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ABSTRACT

Background: In older adults, the use of antipsychotics to treat delirium
or the behavioural and psychological symptoms of dementia is potentially
inappropriate and may be associated with adverse effects. Antipsychotics
newly initiated in hospital may be inadvertently continued after
discharge. In the Saskatchewan Health Authority (SHA) — Regina area,
the frequency and duration of antipsychotic continuation for older adults
after initiation during a hospital stay is unknown.

Objectives: To describe potentially inappropriate antipsychotic use

in older adults after discharge from hospital, specifically rates of
postdischarge antipsychotic therapy after initiation in hospital and
continuation up to 180 days after discharge; prescribing regimens used;
risk factors associated with continuation; pharmacist involvement; and
plans for antipsychotic discontinuation, tapering, and/or follow-up.

Methods: This retrospective chart review included inpatients 65 years
of age or older who were discharged from medicine units at SHA —
Regina area hospitals between September 30, 2021, and June 28, 2022.
Outpatient dispensing histories were also gathered.

Results: Of the 189 patients included in the analysis, 60 (31.7%) had
continuation of antipsychotic therapy at discharge. Of these, 48 (80.0%),
33 (55.0%), and 24 (40.0%) had continuation of antipsychotic therapy
at 30, 90, and 180 days after discharge, respectively. Of the patients with
continuing antipsychotic therapy, 53 (88.3%) were 75 years of age or
older, and 9 (15.0%) had documentation of an outpatient antipsychotic
follow-up plan.

Conclusions: Postdischarge continuation of antipsychotics was similar
to that reported in the literature. Patients continued on antipsychotics
after discharge were at a greater than 50% risk of continuation at

90 days and were unlikely to have a follow-up plan. Future quality
improvement efforts should include standardized prioritization

of medication reviews, documentation of indications, and regular
reassessment of therapy.

Keywords: antipsychotics, older adults, delirium, dementia, behavioural
and psychological symptoms of dementia, prescribing

RESUME

Contexte : Chez les personnes agées, |'utilisation d'antipsychotiques pour
traiter le délire ou les symptémes comportementaux et psychologiques

de la démence est potentiellement inappropriée et associée a des effets
indésirables. Le traitement antipsychotique initié a I'hopital pourrait se
poursuivre par inadvertance aprés le congé. Dans la région de Regina de la
Saskatchewan Health Authority (SHA), la fréquence et la durée du maintien
d'antipsychotiques chez les personnes agées apres I'initiation au cours d'un
séjour a I'hdpital sont inconnues.

Objectifs : Décrire |'utilisation potentiellement inappropriée
d'antipsychotiques chez les personnes agées apres le congé de I'hopital,
en particulier les taux de traitement antipsychotique initié a I'hdpital qui
continue apres le congé et son maintien jusqu'a 180 jours apres le congé;
les schémas de prescription utilisés; les facteurs de risque associés au
maintien; I'implication du pharmacien; et les plans visant a arréter, réduire
progressivement et/ou a faire le suivi de la prise d'antipsychotiques.

Méthodologie : Cet examen rétrospectif des dossiers comprenait

des patients hospitalisés dgés d'au moins 65 ans qui étaient sortis des
unités de médecine d'hdpitaux de la région de Regina de la SHA entre le
30 septembre 2021 et le 28 juin 2022. Les historiques de délivrance en
ambulatoire ont également été recueillis.

Résultats : Sur les 189 patients inclus dans I"analyse, 60 (31,7 %) ont
continué leur traitement antipsychotique au moment du congé. Parmi eux,
48 (80,0 %), 33 (55,0 %) et 24 (40,0 %) continuaient leur traitement
antipsychotique a 30, 90 et 180 jours aprés leur congé, respectivement.
Parmi les patients recevant un traitement antipsychotique continu,

53 (88,3 %) étaient agés d'au moins 75 ans et 9 (15,0 %) avaient un
plan de suivi antipsychotique ambulatoire.

Conclusions : Le maintien des antipsychotiques aprés le congé était
similaire a celui rapporté dans la littérature. Les patients qui continuaient
a prendre des antipsychotiques aprés leur congé couraient un risque
supérieur a 50 % de continuer a 90 jours et étaient peu susceptibles

de disposer d'un plan de suivi. Les futurs efforts d'amélioration de la
qualité devraient comprendre une priorisation standardisée des examens
des médicaments, la documentation des indications et une réévaluation
réguliere du traitement.

Mots-clés : antipsychotiques, personnes agées, délire, démence, symptomes
comportementaux et psychologiques de la démence, prescription
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INTRODUCTION

Acute delirium may occur in older adults, whether or not
they have dementia. Delirium is defined as a disturbance
representing a change from baseline attention and aware-
ness that develops over a period of hours to a few days and
may fluctuate in severity.! The prevalence of acute delirium is
estimated at between 18% and 50% for hospitalized patients
and is highest among older adults (at least 65 years of age).>
Patients experiencing delirium have higher rates of mortal-
ity, institutionalization, and complications, and their hospi-
tal stay may be prolonged.? Delirium can result in emotional
distress; may pose a risk of harm to the patient, family, and
caregivers; can increase nursing time per patient; and may
elevate costs to the health care system.*>

As distinct from those with delirium, individuals
living with dementia—a condition that is not acute in
nature—may experience disturbances in behaviour that are
referred to as the behavioural and psychological symptoms
of dementia (BPSD).* These symptoms refer to noncogni-
tive aspects of dementia, such as disturbances in percep-
tion, thoughts, mood, or behaviour, and they may include
acute delirium.>¢

Understanding the etiology of acute delirium or
BPSD is an important step in management, given that the
symptoms may be due to various reasons (e.g., underlying
infection, drug toxicity, environmental stressor). Initial
treatment strategies include recognizing and mitigating
risk factors or underlying causes and applying nonphar-
macologic approaches. Pharmacologic therapy should be
trialled only when nonpharmacologic measures have been
unsuccessful or the patient’s behaviour or condition poses
a safety risk.” Pharmacologic therapy for acute delirium is
generally limited to antipsychotics, for which the evidence
of benefit is uncertain and the use is off-label.”® Similarly,
antipsychotic agents are the main pharmacologic therapy
for BPSD; however, risperidone is the only antipsychotic
approved by Health Canada for short-term use in patients
with BPSD.>! Although warnings exist about long-term
use of antipsychotics in older adults, there has been little
effect on initiation of these medications, and in fact, they
are increasingly prescribed.!! For patients living with
dementia, the rate of initiation of antipsychotics increases
with hospitalization; for example, in a study published in
2016, antipsychotics were prescribed in hospital for 24.2%
of patients with a diagnosis of dementia.!?

Use of antipsychotics beyond resolution of symptoms
places the patient at risk of antipsychotic-associated harms,'?
including orthostatic hypotension, extrapyramidal symp-
toms, metabolic complications, and increased risk of death
in older adults.!* Additionally, the risk of cerebrovascular
adverse events increases among older adults who are receiv-
ing antipsychotics and remains elevated for approximately
20 months after initiation of the medication.!>

The American Geriatric Society’s Beers criteria recog-
nize medications that are potentially inappropriate for older
adults either because they are ineffective or because there is
an unnecessary risk of harm relative to safer alternatives;
according to these criteria, all antipsychotics are poten-
tially inappropriate.!” Antipsychotics initiated to manage
delirium should be reassessed daily while the patient is in
hospital, with a plan for discontinuation before transfer to
another unit or before discharge.>!8

Despite evidence of harm when antipsychotics are used
for both acute delirium and BPSD, antipsychotics are often
continued as patients transition through the health care sys-
tem. A retrospective study found that 43% of patients 65 years
of age or older were continued on an antipsychotic after hospi-
tal discharge; the documented reasons for initiation included
delirium (40%) and agitation (23%).!” Within the Saskatch-
ewan Health Authority (SHA) - Regina area, the duration of
antipsychotic use among older adults with initiation of anti-
psychotic therapy in hospital is currently unknown.

The purpose of this study was to describe potentially
inappropriate antipsychotic use for older adults in the
SHA - Regina area who transitioned from hospital to an
outpatient setting. The primary objectives were to summar-
ize the percentage of antipsychotic-naive older adults initi-
ated on potentially inappropriate antipsychotics in hospital
for whom antipsychotic therapy was continued at discharge
and to determine the proportions with antipsychotic con-
tinuation at 30, 90, and 180 days after hospital discharge.
The secondary objectives were to describe the antipsychotic
agents, regimens, and routes of administration used during
the hospital stay and at discharge; to determine the pro-
portion of older adults who had, at the time of discharge, a
documented discontinuation and/or taper plan and/or out-
patient follow-up plan; to describe the risk factors for con-
tinuation of antipsychotics at discharge; and to determine
the proportion of older adults with evidence of pharmacist
involvement in antipsychotic treatment while in hospital.

METHODS

A retrospective chart review was completed for inpatients
discharged from adult medicine units at SHA — Regina area
hospitals, using inpatient records and prescription dispensing
data from outpatient community pharmacies for the 180 days
following hospital discharge, to assess the duration of therapy.

Patients eligible for inclusion were Saskatchewan
residents 65 years of age or older at the time of the index
hospitalization who had been admitted from home or
a long-term care facility, who were discharged from an
inpatient adult general medicine unit under the care of an
internist or hospitalist, and for whom an antipsychotic was
initiated during the hospital stay. Patients were excluded if
they had been discharged or transferred to alocation where
it was not possible to gather outpatient dispensing history,
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were receiving a long-acting injectable antipsychotic, had
a documented history of psychiatric illness for which anti-
psychotic use would be appropriate, did not have a best
possible medication history form completed on admis-
sion, were receiving palliative care, or were undergoing
IV chemotherapy for cancer; patients who died before dis-
charge from hospital were also excluded.

The hospital’s electronic health records were used to
screen patients for inclusion. More specifically, an electronic
report was generated from the hospital’s pharmacy soft-
ware system (BDM Pharmacy, version 10; BDM Healthware
Inc), listing all patients who had been discharged from an
adult medicine unit before July 1, 2022, with at least 1 order
for an antipsychotic. Patient screening was conducted in
reverse chronological order until a convenience sample of
200 patients was obtained, to align with the research team’s
capacity and local restrictions.

A new antipsychotic prescription was defined as a pre-
scription initiated in the hospital for patients who had no
dispensing of an antipsychotic from a Saskatchewan out-
patient pharmacy in the 4 months before admission.

Antipsychotic prescriptions in the outpatient setting
were assessed at 30,90, and 180 days using each patient’s claim
history with community pharmacies. The 90-day timeframe
corresponded with the expected benefit period of 12 weeks

Electronic reports for patients
discharged with an antipsychotic
before July 1, 2022
(n=627)

for BPSD, and the other timeframes correlated with periods
associated with risk of harm, monthly dispensing prac-
tices in Saskatchewan outpatient pharmacies, and long-term
therapy. Any antipsychotic dispensed in this timeframe was
included in the analysis, to account for patients with switch-
ing to an alternative antipsychotic after discharge. Study data
were collected and managed using REDCap (Research Elec-
tronic Data Capture) tools hosted at SHA - Regina area.?%?!
REDCap is a secure web-based software platform designed
to support data capture for research studies. This project was
approved by the SHA Research Ethics Board (REB-22-67).

Statistical analysis, using descriptive and inferential
statistics, was completed with Microsoft Excel 2016 soft-
ware. A logistic regression analysis, to identify the predict-
ors of antipsychotic continuation, was performed using
SPSS version 28.0.1 software (IBM).

RESULTS

A total of 511 records were screened electronically, until 200
unique records for patients meeting the inclusion criteria
were identified. Of these, 189 patients discharged between
September 30, 2021, and June 28, 2022, were included in the
final analysis. Figure 1 outlines the rationale for exclusion
at each stage of screening.

(n=511)

Excluded (n = 311)

¢ Receiving antipsychotic before admission (n = 190)

Reports screened electronically e Discharged or transferred to a location where investigators could not gather outpatient fill history
(e.g., to Wascana Rehabilitation Centre, another acute care facility, or Grace Hospice) (n = 51)

e Transferred from another hospital (n = 33)
e Receiving palliative care (n = 14)
e <65 years of age at time of admission (n = 7)

¢ Any documented history of psychiatric illness for which there is an indication for use of
antipsychotics (e.g., bipolar disorder, delusional disorder, refractory major depressive disorder,
obsessive—compulsive disorder, posttraumatic stress disorder, schozophrenia) (n = 5)

e Discharged by physician other than a hospitalist or an internist (n = 3)

e No Saskatchewan Health Service Number (n = 3)

e Did not survive to hospital discharge (n = 2)

e Receiving IV chemotherapy for active cancer, prescribed by an oncologist (n = 2)
¢ Not discharged from a medicine unit (n = 1)

Charts reviewed (n = 200)

Excluded (n = 11)

e NoDTMR (n = 6)
e No DTMR or BPMH (n = 3)
e NoBPMH (n=2)

Included (n = 189)

FIGURE 1. Flow diagram of screening and exclusion processes. Available reports were screened (in reverse chronological order) until 200 patients
meeting inclusion criteria were identified. BPMH = best possible medication history, DTMR = discharge transfer medication reconciliation.
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The baseline characteristics of the study population are
presented in Table 1. Mean age was 85 (range 76-93) years,
and more than half were women (107/189, 56.6%). The most
common admission diagnoses were falls (40/189, 21.2%),
urinary tract infections (19/189, 10.1%), and COVID-19
(18/189, 9.5%). At discharge, 58.7% (111/189) of the patients
went to a long-term care or assisted living facility.

Of the 189 included patients, 69 (36.5%) had mul-
tiple antipsychotics prescribed throughout the hospital

stay, with an average of 2.2 (range 1-4) antipsychotics per
patient. The most commonly prescribed antipsychotic was
quetiapine (120/273 orders, 44.0%), followed by haloperidol
(117/273 orders, 42.9%) (Table 2). Of the quetiapine orders,
46.7% (56/120) were prescribed on both a scheduled and
as-needed (PRN) basis. The majority of haloperidol orders
(83/117 orders, 70.9%) were for PRN administration, and for
the majority of patients receiving haloperidol, both oral and
parenteral agents were prescribed (80/117 orders, 68.4%). In

TABLE 1. Baseline Characteristics

Group; No. (%) of Patients®

Antipsychotic Not Antipsychotic Continued

All Continued at Discharge at Discharge
Characteristic (n =189) (n=129) (n =60)
Age group (years)
65-74 25 (13.2) (14.0) 7 (11.7)
75-84 61 (32.3) (29 5) 23 (38.3)
85-94 87 (46.0) 61 (47.3) 26 (43.3)
>95 16 (8.5) 12 (9.3) 4 (6.7)
Average age (range) 85 (76-93) 85 (76-93) 84 (76-92)
Sex, female 107 (56.6) 72 (55.8) 35 (58.3)
Admission diagnosis
Infection 64 (33.9) 42 (32.6) 22 (36.7)
NeurologicalP 64 (33.9) 40 (31.0) 24 (40.0)
Musculoskeletal® 31 (16.4) 23 (17.8) 8 (13.3)
Respiratory 8 4.2 8 (6.2) 0 (0.0
Gastrointestinal 8 (4.2 7 (5.4) 1 (1.7)
Cardiovascular 7 (3.7) 4 (3.1) 3 (5.0
Renal 7 3.7) 5 (3.9 2 (3.3)
Length of stay (days) (median and IQR) 13 (IQR = 14) 13 (IQR = 13) 16.5 (IQR = 17)
Admitting service: critical care/surgery/step down unit 16 (8.5) 9 (7.0 7 1.7)
Discharge location
Home 78 (41.3) 57 (44.2) 21 (35.0)
Long-term care or assisted living facility 111 (58.7) 72 (55.8) 39 (65.0)
Comorbid conditions?
Dementia 100 (52.9) 64 (49.6) 36 (60.0)
Chronic kidney disease 46 (24.3) 31 (24.0) 15 (25.0)
Liver disease 4 (2.1) 4 (3.) O (0.0)
Diabetes mellitus 59 (31.2) 40 (31.0) 9 (31.7)
Congestive heart failure 38 (20.1) 28 (21.7) 10 (16.7)
History of CVA 33 (17.5) 20 (15.5) 3 (21.7)
Cancer® 30 (15.9) 22 (17.) 8 (13.3)
Alcohol use disorder 16 (8.5) 10 (7.8) 6 (10.0)
Parkinson disease 15 (7.9) 9 (7.0 6 (10.0)
COPD 35 (18.5) 23 (17.8) 12 (20.0)
None documented 10 (5.3) 8 (6.2) 2 (3.3)

COPD = chronic obstructive pulmonary disease, CVA = cerebrovascular accident.

aExcept where indicated otherwise.

bNeurological diagnosis on admission includes falls, confusion, and delirium.

“Musculoskeletal diagnosis on admission includes weakness and pain.

dComorbid conditions were selected on the basis of commonly occurring conditions in the literature concerning in-hospital prescribing of antipsychotics.

eNot actively receiving intravenous chemotherapy.
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TABLE 2. Description of Antipsychotic Regimens

Type of Order Initiated in Hospital

Total Parenteral Oral + No. (%) of Orders Continued
Antipsychotic (n=273) Oral Only Only Parenteral® at Discharge® (n = 62)
Haloperidol 117 (42.9%) 8 (12.9%)
PRN only 83 7 15 61 5
Scheduled only 10 6 3 1 3
Both PRN and scheduled 24 5 1 18 0
Methotrimeprazine 2 (0.7%) 0 (0%)
PRN only 1 0 0 1 0
Scheduled only 0 0 0 0 0
Both PRN and scheduled 1 1 0 0 0
Olanzapine 13 (4.8%) 3 (4.8%)
PRN only 4 2 0 2 0
Scheduled only 2 2 0 0 3
Both PRN and scheduled 7 4 0 3 0
Quetiapine 120 (44.0%) 43 (69.4%)
PRN only 50 50 0 0 8
Scheduled only 14 14 0 0 33
Both PRN and scheduled 56 56 0 0 2
Risperidone 21 (7.7%) 8 (12.9%)
PRN only 6 6 0 0 4
Scheduled only 8 8 0 0 3
Both PRN and scheduled 7 7 0 0 1

PRN = as-needed.
aParenteral = intramuscular, intravenous, subcutaneous.
bAIl continued antipsychotics were for oral administration.

comparison, risperidone accounted for 7.7% (21/273) of the
orders, and a larger proportion of the risperidone orders
(8/21, 38.1%) were prescribed on a scheduled basis.

For 60 patients (60/189, 31.7%), a potentially inappro-
priate antipsychotic was continued at discharge; for these 60
patients, a total of 62 antipsychotics were prescribed (with
2 patients having 2 antipsychotics each on their discharge
prescriptions). Among the antipsychotics continued at dis-
charge, quetiapine was the most common (43/62, 69.4%),
followed by haloperidol (8/62, 12.9%), risperidone (8/62,
12.9%), and olanzapine (3/62, 4.8%). All of the agents con-
tinued at discharge were for oral administration, and most
were regularly scheduled (42/62, 67.7%). Scheduled admin-
istration was more common for olanzapine (3/3 orders,
100%) and quetiapine (33/43 orders, 76.7%). In contrast,
PRN administration was more common among patients
receiving haloperidol (5/8 orders, 62%). Risperidone pre-
scriptions specified PRN administration (4/8, 50%), sched-
uled administration (3/8, 38%), or a combination of PRN
and scheduled (1/8, 12%). The postdischarge antipsychotic
regimens are described in Table 2.

Of the 60 patients for whom an antipsychotic prescrip-
tion was continued at discharge, 2 (3.3%) did not fill the
prescription, 10 (16.7%) had an antipsychotic prescription

for less than 30 days, and 48 (80.0%) had an antipsychotic
prescription that continued at 30 days after discharge.
Ultimately, 40.0% (24/60 patients) were still receiving anti-
psychotics 180 days after discharge (Figure 2).

48 (80.0%)

30 days
postdischarge

33 (55.0%)

90 days
postdischarge

No prescription
filled or < 30 days’
supply filled

12 (20.0%)

FIGURE 2. Antipsychotics continued at discharge and at 30, 90, and
180 days after discharge (n = 60).
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Among those with a prescription for antipsychotic
agents on discharge, a discontinuation and/or taper plan was
documented for 5.0% (3/60), and an outpatient follow-up plan
was present for 15.0% (9/60). Among the latter 9 patients, the
outpatient follow-up plan consisted of referral to the family
physician to reassess antipsychotic usage (5/9, 56%) or an out-
patient psychiatric consultation (4/9, 44%). Among patients
whose antipsychotic was discontinued before discharge,
11.6% (15/129) had a predischarge discontinuation and/or
taper plan, and 7.8% (10/129) had a follow-up plan.

Patients included in this study were assessed for known
risk factors for antipsychotic continuation at discharge.?224 A
total of 88.3% (53/60) of the patients who had antipsychotics
continued at discharge were atleast 75 years old, 60.0% (36/60)
had an existing diagnosis of dementia, and 60.0% (36/60) had
a catheter placed during the admission. Other risk factors for
continuation included concurrent use of benzodiazepines
(14/60, 23.3%) and/or opioid medications (34/60, 56.7%). In
terms of the statistical analysis, none of the identified risk
factors was statistically significant for continuation of anti-
psychotics, and some could not be analyzed because of low
numbers. The study was not sufficiently powered to allow
conclusions to be drawn regarding this subgroup analysis.

In total, pharmacists were involved in 66 documented
interventions related to antipsychotics. Documented inter-
vention with a progress note occurred 4 times (4/66, 6.1%).
Starting or restarting an antipsychotic was the most common
intervention (20/66, 30.3%), followed by discontinuing one
route of administration when multiple routes appeared on
the patient’s profile (14/66, 21.2%), changing the dose (13/66,
19.7%), and discontinuing the antipsychotic (12/66, 18.2%).

DISCUSSION

The rate of antipsychotic continuation in this study was
comparable to rates in previous studies with a similar
patient population (i.e., patients not receiving antipsychot-
ics at the time of admission); together, these data suggest
that the rate of antipsychotic continuation at discharge is
between 30.2% and 43.0%.!%2° Patients included in our
analysis were not assessed for death occurring within the
180 days after hospital discharge. However, given that evi-
dence of harm with antipsychotic use in older adults beyond
the 90-day mark has been established and given that almost
half of the patients who were continued on an antipsychotic
at discharge were still receiving the medication at 180 days
after discharge, these patients would be at an increased risk
of death.* In addition, older adults are at increased risk of
polypharmacy because of multiple comorbidities associated
with aging, and they are more vulnerable to medication-
related adverse events.?® The continuation of antipsychotics
at discharge may represent challenges associated with man-
aging polypharmacy, including difficulty differentiating
which medications may be contributing to adverse effects

or benefits and which may be the result of a prescribing
cascade. The “antidote” for polypharmacy is deprescribing,
which can be difficult to facilitate because of the patient’s or
family’s concerns about adverse outcomes related to stop-
ping medications or barriers to understanding the clinical
rationale for discontinuing a medication.?”

This study revealed prescribing patterns within the
SHA - Regina area, where haloperidol and quetiapine were
the most commonly prescribed antipsychotics for older
adultinpatients in medicine units. This finding reflects other
available literature suggesting that risperidone, haloperi-
dol, and quetiapine are the antipsychotics most commonly
initiated in hospital for delirium or BPSD, with risperidone
and quetiapine being more commonly continued at dis-
charge.?®?° Analyzing the rationale for use of a particular
antipsychotic was outside the scope of this project, but the
more frequent prescribing of haloperidol and quetiapine
may reflect prescribers’ preference for a drug with options
for different routes of administration (i.e., haloperidol) or a
drug with sedating properties (i.e., quetiapine).

Among patients with continuation of an antipsychotic
at discharge, the presence of outpatient follow-up plans or
discontinuation and/or tapering plans for the antipsychotic
documented at discharge was limited. This finding is
comparable to the results of a retrospective chart review of
older adult inpatients, which found that 87.6% of patients
were continued on a newly prescribed antipsychotic for
delirium management at discharge without documented
instructions for discontinuation or follow-up.2®> Given that
80% of the older adults in our study with continuation of an
antipsychotic after discharge did not have documented plans
for reassessment or follow-up, it is uncertain if the medica-
tions were intended to be reassessed when patients followed
up with their primary care provider(s). Uncertainty related
to reassessment of antipsychotic therapy emphasizes the
importance of documentation. Consistent documentation
would ensure that other clinicians are aware of the indica-
tion and the plan for antipsychotic reassessment.

Antipsychotics are not considered a high-alert medi-
cation®® and are not listed locally as targeted drugs to be
reviewed under pharmacist work standards. In our study,
pharmacist interventions were primarily related to anti-
psychotic initiation or reinitiation, defined by the presence
of a verbal order from a physician documented in the patient
chart. However, not every intervention was documented,
so the intent of some interventions could not be inferred.
There is an opportunity to standardize and improve con-
sistency in pharmacist documentation of interventions for
older adults experiencing polypharmacy.

The most common risk factor for antipsychotic continu-
ation at discharge was age greater than or equal to 75 years.
This may be related to the increased risk of polypharmacy
among older adults, which potentiates their risk of adverse
drug reactions and readmission to hospital; this situation
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highlights the need for medication reviews before discharge
and regularly thereafter in the community.’! Care teams
should initiate antipsychotics only after nonpharmacologic
strategies have been trialled and, if antipsychotics are pre-
scribed, the clinician should specify the duration of therapy
or establish a date for reassessment.

The strengths of this study included the methodology
and accessibility of patient data, which yielded an assessment
of current practice within the SHA - Regina area for adult
medicine patients, with extension to outpatient utilization of
antipsychotics, and highlighting areas for future research.

The limitations of this study included the small sam-
ple size and the retrospective interpretation of noncon-
trolled data. Utilization of claim history as a metric for
antipsychotic continuation limited the accuracy of our
outcomes; furthermore, because we were unable to capture
data for patients who died in the 180-day period after hos-
pital discharge, the true proportion of those with continu-
ation of antipsychotics after discharge may be greater than
what we have reported here. Additionally, claim history
represents prescription fills, but not necessarily whether
patients actually took the medication.

Another limitation of a retrospective chart audit like
ours relates to the lack of documented indications in the
inpatient charts; therefore, it was difficult to distinguish
between patients with acute delirium and those with
another nonpsychiatric use for antipsychotics, such as
insomnia. This limitation was justified, as the use of anti-
psychotics as a sleep aid or for insomnia is also inappropri-
ate.3? The retrospective nature of this study also precluded
knowledge of the extent to which nonpharmacologic strat-
egies were used for initial management and prescribers’
intentions for the antipsychotic therapy, as these details
may not have been documented in all cases.

The care team should prioritize patients for review
according to the presence of various factors, alone or
in combination, including age greater than or equal to
65 years; multiple medications, indicating polypharmacy;
use of high-risk or potentially inappropriate medications;
and chronologic proximity to transitions of care, where
unintentional omission of medication reconciliation may
have occurred. Given that chronic disease management and
long-term follow-up are typically more widespread in the
community setting, strategies to improve documentation
of indication and enhance communication with outpatient
care teams, such as community pharmacists and primary
care physicians, should be pursued.

CONCLUSION

The rate of continuation of antipsychotics in this study was
similar to that reported in previous literature. Older adults
with continuation of an antipsychotic at discharge were
at a greater than 50% risk of continuation at 90 days after

discharge and were unlikely to have a follow-up plan or
documented indication for the antipsychotic. Future work
should include knowledge translation and quality improve-
ment efforts, such as establishing a process for prioritizing
medication reviews, documentation of clinical indication,
and ensuring adequate follow-up for older adults.
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