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percent of patients with dementia display behavioral and
psychological symptoms, such as agitation, wandering,
depression, and anxiety. These symptoms increase the
cost of care, caregiver burden, and risk of nursing home
placement, and decrease patient quality of life.2–4 To care
for dementia patients, clinicians must give as much if not
more attention to managing associated behavioral prob-
lems as they do to attempting to slow the progression of
cognitive decline.

Guidelines suggest that nonpharmacologic treatment,
such as modification of daily activities or sensory therapy,
should be first-line treatment for any behavioral and psy-
chological symptom of dementia (BPSD).5–8 However, in
practice there has been low adherence to using nonphar-
macologic treatment.9 A reported 27% of dementia outpa-
tients are taking antipsychotics,10 while one multicenter
study found 32.4% antipsychotic use in nursing home
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Objective: The purpose of this study was to
determine the prevalence of antipsychotic use
among nonaggressive patients with newly diag-
nosed dementia and to examine indications for
antipsychotic use.

Method: Patients had to be veterans older
than 60 years, newly diagnosed with dementia
(ICD-9-CM criteria) from 2001 to 2004 at the
Michael A. DeBakey Veterans Affairs Medical
Center in Houston, Tex. Patients diagnosed more
than 1 year before telephone screening, living in
a nursing home or having a caregiver less than
8 hours a week, and/or having aggression, de-
termined by caregiver response on the Ryden
Aggression Scale, were excluded. Medical
records of eligible participants were then eval-
uated on the basis of 5 questions: (1) Was the pa-
tient taking an antipsychotic? (2) Were neuropsy-
chiatric symptoms documented, with or without
antipsychotics? (3) Did the patient have comorbid
psychiatric diagnoses? (4) Did the physician at-
tempt to decrease or discontinue the antipsy-
chotic? and (5) Did the physician attempt non-
pharmacologic interventions?

Results: A total of 173 patients were eligible
for medical record evaluation. Of these, 29 (17%)
had been prescribed antipsychotics. Depression,
nighttime disturbance, and irritability were the
most often documented neuropsychiatric symp-
toms; however, 31% of patients had no docu-
mented symptoms. Mood disorder was docu-
mented in 36% of patient records; however, 94
patients (54%) had no comorbid psychiatric disor-
der. Twelve nonpharmacologic interventions were
documented for dementia symptoms. Only 2 at-
tempts to discontinue or decrease antipsychotics
for the 29 patients using them were documented.

Conclusion: A sizable minority of newly diag-
nosed, nonaggressive dementia patients are taking
antipsychotics. Physicians need greater education
and awareness of the benefits of nonpharmaco-
logic interventions.
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ver 4 million people have dementia, and estimates
are that this number will continue to grow.1 Ninety
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patients.11 Furthermore, studies show a large variation
in the prescribing practice of physicians.11 According to
guidelines, physicians should prescribe an antipsychotic
for a BPSD only if first-line treatment fails and the symp-
tom is distressing to the patient or caregiver, functionally
disabling, preventing essential care, or endangering to
self or others.5–8

Although most guidelines suggest the use of antipsy-
chotics as an intervention for BPSDs, several recent con-
trolled trials and meta-analyses fail to show a separation
of the placebo response from the antipsychotic response
for BPSDs.12,13 However, patients treated with antipsy-
chotics do show more adverse effects of these drugs, in-
cluding edema, extrapyramidal symptoms, abnormal gait,
somnolence, cardiovascular accidents, urinary inconti-
nence, and death. These recent findings indicate the po-
tential ineffectiveness of antipsychotics in treating BPSD
in dementia patients, while highlighting the increased
mortality and disability associated with using this class
of psychotropic in elderly patients. In 2005 the U.S. Food
and Drug Administration placed a black box warning on
antipsychotic agents regarding their use in elderly pa-
tients because of an increased risk of stroke and death.14

Despite this warning, some physicians continue to pre-
scribe antipsychotics, arguing that they have a role in
treating behavioral symptoms in dementia patients.15

To our knowledge, no study has looked at the phar-
macologic interventions for BPSDs that physicians use
in treating patients with newly diagnosed dementia with-
out aggression. It is generally believed that early, newly
diagnosed patients display fewer BPSDs. With this in
mind, among a cohort of newly diagnosed, nonaggressive
dementia patients, one would expect a low use of anti-
psychotics. Given new data on the low efficacy and sub-
stantial morbidity of antipsychotics, understanding the
prevalence and reasons for antipsychotic use in this
sample of patients will help guide interventions at the
clinical and policy levels. Therefore, the purpose of this
study was to determine the prevalence of antipsychotic
use among patients with newly diagnosed dementia with-
out aggression and to examine indications for antipsy-
chotic use.

METHOD

Subjects
Newly diagnosed, nonaggressive dementia patients

were initially identified through several sources (e.g.,
Veterans Administration Outpatient Data Files, flyers, and
radio and print advertisements). To be included, patients
had to be veterans, over 60 years of age, and newly diag-
nosed with dementia from 2001 to 2004 at the Michael E.
DeBakey Veterans Affairs Medical Center in Houston,
Texas. Newly diagnosed was defined as receiving an ini-
tial outpatient International Classification of Diseases,

Ninth Revision, Clinical Modification (ICD-9-CM) code
for dementia (code 290.xx, 291.2, 292.82, 294.1, 294.8,
or 331.0) in the 12 months before screening.

After determining eligibility, a research staff person
sent a letter of notification to subjects stating that they
would be contacted unless they called to decline to par-
ticipate. Participants meeting the above criteria were
screened by telephone to verify their eligibility. Patients
were excluded if they had received a dementia diagnosis
more than 1 year before the telephone screening, lived in
a nursing home, or had a caregiver less than 8 hours per
week. All dementia diagnoses were both formally con-
firmed through medical records and informally confirmed
through caregiver report.

Presence of aggression was also an exclusion criterion.
The patient was classified as aggressive if the caregiver
responded positively to 1 or more items from the Ryden
Aggression Scale.16 The Ryden Aggression Scale inquires
about physical, verbal, and sexually aggressive behaviors
during the previous year.

 This research project was approved by the Houston
Veterans Affairs Research Committee and the Baylor
College of Medicine Institutional Review Board.

Medical Record Review
PubMed was searched in November 2006 using

the following terms: dementia, neuropsychiatric, agita-
tion, BPSD, and antipsychotic. From the results of these
searches, relevant articles were reviewed to aid in creat-
ing a chart-abstraction tool to explore the following ques-
tions to examine prevalence, reasons for antipsychotic
use, and adherence to practice guidelines. The specific
questions addressed were: (1) Was the patient taking an
antipsychotic? (2) Were any neuropsychiatric symptoms
documented in patients with or without antipsychotics?
(3) Did the patient with and without antipsychotics have
any comorbid psychiatric diagnoses? (4) Did the physi-
cian attempt a trial of a decreased antipsychotic dose or
discontinuation of the antipsychotic? (5) Did the physi-
cian attempt any nonpharmacologic interventions for
BPSD?

A medical student trained and supervised by a board-
certified geropsychiatrist completed the medical record
review. The chart-abstraction tool was completed for each
participant by reviewing the notes from 5 care areas (pri-
mary care, neurology, emergency, mental health, and so-
cial work) for 1 year before each patient’s telephone-
screening date. Insufficient documentation was defined
as having less than 2 notes during the 12 months before
study entry. In cases in which clarification was needed or
documentation was ambiguous, notes from 2 additional
care areas (pharmacy and nursing) were reviewed. For ex-
ample, if in a neurology note a neurologist wrote “start
inpatient Seroquel” without a supporting rationale or
reason, then nursing care and pharmacy notes for that
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particular patient were reviewed for clarification. In
cases in which no clarification or support was found, then
that particular chart was reviewed by the supervising
geropsychiatrist.

Presence of an antipsychotic. The first question, “Was
the patient taking an antipsychotic?” was answered by
documenting all instances of patient prescriptions for anti-
psychotic medication. Medications that were prescribed
on an as-needed basis, for either an inpatient stay or outpa-
tient visit, were ignored.

Presence of documented neuropsychiatric symptoms.
The second question attempted to explore the reason why a
patient was prescribed an antipsychotic medication. “Were
any neuropsychiatric symptoms documented?” was coded
positive if that symptom was mentioned anywhere in pri-
mary care, neurology, emergency room, mental health, or
social work notes 1 year before the screening date. The
Neuropsychiatric Inventory Questionnaire (NPI-Q)17,18

was used to define the neuropsychiatric symptoms. For ex-
ample, if the medical record stated “has trouble sleeping at
night,” the NPI-Q symptom “nighttime disturbance” was
coded. In other attempts to document neuropsychiatric
symptoms, some patients (all nonaggressive at the time of
initial screening) coded positive for agitation. During the
review, if agitation was coded positive, a more in-depth
exploration for aggression was performed. Aggression, as
a neuropsychiatric symptom, was coded positive if there
was clear documentation of verbal or physical aggression.

Presence of comorbid psychiatric disorders. Psychi-
atric diagnoses were categorized as mood, anxiety, or
psychotic/thought disorders. Patient psychiatric symptoms
were coded into neuropsychiatric symptoms based on
symptoms listed in the NPI-Q scale. For example, a patient
complaint of feeling depressed (e.g., “I am depressed”)
was not enough to code positive for a mood disorder. Fur-
ther, if a patient had a mood disorder with depression as
part of the syndrome, this would not mean that he/she
would code positive for depression in the neuropsychiatric
scale. For example, one could have a past medical history
of depression but could be in remission secondary to phar-
macologic treatment and therefore not have depressed
mood.

Attempts to decrease or discontinue antipsychotic.
The medical records of all patients taking antipsychotics
within the chart-abstraction period were searched for
changes and discontinuation of their antipsychotic
medication.

Documentation of nonpharmacologic interventions.
The final question, “Did the physician attempt a nonphar-
macologic intervention for a symptom of dementia?” was
answered by documenting all instances of documentation
of a symptom of dementia and developing a plan to treat
this symptom. An example of this includes discussing the
importance of not sleeping during the day to avoid insom-
nia and nighttime wandering.

Statistical Analyses
Frequency analyses were calculated to determine the

proportions of dementia patients who were documented
as having an antipsychotic prescription, neuropsychiatric
symptoms, comorbid psychiatric disorders, nonpharmaco-
logic interventions, and attempts to decrease or discon-
tinue antipsychotic medications. Fisher exact tests were
calculated to compare differences in antipsychotic use
across comorbid psychiatric conditions. Statistical Analy-
sis Systems software v.9.1 (SAS Institute, Inc., Cary, N.C.)
was used for all analyses.

RESULTS

Of 217 medical records abstracted, 44 were excluded
for insufficient documentation, leaving 173 nonaggres-
sive, newly diagnosed dementia patients (172 men [99%]
and 1 woman [1%]). Of the 173 patients, 145 (84%) were
married, and 28 (16%) were widowed, divorced, or never
married. Mean age of participants was 76 (SD = 5.89)
years, with a range of 60 to 90 years. The ethnic back-
ground of participants was as follows: 126 (73%) white,
39 (23%) black, 7 (4%) Hispanic, and 1 (1%) American
Indian/Alaskan Native. Of the 173 charts, 34 (20%) were
reviewed by the geropsychiatrist for clarification and
consensus.

Presence of an Antipsychotic
Twenty-nine patients (17%) were taking antipsychotics.

Twelve of these (41%) had been prescribed the antipsy-
chotic more than 1 year before the telephone-screening
date, while 17 patients (59%) had been prescribed an
antipsychotic during the 12 months before study entry.
The most commonly prescribed antipsychotic was risperi-
done (N = 16, 55%). Others prescribed included quetia-
pine (N = 14, 48%), olanzapine (N = 4, 14%), mesorida-
zine (N = 1, 3%), and haloperidol (N = 1, 3%). Because a
patient could be prescribed multiple antipsychotics during
the chart-review period, either at the same time or at differ-
ent times, the sum of the numbers of patients taking indi-
vidual antipsychotics does not equal 29.

Presence of Neuropsychiatric Symptoms
The distribution of documented neuropsychiatric symp-

toms is shown in Table 1. Depression (N = 70, 40%),
nighttime disturbance (N = 53, 31%), and irritability (N =
46, 27%) were the most common symptoms documented.
No documented neuropsychiatric symptoms were found in
31% of the patient charts. Of the 53 patients with no docu-
mented psychiatric symptoms, 7% (N = 2) had been pre-
scribed antipsychotic medication.

Presence of Comorbid Psychiatric Disorders
Mood disorder (N = 62, 36%) was the most common

diagnosis documented, followed by anxiety disorder
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(N = 18, 10%), thought disorder (N = 9, 5%), and other
disorder (N = 2, 1%). Approximately 54% (N = 94) had
no comorbid psychiatric disorder. Table 2 contains infor-
mation about the use of antipsychotics in dementia pa-
tients with comorbid psychiatric conditions. Patients pre-
scribed an antipsychotic and those not prescribed an
antipsychotic did not differ significantly in number of di-
agnoses of mood disorder (41% and 35%, respectively),
although patients on antipsychotic treatment were signifi-
cantly less likely than those not on antipsychotic treatment
to have no psychiatric diagnosis (p < .05) and signifi-
cantly more likely to have a thought disorder (p < .001).
Further, we found that our newly diagnosed, nonaggres-
sive dementia patients prescribed antipsychotics, com-
pared with patients not prescribed antipsychotics (Table
1), were more likely to have delusions (28% vs. 3%,
p < .001), hallucinations (45% vs. 6%, p < .001), and non-
aggressive agitation (38% vs. 4%, p < .001).

Documentation of Nonpharmacologic Interventions
For the 173 patients, 21 nonpharmacologic interven-

tions were documented for symptoms of dementia. These
interventions were documented in only 7% (N = 12) of pa-
tients. Caregiver psychoeducation was documented most

frequently (N = 7, 58%). Other nonpharmacologic inter-
ventions were as follows: recommendations for changes
in patient activity or demands (e.g., changes in routines
and scheduling, reduction in amount and complexity of
activities) (N = 4, 33%); referral for behavior-specific
therapy (N = 4, 33%); referral to social work (e.g., for be-
havioral problems) (N = 4, 33%); and cognitive interven-
tion (e.g., reorientation, reminders, cues, task sequencing)
(N = 2, 17%). In some instances, patients were referred
for multiple nonpharmacologic interventions. Less than
50% (N = 5, 42%) of the documented nonpharmacologic
interventions occurred before an attempt at a pharmaco-
logic intervention.

Attempts to Decrease or Discontinue Antipsychotic
As mentioned above, 29 patients (17%) were taking

antipsychotics. Attempts to either discontinue or decrease
the medication were documented for only 2 (7%) of these
29 patients.

DISCUSSION

This study was undertaken to explore 2 research
questions. The first was, “What is the prevalence of

Table 1. Documentation of Neuropsychiatric Symptoms in Newly Diagnosed,
Nonaggressive Dementia Patients Within 1 Year of Screeninga

On Antipsychotic Not on Antipsychotic Total
Treatment (N = 29), Treatment (N = 144), (N = 173),

Symptom N (%)  N (%) N (%) p Value

No symptoms documented 2 (7) 51 (35) 53 (31) < .001
Depression 17 (59) 53 (37) 70 (40) .06
Nighttime disturbances 15 (52) 38 (26) 53 (31) < .05
Irritability 10 (34) 36 (25) 46 (27) .18
Anxiety 10 (34) 29 (20) 39 (23) .15
Hallucinations 13 (45) 8 (6) 21 (12) < .001
Agitation 11 (38) 6 (4) 17 (10) < .001
Appetite 6 (21) 8 (6) 14 (8) < .05
Apathy 5 (17) 8 (6) 13 (8) .05
Aberrant motor behavior 5 (17) 7 (5) 12 (7) < .05
Delusions 8 (28) 4 (3) 12 (7) < .001
Disinhibition 3 (10) 2 (1) 5 (3) < .05
Euphoria 0 (0) 1 (1) 1 (1) > .99
aAnalyses: independent 2 × 2 tables using Fisher exact tests.

Table 2. Antipsychotic Use in Dementia Patients With Comorbid Psychiatric
Conditionsa

On Antipsychotic Not on Antipsychotic Total,b

Treatment (N = 29), Treatment (N = 144), (N = 173),
Condition N (%) N (%) N (%) p Value

Mood disorder 12 (41) 50 (35) 62 (36) .83
Anxiety disorder 4 (14) 14 (10) 18 (10) .10
Thought disorder 7 (24) 2 (1) 9 (5) < .001
Other disorderc 0 (0) 2 (1) 2 (1) > .99
No psychiatric disorder 10 (34) 84 (58) 94 (54) < .05
aAnalyses: independent 2 × 2 tables using Fisher exact tests.
bTotal percentages above 100% due to dual diagnoses.
c“Other disorder” category includes adjustment disorder with depressed mood and a nightmare

disorder.
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antipsychotic use in newly diagnosed, nonaggressive
dementia patients?” The second was, “Why are nonag-
gressive, newly diagnosed dementia patients prescribed
antipsychotic medication?” For the first question, we
hypothesized that few, if any, newly diagnosed, nonag-
gressive dementia patients would be prescribed antipsy-
chotics. However, 29 patients (17%) were taking antipsy-
chotics, including 9 nonpsychotic, nonagitated patients
(5%). For the second question, we hypothesized that anti-
psychotics would be prescribed primarily to participants
with comorbid psychiatric conditions. However, our
study did not show this to be the case.

Given the above findings, we determined that anti-
psychotic medications are used in a sizable minority of
newly diagnosed, nonaggressive dementia patients. Based
on our chart-abstraction results, it appears that the pre-
scribing practices of physicians include the prescription
of antipsychotic medication to patients exhibiting psycho-
sis and agitation. These findings indicate that patients ex-
hibiting symptoms of psychosis and agitation are at in-
creased risk of antipsychotic prescription. We also found
evidence that, once a physician prescribed an antipsy-
chotic for a dementia patient, there were few attempts to
modify, taper, or discontinue the medication, as practice
guidelines suggest.

This predilection to continue patients on antipsychotic
treatment carries over even to acute conditions. Two pa-
tients were started on antipsychotic treatment for delirium
and remained on it afterwards as outpatients. No practice
guidelines suggest long-term use of antipsychotics for
delirium.

The use of antipsychotics appears to be less prevalent
in nonaggressive patients than in aggressive patients.19

In our sample, antipsychotic use (17%) is less than that
reported in other studies on aggressive dementia outpa-
tients (74%) and less than that reported for dementia out-
patients in general (27% to 32%).10,20 The rate of antipsy-
chotic use among our sample is also less than the 46%
reported in a sample of newly diagnosed, aggressive de-
mentia patients.9

We expected that comorbid psychiatric conditions
would explain why newly diagnosed, nonaggressive de-
mentia patients are prescribed antipsychotics. However,
our data did not support this hypothesis. Practice guide-
lines also suggest the use of nonpharmacologic inter-
ventions for behavioral symptoms before pharmacologic
interventions, but our chart-abstraction results found lim-
ited use of this practice. Given the rare documentation
of nonpharmacologic interventions in general in this
population, the many guidelines that advise these inter-
ventions,5–8 and the effectiveness of some of these inter-
ventions,21,22 further work must be done to create clear
delivery methods for nonpharmacologic interventions.
Specifically, to decrease antipsychotic use and the re-
cently discovered adverse effects of increased cardiovas-

cular accidents, nonpharmacologic interventions should
focus on symptoms of psychosis or agitation. Educating
physicians about the need for nonpharmacologic inter-
ventions, especially in the context of evidence showing
lack of effectiveness and an increase in adverse events,
must be a goal for future care of dementia patients.

Discontinuation of antipsychotics was rarely docu-
mented, despite randomized controlled trials that docu-
ment the safety and usefulness of such a practice.23–25

Such interventions have been found to be well tolerated
and to not result in increased behavioral disturbances. Al-
though current regulations in the nursing home setting re-
quire discontinuation trials, there are no such similarly
strong policy-level recommendations in the non–nursing
home setting.

This study has limitations. First, our records came
from only 1 institution; as a result, we cannot examine the
extent to which local practice patterns influence our find-
ings. Second, this study was retrospective instead of pro-
spective, although our chart review captured the care pro-
vided over an extended period of time. Third, the lack of
documentation of a symptom or treatment does not mean
that it did not occur; it is possible, for example, that non-
pharmacologic interventions were sometimes applied but
not documented. Finally, our patient population was spe-
cific to veterans and subject to the biases implicit in this
population; for example, almost all patients were men.

In summary, a sizable minority of newly diagnosed,
nonaggressive dementia patients are taking antipsychotic
agents. Prescription practices for these drugs will need to
change, and physicians will need greater education and
awareness of the benefits of using nonpharmacologic, in-
stead of pharmacologic, interventions.

Drug names: haloperidol (Haldol and others), olanzapine (Zyprexa),
quetiapine (Seroquel), risperidone (Risperdal).
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