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Aim: This study aims to examine the effect of concurrent mild and mild-to-moderate cogni-
tive impairment with chronic diseases on hospital admission (HA) among community-
dwelling older adults.

Method: The National Health and Aging Trends Study (2011–2018), with 1225 respon-
dents (each wave), were used. The number of HAs within 1 year was the outcome. Clock
drawing test, delayed word recall test, self-reported chronic diseases and their interactions
were the independent variables.

Results: The effect of cognitive impairment on the frequency of HAs varies for executive
function and memory impairment. Executive function impairment concurrent with the his-
tory of heart attack or diabetes mellitus (DM) can increase the risk of HAs. Memory impair-
ment concurrent with hypertension, DM or stroke can increase the chance of HAs.

Conclusion: Screening to identify mild and mild-to-moderate cognitive impairment at the
time of admission can help to reduce the risk of rehospitalization, particularly for patients
with DM, hypertension, stroke and heart attack. Geriatr Gerontol Int 2020; 20: 1213–1220.
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Introduction

Any defect in one or more of the main components of cognitive
function (CF) (i.e., memory, visuospatial function, language, atten-
tion and executive function [EF]) may develop some signs and
symptoms of cognitive impairment, which is also known as mild
cognitive impairment and associated with aging.1 Approximately
10–15% of cases with mild cognitive impairment transit to
Alzheimer’s disease (AD) or other types of neurocognitive disor-
ders (dementia).2,3 Considering that the population of people
diagnosed with AD is projected to surpass 10 million in 2050, the
number of mild cognitive impairment cases is projected to surpass
70 million in 2050 in the USA.4,5 Besides, mild cognitive impair-
ment cases are more susceptible to repeated hospital admissions
(HAs)6 when, conversely, HAs can trigger cognitive impairment
among older adults living in the community.7 Consequently, HAs
are expected to rise in the next decades, as chronic health prob-
lems, in particular neurocognitive disorders, are prevalent among
older adults.8 Hence, policymakers and clinical professionals need
to understand the trajectory of HAs among people with mild and
mild-to-moderate cognitive impairment and the interactions
between cognitive impairment and chronic health problems.

The more severe the cognitive impairment, the more frequent
HAs will be.9 In addition, their survival time after discharge from
hospital is approximately half of people without neurocognitive
disorders.10 People with neurocognitive disorders are more sus-
ceptible to be hospitalized due to trauma, infections, neurologic,
psychiatric, orthopedic and respiratory health problems.11

Many chronic health problems are correlated with cognitive
impairment. Diabetes mellitus (DM) can increase the cytokines

that increase inflammation in the central nervous system. Further-
more, dysregulation of glucose homeostasis, changes in the
hypothalamic–pituitary–adrenal axis, and obesity can synergize the
adverse effect of high blood sugar on both EF and memory.12 It is
also evident that cardiovascular and cerebrovascular disorders can
increase the risk of cognitive impairment through different patho-
physiologic pathways, including damage to the white matter due
to high blood pressure and stroke.13,14 Chronic lung diseases are
associated with cognitive impairment.15 The correlation between
cognitive impairment and chronic health problems, DM, cardio-
vascular disorders and stroke, can increase the risk of frequent
HAs.16–18 Hence, we hypothesize that the effect of these concur-
rent health problems and mild and mild-to-moderate cognitive
impairment can increase the risk of frequent HAs compared with
those older adults with normal CF without these health problems
when previous studies did not control for the interactions between
levels of cognitive impairment and chronic health problems.

Methods

This study used the National Health and Aging Trends Study
(NHATS), which surveys age-eligible (i.e., ≥65 years) Medicare
beneficiaries using stratified sampling in three stages to develop a
nationally representative sample. In the first stage, the primary
sample units were formed by selecting a group of counties in each
state. In the second phase, the ZIP codes within each selected
county/group of counties were selected; then, in the third stage,
based on the proportion of race and ethnicity and age groups in
each ZIP code, the participants were selected.19 In 2011, the
weighted response rate was >71%, with 8245 complete surveys.20
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Following 2011, the same group of participants was invited to the
annual survey. This study used eight waves of NHATS
(2011–2018), which were appended then balanced by excluding
those participants who had not participated in all eight waves. Par-
ticipants with moderate, moderate to severe and severe clock
drawing test (CDT) were excluded from the dataset. In addition,
participants diagnosed with dementia were excluded from the
regression models. Considering that rehospitalization is more
common among older adults with cognitive impairment who live
in the community,9 this study included only community-dwelling
older adults in all eight waves (n = 9800, 1225 per wave).

Measurement

The dependent variable of this study was the number of HAs
within 12 months before the time of surveys. All the participants
were asked if they had any overnight hospital stays within the last
12 months (>93% agreement with claim data21). If they responded
“yes,” they were asked how many times they had stayed in a hos-
pital for at least one night. If the respondents answered “no” to
the previous question, the number of HAs was considered zero.
The response to the latter question was considered as the number
of HAs. These two variables were combined to form one variable
as the number of HAs.

The EF and memory were the dependent variables for the first
set of regression analyses (chronic health issues predicting CF). EF
and memory were independent variables for the second set of
regression analyses predicting the frequency of HAs. The CDT
was used to measure the EF22 and the delayed word recall test
(DWRT) for memory function.19

The score of CDT was categorized from 0 to 5, the least to the
most accurate; then, it was reverse coded as 0 indicated no EF
impairment (normal CDT) to 5 indicated very severe EF impair-
ment. Those participants with normal, mild and mild-to-moderate
(0, 1 and 2 respectively) remained in the dataset.

DWRT with three 10-word lists were used to measure mem-
ory; before performing the CDT, participants listened to the ran-
domly assigned word list. After the CDT, they were asked to
repeat the words. The number of correct words was counted, and
the results were categorized into three levels: <5 as severe memory
impairment (100% sensitivity and specificity), 5–6 mild memory
impairment (93.0 and 90.3 sensitivity and specificity, respectively),
and ≥7 as normal memory.23 Then these categories were reversed
coded when 0 indicated no memory impairment, 1 mild memory
and 2 severe memory impairment.

All of the respondents (self-response, no proxy) were asked if
they had been diagnosed with DM, hypertension, heart diseases,
lung diseases, dementia and cancer. Individuals having a heart
attack, stroke, fall events during the past 12 months were asked to
identify the incidence of health issues between waves. The ability
to walk six blocks every day was considered as the level of activity
and function as it was significantly correlated with HAs (incidence
rate ratio = 0.608, P < 0.001).

Ethnicity was categorized into four groups: non-Hispanic
white, Hispanics, African Americans and others. For each category,
a dummy variable was created, and non-Hispanic white people
were the reference group in all analyses. Living status was a binary
variable as those respondents living with their spouse, a partner, or
someone other than a partner, compared with those living alone.

Statistical analysis

The longitudinal ordered logistic regression was used to examine
the correlation between chronic health problems and CF. As the

number of HA was a count variable and 82.70% of the partici-
pants had zero HA within the last 12 months at the time of inter-
view, the effects of overdispersion (i.e., response variance greater
than the mean) could cause the underestimation of the errors.
Therefore, longitudinal zero-inflated models were more appropri-
ate than other count models. The Vuong test and coefficient of
alpha were used to choose between longitudinal zero-inflated neg-
ative binomial (xtzinb) and longitudinal zero-inflated Poisson
(xtzip). As the Vuong test of none of the models was statistically
significant, xtzip was employed for all the regression models
(CF predicting HA).24

Results

Across all waves, >80% of the participants had no HAs within
12 months before the survey, followed by one admission per year
(12.49%). The results of the CDT showed that 20.24% of the par-
ticipants had mild-to-moderate EF impairment in 2011. This rate
dropped to 11.27% in 2016 then increased to 14.20% in 2018.
The rate of participants with mild EF impairment decreased from
51.27% in 2011 to 39.18% in 2018, with some fluctuations in
between. Normal EF was a little different as it had an upward
trend starting with 28.49% in 2011, rising to 46.61% in 2018
(Fig. 1a). Contrarily, normal memory showed a downward trend
throughout the eight waves. As the participants grew older, the
rate of heart disease, hypertension, DM and lung disease increased
(Fig. 1b, Table 1).

Concerning the correlation between chronic health problems
and CF, those participants who had a history of heart attack and
DM were approximately 50% (odds ratio [OR] = 1.50, P = 0.008)
and 30% (OR = 1.30, P = 0.007) more likely to have mild or mild-
to-moderate EF impairment, respectively. Those participants with
a history of hypertension, DM and/or stroke were 46%
(OR = 1.46, P = 0.001), 33% (OR = 1.33, P = 0.028) and 65%
(OR = 1.65, P = 0.015) more likely to have mild and severe mem-
ory impairment, respectively.

Hospital admissions and executive function

Participants with mild and mild-to-moderate EF impairment were
approximately 9% more likely to have more frequent HAs. All of
the chronic health problems increased the risk of frequent HAs,
all of which were statistically significant (i.e., heart attack 46%,
heart disease 62%, hypertension 26%, DM 22%, lung diseases
20%, stroke 53%, cancer 44%). Falling within the last 12 months
increased the possibility of repeated HAs by 33%. In contrast, the
ability to walk six blocks could reduce the risk of frequent HAs by
34% (Table 3, Model 1).

Concerning demographics, a 1-year increase in age could
increase the risk of repeated HAs by 2%. Hispanics and African
Americans were more likely to have repeated HAs compared with
non-Hispanic white people. In the inflated section of the model,
walking six blocks could increase the chance of zero HAs signifi-
cantly (Table 3, Model 1).

Considering Model 1 in Table 2, the interactions between EF
and heart attack and EF and DM were examined in two different
models.

Heart attack alone can be a significant predictor of HAs.
Among participants with normal EF, those who had a heart attack
were approximately 71% more likely to have frequent HAs com-
pared with normal EF without heart attack. Concurrent mild EF
impairment and heart attack can increase the risk of frequent HAs
by 44% compared with those with normal EF without a history of
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heart attack. Among participants with mild-to-moderate EF
impairment, those with no history of heart attack were approxi-
mately 20% more likely to have frequent HAs compared with nor-
mal EF and no heart attack. The risk difference with a history of
heart attack can increase to 85% (Table 3, Model 2).

Mild EF impairment and DM can increase the risk of frequent
HAs by 29% compared with those with normal EF without
DM. This risk among participants with DM and mild-to-moderate
impairment can increase to 62% compared with those who had
normal EF without DM (Table 3, Model 3).

Hospital admissions and memory

Participants with mild and severe memory impairment were
approximately 11% more likely to have more frequent HAs com-
pared with normal memory function. A history of heart attack,
heart disease, hypertension, DM, lung diseases, stroke and cancer
could increase the risk of repeated HAs by 68%, 65%, 18%, 21%,
25%, 39% and 42%, respectively (Table 4, Model 1).

Considering the regression model in Table 2, Model 2, the
interactions between memory and hypertension, memory and

DM, and memory and stroke were examined in three different
models.

Among participants with normal memory, those who had
hypertension were 86% more likely to have frequent HAs. Partici-
pants with mild memory impairment without hypertension were
96% more likely to have repeated HAs compared with those with
normal memory and no hypertension. Mild memory impairment
and hypertension could have similar results to mild impairment
without hypertension (incidence rate ratio = 1.92 and 1.96,
respectively). Regarding severe memory impairment with and
without hypertension, they were more likely to have repeated HAs
by 74% and 119%, respectively, compared with normal memory
without hypertension (Table 4, Model 2).

Concerning the interactions between DM and memory impair-
ment, those with normal memory and DM were 55% more likely
to have frequent HAs compared with normal memory without
DM. Mild memory with DM or without DM could increase the
risk of frequent HAs by 40% and 55%, respectively. Among older
people with severe memory impairment, having DM could increase
the risk of frequent HAs by 64% compared with normal memory
without DM. Severe memory impairment without DM could
increase the risk of HA by 40% (Table 4, Model 3).

Figure 1 (a) Proportion of normal to mild-to-moderate executive function impairment across all waves among community-
dwelling older adults. (b) Proportion of normal to severe memory impairment across all waves among community-dwelling older
adults.

Cognitive impairment and hospital admission
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Those participants with mild memory impairment and stroke
were 66% more likely to have frequent HAs compared with nor-
mal memory and no stroke. Severe memory impairment without
stroke could increase the risk of frequent HAs by 29% when
severe impairment and stroke together could increase this risk to
83% compared with normal memory with no stroke (Table 4,
Model 4).

Discussion

The results of this study showed that EF and memory impairment
could increase the risk of frequent HAs by 9% and 11%, respec-
tively. This risk is higher than the approximately 6% HA rate for
AD and similar to 10.6% for vascular dementia.25 Consistent with
Natalwala et al. report, this study found that the effect of cognitive
impairment on HA depends on certain comorbidities.25 Certain
health problems and mild and mild-to-moderate cognitive impair-
ment can synergize each other’s effect on the frequency of HAs.
This finding is similar to that reported by Tuppin et al. where
patients diagnosed with neurocognitive disorders were admitted to
hospital due to neurological, psychiatric, respiratory and urology
problems.26 Nevertheless, the finding is slightly different from our
previous cross-sectional study, which indicated that cognitive
impairment could independently increase the risk of HAs among
older adults.9 One of the differences between the previous report
and the current study, besides using the longitudinal data, is that
the current study focused on people living in the community.
Nevertheless, the interactions between cognitive impairment and
health problems vary in EF and memory. Both heart attack and
heart diseases can increase the risk of repeated HAs. However,
concerning the interactions between EF and these two predictors,
there was no significant relationship between heart disease and
CDT score, which is consistent with other reports.25,26 On the
other hand, a heart attack was significantly correlated with CDT
score when cases with a history of a heart attack were approxi-
mately 50% more likely to have mild or mild-to-moderate EF
impairment. Controlling for these interactions revealed that the
effect of a heart attack on HA varies across the levels of
EF. Among normal EF, those with a history of a heart attack were

more likely to be hospitalized. This rate dropped for cases with
mild EF impairment then increased for mild-to-moderate and a
positive history of a heart attack. To the best of our knowledge,
this is a new finding as there are reports about heart failure and
CF,16 but not heart attack.

Our findings at the population level support the biological find-
ings of the causal relationship between DM and cognitive impair-
ment reported by Gaspar et al.12 DM could increase the risk of mild
and mild-to-moderate EF impairment by 30% when DM could
increase the risk of frequent HAs among normal EF group. This rate
could increase for mild and mild-to-moderate EF impairment. Feil
et al. reported that older adults with cognitive impairment are more
susceptible to poor diet and low physical activities, which can
worsen DM side-effects.27 Hence, DM and EF impairment can syn-
ergize their impacts on HAs. This is also a new finding that can shed
light on some reasons for repeated HAs among older adults with
DM. Considering that EF and memory can decline after HA, partic-
ularly among old-old and oldest populations,7 also, mild cognitive
impairment cases remain undiagnosed for a long time, it would be
helpful if the case with DM screened for cognitive impairment at the
time of admission and discharge. According to the Alzheimer’s Dis-
ease Association, early diagnosis of cases with AD who were alive in
2018 could save the healthcare cost by $7 trillion.28

Regarding memory and chronic health problems, only hyper-
tension, stroke and DM significantly predicted the variations of
memory function. Hypertension can significantly increase the risk
of HAs among older adults with normal memory. Besides, concur-
rent hypertension and mild and severe memory impairment can
increase this risk compared with those with normal memory with-
out hypertension. According to Cho et al., known cases of hyper-
tension and cognitive impairment experience side effects of
hypertension due to the lack of medication adherence,29 which
can be a mediating factor between cognitive impairment and
uncontrolled hypertension, rendering more HAs. DM itself can
increase the risk of frequent HAs. However, the combination of
memory impairment and DM increases this risk significantly. Peo-
ple with DM and mild memory impairment are more susceptible
to frequent HAs compared with normal memory without
DM. This risk slightly increases among people with severe mem-
ory impairment and DM. Mild memory impairment and stroke

Table 2 Regression models: health problems predict the level of EF and memory impairment among older adults (2011–2018)

Predictors Model 1: EF (CDT) Model 2: memory (DWRT)

OR (SE) 95% CI OR (SE) 95% CI

Heart attack 1.50 (0.23) ** 1.11–2.03 1.01 (0.17) 0.73–1.41
Heart disease 0.94 (0.09) 0.78–1.13 1.10 (0.13) 0.87–1.40
Hypertension 1.16 (0.10) 0.98–1.38 1.46 (0.16) ** 1.18–1.81
DM 1.30 (0.13) * 1.07–1.58 1.33 (0.17) * 1.03–1.71
Lung disease 0.92 (0.09) 0.75–1.12 0.84 (0.11) 0.66–1.07
Stroke 1.34 (0.24) 0.94–1.91 1.65 (0.34) * 1.10–2.46
Cancer 1.04 (0.10) 0.86–1.24 0.97 (0.09) 0.80–1.17
Year 0.90 (0.01) *** 0.88–0.91 1.03 (0.01) ** 1.01–1.05
Sigma2_u 1.73 (0.12) 3.85 (0.24) 3.41–4.34

Log likelihood = −7404.29 Log likelihood = −7321.80
Wald χ2 (8)=158.54*** Wald χ2 (8)=41.22***
N = 8089 N = 9254

Note: Longitudinal random-effects ordered logistic regression.
CDT, clock drawing test; CI, confidence interval; DM, diabetes mellitus; DWRT, delayed word recall test; EF, executive function; OR, odds ratio.

*P < 0.05,

**P < 0.01,

***P < 0.001.
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can significantly increase this risk, and the occurrence of stroke in
people with severe memory impairment can raise this risk.

The ability to walk six blocks can predict the frequency of
HAs, as those who were able to walk this distance were less likely
to have frequent HAs by 34% and more likely to have no HAs.

As HAs are significant events, older adults are more likely to
remember them accurately.21 Nonetheless, the recall bias of the
respondents could confound the reliability of self-reported HAs,
chronic health problems and the ability to walk. The question-
naire asked “hospital stays” within the last year. However, there is
the possibility that the respondents considered admission to other
care units, such as rehabilitation centers, as a hospital stay. Con-
sidering the type of admission, we suggest controlling for this vari-
able in future studies.

Social support and engagement to care providers is a signifi-
cant factor in preserving the physical and mental health of
community-dwelling older adults.30 Thus, more research about
cognitive impairment, social support and outcome of chronic

health issues can help understand the social determinants of HAs
among community-dwelling older adults.

The results of this study suggest that concurrent physical
health problems (i.e., heart attack and DM) with EF impairment
can increase this risk tremendously. This pattern is different for
memory as people concurrently suffering from memory impair-
ment and hypertension, stroke and DM are at higher risk of fre-
quent HAs, which can conversely increase the risk of memory and
EF impairment and create a vicious cycle. Screening for memory
impairment among older patients with hypertension, DM and
stroke can be recommended at the time of admission and dis-
charge. The same suggestion can be made for EF screening
among older patients with heart attack and DM.

Disclosure statement

The authors disclose no conflicts of interest.

Table 3 Longitudinal zero-inflated Poisson regression model: level of EF predicting hospital admission among older adults (2011–2018)

Predictors Model 1 Model 2 Model 3

IRR (SE) 95% CI IRR (SE) 95% CI IRR (SE) 95% CI

EF (CDT) 1.09 (0.04) * 1.02–1.18 — — — —

Heart attack 1.46 (0.14) *** 1.22–1.76 — — 1.46 (0.14) *** 1.22–1.75
Normal EF and HA — — 1.71 (0.32) ** 1.18–2.28 — —

Mild EF — — 1.09 (0.07) 0.96–1.22 — —

Mild EF and HA — — 1.44 (0.19) * 1.11–1.88 — —

MM EF — — 1.20 (0.10) * 1.03–1.41 — —

MM EF and HA — — 1.85 (0.30) *** 1.35–2.55 — —

Heart disease 1.62 (0.09) *** 1.44–1.82 1.62 (0.1) *** 1.44–1.81 1.62 (0.10) *** 1.44–1.81
Hypertension 1.26 (0.08) ** 1.09–1.42 1.24 (0.09) ** 1.09–1.41 1.25 (0.08) ** 1.10–1.42
DM 1.22 (0.07) *** 1.11–1.40 1.25 (0.07) ** 1.11–1.40 — —

Normal EF and DM — — — — 1.14 (0.12) 0.93–1.40
Mild EF — — — — 1.05 (0.07) 0.91–1.20
Mild EF and DM — — — — 1.29 (0.12) ** 1.08–1.53
MM EF — — — — 1.10 (0.10) 0.92–1.32
MM EF and DM — — — — 1.62 (0.18) *** 1.30–2.02
Lung disease 1.20 (0.07) *** 1.11–1.41 1.25 (0.08) *** 1.11–1.41 1.25 (0.08) *** 1.11–1.41
Stroke 1.53 (0.16) ** 1.16–1.78 1.44 (0.16) ** 1.16–1.78 1.44 (0.16) ** 1.16–1.78
Cancer 1.44 (0.11) *** 1.26–1.70 1.48 (0.12) *** 1.27–1.72 1.46 (0.11) *** 1.26–1.70
Falling 1.33 (0.10) *** 1.15–1.54 1.32 (0.10) *** 1.15–1.53 1.33 (0.10) *** 1.15–1.54
Walks 6 blocks 0.66 (0.05) *** 0.57–0.78 0.66 (0.05) *** 0.57–0.77 0.67 (0.05) *** 0.57–0.78
Age 1.02 (0.01) *** 1.01–1.03 1.02 (0.01) *** 1.01–1.03 1.02 (0.01) *** 1.01–1.03
Hispanic 1.30 (0.18) * 1.01–1.76 1.34 (0.19) * 1.01–1.77 1.31 (0.19) 0.99–1.73
African American 1.15 (0.11) 0.92–1.35 1.11 (0.11) 0.92–1.35 1.09 (0.11) 0.90–1.32
Other ethnicities 0.43 (0.16) * 0.17–0.82 0.37 (0.15) * 0.17–0.81 0.37 (0.15) * 0.17–0.81
Women 0.90 (0.05) 0.81–1.01 0.90 (0.05) * 0.81–1.01 0.90 (0.05) 0.81–1.00
Lives with partner 1.02 (0.06) 0.90–1.13 1.01 (0.06) 0.90–1.13 1.01 (0.06) 0.90–1.12
Year 0.98 (0.01) * 0.95–0.99 0.97 (0.01) * 0.95–0.99 0.97 (0.01) * 0.95–0.99
Inflated Walks 6 blocks 0.60 (0.12) *** 0.38–0.84 0.60 (0.12) *** 0.37–0.83 0.61 (0.12) *** 0.38–0.85

Hispanic −0.10 (0.24) −0.54 –0.41 −0.06 (0.24) −0.53 –0.41 −0.09 (0.24) −0.56 –0.39
African American 0.18 (0.15) −0.16 –0.42 0.13 (0.15) −0.16 –0.42 0.11 (0.15) −0.19 –0.40
Other ethnicities −2.36 (2.61) −17.29 –10.50 −3.63 (8.89) −21.05 –13.79 −3.67 (9.33) −21.98 –14.63

Log likelihood = −4931.039
LR χ2 (18)=335.00***
N = 8117

Log likelihood = −4803.79
LR χ2 (20)=329.41***
N = 7963

Log likelihood = −4803.08
LR χ2 (20)=330.82***
N = 7963

EF, executive function; HA, hospital admission; IRR, incidence rate ratio; MM, mild-to-moderate.

*P < 0.05,

**P < 0.01,

***P < 0.001.

R Amini and B Kawser

1218 | © 2020 Japan Geriatrics Society



T
ab

le
4

L
on

gi
tu
di
na

lz
er
o-
in
fl
at
ed

Po
is
so
n
re
gr
es
si
on

m
od

el
:m

em
or
y
pr
ed

ic
tin

g
ho

sp
ita

la
dm

is
si
on

am
on

g
ol
de

r
ad

ul
ts

(2
01

1–
20

18
)

Pr
ed

ic
to
rs

M
od

el
1

M
od

el
2

M
od

el
3

M
od

el
4

IR
R
(S
E
)

95
%

C
I

IR
R
(S
E
)

95
%

C
I

IR
R
(S
E
)

95
%

C
I

IR
R
(S
E
)

95
%

C
I

M
em

or
y
(D

W
R
T
)

1.
11

(0
.0
4)

**
1.
03

–
1.
20

—
—

—
—

—
—

H
ea
rt
at
ta
ck

1.
68

(0
.1
4)

**
*

1.
42

–
1.
98

1.
69

(0
.1
4)

**
*

1.
43

–
1.
99

1.
67

(0
.1
4)

**
*

1.
41

–
1.
97

1.
67

(0
.1
4)

**
*

1.
42

–
1.
98

H
ea
rt
di
se
as
e

1.
65

(0
.0
9)

**
*

1.
48

–
1.
83

1.
64

(0
.0
9)

**
*

1.
45

–
1.
83

1.
65

(0
.0
9)

**
*

1.
48

–
1.
83

1.
65

(0
.0
9)

**
*

1.
48

–
1.
83

H
T
N

1.
18

(0
.0
7)

**
1.
05

–
1.
33

—
—

1.
18

(0
.0
7)

**
1.
05

–
1.
33

1.
18

(0
.0
7)

**
1.
05

–
1.
33

N
or
m
al

D
W

R
T

an
d
H
T
N

—
—

1.
86

(0
.3
9)

**
1.
23

–
2.
81

—
—

—
—

M
ild

D
W

R
T

—
—

1.
96

(0
.4
0)

**
1.
32

–
2.
93

—
—

—
—

M
ild

D
W

R
T

an
d
H
T
N

—
—

1.
92

(0
.3
8)

**
1.
31

–
2.
82

—
—

—
—

Se
ve
re

D
W

R
T

—
—

1.
74

(0
.3
5)
*

1.
17

–
2.
59

—
—

—
—

Se
ve
re

D
W

R
T

an
d
H
T
N

—
—

2.
19

(0
.4
2)
**
*

1.
50

–
3.
20

—
—

—
—

D
M

1.
21

(0
.0
7)
**

1.
08

–
1.
34

1.
21

(0
.0
7)
**

1.
08

–
1.
34

—
—

1.
21

(0
.0
7)

**
1.
08

–
1.
35

N
or
m
al

D
W

R
T

an
d
D
M

—
—

—
—

1.
55

(0
.3
0)
*

1.
06

–
2.
27

—
—

M
ild

D
W

R
T

—
—

—
—

1.
29

(0
.1
5)
*

1.
04

–
1.
61

—
—

M
ild

D
W

R
T

an
d
D
M

—
—

—
—

1.
55

(0
.2
0)

**
1.
20

–
1.
99

—

Se
ve
re

D
W

R
T

—
—

—
—

1.
40

(0
.1
5)

**
1.
13

–
1.
73

—
—

Se
ve
re

D
W

R
T

an
d
D
M

—
—

—
—

1.
64

(0
.2
0)

**
*

1.
30

–
2.
08

—
—

L
un

g
di
se
as
e

1.
25

(0
.0
7)

**
*

1.
12

–
1.
40

1.
25

(0
.0
7)

**
*

1.
12

–
1.
40

1.
25

(0
.0
7)

**
*

1.
12

–
1.
40

1.
25

(0
.0
7)

**
*

1.
12

–
1.
40

St
ro
ke

1.
39

(0
.1
4)

**
1.
14

–
1.
71

1.
40

(0
.1
4)

**
1.
14

–
1.
71

1.
39

(0
.1
4)

**
1.
14

–
1.
71

—
—

N
or
m
al

D
W

R
T

an
d
st
ro
ke

—
—

—
—

—
—

1.
31

(0
.5
8)

0.
55

–
3.
10

M
ild

D
W

R
T

—
—

—
—

—
—

1.
21

(0
.1
2)

0.
99

–
1.
46

1
M
ild

D
W

R
T

an
d
st
ro
ke

—
—

—
—

—
—

1.
66

(0
.4
0)

*
1.
04

–
2.
68

Se
ve
re

D
W

R
T

—
—

—
—

—
—

1.
29

(0
.1
3)

**
1.
07

–
1.
56

Se
ve
re

D
W

R
T

an
d
st
ro
ke

—
—

—
—

—
—

1.
83

(0
.2
7)

**
*

1.
37

–
2.
44

C
an

ce
r

1.
42

(0
.1
1)

**
*

1.
22

–
1.
64

1.
41

(0
.1
1)

**
*

1.
22

–
1.
63

1.
42

(0
.1
1)

**
*

1.
23

–
1.
64

1.
42

(0
.1
1)

**
*

1.
22

–
1.
64

Fa
lli
ng

1.
23

(0
.0
9)

**
1.
08

–
1.
41

1.
23

(0
.0
9)

**
1.
07

–
1.
41

1.
23

(0
.0
9)

**
1.
07

–
1.
41

1.
23

(0
.0
9)

**
1.
07

–
1.
41

W
al
ks

6
bl
oc

ks
0.
71

(0
.0
5)

**
*

0.
61

–
0.
82

0.
71

(0
.0
5)

**
*

0.
62

–
0.
82

0.
71

(0
.0
5)

**
*

0.
61

–
0.
81

0.
71

(0
.0
5)

**
*

0.
61

–
0.
82

A
ge

1.
02

(0
.0
1)

**
*

1.
01

–
1.
03

1.
02

(0
.0
1)

**
*

1.
01

–
1.
03

1.
02

(0
.0
1)

**
*

1.
01

–
1.
03

1.
02

(0
.0
1)

**
*

1.
01

–
1.
03

H
is
pa

ni
c

1.
21

(0
.1
7)

0.
93

–
1.
59

1.
22

(0
.1
7)

0.
93

–
1.
60

1.
23

(0
.1
7)

0.
94

–
1.
62

1.
22

(0
.1
7)

0.
93

–
1.
60

A
fr
ic
an

A
m
er
ic
an

1.
06

(0
.1
0)

0.
89

–
1.
28

1.
07

(0
.0
1)

0.
89

–
1.
28

1.
07

(0
.1
0)

0.
90

–
1.
29

1.
07

(0
.1
0)

0.
89

–
1.
28

O
th
er

et
hn

ic
iti
es

0.
42

(0
.1
4)

*
0.
21

–
0.
81

0.
42

(0
.1
4)

*
0.
21

–
0.
82

0.
42

(0
.1
4)

*
0.
21

–
0.
82

0.
42

(0
.1
4)

*
0.
21

–
0.
82

W
om

en
0.
91

(0
.0
5)

0.
82

–
1.
01

0.
91

(0
.0
5)

0.
82

–
1.
01

0.
91

(0
.0
5)

0.
82

–
1.
01

0.
91

(0
.0
5)

0.
82

–
1.
01

L
iv
es

w
ith

pa
rt
ne

r
0.
97

(0
.0
5)

—
0.
87

–
1.
08

0.
97

(0
.0
5)

0.
87

–
1.
07

0.
97

(0
.0
5)

0.
87

–
1.
08

0.
97

(0
.0
5)

0.
87

–
1.
07

Y
ea
r

0.
97

(0
.0
1)

**
0.
95

–
0.
99

0.
97

(0
.0
1)

**
0.
95

–
0.
99

0.
97

(0
.0
1)

**
0.
95

–
0.
99

0.
97

(0
.0
1)

**
0.
95

–
0.
99

In
fl
at
ed

W
al
ks

6
bl
oc

ks
0.
67

(0
.1
1)

**
*

0.
45

–
0.
90

0.
68

(0
.1
1)

**
*

0.
45

–
0.
90

0.
66

(0
.1
1)

**
*

0.
44

–
0.
89

0.
67

(0
.1
1)

**
*

0.
45

–
0.
90

H
is
pa

ni
c

−
0.
17

(0
.2
4)

−
0.
63

–
3.
00

−
0.
17

(0
.2
4)

−
0.
63

–
0.
30

−
0.
16

(0
.2
4)

−
0.
62

–
0.
33

−
0.
17

(0
.2
4)

−
0.
63

–
0.
30

A
fr
ic
an

A
m
er
ic
an

0.
06

(0
.1
5)

−
0.
23

–
0.
35

0.
06

(0
.1
5)

−
0.
23

–
0.
35

0.
07

(0
.1
5)

−
0.
22

–
0.
35

0.
06

(0
.1
5)

−
0.
23

–
0.
35

O
th
er

et
hn

ic
iti
es

−
1.
97

(1
.7
4)

−
5.
37

–
1.
44

−
1.
96

(1
.7
4)

−
5.
38

–
1.
42

−
1.
97

(1
.7
6)

−
5.
42

–
1.
47

−
1.
95

(1
.7
23

)
−
5.
33

–
1.
42

L
og

lik
el
ih
oo

d
=
−
55

31
.2
6

L
R
χ2

(1
7)
=3

47
.8
5*

**
N

=
91

13

L
og

lik
el
ih
oo

d
=
−
55

26
.0
8

L
R
χ2

(2
0)
=3

58
.2
2*

**
N

=
91

13

L
og

lik
el
ih
oo

d
=
−
55

29
.8
9

L
R
χ2

(2
0)
=3

50
.6
0*

**
N

=
91

13

L
og

lik
el
ih
oo

d
=
−
55

30
.7
8

L
R
χ2

(2
0)
=3

48
.8
1*

**
N

=
91

13

D
M
,d

ia
be

te
s
m
el
lit
us

;D
W

R
T
,d

el
ay
ed

w
or
d
re
ca
ll
te
st
;E

F,
ex
ec
ut
iv
e
fu
nc

tio
n;

H
T
N
,h

yp
er
te
ns

io
n;

IR
R
,i
nc

id
en

ce
ra
te

ra
tio

s.

*P
<
0.
05

,

**
P
<
0.
01

,

**
*P

<
0.
00

1.

Cognitive impairment and hospital admission

© 2020 Japan Geriatrics Society | 1219



References

1 Strauss SE, Tinetti ME. Evaluation, management, and decision making
with the older patients. In: Halter JB, Ouslander JG, Tinetti ME,
Studenski S, High KP, Asthana S, eds. Hazzard’s Geriatric Medicine and
Gerontology, Vol. 1. Chicago, IL: McGraw Hill, 2009; 133–140.

2 Petersen RC, Doody R, Kurz A et al. Current concepts in mild cognitive
impairment. Arch Neurol 2001; 58: 1985–1992.

3 Burns A, Iliffe S. Alzheimer’s disease. Br Med J 2009; 338: 467–471.
4 Manly JJ, Tang M-X, Schupf N, Stern Y, Vonsattel J-PG, Mayeux R.

Frequency and course of mild cognitive impairment in a multiethnic
community. Ann Neurol 2008; 63: 494–506.

5 Brookmeyer R, Evans DA, Hebert L et al. National estimates of the
prevalence of Alzheimer’s disease in the United States. Alzheimers Dement
2011; 7: 61–73.

6 Callahan KE, Lovato JF, Miller ME, Easterling D, Snitz B,
Williamson JD. Associations of mild cognitive impairment with hospi-
talization and readmission. J Am Geriatr Soc 2015; 63: 1880–1885.

7 Wilson RS, Hebert LE, Scherr PA, Dong X, Leurgens SE, Evans DA.
Cognitive decline after hospitalization in a community population of
older persons. Neurology 2012; 78: 950–956.

8 Strunk BC, Ginsburg PB, Banker MI. The effect of population aging on
future hospital demand. Health Aff 2006; 25: w141–w149.

9 Amini R, Chee KH, Swan J, Mendieta M, Williams T. The level of cog-
nitive impairment and likelihood of frequent hospital admissions.
J Aging Health 2019; 31: 967–988.

10 Sampson EL, Leurent B, Blanchard MR, Jones L, King M. Survival
of people with dementia after unplanned acute hospital admission: a
prospective cohort study. Int J Geriatr Psychiatry 2013; 28:
1015–1022.

11 Toot S, Devine M, Akporobaro A, Orrell M. Causes of hospital admis-
sion for people with dementia: a systematic review and meta-analysis.
J Am Med Dir Assoc 2013; 14: 463–470.

12 Gaspar JM, Baptista FI, Macedo MP, Ambrósio AF. Inside the diabetic
brain: role of different players involved in cognitive decline. ACS Chem
Nerosci 2016; 7: 131–142.

13 Kim J, Park E, An M. The cognitive impact of chronic diseases on
functional capacity in community-dwelling adults. J Nurs Res 2019;
27: 1–8.

14 Manolio TA, Olson J, Longstreth WT. Hypertension and cognitive
function: pathophysiologic effects of hypertension on the brain. Curr
Hypertens Rep 2003; 5: 255–261.

15 Morley JE. Cognition and chronic disease. J Am Med Dir Assoc 2017; 18:
369–371.

16 Agarwal KS, Kazim R, Xu J, Borson S, Taffet GE. Unrecognized cogni-
tive impairment and its effect on heart failure readmissions of elderly
adults. J Am Geriatr Soc 2016; 64: 2296–2301.

17 Greysen S, Stijacic Cenzer I, Auerbach AD, Covinsky KE. Functional
impairment and hospital readmission in medicare seniors. JAMA Intern
Med 2015; 175: 559–565.

18 Gure TR, Langa KM, Fisher GG, Piette JD, Plassman BL. Functional
limitations in older adults who have cognitive impairment without
dementia. J Geriatr Psychiatry Neurol 2013; 26: 78–85.

19 Kasper JD, Freedman VA. National Health and Aging Trends Study User
Guide: Rounds 1, 2 & 3 Final Release. Baltimore, MD: Johns Hopkins Uni-
versity School of Public Health, 2015.

20 Montaquila J, Freedman VA, Spillman B, Kasper JD. National Health
and aging trends study development of round 1 survey weights,
NHATS technical paper #2. NHATS Technical Paper #2. 2012. www.
NHATS.org.

21 Short ME, Goetzel RZ, Pei X et al. How accurate are self-reports? Anal-
ysis of self-reported health care utilization and absence when compared
with administrative data. J Occup Environ Med 2009; 51: 786–796.

22 Samton JB, Ferrando SJ, Sanelli P, Karimi S, Raiteri V, Barnhill JW. The
clock drawing test: diagnostic, functional, and neuroimaging correlates
in older medically ill adults. J Neuropsychiatry Clin Neurosci 2005; 17:
533–540.

23 Takayama Y. A delayed recall battery as a sensitive screening for mild
cognitive impairment: follow-up study of memory clinic patients after
10 years. J Med Dent Sci 2010; 57: 177–184.

24 Institute for Digital Research and Education (IDRE). Stata Data Analysis
Examples: Zero-inflated Negative Binomial Regression. Los Angeles, CA:
UCLA, 2011. http://www.ats.ucla.edu/stat/stata/dae/zinb.htm.

25 Natalwala A, Potluri R, Uppal H, Heun R. Reasons for hospital admis-
sions in dementia patients in Birmingham, UK, during 2002-2007.
Dement Geriatr Cogn Disord 2008; 26: 499–505.

26 Tuppin P, Kusnik-Joinville O, Weill A, Ricordeau P, Allemand H. Pri-
mary health care use and reasons for hospital admissions in dementia
patients in France: database study for 2007. Dement Geriatr Cogn Disord
2009; 28: 225–232.

27 Feil DG, Zhu CW, Sultzer DL. The relationship between cognitive
impairment and diabetes self-management in a population-based com-
munity sample of older adults with type 2 diabetes. J Behav Med 2012;
35: 190–199.

28 Alzheimer’s Association. 2019 Alzheimer’s disease facts and figures
2019.

29 Cho MH, Shin DW, Chang SA et al. Association between cognitive
impairment and poor antihypertensive medication adherence in elderly
hypertensive patients without dementia. Sci Rep 2018; 8: 11688.

30 Golden J, Conroy RM, Lawlor BA. Social support network structure in
older people: underlying dimensions and association with psychological
and physical health. Psychol Health Med 2009; 14: 280–290.

How to cite this article: Amini R, Kawser B. Impact of

the interaction between mild and mild-to-moderate cogni-

tive impairment with chronic health problems on hospital

admission among community-dwelling older adults.

Geriatr. Gerontol. Int. 2020;20:1213–1220. https://doi.org/

10.1111/ggi.14070

R Amini and B Kawser

1220 | © 2020 Japan Geriatrics Society

http://www.nhats.org
http://www.nhats.org
http://www.ats.ucla.edu/stat/stata/dae/zinb.htm
https://doi.org/10.1111/ggi.14070
https://doi.org/10.1111/ggi.14070

	 Impact of the interaction between mild and mild-to-moderate cognitive impairment with chronic health problems on hospital ...
	Introduction
	Methods
	Measurement
	Statistical analysis

	Results
	Hospital admissions and executive function
	Hospital admissions and memory

	Discussion
	Disclosure statement
	References


