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Objective. To describe the behavioural and psychiatric problems found in nursing home psychiatric referrals in the
Dublin South city area.

Methods. We undertook two consecutive surveys of nursing home referrals to the St James’s Hospital psychiatry of old
age service over a 2-year period. During the second survey a new clinical nurse specialist was specifically appointed to
manage the seven nursing homes included in the study.

Results. The most common reason for referral during survey one was uncooperative/aggressive behaviour (22%). For
survey two, patients were most commonly referred for low mood (31%) or agitation (29%). During survey one, the
majority of patients assessed were diagnosedwith behavioural and psychological symptoms of dementia (41%). This was
also a prevalent diagnosis during survey two, affecting 27% of those referred. Only 7% of patients were considered to be
delirious during survey one. This rose to 31% the following year making it the most common diagnosis during survey
two. Over the 2-year study period, 7% of referred patients were diagnosed with depression. In terms of prescribing
practices, the discontinuation rate of antipsychotic mediation following psychiatric input was 13% in survey one. By
survey two, this had risen to 47%.

Conclusions. Delirium is often undetected and untreated in nursing homes. Residents presenting with psychiatric
symptoms should undergo routine bloods and urinalysis prior to psychiatric referral. Dedicated input from trained
psychiatric nursing staff can lead to both an improvement in the recognition of delirium and reduced prescribing rates of
antipsychotic medication.
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Introduction

The prevalence of mental illness in nursing homes is
high. It has been found that up to 91% of nursing home
residents have coexisting psychiatric disorder (Tariot
et al. 1993). There is extensive use of psychotropic
agents in nursing homes, despite warnings about side
effects. A recent systematic review examining the
prescribing practices in nursing homes revealed that
Ireland has amongst the highest rates of antipsychotic
drug use in Western Europe (Janus et al. 2016). Murphy
& O’Keeffe (2008) found that half of Irish nursing home
residents prescribed regular antipsychotic medications
were deemed to be receiving these agents inappropri-
ately. The shared values, beliefs and behaviours within
an organisation play an important role in medication
prescribing (Shaw et al. 2016). Modification of the
factors which influence the treatment culture within
nursing homes may lead to a more person-centred
approach to use of psychoactive medications. Evidence

suggests that regular psychiatric liaison to nursing
homes is of benefit. Provision of psychiatric input may
impact upon diagnosis, management, identification of
medication side effects and better staff understanding
of behaviours (Goldman & Klugman, 1990). Amongst
nursing home staff there is a perceived need for a
greater level of psychiatric involvement particularly in
relation to non-pharmacological management techni-
ques, staff support, and dealing with family conflict
(Reichman et al. 1998).

According to the Health Information and Quality
Authority (HIQA) there is an onus on nursing homes to
promote both the general physical and mental health of
residents and to provide access to specialist healthcare
services where appropriate. In terms of challenging
behaviour, HIQA also advocates that ‘expert advice is
sought where necessary on a behaviour management
and activity plan before commencing psychotropic
medication’ (HIQA, 2009). Therefore, psychiatric refer-
ral and consultation is often a necessary aspect of
patient care.

The aim of this studywas to describe the behavioural
and psychiatric problems found in nursing home psy-
chiatric referrals in the Dublin South city area over two
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consecutive 12-month periods. We aimed to compare
the reasons for referral with the final diagnosis on
psychiatric assessment and to examine the prescribing
practices in relation to antipsychotic medication.
Furthermore, we aimed to assess how these factors
would be affected following the introduction of a new
clinical nurse specialist (CNS) whose role involved
triaging referrals, ensuring patients underwent ade-
quate medical investigation, assessing and monitoring
patients and providing support to nursing home staff.

Methods

The St James’s Hospital psychogeriatric team provides
an outreach service to patients residing in seven sepa-
rate nursing homes in the Dublin South city area, with a
total of 456 beds. We undertook two consecutive sur-
veys of nursing home referrals to the psychiatry of old
age service over a 2-year period.

Survey one retrospectively examined the referrals
from 1April 2014 until 31March 2015. Towards the end
of this period in January 2015 a new CNS was specifi-
cally appointed to manage the nursing homes. This was
an ideal opportunity to assess how the new role would
impact the referrals. Survey two included referrals
received between 1 April 2015 and 31 March 2016.

Referrals were accepted directly from nursing homes
either via general practitioner (GP) letter or a pre-
formatted referral form. Subsequently, patients were
clinically interviewed by the team consultant psychia-
trist or senior registrar, in the nursing home setting.
Diagnoses were made according to the International
Classification of Diseases, 10th Revision (World Health
Organization, 1992). Collateral information was
obtained from family members and nursing staff. A
management plan, briefly outlined in the patient’s
medical record was developed. All cases were dis-
cussed at a weekly multidisciplinary team (MDT)
meeting and a comprehensive written report was sent
to the GP. Urgent management strategies were imple-
mented immediately by the treating psychiatrist but
routine management was left to the GP and nursing
home staff.

Upon assessment it often became apparent that
many psychiatric referrals were in fact initiated by
nursing staff rather than GPs and that patients had not
first undergone adequate medical assessment and
investigation. The role of the newly appointed CNSwas
to triage referrals and to ensure that patients had been
seen by a GP prior to psychiatric assessment. It was also
the duty of the CNS to undertake a preliminary review
of the patient and assess the urgency of the referral. The
CNS would then accompany the team psychiatrist
during the initial patient assessment and provide
ongoing follow-up where appropriate. This generally

consisted of monitoring and evaluating the patient’s
response to treatment and amending the care accord-
ingly in conjunction with the treating psychiatrist and
MDT. In addition, the CNS offered support to family
and nursing home staff in the care of patients with
psychiatric co-morbidity and provided ongoing
psycho-education, particularly in relation to the
non-pharmacological management of behavioural and
psychological symptoms of dementia (BPSD). Finally,
the CNS introduced a more stringent method of
recording and tracking referrals by establishing a
central register. This was used to log information on
each patient referred including diagnosis and an up-to-
date management plan.

We recorded the following details for each referral
made during the study period: gender, age, source of
referral (nursing home), reason for referral, psycho-
tropic medication on referral, diagnosis on assessment
and intervention. For survey one information was
obtained from various sources including hospital files,
GP correspondence and nursing home charts. For
survey two, information was primarily drawn from the
newly established central register.

Results

In total, 107 referrals were received for 98 individuals
during the 2-year study period.More than two-thirds of
these were female (69%; n= 74) with a median age of 83
years (range 63–96 years). For survey one, 58 psychia-
tric referrals were received for 52 individuals over a
12-month period. The majority were female (74%;
n= 43) and had a median age of 82 years (range 71–98
years). The number of patients referred for psychiatric
assessment during survey two was slightly less: 49
referrals were received for 46 individuals. Of these, 63%
(n= 31) were females with a median age of 84 years
(range 63–96 years). There were no statistically sig-
nificant differences in relation to gender or age between
those in survey one and those in survey two (p> 0.05).

During survey one, the median number of referrals
received from each of the seven nursing homes was five
(range 3–19). Amedian number of three referrals (range
0–19) were received from each of the nursing homes
during survey two.

The most common reason for referral during survey
one was uncooperative/aggressive behaviour (22%;
n= 13) (Table 1). For survey two, patients were most
commonly referred for low mood (31%; n= 15) or
agitation (29%; n= 14).

During survey one, the majority of patients assessed
were diagnosed with BPSD (41%; n= 24). This was also
a prevalent diagnosis during survey two, affecting 27%
(n= 13) of those referred. Both surveys one and two
found that the most common type of BPSD reported
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was physical and/or verbal aggression (50%; n= 12
and 54%; n= 7, respectively).

On psychiatric assessment only 7% (n= 4) of patients
were considered to be delirious during survey one. This
rose to 31% (n= 15) the following year making it the
most common diagnosis during survey two. Despite
this, only two of the 15 delirious patients were actually
referred with a diagnosis of delirium. The remaining
13 delirious patients were referred for the following
reasons: agitation (39%; n= 5), psychotic symptoms
(31%; n= 4), confusion (15%; n= 2), aggression
(8%; n= 1) and low mood (8%; n= 1).

Rates of depressive disorder at the time of psychiatric
assessment in our study were found to be 10% (n=6) in
survey one and 4% (n= 2) in survey two, with an overall
prevalence of 7% (n=8) across the 2-year study period.

In terms of prescribing practices, 20 patients were on
antipsychotic medication at the time of referral during
survey one (Fig. 1). Of these, the outcomes were docu-
mented for 16 patients: one had their antipsychotic
stopped, three were switched to an alternative psy-
chotropic medication (valproate or trazodone), four
were switched to an alternative antipsychotic, while
eight remained on their current antipsychotic. An
additional two patients were also commenced on
an antipsychotic during survey two. This resulted in
an overall discontinuation rate of 13%. By survey two,

the antipsychotic discontinuation rate had risen to 47%
following psychiatric input, with the number of
patients on antipsychotic medication falling from 15
to eight: six had their antipsychotic stopped, two were
switched to an alternative psychotropic medication
(trazodone), one was switched to an alternative anti-
psychotic and six remained on their current anti-
psychotic. Only one patient was commenced on an
antipsychotic medication (quetiapine) in 2015 for
management of BPSD.

Other patient interventions carried out over the
2-year study period, not related to the management of
antipsychotic prescribing, are outlined in Table 2.

Discussion

As noted in previous studies (Loebel et al. 1991;
Callegari et al. 2006), our survey found that reasons for
referral are not always reliable predictors of diagnoses.
Patients do not always undergo adequate physical
investigation prior to psychiatric referral. Following the
introduction of a new CNS, detection rates of delirium
increased significantly. This might be explained by
more rigorous screening of referrals and by the
increased likelihood that GPs would be requested to
preform medical investigations in order to out rule
physical illness. A large proportion of patients (31%)
were found to be suffering from an underlying delirium
during survey two requiring medical rather than psy-
chiatric intervention. Conversely, there was a decrease
in the diagnosis of BPSD which fell from 41% in survey
one to 27% in survey two. These shifts may reflect
actual changes in the prevalence’s of delirium and
dementia with BPSD between the surveys. However,
they also highlight the difficulty of disentangling the
two diagnoses due to overlapping neuropsychiatric
symptoms. Diagnosing delirium superimposed on a
pre-existing dementia can be especially challenging
because signs of delirium might be mistaken for the
fluctuation of cognitive function, or psychological
symptoms of patients with dementia. To further com-
plicate the situation a proportion of people will have
dementia that is not recognised, as well as the possibi-
lity of a persisting delirium. According to the National
Institute for Health and Care Excellence (2010) guide-
lines, ‘if there is difficulty distinguishing between the
diagnoses of delirium, dementia or delirium super-
imposed on dementia, treat for delirium first’. Delirium
frequently goes unrecognised and untreated in nursing
homes. Previous studies have noted that detection of
delirium is lower in older patients with comorbid
dementia (Inouye, 1998; Meagher & Trzepacz, 2000;
Mittal et al. 2006). In long-term care, prevalence of
delirium has been reported to range between 1.4% and
70.3%, depending on diagnostic criteria and on the

Table 1. Reasons for referral and diagnoses on assessment

Survey one
(n= 58)

Survey two
(n= 49)

Reason for referral [n (%)]
Low mood 8 (14%) 15 (31%)
Agitation 7 (12%) 14 (29%)
Confusion 5 (9%) 2 (4%)
Anxiety 0 3 (6%)
Uncooperative/aggressive 13 (22%) 8 (16%)
Miscellaneous 7 (12%) 1 (2%)
Psychosis 3 (5%) 4 (8%)
Delirium 0 2 (4%)
Unknown 11 (19%) 0
Inappropriate/disinhibited 4 (7%) 0

Diagnosis on assessment [n (%)]
BPSD 24 (41%) 13 (27%)
Delirium 4 (7%) 15 (31%)
No psychiatric diagnosis 0 11 (22%)
Unknown 9 (16%) 0
Other 6 (10%) 1 (2%)
Depression 6 (10%) 2 (4%)
Anxiety 3 (5%) 4 (8%)
Dementia 3 (5%) 0
LBD 3 (5%) 0
Behavioural/functional
disorder

0 3 (6%)

BPSD, behavioural and psychological symptoms of dementia; LBD,
Lewy body dementia.

Psychiatric consultation in the nursing home 123

https://doi.org/10.1017/ipm.2017.71 Published online by Cambridge University Press

https://doi.org/10.1017/ipm.2017.71


number of individuals with dementia (de Lange et al.
2013). The risk of delirium is particularly high for
people with dementia, who are over the age of 85 years,
or who are living in a care facility (de Lange et al. 2013).

Depression also commonly affects nursing home
residents (Tiong et al. 2013) with rates three to five times
higher than in elderly populations living in the com-
munity (Blazer, 2003). Average prevalence’s for nursing

Survey one 

1 patient on olanzapine – discontinued   

6 patients on quetiapine
•    dose increased (2)  
•    stopped and valproate introduced (1)  
•    stopped and trazodone introduced (1)  
•    switched to aripiprazole (1)  
•    switched to haloperidol (1)  

2  patients on risperidone
•    dose reduced (1)  
•    alteration in timing (1)  
•    commenced (1)  

3  patients on haloperidol
•    switched to risperidone (1)  
•    switched to quetiapine (1)  
•    stopped and trazodone introduced (1)  

4 patients - no change made (antipsychotic
unknown)   

4 patients on unknown antipsychotics - 
intervention unknown  (due to lack of
documentation) 

1 patient - unknown antipsychotic
commenced 

Survey two 

3 patients on olanzapine
•    maintained due to longstanding history  

of mood / psychotic disorder (2) 
•    stopped and transferred for inpatient  

treatment with ECT (1) 

4 patients on quetiapine
•    maintained (2)  
•    stopped and trazadone introduced (2)  
•    commenced (1)  

6 patients on risperidone
•    maintained (1)  
•    reduction and discontinuation advised  

(4) 
•    switched to haloperidol and referred for  

inpatient admission (1) 

1 patient on haloperidol
•    reduction and discontinuation advised  

1 patient on amisulpiride
•    maintained (BPAD)   

Antipsychotic discontinuation rate = 13% 

16* patients on antipsychotics at referral. 
14 patients on antipsychotics following 
psychiatric intervention.  
(i.e. 4 stopped/switched to alternative 
psychotropic medication and 2 commenced) 

Antipsychotic discontinuation rate = 47% 

15 patients on antipsychotics at referral. 
8 patients on antipsychotics following 
psychiatric intervention.  
(i.e. 8 stopped/switched to alternative 
psychotropic medication and 1 commenced) 

Fig. 1. Antipsychotic interventions. *An additional four patients on antipsychotics with unknown outcomes. ECT,
electroconvulsive therapy.

Table 2. Non-antipsychotic-related psychiatric interventions

Intervention
Number of patients
(n= 107)

Commencing or increasing the dose of antidepressant medication for management of mood symptoms
or BPSD

15 (14%)

Stopping antidepressant therapy 1 (1%)
Switching antidepressant therapy 5 (5%)
Commencing a cholinesterase inhibitor for management of dementia 4 (4%)
Commencing or increasing the dose of a mood stabiliser/anticonvulsant for management of BPSD 5 (5%)
Psychology input for management of anxiety symptoms 1 (1%)
ECT treatment 2 (2%)
Nursing support and psychosocial interventions 10 (9%)
No psychiatric intervention/discharged to GP 13 (12%)

BPSD, behavioural and psychological symptoms of dementia; ECT, electroconvulsive therapy.
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home patients are 43.9% for depressive symptoms,
25.7% for minor depression and 15.5% for major
depression (Jongenelis et al. 2003). Our study found that
lowmoodwas a common reason for psychiatric referral
with 21% of patients being referred with depressive
symptomatology over a 2-year period. However, only
7% of patients were actually diagnosed with a depres-
sive disorder following psychiatric assessment. This
would indicate, in accordance with previous studies,
that depression is often underestimated in the elderly
(Teresi et al. 2001; Leo et al. 2002; Callegari et al. 2006;
Kramer et al. 2009). In our study, only a small propor-
tion of patients were diagnosed with a depressive dis-
order suggesting that many depressed residents were
not correctly identified or referred for psychiatric
assessment and intervention. Nursing home residents
are more likely to be psychiatrically referred for dis-
ruptive behaviours than depressive symptoms (Leo
et al. 2002). The elderly suffering from depression may
not draw the attention of nursing home staff if they are
not causing disturbance to the residential community.

Approximately 20–50% of patients in institutional
care receive antipsychotic drugs (McGrath & Jackson,
1996; Fossey et al. 2006). The adverse effects of these
drugs include an increased risk of stroke, confusion,
sedation, postural hypotension, extra-pyramidal effects
and anti-muscarinic effects (BMJ Group, 2007). There-
fore, it is important to have a clearly defined indication
for prescribing psychotropic medication in elderly
patients. Training and support of nursing home staff
can result in reduced antipsychotic prescribing in
patients, without worsening behavioural symptoms
(Fossey et al. 2006). The results of our study revealed
that withdrawal of psychotropic medication is possible
in many instances. During survey two, 47% of anti-
psychotics were successfully discontinued with no
concomitant objective clinical evidence of a deteriora-
tion in patientmental state. In a few cases, patients were
switched from an antipsychotic to an alternative psy-
chotropic medication (such as an antidepressant or a
mood stabiliser) with less robust evidence of efficacy in
BPSD and the potential for a range of different side
effects (Taylor et al. 2015).

The appointment of a new CNS in January 2015
resulted in differing referral and assessment pathways
in surveys one and two. A central register for recording
and tracking nursing home referrals was also intro-
duced. However, this did not come into effect until
several months after the CNS’s start date. For this rea-
son, there was a lapse of several months between the
CNS commencing and survey two commencing. The
two study periods ran from April until March of con-
secutive years. We allowed for a ‘settling-in’ period in
an attempt to evaluate the true impact of the CNS’s role
on the service. The effect of the improved method for

logging referrals via a central register is evident in the
results of our study. We encountered difficulties acces-
sing patient details prior to April 2015 due to poor
record keeping. This is reflected in the missing data
apparent in survey one, with an unknown reason for
referral in 19% of cases (n= 11), and an unknown
diagnosis on assessment in 16% of cases (n= 9). There
was also no documentation of psychiatric interventions
and outcomes for four of the 20 patients receiving
antipsychotic medication at the time of referral in sur-
vey one. However, this was not an issue in survey two
as patient information was easily accessed from the
central register.

Over the 2-year study period, there was significant
variation in the number of referrals received from each
of the seven nursing homes. During survey two, for
example, some nursing homes referred no patients
while one nursing home referred as many as 19
patients. This could be due to differences in bed num-
bers with some nursing homes accommodating more
residents than others. In addition, some nursing homes
may have had a greater proportion of individuals with
psychiatric illness. However, the variation in numbers
of patients referred for psychiatric assessment could
also be an indication of differing levels of staff educa-
tion and confidence in managing mental illness; GPs
have different thresholds for requesting psychiatric
support and intervention.

Conclusions

Our study demonstrated that following the introduc-
tion of a new CNS recognition of delirium increased,
with 31% of referred patients being diagnosed with
delirium following psychiatric assessment. Delirium is
often undetected and untreated in nursing homes.
Residents presenting with psychiatric symptoms need
to undergo routine bloods and urinalysis prior to psy-
chiatric referral. Based on the study findings a new and
more detailed nursing home referral form was drafted
incorporating a specific delirium screening tool, the
4A’s Test (Bellelli et al. 2014).

Depression is also underestimated in the elderly.
Over a 2-year period, we found that only a small pro-
portion of referred patients (7%) were diagnosed with
depression. Staff training in relation to the recognition
of depressive symptoms is important, particularly as,
within the nursing home environment, depressed
individuals may be overshadowed by residents
who are more behaviourally disturbed and overtly
disruptive.

In our study, the discontinuation rate of antipsychotic
medication increased from 13% in survey one to 47% in
survey two. Ongoing monitoring of antipsychotic pre-
scribing and careful re-evaluation of the need for
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antipsychotic medication is important to reduce
unnecessary drug use. Promoting and educating
nursing home staff around the non-pharmacological
management of BPSD is an essential role of the
psychogeriatric team.

Financial Support

This research received no specific grant from any
funding agency, commercial, or not-for-profit sectors.

Conflicts of Interest

L.W. has no conflicts of interest to declare. C.P. has no
conflicts of interest to declare. R.O. has no conflicts of
interest to declare. B.L. has no conflicts of interest to
declare.

Ethical Standards

The authors assert that all procedures contributing to
this work comply with the ethical standards of the
relevant national and institutional committee on
human experimentation with the Helsinki Declaration
of 1975, as revised in 2008. The authors assert that
ethical approval for publication of this service evalua-
tion study was not required by their local Ethics
Committee.

References

Bellelli G, Morandi A, Davis DH, Mazzola P, Turco R,
Gentile S, Ryan T, Cash H, Guerini F, Torpilliesi T, Del
Santo F, Trabucchi M, Annoni G, MacLullich AM (2014).
Validation of the 4AT, a new instrument for rapid delirium
screening: a study in 234 hospitalised older people. Age and
Ageing 43, 496–502.

Blazer DG (2003). Depression in late life: review and
commentary. The Journals of Gerontology. Series A, Biological
Sciences and Medical Sciences 58, 249–265.

BMJ Group (2007). How safe are antipsychotics in dementia?
Drugs and Therapeutics Bulletin 45, 81–85.

Callegari CM,Menchetti M, Croci G, Beraldo S, Costantini C,
Baranzini F (2006). Two years of psychogeriatric
consultations in a nursing home: reasons for referral
compared to psychiatrists’ assessment. BMC Health Services
Research 6, 73.

de Lange E, Verhaak PF, van der Meer K (2013). Prevalence,
presentation and prognosis of delirium in older people
in the population, at home and in long term care:
a review. International Journal of Geriatric Psychiatry 28,
127–134.

Fossey J, Ballard C, Juszczak E, James I, Alder N, Jacoby R,
Howard R (2006). Effect of enhanced psychosocial care on
antipsychotic use in nursing home residents with severe
dementia: cluster randomised trial. British Medical Journal
322, 756–761.

Goldman LS, Klugman A (1990). Psychiatric consultation in a
teaching nursing home. Psychosomatics 31, 277–281.

Health Information and Quality Authority (HIQA) (2009).
National quality standards for residential care settings for
older people in Ireland (https://www.hiqa.ie/reports-
and-publications/standards/previous-national-quality-
standards-residential-care-settings). Accessed 3 October
2016.

Inouye SK (1998). Delirium in hospitalized older patients:
recognition and risk factors. Journal of Geriatric Psychiatry and
Neurology 11, 118–125.

Janus SI, van Manen JG, IJzerman MJ, Zuidema SU (2016).
Psychotropic drug prescriptions in Western European
nursing homes. International Psychogeriatrics 28, 1775–1790.

Jongenelis K, Pot AM, Eisses AM, Beekman AT, Kluiter H,
van TilburgW, RibbeMW (2003). Depression among older
nursing home patients: a review. Tijdschrift voor Gerontologie
en Geriatrie 34, 52–59.

Kramer D, Allgaier AK, Fejtkova S, Mergl R, Hegerl U
(2009). Depression in nursing homes: prevalence,
recognition, and treatment. International Journal of Psychiatry
in Medicine 39, 345–358.

Leo RJ, Sherry C, DiMartino S, Karuza J (2002). Psychiatric
consultation in the nursing home: referral patterns and
recognition of depression. Journal of Psychosomatic Research
53, 783–787.

Loebel JP, Borson S, Hyde T, Donaldson D, Van Tuinen C,
Rabbitt TM, Boyko EJ (1991). Relationships between
requests for psychiatric consultations and psychiatric
diagnoses in long-term-care facilities. The American Journal of
Psychiatry 148, 898–903.

McGrath AM, Jackson GA (1996). Survey of neuroleptic
prescribing in residents of nursing homes in Glasgow.
British Medical Journal 312, 611–612.

Meagher DJ, Trzepacz PT (2000). Motoric subtypes of
delirium. Seminars in Clinical Neuropsychiatry 5, 75–85.

Mittal D,Majithia D, KennedyR, Rhudy J (2006). Differences
in characteristics and outcome of delirium as based on
referral patterns. Psychosomatics 47, 367–375.

Murphy J, O’Keeffe ST (2008). Frequency and
appropriateness of antipsychotic medication use in older
people in long-term care. Irish Journal of Medical Science 177,
35–37.

National Institute for Health and Care Excellence (2010).
Delirium: prevention, diagnosis and management
(https://www.nice.org.uk/guidance/cg103). Accessed
3 October 2016.

Reichman WE, Coyne AD, Borson S, Negron AE, Rovner
BW, Pelchat RJ, Sakauye KM, Katz P, CantillonM, Hamer
RM (1998). Psychiatric consultation in the nursing home.
A survey of six states. The American Journal of Geriatric
Psychiatry 6, 320–327.

Shaw C, McCormack B, Hughes CM (2016). Prescribing of
psychoactive drugs for older people in nursing homes: an
analysis of treatment culture.Drugs – Real World Outcomes 3,
121–130.

Tariot PN, Podgorski CA, Blazina L, Leibovici A (1993).
Mental disorders in the nursing home: another perspective.
The American Journal of Psychiatry 150, 1063–1069.

Taylor D, Paton C, Kapur S (2015). The Maudsley Prescribing
Guidelines in Psychiatry, 12th edn. Wiley Blackwell: London.

L. Wilson et al.126

https://doi.org/10.1017/ipm.2017.71 Published online by Cambridge University Press

https://www.hiqa.ie/reports-and-publications/standards/previous-national-quality-standards-residential-care-settings
https://www.hiqa.ie/reports-and-publications/standards/previous-national-quality-standards-residential-care-settings
https://www.hiqa.ie/reports-and-publications/standards/previous-national-quality-standards-residential-care-settings
https://www.nice.org.uk/guidance/cg103
https://doi.org/10.1017/ipm.2017.71


Teresi J, Abrams R, Holmes D, Ramirez M, Eimicke J (2001).
Prevalence of depression and depression recognition in
nursing homes. Social Psychiatry and Psychiatric Epidemiology
36, 613–620.

Tiong WW, Yap P, Huat Koh GC, Phoon Fong N, Luo N
(2013). Prevalence and risk factors of depression in the

elderly nursing home residents in Singapore.Aging&Mental
Health 17, 724–731.

World Health Organization (1992). The ICD-10 Classification
of Mental and Behavioural Disorders: Clinical Descriptions
and Diagnostic Guidelines. World Health Organization:
Geneva.

Psychiatric consultation in the nursing home 127

https://doi.org/10.1017/ipm.2017.71 Published online by Cambridge University Press

https://doi.org/10.1017/ipm.2017.71

	1-IPM-1900021_online.pdf
	The ever expanding issue of later life mental health
	Conflict of interest
	Reference


	2-S0790966718000046a.pdf
	The Lancet Commission on Dementia Prevention, Intervention, and Care: a call for�action
	Prevention of dementia recommendations
	Recommendations for intervention and care for people with dementia and their families
	Table 1Potentially modifiable risk factors for dementia
	Fig. 1Life-course model of contribution of modifiable risk factors to dementia
	Conclusions
	Acknowledgements
	ACKNOWLEDGEMENTS
	References


	3-S0790966716000471a.pdf
	Impact of an educational workshop upon psychiatrists&#x2019; attitudes towards delirium�care
	Introduction
	Methods
	Assessment of workshop
	Statistical analysis

	Results
	Pre-workshop responses
	Perception of the relevance of delirium to psychiatry as a specialty
	Perceived confidence in diagnosis
	Awareness of diagnostic features of delirium


	Table 1Workshop components
	Outline placeholder
	Testing of attention
	Perspectives on therapeutic interventions for different presentations


	Table 2Impact of workshop upon perceived confidence in delirium diagnosis and actual awareness of diagnostic criteria in those completing both pre- and post-workshop questionnaires (n��&#x003D;��41)
	Table 3Symptoms endorsed as mandatory features for DSM�-�5 delirium
	Post-workshopsection-level headings.--gt perceptions
	Impact of workshop upon treatment strategies for different presentations of delirium


	Discussion
	Table 4Preferred test of attention in assessing patients with suspected delirium (n��&#x003D;��62)
	Shortcomings and conclusion
	Acknowledgements
	ACKNOWLEDGEMENTS
	References
	Appendix


	4-S0790966716000215a.pdf
	The economic recession and subjective well-being in older adults in the Republic of Ireland
	Introduction
	Methods
	Results
	Table 1Demographic characteristics of all study participants (aged over 65 years) (n��&#x003D;��2013)
	Discussion
	Table 2Comparison of study participants before (2002&#x2013;2008) and after (2009&#x2013;2012) the economic recession in Ireland
	Table 3Reduction in mean subjective well-being in two different groups of older adults in Ireland after the recession (2009&#x2013;2012) (n��&#x003D;��789) compared with before the recession (2002&#x2013;2008) (n��&#x003D;��1224), stratified by potential 
	Table 4Difference in mean subjective well-being in two different groups of older adults in Ireland after the recession (2009&#x2013;2012) (n��&#x003D;��789) compared with before the recession (2002&#x2013;2008) (n��&#x003D;��1224), controlled for age and 
	Conclusions
	Acknowledgements
	ACKNOWLEDGEMENTS
	References


	5-S0790966717000234a.pdf
	Cognitive rehabilitation for early stage Alzheimer&#x2019;s disease: a pilot study with an Irish population
	Method
	Participants
	Ethical approval
	Design
	Procedure
	Phases 1 and 5: Baseline and post-test assessments
	Phase 2: Goal identification


	Table 1Details of the cognitive rehabilitation (CR) intervention strategies implemented for each goal across the three participants
	Outline placeholder
	Phase 3: Goal baseline measurement
	Phase 4: Intervention


	Results
	Visual analysis of goal performance
	P1 goal performance
	P2 goal performance


	Fig. 1Participant 1�&#x2013; memory aids: proportion of correct responses per�session, when asked date&#x002F;time or appointment details the participant checked her watch, calendar, or whiteboard; phone call: proportion of correct responses per�session, 
	Outline placeholder
	P3 goal performance


	Fig. 2Participant 2�&#x2013; number recall: proportion of correct responses per�session, recall of four numbers; face&#x2013;name recall: proportion of correct responses per�session, recall of 13 famous face&#x2013;name associations. CR, cognitive rehabil
	Fig. 3Participant 3�&#x2013; familiar face&#x2013;name recall: proportion of correct responses, recall of five familiar face&#x2013;name associations; famous face&#x2013;name recall: proportion of correct responses per�session, recall of five famous face&
	Self-Rated Goal Performance and Satisfaction
	Cognitive function

	Table 2Performance and satisfaction scores (minimum score��&#x003D;��1; maximum score��&#x003D;��10), including means and SD across goals for each participant at baseline, post-test and follow-up
	Table 3Mean difference, including standard deviation (SD) and 95&#x0025; confidence intervals (CI), between total ratings on 12 CR &!QJ;goals (3 participants�&#x00D7;�4 goals) at baseline (BL), post-test (PT), and follow-up (FU) for self-performance, self
	Subjective questionnaires
	Participants
	Carers


	Discussion
	Summary of results

	Table 4Cognitive test scores at baseline and follow-up; alternate versions of the Repeatable Battery for the Assessment of Neuropsychological Status (RBANS) were�used
	Results in the context of Prior CR Research
	Goal performance
	Quality of life and carer burden


	Table 5Primary outcome scorea for quality of life (QoL); secondary outcome scoresa for participants including everyday functioning (IADL: Instrumental activities of daily living), mood (HADS: Hospital anxiety and depression scale), memory self-efficacy (M
	Outline placeholder
	Generalisation
	Activities of daily living (ADLs)

	Teaching strategies
	Suitability of CR for early stage AD

	Limitations
	Conclusions and recommendations
	Acknowledgements
	ACKNOWLEDGEMENTS
	References


	6-S0790966717000714a.pdf
	Psychiatric consultation in the nursing home: reasons for referral and recognition of delirium
	Introduction
	Methods
	Results
	Discussion
	Table 1Reasons for referral and diagnoses on assessment
	Fig. 1Antipsychotic interventions. &#x002A;An additional four patients on antipsychotics with unknown outcomes. ECT, electroconvulsive therapy
	Table 2Non-antipsychotic-related psychiatric interventions
	Conclusions
	References


	7-S0790966718000319a.pdf
	Estimates of the prevalence, incidence and severity of dementia in Ireland
	Introduction
	Methods
	Prevalence of dementia
	Incidence
	Setting and severity of dementia cases

	Table 1Studies used in this�paper
	Results
	Prevalence of dementia in Ireland
	Incidence
	Setting and severity of dementia cases

	Table 2Prevalence rates and estimates for number of people with dementia in Ireland
	Table 3Dementia-incidence rates per 1000, and number for Ireland�(2016)
	Table 4Functional severity in community and nursing home people with dementia
	Discussion
	Table 5High and low estimates of the number of people with dementia by functional severity for each Community Health Organisation�(CHO)
	Conclusion
	Supplementary materials
	ACKNOWLEDGEMENTS
	References


	8-S0790966717000805a.pdf
	High prevalence of dementia among community dwelling older adults in receipt of state funded home care packages: implications for health care planning
	Introduction
	Methods
	Fig. 1Algorithm demonstrating selection process of those with dementia of suspected CI. Shaded regions: Proportion of cohort with a diagnosis of dementia or suspected of having cognitive impairment
	Results
	Study cohort and characteristics
	Estimated prevalence of dementia and suspected CI
	Factors associated with dementia and suspected CI

	Table 1Summary and outcomes from cognitive screening test performed (n�&#x003D;�354)
	Discussion
	Table 2Characteristics of service users overall and according to cognitive status (n�&#x003D;�935)
	Financial Support
	ACKNOWLEDGEMENTS
	References


	9-S0790966718000149a.pdf
	To MSNAP or not to MSNAP? Testing a small regional memory clinic against the UK Memory Service National Accreditation Program (MSNAP)
	Introduction
	Methods
	Organisation

	Table 1Contextual data, comparing Navan Cognitive Clinic to Memory Service National Accreditation Program (MSNAP) member clinics, based on MSNAP Fourth National report 2015&#x2013;16
	Setting the standard
	Measuring current practice
	Comparison of results to standards set
	Intervention
	Re-audit

	Results
	Organisational structure
	Accessibility and environment
	Liaison
	Dignity, consent, capacity and confidentiality
	Assessment and communication of diagnosis

	Table 2Attainment of Memory Service National Accreditation Program (MSNAP) standards in Navan Cognitive Clinic, as estimated by comparison with average performance of UK clinics according to MSNAP Fourth National Report 2015&#x2013;16
	Follow-on care
	Key quality indicators

	Table 3Comparison of assessment and feedback processes between Navan Cognitive Clinic and average Memory Service National Accreditation Program (MSNAP) members undergoing their first audit cycle, as published in MSNAP Fourth National Report 2015&#x2013;16
	Table 4Key quality indicators
	Discussion
	Acknowledgements
	ACKNOWLEDGEMENTS
	References


	10-S0790966716000409a.pdf
	A therapy beyond&#x2020;
	A therapy beyond
	Acknowledgements
	ACKNOWLEDGEMENTS
	References


	11-S0790966717000155a.pdf
	title_link

	12-S0790966717000349a.pdf
	title_link

	IPM-1900021_online.pdf
	The ever expanding issue of later life mental health
	Conflict of interest
	Reference





