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LEARN
IN

G
O

BJECTIVES

1.
Define polypharm

acy and  understand the  supporting epidem
iology 

2.
Interpret Beers Criteria for potentially inappropriate m

edication (PIM
) 

use in the elderly

3.
Define deprescribing and identify the key barriers to deprescribing

4.
Practice using the ARM

O
R tool and various other deprescribing 

m
ethods to evaluate case-based polypharm

acy regim
ens

5.
Review

 the literature pertaining to the safety of deprescribing
CSHP SEM

INAR 2020 
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P
RE-A

SSESSM
EN

T
LACK

O
F

REPRESEN
TATIVE

RESEARCH
AN

D/O
R

CLIN
ICAL

TRIALS
FO

R
THE

ELDERLY
IS

ATTRIBU
TED

TO:

A.
The elderly are reluctant to enrolling in clinical trials

B.
Clinical trials often im

pose m
axim

um
 age lim

it for study subjects
C.

Younger 
study 

subjects 
m

ake 
better 

candidates 
w

hen 
study 

outcom
es and relevant data m

ust be collected over a long period of 
tim

e
D.

Clinical 
trials 

som
etim

es 
exclude 

com
orbidities 

or 
concurrent 

treatm
ents to elim

inate confounding factors
E.

B and D
CSHP SEM
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THROUGH
THEYEARS: D

EFIN
IN

G
P

O
LYPHARM

ACY

•
1985 Am

erican Journal of M
edicine: 

•
“Concurrent use of m

ultiple m
edications”

•
2010 Drugs &

 Aging: 
•

“The use of tw
o or m

ore m
edications…

”

•
2017 Current Gerontology and Geriatrics Research: 
•

“Concurrent use of five or m
ore m

edications”
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D
EFIN

IN
G

P
O

LYPHARM
ACY

IN
ELDERLY

•
M

ultiple m
edications for adults ≥ 65 years old

•
40%

 take 5 to 9 m
edications

•
18%

 take 10+

•
Adverse Drug Events (ADE) occur because of:
•

Age-related physiological changes
•

Greater degree of frailty
•

M
ultiple co-m

orbidities 
•

Polypharm
acy

1. Budnitz DS et al. N
 Engl J M

ed.2011.
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P
O

LYPHARM
ACY-EPIDEM

IO
LO

GY
•

M
ultiple co-m

orbidities -very com
m

on in the elderly 
•

Estim
ated up to 98%

 of older people live w
ith >

2 chronic conditions 2,3

•
The geriatric population w

ants longer and healthier lives 
•

Intervention aim
s to delay disease progression and sym

ptom
 onset

•
Reduce duration of ill health, com

pressing m
orbidity

•
Leads to an increase in m

edication use am
ong older people

3,4

•
M

ore recent literature in older persons estim
ates polypharm

acy affects:
•

Up to 3 out of 4 older people take >
5 m

edications daily
4,5,40

2. Fortin M
, et al. Ann Fam

 M
ed. 2005.

3. Page AT, et al. M
aturitas.2016.

4. Fries JF, et al. J Aging Res.2011.

5.Hubbard RE, et al. M
ed J Aust.2015.

40. Kim
 &

 Parish, 2017
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P
O

LYPHARM
ACY-EPIDEM

IO
LO

GY

•
Clinical trials exclude very old people (> 80 years) 3,6,7

•
M

ax age lim
its

•
Exclude com

orbidities and/or concurrent treatm
ents

•
Lack of representative research contributes to: 
•

U
n

c
e

r
t
a

in
t
y

 r
e

g
a

r
d

in
g

 a
c
t
u

a
l b

e
n

e
fit

s
 a

n
d

 h
a

r
m

s
 o

f 

p
h

a
r
m

a
c
o

t
h

e
r
a

p
e

u
t
ic

 in
t
e

r
v

e
n

t
io

n
s
 fo

r
 o

ld
e

r
 p

e
o

p
le

3. Page AT, et al. M
aturitas.2016.

6. Kennedy-M
artin T, et al. Trials.2015.

7. Van Spall HG, et al. JAM
A.2007.
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P
O

LYPHARM
ACY–

EPIDEM
IO

LO
GY–

C
O

N
TIN

U
ED

•
Absolute risk of ADRs often highest in frail older people 
•

Som
e benefits but also greater risk of m

ed-related harm

•
Lack of research
•

Inform
ation deficit to quantifiable treatm

ent effect in the elderly
3,8

•
Bottom

 Line: M
ay lead to lack of self-efficacy and clinical inertia 

am
ong prescribers rather than optim

al m
ed regim

ens 3,8

3. Page AT, et al. M
aturitas.2016.

8. Scott IA, et al. Intern M
ed J.2015.



P
RE-A

SSESSM
EN

T
LIM

ITATIO
N

S
O

FTHEB
EERSC

RITERIA:

A.
N

ot all inform
ation is evidence or outcom

es-based
B.

Criteria do not identify all cases of inappropriate prescribing
C.

M
ay som

etim
es identify appropriate prescribing as inappropriate

D.
O

utdated literature
E.

All of the above
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B
EERSC

RITERIA
–

H
ISTO

RICALP
ERSPECTIVE

•
Dr. M

ark How
ard Beers w

ith a team
 from

 Harvard, looked at prescriptions 
and case files for 850 residents of SN

F around Boston
•

Found that sedatives, antidepressants, and antipsychotic drugs often caused 
confusion and physical trem

ors the elderly
•

Findings published in The Journal of the Am
erican M

edical Association in 1988

•
In 1991, the 1

stBeers Criteria
w

as published
•

A list of drugs w
ith know

n side effects on elderly
•

Consisted of Potentially Inappropriate M
edications (PIM

) for use in 
older adults

•
Updates have occurred every 3-5 years done w

ith an interdisciplinary team
 

of geriatric experts
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P
H

ARM
ACY-R

ELATED
CM

S FEDERALG
U

IDELIN
ES

AN
D

R
EG

U
LATIO

N
S

IN
SN

F
F-Tag

Description
441

Infection Control –
organism

 w
ith correct antibiotics or UA show

s no organism
s but has antibiotic

252
Environm

ental-M
ed –

CII locked Carts; topicals separated from
 orals/injectable; refrigerator tem

p 
36-46ºF

309
Pain M

anagem
ent (Q

O
C) –

pain assessm
ents, frequency of use PRN

, oral pain m
eds vs SQ

/IM
, 

APAP < 4gm
325

M
ed Im

pacting N
utrition –

m
eds that cause w

eight loss or gain assessed
425

Pharm
acy Services –

is dispensing pharm
acy delivering on tim

e; em
ergency m

eds in date
428

M
edication Regim

en Review
 –

clinical review
 of drug regim

en
329

U
nnecessary Drugs –

excess dose, excess duration, no indication for use
332-333

M
edication Errors –

m
ed given not signed, w

rong dose or tim
e

431
Storage Controlled Substances and Labeling –

Lorazepam
 soln in refrigerator, good for 90 days

https://w
w

w
.cm

s.gov/Regulations-and-
Guidance/Guidance/M

anuals/dow
nloads/som

107ap_pp_guidelines_ltcf.pdf
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B
EERSC

RITERIA
D

ISEASESTATEIN
TERACTIO

N
S

Disease State
M

edication
Justification

Hypertension
Am

phetam
ines

↑
 BP

CO
PD

Sedatives/Hypnotics
Slow

 respirations
Ulcers

N
on-Steroidal Anti-Inflam

m
atory Drugs

Exacerbate GI disease

Seizures
Thorazine, Thioridazine, Conventional 

Antipsychotics
↓

 Seizure threshold

Benign Prostatic 
Hypertrophy

Antihistam
ines, M

uscle Relaxants, GI 
Antispasm

odics
Anticholinergics im

pair 
m

icturition
Constipation

Anticholinergics, N
arcotics

W
orsen constipation

Arrhythm
ias

Tricyclic Antidepressants
Induce arrhythm

ias

Syncope/Falls
Long-Acting Benzodiazepines, Beta-

Blockers
Contribute to falls, syncope

41. https://w
w

w
.guidelinecentral.com

/sum
m

aries/am
erican-geriatrics-society-2015-updated-beers-criteria-for-potentially-

inappropriate-m
edication-use-in-older-adults/#section-420
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2019 AG
S B

EERSC
RITERIA

U
PDATE

•
Rem

oved H2RAs from
 “avoid” list in patients w

ith dem
entia

(w
eak evidence)

•
Existing recom

m
endation to discourage PPI usage overly restricted acid blockers 

for patients w
ho w

ere truly indicated for them
•

HO
W

EVER, H2RAs are still listed as to be “AVO
IDED” in those w

ith delirium

•
Clarified w

ording to affirm
 that “Z drugs (Zolpidem

, Zaleplon)”
should be 

avoided
in those w

ith delirium
•

The age for caution regarding aspirin use for prim
ary CV prevention w

as 
low

ered from
 80 years to 70 years of age  

•
Added Pyrilam

ine and M
ethscopolam

ine
to list of anticholinergics to avoid

9. By the 2019 Am
erican Geriatrics Society Beers Criteria® Update Expert Panel. J Am

 Geriatr Soc.2019.
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2019 AG
S B

EERSC
RITERIA

U
PDATE

•
Updated rationale/clarified: Avoid Digoxin as first line therapy for AF and HF

•
Added SN

RIsto be “avoided” w
ith history of falls or fractures

•
Q

uetiapine, Clozapine and Pim
avanserin = exceptions

•
Have been integrated into CM

S Guidelines-F-Tag 329

9. By the 2019 Am
erican Geriatrics Society Beers Criteria® Update Expert Panel. J Am

 Geriatr Soc.2019.



CSHP SEM
INAR 2020 

16

C
RITICISM

AN
D

LIM
ITATIO

N
S

O
F

TH
EB

EERSC
RITERIA

•
M

ethodology
•

N
ot all inform

ation is evidence or outcom
es-based

•
O

pinion of an expert panel
•

Criteria do not identify all cases of inappropriate prescribing
•

M
ay som

etim
es identify appropriate prescribing as inappropriate

•
Prescribing is not a “black and w

hite” issue
•

O
utdated literature

•
Drug Interactions w

ere not included 

42. O
’M

ahony
&

 Gallangher, (2008) 
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U
N

N
ECESSARYD

RU
G

S: FEDERALR
EG

U
LATIO

N
CM

S SN
F 

G
U

IDELIN
ES: 42 CFR §

483.25(1) O
R

F-TAG
–

329
U

N
N

ECESSARYD
RU

GS

•
Each resident’s drug regim

en m
ust be free of unnecessary drugs.

•
An unnecessary drug is any drug w

hen used: 
•

In excessive d
o

s
e

IN
CLUDIN

G duplicative therapy; or 
•

For excessive d
u

r
a

t
io

n; or 
•

W
ithout adequate m

o
n

it
o

r
in

g; or 
•

W
ithout adequate in

d
ic

a
t
io

n
for its use; or

•
In the presence of a

d
v

e
r
s
e

 c
o

n
s
e

q
u

e
n

c
e

s
 

https://w
w

w
.cm

s.gov/Regulations-and-
Guidance/Guidance/M

anuals/dow
nloads/som

107ap_pp_guidelines_ltcf.pdf
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42 CFR §
483.25(1) O

R
F-TAG

–
329

•
Antipsychotics: Based on a com

prehensive assessm
ent of a resident, the 

facility m
ust ensure 

•
Residents w

ho have not used antipsychotics are not given these drugs
unless

antipsychotic drug therapy is necessary
to treat a specific condition 

diagnosed and docum
ented

in the clinical record AN
D 

•
Residents w

ho use antipsychotics receive gradual dose reductions (GDRs), 
and behavioral interventions, unless clinically contraindicated, in an effort 
to discontinue these drugs.

During the 1
st

year of antipsychotic drug use, at least 2 GDRs 
m

u
s
t

be 
attem

pted  in 2 different quarters separated by at least 1 m
onth.

https://w
w

w
.cm

s.gov/Regulations-and-
Guidance/Guidance/M

anuals/dow
nloads/som

107ap_pp_guidelines_ltcf.pdf
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F329 G
RADUALD

O
SER

EDU
CTIO

N
S(G

DR
S)

•
Clinically contraindicated

is:
•

(A) For treatm
ent of behavioral sym

ptom
s related to dem

entia, the GDR 
m

ay be considered clinically contraindicated if:
•

The resident’s target sym
ptom

s returned
or w

orsened
after

the m
ost 

recentattem
pt at a GDR

w
ithin the facility; AN

D
•

The physician
has docum

ented
the clinical rationale for w

hy
any additional 

attem
pted dose reduction at that tim

e w
ould likely im

pair
the resident’s 

function or increase distressed behavior.
•

2019 
CM

S 
F-Tags 

Addition: 
PRN

 
antipsychotropic

m
edications 

(hypnotics and antipsychotics) lim
ited to 14 days

(Transitions of Care 
SN

F)
•

Discontinue if not using 
https://w

w
w

.cm
s.gov/Regulations-and-

Guidance/Guidance/M
anuals/dow

nloads/som
107ap_pp_guidelines_ltcf.pdf
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IN
TERPRETIVEG

U
IDELIN

ES
•

R
e

g
u

la
t
io

n
s
 d

o
 N

O
T

 m
e

a
n

 c
e

r
t
a

in
 d

r
u

g
s
 c

a
n

n
o

t
 b

e
 u

s
e

d
 

•
N

e
e

d
 D

O
C

U
M

E
N

T
A

T
IO

N
p

r
o

v
in

g
 w

h
y

 t
h

e
 s

p
e

c
ific

 d
r
u

g
 is

 n
e

c
e

s
s
a

r
y

 

–
b

e
n

e
fit

s
 o

u
t
w

e
ig

h
 r

is
k

s
 

•
E

X
C

E
P

T
IO

N
: C

lin
ic

a
lly

 c
o

n
t
r
a

in
d

ic
a

t
e

d
 

•
Benefits vs. Risk Exam

ples
•

Poor renal function (CrCl< 30m
l/m

in) on HCTZ
•

Recent history of internal bleed on ASA, w
arfarin, heparin, N

SAID

9. By the 2019 Am
erican Geriatrics Society Beers Criteria® Update Expert Panel. J Am

 GeriatrSoc.2019.
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R
ISKFACTO

RS: P
O

LYPH
ARM

ACY
Æ

D
RU

G-D
RU

G
IN

TERACTIO
N

S(DDI)
•

Typically, DDI risk increases w
ith an increased num

ber of drugs: 
•

5 drugs have 10 possible 1 to 1 interactions
•

10 drugs have 45 possible
1 to 1 interactions

•
15 drugs have 105 possible 1 to 1 interactions

•
DDI Statistics:
•

13%
 risk of an DDI Æ

2 m
eds 

•
82%

 risk Æ
≥ 6 m

eds
•

~ 100%
 risk  Æ

≥ 8 m
eds

10. Goldberg RM
, et al. Am

 J Em
erg M

ed.1996.
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A
DVERSED

RU
G

EVEN
TS
Æ

H
O

SPITALIZATIO
N

•
M

ost Com
m

only Im
plicated M

edications Æ
Hospitalization (2011) 1:

•
W

arfarin (33.3%
)

•
Insulins (14%

)
•

O
ral Antiplatelet Agents (13%

)
•

O
ral Hypoglycem

ics (11%
)

•
O

pioid analgesics (4.8%
)

•
Antibiotics (4.2%

)
•

Digoxin (3.5%
)

•
Antineoplastic agents (3.3%

)

1. Budnitz DS et al. N
 Engl J M

ed.2011.
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M
EDICATIO

N-R
ELATED

H
O

SPITALIZATIO
N

S
•

1 in 4 older people hospitalized for m
ed-related problem

s
•

Accounts for 10%
 of all hospital adm

issions in the elderly population
•

30-55%
 of these hospitalizations are preventable

•
If on 5+ drugs, 1 in 3 suffer an ADR every 12 m

onths
•

1 in 4 of those w
ho suffer an ADR are considered preventable 

•
Up to 18%

 of inpatient deaths w
ere due, in part, to ADRs

•
44%

 inpatients at discharge have at least 1 unnecessary drug

11. Scott IA, et al. Evid Based M
ed.2013.
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D
EPRESCRIBIN

G
–

C
ASESTU

DY
Subjective: 

•
AB is a 72 F

verbalizing
to staff m

em
bers w

here she lived that som
ebody w

ants 
to attack and rape her

•
Becam

e extrem
ely unm

anageable and not redirectable. Suspicious, paranoid, 
im

pulsive, aggressive, and resistive to care
•

Constantly confused
w

ith her location
and w

ould believe that she is in 
Pennsylvania w

here her husband currently lives
•

N
o history

of suicide
attem

pts or m
ania. N

o history of em
otional, physical or 

sexual abuse
•

Not able to m
ake any safe plans for care and therefore, placed on a 72-hour hold 

and adm
itted to the acute psychiatric unit for further safety and stabilization
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D
EPRESCRIBIN

G
–

C
ASESTU

DYC
O

N
TIN

U
ED

Subjective
•

On 5/26/20, patient currently com
fortable, and not in any apparent distress

•
Alert &

 orientated to self, place, and partially to current tim
e 

•
Has been sleeping w

ell (~7.5 hours). How
ever, patient w

oke up m
iddle of 

the night and w
as looking for her husband and sister but then w

as able to 
go back to sleep

•
No m

ajor agitation or aggressive behaviors reported
•

Appetite is som
ew

hat fair
•

Patient denies suicidal/hom
icidal ideation. Tolerates m

edications w
ell

•
M

oreover, her m
em

ory is som
ew

hat lim
ited; insight and judgm

ent have 
im

proved but still rem
ain lim

ited
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D
EPRESCRIBIN

G
–

C
ASESTU

DYC
O

N
TIN

U
ED

PM
H •

Insom
nia, M

ajor Depressive Disorder (M
DD), and Parkinson’s disease

•
History of falls, hypothyroidism

, and BLE lym
phedem

a

O
bjective

•
Ht: 4’ 10”

•
W

t: 119 lb
•

Scr 0.91
•

Estim
ated CrCl 28.5 m

l/m
in 

•
All other labs W

NL
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D
EPRESCRIBIN

G
–

C
ASESTU

DYC
O

N
TIN

U
ED

M
edications

•
Q

uetiapine 25m
g BID + 100m

g qHS 
•

M
irtazapine 15m

g qHS 
•

Divalproex 250m
g TID (8am

 + 1pm
 + 375m

g 8pm
)

•
M

elatonin 3m
g qHS 

•
Zolpidem

 5m
g qHS PRN insom

nia 
•

Trihexyphenidyl 2m
g BID 

•
Pram

ipexole 1.5m
g q HS 

•
Carbidopa/Levodopa 25/100m

g 5 tim
es a day-

neurologist reduced 2pm
 dose 

to 10/100 w
anted to exchange Q

uetiapine for Nuplazid
•

Levothyroxine 75m
cg qAM



P
RE-A

SSESSM
EN

T
D

EPRESCRIBIN
G

IS
A

SYSTEM
ATIC

PRO
CESS

O
F

IDEN
TIFYIN

G
PO

TEN
TIAL

U
N

N
ECESSARY

DRU
GS

AN
D

DISCO
N

TIN
U

IN
G

W
HEN:

A.
Cheaper alternatives exist but are not bioequivalent

B.
A new

 prescriber is assigned
C.

Existing or potential harm
s outw

eigh existing or potential benefits 
D.

Those drugs are on backorder and/or out-of-stock
E.

The patient refuses to take them

CSHP SEM
INAR 2020 
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P
RE-A

SSESSM
EN

T
THE

FO
LLO

W
IN

G
ARE

BARRIERS
TO

DEPRESCRIBIN
G

(SELECT
ALL

THAT
APPLY):

A.
Prescriber’s resistance to change

B.
Patient’s resistance to change

C.
Prescriber’s fear of liability

D.
Patient’s m

edication dependence
E.

Prescriber’s fear of abandonm
ent

CSHP SEM
INAR 2020 
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TH
EP

RESCRIBIN
G

C
O

N
TIN

U
U

M

12. Scott IA, et al. JAM
A Intern M

ed.2015.

Therapy 
Initiation

Dose Titration
Changing or 

adding Drugs 
DEPRESCRIBIN

G
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D
EPRESCRIBIN

G
–

D
EFIN

ITIO
N

“The planned and supervised process of
DO

SE REDU
CTIO

N
 or STO

PPIN
G

of/a m
edication

that m
ay be

CAU
SIN

G HARM
or

N
O

 LO
N

GER PRO
VIDIN

G BEN
EFIT”

Reducing m
edication safely to m

eet life’s changes

13. Farrell B &
 Tannenbaum

 C. Deprescribing w
ebsite.
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D
EPRESCRIBIN

G
–

A
LTERN

ATIVED
EFIN

ITIO
N

•
A system

atic process of identifying and discontinuing drugs w
hen 

existing O
R potential harm

s outw
eigh existing or potential benefits 

based on the patient’s:
•

Goals of Care
•

Current Level of Functioning
•

Life Expectancy
•

Values
•

Preferences

12. Scott IA, et al. JAM
A Intern M

ed.2015.
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D
EPRESCRIBIN

G
–

C
O

N
TIN

U
ED

“Deprescribing is not about denying effective treatm
ent to eligible 

patients. 
It 

is 
a 

positive, 
patient-centered 

intervention, 
w

ith 

inherent 
uncertainties, 

and 
requires 

shared 
decision 

m
aking, 

inform
ed patient consent, and close m

onitoring of effects”

12. Scott IA, et al. JAM
A Intern M

ed.2015.
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D
EPRESCRIBIN

G
-C

O
N

TIN
U

ED
•

T
h

e
 P

r
o

c
e

s
s
 o

f D
e

p
r
e

s
c
r
ib

in
g

 in
v

o
lv

e
s
:

•
Diagnosing a problem

 (use of a potentially inappropriate m
ed)

•
M

aking a therapeutic decision (w
ithdraw

ing m
ed w

ith close follow
-up)

•
Altering the natural tendencies of providers to order m

ore m
eds to 

reduce the incidence of drug-related adverse events such as:
o

Falls
o

Relieving adverse effects
o

Im
proving function

o
Preventing prem

ature death

12. Scott IA, et al. JAM
A Intern M

ed.2015.
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TH
E5 STEPS

O
FD

EPRESCRIBIN
G

1.
Reconcile all m

edications and the reason for each m
edication

•
Prescription 

•
OTC 

•
Supplem

ents

2.
Determ

ine the overall harm
 the m

edication list poses to the patient
•

N
um

ber of Pills
•

Patient Age
•

Life Expectancy/Com
orbidities

•
Adherence/Cognitive Function

12. Scott IA, et al. JAM
A Intern M

ed.2015.
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TH
E5 STEPS

O
FD

EPRESCRIBIN
G

-C
O

N
TIN

U
ED

3.
Assess each drug for its ability to be deprescribed
•

N
o VALID indication

•
Part of a deprescribing cascade / taper

•
ADE > potential benefit -“Side-effect effect”

•
Further need / effectiveness

•
Preventive effect unlikely to confer any patient-oriented benefit 
based on life expectancy

•
Goals of care / patient preference

•
Drugs are im

posing unacceptable treatm
ent burden

12. Scott IA, et al. JAM
A Intern M

ed.2015.
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TH
E5 STEPS

O
FD

EPRESCRIBIN
G

-C
O

N
TIN

U
ED

4.
Prioritize the deprescribing
•

Drugs 
w

ith 
greatest 

harm
 

and least benefit
•

Drugs easiest to discontinue
•

Pills 
the 

patient 
is 

m
ost 

w
illing to discontinue first

12. Scott IA, et al. JAM
A Intern M

ed.2015.

Low
 Harm

, 
High Benefit 

Interm
ediate Harm

, 
M

oderate Benefit

High Harm
, 

Low
 Benefit
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TH
E5 STEPS

O
FD

EPRESCRIBIN
G

-C
O

N
TIN

U
ED

5.
Im

plem
ent and m

onitor deprescribing regim
en

•
Develop a m

anagem
ent regim

en betw
een prescriber and patient

•
Stop 1 m

ediation at a tim
e

•
W

een m
edications likely to cause w

ithdraw
al effects

•
Docum

ent the reasons for and outcom
es of deprescribing

12. Scott IA, et al. JAM
A Intern M

ed.2015.
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D
RU

G
S

W
ITH

D
ISCO

N
TIN

UATIO
N

P
RO

BLEM
S

TAPER
SLO

W
LY!  

4
5
. L

iu
, L

. &
 C

a
m

p
b
e
ll, I. T

ip
s
 fo

r 

D
e
p
re

s
c
rib

in
g
in

th
e
 N

u
rs

in
g
 

H
o
m

e
. A

nn. Long-Term
 

C
are24,2

6
–
3
2
 (2

0
1
6
).
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EXAM
PLES

O
FD

RU
G

S
TO

BED
EPRESCRIBED

P
RESCRIBER

EASE
O

FR
EM

O
VAL

•
M

ulti-vitam
ins

•
Iron Supplem

ents
•

Vitam
ins

•
Supplem

ents
•

Proton Pum
p Inhibitors

•
O

ral hypoglycem
ics

•
Acetylcholinesterase Inhibitors

•
Antihypertensive

•
O

pioids
•

Benzodiazepines
•

Antipsychotics

PATIEN
TR

ESISTAN
CE

O
FR

EM
O

VAL

•
O

pioids
•

Benzodiazepines
•

Acetylcholinesterase Inhibitors
•

Vitam
ins

•
Supplem

ents
•

Antipsychotics
•

O
ral hypoglycem

ics
•

Antihypertensive
•

PPI
•

Iron Supplem
ents

46. Allison, R. “W
hen less is M

ore: Deprescribing M
edication” 3/2/2019 

LECO
M

 Sum
m

er 2018 Prim
ary Care CM

E conference
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D
EPRESCRIBIN

G
–

M
YTHS

P
RO

VIDER
C

EN
TERED

•
M

yth: It can com
e off looking like you no longer care about the patient, 

you know
, “You’re old enough to die now

 so it doesn’t really m
atter”

•
W

e need m
ore research, m

ore collaborations “Education w
ould be very 

helpful for us, in sort of just giving us m
ore confidence.”

•
“The reason you don’t stop things is you think they [specialists] know

 
better than you.”

14. W
allis KA, et al. Ann Fam

 M
ed. 2017.
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14. W

allis KA, et al. Ann Fam
 M

ed. 2017.

D
EPRESCRIBIN

G
–

M
YTHS

PATIEN
TC

EN
TERED

•
M

yth: Som
e patients see m

eds as barriers betw
een them

selves and the grave

•
You need som

e funded tim
e w

ith the patient so that you can bring the 
patient in and say:

o
“This is a special appointm

ent that’s not to talk about your current m
edical 

problem
s, it’s specifically about m

anaging your m
edicines better.”

•
“
A

 p
ill fo

r
 e

v
e

r
y

 ill”
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D
EPRESCRIBIN

G
-P

ITFALLS
•

M
edication m

anagem
ent/Prescribing is crucial in practice 

•
Deprescribing is not com

m
only taught

•
Requires a lot of tim

e to assess, com
m

unicate and plan for deprescribing 
•

Can com
e w

ith inherent risks for providers and patients
•

Prescribers 
w

ant 
to 

m
aintain 

relationships 
w

ith 
both 

patients 
and 

colleagues

•
How

ever! 
Im

portant 
to 

note: 
in 

som
e 

cases, 
polypharm

acy 
is 

N
OT 

synonym
ous w

ith inappropriate treatm
ent

•
In several cases, a m

ulti-drug regim
en is necessary and appropriate

22.
Bain et alJAm

 GeriatrSoc. 2008
46. Allison, R. “W

hen less is M
ore: Deprescribing M

edication” 3/2/2019 LECO
M

 Sum
m

er 2018 
Prim

ary Care CM
E conference
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P
O

TEN
TIALB

EN
EFITS

O
FD

EPRESCRIBIN
G

IN
TH

EELDERLY
•

M
obility –

potential for im
provem

ent 
•

Cognition 
•

Potential for im
provem

ent 
•

Less risk of delirium
•

Falls –
decreased fall risk

•
Q

uality of Life –
im

provem
ent 

If deprescribing is done w
ith care/m

indfulness, there is little to no 
risk involved.

46. Allison, R. “W
hen less is M

ore: Deprescribing M
edication” 3/2/2019 LECOM

 Sum
m

er 2018 
Prim

ary Care CM
E conference
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D
EPRESCRIBIN

G
B

EN
EFITS–

P
SYCHO

ACTIVEM
EDS

•
Polypharm

acy, especially CN
S drugs, increase fall risk by 50%

•
W

ithdraw
al of psychoactive m

eds DECREASE fall risk by 66%

•
Avoiding Benzos in the elderly m

ay reduce fall risk by 10%
10

•
In a geriatric study to reduce polypharm

acy –
Global Assessm

ent 
Scale IM

PRO
VED by 88%

15

10. Goldberg RM
, et al. Am

 J Em
erg

M
ed.1996.

15. Garfinkel D &
 M

angin D. Arch Intern M
ed.2010.
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D
EPRESCRIBIN

G
B

EN
EFITSSTU

DY
•

M
ean age = 82.8 years

•
61%

 > 3 co-m
orbidities

•
M

ean # drugs w
ithdraw

n = 4.9
•

2%
 restarted

w
ithdraw

n drugs
•

Successful w
ithdraw

al in 81%
•

14%
 died, m

ean age 89
•

N
o attributable deaths/ events

•
8

8
%

 r
e

p
o

r
t
e

d
 g

lo
b

a
l im

p
r
o

v
e

m
e

n
t
 in

 h
e

a
lt

h

•
Drugs 

deprescribed 
included: 

antihypertensives, 
nitrates, 

diuretics, 
statins, oral hypoglycem

ics, PPIs…
15. Garfinkel D &

 M
angin D. Arch Intern M

ed.2010.
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EXAM
PLEARM

O
R

–
PATIEN

T
CASE

•
RH is a 68-year-old Hispanic m

ale on the inpatient psych unit
•

Com
plains that he is tired of taking all these pills that m

ake him
 feel 

“m
ore sick” 

•
States that w

hen hhe
goes hom

e in a few
 days there is no w

ay he w
ill 

rem
em

ber to take all his m
edications 

•
You are very concerned and feel like you should do som

ething about this
•

At the m
om

ent, you rem
em

ber Dr. Hoffm
an’s presented a case of w

hat 
to do in case you have a “polypharm

acy situation”
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U
SE

TH
EARM

O
R TO

O
L

A tool used to em
phasize quality 

of life as a key factor for m
aking 

decisions 
on 

changing 
or 

discontinuing m
edication

•
Assess

•
Review

•
M

inim
ize

•
O

ptim
ize

•
Reassess

16. Haque R. Ann Long-Term
 Care.2009.



ARM
O

R 
TO

O
L
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U
SETH

EARM
O

R TO
O

L

•
Assess the disease states

•
Review

 the current m
edication profile

•
M

inim
ize the am

ount of  m
edications-(cut out the unnecessary m

eds)

•
O

ptim
ize the m

edication regim
en

•
Reassess your recom

m
endations

16. Haque R. Ann Long-Term
 Care.2009.
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PATIEN
TC

ASE: M
EDICATIO

N
P

RO
FILE

RH is a 68-year-old Hispanic m
ale on the inpatient psychiatric unit s/p suicide attem

pt.
PM

H:Hypothyroidism
, HTN, Asthm

a, Diabetes, CO
PD, GERD, M

DD, GAD 
*BG &

 HTN
 are currently not w

ell controlled*

Current M
eds order

•
Hypertension Æ

Am
lodipine, Lisinopril, Hydralazine, Clonidine

•
Diabetes Æ

M
etform

in, Glipizide, NPH Insulin, Insulin Aspart
•

Asthm
a/CO

PD 
Æ

Spiriva, Dulera, 
Proventil 

HHN, Proventil 
HFA, 

Atrovent, 
Fluticasone, Prednisone, Theophylline ER

•
PsychÆ

Cym
balta, Provigil, Bupropion, Trazodone

•
Thyroid Æ

Levothyroxine
•

GERD Æ
M

etoclopram
ide, O

m
eprazole, O

ndansetron PRN
•

LIPID Æ
Atorvastatin

W
hat w

ould you recom
m

end for RH?
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ASSESS –
D

ISEASESTATES&
 M

EDICATIO
N

S
START

BY
LO

O
KIN

G
AT

EACH
DISEASE

STATE
AN

D
CO

U
N

T
N

U
M

BER
O

F
M

EDS/CLASS:
•

Hypertension Æ
Am

lodipine, Lisinopril, Hydralazine, Clonidine *4
•

Diabetes Æ
M

etform
in, Glipizide, NPH Insulin, Insulin Aspart   *4

•
Asthm

a/CO
PD 
Æ

Spiriva, Dulera, Proventil HHN, Proventil HFA, Atrovent, 
Fluticasone, prednisone, Theophylline ER *8

•
Psych Æ

Cym
balta, Provigil, Bupropion, Trazodone *4

•
Thyroid Æ

Levothyroxine *1
•

GERD Æ
M

etoclopram
ide, O

m
eprazole, O

ndansetron PRN *3
•

LIPID Æ
Atorvastatin *1

•
25 CU

RREN
T (Inpatient Psych) M

edication O
rders!
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REVIEW
–

M
EDICATIO

N
S: A

RE
TH

ERE
M

O
RE

TH
AN

3 M
EDICATIO

N
S

IN
O

N
E

CLASS?

•
CO

PD –
8 O

rders
•

Fluticasone
•

M
om

etasone/Form
oterol

•
Albuterol HFA

•
Albuterol HHN

•
Prednisone

•
Tiotropium

•
Ipratropium

 HHN
•

Theophylline

•
There are duplications of
1.

Beta agonists (Albuterol + 
Form

oterol)
2.

Anticholinergics 
(Tiotropium

 + Ipratropium
)

3.
Steroids 

(Prednisone 
+ 

M
om

etasone + Fluticasone)
4.

Theophylline + Albuterol : 
can increase BP
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M
IN

IM
IZE

–
TH

EA
M

O
U

N
T/N

U
M

BER
O

F
H

ISM
EDICATIO

N
S

•
Recom

m
endations:  Discontinue m

eds not using
(i.e. Zofran PRN) 

•
Consider 

sim
plifying 

the 
regim

en 
–

Discontinuing 
 

Albuterol, 

Fluticasone, and Prednisone –
consider Xopenex due to cardiac
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O
PTIM

IZE –
H

ISM
EDICATIO

N
R

EG
IM

EN
•

B
lo

o
d

 P
r
e

s
s
u

r
e

 is
 n

o
t
 w

e
ll c

o
n

t
r
o

lle
d

 o
n

 4
 a

g
e

n
t
s

•
Albuterol, Theophylline and Provigil m

ay increase BP
•

Consider d/c of PRN
 Clonidine (not using)

•
Consider increased dose of Lisinopril for better BP control

•
Dietician referral

•
P

s
y

c
h

 m
e

d
s

•
Duloxetine + Provigil + Bupropion + Trazodone: increase risk of serotonergic 
syndrom

e
•

Consider discontinuing one agent  (Bupropion due to sleep issue) 
•

C
h

o
le

s
t
e

r
o

l 

•
Consider therapeutic interchange from

 Atorvastatin to
o

Pravastatin
or Rosuvastatin

(depending on Lipid panel) due to drug 
interactions –

intensity statin w
ould be selected based on labs, PM

H,FH
•

Refer to dietician Æ
Nutritional issues w

ith diabetes, Lipids and BP
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O
PTIM

IZE –
H

ISM
EDICATIO

N
R

EG
IM

EN
C

O
N

TIN
U

ED
•

B
lo

o
d

 g
lu

c
o

s
e

is also n
o

t
 w

e
ll c

o
n

t
r
o

lle
d

 –
4 orders

•
RH is on 2 oral agents (M

etform
in + Glipizide) &

 2 Insulins (N
PH + N

ovolog)
o

Consider tapering and d/c oral agents w
hile increasing units of Insulin to 

com
pensate

(could keep m
etform

in but there is pill burden)
o

Im
prove control on Insulin alone w

ith NPH BID + Novolog AC m
eals routine –

N
O

 sliding scale !!! 
•

C
O

P
D

–
8 orders

•
There are duplications of: 
o

Beta agonists(Albuterol x 2 orders inhaler + nebulizer  + Form
oterol)

�
D/C x1 Albuterol order Æ

m
ay change to Xopenex for em

ergency PRN 
o

Anticholinergics(Tiotropium
 + Ipratropium

) 
�

Consider d/c of Ipratropium
 or change to PRN

 w
ith Xopenex

o
Steroids(Prednisone +M

om
etasone +Fluticasone)

�
Taper to low

est dose or d/c Prednisone if possible
�

D/C Fluticasone N
asal
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O
PTIM

IZE H
ISM

EDICATIO
N

R
EG

IM
EN

-C
O

N
TIN

U
ED

•
G

E
R

D
–

3 O
rders 

•
Zofran –

M
any drug interactions and not using Æ

D/C

•
Low

er m
etoclopram

ide and om
eprazole to low

est possible 

m
aintenance  doses for this patient Æ

D/C as soon as possible 

•
N

ote: M
etoclopram

ide m
ay cause EPS  Æ

D/C
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REASSESS –
YO

U
R

R
ECO

M
M

EN
DATIO

N
S

•
Reassess that you have covered all of his m

edications &
 disease 

states
•

M
ake sure w

hat you recom
m

ended m
akes sense and is accurate
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C
ASESU

M
M

ARY
FO

R
RH

 O
N

D
ISCHARG

E(19 Æ
10)

•
CO

PD:
M

om
etasone/Form

oterol + Tiotropium
 (from

 8 to 2 inhalers) 
tapered to d/c Prednisone, d/c Theophylline, Albuterol change to Xopenex 
HHN

 PRN
 rescue 

•
Diabetes:N

PH 30 units BID + 5 units TID AC –
no sliding scale (from

 4 to 2 
orders) FSBS < 120 upon discharge

•
Lipids:

Changed 
Atorvastatin 

to 
Pravastatin 

20 
m

g 
q 

dinner–
total 

cholesterol 195 (68 yo) 
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C
ASESU

M
M

ARY
FO

R
RH

 O
N

D
ISCHARG

E(19 Æ
10)

•
BP: Increased Lisinopril from

 10 m
g to 20 m

g qAM
+ Hydralazine 25 m

g TID 
–

BP on d/c 135/70 (d/c Am
lodipine Æ

edem
a; d/c Clonidine PRN

)

•
Depression: Duloxetine 90 m

g qHS (tapered to d/c Bupropion over 3 days, 
did not use Trazodone once Bupropion w

as d/c x 2 days slept x 8 hours)

•
GERD: Change to Fam

otidine 20 m
g qHS x 8 w

eeks (d/c O
m

eprazole, 
M

etoclopram
ide, O

ndansetron) there w
as no reflux x 4 days prior to d/c 

•
Thyroid: Increased Levothyroxine to 75m

cg qAM
 (from

 50m
cg) TSH w

as 
6.3 –

retest in 3 m
onths  -contributing factor to depression
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P
RO

BLEM
S

W
ITH

C
LIN

ICALP
RACTICEG

U
IDELIN

ES(CPG
)

•
CPGs typically focus on a SIN

GLE DISEASE
•

M
ost elderly have m

ultiple co-m
orbid conditions 

•
1 in 4 seniors have > 3 conditions

•
Seniors w

ith 1-2 conditions take 3-4 m
eds

•
Seniors w

ith 3+ conditions take 6+ m
eds

•
The evidence supporting guidelines m

ay N
OT have been O

BTAIN
ED FRO

M
 

O
LDER PATIEN

T populations w
ith their m

ultiple co-m
orbidities 

•
O

nly 9%
 of cancer drug trial patients > 75 years

•
But 43%

 of cancer patients are > 75 years 17

•
40%

 of CHF clinical trials lim
ited inclusion of seniors 18

17. Lang KJ &
 Lidder S. Br J Hosp M

ed (Lond).2010.
18. Cherubini A, et al. Arch Intern M

ed.2011.
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P
RO

BLEM
S

W
ITH

CPG
S–

C
O

N
TIN

U
ED

•
ADVERSE EVEN

TS vs. BEN
EFITS Adverse events are evaluated w

ith 
less rigor and precision than are benefits in m

ost RCTs

•
O

UTCO
M

ES vs. Q
UALITY O

F LIFE (Q
O

L) -
CPGs focus-

biom
edical 

outcom
es

•
M

aintaining a good Q
O

L and independence w
as indicated as the 

m
ost im

portant health outcom
e by nearly 80%

 of 357 seniors
19

19. Fried TR, et al. Arch Intern M
ed. 2011.
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CPG
 AN

D
LIFEEXPECTAN

CY
•

Life expectancy m
ay not be considered 

•
Patients m

ay have a life expectancy that is shorter than the 
tim

e to benefit from
 therapy

20

•
Lim

itations of prognostic tools &
 m

easures
•

Tim
e until benefit vs. tim

e until harm
•

Goal Setting Short term
 (<1 yr)

•
M

edium
 term

 (1-5 yr)
•

Long term
 (>5 yr)

•
Consider the “Goals of Care” vs. “Standard of Practice”

20. Holm
es HM

, et al. Arch Intern M
ed.2006.
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R
EVIEW

: D
EPRESCRIBIN

G
–

C
ASESTU

DY
Subjective: 

•
AB is a 72 F

verbalizing
to staff m

em
bers w

here she lived that som
ebody w

ants 
to attack and rape her

•
Becam

e extrem
ely unm

anageable and not redirectable. Suspicious, paranoid, 
im

pulsive, aggressive, and resistive to care
•

Constantly confused
w

ith her location
and w

ould believe that she is in 
Pennsylvania w

here her husband currently lives
•

N
o history

of suicide
attem

pts or m
ania. N

o history of em
otional, physical or 

sexual abuse
•

Not able to m
ake any safe plans for care and therefore, placed on a 72-hour hold 

and adm
itted to the acute psychiatric unit for further safety and stabilization
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D
EPRESCRIBIN

G
–

C
ASESTU

DYC
O

N
TIN

U
ED

Subjective
•

On 5/26/20, patient currently com
fortable, and not in any apparent distress

•
Alert &

 orientated to self, place, and partially to current tim
e 

•
Has been sleeping w

ell (~7.5 hours). How
ever, patient w

oke up m
iddle of 

the night and w
as looking for her husband and sister but then w

as able to 
go back to sleep

•
No m

ajor agitation or aggressive behaviors reported
•

Appetite is som
ew

hat fair
•

Patient denies suicidal/hom
icidal ideation. Tolerates m

edications w
ell

•
M

oreover, her m
em

ory is som
ew

hat lim
ited; insight and judgm

ent have 
im

proved but still rem
ain lim

ited
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D
EPRESCRIBIN

G
–

C
ASESTU

DYC
O

N
TIN

U
ED

PM
H •

Insom
nia, M

ajor Depressive Disorder (M
DD), and Parkinson’s disease

•
History of falls, hypothyroidism

, and BLE lym
phedem

a

O
bjective

•
Ht: 4’ 10”

•
W

t: 119 lb
•

Scr 0.91
•

Estim
ated CrCl 28.5 m

l/m
in 

•
All other labs W

NL
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D
EPRESCRIBIN

G
–

C
ASESTU

DYC
O

N
TIN

U
ED

M
edications

•
Q

uetiapine 25m
g BID + 100m

g qHS 
•

M
irtazapine 15m

g qHS 
•

Divalproex 250m
g TID (8am

 + 1pm
 + 375m

g 8pm
)

•
M

elatonin 3m
g qHS 

•
Zolpidem

 5m
g qHS PRN insom

nia 
•

Trihexyphenidyl 2m
g BID 

•
Pram

ipexole 1.5m
g q HS 

•
Carbidopa/Levodopa 25/100m

g 5 tim
es a day-

neurologist reduced 2pm
 dose 

to 10/100 w
anted to exchange Q

uetiapine for Nuplazid
•

Levothyroxine 75m
cg qAM
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D
EPRESCRIBIN

G
C

ASESTU
DY: P

H
ARM

ACIST
RO

LE
•

Hallucinations/delusions w
ere getting w

orse as m
edications w

ere 
increased

•
Clinical pharm

acist w
as called for consult

•
Pharm

acist Recom
m

endations: 
•

Decrease Carbidopa/Levodopa to Q
ID 

•
Reduce Q

uetiapine to 100m
g qHS, 

•
M

irtazapine to 7.5m
g qHS 

•
Reduce/discontinue trihexyphenidyl and Pram

ipexole.



CSHP SEM
INAR 2020 

69

D
EPRESCRIBIN

G
C

ASESTU
DY–

P
RO

G
RESSIO

N
•

Three days later patient had a m
echanical fall

•
The only m

edications changed by prescriber w
as Carbidopa/Levodopa

•
At this point, Internist and psychiatrist PRESCRIBERS w

ere involved in 
the Interdisciplinary Team

 (IDT) m
eeting to discuss m

edications 

•
The pharm

acist provided the table on the next slide…
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D
EPRESCRIBIN

G
C

ASESTU
DY: ADR TABLE

**Drug is too old to have percentage

Drug
O

rthostasis
Peripheral edem

a
Abnorm

al gait -Trem
or/dyskinesia

Xerostom
ia

Q
uetiapine

2-7%
4%

Trem
or 2-8%

9-44%

M
irtazapine

< 1%
Vasodilation 1%

1-2%
Trem

or 2%
         

25%

Sinem
et 25/100

1-5%
Up to 8%

Dyskinesia 2-17%
1-7%

Pram
ipexole

3-53%
Trem

or 3%
 

Dyskinesias 17-47%
3-7%

Depakote
1-5%

1-8%
1-5%

Trem
or –

57%
1-5%

Trihexyphenidyl
** Positive 

Positive
Positive 

Levothyroxine
(incr BP)

Zolpidem
 PRN

< 1%

Lexicom
p. Lexicom

p O
nline Database. 
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D
EPRESCRIBIN

G: C
ASESTU

DY
•

The pharm
acist persuaded the follow

ing deprescribing actions: 
•

Q
uetiapine reduction from

 150 m
g/day to 100 m

g Q
HS

o
Throughout the next w

eek, requested a further reduction to 75m
g/day, 

how
ever the psychiatrist refused further reductions

•
M

irtazapine requested to reduce from
 15 m

g Q
HS to 7.5 m

g Q
HS to 

enhance appetite how
ever prescriber refused to reduce. 

•
Sinem

et w
as reduced from

 25/100 5x/day to 25/100 Q
ID

•
Trihexyphenidyl w

as reduced from
 2 m

g BID to 2 m
g Q

HS then 1 m
g 

Q
HS x 3 days then discontinued

•
Pram

ipexole w
as discontinued

T
h

e
 p

a
t
ie

n
t
 b

e
c
a

m
e

 le
s
s
 c

o
n

fu
s
e

d
, m

o
r
e

 s
t
a

b
le

 g
a

it
 a

n
d

 B
P

 s
t
a

b
iliz

e
d

  

n
o

 ill c
o

n
s
e

q
u

e
n

c
e

s
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SCHEM
ATIC: B

ARRIERS
AN

D
EN

ABLERS

21. Anderson K, et al. BM
J O

pen.2014.

•
Aw

areness of polypharm
acy

•
Beliefs/attitudes

•
Skills, experience, know

ledge gaps

•
Feasibility -tim

e, effort, regulatory
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SCHEM
ATIC: B

ARRIERS
AN

D
EN

ABLERS

21. Anderson K, et al. BM
J O

pen.2014.
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D
EPRESCRIBIN

G
B

ARRIERS
•

Prescribers
•

Ethical dilem
m

a betw
een standard of practice (colleagues, CPG, disease 

specific outcom
es) and clinical situation

•
Lack of evidence-based approach/RCT for deprescribing

•
Resistance to change

•
W

orkload issue, lack of resources (tim
e, effort)

•
Fear of liability

•
Patient/Fam

ily
•

Fear of abandonm
ent, reality check, situation as futile

•
M

edication dependence
•

Resistance to change

22. Bain KT, et al. J Am
 Geriatr Soc.2008.; 44. LuerasJAM

DA 2017
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G
O

O
D

PALLIATIVE-
G

ERIATRIC
P

RACTICE
(G

PG
P) ALG

O
RITHM

•
Another 

algorithm
 

to 
address 

deprescribing 
decision-m

aking

23. Garfinkel D, et al. Isr M
ed 

Assoc J.2007.
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G
PG

P V
ARIATIO

N

•
Another 

variation 
of 

the 
previous 

algorithm

24. Potter K, et al. PLoS 
O

ne. 2016.
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STO
PPFRAILC

RITERIA
•

STO
PPFrail 

com
prises 

27 
criteria for PIM

 in frail older 
adults 

w
ith 

lim
ited 

life 
expectancy

•
STO

PPFrail m
ay assist providers 

in deprescribing m
edications in 

a structured fashion 
•

STO
PPFrail can be applied in 

frail older adults w
ith lim

ited 
life 

expectancy 
in 

any 
healthcare setting

25. Lavan AH, et al. Eur J Clin 
Pharm

acol.2019.
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EVIDEN
CE–

D
EPRESCRIBIN

G
ISN

O
T H

ARM
FU

L
The feasibility and effect of deprescribing in older adults on m

ortality and 
health: a system

atic review
 and m

eta-analysis
•

132 papers (n= 34143 participants) –
random

ized and observational studies that 
involved deprescribing one or m

ore m
edicines in older people

•
Robust literature search and m

ethodology
•

Random
ized studies that assessed im

pact on m
ortality (n=10, 3151 participants) 

show
ed no significant im

pact on m
ortality (OR 0.82, 95%

 CI: 0.61 to 1.11), how
ever 

w
hen restricted to interventions applied at the individual patient level (n=8, 1906 

participants) it w
as associated w

ith a reduction in m
ortality (OR 0.62, 95%

 CI: 0.43 
to 0.88). Educational interventions has no im

pact (OR 1.21 (0.86 to 1.69)
•

Non-random
ized studies (n = 2,257 participants) show

ed a significant decrease in 
m

ortality (OR 0.32, 95%
 CI: 0.17 to 0.6)

•
Subgroup analysis based on age, single m

edication/class w
ithdraw

al, cognitive 
status show

ed no significant differences in term
s of im

pact on m
ortality

26. Johansson T, et al. Br J Clin Pharm
acol.2016.
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EVIDEN
CE–

D
EPRESCRIBIN

G
ISN

O
T H

ARM
FU

L
•

Im
pact of strategies to reduce polypharm

acy on clinically relevant 
endpoints: a system

atic review
 and m

eta-analysis
•

Looked at tw
enty-five studies

•
10,980 participants

•
Com

prised 21 random
ized controlled trials 

•
Four nonrandom

ized controlled trials
•

Concluded: No convincing evidence that the strategies assessed in 
the present review

 are effective in reducing polypharm
acy or have 

an im
pact on clinically relevant endpoints

26. Johansson T, et al. Br J Clin Pharm
acol.2016.
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EVIDEN
CE–

D
EPRESCRIBIN

G
ISN

O
T H

ARM
FU

L
Im

pact of strategies to reduce polypharm
acy on clinically relevant endpoints: a 

system
atic review

 and m
eta-analysis

26. Johansson T, et al. Br J Clin Pharm
acol.2016.
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P
RACTICALR

ECO
M

M
EN

DATIO
N

SFO
R

D
EPRESCRIBIN

G
U

N
N

ECESSARYM
EDICATIO

N
SD

U
RIN

G
CO

VID-19 PAN
DEM

IC
27

•
Respiratory M

edications:
•

Short acting Æ
long acting agents

•
Routine short acting agents  PRN if on control m

edication
•

Continue inhaled (or oral) corticosteroids CO
PD

•
GO

LD standards recom
m

end m
aintaining nebulized form

ulations 28

•
Dietary Supplem

ents:
•

Discontinue OTCs unless active diagnosis
•

Gastrointestinal M
edications:

•
PPI and H2 receptor antagonists: evaluate for an appropriate indication

27. ASCP CO
VID-19 Field Guide Developm

ent Team
. Am

erican Society of Consultant Pharm
acists w

ebsite.
28. The Global Initiative for Chronic O

bstructive Lung Disease (GO
LD). GO

LD w
ebsite.
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P
RACTICALR

ECO
M

M
EN

DATIO
N

SFO
R

D
EPRESCRIBIN

G
U

N
N

ECESSARY
M

EDICATIO
N

SD
U

RIN
G

CO
VID-19 PAN

DEM
IC

27 –
C

O
N

TIN
U

ED

•
Cardiovascular M

edications:
•

Risk/benefit for statins and/or aspirin for prim
ary prevention

•
Fibrates and fish oil for hypertriglyceridem

ia only
•

Consolidate antihypertensive polypharm
acy

•
Analgesics:
•

Continue NSAIDs for chronic diagnoses

•
Antibiotics:
•

Discontinue prophylactic antibiotics
•

Use shortest duration indicated

27. ASCP CO
VID-19 Field Guide Developm

ent Team
. Am

erican Society of Consultant Pharm
acists w

ebsite.
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P
RACTICALR

ECO
M

M
EN

DATIO
N

SFO
R

D
EPRESCRIBIN

G
U

N
N

ECESSARY
M

EDICATIO
N

SD
U

RIN
G

CO
VID-19 PAN

DEM
IC

27 –
C

O
N

TIN
U

ED
•

Diabetes M
ellitus M

edications: 29

•
D/C sliding scale insulin

•
A1C goals consistent w

ith prognosis and  age
•

Replace insulin w
ith orals w

here possible
•

Anticholinergic M
edications:

•
Increased risk of pneum

onia
30,31

•
First-generation antihistam

ines, m
uscarinic receptor blockers for overactive 

bladder, paroxetine as SSRI, etc.
•

Consider D/C if possible 
•

Topicals/Treatm
ents:

•
D/C treatm

ents as m
uch as possible 

•
Routine eye drops for sim

plify &
 sym

ptom
atic PRN if using (Art tears PRN)

27. ASCP CO
VID-19 Field Guide Developm

ent Team
. 

Am
erican Society of Consultant Pharm

acists w
ebsite.

29. M
unshi M

N
, et al. Diabetes Care. 2016.

30. Szabo SM
, et al. BM

J O
pen.2019.

31. Chatterjee S, et al. J Am
 Geriatr Soc. 2016.
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P
RACTICALR

ECO
M

M
EN

DATIO
N

SFO
R

D
EPRESCRIBIN

G
U

N
N

ECESSARY
M

EDICATIO
N

SD
U

RIN
G

CO
VID-19 PAN

DEM
IC

27 -C
O

N
TIN

U
ED

•
Allergy M

edications:
•

Evaluate continued need of nasal corticosteroids
•

Decreasing Routine M
edication M

onitoring and Laboratory Testing  Frequency:
•

Hold lab orders for routine m
onitoring

•
M

ove all labs to sam
e day

•
O

rder drug levels only for toxicity
•

Decrease finger sticks for low
-risk hypoglycem

ic regim
ens (daily, w

eekly)
•

Decrease vitals (daily from
 4x/day)

•
D/C hold param

eters if  stable
•

Consolidating and Stream
lining N

ursing M
ed-Pass:

•
Decrease num

ber of m
ed passesÆ

sim
plify regim

ens daily/BID
•

Short acting Æ
long acting

27. ASCP CO
VID-19 Field Guide Developm

ent Team
. Am

erican Society of Consultant Pharm
acists w

ebsite.
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SU
M

M
ARY–

C
LIN

ICALP
EARLS

•
Polypharm

acy can lead to the need for deprescribing due to DDI, ADRs 
and regulations

•
In the elderly, Deprescribing does not appear to affect clinical outcom

es
•

The benefits outw
eigh the risks w

hen done system
ically

•
The ARM

O
R tool and the principles of deprescribing are system

ic 
processes to follow

 in order to m
ake deprescribing easier. 

•
Start deprescribing  w

ith “High Harm
 w

ith Low
 Benefit”

agents (e.g. 
opioids, benzos etc.) and other agents (e.g., vitam

ins, PRN
s not using)

•
Assess and reassess the patient’s tolerability of the deprescribing 
•

Start slow
 Æ

continue to taper as necessary



P
O

ST-A
SSESSM

EN
T

LACK
O

F
REPRESEN

TATIVE
RESEARCH

AN
D/O

R
CLIN

ICAL
TRIALS

FO
R

THE
ELDERLY

IS
ATTRIBU

TED
TO:

A.
The elderly are reluctant to enrolling in clinical trials

B.
Clinical trials often im

pose m
axim

um
 age lim

it for study subjects
C.

Younger study subjects m
ake better candidates w

hen study outcom
es and 

relevant data m
ust be collected over a long period of tim

e
D.

Clinical trials som
etim

es exclude com
orbidities or concurrent treatm

ents to 
elim

inate confounding factors
E.

B and D
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P
O

ST-A
SSESSM

EN
T

LIM
ITATIO

N
S

O
FTHEB

EERSC
RITERIA:

A.
N

ot all inform
ation is evidence or outcom

es-based
B.

Criteria do not identify all cases of inappropriate prescribing
C.

M
ay som

etim
es identify appropriate prescribing as inappropriate

D.
O

utdated literature
E.

All of the above

CSHP SEM
INAR 2020 

87



P
O

ST-A
SSESSM

EN
T

D
EPRESCRIBIN

G
IS

A
SYSTEM

ATIC
PRO

CESS
O

F
IDEN

TIFYIN
G

AN
D

DISCO
N

TIN
U

IN
G

DRU
GS

W
HEN:

A.
Cheaper alternatives exist

B.
A new

 prescriber is assigned
C.

Existing O
R potential harm

s outw
eigh existing or potential benefits 

D.
Those drugs are on backorder and/or out-of-stock

E.
The patient refuses to take them
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P
O

ST-A
SSESSM

EN
T

THE
FO

LLO
W

IN
G

ARE
BARRIERS

TO
DEPRESCRIBIN

G
(SELECT

ALL
THAT

APPLY):

A.
Prescriber’s resistance to change

B.
Patient’s resistance to change

C.
Prescriber’s fear of liability

D.
Patient’s m

edication dependence
E.

Prescriber’s fear of abandonm
ent
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