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Situations that require long-term care should ideally enable a person to be as self-reliant as possible.
However, in cases of extreme physical weakness, severe disorders, or where assistance is needed until
the person can attain self-reliance, it is essential to provide help to ensure safety and hygiene in daily
activities. Assistance with meals, excretion, bathing, moving, and other activities of daily living (ADL)

is referred to as ‘basic long-term care techniques’.

1. Assisting with Meals

Assisting with meals requires consideration for the enjoyment of eating at the same time as eating

safely.

To enjoy eating it is recommended to (i) eat with other family members if eating at home, or with other
residents if in a facility; and (ii) minimise assistance as much as possible to allow the person to feed
themselves. There are individual differences in the way each person eats, and each person has
particular patterns (for example, the order in which they eat foods). If that pattern is not followed,

enjoyment of the meal may be lost.

1) Posture — Sitting position

Eating (or assistance for eating) while lying down should be avoided because it entails risks of
aspiration. No matter how poor the condition of the body, the person can sit up in bed if assisted (the
‘long sitting position’), so the posture for meals should start with this position at a minimum. It should
then progress to sitting on the edge of the bed, and then to moving off the bed to eat meals seated in
an ordinary chair (e.g., a dining room chair). Sitting on the edge of the bed and the sitting posture in
an ordinary chair are beneficial because the feet rest on the floor, which increases the force for chewing
food and improves the swallowing action. When sitting in a wheelchair, which is the posture often
seen at facilities, the feet rest on the footrest, not on the floor, and the back tends to curve (rounded

back), so strong chewing force is reduced and a smooth swallowing action does not occur.

Posture for meals: seated in bed
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Posture for meals: seated on the edge of the bed

Meals eaten sitting in a chair facing the table are

conducive to eating together with other people.

Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training
Text Volume 5: Techniques of Communication and Long-term Care’. Place of publication: name of

publisher. p 124-125
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In a wheelchair the feet are on the footrest,

not touching the floor, and the back is curved.
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2) Precautions when providing assistance

(DThe caregiver also sits in a chair

If the caregiver is standing, the person they are assisting will inevitably look up. In this position, soup
and other liquids will enter the throat, and there is risk that the person will not react in time before the
food enters the trachea. In addition, chewing power will be weakened and a good bolus cannot be

formed, creating a danger of aspiration.

The face should not be raised.
(The lip line should be

horizontal)

@Confirm that food has been swallowed, then continue with the next food item

When eating, food is chewed while splitting food ingredients into small pieces to make a bolus and
then swallowed. The timing of these processes varies from person to person, and if food is placed in
the mouth before the previous mouthful has been swallowed, the timing will be confused and may
cause aspiration. Once food is placed in the mouth, no more food should be placed in the mouth until

the person has swallowed.
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2. Assisting with Excretion

Excretion is a complex action consisting of the following elements:

(1) the action of moving from bed to bathroom;
(i1) dealing with clothing, including lifting or lowering clothes, or unfastening or fastening buttons;
and

(ii1) post-completion actions, including wiping oneself after excretion, and flushing the toilet.

The person must be helped with those actions that he or she cannot perform unassisted. Methods of
assistance for moving to the bathroom and manipulating clothing will be discussed later in the sections
on Movement and Changing Clothes. Here, we will consider the basic concepts of assisting with

excretion.

(DThe sitting position for bowel movement

During bowel movements in a sitting position, abdominal pressure is applied and all stool material can
be discharged. That alone makes the person feel better afterwards. When there is an urge for a bowel
movement, assistance should be given to go to the bathroom or at least use a portable bedside toilet.
It is best to go to the bathroom as this eliminates embarrassment and constraints. With a bedside
portable toilet, it is difficult to block sounds and odours, even if it is hidden from view.

When using a bedpan, abdominal pressure is not applied, so it is extremely unlikely that sufficient
excretion will occur, and thus there is a tendency to leave impacted stools. To a large extent, bedpans

should be considered only for people who are weakened and receiving terminal care.
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@In the case of urination

In the case of urination, the use of the bathroom should also be considered first, and a bedside portable
toilet only resorted to if there is too little time to reach the bathroom. In addition, a chamber pot can
be included in the possible options for men. For urination, it is not necessary to consider abdominal
pressure as much, so a portable toilet is convenient because it can be used when used in the middle of
the night while lying on one’s side in bed, with the top blanket remaining in place. By remaining in

bed, the risk of falls due to nighttime movements (walking) is eliminated.

For males, this method is easy if one

can lie on one’s side.

M Standard type B Urinal

The urinal cap turns
S0 is easy to use.

Female urinary devices are also available on the market, but it is hard to prevent leaks due to the shape

of the genital area, so diapers are the practical solution for women.
Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training

Text Volume 5: Techniques of Communication and Long-term Care’. Place of publication: name of

publisher. p 141
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(@People who lack the urge to urinate or defecate
Usually only one of the two urges will remain absent, but in most cases both will return. If the person

is able to talk and is asked, ‘Do you sense the need to go to the bathroom?’ They will reply, ‘No, I

don’t’.

Do you sense the need
to go to the bathroom?

[Changing diapers]

For urination only, it may be possible to determine a time, wait for the person’s request (though this is
rare), or look for signs of fidgeting, and then take them to the bathroom. This is called ‘induced
urination’. However, this method often fails as well, so to prevent staining of clothing with urine,

absorbent pads or diapers are often used, and there is a tendency to use diapers at night while asleep.

(®Diapers and changing diapers
Changing diapers is one of the most important techniques in long-term care for elderly people.
When assisting with diapers and the changing of diapers, it is important to keep in mind diaper

selection and the technique for removing the diaper and cleaning the genital area.

(1) Diaper selection

(i1) Technique of removing the diaper and cleaning genital area.
(1) Diaper selection

Although there are many diaper varieties, the two main types are the ‘open type’ and ‘pants type’. In

Japan, the open type is generally used. The pants type is more common in imported goods from Europe.

Functional Recovery Care Text
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When changing diapers, follow the procedure below.

@Leave the refuse in the diaper and roll it up. Roll the
(Open the diaper cover, lift the knees, remove the  person so he is lying on his side, remove the diaper, and
vertical diaper, and wipe the refuse. put it in a diaper case.

@Arrange the cover of the dirty diaper so it can be
pushed. Vertically roll up the far half of the new diaper
and inset it under the buttocks.

(®Wipe gently with a hot, moist towel and dry with a
dry towel. At the same time, observe the condition of
the skin.

It is best to fold
it back onto the
pubic bone.

Cover the diapers without
making them too tight or
allowing some of the diaper
to protrude.

(®Position the person so he is lying on his back, spread
the diaper set completely and apply it.

Note: When finished changing the diaper, any wrinkles on the nightgown or sheets should be
smoothed out.

Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training

Text Volume 5: Techniques of Communication and Long-term Care’. Place of publication: name of

publisher. p 148
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3. Assistance with Bathing

Bathing by soaking in a bathtub is traditional in Japan, so even for elderly people requiring long-term
care, this mode of bathing should be employed unless it entails a health hazard. This activity also runs
new risks of falls or submergence, so bathing assistance can be said to be a ‘battle for safety’. When
assisting with bathing, it is important to make full use of various kinds of handrails, a bath board, and

anti-slip mats in the bathroom.

Install handrails
appropriate for the
physical condition

An anti-slip mat
should be attached
Bath board with suction cups

About 40 The bathroom chair should be the

centimetres same height as the bathtub

Small items, such as soap
and shampoo, can be
dangerous if left on the
floor

Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training
Text Volume 5: Techniques of Communication and Long-term Care’ . Place of publication: name of

publisher. p 150
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1) Assisting people who can walk
We will study methods of assistance using an
example of a person who is partially paralysed

(paralysed on one side due to a stroke).

First, place one foot in the bathtub. Always place

. the foot on the paralysed side in first. (This can be
Entering the

bathtub (when dangerous if done while standing, since the person
getting out, use this
same position,
exiting with the edge of the bathtub.) Then put the other foot in.
non-paralyzed side

first).

may lose balance, so they should be sitting on the

Once in the bathtub, the person can sit on the bath board.

Next, have the person slide forward on the bath board, and
lower themselves into the bathtub.

When exiting the bathtub, this same action can be reversed.
This process may also be used for bathing elderly people who
are not partially paralysed.

Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training
Text Volume 5: Techniques of Communication and Long-term Care’. Place of publication: name of

publisher. p 156-157
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2) Bathing people who cannot walk and those who are able to walk but have very poor balance

For people in these categories, it is better to use a special bathtub equipped with various functions.

Device for bathing while sitting

Device for bathing while lying down

Device for getting into and out of a

regular bathtub

Functional Recovery Care Text 12
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4. Assisting with Movement

1) Assisting wheelchair movement
Wheelchairs are widely used as a means of transporting people who are unable to walk and those
whose walking ability is extremely limited. Wheelchair use can be classified as follows based on how

the wheelchair is used.

A: Transfer. Transfer (movement) between bed and wheelchair may be self-reliant, partially assisted,
or fully assisted.
B: Movement. Once seated in the wheelchair, propelling or manipulating it may be self-reliant,

partially assisted, or fully assisted.

The combination of A and B expresses the state of a person's wheelchair use.

Example: Transfer is partially assisted, movement is self-reliant

Grip
Back support
(backrest) Arm support (armrest)
Side guard
Brake
Seat
Leg support
Tipping lever
Hand rim

Foot support
Rim
(wheel) Caster (front wheel)
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Self-reliant transfer from bed to wheelchair

The position of the wheelchair is important.

(D The wheelchair should be positioned at
approximately a 20° angle with the bed on the
non-paralysed side, with the brake applied and
footrests raised. The person sits on the edge of
the bed.

(@The person should place his non-paralysed hand on the
bed and stand up.

(@The person grasps the far armrest of the wheelchair with his
non-paralysed hand, takes a step with the healthy leg, and then
rotating on that leg, turns the back and transfers to the

wheelchair.

(©The person then sits down in the wheelchair.

Source: Foundation of Social Development for Senior Citizens
(2011), ‘Long-term Care Basic Training Text Volume 5:

Techniques of Communication and Long-term Care’. Place of publication: name of publisher. p 209
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Self-reliant transfer from wheelchair to bed

The position of the wheelchair is important

Care’. Place of publication: name of publisher.

(D The wheelchair should be positioned at
approximately a 20° angle with the bed on the
non-paralysed side, the brake should be applied,

and the footrest raised.

(@The person grasps the armrest of the wheelchair with

the non-paralysed hand and uses the healthy leg to stand
up.

(3The person places his healthy hand on the bed, places
the healthy leg one step forward, on which he pivots the
body and moves his body to the bed.

(@The person then sits on the bed.

Source: Foundation of Social Development for Senior
Citizens (2011), ‘Long-term Care Basic Training Text
Volume 5: Techniques of Communication and Long-term

p 210
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Assisted transfer from bed to wheelchair

(DPlace the wheelchair on the non-paralysed side at a 30° angle
with the bed. Apply the brake, remove the leg rests, and raise the
footrests. Have the person sit on the edge of the bed.

(@Grasp the waist belt and lift the waist of the person to
support the upper half of the person’s body on the upper
half of the caregiver’s body. At this time, to prevent the
person’s knees from buckling (folding like a jackknife),
the caregiver’s knees should be pressed against the
person’s knees to maintain a standing position. The non-

paralysed leg should be allowed to be free.

(3The person grasps the armrest of the wheelchair with

his non-paralysed hand and pivots the healthy leg he is standing on to turn

his body.

(@While keeping the caregiver’s knees to contact with the
person’s knees, gently lower the person into the wheelchair.
Encourage him to use make full use of his healthy hand and

leg.

Source: Foundation of Social Development for Senior
Citizens (2011), ‘Long-term Care Basic Training Text
Volume 5: Techniques of Communication and Long-term

Care’. Place of publication: name of publisher. p 214
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Assisted transfer from wheelchair to bed

If the caregiver and the person being assisted do not work together smoothly, excessive force may be
used, or danger may be involved. For that reason,
assistance should be rendered cautiously while talking to

each other.

(DThe wheelchair should be positioned at approximately a
30° angle with the bed with the person’s non-paralysed
side closest to the bed. Apply the brake, lower the feet

to the floor, and raise the footrests.

@ The buttocks should be moved forward, and the knees

supported against the caregiver’s knees to prevent them

from buckling.

(@The person should place one hand on the bed and balance

himself.

Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training

Text Volume 5: Techniques of Communication and Long-term Care’. Place of publication: name of

publisher. p215
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Example of self-reliant wheelchair movement
People who are paralysed on one side due to a stroke can move

using one hand and one leg.

<Warnings for wheelchair users>
Do not forget to apply the brake. When getting into and out of the
wheelchair, the wheelchair may move, causing fall accidents.

Think, “When stopped, put the brake on!’

2) Movement using a walker (with wheels) or a cane.

If a person can move about using a walker or cane, theiris living area will greatly expand.

@ Types of canes® (D T-shaped cane @ Lofstrand cane (@ Quad cane

150°

Source: Foundation of Social Development for Senior Citizens (2011), ‘Long-term Care Basic Training
Text Volume 5: Techniques of Communication and Long-term Care’. Place of publication: name of

publisher. p 237
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[ What is functional recovery care?]

Functional recovery care is care that enables a person to once again perform actions they had lost.

[Problems and Objectives for Physical Self-Reliance]

Feeding oneself —_

Objective: to be able to eat not
just liquid foods but also ordinary
food without pulmonary

aspiration

Walking independently—

Objective: to be able to walk with a
cane or walker instead of needing a

wheelchair

Grooming, oral cavity care teeth,
changing clothes
Objective: to be able to perform

all these tasks independently

Bathing (showering)
Objective: to be able to bathe

safely on his or her own

Going to the bathroom by
oneself

Objective: to use a toilet rather
than being incontinent or

wearing diapers

Functional Recovery Care Text
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[Problems and Objectives for Mental Self-Reliance]

Symptom of roaming

aimlessly
Behavior of putting items in Coarse disposition and
the mouth that are not food. behavior. Rude conduct.

Sometimes eating them.

Symptom of collecting various
objects because of inability to Symptoms of emotional revolt.
distinguish between their own
possessions and those of other

people.

In the case of dementia, the objective is to eliminate the above symptoms of abnormal behaviour and

return to a normal, quiet life.

Source: Japanese Society of Geriatric & Gerontological Behavioral Sciences, Supervision, The dictionary

of the elderly. 2018, p202, 1723, 1981, 2306.
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[Caregiving Framework — Basic Care and Individualised Care]

The practice of functional recovery care includes ‘basic care’ which is common to both assistance for
physical self-reliance and dementia, and care that is tailored to various issues (for example, walking

by oneself). Individualised care is given for self-feeding training.

Functional recovery care can achieve results only when the two types — basic care and individualised

care —are both successfully put into practice (Figure 1).

[ Functional Recovery Care |

Individualised care

Health ~ €4——\_ Basic care —»  Activity

Fluids, nourishment, exercise, bowel movements

Figure 1: Functional Recovery Care
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[Four Basic Cares for Caregiving]|

Figure 2 lists the four basic cares for caregiving.

Fluids: 1,500 millilitres daily

Nourishment: 1,500 kilocalories daily

Exercise: walk 2 kilometres daily

Bowel movements: natural excretion at least once
every 3 days

Figure 2: Four Basic Cares for Caregiving

The figures above should be considered reference values. For example, drinking 1,500 millilitres (ml)
of liquids per day should not be considered enough, rather think in terms of at least 1,500 ml per day.
In the same way, nourishment should be at least 1,500 kilocalories per day, and walking at least 2

kilometres per day.

These four basic cares for caregiving are also requirements for restoring a person to good physical
condition. At the same time, functional recovery care is caregiving that encourages and motivates

individuals to be self-reliant.
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I. Fluids

The most important aspect of basic care is fluid intake. This is so critical that it fair to say that caring
for elderly people begins and ends with water. As water is the basis of life, water affects every life
function. Care must be taken to ensure that a fluid deficiency does not occur.

As the body becomes dehydrated, the first thing that happens is the level of consciousness declines.

In addition, body movements become clumsy and falls are likely. In case of dementia, the symptoms

appear and become noticeably more acute.

Impaired consciousness

Fluid Deterioration of physical ability
deficiency

Appearance or acceleration of dementia

Figure 3: Fluid Deficiency
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1. Physiology of Water

1) Water content in the body
An amazing amount of water is present in the body. The total amount (total moisture content) varies

depending on age. In infants, water makes up 80% of the body weight (Figure 4).

Infant 80% of body weight
Adult 60% of body weight
Elderly adult  50% of body weight

Figure 4: Water Content in the Body

The decline in water content as people age is related to body metabolism. The metabolism of infants
during periods of growth is intense, so large quantities of water are required to develop the metabolism

smoothly.

2) Where is water present?
Water is present in every part of the body but can be classified into water inside
cells (intracellular water) and water outside cells (extracellular water) because

the roles are different (Figure 5).

Location Ratio Function

Extracellular water 1 Create a suitable environment for cells
(Blood and interstitial fluid)

Intracellular water 2 Participates in intracellular metabolism

Figure 5: Where is Water Present in the Body?
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3) Water intake and discharge

A portion of water (about 10% in the elderly) is discharged from the body or taken into the body from
outside (Figure 6). The body is always metabolising, and the unnecessary substances and excess heat
continuously generated by metabolism are harmful to life unless discharged from the body. These are
discarded from the body dissolved in water (as urine) or dispersed from the skin as perspiration. It can
be said that humans exist by discharging water from the body. However, if water is only discharged,
the body’s water content rapidly decreases and this is a threat to life as well. To maintain a balance

and preserve health, water must be taken in from outside.

Discharge Intake Millilitres per day
Urine 1,500 Drinking 1,500
Insensible water ~ 700-1,000 Meals 700-1,000
loss

Bowel 200-300 Metabolic 200~300
movements water

Note: The table shows the daily amount of water discharged and taken by adults or elderly people

Figure 6: Water Intake and Discharge

[Urine] When protein and other substances are metabolised to maintain life, harmful substances such
as urea nitrogen remain. These substances must be dissolved in water and discharged from the body
as urine. If they cannot be discharged as urine, toxic substances will accumulate in the body and the

person will develop uremia' and die.

[Insensible water loss] Energy metabolism is constantly occurring in the cells, generating heat at 38°C.

Heat will build up inside the body unless it is dissipated, and a person will begin
to die when body temperature exceeds 42°C. The heat from the cells is
transported by the blood to the region under the skin and dispersed outside the
body as perspiration. Since this perspiration is not perceptible (insensible), the

term ‘insensible’ is used. (Evaporation causes the perspiration to dissipate.)

1 Uremia is the state where urea and other nitrogenous waste are retained in the blood due
to renal failure. The complex of symptoms such as nausea, anorexia, hypertension, edema,

and mental confusion can be improved by dialysis.
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[Meals| Meals are a source of water. Meat, fish, and salads contain large quantities of water.

[Metabolic water] When glucose and amino acids are oxidised in cells to produce energy, water, and

carbon dioxide are generated at the same time. This fluid is called ‘metabolic water’.

The important thing to keep in mind about water intake and discharge, is that a balance of water in the
body cannot be maintained without drinking water. Drinking water to maintain the body in good

condition is referred to as ‘water caregiving’ (caring by providing water and having the person drink).

4) Function of water

The body is composed of approximately 60 trillion cells, and life is nothing more than the life of these
cells. It may be said that the body is in good condition if the cells are vigorously active. One factor
that determines whether the cells are robust is whether they have a suitable environment; another factor
is whether metabolism in the cells is effective in this environment. If these two factors are functioning
properly, mental activity — so-called ‘consciousness’ — is stimulated, and physical activity is

invigorated simultaneously (Figure 7).

Cognitive symptoms

\

)

Communication

Walking

Consciousness | Physical

Arousal T activity T

\ J . s
Various activities
'd . N\
Going to bathroom,
continence
- ~/ . .
Cell rejuvenation
Suitable environment Rejuvenation of metabolism
for cells

Figure 7: The Function of Water
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(DCreating a suitable environment for cells

Temperature regulation: Cells die when the temperature rises above 42°C or drops below 27°C.
When the body temperature exceeds an average of 36.5°C, the heat is transported by the blood to under
the skin, is irradiated with water, and the body temperature returns to normal. Conversely, when the
body temperature drops, heat produced by the muscles is transported through the body by the blood

and the body temperature returns to normal.

Adjustment of salt concentration: Sodium is detrimental to cells. It changes osmotic pressure and
interferes with intracellular water. An important role of blood (extracellular water) is to carry excess

sodium to the kidneys, where it can be discharged as urine.

Adjustment of acidity and alkalinity: A weak alkalinity of pH 7.4 in the body is suitable for the cells,

and water plays a regulating role by discarding excess acid and alkali.

(@Participation in metabolic activity of cells
Water accounts for 70% of cell weight. This high percentage shows how important the existence of

water is for various activities in cells.

Nutrition in food is digested and absorbed in the small intestine and transported to the cells. It is
synthesised in the cell to constitute body tissue or put into a cycle to generate energy. Water is involved

in all these metabolic processes, and metabolism itself does not function properly without it.

In addition, the life of the cell is dependent on the protein being ‘alive’ and maintaining its helical

structure. It is the surrounding water that makes the protein take this shape.

Thus, it can be said that the function of the cell itself is carried out by water. This action of the water

rejuvenates the cells.
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5) Water deficiency

If a person does not drink enough water, or a large amount of water is lost due to perspiration, this
results in an insufficiency of water in the body. Depending on the extent of the deficiency, various
adverse symptoms occur. One disorder caused by water deficiency is dehydration. Dehydration that

occurs during hot summer periods is called ‘heat stroke’.

Deficiency* Symptom

1%—2% Disorders of consciousness

2%—-3% Fever, blood circulation disorders (cerebral infarction)
5% Motor function disability (prone to falls)

7% Hallucination

10% Death

Figure 8: Water Deficiency

# Percentage relative to total body water content.
Water accounts for 50% of the weight of an elderly person. If a person weighs 50 kilogrammes, 25,000
millititres (ml) (equivalent to 25 kilogrammes) is water. 1% of that would be 250 ml, so the water in a 500 ml

bottle is equivalent to 2% of the total water content of an elderly person.
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[Disorders of consciousness] Disorders of consciousness are the first to appear when a person

becomes deficient in water. Symptoms worsen in the following sequence.

Absent-minded

Content of conversation
is odd

[Fever] Fevers are caused by a rise in body temperature brought about by a lack of water for insensible
water loss that controls the rise in body temperature. Most are low-grade fevers of around 37°C. If a

fever is noticed in an elderly person, dehydration can be suspected to be the cause.

[Circulatory disorders] A lack of water increases the viscosity of the blood, resulting in a thickened
state. If this happens, it is difficult for blood to flow through the blood vessels with arteriosclerosis.
This may lead to arterial blockage in the morning or at other times, resulting in cerebral infarction.
Cerebral infarction in an elderly person is more common in the morning because they do not drink
water at night while asleep. Insensible water loss also continues during the night. The water content
of the body is therefore at its lowest level in the morning. (If a person gets up they will probably drink

some water.)

[Motor function disorders] In addition to having difficulty standing or walking and being prone to

falls, when starting to walk, the person tires easily and stamina noticeably declines.

[Hallucinations] The person sees things that are not real (hallucinations) and hears voices when no

one is speaking (auditory hallucinations).

[Death due to water deficiency] The cause of death due to dehydration or heat stroke is simple and
the preventive treatment is merely hydration, but many people die in the summer when temperatures
are high. This condition is related to the fact that symptoms begin with disorders of the consciousness.
Despite being dizzy and dozing off, being absent-minded, the person does not recognise the condition
as abnormal and is unable to drink water themselves or ask someone for help.

If another person does not notice and give the dehydrated person water to drink or take them to

hospital, the symptoms progress in a few hours, and they can die that day.
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2. Practical Water Caregiving

1) Substances containing water

Anything for which we use the word ‘drink’ contains water. The following items are included.
(1) All drinking water (drinking water such as tap water and mineral water);

(i1) all teas (Japanese tea, Chinese tea, Taiwanese tea, coffee, and other teas); and

(ii1) cow’s milk and other milks, and juice such as orange juice.

Foods for which we use the verb ‘eat’ would not be considered part of water caregiving even if they
have high water content.
Examples include soups, watermelon,

and other fruits and vegetables.

2) Elderly people with heart or kidney disease

There are no restrictions on water intake for people who do not have symptoms of heart problems,
such as extreme fatigue, palpitations, shortness of breath, or chest pain in normal daily activities
(categorised as class I by the New York Heart Association). These people should be drinking at least
1,500 ml a day.

If a kidney disease specialist instructs that water intake should be restricted for individuals with severe

kidney disease, this advice should be followed.

3) Water caregiving points

Some people will not drink water even when told to do so. The following approaches can be used to

encourage these individuals to drink.

(i) Provide water when the person wakes up. It is easy to drink water immediately after waking
because the body creates a water shortage while sleeping.

(i) Provide water and physical movement together, for example, before and during walks, after
returning home, before and after exercise or calisthenics, at meals or meetings, and when moving
to the dining room or a different room.

(ii1) Suggest beverages the person liked when they were younger.

People who at first resisted drinking a lot of water will eventually drink water of their own volition,
because after 2 or 3 months of drinking plenty of water it will have become a habit. Having the person

drink water is an important technique of caregiving.
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II. Walking
1. Walking as a Foundation for Functional Recovery Care

Walking is of equal importance to fluids in the practice of functional recovery care. A typical activities

of daily living (ADL) event always includes movement and walking.

e For meals, go to the cafeteria and eat a meal.
e For the bathroom, go to the bathroom.

e For grooming, go the lavatory and wash one’s face.

To be able to eat meals independently, it is necessary to both go to the dining room and eat a meal
independently. When either activity becomes impossible, caregiving (by
another person) is required. However, even if help is required to be able
to make the trip, the task (action) of eating the meal in the dining room
does not change. In contrast, if a person cannot move to the bathroom
under their own power, the approach will be changed to using diapers,
which will damage the person’s self-esteem severely. Therefore, it is
necessary to recognise that walking is the foundation of independence,

and to encourage the improvement of walking ability (Figure 9).

D
Movement / Walking

Figure 9: Activities of Daily Living: Movement for all Activities such as Shopping and Cooking

Involves Walking
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2. How People Walk — Basic Knowledge of Walking

Walking is a co-ordinated activity of the entire body. To understand walking, it is essential to know a
few things first. When standing, a person is not aware of exerting strength on any part of the body. In
addition, when walking at a normal speed, a person’s arms swing naturally, the legs move ahead, and
without exerting effort the person advances. None of the muscles exert tremendous force, so it is

meaningless to try to train certain muscles when trying get a person to walk who is unable to walk.

It is also important to know how co-ordinated movement of the whole body is controlled. It should be

noted that it is performed by a ‘control system’ that involves the entire brain.

Figure 10 illustrates the parts and functions of the brain that participate in the smooth execution of the

desire to walk that arises from the urge to go to the bathroom.

It must be understood that for the person who is bedridden and cannot walk, this entire control system
in the brain has ceased to function. Therefore, for a person to be able to walk again, this brain control

system must be restored. This process is called ‘motor learning’.
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[ Cerebral Association Cortex ]

[ Go to the toilet ] -------- Plan action

—

External Information in Information
information memory inside the body

Location of the toilet

Choose Plan Formulate | Jydge urgency

> Motor ~ [-------- Selection and order of action
/v cortex \

—» | Cerebellum [ Basal ganglia ]

Adjustment of

Mid brain / Pons varolii | Proceed with appropriate movement

A4

% | movement Suppression of inappropriate
< . »| Brain stem / spinal cord
5 Size p movement
a Direction
m
m Speed
23

Course

Sensory | l
input

Figure 10: Control Mechanism for Movement
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3. Effects of Walking

1) Activities of daily living and the effect on living area

It has already been pointed out that walking is the foundation for ADL independence. Wheelchairs are
adequate for merely moving about, but walking is superior because it is the least-restrictive means of
movement. This fact can easily be understood when stairs are considered.

This characteristic of walking by itself indicates an aspect of freedom in moving about, making it easier to

expand living areas from the bed to the rest of the residence, then outdoors, and to even more distant places.

2) Walking stimulates metabolism in the entire body

Since walking is a moderate type of full-body exercise, an appropriate amount of energy is burned,
and this stimulates metabolism in the entire body, and maintains organ functions in good condition.
That is why walking 10,000 steps a day is recommended in Japan for the prevention and treatment
high blood pressure, heart disease, diabetes, chronic lung diseases, and other so-called lifestyle

ailments (formerly called adult diseases).

Walking is the most appropriate exercise for elderly people who need long-term care or who are frail,

and it is a good idea to consider walking as the first form of exercise for such people.

3) Effect on the large intestine — excretion

For health care, along with the effect on internal organs (for example, the heart

and lungs), emphasis must be placed on the effect on the large intestine. Walking

stimulates the reflexes of the upright large intestine and initiates intestine

movement. This will become a factor in promoting physiological excretion. In

health care situations, if a person is enthusiastic about walking practice, the

rhythm of bowel movements will be established, bowel movements will occur at approximately the

same time intervals, and diapers will no longer be needed. This is one of the typical desirable benefits.

4) Effect on dementia
It is well known that exercise (especially walking) is important in the prevention of dementia, and

walking is also recommended as therapy for people suffering from dementia (Figure 11).

Basis of ADL ]

Therapy and

prevention of [ Freely extending living areas ]

dementia

Stimulation of metabolism in entire body ]

ADL = activities of daily living.

Figure 11: Effect of Dementia Upright intestinal reflex ]
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4. Practical Walking Caregiving — Practice Getting People to Walk Who Cannot Walk

Since people who are unable to walk often use wheelchairs, walking practice can be categorised

according to the extent of wheelchair use.

1) Selection of walking practice based on extent of wheelchair use

A. A wheelchair is used, but the person is able to walk two or three steps, or can

walk with only a little assistance (combined wheelchair and walking).

Immediately begin walking practice with walkers

>
(wheeled type).

From a wheelchair to walking as a way of life

B. The person can get into the wheelchair by himself or herself

and propel it without help, but never walks.

—> Immediately begin walking practice with walkers
(wheeled type).

Provide assistance as needed.

C. The person needs assistance both getting into the wheelchair

and moving (all steps with wheelchair).

holding something —)| Assisted walking with a walker (wheeled type)

> | C-1 5-second standing test while
—>

C- 2 5-second standing test while =
holding something ©

Practice standing for 3 days

l

Assisted walking with a walker (wheeled type)

Figure 12: Selection of Walking Practice Based on Extent of Wheelchair Use

(explanation)
People of type A are walking even though it may only be a few steps, so walking practice is continued

starting from the current degree of walking. Easy use of wheelchairs deprives the person of the
outstanding benefits walking has for the body.

People of type B can stand when transferring from a bed to a wheelchair or the like. Since anyone who
is able to stand is also able to walk, walking practice can begin.

People of type C are the most common. They are most frequently seen amongst those who must be
assisted for all movement and require care level V of the Japanese Kaigo Hoken system. The 5-second

standing test should be performed for this type of person.
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5-second standing test, while holding on

Any assistance is acceptable, so carry the person to the handrail. Have the person grasp the handrail

and stand there. The assistant then removes his or her hands.

If the person can stand for 5 seconds without collapsing to the floor, walking with a walker can
begin.
For patients who have been bedridden for a long
time, two assistants are often needed for walking
with a walker. One assistant grasps the waist to
prevent bending and the other pushes the feet
forward. (An experienced caregiver can perform

both tasks without help.)

The 5-second standing test determines whether
assistance in walking with a walker can begin.
Experience shows that everyone who passes this
test can walk.

The principle that anyone who can stand can walk
can also be extended to mean ‘anyone who can

stand while holding on can walk.’

For people in Category C-2

People in category C-2 should be helped to stand while holding on for about 3 days. The thing to
emphasise after about 3 days is to make the person move past standing practice to the next level —
assisted walking with a walker. As can be seen immediately, this 3-day period of standing practice is
not for the purpose of acquiring the ability to stand. Rather, it should be understood to be the means
to assist the person in recalling the experience of standing, which is a part of walking exercise that had

been forgotten for a long time.

2) Principles of walking practice
(DUse of a walker
A walker is the best aid. Even if the person seems to drag their feet at first, after a few days they
will begin to put their feet forward, leading to an awkward walking movement. As this practice is
repeated, walking will improve, indicating that learning is taking place and that the control

mechanism is being formed in the brain.
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(@Repetitions per day are increased

According to exercise theory, the more the repetitions and
the greater the amount of practice, the faster the progress.
ADL situations can be used to motivate the person. For
example, walking with a walker they can take advantage
of opportunities to go to the dining room, the bathroom,
or the day room (at a facility). Of course, if a person takes
time to practice in the hallway, in addition to these
opportunities, walking in the corridors will quickly

improve.

3) Walking practice even if contracture in the lower limbs is severe
Even in cases where the knee is bent at a 90° angle, the heel does not touch the floor, and in other ways

contracture is severe, with walking practice, the knee extends, and the heel touches the floor.
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II1. Meals

With conventional long-term care, the goal for meals was to provide nourishment safely, but in

functional recovery care, emphasis is placed on eating ordinary food through the mouth.

The superiority of ordinary food lies in the fact that it is the food to which the person is accustomed
and that incorporates the culture of the society. Being the same as other people is an important goal in
functional recovery care.
In addition, there are infinite variations of ordinary food, so
meals can have a rich diversity. Food in most countries,
including Japan, is usually in a form that can be termed

‘ordinary food’.

Eating familiar foods usually means the person can eat the
same things as family and friends, and in this way excellent
opportunities are created to gather and interact with other

people, and this will increase the enjoyment of life.

Ordinary foods are nutritionally superior to other choices (such as gruel) as well. Because soft foods

have a high water content, the proportion of nutritious ingredients is reduced.

In addition, since the person is eating the same things as other family members, no burden is placed

on the family to prepare a separate meal.

As will be pointed out below, ordinary food is also the safest form of food.

Therefore, ordinary food is the basis for diet in functional recovery care. Next, the necessary

knowledge about oral function and how provide care are discussed.
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1. Oral Function

The process from the time food is ingested into the mouth, chewed, and swallowed into the stomach

is generally divided as follows.

Perception . o Pharyngeal _ Oesophageal
(Priority) Preparation Oral phase phase phase
| | |
Chewing Convevin Swallowing
Bolus formation veyms reflex

[Perception] This is the phase of recognising that things placed before a person are food. Recognition

is through the senses, such as sight and smell.

[Preparation] (DFirst, it is determined if the item placed in the mouth is liquid, gruel, or solid. Items
are distinguished by feeling with the tongue and mucous membrane of the mouth. It goes without
saying that the brain participates in differentiation at this phase. @ Then, based on this differentiation,
the food is either (i) drunk (water, juice, and other liquids), (ii) mashed (gruel), or (iii) chewed using

the teeth. Food selected to be chewed will be formed into bolus that can be safely swallowed.

[Oral phase] As the food is treated as needed, it is conveyed to the pharynx (Figure 13).

[Pharyngeal phase] At this time and place the swallowing reflex is initiated.

[Oesophageal phase] This is the time phase at which the bolus enters the oesophagus. At this point,

the oesophagus exerts negative pressure to aspirate the bolus into the stomach.

Oral phase
Chewing Pharyngeal phase
Swallowed
Chewing Esophagus phase
Grinding

Trachea
\ Esophagus

Figure 13: Oral Function
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2. Phases that Require Attention

(DPerception phase
Clear recognition of the items as food will affect whether subsequent phases of chewing and
swallowing will proceed normally. If cognition declines due to dementia, spontaneous chewing and

swallowing may not occur, resulting in aspiration (the symptom of which is choking).

(@Preparation phase
The important points for the preparation phase are as follows.
(1) Distinguishing food items as liquid, gruel, or solid
This determines whether to drink, mash, or chew. In infancy these three methods are developed
in order, first drinking the mother’s milk, then mashing and eating baby food, and finally
chewing and eating solid food.
(i) In cases of gastric fistula
In cases of people with gastric fistula, however, even if the person proceeds from jelly to gruel
to rice, there is no transition between these three forms of food (for example, if the person is
able to drink, transitioning to taking ground food), so general training by phasing in forms of
food is bound to fail. If the goal is to transition to ordinary food, training to chew and swallow

must be given from the beginning.

3. Chewing and Swallowing

To ingest food safely without aspiration, it is important to create a food bolus that has been adequately
chewed.

[Chewing and tongue movement]

Chewing can be seen as the key to oral function. Chewing action bites and crushes food, saliva is
secreted, and the food in the mouth is mixed through movement of the tongue to form a bolus. For
ordinary meals (ordinary food), a mouthful is chewed 20 to 30 times, and with an average of three

meals a day, chewing is repeated about 2,500 times.

[Teeth, dentures, posture at meals]

It goes without saying that the existence of teeth is critical for chewing, and teeth that are in good
condition and properly fitted dentures enable appropriate chewing.

Chewing is affected by biting strength, which in addition to the condition of the teeth, is also affected
by posture when eating. A posture where the back is rounded and the face turned upward, or where the
back rounded and the feet are on the wheelchair footrest rather than on the floor, decreases biting

strength and hinders chewing action.
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When eating meals, a person should sit in a regular chair, with their back straight in good posture and

both feet on the floor.

Pattern generator

[ Brain stem / spinal cord ]

@ [Cerebellum [ Mid brain, Pons varolii ]—
Action generator
Tongue ‘ u
oveme

Sensory input

S Rigidity v
——»(22y—» Cohesion . . .
oo Og, . Fixed — Swallowing threshold — Swallowing
e dhesion

Lubrication

Saliva
2 Physical properties of the bolus are monitored: continuation and termination of chewing, the start of swallowing action

b Controlled by sensory input from the tongue, palate, and buccal mucous membrane

Figure 14: Formation of a Bolus:

A bolus of fixed physical properties (of a threshold size for swallowing) is formed by oral action with

chewing playing the primary role, and swallowing begins.

[Taking care for water intake]

To create a good bolus, an adequate amount of saliva must be secreted. If water intake is insufficient,
the quantity of the saliva secreted will be insufficient, and the action of the tongue and masseter

muscles will be deficient, so that as a result — chewing and formation of bolus — will be unsatisfactory.

[Swallowing — Swallowing threshold and swallowing motion]

There are individual differences in what constitutes a good bolus, but its hardness, cohesion (ease of
formation), adhesion (property of not sticking to surroundings), lubrication (smoothness of the
surface) become consistent, and a swallowing motion is initiated by the brain, which detects the
properties of the bolus. The physical properties of the bolus at that point are called the ‘swallowing
threshold.” A bolus that has reached the threshold value triggers the swallowing action through the

brain.

Safe swallowing depends on forming a satisfactory bolus, and a satisfactory bolus is formed by

chewing. The swallowing motion starts almost immediately after the brain perceives from the sensation
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of the oral mucous membrane that the bolus formed by chewing has reached the swallowing threshold.
First, the tongue base is raised upward, the soft palate is raised to close the nasal cavities and pharynx, at
the same time the epiglottis closes the trachea entrance and the vocal cords so that no food enters the
respiratory tract. The closed pharynx and the oesophagus create negative pressure to aspirate the bolus

downward (Figure 15).

Nasal cavity
Soft palate

Base of tongue
Bolus

Epiglottis

Vocal cords

Throat
Esophagus

Figure 15: Chewing and Swallowing

4. Aspiration

Aspiration is when food and drink accidentally enter the respiratory tract. Aspiration pneumonia,
which is triggered by an article entering the lungs, is the third leading cause of death amongst elderly

people and is said to account for 80% of all types of pneumonia.

1) Silent aspiration observed in the elderly
As the responsiveness of the respiratory tract declines due to ageing, saliva and other liquids in the
oral cavity enter the respiratory tract and reach the lungs, mainly while sleeping, without triggering

the cough reflex (so-called choking) (Figure 16).

This is called silent aspiration in the sense that choking is or other reaction is not manifested (is not
apparent) when food particles or saliva enter the respiratory tract.

There are billions of bacteria in the oral cavity —about 100 million per ml of saliva — so if saliva drops
into the lungs, clumps of bacteria will enter the lungs as well. When aspiration is mentioned, there is

a tendency is to think of bits of food, but more attention should be paid to saliva.
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It is therefore important to keep a clean environment in the oral cavity, improve physical strength, and
develop resistance. A clean oral cavity involves oral care and adequate attention to moisture. Adequate
attention to moisture means increasing the amount of saliva that is secreted, which greatly improves

the self-cleaning action of saliva and suppresses the growth of bacteria.

Lungs

Swallowing reflex
Respiratory ~ Coughing reflex

Macrophage tract villi

Figure 16: Silent Aspiration Observed in the Elderly

The bacteria in the oral cavity are of low virulence, so even if they get into the lungs, pneumonia will
not necessarily ensue. It is important to improve respiration and circulation of the blood by walking

and taking exercise to stimulate the activity of microphage cells so that pneumonia does not develop.

2) Meal-related aspiration (choking)

It goes without saying that aspiration often occurs during meals. In this case, the aspiration is not the
reactionless aspiration known as silent aspiration, because it is almost always accompanied by a
coughing reflex, and choking will occur. Choking is a defence mechanism because it is a reaction
utilising the cough reflex to expel food or drink that is about to enter or has entered the respiratory

tract. To avoid inducing aspiration, it is important to eat meals in small bites.

Let us now consider the conditions that make choking more frequent.

(D Consciousness level. Choking is frequent when the level of consciousness is low. When water

intake is low and the mind is muddled, choking will occur.
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(@Mealtime posture. Choking is frequent when mealtime posture is poor. This will happen when

sitting in a wheelchair with the back rounded and feet off the floor.

(@Assistance. Choking is frequent when meals are assisted. The rhythm of chewing and swallowing

is lost when being fed by another person.

(®Dentures. Choking is frequent with poorly fitted dentures. Always take care of adjustment of

dentures.

(®Type of food. Choking is least frequent with ordinary food. The softer the food, the more frequent
the choking; choking occurs most frequently with liquid meals. This is contrary to common
perception, but since ordinary food requires the most chewing, a well-formed bolus is created and
is swallowed without choking. Gruel does not need to be chewed, so there is less control over the

flow and swallowing action. This is even more the case with a liquid diet (meals from a mixer).

5. Practical Caregiving at Mealtimes

1) No switching to soft foods
There is a tendency for meals for all elderly people — not just those that require long-term care — to be
soft foods (a ‘soft diet’). This is because a decline in chewing strength due to diseases and ageing of

the teeth and gums makes hard things difficult to eat.

On the other hand, there are cases at retirement homes and other facilities where, due to a
misunderstanding by the caregiving staff, a person was switched to a soft diet. In such facilities, people
who do not require any help are often helped so that meals will go smoothly or so that they can finish
eating more quickly. This comes from a mistaken belief that faster chewing and swallowing means
meals can proceed smoothly and efficiently, and that soft foods can be chewed and swallowed safely

and quickly.

Compared with ordinary foods, choking is more frequent with soft foods. Neglecting to consider that
the continuation of soft foods will weaken chewing power (because of the disuse syndrome) is a
serious oversight. If soft foods are chosen to make meals go smoothly, chewing strength will further

decline, necessitating even softer foods, and a vicious cycle will ensue.
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A survey of 1,230 special nursing homes for elderly people conducted in 2011 found that 37.5% of
gastrostoma were the result of ‘frequent choking and repeated aspiration pneumonia’.? Clearly, this is
due to weakening of chewing strength and can be regarded as problems with ingestion and swallowing

invited by needless switching to soft foods (Figure 17).

2) Feeding oneself

Choking during meals increases as people age. Choking is a defence
mechanism against aspiration but is unmistakably an aspiration (saliva
or some food or drink entering the respiratory tract). Therefore, it is
important to eat meals without choking, and it is essential that the
person eats with his ‘own hands’ (in other words, unassisted). Eating
with one’s own hands enables a person to control the meal according
to his or her own volition and rhythm, making choking is less frequent

compared with assisted meals.

2 Japanese Council of Senior Citizens Welfare Service (2011), Fact-Finding Survey on the
Tube eeding such as Gastrostomy in Intensive Care Old Peoples Homes.

http://www.roushikyo.or.jp/contents/research/other/detail/121.
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—>Decline of chewing strength with ageing

Disuse syndrome of

chewing strength

Vicious cycle

Increase in choking

Aspiration / aspiration pneumonia

Soft food

Even softer food

SR

Smooth chewing

and swallowing

-/

Gastric Fistula Tube Feeding

Figure 17: The Popular Belief that as a Person Ages They Need Soft Food Can Lead to a

Gastrostomy Tube

The advantage of feeding oneself is that the person can taste and enjoy the food. Even if it takes a lot

of time to finish a meal, it is best to let a person eat slowly at their own pace and enjoy the meal.

3) Treatment and adjustment of teeth and dentures

It is obvious that the basis of chewing strength is in the teeth or dentures. Each person should be

checked periodically by a dentist and receive any treatment necessary.

Dentures should be checked as well, and an ill-fitting denture should be

adjusted.
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6. From Gastric Fistula and a Feeding Tube to Oral Eating

It is estimated that there are between 300,000 and 500,000 people with
gastrostomy in Japan. There is a call for social debate regarding the insertion
of gastrostomy tubes in elderly people in the final stages of life. Their use
should also be questioned for preventing of aspiration pneumonia and in cases
when a person suddenly stops eating due to dementia, emergency evacuation
gastrostomy, or injury to chewing and swallowing functions after

cerebrovascular damage.

Functional recovery care in cases of gastrostomy is done to restore the person

to ‘oral ingestion of ordinary food’. Figure 18 indicates a caregiving plan.

Five Caregiving Steps To Go From Gastric Fistula Tube Feeding To Oral Feeding
Total volume of water at least 2,200—2,500 millilitres

Meal posture in an ordinary chair

(As much as possible) feding oneself

Adjustment of dentures

Qs e D e

Start from ordinary food

Figure 18: Five Caregiving Steps to Go from Gastric Fistula Tube Feeding to
Oral Feeding
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The total water volume in the caregiving plan designates the total volume (ml) of nutritional
supplement injected through a gastronomy tube and injections of supplemental water. This volume of
water is extremely important (Figure 19). With the five caregiving exercises above, with the exception
of people with serious brain strokes, nearly 100% of those with gastrostomy tubes can achieve the
goal of oral feeding with about 1 to 2 months of practice. However, if the total water volume is less
than 2,200 ml, most people will not achieve that goal. This gives us an understanding of how effective

water is.

otal volume of water

2,200-2,500 ml

Alleviation of
dehydration

Alertness levelf ~ — Perception of food?{

Secretion )
Improvement of action of oral

of saliva

action

(chewing, movement of tongue) |

Risk of choking (aspiration)]

Figure 19: Total Water Volume of Gastric Fistula Tube

[Nutrition intake by chewing as fundamental approach]
Restoring the nutrition intake through chewing is the foundation for a transition from gastric fistula tube

feeding to oral ingestion. Here are some important points other than water intake for a caregiving plan.

(DAdjustment of dentures It is not necessary to mention the importance of teeth or
dentures, which play a primary role in chewing.

@sStart from eating ordinary foods Pudding and pastes usually end in failure.

As mentioned above, there are three methods of food processing:

drinking, mashing, and chewing; but each is an independent

action with no functional relationship. Even if a person

repeatedly ingests by drinking (or mashing), this will not enable

them to progress to nutrition intake on chewing, because only chewing practice will restore chewing
function. Ordinary foods require a lot of chewing. Moreover, ordinary foods that are safe and have
minimal potential for choking are useful to enable food to be chewed thoroughly and form a bolus.

To think ordinary foods are dangerous is a groundless fear.
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Semifluid (7)

IV. Excretion: Basic Knowledge of Defecation and Removal of Diapers

1. Function of the Large Intestine

While the small intestine digests food and absorbs nutrients, the large intestine performs stool

formation, absorption of moisture from food, and discharge of stools.

1) Food movement in the large intestine
Food conveyed from the small intestine as a thick fluid from the cecum to the ascending colon, but as
it moves through the large intestine moisture is absorbed and it solidifies in the sigmoid colon where

it is stored until a bowel movement occurs.

[Peristalsis and mass peristalsis]

The movement of food in the large intestine is achieved by an action called ‘peristalsis’. When a person is
standing or sitting, food (in liquid form) must be pushed upward from the intestinal cecum to the ascending
colon against the force of gravity, and as is obvious, considerable force is required by other parts of the
digestive system as well (Figure 20). The weakening of the intestine and resulting constipation is called

‘atonic constipation’ and is one of the most common causes of constipation in the elderly.

Once or twice a day, strong peristalsis occurs below the traverse colon, in an attempt to discharge a
stool (Figure 21). This is termed ‘mass peristalsis’. Mass peristalsis also occurs from a stomach and
large intestine reflex that occurs when food from the mouth enters the stomach. This is why many

people have a bowel movement after breakfast.

Gruel state (8) Semi-gruel state (9) ——

I s Y oS N
~ T ~ ~
AN AN ~ -
?\\_V/A\:/A}_lél
Traverse colon Contents
. Semisolid : -
Ascending xS
colon state (12) NN
Descending == Atonicity
Fluid material (5) colon AN A
Small intestine I N
Contraction
Solid state (18)
Cecum Figure 21: Contents Move when

Pushed as Part of the Colon Contracts
Note: If the direction is reversed, this is called

Rectum

Sigmoid colon reverse peristalsis and is observed when

vomiting.

Figure 20: Properties and Arrival Timing of Food in the Large Intestine

Note:Arrival timing is in brackets. Stools are stored in the sigmoid colon.

There are no stools in the rectum except during bowel movements.
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2) Environment of the intestines — good and bad bacteria

Since the remaining digested and absorbed food stays in the large and small intestines for a long time,
decomposition, fermentation, generation of gas, and changes in acidity and alkalinity occur. These
changes collectively make up the ‘intestinal environment’, and affect both the large intestine itself and
the human body. A major factor on this intestinal environment is the impact of 100 trillion intestinal

bacteria (Figure 22).

Of the types of intestinal bacteria, ‘good bacteria,” ‘bad bacteria,” and ‘opportunistic organisms’ exist
in a ratio of 2:1:7. When good bacteria are comparatively dominant, the environment of the intestines
improves; when bad bacteria dominate, it deteriorates. (Opportunistic organisms work in the same

manner as the dominant bacteria, so which ever side the opportunistic organisms are on will win.)

Figure 22: Good and Bad Intestinal Bacteria
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3) Mechanism of bowel movements
Defecation takes place through three processes: ‘occurrence of bowel movement,” ‘suppression of

bowel movement’ (‘holding it in”), and ‘excretion’.

When mass peristalsis moves the stools stored in the sigmoid colon down into the rectum, a pressure
sensor on the rectal wall is stimulated. This stimulation enters the frontal lobe of the cerebrum from
the sacral spinal cord to the brain stem excretion centre and is perceived as ‘bowel movement’. At the
same time, the frontal lobe recognises the situation and bowel movements are suppressed until going
to the toilet and preparing for excretion. When preparation is completed, a command is issued, the
anal sphincter muscles open, abdominal pressure is applied, and the stools are discharged from the
body. The function of the frontal lobe is important for the control of bowel movements (Figures 23

and 24).

Bowel Frontal lobe Brain stem
movement urge excretion center
Control Confirm

situation

Move to bathroom, arrange clothing

Command to

excrete Preparation complete

Anal sphincter Abdominal

muscles pressure Sacral cord

Figure 23: Brain and Nervous System Involvement in Bowel Movements
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Frontal lobe
Command to
excrete
Muscular activity 2
. Z
in the chestand & 8
abdomen to = k)
increase g =
abdominal 5 A
pressure 2
Rectal

= peristalsis

=

8

i

o

= . . Atonicit

£ Atonicity Y

L

g

Figure 24: Brain and Nervous System Involvement in Defecation

[Importance of sitting position]

The importance of bowel movements while in a sitting position must be emphasised at this point
(Figure 25). If diapers are used, bowel movements occur while lying down and the advantages derived
from a sitting position are not realised. For this reason, a person using a diaper creates a large quantity
of faecal impaction, which results in a nearly liquid condition that is discharged by being pushed out
frequently a small amount at a time by internal pressure in the large intestine. Thus, the term ‘bowel

movement’ can no longer be used but rather ‘comes out due to internal pressure’ would probably be

more accurate.

Physiological bowel movements Abdominal organs move toward
the chest and abdominal pressure
Increase in abdominal decreases
pressure due to drooping
Supplemental of abdominal organs
contraction of the

abdominal muscle
Descent due to

weight of stools

Puborectalis
Stools must move laterally to get over the anus

Sitting position Lying on back

Figure 25: Importance of a Sitting Position
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2. Constipation

Diarrhoea and constipation (stools stopping in the large intestine) are the two major intestinal

complications, but it is constipation that tends to be problematic for the elderly.

Although having no bowel movements for 3 days is medically termed constipation, this does not
constitute case for treating elderly people immediately for constipation. In the author’s training class
for long-term care, a laxative should only be administered if there are no bowel movements for 5 days.
Instead of considering laxatives as treatment for constipation, the person should be cared for in a way
that stimulates regular natural bowel movements without the use of laxatives (this technique of care

will be discussed later).

The types of constipation often found in elderly people are ‘atonic constipation’ and ‘rectal

constipation’.

1) Atonic constipation

This type of constipation is mainly caused by weakening of the large
intestine due to ageing. The large intestine will absorb moisture from the
paste-like food conveyed from the small intestine and solidify it into stools.
This process must continually convey the food downward by means of
peristalsis. If this force decreases, constipation ensues. This ‘atonic
constipation’ is the most common type of constipation in elderly people.
The activity of the large intestine can be revived by exercise, particularly

walking, and drinking lots of water.

2) Rectal constipation

Normally, faeces are stored in the sigmoid colon while the rectum is empty. Stools descend into the
rectum when conveyed downward for a bowel movement. However, ‘rectal constipation’ is a condition
in which faecal matter accumulates in the rectum without defecation. The urge for a bowel movement

may occur when the stool descends into the rectum, but if the bowel movements are suppressed several

times, the urge will no longer occur and the stools will accumulate in the rectum without being excreted.

This type of constipation tends to be seen in working people who are unable to go to the bathroom

whenever needed due to the nature of their employment.

In elderly people, the bowel movements themselves are becoming weaker. Whether stools accumulate

in the rectum without feeling the necessity for excretion (in the toilet) or due to extended use of
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laxatives, stools continue to descend without physiological movement of the intestines. They
accumulate in the rectum, resulting in constipation. Constipation brought on by the use of laxatives is

a bad habit which we should guard against.

Stool with high water content

Large volume of stools (due to
rectal constipation)

Watery stools pushed out by pressure

Figure 26: Rectal Constipation
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3. Faecal Incontinence

As with urinary incontinence, faecal incontinence occurs when a person defecates when they do not
intend to in a place other than a bathroom. People with faecal incontinence are often given diapers and
treatment after incontinence occurs because they soiled their underwear. There are three types of faccal

incontinence.

1) Intrinsic faecal incontinence
This is a condition associated with injury to the spinal cord that occurs because of a physical blockage
to the nerve tract that communicates stool movement in the sigmoid colon to the brain and the activity

from the brain to the pelvic nerve and the pudendal nerve.

2) Diaper incontinence
This is a condition in which incontinence occurs as a result of a person being given diapers because
they cannot go to the bathroom by themselves. Incontinence in elderly people requiring long-term care

is most often brought about by wearing diapers.

Diapers should not be used except in cases at home where it is difficult to assist the person to the
bathroom or in medical facilities where the condition of the entire body is poor and going to the
bathroom is dangerous. According to a survey, 60%—70% of residents in special care homes for the
elderly in Japan wear diapers, even though this causes almost all cases of diaper incontinence. As will
be discussed later, when diapers are removed all individuals will defecate in a toilet and bowel

movement and urinary urges will recover.

Diaper incontinence occurs because the use of diapers creates a situation in which the person may
excrete anytime and anywhere. As a result, the brain does not suppress (hold back) defecation until
preparation is complete, and so it is no longer necessary to suppress the urge for a bowel movement.
In all living creatures, a function not used is lost, so the urge to defecate or urinate is lost and

incontinence occurs.

3) Continuous incontinence or ‘faecal leakage’

Faecal leakage is observed in elderly people wearing diapers who are assisted to the bathroom and
have an essentially successful bowel movement. Even though a bowel movement seems to have been
completed in the toilet, a small amount of faecal matter is excreted later on and the underwear is soiled.
Although the stools are solid in the large intestine until arriving in the descending colon, they are
conveyed in several lumps. The descending colon moves these lumps up and down several times and

then conveys them as a single lump to the sigmoid colon. The fact that the stools are excreted a little
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at a time means that the stool has not been formed. This can be seen an example of laxative use, water

deficiency, and lack of walking.

Laxatives interfere with the colonic function of forming stools while absorbing moisture by impeding
water absorption. It is often observed that a stool that is hard due to lack of water is excreted in several
parts. Walking activates the peristalsis of the large intestine, and life without walking will further

reduce the movement of the intestines weakened by ageing.

4. Action and Adverse Effects of Laxatives

Before considering the action of laxatives, let us discuss how food ingested through the mouth is

processed in the body (Figure 27).

Reabsorption
of moisture

!

A large amount of digestive juices (10—15 litres)

|

Chewing and Small pl\}/ll}l/lssi}gl Large
—»| decomposition . : : - . N
in the g omach Intestine properties intestine
T like gruel
Nutrition Fermentation and
disintegration decomposition by
and absorption intestinal bacteria

Figure 27: How Food Is Ingested through the Mouth Processed in the Body

Laxatives are roughly divided into two kinds. One type suppresses absorption of water in the large
intestine and increases the amount of water contained in the stools, with the result of that the stools
expand (as they become swollen with water) and are excreted by the stimulation of the enlarged stool.
These are called ‘saline purgatives’ or simply ‘purgatives’ because the action is gentle. These

magnesium laxatives commonly have the word ‘Magmitt’ in their names.

The other type stimulates the intestinal wall with medicine to induce violent
peristalsis and to force excretion immediately. They are called ‘irritant
laxatives’ or ‘drastic purgatives’ because the action is convulsive and violent.

Senna and Laxoberon are examples of this type.
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[The adverse effects of laxatives]

(DDeterioration of the intestinal environment

The large intestine is not just an organ that absorbs moisture, it affects the immune system of the whole
body through the agency of an estimated 100 trillion intestinal bacteria. The absorption of water must
be viewed as merely a part of its function. If laxatives are taken and a lot of water consumed, stools
will become watery, but if laxatives are not taken, even if a lot of water is consumed, stools will not
become watery. This suggests that laxatives affect the formation of stools, and therefore the function
of the large intestine itself. The instruction in nursing textbooks that ‘continued use of laxatives is a

cause of constipation’ affirms this fact.

@ Absorption of magnesium
The Ministry of Health, Labour and Welfare issued a warning regarding usage of magnesium laxatives
in 2015 because there have been cases in which their main ingredient — magnesium — was absorbed,

producing hypermagnesaemia, which resulted in death.

(@Loss of function of the large intestine

Senna, Laxoberon, and other drastic purgatives. These drugs stimulate the intestinal wall, and when
used continuously, the intestinal wall turns black (melanosis of the large intestine) as if burned, and
the function of the large intestine is lost. Specialists state that the use of laxatives is prohibited for
people suffering from mild constipation. At a time when there was no effective treatment for food
poisoning, drastic purgatives were employed as therapeutic agents to quickly purge contaminated food
from the body. Laxoberon and other agents are currently used to empty the intestines on the day before

abdominal endoscopy. They should not be considered medicines for constipation.
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5. Caregiving to Achieve Natural Bowel Movements

[Basic concepts of Functional Recovery Care]

Functional recovery care is aimed at restoring (normalising) the overall function of the mind
and body. It goes without saying that based on this way of thinking the functions of individual
organs must also be restored.

Regarding bowel movements, care must be provided to recover colon function, and the care that
accompanies this objective enables the elderly to regain intestinal function that has weakened
due to aging and achieve regular, natural bowel movements.

For this purpose, laxative use should be halted, and instead physiological methods should be

applied to achieve natural bowel movements.

[Seven Therapies for Natural Bowel Movements]
(DSufficient water intake

*  The medicine for curing constipation is water. If a person does not drink at least at least
1,500 ml per day, constipation will not be cured.
(@Exercise — walking

*  For people unable to walk by themselves, daily walking training will establish a rhythm
for bowel movements.
(®Ordinary food

*  Ordinary food has the most food fibre.
(@Food fibre, lactic beverages

*  These two types of food are powerful reinforcements for preparing the intestinal
environment and maintaining function in good condition.
(®Regular schedule (sleeping and waking rhythm, meals)

*  The physiological rhythm of the whole body is affected by sleep and meal times.
(®Regular bowel movements

*  There is a tendency in elderly people for bowel movement urges to weaken, but trips to
the bathroom should be at set times.
(DSitting for bowel movements

*  Even for people who require long-term care who wear diapers or use bedpans, bowel

movements should not be allowed while lying down with no abdominal pressure.
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6. Practical Concepts for Independent Bowel Movements

First, it is most important to treat defecation and urination separately (Figure 28). We will now look at

an overview using an example of a person who uses diapers.

Diaper ; ;
(Handles Establishment of Egll eillszsc;[agl(feg‘ts
defecation and Stool —» defecation thythm —» w v
urination together) [ Walking motion practice ] ¢
Independent bowel
Change in movements
Urination. —»  frequency of — Urination in toilet
urination

Figure 28: Practical Concepts for Independent Bowel Movements

1) Problems with diapers

The elderly person who is given diapers to wear will initially resist, but eventually (after a week) will
no longer resist, lose all vitality, and ultimately lose the urge for bowel movement

(diaper incontinence).

When diapers are removed and bowel movements in a toilet are recovered, when

asked of their impression of diapers, almost all former diaper users will reply in one

of the following ways.

o  When I was given a diaper, I thought I no longer had worth as a human being.

o Idon’t want to have that kind of awful experience again. I think it would be better to die.

o 1did not know when I would have a bowel movement, but when I did I felt terrible. I
wanted to be changed quickly but there was nothing I could do but tolerate the situation.

o I couldn’t stand the itching from diaper rash. Note: diaper rash (dermatitis) is observed in

about half of diaper users.

* A urologist’s study also reported that urinary tract infection was observed in about 80% of diaper
users, and in all cases the cause was E. coli. The diaper was the medium to transfer E. coli from the

stools to the urinary tract.

* It is important to note that diapers hijack self-respect, which is the core of human dignity. The docile

attitude of diaper users comes from the fact they have given up on themselves.
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2) How to end use of diapers

To achieve bowel movements in a toilet, the rhythm for bowel movements must be stabilised. The

following four therapies are the method of accomplishing this.

Water caregiving

Walking practice Discontinue laxatives Toilet bowel movements

(DWater caregiving

(@Walking practice

(®Laxatives

@®Toilet bowel movements

o Elevate the level of awareness, activate the functions of the frontal
lobe, create a physiological basis for cognisance and subsequent
suppression of bowel movements (holding it in).

o Stimulate bowel movements by providing water on an empty stomach
when waking up to activate stomach and large intestine reflexes.

o Practice walking. Standing and walking stimulate the ascending colon
reflex.

o Discontinue laxatives. Laxatives stimulate bowel movements but also
disturb bowel movement rhythm. As a result, there is a disadvantage to
removing diapers.

o When sitting on a toilet in a bathroom, the brain issues the commands
‘this is a toilet’ and ‘let’s have bowel movement’. Even if the rhythm of
bowel movements has not stabilised, there are cases when leading a

person to the bathroom will achieve bowel movements in a toilet.
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V. Excretion: Basic Knowledge of Urination and Care of Urinary Incontinence

1. Types of Urinary Incontinence

Urinary incontinence means that urine leaks contrary to the intention of the individual. The types
include (i) urinary incontinence with the impulse to urinate, and (ii) urinary incontinence without the

impulse to urinate.

[Urinary incontinence with impulse to urinate] A situation in which the person is completely
cognisant but the urine still leaks may be due to the following reasons:

Urinary incontinence from urgency. A sudden strong urge to urinate occurs and unable to hold it back,
urine leaks.

[Abdominal pressure urinary incontinence] Urine leaks when coughing, sneezing, or when standing
up and pressure is exerted on the abdominal muscles. Pelvic floor muscle exercises (incontinence
exercises) are recommended for many middle-aged women.

[Overflow incontinence] Urine-related nerves are obstructed by diabetes, or due to an enlarged
prostate, the appropriate urine discharge does not occur, and urine overflows into the bladder and a
portion of it leaks.

[Functional urinary incontinence] With dementia and similar conditions, even though the person
feels an impulse to urinate, they do not know where the toilet is, and urine leaks anywhere. This is due
to cognitive impairment of place and dysfunction of discharge action, not an abnormality of the bladder

Or nerves.

[Urinary incontinence without impulse to urinate] This ‘diaper incontinence’ is often seen in
elderly people who need long-term care, and it can be a major problem in achieving independence of
discharge. The problem of urinary incontinence with urge to urinate is minor compared with this type
of incontinence. The process for regaining the urge to urinate is the same as that for loss of the urge

for bowel movements. Therapy for urinary incontinence targets this type.

2. Neural Mechanism of Urination

The neural mechanism for urination is the same as that for bowel movements, but in urination the

bladder is involved rather than the large intestine, and the nerves for urination are different (Figure

29).
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Urge to urinate

Frontal lobe

Preparation Control Brain stem excretion

center

Command to urinate

Bladder contraction
Sphincter relaxation

Sacral spinal cord

Figure 29: Neural Mechanism of Urination

Functional Recovery Care Text 63



v NN ]

3. FlibE OYER DM — R OHER 25 %0

mﬁéwla@wﬁwﬁﬁi“& Luon et &i@ﬁ@k%ﬁ®f%ﬁ@ﬁ#
§<@5a%%@7 MBI 2 B D LIC D E T wm_w ®Eﬁ%ﬁ%ﬁzé®6
%m iémﬁ&%@®%i@@k@??omm ww®m@k\wﬁ®%% ﬁOT/
7%% iofl§%®<ofwi¢o%%%Lﬁ/7\%%%%T/7kmwi¢ 1
H@?%H¢i40h@$ﬁh@bf“é awgw@r et 7 12 aof(E%
il )%@éﬂéﬁgw@w %ntfmﬁ/7mf/7@ﬁ%*®%ﬂi? ﬁ
Wﬁi&fwéﬁﬁﬂﬁw®f M1 ) 08 @@L;(&ﬁﬁ >@ FE< L D
/7%1‘/7@)3 iElEP;tDYB/J\é<“C@‘U Ll iﬁ@iﬁ‘ %flﬁ’(%iot*ﬂ‘/773®
H & TIiL. Elqjifﬁl{fﬁfﬁf/ﬂi”\fi< %@%’t%ﬁxﬂ@’i’{}mﬂé[ﬁl{fﬁz%/}\ﬁ<73?0“( *Z7T
O<%m5ﬁ$%wﬁ<ﬁé&wobﬁfﬁ zp— ﬁ &ﬁiﬁﬁ@%%@bcmw

Eﬁitz%ﬁ%mﬂémwiiﬁ< o<%néF@E% <ﬁ5 LWy ZETT,

LAZES
Ol

L’f" o o
(R T)
CAZES

B iw

CTO%EE?A?)‘&:}Q
mAEFRE
%éﬁ

EAIZL

W@%H

HIcn s s MADE = HPEHIC
(ﬁ%n/?)

L L%

-30 mﬁ%@w%ﬁ@ﬁ%l "
%mTMW(Mﬁ/7)%%W(%T/?)@ﬁ#%i %ﬁ@?#@%éﬁﬁ

Lw50r< LwAdA

mw@%@m@< E;mﬁﬁﬁ%mﬁm_&@w/&ﬁiiﬁ®2% Sl EEE

oz &0 15

MR &1 % THRR IR S 20,



3. Characteristic of Urination of Elderly People — Frequent Urination at Night

The characteristic of daily urination for the elderly is ‘often at night’. Since nighttime is when people
sleep, the potential for failure will increase as urination frequency increases. The frequency and
volume of nighttime urination at increases due to ageing-related weakening of the heart and muscles.
Blood circulates throughout the body from the beating of the heart (‘cardiac pumping’) and pump
action associated with muscle activity (‘muscle pumping’). Since a person is often standing or walking
during the day, blood must be moved against gravity (up and down), so the heart muscle must have
the power to pump. In contrast, since most time at night is spent sleeping, blood moves without the
effects of gravity (only horizontally), and the force of the heart and muscle pumps will be less than
during the day. Since the pumping force declines due to age, blood circulation during the day is small,
resulting in less blood flowing through the kidneys, and the amount of urine produced is also less. On
the other hand, blood circulation increases at night since it is not hindered by gravity, and the amount

of blood flowing through the kidneys increases, so the amount of urine produced also increases.

Heart pump declines
with age, circulation
decreases

Kidney

Blood circulation
volume also decreases,
urine volume and
frequency small

Leg muscle . . .
pump strength When lying down, blood moves freely, blood circulation
declines volume increases, as does urine volume

Figure 30: Causes of Increased Nighttime Urination

With aging, the strength of heart (heart ump) and muscles (muscle pump) declines and blood
circulation during the day is small due to gravitational resistance, and urine volume and
urination frequency are relatively small. The effects of gravity are removed at night, blood

circulation volume increases and the frequency of urination also increases.
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4. Care for Urinary Incontinence

1) Concept
Reduce the number of times the person urinates at night and increase the number of times they urinate
during the day. This is a means to reduce the possibility of failure. When awake, even if the person

needs to urinate many times, there is the possibility of going to the bathroom.

At night, when lying awake in bed tossing and turning, humans tend to have the urge to urinate. On
the other hand, one can be assured of a sound night’s sleep if water intake has been sufficient. To
reduce the number of times a person needs to urinate at night, it is therefore important to ensure enough

intake of water. At first glance, this would seem to have the opposite effect, but this is never the case.

To have a good deep sleep at night it is beneficial to be active during the day and if
possible to be slightly tired when going to sleep.

2) Practical caregiving — water and activity

Water intake (at least 1,500 ml/day) and activity during the daytime are effective against urinary
incontinence without the impulse to urinate in people requiring long-term care. Tables 1 and 2, which
are based on the results of 100 residents of a geriatric health service facility, provide a typical example
of caregiving leading to improvement of urinary incontinence for those urinating frequently during

the day and at night.

One situation that does not improve with this method of caregiving is the use of urine absorption pads
with capacity based on the amount of urine. This makeshift way of preventing contamination of

clothing with leaked urine is counterproductive and should be avoided.

Table 1: Results of Water Intake and Walking Therapy for Urinary

Incontinence Without Impulse to Urinate

Result At Time of Admission At Present
Number of urination times during the day 4.63+1.39 4.54+1.00
Number of times at night 2.26+1.16 1.86+1.12
Day—night ratio 0.63+0.64 0.42+0.26
Water intake (ml/day) 1,382.6+£207.9 1,560+264.4
Walking (m/day) 359.5+284.4 499.1+424.2
Body temperature (°C) 36.1+£0.30 36.1+£0.34
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Table 2: Improvement of Urinary Incontinence with Water and Walking Therapy

At present Change (%)
At Time of Admission None Some | . Almqst no Improved No Got
incontinence change worse

No 8 7 1 0 87.5 12.5
incontinence 6 5 1 0 83.3 16.7
Some 24 13 11 0 54.2 45.8 0
incontinence 21 7 14 0 33.3 58.3 0
Incontinence 6 2 4 0 100 0 0
almost all 1 2 6 3 72.7 27.3 0
the time

Notes: Figures in the top rows are for daytime, the bottom rows are for nighttime.
Daytime improvement rate: 19/30 (63.3%);
nighttime improvement rate 15/33 (45.5%).

*Figures do not include those with no incontinence at time of admission.
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VI. Health Care — Medical and Long-Term Care

Since elderly people often have chronic diseases or frequently suffer from acute illnesses or injuries,
long-term care personnel need to have a knowledge of health and medical care. Questions are being

raised about the ability of care staff to notice abnormalities in the daily lives of those in their care.

1. Characteristics of Diseases and Symptoms of the Elderly

People in their 40s and 50s who are having an acute myocardial infarction feel severe pain in the heart
area of the chest. Young people with acute inflammation of the appendix (commonly called
appendicitis) feel sharp pain in the lower right abdominal area. The occurrence of pain and discomfort
in internal organs afflicted by disease in this way is called ‘local symptoms’ and is a powerful clue for

diagnosing diseases.

However, in elderly people, local symptoms are minimal and are sometimes manifest as reactions over
the entire body. For example, even with an acute myocardial infarction, there may be a dull pain around

the stomach, or with acute appendicitis, they may complain that the whole stomach is expanding.

If there are any of the following conditions, symptoms, or entreaties, consider that some sort of disease

has occurred, and report it to a supervisor or nurse (Figure 31).

(DLack of energy

@Poor facial color

(®No appetite

(@Body is dull and does not want to move

(®Wobbly and unstable

Figure 31: Characteristics of Diseases and Symptoms of the Elderly

Functional Recovery Care Text

67



EOAN PR

2. EBEIC S MREI A

SF L x )

BLAKIE - BE

oL bEBHNBLOT, EIi+A@mA#7(mnwmmui)#ﬁbmfw
f@u\kz%‘é}:%xfk< LEVTLE S, AR L Vs ADE< iﬂmkﬁf“ifo

SERILIED 5 SOIERIC. TIEARD | 720 (9959555 +5 L5 BllEE
Mz, %< 1% STCHIBROMEBE 4 L CVET,

=7 ®

i

Ui
Ux

S

IRVl % LiE s dFan vz A B ENARANVIE 3] VWD R W R A

n%%®%tEITMKi§< %ﬁ%i@%k ikh&@m%% kwbﬂfwi

Lrst Lrotxd

+, Fﬁ@%i@i%i@%@5o@ﬁh_mzi@i%#ﬁﬂtbLi? Bk

[y Lo ) LAk

&)#’L i%%’fﬂih% " iﬁ‘iﬂ 21 7‘2@ i%‘é?ﬂb)iﬁb\ & %%b‘%@fﬁ‘o _ODEHJK EERELiIN

ERAR- Y

D®¢@ﬁ-#t&&k% WZ%TL\%;ﬂ%%x:%%ié;&#ﬁlﬁio

IR
El
N H

e )

EH

L3 ELEILEILL

&oi@ﬂ%(gé)%i<#%ﬂi¢o<L$ﬁ\§\&8® FAGEIE R ) RO
B EME U ET,

M onxz

A TR S YA PAOBIT, BOBHIERICNL, T, UOH s £ O
N R R Tﬁ@k@ﬁm S %@&%@mwmciofﬁﬁwi
. ORIHCIEERT M & L b1 5 BT 2T LA b O3 b S L 4 7
obﬁ@@iﬁh#‘w.77@Low@ﬁbn1méM%”fiﬁ%@ﬁé%ﬁ<ﬁ

%hémﬁ%®ﬁ#m&m tcEELTE<MEﬂ%Di¢o

mAtALE D

J a7 A )L A JRYSE

AR BBIMEE R TT, LB RRIC BN B B S A L2

BASER DY) £ T, 15 A LA i%ﬁ77%/ﬁﬁbiﬁﬁ/mﬁ4wx 10 =

Iohwlis L # o U]

B A, m#%%mfﬁ%ﬁTé &#%@i# E&ﬁ%i%%w\W% Tﬁ @r

Eoho

DS 23RBS K08, BUACE P57 & BB IBTRIL A < | e dh R
DIBITREND L THALTOE £, AP A LA LS AT, HOHTO

Pl S -11

FAS -~ R - =TT L B IEWLEL, iﬁ%ﬁ'@d ] iéﬁﬂ%ﬁl’\ié—"



2. Typical Diseases often Found in Elderly People

IDehydration / heatstroke]

This affliction is extremely common, and it is always best to assume that the cause is insufficient water
intake (less than 1,500 ml per day). Many people who are deemed to be in poor physical condition are

actually dehydrated.

In addition to the five symptoms in Figure 31, other impairments such as being absent-minded or

drowsy can be added, and in most cases a slight fever occurs of around 37°C.

|Aspiration pneumonial

Pneumonia is a major cause of death of elderly people, and pneumonia in people over 75 years old is almost
always aspiration pneumonia. Initial symptoms will be the five given above and breathing difficulties will
develop. If dehydrated, there will be a fever, but if not, there is often no fever. This pneumonia is caused

and developed by bacteria in the mouth descending into the lungs with saliva while asleep.

Colds (common colds) are frequently seen. Sneezing, coughing, and other upper respiratory symptoms

and sore throats occur.

With an infection of the influenza virus, in addition to strong general symptoms, fever, coughs, phlegm,
and other respiratory symptoms, abdominal pain, vomiting, diarrhoea, and other gastrointestinal
symptoms will vary depending on the influenza strain current at the time. For this disease, other than
medical treatment and having the person gargle and wash their hands, nothing can be done except to
wait it out. However, it is important to note that in facilities where water caregiving is diligently

practised symptoms are not as severe and there are fewer deaths of elderly people.

INoroviral infections|

These are inflammations of the stomach and intestines caused by the norovirus. It is an infection very
similar to rotaviral infections that affect children. There are no immunisations for the norovirus.
Epidemics have sometimes occurred in homes for the elderly. The main symptoms are nausea,
vomiting, diarrhoea, abdominal pain, or a fever that lasts for 2 to 3 days, but there is no direct treatment
other than prevention of dehydration. It spreads by eating contaminated food or touching vomit. Hands
should be thoroughly washed with soap and running water, sanitary procedures should be followed by

using disposable gloves, masks, and aprons, and by disinfecting with chlorine bleach.
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IFractures of the thigh (cervical region)

These fractures happen when falling and hitting the hips, and result in hospitalisation in an orthopaedic

clinic and surgery.

ISpinal compression fracture]

These fractures occur in the lumbar spine or the lower thoracic spine when falling on one’s backside,

inducing backpain only.

3. Response in the Event of Illness or Injury

Treatment will be entrusted to medical organisations, but it is always essential that care staff verify
certain information at that event, including ‘When can they return to ADL?’ ‘Will there be any
conditions at that time?’ It should not be forgotten that unnecessary rest gives rise to disuse syndrome

and is the most common cause of losing self-reliance.
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Curing Dementia

(Dementia was once thought to be incurable.)
About 4 million people suffer from dementia in Japan. In every country, dementia increases as the
population ages, and along with being bedridden, dementia is becoming a critical problem in long-

term care.

Previously, measures for and care of dementia focused on calming the feeling of irritation of people
with dementia and helping them gain an understanding of their surroundings. This strategy has serious
flaws, because with dementia the one suffering most is the individual themselves. Except for the time
spent sleeping, they are in a constant state of confusion and anxiety in unfamiliar surroundings, and
they cannot escape that state. Caregiving that alleviates and calms the sufferer may provide a quick
fix, but if the caregiver leaves, the condition returns. Therapy for dementia must ensure the

problem does not return and should enable the person to return to a healthy life.
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I. Basic Theory to Cure Dementia

| Removing symptoms is everything]

Dementia is included with depression and other psychiatric disorders. In psychiatry, a cure implies the
disappearance of symptoms. Therefore, as with other psychiatric disorders, to cure dementia, the

symptoms should disappear and no longer emerge.

1. Correctly Understanding the Cause of Dementia

Dementia was thought to arise from memory disorders or disorientation. This has created a belief that

dementia cannot be cured. We must correct our thinking as follows.

Dementia is caused by cognitive disorders

2. What is ‘Cognition’?

Next, it is essential to know what ‘cognition’ is. Each time we encounter a situation (or event) we
grasp the situation correctly and take appropriate actions. This process from grasping the situation to

taking action is called ‘cognition’.

Cognition consists of recognition, understanding, and assessment of situations

For example, suppose you have just arrived in a certain town.

¥ To know where the city is can be termed ‘recognition’.

% To know why you are here, i.e. to know how you are associated with this town is called

‘comprehension’. .. .
P If this is not understood, subsequent action

% To know what should be done is called ‘evaluation’. . . .
will not be suitable for the occasion
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People with dementia have lost an understanding of one or all three of these components of cognition
(recognition, comprehension, and evaluation). This is called ‘cognitive impairment’ or a decline in

cognitive ability.

What about getting lost and wandering about?

There are times when we get lost in an unfamiliar city. This means that a cognition problem has
occurred with recognition and comprehension. It signifies that we fail to understand which city
this is and why we are there.

A person who is not suffering from dementia will ask a passerby or a policeman, or take similar
action, and so will no longer be lost. This indicates that we have solved our problem by making
cognitive evaluation work properly.

In contrast, the characteristic of wandering for someone with dementia is impairment of

recognition and comprehension and the fact that evaluation is not possible. Therefore, they do

not (and cannot) inquire of an individual or a policeman, so continue walking non-stop.

3. Elements of the Situation, Understanding what Is Happening to People with Dementia

Various symptoms are indicators of dementia. Some people wander aimlessly outdoors, others behave

rudely, while others eat non-food substances.

When these kinds of symptoms are observed, it is the responsibility of the caregiver to understand
what is happening. Caring for dementia sufferers involves a high level of care. It will be useful to

analyse the situations that caregivers have so far experienced in the care facility.

In the circumstances that surround or confront us, we understand that there are other people and
various things, and that time that is always flowing. These elements constitute the ‘situation’ (Figure

32).

Situation

People

Figure 32: ‘Circumstances’ of ‘People’, ‘Things’, and ‘Time’ Constitute ‘Situations’
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Y Usually, without calming down, the person starts asking ‘What’s going on?’ or ‘I can’t stay here’.
This is a symptom of saying ‘I want to go home’ (often referred to as the wish to return home).
I
Cognitive impairment about the situation. In certain situations (for example, a day care centre),
the person questions why he or she is there, having to pass time until 4 p.m. This is an indication
that all aspects of cognition, recognition, comprehension, and evaluation are impaired. As can be
seen, a feeling of anxiety because the current location is unfamiliar will elicit the remark, ‘I want

to go home’.

Y« When seeing another person, they shout or act rudely.
Cognitive impairment with respect to people. They cannot understand what kind of person the
other person (an employee or other resident) is (impairment of recognition), nor can they understand

what relationship there is, so they cannot comprehend how to behave.

¥« When going to the bathroom, they bring back several rolls of toilet paper.
Cognitive impairment with respect to ‘things’. They understand what toilet paper is, but they do
not realise that it is a shared item rather than a personal possession. In other words,
because they do not understand their relationship to that object (comprehension

impairment), the result (impairment of evaluation) is to take it back with them.

Y An 80-year-old person with dementia will say, ‘Iam 60’. Even when they have just finished eating
will often ask ‘Is supper ready yet?’
Cognitive impairment with respect to ‘time’. People perceive time as a flow. This is an example of
cognitive impairment where time has stopped at a certain time point. Symptoms (complaints) result
from thinking that the time that has flowed since the birth stops at 60 years of age, or the flow of

time through a day stops before a meal.
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II. Curing Dementia

To cure (eliminate the symptoms of) dementia, it is necessary first to know in what kind of
situations those symptoms of dementia occur, and then to implement specific methods to eliminate

those symptoms.

1. The Six Types of Symptoms

The symptoms of dementia can be divided into the following two categories.

Symptoms that are always apparent, regardless of the situation

Symptoms with no trigger

Symptoms that appear in certain situations, but disappear when the situation changes

Symptoms with a trigger

A person who cannot relax no matter where they are, so wants to go home (even though they are in
their own home) displays an example of a ‘symptom without a trigger’. A person who, when alone,
puts anything into their mouths (pica), but when talking or playing games with others does not try to

eat non-food substances, provides an example of a ‘symptom with a trigger’ (trigger: being left alone).
Since dementia is a cognitive disorder, as will be discussed later, returning the cognitive impairment
to a normal state (restoring cognitive ability) is fundamental to a cure. For symptoms with a trigger, it

is important that at the same time to eliminate the trigger.

Table 3 lists six symptoms that indicate a person is suffering from dementia.
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Table 3: Six Types of Dementia Symptoms

Category Name Characteristics of Symptoms

Symptoms of cognitive impairment appear

) ) Cognitive depending on the person, thing, time, and place.
With no trigger o

1mpairment type
Example: wandering due to cognitive impairment.

Environmental ) ) o

) When in a new environment, rejection is a

maladjustment o
characteristic symptom.

type
With a physical disorder as the trigger, agitation is

) ) a characteristic symptom exhibited.

Physical disorder ) ) i
Causes of physical disorders are dehydration,

type . .
constipation, lack of physical strength, and illness
or injury.
With inhibition as the trigger, a person may

With trigger ) become rude.
Conflict type

With loneliness as the trigger, a person may gather

people, hoard, or eat objects.

] o Although unrelated to any trigger, the person is
Dissociative type ] ) ) )
always in the state of idleness or inaction.

Situations that remind a person of the past (the
Regression type ‘good old days’) are a trigger to behave as they
did in the past.

[Additional explanation of symptoms]

Y [Environmental maladjustment type] On their first day in a day care service, certain users
will reject the new environment immediately upon entering the facility. However, most people
become accustomed to the surroundings in 2 to 3 weeks. However, if rejection is seen several
months after starting, a type other than environmental maladjustment should be considered.

Y [Physical disorder type] Depending upon the cause, symptoms (agitation) appear but vary.
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[Dehydration]: Agitation may appear late in the afternoon, in the evening, or at night, but it is not
seen before those times of the day. The state in which this nighttime agitation and daytime
calmness is repeated in a daily cycle is called ‘diurnal variation’. This is similar to morning
depression and afternoon relief. Deficiency of water in the body causes a decline in awareness
leading to deterioration of cognition. This is often referred to as nocturnal delirium.
[Constipation]: The symptom of agitation is observed on the day of a bowel movement until it is
completed. The autonomic nerves are abnormally aroused to excrete impacted faeces, and this
seems to act as a trigger.
[Lack of physical strength, illness, injury]: When a person who always sits still and relaxes is
strongly encouraged to play a game or go for a walk, agitation can often be seen. This can be
understood as an act of refusal to avoid being forced to do something unpleasant.
¥ [Conflict type] and [suppression] This is called ‘resistance to being cared for’. In addition to
rude behaviour in response to physical suppression, resistance may in some cases be seen in
response to things that at first glance do not appear to be suppression, such as changing diapers,
changing clothes, or assisting movement. All these events are commonly observed in the
movement from one situation to another. When instructed to discontinue the current action and
move to a new action, a person suffering from dementia will perceive this as suppression (of the
continuation of the current action). A person with dementia hardly recognises a new situation, so
trends to avoid it instinctively in order to stay in the current situation.
¥ [Conflict type] and [loneliness] This symptom occurs when the characteristic symptoms of
hoarding, gathering people, and eating objects lead to loneliness.
¥ [Dissociative type] No matter what happens, the person is unresponsive and absent-minded the
entire day. It is necessary to differentiate this symptom from cognitive disorder caused by
dehydration. The dissociative type can be distinguished from those with low physical strength
(who behave in the same way), because those with low physical strength will eat well, whereas the
dissociative type will have no interest in eating, and even if assisted with a meal, will take a long
time and not finish. The person’s mouth can frequently be observed to be full of food.
¥ [Regression type] Talking to and cradling a doll is an indication that the dementia sufferer sees
the doll as a baby and is reverting to a happy time when as a young mother she was raising her
children. Similarly, a former official of the Japan National Railways would come out into the
hallway whenever the clock stuck 10 p.m. and issue the command ‘Departure! Go!’ This

command was repeated every hour.
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2. How to Cure Dementia — Elimination of Symptoms

Type with no trigger: Restore cognitive ability

Type with a trigger: Restore cognitive ability| + | Remove trigger

1) How to restore cognitive ability (components of cognition)

First, it is necessary to know what elements compose the function of cognition.

Y Proper cognition of a situation (Where am 1? Why am I here? What should I do?) means a person
is not in sleeping state. In other words, for cognition to work, the level of consciousness (awareness
level) must be normal.

Y For cognition, the power of attention must be steady. When driving, there may be times when the
concentration lapses and a red light is missed (the person did not perceive the traffic light was red).

¥ Cognition requires interest and attentiveness in the subject. People are not cognisant of things that

are not interesting to them.

¥« Memory and language function are based on the three elements above (a normal awareness level,
steady attention, and interest). Dementia is not due to memory impairment, but we cannot deny that

memory aids cognition. The author believes that language is more important for cognition than

memory.

From these constituent elements of cognition, recognition must be raised, the power of attention
must be improved, and interest and attention elicited. Clarifying how to achieve this will enable us

to provide practical care.

Of the constituent elements of cognition, it is thought that the combination of attention power and
interest and attentiveness indicate enthusiasm (proactive attitude) towards activities (Figure 33).
This enthusiasm may be regarded as physically involving an affinity for exercise, psychologically

involving an extrovert personality, and socially involving relationships within a social group.

Memory Language

Interest — Attention

UONBIIUIIUO))
A810U9 [RJUSIN

Awareness

Figure 33: Elements Constituting Cognition Functional Recovery Care Text 77
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Experiment showing that proactive behavior is related to cognition, or that cognition is
proactive action

The author will hold up a plastic bottle during a lecture and ask, ‘What is this?’ Then, a person
in the audience will shift his line of sight a little, another person will stop talking to the person
next to him and turn his head (line of sight) towards the speaker’s hand, and yet another will
stop taking notes with his head down, lift his head, and say, ‘That is a plastic bottle’. That is,
he recognised what the speaker was holding, but to do that, he had to first change his position

held until then, turn his head, change his line of sight, taking proactive action to be able to

recognise the object. If he did not move his face and look, he could not recognise the object.

This proves that cognition is nothing but proactive action. (See photographs below.)
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Bowel movement

Mood
Exercise —~— / Life without confinement
Proactive ‘
. action
Nutrition / \ Social interaction
Awareness
Water intake

Figure 34: Therapy to Restore Cognitive Ability

2) Water intake, exercise, nutrition, bowel movements, social interaction
Knowing the elements of cognition enables us to identify several therapies to improve those individual

elements (Figure 34).

Y Water intake is the element that controls the level of awareness that forms the foundation of
cognition. If water is insufficient, the level of awareness declines and problems with cognition
appear.

¥ There is a great deal of research on the relationship between exercise and dementia, including a
2011 report by Harvard University on the strong relationship between the presence or absence of
exercise habits and the quantity of exercise and susceptibility to dementia. The extensive research

shows that exercise is uniquely effective as a cure after the onset of dementia.

% There has been much research in the field of nutrition science regarding the
significant relationship between malnutrition and dementia, and although the

mechanism is unclear, adequate nutrition is seen as important.

Y% In a study looking at the relationship between dementia and hobbies, dementia
was almost never present in people who had a hobby, or better still, three or
more hobbies. An important finding was that hobbies done
in groups are preferable to hobbies done alone. Group
activities as the means of enjoying a hobby incorporate
social interaction and elements of social roles, which we

may assume will produce a beneficial effect.
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Y« Many recent studies of cognitive psychology have reported a strong relationship between emotions,
moods, and cognition. Independent of these studies, according to veteran long-term care workers,
constipation has traditionally been seen as the ‘enemy of dementia’. Bowel movements without

constipation are said to be important because regular defecation results in a pleasurable sensation.

In summary, therapies to restore cognitive ability include water intake, exercise, nutrition, and bowel
movements, along with social interaction. Of these measures, water intake, exercise, nutrition, and
bowel movements can be put into practice with only the efforts of the individual and the family. When

this is done, we find that to a surprising degree dementia can be cured (see results in Table 5~7)

3) Elimination of triggers
For symptoms with a trigger, we must remove the triggers in addition to providing care for recovery

of cognitive ability (moisture, exercise, nutrition, bowel movements, social interaction if possible).

[Care for environmental maladjustment]

Assign a staff member to be in charge of getting the cared-for person to adjust to their surroundings.
This staff member will face the cared-for person as often as possible to establish a familiar relationship
as quickly as possible. In facilities such as day care centres, the staff member in charge will take the
shuttle bus to pick them up and accompany them as much as possible for activities at the facility. Once
resistance disappears and the person begins to participate in games and other group activities, those

responsibilities can end.

[Care for physical disorders]

[Dehydration] Start with taking 1,500 ml water per day

[Constipation] Without using laxatives, attain bowel movements at least once
every 3 days. In most cases constipation will improve if water
intake is increased and exercise, such as walking, is established.

[Malnutrition, lack of physical strength]
Meals should be in groups to avoid isolation. Exercise should
begin with walking and then transition to calisthenics.

[1llness and/or injury] Illnesses and injury should be treated properly.

[Care for the conflict type]
[Rudeness due to suppression] Find a less condescending way to address individuals when giving care.
Instead of ‘T'lldo  ,’ use the method of address with ‘how about

with a nuance of leaving it to the choice of the person receiving care.
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[Loneliness] Create a life without loneliness. Going to the supermarket for

‘shopping care’ about twice a week is beneficial.

[Care for the dissociative type]

Since reality creates confusion and anxiety, the person rejects relationships to escape it. Role care can
help overcome this problem. Select a familiar task from the person’s past (for a housewife, washing
dishes, for example), and have them play that role. This has the effect of linking the individual and the
external world. As the cared-for person becomes more skillful (for example, at washing dishes), they
return to being the normal person who has no problem as a member of real society and are cured of

dementia.
[Care for regression type]

Associating the cared-for person with their good old days, with the caregiver assuming a role of a

member of that world, enables to person to return to reality in time.
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III. Dementia Therapy by the Family

Regardless of the theory, the methods of eliminating (curing) the symptoms of dementia and returning
to an normal person are based on the approaches of water intake, exercise, nutrition (meals), and
elimination of constipation. Since this care can be given by a family member, I published a book in
2008 titled ‘Dementia Cure by the Family’ to rally co-operators. Training programmes titled
‘Dementia Relief Institute’ are being held in various regions of Japan and are seeing excellent results.

The programme outline is in Table 4.

Functional Recovery Care Text 82



bl

REED A LABRTHA LTS T %2 b T,




Textbook used in the Dementia Relief Institute

Let’s Cure
Dementia as a

Family

Author: Takahito Takleuchi
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The goal of the Dementia Relief Institute is to eliminate the symptoms of dementia. It conducts

group meetings once a month for 6 months. To restore cognitive abilities, care is provided in the

areas of ‘fluids’, ‘exercise’, ‘nutrition (meals)’, and ‘elimination of constipation’ to improve physical

condition. Family caregivers are assigned homework, and each month submit voluntary weekly

reports. Based on that information, case studies are reviewed each month to make dementia

disappear. The 6-month program is as follows.

Table 4: Dementia Relief Institute Programme

Time Content

o Lecture ‘Let’s cure Dementia as a Family: Dementia
Session 1 | 13:00-16:00 Relief Institute Theory’

o Orientation to the second and subsequent sessions
Session2 | 10:00-16:00 o Case study
Session 3 | 10:00-16:00 o Case study
Session 4 | 10:00-16:00 o Case study
Session 5 | 10:00-16:00 o Case study
Session 6 | 10:00-16:00 o Case study
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When the Dementia Relief Institute starts, the symptoms exhibited by persons suffering from
dementia are recorded, and when the programme is completed, the family caregivers evaluate the
changes that have taken place. Table 5 shows symptoms and the results of efforts.

Table 5: Symptoms and Results of Efforts, 11 Students, September 2013—February 2014

Dis- Recovery No
Symptom No. appszran Almost ll\:\ﬁi leln chzng Comment
Almost ceased cooking meals 1 1
Severe}l Fimes a day asks (does not know) what day of the 4 3 1 g}?;;syl?;fryel?fé a;?j((’)nl;h -?Zlf;oni(ie?
week it is on a calendar.
Does not know the name of the person they met today or 1 1
where they went
Does not know where they put things down (dishes, P b
necklace)
(New) When travelling does not know which clothes at a 1 1 Around November: Bring own towel
public bath are theirs from home
(New) Takes, flowers, mufflers, and pamphlets home 1 1 Appeared around January
from other people’s houses
Makes clattering sound with teeth 1 1
In the evening, when attempting to take a bath, takes 1 1
clothes off then tries to draw the hot water
‘Wakes up in the middle of the night and changes clothes 1 1
(New) gets angry and become aggressive 1 1 @552?;?,:;;3 ccember (prescription
(New) When leaving the patient home in the evening or
morning, a family member goes out and returns, he or she 1 1 Appeared in December (prescription
finds to be locked out of the house, and the door is kept was changed)
locked
(New) Mistook a mirror for the bathroom door and tried 1 1 Appeared in December (prescription
to go in was changed)
(New) Gets lost in the neighbourhood 1 1 Appeared in February (one time only)
Movement has slowed down, face has changed 1 1
Loses or forgets important items (wallet, credit cards, 1 1
insurance card)
Says their mother (someone who has died) is next to 1 1
them
(New) Leg shaking, walking has become slow 1 1 oAfp Sr;;i:;iebmary’ has symptoms
Imagines things have been taken (cooking utensils, 1 1
cosmetics)
Repeats the same things over and over 2 2
Mumbles to empty space 1 1 When no one is there
At night does not know where the bathroom is and goes 1 1
to defecate in some other place
Has begun to have accidents with excretion 1 1
(Ne\y) S’ays meaningless things like ‘My brother is 1 1 Appeared January—February
coming
Hoarding of food 1 1
When preparing meals, quickly forgets what to do, 1 1
repeatedly asks
:ONi(lilor}(t)t brush teeth, shave, or take medicine unless told 1 1 Iftold, is able to do it
No motivation to cook meals 1 1
No longer knows how to use an ATM 1 1
Tries to pay over and over again 1 1 Create a banl_( account with only the
amount that is okay to spend
Reported having a hard time getting home from an 1 1
evening walk
Poor at cleaning and straightening up 1 1 Same personal habits as before
Intentionally lets the parakeet out of the cage 1 1 3;2’ gz;v; and understood what they
Tries to go home in the evening 1 1 Occasionally
Once every couple of days says so-and-so has come 1 1
Addresses someone several times a day 1 1 ggf;? cases of abnormality remain at
Starts cleaning out water drain while still taking a bath 1 1
Takes photos at concerts, supermarkets, or in movie 1 1
theatres, saying it is for ‘evidence’
(New) incontinent when away from home; could not handle 1 Appeared in January (incontinence
it and washed underwear in the restroom 1 only occurred once)
Total 43 27 4 3 3 6
Ty | e8] 93 | 70 | 70 | 140 100.0
72.1 79.1 86.0 | 100.0
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Table 6 presents the results from 17 institutes from 2012 to 2015 with the symptoms of 160 participants.

We set the desired results as ‘Disappeared’ and ‘Almost recovered’. Overall, there was a 76.3%

improvement in the symptoms of dementia at the institutes.

Table 6: Relief Institute Results, 2012—2015, from 17 Institutes and 160 Participants’ Symptoms

Recovery
Sylfl(;)ttaolms Disappeared Almost Ilt/[eivc:l Partially | No change
2012-2013 203 135 19 23 7 19
5 Institutes
2014 203 124 16 17 17 29
8 Institutes
2015 119 100 7 6 2 4
4 Institutes
Total (17 525 359 42 46 26 52
Institutes)
Ratio (%) 68.3 8.0 8.8 5.0 9.9
76.3%

Table 7 presents the results from four institutes where progress was made in 2015. ‘Disappeared’ and
‘Almost recovered’ accounted for 90% of all cases. In Kobayashi City in Miyazaki Prefecture these

two categories were achieved in 100% of cases.

Table 7: Results of 30 People who Advanced through 4 Institutes, 2015

Recovery
Institute Total Disappeared | Almost | Mid-Level | Partially | No change
symptoms

Mihono 34 27 2 5 0 0

Setagaya 14 10 0 1 0 3

Ninohe 27 22 2 0 2 1
Kobayashi 44 41 3 0 0 0
2015 Total 119 100 7 6 2 4
Ratio (%) 84.0 5.9 5.0 1.7 34

‘Disappearance’ and ‘almost recovered’ reached 90%. In Kobayashi City, Miyazaki Prefecture, this totalled 100%.
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Reference Material 1

Long-Term Care Insurance Act
Chapter I General Provisions

(Purposes)
Article 1 The purposes of this Act are to improve health and medical care and to enhance the
welfare of citizens. With regard to people who are under condition of need for long-term care due to
disease, etc., as a result of physical or emotional changes caused by ageing, and who require care
such as for bathing, bodily waste elimination, meals, etc., and require the functional training,
nursing, management of medical treatment, and other medical care, these purposes are to be
accomplished by establishing a long-term care insurance system based on the principle of the
cooperation of citizens, solidarity, and determining necessary matters concerning related insurance
benefits, etc., in order to provide benefits pertaining to necessary health and medical services and
public aid services so that these people are able to maintain dignity and an independent daily life

routine according to each person's own level of abilities.

Reference Material 2

Certified Social Worker and Certified Care Worker Act
Chapter I General Rules

(Purpose)
Article 1 The purpose of this Act is to provide for the qualifications of certified social workers and
certified care workers and to promote the appropriateness of their services, thereby contributing to
the enhancement of social welfare.

(Definition)
Article2 (1) The term ‘certified social worker’ as used in this Act means a person with expert
knowledge and skills who has received the registration provided in Article 28 and uses the
appellation ‘certified social worker’ to provide advice, guidance, or welfare services in consultations
about the welfare of people with physical disabilities or mental disorder and intellectual disabilities
or people facing difficulty in leading a normal life due to environmental factors, and a person
engaged in the business of communicating and co-ordinating with and providing other assistance
(referred to as ‘consultation and assistance’ in Article 7 and Article 47-2) to doctors, other health and
medical service providers, and other related parties (referred to as ‘people concerned with welfare

services, etc.” in Article 47).
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Reference Material 3

Body structure

hair

neck

armpit
arm

elbow

belly button

ANV

lower back ——

head

shoulder

chest

belly
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Reference Material 4

Head part face

forehead
eyebrow eye
eyelash
| | ear
nose cheek
mouth .
tooth lip
chin - throat
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Reference Material 5

Part of the hand

middle finger

back of the hand

wrist

ring finger

little finger

hand
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Reference Material 6

Part of the foot

knee

thigh

sole

calf
heel

ankle

instep arm
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Reference Material 7

The body

brain

trachea

bronchial tube

esophagus

lung

liver

kidney
small intestine

colon
bladder
rectum

anus
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Reference Material 8

Complete Skull
skeleton

Clavicle

Scapula
Sternum
. Humerus
Ribs
Vertebral
column oS
Sacrum
%,
I\
/;%' Coccyx
VY, // / Pubis
J f
Ischium Finger phalanges
o Femur
Patella
Fibula
Tibia
Tarsal bone

Toe phalanges
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