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Learning Objectives

Engage
patients, caregivers, 

and colleagues in 
collaborative 
deprescribing 

practices.

1

Effectively use evidence -
based deprescribing 
practice tools during 
brief interactions  with 

patients  and caregivers .

2

Create 
deprescribing plans
cons idering patient 

and medication 
specific factors .

3



Mrs. J, 72 yrs old, books in for a mee-and-greet 
Social history:

● Immigrated from Jamaica 24 years ago
● Speaks Patois and English
● 2 daughters and 1 son - two of them live abroad, one is close and 

involved
● Lives alone in an apartment
● Independent for ADLs and IADLs
● No regular physical activity

Pmhx:

● Diabetes
● Hypertension
● Overactive bladder (OAB)
● Hypothyroidism
● Schizoaffective disorder

● Chronic Pain
● Anxiety
● Mild CKD - GFR 44
● ? Insomnia
● ? Gastroesophageal reflux 

disease (GERD)



Mrs. J Medication List 
Hydrochlorothiazide po 25 mg daily am Celecoxib 100 mg po daily cc

Amlodipine 5 mg po daily Calcium carbonate 500 mg po daily

Metformin 500 mg po tid Vitamin D 400 units po bid

Gliclazide MR 60 mg po daily Omeprazole 20 mg po daily am

Rosuvastatin 10 mg po daily Solifenacin 5 mg po daily

Lorazepam 1 mg po daily hs Divalproex 500 mg po BID

Levothyroxine 75 mcg po daily Risperidone 2 mg daily

Acetaminophen 325 mg 2 tabs po tid prn Sertraline 75 mg po daily



Clinical Frailty Scale

Rockwood K, Theou O. Using the Clinical Frailty Scale in Allocating Scarce Health Care Resources. 
Can Geriatr J. 2020 Sep 1;23(3):210-215. doi: 10.5770/cgj.23.463. 



Clinical Frailty Scale



Polypharmacy
Quantitative definition:

○ ≥ 5 different medications
○ Hyperpolypharmacy starting at ≥ 10 medications

Qualitative definition:
○ Taking a combination of medications where the 

risks surpass the benefits for a specific individual

Images shared by the Canadian Medication Appropriateness and Deprescribing Network

Masnoon N, Shakib S, Kalisch-Ellett L, Caughey GE. What 
is polypharmacy? A systematic review of definitions. BMC 
Geriatr. 2017 Oct 10;17(1):230.



Prevalence of Polypharmac   

1. Statistics Canada, Government of Canada; 2021.
2. Drug Use Among Seniors in Canada. Canadian Institute for Health Information; 2022



Prevalence of Polypharmac   

7.      Potentially Inappropriate Medication Prescribed to Seniors. Canadian Institute for Health Information; 2025.
8.      Bureau d’Information Et D’études En Santé Des Populations. Institut National De Santé Publique Du Québec; 2024.



Consequences of Polypharm
Consequences of polypharmacy are multiple and include:
● Drug-drug interactions & drug-disease interactions

● Side effects:
○ Falls and fractures
○ Cognitive deficits
○ Hospitalizations

● Error in medication intake / poor adherence

● Increased costs and use of health care services

Mangin D, Bahat G, Golomb BA, et al. International Group for Reducing Inappropriate Medication Use & Polypharmacy (IGRIMUP): Position Statement and 10 Recommendations for Action. Drugs 
Aging. 2018;35(7):575- 587. doi:10.1007/s40266-018-0554-2 



Deprescribing
Deprescribing is the planned and supervised 
process of dose reduction or stopping of 
medications that might be unnecessary or 
causing harm. 

Farrell, B. et al. (2016) ‘Methodology for developing deprescribing guidelines: 
Using evidence and grade to guide recommendations for deprescribing’, 
PLOS ONE, 11(8). doi:10.1371/journal.pone.0161248. 

Deprescribing is a systematic process of identifying and discontinuing drugs in 
instances in which existing or potential harms outweigh existing or potential benefits 
and it takes into consideration the patient’s goals of care, level of functioning, life 
expectancy, values and preferences. (Scott, et al 2015).



What does the evidence say abo  
Mortality (Primary outcome):
● No significant impact in randomised (OR 0.96, 95% CI 0.84–1.09) 

and non-randomised (OR 0.70, CI 95% 0.36–1.38) studies 
● However, ↓ mortality in specific subgroups :

○ The “young old”: (65–79 y.o.) (OR 0.71, 95% CI 0.51–0.99) and
○ Patient-specific interventions : (OR 0.79, CI 95% 0.63–0.99)

Secondary outcomes:
● ↓ in medication burden (# of medications) and potentially inappropriate medications
● No significant change in adverse drug withdrawal events, falls, fractures, adverse drug 

events, ER visits, hospitalisations, cognition, quality of life

(Systematic review and meta-analysis 2024 - 259 studies)

Quek HW,  et al. The effect of deprescribing interventions on mortality and health outcomes in older people: An updated systematic review and meta-
analysis. Br J Clin Pharmacol. 2024 Oct;90(10):2409-2482. 



Who should you prioritise?
High-risk patients:

● Side effects present
● Polypharmacy
● Presence of potentially inappropriate medications
● Multiple comorbidities, neurocognitive disorder
● Recent and/or multiple hospitalizations
● Adherence challenges
● Isolated and/or frail patients

Cosgrave N et al. Age Ageing. 2025 Aug 1;54(8):afaf231. 
Jennings E, et al. Age Ageing. 2019 Jan 1;48(1):10-13. 
Scott IA et al. Am J Med. 2012 Jun;125(6):529-37.e4.
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Deprescribing –global steps
1 3 5
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IDENTIFY medications 
to be targeted for 

cessation

PLAN tapering and 
withdrawal steps

CLEARLY DOCUMENT the 
plan and results in the 

electronic medical record.

ENGAGE the patient 
and family caregivers 

in this process.

MONITOR withdrawal 
events and offer 

support to the patient

Farrell B et al. Am Fam Physician. 2019;99(1):7-9.
Coe A et al. BMJ Open. 2021;11(9):e052547.
Scott et al. JAMA Intern Med 2015;175:827-834.
Pravodelov V. Med Clin North Am. 2020;104(5):751-765. 

REVIEW all current 
medications

6



Mrs. J’s Case
“I struggle with constipation… and I’m constantly 

drinking water as my mouth feels dry”

On examination:
● Weight  75 kg, Height 165 cm
● BP: 130/80 mmHg
● HR 80 bpm

Recent labs:
● CBC - Hb 125 g/L
● Na 138 mmol/L, K 4.1 mmol/L, Ca 2.3 mmol/L
● ALT 25 IU/L, 
● Valproate level 450 umol/L (350-700 umol/L N)
● HbA1C 6.8%
● Creatinine 115, uACR <2 (eGFR 44, stage IIb 2021 CKD-EPI)
● TSH 6.5 mIU/L, FT4 10 pmol/L



Mrs. J’s Case

Is this an appropriate moment for 
reassessment of Mrs. J’s medications?



When should deprescribing  

● Hospitalised / 
discharged

● Transition of care

Evolving situation

● Request from patient 
or family member

● High-risk drug 
combinations

● Prescribing cascades
● Non-adherence
● Refills

Stable situation but…

● Change in goals of care
● Change in ADL/IADL
● Emergence of new 

symptoms
● Progression of chronic 

disease
● Deterioration of renal 

function

Changes in health status
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How can we approach depr
Practical tips…

● Introduce medication reassessment / optimization as first goal
➢ Then if some may be ↓, simplified or stopped over time… why not!

● Involve caregiver when appropriate

● Use brochures and book follow-up for discussion/questions

● Team/Interdisciplinary work
➢ Pharmacist, Nurse, Specialist…

● Be realistic & safe… start with one medication!



Engaging Patients in Depre
May start before they enter your office !

DeprescribingNetwork.ca/useful-resources/



ENGAGE patients and careg
Some useful questions adapted from the “Patients' attitudes 
towards deprescribing” questionnaire:

➢Do you feel that you are taking a large number of medications ?

➢Are you comfortable with the number of medications you are taking ?

➢Do you believe that all your medications are necessary ?

➢Do you feel that one or more medications may give you side effects or 
make you uncomfortable ?

➢Would you agree to reduce the number of medications that you are taking 
with appropriate follow-up from your healthcare team ?

Roux B et al. Res Social Adm Pharm 2020; S1551-7411(20)31170-0. doi: 10.1016/j.sapharm.2020.11.004. 



ENGAGE patients and care
Some useful questions adapted from the “Patients' attitudes 
towards deprescribing” questionnaire:

➢Do you feel that you are taking a large number of medicines ?

➢Are you comfortable with the number of medications you are taking ?

➢Do you believe that all your medications are necessary ?

➢Do you feel that one or more medications may give you a side effects or 
make you uncomfortable ?

➢Would you agree to reduce the number of medicines that you are taking 
with appropriate follow-up of your healthcare team ?

Sirois C, Ouellet N, Reeve E. Community-dwelling older people's attitudes towards deprescribing in Canada. Res Social Adm Pharm. 2017;13(4):864-870. 
doi:10.1016/j.sapharm.2016.08.006
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Mrs. J Medication List -Recall
Hydrochlorothiazide po 25 mg daily am Celecoxib 100 mg po daily cc

Amlodipine 5 mg po daily Calcium carbonate 500 mg po daily

Metformin 500 mg po tid Vitamin D 400 units po bid

Gliclazide MR 60 mg po daily Omeprazole 20 mg po daily am

Rosuvastatin 10 mg po daily Solifenacin 5 mg po daily

Lorazepam 1 mg po daily hs Divalproex 500 mg po BID

Levothyroxine 75 mcg po daily Risperidone 2 mg daily

Acetaminophen 325 mg 2 tabs po tid prn Sertraline 75 mg po daily



Match Medications and Indications
Hypertension
Hydrochlorothiazide po 25 mg daily am
Amlodipine 5 mg po daily

Chronic pain
Celecoxib 100 mg po daily cc
Acetaminophen 325 mg 2 tabs po tid prn

DM type II
Metformin 500 mg po tid
Gliclazide MR 60 mg po daily

Primary prevention - cardiovascular (Diabetes type II)
Rosuvastatin 10 mg po daily

Anxiety
Sertraline 75 mg po daily

OAB
Solifenacin 5 mg po daily

Schizoaffective disorder
Divalproex 500 mg po BID
Risperidone 2 mg daily
Sertraline 75 mg po daily

? GERD vs Gastroprotection 
Omeprazole 20 mg po daily am

?Insomnia
Lorazepam 1 mg po daily hs

Primary prevention - bone health
Calcium carbonate 500 mg 
Vitamin D 400 units po bid

Hypothyroidism
Levothyroxine 75 mcg po daily



Identify orphan medications
Hypertension
Hydrochlorothiazide po 25 mg daily am
Amlodipine 5 mg po daily

Chronic pain
Celecoxib 100 mg po daily cc
Acetaminophen 325 mg 2 tabs po tid prn

DM type II
Metformin 500 mg po tid
Gliclazide MR 60 mg po daily

Primary prevention - cardiovascular (DM Type II)
Rosuvastatin 10 mg po daily

Anxiety
Sertraline 75 mg po daily

OAB
Solifenacin 5 mg po daily

Schizoaffective disorder
Divalproex 500 mg po BID
Risperidone 2 mg daily
Sertraline 75 mg po daily

? GERD vs Gastroprotection 
Omeprazole 20 mg po daily am

?Insomnia
Lorazepam 1 mg po daily hs

Primary prevention - bone health
Calcium carbonate 500 mg 
Vitamin D 400 units po bid

Hypothyroidism
Levothyroxine 75 mcg po daily
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IDENTIFY medications to be targ   
Consider …

● No benefit: 
○ Indication is unclear or absent
○ Ineffective (no observed improvements or evidence lacks clear benefit)

● Potentially inappropriate medications / harms outweigh benefits
○ Especially if there are signs of toxicity 
○ Prescribing cascades

● Symptoms are stable or non-existent
● Preventative drugs

○ Potential benefits are unlikely because of limited life expectancy
● Individualize treatment goals and objectives
● Medication burden & cost

https://www.vecteezy.com/vector-art/14384860-medicine-and-pills-cartoon-vector-icon-illustration-medical-healthy-icon-concept-isolated-premium-vector-flat-cartoon-style



Which medications would you targ    
deprescribing ?



● Antihistamines (1st generation)
● Benzodiazepines / zopiclone / barbiturates
● Amitriptyline, doxepin, paroxetine
● Antipsychotics
● Sulfonylureas: glyburide, gliclazide
● Aspirine (primary prevention)
● Warfarin, rivaroxaban
● Digoxin > 0.125mg/day
● Clonidine, alpha-blockers, amiodarone

● Nitrofurantoin
● Muscle relaxants
● NSAIDs
● Estrogens
● Metoclopramide
● Proton pump inhibitors
● GI antispasmodics (ex dicyclomine)
● Mineral oil (oral)
● Anticholinergics

Beers criteria - J Am Geriatr Soc 2023

Examples of potentially inappropriate med   



Mrs. J Medication List : Potentially Ina  
Hydrochlorothiazide po 25 mg daily am Celecoxib 100 mg po daily cc

Amlodipine 5 mg po daily Calcium carbonate 500 mg po daily

Metformin 500 mg po tid Vitamin D 400 units po bid

Gliclazide MR 60 mg po daily Omeprazole 20 mg po daily am

Rosuvastatin 10 mg po daily Solifenacin 5 mg po daily

Lorazepam 1 mg po daily hs Divalproex 500 mg po BID

Levothyroxine 75 mcg po daily Risperidone 2 mg daily

Acetaminophen 325 mg 2 tabs po tid prn Sertraline 75 mg po daily



Anticholinergic Burden Calcu
Recall of Mrs J: “struggles with constipation… 
constantly drinking water… mouth feels dry”

Anticholinergic burden 
calculator: 
acbcalc.com/

A score ≥ 3 is associated 
with increased risk of 

cognitive issues and death 

Mehdizadeh, David et al. Drugs Real World Outcomes. 2021;8(4):431-458. doi: 10.1007/s40801-021-00256-5.
Fox C, Richardson K, Maidment I, et al. Journal of the American Geriatric Society. 2011; 59(8): 1477-1483 

https://www.acbcalc.com/


Mrs. J’s Case: Identifying Prescribing 
ThinkCascades: Tool for Identifying Clinically Important Prescribing Cascades 

Affecting Older People

McCarthy LM, Savage R, Dalton K, et al. 
Drugs Aging. 2022;39(10):829-840. 
doi:10.1007/s40266-022-00964-9



On levothyroxine  75 mcg po daily

TSH = 6.5 mIU/L 

(normal range from your lab :  0.45–4.50 mIU/L)

Would you increase her 
levothyroxine ?



Which target for her TSH ? 
Guidelines - American Thyroid Association - Key points :
● Normal TSH ranges are higher in older populations

○ 97.5% confidence interval in healthy elderly persons = 7.5 mIU/L
○ Higher TSH targets may be appropriate.

● Reasonable to ↑ TSH target to 4–6 mIU/L in persons > 70–80 years.

Endocrine Society Scientific Statement on Hormones and Aging (2023) : 

“Whether the target TSH range for treated thyroid dysfunction should be the same 
as the range used to define thyroid dysfunction in an older individual requires 

evaluation”

Cappola AR, et al. J Clin Endocrinol Metab. 2023;108(8):1835-1874. doi:10.1210/clinem/dgad225
Jonklaas J et al. Thyroid. 2014 Dec;24(12):1670-751. doi: 10.1089/thy.2014.0028. 
https://www.shutterstock.com/search/question-face-emoji



Perspective from other guid  
HAS guideline (Haute autorité de santé) 

● Target = TSH within normal limits according to age

● Proposed upper limit :

https://www.has-sante.fr/jcms/p_3216305/fr/prise-en-charge-des-dysthyroidies-chez-l-adulte

65-69 years old 6 mUI/L

70-79 years old 7 mUI/L

80-89 years old 8 mUI/L

90-99 years old 9 mUI/L

≥ 100 years old 10 mUI/L



→Online tool to identify possible targ   



MedSafer.org
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At this point, 
which medications would you want to discuss 

reassessing first?



● Make one modification at a time, whenever possible;
● Progressively discontinue treatments when there is a risk of adverse effects 

associated with withdrawal.
● Some useful resources for tapering available :

○ https://deprescribing.org/
○ https://www.deprescribingnetwork.ca/
○ https://tapermd.com/
○ https://kiktools.amsterdamumc.org/falls/decision-tree/

Prioritize the drug...
• Most harmful and least beneficial (presence of side effects)
• Easy to discontinue (low risk of withdrawal)
• For which the patient is willing to stop

Prioritizing Deprescribing

Image credit : flaticon.com

https://deprescribing.org/
https://deprescribing.org/
https://www.deprescribingnetwork.ca/
https://www.deprescribingnetwork.ca/
https://tapermd.com/
https://tapermd.com/
https://kiktools.amsterdamumc.org/falls/decision-tree/
https://kiktools.amsterdamumc.org/falls/decision-tree/
https://kiktools.amsterdamumc.org/falls/decision-tree/
https://kiktools.amsterdamumc.org/falls/decision-tree/


Deprescribing.org
https://deprescribing.org/wp-
content/uploads/2018/08/AHG-
deprescribing-algorithms-2018-
English.pdf

What should 
we do about 
her gliclazide ?

HbA1C 6.8 %

https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf


Mrs. J Medication List
High impact

Low impact

Easy to do Difficult to do 

● Stop gliclazide

● Stop solifenacin
● Stop celecoxib ● Stop Benzo

● Stop Calcium

● Stop PPI

● Switch BP med



Engaging the patient in depres  
sedatives

How would you 
approach Mrs. J 

about her sedative ?

Images du Réseau canadien pour l’usage approprié des médicaments (droits réservés)
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1. Direct approach
“I see you are taking a lot of pills. I would like to discuss them with you to 
reassess them and make sure that each one is still helping you.”

2. Indirect approach
“How is your sleep?... There are some new studies on sleeping pills that I want to 
discuss with you.”

3. Emotional approach
“Regarding your memory problems, falls, etc.... I am concerned that...”

Choosing the right words!



51

4. Risks and benefits
"If we reduce the dose or stop your medication, you may have more difficulty 
sleeping for a few nights, but we can work on that to help you sleep without 
medication. However, you may feel more awake in the morning and be less at 
risk of falling. "

5. Exploring options
"What matters most to you? Is this something you would be willing to consider? 

6. Using the EMPOWER brochure
“Read this and we'll discuss it at your next visit.”

Choosing the right words!



From: DeprescribingNetwork.ca

EMPOWER Brochures



https://www.deprescribingnetwork.ca/patient-handouts





Benzodiazepines tapering : G  
● Individualize tapering process to minimize withdrawal 
● Goal = discontinuing or ↓ to lowest dose 
● Initial pace of the BZD taper : 

○ ↓ 5 to 10% every 2–4 weeks. 
○ Should typically NOT exceed 25% every 2 weeks.

● Consider pausing or slowing taper if significant symptoms 
● Consider hyperbolic tapering if withdrawal symptoms
● In older adults, do NOT switch to long-acting BZD for tapering

Brunner E, et al. Joint Clinical Practice Guideline on Benzodiazepine Tapering: Considerations When Risks Outweigh Benefits. J Gen Intern Med. 2025;40(12):2814-2859. 
Pottie K, et al. Deprescribing benzodiazepine receptor agonists: Evidence-based clinical practice guideline. Can Fam Physician. 2018 May;64(5):339-351.
https://medium.com/mindful-unwind/how-to-explain-hyperbolic-tapering-to-friends-family-and-health-professionals-50c7dc2e87b6

“ It may take months to years to fully taper off BZDs, particularly if on a 
high dose for an extended period of time. ”

Take your time !



BZD: Longer duration = longer a    

Canadian Guidelines on Benzodiazepine Receptor Agonist Use Disorder Among Older Adults. 
Canadian Coalition for Seniors’ Mental Health, Toronto, Canada (2019).
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Deprescribing plan -Document !
1. Pain Management & NSAID Use
● STOP celecoxib re: renal risk (eGFR) and HTN.
● Trial topical NSAID (e.g., diclofenac gel).
● Promote non-pharmacological strategies - PT referral done

2. Diabetes / HTN / CKD
● STOP gliclazide: ↑ risk of hypoglycemia & HbA1c well-controlled 
● Continue statin as indicated due to high CV risk with diabetes
● Consider switching HCTZ to ACE inhibitor or ARB, especially given DMII & CKD
● Consider addition of SGLT2

3. OAB / Anticholinergic Burden
● STOP solifenacin due to anticholinergic side effects (constipation, dry mouth)
● Solifenacin may be due to polyuria 2ary diuretic (prescribing cascade)
● If still symptomatic, trial mirabegron 



Deprescribing plan -Document !
4. Benzodiazepine Use (lorazepam)
● Consider gradual tapering over several months
● ↑ risk of falls and cognitive impairment
● Encourage non-pharmacological approaches (e.g., CBT, sleep 

hygiene) → Brochures given

5. Anxiety/Schizoaffective disorder
● Stable mental status  - Continue current regimen for now

6. Other
● Keep same dose levothyroxine 
● R/A calcium supplement in favor of nutritional intake vs constipation 



Deprescribing plan -Document !
Monitoring & Follow-Up: 

- BP, glycemic control, pain control
- HbA1c, TSH, Creatinine & lytes, eGFR, uACR in 3-6 months
- Mental health status + ADEs from psychotropics
- Consider tapering PPI if no other indication & symptomatic after stopping 

celecoxib
- Re-discuss benzo use at next appointment



12 years later….

Images generated by AI using ChatGPT, September 2025



● Now known with major neurocognitive disorder
● Her daughter is present with her to help with 

comprehension
● In the last 12 years, developed HFrEF and her DMII 

treatment has intensified
● 2 falls in past year
● In hospital was delirious during the nights and initiated on 

low-dose quetiapine 
● Delirium has resolved in home environment
● Her appetite has decreased 

○ Weight now 66 kg
○ BP sitting 115/78 mmHg HR 66 bpm

Mrs J., age 84, presents to your office t  
follow up post-hospitalization after a fall



Most recent bloodwork:

● HbA1C 7.2 %
● Hb 110 g/L 
● Na 138 mmol/L, K 4.1 mmol/L, Ca 2.3 mmol/L
● ALT 25 IU/L
● Valproate level 450 umol/L (350-700 umol/L)
● Creatinine 170 (eGFR 25)
● TSH 7.5 mIU/L, FT4 10 pmol/L

Family is concerned as she is not as sharp as she was 
and is now reliant on homecare for cleaning, medication 
assistance, and bathing 

Mrs J., age 84, presents to your office t  
follow up post-hospitalization after a fall



Clinical Frailty Scale



Furosemide 40 mg po daily Levothyroxine 75 mcg po daily

Candesartan 16 mg po daily Vitamin D 10,000 units po q 1 week

Carvedilol 25 mg po bid Pantoprazole 40 mg po daily am

Spironolactone 25 mg po daily Risperidone 2 mg po daily  + Quetiapine 25 mg po hs prn

Semaglutide 1 mg subcutaneous q 1 week Divalproex 500 mg po bid

Metformin 500 mg po daily Duloxetine 60 mg po daily

Empagliflozin 10 mg po daily Pregabalin 75 mg po bid

Insulin Lantus 25 U subcutaneous daily hs Hydromorphone 1 mg po q4h prn

Rosuvastatin 10 mg po daily Acetaminophen 325 mg 2 tabs po tid prn

Update: Mrs. J’s Current Medication L



Fall risk 
assessment

World guidelines 
for falls 

prevention
Montero-Odasso M et al. Age 
Ageing. 2022 Sep 2;51(9):afac205



Fall risk assessment
● 2 falls in past year - “lost her balance” 
● Orthostatic hypotension screening  + 

○ Lying to standing : SBP 132 → 103 mmHg with dizziness
● Cardiovascular and neurological assessment

○ Peripheral neuropathy 2nd DMII
● Using 4-wheel walker 
● Gait / physical assessment :

○ ↓ walking speed
○ Shuffling gait
○ Stiffness / Cogwheeling 

● Has medical alert system for fall detection

Which 
medications 
should we 
reassess ?

https://www.dreamstime.com/illustration/elderly-patient-falling.html



Which medications should w   



STOPPFall 
Benzodiazepines Benzo "related 

drugs" Antipsychotics Opioids Antidepressant

Anticholinergics Antiepileptics Diuretics Alpha-blockers 
(antihypertensives)

Alpha-blockers 
(BPH)

Centrally-acting 
antihypertensives Antihistamines Vasodilatators Overactive 

bladder agents

https://kiktools.amsterdamumc.org/falls/decision-tree/
Seppala LJ. Age Ageing. 
2021;50(4):1189-1199.



STOPPFall -Mrs J’s 
Benzodiazepines Benzo "related 

drugs" Antipsychotics Opioids Antidepressant

Anticholinergics Antiepileptics Diuretics Alpha-blockers 
(antihypertensives)

Alpha-blockers 
(BPH)

Centrally-acting 
antihypertensives Antihistamines Vasodilatators Overactive 

bladder agents

https://kiktools.amsterdamumc.org/falls/decision-tree/
Seppala LJ. Age Ageing. 
2021;50(4):1189-1199.



Assess relation with current symptoms :

● Orthostatic hypotension 
○ Hypovolemic status  - R/A furosemide dosing
○ Carvedilol (Beta + alpha blocker)
○ SGLT-2 inhibitor (empagliflozin)
○ Antipsychotic side effect

● Extrapyramidal / Parkinsonian side effects :
○ Quetiapine, Risperidone

● Hypoglycemia?:
○ R/A insulin dose 

● Gait / balance impairment 
(+/- drowsiness)
○ Pregabalin
○ Hydromorphone
○ AP, (AD, divalproex)

Mrs J : Which meds to prioritize for dep  
with respect to fall risk ? 



Which HbA1C target now fo    
Status Functionally 

independent
Functionally 
dependent

Frail and/or with 
dementia

End of life

Clinical Frailty Scale 1-3 4-5 6-8 9

A1C target
Low risk 
hypoglycemia (no 
insulin or 
sulfonylurea)

≤7.0% <8.0% <8.5% A1C measurement 
not 

recommended.
Avoid 

symptomatic 
hyperglycemia or 
any hypoglycemiaA1C target

Higher risk 
hypoglycemia (on 
insulin or 
sulfonylurea)

7.1-8.0% 7.1-8.5%

Can J Diabetes 42 (2018) S283–S295.



Short-term 

Example of deprescribing proce     

● ↓ and stop quetiapine
● ↓ furosemide
● ↓ semaglutide
● Stop hydromorphone

Progressively with next follow-ups 

Depending of symptoms/evolution : 

● ↓ insulin (to avoid hypoglycemias)
● ↓ risperidone dose (EPS)
● ↓ pregabalin (? neuropathic component)
● ↓ HF medications +/- empagliflozin (If 

symptomatic orthostatic hypotension/ 
low BP persists)

● R/A pantoprazole 



https://www.deprescribingnetwork.ca/patient-handouts https://www.primaryhealthtas.com.au/wp-
content/uploads/2023/03/A-guide-to-deprescribing-
gabapentinoids.pdf



https://www.primaryhealthtas.com.au
/resources/deprescribing-resources/

Useful resources

https://www.primaryhealthtas.com.au/resources/deprescribing-resources/
https://www.primaryhealthtas.com.au/resources/deprescribing-resources/
https://www.primaryhealthtas.com.au/resources/deprescribing-resources/
https://www.primaryhealthtas.com.au/resources/deprescribing-resources/


Deprescribing Tools to Help You   
• Evidence-based tools to help ensure medications are 

used safely
• Patient resources in 9 different languages
• https://www.deprescribingnetwork.ca/

Canadian Medication 
Appropriateness and 

Deprescribing Network

• Deprescribing research and guidelines support 
healthcare providers and patients in reducing or 
stopping medications that may be harmful or no longer 
needed.

• https://deprescribing.org/

Deprescribing.org 

https://www.deprescribingnetwork.ca/
https://www.deprescribingnetwork.ca/
http://qhttps/deprescribing.org/
http://qhttps/deprescribing.org/


Geri-RxFiles
• Incorporates the Beers & 

STOPP Criteria
• Frail older adults



● Start with the easy wins.
○ One medication at a time
○ Use non-pharmacological interventions

● Start where the patient wants
○ Use deprescribing guidelines and 

algorithms 
○ Taper drugs that may cause withdrawal 

or rebound
○ Reasonable approach: decrease the 

dose by 25% at weekly intervals (or 
longer) with close monitoring

○ Adjust taper rate to what works for 
the patient

● Educate patients and caregivers 
○ Reassure regarding symptoms 

and how to manage
○ Advise of symptoms that should 

be reported to prescriber or seek 
emergency treatment

● Follow up for success - patients 
need to feel supported.
○ A decrease in dose may s till be 

cons idered a win! 
● Document the outcome – med 

s topped?  dose reduced?  Update 
medication lis t.

Medication Related Deprescribi  
Patient engagement is key!

Image credit : flaticon.com



« DEPRESCRIBING IS AN ES    
GOOD PRESCRIBING »

-Barbara Farrell

Farrell, B., & Mangin, D. (2019). Deprescribing Is an Essential Part of Good Prescribing. American family physician, 99(1), 7–9. 



Make Deprescribing Happen: 
An Online Course for Clinicians

Making It Happen: Deprescribing Education Program
is a free, evidence-informed, interactive online course developed to increase clinicians’ 
awareness, knowledge and skills around deprescribing. 

Primary care clinicians and trainees, including 
family physicians, clinical nurses, nurse 
practitioners, and pharmacists

Who is this program for?
• How to identify opportunities for deprescribing
• How to engage patients in the process
• How to use evidence-informed tools for deprescribing
• How to collaboratively develop, implement and 

monitor a deprescribing plan

What will I learn?

Developed through a Dalhousie Pharmacy Endowment Fund grant by the Optimizing Therapy Through 
Collaboration (OPTx) Team

• Application of learnings in a patient case 
• Interactive activities and quizzes
• Insights from deprescribing champions
• Through key tools, resources, and key concepts summaries

How will I learn?

Learn more and register to the 
FREE program here:

Asynchronous
(2-3 hours total)

daloptx.deprescribingnetwork.ca

http://daloptx.deprescribingnetwork.ca


PLEASE FILL OUT YOUR SESSION 
EVALUATION NOW!

FamilyMedicineForum

FamilyMedForum

THANK YOU!


	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	“I struggle with constipation… and I’m constantly drinking water as my mouth feels dry”
	Is this an appropriate moment for reassessment of Mrs. J’s medications?
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	Slide Number 44
	At this point, �which medications would you want to discuss reassessing first?
	Slide Number 46
	Deprescribing.org�https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf 
	Slide Number 48
	Engaging the patient in deprescribing… sedatives
	Slide Number 50
	Slide Number 51
	Slide Number 52
	�https://www.deprescribingnetwork.ca/patient-handouts
	Slide Number 54
	Slide Number 55
	Slide Number 56
	Slide Number 57
	Slide Number 58
	Slide Number 59
	Slide Number 60
	Slide Number 61
	Slide Number 62
	Slide Number 63
	Slide Number 64
	Slide Number 65
	Slide Number 66
	Slide Number 67
	Slide Number 68
	Slide Number 69
	Slide Number 70
	Slide Number 71
	Slide Number 72
	Slide Number 73
	Slide Number 74
	Slide Number 75
	Deprescribing Tools to Help You & Your Patients
	Geri-RxFiles
	Medication Related Deprescribing Tips
	« DEPRESCRIBING IS AN ESSENTIAL PART OF GOOD PRESCRIBING »

  - Barbara Farrell
	Slide Number 80
	Slide Number 81

