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T H E  A D A V A N T A G E  O F  P S Y C H I A T R I C  I N V O L V E M E N T  I N  G E R I A T R I C  C A R E  

     Much has been published about the substantial increase in the number 
of Senior Citizens in the United States. The increase is greatly attributed 
to the aging of the baby boom generation and the change in the mortality 
rate. There has also been a rise in the number of the elderly persons with 
behavioral disorders. Due to underlying medical and neurological dis-
eases, there will be older adults developing late-onset psychiatric disor-
ders. There is an extreme shortage of health care professionals who are 
skilled in treating these types of behavioral disorders. Numerous studies 
have show that the primary care physicians, who provide the elderly 
much of these mental health care, have received very little training in 
geriatric psychiatry. Because of this, elderly people are not being accu-
rately diagnosed or treated effectively. According to a primary care physi-
cians’ survey, 20% of primary care physicians admitted to be “not very 
knowledgeable” about mental health care issues in the elderly, and an-
other 66% feld they were somewhat knowledgeable.” How does this 
shortage of geriatric psychiatrists impact the treatment of an illness seen 
typically in the elderly such as Alzheimer’s Disease (AD)? 

     Because numerous advances in the treatment of this disease have been 
documented, cholinesterase inhibitors (e.g., tacrine [Cognex], donepezil 
[Aricept], and rivastigmine [Exelon]) showed to have symptomatic treat-
ment of the cognitive deficits for a period of time. There has been an 
approximate one-year delay in nursing home patients, according to long 
term studies with tacrine. The need to delay institutionalization is impera-
tive due to the rise in the number of patients with Alzheimer’s Disease. 
What is the differential outcome of patients with Alzheimer’s Disease 
being treated solely by a primary care physician versus those also being 
treated by a geriatric psychiatrist? What are the differences in the cogni-
tive outcome of patients from each cohort? Are generalists different than 
specialists in the prescription of cognitive enhancers or in the utilization 
of health care services versus geriatric psychiatrists significant facilities? In 
the treatment of Alzheimer’s Disease by primary care physicians versus 
geriatric psychiatrists significant issues have surfaced.  While hospitaliza-
tion rates (38.7% primary care patient versus 14.8% psychiatric patients) 

and use of home health 
aides (45.2% versus 
18.5%) were significantly 
different in the pilot 
study, primary care 
patients had a substan-
tially higher institution-
alization rate in the two
-year follow up study 
(30% versus 4.6%). In 
patients treated only by a primary care physician, there was decreased 
use of donepezil (45.5% versus 76.5%). A significant difference was re-
vealed in the prescription of donepezil (35% versus 64%). This may reflect 
an incomplete understanding of reasonable expectations of the medica-
tion by either the primary care physician or the caregiver. 

     The percentage of psychiatric patients receiving donepezil may reflect 
continuous reinforcement by the physician and case manager. The clinical 
dementia rating (CDR) of the primary care patients had deteriorated 
significantly more than the CDR of the psychiatric patients at the one-
year mark. Greater cognitive decline has also been associated with in-
creased hospitalization. The rise in utilization of home health aides by the 
primary care patients may also be a function of greater global impairment 
compared to the psychiatric patients. A comprehensive intervention for 
enhanced treatment in the primary care setting may be indicated. There 
also exists a need to analyze physician knowledge, attitude and behaviors 
regarding the diagnosis and treatment of Alzheimer’s disease. Significant 
differences in institutionalization, cognition and donepezil prescriptions 
emerged during the two-year follow  up in this comparison of two differ-
ent models of care. Primary Care intervention trials can be useful in as-
sessing differences in outcomes after an educational intervention in order 
to determine if a collaborative care model is efficacious. Additionally, the 
assessment of the positive implications (both direct and indirect) of this  
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type of intervention would be necessary. A similar study has been initi-
ated recently at Robert Wood Johnson Medical School. It is a study of 
collaborations between geriatric psychiatry and several primary care sites. 
Most of the individuals with AD have a person with dementia is twice as 
high as the cost of caring for the average Medicare patient. Patients with 
dementia are 10% to 30% of nursing home admissions. To address this 
shortage of geriatric specialists, it will likely involve both educational and 
financial incentives to enhance  the pipeline of individuals who are ex-
posed to geriatrics early their training and professional development.  

A Study: Advantages and Disadvantages of Patients Being 
Told They Have Dementia 

Patients After The Dementia Diagnosis 

     Until recently it has been assumed that by the time a person can be 

diagnosed with dementia, they are too far gone to understand what de-

mentia is because they have usually lost most of their senses. Therefore, 
the medical profession has 

believed it best to with-

hold the diagnosis from 

the patient as they be-

lieved them beyond the 

understanding and unable 

to help themselves. Doc-

tors reveal the diagnosis 

only to the family who 

take control of the pa-
tient’s life afterward. But 

more than likely, decision 

made by a family, no mat-

ter how loving the rela-

tionship would not have been what the patient wanted if they still had 

their senses.  

     Since there are patients diagnosed with dementia who still have some 

of their senses most of the time, should they be told of disease that will 

eventually rob them of their minds for the rest of whatever they have of 

their lives? Or should they be left blissfully unaware of the diagnosis to 
not rob them of what little hope remains, even if the hope is unwar-
ranted? Can these patients help themselves in the progression of the dis-

ease before the disease makes it quite clear that they cannot? The answer 
by patients in varying degrees of dementia is that they should be told of 

the diagnosis in order to plan how to spend the rest of their lives on their 
own terms.  

Patients Before the Diagnosis of Dementia 

     Dementia is first suspected of a person due to their bizarre or unfamil-
iar behavior with the most obvious symptom being abnormal memory 

loss. Behavior such as turning on the car, going back into the home and 
forgetting the car was turned on (leaving the car on all night) can be amus-

ing at first and non-threatening.  

     But as the disease progresses, when behavior involves not recognizing 

people who were once very well known or when found repeating the 

same question without realizing it had been asked only minutes before 

more than once, the realization that sometime is wrong can be frightening 

and devastating to the dementia-stricken person while becoming more 

and more bewildering to others present as symptoms continue to de-

velop.  

     When a situation occurs with a loved one, there will be understanding 

for the dementia-stricken person. This may impede diagnosis even when 
there is traumatic awareness that something is wrong, such as insisting on 

trying to drive off in the wrong car, would frighten family members. Often 

no one mentions anything about an episode, despite being acutely aware 

that all is not right, just in case it is an isolated episode.  

     On the other hand, episodes with strangers have no loving under-

standing. A person might start eating food off a stranger’s plate at a res-

taurant. This can produce an exclamation such as the common impatient 

question—”are you crazy or something?” Responses from strangers can 

be more traumatic for the stricken person along with compounding more 

caring responses from loved ones. At this point, the afflicted person might 
withdraw and become isolated to avoid pity or ridicule. Eventually, they 

become afraid to ask for 

help. Then they lose the 

ability to know to ask for 

help.  

     It is usually when the 

person is forced to seek 

medical attention by a loved 

one or a stranger has them 

arrested that they are diag-
nosed. Until then, early de-

tection is virtually impossible. 

But even if it were possible, 

it would be useless as there 

is no cure and nothing that will slow the progression of the disease at this 

time. There are many things the patient with dementia can do until the 

disease takes full charge. 

Disclaimer: The information presented in this newsletter is intended for educa-
tional purposes only. It is not a substitute for practical medical advice on any 
specific situation. 
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