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OBJECTIVES: To determine the prevalence and correlates
of behavior problems of residents of Veterans Affairs (VA)
nursing homes and to compare residents with serious men-
tal illness (SMI) with other resident groups.

DESIGN: This study combined cross-sectional resident as-
sessments with administrative data for all residents in VA
nursing homes. Multivariate ordinal logistic regression was
used to evaluate associations between resident characteris-
tics and problem behaviors.

SETTING: Nursing home care units in the VA healthcare
system.

PARTICIPANTS: A total of 9,618 nursing home residents
assessed as part of the VA’s April 2001 national resident
census.

MEASUREMENTS: The Patient Assessment Instrument
assessed each resident’s verbally disruptive, physically ag-
gressive, and socially inappropriate behaviors in the prior 4
weeks. Functional limitations in eating, mobility, toileting,
and transfer were assessed. Diagnoses were evaluated for
the stay and up to 6 months before assessment.

RESULTS: Almost one-fifth (17.9%) of residents received
a diagnosis of SMI. Residents with SMI or dementia had
greater behavior problems than residents with neither con-
dition. Residents with SMI (and without dementia) exhib-
ited more verbal disruption than residents with dementia
(and without SMI), but the two subgroups did not differ in
physically aggressive or socially inappropriate behavior.

CONCLUSION: Many VA nursing home residents have
SMI. Their level of behavior problems is comparable with
that of residents with dementia. Clinical practice and nurs-
ing home staff training must encompass geriatric mental

health and behavior management to meet the needs of res-
idents with SMI. J Am Geriatr Soc 52:2031–2038, 2004.
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For nursing home providers, resident disruptive be-
haviors pose challenges to quality of life, staff satisfac-

tion and turnover, and quality of care. Staff may become
distressed1 and react negatively to aggressive patients,2

complicating treatment delivery. Disruptive behaviors re-
quire the focused attention of one or more staff members,
reducing the number of staff available for other residents.
Behavior problems also occur most frequently at busy times
for staff, such as when assisting residents with activities of
daily living (ADLs).3 Provider responses to problem be-
haviors include sedation,4 antipsychotic medications, phys-
ical restraints,5 and an unwillingness to admit residents
who are expected to have significant behavior problems.

Nursing home administrators have cited concerns
about potential behavior problems as a major factor af-
fecting decisions about whether to admit individuals with
serious mental illness (SMI),6 but these administrators have
also reported that residents with SMI are basically similar in
general behavior to the general residential population. Fa-
cility administrators’ inconsistent reports regarding the be-
haviors of residents with SMI raise the possibility that
stigma and anxieties associated with SMI may affect ad-
mission and care decisions.

Administrators may also be unwilling to admit indi-
viduals with SMI because nursing home staff receive little
training in mental health or behavioral management.7,8

Lacking training, staff may rely on folk conceptions of
mental illness, many of which are stigmatizing and inaccu-
rate.7 Nursing directors perceive only limited competence
on the part of staff at all levels in managing patients with
behavioral disturbances,9 and this may heighten concerns
surrounding the admission of patients with SMI.

The recognition of the substantial prevalence of mental
illness in nursing homes and concerns regarding the ‘‘dump-
ing’’ of individuals with SMI into nursing homes moti-
vated the Omnibus Budget Reconciliation Act of 1987’s
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Pre-Admission Screening and Annual Resident Reviews
(PASARR).10 These regulations were intended to avoid in-
appropriate admissions to nursing homes of mentally ill
patients who did not require nursing home level of services
and to refer these individuals to psychiatric care centers. In
1996, Congress repealed the required annual resident re-
views.11 Although the PASARR requirements have been
credited with reducing the prevalence of residents with SMI
and no medical comorbidities,12 they have also been widely
criticized as ineffective.13,14 For example, half of surveyed
nursing home administrators reported that they have had
no effect on nursing home practices.15 Moreover, a regu-
latory emphasis on restricting admissions may obscure the
fact that many individuals with SMI require the level of
services that nursing homes provide.

Mental health policy makers are concerned that indi-
viduals with SMI may lack access to needed nursing home
services. However, it is difficult to evaluate the assumption
that individuals with SMI are more likely to be disruptive in
nursing home settings. First, currently, there is only limited
evidence regarding the prevalence and correlates of disrup-
tive behaviors of nursing home residents with SMI. Second,
few studies have examined how these residents compare
with other subpopulations of nursing home residents.

Estimates of the prevalence of behavioral problems in
nursing home residents vary considerably, in part because of
differences in definition and measurement. Of nursing
home residents in the Nursing Home Component of the
1996 Medical Expenditure Panel Study, 30.2% exhibited at
least one form of inappropriate or dangerous behavior.16

One study3 reported that 43% of cognitively impaired eld-
erly nursing home residents had some reported disruptive
behavior. Another study17 summarized survey data docu-
menting some behavioral disturbance in 90% of residents.
In some cases, the severity of behavioral syndromes in
nursing homes has been reported to be equivalent to that
encountered in psychiatric inpatients.17

Nursing home residents with mental illness may be
more likely to have behavior problems,18,19 and mental ill-
ness is ubiquitous in nursing homes; 80% of residents have
some diagnosable psychiatric disorders.20,21

In nursing homes, the most common mental illness is
dementia. About 48% of nursing home residents have de-
mentia.16,20 Problem behaviors may occur in 50% to 90%
of individuals with dementia.22,23 Dementia is more famil-
iar to nursing home staff than other mental illnesses, and
staff may be more comfortable with residents with demen-
tia than those with other forms of mental illness such as
chronic schizophrenia.8

Behavior problems in residents with dementia have re-
ceived substantial research and clinical attention.22 Indeed,
for practical reasons, dementia is excluded from the set of
mental illnesses that are evaluated in the PASARR require-
ments of the Omnibus Budget Reconciliation Act of 198710

and that define Institutions for Mental Diseases.24 How-
ever, few studies have examined behavioral disturbances
among residents with SMI including schizophrenia, bipolar
disorder, and other psychoses.

Individuals with SMI have high needs for nursing home
services, and despite potential access barriers, they are
overrepresented in the long-term care population.25 Schiz-
ophrenia and other psychoses may be present in as many as

13% of all U.S. nursing home residents,26 with wide var-
iation in concentration across facilities.7,27

Research suggests high levels of impairment and be-
havior problems in nursing home residents with SMI. They
have worse cognitive and functional impairment and more
aggressive behaviors than do similarly diagnosed individ-
uals in community settings.28 Indeed, in the frequency and
severity of their verbally and physically aggressive behavior,
elderly patients with schizophrenia in Veterans Affairs (VA)
nursing homes may not differ from state psychiatric hos-
pital inpatients.29

Few large studies have evaluated whether SMI is relat-
ed to the likelihood of behavioral problems in nursing home
residents when controlling for other patient characteristics.
The two prior studies examining this issue yielded conflict-
ing results. In nursing home residents included in the Na-
tional Medical Expenditure Survey, a group of researchers30

found that having schizophrenia and other psychoses was
associated with increased risk of behavior problems, con-
trolling for age, sex, ADL dependency, and cognitive status,
but with similar covariates, other researchers31 found no
such association in a large sample of nursing home residents
in Rhode Island.

Given the limited information available on the relative
prevalence and severity of behavioral disturbances of nurs-
ing home residents with SMI compared with other resident
subpopulations, it is difficult to evaluate the potential access
barriers to nursing home care.

The purpose of this study was to examine diagnostic
correlates of disruptive behaviors in nursing home residents
in the VA national healthcare system. Three questions were
evaluated.

1. What is the prevalence of SMI (defined as schizophrenia,
bipolar disorder, or other psychosis) in nursing home
residents in the VA national healthcare system?

2. What is the prevalence and severity of disruptive be-
haviors among these individuals?

3. With regard to disruptive behaviors, how do nursing
home residents with SMI compare with residents with
dementia, those with dementia and SMI, and those with
neither condition?

METHODS

On April 1, 2001, 9,707 residents of VA nursing home care
units were assessed using the semiannual long-term care
Patient Assessment Instrument (PAI). The PAI was devel-
oped for long-term-care case-mix reimbursements based on
Resource Utilization Groups.32 Data were collected at each
facility by lead staff. Data were analyzed for 9,618 (99.1%)
of these individuals after excluding 44 residents who were
comatose and 45 residents for whom there was no corre-
sponding VA utilization and diagnosis data.

The PAI includes evaluations of dependency in four
ADLs (eating, mobility, transfer, and toileting) and three
behavioral problems (verbal disruption (e.g., yelling, bait-
ing, threatening), physical aggression (assertive or combat-
ive to self or others with possibility of injury), and
inappropriate behavior (disruptive, infantile, or socially in-
appropriate behavior (childish, repetitive, or antisocial
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physical behavior that creates disruptions with others))
during the 4 weeks before assessment. For each ADL,
residents were rated on a 5-point scale, with higher values
indicating greater frequency and dependence. Behaviors
were rated, with higher values indicating greater fre-
quency and unpredictability. Ratings were recoded so that
values ranged from 0 (no such behavior in the prior 4
weeks) to 3 (unpredictable, recurring behavior at least once
per week).

Diagnosis data in the VA’s Patient Treatment File (PTF)
for all VA health services utilization in the prior 6 months,
including nursing home activity on April 1, 2001, were ex-
amined. The PTF is a national computerized administrative
database containing information on patient characteristics
(age, race, sex, and marital status) and including primary
and secondary diagnoses associated with admissions. We
assessed whether subjects received International Classifica-
tion of Diseases, Ninth Revision, diagnosis codes for de-
mentia (046.1, 290.0–290.4, 291.2, 292.82, 294.1, 331.0,
331.1, 331.7, 331.82, 331.9); schizophrenia, bipolar dis-
order or other psychoses/SMI (295.x, 296.0, 296.1, 296.4–
296.9, 297.x, 298.x); depression (296.2, 296.3, 296.5,
298.0, 311.0–311.9); and substance abuse/dependence
(291.x, 292.x, 303.x, 304.x, 305.x). Dichotomous varia-
bles indicated the presence (coded as 1) or absence (0) of
diagnoses for each condition.

From the PAI, nursing home resident age in years, sex
(male51; female50), and number of days of nursing
home stay at assessment (assessment dateFadmission date)
were assessed.

An indicator of military service-connected disability,
derived from VA administrative data, was also included.
The Veterans Millennium Health Care and Benefits Act,
enacted in 1999, included a mandate that the VA healthcare
system provide nursing home and noninstitutional long-
term care to veterans with at least a 70% service-connected
disability status. Service connection at 70% or greater was
coded via a dichotomous indicator (1 if �70% service con-
nected, otherwise 0). This measure may be understood to
encompass dimensions of access to care and illness severity
and affiliation with the VA healthcare system.

For descriptive analyses, each resident was categorized
as having SMI without comorbid dementia, having demen-
tia without comorbid SMI, having SMI and dementia, and
having neither condition. Resident and stay characteristics
(age, sex, service connection level, functional status limita-
tions, depression, substance abuse, and days of nursing
home stay) were compared across diagnosis groupings.

The associations between patient psychiatric morbidi-
ties and three dimensions of behavior problems (verbal dis-
ruptions, physical aggression, and inappropriate behavior)
were examined. These were each measured as ordinal var-
iables. In addition to assessing the relative prevalence of
these behaviors via descriptive analyses, multivariate mode-
ling techniques were applied to assess the relative effects of
the presence of SMI and of dementia, while controlling for
relevant covariates. Given that the three dependent meas-
ures are evaluated on ordinal scales, ordinal logistic regres-
sions, which is a proportional odds model using maximum
likelihood estimation, were performed.33 SAS software
(SAS Institute, Inc., Cary, NC) was used for all statistical
analyses.

RESULTS

The VA nursing home resident population is predominantly
(96.3%) male. In 2001, the average age � standard devi-
ation was 73.6 � 11.2, with 19.4% of residents younger
than 65. Residents of VA nursing homes were found to have
high levels of functional dependence; 87% had some ADL
limitation, 76% had limitations on two or more measures,
and 55% had dependence in all four areas. Dependence was
most commonly identified in mobility (79.5% of residents),
followed by toileting (74.5%), transfer (69.2%), and eating
(64.4%). In addition, 25.2% of residents had at least a 70%
service-connected disability, and on average, residents had
been admitted to the nursing home 326.6 � 582.2 days be-
fore their assessment.

Residents also had high levels of psychiatric morbidity.
In the 6 months before their assessment, 17.9% of residents
received a SMI diagnosis; 12.2% had schizophrenia as their
primary SMI condition, 2.9% had bipolar disorder, and
2.7% had other psychoses. Dementia diagnoses were re-
corded in the records of 22.4% of residents. Of all residents,
2.8% were diagnosed with dementia and SMI diagnoses,
11.3% with substance abuse or dependence, and 3.2% with
depression.

Table 1 presents resident characteristics, by SMI and
dementia diagnosis status. Patients are categorized by di-
agnosis: SMI without comorbid dementia, dementia with-
out comorbid SMI, dementia and SMI, or neither. Groups
varied significantly on all measures. Residents with SMI
alone were younger and more likely to be female, to be 70%
or more service connected, to have had longer stays, and to
have comorbid depression, although less likely to have co-
morbid substance abuse/dependence or functional depend-
ence than residents with dementia alone.

Descriptive results regarding behaviors are presented in
Table 2 by SMI and dementia category. For each of the three
measures, residents with SMI or dementia were more likely
to have some behavior problems than residents with neither
condition. Residents with SMI without comorbid dementia
had the highest prevalence of verbally disruptive behavior
(29.3%), those with dementia without comorbid SMI had
the highest prevalence of physically aggressive behavior
(19.2%), and those with SMI and comorbid dementia had
the highest prevalence of socially inappropriate behavior
(62.2%).

In sensitivity analyses, whether individuals diagnosed
with dementia with delusional features (290.12, 290.42)
yet who did not have an SMI diagnosis differed from other
residents without SMI but with dementia was explored. It
was found that only 22 patients without SMI were diag-
nosed with dementia with delusional features. In bivariate
comparisons, these residents did not differ from the 1,861
individuals without SMI who received other dementia di-
agnoses, with the exception that the former were more
likely to have received a diagnosis of depression.

Multivariate Predictors of Resident Behaviors

In separate multivariate ordinal logistic regression models,
predictors of verbally disruptive behavior, physical aggres-
sion, and inappropriate behavior were evaluated. Estimated
odds ratios (ORs), 95% confidence intervals (CIs), and fit
statistics are presented in Table 3. Although the assumption
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of proportional odds was not met, with large sample sizes
and sets of predictors, this test will usually produce P-values
o.05.34 Sensitivity analyses that dichotomized each de-
pendent variable (some vs none) and performed multivari-
ate logistic regressions resulted in similar patterns of
association and statistical significance.

Patterns of association (Table 3) were generally con-
sistent across models. In each model, residents with SMI
and those with dementia were more likely to have greater
behavior problems than those without such diagnoses.
There were significant interaction effects between having a
diagnosis of SMI and having a diagnosis of dementia. For
residents with SMI, comorbid dementia was associated
with a slightly lower risk of greater verbally disruptive be-
havior (OR5 3.33 � 2.12 � 0.3552.5 vs 3.3) yet in-
creased risk of greater physical aggression (OR5 3.1 vs
2.7) and socially inappropriate behavior (OR51.9 vs 1.6).
Older age was associated with fewer verbally disruptive and
socially inappropriate behaviors. Sex was not a significant
predictor of any disruptive behaviors. Functional depend-
ence in eating was associated with increased risk of verbal
disruption and physical aggression, but it was not a signif-
icant predictor of socially inappropriate behavior. In each
model, dependence in mobility was associated with less
disruptive behavior. Dependence in transfer was associated
with less inappropriate behavior, whereas toileting depend-
ence was associated with increased risk in each model.
Service connection of at least 70% was associated with an
increased likelihood of verbal disruptions but decreased risk
of inappropriate behavior. Depression was not significantly
related to behavior problems, whereas substance abuse/de-
pendence was negatively associated with physical aggres-
sion and socially inappropriate behaviors.

Comparing Residents with SMI with Residents with
Dementia

Supplemental multivariate ordinal logistic regressions were
performed for residents who were diagnosed with SMI
(without comorbid dementia) or dementia (without comor-
bid SMI) (n53,332). Individuals with SMI were at greater
risk of verbal disruption (OR5 1.49, 95% CI5 1.23–1.80)
than individuals with dementia, but risk of physical ag-
gression and inappropriate behavior was similar for resi-
dents with SMI and residents with dementia (for SMI
residents, OR50.98, 95% CI50.79–1.23, for physical
aggression; OR50.96, 95% CI5 0.82–1.12, for inappro-
priate behavior).

DISCUSSION

This study makes contributions in three areas. First, it pre-
sented national data characterizing the population of VA
nursing home residents in April 2001. Second, it evaluated
the prevalence of diagnosed SMI in VA nursing home res-
idents, including diagnoses recorded up to 6 months prior.
Third, it used multivariate analyses to evaluate associations
between SMI and disruptive behaviors. Supplemental anal-
yses compared residents with SMI to those with dementia,
providing a valuable reference with which to gauge these
relationships.

In 2001, the VA nursing home resident population was
considerably older than 15 years earlier.35 Although 31.2%T
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of VA nursing home residents were younger than 65 in
1986, by 2001 this was true for only 19.4% of residents.
Although differences have diminished, the VA nursing home
population remains younger than residents of non-VA nurs-
ing homes, of which only 10% were younger than 65 in
1999.36

Despite constituting an older resident population in
2001, the prevalence of functional dependence in VA nurs-
ing home residents was comparable with that observed 15
years earlier.35 Also, as was the case in the mid-1980s, VA
nursing home residents have greater functional dependence
than non-VA nursing home residents. VA nursing home
residents in 2001 were more dependent in toileting (75%
vs 56%), transfer (69% vs 29%), and eating (64% vs
47%) than participants in the 1999 National Nursing
Home Survey.36

It was found that 17.9% of VA nursing home residents
had a diagnosis of SMI. This was higher than the 13% esti-
mated prevalence among all U.S. nursing home patients in
1985.26 It is unclear whether this difference is specific to the
VA setting, reflects general population trends (as a growing
number of older individuals with SMI require nursing home
services), or is a function of this study’s comprehensive exam-
ination of all health system diagnosis data in the prior 6
months. What is clear is that individuals with SMI represent a
substantial subset of the VA nursing home resident population.

Fewer residents with dementia (22.4%) were identified
than have been found among the general nursing home res-
ident population, in which nearly half of all residents may
have dementia.16,20 Several factors may explain this differ-
ence. First, the VA nursing home resident population remains
younger than the non-VA resident population. Although dif-
ferences have diminished in recent years, the VA continues to

care for a younger, more functionally disabled nursing home
population. Methodological and definitional differences may
also partially explain the lower prevalence of dementia
found in this study. Diagnosis data may be a less sensitive
means of identifying dementia than techniques used in other
studies. Moreover, studies may vary in their definitions of
dementia. Clinicians may disagree on whether certain diag-
noses constitute dementia, such as other/unspecified senile
psychotic conditions, other/unspecified organic brain syn-
dromes, and amnestic syndrome. These conditions were not
included in the diagnostic criteria; instead, criteria were re-
stricted to more definite diagnostic indications. With a more
diffuse set of diagnostic indicators, the assessed prevalence of
dementia would be greater. In sensitivity analyses that in-
cluded these conditions within the definition of dementia,
the pattern of study results remained the same, but the prev-
alence of dementia rose to 33.3% of residents.

The goal of this study was to evaluate possible associa-
tions between diagnosed SMI and disruptive behaviors in VA
nursing home residents. Evidence of significant positive asso-
ciations for each category of behavior problems was found.
Additionally, it was found that diagnosed dementia was pos-
itively associated with disruptive behaviors. Of residents with
SMI, those with comorbid dementia had slightly lower risk of
verbal disruptions than those without dementia but greater risk
for physical aggression and socially inappropriate behavior.

VA nursing home residents with SMI and those with de-
mentia were more likely than other residents to exhibit dis-
ruptive behaviors. Direct comparisons between residents with
dementia (and without SMI) and those with SMI (and without
comorbid dementia) indicate that SMI residents are more like-
ly to be verbally disruptive yet are not different in their risks of
physical aggression or socially inappropriate behaviors.

Table 3. Ordinal Logistic Regressions of Resident Behaviors (N59,618)

Predictor

Model 1 Model 2
Verbal

Disruptions�
Physical

Aggressionw
Model 3

Inappropriatez

Odds Ratio (95% Confidence Interval)

Age, 5-year units 0.93 (0.91–0.96) 0.98 (0.95–1.01) 0.93 (0.91–0.95)
Male 0.85 (0.64–1.12) 0.90 (0.64–1.27) 1.07 (0.87–1.31)
�70% service-connected disability 1.21 (1.06–1.37) 1.16 (0.99–1.36) 0.89 (0.81–0.98)
Day of stay, 90-day units 1.02 (1.01–1.02) 1.02 (1.02–1.03) 1.03 (1.02–1.03)
Activities of daily living

Eating 1.15 (1.09–1.21) 1.36 (1.27–1.45) 1.02 (0.98–1.06)
Mobility 0.86 (0.80–0.91) 0.78 (0.72–0.84) 0.96 (0.92–0.99)
Transfer 0.99 (0.91–1.08) 1.01 (0.91–1.12) 0.87 (0.82–0.92)
Toileting 1.30 (1.23–1.37) 1.40 (1.31–1.49) 1.19 (1.14–1.24)

Diagnosis
SMI 3.33 (2.87–3.87) 2.65 (2.19–3.20) 1.60 (1.42–1.80)
Dementia 2.12 (1.83–2.45) 2.63 (2.23–3.11) 1.66 (1.49–1.85)
Dementia by SMI§ 0.35 (0.25–0.49) 0.45 (0.30–0.65) 0.73 (0.55–0.95)
Depression 0.77 (0.54–1.08) 0.89 (0.59–1.34) 0.86 (0.68–1.07)
Substance abuse/dependence 0.91 (0.75–1.11) 0.73 (0.56–0.95) 0.75 (0.66–0.86)

Model chi-square (df )5 �619.6 (13), w656.5 (13), z392.8 (13); Po.001.
Concordance score5 �0.69, w0.73, z0.60.
§An interaction term in the model, which is the product of the dichotomous indicators (0 or 1) of whether the individual had dementia and whether the person had
serious mental illness (SMI).
SMI5 Serious mental illness
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Several concerns should be noted regarding this study.
First, the analysis was limited to actual residents of VA
nursing homes. It was not known whether nursing home
residents with SMI differ substantially from individuals
with SMI who require nursing homes services but have not
yet received access to such services. However, prior studies
indicate that seriously mentally ill nursing home residents
may have worse impairment and behaviors than similarly
diagnosed individuals in community settings28 and that
elderly schizophrenia patients in VA nursing homes do not
differ from state psychiatric hospital inpatients in the fre-
quency and severity of verbal and physical aggression.29

Therefore, it is believed that behavioral problems in current
VA nursing home residents may be representative of those in
the broader population of individuals with SMI who re-
quire the level of services that nursing homes provide.

Second, it is unclear to what extent these results may be
generalized to non-VA nursing home settings. Although
differences have diminished, VA nursing home residents re-
main younger and more functionally disabled than non-VA
nursing home residents.35 The vast majority of VA nursing
home residents are male (96.3%), as opposed to non-VA
nursing homes, where only 38.4% of residents are male.36

In these analyses, sex was not a significant predictor of
behavior problems. This may be due to having relatively
few female residents in the study. Behavior dynamics may
differ in less homogeneously male nursing home settings.
Moreover, social and organizational dynamics in VA nurs-
ing homes settings may differ from non-VA settings, affect-
ing behavior evaluation and management.

Finally, these analyses were limited to evaluations of
associations between diagnosis variables and problem be-
haviors. It was not possible to distinguish whether an in-
dividual received a diagnosis as a consequence of problem
behaviors or whether behavior problems were identified as
a consequence of diagnostic decisions.

This study began with the question: How different are
nursing home residents with SMI? It was found that VA
nursing home residents with SMI were more likely than
those without SMI or dementia to have behavior problems;
risks for residents with SMI were comparable with those for
residents with dementia. Although residents with SMI were
more likely to have greater verbal disruption problems, they
did not differ from residents with dementia in terms of
physical aggression or inappropriate behavior.

These findings have important implications for re-
search and policy relating to the need for, access to, and
organization of nursing home care for individuals with
SMI. This study demonstrates the high level of need for
nursing home services among the SMI population. Nearly
one in five VA nursing home residents included in the study
were diagnosed with SMI. Although younger and less func-
tionally dependent than residents without SMI, they none-
theless had substantial functional dependence and
psychiatric morbidities. As the number of older individu-
als with SMI continues to increase, public and private
health systems face important challenges in caring for this
vulnerable population.

Concerns that individuals with SMI may lack appro-
priate access to nursing home care due to perceived greater
risks of behavioral problems, stigma associated with SMI,
and misgivings about facility capacities to address behavior

problems motivated this study. The findings address these
potential barriers by informing providers, who should re-
assess their concerns regarding individuals with SMI. By
demonstrating their general comparability with residents
with dementia in terms of disruptiveness, this study could
diminish stigma associated with SMI in nursing home set-
tings. Further research is needed to better understand con-
cerns that these individuals may continue to present to
nursing home providers and so to improve access to needed
services and quality of care for all residents.

The PASARR requirements were meant to avoid inap-
propriate placements of individuals with SMI into nursing
home settings, but it is critical to assure that nursing home
policies also ensure appropriate access to nursing home
services for individuals with SMI who require the level of
physical health services that nursing homes provide.

Finally, by demonstrating the high prevalence of SMI in
current nursing home residents, this study underscores the
need to improve the organization and delivery of care in
nursing homes. There are no clear answers as to how to best
organize nursing home services to meet the care needs of
individuals with SMI. For example, it is unclear whether
individuals with SMI should be segregated from other res-
idents, in special care units or geropsychiatry facilities, or
integrated into larger nursing home resident populations.
Just as there has been considerable research and clinical
attention focused on behavioral problems of residents with
dementia, it is also important to evaluate and inform clin-
ical practices and staff capacities for meeting the complex
needs of residents with SMI.

In particular, it is important for facilities to engage in
consultation with geriatric psychiatrists, to develop staff
training and expertise in mental health, and to maintain
referral relationships with psychiatric care facilities. These
may enhance capacities to meet the needs of individuals
with SMI while reducing the stigma and anxiety associated
with these psychiatric disorders.
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