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Goals

Discuss the number of prescribed medications as the single most
important predictor of inappropriate prescribing

. Define Deprescribing
. Discuss importance of Deprescribing

. List Barriers to Deprescribing including

A. under-appreciation of the scale of polypharmacy-related harm

B. multiple incentives to overprescribe

C. reluctance of prescribers and patients to discontinue medication

D. uncertainty about effectiveness of strategies to reduce polypharmacy

Share ways to counter such barriers and discuss a framework for
Deprescribing at End of Life
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Not a new concept...

The Art of Not Doing:
“it is an art of no little importance to
administer medicines properly. but, it
is an art of much greater and more
difficult acquisition to know when to
suspend or altogether to omit them”.

Year of Publication: 1806

Recent News Headlines

The New JJork Times

http://nyti ms/1DHOANH

Psychiatric Drug Overuse Is Cited by
Federal Study
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The ‘Poisonous Cocktail’ of Multiple Drugs
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Importance: Global Perspective
* 50% of medicines prescribed, sold, dispensed
inappropriately

* 50% of patients don’t take medicines correctly

* 50% of countries have no basic policy for
rational medicines use

‘WHO: 2010
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Importance: National Perspective %
1 in 4 older persons living in community hospitalized for medication-
related problems over a 5 year period

¢ 15% of older patients who attend their PCP report ADE over the previous
6 months: up to two thirds potentially preventable

* Up to 30% of admissions for patients over 75 years of age are medication
related: up to three-quarters potentially preventable

30% to 35% of unplanned readmissions involving older patients are drug
related

Int J Qual Health Care 2003& 2012, Age Ageing 2005

Importance: Scientific Perspective
Benefits and harms of medication use change with time

®

Tolerance

Age related changes in pharmacokinetics and
pharmacodynamics

Change in goals of care

New Diagnosis(drug-disease interaction)

New medications (drug-drug interaction)

Change in clinical condition itself

Change in life expectancy
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Importance: Personal Reflection ?g

» With rapid progress in the later half of last century-early
data on underuse of appropriate interventions —Potential
Under Prescribing

* Guidelines and Quality Measures led to Polypharmacy
often Rational Polypharmacy but at times also resulted
in Inappropriate Polypharmacy

* Inappropriate prescribing vs. lack of appropriate
deprescribing

@ Impact of Number of Medications to MRP
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In Summary: Impact of Irrational Prescribing

Irrational

/ Hospitalizations
<_ Prescribing —P

Geriatric Syndromes

“If Medication Related Problems (MRP) were ranked as a disease, it would
be the 5th leading cause of death in the US”

Kessler DA. JAMA 1993;269:2765-68; Classon DC et al. 1997
Bates D ctal, 1997; Kohn Letal, 1999. Beers Al M 2003




Drug-related problem: Growing need for balance @
Indication without Improper drug Drugs without
drug therapy selection, Allergy indication
Subtherapeutic
dosage
Failure to
receive drug

Inappropriate
Self-treatment

ke

Drug interaction

Inappropriate lab
monitoring

Deprescribing is ?éq

* process of tapering or stopping drugs, aimed at
minimizing polypharmacy and improving outcomes

* systematic process of identifying and discontinuing
drugs in instances in which existing or potential harms
outweigh existing or potential benefits within the context
of an individual patient’s care goals, current level of
functioning, life expectancy, values, and preferences.

Scott I. JAMA InternMed.2015

@ Deprescribing

* is an inevitable part of the good prescribing continuum

EVERYTHING
WITH A
GINNING

ND

* is a positive, patient-centered intervention, with SANE

inherent uncertainties
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HA

requires shared decision making-informed patient
consent, and close monitoring of effects—the same
good prescribing principles that apply when drug
therapy is initiated.

Requires collaboration with pharmacists and other
health professionals, discussions with patients and their
caregivers, and use of clinical tools will help physicians
to optimize medication lists and deprescribe as
appropriate

Scott 1. JAMA InternMed.2015

What Deprescribing is NOT E?

* Deprescribing is not about denying effective
treatment to eligible patients

* Rationing

@ Goals E?

1. Discuss the number of prescribed medications as the single most
important predictor of inappropriate prescribing

2. Define Deprescribing
3. Discuss importance of Deprescribing

4. List Barriers to Deprescribing including
A. under-appreciation of the scale of polypharmacy-related harm
B. multiple incentives to overprescribe
C. reluctance of prescribers and patients to discontinue medication
D. uncertainty about effectiveness of strategies to reduce polypharmacy

5. Share ways to counter such barriers and discuss a framework for
Deprescribing at End of Life

Etiology of Polypharmacy Eﬂ?

Patients
+*Self medication

*Herbal meds




Most Extreme Example: Prescribing Cascade

Barriers to Deprescribing &

terpreted as
new medical condition

Patients
*Fear
*DTC Advertising
*Reporting

Providers
*Goals of Care

%

Adverse drug effect_|—

«Life Expectancy

*Time

Memory Loss-Incontinence-Constipation-Diarrhea-Fluid and Electrolyte loss-Delirium

Systems
+ Limited Data
« Limited Incent

@ Barriers and Enablers for Deprescribing @

Patient barriers and enablers of deprescribing
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What are the barriers and enablers to deprescribing you @
have seen your practice? Patient-centered Deprescribing Process
klkl Step 1:
Barriers Potential Strategies jk] Comprehensive
medication history
Perceived and actual | Patient-centered deprescribing process
patient barriers
Inadequate guidelines | Structured deprescribing process Step 5: Monitoring, s';%gn'(?;w"y
Guideline to identify medications suitable for support and inappropriate
L R documentation PProp!
deprescribing — proton pump inhibitors (PPIs medications
Lack of time Guideline that can be used by all team
members (e.g. pharmacist or nurse care Step 3: Determine if
Step 4: Plan and the medication can
managers) initiate withdrawal be ceased and
Others? prioritisation




PPI Deprescribing Guideline Outline as an
example to create Deprescribing Guidelines

How this guideline addresses the question

Why should | consider Review of prevalence (including overuse),
stopping a PPI? costs, harms

Will it hurt my patientto  Systematic review of lower dose,

stop a PPI? intermittent, on-demand and deprescribing
trials, including relevant patient outcomes

When should I stop a PPI?  Exclusion criteria; systematic review;

When should I not stopa  comparison to current guidelines for

PPI? duration

How do | safely and Clinical considerations (based on systematic

effectively stop a PPI? review and other literature review)

What should I monitor as
the PPl is stopped?

Clinical ¢ ions (based on
review and other literature review)

Ref: Fareell, 2013
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Another example of PPI Deprescribing Algorithm
o deprescribing

Indication still | i’
unknown? s

‘ Proton Pump Inhibitor (PPI) Deprescribing

=

I
[ Recommend Deprescribing |
3

13
e e————r—— n
Decrease to lower dose o Stop PPI .
Stop and use onrdemand | Treme "™
Monitor at 4 and 12 weeks
| o
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PAA guideline “‘
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* Mild erosive, non-erosive and un- learl If indication

investigated GORD (13) * Barrett's oesophagus (2)

* Un-investigated dyspepsia (2) e 2°prevention of PUD in high risk (4)

¢ Ulcerogenic medication ceased (2) * 1°prevention of PUD in NSAID user (1)

¢ 1°prevention of PUD in low risk aspirin  «  GORD currently uncontrolled symptoms
user (2) (1)

Likely appropriate indication

* 1°prevention PUD in high risk aspirin
users (5)

* 1°prevention PUD in high risk CS users
1

* GE initiated (3)
* High Gl risk as determined by study GE

(6)
l l refiux disease, PUD=peptic ulcer disease, PCP=p
1°=primary, 2
eyt | o | [ [ yrr— | [ e
" A Framework for Reconsidering Medication Appropriateness |
W) for Patients Late in Life )
Target Criteria Example Sommtom aapon, —=——"
Who: Age, Function, Limited life
Population expectancy, goals of care
Why Case 3. Indwidualized Medicine
S

What: Drugs | High prevalence/high cost PPI

medication AntiHTN

Statins

High level of potentially

inappropriate use

With significant Harm
When Case 1. All Medications
How Potential for rebound/ e ol

return of symptoms

Auch intern Med




Future Questions %

* What factors predict who is at highest risk of medication-induced
harm?

How to develop better evidence on safety and benefits of
deprescribing of chronic medications in older patients with
multimorbidity?

How effective are different strategies for deprescribing?

What are patient and professional perspectives and attitudes
towards deprescribing?

How can guidelines assist in facilitating evidence based
deprescribing?

Additional Resources %

* http://www.lessismoremedicine.com/blog/

* www.Medstopper.com
* http://wp.rxisk.org/polypharmacy

“Don’t take any of these red pills, and
if that doesn’t work, don’t take
any of the blue ones.”

Take Home Messages %

* The single most important predictor of inappropriate prescribing and risk
of ADE is the number of prescribed drugs

« Deprescribing is the process of tapering or stopping drugs, aimed at

minimizing polypharmacy & improving outcomes- is an inevitable part of
the good patient-centric prescribing continuum

* Emerging studies and guidelines suggest the important role pharmacists
can play for appropriate deprescribing

B¢ . . . ‘
*"*g Feedback, Discussion and Questions %




