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~ said to often have hypochondriac fixations in the form of excessive .
- apprehension and fear of physical disease. On the other hand, there were:

- . few complaints. of depression as a mood disorder, and because their

" depressed moods were not prominent, depression tended to be over-

" looked. Thus, based on the results of this study it appears possible touse

hypochondriac sylmptoms as a clue to the presence of depression.

" Visual impairmient was also significantly associated with depression.
There is a report that even mild visual impairment in elderly persons re-
siding in the community has a great impact on the onset of depression

(Horowitz, Reinhardt, & Boerner, 2005). Because the information ob-

tained by vision decreases when an impairment is present, body move-
ments decrease, and the range of activities decreases due to increased
fear of falling. In addition, the field of vision narrows, changes in col-
or perception occur, brightness adaptation declines, and the likelihood

of decreased orientation and hallucinations also increases. Thus, visual =~

impairment is a symptom that often develops in the elderly, but not
evaluated accurately (Abyad, 1997). Based on the results of this study,
early screening for symptoms of visual impairment appears to be impor-
tant from the standpoint of mitigating or preventing declines in physical
capacity or function, and, in turn, depression. Taking the environment,
methods of assistance, and work into consideration seemed-to be impor-
tant in both daily living and rehabilitation settings. |

 Associations Bé.tWeen.Depression and ADL '4

‘Thete was a significant association between one of the ADL items,
grooming, and depression. By maintaining one’s personal appearance,
grooming is linked to better interpersonal relations, and is said to be nec-

. essary when attempting to obtain acceptance by others socially (Mori &

Sato, 2005). Being assisted with grooming appears to decrease opportu-

 pities to look in the mirror and be aware of one’s own image that result

in a decline in concern about one’s own appearance and about social -

" trends, and may be linked to depression as well.

Significant associations with depression were observed for two of the
categories of social cognition examined in this study: social interaction

" and problem solving. Since ability to become appropriately involved

with others and to participate in groups is evaluated in the assessment-
of social interaction it appears difficult for persons with low social inter-

~ action scores to become skillfully involved with others. Thus, it is pos-
tulated there would be little involvement between residents, and they =
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would tend to be 1solated Since even prev1ous research has led to re-

- ports that isolation and decreases in conversation with- acquaintances

are associated with depression (Kuroda & Sumida, 2002), it appears:
that decreases in social interaction may lead to depressmn Problem-
solving ability is assessed by evaluating the degree to which instruc- .
" tions are needed in everyday life. If the problem—solvmg score is low,
that is, when numerous instructions are needed, it is difficult to think -
“and act alone, and acting of one's own will declines. That i is why low -

problem-solving scores are thought to be linked to a decrease in sponta-

neity, and why a significant association was found with depress1on Fur--
~ thermore, despite the fact that the MMSE scores were not found to
be significantly associated with depression in this study, the results did
show a significant association with social cognition: These findings
suggested that abilities that require more complex cognitive and behav-
ioral functions, not cognitive functions, such as onentatlon and memory, -
are assomated with depression. . - :

Limitations of the Study

The ﬁrst hm1tat10n is that a11 of the subjects were from a smgle 1nst1-
tution, and the second limitation is that we did not have a big enough
sample to perform multivariate analysis, which may ‘have reduced the

number of factors associated with depression. Third the information as

to whether the subjects had a visual impairment, hearing disorder, or

language disorder was taken from the charts. Finally, because this study .

was a cross-sectional survey, it was impossible to elucidate cause-effect
relationships, for example, whether the items surveyed caused a ten-
dency toward depression, or whether the presence of a tendency toward
depression caused decreases in the survey items. A longitudinal study .

seems to be necessary to elucidate cause-effect relatlonshlps '

CON CLUSI ON

The results of this study showed that 50% of residents of ¢ a health care '
institution for the elderly exhibited mild to moderate depress1on, and”

having a visual impairment, hypochondriac symptoms, grooming abil- -

ity and social cognition ability were found to be significantly related to

~ it. These results suggested that performmg rehabilitative interventions'
focused on grooming and social cognition may prevent or Imtlgate _the o

depress1on of residents-of a health care 1nst1tut10n for the elderly
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ABSTRACT The purpose of th1s study was to conduct group rermms- -

cence therapy by using cooking activities among elderly dementia pa-

~ tients and to assess its efficacy. We conducted remlmscence;herapy for
11 patients in a total of 9 sessions, once a week, 60 minutes each. Evalu-

- ations were performed on three occasions: one week before the start of
the intervention and one week and four weeks after completion of the in-
tervention. No particular adverse events were noted during the conduct
of the study. There were significant improvements in the patients’ scores

for cognitive function and in their behavior, and the 1mprovement in -

~ cognitive function continued until four weeks after the intervention. Based
. on these results, it will be necessary to verify the efficacy by means of a
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INTRODUCTION -

The core manifestations of dementia are cognitive impairment, pri-
marily memory disorders, but secondary manifestations, such as affective
disorders, including depression, anxiety, and decreased willingness to
participate, cannot be ignored. They appear not merely to consist of re- -
duced ability to perform activities of daily living or behavior disorders,
such as loitering, but to be capable of leading to a decrease in quality of
life (QOL). Because of this, psychological assistance and care that make
it possible for elderly patients with dementia to spend the1r ﬁnal years
with greater dignity have become important tasks.

Reminiscence therapy is one psych03001a1 approach By dehberately
encouraging the elderly to reminisce about the past, with an empathetic

- and accepting attitude, reminiscence therapy encourages the elderly to

re-evaluate their lives and strengthen their identity, as well as to im-
prove their psychological stability and QOL (Butler, 1963). Reminis-

cence therapy was first advocated by Butler in the United States in the B
- early 1960s, and was subsequently applied to maintaining and i improv-

ing the mental health of the elderly by a variety of specialist personnel,

pnmanly in the United States and the United Kingdom. In the begm—
ning, it was conducted among elderly subjects without dementia, but in
recent years it has come to be performed for persons with dementia as a
means of activating their residual functions and stabilizing their affect
(Bains et al., 1987; Goldwasser et al., 1987; Kiernat, 1979). However,
little resea.rch onreminiscence therapy in elderly persons with dementia -

has accumulated. Although occasional reports suggest the efficacy in

B “terms of affective function and cognitive function (Bains et al., 1987;

Goldwasser et al., 1987), no consensus has been reached, and various tasks -
remain in regard to estabhshmg the methodology of reminiscence ther--

apy. Moreover, few studies have reported significant efﬁcacy in terms of .

cognitive function, such as orientation. In many studies a variety of mate-
rials, tools, and ‘activities, have been used to stlmulate rermmscence'
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throughout a s1ng1e session, and while some reminiscence studles have
focused on music (Ashida, 2000), few have used a single means of stim-
ulation throughout, and few have discussed the nature of the stimula-
tion. First, it will be necessary to conduct reminiscence. therapy focused
on a single means of simulation and assess its efﬁcacy in order toiden-
tify effective intervention methods. o

Against this background, it is reported that changes in spontanerty
and behavioral aspects, such as improvement in interest and participa-
tion in daily life or-an increase in opportunity for interaction with others,
were observed as a result of conducting cooking activities for female
patients with dementia in a previous study (Ohshima et al., -1997). Since
cookmg stimulates all five senses, it would promote reminiscences, and

since the actions involved in preparing food are activities that use pro- L

cedural memory of habitual activities learned in the past, those activities
themselves should serve as stimuli that further promote reminiscence. |
‘No reports of studres that have actually 1nvest1gated cognitive function
by reminiscence therapy that is embedded in a cooking activity were -
found. The purpose of the present study was to adopta s1ngle act1v1ty,
cooking, as a means of stimulation and to perform group reminiscence
therapy using that srngle means of stimulation throughout all sessions
and assess its efﬁcacy in regard to affective function and cognitive
function. .

 METHODS
Subjects

The subjects were elderly persons 11v1ng athome who were usmg day °
care rehabilitation services at two institutions. The eligibility conditions
-were: (1) 65 years of age or over, (2) diagnosis of mild to moderate de-

mentia by a psychratnst (3) ability to part1c1pate in group activities, and
absence of serious hearing disorders, vision disorders, or language dis-
orders, and (4) consent of the patrent S famlly

Procedure

‘We conducted a group program for subjects who fulﬁlled the ehgr-
bility criteria. The sessions were carried out by using the kitchen, and
the leader was an occupational therapist. Each group was composed of
three to five subjects. The participants were told that an intervention
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would be conducted that consisted of nine sessions, including an orien-
tation, once a week, 60 minutes each, on the same day of the week, and
at the same time of day.

Evaluations were conducted on three ccasions: one week before the |
start of the intervention, one week after completion of the intervention,
and four weeks after completion of the intervention. Participants who were

‘absent from five or more of the nine ses sions were considered dropouts.

Intervention Me_thod

Nine sessions were planned, eight sessions plus one session that was
also used for orientation (Table 1). The topics were arranged in sequence,
and the stimulus materials (ingredients) were specified in advance so that
they would seem related to the topics. It was decided that since the pur-
pose was reminiscing, not the cooking activities themselves, it was un-
nécessary to perform the entire cooking procedure, and care was taken
to conduct the sessions so as to finish within the allotted time.

Care was also 'taken to ensure that the content of the reminiscences
would develop as a result of interaction among the members. Reminis-
cences were elicited by askmg appropriate questions that would stimu-
late and encourage reminiscences. We developed the sessions by using
supportive, receptive listening.

TABLE 1. Program of Group Reminiscence Therapy: Reminiscence Topics
and ReminisCence-Stimulating Materials

Session. Topic © Menu
-no. _ _ :
1 Self-introductions/proverbs  None ' _
-2 Hometown memories Steamed potatoes Greentea.
3 .  Memoriesofplaying - White flour dumplings .  Green tea
_ dipped in soy bean flour -
4 Memories of school - Thick fried eggs - Green tea
5 . Memories of the season Boiled butterbur - Green tea
(spring) . |
6 Memories of marriage Potato wrapped in Cherry-blossom
g . . a fried tofu pouch -~ . 'tea
7 Memories of home and work Ivy sap mixed withyam ~ ~ Green tea
8 Memories of trips Rice balls Cold tea S

9 Overall review Decorations - Green'tea or coffee.
: (the future) Hotcakes - S
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Measures
Subjects Characterzstzcs

Age, gender current 11vmg environment (11V1ng alone hvmg w1th
others), and type of dementra were considered. :

Cognztzve F unction |

Hasegawa Dementia Scale-Revised. The Hasegawa Dementia Scale
(HDS) was prepared by Hasegawa et al. (1974), and as aresult of a revi-
sion in 1991 became better able to discriminate dementla (Kato et al.,
1991). It is the test most widely used in Japan to measure cognitive
function, and there are relatlvely few questions. It is characterized by
convenience of use and use in a short time. The maximum score is 30, -
scores of 20 or under are used to diagnose dementla Scores of 21 or
more are used to rule out dementia. -

- Mini-Mental State Examination (MMSE). The MMSE was devel- E
oped by Folstein et al. (1975) and is the most widely used test to mea-
sure cognitive function worldwide. Its reliability and vahdlty have been
confirmed. The MMSE is composed of 11 questions, and scores range
from 0 to 30 points. Higher scores mean better cognitive function. A

score of 20 or less means a strong poss1b111ty of dementia, delusions;

schizophrenia, or emotional disorder. The cutoff point between de-

mentia and non-dementia is usually set at 23/24 pomts (Mori et al
1985). |

Aﬁectzve Functzon Gottfrles-Brane Steen ( GBS) Scale

The GBS scale can be used to evaluate both the seventy of dementla
and qualitative differences in dementia. Four areas can be evaluated by |
behavioral observations: motor function, intellectual functlon emotional
function, and mental symptoms. The assumption was that staff members
who are very familiar with the subject’s condition would perform the
scoring. The GBS consists of 26 items in four areas: motor function
~ (6 items), intellectual function (11 items), emotional function (3 items),
and other manifestations common with dementia-(6 items). They are
- scored on a 7-grade scale that ranges from “0 (normal)” to “6 (sever-
est).” Higher scores mean worsening of mental and emotional aspects.
Gottfrles et al. (1989) confirmed its rehab111ty in. 100 dementla patrents
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and its validity in 70 nursmg home re31dents The rehablhty and validity
of the Japanese version (GBSS-J) were verified by Honma et al. (1991)
in 246 elderly Japanese persons with dementia. Although both overall
scores and subscale scores on the GBS scale can be used for evaluations,
because we especially intended to evaluate the subjects’ mental status,
we used the subscales in two areas, intellectual function and emotional
function, in the analysis.

Behavioral Aspects: Troublesohme Behavior Scale (IBS)

We used the Troublesome Behavior Scale (TBS), which was devel-
oped in Japan, to assess problem behavior and to evaluate frequency
of problem behavior as an index. Asada et al. (1994) used the TBS to
measure 313 patients, 146 patients residing at home, and 167 in hospi-
 tals or institutions, and confirmed its reliability and validity. The TBS is

composed of 14 items, and can be used in any setting, such as home or - -

‘an institution. Caregivers and nursing care staff submit the information
and make their evaluations of severity on a 5-grade scale, ranging from
“never (O)” to “one or more times a day (4)” based on observations over
the previous month. In the present study we used estimated values of the
standardized causality coefficient, calculated the total scores according
to factor (Factor {1 = acts directed toward the caregiver; Factor 2 = acts
in which the subject is self-absorbed; and Factor 3 = d1fferent1ated be-
havior), Wthh were used in the analysis. |

Statistical Analyszs

Changes in the scores for the test items described above were sub-
jected to a repeated-measures analysis of variance (ANOVA) in order
to examine for changes in cognitive function, emotional function, and
behavioral aspects between one week before the start of the interven-
tion, one week after completion, and four weeks after completion of the
intervention. A multiple comparison of the above evaluation items in
which there were significant changes was then performed by the Dunnett
method to examine for changes in scores between one week before the
start of the intervention, one week after completlon and four weeks after
completion. ,

The p values in all tests were two-tailed, and p values <0. 05 were con-

s1dered statlstlcally 31gn1ﬁcant All statistical analyses were performed
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with Statist_ical Package_'for the Social Seiences (SPSS) ver. 13.QJ-soft- o
ware. - o
Consideration for Ethical ASpeets

After obtalmng the approval of the Ethics Comrmttee of each of thein-

stitutions, the purpose, methods, and content of the study, the fact that

they could refuse to participate in the study at any time, and that privacy
would be strictly maintained was explained to all of the subjects. In ad-
dition, because the subjects had dementia, the same explanation as
above was given to their families in writing, and only the subjects from
whose family consent was obtained were adopted as subjects of the study.

RES ULT S
SubJects Partwlpatwn in the Study

| Smce one of the 12 persons who fulfilled the eligibility cntena dropped

out because of poor physical health after the intervention had started, the -

“evaluation one week after completion of the intervention was conducted
on 11 subjects. None of the subjects dropped out before the follow-up
- four weeks after intervention, and thus there were 11 subjects in the final
analysis, whose charactenstlcs at basehne are shown in Table 2. '

Changes in Cognitive F unction, Aj_"fectlve F unctzon,
and Behavwr |

_Changes in scores for cogmtlve function, affective functlon and be-
havioral aspects between one week before and one week and four weeks
after completion are shown in Table 3. The results of repeated measures
ANOVA of the changes in individual scores revealed s1gmﬁcant changes -
in the HDS-R and TBS Factor 1 scores. .

Multiple comparison revealed significant changes in the HDS-R both -
one week after completion (p = 0.043) and four weeks after completion
(p = 0.043). A significant change was observed-in TBS Factor 1 at one
week after completion of the intervention (p = 0. 004), but not at four
weeks after completlon of the intervention (p = 0.062).
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TABLE 2. Subjects Characterlstlcs (N = 11)

N or Mean + SD? (range) ’

Age (years) - = - o o : ' 885=% 4.9
Gender . . ,

Male : I 3

Female : ’ _ _ 8
Type of dementia '

Alzheimer disease . ‘ ' : 3
~ Vascular dementia | : 8
Current living environment ' |

Living alone | - - | 0

Living with others : 11
HDS-RP - , . 10.3* 46
MMSE® | | . 142+ 47
Nu’mber of times the subjects participated | . 8.0 = 1'.1(5.0 - 9.0)

alStandard Deviation.
Hasegawa Dementia Scale-Revised.
°M|n| -Mental State Examination.

DISCUSSION

Subjects’ Partzczpatzon in the Study
and the Feasibility of the Program

There was only one dropout after the start, and that was because the
subject did not feel well. The mean number of times subjects partici-
pated was high: eight times. One subject participated, five times, but
that was because the patient was admitted to the hospital during the mid- |
dle of the intervention, not because the patient refused. There was a
strong possibility of participation being refused because the activity
was cooking, which tends to evoke a negative image, such as making
patients wonder _Whether they will be able to use a kitchen knife safely.
However, since the men in the present study who had experience with
cooking vigorously engaged in cooking, and the men with no experi-
ence with cooking played the role of “people who will eat for us,” the
sessions proceeded smoothly. It was possible to perform the activities '
safely, with no behaviors or actions in the cooking settings that seemed
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TABLE 3. Results of Repeated Measures AnalyS|s of Vanance on HDS R
IES-R, MAC Scale and QLQ C30

1 week before the . 1 week after 4weekafter =~ Time

start of the completion of - completion of .
intervention the intervention ~ theinterventon - F . - P
o - ‘ - value )

HDS-R® ~ 103%46 . 128%55 12866 . 402 0.034
MMSE® 147+47 164 +3.8 16.0+50 271  0.091
GBS® " | / o
Intellectual - 123+93 12.0-+ 10.6 10275 ~ 136 0.279
function. _ ' : , : _ C
Emotional 1815 2.0 =21 1.8+20  0.08 ° 0917
function S o
TBS¢ A
Actsdirected @ 50%+53 = 31+43 = - 3849 6.28° - 0.008
toward the ' : . : _
caregiver B o - A ' - :
Actsinwhich = 2.1+23  19*20 22+24 039 0677 °
the subjectis - o ‘ s ~
self-absorbed o o _ : : -
Differentiated —-0.1 +0.4 - —-02* 1.0 -04+08 113 0325

behavior

aHasegawa Dementla Scale-Revised.
bMini-Mental State Examination.
°Gottfnes Brane-Steen Scale.
9Troublesome Behavior Scale.

dangerous. Based on the above, partlcrpatlon in this program is feas1ble
and the results suggested that there are no great obstacles or problems to
conductmg thlS program |

Efﬁ_ca(:y of the I'n‘terv_e'n_ti'on

'We conducted group reminiscence therapy using cookmg as ameans
of stimulation for elderly persons with dementia who were utilizing day
care services, and assessed its efficacy in terms of affective function and
cognitive function. The results suggested it may have been effective in
terms of cogmtrve function and behavior. Moreover, although the efficacy
of group reminiscence therapy, in terms of behavior, ad diminished four
‘weeks after completion of the intervention, the unprovement in cognitive
function persisted until four weeks. Although many previous studies
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have reported improvement in affective function as a result of remini-
scence therapy, few studies have used objective evaluations of cogni-
tive function. In addition, while there have been reports of observations
- of changes in cognitive function before and after interventions (Hitch,
1994), none of the studies have investigated the persistence of their effi-
cacy after the intervention. In the present study we followed up four weeks
after the intervention. The results that showed improvement in cognitive
funiction until four weeks after the intervention seem to be meaningful
from the standpoint of assessing effective intervention methods in clinical
settings. | - -

Reminiscence therapy is reported to raise the arousal level of elderly
persons with dementia through past memories or evoked affects and to sti-
mulate and activate residual functions (Pittiglio, 2000). On the other hand,
cooking is said to be one of the intellectual activities that uses the frontal:
lobe, and it is an activity that uses continuous memory as well as episodic
memory, attention-splitting function, and planning ability (thinking abil-
ity). There have been reports stating that it is possible to reduce problem
~ behavior by attempting to improve care deliberately using continuous
memory that had been maintained (Camberg et al., 1999). Reports that,
since past procedural memory (memory of cognitive and motor skills) of-
ten remains, ordinary cleaning or cooking provides good stimuli (Egan,
2006). Therefore, it was speculated that having incorporated the work
properties and therapeutic efficacy that cooking (cooking activity) offers,
into reminiscence therapy in the present study, lead to evoking memories
more easily and to improving cognitive function as a result. However, this
study is a pilot, and did not definitively proved the effect of the interven-
tion. It will be necessary to verify the efficacy by means of a randomized
controlled study in a larger number of patients.

‘Cognitive function disorders in elderly persons with dementia in-

crease anxiety and confusion as the dementia progresses, which appears
to be a major factor in increasing friction between the patients and their
surroundings. Improvement in both cognitive function and behavioral
aspects was observed in the present study, and it appeared that anxiety
and confusion were alleviated by improving cognitive function, which are
the core manifestations of dementia, and that alleviating them may have
been linked to the alleviation of the behavior disorders, which are said to
‘be secondary manifestations. On the other hand, the decrease in efficacy
against the behavioral aspects at the follow-up examination four weeks
. after completion of the intervention suggested that the program needed
to be continued. | | o
1.
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Limitations of the Study

~ First, because of the small number of subjects in this study and the fact
' that only a couple of institutions participated, it is difficult to generalize
the results. Moreover, since no control group was established, it is impos-
sible to conclude anything more than that the intervention program
may be effective. It will be necessary to assess the efficacy of the pro-
gram by means of a randomized controlled study after obtaining partici-
pation by a large number of subjects and institutions and reassessing the .
evaluation items. It will also be necessary to prepare a program that is
reliable and valid based on the present study. However, because the re-
sults of this study suggested the possibility of using cooking to imple-
" ment reminiscence therapy and its efficacy inregard to co gnitive function .
and behavioral aspects in elderly persons with dementia, they pointed to
 the possibility of being able to use this method as a means of improving
the QOL of the elderly with dementia. o R |
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