Day service and long-term care placement

services. There are two types of services covered by
LTCI: community-based services and institutional ser-
vices. Community-based services include various pro-
grams such as the home-help service, visiting bathing
service, visiting rehabilitation, day care (rehabilitation),
visiting nurse service, assistive device leasing, short stays
(temporary stays at nursing facilities), in-home medical
care, and care management services, care services pro-
vided by for-profit private homes, and allowance for the
purchase of assistive devices and home renovation. In
theory, the applicant can choose any certified providers
and listed services.

In practice, a major role is played by a “care manager,”
a licensed professional who has passed an examination
and undergone brief training, who draws up a care plan
and a weekly schedule of service provision for individual
seniors. It is essential that the care plan must be
approved by the client or the client’s family, and new
care managers can be requested at any time if care plans
prove inadequate. The maximum amount of reimburse-
ment in the LTCI system is capped according to the care
level.** Elderly beneficiaries pay a 10% co-payment for
services received.

The aims of LTCI home care programs are to reduce
the care burden of caregivers, maintain and improve the
functional abilities and well-being of elderly people,
and decrease the use of institutional care services
and mortality. However, there is little evidence of how
community-based services affect care recipients’ out-
comes, the subjective burden of caregivers or reduce the
use of institutional care services.

The Nagoya Longitudinal Study for Frail Elderly
(NLS-FE) compares outcomes of the use of different
care services provided by the LTCI program; it was
designed to provide a structured comparison of services
and a comprehensive standardized assessment instru-
ment.>® Day-care service, which includes “day care” and
“day rehabilitation,” is provided in designated centers
and is one of the major LTCI community-based
services. Day-care service is a facility-based daytime
program of nursing care, rehabilitation therapies, super-
vision and socialization that enables frail, older people,
who are in poor overall health and have multiple comor-
bidities and varying physical or mental impairments, to
remain active in the community. The individual visits
the facility once or several times a week and then returns
to his or her own home.

Although one of the aims of day-care service is to
minimize or delay the possibility of institutionalization
and maximize the potential for care recipients to
maintain an independent life in the community, only a
limited number of studies have examined the impact
of day-care service on long-term care (LTC) placement
among community-dwelling older adults. Moreover,
most of these studies have targeted patients with
dementia. Previous studies targeting dementia have
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demonstrated that day-care use is associated with
nursing home placement in persons with Alzheimer’s
disease.”® However, the effect of using day-care service
on the LTC placement of community-dwelling,
frail elderly with various chronic diseases remains
unknown, although it has been reported that day-care
services reduce caregiving time and provide respite to
caregivers.”°

In the present prospective cohort study using the
NLS-FE cohort, we examined whether day-care service
use among community-dwelling older people using
various community-based services under LTCI in
Japan influenced LTC placement during a 36-month
follow-up period. Analysis of LTC placement over the
36-month was conducted using Kaplan-Meier curves
and multivariate Cox proportional hazards models.

Methods

Subjects

The present study employed baseline data of the par-
ticipants in the NLS-FE and data on the mortality of
these patients during the 36-month follow-up. Details
of participants and the NLS-FE have been published
elsewhere.>® The study population initially consisted of
1875 community-dwelling dependent elderly (632 men
and 1243 women, age 65 years or older) who were
eligible for LTCI, lived in Nagoya City and received
various home care services from the Nagoya City Health
Care Service Foundation for Older People, which has 17
visiting nursing stations associated with care-managing
centers. These NLS-FE participants, who were enrolled
between 1 December 2003 and 31 January 2004, were
scheduled to undergo comprehensive in-home assess-
ments by trained nurses at the baseline and at 6, 12, 24,
and 36 months. At 3~month intervals, data were col-
lected about any events participants experienced,
including admission to the hospital, LTC admission
and mortality. Per the procedures approved by the insti-
tutional review board of Nagoya University Graduate
School of Medicine, participants provided written
informed consent and, for those with substantial cog-
nitive impairment, a surrogate (usually the closest rela-
tive or legal guardian) or family caregivers provided it.

Daia collection

Data were collected from standardized interviews with
patients or surrogates and caregivers conducted at
clients” homes and from care-managing center records
by trained nurses. The data included clients’ demo-
graphic information, depressive symptoms as assessed
by the short version of the Geriatric Depression Scale
(GDS-15)," and a rating for the seven basic activities of
daily living (ADL) (feeding, bathing, grooming, dress-
ing, using the toilet, walking, and transferring) using
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summary scores ranging from 0 (total disability) to 20
(no disability).” The interview with participants also
included questions about using care services, including
day-care service, which includes day care and day reha-
bilitation, visiting nurse service, and home-help service
programs, as well as medical services. In addition, the
weekly frequency with which clients used these services
was obtained.

Information obtained from care-managing center
records included data on the following physician-
diagnosed chronic conditions: ischemic heart disease,
congestive heart failure, cerebrovascular disease, diabe-
tes mellitus, dementia, cancer, and other diseases
comprising the Charlson comorbidity index,"® which
represents the sum of a weighted index that takes into
account the number and seriousness of preexisting
comorbid conditions.

Data were also obtained from caregivers concerning
their own personal demographic characteristics and
their subjective burden as assessed by the Japanese
version of the Zarit Burden Interview (ZBI),"* which is a
22-item self-report inventory that examines the burden
associated with functional behavioral impairments in
the home care situation.

For the analysis, 136 of the original 1875 participants
were excluded because of missing data regarding service
use or confounding/intermediary variables, leaving 1739
in the analysis. Of these 1739 participants, 412 could
not complete the GDS-15 because of severe cognitive
impairment or communication impairment. Also,
among the 1739 older participants, 1442 participants
had primary caregivers. Of these 1442 caregivers, 289
could not or refused to complete the ZBI.

We defined three types of care facilities providing
LTCI as LTC facilities: nursing homes, care health
facilities for the elderly, and group homes for elders with
dementia. We assessed LTC placement over 36 months
using event reports at 3-month intervals. LTC
placement was confirmed by visiting nurses or care-
managing center records. Placement time was defined as
the number of months (3-month intervals) between the
baseline interview and the event report of LTC place-
ment. We censored participants living at home after
36 months of follow-up (n = 773), at death (n =401), or
at dropout (n = 248).

Statistic analysis

The Student’s t-test and x* test were used to compare
differences at baseline between users and nonusers of
day-care service. To create ideal model, we first evalu-
ated the association between each covariate and LTC
placement using univariate Cox proportional hazards
model. LTC placement over 36 months was estimated
for each group (day-care service use once or multiple
times per week, and nonusers) using the Kaplan-Meier
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method. We then evaluated the impact of day-care
service use and weekly frequency of service use on the
overall model with a series of Cox proportional hazards
models, which included gender, age, ADL status, pres-
ence or absence of dementia, and caregiver’s sex, age
and ZBI score. The risk of a variable was expressed as a
hazard ratio (HR) with a corresponding 95%CI. All
analyses were performed using the SPSS v. 11 (Chicago,
IL, USA). P £0.05 was considered significant.

Results

When the baseline characteristics were compared
between day-care service users and nonusers, older age,
a higher Charlson comorbidity index, and a lower
GDS-1S score were observed in day-care service users
than in nonusers (Table 1). Higher prevalence rates
of cerebrovascular disease and dementia were also
observed in day-care service users. The rates of nursing
service use, home-help service use and living alone
among day-care service users were lower than those of
nonusers. Among caregivers’ variables, the rate of male
caregivers was significantly lower for day-care service
users than nonusers. Higher ZBI score was detected in
users’ caregivers.

Among the 1739 participants, 217 participants were
institutionalized at LTC facilities during the 36-month
follow-up period. A higher rate of LTC placement was
observed in day-care service users than in nonusers
(n=143, 18.5% vs. n=74, 7.7%, P <0.001) (Table 1).
Among the 1327 participants who could complete the
GDS-1S5, 150 participants were institutionalized at LTC
facilities during the 36-month follow-up period. Of the
412 who could not perform the GDS-15, 67 were insti~
tutionalized at LTC facilities during the 36-month
follow-up period. A higher LTC placement rate was
observed in the participants who could not complete
GDS-15 test than in those who could (16.3% vs. 11.3%,
P =0.008). There were no significant differences in L'TC
placement rate between participants living alone and
those living with others (12.8% vs. 12.4%, P = 0.802).
Furthermore, there was no significant difference in the
LTC placement rate between participants living with
caregivers who completed the ZBI and those who did
not (13.0% vs. 11.1%, P=0.375).

Cox hazard regression and Kaplan-Meier models

Table 2 shows the results of the unadjusted univariate
Cox hazard regression analysis, which suggested that
LTC placement within the 36-month follow-up period
was associated with older age, a lower function of basic
ADL, day-care service use, and the presence of demen-
tia (Table 2). Among caregivers’ variables, only higher
care burden was associated with LTC placement.
Figure 1A shows Kaplan-Meier curves exploring the
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Table 1 Baseline characteristics of the 1739 care recipients and the 1442 caregivers

Day-care service P-value
User Nonuser
Care recipients (n=1739)
Men/women (% of men/total) 256/518 (33.1) 319/646 (33.1) 0.994
Age, years (mean, SD)f 81.4 (7.7) 80.2 (7.5) 0.002
Basic ADL, range: 0-20 ( mean, SD)! 13.0 (5.9) 13.5 (6.7) 0.099
Charlson comorbidity index, range: 0-35 ( mean, SD)* 2.2 (1.5) 1.8 (1.6) <0.001
GDS-1S5 (range: 0-15), mean (SD)% 6.1 (3.6) 6.8 (3.7) 0.002
Chronic diseases (%. of total)
Ischemic heart disease 12.4 12.0 0.809
Congestive heart failure 8.7 8.4 0.845
Cerebrovascular disease 42.8 27.6 <0.001
Diabetes mellitus 12.4 11.7 0.659
Dementia 442 22.6 <0.001
Cancer 8.0 10.1 0.142
Visiting nurse service use (% of total) 38.1 54.0 <0.001
Home-help service use (% of total) 42 .4 50.5 0.001
Regular medical checkups (% of total) 55.3 60.7 0.023
Living alone (% of total) 17.3 28.1 <0.001
Hospitalization during 36-month follow-up (% of total) 42.5 41.0 0.537
Long-term care placement during 36-month follow-up (% of total) 18.5 7.7 <0.001
Caregiver variables (n = 1442)
Men/women (% of men/total) 137/553 (19.9)  217/535 (28.9) <0.001
Age (years), mean (SD)T 63.4 (12.3) 64.3 (12.4) 0.177
Relationship to care recipient (% of total)
Spouse 35.4 42.8
Child 35.8 37.1 <0.001
Daughter-in-law 25.7 15.4
Others 3.2 4.7
ZBI score, range: 0-88 (mean, SD) 30.1 (16.8) 26.8 (17.0) 0.001

¥Student’s t-test, others were analyzed by x* test (user vs.nonuser). *GDS-15, geriatric depression scale, n=1327. ZBI, the Zarit

Burden Interview. n =1153.

association between weekly frequency of day-care
service use and time to LTC placement (3-month inter-
vals). The risk of LTC placement was higher for partici-
pants who used day-care service more frequently than
those who used it less frequently.

Table 3 shows the results of the series of Cox propor-
tional hazards models that examine the HR of day-care
" service use to LTC placement during the 36-month
follow-up period. The sequential adjustment had minor
influences on the association between day-care service
use and LTC placement during the 36-month follow-
up period. The HR for the fully adjusted models was
2.34 (95%CI = 1.60-3.41).

In the Cox regression model adjusted for potential
confounders, participants with more frequent use of
day-care service had a significantly higher relative HR
than participants with less frequent use of the service
(Fig. 1B). Although there was no significant association
between using day-care service once per week and the
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risk of LTC placement, participants using a day-care
service two or more times per week had a significantly
higher relative HR than participants not using the
service.

Discussion

In the present study we demonstrated that day-care
service use was associated with LTC placement during
the 36-month study period among community-dwelling
frail elderly using various community-based services
under the LTCI program in Japan. Many previous
studies have examined predictors of LTC placement in
study samples, but these have been limited to people
with dementia and there have been fewer evaluations
of risk factors for LTC placement in community
samples.'S" Few studies have comprehensively investi-
gated how both caregiver and recipient characteristics
influence LTC placement.’” Previous observations
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Table 2 Univariate Cox proportional hazards model to identify predictors of long-term care placement over

36 months
Variable Univariate P-value
HR? 95% CI
Care recipients (n =1739)
Men (vs. women) 0.75 0.56-1.02 0.067
Age (continuous) 1.04 1.03-1.06 <0.001
Living with someone (vs, living alone) 1.02 0.74-1.39 0.920
Basic ADL (range: 0-20) (continuous) 0.97 0.95-0.99 0.001
Regular medical checkups per month (no regular checkup) 1.19 0.90-1.56 0.214
Formal care use (vs. nonuse)
Visiting nurse 1.15 0.88-1.51 0.295
Day-care service 2.42 1.83-3.21 <0.001
Home helper 0.71 0.81-1.37 0.714
Charlson comorbidity index (continuous) 1.04 0.95-1.13 0.375
GDS-15 (continuous)t 1.01 0.96-1.05 0.762
Presence of chronic diseases (vs. absence)
Ischemic heart disease 1.02 0.68-1.53 0.926
Congestive heart failure 1.16 0.73-1.84 0.523
Cerebrovascular disease 1.00 0.76-1.32 0.986
Diabetes mellitus 0.78 0.50-1.22 0.272
Dementia 3.00 2.29-3.92 <0.001
Cancer 0.84 0.49-1.44 0.520
Hospitalization during 36~-month follow-up (vs. never admitted) 1.08 0.82-1.42 0.576
Caregiver variables (n = 1442)
Men (vs. women) 0.95 0.67-1.33 0.752
Age (continuous) - 1.01 1.00-1.02 0.059
Character of caregiver (vs. child)
Spouse 0.90 0.64-1.28 0.555
Daughter-in-law 1.29 0.88-1.88 0.189
Others 1.21 0.60-2.43 0.596
ZBI score(continuous)* 1.03 1.02-1.04 <0.001

*GDS-15, geriatric depression scale, n = 1327. *ZBI, the Zarit Burden Interview. n=1153. HR, hazard ratio.

demonstrated that common risk factors of LTC place-
ment of community-dwelling elderly were older age,
presence of dementia, and caregiver’s burden.'¢1#1?
Although one of the aims of day-care service is to
minimize or delay the possibility of institutionalization
and maximize the potential for care recipients to main-
tain an independent life in the community, only a
limited number of studies have examined the impact of
day-care service on LTC placement among community-
dwelling older adults — and most of these have targeted
demented patients. Previous studies targeting dementia
have demonstrated that day-care use is associated with
nursing home placement in persons with Alzheimer’s
disease.”® We expanded the target group and demon-
strated a striking association between day-care service
use and the risk of LTC placement for commu-
nity-dwelling dependent elderly patients with various
chronic diseases, even after adjusting for the presence of
dementia and caregiver's burden. We clearly showed,
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after adjusting for potential confounders, that the fre-
quency of day-care service use had a negative impact on
LTC admission with the 36-month follow-up period.
The use of day-care service two or more times per week
negatively affected LTC placement, but there was no
significant association between institutionalization and
the use of day-care service once a week. It is possible
that participants with more comorbidities and a more
depressive mood use day-care service more frequently;
thus, participants using a day-care service two or more
times per week were more likely to be placed in LTC
facilities. However, even if comorbidity index score and
GDS-15 score were included in the analysis, the asso-
ciation between LTC placement and the use of day-care
service two or more times per week persisted (data not
shown). This contrasts with our recent report that the
risk of 21-month mortality among community-dwelling
elderly was reduced significantly with frequent use of
day-care service.® The complex decision to place older
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Figure1 (A) Kaplan-Melier estimates of long-term care (LTC) placement over 36 months according to the frequency of
day-care service use (times per week). The log-rank test: P < 0.001. (B) Risk of LTC placement based on the frequency of
day-care service use (times per week), adjusting for potential confounders (recipient’s gender, age, ADL status, presence or
absence of dementia, caregiver’s gender, age, and Zarit Burden Interview score). The y-axis is the adjusted hazard ratios (HR)
on a log scale. Black squares are point estimates from a Cox proportional hazards model adjusting for potential confounders.
The error bars represent 95%CIL A simple black square without confidence intervals represented the referent group, nonusers.

Table 3 Hazard ratios for long-term care placement associated with
day-care service use (multivariate models)

Models Hazard ratio 95% CI P-value
Model 1 (n=1739) 2.32 1.75-3.08 <0.001
Model 2 (n=1739) 1.96 1.47-2.62 <0.001
Model 3 (n=1150) 2.34 1.60-3.41 <0.001

Model 1 includes recipient gender and age. Model 2 includes recipient gender, age,
ADL score, and presence or absence of dementia. Model 3 includes variables used in
model 2 and caregiver's gender, age and Zarit Burden Interview score.

people in LTC is based on care recipient and caregiver istics of caregivers and recipients, or day-care service
characteristics and the sociocultural context of the use itself, increase the risk of LTC placement, the relief
recipient and caregiver. We do not know the exact and improved mental and physical well-being of car-
reason for this negative effect of day-care service on egivers following day-care service use may enhance the
LTC placement. There are conflicting findings in regard willingness of caregivers to consider LTC placement.
to the effect of day-care service on caregivers™ stress, Caregivers who use day-care service or other respite
depression, subjective or objective burden, and physical services may become more aware of their level of stress
~ and emotional well-being,? although a recent relatively and more willing to consider LTC placement as an
large study demonstrated that day-care service had a acceptable option, especially if the service experience is
beneficial effect on restricting caregiving time and pro- positive or if the caregiver receives encouragement to
viding respite to caregivers.”!® It is possible that day-care institutionalize from professionals or other caregivers.?
service alone cannot satisfy the complex needs of This study has important limitations. First, the study
caregivers and care recipients sufficiently to enable was not a randomized intervention trial. Japan has intro-
continued home care, and it is unlikely to change the duced the LTCI program, which provides various ser-
caregiver’s preference for institutional placement.™ vices, including day-care services, according to clients’
Although we still do not know whether the character- preferences. Therefore, we could not randomize the use
© 2011 Japan Geriatrics Society | 327
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of this service. Because of the observational design of
the present study, differences in unmeasured factors
including the severity of patients’ chronic diseases, car~
egivers’ health conditions, and quality of services may
account in part for the findings. Those who use formal
services may have greater need for caregiving than those
who do not use formal services. The unmeasured needs
that contribute to day-care service use may be stronger
than the positive effects of service. Other aspects of the
present study should also be considered. In the analysis,
baseline data of service use was included, but changes in
service use during the follow-up period were not con-
sidered. Our results may not be representative of the
Japanese frail elderly in the community as a whole
because the subjects in this study represented an urban
population. In addition, these findings may not be gen-~
eralizable to other populations given that local health
practices, a variety of social and economic factors,
ethnic attitudes about caring for very old people, and
cost/access to day-care centers may have influenced
these results.

In the present study, we showed that day-care service
does not achieve the LTCI program aim of reducing the
use of institutional care services of elderly people to
enable them to maintain their lives at home. It may be
possible that the respite for caregivers provided by day-
care service is not enough to continue caregiving at
home. As is true for any observational study, we cannot
firmly establish a cause-and-effect relationship between
day-care service use and LTC placement. In addition, the
present study could not evaluate the exact reasons for the
unfavorable effect of this service on L'TC placement.
Further studies are needed to determine why caregiving

families decide to use day-care services, reasons for LTC

placement, and whether day-care services meet the needs
of families and care recipients throughout the caregiving
career. In addition, future research should assess the
quality of day-care programs and examine whether the
quality of day-care services affects the LTC placement of
clients. Health-care providers and care managers should
recognize that day-care service use may augment LTC
placement in dependent older people. Policy makers and
practitioners should consider implementing a multidi-
mensional support program to reduce caregivers” will-
ingness to consider LTC placement.
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Cognitive impairments and functional declines in older
adults at high risk for care needs
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Masufumi Kuzuya' and Hidetoshi Endo?

"Department of Community Healthcare and Geriatrics, Nagoya University Graduate School of Medicine, Nagoya, and *Department of
Comprehensive Geriatric Medicine, National Center for Geriatrics and Gerontology, Obu, Aichi, Japan

Aim: Functional status of those who have very mild cognitive impairment have not been sufficiently investigated. In
the current study, we analyzed the characteristics of functional awareness in older adults who had cognitive
impairment and were at high risk of requiring support/care (termed as specified elderly at high risk for care needs in
the long-term care insurance scheme).

Methods: The answers of a health check, which is provided by the local municipal government for those aged
75 years or older who have not been certified as eligible for care services, were analyzed. The differences of the
variables between the two groups regarding yes/no answers to each of three cognition-related questions were
analyzed. Then, a multiple logistic analysis was carried out to investigate the association of yes/no answers of the three
cognition-related questions and the awareness of functional decline.

Results: The participants who had cognitive impairment had greater awareness of functional declines. Multiple
logistic regression analysis showed that subjective memory impairment and disorientation were significantly associ-
ated with a wider range of awareness of functional decline.

Conclusions: Subjective cognitive impairment was associated with a wide range of awareness of functional decline
in older adults at high risk for care need. Geriatr Gerontol Int 2013; 13: 77-82.

Keywords: depressive mood, dysphagia, instrumental activities of daily life, memory impairment, physical activity,
vitality.

Introduction In Japan, the public long-term care insurance system
provides services to older adults who have been certified

Screening for cognitive impairment is essential for as requiring support (level 1 and 2) or care (levels
better health outcomes. Early identification and inter- ranging from 1 to S depending on their care needs).
vention holds the promise of improving overall care for Uncertified, but not quite healthy, older adults who are
affected persons through the use of chronic disease considered at high risk of requiring support/care are
management strategies. In general, the existing litera- categorized as specified elderly at high risk of care needs
ture does not support screening of unselected older (specified elderly are provided with preventive care ser-
adults for cognitive impairment;' however, screening in vices by the municipalities in which they reside). The
a high-risk population might be valid. specified elderly are community-dwelling and have
Several factors are closely associated with mild cog- ~ neither basic activities of daily living (B-ADL) impair-~
nitive impairment (MCI) and very early dementia. ments nor dementia. The specified elderly, however, is
Depressive mood might be a risk factor or an early supposed to be the transitional stage to requiring care.
manifestation of dementia.>* Subtle impairments of Elucidating the characteristics of this group and devel-
instrumental activities of daily living (IADL) might also oping some adequate intervention on this population to
be very early manifestations.*¢ prevent the transition to requiring care are warranted.
The local governments provide a health check of the

Accepted for publication 8 March 2012. uncertified elderly annually, in which all examined sub-

jects complete a basic yes/no questionnaire that consists
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status (2 items) and depressive mood (5 items).” Subjec-
tive memory complaint might be an easy method to
screen cognitive impairment, and a report showed that
subjective memory complaint was associated with
depressive mood and difficulties of activities of daily
living (ADL).® In this assessment, subjective cognitive
dysfunction was evaluated by three questions, and in
the same assessment awareness of functional declines
were also evaluated.

However, the functional characteristics of those
who have subjective cognitive impairment by this
assessment in the specified elderly at high need for
requiring care have been unclear. Elucidating the
characteristics of this population might lead to the
development of intervention for the prevention of
the transition to dementia and/or the status of
requiring care.

In order to portray the characteristics of awareness of
functional decline in those who are considered to have
subjective cognitive impairment by this assessment, we
examined the associations between non-cognitive items
and cognitive items of the questionnaire in older adults
at high risk of requiring support/care.

Methods

Measurements

To screen the elderly at high risk for care, a health check
is provided by the local municipal government for those
elderly aged 75 years or older who have not been certi-
fied as eligible for care services.

The health check includes a yes/no questionnaire that
consists of simple assessments of their JADL (7 items),
subjective cognitive problems (3 items), walking status
(§ items), dysphagia (3 items), nutritional status (2
items) and depressive mood (5 items). In the current
study, we calculated the scores for each of these six
domains, with higher scores indicating worse function-
ing. The data for 1163 men and 2651 women who were
determined to be specified elderly were obtained from
annual health checks implemented in one of the urban
municipalities in central Japan during October and
November in 2009.

Continuous variables (age, blood pressure, hemoglo-

bin, serum albumin and body mass index) were com-

pared by Student’s #-test, and others were compared by
¥? analysis.

The questionnaire was as follows;
1) IADL
1. Do you go out alone using transportation? 2. Do
you shop for daily necessaries by yourself? 3. Do you
manage your bank account on your own? 4. Do you
visit your friends alone? 5. Are you consulted by your
family or friends?
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2) Waking status
6. Do you climb up the stairs without holding onto
handrails or walls? 7. Do you stand up without assis-
tance? 8. Can you walk for more than 15 min without
rest? 9. Have you fallen within a year? 10. Are you
anxious about falls?
3) Nutrition
11. Have you lost more than 2-3 kg in weight in the
recent 6 months? 12. BMI < 18.5 kg/m?
4) Dysphagia
13. Do you have difficulty in eating hard food? 14. Do
you choke with liquid? 15. Do you care about dry
mouth?
5) Vitality
16. Do you go out more than once a week? 17. Do you
go out less frequently than last year?
6) Cognition
18. Are you told that you repeatedly ask the same
things? 19. Do you look up the numbers, dial and make
phone calls without help? 20. Do you sometimes forget
the date?
7) Depressive mood
21. Do you feel unfulfilled with daily life? 22. I do not
enjoy my life as I used to (recent 2 weeks). 23. I feel
more bothered to do everyday things than before (recent
2 weeks). 24. 1 do not feel that I am useful (recent
2 weeks). 25. [ feel tired for no reason (recent 2 weeks).
The differences of the variables between the two
groups regarding yes/no answers to each of the three
cognition-related questions (Are you told that you
always ask the same things? [memory]; Do you look up
numbers, dial and make calls without help? [telephone];
Do you sometime forget what day it is? [orientation])
were analyzed. In the analysis, answers for related ques-
tions were scored as follows: IADL, 0-5; walking status,
0-5; depressive mood, 0-5; dysphagia, 0-3; vitality, 0-2;
and nutritional status, 0-2. The difference of the distri-
bution was analyzed by Student’s t-test, Mann-Whitney
U-test, or % analysis. Then, a multiple logistic analysis
was carried out to investigate the association of yes/no
answers of these three cognition-related questions and
the awareness of functional decline.

Results

The characteristics of the participants are shown in
Table 1.

IADL, walking status, depressive mood, vitality, and
nutrition were all associated with subjective memory
impairment and disorientation in univariate analysis
(Tables 2 and 4). IADL, walking status, depressive
mood and vitality were associated with an inability to
call by themselves, but dysphagia and nutritional status
were not significantly associated (Table 3).

Multiple logistic regression analysis showed that
vitality was not associated with each of the three
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cognition-related items (Table §), although it was asso-
ciated in univariate analysis (Tables 2—4). Nutritional
status was not associated with subjective memory
impairment and disorientation by multiple logistic
regression analysis either (Table S).

Discussion

The present study showed that self-claiming memory
impairment was associated with a wide range of aware-
ness of functional decline. The results also showed that
depressive mood was significantly associated with sub-
jective cognitive impairment. Community studies in
normally-aging populations suggest that depression is
associated with cognitive decline.”® Older adults with
depression often present with signs and symptoms
indicative of functional or cognitive impairment. These

Table 1 Participants’ backgrounds

n 3814

Age (years) 75.1 (6.2)
Sex (male/female) 116372651
Body mass index 22.5 (4.5)
Systolic BP (mmHg) 134.0 (17.8)
Diastolic BP (mmHg) 74.4 (11.0)
Hemoglobin (g/dL) 12.8 (1.4)
Albumin (g/dL) 4.2 (0.3)

Mean (SD). BP, blood pressure.

somatic symptoms make evaluating and treating depres-
sion in older adults more complex. Depression in late life
is more frequently associated with cognitive changes.
Cognitive impairment in late-life depression might be a
result of a depressive disorder or an underlying dement-~
ing condition. Memory complaints are also common in
older adults with depression. There is a wide range of
cognitive impairment in late-life depression, including
decreased central processing speed, executive dysfunc-
tion and impaired short-term memory. The etiology of
cognitive impairment might include cerebrovascular
disease, which likely interrupts key pathways between
frontal white matter and subcortical structures impor-
tant in mood regulation and structural changes, such as
hippocampal atrophy."” Depressive symptoms often
coexist with dementia or MCI.* In the current survey, the
questionnaire asked for subjective answers regarding
cognitive function. Hence, one cannot deny the possi-
bility that depressive mood might have interfered with
the self-assessment of one’s own cognition.

Memory impairment and disorientation was associ-
ated with lower walking status. The association of
physical activity and memory is well recognized.***!
Also, an association between physical frailty and cogni-
tive dysfunction has been reported.”* Physical frailty is
associated with the risk of MCI and a rapid rate of
cognitive decline in aging.** A lower level of fitness was
associated with hippocampal atrophy,® and exercise
training increased the hippocampal volume. The
current results were in agreement with these previous
findings.

Table 2 Differences between participants with or without memory

impairment
No memory Memory P-value
impairment impairment
n 2654 1160
Age (years) 74.6 £ 6.0 762164 <0.01
Male (% of male) 799 (30.1) 364 (31.4) 0.45
Body mass index(kg/m? 22.6 £4.7 224+ 4.1 0.10
Systolic BP (mmHg) 134.2£18.0 133.6+17.4 0.33
Diastolic BP (mmHg) 74.5+11.0 73.9+10.9 0.12
Hemoglobin (g/dl) 12.8+1.4 12714 <0.01
Albumin (g/dl) 43103 42x03 0.02
IADL (0-7) 5.8+1.5 5.1+£1.8 <0.01
Walking status (0-5) 2.8+1.4 25%1.3 <0.01
Depressive mood (0-5) 1.3+1.5 23+1.7 <0.01
Dysphagia (0-3) 1.5+1.0 1.8+£1.0 <0.01
Vitality (0-2) 1.6+0.6 1.3+0.7 <0.01
Nutrition (0-2) 16 +£0.6 1.5£06 0.01

Mean + SD. Age, body mass index, systolic and diastolic blood pressure (BP),
hemoglobin and albumin were analyzed by Student’s #-test. Sex was analyzed by
y’-test. Instrumental activities of daily living (IADL), walking status, depressive
mood, dysphagia, vitality and nutrition were analyzed by Mann-Whitney U-test.
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Table 3 Differences between participants with or without impairment in

telephone function

No impairment Impairment P-value

n 3350 464

Age (years) 74.9+6.0 76.5+7.2 <0.01
Male (% of male) 981 (29.3) 182 (39.2) <0.01
Body mass index (kg/m?) 22.5+4.5 22.6+£4.38 0.88
Systolic BP (mmHg) 133.8£17.8 135.7+17.9 0.03
Diastolic BP (mmHg) 742 +10.9 7521+1.0 0.07
Hemoglobin (g/dL) 12.8+1.4 12.9+£1.5 0.23
Albumin (g/dL) 42+0.3 43+04 0.85
IADL (0-7) 5.8+14 41+20 <0.01
Walking status (0-5) 28x14 24+14 <0.01
Depressive mood (0-5) 1.6+1.6 22+1.8 <0.01
Dysphagia (0-3) 1.6+1.0° 16+1.0 0.73
Vitality (0-2) 1.5£0.6 13+0.7 <0.01
Nutrition (0-2) 1.6 £0.6 1.6+0.6 0.72

Mean + SD. Age, body mass index, systolic and diastolic blood pressure (BP),
hemoglobin and albumin were analyzed by Student’s i-test. Sex was analyzed by
y-test. Instrumental activities of daily living (IADL), walking status, depressive
mood, dysphagia, vitality and nutrition were analyzed by Mann-Whitney U-test.

Table 4 Differences between participants with or without disorientation

No impairment Impairment P-value

n 2550 1264

Age (years) 747+5.9 76.0+6.7 <0.01
Male (% of male) 743 (29.1) 420 (33.2) - 0.01
Body mass index (kg/m? 22.7+4.7 22.3+4.1 0.01
Systolic BP (mmHg) 134.2+17.7 133.7+18.0 0.49
Diastolic BP (mmHg) 74.6 £10.7 73.9+11.4 0.09
Hemoglobin (g/dL) 128+ 1.4 12.8+1.4 0.84
Albumin (g/dL) 43+£0.3 4203 0.02
IADL (0-7) 5.8+1.5 51+18 <0.01
Walking status (0-5) 28+14 26+14 <0.01
Depressive mood (0-5) 1.3+1.5 23+1.7 <0.01
Dysphagia (0-3) 1.5+1.0 1.8+ 1.0 <0.01
Vitality (0-2) 1.5+0.6 1.3£0.7 <0.01
Nutrition (0-2) 1.6 £0.6 1.5%0.6 0.02

Mean + SD. Age, body mass index, systolic and diastolic blood pressure (BP),
hemoglobin and albumin were analyzed by Student’s t-test. Sex was analyzed by
¥*-test. Instrumental activities of daily living (IADL), walking status, depressive
mood, dysphagia, vitality and nutrition were analyzed by Mann-Whitney U-test.

Awareness of lower JADL was significantly associated
with subjective cognitive impairment. This finding
is conceivable, given that IADL requires complex cog-
nitive function, and becomes vulnerable in early stages
of cognitive decline.?”?

Univariate analysis showed that vitality was associ-
ated with awareness of subjective cognitive declines;
however, multiple logistic analysis did not show a
significant association with subjective cognitive dys-
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function in the current study. The exclusion of
depressive mood from the multiple regression
analysis models made both vitality and nutrition
significantly associated with cognition-related items
(data not shown). The association of vitality with sub-
jective cognitive declines might be at least partly
through depressive mood. Toba etal. reported that
vitality was impaired in the elderly with cognitive
impairment® That study involved more severely
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B (B P LEEND LBIIToTn3 74 (16.8) 65 (23.6) 51 (25.0) 68 (31.3)
EBF (R ERCAA - FEICH LTEBERFToTwS 26 (5.9) 68 (24.7) 24 (11.8) 32 (14.7)
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