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Objectives:

Participants will be aware of approaches
to reduce medication burden of elderly patients.

Participants will be aware of the evidence for
safety of deprescribing for the elderly.

Participants will consider discussing this goal
with their frail elderly patients.
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Definition:

Deprescribing is the process of
withdrawl! of an inappropriate
medication, supervised by a health
care professional with the goal of
managing polypharmacy and
improving outcomes.

taken from Reeve et al 2015 British Journal
of Clinical Pharmacology 80: 1254.

Potentially
Inappropriate Medications

SPECIAL ARTICLES

American Geriatrics Society Updated Beers Criteria for
Potentially Inappropriate Medication Use in Older Adults

The Anerican Gertatrics Soctety 2012 Beers Criteria Update Expert Panel
J Am Geriatr Soc 2012 (Feb 29)
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Risk Difference, %

(955 01) NNH (95% €1)
Antidepressant [Reference] NA
Haloperidol 123(86-160)" 8(6-12)
Olanzapine 704298 14(10-24)
Quetiapine 32(1649° 31(21-62)
Risperidone 61(41-82° 16(12-25)
Valproic acid 5.1(18-84) 20(12-56)

neuroleptic use

taken from Mause et al 2015 JAMA Psych 72:438




Evidence for
Benefit?

Clinical Frailty Scale

1 Very Fit - People who are robust, active,

energetic and motivated. These people
commonly exercise regularly. They are
among the fittest for their age.

2 Well - People who have no active disease

symptoms but are less fit than category 1.

Often, they exercise or are very active
occasionally, e.g. seasonally.

3 Managing Well - People whose medical

problems are well controlled, but are not
regularly active beyond routine walking.

4 Vulnerable - While not dependent on

others for daily help, often symptoms limit

activities. A common complaint is being

“slowed up", and/or being tired during the day.

5 Mildly Frail - These people often have

more evident slowing, and need help in high
order IADLS (finances, transportation, heavy

housework, medications). Typically, mild

frailty progressively impairs shopping and
ki id d

alone, meal
housework.

6 Moderately Frail - People need help with
all outside activities and with keeping house.
Inside, they often have problems with stairs
and need help with bathing and might need
‘minimal assistance (cuing, standby) with
dressing.

7 Severely Frail - Completely dependent
for personal care, from whatever cause
(physical or cognitive). Even so, they seem
stable and not at high risk of dying (within
~ 6 months).

8 Very Severely Frail - Completely
dependent, approaching the end of life.
Typically, they could not recover even
from a minor illness.

9 Terminally Ill - Approaching the end of
life. This category applies to people with a
life expectancy <6 months, who are not
otherwise evidently frail.

Taken from from Moorhouse
and Rockwood J R Coll Physicians Edinb

Feasibility

Discuss the following with the patient/quardian
An evidence-based consensus exists for using the
drug for the indication given in i current dosing rate
in this patients age group and disabilty level, and the
benefit outweighs all possible known adverse effects
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] Continue with the same dosing rate | | Reduce dose |

Garfinkel and Mangin 2010 Arch intern Med 170(18):1648
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Discuss the following with the patient/guardian

Y An evidence-based consensus exists for using the
5 | drug for the indication given in its current dosing rate
€= in this patient's age group and disability level, and the
benefit outweighs all possible known adverse effects

‘ No/Not sure

Indication seems valid and relevant in this patients age | NO
group and disability level —

‘ Yes
Do the known possible adverse reactions of the drug | Y5
outweigh possible benefitin old, disabled patients? [

J No
Any adverse symptoms or signs that may be related to | Y€
the drug? >

*No
Is there another drug that may be superior to the one
in question?

JNo

Can the dosing rate be reduced with no significant risk?

e b

Continue with the same dosing rate Reduce dose
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Garfinkel and Mangin 2010 Arch intern Med 170(18):1648

Efficacy

Table 2. Success rate following 1 year of follow-up
according to number of drugs discontinued Table 3. Success rate after 1 year of follow-up according to types of

Failure ate:
re-administration

No.of Noof  Noof
patients patients drugs
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Recurrence of

n 314
by 5124
5/13 13/65
515 5/60
429 5/87
26 1126 1152
30 230 230
2119 331332
18% 10%

Iron supplement
Sedatives & tranquilizers
Antidepressants

Token from Garfinkle et al 2007 IMAJ 9:430

Taken from Garfinkle et al 2007 IMAJ 9:430

Intervention Control

group group
1yr Mortality 21% 45%
Referral to Acute care 12% 30%
Daily drug cost / pt

Before intervention

After intervention

1.74$
1.285




Efficacy

Drug Group Pts (N) Discontinuation
suggested N(%)
over 300 medications

recommended stopped
for 64 (out of 70 elderly
subjects).
58 subjects stopped all
or nearly all meds. golockers Lo 56)
furosemide 14 (78)
56 (88 %) subjects Ca channel blockers 13 (59)
reported improvement in thiazide 11 (100)
perceived general health.  omeprazole 10 (56)

antihypertensives 58 (61)
benzodiazepines 36 (100)
antidepressants 23 (51)
statins 18 (69)

Taken from Garfinkle and Mangin 2010 Arch Int Med 170:1648

3 (5 %) subjects restarted 4 medications.

10 pts hospitalized (6 discharged), 10 pts died,
causes felt not secondary to stopped medications,

except DVT occurred 3 months
after stopping warfarin.

Conclusions

Potentially inappropriate medications
for the elderly can contribute to ADE and
morbidity and mortality.

Trial of withdraw of PIM is feasible and safe.

Stopping selected medications may
improve general well being of older,
frail patients.




