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early 70% of long-term care residents in Canada have

dementia, and, at some point, most experience associ-

ated behavioural and psychological symptoms, which
include disordered perception, thought content, mood or behav-
iour.! Behavioural and psychological symptoms of dementia are
among the most challenging and stressful aspects of caring for
people with dementia.? Despite only modest evidence of benefit,
antipsychotics are commonly prescribed to older adults with
dementia, including nearly 40% of the Canadian population liv-
ing in long-term care who had at least 1 claim for an antipsy-
chotic in 2014.3* Since the early 2000s, concerns have emerged
about the safety of these agents, such as an increased risk of
death and cerebrovascular events among adults with demen-
tia.> This evidence prompted warnings from regulatory agencies
and widespread efforts for more judicious prescribing of anti-
psychotics to older adults with dementia.” Trazodone has been
increasingly used as an alternative option for the management of
behavioural and psychological symptoms of dementia, despite
inconclusive evidence about its benefit.® An important question
is whether trazodone is a safer alternative to antipsychotics.

In a linked retrospective propensity score-matched cohort
study, Watt and colleagues used linked health administrative data
to compare the risk of harm associated with trazodone to that of
3 of the most commonly used atypical antipsychotics (risperidone,
olanzapine and quetiapine) among older long-term care residents
with dementia.® The study included 6588 older adults newly dis-
pensed trazodone, and 2875 newly dispensed an antipsychotic.
Compared with use of antipsychotics, use of trazodone was associ-
ated with a similar rate of the primary composite outcome of falls
and major osteoporotic fractures within 90 days of the index pre-
scription. Trazodone was associated with a lower mortality rate
than antipsychotics, although a secondary outcome.

These timely findings show that trazodone is not a universally
safer alternative to antipsychotics for the management of behav-
ioural and psychological symptoms of dementia. Another recent
study showed that new use of trazodone and benzodiazepines
was associated with comparable risks of fall-related injuries
among long-term care residents.!® As campaigns such as Choos-
ing Wisely continue efforts to reduce antipsychotic use among
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® Antipsychotics are commonly prescribed for the behavioural
and psychological symptoms of dementia, despite only modest
evidence for benefit and well-recognized serious risks.
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® Behavioural, environmental and caregiver interventions show
greater effect than many psychotropic drugs for the
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follow the geriatric medicine principle of “start low, and go
slow”; there is currently no universally safe drug option.

older adults with dementia, the linked study underscores con-
cerns about collateral increases in the prescription of other psy-
chotropic drugs.®

Watt and colleagues also underscore the importance of priori-
tizing nonpharmacological approaches for the management of
behavioural and psychological symptoms of dementia.2 Non-
pharmacological approaches comprise a variety of behavioural,
environmental and caregiver-supportive interventions, and exist-
ing evidence suggests that these show greater effect than many
psychotropic drug therapies.? Nonpharmacological interventions
should be individualized to the older adult with dementia. They
can be grouped into interventions targeting the person with
dementia, the caregiver and those addressing the environment.

Interventions targeting the person with dementia include
attending to unmet needs, such as pain, sleep problems, fear,
boredom, loss of control or purpose, and acute medical prob-
lems. Interventions targeting the caregiver include education
about dementia, help with communication, and supports around
stress management. Interventions targeting the environment
include attending to over- or understimulation, providing activ-
ity, structure and routines, and addressing safety issues.? It is
also important to consider drugs that may impair cognition,
especially for adults in long-term care, who are often prescribed
multiple psychoactive medications.*
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Psychotropic drugs can play a useful role in the management
of behavioural and psychological symptoms of dementia (e.g.,
situations where the safety of the person with dementia or
others is at risk).>!! A trial of drug therapy may also be warranted
when nonpharmacological approaches alone are not sufficient
and the behavioural and psychological symptoms of dementia
are particularly distressing.*? If drug therapy is being considered,
it is important for the clinician to determine whether the
symptoms are likely to respond to a psychotropic drug. In par-
ticular, psychosis, physical aggression, anxiety and depression
may improve, whereas other symptom clusters, such as resis-
tance to care, pacing and exit-seeking, are unlikely to change.'?
The potential benefits of pharmacological treatment must be
weighed against the potential harms and informed consent
obtained from the person with dementia or their substitute
decision-maker.!!

Prescribing of psychotropic drugs for behavioural and psycho-
logical symptoms of dementia should follow the geriatric medi-
cine principle of “start low, and go slow”; that is, clinicians should
prescribe a short course, and monitor symptoms and behaviour
carefully, as well as adverse drug effects. Follow-up is critical,
with frequent reassessment of the ongoing need for psychotropic
drug therapy; if symptoms and behaviours have stabilized, or if
the drug is ineffective, the prescriber should consider reducing
the dose or, in some cases, discontinuing the medication.!*?

Numerous initiatives in Canada and elsewhere support
deprescribing antipsychotics in the long-term care setting. Early
results from the Canadian Foundation for Healthcare Improve-
ment’s Antipsychotic Reduction Collaborative suggest that dose
reduction or discontinuation of antipsychotics in long-term care
residents resulted in reduced rates of falls without exacerbation
of behavioural and psychological symptoms of dementia.®®

Overall, clinicians and caregivers managing the care of people
with behavioural and psychological symptoms of dementia
should recognize that there is currently no universally safe drug

option. Health and long-term care systems must strive to better
integrate the 3 groups of nonpharmacological interventions for
the management of behavioural and psychological symptoms of
dementia. We owe this to older adults with dementia, who are
some of the most vulnerable members of our society.
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