


in long-term care:
An evidence-based
practical guide

Thoroughly assess psychiatric symptoms,
employ psychosocial interventions, and use
pharmacotherapy judiciously

William James Deardorff, BS
Medical Student

George T. Grossberg, MD
Samuel W. Fordyce Professor
Director, Geriatric Psychiatry

Department of Psychiatry and Behavioral Neuroscience
Saint Louis University School of Medicine
St. Louis, Missouri

Disclosures

Mr. Deardorff reports no financial relationships with any
company whose products are mentioned in this article or

with manufacturers of competing products. Dr. Grossberg

is a consultant/speaker for Acadia, Accera, Actavis/Allergan,
Avanir, Baxter, Daiichi Sankyo, Forest, GE, Genentech, Lilly,
Lundbeck, Novartis, Otsuka, Roche, and Takeda and serves on
safety monitoring boards for EryDel, Merck, and Newron. His
department at Saint Louis University receives research support
from Cognoptix and Janssen.

NEIL WEBB

ong-term care (LTC) services provide health care to >8 million

people in approximately 30,000 nursing homes and assisted liv-

ing/residential care communities in the United States.! One-half
of older adults in LTC have neurocognitive disorders (NCDs), and
one-third have depressive syndromes.? Common reasons for psychiat-
ric consultation include these 2 major diagnoses, as well as delirium,
behavioral and psychological symptoms of dementia (BPSD), bipolar
disorder, anxiety, sleep disorders, and pain management.

Psychiatric assessment of individuals in LTC can be challenging
because of atypical presentations, cognitive impairment, and multiple
comorbidities. Establishing a management plan involves eliciting a care-
ful history from both the patient and caretakers, examining previous
records and medications, and selecting appropriate screening tools and
laboratory tests (Table 1, page 40, and Table 2, page 41).

This article offers a practical approach to assess and manage common
psychiatric conditions in LTC. We include new evidence about:

* assessment tools for psychiatric symptoms in LTC

¢ potentially inappropriate medication use in older adults

¢ antipsychotic use for agitation and psychosis with dementia

¢ nonpharmacologic interventions to help prevent cognitive decline

¢ antipsychotic review in reducing antipsychotic use and mortality.

Delirium

Delirium is an important topic in LTC because it is highly prevalent,
poorly recognized, and can be difficult to manage. Common causes of
delirium in LTC include infection (often urinary), dehydration, medi-
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Important factors in psychiatric assessment in long-term care

Factors Comments

Thorough history of
present symptoms

Elicited from resident, family members, and staff; assess for predisposing
- and precipitating factors, changes from baseline, potential triggers

Behavioral and
psychological symptoms

Pay particular attention to suicidality, psychosis, violence/aggression,
- inappropriate behaviors, and sleep disturbances

Medical problems that
may cause behavioral
and psychological

nutritional status
symptoms 1

- Infection, pain, electrolyte imbalance, constipation, urinary retention,
- anemia, hearing and/or vision impairment, gallstones, sleep apnea,

Current medications

Prescribed, over-the-counter, herbal remedies, and supplements

Psychiatric history

Symptoms, hospitalizations, response to treatments

Use of street drugs,
tobacco, prescription

- drug metabolism
drugs, alcohol 3

May influence cognitive and behavioral symptoms; could interfere with

Physical and mental
status examinations

Alertness, orientation, attention/concentration, appearance, attitude, mood,
- affect, thought process, thought content, memory, insight, judgment

cations, long-standing constipation, and
urinary retention (Table 3, page 42). Early
recognition is key because delirium has
been associated with cognitive decline,
decreased functional status, increased care-
giver burden, and increased mortality.*®

The Confusion Assessment Method
(CAM) is a quick tool with 4 features to
differentiate delirium from other forms of
cognitive impairment.® The 2 core features
are an acute change or fluctuating course of
mental status and inattention. Family mem-
bers or caregivers can provide information
about an acute change. To assess inatten-
tion, ask the patient to say the days of the
week backward or spell the word “world”
backward. The 2 other features of delir-
ium—one of which must be present when
using the CAM—are disorganized thinking
and altered level of consciousness.

Individuals with delirium may present
with hyperactive or hypoactive psychomo-
tor activity. Hypoactive delirium’s features,
such as sluggishness and lethargy, could
be confused with depression.” A careful
history to determine symptom onset and
fluctuation in course can help differentiate
between the 2.

Management. Delirium management
always should begin by addressing under-
lying causes and implementing psycho-

social and environmental interventions.
Pharmacologic interventions have not
demonstrated consistent benefit for delir-
ium in well-designed trials and are not
recommended as first-line treatment.® The
American Geriatrics Society (AGS) Beers
Criteria for Potentially Inappropriate
Medication Use in Older Adults recom-
mends avoiding benzodiazepines in this
population.’ could be
used in patients with severe agitation
who pose harm to themselves or others.
Nonpharmacologic approaches to delirium
in LTC include:

e frequent reorientation (clocks, daily
schedule)

* one-on-one monitoring by staff or fam-
ily members

¢ use of hearing aids and eye-glasses, if

Antipsychotics

needed

® maintaining an appropriate sleep-
wake cycle by encouraging exposure to
bright light during the day and avoiding
night-time interruptions.

Restraints should not be used; they
appear to worsen delirium severity, and
their removal does not increase the rate of
falls or fall-related injury.'

Various methods for managing a patient
with delirium have been proposed, such as
the TADA approach (tolerate, anticipate,
and don't agitate).>"'* For example, if a
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Useful standardized scales for long-term care assessments

Indication Recommended scales

Cognitive Mini-Mental State Examination (MMSE)

assessment Saint Louis University Mental Status (SLUMS) examination
Mini-Cog (3-minute screening tool for cognitive impairment)

Delirium Confusion Assessment Method (CAM)

Depression Geriatric Depression Scale (GDS)
Patient Health Questionnaire (PHQ)
Appetite, Mood, Sleep, Activity, and thoughts of Death (AM SAD) questionnaire
Cornell Scale for Depression in Dementia (CSDD)

Agitation Behavioral pathology in Alzheimer’s Disease (BEHAVE-AD)
Neuropsychiatric Inventory-Nursing Home Version (NPI-NH)
Behavior Rating Scale for Dementia (BRSD)

Pain Visual analog scale
Pain Assessment Checklist for Seniors with Limited Ability to Communicate
- (PACSLAC)
Pain Assessment in Advanced Dementia (PAINAD)

Functional For ADL: Katz ADL or Barthel index

assessment  For |ADL: Functional Activities Questionnaire (FAQ)

ADL: activities of daily living; IADL: instrumental activities of daily living

patient’s agitation worsens with attempted
reorientation, distraction or playing along
with the disorientation could be more
beneficial.”?

Keep in mind delirium’s overlapping
presentation with Lewy body dementia
(LBD). Patients with LBD demonstrate a
progressive decline in cognitive function-
ing associated with fluctuating cognition,
visual hallucinations, and parkinsonism
features. Consider LBD when no cause for
delirium-like symptoms is found. These
patients may show increased sensitivity
to neuroleptics and extrapyramidal side
effects.

Neurocognitive disorders

Reversible causes. Although most individ-
uals with major NCDs are diagnosed before
entering LTC, the consulting psychiatrist’s
review of potentially reversible causes
of neurocognitive symptoms can lead to
dramatically different treatment regimens
(Table 4,° page 44). For example, anticholin-
ergic medications can harm the aging brain
and have been linked to delirium, increased
brain atrophy, and lower scores on tests of

cognitive functioning.”® Given the preva-
lence of polypharmacy in older adults, be
aware of unexpected anticholinergic prop-
erties of many common drugs, as rated by
the Aging Brain Care initiative.!

Mild cognitive impairment. Should
patients showing signs of cognitive impair-
ment or those at risk for major NCDs begin
pharmacotherapy? The FDA has approved
no medications for this indication, and
clinical trials with agents such as cholin-
esterase inhibitors (ChEIs) have shown
inconsistent results.

The randomized, double-blind Finnish
Geriatric Intervention Study to Prevent
and Disability
provides convincing data that a nonphar-
macologic approach could benefit older
adults at risk for a major NCD. A 2-year
intervention of nutritional advice, aerobic

Cognitive Impairment

and strength training, cognitive training,
social activities, and blood pressure and
weight monitoring was more effective in
improving or maintaining cognitive func-
tion in individuals age 60 to 77, compared
with general health advice given to a con-
trol group.’®

continued
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DELIRIUMS mnemonic for differential diagnosis of delirium

Cause Examples Assessment and management
D Drugs Anticholinergic (TCAs, Discontinue, substitute (eg, amitriptyline

| . antihistamines, some . to nortriptyline or SSRI; meperidine to
- antipsychotics), - acetaminophen), decrease dose (higher doses
- benzodiazepines, - of drugs with low anticholinergic properties can
- opiates (meperidine), - produce significant anticholinergic effects)
. antiparkinson, muscle 3

| ' relaxants, antiseizure |

Eyes, ears Poor hearing and/or vision Hearing aids, glasses, avoid excessive noise,

- simplify bedroom layout

' Hypoxia, hypoxemia,

- and/or hypercarbia due
 to stroke, myocardial

- infarction, pulmonary

- embolism, COPD

- exacerbation

L Low oxygen
 states

- Neurologic exam, assess for signs of labored
. breathing and use of accessory muscles,
. respiratory exam, provide oxygen

Urinary tract infection,

| Infection
| | pneumonia, cellulitis

Have a low threshold for further work-up in

. cognitively impaired patients due to atypical

- presentations; urinalysis and urine culture only
- in symptomatic individuals as asymptomatic

- bacteriuria is common, complete blood count,
- chest x-ray

Urinary retention

R Retention |
3 - (“cystocerebral

- syndrome”), constipation

Urinary retention: check with bladder
| ultrasound scanner

Constipation: dietary modification, then bulk
- laxatives (psyllium), then osmotic laxatives
' (polyethylene glycol)

- Tonic-clonic seizures or
. more subtle absence or
| partial seizures

| Ictal state,
. immobilization

Immobilization: encourage frequent mobility

U Undernutrition  Wernicke’s
or . encephalopathy due to

Vitamin supplementation (thiamine, B12);
- encourage fluid intake; nutritional supplements

underhydration | thiamine deficiency ;
M Metabolic Hyponatremia, Complete metabolic panel; SSRIs and
i - hypocalcemia, - hypothyroidism may lead to hyponatremia
- hypoglycemia, chronic i
- kidney disease, hepatic
: - encephalopathy ‘
S ' Subdural ' Recent fall with head ~ May be chronic with insidious onset of
- headaches, light-headedness, somnolence,

- hematoma - trauma

. possible seizures; may not have a history of
- head trauma

COPD: chronic obstructive pulmonary disease; SSRI: selective serotonin reuptake inhibitor; TCA: tricyclic antidepressant

Source: Reference 3

Behavioral and psychological symptoms.
Psychiatrists are likely to be consulted in
LTC when a person with a major NCD
presents with an acute episode of increased
confusion and cognitive worsening, often
accompanied by behavioral symptoms.
BPSD may include agitation, aggression,
apathy, depression, sleep problems, socially
inappropriate behaviors, and psychosis.
One study of patients with Alzheimer’s

disease (AD) reported a cumulative 51%
incidence of new-onset hallucinations and
delusions at 4 years.'

Increased vulnerability to
unmet needs, over- or under-stimulation, or

stressors,

lack of routines may predispose individu-
als with major NCDs to developing BPSD."
Nonpharmacologic approaches usually are
tried first, although supporting evidence is
not substantial.’® Changes in environment,



behavioral redirection, sensory interven-
tions, or music therapy may reduce disrup-
tive behaviors.”” Patients with increased
confusion and agitation in late afternoon
and evening (“sundowning”) may benefit
from short naps after lunch, light therapy,
calming activities in late afternoon, and
reduced noise (such as from dishes, loud
speakers, staff conversations).?

Antipsychotics. The drugs most commonly
used to manage BPSD are antipsychotics,
antidepressants, mood stabilizers/anti-
convulsants, ChEls, and the N-methyl-D-
aspartate receptor antagonist memantine.
Antipsychotics often are used despite their
uncertain efficacy” and serious safety con-
cerns. Atypical antipsychotics are gener-
ally preferred for their side effect profiles,
but both atypical and typical classes carry
a “black-box” warning of increased risk
of mortality in older patients with major
NCDs. Other potential adverse events
include anticholinergic effects, orthostatic
hypotension, prolonged QT interval, and
extrapyramidal symptoms (EPS).

When nonpharmacotherapeutic inter-
ventions are not successful, most guidelines
agree that using an atypical antipsychotic is
warranted in AD patients with severe agita-
tion and/or psychosis that pose a risk to the
patient or others or severely impair their
quality of life 2%

Antipsychotic review. Recent guidelines
from the American Psychiatric Association
(APA) recommend that attempts to taper
and withdraw antipsychotic drugs be made
within 4 months of initiating treatment in
patients with dementia who display an ade-
quate response.” In a recent nursing home
study, antipsychotic review was found to
reduce antipsychotic use by 50% and, when
combined with a social intervention, to
reduce mortality compared with a group
receiving neither intervention.?*
Interestingly, patients receiving antipsy-
chotic review alone showed an increase in
overall neuropsychiatric symptoms.?* A
previous study of patients with AD whose
psychosis or agitation responded to ris-
peridone also found an increased risk of
relapse when risperidone was discontin-

ued.® These results highlight the impor-
tance of making patient-centered decisions,
frequent re-assessments, and adding non-
pharmacologic interventions (eg, posi-
tive social interactions or exercise) when
attempting to discontinue antipsychotics.

Other treatment options. Because patients
with LBD often display increased sensitiv-
ity to neuroleptics, agents such as quetiap-
ine or aripiprazole (with a lower risk of
EPS) are preferred when managing severe
psychosis/aggression. ChEIs may show
some benefit for behavioral disturbances in
patients with LBD.*

In patients with AD, ChEIs have shown
inconsistent results in benefiting neuro-
psychiatric symptoms. Preliminary data
suggest some benefit with citalopram
(also associated with prolonged QTc)*” and
the dextromethorphan/quinidine com-
bination FDA-approved for pseudobul-
bar affect, but more studies are needed.”
Pimavanserin, a 5-HT2A receptor inverse
agonist, recently was approved for treating
hallucinations and delusions associated
with Parkinson’s disease psychosis and
currently is in clinical trials for Alzheimer’s
disease psychosis.

Electroconvulsive therapy (ECT) may
be a therapeutic option for agitation and
aggression in people with dementia.?® ECT
has no absolute contraindications and can
be safely performed in individuals with
pacemakers or implantable cardioverter
defibrillators. Common adverse effects
include transient changes in blood pres-
sure or heart rate, headache, and nausea.
Cognitive adverse effects from ECT may
include:

¢ anterograde amnesia, which typically

resolves after a few weeks

¢ retrograde amnesia, which typically

manifests as loss of impersonal memo-
ries occurring in the past few months.

Depression

The prevalence of depression in nursing
home residents is an estimated 3 to 4 times
that of community-dwelling older adults.®
Assessing for depression is particularly
important in people with mild cognitive
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DEMENTIAS mnemonic for identifying reversible causes of major NCDs

Cause Clinical features and examples
D Depression Subacute onset; loss of interest and pleasure, depressive symptoms begin
- before cognitive symptoms, normal clock-draw, undue preoccupation with
: - deficits (vs denial of symptoms or lack of concern)
E Endocrine Hypothyroidism: fatigue, intolerance to cold, hoarseness, weight gain,
Long-term j | constipation
care Adrenal insufficiency: fatigue, postural hypotension, hyponatremia,
- hypoglycemia, hyperpigmentation
Hypercortisolism: skin atrophy, purple striae, proximal muscle weakness,
‘ - supraclavicular fat pads
M Medications, Medications: steroids, benzodiazepines, opiates, tricyclic antidepressants,
- metabolic anticonvulsants, anticholinergics
i | Metabolic: hypocalcemia, hypoglycemia, chronic kidney disease, hepatic
| - encephalopathy
.. o E Epilepsy Post-ictal effects of subclinical seizures; cognitive impairment related
Clinical Point | to epilepsy
SSRIs or SNRIs N Nutritional, Nutrit?on: malnutritiop, vitamin deficiepcies such as B12 (supapute
. . - normal pressure = combined degeneration: sensory ataxia, paresthesias, spasticity,
are first-line ‘ hydrocephalus  paraplegia), thiamine (Wernicke-Korsakoff: nystagmus, ophthalmoplegia,
treatments for (NPH) | ataxia, and confabulation), niacin (pellagra: dermatitis, diarrhea)

NPH: triad of gait disturbance, cognitive impairment, and urinary

depression because - frequency, urgency, or incontinence

of safety concerns T Tumor, toxicants Heavy metals (arsenic, mercury, lead)
with tricyclic | Infections, Infections: neurosyphilis (tabes dorsalis; general paresis), Lyme disease,
antidepressants . inflammation . HIV-associated dementia, Whipple disease

Current Psychiatry
44 November 2016

Inflammation: systemic lupus erythematosus, primary angiitis of CNS
- (headache, stroke, TIA)

Alcohol, street

Heavy, long-term alcohol use; long-term smoking

- drugs :
S Subdural Subdural hematoma: +/- history of head trauma; may be insidious onset
- hematoma, - of headaches with chronic presentation, light-headedness, somnolence,
| possible seizures

- sleep apnea

Sleep apnea: snoring, daytime sleepiness, morning headaches, large
' neck circumference, high Mallampati score

NCDs: neurocognitive disorders; TIA: transient ischemic attack

Source: Reference 3

impairment, as depressive symptoms have
been associated with progression to AD.
Quick screening tools (Table 2, page 41)
include short forms of the Patient Health
Questionnaire (PHQ-2 or PHQ-9)* or the
Saint Louis University Appetite, Mood,
Sleep, Activity, and thoughts of Death (SLU
“AM SAD”) scale.®® The Cornell Scale for
Depression in Dementia is useful for indi-
viduals with major NCDs because it relies
on interviews with the patient and nursing
staff or family.**

To test for other causes of depression,
order a complete blood count for anemia,
serum glucose, thyroid-stimulating hor-

mone for hypothyroidism or hyperthyroid-
ism, B12 and folate levels, and a cognitive
screen such as the Saint Louis University
Mental Status examination.®

Treatment. Antidepressants are generally
considered effective in older patients with
depression. Selective serotonin reuptake
inhibitors (SSRIs) or serotonin-norepineph-
rine reuptake inhibitors (SNRIs) are first-
line treatments because of safety concerns
with tricyclic antidepressants. All 3 classes
have shown similar efficacy in comparison
trials in geriatric populations.

When initiating these agents, take care



in the first few days and weeks to moni-
tor for potential serious adverse effects,
such as nausea and vomiting, which may
be associated with substantial morbidity
in patients with comorbidities. For moni-
toring treatment response, the PHQ-9 can
effectively distinguish patients with persis-
tent major depression, partial remission, or
full remission.*

The optimal duration of a short-term
antidepressant trial before switching to a
different agent is unclear, although a good
therapeutic trial typically is 4 to 12 weeks.
In one study of older adults with depres-
sion, 4 weeks was enough to reliably iden-
tify those likely to benefit from a change in
treatment plan.”

Cognitive-behavioral therapy (CBT)
can be used in older adults not wishing to
pursue pharmacotherapy or as an adjunct
to antidepressants. Randomized controlled
trials have shown some benefit for those
with depression, anxiety, and insomnia.®
Individuals with significant cognitive defi-
cits or those not motivated to apply CBT
strategies might not benefit.

ECT may be appropriate for treating
depression in older adults with:

¢ urgent need of a therapeutic response

(eg, suicidal ideation or nutritional
compromise)

elack of response to antidepressant

medication

* major depressive disorder with psy-

chotic or catatonic features.

Evidence regarding ECT’s efficacy for
late-life depression is derived primarily from
clinical experience and open-label trials.*

Bipolar disorder

Most individuals with bipolar disorder
present before age 50, although 9% of first
manic episodes occur after age 60.*° Earlier
age of onset appears to predict poor out-
comes, and early-onset bipolar disorder
may worsen with advanced age related to
increased comorbidities and difficulty in
medical management.*! Compared with
younger patients, features of bipolar dis-
order in older adults include increased
prominence of rapid cycling, more time
spent in a depressed state than in manic

state, and less severe manic and psychotic
symptoms.*

When older patients present with depres-
sion, always evaluate for clinical features
more consistent with late-onset bipolar dis-
order than with major depressive disorder:
hypomania, family history of bipolar disor-
der, higher number of prior depressive epi-
sodes, and higher levels of fear and inner
tension.* The differential diagnosis for
new-onset manic symptoms in older adults

includes:
¢ general medical conditions (stroke,
brain tumors, hyperthyroidism,
neurosyphilis)

¢ medications (corticosteroids, dopami-

nergic drugs, St. John’s wort)

* substance use.

Hyperthyroidism deserves special atten-
tion because it can present in older adults
with either manic-like symptoms and
hyperkinesis or features of apathy, depres-
sion, and somnolence. Given that older age
and bipolar disorder both are associated
with increased suicide risk, monitor these
individuals for signs of hopelessness and
statements of suicide.*

Treatment. Managing bipolar disorder in
older adults often requires complex medi-
cation regimens. Acute treatment options
for geriatric mania and hypomania with the
most supporting evidence include lithium,
valproate, quetiapine, and olanzapine.***
The therapeutic index of lithium is small,
and older individuals are more vulnerable
to adverse effects related to physiologic
changes (eg, decreased glomerular filtra-
tion rate or low volume of distribution)
that impair lithium clearance. Lithium also
interacts with many drugs commonly used
by older patients, such as nonsteroidal anti-
inflammatory drugs (NSAIDs) and diuret-
ics. Common adverse events associated
with lithium include memory impairment,
diarrhea, falls, and tremors.

Maintenance treatment for bipolar disor-
der is generally the same medication used to
induce remission. The evidence for mainte-
nance treatment of bipolar disorder in older
adults is limited mostly to subgroup analy-
ses. In one retrospective analysis of patients
age 55 in 2 randomized trials, lamotrig-
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ine and lithium were effective and well-
tolerated in delaying time to intervention.*®

Anxiety disorders

Anxiety among LTC residents may mani-
fest as irritability, insomnia, restlessness,
and verbal and/or physical agitation/
aggression.® Typical causes include:

¢ primary anxiety disorders

¢ anxiety symptoms during depressive

episodes or bereavement

¢ adverse effects of medications

e complications of major NCDs or

delirium.

Anxiety disorders and subsyndro-
mal anxiety have been associated with
poorer quality of life, decreased sleep, and
increased distress and impairment.®

Assessment begins with a self-report of
symptoms, although this may be difficult in
people with major NCDs. Factors that may
differentiate true anxiety from major NCDs
include restlessness, irritability, muscle ten-
sion, fears, and respiratory symptoms in
addition to excessive anxiety and worry.™
The Geriatric Anxiety Inventory is a useful
screening tool.” The newer Brief Anxiety and
Depression Scale may identify and differenti-
ate patients with major depressive episodes
and generalized anxiety disorder (GAD).*
Potential instruments for patients with
comorbid anxiety and major NCDs include
the Neuropsychiatric Inventory, Rating
Anxiety in Dementia scale,* and the Anxiety
in Cognitive Impairment and Dementia
scale® Because medications can cause
akathisia that may mimic anxiety symptoms,
screen for the recent addition of antidepres-
sants, antipsychotics, sympathomimetics,
thyroid supplements, and corticosteroids.

Treatment of anxiety disorders—such as
panic disorder, social phobia, or GAD—
generally starts with SSRIs or SNRIs.
Although benzodiazepines are commonly
used for anxiety in older adults* these
drugs are associated with a high rate of
adverse effects: increased risk of agitation,
falls, impaired cognition, and possibly
dementia.”” In general, reserve benzodiaz-
epines for treating acute episodes of severe
anxiety in this population.

Aparticularly prevalent source of anxiety
in LTC is fear of falling, which may affect
up to 50% of residents and cause them to
restrict their activities.®® Interventions such
as CBT, exercise, or tai chi may be beneficial,
although supporting evidence is lacking.

Pain and sleep management
Addressing pain. Age-related changes in
pain perception and difficulty in reporting
pain likely contribute to under-recognition
of pain in LTC residents. Two useful meth-
ods to recognize their pain are to:

e observe for pain behaviors, such as
facial expressions (grimacing and brow
lowering), vocalizations, and body move-
ments (clenched fists)

e solicit reports from nurses and other
caregivers.”

Self-report may be a reliable indicator of
pain for individuals with mild-to-moderate
NCDs. Observational pain scales, such as
the Pain Assessment Checklist for Seniors
with Limited Ability to Communicate, may
be useful in severe NCDs.®

The AGS recommends acetaminophen as
initial pharmacotherapy to manage persis-
tent pain.®* NSAIDs may be another option,
but caution is warranted for patients with
acid-peptic disease or chronic kidney dis-
ease. Opioids may be considered for severe
pain, but otherwise avoid using them.

Sleep disturbances are common in LTC
because of physiologic changes associ-
ated with aging (altered circadian rhythm),
(depression), and
ronmental factors.” A strong association
appears to exist between insomnia and

comorbidities envi-

use of sedative-hypnotic drugs, and the
AGS Beers Criteria recommend avoiding
non-benzodiazepine receptor agonists and
benzodiazepines when treating insomnia in
older adults.’

Assess factors that may contribute to
sleep disturbances, including medications
and use of caffeine or alcohol. Have the resi-
dent or caregiver document sleep patterns
in a sleep diary.

Consider administrating medications at
different times (eg, switch donepezil from
bedtime to morning) or replace with alter-



natives (switch from the more anticholiner-
gic amitriptyline to nortriptyline). Ensure
that residents engage in physical activity
and have at least 30 minutes daily exposure
to sunlight.

In addition to behavioral interventions
and CBT, treatment in older adults can
involve melatonin—which has mixed evi-
dence—or sedating antidepressants, such as
mirtazapine or trazodone, in patients with
comorbid depression.
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Address psychiatric conditions in older adults in long-term care with thorough
assessments and coordination of psychosocial and environmental interventions.

Use pharmacotherapeutic agents judiciously because aging, polypharmacy, and
multiple comorbidities increase the risk of adverse events.
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