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[abstract]
The validity of nutritional care content and management for doctors, registered dietitians, nurses, and care workers

supporting elderly individuals’ eating in long-term welfare elderly care facilities : A Delphi study
Fumiko Kajii, Michiko Sugivama, Masafumi Kuzuya

Purpose : This study assesses the validity of nourishment care content as part of the structure of nutrition and care
management with the goal of supporting ingestion until death among elderly persons in welfare care facilities.

Methods : A 163-item questionnaire pertaining to nutrition care management was iteratively reviewed three times
through the Delphi method with participants from 17 facilities (with an average of 8 doctors. 15.3 nurses, 167 registered
dietitians, and 14.3 care workers at each). The final 138-item guestionnaire involved 17 items on nourishment care
common to all types of jobs, 16 on needs assessments for the elderly and their families, 29 on institutional systems, 8 on
doctors, 40 on registered dietitians, 18 on nurses, and 10 on care workers.

Resuits : The content validity index of 127 iterns was above 0.8. Participants agreed on the items common to all job types
regarding physical assessments made at the end of life and patient conditions. Correlations between aésessments of
methods for understanding of the needs of elderly people and their families, systems within institutions, and specialized
nutritional care within each type of job were higher than standard.

Conclusion . This study clarifies the nourishment care involved in different jobs, allowing for the improvement of

nourishment care practice by professionals on an interdisciplinary basis.

Key Words . Welfare facilities for elderly individuals requiring long-term care, end-of-life care, nutrition and care
management, interdisciplinary, Delphi study
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Place and cause of death in community-dwelling disabled elderly people

Jun Hasegawa', Hiromi Enoki®, Sachiko Izawa®, Takahisa Hirose” and Masafumi Kuzuya?

Abstract

Aim: To examine the place and cause of death in community-dwelling disabled elderly people.

Methods: The baseline data of 1,875 participants and their caregivers in the Nagoya Longitudinal Study for Frail Elderly
were used for the analysis. Cox proportional hazard models were used to assess the associations between the variables and
the place of death during the 3-year follow-up period.

Results: During the observation period of three years, 454 died (hospital death: 347, home death: 107). In total, the rates of
pneumonia-, cancer- and heart failure-related death were 22.7%, 145%, and 13.2%, respectively. Among the home deaths,
2249% were age-related deaths and 18.7% were heart failure-related deaths. Females, older, and participants with dementia
were more likely to die at home, while those with cancer or a spouse caregiver were more likely to die in the hospital. There
were no differences in the levels of caregiver burden or formal service use between the cases of home and hospital death.
Multivariate Cox hazard models revealed that home death was associated with an older age and the absence of diabetes
mellitus and cancer at baseline.

Conclusions; We demonstrated that death at home among community-dwelling disabled eiderly is associated with an older
age, and the absence of diabetes mellitus and cancer. Due to the lack of important factors that should be addressed, a further
study is required in the future.

Key words: Home death, Hospital denth, Cause of death, Home-dwelling elderly

(Nippon Renen Igakkai Zasshi 2013; 50: 797-803)
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x
5
Variables Categories Male ! n =988 Femdle f nT o0 p-value Z\S
n{%), average = SD | n(%), average = SD %
g2 78.50 £ 7.49 81.57 £ 7.97 < 0.001 g@
65-69 47(13.2) 46(7.6) < 0.001 i
70-74 63(17.7) 82(13.6) 5
75-79 100(28.2) 119(19.8) %
80-84 58(16.3) 124(20.6) Z
85 + 87(24.5) 231(38.4) E‘;_
téutrition peroral 322(90.7) 554(92.0) 0.622 %
enteral feeding 32(9.0) 45(7.5) %
parenteral nutrition 1(0.3) 3(0.5) &
2asic ADL(0-20) 11.0+86.5 9.9+71 0.013 %
Zharlson comorbidity index (0-35) 25+1.6 22x1.6 0.019 %
finess ischemic heart disease 31(8.7) 64(10.6) 0.496 g
congestive heart failure 32(9.0) 60(10.0) 0.818 C:3,,“
liver disease 13(8.7) 20(3.3) 0.714 %
cerebrovascular disease 147(41.4) 187(31.1) < 0.001 g
diabetes 38(10.7) ' 68(11.3) 0.914 Z
dementia 92(25.9) | 221(36.7) 0.001 (‘gﬂi
chronic puimonary disease 38(10.7) 42(7.0) 0.037 ﬁ
neoplasia 37(10.4) 51(8.5) 0.242
hypertension 70(19.7) i 150(24.9) 0.068
Anthropometric Body mass index, kg m® 208+ | (n=219) | 20.8 | {n=301) 0.978
measurements 3.4 ;44
Mid-arm circumference, cm 24.3 = 4.1 23.1 £ 4.5 < 0.001
Triceps skinfold thickness, mm 14,34 9.4 1556+ 9.5 0.200
Arm muscle area, cm? | 324x11.6 ! 280%115 < 0.001

S:atistical analysis : unpaired t-test(age, basic ADL, charlson comorbidity index and anthrometric measurements), and

+ * test{age group, nutrition route and illness)
(37 11 &)
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univariate multivariate
Variable
Hazard Ratio (95% Cl) p-value Hazard Ratio(95% CI} p-value
Gender | i
Female * 1.00 1.00
Male 1.16 (0.90-1.51} 0.26 1.31 {0.96-1.80) 0.088
Age group
65-74" 1.00 1.00
75-84 1.31 ! (0.92~1.87) 0.135 1.01 (0.67-1.51) 0.966
85 year< 1.70 i (1.19-2.42) 0.004 1.18 (0.76-1.786) 0.486
Basic ADL |
high function (=18} ° 1.00 1.00
mild function(12-17} 1.26 {0.78-2.03) 0.340 1.03 (0.62-1.69) 0.922
low function(<11} 2.36 {1.53-3.63) < 0.00% 1.76 {1.09-2.88) 0.020
Charlson comorbidity index
<p! 1.00 1.00
2-3 1.36 (0.96-1.92) 0.083 1.33 (0.94~1.90) 0.112
=4 1.70 (1.17-2.46) 0.005 1.35 {0.91-2.02) C.141
Triceps skinfold thickness (mm)
high(=17) ' 1.00 1.00
mitd{10-16) 1.14 (0.81-1.59) 0.459 1.26 (0.85-1.88) 0.230
low (< 10} 1.75 (1.26-2.42} 0.001 1.89 (1.30-2.75) 0.001
Arm muscle area(cm®)
high(=33.4)° 1.00 1.00
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low({< 23.5) 2.04 (1.47-2.85) | <0.001 2.03 (1.36-3.02) | <0.001
' Reference category
Cl = confidence interval
multivariate . adjusted for all potential confounding variables
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Abstract: Sarcopenia is characterized by progressive and generalized loss of skeletal muscle mass and strength, with a
risk of adverse outcomes such as physical disability, poor quality of life, and death. Sarcopenic obesity is defined as
having both sarcopenia and obesity, a condition reported to be associated with a higher risk for adverse outcomes
including functional disability, frailty, poor quality of life, longer hospitalization, and higher mortality rates. The definition
and diagnostic criteria for sarcopenia have been described by several working groups on the disease; however, there is
no standardized definition and diagnostic criteria for sarcopenic obesity. In this review, we summarize nutrition, exercise,
and pharmaceutical therapies for counteracting sarcopenic obesity in humans. Although there are some pharmaceutical
therapies for both sarcopenia (i.e., testosterone, growth hormone, ghrelin, and vitamin D) and obesity (orlistat, lorcaserin,
phentermine-topiramate, and vitamin D), therapies combining nutrition and exercise remain the first-line choice for
preventing and treating sarcopenic obesity. Resistance training combined with supplements containing amino acids are
considered most effective for treating sarcopenia. Low-calorie, high-protein diets combined with aerobic exercise and
resistance training are recommended for preventing and treating obesity. Therefore, nutrition therapies (low-calorie,
high-protein diets, protein and amino acid supplementation) and exercise therapies (resistance training and aerobic
exercise) would be expected to be the most effective option for preventing and treating sarcopenic obesity. in cases of
severe sarcopenic obesity or failure to achieve muscie gain and weight loss through nutrition and exercise therapies, it is

necessary to add pharmaceutical therapies to treat the condition.

Keywords: Sarcopenia, overweight, protein, low-calorie diets, resistance training.

1. INTRODUCTION

The term sarcopenia was used by Rosenberg to
describe an age-related decrease in muscle mass, and
originated from the Greek words sarx (flesh) and penia
(loss) [1, 2]. This term was applied initially to denote
loss of muscle mass. In 2010, the European Working
Group on Sarcopenia in Older People described
sarcopenia as a syndrome characterized by
progressive and generalized loss of skeletal muscle
mass and strength, associated with a risk of adverse
outcomes such as physical disability, poor quality of
life, and death [3]. In 2011, the International Working
Group on Sarcopenia defined the disease as an “age-
associated loss of skeletal muscle mass and function".
Sarcopenia is a complex syndrome that is associated
with muscle mass loss alone or in conjunction with
increased fat mass. The causes of sarcopenia are
multi-factorial and can include disuse, changing
endocrine function, chronic diseases, inflammation,
insulin resistance, and nutritional deficiencies. While
cachexia may be a component of sarcopenia, the two
conditions are not the same [4]." Decreased muscle
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strength and physical function are now also included in
the definition of sarcopenia. Developing sarcopenia
treatment is very important, with nutrition and exercise
therapies and several potential targets for
pharmacological interventions having been identified as
possible treatment options [5-7].

Sarcopenic obesity is defined as having both
sarcopenia and obesity. Heber et al. [8] proposed a
clinical definition of sarcopenic obesity as obese
patients with the lowest tertle of fat-free mass
estimated by bioelectrical impedance analysis. Obesity
is defined as people with a body mass index (BMI) of
30 kg/m2 or greater, while those with a BMI between 25
and 29.9 kg/m2 were classified as overweight. The
causes of sarcopenic obesity are multi-factorial and
can include factors such as lifestyle (diet, physical
activity, and smoking), endocrine (corticosteroids,
growth factors, insulin, and catecholamines), vascular
(endothelial function and coagulation), and immunology
(inflammation and reactive oxygen species) [9].

The prevalence of sarcopenic obesity in elderly
individuals is estimated to range between 2.75% to
19.8% [9]. The diagnostic criteria for sarcopenic obesity
have varied considerably between studies. For
example, sarcopenic obesity was classified as
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