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Abstract

Psychiatric consultations for the demented elderly are ofien required and requested by the
medical service. With the rise in the number of demented elderly being housed in acute care hospitals,
the need for these consultations is increasing. In this paper, the author presents a case and discusses
the role of the consultant in (1) diagnostics, (2) therapeutics, (3) assessment of involuntary vs.
voluntary placement in an institution, (4) medical staff education, (5) family education, and (6) the
management of evoked feelings and countertransference among the medical and nursing staff.

INTRODUCTION

In the past decade, an increasing number of elderly demented individuals have
been temporarily housed in general hospitals while awaiting placement in skilled
nursing facilities (1,2). An early study found that on a given day in the state of
Massachusetts, 823 elderly patients who did not need hospitalization were occupying
acute care beds while awaiting placement (3). These elderly patients have been
appropriately labeled “the boat people of the health care delivery system”; this is
particularly true of the demented elderly with behavioral disturbances who are
considered undesirable by the hospitals and nursing homes. With the predicted
“graying” (4,5) of American society and an anticipated shortage of nursing home
beds (6), we can anticipate further increases in the number of demented elderly in
acute care hospitals.

The increase in the number of demented patients is related to the projected
increase in life expectancy; dementia is more likely among the older elderly,
occurring in 2.8% of those between the ages of 65 and 74 and 28% of those at age 85 or
older (7). Schneider and Guralnik (7) predict that by the year 2040, between 6.1 and
9.8 million Americans will have a moderate-to-severe dementia, an increase of at
least 3.7 million from 1985. These authors note that the fiscal costs of housing and
caring for these patients will be considerable, easily approaching the amount of the
current federal deficit (7,8).

Psychiatrists who provide consultation in general hospitals are commonly called
upon to evaluate these patients, and to offer diagnostic, treatment, and placement
recommendations. In the first year of the geropsychiatric consultation service at the
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Royal Liverpool Hospital, the majority of referrals were for demented patients (9).
Reviewing referrals to psychiatrists in a skilled nursing home setting, Bienfield and
Wheeler (10) found that 51% of the patients had a dementia. Among general medical
in-patients who are elderly, 45% suffer from depression and require psychiatric
consultation (11,12). In general, the utility of psychiatry consultations for patients
and medical staff has been well-documented (1,10,11,13,14,15). In addition, psychiat-
ric consultations are cost-effective, reducing the length of medical and surgical
hospitalizations (16,17) and reducing total hospital expenditures per patient (18).

CLINICAL EXAMPLE

The following clinical example presents an elderly demented patient who was
referred to the consultation-liaison psychiatry service at a major teaching hospital.
Largely because of difficulty placing this patient in a nursing home or institution, she
was hospitalized for 275 days. Had it not been for the waiting period to transfer her to
a long-term placement, her hospitalization would have only lasted for a few days.

This 74 year old woman was brought to the emergency room from a nearby
shelter for the homeless where she had been living for two months. Her presenting
complaints were bilateral foot swelling, pain, and erythema. Upon examination, she
was noted to have profound memory impairments. She recalled little more than her
own name, and could not recollect the names of her family members. Upon mental
status examination, she was disoriented, confused, and had impairment of short-
term and long-term memory. Her attention and rudimentary language skills were
intact. There were no other neurological findings. She was admitted to the medical
service for evaluation and treatment of dementia and cellulitis. By day three, all
medical tests were completed. Treatable causes of dementia (i.e., hydrocephalus,
thyroid disturbances) were ruled out, and her cellulitis improved with conservative
medical care. Her discharge diagnoses were arterial insufficiency and dementia of
unknown etiology.

On day four, the medical service planned to discharge her back to the shelter,
but the social worker protested saying that the patient seemed to be too cognitively
impaired to leave the hospital. To settle the matter, a psychiatry consultation was
requested. The consultant noted her deficits in memory, language, visual-spatial
comprehension, judgement, and insight, obtained a history from the patient sugges-
tive of past alcohol use, and offered a presumptive diagnosis of alcoholic dementia.
The consultant agreed with the social worker that the patient could not function
independently, required more supervision than the shelter provided, conceivably
posed a danger to herself as a result of her severe dementia, and would be best cared
for in a skilled nursing home.

The consultant added that she wandered easily, experienced diurnal confusion
(i.e., “sun-downing”), and was distractable, delusional, and paranoid. A small dose of
a high-potency neuroleptic (haloperidol, 0.5-1 mg. p.o.) was advised, to be given early
in the evening when she became more confused. For extrapyramidal side effects, a
small dose of an antiparkinsonism medication (benztropine mesylate, -2 mgs. p.o.
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prn) was advised. The consultant suggested that these medications be given initially
as needed, and then on a once-to-three times a day basis. In addition, the staff was
educated about the utility of prescribing benzodiazepines. For extreme agitation,
restlessness, wandering, and anxiety, a low-dose of a short-acting benzodiazepine
(lorazepam, 0.5-1 mgs. po/im prn) was advised. Staff was advised against putting the
patient on standing doses of benzodiazepines, to avoid the development of tolerance
and over-sedation. (The use of psychotropics in the elderly will be briefly reviewed in
the discussion).

Psychiatrists from the consultation-liaison service spent a considerable amount
of time educating the medical staff about dementia in an attempt to stir academic
interest in the patient. The consultant also assisted staff in ironing out disputes over
whether or not the patient should be discharged, and “whose fault” it was that this
patient was being housed on the medical service while awaiting transfer.

As the hospitalization progressed, the patient became more disoriented and
disorganized, drinking blood and urine cultures which she believed to be cocktails
(i.e., “a bloody Mary”). Late one night, she wandered outside the ward, into the
hospital lobby and nearly outside the confines of the hospital. At this point, lorazepam
were regularly prescribed, haloperidol were increased (1 mg. at bedtime), and a posey
restraint vest was used to prevent the patient from wandering off of the ward.
Although her psychosis was refractory to medication, she was marked less agitated
with the increased dosings.

Having failed to place the patient in several nursing homes, partly for financial
reasons, placement at a local state psychiatric hospital was tried. She was denied
placement at the state facility because she was deemed not to have a severe enough
psychiatric disturbance. According to the reviewer from the state hospital, patients
with refractory illnesses such as severe manic-depression or chronic schizophrenia
were more suitable for their placement. The state hospital reviewer advised attempt-
ing placement in a nursing home, and trying other pharmacological approaches.

On two separate occasions, the patient was accepted by nursing homes and
transferred. Yet the nursing homes found her too disruptive and disturbed; she was
promptly returned back to the hospital. Additional pharmacological measures were
tried independently with minimal success. The haloperidol was raised (2 mgs. several
times a day), benztropine was raised (2 mgs. twice a day), and lorazepam were raised
(1 mg. several times a day). With these changes, the patients experienced more side
effects and little benefit. With the increase in neuroleptics, she developed severe
tremor; with increased antiparkinsonism medications, she became increasingly con-
fused; and, with increases in the benzodiazepines, she became ataxic and increasingly
confused. For a brief time, lithium was tried with no decrease in confusion and
agitation.

Given the inability to transfer the patient to a nursing home, the social worker
re-applied to the state hospital. The social worker explained that it had been about
six months since we originally applied. In the interim, we had followed the sugges-
tions of the state hospital reviewer, but the patient had failed our medication trials
and failed two placements. Sensing the desperation of the situation and the inability
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of the patient to improve, the state hospital re-considered the application and agreed
to accept the patient.

During our negotiations with the state hospital, two of the patient’s relatives
were located through the local Bureau for Missing Persons. The patient’s nieces
opposed the proposed transfer to the state hospital, and urged the medical staff to
“treat” her and restore her functioning. After a meeting with the psychiatric
consultant, the family understood that the patient was not likely to improve, nor
would she be able to return to the community. On day 275, the patient was
transferred to the state psychiatric facility.

DISCUSSION

The psychiatric consultant has an important role to play in assisting the medical
staff with caring for demented patients who are awaiting transfer. Not only must
consultants offer diagnostic and management recommendations, but they must
guide families, patients, and staff as they work towards institutionalization. Patients
and their families are often reluctant to acknowledge the need for nursing home
placement (19) and generally require education, guidance, and counseling. When
patients refuse institutionalization, the psychiatrist needs to assist staff in determin-
ing whether involuntary placement should be pursued, based on the danger that the
demented patient poses to himself or others.

Psychiatric consultants are frequently asked to recommend medications that can
be used to manage these patients. Medicating the demented patient is particularly
challenging. Young and Meyers have noted (20) the age-related changes in the
absorption, metabolism, distribution, and excretion of psychiatric medications, in
addition to age-associated changes in the peripheral and central neurotransmitter
systems in the elderly.

The patient presented here required neuroleptics and benzodiazepines. The
initial treatment of choice was a low dose of a high-potency neuroleptic (which was
less likely to cause falls and increase confusion than a low-potency neuroleptic.) For
sedation, a short-acting benzodiazepine was used in judicious amounts. Sunderland
and Silver (21) have suggested that neuroleptics are extremely useful in the
management of behavioral disturbances and/or psychosis associated with the organic
mental disorders. Reviewing several studies, Young and Meyers (20) conclude that
neuroleptics are superior to placebo in controlling agitation and psychosis, while
there is no evidence for the superiority of one neuroleptic over another. High-potency
neuroleptics with greater dopamine-2-receptor blocking action pose a greater risk of
extrapyramidal symptoms, especially in the elderly (22). On the other hand, low-
potency neuroleptics with greater anticholinergic, antihistaminic, and alpha-1-
adrenergic actions, pose risks for sedation, confusion, and orthostatic hypotension
(20). In general, older patients receiving neuroleptics are are increased risk for falls
and related morbidity and must be monitored carefully.

Benzodiazepines like lorazepam have also been shown to decrease wandering,
reduce agitation, and decease restlessness in the demented elderly (20). Lorazepam
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is preferable to many other benzodiazepines because it has a short-half life and lacks
long-acting metabolites which may lead to drug accumulation (23). Also, in compari-
son to many other benzodiazepines, the metabolism and excretion of lorazepam is
less dependent on age-related liver deterioration (23). Nonetheless, benzodiazepines
have a limited role in the treatment of the demented patients. They may worsen
cognitive functioning, increase the risk for falls, and are associated with paradoxical
reactions and disinhibition (20).

This clinical example also demonstrates the evoked feelings and countransfer-
ence that are typical for house officers. The psychiatric consultant is uniquely
qualified to help the medical personnel recognize and correct their negative feelings,
and arbitrate arguments that arise between social workers, nurses, and house
officers.

In this case, we observe the difficulties of housing chronic dementia patients on
an acute medical service. As Billing and Leibenluft (24) have discussed, the demented
elderly require a special array of medical, nursing, and health care services which are
distinctly different from what is provided on most general medicine or psychiatric
wards. Doctors must be familiar with prescribing psychotropic medications to the
frail elderly; nurses and aides need to know how to assist these patients with the
activities of daily living; social workers must be aware of the networks of agencies and
institutions that serve this population; and, recreational therapists need to recognize
their increased need for physical and mental stimulation. Even the architecture of
the ward must be different. The wards must be constructed as safe places for the
elderly demented, with locked entrance and exit doors to prevent wandering,
elopement, and accidents. While the consultant should be aware of the optimal
environment for these patients, he or she must be prepared to help staff manage
these patients in the typically sub-optimal acute medical ward.

Finding placement for demented patients with behavioral disturbances is espe-
cially difficult (25). The consultant needs to recognize that the ward needs to adjust
to the problems that arise with these patients given that they are housed on the
service for lengthy periods of time. The psychiatrist needs to educate the medical
staff about appropriate placement. For instance, in this case, the staff urged the
medical center to transfer the patient to a nearby acute psychiatric hospital. They
were surprised to learn that most acute psychiatric hospitals are ill-suited for these
patients. Moreover, acute hospitals are reluctant to accept patients who are difficult
to discharge.

While a lengthy discourse on the financial factors responsible for the current
delays in hospital-to-nursing home transfers is beyond the scope of this report, we
should mention some of the reasons why this predicament exists. Placement is much
more difficult since the days of psychiatric deinstitutionalization (1,26,27). In the
past, state hospitals played a pivotal role in long-term care of the demented elderly
(28), while today’s state psychiatric hospitals are mainly geared for acute care.
Fortunately, our own local state hospital was willing to accept the above-stated
patient after she had failed other placements. Nursing homes, on the other hand, are
quite selective as to which patients they will admit. Faced with reductions in
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government financing, they have tried to cut costs by accepting fewer psychiatric,
severely impaired, or impoverished patients (2). Thirdly, the hospitals that house
patients are under tremendous pressure to discharge these patients as soon as
possible, before DRG payments are exceeded (29). (This patient’s hospitalization was
estimated at $104,146, although the hospital only collected a fraction of that
amount). Clearly, we must do our utmost to insure that the medical care delivery
system is modified in such a manner as to better serve our demented patients. Yet,
while these patients remain housed in medical hospitals, psychiatric consultation can
be extremely useful to the patients, their families, and the staff.
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