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ABSTRACT 

Thanks to improved drugs, diet and medical treatment, America' s 

population is living longer than ever. While this is certainly a good 

occurrence, there are problems arising from it. Experts are seeing that 

many of these elderly people have a variety of mental illnesses. These 

illnesses have either been with the individual since youth, are the result of 

a deteriorating mind. State hospitals and other mental health facilities are 

unable to provide continuous, long-term care for the large number of 

elderly affected with these unfortunate illnesses. 

This thesis will address this complex, ever-growing, issue in three parts 

by identifying and defining some of the most common forms of 

mental illness found in the elderly, a review of how nursing homes are 

accommodating mentally ill residents and by examining four case studies 

that illustrate the care and interventions used in the treatment of mental 

illness of the aging population. 
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Chapter I 

Introduction 

Mental illness is a common factor that affects the aging population. It is 

currently reported that mental disorders affect one in every five elderly persons. 

According to Chester H. Jakubiak, Jr. and James J. Callahan, Jr.--Generations 

Magazine, clinical depression and dementia affect a large number of elderly 

people. Yet programs targeted to the elderly to treat these illnesses are rare. 

One reason may be that both the diagnosis and treatment of mental conditions 

are less concrete and more malleable than many forms of physical care, leaving 

mental health care especially open to narrow interpretation (57). 

Depression is the most common form of mental illness affecting the elderly, 

and this age group accounts for about half of all those initially diagnosed with 

this mood disorder. Unfortunately depression is often overlooked, 

misdiagnosed, and inadequately treated (58). The results can be harsh and 

costly ; an untreated depression may result in needless suffering, 

institutionalization, or suicide. 

Scientific advances of the past are changing the understanding of the human 

brain, mental illness, and biochemical treatments of mental disorders. The 

psychiatric field must continue to integrate the neuroscience' s and particularly 

psychopharmacology into mental health services to insure safe and effective 

care of people who are affected by mental illness and to insure further 

advancement of the specialty. 



The Diagnostic and Statistical Manual of Mental Disorders is used to 

detennine the criteria and status of said mental illness. This thesis reviews four 

case studies relating to case management practices that the author feels are 

imperative for the elderly and long tenn care residents. Attention is directed to 

the gerontological perspectives relating to problems that occur most frequently 

in later life, and a comprehensive review of most of the common mental 

disorders found in the aging population. 

2 



Chapter II 

Literature Review 

Mental Illness of the Aging Population 

Steven H. Zarit & Judy M. Zarit, authors of Mental Disorders In Older 

Adults, contend that the aging of the population is one of the most profound and 

far-reaching changes affecting contemporary society (I ). Zarit and Zarit 

proposed that aging has two faces. One face shows decline and deterioration; 

the other shows fulfillment and the satisfaction of continued accomplishments. 

It is important, therefore to understand the aging process in order to recognize 

the duality of productivity and decline that comes with the normal process of 

aging (9). 

An understanding of the normal aging process serves as a foundation for 

treatment which can build on an older person' s resources and abilities. Timely 

treatment of late-life problems makes it possible to extend the period of 

productive and independent life while minimizing morbidity and decline at the 

end of life. (Zarit & Zarit 9). 

Mental Illness 

Some of the most common mental disorders of aging are depression, major 

depression, dementing illnesses such as Alzheimer' s disease, Parkinson' s 

disease, schizophrenia and other psychiatric disorders. Mental Illness is 

characterized as "any one or more of the following conditions persisting over a 
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long period of time and to a marked degree, so that it adversely affects one' s 

life" (Christine Ammer, Nathan T, Sidley, 5). 

Some of the characteristics of mental illness include: an inability to learn or 

work, which cannot be explained by intellectual, sensory or health factors; 

an inability to build or maintain satisfactory personal relationships with family 

members, friends, and teachers or employers; inappropriate kinds of behavior 

or feelings under normal circumstances; a general pervasive mood of 

unhappiness; and a tendency to develop physical symptoms or fears associated 

with personal, school or work problems. 

Experts agree that some of these characteristics are experienced by 

everyone now and then. When the aforementioned characteristics are 

experienced, the problem is regarded as a mental illness when it lasts 

long enough and is severe enough to interfere significantly with one 's 

life (Ammer & Sidley 5). 

A mentally ill person suffers just as much as a physically ill 

person does and needs just as much understanding and support. 

According to Ammer and Sidley, this may not always be easy because 

mental illness often manifests itself in unpleasant ways. Among these 

manifestations are extreme lassitude and weariness, belligerence and 

quarrelsomeness. Other characteristics include exaggerated worry and 

anxiety, extreme selfishness and self-absorption. Ammer and Sidley 

further contend that such behavior inevitably irritates others. Consequently 
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well-meaning relatives and friends may be tempted to scold or badger the 

ill person to 'snap out of it' or 'shape up' this is rarely helpful and would be 

putting additional pressure on him or her, or make matters worse. The 

behavior is part of the illness. Though a troubled person often can act 

normally for brief periods, over the long-term, they can no more change 

behavior at will than a man with pneumonia can clear his lungs on 

command (7). 

Although there are gaps in their knowledge, mental health professionals have 

developed a terminology used to distinguish different types of mental illness. 

The terms and the systems of classification represented are constantly changing 

as more is learned, but some continue to be in common use. The most severe 

disorders are referred to as psychoses, and their acute manifestations are 

referred to as psychotic episodes. They involve severe disturbances of thought, 

communication, memory, and emotion, by which a person may have trouble 

identifying fantasy from reality. 

Depression 

Depression in the elderly may occur as the primary psychiatric disorder or in 

association with coexisting conditions such as dementia, schizophrenia, and 

obsessive compulsive disorder. Appropriate diagnosis and effective treatment can 

do much to reduce the impact of the chronic mentally ill problems. Depression is 

a disorder of mood and affect. Mood is a pervasive and sustained emotion, which 

may dominate a persons perception of the world. Affect is the observable behavior 
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that expresses that emotion. Depressed mood is also termed dysphoria and is 

defined as a loss of interest or pleasure in usual activities. Unlike dementia, in 

which the symptoms are permanent and progressive, symptoms of depression vary 

in severity and duration within and among individuals over time. 

Depression may be characterized by apathy, withdrawal, lack of interest, or 

inadequate self-care. Many depressed elderly persons who demonstrate these 

traits: loss of interest, withdrawal, self neglect, cognitive impairment, or 

decreased self-esteem are often stereotyped as old or senile. 

Some experts believe these stereotyping influences prevent 

treatment decisions, and devalues the older person. The diagnosis of 

senility and the failure to offer an expectation of recovery can become 

a self- fulfilling prophecy. Societal expectations of the elderly can 

further promote feelings of helplessness, loss of mastery and 

diminished self-esteem (Abramson, Quam, Wasow 17). 

Depression should not be taken lightly, nor should it be ignored. Depression 

can be associated with, or secondary to other major psychiatric disorders, 

including obsessive compulsive disorders and schizophrenia. 

Major Depression 

An individual is said to suffer from major depression when he or she cannot 

be released from a state of dejection, feelings of hopelessness and extreme low 

energy level. Psychiatrists refer to this as a "non-reactive" mood. Jack M. 

Gorman, states that in major depression, regardless of a bow a person became 
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depressed, there are no external events that provide relief A person with major 

depression may get the most incredibly good news, but their mood will not 

budge an inch. Everything that happens, good or bad, is greeted with either 

indifference or dismay. Major depression is characterized by "diurnal mood 

variation" -

This means that an individual will usually feel worse in the morning than at 

any other time of the day, he or she will experience terminal insomnia whereas 

an individual will fall asleep and will awaken many times during the night. 

Often the individual will be awake many hours, unable to fall back to sleep. 

Loss of appetite, with no interest in eating, followed by weight loss. A poor 

concentration level, individuals with major depression complain that they find 

themselves merely staring at the television set or words on a page but have no 

idea what is going on. Their reading is uncomprehensive and they suffer from 

feelings of tiredness and fatigue with very little energy. A person with major 

depression will feel that life is not worth living and that others would be better 

off with out them, and some people actively contemplate suicide and make 

plans of how they will actually kill themselves (Jack Gorman, New Psychiatry 

Magazine, 177). 

Major depression is a very serious illness. Often, a person with major 

depression is someone in their forties, fifties, or older who bas been relatively 

well until a sad and despondent mood slowly overcomes them. It may take 

several months before the full picture of major depression is obvious, but an 
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individual with major depression usually seems to have undergone a clear and 

obvious change to most people (Gorman 178). To the observer, the person with 

major depression rarely smiles, they appear in pain, and they move and talk very 

slowly. This slowed down appearance is called psychomotor retardation. It 

simply means that the person mind and body seem at a relative standstill 

(Gorman 178). 

If it is untreated, major depression can be fatal. It is currently the leading 

cause of suicide. Indeed, every person with major depression should be 

considered at risk. Sometimes major depression goes away by itself, but this 

should not be counted on, treatment should always be initiated as quickly as 

possible. Elderly people with major depression feel so terrible about themselves 

that they may not think they deserve help and secretly believe that they should 

just be left to die. That is why psychiatrists want the assistance of family 

members and friends when treating an individual with major depression 

(Gorman 178). 

In many cases, major depression tends to be a recurrent illness. Even though 

it appears to be resolved, it can recur. Therefore family members should stay 

abreast, and be observant of possible reoccurrence. Gorman says there are five 

categories of depression: Major Depression, Bipolar Disorder (manic depressive 

illness), Psychotic Depression, Atypical Depression, and Dysthymias ( 184). 

The Missouri Department of Mental Health states that a significant portion of 

the elderly population suffers from elderly depression, currently, it is estimated 
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at 10% to 20% in a given year. Persons 65 years or older can have mental health 

problems that affect the way they live, their family and social relationships and 

their involvement in the community. 

It has been estimated that currently there are between three point two and six 

point four million older Americans whose mental and emotional problems are 

serious enough to warrant either professional care or involvement in organized 

self-help programs (Missouri Advisory Council for Comprehensive [MACCP] 

Psychiatric Services). Depression continues to be a prevalent mental health 

problem among older persons living in the community and in long-term care 

(L TC) facilities. 

" It is estimated that approximately 15% of community residents suffer 

depressive symptoms and I% to 2% suffer from major clinical depression. The 

rates of minor or major depression among nursing home residents range from 

15% to 25%" (MACCPS 2). 

Commonly, as people age they suffer from some form of depression due to 

loss of family members, friends, physical deconditioning, etc .. However the 

problem actually occurs when depression is confused with normal age- related 

changes such as appetite loss, reduced physical activity, stooped posture, and 

disrupted sleep patterns. Many times older persons will be in denial; they will 

deny being depressed. It is possible that they do not recognize it or they do not 

want to share their feelings with others. 
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Sometimes emotions like sadness, irritability, anger, paranoia, or hostility 

may dominate the behavior of a depressed person. It is not uncommon for 

depression to be confused with dementia or memory loss. That is why it is 

important for a case manager to have a medical background and be qualified to 

recognize other underlying symptoms of depression that are often signaled by 

health complaints for which there is no medical basis. [Case management will 

be discussed in Chapter IV.] Often people may express their emotional distress 

in terms of bodily symptoms, saying that ' their body feels heavy all over'. 

Physical illness and depressive symptoms can occur in an individual at the same 

time and can make an accurate diagnosis difficult. Also, untreated depression 

can worsen or complicate an underlying medical problem; therefore, family 

members and friends need to recognize the common signs of depression and 

seek professional help, if needed. An accurate assessment of depression often 

depends on observation of a cluster of symptoms. In the elderly, depression' s 

main feature is persistent sadness that may last for two weeks or more; 

accompanied by changes in the person's usual patterns, behavior or moods. 

Other symptoms to look for are physical changes such as aches and pains, 

complaints, weight loss, appetite changes, fatigue, lack of energy, or 

a change in sleeping patterns; emotional symptoms, such as an overall "empty" 

mood, apathy, crying without reason, or indifference, changes in the thought 

process and having feelings of hopelessness, pessimism, helplessness, self­

approach or excessive guilt, a person experiencing depression will also 



show symptoms of slow or disorganized thinking, a lack of concentration or 

memory problems, and indecisiveness, they also experience thoughts of death or 

suicide, and behavioral changes, such as a loss of interest in previously enjoyed 

activities, sexual disinterest, and neglect of appearance or hygiene. 

They may also experience difficulty with ordinary daily tasks, withdrawal from 

people and an increase in alcohol or other drug use. They will often be irritable, 

hostile, show signs of agitation, pacing, and restlessness. 

Depression is viewed as one of the characteristics oflater-life. Society views 

older people as normally being sad and withdrawn. It is assumed that the 

elderly's depression is due to the losses they experience, their exclusions from 

positions of influence and their importance in society, declining health, or 

because of fears of impending death (Zarit & Zarit 63 ). 

Depression is related to several different processes such as biological 

influences, early life experience, stressful events, cognitive style, and loss of 

reinforcement. Depression is prominent among all ages. When evaluating 

depression in the elderly attention is given to the rates of major depressive 

disorders (MDD) and how low they are, rates of depressive symptoms that are 

relatively high, comorbidity of depression and medical problems. 

A series of studies conducted by Peter Lewinsohn and his 

colleagues according to Zarit & Zarit, reveal how age and time of onset affects 

symptoms of depression. Symptoms of depression did not vary with age, 
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although there was a trend suggesting that symptoms of depression declined up 

to the late 60' s or early 70' s and then gradually increase. 

Depression, but not aging, was associated with a variety of psychosocial 

variables, including greater life stress, less social and family support, reduced 

social interaction/social skills, engagement in fewer pleasant activities and 

rugher levels of depressive conditions (68). 

Dementing Illness 

Dementing illnesses are the most feared and devastating disorders of later 

life, unfortunately, many older people suffer from this illness, although, the 

actual number has not been determined. Estimating the total number of cases of 

dementia is a complicated task, mainly because there are no definitive markers 

for the diagnosis. However, according to the DSM-IV, the term "dementia" 

refers to a syndrome involving progressive decline in memory and other 

intellectual abilities. Dementia is a syndrome not a disease, that is, a pattern of 

symptoms that can be caused by many different illnesses. The dementia 

syndrome is characterized by three key features: acquired, persistent, and 

multiple impairments of the intellectual functioning (33). 

According to Linda Carmen Copa!, Psychiatric Nursing, a person with a 

demented disorder exhibits a disturbance in consciousness and a change in 

cognition unexplainable by a prior or currently developing dementia. The 

disturbance will occur over a short period of time and will change its 

12 



presentation during the day (43). Typically, this type of dementia will resolve 

within hours or within days, unless there is a concurrent dementia present. 

"Symptoms associated with dementia are impairment in attention 

demonstrated by being easily distracted and unable to focus or shift attention 

from one topic to the next" (Copal 44). Occasionally dementia limits 

conversation and there is a major change in cognition, manifested by: 

disorientation especially to time and place; memory impairment, particularly 

recent memory; and language disturbance, primarily the inability to write and 

name objects. Speech may be fleeting and incoherent as the client moves 

quickly from one topic to the next. Sensory disturbances, such as 

misinterpretations, auditory illusions, or even hallucinations can occur. 

Zarit and Zarit state that dementia is an acquired disability. Symptoms of 

dementia persist and worsen over time. In contrast, people who have suffered a 

head trauma stabilize or even improve in cognitive functioning. Cognitive 

symptoms in other psychiatric disorders such as depression, tend to be 

transitory. However dementia involves deficits in multiple cognitive functions-­

language, memory, visual spatial skills, and general intellectual abilities (33). 

The fourth edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-IV) of the American Psychiatric Association of 1994, identifies 

three criteria for diagnosis of dementia, they include: "memory impairment, 

cognitive disturbances in at least one other area of functioning such as aphasia, 

apraxia, agnosia, or a disturbance in executive functions, and cognitive 
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impairments that are severe enough to interfere with social or occupational 

functioning" (Zarit and Zarit 33). 

According to Zarit, Cummings, and Benson, authors of Dementia: A Common 

Approach, memory impairment is not always present in some dementia. They 

suggest an alternative definition, which is that dementia involves impairment in 

at least three of the following areas of functioning: a) language, b) memory, 

c) visual spatial, d) emotion or personality, and e) other cognitive abilities (33). 

Types of Dementing Illnesses 

There are several types of dementing illnesses that can affect the elderly, 

some of which are treatable and reversible. The potentially treatable problems 

associated with dementia are: metabolic disorders, infections, and severe 

depression. Among the irreversible diseases are Alzheimer' s and Vascular 

dementia (Zarit & Zarit 36). 

Zarit & Zarit contend that the particular pattern of dementia symptoms varies 

according to the areas of the brain most affected by the underlying disorders. 

Cummings and Benson ( 1992) distinguished among cortical dementias, 

subcortical dementia' s, and dementia with both cortical and subcortical features. 

Cortical dementia such as Alzheimer' s and Pick' s disease primarily result from 

damage in the cerebral cortex (36). 

An individual who presents with cortical dementia will show signs of 

deterioration of basic intellectual processes of memory, language, judgment and 
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visual spatial skills. Subcortical dementias are a slowing of cogrutive processes 

such as memory, and an inability to spontaneously recall or integrate 

information. Mood disturbances and motor difficulties are also more common 

in subcortical disorders (Zarit & Zarit 36). Furthermore, Zarit & Zarit state that 

dementia resulting from vascular disease can affect both cortical and subcortical 

regions (36). 

Alzheimer's Disease 

According to Linda L. Buettner American Journal of Alzheimer' s Disease, 

approximately 10 percent of the population over 65 years 

of age has Alzheimer's disease (AD) or a related disorder 

and currently 17.000 nursing homes in the United States 

care for an estimated 1.3 million residents with AD. 

The National Alzheimer' s Association has approximated 

that there are over 1500 special care units housing more 

than 50,000 residents with dementia (41). 

As the number of older adults with dementia continues to grow in nursing 

homes, so does concerns about the availability of quality of age-and stage­

appropriate activities for residents, the quality of visits with family members, 

and the valid use of community volunteers for nursing home residents with 

dementia. 
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Alzheimer' s disease is the most common cause of dementia. It was first 

described by Alois Alzheimer in 1907, as seen in a 51-year-old patient. 

According to Zarit & Zarit, using new staining technjques for tissue 

samples prepared for the microscope, Alzheimer 

identified the types of pathology in brain tissue that 

have come to be regarded as the hallmarks of the 

disease: amyloid plaques and neurofibrillary tangles. 

Because the disorder was identified irutially in patients 

in their 40' s and 50' s, Alzheimer called it a 

'presenile dementia' . In contrast, dementia after 

age 65 was regarded as an inevitable deterioration 

associated with the aging process or as the result of 

restricted blood flow, or hardening of the arteries (38). 

Alzheimer' s disease accounts for the majority of cases of dementia in the 

United States and Europe. The disease is characterized by an insidious onset and 

gradual, steady deterioration. Impairment in memory and new learning is 

typically noticed first, but visual, spatial and language problems may also be 

present early on in the disease (Zarit & Zarit 39). 

With the onset of the disease a person gradually loses the ability to perform 

tasks of daily living and more complex activities such as work-related tasks or 

managing finances. As the disease continues to progress, the ability to perform 

basic activities of daily living such as bathing and dressing is completely lost. 

16 



Also personality changes may occur, including increased apathy, dependency, 

anger, aggressiveness, and sometimes inappropriate sexual behavior (Zarit & 

Zarit 39). 

Delirium 

Delirium can occur at any age; however, it is reported to be more frequent 

among older people. One sure sign of delirium would be seen in an older person 

who has been functioning adequately who suddenly develops global impairment 

in intellectual functioning. The onset of symptoms can occur in a few hours or a 

few days. "Changes may include impaired perceptions, delusions or 

hallucinations, altered mood that can range from euphoria to fear, impaired 

ability to attend or focus on events, very high or very low levels of activity, and 

other disruptions of thinking and behavior" (Zarit & Zarit 54). 

Delirium can result from a disruption of brain metabolism or an 

alteration in levels of certain neurotransmitters. It can be brought 

on by many different factors, acting singly or in combination. 

Many illnesses, medication, and stresses have been associated with delirium. 

Often the causes are treatable and the outcomes are positive (54). 

Many times delirium goes unrecognized or it is misdiagnosed as dementia or 

a psychiatric disorder. There is no more important clinical skill than being able 

to recognize a delirium. 

But the major factor contributing to the problem in identifying a delirium 
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is terminology. Many different terms are used, such as acute brain syndrome, 

acute confusional state, and reversible dementia. The confusion over 

terminology has been compounded by vague and inconsistent definitions. 

Delirium was replaced with acute organic brain syndrome from earlier editions 

of the (DSM-ill) because the latter was not widely recognized or used outside 

psychiatry (Zarit & Zarit 55). 

Nevertheless recent efforts have been made to clarify and improve the criteria 

for means of diagnosing delirium. DSM-Ill provided the first operational 

criteria for diagnosis. Today, nursing homes and acute care hospitals are places 

where a delirium is most likely to be encountered. 

" Reports suggest that between 6% and 12% of residents in nursing homes may 

develop a delirium during a one-year period" ( Zarit & Zarit 55). The pattern of 

onset of symptoms may be the most distinctive feature of a delirium. 

According to Steven Zarit, onset of symptoms are occurring over 

a period of a few hours or days, and represents a dramatic 

change in a person' s level of functioning. Additionally, a 

delirium often develops at night. When awaking from a dream, 

the person may mix the content of the dream with reality and 

symptoms fluctuate over the course of the day, often with a 

worsening toward evening. An individual that presents with the 

delirium syndrome will have frequent changes in attention span, 

difficulty focusing and sustaining or shifting attention (56). 

Disorders of thinking and perception are the most prominent feature of a 
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delirium. An individual who has been functioning well may suddenly become 

illogical or incoherent. Thinking may be characterized by a dreamlike 

quality with some merging of content from dreams with reality. 

Delusions, hallucinations, and illusions are very common with 

delirium. Both auditory and visual hallucinations can occur. (Zarit & 

Zarit 56). 

There are three patterns of delirium having to do with the level of 

arousal and activity. One is hyperalertness and hyperactivity that refers to 

individuals who are restless, agitated, and vigilant. Second, hypoalertness and 

bypoactivity where individuals are quiet, subdued, sometimes drowsy, and 

difficult to arouse and third, an individual will fluctuate between one and two. 

In an effort to develop a more precise operational criteria for 

delirium, the DSM JV definition has eliminated two terms that 

have long been associated with delirium- clouding of consciousness 

and confusion. 

Zarit & Zarit state that Lipowski (1990) points out that the DSM was 

used to refer to many different features of delirium, including 

drowsiness, reduced awareness of self and surroundings, 

deficits in short term memory, disorganized thinking, deficits and 

perceptions and misperceptions, and impairment in new learning (56). 

Currently, the DSM IV defines the diagnostic criteria for delirium as 

A.) Disturbance of consciousness (reduced clarify of awareness 
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of the environment) with reduced ability to focus, sustain, or 

shift attention. 

B.) A change in cognition (such as memory deficit, disorientation, 

language disturbance) or the development of a perceptual 

disturbance that is not better accounted for by a preexisting, 

established, or involving dementia. 

C.) The disturbance develops over a short period of time (usually 

hours to days) and tends to fluctuate during the course of the 

day. 

D.) There is evidence from the history and physical examination 

or laboratory findings that the disturbance is caused by the 

direct physiological consequences of a general medical 

condition ( 132-133 ). 

Among the elderly, the most frequent precipitating factor 

for delirium is medication reaction, either to a single 

medication or to the interaction among drugs. 

Medication is not metabolized or excreted as quickly on 

the average by older people compared to younger people, 

as stated by Zarit & Zarit and Beizer (1994). 

As a result medication can build up to toxic levels if not 

carefully monitored. In addition to this problem is the 

fact that many older people take multiple medication 

prescriptions (57). 
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Anxiety Disorders 

Anxiety disorders are the most common psychiatric illnesses that are treated 

as trivial nuisances rather than serious conditions. According to the National 

Institute of Mental Health's Epidemiological Catchment Area Survey, 27 

percent of the adult American population has an anxiety disorder, as defined by 

the DSM-Ill criteria, during their life time (Gorman 212). 

The revised edition of the DSM-IV defines the criteria for generalized anxiety 

disorder as: 

A.) Excessive anxiety and worry (apprehensive expectation) occurring 

more days than not for at least 6 months, about a number of events or 

activities (such as work or school performance). 

B.) The person finds it difficult to control the worry. 

C.) The anxiety and worry are associated with three ( or more) of the 

following six symptoms (with at least some symptoms present for 

more days than not for the past 6 months). 

( 1) restlessness or feeling keyed up or on edge 

(2) being easily fatigued 

(3) difficulty concentrating or mind going blank 

(4) irritability 

(5) muscle tension 

(6) sleep disturbance ( difficulty falling or staying asleep, or restless 
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unsatisfying sleep) ( 435-436). 

D.) The focus oftbe anxiety and worry is not confined to features of an 

Axis l disorder, e.g., the anxiety or worry is not about having a Panic 

Attack (as in Panic Disorder), being embarrased in public (as in Social 

Phobia), being contaminated (as in Obsessive-Compulsive Disorder), 

being away from home or close relatives (as in Separation Anxiety 

Disorder), gaining weight (as in Anorexia Nervosa), having multiple 

physical complaints (as in Somatization Disorder), or having a serious 

illness (as in Hypochondriasis), and the anxiety and worry do not occur 

exclusively during Postraumatic Stress Disorder. 

E.) The anxiety, worry, or physical symptoms cause clinica11y 

significant distress or impairment in social, occupational, or important areas of 

functioning. 

F.) The disturbance is not due to the direct physiological effects of a 

substance (e.g., a drug of abuse, a medication) or a general medical 

condition (e.g., hyperthyroidism) and does not occur exclusively 

during a Mood Disorder, a Psychotic Disorder, or a Pervasive 

Developmental Disorder ( 435 - 436). 

Gorman explains the complicated nature of anxiety, he states that 

A small amount of anxiety appears to have a beneficial 

effect on brain function. If the amount of blood that flows through 

the brain was measured using modem brain imaging techniques it 
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can be shown that low levels of anxiety cause an increase in brain 

activity. But large amounts of anxiety have the opposite effect. 

Brain activity seems to decrease when people become excessively 

anxious, making it harder to pay attention and memorize things. 

When we talk about anxiety disorders we mean excessive 

amounts of anxiety that seem generated for no rhyme or reason (233). 

One simple way to think of anxiety disorders is that they involve 

anxiety for which there is no reasonable stimulus. If you are told 

you have a tumor, you are normal if you worry that it might be 

cancer. If you are worried that you have cancer after the doctor 

tells you there is nothing to be found you might be suffering from 

an anxiety disorder (2 13 ). 

The risk of developing alcohol, drug addictions, and the desire of committing 

suicide is increased in cases of anxiety disorder. It is evident that anxiety 

disorders cause a substantial amount of suffering and should never be ignored or 

trivialized". 

According to Norman Keltner, et al., anxiety is one of the most common 

syndromes encountered in later life. Anxiety is characterized by tension, 

trembling, hyperactivity, anticipation of something terrible happening, vigilance, 

difficulty in concentrating, impatience, and insomnia (656). 
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Anxiety among the aging population is related, in some fashion to the same 

developmental issues associated with paranoid thinking. As one ages, certain 

abilities are lost, and the inevitability of physical decline becomes clear. 

Compounding these issues are the many losses faced by older persons-

loss of health, loved ones and status. The term "anxiety" describes both 

syndrome and symptoms the same as depression. 

Several surveys have found that symptoms increase with age, particularly 

somatic symptoms such as shortness of breath or rapid heart rate as stated by 

(Himmel farts & Murrell, 1984) according to Zarit & Zarit (78). 

Anxiety symptoms in older people generally occur in conjunction with other 

psychiatric and medical disorders (Gurian & Miner, 1991) as stated by Zarit & 

Zarit. Symptoms of anxiety and depression frequently coexists and anxiety can 

be concomitant to many other psychiatric disorders associated with many 

different medical problems. Anxiety may also be present solely in terms of 

somatic systems that have no underlying medical cause. For example, an older 

person may complain of headaches, chest pains, fatigue or gastrointestinal 

symptoms that are primarily psychological in origin. 

According to Zarit & Zarit there is only a minimum amount of information 

available on the age of onset of anxiety symptoms or its life course. However, 

the evidence available suggests that anxiety usually develops earlier in life as 

stated by (Blazer, Geooiger & Hughes, 1991 ). "Older people who are anxious 
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usually have a history of similar symptoms that have recurred during their adult 

years" (Zarit & Zarit 78). 

Currently much is not known of the specific etiology of anxiety in the elderly 

_apart from its occurrence as primary or secondary symptoms in a variety of 

illnesses. Speculation on fears about death and dying play a large part in anxiety 

reactions. Fears about circumstances of how one might die, such as dying alone 

or being put through painful medical procedures can trigger anxiety or 

depression in the elderly. Additionally, fear of death is more common among 

the elderly than in other age groups and it may lessen with advancing age. 

Suicide 
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Suicide is an issue that is common as well as prominent in today's society. It is 

primarily due to the increased rate of depression. Suicide can be the result of 

untreated depression and depressed older persons are more likely to commit suicide 

than are depressed persons of other age groups (Kelther. , et. al 653). The elderly 

comprised 12.4% of the population in 1988, but accounted for 20.9% of all 

reported suicides (Mcintosh, 1992) according to Keltner (654). One out of every 

two suicide' s by the elderly is reported as being successful, which indicates that 

elderly persons have more serious intent whereas, a younger person may be crying 

out for help, and the elderly person is not. When combined with the more lethal 

means used by the elderly, the seriousness of intent leads to a major mental health 

concern . "Suicide attempts in the elderly are often lethal. Although 1 t % of the 

United States population is over sixty-five, this age group accounts for about 25 
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percent of all suicides" (Keltner 654). According to (Pfeiffer and Busse, 1973; 

Davies, 1965), as stated by Abramson et al. , some studies find that the suicide rate 

in elderly men is three to four times that of the general population ( 16). 

Schizophrenia 

Schizophrenia in later life has two distinct patterns. First, many people who 

develop schizophrenia earlier in life continue to be symptomatic in old age and 

second, there is a pattern of late-onset paranoid disorders that often meets 

diagnostic criteria for schizophrenia (Zarit & Zarit 79). 

In 1987 "Rabins, McHugh, Pauker and Thomas, as stated by Zarit & Zarit 

described symptoms in a series of older patients meeting the 

criteria for schizophrenia. They discovered that all patients had 

delusions, 69% had auditory hallucinations, 29% had visual 

hallucinations, 26% had tactile hallucinations and some had more 

than one type of hallucinations (78). 

The new revised DSM-TV currently states that the criteria for schizophrenia is 

as noted. 

A.) Symptoms are characteristic of two ( or more) of the 

present for a significant portion of time during a one month 

period ( or less if successfully treated ): 

(1) delusions 

(2) hallucinations 

(3) disorganized speech (e.g., frequent derailment or 



incoherence) 

( 4) grossly disorganized or catatonic behavior 

(5) negative symptoms i.e. , affective flattening, alof,•ia, or 

avolition 

The DSM further states that only one Criterion A symptom is required if 

delusions are bizarre, or hallucinations consist of a voice keeping up a running 

commentary in the person's behavior or thoughts, or two or more voices 

conversing with each other. 

B). Social/ occupational dysfunction: for a significant portion of the 
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time since the onset of the disturbance one or more major areas of 

functioning such as work, interpersonal relations, or self-care are 

markedly below the level achieved prior to the onset ( or when the onset is 

in childhood or adolescence, failure to achieve expected level of 

interpersonal, academic, or occupational achievement). 

C). Duration-continuous signs of the disturbance persisting for at 

least 6 months. This 6-month period must include at least 1 month of 

symptoms (or less if successfully treated) that meet Criterion A (i.e., 

active-phase symptoms) and may include periods of prodromal or 

residual symptoms. During these prodromal or residual periods, the signs 

of the disturbance may be manifested by only negative symptoms or two 

or more symptoms listed in Criterion A present in an attenuated form 

(e.g., odd beliefs, unusual perceptual experience). 





Intervention 

Ms. M's. doctor has already started to reduce the amount of antidepressant she is 

on. Her physician is considering ECT as the last resort because the medication 

adjustments given in the past were clearly not as effective as her physician would 

have liked. He feels if too much medication is given she will become sedated and 

obtunded. 
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Ms. M attended group therapy, and she was able to identify specific issues, she was 

able to follow the group process but, her socialization was poor, she was quiet in 

groups and was able to concentrate, she will be encouraged to continue to attend 

group therapy sessions. 

Goals 

The plan of treatment is to stabilize her mood, improve her sleep, to help her to 

identify her symptoms, develop better coping skills so she can enjoy life 

again. Continue 1: 1 with activity program to meet psychosocial needs. 



Case Study #2 

C.B. 

Dr. J. J. 

Initial Assessment 

Mrs. B. was born and raised in the city of St. Louis and she has three children, a 
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son and a set of twin daughters who currently lives with her. Mrs. B. is a 68 year 

old, black, Baptist female who has been institutionalized voluntarily. She is a 

resident of a long-tenn care facility who apparently attempted suicide by slashing 

her wrists. She state that "My throat and ear came a loose from my head". She also 

stated "God took my stomach and I can no longer eat. Mrs. B was physically 

abused by her father who kicked her in the head to the point of her passing out. As 

an adult Mrs. B suffered further abuse from her husband who also kicked her in her 

head. Mrs. B reported that she never sought medical help for the head injuries. 

When she spoke of her abuse she would grit her teeth tightly and become tearful. 

She also expressed that she wished she could stop having suicidal thoughts. The 

flashbacks she has of the abuse experience leads to intense anxiety, anger and 

depression. When these feelings become severe, Mrs. B would slash her wrist or 

use other means of attempted suicide such as burning herself and overdosing. She 

report that most of her problems began after the physical abuse that occurred 

during her childhood and then later in her early twenties. 
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Family History 

Mrs. B state that her aunt had a history of depression and "heard voices" Mrs. B 

has nine brothers and sisters. She has 3 children and 3 grandchildren, all of which 

have shown no signs of mental illness. 

Past Psychiatric History 

Ms. B. has a long history of psychiatric illness with a long history of non­

compliance with her medication. Mrs. B. reports that she has a history of auditory 

hallucinations and paranoid delusions. 

Clinical Behaviors 

Frequent attempts to commit suicide, Mrs. B stated that she had intrusive thoughts 

and were unable to control them. Somatic Delusions, several overdoses of taking 

chemicals (Pine Sol and Purex). She also cut her wrist and set herself on fire. 

Diagnosis: Schizophrenia 

Medications : Prolixin, Zoloft, Trazodone and Xyprexia 

However, patient has been non-complaint with medication. 

Interventions 

Patient attended group and was able to follow the group process. Her socialization 

was poor, she was quiet in groups, was able to concentrate, she will be encouraged 

to continue group therapy as well as anger management.. Mrs. B will be returned to 

the nursing facility' s psychiatric unit. Monitoring of mental status examination. 

She will be restarted on antipsychotic medications for psychotic symptoms and 

antidepressant for history of depression. 



Goals 

Ms. B. will continue group therapy to address irrational thinking toward suicide 

and medication therapy to continue in hopes of relieving dilusions and 

hallucinations. 
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Case Study # 3 

C.C. 

Dr. G.P. 

Initial Assessment 
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Mrs. C. is a 72 year old, white, female who currently resides at Clayton Inn nursing 

home. Prior to admission in the nursing home Mrs. C. lived in Memorial Shelter 

Care Home. The resident is a widow, with one son. Her spouse expired 10 years 

ago. She has a history of smoking four packs of cigarette•s per day. She use to 

enjoy embroidery, sewing, and quilting. Mrs. C. has been institutionalized because 

she was unable to care for herself in a safe manner. She was admitted with a 

diagnosis of Schizo-affective disorder, history of hypertension, history of herpes 

zoster in the past, and Mrs.Chas had some tardive dyskinesia and headaches, chest 

discomfort and dizziness on occasions. 

Family History 

Mrs. C' s mother died of cancer of the liver. Her father died of cancer of the 

prostate, and her mother also had a history of depression . Her son is diagnosted 

with manic depression. 

Past Psychiatric History 

Unknown 



Clinical Behavior 

Agitation, acting inappropriately, kissing everyone she comes in contact with. 

Labile, and crying from one minute to the next. She would cry and she would 

laugh. Overly obsessed with men, continuously seeks attention. 

Diagnosis 

Schizo-affective disorder 

Medications 

Antivert, Serax, Thorazine, Lithium, Depakote, Capoten, Zoloft, Procardia, and 

Zprexa 

Interventions 
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Medication therapy, grooming and hygiene. During group therapy her socialization 

was fair. Restraint ordered- posey vest for fall prevention with her unsteady gait. 

Keep resident at all times in wheel chair or bed. Patient should not stand up or walk 

without nursing supervision. 

Goals 

Drug therapy and monitoring. 



Case Study # 4 

D.S. 

Dr. W. C. 

Initial Assessment 
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Mr. S is a 90 year old, black, male who was brought to the facility by his daughter. 

He is a widower born and raised in St. Louis, MO. He has two children, a son and 

a daughter. Prior to admission Mr. S have been living in his own assisted living 

apartment at Willington Arms. He has a low energy level and has been isolative. 

He reports feeling nervous all of the time and has been most of his life. He has had 

a poor appetite with a ten pound weight loss. His daughter, reports that his 

behavior is very strange and he becomes aggressive. .Mr. S has began to strike at 

his daughter and he reports hearing buzzing and ringing bells at night. He is noted 

also to give an unsteady quit. His daughter further reports that Mr. S tried to jump 

out of the car during their trip to the office. He is paranoid believing that his 

daughter is trying to kill him or "Blind" him. His daughter stated that when he 

attempted to jump out the car, he stated, "I just wanted to die". Mr. S does not 

have a previous history of psychiatric illness. Due to the paranoia and aggressive 

behavior his daughter felt it necessary to institutionalize him. 

Family History 

Mr. S has three siblings, two of which are diagnosed with manic depression. 

Past Psychiatric History 

No previous history of psychiatric illness. 



Clinical Behavior 

Anxiety, Depression, Acting out and hitting others Aggressive, Suicidal attempts, 

Verbalizing death wish. 

Diagnosis 

Dementia/ Anxiety disorder 

Medication 

Xanax, Zoloft & Risperdol 

Intervention 
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Mr. S will be admitted to the psychiatric unit. His mental status examination will 

be monitored. He will be placed on Xanax, Zoloft, and Risperdal for compaints of 

anxiety. 

Goals 

Mr.S will be admitted to the psychiatric ward with rehabilitation services of a 

lesser intensity which can be provided by the nursing facility. Drug therapy and 

monitoring provision of structural environment implement ADL programs. 
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Conclusion 

The primary goal of this paper is to enhance awareness of the number of elderly 

people afflicted with mental illness that are institutionalized in nursing homes and 

how nursing homes are accommodating them. Within the past ten years there has 

been much improvement and success in providing effective care for the elderly 

residents. The health field of Long term care (L TC) has come along way. 

However, there is much to be achieved. 

Major depression, Dementia, Schizophrenia, Anxiety Disorders and Bipolar­

Disorders are common mental diseases that afflict the aging population with 

measurable changes in brain function and structure. Currently the causes are still 

unknown. 

As for disabling mental disorders, such as schizophrenia, major depression and 

dementia, throughout the entire history of mental health no one has been able to 

figure out how to provide appropriate and effective services to the severely, 

chronically mentally ill. Many years ago mentally ill people were committed to 

insane asylum, and treated inhuman. But, currently mental health institutions and 

nursing homes are made available to accommodate individuals with this 

unfortunate illness in a more professional and caring manner. 



L InIervcn1ions / alternatives used prior lo applying restraints: 

Rc$tralnt 
Implementation Sheet 
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0 Adrvn,es to keep patient occupied O Fr~uent conl8cl with patient every ____ minutes 
I] 1 :1 provided O Bed check alarm 

0 VcrtJal ,niervenhons I de-escalat,on / reassurance O Rcorienlcd time J person/ place 
0 Move near Nursing Sta1ion O Comlort measures 
0 Elcvaled toot ot bed O Removal lo qu,e1cr. l~s s1,r.ulating area 
0 PAN medication O other _____ _ _ _______ _ _ _ _ 

11 Response 10 interventions:---- - - --------- -------------- - --

Ill. Rationale for restraints/ seclusion 
D Physically aggressive and / or disruptive behavior lhal wouk1 present harm to sett / staff-i Olhers as evidenced by: 

O Unsate mobility would cause harm lo pa1ien1 as evidenced by. 

D lnter1ercnce wllh medical suppor1 measure~ (IV lluids. oxygen. other tubes. vcn!ilalor, etc.) as evidenced by· 

IV. Type o1 Restraint used: 
D Posey O Gerichair 0 Mittens D Sottlini> 0 Leathers D Seclusion room 

V. Patient anc:1 room cheeked for harmful objects O Yes 

VI. Restraints explained lo patient and behaviors needed for release (state behaviOB): ____________ _ 
D Notified O Parent / family D Le!Ja( guardian 

Delerred because: -----------------------------------

VII. Physician order obtained at (date I time) ______________ _ Not to exceed ____ hours 

Vilt. Problem/ interventions added to Master Treattnent Plan _____________ _______ _ 

Reminders: Initiate QA lftlf lof secklsbn_room / leather restraints enter Into log book. 

Nurse Signature 

Dale lime 



My World Now 

Elderly people living in nursing homes, regardless of their state of mind it is 

insignificant when it comes to loneliness. Even if they are unable to express it 

verbally, it is expressed through their eyes, their disposition and their nonsensicaJ 

responses in an attempt to communicate. 
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A resident of a nursing home in Wauwatosa, Wis. she expressed life in a nursing 

home, from the inside that came to be her world. 

This is my world now. It is all I have left you see, I am old. And, I am not as 

healthy as I use to be. I'm not necessarily happy with it but I accept it. 

Occasionally, a member of my family will stop in to see me. He or she bring some 

flowers or a little gift, maybe a set of slippers- I have got eight pair. We will visit 

for awhile and then they will return to the outside world and I will be alone again. 

Oh, sure, there are other people here in the nursing home. Residents, we are called. 

The majority are about my age. I am 84. Many of them are in wheelchairs. The 

lucky ones are passing through with a broken hip, a diseased heart, something has 

brought them here for rehabilitation. When they are well they will be going home. 

Most of us are aware of our plight-some are not. Varying stages of Alzheimer' s 

have robbed several of their mental capacities. We listen to endlessly repeated 

stories and questions. We meet them anew daily, hourly or more often. We smile 

and nod gracefully each time we hear a retelling. They seldom listen to my stories, 

so I have stopped trying. 
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The help here is basically pretty good, although there is a large turnover. Just 

when I get comfortable with someone he or she moves on to another job. I 

understand that. This is not the best job to have. I do not like some of the physical 

things that happen to us. I do not care much for a diaper. I seem to have lost the 

control acquired so diligently as a child. The difference is that I am aware and 

embarrassed but I can not do anything about it. I have had three children and I 

know it is not pleasant to clean another's diaper. My husband used to wear a gas 

mask when he changed the kids. I wish 1 had one now. 

Why do you think the staff insists on talking baby talk when speaking to me? 

understand English. I have a degree in music and I am a certified teacher. Now l 

hear a lot of words that end in "y". Is this how my kids felt? My hearing aid works 

fine. There is little need for anyone to positi.on their face directly in front of mine 

and raise their voice with those "y" words. Sometimes it takes longer for a 

meaning to sink in; sometimes my mind wanders when I am bored. But there is no 

need to shout. I tried once or twice to make my feelings known. I even shouted 

once. That gained me a reputation of being "crotchety". Imagine me, crotchety. 

My children never heard me raise my voice. I surprised myself. After I've asked 

for help more than a dozen times and received nothing more than a dozen 

condescending smiles and a "Yes, deary, I am working on it," something begins to 

break. That time I wanted to be taken to a bathroom. 

I would love to go out for a meal, to travel again. I would love to go to my own 

church, sing with my own choir. I would love to visit my friends. Most of them 



are gone now or else they are in different "homes" of their children's choosing. 

would love to play a good game of bridge but no one here seems to concentrate 

very well. My children put me here for my own good. They said they would be 

able to visit me frequently. But they have their own lives to lead. That sounds 

normal. I do not want to be a burden. They know that. But I would like to see 

them more. One of them is here in town. He visits as much as he can. 

Something else I have learned to accept is loss of privacy. Quite often I will 
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close my door when my roommate-imagine having a roommate at my age-is in the 

TV room. I do appreciate some time to myself and believe that I have earned at 

least that courtesy. As I sit thinking or writing, one of the aides invariably opens 

the door unannounced and walks in as if I am not there. Sometimes she even opens 

my drawers and begins rummaging around. Am I invisible? Have I lost my right to 

respect and dignity? What would happen if the roles were reversed? I am still a 

human being. I would like to be treated like one. 

The meals are not what I would choose for myself We get variety but we do not 

get a choice. I am one of the fortunate ones who can still handle utensils. I 

remember eating off such cheap utensils in the Great Depression. I worked hard so 

I would not have to ever use them again. But here I am. Did you ever sit in a 

wheelchair over an extended period of time? It is not comfortable. The seat 

squeezes you into the middle and applies constant pressure on your hips. The 

armrests are too narrow and my arms slip off. I am luckier than some. Others are 



strapped into their chairs and abandoned in front of the TV. Captive prisoners of 

daytime television; soap operas, talk shows and commercials. 
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One of the residents died today. He was a loner who, at one time, started a 

business and developed a multimillion-dollar company. His children moved him 

here when he could no longer control his bowels. He did not talk to most of us. He 

often snapped at the aides as though they were his employees. But he just gave up; 

willed his own demise. The staff has made up his room and another man has 

moved in. A typical day. Awakened by the woman in the next bed wheezing- a 

former chain smoker with asthma. Called an aide to wash me and place me in my 

wheelchair to wait for breakfast. Only 67 minutes until breakfast. I will wait. 

Breakfast in the dining ar~a. Most of the residents are in wheelchairs. Others use 

canes or walkers. 

Some sit and wonder what they are waiting for. First meal of the day. Only three 

hours and 26 minutes until lunch. Maybe I will sit around and wait for it. What is 

today? One day blends into the next until day and date mean nothing. Let' s watch 

a little TV. Oprah and Phil and Geraldo and who cares if some transvestite is 

having trouble picking a color-coordinated wardrobe from his husband's 

girlfriend' s mother' s collection. Lunch. Can not wait. Dried something with 

pureed peas and coconut pudding. No wonder I am losing weight. 

Back to my semiprivate room for a little semiprivacy or a nap. I do need my 

beauty rest, company may come today. What is today, again? The afternoon drags 

into early evening. This used to be my favorite time of the day. Things would 



wind down. 1 would kick off my shoes. Put my feet up on the coffee table. Pop 

open a bottle of Chablis and enjoy the fruits of my day' s labor \vith my husband. 

He is gone. So is my health. This is my world now. 
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