298

cates greater sex role egalitarian attitudes. Suzuki
reported that Chronbach’s alpha for the SESRA-S was
0.91 and that the test-retest coefficient at a 4-week
interval was 0.89.%

Demographic data included age, gender, type of
profession, residential area, and employer of the
respondents. '

Statistical analysis

Exploratory factor analysis was performed to deter-
mine the number of factors. The data were rotated with
PROMAX rotation, an oblique rotation, because we
expected that the extracted factors would be dependent
on each other. The number of factors was determined
by the scree test.” Based on this result, confirmatory
factor analysis was conducted. Several measures of
absolute fit were employed to estimate the extent to
which the hypothesized factor model of this SESRA-S
fitted the data; these included goodness of fitness index
(GFY), adjusted goodness of fitness index (AGFT), and
root mean square error of approximation (RMSEA).
The influence of respondent data such as age, sex,
residential area, and profession on the score of the
SESRA-S was assessed by four-way layout ANova.

RESULTS
Factor structure of SESRA-S

The mean = SD for each SESRA-S item is given in
Table 3. Each item showed moderate variation. All

Table 3. Factor loading on each item of SESRA-S

M. Uji et al.

items were subjected to exploratory factor analysis.
The exploratory factor analysis yielded two factors that
accounted for 48.1% of the variance. The correlation
between the two factors was 0.31. The first factor was
loaded highly by all the reverse items and the second
factor was loaded highly by all the non-reverse items.
‘We thought that these dichotomous factors were based
on the phraseology of the items (i.e. reverse vs non-
reverse) rather than the content of the questionnaire
items. The impression given by an item may vary
depending on whether it is written positively or nega-
tively. Items that deny egalitarianism may construct a
different factor from those items that support egalitar-
ianism although these simply describe the same idea or
phenomenon into two different directions. The descrip-
tion of the reverse items in the SESRA-S generally
state that women should take traditional women’s role
(house chores) and are not expected to work outside.
The reverse meanings of these sentences are that
women should not be bound by house chores. Thus, we
interpreted the first factor as ‘women’s freedom’ or
‘women’s rights’. In contrast, the non-reverse items
directly emphasize women’s independence and equal-
ity with men. Thus, we interpreted the second factor as
‘women’s independence’ or ‘women’s autonomy’. Thus,
we named the first factor as ‘women’s rights’ and the
second factor as ‘women’s independence’.

The factor structure derived from this exploratory
factor analysis was examined by confirmatory factor
analysis. The model (Fig.1) showed a good fit:
GFI1=0.913, AGFI=0.883, and RMSEA =0.077. We
calculated two subscales, that is, women’s rights and

Mean = SD Factor 1 Factor 2
4, Women at home and men at work 431+0.89 0.74 —0.04
2, Important issues should be decided by husbands 4224095 0.72 —-0.04
5, Working women put a strain on the family 4.08 £0.93 0.71 -0.04
11, Women should work part-time because they have to raise children 4.03+1.02 0.70 0.09
15, Women should not get a job with responsibility and competition 3.69+1.03 0.68 0.02
3, Working wives cause marital disharmony 4.16£0.92 0.64 -0.03
10, Daughters should be raised to become housewives and sons to have jobs 4.09%1.02 0.62 0.08
1, Women in high social positions have difficuity getting married 443082 0.61 0.00
9, It is important to raise a boy to be masculine and a girl to be feminine 3.10+1.22 0.59 0.00
14, Women do not have to work if there is no economic need 351+£1.04 0.58 0.08
8, Bringing up children is the most important job for women 277+1.12 0.50 -0.15
12, Working outside is equally important for women 3.84+1.06 ~0.06 0.74
13, Women should work even after having a child 3.38+0.85 -0.10 0.72
7, Domestic chores should be shared between spouses 412+0.95 -0.10 0.43
6, No necessity to change surname after marriage 332+1.15 0.15 0.32

SESRA-S, Scale of Egalitarian Sex Role Attitudes short form.
Item sentences are abbreviated.
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Figure 1. Confirmatory factor analysis of the Scale of
Egalitarian Sex Role Attitudes short form (SESRA-S).
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women’s independence, by summing the scores of
items with high factor loadings with either of the two
factors.

Impact of demographic data on SESRA-S

Age did not correlate with egalitarian sex role attitudes
either in the women’s rights score or in the women’s
independence score. The scores of the two subscales
were significantly higher among women than men and
among those living in urban areas than those living in
rural areas (Table 4). There were also differences
between professions. Scheffe’s post-hoc comparison
showed that the women’s rights scores were signifi-
cantly lower among nurses as compared to health
visitors (P < 0.001), social workers (P < 0.05), and psy-
chologists (P <0.05), and that the women’s indepen-
dence scores were significantly higher among health
visitors as compared to nurses (P < 0.001) and psychi-
atrists (P <0.05).

Because these four variables (age, gender, residen-
tial area and profession) were interrelated, the effects
of the predictor variables on the two SESRA-S sub-
scale scores were examined by four-way layout
aNova. Each of the two SESRA-S subscales was
regressed separately on participant age (<21, 0; 21~
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Table 4. SESRA-S subscales
Women’s Women’s
rights independence
Sex
Women 42.29+6.97 1474 £2.74
Men 39.92 +8.21 13.90 £2.93
r-test t=-2.806%* t=—2.962%*
Residential area
Urban 43,54 £7.00 15.02(2.86
Rural 40.70 +7.41 14.28 +2.76
t-test t=4731*%* t=2.83%*
Profession
Nurses 40.26 £7.05 14.31 £2.76
Health visitors 48.26 £4.98 16.02 £2.65
Social workers 44.39 + 6.66 15.23 £2.60
Psychiatrists 43.08£7.26 13.58 £3.43
Psychologists 46.63 £ 6.97 1475+£235
School teachers 4577 £8.03 - 15.85x2.61
Others 46.03 + 6.98 15.32 £2.73
ANOVA F=1536%%#* F=481%**

SESRA-S, Scale of Egalitarian Sex Role Attitudes short
form.

*P < 0.05; ¥*P < 0.01; ***P < 0.001.

47
46 +
45 +
44 +
43 +
42
41 .
40 -
39 +
8 F
37 + d
Male Female

Figure 2. Interaction between the gender and residential
area for women’s rights score. (@) Urban area; (A) rural area.

30, 1; 3140, 2; 41-50, 3; 51-60, 4; 61-70, 5; 71-80, 6;
>81, 7), gender (male, 0; female, 1), residential area
(urban area, 0; rural area, 1), and profession (nurse,
0; health visitor, 1; social worker, 2; psychiatrist, 3;
psychologist, 4; schoolteacher, 5). Gender (F=5.2,
P <0.05) and profession (F=7.2, P<0.001) had sig-
nificant effects on the women’s rights subscale score.
There was a significant interaction between residen-
tial area and gender in terms of the women’s rights
score (F=4.5, P<0.05; Fig.2). It was shown that
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City area Rural area

Figure 3. Interaction between the residential area and pro-
fession for women’s independence score. (O) Nurses; (@)
health visitors; (&) social workers; ((I) psychiatrists; (A) psy-
chologists; (A) teachers.

men living in rural areas had the lowest scores on the
women’s rights subscale.

Profession (F=3.9, P <0.001) and residential area
(F=5.5, P<0.001) had significant effects on the
women’s independence subscale score and a significant
interaction was found between profession and residen-
tial area in terms of the women’s independence score
(F=2.5, P<0.05; Fig. 3). Psychiatrists living in rural
areas had the lowest scores, whereas those belonging to
other groups had virtually the same level of attitudes
towards women’s independence. This was the case
even when the analyses were repeated for the men and
women separately.

DISCUSSION

The results of the present exploratory factor analysis of
the SESRA-S indicated that it consists of two domains:
women’s rights and women’s independence. Further-
more, a confirmatory factor analysis supported the
validity of this conclusion. We then performed statisti-
cal analyses to investigate the relationships between
sex role egalitarian attitudes and several demographic
variables using the scores of these two SESRA-S
subscales.

In the present study age had little, if any, influence on
the SESRA-S scores. This differs from the results of
Suzuki, and Burt and Scott.”** This discrepancy may
be attributed to the group of participants: the partici-
pants in the present study were professionals who are
influenced by sex role egalitarianism in their working
environment, whereas the participants enrolled in the
studies of Suzuki, and Burt and Scott were non-

© 2006 The Authors
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professionals®** Indeed Suzuki demonstrated that
women in professional/managerial work had higher
SESRA scores than others (housewives and those
with jobs other than professional/managerial occupa-
tions).” The previous findings that older people have
less sex role egalitarianism may be outweighed by
longer professional careers.

As to the gender, the present study partially sup-
ported the previous studies, which concluded that
women have stronger egalitarian attitudes, 20263537
Female participants scored higher in the women rights
subscale than male participants, particularly in the
rural area, whereas the two genders did not differ in
scores for the women’s independence subscale. Thus,
the general notion that women are more sensitive to
sex role egalitarianism than men is applicable only to
women’s rights among a Japanese rural population. In
contrast, men in rural areas are less sensitive to the
women’s right domain but are equally as sensitive as
women, to women’s independence. On average, Japa-
nese men may recognize working women’s desires to
continue their working careers even after marriage or
childbirth (women’s independence), but they may be
less sensitive about the conservative view of ‘man as
breadwinner’ (women’s rights). This is illustrated by
anecdotal evidence of a man who says ‘I respect my
female colleagues at work as equal partners, but I want
my wife to be at home looking after the homemaking
and children’. Burt and Scott also concluded that men
were beginning to accept non-traditional roles for
wives but are less willing to support any erosion of
male power in family.*

As to place of residence, only in the scores of the
women’s independence subscale did participants from
the urban areas score higher than those from rural
areas. Compared to rural areas, there are varieties of
women’s professions in urban areas. Participants in
urban areas were more likely to have contact with pro-
fessional women with strong egalitarian attitudes.?® In
contrast, in rural areas, the variety of women’s profes-
sions is limited. Thus, participants in rural areas were
more likely to have contact with non-professional
women with lower egalitarian attitudes.

Regarding profession, our results have shown that
psychiatrists in rural areas were the least egalitarian,
particularly in the domain of women’s independence.
This may be due to the fact that most of the psychia-
trists working in rural areas were at the top of the
feudal organization. These people tend to regard
themselves as responsible for every event that happens
in their hospitals and tend not to designate responsi-
bility to the nurses, who are usually women.

We should be cautious about our conclusions due to
several limitations of the study. First, the distribution of
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the participants’ sex and type of profession were
skewed, and the numbers of psychologists and school-
teachers were insufficient. We concluded that psychia-
trists in the rural area had the lowest score in terms of
women’s independence. However, the number of psy-
chiatrists in rural areas in the present study was small
(n=8). Thus, it is not appropriate to generalize these

_data to all psychiatrists in rural areas. We also con-
cluded that men in rural areas had the lowest score in
the domain of women’s rights. However, we could not
confirm that this was the case in every profession, par-
ticularly for health visitors (lack of male participants)
and for school teachers (insufficient number of partic-
ipants). A second limitation is that we had no means by
which to examine the effects of the professional’s atti-
tudes about gender egalitarianism upon their interven-
tion with their clients.

In summary, the present study has demonstrated
that the SESRA-S consists of two subscales: women’s
rights and women’s independence. The construct valid-
ity of the scale was supported by the expected associ-
ation with gender, residential area, and profession.
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Comprehensive Geriatric
Assessment for outpatients is
important for the detection of

nctional disabilities and
depressive symptoms associated
with sensory impairment as
well as for the screening of
cognitive impairment
Eriko Sumi,' Hajime Takechi,' Taizo Wada,' Masayuki Ishine,!

Yoshio Wakatsuki,' Toshinori Murayama,’ Masayuki Yokode,? Makoto Tanaka,®
Toru Kita,* Kozo Matsubayashi® and Hidenori Arai'

Departments of 'Geriatric Medicine, *Clinical Innovative Medicine, *Social Service and *Cardiovascular
Medicine, Kyoto University Graduate School of Medicine, and *Center Jor South-east Asian Studies, Kyoto
University, Kyoto, Japan

Background: The Comprehensive Geriatric Assessment (CGA) for inpatients is very
useful to improve the outcomes of elderly patients. However, most of the elderly patients
are provided their care by general practitioners in primary care settings without compre-
hensive assessment. Concise and practical assessment is necessary for the detection of
geriatric problems and sufficient care in the outpatient clinic.

Methods: The CGA was introduced in the outpatient clinic for elderly people in Kyoto
University Hospital and 309 patients participated in the study, where cognitive impair-
ment, depressive symptoms, activities of daily living, and self-reported hearing and visual
impairment were assessed.

Results: In the patients studied, the most prevalent chief complaint was memory loss
(19%). Among the patients complaining of memory loss, two-thirds of the patients were
diagnosed as cognitively impaired by the Mini-Mental State Examination. Multiple logistic
regression analysis showed that hearing and visual impairment was significantly associated
with functional disabilities and that hearing impairment was significantly associated with
depressive symptoms.

Conclusions: Thus, the CGA for outpatients is useful for the detection of functional dis-
abilities and depressive symptoms by asking about their sensory impairment as well as for
the detection of cognitive impairment in elderly patients. Therefore, concise and practical
assessment should be introduced in the primary care settings to improve the quality of life
of elderly people.
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CGA for outpatients

Keywords: cognitive function, Comprehensive Geriatric Assessment (CGA), depression,

hearing impairment, visual impairment.

Introduction

During the last 50 years, the survival rates and conse-
quently the demographic profile of the Japanese popu-
lation have dramatically changed. The average lifespan
of Japanese men and women is 78.3 and 85.2 years,
respectively, which is the longest in the world. The pro-
portion of people aged over 65 years reached 18% of the
total population in 2002, and is expected to reach 25%
by 2020.

Because it is known that a number of undetected
problems exist in elderly people, a systematic approach
to detect geriatric problems, the Comprehensive
Geriatric Assessment (CGA) emerged and started in the
1980s.® Today, evidence from randomized controlled
trials or systematic reviews on the CGA is increasingly
available, supporting the use of hospital-based pro-
grams with extended ambulatory follow up.** In primary
care settings, however, time and staffs are limited, which
makes it difficult to adopt the CGA. Therefore, the CGA
for outpatients should be concise, meet the demand of
the patients, and be a guide for the subsequent inter-
vention according to the results of CGA.

The first aim of this study was to validate the useful-
ness of the CGA in primary clinical settings by examin-
ing functional and sociomedical problems in elderly
patients. Through the analysis, we studied which factor
can affect activities of daily living (ADL) and depressive
moods in elderly patients. We also tried to find the inci-
dence of patients with cognitive impairment or depres-
sive moods in the patients who had visited our clinic for
the first time.

Sensory impairment, cognitive impairment, func-
tional disability and depression are common problems
affecting aged people. However, few studies have
directly compared their associations in outpatients. The
second purpose of the study therefore was to examine
associations among these factors and to determine
whether sensory impairment is associated with cogni-
tive function, functional disability or depression in
elderly patients.

Methods

Subjects

All elderly (basically 65 years or older) patients who
came to Kyoto University Hospital for the first time or
had not been seen for the past 6 months in this hospital
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were asked to attend the health promotion clinic. This
was a general clinic and screened many problems in eld-
erly patients, not specialized to memory loss. We started
an outpatient CGA in this clinic in May 2001. Three
hundred and nine consecutive patients aged 65 and
older (mean age + SD: 75.5 £ 6.6) who visited the out-
patient clinic from March 2002 through June 2004 were
enrolled for this study after the written informed con-
sent was taken. The study protocol was approved by the
Ethical Committee of Kyoto University School of
Medicine.

Measurements

The CGA was performed on the day of patient visit by
trained speech therapists in the room next to the con-
sultation room after history taking and physical exami-
nation were performed. Intensive training and close
supervision were provided to these speech therapists
to increase interviewer reliability. Blood pressure was
measured twice in the sitting position and hypertension
was defined based on the World Health Organization
(WHO) criteria as the mean pressure level over
140 mmHg in systolic or 90 mmHg in diastolic or in
those taking antihypertensive drugs. Demographic data
including age, gender, marital status, living conditions,
working status, past medical history including cere-
brovascular diseases, heart diseases, fracture and arthr-
opathy, were determined by interviewing the patients
themselves or their family. Uncertain data was recorded
blank. Hearing and vision were assessed by the ques-
tion: “Do you have difficulty hearing or seeing (even
while wearing aids)?” Answers were scored as: 3 (no
trouble in hearing or seeing in daily living); 2 (need loud
voices or large letters, cannot hear low voices or read
newspaper); or 1 (hardly or unable to hear or see). The
scores 1 and 2 were defined as hearing or visually
impaired. Cognitive status was assessed using the Mini-
Mental State Examination (MMSE). Patients with an
MMSE score of 23 or less were defined as cognitively
impaired. In five of the patients we gave up performing
MMSE because of sensory impairment or other rea-
sons. We screened depressive symptoms using the Jap-
anese version of the 15-item Geriatric Depression Scale
(GDS-15).* Higher scores of GDS-15 indicate a greater
degree of depressive mood. In this study, we used a cut-
off point of 5/6. Therefore, we defined depression as a
GDS-1S score of 6 or more.
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We used the Barthel Index for assessment of basic
activities of daily living (BADL) and used a cutoff point
of 100/9S as most of patients were full score. For higher
levels of functional capacity, each subject’s indepen-
dence was rated by the Tokyo Metropolitan Institute of
Gerontology Index of Competence (TMIG-IC).” This
assessment consists of a 13-item index including
three sublevels of competence: (i) instrumental self-
maintenance; (i) intellectual activities; and (iii) social
role. In this study, we defined decline of ADL as a
TMIG-IC score of 9 or less, slightly lower score than the
age-specific mean of TMIG-IC, 10.7.7 Mobility was
assessed using timed ‘up and go’.

Timed “up and go’

This test of balance is commonly used to examine func-
tional mobility in elderly subjects.® The test requires the
subject to stand up, walk 3 m (10 ft), turn, walk back
and sit down. The time to complete the test is strongly
correlated to functional mobility. Elderly people who
can complete the test in less than 17 s are independent
in transfer tasks, which are normal activities in daily liv-
ing.” We then defined completion in more than 17 s as
gait difficulty.

Statistical analysis

Commercially available statistical software, STAT View
(SAS Institute, Cary, NC, USA) was used. Continuous
data were analyzed by the Mann-Whitney’s U-test.
Dichotomous data were analyzed by analysis. Multiple
logistic regression analysis was used to determine the
relationships between the GDS-15 and TMIG-IC and
screened items in the CGA including age and sex. Asso-
ciations were considered statistically significant at a level
of P<0.0S.

Results

Table 1 summarizes the patient characteristics in the
study population. The mean age of the patients was 75.5
and the percentage of males was 36.6%. Memory loss
was the most frequent chief complaint in our outpatient
clinic. Among the 309 patients, 59 patients (19.0%)
came to the hospital complaining of memory loss and
three patients with hallucinations or delusions, which
typically occurs later in the course of dementia.'®
Thirty-six of the §9 patients who complained of mem-
ory loss were given a diagnosis of probable Alzheimer’s
disease (AD) according to diagnostic standards devel-
oped by the National Institute of Neurological and
Communicative Disorders and Stroke and the Alzhe-
imer’s Disease and Related Disorders Association.!! Five
of the 59 patients with a chief complaint of memory loss
were diagnosed with depression.
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Table 1 Baseline characteristics of study patients

Parameter Value
Total subjects (1) 309
Age, mean (SD) 75.5 (6.6)

Male subjects
Cerebrovascular diseases (n = 308)

113 (36.6%)

Yes 21 (6.8%)

No 287 (93.2%)
Heart diseases (n = 301)

Yes 46 (15.3%)

No 255 (84.7%)
Fracture or joint disease (n = 304)

Yes 108 (35.5%)

No 196 (64.5%)
Anti-hypertensive drug (n = 302)

Yes 93 (30.8%)

No 209 (69.2%)
Chief complaints (r = 309)

Memory loss 59 (19.1%)

Psychiatric symptoms 3 (1.0%)

Others 247 (80.0%)

The numbers do not always add up to 309 because of
unapplicable values on some variables.

Table 2 shows the diagnostic tests and cutoff points
used in this assessment and the prevalence of each
screened problem. The problem with highest prevalence
was hypertension. Approximately 30% of the patients
were taking antihypertensive drugs, while 63.8% of total
patients were hypertensive at the physical examination
at our clinic. Although it might be expected, patients
taking antihypertensive drugs tended to be hyperten-
sive. The proportion of depressive patients was 41.9%
in this study when we used the cutoff point 5/6 on the
GDS-15. The incidence of impaired ADL and gait dis-
turbance was similar in the TMIG-IC using the cutoff
point of 9/10 or in timed ‘up and go’ using the cutoff
point of 17 s.

Patients with cognitive impairment were older, com-
plaining of memory loss more frequently than those
without cognitive impairment (Table 3). Among 76
patients who had scores of 23 or less in the MMSE, 38
patients had a chief complaint of memory loss, while
38 patients had chief complaints other than memory
loss, such as headache, dizziness and so forth.

We then performed multiple logistic regression anal-
ysis to determine which factor screened in the CGA can
affect the GDS-15 (Table4) or TMIG-IC (Table 5).
Among the factors studied, hearing impairment was sig-
nificantly associated with high GDS scores. Impaired
ADL (lower TMIG index), female gender, and the pres-
ence of hypertension were also correlated with GDS
scores. However, age, MMSE, Barthel Index, timed ‘up
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Table 2 Prevalence of each screened problem

Problem Diagnostic test Cut-off point No of Prevalence
patients
Cognition  Cognitive impairment ~MMSE (n = 304) Score =23 59 19.4%
Mood Depression GDS-15 (n=309) Score =6 130 42.1%
Activity Decline of BADL Barthel Index (n = 307) Score =95 29 9.4%
Decline of ADL TMIG-IC (n=309) Score=9 83 26.9%
Gait disturbance Timed ‘up and go’ Score =17 78 27.6%
(n=283)
Sensory Visual impairment ‘Do you have difficulty Yes 31 10.0%
seeing?’ (n = 309)
Hearing impairment ‘Do you have difficulty  Yes 37 12.0%
hearing?’ (n=309)
Physical Hypertension Blood pressure (mmHg) SBP =140 or DBP=90 191 63.5%

(n=301)

ADL, activities of daily living; BADL, basic activities of daily living.

Table 4 Independent significant associations of each
screened problem with depression: multiple logistic

regression analysis

Table 3 Characteristics of patients with or without cognitive impairment

MMSE score <23 (n=76) =224 (n=227) P
Mean age (SD), years 78.1 (6.4) 74.6 (6.5) <0.001*
Chief complaints of memory loss

Yes 38 21

No 38 206 <0.001%
Regular medical treatment

Yes 58 191

No 18 36 0.1229%

#*The Mann-Whitney’s U-test was used. TThe y? test was used. MMSE, the Mini-
Mental State Examination.

Table 5 Independent significant associations of each
screened problem with lower TMIG-IC score: multiple
logistic regression analysis

Variable

Adjusted  95%CI  P-value Variable Adjusted  95%CI  P-value

Odds ratio odds ratio
Age 1 1.0-1.0 ns. Age 1 1.0-1.0 ns
Male gender 0.5 0.3-1.0 P<0.0S Female gender 1.6 0.8-3.0 ns.
MMSE 1 1.0-1.1  ns. MMSE 1.1 1.0-12 P<0.01
Barthel Index 1 0.7-1.5 ns. GDS-15 0.9 0.8-1.0 P<0.05
Timed ‘Up & Go’ 1 0.9-1.1 ns. Barthel Index 1.4 09-24 ns.
TMIG 1.3 1.1-1.5 P<0.01 Timed ‘up and go’ 0.9 0.8-1.0 n.s.
Hearing impairment S 1.5-16.1 P<0.01 Hearing impairment 3.2 1.2-8.8 P<0.05
Visual impairment 1.2 0.5-3.1 ns. Visual impairment 3.2 1.0-10.0 P<0.05
Hypertension 2 2.1-3.6 P<0.05 Hypertension 1.4 0.7-2.5 ns.

95%CI, 95% confidence interval; n.s., not significant.

GDS-15, 15-item Geriatric Depression Scale.

and go’ or visual impairment were not associated with
GDS scores. On the other hand, hearing and visual
impairment was significantly associated with a lower
TMIG index. MMSE and GDS scores were also signif-
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icantly associated with a lower TMIG index, while age,
gender, Barthel Index, timed ‘up and go’ or the presence
of hypertension was not associated with a lower TMIG
index.
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Discussion

In this study we have demonstrated that an outpatient
CGA is very useful in detecting geriatric problems, such
as cognitive impairment and depressive mood in elderly
patients. We also showed that asking about visual and
hearing impairment is helpful in detecting functional
disabilities and depressive moods.

From the high prevalence of patients with cognitive
impairment in our clinic, screening the elderly patients
with the MMSE would be more important to detect
the patients with cognitive impairment. However, the
MMSE is not sensitive enough to detect patients with
mild cognitive impairment (MCI). Recently, new meth-
ods to improve the detection of MCI have been devel-
oped,’*® and we should adopt them in outpatient
clinical practice for those complaining of memory loss,
but with normal MMSE scores.

An early diagnosis of AD is important because early
treatment of AD with acetylcholine esterase inhibitors
prolongs the period in which the patient’s cognitive
function is maintained at a relatively high level,* and
may modify the rate of progression. Further, early diag-
nosis of AD provides some comfort to the patients and
their family by explaining the changes in the patient’s
behavior and also allows the practitioner to counsel the
patients and their family about prognosis. Nevertheless,
two-thirds of patients are moderately demented at the
time of first diagnosis.'>'® This is partly due to the lack
of recognition of dementia by their family members
or primary care physicians.!” Education should be
extended to promote awareness of the early symptoms
and signs of dementia among not only the general pub-
lic but also the health-care professionals.

Among 130 patients (41.9% of total patients) with
GDS scores of 6 or over, 40 patients (30.8%) received
antidepressant drug therapy later in our clinic. The
reported prevalence of depression in elderly people var-
ies among different ethnic groups.!® Compared to the
prevalence of depression in Japanese community-
dwelling elderly, in which 33.5% of participants had
GDS scores suggestive of depression (GDS 6 or over),!?
it is quite reasonable to suggest that the prevalence of
depression in geriatric outpatients was slightly higher
than that in community-dwelling elderly. More atten-
tion should be paid to this highly prevalent and treatable
condition in elderly patients in view of under treatment
of depression in general practice.0?!

Despite the fact that visual impairment is common in
elderly persons® and that visual disability has profound
effects on functions and quality of life (QOL), the effect
of routine screening for visual impairment has yet to be
proven in clinical trials. The Cochrane Database of Sys-
tematic Reviews found no evidence for community-
based screening of elderly people asking questions
about subjective visual impairment. One of the factors
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contributing to the lack of effectiveness is that individ-
uals who reported visual problems in a screening may
not have asked for further care because of the lack of
perception of a ‘need’ for intervention about their visual
impairment.”® Recently, the potential impact of visual
impairment on functional status or depression is sup-
ported by a number of studies.** In our study, visual
impairment was significantly correlated with functional
impairment. Because at least 40% of visual impairment
can be treatable or preventable,? geriatricians and pri-
mary care physicians should pay more attention to
reduce visual disabilities for the improvement of func-
tional status in elderly persons.

Hearing impairment is associated with mental health
and a predictor of future decline of functional
ability.*** Our results indicate that a substantial
number of elderly patients complaining of hearing loss
or hearing impairment showed lower instrumental
ADL; and more effects of hearing impairment were
seen in mental health than visual impairment, possibly
because hearing loss restricts interchange with others
and contributes to isolation of elderly people. More-
over, Smeeth pointed out that not only ownership of
hearing aids but also adequate and regular use of them
were critical for people with hearing loss.*® Clinicians
could alleviate a major source of disability in elderly
people by improvement in detection and management
of hearing impairment.

Although the CGA was performed in a university
hospital, where the percentage of referred patients was
relatively high, the frequency of patients with past med-
ical history of cerebrovascular disease, heart disease,
fracture, and arthropathy or hypertensive patients was
close to that in general hospitals."* Our health promo-
tion clinic was not specifically for patients with cognitive
impairment. Therefore, patients in this study were eld-
erly patients with various medical problems.

Our study has several limitations. First, sensory
impairment was based on self-reported items in multi-
ple screening tests, and we did not conduct further
examination including audiometry or visual acuity test.
However, we need a simple test that could be adminis-
tered in primary care settings for elderly patients. More-
over, self-reported sensory impairment has been
validated in several studies.**” Although further study
in the relationship between clinical testing and self-
reported items are needed, the prevalence of sensory
impairment in our data was similar to those found in
others. 3

Second, these are cross-sectional data, and we per-
formed neither follow-up assessment nor intervention.
A comprehensive strategy of intervention and follow-up
assessment would be needed to determine whether or
not sensory impairments result in depression and func-
tional impairment and whether or not screening elderly
people for sensory impairment is effective.
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In summary, we have shown that outpatient CGA is

useful to detect impaired ADL, cognitive impairment, or
depressive moods of elderly patients, although it is time
consuming. Asking about sensory impairment, such as
visual and hearing impairment would also be important
to assess the geriatric problems of elderly patients. Con-~
cise and practical assessment in the outpatient clinic
would be necessary to improve the QOL of elderly
people.
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