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Abstract
Purpose of Review Agitation is a serious complication of dementia for many patients and can be a challenging clinical prob-
lem for medical providers. With the information provided in this review, it is hoped that readers are equipped with up-to-date 
knowledge to implement effective treatments for their patients with this significant medical problem.
Recent Findings This review provides an overview of the assessment and management of dementia-related agitation, includ-
ing nonpharmacologic and pharmacologic approaches. These include guidelines on antipsychotic use in patients with demen-
tia, two recently published medication algorithms, and research on agents such as prazosin, nabilone, and gabapentin. Overall, 
findings are mixed but promising, and a framework to guide providers exists to effectively treat dementia-related agitation.
Summary While evidence is mixed and there is variability in published recommendations, broad principles can be applied. 
These include a careful assessment and systematic approach towards nonpharmacologic interventions, as well as balancing 
benefit, risk, and patient goals of care in medication decision-making. Treatment for dementia-related agitation also continues 
to be a field of active research, with promising directions to further guide future practice.
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Introduction

Dementia-related agitation is frequently listed as a primary 
cause for caregiver strain and patient distress and can risk 
harm to patients and those around them [1]. Safety risks 
subsequently precipitate ER visits, psychiatric and medical 
inpatient hospitalizations, and institutionalization [2•]. As 
health care providers, having the knowledge to apply effec-
tive treatments for dementia-related agitation therefore not 
only improves the quality of lives of patients and their car-
egivers but can enhance safety and potentially reduce burden 
on hospital and long-term care systems.

The goal of this review is to provide an overview of the 
current literature around nonpharmacologic and pharmaco-
logic treatments for dementia-related agitation, with a focus 
on patients living at home with a caregiver. The evidence 
presented is mixed and suggests that treatment planning can 

require time and careful effort; however, with the informa-
tion provided in this review, it is hoped that readers will be 
equipped with the up-to-date knowledge needed to success-
fully implement effective treatment for their patients.

Terminology

The language used in studies investigating dementia-related 
agitation is highly variable. This variability lies in the fact 
that neurodegenerative disorders cause global injury, so 
almost any psychiatric symptom can occur as a complica-
tion of these disorders. An illustration of this phenomenon 
is that the Neuropsychiatric Inventory (NPI), a rating scale 
commonly used in dementia research, assesses psychiatric 
symptoms across 12 broad domains, which include psychotic 
symptoms, such as delusions and hallucinations; what many 
consider agitated behaviors, such as agitation, irritability, 
disinhibition and motor disturbance; and other symptoms 
including depression, anxiety, elation, apathy, nighttime 
behaviors, and changes in eating behaviors [3]. In the lit-
erature, the term Behavioral and Psychological Symptoms 
of Dementia (BPSD) is often used to encompass this broad 
range of psychiatric complications in dementia.
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Distinct from BPSD is wording used to describe agitation 
specifically. Different terms include agitation and aggres-
sion, disruptive agitation, and dementia-related agitation. 
Some studies will distinguish between verbal and physical 
agitation [4]. More recently, the International Psychogeri-
atric Association published a provisional definition in 2015 
[5]. Criteria include a diagnosis of dementia; one of the fol-
lowing three symptoms: motor activity, verbal aggression, 
and physical aggression; and an association of these symp-
toms with emotional distress. These symptoms are to occur 
for at least two weeks, contribute to disability, and cannot 
be solely attributed to another cause.

For the purposes of this review on agitation, studies that 
use BPSD as a primary outcome measure are included in 
addition to those that focus specifically on dementia-related 
agitation. This reflects the observation that while agitation 
is recognized as a symptom that requires targeted attention, 
agitation frequently co-occurs with other psychiatric symp-
toms [6], and studies usually include a measure of BPSD 
to capture response to treatments broadly. Additionally, 
seminal studies prior to 2015 did not maintain a consistent 
definition for agitation leading to the use of variable out-
come measures. This review will describe when possible if 
clinical trials are describing agitation specifically or broader 
behavioral disturbances.

Assessment

When assessing behavioral disturbances associated with 
dementia, it is important to rule out causes unrelated to 
dementia, such as delirium, another psychiatric disorder, 
pain, and medication side effects. A good history, physi-
cal, and laboratory and imaging studies if indicated can 
clue practitioners as to whether these are occurring in their 
patients [7].

When other causes are ruled out and a diagnosis of BPSD 
is made, it is helpful to obtain quantitative measures [8]. 
These allow practitioners to identify the severity of the 
symptom present, as well as measure response when inter-
ventions are implemented. Basic questions for the patient 
and caregiver on the frequency, length, and severity of 
behaviors can be relatively quick to obtain and a good start. 
If a specific rating scale is of interest, for consideration is the 
Neuropsychiatric Inventory Questionnaire (NPI-Q), which is 
an abbreviated version of the full NPI [9]. This brief ques-
tionnaire can be filled out by caregivers and provides a fre-
quency and severity rating of a broad range of symptoms. 
Another quantitative measure that may be easy to obtain for 
those working in skilled nursing facilities is the Minimum 
Data Set Section E (MDS) which includes standard nurs-
ing assessments documented by skilled nursing facilities to 
maintain compliance with regulatory agencies [10].

Treatment guidelines also recommend ratings scales vali-
dated by research [8]. One of these is the Brief Psychiatric 
Rating Scale [11], which is not dementia specific but has 
the advantage of being administered by a clinician rather 
than the patient or caregiver, providing objective findings. 
Another scale is the Cohen Mansfield Agitation Inventory 
which is specific to dementia-related agitation and has the 
advantage of documenting individual behaviors, such as 
physical or verbal aggression [12].

Nonpharmacologic Approaches

After a careful assessment, nonpharmacologic measures are 
considered the next appropriate treatment-planning step. 
Because of the side effects, risks, and uncertainty over effi-
cacy with medications, nonpharmacologic approaches are 
guideline recommended for any severity of disease, and are 
considered first-line (before medications) when symptoms 
are mild to moderate in severity [8]. A one-sized-fits all 
approach does not exist, however, and therefore require time 
and “detective work” on the part of treatment providers and 
caregivers to design a tailored treatment plan.

One framework to consider is the “A-B-C’s” which has 
basis in functional analysis [13]. This approach can be eas-
ily taught to caregivers and provides a way to gather data  
and promote problem-solving a tailored approach to a spe-
cific challenging behavior. “A” stands for “Antecedent,” 
“B” for “Behavior,” and “C,” for “Consequence.” Consider 
a case of restlessness and pacing in a patient with dementia 
while watching television in a common area in skilled nurs-
ing facility. Using the A-B-C framework to gather history 
from the patient’s caregiver, the “Antecedent” is identified 
as the patient being in a common area where news coverage  
is playing on the television. The “Behavior” is pacing, rest-
lessness, and a look of distress, but no verbal or physical 
aggression. The “Consequence” in this example could be 
the observation that behaviors persist if the patient stays in 
the common area, but distress resolves after movement to 
a quieter room. Going through this exercise allows provid-
ers and caregivers an opportunity to talk through a scenario 
and identify areas of intervention, which in this case could 
include monitoring television programming or moving a 
patient to a quiet area quickly when symptoms emerge.

Another useful framework is the DICE  ApproachTM, 
which stands for Describe, Investigate, Create, and Evalu-
ate [14]. After contextualizing and characterizing behaviors 
in the Describe step, this approach encourages incorporating 
patient, caregiver, and environmental factors while examin-
ing possible causes (i.e., Investigate), and while collabo-
ratively implementing a treatment plan with caregivers or 
other team members (i.e., Create). At each step of the algo-
rithm there is also a consideration to include psychotropic 
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medications, particularly if there is a safety concern present. 
The Evaluate step reinforces the importance of assessing 
results and revising treatment plans as needed. Not only 
useful for healthcare providers, this approach has also been 
developed for direct-training to caregivers [15].

Another approach is to use a biopsychosocial formulation, 
which is often applied by psychiatrists to clinical problems 
[16]. This thought-process helps identify, in a systematic 
manner, contributors to symptoms and interventions tailored 
to the patient. For example, when considering biological con-
tributors to agitation, these could include the dementia pro-
cess itself, medication side effects, pain, and medical illness. 
Psychological contributors could include premorbid person-
ality or psychiatric illness. There are also several psycho-
logical theoretical models around dementia-related behav-
iors that can fit in this category. One is a reduced threshold 
for stress model, in which it is postulated that patients with 
dementia are less able to accommodate stressful stimuli due 
to decreased coping abilities; therefore, stimuli that are tol-
erated by others instead lead to frustration, irritability, or 
distress in patients with dementia [17]. In the above case 
example, distress caused by television news programming 
fits this conceptualization. Another conceptualization that 
may fit in either the psychological or social category is the 
unmet needs model [18]. In this model, it is postulated that 
patients with cognitive impairment are less able to express 
their needs, both physical and psychological, therefore result-
ing in an expression of distress through agitation. Examples 
can include boredom, physical needs (e.g., pain), or need for 
social interaction. As for the social and environmental aspect 
of this biopsychosocial formulation, additional examples can 
include environmental triggers, presence or lack of structured 
activities, or caregiver interactions.

There are also specific modalities that have been stud-
ied for BPSD or agitation and can be options to consider 
[19–30]. Some of these are listed in Table 1. Studies tend to 
have mixed results or are limited by small numbers of partic-
ipants, and therefore results difficult to generalize. This also 
likely reflects the heterogeneity behind agitated behaviors, 
and how a tailored approach to treatment is more likely to be 
successful. Despite limited evidence, these approaches can 

have intuitive face value (e.g., aromatherapy as a relaxation 
approach), are relatively easy to try, and do not have adverse 
effects associated with them. Many memory care units or 
long-term care facilities have instituted similar programming 
(e.g., pet therapy, exercise therapy) that allow for easy access 
for their residents. Therefore, these approaches are worth a 
consideration for many.

Caregiver Support and Education

Caregiver education and support are not just important 
interventions for caregivers in and of themselves but can 
also improve dementia-related agitation. Some examples of 
evidence-based approaches for caregiver training are occu-
pational therapist interventions [31] and the Resources for 
Enhancing Alzheimer's Caregiver Health (REACH) Inter-
vention [32], which is a protocol including sessions with a 
coach or therapist working with caregivers on self-care and 
training in behavioral management.

In addition, there is general advice that providers can 
pass along to caregivers  [33••, 34]. Communication advice 
includes the use of simple language and one-step directions, 
with a calm tone while maintaining good eye contact. Offer-
ing guided choices with just two options to invite patients’ 
preferences can be helpful. Another communication strat-
egy is avoiding raising one’s one voice, criticizing, or argu-
ing and instead addressing underlying feelings and providing 
reassurance (“You’re safe, I am here with you.”) In addi-
tion, advice on adjusting the environment includes decreas-
ing noise and distractions to keep the area calm, focusing 
on pleasant events, and offering simple exercise options or 
activities; music and art are examples. Pragmatic advice that 
may be worth reminding caregivers is to keep dangerous 
objects out of reach and to avoid caffeine and alcohol.

There are also several organizations with caregiver 
resources that can be recommended to family members. 
The first is the Alzheimer's Association, which is a national 
grassroots organization that not only focuses on advocacy 
and promotion of research, but also has extensive educa-
tional materials, support with a 24/7 helpline, and facili-
tation of support groups [33••]. The Family Caregiver 
Alliance also has online educational materials, including 
information specifically on BPSD [34]. There may be other 
resources available through local Area Agencies on Aging 
[35]. Many senior centers and hospital systems offer car-
egiver conferences and educational courses.

Respite programs may be of benefit in many cases. While 
studies are limited, there is a suggestion that adult day health 
programs may reduce BPSD [36]. Forms of respite to dis-
cuss with caregivers not only include adult day health pro-
grams but could also involve asking other family members 
to take shifts with caregiving and hiring paid caregivers or 

Table 1  Examples of nonpharmacologic therapies for behavioral and 
psychological symptoms of dementia

Music Therapy
Pet Therapy, including live animals or robots
Aromatherapy
Simulated Presence
Exercise Therapy
Light Therapy
Multisensory Environments
Massage Therapy and Therapeutic Touch
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companions. Overnight respite programs in skilled nurs-
ing and assisted living facilities also allow caregivers time 
for extended leave to attend to their own medical needs or 
important travel.

Pharmacologic Approaches

Overview

There are several things to consider when reviewing research 
around pharmacotherapy for agitation related to dementia. 
First, there is only one FDA approved medication at the time 
of this writing for behavioral disturbances specifically asso-
ciated with dementia, so most medications are prescribed 
off-label. Also, a study population may be different than  
patients in real-world clinics, hospitals, and emergency room 
settings. For example, most studies occur over a duration of 
10 or more weeks, so may not generalize to severe symp-
toms seen in emergency settings. There may also be ethnic, 
gender, and socioeconomic differences in study versus real-
world setting practices. 

Findings are often mixed or complicated by serious side 
effects, and some agents have evidence limited to pilot stud-
ies or case series. Therefore, choosing which medications 
is not clear-cut, and done on a case-by-case basis weighing 
potential side effects risks versus risks of undertreatment, 
with patient and family goals of care factoring heavily. For 
example, for a patient with severe agitation and for which 
family are choosing a comfort-care approach, it may be more 
appropriate to trial an agent with stronger quality evidence 
but with significant side effect risk. This is in contrast with a 
patient with mild severity agitation for whom family wishes 
to minimize side effects, where an agent with pilot study 
level data but benign side effect profile may be preferred. 
Despite these complexities and uncertainties, in most cases 
providers do improve the quality of lives of their patients 
with the help of medications, so there is a role for pharma-
cotherapy in treatment.

Atypical Antipsychotics

Atypical antipsychotics tend to be more commonly used 
and are the most rigorously studied class of medications for 
dementia-related behavioral disturbances [37–41, 42••]. A 
major caveat with this class is the black box warning for 
increased risk of mortality in older adults treated for demen-
tia-related psychosis. The FDA black box warning describes 
a 1.6 to 1.7 increased mortality risk in patients who were 
enrolled in clinical trials assessing efficacy for dementia-
related psychosis. This number involves 4.5% mortality in 

those taking active drug, compared to 2.6% mortality in 
patients taking placebo in these clinical trials [43]. Subse-
quent analyses have replicated these findings [44, 45]. It 
is advisable to inform patients and families of these num-
bers, where the increased mortality risk may or may not be 
acceptable to them as they weigh factors such as severity of 
agitation, the patient’s life expectancy, and goals of care for 
comfort versus length of life. It is also in large part because 
of this mortality risk that APA guidelines recommend these 
agents be limited to those with severe agitation where there 
is risk of harm or significant distress to the patient [8].

There are at this time 5 atypical antipsychotics for which 
large scale randomized placebo-controlled studies have been 
conducted: risperidone, olanzapine, quetiapine, aripiprazole, 
and brexpiprazole. Risperidone has a larger number of clini-
cal trials and a slightly more consistent demonstration of 
response than the other agents [8]. Brexpiprazole is the most 
recent agent studied in this class and includes agitation (and 
not psychosis) as the primary outcome measure in these 
studies. At the time of this writing, findings for 2 studies for 
brexpiprazole have been published with mixed findings [42], 
but an as yet unpublished  3rd study was completed resulting 
in FDA approval in May of 2023 [46].

For all these agents, dose ranges tend to start at the lowest 
available dose, with the maximum dose being less than half 
of the younger adult maximum dose indicated in those with 
schizophrenia or other psychotic disorders [37]. When consid-
ering which agent to choose, side effect profiles can be a con-
sideration. For example, risperidone has a stronger evidence 
base but a greater risk for extrapyramidal side effects, while 
quetiapine has the weakest evidence base for efficacy but the 
least likely in this class to cause extrapyramidal side effects.

Selective Serotonin Reuptake Inhibitors

The CitAD study was a multi-site randomized controlled 
trial of citalopram that demonstrated, at 30mg daily, supe-
riority over placebo for treatment of agitation in patients 
with Alzheimer's dementia [47]. Secondary analysis found 
efficacy was more prominent in patients living at home, 
with moderate (and not severe) agitation, and with milder 
severity dementia [48]. In other words, this study sug-
gests that citalopram can be a preferred choice in those 
with milder degrees of cognitive impairment or behavioral 
disturbance. This study was done prior to the FDA recom-
mending a dose limit of 20 mg per day in older adults due 
to risk of prolonged QT; therefore, it is not entirely clear 
that 20 mg per day is as efficacious as the 30 mg dose 
studied in this clinical trial. At the time of this review, a 
study of escitalopram, which is an enantiomer of citalo-
pram, is underway and could shed light on this alternative 
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agent [49]. Although other SSRIs have not been as rigor-
ously studied, they are often considered for this indication 
as well [50]. A commonly used SSRI is sertraline, as its 
favorable side effect profile and relatively few drug inter-
actions make it an attractive choice in older adults.

Cholinesterase Inhibitors and Memantine

Cholinesterase inhibitors and memantine can also be con-
siderations in some cases. Studies with positive results are 
limited to secondary analysis, where primary outcome meas-
ures were cognitive measures and study participants did not 
have significant behavioral disturbances at baseline. How-
ever, neuropsychiatric profiles were also assessed as sec-
ondary measures, and those who were assigned active drug 
tended to have more favorable neuropsychiatric profiles than 
those taking placebo [51, 52]. This likely mirrors the modest 
positive symptomatic effect in cognitive profiles associated 
with these medications, as opposed to a specific mechanism 
that addresses behavioral disturbances. Subsequent studies 
enrolling patients with behavioral disturbances for which 
these symptoms were primary outcome measures did not 
find superiority over placebo [53–55].

Therefore, cholinesterase inhibitors and memantine may 
be worthwhile considerations for those with mild degrees 
of agitation. The cholinesterase inhibitors include done-
pezil, rivastigmine, and galantamine. Donepezil tends to be 
commonly used, as it is administered once daily and FDA 
approved for all stages of Alzheimer's dementia, from mild 
to severe; rivastigmine and galantamine have FDA approval 
for mild Alzheimer’s dementia. Rivastigmine has an addi-
tional FDA approval for Parkinson’s Disease Dementia 
and has a patch formulation which makes this an attractive 
option when patients have difficulty with oral medications. 
Memantine is FDA approved for moderate to severe Alzhei-
mer’s dementia.

Anticonvulsant Medications

Another class studied for dementia-related agitation is the 
anticonvulsant class. Results for valproic acid have mixed 
results for agitation, where smaller studies suggest efficacy, 
but a single larger multi-site study of divaloproex did not find 
superiority over placebo [56–58]. Evidence behind carbamaz-
epine includes small studies, which were positive, but without 
a published follow-up larger trial [59, 60]. Both valproic acid 
and carbamazepine are limited by need for laboratory moni-
toring of blood levels. Evidence around gabapentin include 
only case studies at the time of this writing, but because of 
its more benign side effect profile than other anticonvulsants 
and lack of need for laboratory monitoring, this is often con-
sidered for dementia-related agitation as well [61].

Other Medications

Prazosin is an alpha-1 adrenoceptor antagonist, FDA 
approved for hypertension, but also frequently used off-label 
for post-traumatic stress disorder sleep disturbance. The 
rationale behind this agent for consideration in dementia-
related agitation is that noradrenergic system abnormalities 
have been observed in Alzheimer's disease, for which an 
alpha-1 adrenoreceptor antagonist may be uniquely suited. 
Even in early-stage disease, neurodegeneration of the locus 
coeruleus results in fewer norepinephrine producing neu-
rons, but without a decrease in the amount of CSF norepi-
nephrine produced, suggestive of increased compensatory 
upregulation of remaining noradrenergic neurons [62, 63]. 
There is also an upregulation in alpha-1 adrenoreceptors in 
the frontal cortex, clinically correlated with agitation sever-
ity [64, 65]. Clinical studies have also shown an association 
between increased noradrenergic outflow and an increase 
in agitated behaviors in patients with Alzheimer’s demen-
tia [66]. Given these findings that suggest a compensatory 
noradrenergic system upregulation in part mediated by the 
alpha-1 adrenoreceptor, it is postulated that prazosin could 
be effective for this specific etiology for agitation in some 
Alzheimer's disease patients. A small double-blind placebo-
controlled pilot study demonstrated superiority over placebo 
with good tolerability [67]. Because prazosin is an older 
and now generic medication, it has a long-known relatively 
safe side effect profile compared to atypical antipsychotics, 
avoiding adverse effects such as EPS and sedation. The pilot 
study published for this medication used a dose range of 1 
mg to 6 mg total per day, in divided doses.

Another promising agent is nabilone, which is a syn-
thetic cannabinoid used as an antiemetic in the setting of 
chemotherapy. A pilot randomized double-blind study 
involving 39 patients found greater symptom reduction 
compared to placebo [68]. The dose range in the study was 
1 to 2 mg, and nabilone was noted to be well-tolerated, 
with sedation more common in patients taking active drug 
compared to placebo. A larger study is currently recruiting 
to investigate this agent further.

Another agent for consideration is dextromethorphan-
quinidine, which is currently FDA approved for pseu-
dobulbar affect. In a Phase II multicenter double-blind 
placebo-controlled trial for agitation and aggression 
related to Alzheimer's dementia, results indicated greater 
symptom reduction compared to placebo [69]. Dose ranges 
included a starting dose of dextromethorphan-quinidine 
20 mg/10mg once daily, increasing up to 30 mg/10mg. 
Side effects included gastrointestinal symptoms and the 
potential for a prolonged QT interval. At the time of this 
writing, a Phase III clinical trial has not been published.

Lastly benzodiazepines are commonly used, although 
the appropriateness for use is controversial. It is typically 
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recommended these medications be avoided by older adults, 
given the concern for cognitive impairment, oversedation, 
falls, and risk for delirium. Studies indicate that benzodiaz-
epines are being prescribed long-term in contrast to these 
guidelines, however [70]. If a benzodiazepine is felt to be 
clinically needed, lorazepam may be the best choice because 
of its relatively short half-life and lack of hepatic metabolism.

Overall Approach to Medication Selection

Given the above studies show uncertain efficacy or signifi-
cant side effects, there can be different ways to apply these 
findings into clinical practice. Table 2 summarizes the sever-
ity of symptoms, the timeframe involved, and proposes an 
appropriate choice in each scenario. In situations where the 
risk of undertreatment is high (i.e., agitation is severe and 
could result in safety concerns) a more aggressive approach 
utilizing agents with higher side effect risk, but stronger evi-
dence for efficacy (e.g., atypical antipsychotics) would be a 
higher priority first choice. In the opposite scenario, milder 
symptoms could potentially be addressed with agents that 
have less proven efficacy, but safer side effect profiles. If 
a first choice does not result in significant improvement, 
switching to an agent in a different class is a next step. How-
ever, if there is partial improvement with an initial agent, 
some may prefer adding a second agent in an augmentation 
approach to avoid losing partial benefit from the first agent, 
with the caution that there is polypharmacy risk and need 
for careful monitoring of side effects.

There are also two recently published algorithms to guide 
medication decisions around pharmacotherapy. One of these 
is a sequential algorithm developed and adopted by a uni-
versity health system in Canada for use in patients hospi-
talized for dementia-related agitation [71]. This algorithm 
emphasizes first a washout of medications upon admis-
sion, followed by adequate trials of 6 agents to be given in 
sequence and as monotherapy; the writers start with risperi-
done, followed by aripiprazole/quetiapine, carbamazepine, 

citalopram, gabapentin, and then prazosin. If these are not 
effective, a combination of these agents or ECT is suggested.

A second algorithm published by the Harvard South 
Shore Algorithm Project recommends medication tri-
als based on severity of symptoms [72••]. For symptoms 
deemed emergent and requiring intramuscular adminis-
tration of medications, olanzapine is recommended first, 
followed by haloperidol and then lorazepam. For urgent 
symptoms, the order of trials is aripiprazole, then risperi-
done, followed by prazosin. ECT is also a consideration if 
these trials fail. For non-emergent symptoms, first remov-
ing anticholinergic medications and addressing pain is rec-
ommended, followed by sleep optimization, donepezil and 
memantine, an SSRI, an atypical antipsychotic, prazosin, 
and finally carbamazepine.

Deprescribing

It is important also to note that behavioral disturbances 
associated with dementia can wax and wane, and that 
long term treatment may not be necessary for everyone. 
A randomized placebo-controlled discontinuation trial of 
risperidone demonstrated that 60% of volunteers switched 
to placebo experienced a relapse in symptoms after dis-
continuation, compared to 33% who continued risperidone 
[73]. This suggests that discontinuation may be tolerated 
by many, but risk for recurrence exists and is important to 
consider on a careful basis. American Psychiatric Asso-
ciation guidelines for antipsychotic use in patients with 
dementia provide specific recommendations on depre-
scribing this class of medications, where after 4 months 
of response to treatment, guidelines recommend offering a 
taper or discontinuation, followed by monthly assessments 
for 4 months to monitor need for restarting the medica-
tion [8]. In skilled nursing facilities, federal regulations 
also dictate regular attempts at gradual dose reductions of 
psychiatric medications in residents.

Table 2  Sample approach for 
choosing pharmacologic agents 
for dementia-related agitation

Symptom severity Time frame Medications to consider

mild
non-distressing

months cholinesterase inhibitors
memantine

moderate
distressing
interferes with quality of life

weeks to months SSRIs
prazosin
nabilone
anticonvulsants
dextromethorphan-quinidine
atypical antipsychotics

severe
distressing
safety of patient or others are at risk

days to weeks atypical antipsychotics
benzodiazepines
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Conclusion

Agitation is a serious complication of dementia for many 
patients and can be a daunting clinical problem for medi-
cal providers. However, using a systematic approach as 
discussed above, meaningful care and improvement for 
patients and their caregivers is achievable. To summarize 
this systematic approach, key components are an assess-
ment of the symptoms involved, utilizing a framework 
to identify nonpharmacologic approaches, and utiliz-
ing a stepwise approach to medication decision-making 
which balances severity of symptoms, side effect risk, and 
patient goals of care. While evidence is mixed and there 
is variability in recommended algorithms and in practice, 
these broad principles can still be applied. Treatment for 
dementia-related agitation also continues to be a field of 
active research, with promising directions to further guide 
future practice.
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