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Learning Objectives 
By the end of the presentation, participants will be able 

to: 

 

• Discuss concerns about patterns of use of 

psychotropic medications in the community & in 

LTC settings 

• Outline risks versus benefits of these 

medications 

• Describe strategies designed to improve 

prescribing approaches  
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Outline 

• Medications for insomnia and anxiety 

(benzodiazepines) 

• Antidepressants 

• Medications for challenging behaviours 

associated with Dementia  (BPSD) 



Good Drugs or Bad Drugs ? 
(more good than harm or more harm than good) 

Let’s Vote – re: older adults in your Community 

• Antidepressants 

• Benzodiazepines with a long half life  

(e.g. diazepam) 

• Benzodiazepines with a short half life 

(e.g lorazepam) 

• Antipsychotics 

• Cholinesterase Inhibitors  (e.g. Aricept) 
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Psychotropic Drugs in Canada 
(IMS Brogan - 2013) 

• Last year 74 million prescriptions for 

psychotropic drugs costing $2.6 billion 

• Up from 58 million in 2008 

• 203,000 prescriptions per day 
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Psychotropics in Canada 

• Sakatchewan study 

 (Meng et al, 2013) 

- 8% of population in 1983 received a 

psychotropic 

- 13% of population in 2007   

- Women and seniors > 70 were the 

heaviest users 

- Increase in all groups except anxiolytics 

- Most frequent prescribers: family MDs 
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Americans' Attitudes Toward Psychiatric Medications: 1998–2006 

Mojtabai (2009) 
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Ontario LTC Facilities: Percentage of Residents with a 

Prescription for Psychotropics : Range of Rates 

• Nursing Homes: (n=4) 

Neuroleptics  20 - 38.6 % 
Antidepressants  4.4 - 39.3 % 
Benzodiazepines 20.4 - 28.6 % 

• Homes for the Aged: (n=6) 

Neuroleptics  9.4 - 20 % 
Antidepressants 9.1- 36.2%   
Benzodiazepines 23.4 - 40 % 
 
         Conn,D. et al. Int Psychogeriatrics 11:223-33 (1999) 



Data from American Society of Clinical 

Pharmacists – LTC facilities 

• USA 1997 

% pts. Standing orders 

 

Neuroleptic - 14.2 

Anxiolytic    - 10.9 

Hypnotic     -   2.7 

Antidep.      -  26.3 

• Canada 1998 

% pts. Standing orders 

 

Neuroleptic - 21.9 

Anxiolytic    - 13.8 

Hypnotic      - 13.0 

Antidep.       - 21.8 





Medication Use in 2004 National Nursing Home 

Survey Participants and Estimates in U.S. Nursing 

Home Population 

NNHS Sample Estimates for U.S.  

Nursing Home Population 

Total Number 

Age ≥ 65 years 

11,940 1,317,292 

Any Antidepressant, N (%) 5,567 (46.6) 603,691 (45.8) 

Any Antipsychotic, N (%) 2,890 (24.2) 324,771 (24.7) 

Any Benzodiazepine, N (%) 1,498 (12.5) 158,147 (12.0) 



Hanlon et al (2010) 



Medications for insomnia and 

anxiety 

(benzodiazepines) 
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Commonly used medications for sleep 

Medication Dosage Half-Life Peak Action 

Lorazepam 0.5-1.0 mg 10-20h 2-4h 

Oxazepam 10-15 mg 5-20h 3h 

Temazepam 15-30 mg 3.5-18h 1.2-1.6 

Zopiclone 3.75-7.5 mg 3.8-6.5h 1.5-2h 

(Zaleplon) 5-10 mg 0.9-1h 0.9-1.5h 



The GABAA receptor : a chloride-conducting channel 



Use of sedative-hypnotics 

• Elderly receive 30-35% of all prescriptions 
for sedatives 

• Study of 3860 self report surveys sent to 
pharmacies across Canada (Busto et al, 2001) 

- Mean age 72 yrs.   
- 53% of responders used hypnotics in past yr. 
- 83% prescription meds (66% benzos, 11% zopiclone) 
- 17% OTC (5% herbal, 5% antihistamines, 3% analgesics) 
- 59% reported S/Es (dry mouth, memory problems, 
 daytime sleepiness) 

 



Patterns in the use of benzodiazepines in British 

Columbia 
Cunningham et al. 2010 

• In 2006, 8.4% of British Columbians used 

benzodiazepines, 3.5% long-term. Use was positively 

related with being female, lower income, older, and 

of poorer health status.  

• Long-term use was positively associated with being 

in the lowest income quintile, of poorest health, and 

over the age of 65.  

• While the rate of long-term use decreased from 1996 

to 2006 for those over age 70, it increased in middle-

aged populations. 



Relationship between falls, fractures and 

medications  

• Extensive review of >50 studies  
R. Cumming (Drugs & Aging 1998, 12:43-53) 

• Patients taking psychotropics have about 

a 2-fold increased risk of falls and 

fractures. 

• Strongest evidence is for antidepressants 

• Relative effect of SSRIs vs. tricyclics is still 

unknown 



Insomnia in Elderly- Epidemiology 

• Prevalence increases with age 

• 30-50+ % community dwellers >65 
complain of sleep disturbance 

• Women>men  

• More complaints of difficulty staying asleep 
and early AM awakening in elderly 
 
   



Insomnia in late life – Multiple factors 

• Decreased ability to sleep 

• Sleep phase alterations 

• Psychiatric disorders (mood disorders) 

• Dementia 

• Medical disorders (esp nocturia, pain, poor mobility) 

• Poor sleep habits 

• Iatrogenic (sedation during the day) 

• Adverse environmental factors (e.g. LTC Home) 



Non-Pharmacological 
Treatment of Insomnia 

• Sleep hygiene 

• Exercise 

• Bright light 

• Relaxation Techniques 

• Stimulus Control 

• Sleep Restriction therapy 

• CBT 

 

 

• AASM Report, 1999: 
“Medication therapy has become 

such a mainstay of modern life 

that other forms of treatment are 

often neglected. 

Nonpharmacologic 

interventions are therefore not 

commonly practiced in many 

centers, and often clinicians are 

not aware of their effectiveness or 

appropriate applications.” 



 Treatment of insomnia  in the elderly 

with CBT (Morin et al,1999) 

• Insomnia maintained by dysfunctional beliefs/attitudes; unrealistic expectations (“I 

must sleep 8 hours every night”), misconceptions about cause of insomnia (“it’s all 

due to chemical imbalance”), amplifications of consequences (“I can accomplish 

nothing after a bad night”) and  anxiety resulting from failed attempts to fall asleep. 

 

Placebo Pharmacotherapy

(PCT)

CBT PCT+CBT

78 subjects (55+)

chronic, primary insomnia



Changes in “wake after sleep 

onset” as measured by sleep 

diaries 
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Benzodiazepine use in treatment of 

insomnia: Meta-analysis 
• Benzos decrease sleep latency by 4.2 mins. compared 

to placebo and increase total sleep duration by 61.8 
mins. (sleep records) 

• Pt. reported outcomes more optimistic for sleep 
latency (14.3 mins). 

• Increased S/Es: daytime drowsiness, dizziness 

• Zopiclone = benzodiazepines 
 
    Holbrook et al. CMAJ (2000) 

 



Benzodiazepines: side effects 

• Impaired daytime functioning 
Higher risk of MVAs, falls and fractures  (esp. 
with long-acting benzos) 

• Synergistic interaction with other CNS 
depressants 

• Can aggravate respiratory diseases 

• Depression 

• Cognitive impairment e.g. verbal learning 

• Paradoxical disinhibition 



Benzodiazepines: side effects 

 Tolerance, dependence, rebound insomnia 

• Tolerance often develops after 1-3 weeks of 

daily use of benzodiazepines with short or 

intermediate action 

• Withdrawal syndrome – nightmares, 

worsening of sleep, anxiety 



Studies which used a multi-faceted approach had the largest and most 

sustained reductions in benzodiazepines use. It appears that support 

groups for patients, non-voluntary recruitment of GPs, and oral delivery of 

alerts or feedback may all improve the outcomes of interventions.  



Successful discontinuation of 

benzodiazepines  
• 65 subjects, mean age = 67.4 

• Daily use x >3 months 

• CBT + taper - 77% completely withdrawn 

• Taper alone – 38% completely withdrawn 

• At 12 months – 70% vs. 24% 
 
CBT= 8 weekly group sessions with a psychologist 
 
     Baillargeon et al, 2003 



zopiclone (Imovane) 

• Zopiclone may be superior to benodiazepines with 
respect to tolerance and dependence. 
(2 studies show persisting efficacy after 6 and 8 weeks) 

• Most studies show a lack of rebound insomnia on 
discontinuing zopiclone. 
(occasional cases reported) 

• In most studies zopiclone does not produce 
significant residual somnolence, although  in one 
study (Vermeeren et al, 1998) Zaleplon was better than 
Zopiclone on both memory and driving performance. 

      Montplaisir et al, 2003 

 

 



National Institutes of Health: 

2005 Conference on Insomnia 

• Concluded that  

antihistamines, antidepressants, antipsychotics, 

anticonvulsants  

should not be used for Rx of insomnia (alone)  

• risks>benefits.  

 

 



Ramelteon (Rozerem) 

• Novel agent with high affinity to Melatonin 
MT1 and MT2 receptors 

• Placebo-controlled studies suggest those 
receiving ramelteon had shorter sleep latency 
and longer total sleep time 

• No residual effects compared to placebo 

• Not designated a controlled substance by US 
DEA 



Other sleep products 

• Melatonin 

• Diphenhydramine or doxylamine succinate 

(Nytol, Sominex etc.) 

= anticholinergic activity 

• Valerian 

 



UK National service framework for 

mental health (1999) 

• Recommends practice audits for all 

psychotropics 

• Criteria: 

- New benzodiazepine Rx issued for short term relief of 

insomnia (<4 wks) 

- Advice about nonpharmacological therapies given with every 

Rx and documented 

- Advice about risks is documented 



PRODIGY UK Dept of Health 

www.prodigy.nhs.uk 

• Hypnotics should not be Rx for long-term use 

• Tolerance and dependence can occur rapidly with all 

hypnotics 

• All hypnotics have the potential for misuse and abuse 

• Short-acting benzodiazepines and the newer “Z 

drugs” are regarded as the drugs of choice when drug 

Rx is indicated 



Antidepressants 



Development of  

Antidepressant Treatment 

MAOI 

SNRI SSRI TCA 

Mono-amine  

oxidase inhibitor 

Noradrenergic and  

specific serotonergic 

antidepressant 

Non-selective  

tricyclic AD 

Selective serotonin  

re-uptake inhibitor 

Serotonin  

noradrenaline  

re-uptake inhibitor 

NaSSA 

1950       1960         1970       1980          1990       200I 



Treatment Options: 

Antidepressants 

• SSRIs (sertraline, citalopram, fluoxetine, 
paroxetine, fluvoxamine) 

• Tricyclics (nortriptyline, desipramine) 

• SNRI (venlafaxine) 

• RIMA (moclobemide) 

• 5-HT2 receptor blockers (trazodone) 

• NASSA (mirtazapine) 

• Bupropion 



Insomnia   
Anxiety   
Nervousness   
Increased Sweating   
Seizures 
EPS 
Somnolence 
Asthenia 

GI 

Nausea 
Constipation 
Diarrhea 
Dyspepsia 
Weight Change 
Dry mouth 

Sexual Function 

Decreased libido 
Impotence 
Ejaculation disorder 
Anorgasmia 

Cardiovascular 

Hypertension 
Orthostatic hypotension 
Arrhythmias 

Side Effects of Concern with   
Antidepressant Therapy 

CNS 



Depression – many subtypes 

• Major Depression - Single episode vs. Recurrent 
- Psychotic 
- Bipolar 
- Anxious Depression 
- Atypical (Reactive mood, overeating and sleeping,  

 rejection sensitivity) 

- Melancholic (Unreactive mood, worse in AM, extreme 

 psychomotor disturbance) 

- SAD (Seasonal) 

• Adjustment Disorder with depressed mood 

• Dysthymic Disorder 

• Normal Bereavement 



Antidepressants: Reasons for Prescribing 

• Mood Disorders 

• Anxiety Disorders 

• Behaviour Problems assoc. with Dementia 

• Insomnia 

• Neuropathic Pain 

• Smoking Cessation 

 



Choosing an Antidepressant 

• Tolerability and Safety 

• Potential for drug-drug interactions 

• Pharmakokinetics 

• Patient’s Previous Response 

• Family History 

• Risk of Suicide 

• Cost 

 

 



Inhibition Potential of CYP450  

By Antidepressants 

Citalopram  –  –   + 

Fluvoxamine  –  

Fluoxetine +  + 

Paroxetine –   – 

Sertraline –    + 

Bupropion –  + – 

Venlafaxine –  – – 

Nefazodone –  –  

Mirtazapine – – – 

CYP1A2  CYP2D6  CYP3A4 

+++ 

+++ 

++ 

+++ 

+++ 
++ 





Cochrane Review 

Antidepressants for depressed elderly - MDD 

K. Wilson et al. 2009 





Goldapple: Arch Gen Psychiatry, Volume 61(1).January 2004.34–41 
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28% 

•  28% stop taking antidepressants during the first month,  

 mostly during the first two weeks 

•  44% stop taking antidepressants by the third month 

Lin et al. Med Care. 1995; 33: 67-74 

Weeks After Initiation of Medication 

Early Non-adherence is High Among  

Patients Treated for Depression 
Discontinuation Rate of Antidepressant Therapy 



Prescription of Antidepressants: 

Educational Messages that Improve Adherence 

• Take medication every day 

• Benefit usually not apparent for at least 2-4 
weeks 

• Continue to take medication even when 
feeling better 

• Side effects are most noticeable in the early 
stage of treatment 

• Do not stop medication without checking 
with the physician 

Lin et al, 1995    







Medications for Challenging 

Behaviours (BPSD) 
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Range 

• The prevalence of any behavioural symptom in 

LTC residents with dementia varied between 

38% (Wancata, Benda et al. 2003) and 92% 

(Brodaty, Draper et al. 2001).  

• The median prevalence of any behaviour 

symptom in dementia in LTC residents from 

the 9 studies was 78%. 
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Aggressive resistance 

Physical aggression 

Verbal aggression 

Walking aimlessly 

Pacing  

Trailing 

Restlessness 

Repetitive actions 

Dressing/undressing 

Sleep disturbance 

Hallucinations 

Delusions 

Misidentifications 

‘Aggression’ 

‘Depression’ 

‘Psychosis’ 

Sad 

Tearful 

Hopeless 

Low self-esteem 

Anxiety 

Guilt 

‘Agitation’ 

Neuropsychiatric Clusters in Dementia 

Adapted from McShane R. Int Rsychogeriatr 2000, 12(Suppl 1):147-54 

Withdrawn 

Lack of interest 

Amotivation 

‘Apathy’ 



Neuropsychiatric Symptoms 

by Severity of AD 
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Adapted from Cummings and Back, 1998 

Mild (MMSE scores 21–30) 

Severe (MMSE scores 0–10) 

Moderate (MMSE scores 11–20) 



Brodaty et al, MJA, 

in press (2003;178(4)) 

Brodaty et al, MJA, 2003: 178:231-234 
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Principles of Good Care 

• Need for access to a continuum of 

services - Complex needs must be addressed 

• Explicit focus on Quality of Care 

• Person-Centred Care Movement 

• Quality of care implies balancing the 

needs of all parties 

• Quality of life should be a primary 

objective 

• Stigma persists 

Providing the world with innovations in aging 

 



ENVIRONMENTAL DESIGN 

• Fleming and Purandare (2010) recently reviewed 57 studies and 

synthesized the evidence with respect to environmental design in 

LTC 

• Recommendations Re: 

- Spaces 

- Security 

- Single Rooms 

- Sight lines 

- Stimulation 

- Small, homelike, engage in ADLs, outside spaces 
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Unique Aspects of NH as a setting              

for Drug Use                  

• Frailest pts. 

• Reduced physician input 

• Complex social institutions 

• Non-physicians often spark decision to Rx 

• Nursing Staff make often crucial PRN decisions 

• role of pharmacist  

• Financial issues  

• Limited staffing levels and staff education 

• Residents tend to lack economic resources and family 
support 
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Inappropriate Psychotropic Use: 

What is the Evidence ?? 
• “High” rates of use. 50-75% have a 

prescription. 

• More reliance on tranquillizers in larger 
NHs, those with lower staff-patient ratios 
and among physicians with higher 
caseloads 

• Variations in rates of use between 
“comparable” institutions 

• Adverse reactions e.g.falls, #hips, T.D. 
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How are we doing at Baycrest ? 
Data from 2nd. Oct 2012 - 465 Apotex residents 

• Antipsychotics  114 residents  (24.5%) 

• Antidepressants  271  (58%) 

• Benzodiazepines  85  (18.2%) 

• Cholinesterase Inhibitors  164  (35.5%) 

• Memantine  44  (9.5%) 
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Neuroleptic drug therapy in older adults newly 

admitted to nursing homes 
Bronskill et al, 2004 

• A prescription for a neuroleptic therapy was dispensed to 

17% of older adults with no previous neuroleptic 

exposure within 100 days and to 24% within 1 year of 

their nursing home admission.  

• New exposure to a neuroleptic therapy was less likely in 

women (odds ratio (OR)=0.7, 95% confidence interval 

(CI)=0.6-0.8) and more likely in residents with dementia 

(OR=3.5, 95% CI=3.2-3.8).  

• Almost 10% of nursing home residents received an initial 

dose that exceeded recommended thresholds. Only 14% 

of those newly exposed had prior contact with a 

geriatrician or psychiatrist. 
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Population risk 
Letter to Minister of State (UK): Prof. Sube Banerjee 

• 180,000 pts. on antipsychotics 

• 1,620 CVAEs 

• 1,800 additional deaths 

• Goal:  reduction by two thirds 
over 3 years. 
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International Comparisons 
Antipsychotic use in LTC 

Feng et al, 2009 Int J Ger Psych. 
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NON-PHARMACOLOGICAL INTERVENTIONS  

Supplements Module 5  

Focuses on RCTs in LTC 

• Training Programs for Long-Term Care Staff 

• Individualized Assessment and Care Plans 

• Psychosocial Activities 

• Exercise Programs 

• Music Therapy 

• Sensory Stimulation e.g aromatherapy 

therapeutic touch 
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Download from www.ccsmh.ca 
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We recommend… 
 

•Carefully weigh the potential benefits of pharmacological 

intervention versus the potential for harm. [A] 
 

•Appropriate first line pharmacological treatment of residents with 

severe behavioural symptoms with psychotic features includes 

atypical antipsychotics. [B] Atypical antipsychotics should only be 

used if there is marked risk, disability or suffering associated with 

the symptoms. [C] 
 

•Appropriate first line pharmacological treatment of residents with 

severe behavioural symptoms without psychotic features can 

include: a) atypical antipsychotics; b) antidepressants such as 

trazodone or selective serotonin reuptake inhibitors (e.g., citalopram 

or sertraline). Antipsychotics [B]; Antidepressants [C] 

CCSMH Recommendations 

Behavioural Symptoms: Pharmacological 

Interventions 



We recommend… 
 

•Treatment of residents with severe behavioural symptoms can also 

include: a) anticonvulsants such as carbamazepine; b) short or 

intermediate acting benzodiazepines. Carbamazepine [B]; 

Benzodiazepines [C] 
 

•Appropriate pharmacological treatment of residents with severe 

sexual disinhibition can include: a) hormone therapy (e.g., 

medroxyprogesterone, cyproterone, leuprolide); b) selective 

serotonin reuptake inhibitors; or c) atypical antipsychotics. [D] 

 

•Appropriate pharmacological treatment of behavioural symptoms 

associated with frontotemporal dementia can include trazodone or 

selective serotonin reuptake inhibitors. [B] 

CCSMH Recommendations 

Behavioural Symptoms: Pharmacological 

Interventions Cont’d 



International Guidelines (Zuidema, 2010) 
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Guidelines CWGAD/ 

AALA 

(2002) 

AGS/ 

AAGP 

(2003) 

SIGN 

 

(2006) 

Canadian  

LTC  

(2006) 

NICE  

 

(2007) 

EFNS 

 

(2007) 

Dutch 

 

(2008) 

Psychosocial 

Interventions 

first 

+ + - + + - + 

Antipsychotics 

•Typical 

+ - + 

 

- - +  + 

Antipsychotic  

•Atypical 

+ +  + + +  

 

+ + 

Benzodiazepine + - - +/- +/- - + 

Antidepressant 

for agitation 

•SSRI 

•trazodone 

 

 

+ 

+ 

 

 

- 

- 

 

 

-  

+  

 

 

+ 

+  

 

 

-  

- 

 

 

-  

- 

 

 

+ 

+ 

AChEI in 

•LBD 

•AD 

 

- 

- 

 

- 

- 

 

+ 

+ 

 

- 

- 

 

+ 

+  

 

+  

+ 

 

+ 

- 

Anticonvulsant 

•Carbamazepine 

•Valproate 

 

+ 

+ 

 

- 

- 

 

- 

- 

 

+  

- 

 

- 

- 

 

+/-   

+/- 

 

+ 

- 

Memantine for severe 

AD 

- - - - - +  + 
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Cochrane Review 2006 Jan 25;(1):CD003476.  

The effectiveness of atypical antipsychotics for the 

treatment of aggression and psychosis in AD  

 Ballard C, Waite J.  
1. There was a significant improvement in aggression with 

risperidone and olanzapine treatment compared to 

placebo. 

2. There was a significant improvement in psychosis 

amongst risperidone treated patients. 

3. Risperidone and olanzpaine treated patients had a 

significantly higher incidence of serious adverse 

cerebrovascular events (including stroke), extra-

pyramidal side effects and other important adverse 

outcomes. 

4. There was a significant increase in drop-outs in 

risperidone (2 mg) and olanzapine (5-10 mg) treated 

patients  
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Antipsychotics 
Adverse Events 

        

• Adverse events  

– Extrapyramidal symptoms (typicals > atypicals); gait disturbance 

– Somnolence/ sedation 

– Pneumonia 

– Metabolic syndrome 

– Risk for stroke (3-fold) 

– Mortality (1.5-1.7 fold) 
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Included Studies 

• Total number of studies N=40 

• Total number of participants: 3,519 

• Sample size: median 80 (range 20 – 306) 

• Median age participants: 84 years 

• Gender distribution: 78% female 

• Cognitive impairment: MMSE = 5 – 10 

• Study duration: median 12 weeks (range 

of 1 – 52 weeks) 
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Efficacy of Interventions 

• 16 of 40 (40%) studies reported 

statistically significant benefits for non-

pharmacological intervention : 
• Staff training N=3 (McCaillion, 1999; Chenoweth, 2009; Testad, 2010) 

• Mental health assessment N= 2 (Rovner, 1996; Cohen-Mansfield, 

2007) 

• Psychosocial activities N=2 (Toseland, 1997; Lichtenberg, 2005) 

• Exercise N=3 (Alessi, 1999; Landi, 2005; Williams, 2007) 

• Music N=2 (Sung, 2006; Raglio, 2008) 

• Other sensory stimulation N=4 (Ballard, 2002; van Weert, 2005; 

Woods, 2005; Hawranik, 2008) 
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OPTIMIZING THE USE OF 

PSYCHOTROPIC MEDICATIONS 

• Strategies for optimization/ 

discontinuation : 

 

- Discontinuation Trials 

- Education   

- Medication review   

- Enhanced psychosocial care   
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Antipsychotic withdrawal trial (DART-AD) 

• Randomized controlled stop trial  

• N= 165 AD in LTC on chronic APs 

– Risperidone  67% 

– haloperidol  26% 

• Results after 1 year 

– No difference in cognition 

– No difference in behavior 

– (Except for high baseline NPI scores) 

– Higher mortality in group on active 

antipsychotics   
Survival AP 

cont’d 

AP stop 

1 year 70% 77% 

2 year 46% 71% 

3 year 30% 59% 

Ballard et al. Lancet 2009; 8: 151-157 
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Education  (Zuidema, 2010)   

Author 

Year 

N interv 

N contr 

Design 

Duration 

(mnths) 

Countr

y 

Education psychotropic 

drugs 

Review Psycho

social 

Outcome 

Avorn 

1992 

431  

392 

RCT 

5 

 

USA Pharmacist to physician/ 

nurses 

Psychotropics  -19% 

 

Crotty 

2004 

381 

334 

RCT 

7 

AUS Pharmacist to physician, 

nurses. Guidelines 

Psychotropics  = 

Benzodiazepines  = 

Falls = 

Crotty, 

2004 

54 

50 

RCT 

3 

AUS Case conferences with GP, 

geriatrician, pharmacist, staff 

Increased 

appropriateness PD 

Eide 

2001 

388 

79 

CT 

60 

Norway Pharmacist to nurse Hypnotics  -20% 

Fossey 

2006 

181 

168 

RCT 

12 

UK + + old 

age 

psych 

+ Antipsychotics -19% 

Falls =  

Agitation = 

Hagen 

2005 

2443 Interrupte

d time 

series 

Canada Physicians, nurses, pharmacist Psychotropics = 

Antipsychotics = 

Benzodiazepines = 

Meador 

1997 

680 

631 

RCT 

6 

USA Psychogeriatrician to 

physician, nurses. 

Guidelines 

Antipsychtoics -23% 

Ray 

1987 

45 

136 

CT 

12 

USA physicians + Antipsychotics = 



Medication Review (Zuidema, 2010)  

Author 

Year 

Ninterv 

N contr 

Design 

Duration 

(mnths) 

Country Education 

psychotropic 

drugs 

Medication Review Psycho

social 

Outcome 

Furniss, 

2000 

158 

172 

RCT 

8 

UK Recommend 

Pharmacist alone 

Drugs = 

Depression =  

Falls = 

Ray 

1993 

194 

84 

CT USA (about BMT) Withdraw advice 

 

+ Antipsychotic days -59% 

 

Roberts,

2001 

905 

2325 

RCT 

12 

AUS nurses Pharmacist Antipsychotics reduced 

Benzodiazepines reduced 

Schmidt 

1998 

626 

1228 

RCT 

12 

Sweden Physician, pharmacist, 

nurses 

Antipsychotics – 19% 

Hypnotics -37% 

Antidepressants – 59% 

Westbury 

2010 

1591 RCT 

6 

AUS GP, 

pharmacist. 

nurses, 

relatives 

Review plan 

Feedback prescription 

rates 

+ AP -5% 

Benzodiazepines -6%  

Antidepressant s=  



Enhance psychosocial care/ 

dementia care (Zuidema, 2010)  

Author 

Year 

N interv 

N contr 

Design 

Duration 

(mnths) 

Country Education 

psychotropic 

drugs 

Review Psychosocial Outcome 

Rovner, 

1996 

118 RCT 

6 

USA guideline - dementia care 

program 

Psychotropics reduced  

(OR = 2.55, p = 0,05) 

Behavior reduced 

(29% vs 51%, p=0,04) 

Kovach, 

2006 

114 

(late stage 

dementia) 

RCT USA psychotropics 

given only in 

last step 

- stepwise 

treatment 

unmet needs 

Psychotropics reduced 

Behavior = 

Fossey, 

2007 

249 RCT UK + + + Psychotropics 47% > 23% 

Behavior = 

Bird, 

2007 

33psycho-

social 

22 drug 

CT 

5 

Australia 
Community 

psychogeriat 

service 

? - + 

- (drug) 

AP use intervention decreased 

66%>51% 

AP use control increased 64%<73% 



Reduction of psychotropic drug use (1) 

 

 

• Cluster randomized controlled trial 

 

• 2x6 nursing homes (N=350) 

 

• Medication review by old age psychiatrist/ 
senior staff member before randomisation 

 

• Enhanced psychosocial / person centered 
care/ education 

 

• At 12 months: 19% reduction in 
antipsychotics 

 

• No differences in agitation scores 

 

 

 

 

 

(Fossey, BMJ 2006) 



Reduction of psychotropic drug use (2) 

 
Reducing Use of Sedatives (RedUse) 

 
• Controlled Trial in 25 care homes (N=1591) 

• Education GP/ pharmacist/ nursing staff  

– Psychotropics/ psychosocial interventions 

– Feedback with prescription rates 

– Educational pamphlets relatives 

• Sedative individualized drug review plan  

– General recommendations to taper 

– Interdisciplinary discussion 

Westbury/ Peterson, Int Psychogeriatr, 2009 



Optimising treatment and care for BPSD: A best 
practice guide  

(see: www.alzheimers.org.uk/bpsdguide) 

Person-centred care 
Physical environment 
Interpersonal factors 
Recognition of warning signs 

Person-centred care 
Consult with family 
Complementary therapies 



www.ccsmh.ca 





Appropriate Psychotropic drug use? 

Challenges 
 

• How to define “appropriate” psychotropic drug use? 
 

• Implementing LTC guidelines or useful algorithms 

 

• Attitude and beliefs towards the usefulness of psychotropic drugs 

– Physicians 

– Nurses/ caregivers 

 

• Bothsymptoms and staff distress drive MDs decision to prescribe  
  

• Psychosocial interventions may be difficult to implement 

 

• Drug reviews: 

– Not carried out systematically 

– No regular attempts to taper/ optimize psychotropic drug 

– Nurses are not always involved  

 

Providing the world with innovations in aging 

 



Good Drugs or Bad Drugs ? 
(more good than harm or more harm than good) 

Let’s Vote – re: older adults in your Community 

• Antidepressants 

• Benzodiazepines with a long half life  

(e.g. diazepam) 

• Benzodiazepines with a short half life 

(e.g lorazepam) 

• Antipsychotics 

• Cholinesterase Inhibitors  (e.g. Aricept) 



In summary 
• Psychotropic medications are effective in treating a 

wide array of conditions in older adults. 

• But psychotropics are used too often in many settings 

despite limited efficacy and the potential for 

considerable adverse effects.  

• Goal should be appropriate and careful use –  

only when necessary 

• Positive evidence for ……. 

– Education 

– Medication review 

– Enhanced psychosocial interventions 

 

 

 Providing the world with innovations in aging 

 


