
BackgroundBackground Little isknownoftheLittle isknownofthe

needs of elderlypatientswith psychoticneeds of elderlypatientswith psychotic

illnesses.illnesses.

AimsAims Tomeasure the care needs of anTomeasure the care needs of an

epidemiologicallybasedgroup of patientsepidemiologically based group of patients

over the age of 65 years suffering fromover the age of 65 years suffering from

psychotic illness, usinga standardisedpsychotic illness, usinga standardised

assessment.assessment.

MethodMethod Allpatients aged 65 years andAllpatients aged 65 years and

overwith a diagnosis of schizophrenia andoverwith a diagnosis of schizophrenia and

related disorders froma definedrelated disorders froma defined

catchment areawere identified.Theircatchment areawere identified.Their

health and social care needswerehealth and social care needswere

investigatedusing the Cardinal Needsinvestigatedusing the Cardinal Needs

Schedule.Schedule.

ResultsResults The1-year prevalence ofThe1-year prevalence of

schizophrenia andrelated disorderswasschizophrenia andrelated disorderswas

4.44 per1000 ofthe population at risk.4.44 per1000 ofthe population at risk.

Therewerehigh levels of unmetneed forTherewerehigh levels of unmetneed for

manypatients, including those in Nationalmanypatients, including those in National

Health Service (NHS) continuing-careHealth Service (NHS) continuing-care

beds.beds.

ConclusionsConclusions ManyneedswereManyneedswere

identified, all of which could be addressedidentified, all of which could be addressed

using the existing skills of localhealth andusing the existing skills of localhealth and

social care professionals.The investigationsocial care professionals.The investigation

raises serious concerns about standards ofraises serious concerns about standards of

hospital and communitycare for elderlyhospital and communitycare for elderly

patientswith schizophrenia.The findingspatientswith schizophrenia.The findings

maybe unique, reflectinglong-standingmaybe unique, reflecting long-standing

problemswithin a particularlyhard-problemswithin a particularlyhard-

pressedpartoftheNHS.However, itisnotpressedpartoftheNHS.However, itisnot

knownwhether a similar situation existsinknownwhether a similar situation existsin

other parts ofthe UK.other parts ofthe UK.
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The serious concerns about the adequacy ofThe serious concerns about the adequacy of

care for people with severe mental dis-care for people with severe mental dis-

orders in the UK have concentrated almostorders in the UK have concentrated almost

solely on young adults. This may be due tosolely on young adults. This may be due to

the rarity of violent behaviour by elderlythe rarity of violent behaviour by elderly

patients (Rodriguez-Ferrera & Vassilas,patients (Rodriguez-Ferrera & Vassilas,

1998). Also, in this age group neurodegen-1998). Also, in this age group neurodegen-

erative diseases dominate health care policyerative diseases dominate health care policy

and research activity. There have been fewand research activity. There have been few

investigations of the care of older peopleinvestigations of the care of older people

with psychotic illnesses. Some British stu-with psychotic illnesses. Some British stu-

dies have given encouraging results (Perkinsdies have given encouraging results (Perkins

et alet al, 1989; Leff, 1993; Holloway, 1989; Leff, 1993; Holloway et alet al,,

1994). For example, the Team for Assess-1994). For example, the Team for Assess-

ment of Psychiatric Services followed up el-ment of Psychiatric Services followed up el-

derly patients discharged after prolongedderly patients discharged after prolonged

hospital admission. Their programme ofhospital admission. Their programme of

care was ‘highly successful . . . perhapscare was ‘highly successful . . . perhaps

more than any other sector of the formermore than any other sector of the former

long stay population, ageing schizophreniclong stay population, ageing schizophrenic

patients and those suffering from dementiapatients and those suffering from dementia

proved capable of resettling successfullyproved capable of resettling successfully

within the community’ (Trieman & Wills,within the community’ (Trieman & Wills,

1996). We investigated the prevalence of1996). We investigated the prevalence of

schizophrenia and related disorders inschizophrenia and related disorders in

elderly people from a defined catchmentelderly people from a defined catchment

area and used a standardised needs assess-area and used a standardised needs assess-

ment to evaluate the quality of health andment to evaluate the quality of health and

social care.social care.

METHODMETHOD

The study has been informed by four over-The study has been informed by four over-

lapping principles that have evolved fromlapping principles that have evolved from

policy documents (the National Healthpolicy documents (the National Health

Service and Community Care Act 1990)Service and Community Care Act 1990)

and previous health services researchand previous health services research

(Brewin(Brewin et alet al, 1987; Stevens & Gabbay,, 1987; Stevens & Gabbay,

1991; Wing, 1992; Marshall, 1994;1991; Wing, 1992; Marshall, 1994;

MurrayMurray et alet al, 1996). First, in assessing, 1996). First, in assessing

treatment outcomes it is insufficient totreatment outcomes it is insufficient to

identify only patients’ problems and suffer-identify only patients’ problems and suffer-

ing (Matthew, 1971). According to Winging (Matthew, 1971). According to Wing

(1992), this has to be followed by assess-(1992), this has to be followed by assess-

ment of needs: ‘a need for care existsment of needs: ‘a need for care exists

when an individual has an illness or impair-when an individual has an illness or impair-

mentment for which there is an effective andfor which there is an effective and

acceptable methodacceptable method of interventionof intervention’ [italics’ [italics

added]. This mirrorsadded]. This mirrors good clinical practicegood clinical practice

and avoids giving the impression that pro-and avoids giving the impression that pro-

fessionals, familiesfessionals, families and even patients areand even patients are

somehow failing whensomehow failing when they are unable tothey are unable to

combat incurable illness.combat incurable illness.

Second, the views of individual patientsSecond, the views of individual patients

are paramount in deciding whether theyare paramount in deciding whether they

will accept a potentially effective interven-will accept a potentially effective interven-

tion and therefore whether they currentlytion and therefore whether they currently

have a need for care in this area (Marshallhave a need for care in this area (Marshall

et alet al, 1995). This can be overruled only in, 1995). This can be overruled only in

special circumstances, for example whenspecial circumstances, for example when

the patient is a risk to self or others.the patient is a risk to self or others.

Third, deciding what interventionsThird, deciding what interventions

could be effective requires expert profes-could be effective requires expert profes-

sional knowledge. This may be consideredsional knowledge. This may be considered

a rather old-fashioned approach. However,a rather old-fashioned approach. However,

needs assessment in psychiatry sometimesneeds assessment in psychiatry sometimes

leads to creation of a ‘wish list’ which failsleads to creation of a ‘wish list’ which fails

to differentiate effective and ineffectiveto differentiate effective and ineffective

interventions.interventions.

Fourth, if an illness can impair judge-Fourth, if an illness can impair judge-

ment, evaluation of quality of care mustment, evaluation of quality of care must

include those not in receipt of services asinclude those not in receipt of services as

well as those who are receiving assistance.well as those who are receiving assistance.

In our opinion, this is the most importantIn our opinion, this is the most important

principle in evaluating the care of peopleprinciple in evaluating the care of people

with any serious psychiatric or neuro-with any serious psychiatric or neuro-

psychiatric condition.psychiatric condition.

Study areaStudy area

The investigation was carried out in theThe investigation was carried out in the

towns of Hamilton, Blantyre, Larkhall,towns of Hamilton, Blantyre, Larkhall,

Stonehouse, Bothwell, Uddingston, BellshillStonehouse, Bothwell, Uddingston, Bellshill

and Viewpark (referred to below as Hamil-and Viewpark (referred to below as Hamil-

ton and Bellshill) with approval from theton and Bellshill) with approval from the

research ethics committee of the Lanark-research ethics committee of the Lanark-

shire Health Board. The total populationshire Health Board. The total population

in 1998 was 155 696, with 20 292 personsin 1998 was 155 696, with 20 292 persons

aged 65 years and over. The major part ofaged 65 years and over. The major part of

the study area had previously formed thethe study area had previously formed the

old Hamilton local government district,old Hamilton local government district,

which has been rated the eighth most-which has been rated the eighth most-

deprived district in Scotland (out of 56),deprived district in Scotland (out of 56),

based on deprivation indices (Carstairs &based on deprivation indices (Carstairs &

Morris, 1991) applied to the 1991 censusMorris, 1991) applied to the 1991 census

(McLoone, 2000). The overall Carstairs(McLoone, 2000). The overall Carstairs

deprivation score for Hamilton districtdeprivation score for Hamilton district

was 0.61, with scores for individual townswas 0.61, with scores for individual towns

ranging from 3.7 for Blantyre toranging from 3.7 for Blantyre to 772.3 for2.3 for

Uddingston and Bothwell. Viewpark had aUddingston and Bothwell. Viewpark had a

Carstairs score of 3.3 and Bellshill a scoreCarstairs score of 3.3 and Bellshill a score

of 3.2 (the third and fourth highest levelsof 3.2 (the third and fourth highest levels

of deprivation for towns in Lanarkshire).of deprivation for towns in Lanarkshire).

Until about 10 years ago LanarkshireUntil about 10 years ago Lanarkshire

mental health services were dominatedmental health services were dominated

by Hartwood Hospital, a hugh, isolatedby Hartwood Hospital, a hugh, isolated

Victorian asylum. This hospital is set forVictorian asylum. This hospital is set for
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final closure in 2003. Services for elderlyfinal closure in 2003. Services for elderly

people withpeople with mental illness in Hamilton andmental illness in Hamilton and

BellshillBellshill now include acute assessment bedsnow include acute assessment beds

in twoin two local district general hospitals and alocal district general hospitals and a

geriatricgeriatric community unit. There are long-community unit. There are long-

stay beds in Hartwood and Clelandstay beds in Hartwood and Cleland

Hospitals. As in other parts of the west ofHospitals. As in other parts of the west of

Scotland, the National Health ServiceScotland, the National Health Service

(NHS) has contracted with a private nur-(NHS) has contracted with a private nur-

sing home to provide ‘partnership’ bedssing home to provide ‘partnership’ beds

staffed by registered mental nurses. Thestaffed by registered mental nurses. The

NHS consultants have direct admittingNHS consultants have direct admitting

rights and remain the responsible medicalrights and remain the responsible medical

officers. Community mental health teamsofficers. Community mental health teams

(CMHTs) for elderly patients in Lanark-(CMHTs) for elderly patients in Lanark-

shire were established in 1995. At the plan-shire were established in 1995. At the plan-

ning stage they were envisaged as teams forning stage they were envisaged as teams for

the care of patients with dementia. Whenthe care of patients with dementia. When

they began work their remit included allthey began work their remit included all

other mental illnesses, although withoutother mental illnesses, although without

additional resources.additional resources.

Study groupStudy group

All participants were aged 65 years or overAll participants were aged 65 years or over

during the period 1 January to 31 Decemberduring the period 1 January to 31 December

1998. They had a home address in the study1998. They had a home address in the study

area during this period or else they had beenarea during this period or else they had been

in continuous long-term care in one of thein continuous long-term care in one of the

Lanarkshire in-patient facilities and hadLanarkshire in-patient facilities and had

been originally admitted from a Hamiltonbeen originally admitted from a Hamilton

or Bellshill address. The NHS–private part-or Bellshill address. The NHS–private part-

nership home was situated in Bellshill andnership home was situated in Bellshill and

all residents with a relevant diagnosis wereall residents with a relevant diagnosis were

included. Patients had schizophrenia or aincluded. Patients had schizophrenia or a

related disorder, operationally defined asrelated disorder, operationally defined as

any of the following diagnostic categoriesany of the following diagnostic categories

from DSM–III–R (American Psychiatricfrom DSM–III–R (American Psychiatric

Association, 1987): schizophrenia, schizo-Association, 1987): schizophrenia, schizo-

phreniform disorder, delusional disorder,phreniform disorder, delusional disorder,

atypical psychosis and schizoaffective dis-atypical psychosis and schizoaffective dis-

order. Those with learning disability whoorder. Those with learning disability who

fulfilled the above criteria were included.fulfilled the above criteria were included.

Potential participants were identified fromPotential participants were identified from

the following sources.the following sources.

(a)(a) The Information and Statistics DivisionThe Information and Statistics Division

of the NHS in Scotland providedof the NHS in Scotland provided

hospital discharge data for the past 20hospital discharge data for the past 20

years. Any ICD–9 or ICD–10 diagnosisyears. Any ICD–9 or ICD–10 diagnosis

(World Health Organization, 1978,(World Health Organization, 1978,

1992) that could indicate a schizophre-1992) that could indicate a schizophre-

niform illness led to further investigationniform illness led to further investigation

of eligibility.of eligibility.

(b)(b) Current and past patients of the localCurrent and past patients of the local

psychiatric services who had a relevantpsychiatric services who had a relevant

or possibly relevant clinical diagnosisor possibly relevant clinical diagnosis

were identified by trawls throughwere identified by trawls through

hospital records, community nursinghospital records, community nursing

notes, and appointment diaries.notes, and appointment diaries.

(c)(c) Visits were made to the acute assess-Visits were made to the acute assess-

ment wards, the local communityment wards, the local community

hospital, the long-stay wards athospital, the long-stay wards at

Hartwood and Cleland Hospitals, andHartwood and Cleland Hospitals, and

the partnership nursing home.the partnership nursing home.

(d)(d) The case notes of all patients withThe case notes of all patients with

learning disability aged 65 years orlearning disability aged 65 years or

over, who remained in hospital careover, who remained in hospital care

and who originated from the studyand who originated from the study

area, were examined.area, were examined.

(e)(e) Case records of patients on local long-Case records of patients on local long-

stay geriatric medicine wards werestay geriatric medicine wards were

similarly examined.similarly examined.

(f)(f) The 18 general practices in the areaThe 18 general practices in the area

were contacted with names of relevantwere contacted with names of relevant

patients on their lists whom we hadpatients on their lists whom we had

identified. One practice informed us ofidentified. One practice informed us of

two additional patients who potentiallytwo additional patients who potentially

fulfilled inclusion criteria.fulfilled inclusion criteria.

(g)(g) With the assistance of the local CMHT,With the assistance of the local CMHT,

residential and nursing homes wereresidential and nursing homes were

contacted and an attempt was made tocontacted and an attempt was made to

identify any undiagnosed case ofidentify any undiagnosed case of

psychotic illness. None was found.psychotic illness. None was found.

(h)(h) Contact was made with the local socialContact was made with the local social

work department but they were unablework department but they were unable

to assist, for reasons of confidentiality.to assist, for reasons of confidentiality.

All psychiatric case notes of potentialAll psychiatric case notes of potential

study participants were examined by thestudy participants were examined by the

research psychogeriatrician (S.V.M.) usingresearch psychogeriatrician (S.V.M.) using

OPCRIT (McGuffinOPCRIT (McGuffin et alet al, 1991), a symp-, 1991), a symp-

tom checklist which generates standardisedtom checklist which generates standardised

diagnoses. Four patients had no or inade-diagnoses. Four patients had no or inade-

quate case notes and for these people aquate case notes and for these people a

semi-structured diagnostic interview wassemi-structured diagnostic interview was

necessary. One of these patients refusednecessary. One of these patients refused

all contact with the researchers and wasall contact with the researchers and was

excluded. Another was markedly cogni-excluded. Another was markedly cogni-

tively impaired in addition to being deaftively impaired in addition to being deaf

and blind. She did not cooperate withand blind. She did not cooperate with

interview and was excluded from furtherinterview and was excluded from further

analysis. The two remaining patients wereanalysis. The two remaining patients were

not eligible: one had a bipolar affectivenot eligible: one had a bipolar affective

disorder and the other had no psychiatricdisorder and the other had no psychiatric

diagnosis.diagnosis.

Interview procedureInterview procedure

Patients were contacted only with thePatients were contacted only with the

permission of their general practitioner,permission of their general practitioner,

consultant or keyworker. Subject to con-consultant or keyworker. Subject to con-

sent, the research psychiatrist interviewedsent, the research psychiatrist interviewed

each patient and the research nurse inter-each patient and the research nurse inter-

viewed the carer (where available) usingviewed the carer (where available) using

the Cardinal Needs Schedule (Marshallthe Cardinal Needs Schedule (Marshall

et alet al, 1995). It comprises the following six, 1995). It comprises the following six

scales.scales.

Behaviour was assessed using theBehaviour was assessed using the

‘Rehabilitation Evaluation Hall and Baker’‘Rehabilitation Evaluation Hall and Baker’

(REHAB; Baker & Hall, 1988), a widely(REHAB; Baker & Hall, 1988), a widely

used standardised behaviour scale whichused standardised behaviour scale which

rates living skills such as communicationrates living skills such as communication

and self-care (general behaviour, scaleand self-care (general behaviour, scale

0–160), and disruptive or embarrassing0–160), and disruptive or embarrassing

behaviours such as violence, self-harm andbehaviours such as violence, self-harm and

shouting (disturbed behaviour, scale 0–14).shouting (disturbed behaviour, scale 0–14).

Some questions had been slightly alteredSome questions had been slightly altered

in an earlier study (Murrayin an earlier study (Murray et alet al, 1996) to, 1996) to

make them suitable for use in communitymake them suitable for use in community

settings.settings.

The Manchester scale (KrawieckaThe Manchester scale (Krawiecka et alet al,,

1977) rates depression/anxiety on a scale of1977) rates depression/anxiety on a scale of

0–8; positive symptoms (hallucinations,0–8; positive symptoms (hallucinations,

delusions and/or incoherence of thought)delusions and/or incoherence of thought)

on a scale of 0–12; negative symptomson a scale of 0–12; negative symptoms

(psychomotor retardation, blunting of(psychomotor retardation, blunting of

affect and/or poverty of speech) on a scaleaffect and/or poverty of speech) on a scale

of 0–12; and side-effects of psychotropicof 0–12; and side-effects of psychotropic

medication, including tardive dyskinesia,medication, including tardive dyskinesia,

on a scale of 0–10.on a scale of 0–10.

The Mini-Mental State ExaminationThe Mini-Mental State Examination

(MMSE; Folstein(MMSE; Folstein et alet al, 1975) is used to as-, 1975) is used to as-

sess cognitive impairment (scale 0–30; high-sess cognitive impairment (scale 0–30; high-

er scores indicate better cognitive function).er scores indicate better cognitive function).

The Client Opinion Questionnaire is aThe Client Opinion Questionnaire is a

structured interview that elicits the patient’sstructured interview that elicits the patient’s

views on current problems and needs.views on current problems and needs.

The Carer Stress Questionnaire is aThe Carer Stress Questionnaire is a

strucstructured interview about problems encoun-tured interview about problems encoun-

teredtered by the main carer.by the main carer.

The Additional Information ScheduleThe Additional Information Schedule

collates information from the case notescollates information from the case notes

and the carer on medical history, forensicand the carer on medical history, forensic

history and other relevant clinical factors.history and other relevant clinical factors.

These last three scales were specificallyThese last three scales were specifically

developed for the Cardinal Needs Scheduledeveloped for the Cardinal Needs Schedule

(Marshall(Marshall et alet al, 1995)., 1995).

These instruments together determineThese instruments together determine

whether objective problems are present inwhether objective problems are present in

eight clinical and eight social domains ofeight clinical and eight social domains of

functioning (Table 1). These become cardi-functioning (Table 1). These become cardi-

nal problems (a problem requiring action) ifnal problems (a problem requiring action) if

one, two or three of the following criteriaone, two or three of the following criteria

are met: first, the patient is willing to acceptare met: first, the patient is willing to accept

help for the problem (the cooperationhelp for the problem (the cooperation

criterion); second, people caring for thecriterion); second, people caring for the

patient are experiencing severe anxiety,patient are experiencing severe anxiety,

annoyance or inconvenience as a result ofannoyance or inconvenience as a result of

the problem (the caregiver stress criterion);the problem (the caregiver stress criterion);

third, the problem is such that the healththird, the problem is such that the health

and safety of the patient and/or others areand safety of the patient and/or others are

at risk (the severity criterion). Rules forat risk (the severity criterion). Rules for

deciding on the presence of a cardinaldeciding on the presence of a cardinal

problem are not applied uniformly. Forproblem are not applied uniformly. For

example, people who were unable to useexample, people who were unable to use

community facilities would not have acommunity facilities would not have a

cardinal problem in this area if they didcardinal problem in this area if they did

not want help. On the other hand,not want help. On the other hand,

behaviour that puts a patient at riskbehaviour that puts a patient at risk

24 224 2
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becomes a cardinal problem on the basis ofbecomes a cardinal problem on the basis of

severity even if the patient would notseverity even if the patient would not

choose to accept any intervention. For eachchoose to accept any intervention. For each

area of functioning the outcome for aarea of functioning the outcome for a

cardinal problem must be one of thecardinal problem must be one of the

following:following:

(a)(a) a suspended need – a cardinal problema suspended need – a cardinal problem

for which a suitable intervention existsfor which a suitable intervention exists

and is in progress;and is in progress;

(b)(b) a problem that persists despite inter-a problem that persists despite inter-

vention – a cardinal problem forvention – a cardinal problem for

which all suitable interventions havewhich all suitable interventions have

been tried and failed;been tried and failed;

(c)(c) a need – a cardinal problem for which aa need – a cardinal problem for which a

suitable intervention exists but which hassuitable intervention exists but which has

not been given a recent adequate trial.not been given a recent adequate trial.

24 324 3

Table1Table1 Results of the needs assessment in patientsResults of the needs assessment in patients

Area of functioningArea of functioning Objective problemsObjective problems Cardinal problemsCardinal problems Suspended needsSuspended needs PPDIPPDI NeedsNeeds InterventionIntervention

PsychosisPsychosis 3131 2727 11 11 2525 Atypical neuroleptic (4)Atypical neuroleptic (4)

Cognitive^behavioural therapy (1)Cognitive^behavioural therapy (1)

Family intervention (1)Family intervention (1)

Monitoringmedication (2)Monitoringmedication (2)

Psychiatric assessment (17)Psychiatric assessment (17)

Side-effectsSide-effects 3939 3333 11 55 2727 Change in medication (7)Change in medication (7)

Psychiatric assessment (20)Psychiatric assessment (20)

Anxiety or depressionAnxiety or depression 1313 1111 00 11 1010 Basic behavioural intervention (2)Basic behavioural intervention (2)

Medication (2)Medication (2)

Psychological treatment (3)Psychological treatment (3)

Support (3)Support (3)

Self-harm or violenceSelf-harm or violence 55 11 00 00 11 Psychiatric assessment (1)Psychiatric assessment (1)

Organic disorderOrganic disorder 3434 2929 00 77 2222 Monitoring of cognitive functioning (3)Monitoring of cognitive functioning (3)

Specialist investigation (19)Specialist investigation (19)

HealthHealth 2727 2323 33 1111 99 Advice on aids (1)Advice on aids (1)

Coping advice (carer) (1)Coping advice (carer) (1)

Coping advice (patient) (1)Coping advice (patient) (1)

Specialist assessment (5)Specialist assessment (5)

Specific treatment (1)Specific treatment (1)

Socially embarrassing behaviourSocially embarrassing behaviour 2626 1212 44 11 77 Basic behavioural intervention (5)Basic behavioural intervention (5)

Psychological treatment (2)Psychological treatment (2)

Drugs and alcoholmisuseDrugs and alcohol misuse 11 00 00 00 00

Domestic skillsDomestic skills 4141 1111 11 33 77 Home help (1)Home help (1)

Specialist assessment (6)Specialist assessment (6)

Finance and welfareFinance and welfare 3939 33 11 00 22 Remedial training (2)Remedial training (2)

Transport and amenitiesTransport and amenities 4040 1010 00 44 66 Remedial training (1)Remedial training (1)

Special transport (5)Special transport (5)

LiteracyLiteracy 11 00 00 00 00

WorkWork 00 00 00 00 00

Social lifeSocial life 4949 2020 22 00 1818 Coping advice (patient) (1)Coping advice (patient) (1)

Medication (8)Medication (8)

Sheltered leisure (6)Sheltered leisure (6)

Social stimulation programme (1)Social stimulation programme (1)

Structured daytime activity (2)Structured daytime activity (2)

Hygiene and dressingHygiene and dressing 3131 2525 55 1616 44 Remedial training (1)Remedial training (1)

Supervised bathing and dressing (3)Supervised bathing and dressing (3)

AccommodationAccommodation N/AN/A N/AN/A N/AN/A N/AN/A 1414 Bedsit (supported) (1)Bedsit (supported) (1)

Flat (one bedroom) (3)Flat (one bedroom) (3)

Flat (supported) (2)Flat (supported) (2)

Flat (two bedrooms) (1)Flat (two bedrooms) (1)

Group home (24-h staffing) (3)Group home (24-h staffing) (3)

Nursing home (4)Nursing home (4)

TotalTotal 377377 205205 1818 4949 152152

PPDI, persistent problems despite intervention.PPDI, persistent problems despite intervention.
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The process that is followed in determiningThe process that is followed in determining

objective problems, cardinal problems,objective problems, cardinal problems,

needs, suspended needs and persistent prob-needs, suspended needs and persistent prob-

lems despite intervention is summarised inlems despite intervention is summarised in

Fig. 1. This provides a very conservativeFig. 1. This provides a very conservative

assessment of needs. Lockwood (2000)assessment of needs. Lockwood (2000)

summarised needs as ‘a measure of thesummarised needs as ‘a measure of the

extent to which mental health services areextent to which mental health services are

failing to provide suitable care’.failing to provide suitable care’.

Statistical analysisStatistical analysis

Total numbers of objective problems, cardi-Total numbers of objective problems, cardi-

nal problems, needs, suspended needs andnal problems, needs, suspended needs and

persistent problems despite intervention inpersistent problems despite intervention in

the people interviewed were calculated forthe people interviewed were calculated for

each social and clinical domain. Statisticaleach social and clinical domain. Statistical

analyses were performed using the Statisti-analyses were performed using the Statisti-

cal Package for the Social Sciences, versioncal Package for the Social Sciences, version

9.0 for Windows (SPSS, 1998). Mean9.0 for Windows (SPSS, 1998). Mean

scores and 95% confidence intervals arescores and 95% confidence intervals are

presented for comparisons of key socio-presented for comparisons of key socio-

demographic, clinical and needs assessmentdemographic, clinical and needs assessment

variables. Levels of statistical significancevariables. Levels of statistical significance

are based on independent-sampleare based on independent-sample tt-tests.-tests.

When re-analysed using non-parametricWhen re-analysed using non-parametric

methods the levels of statistical significancemethods the levels of statistical significance

are very similar.are very similar.

RESULTSRESULTS

A total of 95 patients appeared to meet allA total of 95 patients appeared to meet all

initial inclusion cirteria. The research oldinitial inclusion cirteria. The research old

age psychiatrist (S.V.M.) made the final de-age psychiatrist (S.V.M.) made the final de-

cision on each patient’s diagnosis on thecision on each patient’s diagnosis on the

basis of structured examination of the casebasis of structured examination of the case

notes, information from the patient’s doc-notes, information from the patient’s doc-

tors and keyworker, and his own clinicaltors and keyworker, and his own clinical

examination. This was especially importantexamination. This was especially important

in view of the high level of cognitive im-in view of the high level of cognitive im-

pairment in these people. In five cases a re-pairment in these people. In five cases a re-

levant OPCRIT diagnosis was overruled:levant OPCRIT diagnosis was overruled:

one patient had suffered from deliriumone patient had suffered from delirium

due to benzodiazepine withdrawal, onedue to benzodiazepine withdrawal, one

had experienced an organic mood disorder,had experienced an organic mood disorder,

two were diagnosed as having Alzheimer’stwo were diagnosed as having Alzheimer’s

disease, and one had dementia with Lewydisease, and one had dementia with Lewy

bodies. This left 90 patients. The possibilitybodies. This left 90 patients. The possibility

remains that some of the patients withremains that some of the patients with

recent onset of symptoms of psychosis hadrecent onset of symptoms of psychosis had

an underlying neurodegenerative disorderan underlying neurodegenerative disorder

as the primary condition.as the primary condition.

Eighty-one patients had schizophrenia,Eighty-one patients had schizophrenia,

three had delusional disorder, and sixthree had delusional disorder, and six

had an atypical psychosis. The 1-yearhad an atypical psychosis. The 1-year

prevalence for non-organic, non-affectiveprevalence for non-organic, non-affective

psychosis was 4.44 per 1000. Mean agepsychosis was 4.44 per 1000. Mean age

was 73.9 years (s.d.was 73.9 years (s.d.¼7.8, range 64–99);7.8, range 64–99);

29 patients (32%) were male and 61 were29 patients (32%) were male and 61 were

female. The mean age at onset of illnessfemale. The mean age at onset of illness

was 51.1 years (s.d.was 51.1 years (s.d.¼19.1, range 17–97);19.1, range 17–97);

53 (59%) had onset after the age of 4553 (59%) had onset after the age of 45

years. Fifty patients (56%) were living inyears. Fifty patients (56%) were living in

their own homes; 14 (16%) were living intheir own homes; 14 (16%) were living in

local authority or private residential andlocal authority or private residential and

nursing homes; 12 (13%) were in thenursing homes; 12 (13%) were in the

NHS–private partnership home; 8 (9%)NHS–private partnership home; 8 (9%)

were in long-stay wards of the mentalwere in long-stay wards of the mental

hospitals; 5 (6%) were in the communityhospitals; 5 (6%) were in the community

hospital; 1 was in the acute admissionhospital; 1 was in the acute admission

ward.ward.

Interviewed participantsInterviewed participants

Fifty-eight participants (64%) were inter-Fifty-eight participants (64%) were inter-

viewed. During the study year 12 (13%)viewed. During the study year 12 (13%)

of the 90 eligible patients died and oneof the 90 eligible patients died and one

moved to another part of the countrymoved to another part of the country

before they could be interviewed. Onebefore they could be interviewed. One

patient (who had an OPCRIT diagnosis ofpatient (who had an OPCRIT diagnosis of

schizophrenia and a known history of alco-schizophrenia and a known history of alco-

hol misuse) could not be traced despitehol misuse) could not be traced despite

visits to three different identified addresses.visits to three different identified addresses.

Eighteen patients (20%) refused to partici-Eighteen patients (20%) refused to partici-

pate, of whom 15 had a diagnosis ofpate, of whom 15 had a diagnosis of

schizophrenia and 3 an atypical psychosis.schizophrenia and 3 an atypical psychosis.

They were of a similar age to the inter-They were of a similar age to the inter-

viewed patients (mean 73.6 yearsviewed patients (mean 73.6 years vv. 74.9. 74.9

years;years; PP¼0.5). However, all but one were0.5). However, all but one were

female and all were living in their ownfemale and all were living in their own

homes.homes.

Of the 58 people interviewed, 37 (64%)Of the 58 people interviewed, 37 (64%)

were female and 21 were male. The agewere female and 21 were male. The age

range was 65–94 years with a mean of 75range was 65–94 years with a mean of 75

years. Fifty-four patients (93%) had ayears. Fifty-four patients (93%) had a

DSM–III–R diagnosis of schizophrenia, 2DSM–III–R diagnosis of schizophrenia, 2

(3%) had a delusional disorder and 2 had(3%) had a delusional disorder and 2 had

an atypical psychosis. Twenty-four (41%)an atypical psychosis. Twenty-four (41%)

participants were living in their own home;participants were living in their own home;

13 (22%) lived in a nursing or residential13 (22%) lived in a nursing or residential

home; 11 (19%) lived in the NHS–privatehome; 11 (19%) lived in the NHS–private

partnership home; 5 (9%) were in long-partnership home; 5 (9%) were in long-

term psychiatric wards; 5 were in-patientsterm psychiatric wards; 5 were in-patients

in the community hospital or acute admissionin the community hospital or acute admission

ward.ward.

Current symptoms and behaviourCurrent symptoms and behaviour

One patient did not cooperate with theOne patient did not cooperate with the

assessment of current symptoms and side-assessment of current symptoms and side-

effects. Thirty-seven of the remaindereffects. Thirty-seven of the remainder

(65%) had clinically significant positive(65%) had clinically significant positive

psychotic symptoms and 32 (56%) hadpsychotic symptoms and 32 (56%) had

negative symptoms; 13 (23%) had clinicallynegative symptoms; 13 (23%) had clinically

significant depression and/or anxiety, 4 ofsignificant depression and/or anxiety, 4 of

whom reported suicidal ideas in thewhom reported suicidal ideas in the

previous week. Tremor was identified byprevious week. Tremor was identified by

the research psychiatrist in 22 patientsthe research psychiatrist in 22 patients

(38%) and rigidity in 18 (32%). Tardive(38%) and rigidity in 18 (32%). Tardive

dyskinesia was mild in 18 (32%) anddyskinesia was mild in 18 (32%) and

marked in 17marked in 17 (30%) of those who coopera-(30%) of those who coopera-

ted with clinicalted with clinical examination.examination.

Cognitive impairment was a prominentCognitive impairment was a prominent

feature. For the 53 participants whofeature. For the 53 participants who

completed the MMSE the mean scorecompleted the MMSE the mean score

was 20 (range 1–30). Thirty-two (60%)was 20 (range 1–30). Thirty-two (60%)

of theseof these people scored 25 or below, whichpeople scored 25 or below, which

was considered by Folsteinwas considered by Folstein et alet al (1975)(1975)

to indicate clinically relevant cognitiveto indicate clinically relevant cognitive

impairment.impairment.

In 12 cases the REHAB scale was notIn 12 cases the REHAB scale was not

completed because no carer was availablecompleted because no carer was available

for interview. The mean REHAB score forfor interview. The mean REHAB score for

general behaviour in the remaining 46general behaviour in the remaining 46

participants was 75 (95% CI 66.6–83.4,participants was 75 (95% CI 66.6–83.4,

range 14–124). Twenty-six (57%) had arange 14–124). Twenty-six (57%) had a
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Fig. 1Fig. 1 Rules for determining needs.Rules for determining needs.
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generalgeneral behaviour score above 70; using thebehaviour score above 70; using the

original guidelines of Baker & Hall (1988),original guidelines of Baker & Hall (1988),

if these people were on a long-stay ward itif these people were on a long-stay ward it

would be doubtful that they could ever livewould be doubtful that they could ever live

in the community. Only 14 of these 26 highin the community. Only 14 of these 26 high

scorers were in long-term hospital or partner-scorers were in long-term hospital or partner-

ship care; 9 were in a residential or nursingship care; 9 were in a residential or nursing

home, and 3 were at home, cared for by theirhome, and 3 were at home, cared for by their

family. On the disturbed behaviour scale,family. On the disturbed behaviour scale,

31 participants (67%) scored 1 or above,31 participants (67%) scored 1 or above,

indicating some form of disruptive orindicating some form of disruptive or

embarrassing behaviour in the previousembarrassing behaviour in the previous

week.week.

Needs assessmentNeeds assessment

Table 1 shows that the 58 people inter-Table 1 shows that the 58 people inter-

viewed had 101 needs for care in clinicalviewed had 101 needs for care in clinical

domains and 51 in social domains (meandomains and 51 in social domains (mean

total 2.6 per person). Eleven patientstotal 2.6 per person). Eleven patients

(19%) had no clinical need, 11 had one(19%) had no clinical need, 11 had one

clinical need, 22 (38%) had two, 10clinical need, 22 (38%) had two, 10

(17%) had three, and 4 (7%) had four clin-(17%) had three, and 4 (7%) had four clin-

ical needs. There was no need in any socialical needs. There was no need in any social

domain in 27 patients (48%), 19 (33%)domain in 27 patients (48%), 19 (33%)

had a need in one domain, 6 (10%) hadhad a need in one domain, 6 (10%) had

needs in two, 4 (7%) had needs in three,needs in two, 4 (7%) had needs in three,

and 2 (3%) had needs in four social do-and 2 (3%) had needs in four social do-

mains. Only 5 patients had no need what-mains. Only 5 patients had no need what-

soever. One patient in a long-stay hospitalsoever. One patient in a long-stay hospital

ward had a total of seven unmet needs.ward had a total of seven unmet needs.

The research team decided which inter-The research team decided which inter-

ventions were most appropriate for needs inventions were most appropriate for needs in

each domain using the guidelines in theeach domain using the guidelines in the

Cardinal Needs Schedule. These are shownCardinal Needs Schedule. These are shown

in the last column of Table 1.in the last column of Table 1.

Comparison according to residenceComparison according to residence

Clinical features and needs are compared inClinical features and needs are compared in

Table 2 for community residents, hospitalTable 2 for community residents, hospital

in-patients and patients in the NHS–privatein-patients and patients in the NHS–private

partnership home. These analyses must bepartnership home. These analyses must be

interpreted with caution in view of theinterpreted with caution in view of the

small number of participants and becausesmall number of participants and because

some variables are so complicated. Forsome variables are so complicated. For

example, a need relates to the severity ofexample, a need relates to the severity of

a problem, the patient’s and carer’s attitudes,a problem, the patient’s and carer’s attitudes,

and what care professionals have done toand what care professionals have done to

help. Nevertheless, these comparisons canhelp. Nevertheless, these comparisons can

provide some insight into the functioningprovide some insight into the functioning

of local psychiatric services.of local psychiatric services.

Clinically significant differences inClinically significant differences in

group means for some variables emerge;group means for some variables emerge;

as can be seen from the confidence inter-as can be seen from the confidence inter-

vals, some differences were statistically sig-vals, some differences were statistically sig-

nificant in spite of the small numbersnificant in spite of the small numbers

involved. Cognitive impairment and nega-involved. Cognitive impairment and nega-

tive symptoms were much worse in hospitaltive symptoms were much worse in hospital

and partnership-home patients comparedand partnership-home patients compared

with community residents. Side-effects ofwith community residents. Side-effects of

medication were substantially more severemedication were substantially more severe

in the hospital patients compared within the hospital patients compared with

those living in the community. However,those living in the community. However,

the community residents had the highestthe community residents had the highest

mean depression/anxiety scores (1.6): themean depression/anxiety scores (1.6): the

difference appears clinically significantdifference appears clinically significant

when compared with the mean for partner-when compared with the mean for partner-

ship-home patients (0.7;ship-home patients (0.7; PP¼0.17) and both0.17) and both

clinically and statistically significant com-clinically and statistically significant com-

pared with the hospitalpared with the hospital in-patients (0.3;in-patients (0.3;

PP¼0.04). Hospital in-0.04). Hospital in-patients had, onpatients had, on

average, considerably more social needsaverage, considerably more social needs

for care (1.8) than those in the partnershipfor care (1.8) than those in the partnership

home (0.4;home (0.4; PP¼0.005) and the community0.005) and the community

residents (0.8;residents (0.8; PP¼0.009).0.009).

Comparison of CMHT inputComparison of CMHT input
Thirty-seven participants were living in theThirty-seven participants were living in the

community, either in their own homes or incommunity, either in their own homes or in

nursing or residential homes. Table 3 com-nursing or residential homes. Table 3 com-

pares those receiving (pares those receiving (nn=17) and not receiv-=17) and not receiv-

ing (ing (nn¼20) care from the CMHT. The20) care from the CMHT. The

CMHT appears to be targeting a moreCMHT appears to be targeting a more

seriously ill group. In particular, the teams’seriously ill group. In particular, the teams’

patients had more-severe negative symp-patients had more-severe negative symp-

toms of schizophrenia. On average, totaltoms of schizophrenia. On average, total

needs were higher in those receiving careneeds were higher in those receiving care

from the CMHT (2.9from the CMHT (2.9 vv. 1.8;. 1.8; PP¼0.027).0.027).

However, the substantial number of needsHowever, the substantial number of needs

in those not receiving multi-disciplinaryin those not receiving multi-disciplinary

mental health care should be noted.mental health care should be noted.
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Table 2Table 2 Comparison of clinical features and needs of patients resident in hospital, in the National HealthComparison of clinical features and needs of patients resident in hospital, in the National Health

Service^private partnership home and in the communityService^private partnership home and in the community

Hospital (Hospital (nn¼10)10)

Mean (95% CI)Mean (95% CI)

Partnership home (Partnership home (nn¼11)11)

Mean (95% CI)Mean (95% CI)

Community (Community (nn¼37)37)

Mean (95% CI)Mean (95% CI)

Age (years)Age (years) 72.4 (69.5^75.3)72.4 (69.5^75.3) 78.5 (75.4^81.5)78.5 (75.4^81.5) 74.8 (71.8^77.8)74.8 (71.8^77.8)

Age at onset (years)Age at onset (years) 39.7 (27.0^52.4)39.7 (27.0^52.4) 47.7 (31.5^64.0)47.7 (31.5^64.0) 53.5 (47.5^59.4)53.5 (47.5^59.4)

Clinical featuresClinical features

General behaviourGeneral behaviour 67.7 (56.2^79.2)67.7 (56.2^79.2) 88.7 (70.4^107.0)88.7 (70.4^107.0) 79.1 (57.9^100.2)79.1 (57.9^100.2)11

Disturbed behaviourDisturbed behaviour 1.4 (0.7^2.2)1.4 (0.7^2.2) 2.8 (1.2^4.4)2.8 (1.2^4.4) 2.0 (1.0^2.9)2.0 (1.0^2.9)11

Positive symptomsPositive symptoms 4.3 (1.9^6.6)4.3 (1.9^6.6) 4.8 (2.4^7.2)4.8 (2.4^7.2) 3.6 (2.4^4.8)3.6 (2.4^4.8)22

Negative symptomsNegative symptoms 7.2 (3.7^10.7)7.2 (3.7^10.7) 8.2 (5.8^10.5)8.2 (5.8^10.5) 3.4 (2.0^4.7)3.4 (2.0^4.7)22

Depression/anxietyDepression/anxiety 0.3 (0^0.6)0.3 (0^0.6) 0.7 (0^1.8)0.7 (0^1.8) 1.6 (1.0^2.3)1.6 (1.0^2.3)22

Side-effectsSide-effects 3.2 (1.7^4.7)3.2 (1.7^4.7) 2.7 (1.1^4.3)2.7 (1.1^4.3) 1.6 (1.0^2.1)1.6 (1.0^2.1)22

MMSEMMSE 17.6 (9.7^25.4)17.6 (9.7^25.4)33 10.2 (4.1^16.3)10.2 (4.1^16.3)33 22.7 (19.9^25.4)22.7 (19.9^25.4)22

Objective problemsObjective problems

SocialSocial 4.6 (3.9^5.3)4.6 (3.9^5.3) 4.2 (3.3^5.0)4.2 (3.3^5.0) 2.9 (2.3^3.6)2.9 (2.3^3.6)

ClinicalClinical 3.5 (2.5^4.5)3.5 (2.5^4.5) 3.6 (2.9^4.3)3.6 (2.9^4.3) 2.7 (2.3^3.1)2.7 (2.3^3.1)

TotalTotal 8.1 (6.6^9.6)8.1 (6.6^9.6) 7.8 (6.7^9.0)7.8 (6.7^9.0) 5.7 (4.7^6.6)5.7 (4.7^6.6)

Cardinal problemsCardinal problems

SocialSocial 2.1 (1.2^3.0)2.1 (1.2^3.0) 1.2 (0.6^1.8)1.2 (0.6^1.8) 0.9 (0.5^1.3)0.9 (0.5^1.3)

ClinicalClinical 2.8 (1.9^3.7)2.8 (1.9^3.7) 2.9 (1.9^3.9)2.9 (1.9^3.9) 2.0 (1.7^2.4)2.0 (1.7^2.4)

TotalTotal 4.9 (3.4^6.4)4.9 (3.4^6.4) 4.1 (2.7^5.4)4.1 (2.7^5.4) 3.0 (2.4^3.6)3.0 (2.4^3.6)

PPDIPPDI

SocialSocial 0.5 (0^1.0)0.5 (0^1.0) 0.6 (0.3^1.0)0.6 (0.3^1.0) 0.3 (0.1^0.5)0.3 (0.1^0.5)

ClinicalClinical 0.3 (0^0.6)0.3 (0^0.6) 0.6 (0.1^1.2)0.6 (0.1^1.2) 0.4 (0.2^0.6)0.4 (0.2^0.6)

TotalTotal 0.8 (0.2^1.4)0.8 (0.2^1.4) 1.3 (0.5^2.0)1.3 (0.5^2.0) 0.7 (0.4^1.1)0.7 (0.4^1.1)

Suspended needsSuspended needs

SocialSocial 0.5 (0^1.0)0.5 (0^1.0) 0.1 (0^0.3)0.1 (0^0.3) 0.1 (0^0.2)0.1 (0^0.2)

ClinicalClinical 0.7 (0^1.7)0.7 (0^1.7) 00 0.05 (0^0.1)0.05 (0^0.1)

TotalTotal 1.2 (0^2.4)1.2 (0^2.4) 0.1 (0^0.3)0.1 (0^0.3) 0.1 (0^0.2)0.1 (0^0.2)

NeedsNeeds

SocialSocial 1.8 (0.9^2.7)1.8 (0.9^2.7) 0.4 (0.1^0.8)0.4 (0.1^0.8) 0.8 (0.4^1.1)0.8 (0.4^1.1)

ClinicalClinical 1.8 (0.8^2.8)1.8 (0.8^2.8) 2.3 (1.4^3.2)2.3 (1.4^3.2) 1.6 (1.2^1.9)1.6 (1.2^1.9)

TotalTotal 3.6 (2.2^5.0)3.6 (2.2^5.0) 2.7 (1.6^3.9)2.7 (1.6^3.9) 22.3 (1.8^2.8).3 (1.8^2.8)

MMSE,Mini-Mental State Examination; PPDI, persistent problems despite intervention.MMSE,Mini-Mental State Examination; PPDI, persistent problems despite intervention.
1.1. nn¼25 (fewer community patients had a carer to complete the Rehabilitation Evaluation Hall and Baker (REHAB)25 (fewer community patients had a carer to complete the Rehabilitation Evaluation Hall and Baker (REHAB)
scale.scale.
2.2. nn¼35.35.
3.3. nn¼9.9.
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It is also a cause for concern that thereIt is also a cause for concern that there

were very few suspended needs. Among thewere very few suspended needs. Among the

whole group of patients who were notwhole group of patients who were not

under the care of the CMHT there was nounder the care of the CMHT there was no

suspended need in any social domain andsuspended need in any social domain and

only one suspended clinical need. Thisonly one suspended clinical need. This

indicates that little is currently being doneindicates that little is currently being done

to assist these patients in spite of theirto assist these patients in spite of their

having, on average, more than two cardinalhaving, on average, more than two cardinal

problems each.problems each.

DISCUSSIONDISCUSSION

Needs for careNeeds for care

This was clearly a very disabled group ofThis was clearly a very disabled group of

patients. Even more important than thepatients. Even more important than the

demonstration of severe morbidity is thedemonstration of severe morbidity is the

finding of high levels of need in spite of afinding of high levels of need in spite of a

conservative approach to the definition ofconservative approach to the definition of

need. Participants had, on average, 0.9need. Participants had, on average, 0.9

social needs and 1.7 clinical needs. Insocial needs and 1.7 clinical needs. In

1993–1994, an epidemiological study of1993–1994, an epidemiological study of

patients with psychotic disorders aged 18–patients with psychotic disorders aged 18–

65 years in Hamilton district was carried65 years in Hamilton district was carried

out by Murrayout by Murray et alet al (1996). Patients with(1996). Patients with

a diagnosis of schizophrenia, delusionala diagnosis of schizophrenia, delusional

disorder or atypical psychosis had, on aver-disorder or atypical psychosis had, on aver-

age, 0.8 social and 0.5 clinical needs. Theage, 0.8 social and 0.5 clinical needs. The

same investigators (Murraysame investigators (Murray et alet al, 1998), 1998)

found an even greater contrast withfound an even greater contrast with

patients in the same age group in thepatients in the same age group in the

Scottish Borders;Scottish Borders; those with a clinicallythose with a clinically

diagnosed non-affective psychotic illnessdiagnosed non-affective psychotic illness

had, on average, 0.3 social needs and onlyhad, on average, 0.3 social needs and only

0.03 clinical needs.0.03 clinical needs.

Reasons for shortcomings in careReasons for shortcomings in care

Lanarkshire has the second highest level ofLanarkshire has the second highest level of

need in Scotland (using socio-demographicneed in Scotland (using socio-demographic

variables as a proxy measure) but by farvariables as a proxy measure) but by far

the lowestthe lowest per capitaper capita spending on mentalspending on mental

health services (Accounts Commission forhealth services (Accounts Commission for

Scotland, 1998). There is a shortage of con-Scotland, 1998). There is a shortage of con-

sultants both in old age and general adultsultants both in old age and general adult

psychiatry throughout the UK (Royalpsychiatry throughout the UK (Royal

College of Psychiatrists, 1998). LanarkshireCollege of Psychiatrists, 1998). Lanarkshire

has the lowest number of funded posts inhas the lowest number of funded posts in

Scotland and this has resulted in a lack ofScotland and this has resulted in a lack of

continuity of care. Similar shortages existcontinuity of care. Similar shortages exist

in all the mental health professions.in all the mental health professions.

Depending on local policies, patientsDepending on local policies, patients

with chronic psychosis who reach the agewith chronic psychosis who reach the age

of 65 years may go to either a new socialof 65 years may go to either a new social

work team, a new health care team or both.work team, a new health care team or both.

Three faculties of the Royal College of Psy-Three faculties of the Royal College of Psy-

chiatrists (the faculties of rehabilitationchiatrists (the faculties of rehabilitation

psychiatry, old age psychiatry and generalpsychiatry, old age psychiatry and general

psychiatry) have described continuing un-psychiatry) have described continuing un-

certainty regarding whether old age psy-certainty regarding whether old age psy-

chiatrists should take over responsibilitychiatrists should take over responsibility

for these ‘graduate’ patients (D. Jolley,for these ‘graduate’ patients (D. Jolley,

personal communication, 2002). Generalpersonal communication, 2002). General

adult psychiatric teams can struggle withadult psychiatric teams can struggle with

the increasing complexities of the manage-the increasing complexities of the manage-

ment of patients with psychosis as theyment of patients with psychosis as they

age. Also, they are often forced to prioritiseage. Also, they are often forced to prioritise

young patients with more-acute illness.young patients with more-acute illness.

AccommodationAccommodation

Fourteen needs related to inappropriateFourteen needs related to inappropriate

accommodation. Local authorities face par-accommodation. Local authorities face par-

ticular difficulties in housing the relativelyticular difficulties in housing the relatively

small number of patients with functionalsmall number of patients with functional

psychotic illnesses, who often end up inpsychotic illnesses, who often end up in

mainstream nursing homes, living with pa-mainstream nursing homes, living with pa-

tients with severe dementia despite havingtients with severe dementia despite having

very different nursing needs. The NHS–very different nursing needs. The NHS–

private partnership homes are a new devel-private partnership homes are a new devel-

opment in the care of people with severeopment in the care of people with severe

psychiatric and neuropsychiatric illnessespsychiatric and neuropsychiatric illnesses

in Scotland. These facilities can only bein Scotland. These facilities can only be

welcomed when compared with the wardswelcomed when compared with the wards

of Victorian asylums. In this study, patientsof Victorian asylums. In this study, patients

in the partnership home had fewer socialin the partnership home had fewer social

needs than any other group. Some short-needs than any other group. Some short-

comings were identified which might havecomings were identified which might have

been due to lack of experience with thisbeen due to lack of experience with this

model of service provision. These NHS–model of service provision. These NHS–

private partnership homes will not be suc-private partnership homes will not be suc-

cessful if, for example, there is insufficientcessful if, for example, there is insufficient

input from trained psychiatric nurses andinput from trained psychiatric nurses and

consultants in old age psychiatry.consultants in old age psychiatry.
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Table 3Table 3 Comparison of community patients receiving and not receiving input from the communitymentalComparison of community patients receiving and not receiving input from the communitymental

health team (CMHT)health team (CMHT)

On CMHTOn CMHT
case-load (case-load (nn¼17)17)

Not on CMHTNot on CMHT
case-load (case-load (nn¼20)20)

Difference in meansDifference in means
(95% CI)(95% CI)

PP

Age (years)Age (years) 76.876.8 73.173.1 3.7 (3.7 (772.3 to 9.6)2.3 to 9.6) 0.2200.220
Age at onset (years)Age at onset (years) 58.658.6 48.848.811 9.8 (9.8 (771.8 to 21.4)1.8 to 21.4) 0.0960.096
Clinical featuresClinical features
General behaviourGeneral behaviour 71.171.122 63.463.433 7.7 (7.7 (7715.7 to 31.2)15.7 to 31.2) 0.5000.500
Disturbed behaviourDisturbed behaviour 1.01.022 2.02.033 771.0 (1.0 (772.5 to 0.5)2.5 to 0.5) 0.1800.180
Positive symptomsPositive symptoms 3.93.9 3.33.311 0.6 (0.6 (771.8 to 3.1)1.8 to 3.1) 0.5760.576
Negative symptomsNegative symptoms 5.55.5 1.51.511 4.0 (1.7 to 6.3)4.0 (1.7 to 6.3) 0.0010.001
Depression/anxietyDepression/anxiety 2.12.1 1.21.211 0.9 (0.9 (770.3 to 2.2)0.3 to 2.2) 0.1390.139
Side-effectsSide-effects 1.91.9 1.21.211 0.7 (0.7 (770.4 to 1.8)0.4 to 1.8) 0.1880.188
MMSEMMSE 20.220.244 24.724.711 774.5 (4.5 (779.7 to 0.8)9.7 to 0.8) 0.0970.097

Objective problemsObjective problems
SocialSocial 3.63.6 2.32.3 1.3 (0 to 2.6)1.3 (0 to 2.6) 0.0530.053
ClinicalClinical 3.43.4 2.22.2 1.2 (0.4 to 1.9)1.2 (0.4 to 1.9) 0.0040.004
TotalTotal 7.07.0 4.54.5 2.5 (0.7 to 4.2)2.5 (0.7 to 4.2) 0.0080.008

Cardinal problemsCardinal problems
SocialSocial 1.31.3 0.60.6 0.7 (0 to 1.5)0.7 (0 to 1.5) 0.0610.061
ClinicalClinical 2.62.6 1.51.5 1.1 (0.5 to 1.7)1.1 (0.5 to 1.7) 0.0010.001
TotalTotal 4.04.0 2.12.1 1.9 (0.7 to 2.9)1.9 (0.7 to 2.9) 0.0020.002

PPDIPPDI
SocialSocial 0.40.4 0.20.2 0.2 (0.2 (770.2 to 0.6)0.2 to 0.6) 0.3390.339
ClinicalClinical 0.60.6 0.20.2 0.4 (0 to 0.8)0.4 (0 to 0.8) 0.0620.062
TotalTotal 1.11.1 0.40.4 0.6 (0 to 1.3)0.6 (0 to 1.3) 0.0690.069

Suspended needsSuspended needs
SocialSocial 0.20.2 00 0.2 (0 to 0.35)0.2 (0 to 0.35) 0.0520.052
ClinicalClinical 0.060.06 0.050.05 0.01 (0.01 (770.1 to 0.2)0.1 to 0.2) 0.9090.909
TotalTotal 0.20.2 0.050.05 0.15 (0 to 0.4)0.15 (0 to 0.4) 0.1060.106

NeedsNeeds
SocialSocial 1.01.0 0.50.5 0.5 (0.5 (770.2 to 1.1)0.2 to 1.1) 0.1810.181
ClinicalClinical 1.91.9 1.21.2 0.7 (0 to 1.3)0.7 (0 to 1.3) 0.0370.037
TotalTotal 2.92.9 1.81.8 1.1 (0.1 to 2.1)1.1 (0.1 to 2.1) 00.027.027

MMSE,Mini-Mental State Examination; PPDI, persistent problems despite intervention.MMSE,Mini-Mental State Examination; PPDI, persistent problems despite intervention.
1.1. nn¼19.19.
2.2. nn¼14.14.
3.3. nn¼11.11.
4.4. nn¼16.16.

https://doi.org/10.1192/bjp.182.3.241 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.182.3.241
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Implications for clinicians,Implications for clinicians,
managers and policy-makersmanagers and policy-makers

The demonstration project investigated byThe demonstration project investigated by

the Team for Assessment of Psychiatricthe Team for Assessment of Psychiatric

Services has shown that high-quality careServices has shown that high-quality care

can be achieved in this patient groupcan be achieved in this patient group

(Trieman & Wills, 1996; Trieman(Trieman & Wills, 1996; Trieman et alet al,,

1999). However, our study provides evi-1999). However, our study provides evi-

dence of serious shortcomings. It remainsdence of serious shortcomings. It remains

to be seen whether similar problems existto be seen whether similar problems exist

in other parts of the UK. These results raisein other parts of the UK. These results raise

serious questions about methods of work-serious questions about methods of work-

ing and targeting of patient groups. Sys-ing and targeting of patient groups. Sys-

tematic needs assessment could assisttematic needs assessment could assist

clinicians, managers and policy-makers inclinicians, managers and policy-makers in

their efforts to provide decent care for ourtheir efforts to provide decent care for our

elders with schizophrenia, who are amongelders with schizophrenia, who are among

the most vulnerable members of society.the most vulnerable members of society.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Assertive treatment of patients with schizophrenia must be provided at all agesAssertive treatment of patients with schizophrenia must be provided at all ages
andmust take into account the changing nature of health and social care needs.andmust take into account the changing nature of health and social care needs.

&& Regular psychiatric monitoring even in periods of apparent stability is essential forRegular psychiatric monitoring even in periods of apparent stability is essential for
effectivemanagement of older patients.effectivemanagement of older patients.

&& Comorbid cognitive impairment and physical illness in older patients withComorbid cognitive impairment and physical illness in older patients with
schizophrenia indicate the need formanagement by adequately resourced specialistschizophrenia indicate the need formanagement by adequately resourced specialist
old age psychiatry services.old age psychiatry services.

LIMITATIONSLIMITATIONS

&& Approximately a quarter of the available patient group did not participate in theApproximately a quarter of the available patient group did not participate in the
interview phase of the study.Their needs are likely to be different from those of theinterview phase of the study.Their needs are likely to be different from those of the
patients whowere interviewed.patients whowere interviewed.

&& The Cardinal Needs Schedulemay not be sensitive to some specific needs ofThe Cardinal Needs Schedulemay not be sensitive to some specific needs of
elderly patients withmajormental illnesses.elderly patients withmajormental illnesses.

&& This is a local study thatmay ormay not be generalisable to other areasThis is a local study thatmay ormay not be generalisable to other areas..
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