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There are times a long-term care resident will benefit from 

psychotropic medications, but before you initiate them, facilities 

should take some steps to ensure they are appropriate. The adage 

of ‘start low and go slow’ is very important when dealing with 

psychotropic medications for the elderly.

Psychotropic Usage Trends

When looking at data from January 2021 through April 2022, it 

appears the trend of psychotropic medications usage in long-term 

care is stabilizing. However, when compared to pre-pandemic 

usage, it has gone up, and CMS is looking deeper into this issue to 

determine why. Surveyors will be using the new guidance to ensure 

that there are appropriate indications and diagnoses for these 

medications if used.

Regulatory Guidance

Appendix PP F-Tag 758 states “A psychotropic drug is any drug that 

affects brain activities associated with mental processes and 

behavior. These drugs include, but are not limited to, drugs in the 

following categories: (i) Anti-psychotic; (ii) Anti-depressant; (iii) 

Anti-anxiety; and (iv) Hypnotic. Use of psychotropic medications, 

other than antipsychotics, should not increase when efforts to 

decrease antipsychotic medications are being implemented. Risks 

associated with psychotropic medications still exist regardless of 

the indication for their use.” The new guidance expands upon 

needing an indication and appropriate diagnosis to use any 

medication.

5 Steps Before Implementing Psychotropics

While these opioid prescriptions may  appropriate, it is 

important to remember that the elderly are predisposed to 

accumulative pain, and many have comorbidities that might 

place them at more risk.

What are pharmacy F-tags?

Pharmacy F-tags are specific tags that define minimum 

expectations that must be met to be in compliance with federal 

regulations. 

These F-tags are found in the Appendix PP of the State 

Operations Manual. Each tag outlines the expectation and intent 

of each requirement, provides definitions of terms used within 

the F-tag, and offers guidance on how to meet the 

requirements. You’ll also find key elements of non-compliance 

and examples of deficiencies that could be issued. Surveyors use 

these to determine if the facility is in compliance and what and 

how significant the issue is.

The following are the pharmacy-related F-tags. Those with an 

asterisk indicate that they may be cited for substantial care if at a 

level F, H, I, J, K, or L scope and severity.

If the answers to the questions above are adequate, then the 

indication for treatment is established even if the diagnosis is BPSD, 

which is off label.

1. Establish an indication prior to therapy (for all cases)

• What are the symptoms?

• What other medical diagnoses are pertinent or contributing

factors?

• When did the behaviors or symptoms begin?

• Was a clinical assessment done?

• Were non-pharmacological interventions tried?

2. Evaluate residents who admit with psychotropic medications
(review transfer records or interview family members for this
information)

• When and why did the psychotropic medication get started?

• What were the symptoms?

• What was the original indication?

3. Assess if a resident has behaviors and psychosocial symptoms of 

dementia (BPSD). Ensure a resident with BPSD has been assessed 

using these criteria:

• Were non-pharmacological interventions attempted first?

• Are they consistent behaviors and not due to acute or 

medical condition?

• Behaviors:

 Are psychotic/psychosocial in nature?

 Present a danger to self or others?

 Reduce quality of life?

 Are disturbing to resident?

• Behaviors are being monitored quantitively (targeted 

monitoring) and qualitatively (specific behaviors) and tracking 

trends documented?

• Monitoring for side effects?

4. Review prior to implementing psychotropic medications for a 

resident with Dementia with Lewy bodies (DLB). Assess residents with 

Dementia with Lewy bodies (DLB):

• Non-pharmacological management, including behavioral 

strategies, is a first-line treatment

• Medications are poorly tolerated in residents with DLB

• If medications are used:

 First: Acetylcholinesterase inhibitors

 Parkinson’s medications if symptoms are present

 Antipsychotics: Not recommended as typically worsens 

(antipsychotics blocks dopamine and often this is 

already reduced in someone experiencing Parkinson 

symptoms)

 Benzos and antidepressants: These are usually are not 

effective and worsen REM sleep, which is common with 

DLB

5. If expressions or indications of distress, the Appendix PP (F-757) 

states “these refer to a person’s attempt to communicate unmet 

needs.” Examples are crying, apathy, or withdrawal, or verbal or 

physical actions such as pacing, cursing, hitting, kicking, pushing, 

scratching, tearing things, or grabbing others. Attempt to determine 

what their needs are before using a psychotropic intervention:



• Rule out medical need, especially pain

• Conduct dementia training

• Discuss non-pharmacological interventions and be sure 

discussions occur with family and CNAs to see if they 

have suggestions

• Individualize each resident’s care plan accordingly

Strategies for the DON and Pharmacist

To ensure compliance with CMS’ rule and optimize the use of 

psychotropic medications, there are approaches the DON and 

consultant pharmacist can take together. The first step is to ensure 

communication with the consulting pharmacist, which is crucial to 

the wellbeing of the resident. That’s because the consultant 

pharmacist can assist with medication selection and/or 

optimization based on the concurrent therapy and desired goals of 

therapy.

In addition, you can create an SBAR template together with a 

checklist to complete if an antipsychotic /psychotropic is going to 

be ordered that the consultant pharmacist must review prior to 

initiation. The checklist could contain:

• Valid indication (symptoms diagnosis)?

• Non-pharmacological interventions used?

• Care plan updated?

• Behavior and side effect monitoring in place?

Involving Families, IDT, and More

Residents, families, and staff, including the entire IDT team, need 

to be involved when implementing psychotropic treatment care 

plans. Ways to do this include:

• Ensure goals of psychotropic therapy are discussed with

family/responsible party

• Clearly describe the goals of psychotropic therapy in the care

plan and discuss at care plan meetings

• Be sure staff understand the goals of treatment. The care plan

should reflect:
 Possible adverse drug reactions

 Possible side effects

 Monitoring required

A care plan template could be created for each type of drug class 

that reflects these items.
• Comply with F -Tags 757/758. Review every resident on a

psychotropic medication at least quarterly if not more often.

 Hold psychotropic (behavior) meetings

 Held monthly or more frequently if needed

 IDT should attend

 Better name may be “at-risk meetings”

 Create a schedule to ensure all residents with psychotic

orders are reviewed at least quarterly

 Add new admissions and changes/issues to be

the scheduled meeting

 Due to the staffing crisis, automate data

gathering if possible and be sure to use the

consulting pharmacist

 Try to schedule reviews with clinician rounds

 Make walking rounds as a group and visit the

resident in their environment and discuss with

them and their family the goal of therapy and

clinical status

 Communicate the findings from the meeting

 A best practice is to have the physician in 

attendance at the meeting. If not

possible,ensure they are aware of the IDT 

meeting and all the depth of the investigation 

and discussions.

 Develop a relationship that provides the 

physician confidence to accept your 

conclusions.

It’s also important to avoid some practices:

• Don’t consider the number of behavior events to drive all dosing

decisions

• Avoid charting fatigue

 Capture side effect monitoring via the care plans and

chart by exception versus every shift.

 Avoid normalizing behavior and allowing it to become

normal because it happens all the time.

 When this happens, documentation stops and

medication continues without the benefit of

documentation support.

Keep in mind there are some challenges and barriers that can arise 

with GDR. These include getting the family /responsible party on 

board, dealing with family members that don’t want any 

psychotropics, and assisting family/POA who demand the resident 

remain on psychotropics. These are difficult situations and nothing 

works 100% of the time. Listening and asking questions is a great way 

to start. Allow residents and families to share what they are worried 

about. When the time is appropriate, discuss the risks and benefits of 

the medication and assure them that it will be a slow, deliberate 

process. Letting them know that staff will be monitoring closely and 

documenting to provide good support of any further decision making 

is important.

The new guidance also identifies the need for tracking antipsychotics 

as a part of QAPI.  F-Tag 758 states “Additionally, as part of a facility’s 

QAPI program, a facility may track its use of certain classes of 

medications, such as antipsychotics, through reports from the long-

term care pharmacist which could identify trends and reduce adverse 

events.”

So come on board the psychotropic train and utilize the points above 

to stay on track with appropriate use and documentation/monitoring 

of psychotropic medications to allow for the best quality of life for 

our residents.

• Manage Gradual Dose Reduction (GDR). Work with the

consulting pharmacist to ensure successful GDRs.

 Be sure documentation and monitoring is going on

before GDR meeting. (No documentation before and

then focused documentation after reduction could

reflect increased behaviors and a failed GDR when the

behaviors hadn’t changed but were now actually being

documented.)

 Utilize the pharmacist’s knowledge and experience

prior to the GDR.

 Slow down changes and have detailed conversations

with staff and the pharmacist before recommending a

change. Communicating with the staff is key! Share

what to expect and timeline as when results might be

visible as well as what a successful GDR looks like.




