Recent interest in the use of Snoezelen as an intervention for agitated
behaviour in patients with dementia remains supported by limited evidence of
efficacy. This pilot study aimed to develop an approach for assessing the
effects of Snoezelen on agitated behaviour in patients with dementia and its
comparability with an existing control intervention. Ten patients with
dementia were randomised to receive a 4-week course of either Snoezelen or
reminiscence therapy. The therapeutic effects were assessed using the
Agitation Behaviour Mapping Instrument (ABMI) and the Cohen-Mansfield
Agitation Inventory (CMAI) and by heart rate recording.

Differences in dementia severity between the two groups hindered direct
comparison of outcomes. Both interventions were well tolerated and the
majority of both Snoezelen and reminiscence sessions were rated positively.
The ABMI ratings suggested that Snoezelen might have reduced agitated
behaviour during and immediately after the session but that this effect was
short-lived. The CMAI scores indicated reduced agitated behaviour during the
intervention period. Heart rate data showed both decreases and increases

during the sessions for different participants.

With minor modifications, the measures used will be appropriate for a full-
scale comparative trial. Both interventions may have helpful short-term effects
and while for some patients the sessions are primarily relaxing, for others they

may have a more stimulating effect.

A Pilot Study of the Physiological and
Behavioural Effects of Snoezelen in

Dementia

Erik van Diepen, Sarah F Baillon, Julie Redman, Nan Rooke, David A Spencer and

Richard Prettyman

Introduction

Snoezelen therapy is increasingly used in the management of
patients who have dementia, especially when there are
associated behavioural and psychological problems. It is an
intervention commonly employed by occupational
therapists in dementia and other fields of care. Snoezelen is
a concept that originated in the Netherlands in the field of
learning disabilities in the 1960s and 1970s (Cleland and
Clark 1966, Hulsegge and Verheul 1987). Nowadays it is
used in the United Kingdom and many other parts of the
world, not only with people with learning disabilities but
also in dementia care, terminal care, child psychiatry and
pain clinics.

The concepts behind Snoezelen arose out of the
observation that organised activities for people with learning
disabilities consisted mainly of performance-orientated
tasks. These activities may place excessive expectations on
patients and fail to make good use of their potential to enjoy
a variety of stimuli. People with severe and multiple
handicaps often experience very limited psychological and

sensory stimulation and have limited opportunities for
individual choice and control. Studies of sensory
deprivation in the 1960s suggested that unchanging,
monotonous environments are stressful and that thinking
and concentration could be negatively affected
(Leiderman et al 1958, Zuckerman 1964). This provided a
possible theoretical basis for the therapeutic effects of
Snoezelen.

Snoezelen creates a relaxing, stimulating and failure-free
environment. In Snoezelen rooms, unpatterned visual,
auditory, olfactory and tactile stimuli (stimuli that follow no
specific pattern or form and require no recognition or high
level cognitive processing) can be offered (Baker 1998). No
special tasks need to be performed and the patient is
encouraged to explore the room at his or her own pace. The
non-directive therapy and the unpatterned stimuli help to
create a relaxing effect (Baker et al 1997a). This explains the
word Snoezelen, which freely translated is an amalgamation
of the Dutch words explore and relax.

The similarity between the care for people with dementia
and those with learning disabilities was one of the reasons
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for Snoezelen therapy to expand into dementia care. In
particular, behavioural and psychological symptoms in
dementia could potentially be responsive to multisensory
treatments. Although these symptoms are of enormous
clinical importance (Rabins et al 1982, Knopman et al
1988), definitive interventions for them are not yet available
(Auer et al 1996). Research in this area has been relatively
sparse and mainly focused on pharmacological
interventions. The few randomised controlled trials of
antipsychotic drugs for behavioural and psychological
symptoms in dementia indicated only moderate efficacy
(Schneider 1996, Lanctot et al 1998) while side effects are
an important problem.

For these reasons, research into the effects of non-
pharmacological interventions such as Snoezelen is
important, although so far there have been only four studies
with 10 or more patients published (Moffat et al 1993,
Holtkamp et al 1997, Baker et al 1998, Hope 1998). Positive
effects included a reduction in the levels of disturbed
behaviour (Holtkamp et al 1997) and positive changes in
the levels of enjoyment, the ability to relate to others, talk
spontaneously and recall memories, and attentiveness to the
environment (Baker et al 1998). Moffat et al (1993) found
an increase in ratings of happiness and interest and a
reduction in ratings of sadness and fear.

This article describes a pilot study in which the
effects of Snoezelen were compared with reminiscence
therapy in a group of patients with dementia and with
associated agitation. No other published research has
focused specifically on patients with dementia who exhibit
significant agitated behaviour and assessed the impact of
Snoezelen on that behaviour. Reminiscence therapy was
selected as the control intervention because it is an
established, generally well tolerated and non-task-orientated
therapy in dementia (Woods et al 1992, Robertson 1996). It
was carried out on a one-to-one basis rather than in a group
setting in order to control for the effect of staff attention. In
the unit where this research was conducted, reminiscence is
an established activity with dementia patients of all abilities.
Reminiscence has been shown to be beneficial with people
with severe dementia (Finnema et al 2000) and the authors
felt that, although reminiscence with these patients is
perhaps different to reminiscence with individuals in the
earlier stages of dementia in terms of their ability to
communicate verbally, they remain able to appreciate the
materials presented to them and benefit from the interaction
with others.

The inclusion of an objective measure of the level of
agitation/relaxation was considered to be required.
Monitoring a physiological response such as heart rate was
felt to be a valid approach to this and had been used
successfully in a study of Snoezelen in learning disabilities
(Shapiro et al 1997).

The main aim of this pilot study was to evaluate
the feasibility of using a detailed approach to behavioural
and physiological assessments before, during and after
Snoezelen sessions for patients with various forms of
dementia.
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Method

Setting and participants

This randomised controlled pilot study was primarily based
at a day hospital for psychiatry for elderly people, although
one patient was recruited from an acute organic assessment
ward. Patients were included in the study if they had a
clinical diagnosis of dementia and were rated by the staff as
exhibiting significant agitated behaviour. They were excluded
if they had a significant hearing impairment, had visual
acuity of less than 3/6, were non-English speaking or
consumed more than 21 units of alcohol per week. Any
participant who developed evidence of delirium or significant
ill health or had any change in psychotropic medication
immediately before or during the trial was withdrawn. As the
participants were unable to give informed consent, written
consent was obtained from their next of kin. The project was
approved by the local research ethics committee.

Procedure

The participants were randomised (using a sealed-envelope
technique) to receive either eight Snoezelen or eight
reminiscence therapy sessions, which took place twice weekly
and lasted up to 40 minutes. The session was terminated
immediately if the participant expressed the desire to leave.

The Snoezelen therapy was given in a specially designed
multisensory room, featuring comfortable seating and
equipment that would create a relaxing but also stimulating
atmosphere. The equipment included a projector with
special-effects wheels projecting moving pictures slowly
around the room, spotlights and a mirror ball, a fibreoptic
spray, music equipment, a bubble tube and an aromatherapy
oil diffuser. Each participant was accompanied by one of the
therapists (JR, NR, DAS), who had experience of both
Snoezelen and reminiscence therapy. The therapist would
facilitate rather than direct the participant to explore the
environment. Reminiscence therapy also took place in a
separate room, with a one-to-one participant/therapist ratio.

At baseline, participants’ dementia severity and cognitive
impairment were rated using the Clinical Dementia Rating
scale (CDR; Hughes et al 1982, Berg 1988) and the Mini
Mental State Examination (MMSE; Folstein et al 1975)
respectively. The Cohen-Mansfield Agitation Inventory
(CMALI,; Cohen-Mansfield et al 1989a) was completed at
baseline, after the 4 weeks of therapy and again after 4
weeks without intervention, both with the main carer and
with the nurse-keyworker.

The Agitation Behaviour Mapping Instrument (ABMI;
Cohen-Mansfield 1986, Cohen-Mansfield et al 1989b, 1992)
was completed by one of the investigators for four 3-minute
periods each session: once before the session, then
immediately after, 15 minutes after and 30 minutes after the
session. The Interact scale (Baker and Dowling 1995, Baker
et al 1997b) was completed immediately after each session
by the therapist, who also made detailed notes about the
session. The participants heart rate was recorded from 10
minutes before each session, during the session and until 30
minutes after the session.



Measurement

The MMSE is an 11-item scale which assesses cognitive
function. Summing the points assigned to these items gives a
maximum score of 30 (that is, good cognitive function). A
score of 23 or less is frequently used as an indication of
cognitive decline sufficient for a diagnosis of dementia.

The CDR is a measure in which dementia severity is rated
on a five-point scale: none (CDR = 0), questionable (CDR =
0.5), mild (CDR = 1), moderate (CDR = 2) and severe (CDR
= 3). In this study, the CDR was rated according to the
method described by Heyman et al (1987) and Dooneief et
al (1996), in which two further categories are allocated to
reflect the later stages of dementia and a higher degree of
impairment: profound (CDR = 4) and terminal (CDR = 5).

The short-form CMAI was used to measure the level of
agitation over the previous 2 weeks, using five-point Likert
scales to assess the frequency of verbal, physically non-
aggressive and physically aggressive agitated behaviour (the
reported reliability for this scale is 0.82; Cohen-Mansfield
1991).

The ABMI is designed to measure the frequency of
agitated behaviour during 3-minute episodes by direct
observation. It distinguishes between verbally aggressive,
verbally non-aggressive, physically aggressive and physically
non-aggressive behaviours. Good interrater reliability
(greater than 0.975) for this scale had previously been
demonstrated with the five investigators in the present study.
This scale was scored by allocating 1 point for each discrete
occurrence of an agitated behaviour and 10 points for a
continuously agitated behaviour.

The Interact was specifically designed to measure the
effects of Snoezelen. The scale includes 22 items about
mood, speech, relating to other people, relating to the
environment, need for prompting, stimulation level and
wandering, restless and aggressive behaviour, using a five-
point Likert scale to reflect the behaviour in the session. The
direction of change of each behaviour during the session can
also be indicated.

The heart rate was measured using an unobtrusive device
to record it at one-minute intervals (CardioSport 2001 heart
rate monitor). The participants were not required to wear
the heart rate monitor if they indicated that they did not
want to do so and the device was removed if it appeared to
give them discomfort or cause distress.

Analysis

The data were examined using the Statistical Package for
Social Sciences (SPSS, version 10.0) for Windows.
Statistically significant differences between the interventions
were not predicted because of the small number of participants.
Comparisons between the two intervention groups were
carried out using the Wilcoxon Mann-Whitney U test.

Table 1. MMSE and CDR scores

Results

A total of 15 patients were referred to the project and met
the entry criteria. Ten of these patients were included in the
analysis. Five patients dropped out of the study either before
the intervention had started or in the early stages of the
intervention owing to physical illness (three patients), the
patient moving out of the area (one patient) or because of
discharge to residential care.

A total of 14 out of a possible 80 sessions were missed,
the most frequent reasons being transport difficulties and
participants not attending the day hospital. One participant
missed two sessions because it was felt that some of the
previous sessions had possibly had a negative effect. One
participant missed one session because she was too agitated
to participate.

The Snoezelen and the reminiscence groups were not
significantly different in terms of gender and age (Mann-
Whitney, NS). However, baseline measurements revealed a
marked difference in terms of severity of dementia and
degree of cognitive impairment (Table 1). The Snoezelen
group scored lower on the MMSE, although owing to the
small numbers this did not quite reach statistical
significance (Mann-Whitney, p = 0.053). The population
from which the sample was taken was heterogeneous and,
therefore, it was very likely that two small samples taken
from that population would be different because the few
individuals in each group were likely to be varied in their
characteristics.

This marked difference at baseline greatly limits the
validity of any comparison between the two groups
on the measures taken, because any difference observed
may be attributable to the basic difference in the level of
cognitive functioning of the participants in each group.
However, because this was not the aim of the pilot study
anyway, further analysis of the data is primarily of a
descriptive nature.

Reported agitated behaviour

The CMALI was found to be easy to use and appeared

to provide adequate information for the purpose of this
study. The results (Fig. 1) showed a tendency for the
CMAI to be lower at the end of the 4 weeks’ therapy for
both the Snoezelen group and the reminiscence group.
This tendency was preserved at follow-up, apart

from the scores in the Snoezelen group rated by the
keyworker.

Observed agitated behaviour

The ABMI was easy to use after some practice. The
Snoezelen and reminiscence groups were similar in their
levels of observed agitated behaviour prior to their sessions

Snoezelen Reminiscence
P1 P2 P3 P4 P5 Mean P6 P7 P8 P9 P10 Mean
MMSE score 1 0 0 0 8 1.8 0 21 11 13 23 13.6

CDR rating 3 4 4 4 2

- 4 1 2 2 1 -
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Fig. 1. CMAI total agitation scores as rated by the carer and the
keyworker.
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Fig. 2. Total agitated behaviour from the ABMI.
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(see Fig. 2). The results showed that there was a slight
tendency for the total ABMI score to be lower just after the
session as compared with before the session in the
Snoezelen group, but this was not sustained 15 and 30
minutes after the sessions. In the reminiscence group, there
was a tendency for the total ABMI score to increase over the
four time-points.

Behaviour during the sessions

The Interact scale was found to be only moderately useful in
determining the effects of the therapy sessions, because the
items were not focused on agitated behaviour. The ratings of
change of behaviour within the sessions indicated that both
the Snoezelen and the reminiscence therapy had a positive
effect on the participants’ behaviour. A negative change in
any of the items happened only occasionally.

The notes made by the therapists immediately after the
sessions were found to be useful in explaining change in
agitated behaviour and gave information about which
approaches were most helpful for each participant. The
analysis of the comments revealed that, apart from two
Snoezelen sessions, the effects of the therapies could be
either relaxing or stimulating or both.

In the two Snoezelen sessions perceived as having a
possible negative effect on a participant’s behaviour, the
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participants agitation level was high before the sessions
started. During both sessions her agitation increased and the
therapist terminated the session. The same participant also
had a number of positive sessions. On those occasions she
was agitated at the start of the session, but her response to
the music and becoming engaged in the equipment reduced
her agitation.

Heart rate

The heart rate monitor was well tolerated and provided
reliable data in eight out of the ten participants (four from
each group). One participant had a pacemaker,
contraindicating the use of a heart rate monitor, and one
participant refused to wear the heart rate monitor after the
first session.

Heart rate peaked at the start and the end of both the
Snoezelen and reminiscence sessions (Fig. 3). This was
unlikely to be caused by the effects of the therapy itself.
Further analysis revealed that the direction of change of the
heart rate appeared to be dependent on the behaviour and
activities, as commented on by the therapists just after the
sessions. In many cases (in both groups) the participants
would engage well and become less agitated, resulting in a
drop in heart rate. In other cases where the participants were
not agitated prior to the session, it appeared that they
benefited from the therapy but that the overall effect was
stimulating rather than relaxing, resulting in an increase in
heart rate. In the only participant who had two unsuccessful
sessions, the increase in agitation level was mirrored by an
increase in heart rate. In the sessions that went relatively
well, the heart rate remained about the same.

Discussion

The main aim of the study was to assess the feasibility and
usefulness of the measurement instruments used. A
secondary aim was to identify whether there were any large
effects of the interventions which might be relevant in
refining the methodology for the definitive study.

From the analysis of the Interact scale and the comments
made by the therapists shortly after the sessions, it appeared
that both the Snoezelen and the reminiscence sessions were
generally well tolerated and had a positive therapeutic effect.



This is comparable with other studies (Holtkamp et al 1997,
Baker et al 1998). The Interact scale was relatively easy to
complete, but many items were less applicable to agitated
behaviour. Furthermore, the Interact scale does not give
summary scores and the item-by-item analysis increases the
risk of a false-positive result (type 1 error).

The comments made by the therapists were useful in
interpreting the changes in heart rate. An overall relaxing
effect of the therapy resulted in a decrease in heart rate. An
increase in heart rate, however, could be caused either by
the participant being positively stimulated by the session or
by an increase in his or her agitation. These results are
consistent with the findings of Shapiro et al (1997) in the
context of learning disabilities.

The behaviour mapping provided a large amount of
information over a relatively limited time period. The total
mapping time per session was 12 minutes, which is too
short to measure change in infrequent behaviours such as
aggression. The behaviour mapping, therefore, essentially
gave information about non-aggressive agitated behaviours.
There are a number of possible explanations to account
for the persistence of agitation following the therapy
sessions. It could be that there was little or no generalisation
of the therapeutic effects outside the sessions. Another
important explanation is that during the third and fourth
observations the participants were either about to have
lunch or awaiting transport to go home, times when
there is normally an increase in agitation. In future research,
baseline behaviour mapping will be included before the
intervention period to account for daily fluctuations of
agitated behaviour.

The CMALI was found to be easy to use and to provide
adequate information about long-term changes in behaviour
in the study group. There was a trend that agitation levels
were lower after 4 weeks of intervention. That this trend
never reached significant levels has a number of possible
explanations. In the first place, the numbers are small. It is
also possible that the effects of Snoezelen do not carry over
to the behaviour during the rest of the week. This would be
consistent with the study by Moffat et al (1993), who in
their uncontrolled study reported no change between
baseline and post-intervention measures of mood and
behaviour. Baker et al (1998), however, reported a
significant improvement in socially disturbed behaviour at
home for those patients who had received Snoezelen
sessions, suggesting a longer-term effect.

There are some specific methodological difficulties with
this type of study. In the first place, the quality and quantity
of attention that the participants receive during therapy can
be a confounding factor. The therapists, the
therapist/participant ratio and the duration of the
intervention were, therefore, the same for both therapies.
Another issue is that of blindness of the assessors. The scales
in this study were completed by raters who knew which
intervention the participant had received and so were
subject to observer bias. An objective measurement like
heart rate monitoring was, therefore, important. The
changes in heart rate, however, need to be interpreted with

care, since not only does agitation have an effect on the
heart rate but so do positive stimulation, activity, physical
illness and medication.

This study demonstrated that it is possible to recruit
suitable participants who will tolerate the procedures and
therefore helped in the planning of future research. Baseline
behavioural mapping will be introduced and a cross-over
design will be used to minimise the effects of difference in
independent group variables. Furthermore, the Interact scale
will be modified and tailored to the patient group and
specific area of interest.

The authors have found the effects of Snoezelen on
agitated behaviour in patients with dementia encouraging
and are looking forward to the results of their next project.
They hope to add to the limited research evidence on the
effects of Snoezelen in dementia and to inform staff who use
the intervention in this field of care, many of whom are
occupational therapists, of the relative benefits of Snoezelen
for this patient group.

Acknowledgements

This research would not have been possible without the help and support
of the patients, their carers and the staff at Forest Grange Day Unit.
Snoezelen is a Registered Trade Mark of ROMPA International.

References

Auer SR, Monteiro IM, Reisherg B (1996) Behavioural symptoms in
dementia: community-based research. international Psychogeriatrics,
8 Suppl.3, 363-66.

Baker R (1998) Psychological issues crossing cultures in multisensory
environments. (Abstract.) Multisensory Enhancerments in Dermentia
Care Conference. Bournemouth: Dorset Healthcare NHS Trust.

Baker R, Dowling Z (1995) Interact. Bournemouth: Dorset Healthcare NHS
Trust.

Baker R, Dowling Z, Wareing LA, Dawson J, Assey J (1997a) Snoezelen: its
long-term and short-term effects on older people with dementia.
British Journal of Occupational Therapy, 60(5), 213-18.

Baker R, Bell S, Dowling Z (1997b) Interact and Interact Short: a user
quicke. Bournemouth: Dorset Healthcare NHS Trust.

Baker R, Bell S, Assey J, Wareing LA, Baker E, Gibson S, Dowling Z (1998)
A randomised control trial of the Snoezelen multisensory environment
for patients with dermentia. Bournemouth: Dorset Healthcare NHS Trust.

Berg L (1988) Clinical dementia rating. Psychopharmacological Bulletin,
24, 637-39.

Cleland CC, Clark CM (1966) Sensory deprivation and aberrant behaviour
among idiots. American Journal of Mental Deficiency, 71, 213-25.

Cohen-Mansfield J (1986) Guidklines and suggestions for administering
the Agitation Behaviour MBpping Instrument (ABM). Rockville, MD:
Research Institute of the Hebrew Home of Greater Washington.

Cohen-Mansfield J (1991) Instruction manual for the Cohen-Marsfield
Agitation Inventory (QVIAJ). Rockville, MD: Research Institute of the
Hebrew Home of Greater Washington.

Cohen-Mansfield J, Marx MS, Rosenthal AS (1989a) A description of
agitation in a nursing home. Journal of Gerontology: Medical
Sdiences, 44(3), M77-M84.

Cohen-Mansfield J, Werner P, Marx MS (1989b) An observational study of
agitation in agitated nursing home residents. International

Psychogeriatrics, 1(2), 151-65.

British Journal of Occupational Therapy February 2002 65(2) H


http://www.ingentaconnect.com/content/external-references?article=/0308-0226^28^2960:5L.213[aid=3338418]
http://www.ingentaconnect.com/content/external-references?article=/0048-5764^28^2924L.637[aid=306731]
http://www.ingentaconnect.com/content/external-references?article=/0002-9351^28^2971L.213[aid=3338419]
http://www.ingentaconnect.com/content/external-references?article=/0048-5764^28^2924L.637[aid=306731]

Cohen-Mansfield J, Werner P, Marx MS (1992) The social environment of
the agitated nursing home resident. International Journal of Geriatric
Psychiatry, 7, 789-98.

Dooneief G, Marder K, Tang M-X, Stern Y (1996) The Clinical Dementia
Rating scale: community-based validation of ‘profound’ and ‘terminal’
stages. Neurology, 46(6), 1746-49.

Finnema E, Droes RM, Ribbe M, van Tilburg W (2000) The effects of
emotion-oriented approaches in the care for persons suffering from
dementia: a review of the literature. International Journal of Geriatric
Psychiatry, 15, 141-61.

Folstein M, Folstein S, McHugh P (1975) Mini Mental State — a practical
method for grading the cognitive state of patients for the clinician.
Journal of Psychiatric Research, 12, 189-98.

Heyman A, Wilkinson WE, Hurwitz BJ, Helms MJ, Haynes CS, Utley CM,
Gwyther LP (1987) Early-onset Alzheimer's disease: clinical predictors
of institutionalisation and death. Neurology, 37, 980-84.

Holtkamp CCM, Kragt K, van Dongen MCJM, van Rossum E, Salentijn C
(1997) Effecten van snoezelen op het gedrag van demente ouderen.
Tijdschrift voor Gerontologie en Geriatrie, 28 124-28.

Hope K (1998) The effects of multisensory environments on older people
with dementia. Journal of Psychiatric and Mental Health Nursing, 5,
377-85.

Hughes CP, Berg L, Danziger WL, Coben LA, Martin R (1982) A new dlinical
scale for the staging of dementia. British Journal of Psychiatry, 140,
566-72.

Hulsegge J, Verheul A (1987) Snoezelen, another world. Chesterfield:
ROMPA.

Knopman DS, Kitto J, Deinard S, Heiring J (1988) Longitudinal study of
death and institutionalisation in patients with primary degenerative
dementia. Journal of the American Geriatrics Sodiety, 36, 108-12.

Lanctot KL, Best TS, Mittmann N, Liu BA, Oh PI, Einarson TR, Naranjo CA
(1998) Efficacy and safety of neuroleptics in behavioural disorders
associated with dementia. Journal of inical Psychiatry, 5X(10),
550-61.

Leiderman PH, Mendelson J, Wexler D, Solomon P (1958) Sensory
deprivation: clinical aspects. Archives of Internal Medicine, 101, 389.

H British Journal of Occupational Therapy February 2002 65(2)

Moffat N, Barker P, Pinkney L, Garside M, Freeman C (1993) Snoezelen: an
experience for people with dementia. Bournemouth: Dorset
Healthcare NHS Trust.

Rabins PV, Mace NL, Lucas MJ (1982) The impact of dementia on the
family. Journal of the American Medical Assodation, 248, 333-35.

Robertson J (1996) Reminiscence: implications for use in occupational
therapy. British Journal of Therapy and Rehabilitation, 3(5), 277-78.

Schneider LS (1996) Meta-analysis of controlled pharmacologic trials.
International Psychogeriatrics, 8 Suppl. 3, 375-79.

Shapiro M, Parush S, Green M, Roth D (1997) The efficacy of the
‘snoezelen” in the management of children with mental retardation
who exhibit maladaptive behaviours. British Journal of Develgomental
Disabilities, 43(2), 140-55.

Woods B, Portnoy S, Head D, Jones G (1992) Reminiscence and life review
with persons with dementia: which way forward? In: G Jones, B
Miesen, eds. Gare-giving in dementia — research and applications.
London: Routledge.

Zuckerman M (1964) Perceptual isolation as a stress situation. Archives of
General Psychiatry, 11, 255-76.

Authors

Erik van Diepen, MRCPsych, MRCGP, Specialist Registrar, Leicestershire
and Rutland Healthcare NHS Trust, The Bennion Centre, Leicester.

Sarah F Baillon, BSc, Research Associate, University of Leicester Division of
Psychiatry for the Elderly, Leicester General Hospital, Gwendolen
Road, Leicester LE5 4PW.

Julie Redman, RMN, Ward Manager, Leicestershire and Rutland Healthcare
NHS Trust, The Bennion Centre, Leicester.

Nan Rooke, RMN, RGN, Ward Manager, Leicestershire and Rutland
Healthcare NHS Trust, The Bennion Centre, Leicester.

David A Spencer, BA, RMN, formerly Ward Manager and now Community
Psychiatric Nurse, Leicestershire and Rutland Healthcare NHS Trust,
The Bennion Centre, Leicester.

Richard Prettyman, MB ChB, MRCPsych, MRCGP, Senior Lecturer and
Consultant Psychiatrist, University of Leicester Division of Psychiatry
for the Elderly, The Bennion Centre, Leicester.


http://www.ingentaconnect.com/content/external-references?article=/0885-6230^28^297L.789[aid=108971]
http://www.ingentaconnect.com/content/external-references?article=/0028-3878^28^2946:6L.1746[aid=3338421]
http://www.ingentaconnect.com/content/external-references?article=/0885-6230^28^2915L.141[aid=3338422]
http://www.ingentaconnect.com/content/external-references?article=/0022-3956^28^2912L.189[aid=26909]
http://www.ingentaconnect.com/content/external-references?article=/0028-3878^28^2937L.980[aid=3338423]
http://www.ingentaconnect.com/content/external-references?article=/0167-9228^28^2928L.124[aid=3338424]
http://www.ingentaconnect.com/content/external-references?article=/1351-0126^28^295L.377[aid=3338425]
http://www.ingentaconnect.com/content/external-references?article=/0007-1250^28^29140L.566[aid=88318]
http://www.ingentaconnect.com/content/external-references?article=/0002-8614^28^2936L.108[aid=106821]
http://www.ingentaconnect.com/content/external-references?article=/0160-6689^28^2959:10L.550[aid=1324209]
http://www.ingentaconnect.com/content/external-references?article=/0098-7484^28^29248L.333[aid=66920]
http://www.ingentaconnect.com/content/external-references?article=/0885-6230^28^297L.789[aid=108971]
http://www.ingentaconnect.com/content/external-references?article=/0885-6230^28^2915L.141[aid=3338422]
http://www.ingentaconnect.com/content/external-references?article=/1351-0126^28^295L.377[aid=3338425]
http://www.ingentaconnect.com/content/external-references?article=/0007-1250^28^29140L.566[aid=88318]
http://www.ingentaconnect.com/content/external-references?article=/0160-6689^28^2959:10L.550[aid=1324209]

