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ABSTRACT 

Background: Older adults - defined as aged 65 years and older, with mental illness, specifically 
dementia, experience antipsychotic polypharmacy which increases the risk for further 
comorbidities and adverse events. Using an algorithm to deprescribe antipsychotics can be 
helpful in reducing health risk.  
Objective: A scoping review aims to look at the existing evidence pertaining to the risk of 
antipsychotic polypharmacy use in older adults with dementia. In addition, this review will 
analyze the current deprescribing algorithms and methods used to reduce antipsychotic 
polypharmacy to improve patient outcomes and quality of life.  
Design: Online resources were used to select peer-reviewed research articles published between 
2020-2025. Keywords used included “older adults”, “polypharmacy”, “dementia”, 
“schizophrenia”, and “antipsychotic.” From the final search, a total of 21 sources were extracted 
and narrowed down to 12 articles used in this review.  
Results: Longitudinal cohort studies made up most of the literature alongside two meta-analyses. 
Several Scoping Reviews looking at deprescribing algorithms were analyzed as well. Evidence 
shows antipsychotic polypharmacy significantly affects older adults with mental illness. 
Deprescribing methods prove to be successful in eliminating unnecessary prescriptions though 
remain under-researched.  
Conclusion: Research yielded mixed results. While some evidence supports the use and risk of 
antipsychotic polypharmacy in older adults, others present valid concern and detrimental effects 
of antipsychotic polypharmacy. While research remains limited on effective deprescribing 
methods, several studies show the success of using algorithms to reduce polypharmacy, 
particularly the START/STOPP method.  
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CHAPTER ONE 

REVIEW OF THE LITERATURE 

Introduction 

 20% of older adults are diagnosed with a mental illness and this is expected to increase as 

the baby boomer generation ages (Substance Abuse and Mental Health Services Administration 

[SAMHSA], 2025). Over two million older adults are living with a severe mental illness (SMI) 

like dementia, that interferes with their daily functioning (SAMHSA, 2025). Polypharmacy, 

defined as two or more medications in the same class, affects many individuals, but older adults 

with a mental illness are at increased risk and 70% of older adults with dementia experience 

polypharmacy (Sawan et al., 2024; Varghese et al., 2024). Antipsychotic use for dementia 

patients is a common treatment yet antipsychotic polypharmacy is experienced by most of this 

population which can be detrimental to the health of older adults (Govaerts et al., 2021). A lack 

of education for antipsychotic deprescribing exists among mental health and primary care 

providers alongside inconsistencies with using deprescribing methods in practice (Sawan et al., 

2024; Vordenburg et al., 2024). Implementing a standardized deprescribing algorithm as a tool 

for Psychiatric Mental Health Nurse Practitioners (PMHNP) can help alleviate unnecessary 

antipsychotic use among older adults with dementia.   

Background 

 Polypharmacy exposure among older adults leads to increased adverse drug events 

(ADE), drug-to-drug interactions (DDI), altered mental status, falls, and depression (Wang et al., 

2022; Varghese et al., 2024). Older adults, defined as 65 years and older, have a higher 
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prevalence of comorbid conditions and can be under the care of a multidisciplinary provider 

team which puts them at risk for polypharmacy from a lack of communication and/or 

miscommunication between providers (Wang et al., 2022). Further exacerbating polypharmacy 

risk is older adults experiencing severe mental illness (SMI), such as dementia—the primary 

diagnosis analyzed in this scoping review. As the population ages the percentage of individuals 

with SMI is increasing and by 2030, it is expected that 20% of older adults will be living with a 

SMI as the Baby Boomer generation reaches 65 years and older (SAMHSA, 2025). 

Unfortunately, older adults with mental health illnesses are exceeding the number of mental 

health providers putting more mental health care on primary care providers where a gap in 

knowledge and training exists on how to properly treat this population leading to polypharmacy 

(SAMHSA, 2025).    

 Coinciding with the aging population, dementia is predicted to affect 9 million Americans 

by 2030 (Population Reference Bureau [PRB], 2025). Older adults with dementia are at 

increased risk for polypharmacy exposure versus those without dementia (Sawan et al., 2024).  

 Antipsychotic medications can be lifelong treatment regimens that dementia patients use 

to help alleviate symptoms (Lunghi et al., 2023). Older adults with dementia may experience 

symptoms such as psychosis, altered mental status, and agitation resulting in antipsychotic 

polypharmacy. Using deprescribing methods to eliminate unnecessary antipsychotics can 

decrease adverse events for older adults with dementia (Wang et al., 2023). While deprescribing 

algorithms exist, the use of the algorithms is inconsistent among mental health providers—

highlighting a gap in care (Wang et al., 2023). Analyzing the effects of polypharmacy among 
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older adults with dementia along with identifying a deprescribing technique will create a more 

patient-centered treatment plan and improve patient outcome.   

Objective 

 Decreasing antipsychotic polypharmacy among older adults with dementia can improve 

quality of life and decrease risk of adverse events (Wang et al., 2023; Liew et al., 2020). This 

scoping review aims to analyze and summarize the existing literature on the effects of 

antipsychotic polypharmacy and existing deprescribing techniques that may best serve the older 

adult population with dementia.   

Methods 

This scoping literature review was conducted using PRISMA-ScR guidelines to assist 

with development of inclusion criteria and framework for developing the literature review. 

Included in the process was recognizing a gap in care, identifying search criteria, researching 

current evidence-based articles, selecting appropriate articles based on criteria, and summarizing 

the findings. 

Inclusion Criteria 

 Inclusion criteria for this scoping review included peer reviewed journal articles printed 

in English, published between 2019 and 2025. The search was further narrowed by including 

articles on older adults, defined as 65 years and older and polypharmacy, defined as five or more 

medications or two or more medications from the same class. Articles looking at polypharmacy 

among older adults with dementia and/or schizophrenia were included though research was more 

limited on polypharmacy among older adults with schizophrenia. Finally, antipsychotic 
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polypharmacy and articles about current deprescribing algorithms were included. Cohort design 

studies and meta-analyses were the primary design methods though scoping reviews were 

included analyzing the deprescribing methods. Articles were excluded if they did not analyze 

polypharmacy as it relates to older adults. Further exclusion criteria included articles published 

outside of the framework dates and articles that did not look specifically at mental health 

polypharmacy.     

Information Sources 

 The databases included in the literature search were PubMed Central, World of Science 

and PsycInfo with the most recent search from September 2025. Initial search was conducted by 

the author and then further refined by the School of Nursing librarian, Mary Anne Hansen. The 

final search used the World of Science database. In September 2025, specific statistics derived 

from grey literature and fact sheets were searched on SAHMSA website and Population 

Reference Bureau along with the National Library of Medicine.    

Search Strategy  

 An initial broad search strategy included a CATSearch followed by a consultation with 

the School of Nursing librarian, Mary Anne Hansen. The consultation took place in September 

2025 and further refined the search through the World of Science database and keywords 

included “older adults”, “antipsychotic”, and “polypharmacy.” The results were even further 

refined using keywords “schizophrenia” and “dementia.” Finally, a World of Science search was 

conducted using keywords and phrases “deprescribing”, “algorithms”, and “antipsychotic 

polypharmacy.” Individual statistics and facts were found using a specific search among National 
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Institute of Health (NIH) and Substance Use and Mental Health Services Administration 

(SAMHSA).  

Selection of Evidence 

 All sources were independently reviewed and screened for inclusion by this author. An 

initial search for polypharmacy and antipsychotics produced 2,487 results. Narrowing the search 

to include older adults resulted in 255 articles. Including articles between 2020 and 2025 yielded 

133 results from which 12 articles were analyzed to include older adults with schizophrenia and 

dementia. A previous literature search and screen yielded 3 articles. A total of 12 articles were 

selected for this literature review. The articles include two meta-analyses, two scoping literature 

reviews, and eight longitudinal cohort design studies with an overall moderate level of evidence. 

Figure A1 in the appendix displays framework for selection of sources.  

Synthesis of Literature  

Antipsychotic Polypharmacy 

 The literature review yielded consistent conclusions on the effects of polypharmacy 

among older adults. The general use of polypharmacy, which includes all classes of medication, 

is significant among older adults and has been on the rise as the population ages (Govaerts et al., 

2021; Lunghi et al., 2023). Adverse drug events related to overprescribing and unnecessary use 

of prescription medications has led to a 17.3% increase in Emergency Room (ER) visits, 15% 

decline in activities of daily living and 7.7% increase in hospital admissions (Liew et al., 2020). 

In contrast, one study initially resulted in no increase of ER or hospital admissions but when 

patients were tapering or transitioning from one antipsychotic to another the unplanned hospital 
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admissions and ER visits trended up (Kasteridis et al., 2019). Despite the contrasting view, most 

of the literature displays a positive correlation between older adults and the detrimental effects of 

polypharmacy on health and quality of life.    

On a narrower scope, the research results for antipsychotic polypharmacy among older 

adults yielded mixed reviews. Several studies showed overall positive results for individuals 

taking multiple antipsychotics while other studies showed an increase in adverse drug events 

(ADE) and drug-to-drug interactions (DDI). A longitudinal cohort study resulted in increased 

risk of cardiovascular events, stroke, hypotension, and falls among older adults using multiple 

antipsychotics (Dyer et al., 2024). However, a separate longitudinal cohort study showed a 

decrease in cardiovascular events and mortality for individuals taking multiple antipsychotics 

versus individuals who were not treated (Jia-Ru et al., 2024). Antipsychotic polypharmacy is 

seen in 30.7% of older adults and while a correlation is seen between antipsychotics and ADE 

and DDI, results show that multiple antipsychotic use is generally safe for older adults (Gebauer 

et al., 2022). These contrasting results support the need for standardized deprescribing algorithms 

to provide patient-centered care and evaluate patients on a consistent basis.   

Dementia Polypharmacy 

 Older adults experiencing dementia can be at increased risk for polypharmacy. 

Individuals with dementia are three times more likely to be prescribed inappropriate 

antipsychotics with 23% experiencing antipsychotic polypharmacy (Sawan et al., 2024; 

Vordendburg et al., 2024). Older adults with dementia are at risk for adverse drug events and 

drug-to-drug interactions because of differing pharmacokinetics and physiology related to age 

(Sawan et al., 2024). Several studies supported a gap in care and knowledge in terms of using 
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antipsychotic deprescribing methods. Psychiatric providers make up 20% of antipsychotic 

polypharmacy occurrences and another study showed no standardized or consistent tool used to 

deprescribe antipsychotics among older adults (Sawan et al., 2024; Vordenburg et al., 2024). A 

gap in care and knowledge exists among mental health providers and health care facilities in 

terms of supporting older adults with dementia. 

Current Deprescribing Algorithms & Barriers 

 Research is surprisingly limited for deprescribing algorithms. Overall, the literature 

primarily focused on the same methods which include Beers Criteria and Screening Tool to Alert 

to Right Treatment (START) and Screening Tool of Older People’s Prescriptions (STOPP) 

methods. Beers Criteria and START/STOPP methods are screens providers can use to identify 

under prescribing, overprescribing and use as a guide towards the most appropriate treatment for 

certain illnesses (Keche et al., 2022; Liew et al., 2020). The START/STOPP method was most 

recently developed in 2008 and has proven more sensitive and effective for deprescribing (Burke 

et al., 2023). Implementing this algorithm into standardized practice would be helpful in 

eliminating or avoiding potentially inappropriate prescriptions (PIP).  

 While a deprescribing algorithm would be beneficial, multiple barriers exist to 

implementation. Barriers include prior failed attempts at deprescribing accompanied by decline 

in health or adverse effects, providers experiencing pressure to prescribe medications for quicker 

symptom relief, providers’ fear of deprescribing failure and patient decline, provider lack of 

knowledge, and lack of resources for a multidisciplinary team (Wang et al., 2024). Despite 

existing barriers, it is evident that deprescribing tools are missing from practice and psychiatric 
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providers would benefit from implementing an algorithm (Sawan et al., 2024; Vordenburg et al., 

2024). 

Discussion and Conclusion 

 Overwhelming evidence exists showcasing antipsychotic polypharmacy among older 

adults with mental illness. Given the limited data on older adults with schizophrenia, this 

proposal will focus on older adults with dementia. Literature underscores critical overuse of 

medications among older adults with dementia. Psychiatrists prescribe 20% of antipsychotics, 

leaving a large window for antipsychotic prescription by other healthcare providers (Vordenburg 

et al., 2024). A scarcity of deprescribing tools used among providers and facilities further 

highlights a gap in care (Sawan et al., 2024; Vordenburg et al., 2024). Education among 

providers may be useful given the multitude of providers that can be involved in a patient’s care 

and contribute to polypharmacy.    

 While multiple studies reviewed deprescribing algorithms, the START/STOPP algorithm 

yielded the most success and showed more sensitivity versus Beers Criteria and other lesser-

known algorithms. Given the supporting evidence, implementing a deprescribing algorithm 

among older adults experiencing dementia would be beneficial. Deprescribing tools would 

provide patient-centered care while improving quality of life for patients.    

Implications in Practice  

 As the Psychiatric Mental Health Nurse Practitioner (PMHNP) field continues to grow 

and become a driving force in mental health care, it is imperative to provide consistent and 

reliable tools for best practice. One study explores and highlights the magnitude in which 
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PMHNPs are easing a strained mental health system (Muench and Fraze, 2022). Implementing a 

deprescribing algorithm that can be used by Nurse Practitioners throughout the field will help 

deliver consistent, safe, and patient-centered care. PMHNPs can make a large impact on the 

treatment of mental health illnesses and create a movement towards using only necessary 

antipsychotic medications by way of a deprescribing algorithm such as the START/STOPP 

method. Using evidence-based practice guidelines PMHNPs can create change among facilities, 

private practices, and even at system levels.     
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CHAPTER TWO 

QUALITY IMPROVEMENT PROPOSAL 

Introduction and Problem Statement 

Globally, the aging population is experiencing increasing rates of mental illness, with 

approximately 20% of older adults diagnosed with a mental health condition, a number expected 

to rise as the baby boomer generation ages (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2025). Unfortunately, research is extremely limited for 

polypharmacy as it relates to dementia in rural Montana. However, national research highlights 

polypharmacy use and a lack of mental health resources in rural communities. The existing 

research supports the need for increased mental health resources and tools at this rural Montana 

mental health care facility. Internationally and nationally, polypharmacy among older adults with 

dementia is a growing concern, with 70% of those with dementia affected, resulting in increased 

risk for adverse drug events, drug-to-drug interactions, and functional decline (Sawan et al., 

2024; Lunghi et al., 2023). In the United States, more than two million older adults live with a 

severe mental illness, and dementia is projected to affect nine million Americans by 2030 

(Population Reference Bureau [PRB], 2025; SAMHSA, 2025). Within Montana, a shortage of 

psychiatric providers and a growing geriatric population exacerbate the problem. Many rural 

Montanans rely on primary care providers who may lack the training to effectively manage 

complex psychotropic regimens (Shiner et al., 2022). Implementing effective tools for rural 

providers in this long-term mental health care facility can improve quality of care for older adults 

with dementia. Evidence-based quality guidelines such as the Beers Criteria and the 
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START/STOPP algorithms emphasize deprescribing to reduce potentially inappropriate 

medications and improve patient outcomes (Burke et al., 2023; Liew et al., 2020). However, 

inconsistent implementation of these algorithms highlights a critical gap in care. Implementing a 

standardized deprescribing algorithm can improve patient-centered care, reduce unnecessary 

antipsychotic use, and enhance safety and quality of life for older adults with dementia. 

Problem Statement with SMART Goals 

A polypharmacy deprescribing algorithm is not currently utilized in the long-term mental 

health facility selected for this project. Older adults are at increased risk for falls, altered mental 

status, and drug-to-drug interactions, and the absence of consistent deprescribing guidelines 

represents a significant gap in care and an opportunity for quality improvement (Growden et al., 

2021). Furthermore, rural health care disparities exacerbate lack of care for dementia patients. 

Patients with dementia living in rural communities experience decreased quality of care because 

of greater funding and resource allocation to urban areas (Peterson et al., 2023). Evidence 

demonstrates a direct correlation between polypharmacy in older adults and higher rates of 

emergency room visits and hospital admissions (Tampaki et al., 2023). Although the Food and 

Drug Administration warns against prescribing antipsychotics for patients with dementia, up to 

50% of this population continues to receive these medications, often as a form of chemical 

restraint (Brent, 2024). This alarming statistic underscores the urgent need for standardized 

deprescribing protocols. Beyond patient harm, inappropriate antipsychotic use carries financial 

consequences for healthcare systems, as nursing homes may incur fines from the Centers for 

Medicare and Medicaid Services (CMS) for noncompliance (Brent, 2024). Without a consistent, 
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evidence-based deprescribing pathway, both patient safety and healthcare system integrity 

remain at risk. 

This quality improvement project aims to implement a provider-friendly deprescribing 

method to address antipsychotic polypharmacy among older adults with dementia in a long-term 

mental health nursing care facility. The initial goal is to complete START/STOPP method 

education with the PMHNP and the QI manager in one week; with staff completing a post-

education survey to display understanding of the START/STOPP implementation. Next, by week 

two, following staff education, the PMHNP will have documented evidence on the designated 

data sheet showing active use of the START/STOPP method with minimally 5% of the 

qualifying patients. Following implementation, the project aims to decrease antipsychotic 

polypharmacy by 10% among older adults, 65 years and older, who are diagnosed with dementia 

residing in the long-term mental health nursing care facility. The goal is to decrease antipsychotic 

prescriptions to one per patient to reduce risk of side effects and patient harm.  

Table 1: SMART Goal Short-term  
SMART Goal #1: Complete START/STOPP algorithm staff education and one knowledge 
retention survey in one week. 
Description of strategies to be utilized to accomplish goal including any needed resources.  (Can 
be in outline or bullet list format.) 
 PMHNP and QI Manager will need to be in attendance of staff education meeting. 
 Collaborate with PMHNP and QI Manager to schedule staff education day and time. 
 Education presentation and knowledge retention survey to be initially approved by QI 

Manager to meet any site-specific requirements. 
 No associated fees as education presentation will be a slide deck and knowledge retention 

survey will be emailed to the stakeholders. 

Data to be collected Collection Process Planned data analysis 
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Completion of 
knowledge retention 
survey with a score 
of 90%. 

 Project lead will collect 
knowledge retention surveys 
via email on the same day of 
staff education. 

 Project lead will score the 
knowledge retention surveys 
to determine score of at least 
90%. 

 Survey scores will be 
recorded in an excel 
spreadsheet and saved in a 
project specific folder. 

There will only be two survey scores, 
these scores will be recorded 
individually on a spreadsheet. There is 
no required or necessary data analysis. 
  

Table 2: SMART Goal Mid-term 
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Table 3: SMART Goal Long-term  
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    Table 3 continued: SMART Goal Long-term 

 

Context 

A collaborative multidisciplinary team including those with expertise within the area of 

interest is crucial to the success of the quality improvement project (Moran et al., 2024). The 

primary stakeholders involved in implementing the START/STOPP method have vested interest 

in improved mental health care and the rural long-term mental health facility in which the project 

takes place. Mental health in rural communities across the United States continues to face 

challenges including lack of providers and difficult access to care (Palomin et al., 2023). A gap in 
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mental health care in rural communities supports the need for quality care interventions with the 

intention of improving quality of life for individuals facing mental illness.        

Site Description  

  The site of this quality improvement project is a rural long-term mental health care 

facility in central Montana. The site resides in a small town of 6,000 residents where 20.6% live 

at or below the poverty level (Census Reporter, 2023). The community is 91% Caucasian with a 

small percentage of Hispanic and Native American populations (Census Report, 2023). The 

facility has 68 residents and admits patients across the life span, but the primary population 

includes older adults, 65 years and older with mental health diagnoses. The site provides long-

term care for individuals with severe mental illness (SMI) and many of the patients have an 

extensive and complex mental health history. While there are patients who can obtain a level of 

independence and discharge from the facility, most patients residing within this facility stay until 

end-of-life. The facility is divided into four wings and includes a locked wing for individuals 

with behaviors who may be an elopement risk, a dementia unit, a total care unit, and a unit for 

more independent residents. Primary patient-care staff include Registered Nurses (RN), Medical 

Aids (MA), and Certified Nursing Assistants (CNA). A Psychiatric Mental Health Nurse 

Practitioner (PMHNP) is in-house along with Social Work and Pharmacists. Nearly half of the 

patient-care staff are travel contracts and therefore staffing is inconsistent with a turnover every 

three months.   

Stakeholders 

Primary stakeholders include the doctoral prepared board-certified PMHNP and the 

Quality Improvement (QI) manager. The pharmacist will also be included in staff education for 
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overall policy implementation and polypharmacy awareness but will not be considered a primary 

stakeholder. As the site’s provider, the PMHNP is the driving-force behind the deprescribing 

algorithm and will be the provider using the algorithm in practice. The QI manager has spent 

over 20 years working at the site and is very knowledgeable in terms of needs and requirements 

of the facility and the patients. Indirectly, the patients at this facility may be considered 

stakeholders as the implications of polypharmacy and the hopeful reduction, affect their health 

and well-being. 

Gap in Care       

The QI manager discussed the complexity and history of the residents and difficulty 

managing comorbidities. In addition, the QI manager discussed the challenge of keeping up with 

constantly changing state and federally mandated standards for nursing care facilities. 

Discussions with both the QI manager and the PMHNP highlighted a lack of antipsychotic 

deprescribing policy with no targeted deprescribing method in place for provider use. Further 

discussion with the pharmacist confirmed polypharmacy as an issue with no deprescribing policy 

or practice in place. Given that up to 70% of older adults with dementia experience 

polypharmacy, the gap in care continues to put patients at high risk of adverse drug events, side 

effects, and drug-to-drug interactions (Sawan et al, 2024). Unfortunately, very limited statistics 

exist displaying polypharmacy use among older adults in Montana, yet the nation-wide averages 

highlight the need for a consistent deprescribing technique. The primary stakeholders confirmed 

that many patients are admitted to this facility already taking multiple psychotropic medications 

which often include multiple antipsychotics. Figure A2 displays the systemic gap in care 

exacerbating antipsychotic polypharmacy.  



18 
 

 

Figure A2: Older Adult Polypharmacy Fishbone Diagram 

 

Note. This figure displaying a gap in care among older adults with dementia was developed by 
the author using ChatGPT (GPT-5; OpenAI, 2025).  
 

START/STOPP Method  

 The focus of this project is to decrease the use of antipsychotics. Therefore, the Screening 

Tool of Older Person’s Prescriptions (STOPP) criteria of this method will be used throughout the 

project. The STOPP portion of the screen includes a 65-item list that aims to investigate drug-

drug interactions, drug-diagnosis interactions, increased risk of cognitive decline, and medication 

duplication (Yayla et al. ,2013). The criteria include specific sections on antipsychotic use and 

dementia diagnoses. These criteria will be used to analyze the qualified patients within the 

mental health care facility to safely decrease antipsychotic polypharmacy (Appendix E).    
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Quality Improvement Framework 

The dynamic setup of the Institute for Healthcare Improvement (IHI) model lends itself 

to quality improvement projects. A standardized set of three questions alongside the Plan Do 

Study Act (PDSA) cycle creates a fluid cyclical reassessment process (Institute for Healthcare 

Improvement [IHI], 2022). Typically, this model utilizes a management team alongside staff 

members to implement a quality improvement project while a specialist facilitates the quality 

improvement by analyzing the data and working with a multidisciplinary team to identify 

necessary changes in the process (Zonsius and Milner, 2021). While the IHI model creates a 

general guideline for implementation, the PDSA cycle provides a framework for measuring 

improvement while reassessing changes that need to be made throughout the implementation 

process (Kutowa-Mukwato et al, 2021). Evidence-based practice (EBP) remains the standard for 

nursing practice and the PDSA cycle proves an effective tool to implement and measure EBP 

changes within healthcare (Kutowa-Mukwato et al., 2021). Using IHI in conjunction with the 

PDSA cycle provides an ideal quality improvement framework. 

Framework Project Incorporation  

Implementing the IHI model for this quality improvement project will identify a clear 

objective and measures showing successful change alongside opportunities for future 

improvements. The goal is to decrease antipsychotic polypharmacy use by 10% among older 

adults with dementia in a long-term mental health care facility. Initial measurements of success 

will include deprescribing algorithm education for the staff and the active utilization of the 

algorithm. Implementation measures will include analyzing decreases in antipsychotic use 

among the study population. Once the initial data is gathered then further changes can be 
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proposed. By week two, the PDSA cycle will be in use as a reassessment and evaluation tool. 

PDSA will be used in each phase of the project including smaller actions such as staff education. 

Ultimately, PDSA will guide the improvement of implementing the deprescribing algorithm and 

will be used by the multidisciplinary team.   

Plan. The plan phase will initially involve developing and completing staff education. Alongside 

staff education, the primary plan phase is developing the quality improvement project with a goal 

of implementing the START/STOPP deprescribing algorithm within one week of staff education. 

Once the algorithm is implemented, the plan phase will cycle through every two weeks 

coinciding with data monitoring and stakeholder meetings. The intention is to reassess the goals 

every two weeks and open the project to modification as necessary.  

Do. A small number of stakeholders are involved in the quality improvement project and 

therefore, the staff education will take place on a smaller scale. In terms of the deprescribing 

algorithm, the first week of implementation will include a pilot study. After the first week, the 

stakeholders and project lead will meet to identify any required changes to implementation plan 

prior to active use of the algorithm beginning in week two.   

Study. Measures of successful implementation will initially include staff understanding and 

completion of staff education. In addition, active and recorded use of the START/STOPP method 

by the PMHNP will be considered successful implementation. The measures of success will 

change as the stakeholders and the project lead work through biweekly PDSA cycles. Ultimately, 

the primary measure of success is data displaying active antipsychotic deprescribing because of 

the START/STOPP method implementation.    
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Act. After the first two weeks of the START/STOPP implementation the project lead will meet 

with the stakeholders to determine changes to carry out the deprescribing algorithm. 

Reassessment of the project will take place biweekly, and actions may change accordingly.   

Methods 

Implementing the START/STOPP deprescribing algorithm will primarily involve the 

project lead and the PMHNP—the sole psychiatric provider within the facility. However, initial 

staff education will also include the QI manager because of their role in facilitating and 

monitoring CMS standards throughout the facility. In addition, a brief education session will take 

place with the pharmacist to create awareness of the new process and recognition of 

antipsychotic polypharmacy. Staff education will take place in the second week of January 2026 

with the deprescribing algorithm implementation to begin the third week of January 2026. The 

study population and inclusion criteria are patients 65 years and older with a dementia diagnosis 

and two or more prescribed antipsychotics, residing in the long-term mental health nursing care 

facility. Data will be measured in a pre and post data extraction from the facility’s paper chart 

system by the project lead and the PMHNP. Each time a patient has an antipsychotic 

deprescribed, the data will be input into a designated spreadsheet. The data will be measured in 

full six weeks after implementation at the end of the data collection period. The goal is to 

decrease antipsychotic polypharmacy by 10% among older adult patients with dementia residing 

at the long-term mental health care facility.   
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Implementation and Interventions  

Phase I of implementation will include START/STOPP algorithm staff education. Phase I 

will take place the second week of January 2026 with the PMHNP, QI Manager, and lead 

pharmacist. Education will include an overview of the START/STOPP method including proper 

usage and examples of how to incorporate this with patients experiencing antipsychotic 

polypharmacy (Appendix B). In addition, education will include inclusion criteria and how and 

when to use the secured data collection sheet. All stakeholders will complete a brief knowledge 

exam on Qualtrics to measure knowledge retention. Phase I will require one week; with the first 

week including staff education with a subsequent abbreviated PDSA cycle collaboration with the 

PMHNP and the QI manager. A brief trial period will take place in which the PMHNP uses the 

START/STOPP algorithm with two patients. The end of Phase I will be used for modifications 

prior to implementing the deprescribing algorithm and will involve the project lead, PMHNP, 

and the QI Manager.  

Phase II involves implementing the START/STOPP algorithm from the third week of 

January to the second week of March 2026. During this six-week period, biweekly PDSA cycles 

will be conducted to evaluate and refine the implementation. The PMHNP will use a secured data 

sheet to document each use of the algorithm, noting whether an antipsychotic was deprescribed. 

When deprescribing occurs, the PMHNP will reassess the patient after one week to determine if 

they are able to remain off the medication. If a patient requires an antipsychotic to be re-

prescribed, correlating signs and symptoms will be documented. The project lead will review 

data and meet biweekly with the PMHNP to assess algorithm effectiveness, prescription trends 

and workflow efficiency. Any workflow modifications will be implemented immediately for 

subsequent patient assessments (Appendix C).   
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Final data compilation and analysis will take place in Phase III, which will begin the 

second week of March 2026 after the conclusion of the six-week implementation period. Data 

analysis includes the project lead visiting the site to gather data sheets and complete chart 

reviews. Data will be compiled into graphs and figures to determine the percentage of patients 

the PMHNP was able to deprescribe antipsychotics. Additionally, chart reviews and data will be 

analyzed to determine how many patients were able to remain at one antipsychotic versus 

patients who were re-prescribed more than one antipsychotic. Phase III will also include final 

staff evaluations with the PMHNP and QI Manager to determine the perceived effectiveness and 

efficiency of the START/STOPP algorithm. Finally, the project lead will meet with the PMHNP 

to gain their perspective of the patients responses to decreased antipsychotics. Staff evaluations 

and PMHNP-perceived patient responses will be recorded using post-implementation surveys 

(Appendix D). The implementation will conclude the final week of March 2026. 

Figure A3: START/STOPP Algorithm Timeline     

 

Note. This figure generates a timeline of the quality improvement initiative from conception 
through final defense. 
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Budget 

Cost-effectiveness is a strong point of implementing the deprescribing algorithm. The 

cost will be minimal as the primary associated fee will be staff time for education. Based on 

average salaries of PMHNP in Montana and QI Managers in Montana, approximately $100 

budget will be required for education (indeed.com, 2025). Printing an initial START/STOPP 

algorithm is the only other associated cost which will be about $0.20 based on average rates 

(tonerbuzz.com, 2025). Reasonably, this algorithm can be laminated or placed in a clear sheet 

protector as a reuseable source. In addition, a link to an electronic copy of the algorithm will be 

provided to the PMHNP for easier use. When the facility moves towards electronic health 

records, it would be beneficial to engineer the algorithm into the electronic system.  

Deprescribing antipsychotics can lead to indirect financial benefits. Residents in nursing 

homes are at increased risk for avoidable hospital admission and readmissions (Rantz et al., 

2021). Decreasing unnecessary and avoidable hospital readmissions will be fiscally beneficial for 

the long-term care facility, surrounding hospitals, and the patients. Nearly $2.6 billion is 

estimated to be spent annually in the United States on avoidable hospital readmissions (Rantz et 

al., 2021). In addition, patients with dementia experience increased risk of harm because of 

hospital admissions due to change in environment and increased risk for infection (Rantz et al., 

2021). Therefore, implementing a deprescribing algorithm to decrease antipsychotic use and 

therefore decrease potential avoidable hospital admissions will greatly benefit the patient and 

their quality of life.    
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Strengths and Barriers 

Certainly, barriers exist to implementing the START/STOPP method. The primary 

anticipated barrier may be the tedious nature of this algorithm and the resistance that may be met 

by the provider simply because of time consumption. Existing deprescribing algorithms while 

beneficial, can be lengthy and time consuming for providers (Liew et al., 2020). Unfortunately, 

only two primary deprescribing algorithms exist with the START/STOPP method showing best 

results and therefore is the primary option for implementation. In addition, given the complexity 

of many of the patients residing within this mental health long-term facility, fear of deprescribing 

antipsychotics may be a barrier. Providers can feel pressured to maintain medication regimens 

that patients have been using extensively and can fear the side effects or potential symptom 

exacerbation because of deprescribing (Wang et al., 2024). Completing biweekly PDSA cycles 

with the PMHNP will help to address any barriers to workflow. Consistent communication with 

the provider will help to navigate and solution-map any obstacles that arise. Involving the QI 

Manager will broaden ideas and aid in modifying avenues to create a more efficient algorithm. 

Collaboration and open communication within the multidisciplinary team is paramount to the 

project’s success. The project lead will be readily available for open communication and 

stakeholder updates via e-mail and phone call throughout the project implementation in addition 

to the biweekly Webex stakeholder meetings.  

Another barrier to consider is the more archaic paper chart system that the project site 

uses for patient records. In terms of data collection, the paper charts may prove more difficult to 

obtain information readily and reliably. As a result, there may be more room for charting errors 

or data collection difficulty with a lack of electronic prompts and reminders like an electronic 

health record may hold.  
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Fortunately, a more efficient START/STOPP model has been designed since the original 

development in 2008. This algorithm proves to be more sensitive to duplicate medications and 

potentially inappropriate prescriptions (PIP) particularly in older adults (Burke et al., 2023). 

Supporting evidence and literature points to the START/STOPP method as the most appropriate 

and effective deprescribing method (Burke et al., 2023). The breadth of evidence provides an 

excellent foundational strength to the proposed implementation. In addition to supportive 

evidence, the staff at the long-term care facility are extraordinarily open to new ideas and change 

leading to quality improvements. The PMHNP and the QI manager are both enthusiastic about 

implementing an algorithm to deprescribe antipsychotics. The support of the two primary 

stakeholders is crucial to the success of the START/STOPP implementation and strengthens the 

validity of the project.     

The paper charting system within the long-term care facility can be viewed as a future 

opportunity. Should the facility move to an electronic system and the START/STOPP method is 

successful, implementing an electronic START/STOP form will improve efficiency for the 

provider. The patients aim to benefit as well if providers have easier access to a deprescribing 

algorithm and PIP is consistently evaluated.     

Evaluation and Analysis 

 Qualitative data will include patient age, dementia diagnosis, and symptoms observed if 

an antipsychotic is re-prescribed after START/STOPP implementation. Quantitative data will 

include the number of antipsychotics prescribed per patient before and after implementation and 

the total number of patients maintained on a single antipsychotic. Because paper charting 

requires manual data extraction, a data sheet was developed to streamline data collection 
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throughout the six-week implementation. (Appendix C). The sample population and inclusion 

criteria consists of older adult patients, 65 years and older with a dementia diagnosis and two or 

more antipsychotic prescriptions, residing in the long-term mental health facility. Data points 

will be documented each time the PMHNP assesses a qualifying patient. The project lead will 

compile and monitor data measurements biweekly starting the third week of January 2026 and 

ending the second week of March 2026. Data monitoring will coincide with biweekly PDSA 

cycles and meetings with the primary stakeholders. Consistent reassessment will allow the 

project lead to obtain perspective from the PMHNP and collaborate on modifications as 

necessary.   

 Data will be assembled at the completion of phase III. Descriptive statistical analysis will 

be used to determine the percentage of older adults with successful antipsychotic deprescribing 

and only taking one antipsychotic. In addition, a percentage calculation will be done to determine 

adults initially deprescribed but then required re-prescribing an antipsychotic. Finally, the 

percentage of patients unable to decrease antipsychotic use will be calculated. The results will be 

displayed in frequency distribution graphs. Qualitative data will also be displayed in a bar graph; 

one graph will display age range, and another will display signs and symptoms associated with 

unsuccessful antipsychotic deprescribing. A chi-square test will be run to compare signs and 

symptoms against antipsychotic re-prescription to analyze for any correlation. Based on the 

inclusion criteria and site population, the sample size is anticipated to be small. However, should 

there be no statistical significance shown through the data analysis, the clinical significance may 

be strong and display support for continued use of the START/STOPP method.   
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 In compliance with the Health Insurance and Accountability Act (HIPAA), data and 

measurement reports will contain no identifying information following the HIPAA Safe Harbor 

protocols. As a result of this project site using paper charts and no way to electronically record 

when visiting patients, the data sheets will follow suit. All patient information will be de-

identified prior to gathering data. Each patient will be assigned a non-identifiable study-

identification number. A separate linkage key connecting patient information will not be created 

to avoid any retention of personal health information. The coded data sheet will be kept in a 

locked cabinet inside of a locked office and be accessible only to the PMHNP. The data sheets 

will never be unattended by the PMHNP, nor will the data sheets ever leave the facility. At the 

termination of the project, all datasheets will be shredded using a cross-cut shredder and any 

facility required destruction logs or sign-off sheets will be filled out as necessary. All final 

compiled reports and data analysis will exclude any identifying patient information. In addition, 

the final report will keep the site’s identity protected by omitting the facility name, location, and 

any site-identifying factors. These procedures minimize risk and ensure that all information 

collected remains confidential and HIPAA compliant.  

IRB process and compliance include submission for approval in December 2025 through 

Montana State University using the TOPAZ platform. Once the IRB submission is approved, the 

project lead will move forward with project implementation beginning in January 2026. The 

project site does not have a separate IRB process and therefore IRB review will be completed 

and submitted for approval through Montana State University in December 2025. 
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Sustainability Plan 

 Hopeful success of the START/STOPP method implementation into the mental health 

care facility may lead to permanent policy and procedure. In addition, should the method prove 

successful, the criteria use can be extended for other diagnoses and medications used within the 

mental health care facility. Potentially positively impacting polypharmacy among older adults on 

a broader scope.  
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Abstract  

Background: Polypharmacy exposure among older adults leads to increased adverse drug events 
(ADE), drug-to-drug interactions (DDI), altered mental status, falls, and depression (Wang et al., 
2022; Varghese et al., 2024). Older adults experiencing severe mental illness (SMI) are at 
increased polypharmacy risk. Rural communities across the United States continues to face 
mental health challenges including lack of providers and difficult access to care (Palomin et al., 
2023). This quality improvement project aimed to implement a provider-friendly deprescribing 
method to address antipsychotic polypharmacy among older adults with dementia in a rural long-
term mental health nursing care facility.  
Methods: The Institute for Healthcare Improvement (IHI) Model alongside the Plan Do Study 
Act (PDSA) cycle were the driving force behind this quality improvement initiative. 
Intervention: Measures included antipsychotic polypharmacy pre- and post-implementation of 
the START/STOPP tool, the number of patients who required antipsychotics to be re-prescribed, 
and signs and symptoms associated with deprescribed antipsychotics. Staff education was 
measured alongside primary stakeholder satisfaction with the use of the START/STOPP tool. 
After the second PDSA cycle, it was determined that antidepressant polypharmacy would be 
included as eligible criteria.  
Results: A small sample size of seven residents met the study criteria. None of the seven eligible 
patients were able to completely taper off an antipsychotic and/or antidepressant in the limited 
timeframe. However, five of the seven patients were successfully able to begin a taper and 
decrease their dose of either an antipsychotic or antidepressant.  
Conclusion: Given the positive trend of decreased antipsychotic and antidepressant doses among 
the eligible patients, the use of the START/STOPP tool can be extended for other diagnoses and 
medications.  

 

 

 

 

 

 

 



33 
 

Introduction 

Polypharmacy, defined as two or more medications from the same class, imposes high 

risk for people living with dementia (PwD). Adverse drug-reactions, unnecessary hospital stays, 

altered mental status, increase risk of falls and increased mortality result from polypharmacy 

(Sawan et al., 2023). People living with dementia have more comorbidities including medical 

and mental health diagnoses and therefore, are at increased risk for polypharmacy because of 

multiple provider involvement and symptom management (Talukdar et al., 2025). Unfortunately, 

cholinergic effects from multiple antidepressant medications further increases the risk of altered 

mental status in PwD (Gareri et al., 2024). Meanwhile, antipsychotic polypharmacy among PwD 

can reach up to 71% of patients (Jester et al., 2021). While limited research has been completed 

analyzing polypharmacy in Montana, older adults, defined as 65 years and older, living in rural 

communities are at increased risk of polypharmacy and related adverse events (Aktar et al., 

2021). Older adults living in rural communities have decreased access to medical care and fewer 

public transportation options leading to potential inappropriate prescription use (Spekalski et al., 

2021). Within Montana, a shortage of psychiatric providers and a growing geriatric population 

exacerbate the problem. Many rural Montanans rely on primary care providers who may lack the 

training to effectively manage complex psychotropic regimens (Shiner et al., 2022). Overall, 

there exists a provider knowledge deficit in terms of properly deprescribing medications for 

older adults and existing deprescribing tools (Sawan et al., 2024; Vordenburg et al., 2024). 

Implementing a standardized deprescribing tool for Psychiatric Mental Health Nurse Practitioner 

(PMHNP) use within a Montana rural long term healthcare setting can decrease antipsychotic 

and antidepressant polypharmacy among older adults with dementia. 



34 
 

Deprescribing tools, such as the STOPP (Screening Tool of Older People’s Prescriptions) 

method, the tool to be used in this study, have been developed to assist providers with decreasing 

polypharmacy among older adults (Burke et al., 2023). However, inconsistencies with both the 

use and implementation of deprescribing tools among providers and healthcare facilities 

highlight a significant gap in care (Sawan et al., 2024; Vordenburg et al., 2024). Given the 

breadth of evidence showing detrimental effects of polypharmacy in older adults with dementia, 

a deprescribing tool can increase patients’ quality of life. In addition, this rural Montana long 

term healthcare facility does not currently use a deprescribing tool, which further underscores an 

opportunity for quality improvement. 

Framework 

The dynamic setup of the Institute for Healthcare Improvement (IHI) model lends itself 

to quality improvement projects. A standardized set of three questions alongside the Plan Do 

Study Act (PDSA) cycle creates a fluid cyclical reassessment process (Institute for Healthcare 

Improvement [IHI], 2022). Typically, this model utilizes a management team alongside staff 

members to implement a quality improvement project while a specialist facilitates the quality 

improvement by analyzing the data and working with a multidisciplinary team to identify 

necessary changes in the process (Zonsius and Milner, 2021). While the IHI model creates a 

general guideline for implementation, the PDSA cycle provides a framework for measuring 

improvement while reassessing changes that need to be made throughout the implementation 

process (Kutowa-Mukwato et al, 2021). Evidence-based practice (EBP) remains the standard for 

nursing practice and the PDSA cycle proves an effective tool to implement and measure EBP 
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changes within healthcare (Kutowa-Mukwato et al., 2021). Using IHI in conjunction with the 

PDSA cycle provided an ideal quality improvement framework. 

Project Aim 

This quality improvement project aimed to implement a provider-friendly deprescribing tool 

to address antipsychotic polypharmacy among older adults with dementia in a long-term mental 

health nursing care facility. Following implementation, the project aimed to decrease 

antipsychotic polypharmacy by 10% among older adults, 65 years and older, who are diagnosed 

with dementia residing in the long-term mental health nursing care facility. The goal was to 

decrease antipsychotic prescriptions to one per patient to reduce risk of side effects and patient 

harm. 

Synthesis of Literature 

Strong evidence exists supporting detrimental effects of polypharmacy among older 

adults. Emergency room visits increased by 17.3% and unnecessary hospital admissions have 

increased by 7.7% because of over-prescribing and inappropriate use of medications (Liew et al., 

2020). On the other hand, research results for antipsychotic polypharmacy among older adults 

show mixed results. Increased risk of cardiovascular events, stroke, hypotension, and falls among 

older adults using more than one antipsychotic was displayed in a longitudinal cohort study 

(Dyer et al., 2024). However, decreased cardiovascular events and decreased mortality among 

older adults taking more than one antipsychotic resulted from a different longitudinal study (Li et 

al., 2024). Discrepancies amongst research studies supports the importance of continued use and 

analysis of deprescribing tools. 
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Antidepressant polypharmacy research resulted in similar conclusions. While 

antidepressants can be helpful in mood stabilization for PwD, often the number of prescriptions 

is in excess and little evidence exists to support positive mood effects of antidepressants with 

PwD (Maust et al, 2021; Drummond et al., 2018). 

Research is surprisingly limited for deprescribing algorithms. Overall, the literature 

primarily focused on the same methods which include Beers Criteria and Screening Tool to Alert 

to Right Treatment (START) and Screening Tool of Older People’s Prescriptions (STOPP) 

methods. Beers Criteria and START/STOPP methods are screens providers can use to identify 

under- prescribing, overprescribing and use as a guide towards the most appropriate treatment for 

certain illnesses (Keche et al., 2022; Liew et al., 2020). The START/STOPP method was most 

recently developed in 2008 and has proven more sensitive and effective for deprescribing (Burke 

et al., 2023). Implementing the STOPP method into standardized practice would be helpful in 

eliminating or avoiding potentially inappropriate prescriptions (PIP). 

While a deprescribing tool would be beneficial, multiple barriers exist to implementation. 

Barriers include prior failed attempts at deprescribing accompanied by decline in health or 

adverse effects, providers experiencing pressure to prescribe medications for quicker symptom 

relief, providers’ fear of deprescribing failure and patient decline, provider lack of knowledge, 

and lack of resources for a multidisciplinary team (Wang et al., 2024). Despite existing barriers, 

it is evident that deprescribing tools are missing from practice and psychiatric providers would 

benefit from implementing a tool (Sawan et al., 2024; Vordenburg et al., 2024). 
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Methods 

Context 

A collaborative multidisciplinary team including those with expertise within the area of 

interest is crucial to the success of the quality improvement project (Moran et al., 2024). The 

primary stakeholders involved in implementing the STOPP method have vested interest in 

improved mental health care in the rural long-term mental health facility in which the project 

takes place. Mental health in rural communities across the United States continues to face 

challenges including lack of providers and difficult access to care (Palomin et al., 2023). A gap in 

mental health care in rural communities supports the need for quality care interventions with the 

intention of improving quality of life for older adults facing mental illness. 

Interventions 

Phase I of implementation included STOPP method staff education. Phase I took place 

the second week of January 2026 with the PMHNP, QI Manager, and lead pharmacist. Education 

included an overview of the STOPP method including proper usage and examples of how to 

incorporate this with patients experiencing antipsychotic polypharmacy. In addition, education 

included the inclusion criteria and how and when to use the secured data collection sheet. All 

stakeholders completed a brief knowledge exam on Qualtrics to measure knowledge retention. 

Phase I required a one-week timeframe; the first week included staff education with a subsequent 

abbreviated PDSA cycle collaboration with the PMHNP and the QI manager. The end of Phase I 

was used for modifications prior to implementing the deprescribing algorithm and involved the 

project lead, PMHNP, and the QI Manager. 
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Phase II involved implementing the STOPP tool from the third week of January to the 

second week of March 2026. During this six-week period, biweekly PDSA cycles were 

conducted to evaluate and refine the implementation. The PMHNP used a secured data sheet to 

document each use of the tool, noting whether an antipsychotic was deprescribed. When 

deprescribing occurred, the PMHNP reassessed the patient after one week to determine if they 

were able to remain off the medication. If a patient required an antipsychotic to be re-prescribed, 

correlating signs and symptoms were documented. The project lead reviewed data and met 

biweekly with the PMHNP to assess algorithm effectiveness, prescription trends and workflow 

efficiency. Any workflow modifications were implemented immediately for subsequent patient 

assessments. 

Final data compilation and analysis took place in Phase III, which began the second week 

of March 2026 after the conclusion of the six-week implementation period. Data was compiled 

into graphs and figures to determine the percentage of patients the PMHNP was able to 

deprescribe antipsychotics. Additionally, chart reviews and data were analyzed to determine how 

many patients were able to remain at one antipsychotic versus patients who were re-prescribed 

more than one antipsychotic. Phase III also included final staff evaluations with the PMHNP and 

QI Manager to determine the perceived effectiveness and efficiency of the START/STOPP tool. 

Finally, the project lead met with the PMHNP to gain their perspective of the patients’ responses 

to decreased antipsychotics. Staff evaluations and PMHNP-perceived patient responses were 

recorded using post-implementation surveys. The implementation concluded the final week of 

March 2026. 
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Stakeholders 

Implementing the STOPP deprescribing algorithm primarily involved the project lead and 

the PMHNP—the sole psychiatric provider within the facility. In addition, a brief education 

session took place with the pharmacist to create awareness of the new process and recognition of 

antipsychotic polypharmacy. The study population and inclusion criteria were patients 65 years 

and older with a dementia diagnosis and two or more prescribed antipsychotics and/or 

antidepressants, residing in the long-term mental health nursing care facility. 

Measures 

Project goals were measured using a specific, measurable, achievable, realistic, and time-

bound (SMART) framework. The initial goal was to complete staff education and a knowledge 

retention survey with the stakeholders. The goal was for the stakeholders to achieve 90% on the 

knowledge surveys with a 100% completion rate. The mid-term goal included the STOPP tool 

used with minimally 5% of the eligible patients—65years and older with a diagnosis of 

dementia, prescribed two or more antipsychotics and/or antidepressants. The final measure was 

to achieve a 10% decrease in antipsychotic and/or antidepressant use among eligible patients. Bi-

weekly stakeholder meetings ensured ongoing assessment of the success and efficiency of the 

SMART goals. 

Analysis 

Qualitative data included patient age, dementia diagnosis, and symptoms observed if an 

antipsychotic and/or antidepressant is re-prescribed after the STOPP tool implementation. 

Quantitative data involved the number of antipsychotics and/or antidepressants prescribed per 

patient before and after implementation and the total number of patients maintained on a single 
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antipsychotic and/or antidepressant. Because paper charting requires manual data extraction, a 

data sheet was developed to streamline data collection throughout the six-week implementation. 

The sample population and inclusion criteria consisted of older adult patients, 65 years and older 

with a dementia diagnosis and two or more antipsychotic and/or antidepressant prescriptions, 

residing in the long-term mental health facility. Data points were documented each time the 

PMHNP assessed a qualifying patient. The project lead compiled and monitored the data 

measurements biweekly starting the third week of January 2026 and concluded the second week 

of March 2026. Data monitoring coincided with biweekly PDSA cycles and meetings with the 

primary stakeholders. Consistent reassessment permitted the project lead to obtain perspective 

from the PMHNP and collaborate on modifications as necessary. 

Data was assembled at the completion of phase III. Descriptive statistical analysis was 

used to determine the percentage of older adults with successful antipsychotic and/or 

antidepressant deprescribing and only taking one antipsychotic and/or antidepressant. Finally, the 

percentage of patients unable to decrease antipsychotic and/or antidepressant use was calculated. 

The results are displayed in frequency distribution graphs. Based on the inclusion criteria and 

site population, the sample size is small. However, despite no statistical significance shown 

through the data analysis, the clinical significance may be strong and display support for 

continued use of the STOPP method. 

Ethical Considerations 

Prior to implementing the QI project, the project lead met with the primary stakeholders 

including the PMHNP, QI manager, and the pharmacist to obtain approval for project site. 

Approval through the Montana State University (MSU) institutional review board (IRB) was 
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then completed to ensure patient safety and anonymity. In compliance with the Health Insurance 

and Accountability Act (HIPAA), data and measurement reports contained no identifying 

information following the HIPAA Safe Harbor protocols. All patient information was de-

identified prior to gathering data. The data sheets were never unattended by the PMHNP, nor did 

the data sheets ever leave the facility. In addition, the site’s identity remains protected by 

omitting the facility name, location, and any site-identifying factors. These procedures minimize 

risk and ensure that all information collected remains confidential and HIPAA compliant. 

Results 

Education 

Staff education was completed with the PMHNP and Pharmacist, however the QI 

manager did not complete the education. In addition, only one knowledge survey was completed 

and therefore the goal was partially achieved with 50% completion. 

Implementation 

PDSA Cycle 1. After the first week of data collection, three patients were identified as meeting 

initial criteria, which only included antipsychotic polypharmacy. Of these three patients, none of 

them were deemed fit to reduce antipsychotic use. However, the PMHNP recognized a larger 

number of patients with prescriptions for two or more antidepressants and requested using the 

STOPP tool to analyze antidepressant polypharmacy. Changes were noted, reviewed and 

approved by the IRB. Once this was completed, the project lead restructured the STOPP tool 

decision trees as well as the qualifying criteria to include prescriptions of two or more 
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antidepressant medications in addition to antipsychotic medications for patients 65 years and 

older with dementia. 

PDSA Cycle 2. Including antidepressant polypharmacy to the inclusion criteria resulted in four 

more patients meeting eligibility for the use of the STOPP tool. This cycle was completed at the 

end of week three. During this cycle, 3 out of 7 eligible patients, or 43% of eligible patients, had 

been evaluated using the STOPP tool. The initial SMART goal to use the STOPP tool with 

minimally 5% of eligible patients by the end of week two was not met. However, by the end of 

week three, nearly half of the eligible patients had been evaluated. 

PDSA Cycle 3. Use of the STOPP tool for antidepressant polypharmacy yielded 4 additional 

eligible patients. Unfortunately, the 4 remaining patients were unable to decrease medication due 

to medical instability. However, the PMHNP noted that 5 of the total 7 patients were able to 

begin a taper with decreased doses of either antipsychotic or an antidepressant. Furthermore, one 

additional eligible patient experienced a decrease in one miscellaneous psychiatric medication, as 

a direct result of polypharmacy awareness made by the STOPP tool. 

Throughout the QI implementation project, 16 patients were eligible for use of the 

STOPP tool meeting the requirements of 65 years and older and a diagnosis of dementia. Among 

the 16 eligible patients, 7 patients met the criteria for prescriptions of two or more antipsychotics 

and/or antidepressants. Ultimately, none of patients were able to eliminate an antipsychotic 

and/or antidepressant. Therefore, not achieving the goal of a 10% decrease in antipsychotic 

and/or antidepressant polypharmacy. However, it is important to note that 6 of the 7 eligible 

patients were able to decrease a psychiatric medication because of the STOPP tool 

implementation. 



43 
 

 

 Figure 1: Results of STOPP tool implementation  

Note. This figure displays the results of antipsychotics and antidepressants and does not include 
the 6th patient who was able to decrease a dose of a separate psychiatric medication. 
 

Unfortunately, given the limited number of patients that were able to decrease 

medications alongside a restricted time frame, there was no data collected for signs and 

symptoms associated with antipsychotic and/or antidepressants requiring re-prescription. Data 

analysis for the correlation between signs and symptoms and the need to re-prescribe 

medications will be left out of the results. Though this data may be beneficial to obtain should 

the STOPP tool continue to be used. 

Discussion 

The aim of this QI project was to decrease polypharmacy among older adults with dementia 

by implementing a deprescribing tool for provider use within a long-term mental healthcare 
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facility. This mental health-care facility did not previously use a tool or algorithm nor was there 

a policy or procedure in place to recognize polypharmacy. The STOPP tool was successfully 

implemented and used by the PMHNP, with the target population. The goal of decreasing 

antipsychotic and/or antidepressant polypharmacy by 10% among older adults with dementia 

was unsuccessfully achieved though decreased doses of various psychiatric medications were 

achieved in 6 of the 7 eligible patients. 

Strengths of this QI project included acceptance and support by the multidisciplinary team at 

the long-term mental health care facility. In addition, the project protocol and STOPP tool were 

used consistently and as intended which strengthened reliability and validity of the outcomes. 

Stakeholder participation throughout the project allowed successful bi-weekly PDSA cycles and 

efficient project changes as needed. The positive trends of this QI project created a solid 

foundation for future implications using a deprescribing tool to decrease polypharmacy. 

Interpretation 

While none of the patients were stable enough to decrease antipsychotic or antidepressant 

use to one prescription, the STOPP tool brought awareness to polypharmacy challenges within 

the rural long-term mental health care facility. Despite the small sample size of this study, 6 of 

the 7 patients or 85% of the eligible patients were identified with potentially inappropriate 

medications (PIMs) because of the STOPP tool. Though research is quite limited on the use of 

deprescribing tools, this study had consistent findings with other publications. One study 

analyzing polypharmacy among older adults in an inpatient psychiatric setting displayed similar 

results with 41% of patients with identified PIMs after using the STOPP tool, though this sample 

size was significantly larger (Burke et al., 2023). Another study looking at the effectiveness of 
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the STOPP tool with older adults resulted in improved health and fewer prescriptions as a result 

of the STOPP tool (Keche et al., 2022). An argument against the effectiveness of the STOPP tool 

was made stating a tool cannot rule out the sound clinical judgement of a provider (Yayla et al. 

2013). The clinical judgement of a provider remains the final determinant; however, evidence 

displays positive trends using the STOPP tool to identify inappropriate medications and 

polypharmacy among older adults. 

Initial goal of this QI project was to decrease the number of antipsychotics and/or 

antidepressants prescribed to older adults with dementia. However, the limited time frame of 

project implementation did not safely allow for full medication tapers. Therefore, observed 

results only included patients able to begin a medication taper with decreased dose of either an 

antidepressant or antipsychotic. In addition, because full medication tapers were not achieved, 

perceived signs and symptoms related to a need for re-prescribing medication was not observed. 

As a result of using the STOPP tool, several patients were able to decrease doses of other 

psychiatric medications though these were outside of the eligible criteria. 

Implementing the STOPP deprescribing tool was budget friendly with nearly no 

associated costs and no unforeseen costs. The budget included an hour of time from the primary 

stakeholders for the initial education session. The STOPP tool allows for a cost-effective 

implementation that positively impacts patient quality of care and quality of life. 

Limitations 

Several limitations restricted the full realization of this QI project. Despite initial 

expectations of a larger sample size, the eligible study population yielded 7 total patients. The 

small sample size certainly decreases the validity of the results despite the results showing 
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positive trends. A limited timeframe resulted in the inability to safely taper patients from their 

medications and therefore failed to execute the intended goal of decreasing polypharmacy among 

older adults within this long-term mental health care facility. While the QI project had 

intentional and consistent PDSA cycles, due to external factors, the cycles were typically delayed 

by a few days and up to a week. The extended time between PDSA cycles resulted in a delay in 

including antidepressants and evaluation of antidepressant inclusive patients. Though this likely 

did not impact results as there still was not enough time to fully taper patients from medications. 

To minimize delay, the stakeholders communicated well in between PDSA cycles. Ultimately 

few adjustments could have been made to change results. 

Conclusions 

Overwhelming evidence exists showcasing polypharmacy among older adults with 

mental illness. Literature underscores critical overuse of medications among older adults with 

dementia. Psychiatrists prescribe 20% of antipsychotics, leaving a large window for 

antipsychotic prescription by other healthcare providers (Vordenburg et al., 2024). A scarcity of 

deprescribing tools used among providers and facilities further highlights a gap in care (Sawan et 

al., 2024; Vordenburg et al., 2024). Education among providers may be useful given the 

multitude of providers that can be involved in a patient’s care and contribute to polypharmacy. 

While multiple studies reviewed deprescribing algorithms, the START/STOPP algorithm yielded 

the most success and showed more sensitivity versus Beers Criteria and other lesser-known 

algorithms. Given the supporting evidence and the positive trends resulted from this QI project, 

permanently implementing a deprescribing algorithm among older adults experiencing dementia 
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would be beneficial. Deprescribing tools would provide patient-centered care while improving 

quality of life for patients. 

Sustainability 

With the success of the STOPP tool implementation into the long-term mental health care 

facility, a permanent policy and procedure change can create a sustainable practice. In addition, 

the STOPP criteria can be extended for other diagnoses and medications used within the mental 

health care facility. This can potentially positively impact polypharmacy among older adults on a 

broader scope. The primary stakeholder endorsed the ease and usefulness of the STOPP tool 

therefore supporting long term use of the deprescribing practice. As a community, the STOPP 

tool can expand into other capacities including primary care sites and more acute treatment 

centers and hospitals. The positive impact of the STOPP tool has the potential to reach the entire 

rural community if practice remains steadfast. 

Implications for future practice 

As the Psychiatric Mental Health Nurse Practitioner (PMHNP) field continues to grow 

and become a driving force in mental health care, it is imperative to provide consistent and 

reliable tools for best practice. One study explores and highlights the magnitude in which 

PMHNPs are easing a strained mental health system (Muench and Fraze, 2022). Implementing a 

deprescribing algorithm that can be used by Nurse Practitioners throughout the field will help 

deliver consistent, safe, and patient-centered care. PMHNPs can make a large impact on the 

treatment of mental health illnesses and create a movement towards using only necessary 

antipsychotic medications by way of a deprescribing algorithm such as the START/STOPP 
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method. Using evidence-based practice guidelines PMHNPs can create change among facilities, 

private practices, and even at system levels. 

Positive trends and results from this QI project including 6 of 7 eligible patients 

beginning a psychiatric medication taper alongside positive trends from existing research opens a 

door to continue studying deprescribing algorithms and their impact on older adult populations. 

Based on this QI project, future endeavors would benefit from much larger sample sizes. In 

addition, more longitudinal studies would be beneficial to allow patients to fully taper off of their 

medications. Longitudinal studies would permit more time to assess and evaluate the patients’ 

response to decreased antipsychotic and/or antidepressants. However, continued use of the 

STOPP tool in this long-term mental healthcare facility will produce further awareness of 

polypharmacy among older adults with dementia with the intention of improved quality of life. 
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CHAPTER FOUR 

ADVANCED NURSING ESSENTIALS REFLECTION 

Introduction  

Critical thinking, clinical experiences, immersive simulations, and theory-based 

classwork with evidence-based curriculum provided a strong Doctor of Nursing Practice (DNP) 

foundation. The American Association of Colleges of Nursing (AACN) develops guided 

framework and core competencies for advanced nursing practice to ensure future nurses are 

adequately equipped to provide current evidence-based and patient-centered care (AACN, 2021). 

Montana State University (MSU) and the DNP program provide opportunities to meet the 

expectations of all 10 advanced practice nursing core competencies. This section aims to 

exemplify and reflect on several AACN core competencies met throughout my experience in 

MSU’s Psychiatric Mental Health Nurse Practitioner (PMHNP) DNP program. 

Advanced Practice Nursing Domains 

While many of the AACN core competencies were addressed throughout the PMHNP 

DNP program, I focused on four central domains of practice. Person-centered care is the core 

value of domain 2 and was a prominent practice in each class and clinical experience. Mental 

health intertwines with many vulnerable populations and as a result I often identify with domain 

3. Quality, safety, and scholarship for nursing discipline were woven into every class with the 

end result being a scholarly project. Therefore, domains 4 and 5 were at the forefront of my DNP 

experience.   
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Domain 2 Person-centered Care  

The person-centered care domain focuses on teaching the importance of developing 

treatment, plans, and communication tailored to an individual (AACN, 2021). Each advanced 

clinical course throughout the DNP program allowed me to both learn and practice person-

centered care. Sub-competency 2.2g discusses the use of communication and techniques with a 

“diverse audience” (AACN, 2021). Throughout my clinical rotations I have experienced a broad 

range of individuals, diagnoses, and comorbidities. My clinical rotations brought me to both 

urban and rural communities where I saw patients across the life span—as young as 5 years old 

up to 82 years old. In addition, everyone has their own story, external life factors, and cultures 

that must be considered upon treatment. Creating a safe space and building rapport with patients 

allowed me to develop person-centered care throughout my medication management and therapy 

clinical rotations.  

In addition, to hands-on clinical rotations, the patient simulations we completed each 

semester were immensely helpful in developing patient-centered care techniques. I found the 

critical feedback we received from our clinical instructors and professors during the simulations 

to be extraordinarily beneficial as I consider individualized communication and treatment.        

Domain 3 Population Health 

Healthcare equality, marginalized populations, public health delivery, local government, 

and varying methodologies of healthcare delivery including traditional and non-traditional are 

emphasized in population health domain (AACN, 2021). The DNP program provided a multitude 

of courses utilizing evidence-based practices and theoretical frameworks intended to expand 

knowledge and guidance of population health. Healthcare in Vulnerable Populations course was 
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one of the most influential courses in terms of population health. I was able to gain clinical 

experience in my own community, working with the street medicine healthcare team and side-

by-side with a social worker at a tiny house community for at risk individuals. In addition, 

Vulnerable Populations course gave me resources to utilize in my future practice as a PMHNP to 

assist vulnerable communities and individuals. On a broader scale, this course gave me the 

opportunity to attend a global conference on the effects climate change brings to marginalized 

communities in terms of healthcare. I appreciate the volume of knowledge and insight gained 

through these experiences that will undoubtedly benefit my future patients.   

The Nursing Leadership course touched on sub-competency 3.5a which underlines the 

need for implementing changes into healthcare. I completed a change-agent project in which an 

area of improvement within our healthcare workplace was identified followed by a plan 

development to implement effective change. The end goal of this project was to improve quality 

of care for patients while keeping staff safe. Evidence-based guidelines and theories were 

utilized to develop the planned change-agent. While healthcare delivery was the primary skill 

developed throughout this course, I was also given the opportunity to work closely with hospital 

administration as I worked to develop a plan. Therefore, allowing me to engage in local 

government techniques and skill development.  

Finally, the Evidence-Based Practice courses allowed me to explore both traditional and 

non-traditional healthcare delivery modalities. I worked on evidence-based research papers that 

included non-traditional healthcare delivery such as yoga, meditation, and cold plunge methods. 

Each of these projects expanded my knowledge on potential adjunct or monotherapies that may 

be more easily accessible for individuals with decreased healthcare accessibility.   
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Domains 4 Scholarship for Nursing Discipline & 5 Quality 
and Safety  

The scholarship for nursing discipline domain ensures advanced practice nurses obtain 

knowledge and experience analyzing evidence-based research, influencing policy change, and 

using nursing knowledge for better quality of care (AACN, 2021). In addition, it can be argued 

that the quality and safety domain then piggybacks off of domain 4 as it includes utilizing 

evidence-based practice and current policy to provide safe patient care (AACN, 2021). MSU 

included several opportunities to explore and develop these skills through a Law and Ethics 

course, Clinical Skills courses, and the Scholarly Project courses. The evidence-based practice 

courses taken early in the program provided a foundation for the skills developed in domains 4 

and 5. 

Two of the primary goals in our Law and Ethics course included analyzing a health care 

policy and drafting an advocacy letter to support policy change within a healthcare setting. One 

of the focuses of Domain 4 is health care policy and change. Through this course I was able to 

gain the skills to review and critique health care policies through an educated, evidence-based 

lens. As a future PMHNP, this skill set will give me an advantage and foundational knowledge on 

patient advocacy policies specific to mental health. In addition, I now have the resources to 

advocate for safer patient-centered care.  

While Law and Ethics provided base knowledge for the importance of policy change, the 

Clinical Skills and immersive clinical experiences over the course of five semesters have given 

me the opportunity to translate evidence-based knowledge into better quality patient care. Sub-

domain 4.2f discusses using a variety of resources to provide quality care (AACN, 2021). 

Through research articles, required reading through text such as Advanced Practice Psychiatric 
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Nursing (Tusaie & Fitzpatrick, 2023), and informative podcasts such as The Carlat Report 

(2025), I feel confident in my ability to seek a variety of valid and credible sources to utilize in 

future practice as a PMHNP.  

QI Project Impact on Future Practice 

The skills and knowledge gained throughout the DNP program primed me for 

implementing each skill into the DNP Scholarly Project. The summation of my doctoral program 

experience has given me the opportunity to practice many of the domain 4 and 5 core 

competencies. Initially I researched and analyzed peer-reviewed, evidence-based articles looking 

at antipsychotic polypharmacy among older adults.  Sub-competency 4.2h includes recognizing 

an opportunity for innovation and change and the DNP Scholarly Project provided the pathway 

to fulfill this competency (AACN, 2021). As a future PMHNP, I will be able to impact policy 

change by recognizing need for innovation and holding the skills to move change forward. On a 

smaller scale, this skill can be used in my daily practice as a provider by using the most recent 

evidence-based practice to improve my patient care. 

 After developing an implementation plan for a quality improvement project, I was able 

to use the knowledge I had gained as a change-agent and catalyst for a site-specific policy 

change using deprescribing algorithm after an IRB approval process which identifies with sub-

competency 4.3f (AACN, 2021). The deprescribing algorithm was implemented with the 

intention of creating more patient-centered care with a focus on safety and quality. The active use 

of the deprescribing algorithm aligned with domain 5 as I monitored the process and data 

gathering and completed consistent, cyclical shareholder meetings to ensure patient safety. 

Working with a deprescribing algorithm has given me a broader awareness of the potentially 
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devastating effects of polypharmacy. As a result, I intend on using a deprescribing method as a 

future mental health provider. A secondary result of this project is the recognition of vulnerable 

populations and medications unintentionally used inappropriately. My appreciation for 

recognizing polypharmacy will certainly benefit my future patients.  

 I met sub-competency 5.1i which includes utilizing “benchmarks” to monitor success by 

completing bi-weekly Plan-Do-Study-Act (PDSA) cycles. As a provider, particularly as I begin 

my practice, using PDSA tactics will give me the tools to consistently and thoughtfully analyze 

my own intentions and methodologies. Setting benchmarks to ensure I am working to the best of 

my ability and providing the best patient-centered care accessible to my patient population.  

 Ultimately, the DNP project gave me the opportunity to practice the skills I had gained 

throughout the DNP program alongside the confidence to start practicing as a Psychiatric Mental 

Health Nurse Practitioner.  

Conclusion 

The AACN advanced nursing core competencies were prevalent throughout the DNP 

program with MSU. The coursework and clinical experiences derived from the foundational core 

competencies gives me a confident skillset for future practice as a PMHNP. I was able to develop 

critical thinking skills through evidence-based research, analysis, and implementation that will 

ultimately benefit my future patients. Patient-centered care and quality of care will remain an 

invaluable foundation and is at the forefront of my future practice as a mental health provider. 

The DNP program challenged me and expanded my ability to recognize where and when change 

is needed while using evidence-based research for patient advocacy which was exemplified in 

my Quality Improvement Scholarly Project. Clinical experiences alongside Law and Ethics and 
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Vulnerable Healthcare Populations courses provided insight to provide effective and safe 

population health specifically in rural areas. I appreciate and respect the foundational education I 

received through the DNP program at MSU. As a result, I am confident in my future practice as a 

PMHNP and will be able to provide safe, effective, and patient-centered care for my future 

patients.        
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Appendix A: PRISMA Diagram 
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Appendix B: Staff Education Outline  

START/STOPP Algorithm Implementation - Staff Education Outline 

1. What is START/STOPP Algorithm 
 Definition of the START (Screening Tool to Alert to Right Treatment) and STOPP 

(Screening Tool of Older Person's Prescriptions) criteria. 
 Purpose and development background of the algorithm. 
 Relevance to polypharmacy and medication safety in older adults. 

2. Why START/STOPP Algorithm is the Best Option 
 Evidence-based rationale supporting its use in reducing inappropriate prescribing. 
 Comparison with other deprescribing tools and clinical guidelines. 
 Benefits to patient outcomes and safety. 

3. How to Use START/STOPP Algorithm 
 Step-by-step process for applying the criteria in clinical settings. 
 Integration into medication review workflows. 

4. Implementation Timeline 
 Preparation phase: Staff education and baseline data collection. 
 Implementation phase: Active use of START/STOPP algorithm. 
 Evaluation phase: Data analysis and feedback.  

5. Sample Population and Inclusion Criteria 
 Inclusion criteria: Age ≥ 65, prescribed two or more antipsychotics, and dementia 

diagnosis  

6. Data Points to be Measured 
 Number of antipsychotics prescribed pre- and post-implementation. 
 Use of START/STOPP algorithm (Yes/No). 
 Signs and symptoms if antipsychotic re-prescribed. 
 Patient outcomes and medication-related adverse effects. 

7. Goal of the QI Project 
 To reduce inappropriate prescribing through structured medication review using 

START/STOPP algorithm. 
 To improve patient safety and quality of care through deprescribing practices. 

8. Post-Implementation Surveys 
 Staff feedback on ease of use and integration into workflow. 

Note. Generated with help of ChatGPT (GPT-5; OpenAI, 2025). 
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Appendix C: Data Collection Sheet  

START/STOPP Algorithm Data Collection Chart 
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POST-IMPLEMENTATION STAFF SURVEY 
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Appendix D: Post-Implementation Staff Satisfaction Survey  
Quality Improvement: START/STOPP Algorithm Staff Satisfaction Survey 
 
1. Do you feel the implementation process went well? 
Yes  
No  
Comments: ________________________________ 
 
2. Do you feel the START/STOPP method was helpful in deprescribing? If not, please state why. 
Yes  
No  
Comments: ________________________________  
 
3. Did you feel the START/STOPP method was too time-consuming? 
Yes  
No  
Comments: ________________________________ 
 
4. Do you feel a deprescribing algorithm is a realistic practice? 
Yes  
No  
Comments: ________________________________ 
 
5. Based on the past six weeks, do you think a deprescribing algorithm is beneficial for patients? 
If not, please state why. 
Yes  
No  
Comments: ________________________________ 
 
6. Would you use a different deprescribing algorithm if a less involved version was created? 
Yes  
No  
Comments: ________________________________ 
 
7. Any other thoughts or concerns, please write below: 
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 
 
Note. Generated with help of ChatGPT (GPT-5; OpenAI, 2025). 
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Note. START/STOPP Copyright includes the ability to adapt the criteria and can be viewed here 
https://creativecommons.org/licenses/by/4.0/  
 

 

 

https://creativecommons.org/licenses/by/4.0/
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