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Learning Objectives

• Review some of the unintended consequences of COVID-19 
mitigation measures on the physical and mental health of older 
adults

• Discuss the challenges and potential ethical issues of managing 
delirium and dementia during the COVID-19 pandemic

• Discuss strategies to improve medication and patient safety for 
COVID-19 and non-COVID-19 older adults 



COVID-19 Infection and Older Adults
• COVID-19 pandemic and measures implemented to mitigate its spread have 

disproportionately affected older adults

• Although majority of cases are NOT in LTC, majority of deaths (70%) ARE in LTC

Distribution of COVID-19 cases ad severity by age group 
as of June 2, 2020 Demographics of COVID-19 cases in Canada 

as of June 2, 2020



Vulnerability of Older Adults
• While resources deservedly being redeployed into LTC, COVID-19 

mitigation measures exposing unintended consequences on older adults

• Many older adults in Canada who are physically and socially frail
• ↓ resilience and reserve to respond and compensate to stressors

• ↑ risk of losing social networks that support their ability to live in community↓

Image from UpToDate



Vulnerability of Older Adults

• High risk of COVID-19 mortality, BUT also significant and growing risk of 
non-COVID-19 morbidity and mortality
• Suboptimal treatment of acute and chronic conditions

• Aggressive physical distancing measures

• Changing health system structures and supports↓



Some of the Unintended Consequences

• Physical distancing
• ↑ social isolation

• loneliness and depression

• ↓ food security and availability
• malnutrition and chronic disease exacerbations (e.g. CHF)

• ↓ exercise
• deconditioning, weakness, falls

• ↓ cognitive stimulation
• potential trigger or exacerbation of delirium and dementia



Some of the Unintended Consequences

• Modified health system structures and care supports
• ↓  availability or consistency of home care (e.g. PSWs) and day programs

• ↓  informal caregiving from family and friends (due to new inability or fear)

• Problem?
• Supports often critical for both BADLs and IADLs

• E.g. medication management and adherence

• Informal supports can be difference between:
• Self-manage and live at home vs. need for institutionalization

• Coping as caregiver vs. caregiver burnout +/- elder abuse



Some of the Unintended Consequences

• Second or third wave due to non-COVID conditions?

Image Created by Dr. Victor Tseng



Some of the Unintended Consequences

• Potential contributors?
• Anecdotal reports of fear and avoidance of 

health care interactions
• Patients – avoidance of health care facilities

• Clinicians – avoidance of in-person visits, 
modification of usual therapeutic care or 
interactions

• Movement to virtual care creating health 
disparities for some older adults
• Variable access and familiarity with technology

• Challenges with high prevalence of visual and 
auditory impairment



Meeting the Care Needs of Older Adults 
During the COVID-19 Pandemic
• Although societal and health system changes are necessary, we can 

reduce their potentially negative effects on older adults
• Be aware of unintended consequences
• Identify and address the risks
• Help older adults compensate

“While we focus on plugging one hole in the dike, we need to careful not to 
cause another leak elsewhere”

Dr. Sharon Straus, Geriatrician



Some reflections on cases and 
issues experienced and learned 
during the pandemic…



Mrs. S



Mrs. S is a 76 F with dementia admitted after 
sustaining a fracture due to a fall 

• Previously living at home with daughter (primary caregiver)

• While in hospital, 
• confused, screaming and calling out for her daughter throughout the day

• restless and getting out of bed frequently

• wandered into the hospital’s COVID-19 unit on a few occasions

• Nurses are inquiring about antipsychotics to treat her behaviours



Behavioural and Psychological Symptoms of 
Dementia (and Delirium) during COVID-19

• Management is challenging at the 
best of times (even pre-COVID) 
regardless of setting (home, 
hospital, LTC)

• COVID-19 pandemic and necessary 
public health and infection control 
measures are the “perfect storm” to 
precipitate delirium and responsive 
behaviours 



Behavioural and Psychological Symptoms of 
Dementia (and Delirium) during COVID-19
• Multiple practical and ethical issues intensified due to pandemic

• Duty to maintain a safe environment for both patients and healthcare staff
• Respect - All persons deserve to be treated with respect and dignity

• Equity – Patients posing similar risks should be treated similarly

• Proportionality – restrictions / restraints should match magnitude of risk or harm

• Be judicious and use least restrictive intervention as possible

• Considerations
• Confirmed or suspected COVID-19 patient?

• COVID-19 ward or current outbreak in adjacent unit?

• Shared or private room?

• Availability of PPE?



Approach to Responsive Behaviours

• Remember that all behaviour has meaning!

• Look for underlying causes and try to address them
• Hungry or thirst?
• Untreated pain?
• Wet or retaining? Soiled or constipated?
• Bored or lonely? Tired or over-stimulated?
• Fearful, defensive, retaliating to something said or done?

• Rule out delirium due to medical illness or metabolic 
disturbance



Approach to Responsive Behaviours

• Use corresponding non-pharmacologic and 
pharmacologic approaches

• Some common interventions
• Check PVR for urinary retention
• Ensure adequate nutrition and hydration

• Routine bowel regimen
• Pain regimen (e.g. routine acetaminophen)

• Engage patient in activities (e.g. music, colouring, pictures, 
walks)

• Therapeutic touch and verbal reassurance



BSPD Symptom Clusters

Centre for Effective Practice, 2016



Symptoms NOT (usually) Responsive to Medications

• Wandering

• Repetitive vocal behaviours

• Perseverative or repetitive activity

• Tugging or removal of restraints

• Inappropriate urination or defecation

• Eating inedible objects

• Hiding or hoarding

• Pushing wheelchair bound co-patient



Symptoms Potentially Responsive to Medication

• Psychosis
• Delusions or hallucinations

• Paranoia

• Aggression
• Physical or verbal aggression

• Agitation
• Vocalizations due to depression or pain

• Depression
• Anxiety or restlessness

• Sadness or tearfulness

• Apathy
• Apathy or withdrawal

• Others
• Sleep disturbance

• Sexually inappropriate behaviour



Choose Most Appropriate Drug
• Target BPSD symptom cluster with most appropriate drug class

BPSD Symptom Cluster Medications to Consider

Psychosis Antipsychotic

Aggression Antipsychotic

Agitation SSRI
Antipsychotic

Cholinesterase inhibitor
Memantine
± Analgesics

Anxiety (Short-Term or Intermittent) Short-acting benzodiazepine

Anxiety (Chronic) Antidepressant

Apathy Cholinesterase inhibitor
Antidepressant

Methylphenidate

Insomnia Trazodone
Melatonin



Polyreceptor Activity

Antipsychotics are not created equal!



Things to keep in mind…

Outcome After

12 Weeks of 

Treatment

Number Needed to

Treat or Harm 

(NNT/NNH)

Clinical Improvement 

(Agitation)

5-11

Death 100

Cerebrovascular 

Event

59

Extra-pyramidal 

symptoms

17

Gait Disturbance 11-17

• Multiple systematic reviews
• For dementia-related agitation, at 

most, modest, benefits
• For delirium, no difference in delirium 

duration or severity

• Use should be at lowest dose 
possible and time-limited
• Starting doses

• Haloperidol 0.25mg start PO/SC/IV q4h 
(max 2mg/24h period)

• Risperidone: 0.125–0.25mg PO bid
(max 1mg/24h period)

• Quetiapine 12.5–25mg start PO bid
(max 100mg/24h period)Kales et al. Am J Psychiatry 2012; 169:71-9

Corbett et al. BMJ 2014; 349: g6420

Banerjee S. The Use of Antipsychotic Medication for People with Dementia:

Time for Action. Department of Health: London; 2009





Mr. B



Mr. B is a 85 M with multiple co-morbidities 
admitted for a severe COPD exacerbation
• Although stabilized, his dyspnea remains quite significant

• Long-term care is now needed to meet his basic care needs (e.g. 
toileting, feeding, bathing, transfers)

• Nurses are feeling overwhelmed with the care needs of this patient 
and the rest of the ward
• Some fear and anxiety given the needed frequency of interactions and recent 

COVID outbreak declared on the neighbouring ward



Medication Simplification and Compression

• Goal of improving patient and staff well-being by:
• Reducing use of unnecessary medications

• Simplifying  medication management

• Potential benefits?
• Reduce opportunities for COVID-19 transmission between patients and staff

• Increase staff time available for other direct patient care activities



• Applicability to hospital, retirement home and long-term care settings



Some Recommendations for Consideration

• Discontinue medications with little or questionable evidence for 
benefit
• e.g. docusate, multi-vitamins, BID/TID oral iron (vs. once daily or Q2D) 

• Discontinue or hold medications that are appropriate, but safe for 
temporary discontinuation
• E.g. calcium, vitamin B12, vitamin D, bisphosphonates



Some Recommendations for Consideration

• Reduce medication dosing frequency
• Short-acting to long-acting/extended release formulations

• Agents with BID/TID/QID vs once daily dosing (e.g. beta-blockers, oral iron)

• Change timing of doses and consolidate administration times 
(where reasonable)
• QAM + QHS → once daily

• Q12H to BID, Q8H to TID, Q6H to QID

• Look for any administration time outliers (e.g. statins)



Things to keep in mind

• Changes need to be personalized to patient
• Some are low risk with possibility of immediate implementation

• Some are low risk, but require more counselling, monitoring, time

• Some are high risk and require long-term approach

• Potential unintended consequences
• Symptom relapse or withdrawal

• Long-term failure to restart appropriate medications

• Social isolation

• Perceived abandonment or reduced quality of care





Mrs. B



Mrs. B is a 83 year old female living in a 
Retirement Home
• She was feeling unwell for one week prior to being seen in the 

emergency department. She is found to be COVID positive and is 
admitted to the medicine service. 

• PMHx
• Atrial Fibrillation

• Hypertension

• Hyperlipidemia

• Type 2 Diabetes

• Osteoarthritis

• Depression

• Meds:

• Apixaban 5mg PO BID

• Perindopril 4mg PO daily

• Digoxin 0.625mg PO daily

• Rosuvastatin 20mg PO daily

• Metformin 500mg PO BID

• Glyburide 5mg PO daily

• Citalopram 20mg PO daily

• Tylenol 500mg PO BID



Considering the ongoing clinical trials, what 
concerns would you have with Mrs. B taking 
Hydroxychloroquine?
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How Can We Improve Care For Mrs. B?

• Studies show that older adults with conditions like diabetes, 
hypertension and cardiac conditions are at higher risk for infection 
and severe complications of COVID19.
• Yet the average age for current clinical trials is approximately 45 years old

• 57% of community dwelling North Americans over 65 are on 5 or 
more medications
• Polypharmacy results in falls, fractures and adverse drug events (ADR)       

which often prevents older persons from being included in clinical trials

• Deprescribing PIMs is well tolerated and improves outcomes
• 80% tolerated deprescribing without any side effects
• 88% reported global health improvement



Where Should We Start When Deprescribing?

• In patients over the age 
of 65 consider;
• Antiplatelets & 

Antithrombotics

• Antihypertensives & 
Diuretics

• Sulfonylureas & Insulin

• Statins in primary 
prevention







• 59% were receiving one or more home 
medications that could potentially interact 
with hydroxychloroquine
• Almost ½ (43%) of the medications were flagged 

as PIMs by the MedSafer tool. 
• Common classes of PIMs observed were 

antipsychotics, cardiac medications, and anti-
diabetic agents.

Class of PIMs Percent
age of 
PIMs

Diabetic Medications 33%

SSRI/SNRIs 17%

Antipsychotics 13%

Antiarrhythmics 6%
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PIM History For Mrs. B

• Digoxin – was prescribed by her cardiologist about 10 years ago when she 
was diagnosed with Atrial Fibrillation. She has never been trialed on a beta 
blocker.
• Most recent Digoxin level 1.0

• Glyburide – was prescribed by her family doctor when she was diagnosed 
with Diabetes in her 50’s. She denies any episodes of hypoglycemia
• Most recent Hba1c level is 6.2%

• Citalopram – was started by her family doctor when her husband passed 
away 25 years ago. She has never been trialed on a lower dose or off this 
medication
• Most recent sodium level is 131



What if Mrs. B’s Condition Worsens?

• In patients undergoing a 
palliative/compassionate care 
focus reevaluate;
• Statins

• Cholinesterase Inhibitors

• Bisphosphonates

• Vitamins

• Eye Drops

• Meds:

• Apixaban 5mg PO BID

• Perindopril 4mg PO daily

• Digoxin 0.625mg PO daily

• Rosuvastatin 20mg PO daily

• Metformin 500mg PO BID

• Glyburide 5mg PO daily

• Citalopram 20mg PO daily

• Tylenol 500mg PO BID



Clinical Pearl: The COVID-19 
pandemic highlights the importance 
of medication optimization and 
deprescribing PIMs in older adults. 



Mr. P



Mr. P is a 72 year old man who lives alone in 
his apartment…
• He was recently admitted to hospital due to a heart failure exacerbation. 

• PMHx
• Heart failure with reduced EF (new                                                                            

diagnosis this admission)
• Hypertension
• Hyperlipidemia
• Mild Cognitive Impairment
• Hypothyroidism (new diagnosis this                                                                        

admission)
• Osteoporosis
• GERD
• Vitamin B12 Deficiency (new diagnosis                                                                              

this admission)

• Home Medications
• Perindopril 4mg PO daily

• Bisoprolol 5mg PO daily

• Atorvastatin 40mg PO qhs

• Pantoprazole 40mg PO daily

• Risedronate 35mg PO qweekly

• Vitamin D 1000 units PO daily



Mr. P’s Medications

• Before Hospital Admission
• Perindopril 4mg PO daily

• Bisoprolol 5mg PO daily

• Atorvastatin 40mg PO qhs

• Pantoprazole 40mg PO daily

• Risedronate 35mg PO 
qweekly

• Vitamin D 1000 units PO daily

• Discharge Prescriptions
• Perindopril 6mg PO daily
• Spironolactone 25mg PO daily
• Lasix 20mg PO BID
• Dapagaflozin 5mg PO daily
• Bisoprolol 5mg PO daily
• Atorvastatin 40mg PO qhs
• Pantoprazole 40mg PO daily
• Risedronate 35mg PO qweekly
• Vitamin D 1000 units PO daily
• Levothyroxine 88mcg PO daily
• Vitamin B12 1000mcg PO daily



Due To Hospital Policies on PPE 
Conservation, Discharge Counselling 
was Unable To Be Completed By The 
Unit Pharmacist



While At Home…

➢Mr. P stops by his local pharmacy on his way home and picks up his new 
medications. He is surprised to see that his pill bottles have doubled. 
➢He starts his new medication regimen and becomes very tired as he is 

getting up several times a night to empty his bladder. 
➢He is worried about visiting a clinic or emergency department given the 

risk of contracting COVID10. He decides to take some Sleep Eze to help 
him sleep through the night. 
➢He begins to become more confused and starts taking his alendronate 

daily. This results in significant nausea and upset stomach which he 
decides to take Gravol to help. 
➢He is found on the floor, after falling 2 days ago, by his PSW who visits 

weekly. He is brought back to the hospital and admitted. 



How Could We Have Prevented 
Mr. P’s Fall and Hospital 
Readmission?



How Can We Better Prepare Patients with 
Cognitive Impairment for Discharge?
• Patients often have medication changes in hospital. Those with 

cognitive impairment may need more focus on counselling.
• If in-person discharge counselling is not possible (e.g. due to PPE 

policies), consider alternative avenues when high risk patient (e.g. 
counselling via hospital room phone, post-discharge counselling via 
telephone, using two way monitor if available)

• Involve a family member, with the patient’s consent, about medication 
changes and what side effects to watch for. 

• Write it down! Consider writing down possible                                             
side effects and new changes.

• Consider switching to blister pack if appropriate.



How Can We Better Prepare Patients with 
Cognitive Impairment for Discharge?

• Patients are presenting to later to hospital due 
to fear of contracting COVID in medical centers. 
Encourage patients to seek help if they are 
feeling unwell or experiencing side effects. 

• Patients often think over the counter 
medications are harmless. These medications 
should also be considered when discharge 
counselling for an older person with cognitive 
impairment.



Clinical Pearl: Review of medications 
on discharge is an opportunity to 
review side effects and consider 
involving a family member. 



Was it just the medication 
changes that caused Mr. P’s fall?



What Helps Keep Patients With Cognitive 
Impairment At Home and Independent?

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Morning *Cleaning 
Service 
Comes

Stay Well 
Program

PSW visits 
for shower

Stay Well 
Program

Church 
with his 
son

Afternoon Meets 
friends for 
coffee

Meets 
friends for 
coffee

Meets 
friends for 
coffee

GERAS 
Dance 
Group

Evening Grocery 
shopping 
with his 
daughter

Cards with 
his social 
club

Movie 
Night at 
the YMCA

Dinner at 
his 
daughter’s 
house



How Mr. P’s Life Changed With COVID19
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daughter

Cards with 
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How Do We Know Who Is Most Vulnerable On 
Discharge?
➢Patients with cognitive impairment not living in LTC

➢Patients on more than 5 medications (especially more than 10!)

➢Patients with significant changes to their medications in hospital

➢Patients with multiple hospital admissions
➢Those with CHF, COPD or recent fall



Clinical Pearl: Patients support 
system can be negatively affected by 
COVID and make them vulnerable 
for health issues. 



Mrs. W



Mrs. W is an 82 year old female who lives in 
her bungalow with her husband.
• She was cleaning her kitchen yesterday and fell while trying to reach 

something. She has been admitted to hospital for a broken hip.

• PMHx
• Hypertension

• Rheumatoid Arthritis

• Osteoporosis

• Chronic lymphedema

• Spinal Stenosis

• Gout

• Glaucoma

• Medications
• Amlodipine 5mg PO daily

• Rosuvastatin 10mg PO daily

• Aspirin 81mg PO daily

• Allopurinol 300mg PO daily

• Vitamin C 500mg PO daily

• Bimatoprost 0.01% Eye 
drops

• Naproxen 200mg PO BID



She is post-op day 6 and the 
Orthopedic team orders Sertraline 
25mg PO OD for depression…



You review Mrs. W’s chart and find…

• She has had very low oral intake while here in hospital, only eating 
50% of her trays. She says she does not have much of an appetite.

• She complains of low energy and feels very lonely since her son 
cannot come and visit her in the hospital due to COVID visitation 
restrictions.

• She sleeps for most of the day but she is able to participate in 
physiotherapy although she is not mobilizing as quickly as 
Orthopedics would like.

• There is no concern from her nurse about confusion. She is 
independent with using her bedside commode and rings the bell 
appropriately. 



How Common Is Depression In Older Adults?

• Major depressive disorder occurs in up to 5% of community-dwelling 
older adults. 
• Rates of major depressive disorder rise with increasing medical morbidity

• 8 to 16% of older adults have clinically significant depressive symptoms

• Screening for depression is important, but positive screening results 
should be followed by a thorough evaluation to assess if treatment is 
warranted.

• Pharmacotherapy or psychotherapy are both effective in older adults.
• Selective serotonin-reuptake inhibitors (SSRIs) are considered first-line 

pharmacotherapy.



Does Ms. W Have Depression?
• Differential Diagnosis 

• Delirium

• Sadness/Boredom

• Adjustment disorder with depressed mood
• Low mood/hopelessness that impairs function that 

doesn’t meet DSM-5 criteria for MDD

• Has an identifiable stressor (job loss, new illness, 
pandemic!)



What Is The Harm In Treating “Depression”?

SSRIs (Citalopram, Fluoxetine) Increased Risk of Falls, Upper GI 
bleeding, Hyponatremia, Insomnia, 
Sexual Dysfunction

TCAs (Amitriptyline, Nortriptyline) Urinary retention, Constipation, 
Cognitive Impairment Orthostatic 
Hypotension, Sedation

SNRIs (Venlafaxine, Duloxetine) Hypertension, Nausea, Insomnia

Bupropion Weight Loss, Lowers Seizure Threshold, 
Hypertension, Insomnia



How Can We Stay Connected With Older 
People In Hospital During COVID?
• Interventions could simply involve 

• Encouraging family members to call more frequently

• Finding out what is available on your ward to engage 
seniors (calls from volunteers, recreational therapy, ipad
usage etc).

• Concentrate attention on seniors who are female, low 
education, divorced and widowed, having sleep problems 
or known mental health issues.

• Involve allied health to create customized activities 
that interest older persons while in hospital.



Clinical Pearl: Situational mood changes 
are to be expected during social 
isolation/distancing and do not 
necessarily require pharmacologic 
management
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Key Points

• Older adults are vulnerable and many have been disproportionately 
affected by the COVID-19 pandemic
• Unintended consequences in terms of physical, mental and social health

• In many clinical situations, non-pharmacologic interventions and quality 
communication during transitions of care remain key strategies to ensure 
patient and medication safety

• Pharmacists are key members of the healthcare team and the support 
system of older adults
• essential role in advocating and ensuring the judicious, ethical and appropriate use 

of medications both in hospital and post-discharge during this COVID-19 pandemic



Some Resources

https://canadiangeriatrics.ca

https://www.rgptoronto.ca

Others:
https://www.bgs.org.uk/resources
https://www.americangeriatrics.org/covid19
https://www.hospitalelderlifeprogram.org/for-clinicians/covid19-
resources

https://www.bgs.org.uk/resources
https://www.americangeriatrics.org/covid19
https://www.hospitalelderlifeprogram.org/for-clinicians/covid19-resources


Questions?

Dana Trafford – Email: dana.trafford@medportal.ca,       Twitter: @DanaTrafford

Justin Lee - Email: justin.lee@medportal.ca,         Twitter: @JustinLeeMD


