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conditions, metabolic or endocrine
disease (see table 1, left). These
conditions are associated with acute
onset of symptoms, abnormal
examination findings, visual
hallucinations and acute changes in
cognition and consciousness. 

If an underlying medical condition
can be excluded, and there is no
evidence to support a diagnosis of
delirium or dementia, then the cause of
psychosis may be functional. This is
more likely if there is a family or personal
history of mental illness. Functional
psychosis includes a primary delusional
disorder, schizophrenia spectrum
disorder or mood disorder. 

Both depression and mania can be
associated with psychosis. Psychosis
presenting in the context of mania, may
arise from a known bipolar disorder.
However, mania can present for the first
time in the elderly. A first presentation of
mania may lead clinicians to explore
whether there is an undiagnosed bipolar
disorder, but should also lead to a full
exploration of organic causes of mania
including cerebrovascular disease,
neurodegenerativeconditions or brain
tumours.3

A number of risk factors make older
adults more prone to psychosis
including sensory deficits, social
isolation, female gender, previous history
of psychotic symptoms, cognitive
impairment, polypharmacy, medical
comorbidities and premorbid paranoid
or schizoid personality features.1,2,4

ASSESSMENT
Primary care is often the first point of
contact for patients presenting with
psychotic symptoms and it is important
to distinguish between features that
point towards a medical or psychiatric
cause. 

A careful history including collateral
history from family members or carers is
paramount in identification of psychotic
symptoms in older people. The history
should explore current symptoms, and it
is important to screen for comorbidities
including delirium, dementia, substance
misuse and mood disorder. Assessment
and investigation for psychosis is
summarised in table 2, left.

History and mental state examination
must include the nature of psychotic
symptoms as well as onset and duration
and also the patient’s degree of insight.
Hallucinations and delusional ideas may
not be openly discussed by patients and
open questions may initially assist in
eliciting the history. 

A simple question for screening such as
‘Does your mind ever play tricks on you?’

may provide a useful starting point. 
Once a rapport is established this can

be followed by further probing
questions to determine the intensity in
which beliefs are held and to ascertain
the degree of insight. 

Alternatively, it may be beneficial to
explore the patient’s beliefs surrounding
the cause of difficulties as this may
provide information not otherwise
volunteered or identify stressors or
triggers. 

Clinicians should be mindful that the
presence of sensory deficits, cognitive
impairment and medical comorbidities
in older adults may complicate the
correct identification of psychotic
symptoms. For example, illusions due to
poor vision can be mistakenly identified
as visual hallucinations; tinnitus and
carotid bruits as auditory hallucinations.

This initial assessment should include
a review of impact on functioning, for
example, activities of daily living,
changes in behaviour or withdrawal
from activities. A risk assessment should
be completed for self-neglect, suicidal
ideation or thoughts of harming others.
Collateral history may prove invaluable,
depending on the level of insight
demonstrated by the patient. 

Cognitive assessment is important to
exclude underlying cognitive
impairment and can be completed
quickly using a simple screening test
such as the GPCOG5 or the Six Item
Cognitive Impairment Test (6CIT).6

It is important to remember that older
people are particularly susceptible to the
impact of medications and other
substances, such as dopamine agonists,
GABAergic agents, steroids, and alcohol
as well as recreational drugs. Therefore,
the history should include the temporal
relationship between any medication
changes or substance misuse, and onset
of symptoms.

Physical examination should be
completed and as a minimum should
exclude evidence of infection. Concerns
surrounding personal hygiene or self-
neglect should also be noted. Further
examination should be guided by clinical
suspicion, such as Parkinsonian features
warranting a neurological examination.
Sensory impairment should also be
considered.

Onset of psychotic symptoms often
occurs at times of physical or comorbid
psychiatric illness. Ideally blood tests,
similar to those completed as part of
dementia screening, should be carried
out, including FBC, U&Es, eGFR, LFTs,
TFTs and HbA

1c
.7 If an infection is

suspected, further investigation 
should be guided by likely diagnosis.

Table 1

Common medical causes of psychosis in older people1

Endocrine/
metabolic

Infections 

Neurological

•Thyroid disease 
•Vitamin B

12 
and folate deficiency

•Electrolyte abnormalities e.g. sodium,
potassium, calcium, magnesium
•Hepatic encephalopathy
•Other nutritional deficiency
•Anoxia/hypoxia
•Hypoglycaemia/hyperglycaemia

•Pneumonia
•Encephalitis
•Neurosyphilis
•HIV/AIDS

•Cerebrovascular events
•Parkinson’s disease
•Epilepsy
•Tumours
- temporal lobe (auditory hallucinations)
- occipital lobe (visual hallucinations) 
- limbic (delusions) 
- hypothalamus (delusions) 
•Autoimmune e.g. paraneoplastic
syndromes, systemic lupus erythematosus 
•Huntington’s disease

Table 2

Assessment and investigation for late life psychosis 

History and 
mental state 
examination

Blood tests7

Physical
examination

Cognitive 
assessment

Further 
investigations

•Nature of psychotic symptoms 
•Onset, duration and change
•Degree of insight
• Impact on function, activities and
relationships
•Assessment of risk to self and others

•FBC
•U&Es
•eGFR
•LFTs
•TFTs
•HbA

1c

•Exclude infection 
•Evidence of self-neglect
•Further examination guided by clinical
suspicion e.g. evidence of sensory or
neurological deficit

•Brief screening e.g. GPCOG5 or Six Item
Cognitive Impairment Test (6CIT)6

•As guided by clinical suspicion or identified
risk factors e.g. syphilis, HIV, drug screening
or neuroimaging


