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The elderly at risk: reducing medications
safely to meet life’s changes
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Self assessment questions

‘Deprescribing’ is another term for ‘nonadherence’ (T/F)
2. Deprescribing steps consider the original indication for
the medication (T/F)

3. Engaging patients in determining the deprescribing
process is unlikely to have an effect on deprescribing
success (T/F)

Bruyere & deprescribing
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Objectives

* Participants will be able to:

1. Explain systematic and patient-centred deprescribing
processes

Describe the steps involved in deprescribing
Demonstrate models of pharmacist involvement

deprescribing

What problem are we trying to solvel-?

* Polypharmacy: more medications than needed, or for which
harm outweighs benefit
* Increases risk of:
— Adverse drug reactions, drug interactions
— Falls, fractures
— Functional and cognitive decline
— Nonadherence
— Hospitalizations and higher healthcare costs
* Especially for the elderly who handle and respond to drugs
differently, are often frail and not represented in research

deprescribing
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How big is the problem?34

2/3 Canadian seniors are prescribed at least 5 prescription

medications
Who takes 10 or more?
— 27% over 65 years
— 40% over 85 years
— 66% in long-term care homes

$419 million spent on PIMs

$1.4 billion in incremental health care

expenditure due to PIMs

Senlors who fill at least one risky
prescription

over 85
years old

aver 65
years oid

(Morgan & al . 2018, yoarly data from 2013)
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Deprescribing

* “The planned and supervised process of dose reduction or
stopping of medication that may be causing harm or no longer
be of benefit. The goal of deprescribing is to reduce
medication burden and harm, while maintaining or improving
guality of life.”

* “Deprescribing is part of good prescribing — backing off when
doses are too high, or stopping medications that are no
longer needed.”

Bruyére &

Evidence for deprescribing?

* Deprescribing has been shown to:
— Be feasible and safe
— Reduce falls
— Reduce numbers of medications and costs
— Possibly reduce mortality (with patient-specific deprescribing
interventions) though association not borne out in RCTs
* Adverse drug withdrawal events may occur but are
usually easily managed; monitoring is important!

Bruyére &




Steps in deprescribing®

Compile a medication history -

Identify potentially inappropriate
medications, those with less evidence for
benefit or those with harm

Assess each medication for eligibility for
deprescribing

Prioritize medications for deprescribing

Develop a plan for tapering and
monitoring

Monitor, support and document care

—
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With the patient...

deprescribing

Identifying medications for deprescribing

explicit (g Implicit

* Screening criteria: * Assess each medication
— Beers — Indication, effectiveness,
— STOPP/START safety, compliance

* Anticholinergic load

* Assess each sign + symptom:

— Can this be caused by a drug?

— Anticholinergic
burden scale

Index

Medication Appropriateness

I:_:'rr'l_l"':,-'i.ée['l:—-: M deprescribing
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Making deprescribing decisions
VAL UES

— Frailty

Systematic and patient-centred processes

* Many generic algorithms to guide deprescribing thought
processes exist

* Application to individual patients and situations can be
challenging

* Class-specific, evidence-based deprescribing guidelines
could be useful

Bruyére &
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Discuss the following with the patient/guardian
Ves An svidence-based consensus exists for using the
i drug tor the indication given in its ¢ ™ dasing rate
€ in thig pationt's age group and oesability lovel, and the
heostit oulweighs all peesible known advarse effacts
¢ NaMNat sure
Indication seems valid and relevant in this patient’s ago No 5
group snd dsability laval > 7 . .
i 0 Good Palliative-
You
a9 Geriatric Practice
Do the known possitde adverse reactions of the drug ~ 1 .
outwaigh pessibie benefit in old. disabled patienis? » o Algo r‘|thm
No 1 7
{ Garfinkel
Any sdverse symploms Or signs 1hat may be roled (o Yes | g
the drug? | e l.
¢ No :
., I
IS thare anathar eug Htat may be suparioe to e ooy Yes o0
in quastion? >
A
N
¢ No 0
T
Can the desing e be recuced with no sgnicant risk? i"
"
v No l l Yes ’:
Comtinue with the same dosing rale Reducs dosa :,

‘ Estimate life expectancy <1 year and likely trajectory of decline ‘

‘ Determine goals of care with patient/carer |

v

‘ Obtain accurate list of current medications ’
\
For each medication, consider:
Adherence
Adverse reactions (present? Risk?)
Indication (active? treatment target? time to benefit? consistent with goals of treatment?)
Interactions (pharmacokinetic and pharmacodynamic)

v v

For medications to be ceased: For medications to be continued:
Immediate cessation vs weaning (long-term steroids, beta Aim for daily administration
blockers, benzodiazepines, anticholinergics) Optimize dose

v v

Follow-up to assess:

Adherence, Adverse withdrawal effects Hardy and Hilmer?®

Re-emergence of symptoms from the disease process
Achievement of goals of care

v

Repeat process regularly
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Identify & prioritize medication(s) to be targeted for discontinuation: medications with adverse drug
reactions, unclear indication, high risk in the elderly population.

Do a retrospective history of drug use to determine if drug was originally beneficial or not (i.e. 2 weeks after
start of analgesics, was pain much better?)

|
Discontinue medication along with communication and planned follow-up (with the patient & their family)
I

Monitor the patient for response - beneficial or harmful effects; is the patient better off the
drug, is the patient the same or is the patient worse?
|
I | 1
Patient better: Patient the same: Patient worse:
continue with drug continue with drug consider safer alternative for
discontinued. ceontnned treatment indication
. . . . . If still worse on alternate drug; restart initial
Trial of D|scont||.1uat|on Algo”thm discontinued drug at lowest dose possible to
Lemay and Dalziel® achieve therapeutic benefit

Bruyere &

Algorithm for deciding order

1. No benefit . .
Significant toxicity OR no indication OR YES and mode .|n WhI‘Ch drug use
e could be discontinued
contraindication OR cascade prescribing? Scott et al'?

Y

Withdrawal symptoms Taper dose and

2. Harm outweighs benefit YES | | or disease recurrence YES | | monitor for
Adverse effects outweigh symptomatic likely if drug therapy adverse drug
effect or potential future benefits? csomiinued? withdrawal effects

L no.

3. Symptom or disease drugs T
Symptoms stable or nonexistent?

"NO | Sympton?s stable
or nonexistent?

4. Preventive drugs YES
Potential benefit unlikely to be realized

because of limited life expectancy? YES
]

Continue drug therapy ‘ ‘ Discontinue drug therapy ‘ \ Restart drug therapy ‘

I:"-r‘u*:.r':":;re& 7 deprescribing




Best Practice Journal guidel!

* A practical guide to stopping medicines in older people

http://www.bpac.org.nz/magazine/2010/april /stopGuide.asp

— Patient wishes; Clinical indication and benefit; Appropriateness;

Duration of use; Adherence; Prescribing cascade

* Four step process
1. Recognize the need to stop
Reduce or stop one medicine at a time

2.
3. Consider if medicine can be stopped abruptly or should be tapered
4

Check for benefit or harm after each medicine stopped

Deprescribing safely

* Monitor for adverse drug withdrawal events
— Symptoms or signs caused by the removal of a drug:

deprescribing

1. thalls)iological - tachycardia (beta-blocker); rebound hyperacidity

2. Syrw)toms of underlying condition - arthritis pain after stopping
an NSAID

3.  New symptoms - excessive sweating with stopping SSRI
— Increased risk with:
* Longer duration, higher doses, short half-life
* History of dependence/abuse
* Lack of patient ‘buy-in’ (may feel abandoned)

* See articles by Bain'?2 and Graves?3

deprescribing
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Challenges and enablers!4

* Prescribers * Patients
— Awareness/insight — Vast majority
— Inertia hypothetically willing
— Self-efficacy — Belief in appropriateness
— Feasibility — Fear
— Devolving responsibility — Influences: GP, family,
— Patient and prescriber friends, media, previous

experience
— Medication dislike
— Knowing there is a process

complexity
— Treatment guidelines

Bruyére &

Evidence-based deprescribing guidelines>-1/

* Class specific
* Developed using AGREE Il and GRADE

* For proton pump inhibitors, benzodiazepine receptor
agonists, antipsychotics and antihyperglycemics

* Address for whom deprescribing is appropriate, when
and how to deprescribe, what to monitor and how often,
and what to do if symptoms recur

* Consider patient engagement*®

Bruyére &
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O deprescribing org | Proton Pump Inhibitor (PPI1) Deprescribing Algorithm

Why = patient taking a PPI?

o wnsure, Bnd owt i history of endoscopy, I seer hospitaled fir Bleeding dicer or If taking Becawse of chronic

Indication still

unknown? NSAID s i pant, If wver had fuarthum or dyspepsin
+ I ;
. A
10 maderate asophagitia or ¢ POPTIC UIcer Diseass oMo x 2-12 waaks (Trom NSAID; M kv “ BaWIrs esophagus
GERD Dealod » o 8 wasss * Uppet Gl sy mpcoms without eadoscopy: Sty pLomatis for 3 CoNGotutive dirs * Chomic NSAID users with bisading risk
(esophagitic healed, symproma * 1CAR alrwkn ulcer groniylasis trested heyond 50U sdmivslon * Severs esophagite
contiadlad) * Uncompiicatsd A pryford raaind £ 3 weeks and sqympesmatic + Documeming histary of blssding G oo
1 1
Tkt
| Recommend Deprescribing |
L + *
N HOCOMmmendanom (hom SYSTRMATIC Review 00 GRADE JpDroadch =
(el tlemem sugEases v dncswd sandd iwe o1 stz ol o tinue PP
Decrease to lower dose |7 [nim LT ethacoronks 5 Stop PPI Continue PPI
- — - - - Op OF COMauIE gastronnideniogist it

stop and use on-demand Galy wrtll syonpt wtongd) {0/ o puathonts iy considening dopeescribing

hawve iwium af sy inptess)

Monitor at 4 and 12 weeks
W verbal: I pon verbal:
 MadrT i * Dyspepsia * Lose of appotite = Waight loss
* Rogpuigitation « COIRasTC pale | = Agitaban

.

~
Use non-drug approaches

I wymptoms retapse:

* Avoi0 meats 2-3 howrs hefoes ¢ Overshe-couwnaer antacid, HaRA, B, slginate pm I SyMDUOINS DISISE & § ~ 7 Gaws andd
bedtime, eavate head of bed. Oe. Tums®, ROl 0, Zanta e, Oles (0, Gaviston®) Intediere with nommal activity:
pdvess If need for weight lass and o M2NA ditily Owvak recommendation - GRADE: v/¢ 1) RSt and Lreat 10€ M. payford
weaid diataty triggers LATIonts may Rave wymproms reum) 2) CONSMMANI LM 1O PINVIOUS 086

-n|>‘n ot for Commureia ues. 0 mot wedly o frensinte et permission

Q) deprescrbingor: Bruyére & Open®es

O deprescribing org | Proton Pump Inhibitor (PPI) Deprescribing Not:

PP Avallability Engaging pationts and catogivers

Namdmed dirse Limwe durne Crmml irbpmre o )

BooBre) oo dei)* | Drmee aaitr) Pakiniilh A/ ve caregivire muy be mote [kely 10 seguge f ey wnodariand e

FATI G (O QR DING (Ns3s OF CONBNDOT M| Ara: MONg et THerdy m
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Do ™) - Lagniie !
Camrmape actrie R Sl g ] - - -
Mamtsan™) - Tabsiee | PPt side cffect

1
Lare s . .
oot Copaals l Lades ! |~ o WIGR AN angeeng Indication i Unclual, e 15k of $IGe ITecTs may

i Bastwadeh the riak of hereit

[0 aissting

- Pis 300 asS0tiated with highee rok of foctises, C oW Infecrsons and
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O deprescribing org | Is a Proton Pump Inhibitor still needed?

What are Proton Pump Inhibitors (PPis

Proton Pump Inhitstom, o PRIs, are o clos of drogs that ame used 1o
treat problems such as heattburn or stomach ulcers
Thera ars many different types of PP dougs
« Lansoprazole (Prevacsd ")
Omeprazole (Losec” )
Pantoprazode (Tecta™ , Pantoloc”® )
Rabeprarole (Pamet ” )
Esomeprazode (Naxium ™ )
Dexlammoprasole (Dexilant * )
« Omeprazole (Olex” )

Why use less of, or stop using a Proton Pump
Inhibitor?

Whila PP are effective at treating many stomach problems, such as
hoanbern, they are often only needed foe a short peried of tme.
Daspite this, many peophe take PP for longaet that they rmay eed

fipsearch shows that for sorme peopile, doses can be safely lowered or
the diug used Just when needed for symetoem reliel

PP are gunerally 4 sale group of medications: hoawever, thay Can Caase
headache, nausen, diarrhes and rash, They may alvo increase mik of:

« Low vitamin 812 and magnosium blood levols
+ Bono fractures
« Preumonta

Intestinal infections such as € difficie

O deprescribingorg | s a Proton Pump Inhibitor still needed?

What to monitor after reducing a Proton Pump
Inhibitor
After reducing or stopping a PPIwith the help of a physician, nurse
practitioner or pharmacist, itis important to check for, and report signs of:
< Hwartburn
« Reflux
« Stomach pain

IT the patient is not able ta speak, check for, and report signs of:
« Loss of appatite

« Waight loss
« Agitation

Other ways to reduce heartburn. reflux or
stomach pain
Lifostyls changes:

« Avold triggers (e.9. coffee, alcohol, spicy foads, chocolate)

« Avoid food 2-3 hours before bedtime

« Flevate the head of the bed
+ Lose weight

Manage occasional heartburn with aver the counter drugs such as:

« Tums®

< Rolaids "
« Zantac®

« Olex*

« Gaviscon”

¥ L0 tha mathors Not Rr com e el use, DX 1o modify o tr e »it prermn
IR M 3 CTALTA XM ATE AR P
ot e vislt rmenatien

OMETON W Beoghoytan | Iers | ki 1. ops Cemundor C. wa Watkch . Mesayyoet 1 (201 5)
sl practice F0r OPIETIEANG POOAON PANNG INMILMor t i t

[T

topping a Protan Pump Inhibitor is not for
everyone

Some people neod to stay on a PP for a long time. However, others only
need this medication for a short period of time.

When the ongoing reason for using a PM s unclear, the risk of side effects
may outweigh the chance of bonefit

Poopie who should continua an a PP include thaose with any of the
foliowing:

Barrett's esophagus

« Long-term wse of nonstorosdal anthinflarmmatory drug (eg. Advil™)
Seovare inflamymation of the esophagus
Documeanted hintory of bieeding stomadch ulcer

How to f—.’)f»}lj" reduce a Proton Pump Inhibitor
Poople over the age of 18 who have boerr taking 3 PP for more than 4 to

B wooks should 141k 10 & doctor, nurse practitionser o phatmacis!  about
whether stopping & PP s the right choles for thsen

Docton, nurse practitioners or pharmachsts can help to decide on the
Lest apptoach 10 using loss of a PPL They can advise on how 10 reduce
thie dane, whsthier to stop It altogether, ar how 1o nake eyt changes
that can prevent haasrthurm symptonm from rsturning,

Reducing the dose might involye taking the PP once dally instead of
twice daily. lowering the number of mg (e.g. from 30mg 1o 15mg, of
40mg 10 20mg, or 20mg to 10mg depending on the drugl ar taking the
P every second day for some time befare stopping,

O deprescnbing o Bruyéreh opensaw

What to do If stomach problems continue

I heartburn, reflux, or stomach pain continues after 3-7 days and
interferes with narmal activities, please talk to a doctor, nurse
practitioner or pharmacist, They can help decide whether to return

to a previous PPl dose or whether to use the PP on-demand’ (dally
until your symptoms stop). Thay may also suggest a test for a treatable
condition called M. pylord,

Personalized PRI dose reduction strategy

Thex pamphiet acs o doprescriting o and
UGNttt that can b Uxet by doctons, nirw practitionar, o
PN O G g v N/

Visit

deprescribing.org

for more information.

L

o deprescribing oy 'B'ruyé & Opends
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Self-efficacy for deprescribing!®

ooran s

TG SRV T4 TTal o Weigh the benefits vs. harms of continuing a medication

to deprescribe a e Weigh the benefits vs. harms of deprescribing a medication
MEGIEL ARl ¢ Determine the patient’s (or carer’s) preferences for continuing or
deprescribing a medication

Determine whether a behavioural (non-pharmacological)
intervention would facilitate deprescribing

2 - Develop a plan to Determine the best dosing approach to deprescribing a medication
deprescribe a e Develop a monitoring plan to determine the outcome of
medication (2 items) deprescribing a medication

3 - Implement the e Communicate/negotiate a deprescribing plan

plan for e Carry out monitoring and follow up to determine outcome of
deprescribing the deprescribing

medication (3 items) Determine if/when medication should be restarted

Br Ll":."."_—'.;r"-‘-':'. & .+ deprescribing

Resources to help deprescribe

* http://www.bruyere.org/en/polypharmacy-deprescribing

* http://deprescribing.org/

e http://medstopper.com/ m

Br Ll":."."_—'.;r"-‘-':'. & .+ deprescribing
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Answers to self assessment questions

1. ‘Deprescribing’ is another term for ‘nonadherence’ (T/F)
FALSE

2. Deprescribing steps consider the original indication for the
medication (T/F)
TRUE

3. Engaging patients in determining the deprescribing process
is unlikely to have an effect on deprescribing success (T/F)

FALSE

Bruyére &

Take home messages

* Polypharmacy in the elderly carries numerous risks

* Deprescribing is feasible and safe when supervised and
monitored

* All deprescribing algorithms and ‘steps’ include:
evaluating need for ongoing indication of each
medication, weighing benefit and harm of continuing,
developing and communicating a plan for deprescribing,
carrying out deprescribing actions and monitoring

Bruyére &
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Contacts

http://deprescribing.org/ (Evidence-based guideline

algorithms, EMPOWER brochures, other resources e.g.
Medstopper, CaDeN, research summaries etc.)

For deprescribing guidelines research:
— http://www.open-pharmacy-research.ca/research-projects/emerging-

services/deprescribing-guidelines/
— deprescribing@bruyere.org
— Follow us on twitter: @Deprescribing

For CaDeN: annie.webb@criugm.qgc.ca and @DeprescribeNet

Bruyere &
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