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The previous issue of Long-term Care Forum, The Role of the Geriatric Psychiatrist
in the Nursing Home, described the different roles that geriatric psychiatrists can play
in the nursing home setting. This issue focuses on one of those roles, ie, the geriatric
psychiatrist as a nursing home mental health provider.
The following statistics define the mental health challenges confronting nursing
homes today.
• At least half of all nursing home residents have a dementing illness
• The prevalence of depression in nursing homes is 20% to 25% (compared with
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3% in the community)
• In a given year, 13% of residents develop a new episode of major depression—
another 18% develop new depressive symptoms
In this issue of Long-term Care Forum, Barry D. Lebowitz, PhD, of the National
Institutes of Health, explains how the nation’s nursing homes became the primary site
for long-term care of the elderly and the mental health needs of this population.
Constantine G. Lyketsos, MD, MHS, of The Johns Hopkins School of Medicine,
presents a strategic approach to the psychiatric care of memory-impaired patients and
the rationale for developing facilities dedicated to the care of residents with memoryimpairing illnesses. Finally, Dilip V. Jeste, MD, of the University of California,
San Diego, reviews the pharmacologic treatment options, with emphasis on clinical
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experience with conventional and atypical antipsychotic drugs in elderly individuals.
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trists and other health care providers must remember that improvements in patient

For most patients, the nursing home will be their final residence. In order to maintain
the dignity and quality of life of our growing population of elderly patients, psychiamental health care are almost always possible and can be of tremendous benefit in
boosting patient quality of life.
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Purpose and Overview
At least half of all nursing home residents have a dementing
illness, and many such patients will respond to judicious and
targeted use of psychotherapeutic medication. Psychotherapeutic medications should be used as part of a comprehensive approach to treating behaviors or symptoms that
endanger the patient or others. Treatment objectives are to
alleviate residents’ distress and reduce disability due to
psychiatric symptoms. This newsletter will discuss the psychotherapeutic approaches to managing nursing home
residents and review the antipsychotic agents that are used as
part of the comprehensive treatment.

Learning Objectives
After reading this journal, participants should be able to:
• State the prevalence of dementing illnesses and depression in
nursing home residents
• List the current trends in nursing home admissions in the
United States
• Identify differences in response to conventional and atypical
antipsychotic drugs
• Recognize the appropriate reasons to switch patients to a
newer antipsychotic drug
• List the factors that are important to maintaining quality of
life in the elderly
• Identify the goals of care for nursing home residents
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Trends in Mental
Illness Among
Nursing Home
Patients

During the past three decades, the issue of mental illness among the nation’s
elderly has received increased attention. However, despite this growing
focus, the mental health needs of the 1.6 million elderly individuals who
reside in 17,000 nursing homes in the United States have lagged behind.1
This article reviews the extent and consequences of mental illness among
nursing home residents, and how nursing homes came to bear the major role
of coping with this problem. It concludes with guidelines to help clinicians
effectively manage this important health care issue.

Barry D. Lebowitz, PhD

Today, at least half of all nursing home residents have a dementing illness,
most commonly Alzheimer’s disease or vascular dementia.2 In addition to a
loss of intellectual capacity, patients with advanced dementia have a higher
risk of mortality associated with concurrent acute illnesses such as
pneumonia or hip fracture.3 Although cardiovascular diseases are the most
common diseases present at admission, they are not necessarily the main
reasons for admission. Cognitive impairment, incontinence, and functional
decline are all important factors for determining whether someone enters a
nursing home.4

Dementia and depression in nursing home residents

National Institutes of Health
Bethesda, Maryland

How did it happen that the
nation’s nursing homes became
the primary site for the long-term
care of the elderly, many of whom
have serious mental, behavioral,
or emotional disorders?

Among cognitively intact nursing home residents, depression occurs with a
prevalence of 20% to 25%, compared with <3% in the community.2,5 The
rates of new cases of depression in nursing homes are striking—13% of
residents develop a new episode of major depression over a 1-year period
and another 18% develop new depressive symptoms.5 Depression in these
residents is associated with increased medical morbidity, disability, and
mortality.2, 5, 6 In a study conducted over 12 months, patients with depression
had a 59% increase in mortality.7
As with other potentially modifiable risk factors for disease burden in older
people (eg, smoking and obesity), it is possible to modify the risk factor of
depression and hopefully improve outcomes.8 Unfortunately, clinicians
appear to be unprepared to deal effectively with the psychological problems
of the institutionalized elderly. A survey of directors of nursing in nearly 900
nursing homes revealed that although 40% of their residents were in need of
formal psychiatric services, only 50% or so of the facilities reportedly had
adequate availability of psychiatric services. Facilities with the greatest need
of additional psychiatric services were generally smaller nursing homes in
rural locales.9

Changes in institutional health care
How did it happen that the nation’s nursing homes became the primary site
for the long-term care (LTC) of the elderly, many of whom have serious
mental, behavioral, or emotional disorders?
Historically, three types of facilities have housed 75% or more of the institutionalized population in the United States: mental institutions (eg, mental
hospitals and residential treatment centers), homes for the aged and
dependent, and correctional institutions.10 The percentage of patients in correctional institutions remained relatively constant from 1950 to 1980 (17%
and 19%, respectively). However, a striking change occurred in the number
of residents in homes for the aged compared with mental institutions. During
a time when the population of the United States escalated by 50%, the
number of persons receiving care in homes for the aged rose by 38%. The
percentage of the total number of persons requiring institutional care who
were treated in a home for the aged increased from 19% to 57%. By comparison, the number of people in mental institutions decreased by more than
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half. By 1980, mental institutions were caring for only 10% of
Managing the mental health needs of the elderly
institutionalized residents compared with 39% in 1950 (Figure
in nursing homes
1).10
According to the American Association for Geriatric
Changes in the locus of care for the elderly were the result
Psychiatry (AAGP) and the American Geriatrics Society
of legislative, institutional, pharmacologic, and procedural
(AGS), nursing home residents with psychiatric disorders
10
changes in the health care system.
should receive the full benefits of the broad spectrum of
Legislative: mandates to develop community-based programs
therapeutic options available.2 The nature of the site does
for persons with mental disorders
not alter the responsibility of physicians and facilities to
Institutional: development and expansion of outpatient
provide appropriate treatment, including the use of psychopsychiatric services, psychiatric units in general hospitals,
therapeutic medications.
and community mental health centers
The results of clinical research
Pharmacologic: development
reveal that many psychiatric
and use of psychoactive drugs
illnesses respond to psychotherapeutic medication. Thus,
Procedural: initiation of
Research reveals that many psychiatric
treatment objectives are to
procedures to prevent inapproalleviate residents’ distress
illnesses respond to psychotherapeutic
priate placement of individuals
and reduce disability due to
in state mental hospitals and
medication. Thus, treatment objectives are
psychiatric symptoms. Psychoreduce length of stay for those
therapeutic medications should be
to alleviate residents’ distress and reduce
admitted to these hospitals
used as part of a comprehensive
Today, the elderly have more
disability due to psychiatric symptoms.
psychotherapeutic approach to
options for care, including home
treat agitation and destructive
health care, assisted living, and
behaviors that endanger the
continuing-care retirement comresident or others.
munities. In fact, trends in nursing home use suggest that older
Psychiatric disorders in cognitively intact residents, as well
persons are living in the community longer and entering nursing
4
as psychotic, affective, and behavioral symptoms (eg,
homes later and residents are sicker than previously (Figure 2).
depression, mania, hallucinations, delusions, and anxiety) that
In 1997, more than 50% of elderly nursing home residents were
occur as components of dementia, are treatable causes of
85 years of age and older compared with 45% of elderly nursing
4
excess disability. Depression, for example, can be a barrier to
home residents in 1985.
rehabilitation or recovery, and is associated with increased
Despite more choices for care, the challenge today (and in
functional impairment in a number of chronic diseases. As a
the future) is to meet the increasing and significant
result, treatment of depression in LTC residents has the
demands for services for the elderly that are being made by
potential to enhance functional performance as well as reduce
the aging baby boom population. At current usage rates,
distressing symptoms. Other symptoms, such as affective
approximately 3 million individuals will reside in nursing
lability, impulsivity, apathy, and dysregulation of sleep, also
homes in 2030, roughly double the number now receiving
may respond to drug treatment.2
nursing home care.4
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Figure 1. Changes
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of institutionalized
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Composition of nursing home residents
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Figure 2. Changing
composition of nursing
home residents based on age.
Data from Sahyoun et al.4
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Comments
Consider treating psychiatric symptoms and behavioral
disturbances in residents with dementia under the following
conditions:
A. When they are distressing to the resident
B. When they impair self-care, social interactions, and participation in activities
C. When they are a source of danger to the resident or others

D. When symptoms pose a danger, the safety of the resident
and others requires urgent initiation of psychopharmacologic treatment. In other cases, the timing of pharmacologic and psychosocial treatments should reflect the needs of
the individual resident. However, it is important to consider
that dementing illnesses, depression, and their sequelae in
elderly people are generally long-term problems. Effective
treatment benefits all residents in the institution, as well as
the health care staff.
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The goals of patient care in
nursing homes relate to quality
of life, functioning, longevity, and
maintaining a resident’s dignity.

I
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Constantine G. Lyketsos, MD, MHS, is Professor of Psychiatry and
Director of Neuropsychiatry and Behavioral Sciences at The Johns
Hopkins School of Medicine. In addition, Dr. Lyketsos is Academic
Director of the Copper Ridge Institute in Sykesville, Maryland.
In this interview, Dr. Lyketsos discusses his approach to mental health
treatment among nursing home residents.

Specialized care for the elderly

LTC Forum: What is your approach to mental health treatment
among nursing home residents?
Dr. Lyketsos: Today, the majority of people admitted to nursing
homes have dementing conditions. Figure 1 shows that, based on data
collected in the Baltimore area, 8 of 10 people admitted to a nursing home
have some type of psychiatric disorder.1 These data indicate that nursing
homes should be modeled closer to a neuropsychiatric setting than to a
nonpsychiatric residential facility. Our approach to care follows a neuropsychiatric model.
LTC Forum: How common is this approach?
Dr. Lyketsos: This type of approach is usually followed in dementia
special care units. Based on the latest data, 2100 nursing homes (12.5%)
presently have dementia units.1
LTC Forum: How does staffing in a special care unit such as the one
at Copper Ridge compare to most other LTC facilities?
Dr. Lyketsos: In these facilities, there is a higher ratio of staff to
residents on all shifts, and each member of the staff has advanced training
in the care of individuals with dementia. In addition, staff members participate in continuing education programs designed to upgrade their skills
in this area of practice.
There also is an intensive on-site medical and psychiatric presence.
Psychiatrists make rounds 4 days each week. The total on-site time for
psychiatrists is approximately 0.8 full-time equivalents (FTEs). The
following case history describes a common patient care problem in a
nursing home and our approach to managing it.

Case history
An 85-year-old woman was admitted to the assisted living center 6 months
ago. Initially, she adjusted well to the routine of the facility; however, she
recently became agitated in response to the management of her daily care.
Specifically, the patient became progressively less cooperative with the
resident assistant’s attempts to help her dress. At first, the patient resisted
going into her room to dress. She then became unable to decide on the
clothes to wear each day, spending long periods staring into her closet.
Now, she is combative when the assistant attempts to help her dress.

Managing behavior problems in an LTC facility

LTC Forum: How would you proceed with managing the behavior?
Dr. Lyketsos: A strategic 4-step approach to addressing this patient’s
conduct is presented in Table 1. First, it is important to accurately describe
the problem and then decode (or interpret) the findings in order to make
the connection to the correct underlying etiology(ies). Once the assessment is complete, the psychiatrist works with the staff to devise effective
interventions and monitor the outcome of care.
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Prevalence of psychiatric disorders

Figure 1. Prevalence of
psychiatric disorders
among 454 residents newly
admitted to 8 Baltimore
area nursing homes. Data
from Rovner et al.1

27.1% Dementia complicated
by depression, delusions,
or delirium

19.8% Residents without
any disorder

12.8% Affective disorders
of schizophrenia but
an absence of dementia

40.3% Dementia without delusions,
depression, or delirium

Describing the problem

LTC Forum:

How do you ensure that the information you
receive is an accurate description of the problem?
Dr. Lyketsos: The process begins by having the staff
member who reported the problem present a detailed description of what was observed. In this case, the problem is limited
to the time when a specific daily event, the provision of daily
care, takes place. There is no evidence that this resident is
experiencing problems or exhibiting agitation in other settings.
Difficulty in her care is limited to her inability to select clothes
and her resistance to the staff member’s attempts to assist in
dressing.

Decoding

LTC Forum: What other information is required?
Dr. Lyketsos: Once the details of the specific problem
are clear, it is important to obtain more information about the
resident herself. For example, does she have dementia or is she
experiencing delusions and hallucinations. From the resident’s
perspective, she may believe that there are other people in the
room who are violating her privacy. Perhaps she believes that
someone is trying to cause her harm.
Depression is also a potential contributing factor. It occurs in
20% to 25% of cognitively intact nursing home residents,
compared with <3% in the community.2,3 This resident
initially adjusted well to life in this facility. However, we know
that 13% of residents will develop a new episode of major
depression over a 1-year period and another 18% will develop
new depressive symptoms.3 Therefore, this resident’s current
state of mind must be assessed.
LTC Forum: Is it possible that the problem is simply
related to an inability to communicate with the caregiver?
Dr. Lyketsos: It is possible that this patient’s dementia is
accompanied by aphasia. She may not understand what the
resident’s assistant is telling her, or she may be unable to com-
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municate her thoughts to the assistant. In addition, she may
suffer from agnosia and not recognize her clothes. She may
think the clothes in her closet belong to someone else.
The staff may unknowingly contribute to the problem. For
example, the assistant’s tone of voice or body language may
be perceived as threatening to the patient. Lighting in the
room, temperature, and ambient noise may also contribute
to the resident’s discomfort and lack of cooperation.

LTC Forum:

What medical problems might contribute

to her behavior?

Dr. Lyketsos: Medical problems such as an early
bladder infection might contribute in that it may be uncomfortable for her to adjust the belt on her slacks.
It would be useful to assess her glucose control.
Fluctuation in blood glucose levels can lead to mental
confusion. Other conditions, such as the pain from
arthritis, a stroke, hypothyroidism, constipation, and
poorly controlled heart disease, also can contribute to
agitation and/or confusion.
LTC Forum: What is the best source of information
about this resident and her problem?
Dr. Lyketsos: Most of the description and decoding
information comes from the front-line staff, such as the
aides who take care of her. Therefore, it is essential to
interview these staff members. In fact, if the problem occurs
at night but the psychiatrist makes rounds in the morning, it
might be necessary to speak with the staff member from the
relevant shift by telephone.
Devising interventions

LTC Forum: Based on what is known about this
patient, what would be the most appropriate treatment?
Dr. Lyketsos: In this case, it may be necessary to alter
the way in which the staff interacts with this patient. If
aphasia is a contributing factor, nonverbal communication is

I

Table 1
A Strategic Approach to the
Psychiatric Care of MemoryImpaired Residents
Describe
• What is the problem behavior?
• What is the context?
• Who is involved?
• When does it happen?
• What is its time course?
• What helps?/makes it worse?

Decode
• Cognitive disorder
• Medical illness or medication
• Psychiatric syndrome
• Environment
• Caregiver

Devise interventions
• Determine why it is necessary to treat
• Address causes
– remove medications
– treat medical disorders
– treat any mental syndrome
– change environment
– alter caregiver approach

Determine outcomes
• Who? What? When? Where?
• Expected outcome
• Expected risks
• Fall-back plan
• Communication method
• Reassessment plan

nterview

worked. Under these circumstances, it may not occur to them
to take time to determine how the relationship between them
and the residents influences communication. The staff may not
think they can afford the extra time needed to preselect clothes
for a resident.
LTC Forum: What is the appropriate role for drug
treatment?
Dr. Lyketsos: As a general guide, drug therapy in these
residents should be judicious and targeted to treat a symptom
or syndrome for which there is evidence that drugs can
produce a benefit. We must be careful because if this resident
was uncooperative with dressing because she was constipated,
treatment with an antipsychotic drug would probably exacerbate the constipation as well as the behavioral problem.
LTC Forum: When do you consider drug treatment?
Dr. Lyketsos: When I complete the detailed decoding
process and conclude that the resident is psychotic or agitated
as a consequence of dementia, then atypical antipsychotic
drugs or mood-stabilizing anticonvulsants may be useful. In
these circumstances, as many as two thirds of residents treated
with an atypical antipsychotic drug will improve.
Olanzapine, risperidone, and quetiapine can make a positive
contribution under these circumstances. Clinical studies with
olanzapine and risperidone support the value of atypical
antipsychotic drugs.
Quetiapine, which is relatively more sedating, may be useful in
agitated residents who present with behavior problems at
night, or if the agitation is associated with sleep disturbances.
Quetiapine also has a lower incidence of extrapyramidal
reactions than the other atypical antipsychotic drugs.
Each of these drugs has an advantage over clozapine, a fourth
atypical antipsychotic, which requires frequent monitoring of
the white blood cells and differential counts.

Determining outcomes

LTC Forum:

How do you measure the response to

treatment?

an obvious intervention. If this resident does not recognize her
clothes, a staff member may preselect the resident’s clothes
and put them on the bed. This reduces the number of choices
she must make.
Another factor that may affect the interaction between the
resident and staff member is their physical relationship during
conversations. For example, staff members who speak while
standing in front of a seated resident may be intimidating. This
can be remedied by having the staff member sit next to the
resident when speaking to her.
LTC Forum: These suggestions are intuitive.
Dr. Lyketsos: They are, but it must be remembered that
staff members in LTC facilities are very busy and often over-

Dr. Lyketsos: Once the treatment plan is in place, it
becomes important to set goals to define success. If the intervention is to treat the psychosis with antipsychotic drugs, it is
appropriate to set a time limit for the expected response and to
monitor for side effects.
If the problem is the manner in which the caregiver is approaching the patient, it may be necessary to assign a senior staff
member to work with the caregiver and the resident to identify
the best approach to dressing her. If this is successful, it will be
necessary to teach the new approach to all staff members.
Individuals with dementia have a variety of problems for
which they require care. They may need assistance with daily
living activities and help in managing behavior disturbances
that are likely to develop. They are also likely to have
comorbid medical illnesses that require care, such as assistance
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in taking medicine. Assisted living facilities that house patients
with more extensive problems related to memory require a
more structured approach to care.
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benzodiazepines in dementia patients are best used in shortterm situations.4
LTC Forum: What are your recommendations to clinical
and administrative staff in other LTC facilities for optimizing
Maintaining quality of life
care of patients with memory-impairing illnesses?
LTC Forum: What factors have the most impact on a Dr. Lyketsos: Staff education is an essential component
resident’s quality of life?
in the care of these patients. The staff should be presented with
Dr. Lyketsos: Overall,
basic facts and terminology about
there is a clear association
psychiatric disorders, as well as
between a decline in quality of
information about available treatlife and advancement of the
ments and their efficacy.
The staff must adopt a “can-do”
underlying disease. Using the
Staff members should learn how to
philosophy. Small improvements are
Alzheimer’s Disease Related
obtain histories from patients.
Quality of Life scale, we
almost always possible and can be of
They must understand the process
interviewed 32 facility staff
of neuropsychiatric diagnosis and
tremendous benefit in boosting patient
members about 120 patients
develop optimal clinical approachwho met the DSM-IV (Diagand staff morale.
es and environmental modificanostic and Statistical Manual of
tions. Basic rating scales such
Mental Disorders, 4th edition)
as the Mini-Mental State Exam
criteria for dementia. Our mulcan be used to facilitate patient
tivariate analysis revealed that quality of life in long-term
evaluation and outcomes assessment. Knee-jerk responses
residents was associated with worse orientation, greater physical
or prescribing medications for poorly defined problems should
dependency, depression, and anxiolytic treatment. Quality of life
be avoided.
was not associated with the resident’s gender or race, or with the
For most patients, the nursing home will be their final
caregiver’s race or education. It also was not associated with the
residence for 3 to 4 years before death. The goals of care relate
amount of time each day that was spent caring for the resident.4
to quality of life (being symptom-free and comfortable), funcLTC Forum: Can you explain why anxiolytic treatment tioning (maintain the highest possible levels), longevity, and
had a negative impact on quality of life?
maintaining dignity. The staff must adopt a “can-do” rather
Dr. Lyketsos: Most patients taking anxiolytics were than a nihilistic philosophy. Small improvements are almost
using benzodiazepines. It is possible that these residents had
always possible and can be of tremendous benefit in boosting
severe behavioral symptoms that were resistant to other drugs
patient and staff morale.1
and were prescribed anxiolytics as a last resort. Nevertheless,
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Comparison
of Conventional
vs Atypical
Antipsychotic
Drugs: Focus on
Elderly Patients
Dilip V. Jeste, MD
Chair in Aging, Estelle and Edgar Levi
Professor of Psychiatry and Neurosciences
Chief, Division of Geriatric Psychiatry
University of California
VA San Diego Healthcare System
San Diego, California

Antipsychotic agents are among the most commonly used psychotherapeutic tools in nursing homes. Although they are not curative, these compounds
provide symptom relief and are indicated for elderly patients with schizophrenia and other psychotic disorders.
Given the wide use of antipsychotics in the nursing home setting, the
following section discusses this drug class. Based on limited data with
antipsychotics in the elderly, this article provides guidelines for the safe
and effective use of both conventional and newer antipsychotics in
elderly patients.

Conventional neuroleptics
Conventional neuroleptics have been available since the introduction of the
low-potency agent chlorpromazine in 1952. High-potency neuroleptics such
as haloperidol, and intermediate-potency agents such as loxapine, subsequently became available. Each of these drugs blocks dopamine (especially D2)
receptors in the brain, an action that confers both benefits and drawbacks.
Although conventional neuroleptics are effective for the positive symptoms
of schizophrenia (ie, delusions or hallucinations) , they have relatively little
effect on the negative symptoms of this disease (ie, anergy, apathy or social
withdrawal).1 Furthermore, their side-effect profile is of particular concern
in elderly patients, because these individuals are more susceptible to
sedation, urinary retention, constipation, dry mouth, glaucoma, and confusion.
In addition, extrapyramidal symptoms (EPS) such as parkinsonism and
akathisia occur.
There is a higher risk of tardive dyskinesia (TD) in middle-aged and elderly
patients, even with low doses of conventional neuroleptics. In a study of
more than 400 outpatients (mean age 65 years) treated with conventional
neuroleptics, mainly haloperidol or thioridazine, at relatively low doses
(usually less than 150 mg chlorpromazine equivalent daily), the cumulative
incidence of TD was found to be 29%, 50%, and 63% after 1, 2, and 3 years,
respectively.2 This compares to an annual cumulative incidence of 4% or
5% for TD in younger adults treated with conventional neuroleptics.2 The
risk factors for TD in the elderly are listed in Table 1.3
In the majority of patients with behavioral disturbances of dementia, the risk
of TD may be reduced by discontinuing neuroleptic treatment or lowering the
dosage. In patients with schizophrenia, however, drug withdrawal is usually
difficult to accomplish because of the risk of relapse. An alternative option is
to prescribe newer antipsychotic medications, which usually are somewhat
more effective and have fewer side effects than conventional neuroleptics.

Newer or atypical antipsychotics
Five newer antipsychotic drugs are approved for use in the United States:
clozapine, risperidone, olanzapine, quetiapine, and ziprasidone. Unlike conventional neuroleptics, the atypical agents are potent central serotonin antagonists in addition to being central dopamine receptor antagonists.
The newer neuroleptic agents have several advantages. They tend to be more
effective for both the positive and negative symptoms of the disease, and are
associated with a lower incidence of EPS than conventional neuroleptics.4
The incidence of TD with atypical antipsychotics is also likely to be lower,
although determination of the exact risk of TD with some of these newer
drugs needs long-term studies.4
The potential for atypical antipsychotics to enhance cognition is an
intriguing aspect of their clinical profile, particularly in older patients
with schizophrenia.
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Table 1

or in men with prostatic hypertrophy, the anticholinergic side
effects of this drug can limit its use.

Principal Risk Factors for Tardive
Dyskinesia in the Elderly

Risperidone

• Duration of prior neuroleptic use at baseline
• Cumulative amount of high-potency neuroleptics
• History of alcohol abuse/dependence
• Borderline or minimal dyskinesia
• Tremor on instrumental assessment
Data from Jeste et al.3

Clozapine
Clozapine has been available in the United States since the late
1980s. It may be considered for use in elderly patients with
Parkinson’s disease accompanied by psychotic symptoms, and
for patients with chronic psychotic disorders that do not
respond to other antipsychotic medications. It also may be
considered for individuals with severe TD. For these patients,
starting dosages should be much lower compared with younger
patients, 6.25 to 12.5 mg/day, with increases of not more than
6.25 to 12.5 mg once or twice a week. Maintenance doses of
clozapine should generally be 50 to 150 mg/day (Table 2).
The side effect profile of clozapine limits its use in this population. Patients taking the drug are at risk for leukopenia and
agranulocytosis, necessitating weekly blood monitoring, and
elderly individuals may have difficulty complying with the
need for weekly blood draws.
Clozapine can lower the seizure threshold, and also cause
sedation and confusion. In patients with dementia or glaucoma,

Risperidone has better tolerability and somewhat better
efficacy compared with a conventional neuroleptic such as
haloperidol. My colleagues and I have published the results of
3 open-label studies of patients aged 45 to 100 years.5 Most of
these patients had schizophrenia or related psychoses such as
delusional disorder, and the remainder had psychotic
symptoms associated with Alzheimer’s disease. With low
doses of risperidone (usually less than 3 mg/day) 40 of the
53 enrolled patients (76%) experienced a noticeable symptomatic improvement. Improvement in the positive symptoms of
schizophrenia, such as delusions and hallucinations, occurred
within 6 weeks after starting treatment. Negative symptoms
such as social withdrawal, blunted affect, and apathy improved
after 6 to 10 weeks of treatment.
Based on available data, it is premature to suggest that risperidone directly enhances cognition in patients with schizophrenia.
Such effects may be indirect, resulting from its favorable effects
on the positive and negative symptoms of schizophrenia and its
low incidence of EPS at the doses used in these studies.
Nonetheless, a positive effect on cognition may be of particular
importance in light of the association between cognitive performance and functioning in daily life. It should be stressed that
there is no evidence to suggest that any of the atypical antipsychotics improve cognition in demented patients.
In a large double-blind trial of dementia patients in nursing
homes, psychosis or agitation was treated with risperidone or
placebo.6 The patients received placebo or 0.5, 1, or 2 mg/day
of risperidone. Both the 1-mg/day and 2-mg/day risperidone
doses were significantly more effective than placebo, but the
2-mg/day dose was associated with more EPS.

Table 2
Usual Recommended Doses of Common Antipsychotics
for Elderly Psychotic Patients
Antipsychotic

Starting Dose*

Maintenance Dose*

Haloperidol

0.25 to 0.5 mg

1 to 3.5 mg

Thioridazine

10 to 25 mg

50 to 100 mg

Clozapine

6.25 to 12.5 mg

50 to 150 mg

Risperidone

0.25 to 0.5 mg

1 to 2.5 mg

Olanzapine

2.5 to 5 mg

5 to 15 mg

Quetiapine

12.5 to 25 mg

75 to 200 mg

* Daily dose.
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Note: Psychotic patients with
a major comorbidity such as
dementia or other serious
physical illnesses need doses at
the lower end of the respective
ranges. Patients with earlyonset schizophrenia without
significant comorbidity require
doses at the higher end of the
ranges. The recommended
doses represent averages.
Individual patients may need
lower or higher doses than
those given here.
Adapted from Jeste et al.2

In the elderly, postural hypotension, sedation, and EPS are the
there was a significant decrease from baseline in psymost common adverse effects during risperidone therapy.
chopathology on the Brief Psychiatric Rating Scale.9
These side effects (especially EPS) are dose-related, suggestA starting dose of quetiapine 12.5 to 25 mg daily is recoming a need for caution in raising the dose.
mended, with an optimal target dose of 75 to 200 mg per day
Starting and maintenance dosages of risperidone in elderly
(Table 2).
patients are much lower than those recommended for
younger patients. A starting dosage of 0.25 to 0.5 mg/day
Ziprasidone
is appropriate for older patients. The dosage should be
Ziprasidone is the newest FDA-approved antipsychotic. So far,
increased by no more than 0.25 mg to 0.5 mg once or twice a
there are limited published data on its use in elderly patients.
week, generally to a maximum of 1 mg to 2.5 mg
daily. Patients with dementia,
Switching from a
Parkinson’s disease, or signifconventional neuroleptic
icant hypotension should
to a newer antipsychotic
Needless to say, changing from a convenusually not receive more
than 1 mg/day of risperidone
Needless to say, changing from
tional to a newer antipsychotic agent may
(Table 2).
a conventional to a newer antinot be warranted in patients who respond
psychotic agent may not be
Olanzapine
warranted in patients who
optimally. However, if a change is
respond optimally to a convenOlanzapine was approved by
warranted, guidelines for this procedure
tional neuroleptic without side
the Food and Drug Admineffects and who only need neuare
provided
here.
istration (FDA) for clinical
roleptic treatment for a relatively
use late in 1996. In an
short period. However, if a
open-label study, Wolters and
change in treatment is warranted,
colleagues were able to sucguidelines are available (Figure 1).2
cessfully treat 15 nondemented parkinsonian patients with
(A) If the conventional neuroleptic is ineffective: The dose of
drug-induced psychosis with olanzapine at doses of 1 to
the current drug is maintained while that of the newer
15 mg/day (mean 7 mg).7 One patient discontinued treatment
antipsychotic is slowly increased to the optimal maintedue to drowsiness.7
nance dose. Then, the dose of the conventional neuroleptic
In a randomized, double-blind, placebo-controlled study, 206
can be slowly decreased and ultimately discontinued.
elderly nursing home residents with psychotic symptoms and
(B)
For patients with moderate or distressing side effects,
behavioral disturbances associated with Alzheimer’s disease
such
as EPS: The dose of the conventional neuroleptic is
were randomly assigned to 5, 10, or 15 mg/day of olanzapine
slowly
tapered while the dose of the newer antipsychotic is
or placebo for up to 6 weeks. Greatest improvement was seen
8
slowly
increased.
with low-dose olanzapine (5 and 10 mg/day). There was
no difference in EPS between any dose of olanzapine
Thus, in both scenarios (A) and (B), the conventional neuand placebo.
roleptic should not be stopped suddenly; otherwise, there may
be a risk of relapse. In all cases in which a patient receives an
A starting dose of olanzapine, 2.5 to 5 mg daily, is recomanticholinergic drug along with the conventional neuroleptic,
mended in the elderly, and a maintenance dose of 5 to 15 mg
the anticholinergic agent may be continued for a few days
daily (Table 2).
after neuroleptic withdrawal. This reduces the chances of
cholinergic rebound with resultant nausea, vomiting, and
Quetiapine
other symptoms.
Quetiapine was introduced into clinical practice in 1997. It has
(C) If a patient is experiencing life-threatening side effects,
been shown to be well tolerated and clinically effective in the
such as neuroleptic malignant syndrome: The offending
treatment of schizophrenia.1
neuroleptic drug must be discontinued immediately. The
Quetiapine has an exceptionally low potential for EPS, even at
newer antipsychotic may then be started and slowly
higher doses, and little anticholinergic or prolactin elevating
titrated to the most effective dose.
action. The principal adverse effects in humans include
Whenever possible, once-daily dosing is preferred. Once-daily
drowsiness and postural hypotension.
dosing increases the likelihood of compliance, particularly
In an open-label study of 89 elderly patients who were treated
among patients with chronic schizophrenia who typically
with quetiapine for psychosis, following 1 year of treatment,
require antipsychotic medication for most of their life. Patients
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Switching to atypical antipsychotics
Reason for switch
Current
antipsychotic

Figure 1. Suggested methods
of switching from a conventional neuroleptic to a newer
atypical antipsychotic,
according to the reason for
the switch. Used with permission from Jeste et al.2

Current
antipsychotic
drug

Ineffective

Newer
antipsychotic
drug

Life–
threatening
side effects

Moderate or
distressing
side effects

taking medication once daily are, however, at an increased risk
for side effects such as sedation or postural hypotension
following drug administration during the first few days. To
avoid this problem, the clinician may prescribe smaller divided
doses initially, then switch to a once-daily regimen after a
steady-state drug level is achieved.
When prescribing antipsychotics for elderly patients, start with

a low initial dose then increase this dose slowly until the lowest
effective dose is reached. Finally, antipsychotics provide symptomatic relief, but they do not cure the underlying illness.
Therefore, a comprehensive treatment approach for psychotic
and other severe behavioral disorders must combine drug
therapy with appropriate psychosocial interventions.
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CME Self-Assessment Test
Psychotherapeutic Management of the Long-term Care Patient
On the answer form located on the back cover, please circle the letter that corresponds to the single most
appropriate answer for each of the following questions. Deadline to receive credit is one calendar year from
date of publication.
1.

In addition to a loss of intellectual capacity, patients with
advanced dementia have a higher risk of mortality associated with concurrent acute illnesses such as pneumonia
or hip fracture.
a. True
b. False

2.

What is the prevalence of depression among cognitively
intact nursing home residents versus the community?
a. 3% vs 20% to 25%
b. 20% to 25% vs 3%
c. 50% vs 50%
d. 25% vs 25%

3.

4.

5.

6.

What are the rates of new episodes of major depression
and new depressive symptoms in nursing homes over
1 year?
a. 3% and 8%
b. 13% and 18%
c. 73% and 88%
d. 50% each
Select the correct trend in nursing home admissions.
a. People enter nursing homes later in life
b. Residents in nursing homes are sicker than before
c. Residents in nursing homes are healthier than before
d. Both a and b
e. Both a and c
Dementia care units are available in what percentage of
long-term care facilities?
a. 12.5%
b. 25%
c. 50%
d. 75%
Which atypical antipsychotic drug has the lowest
incidence of extrapyramidal symptoms (EPS)?
a. Olanzapine
b. Quetiapine
c. Risperidone
d. The incidence is the same among these drugs

7.

What factors have a negative impact on a resident’s
quality of life?
a. Physical dependency
b. Depression
c. Anxiolytic treatment
d All of the above
e. Both a and b

8.

Identify the goal(s) of care for nursing home residents.
a. Quality of life (symptom-free and comfortable)
b. Functioning (highest possible levels)
c. Longevity and dignity
d. All of the above
e. Both a and c

9.

What is the cumulative incidence of tardive dyskinesia
(TD) after 1, 2, and 3 years, respectively, of outpatient
treatment with conventional neuroleptics?
a. 2%, 5%, and 10%
b. 10%, 12.5%, and 20%
c. 29%, 50%, and 63%
d. 52%, 62%, and 69%

10. What is (are) the principal risk factor(s) for TD in
the elderly?
a. Duration of prior neuroleptic use at baseline
b. Cumulative amount of high-potency neuroleptics
c. History of alcohol abuse/dependence
d. All of the above
11. What are the advantages of newer neuroleptic agents?
a. Effective for positive symptoms
b. Effective for negative symptoms
c. Lower incidence of EPS versus conventional
neuroleptics
d. All of the above
e. Both a and c
12. Identify the appropriate reason(s) to switch to a newer
antipsychotic drug.
a. The conventional neuroleptic is ineffective
b. Patient has moderate or distressing side effects, such
as EPS
c. When neuroleptic treatment is needed for a short
period
d. All of the above
e. Both a and b
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