
Trigger Tool Prioritizing Residents 
for Antipsychotic Medication Dose 

Reduction/Discontinuation

Instructions:  Establish a schedule for review of all residents on an antipsychotic medication.  Residents with signs and symptoms of side effects and/or PRN orders should 
be prioritized for GDR, discontinuation of the medication or conversion to a routine order. Review findings with the interdisciplinary team to prioritize GDRs and identify 
next steps for residents with any “no” responses. Track and report trends (e.g., number of PRN orders) to facility QAPI committee.
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Resident Name/ 
Date/Ordering 

Practitioner

Currently has a primary 
or secondary psychiatric 

diagnosis
Exempt diagnosis:  

Schizophrenia, Huntington’s, 
Tourette’s Syndrome

Diagnosis of 
Dementia or 
Alzheimer is 

present

Patient 
has had a 

psychiatric 
consult within 

6 months

Chart contains 
documentation 

supporting 
psychiatric dx OR 
psychosis NOS is 

present 

Greater than 3 
months since 
last signs and 
symptoms of 

distress observed

Signs or 
symptoms of 
antipsychotic  

medication side 
effects observed

Last GDR was 
successful 

resulting in 
a reduced 

medication 
dosage

The anti-
psychotic  

medication 
is ordered as 

a PRN

Notes:

Name: 
Unit:

N Yes     N No N Yes     N No N Yes     N No N Yes     N No N Yes            N No 
If no, list signs 
and symptoms:

N Yes          N No 
If yes, list side 
effects observed:

N Yes          N No 
If yes, list medication, 
dose change (e.g., 
from x to x), date GDR 
initiated

N Yes     N No

Practitioner:

Date:

Name: 
Unit:

N Yes     N No N Yes     N No N Yes     N No N Yes     N No N Yes            N No 
If no, list signs 
and symptoms:

N Yes          N No 
If yes, list side 
effects observed:

N Yes          N No 
If yes, list medication, 
dose change (e.g., 
from x to x), date GDR 
initiated

N Yes     N No

Practitioner:

Date:

Name: 
Unit:

N Yes     N No N Yes     N No N Yes     N No N Yes     N No N Yes            N No 
If no, list signs 
and symptoms:

N Yes          N No 
If yes, list side 
effects observed:

N Yes          N No 
If yes, list medication, 
dose change (e.g., 
from x to x), date GDR 
initiated
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Date:

Name: 
Unit:

N Yes     N No N Yes     N No N Yes     N No N Yes     N No N Yes            N No 
If no, list signs 
and symptoms:

N Yes          N No 
If yes, list side 
effects observed:

N Yes          N No 
If yes, list medication, 
dose change (e.g., 
from x to x), date GDR 
initiated

N Yes     N No

Practitioner: 

Date:

Name: 
Unit:

N Yes     N No N Yes     N No N Yes     N No N Yes     N No N Yes            N No 
If no, list signs 
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from x to x), date GDR 
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N Yes     N No

Practitioner:

Date:
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from x to x), date GDR 
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Date:
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Practitioner

Currently has a primary 
or secondary psychiatric 
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Tourette’s Syndrome

Diagnosis of 
Dementia or 
Alzheimer is 

present

Patient 
has had a 
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Chart contains 
documentation 

supporting 
psychiatric dx OR 
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Greater than 3 
months since 
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resulting in 
a reduced 
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a PRN

Notes:
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dose change (e.g., 
from x to x), date GDR 
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dose change (e.g., 
from x to x), date GDR 
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Date:

This material was prepared by Alliant Health Solutions, a Quality Innovation Network – Quality Improvement Organization (QIN – QIO) under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed 
in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product or entity herein does not 
constitute endorsement of that product or entity by CMS or HHS. Publication No: 12SOW-AHSQIN-QIO-TO1NH-21-1039-08/27/21

www.alliantquality.org

Date reviewed by DON: ________________   QAPI Team: _________________   Pharmacy Consultant: _____________________


	Name Unit: 
	Practitioner: 
	Date: 
	N Yes N No If no list signs and symptoms: 
	N Yes N No If yes list side effects observed: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated: 
	NotesN Yes N No: 
	Name Unit_2: 
	Practitioner_2: 
	Date_2: 
	N Yes N No If no list signs and symptoms_2: 
	N Yes N No If yes list side effects observed_2: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_2: 
	NotesN Yes N No_2: 
	Name Unit_3: 
	Practitioner_3: 
	Date_3: 
	N Yes N No If no list signs and symptoms_3: 
	N Yes N No If yes list side effects observed_3: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_3: 
	NotesN Yes N No_3: 
	Name Unit_4: 
	Practitioner_4: 
	Date_4: 
	N Yes N No If no list signs and symptoms_4: 
	N Yes N No If yes list side effects observed_4: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_4: 
	NotesN Yes N No_4: 
	Name Unit_5: 
	Practitioner_5: 
	Date_5: 
	N Yes N No If no list signs and symptoms_5: 
	N Yes N No If yes list side effects observed_5: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_5: 
	NotesN Yes N No_5: 
	Name Unit_6: 
	Practitioner_6: 
	Date_6: 
	N Yes N No If no list signs and symptoms_6: 
	N Yes N No If yes list side effects observed_6: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_6: 
	NotesN Yes N No_6: 
	Name Unit_7: 
	Practitioner_7: 
	Date_7: 
	N Yes N No If no list signs and symptoms_7: 
	N Yes N No If yes list side effects observed_7: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_7: 
	NotesN Yes N No_7: 
	Name Unit_8: 
	Practitioner_8: 
	Date_8: 
	N Yes N No If no list signs and symptoms_8: 
	N Yes N No If yes list side effects observed_8: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_8: 
	NotesN Yes N No_8: 
	Name Unit_9: 
	Practitioner_9: 
	Date_9: 
	N Yes N No If no list signs and symptoms_9: 
	N Yes N No If yes list side effects observed_9: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_9: 
	NotesN Yes N No_9: 
	Name Unit_10: 
	Practitioner_10: 
	Date_10: 
	N Yes N No If no list signs and symptoms_10: 
	N Yes N No If yes list side effects observed_10: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_10: 
	NotesN Yes N No_10: 
	Name Unit_11: 
	Practitioner_11: 
	Date_11: 
	N Yes N No If no list signs and symptoms_11: 
	N Yes N No If yes list side effects observed_11: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiated_11: 
	NotesN Yes N No_11: 
	Name Unit_12: 
	Practitioner_12: 
	Date_12: 
	N Yes N No If no list signs and symptoms_12: 
	N Yes N No If yes list side effects observed_12: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiate: 
	NotesN Yes N No_12: 
	Name Unit_13: 
	Practitioner_13: 
	Date_13: 
	N Yes N No If no list signs and symptoms_13: 
	N Yes N No If yes list side effects observed_13: 
	N Yes N No If yes list medication dose change eg from x to x date GDR initiate_2: 
	NotesN Yes N No_13: 
	Date reviewed by DON: 
	QAPI Team: 
	Pharmacy Consultant: 
	Check Box1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box27: Off
	Check Box28: Off
	Check Box30: Off
	Check Box33: Off
	Check Box34: Off
	Check Box36: Off
	Check Box37: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box57: Off
	Check Box58: Off
	Check Box62: Off
	Check Box64: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off


