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Delirium
If delirium is present then this must be
managed appropriately by treating the
cause or causes of delirium, which can
be remembered using the PINCH ME
acronym (see figure 1, above).9

If the patient is distressed or is a risk 
to self or others then first-line treatment
should be verbal or non-verbal 
de-escalation techniques. If these fail the
short-term use of low-dose haloperidol
is recommended by NICE.10

Dementia
For psychotic symptoms due to
dementia, NICE suggests exploring
possible reasons for distress and
addressing clinical and environmental
causes.11 This includes optimising the
patient’s physical health, ensuring the
patient can interact with their
environment appropriately (for example,
ensuring poor vision and hearing are

If dementia, depression, or a primary
delusional or schizophrenia disorder are
suspected, this will be confirmed
through assessment in Older People’s
Mental Health Services. This assessment
will primarily be based on a detailed
history and mental state examination
and may include more detailed collateral
information from family members or
specialist assessments from other
professionals e.g. occupational
therapists or social workers. 

Reaching a diagnosis would be
supported by a review of physical health
and medication. The examination and
blood test results from the GP’s
assessment will prove invaluable to
guiding the assessment. 

Further investigations may be
prompted by findings on blood tests or
physical examination and would be
requested as required e.g. structural
neuroimaging using CT or MRI to
exclude space occupying lesions or
cerebrovascular disease, and to assist in
assessing for dementia as a differential. 

Medication would be reviewed to
exclude drug-related causes and
medications which may be contributing
to psychosis stopped if it is safe to do so. 

A more detailed cognitive assessment
would be conducted to assess for the
presence of cognitive impairment, 
for example, using the Addenbrookes
Cognitive Assessment (ACE-III).8
If this assessment suggests cognitive
impairment then this is a further
indication for neuroimaging.

MANAGEMENT  
The management of psychosis in the
elderly population is heavily dependent
on the cause. »

Investigations for rarer causes (e.g. HIV
or syphilis) could be considered if 
risk factors are identified. If there are
suspicions of illicit substance use, urine
drug screening could be undertaken. 

REFERRAL
Patients presenting with persistent
psychotic symptoms without an
identified reversible cause should be
referred to Older People’s Mental Health
Services for assessment.7 If there is
suspicion of underlying cognitive
impairment or diagnostic uncertainty
then referral to specialist services would
also be appropriate.

The presence of significant risk factors
may prompt more urgent referral. 
In particular, if there is a history of
significant psychiatric illness; presence
of delusional, persecutory or paranoid
beliefs; current or previous ideas of self-
harm/suicide or harm to others; recent
stressors; increasing social withdrawal;
or evidence of self-neglect. 

If multiple risk factors are present and
there are acute concerns about the
patient’s safety or that of others
consideration should be given to referral
to local Crisis Resolution and Home
Treatment services or assessment under
the Mental Health Act.

Despite the clinical need for referral to
specialist mental health services, a
referral can sometimes be declined by
older people who often prefer to remain
under the care of their familiar GP,
especially if insight into their symptoms
is impaired. In such circumstances a joint
visit with a mental health professional
could be beneficial to develop trust and
facilitate transfer of care to specialist
services. 

Should engagement with assessment
and treatment continue to be declined, 
a capacity assessment would be
needed. If the patient lacks capacity, the
next steps should be guided by a best
interest decision making process. 

If symptoms are mild with low
associated risks, then consideration
could be given to non-pharmacological
interventions, such as addressing
sensory deficits or making suggestions
to reduce social isolation with a view to
referral should there be no
improvement. In some cases it may not
be possible to engage patients until a
crisis point is reached and the risks
related to their symptoms change the
balance of enforced intervention. 

CONFIRMING DIAGNOSIS 
Organic causes should be identified and
treated in primary care, or through
referral to gerontology services.
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