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Abstract. [Purpose] We investigated whether the activities of daily living and instrumental activities of daily 
living independence in patients with Alzheimer’s disease are positively affected by the main nursing caregiver con-
sciously aiming to provide only minimal nursing care. [Participants and Methods] The participants comprised 105 
patients (men: 46, women: 59, mean age: 80.1 ± 6.7 years). We conducted interviews to establish whether the main 
nursing caregivers consciously aimed to provide only minimal nursing care (care consciousness), and participants 
were thus divided into two groups. Hyogo Activities of Daily Living Scale scores of the groups with and without 
care consciousness were compared by dementia severity. [Results] In patients with mild Alzheimer’s disease, activi-
ties of daily living and instrumental activities of daily living independence in the group with care consciousness 
were significantly higher than in the group without care consciousness. In patients with moderate Alzheimer’s 
disease, instrumental activities of daily living independence was significantly higher in the group with care con-
sciousness than in the group without care consciousness. [Conclusion] Thus, positive effects on the activities of 
daily living and instrumental activities of daily living independence are observed when the main nursing caregivers 
consciously aim to provide only minimal nursing care to patients with Alzheimer’s disease.
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INTRODUCTION

Dementia refers not only to cognitive function impairment, but also to impaired activities of daily living (ADL) and to 
instrumental ADL (IADL)1–3). Therefore, support by a nursing caregiver is essential in enabling each dementia patient to go 
about his or her daily life. In this process, nursing caregivers need to focus on the remaining abilities, even if the dementia 
patient has impaired ADL or IADL4), as not using these abilities will result in a secondary decrease in ADL5).

Excessive nursing care is often observed clinically when treating dementia patients. Factors causing excessive nursing 
care are thought to include nursing caregivers not correctly grasping the remaining abilities of the dementia patient, resulting 
in them mistakenly believing that they cannot perform certain tasks, not wanting to wait for the patient to perform tasks to 
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avoid wasting time, or an emphasis on avoiding dangers such as collisions or falls.
Yomogita6) previously reported that nursing caregivers keep the patient from performing activities to prevent confusing 

those around them, and indicated that nursing caregivers need to clearly assess what the dementia patient can and cannot 
do, and only provide support for what they cannot do. This suggests that the nursing caregiver should accurately grasp the 
remaining ability of the dementia patient and respect their autonomy, by allowing them to engage in those activities that they 
are able to perform.

We hypothesized that if excessive nursing care has a harmful effect on the maintenance of ADL/IADL abilities in dementia 
patients, having the nursing caregiver consciously provide only minimal nursing care might have a beneficial effect on ADL/
IADL independence.

While some previous studies on nursing caregivers for dementia patients have investigated elements such as care bur-
den7, 8), depression9, 10) and sleep11), we were unable to locate any reports that had investigated whether the nursing caregiver 
consciously providing only minimal nursing care has a beneficial effect on the ADL/IADL independence of dementia patients.

Alzheimer’s disease (AD) accounts for approximately 70% of dementia patients12). The purpose of this study was to 
investigate, by dementia severity, whether the ADL/IADL of patients with AD are beneficially affected by the main nursing 
caregiver consciously aiming to provide only minimal nursing care.

PARTICIPANTS AND METHODS

The participants were 105 patients with AD currently hospitalized in a dementia ward (men: 46, women: 59, mean age: 
80.1 ± 6.7 years). The selection criteria were (1) having been diagnosed with AD by a physician based on ver. 10 of the 
International Statistical Classification of Diseases and Related health Problems and (2) being able to follow verbal directions. 
Exclusion criteria were clearly severe physical disease, unstable chronic disease, or severe visual impairment.

The evaluation parameters used the Japanese version of the Clinical Dementia Rating (CDR)13), the Mini Mental State 
Examination-Japanese (MMSE-J), and the Hyogo Activities of Daily Living Scale (HADLS)14). Each participant underwent 
evaluation with the CDR and MMSE-J within one week of hospital admission. For the HADLS, the main nursing caregivers 
were interviewed within one week of hospital admission in order to assess each participant’s lifestyle status immediately 
prior to hospitalization.

For the CDR, participants were assessed based on information obtained via daily observation of their behavior soon after 
hospital admission and questioning of family members who lived with them regarding their lifestyle immediately prior to 
hospitalization. Judgments were made based on agreement with the responsible nurse.

HADLS is a general impairment scale for ADL/IADL in patients with AD. Assessment is performed based on interviews 
with nursing caregivers. Eighteen questions regarding daily lifestyle activities are rated 3 to 7 scores each. A lower score 
indicates higher ADL/IADL independence.

The operational definition for the main nursing caregiver consciously aiming to provide only minimal nursing care was 
based on interviews by occupational therapists of the main nursing caregivers as follows. A participant was included in the 
group with care consciousness if either case (1) or (2) described below applied. (1) The main nursing caregiver voluntarily 
stated words to the effect that they were consciously aiming to provide only minimal nursing care (e.g.: “I made sure to let 
them do things that they were able to perform themselves”, “I didn’t help them with things that they could do with just my 
verbal directions or guidance” and “Even if they could only do part of a task, I let them do that part”). (2) If a direct question 
by the occupational therapist to the main nursing caregiver resulted in the main nursing caregiver stating words to the effect 
that they were consciously aiming to provide only minimal nursing care (i.e. Answering “Yes” to question (1) “In everyday 
activities, did you consciously aim to provide only minimal nursing care so that the patient could perform the activities 
that they were capable of?” or answering “No” to question (2) “Did you also provide nursing care for tasks that the patient 
could easily perform themselves?”). If neither (1) nor (2) applied, the participant was assigned to the group without care 
consciousness.

For each dementia severity (CDR) class (CDR0.5/1: mild; CDR2: moderate; CDR3: severe), we compared the two groups 
in terms of number of patients, patient gender, age, and MMSE-J score. We used the χ2 test to compare the number of patients 
and patient gender, and the Mann-Whitney U test to compare age and MMSE-J, between the two groups. We also used the 
Mann-Whitney U test to compare the HADLS-ADL and HADLS-IADL scores in the two groups for each dementia severity 
class. Statistical analyses were performed using SPSS Statistics, ver.21.0 (IBM Corporation, Armonk, USA). All p-values 
were two sided, and p-values of 0.05 or less were considered statistically significant.

This study was approved by the Ethics Committee of Juntendo Tokyo Koto Geriatric Medical Center (approval number 
75-1) and the Health Department of Kyorin University (approval number 26-49). The participants and their live-in relatives 
were given an oral and written explanation of the objective and methods of the study, and they gave their written informed 
consent to participate in the study.
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RESULTS

For the CDR0.5/1 (mild) patients with AD, no differences were noted between the group with care consciousness and the 
group without care consciousness in terms of the number of patients (p=0.715), gender (p=0.065), age (p=0.251), or MMSE-J 
(p=0.600). HADLYS-ADL (p=0.006) and HADLS-IADL (p=0.011) scores were significantly lower in the group with care 
consciousness (Tables 1 and 2).

For the CDR2 (moderate) patients with AD, no differences were noted between the group with care consciousness and 
the group without care consciousness in terms of the number of patients (p=0.090), gender (p=0.345), age (p=0.574), or 
MMSE-J (p=0.674). While no differences were observed for the HADLS-ADL (p=0.187) scores, the HADLS-IADL scores 
were significantly lower (p=0.015) in the group with care consciousness (Tables 1 and 2).

For the CDR3 (severe) patients with AD, a difference was noted in the number of patients in the group with care con-
sciousness (n=4) and the group without care consciousness (n=21, p=0.001). As the small sample size of the group with care 
consciousness reduced statistical power15), no other tests were conducted.

DISCUSSION

We used interviews to determine whether the main nursing caregivers of 105 patients with AD hospitalized in a dementia 
ward had consciously aimed to provide only minimal nursing care when the patient was at home, an attitude that we de-
fined “care consciousness”. We then investigated differences in ADL/IADL independence of patients with AD between the 
group with care consciousness and the group without care consciousness. Results indicated that for the patients with mild 
(CDR0.5/1) AD, both ADL/IADL independence were higher in the group with care consciousness. For patients with moder-
ate (CDR2) AD, only IADL independence was higher in the group with care consciousness.

In the patients with mild (CDR0.5/1) AD, ADL/IADL independence were higher in the group with care consciousness 
than in the group without care consciousness. According to the CDR definition13), the ADL of CDR0.5 patients show com-
plete independence, while CDR1 patients sometimes require encouragement. If the nursing caregiver performs such tasks 
for the patient rather than giving them encouragement, for reasons such as not having enough time, the HADLS-ADL score 
increases (i.e. the independence level decreases). It appears that the main nursing caregivers in the group with care conscious-

Table 1.  Participants’ characteristics and evaluation results

Participants p-value Gender 
men/women p-value Age (years) 

Median (range) p-value MMSE-J (scores) 
Median (range) p-value

CDR0.5/1 (n=30)
0.715 0.144 0.251 0.600Group with care consciousness 16 2/14 79.0 (66–91) 22 (16–26)

Group without care consciousness 14 6/8 83.5 (73–91) 22 (13–26)
CDR2 (n=50)

0.090 0.345 0.574 0.674Group with care consciousness 19 12/7 78.0 (65–93) 14 (4–21)
Group without care consciousness 31 14/17 80.0 (71–92) 13 (3–21)

The χ2 test was used to compare the number of participants and gender prevalence. Age and MMSE-J were compared using the Mann-
Whitney U test.
CDR: Clinical Dementia Rating; MMSE-J: Mini-Mental State Examination-Japanese.

Table 2.  Comparison of HADLS according to caregiver s̓ care consciousness

Severity of dementia
Group with care consciousness Group without care consciousness

p-value
Median (range) Median (range)

CDR0.5/1 (n=30)
HADLS-ADL 1.600 (0–12.4) 8.700 (0–31.3) 0.006**
HADLS-IADL 12.15 (4.7–28.8) 23.25 (6.8–37.3) 0.011*

CDR2 (n=50)
HADLS-ADL 11.80 (3.1–41.9) 14.50 (4.1–43.3) 0.187
HADLS-IADL 26.20 (13.8–37.3) 33.70 (20.5–37.3) 0.015*

Mann-Whitney U test. **p<0.01; *p<0.05.
CDR: Clinical Dementia Rating; HADLS-ADL: Hyogo Activities of Daily Living Scale-ADL; HADLS-
IADL: Hyogo Activities of Daily Living Scale-IADL. The lower the score, the higher the independence 
of ADL/IADL.
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ness were attempting to perform as few as possible ADL tasks for those patients who simply required encouragement. Rather, 
they appeared to be skillfully encouraging or guiding them. This might be one reason for the higher ADL independence noted 
in the group with care consciousness compared to the group without care consciousness. IADL ability starts to decrease 
from the early stages of AD16, 17). For example, CDR0.5 and CDR1 patients often exhibit hesitancy when starting a task 
or confusion when faced with tasks involving many processes and when this happens, they are often able to complete the 
task if given appropriate verbal encouragement or guidance. It appears that main nursing caregivers in the group with care 
consciousness at least partially allocated IADL roles to the patient at home and, rather than quickly performing the tasks for 
the patient, offered verbal encouragement and guidance, also paying attention to the available equipment and the patient’s 
environment. Thus, IADL independence was found to be higher in the group with care consciousness than in the group 
without care consciousness.

In the patients with moderate (CDR2) AD no differences were noted in ADL independence depending on the care con-
sciousness of the main nursing caregiver. The ADL of patients with moderate AD is lower than that of patients with mild AD, 
and great individual variation is noted. Such significant individual variation might make it difficult to detect differences in 
independence resulting from whether the caregiver attempted to provide only minimal care. Meanwhile, IADL independence 
was found to be higher in the group with than in the group without care consciousness. While the IADL independence of 
patients with moderate AD was lower than that of patients with mild AD, little individual variation was noted. Clinically, 
even some patients with moderate AD could wipe the dining table or fold tea towels while seated. Accordingly, even for 
patients with decreased IADL independence, the nursing caregivers in the group with care consciousness appeared to be 
searching for IADL that the patient could perform and offering them support. Hence, IADL independence was found to be 
higher in the group with care consciousness. However, we can only conjecture as to what led to the results in this study for 
patients with mild (CDR0.5/1) and moderate (CDR2) AD. Going forward, various methods need to be used to determine the 
factors that led to these results. Such methods might include behavior observation at home for patients and caregivers in both 
care consciousness groups, as well as detailed interview analysis.

In the patients with severe (CDR3) AD, only 4 (16%) out of 25 main nursing caregivers were assigned to the group with 
care consciousness, which was significantly smaller than the group without care consciousness. This result suggests that it 
might be very difficult to aim to provide only minimal nursing care to patients with severe AD and that a heavy caregiving 
burden is necessarily associated with such patients.

There are three limits of this study. At first, the participants of this study were only inpatients of the university hospital, 
making it difficult to generalize the results for all the patients with general hospital hospitalization, institution entrance, and 
AD living an at-home life. The second, this study was a cross-sectional study examined based on the results of evaluation 
only at the time point immediately after hospitalization. We need to investigate by a longitudinal study in order to know 
whether conscious care of the main nursing caregiver has positive effects on ADL/IADL independence of patients with 
AD. The third, the result “positive effects on the ADL/IADL independence are observed when the main nursing caregivers 
consciously aim to provide only minimal nursing care” may be interpreted as “in cases where the main nursing caregiver is 
consciously care, there is a tendency for ADL/IADL to be hospitalized at a higher stage of independence”. However, in cases 
where the main nursing caregiver consciously care, the main nursing caregiver is aware of the change in BPSD of patients 
with AD sensitively, leading to an early medical examination besides regular examination, ADL/IADL hospitalization at a 
high degree of independence there’s a possibility that. It will be necessary in future to take a tendency toward the hospitaliza-
tion into account as well as an effect on ADL/IADL independence degree when we examine the effect that the main nursing 
caregivers consciously aim to provide only minimal nursing care.

Conflicts of interest
None.

ACKNOWLEDGEMENTS

The authors thank the staff of Juntendo Tokyo Koto Geriatric Medical Center, Juntendo University and all participants 
and their families for their cooperation in this study. We would like to thank Editage (www.editage.jp) for English language 
editing.

REFERENCES

1) Reisberg B: Dementia: a systematic approach to identifying reversible causes. Geriatrics, 1986, 41: 30–46. [Medline]
2) Pérès K, Chrysostome V, Fabrigoule C, et al.: Restriction in complex activities of daily living in MCI: impact on outcome. Neurology, 2006, 67: 461–466. 

[Medline]  [CrossRef]
3) Suzuki Y, Nagasawa A, Kobayashi R: Quantitative and qualitative assessment of the ADL/IADL associated with severity score in Alzheimer disease. Jpn J 

Occup Ther Res, 2014, 17: 29–35 (in Japanese).

http://www.ncbi.nlm.nih.gov/pubmed/3949165?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16894108?dopt=Abstract
http://dx.doi.org/10.1212/01.wnl.0000228228.70065.f1


J. Phys. Ther. Sci. Vol. 31, No. 4, 2019 402

4) Galasko D, Schmitt F, Thomas R, et al. Alzheimer’s Disease Cooperative Study: Detailed assessment of activities of daily living in moderate to severe Al-
zheimer’s disease. J Int Neuropsychol Soc, 2005, 11: 446–453. [Medline]  [CrossRef]

5) Tappen RM: The effect of skill training on functional abilities of nursing home residents with dementia. Res Nurs Health, 1994, 17: 159–165. [Medline]  [Cross-
Ref]

6) Yomogita T: Korekara no chihokea gurupuhomuniokerukeamanejimento−deaikarawakaremade no ikikatawosasaeru. Japanese Journal of Geriatric Psychia-
try, 2004, 15: 1377–1383 (in Japanese).

7) Takechi H, Yamada H, Sugihara Y, et al.: [Behavioral and psychological symptoms, cognitive impairment and caregiver burden related to Alzheimer’s disease 
patients treated in an outpatient memory clinic]. Nippon Ronen Igakkai Zasshi, 2006, 43: 207–216 (in Japanese). [Medline]  [CrossRef]

8) Hotta K, Okuno J, Fukasaku T, et al.: Current state of long-term elderly care of the elderly in Japan, and factors affecting the burdens on those giving that care 
in Japanese communities. J Jpn Prim Care Assoc, 2010, 33: 256–265 (in Japanese).

9) Hoshino J, Hori Y, Kondo T, et al.: [Physical and mental health characteristics of female caregivers]. Nippon Koshu Eisei Zasshi, 2009, 56: 75–86 (in Japanese). 
[Medline]

10) Harada S, Miyawaki K: What causes the worker in care facilities to become depressed and stressed. Seisen J Nurs Stud, 2013, 2: 9–17 (in Japanese).
11) Sakaguchi K, Sanai M, Kono Y: Factors influencing sleep for elderly caregivers of community-dwelling persons with dementia. Integr Stud Nurs Sci, 2017, 18: 

1–13 (in Japanese).
12) Guo J, Cheng J, North BJ, et al.: Functional analyses of major cancer-related signaling pathways in Alzheimer’s disease etiology. Biochim Biophys Acta Rev 

Cancer, 2017, 1868: 341–358. [Medline]  [CrossRef]
13) Otoyama W, Niina R, Homma A, et al.: Inter-rater reliability of the Japanese version of Clinical Dementia Rating (CDR). Jpn J Geriatr Psychiatry, 2000, 11: 

521–527 (in Japanese).
14) Hirono N, Mori E, Yamashita H, et al.: A novel scoring system of activities of daily living for patients with Alzheimer’s disease: Hyogo Activities of Daily 

Living Scale (HADLS). Jpn J Neuropsychol, 1997, 13: 260–269 (in Japanese).
15) Mizumoto A: A comparison of statistical tests for a small sample size: application to Corpus linguistics and foreign language education and research. http://

www.mizumot.com/files/permutation.pdf (Accessed Oct. 25, 2018) (in Japanese).
16) Nishikawa T, Ohnishi H: Symptomatic and behavioral features in different types of dementia, and the principles of xare. J Rehabil Health Sci, 2009, 7: 1–7 (in 

Japanese).
17) Ueda M, Takayama Y, Koyama Y, et al.: [A detection of very mild Alzheimer’s disease and MCI by memory complaints and deterioration of IADL in a ques-

tionnaire for a memory clinic]. No To Shinkei, 2006, 58: 865–871 (in Japanese). [Medline]

http://www.ncbi.nlm.nih.gov/pubmed/16209425?dopt=Abstract
http://dx.doi.org/10.1017/S1355617705050502
http://www.ncbi.nlm.nih.gov/pubmed/8184127?dopt=Abstract
http://dx.doi.org/10.1002/nur.4770170303
http://dx.doi.org/10.1002/nur.4770170303
http://www.ncbi.nlm.nih.gov/pubmed/16683655?dopt=Abstract
http://dx.doi.org/10.3143/geriatrics.43.207
http://www.ncbi.nlm.nih.gov/pubmed/19351012?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/28694093?dopt=Abstract
http://dx.doi.org/10.1016/j.bbcan.2017.07.001
http://www.ncbi.nlm.nih.gov/pubmed/17087278?dopt=Abstract

