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Challenges in Treatment The Underlying lliness

The Episode

The Life The Life (continued)
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* Increased substance abuse in Related to the underlying illness:
bipolar disorder — Dysregulation of initiation of action,

| oo e motivation, reward sensitivity, arousal
* Incréased bipolar disorder in — Substance use disorders, anxiety disorders,

substance abuse prominent impulsivity
* Worsens course of illness and Increased with unstable course
treatment outcome — Family history, early onset, frequent episodes,

s e o mixed states
» Associated with increased suicide, Increasad SHHE fisk
violence

— Combination of impulsivity and depression
» Both must be treated

ommon Symptoms of Bipolar ommon Behavior Problems
Mania Described by Nurses in LTC
e Aggression Verbal agitation e Screaming Suspiciousness,
* Hostility : Motor agitation Verbal or Physical accusations, paranoia
* Hypersexuality Sleep-wake cycle Aggression Not sleeping at night
e personalty + Recklesness,
Extreme irritability Grandiosity Cleshigg Sl Ponavior

Disinhibition Poor judgment Wandering Repetitive questions
Depression or demands

N Resistance to help * Sexually %
¢ i i @
kTrrru with ADL's inappropriate L}fru
@: behavior @:
™

ional Institute of Mental Health. “Bipolar disorder.” http://www.nimh.gov/publicat.bipolar.cfm 1) Baumgarten M, et al. Ann Intern Med 1994

Y
rican Psyi Practice for the treatment of bipolar disorder _(rgvisiorﬁ. Al

ypes of Behavior Problems wit Behavioral Sensitization in
Dementia/Alzheimer’s Disease Bipolar Disorder?

Type Examples * Repeated catecholamine stimulation

" - e - - — Stimulants or Sedative/ETOH withdrawal

Physically Pushing, biting, hitting, scratching, grabbing, — Manic/mixed episodes

Aggressive throwing objects, spitting, kicking — Increases both motor and reward effects

— Female animals are more susceptible

Wandering, pacing, elopement, intruding on ) Cross-sensmzlatlon e I :

PG ; — Across stimulants and between stimulants an
others rooms, constant searching, inappropriate stressors, stimulants and nicotine, alcohol
voiding, repetitious mannerisms — Could increase episode frequency and susceptibility to
- - - - - substance abuse NN :

Verbally Screaming, yelling, cursing, swearing, making « Sensitization requires activation of excitatory

Aggressive strange noises, temper outbursts amino acid systems and includes increases in c-
fos expression and other systems related to
plasticity and to neurotoxicity

o A /€ questic « Prevented by ‘mood stabilizers’ (vang et al 2000,

. repetitively calling out, rambling disjointed 2001)

Nonaggressive sentences

Physically
Nonaggressive

Constant requests for attention, complaining,
Verbally whining, negativism, repetitive questioning,
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Behavioral and Neural Plasticity Tr eeaf:tra/:nts & Tacvogie
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Phases of Bipolar lliness Treatment
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B O - Unnecessary Meds: ] O - Unnecessary Meds:
Indication (continued Indication (continued

uidelines” for Effective
Prescribing for Geriatric Patients
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Achieving Optimal Performance Mood Stabilizer Dosing
g e

~ Barrier (Perils) Expert Approach _(Pearls) Medication BID TID
2 v 7
A

1.DEPAKOTEER insef
package insert, Pfizer Ind. Lamictal

« Hyperglycemia, in some cases extreme and associated with
ketoacidosis or hyperosmolar coma or death, has been reported
in patients treated with atypical antipsychotics

« Patients with risk factors for diabetes mellitus (eg, obesity, family
history of diabetes) who start treatment should undergo fasting
blood glucose testing at the beginning of treatment and
periodically during treatment

Actual Physician Progress Notes




F329 - Unnecessary Meds
Tapering/GDR (continued)

» Opportunities for evaluation of medication, in
regards to duration/dose:
— Consultant Pharmacist's MRR
— MDrs visit or signing of orders
— During quarterly MDS review
* What to evaluate:
— Resident’s target symptoms and the effect of the
medication on symptoms (e.g., severity, frequency)
— Changes in resident’s function during previous quarter
(e.g., MDS)
— Whether resident experienced any medication-related
adverse consequences during previous quarter

F329 - Unnecessary Meds
Tapering for Psychopharmacological Meds

* Psychopharmacological meds now grouped
together, so more than just
benzodiazepines...any med used for managing
behavior, stabilizing mood, or treating psychiatric
disorders

— What classes might this include or impact? According
to Table 1....

 Anticonvulsants
« Antidepressants
« Anxiolytics - including buspirone

F425 - Overview

« Pharmaceutical Services Procedures

— Acquiring

— Receiving

— Dispensing

CAdministering

— Disposal

— Labeling/Storage, including controlled
medications

— Authorized Personnel
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F329 - Unnecessary Meds
GDR/Tapering for Antipsychotics

+ Frequency of GDR: Within 1st year after admission on
antipsychotic or after initiation:

— GDR in 2 separate quarters, with at least one month between
attempts

— After 1st year, once per year

* GDRis clinically contraindicated if:

— (Behavioral Symptoms of Dementia)  Residents target
symptoms returned or worsened after MOST RECENT GDR
attempt within the facility AND physician has documented
clinical rationale

— (Psychiatric Disorder) Continued use is in accordance with
relevant current standards of practice AND physician has
documented clinical rationale, OR

— Resident’s target symptoms returned or worsened after
MOST RECENT GDR attempt WITHIN facility, AND
physician has documented clinical rationale

F329 - Unnecessary Meds
Tapering for Psychopharmacological Meds

 Tapering is clinically contraindicated if:
» The continued use is in accordance with
relevant current standards of practice AND
* MD has documented clinical rationale
OR
* Resident’s target symptoms returned or

worsened after MOST RECENT GDR attempt
WITHIN facility, AND

« MD has documented clinical rationale

Bipolar Disorder: Transition From
Acute to Maintenance Treatment

« First 1-6 months is crucial: from syndromal recover y to
functional recovery
— Initially, adjust medicines for tolerability
— Continue successful treatments: the best way to pre vent relapse
is to continue successful treatments; the best way to bring
relapse on is to change or withdraw them too early or too quickly
— Institute monitoring and other structural aspects of treatment including
treatment for complications like substance use disorders
« Transition to maintenance — as patient becomes able to
handle normal living and working conditions

— Gradual taper of poorly tolerated or presumably nonessential
treatments

— Reinstate medicine or interrupt taper if early signs of trouble

American Psychiatric AssociatioAm J Psychiatry2002;159(Suppl 4):1-50.




Importance of Maintenance
Treatment for Bipolar Disorders

* 90% of patients have subsequent mood
episodes
« Prior to the treatment era, episode

frequency increased and euthymic
interval decreased over time

« Lifetime maintenance treatment is
recommended after 1 manic episode

Hirschfeld et alAm J Psychiatry2002;159(suppl):1-50.
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Bipolar Treatment: Three Phases

Acute tinuation Maintenance
0 - 8 weeks 1- 6 months ndefinite
Syndromal Functional Maximized
recovery recovery function; stability
Maximize mood- Optimize e
stabilizers; tolerability; taper (a)rﬁﬂ:rim;?é
adjunctive adjunctive when rodrgm s
treatments possible p
Support/structure; Behavioral; Strategies to
education; involve | systems; institute | optimize
family monitoring adaptation

Summary of the Optimal Care
Process in Bipolar Disorder

Goal: Achieve best functional outcomes
by reducing frequency of relapse

Objective: Adjust  Objective: Maintain
treatment program  care to minimize

Objective: Make Objective:
proper diagnosis, ~ Consider acute
communicateitto  symptom control to achieve stability ~ relapse

patient with long-term goals

Sachs et al. 1995 Clin Psychopharni6 (2suppl1):32s-47s; SwadrClin Psychiatry
66(suppl 1) 7-12, 2005; Tohen et al. 200@ J Psychiatryl57:220-228.




