Considerations for the selection and use of atypical anti psychotic drugs for dementia-related psychosis in elderly residents in long-term care (LTC) facilities:

(Compiled by CMDA and consultant pharmacists: This paper is not a guideline or a standard of care, but rather a compilation of considerations that the members of CMDA and consultant pharmacists felt would add to the rational approach in treating elderly patients with dementia-related psychosis. Ratified September 6, 2005)

The FDA has issued a “boxed” warning regarding the use of atypical anti psychotic drugs for behavioral disorders in elderly patients with dementia. These medications include: Aripiprazole (Abilify), clozapine (Clozaril), olanzapine (Zyprexa), quetiapine (Seroquel), risperidone (Risperdal), and Ziprasidone (Geodon).

The box warning refers to the seventeen placebo-controlled trials that revealed a risk of death in the drug-treated patients of between 1.6 to 1.7 times that seen in placebo-treated patients. This was a death rate of 4.5% in the treated group compared to the 2.6% in the placebo-controlled group. The modal duration of the studies was 10 weeks. Most of the deaths appeared to be either cardiovascular (heart failure, sudden death) or pneumonia. 

This creates a quandary for physicians (their extenders), inter disciplinary teams, and their LTC residents as this group of medications has been effective in controlling hallucinations, delusions, paranoid psychoses, etc., in specific populations of demented elderly. This control, in many cases, has improved patient quality of life and social interaction and has led to a greater likelihood of remaining in their LTC homes. 

It would be unwise and inappropriate to totally eliminate the use of atypical anti psychotic drugs for the treatment of dementia-related psychosis in elderly residents of LTC facilities. However, it is important for the clinician and Inter Disciplinary Team (IDT) to identify the specific populations of demented elderly in which this class of medications is clinically appropriate. Such use would follow failed attempts at treating dementia- related psychosis with non-pharmacological interventions and then with medications apart from anti psychotics. Benefit-risk statements should accompany the process of treatment-selection of an atypical anti psychotic drug. 

With this in mind, an appropriate atypical anti psychotic drug may be selected for treating a demented elderly individual experiencing a psychosis that is dangerous to themselves or others and/or prevents their safe continuation in residence at the LTC facility. 

Atypical anti psychotic drug selection and dosing should include:

1. Appropriate identification and tracking of target behaviors, 

2. Reduction in dosing when target behaviors are absent for continuous periods of time,

3. Monitor potential side effects of the drugs themselves, 

4. Treat (and/or prophylaxis for) underlying co morbid conditions that may lead toward negative clinical outcome (such as hypertension, diabetes, and cardiovascular disease) when deemed appropriate.  

5. Care Plan to coordinate physician, IDT, and staff approach.

Sample worksheet (summary):

1. Diagnose dementia-related psychosis in an elderly, LTC resident.

2. Is the psychosis harmful to the resident and/or other residents? Does it interfere with ADL care, or prevent their continued residence at the facility?

3. Insure that the behaviors are not due to delirium or to an environmental factor. This would include: infection, anemia, impaction, urinary retention, pain, side effect of another medication, untreated endocrinopathy (such as hyperthyroidism or diabetes), recent change in living environment, ambient temperature (too hot or too cold), hunger, thirst, boredom, uncomfortable chair or bed, and so on.

4. Attempt non-pharmacological interventions.

5. Attempt pharmacological interventions using medications other than anti psychotic drugs.

6. Benefit-risk statements by both physicians (extenders) and IDT.

7. Discuss (and educate) the resident (if appropriate) and/or proxy (durable medical power of attorney, guardian, family member, etc) for the need in prescribing an atypical anti psychotic. This would include discussion of benefit-risk issues. The resident (and/or designated decision maker) has the right to refuse such intervention. 

8. Select appropriate atypical anti psychotic drug. “Start low and go slow”.

9. Identify target behaviors and track them.

10. Initiate appropriate drug reductions when target behaviors are absent for a specified period of time.

11. Identify potential side effects of the selected atypical anti-psychotic drug and monitor for their clinical appearance. For example: falls, lethargy, changes in cognitive or physical function, and so on.

12. Treat (when appropriate) and screen for underlying co morbid conditions that may increase risk of mortality from the selected atypical anti psychotic drug. This includes: monitoring fasting blood glucose, controlling blood pressure, controlling serum lipids, prophylaxis with daily aspirin, and so on.

13.  Medication consent form is up to the judgement of the physician and the facility.

14. Documentation of the above steps is important in demonstrating their inclusion into the overall treatment and drug selection strategy.

Reference:

The Medical Letter Volume 47; Issue 1214, August 1, 2005.

“Even though controlled trials providing efficacy are lacking, Medical Letter consultants have found atypical anti psychotics such as risperidone (Risperdal) and olanzapine (Zyprexa) beneficial in calming agitated or aggressive elderly patients. The FDA has found a slightly increased risk of mortality with such use, but there are no good alternatives.”
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