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Why deprescribing
guidelines?
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Average # of
medications
taken by LTC
residents in
Canada

(Canadian Institute for Health
Information)




In and out of hospital

H OW Multiple prescribers

DO ES Fear of “rocking the
THIS post
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66 yeas old

More medications

More chronic diseases

Change in function, activities

CHANGES




Reassessing medications is
good practice



Reassessment

“A conversation
about options”

“A medication
checkup”

”Medication
review”

o
Al

Possible
outcomes

Starting a
medication

Increasing a dose

Backing off

(deprescribing)

Making sure
medications
are a good fit
an individual
person



Backing off

When/if?

How?




Deprescribing

guidelines

Supporting
decisions to
continue or
stop/reduce
medications



Developing deprescribing
guidelines
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BZRAs
Antipsychotics

Diabetes medications
Cognitive enhancers
Statins
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Determine scope

Guldeline
methods:

Generate questions

Conduct evidence reviews

GRADE
approach

Synthesize evidence

Formulate recommendations

Votin
Guideling —.

panel - Draft guideline

Solicit peer review

Methodology for Developing Deprescribing
Guidelines: Using Evidence and GRADE to
Guide Recommendations for Deprescribing

Barbara Farrell"23**, Kevin Pottie***, Carlos H. Rojas-Fernandez®**, Lise
M. Bjerre'*>**, Wade Thompson'**, Vivian Welch'*

Integrate feedback
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Guideline

Family physicians
Nurses
Pharmacists
Specialists

Patients



ideline apply to?

PPl example

Adults (>18 y) taking proton pump
inhibitors who have completed a
minimum 4-week course of PPI
treatment resulting in resolution of
upper Gl symptoms

Does not apply to people with Barrett
esophagus, severe esophagitis, or a
history of Gl bleeding



uestions

I Benefits and harms of deprescribing
e versus continuation?

Benefits and harms of
starting/ongoing use?

Acceptability, feasibility of
deprescribing?

Resource implications

Patient/carer values and preferences?



Generate questions

e juestion

I Benefits and harms of deprescribing
e versus continuation?

What are the benefits and harms of

stopping or reducing
antihyperglycemics compared
with continuation among older

adults?
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Systematic review of

I Conduct evidence reviews I deprescribi ng versus
I Synthesize evidence I
I Formulate recommendations I

continuation

Review of systematic reviews of .
benefits/harms of starting or Recommendatio

ongoing use (GRADE evidence to decisig
framework)

Review of resource implications of
deprescribing

Review of acceptability, feasibility,
equity, patient/provider
preferences




Systematic review of deprescribing
versus continuation
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Original Research

Benefits and Harms of Deprescribing
Antihyperglycemics for Adults With Type 2
Diabetes: A Systematic Review

ZhiDi Deng BSc °, Wade Thompson Pharmb, PhD ® €9, Clara Korenvain Pharmb °,
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No clinically important
changes in glycemia

Possible reductions in
adverse drug events

Very low certainty evidence




Systematic review of

deprescribing versus asible, safe
continuation

Review of systematic reviews of .
benefits/harms of starting or Harms > benefits

ongoing use Recommendations

Review of resource implications of
deprescribing

Drug costs, hypoglycemia

Review of acceptability, feasibility,
equity, patient/provider wer treatment

preferences rden, QoL D eprescrlblng
antihyperglycemics




People >65 y taking =1
antihyperglycemic for
T2DM meeting =1 of the
following

Elevated risk of hypoglycemia (e.g.
due to advanced age, intensive
glycemic control, taking SU/insulin)
Elevated risk of other adverse effects
Benefit uncertain (frail, living with
dementia, limited life expectancy)

We recommend

Deprescribing antihyperglycemic agents that are
known to contribute to hypoglycemia (STRONG,
VERY LOW CERTAINTY EVIDENCE)

Deprescribing antihyperglycemic agents in
patients that are experiencing or at risk of adverse
effects (GOOD PRACTICE)

Individualizing glycemic targets to goals of care
and time to benefit according to the Diabetes
Canada guidelines (STRONG, VERY LOW
CERTAINTY EVIDENCE)



Draft guideline

Clinical considerations

m Stop abruptly or taper

———————ﬂ

Draft guideline

— — —— —— — — — — Talking to patients/carers

Monitoring

a Incorporating frailty, life
m expectancy into decisions

When to re-start?




Getting guidelines
Into practice




o deprescribingorg | Antihyperglycemics Deprescribing Algorithm August 2018

Does your elderly (>65 years of age) patient with type 2 diabetes meet one or more of the following criteria:

YeS + Atrisk of hypoglycemia (e.g. due to advancing age, tight glycemic - Experiencing, or at risk of, adverse effects from antihyperglycemic NO
control, multiple comorbidities, drug interactions, hypoglycemia historyor - Uncertainty of clinical benefit (due to: frailty, dementia or limited
unawareness, impaired renal function, or on sulfonylurea or insulin) life-expectancy)
¢ ‘ v
p \ Continue
- Setindividualized A1C and blood glucose (BG) targets (otherwise - Address potential contributors to hypoglycemia i "
healthy with 10+ years life expectancy, A1C < 7% appropriate; (e.g. not eating, drug interactions such as Ant I hyperglycemlc(s)
considering advancing age, frailty, comorbidities and time-to-benefit, trimethoprim/sulfamethoxazole and )
A1C < 8.5% and BG < 12mmol/L may be acceptable; at end-of life, sulfonylurea, recent cessation of drugs causing
ke BG < 15mmol/L may be acceptable) (good practice recommendation) hyperglycemia - see reverse) )—P(Still at risk’?)—»( NO )
Recommend Deprescribing Yes
v v
( )

* Reduce dose(s) or stop agent(s)

+ most likely to contribute to hypoglycemia (e.g. sulfonylurea, insulin; strong recommendation from systematic review and GRADE approach) or other adverse
effects (good practice recommendation)

» Switch to an agent

« with lower risk of hypoglycemia (e.g. switch from glyburide to gliclazide or non-sulfonylurea; change NPH or mixed insulin to detemir or
glargine insulin to reduce nocturnal hypoglycemia; strong recommendation from systematic review and GRADE approach)

* Reduce doses

- of renally eliminated antihyperglycemics (e.g. metformin, sitagliptin; good practice recommendation) — See guideline for recommended dosing
. J

v
rMonltOI' dally for ]_2 WeekS P —— change (2D~ up to 12 weeks): If hypoglycemia continues and/or adverse effects do not resolve: )

« Reduce dose further or try another deprescribing strategy

+ For signs of hyperglycemia (excessive thirst or urination, fatigue)
+ For signs of hypoglycemia and/or resolution of adverse effects related to antihyperglycemic(s)

If symptomatic hyperglycemia or blood glucose exceeds individual target:
Increase frequency of blood glucose monitoring if needed « Return to previous dose or consider alternate drug with lower risk of
LA1 C changes may not be seen for several months hypoglycemia

© Use freely, with credit to the authors. Not for commercial use. Do not modify or translate without permission.

]‘@‘1038"®J This work is licensed under a Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License. X y‘r
N v wc s Contact or visit for more information. d b INSTIRUY DA RECHES =g - ﬂo.
T e S S TR v ibingorg B 4] e
Farrell B, Black C, Thompson W, McCarthy L, Rojas-Fernandez C, Lochnan H, et al. Deprescribing antihyperglycemic eprescr Ing g ru ere ! Cl HR IRSC

agents in older persons. Evidence-based clinical practice guideline. Can Fam Physician 2017;63:832-43 (Eng), e452-65 (Fr).




Indication still

Why is patient taking a PPI? ]

. . unknown? o SRR :
o deprescribingorg | Benzodiazepine & Z-Drug (BZRA) Deprescribing /
" lesophagits| Why is patient taking a BZRA?
controbied) b L
. steep, o for gref reaction,
i
P ] ( O‘II\«MGW?M::Q restiess legs) ]
For those 18-64 yoars ¢ : o
Strong R

hm

Decrease (Engage patie o deprescribingorg | Antihyperglycemics Deprescribing Alg

. Stop and u "
Atriskof hypoghycena (e.g. due to advancing age, tight glycermic Experiencr triskof,
control, traitty, domentia of fimited
— e
Sulfonyluse ot nsuln)
Taper and th
(tape sy in colabiora
3 i : Cantinua
- Setindiicualzed AICa
+ Forthose 265, hesithy with 10+ years i X
Usen + Forthose 18-64 considering advancing 3 deprescribingorg | Cholinesterase Inhibitor (ChEl) and Memantine Deprescribing Alg
. A AIC <85% and G < 12
e + Offer behaviou BG « 15mmol. may be
— o t
m Is the person taking the medication for one of the following reasons:
e — Chils (donepezil, rivastigmine or galantamine): Memantine:
Monitor every * Alzheimer's disease, dementia of Parkinson’s * Alzheimer's disease, dementia of Parkinson's
B = disease, 3
Yes
+ Mayimprove st | » Reduce dose(
« most likely to con Have they been taking the medication for > 12 months
ffcts goodpa
* Switchtoan i
* With lowes rskof Do they fulfill one of the following? ] fnu-,mlmumu—mn ] T ———————r,
clargne nsulin b ot
* Reduce doses pestémel
Susned e
- ot renalyslnina it i il
e o deprescribingorg | Antipsychotic (AP) Deprescribing Algo
+Nobenefi 8
T decreased
Monttor daily fc | | .&eves : . -
- Forsignsof hyperghcon acthities Why is patient taking an antipsychotic?
+ For signsof hypaglycem envronme T
of blec
AIC changes may not bo s * Psychosis, aggression, agitation (behavioural and  Primary insomnia treated for any duration or + Schizopheeria + Intellectual disability
- psychologcal symptoms of dementia ) 5t v - Se ive disorder  + celay
treated = 3 months (symptoms controlled, oc no. comordidities are managed « Bipolar disorder & Obsessivecomeniive
response to theragy).  Aecuts detshim disorder
I T + Touretessyndome  * Alcoholism
ihi * Tic disorders « Cocaine abuse
[ Recommend Deprescribing | G lati * Paironsdiesse
'y ) * Less than 3 manths poychosls
duration of psychosisin  * Adjunct for treatment of
S Stop AP dementia WajorDepressive
Taper and Stop AP iawy i aissoaton wtn paert el ood pracics Disorder
categiver; €., 26%0% dose teduction every 1-2 weeks) recommendation
(s ; . ) Continue AP
Monitor every 1-2 weeks for duration of tapering Dot
Expected benefits: Adverse drug withérawal events (oser manitoring lor those considering degrescrding
* Mayimprove alertness, galt, reduce  WIth more sever ine symgtoms}:
falls, or extrapyramidal symtoms « Psychosis, aggression, agitation, delusions, hallucingtions
r H Consider
IFBPSD relapses: * Minimize use of substances thal worsen insomia
Consider: (e.g. caffeine, alcohol)
+ Non-drug aproaches (e.g music therapy, behavioural mansgemert srategies) + Non-drug behandoural approsches (see reverse)
Restart AP drug: Altemate drugs
+ Restart AP at lowest dose possible if resurgence of BPSO with re-tial of depresciibing in 3 months » Other medicstions have been used to mansge
+ Atieast 2 templs 1o top should be made insonnia. Assessment of thei salty and
eness i beyond the scope of this
o o Alternate drugs: deprestribing sigarithm, See AP deprescriding
‘ u I e I n es a n L « Consider change 1o risperidone, olarzapine, or aripiprazole ) gudeline for detalls.
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Community
pharmacies

. Long-term care
Implementation 5

projects

Hospital

Kaiser Permanente, IHI,
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Statin deprescribing
guideline

UpComing Updating guidelines

work Supporting others

Diuretics, antihypertensives

Treatment guidelines
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QUESTIONS



Grade Definition

High @& We are very confident that the true effect of statin
discontinuation lies close to our estimate of the effect

Moderate ®®®0 We believe the true effect is probably close to our estimate
of the effect

Low ©®00 The true effect might be markedly different from our
estimate of the effect

Very low ©000 We have very little confidence in our estimate of the effect,

the true effect is probably markedly different from our
estimate of the effect

Certainty
of evidence



Strong Recommendation

Weak/Conditional Recommendation

Most would want the recommended
For patients course of action

Many individuals would want the recommended course of
action, but some may not.

People will want to talk to a healthcare professional to make
the decision

Most individuals should receive this

Different choices will be appropriate for different patients,

For clinicians course of action and you must help each patient arrive at a management
decision consistent with their values and preferences.
Example Wording “We recommend” “We suggest”

“Clinicians should”

“Clinicians might”
“We conditionally recommend”

Strength of
recommendation



