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Objectives

Participants will be able to:

ïIdentify opportunities for deprescribing

ïhǇǘƛƳƛȊŜ ΨƴƛƎƘǘƳŀǊŜΩ ƳŜŘƛŎŀǘƛƻƴ ƭƛǎǘ

ïEffectively deprescribehigh yield medication 
classes



Outline

ÅWhat is deprescribing?

ÅIdentifying deprescribing opportunities

ÅBenefits and harms of deprescribing

ÅDeveloping a deprescribing plan



What are some of our challenges in 
deprescribing for our LTC residents?



Polypharmacy in LTC

ÅtƻƭȅǇƘŀǊƳŀŎȅ άƳƻǊŜ ƳŜŘƛŎŀǘƛƻƴǎ ǘƘŀƴ ƴŜŜŘŜŘΣ ƻǊ 
ŦƻǊ ǿƘƛŎƘ ƘŀǊƳ ƻǳǘǿŜƛƎƘǎ ōŜƴŜŦƛǘέ

Å48% of LTC residents in Canada on 10+ medications

Consequences 

ÅFalls

ÅCognitive and functional decline

ÅIncreased risk of adverse drug events

ÅHospitalizations, higher costs

https:// www.cihi.ca/sites/default/files/document/drug-use-among-seniors-2016-en-web.pdf

https://www.cihi.ca/sites/default/files/document/drug-use-among-seniors-2016-en-web.pdf


Challenges in older or frail patients

Kidney function reduced

Reduction in hepatic volume and blood flow

Increased sensitivity to CNS-active drugs

Increase in total fat, less muscle 

Elderly and frail can react to drugs differently 

than younger people and may have increased 

susceptibility to adverse drug effects

Am J Geriatr Pharmacother 2007;5(4):345-51

Br J Clin Pharmacol 2005;61(2):218-23. 

Drugs Aging 2009;26(12):1039-48.

Clin Geriatr Med 2012;28: 273ï286. 



Challenges in older or frail patients

Lack of evidence for 
benefits/harms of many 
drugs

Many co-morbidities, many 
drugs



Risk of drug-drug interactions

Low risk

2 5-7 8-10 

4-fold 

greater risk

8-fold 

greater risk

Number of medications

12

Johnell, K., Klarin, I. 2007. 
Drug Safety; 30 (10): 911-918

Medications may have 
unpredictable effects when 
they interact with each 
other.

More medications means a 
higher chance of 
interactions. 



Which medications increase the risk of 
falls?

13

Sources: de Jong et al. 2013. Therapeutic Advances in Drug Safety. 

4(4): 147-154 & Huang et al. 2012. Drugs & Aging 29(5):359-76



Deprescribing

Deprescribing is the planned and supervised process of 
dose reduction or stopping of a medication that may be 

causing harm or no longer be providing benefit. The 
goal of deprescribing is to reduce medication burden 

and harm while maintaining or improving quality of life.



A plain language description

Medications that were good then, might not be 
the best choice now. Deprescribing is part of 

good prescribing ςbacking off when doses are 
too high, or stopping medications that are no 

longer needed.



Steps in deprescribing
1. Compile a medication history (of 

medication experience)

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

3. Assess each medication for eligibility for 
deprescribing

4. Prioritize medications for deprescribing

5. Develop a plan for tapering and 
monitoring

6. Monitor, support and document care

²ƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΧ

Reeve E et al. Review of deprescribing processes and development of an evidence-based patient-centreddeprescribing process. Br J 
ClinPharm 2014;78(4):738-747.





Assess each drug for eligibility 

to be discontinued



Approaches to identifying medications for 
deprescribing

Explicit Implicit

ÅScreening criteria:
ïBeers

ïSTOPP/START

ÅAnticholinergic load
ïAnticholinergic 

burden scales

ÅAssess each medication
ï Indication, effectiveness, 

safety, compliance

ÅAssess each sign + 
symptom: 
ïCan this be caused by a 

drug?



Questions to ask

Are there better options available?

http://www.nhshighland.scot.nhs.uk/publications/pages/polypharmacyguidanceforprescribinginfrailadults.aspx

I Indicated?
Time to benefit

Goals of care

E Effective?
Goals of care

Clinical status ïis the drug working?

S Safe? Potential or actual adverse drug effects

C Convenient?
Pill burden

Cost

Route



Questions to ask

ÅIs this symptom being caused by a drug? 

ÅIs this drug being used to treat the side effect 
of another drug? 

https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=https://www.iconsdb.com/red-icons/question-mark-icon.html&psig=AOvVaw0F-ktcFa92TuxlGpMG_PGc&ust=1538514013796326
https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=https://www.iconsdb.com/red-icons/question-mark-icon.html&psig=AOvVaw0F-ktcFa92TuxlGpMG_PGc&ust=1538514013796326


Medications to question

ÅMost common meds assessed as 
inappropriate towards end of life:

ïLipid-lowering agents

ïVitamins, mineral supplements

ïAntihyperglycemics

ïAntihypertensives

ïAntiplatelets

BMJ Support Palliat Care 2016;doi:1136/bmjspcare-2015-000941 



Medications to question

ÅDelphi panel on medications at end of life in 
advanced dementia (n=12 geriatricians in 
USA)

SOMETIMES APPROPRIATE RARELY OR NEVER 

APPROPRIATE

PPIs

Insulin

Beta-blockers

Corticosteroids

Lipid-lowering agents

NMDA antagonists (memantine)

AChEIs

Digoxin 

Sex hormones

Cytotoxic chemotherapy

J Am Geriatr Soc 2008;56:1306ï1311.



Medications to question

OFTEN 

ESSENTIAL

Analgesics, antiemetics, antipsychotics, anxiolytics, 

anticonvulsants (rectal or injectable), 

anticholinergics for secretions, sedatives

SOMETIMES 

ESSENTIAL

Anitarrhythmics, anticonvulsants (oral), 

antihypertensives, antiparkinsonians,

corticosteroids, diuretics, immunosuppresants, 

insulin, oral antihyperglycemics, NSAIDs

NOT ESSENTIAL

ASA, antibiotics, anticoagulants, antiplatelets, 

antisecretory drugs, bisphosphonates, hormones,

vitamins and supplements, lipid-lowering agents, 

laxatives

Care Beyond Cure 2009



Blood pressure

SBP<150mmHg

140-160?

160-190? (PATH)

TARGET in very old/frail

RATIONALE
Compared to intensive control:

Å Increased risk of harm 

Å Lack of evidence for benefit

https:// www.mdedge.com/ccjm/article/96096/cardiology/promoting-higher-
blood-pressure-targets-frail-older-adults-consensus

https://www.mdedge.com/ccjm/article/96096/cardiology/promoting-higher-blood-pressure-targets-frail-older-adults-consensus


Simple 
treatment 
regimens

Target A1C < 
8.5%

Avoid 
symptomatic 

hyperglycemia

No benefit for 
intensive 
control

Discuss goals 
with family/ 

resident

Hypoglycemia 
risk important

Type 2 Diabetes

http://care.diabetesjournals.org/content/diacare/39/2/308.full.pdf

https://www.sciencedirect.com/science/article/pii/S15

2586101300460X

http://care.diabetesjournals.org/content/diacare/39/2/308.full.pdf
https://www.sciencedirect.com/science/article/pii/S152586101300460X


Prevention of CVD

ñCurrent evidence is 

insufficient to assess the 

balance of benefits and 

harms of initiating statin use 

for the primary prevention of 

CVD events and mortality in 

adults 76 years and older 

without a history of heart 

attack or stroke.ò

USPSTF 2017

PRIMARY PREVENTION

ñStatin treatment in severe frailty is 

probably not necessary, although 

there may be individualized 

circumstances that shift the 

risk/benefit ratioò

PATH 2013

http://pathclinic.ca/wp-

content/uploads/2013/11/Treating-

Hyperlipidemia_PATH-Nov-2013.pdf

SECONDARY PREVENTION

Kutneret al. Safety and benefit of discontinuing statin therapy in the setting of advanced, life-limiting illness. A randomized 
controlled trial. JAMA Intern Med 2015;175(5):691-700    https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4618294/
Holmes et al. Evidence-based deprescribing of statins in patients with advanced illness. JAMA Inter Med 2015;175(5):701-702. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4420700/

http://pathclinic.ca/wp-content/uploads/2013/11/Treating-Hyperlipidemia_PATH-Nov-2013.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4618294/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4420700/


Potentially inappropriate medications

ÅBeers criteria

ÅSTOPP criteria

ÅAnticholinergicburden

Å¦ǎŜŦǳƭ ŀǎ ƎǳƛŘŀƴŎŜΧ

Å Benzodiazepines & Z 

drugs

Å NSAIDs

Å Tricyclic antidepressants 

(e.g. amitriptyline )

Å First -generation anti -

histamines

Å Antipsychotics

Å Digoxin

EXAMPLES OF MEDS TO 

AVOID



Anticholinergic Cognitive  Burden Scale

Score 1 Score 2 Score 3

Alprazolam
Atenolol
Brompheniramine
Buproprion
Captopril
Chlorthalidone
Cimetidine
Clorazepate
Codeine
Diazepam
Digoxin
Dipyridamole

Disopyramide
Fentanyl
Isosorbide
Metoprolol
Morphine
Nifedipine
Predisone
Quinidine
Risperidone
Theophylline
Trazodone
Triamterene

Amantadine
Belladona
Carbamazepine
Cyclobenzaprine
Cyproheptadine
Loxapine
Meperidine 
Methotrimeprazine
Molindone
Oxcarbazepine 
Pimozide

Amitripyline
Amoxapine
Benztropine
Chlorpheniramine
Clemastine
Clomipramine
Clozapine
Darifenacin
Desipramine
Dicylcomine
Dimenhydrinate
Diphenhydramine
Doxepin
Flavoxate
Hydroxyzine
Imipramine

Meclizine
Nortriptyline
Olanzepine
Orphenadrine
Oxybutynin
Paroxetine
Perphenazine
Procyclidine
Promethazine
Quetiapine
Scopolamine
Thioridazine
Tolterodine
Triluoperazine
Trihexyphenidyl
Trimipramine

https:// www.health.harvard.edu/newsletter_article/anticholinergic-cognitive-burden-scale
http://www.acbcalc.com/

SalahudeenM, DuffullS, NishtalaP. Anticholinergic burden quantified by anticholinergic risk scales 
and adverse outcomes in older people: a systematic review. BMC Geriatrics 2015:15:31.
MintzerJ, Burns A. Anticholinergic side-effects of drugs in elderly people. J R SocMed 
2000;93:457-462.

https://www.health.harvard.edu/newsletter_article/anticholinergic-cognitive-burden-scale
http://www.acbcalc.com/


Goals of patient-centredtreatment

ÅHave no aim except to help patients according to 
goals they wish to achieve 

ÅStop any treatment that is not of clear benefit 

ÅSeek to use as few drugs as possible

Br J Gen Pract 2015; DOI: 10.3399/bjgp15X687001



Goals of care
&

Shared decision-making



Goals of care

ÅSymptom control

ÅQuality of  life

ÅLife -prolonging therapy

ÅDisease prevention

ÅAggressive treatment

Å Discuss with patient/family/caregiver

Å Shared decisions

J Pharm Pract Res 2011;41(2):146-51

Support Care Cancer 2014;22:1113-19

Can Fam Phys 2011;57:304-7



Collaborative Care: shared expertise

Patient

Lived

Experience

Professionals

Illness

Experts

We know 
stuff.

I know me.



Shared decisions

Å Reason help is being 

sought / decision 

being made

Å Options available

Å Outcomes that are 

important

Å Benefits/harms of 

options

COMMON 

UNDERSTANDING OF

JAMA Intern Med 2017;177(9):1237-8
JAMA Intern Med 2017;177(9):1239-40



Participation of older adults in decision-making

ÅInterviews (29 participants; 80-93; US)

ÅBarriers affecting participation

ïPerception there ŀǊŜ ƴƻ ƻǇǘƛƻƴǎ όǳǎŜ ƻŦ ǘƘŜ ǿƻǊŘ ΨǊƻǳǘƛƴŜΩύ

ïLow patient activation

ïObstructed communication with the clinician

ïPatients seeking information from few resources

ïPatient believes clinician knows their values

ïtŀǘƛŜƴǘǎ ŘƻƴΩǘ ŀŘŘǊŜǎǎ ŘƛǎŎƻǊŘ ǿƛǘƘ ŎƭƛƴƛŎƛŀƴ ŘƛǊŜŎǘƭȅ

Bynum JP et al. Participation of very old adults in health care decisions. Medical Decision Making 2014; 34:216-230.



Older adults and carersbeliefs and attitudes

ÅFour focus groups with 14 older adults and 14 carers
in Australia

ÅResults:

ïAppropriateness

ïProcess

ïWillingness

Reeve,Eet al.  Beliefs and attitudes of older adults and carersabout deprescribing of medications: A qualitative focus group study. 
British Journal of General Practice, 2016;66(649), e552ςe560. https://doi.org/10.3399/bjgp16X685669



Implications

ÅAttending physicians are the main driver in LTC

ïBe aware of influence and do not fear patient resistance

ÅA process is required for deprescribing

ïDiscussion b/w provider and patient needed

ïExplain why medication being considered

ïPatients/carersopen to being involved

ïEmphasize that medication withdrawal is a trial

ÅWhere there is resistance

ïFurther discussion may reveal reason 

ïShared decision making needed to preserver relationships



Too much medicine in older people? 
Deprescribing through shared decision making

Create awareness 
the options for 
deprescribing 

exist

Discuss options 
and potential 

benefits/harms

Explore 
preferences for 

different options

Make the 
decision

Jansen J et al. Too much medicine in older people? Deprescribing through shared decision making. BMJ (Online), 2016;353(June). 
https://doi.org/10.1136/bmj.i2893



Patient barriers

Help patient/family understand why deprescribing is 
being considered and involve in planning

Poor understanding of 

rationale and when appropriate

Not being involved in planning

Drugs Aging 2013;DOI 10.1007/s40266-013-0106-8

Not knowing options if 

symptoms return



https://youtu.be/B9JxoOpADOs


Video discussion



Case 1

Mr. Pilgrim 
Å89 years-of-age with advanced dementia living in long-term 

care
ÅWife is POA, visits daily 
ÅOther medical conditions: age-related macular 

degeneration, hypertension, stroke
ÅSpends 90% of time in bed, up in wheelchair 10% of time
ÅTotal care, incontinent of urine and stool, non-verbal (can 

grunt or moan)
ÅGrimacing and moaning with transfers, 
ÅBP 97/53 mmHg HR 56 (avgof 3 readings)
ÅCrcl= 31 mL/min (stable)



/ŀǎŜ м όŎƻƴǘΩŘύ

ÅMedications:
ïDonepezil 10 mg once daily
ïMemantine5 mg twice daily
ïVitaluxAREDS 1 caplet twice daily
ïClopidogrel75 mg once daily
ïLorazepam 0.5mg qhs
ïRamipril 5 mg once daily
ïAmlodipine 10 mg once daily
ïRosuvastatin5mg once daily
ïMultivitamin once daily
ïVitamin D 1000 IU once daily



Which medications do you question?

ÅThinking about:

ïIndications

ïTime to benefit/life expectancy

ïBenefits versus harms

ÅWhat would you discuss with Mr. 
tƛƭƎǊƛƳΩǎ ǿƛŦŜΚ 



Considerations

ÅThink about

ïGoals of care (wife wants no heroic measures, 
comfort only)

ïIndication, benefit (considering life expectancy and 
goals)

ïPotential for ADEs or interactions





EVIDENCE!

http://thesocialcsuite.net/show-me-the-money/



Evidence for deprescribing

2016 systematic review in patient > 65 years 

ïn=116 studies, mean age 74 years

ïMostly in outpatient settings

Findings

ïLikely no effect on mortality, probably reduces # of 
medications

ïAdverse effects Ąmedication specific, worsening of 
disease state, known withdrawal effects

ïLittle evidence on QOL, pt important outcomes 

ïFew studies looking at end of life
BJCP 2016; doi: 10.1111/bcp.12975



Specific studies

PATIENTS
Terminal pts Ą life expectancy 1 month to 1 

year (n=381, mean age 74 years)

INTERVENTION

Discontinue statin vs. continue

OUTCOMES

Death at 60 days Ą no difference

CV events Ą no difference

QoLĄ greater for discontinuation 

Saved $716 USD per resident 

Statins
(DOUBLE BLIND RCT)

JAMA Intern Med 2015;Doi:10.1001/jamaintermed.2015.0289



Specific studies

PATIENTS
Frail nursing home pts, n=190, mean age 82 

years, mean meds per pt = 7

INTERVENTION

Geriatric-palliative approach to reduce 

polypharmacy vs. continuation of meds

OUTCOMES

Attempts at reduction in 119 pts, 82% 

successful

Reduction in referral to acute care (18%)

Reduced mortality at 12 months in 

deprescribing group (24%)

Polypharmacy Reduction
(PROSPECTIVE COHORT STUDY)

Isr Med Assoc J, 2007. 9(6): p. 430-4



Specific studies

PATIENTS
Nursing home patients (n=95), mean age 84, 

mean # of meds at baseline = 9.5

INTERVENTIONS

Physician medication review, use of 

deprescribing algorithm 

vs. usual care 

OUTCOMES

Mean change of 2 fewer meds at 12 months 

for deprescribing intervention versus 0 for 

control 

No difference in secondary outcomes 

(survival, falls, hospital admissions)

Deprescribing in LTC
(OPEN LABEL RCT in AUSTRALIA) 

PLoS One. 2016 Mar 4;11(3):e0149984



Potential benefits of deprescribing

Fewer medications (fewer 

ADEs, drug interactions?)

Decrease financial burden 

for patient/family

Increase patient/family 

involvement and patient-

centered care



Potential harms of deprescribing

ÅWithdrawal symptoms 

ÅWorsening of underlying disease/condition

ÅPatient/family anxiety

Address these issues with 

tapering, close monitoring and 

patient/family education



ADWEs

ÅADWEs = adverse drug withdrawal events

ÅWhen in doubt, taper

ÅMonitor:

ïWithdrawal symptoms 

ïWorsening of underlying disease



Drug or drug 

class

Discontinuation

syndrome

Signs/symptoms/manifestations

Alpha-blockers W, R Agitation, headache, hypertension, palpitations

ACE inhibitors D Heart failure, hypertension

Anti-angina agents D Angina

Anticonvulsants W, D Anxiety, depression, seizures

Antidepressants W, D Akathisia, anxiety, chills,  GI symptoms, headache, insomnia, irritability, malaise, 

myalgia, depression

Anti-parkinsonians W, D, R Hypotension, psychosis, rigidity, tremor

Antipsychotics W Dyskinesias, insomnia, nausea, restlessness

Anticholinergics W Anxiety, nausea, headache, dizziness

Baclofen W, R Agitation, anxiety, confusion, depression, insomnia, hypertonia, mania, nightmares, 

seizures

Benzodiazepines W Agitation, anxiety, insomnia, seizures, confusion

Beta-blockers W, D Angina, anxiety, hypertension, tachycardia

Corticosteroids W, R, D Anorexia, hypotension, nausea, weakness, inflammation

Digoxin D Heart failure, palpitations

Diuretics D Heart failure, hypertension

Opioids W Cramping, anger, anxiety, chills, diaphoresis, diarrhea, insomnia, restlessness

NSAIDs D Recurrence of arthritis, gout

Adverse Drug Withdrawal Events (ADWEs)

D = disease recurrence, R = rebound of symptoms, W = withdrawal Isr Med Assoc J, 2007. 9(6): p. 430-4



Medications that may need tapering

Å Antidepressants 
Å Anticonvulsants
Å Antipsychotics
Å Benzodiazepines 
Å Beta-blockers
Å Calcium channel blockers
Å AChEIs
Å Corticosteroids
ÅMemantine
Å Nitrates
ÅOpioids
Å Proton pump inhibitors

J Pharm Pract Res 2011;41(2):146-51

Pharmacists Letter Mar 2016  #320305



Deprescribing approaches

Options

ÅStop the drug 

completely

ÅShift to another drug 

with more desirable 

side effect profile

ÅReduce the dose of 

the drug

ÅContinue with the 

drug

Scott, I.A., et al., Deciding when to stop: towards 

evidence-based deprescribing of drugs in older 

populations. Evid Based Med, 2013. 18(4): p. 

121-4



5 step protocol

1. Ascertain all drugs the patient is currently taking and the reasons 

for each one; 

2. Consider overall risk of drug-induced harm in individual patients in 

determining the required intensity of deprescribing intervention; 

3. Assess each drug in regard to its current or future benefit potential 

compared with current or future harm or burden potential; 

4. Prioritize drugs for discontinuation that have the lowest benefit-

harm ratio and lowest likelihood of adverse withdrawal reactions or 

disease rebound syndromes;  

5. Implement a discontinuation regimen and monitor patients closely 

for improvement in outcomes or onset of adverse effects.

Scott I et al, Reducing Inappropriate Polypharmacy The Process of 

Deprescribing , JAMA Int Med 2015 

doi:10.1001/jamainternmed.2015.0324



Prioritize drugs to deprescribe



Develop and implement a 
discontinuation plan





/ŀǎŜ м όŎƻƴǘΩŘύ

ÅMedications:
ïDonepezil 10 mg once daily
ïMemantine5 mg twice daily
ïVitaluxAREDS 1 caplet twice daily
ïClopidogrel 75 mg once daily
ïLorazepam 0.5 mg qhs
ïRamipril 5 mg once daily
ïAmlodipine 10 mg once daily
ïRosuvastatin5mg once daily
ïMultivitamin once daily
ïVitamin D 1000 IU once daily



Prioritizing and Planning

ÅWhich drug(s) would you stop first?

ÅWhich drug(s) would you stop 
abruptly?

ÅWhich drug(s) would you taper?

ÅDevelop a tapering plan

Å5ƛǎŎǳǎǎƛƻƴΧ

ïUse the worksheet and tools to 
develop a plan with your group



Monitoring

ÅThinking about the drugs you would like to 
stop

ïWhat would you be monitoring for?

ïConsider ADWEsand underlying disease



Example: benzodiazepines

Plan developed in 

collaboration with 

resident/family 

according to goals, 

values and 

preferences 

How fast/slow to taper?

What to do if withdrawal 

symptoms? 

Threshold for slowing taper 

or going back to previous 

dose

Expert Opin Drug Safety 2014 Jul;13(7):919-34

http://www.open-pharmacy-research.ca/wordpress/wp-content/uploads/deprescribing-algorithm-benzodiazepines.pdf
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Example Plan
Drug to deprescribe and rationale Plan

Multivitamin, vitamin D, Vitalux likely no 

longer necessary given limited life 

expectancy ïdiscussed with POA who is 

amenable to stopping

1. Stop multivitamin, vitamin D, Vitalux

Donepezil, memantine likely no longer 

necessary or effective given cognitive 

status and function ïdiscussed with POA 

who is amenable to attempting to taper and 

stop

1. Reduce donepezil dose to 5mg once 

daily x 2 weeks

2. Monitor function (e.g. can no longer 

moan or sit up), cognition, behaviours

3. If dose reduction tolerated, stop 

donepezil

4. Taper memantineé

Ramipril, amlodipine ïBP 97/53 mmHg 

and limited life expectancy, therefore 

antihypertensives likely not necessary ï

discussed with POA who is amenable to 

attempting to taper and stop

1. Reduce ramipril dose to 2.5 mg once 

daily x 1 week

2. Monitor BP and HR daily x 1 week

3. If dose reduction tolerated, stop ramipril

4. Taper amlodipine with monitoring of BP 

and HR



Example Plan
Drug to deprescribe and rationale Plan

Rosuvastatin ïgiven short life expectancy, 

not likely to reduce CV events or mortality; 

stopping may improve quality of life

1. Stop rosuvastatin; do not measure LDL

Lorazepam ïrisk of falls, worsening of 

cognitive impairment, daytime sedation

1. Options include stopping (already on 

lowest size tablet), cutting in half or 

asking pharmacist for help creating 

powders if slower taper needed

2. Ensure non-drug approaches to sleep 

management are being used

3. Monitor for rebound insomnia affecting 

behaviour for several days (usually 

resolves in approx. 1 week)



Drug therapy optimization at the end of life

Cruz-Jentoft, AJ et al, Drugs Aging 2012;29(6):511-521

Principles

ÅLife-extending drugs are usually not appropriate

ÅDrugs for primary or secondary prevention usually not appropriate if 

time to benefit clearly longer than life expectancy 

ÅAvoid prescribing  >5 drugs daily, as this increases risk of ADEs 

ÅPatient or caregiver is central in evaluating relevance of each 

symptom and drug

ÅRevise goals of each disease and adapt treatments accordingly 

ÅUsually start or withdraw drugs one by one to assess impact on 

symptoms/ADEs

ÅTailor dosage form/schedule to needs

ÅWithdrawing drugs may be distressing to patients/caregivers 



Case 2

Mr. Silj
Å 83 years of age
Å New admission; was living alone in retirement home however difficulty managing 
Å 3 hospitalizations in the last 6 months
Å Notable PMH: STEMI in 2005, HF class IV (EF 26%), T2D, depression (2 prior 

episodes remission x 7 years)
Å ±ŜǊȅ {h. ŀƴŘ ŎƻƴƎŜǎǘŜŘΣ ŎƻǳƎƘƛƴƎΣ ŘƛȊȊȅΣ ǘƛǊŜŘΣ άŎƻƭŘ ŀƴŘ ǿŜǘέΣ ŎƻƳǇƭŀƛƴƛƴƎ ƻŦ 

generalized pain
Å Urinary frequency 
Å Decompensated+ weak
Å Spending most of the day in bed/wheelchairςrequires 2 person assist for transfers, 

1 person assist for bathing, toileting 
Å BP 101/43mmHg HR 46 
Å Crcl24 mL/min
Å A1C 6.3%, fasting BG 5-8 mmol/L 



/ŀǎŜ н όŎƻƴǘΩŘύ

ÅASA 81mg once daily

ÅClopidogrel75mg once daily

ÅSimvastatin20mg once daily

ÅRamipril10 mg BID

ÅBisoprolol5mg once daily 

ÅSpironolactone 25 mg once 
daily

ÅAmlodipine 5 mg daily

ÅNitro patch 0.4mg/h on in 
morning off at bedtime

ÅFurosemide 80mg BID

ÅMetformin 500mg TID

ÅGliclazide MR 60mg once daily

Å Empagliflozin 25 mg daily

Å Lantus 28 units QHS

ÅMultivitamin once daily

Å Vitamin D 1000 IU once daily

Å Calcium carbonate 1250 mg 
once daily

Å Citalopram 20mg once daily

Å Acetaminophen 650mg TID



Which drugs would you think about 
deprescribing?

What would you discuss 

with Mr. Silj ?



Which drugs would you stop first?

Which drugs would you taper?



Thinking about what you would like to 
stop: what would you be monitoring for?






