lack of hormonal data. Frequent symptoms
with aging (decline in sexual interest and potency, de-
pressed mood, an increase in central and upper body fat
deposition, reduced muscle mass and strength, vasomo-

* p<0.001, significant difference between patients with and without major depressive disorder.

tor disturbance and night sweats, or visuospatial abil-
ities) are related to testosterone levels or growth hor-
mone levels [9,14]. On the other hand, several studies
reported that the AMS scores, erectile function, depres-
sive mood, and perception of well-being did not differ
significantly between patients classified as having and
not having hypogonadism [15-17]. If the relationships
between testosterone levels and the severity of PADAM
are to be assessed by the AMS, only those items whose
scores did not differ between patients with and without
MDD would be used, otherwise MDD patients with
unclear etiology should be initially eliminated based
on the present results.

5. Conclusions

This study showed that there is a higher prevalence
of MDD in male-climacteric outpatients and that there
are significant differences in most AMS symptoms
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between patients with and without MDD. We suggest
that only those symptoms whose scores did not differ
between patients with and without MDD are used to
assess symptoms of PADAM in the presence of MDD,
or that the current AMS is used only after diagnosis
of MDD and elimination of these patients. Then the
relevance of each item of the AMS to testosterone lev-
els should be simultaneously examined in the future
study, which will determine the items highly specific
to PADAM symptoms.
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