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ABSTRACT 

Economic and political forces have identified a need to effÏcientiy and adequately 

provide clinical assessments of psychiatric interventions so that treatment impacts 

may be determined and to develop predictive rnodels of both utilization and 

outcornes of interventions. These needs are particularly timely for geropsychiatry 

in-patient programs that are serving a growing and more irnpaired patient 

population with fewer resources and briefer admissions. Moreover, caregiver 

burden has assumed greater importance as families are expected to assume more 

responsibility for providing care to their elderly relatives. These issues, coupled 

with significant gaps in the current state of knowledge, highlighted the need for 

evaluations of geropsychiatric in-patient programs. This evaluation made use of 

three methodologies designed to address these and other issues on the ROH 

Geriatric Psychiatry In-Patient Unit. Reviews of clinical records and archivai data 

served to characterize and contrast current geropsychiatric in-patients and patients 

who were treated a decade ago. A pretest-posttest-follow-up design was used to 

compare treatment impacts for demented and non-demented patients and to identify 

variables that predicted treatment outcome and lengt h-of-stay. Careg iver surveys, 

administered upon the patients' admission to hospital and one month following 

discharge, assessed caregiver burden and served to identiw the differential impacts 

of treatment for caregivers of patients with and without a dementia and to identify 

the types of professional supports that predicted change in caregiver burden. 

Results of this evaluation indicated that despite having complex clinical profiles, 
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geropsychiatric in-patients improved significantly over the course of treatment 

clinically, functionally, and in self-rated quality of life. Further, patients were 

generally satisfied with treatment, although some areas were highlighted for quality 

improvement. Caregiver burden was also reduced following hospitalization. As 

expected, patients witn dementias and their caregivers experienced fewer 

improvements over time. Finally, patient characteristiw explained 24% of the 

variability in treatment outcome and 22% of the variability in length-of-stay. 

Although the non-experimental designs used in this evaluation do not allow for 

causal inferences to be made, results provided herein highlight the feasibility of 

assessing treatment impacts of geropsychiatric hospitalization and offer pragmatic 

guidance to care providers of elderly seriously mentally il1 in-patients. 
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Chapter 1. ESTABLlSHlNG THE NEED FOR EVALUATION OF 

GEROPSYCHIATRY IN-PATIENT PROGRAMS 

The field of psyd-iiatry is facing growing pressure for evaluations of treatrnent 

outcomes'. According to deBruyn (1994), this pressure comes from many sources. 

To begin, accrediting bodies, such as the Joint Commission on Accreditation of 

Healthcare Organizations (JCAHO) in the US, and the Canadian Council on Health 

Services Accreditation (CCHSA) in Canada have incorporated many evaluative 

processes into their accreditation procedures (e.g. utilization review, risk 

management). A second source of pressure comes from funders. In Canada, 

governments have legislated to set standards and to control and cut costs. The 

result has been a shift toward funding hospitals for the numbers and types of cases 

they serve, rather than providing an annual global budget2. Within this 'cost- 

conscious mental health environment, a need has developed to more efficiently and 

adequately provide clinical assessments of psychiatric patients so that predictions 

of both outcomes and utilization of interventions are possiblen (Lyons, Colletta, 

Devens, & Finkel, 1995a, p. 406). Third, consumers of services (Le. patients as 

well as organizations that control health services for their subscribers, such as 

In particular outcome evaluations designed to assess prograrn impacts (as opposed to a specific 
treatment rnodality). This type of evafuation addresses questions about program effectiveness and 
usually involves measurement of outcomes at discrete points in time (e-g. at admission, discharge and 
foltow-up) (Posovac & Carey, 1996). 

The interested reader is referred to Appendix A for an ovenBew of the political and economic forces 
behind a prospective funding system. 



Health Maintenance Organizations in the US) have become increasingly active in 

defining acceptable quality of care. Finally, health care organizations themselves 

have a vested interest in improving the quality of care, controlling the cost of Gare, 

and preventing litigation (Faurnan, 1989). 

More locally, recent provincial initiatives suggest that acute in-patient 

psychiatry programs, in particular, have a vested interest in evaluating the efficacy 

of their endeavours. In Ontario, the Mental Health Reform has called for a shift of 

resources from the in-patient sector of the health care system to the cornmunity 

sector - from 80% in-patient services and 20% community services to 40% in- 

patient services and 60% community services. The Reform has also requested a 

reduction in the bed ratio to 30 psychiatric beds per 100,000 population (the ratio 

in  the Ottawa-Carleton area is currently 38.1 per 100,000 people) and has . 

committed to move 978 institutionalized people of al1 ages into the communities by 

the year 2000. Consistent with this, Bill 26 (the Savings and Restructuring Act) 

created the Health Services Restructuring Commission whose mandate was to 

determine and issue specific directions to area hospitals. During the course of this 

evaluation, the Commission passed its judgement which included the closure of 

Brockville Psychiatric Hospital, an intermediate staylrehabilitation mental health 

care centre. An anticipated consequence of these fiscal cut backs and hospital 

closures will be increased competition for acute care in-patient treatment. As 

greater numbers of prospective patients vie for fewer beds, measures to 

accommodate increased competition will continue in the form of more stringent 
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selection criteria and reduced length-of-stays. Greater emphasis on community 

based a r e  and briefer admissions are also expected to place additional demands 

on caregivers who must assume greater responsibility for their psychiatricafly 

impaired relatives, many of whorn may be discharged with disruptive syrnptorns that 

did not get resolved during hospitalization. 

Finally, social forces suggest that evaluations of geropsychiatry in-patient 

programs are particularly timely. This staternent is based on the fact that Canada 

is experiencing an elderly boom. Nationally, it has been projected that by 2036, 

approximately onequarter of the population will be over the age of 65 years 

(Statistics Canada, 1991). Locally, census data taken from 1995 revealed that 

80,515 people (1 0.7% of the population) in Ottawa-Carleton were over the age of 

65. As is indicated in Table 1, this is a 30% increase over the number of elderly 

living in the region in 1987. It is projected that the 1995 figures will increase by 

another 23% in 2003, and another 32% between 2003 and 2010. Among the 

elderly, the largest growing group is people over the age of 85, which is estimated 

to increase by 132.8% by the year 201 0. 

As a result of this elderly boom, health problems of the elderly have assumed 

a new importance. Recent reports suggest that seniors experience more health 

problems, in general, than those between 50 and 64 years of age (Synergistics 

Consulting, 1996) and that seniors are hospitalized more often than middle-aged 

adults for most kinds of illnesses (Statistics Canada, no date on document). In 

terms of dollars spent on health care, estimates suggest that between 20 to 50% 



Table 1 

Ottawa-Carleton Demographic Proiections for the Elderlv 
- 

AGE 1987 1995 lncrease 2003 Increâse 2010 lncrease 
GROUP over over over 

1987 1995 1995 

65-74 38329 47120 0.229 5259 1 0.116 68255 0.448 

75-84 17771 25971 046 1 34917 0.344 39120 0.506 

35 and over 5744 7424 0.292 1 1626 0.566 17280 1.328 

Total over 65 61 844 805 15 0.3 02 99134 0.23 1 124655 0.538 

Note. Reproduced from Ottawa-Carleton Regional District Health Councii Working Papers "Mental 
t-fealth Needs of the Elderly: A Plan for General and Specialized Mental Health Services in Ottawa- 
Carletonw (1995) and 'Mental Health Care of the Elderly in Ottawa-Carleton to the Year 2000" (? 988). 

of the Canadian health expenditures are consumed on behalf of seniors (National 

Advisory Council on Aging, 1994). 

The health problems experienced by seniors are not restricted to physical 

difficulties. Locally, the most current data suggest 51.6% of al1 mental health bed 

days are ouxipied by seniors (Ministry of Health, 1 994). The prevalence estimates 

for mental disorders in the elderly are presented in Table 2. These estimates 

indicate that 25% of elderly individuals will, at some point, require some form of 

mental health care (Health & Welfare Canada, 1991). This means that the number 

of elderly individuals who will require mental health services will, in conjunction with 

the elderly boom, increase from an estimated 20,129 in 1995 to 31,164 in 201 0 

(Health & Welfare Canada, 1 991 ). Current prevalence rates, however, may 

underestimate the numbers of perçons with dementia who will require specialized 



Table 2 
Ottawa-Carleton Prevalence Estimates of Mental Disorders in the EIderlv 

- -- 

Mental Brevalence 1987 1995 2003' 2010' Reference 
Disorder estimates 

Affective 6-1 1% 3 7 1 1 - 4 83 1 - 5 948- 7 480- Ottawa-Car!eton Regional 
Disorders 6 803 8 857 10 904 13 713 District Healih Council, (1 994) 

Dementia 8% 4 948 6 44 1 7 93 1 9 972 Canadian Study of Health and 
Aging W o r h g  Group (1 994) 

Schizophrenia 0.855% 529 683 848 1 066 Ottawa-Carleton Regional 
District Health Council, (1 994) 

O bsessive 1.9-3% 1 175- 1 530- 1 884- 2 368- Ottawa-Carleton Regional 
Compulsive 1 855 2 4 15 2 974 3 740 District Health Council. (1 994) 

Note. Reproduced from Ottawa-Carieton Regional District Heafth Council Working Paper "Mental Health Needs 
of the Elderiy: 
A Plan for General and Specialüed Mental Health Services in Ottawa-Carleton" (1995) and 'Mental Health Care 
of the Elderiy in Ottawa-Carleton to the Year 2000" (1988). 
'2003 and 201 0 prevalence figures were computed by Ottawa-Carleton Regionaf District Health Council, 1995, 
and derived based on Ottawa-Carleton elderly resident population projections from Table 1. 

Gare. Specifically, current estimates indicate that only 8% of the elderly population 

presents with a dementia. However, since the probability of having a dementia 

increases with age (Jeans, Helmes, Merskey, Robertson, & Rand, 1987), and given 

that it is expected that the elderly population will not only grow, but will grow 

disproportionally older, the number of elderly persons who present with a dementia 

is likely to exceed the current estimated 8% of the elderly population (Canadian 

Study of Health and Aging Working Group, 1994). 

In order to accommodate these growing needs, it has been estimated that 

the number of designated geropsychiatry beds in the region will need to be 

increased from the current 36 (26 geropsychiatric beds at the Royal Ottawa 
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Hospital and 10 beds reserved in the general psychiatry ward of the Ottawa 

General Hospital) to 70 by the year 2000 (Ottawa-Carleton Regional District Health 

Council, 1988). Political and economic restraints, as detailed above, suggest that 

this need will not be met. 

Summarv. Pur~ose and Orsanization of Report 

Pressures for accountability have identified a need to efficiently and 

adequately provide ciinical assessments of psychiatric interventions so that 

treatment impacts may be determined and to develop predictive models of both 

utilization and outcomes of interventions. These needs are particularly timely for 

acute Gare geropsychiatry in-patient programs. On the one hand, these programs 

are sewing a growing demographic group that is expected to present with greater 

needs, especially in the area of dementias. On the other hand, they are operating 

under the direction of the Mental Health Reform, which has called for a shift of 

mental health resources from the in-patient sector to the community sector. As a 

result, it is anticipated that geropsychiatry in-patient units will be forced to treat a 

select group that is more impaired with fewer resources and briefer admissions. 

Moreover, with briefer admissions, families are expected to assume a greater role 

in providing care for their impaired eiderly relatives. To these ends, evaluations are 

needed to address three key issues. 

First, it is important to identify the epidemiology of current geropsychiatric in- 

patients. ldentifying patient characteristics and subçequent demands on 

geropsychiatric units are important because a treatment program can only provide 
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quality care to the extent that it understands the characteristics and needs of its 

clientele (Adams 8 Cohen, 1995). Moreover, this information is needed to qualify 

or facilitate the interpretation of outcome data (Adams & Cohen, 1995). To this end, 

comparing characteristics of current patients to patients treated in the past may 

serve to validate whether, in fact, geropsychiatry units are treating patients who are 

more impaired with briefer admissions. Related, knowledge on how the growing 

demented population differs from non-demented patients rnay serve to project the 

demands to which geropsychiatric in-patient units wiil need to respond and to better 

estimate the burdens under which they will increasingly be expected to operate. 

Second, given the possibility of a growing discrepancy between population 

demands and available resources, evaluations are needed to document treatment 

impacts. To this end, and given anticipated differences in characteristics of 

demented and non-demented patients, it is important to identify whether the 

growing population of demented patients improve in similar ways with 

hospitalization as their non-demented counterparts. Further, the discrepancy 

between resources and a growing demographic need suggests that studies should 

endeavor to identiv variables that predict treatment response in order to assist 

clinicians and administrators in prospectively identifying patients for whom 

hospitalization is most beneficial. Finally, a prospective funding system will require 

predictive models of resource allocation suggesting a need to identify variables that 

predict resource use. 

Third, given shorter admissions and the anticipation of increased caregiver 
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responsibilities, evaluations are needed to assess the impacts of treatment for 

caregivers. Sonsideration of caregivers of geropsychiatric in-patients is particularly 

timely given the growth of the elderly population, many of whom may continue to 

display aberrant behaviors following discharge, behaviors that their caregivers will 

be expected to manage. To this end, particular emphasis should be placed on 

identifying how geropsychiatric in-patient treatment impacts on the stresses 

associated with being a caregiver and on identifying how best to reduce caregiver 

burden. 

The following is an evaluation of the Royal Ottawa Hospital (ROH) Geriatric 

Psychiatry In-Patient Unit. This unit was selected for evaluation because, as with 

other geropsychiatric in-patient programs in Ontario, it has experienced significant 

changes in service delivery as a result of fiscal cut-backs in recent years despite 

the fact that it is serving a growing population who is purported to be more 

impaired. For example, although the Unit expanded from 12 beds to 24 in 1987 to 

the current 26 in 1997, additional strategies, such as reducing the length of 

admissions3, have been required to meet increasing population dernands. Indeed, 

increasing the number of beds and reducing length-of-stays have enabled the Unit 

to treat greater numbers of patients by alrnost 300%, from 55 in 1987 to 212 in 

1997. Despite servicing more clients, the Geriatric Psychiatry In-Patient 

staftpatient ratio has dropped in the past decade from 7-8:24 to 7:26 on weekdays 

Mean length-of-stay was 63.5 -+ 30.58 days in 1987, compared to 44.1 8 2 34.37 in 1997, f(259) = 3.79, 
. O O l .  
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(4:24 to 4:26 on weekend days) and 4-524 to 4:26 on evenings. Night shifts are 

still covered by 2 people. However, while two nurses covered nights in 1987, one 

nurse and one registered practical nurse cover nights in 1 997. In total, the full-time 

equivalent hours has dropped from 19 in 1987 to the current 17.1 in 1997. Thus, 

as a result of social, political, and economic forces, the ROH Geriatric Psychiatry 

In-Patient Unit is treating a growing population with shorter admissions and fewer 

resources. Given that the forces under which the ROH Geriatric In-Patient Unit 

operate are analogous to pressures being imposed on other geropsychiatric in- 

patient units, as detailed above, and insofar as patients and activities of the Unit 

are are comparable to those of other sirnilar units, results of this evaluation may be 

generalized to other geropsychiatric in-patient units. 

This evaluation will begin with a general description of geropsychiatry in- 

patient programs and a more specific overview of the ROH Geriatric Psychiatry In- 

Patient Unit. These descriptions will serve to provide the context in which the 

evaluation was undertaken. Understanding the context in which the evaluation was 

done is important because results of evaluations are most meaningful when the 

program is appropriately understood and articulated (Adams & Cohen, 1995). 

Further, docurnenting parallels between geropsychiatric in-patient units as 

described in the literature and the ROH Geriatric Psychiatry In-Patient served to 

identify the extent to which the findings from this evaluation could generalize to 

other geropsychiatry in-patient units. Following these descriptive accounts three 

separate chapters, organized according to the three key evaluation issues that were 
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presented above, will review the literature relevant to each. These reviews 

functioned to refine the specific questions to be addressed in the evaluation and to 

identify gaps in the literature to which the evaluation served to respond. A summary 

of the specific questions and hypotheses is followed by a description of the 

methodologies that were used to address each of the three primary issues. 

Evaluation findings are then presented according to the primary issues that were 

explored. In the final chapter, the overall conclusions to be drawn from the 

integrated analysas are presented and are assimilated with findings from studies 

which preceded this evaluation. 
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Chapter 2. REVlEW OF GEROPSYCHIATRY IN-PATIENT 

PROGRAIVIS 

General owerview 

In Canada, geriatric psychiatric in-patient programs "are Iisted as essential 

resources for patient care" (Health & Welfare Canada, 1988; Royal College of 

Physicians of London, 1989, as cited in Rivard & Potoczny, 1996, p. 973). Like 

other geriatric psychiatry programs, these acute care in-patient programs grew out 

of the recognition that elderly people with psychiatric illnesses have unique needs 

(e-g. conjoint medical and psychiatric ilinesses) which may require specialized 

structures, staffing, and programming , separate frorn their younger counterparts 

(Sadavoy, Lazarus, Jarvik, & Grossberg, 1996). 

As discussed by Rivard & Potoczny (1996), and based on Health and 

Welfare Canada (1 988) recornmendations, in general hospitals, geriatric in-patient 

units may operate as "part of the general psychiatric unit, with specific staff and 

programming for the elderly population, or (they may operate as) separate, usually 

small, units (of the hospital)" (p. 977). They may alternatively operate jointly with 

geriatric medicine units (Rivard & Potoczny, 1996). Finally, geriatric in-patient units 

may be established in psychiatric hospitals (Rivard 8 Potoczny, 1996), which are 

usually referred to in the literature as geropsychiatric wards or units (Zubenko et al., 

1 997). 

While convenience is most likely to dictate the actual location of the unit, 

several structural elements, designed to address the special needs of the elderly, 
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are common to geropsychiatric inpatient (Rivard 8 Potoczny, 996). For example, 

Rivard and Potoczny (1996) suggest that because wandering and agitation are 

common in geriatric psychiatry patients, the units are usually locked to 

accommodate wandering behaviour, provide adequate exercise, and to provide a 

safe environment for patients who are acutely suicida1 or psychotic. In addition, 

Rivard & Potoczny (1996) recommend that because many patients are visually 

andlor hearing impaired, "good Iighting, ... large print material, and eaçy-to read 

signs (are typical) ....( h i l e )  sound-amplifying electronic systems (are often used to) 

facilitate individual and group therapy (session)" (p. 977). Finally, nonskid flooring, 

wide corridors with handrails and uncluttered roorns provide for easier rnobility for 

patients who are at risk for falls and to facilitate walker and wheelchair access 

(Rivard & Potoczny, 1996). Thus, although the placement of geropsychiatric in- 

patient units may Vary, these units share certain physical features al1 of which are 

designed to meet the specific needs of the elderly. 

This chapter will provide a general overview of geropsychiatric in-patient 

programs. identifying the general dimensions of these programs, including 

admission criteria, staffing, goals and services offered will serve to provide the 

basic frarnework upon which the ROH Geriatric Psychiatry In-Patient Unit may be 

compared. To the extent that admission criteria, goals, and services of the ROH 

Geriatric Psychiatry In-Patient Unit, discussed in the next chapter, parallel those of 

other geropsychiatric in-patient units, evalualion findings based on the ROH Unit 

may be generalizable to other similar units. 



Criteria for admission 

According to a report by the Ottawa-Carleton Regional District Health 

Council (1 988), geriatric psychiatry in-patient units are needed for the assessrnent 

of elderly patients who present with atypical and comorbid psychiatric disorders 

(e.g. coexisting depression and dementia, alcohol abuse and depression) and 

treatment of severely il1 individuals who cannot safely be treated while living at 

home (e.g. suicida1 patients, severely agitated or aggressive patients). Specific 

indications for geriatric acute care in-patient treatment, as identified by Whanger 

(1 989) and sumrnarized by Rivard and Potoczny (1 996) are presented in Table 3. 

As can be seen tnerein, elderly (aged 65 and over) psychiatric patients are 

admitted to in-patient status when they pose a threat to themselves or to others, 

when intensive evaluation or treatment is required, and/or when caregivers are no 

longer able to provide the necessary care. In addition to these general indicators, 

lacking access to personal or community supportive services, having combined 

mental and physical disabilities, living alone, and having no children have al1 been 

identified as predisposing andlor precipitating admission to these units (Grauer & 

Birnbom, 1975; Palmore, 1976). 

Guidelines for services 

Health and Welfare Canada (1988) has published components of 

comprehensive services for elderly mentally il1 perçons, including types of services 

and principles of good psychogeriatric care. These guidelines, which have been 

reviewed by Rivard & Potoczny (1 996), "emphasize the need to consider acute 



Table 3 

Indications for Geriatric Acute Care In-Patient Treatrnent 

Imminent Intensive evaluation Failure of the 
danger to self or treatment is caregiver 
or others required system 

Suicida1 or potentially Difficuit diagnostic issues Principle caregiver dies, 
harrnful behaviours requiring close observation leaves, or needs 

ternporary relief 

Homicidal, violent, or Psychiatric iltness cornplicated Depletion of care 
aggressive behaviours by drug or alcohol addiction resources without 

atternatives 

Threatening behaviours Acute psychosis with 
white acutely psychotic unpredictable behaviour 

Lack of comrnunity 
resources or respite 
care beds 

Fire hazard Need for intravenous or 
frequent intramuscular 
injections 

Inabilii to attend to Need for electroconvulsïve 
basic or essential care therapy 
needs 

Dangerous wandering Muiüple medical problems or 
behaviour drug sensitMties requiring 

close monitoring 

Good prognosis but intensive 
treatment required 

Note. Reproduced from Rivard & Potoczny, 1996 

in-patient treatment ... as part of a continuum of care that should be available to 

elderly patients with psychiatrie problemsn (p. 974). These principles are: 

muitidisciplinary staffing; 

e pre-admission screening; 

a maintaining the patient in the community; 

beginning discharge planning at admission; 

collaboration with community agencies. 
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Multidisci~linary staffina. "Multidisciplinary staff are required to address 

concurrently the physical, psychological, and social problems that can contribute 

to the psychiatric illnesses seen in old agen (Rivard & Potoczny. 1996, p. 974). 

According to Rivard & Potoczny (1 996), the need for multidisciplinary treatrnent is 

based on studies that have reported that many geropsychiatric in-patients present 

with cornbined psychiatric and medical illnesses (Conwell, Nelson, Kim, & Mazune, 

1989; Harrison, Kernutt, & Piperoglou, 1988; Zubenko et al., 1997). Moreover, 

"most elderly patients have acquired multiple age-related and disease-related 

deficitsn (Rivard & Potoczny, 1996, p. 974). many of which may piecipitate the 

psychiatric decomposition (Weingarten, Rosoff, Eisen, & Grob. 1982) and need to 

be addressed in treatment. 

Pre-admission screenina. Pre-admission screening "helps to establish 

proper prioritization (of patients for admission), prevent unnecessary or 

inappropriate admissions, and prepare realistic plans for discharge" (Rivard & 

Potoczny, 1996, p. 974). Rivard and Potoczny (1 996) report that pre-admission 

screening may be "most informative if done at the patient's residence to give a 

better idea of the physical and social assets or Iiabilities of the individual and to see 

how the person relates to his or her family and caregivers in the natural settingn (p. 

975). 

Maintainina the a t ien t  in the communitv. Encouraging coniinued 

involvement with the patients' family is important because involving the family has 

been associated with shorter hospitalizations (Meier, Besir, & Sylph, 1992; Skeet, 
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1983). Keeping admissions as brief as feasible is important because shorter 

lengthaf-stays have been associated with more successful reintegrations into the 

community (Pitt, 1982; Skeet, 1983). According to Rivard & Potoczny (1996), 

maintaining the patient in hisher community involves providing relatives and friends 

with information about the (patient's) psychiatric problems and (encouraging them) 

to participate, as appropriate, in the in-patient care (p. 995). 

Beainnina discharae plannina at admission. As discussed by Rivard & 

Potoczny (1996), discharge planning is designed to maximize the potential of 

returning the patient to his or her pre-admission residence. This, they report, will 

be facilitated by knowing and "understanding ... the patient's living situation prior to 

admission, maintaining the patient's community resources (e.g. living 

accommodations, support of farnily and friends), and dealing with potential 

obstacles to returning or stâying at home" (p. 976). 

Collaboratina with communitv agencies. Collaborating with community 

agencies is important because physicians are more likely to discharge sooner if 

supports are expected from community agencies (Rivard & Potoczny, 1996). 

Liaising with agencies such as Home Care and long-term care facilities are 

examples of community collaborations. 

Outcome m a l s  of seriatric ~sychiatry impatient units 

The specific treatment goals and outcome expectations of in-patient 

treatment will Vary both with the type of institution or facility and with the particular 

patient. According to Whanger (1 989)," ... the basic goals of the pçychiatric hospital 
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are to provide the most effective treatrnent available for the patients' disorders and 

to rehabilitate thern to their best potential" (p. 624). To this end, the World Health 

Organization (1991) has recornmended that mental health programs, including 

geriatric psychiatry programs, strive to improve, ai the very least, not only clinical 

pathology (Le. symptom reduction) but also functional status and quality of life. In 

addition, as a result of a resurged interest in the basic subject of quality in health 

care, as exemplified by movements such as total quality management (TQM) and 

continuous quality improvement (CQI) (Zastowny, Stratmann, Adams, 8 Fox, 1 995), 

satisfaction with Gare has been listed as an important objective of health care 

services (Donabedian, 1980), including mental health care services (Zastowny & 

Lehman, 1988). Finally, in response to a recent shift in mental health paradigms 

(Bernheim, 1990), the importance of considering the impact(s) of psychiatric in- 

patient treatment on caregiver burden has gained prominence (Liptzin, Grob, & 

Eisen, 1 989). 

Functional status. Functional status includes "everyday behaviours that 

occur in a person's home or cornmunitf (Silver & Herrman, 1996, p. 230) including 

psychosocial functioning (e-g. communication skills, social support, family and 

marital functioning, and use of leisure time), occupational functioning (e.g. degree 

of participation in the work force), and level of self-carel independence in activities 

of daily living (e-g. ability to practice good hygiene) (Rubenstein, Calkins, & Decker, 

1989). Since most people retire at the age of 65, improved occupational functioning 
# 

is not typically an issue for geropsychiatry in-patient units. In contrast, activities 
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daily living and psychosocial functioning are important considerations in the 

treatment of geropsychiatric patients. 

Consideration of activities of daily living are important because declines in 

ability to care for self have been found to be significantly associated with death or 

nursing home placement (Palmer, 1995). Similarly, low levels of social contact and 

involvement have been associated prospectively with higher mortality from al1 

causes (Berkmân & Syme, 1979; Blazer, 1982; C.I. Cohen, Terisi, & Holmes, 1987; 

Hanson, Isacsson, & Janzon, 1989; Hirdes & Forbes, 1992; House, Robbins, & 

Metzner, 1982; Kaplan, Salonen, & Cohen, 1988) and with ischemic heart disease 

(Berkman & Syme, 1979; Kaplan et al., 1988), myocardial infarction (Ruberrnan, 

Weinblatt, & Goldberg, 1984), cancer (Berkman & Syme, 1979), and depression 

(Harlow, Goldberg, & Comstock, 1993 a, 1991 b). Moreover, patients who are 

cognitively impaired and medically fraii are particularly likely to be functionally 

disabled by their psychiatric illnesses (Silver & Herrman, 1996). 

Qualitv of life. Although many definitions have been attempted, both 

theoretical and ernpirical, and no consensus has been reached as to a workable 

definition, agreement does exist regarding the importance of the quality of life 

concept. Most also agree that the concept "quality of life" includes both objective 

and subjective components (e.g. Baker, Godfrey, & Intagliata, 1992; Bigelow, 

McFarland, & Olson, 1991 ). The objective or functional component can include 

aspects of social functioning such as independent living and employment (Rapp, 

Gowdy, Sullivan, & Wintersteen, 1988). The subjective component is frequently 
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been 'conceptualized as the objective and subjective effects of providing ongoing 

assistance to an il1 relativen (p. 80).  To this end, objective burden has been defined 

as the verifiable and observable effects of caregiving (Piatt. 1985), including, for 

example, financial strain or household disruptions (Reinhard, 1994). Subjective 

burden has been defined as the emotional wnsequences of caregiving (Thornpson 

& Doll, 1982), and includes such reactions as shame, guilt, and worry (Reinhard, 

1994). 

Addressing the burden associated with caring for a mentally il1 relative is 

important because high levels of bürden in caregivers of a mentally i l 1  relative have 

been associated with physical, financial, and emotional strain, including psychiatric 

symptomatology in the caregiver (D. Cohen & Eisdorfer, 1988; Schultz, Tompkins 

& Rau. 1988). Consideration of burden in caregivers of geropsychiatric patients is 

particularly important because the problems associated with caring for an elderly 

relative have been reported to be greater than those associated with caring for a 

younger relative (Grad & Sainsbury, 1963). However, the consequences of 

caregiver strain may also impact on the health care system. For example, caregiver 

breakdown may result in re-hospitalization or institutionalization of the care 

recipient (Le. the patient) (Longino & Mittelmark, 1996; Stephens, Kinney, & 

Ogrocki, 1991 ). 

Services offered bv aeriatric psvchiatry in-patient units 

Consistent with muitidimensional treatment goals, geropsychiatric in-patient 

programs typically operate according to a multifaceted, biopsychosocial approach 



21 

(Whanger, 1989). These have been reviewed, briefly, by Rivard & Potoczny 

(1 996). According to Rivard 8 Potoczny (1 996), geropsychiatric in-patient 

treatment usually begins with a rnultidimensional assessment. The treating 

physician usually begins with "an assessment of the medicai and psychiatric 

problems of the patient, taking a careful history and perforrning appropriate medical 

and laboratory investigations. Nurses, occupational therapistq and 

physiotherapists usually focus on functional assessments (to identify) ...p roblem 

areas .... Social workers provide details on the patient's familial and social resources, 

identifying problem areas that will have to be addressed ... during hospitalization. 

(Finally, psychometrists andor) psychologists help document the cognitive abilities 

and deficits of the patientn (Rivard & Potoczny, 1996, p. 981). 

Once assessment is complete and problems and diagnosis(es) have been 

identified, individualized, multidisciplinary treatment plans and goals are set in 

wnjunction, whenever possible, with the patient and caregivers (Rivard & Potoczny, 

1996). These goals are deterrnined by "the patient's psychiatric and medical 

illnesses ... and best previous level of functioningn4 (Rivard 8 Potoczny, 1996, p. 

981). The fonulation of the treatment plan typically takes place either "formally, 

by inviting the patient and caregivers to participate in multidisciplinary patient 

conferences, or informally, by discussing the treatment plan with patients and family 

Detemination of previous level of functioning is based on patient and family interviews and information 
avaiiable through clinical records andfor other documentation (e.g. correspondence with facilities or 
family physicians). 
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(Rivard & Potoczny, 1996, p. 982). Consistent with the multidimensional approach 

used in these units, the treatment plan may consist of a variety of treatrnent 

modalities, as individual needs dictate. 

Biological therapies. Upwards of 99% of geropsychiatric in-patients are 

treated with some f o n  of biological therapy, such as psychotropic medications (e.g. 

antidepressants, anxiolytics and neuroleptics) or electroconvulsive therapy 

(Zubenko et al., 1997). According to Young & Meyers (1996), "pharrnacological 

treatments (and electroconvulsive therapy) have a role in acute symptom reduction, 

reversai of episodes of illness, and prevention of relapse and recurrencen (p. 757). 

Pharmacological treatments may also be used to address concurrent medical 

problems (Whanger, 1989) which may complicate the clinical picture of the eiderly 

psychiatric impatient by contributing directly to functional disability (Parmelee, 

Thuras, Katz, & Lawton, 1995), or by interacting with psychiatric problems to impact 

on functioning and general well-being (Zubenko et al., 1997). As reviewed by 

Zubenko et al. (1997), this relationship may be direct, as indicated by studies that 

have concluded that medical prob!ems contribute directiy to the occurrence of a 

depression (Schulberg, McClelland, & Burns, 1 987; Winokur, Black, & Nasrallah, 

1988), or more indirect, as when poor health limits the choice of treatment 

modalities and opportunities (Katz, 1993). Alternately, and based on findings of 

Murphy and Brown (1 980), Zubenko et al. (1 997) suggest that insofar as medicat 

illnesses are perceived as stressful life events, they may "precipitate the 

exacerbation of a recurrent affective disorder" (p. 724). For these reasons, 
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biological treatments are essential to address not only the underlying psychiatric 

disorder but also any concurrent medical problems. 

Behaviour therapies and psvchotherapv. According to Whanger (1 9891, 

behaviour therapies and psychotherapies have several core principles that bind 

them together. The main concem is problematic cognition andor behaviour and the 

premise is that these cognitions andlor behaviours are learned responses. These 

are maintained like other cognitive andlor behavioural patterns, and more adaptive 

patterns of cognition andlor behaviour can be learned to supplement them 

(MacDonald & Kerr, 1982). Among the various therapy techniques that have been 

used to modiv behaviour with the elderly are attitude therapy (Folsom, 1966), habit 

retraining (e.g. Milne, 1 976), biofeedback (e.g. Whitehead, Burio, & Engel, 1 985), 

and insight oriented therapy (Kovacs, 1977). According to Rivard 8 Potoczny 

(1996), "akhough these techniques have been studied mostly in long-term care or 

outpatient settings, they may be applied to a limited extent to in-patient, acute care 

populations" (p. 983). For example, these authors reported that relaxation training 

and desensitization may be effective for anxiety related disorders, while habit 

retraining may be required for incontinence. Similarly, as discussed by Rivard & 

Potoczny (1 996), cognitive psychotherapy has been found to be effective in treating 

depressed nonpsychotic elderly out-patients (Steuer, 1982), while insight-oriented 

therapy is likely only appropriate at or near discharge for many of these acute 

patients (Rogoff, 1986). 

Group therapies. As reviewed by Leszcz (1 996), group therapy approaches 
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with elderly psychiatric patients have multiple purposes. lncluded among these are 

the reduction of symptoms and feelings of isolation, and the promotion of 

interpersonal engagement, coping and interpersonal skills (Leszcz, 1996). These 

goals may be accomplished within the context of a broad range of approaches. 

What links al! effective group approaches is the creation of a context for 

interpersonal engagement between and among a nurnber of patients and a 

therapist that operates according to certain structures and group norms and aims 

to achieve a degree of group cohesiveness, reflected in feelings of mutual interest, 

attachment, and task effectiveness. lncluded in Leszcz's (1 996) review of the types 

of group therapies that have been used with geriatric patients are verbal-centred 

groups for the cognitively intact (e.g. cognitive therapy groups, psycho education 

groups, reminiscence groups), verbal-centred groups for the cognitively impaired 

(e-g. reality orientation groups), and creativity- and activity-centred groups (e.g. 

nutrition groups, art groups). 

Rehabilitation and maintenance therapies. Rehabilitative therapies are 

designed to restore the patient to physical, mental, and social functioning 

cornmensurate with their abilities or disabilities (Rudd & Margolin, 4968). 

Maintenance therapies, in contrast, involve therapeutic measures that will retard 

deterioration in patients who are il1 by either slowing or arresting disease related 

processes (Rudd & Margolin, 1968). According to Whanger (1 989), rehabilitation 

and maintenance therapies include physical therapies, occupational therapies, and 

recreation therapies. Physiotherapies, including exercise programs, are designed 



to address medical and physical 

appropriate use of physical aids 

disabilities 

(Rivard & 
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and to educate patients on the 

Potoczny, 1996). Occupational 

therapies are designed to increase selfanfidence and self-esteem and to maintain 

or restore specific skills (Rivard & Potoczny, 1 996). These goals are accomplished 

through constructive activities, such as arts or baking, suitable to the individual's 

interests and capacities (Wolf, 1970). Finally, recreational therapies "provide an 

opportunity to assess the patients strengths, weaknesses, and customary modes 

of adaptingn (Rivard & Potoczny, 1996, p. 984). Moreover, recreational activities 

should help to stimulate, revive, or maintain various creative and expressive 

functions (Whanger, 1989). Examples of rrcreation activities that are common to 

geriatric in-patient programs, as reviewed by Rivard & Potoczny (1996) include 

community outings, music groups, card games, and parties that "stimulate 

socialization and provide pleasure and satisfactionn (p. 985). 

Farnilv interventions. Finally, treatrnents aimed at the patients' social 

support are typical components of the geropsychiatric in-patient program (Whanger, 

1989). According to Rivard & Potoczny (1 996), family therapies are often employed 

and involve "negotiate(ing) appropriate goals for family intervention ...( assisting the 

family in) accepting the reality of the iilness and understanding the current 

episode ... and managing or minirnizing future (caregiver) stresses " (p. 983). 

Structured caregiver support groups are also routinely available to families and 

friends of geropsychiatric in-patients who wish to attend (Leszcz, 1996). Caregiver 

groups are designed to provide social support, education, and an environment 



26 

where caregivers may safely work through their emotions surrounding loss, grief, 

andlor anger (Leszcz, 1996). Finally, commensurate with the recent shift in the 

mental health paradigrn, which highlights the need for professional and family 

collaboration and stresses open communication, shared decision-making, and 

ongoing support, increased emphasis is being placed on the need for professionalç 

to provide ongoing informal support to caregivers in an effort to reduce family 

members' sense of burden and feelings of helplessness (Bernheim, 1990). 

Summarv 

To sum, geriatric psychiatry in-patient programs are designed to provide 

individualized and multidimensional care to elderly persons with severe mental 

illness who pose a threat to themselves andlor other persons, require intensive 

evaluation or treatment which cannot be safely provided in less resource-intensive 

environments, and/or who can no longer be cared for by their primary caregivers. 

A biopsychosocial approach to treatment is designed to take into account a 

patient's physical, psychiatric, and social problems and makes optimal use of 

hislher abilities. Although none of the treatment techniques reviewed herein are 

Iimited to in-patient settings, they are all potentially important in caring for the more 

impaired individuals who are Iikely to require geropsychiatric in-patient care. 



Chapter 3. DESCRIPT ION of the ROYAL OTTAWA HOSPITAL 

GERlATRlC PSYCHIATRY IN-PATIENT UNIT' 

General overview 

initiated in 1972, the ROH Geriatric In-Patient Unit was developed in 

response to influences similar to those which inspired the field of Geriatric 

Psychiatry, namely the dramatic growth in the nurnber of elderly people with severe 

mental illness who presented to general psychiatry programs. The 

acknowiedgement that these elderly patients required specialized treatment was 

reinforced with the recognition that they often presented with a combination of 

complex psychiatric and medical problems, that their physical care needs were 

greater than those of the younger psychiatric patient population, and that they 

responded to medications differently than did younger populations. 

The Geriatric In-Patient Unit operates under the umbrella of the Geriatric 

Psychiatry Program of the Royal Ottawa Hospital (ROH), which is part of the Royal 

Ottawa Health Care Group. 

Roval Ottawa Health Care Group. The Royal Ottawa Health Cam Group is 

"an integrated delivery system incorporating service (primary, secondary and 

tertiary levels of care), research and education through the Royal Ottawa Hospital, 

Information presented herein were obtained through staff consultations and reviews of program 
documents. 



the Rehabilitation centre6, their affiliated satellite operations and networks" (The 

Corporate Plan, 1996, p. 3-3). According to the most recent ROH Corporate Plan 

(1996), the Royal Ottawa Health Care Group, "in partnership with our clientele and 

their wmmunities, provide quality care in the areas of specialized physical 

rehabilitation and mental health services. (The Royal Ottawa Health Care Group) 

will strive to assist clients to identify and meet their needs through excellence and 

leadership in care, education, research and advocacy" (p. 2-1 ). 

Roval Ottawa Hospital. The ROH in which the Geriatric Psychiatry program 

operates, is "an integrated mental health delivery system for service, education and 

research in the Ottawa-Carleton region7" (The ROH Corporate Plan, 1996, p.34). 

In operation since 1910, the ROH is the only acute-care psychiatrie hospital in the 

region. The ROH employs 545 people. Its 207 active beds are typically used close 

to capacity (94.4% occupancy rate). The hospital accommodated 2,893 in-patient 

admissions during the 1996-1 997 fiscal year, 433 admissions to day hospitals, and 

in excess of 200,000 outpatients. 

The Hospital's mandate is to offer client-oriented, interdisciplinary clinical 

services focused on prevention, assessment, treatment and rehabilitation of 

Although a recent recommendation by the local Hospital Restructuring Cornmittee transferred the 
governance of the Rehabilitation Centre from the Royal Ottawa Health Care Group to the 
amalgamated Hospital, at the b'me that this was m e n ,  it was still part of the Royal Ottawa Health Care 
Group corporation. 

7 

Following the local Hospital Restructuring Cornmittee's decision, the ROH's catchment area is being 
expanded to include al1 of Eastern Ontario and Western Quebec. 
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persons with serious mental illness in a safe, respectful, and cost-effective 

environment. The clinical mandate is complemented by, and integrated with, the 

promotion of mental health and the hospital's involvement in research and 

education. In addition, the Royal Ottawa Hospital strives to be responsive and 

supportive to individuals and agencies in optimizing effective continuum of care for 

persons with mental illness at the primary, secondary and tertiary levels of 

treatment. Finally, as a referral centre, the Royal Ottawa Hospital's primary 

catchment area for planning purposes is Eastern Ontario and Western Quebec 

(The ROH Corporate Plan, 1996, p. 3-1). 

Geriatric Psvchiatry Program. The Geriatric Psychiatry Program is part of 

a continuum of care available in Ottawa-Carleton for the elderly. It works 

cooperatively with the geriatric medical and psychiatric programs of the University 

of Ottawa, community agencies, and families with the aim of using '...specialized 

services to meet the needs of persons 65 years of age and over ...( to assist) 

individuals to improve their quality of life and achieve optimum level of functioning" 

(Annual Report of the Geriatric Psychiatry Program, 1996, p. 1 ). 

The Geriatric Psychiatry Program consists of an Out-Patient Service, an 

Outreach Service, a Day Hospital, and finally the In-Patient Unit. The Out-Patient 

Service provides the initial assessrnent for al1 patients referred to the Geriatric 

Psychiatry Program and follow-up treatment for discharged patients. It also is a 

consultation service offering advice and psychiatric expertise to prirnary care 

physicians. 
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The Outreach Service was developed to assist administrators, physicians, 

and directeire staff of long-term care facilities to meet the mental health needs of 

their residents. Geriatric outreach psychiatrists and clinical nurse specialists 

provide on-site assessments, recommendations, and follow-up treatment. They 

also provide fomal teaching programs tailored to meet the educational needs of the 

long-term care staff. 

The Geriatric Day Hospital provides treatment and crisis intervention for 

persons who require urgent and intensive treatment but can safely live in the 

community. It provides assessments, as well as individual and group treatments. 

Finally, the Geriatric In-Patient unit8 is a 26 bed, age segregated, locked unit 

that provides assessrnents and individualized treatment for seniors with acute 

psychiatric illnesses in need of specialized treatment who cannot safely Iive in the 

community. lt is fully equipped with prosthetic aids, social recreational aids (e.g. 

music room, T.V. room), and has standard physical amenities (e.g. phones, books). 

As is typical of geropsychiatric in-patient units (reviewed in the previous section), 

the ROH Unit is also equipped to meet the special needs of the elderly, including 

the use of wide corridors, handrails, and large print materials. 

-a 

At the time of this evaluation, the Geriatric In-Patient Unit was designed to 

8 

As indicated in Chapter 1, the number of beds on the Unit has increased over the past 1 O years, while 
staffing ratios have been reduced. However, admission criteria, treatment O pportunities, policies and 
procedures have remained consistent over the past 1 O years. 
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respond to the needs of elderly persons who had late onset psychiatric disorders 

andfor who had complex needs requiring specific geriatric psychiatry expertise. 

According to the Unit's admission criteria, persons whose needs were expected to 

be met by the service included: 

e Elderly people who posed a threat to themselves or others by 

exhibiting: 

b suicida1 and potentially harmful behaviours such as self 

neglect, refusing essential rnedical care or self-mutilating 

behaviour; 

b homicidal, vioient/aggressive behaviour or the presence of 

serious threatening behaviour in the presence of acute 

psychosis or behaviour that is potentially harmful to others, 

such as fÏre setting; 

b imminent and serious physical impairment through lack of 

competence to care for self or meet basic activities of daily 

living because of severe agitation, psychomotor retardation or 

confusion and disorientation; 

w imminent danger associated with wandering behaviour; and 

b acute psychiatric reactions to medications, or impeding 

delirium tremens that do not require hospitalization on a 

medical service. 

Elderly people who required intensive evaluation andlor treatment 



which could not be provided in outpatient settings, including: 

t those with difficult diagnostic issues where close observation 

over a few days was required for proper diagnostic 

assessrnent, including organic brain syndromes when 

hospitalization was expected to lead to the identification and 

treatrnent of a reversible cause or amelioration of secondary 

psychiatric disturbances; 

b those who were addicted to alcohol or drugs mixed with other 

psychiatric diagnoses where controllsupervision was needed 

to ensure proper detoxification and the person was not a 

suitable candidate for the Addictions program; 

t acutely psychotic elderly patients with unpredictable behaviour 

due to preoccupations with bizarre delusions or hallucinations; 

t elderly patients who needed frequent intramuscular 

psychotropic medications, required close observation during 

ECT, or vvhose medical problems or drug sensitivities required 

close regulation of oral medications and close medicallnursing 

monitoring; and 

F elderly patients with psychiatric problems which were likely to 

improve with active and intensive treatment such as could only 

be provided on an in-patient unit, including mood disorders; 

paranoid psychoses of late Iife; substance abuse; personalitç 
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disorders that complicated any of the above diagnoses; 

dementia when there were significant complications such as 

wandering, agitation, aggressive behaviour, paranoid 

behaviour and delusions, or depression; or other organic 

mental disorders such as severe organic mood disorders, 

delirium secondary to prescribed psychotropic medications, 

and organic delusional syndromes. 

To the extent that the criteria for admission fo the Unit was consistent with 

Whanger's (1 989) criteria for geropsychiatric in-patient units, it is expected that, at 

the time of this evaiuation, the ROH Geriatric Psychiatry In-Patient Unit catered to 

a patient population that was typical of other geropsychiatric in-patient units. 

Staffinci of the Geriatric Psvchiatw In-Patient Unit 

The organizational hierarchy of the Geriatric In-Patient Unit, at the time of 

this report, is represented in Figure 1. The arrows represent the direction of 

reporting. The nursing staff reported to the service coordinator, who reported to 

both the clinical and administrative directors. The allied health professionals (Le. 

physiotherapist, recreational therapist, occupational therapist, psychometrist, social 

workers, and dietician), and secretarial staff reported to the Administrative Director, 

who reported to the Associate Executive Director. Although the psychiatrists were 

not "employed" by the ROH (they were paid by the Ontario Ministry of Health), they 

were accountable to the Service Director for the clinical care of the patients. The 

Service Director, in turn, reported to the Clinical Director, who reported to the 
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Fiaure 1. Organizationai hierarchy of the ROH Geriatric Psychiatry Impatient 

Unit 

Board of 
Trustees 

f 
Executive 

,.Director 
Psychiatrist- v\ Associate Executive 
in-lhief Direc tor 
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Pqchiatrïsts " 
~ L s i n ~  Staff 
Ward Clerk Secretaria1 StatT 

Psychiatrist-in-Chief. Both the Psychiatrist-in-Chief and the Associate Executive 

Director reported to the Executive Director, who in turn reported to the Board of 

Trustees. 

Table 4 presents a breakdown of the Full Time Equivalent positions (FTE) 

of Geriatric In-Patient care staff by role. While simplistically presented, this 

breakdown is potentially more complex, as nursing staff were required to respond 

to the needs of outpatients who were previously assigned to thern under the primary 

nursing care mode. Nursing staff also responded to emergency codes in other 

areas of the hospital. Similarly, psychiatrists worked in two of the four Geriatric 

Program services to ensure maximal integration of the services and continuity of 

care (their total FTE for the four services is 6.8). Finally, a pharrnacist was 

available for consults on an as-need basis. Although organizational hierarchies are 

institution specific, the common element between stafhg at the ROH Geriatric In- 



Table 4. 

Equivalent (FTE! 

Staff Role Number of Full- and FTE 
Part- Time Staff 

Nursing staff (registered nurses, 26 (plus 5 casuals) 
registered practical nurses, 
orderlies) 

Psychometrist 2 1 -2 

Social workers 2 2 

Occupational therapist 1 1 

Recreation Therapist 1 (plus one student) 1 

Clinical dietician 1 O .4 

Physiotherapist 1 O .2 

Psychiatrist 3 1 -4 

Patient Unit, as outlined in Table 4, and other geropsychiatric units is the use of 

multidisciplinary staff designed to -ter to the multiple needs of its elderly patients. 

Goals of the Geriatric Psvchiatrv In-Patient Unit 

Consistent with other geropsychiatric in-patient programs (as reviewed 

earlier), in addition to the obvious goal of improving psychopathology, the Geriatric 

Psychiatry Impatient Unit, at the tirne of this evaluation, endeavoured to assist 

patients to irnprove their quality of life and achieve their optimal level of functioning 

(Annual Report of the Geriatric Psychiatry Program, 1996, p. 1 ). In addition, insofar 

as the ROH had identified as a priority the provision of high quality care (The ROH 

Corporate Plan, 1996) and as exemplified by the fact that it had invested resources 
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to rneasure patient satisfaction, satisfaction with treatment was deemed another 

goal of in-patient care. Finally, given that preventing relapses had been identified 

as a priority of the Unit (The ROH Corporate Plan, 1996) and consistent with the 

known relationship between caregiver burnout and re-hospitalization (Longino & 

Mittelmark, 1996; Stephen et al., 1991), the Unit endeavoured, through formal and 

informal family interventions, to rninimize caregiver burden. 

Overview of Unit direct care treatment servicesg 

Referral strateaies and me-admission screenina. Patients were typically 

referred to the Unit from community physicians, external agencies (e-g. nursing 

homes), Day Hospital physicians, Outreach physicians, Out-patient physicians, and 

Patient Emergency Service (PES) physicians. Admissions of clients to the In- 

Patient Unit were then determined, following the guidelines for geropsychiatric in- 

patient units (detailed in the previous chapter) during pre-admission screening 

meetings called Priority Meetings, in which Program psychiatrists, nurses, social 

workers, and support staff discussed the need for in-patient treatment for each 

person that was referred to the Unit. If someone was deemed in urgent need for in- 

patient treatment, decisions were made regarding which current in-patient was most 

appropriate for discharge to accommodate the new admission. In weighing the 

urgency of need for treatment, staff considered physical, psychological, and safety 

In addition to direct care services, the staff a[so had indirect patient care responsibilities, such as 
charting, consu[ts with other disciplines, and family meetings. Other mandates of the Geriatric 
Program (induding the In-Patient Unit) inciuded research, education, and advocacy. 
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risk factors of a given patient, as wefl as caregiver burnout. This process typically 

resulted in a wait list of, on average 4 people who waited between 4 days and 1 

week for admission to the Unit. 

Assessment. Upon admission, patients were assigned a primary nurse and 

a psychiatrist who conducted a thorough Nursing Assessment and Clinical 

Interview, respectively. These two procedures served to provide information on 

clinical and personal history, and to assess medical, mental, functional, and 

psychosocial status. When the need for additional assessments was identified by 

the nurse or psychiatrist, referrals were directed to different disciplines andlor 

agencies, as appropriate. For example, cognitive assessments were referred to the 

psychometrist, while specialized physical examinations, such as chest X-rays were 

referred to the Civic Hospital. The information gathered from these assessments 

were presented in interdisciplinary team meetings (called KARDEX meetings) at 

which point treatment goals and plans were developed and articulated. 

Treatment. Treatment offered by the ROH Geriatric Psychiatry In-Patient 

Unit was consistent with literature guidelines (as detailed in the previous chapter). 

That is, once assessment was completed and problems and diagnosis(es) were 

identified, individualized, multidisciplinary treatment goals were set in conjunction, 

whenever possible, with the patient and caregivers. Goals were determined by the 

patient's psychiatric and medical illnesses and the patient's best previous level of 

functioning (based on information derived from patients, caregivers, and clinical 

documentation). The formulation of the treatment plan took place either formally, 
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during KARDEX, or informally, by discussing the treatment plan with patients and 

families. During their stay al1 patients received standard direct care nursing 

interventions (e.g. provision of assistance with mobility, hygiene, eating, elimination, 

foot care, specimen collection, dressings), as well as individual counselling and 

behavioural therapy. Individual needs and plans dictated which of the following 

treatment modalities were additionally used: biological therapies (medication andfor 

ECT), group therapies, psycho education, social skills training, daily living skills 

training, mutual support groups, physiotherapy, occupational therapy, recreation 

therapy, and dietary interventions. A breakdown of the proportion of patients who 

required different interventions on the Unit in 1997, according to the primary service 

delivery discipline, are as follows: 

Biological therapies": 

4 electroconvulsive therapy: 22%; 

4 any psychotropic medications: 100%; 

t antidepressants - 73%; 

t lithium - 32%; 

F benzodiazepine/anxioIytic medications - 78.5%; 

F neuroleptidantipsychotic medications - 67%; 

b anticonvulsant medications - 22%; 

10 

Estimates of biological interventions (medications and ECT) provided to patients during their in-patient 
admission were tracked through clinical records and pharmacy records. Reviews of clinical charts 
idenofied whether patients were treated with ECT. Pharmacy records provided detailed information on 
the specific pharmacotherapies provided to patients during their admission. These records were based 
on physician orders and were processed on a daily basis. 



4 other medications: 100%. 

Allied heaith interventions": 

+ Dietary: 68%. 

+ Occupational therapy: 77%. 

4 Physiotherapy: 83%. 

4 f sychology: 26%. 

+ Recreation therapy: 85%. 

+ Social work - 85%. 

When language of choice was an issue, that is In-Patient staff were unable 

to adequately provide treatment in French, Francophone patierits (approximately 

10% of the population) joined the Francophone activities and groups offered in the 

Day Hospital. In addition, some patients who, upon discharge, were to be referred 

to the Day Hospital were integrated into Day Hospital programs prior to discharge, 

to ensure ease of transition. In-Patient and Day Hospital teams followed an 

established plan to promote communication and clarify treatment plan issues. 

Finally, family interventions were provided on the Unit and consisted of, as 

needed, couple or family therapy and quarterly Caregiver Support Groups. In 

addition, health teaching was offered to family caregivers and to staff of facilities to 

which patients were to be discharged. Finally, staff provided ongoing informal 

individual caregiver support and psycho education, as needed. 

Estirnates of altied health interventions were tracked through Workload Measurement data, reviewed 
in Chapter 8. 
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Discharae and follow-up care. Consistent with guidelines for services, as 

reviewed in the previous chapter, discharge planning typically began on admission. 

The post-discharge needs of al1 ROH Geriatric Psychiatry In-Patients were 

discussed within the context of KARDEX team meetings and documented on patient 

charts. Initial discussions for a given patient began during the first KARDEX 

meeting after admission. Meetings with patients and caregivers were also part of 

the discharge planning process and centred around identifying changes that 

needed to be made in the home environment to rnaximize optimal health. In 

addition, and as needed, staff liaised with community agencies, sbch as Home 

Care, to facilitate the discharge process and interacted with long-term care facilities 

and/or family physicians to keep them abreast of the patientsJ progress and the 

patients' impending post-discharge needs. Finally, as part of the discharge 

process, discharge summary forms were completed which documented discharge 

needs and ongoing individualized care planning. 

Discharges themselves were typically expected within 50 days. If a patient 

was not released in this time frarne, a review of the circumstances surrounding their 

extended length of stay was conducted when the case was discussed during 

KARDEX. Discharges were deemed appropriate when the patient's condition had 

improved enough to allow safe and efficient continuation of psychiatrie treatment 

in a less resource-intensive setting; when it was clear that the patient's condition 

was chronic or unresponsive to treatment and a transfer to a long terrn care facility 

was necessary; when the patient's medical condition had worsened and the patient 
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needed to be transferred to an acute medical facility; when the patient was no 

longer certifiable and wished to be discharged andlor; when the patient's condition 

would greatly benefit from the specialized expertise of another program and the 

patient accepted such a transfer offered by the given specialized program. 

Follow-up care was routinely provided to al1 patients who resided in, or 

around, the Ottawa-Carleton catchment area. Follow-up care was provided through 

the Out-patient program, Outreach program, or Day Hospital. 

Sumrnary and representativeness of ROH Geriatric Psvchiatrv In-Patient Unit 

To sum, the ROH Geriatric Psychiatry In-Patient Unit, as other 

geropçychiatric in-patient units, provided multidisciplinary care to elderly perçons 

who posed a risk to themselves or others, who could not safely be treated in less 

resource intensive settings, or who could no longer be properly cared for by 

caregivers. As with other geropsychiatric in-patient units, the goals of the ROH Unit 

were to improve clinical and functional status, quality of life, ensure satisfaction with 

treatment, and reduce caregiver burden. These were accomplished through 

rnultidisciplinary interventions that were provided by psychiatrists, nurses, social 

workers, physiotherapists, occupational therapists, recreation therapists, clinical 

dieticians, and psychometrists. Some of the treatments provided included 

biological therapies, individual and group therapies, rehabiiitation and maintenance 

therapies, psycho education, and family interventions. In addition, continuity of 

care was provided as follow-up care for patients who Iived in and around the 

Ottawa-Carleton region. 
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By providing rnultidisciplinary treatment, pre-admission screening, family 

interventions, early discharge planning, and collaboration with comrnunity agencies 

(such as Home Care), the ROH Geriatric Psychiatry In-Patient Unit, as evaluated 

herein, adhered to governmental guidelines (Health & Welfare Canada, 1988; 

Royal College of Physicians of London, 1989). To the extent that the ROH Geriatric 

Psychiatry In-Patient admission criteria, goals, and services were consistent with 

those that have been identified in the literature in reference to geropsychiatric in- 

patient units, results of this evaluation may be generalized to other geropsychiatric 

in-patient units. 



Chapter 4. EPlDEMlOLOGY OF GEROPSYCHlATRY IN-PATIENTS 

Introduction 

The explosive elderly boom, coupled with reductions in available resources, 

have brought into focus the need to characterize geropsychiatry in-patients and to 

identify whether geropsychiatry in-patient prograrns are treating, with fewer 

resources, an aging group that carries a disproportionate load of both psychiatric 

and medical impairments relative to that of their predecessors. ldentifying patient 

characteristics and subsequent dernands on geropsychiatric units is important from 

a service delivery and outcome perspective (Adams 8 Cohen, 1995). With respect 

to service delivery, a treatment program can only provide quality care to the extent 

that it understands the characteristics and needs of its clientele. From an outcome 

perspective, this information is needed to qualify the interpretation of outcorne data. 

This section reviews epidemiological studies that have provided insight into 

the demographic and clinical characteristics of patients who received treatment on 

geropsychiatric in-patient units. A summary of these studies is presented in Table 

5. A secondary goal of this review iç to compare remote and more recent studies 

in an attempt to uncover trends with regard to patient characteristics. In so doing, 

studies that were published over 10 years ago will be contrasted with data from 

studies that were pubiished within the past 10 years. lnsofar as the studies 

reviewed were based on units which were purported to provide rnultidisciplinary 

treatment to severely impaired psychiatric elderly patients, cornparisons across 



Table 5 

Surnrnary of Geropsvchiatq In-Patient Epidemiological Data Published in the Past 10 Years 

Study Study Sample Data Mean Gender Medical Primary Prirnary 
setting size collection age ( % problems diagnosis limitations to 

years (range) female) (%) (%)  generalizability 

Weingaiten 
et al,, 1982 

Gilchrist et 
al., 1985 

Hnrrisoii et 
al., 1988 

AnciIl ci 
al,, 1988 

l oldcr aduli unit, 
1 geropsycliiatiy unit 
(total 38 bcds) 

geropsychiatric unit 
(39 bcds) 

gcropsychiati-ic mit 
(1 5 acute, 64 long- 
term bcds) 

gcropsycliiutiic unit 
(numbcr ol'bcds n/n) 

Zubcnko ci 
al., 1997 

gcropsychintric iinii 

(numbcr of bcds d a )  

75 - affective disordcrs: 37 
- orgmic mental disorders: 18 
- psychotic disorders: 16 
- otlier disordcrs: 28 

n/a - affective disordcrs: 50 
- organic mental disorders: 33 
- psychotic disordcrs: 3 
- otlicr disordcrs: 8 

7 5 - affective disorders: 3 1 
- organic mental disordcrs: 48 
- psychotic disorders: I G 
- oihcr disorders: 5 

n/a - nlkctivc disordcrs: 43  
- orgnnic mcntnl disordcrs: 52 
- psychotic disordcrs: 3 
- oilicr disordcrs: 2 

99 - afictivc disordcrs: 38 
- organic mental disordcrs: 48 
- psychotic disordcrs: 10 
- other disorders: 4 

- confoundcd data 
from non-gcrintric 
unit 

- includcd non- 
clderly patients 

- confoundcd dah 
from long-term cnre 
bcds 

- saniplc biascd 
lownrd nursing 
home paiicnis 

- incliidcd non- 
cldcrly psiicrits 



studies were deemed appropriate. 

Epidemioloav of aero~sychiatn'c in-patients 

Demoara~hics. Most epidemiological studies of geropsychiatric in-patient units 

have reported that these patients were predorninantly women (Gilchrist, Rozenbilds, 

Martin, & Connolly, 1985; Harrison et al., 1 988; Weingarten et al., 1 982; Zubenko et al., 

1997) who were either widowed or divorced (Gilchrist et al., 1985; Harrison et al., 1988; 

Zubenko et al., 1998) and who were admitted directly from their homes (Gilchrist et al., 

1985; Harrison et al, 1988). Only one study did not concur with these conclusions (Ancill, 

Embury, MacEwan, & Kennedy, 1988). Ancill et al. (1 988) reported that the majority of 

their sarnple were males who were admitted from nursing homes. However, despite having 

reported on 106 consecutive admissions to their geropsychiatric unit, Ancill et al. (1 988) 

reported that their sample my have been biased (no explanation for the bias was offered) 

toward nursing home males who presented with behavioura l disturbances. This bias was 

potentially problematic in light of other findings that have reported nursing home 

admissions to comprise only between 2% (Harrison et al., 1988) and 18% (Kunik et al., 

1996) of al1 geropsychiatric in-patient unit admissions and in Iight of the fact that males 

tend to be under represented in nursing homes (Kunik et al., 1996). This suggests that 

Ancill et al.'s (1988) sample was representative of only a minority (males) of a small 

segment (nursing home admissions) of the geropsychiatric inpatient population. Because 

of the distindiveness of their sample, data from Ancill et al.'s (1 988) study will be excluded 

from further discussions in this chapter. 

Cornparisons of data that were reported in remote and more recent studies suggest 
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that patients who were treated 10 years ago (Gilchrist et al., 1985; Weingarten et al., 

1982) were younger than patients on whom studies that were piblished within the past 10 

years were based (Harrison et al., 1988; Zubenko et al., 1997). Specifically, consideration 

of the range of patient ages indicated that the oldest patients on whom remote reports 

were based were 90 years old (Gilchrist et al., 1985). In contrast, the oldest patients on 

whom reports that were published in the past 10 years were based were over the age of 

90 (Harrison et al., 1988), with the most recent report suggesting that some patients 

admitted to these units were over the age of i 00 years (Zubenko et al., 1997). Although 

comparisons of mean ages do not support this trend, as c m  be seen in Table 5, 

differences in mean ages appeared to be a function of the different admission criteria 

across units. That is, units that included the youngest patients also reported relatively low 

mean ages (Weingarten et al., 1982; Zubenko et al., 1997) while a study which included 

only patients over the age of 65 reported the highest mean age for its sample of patients 

(Harrison et al., 1988), This highlights the need for additional studies to provide 

comparisons of demographic data based on patients who were admitted with similar 

admission criteria. 

Psvchiatric orofiles. Reports, as detailed in Table 5,  suggest that the two single 

most common diagnoses applied to elderly psychiatrie in-patients were major affective 

disorders and organic mental disorders. Of the patients who presented with affective 

disorders, the most commonly diagnosed syndromes were depressive disorders, 

accounting for between 84% (Gilchrist et al., 1985) and 94% (Harrison et al., 1988) of al1 

affective disorders. Within organic mental disorders, the most comrnonly applied 
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diagnosis was dementia, accounting for between 54% (Harrison et al., 1988) and 77% 

(Zubenko et al., 1997) of al1 organic mood disorders. Psychotic disorders (e.g. 

schizophrenia) accounted for between 9% (Gilchrist et al., 1 985) and 16% (Harrison et al., 

1988; Weingarten et al., 1982) of diagnoses. Finaily, other disorders, including alcohol 

and substance abuse and other psychoneuroses (e.g. adjustment disorder) were less 

common, usually accounting for less than 5% of al1 diagnoses (Gilchrist et al., 1985; 

Harrison et al., 1988; Zubenko et al., 1997) and usually identified as secondary diagnoses 

to the more common depressions or dementias (Harrison et al., 1988; Weingarten et al., 

1 982). 

Secondary diagnoses were reported in two of the studies that were reviewed 

(Harrison et al., 1988; Weingarten et al., 1982). Estirnates of secondary diagnoses in 

these two studies were slightly discrepant, with Weingarten et al. (1982) reporting that 

46% of their patients presented with concomitant psychiatric disorders, while Harrison et 

al. (1 988) indicated that only 26% of their sample had multiple psychiatric disorders. 

Different sampling criteria, as detailed later in this chapter, likely accounted for the 

discrepant numbers. Despite variations in prevalence estimates, both studies concurred 

that dementia was the most commonly applied secondary diagnosis (usually secondary 

to an affective disorder) accounting for just under 50% of al1 secondary diagnoses in 

Weingarten et a1.k (1 982) study, and slightly over 50% in Harrison et a1.k (1 988) study. 

Various affective disorders, schizophrenic disorders, substance abuse disorders, and 

personality disorders accounted for the remaining proportion of secondary diagnoses 

(usually secondary to a dementia). 
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Comparisons of diagnostic profiles over time revealed some apparent differences. 

Specifically, while studies that were published over 10 years ago clearly indicated that 

affective disorders were more common than other syndromes (Gilchrist et al., 1985; 

Weingarten et al., 19821, studies published within the past ten years indicated that organic 

mental disorders, and in particular dementia, have surpassed affective disorders in 

prevalence (Harrison et al., 1 988; Zubenko et al., 1 997). Since the prevalence of organic 

mental disorders such as dementia increases with age (Jeans et al., 1987), and given that 

the average age of onset for an organic mental disorder was reported to be 72 years 

(Zubenko et al., 1997), an increase in organic mental disorders may reflect an aging 

population. These data might also suggest that, given increased prevalence of dementia 

disorders, geropsychiatric in-patient units are burdened with more complex, chronically 

irnpaired patients. However, in the absence of more detailed clinical data, including 

clinical risk indicators such as suicide or vioIence potential, measures of treatment 

resistance, and assessments of illness severity and/or functional impairments, and given 

that studies have not examined clinical differences behveen demented and non-demented 

patients, conclusions to this end remain speculative. 

Medical ~rofiles. Despite slight variations in numbers across studies, results of 

epidemiological reports suggested that the presence of acute or chronic medical 

conditions in geropsychiatric in-patients is the n o m  (Harrison et al,. 1988; Weingarten et 

al., 1982; Zubenko et al,. 1997). In fact, Zubenko et al. (1 997) reported that the mean 

number of medical problems with which geropsychiatric in-patients presented was 5.6 

(range 0-1 8 problems per patient) and concluded that this population was significantly 
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medically impaired. Studies have conwrred that the most comrnon medical disorders with 

which geropsychiatric in-patients presented were vascular in nature, with prevalence 

estirnates of vascular illnesses ranging from 71% (Zubenko et al., 1997) to 75% 

(Weingarten et al., 1982). Other common medical illnesses that have been identified by 

both Weingarten et al. (1982) and Zubenko et al., (1997) and ordered according to the 

frequency with which the most recent study by Zubenko et al. (1 997) identified them were 

digestive disorders, endocrinelnutritionallmetabolic diseases, musculoskeletal problems, 

diseases of the genitourinary system, respiratory iIlnesses, and haematological disorders. 

Cornparisons of studies published 10 years ago with more recent studies suggest 

that patients who were treated in more recent times were more medically impaired than 

their predecessors. Specifically, Weingarten et al. (1982) reported that 75% of their 

patients presented with significant medical illnesses. Although Harrison et al. (1 988) 

reported similar proportions, the most up-to-date report by Zubenko et al. (1 997) indicated 

that 99% of geropsychiatric patients were admitted with medical problems that required 

some form of intervention. 

Comparing the frequencies of medical diagnoses, other than the most common 

vascular ailments, over time would not be meaningful because rernote and more recent 

studies used different methodologies in their respective classifications of medical disorders 

(Weingarten et al., 1982; Zubenko et al., 1997). Specifically, whereas Zubenko classified 

medical problems according to the [CD-9-CM classification system (International 

Classification of Diseases, 1993). classification of medical problems in Weingarten et a h  

study were not structured according to a designated classification system. Simplifying 
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possible because it 
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prevalence estimates according to ICD-9-CM categories was not 

was unclear which and how rnany cases refiected overlap across 

diagnoses. For example, while Weingarten et al. (1 982) provided separate estimates of 

the number of patients who presented with gynaecologic and urologic disorders, Zubenko 

et al. (1997) grouped these disorders into a single category - genitourinary. In order to 

collapse Weingarten et a1.k data into ICD-9-CM categories, it would be necessary to know 

how many of the same patients presented with each gynaecologic and urologic disorders. 

This concem highlights the need for studies to make use of global diagnostic classification 

systems, as that used by Zubenko et al. (1997), in order to ensure meaningful 

comparisons of medical profiles over time. 

Summary 

To sum, epidemiologiml studies that were reviewed indicated that geropsychiatric 

in-patients tended to be predominantly females who required short-term admissions for 

treatment of depressions andlor dementias which were complicated by multiple medical 

problems. However, in light of reporteci and continued anticipated changes in the 

demographics and clinical profiles of the elderly and given that studies which were 

published in the past 10 years were based on patients that were treated almost (Zubenko 

et al., 1997) or over 10 years ago (Harrison et al., 1988), the need for contemporary data 

on elderly geropsychiatric in-patients is clear. Furthermore, the identification of clinical 

risk data, including suicide potential, violence potential, and history of previous 

hospitalization, would provide important insight with regard to the chronicity and special 

needs of geropsychiatric in-patients. Finally, docurnenting the severity of illness and the 



extent to which patients are impaired by their illness would serve to illuminate patient 

profiles and enhance our understanding of the context under which geropsychiatric in- 

patient treatment is provided. 

Cornparisons of remote and more current studies indicated that patients on whom 

data were reported over a decade ago (Gilchrist et al., 1985; Weingarten et al., 1982) were 

younger, less medically burdened, and not as likely to present with organic mental 

disorders, in particular dementias, as cornpared to studies that were published in the past 

10 years (Harrison et al., 1988; Zubenko et al., 1997). Given the expectations that 

geropsychiatric in-patient units will treat a disproportionate number of patients suffering 

with dementia and given the lack of consideration to diagnostic differences in studies that 

have been published to date, studies are needed to assess the differential burden imposed 

upon these Units by demented patients, as compared to non-demented patients. This 

latter knowledge is important for it may serve to project the demands to which 

geropsychiatric in-patient units will need to respond, to better estimate the burdens under 

which they will increasingly be expected to operate, and to facilitate interpretation of 

outcome data. 

Finally, despite the trends noted, methodological concerns, in particular the use of 

inconsistent admission criteria, render direct comparisons of these studies problematic. 

For example, three of the four studies (excluding Ancill et al., 1988) included data based 

on non-elderly patients (see Table 5) who had been admitted to geropsychiatric units 

(Gildirist et al., 1985; Weingarten et al., 1982; Zubenko et al., 1997). Confounding data 

from elderly patients with data based on younger adults is problematic given expectations 
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that elderly psychiatric in-patients present with special needs distinct from those of their 

younger counterparts. The fourth study (Harrison et al., 1988) confounded data based on 

acute and long-terrn care patients. This is problematic in Iight of recent evidence 

suggesting that long-term care treatment patients are, on average, two years older than 

acute care patients and that they present with different clinicai profiles (Snowdon, 1993). 

As a result. although comparisons of these studies were useful insofar as they provided 

indications of potential differences over time, direct comparisons of remote and current 

acute care geropsychiatric in-patients, who were admitted based on similar admission 

criteria, are needed to verify changes in patient characteristics data over time. 



Chapter 5. OUTCOME OF GEROPSYCHIATRY IN-PATIENT 

TREATMENT 

Introduction 

Outcome and effectiveness research has become a growth industry in the health 

sciences (Clancy & Cooper, 1997). However, outcome studies in mental health have been 

particularly slow to develop (Faurnan, 1989). Treatrnent and methodological issues are 

most commonly cited as the culprits for the scarcity of outcome evaluations of psychiatrie 

treatment programs (Glover, 1990; Jesse & Morgan-Williams, 1987; Turner, 1989). For 

example, from a treatment perspective, multi-disciplinary team work makes it difficult to 

pinpoint those sewices which are effective and those which are less effective. From a 

methodological standpoint, it is often difficult to select appropriate outcome measures 

when the population in question is inarticulate, illiterate, or cognitively impaired. 

Despite these difficulties, political and economic forces dictate that outcome studies 

are necessary to determine treatment impacts and to develop predictive models of 

treatment outcornes and resource utilization. The need for outcome evaluations is 

particularly prominent for geropsychiatric in-patient units which, as a result of fiscal 

restraints and preliminary epidemiological findings, are expected to treat a growing 

population of frail and demented elderly with limited resources and briefer admissions. 

This section will review studies that have attempted to document outcornes of 

geropsychiatric acute in-patient care. Because geropsychiatric in-patient units are serving 

a growing demented population who is expected to be treatment resistant (Gurland, 1996), 

a secondary goal of this review is to examine differences in treatment outcornes between 
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demented and non-demented patients. Although only scant information is provided in 

each study tu make determinations about appropriateness of comparisons across 

programs, insofar as al1 of the prograrns on which outcornes were assessed were 

multidisciplinary in their approach to caring for mostly elderly in-patients, comparisons 

were deemed appropriate. This chapter will subsequently review studies that have 

attempted to identify variables that may serve to identify patients for whorn hospitalization 

is most useful and studies that have attempted to predict length-of-stay. 

Outcomes of aeropsvchiatrk in-~atient treatment 

Although cost reduction efforts have resulted in reduced psychiatric in-patient 

length-of-stays and fewer available resources, and in spite of expectations that 

geropsychiatric in-patient units are catering to a greater demented and possibly more 

severely impaired population, the clinical benefits of in-patient treatment for acutely il1 

elderly patients have not been fully defined. Several early attempts at documenting the 

impacts of geropsychiatric in-patient treatment relied on single item indicators of outcome 

that were abstracted from psychiatric notes in clinical charts (Ancill et al., 1988; O'Connor, 

1987; Weingarten et al., 1982). Based on dichotomous ratings (improvedfnot improved), 

results of these studies indicated that response to geropsychiatric in-patient treatment was 

favourable. However, estimates of response rates in these studies varied, ranging from 

66% (Ancill et al., 1988) to 81 % (O'Connor, 1987). Given that only one of these studies 

(O'Connor, 1987) appeared to provide clinical guidelines for improvement, differences in 

response rates across studies may be due to varying criteria of improvement across 

studies. The use of unstandardized criteria are particularly problematic given the 



retrospective methodologies that were used in these studies. Specifically, because 

psychiatrie notes are often idiosynaatic in style (Coupe, 1988). reviewers in these studies 

may have had to rely on interpretations and inferences when abstracting data from patient 

records which may have introduced a potential bias, most typically toward finding 

improvement (Draper, 1994). These concerns highlight the need for more rigorous 

prospective methodologies, including the use of standardized outcome measures, to 

eliminate the potential of biased abstracting. 

Two research groups have wncentrated their efforts on prospectively assessing the 

impacts of geropsychiatric in-patient treatrnent using standardized tools. Summaries of 

these studies are presented in Table 6". The first group was spearheaded by Zubenko 

(Zubenko, Rosen, Sweet, Mulsant, & Rifai, 1992; Zubenko et al., 1994) while the second 

group was led by Kunik (Bakey et al., 1997; Champagne et al., 1996; Kunik et al., 1996). 

Zubenko's q o u p  The first research group, spearheaded by Zubenko assessed the 

impacts of geropsychiatric in-patient treatment on depressed (Zubenko, et al., 1994) and 

demented (Zubenko et al., 1992) patients. In both studies, patients were selected from 

an acute care in-patient unit of a university hospital. The unit, whose physical environment 

was designed to "facilitate the Gare of frai1 elderly patientsn (Zubenko et al., 1994, p. 9881, 

offered multidisciplinary assessrnent and treatrnent of mental disorders in the elderly. To 

this end, initial attention was focused on the formulation of a comprehensive diagnosis. 

Although other studies have documented outcomes of geropsychiatric care within the context of 
addressing related specific research questions, Le. assessing the efficacy of a specific pharmacological 
intervention for certain groups of patients (e.g. Calkin, Kunik, Orengo, Molinan', 8 Workrnan, 1997) or 
assessing treatrnent impacts on careg'nrers (e.g. Liptzin et al., 1988), only those studies whose prirnary 
purpose was to evaluate outcomes of geropsychiatric treatment are reviewed in this chapter. 



Table 6 
Summary of Pros~ective Geropsvchiatrv In-Patient Qutcome Studies 

Study Setting Sample Inclusion Main Outcorne Main Primary limitations 
size criteria measures findings to generalizability 

Zubenko et geropsychiatry 
al, 1994 unil 

Zubenko et geropsychiatry 
al, 1992 unit 

Bakey et gcropsychiatiy 
al., 1997 unit 

Champagne geropsychiatry 
etal.,1996 unit 

Kunik et gct-opsychiairy 
al., 1996 unit 

205 çldcrlg 
dcpressed 
patients 

120 patients with 
dementios 

7 3 low funciioiiing 
denienicd 
pnlienis 

35 patients with 
pq~cliosis 

4 1 adniissions fiom 
nursing Iionics 

- HDRS 

- I D R S  
- BPRS 

- HDRS 
- BPRS 
- CMAI 

- HDRS 
- BPRS 

- I D R S  
- BPRS 
- CMAI 

- 5 1 % of paiients respond to trentment - non-representative smple 
- overly conservative trcatment 

response criteria 

- MMSE - improvements on al1 measures for - non-representative sample 
- GAS most types of dementins - excluded patients who could 

not pnrticipatc in interviews 

- MMSE - improved symptorns, dcpression, - non-representative snmple 
- GAF funciioniiig 

- MMSE - improved symptoms, depression - non-rcprescntritivc sample 
- CMAI - no significnni differcnccs bctwecn - measures that did not provide 

demetitcd and non-demcnted patients meaningful group cornparisons 

- MMSE - improved sympioms, depression, - non-represcntative sample 
- GN:  funciioning - mcasurcs ihnt did not provide 

- no significant differcnccs bet\vecn meaningful group conipni-isons 
dcmcnted and non-dementcd pntients 

Note. HDRS: Hamilton Depression Rating Scale (Hamilton, 1960) 
BPRS: Brief Psychiatric Rating Scale (Overall & Gorham, 1962) 
MMSE: Mini-Mental State Examination (Folstein, Folstein, & McHugh, 1975) 
GAF: Global Assessrnent of Functioning (APA, 1994) 
GAS: Global Assessrnent Scale (Endicott, Spitzer, & Fleiss, & Cohen, 1976) 
CMAI: Cohen-Mansfield Agitation lnventory (Cohen-Mansfield, Marx, â Rosenthal, 1989) 
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Consistent with the multidimensional approach to treatrnent in geropsychiatric in- 

patient units, patients who were evaluated by Zubenko's group were reported to 

have been treated with pharmacotherapy, individuai and group psychotherapy, and 

behavioural techniques. 

In one study, Zubenko et al. (1994) used the Hamilton Depression Rating 

Scale (Hamilton, 1960) to assess depressed elderly patients' responses to their 

geropsychiatric in-patient treatrnent. Using the criterion of a scale score below 10 

a i  discharge, the customary criterion used for complete response to treatment 

among elderly patients (Georgotas et al., 1986; Hinrichsen, 1992; Reynolds et al., 

1992), 45.9% of patients were categorized as good responders. Another 5.4%. who 

did not score below 10 on the Hamilton Depression Rating Scale but experienced 

at least a 50% reduction in total score, were classified as partial responders. 

Finally, almost half of the patients (48.8%) who did not meet either criteria were 

classified as non-responders. 

Several iines of evidence suggest that the classification scheme used by 

Zubenko et al. (1 994) may have underestirnated patients' treatment responses. 

First, Zubenko et al.'s (1994) patients were treated with cornbinations of somatic 

and psychosocial interventions which, in combination, are expected to have additive 

or synergistic effects (Reynolds et al.. 1992). Despite this, Zubenko et a l 3  findings 

indicated less favourable outcornes than the 60% response rate that are typically 

observed in depressed elderly clinical drug trials (NiH Consensus Conference, 

1992) and the 70%-80% response usually observed with electroconvulsive 
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treatment (Mulsant, Rosen, Thorton, & Zubenko, 1991; NIH Consensus 

Conference, 1992). Zubenko et al.'s (1994) findings also indicated a lower 

response rate than the 72% recovery rate that was reported in a study of elderly 

depressed in-patients who were treated in a general psychiatry ward (Hinrichsen, 

1992), despite the expectations that geropsychiatric in-patient units should be 

better equipped to deal with the special needs of the elderly and therefore may be 

expected to achieve better outcornes (Rivard 8 Potoczny, 1996). Finally, although 

Zubenko et al. (1994) calculation of effect sizes, based on means and standard 

deviations of the Hamilton Depression Rating Scale (Hamilton, 1 %O), indicated that 

patients actually responded very well to treatment (c = .77). 

Closer scnitiny of Zubenko et al.'s (1 994) data suggested that their response 

rate rnay have underestimated treatment impacts because their classification 

scheme was too conservative given the average length-of-stay andlor that their 

outcome criteria did not properly represent their treatment goals. Specifically, at 

least 80% of their depressed patients were treated, in a mean of 30 days, with 

antidepressants andfor neuroleptics. Yet, and as acknowledged by Zubenko et al. 

(1994) the optimal response to antidepressant and neuroleptic therapy is reported 

to ocair 1-2 months after the establishment of optimal doses (Balderssarini, 1985; 

Georgotas et al., 1986; NIH Consensus Conference, 1992). Thus the mean of 30 

days length-of-stay reported by Zubenko et al. (1 994) may not have been sufficient 

to reduce Hamilton Rating Scale for Depression scores to below 10. Indeed, 

Zubenko et al. (1 992) reported that the goal of their short term in-patient treatment 
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program was the "completion of a thorough diagnostic assessrnent and the initiation 

of a comprehensive treatment plann (p. 1490). suggesting that cornplete remission 

should not be the criteria for good outcome. Related, given that the goals of short 

terni psychiatrie in-patient treatrnent are multifaceted (World Health Organization, 

1991), consideration of outcornes other than depressive symptomatology may have 

led to different response classifications. For example, although depressive 

syrnptoms may not have achieved great resolution over the course of treatment, 

significant gains rnay have been achieved in other areas, such as functioning and 

quality of life, al1 of which should be considered in making global determinations of 

outcome. Finally, given that many patients were discharged prior to achieving full 

response status, consideration of the specific symptoms that responded well to 

short term in-patierit treatment and thoçe that did not remit during the admission 

may have enhanced the clinical utility of the study, while follow-up analyses may 

have been useful to identify longer-ten treatment impacts. 

In a second study, Zubenko et al. (1992) assessed the multidirnensional 

impacts of geropsychiatric in-patient treatment in a sarnple of 120 patients with 

dementias (at least 37 of whorn also presented with clinical depression). lncluded 

in the outcorne battery were measures of cognitive impairment (Mini-Mental State 

Exam; Foistein et al., 1 975), psychopathology (Brief Psychiatric Rating Scale; 

Overali 8 Gorham, 1 962), depression (Hamilton Depression Rating Scale; 

Hamilton, 1960), and general functioning (Global Assessrnent Scale; Endicott et al., 

1976). Results of this study indicated that demented patients responded well in al1 
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areas to geropsychiatric in-patient treatment (mean = -38). However, as the 

authors point out, "The interpretation of ...q uantitative assessments of response to 

in-patient treatment is ... lirnited by the exclusion of patients who were unable to 

participate in the assessments at admission or dischargen (p. 1490). The extent of 

this problem was considerable as is reflected in the fact that, with the exception of 

the Global Assessrnent Scale, which could be cornpleted based on observations 

and interviews with significant others, paired observations were missing on upwards 

of 30% of patients. Whether patients who were unable to participate in the 

interviews might have experienced different outcomes is unclear, although it is 

reasonable to assume that patients who were unable to participate in psychiatric 

interviews may also have been unable to participate actively in treatment and rnay 

have, consequently, not benefited as rnuch from treatment. This highlights the 

problem of relying heavily on clinical measures thal require patient cooperation 

when patients are inarticulate or very impaired. 

Kunik'ç group. Kunik and colleagues also explored, using measures similar 

to those used by Zubenko et al. (1992), the multidimensional impacts of 

geropsychiatry in-patient care. In each study, different subsamples of male 

geropsychiatric in-patients who were treated on the same geropsychiatric in-patient 

unit were exarnined (with the exception of Bakey et al. who included 1 female in 

their sample). Specifically, Bakey et al. (1 997) examined treatment impacts in 73 

dernented patients who were rated on the Global Assessrnent of Functioning scale 

(APA, 1994) to be very low functioning. Champagne et al. (1 996) studied 35 
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patients who presented with psychosis on admission (14 for whorn the psychosis 

was secondary to a dementia). Finally, Kunik et al. (1 996) investigated treatment 

impacts in 41 patients who were admitted from nursing homes (1 9 of whorn were 

diagnosed with a dernentia). Patients received multidisciplinary evaluation and 

treatrnent from a team that consisted of geriatric psychiatrists, a geropsychologist, 

psychiatrie nurses, a social worker and a physician assistant. Although al1 patients 

received phanamtherapy, the extent to which they were provided with other non- 

pharrnacologic interventions was not specified. 

Results of these studies indicated that cognitive impairment, as measured 

by the MiniMentâl State Exam (Folstein et al., 1975) was not significantly affected 

by treatment. However, significant improvements were noted in psychopathology 

and general functioning. Mean effect sizes for the common measures of 

psychopathology across these studies, the Hamilton Depression Rating Scale 

(Hamilton, 1960) and the Brief Psychiatric Rating Scale (Overall 8 Gorham, 1962) 

ranged frorn f = .18 (Champagne et al., 1996) to p= -44 (Bakey et al., 1996). Effect 

sizes for the measure of functioning that was common in two of these studies, the 

Global Assessment of Functioning scale (APA, 1994), indicated slightly greater 

effects, ranging from f = -29 (Kunik et al., 1996) to = -58 (Bakey et al., 1996). 

Thus, m i l e  studies in this group reported similar conclusions, the size of treatment 

impacts varied across the different patient samples. Variability in effect sizes may 

also reflect that, despite having been treated on the same geropsychiatric in-patient 

unit, patients across these studies may have received different treatment 
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opportunities. However, la& of information in these studies makes it impossible to 

fully appreciate what treatments were provided to the patients, highlighting the need 

for outcome studies to provide more detailed descriptions of treatment protocols. 

Further, although these studies reported relatively low rates of non-participation 

(compared to Zubenko et a1.k 1992 study), concerns regarding the use of clinical 

tools that require patient participation in clinical interviews may also apply to these 

studies. 

Two of the studies reported by Kunik's group also compared outcomes for 

demented and nondemented patients (Champagne et al., 1 996; Kunik et al., 1 996). 

Although the generalizability of the findings to demented and non-demented 

geropsychiatric in-patients may be iimited due to the specific subsamples that were 

used in these studies, results of these cornparisons indicated that the only measure 

upon which the groups differed significantly was the Cohen-Mansfield Agitation 

lnventory (Cohen-Mansfield et al., 1989). In this regard, demented nursing home 

patients demonstrated greater reductions in agitation than their non-dernented 

counterparts (Kunik et al., 1996)". However, this finding is unremarkable given that 

demented patients were admitted with high levels of agitation while agitation was 

not a common experience of non-demented patients. This suggests that the 

Champagne et al. (1 996) reported that demented and nondemented patients change scores were 
signficantiy difFerent for the Anergia subscale of the Brief Psychiatrie Rating Scale (Overall & Gorham, 
1962), however, their reported mean change scores and standard deviations of change (-1.2 2 5.6 and 
-.8 + 3.1) and sutsequent &value (reported and confirmed to be -27) should not have led to a rejection 
of their nul1 hypothesis. 
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measures used in these studies may not have been appropriate tools on which to 

base group comparisons. 

Lack of significant differences between dernented and non-demented 

patients on the remaining rneasures in these studies is surprising given that another 

study which compared outcomes of demented and non-demented patients who 

were treated on a general psychiatry unit of a general hospital concluded that the 

nondemented elderly were twice as likely to respond well to treatrnent as demented 

patients (Draper, 1994). Clinical trial data also suggests that although many 

psychiatrie iltnesses in the elderly are quite responsive to treatment, including mood 

disorders (Georgotas et al., 1986; Mulsant, Rosen, Thorton, & Zubenko, 1991 ; NIH 

Consensus Conference, 1992) and psychotic disorders (see Lacro, Pharm, Dilip, 

& Jeste, 1997 for a review), and despite the finding that some of the behavioural 

symptorn and syndromes that often accompany dementia have been found to 

respond well to pharrnacologic and psychosocial treatments (Jenike, 1 985; 

Reynolds, Perel, Kupfer, Zimmer, Stack, & Hoch, 1987; Wragg & Jeste, 1989), no 

effective treatrnents for arneliorating the symptoms of cognitive impairment 

associated with a dernentia have been reported (Gurland, 1996). Thus, general 

prognosis for patients with dementia was expected to be less favourable than for 

non-demented patients, suggesting that closer scrutiny of Champagne et a l 3  

(1 996) and Kunik et al.'s (1 996) data were warranted. 

Closer examination of the data that were provided by Champagne et al. 

(1996) and Kunik et al. (1996) indicated that with the exception of cognitive 
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impairment (based on the Mini-Mental State Exam; Overall & Gorharn, 1962) which 

reflected minimal dysfunction from the outset, non-demented patients improved 

significantly in al1 areas. In contrast, although demented patients presented with 

high Mini-Mental State Exam (Folstein et al., 1975) scores on admission, 

improvement over time was not significant. However, results of these studies 

indicated that demented patients did experience significant improvements in 

depressive syrnptoms (the Hamilton Depression Rating Scale; Hamilton, 1960) 

agitation (the Cohen-Mansfield Agitation Inventory; Cohen-Mansfield et al., 1989), 

and overall functioning (the Global Assessrnent of Functioning scale; APA, 1994). 

Finally, although overall psychopathology was reported to have improved 

significantly in dernented nursing home patients (Kunik et al., 1996), no significant 

gains were noted in demented psychotic patients (Champagne et al., 1996), a 

finding which corroborates clinical dmg trial findings that psychosis confers a worse 

prognosis on demented patients (Drevets & Rubin, 1 989; Rosen & Zubenko, 1991 ; 

Zubenko & Moosçy, 1988). These finding are consistent with clinical drug studies 

(Gurland, 1996, Jenike, 1985; Reynolds et al., 1987; Wragg & Jeste, 1989) in 

suggesting that the behavioural symptoms and syndromes associated with a 

dementia may respond well to treatment but that cognitive impairment and overall 

psychopathology rnay be more treatment resistant. These data further suggest that, 

despite Kunik et al.3 group having reported non-significant group differences. 

response to treatment was in fact not uniforrn across demented and non-demented 

patients. 
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Lack of significant group differences reported by Champagne et al. (1996) 

and Kunik et al. (1996), despite some differences in treatment outcomes in 

demented and non-demented patients, rnay be attributable to the use of measures 

that rnay not have provided meaningful comparisons across diagnostic groupings. 

Indeed, given that cognitive impairment was uncornmon in non-demented patients, 

comparing treatment effkacy for these patients using a tool such as the Mini-Mental 

State Exam (Folstein et al., 1975) rnay not be meaningful. Sirnilarly, syndrome 

specific measures such as the Hamilton Depression Rating Scale (Hamilton, 1960) 

and the Cohen-Mansfield Agitation lnventory (Cohen-Mansfield et al., 1989) are 

designed to detect rninimally important changes that are unique to the condition but 

do not permit cornparisons across conditions as well as generic measures (Clancy 

& Cooper, 1997). In contrast, the Global Assessment of Functioning scale (APA, 

1994) and the Brief Psychiatric Rating Scale (Overall & Gorham, 1962) are more 

generic measures of outcorne. However, because the Global Assessment of 

Functioning scale (APA, 1994) correlates highly with measures of both illness 

severity and functioning, its validity as an independent measure of functioning and 

its ability to detect subtle changes and group differences in specific areas of 

fundioning may be inadequate (Roy-Byme, Dagadakis, Unutzer, & Ries, 1995). To 

this end, and because cognitive impairment would be expected to impede specific 

facets of functioning (such as ability to perform activities of daily living or social 

functioning), more specific measures of functioning rnay have resulted in significant 

group differences. Sirnilarly, outcornes based on the Brief Psychiatric Rating Scale 
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(Overall & Gorham, 1962) may have questionable validity because the scale 

requires raters to judge both the frequency and intensity of symptoms to adequately 

select levels of severity which may render it "ambiguous and diffïcult-to-use" (Roy- 

Byrne et al., 1996, p. 349). Indeed, examination of inter-rater reliability estimates 

in two of the studies that have corne out of Kunik's research group have indicated 

relatively low (-60) inter-rater reliability estimates for the Brief Psychiatrie Rating 

Scale (Bakey et al., 1997; Kunik et al., 1996). Thus, the possibility that significant 

group differences migh! have been found had more meaningful and sensitive 

outcome measures been used cannot be ruled out. 

Surnmarv of outcorne studies. To sum, two research groups have 

concentrated on assessing and documenting outcornes of geropsychiatry in-patient 

care. Results that have come out of both groups have indicated that outcome of 

geropsychiatric in-patient treatment is favourable. Calculations of mean effect 

sizes, based on measures of psychopathology and functioning in these studies, 

indicated moderate effects in Kunik and colleagues' use of psychotic, low 

functioning demented, and patients admitted from nursing homes (M r2 = .35) and 

even greater effects when Zubenko and his colleagues assessed impacts in 

depressed and demented patients (M r2 = -57). However, improvement in cognitive 

impairment was reported only by Zubenko et al. (1992). Differences in study 

findings and effect sizes are most likely attributable to a combination of factors, 

including the use of specific samples in Kunik's group that may not be 

representative of other geropsychiatric in-patients, the high rate of missing data in 
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Zubenko et a1.k (1994) study which rnay have biased findings, and different 

treatment opportunities. Finally, it was suggested that since psychiatric illnesses 

would not be expected to remit over the course of a short-term hospitalization, 

consideration of residual syrnptoms and long-terrn treatment impacts rnay have 

enhanced the clinical utility of these studies. 

Results of the two studies that have provided comparisons across different 

diagnostic groups suggested that demented and non-demented patients did not 

differ significantly in their response to treatment (Champagne et al., 1996; Kunik et 

al., 19%). However, closer analyses of their findings indicated that the prognosis 

for demented patients in terms of psychopathology and cognitive impairment was 

not as favourable as that of non-demented patients and suggested that lack of 

significant group differences in these studies rnay have been attributed to the use 

of inappropriate outcome measures. While comparisons of effect sizes across 

Zubenko et al.'s studies (Zubenko et al., 1994; Zubenko et al., 1994) may have 

been useful in deterrnining the relative impact of treatment for demented versus 

non-dernented (depressed) patients, the inclusion in Zubenko et al.'s (1994) of 

depressed patients who rnay have had a secondary condition of dementia did not 

allow for clear diagnostic distinctions. Moreover, had such analyses been 

meaningful, the only common rneasure used in their two studies was the Hamilton 

Depression Rating Scale, a measure of depression which would not capture the 

disease-specific changes in dementia symptoms. These limitations highlight the 

need for studies to provide direct comparisons of geropsychiatric demented and 
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nondemented patients using outcome indicators that are appropriate for patients 

with a wide range of diagnoses and clinical presentations (Burlingame, Lambert, 

Reisinger, Neff, & Mosier, 1995) and which are Iikely to accurately refled program 

goals. To this end, comprehensive outcome packages should include, in addition 

to the clinical and functional measures included in some of the outcome studies 

reviewed herein, measures of quality of life and satisfaction with treatment (Graham 

et al., 1994; World Health Organization, 1991). 

Variables that influence outcome of aeropsvchiatric in-patient treatment 

As reviewed above, response to geropsychiatric in-patient treatment is less 

than unanimous (not al1 patients respond well to treatment). Such variability in 

treatment outcomes within a cost-conscious mental health environment (wherein 

fiscal restraints dictate that not al1 who may require hospitalization will receive it), 

highlights the need to identify those patients who are most likely to benefit from in- 

patient care. 

Only two studies were identified in the geriatric literature that endeavoured 

to identiw the variables that would predict outcome of psychiatric in-patient care 

(Lyons et al., 1995a; Zubenko et al., 1994). Zubenko et al. (1994) developed a 

multivariate model to identiw which of a number of sociodemographic (n=7) and 

clinical ( n= l l )  variables contributed to the prediction of therapeutic responses to 

geropsychiatric treatrnent among depressed elderly in-patients? They also 

14 

A bnef description of the program was provided in the previous section. 
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included, as potential predictors, the treatrnent variables length-of-stay and use of 

electroconvulsive therapy. Response to treatment was evaluated using discharge 

Hamilton Depression Rating Scale (Hamilton, 1960) scores. As reviewed in the 

previous section, patients whose discharge Hamilton Depression Rating Scale 

(Hamilton, 1960) score was lower than, or equal to, 10 were categorized as 

responders (n=94), while those whose admission-discharge scores changed by 

over 50% but did not reach 10 were listed as partial responders (n=l l ) .  Al1 other 

patients were categorized as nonresponders (n=100). Zubenko et al. (1 994) used 

a logistic regression technique to identify a best-fitting mode1 to predict the 

assignment of patients to the response and nonresponse categories (eliminating 

partial responders). 

Results indicated that being black, having better cognitive functioning on the 

Mini Mental Status Examination (Folstein et al., 1975), having fewer medical 

problems on admission, receiving treatment with ECT, and shorter hospitalization 

were associated with a better response to in-patient treatment. The variables that 

did not predict treatment outcome for depressed patients in this study included 

clinical indicators of illness severity, such as suicide potential and severity of 

symptoms on admission. 

Zubenko et al. (1 994) suggested that depressed Caucasians responded less 

favourably to treatment because they had better insurance coverage and had 

received, as outpatients, more vigorous antidepressant treatment, resulting in a 

higher proportion of patients who presented with treatment-resistant depressions. 
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Although direct measures of treatment resistance were not employed in this study, 

Zubenko et al.% theory is consistent with studies that have suggested that patients 

who present with treatment resistant psychiatric illnesses are less Iikely to 

experience favourable treatment outcornes (Bonner 8 Howard, 1995). Zubenko et 

al. (1994) also offered a couple interpretations for why cognitive functioning and 

medical burden were important predictors of outcome. They suggested that 

patients who presented with cognitive dysfunction may have been in the early 

stages of a degenerative brain disorder, namely dementia, and that perhaps the 

presence of a dernentia was what contributed rnost to outcome. They alternately 

suggested that patient characteristics, such as cognitive and medical dysfunction, 

interfered with patients' ability to participate in, and subsequently benefit from, the 

psychosocial interventions. However, given that they did not provide a measure of 

degree of participation in treatment, nor did they screen patients for dementia, they 

were not abla to test these hypotheses. Finally, although the treatment related 

variables, length-of-stay and use of electroconvulsive therapy, were useful in 

predicting treatment outcome, they would not be useful in identifying, prospectively, 

patients who are likely to benefit the most from hospitalization. 

Although the generalizability of the results of Zubenko et al.'s (1 994) study 

may be limited, due to their exclusion of patients who did not have a depressive 

disorder, and despite the fact that the classification system that they used to 

categorize patients as responders or non-responders rnay have been overly 

conservative (as discussed in the previous section), this study was the first to 
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identify patient characteristics that might be important in making determinations 

about whether a patient is likely to benefit from geropsychiatric in-patient treatment. 

A second study (Lyons et al., 1995a) went beyond that of Zubenko et al. 

(1 994) by including a heterogeneous group of patients and making use of predictors 

that reflected patient characteristics believed to impact on decisions to admit 

patients and the subsequent course of in-patient treatment. Patients that were 

inctuded in the study represented various diagnostic groupings and three separate 

treatment units, including an older adult (minimum age requirement of 55 years) 

program in-patient unit and two general adult unitd5. Treatment outcomes were 

assessed using several measures. Depressive symptomatology was assessed 

using the Hamilton Depression Rating Scale (Hamilton, 1960) and the self-rated 

Geriatric Depression Scale (Yesavage, Rose, 8 Lapp, 1981 ). lmpaired cognitive 

functioning was assessed using the Brief Cognitive Rating Scale (Reisberg & 

Ferris, 1988) and the Mini Mental Status Examination (Folstein et al., 1975). 

Finally, severity of psychiatrie behaviours were assessed using the Brief Psychiatric 

Rating Scale (Overall & Gotham, 1962). A total of nine predictors, were examined: 

suicide potential, violence potential, level of self care, medical complications, 

presence of substance abuse, social complications, participation in treatment, 

severity of symptoms, and premorbid level of dysfunction (as a measure of 

treatment resistance). 

15 

No program descriptions were offered. 
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Lyons et ai. (1995a) reported that patients' levels of activities of daily living 

functioning on admission, medical complications, participation in treatment, and 

premorbid fevel of dysfunction were all signifiant predictors of clinical outcome. 

However, directions of relationships and the magnitude of respective relationships 

were not provided, nor was it made clear what outcome these variables irnpacted 

on. In fact, in the context of elaborating on directions and magnitudes of specific 

relationships, Lyons et al. (1 995a) reported that a higher rating for suicide potential 

predicted a worse outcome on the Hamilton Depression Rating Scale (Hamilton, 

1960); a more impaired level of self-care predicted a worse outcome on the Mini- 

Mental State Exam (Folstein et al., 1975); higher levels of substance abuse 

complications predicted worse outcome on the Geriatric Depression Scale 

(Yesavage et al., 1981 ) and; a higher rating for social complications was associated 

with a worse outcome on the Brief Cognitive Rating Scale (Reisberg & Ferris, 

1988). Even more wnfusing, the authors identified predictive relationships in their 

discussion that did not concur with those that had been reported in their results, 

including the addition of yet another potentially significant predictor of outcome, 

severity of symptoms. Results of this study, then, implicated at least some of the 

following as predictors of treatment outcorne: activities of daily living, medical 

complications, premorbid level of dysfunction, suicide potentiai, substance abuse 

cornorbidity, social complications, severity of symptoms, and participation in 

treatment. 

Although Lyons et al. (1 995a) reported that they analysed their data using 
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regression techniques, they presented no statistical evidence of relationships other 

than simple correlations, rnaking it impossible to decipher from their data which of 

their cornpeting findings should be given more credence. Moreover, although 

Lyons et al.'s (1995a) study is credited with highlighting the importance of 

understanding clinical factors that impact on geropsychiatric treatment outcome, 

they offered no conceptual explanations for their selection of variables or their 

findings. However, to the extent that participation in treatment was predictive of 

treatment outcome, their findings provided partial support to Zubenko et a1.k (1 994) 

contention that participation in treatment is important in determining patient 

outcomes. 

Given confiicting results, and because Lyons et al. (1 995a) did not examine 

the potential mediating influence of participation in the patient characteristics- 

treatment outcome relationship, additional examinations of these relationships are 

warranted. Moreover, given that geropsychiatric in-patients present with special 

needs, including, for example, high levels of comorbid medical problems (Zubenko 

et al., 1997) and high rates of dementia (Harrison et al., 1988; Zubenko et al., 1997) 

that may wmplicate treatment outcomes, the generalizability of Lyons et ale's 

findings (which were based on data that were combined data from patients who 

were treated on an older in-patient unit and two general non-age segregated units) 

to geropsychiatric in-patients is questionable. This further highlights the need for 

replications of this study and suggests that this be done using a more 

homogeneous sample of geropsychiatric in-patients. 
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Summarv of studies that have ~redicted treatment outcomes. To sum, 

predictive models are needed to identify patients who might benefit the most from 

hospitalization. Using geropsychiatric depressed in-patients, Zubenko et al. (1 994) 

concluded that patients who were treatment resistant, medically burdened, and 

cognitively impaired experienced relatively poor outcomes. Although Zubenko et 

al. (1994) concluded that being cognitively impaired may have been indicative of 

having a dementia and that the combination of being cognitively and medically 

impaired rnay have impeded participation in treatment, additional studies, using 

more representative geropsychiatric in-patient sarnples were needed to verify the 

generalizability of these findings and validate these hypotheses. 

Lyons et al. (1995a) considered patients with diagnoses other than 

depressions, and they included a measure of participation in treatment in their 

attempt to predict multifaceted outcomes in patients who were treated on 

geropsychiatric in-patient units and general psychiatrie wards. Lyons et al. (1 995a) 

ccncurred with Zubenko et al. (1994) that medical burden, participation in 

treatment, and treatment resisiance were important predictors of treatment 

outcorne. Lyons et al. (1 995a) also identified other clinical factors that might predict 

outcorne of geropsychiatric in-patient treatment, including suicide potential, violence 

potential, level of self care, presence of substance abuse, social complications, and 

severity of syrnptoms. 

Discrepant results with regard to the importance of certain predictors and 

methodological wncems in Lyons et al.'s (1995a) study suggest that the predictive 
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utility of the clinical factors identified therein merits further investigation. Further, 

although Zubenko et al. (1 994) suggested that the relationship between clinical 

factors in depressed elderly and treatment outcorne were related to dementia status 

and participation in treatment, these hypotheses were not directly assessed by 

either study and require further consideration in diagnostically heterogeneous 

geropsychiatric in-patients. 

Variables that ~ r e d i c t  erero~svchiatric in-~atient resource utilization 

Today's health care system is experiencing a shift toward prospective 

funding, wherein hospitals are to receive funding based on the numbers and types 

of cases that they serve, rather than providing an annual global budget. The result 

has been an increased interest in predicting pcychiatric impatient resource use, or, 

more typically, length-of-stay16. Predicting length-of-stay among elderly 

geropsychiatric patients is a particular local concern given that the elderly currently 

consume over half of al1 mental health beds in the Ottawa-Carleton area (Ministw 

of Health, 1994) and that their need for geropsychiatric in-patient treatment is 

expected to grow as the elderly population continues to boom. Clinically, projecting 

length-of-stay may assist programs in providing interventions that may ensure 

optimal treatment responses with the most efficient length-of-stays. 

Only one study has attempted to examine variables that predicted resource 

While the actual cost of treatrnent is the ideal criterion for assessing resource use, because Canadian 
hospitals do not record case-specific costs (and US hospitals are more Iikely to record patient charge 
data than cost data), it has become standard practice to use length-of-stay as a proxy for resource 
utilkation (Halpine & Ashworth, 1994). To this end, the correlation between length-of-stay and cost 
of care has been reported to be as high as .96 (Stoskopf & Horn, 1991). 
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use for elderly psychiatrie in-patients (Lyons et al., 1995a). As reviewed above, 

Lyons et al.% (1995a) sample consisted of elderly patients who were treated on an 

older adult (minimum age requirement of 55 years) in-patient unit or two general 

adult units. The variables used to predict length-of-stay were as identified above 

in relation to predicting treatment outcome and included suicide risk, danger to 

others, activities of daily living, substance abuse comorbidities, medical burden, 

social factors, severity of symptoms, premorbid level of dysfunction, and 

participation in treatment during the first week of admission. 

Using these nine predictors, Lyons et al. were able to account for only 9% 

of the variability in length-of-stay. Two of the nine predictors contributed 

significantly to the prediction model, substance abuse and severity of symptoms. 

Specifically, lower levels of substance abuse and being more symptomatic on 

admission predicted longer length-of-stays. Further, although a significant zero- 

order correlation was found between level of self-care and length-of-stay, this 

predictor did not contribute significantly to the multivariate prediction model. When 

only patients who were discharged to their homes were considered, the proportion 

of explained variability in length-of-stay increased to 23%, with results suggesting 

that the most important predictors in this model were medical complications, 

premorbid level of functioning, substance abuse, participation in treatment, and 

severity of symptoms. That is, patients who were active participants in treatment 

and who presented with greater medical problems and severity of symptoms on 

admission, relatively high dysfunction in the year preceding admission, and no 
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Although social complications, suicide risk, and violence potential did not 

contribute to either of Lyons et a1.k (1995a) predictive rnodels, studies using al1 

nonelderly patients suggest that they merit further consideration with the elderly. 

Specifically, although Lyons et al. concluded that social complications (based on 

spewlations of what the patients' home life was like) did not predict length-of-stay, 

the relationship between social support, typically operationalized as marital status, 

and length-of-stay, has been well docurnented in the non-elderly (Stoskopf & Horn, 

1992). To this end, studies have found that being married may result in clinicians 

discharging sooner because the patient has support for care at home. However, 

marital status may not be very relevant to the elderly, many of whom may be 

widowed and living with other relatives (e-g. children) or married but living away 

from their spouse (Le. in a long-term care facility). Given this, a rneasure that may 

be more appropriate in predicting length-of-stay for the elderly than social 

cornplexity or marital status rnay be consideration of whether the patient lives alone 

or whether she lives with others (a spouse, other family members, or in a long-term 

care facility). Similarly, although suicide risk and violence potential did not predict 

length-of-stay in Lyons et al.'s (1995a) study, their potential as indicators of 

treatment cornplexity and their relationship to length-of-stay in studies that have 

used non-elderly patients (Lyons et al., 1995b; Munley et al., 1977; Schwab & 

Lahameyer, 1979) suggest that they require further consideration with the elderly. 

Methodological concerns with Lyons et al.'s (1 995a) study further suggest 

that additional studies are needed to elucidate the variables that predict length of 
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geropsychiatric in-patient admissions. To begin, as reviewed earlier, combining 

results of patients who were treated on two general units with those who were 

treated on a geropsychiatric in-patient unit may, due to the special needs of the 

elderly, limit the generalizability of Lyons et al.'s (1995a) findings to other 

geropsychiatric inpatient units. Moreover, the inclusion of a predictor that was not 

likely to be based on data that was available on admission (participation in 

treatment) may Iimit the utility of Lyons et al.'s (1 995a) findings to a prospectively 

funded system. Sirnilarly, although Lyons et al. (1995a) reported that increasing 

patient homogeneity by grouping patients according to post-discharge residence 

resulted in greater predictability of length-of-stay, the utility of this categorization 

may be limited in a systern of payment that requires prediction of length-of-stay 

based on data that are availabie on admission. In contrast, based on the 

assumption that dernented patients are less likely, due to the irreversibility of their 

illness, to benefit from prolonged hospitakation (Snowdon, 1993) and given that 

studies in general psychiatric in-patient units have reported that patients with 

dementias tend to be treated with relatively short length-of-stays (Conweil et al., 

1989; Draper, 1994; Snowdon, 1993), consideration of whether a patient presented 

with a dementia may have increased the prospective feasibility and predictability 

of length-of-stay in Lyons et a1.k (1995a) study. 

Summarv of s t u d ~  that attem~ted to predict length-of-stav. To surn, although 

the generalizability of Lyons et a1.k (1 995a) findings to geropsychiatric in-patient 

units may be limited, they reported that several clinical variables interacted to 
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predict 9% of the variability in length-of-stay for patients who were treated in 

general and age-segregated psychiatric in-patient units. To this end, impaired 

activities of daily living, high levels of medical complications, poor premorbid level 

of dysfunction, substance abuse comorbidity, severe symptoms, and good 

participation in treatrnent were al1 predictive of longer length-of-stay. However, it 

was suggested that a predictive rnodei based on variables that were not available 

on admission, such as participation in treatment, was not useful for a prospectively 

funded system. Moreover, given that studies using non-elderly patients have 

implicated risk of suicide, violence potential, and social situation in the prediction 

of lengthaf-stay, additional studies to examine their utility with geriatric in-patients 

are warranted. Of particular relevance to the elderly, with regard to the latter, is 

whether they live alone or with others. Further, although classifying patients 

according to their post-discharge residence improved the predictability of length-of- 

stay by 14%. a more appropriate means of improving predictability, given the 

population and the need for data that are available on admission, may be to 

consider patients' dernentia status. These considerations suggest that predicting 

mental health utilization in the elderly is likely a complex task and that evaluations 

endeavouring to undertake this task should examine the combined influences of 

diagnostic, clinical, and demographic variables. 



Chapter 6. IMPACT OF GEROPSYCHIATRY IN-PATIENT 

TREATMENT: CAREGlVER RESPONSE 

As a result of deinstitutionalisation, the role of caregivers has gained 

prominence in the mental health literature over the past 35 years (Loukissa, 1995). 

The reason behind this increased interest stems from the belief that community- 

based movements and increased pressure toward shorter in-patient admissions are 

forcing farnilies not only to provide basic caregiving services but also to handle 

disruptive symptoms that did not get resolved during hospitalization (Pepper & 

Ryglewiu, 1984). In this regard, consideration of caregivers of the elderly mentally 

il1 is particularly important for two reasons. First, as the elderly mentally il1 

population continues to explode in proportion to the elderly boom, su too will the 

need for informal caregivers to assume respons ibility for their frai1 relatives. 

Second, studies suggest that caregivers of the mentally il1 elderly experience 

disproportionate numbers of problems associated with caring for their family 

member (Grad & Sainsbury, 1963) and that caring for a demented elderiy relative 

may be particularly stressful (Brody, 1989; Farran, Keane-Hagerty, Tatarowitz, & 

Scorza, 1993; Grad & Sainsbury, 1963). Some of the more common problems that 

caregivers experience as a consequence of the stress associated with caregiving 

include physical, financial, and emotional strain (D. Cohen & Eisdorfer, 1988; 

Schultz et al., 1 988). These strains have been collectively called caregiver burden 

(Loring Crispi, Schiaffino, & Berman, 1997). 

In response to increased awareness of caregiver burden, a growing literature 
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has ernerged which suggests that farnily caregivers who participate in psycho- 

educational groups (Falloon & Pederson, 1985; Kane, DiMartino, & Jimenez, 1990; 

Sidley, Smith, & Howell, 1991) and support groups (Goynea, 1990; Kane et al., 

1990) experïence significant reductions in caregiver burden. More recently, and as 

a result of a shift in mental health treatment paradigms emphasizing the need for 

professional and farnily collaborations and stressing open communication, shared 

decision-making, and ongoing support (Bernheim, 1990), studies have also begun 

exploring the potential of professional support provided within the context of a 

relative's treatment program in reducing caregiver burden (Reinhard. 1994). Within 

this context, professional support is operationalized as ongoing formal and informa1 

interventions distinct from structured support groups, and including brief 

communications, the provision of educational materials, and structured family 

meetings (Reinhard, 1993). As exemplified by Reinhard (1 994), support rnay be 

instrumental, as when staff provide families with "practical techniques for dealing 

with aberrant behaviours" (p. 80) or the provision of psychoeducation (Gerace, 

1988). Support may also be affective, as when staff provide "empathy and respect 

for the family's concerns and opinions regarding the patientsJ ongoing 

rehabilitationn (Reinhard, 1994, p. 80). The assumption behind the promotion of 

professional support is that family members are competent persons who may lack 

the necessary information and support to successfully cope with their caregiving 

responsibilities and that by promoting staff-family collaborations, caregiver needs 

will be addressed, caregiver capacities will be strengthened (Bernheim, 1990), and 
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will be reduced (Reinhard, 1993). To date, however, the evidence to 

these clairns is weak. 

A preliminary correlational study provided only partial support to the 

hypothesis that caregivers of the mentally il1 benefit from the support provided by 

mental health professionals during the course of their relative's treatment 

(Reinhard, 1994). Reinhard (1 994) studied 94 caregivers of severely mentally il1 

persons (mostly schizophrenics) who were enrolled in a community-based 

rehabilitation program. The Professional Support scale (Reinhard, i 994) was used 

to assess the extent to which caregivers perceived that they had received different 

types of instrumental and affective support from staff. The Burden Assessment 

Scale (Reinhard, Gubman, Horwitz, & Minsky, 1994) was used to assess 

caregivers' objective and subjective burden. Reinhard failed to find a significant 

predictive relationship between support and either overall or subjective burden. 

However results indicated that specific facets of professional support (Le. practical 

advice) selectively predicted caregivers' objective burden. The author concluded 

that practical advice on managing disruptive behaviours reduced objective, but not 

subjective burden. 

Because Reinhard's (1994) study did not provide a baseline measure of 

burden, statements regarding the efficacy of professional support in reducing 

objective burden were premature. In addition, lack of a pre-treatment assessrnent 

does not rule out the possibility that non-significant relationships between support 

and overall objective and subjective burden were a function of low caregiver burden 
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scores being low prior to treatment, a situation which may have created floor effects 

that did not permit for adequate variability in scores when caregivers were 

assessed. Additionally, because caregivers of  elderly psychiatric in-patients have 

been reported to experience a disproportionate amount of burden associated with 

their caregiving role (Grad & Sainsbury, 1 9631, the generalizability of Reinhard's 

findings to burden experiences of caregivers of elderly geropsychiatric patients is 

suspect. Related, given the potential for differences in burden experiences as a 

function of the patients' demographic and clinical status, it stands to reason that the 

impact of different types of professional support on burden in caregivers of the 

elderly might differ from impacts observed in caregivers of non-elderly patients. In 

particular, given the propensity for subjective burden in caregivers of the demented 

elderly, including the need to make adjustments in their attachment relationship to 

their il1 relative, modifying their needs and opportunities both for emotional 

closeness, and preparation for their relative's death (Mullen, 1992; Ronch, 1989), 

these caregivers rnight be expected to be particularly responsive to affective types 

of support. 

Only one study has ernpirically assessed changes in caregiver burden 

associated with psychiatric in-patient treatrnent of an elderly relative (Liptzin et al., 

1988). Liptzin et al. (1 988) examined caregiver burden in 11 relatives of elderly 

patients with dementias and 27 relatives of depressed elderly patients. 

Assessrnents of caregiver burden, based on the Burden Interview (Zarit, Reever, 

8 Bach-Peterson, 1980; Zarit, Todd, & Zarit, 1986), were made when the care 
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and two months post-discharge. Liptzin et al. 

depression is a treatable illness and dementia 

is usually irreversible, depressed patients would improve more during 

hospitalization and that their relative's burden would be correspondingly reduced. 

Liptzin et al. (1988) found no significant differences in overall level of 

caregiver burden in relatives of patients with depression versus dernentia on 

admission. However, closer scrutiny of scores on admission revealed that 

caregivers of demented patients reported higher levels of stress on 12 of the 19 

burden itemst7. Assessments at discharge confirmed that depressed patients 

experienced significantly greater clinical irnprovements than demented patients. 

Yet, despite differences in patient outcornes, caregivers of demented and 

depressed patients did not differ significantly in terms of overall burden scores at 

follow-up, nor did either group experience significant reductions in overall burden 

from admission to follow-up. However, more detaiied examinations of individual 

burden items at follow-up revealed that, compared to caregivers of demented 

patients, caregivers of depressed patients experienced significantly more burden 

with respect to the individual items pertaining to feeling guilty about interactions 

with the relative, being angry about interactions with the relative, being afraid of the 

future for the relative, and causing a negative effect on their relationships. Further, 

within group comparisons from admission to follow-up reveaied that a greater 

Analyses to assess significance of group differences for indehidual burden items were not performed 
and could not be cornputed based on the limited data (rneans) that were provided in the report. 
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number of selective burden items improved significantly in the demented, as 

compared to the depressed group. Liptzin et al. (1988) wncluded that since 

caregivers of demented patients appeared to experience greater reductions in 

burden, despite the finding that depressed patients responded more favourably to 

treatment, factors other than improvernent were responsible for differences in 

caregiver response to treatment. To this end they hypothesized that family 

intewentions and professional support provided during the course of hospitalization 

helped to resolve feelings of guilt and worry, and may have helped families of 

patients with dementias to better understand the irreversible nature of dementia. 

However, because the authors did not provide direct tests of this hypothesis, nor 

did they provide a sufficient description of the program that could assist the reader 

in determining the priority with which the prograrn engaged in activities known to 

reduce burden, these concluçions remain speculative. 

Thus, although Liptzin et a1.k (1988) findings suggest that caregivers of 

demented patients experienced more burden on a greater number of items on 

admission, and despite the fact that improvement on individual items were noted in 

both caregiving groups, with improvement noted on a greater number of items for 

dernented patients, overall burden scores did not irnprove over time, nor were 

significant group differences noted in overall burden scores on either admission or 

from admission to discharge. However, methodological concerns with Liptzin et 

al.'s study suggest that additional studies are warranted to further test these 

relationships. 
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To begin, lack of significant findings in Liptzin et al's (4 988) study may be 

attributed to imprecise diagnoses. Indeed, Liptzin et al. acknowledged that, due to 

the exploratory nature of their study, no attempt was made to exclude patients with 

ambiguous or mixed diagnoses. Given that many geropsydiiatric in-patient present 

with multiple diagnoses, including comorbid depressions and dementias (Harrison 

et al., 1988; Weingarten et al., 1982), it is possible that some of their patients with 

a primary diagnosis of depression rnay also have had a secondary diagnosis of a 

dementia or that some of their patients with dementia rnay have had a secondary 

diagnosis of depression. Under these conditions, significant group differences rnay 

have been obscured, highlighting the need to clearly identify whether a patient 

presents with either a primary or secondary dementia. Related, studies have 

reported that caregivers of dernented patients rnay experience some unique 

subjective burdens associated with their relative's illness (Mullen, 1992; Ronch, 

1989) but tha: diagnosis and burden are unrelated based on caregivers of non- 

dernented psychiatrie patients (Reinhard et al., 1994). These findings suggest that 

comparisons between patients who presented with a primary or secondary 

diagnosis of dementia and nondemented patients in Liptzin et a l 3  study rnay have 

been more clinically (by including al1 patients in the analyses) and statistically (by 

eliminating the potential confound of depressed patients who rnay have had a 

secondary diagnosis of dernentia or vise versa) meaningful than comparisons 

between demented and depressed patients (Le. resulted in significant group 

differences). 
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education, and counselling to family caregivers. However, only one study has 

attempted to empirically assess the impact of the collaborative exchange between 

professionals and caregivers of elderly psychiatric in-patients (Liptzin et al., 1988). 

Although this study reported that overall burden scores were similar in caregivers 

of demented and depressed patients on admission, caregivers of patients with 

dernentia expressed higher leveis of stress associated with a greater number of 

burden items. Further, although depressed patients improved more than demented 

patients, and despite the fact that no significant differences emerged either between 

groups or within groups in terms of overall burden scores, caregivers of demented 

patients experienced significant reductions in a greater number of burden items. 

Lack of significant overall findings in Liptzin et al.'s (1988) study were 

attributed to imprecise diagnoses and to the use of a unidimensional measure of 

burden. It was therefore suggested that including in the dementia group patients 

with primary or sewndary diagnoses of dementia, contrasting this group with non- 

demented patients (including but not lirnited to depressed patients), and 

incorporating into their methodology the assessment of objective and subjective 

burden may have provided more clinically and statistically rneaningful results. In 

addition, although the authors suggested that the amount of professional support 

provided to the caregiver was responsible for changes in caregiver burden, they did 

not identify how, nor did they assess the extent, to which caregiver needs were 

addressed by the treatment program. These concerns highlight the need for 

evaluations to provide more direct tests of the relationships between subjective and 
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objective burden and professional support in caregivers of demented and non- 

demented geropsychiatric impatients. 
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Chapter 7.  SUMMARY OF ISSUES AND HYPOTHESES 

A review of social, political and economic factors under which psychiatric 

treatment programs operate suggested that evaluations of geriatric psychiatry in- 

patient programs, such as the ROH Geriatric Psychiatry InPatient Unit, are 

particularly timely. A review of the literature served to confirm this need and to 

refine the specific evaluation issues that required consideration. In this regard, 

three primary issues were addressed in this evaluation using the various 

methodologies as detailed in the next chapter. These issues, along with the 

specific indicaiors and rnethodologies that were used to answer each question, are 

presented in Table 7. This section will review each of the issues and hypotheses 

that were tested in this evaluation. 

Issues ~ertainina to ~ a t i e n t  characterizations 

The first issue that was raised in this evaluation pertained to the need to 

characterize geropsychiatric in-patients who were treated at the ROH and to 

provide comparisons of demented and non-demented patients as well as 

comparisons of patients who were treated in 1997 to those of patients who were 

treated a decade ago. Identifying patient characteristics was deemed important 

because this knowledge may lead to greater understanding of the burden under 

which geropsychiatric in-patient unes operate (Harrison et al., 1988) and may serve 

to qualify or facilitate the interpretation of outcome data (Adams & Cohen, 1995). 

Further, knowledge on how the growing demented population differs from non- 

demented patients was expected to project the demands to which geropsychiatric 
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in-patient units will need to respond in the Mure and to better estimate the burdens 

under which they will increasingly be expected to operate. Finally, contrasting 

characteristics of current and past patients was considered particularly timely 

because of the belief that, as a result of changing social demographics and 

increased pressures toward community based a r e ,  geropsychiatric in-patient 

programs are treating, with reiatively briefer admission, patients who are older and 

more cognitively (Le. higher prevalence of dementia), psychiatrically, and medically 

impaired than their predecessors. 

A review of the geropsychiatry in-patient literature indicated that these 

patients were primarily elderly women who were unmarried and adrnitted directly 

from their homes. However, given that the most recent epidemiological data were 

based on patients who were treated almost a decade ago (Zubenko et al., 1997); 

updated characterizations were deerned necessary. Moreover, cornparisons of 

studies that were published over 10 years ago with more recent studies provided 

anecdotal evidence that geropsychiatric in-patient units may be treating, with briefer 

admission, an aging population who are presenting in greater frequency with 

medical and cognitive impairments (Ancill et al., 1988; Gilchrist et al., 1985; 

Harrison et al., 1988; Weingarten et al., 1982). However, concerns in making direct 

comparisons across these studies centred around different sarnpling criteria and 

the lack of clarity with regard to what appeared to be differences in geropsychiatric 

in-patient ward admission criteria. These concerns highlighted the need for 

additional studies to provide direct comparisons of recent and remote 
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geropsychiatric in-patients. Finally, despite the need to document the differential 

burden irnposed upon geropsychiatric in-patient units by demented and non- 

dernented patients, none of the epidemiological studies that were reviewed 

provided direct cornparisons of these patient populations. 

The present evaluation endeavoured to detail the demographic and clinicstl 

characteristics of ROH Geriatric Psychiatry In-Patients. In so doing, this evaluation 

also served to fulfilI the need for a contemporary characterization of geropsychiatric 

in-patients. To this end, consideration of illness severity, functional impairment: 

suicide and violence potential, and chronicity of the illness was expected to provide 

important insight that had previously gone unreported with regard to the spicial 

needs of geropsychiatric in-patients and the burden under which these units 

operate. 

This evaluation was also designed to provide a direct cornparison of ROH 

Geriatric Psychiatry In-Patients who were treated in 1997 and patients who were 

admitted, under similar admission criteria, a decade ago. To the extent that fiscal 

restraints and deinstitutionalisation are instigated by the mental health care system, 

geropsychiatric units are under similar pressures. Providing a direct cornparison 

of curent patients and patients treated a decade ago could be generalized to other 

similar units and served to provide a direct test of trends that other studies have 

oniy alluded to. To this end it was hypothesized that, as a result of social, political, 

and econornic forces, compared to their predecessors, patients treated in 1997 

would be older, more medically and psychiatrically impaired, and would present in 
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greater numbers with a dementia. 

Finally, cornparisons of characteristics of current demented and non- 

demented patients were undertaken to dari@ the burden under which 

geropsychiatric units currently operate and to offer data upon which future burden 

may be projected. To this end, it was hypothesized that: 

O given that the incidence of organic mental disorders increases with 

age (Zubenko et al., 1997). dernented patients would be older than 

non-demented patients; 

a given the association between age and medical burden (Zubenko et 

al., 1997), demented patients would be more medically and 

functionally impaired than non-demented patients; and, 

a based on previous findings which suggested that dementia was the 

rnost commonly applied secondary diagnosis (Harrison et al., 1988; 

Weingarten et al., 1982), that patients with dementia would present 

with greater numbers of psychiatrie diagnoses than non-demented 

patients. 

No other dernographic or clinical differences were expected based on dementia 

status. 

Issues ~ertainina to treatment impacts 

Outcorne issues were also examined in this evaluation and centred around 

assessing patients on admission, discharge, and follow-up, documenting how 

demented and non-demented patients differed in their response to the 
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multidisciplinary treatment provided by the ROH Geriatric Psychiatry In-Patient Unit, 

and identifying variables which predicted treatment outcome and length-of-stay. 

Assessing treatment impacts was considered essential given pressures for 

accountability in mental health care. in this regard, documenting differential 

treatment impacts in dernented and non-demented patients was particularly timely 

given that geropsychiatric in-patient programs are treating a growing population of 

cognitively impaired patients who are not expected to respond as well to treatment. 

ldentifying variables that predicted outcomes was based on a need, within a cost- 

wnscious environment, to efFiciently and adequately provide clinical assessments 

of psychiatric in-patients in order to facilitate predictions of patients who are most 

likely to benefit from multidisciplinary geropsychiatric in-patient hospitalization. 

Finally, the need to identify variables that predicted length-of-stay was based on a 

shift toward funding hospitals prospectively based on the types of cases they serve, 

rather than providing an annual global budget. 

A review of the literature indicated that although several studies had 

investigated outcornes of geropsychiatric in-patient treatment (Bakey et al., 1997; 

Champagne et al., 1996; Kunik et al., 1996; Zubenko et al., 1994; Zubenko et al., 

1992), methodological concerns, including the use of non-representative samples, 

were cited as limiting the generalizability of the findings. Moreover, although some 

of these studies provided multidimensional measures of treatment outcome, none 

explored outcome indicators, such as quûlity of life and satisfaction with treatment 

that have been identified as important determinants of successful mental health 
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treatment (Graham et al., 1994; World Health Organization, 1991 ). ln addition, 

although a couple of studies have compared outcomes of demented and non- 

demented patients (Champagne et al., 1996; Kunik et al., 1996), the use of outcome 

rneasures that may not have provided meaningful comparisons across diagnostic 

groups and that did not assess the multifaceted outcornes of geropsychiatric in- 

patient treatment highlighted the need for additional studies. Finally, despite that 

psychiatric in-patients are treated with relatively brief admissions, none of the 

studies that were reviewed included analyses of residual syrnptoms nor did they 

examine longer-terni impacts of treatment, suggesting directions for future studies. 

Although a couple of studies have attempted to identify variables that might 

be most important in predicting outcomes of geropsychiatric in-patient treatment, 

methodologicat (Lyons et al., 1995a; Zubenko et al., 1994) and recording (Lyons 

et al., 1995a) inconsistencies were cited as potentially limiiing the generalizability 

and credibility of the findings. Similarly, only one study was identified which 

examined predictors of geropsychiatric in-patient length-of-stay (Lyons et al., 

1995a). This study was able to account for 9% of the variability in length-of-stay. 

However, the generalizability and utility of the findings that were reported in this 

study were suspect due to the inclusion of data based on elderly and non-elderly 

patients and the use of variables and classification schemes that were based on 

data that were not available on admission. It was also suggested that the 

predictability of length-of-stay rnay have been further enhanced by considering 

whether a patient lived alone on admission and a patient's dementia status. 
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The present evaluation endeavoured to assess the multidimensional 

outcomes of treatment on the ROH Geriatric Psychiatry In-Patient Unit and to 

mmpare relative effects for patients with dementia versus patients who presented 

with no dementia. To this end, it was expected that this evaluation would build 

upon previous findings by assessing psychopathology, specific and general 

fundional limitations, and quality of life using tools that, m i l e  sufficiently sensitive 

to assess syndrome specific symptomatologies, were generic enough to allow for 

cornparisons across diagnostic groupings. In addition, this evaluation was 

designed to build upon those that were reviewed by incorporating insight into 

treatment processes and outcomes frorn the patients' perspective. Finally, this 

evaluation strived to provide a first examination of syrnptoms that did not resolve 

with hospitalization and a first look at longer term impacts of geropsychiatric in- 

patient treatment. To these ends, it was hypothesized that: 

O consistent with general findings in the studies that were reviewed, 

geropsychiatric in-patients would experience measurable 

improvements in clinical and functional status. Similarly, it was 

expected that patients would experience improvements in subjective 

quality of life and that the rnajority of patients would be satisfied with 

their treatment; 

consistent with findings of studies in general psychiatry in-patient 

units (Draper, 1994) and due to the irreversible nature of the 

disorders (Zubenko et al., 1992), patients with dementia, despite 
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having received similar treatment opportunities, would not respond as 

well to treatment as patients who did not present with dementia. To 

this end, it was expected that, compared to nondemented patients, 

patients with dementia: 

b would experience less favourable benefits with regard 

to their psychopathology. Consistent with this, they 

were expected to present in greater frequencies with 

residuai syrnptoms; 

t would experience less favourable outcornes in terms of 

functional status; 

t would, due to expectations of high prevalence rates of 

residual symptoms at discharge, and in light of the fact 

that quality of life is compromised when mental andlor 

physical health is impaired (Awad, 1 9951, experience 

fewer irnprovements in quality of life; 

F would, due to less favourable outcomes, and in light of 

the association between poor treatment outcome and 

lower rates of satisfaction with treatment (Ferris et al., 

19921, be less satisfied with treatment; 

as a result of proper treatment and discharge planning, outwmes for 

al1 patients would be maintained post-discharge and would not return 

to pre-treatment levels. 
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This evaluation was also designed to identify variables that predicted 

whether a patient who was treated on the ROH-Geriatric Psychiatry In-Patient Unit 

irnproved during their admission. In so doing, results could be used to identify the 

characteristics of patients for whom hospitakation would be most beneficial. By 

building a prediction mode! of treatment outcome for age homogeneous elderly (Le. 

over the age of 65) geropsychiatric in-patients, using adrninistratively and clinically 

meaningful outcome categories and using conceptually sound predictors, resuits 

of this evaluation were expected to make a significant contribution to a sparse 

literature. To these ends, it was hypothesized that: 

irnpaired activities of daily living. irnpaired social functioning, high 

medical burden, poor premorbid functioning, greater severity of 

symptoms, history of substance abuse, and risk of violence andlor 

suicide would predict lower ratings of global improvement at 

discharge. It was further expected that consideration of whether a 

patient presented with dementia would enhance the predictability of 

outcome; 

the clinical status variables would predict treatment outcorne because 

of their association to the mediating variable participation in 

treatrnent. In this regard, the following were expected: 

a significant relationship between participation in 

treatment and outcome; 

b a significant predictive relationship between clinical 
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status variables and participation in treatrnent; 

b after controlling for participation in treatment, clinical 

variables would no longer significantly predict treatment 

outcome. 

A final purpose of this evaluation, with regard to outcome issues, was to 

identify variables that predicted ROH Geriatric Psychiatry InPatient length-of-stay. 

By considering data of patients who were treated on the geropsychiatric in-patient 

unit, and by considering whether a patient lived alone andior presented with 

dernentia, this evaluation aimed to improve upon the predictability of 

geropsychiatric in-patient length-of-stay, as reported by Lyons et al. (1 9954. To 

this end, it was hypothesized that high medical comorbidiy, suicide risk, violence 

risk, impaired activities of daily living, impaired premorbid functioning, greater 

severity of illness, and living alone on admission would be related to longer 

hospitalization. Conversely, it was expected that the presence of substance abuse 

comorbidity and the presence of dementia would be predictive of relatively brief 

admissions. 

Issues ~ertainina to i rn~acts of hos~italization for care~ivers 

In addition to considering the impacts of hospitalization for patients, this 

evaluation also examined treatment impacts on caregiver burden. Assessing the 

impact of hospitalization on caregiver burden was deemed important because the 

mental health care system is irnposing greater demands on caregivers to provide 

care for their relatives, and because high levels of burden have been associated 
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with physical, financial, and emotional strain (O. Cohen & Eisdorfer, 1988; Schultz 

et al., 1988) which may result in re-hospitalization of the care recipient (Longino & 

Mittelmark, 1996; Stephens et al., 1991 ). 

A review of the literature identified only one study which ernpirically 

assessed the relationship between hospitalization of a care recipient and changes 

in burden in caregivers of elderly psychiatrie in-patients (Liptzin et al., 1988). 

Conclusions that were made in this study suggested that, although overall burden 

scores were not affected by hospitalization, caregivers of patients with dementia 

experienced slightly more burden on admission and slightly more benefits 

associated with hospitalization than caregivers of non-demented patients. The 

authors attributed this difference to the possibility that caregivers of patients with 

dementia received a greater amount of support from hospital staff than caregivers 

of non-demented patients. However, this hypothesis was not tested directly. 

Moreover, methodological issues were cited in reference to Liptzin et al.'s (1 989) 

study which suggested that additional studies were needed to examine changes in 

both objective and subjective burden in caregivers of demented and non-demented 

patients who receive geropsychiatric in-patient treatment. 

This evaluation aimed to documented how caregivers of patients who were 

treated on the ROH Geriatric Psychiatry InPatient Unit responded to their relative's 

treatment. Specifically, this evaluation was designed to build upon the current state 

of knowledge wncerning the impact of geropsychiatric in-patient treatment from the 

caregivers' perspective by comparing the amount of professional support received 
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and the changes in overall, objective, and subjective caregiver burden in relatives 

of patients with dementia and relatives of patients who did not have dementia. To 

these ends, it was hypothesized that: 

consistent with studies that have reported high levels of subjective 

burden in caregivers of demented patients (Brody, 1980; Farran et al, 

1993; Mullen, ! 9W), caregivers of demented patients would, on 

admission, experience greater subjective than objective burden and 

that ratings of subjective burden would be greater than those of 

caregivers of non-demented patients. In contrast, because non- 

demented patients are more likely to reside in the community, 

caregivers of non-demented patients would experience greater 

objective than subjective burden and ratings of objective burden 

would be greater than those of caregivers of non-demented patients; 

O al1 caregivers would experience, from admission to foliow-up, 

reductions in overall, subjective, and objective burden; 

cornmensurate with needs on admission, caregivers of demented 

patients would experience greater benefits in terms of subjective 

burden than caregivers of non-demented patients, who were expectecl 

to reap relatively greater benefits in terms of objective burden. 

This evaluation also endeavoured to identiv the types of support that were 

rnost conducive to reducing both objective and subjective burdens for relatives of 

demented and non-demented patients who required geropsychiatric in-patient 



treatrnent. To this end, it was expected that: 

consistent with Liptzin et al.'s (1 988) speculationç, that caregivers of 

demented patients would perceive that they had received greater 

professional support from staff than caregivers of non-demented 

patients; 

a commensurate with needs on admission, caregivers of demented 

patients would perceive that they had received greater affective 

support from staff while caregivers of non-demented patients would 

perceive that they had received more instrumental support; 

after controlling for the presence of dementia and degree of clinical 

improvement, higher levels of professional support would be 

positively reiated to change in caregiver burden. 

Although this latter hypothesis predicted relationships based on global 

conceptualizations of professional support and burden, the relationships between 

specific kinds of perceived professional support and caregiver's objective and 

subjective burden were also examined. Specifically, based on Reinhard's (1 994) 

findings, it was expected that caregivers who perceived that they had received 

instrumental types of support, such as the provision of information regarding 

behaviour management, would experience reduced objective burden. In contrast, 

and consistent with Liptzin et al.'s (1988) speculations, it was expected that 

reductions in subjective burden would be most closely associated with the 

perceived provision of affective types of support. 



Table 7 (contlnued\ 

ISSUES QUESTIONS INDICATORS DATA SOURCES 

2) ldentif ication of impacts Do dcmcnted and nori-dementcd in- - Mcdication, nllied health trcatment profiles and Icngth- - Rcvicw of clinical records 
of treatrnent for patients- patients receive similar treatnicnt of-stay of dcmentcd and non-demcnied patients atid hospital datnbases 
con't .... opportunities? 

Do dcmcnted and non-dcmcnted 
patients respond diîîcrcntly to in- 
paltent lreatmcni? 

Are similar niiriibcrs of denicnicd nrid 
non-dcmenicd pniicnts disclinsgcd psios 
to full rcrnission? 

Do dcniented and non-dcmcnied 
patients diKcr in rhcir ability to 
maintain their ireninieni rcsponse? 

Whnt \wiobles prcdici trcctn~eni 
outcomc? 

- Clitiician rating on CGI-Severity, GAF, PsychSentinel 
nnd W-10 DAS-S scnlcs on admission and dischargc 

- Patient ratings on Life Satisfaction scale on admission 
and discharge 

- Patient ratings on satisfaction survey nt discharge 
- Denientia status 

- Clinicinn rniings on thc PsychScntincl scate 
- Dcmcntia status 

- Clinicinn ratings on CGI-Severity, GAF, and WHO 
DAS-S scalcs on admission, dischnrge, and follow-up 

- Demcntia stntus 

- Clinician rating of CGI-Improvcrnent at discharge 
- GAI: in the p s t  year, GAF on 

cidniission, presence of dcnicntia, siiicide potential, 
violence poicntial, substarice ribuse comorbidity, 
inipaircd activitics of daily living, and medical burden 
on admission 

- Clinician rntings on of highest GAF in pnst year, GAF 
on admission, and PsychSeniincl on ndrnission 

- Assessment of ireaiment impacts 
- Revicw of clinical rccords 

and hospital datnbases 

- Assessmcni of trcatment impncts 
- Revie\v of clinicnl records 

and hospiial dntabascs 

- Assçssmcnt of trcatment impacts 
- Rcview of clinicnl rccords 

and hospital databnses 

- Assessrnent of treatrnent impacts 
- Rcview of clinical rccords 

and hospitnl datnhascs 

- Nurse ratings of patient participniion 
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ISSUES QUESTIONS INDICATORS DATA SOURCES 

2) ldentification of impacts 
of treatment for patients- 
con't .... 

3) Identification of impacts 
of treatrnent for 
caregivers 

Whnt variables predict lengih-of-stny? - Length-of-stay 
- Living mangement (living alone or with others), 
numbcr of mcdical diagnoses, diagnosis of dementia, 
suicide potential, violence potcntial, substance abuse, 
impaircd activitics of daily living 

- Clinician rntings on admission on PsychSentinel and 
highest GAF in past yenr 

Do caregivers of dcmented and non- - Carcgivcr burdcn rntings on admission 
demented paticnts experience differcnt - Demenlia staius 
foms of burden? 

Do caregivers cxperience significnni - Cnregiver burdcn ratings on admission and follow-up 
reduciions in toial, objective, and 
subjective burden l'rom admission io 
follow-up? 

1s objective and subjective caregiver - Carcgiver burden ratings on BAS at admission and 
burden difl'erently reduced in cnregivers follow-up 
of patients with versus withoul - Derncniia status 
demential 

Do caregivers of patients witli demcniia - Caregivcr ratings on the Professional Support Scale on 
rcccive grenier professional support discharge 
thnn cnregivcrs of non-dcmentcd - Demcntia staîus 
patients? 

Do caregivers of patients with demeniia - Caregiver ratings on the Professionnl Support Scnle on 
receivc greater nffectivc professional dischwgc 
support while carcgivcrs of non- - Deinentin stntus 
dcinented patients rcccivc more 
instrumental supports? 

- Review of clinical records 
and hospiial databases 

- Assessment of treatment impacts 

- Caregiver surveys 
- Review of clinical records 

and hospital databases 

- Caregivcr sunreys 

- Caregiver swveys 
- Review of clinical records 

and hospital dninbascs 

- Caregiver surveys 
- Review of clinical records 

and hospitcl databases 

- Caregiver survcys 
- Review of clinicnl records 

and hospiial datnbases 



Table 7 (continuedl 

ISSUES QUESTIONS INDICATORS DATA SOURCES 

3) Itlcntification of impacts Aller controlling Tor tlic prescnce of - Cnregivcr burden ratings on BAS nt ndmission and - Caregiver surveys 
of trcatmcnt for dementia and ireaûnent outcome, to follow-up - Rcview of clinical records 
carcgivers what extent does profcssional support - Caregiver ratings of support rcceived on the and hospitnl databases 

predict change in burden? Professional Support Scnle - Assessmcnl of treatmcnt impact 
- Dernentia status 
- Clinicinn rating on CGI-Improvernent at discharge 

M c r  controlling for the presencc of - Carcgiver burdcn rtltings on BAS at ndmission and - Caregiver sunteys 
demeiiiia and trcnimciit outcome, whnt fotlow-up - Review of clinical records 
spccific types of support are nssocinted - Criregiver ratings of support reccived on the and hospitnl databascs 
wiih reductions in objcctivc and Profcssional Suppori Scale - Assessmenl of ircnûnent impact 
subjeclive burdcn? - Demenlia status 

- Clinicinn ratinn on CGI-Improvement at discharae 
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Chapter 8. EVALUATION METHODOLOGIES 

Table 7 (in the previous chapter) presented a matrix outlining the specific indicators 

and methods that were used to address each of the specific evaluation issues and 

questions. Briefly, this evaluation made use of four methodologies: review of 

clinical records and hospital databases, review of archivai data, assessments of 

treatment impact, and caregiver surveys. 

Review of clinical records and hospital databases 

Sample 

Data from the charts of 212 consecutive admissions who were discharged 

from the ROH Geriatric Psychiatry In-Patient Unit between January 1, W97 and 

Decernber 31, 1997 were reviewed. Consent for data used in this portion of the 

evaluation was not obtained. According to the Mental Health Act, data from clinical 

records may be examined andfor data therein may be transmitted from the "officer 

in chargeJ' to "a person for the purpose of research, academic pursuits or the 

compilation of statistical data" (chapter 262, section 29(3). In other words, data that 

are routinely collected as part of the ciinical record do not require consent. 

Materials and procedure 

Demoara~hic and clinical historv 

Reviews of hospital records served to obtain demographic data including 

age, gender, marital status, and pre-admission residence status (alonelnot alone) 

and type (Le. home, long-term care facility). Clinical risk data, including risk of 

suicide, history of substance abuse, and risk of violence against others, were 
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tracked based on documentation of either past known incidences or current 

behaviours, as identified in assessment, progress, andior discharge summary 

reports. Finally, some additional clinical data, including history of psychiatric 

hospitalizations, were determined through reviews of assessment reports and 

through hospital databases. 

Psvchiatric diaunoses 

Diagnoses were based on DSM-IV (APA, 1994) and CD-9-CM (International 

Classification of Diseases, 1993) diagnostic classification systems. Primary and 

secondary diagnoses were noted from ciinical records and then grouped into four 

broad categories based on the DSM-IV classification systems: mood disorders, 

organic mental disorders, psychotic disorders, and other disorders Also noted was 

whether the patient had a primary or secondary diagnosis of dementia. 

Medical comorbiditv 

The number of medical diagnoses per patient, obtained from hospital files 

and discharge summaries, served as a measure of medical burden. Following the 

requirements of the Canadian lnstitute for Health Information (CIH 1), and consistent 

with the strategy used by Zubenko et al. (1 997), medical diagnoses were coded in 

charts based on the physician rated ICD-9-CM classification system (International 

Classification of Diseases, 1993). The validity of using number of diagnoses as an 

index of medical burden was confirmed in a study of elderly psychiatric patients 

which reported that the number of medical problems correlated significantly with 

scores on the Cumulative lllness Rating Scale (geriatric version) (Mulsant et al., 
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1994). The specific nature of the medical problems was also exarnined in the 

present evaluation. 

Functional limitations 

Two measures were readily available in clinical records to assess functional 

limitations, the Global Assessrnent of Functioning scale (GAF; American Psychiatric 

Association, 1994) and the ROH Activities of Daily Living scale (ROH-ADL scale) 

(copies of which are included in the clinician rated measures in Appendix C). 

Global Assessment of Functionina. The Global Assessment of Functioning 

(GAF; APA, 1994) is a revision of the Global Assessment Scale (Endicott et al., 

1976) for measuring the overall impact of psychiatric disturbances in terms of 

psychosocial and occupational functioning, The GAF has been used to assess 

functioning in elderly psychiatric in-patients (Kunik et al., 1996) and was routinely 

collected on al1 ROH in-patients. 

Psychiatrist rated the GAF considering psychological, social, and 

occupational functioning on a hypothetical continuum of mental health-illness. A 

score ranging from 1 (persistent danger of severely hurting self or others) to 100 

(superior functioning in a wide range of activities) was based on the rater's 

impressions during the context of a clinical interview, documentation, andlor 

interviews with other significant informants. To this end, GAF scores are typically 

applied based on highest level of functioning in the year prior to admission, 

functioning on admission, and functioning at discharge. 

The GAF has been well accepted as clinically useful by clinicians and has 
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demonstrated acceptable inter-rater reliability (Jones, Thornicroft, Coffey, & Dunn, 

1 995). For the purposes of the present evaluation, reliability of the admission GAF 

ratings based on an elderly ROH sample were assessed via concordance of ratings 

of a videotaped psydiiatric interview by 21 psychiatrists. Ratings for al1 but one of 

the clinicians (95%) fell between 30 and 50, within the realm of severe impairment 

(Rabinowitz, Modai, & Inbar-Saban, 1994). Validity studies have reported that the 

GAF was a good predictor of diagnostic groupings (e.g. Meuich, Fabrega, & 

Coffman, 1987; Skodol, Likn, Shrout, & Horwath, 1988; Trzepacz, Brenner, & Van 

Thiel, 1989) and that it correlated well with other measures of adaptive functioning 

(e.g. Patterson & Lee, 1995; Rey, Stewart, Plâpp, Bashir, & Richards, 1988; Skodol 

et al., 1988; Westemeyer & Neider, 1988). Moreover, studies which have used the 

GAF to measure change associated with treatment have concluded that it was 

sensitive to treatment effects (e-g. Caldecott-Hazart & Hall, 1995; Dufton & 

Siddique, 1992). However, because the GAF also correlates well with general 

measures of illness severity (Roy-Byrne et al., 1995), it has been recommended 

that additional measures cf functioning be used to assess specific functional areas 

(Roy-Byrne et ai., 1995). 

ROH-Activities of Dailv Livinu scales. Specific limitations in activities of daily 

living were identified based on nurse ratings on a standard activity of daily living 

scale that was completed by primary nurses as part of routine admission 

documentation. The tool was similar to several standardized measures of activities 

of daily living, including the Physical Self-Maintenance Scale (Lawton & Brody, 
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1969), in that patients' ievel of independence to care for self were assessed along 

a number of dimensions, i-e. eatingldrinking, bathing, dressinglgrooming, toileting, 

bed mobility, transferring, and ambulation. 

Ratings on the ROH-Activities of Daily Living (ROH-ADL) scales are based 

on observations and were made on a 6 point scale ranging from O (totally 

independent) to 5 (requires total assistance of 2 staff). Scores from each of the 

subscales were surnrned to provide a total score ranging from O (totally 

independent) to 35 (totally dependent). For the purposes of this evaluation, where 

the goal was to determine the number of patients who required assistance with 

ADLs, patients were rated as irnpaired in their ADLs if nurse ratings indicated less 

than total independence in any of these functional tasks. 

Interrater reliability estimates of the ROH-ADL ratings were assessed for the 

present evaluation and based on concordance of ratings of 26 patients made by 

primary nurses and associate primary nurses. The average Pearson correlation 

c~efficient of ADL ratings was -84 (range -78 - -97). Validity of the ROH-ADL scale 

was established by correlating ratings on this measure with physician ratings based 

on the WHO DAS-S ADL subscale (reviewed below). Results indicated significant 

and good concordance (1 = -75). 

Treatment opportunitv data 

Allied health treatment profiles. Workload measurement, which was 

completed by al1 allied health staff (Le. social workers, recreation therapists, 

occupational therapists, physiotherapists, cl in k a  l dieticians, 
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psychologistslpsychometrists), provided a profile of allied health interventions. 

Staff, in cornpleting workload measurement data, recorded the date, duration, and 

purpose (assessment. intervention) of patient contacts. Because the goal was to 

identify the number of patients who were provided with specific allied health 

treatrnent opportunities, workload measurement data were coded dichotornously as 

yeslno. That is, if the patient was seen by a specific allied health professional a 

wding of 1 (yes) for that specific professional was entered, while if no intervention 

was indicated a O (no) was recorded. Validity of workload rneasurement data were 

assessed by comparing allied health staff records of patient interventions (coded 

as yeslno) with identification of interventions based on data recorded in the 

workload rneasurement system. Estimates of concordance, based on Kappa 

coefficients. were .96 or greater for al1 allied health disciplines. 

Lenath-of-stav. Length-of-stay was abstracted frorn clinical records and was 

calculated in days (minimum 1 day) and only included the time spent on the Unit. 

That is, length-of-stay for patients who were discharged to a medical hospital for 

treatment and readrnitted was calculated by considering only the days spent on the 

Unit. This was designed to ensure that length-of-stay reflected only the actual days 

spent on the ROH Geriatric Psychiatry In-Patient Unit. 

Review of archival records 

Data were reviewed for ail (n=55) patients who were treated on the In-Patient 

Unit in 1987. As with the previous rnethodology, consent was not required for use 

of archival data. 



Dernographic data that was available from archival records included age, 

gender, marital status, and pre-admission residence: Clinical data that was 

available in archiva1 records included primary and secondary psychiatric diagnoses, 

medical profiles. and severity of illness ratings. Psychiatric diagnoses were 

categorized according to the earlier version of DSM-IV, the DSM-I 1 I-R (APA, 1 987). 

As was done for patients treated in 1997, diagnoses that were applied to patients 

in 1987 were categorized into four broad categories based on the DSM-IV 

classification systems: mood disorders, organic mental disorders, psychotic 

disorders, and other disorders. Medical burden was assessed via enurneration of 

the number of medical problems, as was done in relation to patients who were 

treated in 1997. Although medical diagnoses were not categorized according to a 

particular system, categorization according to the ICD-9-CM was feasible due to the 

meticulous documentation by prograrn staff in 1987. The specific nature of the 

medical problems was also examined. Finally, severity of illness on admission was 

assessed for al1 patients who were treated in 1987 using the CGI-Severity scale 

(described below). 

Assessments of treatment impacts 

Sample 

Outcorne data were collected for 100 consecutive patientsq8 who were 

This sample size was deemed appropriate based on calculation of power. To this end. because the 
patients that were included in Zubenko et a1.k (Zubenko et al., 1992; Zubenko et al., 1394) studies 
were deemed most representative of geropsychiatnc impatients, effect sizes that were considered 
were based on resultç of these studies. The srnaIlest effect size that was deerned clinically meaningful 



admitted to and discharged from the ROH Geriatric Psychiatry InPatient Unit over 

a 6 month period, between July and December, 1997. However. only data from 

patients who consented to participating in the assessment of treatment impacts 

(n=37 demented and 56 nondemented patients) were included herein (differences 

between patients who provided consent and those who refused are discussed in the 

next chapter). Included, then, were consenting elderly people (aged 65 and over) 

with severe psychiatrie illness who posed a threat tu themselves or others andfor 

required intensive evaluation andlor treatment which could not be provided in 

outpatient or day hospital settings. 

Materials 

Copies of consent forms are included in Appendix B, while copies of each 

of the measures are found in Appendix C. 

Measures of clinical status 

The clinical status measures selected for this study were al1 clinician-rated 

for several reasons. First, the validity of self-report scales completed by severely 

il1 patients has not yet been clearly established (Eiser, Grob, 8 Dill, 1991 ; NIMH, 

1992). Second, studies have shown poor concordance between clinical 

assessments and self-ratings, even among outpatients (Cass, Charles, & Klein, 

in estimating change from admission to discharge was calculated to be = -38 (Zubenko et al., 1992). 
According to Pedhazur 8 Pedhazur-Schmelkin (1 991), this is equivalent to a medium effect based on 
J. Cohen's (1 988) guidelines (gamma = S0). Thus, a sample size of 100 in the present evaluation was 
expected to produce excellent powerto detsct admission to discharge differences in outcornes (power 
= -99). Using this same sample size and an anticipated moderate effect size to detect group 
differences, based on Draper's (1994) findings and using J, Cohen's (1988) definition of a moderate 
gamma as .50, power to detect differences between demented and non-ciernented (assuming 
relatively equal sample sizes) was expected to be as high as -94. 
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1983; Nerenz, Repasky, Whitehouse, & Kahkoren, 1992). Third, certain important 

aspects of mental status, such as insight and psychosis, cannot be validly 

established with patient self-ratings (Roy-Byrne et al., 1995). Two measures were 

used to assess the impact of treatment on clinical status. Overall illness severity 

was assessed using the generic Clinical Global Impression scales, while the 

PsychSentinel was used to assess disease specific symptom severity. 

Çlinical Globai Impression scales. The Clinical Global Impression (CGI; 

Guy, 1976; NIMH, 1976) scales were developed by the National Institute of Mental 

Health to provide a brief measure of overall mental illness severity and treatment 

outcome. The CGI scales consisted of two measures: Severity of illness and 

Improvement. The CG1 scaies have been widely used in clinical trials, including 

trials using the elderly (Kanowski, Kindler, Lehman, Schweizer, & Kuntz, 1995; 

Kosckow, McElroy, Cameron, Mahler, & Fudala, 1997) and have been periodically 

collected by the ROH Geriatric Psychiatry program staff to assess patient 

characteristics on admission and treatment outcome. 

Psychiatrists completed the CG1 based on clinical judgement. Severity of 

illness was scored along a 7-point scale ranging from 1 (normal, not at al1 ill) to 7 

(among the most severely ill). lmprovement waç also assessed on a 7-point scale 

which ranged from 1 (very much improved) to 7 (very much worse). 

The interrater reliability of the CGI-Severity (-87) and the CGI-lmprovement 

(.93) scales have been established (Vetter & Koller, 1996). Interrater reliability for 

the CGI-Severity scale in the present evaluation was assessed by examining 
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agreement in ratings between 21 psychiatrists reviewing a videotape interview with 

an ROH elderly patient. Ratings for al1 but one of the clinicians (95%) indicated that 

the patient was at least markedly ill. Evidence of concurrent validity was presented 

by Vetter and Koller (1 996) who reported significant relationships between CGI 

scores and other measures of pathology, Le. number and duration of further 

hospitalizations and scores on the Global Assessrnent Scale (Endicott et al., 1976). 

PsvchSentinel. The PsychSentinel (Mark, 1992, 1994), which was 

developed based on the standardized diagnostic criteria in the DSM-IV, was used 

to assess severity of symptoms. The PsychSentinel was selected from among the 

potential pool of meas~res '~  because it was judged by a group of three clinical 

psychiatrists, to have the greatest face validity and to be the most clinically useful. 

Moreover, the PsychSentinel has been used as an outcome monitoring tool in over 

30 sites in the US with a wide array of psychiatric patients, including the elderly 

(Mark, personal communication, June 3, 1997). 

In completing the PsychSentinel, raters reviewed each of 19 potential 

diagnostic checklists and identified those symptoms that the patient exhibited on 

admission and at discharge. On admission, each symptom on the checklist within 

the appropriate diagnostic grouping was categorized as either "presentn or "absentn. 

At discharge, ratings were made according to whether the symptom was "still a 

lncluded as possible outcome tools that were reviewed were the Sandoz Clinical Assessment - 
Genatric (Shader, Hamatr, 8 SaIzrnan, 7974), the Bnef Psychiatric Rab'ng Scale (Overall B Gorham, 
1962), and the Psychiatric Symptorn Assessment Scale (Bigelow & Berthot, 1989). 
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problem", 'improved", or "not a problernn. The symptoms have been weighted to 

refled clinical significance (for example, hallucinations are given more weight than 

in~omnia)~'. 

The PsychSentinel has undergone psychometric testing and has been found 

to be well accepted by mental health staff (Davis & Fong, 1996). lnterrater 

reliability, based on 30 adult in-patient cases, was found to be good (-87 - -89) 

(Davis & Fong, 1996). lnterrater reliability in this evaluation, using concordance 

ratings of 21 psychiatrists reviewing a videotape interview with an ROH elderly 

patient was atso good - there was 95% agreement for primary diagnosis, while 

agreement for the presence of individual symptoms, with the exception of 2 

symptoms on which there was 52.6% and 55% agreement, ranged from 73.7% to 

100% (mean agreement of 83.4%). Moreover, construct validity of the 

PsychSentinel was confirmed via signîficant correlations with other established 

measures, including the Global Assessment of Functioning scale, the Mini Mental 

State Examination, and the Psychiatric Symptom Assessment Scale (Roy-Byrne et 

al., 1995). Finally, Roy-Byrne et al. (1 995) reported that the PsychSentinel was 

sensitive to change and was able to distinguish among a variety of levels of 

treatment response. 

Interrelationships between clinicâl status measures. The relationship 

between the PsychSentinel total score and the CGI-Severity score on admission 

The weighting hctors were determined by clinicat judgements of psychiatrists who were al1 adive in 
the development of DSM-IV (Davis & Fong, 1996). 
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was moderate but significant (1 = -26, g c -001). Similarly, the relationship between 

PsychSentinel and CGI-Severity change scores confirmed a significant moderate 

relationship (1 = -43 g c .O01 ). Finally, the correlation between CGI-lmprovernent 

scale and the CGl-Severity change scores (l= -.67 g c -001) was greater than that 

between the CGI-lmprovement scale and PsychSentinel change scores (1 = -.36, 

g < -001 ). These relationships suggest that the rneasures of clinical status, while 

related, tap into slightly different constructs. 

Measures of functional status 

The functional staius measures that were included in the assessment of 

treatment impacts, like the clinical status measures, were observer rated because 

of the uncertainty of the validity of self-report s ~ l e s  when cornpleted by severely 

mentally il1 patients (Eiser et al., 1991 ; NIMH, 1992). To this end, two tools were 

used: the GAF (reviewed earlier and typicaily available from clinical records) and 

the World Health Organization Short Disability Assessment Schedule (WHO DAS- 

S; Janca et al., 1996). 

World Health Organization Disabilitv Assessment Scale - Short form. The 

World Health Organization Disability Assessment Smle - Short form (WHO DAS-S; 

Janca et al., 1996). an abbreviated version of its predecessor, the WHO Psychiatric 

Disability Assessment Schedule (WHO DAS; World Health Organization, l988), 

was developed to assess the functional consequences of mental disorders. Two 

subscales, the activities of daily living (ADLs) and social functioning subscales, 

were used in this evaluation. 
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Clinicians were instnicted to make ratings on a 6-point scale for each of the 

areas of the functional realms. The anchor points of the scale were O (no disability) 

and 5 (gross disability). In assessing the disability, the ciinicians were asked to 

consider both the severity of the dysfunction (Le. the number of expected tasks and 

roles that have been affected), as well as its duration (Le. the proportion of time in 

the past during which the dysfunction was manifest). Because interest in the 

individual function areas were of primary interest, the two subscale scores on the 

WHO DAS-S were kept distinct (not summed). 

Results of a recent study reported good face validity for the WHO DAS-S 

(Janca et al., 1996). This same study reported acceptable levels of inter-rater 

reliability estimates. Interrater agreement in the present evaluation using 

concordance ratings of 21 psychiatrists reviewing a videotape interview with an 

ROH elderly patient were acceptable for both the WHO DAS-S social functioning 

and the ADL subscales. For both measures there was 100% agreement regarding 

the presence of disability. Moreover, 87.6% of clinicians concurred that this patient 

was disabled in most or al1 of her expected activities of daily living, while 80% 

agreed that she was disabled in most or al1 of her social roles. While the validity 

has not yet been established for the WHO DAS-S, the longer version, the WHO 

DAS, has been tested and found to correlate well with other measures of 

functioning (Jablensky, Schwartz, & Tornob, 1980) and was deemed a sensitive 

measure of treatment outcome (Marneros, Deister, & Rohde, 1992). 

Interrelationships between functional status measures. The relationship 



between the WHO DAS-S social adjustment and the WHO DAS-ADL subscale on 

admission was significant (c = -68, g c -001). Similarly, results indicated that WHO 

DAS-S ADL and social functioning subscales correlated well with the GAF on 

admission (fs = -.59 and -.66, respectively, @s e .001), Relationships between 

change scores revealed similar patterns, with the WHO DAS-S social adjustment 

and the ADL subscales showing a moderate yet significant relationship to each 

other (1 = -47 g x -001) and to the GAF (Cs = -.SI and -.46, respectively, g's c ,001 ). 

These findings provide some evidence for the validity of the WHO DAS-S and 

suggest that the measures, while related, were not redundant. 

Measure of auality of fife 

The subjective quality of life measure that was used in this evaluation was 

based on Lehrnan's (Lehman, Ward, & Linn, 1982) delighted-terrible Global Life 

Satisfaction Scale (a subscale of Lehman's Quality of Life Interview). This seven- 

point scale format has been extensively used by Lehman and his colleagues (e.g. 

Lehman, Postrado, & Rachuba, 1993; Lehman et al., 1982) and others (e.g. 

Corrigan & Buican, 1995; Russo et al., 1997) to assess general life satisfaction. In 

addition, Russo et al. (1997) used this scale to assess quality of life in an acute 

psychiatric in-patient sample that included elderly patients. The appeal of single- 

item quality of life scales, such as this, is that they are simple to apply and may be 

used with people who may have difficulty completing a questionnaire (McDowell & 

Newell, 1996). 

Patients completing the Global Life Satisfaction Scale were asked the 
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health services (Favaro, 1995). The CSQ has been translated into French 

(Perreault, Leichner, & Sabourin, 1993) and French versions of the satisfaction 

questionnaires were available for Francophone patients. 

Following the recommendations of Favaro (1 995), satisfaction with program 

specific facets were also assessed. To this end, and based on the dimensions of 

satisfaction that have been identified as most relevant to psychiatrie patients 

(Lyons, Howard, O'Mahoney, & tish, 1997), 14 items were added to the CSQ that 

reflected various components of the treatment experience. Preliminary piloting of 

these 14 items and the CSQ-8 indicated that two questions on the CSQ were 

redundant and not well understood by patients. These were therefore eliminated 

from the survey. Similarly, 5 custom items were either not well understood or 

deemed not relevant by patients, and were therefore removed from the survey. The 

final satisfaction survey, then, consisted of 15 items: 6 of the CSQ-8 items and 9 

cusfom items2'. 

Consistent with the original CSQ, the satisfaction survey used in this study 

was administered in a self-report format. Since the CSQ has also been 

administered in interview contexts, where literacy or visual impairment was an 

issue, the satisfaction survey was administered in an interview format. Four option- 

labelled response formats were used, as in the original CSQ, to rate each item, with 

"1" indicating extreme dissatisfaction and "4" indicating high satisfaction. While the 

21 

Missing data were estimated by taking the mean response provided by the respondent. 



124 

ordering of the CSQ response options has typically been balanced across items to 

reduce the possibility of acquiescent responses, the response items were 

consistently ordered in the present satisfaction survey to facilitate patient 

comprehension of the survey. The additional custom items added to the 

satisfaction survey were rated according to a similar 4-point scale, ranging from 1 

(strongly disagree) to 4 (strongly agree). Scoring was accomplished by summing 

ratings asçigned to al1 of the 15 items. Total scores for the satisfaction scale thus 

ranged from 15 to 60. In order to provide data that could be used for quality 

improvement, individual custom item scores were also considered. 

The CSQ8 has been found to have good reliability, with estimates of interna1 

consistency across studies ranging from -78 to -93 (Ferris, Williams, Llewellyn- 

Thomas, Babinski, Cohen, & Naylr, 1992; Gorey, Chandler, & Osman, 1996). The 

validity of the CSQ-8 has also been well established by comparing scores with 

other variables that were predicted to be related to client satisfaction (Larsen, 1979; 

Nguyen, Attkisson, & Stegner, 1983; Zwick, 1982). Analyses designed to assess 

the psychometric merit of adding the 9 customized items to the 6 item CSQ in the 

present evaluation indicated that the combined scales were internally consistent 

(Cronbach's alpha=.95). Moreover, the 9 custom items were significantly correlated 

with the 6 CSQ items (p -57, g < .001), providing some evidence of the construct 

validity (Vermillion and Pfeiffer, 1 993). 

Additional measures 

Upon discharge, primary nurses rated, along a 5 point scale, ranging from 



1 (very active) to 4 (refused treatment) patients' level of participation in treatment. 

A rating of 5 (unable to participate) was assigned if the patient was unable to 

participate due to medical or other (e-g. ianguage barrier) reasons. The primary 

nurse also identified the most appropriate reason for discharge (e-g. completed 

treatment, drop-out, transfer, etc.). Kappa correlation coefficients for 26 paired 

(primary nurse and associated primary nurses) ratings of participation in treatment 

and reason for discharge were high (Cs = -91 and .98, respectively, g < .001), 

indicating good interrater reliability for these measures. 

Desian and procedure 

The assessrnent of treatment impact study used a two group (dementialnon- 

dementia) pretest-posttest design, comparing patient data on admission to, and 

discharge from, the ROH Geriatric Psychiatry In-Patient Unit, as well as 

approximately 4 weeks following discharge. VJhile other designs were potentially 

more p o w e r f ~ l ~ ~ ,  ethical (i.e. inability to withhold treatment), practical (Le. the 

admission wait list for the Unit was typically shorter than 1 week), and 

methodological (Le. inability to find a comparable group among outpatient or day 

hospital patientsn) considerations prevented the use of more rigorous experimental 

strategies. 

Some of  the potential sources of interna1 invalidity of this design included history, maturation, 
instrumentation, and regression toward the mean. 

Outcome data from day hospital patients (Le. CG1 scales, GAF) were reviewed and compared to in- 
patient data but deemed inappropriate given the g r o s  discrepancy between groups in severity of 
psychopathology and functioning on admission. 
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Consent from patients was obtained in the following manner. For patients 

who were able to give informed consent, consent was' obtained immediately on 

admission. For patients who were not able to give informed consent on admission 

but were able to do so before discharge, consent was obtained at some time during 

admission, prior to discharge. Patients who were discharged before consent could 

be obtained were contacted to obtain consent by telephone. For patients who were 

unlikely to be able to give informed consent (those who had listed in their charts a 

substitute decision rnaker), consent was sought from their substitute decision 

makers. For patients who refused or were unable to participate, reasons for the 

refusai were documented and basic demographic and clinical data were collected 

from clinical records to assess possible self-selection bias. 

Within the first week of admission, the patient's primary nurse administered 

the Global Life Satisfaction Scale, hile psychiatrists completed the PsychSentinel, 

CGI-Severity scale, the GAF. and the WHO DAS-S. Upon discharge, nurses re- 

administered the Global Life Satisfaction Scale and rated the patient's reason for 

discharge and participation in treatment. Psychiatrists repeated the PsychSentinel, 

CGI-Severity scale, GAF, and the WHO DAS-S subscales. They also completed 

the CGI-lmprovement scale. In addition, patients were approached by ROH 

volunteers in the last couple of days prior to discharge and asked to complete the 

satisfaction survey. Volunteers provided respondents with a cover ietter explaining 

the purpose of the satisfaction survey and assuring them that their responses would 

be kept confidential and would in no way adversely affect their care, now or in the 
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future. Patients were given the option of providing their name on the survey or 

leaving it anonyrn~us~~. For those patients who were unable to read the survey due 

to physical limitations, items were read and responses noted by the volunteer. 

Finally, M e n  patients presented for follow-up appointments, psychiatrists 

completed the CGI-Severity scale, the GAF, and WHO DAS-S subscales. 

Psychiatrists, at this time, also adrninistered the Life Satisfaction Scale. 

Caregiver surveys 

Sarnple 

Contact was established with family caregivers of the 100 consecutive 

patients on whorn outcome data were collected. Family caregivers were identifiable 

for 91 of these patients. Of these, successful contact was made with 89 caregivers 

(attempts at contact were made a minimum of four times). 

Materials 

Samples of consent forms are included in Appendix D, while samples of each 

of the measures are found in Appendix E. AI1 caregiver rated scales were 

translated, using a professional translation service, into French for Francophone 

respondents. The validity of the professional translation process was deterrnined 

by asking 5 bilingual ROH staff to translate the French version to English. 

Adjustments were made to the translated scales, as required, based on this 

A recent study concluded that satisfaction ratings obtained under confidential conditions are as reliable 
and valid as ratings obtained under fully anonyrnous conditions (Leonhard, Gastfriend, Tuw, Neili, & 
Plough, 1997). 
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Measure of careaiver burden 

The Burden Assessment Scale (BAS; Reinhard, et al., 1994) was designed 

to assess both objective and subjective burden in caregivers of severely mentally 

il1 patients. It was selected from arnong the many measures of caregiver burden 

available, in particular the Burden Interview (Zarit et al., 1980) because it was 

deemed brief and easy to administer, has been identified as appropriate for 

heterogeneous patient populations, and it has been used clinically and for research 

purposes (Schene, Teslet, & Gamache, 1994). 

The 10 objective and 9 subjective BAS items were administered in the 

context of a telephone interview. Respondents were asked to rate, on a 4-point 

scale (l=not at all, 4= a lot), the extent to which they had the experiences listed 

during a two week time frame. Scoring was accomplished by summing the 

responses, with higher scores indicating greater levels of caregiver burden2'. 

Individual objective and subjective scores as well as total score were considered 

in the present evaluation. 

The intemal reliability of the BAS haç been found to be high in two separate 

studies (-89 and -91, respectively) (Reinhard et al., 1994). Similar estimates of 

interna1 reliability were found in the present study (Guttman split-half = .82). 

Construct validity was confirmed by assessing the stability of the BAS factor 

Missing data on al1 caregiver measures were estimated by taking the mean response provided by the 
respondent. 
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structure in separate analyses for these two studies (Reinhard et al., 1994). The 

BAS has also been found to differentiate between caregiver samples known to have 

different levels of burden and has been found to be sensitive to changes over time 

(Reinhard et al., 1994). 

Measore of professional sup~or t  

The Professional Support Scale (Reinhard, 1994) was developed based on 

issues that were identified in the literature as being particularly relevant to families 

of patients with mental illness. lncluded in this Professional Support Scale were 

seven instrumental support items (e-g. information about the illness, medications, 

available resources, and practical advice on dealing with problem behaviours) and 

four affective support items (e-g. encouragement to recognize the efficacy of 

caregiving, respect for the caregiver's role in the treatment plan). 

The Professional Support Scale was administered in the context of a 

telephone interview. Respondents were asked to rate the amount of help that they 

received from program staff while their patient relative was hospitalized. Items were 

rated along a 4-point continuum from 1 (not ai all) to 4 (a great extent). Scoring 

was accomplished by summing individual responses, with total scores ranging from 

11 to 44. Scores for individual affective and instrumental subscales were also 

considered. 

Data on the psychometric qualities of the Professional Support Scale were 

published by Reinhard (1 994). The coefficient alpha for the items on the scale was 

.74, indicating good internal reliability. In the present evaluation, internal 
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consistency was slightly better (Guttman's split half = -85). Reinhard (1 994) also 

established content validity via focus groups with a family advisory group and 

psychiatric nurses. Finally, construct validity was evidenced by Reinhard (1 994) 

by a correlation of -60 with a separate item measuring respo~ 

the "amount of information, practica 

professions have given". 

I advice, an emotiona 

ndents' satisfaction w 

1 support mental hea 

Procedure 

Consent frorn family mernbers for their participation was obtained by 

telephone when their patient relative was admitted to the Unit. Family members 

who declined to participate were not re-contacted upon discharge or follow-up. 

Within 72 hours of admission, primary caregivers were contacted by 

telephone by the investigator and, if consent was obtained, asked to complete the 

BAS. At that time they were told that they would be contacted upon their relative's 

discharge, and again one month post-discharge. Upon discharge, families were 

contacted and asked to complete the Professional Support Scale. Finally, one 

month postdischarge, families were contacted to complete the fotlow-up version of 

the BAS. 



Chapter 9. ANALYSES AND RESULTS 

Patient Characterizations 

Characterfzation of current patients 

Basic descriptive statisticç serve to summarize demographic and clinical 

characteristics of patients who were treated in 1997. A total of 186 patients 

accounted for 2 0 6 ~ ~  Geriatric Psychiatry In-Patient admissions in 1997. The mean 

length-of-stay for these 206 admissions was 44.1 8 days (m = 4.36). 

Dernographic profiles. Patients who were treated in 1997 ranged in age from 

65 to 96, with a mean age of 76.1 years (m = 6.69) years. The majority of these 

patients were female (N = 139, 67.5%) and most were either rnarried (N = 83, 

40.5%) or widowed (N = 81, 39.5%). Only 22.0% (N = 44) of patients lived alone; 

the majority were admitted from their own or a relative's home (N = 147, 78.7 %), 

h i l e  21.7% (N = 44) were admitted from long-terni care facilities. Upon discharge, 

the majority (N = 171, 83.0%) of patients returned to the residence from which they 

were admitted. Of the 35 whose residence changed upon discharge, 21 (60.0%) 

were discharged to a general hospital for rnedical attention, while the remaining 14 

were either discharged to a long-term care facility or intenediate staykehabilitation 

psychiatric hospital (i.e. Brockville Psychiatrie Hospital). 

Although hospital records document 212 admissions in 1997, six patients were admitted to the Unit, 
discharged to a medical hospital for treatrnent, and readmitted within 14 days to the Geriatric Psychiatry 
In-Patient Unit. As a result, for the purposes of this report, only 1 admission was noted for these 
patients and length-of-stay data was based on the nurnber of days actually spent on the Unit during 
each admission. 
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Çlinical and medical ~rofiles. The clinical history of these patients indicated 

that 25.0% (N = 52) had been admitted to this or another 'psychiatric hospital in the 

year prior to the current admission. while for 47.6% of patients (N = 98), this was 

a first admission. The remaining 27.2% of patients had been hospitalized for 

psychiatric problems in excess of one year prior to the current admission. Of the 

108 patients who had been previously hospitalized for psychiatric problems, the 

majority (N = 88, 81.5%) had a history of multiple (Le. two or more) known 

psychiatric admissions. Other clinical data suggested that 31 .O% (N = 65) of 

patients had a history of either suicida1 ideations or suicide attempts (ihcluding that 

which precipitated the current admission), while 25.0% (N = 52) had a history of, or 

currently exhibited, aggressive behaviours. Finally, only a smali minority of patients 

(N = 36, 17.5%) had a history or currently presented with comorbid substance 

abuse problems. 

Most patients, on admission, were deemed in urgent, but not [ife threatening, 

need of treatment (N = 130, 63.1 %), while slightly over a quarter of patients (N = 55, 

26.7%) were deemed in life threatening need of treatment. Admissions were 

deemed elective for only a minority (N = 21, 10.2%) of patients. The most common 

reason for admitting a patient to the In-Patient Unit was because they required 

intensive treatment andlor evaluation that could not be safely provided in less 

rigorous settings (N = 85, 41.2%), m i l e  a similar proportion were admitted because 

they were deemed to pose a threat to either themselves andfor others (N = 81, 

39.3%). lnability of the caregiver to properly manage the patient at home (i.e. 
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caregiver failure) was cited as the primary reason for admission in 13.6% (N = 28), 

of admissions. Finally, a minority (N = 1 j, 5.3%) of patients were admitted for other 

reasons, most notably because they lived too far to commute to the hospital on a 

regular basis. 

As can be seen in Table 8, the most wmmon primary psychiatric syndromes, 

based on DSM-IV categorizations were mood disorders, which accounted for 56.3% 

of al1 primary diagnoses, the most common of which were depressive disorders 

wtiich accounted for 85.3% of al1 mood disorders. The next most commonly applied 

primary diagnoses were delirium, dementia, amnesia, and other organic mental 

disorders (26.7%), the most common of which was dementia, accounting for 89.1 % 

of all organic syndromes. Schizophrenia and other psychotic disorders, were 

relatively uncornmon, accounting for 12.1 % of al1 diagnoses, while other diagnoses, 

including adjustment disorders and substance abuse disorders comprised the 

remaining 4.9% of diagnoses. 

Almost half (N = 104, 49.5%) of patients who were treated in 1997 received 

multiple psychiatric diagnoses. As is shown in Table 8, the most commonly applied 

secondary psychiatric illnesses were dementia, accounting for 30.7% of all 

secondary diagnoses, and depressive disorders, which accounted for 19.8% of al[ 

secondary diagnoses. Substance abuse and personality disorders accounted for 

a little over 10% of secondary diagnoses (1 1.9% and 10.9%, respectively), while 

psychotic disorders, anxiety disorders, adjustment disorders, manic disorders, 

nonpsychotic disorders due to organic brain damage, conduct disorders, and 



Table 8 
Prevaience of Prirnarv and Secondarv Psvchiatric Diaanoses 

Primary 
Diagnosis 

Secondary 
Diagnosis 

Diagnosis n % n % 

Mood disorder 

Organic mental disorder 

dcmtntia 

delirium 

other 

Psychotic disorders 

schizophrenia 

paranoid disorder 

other 

Other disorders 

adjustcnent disorders 

substance abuse 

anxicty disorders 

pcrsonaliiy diçorders 

ncurotic dcprcssion 

conduct disorders 

mental rttardation 

nonpsychotic disorders duc 
to organic brain darnage 
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mental retardation each accounted for 5.9% or less of al1 secondary diagnoses. 

Medical comorbidity was noted in 95.6% of patients. Moreover, over 50% 

of patients received treatment for multiple (2 or more) medical conditions, the mean 

number of rnedical problerns being 3.7, = 2.26 (range 0-10). Table 9 presents 

the rnost prevalent medical problems that patients who were treated in 1997 

presented with, categorized according to the ICD-9-CM (1993) classification 

scheme. As c m  be seen therein, vascular problems were diagnosed in 54.5% of 

patients. Problems with the nervous system and sense organs were identified in 

41 -7% of patients. Over a third of patients presented with endocrine, nutritional, 

andlor metabolic probtems (36.4%), while almost a third presented with 

musculoskeletal system problems (29.6%) and digestive disorders (27.2%). Finally, 

fewer than 20% of patients presented with respiratory, genito-urinary, and infectious 

diseases, while less than 10% of patients were diagnosed with injuries and 

poisoning, neoplasms, signs and symptoms of illdefined conditions, diseases of the 

blood and blood-forming organs, or skin and subcutaneous tissue diseases. 

Finally, and as would be expected based on the presence of multiple 

psychiatrie and rnedical illnesses, most patients (72.0%) were classified, based on 

the c ~ l - ~ e v e r i t f ~  scale, as severely il1 on admission and the majority (also 72.0%) 

were judged by nurses to be impaired in their abilities to perform basic activities of 

27 

Because CGI-Severity scores were not routinely collected on patients treated in 1997, CGI-Severity 
data collected for patients treated in 1997 were based only on those patients who provided consent 
to take part in the treatment impact study. 
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Table 9 
Corn~arisons of Prevalence of Most Cornmon Medical Problems in Patients 
Treated in 1987 Versus 1997 

Year 

Diseases of the vascular systern 26 (473%) 

Diseases of the newous system 
30 (54.5%) 

and sense organs 

Endocrine, nutritional, and 
rnetabolic diseases 

Diseases of the rnusculoskeletal 
system 

Diseases of the digestive system 

Diseases of the respiratory 
system 

lnfectious and parasitic diseases s (9.1%) 

Diseases of the genito-urinary 
system 
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daily living. Indeed, although patients were functioning reasonably well in the year 

prior to admission (highest GAF in the past year = 65.1 5, SD =12.87), functioning 

on admission was significantly impaired (GAF = 36.82, SI1 = 13.86), l(197) = 25.83, 

Q c -001. 

Cornparisons of current and ~ a s t  patients 

Dernographic (age, gender) and clinical (diagnosis, number and types of 

medical illnesses, CG[-Severity scores) and length-of-stay differences between 

patients treated in 1997 and 1987 were exarnined via appropriate statistics (chi- 

square, t-test). Bonferroni corrections were used to maintain familywise error at e 

< .O5 for the eight comparisons, as detailed in Table IO, setting the criterion alpha 

at p < -006. 

A summary of demographic and clinical data for patients treated in 1987 and 

1997 are presented in Tables 9 and 1 O. As can be seen therein, although patients 

treated in 1997 were older than those treated in 1987, the difference fell short of 

significant (p = -02). Similarly, although the ratio of males to females appeared 

smaller in 1997 when compare to 1 987, the difference was not significant (g =. 12). 

In contrast, whereas only 20.0% of patients presented with multiple psychiatric 

diagnoses in 1987, almost half (49.5%) of those treated in 1997 received multiple 

diagnoses, x2(1, N = 206) = 15.40, 4 .005. Consistent with this finding, patients 

who were treated in 1997 had significantly greater mean numbers of psychiatric 

diagnoses when compared to their predecessors, '(176.97) = 5.76, e < -005. 

Similarly, diagnostic differences were noted in patients treated in 1987 and 1997, 



Table 10 
Com~arison of Patients Treated in 1987 Versus 1997 

Year 

Mean SD) age 

Gender 

male 

fernale 

Mean SD) number of diagnoses ' 

Mean & SD) # medical illnesses 

Diagnostic grouping * 

Delirium, dcmciitia, amnesia, 
and other organic mcntal disorders 

Mood disorders 

Schizophrenic and other 
psychotic diçorders 

a 
Other dkorders 

Secondary diagnoses (%) ' 

Primary or secondary dementia * 

a 
Other disorders indudcd dmg and alcohol disorders, nturotic disorders, and adjustment disorder. 

b 
CGI-Scventy scores for patients treated in 1997 were based on the 93 patients who providcd consent to parlicipate 
in the outcomc evaluation. 



139 

xT1, N = 206) = 16.01 g e -005. Specifically, although affective disorders rernained 

the rnost wmmon presenting problems, results indicated that the number of patients 

presenting with affective disorders decreased in 1997, when compared to 1987 

(56.3% vs 85.2%, respectively), while the prevalence of primary organic mental 

disorders was higher in more recent years than in the past (26.7% vs 9.3%, 

respectively). Consistent with these findings, the proportion of patients who 

presented with either a primary or secondary diagnosis of dementia was 

significantly higher in 1997, as compared to 1987 (x2(1, = 206) = 6.83 g c -005). 

No significant differences were found in medical burden, nor were differences in 

medical profi les significantly different across groups (Table 9). Final ly, patients 

treated in 1987 presented with similar severity of illness on admission as those 

treated in 1997. 

Cornparisons of demented and non-dernented patients 

Demographic and clinical differences behveen demented and non-demented 

patients were examined via appropriate statistics (chi-square, t-test). As in the 

previous set of analyses, Bonferroni corrections were used to control for familywise 

error in multiple analyses, setting the criterion for the Il comparisons (detailed in 

Table 11) alpha at e c .004. Cornparisons of patients with and without 

dementia produced several significant dernographic and clinical differences, as 

detailed in Table 11. As can be seen therein, and consistent with expectations, 

demented patients were significantly older than non-demented patients, f(204) = 

3.38, g < .O04 Further, whereas secondasr diagnoses were applied tu 38% of non- 



Table I I  
Demo~raphic and Clinical Cornparisons of Demented Versus 
Non-Demented Patients 

Demented status 

Nondementcd Dtmcntsd 
n = 126 nE80 

Mean (fi SD) age 

Gender 

male 

fcmalc 

Mean @ SD) number of  diagnoses 1-51 20.82 1.88 i. 0.73 

Mean & SD) # medical ilInesses * 339 2 2-14 4.26 2 237 

Admitted in year prior to current admission 37 (28.9%) 15 (19.2%) 

Mean & SD) GAF admission 38.69 2 13-42 33.55 2 14.1 I 

Mean & SD) GAF highest past year 68.61 2 1 - 1 0  3-93 1.37 

Suicide n'sk 43 (333%) 22 (28.6%) 

Aggressive behaviors 25 (19.4%) 27 (35.1 %) 

a 
Mean (+ SD) CGI-Severïty admission 5.05 + I .09 5.25 + 1 -07 

a 
Because CGIScvcrity scales were not routinely collccted on the Unit. mean scores bascd on the 93 patients (37 
dcmcnttd and 56 nondtrnented) who provided consent to participate iri the outcoine cvaluation- 
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demented patients, 67.5% of demented patients presented with multiple diag noses, 

x2(1, N = 206) = 16.85, e c -004. Consistent with this finding, dernented patients 

presented with significantly greater numbers of psychiatric diagnoses, f(204) = 

3.28, p < -004. Demented patients also presented with greater medical burden 

(i(204) = 2.70 g c -004). Not surprising then, demented patients were more likely 

to be rated by nurses as functionally irnpaired on admission (x2(1, = 206) = 12.26, 

g < .004) and rated by physicians as more impaired in their psychosocial 

functioning, based on the GAF, in the year preceding admission, f(194) = 5.40, g 

.O04 A post hoc analysis, designed to identify whether group differences in GAF 

scores in the past year would persist after wntrolling for the effects of age indicated 

that indeed, differences persisted even after the potential influence of age was 

removed (E(2,193) = 23.92, g < .001). Finally, a trend was noted wherein patients 

with dernentia were near significantly more likely to display aggressive behaviours 

on admission than their nondemented counterparts (x2(1, N = 206) = 5.97, g = .O1 ). 

No measurable differences were noted in regard to severity of illness and general 

psychosocial functioning on admission. 

Surnmary 

These data suggest that patients who were treated on the ROH Geriatric Psychiatry 

InPatient Unit in 1997 were predominantly severely rnedically, psychiatrically, and 

functionally cornpromised women who required treatment for depressions andlor 

dernentia. Although patients who were treated in 1997 appeared older than their 

predecessors, the age difference did not reach significance. Similarly, although it 
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was expected that patients treated in 1997 would be more medically burdened or 

psychiatrically il1 than those treated in 1987, the findings did not support this 

hypothesis. In contrast, patients who were treated in 1997 presented with greater 

numbers of psychiatric probiems, and had a higher prevalence rate for dementia, 

providing support for the expectations that patients, in 1997, would be more 

cognitively and/or psychiatrically impaired than their predecessors. Finally, and 

consistent with expectations, demented patients were older, presented with more 

medical and psychiatric problems, were more likely to require functional assistance, 

and displayed aggressive behaviours in greater frequency. Under these conditions, 

demented patients may be expected to require greater resources in terms of staff 

tirne than non-demented patients. 

Identification of Impacts of Treatment for Patients 

Of the 100 patients on whom outcome data were collected , 93 provided 

consent to have the data that was collected on them used for evaluative purposes. 

In order to assess the potential for self-selection bias, patients who provided 

consent were compared with those who refused on data that are routinely collected 

on the Unit, including age, gender, marital status, diagnosis (organic mental 

disorders, mood disorders, psychotic disorders, and other disorders), and CGI- 

Severity scores and GAF on admission and discharge. The Bonferroni correction 

was used to control for familywise error for the l 1 analyses (detailed in Table 12) 

and set the criterion alpha at .004. 



Table 12. 
Pifferences Between Patients who Provided Consent and Those who Refused 

-- - - - - -- - - - - - 

Consent status 

Consent No Consent 
(n = 93) (n = 7) 

Age 

Gender 

Mamed 

Diagnostic grouping ' 

Organic mental disorders 

Mood disorders 

Psychotic disorders 

a 
Oihcr disorders 

CGI-Severity - admission 

GAF - admission 

GAF - discharge 

CGI-Severity - admission 

CGI-Severity - discharge 

CGI-lmprovement - discharge 

Length-of-stay 

a 
Oîher disorders iricluded dnig and alcoliol abuse disordcrs. iieurotic disorders, and adjustincnt disorder. 



1 44 

Basic demographic and clinical for those who provided consent and those 

who refused are presented in Table 12. Results of chi square analyses, using 

Fisher's exact test to compensate for the small expected frequencies, indicated that 

patients who provided consent did not diver significantly from those who refused 

in terms of the proportion who were married versus unmarried (p(1  , N=100) = 3.35, 

ns) or gender ()(t(l, N=100) = 3.66, ns). Similarly, results of t-tests revealed that 

patients who provided consent did not differ significantly from those who refused 

in terms of age (t(98) = -39, ns), illness severity on admission (!(96)=.94, ns) or 

discharge (t(95)= .14, ns), degree of impairment (GAF) on admission (!(98)=1.24, 

ns) or discharge (1(98)= .07, ns), rate of improvement based on CGi-lmprovement 

scores (j(96)=.43, ns), and GAF change scores (t(98) = 1.25, ns), or length-of-stay 

(t(98) = .41, ns). However, there was a significant difference in terms of the 

distributions of diagnostic groupings of patients who consented to treatment and 

those who refused (@ (3, = 100) = 17.68, 4 -004). As can be seen in Table 12, 

compared tu patients who consented, a disproportionate number of patients who 

refused had psychotic disorders. Because consent was not granted, the 

relationship between the provision of consent and outcome based on symptom 

severity andlor satisfaction with treatment could not be assessed. 

Thus, patients who provided consent did not differ significantly, with respect 

to basic demographic variables such as age or gender, nor did they differ with 

respect to their overall level of illness severity or impairment on admission or 

discharge or their rate of improvement. However, whereas the most common 
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diagnoses of patients who provided consent were affective disorders, the majority 

of patients who refused to provide consent received treatment for psychotic 

disorders. Therefore, this diagnostic group may be under represented in the results 

that follow. 

Treatment Butcornes 

The assessment of treatment impacts for consenting demented and non- 

demented patients began by classifying patients according to whether they had a 

prirnary or secondary diagnosis of dementia, as defined in DSM-IV. This 

classification resulted in 37 patients being categorized within the demented group 

and 56 falling into the nondemented group. Before comparing treatment outcomes, 

however, analyses were run to identify whether demented and non-dernented 

patients received different treatment opportunities. This was designed to identify 

whether wntrol of treatment variables would be required in analyses of outcomes. 

Cornparisons of treatment opportunities. Analyses designed to determine 

whether demented and non-demented patients differed in regard to their treatment 

management began with dichotomously categorizing patients according to whether 

they received interventions frorn each of the foilowing disciplines: occupational 

therapy, physiotherapy, psychology, social work, recreation therapy, and dietary. 

Six separate chi square analyses, one per discipline, served to determine the extent 

to which demented and non-demented patients differed in treatment opportunities 

provided to them. A simple 1-test was used to determine whether demented and 

nondemented patients differed in the length of their admission, while a chi-square 
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analysis served to determine whether group differences were identifiable in reason 

for discharge. In order to compensate for multiple testings, a Bonferroni correction 

was applied and set the criterion alpha, based on 7 comparisons, at -007. 

Results of the treatment discipline classification procedures indicated that 

demented and non-demented patients did not differ significantly in regard to 

treatment opportunities provided to thern during the course of their in-patient stay. 

Sirnilarly, results of the t-test indicated that group differences in length-of-stay 

between demented (M = 38.33 + 25.54) and non-demented (M = 41 -53 2 32.46) 

patients were not significant (l(98) = -39, ns). Finally, no çignificant group 

differences emerged with respect to reason for discharge (x2(5) = 6.55, ns). 

Overwhelmingly, for both dernented and non-demented patients, the most common 

reason for discharge was successful cornpletion of treatrnent (77.9% and 82.9%, 

respectively). Demented and non-dernented patients also had similar rates of 

discharges against medical advice (2.9% and 6.0%: respectively) and discharges 

due to medical needs requiring outside intervention (1 0.3% and 7.7%. respectively). 

Only 1 (non-demented) patient died while on the unit. The remaining patients had 

been discharged for other various reasons, the most common of which were 

transfers to another unit or to a long-term care facility. Thus, patients with and 

without dementia were provided with similar treatment opportunities and were 

discharged for similar reasons. 

Clinical outcornes. Analyses of differences over time, between patients with 

and without dementia were assessed using two mixed 2 (time) x 2 (demented vs 



nondemented) multivariate analyses of variance   MA NOVA)^^, one for the clinical 

status measures, the other for the measures of functioning. A similar mixed 2 (tirne) 

x 2 (dementia status) ANOVA was conducted on Iife satisfaction scores. 

Preliminary analyses for the MANOVA conducted on psychopathology (CG 1- 

Severity and PsychSentinel scales) identified 3 outliers in the non-demented 

group's PsychSentinel scale scores, 1 on admission and 2 at discharge ( ~ ' s  > 3.0, 

e < .OOl)  and indicated that variances for PsychSentinel scores at discharge were 

significantly different for dernented (variance = 1124.36) and non-demented 

(variance = 298.78) patients, Bartlett-Box E = 19-09, p c .001. This univariate 

violation also led to violations of the multivariate assumption of homogeneity of 

variance-covariance rnatrix, Box's M = 40.83, E(10,24369) = 3.86, p < -001. 

Because the F test is no: robust to outliers and heterogeneity in variances is a 

concern when the variability is greater in the srnaller group (Tabachnick & Fidell, 

1989) a square root transformation was applied to the PsychSentinel scale scores. 

Repeated ANOVAs and MANOVAs require that several assumptions be met First, data should be normalrty 
dibut&.  An*, to thii end, began with a search for univariate, and for the muttivanate anaiyses, muftivarÏate, 
outiiers. Univariate outliers were tested by transforrning the data into standardued Z-scores, while rnuitivariate 
outilers were assessed using the Mahalanobis diances. In both instances, criteria for outliers were set at Q c -001 
(Stevens, 1986; Tabachnick & Fidell, 1989). Next, univariate norma(i%y was assessed according to the 
recommendations of Wilks, Shapiro, and Chen (1 968) and invoived d ~ d i n g  skewness and kurtosis coefficients 
by their respective standard errors to obtain z-scores and examining the probabiiity that the 2-score is significantly 
drfferent (using < .001) from the standard mean of O (Tabachnick & Fidell, 1989), while muftivaBate nonnaMy was 
not tested directiy as the sarnple sues produced more than 20 df for error, suggesting that the mutthariate F test 
was robust to deviations in muttivariate normality (Tabachnick & Fidell, 1989). A check of withintell scatter plots 
served to ensure that relationships were linear. Univariate homogeneity of variance were assessed using the 
Bartlett-Box F test, M i le  the rnulüvariate homogeneity of variance-covariance assumption was evaluated using the 
BozSs M test The assumption required of repeated measures analyses, that al1 covariances in the pooled rnatrbc 
be equivalent, was assessed using Mauchley's test of sphencity. Finally, where muiüvariate anafyses were 
perforrned, Bartletfs test of sphericity served to assure that the dependent variables were sufficiently related to each 
other. For al1 symmetry tests, the criterion of < .O01 was used, as recommended by Hakstain, Roed, and Lind 
(1 979). 
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Following transformation, no outliers were found and al1 symmetry assumptions 

were satisfied. 

Results of the 2 (time) x 2 (dementia status) MANOVA on indicators of 

severity of psychopathology (CGI-Severity and the PsychSentinel) uncovered a 

significant main effect for time, Pillais = -71, E(2.89) = 112.56, p < .05), indicating 

that patients, wllapsed across diagnostic groupings, improved significantly in terms 

of the severity of their psychopathology from admission to discharge. This 

significant effect was reflected on both the CGI-Severity scale (E(1,90) = 1 37.62, 

p c -05, q2 = -61) and the PsychSentinel scale (E(1,90) = 200.59, p < .OS, r12 = -70). 

Analyses also revealed a significant multivariate group by time interaction, Pillais 

= -15, E(2,89) = 7.43, g < -05). Univariate follow-up analyses indicated that this 

effect was not significant for the PsychSentinel scale (E(1,90) = 3.1 0, ns, q2 = -03). 

In contrast, the interactive effect was significant for the CGI-Severity scale (E(1 ,90) 

= 5.91, p < -05, r12 = -1 2). Simple effects analyses, detailed in Table 13, revealed 

that even after using the Bonferroni correction to maintain familywise error at g c 

-05, both nondernented (f(55) = 11 -53, < -025) and demented (l(36) = 5.95, g < 

.025) patients experienced significant reductions in severity of illness over the 

course of treatment. However, the simple effect of group at each measure of time 

indicated that the groups did not differ significantly in terms of global severity of 

illness on admission (f(91) = 1 -1 3, ns), but by discharge the non-dernented group 

exhibiting significantly less severe illness than the demented group (f(90) = 6.00, 

g c .025), suggesting greater improvement in the non-demented group. 



Table 13 
Mean (+ S D l  for Outcome Measures for Demented and Non-Demented Patients 

Diagnostic Grouping 

Non-demented Demented 
Outcorne measure patients patients Significance test of group difference 

(n = 56) (n = 37) 

CGISeverity 

Admission 
Discharge 

Pa ired t-test 

PsychSentinel a 

Admission 

Discharge 

Pa ired t-test 

GAF 

Admission 
Discharge 

Paired t-test 

WHO DAS-S social 

Admission 
Discharge 

Pa ired t-test 

WHO DASS ADL 

Admission 
Discharge 

Pa ired t-test 

Life Satisfaction 

Admission 
Discharge 

Pa ired t-test 

a 

Although the t-tests for the PsychScntincl arc bascd on square root transforrncd data, for simplicity sake, raw 
PsychSentinel scores arc presented for each group. 

b 
Data for the Life Satisfaction Sc& were available for 74 patients on adtnissioii (48 iioridemenkd aiid 26 demented) 
and 70 patients on discharge (45 non-demelitcd and 25 dçmentcd). 
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Assumptions for the 2 (time) x 2 (dementia status) MANOVA on the 

functioning variables (GAF, WHO DAS-S social functioning and ADL subscaleç) 

were satisfied. Results uncovered a significant main effect for time, Pillais = .69, 

E(3,88) = 58.68, g c .Os), indicating that patients, collapsed across diagnostic 

groupings, improved significantly in terms of functioning during the course of 

hospitalization. This significant effect was reffected on each of the GAF (E(1,90) 

= 172.65 g < .05, q2 = .66), the W H O  DAS-S social functioning subscale (E(1,90) 

= 71 -93 e < -05, q2 = .46), and the WHO DAS-S ADL subscale (E(1,90) = 30.02, 

c -05, q2 = -25). The group by time multivariate interaction was also significant 

(Pillais = -1 1, E(3,88) = 3.76 g < -05). Univariate fc~llow-up analyses indicated that 

this interaction effect was not significant for the GAF (E(1,90) = 3.59, ns, q2 = .04) 

nor the WHO DAS-S AD1 subscale (E(l,90) = 3.52, ns, q2 = -04). In contrast, 

interadive effects were significant for the WHO DAS-S social adjustment subscale 

(E(1,90) = 11.47 g c .05, ri2 = .09). Simple effects analyses, detailed in Table 13, 

revealed that even after using the Bonferroni correction to maintain familywise error 

at p c -05, both the non-demented group (l(55) = 9.57, e < -025) and demented 

group (i(36) = 3.60, g c -025) exhibited significant improvements in social 

functioning. The simple effect of group at each measure of time furthar indicated 

near significant group differences on admission (i(91) = 2.1 8, = -03) but significant 

differences, with the non-demented group exhibiting less severe social impairment, 

by discharge ('(90) = 5.01, g c -025). 

Finally, al1 assumptions for the 2 (time) x 2 (dementia status) ANOVA on the 



Global Life Satisfaction scale" were satisfied. Results indicated a significant main 

effect for time, (E(1,68) = 57.92, g < -05, qz = .45), indicating that al1 patients, 

collapsing across diagnostic grouping, experienced significant improvements in the 

quality of their life over the course of treatment. The group by time interaction was 

not significant (E(1,68) = 5.67, ns, r12 = .IO), nor was the main effect dementia status 

(E(1,68) = 4.71, ns, r12 = .03.), suggesting that patients with and without dernentia 

experienced similar changes in self-ratings of Life Satisfaction. 

To sum, the expectation that patients would improve over the course of 

hospitalization was upheld. On al1 measures, the effects of treatment as indicated 

by admission-discharge differences were significant and effect sizes were strong. 

Moreover, and consistent with earlier hypotheses, demented patients responded 

less favourably to treatment on rneasures of global severity of illness and social 

functioning. However, contrary to what was expected, although non-demented 

patients appeared to respond better to treatrnent than demented patients on al1 

measures, group differences over time were not significant for severity of symptomç 

(PsychSentinel scale), general overall functioning, activities of daily living, or 

ratings of Life Satisfaction. 

Data for the Global Life Satisfaction Scale were available for 74 patients on admission (48 
nondemented and 26 demented) and 70 patients on discharge (45 nondemented and 25 
dernented). On admission, missing data was atiributed to patient inability to comprehend the scale due 
to psychiatnc impairments, ancilor patients refusing to complete the scale. On discharge, missing data 
was attributed to patients' inability to comprehend the scale or to their being discharged before being 
provided with the opportunity to complete the scale, Le. discharged for medicat reasons or against 
medical advice. Comparisons of patients on whom data was missing and those who for whom it was 
not missing indicated that those for whom data were missing were more severely il1 based on the CGI- 
Severity scate on both admission (t(92) = 3.75, c -001) and discharge a(91) = 4.03, g c -001) (no 
differences were found based on dementia status). 
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Patient satisfaction with treatment. Patient satisfaction data were available 

on 90 patients, 55 of whom provided their names on the surveys. Analyses of 

patient satisfaction began with identifying the percentage of patients who were 

satisfiedidissatisfied with the treatment that they received. Because mental health 

literature has wnsistently reported satisfaction ratings of 70 to 80 percent (Favaro, 

1995). and following the recommendation of Ferris et al. (1 992)' total CSQ scores 

that fell in the fourth quartile of possible scores were taken to represent satisfaction. 

Based on this criteria, patients whose score on the satisfaction survey was equal 

to, or greater than 45 (out of 60) were deemed to have been satisfied with their 

treatment, while scores below 45 were indicative of dissatisfaction. A similar 

approach was used to assess patient satisfaction with specific facets of treatment 

(the custom items) - a rating of 3 or 4 indicated satisfaction, while scores below 3 

were taken to represent dissatisfaction with the specific item. Examination of these 

individual items was designed to provide information that would be useful from a 

quality assurance perspective (i.e. to identify areas of strength and weaknesses on 

the Unit). Particular attention was given to facets of treatment where in excess of 

10% of patients indicated displeasure since the literature suggests that a rate of 

dissatisfaction higher than 10% indicates problems with a program's service 

delivery (Lebow, 1983). Finally, for patients who chose to provide their names on 

the satisfaction survey, a t-test served to examine differences between demented 

and non-demented patients in total CSQ scores and for each individual tem while 

chi square tests compared the proportion of demented vs non-demented patients 
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who were dissatisfied with specific facets of treatment. Based on the Bonferroni 

technique, the criteria for significance of these multiple tests, designed to maintain 

the familywise error rate at g < -05, was set at p < -002. 

Based on the uiteria outlined above, 90% of patients were satisfied with the 

services that they received at the ROH. Out of a maximum possible of 60 points, 

the mean total satisfaction score was 51 -81 + 7.79. Patients with dementia and 

without dementia did not differ in their overall mean satisfaction score (50.22 2 7.59 

vs 51.32 & 5.76, t(53)=.60, ns) nor did they differ in regard to mean satisfaction 

scores for specific facets of treatment (al1 ns). 

Satisfaction rates for specific facets of treatment are presented in Table 14. 

Of particular note was the finding that 16.7% of al1 patients were dissatisfied with 

the amount of information that was provided to them regarding what they could 

expect from their treatment while 12.2% were dissatisfied with each of the following: 

staff explanation of their illness, with their ievel of improvement, and with the 

opportunities provided to them conceming their treatment options. Fewer than 10% 

of patients expressed dissatisfaction with other facets of treatment. Finally, no 

significant differences were notod in the proportion of demented versus non- 

demented patients who were dissatisfied with specific aspects of treatment (al1 ns). 

To sum, and counter to expectations, no significant difierences in treatment 

satisfaction were found between demented and non-dernented patients. Results 

indicated that patients were, generaliy speaking, satisfied with the treatment that 

they received on the Geriatric Psychiatry In-Patient unit. However, some areas 
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Table 14 
ean (+SD\ Satisfaction Scores and Nurnber (5%) of Patients Dissatisfied with 

Specific Facets of Treatment 

Satisfaction item 

- 

Mean 5 SD n (%) dissatisfied 

You fe# safe h i l e  in hospibl 3.35 2 0.76 9 (10%) 

Staff were supportive o f  your needs 

You fek involved i n  decisions regarding your 
treatment 

You were treated with respect 

Staff helped you to  corne to  a better 
understanding o f  your illness 

Staff appeared to be  knowIedgeable 3.44 2 0.63 

Your syrnptomr were reduced following the 
treatment you received 3.30 2 0.75 

Staff explained your treatment options to  you 3.23 2 0.73 

Staff made it clear what you could expect from 
your treatment 3.23 2 .O72 

Overall satisfaction score 
(maximum = 60) 

Note. Rcsulis of t-tests on group maris (overall and individual itcms) and chi square analyses on proportions 
o f  patients dissatisfied with treatment (overall and individual itcms) al1 failed to reach significancc. 
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were identified for quality improvement consideration, most of which indicate that 

patients desire more information and wish to be more involved in their treatrnent 

plan. 

Analvses of residual svmptoms. Only 10% of patients were in complete 

remission by discharge. A chi quare test, designed to assess whether demented 

patients were more likely to be discharged with residual symptoms than non- 

demented patients. indicated that while al1 demented patienis were discharged with 

residual symptoms, only 47 (83.9%) of non-demented patients were symptomatic 

at discharge, x2(1, N = 92) = 3.65, g c -05. 

Closer scrutiny of residual symptoms was undertaken for the four most 

prevalent diagnoses (primary or secondary) as categorized by the PsychSentinel 

sale: depressive disorders, dementia, manic disorders, and other organic mental 

disorderslpsychotidaffective disorders NOSM. Within each syndrome, 

examinations of the specific symptorns whose prevalence was s ign i f i~n t ly  lowered 

frorn admission to discharge were examined using multiple McNemar statistics. 

Because of expectations that patients would be discharged prior to full remission, 

paired t-tests were used to compare mean admission and discharge scores for each 

symptom within each syndrome. This latter set of analyses was designed to 

elucidate symptoms that, while not completely resolved, responded well to 

treatment. Bonferroni corrections maintained the familywise error rate at e e -05 for 

- - - 

30 

Not Otherwise Specified. 
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each of the multiple sets of McNemar and paired t-tests within each diagnosis. 

Mean symptorn scores on admission and discharge, accompanied by the 

proportion of patients exhibiting each symptorn, are presented separately for the 

four syndromes in Tables 15-18. Tuming first to depressive disorders, as can be 

seen in Table 15, a total of 54 patients had received a primary or secondary 

diagnosis of depression. Although al1 depressive symptorns were present, to 

varying degrees upon discharge, the prevalence of each symptom, with the 

exception of suicide risk, was reduced significantly from admission to discharge. 

Similarly, with the exception of suicide, all symptoms improved significantly from 

admission to discharge (al1 K s  e -004). Although the significance of change in 

suicide symptom risk did not change significantly over the course of treatrnent, both 

the mean symptom score, as well as the prevalence of the symptom, indicated 

trends toward improvement (ers = .O05 and -03, respectively). Moreover, given that 

the prevalence and mean severity scores for suicide risk were both low on 

admission, lack of significant changes may have been the result of floor effects. 

Consideration of the 37 patients who presented with a primary or secondary 

diagnosis of dementia (Table 16) reflected that, as with depressive symptoms, al1 

symptoms were present upon discharge. Symptoms whose prevalence were 

significantly reduced by discharge included anxiety and psychomotor agitation. 

Despite scarce significant changes in prevalence rates, the severity of many 

dernentia symptoms improved significantly (g's c .004) over the course of treatment. 

To this end, significant improvements were noted for impaired judgement, each of 
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ean Scores and Prevalence of Dementia âvmntoms on Admission and 

Residual Symptorn Admission Discharge Admission Discharge 

Loss of intellectual abilities A 

lrnpaired memofy A 

lrnpaired abstract thinking A 

lmpaired judgement A 

Personality changes # 

Persecutory delusions # 

Aggressiveness/hostility # 

Anxiety # 

Psychomotor agitation A 

Prominent delusions A 

Depersonalization A 

Emotional lability # 

Note. Thc significancc of changes from admission to dischargc in mcan symptom scores werc examincd via t-statistics. 
while changes in prcvalcncc cstimatcs wcrc cxamined using McNcrnar statistics. In order to maintain the 
famiIywisc trror rate at 2 -C -05, the criterion for significance was set at Q < .004. 

- Range o f  possible scores is 0-1 
# Range of possible scores is 0-2 
A Range of possible scores is 0-4 
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Mean Scores and Prevalence of Manic Svrn~toms on Admission and Discharae 

w 
Mean SD n (%) 

Residuaf Symptom Admission Discharge Admission Discharge 

Expansivefinitable mood - 
Grandiose, > self esteem - 
Decreased need for sleep # 

More talkative than usual- 

Flight of ideas # 

Dysphoria - 

Psychomotor agitation # 

Excessive high risk 
activities - 
lmpaired role functioning A 

lmpaired social activities # 

Delusions A 

Hallucinations 

Note. The significance of changes fiom admission to discharge in mean symptorn scores wcrc cx-amined via t-statistics. 
whilt changes iti prevalenct estimates were cxaniincd usiiig McNttnar statisiics. I n  ordcr to rnaiiibin thc 
familywkc trror rate at < -05, the criterion for sigiiificancc was set at 2 c .004. 

-Range of possible scores is 0-1 
# Range of possible scores is 0-2 
Range of possiblc scores is 0 4  



160 
Table 18 
Mean Scores and Prevalence of Svrn~torns of Oraanic and/or Affective/Psvchotic 
NOS -mission and Discharae (n = 9) 

Residual Symptom Admission Discharge Admission Oischarge 

Be~usionslhallucinations A 

lrnpaired long-terni memory # 

Inability to leam new 
information # 

Depressed mood # 

Panic attacks # 

Generalized anxiety # 

Affective instability # 

Recurrent ragefuI outbursts # 

Poor impulsive control # 

Apathylindifference A 

Suspiciousness/paranoia - 
Suicidal ideationfattempt - 

Note. The significance of changes from adinissiori to discharge in incm qmptoin scores wae csamined via t-statistics. 
while changes iii prevalencc cstimatcs were esarniiied usitig McNanar statistics. hi order to maintairi the 
farniWsc crror rate at c .05, the criterion for significance was set at p -= -004. 

- Range of possible scores is 0- 1 
# Range of possible scorcs is 0-2 
A Range of possible scores is 0 4  
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persecutory and prominent delusions, aggressive behaviours, anxiety, psychomotor 

agitation, and emotional lability. 

Tuming to results of the 12 patients with a diagnosis of manic disorder 

(Table 17), results indicated that most manic symptoms were present, to varying 

severities and in varying frequencies, upon discharge. Although hnro symptoms had 

completely remitted by discharge (expansive or irritable mood and hallucinations), 

none of the changes in prevalence rates, using g < .O04 as the criterion, reached 

significance. However, given that the prevalence of both of these symptoms were 

Iow on admission, la& of significant changes may have been the result of statistical 

floor effects. Despite scarce significant reductions in prevalence rates, 4 symptoms 

were found to have a significantly improved from admission to discharge 

(expansivelirritable mood, flight of ideas, impaired social functioning, and 

psychomotor agitation), h i l e  low scores on admission may have contributed to the 

lack of significant changes in excessive high risk activities. 

Finally, of the 4 syndromes detai led, organic andlor affective/ps ychotic NOS 

symptoms were most likely to remit with treatment, but least likely, probably due to 

small to respond significantly to treatment (Table 18). Indeed, of the 12 

symptorns, 5 were fully remitted by discharge (depressed mood, panic attacks, poor 

impulse control, apathy, and suicida1 ideationlattempts). Although prevalence 

estirnates for al1 other symptoms were lower on discharge, as compared to 

admission, the only symptom whose prevalence dernonstrated even a trend toward 

significant reduction was suspiciousnesslparanoia (Q c .05). Consideration of mean 
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values revealed that only suspiciousness/paranoia and affective instability improved 

significantly over the course of treatment (e e -004). 

In summary, and consistent with expectations, demented patients were more 

likely to be discharged prior to cornplete remission than non-demented patients. 

Moreover, results indicated that although al1 syndromes demonstrated good 

irnprovement over the course of treatment, those which responded best to treatment 

(based on the number of individual syrnptoms whose prevalence rate decreased 

significantly and based on the number of significant changes in mean symptom 

scores from admission to discharge) were depressive disorders. Within depressive 

disorders, the only symptom which did not respond significantly to treatment was 

suicide risk. However, the prevalence and mean severity scores for suicide risk 

were both low on admission, suggesting that lack of significant changes may have 

been the result of floor effects. Symptoms of dementia were more persistent upon 

discharge, as compared to depressive symptoms. Consistent with this finding, 

significant reductions in prevalence rates were noted for only two symptoms 

(anxiety and psychomotor agitation) while significant reductions in symptom severity 

were noted for seven of the 12 symptoms. Dementia symptoms whose severity did 

not improve significantly over the course of treatment were loss of intellectual 

abilities, impaired memory, impaired abstract thinking, personality changes, and 

depersonalization. The persistence of manic illnesses were also evident in the 

scarcity of significant changes in prevalence rates. However, although floor effects 

were implicated in the lack of improvement in several manic symptoms, including 
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excessive high risk activities and hallucinations, significant improvements were 

noted for only expansivelirritable mood, psychomotor agitation, and impaired social 

activities. Finally, organic andior affectivelpsychotic NOS disorders presented with 

fewer signficant irnprovements than any of the other disorders detailed herein. In 

fact, although several symptoms had cornpletely rernitted by discharge, including 

depressed mood, panic attack, poor impulse control, apathy, and suicida1 ideation, 

only 2 symptoms demonstrated significant improvements in mean score (affective 

instability and suspiciousness/paranoia). 

Follow-uo analyses. Follow-up data were available on 58 patients (41 non- 

dernented and 17 demented patients). In order to determine whether dernented and 

non-demented patients maintained their treatment response post-discharge, two 

separate 2 (time - discharge to follow-up) x 2 (dementia status) mixed ANOVAs 

(one on the CG!-Severity scale, the other on the Life Satisfaction Scale) and a 2 

(time) x 2 (dementia status) mixed MANOVA (on measures of functioning) were 

carried out. Where significant effects were indicated, admission to follow-up data 

were similarly explored to determine whether significant changes at follow-up 

indicated ratings that were similar to those which had been noted on admission. 

Tests of the assumptions revealed no threat to any of the analyses. 

Beginning with CGI-Severity scores (Figure 2), the interaction contrast 

assessing discharge to follow-up differences did not reveal a significant main effect 

for time nor a significant interaction effect (Es c 1). Similarly, the interaction 

cantrast assessing discharge to follow-up differences on the combined WHO DAS- 



S subscales and the GAF (Figure 4) did not reflect a significant main effect for time 

(E < 1) or a significant interaction effect (Pillais = .08, E(2,55) = 1-29, ns). 

In contrast, although interaction contrasts açsessing discharge to follow-up 

differences in Life Satisfaction Scores3' indicated no significant interaction effect 

(E(1.31) = 3.74, ns, q2 = -1 1 ), the main effect for time was significant (E(1,31) = 

10.39, g < -05, q2 = -25) and reflected that patients, collapsing across diagnostic 

groupings, experienced a significant regression in self-rated quality of life from 

discharge to follow-up (Figure 3). Consideration of admission to follow-up data 

indicated that despite regressions from discharge to follow-up, follow-up ratings of 

Global Life Satisfaction were generally higher than admission ratings (E(1,31) = 

6.1 4, g < -05, n2 = -1 7). However, a significant group by time interaction (E(1,31) 

= 8.50, g e -05, q2 = .22) suggested that these changes were not uniform across 

diagnostic groups. Indeed, simple effects analyses, using the Bonferroni correction 

to maintain familywise error at g c -05, indicated that while admission to follow-up 

improvements in self-rated life satisfaction were significant for the non-demented 

group (t(23) = 15.12, g < .025), differences in the demented group were not 

significant (t(8) = .31, ns). 

To sum, expectations that both demented and non-demented patients would 

rnaintain their treatment response from discharge to follow-up were upheld for both 

severity of psychopathology and functional capacities. However, counter to 

3 1 

Ratings of Global Life Satisfaction were available for 33 patients at follow-up (9 demented and 24 non- 
demented patients). Missing data was attributed to patient inability to comprehend the rating scale. 
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A GAF scale ranges from 1 (extremely impaired) to 100 (excellent functioning) 



expectations, patients experienced significant regressions in subjective quality of 

life from discharge to follow-up. Nonetheless, and consistent with expectations, 

ratings of life satisfaction were significantly better at follow-up than they had been 

on admission for the non-demented group. However, counter to expectations, 

ratings of life satisfaction regressed sufficiently in demented patients from 

discharge to follow-up so as to reflect no significant improvement from admission 

to follow-up. 

Predictina treatment outcome 

In order to identify the patient characteristics that were associated with good 

treatment outcornes and to test the theory that these variables influence outcome 

by virtue of their relationship to participation, two analytical steps were taken. First, 

the relationship between patient characteristics and treatment outcome and the 

potential mediating effect of participation were examined via a hierarchical standard 

multiple regression. Second, the relationship between patient characteristics and 

participation in treatment was examined via a logistic regression. For both 

analyses, al1 of the patient characteristics were entered together based on the 

assumption that each would add to the prediction models3*. Treatment response 

was based on the CGI-lmprovement scale. The predictor variables that were 

examined are identified in Table 19 and included treatment resistance, dementia 

Resub bas& on statistical regression 0.e. stepwise and bachard elimination techniques) produced 
similar resuk. Results of the standard regression were ultimately used because of the desire to test 
the hypothesized predictive model, including the joint contribution of the variable set and the 
identification of the relative contribution of each predictor. 
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List and Definitions of Variables Used to Predict Outcome 

Variable Definition 

Treatment resistance Rating of highest GAF in past year 

Diagnosis Dichotomous (yh) based on presence of dementia 

Medical burden 

Severity of symptoms 

Suicide potential 

Violence potential 

ADL limitations 

Enurneration of documented ICD-9-CM medical 
diagnoses 

Clinician rating on the PsychSentinel scale on 
admission 

Dichotomous (y/n) based on presence of pnor or 
current suicide attempts/ideations 

Dichotomous (yh) based on presence of past or 
current assaultive behaviours 

Dichotornous (yfn) based on documented requirement for 
assistance with any activity of daily lMng on ROH-ADL 
Scales 

Psychosocial functioning Clinician rating on GAF on admission 

Participation in treatment Dichotomous (yfn) based on nurse ratings at discharge 
Note. Wrth aie exception of the PsychSentinel scale, the predictors were selected from among those 
that were most readily available on admission and were widely used and likely to be as accessible in 
similar institutes across Canada, as dictated by the Canadian lnstitute for Health Information. 

status, medical burden, severity of symptoms, suicide risk, violence potential, ADL 

limitations and psychosocial f~nc t ion ing~~ .  Finally, participation was based on 

nurse ratings at discharge which were dichotomized into active (very active or 

Tests of assurnptions for the regression analysis indicated that only 13% of patients who were to be 
included in this analysis had a hiiory or current issue with substance abuse comorbidity. Because the 
potential for such skewness to distort correlations, the variable was dropped from the analysis. 



rnoderately active) versus not active (resistant, refused, or unable to participate)". 

Cornplete data for these analyses were available for 70 patients. 

Predictino treatment outcorne. Tests of assumptions identified significant 

deviation from nomality in the criterion variable, CGI-lmprovement (KS(92) = 24, 

e c -001 ). Further scrutiny attributed skewed distribution to the presence of three 

outliers (Z scores in excess of 3.0). These outliers also appeared to impact on the 

rnultivariate distribution. Because deletion of the outliers may have eliminated some 

potentially clinically significant data, the CGI-lmprovement variable was logged 

transformed? Following transformation of the criterion, no outliers were detected 

and a check of the shape of the scatter plot of residuals against predicted logged 

CGI-lmprovement scores indicated that the assumptions regarding the distributions 

of residuals (nonnality, homoscedasticity and linearity) were met. The assumption 

that all observations were independent was upheld based on the Durbin-Watson 

statistic (1.75). 

Results confirmed that patients who were rated as more active in their 

This dichotorny was selected because fewer than 12% of patients feil into the latter three categories, 
necessitating, from a statistical perspective, the grouping of patients who fell into these categories in 
order to increase the size of the group. The decision to create 2, rather than 3 (very active, moderately 
a&e, not active) categon'es was based on the decision to use a logistic regression analysis to examine 
the extent to which patient characteristics accounted for participation in treatment (as opposed to a 
multiple regression analysis using the three tiered criterion whose validity, given the lack variability in 
participation scores, would have been questionable). 

Akhough transformation does change the fundional relationship between the criterion and predictors, 
the interval scale properties of the 7-point rating scale were questionable to begin with. GNen that this 
transformation retains the ordinal properties of the scale, concerns regarding the effed of 
transformation of the criterion were minimal. 
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treatment were significantly more likely to achieve good outcornes (low scores on 

the CGI-improvement sa le)  than patients who were not active in treatment (c = - 

-25, e < -05). When patient characteristics were added to the regression equation, 

results reflected a significant correlation between the predictors and the logged 

CGI-lmprovement values (q = -49, E(9, 60) = 2.16, g c .05), indicating that 24.0% 

of the variability in treatment outcome was acwunted for by patient characteristicç 

and participation in treatment. This suggests that after controlling for participation, 

consideration of patient characteristics wntributed an incremental 17% of explained 

variance to the model which, while substantial, was shy of significant, E(8, 60) = 

1.80, Q = -09. 

As can be seen in Table 20, the patient characteristics that contributed 

signifiwntly to the prediction of treatment outcome were dementia status (P = .27, 

g < -051, and GAF scores on admission (P = -.35, g c -05). That is, non-demented 

patients with relatively good psychosocial functioning achieved relatively good 

outcomes. Although the relatively small and nonsignificant simple correlation 

between GAF scores on admission and treatment outcome may have been 

indicative of the effects of a suppressor variable influencing the relationship 

between this predictor and outcome, no suppressors were found. 

Predict in~ participation in treatment. Results of the logistic regression 

analysis to identiv patient characteristics that predicted participation in treatrnent 

are presented in Table 21. The eight patient characteristics, as expected, together . 

predicted participation in treatment x2 (8, N = 70) = 22.74, g c -05. TO this end, 
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1 - 

Outcorne (n = 701 

Predidors 

Step 1. 

Participation 

Step 2. 

lmpaired ADLs on admission 

Dementia status 

Highest GAF Iast year 

GAF on admission 

PsychSentinet on admission 

Violence risk 

Suicide risk 

Medical burden on admission 

Note. - Step 1 Step 2 
R .07* .24* 
Adjusted R' .OS* .13* 
~~incrernent .17 
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Sumrnarv of Hietarchical Loaistic Rearessian Analvsis for Predictina 

Predictors B S E B  Exp.8 Wald - W d 

lmpaired ADLs on admission 

Dementia status 

Highest GAF last year 

GAF on admission 

PsychSentinel on admission 

Violence n'sk 

Suicide risk 

Medical burden on admission 

* ~ c . 0 5  

Classification Results 

Predicted group: Predicted group: 
Actual group # cases non-active active Percent correct 

participants participants 

Non-adive 
participants 

Active participants 55 

Note. Percent of grouped cases correctly classified: 81 -43% 
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group membership was accurately predided for 81 -43% of patients (33.3% for non- 

active participants and 94.6% for active participants). However, although simple 

Kendall's Tau-b correlations indicated significant relationships between 

participation in treatment and each of activities of daily living on admission (VJ = - 

.26, g < -OS), dementia status (W = -.25, g < .05), highest GAF in the past year (W 

= -28, e c .05), and GAF on admission (W = -33, g c .05), only highest GAF on 

admission made a signifiant independent contribution to the prediction of 

participation. Specifically, results indicated that patients with good psychosocial 

functioning on admission were more Iikely to be active participants in treatment. To 

the extent that being relatively low functioning in the year prior to admission, having 

dementia, and being impaired in activities of daily living on admission were 

indicative of low levels of participation may be attributed to their relationships with 

other variables, most notably GAF in the years prior to admission. 

Summarv of variables that predict treatment outcome. To sum, 24% of the 

variability in treatment outcome was accounted for by the proposed prediction 

model. As expected, good participation in treatment was associated with better 

treatment outcomes. Consideration of patient characteristics contributed an 

additional, though nonsignificant, 17% of explained variance. Of these, and as 

expected, non-demented patients who were higher functioning on admission 

achieved better outcomes. None of the other variables contributed significant 

unique variance to the prediction of length-of-stay. 

Cansideration of variables that predicted participation in treatment indicated 



Table 22 

List and definitions of variables designed to predict lenoth-of-stav 

Variable Definition 

Residential status 

Diag nosis 

Medical burden 

Suicide potential 

Violence potential 

lmpaired acüvities of daily living 

Severity of symptoms 

Premorbid functioning 

Dichotomous (yfn) based on whether patient lived alone 
prior to admission 

Dichotomous (yh) based on presence of dementia 

Enumeration of documented ICD-9-CM medical diagnoses 

Dichotomous (yin) based on documentation of suicide 
attempts andfor ideations 

Dichotomous (yln) based on documentation of assaultive 
behaviour, current or in past 

Dichotornous (yh) based on documented requirement for 
assistance with any activity of ciaiiy living on ROH-ADL 
Scales 

Clinician rating on PsychSentinel on admission 

Highest ievel of GAF in year prior to admission 

Note. Wrth the exception of the PsychSentinel scale, the predictors were selected from among those 
that were most readily available on admission and were widely used and iikely to be as accessible in 
similar institutes across Canada, as dictated by the Canadian lnstitute for Health Information, 

Tests of assumdions. Computations of probabilities for the studentized 

residual scores using ail patients for whom data were available identified six outliers 

in the dependent variable. In addition, histograms of residual length-of-stay scores 

revealed apparent deviations from normality which were confirmed by the KS- 

Lilliefors statistic (KS(70) = .i 3 g c -001 ). Further, the shape of the scatter plot of 

residuals against predicted length-of-stay scores indicated that, in addition to 

violations of normality, the assumptions regarding the distributions of residuals 

(homoscedasticity and linearity) appeared to be somewhat violated. Several 
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options were availabie to deal wi-th the outliers, including deleting the outlying cases 

(which may have eliminated some potentially clinically relevant data that occur 

naturally in the dependent variable) or transforming the data (which would have 

rendered the interpretation of the regression data less rneaningful by changing the 

nature of the funciional relationship). In light of the limitations of these options, and 

following the guidelines of Tabachnick & Fidell (1989), outlier scores were 

manipulated by assigning the outlying cases a raw score that was at least one unit 

larger than the non-outlying most extreme score in the distribution. In order to 

rnaintain the ordinal integrity of the data, new scores were assigned that maintained 

the scores' relative positions in the distributions? Following the assignment of 

new scores, no outliers were detected and violations of the distribution assumptions 

appeared to be satisfied. Examinations of the distributions of the continuous 

predictor variables uncovered one outlying case on the variable highest GAF in the 

past year. This outlier was adjusted, following the strategy used for the dependent 

variable, to the next unit of data. The assumption that al1 observations were 

independent was upheld as indicated by the Durbin-Watson statistic (1.95). 

Finally, cornparisons of the simple correlations to the criterion and beta weights for 

each of the significant predictors identified no suppressor variables. 

Results. Results indicated a significant correlation between the predictors 

For example, the largest non-outlying score number of days in treatment was 103. The smallest 
outlying score was therefore assigned a score of 104 days. The next smallest extreme score was 
assigned 105 days. And so on. 
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and the observed length-of-stay values (R = 0.47, E(8, 69) = 2.48, g < .05) which 

reflected that 22.0% of the variability in length-of-stay was accounted for by the 

eight predictors. Results of this analysis are detailed in Table 23. As can be seen 

therein, three of the eight variables contributed significant unique variance to 

predicting length-of-stay: severity of symptorns on admission (P = -33, p c .05), 

being impaired in activities of daiiy living on admission (P = .24, Q c .05), and living 

alone on admission (B = -22, g < -05). Specifically, patients who were more 

severely symptomatic on admission required relatively longer length-of-stays than 

patients who were less severely ill. Simiiarly, length-of-stay for patients who were 

impaired in their ADLs (M = 43.7 t 24.5) was, on average, 11.5 days longer than 

that of patients who required no assistance with their ADLs (M = 32.2 + 24.5). 

Finaily, length-of-stay for patients who lived alone (M = 37.7 2 23.8) waç, on 

average, 11 days longer than that of patients who did not live alone (M = 48.8 2 

29.4). None of the other variables made significant unique contributions to the 

prediction model. 

Summary of variables that predict lenath-of-sta~. Three variables interacted 

to explain 22% of the variability in length of stay. Specifically, and as expected, 

living alone, being impaired in activities of daily living, and higher ratings of severity 

of symptoms on admission were associated with longer admissions. However, 

contrary to expectations, dementia status, medica! burden, risk of violence or 

suicide and highest level of functioning in the year prior to admission did not 

contribute any unique variance to the predictive model. 



Table 23 
Sumrnanr of Standard Rearession Analvsis for Variables Predictinq 
Lenath-of-Stav (n = 781 

Variables 
2 

SE 8 Beta r - sr 

trnpaired activities of 
daily living on 1229 5.96 2 4  * 23'  0.05 
admission 

Living alone on 
admission 

Risk of violence 

PsychSentinel on 
admission 

Highest GAF past year 

Medical burden on 
admission 

Suicide Risk 

Dementia status -8.1 3 5.79 4-16 -0.08 0.02 
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Identification of Imoacts of Treatment for Careaivers 

A total of 89 caregivers were contacteci upon their relativesJ admission to the 

hospital and asked to participate in the study. Of these, 77 wnsented and provided 

admission BAS scores39. Data from Mo of the caregivers who agreed to participate 

were excluded from analyses because they had attended formal Caregiver Support 

groups which may have introduced a confound in the assessrnent of change in 

caregiver burden. Data from two other caregivers were eliminated from the 

analyses because their relative changed residence from admission (living in their 

own homes) to discharge (transferred to nursing homes). Finally, data were 

rnissing for two caregivers at follow-up. Complete data, then, were available for 71 

caregivers at follow-up. Of the 71 caregivers, 27 (38%) had relatives who had a 

primary or secondary diagnosis of dementia, while 44 (62%) were caregivers of 

nondemented patients. As anticipated, only a minority of demented care recipients 

lived in the comrnunity (N = 10, 37%), whereas most non-demented care recipients 

were cummunity dwelling (B = 36, 81.8%), x2(1, N = 71) = 14.71, Q c D01. Finally, 

no differences emerged with respect to kin relation by diagnostic grouping, x2(2, N 

= 71) = 3.83, p = ns). Children comprised the largest group of respondents (N = 46, 

64.8%), followed by spouses (N = 17,23.9%), and other relatives* (N = 8, 11 -3%). 

Consent to participate in the evaluation had been granted by al[ patient relatives of these caregiven. 

40 

Other relatives consisted of nieces, nephews, grandchildren, and siblings. 



Careaiver burden on admission 

Analyses of caregiver burden began with an examination of the most 

prevalent and troublesome burdens that caregivers in this evaluation faced. 

Subsequently, a 2 (patient dementia status) x 2 (BAS subscales) mixed ANOVA 

was carried out, using standard BAS scores4', to identify differences in burden 

experiences between caregivers of demented and non-demented patients. 

Irrespective of the significance of the omnibus effects, exploratory analyses of 

within group differences were carried out, using standard BAS subscale scores, to 

determine whether, within each caregiving group, differences in experiences of 

objective and subjective burden were significant. Similarly, exploratory analyses 

were canied out via multiple t-tests to identiw any group differences in individual 

burden items. Bonferroni corrections to maintain the familywise error rates in these 

multiple analyses at g c -05 resulted in setting the criterion at g < -002. 

Descri~tion of careaiver burden on admission. Results indicated that, on 

admission, al1 (1 00%) of caregivers experienced some burden associated with their 

caregiving responsibilities. As can be seen in Table 24, out of a possibie maximum 

score of 76 (range 19-76), the mean total BAS score was 43.1 9 2 11 -94. Turning 

to Table 25, the most frequently cited objective burdens were difficulty 

concentrating, not having enough leisure time, and disruptions in household 

routines (expressed by 84.5%, 80.3%, and 73.2% of respondents, respectively). 

41 

Standard scores were used due to different possible ranges of values in the 2 subscales. 
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Two of these three burden items, difficulty concentrating and disruptions in personal 

tirne, were also rated as the most persistent of objective.burden items (Ms = 2.77 

+ 1.08 and 2.77 2 1.1 5, and respectively). Less common were frictions with - 

neighbours andfor friends and financial strains (29.6% of respondents each), which 

were also rated as among the least troublesome of objective burdens (us = 1.68 

+ 1.14 and 1.52 2 0.91, respectively). - 

The rnost prevalent and persistent subjective burdens involved being worried 

about what the future holds for one's relative (experienced by 87.3% of 

respondents, M = 3.18 5 1-07}, distress as a result of the changes that caregivers 

have witnessed in their relative (experienced by 77.5% of respondents, (Ns = and 

2.86 2 1-22), and feelings of guilt for not doing enough to help the il1 relative 

(experienced by 74.6% of respondents, = 2.63 5 1.1 9). Less common were 

feelings of embarrassment over the patient's behaviours and concerns regarding 

the stigma associated with psychiatrie illnesses (33.8% and 35.2% of respondents, 

respectively), which were also rated as among the least troublesome of subjective 

stresses (ws  = 1.68 fr 1.08 and 1.86 2 1.27, respectively). 

Differences in caregiver burden between and within grouos. Although 

ratings of both subjective and objective burden were slightly higher for caregivers 

of non-demented patients than caregivers of demented patients (Table 24); 

interaction and main effects for groups were not significant (Es >A), nor were 

significant group differences for any of the individual burden items noted (al1 p's ns). . 

Similarly, results did not uncovered a main effect for the BAS subscales (E > 1) nor 
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were significant differences in standard BAS objective and subjective subscale 

scores found for either caregivers of non-dernented (t (46) = .45, g = ns) or 

dernented (1 (29) = -57, ns) patients. Results were sirnilar when analyses were run 

using only caregivers of demented patients who lived in long-tem care facilities and 

caregivers of non-dernented patients who lived in the community. 

Summaq. To sum, results indicated that al1 of the caregiver respondents in 

this evaluation experienced sirnilar levels of both objective and subjective burden 

associated with their caregiving role. The most common objective burdens involved 

difficulty concentrating, disturbed personal time, and disrupted household activities. 

Frictions outside of the home and financial strains were less common. The most 

common subjective stresses included wonying about what the future holds for one's 

relative, distress about changes seen in the relative, and guilt for not doing enough 

to help. Embarrassrnent over the patients' behaviours and distress surrounding the 

stigma associated with the illness were less common. Finally, although it was 

expected that caregivers of dernented patients would experience more subjective 

burden (relative to caregivers of demented patients and relative to objective burden) 

while caregivers of nonclernented patients would experience more objective burden 

(relative to caregivers of demented patients and relative to subjective burden), 

results did not support this hypothesis. 

Chanoe in careaiver burden 

In order to examine changes in burden over time and to determine if 

caregivers of non-demented and demented patients responded differently to their 
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relative's treatment, three separate 2 (time) x 2 (demented vs non-demented) 

A N O V A S ~ ~  were carried out, one using total BAS scores, and one each for the 

subjective and objective BAS subscales. Main effects of time were examined first 

to detemine treatrnent impacts for careg ivers, irrespective of their patient relatives' 

diagnosis. Next, group by tirne interaction effects were exarnined to identify 

caregiver group (caregivers of demented versus nondemented patients) 

differences in admission to follow-up changes in burden. lrrespective of the 

significance of the omnibus interaction effects, follow-up analyses were performed 

to examine burden experiences that were most Iikely to change (or not change) 

within each of the caregiving groups. In this regard, changes in overall, objective, 

and subjective BAS scores were examined separately for caregivers of demented 

and non-demented patients. In order tu maintain the familywise error rate within 

each caregiving group at g < -05, a Bonferroni correction was applied, setting the 

criterion for significance in these analyses at g c -01 7. The purpose of these latter 

analyses was to provide information that could be used, clinically, for the purposes 

of quality improvement. 

Careaiver resoonse to hospitalization. Mean admission and discharge BAS 

scores total, subjective, and objective values are presented in Table 24. 

Preliminary analyses (as detailed earlier) uncovered no violations of the mixed 

ANOVA assumptions for either of the three ANOVAs. Results of the first ANOVA, 

Control of CGI-lmprovement was contemplated but deerned not necessary given that results were 
identical when CGI-lrnprovement was controlled and not controlled. 
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using total BAS scores, uncovered a significant main effect for time, E(1,69) = 

22.65, g < -05, q2 = .25), indicating that caregivers, irrespective of their relative's 

diagnosis, experienced significantly less burden at follow-up, as compared to what 

they had expressed on admission. Similar main effects for time were noted for both 

the BAS objective E(1,69) = 13.70, g < -05, q2 = .17) and subjective (E(1,69) = 

19.87, p e -05, q2 = .22) subscales. 

Results of more detailed analyses of the specific burden items that were 

most responsive to change are presented in Table 25. Most likely to change were 

the objective items pertaining to leisure time and friction within others outside of  the 

family and the subjective items pertaining to being embarrassed by the patients' 

behaviours, feeling guilty for not doing enough to help, and being worried about the 

impact of one's behaviour on the illness. 

Group bv time differences. Analyses of total BAS scores failed to uncover 

a significant caregiver group by time interaction nor were significant interaction 

effects found for the BAS subjective or objective subscales (& > 1). Similarly, 

main effects of group status were not significant for either BAS total scores, BAS 

objective subscale scores. or BAS subjective subscale scores (b > 1). 

Results of a priori follow-up analyses, detailed in Table 24, revealed that 

aithough caregivers of non-demented patients experienced significant 

im provements in each BAS total, subjective, and objective scores, careg ivers of 

demented patients experienced significant improvements in subjective BAS scores 

only. 
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Prevalence of Careaiver Burden on Admission and Mean Scores on Admission 
and Discharae 

n (%) Mean + SD 
a 

Burden item' Admission Admission Discharge 

1. Financial strain 

2. Missed work days 

3. Difficulty concentrating 

4. Forced to change plans 

5. Less leisure time 

6. Upset household routine 

7.  Less time with friends 

8. Negleded others' needs 

9. Frictions with family 

10. Friction with others 

11. Em barrassed by behavior 

12. Guilt for not doing enough 

13. Felt responsible for problems 

14. Resented relative's dernands 

15. Felt trapped by caregiving role 

16. Upset by change in relative 

17. Womed about impact of 
behavior on illness 

18. Woffled about relative's future 

19. Found stigma upsetting 
Note. The significanct o f  changes from adinissioii to discharge in incaii symptom scores wert examinai via t-statistics. 

in ordcr to mainiain the familywise crror rate at p c -05, the critcnon for significancc was set at E < .O02 
a - 

Burden itcins 1 though 10 denote objective burderis. wiiilc itcins 1 1 through 19 arc suhjcctive burdcns. Items range 
from 1 (not at all) to 4 (a lot). 
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Summary. As expected. caregivers experienced significant reductions in 

total burden following the ho~~ital izat ion and discharge of their patient relative. 

Moreover, significant reductions were noted in both subjective (q2 = -22) and 

objective (q2 = -1 7) burden. Consideration of changes in mean scores for individual 

stressors indicated that improvements were generally better for subjective, as 

opposed to objective, burden items. 

Counter to expectations, analyses of group differences in changes in overall 

BAS and each of the BAS subscales indicated that caregivers of demented and 

non-demented patients responded simifarly to their relative's hospitalization. 

Nonetheless, more detailed analyses provided some preliminary support for the 

contention that, whereas caregivers of non-demented patients experienced 

improvements in al1 types of burden, caregivers of dernented patients experienced 

significant reductions in only subjective burden. 

Group differences on the Professional Support Scale 

A t-test served to determine whether caregivers of patients with dementia 

received greater professional support than caregivers of non-demented patients. 

Between and within group differences in experiences of specific types of support 

(instrumental and affective) were examined using a 2 (dementia status) x 2 (support 

type) mixed ANOVA. Support scores were standardized for this analysis due to the 

different possible ranges of values in the two subscales. 

Results indicated that out of a possible maximum score of support of 44 , 

(range 11-44), caregivers reported a mean Professional Support Scale score of 
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29.80 + 9.15. Caregivers of demented (M = 30.93 + 8.85) and non-demented (M 

= 28.63 2 9.17) patients felt that they had received similar levels of professional 

support, l(69) = -94, ns). Finally, results of the 2 x 2 ANOVA did not indicate a 

significant group by support type interaction nor were significant main effects for 

either ementia status or support type found (Fs < 1 ). 

Thus, contrary to expectations, caregivers of demented patients did not 

receive more professional support than caregivers of non-dernented patients. 

Further, and counter to expectations, caregivers of dernented and non-dernented 

patients did not perceived that they had received different types of supports. 

Predictina chanae in careaiver burden 

The relationship between professional support and burden was first 

examined at the global level. Nonsignificant relationships were noted behiveen the 

global index of professional support and the BAS total change scores (1 = .09, ns). 

Controlling for a patient's dementia status and improvement (based on the CGI- 

lmprovement scale) did not enhance these relationships. 

Given a priori hypotheses, exploratory analyses were undertaken based on 

the multidimensional nature of both professional support and burden to assess the 

extent to which specific types of support related to each subjective and objective 

burden, information that could lead to the development of effective intervention 

strategies for caregivers. To this end, two separate hierarchical multiple regression 

analyses were undertaken, one to identify variables that were most predictive of 

change in caregiver subjective burden response, the other to identify variables that 



predicted change in objective burden, controlling for the influences of the patients' 

dementia status and clinical improvement (CGI-lmprovement scale scores!. 

Dementia status and CGI-lmprovements were entered on the first block, h i l e  the 

Professional Support Scale items were entered sirnultaneously on the second 

block. Simultaneous entry of the predictor variables served to assess the 

contribution of the overall model and to identify specific support items that 

contributed independent variance to the predictive r n o d e ~ ~ ~ .  

Tests of assumptions. Assumptions for both regression analyses were met. 

However, as detailed within each analysis, cornparisons of simple correlations 

between each predictor and the criterion and the beta weights for each predictor 

implicated suppressor variables in both analyses. 

Predictina c h a n ~ e  in BAS subiective scale scores. Results of the 

hierarchical regression of CGI-lmpr~vement, dementia status, and Professional 

Support Scale items on change in subjective BAS scores are displayed in Table 26. 

The multiple correlation between BAS subjective difference scores and CGI- 

Severity and dementia status entered on step one was small (R= 0.08) and non- 

significant E(2, 68) = -17, ns). The addition, at step two, of the Professional 

Support items added a substantial proportion of explained variance to the model (E 

Although stepwise regression was considered, it was deemed inappropnate given that the variables 
that were to compete for entry wsre highly correlated. According to Cohen (1983). under these 
arcumstances, potentially important variables may not enter the equation because "the cornputer will . 
dutifully choose the largest for addition ....(s uch that) the losers in the compeütion may not make a 
sufficiently large unique contribution to be entered at any subsequent step before the problem is 
teminated by nonsignificancen (p. 124). As a result, the model rnay not generalize to other samples 
or the population. 
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Surnrnarv of Hierarchical Rearession Analvsis for Predictina Channe in 
Careaiver Subiective Burden (n = 711 

Predictors 

Dementia status 
a 

Step 2. Professional Support Scale Items 

1. Information regarding illness 

2. Information tegarding treatment 

3. Help locating resources for self 

4. Help Iocating resources for 
relative 

5. Practical advice 

6. Advice for future planning 

7. Assistance for emergencies 

8. Positive reinforcement for 
caregiving abilities 

9. Encouragement to be involved in 
decisions regarding treatment plan 

10. A nonblaming attitude 

11. Encouragement to invest energy 
in noncanng aspects of life 

Notc. Stcp 1 Sttp 2 
R~ z .O 1 -32 

qjusted R .O0 - 1  1 
R incrtment -3 2 

a 
Items 1-7 dernote instruinetitai supports. whik 8-1 1 are affixtivc support items. Item ranpe frorn 1 
(not at al]) to 4 (a lot). 
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Support items added a substantial proportion of explained variance to the model (E 

change = 0.32), although the increment did not reach signifimnce E(11, 57) = 1.81, 

Q = .09). Although the final prediction model (e = 0.57) was not signifiant E(13, 

57) = 1 -52, g = .15), the provision of three types of support were positively and 

significantly related to BAS subjective change scores: encouragement to be 

involved in decisions regarding the patients' treatment plan (P = -49, c .05); 

encouragement to invest energy in non-caring aspects of the caregivers' lives (P = 

.45, e < -05) and; a nonblaming attitude (P = -41 Q c -05). However, a relatively 

small simple order correlation behnreen the latter predictor and change in BAS 

subjective burden scores suggested that a nonblaming attitude was predictive of the 

criterion by virtue of its relationship to a suppressor variable. Further analyses 

identified the suppressor variable as the support item pertaining to encouragement 

to invest energy in noncaring aspects of one's Me. in other words, only after 

controlling for the effects of this support item was the impact of a nonblaming 

attitude deemed predictive of change in subjective burden. 

Predictina chanae in BAS objective scale scores. Results of the regression 

to identify variables that are most infiuential in predicting change in BAS objective 

subscale scores are displayed in Table 27. As can be seen therein, the canonical 

correlation between BAS subjective difference scores and CGI-Severity and 

dernentia status entered on step one (B= 0.32) fell shy of significant E(2, 68 = 2.93, 

p = -07). The addition, at step two, of the Professional Support items added a 

substantial (E change = 0.30) and significant E(11, 57) = 1 -98, Q 5 -05) proportion 
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Summaw of Hierarchical Rearession Analvsis for Predictina - Chanae in 
Careaiver Obiective Burden (n = 711 

B SE B Beta - r - sr 

Step 1. 

Dementia status -3 .O9 227 

a 
Step 2. Professional Support S a l e  Items 

1. Information regarding illness 4.59 1.74 

2. Information regarding treatment 1.85 1.71 

3. Help locôting resources for self -0.1 0.94 

4. Help Iocating resources for relative 0.9 1 0.86 

5. Practical advice 

6. Advice for future planning 

7. Assistance for emergencies 0.02 0.93 

8. Positive reinforcement for caregiving 1.9 1 1-01 
abilities 

9- Encouragement to be involved in 2.83 1 .O7 
decisions regarding treatrnent plan 

10. A nonblaming attitude -.- 3 74 0.87 

11. Encouragement to invest energy 1.98 0.92 
in noncaring aspects of life 

Note. Sien 1 Step 2 
R' - 1  O -40 * 

Pfjustsd 2 .O7 -21 * 
R incremeiit .30 * 

a 
Items 1-7 demote iiistrurneiital supports. whle 8-1 1 are aftèctive support items. Itcins range frorn 1 
(not at al0 to 4 (a lot). 
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of explained variance to the rnodel. Overall, the canonical correlation associated 

vvith the prediction model (R = 0.63) was significant e(13, 57) = 2.1 2, p c .05), and 

indicated that 40% of the variability in BAS objective change scores could be 

predicted by knowing the extent to which caregivers perceived that they had 

received professional support and by knowing the patients' dementia status and 

rate of clinical improvement. 

Further scrutiny of the regression modei, detailed in Table 27, identified 

three Professional Support Scale items that contributed significant unique variance 

to predicting the change in objective caregiver burden: encouragement to be 

involved in decisions regarding the patients' treatment plan (P = -46, g c .05), 

encouragement to invest energy in non-caring aspects of the caregivers' lives (P = 

.37, g < -05) and a nonblaming attitude (P = -42, g < -05). However, a relatively 

srnall simple order correlation between the latter predictor and change in BAS 

objective burden scores suggested that a nonblaming attitude was predictive of the 

criterion by virtue of its relationship to a suppressor variable. Further analyses 

identified the suppressor variable as the support item pertaining to encouragement 

to invest energy in noncaring aspects of one's life. In other words, only after 

controlling for the effects of this support item was the impact of a nonblaming 

attitude deemed predictive of change in objective burden. Nonetheless, 

examination of the betas of these three predictors suggested that the provisions of 

these instrumental types of support was associated with greater positive change in 

objective. burden. Although dementia status, clinical improvement, and the 
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rernaining Professional Support Scale items contributed an additionai 12% of 

explained variance to the prediction model, the contribution made by each was not 

significant. 

Surnmary. Counter to expectations, no significant relationship was found 

between total BAS and Professional Support Scale scores. However, further 

analyses in the form of two separate hierarchical regression analyses served to 

identify the types of professional support that were most likely to predict reductions 

in each caregiver objective and subjective burden, controlling for patients' dementia 

status and clinical improvement. Contrary to expectations, attempts-at predicting 

improvement status in subjective burden failed to uncover a significant predictive 

model. In contrast, the model that was developed to predid change in objective 

caregiver burden was significant and indicated that, after controlling for the 

influence of a patients' dementia status and clinical improvement, professional 

support was accountable for 30% of the variability in BAS objective burden change 

scores. Both models suggested that three of the instrumental support items, 

encouragement to be involved in decisions regarding the treatment plan, a 

nonblaming attitude, and encouragement to invest energy in noncaring aspects of 

life were rnost closely associated with positive changes in caregiver objective and 

subjective burden. 



Chapter 10. DISCUSSION 

An evaluation of the Royal Ottawa Hospital Geriatric Psychiatry InPatient 

Unit, an acute care geropsychiatric in-patient unit, was undertaken in order to 

address several issues. While social, political, and economic forces dictated the 

generaf issues that were to be addressed in this evaluation, a review of the 

literature served to provide a theoretical frarnework and to provide more specific 

directions with regard to the exact questions that required deliberation and 

hypotheses that were subsequently investigated. In this regard, and insofar as the 

Royal Ottawa Hospital Geriatric Psychiatry In-Patient Unit is representative of other 

geropsychiatric in-patient units, the findings of this evaluation may be generalized 

to other similar units. The multiple issues and questions that were addressed in this 

evaluation were grouped into three primary categories: identifying patient 

characteristics, assessing treatment impacts for patients, and identifying impacts 

of treatment for relative caregivers. 

Issues pertainina to ~a t i en t  characterizations 

The first issue that was raised in this evaluation pertained to the need to 

characterize geropsychiatric in-patients and to provide comparisons of demented 

and non-demented patients as well as comparisons of patients who were treated 

in 1997 to those of patients who were treated a decade ago. Identifying patient 

characteristics was deemed important because this knowledge may lead to greater 

understanding of the burden under which geropsychiatric units operate (Harrison 

et al., 1988) and may serve to qualify or facilitate the interpretation of outcorne data 
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(Adams & Cohen, 1995). Comparing characteristics of current patients to patients 

treated in the past may serve to vaiidate whether geropsychiatry units, including the 

ROH Unit, are treating patients who are more impaired with briefer admissions. 

Finally, given expectations of increased prevalence of dementia in the next 30 

years, knowledge of how the growing demented population differs from non- 

dernented patients rnay serve to project the demands to which geropsychiatric in- 

patient units will need to respond and to better estimate the burdens under which 

they will increasingly be expected to operate. 

The findings of this evaluation presented a profile of geropsychiatric in- 

patients that is consistent with findings of earlier studies (Gilchrist et al., 1985; 

Harrison et al., 1988; Zubenko et al., 1997). This profile is suggestive of a 

population of elderly, predominantly cornrnunity dwelling widowed wornen who 

present with multiple medical and pçychiatric problems. Although depressive 

disorders were the most cornmonly applied diagnoses, the Unit has witnessed, as 

was expected, an increase in the number of patients who present with dementia in 

the past ten years. This knowledge is clinically meaningful because our findings, 

the first to detail clinical differences between dernented and non-dernented patients, 

indicated that demented patients are more likely to present with multiple psychiatric 

and medical problems, are more likely to have a poor premorbid level of 

psychosocial functioning, and present, in greater frequencies, with aggressive 

behaviours and impairments in their abilities to carry out activities of daily living. 

As the proportion of geropsychiatric patients with dementia increases, then, 
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resource requirernents of geropsychiatric in-patients are Iikely to escalate, as staff 

(sometimes multiple staff) rnust tend to the high care needs of patients to provide 

not only psychiatrie treatrnent, but also to offer assistance in activities of daily living 

and to deal with aggressive behaviours. Thus, assuming, based on current political 

and econornic conditions, that geropsychiatric in-patient resources stay the same, 

these data suggest that the burden under which geropsychiatric units currently 

operate wili continue to grow. They also suggest that the efficacy of geropsychiatric 

inpatient care, in light of limited resources and increasing cornplex clinical profiles, 

may be expected to diminish over time, as the number of patients who are admitted 

with dementia continues to rise. Longitudinal evaluations of geropsychiatric in- 

patient treatment will be needed to test these hypotheses. 

Issues ~ertainina to treatment impacts 

Outcorne issues were examined in this evaluation based on the need, given 

a growing discrepancy between population dernands and available resources, to 

document treatment impacts. To this end, and given differences in characteristics 

of demented and non-demented patients, it was deemed important to identify 

whether the growing population of demented patients improved in similar ways over 

the course of hospitalization as their non-demented counterparts. Further, 

identifying variables that predict treatrnent outcome was deemed necessary to 

assist clinicians and administrators in prospectively identiwing patients for whom 

hospitalization is most likely to be of benefit. Finally, an impending prospective 

funding system will require predictive models of resource allocation suggesting a 
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global severity of illness and social functioning. Significant group differences in the 

present evaluation, in Iight of previous findings, are attributed to the use of 

measures that provided meaningful and sensitive cornparisons across diagnostic 

groups. The implications of these findings are twofold. First, they suggest that 

patients with dementia may experience significant reductions in many of the signs 

and symptoms associated with dementia and may be expected to gain greater 

independence in terms of their ability to perform activities of daily living. Second, 

they suggest that some of the more treatrnent resistant signs and symptoms 

associated with dementia may dampen gains made in general clinical status and 

social functioning. 

Examinations of symptom profiles at discharge suggested that 90% of 

patients were discharged with residual symptoms and that demented patients were 

more likely to be symptomatic at discharge than non-demented patients. Although 

this was the firçt evaluation study to detail the specific symptoms that are rnost 

likely to improve over the course of rnultidisciplinary hospital care, the findings 

concur with clinical drug trial data (Jenike, 1985; Reynolds et al., 1987; Wragg & 

Jeste, 1989). In this regard, the behavioural signs and symptoms that often 

accompany dementia, including delusions, aggressiveness, anxiety, psychomotor 

agitation, and emotional lability improved significantly over the course of 

hospitalization. However, results confirmed the lack of effective treatments for 

reversing the cognitive impairments that are the core markers of dementia (Gurland, 

1996), including impaired abstract thinking, loss of intellectual abilities, and 
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impaired rnemory. The persistence of these symptoms may account for the different 

rates of irnprovement that were noted in overall severity of illness between 

demented and non-demented patients. Also resistant to change in dernented 

patients are personality changes and depersonalization, symptoms which may be 

expected to reap interference with social functioning. Overall, however, these 

findings confirm that despite the progressive deterioration that is characteristic of 

most dementia (Zubenko et al., 1992), short-term hospitalization appears to be 

effective in ameliorating many of the behavioural symptoms and syndromes that 

often complicate the management and treatment of patients with dementia. 

Symptoms associated with disorders other than dementia, including 

depressive disorders, manic disorders and organic mental disorders andfor 

affectivelpsychotic NOS disorders appeared to be more responsive to treatrnent. 

In particular, significant admission to discharge improvements were noted on al1 but 

one depressive symptorn, risk of suicide (whose mean value was low to begin with). 

These findings are analogous to clinical drug trials that have reported good 

outcornes of depressive disorders (Hinrichsen, 1992; Mulsant et al, 1 291 ; NIH 

Consensus Conference, 1992) and confirm that although complete remission may 

not be a realistic goal given short length-of-stays, significant improvements rnay 

nonetheless be made to the point where the patient may be treated with less 

resource intensive treatments. 

This study also went further than other evaluations in the field by 

dowmenting longer terni impacts of hospitalization. In thiç regard, results indicated 
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that both demented and non-demented patients were successful in maintaining their 

clinical and functional treatment responses up to one month following discharge. 

Although these findings are based exclusively on patients who received follow-up 

care, they provide preliminary evidence of the appropriateness of not only 

discharge criteria and discharge planning but also the potential effÏcacy of aftercare 

programs, including the use of day hospitals, outpatient services, and outreach 

services. Additional studies, however, are needed to provide follow-up 

assessments in patients who received versus those who did not receive these 

aftercare services in order to draw definitive conclusions concerning the efficacy of 

the follow-up care. 

Outcomes in this evaluation were not limited to measures of clinical status 

and functioning. Also included were measures of treatment outcome from the 

patients' perspective. To this end, patients in this evaluation demonstrated 

significant gains in quality of life, a construct that had as yet been untested in 

geropsychiatric in-patient populations. Averaged over time, ratings of life 

satisfaction changed from admission to discharge from "mostly dissatisfied" to 

'mostly satisfied". Insofar as these improvements concur with physician ratings of 

improvements in clinical and functional status, self-rated subjective quality of life 

may be regarded as a valid measure of how patients perceive their well-being. In 

this regard, these data may suggest that the multidisciplinary treatment provided on 

geropsychiatric in-patient units exercise a (likely joint) direct effect on subjective 

well-being. Alternately, the relationship between the provision of multidisciplinary 
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treatments and quality of life may be more indirect, as patients' general sense of 

well-being irnproved as a function of their more specific functional and clinical 

improvements. That demented and non-demented patients experienced similar 

improvements in life satisfaction. despite greater clinical and functional gains in the 

non-demented group, would provide support to the direct impact hypothesis. 

However, additional studies that provide more detailed analyses of individual care 

plans are needed to identify the specific facets of hospitaiization that are most likely 

to lead to improved quality of life before causal relationships may be inferred. 

Counter to expectations, cornparisons of life satisfaction ratings at discharge 

and follow-up indicated a significant regression from "mostly satisfied" to "mixed - 

equally satisfied and dissatisfiedn. Further, for dernented patients this regression 

was quite substantial and refiected a quality of life rating that was comparable to 

that which they had expressed on admission. Counterintuitive quality of life findings 

at follow-up might simply reflect the fac: that patients received more attention while 

in hospital which increased their sense of well-being and that as the attention 

dissipated following discharge, so too did their subjective quality of life. Alternately, 

as patients were discharged from hospital having experienced irnprovements in 

their mental status, awareness that their lives could be better may have evolved 

(Lehman et al., 1993) which may have negativeiy impacted on their feelings of 

general wefl-being, at least in the shor! terrn. Such possibilities form the basis for 

caution and more thoughtful consideration of how we might expect interventions to 

affect quality of life and suggests that longer term follow-ups are needed. 
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Finally, satisfaction ratings indicated that most patients were satisfied with 

the care that they received although some areas were identified for quality 

improvement. In particular, geropsychiatric in-patients expressed a desire to be 

more informed and more involved in their care plan. Counter to expectations, no 

group differences were found in ratings of satisfaction with treatment. This finding, 

in light of group differences in treatment response, rnay suggest that even patients 

with irnpaired insight rnay be able to distinguish between the quality of the care that 

they received and the efficacy of treatment. It rnay also suggest that demented and 

non-demented patients rnay have had different expectations for treatment from the 

outset. Measures of expectations on admission in future studies would address this 

latter possibility. 

To surn, it appears that in-patient geropsychiatric units provide acceptable 

quality of care. Geropsychiatric hospitalization is also associated with clinically 

significant improvements and rnay, at least in the short terrn, enhance quality of life 

for elderly patients with psychiatric illnesses. Finally, evaluation findings suggest 

that even patients who are substantialiy impaired on admission and whose illness 

is typically irreversible, such as patients with dementia, while not able to achieve 

outcomes that are comparable to their non-demented counterparts, rnay 

nonetheless be expected to make statistically and clinically meaningful 

improvements. lnsofar as the rneasures used in this evaluation provided 

rneaningful cornparisons across diagnostic groupings, results included herein rnay 

be more meaningful than those which have indicated low cornparability across 
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studies due to differing sampling strategies and relatively weak relationships when 

group differences have been examined (Bakey et al., 1987; Champagne et al., 

1 996; Kunik et al., 1 996; Zubenko et al., 1994; Zubenko et al., 1 992). 

Despite significant and clinically meaningful treatment impacts, the 

naturalistic design that was used suggests that sorne caution must be taken in 

detemining the strength of these findings. To begin, and as was alluded to earlier, 

ethical, practical, and methodological constraints did not allow for the use of a 

control group to assess the impact of several potential confounds, including the 

possibility that these patients might have irnproved without hospitalization. 

However, non-uniform improvements and a significant relationship between 

participation in treatment and treatment outcome provide support, in the absence 

of an experirnental control group, for the efficacy of geropsychiatric hospitalization. 

Also potentially problernatic was the use of raters who were also the treating 

physicians, which may have biased their ratings toward finding irnprovement. 

However, given that findings based on the use of a self-rated subjective quality of 

life tool generally concurred with findings based on physician ratings (Le. both 

demonstrated significant improvements over the coune of hospitalization), this bias 

was likely minimal. Finally, the naturalistic design used in this evaluation was 

intended to provide an assessrnent of the aggregate of somatic and other treatment 

modalities that constitute geriatric in-patient care in a tertiary care setting. As such, 

the relative contributions of the individual interventions cannot be determined from 

the present data. To this end, additional studies are needed to identify the specific 
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outcomes, as assessed using the CGI-lmprovement scale. The relationship 

between functioning on admission and treatment outcome has been reported using 

nonelderly acute Gare inpatients (Lieberman, McPhetres, Egeiter, & Witala, 1 993) 

while social complications have been implicated in treatment outcome in a sample 

of mixed elderly and nonelderly patients (Lyons et al., 1995a). However, this is the 

first study to confirm that psychosocial functioning on admission is related to 

treatment outcome by virtue of its relationship to participation. This finding has 

great practical implication given that the measure of psychosocial functioning used 

in this evaluation, Axis V of DSM-IV (the GAF), is widely used across mental health 

facilities and, in Canada, is required by the Canadian lnstitute for Health 

Information (CIHI) for al1 patients admitted to a psychiatric hospital. As such, it is 

not only an effective, but also a very feasible predictor of expected outcomes. 

While a significant inverse relationship between dementia status and 

outcome is consistent with Zubenko et ale's (1 994) findings that depressed patients 

with greater cognitive deficits experienced less favourable treatment outcomes, the 

expectation that dementia status would relate to treatment outcome by virtue of its 

impact on participation was not substantiated. This suggests that dementia status 

may exert a direct effect on treatment outcome, and that these patients might do 

better with some as-yet undetermined treatment regimen. To this end, additional 

studies are needed to increase our understanding of the mechanisms involved in 

these relationships so that appropriate strategies to reduce the morbidity of 

psychiatric illnesses in patients who suffer with dementia may be developed. 
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Counter to expectations, several patient characteristics failed to contribute 

significant unique variance to the prediction of treatment outcome. Severity of 

symptomatology was unrelated to treatment outcome. These findings are 

consistent with findings based on a depressed sample (Zubenko et al., 1994). 

Similarly, the indifference of risk of suicide and violence potential in predicting 

outcome is consistent with their lack of predictability of participation in treatment 

and in agreement with findings of other studies that have attempted to predict 

treatment outcome in the elderly (Lyons et al., 1995a; Zubenko et al., 1994). 

In contrast, given that studies have linked outcome of geropsychiatric in- 

patient treatment to treatment resistance (Lyons et al., 1995a; Zubenko et al., 

1994), medical burden (Zubenko et al., 1994) and activities of daily living on 

admission (Lyons et al., 1995a), their lack of significant unique contribution to the 

prediction of outcome in the present evaluation were somewhat perplexing. The 

approach used to assess treatment resistance in the present evaluation, highest 

level of functioning in the past year, was rnodelled after that used by Lyons et al. 

(1 995a). Possibly other measures of premorbid functioning, such as whether the 

patient had received hospitalization for a similar problem in the past (Ashcraft et al., 

1989) or number of medications on admission (Stoskopf & Hom, 1992) may have 

provided different results. Why activities of daily living did not add to the 

predictability of treatment outcome, despite its association to participation, is 

unclear. Possibly impairments in activities of daily living resulting from medical 

conditions and those resulting from psychiatrie problems differentially impact on 
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participation and subsequently outcome. Elucidation of these relationships will 

require that future studies identify the rnost probably cause of functional 

impaiments. Finally, counterintuitive findings in terms of medical burden, in light 

of the general consensus of the importance of this variable in the literature 

(Alexopoulos, Young, Abrams, Meyers, & Shamoian, 1989; Baldwin 8 Jolley, 1986; 

Murphy, 1983; Zubenko et al., 1994) highlight the need for studies to further 

examine the mechanism by which this variable might impact on treatment. 

To sum, in determining who might benefit the most from hospitalization, 

geropsychiatric in-patient units should consider whether a patient presents with 

dementia and assess the extent to which a patient is likely to be able to actively 

engage in treatment, a decision which should be derived based on consideration 

of a patient's level of functioning on admission. However, because the naturalistic 

design of this evaluation was not conducive to identifying what variables are most 

responsible for treatment outcome, it is more likely that several other as yet 

untested factors interact to determine outcome of geropsychiatric in-patient care. 

In this regard, additional studies should consider how patient characteristics 

interact with treatment reiated variables to optimize treatment efficacy. 

Predicting lenath-of-stav. It was hypothesized that patient characteristics 

would jointly interact to predict length-of-stay. Indeed, 22% of the variability in 

length of stay was explained by eight patient characteristics This is substantially 

higher than the 9% reported by Lyons et al. (1 995a) whose data were based on a 

mixed sample of elderly and non-elderly patients. Greater predictability in the 
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present evaluation may be attributed to the use of a more age homogeneous 

sample of patients and to the inclusion of predictors that were conceptually sound 

given the population under review. 

Three predictors were identified as most relevant to the prediction of iength- 

of-stay. To begin, patients with more disabling psychiatric disorders required longer 

lengtkf-stays. In this regard, findings concurred with those of Lyons et al. (1 995a) 

as well as studies based on other psychiatric populations (see review by JPPC, 

1995) by indicating that severity of psychopathology was the most influential 

predictor of length-of-stay. Indeed, in this evaluation, the PsychSentinel alone 

explained 1 O%, almost half, of the variabiiity in length-of-stay. Similarly, the 

importance of considering selfcare abilities was also noted by Lyons et al. (1 995a), 

who reported a significant simple order relationship between self-care abilities and 

lengtkf-stay, and has been identified as an important predictor using non-elderly 

patients (Ashcraft et al., 1989). To this end, patients who presented with impaired 

activities of daily living required, on average, an additional I l  -5 days of in-patient 

treatment. Finally, patients who lived alone on admission required on average an 

additional il days of treatment. Living alone on admission was selected as a proxy 

for discharge residence status based on the need, in a prospective funding system, 

for predictions to be based on data that are available on admission. Others have 

confirrned the potential of living alone in predicting length-of-stay in non-elderly 

samples (e.g. Taube, Sul Lee, & Forthofer, 1984), results of which have suggested 

that lacking support for aftercare at home may be associated with longer 
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admissions. As services for aftercare, such as Home Care improve, this latter 

relationship rnight be expected to dissipate. 

While studies comprised of mixed elderly and non-elderly patients (Lyons et 

al., 1995a) as well as studies based on non-elderly samples (e.g. Ashcraft et al., 

1989; Essock-Vitale, 1985) have concluded that medical burden is positively 

correlated with length-of-stay, the findings of this evaluation did not support these 

conclusions. In fact, results indicated that higher levels of medical burden were 

(nonsignificantly) associated with shorter admission. These discrepant findings 

rnay reflect the greater medical frailty in elderly populations who, as medical 

problems worsen, are Iikely to require external medical attention that may lead to 

premature discharge. Similarly, contrary to what was expected based on studies 

that have reported shorter length-of-stays among demented geropsychiatric in- 

patients (Conwell et al., 1989; Draper, 1994; Snowdon, 1993), dementia status did 

not predict length-of-stay. This is consistent with studies based on non-elderly 

patients that have failed to document the importance of diagnosis in predicting 

resource use (see JPPC, 1995 for review). This also highlights, given that patients 

with dementia experienced l e s  favourable improvements than their non-demented 

counterparts over the course of hospitalization, the need for clinical deliberation 

regarding the cost- effectiveness of treating dernented and nondemented patients 

with similar length-of-stays. 

As in the model designed to predict treatment outcorne, premorbid - 

functioning, risk of suicide, and violence potential did not contribute any unique 
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variance to the predictive model. That risk of suicide and violence are not related 

to length-of-stay was also reported by Lyons et al. (1995a) in their sample of mixed 

elderly and non-elderly in-patients but is inconsistent with findings based on al1 

non-elderly patients (Ashcraft et al., 1989; Lyons et al., 1995b; Munley et al., 1977; 

Schwab & Lahameyer, 1979). Similarly, Lyons et al. (1995a) failed to uncover 

significant predictive properties associated with premorbid functioning, which was 

used as a measure of treatment resistance, when analyses were based on their 

entire sample, despite the fact that studies based on non-elderly samples have 

concluded that patients who are more treatment resistant require longer length-of- 

stays (e-g. Stoskopf & Hom, 1992). Counterintuitive findings in these regards may 

highlight the distinctiveness of this and other elderly samples, in particular their low 

rates, in relation to their younger counterparts, of suicida1 (Marzuk, Tardiff, Leon, 

Portera, & Weiner, 1997) and aggressive (Tardiff & Sweillam, 1980) behaviours, 

and the functional changes that occur with both normal aging (Crimmins & Saito, 

1993; Myers, Holliday, & Harvey, 1993) and as a result of further deterioration 

caused by medical andor psychiatric problems (Loewenstein, Rubert, & Berkowitz- 

Zimmer, 1992). 

To sum, these findings suggest that predicting length-of-stay from data that 

are available on admission may be more feasible and useful than has previously 

been thought. However, the utility of a model that accounts for only 22% of the 

variability in length-of-stay rnay be lirnited. Indeed, because the naturalistic design 

of this evaluation does not permit us to Say exactly m a t  accounts for length-of-stay, 
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evaluation reported higher mean total BAS scores (43.1 9 2 1 1.94) than those which 

had previously been reported (32.2 + 10.8) in a sample of caregivers of mostly 

severely mentally ill, young adult, male schizophrenics (Reinhard, 1994). The 

higher mean BAS scores noted in this evaluation provide confirmation of findings 

of other studies which have suggested that relatives of elderly mentally il1 patients 

experience greater burden than caregivers of non-elderly patients (e.g. Grad & 

Sainsbury, 1963). Findings of this evaluation also suggested that caregivers of 

geropsychiatric inpatients experienced similar levels of distress surrounding issues 

that pertained to objective impacts of caring for a relative, such as dificulty 

concentrating, personal activity limitations, and disruptions in household routines, 

and issues of subjective burdens, such as worrying about what the future holds for 

one's relative, distress and feelings of loss as a result of the changes that they have 

witnessed in their relative, and feeling guilty for not doing enough to help. 

Although it was hypothesized that caregivers of demented and non- 

demented patients would have difierent burden experiences, results did not support 

these expectations. Liptzin et al. (1988) also failed to find significant group 

differences when they compared a unidimensional measure of burden on admission 

in caregivers of demented and depressed patients. Anticipated high levels of 

subjective stress in caregivers of demented patients, most of whom resided in long- 

term care facilities, provides support to the contention that these caregivers 

experience high levels of stress associated with the cognitive and impending 

physical loss of their relative (Ronch, 1989) and that considerable stress, distress, 
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and guilt are associated with placing a relative in a long-term Gare facility (Kinney 

& Stephens, 1989). Counterintuitive high levels of objective burden in caregivers 

of demented patients might suggest that, despite their relative being in a long-term 

Gare facility, these careg ivers are very rnuch involved in their relative's care. 

Moreover, their involvement with their relative might intensiw prior to 

hospitalization, as nursing homes keep families abreast of disruptive behaviours 

that might lead to eventual hospitalization. Because the amount of and type of 

involvement that caregivers had with their relative was not assessed, this 

hypothesis requires further investigation. 

Anticipated high levels of objective burden in caregivers of non-demented 

patients likely reflects the stress of the day to day responsibilities associated with 

caring for a non-institutionalized elderly relative with a mental disorder. 

Counterintuitive high levels of subjective burden on admission in caregivers of non- 

demented patients may reflect the fact that these patients complain more about 

some of their symptoms (Kahn, Zarit, Hilbert, & Niederehe, 1975; Kay, Beamish, & 

Roth, 1964) which rnay be emotionally taxing for their caregivers. Additional 

studies are needed to examine caregiver ratings of patient behaviours to test these 

possibilities. 

Although findings in this evaluation were similar when only caregivers of 

demented patients who lived in long-term care facilities and caregivers of non- 

demented patients who lived in the community were considered, additional studies 

using larger sample sizes are needed to examine more closely the interactive 
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effects of residence type and patient dernentia status on caregiver burden. Further, 

although the amount of burden experienced by caregivers of demented and non- 

demented appears to be similar, this evaluation did not assess whether the distress 

associated with the burden was sirnilar. Additional studies are aiso needed to 

address this question. 

Jmoact of oero~svchiatric in-patient treatment on careaiver burden. As 

expected, caregivers experienced significant reductions in overall, subjective, and 

objective burden following the hospitalization and discharge of their patient relative. 

These findings are suggestive of more positive outcornes for caregivers than those 

reported by Liptzin et al. (1 988). Differences in measures, in particular the use of 

a measure of burden in the present evaluation that tapped into both objective and 

subjective burden may explain these conflicting findings. Using measures that tap 

into objective and subjective stresses may be particularly relevant when assessing 

the impacts of caring for frai[ elderly patients who present with multiple medical and 

psychiatric problerns that may require high level of care assistance. Another 

difference in these Wo studies may be the priorities with which the treatment 

programs provided psychoeducation and support to caregivers. Indeed, a priority 

of the ROH is to provide psychoeducation to caregivers to prevent future relapses. 

Thus, given appropriate emphasis on caregiver needs, this evaluation suggests that 

it is reasonable to expect burden to improve following hospitalization of an elderly 

mentally il[ relative. 

Findings of this evaluation further suggested that the changes in caregiver 
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burden following a relative's hospitalization were not as great for caregivers of 

demented, as opposed to non-demented patients, findings which persisted even 

after controlling for degree of clinical improvement. Specifically, caregivers of non- 

demented patients experienced improvements in both objective and subjective 

burden fiom their relative's admission to follow-up. Generalized improvements are 

not surprising, in hindsight, given that caregivers of non-demented patients did not 

express significant differences in their experiences of objective or subjective burden 

on admission. However, given similarities in ratings of objective and subjective 

burden on admission in caregivers of demented patients, the finding that they 

experienced significant improvements in subjective stressors only is perplexing. 

Possibly these counterintuitive findings reflect the fact that most demented patients 

resided in long-term a r e  facilities and that caregivers rnaintained a similar level of 

involvement with their demented relative before and after hospitalization (objective 

burden). However, although this involvement may remain high, the worry, guilt, and 

other subjective distress associated with caregiving appeared to be less distressing 

following the patients' hospitalization. This rnay suggest that family interventions, 

including the provision of professional support, during the hospitalization may have 

helped the process of grieving the loss of the impaired relative and may have 

assisted in the resolution of any remaining uncertainty or guilt associated with 

placing a relative in a long-term care facility (Liptzin et al., 1988). indications that 

caregivers of demented patients may not achieve as favourable outcomes in terms 

of objective burden suggests that interventions targeted toward reducing objective 
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burden in this group need to be better developed and evaluated. 

To sum, results of this evaluation suggest that caregivers do, in fact, 

experience reductions in burden following the hospitalization of their elderly 

psychiatrically il1 relative. However, the naturalistic design of this evaluation 

requires that statements regarding the impact of hospitalization on caregiver burden 

be tempered. Nonetheless, the patterns of burden improvement in this evaluation 

were not uniform, that is, not al1 caregivers expressed similar rates of improvement, 

offering some support for the relationship between patient hospitalization and 

changes in caregiver burden (as opposed to mere regression to the mean). 

However, clearly it would be desirable to replicate these findings within a design 

that offers greater experimental control. 

Predictors of chanae in careaiver burden. lt was hypothesized, based on 

Liptzin et a h  (1 988) speculations, that caregivers of demented patients would 

perceive that they had received greater professional support from staff than 

caregivers of non-demented patients. Results of this evaluation did not support 

these expectations. In hindsight, however, given that caregivers of demented and 

non-demented patients experienced similar types and intensities of burden on 

admission, group differences in the perception of the supports that they received 

might not be expected. Moreover, although the results failed to confirm the 

hypothesized relationship between professional support and change in burden 

using global rneasures of these constructs, additional analyses indicated that 

professional support selectively reduced burden. That is, specific kinds of emotive 
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professional support appeared to be helpful in reducing both objective and 

subjective burden. 

That affective types of support reduced subjective burden is intuitively 

appealing. However, nonsignificant predictions of changes in subjective burden in 

this evaluation and in a study by Reinhard (1994) suggest that additional caregiver, 

patient, and/or treatment characteristics may need to be considered in order to 

better understand conditions under which caregiver subjective burden associated 

with caring for an elderly mentally il1 relative rnay be reduced. 

Findings which indicated that affective supports were more important than 

instrumental types of support in determining improvement in objective burden is 

inconsistent with what we had been hypothesized. However, consideration of the 

specific types of affective supports that were most predictive of objective burden, 

including a nonblaming attitude and encouragement for caregivers to spend more 

time engaged in non-caring aspects of one's life, may suggest that caregivers 

began to feel better about engaging in activities other than caring for their relative, 

which intuitively may be expected to reduce objective burden. Similarly, 

encouragement to be involved in decisions regarding the patients' treatment plan 

rnay have increased caregivers' confidence in their relative's treatment plan such 

that they began feeling more cornfortable disengaging from the process of 

caregiving. That is, they began to "let gon. 

Why the provision of instrumental supports was not significantly associated 

with reductions in caregiver objective burden is unclear. Perhaps caregivers were 
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well amed with practical knowledge and information on admission such that the 

provision of these types of support did not influence çubsequent reductions in 

objective burden. This highliçhts the potential distinction between perceived 

support and the actual provision of support, a distinction that should be deliberated 

in future studies. Altematively, a relationship between changes in objective 

caregiver burden and instrumental support may have been evident imrnediately 

following discharge, but these relationships dissipated during the month following 

discharge, as caregivers drifted back into their old Iifestyles of caregiving. Studies 

will need to include measures of caregiver burden at discharge to test this 

possibility. 

To sum, these findings suggest that although changes in caregiver burden 

are most closely associated with the provision of emotive supports, additional, as 

yet untested patient and caregiver characteristics likely interact to effect change in 

caregiver burden. Future studies should examine, for exarnpie, whether kin relation 

interacts with the patients' diagnosis to impact on change in caregiver burden. 

Alternatively, studies may consider more closely the dynarnics of the caregiver- 

patient relationship by assessing the levei of attachment both before and after 

hospitaiization. The examination of these and other more cornplex relationships will 

require larger sample sizes than that which was used in the present evaluation and 

should provide longer follow-ups to explore families' changing needs and readiness 

for specific kinds of support as they strive to cope with the challenges of caring for 

their elderly mentally il1 relative. 
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Chapter 11. CONCLUSIONS AND RECOMMENDATIONS 

'As providers of (mental health) care leam more about what treatments work 

for which patients under naturalistic conditions (Le. noncontrolled patient 

populations and nonrandomized clinical interventions), research moves from the 

domain of clinical trials to clinical mental health service researchn (Sederer, 

Hermann, & Dickey, 1995, p. 131 ). In this regard, geropsychiatric in-patient units 

offer distinctive cha!lenges for evaluation research because of the multiple domains 

affected by their patients' psychiatrie problems. 

This thesis represents a pioneering attempt at a full scale. multidimensional 

approach to the evaluation of a geropsychiatric in-patient unit. A comprehensive 

review of the program under study and a detailed analysis of patient characteristics 

served to identify the clinical needs of geropsychiatric in-patients and to highlight 

the curent and projected burdens under which treatment is provided. Assessments 

of treatment impacts served to highlight the differences in outcomes between 

dernented and non-demented patients and to bring into focus the discrepant 

changes in burden experiences between caregivers as a function of patients' 

dementia status. As the rate of dementia is expected to continue to increase over 

the next 30 years, so too might geropsychiatric in-patient units expect to treat 

greater proportions of patients with cognitive deficits. As a result, and in the 

absence of effective treatments and care plans to address the cognitive deficits in 

patients with dementia, outcomes of geropsychiatric in-patient hospitalization may 

be expected to deteriorate in proportion to the increase in the numbers of dernented 
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patients who are admitted. 

Based on findings of this evaluation, several recommendations are offered 

to geropsydiiatric inpatient units, in general, and the ROH Geriatric Psychiatry in- 

Patient Unit, in particular. To begin, results of this evaluation confirmed that there 

is an increasing demented population of elderly who are presenting with 

characteristics and behaviours (e.g. greater functional needs, aggressive 

behaviours) that are distinct from nonelderly patients. Moreover, findings reflected 

that demented patients who are treated with similar length-of-stays and receive 

similar treatment opportunities may not achieve the same level of generalized 

improvement as non-demented patients. Based on these findings, the following are 

proposed: 

given expectations that the distinct behaviours and needs of 

demented patients are more resource dernanding, geropsychiatric in- 

patient resource needs for this growing population should be 

acknowledged and optimal distributions of resources established; 

O clinicians should deliberate the cost-effectiveness of treating the more 

treatment resiçtant demented patients using length-of-stays that are 

similar to those used to treat other more remediable nondemented 

ilInesses; 

O program activities should be carefully deliberated to ensure that the 

specific needs of dernented patients are, and will continue to be, 

sufkiently addressed (e.g . habit retraining , reality orientation 
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groups). To this end, and given the distinctiveness of the demented 

population. results of this evaluation support segregated treatment of 

demented and non-demented patients. 

Findings of this evaluation also indicated that patients, although generally 

satisfied wi-th treatment, expressed some areas for quality improvement. Because 

satisfied patients are more willing to participate in and comply with treatment 

regirnes (Lebow, 1982; Ricketts & Kirshbaum, 1994), information generated in this 

evaluation should serve as a basis for quality irnprovement measures designed to 

enhance patient satisfaction. To this end, it is recomrnended that: 

programs strive to adopt treatment models wherein patients are 

viewed as active participants capable of rnaking informed decisions. 

lnforming patients of their treatment options, including anticipated 

impacts, and engaging patients to adopt a more active role in 

decision making are steps that may be taken to this end. 

Based on outcomes of the general geropsychiatric in-patient population 

which reflected that most patients are discharged with residual symptoms and that, 

after discharge, quality of life rnay be compromised, the following are proposed: 

that close examination of residual symptoms be undertaken to 

determine, clinically, whether programs need to be modified to 

address those symptoms that might reasonably be expected to have 

resolved but that did not; 

that supports for patients in the form of foliow-up care, e-g.  Home 
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Care, be enhanced to maintain the gains that were made in hospital. 

Findings of this evaluation suggested that the economically and politically 

motivated needs to identify elderly psychiatrie patient for whom hospitalization is 

most likely to be beneficial and to predict resource use require further 

consideration. Nonetheless, based on the findings, the following may be proposed: 

O in making determinations of which patients might be expected to 

achieve good benefits from hospitalization, a decision that might 

impact on admission suitability, Gare planning, and length-of-stay, 

clinicians should consider that non-dernented patients who function 

well psychosocially on admission achieve the greatest gains; 

geropsychiatric in-patient units should modify their Gare plan to better 

suit the needs of those patients who were found to respond less 

favourably to treatment, Le. patients with dementia and patients 

whose level of psychosocial dysfunction prohibits their active 

participation in treatment; 

in making estimates of length-of-stay for the purposes of greater 

efficiency 

who live 

severely i 

in care planning, clinicians should consider that patients 

alone, are functionally impaired, and present as very 

I on admission require longer length-of-stay. 

In addition, findings reflected that caregiver burden, although generally 

reduced following hospitalization for caregivers of non-demented patients, remains 

elevated in caregivers of dernented patients. Based on these findings, the following 
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are proposed: 

caregiver needs should continue to be addressed through formal and 

informal interventions with particular attention paid to needs of 

caregivers of demented patients; 

a because needs of caregivers are likely to be similar irrespective of 

their relatives' diagnosis, interventions aimed at reducing caregiver 

burden should be analogous for caregivers of demented and non- 

demented patients; 

O an atmosphere of support, shared decision making, and 

encouragement to engage in non-caregiving activities will be most 

conducive to helping caregivers manage their burden. 

Finally, given pressures for accountability within a rapidly changing mental 

health Gare system, it is imperative that geropsychiatric in-patient programs, in fact 

all mental health programs, adopt measures to provide ongoing monitoring of 

treatment impacts over time to ensure that patient needs continue to be adequately 

represented and effectively met. The ultimate goal of these endeavours should be 

increased efficiency, efficacy, and quality of care. Indeed, to paraphrase a leader 

of the Continuous Quality lrnprovement rnovement (Berwick, l99O), the true test 

of our cornmitment to improving mental health care will not be in our willingness to 

learn new techniques and new methods; it will be in our willingness to make and 

test actual changes in our real work, and then act based on what we have learned. 
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APPENDIX A. FORCES BEHIND PROSPECTIVE FUNDlNG 

As reviewed by the Joint Policy and Planning Cornmittee (JPPC; 1 995)44, the 

trend toward prospective funding was initiated in the Unites States in response to 

the rapid escalation of hospital in-patient costs and the projected bankruptcy of 

Medicare by the late 1980s unless strong wst-containment measures were 

enaded. The measures that were enacted involved a radical departure from cost- 

based reimbursement methods of the past and ushered in the prospective payment 

of the Mure. Sirnilar attempts have been initiated in Canada in response to a need 

to contain the rapidly escalating cost of health care. In Ontario measures to this 

end began in 1988 with the Transitional Funding initiative which was designed to 

encourage the cost-effective delivery of patient care, to improve funding equity 

across hospitals, and to introduce fiexibility into the hospital funding formulae. 

These were to be zchieved by "developing a rnethodology to establish a 

methodology (prospective funding system) to establish and maintain a balance 

between funding levels and hospital workloads on the basis of patient case mix 

groupings (JPPC, 1995, P. 1). 

Prospective funding systems are based on patient classification systems that 

reliably organize patients into groups based on clinical similarities (case mix) and 

resources consumed (i.e. cost of care) during their hospital admission (Newman & 

McGovem, 1987). Within the general medical community, one of the earliest case 

44 

This review is based on that provided by the JPPC, 1995. 
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mix systems, Diagnosis Related Groups (DRGs) (Fetter, Shin, 8 Freeman, 1989) 

was based on a number of factors, including primary and secondary ICD-9-CM 

diagnosis (International Classification of Diseases, 1 993), surgical procedures, and 

age. Because DRGs were "assumed to be able to predict the quantity of hospital 

resources likely to be consumed in an average hospital stay, they became a key 

component in the Prospective Payment Systern used by Medicare for (general) 

hospital reimbursements (in the US)" (JPPC, 1995, p. 2). In Ontario, the Hospital 

Medical Records Institute (now known as the Canadian lnstitute of Health 

Information) developed a "method of classifying general hospital cases that 

modified the US based DRG system to consider the different discharge diagnosis 

codings used in Canadan (JPPC, 1995, p. 2) (the American system codes 

diagnoses according to the five digit ICD-9-CM while in Canada the four digit ICD-9 

systern is used). The diagnosis most responsible for hospitalization was used to 

"assign cases to a Major Clinical Category, which was associated with either a 

rnaj~r  body systems (e.g. circulatory) or a particular treatment group (e.g. HIV 

infections)" (JPPC, 1995, p. 2). Within these Major Clinical Categories, "cases 

were grouped either under a surgical or medical hierarchy into a classification 

system known as Case Mix Groups (CMGmY)" (JPPC, 1995, p. 2-3). CM@ s in 

Ontario have become a "key vehicle for irnplementing the principle that hospitals 

treating comparable patients should receive comparable resources (JPPC, 1995, 

45 

Case Mbr Groups of CMGs is a trade mark of the Canadian lnstitute for Health Information (CIHI). 
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p. 3). To this end, although this systern is not yet prospective in nature, budget 

adjustments are based on a "hospital's acute in-patient cost per weighted case 

cornpared to its peer hospitalsn (JPPC, 1995, p. 3). Weightings are derived from 

assigning resource intensities to al1 hospital cases according to their case rnix 

groupings. 

While the standard in general medical practice, the performance of DRGs 

and CMGms in psychiatry have not been very useful. In fact, due to a combinôtion 

of factors, including extreme diversity of psychiatric facilities and tre- atment 

approaches (US Report to Congress, 1987), difficulties of imprecise diagnoses 

(Tischler, 1987), and lad< of homogeneity in psychiatric patients (Stoskopf & Horn, 

1991). psychiatry diagnosis based groupings have been found to account for only 

between 344% of the variation in resource use, typically operationalized by length- 

of-stay (English, Sharfstein, Scherl, Astrachan, & Muszynski, 1986; Frank & Lave, 

1985; McFarland, Faulkner, & Bloom, 1990; Stoskopf & Horn, 1992; Taube et al., 

1984). Further, the inclusion of psychiatric facilities into Medicare's current 

prospective payment system was feared to 'adversely affect hospital practice, 

patient help-seeking behaviour, and patient care (JPPC, 1995, p. 4). For example, 

Essock and Norquist (1988) have argued that if the groups created by patient 

classification systems were not relatively homogeneous regarding resource use, 

hospitals may alter their normal practice by discharging patients early or decreasing 

provisions of services. Alternatively, hospitals rnay selectively recruit patients with 

unwmplicated problems or may be tempted to manipulate the system by assigning 
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a patient a discharge diagnosis category which provides the hospital with greater 

financial return (English et al., 1986; Essock et al., 1988). In response to these 

concerns, many psychiatric facilities have been exempted from Medicare's 

prospective payment system in the US and the use of CMGms have not been used 

for psychiatric facilities in Ontario. 
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GERlATRlC IN-PATIENT EVALUATION PROJECT 

Patient letter 

The Royal Ottawa Hospital is involved in an ongoing study designed to help us 

improve the services we offer our clients. We are currently assessing the 

overall well being of our patients both before and after treatment. We are also 

interested in obtaining feedback regarding how satisfied you are with the 

services that you received. 

Participation in this evaluation means that you will allow us to use clinical and 

demographic information, provided by your nurse, physician, and your chart, to 

determine the extent to which the treatment that was provided to you at the 

ROH has helped you. 

Participation in this project is completely voluntary. Al1 information obtained will 

be used for research purposes only and will be held in the strictest confidence. 

If you decide to participate, we will respect your rights of confidentiality of 

information. At the end of the study, a report will be prepared from the 

collected information. In addition, the information will be kept and may be used 

in future evaluation projects. However, for al1 purposes to which the information 

is to be used, only group information will be used. Identifiable individual 

examples will never be included. 

If you choose not to take part in this study, the future care and services you 

receive from the Royal Ottawa Hospital will not be influenced in any way. 

If you have any questions about this project, please feel free to contact Donna 

Lockett at 247-0145. Please indicate your consent to participate by reading 

and signing the attached consent form. 



ROVAL O m W A  HOSPITAL 
HÔPITAL ROBL OTTAWA 

-4 division of the  Royal Ottawa Heaith Care Group t Une division des services de santé Royal Ottawa 

GERIATRIC IN-PATIENT EVALUATION 

PATIENT INFORMED CONSENT 

1 understand that the purpose of this study is to evaluîte the Royal Ottawa 

Hospital Geriatric In-Patient Unit and that my nurse and physician will be 

providing information related to my illness for this evaluation and that 

information rnay also be obtained from my chart. 

I understand that my participation in this evaluation project is voluntary and that 

I may choose not to participate in the study without an effect on future services 

provided to me by the Royal Ottawa Hospital. I also understand that al1 

information is to be used for evaluative purposes only and that I will not be 

identified in any use to which the information rnay be put. 

I agree to participate in this evaluation project. 

Narne 

Signature 

Date 

1 1 4 5  C A R L I N G  O T T A W A  O N T A R I O  K 1 Z  7 K 4  ( 6 1 3 )  7 2 2 - 6 5 2 1  



PROJET D'ÉVALUATION DES PATIENTS 

Lettre aux patients 

L'Hôpital Royal Ottawa étudie actuellement la manière d'améliorer les 
services que nous offrons aux clients. Nous évaluons presentement le 
bien-être general de nos patients avant et après le traitement. Nous 
aimerions aussi obtenir des commentaires sur votre degré de satisfaction 
à l'égard des senrices reçus. 

Participer à cette évaluation signifie que vous nous permettez d'utiliser les 
informations cliniques et démographiques fournies par votre infirmière, 
par votre médecin et figurant à votre dossier, afin de déterminer dans 
quelle mesure le traitement qui vous a été fourni à I'HRO vous a aidé. 

La participation à ce projet est entièrement volontaire. Toutes les 
informations obtenues seront utilisees pour les besoins de la recherche 
seulement et ceci en toute confidence. Si vous décidez d'y participer, 
nous respecterons votre droit à la confidentialité des informations. À la 
fin du projet de recherche, un rapport sera prépare à partir des 
informations collectées. De plus, les informations seront conservées et 
pourraient être utilisées dans le cadre de projet futurs d'6valuation. 
Cependant, seules les informations de groupe seront utilisées pour les 
objectifs visés. Des exemples de participants individuels ne seront jamais 
donnés. 

Si vous décidez de ne pas participer à ce projet de recherche, les soins 
et services que vous recevrez à l'avenir à l'Hôpital Royal Ottawa ne 
seront aucunement affectés. 

Si vous avez des questions à poser sur ce projet, n'hésitez pas à 
contacter Donna Lockett, au 247-0145. Veuillez indiquer votre 
consentement à y participer en lisant et en signant le formulaire de 
consentement ci-joint. 



-4 division of the Royal Ottawa Health Care Group 1 Une division des seniees de santé Royal Ottau-a 

PROJET D'ÉVALUATION DES PATIENTS 

HOSPITALISÉS EN GÉRIATRIE - 
CONSENTEMENT ÉCLAIRÉ DU PATIENT 

Je comprends que l'objectif de ce projet de recherche est d'évaluer l'Unité de 
patients hospitalisés en gériatrie de l'Hôpital Royal Ottawa. 

Je comprends que mon infirmière et mon médecin vont fournir des informations 

sur ma maladie pour cette évaluation, et que des informations pourraient aussi 

être obtenues de mon dossier. 

Je comprends que ma participation à ce projet d'évaluation est volontaire et 

que je peux choisir de me retirer du projet sans pour autant porter préjudice aux 

services qui me seront fournis par la suite à I'H8pital Royal Ottawa. Je 

comprends aussi que toutes les informations seront utilisées pour les besoins 

de l'évaluation seulement et que l'on ne pourra pas m'identifier dans le cadre 
de l'utilisation de ces informations. 

J'accepte de participer à ce projet d'évaluation. 

Nom: 

Signature: 

Date: 

1 1 4 0  C A R L I N G  O T T A W A  r O N T A R I O  K 1 Z  7 K 4  ( 6 1 3 )  7 2 2 - 6 5 2 1  



APPENDIX C. PATIENT OUTCOME EVALUATION MEASURES: 

Physician ratings: 

CG1 Scales 

PsychSentinel symptom scale 

Global Assessrnent of Functioning Scale 

WHO DAS-S ADL and Social Functioning scales 

Global Life Satisfaction scale 

Treatrnent Satisfaction scale 

Nurse ratings at discharge 
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CLlNlClAN RATiNGS - ADMISSION & FOLLOW-UP 

Patient: Chart#: Date(rn/d/y): 

Clinical variable l i  
Clinical Global 
Impression - Severity 
(of illness at time of 
admission) 

Rating 

Rating 
(1-7,99): 

Current GAF 

WHO DAS-S: Rate the patients level of functioning for each of the areas below using the following scale: 

O= no disability at any time 

i= minimal disability in patients performance of one or more of the tasks/roles 

2= slightly disablea most of the time or moderateiy disabled some of the time 

3= disabled in rnost of hisher expected tasks and roles 

4= disabled in ail of hidher expected tasks and roles 

5= g r o s  disabili, severely disabled all of the time 

Activities of daily living (persona! hygiene, dressing, feeding, cleaning up aîter self, etc.) 

Social roles (performance in relation to others, participation in leisurekocial actMties) 
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CLlNlCIAN RATINGS - DISCHARGE 

Pa tient: Chart#: Date(mId4): 

Clinical variable ------------------------ 
Clinical Global 
Impression - Severity 
(of illness at time of 
discharge) 

Options Descriptives 

1 Normal, not at al1 il1 

2 Borderline mentally iII 

3 Mildly il1 

4 Modetately il1 

Clinical Global 
Impression - 
Improvement 
(of illness at this time) 

5 Markedly il1 

6 Severely il1 

7 Arnong the most extremely il1 

99 Not assessedNn known/Undetermina ble 

1 = Very much improved 

2 m Much improved 

3 = Minirnally improved 

4 No change 

Minimally worse 

6 Much worse 

7 Very much worse 

99 Not assessed~UnknownNndeterminabIe 

Rating 

Rating 
(1-7, 99): 

Rating 
(1-7, 99): 

Current GAF 

WHO DAS-S: Rate the patient's level of functioning for each of the areas below using the following scale: 

O= no disability at any time 

i= minimal disabil'w in patient's performance of one or more of the taskslroles 

2= slighüy disabled most of the time or moderately disabled some of the time 

3= disabled in most of hidher expected tasks and roles 

4= disabled in al1 of hisher expected tasks and roks 

5= g r o s  disabilrty, severely disabled al1 of the time 

Activities of daily living (personal hygiene, dressing, feeding, deaning up after self, etc.) - 
Social roles (performance in relation to others, participation in leisure/sociaI acüviües) - 



PsvchScntinct instructions: For =ch syndrome that is prcscnt on admission, rwicw the lis1 of qmiptoins and identify, by 
circling thc corrcsponding nurnber to the icft of the syrnptom. rvhciher the individual sympiorn is "not prcscnt" or "prcsciii" oii 
admission. Upon dixhargc. rcview the lin of symptoms and indicate. by circling the corresponding niimbcr on thc riglit stdc 
of ihe qmptom. whethcr tlic sympiom is *still a problem". "irnproved". or "not a problem" If morc tlian one syndronic 
applies. chcck whcrhcr syndrome(s) is pnmary. xcondary. or teniary. Note: if a syrnprom is not prcscnt on admission bu1 
appean during the coursc of trcatment and rcmains at discharge. it should be rated as "no[ prcscnt at adrttission" and raicd 
appropnatcly at dischargc. If [lie sympiom was not prcsent on admission. appeared during trenrmcnt. and \vas rcsolvcd prior IO 

discharge. no rating is necessaW. 

ADMISSION: DISCHARGE: 1 ADMISSION: DISCHARGE: 

Depression conhnued (S)ndromcwvmly - i o l ; l l 1 ~ ~ ~ ' 1 . 4  3 5 )  

Pwr concentrarion 
Significanr suicide nsk 
Delusions/hallucina~ions 
Panic ana& 
Depression worse in morning 
Early amkcning 
Obscssional thinking. nimination 

1. DEPRESSION 
Diagnosis 1s: P n r n a r y  S c c o n d a r y  Tcrtiary- 

Diagnosis is Pnmar) - S e c o n d a r y  Teniaru- 

2 
2 
1 
1 
2 
1 
1 

3. OYSTHYMIA Dysthyrnia continued (S\~IJ~OIIIC WV-=~I;\ = IUI.~ c~,sr< \ 4 21. I 

i~ iapi~n~i: .  15 Priritan Pccoiidmv- Tcniaru- - 

' ~ e ~ r e s s e d  r n d  most of shc tirne 
Dwrmsed intercst/plcasure -most aaivities 
A problem with appctitdweight change 
Significant slccp distuhance 
Psychomotor rcrardarion or agiution 
Fatigue, loss of cnergy 
Feelings of wonlilcssness or p i l t  



ADMISSION: DISCHARGE: 

5, SCHKOAFFECTIVE 
Diagnasis k P n v -  Sewndary- TCrtiary- 

Ddusionihailucinations 
h s c  associationslinwhercna 
Fïat or  inappropnaie affect 
Markai isolation or withdrawal 
Depresscd mood mon  o f  ihe &y 
Significant appcrirclwcight change 
Signifiean t slœp disnirbana 

ADMISSION: 
C O -- 
2 c -- O E ., 
-0 
6 -2 
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DISCHARGE: 

Psychomotor retardaiion or  agitation 
Fcelings o f  wonhlcssness or guilt 
Significant suicide nsk 
E\pnsivt or imtablc r n d  
Grandiose, > seiksecrn 
More talkative than usual 

6. ORGANIC anâior (Affective IPsychotic NOS) 
Diagnosis is: P r i m a r ) .  Sccondary- Tcrriary- 

Organic continued ... (s,ndromc d i y  ioul uwc x 3 85) 

7. ADJUSTMENT DISORDER 
Diagnosis is: P r i m a r y  S c c o n d a r y  Tertiary- 

(S\ndrumc w\wiry = toUI score \ ? 94) 

Adjustment diorder Continueci 

~ n = b l c  to deal with major stressor 
Impaired occupationaI hnctioning 
Impaircd social hnctioning 
Excessive reaaion IO stressor 
Depressed mood 
Hoûelessness 

8. PERSONALITY (mixedj Personality continued ( \ \  IIJ~SVIIC w-v~niv  a ltn1.11 \ 1 7 1 

Diagnosis is: P n r n a r y  S c c o n d a q  Tcrtiary- 

O 
O 
O 
0 
O 
U 
O 

9. BORDERLINE PERSONALITY Borderfine continued ,\,,,.I,..,1l.- ..-.<rll\- - l..l.,i ..a.*. \ . $ 1 ' 8 .  

DI~~IIOSIS 1s- P r i n i a r y  - G c o i i d ~ r y  Tcrtiary- 

O 
O 
O 
0 
0 
O 
0 

2 
2 
2 
2 
2 
2 
2 

2 
2 
2 
2 
2 
2 
1 

Perfectionisrn 
Inflesible. rigrd. srtibborii 
Ovcrly drnmatic. reactiuc 
Hypcrsensitivc IO rcjectioii 
Grandiose scnsc of  sclf-iitiponarice 
Violation of the riglits of oilicrs 
Antisocial (arrcsrs. assaiilts. king. ctc) 

Suspiciousness. par;iiioi;i. tiiisi nist 
Odd belicfs. iliitikiiig. aiid spcccli 
No closc frieiids or cariIïd.iiiic 
Social ansien. or a\oid;iiicc 
Consmnily secks ad\ irc rc;issur;iricc 
Dcfcrs io othcrs. rio sclf-imiiidciicc 
Iittpaircd fiincirotiiri?: 

2 
2 
2 
2 
2 
2 

. 2  

1 
1 
1 
1 
1 
1 
1 

2 
2 
2 
2 
2 
2 
2 

1 
I 
I 
1 
1 
I 
1 

11 

( 1  

( 1  

il 

O 

( 1  

( 1  
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DISCHARGE: 

11. DEMENTIA, DELUSIONAL 
Diagnosis ir. Primary- !kondarj- Tcntary- 

I O .  EATlNG OISORDER Eatmg dtsorder conbnued (S\x*irimw scvati? = i ou i  u a c  x 4 5 5 )  

Diagnon's k Prirnary- S c ç a n d a r y  Tcrtiary- 

- 

12. PANIC DISORDER Panic disorder continued (<~IWII..~B. . O O ~ ~ L  !OI.II umrc 8 4 $ S I  

Diapnosis is: Primary- Secondary- Tcniav- 

2 1 0  
2 1 0  
2 1 0  

. \ > t ; J r , w ~ . . . ~ - t ~ :  : m . C . ~ l . . s ~ ~ ~ ~ - I ~ ~  

13. OBSESSIVE COMPULSIVE OISORDER 
Diapiosis 1s- Pnrnav- Sccoiidan--- rr'rtrnn _- Obsesstve cornpuisive disorder co?!in~rc 

O 
O 
O 

O 
O 
O 

14- POST-TRAUMATIC STRESS DISORDER 

4 
2 
4 

2 
2 
2 

1 O 

4 
2 
4 

Binge eating 
Use of diurclics 
Sclfileprecating rhoughts 

O 4 

2 
1 
2 

Intense fcar of becoming obesc 
Dinuhancc in perception of body image 
Refusal to maintain M y  weight 

1 

0 - 

O 
O 

4 

Obsess~ons 
Coniptils~ons 
LOS of iimc (> l lilda? ) 
1 nicrfcrcncc w r h  actn iiics 

2 
2 
2 

O 
O 
O 
O 

O 
O 
O 

2 O 2 Self-induad vomiiiag 

2  
2  
2 
2 

1 

1 
1 

O 

1 
1 

2 1 0  

2 
2 
2  

O 
O 

0 .  

2 

1 

r i  
0 

LrirIc coiitrol (caii r ~ r c I \  -li\li i ' 2  
Liirlc cniin IO rcsisi ! Z  
4<socizicd sc\crc d1iir;lc- 1 2  

Repeared eating of non-nutriri\-c sribsiancc 



LIFE SATISFACTION SCALE 

lnstrucfions ?O be given to patient: 

'Please look at this scale. This scale goes from terrible, which is the 
lowest ranking of 1, to delighted, which is the highest ranking of 7. 
There are also points 2 through 6 with descriptions below them. Feel 
free to respond with a number or the descriptor. Using this scale, 
please answer the following questionn: 

On a scale from 1 (terrible) to 7 (delighted) ..... 
HOW DO W U  FEEL ABOUT YOUR LIFE AS A WHOLE? 

Terrible Unhappy Mostly Mixed 
Dissatisfied (equally 

satisfied 
and 

dissatisfied) 

Moçtly 
Satisfied 

Pleased DeIig hted 

If compIeted: Date completed (m/d/y) 

AdministeredlAttempted by: 

If not completed: Reason: 
: Unable to respond 
: Refused to respond - 
: Discharged unexpectedly 
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ROYAL OTTAWA HOSPITAL 

PATIENT SATISFACTION QUESTIONNAIRE 

The Royal Ottawa Hospital values the well being, care and cornfort of our 

clients. We would like to know how you feel about your treatment and our 

hospital services. 

Please help us by taking a few minutes to complete this questionnaire. 

Simply circle the response which most closely describes how you feel. 

We would also encourage you to provide cornments andfor suggestions 

on how we can improve our services. 

We assure you that your responses and comments wili be kept 

confidential and that they will not, in any way, adversely affect the care that 

you receive now or in the future. 

~ Thank you for taking the time to help us to learn how we can better serve 
1 ~ 

you. 

WE CARE WHAT YOU THINK! 



Name Date (mldly ) 

Please rate the degree to which you agree with the following: (circle your answer) 

Strongly Disagree Agree Strongly 
Disagree Agree 

1. You felt safe while in the hospital 

2. Staff were supportive of your needs 

3. You felt involved in the decisions 
regarding your treatment 

4. You were treated with respect 

5. Staff helped you to come to a better 
understanding of your illness 

6. Staff appeared to be knowledgeable 

7. Your symptoms were reduced 
following the treatment you received 

8. Staff explained your treatment 
options to you 

9. Staff made it clear what you 
could expect from your treatment 

PLEASE TURN QVER .....-. 



10. Did you get the kind of treatment you wanted? 

L 2 3 4 
NO, definitely not No, not really Yes, generally Yes, definitely 

- - - - - - - - - - - - - - - - - - - O - - .  

11. To what extent has our hospital met your needs? 

1 2 3 4 
No needs have Only a few needs Most needs Ali needs have 

been met have been met have been met been met 
- - - - - - - - - - - - - - - . c - - - - - -  

12. If a friend were in need of similar help, would you recommend this 
hospital to him or her? 

1 2 3 4 
NO, definitely not No, not really Yes, generally Yes, definitely 

- - - . - - - - O - - - - - - - - - - - - - -  

13. Has the treatment you received helped you to deal more effectively 
with your problems? 

1 2 3 4 
No, they seemed No, they really Yes, they helped Yes, they helped 

to make things didn't help somewhat a great deal 
- - W - - - - - - - - - - - " - - I - - - - -  

14. If you were to seek help again, would you corne back to this hospital? 

1 2 3 4 
No, definitely not No. not really Yes, generally Yes, definitely l 

- - - - - - - i - - - - L I w I I I - - - - -  

15. In an overall, general sense, how satisfied are you with the treatment 
you have received? 

1 2 3 4 1 Quite dissatisfied Mildly dissatisfied Mildly satisfied Very satisfied 

Comments or suggestions: 
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QUESTIONNAIRE SUR LA SATISFACTION 

HOPITAL ROYAL OTTAWA 

Nom: Date(moisljour1année) 

Veuillez, s'il vous plaît, nous aider à améliorer nos programmes en 

répondant à des questions sur les services que vous avez reçus à 

l'Hôpital Royal Ottawa. Nous aimerions connaître votre opinion 

sincère, qu'elle soit négative ou positive. 

Soyez assuré que vos réponses et commentaires seront utilisés pour 
3 

les besoins de l'évaluation seulement et n'affecteront aucunement les 

soins que vous recevez maintenant ou recevrez à l'avenir. Vos 

réponses seront gardées confidentielles. 

Répondez à toutes les questions. Nous aimerions aussi recevoir vos 

commentaires et suggestions. Merci de bien vouloir prendre le temps 

de remplir ce questionnaire qui nous aidera à mieux vous sewir, et les 

autres patients, et a améliorer la prestation de nos services. Merci. 

CE QUE VOUS PENSEZ EST IMPORTANT POUR NOUS! 



Nom 

Veuillez indiquer quand quelle mesure vous êtes d'accord ou non avec ce qui suit 
(encerclez votre réponse). 

Pas du Pas D'accord Fortement 
tout d'accord d'accord 

1. Vous vous êtes senti en sécurité 
pendant votre hospitalisation 

2. Le personnel vous a fourni un soutien 

3. Vous avez eu l'impression de 
participer au processus de prise de 
décision 

4. On vous a traité avec respect 

5. Les membres du personnel vous ont 
aidé à mieux comprendre votre 
maladie 

6. Les membres du personnel ont semblé 
avoir de bonnes connaissances 

7. Vos symptômes ont diminué à la suite 
des soins que vous avez reçus 

8. Le personnel vous a expliqué les 
options de traitement 

9. Les membres du personnel ont 
expliqué clairement ce que vous 
pouvez attendre de votre traitement 

VEUILLEZ VOIR AU VERSO ... 



10. Avez-vous obtenu le genre de service que vous désiriez? 
2 2 3 4 

non, défitivement non, pas vraiment oui, en gén6ral oui, 
Pas défi'initivement 

11. Jusqu' à quel point l'Hôpital a-t-il répondu à vos besoins? 
1 2 _3 4 

aucun de mes seulement la plupart de mes presque tous 
mes besoin ont été quelques-uns besoins ont été besoins ont 

6.6 satisfaits ont 6té satisfaits satisfaits satisfaits 

12. Si un ou une arni(e) avait besoin d'une aide semblable, lui 
recommanderiez-vous l'Hôpital Royal d'Ottawa? 
2 2 3 4 

non, non, pas oui, dans oui, vraiment 
définitivement pas vraiment l'ensemble 

13. Est-ce-que les services que vous avez reçus vous ont aidé à mieux 
affronter vos difficultés? 
2 2 3 4 
non,mes non, ils ne m'ont oui, ils m'ont aidé oui, ils m'ont aidé 

difficultb se pas vraiment aidé un peu beaucoup 
son aggravées 

14. Si vous aviez encore besoin d'aide est-ce que vous reviendriez à 
l'Hôpital Royal d'Ottawa? 
1 2 3 4 

ppn, 
définit~vement pas 

non, je ne 
pense pas 

oui, 
je pense 

oui, 
définitivement 

15. De façon générale et globale, quel est votre degr6 de satisfaction par 
rapport aux services reçus? 

L 2 3 4 
très insatisfait (e) indifférent(e) ou assez satisfait (e) très satisfait 

un peu insatisfait(e) 

Commentaires : 



NURSE RATlNGS AT DISCHARGE 

Reason for discharge: 

O 1 = Completed 
O 3 = Transferred to another unit 

O 5 = Death of patient 

2 = Diop-out 
4 = Medical problem requiring outside 

treatment 
iï 6 = Other 

17 99 = Unknown 

General level of participation in treatment: 

O 1 = Very active Cl 2 = Moderately active 

O 3 = Resistant O 4 = Refused treatment 

iï 5 = Unable to participate due O 6 = Other 

to medical condition(s) 
O 99 = Unknown 



APPENDlX D. FAMlLY LETTER AND CONSENT FOFSM 
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GERlAf RlC INPATIENT EVALUATION PROJECT 

FAMlLY LETTER . 

The Royal Ottawa Hospital is involved in a study designed to help us improve the 

services we offer our clients. We are currently assessing what impact caring for a 

relative with a psychiatrie illness has on caregivers, both before and after the il1 

relative has received treatment. We are also interested in obtaining feedback 

regarding how satisfied you are with the services that were provided to you. 

Participation in this project is completeiy voluntary. All information obtained will be 

used for evaluation purposes only and will be held in the strictest confidence. If you 

decide to participate, we wili respect your rights of confidentiality of information. At 

the end of the study, a report will be prepared from the collected information. In this 

report, only group information will be used. Identifiable individual examples will not 

be included. 

If you choose not to take part in this study, the future care and services that you 

and your relative receive from the Royal Ottawa Hospital will not be influenced in 

any way. 

Participation in this project will require completing a caregiver impact questionnaire 

at iwo points in tirne: when your relative is admitted and one month after discharge. 

This questionnaire takes approximately 5 minutes to complete. In addition, we 

would ask that you complete a satisfaction questionnaire when your loved one is 

discharge. The satisfaction questionnaire takes less than 5 minutes to complete. 

If you have any questions about this project, please feel free to contact Donna 

Lockett at 247-01 45. 



ROYAL O?TAWA HOSPITAL 
HÔPITAL ROWL OTTAWA 

A division of the Royal Ottawa HeaIth Care Group i Une ditiçiim des senices de m t é  Royal Ottawa 

GERlATRlC IN-PATIENT EVALUATlON 

FAMILY INFORMED CONSENT 

1 understand that the purpose of my cornpleting these questionnaires is to 

allow the Royal Ottawa Hospital to evaluate their Geriatric In-Patient program. 

I understand that rny responses will be kept confidential. I understand that the 

information to be provided in these questionnaires is freely volunteered by me 

with the expressed understanding that such information is to be used for 

evaluative purposes only and that I will not be identified in any use to which 

the information rnay be put. I understand that rny participation in this 

evaluation project is voluntary and that I may choose not to participate without 

an effect on future services provided to me or my loved one by the Royal 

Ottawa Hospital. 

I agree to participate in this evaluation project. 

Signature 

Date 

1 1 4 5  C A R L I N G  O T T A W A  O N T A R I O  K I 2  7 K 4  ( 6 1 3 )  7 2 2 - 6 5 2 1  
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PROJET D'ÉVALUATION DES PATIENTS GÉRIATRIQUES 

HOSPITALISÉS - FAMILLE 

L'Hôpital Royal Ottawa effectue une étude visant à l'aider à améliorer les seMces offerts à 

ses clients. Nous évaluons actuellement l'impact sur les saignants de la tâche de soigner un 

membre de la famille ayant une maladie psychiatrique, avant et après le traitement du patient. 

Nous aimerions aussi obtenir une rétro-infornation sur votre degré de satisfaction concernant 

les seMces que vous avez reçus. 

La participation à ce projet est entièrement volontaire. Toutes les informations obtenues 

seront utilisées pour les besoins de la recherche seulement et seront conservées dans la plus 

grande confidence. Si vous décidez d'y participer, nous respecterons votre droit à la 

confidentiaiité des informations. À la fin de cette étude, un rapport sera préparé à partir des 

informations collectées. Dans ce rapport, on n'utilisera que des informations sur le groupe. 

On n'inclura pzs d'exemples identifiables concernant des personnes individuelles. 

Si vous choisissez de ne pas participer à ce projet de recherche, les soins que vous et le 

membre de votre famille recevrez de l'Hôpital Royal Ottawa n'en seront aucunement affectés. 

La participation à ce projet consiste à remplir un bref questionnaire relatif à I'impact sur le 

soignant, à remplir à deux reprises: à l'admission du membre de votre famille et un mois après 

le congé. Ce questionnaire vous prendra environ 5 minutes à remplir. De plus, nous vous 

demandons de remplir un questionnaire sur la satisfaction, au moment du congé du membre 

de votre famille. Le questionnaire sur la satisfaction prend moins de 5 minutes à remplir. 

Si vous avez des questions à poser sur ce projet, n'hésitez pas à contacter Donna Lockett au 

247-0145. Avant de nous renvoyer le questionnaire ci-joint, veuillez lire et signer le 

formulaire de consentement. 



ROVAL O'ITAWA HOSPITAL 
HÔPITAL ROYAL ~ W A  

A division of the Royal Ottawa Health Care Group I Une division des senices de santé Royd Ottawa 

ÉVALUATION DES PATIENTS GÉRIATRIQUES HOSPITALISÉS 

CONSENTEMENT ÉCLAIRÉ DE LA FAMILLE 

Je comprends que l'objectif de ces questionnaires est de permettre à l'Hôpital Royal 

Ottawa d'évaluer son programme pour patients gériatriques hospitalisés. Je 

comprends que mes réponses seront considérées comme entièrement 

confidentielles. Je comprends que je fournis librement les informations dans ces 

questionnaires, étant bien entendu qu'elles seront utilisées seulement pour les 

besoins de l'évaluation et que l'on ne pourra pas m'identifier dans les utilisations 

éventuelles de ces informations. Je comprends que ma participation à ce projet de 

recherche est volontaire et que je peux choisir de ne pas participer à cette étude, 

auquel cas, les soins futurs que je recevrai ou que le membre de ma famil le recevra 

à l'Hôpital Royal Ottawa n'en seront aucunement affectés. 

J'accepte de participer à ce projet d'évaluation. 

Nom: 

Signature: 

Date: 

\ 

1 1 4 5  C A R L I N G  O T T A W A  O N T A R I O  K 1 Z  7K4 a ( 6 1 3 )  7 2 2 - 6 5 2 1  



APPENDlX E. CAREGIVER OUTCOME EVALUATION 

MEASURES: 

Burden Assessrnent Scale 

Professional Support Scale 
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BURDEN ASSESSMENT SCALE 

Your Name Patient's narne Date (m/d/y) 

We would like to know how you are doing caring for your relative. The following is a list of 

things M i c h  other people have experienced because of their relative's illness. Please think 

back to the past fwo weeks and indicate the extent to which you have had the following 

experiences by circling a number, from 1 (not at ail) to 4 (a lot), for each statement. 

Because of your loved one, to what extent have you, 

in the past two weeks: 

Nat A Some A 

at al1 Iittle lot 

Experienced financiai strains andlor financial difficulties 

Missed days at work (or school) 

Found it ciifficuit to concentrate on your own activities 

Had to change your personal plans, e.g. going on vacation 

Cut down on leisure time 

Found the household routine was upset 

Had less time to spend with friends 

Neglected other family rnembers' needs 

Experienced family frictions and arguments 

Experienced frictions with neighbours, friends outside the home 

Been embatrassed because of your relative's behaviour 

Felt guilty because you were not doing enough to help 

Felt guilty because you felt responsible for you relative's problems 

Resented your relative for demands made on you 

FeIt trapped by your caregiving role 

Been upset about how much your relative changed from his/her 

former self 

Womed about how your behaviour with your relative might 

worsen the itlness 

Womed about what the future holds for your relative 

Found the stigma of the illness upsetting 
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QUESTIONNAIRE POUR LE SOIGNANT: Problèmes 

Nom Nom du patient Date(rn/j/a) 

Nous aimaiors savoir comment vous vous débrouillez pour soigner le membre de votre famille 
(le patient). Voici une liste de problèmes qui ont affecté d'autres personnes à cause de la 
maladie d'un membre de leur famille dont eles s'occupent. Pensez aux deux dernières semaines 
et indiquez dans queue mesure vous avez eu les expériences suivantes en encerclant un chiffre, 
allant de 1 @as du tout) à 4 (beaucoup), pour chaque énoncé. 

À cause du patient, dans quelle mesure avez-vous, au Pas du Un Assez Beau- 
cours de ces 2 dernières semaines: tout peu coup 

Eu des difficultés financieres 1 2 3 4 

Eu des jours d'absence du travail ou de l'école 1 2 3 4 

Trouvé difficile de vous concentrer sur vos propres acüvités 1 2 3 4 

DQ changer vos plans personnels, comme changer de travail ou 
prendre des vacances 

Dû réduire vos loisirs 

Observé que la routine de votre foyer était changée 

Eu moins de temps t3 passer avec des amis 

Négligé les besoins d'autres membres de la famille 

Eu des frictions e t  des disputes familiales 

Eu des frictions avec des voisins ou amis hors du foyer 

Eté embarrassé à cause du comportement du patient 

Eu un sentiment de culpabilité parce que vous n'en faites pas 
assez pour l'aider 

Eu un sentiment de culpabilité parce que vous vous sentez 
responsable des problèmes du patient 

Eprouvé de la rancune envers le patient parce qu'il vous 
demandait d'en faire trop 

Eu f'impression d'gtre pris au piège dans votre rôle de soignant 

€té bouleversé par la maniére dont la personnalité du patient a 
changé 

Et6 inquiet parce que votre comportement face au patient pourrait 
aggraver sa maladie 

Et6 inquiet de ce que l'avenir réserve au patient 

Trouvé les stigmas de la maladie bouleversants 



287 

PROFESSIONAL SUPPORT SCALE 

Please rate, on a scale ranging from 1 (not at all) to 4 (a great extent) the extent tu 

which staff at the Royal Ottawa Hospital were helpfui in each of the areas listed 

below. 

To what extent did staff provide ..... 

1. Information about your relative's illness 

1 2. Information about your relative's treatrnent 

3. Help in locating resources for yourself 

4. Help in locating resources for your relative 
i 

5. Practical advice on how best to deal with your 1 rçkriuc'r behaviour(s) 

1 6. Advice for futur:: planning for your relative 

' 7. Assistance in handling psychiatrie ernergencies 

8. Positive reinforcernent for your caregiving 
I abilities 

9. Encouragement for you to be involved in decisions 
regarding your relative's treatment plan 

1 10. A nonblaming attitude 

11. Encouragement for you to invest energy in 
noncaring aspects of your persona1 life 

Not at A A A great 
al1 little moderate extent 

exte nt 
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QUESTIONNAIRE POUR LE SOIGNANT: Mesure de Support 

Veuillez indiquer par un chiffre aflant de 1 (pas du tout) à 4 (beaucoup) la manière 
dont le personnel de l'Hôpital Royal Ottawa vous a aidé, dans chacune des sections 
ci-dessous. 

De quelle manière le personnel vous a-t-il 
fourni ... 

1. Des Ulformations sur la maladie du patient 

2. Des informations sur le traitement du patient 

3. De l'aide pour trouver des ressources pour vous-même 

4. De l'aide pour trouver des ressources pour le patient 

5. Des conseils pratiques sur la manière de mieux faire 
face au comportement du patient 

6. Des conseils pour la planification de l'avenir du patient 

7. De l'aide pour faire face aux urgences psychiatriques 

8. Un renforcement positif de votre capacité de soignant 

9. Un encouragement à votre participation aux décisions 
concernant le plan de traitement du patient 

10. Une attitude libre de tout blâme 

11. Un encouragement à ce que vous investissiez votre 
énergie dans les aspects de votre vie autres que ceux 
de soignant 

Pas du Un Modéré- Beau- 
tout peu ment coup 
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