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Abstract
Background Despite their adverse effects, antipsychotics are frequently prescribed to manage behavioural and psychological
symptoms of dementia (BPSD). At present, we do not have a good understanding of general practitioners’ (GPs) current
management of BPSD.
Aims To explore the knowledge, attitudes, and opinions of GPs regarding the prescribing of psychoactive drugs in managing BPSD.
Methods This was a descriptive cross-sectional study. A questionnaire was adapted from a previous study and piloted with three
GPs and was posted to a census sample of all GPs working in counties Cork and Kerry, Ireland. We collected and analysed both
quantitative and qualitative data.
Results Of the 456 eligible GPs who received the questionnaire, 168 GPs returned completed questionnaires (response rate
36.8%). All respondents (100%, 168/168) believed that antipsychotics did not benefit all patients with BPSD. The majority of
GPs (69%, 116/168) routinely recommended non-pharmacological interventions before medication to manage BPSD.Most GPs
(60.7%, 102/168) welcomed more training and experience to improve their management of BPSD. The qualitative comments
provided by GPs described a pressure to prescribe from nursing home staff. GPs highlighted that the management of BPSD is
difficult in daily practice and felt that antipsychotics still have a role to play.
Conclusions This study identified several factors influencing the prescription of antipsychotics for patients with BPSD as well as
the prescribing dilemmas faced by GPs in their daily practice. These findings can be used to guide future interventions aimed at
reducing inappropriate prescribing in dementia care.
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Background

In 2017, 50 million people were living with dementia, a figure
which is expected to rise to 152 million people by 2050 [1].
Behavioural and psychological symptoms of dementia
(BPSD) refer to non-cognitive symptoms that affect up to
90% of patients with dementia [2]. The behavioural symptoms
include agitation, physical aggression, loud vocalisation, wan-
dering and restlessness, whereas the psychological symptoms
include anxiety, depressive mood, hallucinations and delu-
sions [3]. Those symptoms are frequently very troubling and
disabling for patients, can be a burden for their caregivers and
are a recognised trigger for admission to nursing homes [4].
BPSD can have many potential causes and triggers. The
Unmet NeedsModel postulates that BPSD results from unmet
needs [5]. The model stems from the concept that a person
with dementia may be unable to either identify their needs or
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communicate their needs verbally. As a result, they may react
to situations with behaviour that is disturbing to others.
Identifying what ‘need’ they are trying to communicate is
the key to assessing and ultimately managing BPSD.
Psychotropic medications, in particular antipsychotics, are
sometimes prescribed for the management of aggression and
psychosis in BPSD [6]. Nursing home residents, who typical-
ly have more advanced dementia, are significantly more likely
to be on an antipsychotic medication than people with demen-
tia living in their own homes, [7] up to five times as likely in
one study [8]. However, best practice recommendations warn
about the serious side effects associated with the use of anti-
psychotic medication in people with dementia. Furthermore,
there is relatively weak evidence for the efficacy of antipsy-
chotic medication in people with dementia [9]. Antipsychotic
use in people with dementia has been associated with an in-
creased mortality risk, increased incidence of stroke, aspira-
tion pneumonia, falls and drowsiness leading to injuries [10,
11]. There is a dearth of economic evaluations comparing
pharmacological and non-pharmacological management strat-
egies for BPSD. However, a reduction in healthcare costs is
anticipated by the appropriate prescribing of psychotropic
medications through reduced medication costs and from re-
duced health and social care costs related to psychotropic
medication adverse events [12]. Therefore, guidelines recom-
mend that non-pharmacological strategies should be
employed first line unless there is a risk of harm to the person
living with dementia or others [12, 13]. However, psychotro-
pic medications continue to be used to manage BPSD in both
residential and community settings [8, 14], despite their well-
known risk to people with dementia [9, 15] and calls for action
to reduce antipsychotic prescribing [16].

GPs play a vital role in the management of BPSD, and their
workload is set to increase in the context of rising dementia
prevalence [17]. In the community, the GP is the first point of
contact for families and caregivers and has a role in the assess-
ment of potential triggers for behaviours and implementing a
management plan. Similarly, in the nursing home setting, GPs
work with nursing colleagues in assessing for potential trig-
gers and advising on non-pharmacological treatment options.
In both the community and the nursing home setting, it is the
GP who is responsible for the prescribing of medications for
BPSD. Despite this central role a GP plays in the management
of BPSD, previous international studies have shown that GPs,
like their hospital-based colleagues [18], can find the manage-
ment of the BPSD a particularly challenging aspect of demen-
tia care [18–21]. A quantitative study carried out in Ireland
reported that the majority of GPs acknowledge the importance
of non-pharmacological methods to manage BPSD but
highlighted the difficulty implementing such methods in real-
life practice [22]. A recent mixed method systematic review
carried out by the authors on GPs experiences of managing
BPSD internationally identified that, in the context of resource

limitations, GPs can be over-reliant on antipsychotics and fam-
ily caregivers when managing BPSD [23]. In a recent qualita-
tive study conducted by the authors, GPs in Ireland reported the
following aspects of managing BPSD to be challenging: a lack
of clinical guidance, insufficient resources and pressure from
family and nursing home staff [24]. At present we do not have a
good understanding of GPs’ current management of BPSD.
This study aims to quantitatively assess Irish GPs’ knowledge
of and attitudes towards the management of BPSD with a view
to informing future interventions in this area.

Methods

Study design and participants

A descriptive cross-sectional study was undertaken in order to
explore the knowledge, attitudes and opinions of GPs regard-
ing the prescribing of antipsychotics in BPSD. A survey was
posted to a census sample of all GPs working in counties Cork
and Kerry in the southern region of Ireland. This census sam-
ple was identified through the Irish Medical Directory [25].
We identified 468 GPs in total, 367 GPs working in county
Cork and 101 GPs working in county Kerry. The sample size
was calculated based on this census population of 468 with a
margin of error of ± 5% and a response distribution of 50%.
To adequately power the study, the sample size required was
212 respondents. All GPs received a leaflet with information
about the purpose of the study and a personally addressed
letter inviting them to complete and return the questionnaire
with the free post envelope provided. Participation was vol-
untary and consent was assumed through completing the
questionnaire. All GPs who returned a completed question-
naire were included in the study.

Study measures

An anonymous 21-question questionnaire was used to collect
data. We did not find a previously validated questionnaire
addressing our research question, and we, therefore, decided
to adapt a questionnaire used in a previous Australian study
that looked at GPs’ prescribing of psychotropic medication for
nursing home residents with dementia [26]. After receiving
permission from the original author, the questionnaire was
modified for use with GPs in Ireland. The questionnaire was
modified following a group discussion between the authors.
Demographics questions were added to the questionnaire to
collect data about the location of GP practice (rural, urban or
mixed area), type of GP practice (single or group practice) as
well as nursing home commitment. The original questionnaire
only looked at the prescribing of psychotropic drugs in nurs-
ing home residents; however, our study looked at the prescrib-
ing of psychotropic drugs for both community patients and
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nursing home patients. Therefore, our questionnaire also in-
cluded questions about community patients. Some questions
were rephrased to avoid ambiguity. The questionnaire was
piloted with three GPs with an interest in dementia care and
refined based on their feedback. The finalised questionnaire had
three parts. The first part gathered participant’s demographic
information. The second part consisted of 5-point Likert-type
statements, a series of ranking questions and multiple-choice
questions that collected information about GPs’ prescribing
habits. Finally, the last part asked GPs to share any comments
they had in the free text area provided. A summary of informa-
tion collected in the questionnaire is available in Table 1. A
copy of the questionnaire is available in Appendix 1.

Ethical approval

Ethical approval was received by the Clinical Research Ethics
Committee of the Cork Teaching Hospitals (reference num-
ber: ECM 6 (oo) 05/12/17 & 3 (jjjjj) 07/03/17). The question-
naires were printed and posted in April 2018.

Data analysis

Excel and SPSS version 24 [27] were used to conduct the
statistical analysis. Fisher’s tests were used to evaluate asso-
ciations between demographic variables and GP’s responses,
with a P value of < 0.05 considered significant. Fisher’s test
was used as we looked at association between two categorical
variables and more than 20% of cells had frequencies inferior
to five. The associations between variables that we looked at
were hypothesis driven.

1. Having a nursing home commitment is independent of the
number of years of experience a GP has in primary care.

2. Having a nursing home commitment is independent of the
location of the GP practice (rural, urban or mixed).

3. The ease to refer to specialists is independent of the loca-
tion of the GP practice (rural, urban or mixed).

4. The number of years of experience a GP has in primary
care is independent of the confidence to withdraw psycho-
tropic medication.

Chi-square was used to establish if the sample was repre-
sentative of the GP population with a P value of < 0.05 con-
sidered significant. We compared GPs’ demographic vari-
ables of our sample to national data on Irish GPs [28]. The
qualitative comments provided by GPs in the free text re-
sponses were entered into Microsoft Word where they were
thematically analysed. We did not use a qualitative checklist.
Comments from GPs were read and grouped in common
themes. Two of the authors were involved in coding the data
and arranging them into common themes. The themes present-
ed in the ‘Results’ section are the three major ones that ap-
peared in both authors thematic analysis.

Missing data

There were four questions not answered by all GPs. Questions
15, 16, 18 and 20 of the questionnaire (see Appendix 1). Two of
them were ranking questions, and the answers to these ques-
tions were still included in the analysis as more than 50% of the
sample answered the question. For the two other questions,
answers were still included in the ‘Results’ section as more than
95% of the sample answered these questions. Sample size was
adjusted when analysing those four questions.

Results

The ‘Results’ section is divided into three parts. Firstly, we
will explore participant’s demographics. Secondly, we will
describe the quantitative results: GPs’ prescribing habits, bar-
riers to recommending non pharmacological measures and
GPs’ confidence and beliefs. Finally, in the last part, we will
talk about the qualitative comments provided by GPs.

Demographics

Sample

Of the 468 questionnaires posted, 168 completed question-
naires were returned. Twelve uncompleted questionnaires
were returned with a note from the GP explaining they had
recently retired. Consequently, the corrected sample size of

Table 1 Summary of information collected in the questionnaire

Part of the questionnaire Number of questions Type of questions Response required

First part Eight questions Demographic questions Closed—yes/no

Second part Twelve questions 1. Prescribing habits
2. Barriers to recommending non

pharmacological measures
3. Confidence and GP’s belief

1. 5-point Likert–type statements, closed—yes/no
2. Ranking statements
3. Multiple choice, 5-point Likert–type

statements, ranking statements

Third part One question Any further comments to add Open
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eligible GPs who received the questionnaire was 456,
representing a response rate of 36.8%. The sample was repre-
sentative of GPs nationally in terms of years of practice (P <
0.001). Participants’ demographic are displayed in Table 2.

Nursing home commitment

The majority of respondents (62.5 %, 105/168), had a nursing
home commitment. Of these GPs who had a nursing home
commitment, 62.9% (66/105) paid regular visits to the nursing
home (at least weekly rounds). The mean number of nursing
homes attendedwas 2.05 (standard deviation (SD) ± 1.38; range
1–9). GPs provided care to 2703 nursing home patients in total
(mean number of patients in a nursing home = 26; range 1–200).
There was no significant association found between the years of
experience the GP had in primary care and having a nursing
home commitment (P = 0.24) or between the location of the
practice and having a nursing home commitment (P = 0.70).

Quantitative results

Prescribing habits

Responses to selected questions regarding prescribing habits
are given in Table 3 and Table 4. All GPs (100%, 168/168)
believed that antipsychotics, benzodiazepines and antidepres-
sants did not benefit all patients with BPSD. A little over half
of GPs (56%, 94/168) said they would prescribe an antipsy-
chotic in more than 50% of cases where their patients with
dementia were physically aggressive. A majority (52.4%, 84/
168) said they did not have a repeat prescribing policy for
patients with dementia on antipsychotics. Most respondents

(70.6%, 115/163) reviewed people with dementia living in the
community and on antipsychotics at least three monthly.
Finally, 79.2% (80/101) of GPs reviewed people with
dementia living in a nursing home and on antipsy-
chotics at least three monthly.

Barriers to recommending non-pharmacological
interventions

GPs (58.4%, 98/168) agreed they found it relatively easy to
consult and refer to geriatricians and psychogeriatricians spe-
cialist services if required. There was no significant associa-
tion found between the practice setting (urban, rural or mixed)
and the ease to refer to specialists (P = 0.25). Most respon-
dents (69%, 116/168) agreed that they routinely recommend-
ed non-pharmacological interventions for behaviours that are
challenging in dementia before considering medication.
Nurses in the care home were ranked as the group of people
influencing GPs’ prescribing of psychotropic medication the
most (80%, 133/166).

GPs were asked what they believed to be the barriers to
recommending non-pharmacological management strategies
for people with BPSD living at home and those living in
nursing homes. The results are displayed in Table 5.

Confidence and GPs’ beliefs

A majority of GPs (63.1%, 106/168) were concerned that
withdrawing medication would impact negatively on the qual-
ity of life of the resident leading to a return of challenging
behaviours or disturbing psychological symptoms. However,
54.1% (91/168) of GPs said they felt reasonably to totally
confident to reduce or stop psychotropicmedication in a stable
patient with dementia where the medication was initiated by
secondary care. No association was found between years
of experience as a GP and confidence to withdraw med-
ication (P = 0.25). Finally, 60.7% (102/168) of GPs
said they would like more training and experience to
improve how they manage BPSD.

GPs were asked what would help reduce the usage of psy-
chotropic agents in BPSD. The most influential methods men-
tioned were firstly increasing staff levels at nursing homes to
implement non-pharmacological strategies, secondly increas-
ing access to geriatricians and old age psychiatrists for GPs
and finally increased funding to GP practices for providing
elderly care to people with dementia.

Qualitative results

Free text responses

The last question of the questionnaire gave GPs the opportu-
nity to leave a comment, and 35 of our 168 respondents

Table 2 Participants’
demographics (n = 168) Participant demographics N (%)

Gender

Male 91 (54.2)

Female 77 (45.8)

Years of practice as a GP

1–5 years 3 (1.8)

6–10 years 11 (6.5)

11–20 years 46 (27.4)

21–40 years 85 (50.6)

40+ years 23 (13.7)

Location of practice

Rural area 39 (23.2)

Urban area 53 (31.5)

Mixed 76 (45.2)

Practice type

Single-handed practice 40 (23.8)

Group practice 128 (76.2)
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(20.8%) left qualitative comments. Three major themes
emerged from the free text responses: (1) a pressure to pre-
scribe from nursing home staff, (2) increased funding and (3)
necessity to prescribe in certain circumstances. To illustrate
the major themes, verbatim quotations considered to be rep-
resentative of the typical comments that lead to the develop-
ment of each theme are presented below.

Theme 1: A pressure to prescribe from nursing home staff
GPs reported a high demand for psychotropic medication pre-
scription from nursing home staff.

‘Have had enormous pressure to “sedate” patients in nurs-
ing homes from nurses.’ (Respondant_145, experienced GP,
mixed practice setting, nursing home commitment)

GPs also reported a lack of understanding from the nursing
home staff about the dangers of antipsychotics in dementia.

‘Feel there is a poor understanding of the negative impact
of these medications on patients with dementia among rela-
tives and nursing home staff. Often intense pressure to pre-
scribe. Chemical restraints that have taken the place of phys-
ical restraints and are no less dangerous.’ (Respondant_8,
experienced GP, mixed practice setting, no nursing home
commitment)

GPs suggested that the demand for antipsychotics from
nursing home staff is due to a lack of staff and resources in
the nursing home.

‘People in nursing homes often have challenging behav-
iours with dementia. Due to lacked ability to manage in nurs-
ing homes, often staff look for something to manage the prob-
lem patient. Often due to too many patients per nurse in

nursing homes […]’ (Respondant_101, mid-career GP, rural
practice, nursing home commitment)

Theme 2: Increased funding GPs mentioned a lack of re-
sources for non-pharmacological interventions.

‘I think better resourcing of day centres for patients with
dementia is vital - music, aromatherapy, exercises all vital.
Also better division of the above within nursing home setting
with more 1 to 1 activities and distraction/entertainment for
patients. Better awareness of pain in dementia.’
(Respondant_148, recently qualified GP, mixed practice set-
ting, nursing home commitment)

GPs highlighted a need for increased staffing and staff ed-
ucation at managing BPSD.

‘Resources/staffing biggest issues [...] Better staffing/train-
ing/education as well as increased community care packages
to keep patients comfortable in a familiar environment for as
long as possible would be most effective in the long term.’
(Respondant_6, recently qualified GP, mixed practice setting,
nursing home commitment)

Theme 3: Necessity to prescribe in certain circumstances.GPs
highlighted that the management of BPSD can be frustrating
for clinicians.

‘Dementia is very challenging to deal with, needs huge
amount of time + the reality is that we just don't have it -
patients suffer as a result.’ (Respondant_84, mid-career GP,
mixed practice setting, no nursing home commitment)

GPs also pointed out that in some cases, the use of antipsy-
chotics made a huge difference.

Table 3 Prescribing habits—What do you believe the benefit is of the following agents in managing behaviours that are challenging in patients with
dementia? (n = 168)

Variable Rarely benefit
N (%)

Some patients
N (%)

50% of patients
N (%)

Most patients
N (%)

All patients
N (%)

First-generation antipsychotics—such as haloperidol 65 (38.7) 78 (46.4) 16 (9.5) 9 (5.4) 0 (0)

Second-generation antipsychotics—such as risperidone 18 (10.7) 89 (53) 30 (17.9) 31 (18.4) 0 (0)

Benzodiazepines 60 (35.7) 98 (58.3) 5 (3) 5 (3) 0 (0)

Antidepressants 17 (10.1) 89 (53) 43 (25.6) 19 (11.3) 0 (0)

Table 4 Prescribing habits—In
the following situations, would
you prescribe an antipsychotic in
dementia? (n = 168)

Variable Rarely

N (%)

Some patients

N (%)

50% of patients

N (%)

Most patients

N (%)

All patients

N (%)

Physical aggression 11 (6.5) 55 (32.7) 22 (13.1) 72 (42.9) 8 (4.8)

Verbal aggression 43 (25.6) 66 (39.3) 25 (14.9) 31 (18.5) 3 (1.8)

Wandering 83 (49.4) 62 (36.9) 9 (5.4) 12 (7.1) 2 (1.2)

Calling out 88 (52.4) 58 (34.5) 8 (4.8) 12 (7.1) 2 (1.2)

Agitation and unsettled 11 (6.5) 74 (44) 34 (20.2) 43 (25.6) 6 (3.6)
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‘ … [referring to a person with BPSD] … was on all ap-
propriate medication but got very agitated in the afternoons.
A tiny amount of antipsychotic helped hugely. In a life chang-
ing way - [referring to a person with BPSD] could cope again.
I don't know what else we could have done. I cannot stress
enough how hard living with dementia is. It is still important
to help and I feel antipsychotics still have a small role.’
(Respondant_ 51, mid-career GP, urban practice, nursing
home commitment)

GPs suggested that sometimes antipsychotics are needed,
especially when staff and other residents are at risk.

‘The dynamic is between managing challenging behav-
iours especially when staff and other residents are actually
being injured and minimizing the use of antipsychotics in the
elderly.’ (Respondant_30, experienced GP, rural practice,
nursing home commitment)

Discussion

This study enhances our knowledge on how GPs in Ireland
manage the prescribing of psychotropic medications in the
management of BPSD, which is an under-researched area in
dementia care. There were a number of positive findings in
this study. GPs stated that most people with BPSD did not
benefit from psychotropic medications. Most GPs routinely
recommended non-pharmacological interventions for behav-
iours that are challenging in dementia before consideringmed-
ication. A large number of GPs reviewed people with demen-
tia who were on antipsychotics within the timeframe recom-
mended in guidelines. The majority, albeit a small majority, of
GPs reported that they found it relatively easy to access sup-
port from secondary care colleagues when managing BPSD.
Most GPs felt confident to reduce or stop psychotropic med-
ication in a stable patient with dementia even when the med-
ication was initiated by secondary care.

The findings demonstrate that GPs are aware of the limited
benefit of psychotropic medications in BPSD, that GPs routinely
recommend non-pharmacological strategies first line, that GPs
are monitoring their prescribing of antipsychotics and that they
seemwilling to reduce or stop thesemedicationswhen a person’s
symptoms are stable. These are all encouraging findings that are
in line with the current prescribing and clinical guidelines [12,

13]. However, there were some conflicting results. Despite the
belief that psychotropic medications rarely benefited, or only
benefited some people with BPSD, the majority of GPs reported
that they would prescribe antipsychotics to most people with
dementia who were physically aggressive. Likewise, nearly half
of GP respondents reported they would prescribe antipsychotic
medication to people with dementia who were agitated or unset-
tled. While there appears to be a disconnect between GPs’
knowledge on the limited efficacy of antipsychotic medications
and their clinical practice, these findings serve to highlight the
theory/practice gap and the dilemmas faced by practicing GPs.
The findings on the barriers to recommending non-
pharmacological approaches to BPSD go some way to
explaining this discrepancy. Lack of appropriate resources and
pressure to prescribe acted as barriers to the GP when attempting
to recommend non-pharmacological alternatives. In the commu-
nity, the lack of resources within the primary care team was
reported to be the most significant barrier to recommending
non-pharmacological strategies. In the nursing home setting,
nursing staffs were identified as the group of people who most
influenced GPs’ prescribing of antipsychotic medication.
Likewise, ‘increased staffing levels in nursing homes’ was iden-
tified as the single change that wouldmost helpGPs to reduce the
usage of psychotropic medications in BPSD.

Comparison with existing literature

This study highlighted the essential role played by nursing
home staff when GPs are making a decision to initiate, reduce
or stop an antipsychotic in a person with BPSD. That a nurse
would be a key influence on a GPs decision to prescribe an
antipsychotic is not, in itself, surprising. In a nursing home
setting, the nurse is providing daily one to one care for the
person with BPSD. The nurse is, therefore, best placed to
report on the person with dementia’s mood and behaviour.
The GP relies on this account from the nurse and it rightly
informs the decision-making process. However, in this study,
in addition to the nurse’s influence, the GPs reported feeling
pressurised by nursing home staff to prescribe antipsychotics.
Previous studies have identified how pressure from nursing
home staff influenced GPs’ management decisions in BPSD
[26, 29–31]. In these studies, nursing staff were often seen as a
barrier to a GP recommending non-pharmacological

Table 5 Barriers to recommending non-pharmacological approaches

Ranking Nursing homes Community

1 Pressure to prescribe from nursing home staff and nurses in the home Lack of primary care team resources

2 Lack of nursing home staff and resources Pressure to prescribe from relatives of the patient

3 Lack of nursing home staff skills in providing non
pharmacological therapies for BPSD

Lack of confidence in advising non pharmacological strategies
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strategies. Similarly, in a qualitative study, GPs reported that
they found it challenging to manage the expectations of nurs-
ing home staff, especially in the context of poor communica-
tion pathways between the GP and nursing staff [31].

At what point does the nurse’s influence move from an infor-
mative aid in a GP’s decision-making process on whether to pre-
scribe an antipsychotic to a source of pressure? It could depend on
GP factors. A previous Australian study found that the more ex-
perienced a GP was, in terms of years in practice, the less likely
they were to rate ‘pressure to prescribe’ as a barrier to
recommending non-pharmacological treatments in BPSD [26].
In our previous qualitative study, we did find that GPs who had
experience caring for people with dementia had more confidence
in their management of BPSD [24]. However, in this present
study, neither years in practice nor the extent of the GP’s nursing
home commitment influenced whether they rated ‘pressure to pre-
scribe’ as a barrier. The experience of being under pressure to
prescribe could also depend on the relationship that exists between
the GP and the nursing staff. As identified in our qualitative study,
the influence of nursing staff can be helpful and appropriate in the
context of a long-standing relationship of trust between theGP and
the nurse [24]. A recent systematic review of the qualitative evi-
dence surrounding antipsychotic prescribing in BPSD highlighted
the importance of effective communication between healthcare
professionals and identified a collaborative approach as the key
component of any attempts to reduce inappropriate prescribing of
antipsychotic medication [31]. Finally, the experience of being
under pressure to prescribe antipsychoticmedication could depend
on wider resourcing issues in the nursing home. In this study,
‘increased staffing levels’ was the number one recommendation
of participating GPs when asked what would help to reduce the
prescribing of psychotropic medications in dementia. Previous
studies have identified that chronic understaffing in nursing homes
can hinder the nursing staff’s ability to implement non-
pharmacological strategies [32] and, thus, increase pressure on
GPs to prescribe sedative psychotropic medications [26, 29]. It is
likely that the prescribing pressure the GP feels from the nursing
staff is a combination of all these factors; the experience level of
the GP, the relationship between the nurse and the GP, and the
resource constraints of the nursing home [32].

In the community setting, the main barrier to implementing
non-pharmacological strategies was the lack of appropriate
resources in the primary care team. In our systematic review
of international studies, we found that GPs repeatedly
highlighted the importance of access to community supports
for family caregivers [19, 33, 34]. However, accessing these
supports was challenging for GPs. GPs need access to
community-based multidisciplinary supports such as commu-
nity psychologists to successfully implement non-
pharmacological strategies in BPSD. This is not currently
the case in Ireland [35]. The qualitative comments in this
study referenced the lack of available day care centres and
home help hours. These are the practical, on the ground,

community supports that people with dementia and their fam-
ilies need. Guidance documents advising GPs not to prescribe
psychotropic medications in BPSD will only truly be
implementable if the necessary supports and resources are
provided at a community level, resources that enable GPs to
recommend non-pharmacological alternatives. Guidelines for
BPSD prescribing without accompanying resources are chal-
lenging to implement at the coal face. Repeatedly, evidence
has shown that BPSD is a significant trigger for admission to
nursing homes [36]. It would seem logical, therefore, that
improving how BPSD is managed in the community could
effectively postpone a person’s admission to a nursing home,
recouping the economic cost of a policy decision to increase
community supports and resources.

In the context of the current COVID-19 pandemic, the
management of patients with BPSD has become more chal-
lenging. Reduced contact with family members, disruption to
familiar routines, the limitations on group activities and the
unfamiliarity of staff members wearing personal protective
equipment all have the potential to increase BPSD particularly
in nursing homes. Anecdotally, the authors are seeing in prac-
tice the negative impact these changes are having on people
living with dementia and their caregivers. It is crucial that the
challenges of the current pandemic do not result in an increase
in a prescribing of psychotropic medications.

Strengths and limitations

This is the first quantitative study to specifically explore an
under-researched area of general practice in Ireland. The ques-
tionnaire used was adapted from a previous study, piloted with
GPs and refined based on feedback from researchers with a
specific interest in BPSD. The response rate of 36.8% is low
but typical of surveys conducted among GPs [37]. GPs’ de-
mographic characteristics in terms of years of practice are
representative of Irish GPs nationally [28].

This study is limited by the use of a non-validated
questionnaire. A sample size of 212 respondents was re-
quired to adequately power this study, which means that
with only 168 participants, our study was underpowered.
Due to resource constraints, it was not possible to follow
non-responders with another wave of reminder letters.
Finally, because this study was anonymous, it is possible
that non-response and group differences might have been
sources of bias in our study. Finally, this study relied on
participant recall of what they would do in specific situa-
tions. This might have biased responses towards what GPs
perceive as best practice but gives us an idea of what GPs
would ideally do if there were no barriers to this practice.
As there is minimal research exploring GPs’ views on
managing BPSD with antipsychotics, our chosen method-
ological approach was a justifiable place to begin.
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Conclusions

This study identified several factors influencing the prescrip-
tion of antipsychotics in BPSD as well as barriers to
recommending non-pharmacological techniques in primary
care and gave us an idea of GPs’ current management of
BPSD. Our findings identified the prescribing dilemmas faced
by GPs in their daily practice and also highlighted the need to
resource primary care to facilitate better management of pa-
tients with BPSD. These findings could be used to
guide future research and future interventions aimed at
reducing inappropriate prescribing in dementia care.
Future research should incorporate the views of carers
and nursing home staff as they were found to be a
major group influencing GPs management choices.
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