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Deprescribing Psychotropic Medications
in Aged Care Facilities: The Potential Role
of Family Members
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and Daniel W. O’Connor

Abstract There is widespread concern in Australia and internationally at the high

prevalence of psychotropic medication use in residential aged care facilities. It is

difficult for nurses and general practitioners in aged care facilities to cease new

residents’ psychotropic medications when they often have no information about

why residents were started on the treatment, when and by whom and with what

result. Most existing interventions have had a limited and temporary effect and

there is a need to test different strategies to overcome the structural and practical

barriers to psychotropic medication cessation or deprescribing. In this chapter, we

review the literature regarding psychotropic medication deprescribing in aged care

facilities and present the protocol of a novel study that will examine the potential

role of family members in facilitating deprescribing. This project will help deter-

mine if family members can contribute information that will prove useful to
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clinicians and thereby overcome one of the barriers to deprescribing medications

whose harmful effects often outweigh their benefits. We wish to understand the

knowledge and attitudes of family members regarding the prescribing and

deprescribing of psychotropic medications to newly admitted residents of aged

care facilities with a view to developing and testing a range of clinical interventions

that will result in better, safer prescribing practices.

Keywords Psychotropic medication • Deprescribing • Aged care facilities • Older

adults • Dementia

8.1 Introduction

On 30 June 2012, there were 166,976 Australians living permanently in residential

aged care facilities, 52.1 % of whom suffered from dementia [1]. About a half of the

residents of aged care facilities take one or more psychotropic medications (anti-

psychotics, antidepressants, benzodiazepines) [2–4]. For some, they are a worth-

while adjunct to psychosocial approaches in the management of behavioural and

psychological symptoms of dementia (BPSD). For others, however, psychotropic

medications no longer serve a useful purpose. Unnecessary medications are a major

concern. They are costly and have adverse effects that are distressing and reduce the

quality of life of older people [5]. Residential aged care facilities are complex

organisations and seemingly simple tasks—namely reducing residents’ medica-

tions—can present real challenges in this environment.

“Deprescribing” is a term that has been coined to describe the potentially

complicated process of optimising medication regimens through reduction and/or

discontinuation of inappropriate medications [6–10]. Deprescribing should ideally

be a patient-centred process involving multidisciplinary collaboration. Engagement

of general medical practitioners (GPs) is essential and pharmacists can play a key

coordinating role [11–13]. Steps involved in deprescribing include review of all

medications; identification of potentially inappropriate medications that could be

ceased, replaced or reduced; prioritisation of the order in which medication changes

should occur; planning of the deprescribing regimen together with patients and

carers and provision of continuous monitoring, review and support in a manner

analogous to medication prescribing [11, 14–17]. In undertaking deprescribing, it is

important to acknowledge that there are patients who may continue to derive

benefits from medications on an ongoing basis. Therefore, the goal of deprescribing

should relate more to quality use of medications rather than cessation as an end in

itself.

In this chapter, we first review the literature regarding psychotropic medication

deprescribing among aged care facility residents, including the barriers to

deprescribing and the limitations of current approaches. We then present the

protocol of a novel study that will examine the potential role of family members
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in facilitating deprescribing by filling in gaps in clinicians’ knowledge of residents’

psychotropic medication histories.

8.2 Psychotropic Medication Use in Residential Aged Care
Facilities

Residential aged care facility residents are prescribed large quantities of antipsy-

chotic and other psychotropic medications. In a recent study in Sydney, Australia,

for example, 28 % of nursing home residents were prescribed an antipsychotic

medication, 27 % took an antidepressant and 16 % took an anxiolytic or hypnotic

[3]. These rates were actually higher than those reported by the same authors nearly

15 years earlier. Similar prescribing practices apply in the USA, the UK, Europe

and Scandinavia [3].

Antipsychotic and antidepressant medications can alleviate distress in the case

of residents with persistent, troubling psychotic symptoms, aggressive behaviours

or melancholic depression but the numbers of residents with these sorts of syn-

dromes are relatively modest and such high prescribing rates cannot be justified

clinically [18].

All medications have unwanted, adverse effects. Psychotropic medications

increase the risk of sedation, confusion, falls, fractures and loss of mobility and

independence [19, 20]. They can also lead to nausea, dizziness and other unpleasant

side effects. Antipsychotic medications in particular are associated with increased

mortality in people with dementia and all second generation antipsychotics now

carry a package warning to that effect [21]. Quantifying the positive and negative

effects of these treatments in frail older people is difficult as most drug studies

exclude aged care facility residents. On balance, however, it is probable that more

residents of these facilities are harmed than helped by them. The broader commu-

nity is disadvantaged too as some newer medications are expensive and falls with

fractures lead to costly hospital admissions and increased care needs.

8.3 Principles and Practice of Deprescribing Psychotropic
Medications

Deprescribing aged care facility residents’ psychotropic medications is now widely

recommended. Most published clinical guidelines state that antipsychotics should

be withdrawn at least every 6 months on the grounds that even if the medication

played a useful role when instituted (which is debatable), the behavioural and

psychological symptoms of dementia usually remit with time, making long-term

treatment unnecessary [22]. This advice is supported by evidence. In a recent

Cochrane review of nine de-prescribing studies involving 606 people with
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dementia, most were withdrawn safely from long-term antipsychotics without any

detrimental effects. Caution is required though. There were suggestions in two of

the nine reports that people whose agitation or psychosis had clearly improved with

treatment were more likely to relapse when their treatment was stopped [23].

Despite widespread concern in professional and public domains, psychotropic

medications are mostly continued for long term. In the only study of its type to date,

we found in a longitudinal survey of seven aged care facilities in Melbourne,

Australia, that medications were rarely changed or stopped. Contrary to expecta-

tion, most medications had been initiated prior to entry to the facility. Nearly

one-third (27 %) of residents were taking an antipsychotic at the time of admission.

Over the following 6 months, antipsychotics were started in another 5 % and

stopped in 5 % of cases. Similarly, antidepressants were taken by 30 % of residents

at entry point. They were started in another 6 % and stopped in only 5 % over a

6-month period [24]. A recent study using the National Prescription Database in

Ireland also reported high rates of psychotropic medication use on admission to

residential aged care. However, continuation of psychotropic medications follow-

ing admission only partially explained the higher dispensing rates of psychotropic

medications in aged care facilities [25].

8.4 Barriers to Deprescribing Psychotropic Medications

Managing medications initiated prior to aged care facility admission presents a real

challenge. Most high-level care residents have moderate-to-severe dementia and

cannot recall who started a treatment, let alone its rationale, duration or clinical

benefit if any. The documentation that accompanies new arrivals is often sketchy

and former GPs are rarely contacted for information. Current GPs might therefore

feel reluctant to withdraw existing treatments. They have no knowledge of resi-

dents’ former level of function and the adverse effects of medications may not be

obvious. Furthermore, GPs and facility nursing staff may fear that “difficult”

behaviours will re-emerge [26]. Deprescribing guidelines acknowledge that treat-

ment optimisation requires knowledge of patients’medical and functional histories,

medication histories and treatment response [27]. As things stand, GPs attending

Australian residential aged care facilities will rarely have access to all this infor-

mation, making it difficult for them to comply with the department of Health and

Ageing guiding principles for medication management in aged care facilities [28].

To complicate matters, there are practical, systemic and cultural barriers to

implementing change in organisations as complex as residential aged care facilities

in which the responsibility for initiating, monitoring and adjusting treatments is

dispersed across a range of personnel from a variety of professional backgrounds

(although only a medical or nursing practitioner can actually change medications).

These barriers can include regulatory arrangements, reimbursement systems, lead-

ership style, structural influences (facility size, staff turnover, educational oppor-

tunities) and overt and latent shared norms [29].
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8.5 Existing Approaches to Deprescribing Psychotropic
Medications and Their Limitations

The approaches used to date to encourage de-prescribing have entailed legal

compulsion, multi-disciplinary reviews and educational programs. Statutory direc-

tives have minimal effect. In the USA, federal regulations introduced in 1990 to

limit antipsychotic medications to nursing home residents with specific psychiatric

diagnoses and behavioural indications led to a reduction in psychotropic prescrip-

tions—but only to the levels seen currently in Australia [30]. In New South Wales,

Australia, a legal requirement to seek substitute consent before administering

psychotropic medications to people who cannot give consent themselves is mostly

ignored [31]. Legal sanctions that are not monitored or enforced are unlikely to be

of value in changing practice.

Medication reviews by a geriatrician, pharmacist, nurse and GP proved more

effective in a South Australian controlled trial involving 154 aged care facility

residents with either a challenging behaviour or polypharmacy. Scores on a scale of

medication appropriateness were significantly reduced in the intervention facilities,

with no consequent worsening of behaviours [32]. Similar findings emerged in four

other studies of pharmacist or multidisciplinary reviews of psychotropic prescrip-

tions in Australian, British and Swedish long-term care facilities [33].

Educational initiatives have proved successful in most but not all trials [33]. In

Queensland, Australia, pharmacist-led medication reviews coupled with nursing

education led to reductions of 6 and 14 % in benzodiazepine and antipsychotic

prescriptions, respectively. There were no differences, though, in residents’ dis-

ability levels or hospital admissions over coming months [34]. Outreach visits by

pharmacists were well received but had no discernable effects in a South Australian

study [35]. By contrast, in Tasmania, Australia, a complex intervention in which

community pharmacists initiated medication audits, feedback cycles, nursing edu-

cation sessions and a multi-disciplinary conference led to cessations or reductions

in doses for 37 % of residents taking an antipsychotic in intervention facilities

compared with 21 % in control facilities. For residents taking a benzodiazepine,

there were cessations or reductions in dose for 40 and 18 % of those in intervention

and control facilities, respectively [36]. When prescriptions were checked a year

later, benzodiazepine usage had dropped a little further in intervention facilities but

the proportions of residents taking antipsychotics had returned to baseline

levels [37].
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8.6 Study Protocol

8.6.1 Study Rationale

Educationally directed efforts to induce deprescribing and maintain changes in

practice may be too complex, time consuming and expensive to contemplate rolling

out nationally without additional strategies in place to reinforce them. With this in

mind, we wish to explore a new and complementary approach that taps family

members’ knowledge of residents’ prescribing histories and their willingness to

endorse deprescribing when provided with balanced information about this prac-

tice. Our study proposal is based on the following propositions:

1. It is understandable that clinicians are reluctant to stop a treatment when they

have no knowledge of who started the treatment, their reasons for starting it and

its benefits and adverse effects.

2. There are no simple, familiar clinical markers to guide psychotropic

de-prescribing. If an antihypertensive or hypoglycaemic medication is stopped,

residents’ blood pressures or glucose levels can be monitored easily and treat-

ments can be re-started if required. In the case of psychotropic medications, staff

must accept a risk that psychiatric disorders or challenging behaviours of an

unknown nature may re-emerge for at least a proportion of residents at some

point.

3. In the case of residents with dementia who cannot provide this sort of informa-

tion themselves, tracing information through former GPs, medical specialists

and pharmacists is difficult, time consuming and not remunerable for GPs—

though perhaps not impossible. This approach will form the basis of a separate

future research initiative.

We are not proposing any particular intervention based on family members’

responses. Instead, we wish to adopt a phased step-wise approach that has been

recommended for evaluation of complex interventions [38]. This will involve first

checking, by means of a modestly sized feasibility study, if family members’

knowledge of psychotropic prescriptions and their attitudes to deprescribing have

the potential to make a useful contribution to clinical practice. It is envisaged that

this information will, in turn, inform the development of a definitive intervention

that utilises the facilitators and addresses the barriers that have been identified in the

feasibility study.

8.6.2 Research Questions

In an effort to circumvent the difficulties encountered in deprescribing psychotropic

medications in aged care facilities, our project will address the following questions:
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1. For aged care facility residents who take one or more psychotropic medications

at the point of entry to high-level care, to what extent do family members know

that these medications are being dispensed and can they recognise their names?

2. To what extent can family members provide information about the original

prescriber of each medication; the original indication(s) for its use; the approx-

imate duration of the prescription and their perception of its effectiveness?

3. If family members are given carefully balanced, evidence-based written infor-

mation about the advantages and disadvantages of the relevant classes of med-

ications, what views do they express about the pros and cons of continuing

prescriptions and would they support efforts by the nursing staff and GP to

attempt deprescribing?

4. What are family members’ attitudes towards deprescribing, as indicated by their

scores on an adapted version of the Patients’ Attitudes Towards Deprescribing

(PATD) Questionnaire (see description below)?

8.6.3 Study Design

We propose an exploratory study (using surveys and semi-structured interviews) of

the knowledge and attitudes of family members concerning ongoing psychotropic

prescriptions for 50 newly admitted high care residents of a convenience sample of

aged care facilities in south-eastern Melbourne.

8.6.4 Study Procedures

Family members who agree to participate and provide written informed consent

will be encouraged to seek information from other sources regarding their relative’s

medication history and to complete a semi-structured interview (of approximately

1-h duration) with a trained research assistant at a later time. This will take place

either in person, in a private area of the aged care facility, or by telephone if

preferred. Face to face interviews will be audiotaped for checking purposes if

respondents agree. Other family members will be welcome to participate if they

wish. It will be made clear prior to the interview that we are seeking family

members’ views purely for research purposes and that the research assistant (who

will have no specialist knowledge in this area) will not be able to engage in

discussion about individual medications.

The research assistant will present the family members with a list obtained from

the aged care facility of all current regularly prescribed medications and all

occasionally prescribed medications that have been dispensed at least once in the

previous week. The list will include the medications’ generic and all Australian

brand names. The family members will be asked: (1) to nominate which medication

names they recognise as the ones being taken by their relative (answers will be
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recorded as “recognised” or “not recognised”); (2) if they know the name and

identity (GP, specialist) of the original prescriber of each medication; (3) the reason

(s) why each medication is prescribed; (4) the approximate duration of each

medication prescription and (5) their rating of each medication’s effectiveness on

a 5-point scale (ranging from “very effective” to “very ineffective”, or “don’t

know”). Responses will be recorded verbatim.

Next, family members will be presented with a short pamphlet (about

250 words) outlining the general benefits and risks of ongoing prescriptions of

psychotropic medications and the principles of deprescribing. The pamphlet will

state that, while some medications are required on a continuing basis, many no

longer serve a useful purpose and are best stopped gradually, usually over a period

of several weeks, to reduce side effects and costs. It will be made clear that

medications can be started again if necessary. After a discussion about the advan-

tages and disadvantages of deprescribing in general, using pre-prepared probes if

necessary, respondents will be asked to rate their level of support for attempts to

deprescribe each psychotropic medication on a 5-point scale ranging from “strongly

support” to “strongly oppose” (or “don’t know”).

Finally, GPs will be given a list of all the psychotropic medications (with doses)

being dispensed regularly to their patients and asked to nominate if any are used

primarily for physical health reasons (e.g. antidepressants to treat pain or urinary

incontinence).

8.6.5 Ethical Considerations

This study has been submitted for approval to the Monash University Human

Research Ethics Committee.

This is a feasibility study, not a deprescribing initiative, and we do not expect

medication deprescribing to occur on a large scale as a result of study participation.

However, the information provided by family members could be of genuine clinical

value and so, with their consent, we will pass this information on to the aged care

facility nursing staff and GPs using a specially designed form. Furthermore,

following their involvement in the study, family members may find themselves

wondering whether review and adjustment of their relatives’ psychotropic medica-

tions are needed. As a result, there may be more medication reviews, and more

family requests for reviews, than would normally be the case, a possibility that

facilities will be made aware of. Any such reviews would take place separate to the

study, as part of residents’ routine clinical care. GPs attending study facilities will

be informed of the study and given the opportunity to opt out of it at any time. If

they do so, we will not recruit family members of any of their patients (or cease

further recruitment if GPs opt out of the study after recruitment has already

commenced).

Although this possible increase in medication reviews may place additional

demands on facility and GP resources, it may also contribute positively to improved
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patient care. If GPs choose to make medication changes, one possible benefit may

be the finding that residents no longer require certain medications, or only require

the medications at lower doses.

On the other hand, reducing or ceasing psychotropic medication may be associ-

ated with a risk of re-emergence or worsening of previously well-treated

behavioural and psychological symptoms of dementia. In this event, it may be

appropriate to reinstate medication (that was reduced or ceased) to help re-settle

these symptoms, in conjunction with utilising non-medication approaches to treat-

ment. The researchers will be available to provide initial advice to the aged care

facility and GPs if such a scenario arises. If direct specialist involvement is required

to assist GPs in this process, guidance will be provided on how to refer residents to

the local public Aged Persons Mental Health Service (which will have been given

prior notice regarding the conduct of the study).

8.6.6 Setting

We will include the family members of between 2 and 5 residents from 10 to

25 aged care facilities in south-eastern Melbourne, giving a total of 50 residents.

We will sample facilities broadly to ensure a mix of public and private facilities

across a range of suburbs.

8.6.7 Recruitment

Because the residents concerned will have dementia, they will be unlikely to be able

to give informed consent to the study. Instead, we will seek consent from their

closest family member or legal guardian. This will be done in accordance with the

ethical principles for involving people with cognitive impairment in research

studies that are outlined in the Australian National Statement for Ethical Conduct

in Human Research [39]. Family members of residents who meet the study’s

inclusion/exclusion criteria (see below), and are therefore eligible for study partic-

ipation, will be identified by facility administrators and their contact details passed

on to us with their verbal consent. The research team will subsequently contact the

family members directly to describe the project and answer any questions. An

explanatory statement for family members to read and a consent form for them to

sign and return will subsequently be posted. Consent will be sought separately for

the interview to be tape-recorded and for the information provided about psycho-

tropic medications to be fed back to the nursing staff and GP.
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8.6.8 Participants

8.6.8.1 Inclusion Criteria

We will include family members of residents who (1) have been admitted or

transferred from another facility to high level care within the previous 3 months;

(2) have a diagnosis of dementia entered in the clinical file and/or have a Mini-

Mental State Examination (MMSE) score of�23 points; (3) continue to take one or

more previously prescribed antipsychotic, antidepressant and/or benzodiazepine

medications and (4) have a nominated primary contact person (usually a family

member) who has sufficient English fluency to complete an interview.

8.6.8.2 Exclusion Criteria

We will exclude family members of residents who (1) have a diagnosis entered in

the clinical file of schizophrenia, bipolar disorder, schizoaffective disorder or

delusional disorder or (2) are judged by nursing staff to be so physically unwell

that death is imminent.

8.6.9 Outcome Measures

8.6.9.1 Primary Measure

The primary measures of interest will be the proportions of family members who

(1) can recognise the name(s) of the psychotropic medications dispensed to their

relative and (2) can nominate the original prescriber of each medication, the

original reason(s) for the prescription, the approximate duration of the prescription

and their perception of its effectiveness.

8.6.9.2 Secondary Measures

The secondary measures of outcome will be (1) family members’ attitudes to the

deprescribing of these medications and (2) their scores on an adapted version of the

Patients’ Attitudes Towards Deprescribing (PATD) Questionnaire, a 15-item

checklist developed in South Australia [8, 9]. This questionnaire—which has

items like “I believe that all my medications are necessary”—has demonstrated

content validity, construct validity and test-retest reliability. The authors of this tool

have consented to its adaptation for use among family members of aged care facility

residents.
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8.6.10 Sample Size Justification

We anticipate that 50 interviews will be sufficient to capture a broad range of

viewpoints concerning the major psychotropic classes. If we reach the point of data

saturation, a smaller number of interviews may be required.

8.6.11 Feasibility

We have partnered with aged care providers to conduct many studies in local aged

care facilities over a 20-year period. This research will build on established

networks. The residential standards agency regards participation in research very

favourably and so facilities derive direct and indirect benefits from collaborating

with us. This particular project requires little staff input and presents no major

resource issues for the participating aged care providers. The study will be

conducted in accordance with Alzheimer’s Australia guidelines for involving

people living with dementia and their families in research [40]. This will help

ensure that the study is both feasible and acceptable from a consumer and carer

perspective.

One of the objectives of the study is to gauge family members’ motivation to

participate in such an exercise and their capacity to contribute useful information.

We believe that many will find the topic of interest and so completion rates are

likely to be high.

8.6.12 Statistical Analysis

8.6.12.1 Quantitative Analysis

The proportions of family members who recognise prescribed treatments will be

tabulated by medication class (antipsychotic, antidepressant and benzodiazepine or

other hypnotics) and compared with other selected major medication classes

(e.g. antihypertensives).

The proportions of family members who can nominate the original prescriber

(yes/no), indication (known/unknown) and ratings of the perceived effectiveness of

treatments will be tabulated by medication class.

Comparisons between psychotropic classes, and between psychotropic and other

classes, will be made using chi-square and t-tests for categorical and continuously

distributed data, respectively.
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8.6.12.2 Qualitative Analysis

Family members’ comments to the semi-structured probes will be noted manually

on a prepared template. Major themes will be extracted from these notes using a

framework analysis method [41]. Responses will then be coded by two research

staff independently followed by discussion and reconciliation of any disagree-

ments. Thematic analysis will address attitudes towards deprescribing with special

reference to positive and negative concerns, perceived barriers and facilitators,

preferred processes and expressed needs for additional information, communication

or support.

8.7 Discussion

If it emerges that few family members can have any useful information to add, and

few of them have any views about prescribing practices, there may be no value in

seeking their participation in the complex decision-making processes that

deprescribing entails. Based on experience, however, we suspect that family mem-

bers will often have useful knowledge and/or clear views about their relatives’

ongoing pharmacotherapy. If this is true, there may be opportunities to include their

knowledge and attitudes in the residential assessment procedures mandated by the

Australian federal government.

If it transpires that most family members do not want psychotropic medications

to be stopped, then efforts to encourage nurses and GPs to deprescribe them,

without reference to relatives’ views, will almost certainly prove counterproductive

and a different strategy will be required.

The prescribing histories reported by family members will sometimes be incor-

rect but, to put this in context, errors can arise even when information is taken from

competent patients or medical records [42]. Medical practitioners and pharmacists

must always consider the possibility of error when reviewing prescriptions with

patients or their proxies and the possibility of error is not in itself a reason to persist

with a treatment, regardless of other considerations.

In conclusion, this pilot study will address one of many structural barriers to

deprescribing (in this case, a lack of valid clinical data regarding psychotropic

prescriptions). Multiple strategies might need to be adopted to change practice in

real-world conditions and so this study is one of a suite of projects that we will

attempt to implement in an effort to improve psychotropic prescribing practices in

residential aged care settings. Development of evidence-based clinical practice

guidelines for psychotropic medication deprescribing in aged care facilities is an

anticipated longer term goal.
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