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MRS JONES

Ms. Jones is a new patient to you. Her family physician retired 

last year and one of your colleagues who works in the 

Emergency Department asked if you would accept Ms. Jones as 

a patient as she has been to the ED a number of times in the 

last few months, usually with falls and once with acute 

confusion.

This is your second time meeting her and you asked her to bring 

all her medications with her.  The list is as follows:



MEDICATION LIST

1. Candesartan 4 mg PO Daily

2. ASA 81 mg PO Daily

3. HCTZ 25 mg PO Daily

4. Metoprolol 100 mg PO BID

5. Melatonin 10 mg PO QHS

6. Oxybutynin IR 5 mg PO TID

7. Atorvastatin 40 mg PO Daily

8. Clonazepam 0.5 mg PO QHS

9. Calcium 1 tab PO Daily

10. Paxil 20 mg PO Daily

11. Donepezil 10 mg PO Daily

12. Ibuprofen ES QID

13. Vitamin D 1000 IU PO Daily

14. Metformin 1000 mg PO BID

15. Glyburide 2.5 mg PO Daily

16. Pantoprazole 80 mg PO Daily

17. Metoclopramide 10 mg BID

18. Loperamide daily prn



POLL - HOW DO YOU 
FEEL WHEN YOU SEE 
THIS MEDICATION LIST?

1. Excited for the 

challenge

2. Defeated

3. Hopeless

4. Unflustered

5. Overwhelmed



OBJECTIVES

By the end of the session participants will be able to:

1. Recognize problematic medications commonly used 

in the elderly

2. Identify safer treatment alternatives

3. Apply frailty as framework to guide prescribing 

decisions

4. Recognize common pitfalls and challenges in 

deprescribing



DEFINITIONS
Polypharmacy

01
Inappropriate 
Prescribing

02
Prescribing 
Cascade

03
Deprescribing

04



DEPRESCRIBING

A "clinically supervised process 
of tapering or stopping drugs, 
with the goal of minimizing 
inappropriate polypharmacy 
and improving patient out-
comes.”

Scott IA, Hilmer SN, Reeve E, et al. Reducing 

inappropriate polypharmacy: the process of 

deprescribing. JAMA Intern Med.2015;175(5):827-834



STEPS TO 

DEPRESCRIBING

Implement
Implement a plan

•Close follow-up

•Monitor for benefit/adverse effect

Decide
Decide what medication to reduce and/or stop

•Lacking indication

•Benefit vs harm

•Patient preference

•Prioritize drugs that have the lowest benefit-harm ratio

Gather
Gather DATA:

• What drugs is patient currently taking and why? 

• Define overall treatment goals/frailty

T

This is a collaborative 

process



STEP 1 - GATHER DATA

 Match medication to medical problem/diagnosis

 Are they taking all their meds?

 Why are they on the medication?

o Is it to treat a side effect?

o Was it started in hospital?

 Is medication effective?

 What is their Frailty Score?



STEP 2 - DECIDE

 Can you eliminate unmatched or duplicates?

 Is it contributing to adverse effect?

 Is there a safer option?

 Is it still indicated?

 What matters most to the patient?



STEP 2 – HELP DECIDING

STOPP/START 
criteria for potentially inappropriate 
prescribing in older people: version 3

BEERS CRITERIA 
American Geriatrics Society 2023 updated 

AGS Beers Criteria® for potentially 

inappropriate medication use in older adults





STEP 3 - 

IMPLEMENT

 Take your time

 Don’t make too many 

changes at once

 Avoid substitutions

 Ask for help



CASE: MRS. T

 86 yo F who became your patient about 2 months ago

 This is your first time seeing her after her initial meet and greet 

 Came to you on a list of 13 medications (see page)

 Over the last few months has been feeling dizzy and when you question her further 

admits to falling twice, which she is very embarrassed about

 As part of your initial assessment, you weighed her, and she says that if that weight 

is correct she has lost 5 kg since she last checked 3 months ago

 She weighs 48 kg

 She wonders if she is having another UTI – she’s had them before and is having 

some symptoms including “foul smelling odour” from her urine



CASE: MRS. T

What else do 
you want to 

know on 
history? 

What would you 
do on physical 

exam?



MORE INFO

 Thin, fair skinned older woman, walking slowly with a cane from waiting room

 126/70 -- 95/54 standing

 Weight 48 kg

 PHx: HTN, Knee arthritis, Urinary Incontinence, Depression

 What is her function?  She needs help with shopping and housekeeping because she is too fatigued and sore, she 

stopped driving last year and depends on others to take her out to appointments and she is nervous about getting 

in and out of the bath so she has been sponge-bathing for the last 3 months.



WHAT DO YOU WANT TO TACKLE FIRST?



MEDICATION LIST

1. Candesartan 4 mg PO Daily

2. ASA 81 mg PO Daily

3. HCTZ 25 mg PO Daily

4. Metoprolol 100 mg PO BID

5. Melatonin 10 mg PO QHS

6. Oxybutynin IR 5 mg PO TID

7. Atorvastatin 40 mg PO Daily

8. Clonazepam 0.5 mg PO QHS

9. Calcium 1 tab PO Daily

10. Paxil 20 mg PO Daily

11. Donepezil 10 mg PO Daily

12. Ibuprofen ES QID

13. Vitamin D 1000 IU PO Daily

14. Metformin 1000 mg PO BID

15. Glyburide 2.5 mg PO Daily

16. Pantoprazole 80 mg PO Daily

17. Metoclopramide 10 mg BID

18. Loperamide daily prn



WHAT TO 

PRIORITIZE?

 High Risk Meds

o Anticholinergic

o Narrow therapeutic window

o Cardiac

o Sedating

 Low Hanging "fruit"

o No indication

o Duplicates

o Patient not taking

 Patient Preference

 Frailty 



ANTICHOLINERGIC 

MEDICATIONS – 

WHY WORRY?

Increase in risk of cognitive impairment

Association between developing dementia and 
cumulative anticholinergic drug use

50% odds of dementia with equivalent of 3 years of 
daily use of single strong anticholinergic medication 
at minimum effective dose for older adults

Coupland et al. Anticholinergic Drug Exposure and the Risk of 

Dementia.  JAMA Intern Med. 2019; 179 (8):1084-1093.



https://www.acbcalc.com/pages/reducing

https://www.acbcalc.com/pages/reducing


ACB CALCULATOR

 Anticholinergic Cognitive 

Burden Scale (ACB)

 Online 

Calculator www.acbcalc.com

http://www.acbcalc.com


URINARY INCONTINENCE:

IS RX REALLY HELPING?

Strong anticholinergic effect

Antimuscarinic agents: cognitive 
impairment, falls

Alpha Blocker: orthostatic hypotension

Don’t forget bowels, toileting schedule, 
dehydration, diuretics and bladder irritants!



NAUSEA

High Risk due to 
anticholinergic effect:

•Dimenhydrinate

•Metoclopramide

•H2 blockers

Try instead:

 Ginger

 Small Meals

 Is it a side effect from another med?

 Get to root cause

 PPI



HIGH RISK CARDIAC MEDS

Frequent offenders

 Digoxin – monitoring + toxicity

 Beta Blockers – orthostatic hypotension, 

fatigue

 Calcium Chanel Blockers – prescribing 

cascade

 Diuretics – orthostatic hypotension, urinary 

incontinence, feeling “dry”, electrolytes and 

creatinine need monitoring

Considerations

 Patient centered decision making

 Goals of therapy

 Burden of monitoring

 Renal function

 Orthostatic hypotension





choosingwiselycanada.org/pamphlet/sleeping-pills-and-older-adults



MEDS MAY BE MAKING INSOMNIA WORSE

https://www.cfp.ca/content/cfp/67/1/25.full.pdf

https://www.cfp.ca/content/cfp/67/1/25.full.pdf


MEDICATIONS USED FOR SLEEP THAT MAY CAUSE MORE HARM 

THAN GOOD 

 Melatonin may be effective but at lower doses 

o 3mg or less

 Mirtazapine only indicated if concurrent depression

•Trazodone

•TCAs 

•Z Drugs

•Benzodiazepines

All are high-risk 
medications





MOOD



DEPRESCRIBING 

MOOD MEDS

Why are you deprescribing?

 No longer needed?

 Ineffective?

 Right dose?

 Right diagnosis?

 Unsafe choice?

 Cross taper

https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/depress_appd.pdf



MOOD

PREFERRED ANTI-DEPRESSANTS AND ANXIOLYTICS

•Monitor sodium

Sertraline

•Monitor QT

Citalopram or Escitalopram

•May increase anxiety and insomnia

Bupropion

•Sedating but this can be a desirable adverse effect 

Mirtazapine

RISKS:

Increase Falls

Confusion

QT Prolongation

Hyponatremia

Urinary Incontinence



BENZODIAZEPINES

 Lorazepam or clonazepam 

“best of the bad”

 VERY SLOW TAPER

deprescribing.org

https://deprescribing.org/wp-content/uploads/2019/03/deprescribing_algorithms2019_BZRA_vf-locked.pdf


FRAILTY
HOW DOES FRAILTY FIT INTO PRESCRIBING AND DEPRESCRIBING



WHAT IS FRAILTY

“Frailty is a progressive physiological decline in multiple organ systems marked by loss of 

function, loss of physiological reserve and increased vulnerability to disease and death. Frail 

older adults are vulnerable to poor health outcomes including an increased risk of disability, 

social isolation and institutionalisation.” 

Moorhouse, P., and K. Rockwood. "Frailty and Its Quantitative Clinical Evaluation." The 

Journal of the Royal College of Physicians of Edinburgh 42.4 (2012): 333-40. Web.



How does frailty show 
itself?

Frailty may be observed as changes 
in complex tasks:

• Cognition - changes with 
memory/thinking

• Mobility

• Dexterity (trouble with function)

• Social engagement

Frailty isn’t all or nothing, it comes 
in levels or stages.



CLINICAL FRAILTY 

SCALE

 It is about FUNCTION



POLL: WHO ROUTINELY ADJUSTS THEIR PRESCRIBING IN PATIENTS 

WHO ARE MODERATELY OR SEVERELY FRAIL FOR THE FOLLOWING

1. Statins

2. ASA

3. Hypertensives

4. Bisphosphonates

5. Diabetic medications



FRAILTY AND 

STATINS

Severely frail elderly patients: No 
indication

Over 85 years of age: 

Likely limited benefit for risks

Over 75 years of age: 

Value of statins is controversial

https://www.choosingwisely.org/clinician-lists/amda-lipid-lowering-medications
Ruscica, M., C. Macchi, C. Pavanello, A. Corsini, A. Sahebkar, and C.R Sirtori. "Appropriateness of Statin 

Prescription in the Elderly." European Journal of Internal Medicine 50 (2018): 33-40. Web.

https://www.choosingwisely.org/clinician-lists/amda-lipid-lowering-medications


HTN AND FRAILTY

Target SBP: 140 and 160

Target: No orthostatic drop to less 

than 140

Initiate: if SBP over 160

Severe Frailty: 

Target SBP: 160 to 190
Mallery LH, Allen M, Fleming I, Kelly K, Bowles S, Duncan J, Moorhouse P. 
Promoting higher blood pressure targets for frail older adults: a consensus guideline from 
Canada.  Cleve Clin J Med. 2014 Jul;81(7):427-37. 



FRAILTY AND DIABETES – IT’S THE LOWS WE WORRY ABOUT

 Functionally dependent: 7.1–8.0%

 Frail and/or with dementia: 7.1–8.5%

 End of life: A1C measurement not recommended.

Diabetes Canada 2018 Clinical Practice Guidelines for 

the Prevention and Management of Diabetes in 

Canada. Can J Diabetes. 2018;42(Suppl 1):S1-S325.

https://guidelines.diabetes.ca/cpg/chapter37#sec6

https://guidelines.diabetes.ca/cpg/chapter37#sec6


CHOLINESTERASE 
INHIBITORS – WHEN 
TO DEPRESCRIBE?

 >12 month use with ongoing 

progression of dementia

 Severe dementia

 Increased agitation

 Weight loss or low appetite

 Worsening Urinary Incontinence

 Bradykinesia



PITFALLS AND CHALLENGES



WHAT MATTERS MOST TO THE PATIENT?



WHAT MAKES 
PRESCRIBING EASY AND 
DEPRESCRIBING HARD?

Psychological:

 We want to “do” something

 Act of “taking away” may be seen 

as lack of attention

Clinical Guidelines

When started by others

Withdrawal side effects

Complex decisions

Takes time!

Think of deprescribing as a procedure



NON-MEDICAL REASONS

 Lack of trust from patient/family

 Perception that by deprescribing we are "giving up"

 Misalignment between family/patient expectations 

and patient's level of frailty 

 Underlying all this may be cultural, religious, health 

literacy, language and/or context of marginalized or 

racialized groups.



DEPRESCRIBING 

PITFALLS

Going too fast

Substitution Effect

Trying to do it alone

Not considering frailty



RESOURCES



BLOOMPROGRAM.CA

https://bloomprogram.ca/


MEDSTOPPER.

COM



RESOURCES

 http://fewerpillslessrisk.ca

 https://deprescribing.org

 http://medstopper.com

 https://choosingwiselycanada.org/toolkit/less-sedatives-for-

your-older-relatives

 https://choosingwiselycanada.org/recommendation/pharmacist

 https://www.deprescribingnetwork.ca

 Polypharmacy and Deprescribing module: 

https://www.bruyere.org/en/polypharmacy-deprescribing

http://fewerpillslessrisk.ca
http://medstopper.com/
http://medstopper.com/
https://choosingwiselycanada.org/toolkit/less-sedatives-for-your-older-relatives
https://choosingwiselycanada.org/toolkit/less-sedatives-for-your-older-relatives
https://choosingwiselycanada.org/recommendation/pharmacist
https://www.deprescribingnetwork.ca/
https://www.bruyere.org/en/polypharmacy-deprescribing


TAKE HOME POINTS

Patient centered 
process 

Frailty will help 
focus decisions

Take your time

Don’t make too 
many changes at 

once

Avoid 
substitutions

Ask for 
help/Collaborate



ADDITIONAL CASE



MR S

 81 yo man

 His wife, Kat, is your patient and asked if you would take him on since he has not family doctor after his moved away a  couple of years ago

 Comes to you on a list of 11 medications 

 He is a proud diabetic because he never had problems with his kidneys

 Last Cr you can find is from 8 years ago

 Kat is concerned because he gets confused more easily and he is having falls

 He isn’t concerned about the falls, but is feeling nauseated more at times… but he’s sure it’s just a bug

 Besides he borrowed one of his friend’s medications that is helping 

 Also feeling more fatigued



MEDICATION LIST
 Metformin 1000 mg PO BID

 Allopurinol 300 mg PO Daily 

 Spironolactone 12.5 mg PO Daily 

 Levodopa i tab PO TID 

 Candesartan 4 mg PO Daily 

 Glyburide 2.5 mg PO Daily

 Metoprolol 15 mg PO Daily 

 Pantoprazole 80 mg PO Daily 

 Mg i tab PO BID 

 Clonazepam 0.5 mg PO qHS

 Maxeran 10 mg tabs: taking i tab BID 



CASE: MR. S

What else do you 

want to know on 

history? 

What would you do 

on physical exam?



MEDICATION LIST
 Metformin 1000 mg PO BID

 Allopurinol 300 mg PO Daily 

 Spironolactone 12.5 mg PO Daily 

 Levodopa i tab PO TID 

 Candesartan 4 mg PO Daily 

 Glyburide 2.5 mg PO Daily

 Metoprolol 15 mg PO Daily 

 Pantoprazole 80 mg PO Daily 

 Mg i tab PO BID 

 Clonazepam 0.5 mg PO qHS

 Maxeran 10 mg tabs: taking i tab BID 
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WEBSITES AND PODCASTS

Podcasts:

GeriPal: Polypharmacy and Deprescribing. July 16, 2021

The Curbsiders Internal Medicine Podcast #56 and #57 Polypharmacy and Deprescribing. September 11, 2017 

Websites:

http://fewerpillslessrisk.ca

https://deprescribing.org

http://medstopper.com

https://choosingwiselycanada.org/toolkit/less-sedatives-for-your-older-relatives

https://www.deprescribingnetwork.ca

https://pathclinic.ca/education/clinical-practice-guidelines

Polypharmacy and Deprescribing module: https://www.bruyere.org/en/polypharmacy-deprescribing

START/STOPP Toolkit: https://www.cgakit.com/m-2-stopp-start

BEERS Criteria: https://www.guidelinecentral.com/guideline/340784/

http://fewerpillslessrisk.ca
https://deprescribing.org/
http://medstopper.com/
https://choosingwiselycanada.org/toolkit/less-sedatives-for-your-older-relatives
https://www.deprescribingnetwork.ca/
https://pathclinic.ca/education/clinical-practice-guidelines
https://www.bruyere.org/en/polypharmacy-deprescribing
https://www.cgakit.com/m-2-stopp-start
https://www.guidelinecentral.com/guideline/340784/
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