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he proper identification and treat-

ment of anxicety within lrang-n-rm

care lacilities continue to L‘hnllvng\-

ph__\-'.‘aicidlls, nursing stafl, and con

sultant |1|1ar|1mt'isls_ The l|ii'ﬂtu|t}'
results |)'.1|'l|_y [rom the array of somatic
symptoms that present and masquerade as
ditterent medical conditions, Anxiety is an
emotional state characterized }1_\_' undue ner-
vousness and WOITY, gL‘IIL?I'ﬂ”_\_! because of an
individual's concern over actual or |1l)1¢-ntinl
(Id]lf_{(_'!'. A ﬁil'll[)l(‘ admission to the nur.-sing
home can be c'_'l'mugh Lo cause anxicty.

f‘\tlxicl_\-' is characterized in several Ways,

Since it also often occurs with other medical
or ]H}-‘L:hiallrit' conditions, proper :|iagnu.~'is is
critical. In nursing home settings, anxicty
allects the resident’s life by:

ks |m|)dil'ing social interactions:

2. l)iminishjng quality of life; and

3. Increasing the resident’s concern with
health status,

It also atfeets physicians and nursing staff
|1_\_-' requiring more contact and interaction
with the resident.

In this article, we review common pitfalls in
the tiidgnm‘is of anxicty disorders and present
an overview of proper pharmacotherapy with
])1IN|'li]‘l me for these conditions. Two sample
case studies are presented as illustrations of

x'Il)I.ﬂ‘Ul?]']‘ﬂll' -1|l|‘1]'”dl‘|ll.'\' d.ll(l |'J|‘-!tl.‘l'IT.i{IJ |'l|'f!|1|l‘T'l'l‘i.

ANXIETY MISDIAGNOSED
I)islinguiwhing between anxicty and (i{'pl'l.‘ﬁﬁlt!il
is very difficult, since many patients have mani
festations of cach, Geriatric p.llit'nlﬁ present an
coven |'|1';J\gv|' L'|1;1||L'r|gv to health care profes
monals, Fea 1'!I\l§ill::'\ andd ‘[_\ins may appoar as
dementia or contusion when the patient is real-
].V expressing consistent vpismfm t:f'ﬂn.\'it‘l_\-‘.
Ongoing ¢pis wles ol anxicty may result in
chronic depression, which L't:mpulnu] ditlicul
ties in (|t-tm‘mining Lm({m‘l\'ing ided r]uglv-\'.

A common myth is that most older residents
ni'nlu'sing homes are demented. When pre
sentin b mg-term care stafl, this [)I‘i'il](]it‘l'

CALISCS CAregivers 1o werlook the condition ol
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anxicty, Acute episodes of mental trauma afier
foss of a lifelong mate, an irreversible illness,
admission into a long-term care facility, termi-
nal discasc, foss of sight, hearing, speech, and
persistent pain are just a few difficult I)r()[)lvmx
that result in a treatable anxicty component.,

MALADAPTIVE BEHAVIOR AS A
SYMPTOM OF ANXIETY
Patients may exhibit maladaptive behavior in
response 1o these conditions. In the demented
patient, anxicty may be expressed by continu-
ous yelling, continuous calling for parents,
insomnia, asking to go home, and hostile
Fesponse o stalt or caregivers, Ongoing (Irug
therapy also must be considered as a possible
cause of anxicty, including anv of the following:

W Scdatives

| f\ntidcl)rcssams

M Antihistamincs

oI 1_7 histamine antagonists

|| 13_;—&(]1"(‘11(‘1'@( nmagonisls

| | /\Bliparkinst)n drugs

W Neuroleptic agents with high anticholin-
ergic sicle effects profiles

B Bronchodilators

W Stimulants

Since patients are often treated for mal-
adaptive behavior with neuroleptic drugs,
benzodiazepines, and antihistamines, the
possibility of fatrogenic anxiety is very real.
This approach to anxicty management often
Icads to more conlusion, lethargy, and con-

tinuing falls and injuries.
g

PHARMACIST-CONDUCTED PHYSICAL
PATIENT ASSESSMENTS FOR ANXIETY
During our facility reviews, we observe resi-
dents in the dining room (lln'ing breakfast
and lunch for symptoms of hangover, lethar-
gy, and inability to remain awake while wait-
ing to be served meals. For patients with
these symptoms of overmedication, we con-
duct a comprehensive review ()f‘drug thera-
pies and discuss the clinical situation with the
nurse and the paticm.

The nurse also has a list of other patients
tor the consultant pharmacist to sce (]uring
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the visit. This usually includes patients
receiving meals in their rooms or other diffi-
cult patients who may be fearful of the staff,
use the call light constantly, refuse treat-
ments, or have other behavior problems,
Usually these patients are alrcady on numer-
ous drug lh(‘ral)i(*.\' to improve those prob-
lems, but without apparent success at
rn‘sol\'ing anxict_\' disorders.

We look closely at several categorics ol psy-
choactive drugs during these reviews. Antihis-
tamine products such as diphenhydramine or
hvdroxyzine may cause problems through
their anticholinergic side cffects. They may
cause patients to be unsteady on their feet,
causing falls. Neuroleptic drugs such as phe-
nothiazines will exacerbate some pr()l)l(‘ms
sccondary to the ami(*h()lincrgic side effects
while I)[acing the patientin a stupor. Short-
acting benzodiazepines cause numerous side
effects al()ng with psy(‘hol()gic (](‘I)(‘llth‘lln"\'.

Bcnx()(liaxc])incs are not the anxi()l}'ti(‘s of
choice in the clderly because ol reduced
metabolism in the liver. Drug therapy should
reduce anxiety episodes while not .\'(‘(laling
the older patient or producing unnecessary

side effects.

ALTERNATIVE ANXIOLYTIC THERAPY
We consider buspirone (Buspar) o be an
a(tccptal)lc and cffective anxiolytic (lrug witha
low side-effects profile. It does not sedate the
geriatric patient or cause psychulogic (lcpcndcn-
cy. The total profile of this agent produced the
outcome we wanted while rc(lucing the need
for benzodiazepine drugs. Flowever, the drug
does not produce an immediate response, so
therapy must be initiated and maintained care-
fully to produce an acceptable clinical result.
We began an educational effort with the

nurses and physicians to advise when to look |

for response and what to look for during bus-
pirone therapy. Although some response to
therapy is possible in about 10 days, positive
patient outcomes are not fully obscerved unti
after 30 (ld}'S. This situation may result in
discontinuance of the drug therapy when




TABLE 1. SampLE CASE STUDIES

Patient 1

Eighty-four-year-old woman, diagnosis of Alzhcimer’s Discase, upon patient interview
presented f xwhtiul distress, \\ould not leave her room, and wanted to leave the facility and
go back home. Zung Sclf-Rating Anxicty Index was 60 (marked-to-severe anxiety).

Medications
Lorazepam T-mg tablet biind, (8 a.m. and 4 p.m.)
Hydroxyzine 5() mg capsule b.i.d. (8 am. and 4 p.m.)
Dll)ln‘nh\(llamlm 50- myg capsule h.s. for sleep (8 pam.)

Pharmacist Suggestions
B Start buspirone 10-mg tablet Li.d.
B Taper to discontinuance lorazepam T-my tablet at 4 p.m. daily for 15 doses; then
every other day at 4 p.m. for 15 doses then discontinue.
[ | lal)( r 1o discontinuance hydroxyzine 50-mg capsule at 8 a.m. daily for 15 doses, then
every other day at 8 a.m. for 15 doses then (lm(mlmuc.
B Taper to discontinuance (IiI)hcnh(\'(]raminv 50-mg (‘AP.\'U](‘ at 8 p.m. every other (la)'
for 15 doses, then discontinue,

Outcome
Patient curr(‘nlly on l)uspimnc 10-mg tablet ti.d. ()11])’. She ¢ goes Lo the (llmnu room for
all meals, does not resist care, scems to be satisfied with being in the nursing h()m(‘.

Zung score lowered to 45 (within normal range).
: £

Patient 2

Eightv-two-year-old-man, diagnosis of agitation sccondary to chronic obstructive pul-
monary disorder S hostile to xlaH constant concern about he alth, does not want to partici-
pate in any iaulll) activities, overuse of call light. Zung Se ll—l{atmg Anxicty Index was 76
(most extreme anxiety).
Medications

Haloperidol l-mg tablet blid.

Benztropine mesy late 1 I-mg tablet b.i.d.

Flurazepam 15-mg npsul( h.s.

Hydr oxyzine 5()7mg capsule every four hours as nceded for extreme agitation,

Pharmacist suggestions
B Start buspirone 10-mg tablet i,
B Taper to discontinuance haloperidol 1-mg tablet at 8 pom. daily for 15 doses, then
every other dav at 8 p.m. for 30 dosces, then discontinue.,
| lap(l to discontinuance furazepam 15-mg capsule at every other davat 8 pom. for
30 dones,
B Taper to discontinuance benzotropine mesvlate 1-mg tablet at 8 a.m. every other day

then discontinuce.

for 15 doses, then discontinue,
B Discontinuc hvdroxyzine 50-mg capsulc.
) ) g

Outcome
Patient ('urrcnll\' on buspirone 10-mg tablet . d. <)nl\' I scems to have fower prob.
lems with re \Plldt()l v distress, will attend church meetings held in the fac 1111\ cooper-
ates with stafl in the delivery of care, has dramatically re (luu(l the dependence on the
call light. Zung’s score decreased 1o 40 (within nor mal rangc).
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nothing is observed after 10 days,

Another problem we encountered was the
state Medicaid Program, which, belore April 1,
1994, would pay tor only one month of therapy

2 - P
without prior approval. Flowever, if the anxicty
diagnosis was supported through results from

= . \ , = .
the Zung Sell-Rating Anxicty Scale (adding the

& ¢ 3 £
diagnosis of Generalized Anxiety Disorder), six
months’ therapy could be paid for by Medicaid.
1o obtain the necessary information for the
pharmacv I)r()\'idcr 10 submit a prior al)l)mml
application, we had to educate nurse supervi
sors on how to administer the test and get the

&
information to the provider pharmacy. We also
were trying to prove that through the buspirone
ymg ' &
drug therapy, the need for many other drugs
¢ > ) g

would be reduced, along with other expensive
patient care services, I this outcome could be
achicved, the use of buspirone would save much

more than it would cost.

PHARMACIST=-INITIATED BUSPIRONE
DosinG ProTOCOLS

Our Pr()l()(‘()l was to .\‘uggcst that l)usl)ir()n('
10-mg tablets be given at 8 a.m., 12 noon,
and 8 p-m. (lail)' for a period of 30 davs
before reduction of other medications was
initiated. The purpose was to have the bus-
pirone activity in place belore reduction of
other agents. In many cases we received the
response “\’Vh)‘ fix it if it isn’t broken” [rom
physicians. In fact, all the scores from the
Zung Sclf-Rating Anxicty Scale test were in
the 60s to 70s, indicating that many patients,
although on current drug therapics, had
marked to severe anxicty. T'his was an indica-
tion that it did indecd need fixing,

After 30 days of buspirone drug therapy, we
initiated a gmdual dose reduction of the benrzo-
(lia'/.c]')incs at about 25% every 30 (ld)‘ﬁ.
Through this slow gradual dose reduction we
hoped to remove the (h‘ug with the least resis-
tance from the patient. We followed the same
protocol on the reduction ol antihistamines
and neuroleptic drugs. Because of the slow
onsct of activity with buspirone, patients expe-
riencing acute attacks ol anxicty were placed

ona l()ng—a('linq I)L‘I'Y/A)(Iid‘/.(‘})in(‘ Sll('ll as
& &
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(lia‘/.r])am and husl)imnc. Use of a l(mg—a(*ling
[)cn/.()(lid/.v])im‘ provided immediate relief and
allowed the buspirone the necessary time to

respond. Alter control was achicved, the long-
acting benzodiazepine was withdrawn and the

patient maintained on the buspironce.

EvVAaLUATION OF ANXIOLYTIC
CONVERSIONS

After four months of experience with the pro-
gram, we assessed its success. Bxperiences with
tywo patients are presented inTable 1, page 243,

We had been able to remove the benzodi-
azepine drugs, provide reliel to the patient, and
lower Zung scores, Patients who had relused to
leave their rooms were going to the (lining
room for meals or to other activities. Problem
patients who had been continually )'L‘]lil]g or
('1'}'irlg impr()\w{ dmmati(‘a”_\:

Other behavioral interventions such as plac-
ing patients in active arcas of the fa('ilit)' helped
to achicve better control and improve the quali-
ty ol life for others. Excessive use of call Iiglm
by some patients was decreased, thereby redu-
ing stall work chores. Removal ol ollending
drug therapies reduced drug regimens, espe-
clally those aimed at treatment of vertigo,
insomnia, maladaptive behavior, and tardive
dyskinesia. All ol these steps amounted to
impressive savings in care costs lhr()ugh ])()sili\('

I)ﬂli(‘nl outcomes,

CONCLUSION

l)(‘\'vl()l)fng drug therapy outconic nanage-
ment programs result in great savings in
overall patient care costs. Formularies or
other shnrt—sighlcd appmachc.\' to cost con-
tainment do succeed in 1‘(‘(111(*ing expenses in
certain cost centers, but usually clevate costs
in other arcas, '[‘hr()ugh the pharmacy clini-
clan’s approach to c()rnl)rohm]si\'c (11'ng ther-
apy management, drug therapy costs may or
may not increase, but the savings in the other
expensive cost centers will dramatira“‘\'
(](‘(‘rcasc‘ th(‘rc[))' rcduving total carc costs,
We believe that rational drug therapy man-
agement 1)f'a11xi(‘1)' lhr()ugh the use of bus-

pironc is a proven cost-cllective apl)r()ach.






