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Glossary
Agitation: A vague clinical term describing
inappropriate verbal or motor activity that cannot be
explained on the basis of the patient’s situation.
Akathisia: An inner sense of restlessness or urge to
move when there is no need for movement.
Amnesia: Memory problems.
Antioxidants: substances that neutralize damaging,
supercharged particles.
Anxiety: An inner sense of tension or nervousness.
Anxiety can result from medications, depression, medical
problems, social isolation or lack of psychological
support.
Aphasia: Communication problems.
Apraxia: Loss of complex motor skills.
Benzodiazepines: Minor tranquilizing drugs that cause
drowsiness and confusion. Benzodiazepines act similar
to barbiturates and alcohol, e.g., Valium, Xanax.
Black Box Warning: Black box warning indicates that
the FDA has added a specific advisory to a medication
about the potential for a serious side-effect. The black
box stands for the fact that the drug company prints the
advisory in the medication insert sheet in a black box.
Delirium: An abrupt onset confusion with fluctuating
severity. Delirium is caused by inappropriate
medications, infections, unrecognized medical problems
and general anesthetics. Delirium is present in 3% of
nursing home patients and 15% of elderly hospital
patients.

Dysarthria: Uncoordination of muscles for lips and
tongue.
Dyskinesia: Abnormal involuntary motion, e.g., lip
smacking.
EPS: Extrapyramidal symptoms, e.g., stiffness, tremor,
Parkinsonism.
Hallucinations: A false sensory message in the brain
where the patient perceives a sensory stimulus that does
not exist. Auditory, visual, tactile (touch), olfactory
(smell), visceral (internal sensation) hallucinations are
possible.
Hypnotics: drugs that induce sleep.
Insomnia: An inability to achieve sufficient amounts of
restful sleep in a quiet environment not resulting from
pain, medications or medical problems.
Mania: A biological brain disorder with elevation of
mood, motor activities, speed of thought, sexuality,
grandiosity and irritability. Mania is a chemical brain
disorder that accompanies some types of depression.
Mania occurs when your brain’s thermostat is set too
high.
Neuroleptics: Major tranquilizing drugs that numb the
mind and slow the body. Most neuroleptics act on the
same chemical transmitter—dopamine—and have
multiple side effects, e.g., Haldol, respiridol.
Parkinsonism: A motor disorder resulting in stiffness,
slowness, difficulty arising, tremor and masking of the
facial features. Parkinsonism can be caused by
neuroleptics or by damage to dopamine-producing nerve
cells in the brain stem.

Delusion: A fixed false belief without basis in fact.
Dementia: The slow progressive loss of multiple
intellectual functions. Dementia is caused of death of
brain cells and is a permanent dysfunction. Dementia
affects the brain but spares other parts of the body.
Depression: A lowering of mood, energy, appetite, inner
drive, self-esteem, restful sleep, concentration and the
will to live. Depression is a biological brain disorder
occurring in 20-40% of medically ill elders and 30% of
Alzheimer’s patients. Depression occurs when your
brain’s thermostat is set too low.

Parkinson’s Disease: Parkinsonism produced by
degeneration of brain stem neurons.
Schizophrenia: A biological brain disorder beginning in
late adolescence that frequently persists throughout life.
Schizophrenic patients experience hallucinations,
delusions, bizarre internal sensations, and frequently
withdraw from society.
Tardive Dyskinesia: The uncontrolled movements of
the lips, mouth, jaw, trunk, extremities or diaphragm.
Tardive dyskinesia can occur spontaneously with aging or
from long-term neuroleptic use.
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SECTION 1

Overview of OBRA Guidelines for Psychiatric Care in
Nursing Homes
Nursing homes are governed by a complex set of regulations, referred to as the OBRA
guidelines, i.e., Omnibus Reconciliation Act, which began as a provision in federal spending
legislation. The original OBRA legislation was passed in 1987 and specified that patients who
reside in nursing homes must be free from excessive physical and chemical restraints. This
simple, one-line statement initiated the complex set of regulations that now govern nursing home
care. Congress was reacting to studies demonstrating that large numbers of older citizens in
nursing homes were over-medicated and excessively restrained. Research in the late 1980's
demonstrated that many nursing home residents received psychoactive medications without
indication or monitoring. Most nursing home professionals could neither recognize nor manage
side effects of psychoactive medications. Many residents were restrained for prolonged periods
of time as a form of behavior management without attempts at alternative management. The
OBRA regulations were implemented over a six-year period and the nursing home industry now
uses substantially fewer medications and restraints. The regulations probably succeeded because
nursing homes were encouraged to educate staff and clinicians about treatment alternatives to
medication and restraints.
The federal regulations require that professionals distinguish psychiatric complications from
behavioral problems produced by cognitive deficits. The psychiatric symptoms can be managed
with psychotropic medications while cognitive symptoms require behavioral management. The
combination of pharmacological and behavioral interventions will completely eliminate problem
behaviors in approximately one-third of treated residents.
The new federal nursing home guidelines for medication prescription focus on neuroleptics,
benzodiazepines, sedative-hypnotics and certain types of narcotic analgesics. The guidelines
require that all psychotropic medications must be explained by careful documentation in the
medical records. Physician notes must confirm the fact that the clinical team has carefully
considered the need for medication and potential side effects. The OBRA regulations define: 1)
accepted indications for particular types of medication, 2) typical doses and duration of therapy,
3) methods for monitoring toxicity, and 4) indications for dose reductions and time frames. The
surveyor handbook describes excess medication as doses that exceed published levels, i.e., two
drugs from the same class, medications prescribed for excessive duration and medications that
produce unacceptable side affects. Staff must consider behavioral management for all residents
who receive psychotropic medication. The guidelines for prescription of psychoactive
medications require: 1) an assessment of the of target symptoms, 2) documentation of dose
titration, 3) assessment for side effects, 4) description of patient improvement from medication,
and 5) plan for long-term management of the medications. The OBRA regulations DO NOT
prohibit the use of any particular medication or dosing; however, doses that exceed the
recommended range require additional notes for explanation. These regulations are defined in
F329 to F333, as well as other regulations. A smaller number of medications, e.g.,
meprobamate, Librium, Demerol, are discouraged due to high toxicity in elders.

OVERVIEW OF OBRA GUIDELINES FOR PSYCHIATRIC CARE IN NURSING HOMES
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Many misunderstandings exist about the OBRA regulations. Patients with certain diagnoses are
excluded from the requirement for dose reductions. For instance, patients with schizophrenia
DO NOT require a dose reduction for antipsychotic medications and those with a documented,
generalized anxiety disorder can have continued therapy with benzodiazepines. There are no
upper limits for doses of medications that can be prescribed; however, doses that exceed federal
criteria require a note by the physician to explain the additional medication. Dose reductions or
dose discontinuations are not mandated for all patients but every patient receiving neuroleptics,
benzodiazepines, and sedative hypnotics must be re- evaluated at set intervals. The physician
must document the need for continued medication or failed attempts at dose reductions.
Likewise, all residents require pain evaluations and appropriate analgesic therapy.
The prescription of psychotropic medication for elders requires familiarity with geriatric
pharmacology. Elders have increased sensitivity to these medications as well as diminished
ability to metabolize or clear the drugs. Common geriatric health problems like cardiac or renal
disease enhance the possibility of toxic reactions. In general, clinicians should start low, go
slow, quit early, and watch out. The consulting pharmacist should provide advice on standard
geriatric dosing, as well as periodic reviews of drug-drug interactions.
This handbook contains simple, direct explanations for the use of antipsychotics, antidepressants,
anxiety medications, sleeping preparations, and pain management in nursing homes. A few,
essential segments of the federal survey handbook are included for readers to review the direct
surveyor guideline. OBRA regulations do not forbid the use of any specific medication at any
dose or any duration, but rather require careful documentation for the need and effectiveness of
each medication.
This handbook includes general guidelines and recommendations. Each patient requires an
individualized evaluation and prescription plan. These recommendations are based on available
research published in peer-reviewed publications.
COMMON REASONS THAT NURSING HOMES HAVE PROBLEMS WITH
PSYCHOTROPIC MEDICATION
1.
2.
3.
4.
5.
6.
7.

No consideration of behavioral management.
No diagnosis for medication.
Wrong diagnosis for medication.
No assessment of drug’s side effects.
No documentation of medication’s benefit for resident.
Unnecessary dose reduction for schizophrenia or bipolar disorder.
No explanation for continued medication.

OVERVIEW OF OBRA GUIDELINES FOR PSYCHIATRIC CARE IN NURSING HOMES
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Choosing the Right Neuroleptic for a Patient
F329
(I)
(II)

Guide to Surveyors – LTC Facilities
Residents who have not used antipsychotic drugs are not given these drugs unless
antipsychotic drug therapy is necessary to treat a specific condition as diagnosed and
documented in the clinical record; and
Residents who use antipsychotic drugs receive gradual dose reductions, and behavioral
interventions, unless clinically contraindicated, in an effort to discontinue these drugs.

Psychosis is a common disorder in the elderly and the symptoms of psychosis may be lessened by
antipsychotic medications. Many, i.e., 16% to 25% of all elders, will experience at least one psychotic
episode in later life. Common causes of chronic psychosis in the elderly include dementia, depression,
delirium, Parkinson’s disease, schizophrenia, and manic depressive illness. Psychosis implies failure
to distinguish internally generated perceptions from external reality as manifested by symptoms such
as hallucinations or delusions. Hallucinations are internally generated sensory perceptions that lack an
external sensory stimulus, e.g., hearing voices. These false perceptions often occur in impaired
sensory modalities; e.g., auditory hallucinations in a patient with hearing impairment. Delusions are
fixed false beliefs with no basis in fact. Delusions commonly include false ideas about stealing,
infidelity, abandonment and abuse. Patients often recognize that hallucinations or delusions are
unusual ideas and these elders will often deny symptoms. Delusional systems often have fragments of
truth embedded in the beliefs. Psychosis requires treatment when symptoms produce patient distress
or disruptive behavior. Some psychotic patients do not require medication and this treatment decision
requires a careful assessment.
Psychotropic medications are drugs that alter thought, mood, behavior, or intellectual function.
Neuroleptics are powerful, mind-altering psychotropic medications and the use of these drugs is
carefully monitored by nursing home surveyors. Neuroleptics are divided into two groups: old or first
generation, e.g, Haldol, Navane, Mellaril, and new or second generation, i.e., risperidone, olanzapine,
quetiapine (Tables 2-1 and 2-2). All old antipsychotic medications block the dopamine (D2) receptor.
New, second generation neuroleptics have a variety of neurochemical actions. Both first and second
generation neuroleptics lessen psychotic symptoms in some patients such as hallucinations, delusions,
disorganized thought, and symptoms of mania in some patients. There is no way to determine whether
a patient will respond to these medications nor can a clinician predict which medication is best for a
patient.
Table 2-1. New Antipsychotics and
Available Preparations
Generic Name

Brand Name

Clozapine

CLOZARIL

Tablet
!

Olanzapine

ZYPREXA

!

Quetiapine

SEROQUEL

!

Risperidone

RISPERIDAL

!

Ziprasidone

GEODON

!

Aripiprazole

ABILIFY

!

Liquid

Sol -Tab

Injectable

!

!

!

!

!

!

!

!
!

CHOOSING THE RIGHT NEUROLEPTIC FOR A PATIENT
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Neuroleptic medications decrease symptoms or improve quality of life in 18% to 37% of symptomatic
Alzheimer patients who reside in nursing homes. Most elderly schizophrenics require long-term
prescription of these medications to avoid relapse. Implementation of the OBRA regulations resulted
in a significant decrease in the use of psychoactive medications in long-term care facilities. OBRA
regulations have diminished prescription of psychoactive medications as much as 36% but up to half of
patients who undergo dose reduction will have significant symptom relapse requiring continued
medication. Staff and physician education plays the greatest role in the success of a facility’s
neuroleptic dose reduction program. The prescription of neuroleptics involves six basic steps: (1)
proper resident assessment, (2) determination of potential medication side effects, (3) choice of an
appropriate medication, (4) titration to optimal dose, 5) continuous monitoring of clinical efficacy and
side effects, and 6) assessment for dose reduction. Surveyors will want to see documentation for each
step to be assured that appropriate psychopharmacology is employed after behavioral management was
considered.
STEP 1: Assessment of Indication for Antipsychotic Therapy. The precise target symptoms for
the medication should be defined and documented. Not all "psychotic" symptoms require medication.
Hallucinations and delusions should not be treated unless they distress the patient or produce
dangerous behaviors. For patients with distressing hallucinations or delusions, neuroleptics may
provide significant symptomatic relief and reduction of disruptive behaviors that result from these
symptoms. For example, the patient who attempts to flee because voices say that the patient will be
killed, or residents who refuse food that they believe is poisoned. Inspectors want to see
documentation of specific target symptoms for neuroleptics. Neuroleptic agents do not improve
behavioral complications of cognitive deficits like amnesia, aphasia, and apraxia. For example, staff
should not medicate a patient who repeats the same question because the resident does not remember
the previous answer. Neuroleptic agents are not the first option for agitation, wandering, or
disruptiveness. Physicians can sedate patients who pose a serious risk of harm or disrupt the unit after
behavioral interventions fail; however, the staff must evaluate the patient and devise a long-term
management plan beyond chemical restraints.
The PRN prescription of neuroleptics should be: (1) brief, (2) for specific acute psychiatric problems,
or (3) utilized to assess need for increased medication. Patients who receive repeated doses of PRN
neuroleptics need re-evaluation. Facilities that use large numbers of PRN medication may need
reassessment of their behavior management program. Neuroleptics should not be used as sleeping
pills.
STEP 2: Assessment for Side Effects. All antipsychotic medications have side effects. New, second
generation medications have fewer side effects than first generation medications. Clinicians should
avoid older, first generation neuroleptics in patients with Parkinson’s disease, where there is a
deficiency of brain dopamine.
STEP 3: Prescription of Appropriate Medication. The second generation antipsychotic
medications should be used unless the clinician has a specific reason for using older, more toxic
medications. The type, dose preparation, and schedule of a neuroleptic should be tailored for each
patient. In general, elderly patients require 1/4 the dose of younger patients (See Tables 2-3 and 2-4).
The dose should vary according to the size and age of patients as well as other co-existing medical
problems. Some side effects may provide a therapeutic advantage (See Decision Tree 2-5 on Page 8).
CHOOSING THE RIGHT NEUROLEPTIC FOR A PATIENT
© Richard E. Powers, MD (2008) Bureau of Geriatric Psychiatry
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For example, psychotic patients who do not sleep at night can receive sedating neuroleptics at the hour
of sleep to help them rest and also lessen their psychotic symptoms. Patients with progressive agitation
in the afternoon or early evening; i.e., sundowning, can receive their first dose of medication one-hour
before the symptoms generally commence, e.g., 4pm, and then a second dose later in the evening to
help them sleep. Patients who struggle in the morning with activities of daily living (ADL’s) can
receive a small amount of medication upon awakening to help calm them for the ADL’s. Clinicians
should avoid polypharmacy and use one neuroleptic at a time. Do not add sedating drugs like Vistaril
or Ativan to help “augment the neuroleptic.” Depot preparations, e.g., Haldol decanoate, are
injections that maintain blood levels for two or three weeks. Depot preparations can be used in
severely non-compliant patients.
The availability of multiple new atypical antipsychotic medications provides clinicians with a broader
range of choices for treating the psychotic patient. Six new “atypical” medications include ziprasidone,
aripiprazole, clozapine, risperidone, olanzapine, and quetiapine (See Table 2-2). Clozapine can
produce significant hematological and neurological complications, including aplastic anemia, seizures
and severe orthostatic hypertension.
Table 2 -2. Summary of Common Doses of Antipsychotic Medications Prescribed
Younger and Elderly Populations with Dementia *
Drug

Healthy/Adult
Daily Dose

Frail/Elderly Daily Dose

for

Maximum
OBRA Dose

Major Advisory

1 st Generation
Chlorpromazine

25 -1000mg

10-200mg

75mg

Anticholinergic Side Effects

Thioridazine

25 -500mg

10-250mg

75mg

Blackbox Cardiac Warning

Haloperidol

1.0 -30mg

0.5-5.0mg

4mg

High potential for EPS/TD

1-20mg

1-5mg

4mg

High potential for EPS/TD

Fluphenazine

2
Clozapine

nd

Generation

100- 600mg

25-300mg

Risperidone

1- 4mg

0.25 -2.0mg

2mg

Olanzapine

5-20mg

2.5-10mg

10mg

Sedation and Metabolic Issues

Quetiapine

25 -800mg

25-200mg

200mg

Sedation and Hypotension Possible

Ziprasidone

20 -160mg

20 -80mg

NA

Cardiac QTc Warning

5-30mg

5-20mg

NA

Akathisia and/or withdrawal
Dyskinesia Possible

Aripiprazole

Black Box for Agranulocytosis
Dose -related EPS

*All drugs have an FDA Black Box warning for increased mortality in AD patients
DOSAGE MUST BE ADJUSTED FOR EACH PATIENT

2

CONSENT PDR

Primary care physicians should avoid the use of clozapine unless continuing mediation prescribed by a
psychiatrist or under extraordinary circumstances (Table 2-3). Large studies are not available on the
use of ziprasidone in the elderly and this medication has some potential to produce cardiac
arrhythmias. Clinicians should consider common side effects including sedation, extrapyramidal motor
symptoms, falls, and autonomic changes before prescription of all antipsychotics.
Risperidone and quetiapine are two, second generation drugs commonly prescribed by primary care
clinicians. Risperidone is effective in elderly demented patients to a maximum dose of 2mg per day
and works as well as old antipsychotics like Haldol. Risperidone can produce mild to moderate
extrapyramidal symptoms including Parkinsonism and akathisia (See Table 3-1). Risperidone
provides good reduction of psychosis with minimal sedation. Seroquel is an antipsychotic that
CHOOSING THE RIGHT NEUROLEPTIC FOR A PATIENT
© Richard E. Powers, MD (2008) Bureau of Geriatric Psychiatry
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produces more sedation than olanzapine or risperidone but has the fewest extrapyramidal side effects.
Seroquel functions like a low potency typical neuroleptic, e.g., Mellaril, which produces sedation and
orthostatic hypotension. Seroquel or olanzapine can be used to treat Parkinsonian patients who exhibit
psychotic symptoms. Most new medications have rapid onset but Olanzapine has a moderately long
half life. Risperidone has an active metabolite that can accumulate in patients with poor renal function.
Olanzapine is a second generation antipsychotic that is effective in many psychiatric disorders.
Olanzapine may produce fewer extrapyramidal symptoms than risperidone but some patients can
develop sedation or orthostatic hypotension. The smallest dose, i.e., 2.5mg, is sometimes high for
some frail elders although this problem can be managed by dosing every other day (See Table 2-2).

Table 2-3. A Partial Summary of Common Side Effects Produced by Antipsycho tic Medications in Persons with Dementia
Category of Side Effect

Symptom of Side Effect

First Generation Antipsychotic
Medications at Greater Risk

Risk
Level

Second Generation
Antipsychotic
Medications at Greater
Risk

Risk
Level

Comments for All Types
of Medications

Confusion

Low Potency, e.g., chloropromazine

H

All equal

L

All medications at high dose

Sedation

Low Potency, e.g., chloropromazine

H

Quetiapine

L

All medications at high dose

Parkinsonism

High potency haloperidol

H

Risperdal

L

Quetiapine quite low

Dystonia

High potency haloperidol

H

All equal

R

Tardive Dyskinesia

All Medications

H

All equal

I

Akathisia

High potency, e.g., haloperidol

H

Aripiprazole

I

Obesity

Some reported in all medications

M

Olanzapine and Clozapine

M

Monitor Weight

Hyperglycemia

Some reported in all medications

M

Olanzapine and Clozapine

M

Aripiprazole and
ziprasidone with low risk

Dyslipidemia

Some reported in all medications

I, M

Clozapine

M

Monitor lipids with all
medications

Orthostatic hypotension

Low potency, e.g., chloropromazine

H

Seroquel, Clozapine

L

---

Tachychardia

Low potency

I

Clozapine

L

---

NEUROLEPTIC
MALIGNANT
SYNDROME

Hypertension, Tachycardia,
Hypothermia, Muscular
Rigidity

All high potency, e.g., haloperidol

L

All equal

R

Rare in second generation
medications

OTHER (drug -specific)

Cardiac QTc Prolongation

thioridazine

H

Ziprasidone

I

Most have minimal effect

Agranulocytosis

All equal

L

Clozapine only

H

---

Black box for ! mortality
in elderly with dementia

All Medications

L

All Medications

L

All drugs have a Black Box
warning

COGNITIVE

NEUROLOGICAL

METABOLIC

AUTONOMIC

BLACK BOX

H=high M=moderate

L=low

R=rare

I=Inconclusive

Risperidone is available as a liquid while Olanzapine, risperidone and aripiprazole are available as
wafers that dissolve on the tongue (See Table 1). These preparations are beneficial to non-compliant
patients or residents with swallowing disorders. Cost is a significant issue, as the second generation
antipsychotics are substantially more expensive than older medications.
CHOOSING THE RIGHT NEUROLEPTIC FOR A PATIENT
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Some patients with chronic mental illness, e.g., schizophrenia, require long-acting, injectable
medications like the depot preparations of Haldol and Prolixin. These intra-muscular preparations are
safe in the elderly but all older medications can produce side effects (See Table 2-4).
Table 2 -4. Summary of Injectable, Long -Acting Preparation (Depot Preparations)
of Antipsychotic Medications for the Adult Patient with Dementia
(Dosing Range in
Milligrams – Given Every 2 Weeks)
Intramuscular Medication
Haloperidol (Haldol decanoate)
two weeks

every

Perphenazine (Prolixin decanoate)
every two weeks
Risperdal Consta – every two weeks

IM Dose for
Frail/Elderly (mg)

IM Dose for Young
Healthy (mg)

12.5 to 25

12.5 to 75

2.5 to 25

12.5 to 50

25

25 to 50

Dose frequency may be increased with longer duration between inj
to 4 months.

ections, e.g., every 3

DOSING MUST BE ADJUSTED FOR EACH PATIENT

Step 4: Titration to Optimal Dose. The dosage of neuroleptics must be titrated upward until the
desired clinical improvement is present or the patient develops unacceptable side effects. Dose
adjustments should occur every one or two weeks to allow the patient to reach steady state. Psychotic
symptoms usually improve over a 4-6 week period after reaching optimal doses. Clinicians should
become familiar with the second generation medications as well as one high-potency, first generation
medication, e.g., Haldol. First generation, low dose antipsychotics such as Mellaril or Thorazine, can
produce significant side effects. The use of a limited formulary improves the clinician's knowledge
about specific medications or side effects and simplifies the formulary for nursing staff (See Tables 21 and 2-2). Although the older medications are cheaper, clinicians should begin therapy with new
antipsychotics.
The licensed professionals on the team must assess the effect of the medication on target symptoms
every one to two weeks during dose titration. Nursing assistants should be encouraged to record
behavioral observations on a daily basis. Physicians should review the effect of the antipsychotic
medication every two to four weeks and dose titration should not occur more often than once a week to
allow the patient to reach steady-state. Neuroleptics usually require two to six weeks to lessen
psychotic symptoms. The starting and maximum doses vary by diagnosis, patient’s body size, and
medical morbidity. Frail dementia patients require low doses while healthy schizophrenics require
more substantial doses.
Typical starting doses for demented patients include risperidone 0.25 to 0.5mgm per day and Seroquel
25-50mg per day. Maximum doses typically include risperidone 2mg per day and Zyprexa 10mg per
day. Stable asymptomatic patients should be considered for dose reduction every 6 months. Serum
CHOOSING THE RIGHT NEUROLEPTIC FOR A PATIENT
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levels are available to assess absorption and compliance, but blood levels do correlate to clinical
improvement (See Tables 2-3 and 2-4).
STEP 5: Monitoring for Compliance Effectiveness and Safety.
Staff should assess clinical improvement produced by psychotropic medication. The resident should
demonstrate reduction of target symptoms, improvement of behavior or enhanced quality of life.
Medication should be changed or discontinued when the patient fails to improve after a reasonable
time, e.g., six weeks to six months.
Some patients may not respond to the first prescribed medication. Clinicians should first determine
whether adequate doses were prescribed and whether the patient took the medication. Psychotic
patients frequently refuse or “cheek” medications, i.e., hold medications in mouth and later spit out the
drugs. Mouth checks require a resident to open their mouth after swallowing medications for
examination by staff. Liquid preparations are more difficult to check-- especially when followed by
large amounts of juices. Clinicians must determine whether the old symptoms persist, e.g.,
hallucinations, or the staff has new additional problems they want corrected with medication, e.g.,
hallucinations improve but the patient still wanders. Intercurrent medical problems, e.g., UTI or
environmental changes, may explain “therapy resistance”. When the psychotic symptoms persist
despite adequate doses, the clinician should consider switching to another new, second generation
medication, e.g., switch from risperidone to olanzapine. Patients should be placed on old
antipsychotics when the new medications have proven ineffective or contraindicated. The concurrent
use of two or more antipsychotics is rarely indicated. A specialist should evaluate patients who take
two different types of neuroleptics as this therapy constitutes excessive medication under nursing home
survey standards. Safety issues are important, especially during the first six months of therapy (See
Table 2-5).
Table 2-5. Important Side Effects Associated With Antipsychotic
Medications In Older Patients with Dementia
Side Effect

Drug

Risk

Data

Ref.

Death

All

Slight

S

T1, T2

Stroke

All, but higher
in old meds.

Slight

C

T3

All

Slight

C

T5

Old > new

Unclear

C

T6, T7

Pulmonary
embolism
Hyperpro lactinemia
osteoporosis

Old=first generation

S=substantial data

C=contro

versial

Example of a Basic Neuroleptic Note: CASE #1. Mr. Jones has Alzheimer's disease with
hallucinations and delusions. He becomes agitated every afternoon and attempts to flee because he
claims the staff is “going to kill him.” He is often up all night. Evaluation of the patient shows no
medical cause for his symptoms. Patient has no orthostatic hypotension or excessive drowsiness.
Behavioral management has failed to control problem.
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Plan: Patient will receive Seroquel 25mgm at 2 o'clock in the afternoon and 25mg at hs. Recreational
therapist will program activities late in the afternoon or early evening. Clinical effect will be assessed
in two weeks. Family was advised of potential side effects, including FDA Black Box warning.
Family agrees that risk is worth potential benefit.
CASE #2. Ms. Brown has Alzheimer's disease and she is convinced that the staff is poisoning her.
She will occasionally refuse to eat and bathe. Evaluation of the patient shows no medical causes for
the delusion and no evidence of extrapyramidal symptoms. Behavioral interventions fail to improve
compliance. Patient will receive 0.25mg of risperidone qhs for 14 days and then 0.5mg hs at day 15.
Staff will reassess in one month for possible upward titration to a total of 2mg per day. Staff will
distract patient when she begins to discuss delusional ideas; avoid arguing with Ms. Brown. Family
was advised about potential risks, including FDA Black Box warning. Family agrees to medication.
These facilities are following the Ten Commandments of OBRA.

Ten Commandments of OBRA For Psychotropic Medication
1.
2.
3.
4.
5.
6.

Thou shalt know thy regulations.
Thou shalt not prescribe medications from the list of the condemned drugs.
Thou shalt first try behavioral management.
Thou shalt document clinical indications and target symptoms.
Thou shalt honor the dose limits unless documented in the medical record.
Thou shalt honor the time limits on prescriptions unless documented in the
chart.
7. Thou shalt monitor for side effects.
8. Thou shalt reduce or discontinue medications for adverse events.
9. Thou shalt comply with periodic dose reductions unless documented in
thine record.
10. Thou shalt not seek to smite the surveyor. They are simply carrying the
tablets.

CHOOSING THE RIGHT NEUROLEPTIC FOR A PATIENT
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Decision Tree 2 -6. Prescription of Antipsychotic Medications
Does the patient have appropriate diagnosis and target symptoms?
Yes

No

Avoid antipsychotics

Will the patient comply with oral medications?
Yes

No

Consider: •Zydys or Risperdal M-tabs
•Liquid forms
•Injectable forms for emergencies
•Depot typical neuroleptics, e.g., Risperdal Consta
(See Table 2-4)

Does the patient manifest symptoms of Parkinsonism or DLBD?
Consider:

Yes

No

Consider any new antipsychotic

•Quetiapine

Is the patient diabetic?
Consider aripiprazole

Yes

No

Consider any new antipsychotic

Carefully monitor blood sugars

Is sedation a benefit or problem?
Consider risperidone

Problem

Benefit

Consider quetiapine

Is there significant concern about abnormal QTc?
Avoid ziprasidone,
Yes
No
Consider any medication
thioridazine
Did the medication improve symptoms?
NO. Switch to next best choice or discontinue
YES. Re-evaluate every 6 months for dose reduction
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UNDERSTANDING SIDE EFFECTS OF NEUROLEPTICS
Neuroleptics are major tranquilizers that reduce psychotic symptoms, such as hallucinations, delusions,
and paranoia. All old, first generation neuroleptics, such as Haldol and Prolixin, work by blocking the
dopamine system. New or second generation antipsychotics (SGA’s), such as Risperdal and olanzapine,
work by altering multiple transmitter systems, including serotonin and dopamine, while some neuroleptics
also affect cholinergic and adrenergic systems (See Section 2, Tables 2-1 and 2-2). This mixture of
neuro-chemical effects explains the range of side effects seen with each drug in patients. Medication
toxicity is often dose-dependent and clinicians should use the minimum dose required to achieve
therapeutic goals (See Section 2, Tables 2-3 and 2-4).
There are five major types of side effects with antipsychotic medications in the elderly: (1) motor side
effects, (2) autonomic changes, (3) psychiatric complications, (4) medical complications, and (5) falls.
The prescribing physician should be familiar with the side effects and the nursing staff should monitor
residents for these changes.
1. MOTOR SIDE EFFECTS
Extra-pyramidal side effects (EPS) refer to dysfunction of the extra-pyramidal motor system that is
affected by neuroleptics (See Table 3-1). Motor system abnormalities are common complications with
old antipsychotics, as up to half of elders develop tardive dyskinesia after three years of continuous use.
Newer medications produce far less EPS.

Table 3-1. Common Motor Side Effects of
Antipsychotic Medications
Type

Symptoms

Monitoring Method

Tardive
dyskinesia -

Abnormal involuntary movement

AIMS Scale

Parkinsonism -

Slow, stiffness of limbs and neck,
rigid

Clinical Evaluation

Dystonia -

Spasm of axial muscles, such as
neck

Clinical Evaluation

Akathisia -

Restlessness; especially in legs

Clinical Evaluation

The brain has two motor systems: (1) the voluntary or pyramidal motor system that moves your muscles
under the direction of the mind, and (2) the extra-pyramidal systems that control muscle tone, posture and
motor activity without conscious thought. The voluntary or pyramidal motor system is located in the
cerebral cortex. The extra-pyramidal motor system, centered in the basal ganglia, relies on dopamine to
maintain proper muscle tone and motor stability. All old, first generation antipsychotic medications block
dopamine receptors, i.e., D2 subtype. Cholinergic receptors in the extra-pyramidal system balance
dopamine. Four major types of symptoms that occur from malfunction or imbalance of the extrapyramidal motor systems are: (1) tardive dyskinesia, (2) dystonic reactions, (3) drug-induced
Parkinsonism, and (4) akathisia. These symptoms should be familiar to the nursing staff, physician, and
pharmacist.
(a). Tardive Dyskinesia (TD)
Tardive Dyskinesia is the most common side effect of long-term antipsychotic medication and occurs in
one-third to two-thirds of elderly patients who use old medications for prolonged periods of time (See
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Table 3-2). Tardive dyskinesia is manifested by unwanted movements of the lips, face, hands, arms, and
feet as well as rocking of the pelvis and jerking motions of the diaphragm. The risk of tardive dyskinesia
is related to the type, duration, and dose of neuroleptic. Clinicians cannot predict the patient’s
vulnerability to developing tardive dyskinesia although minorities and depressed women are at higher
risk. There is no proven prevention or treatment for tardive dyskinesia except for neuroleptic dose
reduction or changing to second generation antipsychotic medications. Anticholinergic agents, e.g.,
Cogentin and Artane, do not reduce tardive dyskinesia. Complications of tardive dyskinesia include
patient discomfort and difficulty with motor tasks like eating or talking. About 5% of untreated elderly
patients who are not receiving neuroleptics have spontaneous tardive dyskinesia. Staff should document
pre-existing tardive dyskinesia to avoid patients or family blaming the medication for a natural disease. A
quick, easy screening instrument, the Abnormal Involuntary Movement Scale (AIMS), can document
most manifestations of tardive dyskinesia. The AIMS does not assess Parkinsonism.
Table 3-2. A Partial Summary of Common Side Effects Produced by Antipsychot
Category of Side Effect

COGNITIVE

NEUROLOGICAL

METABOLIC

AUTONOMIC

ic Medications in Persons with Dementia (45,46)

Symptom of Side Effect

First Generation Antipsychotic
Medications at Greater Risk

Risk
Level

Second Generation
Antipsychotic
Medications at Greater
Risk

Risk
Level

Comments for All Types
of Medications

Confusion

Low Potency, e.g., chloropromazine

H

All equal

L

All medications at high dose

Sedation

Low Potency, e.g., chloropromazine

H

Quetiapine

L

All medications at high dose

Parkinsonism

High potency haloperidol

H

Risperidone

L

Quetiapine quite low

Dystonia

High potency haloperidol

H

All equal

R

Tardive Dyskinesia

All Medications

H

All equal

I

Akathisia

High potency, e.g., haloperidol

H

Aripiprazole

I

Obesity

Some reported in all medications

M

Olanzapine and Clozapine

M

Monitor Weight

Hyperglycemia

Some reported in all medications

M

Olanzapine and Clozapine

M

Aripiprazole and
ziprasidone with low risk

Dyslipidemia

Some reported in all medications

I, M

Clozapine

M

Monitor lipids with all
medications

Orthostatic hypotension

Low potency, e.g., chloropromazine

H

Quetiapine, Clozapine

L

---

Tachychardia

Low potency

I

Clozapine

L

---

NEUROLEPTIC
MALIGNANT
SYNDROME

Hypertension, Tachycardia,
Hyperthermia, Muscular
Rigidity

All high potency, e.g., haloperidol

L

All equal

R

Rare in second generation
medications

OTHER (drug -specific)

Cardiac QTc Prolongation

thioridazine

H

Ziprasidone

I

Most have minimal effect

Agranulocytosis

All equal

L

Clozapine only

H

---

Black box for ! mortality
in elderly with dementia

All Medications

L

All Medications

L

All drugs have a Black Box
warning

BLACK BOX

H=high

M=moderate

L=low

R=rare

I=Inconclusive

(b). Drug-Induced Parkinsonism
Drug-induced Parkinsonism is sometimes called pseudo-parkinsonism, and includes stiffness, shuffling
gait, masked faces, or difficulty in arising from sitting position. Pseudo-parkinsonism is caused by
blockade of the dopamine receptor in contrast to Parkinson’s disease that is caused by death of dopamine
producing neurons. One-third to one-half of elderly patients who receive old, first-generation
antipsychotics will develop pseudo-parkinsonism. High-potency, old neuroleptics, e.g., Haldol and
Prolixin, have the highest rate of parkinsonism. Treatment of parkinsonism includes using anticholinergic
agents to correct the dopamine/acetylcholine imbalance in the basal ganglia, neuroleptic dose reduction or
switching to second generation antipsychotic medications. Anticholinergic medications may increase
confusion in many older dementia residents. Pseudo-parkinsonism is not measured by the AIMS and
must be documented for OBRA compliance. Complications of psuedo-parkinsonism include patient
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discomfort, gait problems, falls, and weight loss. The slowness and reduced facial expressions may
mimic depressive symptoms. Patients can be switched to new antipsychotics that produce less
parkinsonism, e.g., olanzapine. Quetiapine has the lowest risk for producing pseudo-parkinsonism.
(c). Dystonia
Acute dystonic reactions involve spasm of neck, back and other axial skeletal musculature. These side
effects are treated with anticholinergic agents, e.g., Cogentin or Benadryl. Although uncommon in the
elderly, dystonic reactions are most common with use of high-potency, first generation neuroleptics in
younger patients receiving antipsychotic medication for the first time. Some demented patients develop
peculiar dystonic reactions with downward flexion of the neck, sometimes called the PISA syndrome.
(d). Akathisia
Akathisia is an inner sense of restlessness or an uncontrollable drive to move the extremities that
resembles anxiety or agitation. Akathisia occurs in up to 40% of patients receiving high-potency older
neuroleptics and frequently results in prescription of additional neuroleptic medication for “agitation”.
The dose escalation only worsens the akathisia. Second generation medications produce far less akathisia,
although aripiprazole may produce more than others. The cause of akathisia is unknown. Treatment for
akathisia includes lowering neuroleptic dose, switching to low-potency neuroleptics, prescribing Inderal
(10-30 mg b.i.d.), or low dose benzodiazepines, like Klonopin (0.25 mg po b.i.d). Anticholinergic agents
have not been shown to be effective for akathisia. Complications of akathisia include non-compliance
with medication and irritability, as well as inappropriate and excessive medication to treat misdiagnosed
agitation.
(e). Combinations of Motor Symptoms
Patients may develop any or all of the motor side effects at any given time. After initiation of neuroleptic
medication, the dystonic reaction and akathisia often develop first. In the subsequent weeks of treatment,
patients may develop parkinsonism and finally, after months or years of medications, the patients develop
tardive dyskinesia. Patients on high-potency medications, e.g., Haldol or Prolixin, are at higher risks to
develop EPS although all neuroleptics can produce these symptoms. Patients can develop any
combination of motor side effects. The treatment team should consider an AIMS (Abnormal Involuntary
Movement Scale) for tardive dyskinesia, a brief motor assessment for parkinsonism, and a behavioral
assessment for akathisia.
2. AUTONOMIC SIDE EFFECTS
Autonomic side effects of antipsychotic medications include orthostatic hypotension and tachycardia.
Old, low-potency neuroleptics, e.g., Mellaril, Thorazine and Moban, will lower blood pressure and raise
heart rate secondary to effects on the autonomic system. Clozapine produces the worst orthostasis among
the new medications. Many elderly persons have orthostatic hypotension and their supine/erect pressures
should be evaluated prior to initiation of neuroleptics. Treatment for autonomic side effects includes
switching to different antipsychotics or assessing other medications that lower blood pressure like
antihypertensives. Complications of autonomic side effects include falls and light-headedness.
Neuroleptics do not significantly impair respiratory function, except in high dosages or in combination
with other sedating medications, like narcotics or benzodiazepines. Neuroleptics can cause constipation,
urinary retention in males or sexual dysfunction. Most antipsychotics alter colonic function and increase
risk for rectal impaction as well as producing constipation. Neuroleptics can occasionally produce
hypothermia.
Neuroleptic Malignant Syndrome (NMS) is a rare but sometimes fatal complication of neuroleptic usage.
Symptoms include: (1) autonomic hyperactivity, (2) delirium, and (3) muscular rigidity. Patients may
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abruptly develop high fever, tachycardia, hypertension and frequently manifest an elevated white blood
cell count. Motor symptoms include tremors and muscular rigidity. Central Nervous System (CNS)
symptoms include delirium. Unrecognized NMS can be fatal. Clinicians often confuse NMS for sepsis;
however, septic elderly patients rarely develop significant rigidity and muscle spasms resulting in elevated
creatine phosphokinase (CPK). Treatment of NMS includes discontinuation of antipsychotic medication
and supportive therapy until the episode passes. Patients can be restarted on antipsychotics if absolutely
necessary and after consideration of alternative therapy but physicians should switch to a different
medication and avoid first generation medications. NMS occurs with all antipsychotic medication but it
is far more common with old, high-potency neuroleptics (See Table 3-2).
3. PSYCHIATRIC SIDE EFFECTS
The psychiatric side effects of antipsychotic medications include sedation, apathy, and confusion. Older,
low-potency medications, e.g., Mellaril or Thorazine, have higher rates of sedation and confusion.
Atypical antipsychotics can also sedate patients. Cognitive side effects include diminished activity and
function in some demented residents. Interventions include switching neuroleptics or decreasing the
dosage. Antipsychotics may slightly diminish cognitive function; however, appropriate doses rarely
produce marked worsening of dementia (See Table 3-2).
4. MEDICATION-SPECIFIC MEDICAL COMPLICATIONS
All antipsychotic medications can produce medical complications including: 1) glucose and lipid
intolerance, 2) cardiac conduction problems, 3) bone marrow alterations, and 4) alteration of metabolism
of other medications. Many antipsychotic medications, e.g., Clozaril, Haldol, olanzapine, can elevate
blood sugars (See Table 3-3). Never medicated, schizophrenic patients are at higher risk for diabetes (x2
to x4) when compared to normal individuals. Antipsychotic medications can be safe in diabetic patients;
however, appropriate monitoring is required, e.g., blood sugar checks (See Table 3-4).
Some old and new medications can alter the QTc interval on EKG, which may increase the likelihood of
fatal cardiac arrhythmias, i.e., torsades des pointes. EKG evaluation of QTc interval may be required to
assure patient safety. The consulting pharmacist can advise you on the interaction of antipsychotic
medications with the metabolism of other drugs.
Table 3 -3. Medical Complications of Common
Antipsychotics
Medications

Hyperglycemia

EKG
Alterations
(! QTc)

Elevated
Lipids

Table 3 -4

Basic Monitoring of Metabolic Effects In Persons Receiving
Antipsychotic Medications
Priority to
therapy
Personal/family history

1

4 weeks

8 weeks

12 weeks

Quarterly

X

X

X

X

X

Annually
X

Haldol

++

--

+

Weight (BMI)

X

Mellaril

++

+++

+

Waist circumference

X

Risperidone

++

--

--

Blood pressure

X

X

X

Fasting plasma glucose

X

X

X

Quetiapine

++

+

--

Fasting lipid profile

X

X

Olanzapine

+++

+

--

Ziprasidone

+

++

--

1. History for diabetes or hyperlipidemia

--

2. If initial labs are negative

Aripiprazole
+=reported in literature

+

+

++=multiple reports in literature

Every 5
years2

X

X

1

2

+++=significant potential for complications

Antipsychotic medications can produce weight loss in elderly patients through a variety of mechanisms.
Excessively sedated patients will lose interest in eating. Drug-induced extra-pyramidal symptoms,
including parkinsonism, i.e., stiffness and shaking may decrease the patient's ability to feed themselves.
Patients who receive long-term antipsychotic medication may develop oral dyskinesia and dysarthria, i.e.,
oral coordination problems that lessen their ability to chew and swallow. Antipsychotic medications can
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also produce esophageal dysmotility and combinations of these oropharenygeal abnormalities can cause
the patient to demonstrate choking behavior. The second generation antipsychotics produce fewer extrapyramidal symptoms and therefore are probably less problematic for feeding. Dietitians should be aware
of the effect of psychotropic medications on nutrition. Anticholinergic medication produces dry mouth
that can sometimes cause chewing and swallowing problems.
5. GAIT ABNORMALITIES AND FALLS
Falls are a common, serious problem in all elderly patients -- especially those with dementia. High-risk
patients include those with a past history of falls or gait abnormalities. Antipsychotic medications can
increase the fall risk by sedation, extrapyramidal symptoms, e.g., parkinsonism, orthostasis, or drug-drug
interactions. Staff should monitor patients following initiation of neuroleptic medication and take
appropriate actions to minimize the risk for accidental injury using falls evaluation, medication
adjustment, physical therapy evaluation, etc.
6. POTENTIALLY LETHAL COMPLICATIONS OF ANTIPSYCHOTIC MEDICATIONS IN
THE ELDERLY
A series of studies have examined the role of antipsychotic medications in producing dangerous
complications in elderly patients with dementia. The common noteworthy side effects are listed in Table
3-5; although the data on many potential complications remains controversial. For instance, the long-term
consequence of hyperprolactinemia in elderly patients is unknown.
Table 3-5. Important Side Effects Associated With Antipsychotic
Medications In Older Patients with Dementia
Side Effect

Drug

Risk

Data

Ref.

Death

All

Slight

S

T1, T2

Stroke

All, but higher
in old meds.

Slight

C

T3

All

Slight

C

T5

Old > new

Unclear

C

T6, T7

Pulmonary
embolism
Hyperpro lactinemia
osteoporosis

Old=first generation

S=substantial data

C=contro

versial

7. FDA BLACK BOX ADVISORY FOR USE IN DEMENTIA
All antipsychotic medications carry a FDA Black Box advisory on increased mortality risk for a range of
causes when these medications are used for treatment of behavioral problems in dementia. This risk is
slight but significant (See Table 3-6). Patients are at greatest risk in the first six months of therapy.
Families should be advised prior to initiation of therapy and documentation should confirm this advisory.
Death is more likely during the initial six months of therapy (See Tables 3-7).
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Table 3-6. Meta-analysis of Relative Risk of
Death in Elders with Dementia who Receive
Antipsychotic Medication
•
•
•
•
•

n= 15
t= 12 weeks
N1 /N 2= 3353 / 1757
Death rate = 3.5% vs 2.3%
OR = 1.54

N1 = number receiving medication
N2 = number without medication

Table 3-7. Relative Risk of Death in all Elderly During
Initiation of Antipsychotic Medication Therapy
Days

Relative Risk (RR)
for Death

180

1.37

<40

1.56

40 to 79

1.37

80 to 180

1.27
NEJM 2005;353:2335 -2341

JAMA 2005;294(15):1934 -42

8. INFORMED CONSENT
All antipsychotic medications have powerful effects on the brain and other potentially significant side
effects. These potential complications are summarized in Table 6. Demented patients often lack the
ability to provide informed consent for psychotropic medications. Families should be consulted prior to
initiation of antipsychotic therapy to explain the use of these powerful medications. Family education
may lessen the likelihood that a patients' family will sue a facility over medication-induced complications
like extra-pyramidal symptoms or falls.
The FDA Block Box warning must be explained to the responsible family and then documented in the
record. Families can refuse the medications; however, the family then assumes responsibility for other
adverse outcomes. A series of handouts are available to explain these complications to the family.
Antipsychotic medications are considered to be a commonly standard of care for demented patients with
psychosis or severe dangerous behaviors that fail to respond to behavioral interventions.
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Neuroleptic Dose Reductions
F330 pg 125-129
(I)
(II)

Guide to Surveyors – LTC Facilities

Residents are not given antipsychotic medications unless drug therapy is necessary to treat a
specific condition.
Residents receive gradual dose reductions and behavioral interventions unless clinically
contraindicated.

Antipsychotic medications are frequently prescribed for elderly nursing home residents with
psychosis or severe behavioral problems. Old, typical neuroleptic drugs like Haldol, Navane,
Prolixin and Mellaril work by blocking the brain chemical dopamine. New, atypical
antipsychotics alter multiple transmitter systems. There are two general types of typical
neuroleptics: low-potency, e.g., Mellaril and high-potency, e.g., Haldol. Nursing home
surveyors carefully scrutinize the administration of all antipsychotics. Asymptomatic patients
receiving either typical or atypical medications must have periodic attempts at drug reductions to
minimize side effects unless 1) these patients have specific diagnosis of psychiatric diseases that
require continuous therapy, e.g., schizophrenia, manic depressive illness, or 2) the patient has
previously failed dose reductions on two occasions. Documentation for neuroleptic agents
should include four basic areas: (1) the target symptoms, (2) medication effectiveness, (3) side
effects, and (4) dose reduction plan.
Neuroleptic medications diminish psychotic symptoms, including hallucinations, delusions, and
disorganization of thought in most patients. Antipsychotics will diminish dangerous behavior in
some demented residents, e.g., fighting, verbal aggression. These drugs rarely improve common
annoying behaviors like wandering, hoarding, and repetitive questions, etc. Hostile or aggressive
behaviors infrequently respond to neuroleptics alone unless these symptoms occur as a result of
psychotic symptoms.
Continuous neuroleptic therapy requires documentation that the
medication lessens symptoms or improves quality of life. Side effect monitoring is essential for
adequate documentation of psychotropic medications. High-potency older neuroleptics, like
Haldol or Navane, produce high levels of motor side effects to include muscle stiffness, rigidity,
shaking, and gait problems. Low potency neuroleptics, like Mellaril or Thorazine, will
frequently lower the blood pressure, i.e., orthostatic hypotension, and lower the eye lids, i.e.,
sedation. These common side effects should be monitored and documented for all patients
receiving neuroleptics. Neuroleptics produce multiple other side effects that nursing home staff
should recognize (See Pages 16-22).
Residents should not receive more than one type of neuroleptic unless there is a very specific
reason and written rationale. Doses that exceed geriatric dosing guidelines require careful
consideration and documentation (See Table 2-3).
Prescription of high dose antipsychotic medications for elderly patients are discouraged by
OBRA; however, chronically mentally ill elders, e.g., schizophrenia, may require larger doses for
symptom management. Compliant patients may require substantial doses of typical or atypical
antipsychotics to maintain therapeutic blood levels, e.g., an elderly chronic schizophrenic who
has taken 6mg of respiridone for 5 years. Doses that exceed OBRA guidelines require a
explanatory note by the physician that defines the diagnosis, e.g., schizophrenia, and indicates
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that lower doses of medication fail to adequately control symptoms. The note should conclude
that downward titration will increase symptomology based on past experience with the patient.
The OBRA guidelines allow continued use of antipsychotic medications without dose reductions
in patients with chronic mental illness, e.g., schizophrenia, manic depressive illness. The
guidelines allow antipsychotic medications for dementia patients who exhibit dangerous or
severely disruptive behavior that produce potential risks to themselves or other residents, e.g.,
screaming loudly, agitating other patients, and disrupting the environment. The continued
administration of antipsychotic medications to chronically mentally ill is allowed; however,
continuous use in Alzheimer's patients will require persistent monitoring and consideration of
dose reductions.
Neuroleptic dose reductions should be considered for ASYMPTOMATIC dementia patients
every six months. Patients with active target symptoms, e.g., hallucinations, delusions or
dangerous behavior, do not require dose reductions but do require documentation of ongoing
symptoms. Patients with schizophrenia should not have dose reductions if they have a history of
relapse in the last several years or have persistent psychotic symptoms. Psychiatric symptoms
increase in many (40%) patients with serious mental illness during dose reduction. A dose
reduction plan should include a multi-disciplinary approach that incorporates observations by
medical staff, nursing service, social worker, and recreational therapists. These observations can
be condensed into a simple note that can be acknowledged by the physician.
Neuroleptic dose reductions should proceed in an orderly fashion with frequent monitoring of
symptoms. Federal guidelines do not specify the amount of medication reduction or frequency
of dose adjustments. Physicians can reduce the total 24-hour dosage by 10% per month until the
dose is too small for this increment. Patients on small doses, e.g., 5mg of olanzapine, can receive
every-other-day dosing to achieve slower reduction, e.g., Monday-2.5! Tuesday-5.0
! Wednesday-2.5 dosing, as the half-life is long (20-70 hrs). Dose adjustments can be
accelerated if patient has significant side effects from neuroleptics. When psychotic or
behavioral symptoms begin to re-emerge, the drug tapering should stop. The dose can be
increased in similar increments to alleviate symptoms. Few patients have serious symptomatic
relapse if the 10% per month rule is used and the patient's clinical symptoms are monitored.
Some patients may begin to manifest symptoms several months after discontinuation.
Psychotropic medications are stored in body fat and linger in the patient for weeks or months.
The occurrence of significant medication side effects may require rapid dose reduction or
medication discontinuation (See Pages 16-22). Neuroleptic-induced side effects can be
managed by switching neuroleptics or adding medication to reverse the side effect; for example,
patients who develop muscular stiffness, i.e., drug-induced parkinsonism, on Haldol or
risperidone can receive low doses of Cogentin (0.5-1.0 mg BID) to reverse the drug-induced
parkinsonism. Alternatively, the patient can be switched to another atypical medication like
olanzapine or quetiapine with less EPS. If the patient is receiving older medications, e.g.,
Haldol, physicians may choose to switch patients to newer, less toxic drugs, e.g., olanzapine,
Seroquel. A cross titration is the best method to accomplish this transition. The older
medication should be slowly tapered, while the new medication is incrementally increased into
the therapeutic range. The patient should not remain on two medications for prolonged periods,
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e.g., over six months. The dual dose adjustments can be ordered on a weekly basis and this timelimited use of two antipsychotics is not duplicate medications.
The dose reduction note should include (1) the target symptom, (2) the patient's clinical situation,
and (3) the dose reduction plan. Subsequent notes should document the progress of the patient's
dose reduction. When the reduction is halted, the note should describe the emerging symptom
and the intended plan of action.
Many nursing homes have consulting pharmacists who periodically review resident medications.
The consulting pharmacist should not routinely recommend dose reductions unless the consultant
understands the clinical circumstances of each patient. The recommendations of the consulting
pharmacist should be written in the resident’s record as the consultant shares legal responsibility
for the decision-making during the process of dose reductions. Inappropriate dose reductions can
lead to patient distress, hostile or combative behavior, staff or resident injury, and patient
hospitalization for behavioral emergencies. These decisions should be made on a case-by-case
basis rather than on a calendar system, i.e., everyone gets a dose reduction every six months.

SAMPLE NOTE FOR ANTIPSYCHOTIC PRESCRIPTION
CASE 1-. Example of minimal notes by M.D. – (1/2001)
Mr. Smith has dementia with hallucinations and he presently receives 4mg of Haldol a day for
threatening auditory hallucinations. Staff reports resident had no observed hallucinations for 8
months. Exam shows no evidence of hallucinations. We will lower dose by 0.5mg and reevaluate in one month.
Six monthly dose reductions later - (7/2001)
Mr. Jones has tolerated dose reductions to date. He receives 1mg Haldol; however, he is
beginning to respond to auditory hallucinations. Exam today shows increased hallucinations and
agitation. We will increase Haldol back to 1.5mg per day and observe for improvement. We
will consider attempting dose reduction in 6 months if patient is totally asymptomatic. We are
using Haldol to avoid sedation and orthostasis. Patient has few extrapyramidal side effects.
CASE 2 (2/2001): Ms. Smith is an 88-year old lady with Alzheimer's disease. She is admitted to
the nursing home on 2mg of risperidone per night. She is not psychotic but she will wander in
the daytime. Plan: Patient is reduced by 0.25mgm every month until risperidone is
discontinued.
Follow-up Note (8/2001): The patient continues to wander at the 6 month note but her mental
status is unchanged. Old medical records showed that Risperidone was started for post-operative
delirium and never discontinued. Recreational therapy is working with patient to prevent
boredom. For additional information about neuroleptic usage, please call 1-800-457-5679.
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Treatment of Anxiety
F329B pg 116

Guide to Surveyors – LTC Facilities

Prescription of anxiolytic/sedative drugs for the purpose other than sleep induction should
occur only when:
1. Other possible reasons for resident distress are excluded.
2. Maintenance or improvement of function is documented.
3. Daily use is less than four continuous months unless an attempt at gradual dose reduction
is unsuccessful and
4. Patient has diagnosis of: a) generalized anxiety disorder, b) organic mental syndrome
with special symptoms, c) panic disorder, or d) anxiety produced by other psychiatric
disorders, e.g., depression.
“A gradual dose should be attempted at least twice within one year before one can conclude
that a gradual dose reduction is clinically contraindicated”.

Anxiety is a common symptom in older adults and 13% of nursing home residents have
significant anxiety. Anxiety is common in persons with serious medical problems like heart
disease (35%), stroke (27%), diabetes (30%), and cancer (30%). The assessment of anxiety
should examine symptoms, frequency, duration, and precipitants of anxiety. Elderly patients
who complain of anxiety should have a careful evaluation to exclude medical causes such as
theophylline toxicity, hyperthyroidism, etc. Certain medications, e.g., steroids, stimulants,
bronchodilators, can produce anxiety. Anxiety occurs in 60% of depressed elders and depressive
anxiety is best alleviated with antidepressant medication. Dementia is another common cause of
anxiety. Cognitively intact patients with generalized anxiety disorders (GAD), benefit from longterm benzodiazepine use and guidelines allow GAD patients to receive these medications
without periodic dose reductions. The recorded clinical rational for this diagnosis that is
recorded in the medical record must meet DSM criteria. Benzodiazepines can also be used as
treatment for specific chronic neurological diseases such as seizures, spasms, and akathisia.
Many older residents develop anxiety in response to life stresses such as loss, concerns over
money, fears for health, or pure boredom. Psychological interventions are best employed for
stress-induced anxiety and this “talking” therapy can be provided by the local community mental
health center. Anxiety can be treated with non-benzodiazepine sedative, such as buspirone, with
intermediate half-life benzodiazepine, such as lorazepam (Ativan), for short periods of time.
Buspirone has few side effects and reduces anxiety in 60% of elders. The medication can begin
at 5mg TID and titrate to 20mg TID. Improvement occurs over several weeks or months.
Benzodiazepines should be used with great caution in brain-damaged individuals, such as poststroke, or dementia patients because these drugs cause delirium. Patients requiring more than six
weeks of sustained benzodiazepine therapy should be referred to a psychiatrist for further
evaluation. Meprobamate, barbiturates, and long half-life benzodiazepines, such as Librium,
Valium and Centrax, frequently produce delirium in the elderly and the prescription of these
medications triggers review by the nursing home surveyors.

TREATMENT OF ANXIETY
© Richard E. Powers, MD (2008) – Bureau of Geriatric Psychiatry/DETA

35

SECTION 7
The use of long-acting benzodiazepines is STRONGLY DISCOURAGED by federal survey
guidelines. Benzodiazepines with long half-lifes, e.g., 18 hours or greater, tend to accumulate in
the elderly patients and these elevated blood levels produce intoxication. Benzodiazepine usage
is associated with increased falls, increased gastroesophageal reflex, more confusion and
deterioration of ADL function in elderly patients. These drugs are particularly toxic in demented
patients. The OBRA guidelines require that skilled nursing facilities (SNF’s) attempt dose
reductions after four months of continuous benzodiazepine use unless the resident has a
diagnosis that allows continuous use, e.g., generalized anxiety disorder. A gradual dose
reduction is needed to avoid withdrawal or increased anxiety, e.g., weeks to months.
Excessively sedated patients should have a more rapid taper until alert, e.g., days to several
weeks. A second dose reduction should be attempted for patients who fail to tolerate the first
dose reduction.
Patients receiving long-term benzodiazepine therapy usually develop tolerance to the medication
and these individuals may develop symptoms of withdrawal during dose reduction. Aprazolam,
i.e., Xanax is particularly problematic for withdrawal symptoms. The treatment team must
decide between dose reduction or medication continuation. Patients who have terminal illness
with short life expectancy, e.g., less than 12 months, are best left on the medication with a note
that justifies the usage for palliative care. Elders with a long life expectancy, e.g., two to three
years, should be considered for gradual dose reduction. Benzodiazepine therapy is a legitimate
component to palliative care for patients with terminal disease and these medications are
commonly prescribed during the dying process. Careful use of benzodiazepines in conjunction
with narcotics for the dying patient may ease the distress of dying, while not hastening the
patient’s demise.
Benzodiazepine Dose Reductions
Benzodiazepine therapy is indicated for treatment of anxiety disorders that are disabling or
unresponsive to psychological and behavioral interventions. Medication should improve or
sustain function. Federal regulations require attempts at dose reduction following four
continuous months of therapy. Doses should be gradually tapered to avoid withdrawal
symptoms. Regulations outline recommended maximum benzodiazepine doses for elderly
patients (See Table 7-1). The prescription of doses that exceed OBRA recommendations require
physician documentation in the medical records to justify the higher levels.
The present OBRA guidelines mandate dose reductions for sedatives and hypnotics.
Antihistamines, such as Vistaril and Benadryl, can be discontinued without a taper and have no
antipsychotic or hypnotic effect. Patients receiving long-term, i.e., over 2 months,
benzodiazepine therapy, i.e., Xanax, Valium and Librium, should have dose reductions over
weeks or months, depending on the initial dosage by reducing doses 10% per month. The
symptoms of benzodiazepine withdrawal resemble alcohol withdrawal and are treated by reinstitutions of benzodiazepines. When necessary, maintenance dosing of benzodiazepines for an
elderly patient should be as low as possible, e.g., Ativan - .25mg tid or qid. Brief
benzodiazepine therapy (less than one month) can be tapered over several days to weeks.
Some elders are admitted to nursing homes with a multi-year history of benzodiazepine use and
demands by the family, as well as patient, for continuation of the medication. Residents who
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meet criteria for generalized anxiety disorder can continue on medications but all others should
be considered for a gradual dose reduction. A psychiatric consultation is often beneficial for
these residents to address possible issues of addiction. Family education about benzodiazepine
toxicity is helpful for caregivers who often minimize potential complication from these powerful
drugs.

Table 7-1
MEDICATION

MAXIMUM OBRA

USUAL DOSE

DOSE

RANGE

_ LIFE

_ LIFE
METABOLITE

Lorazepam

ATIVAN

2 mgm

0.5-2mgm

10-16 hrs

-----

Aprazolam

XANAX

0.75mgm

0.25-0.75mgm

12-15 hrs

-----

Diazepam

VALIUM

5mgm

2-5mgm

20-50 hrs

50-100 hrs

Chlorodiazopoxide

LIBRIUM

20mgm

10-50mgm

5-30 hrs

24-96 hrs

Oxazepam

SERAX

30mgm

10-30mgm

5-20 hrs

-----

Clonazepam

KLONOPIN

1.5mgm

0.5-1.5mgm

18-50 hrs

-----
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SECTION 8

Treatment of Insomnia
F329C pg 118

Guide to Surveyors – LTC Facilities

Sleep medication should be used only if:
1) Other explanation for insomnia are excluded,
2) Use of the drug results in maintenance for improvement of resident’s functional status,
3) Daily use is less than 10 continuous days unless attempts at gradual dose reduction.
For patients on long chronic hypnotic therapy, a gradual dose reduction should be attempted
at least twice within one year to confirm the need for continued treatment.
Sleep disturbance is reported in up to 40% of all elders and 90% of elderly patients residing in
nursing homes. Elderly patients frequently complain of inadequate sleep despite the fact that
they have slept for an adequate number of hours (6-8 hours). Insomnia, like every other medical
condition, should be evaluated prior to initiation of therapy. The basic sleep assessment should
exclude medical causes of sleep disturbance, such as excess theophylline, congestive heart
failure with nocturnal dyspnea, nocturnal angina, arthritic pain, or other physical explanations for
sleep disturbance. Elderly patients frequently develop sleep disorders, (sleep apnea), that require
assessment and specific interventions, e.g., CPAP. The evening and night shift staff can monitor
the sleeping patient to determine whether they have prolonged periods of apnea to determine the
need for referral to a sleep center for sleep studies, i.e., cessation of breathing for over 10
seconds.
Correction of sleep problems begins with improvement of sleep hygiene, such as avoidance of
caffeinated beverages, prolonged periods of lying in bed during daytime and excessive napping.
Bored patients will frequently nap in the daytime and the recreational therapist should program
activities to stimulate patients and maintain all individuals awake. Physical activity should be
programmed as appropriate, e.g., walking, stretching exercises, etc.
The clinician can begin by prescribing non-benzodiazepine medications, such as Zolpidem or
Zaleplon (5mgm hs every third night). A sedating antidepressant medication, like Desyrel (2550mg po qhs), can induce sleep and avoid tolerance. Antihistamines, such as Benadryl, Vistaril,
Atarax, etc, shorten sleep latency but these medications have minimal sustained hypnotic effect
and produce confusion in demented patients.
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Table 8-1

Sleeping Medications Not
Recommended for Elders
1. Diphenhydramine (benadryl)
2. Hydroxyzine (vistaril)
3. Chloral Hydrate (notec)
4. Barbiturates
5. Glutethamide (Doriden)
6. Meprobamate (Miltown)

7. Ethchlorvynol (Placidyl)
Short half-life benzodiazepines can be used when the medical evaluation is unremarkable and
non-benzodiazepine medications are inneffective. Most benzodiazepines lose their hypnotic
effect after approximately six weeks of nightly use. Episodic administration of short half-life
medications like Restoril (15 mgm hs every third night) can assist patients to sleep. Prescription
every third night lessens the likelihood of tolerance and increases the likelihood that medications
will continue to work after 2 or 3 months. The resident’s record should include clinical rationale
for prescription and a description of benefits from the medication. Long half-life
benzodiazepines, like Librium, Valium, and Dalmane, are not used for sleep since the half-life
exceeds 24 hours and blood levels will accumulate over time (SEE SECTION 6, Table 6-1).
Federal guidelines define the maximum hypnotic dose for patients and higher doses will require
additional physician documentation in the medical record. Specific drugs are considered
hazardous for elders (See Table 8-1). OBRA guidelines require dose reductions and justification
for extended use of sedative-hypnotics for sleep, i.e., over two weeks. The specific term of
"continuous usage” is included because occasional doses of short half-life benzodiazepines have
been demonstrated to be effective. OBRA guidelines prohibit the use of long-acting
benzodiazepines as a sedative-hypnotic because of long-term side effects. For example,

Dalmane has a half-life of 30 hours in the elderly and produces sedation throughout the
next day. These medications are toxic and ineffective for sleep. The federal guidelines for use
of sedative hypnotics, such as Zolpidem, is confusing and contradictory to the published
literature.
Alzheimer's patients frequently have disruption of sleep-wake cycle, i.e., sundowning. The
sundowning phenomenon may result from damage to the hypothalamus or brainstem and this
symptom is almost impossible to pharmacologically correct. These patients often nap in the
daytime and wander at night. All attempts should be made to keep patients active and awake
during the day-time hours. Heavy nocturnal sedation increases the risk for falls. Daytime
activities and nighttime snacks should be employed to eliminate common precipitants such as
boredom and hunger. Neuroleptic medications should not be prescribed for sleep because they
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lack a hypnotic effect. Specific antipsychotics, e.g., as Seroquel, may sedate patients and these
neuroleptics can be administered in the evening to improve chances of sleep in patients requiring
antipsychotic therapy. Patients can be sedated with a short half-life benzodiazepine like Ativan
0.5mgm for procedures or tests. These individuals should have fall precautions for 24 hours
following this medication.

Dose Reductions
Many nursing home residents are admitted with a history of long-term hypnotic usage and
patients are often resistive to dose reduction or medication discontinuation. These patients can
be switched from long half-life medication to short-acting medications and then tapered in dose
or frequency, e.g., from Dalmane to Restoril. Such reductions may require months, as these
patients are often benzodiazepine-dependent. A psychiatric consultation may be required to
manage addictive behavior.
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SECTION 5

Pharmacological Treatment of Depression in the Elderly
Nursing Home Resident
Depression is a biological brain disorder that is common in nursing home residents and occurs in
7-12% of all individuals over the age of 65. Specific groups have a greater risk of depression
including the seriously medically ill (20-40%), Parkinson’s disease (30-40%), post-stroke
patients (50%), and Alzheimer’s patients (30%). Treatment is effective in 70% to 90% of elderly
depressed patients with appropriate management. Untreated depression leads to higher medical
costs and higher risk of death or disability from cardiac or cerebrovascular disease. Appropriate
recognition and treatment of depression is monitored by nursing home surveyors. The first step
in proper treatment of depression is accurate diagnosis.
Recognition of depression in the elderly patient can be difficult. The differential diagnosis of
depression includes delirium, dementia, stroke and unrecognized medical problems. The
clinician should exclude medical mimics of depression including thyroid disorder, azotemia, and
medications that lower the patient’s mood. Drugs such as Aldomet and steroids can cause
elderly patients to appear depressed. Specific neurovegetative symptoms, to include sleep
disturbance, loss of appetite, lack of energy and loss of concentration, are usually present in
addition to lowered mood. Any patient with unexplained weight loss should be evaluated for
depression. Many depressed elderly patients have increased physical complaints, such as
persistent unexplained abdominal problems, severe arthritis, etc.; and depression should be
considered in any elderly patient who “constantly whines”. Depression is a common cause of
weight loss. Elderly depressed patients may become psychotic with hallucinations or negativistic
delusions, e.g., “I don’t have any clothing or food”. Psychotic symptoms usually improve with
neuroleptics. The new “atypical” antipsychotics are best for psychotic depression, as these
medications also stabilize mood. Antipsychotic medication can be tapered following resolution
of depressive episode and this reduction meets OBRA guidelines. Depressed elders may appear
demented and answer many questions with negativistic responses, e.g., “I don’t know or I can’t
do that task”. Some depressed elders become chronic complainers or screamers, e.g., “help me,
help me, I’m dying”. Patients manifesting depressive symptoms unrelated to medical causes
should undergo a trial of antidepressants. Two commonly utilized classes of medications include
selective serotonin reuptake inhibitors (SSRI’s) and tricyclic antidepressants.
Many seratonin reuptake inhibitors are available for the patients (See Table 5-2-- Important
Facts About Common Antidepressants Prescribed For Elders). The overall efficacy of most
antidepressant medications in the elderly is roughly equivalent; however, significant differences
exist in drug half-life, cost, and effect on the P450 system that metabolizes drugs. Physicians
should become familiar with two or three SSRI’s and utilize these medications in most patients.
The SSRI’s lack reliable blood levels that predict efficacy and dose titration is required for many
newer antidepressant medications, e.g., sertraline.
The ideal SSRI is: 1) a relatively inexpensive medication with, 2) a relatively short half life, 3)
that produces minimum side effects and 4) has minimum effect on the metabolism of other
cardiovascular drugs. The particular categories are displayed in Table 5-2-- Important Facts
About Common Antidepressants Prescribed For Elders. Clinicians can choose which
combination they feel most comfortable with.
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Many SSRI medications can alter the P450 system, a system of liver enzymes that metabolize a
broad range of medications including cardiovascular drugs. The addition of an SSRI may
significantly alter blood levels of antihypertensive and antiarrythmic medications that can
produce toxicity from either too little or too much medication. Consulting pharmacists should
provide guidance on potential drug-drug interactions as part of the consultative service.
Drug half-life is important for dosing schedule and titrations. Several SSRI’s require minimal
titration including Prozac, Paxil and Remeron. Other drugs such as Zoloft and Effexor require
careful upward adjustment of medication to assure desired therapeutic effect. Dosing ranges and
side effects are included in Table 5-2-- Important Facts About Common Antidepressants
Prescribed For Elders.
There are no injectable antidepressants for those patients unable to take oral medications. Prozac
has a liquid preparation that is injectable via PEG or NG tube -- a distinct advantage for this
medication. Many of the newer antidepressants are very expensive and patients are often unable
to afford these medications. Some nursing homes scrutinize pharmacy expenses and patients on
expensive combinations of antidepressants present financial burdens to long-term care facilities
using the PPS (Prospective Payment System).
The other SSRI’s associated side effects vary according to medication and dosing range. The
cardiovascular effects of SSRI’s are minimal and significantly less than tricyclic antidepressants
like nortriptyline. The SSRI’s medications may produce akathisia, a side effect commonly seen
in neuroleptics (See Page 22). The SSRI’s can be used in combinations with antipsychotics,
mood stabilizers and antianxiety medications. These medicines are also effective in patients
receiving anti-Alzheimer’s medications like Aricept, although paroxetine (Paxil) may increase
blood levels.
Conventional medical wisdom endorses the use of SSRI’s as a first line drug in the treatment of
depression in the elderly. The safety and efficacy of these medications has been demonstrated in
patients over the age of 65 as well as those with significant cardiovascular disease or individuals
with complicated medical problems such as COPD and cancer. These medications are effective
in lowering anxiety in patients with depression; however, they are not as effective for treating
chronic pain as the tricyclic antidepressants.
Nortriptyline (Pamelor) is the most effective tricyclic antidepressant with the least
anticholinergic side effects. Doses beginning from 30-50 mg per day can be used at bedtime to
assist sleep. Blood levels should be checked every week during dose titration with a target blood
level of 70-100. The antidepressant should be continued for six weeks to determine efficacy.
Avoid Elavil in the elderly since most patients over age 65 will become confused or delirious
from this medication. Patients with significant cardiac conduction problems may be at risk for
heart block with tricyclic antidepressants. Overall, therapeutic doses of Pamelor are well
tolerated by even the frail elderly patients since Pamelor does not disrupt sleep or appetite.
Multiple other classes of antidepressants are available. Monoamine oxidase inhibitors (MAOI’s)
are effective in elderly patients but these drugs have multiple toxicities that require careful
monitoring and prescription by a specialist. Patients who fail a six-week trial with one
antidepressant and then fail with a second antidepressant from a different class should be referred
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for evaluation to a geriatric psychiatrist or a general psychiatrist with experience in managing
elderly patients. Electroconvulsive therapy is indicated for treatment-resistant depression
because ninety percent of depressed patients over age 65 improve with appropriate therapy. The
use of multiple other antidepressants is discouraged due to high toxicity (See Table 5-1).
Depressed patients should not be allowed to seclude themselves in their room. Sensory
deprivation from social isolation worsens depression and accelerates cognitive loss. The nursing
and recreational staff should coordinate efforts to maintain the intellectual, physical and spiritual
vitality of depressed patients. Psychotherapy can be helpful for non-demented elders and pastors
should continue to visit these individuals.
Anxiety, a common symptom associated with depression, is often diminished when mood
symptoms improve. Treating anxiety with benzodiazepines (e.g., Xanax, Valuim) can be
hazardous in the elderly since all such drugs can cause confusion, delirium and falls. Long-term
benzodiazepine prescription for the elderly should be avoided except as a last resort. Patients
with severe therapy-resistant anxiety disorder should be referred to psychiatrist with geriatric
expertise for evaluation and further treatment. The community health center may provide
psychotherapy to cognitively intact residents with depression (See Pages 36-39).
Maintenance therapy with antidepressant medication is appropriate for up to two years following
the complete elimination of depressive symptoms. Patients with severe life-threatening
depression may remain on antidepressants for many years. Antidepressant medications are not
addictive but SSRI’s should be tapered over several months to prevent unpleasant rebound
symptoms. Patients receiving antidepressant medications should have a note every six months to
confirm the indications for the medication, side effects and long-term plans for discontinuation.
Federal guidelines do not require dose reduction for antidepressants but some medications are
discouraged for nursing home use, e.g., Elavil (See Table 5-1). These medications have high
toxicity and better alternatives are available.
Depression is a common disorder in the nursing home. Effective treatment will improve
symptoms, sustain function and maintain quality of life for residents.
5.1 Antidepressant Drugs Discouraged by
Surveyors
1.
2.
3.
4.
5.
6.
7.
8.

Amytriptyline – confusion
Imipramine – confusion
Doxepine – sedation
Trimipramine – confusion
Chlomipramine – medical complications
Isocarboxiazid – drug interaxtions, hypotension
Phenelzin – drug interactions, hypotension
Tranylcypromine – drug interactions,
hypotension
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Table 5-2. Antidepressant Medications for the Population with Dementia
Drug

Young Healthy/Adult
Daily Dose

Frail/Elderly Daily
Dose

Comments

1 st Generation (TCA ’s)
Nortriptyline

25-150mg

10-100mg

Therapeutic Level
50-150ng/ml

Fluoxetine

10-80mg

5-40mg

Generic Available.
May be activating

Paroxetine

10-60mg

5-30mg

Generic Available.
Anticholinergic

Sertraline

50-200mg

25-100mg

GI Side effects. Take
with food

Citalopram

20-60mg

10-20mg

Few significant drug
interactions

Escitalopram

10-30mg

5-20mg

Few significant drug
interactions

Fluvoxamine

50-300mg

25-200mg

Many drug
interactions

2 nd Generation (SSRI ’s

1 of 2

Table 5-2. Antidepressant Medications for the Population with Dementia
Drug

Young Healthy/Adult
Daily Dose

Frail/Elderly Daily
Dose

Comments

3 rd Generation ( SNRI ’s, Others)
Bupropion

75-450mg

75-300mg

Use Caution with
Seizure disorders

Mirtazapine

15-45mg

7.5-45mg

Weight gain. Sedate
at lower doses (<30)

Trazodone

50-300mg

25-150mg

Monitor Priapism and
Orthostasis

Venlafaxine

75-375mg

37.5-300mg

Monitor for
Hypertension

Duloxetine

40-60mg

20-40mg

Dual Re-uptake
Inhibitor, All doses

2 of 2
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SECTION 6
Overview for Use of Sedatives and Hypnotics in the Nursing Home
Patient
Tag F329A

pg115

Guide to Surveyors – LTC Facilities

1. Exclude other possible reasons for the resident’s distress.
2. Prescription results in maintenance of residence function
3. Daily use is less than four continuous months unless an attempt at gradual dose reduction is
unsuccessful.
4. Dose is within recommend guidelines unless justification is included.
Three broad classes of drugs, benzodiazepines, neuroleptics, and antihistamines are commonly
used to sedate patients in the nursing home. Sedatives should not be prescribed without specific
indications and target symptoms. Hypnotics are medications that induce restful sleep. Specific
terminology such as antianxiety hypnotics or sedative hypnotics is more accurate than vague
terms such as sedatives. Neuroleptics should not be used for sleep or anxiety without a
psychiatric consult. Antihistamines, e.g., Benadryl, Atarax, are over-the-counter sedative
medications used frequently by elders for sleep or anxiety. Antihistamines are not effective for
sleep or sedation, as these medications produce significant side effects, i.e., confusion, dry
mouth. The benzodiazepines are widely used by the elderly and most prescriptions treat anxiety
or sleep disturbance. Drugs like Librium, Xanax, Valium, Ativan, Klonopin, etc., alter the
gabanergic receptors in the brain. Their pharmacological effect is quite similar to alcohol, which
explains the use of benzodiazepines to treat alcohol withdrawal. The reported use of
benzodiazepines in the elderly ranges from 18% to 50% with some studies showing over 20% of
nursing home or ALF residents receiving these medications. Drugs with long half-life will
accumulate and elevated blood levels will produce sedation, confusion, and falls.
There are a few specific indications for continuous sustained benzodiazepine use in the elderly,
e.g., generalized anxiety disorder, panic disorder. Physicians should consider psychiatric
consultation for any elderly patient requiring benzodiazepines longer than 6 months.
Antihistamines should be avoided as a sedative/hypnotics in the elderly. Antihistamines have
multiple side effects and poor clinical specificity. Additional information on geriatric
psychopharmacology can be obtained from The Geriatric Dosage Handbook. This valuable text
can be purchased by calling Lexi-Comp Inc., at (330) 650-6506.
Table 6-1

CHARACTERISTICS OF COMMONLY USED SEDATIVE HYPNOTICS
Medication
Dalmane

OBRA
15mgm

STD Dose
15mgm

Elimination Half Life
72 Hours

Long Acting Metabolite
Yes

Centrax

----

10-15mgm

3 Hours

Yes

Doral
Restoril
Ambien

---15mgm
----

7.5mgm
7.5-15mgm
5mgm

25-41 Hours
10-20 Hours
1.5-4.5 Hours

Yes
NS
NS

Halcion

avoid

STD = Standard Clinical Dose

NS = No Significant Metabolite

OBRA = Maximum dose recommended by guidelines

Should not be used for more than 10 consecutive days
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Table 6 -2. Commonly Used Dosing Ranges of Benzodiazepines Anxiolytic Medications fo
the Adult Population with Dementia
Drug

Healthy/Adult
Daily Dose

Frail/Elderly
Daily Dose

r

Comments
(See PDR for further details)

Long-Acting (t1/2>24hrs)
Diazepam (Valium)

5-20mg

2-10mg

Very fast onset of action

Clonazepam (Klonopin)

0.5-4mg

0.25-2mg

No active metabolites

Chlordiazepoxide (Librium)

5-300mg

5-100mg

Useful treating alcohol withdrawal

Intermediate (t1/2=12 -24hrs)
Alprazolam (Xanax)

0.5-4mg

0.25-2mg

Fast onset of action

Temazepam (Restoril)

15-30mg

7.5-15mg

No active metabolites

Lorazepam (Ativan)

0.5-6mg

0.25-2mg

No active metabolites

Oxazepam (Serax)

15-60mg

7.5-30mg

No active metabolites

Short Acting (t1/2<12hrs)
Zolpidem (Ambien)

5-10mg

5mg

Only indicated for acute insomnia

Eszopiclone (Lunesta)

1-3mg

1-2mg

Indication for chronic insomnia

All benzodiazepine medications may be addictive and produce deli rium, falls or excessive sedation. These
medications are not recommended for persons with dementia.
psychopharmacology slides
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SECTION 9

Pharmacological Management for Aggression in the Nursing Home
Patient
The pharmacological management of aggression in the nursing home requires careful assessment
and methodical treatment to assure maximum safety for patients, nursing home residents and
staff. Aggressive symptoms can be verbal, physical or sexual. Severe physically and sexually
aggressive behavior may require immediate, intense therapy. The extensive differential
diagnosis for aggression in the elderly patient includes delirium, patient discomfort,
environmental over-stimulation, patient fear, depression, psychosis and loss of impulse control
produced by brain damage. The treatment team must first determine whether the aggression is
acute or chronic (See Decision Tree 9-1). For chronic aggression, staff must distinguish
intermittent versus continuous symptoms (See Decision Tree 9-2).
Numerous behavioral interventions benefit aggressive patients. Sometimes the treatment team
feels compelled to prescribe medications for residents who fail to respond to behavioral
management or exhibit dangerous aggression. Rapid sedation of the acutely aggressive dementia
patient can be achieved with IM or PO neuroleptics. Chronic aggressive behavior is sometimes
improved with antipsychotic medications, especially when the symptoms result from psychotic
beliefs. The patient who believes that he is being attacked, robbed, beaten, and stalked may
improve with typical or atypical antipsychotic medications. The newer atypical antipsychotic
medications have fewer side effects but these medications do not have injectable preparations.
Patients with significant depression or anxiety may become aggressive as a consequence of
altered mood. Anti-anxiety medications rarely improve long-term aggressive behavior and
sometimes worsen aggression through disinhibition or increasing confusion. Many demented
patients are unable to describe depressive mood and staff must assess behaviors like social
withdrawal, weight loss and crying. The depressed, aggressive patient should be treated with
appropriate antidepressant medication and alleviation of depressive symptoms may substantially
improve anxiety.
The resident with episodic, hostile behavior poses a unique challenge to the long-term care
treatment staff. This patient may become physically aggressive once or twice per week without
clear warning. These outbursts can sometime become very aggressive requiring interventions
by multiple staff and PRN medication. Some patients with intermittent aggression may not
respond to behavioral interventions. Anticonvulsant medications may help diminish this
episodic, impulsive, aggressive behavior. Valproic acid (Table 9-1) has been demonstrated to be
effective in aggressive elders when blood levels are titrated into the therapeutic range. The
standard initiation dose is 250 mg per day (e.g., 250 qhs) with gradual titration to a blood level of
60-100. Dosages can be increased by 250mg per week based on blood levels. The patient
should have sustained therapeutic blood level for 2 to 6 weeks prior to determining effectiveness
of the medications. Doses that produce blood levels over 100 are rarely helpful and frequently
produce complications such as falls. Blood counts should be monitored to avoid drops in platelet
counts.
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Carbemazapines (Table 9-1) can calm the impulsive dementia patient but this anticonvulsant is
slightly more sedating than Valproic acid. Blood counts and liver function studies should be
completed prior to initiation and Tegretol dosages can start at 100mg at bedtime. Tegretol has a
short half-life and split dosing helps sustain blood levels. Doses should be titrated in 100mg
increments to a blood level between 4 and 8. Blood counts should be monitored on a regular
basis to detect neutropenia. Tegretol has several significant side effects including sedation,
increased falls and suppression of bone marrow. Occasional patients become hyponatremic, e.g.,
sodium 120-130. Tegretol may alter metabolism of other cardiovascular medications and your
consulting pharmacist can advise your physician on these risks.
The newer anticonvulsants, e.g., gabapentine (Neurontin) (Table 9-1), are presently used for
some psychiatric problems. The efficacy and long-term complication rate from usage of the
medications awaits further studies in demented patients with behavioral problems.
Patients who respond to anticonvulsant agents should be treated for at least 6 months. Patients
who experience few side effects from psychotropic medications but demonstrate ongoing
behavior that concern the treatment team should continue for an additional 6 months prior to
dose tapering. Many patients become hostile or combative as a part of delirium and these
individuals should be considered for dose reduction at 6 months unless the patient has repeated
bouts of delirium. Patients who have re-occurring symptoms following dose reduction should
have an additional year of sustained therapy prior to repeat dose discontinuation. The rationale
for continued therapy must be documented in the record for medicolegal reasons and these notes
prevent problems with nursing home surveyors. Many hostile, impulsive behaviors decline as
the patient’s dementia progresses.
Few dementia patients with sexually aggressive behavior are expressing erotic drives. Most
aggressive touching or disrobing behavior will not result in sexual intercourse. Some demented
patients will climb into bed with other residents but this does not result from sexual desires.
Much “sexual” behavior is similar to activities exhibited by a 16-month old child, i.e., disrobing,
touching, self-fondling. Few demented patients are capable of completing a sexual act. Sexually
aggressive behavior is treatable like other forms of aggressive behavior. Hormonal therapy, i.e.,
chemical castration, has numerous potential medical complications and minimal proven clinical
efficacy.
Aggressive patients who fail to respond to several medications should be referred to a geriatric
psychiatry inpatient unit for proper evaluation and psychotropic medication titration. Difficult
patients who require complex psychopharmacology such as combinations of antipsychotics,
mood stabilizers, or use of toxic medications such as lithium, are better managed by an inpatient
geriatric psychiatry unit. A typical geriatric psychiatry inpatient unit has a board certified
geriatric psychiatrist as the director and geriatric mental health professionals who manage the
patients. These units have specialized services with highly trained professionals who provide
detailed assessments and avoid over-sedation or restraints.
A very small number of persistently aggressive patients require substantial sedation to assure
individual’s safety. These patients constitute a small fraction of all elderly patients with
neuropsychiatric disabilities and such individuals are usually seriously, persistently mentally ill
with a long history of severe aggressive behavior.
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Management of aggression requires a careful clinical assessment, behavioral interventions and
the sequential use of psychotropic medications. Most aggressive behavior can be managed by a
combination of behavioral interventions and psychopharmacology. Treatment-resistant patients
should be referred to geriatric psychiatry inpatient units.
Table 9-1

Common Anticonvulsants Prescribed for Aggressive Behavior in Dementia+
MEDICATION

DOSE RANGE

_ LIFE*

BLOOD LEVEL

EFFECTIVENESS

Carbamazepine
(Tegretol)

200-TTL

12-17hrs

4-8

Good

Valproic Acid
(Depakoate)

500-TTL

8-17hrs

50-100

Good

Gabapentine
(Neurontin)

900-1800

5-7hrs

0

Unclear

TTL = Titrate to Therapeutic Level
* = With normal hepatic/renal function
+ = No anticonvulsant is presently FDA approved for aggression in dementia although these
medications are widely reported in medical literature as effective.

Table 9-3. Common Dosing Ranges of Injectable Medications for Acute Agitation or
Assaultiveness in the Adult Patient with Dementia
(Dosing Range in Milligrams)

MEDICATION
Haldol (haloperidol)1
Zyprexa (olanzapine)2
Geodon (ziprasidone)3
1

FRAIL or OLD
(mg)
0.5 to 2.5
2.5 to 5
5 to 10

HEALTHY (mg)
1 to 5
2.5 to 10
10 to 20

CAUTION
See PDR
Acute EPS
Hypotension
Cardiac Toxicity

May give Haldol every two hours for a total of four doses in 24 hours. 2 May give a total of three doses of
Zyprexa per 24 hours. Second dose may follow first dose by 2 hours and the third dose may be administered four
hours after the second. 3 May repeat Geodon once in 2 to 4 hours for a total of two doses in 24 hours.

These values are suggested guidance. Each patient should be individually assessed and dosing adjusted to that
individual’s clinical circumstances. Consult a child psychiatrist for treatment of children and adolescents. See PDR
for complete information (24).
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Pharmacological Treatment of Alzheimer’s Disease
The causes of Alzheimer's disease are unknown and there are no specific treatments that prevent
the death of brain cells or reverse the degenerative process. The future therapeutic strategies for
Alzheimer’s disease will resemble the present strategy for complex diseases like HIV infection
or cancer, i.e., multiple medications with different pharmacological effects that combine to slow
disease progression. Available therapies now slow the disease's onset, or progression, and
maximize function of existing neurons. Many dementia patients are candidates for
pharmacological therapy but families must understand the limitations of available treatments.
The two types of dementia therapy include: 1) preventive, and 2) maintenance.

Prevention of Dementia
Prevention is the first step in the medical treatment of Alzheimer's disease. Specific preventive
interventions are difficult to assess because clinical tests are not available to identify
asymptomatic individuals who will develop Alzheimer's disease. Three broad categories of
preventive medical therapies are available: 1) estrogen for women, 2) non-steroidal antiinflammatory medications, and 3) antioxidants, e.g., Vitamin E. Each has potential, minor
benefits in slowing the onset or progression of symptoms but none will stop the disease.
a) Estrogen therapy:
Women who receive estrogen replacements after menopause may have lower rates of
Alzheimer's disease and slower rates of intellectual loss when compared to women who receive
no hormone replacement. Estrogen therapy for women is helpful in preventing osteoporosis,
heart disease, and possibly dementia. The use of estrogen in post-menopausal women may
increase the likelihood for breast cancer and surgical removal of the uterus for abnormal bleeding
or uterine malignancy. Women with a strong family history for Alzheimer's disease should
discuss the benefits versus the risks of estrogen replacements with a physician who understands
the use of this medication and its role in preventing age-related complications in the brain, bone
and heart.
b) Antiflammatory Medications:
Patients who receive continuous doses of non-steroidal anti-inflammatories (NSAIDS), such as
ibuprofen, may have lower rates of dementia and slower rates of cognitive decline than
individuals who do not receive this medication. Although inflammation is not a major part of
Alzheimer's disease, an inflammatory response is part of the brain damage. Non-steroidal antiinflammatories produce significant gastrointestinal complications. Patients are not encouraged
to take non-steroidal anti-inflammatories unless they are indicated for some other disease such as
arthritis. Newer anti-inflammatory medications, termed Cox-2 inhibitors, are presently under
study. These new anti-inflammatory medications have fewer side effects than NSAIDS.
c) Free Radical Scavengers:
Antioxidant medications are substances that absorb super charged particles, i.e., free radicals, in
the brain or retard the production of these harmful substances. A wide range of normal occurring
substances and pharmacological agents will reduce free radical production in the brain.
Individuals with high levels of antioxidant substances such as beta carotene have less intellectual
decline with aging. High doses of vitamin E, i.e., 1,000-2,000 units per day, may slow the onset
of Alzheimer's disease and the progression of intellectual loss. Other substances also have free
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radical protection including vitamin C and the medication, selegiline. Vitamin E is the most
widely discussed free radical scavenger and substantial doses are required for protective effect.
The long-term consequences of high doses of Vitamin E are not understood and the duration of
brain protection is unknown. Patients at high risk for developing dementia, e.g., individuals over
the age of 65 with family histories of Alzheimer's disease, may consider long-term use of
vitamin E. Dementia experts neither encourage nor discourage the use of this vitamin. Gingko
biloba may also act by absorbing free radicals although other protective effects may occur with
this medication. Patients must take 120mg per day of gingko in order to achieve the beneficial
effect reported in the literature. The duration of this effect is unclear and the mechanism of
action for this medication is unknown. Patients at high risk for developing dementia may choose
to take 40mg of ginkgo three times per day to prevent onset of disease. The long-term side effect
of gingko in elderly individuals is unknown although this medicine has been widely used in
Europe for many decades without clear long-term, serious side effects.
d) Antidepressants:
Elders with persistent depression are at higher risk for developing dementia. Untreated
depression produces cognitive loss and functional decline in older patients. Depressed elders
should be aggressively treated for depression to minimize physical and intellectual complications
from a disease that usually responds to antidepressant medications.

Pharmacological Treatment of Alzheimer’s Disease
Although many chemical transmitter systems are altered in Alzheimer's disease, the cholinergic
neurons, i.e, cells that produce acetylcholine in the base of the brain (Nucleus Basalis of
Meynert), are damaged early and most severely. Cholinergic cell loss produces a selective and
rapid cholinergic deficiency in brain synapses, i.e., specialized connections between neurons.
There are four potential ways to increase the amount of acetylcholine in the synapse: 1) increase
the amount of acetylcholine produced by the neuron, 2) increase the efficiency of release of
acetylcholine into the synapse, 3) prevent the degradation of acetylcholine when the molecule
lands on the specific receptor, or 4) directly stimulate the cholinergic receptor. The acetylcholine
molecule is degraded by an enzyme called acetylcholinesterase and most of the new medications
slow or inhibit this enzyme, hence the term "cholinesterase inhibitors”.
Multiple cholinesterase inhibitors are effective for Alzheimer’s disease, including
physostigmine, tacarine, donepazil, galantamine, and rivastigmine. Each of these medicines are
effective in slowing the progression of intellectual loss in Alzheimer's disease; however, the side
effect profile is different for each. Tacrine, i.e., Cognex, has been withdrawn because of liver
toxicity.
Accurate diagnosis is the first step in prescribing medications for Alzheimer's disease. Drugs
that increase acetylcholine are ONLY approved for Alzheimer's disease and these drugs may
cause complications in other types of dementia, e.g., vascular dementia. A thorough clinical
evaluation is essential to determine whether the patient is a candidate for treatment. These
medications are most effective for patients with MILD to MODERATE dementia, e.g., minimental scores above 15. Profoundly demented patients are rarely helped by these medications
which are expensive and have side effects. Only a specialist, i.e., neurologist or geriatrician,
should determine whether a profoundly demented patient, i.e., MMSE below 10, would benefit
from this therapy.
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Following a thorough diagnostic evaluation to confirm the probability of Alzheimer disease,
patients are selected for treatment based on the severity of cognitive impairment. Patients who
score 15 or above on a mini-mental status exam are candidates for treatment. Patients with minimentals scores between 10 and 15 are potential candidates based on individual clinical
characteristics. Patients with mini-mentals below 10 are poor candidates for treatment with
Alzheimer's' medications despite reports of benefit for few profoundly demented individuals.
Early treatment of Alzheimer’s disease provides the most benefit for the patient. Individuals
with subtle, mild dementia, e.g., MMSE = 22 to 25, probably derive the most benefit from these
medications. Detection of this subtle cognitive loss frequently requires testing with a screening
instrument, e.g., mini-mental status exam.
Although the benefit of cholinergic medications is difficult to measure because these drugs will
not reverse intellectual loss, these medications will slow the progression of the disease and
lengthen the time that a patient maintains important skills like toileting, bathing, or self-feeding.
Treated patients may remain at home for up to two additional years in comparison to untreated
patients; however, not all patients respond to these medications. Patients need several months of
cholinergic medication to determine whether any stabilization occurs. Prescription guidelines
and side effect profile are included in Table 10-1. The patient should receive continuous
treatment with adequate doses for three to six months to determine efficacy. Therapy should be
continued at the end of six months if the patient seems slightly improved or stabilized. Although
cholinergic drugs may slightly improve some behavioral problems, these medications are not the
primary therapy for abnormal behavior. All available medications have comparable efficacy in
Alzheimer’s disease despite subtle pharmacological differences. Patients who are stabilized on
one cholinesterase should remain on that medication unless side effects occur. Abrupt
discontinuation of cholinergic agents should be avoided in patients who have received long-term
therapy. Abrupt discontinuation of cholinesterase inhibitors can precipitate a marked,
intellectual decline that may not reverse with reinstitution of the cholinesterase inhibitors.
Patients should continue on the cholinesterase inhibitors until there is no substantial intellectual
function to be preserved, i.e., profoundly demented. At that time, the medications can be
tapered. All patients receiving cholinesterase-inhibiting medication must have an initial minimental status examination and a follow-up study on an annual basis to assess change in cognitive
function.
Table 10-1
PRESCRIPTION OF CHOLINESTERASE INHIBITORS
FOR ALZHEIMER’S DISEASE
Medication

Initial Dose

Typical Effective
Dose

Maximum
Dose

GI Toxicity

Aricept

5mgm qd

5-10mgm

10mgm

Low

Exelon

1mgm BID

6-12mgm

12mgm

Moderate

Reminyl

4mgmBID

4-12mgm

16mgm

Low

Cholinesterase inhibitors have a range of side effects including: 1) profuse oral secretions, 2)
diarrhea and gastrointestinal complaints, and 3) tachycardia, i.e., rapid heart beat. There are no
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absolute contraindications to the use of cholinesterase inhibitors except proven hypersensitivity.
Patients with complicated neuropsychiatric symptomology, e.g., dementia with delusions or
dementia with depression, should have the psychiatric symptom treated first. For instance, a
demented patient with depression should have appropriate antidepressant therapy initiated and
the dose stabilized with documentation of improvement prior to initiation of cholinomimetic
agents.

Conclusion
Cholinergic agents can stabilize symptoms in patients with mild or moderate Alzheimer's
disease. Accurate diagnostic evaluation and careful patient selection are essential to successful
therapy. Demented patients rarely improve but progression is often slowed. Clinicians should
monitor for side effects and continue medications until most intellectual function is lost.
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Management Of Pain In Persons With Dementia
Pain is a common medical condition in older persons; especially residents in long term care
(LTC) settings. Pain is defined as a sensory and emotional experience associated with actual or
potential tissue damage. Chronic persistent pain occurs in 24% of LTC residents while only 29%
are free of all pain. Most, i.e., 74%, demented nursing home residents have some pain and the
majority, i.e., 70%, are untreated or under-treated. Pain can have multiple origins; however,
discomfort produced by musculoskeletal disease is the most common problem in the older
person, e.g., arthritis 42%, bone fracture 12%. Untreated or under-treated pain can produce
significant suffering as well as agitation and behavioral problems in persons with dementia.
Regular administration of acetaminophen can reduce agitation in more than one-half of agitated,
demented patients with pain. Assessment and management of pain is an important responsibility
of any clinical management team. Dementia patients are less likely to receive analgesics despite
the fact that they experience suffering equal to cognitively intact individuals.
Neuroanatomy of Chronic Pain
The therapy for pain should target each level within the nervous system that produces the
noxious sensory stimulus. The brain perceives pain via a complex series of emotional and
intellectual responses to pathways that begin at the level of the pain-sensing organ and end with
our interpretation of the sensory stimulus (See Table 11-3). Pain sensors are located throughout
the skin, joints, bones, and organs within the body. The pain associated with a burn, bruise, or
broken bone is perceived through specialized nerve endings in each tissue. The sensory nerve
impulse is transmitted to the spinal cord via peripheral nerves. The spinal cord receives the raw
information and transmits the sensation to a relay station in the base of the brain termed the
thalamus where the information is organized. The thalamic neurons then relay the organized
information to the brain region that integrates sensory information called the parietal lobe. The
parietal lobe recruits limbic systems to judge the level of distress and develop an emotional
response to this discomfort, e.g., temporal and frontal lobes. Malfunction at any level in the pain
circuit can produce misinterpretation of painful or noxious stimuli. Visceral sensations from
bladder, bowel, stomach, gallbladder, etc. are transmitted to a distinct brain region buried
beneath the temporal lobe called the insular cortex. Alzheimer’s disease does not damage
sensory pathways from the body and internal organs; however, brain regions that interpret these
messages are altered by the disease. Stimulation or damage at each sensory processing level can
produce specific pain syndromes that require distinct therapeutic interventions. The
interpretation of pain in dementia patients is complicated because they misidentify, underrecognize, over report, or ignore painful stimuli due to damaged cortical centers that integrate
sensory information, i.e., parietal lobe, insular cortex. The normal intellectual expressions of
pain such as verbal complaints or help-seeking is replaced by agitation, hostility, and aggression.

Pain Assessment in Dementia
The assessment of pain in the demented patient requires a review of medical records to
determine the timing and sequence of the painful experience as well as a careful physical
examination. Demented patients require a mental status examination to determine their ability to
interpret pain, or ask for medication, as well as exclude depression or anxiety that might
intensify the painful sensation. Chronic pain can produce depression and many patients
experience less discomfort when treated with antidepressants. Tricylic antidepressants like
Management Of Pain In Persons With Dementia
© Richard E. Powers, MD (2008) – Bureau of Geriatric Psychiatry

53

SECTION 11
Elavil are helpful in younger patients but this medication causes severe confusion in demented
patients. Other TCAs with fewer side effects, e.g., desipramine, nortriptyline, are as effective as
Elavil at equivalent doses.
Recognition of pain in demented patients usually requires direct observation as these individuals
frequently suffer from receptive and expressive aphasia. Tense body language, sad facial
expressions, fidgetiness, loud perseverative verbal outbursts and immobilization of specific body
parts may indicate pain. Facial expressions that include clenched teeth, widely opened eyes, or
tightly shut eyes may suggest the patient is experiencing significant pain. Distress or agitation
during attempts at repositioning, transfer, or ambulation may indicate unrecognized arthritic or
orthopedic pain. Episodic pain with secondary diaphoresis may indicate angina. Some verbal
outbursts may result from chronic, untreated or undertreated pain. The frequency and intensity
of these pain symptoms must be documented in the record. Pain charts are often helpful.

Management of Acute and Chronic Pain in Dementia
The first step in pain management is assessment of the discomfort. Acute pain syndromes
commonly follow injuries, surgical procedures, etc. and require standard analgesic or narcotic
management. Acute pain syndromes are expected to last for brief periods of time, i.e., less than
six months. Pain that persists for over six months is termed chronic pain. Chronic nonmalignant pain requires a more complex strategy to minimize the use of narcotics and maximize
non-pharmacological interventions. Acute pain rarely produces other long-term psychological
problems, such as depression, although acute discomfort will produce distress manifested by
acute anxiety or agitation in the demented patient. Mildly demented patients can become
agitated or anxious with pain because they rapidly forget explanations or reassurances provided
by staff. Amnestic individuals may forget to ask for PRN non-narcotic analgesics such as
acetaminophen and these patients need regularly scheduled medications. Disoriented patients do
not realize they are in a health care facility and aphasic patients may not comprehend the staff’s
inquiry about pain symptoms.
The symptoms of pain expressed by patients with moderate to severe dementia include anxiety,
agitation, screaming, hostility, wandering, aggression, failure to eat, and failure to get out of bed.
A small number of demented individuals with serious injury may not complain of pain, e.g., hip
fractures, ruptured appendix, etc. Assessment of pain in the demented patient requires verbal
questioning and direct observation to assess for behaviors that suggest pain. Standardized pain
assessment scales should be used for all patients; however, these clinical instruments may not be
valid in persons with dementia or psychosis. The past medical history may be valuable in
assessing the demented resident. Individuals with chronic pain prior to the onset of dementia
usually experience similar pain when demented, e.g., compression fractures, angina, neuropathy,
etc. These individuals can be monitored carefully and non-narcotic pain medication can be
prescribed as indicated, e.g., acetaminophen on a regular basis, anticonvulsants for neuropathy.
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Management of Chronic Pain
The management of pain in any person requires careful consideration about the contribution of
each component of the pain circuit to the painful stimulus (See Table 11-3). Neuropathic pain is
produced by dysfunction of the nerve or sensory organ that perceives and transmits noxious
stimulus to the level of the spinal cord. Radicular pain, i.e., pain occurring in a specific nerve
pattern, is more consistent with dysfunction of a specific nerve, e.g., sciatica that radiates down
the back of the leg. Persons with serious back disease may have herniated discs that compress
specific nerve roots. This pain is often positional and produces spasms of the musculature in the
back.
Damage to the spinal cord can produce chronic, neuropathic or non-localizing pain. This
discomfort is commonly seen in persons with traumatic back injures. Strokes in the thalamus can
produce a chronic pain syndrome called thalamic pain by misinforming the brain that a painful
stimulus has been received.
The brain interprets pain in a highly organized systematic pattern. Discrete brain regions
interpret and translate painful stimuli from specific body regions, e.g., arm, leg, etc., misfire in
that discrete brain region will misinform the person that pain or discomfort is being experienced
in that limb or part of the trunk. A person who loses a limb from trauma or amputation may
continue to experience painful sensations in the distributions for that limb termed phantom limb
pain.
Management of chronic pain involves three elements (1) physical interventions, (2)
psychological interventions, (3) pharmacological interventions. Physical interventions include
basic physiotherapy that incorporates warm or cool compresses, massage, repositioning,
electrical stimulation and many other treatments. Dementia patients need constant reminders to
comply with physical treatments e.g., using compresses, sustaining proper positioning, etc., and
many do not cooperate with some interventions, like nerve stimulators or acupuncture. Physical
interventions are particularly helpful in older persons with musculoskeletal pain regardless of
cognitive status. Psychological interventions usually require intact cognitive function e.g.,
relaxation therapy, self-hypnosis, etc. Demented patients generally lack the capacity to utilize
psychological interventions; however, management teams should provide emotional support to
validate the patient’s suffering associated with pain. Demented patients may experience more
suffering from pain than intellectually intact individuals because they lack the capacity to
understand the cause of their discomfort. Fear, anxiety, and depression frequently intensify pain.
Pharmacological management begins with the least toxic medications and follows a slow
progressive titration until pain symptoms are controlled. Clinicians must distinguish between
analgesia and euphoria. Some medications that appear to have an analgesic or pain relieving
effect actually have an euphoric effect, which diminishes the patients’ concern about perceived
pain. The goal of pain management is to remove the suffering associated with the painful
stimulus rather than making the patient euphoric or high to the point where they no longer care
whether they experience pain. Euphoria-producing medications can cause confusion, irritability,
and behavioral lability in patients with dementia. Narcotic addiction is not a common concern in
dementia patients as these individuals have a limited life expectancy and rarely demonstrate
drug-seeking behaviors.
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Pharmacological interventions always begin with the least toxic, i.e., least confusing,
medications. A regular dose of acetaminophen up to 4 grams per day will substantially diminish
most pain and improve quality of life. Clinical studies show that regular Tylenol reduced
agitation in over half the treated patients. Chronic arthritic pain with inflammation of the joints
may also respond to non-steroidal anti-inflammatories (NSAIDS) or Cox-2 inhibitors. The
gastrointestinal toxicity associated with NSAIDS is greater than that of Cox 2 inhibitor
medications. Patients who fail to respond to non-narcotic analgesics should receive narcotic-like
medications, i.e., tramadol. Patients who fail to respond to maximum doses of tramadol, i.e., 300
mgs per day, may require narcotic medications.
Calcitonin is effective in some chronic pain associated with osteoporosis and fractures.
Osteoporotic fractures are common painful complications of aging and produce significant
distress in demented and non-demented individuals. Studies demonstrated that 50 to 100 units of
nasal calcitonin would substantially reduce discomfort associated with fractures. Calcitonin
suppositories were also effective for treatment of long-term bone related pain.

OPIATE MANAGEMENT OF THE DEMENTED RESIDENT
The prescription of opiates for dementia patients requires attention to the need to relieve distress
caused by pain and the potential for medication toxicity. The World Health Organization has
proposed a three-step analgesic ladder for use in pain caused by cancer, which may be a useful
guide in patients with dementia, as well. Pain treatment starts with non-narcotic medications,
and moves up the ladder as indicated by patient response and tolerability of therapies. At any
step in the ladder, co-prescription of non-opiate analgesics (acetaminophen, NSAIDS, COX-2
inhibitors), as tolerated, can provide synergistic relief and reduce the doses of opiate necessary
for good pain control.
The choice of specific opiate compounds depends on the situation. For intermittent pain, shortacting immediate release opiates may be sufficient (Step 2 on the WHO ladder). Many of these
are available in preparations combined with acetaminophen or an NSAID. Codeine preparations
provide a relatively mild analgesic effect, but can be as “constipating” as stronger narcotics.
Preparations containing meperidine, pentazocine, and propoxyphene can worsen confusion in
dementia patients and should generally be avoided in this population. Mixed agonist-antagonist
medications (e.g., butorphanol, nalbuphine, pentazocine) are problematic for use in this setting,
particularly if the patient has been exposed to other opiates. Hydrocodone, morphine, and
oxycodone preparations are preferred for pain requiring intermittent or short-term opiate
treatment.
Severe pain that is refractory to less aggressive measures can be treated with WHO Step 3 agents
such as fentanyl, hydromorphone, morphine, or oxycodone. Patients with persistent severe pain
require continuous dosing around-the-clock to avoid breakthrough pain. To avoid every 2 to 4
hour dosing around the clock, sustained release preparations are used once the patient’s 24-hour
dose need is determined using immediate-release preparations. Breakthrough (or rescue) doses
should also be provided as a PRN; a dose of an immediate-release preparation available every 24 hours PRN is ideal for breakthrough dosing. A breakthrough dose of 10% of the total 24-hour
sustained-release dose is a good rule of thumb. If more than one or two breakthrough doses are
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needed on a regular basis, the sustained-release dose should be adjusted. The goal of opiate
therapy for severe pain is to control as much of the pain as possible with the sustained-release
medication. Common side effects of opiate therapy include constipation, dry mouth, nausea, and
sedation. Constipation is sufficiently common in elderly patients with dementia and prophylactic
treatment (e.g., stool softeners) is indicated when opiate therapy is initiated. Bowel function
should be closely monitored while on opiate therapy to avoid impaction that may produce
agitation or diminished oral intake.
Chronic analgesic therapy should be continued in severely demented patients unless reevaluation shows resolution of pain. Severely aphasic patients must be carefully observed for
non-verbal expression of pain after discontinuation of medication. A slow taper off opiates is
indicated to avoid withdrawal symptoms in tolerant patients and to allow monitoring for reemergence of pain.
Dose conversion tables (examples attached) can be used to convert from one opiate to another (if
the first agent is poorly tolerated) or to calculate an appropriate breakthrough dose of an
immediate-release preparation for sustained-release agents without an immediate-release form
(e.g., fentanyl).
In 1986, the World Health Organization (WHO) developed a 3-step conceptual model to guide
the management of cancer pain. It provides a simple, well-tested approach for the rational
selection, administration, and titration of a myriad of analgesics. Today, there is worldwide
consensus favoring its use for the medical management of all pain associated with serious illness.
Table 11-1. WHO 3-Step Ladder
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Table 11-2

NARCOTIC DOSING RANGES AND EQUIVALENT DOSES
STANDARD GERIATRIC DOSE
ANALGESIC

DOSE RANGE (MG)

Codeine
Hydrocodone

EQUINANALGESIC DOSES OF OPIOID
ANALGESICS
ANALGESIC

15-60mgm PO q4-6hrs

ORAL/RECTAL
DOSE (MG)
100

Codeine

PARENTERAL
DOSE (MG)
60

2.5-5mgm PO q4-6hrs

15

Hydrocodone

-----

Hydromorphone

1-2mgm PO q4-6hrs

4

Hydromorphone

1.5

Oxycodone

2.5-5mgm PO q6hrs

10

Oxycodone

-----

Levorphanol

2-3mgm PO q12hrs

2

Levorphanol

1

Methadone

2.5mgm PO q8-12hrs

10

Methadone

5

Morphine

10-30mgm PO q4hrs

15

Morphine

5

Fentanyl

SEE PDR

------

Fentanyl

0.1

This table demonstrates routine dosing ranges and equivalent doses among the commonly prescribed narcotic.
Data from Geriatric Dosage Handbook.

Table 11-3

CORRELATING THE ANATOMY OF PAIN TO THERAPY

Neurological LevelGenerating PainSignalFunction
ofLevelClassic
Symptoms ofDysfunctionChange byDementia AD orOtherFir
The Pain System
in Dementia
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"
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"
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Neuropathic Pain
Neuropathic pain is produced by damage to spinal cord, peripheral nerves, and pain sensing
organs (Table 11-3). Neuropathic pain sends a message that the extremity is experiencing
discomfort in a diffuse pattern, e.g., a burning foot, a cold leg, painful soles of the feet, etc.
Neuropathic pain is extremely common in persons with diabetes, peripheral vascular disease, and
alcoholism. Patients with neuropathic pain frequently describe burning sensations, itching,
tingling or a vague discomfort. Some patients may have diminished sensation, i.e., hypoesthesia
or anesthesia of the extremity, and the loss of this protective mechansim can produce wounds
and ulcers. Neuropathic pain may respond to non-narcotic medication, i.e., acetaminophen;
however, anticonvulsants are often effective, including Tegretol and Neurontin. Patients with
neuropathic pain should receive therapeutic doses of the anticonvulsant for four to six weeks to
determine efficacy of the medication. Chronic neuropathic pain frequently produces depressive
symptoms in patients and treatment with antidepressants may also benefit these individuals.
TCA’s (but not SSRI’s) can also be helpful for neuropathic pain. Physical therapy may be
beneficial. Some patients describe intense discomfort with touching of the effected extremities
such as bed linens pressing on feet, etc., and staff should be sensitive to these specific needs.
Some pain is amenable to invasive procedures such as direct nerve blocks, transection of nerves,
etc. Facial pain may respond to deadening of the facial nerve.
Spinal cord pain, i.e., pain produced by spinal cord injury, is poorly localized, but may also
respond to anticonvulsants. Narcotic analgesics are not highly effective for spinal or neuropathic
pain. Consultation with neurosurgeons or interventional anethesiologists may be required to
control spinal pain effectively.

Thalamic Pain
The thalamus serves as a transfer station for pain information from the spinal cord to the cerebral
cortex. Damage or dysfunction of the thalamic relay station produces several pain syndromes
including diminished sensation in a specific body region that increases the likelihood of injury to
that region. However, some thalamic damage can produce a “thalamic pain syndrome” in which
the patient has persistent generalized discomfort over a body region. This syndrome is produced
by strokes and is difficult to treat but may respond to anticonvulsants. Narcotic analgesics are
usually less effective for thalamic pain syndromes.

Cortical Pain or Nociceptive Pain
Damage to the brain regions that receive and interpret cortical or nociceptive pain messages may
diminish recognition or cause misinterpretation of pain, i.e., parietal lobe. The interpretation and
response to noxious stimulus involves multiple brain regions. Localization of superficial pain,
e.g., a burn on the finger, is accomplished in the parietal lobe while localization of visceral pain
is accomplished in deeper cortical areas, e.g., the insular cortex. Demented patients may lack the
ability to localize and describe the features of pain producing agitation or hostility. Other
cortical circuits, i.e., the limbic system, add emotional reaction and distress to pain. Damage to
frontal lobes may produce apathy towards pain. Depression may amplify or mask suffering.
Treatment with antidepressants may diminish distress. Some patients perceive pain in an
amputated body part, e.g., a missing foot. The precise source and location for this phantom pain
is unclear, although, circuits in the cortex and thalamus play some role in generating phantom
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limb syndrome. Anticonvulsants often suppress this unpleasant sensation. Analgesics, e.g.,
narcotics are less beneficial for this kind of central phantom pain.
Nociceptive pain requires a complex mixture of physical, mental, and psychological
interventions. Geriatric doses of narcotic analgesics should be administered on a regular basis to
prevent highs and lows, i.e., peaks and troughs for narcotic control. Standard therapy begins
with regular, low doses of analgesics and slow titration to an effective dose. Demented patients
also experience common medication side effects, e.g., nausea, constipation.

CONCLUSION
The brain’s perception of pain can be affected by multiple clinical conditions. Persons with
dementia may lack the capacity to integrate sensory information and describe the type of
discomfort. Many “uncomfortable” sensory stimuli are partially suppressed by higher
intellectual centers in normal persons. Depression may amplify perceived discomfort. Depressed
persons often complain of multiple physical discomforts for which only mild noxious stimuli are
identified, i.e., “the all-over pain.” Many chronic pain patients describe symptom improvement
with antidepressant therapy.
There are multiple adverse consequences to poor pain management in persons with dementia.
Chronic pain produces apathy, weight loss, increased confusion, agitation, restlessness, and more
demand for nursing time. Agitated confused patients are at higher risks for falls and diminished
appetite. Some anxious patients receive medications like benzodiazepines that worsen confusion.
Patients who have two or more pain related diagnoses tend to have higher rates of aggression.
Demented patients in hospice care should receive sufficient quantities of narcotics and sedatives
to assure that all suffering is alleviated. Proper titration of medication can assure that patients
receive appropriate comfort care without posing a grave threat to the stability of the patient. The
combination of benzodiazepines and narcotics has been used in the later stage of hospice care
with success. Studies show that these individuals are not at risk for premature death, secondary
to combined pharmacotherapy. The combination of narcotics and benzodiazepines is generally
reserved for terminal pain and should be avoided in long term management of dementia patients
because of the serious risk for confusion and other side effects.
Pain management requires many techniques and medications. However, physicians in the longterm care setting should utilize basic management strategies prior to requesting a sub-specialty
consultation. Pain specialists can be helpful in managing chronic therapy-resistant pain.

The authors wish to thank Dr. John Shuster, MD
UAB Associate Professor, Psychiatry-M.D.
Psych.-Consultation and Liaison
e-mail: shuster@uab.edu
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LTC PROVIDERS’S MEDICATION ADVISORY FOR PATIENTS WITH DEMENTIA
REF
NO.

BRAND NAME

GENERIC NAME

SAFETY

DAILY DOSE
RANGE

FIRST GENERATION ANTIPSYCHOTIC MEDICATIONS
1.
Haldol
Haloperidol
C
.5-5mgm
2.
Mellaril
Thioridazine
C
10-400mgm
3.
Moban
Molindone
C
5-112.5mgm
4.
Prolixin
Fluphenazine
C
0.5-20mgm
5.
Stelazine
Trifluoperazine
C
2-40mgm
6.
Thorazine
Chlorpromazine
C
10-200mgm
SECOND GENERATION ANTIPSYCHOTIC MEDICATIONS
7.
Clozaril
Clozapine
R
12.5-450mgm
8.
Risperidone
Risperdal
C
0.25-2mgm
9.
Seroquel
Quetiapine
C
25-200mgm
10.
Geodon
Ziprasidone
C
20-80mgm
11.
Zyprexa
Olanzapine
C
2.5-10mgm
12.
Abilify
Aripiprazole
C
5-30mgm
ANTIDEPRESSANTS
13.
Celexa
Citalopram
S
10-40mgm
14.
Effexor
Venlafazine
S
37.5-225mgm
15.
Elavil
Amitriptyline
R/ASR
---16.
Nardil (MAOI)
Phenelzine (MAOI)
R
---17.
Norpramin
Desipramine
C
50-100mgm
18.
Pamelor
Nortriptyline
S
25-75mgm
19.
Lexapro
Escitalopram
S
5-20mgm
20.
Paxil
Paroxetine
S
10-40mgm
21.
Prozac
Fluoxetine
S
10-40mgm
22.
Remeron
Mirtazapine
S
7.5-45mgm
23.
Ritalin
Methylphenidate
C
2.5-20mgm
24.
Cymbalta
Duloxetine
S
20-60mgm
25.
Sinequan
Doxepin
C
10-75mgm
26.
Wellbutrin
Buproprion HCL
C
37.5-300mgm
27.
Zoloft
Sertraline
S
25-200mgm
28.
Emsam (MAOI)
Selegiline
R
6mg/24 hrs
transdermal
ANTIANXIETY MEDICATIONS
29.
Ativan
Lorazepam
C
0.5-2mgm
30.
BuSpar
Buspirone
S
5-60mgm
31.
Klonopin
Clonazepam
C
0.25-2mgm
32.
Librium
Chlordiazepoxide
A
5-20mgm
33.
Valium
Diazepam
R
2-10mgm
34.
Xanax
Alprazolam
A
0.25-0.75mgm
MOOD/BEHAVIOR STABILIZERS
35.
Depakene,depakote Valproic Acid
C
750-1500mgm
36.
Lamictal
Lamotrigine
A
25-200mgm
37.
Lithane, Lithobid
Lithium
A
150-600mgm
38.
Neurontin
Gabapentin
A
900-1800mgm
39.
Tegretol
Carbamazepine
A
200-800mgm
IMPORTANT SIDE EFFECTS

OBRA MAXIMUM
DOSE (mg)

CHECK AHQR
MPORTANT SIDE
EFFECTS

4
75
10
4
8
75

1,3, 15, 16
1,3,6,8, 15, 16
1,3, 15, 16
1,3, 15, 16
1,3, 15, 16
1,3,6,8, 15, 16

50
4
200
Not Established
10
10

(See PDR)
1,3,15, 16
1,8, 15, 16
8, 15, 16
1,10, 15, 16
1,3, 15, 16
1,5
1,5,7,11
(See PDR)
(See PDR)
1,6,11
1,6,7,8,11

----

1,6,11
4,11
1,2,4,5,8
2,4,8,12
1,11
1,6,7,8,11
4,9
1,4,5
See PDR

2
-1.5
20
5
.75

1,2,12,14
1
1,2,12,14
1,2,12,14
(See PDR)
1,2,11,12,14
1,5,10
1,5,13
1,5,10
1
1,5,10,11,13,14

1. CNS (Sedation/dizziness) 2. Mental status changes (confusion/agitation) 3. Movement disorders (stiffness, restlessness, tardive dyskinesia,
tremors) 4. Insomnia 5. GI disturbance (nausea/vomiting/diarrhea) 6. Anticholinergic (dry mouth, blurred vision, urinary retention) 7. Blood
pressure effects(lowered/raised) 8. Cardiac Effects (heart rate/rhythm) 9. Reduced seizure threshold 10. Special monitoring required
(blood/liver/kidney) 11. Important drug interactions 12. Psychological or physical dependence 13. Dermatological effects 14. Increased risk of falls
15. Black Box for increased risk of death in demented patients 16. metabolic syndrome
S=SAFE: Safe when used for specific indications in recommended doses and not interacting with other medicines.
C=CAUTION: Can be used but requires careful monitoring.
A=AVOID: Should be used by practitioner with expertise in geriatric psychopharmacology. R=RESTRICTIVE: Has potential for serious side
effects. Experts in dementia and geriatric psychopharmacology should use these drugs with great caution. ASR =SURVEYOR REVIEW: Medication
likely to produces a surveyor review.
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REF NO.

BRAND NAME

GENERIC NAME

SAFETY

DAILY DOSE
RANGE
5-10mgm
Withdrawn
5-10mgm
6-12mgm
4.6 to 9.5mgm
5-20mgm
4-16mgm

40.
Aricept
Donepezil
S
41.
Cognex
Tacrine
R
42.
Eldepryl
Selegiline
A
43.
Exelon
Rivastigmine
S
44.
Exelon Patch
Rivastigmine
S
45.
Namenda
Memantine
S
46.
Razedyne
Galantamine
S
OTHER MEDICATIONS FOR DEMENTIA
47.
Gingko Biloba
S
120mgm
48.
Vitamin E
Aquasol E, Tocopheral
S
100-1000U
49.
Omega 3
Lovaga
S
4grams
50.
Provigil
Modafinil
C
200-400mgm
SEDATIVE/SLEEP MEDICATIONS
51.
Ambien
Zolpidem,
S
5-10mgm
52.
Atarax, Vistaril
Hydroxyzine
R
---53.
Benadryl
Diphenhydramine
R
---54.
Lunesta
Eszopiclone
C
1-2mgm
55.
Desyrel
Trazadone
C
25-50mgm
56.
Restoril
Temazepam
C
7.5-15mgm
57.
Serax
Oxazepam
C
10-15mgm
58.
Sonata
Zaleplon
S
5-10mgm
59.
Doral
Quazepam
R
-60.
Rozerem
Ramelteon
S
8
Triazolam
61.
Halcion
R
0.125-0.25mgm
Barbiturates
62.
All Types
R/ASR
-Estazolam
63.
Prosom
C
0.5-2mgm
NARCOTIC PAIN RELIEVERS
64.
Codeine
Tylenol #3
S
1-2 tabs q6hrs
65.
Darvon
Propoxyphene
A
65mg tab q4-6hrs
66.
Demerol
Meperidine
R/ASR
50mg tab q4hrs
67.
Duragesic
Fentanyl
C
12-100mcg/hr
68.
Lortab 5/500
Hydrocodone/APAP
C
1 tab q6hrs
69.
Percodan
Oxycodone/Aspirin
C
1 tab q6hrs
70.
OxyContin
Oxycodone
C
10mg q12hrs
NON-NARCOTIC PAIN RELIEVERS
71.
Advil, Motrin
Ibuprofen
S
200-400mgm
72.
Aspirin
Salicylate
S
325-650mgm
73.
Celebrex
Celecoxib
C
100-200mgm
74.
Tylenol
Acetaminophen
S
325-650mgm
50mgm q 6hrs
75.
Ultram
Tramadol
C
APPETITE ENHANCERS
76.
Megace
Megestrol
S
400-800mgm
77.
Periactin
Cyproheptadine
R
---78.
Marinol
Dronabinol
R
2.5-5mgm
IMPORTANT SIDE EFFECTS

OBRA MAXIMUM
DOSE

---

IMPORTANT SIDE
EFFECTS
5
(See PDR)
4
5
5
--5
1,2,11

1,2,4
5
--0.5
15
15
5
-8
-----

1,2,12,14
(See PDR)
(See PDR)
1,7,11
1,2,12,14
1,2,12,14
1,2,12,14
See PDR
1,2
See PDR
See PDR
1,2
1,2,12,14
1,2,12,14
1,2,9,12,14
1,2,6,7,8
1,2,12,14
1,2,12,14
1,5,8
5
5
5
1,2
2
(See PDR)
1,2,6,7,8

1. CNS (Sedation/dizziness) 2. Mental status changes (confusion/agitation) 3. Movement disorders (stiffness, restlessness, tardive dyskinesia,
tremors) 4. Insomnia 5. GI disturbance (nausea/vomiting/diarrhea) 6. Anticholinergic (dry mouth, blurred vision, urinary retention) 7. Blood
pressure effects(lowered/raised) 8. Cardiac Effects (heart rate/rhythm) 9. Reduced seizure threshold 10. Special monitoring required
(blood/liver/kidney) 11. Important drug interactions 12. Psychological or physical dependence 13. Dermatological effects 14. Increased risk of
falls15. Black Box for increased risk of death in demented patients 16. metabolic syndrome
S=SAFE: Safe when used for specific indications in recommended doses and not interacting with other medicines.
C=CAUTION: Can be used but requires careful monitoring.
A=AVOID: Should be used by practitioner with expertise in geriatric psychopharmacology.
R=RESTRICTIVE: Has potential for serious side effects. Experts in dementia and geriatric psychopharmacology should use these drugs with great
caution.
ASR=SURVEYOR REVIEW: Medication likely to produces a surveyor review.
DOSE RECOMMENDATIONS MUST BE ADJUSTED FOR EACH PATIENT BASED ON THE PHYSICIAN’S CLINICAL JUDGEMENT.
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DIRECTORY OF PSYCHOACTIVE BRAND NAME DRUGS COMMONLY
PRESCRIBED FOR DEMENTIA PATIENTS (Alphabetized by Brand Name)
REF NO.
64.
48.
40.
65.
49.
29.
50.
30.
66.
13.
8.
58.
41.
59.
60.
35.
51.
52.
61.
14.
15.
42.
43.
46.
1.
44.
31.
36.
32.
37.
62.
16.
69.
2.
53.
3.

BRAND
Advil,
NAMEMotrin
Ambien
Aricept
Aspirin
Atarax,Vistaril
Ativan
Benadryl
BuSpar
Celebrex
Celexia
Clozaril
Codeine
Cognex
Darvon
Demerol
Depakene
Desyrel
Doriden
Duragesic
Effexor
Elavil
Eldepryl
Exelon
Gingko Biloba
Haldol
Hydergine
Klonopin
Lamictal
Librium
Lithane,
Lortab
Lithobid
Luvox
Megace
Mellaril
Meprobamate
Moban

GENERIC NAME
Ibuprofen
Zolpidem
Donepezil
Salicylate
Hydroxyzine
Lorazepam
Diphenhydramine
Buspirone
Celecoxib
Citalopram
Clozapine
Tylenol #3
Tacrine
Propoxyphene
Meperidine
Valproic Acid
Trazodone
Glutethiamide
Fentanyl
Venlafazine
Amitriptyline
Selegiline
Rivastigmine
Haloperidol
Ergoloid Mesylates
Clonazepam
Lamotrigine
Chlordiazepoxide
Lithium
Hydrocodone
Fluvoxamine
Megestrol
Thioridazine
Miltown
Molindone

REF NO.
17.
4.
38.
54.
18.
19.
20.
21.
63.
70.
5.
22.
23.
45.
9.
55.
24.
56.
10.
25.
26.
57.
6
39.
7.
67.
68.
33.
47.
27.
34.
11.
28.

BRAND NAME
Nardil (MAOI)
Navane
Neurontin
Noctec
Norpramin
Pamelor
Parnate (MAOI)
Paxil
Percodan
Periactin
Prolixin
Prozac
Remeron
Reminyl
Risperidone
Restoril
Ritalin
Serax
Seroquel
Serzone
Sinequan
Sonata
Stelazine
Tegretol
Thorazine
Tylenol
Ultram
Valium
Vitamin E
Wellbutrin
Xanax
Ziprasidone
Zoloft
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GENERIC NAME
Phenelzine (MAOI)
Thiothixene
Gabapentin
Chloral hydrate
Desipramine
Nortriptyline
Tranylcypromine (MAOI)
Paroxetine
Oxycodone
Cyproheptadine
Fluphenazine
Fluoxetine
Mirtazapine
Galantamine
Resperdal
Temazepam
Methylphenidate
Oxazepam
Quetiapine
Nefazodone
Doxepin
Zaleplon
Trifluoperazine
Carbamazepine
Chlorpromazine
Acetaminophen
Tramadol
Diazepam
Aquasol E, Tocopheral
Bupropion HCL
Alprazolam
Geodon
Sertraline

REFERENCE SHEET
S=SAFE:
Safe when used for specific indications in recommended doses and not
interacting with other medicines.

C=CAUTION:
Can be used but requires careful monitoring.

A=AVOID:
Should be used by practitioner with expertise in geriatric
psychopharmacology.

R=RESTRICTIVE:
Has potential for serious side effects. Experts in dementia and geriatric
psychopharmacology should use these drugs with great caution.

S/R-SURVEYOR REVIEW
Medication produces automatic surveyor review.

This is just a reference and you should check with your physician
before starting or stopping any medication.
Todd P. Semla, Judith L. Beizer, Martin D. Higbee; 2000-2001. Geriatric Dosage
Handbook, 5th edition.
Bureau of Geriatric Psychiatry, Alabama Department of Mental Health/Mental
Retardation.

© Richard E. Powers, MD (2008) – Bureau of Geriatric Psychiatry

10 COMMONLY PRESCRIBED TYPES OF MEDICATIONS THAT
CAUSE PSYCHIATRIC SYMPTOMS IN DEMENTIA PATIENTS
1. Steroids-

Irritability, confusion, depression or
euphoria

2. Aldomet-

Depression

3. Bronchodilators, e.g.,
Theophyline, albuterol-

Anxiety, irritability, sleep disturbance

4. Antimetics-

(e.g., compazine, phenergan), sedation

5. H2 Blockers-

(e.g., cimetidine, zantac, and ranitidine),
confusion

6. Gastric Motility Agents-

(e.g., reglan, propulsid), all neuroleptic
side effects

7. Inderal-

Depression, confusion, hallucinations

8. Antihistamines-

(e.g., benadryl), sedation and confusion

9. Lomotil-

Confusion

10. Narcotics

(All types), sedation and confusion

OVER-THE-COUNTER MEDICATIONS THAT CAUSE
PSYCHIATRIC SYMPTOMS IN DEMENTIA PATIENTS
1. Alcohol-

Confusion

2. Sleep Aids-

(e.g., benadryl), confusion

3. Cold Preparations-

Confusion

REMEMBER:
1. Many other non-psychiatric medications change patient behavior.
2. Many medications alter behavior when blood level exceeds therapeutic
range (e.g., digitalis).
3. Many non-psychiatric medications alter the blood levels of psychotropic
medications and change behavior (e.g., anticonvulsants).

© Richard E. Powers, MD (2008) – Bureau of Geriatric Psychiatry

1. What is the patient’s
neuropsychiatric diagnosis?
2. Did we consider behavioral
interventions?
3. What are the target symptoms
for the psychotropic
medication?
4. What are the expected side
effects?
5. What is the appropriate dosing
range for this patient?
6. How will this drug interact
with other medications, e.g.,
P450 system?

For more information or inquiries, call
the Dementia Education & Training
Program at

1-800-457-5679

© Richard E. Powers, MD (2008) – Bureau of Geriatric Psychiatry

1. Did the medication improve the target
symptoms?
2. Did we consider behavioral
interventions?
3. What are the side effects?
4. What are the potential drug-drug
interactions?
5. When appropriate, are we monitoring
blood levels?
6. Is the therapeutic improvement worth the
side effects?
7. Is the patient receiving other medications
that worsen psychiatric symptoms?
8. What is the plan for dose
reduction/discontinuation?
9. Does the class of medication match the
diagnosis and target symptoms? Can I
get equal improvement and fewer side
effects with a different preparation from
the same medication class?
10. Did I document these conclusions in the
chart?
For more information or inquiries, please call the
Dementia Education & Training Program at

1-800-457-5679
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DIRECTORY OF PSYCHOACTIVE BRAND NAME DRUGS COMMONLY
PRESCRIBED FOR DEMENTIA PATIENTS (Alphabetized by Brand Name)
REF NO.
64.
48.
40.
65.
49.
29.
50.
30.
66.
13.
8.
58.
41.
59.
60.
35.
51.
52.
61.
14.
15.
42.
43.
46.
1.
44.
31.
36.
32.
37.
62.
16.
69.
2.
53.
3.

BRAND
Advil,
NAMEMotrin
Ambien
Aricept
Aspirin
Atarax,Vistaril
Ativan
Benadryl
BuSpar
Celebrex
Celexia
Clozaril
Codeine
Cognex
Darvon
Demerol
Depakene
Desyrel
Doriden
Duragesic
Effexor
Elavil
Eldepryl
Exelon
Gingko Biloba
Haldol
Hydergine
Klonopin
Lamictal
Librium
Lithane,
Lortab
Lithobid
Luvox
Megace
Mellaril
Meprobamate
Moban

GENERIC NAME
Ibuprofen
Zolpidem
Donepezil
Salicylate
Hydroxyzine
Lorazepam
Diphenhydramine
Buspirone
Celecoxib
Citalopram
Clozapine
Tylenol #3
Tacrine
Propoxyphene
Meperidine
Valproic Acid
Trazodone
Glutethiamide
Fentanyl
Venlafazine
Amitriptyline
Selegiline
Rivastigmine
Haloperidol
Ergoloid Mesylates
Clonazepam
Lamotrigine
Chlordiazepoxide
Lithium
Hydrocodone
Fluvoxamine
Megestrol
Thioridazine
Miltown
Molindone

REF NO.
17.
4.
38.
54.
18.
19.
20.
21.
63.
70.
5.
22.
23.
45.
9.
55.
24.
56.
10.
25.
26.
57.
6
39.
7.
67.
68.
33.
47.
27.
34.
11.
28.

BRAND NAME
Nardil (MAOI)
Navane
Neurontin
Noctec
Norpramin
Pamelor
Parnate (MAOI)
Paxil
Percodan
Periactin
Prolixin
Prozac
Remeron
Reminyl
Risperidone
Restoril
Ritalin
Serax
Seroquel
Serzone
Sinequan
Sonata
Stelazine
Tegretol
Thorazine
Tylenol
Ultram
Valium
Vitamin E
Wellbutrin
Xanax
Ziprasidone
Zoloft
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GENERIC NAME
Phenelzine (MAOI)
Thiothixene
Gabapentin
Chloral hydrate
Desipramine
Nortriptyline
Tranylcypromine (MAOI)
Paroxetine
Oxycodone
Cyproheptadine
Fluphenazine
Fluoxetine
Mirtazapine
Galantamine
Resperdal
Temazepam
Methylphenidate
Oxazepam
Quetiapine
Nefazodone
Doxepin
Zaleplon
Trifluoperazine
Carbamazepine
Chlorpromazine
Acetaminophen
Tramadol
Diazepam
Aquasol E, Tocopheral
Bupropion HCL
Alprazolam
Geodon
Sertraline

65

REFERENCE SHEET
S=SAFE:
Safe when used for specific indications in recommended doses and not
interacting with other medicines.

C=CAUTION:
Can be used but requires careful monitoring.

A=AVOID:
Should be used by practitioner with expertise in geriatric
psychopharmacology.

R=RESTRICTIVE:
Has potential for serious side effects. Experts in dementia and geriatric
psychopharmacology should use these drugs with great caution.

S/R-SURVEYOR REVIEW
Medication produces automatic surveyor review.

This is just a reference and you should check with your physician
before starting or stopping any medication.
Todd P. Semla, Judith L. Beizer, Martin D. Higbee; 2000-2001. Geriatric Dosage
Handbook, 5th edition.
Bureau of Geriatric Psychiatry, Alabama Department of Mental Health/Mental
Retardation.
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10 COMMONLY PRESCRIBED TYPES OF MEDICATIONS THAT
CAUSE PSYCHIATRIC SYMPTOMS IN DEMENTIA PATIENTS
1. Steroids-

Irritability, confusion, depression or
euphoria

2. Aldomet-

Depression

3. Bronchodilators, e.g.,
Theophyline, albuterol-

Anxiety, irritability, sleep disturbance

4. Antimetics-

(e.g., compazine, phenergan), sedation

5. H2 Blockers-

(e.g., cimetidine, zantac, and ranitidine),
confusion

6. Gastric Motility Agents-

(e.g., reglan, propulsid), all neuroleptic
side effects

7. Inderal-

Depression, confusion, hallucinations

8. Antihistamines-

(e.g., benadryl), sedation and confusion

9. Lomotil-

Confusion

10. Narcotics

(All types), sedation and confusion

OVER-THE-COUNTER MEDICATIONS THAT CAUSE
PSYCHIATRIC SYMPTOMS IN DEMENTIA PATIENTS
1. Alcohol-

Confusion

2. Sleep Aids-

(e.g., benadryl), confusion

3. Cold Preparations-

Confusion

REMEMBER:
1. Many other non-psychiatric medications change patient behavior.
2. Many medications alter behavior when blood level exceeds therapeutic
range (e.g., digitalis).
3. Many non-psychiatric medications alter the blood levels of psychotropic
medications and change behavior (e.g., anticonvulsants).
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1. What is the patient’s
neuropsychiatric diagnosis?
2. Did we consider behavioral
interventions?
3. What are the target symptoms
for the psychotropic
medication?
4. What are the expected side
effects?
5. What is the appropriate dosing
range for this patient?
6. How will this drug interact
with other medications, e.g.,
P450 system?

For more information or inquiries, call
the Dementia Education & Training
Program at

1-800-457-5679
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1. Did the medication improve the target
symptoms?
2. Did we consider behavioral
interventions?
3. What are the side effects?
4. What are the potential drug-drug
interactions?
5. When appropriate, are we monitoring
blood levels?
6. Is the therapeutic improvement worth the
side effects?
7. Is the patient receiving other medications
that worsen psychiatric symptoms?
8. What is the plan for dose
reduction/discontinuation?
9. Does the class of medication match the
diagnosis and target symptoms? Can I
get equal improvement and fewer side
effects with a different preparation from
the same medication class?
10. Did I document these conclusions in the
chart?
For more information or inquiries, please call the
Dementia Education & Training Program at

1-800-457-5679
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