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Table 1 (Continued)

Summed items Full score Mean score (£S.D.) Spearman’s p
8+ 10 4 32412 0.665
8+ 11 4 314+£12 0.641
9+10 2 1.5+07 0.648
9+ 1 2 151207 0.616
10+ 11 2 13408 0.675

1, orientation to time; 2, orientation to place; 3, registration of three items; 4, serial sevens; 5, recall of three items;
6, naming; 7, repetition of a sentence; 8, read and obey the command; 9, follow a 3-stage command; 10, writing;
11, visual construction.

scores less than 24 was 59.2%. The standardized mean score of each question was lowest
in naming serial sevens (0.44 £ 0.39), followed by recall of three items (0.51 4= 0.39),
drawing pentagon (0.59 £ 0.49), and exhibiting time orientation (0.60 £ 0.38). The
internal reliability of MMSE was high, as shown by Cronbach’s alpha of 0.793. The
summed scores of any two items of MMSE were highly correlated with the total score of
MMSE (Table 1). In particular, the summed scores of time orientation and serial sevens
showed the highest correlation with the total score (Spearman’s p = 0.933, p < 0.001).
The mean summed score of time orientation and serial sevens was (5.2 & 3.4)/10. The
summed score was a good predictor for the total MMSE score less than 24, with a
sensitivity of 98.3% and a specificity of 69.3% if cut-off was set at 7/7+. The ROC curve is
shown in Fig. 1. The area under the ROC curve was extremely great, at 0.971 (95% CL:
0.962-0.980).
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Fig. 1. The ROC curves of the summed score of time orentation and serial sevens (—), and of the summed score
of registration/recall of three items and seven seres (- - -) for identifying subjects who scored less than 24 on
MMSE.
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4, Discussion

Many researchers have tried to develop brief methods to screen mass population for
cognitive impairment, such as the Short Test of Mental Status (Kokmen et al., 1987), the
Six-item Screener (Callzhan et al., 2002), the General Practitioner Assessment of
Cognition (Brodaty et al., 2002), or the Mini-Cog (Borson et al., 2003), But these primary
screening assessments are usually followed by the implementation of the MMSE, which
would substantially increase the examiners’ time burden.

Klein et al. (1985) previously reported that serial sevens and recall of three items
demonstrated high diagnostic sensitivity but orientation items did not in the study of 72
patients with dementia (mean age: 72 years) and 144 patients without dementia (mean age:
66 years). In the present study, summed scores of serial sevens and recall of three items
showed predicting values for the total MMSE score less than 24 with a sensitivity of 98.5%
and a specificity of 53.9% if cut-off was set at 6/6+ (the area under the ROC curve: 0.941).
Even after the score of registration of three items, which is required before the recall, being
added for analysis, the values improved only slightly with a sensitivity of 98.7% and a
specificity of 53.6% if cut-off was set at 9/9+ (the area under the ROC curve: 0.943).
Meanwhile, the summed scores of time orientation and serial sevens exceeded in those
parameters relative to any other pairs of MMSE subcategory. In fact, when the examiner
administers serial sevens and recall of three items to subjects, seven series need to be
carried out between registration of three items and their recall, in which case, how far the
subjects can score in seven series may possibly affect their performance of the recall.
However, we cannot deny a possibility that the patients’ age, the proportion of patients with
dementia and the clinical settings where the study performed may contribute to the
difference.

According to the present results, an MMSE examiner may be advised to start with the
two questions of time orientation and serial sevens. For those who have a summ ed score of
the two questions being more than seven, there is no need to further administer the rest of
the MMSE, because it is highly likely that such subjects would score more than 24 if they
completed the full-scale MMSE. On the other hand, the examiners should administer the
remaining MMSE test items when the summed score of the two questions is below seven.
Thus, we believe that this stepwise strategy would substantially shorten the screening
process for cognitive impairment.

In conclusion, we confirmed that the sunmmed score of time orientation and serial sevens
is a valid subscale for predicting the total MMSE score. Thus, we believe that this finding
will help streamline the screening process for cognitive impairment.
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Background: Multiple consultations in older patients may increase the chance of over-
lapping prescriptions or inappropriate drug prescribing,

ethods: We carried out a survey investigating the status of multiple consultations
and the polypharmacy of patients attending geriatric outpatient units of five university
hospitals.

Results: The patients who received multiple consultations did not have a different num-
ber of diagnosed disorders and drugs prescribed by geriatricians compared with the
patients who received a single consultation.

Conclusions: No significant difference in diagnostic and prescribing profiles between
the patients with referrals and those without, together with the relatively smaller incidence
of inappropriate prescriptions by referrals to non-geriatric specialists, suggest that multiple
consultations per se may not necessarily increase the risk for adverse drug events in clinical
settings.

Keywords: adverse drug reactions (ADR), multiple consultations, polypharmacy, univer-

sity hospitals.

Introduction

Because of comorbidity and the presence of various
clinical manifestations, elderly patients are often char-
acterized by their multiple consultations across special-
ties. Under the existing health care system in Japan, free
access to specialists is granted to all patients even
though consultations to specialists are encouraged only
through primary care physicians’ referrals, without
which patients have to pay an extra fee for specialist
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consultations. Multiple consultations in older patients
may not be desirable in terms of preventing inappropri-
ate drug prescribing. They may increase the chance of
overlapping prescriptions or unexpected drug interac-
tions caused by polypharmacy, leading to an elevated
risk of adverse drug reactions (ADR) or poor compli-
ance to pharmacotherapeutics. Despite suggestions that
ADR in older patients are commonly observed"™® and
can become a cause of hospital admission,*” inappro-
priate drug prescribing has been reported in various
care settings for older adults.’® In terms of optimal drug -
therapy for older patients, physicians must always take
into consideration the unique aspects of age-related
changes in pharmacokinetics/pharmacodynamics and
the potential harm of prescribing inappropriate medica-~
tion.” Since the Beers criteria for determining poten-
tially inappropriate medication use by the elderly and its

© 2006 Japan Geriatrics Society
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revised version,*!® much attention-has been paid to the

potential harm of prescribing drugs inappropriate for
older adults, but awareness of this problem is mainly
shared within geriatric specialists, and there has been
insufficient outreach on this problem across specialties.
Therefore, in terms of referring older patients to non-
geriatric specialists, not all specialists may be aware of
possible ADR in considering pharmacotherapy. Univer-
sity hospitals in particular have many clinical depart-
ments and sections, and the clinical environment thus
encourages the referral of geriatric outpatients to other
specialists, which may increase the risk of inappropriate
drug prescribing. In this study, we carried out a survey
investigating the status of multiple consultations and
the polypharmacy of patients being treated at geriatric
outpatient units of five university hospitals.

Methods

Subjects

We randomly sampled 660 patients who had been
attending geriatric outpatient units of five university
hospitals (Kanazawa Medical University Hospital, Kyoto
University Hospital, Nagoya University Hospital, Uni-
versity of Tokyo Hospital, Kyorin University Hospital)
from October 2003 to December 2003, and surveyed
the patients’ clinical background (age, identified diag-
noses), prescribed drugs and consultations to other spe-
cialists within the university hospitals by chart reviews.
Differences in continuous variables among the five
nstitutions were determined by a one-way analysis of
variance (ANOVA). Correlation coefficients between each
of the variables were calculated by Pearson’s method.
The patients were divided into two groups, one group in
which patients had received multiple consultations and
one group in which they had not, and differences in the
variables between the two groups were tested using the
Student’s T-test. Values of P < 0.05 were considered to
indicate statistical significance. Inappropriate drug pre-
scribing was identified based on the 2002 Beers crite-
ria,”® an updated version of the original Beers criteria,?
which is an explicit criteria for determining potentially
inappropriate medication use by the elderly. The origi-

nal Beers criteria constructs guidelines on the inappro-
priate use of medications based on consensus from a
panel of six nationally recognized experts in the US on
the appropriate use of medication in the elderly. The
updated Beers criteria review covered two types of state-
ments: (i) 48 individual medications or medication
classes that should generally be avoided in persons
65 years or older because they are either ineffective or
they pose unnecessarily high risk for older persons
and a safer alternative is available; and (i) 20 diseases/
conditions and medications that should not be used in
older persons known to have specific medical
conditions.

Results

The mean age of the subjects sampled was 77 £ 9 (Male:
37%). The clinical profiles of all the study subjects are
shown in Table 1. Table 2 compares the mean age,
number of diagnosed disorders, and number of drugs
prescribed in the patients attending the five geriatric
outpatient units. There were no differences in all the
parameters examined among the five institutions.
Regarding the correlations between the parameters,
although correlations of all the pairs showed statistical
significance (P <0.001), the correlation between the
number of diagnosed disorders and that of prescribed
drugs showed a much stronger correlation coefficient
(r=10.768) relative to the other pairs (age x number
of diagnosed disorders: r=0.246, age X number of

Table 1 Clinical profile of the study subjects

Cardiovascular disorders (including
hypertension)

406 (61.5%)

Cerebroneurologic disorders 373 (56.5%)

Gastrointestinal disorders 286 (43.3%)

Endocrine and metabolic disorders 264 (40.0%)

Joint and muscle disorders (including 139 21.1%)
0steoporosis)

Pulmonary disorders 64 (9.7%)

Disorders of the genitourinary system 54 (8.2%)

Table 2 Comparison of variables surveyed in five institutions

Number of cases Age Number of disorders Number of drugs
Total ‘ 660 77 =9 3.5+1.9 44+2.8
Kanazawa 217 77 £10 41+19 45+2.5
Kyoto 120 76 £6 2.7+1.5 41%2.5
Nagoya 120 787 3.3=1.8 5.0x3.4
Kyorin 88 74 x11 3.0+1.6 3223
Tokyo 115 76 %8 3.5+2.0 5.0+2.9

All data except number of patients are expressed as mean % SD.

© 2006 Japan Geriatrics Society
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prescribed drugs: r=0.191). Regarding multiple con-
sultations; 148 patients (22%) were referred from geri-
atricians to specialists within the same institution. The
distribution of specialist referrals is shown in Figure 1.
Patients who received multiple consultations did not
have a different number of diagnosed disorders and
number of drugs prescribed by geriatricians than the
patients who received a single consultation (geriatrician
only) (Table 3). Because patients who had multiple con-
sultations were prescribed with a mean of 1.8+2.1
drugs by other specialists, their total number of drugs
prescribed was greater than that of the patients who had
received a single consultation. As for overlapping pre-
scriptions across specialties, only one case, in which
vitamin B12 was prescribed by both the geriatrician and
otorhinolaryngologist at the same time, was found in
this survey.

Regarding inappropriate drug prescribing based on
the Beers criteria,”® 98 inappropriate cases (14.8% of all
the patients) were prescribed by geriatricians, while 14
cases (9.4% of all the patients with referrals) were pre-
scribed by other specialists. The number of identified
inappropriate prescribing of drugs included in the Beers
criteria is shown in Table 4.

Discussion

Although the recent dissemination of electronic chart
review systems in general hospitals would seem to

Surgery and others
12%

Internal Medicine

. 21%
Psychiatry

4%
Otorhino

laryngology
6%

Dermatology

Urology
18%

Ophthalmology
18%

Orthopedics
15%

Figure 1 Distribution of specialist referrals.

enable physicians to find out what medications are
being prescribed to their patients, the inaccuracy of
computerized medication histories can be suggested
given the substantial numbers of omissions for over-
the-counter products or a variety of supplements avail-
able elsewhere.’ Under the current health care system
in Japan, older patients enjoy free access to medical
practitioners at their own discretion. Unless older
patients are placed in certain types of care facilities such
as nursing homes, where prescribing is sometimes
restricted, presumably because of financial reasons, they
can easily be at risk for polypharmacy, which has
recently been identified as a medication safety issue. It
has been reported that the risk for ADR increases as the
number of medications a patient takes increases.’
Although multiple definitions are use in the literature to
define polypharmacy, if the most stringent criteria is
applied,'® the medication profiles of the patients being
treated at all five institutions in the present survey fall
into the category of polypharmacy, in which more than
three drugs are prescribed regularly However, as
reported by Arai et al. V7 who investigated the incidence
of ADR in geriatric inpatients of six university hospitals,
the average incidence rate (9.2% of all cases) was lower
than would be expected from the average number of
medications, which exceeded five. Underestimations or
neglect by attending physicians of symptoms related to
adverse drug events might account for the discrepancy
in the results from a previous report by Prybys et al.

Table4 Number of inappropriate prescribing for the
drugs listed in the Beers criteria

Prescriber Geriatricians Other
specialists

Ticlopidine 47

Mid-long acting 20 S

benzodiazepines

Oxybutynine 13 3
Dipyridamole 6 1
Alfacalcidol 5 1
Digoxin S

Tricyclic antidepressant 4 1
Disopyramide 3 1
Diclofenac 1
Indometacin 1
Phenobarbital 1

Table 3 Comparison of variables with or without referral to non-geriatric specialists

Number of cases Age Number of disorders Number of drugs
Referral (-) 511 77 £9 3.5%1.9 4.5+2.7
Referral (+) 148 (22%) 76+8 3318 41+£29

All data except number of patients are expressed as mean #+ SD.
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showing that the risk for ADR increases to 58% for five
medications.

Apart from cases of referrals within the same institu-
tion, physicians do not always monitor prescriptions
made by other doctors, and because prescriptions can
be changed over time, there is a possibility of medica-
tions overlapping or the inappropriate use of drugs.
Contrary to our expectations, there was only one over-
lapping prescription in the present survey. Even though
this study surveyed subjects who were attending geriat-
ric outpatient units of university hospitals, where most
of the referrals usually take place within the same insti-
tutions and medication records are shared across spe-
cialties by computerized prescription systems, a survey
for tracking the record of consultations outside of each
institution (e.g. consultation with local general practi-
tioners) has not been implemented, and thus some
overlapping or inappropriate use of drugs might have
been overlooked.

As shown in Figure 1, referrals of the patients from
the geriatric outpatient unit vary across specialties
depending on the needs of each patient. Other than
Internal Medicine, the majority of referrals are to spe-
cialists, whose expert knowledge and skills are helpful
for the management of the common symptoms older
patients exhibit (e.g. urinary incontinence, osteoporosis
and related fractures, cataract, decubitus ulcers). Con-
sidering the circumscribed cases of referrals confirmed
in the present survey, older patients attending geriatric
outpatient units seem to regard geriatricians as their pri-
mary physicians responsible for the overall management
of various clinical symptoms. To gain a view of this from
the opposite perspective, it would be interesting to sur-
vey the status of referrals from other specialists to ger-
iatricians. Regarding the adequacy of medications,
geriatricians seem to prescribe more inappropriate
drugs for older patients than other specialists in this
survey. However such conclusions cannot readily be
drawn, given the limited number of referral cases and
drugs prescribed by other specialists. Comparing pre-
scribing status to older patients by geriatricians with
those by non-geriatric attending physicians under the
matched clinical settings would address the question
of whether geriatricians are more aware of potential
ADR in older patients relative to other general/specialist
physicians.

In conclusion, our results showing no significant dif-
ference in diagnostic and prescribing profiles between
the patients who were referred and those who weren't,
together with the relatively smaller incidence of inap-
propriate prescriptions by referrals to non-geriatric spe-
cialists, suggests that multiple consultations per se may

© 2006 Japan Geriatrics Society

not necessarily increase the risk for ADR in clinical
settings.
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ABSTRACT

Background: Despite the recent dissemination of group homes in Japan for older
adults with dementia, the behavioral and psychological features of the residents
remain unknown. To clarify the association of such features with the levels of
difficulty encountered by caregivers in coping with these symptoms, we have
conducted a survey to compare the frequencies of the symptoms among group
homes, nursing homes and a long-term care hospital.

Methods: Five hundred and eighty-six older adults aged 65 years or more were
sampled. Data were consecutively collected from guestionnaires given to the
caregivers. The questionnaire included basic activities of daily living, the Mini-
mental State Examination, frequencies of behavioral, psychological and physical
symptoms, and the levels of difficulty in coping with the symptoms.

Results: In group homes, requests to go home, urinary incontinence and frequent
complaining were the most commonly observed symptoms. The symptoms
associated with disorientation, anxiety and depression were frequently observed
in all three care settings. Most of the symptoms wetre more frequently observed
in group homes than in the other two care settings. However, the levels of
difficulty in coping with most of the symptoms were the highest in the long-
term care hospital, followed in order by the group homes and nursing homes. In
group homes, inappropriate sexual behavior was the symptom creating the most
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stress for the caregivers, followed by verbal and nonverbal abuse and changeable
mood.

Condlusions: The symptomatic traits of residents in group homes were clarified
in the present study. These findings could be helpful in considering desirable
placement or the improvement of eligible service provision for older adults with
dementia in care facilities.

Key words: aged, dementia, behavioral and psychological symptoms, group home

Introduction

The percentage of individuals aged more than 64 years in Japan reached 19.5% in
2004, making this country a clear forerunner in the aged society worldwide. The
number of older adults with dementia who are unable to continue living in their
home has been steadily increasing. Despite the recent dissemination of group
homes for older adults with dementia, the behavioral, psychological and physical
features of the residents remain unknown. A group home in Japan is defined
as a care facility that accommodates a smaller (5-9 persons) number of older
adults with mild to moderate dementia, and is characterized by participation
of the residents in daily housekeeping if possible, with the assistance of the
care staff. Most of the group homes are privately owned but the services are
provided based on the public long-term care insurance policy. There were 270
group homes when this insurance system was implemented in 2000, but this
number had risen to 4775 at the last measurement in 2004. Despite this rapid
dissemination of group homes, their concept is not well understood by healthcare
professionals, much less by the society as a whole. In terms of choosing an
optimal care environment for older adults with dementia, it is important to
identify symptomatic traits in those who are admitted to care facilities. However,
there is a dearth of information regarding the relationship between the symptoms
and care settings.

In this study, we surveyed the frequencies of behavioral, psychological and
physical symptoms in group homes and the levels of difficulty in coping with the
symptoms. We also compared the results obtained from group homes with those
in nursing homes and in a long-term care hospital.

Methods

This study involved 586 older adults aged 65 years or older. Ninety-one older
adults were living in 10 group homes, 411 were in five nursing homes, and 84
were admitted to a long-term care hospital. Data were collected consecutively
from questionnaires given to the caregivers in charge of the older adults. The



Symptoms in group homes

questionnaire included questions about the residents’ age, gender, basic activities
of daily living (BADL) evaluated by the Barthel Index (Mahoney and Barthel,
1965), frequencies of behavioral, psychological and physical symptoms, and
the levels of difficulty in coping with the symptoms. The Mini-mental State
Examination (MMSE; Folstein et al., 1975) was administered in two of the
group homes to a total of 17 residents.

The behavioral, psychological and physical symptoms of the older adults
were assessed using the original list given in Table 1. The list consisted of:
16 symptoms (numbers 1-16) included in the primary assessment dataset of
the public long-term care insurance system; and 16 symptoms (numbers 17~
32) selected from the lists applied in previous studies (Baumgarten et al.,
1990; Greene et al., 1982; Sanford, 1975; Teri ez al., 1992). Behavioral and
psychological symptoms of dementia (BPSD) are usually defined as symptoms of
disturbed perception, thought content, mood or behavior that occur frequently
in patients with dementia (Finkel and Burns, 2000). We included not only
behavioral and psychological but also physical symptoms, such as urinary/fecal
incontinence, dysphagia and walking disturbance, as some previous reports
suggested that the physical problems strongly affect the caregivers’ burden
(Dunkin and Anderson-Hanley, 1998; Onishi et al., 2005). The frequencies
of observed symptoms were scored with the following values: 0 =mnone, 1=less
than once a week, 2 =a few times a week, 3 = almost every day, and 4 = always.
When the symptoms were observed, the staff was asked to estimate the level of
difficulty in coping with each symptom on a scale of 1 to 5, with 1 representing
“eagy” and 5 representing “extremely difficult.”

Differences in the frequencies of observed symptoms and the levels of
difficulty in coping with symptoms among group homes, nursing homes and
the long-term care hospital were tested using a one-way analysis of variance
(ANOVA). Tukey’s test was used for multiple comparisons. A p-value of < 0.05
was considered to indicate statistical significance, and all tests were two-tailed.
All statistical analyses were performed on a personal computer with the statistical
package SPSS for Windows, Version 11.0 (SPSS Inc., Chicago, IL, U.S.A.).

Resulls

Table 2 shows gender, age and BADL for the residents in the three care settings.
There were no significant differences in gender or age among the three groups,
but the mean BADL was significantly higher in group homes than in the other
two groups. The mean MMSE score was lower in the long-term hospital than in
the nursing homes, but the score in the group homes did not differ significantly
from the other two care settings.
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Table 1. List of behavioral, psychological and physical symptoms

Symptoms from the list included in a primary assessment dataset of the public long-term care

insurance policy

Delusion of being robbed
Fabrication
Hallucination
Changeable mood

Sleep disturbance

Verbal and nonverbal abuse
Repeated story

Loud voice or screaming
Resistant to care

10 Wandering

11 Restlessness

12 Request to go home

13 Hording useless things
14 Destroying property

15 Filthy behavior

16 Allotriophagy

O oo 1oy N

Ttems selected from lists applied in previous studies
17 Imappropriate sexual behavior

18 Hiding things

19 Compulsive behavior

20 Hanging around persistenty, repetitive questions
21 Lack of interest

22 Abnormal appetite

25 TUrinary incontinence

24 Fecal incontinence

25 Reluctance to contact with others

26 Monology

27 Self-mutilation

28 Walking disturbance

20  QObsessed with loneliness

30 Dysphagia

31 Bradykinesia

32 Complaint

Table 2. Gender, age and basic activities of daily living (BADL)

FEMALE AGE BADL? MMSE
Group homes (7= 91) 80.7 81.4+74 1624+34 132=x6.1
Nursing homes (= 411) 70.5 81.3+6.2 10.8%£57 144483
Long-term care hospital (n=84) 71.2 30.8+90.8 63+x62 114=103
Total (n=586) 72.0 81.1+8.6 104+63 14.0=8.5

Values are % or mean = SD.
+*BADL was evaluated by the Barthel Index (/20).
MMSE = Mini-mental State Examination (/30).
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Table 4. Difficulties coping with the observed behavieral, psychological and
physical symptoms*

GROUP NURSING A LONG-TERM

HOMES HOMES CARE HOSPITAL
Inappropriate sexual behavior 4.50£0.71 1.64+1.29
Verbal and nonverbal abuse 3.27£1.19 2.39:+1.34 4.1440.90%¢
Changeable mood 3214125 2.65+1.27 3.0441.43¢
Sleep disturbance or reversion 3144132 2.31+£1.29 3.3341.45%¢

of day and night

Loud voice 3.00£1.37 2.50+£1.35 3.9441.18°
Hanging around persistently 3.00+1.13 2.12+£1.41 4.60+0.89°
Request to go home 2.96£1.19 2.30£1.17 2.03:£1.15%°
Wandering 2.85+1.12 2.43+1.30 3.334£1.63
Hallucination 2.814+1.56 2.27+1.24 3.40+1.14
Abnormal appetite 2.80+1.64 1.69+1.44 1.00x0.00
Restlessness 279+1.08 2.58+1.21 3.53+1.33%¢
Delusion of being robbed 2.77+£1.33 2.534+£1.35 2.75+1.34
Complaint 2.7341.16 2.231+1.26 2.80+1.61
Resistant to care 2.65x1.11 2.63+1.18 3.56+1.59
Reluctance to contact with others  2.63=x1.13 2.12+1.15 3,104+1.29°
Walking disturbance 2.61£0.99 2.28+1.26 3.05+1.42°
Attaching to things 2.584+1.11 2.344+1.17 2.204%1.23
Confabulation 2.5811.47 2.19+£1.20 2.17+1.84
Destroying property 2574127 2.18+1.43 4.00£0.00
Fecal incontinence 2.5441.17 2.124+1.11 4.28:4+1.175¢
Reduction of interest or morale 2.45+1.06 2.38+1.12 3.55+1.41%¢
Dysphagia 2.44+0.88 2.264+£1.31 3.4141.14°
Hiding things 2.384+1.14 2.14:4+1.18 3.00+1.41
Compulsive behavior 2334+1.14 2.40%=1.44 2.57+1.62
Urinary incontinence 2.26+1.01 2.02=1.11 4.18+1.325¢
Allotriophagy 2.25+1.50 2.0841.68 2.00+£0.00
Hoarding useless things 2.22+1.19 2.76+1.38 4.50 £0.58%¢
Obsessed with loneliness 2.16£0.95 2.024+1.06 2.70k1.01°
Filthy behavior 2.07+1.03 2484142 4.57 £ 0.94b¢
Momnology 2.03£1.38 1.954+1.04 2.33+£1.58
Bradykinesia 1.634+£0.74 2.30=x=1.24 1.004:0.00
Self-mutilation NP 1.40+£0.84 4.834+0.41

*Scored from 1 for easy to 5 for extremely difficult to cope with the symptom.

NP, no patients had the symptom.

aGignificant difference between group homes and other healthcare facilities (p < 0.05).
bSienificant difference between group homes and a long-term care hospital (» < 0.05).
°Significant difference between healthcare facilities and a long-term care hospital (p < 0.05).

The frequencies of observed symptoms and the levels of difficulty in coping
with the symptoms are shown in Tables 3 and 4. Requests to go home, urinary
incontinence and frequent complaining were the most common symptoms n
the group homes. Most of the symptoms were more frequently observed in the
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group homes than in the other two settings. Reduced interest or morale was
observed more frequently in nursing homes, and symptoms related to physical
disabilities were more frequently observed in the long-term care hospital than in
the other two settings.

The overall levels of difficulty in coping with the symptoms wetre the most
serious in the long-term care hospital. In group homes, inappropriate sexual
behavior was the symptom that caused the greatest stress for the caregivers,
followed by verbal and nonverbal abuse and changeable mood. Requests to
go home produced greater stress in the caregivers of group homes than in
the other two settings. Finally, changeable mood, sleep disturbance or diurnal
thythm disturbance, and verbal and nonverbal abuse were more stressful for the
caregivers in group homes than for those in nursing homes.

Discussion

Since the first report by Sanford in 1975 regarding BPSD that were mainly
associated with physical disabilities, various scales to assess BPSD have been
proposed. Table 5 sumnmarizes the list of symptoms reported previously and the
one used in the present study. For comparison, the symptorms are classified into
the following categories: need an emergent stop, need to stop, need to watch,
need to help, engenders stress for oneself, and engenders stress for surrounds.
The classification presented in Table 5 needs to be validated by evidence based
on psychosocial impact of the symptoms, such as caregiver’s burden.

Schreiner et al. (2001) reported that 45.4% of Japanese nursing home
residents with dementia manifested aggressive behaviors; however, few studies
have addressed the frequency of symptoms associated with dementia in other care
settings. In particular, because the group home for older adults with dementia is
a novel type of care facility, little is known about the characteristics of residents
living in these homes. According to Annerstedt et al. (1996), the residents
of group homes had physical handicaps ranging from stage A (completely
independent) to stage E (dependent on bathing, changing clothes and toileting),
based on the ADL index of Katz er al. (1963). The present results using the
Rarthel Index showed some similarities in BADL. Cognitive status in group
homes is also comparable to previous reports showing mean MMSE scores
ranging from 9.0t0 16.7 (Colvez e al., 2002; Elmstahl et al., 1998a; Faxen-Irving
et al., 2002; Wimo et al., 1995a). We initially speculated that the MMSE score of
group home residents may be higher than other settings. However, study subjects
in nursing homes and long-term hospitals include patients without dementia,
which may have confounded the results in comparing their cognitive status.
Annerstedt (1997) reported that depression and anxiety were observed more
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frequently in group homes than in other types of care facilities. Elmstahl ez al.
(1998b) reported that disorientation was the most prevalent trait, and lack of
vitality, dyspraxia—spatial disorientation, and depression-anxiousness followed.
In this study, we also found that the symptoms associated with disorientation,
anxiety and depression, such as requests to go home, obsession with loneliness,
complaints, delusion of being robbed, and changeable mood, were observed
frequently. One of the reasons why most of the behavioral and psychological
symptoms were frequently observed in group homes seems to be that group
homes enable the development of a more personal relationship between the
residents and caregivers than do other facilities. Because of this closeness,
caregivers becomes more sensitive to the residents’ symptoms. In addition,
some active behavioral symptoms, such as wandering or requests to go home,
were observed morte frequently possibly because the residents of group homes
were more physically active than those in other settings. However, the observed
difference in frequencies of behavioral and psychological symptoms cannot solely
be attributed to either characteristics of each facility or patient’s conditions from
the findings in this study.

For most of the behavioral and psychological symptoms, the level of difficulty
in coping with the symptoms was highest in the long-term care hospital. Long-
term care hospitals usually admit many physically and mentally dependent
patients with severe dementia due to stroke or other medical conditions. This
finding may imply that long-term care hospitals tend to consider physical
problems a higher priority, and may not be equipped to deal with the problems
derived from the dementia of the patients. However, as there are likely to be
many patients with behavioral and psychological symptoms and also with need
of medical care, long-term care hospitals should become more responsible for
the patients with these symptoms.

In group homes, the level of difficulty in coping with the symptoms was high
for inappropriate sexual behavior, verbal and nonverbal abuse, changeable mood
and sleep disturbance. As Wimo ez al. (1995b) reported, the main reasons for
patients’ moving to institutions from group homes were behavioral disturbarnces
and increasing demands for nursing. Thus, it may be essential to establish
strategies for controlling the symptoms in order for the residents to continue
to stay in group homes.

In summary, the current symptomatic traits of residents in group homes
were clarified in the present study. Symptoms associated with disorientation,
anxiety and depression were observed frequently, and sexual and aggressive
behavioral disturbances caused a great deal of stress. The burden experienced
by the caregivers as a result of the symptoms of residents was least in nursing
homes. The present study clarified behavioral characteristics and the burden of
coping with the symptoms of residents in different care facilities; thus it is hoped
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that the findings will be useful in choosing a relevant care environment for older
adults in need of care and will contribute to the improvement of eligible service
provision for older adults with dementia.
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Abstract

This study aimed to clarify what pleasurable recreational activities older adults like to participate
in, and to investigate the relationship between those activities and quality of life (QOL). Ques-
tionnaires were delivered to older residents (65 years and above) in a Japanese rural area. The
residents’ background information, the amount of pleasure for various activities, and the QOL were
surveyed. The QOL was evaluated by the revised Philadelphia Geriatric Center (PGC) morale scale.
The amount of pleasure taken in a majority of the activities, such as conversation with family or
neighbors showed a significant association with the happiness score, but only a few activities showed
significant association between the revised PGC morale scale and the amount of pleasure. The
multiple regression analyses indicated that the amount of pleasure in exercise, the difficulty in
managing finances, and amount of pleasure taken in watching TV were significant variables for
predicting the happiness score, The results indicated that the amount of pleasure older adults
experienced when engaging in activities such as conversation with family or neighbors showed
significant association with the older adults’ happiness. These results may be helpful in under-
standing contributions of various activities to the perception of pleasure in older adults.
© 2005 Elsevier Ireland Ltd. All rights reserved.
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