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Abstract

Background: Atypical antipsychotics are commonly used in hospital for a variety of indications. Because of their
association with increased mortality in elderly patients with dementia, their use should be limited to the lowest possible
doses for the shortest period of time.

Objectives: This study aimed to determine the proportion of elderly patients started on atypical antipsychotics in
hospital and continued on discharge, to describe the indications for their use, as well as the presence of documented
follow-up post-discharge.

Methods: This was a retrospective, observational study using electronic health record data of one hundred
patients admitted to Winchester District Memorial Hospital between November 2017 and July 2018. Patients 65 years
of age or older who were started on an atypical antipsychotic during their hospital stay were eligible for inclusion.

Results: The proportion of patients prescribed an atypical antipsychotic in hospital that received a prescription for
an atypical antipsychotic on discharge was 43% (95% confidence interval, 33% to 53%). Of those prescribed atypical
antipsychotics on discharge, 56% had no documented follow-up plan addressing this medication. The most common
indications for starting atypical antipsychotics in these patients as noted on the discharge summary were delirium
(40%) and agitation (23%); 12% were undocumented. Conclusions: Despite the risks of atypical antipsychotics in the
elderly, a large proportion of patients who were newly prescribed atypical antipsychotics in hospital were prescribed
these medications on discharge. While the majority of these patients did have an indication for starting an atypical
antipsychotic documented in the discharge summary, a plan to follow-up with this medication as an outpatient was

commonly absent.
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Introduction

Use of a medication is deemed “oft-label” when it is used outside
of an approved dose, time frame, population or indication as dictated
by the product monograph [1]. In Canada, atypical antipsychotics are
indicated for treating psychoses in patients with schizophrenia and
bipolar disorder, and as adjunctive therapy for major depressive disorder
[2]. Atypical antipsychotics are also used off-label to control symptoms
of delirium, such as agitation [3]. Approximately 8%-17% of elderly
patients presenting to the emergency department are diagnosed with
delirium [4]. Delirium symptoms should dissipate as the underlying
cause resolves and duration of treatment with atypical antipsychotics
should be determined by the persistence of harmful symptoms. The
use of atypical antipsychotics should be re-evaluated regularly [3,5].
The elderly are particularly vulnerable to adverse drug reactions which
often can result in hospital readmission [6]. In a study by Scales et al,
older patients and those with longer hospital stays had higher rates of
continuation of temporary medications at hospital discharge, including
antipsychotics [7-10]. The safety of atypical antipsychotic agents in
particular has been of concern since the discovery of a 1.7-fold increase
in the relative risk of death when used in elderly patients with dementia
in trials with as little as 10 weeks duration [11]. This prompted
advisories and warnings for atypical antipsychotics, both in the US
and in Canada in 2005 [11]. Furthermore, the use of any antipsychotic,
typical or atypical to prevent or treat delirium has not been shown to
alter either the duration or severity of delirium symptoms [12]. Data is
lacking regarding the proportion of elderly patients who are started on
atypical antipsychotics in hospital and subsequently prescribed them
on discharge. Our study aimed to determine the proportion of 5 elderly
patients newly prescribed an atypical antipsychotic in hospital that

is continued after discharge, to describe the presence or absence of a
documented follow-up plan in regards to these new agents, and the
indications for use of atypical antipsychotics in hospital.

Methods

This retrospective, observational study used electronic patient
records stored in the Open Clinical Information System database at
our institution. Prior to conducting this study, approval from our
institution’s Research Ethics Board was obtained.

Inpatient atypical antipsychotic prescriptions were identified using
AHEFS code 28:16:08, which includes use of any of the following agents
documented on the patient’s electronic pharmacy profile: aripiprazole,
asenapine, lurasidone, clozapine, risperidone, paliperidone, quetiapine,
ziprasidone or olanzapine.

Patients 65 years and older admitted to an internal or family
medicine service within our institution between November 2014 to
November 2015 who were newly prescribed an atypical antipsychotic
while in hospital were eligible for inclusion. This age group was chosen
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to identify an elderly population, commonly represented in research as
65 years of age and above [10]. Eligible patients were identified using
data generated by our institution’s health records department (Health
Records).

One hundred patients were selected randomly, using a column of
random numbers generated in Excel, from the list of 1184 potentially
eligible patients provided by Health Records. A single investigator
(AF) screened patients for eligibility by applying the exclusion
criteria sequentially as follows, until 100 patients meeting inclusion
criteria were identified: (1) a documented antipsychotic on their best
possible medication history 6 (BPMH) indicating a prescription for
an antipsychotic prior to admission, (2) death in hospital, or (3) a
discharge date outside of the study period.

All data was extracted by a single investigator (AF) into an Excel
spreadsheet. Electronic discharge medication reconciliation documents
were reviewed to determine whether an atypical antipsychotic was
prescribed on discharge. For those prescribed an atypical antipsychotic
on discharge, the discharge medication reconciliation and discharge
summary documents were reviewed to determine whether a follow-
up plan for the atypical antipsychotic prescription was documented.
A documented follow-up plan was required to include instructions
for a specified health care professional to monitor or adjust this new
medication, documentation that the patient would be followed as
an outpatient by an appropriate consult team such as the outpatient
geriatric service, or any specific instructions related to the newly
prescribed atypical antipsychotic. A comment that the patient should
follow-up with their primary care provider within an appropriate
amount of time without giving instructions related to this newly
prescribed atypical antipsychotic did not qualify as a documented
follow-up plan.

Demographic data including birth year/month, sex, admission
diagnosis, past medical history, medications prescribed prior to
admission and on discharge were also collected.

The indication for initiation of the atypical antipsychotic was
determined by reviewing the electronic discharge note, medication
administration records, and inpatient progress notes from one day
prior to and two days after the initial prescribed date of the atypical
antipsychotic. Electronic records were reviewed for presence of
consultations to specialty services during the admission, specifically
psychiatry, geriatric psychiatry, the geriatric psychiatry behavioural
support team or geriatrics [7].

Results

The proportion of patients that received a prescription for an
atypical antipsychotic on discharge was 43% (95% confidence interval,
33% to 53%). Of those patients prescribed atypical antipsychotics on
discharge, 56% had no documented follow-up plan for monitoring
or reassessing this medication. The most common indications noted
on the discharge summary for atypical antipsychotics prescribed on
discharge were delirium/confusion (40%) and agitation/aggression
(23%). For the five patients with no indication noted on the discharge
summary, indications noted in additional documentation included
agitation (n=3), sleep disturbances (n=1) and anxiety (n=1).

Risperidone, quetiapine and olanzapine represented 51%, 37% and
12%, respectively, of atypical antipsychotic prescriptions at discharge of
patients continued on an atypical antipsychotic at discharge, 51% had a
consult with the geriatric psychiatry behavioural support team during
their admission, as compared to 37% of those patients who were not

prescribed an atypical antipsychotic at discharge. A geriatrics service
other than the geriatric psychiatry behavioural support team was
consulted 17 times in the group continued on an atypical antipsychotic
at discharge versus 14 times in those who did not continue at discharge.

The largest proportion of patients, both those continued on an
atypical antipsychotic at discharge and those who were not, were
discharged from the alternate care medicine service (44% and 35%
respectively). This service admits stable patients waiting for long-term
care or an organization of increased home care resources.

Discussion

Our study demonstrated thatalarge proportion of patients who were
newly prescribed atypical antipsychotics in hospital were prescribed
these medications on discharge. Despite the lack of previous evidence in
this patient population, it was hypothesized through clinical experience
and observation that a significant proportion of elderly patients would
be discharged from hospital with continued prescriptions for newly
prescribed atypical antipsychotics. Published literature in a different
patient population also supports this hypothesis. In a study by Karalea
et al. evaluating the continued use of atypical antipsychotics prescribed
for ICU patients experiencing delirium, it was found that 47% of
patients continued to receive these agents after discharge from ICU
and of these patients, 71.4% continued their atypical antipsychotic
medications on discharge from hospital. Our study showed that 43%
of elderly patients started on an atypical antipsychotic in hospital were
continued on this agent at discharge, consistent with the results seen in
patients being discharged from the ICU in the study by Karalea et al.

The majority of atypical antipsychotics in our study were newly
prescribed for inpatients to manage symptoms of delirium. The
duration of delirium symptoms can vary between patients and should
dissipate as the underlying cause resolves, however, symptoms can
persist for many weeks [5]. Many of the patients in our study may
have had ongoing, though diminished symptoms of delirium at the
time of discharge, for which their physicians deemed it appropriate to
continue the atypical antipsychotic that had been effective to manage
these symptoms in hospital. This could help to explain why a large
proportion of these patients were continued on this medication at
discharge.

Our study found that risperidone, quetiapine and olanzapine,
respectively, were the atypical antipsychotics most frequently continued
on discharge from hospital at our institution. Low doses of atypical
antipsychotics are commonly used off-label for agitation, anxiety and
insomnia [1]. In a study evaluating prescription claims 9 through
Veterans Affairs, quetiapine had the largest proportion of off-label
use (42.9%), followed by risperidone (21.2%) and olanzapine (7.5%)
[9]. The same three atypical antipsychotics stood out in a Canadian
study describing the increase in filled prescriptions for antipsychotics.
Between 2005 and 2012 the number of quetiapine prescriptions
increased by 300%, while prescriptions for both risperidone and
olanzapine increased 37.1% [5]. Based on this data, it could be expected
that quetiapine would have been the most frequently continued atypical
antipsychotic, when in fact risperidone was. This could be explained by
local prescribing preferences of geriatric specialists at our institution
where low doses of risperidone are preferred over the use of quetiapine.

In our study, consults to the geriatric behavioral support team
were more common in the group of patients continuing on atypical
antipsychotics after discharge at 51% compared to 37% of those not
continuing on these medications at discharge. This could indicate
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the presence of more complex issues including ongoing symptoms of
delirium requiring treatment with atypical antipsychotics in this group
of patients.

Of the patients continued on atypical antipsychotics at discharge
in our study, the majority did not have a documented follow-up plan
regarding these medications included in their discharge summary.
This is consistent with published information showing that discharge
summaries are often lacking important information in regards to
medication changes, expected duration of therapy and indications
for newly prescribed medications. A study evaluating the content of
discharge summaries showed that critical information such as discharge
medications and specific follow-up plans is often missing (Figure 1) [11].

The discharge summary is a vital tool of communication between
the hospital physician and the primary care provider in the community,
and therefore should contain all necessary information the primary
care physician requires to continue caring for the patient. It has been
demonstrated that discharge summaries are often 10 received by the
primary care provider many days after discharge or in some cases never
arrive. When discharge summaries are received it is imperative that
they contain pertinent information including the rationale for starting
or changing medications, as well as follow-up instructions for the
patient and family physician [11]. The community pharmacist is also
impacted by the lack of documentation on discharge. Ensuring that the
pharmacist is also aware of the rationale for use and intended duration
of any new medication on discharge can enable them to determine the
most appropriate and effective dose for each patient. The issue remains
that a vast majority of the patients in our study who continued on an
atypical antipsychotic at discharge did not have a clearly documented
plan for an outpatient physician to follow-up with regards to this new
medication. Though patients may have valid indications for continuing
an atypical antipsychotic after discharge, this medication should be
evaluated regularly. If follow-up was not documented on discharge,
there is a possibility that these medications could be continued
indefinitely (Table 1).

This study has many limitations owing to its reliance on data
documented in the patient health record. Follow-up plans for atypical
antipsychotic prescriptions may have been communicated to other
healthcare providers by means other than the discharge summary.
However in observing the usual practice of the medical team, this
does not seem to occur often. The online pharmacy records stored on
our electronic Health record were used to determine medication use,
however it is possible patients prescribed an atypical antipsychotic
may not have actually received a dose. Records on O differ from a
patient’s medication administration record in that it is compiled from
physicians’ orders, not from the record of administration by nursing
staff. We deemed this limitation was justified due to the consideration
that an atypical antipsychotic included on a patient’s discharge
medication reconciliation would increase the chance of receiving it as
an outpatient regardless of whether it was administered as an inpatient.
If patients receive an atypical antipsychotic as an outpatient that they
were not actually administered in hospital, they could be at a higher
risk of adverse events than those who continue receiving regular doses.
Additionally, indications for use could be inaccurate, as they were [11].

Inferred from the patient health record by a single investigator.
For example, if delirium was noted as a diagnosis that presented
during hospital stay on the discharge summary, this was presumed to
be the indication for the atypical antipsychotic; an explicit statement
regarding indication for an atypical antipsychotic was not often noted
on the discharge summary.

Patients prescribed an | Patients not prescribed an
atypical antipsychotic | atypical antipsychotic on
on discharge (n=43) discharge (n=57)

Characteristics

Females (n (%)) 29 (67%) 28 (49%)
Mean Age (yrs) 76 75
Age 85 years of age and o o
older (n (%)) 19 (44%) 24 (42%)
Number of consults sent
to Geriatric Psychiatry o o
Behavioural Support 22 (51%) 21(37%)
team (n(%))
Known history of
dementia (any type) 16 (37%) 24 (42%)

unspecified, mixed,
vascular, etc.

Table 1: Baseline characteristics.

NOT REPORTED

PSYCHIATRIC ISSUES

BEHAVIORAL ISSUES

DEMENTIA

DELIRIUM

AGITATION

Figure 1: Documented indications for the use of atypical antipsychotics on
discharge summary of patients continued on discharge.

Conclusion

Despite the known risks, a large proportion of elderly patients newly
started on atypical antipsychotics in hospital are being discharged with
a prescription for these medications. Indications for prescribed atypical
antipsychotics varied, with delirium and agitation being the most
common. A follow-up plan for atypical antipsychotic prescriptions was
often not documented on the discharge summary. Our study highlights
the need for better written communication by healthcare providers
at the time of discharge from hospital to ensure that continued use is
justified, given the associated risks.
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