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Objectives

• Understand the latest CMS guidelines regarding the use of psychotropic 
medications and the significance of informed consent to ensure compliance 
and quality of care.

• Establish and apply protocols for the gradual reduction of psychotropic 
medications when appropriate, ensuring personalized assessment and 
ongoing evaluation of the resident’s needs.

• Promote teamwork among physicians, pharmacists, nurses, and other 
healthcare providers to enhance medication management practices and 
ensure comprehensive care for residents receiving psychotropic 
medications.



Disclaimer

Although the Center of Excellence for Behavioral Health in Nursing Facilities (COE-NF) was 
created by CMS and SAMHSA, we are not speaking on their behalf.  This training is for 

educational purposes and is not official CMS guidance. For official policies and guidance 
please refer to CMS publications and regulations, including the State Operations Manual 

(SOM) and CMS official guidance memos.



Effective Date: Surveyors will begin using this guidance to determine compliance with requirements on surveys beginning     
April 28, 2025. This allows ample time for surveyors and nursing home providers to be trained on this new information.

Overview of F605: 
Chemical Restraints/Unnecessary Psychotropic Medications



Quote from CMS Guidance Memo

Chemical Restraints/Unnecessary Psychotropic Medication: 

• The regulations and guidance for the unnecessary use of psychotropics (F758) have been incorporated into F605. This 
change will help to streamline the survey process, increase consistency, and strengthen our message that facilities must 
prevent the unnecessary use of psychotropic medications. 

• The guidance regarding “convenience” has been revised to include situations when medications are used to cause 
symptoms consistent with sedation and/or require less effort by facility staff to meet the resident’s needs. 

• Additional guidance has been added to emphasize requirements related to the right to be fully informed of and 
participate in or refuse treatment, noting that before initiating or increasing a psychotropic medication, the resident 
must be notified of and have the right to participate in their treatment, including the right to accept or decline the 
medication. 

• Unnecessary Medications (F757) has been revised to only include guidance for non-psychotropic medications. The 
revised Unnecessary Medications, Chemical Restraints/Psychotropic Medications, and Medication Regimen Review 
Critical Element Pathway also includes investigative elements to align with the revised guidance.



Key Psychotropic Guidance Updates

• The guidance on psychotropic usage moved to a different area of the state 
operations manual.

F758 incorporated into F605 

• CMS Definition: “CONVENIENCE” is defined as the result of any action that has the 
effect of altering a resident’s behavior such that the resident requires a lesser amount 
of effort or care, and is not in the resident’s best interest. 

Convenience 

• Documentation must be present demonstrating that the resident/representative was 
informed of proposed change, risks/benefits, and consented.  

Informed Consent 

Updated Critical Element Pathway



Chemical Restraints: Convenience and Discipline
“In accordance with §483.10(e)(1) and §483.12(a)(2), residents have the 
right to be free from any physical or chemical restraints imposed for 
purposes of discipline or convenience and not required to treat the 
resident’s medical symptoms. Facilities are responsible for knowing the 
effects medications have on their residents. If a medication has a 
sedating or subduing effect on a resident and is not being administered 
to treat a medical symptom, the medication is acting as a chemical 
restraint. These effects could indicate an intentional action to discipline 
or make care more convenient for staff, or the facility did not intend to 
sedate or subdue a resident, but an unnecessary medication is being 
administered that has that effect.”



What is a Chemical Restraint?  
• A chemical restraint refers to any drug used for discipline 

or that makes it more convenient (I.e., less effort) for staff 
to care for a resident and not required to treat medical 
symptoms.

 
• This includes instances when a psychotropic medication 

may be approved to treat certain symptoms, however, 
nonpharmacological interventions should be used or 
attempted, unless clinically contraindicated, because 
they are less dangerous to a resident’s health and safety.

• In these instances, a medication would be deemed not 
required to treat a resident’s symptoms, because a safer 
alternative should be used.



Staff Convenience or Discipline

• Convenience is defined as the result of any action that has the effect 
of altering a resident’s behavior.  

• Example:  The resident requires a lesser amount of effort or care, 
and it is not in the resident’s best interest.

• Discipline is defined as any action taken by facility staff for the 
purpose of punishing or penalizing residents.



Examples of a Chemical Restraint:

Staff administer medication to “calm down” the resident to prevent the 
resident from displaying behaviors like: 

• Wandering
• Quiet the resident due to calling out without attempting alternative 

interventions
• Continually requesting assistance
• Restrict the resident to a seated or lying position
• Resisting care 



Informed Consent 
Residents, family, and/or resident representatives have the right to:

• Be informed of and participate in their treatment. 
• Be informed of the benefits, risks, and alternatives for the medication, (including any 

black box warning for antipsychotic medications) in advance of such initiation or 
increase. 

• Accept or decline the initiation or increase of a medication. 

Documentation:
• Medical record must include informed consent obtained in advance, including the risks 

and benefits of the proposed care, the treatment alternatives, or other options. 
• A written consent form may serve as evidence of a resident’s consent to medication, but 

other types of documentation are also acceptable. 
• If a medication has been initiated or increased, and there is no documentation 

demonstrating compliance with the resident’s right to be informed and participate in 
their treatment, noncompliance exists.



Informed Consent Example



Schizophrenia and Antipsychotics

•Instructions for investigating adherence to professional standards of practice when concerns arise regarding 
residents diagnosed with a condition without sufficient supporting documentation for which antipsychotic 
medications are an approved indication were added to the guidance at Professional Standards (F658).

Professional Standards and Medical Director

•Instructions for investigating Minimum Data Set (MDS) assessment accuracy and determining whether 
noncompliance exists when a concern related to insufficient documentation to support a medical condition is 
identified for a resident receiving an antipsychotic medication were added to the guidance in Accuracy of 
Assessment (F641). 

Accuracy/Coordination/Certification

•Record Review (Schizophrenia diagnosis only)
•In these situations, does the medical record include documentation that meets the criteria in the current 

version of the Diagnostic and Statistical Manual of Mental Disorders (DSM) for diagnosing schizophrenia:    
•Symptoms, disturbances, or behaviors consistent with and for the required period of time in accordance with 

the DSM criteria.    
•Evaluation of the resident’s physical, behavioral, mental, psychosocial status, and comorbid conditions, ruling 

out physiological effects of a substance (e.g., medication or drugs) or other medical conditions, indications 
of distress, changes in functional status, resident complaints, behaviors, and symptoms. 

Unnecessary Medication Critical Element Pathway



Gradual Dose Reduction (GDR)

• CMS Definition: “Gradual Dose Reduction (GDR)” refers to the 
stepwise tapering of a dose to determine if symptoms, conditions, 
or risks can be managed by a lower dose or if the dose or 
medication can be discontinued.” 

• Regulatory Requirement: “For any resident who is receiving a 
psychotropic medication, the facility must show evidence that a 
GDR has been attempted unless clinically contraindicated.” 



GDR Clinical Contraindication

CMS SOM 
Examples of 
clinical 
contraindication:

The continued use is in accordance with relevant current 
standards of practice and the physician has documented the 
clinical rationale for why any attempted dose reduction would 
be likely to impair the resident’s function or exacerbate an 
underlying medical or psychiatric disorder; or

The resident’s target symptoms returned or worsened after the 
most recent attempt at a GDR within the facility and the 
physician has documented the clinical rationale for why any 
additional attempted dose reduction at that time would be 
likely to impair the resident’s function, exacerbate an underlying 
medical or psychiatric disorder or increased distressed behavior.



Psychotropic Compliance Myths

• False.  Any resident can be prescribed psychotropic 
medication if the physician documents a 
corresponding diagnosis, clinical need, and 
contraindication of nonpharmacological 
interventions.

If a resident has any 
nonpharmacological 

interventions in their care 
plan, they may not be 

prescribed any 
psychotropic medications.

• False.  Every resident must have either an attempted 
GDR OR documentation from a physician of a 
clinical contraindication to a GDR including the 
rationale.

Every resident on 
psychotropics must 
complete a GDR.



Critical Element Decisions

Did the facility ensure that: 
• The medication is necessary to treat a specific, diagnosed, and documented condition which includes 

symptoms which may be causing distress to the resident or others.  
• The medication is not sedating the resident, but rather is treating the resident’s medical symptoms;  
• Alternative treatments, such as behavioral (nonpharmacological) interventions, were attempted and these 

interventions have been deemed clinically contraindicated; 
• A GDR was attempted and non-pharmacological approaches to care were implemented, unless clinically 

contraindicated; 
• PRN use is only if necessary to treat a specific, diagnosed, and documented condition;
• PRN orders for psychotropic medications which are not for antipsychotic medications are limited to 14 days, 

unless the attending physician/prescribing practitioner documents a rationale to extend the medication; 
• PRN orders which are for antipsychotic medications are limited to 14 days, without exception and the 

attending physician/prescribing practitioner did not renew the order without first evaluating the resident? 
• If NO to any of the above, cite F605. 



Unnecessary Medication Critical Element Pathway

Record 
Review:

Does documentation of the resident’s conditions or symptoms support the necessity of the 
medication?  
Is there evidence that a GDR has been attempted and/or is clinically contraindicated as documented 
in a rationale in the medical record?   
Does the medical record documentation reflect the date of the GDR attempt, the outcome of the 
dose reduction attempt, and the plan regarding future GDR attempts?  
Does the medical record show a change in the resident’s behavior such as increased sedation, 
withdrawal from activities, or cognitive decline related to psychotropic medication?  
Were individualized, non-pharmacological approaches attempted? If not, or if discontinued, is there 
documentation that describes why?  
Is there evidence of actual or potential adverse events, such as allergic reactions? 

Is there documentation to confirm that residents are being adequately monitored and re-evaluated 
for adverse consequences and the need for tapering?  
Is there evidence that the limitations for use of PRN psychotropic and antipsychotic medications have 
been met? 
(Is there evidence of informed consent?)



Psychotropic Medication Management

• General medication management principles
• Gradual Dose Reduction (GDR)
• Pharmacokinetics and utilizing your pharmacist

Should include the following:



Psychotropic Medication Definition

CMS Definition 483.45©(3): 

• 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: 
o (i) Anti-psychotic; 
o (ii) Anti-depressant; 
o (iii) Anti-anxiety; and 
o (iv) Hypnotic. 

• Note: Other medications that can affect brain activity, are subject 
to the same guidance as psychotropic medications, if they are used 
to treat a mental health disorder (e.g. Valproic Acid).



Psychotropic Medication Management Principles
• Medical record must show documentation of the diagnosed condition for the which the psychotropic is 

prescribed.

• Antipsychotic meds should be avoided when possible.

• If indicated, dosage should be started as low as possible with modest increases only when necessary.

• Second-generation antipsychotics are preferable over first-generation antipsychotics due to more 
favorable side effect profiles.

• Medications should be discontinued if no clinical benefit is observed.

• Discontinuation or taper may need to be considered for those who experience side effects if there is an 
improvement in behavioral symptoms.

• Taper should be attempted for all patients within 4 months of treatment with close monitoring.

Source: https://library.samhsa.gov/sites/default/files/pep19-inappuse-br.pdf 

https://library.samhsa.gov/sites/default/files/pep19-inappuse-br.pdf


Antipsychotic Side Effect Profile

First Generation: Higher risk of neurological side effects
•  Tardive dyskinesia
•  Extrapyramidal symptoms
•  Dystonia

Second Generation: Higher risk of metabolic side effects
•  Hyperglycemia
•  Weight gain
•  Dyslipidemia 



Psychotropic Medication Management Best Practices
• Obtain informed consent.
• Select medications by assessing benefits and risks.

• Evaluate residents to identify underlying causes, including 
medication side effects.

• Choose medications in appropriate doses and durations 
based on clinical condition, age, and individual goals.

• Avoid increasing non-antipsychotic psychotropic 
medications while reducing antipsychotics.

• Use nonpharmacological approaches to minimize 
medication needs and enable lower doses or 
discontinuation.

• Monitor medications for effectiveness and side effects, 
along with nonpharmacological intervention outcomes.



Effects Resulting from Sedating or Subduing a Resident

Loss of autonomy, 
dignity, self-
respect, and 
orientation

Confusion, 
cognitive decline, 

withdrawal, 
depression

Decreased activity 
levels, including 
social activities

Decline in skin 
integrity

Decline in 
continence level

Decline in physical 
functioning, ADLs, 
ROM, contractures

Increased risk in 
falls Weight loss



Psychotropic Medication Management

• General medication management principles
• Gradual Dose Reduction (GDR)
• Pharmacokinetics and utilizing your pharmacist

Should include the following:



Gradual Dose Reduction (GDR)

• CMS Definition: “Gradual Dose Reduction (GDR)” refers to the stepwise 
tapering of a dose to determine if symptoms, conditions, or risks can be 
managed by a lower dose or if the dose or medication can be 
discontinued. 

• Regulatory Requirement: For any resident who is receiving a 
psychotropic medication, the facility must show evidence that a GDR 
has been attempted unless clinically contraindicated.

• If there is no evidence of a GDR and there is no description of the 
clinical contraindications, then noncompliance exists.



Gradual Dose Reduction (GDR)

Purpose of the required GDR:
• Find an optimal dose or 
• Determine whether continued use of the 

medication is benefiting the resident or could 
have dangerous side effects

GDR may be indicated when:
• The resident’s clinical condition has improved or 

stabilized 
• The underlying causes of the original target 

symptoms have resolved, and/or
• Non-pharmacological approaches have been 

effective in reducing the symptoms



Gradual Dose Reduction (GDR) Contraindications  
• Example: Compliance with required GDR may be met if, within the first year in which a 

resident is admitted on a psychotropic medication, or after the prescribing practitioner 
has initiated a psychotropic medication, a facility attempts a GDR in two separate 
quarters (with at least one month in between the attempts), unless clinically 
contraindicated.

• Clinical Contraindications to GDR can include, but are not limited to, the following:
• The continued use is in accordance with relevant current standards of practice and 

the physician has documented the clinical rationale for why any attempted dose 
reduction would be likely to impair the resident’s function or exacerbate an 
underlying medical or psychiatric disorder; or 

• The resident’s target symptoms returned or worsened after the most recent attempt 
at a GDR within the facility and the physician has documented the clinical rationale 
for why any additional attempted dose reduction at that time would be likely to 
impair the resident’s function, exacerbate an underlying medical or psychiatric 
disorder or increased distressed behavior. 



Gradual Dose Reduction (GDR) Documentation
• Medical record documentation should reflect the following:

o Date of the GDR attempt
o The outcome of the dose reduction attempt
o The plan regarding future GDR attempts

• Physician documentation should contain the rationale for why GDR attempts are 
clinically contraindicated for the resident.

• Surveyor guidance: If there is no documented date for a GDR or a clinical 
contraindication on the most recent MDS assessment, review the medical record to 
determine if a GDR may have been attempted or a clinical contraindication 
rationale has been provided since the last MDS assessment. If there is no evidence of 
a GDR and there is no description of the clinical contraindications, then non-
compliance exists. 



Appropriate Gradual Dose Reduction (GDR)

• Resident must be responding to the psychotropic favorably

• If multiple behaviors still exist, why ask to reduce the dose?
oMedication change may be appropriate vs. GDR
oKnow what non-pharmacologic measures are in place
oBe familiar with the plan of care and goals for the resident
oKnow the medication prescribed and the disease it is prescribed for

• Behavior monitoring – must include specific behaviors to the resident 
that can be quantitatively and objectively documented by the nursing 
staff



Antipsychotic Management
Switching antipsychotics:

• An optimal universal strategy for switching antipsychotic drugs has not been 
established. 

• Strategies include: 
o Cross-titration - gradually discontinuing the first antipsychotic while gradually 

increasing the new antipsychotic 

o Abrupt change - abruptly discontinuing the first antipsychotic and either 
increasing the new antipsychotic gradually or starting it at a treatment dose 

o In patients with schizophrenia at high risk of relapse, the current medication may 
be maintained at full dose as the new medication is increased (overlap); once 
the new medication is a therapeutic dose, the first medication is gradually 
decreased and discontinued over 1-2 weeks



Antipsychotic Withdrawal Symptoms



Psychotropic Medication Management

• General medication management principles
• Gradual Dose Reduction (GDR)
• Pharmacokinetics and utilizing your pharmacist

Should include the following:



• Steady state: when drug 
concentrations consistently stay 
within therapeutic limits for long 
periods (usually take 4-5 half-lives 
to reach steady state)

• Half-life (t ½): the time required to 
reduce the concentration of a 
drug in steady-state by 50% (takes 
4-5 half-lives to eliminate a drug)

Pharmacokinetics

Definition: The relationship between the dose of a 
drug and its measured concentration in the body



Psychotropic: Half-Life Examples

• Olanzapine (Zyprexa): 30 hours (approx.1.5x greater in elderly)
• Risperidone (Risperdal): oral 20 hours (prolonged in elderly), IM 3-6 days, SubQ 9-11 

days

Second Generation Antipsychotics

• Haloperidol (Haldol): decanoate 21 days, lactate IM 20 hours
• Chlorpromazine (Thorazine): 30 hours

First Generation Antipsychotics

• Alprazolam (Xanax): 16 hours
• Diazepam (Valium): 48 hours

Anxiolytics:

• Fluoxetine (Prozac): ~5 days
• Amitriptyline (Elavil): 13-36 hours

Antidepressants: 



Antipsychotic Pharmacokinetics 

• Drug: Aripiprazole (Abilify)

• Pharmacologic Category: Second 
generation antipsychotic

• Half Life: 75 hours 
o Steady State: 300-375 hours (12.5-15.6 days)
o Elimination: 300-375 hours (12.5-15.6 days)

• Half Life for CYP2D6 poor metabolizers: 146 hours
o Steady State: 584-730 hours (24.3-30.4 days)
o Elimination: 584-730 hours (24.3-30.4 days)



Resident Example
• 72 y/o male admitted on Abilify 20 mg daily

• Absence of reliable diagnosis
• Evaluate appropriateness of GDR

o Stability of patient
o Present behaviors
o Resident plan of care

• Consult the pharmacist – come with 
knowledge!
o Concomitant medications
o Kinetic and Pharmacologic profile
o Dose reduction recommendation and 

expected timeline
• Make appropriate recommendation to the 

physician
• Document, document, document



Psychotropic Stewardship

Why psychotropic stewardship?

 Promotes the safe and appropriate use of   
psychotropics
 Minimizes unintended consequences
 Improves resident outcomes

Model the CDC’s Core Elements of Antibiotic 
Stewardship for Nursing Homes, which offers an 

established and practical approach



Psychotropic 
Stewardship 

Team

Adapted from https://mhc.kglmeridian.com/view/journals/mhcl/13/2/article-p36.xml 



Core 
Elements of 

Psychotropic 
Stewardship 

Program

Act
• Education

• Completed by all 
team members

• Formal and 
informal

Plan
• Psychotropic 

Stewardship Team
• Health Systems 

Collaboration
• Strategic 

Psychotropic Review

Do
• Accountability
• Comprehensive 

Medication 
Management 
Review (CMM)

• Supportive 
Technology

Study
• Tracking
• Outcomes and 

processes
• Quality Measures
• QAPI

Adapted from: https://mhc.kglmeridian.com/view/journals/mhcl/13/2/article-p36.xml



Action Steps for a Psychotropic Stewardship Program

Leadership 
Commitment 

 
Accountability Drug Expertise

ActionsTracking and 
Reporting

Continuous 
Education



Step 1: Leadership Commitment

• Creating a culture to support new 
programs begins with leadership

• Executive leadership sets the tone 
and provides the resources

• Demonstrates support and 
commitment to safe and 
appropriate psychotropic 
prescribing

https://www.cdc.gov/antibiotic-use/hcp/core-elements/nursing-homes-antibiotic-stewardship.html
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/qapiataglance.pdf

https://www.cdc.gov/antibiotic-use/hcp/core-elements/nursing-homes-antibiotic-stewardship.html
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/qapiataglance.pdf


Step 2: Accountability

• Identify team to include Psychiatric 
prescriber, consultant pharmacist, resident, 
social worker, nurse, activities, and facility 
leadership responsible for promoting and 
overseeing psychotropic stewardship 
activities

• Key Characteristics:
• Clear purpose
• Defined roles
• Committed to active engagement



Step 3: Drug Expertise

Leverage relationship with 
consultant pharmacist, social 
worker, nurses, or other 
individuals  with experience or 
training in psychotropic 
management for your facility



Step 4: Action

• Review facility policies and 
procedures related to 
psychotropic medications to 
ensure they are current, reflect 
updated requirements, and 
resources are available to follow 
these policies and procedures.

• Implement at least one policy or 
procedure to improve 
psychotropic medication use



Step 5: Tracking & Reporting
• Review medical records of residents receiving psychotropic medications for appropriate diagnosis and 

indication for use

• Ensure PRN psychotropic medications are only used for 14 days and evaluated by the provider before 
extending

• Behaviors and side effects are monitored daily

• Informed consent is obtained before initiating a new psychotropic medication

• Medication Regimen Review is done on admission and then at least monthly, with evidence of a GDR unless 
contraindicated

• Assessment is accurate and care plan reflects pharmacological and non-pharmacological interventions

• Monitor at least one process measure and one outcome measure from psychotropic medication use. (e.g., 
% of residents receiving at least one psychotropic medication)

• Provide feedback on usage rates to the team and any gaps or areas of improvement to the QAA/QAPI 
Committee



Step 6: Education

• Provide resources to all nursing facility staff, residents, and/or 
resident representatives

• Access the resources and educational offerings from the 
COE-NF

• Post flyers promoting program initiatives 



Tips for Success

• Top-down approach
o Start with leadership

• Utilize a step-wise, systematic approach
oBite-sized PDSA

• Get your quick wins first

• Be intentional

• Not one-size-fits-all
o Individualize the program for your facility



De-Escalation Resources 

https://nursinghomebehavioralhealth.org/wp-
content/uploads/2023/02/COE-NF-Tips-to-Manage-

Challenging-Situations_508.pdf

Scan the QR code or 
visit the link below to view this resource..

https://nursinghomebehavioralhealth.org/wp-content/uploads/2023/02/COE-NF-Tips-to-Manage-Challenging-Situations_508.pdf
https://nursinghomebehavioralhealth.org/wp-content/uploads/2023/02/COE-NF-Tips-to-Manage-Challenging-Situations_508.pdf
https://nursinghomebehavioralhealth.org/wp-content/uploads/2023/02/COE-NF-Tips-to-Manage-Challenging-Situations_508.pdf


De-Escalation Resources 

Use ideas from the Comfort Menu to identify 
ways to reduce anxiety, discomfort, and 

pain without medications

Scan the QR code or 
visit the link below to view this resource..



COE-NF On-Demand Training Videos



We invite you to join us!

SESSION 2



Center of Excellence for Behavioral Health In Nursing Facilities (COE-NF)

The COE-NF focuses on increasing the 
knowledge, competency and confidence of 
nursing facility staff to care for residents with 
behavioral health conditions.

• Provides mental health and substance use 
trainings, 1:1 customized technical assistance 
and resources at no cost

• Services are available to all CMS certified 
nursing facilities throughout United States

• Established by the Substance Abuse and 
Mental Health Services Administration (SAMHSA) 
in collaboration with the Centers for Medicare 
and Medicaid Services

For assistance, submit a request at 
nursinghomebehavioralhealth.org

Contact us:
National Call Center: 1-844-314-1433

Email: coeinfo@allianthealth.org

mailto:coeinfo@allianthealth.org?subject=COE%20Inquiry


COE-NF Services & Support
• Technical Assistance

• 1:1 support from COE-NF Behavioral Specialist
• Program design
• Care planning
• Provider search
• Implementation strategies  

• Training
• Live Virtual (Webinars)
• Cohort Learning Series
• On Demand Videos

• Resources
• Online Resource Hub: Toolkits, flyers, tip sheets

Request Support



How to Submit a Request
Website
• Online form where nursing facilities can 

submit consultation requests
• Include CCN number and full facility 

name
• Online requests are responded to within 

48 hours 
• https://nursinghomebehavioralhealth.or

g/request-assistance

COE-NF Voicemail Box: (844) 314-1433
• Messages will be responded to within 

two (2) business days

https://nursinghomebehavioralhealth.org/request-assistance/
https://nursinghomebehavioralhealth.org/request-assistance/


Connect with COE-NF
Monthly Newsletter
• Shares behavioral health resources 
• Provides nursing facility behavioral health regulatory updates
• Announces upcoming training opportunities 

Social Media Profiles 
• LinkedIn: www.linkedin.com/company/nursinghomebh/
• X: twitter.com/NursingHomeBH
• Facebook: www.facebook.com/NursingHomeBH
• YouTube: www.youtube.com/channel/UCgnRi9EFB9rXApnIUwS09sw

Text Messaging Platform
• Enables nursing facility staff to receive COE-NF updates on their 

smartphone

Scan QR code to 
sign up for the 

COE-NF newsletter.

https://www.linkedin.com/company/nursinghomebh/
https://twitter.com/NursingHomeBH
http://www.facebook.com/NursingHomeBH
http://www.youtube.com/channel/UCgnRi9EFB9rXApnIUwS09sw


Additional Information Related to GDR

• Guidelines and Implementation. (2025). The American Psychiatric Association 
Practice Guideline on the Use of Antipsychotics to Treat Agitation or Psychosis in 
Patients With Dementia. https://doi.org/10.1176/appi.books.9780890426807.ap02

• Bain, K. T., Holmes, H. M., Beers, M. H., Maio, V., Handler, S. M., & Pauker, S. G. (2008). 
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