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Comparison of older people with psychosis living
in the community and in care homes

AIMS AND METHOD

To compare two groups of older
people with chronic schizophrenia or
delusional disorder living in the com-
munity and in care homes, along the
domains of morbidity suggested by
prior research. From the case-load of
one old age psychiatrist, 22 indivi-
duals with chronic psychosis residing
in care homes were compared to 23
living in their own homes. The
measures used were: the Positive and
Negative Symptom Score (PANSS; Kay
et al, 1987); the Mini Mental State

Examination (MMSE; Folstein et al,
1975); the Burvill Physical Illness Scale
(Burvill et al, 1990); and an Activities
of Daily Living Scale (IADL; Lawton et
al, 1969).

RESULTS

Those in care homes had significantly
higher PANSS scores (38.9 v. 21.0,
P50.01), largely accounted for by
significantly more deficit symptoms
(14.2 v. 5.6, P50.01). They also had
poorer cognition and significantly
greater impairment in daily-life

activities but their medical
condition was not significantly
worse. Most were seen only by a
psychiatrist.

CLINICAL IMPLICATIONS

The greater morbidity and disable-
ment of older people with chronic
schizophrenia or delusional disorder
living in care homes is likely to be
intrinsic to the disorder but does
not appear to be taken into account
in current service planning or
delivery.

The Royal College of Psychiatrists college report on indi-
viduals who enter old age with a psychosis such as
chronic schizophrenia (Royal College of Psychiatrists,
2002) highlighted an unmet need in this area and recom-
mended local surveys to address this. One, undertaken in
a Scottish service (McNulty et al, 2003), found high levels
of disability and significant unmet need among people
with schizophrenia aged over 65 years old. These indivi-
duals are often admitted to care homes but it is not
known in what way they differ from those who continue
to reside in their own homes. Factors known to contri-
bute to morbidity in late-life psychosis include level of
psychiatric symptomatology, cognition, medical morbidity
and disablement (Jolley et al, 2004). In a single catchment

area we compared these domains in two groups of older

people with either chronic schizophrenia or delusional

disorder, one in care homes and the other living inde-

pendently in the community. The hypothesis we wanted

to test was whether or not those in care homes would

have greater severity of psychiatric symptoms, more

medical morbidity and poorer cognition than those living

independently at home.

Method
Inclusion criteria were: aged over 65 years old, under the

care of one psychiatrist (R.B.) who had a defined

Morgan Metabolic syndrome and clozapine medication
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catchment area, a primary diagnosis of schizophrenia or
delusional disorder according to ICD-10 criteria (World
Health Organization, 1993) and living in the community.
People excluded from our study were those with a
primary diagnosis of dementia or affective disorder, in-
patients of acute in-patient psychiatric units and those
who refused to take part. Mental capacity and consent
was undertaken by R.B.Where a person lacked the
capacity to give informed consent, their caregivers and/
or relatives were approached. The research was approved
by the local research ethics committee and Manchester
Mental Health and Social Care Trust was the sponsor of
the study.

We used the Positive and Negative Symptom Score
(PANSS), which assesses positive, negative and general
psychotic symptomatology on a 30-point scale (Kay et al,
1987). Cognition was assessed using the Mini Mental
State Examination (MMSE; Folstein et al, 1975) and
dementia was diagnosed based on the ICD-10 criteria for
dementia (World Health Organization, 1993). The Burvill
Physical Illness Scale was used to quantify morbidity from
physical illness (Burvill et al, 1990) and the Instrumental
Activities of Daily Living Scale (IADL; Lawton et al, 1969)
was used to assess self-maintenance (6 categories, rated
0 or 1) and more complex daily-life tasks (8 categories,
rated 0 or 1). Interviews were conducted at the partici-
pant’s residence in compliance with the Trust’s safe
visiting policy. Sources of information included the parti-
cipant, caregivers and case notes.

The data was analysed using SPSS version 11.5 for
Windows, with w2-test for categorical data and t-test for
continuous data.

Results
The inclusion criteria were met by 52 individuals. Four
were excluded because they died or left the area before
the study commenced, two refused to take part and one
was diagnosed as having psychotic depression rather
than schizophrenia. Forty-five patients were therefore
included, 23 living independently in their own homes and
22 living in care homes. There were three specialist
homes for the elderly mentally infirm (n=14) and three
residential homes (non-specialist, n=8).

Mean age was 74.3 years old, with 23 men and 22
women and with no significant age or gender differences
between the groups (Table 1). The duration of illness
ranged from 2 years to 68 years, with mean of 22 years
(16 years in own home-living group and 30 years in resi-
dential home-living group, borderline significance). In
78% of the participants, onset was at age less than 65
years old, with no significant difference between groups.
Three times as many (72% v. 28%, P50.01) of those
living in care homes than those living in their own homes
were prescribed more than one psychotropic drug, but
although higher by 22 mg, the calculated mean
chlorpromazine equivalent dosage (using a formula by
Woods, 2003) did not differ significantly between
groups.

Those in care homes had higher total PANSS scores
but not on the positive symptom sub-scale. Their daily-life

activities were reduced across both basic and complex
sub-scales. On the Burvill scale, medical morbidity did not
differ between groups. Using the MMSE, cognition was
significantly lower in the care home group but the
overall rate of dementia defined clinically (ICD-10) did not
differ.

Discussion
The strengths of the study are its delineation of all indi-
viduals from a single catchment area, low refusal rate and
groups well-matched by age. Its limitations include its
small size and difficulty in generalising to other services.
With these limitations, this study suggests markedly
higher morbidity and disablement among older people
with chronic schizophrenia living in care homes compared
with those living in their own homes. However, the
original hypothesis was only partly supported. Individuals
in care homes had higher levels of psychiatric sympto-
matology but this was largely from negative or deficit
symptoms rather than positive ones. Their higher scores
on the ‘general’ sub-scale of the PANSS may have been
owing to poorer cognition as this sub-scale includes
items such as disorientation and confusion. People in care
homes had far greater impairment in their daily-life activ-
ities, which included basic tasks such as bathing, eating,
toileting and food preparation as well as more complex
daily tasks. Four participants scored 0 on the IADL scale,
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Table 1. Differences between the two groups

Living in
own home
(n=23)

Living in a
care home
(n=22)

Mean age, years 74.3 74.6
Gender

Male
Female

13
10

10
12

Duration of psychosis, years 16 30
PANSS total score 21.00 38.9**

Positive 7.3 9.2
Negative 5.6 14.2**
General 7.9 16.4**

MMSE 25.2 17.5*
Medical morbidity (Burvill;
the higher, the worse) 4.4 5.6
Mean daily chlorpromazine
equivalents, mg

152.7 174.4

IADL total score
(the lower, the worse) 11.01 2.82**

Subscale (day to day) 5.481 0.77**
Physical maintenance 5.521 2.00**

Dementia (clinical diagnosis), n 22 3

*P50.05, **P50.01.

PANSS, Positive and Negative Symptom Score; MMSE, Mini Mental State

Examination; IADL, Instrumental Activities of Daily Living Scale.

1. Slight discrepancy in total score added fromsub-scales owing tomissingdata

(2 cases) from one sub-scale in the community group.

2. One case missing data.
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suggesting total reliance on carers for all of their needs.

This disability was not accounted for by those in care

homes having more medical morbidity as we had

hypothesised. Rather, the combination of deficit symp-

toms and poor cognition appeared to be responsible.

Poor cognition with or without dementia is reported in

older people with schizophrenia (Harvey et al, 1999). Thus
the disablement of care home residents seems likely to be

intrinsic to their psychotic disorder, although the effects

of long-term institutionalisation cannot be ruled out as an

additional factor.
There exists no national service framework that

would adequately address the needs of older people with

psychosis (Royal College of Psychiatrists, 2002). The two

probably most relevant here are not directly concerned

with this group - the National Service Framework for

Older People (Department of Health, 2001) focused on

dementia and depression, and the National Service

Framework for Mental Health (Department of Health,

1999) on adults of working age. Considering the complex

handicaps arising from their disorder, detailed care plan-

ning and review by specialist psychiatric services are

imperative for older people with schizophrenia residing in

care homes. Despite this, few of those in care homes that

took part in this study received input from any member

of the Old Age Psychiatry Community Mental HealthTeam

other than the consultant, whereas a majority of those in

their own homes received some input from those

services. It is not known whether this is typical of other

services or not, but it warrants further research.What

also need to be examined are the pathways of entry into

care homes among this population group.

Declaration of interest
None.
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To trust or not to trust? Faith issues
in psychopharmacological prescribing

AIMS AND METHOD

To ascertain attitudes, awareness,
knowledge and variations in pre-
scribing habits of psychiatrists when
addressing issues of faith, culture
and dietary requirements (in keeping
with the General Medical Council’s
and the Royal College of
Psychiatrists’guidelines), and how
these may affect the trust in doctor-
patient relations.We undertook a

cross-sectional postal survey aimed
at clinicians in SouthWestYorkshire
Mental HealthTrust.

RESULTS

We obtained 38 responses (40% of
the total number of questionnaires
sent out) from two mailshots.
Although the majority of respon-
dents indicated that they were aware
of the presence of potentially for-
bidden animal-derived ingredients in

medication, only half expressed the
view that a discussion regarding the
above should take place prior to pre-
scribing such medication.

CLINICAL IMPLICATIONS

Diversity training combined with
taking a genuine interest in
patients’ wishes will not only mini-
mise ‘mistrust’ but also facilitate
prescribing in a therapeutic
relationship.

‘Patients must be able to trust doctors with their lives and
well being. To establish that trust doctors must respect
patient’s autonomy and patients must be given sufficient

information in a way that they can understand and are able
to exercise their right to make informed decisions about their
care. For example, patients may need more information to
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