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Schizophrenia and delusiona

disorders with onset in later life
Esquizofrenia e transtornos delirantes
com inicio na terceira idade
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Schizophrenia-spectrum illness is most commonly associated with an onset in early adulthood. When non-
affective psychotic symptoms emerge for the first time in later life, the clinical presentation has both similarities
and differences with earlier-onset syndromes. This situation has resulted in continuing debate about the
nosological status of late-onset psychosis, and whether there are particular risk factors associated with this late-
life peak in incidence. Although early cognitive decline is frequently identified in these patients, studies, to date,
have not established if there is a relationship with the dementing illnesses of old age. Sensory impairment, social
isolation, and a family history of schizophrenia have been associated with late-onset psychosis, but appear to
exert a nonspecific influence on vulnerability. While diagnostic issues remain unresolved, clinicians need to
formulate treatment strategies that most appropriately address the constellation of symptoms in the clinical
presentation of their psychotic elderly patients.

Schizophrenia. Psychotic disorders. Psychoses. Cognition. Social isolation. Aged.

Transtornos mentais do espectro da esquizofrenia sdo comumente associados a inicio na primeira fase da vida
adulta. Quando sintomas psicoticos ndo-afetivos emergem pela primeira vez em fases tardias da vida, a
apresentacao clinica tem semelhancas e diferencas em relacdo as sindromes de inicio precoce. Essa situacac
resultou em debate continuo sobre o status nosoldgico da psicose de inicio tardio e sobre se hé& fatores de risco
associados a esse pico de incidéncia na terceira idade. Embora déficits cognitivos precoces sejam freqientemente
identificados entre esses pacientes, ainda nao foi possivel estabelecer se problemas cognitivos estédo associa-
dos a um quadro demencial dos idosos. Comprometimento sensorial, isolamento social e histéria familiar de
esquizofrenia tém sido associados a psicose de inicio tardio, mas esses fatores de risco parecem exercer urm
papel ndo-especifico sobre a vulnerabilidade. Ainda que as questBes sobre o diagnéstico mais adequado
para esses quadros clinicos permanecam nado resolvidas, os psiquiatras precisam formular estratégias de
tratamento que levem em consideracdo a complexa constelacdo de sintomas da apresentacéo clinica de
pacientes idosos psicéticos.

Esquizofrenia. Transtornos psicéticos. Psicoses. Cognigdo. Isolamento social. ldoso.

substantial number of cases these symptoms arise de novo.

The emergence of psychotic symptoms for the first time iWhether schizophrenia or delusional disorder can be
later life poses a diagnostic challenge for clinicians assessidiagnosed in these situations has been the subject of consi-
and treating elderly persons with mental illness. In thesderable debate since Rétfirst proposed that ‘late para-
situations clinicians are frequently confronted withphrenia’ was a variant of schizophrenia unique to late life.
comorbidity issues relating to cognitive deficits, affectiveThe following discussion will examine issues relevant to this
symptomatology, and physical illness. Most commonly, latedebate, and the resulting implications for the management of
onset delusions and hallucinations are associated with delderly psychotic patients. As the nomenclature for psychotic
menting and affective disorders; however, in a small buitates arising in later life has been a contentious point, the
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term ‘late-onset psychosis’ will be used to designate psychotiberefore, that oestrogens may modulate both the age
symptoms arising in later life when the primary diagnosis iglistribution of onset, and symptom severity in women, but
neither dementia nor an affective disorder. not in men. According to this hypothesis, the presence of
oestrogen should potentially delay the onset of psychosis in
Epidemiology, diagnostic issues and possible risk factors vulnerable women, or attenuate symptom severity in women

Problems with case ascertainment have bedevilled theith an early onset of iliness, at least until after the menopause.
investigation of the prevalence of psychotic symptomatologyaking up this issue, Howard et'apointed out that there is
among the elderly population. There is now a general cofirequently a time lag of several decades between the
sensus that significant under-reporting of paranoid ideatiomenopause and the late-life peak for psychosis. These authors
is likely because elderly psychotic individuals are ofterproposed that falling oestrogen levels per se were unlikely to
socially isolated and suspicious about revealing theidetermine symptom onset, but that the significance of
concerng. This issue was highlighted by Christenson andestrogen withdrawal in postmenopausal females may lie in a
Blazer who found that, whilst 4% of an elderly community-subsequent increased vulnerability to cerebrovascular disease,
dwelling sample had persecutory delusions, less than half which could be a risk factor for late-onset psychosis.
these individuals were receiving any psychiatric Eaneheir The role of brain degenerative processes in late-onset
review of 15 population-based studies of late-onset psychosigsychosis has been investigated in a number of sttidfes.
Henderson & Kayreported prevalence rates from 0.1% toBrain imaging studies have looked for focal structural
8.9%. More recent surveys by Henderson égald Forsell & abnormalities, comparing late-onset with earlier-onset
Hendersord found rates of 5.7% and 6.3% respectively. Samplpsychosis cases, as well as cases of clear-cut dementia.
selection, particularly relating to age cut-off, inclusion ofAlthough abnormalities have been noted in late-onset
comorbid cognitive impairment, response rate and assessmest/chosis, these changes have been subtle and generally si-
methodology, are obvious factors which influence the varianaailar to those found in patients with illness onset in earlier
noted in these studies. life.1*2°Sachdev et #lreported larger ventricles in both early-

In clinical samples Barclay & Almeidaave highlighted the and late-onset cases, as compared with controls. These
nosological issues which contribute to a continuing lack ofuthors did find that the late-onset cases had more signal
clarity in classifying psychotic disorders in late life. Reviewinghyperintensities than the early-onset cases and controls,
recent studies of the area they noted that little progress hpdrticularly in the periventricular regions. They concluded
been made, although a recent International Consensttsat the aetiological significance of these changes was
Statemerft had attempted to address inconsistencies ioncertain as they are also found in healthy elderly individuals.
nomenclature and age cut-offs. This group proposed that@n the other hand, when only older patients are examined, i.e.,
nosological separation could be made between late-onsmter 65 years, there does appear to be increasing diversity in
schizophrenia (onset between 40 and 60 years) and very-latéinical presentatatioff:?? Examining the pattern of cognitive
onset-schizophrenia-like psychosis (onset after 60 yearg)eficits and psychotic symptomatology in 47 patients with‘late
Implicit in this subtyping is the notion that, with increasingparaphrenia’, Almeida et &lconcluded that, at least, a
age, the syndromal presentation of psychosis is more likely smubgroup of these patients may be in the early phase of a
vary from younger age groups. As Barclay & Almé€ida dementing process. In addition, the growing literature on the
concluded, the utility of this approach has yet to be testegsychiatric complications of dementing disorders has
however, it would appear to more appropriately reflect thédentified that delusions (and less frequently hallucinations)
‘real life’ situation with which clinicians are faced in assessingpccur in 50% or more of cases, usually fluctuating over titte.
elderly psychotic patients. At a clinical level, there appears to be a spectrum of late-onset

The evidence for possible risk factors contributing topresentations with both psychotic symptoms and cognitive
psychosis developing for the first time in later life has beedeficits, but the course and outcome of each is not consistently
extensively reviewed by Almeida et®damily history studies related® This complex interweaving of symptomatology
suggest that, while hereditary factors are present, they arequires a longitudinal perspective of a patient’s illness
less influential than in earlier-onset schizophrédtalhese trajectory which may not be available to the clinician
studies are, however, methodologically problematic as latemdertaking a cross-sectional assessment of a psychotic
onset patients often have few remaining relatives, and/or hae&lerly individual.
loss contact with those who are still alivé2 Further, females Sensory impairment, especially hearing loss, has been
have been noted to exceed males in late-onset psychopi®posed in a number of studies as a possible aetiological
samples by six- to ten-fofd:**This gender imbalance is not factor in the emergence of late-onset psychotic symptoms,
fully explained by the greater longevity of women, and is a&lthough caution is required in drawing any conclusions from
variance with the much closer female-to-male ratio in earlythese finding$32527Firstly, samples were usually drawn from
onset schizophrenid.The anti-dopaminergic effect of ‘convenience’ populations of patients, and subject numbers
oestrogen has been postulated as conferring some protectivare relatively small. The prevalence rates of hearing
for premenopausal women who are genetically predispos@tipairment obtained in this way may not be representative of
to developing schizophrenial®Hafner at P have suggested, the broader population of late-onset psychotic individuals,
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many of whom remain untreat&dSecondly, epidemiological coping abilities and established personality style might have
surveys have demonstrated that more than 50% of elderyn ameliorating influence on thought disorder and the
persons have some degree of hearing impairment, the majorftgquency of negative symptoms.
of whom do not develop psychopatholdgZonsequently, it Systematised ‘partition’ delusions, first described by Roth,
is difficult to determine the particular relationship betweerhave been particularly associated with late-onset psychosis.
such a commonly occurring problem in the elderly, and latePearlson et &8 defined these phenomena as “the delusion
onset psychosis, which has a much lower base ratéhat people, gas, electricity, or some other force was entering
Nevertheless, several authi®have postulated that sensory their home through the walls from a neighbouring dwelling”
deficits, particularly hearing loss, may exert an influence as@. 1570). These authors found that this type of phenomenon
risk factor for late-onset psychosis by reinforcing a pre-existingzas present in 48% of 54 late-onset subjects, compared to
tendency to social isolation or withdrawal. From this14% of 54 early-onset subjects. Similarly, Howard &t al
perspective, hearing loss by itself would be considerereported these phenomena in 68% of 50 ‘late paraphrenia’
relatively nonspecific as a risk factor, but one that may haveubjects, compared with 20% of 20 young schizophrenic
an additive effect with other risk factors, e.g., genetisubjects. These ‘partition’ delusions were usually persecutory
vulnerability, in the genesis of late-onset psychosis. in nature, i.e., the elderly person believing that the outside
Social isolation has been cited as a factor that magnvironment was hostile and posed a threat to their home.
predispose a vulnerable elderly person to psychosis in lagocial isolation has been cited as a possible predisposing
life, particularly persecutory ideatiéf?® Paranoid or schizoid factor for the development of these phenomena. Howard et
personality features have been described in these patiera$? have also suggested that the cognitive deficits noted in
but such retrospective assessment of premorbid adjustmehese patients may increase their vulnerability to paranoid
is problematic as psychotic symptoms may have been presenisinterpretation of environmental cues.
for several years. Howard & LeWhighlighted this Thus, when assessing an elderly psychotic patient who is
methodological difficulty in their investigation of personality not depressed or overtly dementing, the clinician is likely to
traits in 25 ‘late paraphrenia’ patients. They concluded thdie presented with a socially isolated elderly female who may
paranoid features were likely to be overestimated if patientsave some hearing impairment, and elaborates a systematised
were psychotic at the time of assessment. Nevertheless, frggarsecutory delusional system that involves some threat to
an interactive perspective, social isolation, like sensorfier home, i.e., ‘partition delusion¥’Perceptual disturbance
impairment, might be a factor that could expedite thenay or may not be present, thus accounting for both late-
development of psychotic symptoms in elderly individualonset schizophrenia and delusional disorder being included
who were already ‘vulnerable’ because of their personalitwithin Roth’s construct of ‘late paraphrenia’. As well as
style. Weeks?! reviewing concepts of ‘loneliness’ and its auditory hallucinations, olfactory, tactile, visual and gustatory
relationship to social isolation in old age, identified thaiphenomena have also been noted in these patients, although
isolated elderly persons were particularly at risk of developinthere appears to be no direct correlation with specific sensory
faulty self-attributions which could lead to negativeorgan impairmenmt’ Further, even though the patient may
interpretations of the actions and intentions of others. On theot fulfil criteria for dementia, the clinician is still likely to elicit
other hand, psychotic elderly individuals may also becoma spectrum of cognitive deficits in these patients, the
more socially isolated and withdrawn as a consequence significance of which is becoming increasing pertinent as new
their illness®? As Henderson & Kayconcluded in their review treatment options for cognitive impairment become available.
of the functional psychoses of late-onset, the mechanism by
which social isolation appears to have an association wiffreatment and longitudinal course

these states still remains to be clarified. Unfortunately, there have been few follow-up studies to
guide the clinician treating a patient with late-onset psychosis
Clinical presentation in terms of prognostic indicators. It would seem reasonable to

Studies have consistently found that, while patients whassume that those patients with greater cognitive deficits might
develop schizophrenia-spectrum iliness late in life have simbe more at risk of subsequently developing dementia. HBlden
lar positive symptoms to patients with an earlier onset dound that a subgroup of patients with an onset of psychosis
illness, they are less likely to exhibit negative symptoms oafter 60 years, i.e., ‘very-late-onset’, had an ‘organic’ form of
thought disordet®**Further, the absence of a ‘disorganisationiliness with a relatively poor outcome. In contrast, Naguib
dimension, commonly associated with a poorer prognosis i&Levy?*¢ found that, although cognitive deficits were noted in
schizophrenia, was a major factor in Rotlpsoposal that a 47 ‘late paraphrenia’ patients, even after a 3.7 year follow-up
schizophrenia-like syndrome emerging in old age should bgeriod these had still not progressed to a stage which would
differentiated as ‘late paraphrenia’. Roth’s intention was tavarrant a diagnosis of dementia. In terms of functional
emphasize that these elderly patients did not deteriorate ovautcome, Hafner et‘dlsuggested that developmental maturity
time like many early-onset patients. Expanding on this issu@ late-onset patients might account for less social decline
Hafner et af suggested that, when psychotic symptoms emethan that experienced by younger psychotic patients. Of note,
ge for the first time in later life, the person’s more maturgroblems likely to be encountered in following up late-onset

S183



Schizophrenia and delusional disorders Rev Bras Psiquiatr 2002;24(Supl 1):81-6
Hassett A

patients include the compounding effect of comorbid medicaicular, for these individuals. Informing this notion is the
illness on outcome evaluation, and social isolation which magoncept of ‘meaningfulness’, neglected as a controversial
adversely influence compliance and continued psychiatriand unmeasurable entity for empirical research in
monitoring? psychiatry#>4¢ Robert$®> has proposed that delusional
Antipsychotic medication has been the mainstay othinking might have an adaptive function in providing
treatment for late-onset as well as early-onset psychotreative attributions of meaning to the experience of
symptoms. In particular, the delusions and hallucinationpsychotic disintegration. This ‘alternative reality’ may allow
which typically characterise the illness in elderly patientshe socially isolated elderly person to regain a sense of
usually respond well to these agents. Further, as negatimeeaning, albeit distorted, in the face of perceived
symptoms are infrequent, functioning between episodes tifireatening and anomalous experiences. Removing
psychosis (usually precipitated by poor compliance witlpsychotic symptoms, while necessary to enable the person
treatment) is usually not impairédNevertheless, sensitivity to “rejoin the human community?, may leave them
to antipsychotic medication has been identified in a numbetulnerable to other forms of psychological decompensation,
of treatment studies of late-onset psychosis, and necessitasesh as depression. In younger psychotic patients, findings
a cautious approach by the clinician in considering thifrom studies of the cognitive mechanisms involved in
treatment optiof”° Extrapyramidal and anticholinergic side- paranoid thinking are now being translated into effective
effects, and drug interactions, are more common than icognitive-behavioural models of treatméh¥ Central to
younger patients, resulting in significant morbidity. In additionthis approach is the development of a shared formulation
the risk of tardive dykinesia is markedly greater in elderlywith the patient of the genesis of the psychotic symptoms.
patients taking antipsychotic medicati®ri® In a follow-up  In this way the meaning of the symptoms for the patient can
study of 266 older outpatients receiving less than an average examined, together with the cognitive biases that underlie
of 150 mg chlorpromazine equivalents daily, Jeste!®foaind  their formation. In conjunction with psychotropic
that the cumulative incidence of tardive dyskinesia at the endedication, this psychotherapeutic approach has been
of 1, 2 and 3 years was 26%, 52% and 60% respectivelgemonstrated to attenuate psychotic symptoms, improve
Fortunately, the introduction of atypical antipsychotic agentgjuality of life, and facilitate the recovering individual’s
such as risperidone, olanzapine and quetipine, has markedlgnse of psychological integratiédh. Just as
reduced these iatrogenic consequences of treatth€nt. psychotherapeutic strategies have been modified for the
However, as depot preparations are not available for thegeatment of depression and anxiety in the eld@ityvould
agents, compliance remains a problem if follow-up is noseem timely to explore how this treatment modality might
assertive. complement pharmacological interventions for elderly
The greater availability of anticholinesterase agents, sugtsychotic patients.
as donepezil and rivastigmine, now presents the clinician
managing a patient with late-onset psychosis with a furthdconclusion
pharmacological treatment choice. As some degree of Non-affective psychotic symptoms arising in later life
cognitive decline is frequently noted in association withcontinue to present the clinician with a diagnhostic
the psychotic symptoms, the possibility of an earlychallenge. While many aspects of the clinical presentation
dementing iliness in, at least, a subgroup of these patientze similar to earlier-onset schizophrenia-spectrum illness,
needs to be considerédilt is now accepted that the benefitsboth biological and psychosocial factors associated with
of anticholinesterase inhibitors, which delay the progressiotihe ageing process need to be incorporated in a framework
of cognitive deterioration in the most common type offor understanding and managing these patients. Although
dementia, namely Alzheimer’s Dementia (and possibly Lewyurther studies are still required, it would appear that subtle
Body Dementia), are maximal if treatment is instituted earlgognitive deficits, social isolation, and sensory impairment
in the progression of the dise&é& This situation poses a might increase vulnerability to psychosis in genetically
dilemma for the clinician as to whether to commenceredisposed elderly individuals. The treating clinician,
treatment with an antipsychotic agent, an anticholinesterasieerefore, needs to take these factors into account in
agent, or both. Now that studies have found thaformulating appropriate treatment strategies. While
anticholinesterase inhibitors appear to have a beneficiaintipsychotic medication remains the mainstay of
effect on emotional and behavioural symptoms associatedanagement for these patients, anticholinesterase inhibitors
with dementi& there is a greater imperative for the clinicianmay also represent a treatment option. In addition, from a
to be able to distinguish those cases of late-onset psychopsychotherapeutic perspective, cognitive-behavioural
that are likely to progress to dementia from those that aiaterventions developed for younger psychotic patients may
less likely. be applicable in challenging the delusional beliefs of
Finally, while pharmacotherapy is the cornerstone oelderly psychotic patients. Most importantly, these patients
management for patients with late-onset psychosis, treatimged to be able to negotiate the final developmental stage
clinicians also need to be mindful that there may bef their lives without the distorted sense of meaning that
intrapsychic benefits in the formation of delusions, in parthese phenomena appear to provide for them.

SI 84



Rev Bras Psiquiatr 2002;24(Supl 1):81-6

References

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Roth M. The natural history of mental disorder in old age. J24
Mental Sci 1955;101:281-301.
Wynn Owen PA, Castle DJ. Late-onset schizophrenia:

epidemiology, diagnosis, management and outcomes. Drugs Aging5.

1999;15(2):81-9.
Christenson T, Blazer D. Epidemiology of persecutory ideation

in an elderly population in the community. Am J Psychiatry 26.

1984;141:1088-91.

Henderson AS, Kay DWK. The epidemiology of functional 27.

psychoses of late onset. Eur Arch Psychiatry 1997;247:176-89.

Henderson AS, Korten AE, Levings C, Jorm AF, Christensen H28.

Jacomb PA, et al. Psychotic symptoms in the elderly: a
prospective study in a population sample. Int J Geriatr Psychiatry
1998;13:484-92.
Forsell Y, Henderson AS. Epidemiology of paranoid symptoms
in an elderly population. Br J Psychiatry 1998;172:429-32.
Barclay L, Almeida O. Schizophrenia in later life. Curr Opin
Psychiatry 2000;13(4):423-7.

Howard R, Rabins PV, Seeman MV, Jeste DV. Late-onset

schizophrenia and very-late-onset schizophrenia-like psychosis32.

an international consensus. Am J Psychiatry 2000;157(2):172-8.
Almeida OP, Howard RJ, Levy R, David A. Psychotic states

arising in late life (late paraphrenia): the role of risk factors. Br33.

J Psychiatry 1995;166:215-28.

Castle DJ, Murray RM. The epidemiology of late-onset
schizophrenia. Schizophr Bull 1993;19:691-700.

Funding T. Genetics of paranoid psychoses in later life. Acta
Psychiatr Scand 1961;37:267-82.

Howard RJ, Graham C, Sham P, Dennehey J, Castle DJ, Levy Rp.

et al. A controlled family study of late-onset non-affective

psychosis (late paraphrenia). Br J Psychiatry 1997;170:511-436.

Almeida OP, Howard RJ, Levy R, David AS. Psychotic states
arising in late life (late paraphrenia): psychopathology and
nosology. Br J Psychiatry 1995;166:205-14.

Herbert ME, Jacobson S. Late paraphrenia. Br J Psychiatry
1967;113:461-9.

Hafner H, Hambrecht M, Loffler W, Munk-Jgrgensen P, Riechler-
Rossler A. Is schizophrenia a disorder of all ages? A comparison

of first episodes and early course across the life cycle. Psych@?9.

Med 1998;28:351-66.

Seeman M. Gender differences in schizophrenia. Can J Psychiat.

1982;27:107-12.
Howard R, Almeida O, Levy R. Phenomenology, demography
and diagnosis in late parphrenia. Psychol Med 1994;24:397-10.

Pearlson GD, Tune LE, Powers RE, Wong DF, Rabins PV, Bartd1.

PE. MRI and PET studies in late-life onset schizophrenia.
Schizophr Res 1991;4:409-10.

Corey-Bloom J, Jernigan T, Archibald S, Harris MJ, Jeste DV.
Quantitative magnetic resonance imaging of the brain in late-life
schizophrenia. Am J Psychiatry 1995;152:447-49.

Sachdev P, Brodaty H, Rose N, Cathcart S. Schizophrenia with3.

onset after age 50 years. 2: neurological, neuropsychological and
MRI investigation. Br J Psychiatry 1999;175:416-21. 44
Almeida OP, Howard RJ, Levy R, David AS, Morris RG, Sahakian
BJ. Clinical and cognitive diversity of psychotic states arising in
late life (late paraphrenia). Psychol Med 1995;25:699-714.

Holden NL. Late paraphrenia or the paraphrenias? A5.

descriptive study with a 10-year follow-up. Br J Psychiatry
1987;150:635-9.

Paulsen JS, Salmon DP, Thal LJ, Romero R, Weisstein-Jenkins C,
Galasko D et al. Incidence of and risk factors for hallucinations
and delusions in patients with probable AD. Neurology
2000;54(10):1965-71.

29.

30.

31.

34.

37.

38.

42.

47.

Schizophrenia and delusional disorders
Hassett A

. Wilson RS, Gilley DW, Bennett DA, Beckett LA, Evans DA.
Hallucinations, delusions and cognitive decline in Alzheimer’s
disease. J Neurol Neurosurg Psychiatry 2000;69(2):172-7.
Forstl H, Burns A, Levy R, Cairns N. Neuropathological correlates
of psychotic phenomena in confirmed Alzheimer’s disease. Br J
Psychiatry 1994;165:53-9.

Cooper AF Deafness and psychiatric illness. Br J Psychiatry
1976;129:216-26.

Prager S, Jeste DV. Sensory impairment in late-life schizophrenia.
Schizophr Bull 1993;19:755-72.

Corbin SL, Eastwood MR. Sensory deficits and mental disorders
of old age: casual or coincidental associations? Psychol Med
1986;16:251-6.

Post F. Persistent persecutory states of the elderly. Oxford:
Permagon Press; 1966.

Howard R, Levy R. Personality structure in the paranoid psychoses
of later life. Eur Psychiatry 1993;8:59-66.

Weeks DJ. A review of loneliness concepts, with particular
reference to old age. Int J Geriatr Psychiatry 1994;9:345-55.
Kay DWK, Cooper AF, Garside RF, Roth M. The differentiation
of paranoid from affective psychoses by patients’ premorbid
characteristics. Br J Psychiatry 1976;129:207-15.

Pearlson GD, Dreger L, Rabins PV, Chase GA, Cohen B, Wirth
JB, et al. A chart review study of late-onset and early-onset
schizophrenia. Am J Psychiatry 1989;146:1568-74.

Howard R, Castle D, O'Brien J, Almeida O, Levy R. Permeable
walls, floors, ceilings and doors. Partition delusions in late
paraphrenia. Int J Geriatr Psychiatry 1992;7:719-24.

Stein LM, Thienhaus OJ. Hearing impairment and psychosis. Int
Psychogeriatr 1993;5:49-56.

Naguib M, Levy R. Late paraphrenia: neuropsychological
impairment and structural brain abnormalities on computed
tomography. Int J Geriatr Psychiatry 1987;2:83-90.

Howard R, Levy R. Which factors affect treatment response in
late paraphrenia? Int J Geriatr Psychiatry 1992;7:667-72.
Jeste DV, Lacro JP, Gilbert PL, Kline J, Kline N. Treatment of
late-life schizophrenia with neuroleptics. Schizophr Bull
1993;19:817-30.

Sciolla A, Jeste DV. Use of antipsychotics in the elderly. Int J
Psychiatry Clin Practice 1998;2:527-34.

Jeste DV, Caligiuri MP, Paulsen JS, Heaton RK, Lacro JP, Harris
MJ, et al. Risk of tardive dyskinesia in older patients: a prospective
longitudinal study of 266 outpatients. Arch Gen Psychiatry
1995;52(9):756-65.

Solomons K, Geiger O. Olanzapine use in the elderly: a
retrospective analysis. Can J Psychiatry 2000;45(2):151-5.
Burns A, Rossor M, Hecker J, Gauthier S, Petit H, Mdller H-J,
et al. The effects of donepezil in Alzheimer’s disease — results
from a multinational trial. Dementia Geriatr Cognit Dis
1999;10:237-44.

Mayeux R, Sano M. Drug therapy: treatment of Alzheimer’s
disease. New Eng J Med 1999;341(22):1670-9.

. Weiner MF, Martin Cook K, Foster BM, Saine K, Fontaine CS,
Svetlik DA. Effects of donepezil on emotional/behavioral
symptoms in Alzheimer’s disease patients. J Clin Psychiatry
2000;61(7):487-92.

Roberts G. Delusional belief systems and meaning in life: a
preferred reality? Brit J Psychiatry 1991;159 Suppl 14:19-28.

46. Robert, G. The rehabilitation of rehabilitation: a narrative

approach to psychosis. In: Roberts G, Holmes J, editors. Healing
stories: narrative in psychiatry and psychotherapy. New York:

Oxford University Press; 1999. p. 152-80.

Arieti S. Interpretation of schizophrenia. London: Crosby

Lockwood Staples; 1964.

SI 85



Schizophrenia and delusional disorders

Rev Bras Psiquiatr 2002;24(Supl 1):81-6

Hassett A

48.

49.

Bentall RP, Kinderman P. Psychological processes and delusiondD. Jackson HJ, Edwards J, Hulbert C, McGorry PD. Recovery from
beliefs: implications for the treatment of paranoid states. In:  psychosis: psychological interventions. In: McGorry PD, Jackson

Wykes T, Tarrier N, Lewis S, editors. Outcome and innovation in  HJ, editors. The recognition and management of early psychosis.
psychological treatment of schizophrenia. Chichester: John Wiley = Cambridge: Cambridge University Press; 1999. p. 265-307.

& Sons Ltd; 1998. p. 119-44. 51. Sadavoy J. Integrated psychotherapy for the elderly. Can J
Garety P, Dunn G, Fowler D, Kuipers E. Innovation and outcome Psychiatry 1994;39 Suppl 1:19-26.

in psychological treatment of schizophrenia: the way ahead? In:

Wykes T, Tarrier N, Lewis S, editors. Outcome and innovation in

psychological treatment of schizophrenia. Chichester: John Wiley

& Sons Ltd; 1998. p. 101-18.

Correspondence Anne Hassett

University of Melbourne, North Western Aged Persons Mental Health Program, Sunshine Campus
176-190 Furlong Road — St Albans, Victoria 3021, Australia

Tel.: (+61) (3) 8345-1335/ Fax: (+61) (3) 9366-8581 — E-mail: anne.hassett@mbh.org.au

Sl 86



