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Disclosures

• I receive royalties for a book I co-authored with Dr. George Grossberg (a 
nationally and internationally renowned Geriatric Psychiatrist and 
Alzheimer’s Expert) from Cambridge University Press for the 2nd edition of 
our book titled Psychiatric Consultation in Long-Term Care: A Guide for 
Healthcare Professionals; 2017.

• I receive royalties for a book I co-authored with my wife Faith Galliano 
Desai PhD titled One Day Mindfulness Millionaire: Living Mindfully – A 
lighthearted primer for the uninitiated. Self Published. 2019.

• I have no other financial relationships with commercial interests to 
disclose.

• I do intend to discuss off-label uses of SSRIs for management of behavioral 
and psychological symptoms of dementia.
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Learning Objectives

• Describe the burdens and risks of using 
antipsychotics in persons with dementia.

• Describe Ten Best Practices to reduce 
antipsychotic use in persons with dementia.

• Using real-life cases, discuss practical 
strategies to implement best practices.

4

Bottom Line

• “We seek to work towards transforming our 
culture to one honoring human dignity...Let’s 
be companions together on this journey.”

– Friedell and Bryden, Talk given at the Australian 
National Conference April 2001.

3

4



6/28/2021

3

5

Person Centered Care

• Every effort should be made to understand 
the experiences and perspectives of persons 
with dementia.

– Desai, Grossberg and McFadden. Book chapter. 
Understanding experiences and perspectives of 
persons with dementia Dementia Care: An 
evidence-based approach. Marie Boltz and James 
E. Galvin, Eds. Springer, NY. 2016.
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FDA Approved Medications

• Suvorexant is approved for treatment of 
insomnia in patients with Alzheimer’s 
dementia.

• Currently, there are no other FDA approved 
medications for treatment of behavioral and 
psychological symptoms of dementia (BPSD).

• It is important to tell patients and family that 
use of all psychiatric medications to treat 
BPSD are off-label.
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Risks of Antipsychotics

• Black Box Warnings in individuals with dementia: 
stroke and death. Other serious and life-threatening 
risks: Aspiration pneumonia, falls and fracture, head 
injury and other injuries, dysphagia, extrapyramidal 
syndrome (parkinsonism, akathisia), tardive 
dyskinesias, sedation, agitation, insomnia, fatigue, 
dysphoria, apathy, weight gain, worsening of diabetes, 
increased lipids. 
– American Psychiatric Association 2016 Practice Guideline 

for the use of antipsychotics in the treatment of agitation 
or psychosis in patients with dementia.
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Discontinuing Antipsychotics

• For many patients with Alzheimer’s disease, 
antipsychotics can be tapered and 
discontinued without significant signs of 
withdrawal or return of behavioral symptoms

– Rabins et al. Guideline Watch. Practice Guidelines 
for the treatment of patients with Alzheimer’s 
disease and other dementias. 2014. American 
Psychiatric Association

7

8



6/28/2021

5

9

Antipsychotic Deprescribing Protocol

• “The number of older adults on regular 
antipsychotics over 12 months reduced by 81.7%. 
Withdrawal was not accompanied by drug 
substitution or a significant increase in prn 
antipsychotics or benzodiazepine administration. 
There was no change in BPSD or in adverse 
outcomes.
– Brodaty et al. Antipsychotic deprescribing for older 

adults in long-term care: The HALT study. Journal of 
the American Medical Directors Association 2018; 19: 
592-600.
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Ten Best Practices

• 1. Look for and treat medication-induced 
agitation and other psychiatric symptoms.

• 2. Look for and treat medical conditions 
causing agitation and other psychiatric 
symptoms.

• 3. Rational Deprescribing every six months

• 4. Family / Staff education and training

• 5. Strengths based psychosocial 
environmental approaches and creative care
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Ten Best Practices

• 6. Address family / staff stress

• 7. Create Dementia Friendly Communities

• 8. Consult specialists – in person and virtually

• 9. Address spiritual needs

• 10. Evidence-based psychopharmacological 
interventions in select cases

12

Medication Alcohol Induced Psychosis

• Medication induced psychosis: anticholinergics 
(anticholinergic burden calculator 
http://www.acbcalc.com), dopamine agonists, 
steroids, sedative hypnotic withdrawal, 
stimulants, alcohol withdrawal

– Desai and Grossberg. Chapter 5. Psychotic Disorders 
and Violence. Book: Psychiatric Consultation in Long-
Term Care: A Guide for Healthcare Professionals. 2nd

edition. Cambridge University Press 2017.
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Opioid-induced psychiatric symptoms

• New-onset depression 
• Agitation in individuals with advanced dementia
• Nightmares 
• Hallucinations 
• Day time sleepiness, tiredness, lethargy, fatigue, 

dysphoria, disrupted sleep.
– Darnall BD. Pain and Psychological Factors. Chapter 6 

in Practical Strategies in Geriatric Mental Health. 
Editors: Dunn LB, Cassidy-Eagle EL. American 
Psychiatric Association Publishing 2020.

– VA Guidelines on Opioids for Chronic Pain 2017.
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Medication-induced psychiatric 
symptoms

• Antipsychotics (akathisia mistaken for anxiety)
• Propranolol (may cause depression)
• Beta-one agonist inhalers (may cause anxiety)
• Steroids (may cause mood instability, hypomania, delirium)
• Antidepressants (may cause apathy, anxiety, insomnia, 

agitation, serotonin syndrome, delirium due to low 
sodium).
– The Medical Letter on Drugs and Therapeutics. Drugs that may 

cause psychiatric symptoms. December 15, 2008. 
– Desai AK: Psychotropic side effects of commonly prescribed 

drugs in the elderly. Primary Psychiatry. 2004;11;27-34.
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Medical Conditions causing Psychiatric 
symptoms

• Delirium 
• Under-corrected hearing and vision deficits 
• Pain (acute, chronic) 
• Constipation 
• Urinary tract infection 
• Dehydration
• Electrolyte imbalance 
• GERD

– Desai and Grossberg. Chapter 3. Major Neurocognitive 
Disorders. Book: Psychiatric Consultation in Long-Term Care: A 
Guide for Healthcare Professionals. 2nd edition. Cambridge 
University Press 2017. Manu P, Karlin-Zysman C, Grudnikoff E. 
Handbook of medicine in psychiatry. 3rd Edition. 2020

16

Medical Conditions causing Psychiatric 
symptoms

• Micronutrient deficiencies (e.g., B12, Vitamin D, 
magnesium)

• Pressure ulcers
• Skin conditions 
• REM Sleep Behavior Disorder, Restless Leg Syndrome, OSA
• Thyroid dysfunction

– Desai and Grossberg. Chapter 3. Major Neurocognitive 
Disorders. Book: Psychiatric Consultation in Long-Term Care: A 
Guide for Healthcare Professionals. 2nd edition. Cambridge 
University Press 2017. 

– Manu P, Karlin-Zysman C, Grudnikoff E. Handbook of medicine in 
psychiatry. 3rd Edition. 2020
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Neuropathic Pain Management

• First-line agents: gabapentin, pregabalin, 
duloxetine, lidocaine patch. 

• Second-line agents: desipramine, nortriptyline (in 
younger adults, these could be first-line agents), 
capsaicin high concentration 

• Third-line agents: carbamazepine
– AMDA – The Society for Post-Acute and Long-Term 

Care Medicine. Pain management in the long-term 
care settings Clinical Practice Guideline. 2012. 
Updated guidelines should be available soon.

18

Chronic Severe Pain Management

• Step 1: Acetaminophen, Topical analgesics, 
Non-pharmacological interventions

• Step 2: Duloxetine, Gabapentin, Pregabalin, 
Interventional pain management 

• Step 3: Nortriptyline, Tramadol, NSAIDs 

• Step 4: Opioids
– Desai and Grossberg: Geriatric Psychiatry. Chapter 

in Pathy Textbook of Principles and Practice of 
Geriatric Medicine. In Press.
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Delirium

• Multicomponent Interventions: frequent reorientation, 
engagement in cognitively stimulating activities, promotion of sleep 
with sleep-inducing stimuli (e.g., relaxation tapes, warm milk) and a 
sleep-promoting environment (e.g., noise reduction), 
encouragement of physical activity, use of visual and auditory aids, 
early treatment of dehydration. 

• Use of antipsychotics does not reduce delirium scores. 
Individualized management of delirium precipitants and supportive 
strategies result in lower scores and shorter duration of target 
distressing delirium symptoms than when risperidone or 
haloperidol are added.
– Agar et al: Efficacy of oral risperidone, haloperidol, or placebo for 

symptoms of delirium among patients in palliative care. A randomized 
clinical trial. JAMA Internal Medicine 2017;177:34-42. 

– Inouye S et al. Delirium in the elderly. Lancet 2014.
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Rational Deprescribing

• Identify and discontinue medications that are 
inappropriate in older adults in collaboration with the 
pharmacist based on the Beers Criteria and STOPP 
START criteria. Identify and discontinue medications 
that are causing adverse effects, are not in keeping 
with goals of care, or have not shown clear benefits
– Desai and Grossberg. Chapter 12. Rational Deprescribing. 

Book: Psychiatric Consultation in Long-Term Care: A Guide 
for Healthcare Professionals. 2nd edition. Cambridge 
University Press 2017. 

– American Geriatrics Society 2019 Beers Criteria for 
potentially inappropriate medication use in older adults. 
Journal of American Geriatrics Society 2019;1-21.
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Avoid prescribing ChEIs and 
Memantine for BPSD

• New studies indicate that cholinesterase 
inhibitors (donepezil, rivastigmine, 
galantamine) and memantine have no 
clinically significant effects on disruptive 
behaviors.
– Rabins et al. Guideline Watch. Practice Guidelines 

for the treatment of patients with Alzheimer’s 
disease and other dementias. 2014. American 
Psychiatric Association 
www.psychiatryonline.org/guideilnes

22

CHEI plus Memantine – no added 
benefit over one of them

• Combination therapy has limited benefits over 
monotherapy for treatment of Alzheimer’s 
dementia based on meta-analysis of 14 RCTs.

– Tsoi et al. Journal of the American Medical 
Directors Association 2016.
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Avoid Valproate use for BPSD

• Valproate is no more effective than placebo 
for the treatment of agitation in persons with 
dementia.

– NICE Evidence Summary. Management of 
aggression, agitation and behavioral disturbances 
in dementia: valproate preparations. March 2015. 
ESUOM 41.

24

Avoid Opioids for Chronic Severe Pain 
(Knee, Hip, Back)

• Opioids did no better (in terms of function) 
than non-opioid analgesics for chronic 
moderate to severe osteoarthritis pain (knee, 
hip) and back pain. Adverse effects were 
significantly more common in opioid group 
compared to nonopioid group. Pain intensity 
less in acetaminophen-NSAIDs group. Mean 
age: 58 years

– Krebs et al. JAMA 2018;319: 872-882.
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Fronto-temporal Dementia

• Symptomatic treatment with cholinesterase 
inhibitor or memantine DO NOT help.

– The Association for Frontotemporal Degeneration. 
https://www.theaftd.org/for-health-
professionals/treating-ftd/
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Trazodone use and Falls risk

• Low dose trazodone use was associated with falls at rates 
similar to benzodiazepines in nursing home populations 
(Bronskill 2018).

• Trazodone associated with falls at rates similar to 
antipsychotics in older adults with dementia,  but 
trazodone was associated with lower mortality risk 
compared to antipsychotics (Watt et al 2018).
– Bronskill et al. Low-dose trazodone, benzodiazepines and falls-

related injuries in nursing homes: A matched cohort study. 
Journal of American Geriatrics Society 2018. 

– Watt et al. Comparative risk of harm associated with trazodone 
or anti-psychotics in older adults with dementia: a retrospective 
cohort study. Canadian Medical Association Journal 2018.
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Citalopram for BPSD

• Citalopram was more effective in individuals with 
Alzheimer’s dementia who had less severe 
agitation and less severe cognitive impairment. 

• It takes several weeks for peak effect.

– Porteinsson et al. Effects of citalopram on agitation in 
Alzheimer’s disease: the CiTAD randomized controlled 
trial. JAMA 2014;311:682- 691. 

– Livingston et al. Dementia Prevention, Intervention, 
and Care. 2017;6736(17):31363-31366.
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SSRIs for FTD related BPSD

• SSRIs may help depression, anxiety, agitation 
and obsessive-compulsive symptoms.

– The Association for Frontotemporal Degeneration. 
https://www.theaftd.org/for-health-
professionals/treating-ftd/
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Hallucinations in Lewy Body Dementia

• Donepezil and rivastigmine may reduce visual 
hallucinations.

– Hershey and Coleman-Jackson. Pharmacotherapy 
for Lewy Body Dementia. Drugs & Aging 
2019;36:309-319.

30

REM Sleep Behavior Disorder

• Melatonin (up to 15mg) 

• Clonazepam (0.25-0.5mg).

– Hershey and Coleman-Jackson. Pharmacotherapy 
for Lewy Body Dementia. Drugs & Aging 
2019;36:309-319.

29

30



6/28/2021

16

31

Parkinson’s Disease Psychosis (PDP)

• Pimavanserin (Nuplazid) approved by the FDA 
for the treatment of PDP.

• Very costly.

• Reducing dopaminergic medications used to 
treat Parkinson’s disease may improve 
psychotic symptoms without needing any 
additional medications like Pimavanserin
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Caregiver Training & Support

• Education and skills training in dementia care 
(includes DICE training)

• Emotional support and self-care techniques to 
mitigate burnout

– Desai and Grossberg. Chapter 13. Psychosocial 
Spiritual Wellness Care Plan. Book: Psychiatric 
Consultation in Long-Term Care: A Guide for 
Healthcare Professionals. 2nd edition. Cambridge 
University Press 2017. 
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The DICE Approach

• Proposed by Dr. Helen Kales, Director, Center for 
Positive Aging, University of Michigan School of 
Medicine and her team. Describe 
(neuropsychiatric symptoms) Investigate (causes, 
triggers, contributing factors) Create 
(intervention care plan) Evaluate (response to 
interventions)
– Kales et al. Management of neuropsychiatric 

symptoms of dementia in clinical settings: 
recommendations from a multidisciplinary expert 
panel. Journal of American Geriatrics Society 
2014;62:762-769. https://diceapproach.com
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Psychosocial behavioral approaches

• Strengths-based Personalized Psychosocial sensory 
nutritional Environmental Initiatives and Creative 
Engagement (aka Non-pharmacological interventions)
– Desai and Grossberg. Chapter 13. Psychosocial Spiritual 

Wellness Care Plan. Psychiatric Consultation in Long-Term 
Care: A Guide for Healthcare Professionals. 2nd edition. 
Cambridge University Press 2017. 

– McFadden S. Dementia Friendly Communities. Why we 
need them and how we can create them. Jessica Kingsley 
Publications. 2021. 

– Basting A. Creative Care: A Revolutionary Approach to 
Dementia and Elder Care. About to be published this year 
(2020).
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Environmental approaches

• Dementia friendly physical environment
• Promotes safe wandering 
• Plenty of natural light
• Safe access to outdoors
• Adequate personal space

– Desai and Grossberg. Chapter 13. Psychosocial Spiritual 
Wellness Care Plan. Psychiatric Consultation in Long-Term 
Care: A Guide for Healthcare Professionals. 2nd edition. 
Cambridge University Press 2017. 

– McFadden S. Dementia Friendly Communities. Why we 
need them and how we can create them. Jessica Kingsley 
Publications. 2021. 
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Psychosocial behavioral approaches

• Adult Day Care - Therapeutic Recreation Centers 

• Innovative programs: TimeSlips, Cognitive 
Stimulation Therapy, Comprehensive exercise 
program, Dignity Therapy
– McFadden S. Dementia Friendly Communities. Why we 

need them and how we can create them. Jessica 
Kingsley Publications. 2021. 

– Basting A. Creative Care: A Revolutionary Approach to 
Dementia and Elder Care. About to be published this 
year (2020).
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Robotic Pets

• Paro – baby seal. “As I gently stroke his soft head and even 
softer betty, he looks at me, blinks, and sort of chirps. The 
more I do this, the more he responds with affection.” 

• Sold by AIST (National Institute of Advanced Industrial 
Science and Technology based in Japan – “paro” = Japanese 
for robot), Paro is marketed as an “advanced interactive 
robot.” 

• Paro is approved by FDA as a ”class 2 device” (motorized 
wheelchair is another example of this device category).  
FDA has categorized Paro as a biofeedback device
– Karlawish J. The Problem of Alzheimer’s. St Martin’s Press. 2021. 

p 257.
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Dementia Friendly Communities

• “Creating dementia-friendly communities can 
give people with dementia the chance to 
continue meaningful lives with reciprocal 
personal relationships.”
– McFadden S. Dementia Friendly Communities. 

Why we need them and how we can create them. 
Jessica Kingsley Publications. 2021

– McFadden and McFadden. Aging Together: 
Dementia, Friendship and Flourishing 
Communities. 2011. Johns Hopkins Press.
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Consult Specialists

• Psychiatrists, Geriatric Psychiatrists

• Certified Medical Directors of Post-Acute and Long-
term care Facilities

• Geriatricians, Geriatric nurse practitioners

• Recreational therapists

• Gerontologists

• Consultant pharmacists.
– Desai AK, Grossberg GT. Psychiatric aspects of long-term 

care, In Kaplan & Sadock’s Comprehensive Textbook of 
Psychiatry, 10e, eds. Sadock, BJ, Sadock VA, Ruiz, P. 
Philadelphia: Wolters Kluwer 2017; pp. 4221-4232.

40

Spiritual Care

• Chaplains 

• Dignity therapy 

• Meaningful rituals 

• Gratitude-based approaches
– Chochinov HM et al. Effect of dignity therapy on 

distress and end-of-life experience in terminally ill 
patients: A randomized controlled trial. Lancet 
Oncology 2011. 

– Dignity In Care. 
https://www.dignityincare.ca/en/toolkit.html
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Four Poisons Four Antidotes

• Slow medicine

• Psychosocial behavioral 
approaches deliver

• Rational deprescribing

• Caregiver support

41

• Fast medicine

• Pharmacotherapy will 
deliver

• Irrational polypharmacy

• Caregiver burnout

42

Reimagining Dementia

• Reimagining Dementia: A Creative Coalition for 
Justice is an international group of dementia activists 
and allies – health professionals, people living with 
dementia (young and old), carers/care partners, family 
and community members, advocates, artists, 
academics, policy makers and others – who share a 
diverse and humanizing vision of care and support that 
promotes inclusion, relationality, creativity, joy and the 
possibility of growth for everyone living with, and 
impacted by, dementia.
– Reimagining Dementia. 

https://changingaging.org/dementia/reimagining-
dementia-a-creative-coalition-for-justice-join-us/
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Reimagining Dementia

• Societal assumptions that people living with dementia have no purpose or 
meaning and perpetuate a deep pernicious fear of, and disregard for, 
persons with dementia. This has enabled discriminatory practices such as 
segregation and confinement to residential long-term care settings that 
are sorely understaffed and lack a supportive, relational, and enriching 
environment. With a sense of moral urgency to address this crisis, we 
forged alliances across the globe to form Reimagining Dementia: A 
Creative Coalition for Justice. We are committed to shifting the culture of 
dementia care from centralized control, safety, isolation, and punitive 
interventions to a culture of inclusion, creativity, justice, and respect. 
Drawing on the emancipatory power of the imagination with the arts (e.g., 
theatre, improvisation, music), and grounded in authentic partnerships 
with persons living with dementia, we aim to advance this culture shift 
through education, advocacy, and innovation at every level of society.
– Kontos P et al. Separate and Equal. Time to Reimagine Dementia. Reimagining 

Dementia. Journal of Alzheimer’s Disease. 20021;80(4):1395-1399.  
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Dr. Gawande can have the last word

• “We’re caught in a transitional phase. However 
miserable the old system has been, we are all 
experts at it. We know the dance moves. With this 
new way, in which we together try to figure out 
how to face mortality and preserve the fiber of a 
meaningful life with its loyalties and individuality, 
we are plodding novices. We are going through a 
societal learning curve, one person at a time.”
– Atul Gawande. Being Mortal: Medicine and What 

Matters in the End. New York: Henry Holt and 
Company LLC; 2014, p. 193.
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