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DEFINITION


Polypharmacy is use of multiple medications (≥5 or ≥10 medications), use
of medications that are not indicated, or use of medications for which
harms outweigh benefits



Deprescribing first described in literature in 2003 is withdrawal or dose
reduction of medications which are considered inappropriate in an
individual



―The process of withdrawal of an inappropriate medication, supervised by
a health care professional with the goal of managing polypharmacy and
improving outcomes‖



Systematic reviews suggest certain medication classes may reduce
adverse events and improve quality of life



Deprescribing has been consistently shown to be safe: it appears to
improve survival in non-randomized studies and does not reduce survival
in randomized studies
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UNDER PRESCRIBING

What are the benefits of deprescribing?
Are there any risks?


Polypharmacy causes negative health outcomes including reduced quality of
life, adverse drug reactions (ADRs), falls, non-adherence, hospitalization and
mortality



Older adult prescribed a potentially inappropriate medication has double the
chance of experiencing Adverse Drug Reaction compared to an older adult not
taking potentially inappropriate medication



Huizer- Pajkos and colleagues developed a mouse model of polypharmacy:
POLYPHARMACY DIET in YOUNG and OLD mice(simvastatin, metoprolol,
omeprazole, acetaminophen and citalopram)


Significant declines in mobility, balance and strength in the older polypharmacy
diet group (compared to an older group fed a control diet), but no differences in
the younger groups

Deprescribing studies






Intervention studies


Out of the 30 studies identified, only half measured any type of clinical
outcome



There was reduction in inappropriate medication use, however, were
unable to confirm that this leads to clinically important end-points such
as improved mortality or reduced hospital admissions

Medication-specific studies


Diuretics, Antihypertensives, Psychotropics, Digoxin and Nitrates (reduced
ankle edema (nitrates) and nausea and vomiting (digoxin)



Cochrane review (9 RCTs, 606 patients); withdrawal of antipsychotics in
dementia: withdrawal does not appear to have a detrimental effect of
behavioral symptoms for the majority of participants

Deprescribing of specific medications was not associated with a significant
difference in mortality

Limitations of deprescribing studies


The sample size and follow-up periods in many studies are too small/short to
detect a difference



Small average affect across the population. For example, a difference of 0.4
mean drugs per person between intervention (−0.2) and control (+0.2) was
found in a meta-analysis of twenty-five studies



Is the harm caused by inappropriate medications and polypharmacy is
reversible and does not really affect mortality



A recent randomized controlled trial (n =381) established that there was no
mortality difference between statin continuers and discontinuers at 60 days in
patients with a life expectancy of less than 12months (quality of life was
significantly better in the discontinuation group)



Patients > 75 years old with multimorbidity and/or frailty) and potential for
harm, that statins deprescribing may be suitable in this population

Pharmacoeconomic evidence on
deprescribing


Kutner estimated a mean saving of their intervention of US$716.46 per
participant based on the cost of the generic brand of statin and the period of
follow-up which the participants remained off the statin



Eveleigh et al. conducted a cost-utility analysis of treatment advice to
discontinue inappropriate anti-depressant use showed improved productivity
with no change in prescription drug use.



Randomized controlled trial (n = 381) established that there was no mortality
difference between statin continuers and discontinuers at 60 days in patients
with a life expectancy of less than 12months (quality of life was significantly
better in the discontinuation group

ADHERENCE & Safety of deprescribing


Decreased number of medications improves adherence. Decreased number of
doses per day improves adherence



Deprescribing reduced out-of-pocket costs, increased the patient's medication
knowledge and engagement and resolution of ADRs



Page et al. in 2015 concluded that based on the studies conducted to date,
deprescribing is safe(Systematic review)



In studies which focus on individualized withdrawal of inappropriate medications,
(2–18%) have needed to restart the medication due to re-occurrence of the
condition/symptoms



A systematic review of deprescribing proton pump inhibitors (PPI, 6 studies)
reported that between14 and 64% of patients could successfully discontinue their
PPI, while a systematic review of deprescribing benzodiazepines (28 studies) found
success rates ranging from 25 to 85%



Medications commonly implicated in ADWEs include cardiovascular, central nervous
system and gastrointestinal medications among others

Taking action on deprescribing


Integrating deprescribing into medical culture must begin when a medication is
prescribed.



The term ‗life-long medication‘ should be removed from health care professionals'
vocabularies and replaced with ‗time-to-review‘ expiry dates



The expected duration of therapy should be included with instructions for
medications



Taking action on deprescribing can be facilitated by


knowledge of potential barriers



implementing a deprescribing process (utilizing developed tools and resources)



identifying opportunities for deprescribing through engaging with patients and caregivers
and other health care professionals



considering deprescribing in a variety of populations

Barriers to and enablers of deprescribing




In 2014, Andersen et al. conducted a systematic review (21 studies) of prescriberreported barriers to and enablers of deprescribing


awareness (the prescriber's insight into the appropriateness of their prescribing)



inertia (failure to act despite awareness),



self-efficacy (having the skills, knowledge, attitudes and information to deprescribe)



feasibility (including regulatory, patient, resources, time and medical culture
influences).

Turner et al. investigated the perspectives of residents and health care
professionals (GPs, nurses and pharmacists) in residential aged care facilities


Factors considered important for deprescribing included the resident's goals of care, the
health system structure and the evidence for deprescribing

Barriers to and enablers of deprescribing


Kouladjian et al. investigated the attitudes of pharmacists as well as specialists and
GPs regarding deprescribing anticholinergic and sedative medications


Devolving responsibility,(passing of blame and responsibility to other health care
professionals)



Patient complexity (polypharmacy and multimorbidity)



Prescriber complexity (multiple providers, poor communication, restricted autonomy)



PCPs' perceptions of patients' and their family's (caregiver's) attitudes have also been
reported as a hindrance to deprescribing



PCP has been described as a strong influence towards, or against deprescribing



External influences include family members, friends, media and family history of
disease



Luymes conducted qualitative analysis of audiotaped consultations of GPs and
patients participating in a study of deprescribing potentially inappropriate
cardiovascular medications: Patients prefer to talk to PCP & 42 of the 49
consultations LED TO DEPRESCRIBING.



The beliefs of caregivers: feelings of guilt and responsibility if their care recipient's
condition worsens with deprescribing

Opportunities for deprescribing: working with
patients and other health care professionals


Shared, informed decision making is central to delivering patient centered
care



Discuss options, benefits and harms and elicitation of patient preferences and
values



Focus on Function and Quality of Life



Unclear evidence for deprescribing, patient values and preferences very
important



Jansen and colleagues drew from the psychology, communication and decision
making literature to review how to enhance deprescribing through shared
decision making: Suggested FIVE steps

Opportunities for deprescribing: working with
patients and other health care professionals




FIVE STEPS


Create awareness that options exist



Discuss the options



Discuss benefits and harms



Explore patient preferences for the different options



Help making the decision

Patient-directed interventions are among the most effective approaches to
medication withdrawal

Deprescribing challenges

CATEGORIES OF DEPRESCRIBING

Elements of a deprescribing process
 Collect

a complete and comprehensive
medication history



Regular, intermittent and ‗as required‘ prescription and non-prescription
medications (including vitamins, supplements, ―herbals‖)



Include dose, frequency, duration of use, indication and effectiveness



Identify possible adverse drug reactions



Assess adherence

Elements of a deprescribing process
 Assess

overall risk of harm and benefit and
individual patient factors which may affect
deprescribing



Discuss patients'/caregivers' values, preferences, beliefs and goals of care
surrounding continued medication use versus deprescribing



Drug related factors: polypharmacy, pill burden (medication regimen complexity),
drug-drug interactions, use of ‗high risk‘ drugs



Patient related factors: life expectancy, cognitive and functional impairments, falls
risk, co-morbidities multiple prescribers, palliative care



Ask ―which medications are most important for you to keep taking? Why?‖

Elements of a deprescribing process
 Identify

potentially inappropriate
medications



Consider medications without an indication (condition resolved, unconfirmed,
questionable efficacy, altered risk, non-pharmacological alternative), part of
a prescribing cascade, causing an adverse drug reaction, potential for future
harm



Use tools such as explicit lists of medications which are inappropriate in older
adults, e.g. Beers list, STOPP criteria



Use algorithms to determine drug appropriateness, e.g. Medication
Appropriateness Index, Good Palliative-Geriatric Practice algorithm

Elements of a deprescribing process
 Decide

on medication withdrawal (shareddecision making)



If more than one medication identified for withdrawal prioritize order of
drugs for discontinuation (e.g. based on potential for harm, patient
preference)

Elements of a deprescribing process
 Conduct

monitoring and support



Monitor for adverse drug withdrawal reactions, return of condition, reversal
of drug-drug and drug-disease interactions



Monitor for benefits (resolution of adverse drug reactions)



Use non-pharmacological approaches to reduce reliance on medication where
possible

Elements of a deprescribing process
 Documentation


Document reasons for, process and outcome (e.g. medication ceased, dose
reduced or withdrawal attempted with reasons for failure) of deprescribing



Share documentation with all relevant health care professionals

Elements of a deprescribing process
 Plan

tapering or withdrawal process and
monitoring with documentation and
communication to all persons relevant to care



Appropriate timing of withdrawal (e.g. consider patient's use of dosage administration aids)



Tapering plan - Identify if the medication is commonly associated with an adverse drug
withdrawal event (Bain et al. and online resource medstopper.com). Slow dose reduction
prior to discontinuation may also identify lowest effective dose, minimize the impact of
return of symptoms if they do occur and increase patient comfort with the process.



Patient management plan (symptoms to look out for, symptom action plan, monitoring
required by a health care professional, person to contact)

DEPRESCRIBING ALGORITHMS


Many Algorithms and processes have been published

Figure Legend:
Improving drug therapy in elderly patients—the Good Palliative–Geriatric Practice algorithm. Revised from Garfinkel et al with
permission from the Israel Medical Association Journal.

From: Feasibility Study of a Systematic Approach for Discontinuation of Multiple Medications in Older Adults: Addressing Polypharmacy
Arch Intern Med. 2010;170(18):1648-1654. doi:10.1001/archinternmed.2010.355

DEPRESCRIBING PROTOCOL
Detailed Processes

Key Step


Ascertain all
drugs the
patient is
currently taking
and the reasons
for each one



Ask patients (and carers) to bring all drugs
(prescribed,complementary and alternative
medicine, and over the counter) and drug
delivery aids to consultation or home visit



Ask patients (in a nonjudgmental way) about any
regularly prescribed drugs not being taken and if
so why not (eg, too expensive, adverse effects)

DEPRESCRIBING PROTOCOL
Key Step


Consider overall risk
of drug-induced harm
in individual patients
indetermining the
required intensity of
deprescribing
intervention

Detailed Processes


Ascertain and assess risk
according to


Drug factors: number of drugs
(single most important
predictor), use of “high-risk”
drugs (see text), past or current
toxicity



Patient factors: age >80 y,
cognitive impairment, multiple
comorbidities, substance abuse,
multiple prescribers, past or
current nonadherence

DEPRESCRIBING PROTOCOL
Key Step

Detailed Processes

Assess each drug for its eligibility to
be discontinued:



Reconsider the initial indications &
substitute with superior tolerability

• No valid indication



Identify ―drugs to avoid‖ in older patients

• Part of a prescribing cascade



Identify drugs contraindicated in particular
patients (eg, β-blockers in an asthmatic
patient)



Identify drugs causing well-known adverse
effects (eg, constipation with calcium
antagonists; postural symptoms with αblockers)



Identify drugs like bisphosphonates >5
years: Drug holiday



Identify drugs prescribed to counteract
adverse effects of other drugs (eg, K+ to
counteract effects of diuretics prescribed
for ankle swelling secondary to calcium
channel blocker use)

• Actual or potential harm of a drug
outweighs any potential benefit
• Disease and/or symptom control drug
is ineffective or symptoms have
completely resolved
• Preventive drug is unlikely to confer
any patient-important benefit over the
patient‘s remaining lifespan

• Drugs are imposing unacceptable
treatment burden

DEPRESCRIBING PROTOCOL
Key Step

Detailed Processes

Assess each drug for its eligibility to be
discontinued:



Ask patient, ―Since you started this
medicine, has it made difference
you would prefer to stay on it?‖ .If
No: Discontinue



Ask, ―Are you still experiencing any
troublesome symptoms (cough,
headache, dyspepsia, etc)?: If Yes
Discontinue



Consider discontinuing use of the
drug if the target condition is selflimiting, mild, intermittent, or
amenable to nondrug interventions
(eg, change in diet, alcohol use)



Estimate patient‘s life expectancy
using risk prediction tools or asking
―surprise‖ question (see text)

• No valid indication
• Part of a prescribing cascade
• Actual or potential harm of a drug
outweighs any potential benefit
• Disease and/or symptom control drug
is ineffective or symptoms have
completely resolved
• Preventive drug is unlikely to confer
any patient-important benefit over the
patient‘s remaining lifespan
• Drugs are imposing unacceptable
treatment burden

DEPRESCRIBING PROTOCOL
Key Step
Assess each drug for its eligibility to
be discontinued:

Detailed Processes


Determine the patient‘s
expectations and preferences—is
present-day quality of life more
important than prolonging life or
preventing future morbid events?



Identify drugs unlikely to confer
benefit (and that may cause harm)
over the patient‘s remaining
lifespan



Ask the patient, ―Apart from side
effects, are there any other
concerns you have with your
medicines?‖



Identify drugs that are particularly
burdensome (eg, difficulty
swallowing large tablets, out-ofpocket expense, monitoring
requirements [such as warfarin
sodium]

• No valid indication
• Part of a prescribing cascade
• Actual or potential harm of a drug

outweighs any potential benefit
• Disease and/or symptom control
drug is ineffective or symptoms have
completely resolved

• Preventive drug is unlikely to confer
any patient-important benefit over
the patient‘s remaining lifespan
• Drugs are imposing unacceptable

treatment burden

DEPRESCRIBING PROTOCOL
Key Step


Prioritize drugs for
discontinuation

Detailed Processes
Deciding the order of discontinuation
of drugs may depend on integrating 3
pragmatic criteria:
(1) those with the greatest harm and
least benefit;
(2) those easiest to discontinue, ie,
lowest likelihood of withdrawal
reactions or disease rebound;
(3) those that the patient is most
willing to discontinue first (to gain
buy-in to deprescribing other drugs)
Suggested approach is to rank drugs
from high harm/low benefit to low
harm/high benefit and discontinue
the former in sequential order

DEPRESCRIBING PROTOCOL
Key Step
Implement and monitor
drug discontinuation
regimen

Detailed Processes
Explain and agree with patient on
management plan
Cease

1 drug at a time so that harms
(withdrawal reactions or return of disease)
and benefits (resolution of adverse
drug

effects) can be attributed to specific
drugs and rectified (if necessary)
Wean

patients off drugs more likely to cause
adverse withdrawal effects, instruct patient
(or carer) on what to look for
and

report in the event of such effects
occurring, and what actions they can selfinitiate if these were to occur
Communicate

plan and contingencies to all
health professionals and other relevant
parties (carers, family) involved in patient‘s
care
Fully

document the reasons for, and
outcomes of, deprescribing

System-Level Strategies for Facilitating Deprescribing in
Clinical Practice
Professional Societies of
Prescribers


Develop position statements on
high-quality use of drugs in older,
multimorbid populations that
include and integrate the concept
of deprescribing



Provide training, professional
development programs, workshops,
and seminars that impart
knowledge and skills in appropriate
initiation, monitoring, evaluation,
and cessation of drug use

Universities and Research
Bodies


Incorporate appropriately
tailored curricula in highquality use of drugs that
integrate deprescribing in all
undergraduate, graduate, and
postgraduate courses in
medicine, pharmacy, nursing,
dentistry, and allied health



Require funding and ethics
approval for research projects
involving drugs to collect,
analyze, and report data that
relate to frequency of, and
reasons for, withdrawal of drug
use in trial participants to build
the evidence base of drugrelated harm

System-Level Strategies for Facilitating Deprescribing in
Clinical Practice
Clinical Guideline
Developers

Pharmacists and Pharmacy
Services



Develop treatment
recommendations specific to the
needs of older, multimorbid
patients that acknowledge the
limited evidence base for use of
many drugs in such populations



Instruct patients in how to identify
drug-induced harm and adverse
effects and how to collaborate
with their prescribing clinicians in
safely discontinuing use of highrisk drugs



Make explicit reference to
commonly encountered clinical
scenarios in which use of diseasespecific drugs may engender
greater risk of harm as a result of
drug-drug and drug-disease
interactions; include cautionary
notes regarding initiation or
discontinuation of drug use in
high-risk scenarios



Incorporate into practice
standards the requirement that
pharmacists be assigned to
residential care facilities for the
purpose of achieving high-quality
use of drugs, reviewing drug lists,
and highlighting instances
amenable to deprescribing

System-Level Strategies for Facilitating
Deprescribing in Clinical Practice
Organizations and Services Responsible for Providing High-Quality

Use of Drug Information or Issuing Drug Handbooks, Prescribing
Guidelines, and Drug Safety Bulletins



Include information on strategies for therapy cessation in drug
handbooks and prescribing guidelines with cross-reference to drug
classes and circumstances in which use of specific drugs should be
avoided in older, multimorbid populations



Require drug prescribing software vendors to incorporate flags and
alerts that prompt prescribers to consider therapy cessation in atrisk patients



Establish websites that provide tools and resources for health care
professionals in how to undertake appropriate deprescribing of drugs

System-Level Strategies for Facilitating Deprescribing in
Clinical Practice


Government and Statutory Bodies (Health Departments, Quality and Safety
Commissions, Practice Accreditation Services, Health Care Standard–Setting Bodies)



Fund research to develop and evaluate drug safety standards that maximize the
potential for reducing inappropriate use of drugs



Identify best practices with regard to the timeliness (when and how often), setting
(hospital, primary care, residential aged care facility), and participants (clinical
pharmacists, physicians, nurses) of drug review that will enable sustainable
interventions supporting therapy cessation



Incorporate formal education and quality measurement systems that support and
monitor patients receiving multiple drugs within hospital and primary care
accreditation procedures



Issue drug-specific prescribing alerts when pharmacovigilance data suggest higher
than expected incidence of drug-related adverse events in older populations



Revise national policies and strategies for high-quality use of drugs to ensure that
the concept of deprescribing is integrated more clearly into the definition of highquality use of drugs

System-Level Strategies for Facilitating Deprescribing
in Clinical Practice


Clinical Researchers



Design and conduct clinical trials that recruit older, multimorbid
patients, including specific subgroups (eg, patients with dementia)
and aim to define drug benefits and harms using patient stratification
methods



Adopt the word ―deprescribing‖ in abstract titles as the accepted,
universal term for research on prescriber-mediated drug therapy
discontinuation so that relevant articles can be more accurately
indexed in bibliographic databases and more easily retrieved in
literature searches

System-Level Strategies for Facilitating Deprescribing in
Clinical Practice
Residential Aged Care
Medical Journals
Facilities


Publish prescribing position
statements, guides, resources,
and clinical vignettes that
support appropriate prescribing
and integrate deprescribing issues



Incorporate into practice
standards the requirement for
training of aged care workers
in high-quality use of drugs
and pharmacist reviews



Incorporate into accreditation
standards the requirement for
drug review for every patient
newly admitted to an aged
care facility and returning
after recent hospitalization

Priorities for Deprescribing in the Elderly: A Modified
Delphi Process

Medication Classes for Deprescribing
 Mental

Health Medications

 Cardiovascular

 Neurological
 Gastroenterological

Mrs. G is an 82-year-old woman with…


Hypertension



Hypothyroidism



Paroxysmal atrial fibrillation



Knee osteoarthritis



Type 2 diabetes mellitus with
peripheral neuropathy



Osteoporosis



Mild cognitive impairment (MOCA
24/30)



Essential tremor



Chronic kidney disease (CrCl 40,
egfr 50)

Her current outpatient medications include…
10.

Acetaminophen 1000 mg PO
BID

11.

Denosumab 60 mg SC every 6
months

Warfarin 2.5 mg alternating
with 5 mg PO daily

12.

Calcium + D 600 mg/400 IU
PO BID

5.

Metformin 1000 mg PO BID

13.

Duloxetine 30 mg PO daily

6.

Glipizide ER 10 mg PO daily

7.

Simvastatin 20 mg PO QHS

8.

Aspirin 81 mg PO daily

9.

Levothyroxine 75 mcg PO
daily

1.

Lisinopril 5 mg PO daily

2.

Digoxin 0.125 mg PO daily

3.

Propranolol 60 mg PO BID

4.

Her spouse recently passed away…
…after a long illness, and now she lives at home alone. She has one son nearby
who helps with yard work. She recently presented to her primary care provider
with anxiety, noting that she has concerns about finances and long term
planning. She was prescribed duloxetine, and a follow up blood chemistry was
ordered.

A few days later…
…she presented to the Emergency Department via ambulance because she fell.
On arrival she was fatigued, lightheaded, bradycardic in the 40s, and
complaining of pain in her right knee. She was slightly kyphotic and had mild
bruising and swelling over the right knee. She had no focal neurologic findings
and no tremor.

EKG showed sinus bradycardia. Brain imaging was negative and imaging of her
knee showed osteoarthritis but no fracture.
Her Hemoglobin A1c is 6.9 and INR 2.7. Her TSH and other lab work up was
normal.

She was stabilized in the Emergency
Department and admitted…
…to your hospital for management of the bradycardia and evaluation by physical
therapy. Two days later, you are receiving sign out from the nocturnist that the
patient‘s heart rate is now in the high 90s after propranolol, digoxin, and
duloxetine were held on admission. Blood pressure is 138/85.

Medication Problems in Patients with
Multiple Chronic Conditions
Non-adherence, failure to refill medication

Not feasible

Cost
Medication regimen complexity

Lacking benefit

No indication
Inappropriate medications

More than
minimal risk of
harm

Polypharmacy
Excessively tight disease control
Side effect, serious adverse effect

Not consistent
with goals of care
Adapted from Fried T et al. BMC Geriatrics 2016 16:67

Desired outcome not achieved
Preventive meds without large enough benefits

The Process of Deprescribing
1. Establish
medications and
indications

2. Determine
overall risk for
drug-induced harm

5. Implement and
monitor

4. Prioritize drugs
for discontinuation

3. Assess drug
eligibility for
discontinuation

Adapted from Scott, et al., JAMA Internal Medicine, 2015

Motivational Interviewing
Things do not change: We change -HENRY DAVID THOREAU



Strengthen a person’s motivation & commitment to behavior change



Fosters a partnership between clinicians and patients



Clinician to demonstrate empathy



Rapport with the patient



Help the patient achieve change by learning about patient’s world

MI - PACE
Partnership
• Work with the patient as equals
• Stay outside of the “expert” role

Acceptance
• Accept the patient without judgment
• Avoid confrontation

Compassion
• Be empathetic rather than sympathetic
• Advocate for the patient

Evocation
• Evoke talk of change
• Elicit the patient’s reasons for changing
• Do these things by expressing genuine curiosity



MI is not a one time process



Needs to be addressed at stages at times during different visits



If a new patient, will need frequent visits to establish initial rapport with
the patient.



Remember it’s a partnership between patient and physician, open
discussion about risk, benefits and different options are key!!

4 ways to start the conversation:

①

Direct deprescribing method: “I see you are taking a lot
of pills, I want to discuss getting you off some of them”

②

Indirect method: “How’s your sleep?....There is some
new research about sleeping pills that I want to discuss
with you”

③

Emotional, assertive method “About your memory
problems, falls, etc….I’m worried that...”

④

Use the EMPOWER brochure: “Read this for next time”
61

How to become an effective
deprescriber
Tackling sedative-hypnotic drugs in older adults

You can also create the
opportunity to get your patients
off benzos simply by giving them
the EMPOWER brochure!
2/3 will be interested in trying
1-in-4 patients will get off benzos
in the next 6 months

http://deprescribing.org/resources/deprescribing-information-pamphlets/

Take home message #1:

Not all patients like being told ‘what to do’


The early adopters will appreciate the information, and will
be happy to get off the meds
 70%

of Canadian seniors are willing to stop a medication if their
doctor says it‟s possible (Sirois et al, 2016)



Other patients will „shut down‟ and be resistant
 In

this case, the main goal of motivational interviewing is to get
patients to convince themselves that it’s worth a try to
deprescribe

Resources and tools that can help

66

68

69

