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edicine is an ever-changing
science. As new research

and clinical experience broaden our knowledge,
changes in treatment and drug therapy are re-
quired. The authors and publisher of this work
have checked with sources believed to be reliable
in their efforts to provide information that is com-
plete and generally in accord with the standards
accepted at the time of publication. However, in
view of the possibility of human error or changes
in medical sciences, neither the authors nor other
parties who have been involved in the prepara-
tion or publication of this work warrant that the
information contained herein is in every respect
accurate or complete. They are not responsible for
any errors or omissions or for the results obtained
from the use of such information. In particular,
readers are advised to check the product informa-
tion sheet included in the package of each drug

they plan to administer to be certain the informa-
tion contained in this book is accurate and that
changes have not been made in the recommended
dose or in the contraindications for administra-
tion. This recommendation is of particular impor-
tance in connection with new or infrequently used
drugs.

Readers are encouraged to confirm the informa-
tion contained herein with other sources and update
their knowledge about economic mandates and re-
imbursement. The Health Care Financing Adminis-
tration, the Health and Human Services Inspector
General, and Medicare carriers all are subjecting
mental illness treatment claims to intensified scru-
tiny; thus additional care in documentation is war-
ranted. Consult with your local Medicare carrier,
state Medicaid program, and other state and federal
regulations regarding changing regulations and re-
gional interpretations.
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he American Psychiatric Asso-
ciation (APA) Council on Ag-

ing has had a distinguished track record in shap-
ing mental health policies and clinical practices
for geriatric patients with mental disorders who
reside in long-term care settings. In December
1983, the APA Board of Trustees established the
Task Force on Nursing Homes and the Mentally
Ill. The Task Force was chaired by Dr. Benjamin
Liptzin, who was ably assisted by Drs. Soo
Borson, James Nininger, and Peter Rabins. They
diligently summarized the literature, research
findings, and treatment options for mentally ill
patients in nursing home settings and made rec-
ommendations for future activities in the areas of
research, training, and policy. Their work led to
the Task Force Report No. 28, Nursing Homes and
the Mentally Ill: A Report of the Task Force of Nursing
Homes and Mentally Ill Elderly (1989) of the Ameri-
can Psychiatric Association. This report followed
on the heels of major legislative changes affecting
nursing homes as part of the 1987 Omnibus Bud-
get Reconciliation Act, Public Law 100-203
(OBRA-87). The OBRA-87 legislation resulted in
large part from a 1986 Institute of Medicine (IOM)
of the National Academy of Sciences published re-
port, Improving the Quality of Care in Nursing
Homes.

From the APA Task Force arose the Committee
on Long-Term Care and Treatment of the Elderly.
The Committee has been chaired by a number of
distinguished psychiatrists, including Drs. Ira
Katz, Don Hay, Barry Fogel, and James Greene.
The Committee’s mission and vision has been fo-
cused on improving the quality of care of patients
in nursing home settings. To achieve this goal, the

Committee has networked successfully with other
professional and advocacy groups, including the
American Association for Geriatric Psychiatry, the
American Geriatrics Society, the American Medi-
cal Directors Association, the American Society of
Consultant Pharmacists, the American Associa-
tion for Retired Persons, and the Coalition for
Nursing Home Reform.

The years since the 1989 Task Force Report have
seen improvements in the quality of care deliv-
ered to patients residing in nursing homes. For ex-
ample, there has been a marked reduction in the
use of physical restraints. But the need for
high-quality, cost-effective psychiatric services in
nursing homes has not lessened over the years. In
fact, epidemiologic studies over the past decade
have consistently shown that a very high preva-
lence of psychiatric disorders exists among nurs-
ing facility residents. Approximately two of every
three residents have diagnosable mental disor-
ders, and one in four has clinically significant
symptoms of depression. Further, two-thirds of
nursing home residents have dementing illnesses,
of which 80% is Alzheimer’s disease. The impact
of not treating these mental disorders is clear. Un-
treated, these illnesses lead to increased mortality,
further functional disability, worsening symp-
toms of associated illnesses, and diminished qual-
ity of life for vulnerable individuals requiring
long-term care services.

In March 1998, the IOM formed the Committee
on Improving Quality in Long-Term Care to ex-
amine the impact of OBRA-87 legislation on nurs-
ing home services. The APA and the American
Association for Geriatric Psychiatry provided
written testimony to the Committee. The written
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testimony also recommended strategies to ensure
that the delivery of quality mental health services
in nursing facilities will be a top priority for any
future legislation dealing with long-term care. A
key recommendation to the IOM Committee was
the development of mental health quality indica-
tors for nursing home residents that make explicit
the need for nursing home residents to have ac-
cess to more affordable, high-quality psychiatric
care.

The Manual of Nursing Home Practice for Psychia-
trists is a timely reference for general psychia-
trists, primary care physicians, and others inter-
ested in nursing home practice. It is designed to
assist general psychiatrists in understanding the
clinical, regulatory, financial, and legal questions
associated with nursing home practice. By giving
general psychiatrists and other interested profes-
sionals this tool, we hope to encourage them to ex-

pand their work into nursing facilities and
thereby benefit patients who may require psychi-
atric services.

On behalf of the APA Council on Aging, we
thank Drs. James Greene, J. Pierre Loebel, George
Dyck, Barry Fogel, Elliott Stein, Joan Barber, Gabe
Maletta, Lory Bright-Long, Deb Banazak, and oth-
ers for their leadership and commitment to pro-
ducing the Manual of Nursing Home Practice for
Psychiatrists.

Christopher C. Colenda, M.D., M.P.H.
Chair, Council on Aging

American Psychiatric Association
Professor and Chair

Department of Psychiatry
Michigan State University
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he Manual of Nursing Home
Practice for Psychiatrists is a

product of the American Psychiatric Association
Council on Aging and the Committee on
Long-Term Care and Treatment of the Elderly.

Its purpose is to give general psychiatrists, pri-
mary care physicians, and others with little if any
nursing home experience a practical, accurate,
and easily readable guide to serve their needs
when responding to a consultation request, at-
tending a patient, or exploring the opportunity to
accept a position in a skilled nursing home or
other long-term care setting.

For ease of reference we have organized the
Manual into five sections:

1. Clinical Considerations—information of im-
mediate relevance to patient consultation and
the nursing home environment

2. Regulatory Aspects—information regarding
OBRA, the Minimum Data Set, and other reg-
ulations that have a direct bearing on nursing
home practice

3. Financial Aspects—information on how to get
paid for services

4. Legal and Ethical Issues
5. Perspectives for the Future

In addition, the appendixes contain a guide to
nursing home staffing, sample form letters, useful
assessment instruments, and a bibliography to
which you may refer for more detailed informa-
tion.

The Committee also hopes that this manual will
stimulate the reader’s interest in the rapidly grow-
ing field of geriatric psychiatry.

xi
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Chapter 1

Historical Background

The modern nursing home is a unique and re-
markable hybrid. It has historical roots whose in-
tertwining and growth have formed our current
system of long-term care. These roots have bio-
medical origins in the acute care hospitals, psy-
chological origins arising from the long-stay men-
tal hospitals (i.e., “asylums”), and social origins in
the poorhouse movement of the eighteenth and
early nineteenth centuries. Management was at
first based on custodial social models. Later the
forces contributing to the evolution of nursing
homes based their interventions on the medical
model. Currently nursing homes are attempting
to address the social, psychological, and medical
problems that affect their residents. Systems are
evolving rapidly that include psychiatric inter-
ventions designed to address these complex
needs.

As recently as the mid-1970s, aging was viewed
as a disease for which there was no intervention
except institutionalization or stoic family resolve.
Most primary care physicians did not believe that
dementia patients could be helped. Many patients
were “warehoused” without psychiatric help of
any type because they were diagnosed as “senile”
or with “hardening of the arteries” and were con-
sidered “not treatable.” Especially before the de-
velopment of neuroleptics, antidepressants, and
newer anxiolytics, patients were often sedated
with phenobarbital or other sedatives. Rarely,

when the patient was extremely psychotic or agi-
tated, a psychiatrist would be consulted.

Psychiatric consultation to nursing homes has
been very slow to develop because of inadequate
techniques for making the necessary multisystem
assessments, ineffective behavioral management
of psychiatric symptomatology, and lack of psy-
chiatrist availability and motivation. In addition,
psychiatrists have traditionally had little involve-
ment in prescribing psychotropic drugs for
long-term residents of nursing homes (Larson and
Lyons 1994). More often psychiatric problems
have been diagnosed and medications prescribed
by primary care physicians.

The burden of behavioral management, there-
fore, has too frequently fallen onto poorly trained
staff who lack the understanding and skills neces-
sary to handle psychopathologic states and their
associated behaviors. Overutilization of physical
and chemical restraints led to legislative interven-
tions (e.g., the Omnibus Reconciliation Act of 1987
[OBRA-87]) (Rovner and Katz 1994; see also
Chapter 5). The “nothing can be done” attitude
fulfilled itself as a prophecy and has frequently
led to nothing being done (Greene et al. 1985).
Clearly with the mushrooming growth of the
older population in this country, and advances in
psychiatric diagnosis and treatment, this nihilistic
attitude must change. We, as psychiatrists with so
much to offer older people, must lead the way.

The common public and media belief is that
boredom, lack of dignity, a slide into anonymity,
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over-regimentation, neglect of personal needs,
and helplessness will follow admission to the
nursing home. Some individuals have committed
suicide in response to fear of nursing home place-
ment (Loebel et al. 1991). The psychiatrist who is
experienced in this environment will know that in
the majority of cases the stereotypes are far from
the truth and that the more common milieu is a
very supportive and active one, in which the en-
tire biopsychosocial spectrum of patient care re-
ceives vigorous attention.

The number of persons served within this sys-
tem has increased substantially and rapidly. It has
been estimated that by the middle of the
twenty-first century, more than 1 in every 100 per-
sons in the United States will reside in a nursing
home for at least some time. Paralleling these in-
creases and changes in utilization has been a rise
in expenditures; various cost-cutting initiatives
are now being proposed.

Prevalence of Mental Illness

An extensive epidemiologic literature is now
available for the general psychiatrist who is con-
sidering nursing home consultation and who may
be concerned about the prevalence and severity of
the psychiatric disorders that he or she will en-
counter.

Rovner et al. (1990) estimated rates of schizo-
phrenia at 2.4%, depression at 12.8%, and demen-
tia at 67.4%. The features associated with demen-
tia (e.g., behavioral dyscontrol, depression,
delirium, anxiety, psychosis) lead to a request for
psychiatric consultation more often than do the
cardinal cognitive characteristics of the disorder.
Another investigation revealed a moderate to
marked degree of cognitive impairment, the pres-
ence of mild depression, and moderate to marked
levels of overall psychiatric impairment across the
entire population studied. According to Borson et
al. (1997, p. 1178), “Despite the growth of commu-
nity care as an alternative to nursing home place-
ment, these results confirm observations made
four decades ago and recently renewed that nurs-
ing homes care for patients difficult to distinguish

from those treated in acute psychiatric hospitals,
emphasizing the need for a full spectrum of men-
tal health services in this setting.”

The Role of the Psychiatrist in
the Nursing Home

We may conclude that there is a high prevalence
of psychopathology among nursing home resi-
dents and that this psychopathology manifests it-
self in symptoms and behaviors that are distress-
ing to patients and that are problematic for their
caregivers to manage, many of whom are under-
trained and inexperienced. At the same time,
lower-grade but pervasively debilitating dys-
functions are often neglected. This situation pre-
sents the psychiatrist with an unrivaled scope of
practice, of which the ultimate goals are “the
maintenance of functional capacity, delaying the
progress of disease where possible, and [the] cre-
ation of a safe, supportive environment that pro-
motes maximal autonomy and life satisfaction”
(Borson et al. 1987, p. 1412).

In addressing these tasks, the roles or functions
for which the psychiatrist may be called upon in-
clude the following:

• Making accurate diagnoses of complex psychi-
atric disorders

• Assessing medical, psychological, and social
factors that affect patients’ functioning

• Applying specialized knowledge and skills in
the use of psychoactive medications in this age
group, including their efficacy, adverse effects,
and interaction with other medications that the
patient is likely to be taking

• Documenting assessment and treatment recom-
mendations clearly and concisely, with the
needs and nature of the referring staff and phy-
sician in mind at all times

• Providing comprehensive and integrated treat-
ment planning, working with the primary care
physician and other members of the multi-
disciplinary staff

• Being proficient in the use of the correct diag-
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nostic and billing codes and the proper docu-
mentation thereof, in line with Medicare and
Medicaid rules and regulations

Aside from diagnosing and treating psychiatric
disorders among the individual patients in
long-term care facilities, the role of the psychia-
trist in the nursing home should include educat-
ing and supporting families, primary care physi-
cians, and staff. The scope of this function may
include the following activities:

• Encouraging new and appropriate referrals
• Helping staff recognize mental disorders and

perceive the patient’s symptoms in the context
of a medical disorder rather than as willful mis-
conduct, personality traits, or a lack of coopera-
tion

• Reducing problems that cause emotional or be-
havioral problems in patients through better
preventative measures

• Reducing the transmission of myths about
mental illness, aging, psychiatric medications,
and other psychiatric treatments

• Providing in-service training to nursing staff,
physicians, and administration

• Assisting in ensuring compliance with federal
and state regulations governing the medical
care provided in the particular setting
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Chapter 2

he request from a long-term
care facility to have a psychia-

trist evaluate a patient is an invitation that can
lead to a challenging but rewarding relationship,
not only with the patient but also with a number
of other parties who are already involved with
that patient, namely the primary care physician,
the patient’s family, and the nursing home staff
and administration. The nursing home environ-
ment is very different from that encountered in
the hospital, the institution with which the psychi-
atrist is likely to be most familiar. Learning the
customs and rules of the long-term care facility
may take some time and effort, but it can be un-
dertaken as the psychiatrist proceeds carefully
and deliberately in examining the patient.

The patient’s signs and symptoms should be
the psychiatrist’s primary concern, but the under-
lying reasons for the consultation request must be
researched carefully. In searching for the etiology
of the observed signs of psychiatric illness, the
psychiatrist should cast a wide net. Because the
nursing home resident is by necessity a person
somewhat dependent on his or her environment,
the persons who interact with and control that en-
vironment take on special importance and cannot
be ignored. The time spent in investigating these
matters may sometimes seem prohibitive, but the
psychiatrist must be forewarned that thorough-
ness bears a direct relationship to a satisfactory
outcome. Like it or not, there will be many per-
sons who either will or will not “sign off” on the
treatment plan devised for the patient before it is

implemented fully and completed successfully.
Behavioral symptoms are the most common

reason for a psychiatric consultation. These prob-
lems often have no clearly discernible cause and
are resistant to decisive, quick solutions. Al-
though the psychiatrist is no stranger to complex
clinical problems, the nursing home is a special
environment that itself needs to be understood in
order to manage the patient’s problem most effec-
tively within that context. Furthermore, the nurs-
ing home staff, the patient, and the family may
need help in understanding what the psychiatrist
has to offer.

Various factors may lead to a psychiatric con-
sultation, and the psychiatrist must ascertain the
reasons behind the request. Because of the stigma
attached to psychiatry, some issues may have
been disguised or obscured altogether, especially
if the psychiatrist is new to a particular setting. Ta-
ble 2–1 presents a classification of the various rea-
sons that may underlie the consultation request.

Preparation for the Consultation

The psychiatrist needs to be aware that the pri-
mary care physician is ultimately in charge of the
patient’s medical care. The roles of the primary
care physician, the nursing home staff, the family,
and the patient in initiating the consultation have
important implications for how the request is han-
dled.

7

Evaluation and Management of Psychiatric
Problems in Long-Term Care Patients



Written Request for a Consultation

The primary care physician’s request must be
made in writing. Documentation must use the fa-
cility’s order forms and could include an account
of the patient’s psychiatric symptoms. At the very
least, this information should be listed in the “re-
ferral reason” section of the consultation form.
Justification of medical necessity in psychiatry can
be problematic. Improving the patient’s level of
functioning and preventing dangerous behavior
are two important factors that may underlie medi-
cal necessity for a psychiatric consultation. The
psychiatrist may avoid unfavorable third-party
payer review if he or she documents the referral
reasons carefully. Consultation for assistance in
custodial care would be difficult to justify to a
third-party payer. For example, a patient who is
admitted to a facility and has a concomitant men-
tal illness that is stable on a medication regimen
would not need a psychiatric consultation for “re-
view of meds.”

Expectations of the
Primary Care Physician

If the psychiatrist has developed a working rela-
tionship with the primary care physician, he or
she may know what that physician expects. It may
be a single consultation with recommendations
made in writing and discussed verbally, or it may
be a request for ongoing psychiatric management
of the case. This understanding should be clear
and explicit in order for the relationship to work
well. Ascertainment of the primary care physi-
cian’s expectations may require extra attention if a
working relationship has not been established.

Prior Permission

The consultation’s effectiveness is often compro-
mised when the patient or family has not been in-
formed of the referral prior to the psychiatrist’s
first visit. Ideally the psychiatrist or someone rep-
resenting him or her should have involved the pa-
tient and the family in discussions before the con-
sultation.

8 Manual of Nursing Home Practice for Psychiatrists

Table 2–1. Common reasons for psychiatric referral

Patient-centered reasons
Psychiatric illness—threshold is lowest for

symptoms that fall outside the usual experience
of nursing home staff and attending physicians

Behavioral disturbances (apart from the recognition
of psychiatric illness)—may be the most common
reason for a referral in some facilities

Illness or death of a spouse, other relative, or friend
in or outside the nursing home—not as common
as other reasons in this category

Staff-centered reasons
Recognition of a psychiatric problem in the patient
Prejudices and other biases among staff members

about norms of conduct
Staff workload and fatigue
Psychiatric referral used as punishment or threat of

punishment
Specific behavioral problem on the part of a staff

member
Family-centered reasons

Feelings of guilt and uncertainty, especially over
nursing home placement

Wanting “the best”—may mean the family has an
agenda that needs to be inquired about

Dissatisfaction with nursing home, staff, doctor,
patient care, costs, medications, illness, roommate,
and so on

Internal family disagreements
Primary care physician–centered reasons

Lack of response to medical treatments—physician
may conclude that symptoms must be psychiatric

Patient noncompliance with medication or other
treatments

Nursing staff or administration complaints about
the patient to the primary care physician

Nursing home–centered reasons
Requests from consulting pharmacist to bring

treatment into OBRA compliance
Changes of administration that lead to changes of

nursing home policy
Staff discontent or conflict, which may lead to high

turnover
Other reasons

Legal matters (e.g., determination of testamentary
capacity)

Financial issues, which may lead to changes in the
relationship between the resident and the facility

Situational factors (e.g., a move or contemplated
move)



Facility Notification

The nursing home should be notified of the psy-
chiatrist’s scheduled time of arrival and of the pa-
tient to be seen. If the patient’s cognition is intact,
he or she should be informed of the time sched-
uled for the visit so that the visit is not an un-
expected intrusion. Dropping in at the patient’s
bedside unannounced may be unwelcome and
unproductive. By inviting a family member to be
available to provide information, to have an op-
portunity to ask questions, and with whom to dis-
cuss recommendations, the psychiatrist can save
time, to say nothing of how this approach can fa-
cilitate acceptance of recommendations.

Written Authorization Before Billing

Medicare billing requires a one-time signed au-
thorization executed by the patient or someone
acting on the patient’s behalf.

Gathering Information

Establishing in an efficient manner a database on
a nursing home resident requires a procedure that
varies somewhat from that followed in the psychi-
atrist’s office or the hospital. A nursing home staff
member who is familiar with the patient may not
be readily available, and although a clinical chart
is available in a skilled nursing facility, the infor-
mation in it is arranged in a way that may be unfa-
miliar to the psychiatrist who is used to working
with clinical charts in the hospital.

Clinical Records

It requires time and a concerted effort to look
through the patient’s chart to find enough clues
about how the current problem developed, espe-
cially when the psychiatrist is unfamiliar with the
facility. A major limitation is that the chart on the
unit generally has been culled from information
more than a few months old, and extra effort is
needed to obtain and study old records that have
been filed away. The following sections describe
the specific items the psychiatrist should look for.

Minimum Data Set

The Minimum Data Set is a standardized database
that provides basic information in checklist for-
mat (see Chapter 4). It is updated quarterly and is
mandatory for all residents of skilled nursing fa-
cilities. It provides a succinct if somewhat sterile
record of the patients’ problems and limitations.

History and Physical Examination

The patient’s history and physical examination re-
port often provides only rudimentary information
such as past diagnoses; however, this report is
central to the examination of the nursing home
resident. It enables the psychiatrist to understand
the patient’s medical status, including past and
current illnesses and treatments. Failure to con-
sider and understand this information can lead to
inappropriate recommendations.

Social History

The patient’s social history may be the only avail-
able source in the record that provides some infor-
mation about the patient’s past, which is impor-
tant for understanding the context of the current
behavior.

Nursing Notes, Vital Signs, and
Record of Problem Behavior

Nursing notes, while highly variable, may pro-
vide descriptions of disturbed behavior that are
essential for understanding the current problem.
Any persistent problem behavior should have
been recorded in a format that permits the fre-
quency of the behaviors to be evaluated. Behav-
ioral interventions may be noted, but they are in-
herently more difficult to describe. Recent general
medicine problems, including weight changes,
are particularly important to note. For patients
who have resided at the facility for a long time,
old information will have been removed from the
patient’s chart, and in order to obtain a better pic-
ture of the patient’s past behaviors the psychia-
trist may need to obtain such information from
the record room.
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Order Sheets and Physicians’ Notes

The medications used in the past few months can
usually be identified in the order sheets, which
may also provide a written rationale for why the
medications were given. Efforts to address behav-
ioral issues with medication can therefore be de-
duced from this record. When physicians’ notes
coincide with the order dates, they may provide a
more detailed explanation.

Medication Administration Records

Several months of medication administration re-
cords (MARs) can generally be found in the pa-
tient’s chart, but the current month’s MAR is usu-
ally kept in a separate place for the convenience of
the nurses who administer the medications. The
MAR should be sought in order to obtain an objec-
tive record of how behaviors have been addressed
with medication in the past few weeks and also to
note any new medications being used. Failure to
see the current MAR frequently results in errors
and off-target recommendations.

Laboratory Reports

Laboratory reports should be scanned for any ab-
normalities and also may provide a record of drug
levels.

Special Reports and Other Records

Cognitive or other psychological tests (e.g., the
Mini-Mental State Exam) are often administered
to patients at regular intervals. Hospital discharge
records tend to provide a more thorough data set
and may be present in the patient’s chart. The psy-
chiatrist should note the presence of legal docu-
ments such as a durable power of attorney or
guardianship, along with the name of the person
holding such authority.

Patient Interview

The patient interview in the nursing home is like a
home visit insofar as it introduces a number of
variables not present in the hospital or office set-
ting. The environment in which the interview is
conducted may be quite unpredictable and often
suboptimal, requiring accommodation to be

made. The psychiatrist will need to adjust his or
her routine from one facility to another, because
what is possible and desirable in one will be un-
workable in another. It is usually helpful when a
nursing home staff member can accompany the
psychiatrist, but one may not always be available
unless such a routine has been established with
the facility. At a minimum, a suitable chair or
chairs should be available in a location that is
quiet enough and private enough to permit the
psychiatrist to visit with the patient at some lei-
sure. A patient’s hearing impairment will often be
an issue, and the psychiatrist may find it useful to
carry an amplification device.

Introduction

Although respectfulness is an important issue at
the first meeting with a patient, it is particularly
important with the elderly, who have almost uni-
versally suffered a loss of status. Consequently
they are addressed less respectfully as a matter of
course, in ways that often only they are aware of.
The psychiatrist can prevent angry rebuffs if this
matter is attended to carefully. For some older pa-
tients, being seen by a psychiatrist for the first
time in their lives may seem to be an unacceptable
insult. In most cases it is helpful for the psychia-
trist to stress his or her medical identity and
broach the specialty identification only if the
question is raised directly. Deliberate misleading
of the patient will compound the problem.

Chief Complaint

It is usually best to ask the patient about his or her
chief complaint first, even though in cases of be-
havioral disturbance the consultation is generally
requested in response to the problems others are
having with the patient’s behavior. This approach
permits the psychiatrist to hear about the problem
from the patient’s point of view, to the extent that
the patient is aware of it. It shifts the focus from
what to do about the resident’s problem to what
to do for the patient to ameliorate the problem.

History of Present Illness

The patient’s history of psychiatric illness and the
course of the current disorder should be ascer-
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tained as well as possible, but the patient with a
behavioral sign or symptom may lack the objec-
tivity if not the cognitive capacity to describe it
clearly. It is especially important to be alert to per-
ceived environmental stressors, because behav-
ioral disturbance so often is the final common
pathway for what is experienced as intolerable
distress. There may be many reasons for that dis-
tress, and evaluation of the severity of the various
reasons is essential to addressing it. Some sources
of problems are impossible to eliminate, but for
others remedies may have been overlooked and
can therefore be addressed. Understanding the
present illness means identifying as clearly as pos-
sible the causes of the distress fueling the behav-
ioral disturbance.

Mental Status Examination

The problem behaviors that triggered the consul-
tation may or may not be evident at the time of the
visit. The patient’s awareness of the problem, and
the presence and severity of cognitive impair-
ment, will to a large extent determine the manner
in which the mental status examination is per-
formed. At one end of the spectrum the examina-
tion will be much the same as with a younger out-
patient, but if the patient has advanced dementia,
little more than observation will be possible. Ob-
servation is particularly important when inter-
viewing the elderly, who may not be able to, or
may not choose to, communicate dysphoria ver-
bally. Individuals older than 50 years grew up in a
decidedly different environment with regard to
how feelings and emotions were regarded and
discussed. The language and stigma associated
with emotional disturbance were quite different
many years ago.

In many patients, perceptual distortions in the
form of hallucinations accompany behavioral dis-
turbance. These distortions are a common mani-
festation of delirium and may also represent
adverse effects of prescribed medications, particu-
larly in patients with Parkinson’s disease. Halluci-
nations are more common in the presence of im-
paired hearing or sight, presumably because of
sensory deprivation. Elicitation of such symptoms
is best done indirectly with questions such as,

“Have you seen or heard any disturbing things
lately that others have not?”

Cognitive distortions in the form of delusions
are often a secondary manifestation of impair-
ment, with the delusions becoming progressively
less organized as the dementia advances. When
delusions are very elaborate, dementia is mild or
completely absent, and it may be difficult to deter-
mine readily whether dementia is part of the etiol-
ogy. This is where formal memory tests can help
to make the differentiation, if the patient is coop-
erative. The psychiatrist should note the patient’s
thought content and preoccupations, particularly
because such observations can point to potential
remedies for the problem.

Cognitive impairment is usually a factor in be-
havioral disturbances. Such impairment should
be tested by means that are appropriate for the pa-
tient’s current level of functioning without being
unnecessarily intrusive. The psychiatrist can
soften the impact of this intrusion by using a sup-
portive manner. Questions about temporal orien-
tation can be introduced by a question such as,
“Do you keep track of the time?” Maintenance of
an acceptable social facade is very important for
persons with dementia, and an attempt to force
the patient into a demonstration of his or her
breaking point should not be undertaken lightly.
We term the inability to maintain this social ve-
neer as behavioral disturbance, and we should not
test it without regard to the patient’s sensibilities,
just as we are careful when eliciting physical pain.

Affective disturbance (e.g., irritability, dysphoria,
flat or labile affect) is present almost by definition
in behavioral problems, because one or more of
these disturbances usually are underlying factors
in behavioral disturbance. When not present the
disturbed behavior is usually more sporadic and
the result of specific environmental factors.

The psychiatrist should note the patient’s
psychomotor activity, including the daily pattern
of change in the patient’s activity level. This can
follow a diurnal pattern, or it may be sporadic,
possibly the result of identifiable environmental
triggers.

Stressors that may precipitate the disturbed be-
havior may not be easy to identify if the patient
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cannot give direct answers to questions as a result
of cognitive loss or lack of insight. It is helpful to
find out what things displease or distress the pa-
tient, in order to determine precipitants of the dis-
turbed behavior. The patient’s response will also
provide information about his or her coping style,
strengths, and weaknesses. Such information can
point to accommodations that can be made to
eliminate a precipitant of the problem behavior.
The rules and regimentation of the nursing home
can produce irritation that is particularly distress-
ing to some residents. Often the resident’s behav-
ior is a protest that is communicated imperfectly
and therefore is not understood or responded to
by the nursing home staff. Another question that
must always be addressed is whether the patient’s
behavior is a way of communicating pain or other
physical discomfort.

Behavior Inventory

If the psychiatrist observes the problem behavior,
such as calling out incessantly, he or she can test
interventions to modify the behavior. The results
of such interventions can supplement reports of
nursing home staff members’ efforts. The use of
standardized methods of monitoring the level and
type of behavioral disturbance enables more reli-
able evaluation of the effect of interventions and
provides a more sophisticated measure of the ex-
tent of the presenting problem.

Cohen-Mansfield has classified behavioral agi-
tation in a manner that helps psychiatrists to doc-
ument it more discretely. She defines agitation
broadly as “inappropriate behavior that is un-
related to unmet needs or confusion per se”
(Cohen-Mansfield and Billig 1986). The Co-
hen-Mansfield Agitation Inventory (CMAI) lists
29 problem behaviors, grouped into four catego-
ries according to the types of interventions most
useful in managing them: 1) aggressive behavior,
2) physically nonaggressive behavior, 3) verbally
agitated behavior, and 4) hiding/hoarding behav-
ior (Table 2–2). A monitoring system can be insti-
tuted using the CMAI to track the frequency of the
behaviors over a period of time, both before and
after various interventions.

Interviewing Collateral Sources

Nursing Home Staff

To augment the patient’s records and information
obtained from the patient interview, the psychia-
trist should gather observations from other staff
members, for example, a nurse, a social worker, or
other staff member designated to be in touch with
the psychiatrist. A designated contact at a fre-
quently visited nursing home can be a useful liai-
son with the staff and the family. The psychiatrist
also may want to encourage the staff member to
voice opinions, because if the opinions are at odds
with the psychiatrist’s recommendations, the
chances of success are diminished considerably.
Whenever possible, differences should be worked
through before a recommendation is made.

Family Members

If a family member is not present during the con-
sultation, the psychiatrist may find that telephone
contact is useful at the time of the consultation,
not only to obtain information but also to develop
a relationship that will enlist the family’s support
in the interventions that are recommended. The
family’s attitude toward the psychiatrist and the
family’s level of sophistication can vary dramati-
cally. Assessment of what the family can under-
stand and approve of, before an intervention is
recommended, is often crucial to a successful out-
come.

Physicians and Other Professionals

Direct contact with a physician who has known
the patient provides professional perspective.
This physician may not always be the one who re-
quested the consultation. The psychiatrist should
note what is currently being done to address the
patient’s behavioral problem, because this infor-
mation may provide clues about why current ef-
forts are not successful. Depending on the circum-
stances, it may also be useful to contact the
patient’s clergyman or clergywoman to clarify is-
sues from the past. The patient’s attorney may
also be an important person to contact if the pa-
tient’s competency is an issue.
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Diagnosis

The diagnostic formulation should address the
multiaxial components in the elderly nursing
home resident much the same as it does in the
younger ambulatory patient. Although identify-
ing DSM-IV diagnoses is necessary and impor-
tant, a conceptualization of the health of the resi-
dent’s entire internal and external environment is
necessary. The most immediate component of the
“family system” the patient relates to is the nurs-
ing home, and because it is a relatively new addi-
tion to the constellation, significant relationship
problems are usually present. Because the patient
is less able to verbally communicate these stress-
ors they are correspondingly underrated, delegit-
imatized, and just overlooked. Family members
may try to step into the breach, but they may also
distort the communication, especially when the
family has had problems. Thus in what might oth-
erwise be a fairly straightforward, treatable case
of depression, either the patient or the family may
be reluctant to accept the idea of a psychiatric ill-
ness.

To arrive at an accurate diagnostic formulation,
the psychiatrist ideally weighs all factors—biolog-
ical, psychological, and social—and assigns each
the appropriate significance.

Treatment Formulation and
Recommendations

Although we would like to be able to find the
“magic bullet” that will solve the patient’s prob-
lem in one try, the causes of disturbed behavior
are in most cases too complex to permit such an
easy solution. Pharmacotherapeutic interventions
alone are usually insufficient. Quite often they
play only an adjunctive role in support of other
types of treatment, which should not be omitted
in the recommendations.

The psychiatrist’s manner of communicating
his or her recommendations is a crucial element of
successful treatment. All interested parties should
be involved in this process so that they are
committed to having the recommendations car-
ried out.

Range of Interventions

An exclusive emphasis on medication may com-
promise the energy with which other interven-
tions are pursued. The value of nonpharma-
cologic interventions may be lost if they are not
addressed specifically in the psychiatrist’s report.

Environmental factors may be a sensitive issue
for the facility, particularly if the naming of defi-
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Table 2–2. Cohen-Mansfield Agitation Inventory (grouped according to type of behavior)

Aggressive Physically nonaggressive Verbally agitated Hiding/hoarding

Hitting
Kicking
Grabbing
Pushing
Throwing things
Biting
Scratching
Hurting oneself or others
Tearing things
Physical sexual advances

Pacing
Inappropriate robing or

disrobing
Spitting
Trying to get to a different

place
Intentional falling
Negativism
Eating inappropriate

substances
Performing repetitious

mannerisms
General restlessness

Cursing
Constant requests for

attention
Repetitive sentences or

questions
Making strange noises
Screaming
Complaining
Making verbal sexual

advances

Handling things
inappropriately

Hiding things
Hoarding things

Source. Adapted from Cohen-Mansfield et al. 1989.



ciencies implies blaming the nursing home staff or
administration. The psychiatrist is in a position to
address perceived deficiencies and problems with
the nursing home staff. Although mindful and
sympathetic to the constraints under which the
staff may work, the psychiatrist should be the pa-
tient’s advocate.

Various social factors, such as family conflict,
can be important precipitants of the patient’s be-
havioral disturbance, and these factors should be
discussed with the family and others to the extent
possible rather than discussing them only with
the patient. Often the social services director can
be helpful in making the necessary contacts.

Psychological issues can be addressed with
psychotherapy when the patient’s cognition is ad-
equate and he or she is able to respond to verbal
interaction. Adjustment to losses is a ubiquitous
problem, particularly for new residents in
long-term care facilities. Preparation for the future
is always difficult, but preparation for disability
and confinement is often neglected. Whether the
psychiatrist conducts the psychotherapy or refers
the patient elsewhere will depend on the psychia-
trist’s preference. By being able to provide psy-
chotherapy along with other interventions, the
psychiatrist spares the patient the need to learn to
relate to yet another caregiver. Group activities con-
ducted by the nursing home staff can play a signifi-
cant part in addressing psychological issues and can
be geared to the needs of individual residents.

Behavioral interventions require explanation
and teaching and usually require the help of
nurses and nurse assistants to implement them.
Based on the inventory of disturbed behaviors
and their severity, the psychiatrist can decide on a
strategy for treatment and how it might be imple-
mented, along with a monitoring process to assess
its effectiveness. David Smith (1995) summarized
the types of behavioral interventions that are used
for various behavioral disturbances. The physi-
cian can reinforce the use of these techniques by
practicing them in the presence of those who are
with the patient more of the time. Generally many
of the nursing home staff members will be more
experienced in the use of these interventions. The
psychiatrist can play an influential role by encour-

aging the development of that experience and ex-
pertise, and the psychiatrist becomes even more
influential as he or she pursues an ongoing work-
ing relationship with the staff. Pharmaceutical in-
terventions can be an additional tool that becomes
more effective when it is placed in a proper per-
spective alongside behavioral interventions.

The nursing home staff generally expect the
psychiatrist to recommend medication after ex-
amining the patient, because that is seen as the
psychiatrist’s area of expertise. The psychiatrist
may be reluctant to disappoint this expectation.
The psychiatrist who always prescribes medica-
tion may eventually encounter a credibility prob-
lem, so that he or she receives no requests for con-
sultation unless, in the opinion of the individual
initiating the consultation, they involve the defi-
nite need for medication. In presenting the recom-
mendations to the patient, the family, the primary
care physician, or the nursing home staff, the psy-
chiatrist should address the entire range of inter-
ventions and should temper expectations about
medications according to the psychiatrist’s esti-
mation of how effective they may be within the
context of the complete management program.

If the psychiatrist considers a medication trial
to be worthwhile, he or she should convey the
prognosis and the rationale for this trial. A good
strategy involves outlining a series of trials in or-
der of preference and discussing the merits of
each agent, including the symptoms they target.
In this way, if the first intervention is not entirely
satisfactory, the psychiatrist has not “struck out”
and may be permitted to proceed to the next strat-
egy on the list, all the while observing and re-
inforcing the behavioral interventions being un-
dertaken to alleviate the problem. All interested
parties will need to be kept informed, and the psy-
chiatrist will discover by trial and error the
amount of energy required to achieve a degree of
consensus. Time spent on the problem will be re-
warded, but it is necessary to learn during each
trial at what locus this scarce commodity can be
most potently applied. Certainly neglect of any of
the more critical contacts will result in negative
feedback and may require the psychiatrist to
spend much time on damage control.
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Hospitalization or another type of transfer may
become necessary if the facility’s resources are in-
sufficient to meet the patient’s needs or if the staff
can no longer manage the patient’s behavior. The
psychiatrist must be alert to signs from the staff
that this point has been reached and must be able
to expeditiously arrange for hospitalization.
Other interested parties, including the family and
the primary care physician, need to be involved in
this decision. Depending on the circumstances,
the primary care physician may admit the patient,
with the psychiatrist offering to consult. The more
common arrangement, when an acute medical
problem is not present, is for the psychiatrist to as-
sume responsibility for the patient’s care in the
hospital and consult with the primary care physi-
cian as necessary.

Sometimes the resident, the family, or the facil-
ity desires a transfer. The nursing home is under
an obligation to furnish adequate notice, and
avoid unlawful discrimination, before discharg-
ing a resident. The psychiatrist can play a useful
role as an independent facilitator when there are
disputes to see if differences can be resolved. If the
problem cannot be resolved, it is helpful if the
psychiatrist can broker a separation that will sat-
isfy everyone’s interests. This can minimize the
possibility of legal action while ensuring that the
resident’s rights are protected.

As the psychiatrist proceeds, he or she should
consider the psychodynamics of the individual
patient, the family, and the nursing home staff
and the working relationship he or she has with
the primary care physician. The patient’s previous
experiences with doctors and medications and his
or her inherent belief system about psychiatric
treatment are powerful determinants of the out-
comes of the psychiatrist’s interventions.

Indications for Pharmacotherapy

Acute Agitation

Agitation is the behavioral problem most often
brought to the attention of the psychiatrist. Be-
cause of the resident’s distress and the disruptive
effect that agitation has on the nursing home, this

is a problem that should and usually does evoke a
response. The threat of, if not the actual develop-
ment of, combativeness adds an element that can
compromise the staff’s response and safety.

Nursing staff are expected, under Health Care
Financing Administration regulations, to re-
spond to agitation by initiating behavioral inter-
ventions and, only if these fail, to consider the
use of other methods such as drugs or restraints.
Restraints are not acceptable as an ongoing man-
agement strategy, and some nursing homes have
prohibited their use entirely, both because of the
dehumanizing effect of their use and because
they have not been shown to be effective in re-
ducing injury.

If the primary care physician has requested an
immediate psychiatric consultation with a new
patient, the psychiatrist may be pressured to pre-
scribe medication before he or she can perform a
thorough, face-to-face evaluation. Before prescrib-
ing any agent, the psychiatrist must consider the
altered pharmacokinetics and pharmacodynamics
of the various agents used in the elderly. The ma-
jority of experts recommend that in an emergency
a conventional high-potency antipsychotic be
used to treat agitation (“Treatment of agitation”
1998). The anticholinergic effects of these drugs
may aggravate confusion caused by delirium, and
the patient is at increased risk for falls resulting
from the hypotensive effects of such medications
in the elderly. Some experts prefer to use a
short-acting benzodiazepine such as lorazepam,
particularly when anxiety is prominent. The psy-
chiatrist must pay attention to the potential for ad-
verse effects, notably ataxia, which increases the
risk of falls. Paradoxical excitement may also oc-
cur in a small percentage of patients. Some clini-
cians may alternate lorazepam and haloperidol in
intractable situations. The new generation of
antipsychotic medications provides an alternative
that avoids many of the problems encountered
with the traditional agents. As evidence of their
efficacy in acute situations accumulates, and they
become available in parenteral form, the newer
antipsychotics may become the agents of choice.
Table 2–3 summarizes the pharmacotherapeutic
agents used to treat dementia associated with agi-
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tation. The different presentations are described
in the sections that follow.

The psychiatrist should examine the patient as
soon as possible to evaluate the effect of the emer-
gency intervention and to determine the nature
and potential causes of the agitation. It is particu-
larly important not to overlook pain as a possible
cause of agitation, especially when dementia is
advanced and the patient has lost the ability to
communicate effectively. Appropriate analgesia
should be administered when pain is suspected.

The most frequent cause of sporadic, episodic
agitation in patients with dementia is a resistive
reaction to personal care, such as toileting and
bathing. Ongoing use of medication to control
such reactions is generally not warranted, but in
some individuals it has been helpful to give a
short-acting benzodiazepine routinely one-half
hour before a bath or shower.

Recurring Agitation

Agitation can become chronic and resistant to be-
havioral interventions, possibly because behav-
ioral interventions have not been instituted
promptly enough. As the dementia patient’s level
of cognitive impairment increases, he or she is
subject to catastrophic reactions that are the result
of excess demand on a limited cognitive capacity.
Although their usefulness in ameliorating behav-
ioral symptoms has yet to be demonstrated, cho-
linesterase inhibitors, such as donepezil, may be
able to bring about improvement by increasing

the patient’s cognitive capacity or otherwise re-
ducing the patient’s tendency to become agitated.

It is useful to observe the patient’s behavior
closely to determine how the symptoms can be
targeted successfully with medication, taking into
account the adverse effects (e.g., hypotension,
ataxia, sedation) to which the patient may be most
vulnerable.

If evidence indicates that the agitation is driven
by delusional preoccupation or disturbing hallu-
cinations, the psychiatrist should start the patient
on an antipsychotic medication. The pheno-
thiazines and other older agents have a high inci-
dence of adverse effects in the elderly. Tardive
dyskinesia occurs much more often in the elderly
with dementia than in the general population and
can develop after just a few weeks. The novel
antipsychotic agents are promising and avoid
many of the extrapyramidal side effects and much
of the risk of tardive dyskinesia. Studies have
shown risperidone to be effective for this condi-
tion; however, because the novel antipsychotics
are more costly, resistance may be encountered
from those paying for them.

If the patient has agitation with flight of ideas
and hyperactivity, the psychiatrist can prescribe
an antimanic agent that can be used even in the
absence of a history of bipolar disorder. Because
the therapeutic index of lithium is quite low, and
because of the reduced kidney clearance and
greater danger of toxic reactions in the elderly, it
has become commonplace to use divalproex or
carbamazepine to reduce hyperactivity.

Buspirone has been shown to be effective when
anxiety is prominent. Regular long-term use of
benzodiazepines, even the shorter-acting agents,
is usually not justified. The eventual development
of tolerance frequently results in a recurrence of
agitation that worsens when an attempt is made
to withdraw the drug, because of a rebound effect.
Trazodone in small doses at appropriate times of
the day is often used to provide mild sedation.

If agitation is accompanied by dysphoria and
irritability, depression is the most likely cause,
and the agitation should be treated as such. For
immediate sedation, trazodone can be used alone
or in combination with a selective serotonin
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Table 2–3. Pharmacotherapeutic agents used to treat
dementia associated with agitation

Type of presentation Initial agent

Acute agitation with
combativeness

Neuroleptics,
benzodiazepines,
analgesics

Agitation with delusions
or hallucinations

Neuroleptics

Agitation with flight of
ideas or hyperactivity

Valproate,
carbamazepine

Agitation with anxiety Buspirone, trazodone
Agitation with dysphoria

or irritability
Antidepressants



reuptake inhibitor (SSRI) at appropriate times of
the day in titrated doses to ameliorate the agita-
tion more immediately. Nefazodone or mirtaza-
pine combine a degree of sedation with good anti-
depressant effect.

Depression

Depression is usually manifested by apathy, irri-
tability, and dysphoria, symptoms that are often
quite responsive to pharmacotherapy. Electrocon-
vulsive therapy is also a consideration for the el-
derly, especially if the patient’s distress is extreme
or the depression is refractory to antidepressants.

Apathy often is not considered a behavioral dis-
turbance because it is less likely to trouble the
people around patients who exhibit it. It is one of
the most commonly encountered disturbances
characteristic of Alzheimer’s dementia, and it can
be a sign of depression. A patient’s apathy may
not be brought to the attention of the psychiatrist
unless he or she has a working relationship with
nursing staff who are also alert to this problem.
Secondary to apathy may be poor nutritional in-
take and accelerated physical decline with accom-
panying loss of ability to independently perform
activities of daily living. In any one case it is diffi-
cult to judge whether such behavior will respond
to antidepressant medication, but because these
medications have a relative lack of adverse effects,
a therapeutic trial is frequently indicated. Some-
times a small dose of methylphenidate is given to
increase the patient’s activity level.

Irritability is a characteristic of depression that
often is not identified correctly. Because it tends to
elicit negative feelings, staff may regard irritabil-
ity as a characterological problem and not bring it
to the attention of the psychiatrist. It is particu-
larly important that the psychiatrist makes an ef-
fort to deal sensitively with patients who exhibit a
“prickly” manner, in order to persuade these pa-
tients to take the risk to talk about feelings.

Dysphoria alone is more likely to come to the
psychiatrist’s attention, particularly if the patient
expresses feelings of not wanting to live.

The psychiatrist must consider the possibility
of interactions between antidepressants and other
medications, particularly with monoamine oxi-

dase inhibitors, which may be used in Parkinson’s
disease. The inhibition of P450 liver enzymes by
various antidepressant agents must also be con-
sidered. Although the SSRIs and other newer
agents have largely displaced the tricyclic antide-
pressants, there may still be a place for nortrip-
tyline or desipramine, particularly when the pa-
tient or family members resist paying the price of
newer medications still under patent. The psychi-
atrist will often encounter the older agents, partic-
ularly small doses of amitriptyline because of its
touted effect as an analgesic. The psychiatrist
should consider replacing amitriptyline with ef-
fective doses of nortriptyline that can target the
symptoms of depression.

Documentation

The psychiatrist should document his or her find-
ings in a legible written report that is sent to the
physician who requested the consultation and
added to the patient’s record. The psychiatrist
should keep another copy for reference—for ex-
ample, in case of telephone inquiries about the pa-
tient or to justify the billing code used. Because
multiple copies may be needed, dictation or typ-
ing of the initial report is preferable. This also es-
tablishes the psychiatrist as someone who is seri-
ous and careful about work in the long-term care
setting. Having the record available in an elec-
tronic form makes it useful for handling telephone
inquiries expeditiously.

Continuation of Treatment

The attending physician’s wishes with regard to
the psychiatrist’s ongoing management of a be-
havioral problem should be clarified. Otherwise,
the primary care physician may not know when to
step in to address new or ongoing problems. If
called by the nursing staff in an emergency, the
primary care physician may then take over in the
absence of a clearly defined understanding of
whether the psychiatrist is still monitoring the
case. Ideally the psychiatrist should continue to be
available to monitor the treatment as long as re-
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quired to address the behavioral problem. Timing
of succeeding visits needs to be planned, and the
nursing staff should know how to contact the psy-
chiatrist with questions or new and unexpected
developments. Special instructions about the cir-
cumstances that should trigger a call can be writ-
ten on the order sheet. Even if a patient is stable, a
maximum time period between visits should be
established for as long as the psychiatrist is fol-
lowing the case. If further visits appear unneces-
sary—either because the patient is asymptomatic
and no psychotropic medications are being used
or because it is deemed appropriate to ask the pri-
mary care physician to assume responsibility for
monitoring the treatment—then this should be
stated formally.

As the dementia progresses in a particular pa-
tient the clinical picture will change, and in time
medications may not be needed. When it is no lon-
ger clear that the agent being used is effective, the
psychiatrist should initiate a gradual withdrawal.
Federal regulations governing nursing facilities
mandate withdrawal trials of benzodiazepines
and antipsychotics in the case of dementia diagno-
ses at least once every 6 months, unless documen-
tation gives an adequate rationale for continuing
the medication. Failure to do so puts the nursing
home at risk of being cited for noncompliance.

The psychiatrist is usually called into the nurs-

ing home initially to deal with a particular crisis,
but in order to play a useful role, he or she must be
able to shift from crisis intervention, to treatment,
to prevention. This involves establishing a thera-
peutic alliance, which is as important in nursing
homes as it is in other settings. Here the alliance
includes the nursing home staff, the primary care
physician, the family, and the patient. When this
alliance is in place the psychiatrist in the nursing
home can provide a valuable service not only to
the individual nursing home resident but also to
the entire system devoted to the care of that resi-
dent.
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Chapter 3

Sex and Aging

Although sexual function is often a vital part of
late life, a number of physiologic changes occur
with aging that are important to consider in un-
derstanding sexual expression. For example, a
man’s ejaculation control may improve as he ages.
Pleasure continues with orgasm, although older
men may require a longer refractory period before
erection occurs again. For older women, declining
estrogen production causes shrinking of the
uterus, thinning of vaginal mucosa, and dimin-
ished vaginal lubrication. Despite these physical
changes, interest and pleasure in sex continues for
both sexes well into the later years of life (Richard-
son and Lazur 1995).

Although society often views sexuality in older
adults as a taboo or nonexistent subject, many
older adults living in institutional settings con-
tinue to express an interest in sex. Bretschneider
and McCoy (1988) surveyed residents of 10 Cali-
fornia life-care communities and found that 70%
of men and 50% of women had frequent thoughts
of wanting a close or intimate relationship with
the opposite sex (Bretschneider and McCoy 1988).
The most frequent sexual behaviors included
touching their partner, masturbation, and sexual
intercourse. Of the residents surveyed, 53% of
men and 25% of women had regular sex partners.

In a nursing home setting, views on sexuality
may become increasingly limited (Mulligan and
Modigh 1991). In a survey of nursing home resi-
dents’ views of sexuality, Kaas (1978) found that
61% of residents did not feel sexually attractive.

Wasow and Loeb (1979) found that residents of a
Wisconsin nursing home believed sexual activity
was appropriate for other elderly people in their
nursing home; however, they were not often per-
sonally involved because of lack of opportunity.
Most residents endorsed having sexual feelings
and thoughts.

Addressing Sexual Behavior:
Staff Attitudes, Patient

Approach,
and Treatment

Nursing home staff may ask the psychiatrist to
evaluate nursing home patients for sexual behav-
iors they deem inappropriate. Szaz (1983) found
that nursing staff of a 400-bed facility estimated
that 25% of their male residents demonstrated
“problematic” sexual behavior. This behavior in-
cluded sex talk (using “dirty” language), implied
sexual behavior (viewing pornographic material),
and sexual acts (grabbing staff, masturbating).

The psychiatrist may be asked to evaluate inap-
propriate sexual behaviors, and exploring with
the staff their own attitudes toward sexuality in
late life may be a first step toward developing an
effective intervention. Staff can benefit greatly
from education about the myths and taboos of el-
der sexuality, physiologic changes in sexual func-
tioning with aging, the role of sexuality in health
maintenance, mechanisms for compensating for
physical disabilities, and the establishment of firm
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personal boundaries with patients (Steinke 1997).
The nursing home psychiatrist is also in an ex-

cellent position to educate the staff about the
neurophysiologic deterioration associated with
dementia and the effect of such changes on the pa-
tient’s behavior. By explaining that cortical
changes associated with dementia may be the
cause of the patient’s disinhibited sexual language
or behaviors, the psychiatrist will assist nursing
home staff in understanding and integrating these
behaviors into a medical disease model.

Staff attitudes may also be challenged by alter-
native sexual relationships. Little information is
currently available on homosexuality in the nurs-
ing home. Some figures suggest that 8%–10% of
the population have alternative sexual lifestyles
(Deevy 1990). Lyder (1994) pointed out that if this
percentage is accurate, then dealing with homo-
sexual, bisexual, or gender identity issues pre-
sents another virtually unexplored area for the
staff.

By allowing an open discussion of the staff’s
attitudes toward sexuality in late life, the psychia-
trist may diffuse the staff’s own anxieties and al-
low them to depersonalize a patient’s inappropri-
ate verbal comments or touches. The psychiatrist
can act as a role model by giving residents who
make sexual statements firm but kind feedback on
the inappropriate nature of their language or be-
havior. Table 3–1 provides suggestions for ad-
dressing these behaviors.

Likewise, by discussing the role of masturba-
tion in sexual functioning and the need for patient
privacy, the psychiatrist may help move the staff’s
initial shock reactions toward understanding of
this behavior (Letters to the Editor 1997). Some fa-
cilities have also developed “intimacy groups” to
help residents deal with their sexuality in an insti-
tutional setting (Tunstull and Henry 1996).
Through education, the psychiatrist may help pre-
vent the labeling of patients as “dirty old men” or
“perverts.”

Pharmacologic approaches to managing inap-
propriate behavior have included treatment with
psychotropic medications and estrogens. A small
series of case reports over the past 10 years has
suggested that antiandrogens may diminish sexu-

ally aggressive behavior in men. Cooper (1987,
1988) used medroxyprogesterone acetate to di-
minish disruptive sexual behavior in four de-
mented male patients. Likewise, Kyomen et al.
(1991a, 1991b) found that conjugated estrogen and
diethylstilbestrol decreased aggression in two
male patients. However, double-blind clinical
trials of antiandrogen therapies are currently lack-
ing in the literature. Little clinical evidence sug-
gests that these medications eliminate target inap-
propriate sexual behaviors, suggesting that
clinicians should rely on a behavioral or environ-
mental approach to address sexuality issues.

A number of medications can adversely affect
sexual functioning. These include psychotropic
medications (e.g., neuroleptics, selective serotonin
reuptake inhibitors, tricyclic antidepressants,
monoamine oxidase inhibitors), antihyperten-
sives, digoxin, narcotics, anticonvulsants, cimeti-
dine, and metoclopramide (Richardson and Lazur
1995).

Sexuality and Cognition

When spouses of demented patients place them in
the nursing home, a loss of shared intimacy may
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Table 3–1. Approaches to sexual behavior

Openly discuss sexual needs with the resident and
partner

Provide the resident with privacy for sexual
activities (shut door, pull curtain)

Educate resident and staff about age-related sexual
changes

Avoid the use of negative subjective labels while
discussing the resident

Encourage the use of touch (e.g., hand holding,
hugging) and one-to-one visits during care to
provide intimacy and fulfill the resident’s needs
for physical and emotional closeness

Attend to the resident’s grooming and personal
hygiene to maintain his or her attractiveness and
self-esteem

Encourage the staff not to “overreact” to sexual
comments or behaviors; instead provide neutral
verbal feedback on inappropriateness and leave
the room



occur. The caregiver’s desire for sexual intimacy
may conflict with worries that the patient will not
recognize him or her, will make frequent sexual
overtures, or will act in a sexually inappropriate
manner in public (Davies et al. 1992; Litz et al.
1990).

The nursing home psychiatrist may find that
exploring a couple’s sexual history and current
needs is an important component of an effective
treatment plan. Developing a private room for
“intimate visits,” allowing for overnight visits,
and acknowledging a couple’s need for closeness
are helpful strategies that nursing homes may
provide to address the resident’s and spouse’s
sexual needs. Educating the spouse to not over-
react to sexually inappropriate statements or be-
havior is an important role of the psychiatrist.
Encouraging privacy, distraction, or gentle re-
direction may be alternative strategies to deal
with these behaviors.

Occasionally, a situation arises when patients
with a compromised cognitive ability to consent
to sexual activity express the desire to have sex.
This scenario may include sex between cogni-
tively compromised residents or a couple in
which one individual is competent to give consent
for sex and the other is not. The psychiatrist may
be called on to evaluate an individual’s judg-
ment-making capacity to consent for sex. Often
the “need to protect” a vulnerable patient must be
weighed against the patient’s cognitive capacities.
The cognitive capacities required to understand
and desire sex may be very different from those
required to manage financial affairs or make ma-
jor medical decisions. Discussion with surrogate
decision makers, such as guardians or those hold-
ing powers of attorney, should be an integral part
of the psychiatric consultation.
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Section 2

Regulatory Aspects
OBRA, the Minimum Data Set, and Other

Regulations That Affect Nursing Home Practice
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Chapter 4

ccording to the Nursing
Home Reform Act of 1987, all

Medicaid-certified nursing facilities must record a
structured assessment of every resident within 14
days of admission and must record a follow-up
assessment quarterly or when the resident’s status
changes significantly. These structured assess-
ments are designed to identify problems that re-
quire further evaluation or management. Facilities
are required to demonstrate appropriate fol-
low-up of problems identified in the structured
assessment. Surveyors may find nursing homes
out of compliance with federal regulations if they
fail to do so.

The structured assessment required by federal
regulations is called the Resident Assessment In-
strument (RAI). The RAI consists of three compo-
nents: 1) the Minimum Data Set (MDS), an instru-
ment for recording health status, functional
status, and health service use, mainly through re-
sponses to checklists and multiple-choice items;
2) Resident Assessment Protocols (RAPs), struc-
tured approaches to the further assessment of
clinical issues identified (triggered) by items on
the MDS (RAPs are intended to be a bridge be-
tween the MDS assessment and individualized
care planning); and 3) Utilization Guidelines,
rules regarding when MDS assessments must be
done and their relationship to care planning and
clinical documentation.

Since June 1998, all nursing homes certified by
Medicare and/or Medicaid have been required to
submit computerized MDS records to a desig-

nated state agency, which in turn transmits the re-
cords to the Health Care Financing Administra-
tion (HCFA) for archiving. Residents must have
MDS assessments regardless of their source of
payment. Follow-up assessments are required at
least quarterly and whenever a significant change
in the resident’s status occurs. Annual reassess-
ments use the full MDS form. Routine quarterly
assessments use an abbreviated form with fewer
items, focusing on symptoms and functional ca-
pacities likely to change from quarter to quarter.
Those include physical function (activities of daily
living [ADLs]), continence, pain, mood, cognition,
and behavior.

Since July 1998, Medicare has based payment
for skilled nursing facility care on a per diem rate
determined by the resident’s MDS assessment. A
skilled nursing facility resident is assigned to 1 of
44 Resource Utilization Groups (RUGs) based on
application of classification rules to 108 specified
MDS items. Medicare-funded residents must be
assessed on or about day 5, day 14, and days 30,
60, and 90 of their stay in the facility.

HCFA has also funded the development of
Quality Indicators (QIs) based on the MDS items.
Individual residents may or may not “trigger”
particular QIs. As of this writing, there are 30 QIs;
examples are the prevalence of falls and the prev-
alence of pressure ulcers. With HCFA’s encour-
agement, state surveyors increasingly are using
QIs to focus their inspections of nursing facilities.
Twelve QIs are of particular interest to geriatric
psychiatrists: 1) prevalence of problem behavior
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toward others, 2) prevalence of symptoms of de-
pression, 3) prevalence of depression with no
treatment, 4) use of nine or more scheduled medi-
cations, 5) incidence of cognitive impairment,
6) prevalence of antipsychotic use in the absence
of psychotic and related conditions, 7) prevalence
of antipsychotic daily doses in excess of surveyor
guidelines, 8) prevalence of any antianxiety or
hypnotic use, 9) prevalence of hypnotic use on a
scheduled basis of as-needed more than twice in
the last week, 10) prevalence of any long-acting
benzodiazepine, 11) prevalence of daily restraints,
and 12) prevalence of little or no activity.

Some nursing homes fully integrate the MDS
and the RAPs into their care planning process.
Others comply only with the letter of the law, re-
lying on an MDS nurse to fill out forms for com-
pliance with regulations. Physicians in particular
often do not make use of the MDS or participate
significantly in its completion. The new payment
methodology compels nursing homes to be timely
and accurate in their completion of MDS assess-
ments. This makes MDS data more valuable to cli-
nicians of all disciplines. With time, it should in-
crease the integration of the RAI with clinical care.

Mental Health Elements
of the MDS

The full MDS form has more than 500 multi-
ple-choice questions and checklist items. It is di-
vided into sections related to different domains,
for example, physical functioning and structural
problems and mood and behavior patterns. Sev-
eral sections relate specifically to the resident’s
mental health, and other sections have individual
items that are important to the psychiatrist. The
next several sections describe these items as they
appear in the MDS, Version 2.0:

Section AB: Demographic Information

Content. This section records where the resident
lived in the 5 years before he or she entered the
nursing home; whether he or she lived alone; the
resident’s lifetime occupation, education, and pri-

mary language; and whether the resident has a
formal history of mental illness, mental retarda-
tion, or developmental disability.

Section AC: Customary Routine

Content. This section records the resident’s cus-
tomary routine during the year before he or she
entered the nursing home. For example, did he or
she stay up late at night, take naps, have hobbies,
get around independently, smoke tobacco, or
drink alcohol? It also records the resident’s social
involvement. For example, did he or she see rela-
tives or friends daily, attend religious services or
find strength in faith, have an animal companion,
or participate in groups?

Clinical use. By comparing the resident’s for-
mer routines with the restrictions and opportuni-
ties in the nursing home, the psychiatrist can de-
termine how much placement in the home has
disrupted the resident’s lifestyle and caused a loss
of the activities that gave quality to the resident’s
life. If an admission MDS has little or no informa-
tion in this section about the resident’s customary
routine, it raises the concern that the facility’s staff
does not know the resident very well. Interper-
sonal problems between residents and staff can
arise when the latter do not appreciate the resi-
dent’s individuality and help the resident pre-
serve it in the institutional environment of the
nursing facility.

Section A: Identification and
Background Information

Content. This section records the resident’s mar-
ital status and source of payment for care; his or
her status regarding legal responsibility, includ-
ing guardianship status, durable powers of attor-
ney, and management of financial affairs by fam-
ily members; and advance medical directives and
orders, including living wills, organ donation
plans, autopsy requests, and restrictions on treat-
ment (e.g., do not resuscitate; do not hospitalize;
restrictions on feeding, medications, or other
treatments).
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Clinical use. When a resident is not competent
but has no guardian, durable power of attorney,
or other advance directives, there is a risk of de-
layed or poor decision making in a time of medi-
cal crisis. When a resident appears to be incompe-
tent and does not have an identified substitute
decision maker, the psychiatrist should raise the
issue with the attending physician and/or nurs-
ing staff.

Section B: Cognitive Patterns

Content. This section provides information on
the resident’s memory and cognitive skills for
daily decision making and records any indicators
of delirium or recent change in cognitive status.

Clinical use. The memory sections ask very ba-
sic questions, such as whether the resident knows
he or she is in a nursing home or knows the loca-
tion of his or her room. As such, these sections
screen for gross memory disturbance but are not a
substitute for clinical memory testing.

The item on cognitive skills for daily decision
making is a global assessment of the resident’s ex-
ecutive cognitive function. It is remarkably reli-
able and valid. “Independence” on this item
means the resident’s decisions are both consistent
and reasonable. Mildly impaired residents have
difficulty in new situations only, moderately im-
paired residents need cues and supervision, and
severely impaired residents rarely if ever make
decisions.

Indicators of delirium are generally consistent
with DSM criteria and are to be based on staff and
family observations of the resident’s behavior
over the past 7 days.

As nursing facility staff typically score them,
the MDS delirium items tend to be specific but not
sensitive. If any signs of delirium are noted on the
MDS, the psychiatric consultation should include
a reassessment for this problem.

Section C: Communication/
Hearing Patterns

Content. This section records information about
the resident’s hearing, hearing aid use, alternate

communication such as sign language, clarity of
speech, ability to understand others, ability to
make himself or herself understood, and recent
changes in communication or hearing.

Clinical use. This section, while reliable as far as
it goes, does not distinguish among causes of im-
pairment. Ear problems are not distinguished
from central nervous system problems, nor are la-
ryngeal problems distinguished from aphasia. If
problems are identified in this section, the psychi-
atrist should check the resident’s medical record
and other data sources for diagnostic information.
If significant hearing and communication prob-
lems are present, the psychiatrist should make
provisions to mitigate them during the evalua-
tion. The psychiatrist should consider whether
communication and hearing problems were taken
into account during prior evaluations of the resi-
dent’s memory, mood, and cognition.

Section E: Mood and Behavior Patterns

Content. This section records whether the resi-
dent shows the following indications of depres-
sion and anxiety: verbal expressions of emotional
distress; sleep-cycle problems; sad, apathetic, anx-
ious appearance; or loss of interest. These indica-
tions are supplemented by information on the res-
ident’s mood persistence and reactivity in the
week prior to the assessment and whether the res-
ident’s mood has changed in the past 90 days or
since the last assessment. This section also records
the resident’s behavioral symptoms—for exam-
ple, wandering, verbally abusive behavior, physi-
cally abusive behavior, socially inappropriate or
disruptive behavior, and resistance to care—and
whether behavioral symptoms have changed re-
cently. The frequency of occurrence of behavioral
symptoms over the past week is recorded as “not
at all,” “1–3 days out of 7,” “4–6 days out of 7,” or
“daily.”

Clinical use. The mood sections parallel DSM
criteria for major depression, although the precise
wording would not permit a direct correlation
with any DSM diagnosis. The behavioral section
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distinguishes between dangerous behavior and
that which is merely problematic for the facility.
This is particularly important when considering
the appropriateness of neuroleptic drugs and
physical restraints. Neuroleptic drugs and re-
straints are not indicated for wandering alone or
for benign but socially inappropriate behavior not
due to a psychotic disorder.

When behavioral problems do not occur daily,
the days on which they do occur provide an initial
clue to potential triggers for the behavior. When
they occur daily, the first step in identifying trig-
gers would be to determine the time of day or lo-
cation where the behavioral problems usually
take place.

Section F: Psychosocial Well-Being

Content. This section records the resident’s
sense of initiative and involvement. For example,
is he or she at ease doing planned or structured ac-
tivities; does he or she initiate activities and estab-
lish goals, pursue involvement in the life of the fa-
cility, or accept invitations into group activities? It
also addresses the resident’s relationship issues.
For example, is the resident unhappy with his or
her roommate or with other residents, in conflict
with staff, angry with family or friends? Is the res-
ident socially isolated, or has he or she had a re-
cent major loss? Is the resident rigid regarding
changes in routines? Is he or she preoccupied with
a loss of roles, status, or customary activities and
routines?

Clinical use. This section addresses the resi-
dent’s mental health rather than the symptoms of
mental illness. The items on initiative and in-
volvement are a reliable and valid screen for
apathy. When apathy is present, diagnostic con-
siderations include depression, parkinsonism,
medication side effects (including sedation and
akinesia), frontal lobe involvement by neurologic
disease, and fatigue due to chronic medical prob-
lems. The items on relationships and past roles re-
flect the interaction between the resident’s per-
sonality and the present circumstances. Knowing
the resident’s social and developmental history,

the psychiatrist can gauge the relative importance
of present circumstances in determining the resi-
dent’s emotional state. Environmental interven-
tions (e.g., activities, care plans, change in room)
and psychotherapy may be needed to address the
relationship problems identified in these items.

Section G: Physical Functioning and
Structural Problems

Content. This section records a complete assess-
ment of physical ADLs. Of psychiatric impor-
tance, a distinction is made between what the resi-
dent does independently and what he or she can
do with supervision but no physical help.

Clinical use. If a resident can do more with su-
pervision, cueing, and encouragement than he or
she does alone, the reasons may include impaired
executive function, decreased motivation, apathy,
psychosis, or depression. The psychiatric evalua-
tion should emphasize diagnoses and interven-
tions related to the potential recovery of inde-
pendent function. If a psychotropic drug leads to
demonstrable improvement in function, then fam-
ilies, regulators, nurses, and primary care physi-
cians can usually be convinced that its use is ap-
propriate.

Section H: Continence in Last 14 Days

Content. Regarding bowel and bladder function,
is the resident continent, usually incontinent, oc-
casionally incontinent, frequently incontinent, or
virtually always incontinent? Are there problems
with constipation, diarrhea, or fecal impaction?
Does the resident have a bladder training pro-
gram or use catheters or other appliances? Has
urinary continence changed in the past 90 days?

Clinical use. Incontinence is one of the reasons
that family caregivers offer for eventually opting
to place a relative in a nursing home. When incon-
tinence can be corrected, the resident’s social op-
tions and residential options may improve. This
may improve the resident’s mood and well-being.
Residents with intermittent incontinence are more
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likely than those with continuous incontinence to
have completely reversible problems. Most resi-
dents with intermittent incontinence will benefit
from a systematic and rigorous evaluation, fol-
lowed by an appropriate combination of specific
medical treatment, adjustment of their medication
regimen, dietary changes or fluid restriction, and
scheduled toileting.

Incontinence and constipation are relatively
common side effects of psychotropic drugs in the
nursing home. A frequent scenario is that an
anticholinergic drug causes constipation and fecal
impaction, which leads to urinary incontinence
due to pressure on the bladder by impacted feces.
Psychiatrists must ensure that their patients have
normal bowel function, by prescribing or recom-
mending bowel regimens when they prescribe
drugs that cause constipation. Incontinence that
develops on neuroleptic therapy often is an indi-
rect result of extrapyramidal side effects and may
be treatable with antiparkinsonian drugs. Urinary
retention due to anticholinergic psychotropic
drugs can be treated with bethanechol or donep-
ezil. If retention is aggravated by bladder neck ob-
struction due to prostatic hyperplasia, α-adrener-
gic blocking drugs may be useful. The key point is
that constipation and continence are important
risk factors that the psychiatrist should identify
before prescribing psychotropic drugs, and these
risk factors should be monitored during therapy.
The MDS items are useful tools for this purpose.

Section I: Disease Diagnoses

Content. This section records the resident’s ac-
tive medical diagnoses that are thought to be re-
lated to his or her present functional status, cogni-
tion, mood, behavior, medical treatments, nursing
care requirements, or risk of death. These are pre-
sented as a checklist, with blanks for filling in
additional diagnoses and their ICD-9 codes. En-
docrine diagnoses include diabetes, hypothyroid-
ism, and hyperthyroidism. Neuropsychiatric di-
agnoses include Alzheimer’s disease, aphasia,
cerebral palsy, stroke, dementia other than Alz-
heimer’s disease, hemiparesis or hemiplegia, mul-
tiple sclerosis, paraplegia, Parkinson’s disease,

quadriplegia, seizure disorder, transient ischemic
attack, and traumatic brain injury. Psychiatric di-
agnoses include anxiety disorder, depression, bi-
polar disorder, and schizophrenia.

Clinical use. Facilities vary greatly in how com-
pletely and accurately they record disease diagno-
ses. For example, many facilities do not record de-
mentia diagnoses for most of their cognitively
impaired residents. Also, many residents may be
treated for depression without the diagnosis be-
ing checked in this section. Even when diagnoses
are recorded accurately, this section doesn’t dis-
tinguish between treated and untreated condi-
tions. Nonetheless, the conditions checked can
help focus the evaluation on general medical fac-
tors causing or contributing to a resident’s mental
disorder.

Section J: Health Conditions

Content. This section records the resident’s
symptoms and signs of disease in the past 7 days,
such as pain (frequency, intensity, and site), vom-
iting, fever, edema, and falls and other accidents.
Two items of particular psychiatric relevance are
hallucinations and unsteady gait.

Clinical use. The presence of hallucinations on
the most recent MDS focuses the evaluation on
signs of psychosis or delirium. If the resident’s
gait was unsteady on the most recent MDS assess-
ment, or if the resident has fallen recently, his or
her gait should be reevaluated and orthostatic
blood pressure checked. Gait disturbance and
falls can be a sign of psychotropic drug side ef-
fects. Medication can affect gait directly, as do the
benzodiazepines and the SSRIs. Other medica-
tions affect gait by causing parkinsonism or
orthostatic hypotension. When a resident has a
gait disturbance, the psychiatrist should address
the issue of whether it is due to a psychotropic
drug. A well-founded psychiatric opinion that a
gait problem is not related to a psychotropic drug
may prevent the discontinuation of a useful medi-
cation.

Review of pain symptoms is crucial in the psy-
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chiatric evaluation of the nursing home resident,
because pain is highly prevalent and often un-
treated or ineffectively treated. A resident with
dementia may exhibit severe agitation because of
pain from osteoarthritis; treatment of the latter
with acetaminophen may relieve the agitation. If
the resident has a known condition that usually is
painful, but no pain symptoms are checked on the
MDS, the psychiatrist should consider that cogni-
tive impairment or communication problems may
be preventing the resident from expressing pain
complaints. Agitation or facial expressions of dis-
tress should raise the suspicion that the resident is
in pain and should lead the psychiatrist to con-
sider a trial of an analgesic.

Section K: Oral/Nutritional Status

Content. This section records the resident’s
height and weight, weight change, oral problems,
feeding problems, and the facility’s approach to
these problems.

Clinical use. Documented weight loss with other
depressive symptoms should motivate treatment
of depression or reconsideration of the treatment
if the resident has been on antidepressants for
some time. Weight loss as an antidepressant side
effect should be considered in residents receiving
selective serotonin reuptake inhibitors or bupro-
pion. Oral problems in residents who are taking
neuroleptics should trigger a careful assessment
for tardive dyskinesia. If a resident with dementia
or apathy has a poor oral intake, the psychiatrist
should review the circumstances of feeding. Some
residents with dementia will eat adequately if
cued by their physical and social environment
(e.g., in a dining room with other people and ap-
pealing food) but not if given a tray of institu-
tional food in their room.

Section N: Activity Pursuit Patterns

Content. This section records the resident’s time
awake; average time involved in activities; pre-
ferred settings of activity; and preferred types of
activity, such as playing cards and other games,

participating in arts and crafts, exercising, watch-
ing or participating in sports, playing or listening
to music, reading or writing, taking trips or going
shopping, walking or wheeling outdoors, garden-
ing or looking at plants, watching TV, conversing,
or helping others. This section also records
whether the resident wants a change in his or her
daily routine.

Clinical use. The resident’s time awake and ac-
tive is another valid measure of apathy and an
early and objective indicator of drug-induced se-
dation or akinesia. A low level of activity, in the
absence of severe or acute physical illness or ad-
vanced dementia, suggests depression, apathy, or
drug toxicity or a mismatch of available activities
with the resident’s abilities and interests. Because
inactivity is a major risk factor for cognitive and
functional decline, the psychiatrist should iden-
tify the specific reasons for a resident’s inactivity.
Some nursing facilities offer a relatively narrow
range of activities, leaving some residents with
nothing to do that interests them. The lack of suit-
ably trained staff may provide another barrier to
participation in activities; however, nursing
homes are obliged by regulations to provide resi-
dents with appropriate activities. The consulting
psychiatrist in the nursing home has an important
role in advocating for residents when a lack of ap-
propriate and interesting activities causes resi-
dents to become apathetic and withdrawn.

One of the potential benefits of Alzheimer’s
special care units is the provision of a wider range
of activities that are appropriate for and interest-
ing to cognitively impaired people. When such
units engage residents in substantial daily activ-
ity, the residents have fewer problems with sleep
disturbances, mood disturbances, and behavioral
problems. In particular, sufficient engagement in
structured activity can reduce wandering, sleep
disturbances, and disruptive or socially inappro-
priate behavior.

Section O: Medications

Content. This section records the number of
medications the resident has taken in the past
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7 days; whether new medications were intro-
duced in the past 90 days; whether injections are
given; and whether the resident receives anti-
psychotic drugs, anxiolytic drugs, antidepressant
drugs, hypnotic drugs, or diuretics.

Clinical use. The MDS item on medication
changes in the preceding 90 days can cue the psy-
chiatrist to query staff about recent medication
changes and the reasons for them. The medical re-
cord will not necessarily contain information
about the reasons that medications were changed.

All of the specific medications listed can have a
direct or indirect effect on gait and the risk of
falling. When several are checked, it suggests that
the psychiatrist should formally examine the resi-
dent’s gait and check for orthostatic hypotension.

Section P: Special Treatments
and Procedures

Content. This section begins with a long check-
list of special treatments and programs, such as
oxygen therapy and hospice care. Of particular
importance to the psychiatrist are the items on
physical therapy, occupational therapy, speech
therapy, and psychological therapy. The section
continues with a checklist of interventions for
mood, behavioral, and cognitive problems,
including symptom evaluation programs, special-
ist mental health consultation, group therapy,
resident-specific environmental changes, and
cueing/reorientation programs. This section also
records the use of restraints, including bed rails,
side rails, trunk restraints, limb restraints, and
chairs that prevent the resident from rising; the
number of hospital stays and emergency room
visits in the past 90 days; and the number of phy-
sician visits and orders in the past 2 weeks.

Clinical use. The items on therapies and behav-
ioral interventions enable the psychiatrist to de-
termine what approaches have been tried for the
resident’s problem. The restraint items enable the
psychiatrist to determine whether the facility has
gotten the resident out of restraints or into re-
straints, and whether restraints are an ongoing

part of the resident’s treatment. Current thinking
in geriatrics is that the long-term use of physical
restraints is virtually never justified.

Section Q: Discharge Potential and
Overall Status

Content. This section records whether the resi-
dent wants to return to the community, and
whether there is a support person—usually a fam-
ily member or friend—who is positive about the
resident’s discharge. It also records whether this
nursing home stay is expected to be short term or
of indefinite duration, and whether the resident
has improved or declined overall in the past
90 days.

Clinical use. When discharge is desired or ex-
pected, the psychiatric evaluation should focus on
any mental, behavioral, or social factors that
might impede discharge or make a community
placement unsuccessful. Mental and behavioral
barriers to discharge are a strong indication for
psychiatric consultation and implementation of a
psychiatric care plan. Psychiatric interventions
can promote residents’ self-sufficiency and help
them resolve conflicts with family caregivers. An
emphasis on discharge potential can be useful to
the psychiatrist in gaining the cooperation of resi-
dents, family members, and professionals of other
disciplines.

Quarterly MDS Assessment

Residents receiving subacute care or rehabilita-
tion under the Medicare skilled nursing facility
benefit must have full MDS assessments on or
about days 5, 14, 30, 60, and 90 of their nursing
home stay. All other residents must have a full
MDS annually and quarterly updates in between.
The quarterly MDS comprises a subset of MDS
items. Cognitive function, mood, and behavior
items are included; items on pain and on psycho-
social well-being are not.
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Using the MDS in Psychiatry

Making Consultation More Efficient

At the resident’s bedside, the MDS can focus at-
tention on areas of abnormality. Areas normal on
the MDS can be screened more briefly, especially
if staff say that those areas have not changed sig-
nificantly since the last MDS assessment. Refer-
ences to the MDS in the consultation report can fa-
cilitate communication with nursing facility staff.

When asking nursing staff to monitor a resi-
dent’s response to a treatment, or to screen the res-
ident periodically for side effects, the psychiatrist
can draw many of the items to be monitored di-
rectly from the MDS. More generally, relating
psychiatric diagnosis and treatment recommen-
dations to the MDS and the RAPs leverages the
staff’s knowledge and increases their motivation.
Staff know that surveyors will focus on QIs and
on implementation of the RAPs. RAP protocols in-
clude those on mood, cognitive function, and be-
havioral problems. The psychiatrist who regularly
consults to nursing facilities should be familiar
with the RAP guidelines dealing with psychiatric
issues.

Transferring Information to the
Nursing Home From the
Hospital or Clinic

When a nursing home receives timely, accurate,
and sufficient information about a patient who
has cognitive, behavioral, or mood problems, its
staff can make an informed decision about admit-
ting the patient. Patients who are inappropriate
for a facility will be turned down, whereas those
who fit the facility’s capabilities especially well
may be admitted sooner. When patients are ad-
mitted, their assignment to a particular unit,
roommate, or primary nurse will be more likely to
meet their needs. Initial care plans may be better
and may be implemented sooner.

Because nursing homes must have staff familiar
with the MDS, a partially completed MDS is a
communication that will be understood. Because
nursing home staff must complete an MDS on ev-

ery newly admitted resident, a partially com-
pleted MDS can be a starting point for their own
complete admission MDS.

Transferring Information to the
Hospital or Clinic From the
Nursing Home

When a nursing home resident is sent to a hospital
or clinic, the clinicians receiving the resident can
provide better care if they know the resident’s
baseline functioning and routines and are aware
of any guardianship or advance medical direc-
tives. This information often is not transferred in
emergency situations, in which the focus is on
the acute problem. By sending a copy of the
MDS along with the resident, the psychiatrist can
provide answers to important questions about
the resident’s baseline, which can prevent
over-treatment or under-treatment of acute prob-
lems. For example, knowing that a delirious pa-
tient had good cognitive functioning at baseline
will prevent medical staff from denying the pa-
tient aggressive medical treatment on the assump-
tion that the patient is irreversibly demented. Sim-
ilarly, excessively vigorous treatment may be
prevented if the staff know that a resident has
poor baseline functioning and an advance direc-
tive limiting treatment.

The MDS will function best in this role if the cli-
nicians receiving the patient understand how to
read and interpret it. The psychiatrist, the primary
care physician, or a nurse at the nursing home can
attach a brief note to the front of the MDS that di-
rects the reader to the scales most relevant to the
situation at hand. Appendix C contains a sample
of this type of referral note.

Monitoring Treatment Interventions

Most of the interventions suggested or prescribed
by the psychiatrist in the nursing home are aimed
at improving the resident’s cognition, mood, or
behavior or at eliminating side effects of psycho-
tropic drugs. Secondary goals may include reduc-
ing the use of physical restraints or improving the
resident’s well-being, physical functioning, nutri-
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tion, and continence. Because these outcomes are
reflected in MDS scales, the psychiatrist can moni-
tor consequences of a nursing home resident’s
psychiatric treatment by having nursing home
staff repeat selected MDS scales.

A comprehensive form for monitoring psychi-
atric treatment outcome in the nursing home
would include the MDS scales for cognition,
mood, behavior, well-being, restraints, physical
ADLs, and continence; a disorder-specific scale
such as the Hamilton Rating Scale for Depression;
and a quantitative or semiquantitative rating that
addresses the specific symptom of greatest con-
cern. Examples of the latter include measuring
body weight in a patient who was failing to thrive
due to depression or rating the level of screaming
in a patient for whom yelling for help was the
most troublesome symptom.

The use of structured symptom ratings built
around the MDS can increase the efficiency of the
consultant’s visits to the nursing home by reduc-
ing the time needed to elicit the resident’s history
and question the staff about effects of treatment.
Also, keeping copies of such ratings in the office
chart may help the psychiatrist comply with
Medicare requirements for documenting the in-
tensity and necessity of services provided.

Supporting and Documenting
Psychotropic Drug Use

Nursing home regulations approve psychotropic
drugs for the treatment of diagnosed mental ill-
ness or for the treatment of mental symptoms that
significantly affect the resident’s functioning and
well-being. The MDS helps to establish diagnostic
criteria and indicates when a resident’s functions
and well-being are impaired. A quarterly MDS re-
peated after apparently successful drug treatment
can help establish that regulatory criteria for ap-
propriate drug use were met. For example, if
medication is used to treat a diagnosed mental ill-
ness, the psychiatrist can use the MDS to show
that the drugs improved the mental symptoms
without adverse effect on the resident’s physical
functioning or continence. If medication is used
primarily to improve the resident’s functioning or

well-being, the facility can use the MDS to show
that the resident’s functioning has improved. If
the nursing home staff are reluctant to complete
an extra quarterly MDS for this purpose, the psy-
chiatrist can remind them that the quarterly MDS
is to be completed ahead of schedule if the resi-
dent’s clinical status has changed significantly.

Working With Families

Like nurses and regulators, family members may
have reservations about the psychiatric treatment
recommended for a nursing home resident. A
commonly expressed fear is that medication will
overly sedate a resident or make the resident “like
a zombie.” Using the framework of the MDS,
the psychiatrist can explain that the treatment
of psychiatric disorders and symptoms is in-
tended to improve the resident’s functioning and
well-being, with a commitment to modify treat-
ment if side effects occur. The psychiatrist can em-
phasize that mere control of specific symptoms is
not sufficient, if it comes at the cost of diminished
functioning (e.g., less time active, more impaired
cognition, new-onset incontinence). The MDS is
used as a tangible catalyst for a dialogue to pro-
mote collaboration and cooperation.

A related strategy concerns family involvement
in the initial placement of a patient in a nursing
home. The family can be given an MDS form dur-
ing the nursing home search process and fill out
those sections related to the patient’s background,
routine, legal status, mood, cognition, behavior,
and continence. They can be encouraged to use
the MDS as a tool in talking with nursing home
staff about the patient’s needs, ensuring that the
staff know about the patient’s baseline capabilities
and preferred routine. This strategy can reduce
the family’s guilt by helping them become advo-
cates for better, more individualized care (Morris
and Lipsitz 1996).
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Useful Web Sites

www.hcfa.gov
This is the home page for the Health Care Fi-
nancing Administration. Links will take the user to
current information on the Medicare skilled nurs-
ing facility payment system and to results of the
most recent surveys of each of the nation’s
Medicare- or Medicaid-certified nursing facilities.

www.aanac.org
This is the home page for the American Associa-
tion of Nurse Assessment Coordinators. It has
news of recent regulatory and payment policies, as
well as convenient downloads of Health Care Fi-
nancing Administration manuals and forms.

http://linear.chsra.wisc.edu
The University of Wisconsin Center for Health
Systems Research and Analysis developed nursing
facility Quality Indicators under a contract from
the Health Care Financing Administration. Its Web
site has detailed information about the Quality In-
dicators and other topics related to quality of care
in nursing facilities.
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Chapter 5

ach psychiatrist who partici-
pates in nursing home care

needs to become familiar with the assessment and
care provision requirements set forth in the
Nursing Home Reform Act of 1987. The U.S. Con-
gress commissioned a study by the Institute of
Medicine in the mid-1980s to evaluate the quality
of care in nursing homes (Institute of Medicine
1986). In response to this study, nursing home re-
form became a part of the Omnibus Reconciliation
Act of 1987 (OBRA-87; Public Law 100-203). Con-
gress mandated the development of a national
resident assessment system for nursing facilities
and set into motion admission and treatment
guidelines that directly affect the quality of care of
residents in nursing facilities. By July 1, 1995, the
enforcement and penalty provisions regarding
standards for drug administration, physical and
somatic treatment of behavioral disorders, and
other pertinent issues of resident rights went into
effect and are part of the typical survey process of
long-term care facilities (Medicare and Medicaid
programs 1994).

Nursing home care is highly diverse. Caring for
nursing facility residents is often complex and
challenging because of the generally advanced
age of residents, multiple illnesses, rehabilitative
issues, psychosocial needs, and the frequency
with which decisions need to be made by surro-
gates. Table 5–1 lists ten categories of high-risk
care in the nursing home setting (Selma et al.
1994).

Assessment Provisions:
Preadmission Screening and

Resident Review

For psychiatrists who treat mental illness in nurs-
ing homes, the preadmission screening and resi-
dent review (PASRR) is an important component
of OBRA legislation. This federal mandate re-
quires an interdisciplinary PASRR evaluation
prior to placement for patients who are requesting
nursing home admission and who have symp-
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Table 5–1. Categories of high-risk care in the
nursing home setting

Treating symptoms, not causes
Treating conditions without sufficient assessment or

reassessment
Deciding not to treat certain conditions without

documenting justifications appropriately
Failing to follow up on test abnormalities
Failing to take action regarding an observed problem
Failing to recognize obvious complications or side

effects
Using psychotropic medications without adequate

evaluation, documentation, and reassessment
Editorializing in the chart
Failing to involve and communicate with families or

surrogates
Providing care not reflected in the interdisciplinary

care plan

Introduction to OBRA-87 and
Its Implications for Psychiatric Care



toms or a diagnosis of mental illness, are receiving
psychotropic drug treatment, or have experienced
cognitive change. Serious mental illness includes
schizophrenia; mood disorders; paranoia; panic
or other severe anxiety disorders; somatoform
disorders; personality disorders; other psychotic
disorders; or other mental disorders that may lead
to chronic disability (Medicare and Medicaid pro-
grams 1992). Patients who have a primary diagno-
sis of Alzheimer’s disease or other dementia are
excluded from the federal definition of serious
mental illness and meet exception criteria.

The PASRR evaluation has two purposes: 1) to
determine whether nursing home care is neces-
sary for the patient based on physical and medical
needs and 2) to determine whether specialty men-
tal health services are required in order to care for
the patient while he or she lives in the nursing
home.

The PASRR evaluation includes a DSM-IV
multiaxial diagnosis and mental health treatment
recommendations. Recommendations may be
made for specialized mental health services (i.e.,
professional mental health services) or other men-
tal health services provided by the nursing home
(e.g., psychosocial interventions such as group,
environmental changes, and visitation). The
OBRA team may ask a psychiatrist whose patient
is planning to enter the nursing home for input
with respect to the patient’s psychiatric assess-
ment, historical response to treatment, and ongo-
ing treatment recommendations. The psychiatrist
can provide valuable input to the OBRA team by
advocating for the importance of ongoing mental
health services and by making recommendations
on the type and frequency of mental health inter-
vention.

If a less restrictive environment would meet the
patient’s care needs adequately, the OBRA team
will recommend alternative placement to the
nursing home. If a patient residing in the nursing
home no longer requires basic nursing care, the
state must orchestrate a discharge to a less restric-
tive facility and must facilitate the patient’s access
to specialized mental health services.

For residents determined to have a mental ill-
ness, the PASRR evaluation is repeated annually

and during times of significant mental status or
behavioral change. This annual review describes
the outcomes of treatment interventions over the
past year and reassesses the resident’s ongoing
need for nursing home placement and specialized
mental health services. A PASRR evaluation may
also be initiated by nursing home staff or by a
physician if a patient without a history of mental
illness develops symptoms after nursing home
admission.

Each nursing home is charged with carrying
out the placement and treatment recommenda-
tions that result from the PASRR evaluation. Spe-
cialized mental health services must be provided
by appropriately trained nursing home staff, the
local community mental health board, or a private
mental health professional within the community.
Results of the PASRR assessment are provided to
the referring individual, patient, and nursing
home. Although criticized as being a variable
database, PASRR evaluations are being assessed
by some states as mechanisms to determine the
extent of mental illness and service utilization in
the nursing home setting.

Development of a positive working relation-
ship with the OBRA team will allow the nursing
home psychiatrist to gain additional helpful infor-
mation about his or her patients. The PASRR eval-
uation contains data on the patient’s functional
status, current and previous medications, medical
illness, and previous psychiatric treatments and
response. The psychiatrist should review the
PASRR data before the patient interview because
the PASRR evaluation represents an independent
source of patient information, in addition to nurs-
ing home staff input.

Assessment Provisions: The
Resident Assessment Instrument

Assessment of patients’ strengths, weaknesses,
and problems has always been a key to providing
psychiatric care in any setting. In long-term care,
the Nursing Home Reform Act of 1987 mandated
a national resident assessment system that in-
cludes a uniform set of items and definitions for
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assessing all residents (Public Law 100-203). In
1990, the Resident Assessment Instrument (RAI)
was published as the foundation for assessing and
delivering care. The RAI consists of a Minimum
Data Set (MDS) and Resident Assessment Proto-
cols (RAPs), common definitions and coding cate-
gories needed to perform a comprehensive assess-
ment of a long-term care facility resident.
Utilization Guidelines were provided by the
Health Care Financing Administration (HCFA) in
the form of the Resident Assessment Instrument
User’s Manual. The MDS was developed with a
clinical focus, with the developers asking for each
item in the document, “Is this something that cli-
nicians need to know in order to provide care for a
nursing home resident?” (Morris et al. 1990). The
RAPs are “triggered” by MDS items and are in-
tended to provide standardized decision frame-
works, with guidelines for additional assessment
of relevant resident attributes, risk factors, clinical
history, and other factors. Thus, they assist with
clinical decision making and help nursing home
staff gather and analyze necessary information to
develop an appropriate and individualized care
plan. Additional benefits are to increase staff com-
munication, increase the involvement of residents
and their families in care planning and delivery,
and improve documentation. Having applications
outside the field of assessment as such but of
far-reaching importance for reimbursement of
clinical services provided to residents in
long-term care facilities, the MDS is also the basis
of the case-mix classification system (prospective
payment system). This system is based on the “Re-
source Utilization Groups III, which is a mecha-
nism for determining the level of resources neces-
sary to care for an individual based upon his
clinical characteristics as measured by the MDS”
(Medicare and Medicaid 1997, p. 67174).

Because long-term nursing home care is so
complex, a plan of care requires clinical compe-
tence, observation skills, and assessment expertise
on the part of all disciplines. The RAI is designed
to look at residents holistically with an emphasis
on quality of life and quality of care (Morris et al.
1990). The nursing home team prepares an indi-
vidualized comprehensive care plan by utilizing
1) the core set of screening, clinical, and functional
status elements of the MDS and 2) the structured,
problem-oriented frameworks of the RAPs. This
care plan addresses each aspect of the resident’s
medical, nursing, rehabilitative, nutritional, psy-
chosocial, and recreational life in the facility. The
psychiatrist is often called in to evaluate a resident
when the resident’s medical, mental, functional,
or psychosocial status has changed. The psychia-
trist becomes an integral part of the assessment
and care-planning process.

The Resident Assessment Instrument User’s Man-
ual gives specific details of the assessment process
(Department of Health and Human Services
1995). The manual stresses four basic themes:

1. The resident is an individual with strengths,
as a well as functional limitations and health
problems.

2. Possible causes for each problem and guid-
ance for further assessment, resolution, or in-
terventions are presented in the RAPs.

3. An interdisciplinary approach to resident care
is vital both in assessment and in development
of a plan of care.

4. Good clinical practice requires solid, thorough
assessment.

Figure 5–1 illustrates the RAI framework. Al-
though the RAI assessment must occur at specific
times according to federal regulations (Table 5–2),
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a facility’s obligation to meet residents’ needs
through ongoing assessment is not confined to the
mandated time frame. From a psychiatric stand-
point, significant changes include changes in the
resident’s decision making or cognitive status,
emergence of sad or anxious mood patterns, in-
crease in the number of behavioral symptoms,
emergence of unplanned weight loss, or the initial
need of physical restraints.

The MDS contains information about the resi-
dent’s mental health history (see Chapter 4). As
with the PASRR evaluation, the MDS defines a
mental health condition if a resident has a docu-
mented history of schizophrenia; mood disorders;
paranoia; panic or other severe anxiety disorder;
somatoform disorders; personality disorders;
other psychiatric disorders; or another mental dis-
order that may lead to chronic disability. A primary
diagnosis of dementia is an exception criterion.

One of the following qualifications also must be
met:

• The disorder resulted in functional limitations
in major life activities within the past 3–6
months.

• The treatment history indicates that the resi-
dent has had psychiatric care more intensive

than outpatient care more than once in past
2 years or received formal support services in
order to maintain functioning at home.

Residents are also screened for mental retarda-
tion and developmental disabilities. This does not
mean that residents with these conditions cannot
reside in a long-term care facility, but it enables
the nursing home to plan and provide appropriate
care for them.

The social history provides background infor-
mation about the resident’s lifestyle, education,
work, and use of substances. The functional as-
sessment portion of the MDS examines cognitive
patterns, including cognitive skills for decision
making and indicators for delirium; communica-
tion and hearing patterns; mood and behavior
patterns; pain symptoms; and medication use,
particularly psychotropic medications.

After the MDS has been completed, the resi-
dent’s triggers are determined. If specific items or
a combination of items point to a problem or po-
tential problem, an RAP is used to determine a
strategy for further assessment and solution. For
example, a delirium protocol would be triggered
if a resident exhibited easy distractibility; periods
of altered perception or awareness; disorganized
speech; restlessness; lethargy; variability of cogni-
tion over the day; or deterioration of cognitive sta-
tus, mood, or behaviors. An RAP is then com-
pleted to determine if the problem has a reversible
cause. The RAP outlines diagnoses as well as con-
ditions that could contribute to the symptoms, in-
cluding medications, psychosocial reasons, and
sensory impairments. The RAP would guide the
OBRA team in planning care that would correct
reversible causes of symptoms and in planning
somatic or behavioral interventions to assist the
resident during this time.

RAPS are available to address changes in cogni-
tion, mood, and behavior. The psychiatrist must
be aware of the key questions the OBRA team
must answer in order to complete RAPs and care
plans. The psychiatrist ’s assessment of the resi-
dent may play an important part in the compre-
hensive assessment and treatment plan, particu-
larly when questions exist about the resident’s
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Table 5–2. Mandated time frames for Resident
Assessment Instrument (RAI) assessment

Type of assessment Time frame

Admission (initial)
assessment

Must be complete by 14th day
of resident’s stay

Annual reassessment Must be completed within 12
months of most recent full
assessment

Significant change in
status reassessment

Must be completed by the end
of 14th calendar day
following determination of
significant change

Quarterly assessment Set of MDS items, mandated
by state (containing
minimal HCFA subset),
must be completed at least
every 3 months

Note. MDS = Minimum Data Set; HCFA = Health Care
Financing Administration.



mental impairment due to delirium, the presence
of an affective disorder, or the resident’s
psychosocial adjustment to placement or change
in functional status. Within this section of the RAI
is the mandate that a comprehensive care plan be
developed in conjunction with the OBRA team
and the resident or surrogate to develop “quanti-
fiable objectives for the highest level of function-
ing the resident may be expected to attain.” The
staff will use documentation of the mental status
examination, differential diagnoses, concomitant
medical illnesses, and psychiatric care planning to
plan care for the resident.

Resident Rights Provisions

OBRA-87 regulations also require familiarity with
basic resident rights. These include

Ensur[ing] that the resident is informed of
his/her health status including functional status,
medical care, nursing care, nutritional status, re-
habilitation potential, activities potential, health
status, psychosocial status, and sensory/physical
impairments. (Department of Health and Human
Services 1995)

Also key to resident rights is that the resident
has the right to refuse treatment, to refuse to par-
ticipate in “experimental research,” and to partici-
pate to the best of his or her abilities in the formu-
lation of advance directives. The fact that the
resident has a right to refuse treatment in no way
absolves the facility and caregivers from provid-
ing care so that the resident is able to achieve his
or her highest potential.

The resident also has a right to be free of re-
straints, both physical and chemical. A chemical
restraint is defined by the regulations as a
psychopharmacologic drug used for discipline or
for staff convenience to address behavioral symp-
toms and not required to treat medical symptoms.
The regulations also describe “unnecessary
drugs,” which are defined later in this chapter.

For a resident who shows mental or
psychosocial adjustment difficulty, regulations

advise that the resident should receive appropri-
ate treatment and services to correct the assessed
problem. These assessments include thorough
evaluation of clinical presentation, communica-
tion losses, physical or social isolation, sleep-wake
cycle abnormalities, spiritual or cultural needs,
and potential for violence or any stereotyped re-
sponses to any stressor. The psychiatrist’s role
will be to evaluate from a biopsychosocial ap-
proach the resident’s behavioral problems, in-
cluding physical symptoms, medications, psychi-
atric disorders, dementia, social problems, and
developmental dilemmas.

Treatment Provisions

If a resident is receiving or is deemed to require
psychotropic medications, the guidelines advise
that although psychopharmacologic drugs can be
“therapeutic and enabling” for residents with
mental illness, psychotropic medications should
not be used solely or excessively to address cer-
tain behavioral symptoms. The implementation of
the regulations has had a significant effect on the
prescribing habits in nursing homes. A study in
Minnesota nursing homes reported that 23% of
nursing home residents were administered
antipsychotic drugs before the guidelines were
implemented. By 1990–1991, after the guidelines
were in effect, this percentage had declined to 15%
(Garrard et al. 1995). A Tennessee study noted a
26.7% reduction of antipsychotic drug use after
the date on which the guidelines were announced
(Shorr et al. 1994). This study showed not only a
reduction in new users but also a reduction of
long-term use of antipsychotic drugs. A collabora-
tive study from New York and Philadelphia in-
vestigated the relationship between physical re-
straint reduction and the use of psychoactive
drugs in the wake of OBRA-87 (Siegler 1997). In-
terventions to reduce physical restraints in nurs-
ing homes did not lead to an increase in psycho-
active drug use. This study also found that when a
structured educational program was used,
antipsychotic use declined dramatically.
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The regulations state that nursing home resi-
dents must be free from unnecessary drugs, which
are defined as

• Drugs used in excessive dosages (as listed be-
low unless there is documentation that higher
dosages are required to improve the resident’s
function)

• Drugs used in excessive duration (daily use for
greater than 4 months unless a gradual dosage
reduction was unsuccessful)

• Drugs prescribed without adequate monitoring
of side effects

• Drugs prescribed without adequate indications
for use

• Drug continued in the presence of adverse con-
sequences

• Any combination of the above

Descriptions of Individual Drug Classes

Benzodiazepines

The guidelines recommend that long-acting
benzodiazepines be avoided unless an attempt to
use a short-acting drug has failed. These regula-
tions are not enforced in the following situations:

• If the resident is given diazepam for neuro-
muscular syndromes such as cerebral palsy,
tardive dyskinesia, or seizure disorder

• If long-acting benzodiazepines are used to
withdraw residents from short-acting drugs

• If clonazepam is used to treat bipolar disorder,
nocturnal myoclonus, or seizure disorder

Table 5–3 outlines the prescribing recommen-
dations for benzodiazepines.

Recommended indications for benzodiazepines
include generalized anxiety disorder, panic disor-
der, organic mental syndromes that are persistent
and not preventable and that cause distress or
dysfunction, and symptomatic anxiety in resi-
dents with another diagnosed psychiatric disor-
der (e.g., depression, adjustment disorder).

The recommended duration for daily use
of long-acting benzodiazepines is less than
4 months. After this period, dosage reduction

should be attempted. Dosage reduction and elimi-
nation should be tried at least twice a year for
short-acting benzodiazepines.

Hypnotics

Clinicians should remember that diminished
nighttime sleep is not necessarily pathologic and
that other possible causes of sleep-wake distur-
bance (e.g., pain, depression, environmental
causes, caffeine or other drugs) should be ruled
out before hypnotics are prescribed. Table 5–4
outlines the prescribing recommendations for
hypnotics.
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Table 5–3. Maximum recommended total daily
doses of benzodiazepines

Drug Daily oral dosagea (mg)

Alprazolam 0.75
Chlorazepate 15
Chlordiazepoxide 20
Diazepam 5
Estazolam 0.5
Flurazepam 15
Halazepam 40
Lorazepam 2
Oxazepam 30
Quazepam 7.5

aUnless a higher dose is documented for improvement in
functional status.

Table 5–4. Recommended dosages of hypnotics

Druga Daily oral dosage (mg)

Alprazolam 0.25
Choral hydrate 500
Diphenhydramine 25
Estazolam 0.5
Hydroxyzine 50
Lorazepam 1
Oxazepam 15
Temazepam 7.5
Triazolam 0.125
Zolpidem 5

aDiphenhydramine, hydroxyzine, and choral hydrate are
listed but are not recommended by the regulations.



The patient should not take a hypnotic for more
than 10 consecutive days. Gradual dosage reduc-
tion should be attempted at least three times
within a 6-month period before the clinician can
conclude that a gradual dosage reduction is clini-
cally contraindicated.

The following sleep-inducing drugs should not
be given to any nursing home resident:

• Amobarbital
• Amobarbital-secobarbital combination
• Barbiturates with other drugs
• Butabarbital
• Ethchlorvynol
• Glutethimide
• Meprobamate
• Methyprylon
• Paraldehyde
• Pentobarbital
• Phenobarbital (except if used for seizure

control)
• Secobarbital

A newly admitted resident should be given a
period of adjustment before gradual withdrawal
of any of these drugs. No rapid withdrawal
should be encouraged.

Antipsychotics

Table 5–5 outlines the prescribing recommenda-
tions for antipsychotics.

Antipsychotics should not be prescribed unless
the nursing home resident is being treated for one
of the following disorders:

• Schizophrenia
• Schizoaffective disorder
• Delusional disorder
• Psychotic mood disorders (including bipolar

disorder with psychotic features, acute psy-
chotic reaction, brief psychotic reaction, schizo-
phreniform disorder, atypical psychosis)

• Tourette’s syndrome, Huntington’s disease,
short-term treatment of specif ic disor-
ders—hiccups, nausea, vomiting, itching

For treatment of organic mental syndrome with
antipsychotic drugs, the following symptoms
must exist:

• Psychotic symptoms and/or agitated behaviors
that are persistent or not caused by reversible
etiologies

• Symptoms not responsive to behavioral inter-
ventions

• Behaviors causing a danger to the resident or
others

• Symptoms that persistently impair functional
capacity (e.g., constant yelling, screaming, or
repetitive behaviors)
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Table 5–5. Maximum recommended daily dosages
of antipsychotics

Drug

Daily oral dosage for
residents with “organic

mental syndromes”a,b (mg)

Acetophenazine 20
Chlorpromazine 75
Chlorprothixene 75
Clozapine 50
Fluphenazine 4
Haloperidol 4
Loxapine 10
Mesoridazine 25
Molindone 10
Perphenazine 8
Prochlorperazinec 10
Promazine 150
Risperidone 2
Thioridazine 75
Thiothixene 7
Trifluoperazine 8
Triflupromazine 20

aThe term organic mental syndrome is considered obsolete. It
is included here only because of existing OBRA regulatory
language.
bAntipsychotic drugs should not be used in excess of these
daily dosages unless higher dosages are necessary to main-
tain or improve the resident’s functional status.
cThe dosage of prochlorperazine may be exceeded for
short-term (7-day) treatment of nausea and vomiting. Resi-
dents who have cancer with nausea and vomiting may use
it for longer periods of time at higher doses.



The guidelines deem antipsychotic drugs un-
necessary under the following conditions:

• If given in higher than advised dosages without
adequate documentation

• If given without due regard to the diagnosis
• If adequate monitoring for adverse effects such

as tardive dyskinesia, hypotension, cognitive or
behavioral impairment, akathisia, and parkin-
sonism is not documented

• If gradual reduction is not attempted

Antipsychotics should not be used if one or
more of the following symptoms is the only indi-
cation:

• Agitated behaviors that do not represent a
danger to self or others

• Anxiety
• Depression
• Fidgeting
• Impaired memory
• Indifference to surroundings
• Insomnia
• Lack of cooperation
• Nervousness
• Poor self-care
• Restlessness
• Unsociability
• Wandering

The guidelines state that “Residents who use
antipsychotic drugs must receive gradual dose re-
ductions and behavioral interventions, unless
clinically contraindicated, in an effort to discon-
tinue these drugs.” Even though the guidelines do
not give a specific time frame, evaluation at least
quarterly is necessary.

Antidepressants

Antidepressants are underutilized in nursing
home care and have not been subjected to the
same criterion for gradual dosage reduction ap-
plied to anxiolytics (i.e., benzodiazepines),
hypnotics, and antipsychotics. According to the

guidelines, when prescribing antipsychotics, the
psychiatrist must do the following:

• Assess the patient’s need for medication.
• Use medication dosages appropriate for a geri-

atric population or document the reasons for
higher dosages.

• Monitor effects (noting any untoward side ef-
fects).

• Use the least anticholinergic drugs available.

Required Documentation

When prescribing any psychotherapeutic medica-
tion in a nursing home setting, the psychiatrist
must ensure that

• A medical or psychiatric consultation or evalu-
ation confirms the necessity of the drug regi-
men (including the duration of the drug use, at-
tempts at dosage reduction, and explanation of
any dosages that exceed guideline recommen-
dations).

• In the case of antipsychotics, the diagnosis is
documented, the symptoms described, and be-
havioral interventions considered before or in
conjunction with the somatic treatment.

• The risks and benefits of psychotherapeutic
medication are spelled out to the resident or
surrogate and this process is documented.

• The positive and negative effects of medication
are monitored and documented.

• Gradual dosage reduction attempts or reduc-
tion failures are documented.

• Subjective and objective measures of the resi-
dent’s functioning are documented during the
medication regimen.

• In the face of a resident’s functional or medical
deterioration while on psychotherapeutic med-
ication, a thorough medical evaluation is com-
pleted and the medication regimen reconsid-
ered.

For more information, see The OBRA ’87 En-
forcement Rule: Implications for Attending Physi-
cians and Medical Directors. Columbia, MD,
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American Medical Directors Association, 1995.
Available from the American Medical Directors
Association, 10480 Little Patuxent Parkway, Suite
760, Columbia, MD 21044.

Questions concerning the RAI, version 2.0, can
be referred to the following address: MDS Coordi-
nator, Center on Long Term Care, Health Stan-
dards and Quality Bureau, Health Care Financing
Administration, 7500 Security Boulevard, Balti-
more, MD 21244-1850.
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Chapter 6

Documentation

Medicare generally requires that services ren-
dered to a patient must be reasonable and neces-
sary for the diagnosis and active treatment of the
patient’s illness. Medicare will consistently deny
reimbursement for services that do not meet their
criteria of medical necessity, regardless of the site
of service (e.g., hospital, nursing home, physi-
cian’s office).

Services must be directed toward alleviation of
impairments that precipitated the consultation or
that necessitate continued intervention. They
must enhance the patient’s coping abilities, and
they must be individualized to address the pa-
tient’s specific needs.

The Health Care Financing Administration
(HCFA) vests with local Medicare carriers consid-
erable flexibility in implementing payment rules
and review standards. Given recent enforcement
activities in the area of mental illness treatment, it
is of increasing importance for the psychiatrist to
be certain of the technical accuracy of claims and
to document all claims thoroughly. When serious
questions arise, oral statements from carrier
claims representatives should not be accepted as
the carrier’s final word. When in doubt, the psy-
chiatrist should make every effort to obtain from
the carrier written policy guidance.

At the inpatient and partial hospitalization
level and in nursing homes, more patient charts
are being reviewed by third-party carriers than
ever before. Claims are being rejected for which
information in the patient’s chart does not meet

criteria for severity of illness and intensity of ser-
vice screening used by local Medicare carriers and
peer-review organizations. Services provided to
patients whose need for or ability to benefit from
active psychiatric treatment may be questioned
will almost certainly be denied.

When asked to see a patient, the psychiatrist
should ensure that the consultation order has
been written by the patient’s attending physician
or the facility’s medical director and that it in-
cludes clear documentation of the reason the con-
sultation has been requested. The psychiatrist
should not initiate treatment unless a specific re-
quest to do so is made.

Documentation is absolutely essential to get-
ting paid. When consulting in a nursing home, the
psychiatrist should provide the same level of com-
prehensive documentation that is required in a
hospital setting. The initial note, a brief notation of
the findings and recommendations of an initial
psychiatric evaluation or consultation, should in-
clude the reason or justification for consultation,
results of a brief mental status examination, a list
of current medications and concomitant medical
problems, and a preliminary treatment plan out-
lining short-term and long-term goals.

A comprehensive psychiatric evaluation
should be completed and recorded in the patient’s
chart in a timely manner. If the patient has been
evaluated previously, an updated evaluation will
do. The evaluation should clearly show the pa-
tient’s current mental status and the changes that
have necessitated the psychiatric consultation or
follow-up.
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Each patient who requires active treat-
ment must have an individualized treat-
ment plan.

The master treatment plan is a detailed outline
of a work in progress and should include the fol-
lowing information:

• Identifying data
• 5-Axis diagnosis
• Strengths and liabilities
• Reason for the consultation
• Presenting problem(s)
• Long-term and short-term goals
• Patient objectives
• Multidisciplinary interventions and goals
• Criteria for discontinuation of treatment

The psychiatrist should review the treatment
plan at regular intervals to evaluate the patient’s
progress toward the outlined goals and objectives.
Revisions and modifications to the treatment plan
should be made when indicated.

At each visit, the psychiatrist should write a
progress note. The note should contain the follow-
ing elements: a brief observation of the patient’s
mental status, contents of the individual session,
the intervention recommended or ordered, the pa-
tient’s response to treatment, and the patient’s
progress or lack of progress toward goals.

If after a reasonable trial, the patient has not
made progress toward the desired goals and ob-
jectives, then another level of care may be indi-
cated.

The patient’s chart must tell a story.
There must be a clear picture of 1) the
patient’s movement from one level of
care to another, 2) the patient’s progress
within the treatment program, 3) the
changes made if the patient failed to re-
spond as expected, 4) the effect of those
changes on the patient, and 5) plans for
the patient’s eventual discharge from
the active treatment plan.

Reimbursement

The HCFA is giving increasing scrutiny to the
shifting, from in-house to outside providers, of
psychosocial and behavioral health services that
nursing homes are expected to provide. Some fa-
cilities have met this responsibility by contracting
directly with psychiatrists to provide care for their
patients. Under this arrangement the psychiatrist
would receive compensation directly from the
nursing home and would not seek reimbursement
from either the patient or Medicare Part B. Al-
though rare, this arrangement most nearly meets
some Medicare carrier’s most stringent interpreta-
tion.

Many facilities provide some level of in-house
assessment to meet the patient’s psychosocial
needs. Nursing and social services staff work
closely with the attending physician to develop
and carry out treatment plans with the primary
goals of alleviating symptoms and modifying be-
havior. A psychiatrist is consulted only after doc-
umented and unsuccessful attempts to manage
and improve the patient’s condition. In this case
the psychiatrist seeks reimbursement under Part
B but provides only very specific and limited
treatment and orders behavior-modifying treat-
ment modalities to be carried out by the facility’s
staff.

A few facilities have attempted to shift all re-
sponsibility for delivery of psychosocial services
to outside providers. This is clearly not appropri-
ate under current HCFA guidelines.

A great deal of discussion is going on about the
degree of medical and psychiatric care that nurs-
ing homes can and should provide. As the age and
medical complexity of nursing home residents es-
calates, there is increasing concern that patients
should be able to receive from qualified providers
care that is appropriate for their condition. The
HCFA’s goal is not to deny treatment to patients
in nursing homes but to ensure that the care pro-
vided is appropriate and medically necessary and
that reimbursement is obtained from the proper
source.

This goal has put some psychiatrists in the posi-
tion of having their claims for conscientiously
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provided services denied. An unscrupulous few
of these outside providers have been charged with
overstating the intensity of the service provided
or with delivery of medically unnecessary or out-
right fraudulent services to “captive” patients in
long-term care settings.

Proper documentation should not be taken
lightly. It is absolutely essential in order to receive
reimbursement for the services rendered. The pro-
vider should expect that 100% of his or her charts
will be reviewed, and he or she should prepare for
that event.

Take the time to develop a systematic
method of proper documentation. It will
soon become second nature.

Other Mental Health Providers
and “Incident to . . . ” Services

In a common practice model the psychiatrist or
nurse practitioner evaluates and medically man-
ages patients’ mental health problems, and a so-
cial worker, nurse practitioner, or psychologist
provides individual, group, or family therapy “in-
cident to” the physician’s care for patients requir-
ing the services. Although this model is usually
acceptable in the physician’s office, this same “in-
cident to . . . ” privilege does not extend to the
hospital and nursing home.

The Balanced Budget Act of 1997 provides for
prospective payment and consolidated billing of
the package of services provided to nursing home
residents covered by Medicare Part A. Although
physicians, nurse practitioners, advanced practice
nurse clinicians, and clinical psychologists are ex-
cluded from this bundled group of services, li-
censed clinical social workers (LCSWs) are not.
Therefore, therapies provided by an LCSW are
considered part of the package of services pro-
vided by the facility. As such, the services of an
LCSW or any other provider not specifically ex-
cluded, cannot be considered “incident to” the
physician’s care. The consolidated billing require-
ment currently does not extend to those nursing
home residents whose stay is not covered by

Medicare Part A, and an LCSW may continue to
bill Medicare Part B for therapies provided to pa-
tients; however, it is expected that the consoli-
dated billing requirement will be extended to in-
clude therapies provided to all nursing home
residents by July 2000.

It is critical to understand your local
Medicare carrier’s policy on “incident
to . . .” services before having other cli-
nicians deliver services. Supervision and
credentialing requirements may vary
greatly.

Coding

In 1997, new Health Care Financing Adminis-
tration Common Procedural Coding System
(HCPCS) Level II psychotherapy codes were in-
troduced, which again recognized ongoing medi-
cal evaluation and management as a separate and
distinct part of the overall treatment. The HCPCS
Level II psychotherapy codes were incorporated
fully into Current Procedural Terminology (CPT)
codes in 1998. In 1997 Medicare providers could
not use the psychotherapy codes listed in CPT.

Separate psychotherapy codes are now estab-
lished for both office and inpatient settings. “Of-
fice or Other Outpatient” codes are used in physi-
cians’ offices, community mental health centers,
hospital outpatient clinics, emergency rooms, and
observation programs. They should also be used
in structured outpatient programs other than par-
tial hospitalization and in domiciliary or rest
homes, custodial care settings, and home care set-
tings. “Inpatient” codes are used in inpatient pro-
grams of general or psychiatric hospitals, partial
hospitalization programs, residential treatment
centers, and nursing homes.

The codes also make greater distinction be-
tween insight-oriented, behavior-modifying, or
supportive psychotherapy and interactive psy-
chotherapy:

• Insight-oriented psychotherapy alleviates
symptoms.
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• Behavior-modifying psychotherapy develops
adapted behaviors.

• Supportive psychotherapy encourages per-
sonal growth.

• Interactive psychotherapy uses interactive tech-
niques as a mechanism of nonverbal communi-
cation.

The interactive psychotherapy code was devel-
oped primarily to describe play therapy with chil-
dren, but millions of units of interactive psycho-
therapy have been billed to Medicare! The code
pays slightly more than insight-oriented psycho-
therapy. Psychiatrists may use the code if they be-
lieve it is appropriate, but they must be prepared
to defend their position and to document it.

The new codes now differentiate psychotherapy
furnished without medical management services
from psychotherapy furnished with medical man-
agement services. By eliminating the word “medi-
cal” from “medical psychotherapy” and the phrase
“by a physician,” it is made clear that the use of
codes to report psychotherapy without medical
evaluation and management services is not re-

stricted to physicians and will be open to clinical
psychologists and clinical social workers (Medicare
program 1996). Medical evaluation and manage-
ment services can be provided only by physicians,
nurse practitioners, or clinical nurse specialists.

CPT specifies that only face-to-face time can be
considered in selecting the proper code; other ad-
junctive activities associated with the psychother-
apy session are not to be considered for coding
purposes. Thus 20 minutes of psychotherapy plus
20 minutes of chart review at the nursing station
equals 20 minutes of face-to-face psychotherapy.
Similarly, when providing psychotherapy with
medical evaluation and management services, the
psychiatrist should consider only the face-to-face
time spent in psychotherapy when selecting the
proper code. Thus 20 minutes of psychotherapy
plus 20 minutes of face-to-face medication review
and instruction equals 20 minutes of psychother-
apy with evaluation and management. Table 6–1
summarizes the new codes, which took effect Jan-
uary 1, 1998.

If less than 20 minutes of psychotherapy is pro-
vided along with drug management, the code for
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Table 6–1. Current Procedural Terminology (CPT) codes, effective January 1, 1998

Place of service
Face-to-face time in

psychotherapy Psychotherapy onlya
Psychotherapy with medical
evaluation or management

Insight-oriented psychotherapy, behavior modification, and supportive psychotherapy

Office or other outpatient
setting

20–30 min
45–50 min
75–80 min

90804
90806
90808

90805
90807
90809

Inpatient, PHP, or
residential care setting

20–30 min
45–50 min
75–80 min

90816
90818
90821

90817
90819
90822

Interactive psychotherapy

Office or other
outpatient setting

20–30 min
45–50 min
75–80 min

90810
90812
90814

90811
90813
90815

Inpatient, PHP, or
residential care setting

20–30 min
45–50 min
75–80 min

90823
90826
90828

90824
90827
90829

aThe shaded codes are restricted codes. Although payment for these services is available, Medicare carriers usually require
that a written report be submitted with the claim.
Source. American Medical Association 1999.



psychopharmacologic management (90862) may
be most appropriate. Some psychiatric procedure
codes are designated as restricted. These are gen-
erally codes whose medical appropriateness or
necessity may be difficult to determine without
additional information or those codes used more
frequently than projected and, therefore, raising
questions of inappropriate utilization. Family
psychotherapy, whether without the patient pres-
ent (CPT code 90846) or with (CPT code 90847), re-
mains a billable service; however, a written report
of the service, substantiating its medical necessity,
should be submitted with the claim in order to fa-
cilitate Medicare payment.

The HCFA has extended these same restrictions
to codes 90816, 90818, 90821, 90823, 90826, and
90828 (psychotherapy provided without medical
management in inpatient, partial hospitalization,
or residential care settings; see shaded codes in
Table 6–1) (Medicare Bulletin TN 96-12). When
medical evaluation and management services are
provided without psychotherapy, the appropriate
nursing facility services evaluation and manage-
ment (E/M) code should be used for subsequent
care (99311–99313). Time is not considered a ma-
jor factor in selecting the appropriate code; how-
ever, if more than half of the face-to-face time is
spent in counseling the patient, then a code based
on time alone may be used.

Consultation E/M codes are also site specific. The
inpatient consultation codes (99251–99255) should
also be used for residents of nursing facilities. How-
ever, codes 99241–99245, designated for office or
other outpatient setting, should be used for those
patients in domiciliary or custodial care settings.

Despite instructions in CPT, if asked to
initiate recommended treatment, the
consulting psychiatrist may not use the
consultation code for the first patient en-
counter but should use the appropriate
psychotherapy or E/M code for subse-
quent visits. This 1999 HCFA variance
has been the subject of great outcry.
Psychiatrists should consult their local
Medicare carrier for exact interpretation
of current policy.

New E/M documentation guidelines were de-
veloped by the HCFA and the American Medical
Association in 1997. These guidelines include de-
tailed organ system–specific examination and
documentation requirements for psychiatry. Be-
cause of widespread protests that the documenta-
tion requirements are in excess of those associated
with clinically appropriate medical record–keeping
practices, the HCFA has delayed their full imple-
mentation indefinitely. Medicare carriers have
been directed to use both the 1995 and 1997 E/M
guidelines, whichever is more advantageous to
the physician.

Like the consultation and E/M codes, the new
psychiatric codes are site specific. Great care
should be taken to ensure that Medicare claims
are coded properly for the place of service. A facil-
ity may provide many levels of residential and
nursing care within its confines. The psychiatrist
should ascertain the level of care the patient is re-
ceiving and select the correct code.

If physician services are rendered to a patient in
a nursing facility, the place of service code should
be 31 (skilled nursing facility), 32 (nursing facil-
ity), or 33 (custodial care facility), depending on
the designated care level of the patient. Thus for a
patient meeting the criteria for skilled care under
Medicare or Medicaid the psychiatrist should use
place of service code 31, whereas for a patient in
the same skilled nursing facility who did not meet
Medicare criteria for skilled care (or required only
an intermediate level of care or intermediate care
facility [ICF]) the psychiatrist should use place of
service code 32. For services provided to residents
of assisted living facilities, rest homes, or board
and care homes, the psychiatrist should use code
33.

Contrary to popular belief, the 62.5%
outpatient psychiatric limitation is not
linked to the procedure code but to the
diagnostic code and the place of service.
All places of service other than regular
admission to a hospital inpatient unit
are considered outpatient for Medicare
reimbursement purposes.
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Although some Medicare carriers have been
slower to adopt this regulation than others, HCFA
policy states that effective January 1, 1992, the
62.5% outpatient psychiatric limitation applies to
most services for which the primary diagnosis is a
mental disorder (i.e., ICD-9-CM diagnosis codes
290–319). Exceptions are made for initial psychiat-
ric evaluations, initial consultations, psychiatric
diagnostic procedures (CPT codes 90801–90802
and 96100–96117), and HCPCS M0064 (brief office
visit for monitoring or changing drug prescrip-
tions) (Medicare Bulletin, TN GR 92-5).

For example, If the Medicare approved charge
for an outpatient psychiatric service is $100,
Medicare will limit the charge to 62.5% of the ap-
proved amount, or $62.50. This becomes the al-
lowed charge on which Medicare calculates its
payment. Medicare pays 80% of the allowed
amount, or $50. The patient or his or her supple-
mental insurer is responsible for the difference be-
tween the Medicare payment and the approved
amount. This is calculated at 20% of the allowed
charge ($12.50) plus the 37.5% outpatient psychi-
atric reduction ($37.50) for total of $50.)

Despite using the inpatient psychother-
apy codes, the psychiatrist will receive
Medicare reimbursement at the outpa-
tient rate for all subsequent care pro-
vided to nursing home patients.

A frequent misperception is that the 37.5% out-
patient psychiatric reduction must be written off.
In fact, a physician must make every reasonable
effort to collect the full approved charge, even
though Medicare pays an effective rate of only
50% of that amount (80% of 62.5% of the approved
charge). The only exceptions to this are patients
with dual Medicare-Medicaid eligibility or those
participating in Medicare health maintenance or-
ganizations (HMOs). Most Medicaid programs
pay less than the full coinsurance amount and re-
quire the balance to be adjusted; an HMO will
have its own cost-sharing requirements.

A provider must make every reasonable
effort to collect the full approved charge
for outpatient psychiatric services, even
though Medicare pays an effective rate
of only 50% of that amount.
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Chapter 7

The Psychiatrist as
Medical Director

In the 1970s it became mandatory for nursing
homes that provided skilled care to have a medi-
cal director. Before that time, nursing home medi-
cal care often was provided by semiretired physi-
cians who focused almost exclusively on nursing
home practice. Often one or two such physicians
would care for all the patients in a nursing facility.
Oversight and coordination of the quality of care
was provided, if it occurred at all, by the nursing
staff. The U.S. Congress subsequently mandated
that skilled care facilities employ medical direc-
tors and even defined many of their responsibili-
ties.

The basic functions of a medical director are de-
fined by statute and regulation. Generally, these
functions include oversight of all medical care
provided in the facility. This means credentialing
attending physicians, ensuring timeliness of vis-
its, securing necessary consulting services (in-
cluding psychiatric), and occasionally intervening
in communication problems that arise between at-
tending physicians and nursing staff. The medical
director also serves on vital facility committees,
such as infection control, ethics, safety, admis-
sions, and other professional advisory commit-
tees.

The medical director does not necessarily have
direct responsibility for the patients, something
for which few psychiatrists would be qualified.
Nevertheless, in many nursing homes, the medi-
cal director’s position remains an outgrowth of

the preexisting system of an attending physician
devoting much of his or her practice life to the
care of the residents. As in the past, such an indi-
vidual may have retired from other clinical prac-
tice. He or she fulfills the necessary medical direc-
tor functions while taking care of a large number
of patients in the home.

In recent decades some nursing homes have
had a different role for the medical director. These
facilities may use a staff model similar to that of
most hospitals. There the medical director has
much more of a care oversight function. A num-
ber of physicians from the community may pro-
vide care, including physicians employed by the
home (e.g., a psychiatrist, a subacute care direc-
tor). In such a setting a psychiatrist may be emi-
nently qualified, possibly even the best qualified
physician, to fill the role of medical director.

The requirements of the job include interper-
sonal functions that are natural for psychiatrists.
For example, the job includes making telephone
contact with attending physicians regarding man-
datory patient visits and documentation, listening
to and assessing nursing staff concerns regarding
care issues, and helping to decide whether a trou-
blesome resident’s moods and behaviors require
psychiatric evaluation (and sometimes providing
that evaluation personally). Vital to success in this
role is relationship building with administration
and senior members of the nursing staff and other
departments, an area in which psychiatrists are
often especially skilled.

Although some nursing facilities remain wed-
ded to the practice of having the medical director
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obtain whatever reimbursement he or she can by
billing residents for direct clinical services, an in-
creasing number of facilities pay a salary to the
medical director. The facility may be able to re-
cover a portion of this expense in its Medicaid fee
basis. This is a far preferable method of re-
imbursement, especially for psychiatrists who
serve as medical directors. The functions that psy-
chiatrists can best perform as medical directors
are precisely those for which no direct reimburse-
ment is possible. A salary permits the medical di-
rector to become a vital and valued member of or
consultant to the management team. Although
not every facility will recognize this, in the long
run the psychiatrist’s consultative and interper-
sonal skills are far more useful than is his or her
sole provision of individual psychiatric care. This
can be an extremely fulfilling type of employ-
ment, often part time, which can greatly enrich the
career of a geriatric or general psychiatrist.

Function of the Contract

The contract is an important tool that enables the
psychiatrist to develop a long-lasting, trusting re-
lationship with the administrative staff of a
long-term care facility. The piece of paper is not as
important as the mutual trust and confidence that
is built between the two parties. The nursing
home administrator and director of nurses want
assurance that the consulting psychiatrist will be
available to meet in a dependable manner the psy-
chiatric needs of the facility’s residents and staff,
and the psychiatrist wants assurance that the
nursing home will be a long-term source of refer-
rals for his or her practice. The contract becomes a
tangible solution for these needs.

We have often thought of the nursing home it-
self as being the real patient in need of care. It is
estimated that 51%–94% of all nursing home resi-
dents will meet the criteria for a psychiatric ill-
ness, ranging from dementia, to acute depression,
to psychoses and schizophrenia, as may be ob-
served in former patients of state hospitals (Tariot
et al. 1993). Often the nursing home staff is poorly
trained and ill prepared to manage these prob-

lems. The nursing home administrator, director of
nurses, and nursing staff may be uneasy about
managing the problems of psychiatric patients. It
is the job of the consulting psychiatrist and his or
her staff to treat this anxiety. The written contract
is the first step in this process. The contract should
clearly address the fears of the nursing home staff
and administration, for example, by answering
the following questions:

• Will the consulting psychiatrist be available for
emergencies 24 hours per day?

• How long will it take to reach the consulting
psychiatrist in an emergency?

• Will the consulting psychiatrist follow up with
patients after the initial evaluation?

• Will the consulting psychiatrist be able to hos-
pitalize patients when necessary?

• Will the consulting psychiatrist conform to Om-
nibus Reconciliation Act of 1987 (OBRA-87) re-
quirements for psychotropic medication?

• Will the consulting psychiatrist make rounds
on a frequent and regular schedule?

Signing a contract to deliver good service is the
start of a potentially rewarding and lucrative rela-
tionship with a long-term care facility. Of course,
the psychiatrist must follow through on the terms
of the contract and provide timely and reliable ser-
vice to the nursing home in order to be successful.

Contract Format

The owners and administrators of long-term care
facilities are business people. They know little
about clinical medicine. The psychiatrist is at-
tempting to form a business relationship with the
nursing home. The contract is an important busi-
ness tool that is widely used and clearly under-
stood by the people in charge of the nursing home
or other long-term care facility.

The contract has several essential parts. The ti-
tle should simply reflect the purpose of the con-
tract, for example, “Clinical Consultant Agree-
ment.” The first paragraph should state the date
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of the agreement, which can be the date the ser-
vice described therein begins. The first paragraph
also should state the two parties involved in the
contract, specifically the name of the long-term
care facility, the name of the psychiatric consul-
tant or group, and the addresses of both parties.
The second paragraph should state the length of
time of the agreement, usually 1 year, and should
have some terms regarding the process of termi-
nation by either party (e.g., with 30-day written
notice).

The third paragraph should outline specific
duties and obligations of the consulting psychia-
trist and his or her staff. Examples include
24-hours-per-day, 7-days-per-week emergency
coverage; the ability of the long-term care facility
to reach the consultant by beeper or answering
service; the expected schedule of regular rounds
by the consultant and his or her staff; and any re-
quirement that the consultant attend quarterly staff
meetings, provide a certain number of in-service
sessions, or attend clinical case conferences.

Another paragraph should state that the con-
sultant and his or her staff are independent con-
tractors and not employees, servants, or agents of
the long-term care facility. A statement should be
made that all members of the consultant’s staff
who perform services are properly licensed, certi-
fied, or accredited in the state in which the service
is performed. A statement should be made that
the agreement will be interpreted and governed in
accordance with the laws of the state. And a final
statement should be made that the contract exists
in good faith between the two parties.

Payment and Termination
Provisions

According to Medicare regulations, a service pro-
vider is not allowed to receive payment in addi-
tion to payment received on assignment from
Medicare. Because of this rule, the psychiatrist is
not allowed to receive payment for clinical consul-
tation or availability to the long-term care facility.
No mention of payment for these services should
exist in the contract. There are no Health Care Fi-

nancing Administration (HCFA) regulations pro-
hibiting the consultant psychiatrist and his or her
staff from providing administrative service to the
long-term care facility for a fee (e.g., serving as
medical director or psychiatric director or provid-
ing other administrative services). The psychia-
trist and his or her staff can charge fees and re-
ceive payment for these services. The fees must be
at a reasonable, hourly rate similar to that charged
by the psychiatrist for administrative services
elsewhere. These service records should be well
documented.

Additional services can include training
long-term care facility staff, making in-service
presentations, attending meetings to prepare for
state surveys of the long-term care facility, attend-
ing meetings to set up psychiatric or activity pro-
grams for the residents, and spending time on eth-
ics committees or admission and prescreening
committees. A psychiatric team can also provide
administrative consultative services (i.e., milieu
consultation, consultation with regard to appro-
priateness of potential new admissions and over-
all facility management). The psychiatrist and his
or her staff can provide these services as a package
or in portions. The contract can cover any or all
parts of the available services. The time spent on
all administrative duties should be separate from
time spent on clinical duties in the nursing home.

A contract may need to be terminated for a vari-
ety of reasons. A consultant who serves a
long-term care facility ideally should avoid need-
ing to terminate a contract because of perfor-
mance issues. If a nursing care facility is dissatis-
fied with the consultant’s services and the issue is
not resolved adequately, the facility has a right to
terminate the contract, according to the provisions
of the contract (e.g., with 30-day written notice).
The same is true for a consultant who chooses to
terminate the contract. The termination aspect of
the contract is simple because the only successful
relationship between a consultant and a long-term
care facility is one in which there is a mutual wish
and desire for the services to be rendered to the fa-
cility. If this mutuality breaks down, the consul-
tant cannot serve the long-term care facility well,
and the contract provisions should allow for a
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quick termination of the contract.
Psychiatric services can be provided to the

nursing home under an exclusive contract, which
means that no other psychiatrist, by contract, can
render services in the nursing home. Contracting
may be done on a nonexclusive basis, which
would allow other like providers to provide paral-
lel psychiatric services, at the request of family, at-
tending physicians, or facility.

The HCFA has addressed mental health ser-
vices provided in long-term care facilities. Federal
law states that in order for a skilled nursing facil-
ity to participate in Medicare Part A, it must pro-
vide services “necessary to attain or maintain the
highest practicable, physical, mental and
psychosocial well-being of each resident” (Social
Security Act, Section 1819(b)(4)(A)). This means
that in order to receive reimbursement from
Medicare for services (e.g., daily rate of nursing
home, rehabilitation, pharmacy), the nursing
home is required to provide treatment for mental
health problems. The psychiatrist is in a unique
position to contract with the nursing home to pro-
vide these services. The psychiatrist is not allowed
to provide money or gifts to the nursing home in
exchange for these referrals. In addition, he or she
is not allowed to receive payment from the nurs-
ing home for the treatment of these patients, as
these services should be billed to Medicare Part B.

As mentioned in Chapter 6, the Balanced Bud-
get Act of 1997 includes a consolidated billing re-
quirement. Although the regulations will not be
implemented fully until July 2000, one provision
of the new regulations is already in effect.
Nursing homes are now required to provide li-
censed clinical social worker (LCSW) services to
Medicare Part A skilled nursing home patients
under the new prospective payment system. Be-
cause the nursing homes are required by law to
provide mental health services, those nursing
homes that do not directly employ social workers
may want to contract with the psychiatrist for
these services.

In summary, the written contract between the
psychiatrist and nursing home may be used to ce-
ment a long-lasting, mutually beneficial relation-
ship. This chapter has outlined various types of
contracts and updated the reader on HCFA regu-
lations regarding mental health services to nurs-
ing homes.
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Chapter 8

n this chapter we offer a topical
and clinically focused discussion

of the legal and ethical issues that arise in provid-
ing psychiatric treatment to nursing home pa-
tients. We do not offer a comprehensive theory of
clinical ethics or a complete review of the subject.
Other relevant topics include restraint use, sexual-
ity and privacy issues, and criteria for involuntary
nursing home commitment (which vary on the
state level). Comprehensive information on these
important topics may be found elsewhere (Barnett
1978; Burton et al. 1990; Fletcher 1996; Lyder 1994;
Margolis et al. 1986; Marks 1992; McCartney et al.
1994; Miles and Irvine 1992; Richardson and
Lazur 1995; Tinetti et al. 1992).

Psychiatrists may function in two major kinds
of consulting roles in the nursing home setting.
Traditionally they respond to cases referred from
primary care physicians. Alternatively they may
be retained as ongoing consultants to residents
and staff of a long-term care facility.

The psychiatrist who is a consultant in a
long-term care setting, where 80%–90% of resi-
dents may have a secondary psychiatric diagno-
sis, has complex ethical duties related to the gen-
eral nature of the nursing home environment
(Rovner et al. 1990; Tariot et al. 1993). First, the
consultant faces the dehumanization implicit in
the diagnostic or labeling use of terms such as
“wanderer,” “uncooperative,” or “assaultive.”
Such behavioral descriptors can sometimes divert
attention away from underlying etiologies or,
worse, lead to stigmatization as exemplified by
the abusive or even punitive use of restraints
(Berland et al. 1990; Schnelle et al. 1992). Second,

some ethics issues are taken for granted by nurs-
ing home staff but are of great importance to
nursing home residents. These issues include reg-
ulations about bedtimes, rising times, bath times,
and meal times; roommate choice; sexual life; pri-
vate telephone access; passes to leave the facility;
and rules regarding liquor (Ambrogi 1989;
Hofland 1988; Kane and Caplan 1990). The scale of
personal control in a total-care institution such as
a nursing home is often needlessly dehumanizing.
This is an important theme for a psychiatric con-
sultant to address. To engage these issues, the
psychiatrist will have to participate in education
at all levels of the facility’s staff and administra-
tion, including the medical director and the resi-
dent’s primary care physicians. When available,
consultation with an in-house ethics committee or
a geriatric psychiatrist concerning specific legal
and ethical issues is always indicated.

Nursing Home Placement

Nursing home placement entails a radical change
in a patient’s definition of self and in others’ per-
ceptions of the patient. Fear of nursing home
placement is a common precipitant of suicide
(Loebel et al. 1991). Nursing home placement can
disrupt the conduct of marital and social relation-
ships and impoverish the patient, a noninstitu-
tionalized spouse, or other family members.
These possible consequences of nursing home
placements justify a high standard of patient ad-
vocacy on the part of psychiatrists involved in
these decisions. First, diligent efforts must be

59

Legal and Ethical Issues



made to keep the patient at home by optimizing
his or her biopsychosocial functioning through
both health and social services. Second, support-
ive counseling should be available for persons
who are at risk for nursing home placement.
Finally, placement decisions should be based on a
demonstrated, rather than predicted, failure to be
able to care for one’s self. Proper legal authority
should be required in order to institutionalize a
person who is opposed to needed nursing home
placement.

Competence and
Decision-Making Ability

Psychiatrists are often asked to assess a patient’s
decision-making capacity; to assess the authentic-
ity of a patient’s particular decision; or to recom-
mend a decision-making process for a person who
is unable to make decisions. This may occur when
a patient refuses a recommended medical treat-
ment (e.g., antidepressants and other medications,
life-sustaining care); when a caregiver can no lon-
ger manage a patient (e.g., when a frail person
who is unable to live in the community refuses
home care or nursing home placement); or when a
family caregiver disagrees with a patient’s deci-
sion (e.g., when a dementia patient decides to con-
tinue driving). When a request for psychiatric
consultation regarding treatment refusal raises a
question of the patient’s decision-making capac-
ity, the patient may have organic mental disease
or alcoholism or other problems that can ad-
versely affect the patient’s ability to live inde-
pendently (Golinger and Federoff 1989; Mahler et
al. 1990; Mebane and Rauch 1990). By contrast,
when a patient’s decision-making ability is not
challenged in a psychiatric consultation for treat-
ment refusal, the dispute about the treatment in
question can often be resolved successfully by
brief counseling that focuses on the situational
reasons for the refusal (Howanitz and Freedman
1992).

Competence, decision-making ability, and in-
formed consent are different concepts. Compe-
tence, or incompetence, is a legal status. Incompe-

tence is a court finding that places a person under
the legal control of a court-appointed guardian.
By contrast, decision-making ability is a clinical
finding. Although these terms are often used in-
terchangeably, the difference between them em-
phasizes the limited authority of a clinician over
patients who have not been declared incompetent,
and the definitive authority of a designated
guardian for a person who has been found incom-
petent. Moreover, both of these terms differ from
a forensic finding of responsibility for a crime.

For decision-making ability to be present, a pa-
tient must be able to 1) receive and communicate
information, even after attempts to reverse or
overcome sensory or speech disorders have failed;
2) appreciate the personal implications, both short
and long term, of risks and benefits; and 3) pro-
vide a cogent explanation of how he or she weighs
the risks and benefits or relates them to personal
goals. The clinical conclusion that a patient lacks
decision-making ability may lead to the decision
to seek a legal finding that a patient is incompe-
tent and in need of a legal guardian. The guard-
ian’s responsibility is to make appropriate deci-
sions about health care issues that are in the best
interests of the patient. These could include using
emergency medical holds or treatment powers;
using a proxy decision maker named in an ad-
vance directive; or perhaps deciding to use certain
human services, such as nursing home placement
or a home-health professional, to dispense medi-
cations.

Decision making should be assessed as a pro-
cess, rather than simply in relation to the per-
ceived strangeness of a patient’s particular deci-
sion. Thus a patient’s decision making should not
be deemed impaired simply because it is unusual,
or even unreasonable, or because the decision is
supported by unconventional premises. How-
ever, patients should be able to give an account of
their decision making, describing the major
grounds for a decision and relating the decision to
those grounds. Major decisions also should not
change arbitrarily, although they may evolve with
further discussion or experience or in relation to
the manner in which the issue or information is
framed.
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Decision-making incapacity may be limited in
time and scope. It may be transient and reversible
when caused by medical conditions (e.g., delir-
ium), social situations (e.g., learned dependence),
or risk-averse life orientations or when a person is
temporarily overwhelmed by an unfamiliar or
catastrophic situation. Decision-making incapac-
ity may also be limited to a small set of decisions.
For example, a patient may be unable to evaluate
a particular treatment, while being fully capable
of deciding that a daughter, rather than a spouse,
should be the proxy decision maker. Similarly, a
patient may need a financial conservator even
though otherwise capable of making his or her
own medical decisions and living independently.

The doctrine of informed consent holds that a
patient, or proxy with decision-making capacity,
must be given sufficient information and the free-
dom to make an authentic treatment decision. Pa-
tients should be given information that will be
germane to how they make decisions. This in-
cludes information on why a therapy is proposed,
the likelihood of benefit, the incidence and range
of undesirable side effects, and alternatives to the
recommended course. Germane information
needs to be defined in relation to the patient’s val-
ues. For example, when obtaining consent to re-
move a colonic polyp from a patient who is a Jeho-
vah’s Witness with a strong, religiously grounded
objection to receiving blood, the physician should
discuss with the patient the rare possibility of a
blood transfusion.

Forgoing Life-Sustaining
Treatment

Psychiatrists become involved in decisions to
withdraw or withhold life-sustaining treatment
when they are asked to 1) evaluate a patient’s de-
cision-making capacity; 2) assess whether depres-
sive or other psychiatric symptoms are influenc-
ing the patient’s decision making; and 3) counsel
patients and families about decisions to forgo
treatment. The withdrawal or withholding of
life-sustaining treatment precedes about 1.5 mil-
lion deaths in the United States each year (about

75% of hospital inpatient deaths and a higher per-
centage of nursing home deaths). Half of these
patients do not make the decision to withdraw or
withhold treatment, often because clinicians have
deferred discussing this issue, thus passing deci-
sions on to family members.

A legal and clinical standard of care exists for
these decisions (Council on Ethics and Judicial Af-
fairs 1992; Meisel 1991). This standard includes
the following principles:

• All life-sustaining treatments are elective.
• Medically provided food and fluid are life-sustain-

ing treatments.
• Consent must be obtained, for any life-sustaining

treatment, from the patient or a person who can
speak for the patient’s interests.

• The right to consent to or refuse treatment is not
conditional on having a terminal or irreversible
illness.

States vary as to the degree of proof that they
require as evidence of an incompetent person’s
preference to forgo treatment. States also vary in
procedures pertaining to the selection and em-
powerment of proxy decision makers and with re-
gard to decisions for persons under state guard-
ianship or in state-owned health-care facilities.
Court involvement is rare—about 100 Appeals
Court decisions have been made since 1976. Pa-
tients usually perceive discussions with physi-
cians about the limited use of life-sustaining treat-
ments as positive experiences; these discussions
address patients’ fears, give them a sense of being
cared for, and decrease depressive symptoms
(Finucane et al. 1988; Kellogg et al. 1992; Lo et al.
1986; Stolman et al. 1990). A small number of pa-
tients find this counseling to be upsetting or sad-
dening, or develop a sense of resignation or
health-related fear. Successful counseling focuses
on enhancement of the patient’s sense of control
and on the goal of continuing the treatment rela-
tionship. Counseling must avoid the implicit sug-
gestion that the patient is being abandoned, which
can arise if the discussion is focused on the limita-
tion of treatment.
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Psychiatrists participating in these decisions
should address both the affective and cognitive
components of decision making. They should con-
sider the possibility of depression, under-treated
(often chronic) pain, adjustment disorders to cata-
strophic illness, or other factors that might affect a
patient’s request to forgo life-sustaining treat-
ment. Depressive symptoms alone, as opposed to
a diagnosis of a clinical depressive disorder, do
not disqualify or appear to affect these decisions
(Cohen-Mansfield et al. 1991; Shmerling et al.
1988). For example, older patients’ preferences for
cardiopulmonary resuscitation (CPR) are influ-
enced by their overly optimistic estimate of the ef-
ficacy of resuscitation. About one in seven per-
sons who receives CPR while in the hospital
survives to discharge; this number decreases sub-
stantially when cardiac arrest occurs in patients
who are chronically ill or have multiorgan system
disease. Survival after nursing home resuscitation
is very rare. These realistic outcomes should be
discussed empathetically with patients in the
course of counseling them about treatment plans.

Physicians should encourage patients to make
advance directives to clarify future decisions
about life-sustaining treatment, in the event that
the patient loses decision-making capacity. A liv-
ing will specifies an individual’s values and pref-
erences for medical care. One form of living will
creates a values history, in which personal ques-
tions in everyday language define the patient’s
values; these values should guide the patient’s
medical care (Lambert et al. 1990). Other living
wills require the individual to choose treatments
for hypothetical terminal illness, coma, or demen-
tia (Emaneul and Emaneul 1992). This format of-
fers clinicians more specific guidance about the
patient’s wishes but uses more technical medical
language.

A durable power of attorney for health care en-
ables an individual to appoint someone to make
treatment choices in the event of his or her loss of
decision-making ability. In effect, this enables a
person to appoint his or her own guardian. A du-
rable power of attorney is particularly useful
when a person wants an unrelated friend or a dis-
tant relative to supersede the immediate family.

Durable power of attorney has an advantage over
a living will in that it empowers a person who can
interpret the patient’s past statements and values
(Annas 1991). Most people want living wills inter-
preted flexibly (Sehgal et al. 1992). Studies show
that surrogate decision makers, including physi-
cians, have a very limited ability to estimate ex-
actly a person’s treatment preferences (Seckler et
al. 1991).

Proxy decision makers should be chosen on the
basis of their intimate familiarity with the pa-
tient’s values rather than simply on the basis of
the closeness of their kinship, as is done when
identifying individuals to consent to autopsies or
organ donation. Proxy decision makers should be
encouraged to discuss the patient’s preferences
for care rather than their own.

Comfort Care for Patients With
End-Stage Dementia

Comfort care for patients with profound dementia
is similar to other forms of hospice care. It rests on
the foundation of a thorough medical evaluation
and conscientious decision making about treat-
ment goals (Miles and Moss 1988). Comfort care
may be based on an advance directive or on the
conclusion that the patient is not experiencing the
benefit of life-sustaining therapy that is being pro-
vided. It may follow a recognition that a patient is
anorexic and that life-sustaining food or fluids
could be provided only by the unacceptable use of
permanent enteral nutrition. It is usually possible
to conduct family meetings in these situations to
arrive at a reasonable consensus between
health-care providers and family members (Vo-
licer et al. 1986). Like discussions with patients,
such family counseling should be based on how
the patient will be cared for and on the patient’s
interests. Such positive foundations give an essen-
tial context to family members, who otherwise
may feel that they are being asked to abandon a
loved one.

A comfort-care-only treatment plan entails a
comprehensive review of medications and thera-
pies. Routine laboratory tests or medications that
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prolong life but do not comfort (e.g., antiarrhyth-
mics, lipid-lowering agents) are not indicated.
Life-sustaining medications may be appropriate if
they minimize suffering (e.g., diuretics for conges-
tive heart failure). Calorie counts are misleading
in patients who are expected to die and who have
refused a feeding tube; the chart should note that
patients have been offered food or fluids to satisfy
their hunger or thirst. Other measures, such as
physical therapies, skin care, and new hearing aid
batteries, should be provided as needed to opti-
mize quality of life and always to prevent suffer-
ing. Hospitalization is ordinarily not indicated ex-
cept for palliative treatment that is beyond the
capability of the long-term facility. If a patient is
transferred to a hospital, especially via an ambu-
lance, the physician should ensure that the com-
fort-care-only treatment plan is transmitted to the
ambulance attendants, emergency department
staff, and inpatient providers (Sachs et al. 1991).

Truth Telling and the Diagnosis
of Alzheimer’s Disease

The diagnosis of Alzheimer’s disease has pro-
found implications for both patients and their
caregivers. Besides being a grave condition in it-
self, the diagnosis can affect how a person is per-
ceived by others. It can affect the price of, or even
the patient’s ability to purchase, health and
long-term care insurance. It can also affect admis-
sion to some retirement facilities, authority over
personal affairs, and the standing of wills and
contracts. Emerging genetic testing may eventu-
ally enable clinicians to predict whether a patient
has a high likelihood of acquiring Alzheimer’s
disease, assuming that death from other causes
does not occur in the time between the test and
old age.

It is currently obligatory to tell patients of diag-
noses. One study has shown that more than 90%
of adults would want to be told of the diagnosis of
Alzheimer’s disease in order to be able to make
plans for their own care, to settle family and busi-
ness matters, and to obtain a second opinion (Erde

et al. 1988). People with early Alzheimer’s disease
can be harmed by not being told. They may be de-
prived of the opportunity to make a will, to ap-
point a proxy decision maker, or to leave instruc-
tions for their family. The uncertain nature of
most early Alzheimer’s disease diagnoses is part
of this important information. In order to respect
patients and enhance their choices, they should be
told of this diagnosis as they would be told of any
other.

The Role of Caregivers

Psychiatrists, especially those who work in nurs-
ing home settings, will meet former and current
caregivers for many frail, disabled, or cognitively
impaired older patients. These caregivers play
complex roles in the lives of older persons. They
often have a unique, intimate, and long-standing
relationship with the patient, attending and some-
times speaking for the patient during encounters
with medical and nursing staff, social workers,
physical therapists, and even other visiting family
members.

The most powerful role of former caregivers in
a nursing-home setting is as proxy decision mak-
ers when a patient has impaired decision-making
ability. They often are asked to ratify (and thus are
also empowered to veto) decisions for incompe-
tent patients. Numerous studies show that a
proxy decision maker’s decisions correlate imper-
fectly with the patient’s own views and may over-
estimate, for example, the degree of aggressive
treatment an elderly patient who has dementia or
is unconscious would want (Danis et al. 1991;
Tomlinson et al. 1990; Zweibel and Cassel 1989).
There is no consensus on how best to clinically
manage such situations, although the ethical con-
sensus is that the decision should center on the pa-
tient’s preferences and values. A psychiatrist in
this situation may help a caregiver become more
aware of how the caregiver’s own emotions may
be affecting the decisions and also may help the
caregiver sort out the patient’s interests from the
caregiver’s own needs and fears.
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Chapter 9

deally the psychiatrist can de-
velop a decision tree or algo-

rithm for identifying, assessing, consulting on,
and providing treatment to patients in nursing
homes. Also, resources must be better utilized by
psychiatrists. For example, providers of outpa-
tient mental health services must be paid more eq-
uitably in order to effect long-term improvement
in the system.

The best model for the improved diagnosis and
treatment of mental illness among nursing home
patients is one in which all mental health provid-
ers work together with an emphasis on a full con-
tinuum-of-care model that utilizes both medical
and psychosocial theory and practice.

Managed care cost-containment solutions and
federal regulations such as Omnibus Reconcilia-
tion Act of 1987 (OBRA-87) have had the perhaps
unintended effect of dictating physician care. For
various reasons most psychiatrists and other phy-
sicians are allowing policies, legislation, and pro-
tocols to be decided largely by others.

The American Psychiatric Association, the
American Association for Geriatric Psychiatry,
and the Geriatric Psychiatry Alliance are posi-
tioned to proceed beyond the current series of
seminars to educate one another and our col-
leagues. These organizations represent the only
significant voices we have in addressing the fu-
ture need for psychiatric involvement in the nurs-
ing home and in other health-care arenas. We
need to develop a vision for where we wish to be
10, 20, and 30 years from now. We need to learn
that current social evolutionary processes have
dictated our present status. We do not have to ac-
cept that this is inevitable. We have the knowl-
edge base via neuropsychiatry and biomedical re-

search to establish the link between physical and
mental health. We have the expertise to help peo-
ple cope better to prevent disease. We should be
using our financial and knowledge base resources
to build future systems based on a psycho-
biosocial treatment and educational approach.

Until the medical and social models are better
integrated, psychiatric care in nursing homes will
be guided largely by current sociopolitical and fi-
nancial forces created to reduce spending in all
health care (i.e., managed care, block grants, and
funding cuts). Improvement in psychiatric care in
nursing homes can be achieved in the next 10–15
years if

• The role of the psychiatrist is developed as the
“captain” of the nursing home treatment team.
The solution for the immediate future may best
be represented by the consultation-liaison
model. Psychiatrists need to own their respon-
sibility for a commitment to a well-functioning
multidisciplinary team, which recent studies
show can provide the best, most efficient,
and least expensive high-quality service to
long-term care patients.

• Critical pathways (algorithms) are developed
to better define psychiatric assessment and
treatment services.

• All psychiatrists own their responsibility for
good geriatric training and do not assume that
such training should be limited to specialists in
geriatric psychiatry.

• Psychiatrists commit energy to influence the
political process by working through psychiat-
ric organizations.
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Appendix A

taffing in long-term care facili-
ties involves a variety of pro-

fessionals and nonprofessionals. This appendix
contains a list of the main staff members with de-
scriptions of their roles and responsibilities.

Activity director. The activity director is respon-
sible for developing and implementing appropri-
ate activities that will enhance the residents’
well-being. Activity programs are mandated by
law and are intertwined with social services.
These programs are designed to appropriately
meet the needs and interests of the residents, en-
courage their self-care and resumption of normal
activities, and achieve an optimal level of psycho-
logical functioning.

Administrator. The administrator is in charge of
the facility’s day-to-day operations. He or she is
responsible for the level of health care the patients
receive, the safety of the patients, and the protec-
tion of their personal rights and property. The ad-
ministrator also makes facility policy, supervises
personnel, and handles fiscal matters.

Admissions director. The admissions director is
responsible for keeping up the census in a facility.
He or she works with discharge planners at hospi-
tals, meets with prospective new residents and
families, and makes presentations in the commu-
nity about the facility’s services.

Audiologist/speech therapist. The audiologist/
speech therapist works most often with residents
who have experienced a hearing loss, stroke, or

other ailment affecting their hearing and speech.
These services are utilized as needed to help pa-
tients improve and maintain their functioning.

Certified nurse’s assistant. A certified nurse’s
assistant, or nurse’s aide, provides most of the
care to nursing home residents. He or she is re-
sponsible for taking care of the residents’
day-to-day basic needs. Aides receive some mini-
mum training, but their work is best learned
through on-the-job training. These workers are
underpaid, overworked, and often not appreci-
ated. Regular continuing education must be pro-
vided because of high turnover.

Charge nurse. To qualify as a charge nurse, one
must be a registered nurse or a qualified licensed
practical or vocational nurse. The charge nurse su-
pervises all nursing activities on his or her shift.
Charge nurses supervise the other nurses and
aides, provide hands-on physical care of resi-
dents, act as a liaison with other professionals,
and talk with family members. At least one regis-
tered nurse must be employed during every day
shift. Licensed nursing services must be provided
around the clock.

Dietitian. The dietitian ensures that the food
meets the residents’ daily nutritional and special
dietary needs. The meals are also supposed to be
attractive and palatable. Patients who require as-
sistance in eating must receive this service.

Director of nurses. The director of nurses is a
qualified nurse, employed full time, who has ad-
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ministrative authority, responsibility, and ac-
countability for the functions, activities, and train-
ing of the nursing services staff. The director is the
manager of patient care.

Family council. The family council comprises a
group of family members of residents. They usu-
ally meet on a monthly basis to provide support
for one another and discuss concerns about the
residents and the facility.

Housekeeping. The housekeeping staff keeps the
physical plant clean and safe. (They can be among
the best referral sources.)

Medical director. The medical director is em-
ployed by the facility on either a part-time or
full-time basis as needed. He or she has overall re-
sponsibility for the patients’ medical care. The di-
rector also reviews all admissions, makes recom-
mendations on patient care policy, and monitors
the quality of care.

Occupational therapist. The occupational thera-
pist works with residents to help them regain or
maintain their activities of daily living.

Pharmacy consultant. The pharmacy consultant
develops, coordinates, and supervises all pharma-
ceutical services. He or she reviews drug regi-
mens for each resident monthly and reports to the
medical director and administrator any discrep-
ancies or irregularities. The pharmacy consultant
develops procedures for control and accountabil-
ity of all drugs and biological agents throughout
the facility. The overall pharmaceutical service de-
velops written policies and procedures for safe
and effective drug therapy.

Physical therapist. An important member of the
rehabilitation team, the physical therapist is re-

sponsible for patient rehabilitation and restora-
tion of functioning. Residents recovering from a
stroke or serious injury are prime candidates.
Physical therapy services are used widely in
long-term care facilities. Therapists provide valu-
able and needed assistance in maintaining resi-
dents’ level of functioning and in preventing fur-
ther deterioration.

Primary care physician. Each resident is as-
signed a primary care physician. By law, a resi-
dent must be examined within 48 hours of admis-
sion, every 30 days for the first 90 days in
residence, and at least once every 90 days there-
after.

Program/staff developer. The program/staff de-
veloper facilitates education programs for the
nursing staff. He or she provides training for the
certified nurse’s assistants/nurse’s aides and of-
ten brings in outside professionals to help with
these programs. The developer also provides con-
tinuing education to the staff.

Resident council. Similar to a family council, the
resident council is made up of a group of residents
who meet monthly to discuss problems and con-
cerns. These groups are usually led by the activity
or social services director. They usually have little
effect on policy.

Social services designee. Any facility that has
more than 120 beds must have a full-time social
services designee. The designee often works with
residents and their families to ensure that resident
rights are protected. He or she works with hospi-
tal discharge planners upon the resident’s admis-
sion to the facility and develops discharge plans
for the resident when he or she is discharged. The
social services designee also provides psycho-
social care.
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Appendix B

Dear Colleagues:

My patient, _______________________________, will soon be admitted to your facility.
To help you plan his/her care, I have attached an admission Minimum Data Set form,
partially filled out based on my most recent assessment and on input from the family
and the other clinicians involved with the case. The assessment was completed on
______________________________.

After _______________________________ is admitted, I would appreciate your faxing
me a copy of your admission treatment plan. If you wish to discuss any aspect of
his/her case with me in connection with planning the treatment, the best way to reach
me is ______________________________.

A brief summary of my psychiatric assessment and treatment recommendations is
found on the following page.
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Psychiatric diagnosis:

Medical/neurological conditions or current medications affecting psychiatric status:

Recommended psychotropic medication:

Recommended nonpharmacologic treatment or management:

Potential behavioral emergencies and recommended response:

Suggested monitoring method and schedule:

Expected date of first psychiatric visit to the patient after admission to your facility:
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Appendix C

Dear Colleagues:

Our patient, ______________________________, will soon be admitted to your facility.
To help you plan his/her care, we have attached an admission Minimum Data Set
(MDS) form, plus an update of the MDS based on his/her most recent assessment,
completed on ______________________________.

We encourage you to use the MDS as a reference regarding the patient’s baseline
functional and cognitive status and regarding his/her legal status advance directives
for medical treatment. If any part of the MDS is unclear to you, please contact
_____________________________ at our facility (telephone: _________________________)
and your questions will be answered.

An outline of essential points is found on the following page.
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The patient’s legal status:

Advance directives limiting medical treatment:

Baseline of physical and cognitive function when the patient was last medically stable:

Psychiatric and behavioral issues, with recommended management:

Psychotropic medications:

Diagnostic questions and issues about which we would like your opinion:
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Cornell Scale for Depression in Dementia ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  · 98

Geriatric Depression Scale ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  · 100

Hamilton Depression Rating Scale ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  · 101

Instrumental Activities of Daily Living (IADL) Scale ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  · 103

Annotated Mini Mental State Examination (AMMSE) ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  ·  · 105
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Source. Guy W (ed): ECDEU Assessment Manual for Psychopharmacology, Revised Edition. Washington, DC, U.S. Department of Health, Edu-
cation and Welfare, 1976.



Behavioral Pathology in Alzheimer’s Disease (BEHAVE-AD) 89

Source. Reisberg B, Borenstein J, Salob SP, et al: “Behavioral Symptoms in Alzheimer’s Disease.” Journal of Clinical Psychiatry 48 (suppl
5):9–15, 1987. Copyright 1986 by Barry Reisberg, M.D. Used with permission.
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Behavioral Pathology in Alzheimer’s Disease (BEHAVE-AD) 95
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Brief Psychiatric Rating Scale (BPRS) 97

Source. Overall JE, Gorham DR: “The Brief Psychiatric Rating Scale.” Psychological Reports 10:799–812, 1962.
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Source. Alexopoulos GS, Abrams RC, Young RC, et al: “Cornell Scale for Depression in Dementia.” Biological Psychiatry 23:271–284, 1988.
Used with permission.
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Source. Yesavage JA, Brink TL, Rose TL, et al: “Development and Validation of a Geriatric Depression Screening Scale: A Preliminary Re-
port.” Journal of Psychiatric Research 17:37–49, 1983. Used with permission. Copyright © 1981 J. Yesavage, T. Brink.
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Source. Hamilton M: “A Rating Scale for Depression.” Journal of Neurology, Neurosurgery and Psychiatry 23:56–62, 1960.
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Instrumental Activities of Daily Living (IADL) Scale 103

Source. Lawton MP, Brody EM: “Assessment of Older People: Self-Maintaining and Instrumental Activities of Daily Living.” Gerontologist
9:179–186, 1969.
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Annotated Mini Mental State Examination (AMMSE) 105

Source. Folstein MF, Folstein SE, McHugh PR: “‘Mini-Mental State’: A Practical Method for Grading the Cognitive State of Patients for the
Clinician.” Journal of Psychiatric Research 12:189–198, 1975. The copyright in the Mini Mental State Examination is wholly owned by the
MiniMental LLC, a Massachusetts limited liability company. For information about how to obtain permission to use or reproduce the Mini
Mental State Examination, please contact John Gonsalves Jr., Administrator of the MiniMental LLC, at 31 St. James Avenue, Suite I, Boston,
MA 02116, 617-587-4215. Copyright © 1975, 1998 MiniMental LLC.
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cognitive impairment as factor in, 11
monitoring level and type of, 12, 13
physically nonaggressive, 13
precipitants of, 11–12, 14
psychiatric consultation requested due to, 7
record of, 9

on Minimum Data Set, 27
Behavioral interventions, 14, 31
Behavioral management by undertrained staff, 3
Behavioral Pathology in Alzheimer’s Disease

(BEHAVE-AD), 89–96
Behavior inventory, 12
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Behavior-modifying psychotherapy, 50
Benzodiazepines, 15, 16, 18, 40
Billing

consolidated billing requirement, 56
written authorization before, 9

Brief Psychiatric Rating Scale (BPRS), 97
Bupropion, 30
Buspirone, 16

“Captain” of treatment team, psychiatrist as, 69
Carbamazepine, 16
Cardiopulmonary resuscitation (CPR), survival after,

62
Caregivers, role of former, 63
Certified nurse’s assistant (nurse’s aide), 73
Charge nurse, 73
Chemical restraint, 39
Chief complaint, asking patient about, 10
Cholinesterase inhibitors, 16
Claims, rejection of, 47
Clergyman/clergywoman, interviewing, 12
Clinical records, 9–10
Clonazepam, 40
CMAI (Cohen-Mansfield Agitation Inventory), 12, 13
Coding, 49–52
Cognition, sexuality and, 20–21
Cognitive distortions, 11
Cognitive patterns section of Minimum Data Set, 27
Cognitive tests, 10
Cohen-Mansfield Agitation Inventory (CMAI), 12, 13
Collateral sources, interviewing, 12
Combativeness, acute agitation with, 16
Comfort care for patients with end-stage dementia,

62–63
Committee on Improving Quality in Long-Term Care

(Institute of Medicine), ix
Committee on Long-Term Care and Treatment of the

Elderly (American Psychiatric Association), ix
Communication/hearing patterns section of Minimum

Data Set, 27
Competence, 60–61
Compliance with federal and state regulations,

ensuring, 5
Comprehensive care plan, individualized, 37
Consent to sexual activity, compromised cognitive

ability and, 21
Consolidated billing requirement, 49, 56
Constipation, 28–29
Consultation

development of psychiatric, 3
Minimum Data Set for efficiency in, 32

preparation for, 7–9
written request for, 8, 47

Consultation E/M codes, 51
Consultation-liaison model, 69
Continence in last 14 days, on Minimum Data Set,

28–29
Continuum-of-care model, full, 69
Contracting with nursing homes, 53–56

exclusive vs. nonexclusive contract, 56
format of contract, 54–55
function of contract, 54
payment and termination provisions, 55–56

Cornell Scale for Depression in Dementia, 98–99
Counseling

on comfort-care-only treatment plan, 62
about limited use of life-sustaining treatment, 61

Couples, sexual intimacy between, 21
Critical pathways, development of, 69
Current Procedural Terminology (CPT) codes, 49, 50
Customary routine, Minimum Data Set data on, 26

Database on patient, establishing, 9–12
clinical records, 9–10
collateral sources, interviewing, 12
patient interview, 10–12

Decision-making ability, patient’s, 60–61
Dehumanization, 59
Delirium, 11, 27
Delusions, 11, 16
Dementia

Alzheimer’s, 17
associated with agitation, pharmacotherapy to

treat, 15–16
comfort care for patients with end-stage, 62–63
cortical changes associated with, sexual behavior

and, 20
delusions with, 11
oral intake and, 30
prevalence of, 4
withdrawal of medications with progress of, 18

Demographic information section of
Minimum Data Set, 26

Depression
indications of, on Minimum Data Set, 27
pharmacotherapy for, 17, 30, 42
prevalence of, 4
request to forgo life-sustaining treatment and, 62
scales measuring, 98–102

Desipramine, 17
Diagnoses, making, 4, 13, 29
Diazepam, 40
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Dietitian, 73
Director of nurses, 73–74
Discharge potential and overall status section of

Minimum Data Set, 31
Disease diagnoses section of Minimum Data Set, 29
Distortions, cognitive and perceptual, 11
Divalproex, 16
Documentation, 47–48

E/M guidelines for, 51
of evaluation and treatment recommendations, 4, 17,

47
individualized treatment plan, 48
OBRA-87 requirements for, 42–43
progress note, 48
reimbursement and, 47, 49
written request for consultation, 8, 47

Donepezil, 16
Drugs. See Medications; Psychotropic medications;

specific drugs
Durable power of attorney, 62
Dysphoria, 16–17

Educational approach, building future systems
based on, 69

Education of families and staff, 5
Electroconvulsive therapy (ECT), 17
Emergency pharmacotherapeutic intervention, 15–16
Endocrine diagnoses, 29
Environmental factors, interventions addressing, 13–14
Ethical issues. See Legal and ethical issues
Evaluation and management of psychiatric problems,

7–18
diagnosis, 4, 13, 29
documentation of, 47
E/M code, 51
establishing database on patient, 9–12

clinical records, 9–10
collateral sources, interviewing, 12
patient interview, 10–12

preparation for consultation, 7–9
treatment formulation and recommendations, 4,

13–18
continuation of treatment, 17–18
documentation of, 4, 17, 47
pharmacotherapy, indications for, 15–17
range of interventions, 13–15

Expectations of primary care physician, 8

Facility notification of psychiatrist’s visit, 9
Family(ies)

common reasons for referral by, 8

counseling on comfort-care-only treatment plan,
62

interviewing members of, 12
Minimum Data Set and working with, 33
prior permission of, 8

Family council, 74
Family psychotherapy, 51
Flight of ideas, agitation with, 16
Full continuum-of-care model, 69
Future, perspective for the, 69

Gait disturbance, 29
Geriatric Depression Scale, 100
Geriatric Psychiatry Alliance, 69
Geriatric training, 69

Hallucinations, 11, 16, 29
Haloperidol, 15
Hamilton Depression Rating Scale, 33, 101–102
Health Care Financing Administration (HCFA), 37,

47
Common Procedural Coding System (HCPCS), 49
on mental health services provided in long-term

care facilities, 56
regulations, 25
reimbursement and, 48
on response to agitation, 15

Health conditions section of Minimum Data Set,
29–30

Health maintenance organizations (HMOs), 52
Hearing and hearing aid use, 27
Hiding/hoarding behaviors, 13
High-risk care in nursing home setting, categories of,

35
History and physical examination report, 9
History of present illness, 10–11
HMOs (health maintenance organizations), 52
Homosexuality in nursing home, 20
Hospital/clinic, Minimum Data Set for transferring

information to/from, 32
Hospitalization

arranging for, 15
comfort-care-only treatment plan and, 62

Housekeeping staff, 74
Hyperactivity, 16
Hypnotics, 40–41, 40

IADL (Instrumental Activities of Daily Living) Scale,
103–104

Identification and background information section of
Minimum Data Set, 26–27
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Improving the Quality of Care in Nursing Homes
(Institute of Medicine), ix

“Incident to . . .” services, 49
Incompetence, 60
Incontinence, 28–29
Independent facilitator, psychiatrist as, 15
Individualized comprehensive care plan, 37
Individualized treatment plan, 48
Informed consent, 61
Initiative and involvement, sense of, 28
Inpatient consultation codes, 49, 51
Insight-oriented psychotherapy, 49, 50
Inspections of nursing facilities,

Quality Indicators for, 25–26
Institute of Medicine (IOM), 35
Instrumental Activities of Daily Living (IADL)

Scale, 103–104
Interactive psychotherapy, 50
Intermittent incontinence, 28–29
Interventions, range of, 13–15

See also Treatment
Interview

collateral sources, 12
patient, 10–12

IOM (Institute of Medicine), 35
Irritability, 16–17

Laboratory reports, 10
LCSW (licensed clinical social worker), 49, 56
Legal and ethical issues, 59–65

comfort care for patients with end-stage
dementia, 62–63

competence and decision-making ability, 60–61
forgoing life-sustaining treatment, 61–62
nursing home placement, 59–60
role of former caregivers, 63
truth telling and diagnosis of Alzheimer’s disease,

63
Legal guardian, 60
Less restrictive environment, discharge to, 36
Licensed clinical social worker (LCSW), 49, 56
Lifestyle, nursing home placement and disruption of,

26
Life-sustaining treatment, forgoing, 61–62
Living will, 62
Losses, adjustment to, 14
Lorazepam, 15

Managed care cost-containment solutions, 69
MARs (medication administration records), 10
Masturbation, 20

MDS. See Minimum Data Set
Medicaid, 52
Medical director, 53–54, 74
Medicare

approved vs. allowed charge, 52
coded claims, 51
criteria of medical necessity, 47
Minimum Data Set assessment of

Medicare-funded residents, 25
Parts A and B, 49, 56
payment to consulting psychiatrist and, 55
written authorization before billing, 9

Medication administration records (MARs), 10
Medications

See also Psychotropic medications; specific drugs
perceptual distortions as adverse effect of, 11
pharmacotherapy, 15–17, 20
section of Minimum Data Set on, 30–31
sexual functioning and, 20

Medication trial, 14
Medroxyprogesterone acetate, 20
Memory tests, 11
Mental health services, preadmission screening and

resident review (PASRR) evaluation and
recommendations for, 35–36

Mental illness
helping staff recognize disorders, 5
prevalence of, 4

Mental status examination, 11–12
Methylphenidate, 17
Mini Mental State Examination, Annotated

(AMMSE), 105–106
Minimum Data Set (MDS), 9, 25–34, 37, 38

forms, 79–86
mental health elements of, 26–31
quarterly assessment, 31
use in psychiatry, 32–33

Mirtazapine, 17
Monitoring treatment interventions, Minimum Data

Set for, 32–33
Monoamine oxidase inhibitors, 17
Mood and behavior patterns section of Minimum

Data Set, 27–28

Nefazodone, 17
Neuroleptic therapy, 28, 29
Neuropsychiatric diagnoses, 29
Nortriptyline, 17
“Nothing can be done” attitude, 3
Novel antipsychotics, 16
Nurse’s aide (certified nurse’s assistant), 73
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Nursing home placement, 26, 59–60
Nursing Home Reform Act of 1987, 25, 35, 36
Nursing homes

common reasons for referral by, 8
contracting with, 53–56
historical background on, 3–4
Minimum Data Set to transfer information to/from,

32
prevalence of mental illness in, 4
projected number of residents of, 4
role of psychiatrist in, 4–5

Nursing Homes and the Mentally Ill: A Report of the Task
Force of Nursing Homes and Mentally Ill Elderly
(American Psychiatric Association), ix

Nursing notes, 9

Observation of patient, 11
Occupational therapist, 74
“Office or Other Outpatient” codes, 49, 51
Omnibus Budget Reconciliation Act of 1987

(OBRA-87), ix, 3, 35–43, 69
assessment provisions, 35–39

preadmission screening and resident review
(PASRR), 35–36

Resident Assessment Instrument (RAI), 25, 26,
36–39

required documentation, 42–43
resident rights provisions, 39
treatment provisions, 39–42

Oral/nutritional status section of Minimum Data Set,
30

Order sheets, 10
Organic mental syndrome, 41
Osteoarthritis, pain from, 30
Other mental health providers, 49

Pain
agitation and, 15–16
disturbed behavior communicating, 12
review of pain symptoms, 29–30

Parkinson’s disease, 11
Patient

establishing database on, 9–12
interviewing, 10–12
patient-centered reasons for referral, 8
prior permission of, 8

Payment provisions in contract, 55, 56
Perceived environmental stressors, 11
Perceptions of patient and others, nursing home

placement and, 59
Perceptual distortions, 11

Personal care, resistive reaction to, 16
Personal control, scale of, 59
Perspectives for the future, 69
P450 liver enzymes, antidepressant inhibition of, 17
Pharmacotherapy

See also Medications
indications for, 15–17
to manage inappropriate sexual behavior, 20

Pharmacy consultant, 74
Phenothiazines, 16
Physical examination report, history and, 9
Physical functioning and structural problems section

of Minimum Data Set, 28
Physically nonaggressive behaviors, 13
Physical therapist, 74
Physicians, interviewing, 12
Physicians’ notes, 10
Placement, nursing home, 26, 59–60
Place of service code, 51
Power of attorney, durable, 62
Preadmission note, sample, 75–76
Preadmission screening and resident review

(PASRR), 35–36
Prevalence of mental illness, 4
Preventative measures, 5
Primary care physician, 74

common reasons for referral by, 8
expectations of, 8

Prior permission, 8
Professionals, interviewing, 12
Program/staff developer, 74
Progress note, 48
Protest, disturbed behavior communicating, 12
Proxy decision makers, 60, 61, 62, 63
Psychiatric diagnoses, 4, 13, 29
Psychoactive medications, 4
Psychobiosocial treatment, building future systems

based on, 69
Psychological tests, 10
Psychomotor activity, 11
Psychosocial services, shifting from in-house to

outside providers of, 48
Psychosocial well-being section of Minimum Data

Set, 28
Psychotherapy, 14, 49–50, 50
Psychotropic medications

Minimum Data Set to support and document use
of, 33

OBRA-87 provisions on use of, 39–43
unnecessary drugs defined, 40

side effects of, 29

Index 113



Quality Indicators (QIs), 25–26
Quarterly Minimum Data Set assessment, 31

Records, clinical, 9–10
Recurring agitation, 16–17
Referral note on Minimum Data Set, 32, 77
Referrals, 5, 8
Refusal of treatment, 39, 60
Regulations, ensuring compliance with, 5

See also Minimum Data Set (MDS); Omnibus Budget
Reconciliation Act of 1987 (OBRA-87)

Reimbursement, 47, 48–49
See also Contracting with nursing homes

Relationship building by medical director, 53
Relationship issues/problems, 13, 28
Resident Assessment Instrument (RAI), 25, 26, 36–39

See also Minimum Data Set (MDS)
mandated time frames for assessment in, 38

Resident Assessment Instruments User’s Manual (DHHS), 37
Resident Assessment Protocols (RAPs), 25, 32, 37, 38
Resident council, 74
Resistive reaction to personal care, 16
Resource Utilization Groups (RUGs), 25
Respectfulness in patient interview, 10
Restraints, use of, 15, 28, 31

chemical, 39
resident’s right to be free of, 39

Rights provisions in OBRA-87, resident, 39
Risperidone, 16
RUGs (Resource Utilization Groups), 25

Schizophrenia, prevalence of, 4
Sedation, drug-induced, 30
Selective serotonin reuptake inhibitor (SSRI), 16–17, 30
Self, nursing home placement and patient’s definition

of, 59
Serious mental illness, federal definition of, 36
Sexuality in nursing home, 19–21
Sleep-inducing drugs, avoiding, 41
Social factors, interventions addressing, 14
Social history, patient’s, 9
Social services designee, 74
Specialized mental health services, preadmission

screening and resident review (PASRR) evaluation
and recommendations for, 36

Special treatments and procedures section of Minimum
Data Set, 31

SSRI (selective serotonin reuptake inhibitor), 16–17, 30
Staff, nursing home

addressing perceived deficiencies and problems
with, 14

attitudes toward sexuality in late life, 19–20
common reasons for referral by, 8
interviewing, 12
variety of positions, 73–74

Standard of care for life-sustaining treatment
decisions, 61

Stigmatization, 59
Stressors, 11–12, 14
Structured assessment, 25
Structured symptom ratings built around Minimum

Data Set, 33
Supportive psychotherapy, 50

Tardive dyskinesia, 16, 30
Task Force on Nursing Homes and the Mentally Ill

(American Psychiatric Association), ix
Termination of contract, provisions for, 55–56
Therapeutic alliance, 18
Training, providing in-service, 5
Transfer

of information, Minimum Data Set for, 32
from nursing home to hospital/clinic, sample

form for, 77–78
psychiatrist as independent facilitator in, 15

Trazodone, 16
Treatment

formulation and recommendations, 4, 13–18
continuation of treatment, 17–18
documentation of, 4, 17, 47
pharmacotherapy, indications for, 15–17
range of interventions, 13–15

individualized treatment plan, 48
Minimum Data Set for monitoring, 32–33
refusal of, 39, 60

Treatment provisions in OBRA-87, 39–42
Treatment team, psychiatrist as “captain” of, 69
Triggers for Resident Assessment Protocols, 38
Truth telling, diagnosis of Alzheimer’s disease

and, 63

Urinary retention, 29
Utilization Guidelines, Resident Assessment

Instrument (RAI), 25, 37

Verbally agitated behaviors, 13
Vital signs, 9

Weight loss, 30
Withdrawal/withholding of life-sustaining

treatment, 61
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