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Participants will be able to:
◦

 
Explain iatrogenesis
◦

 
Identify medications that could contribute to 
Geriatric Giants (confusion, falls, weight loss, 
incontinence)
◦

 
Develop plans to minimize the contribution of 
medications to Geriatric Giants
◦

 
Discuss opportunities for physician/pharmacist 
collaboration





 

‘Iatrogerosis’


 

Common culprits


 

Approaches to minimizing the impact of 
medications to Geriatric Giants



 

Using the pharmacist as an ally
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Physician
◦

 

Profession that practices medicine -
 

concerned with 
promoting, maintaining or restoring human health

◦

 

Teacher, healer
◦

 

Prescribes medications


 

Pharmacist
◦

 

Profession that ensures optimal drug therapy outcomes 
through patient-centred care         
http://www.blueprintforpharmacy.ca/



 

Iatrogenesis
◦

 

Originating from a physician (iatros)


 

Geriatrics
◦

 

Clinical care of older adults

http://www.blueprintforpharmacy.ca/




 

Pharmacokinetics
◦

 
What your body does to the drug



 

Pharmacodynamics
◦

 
What the drug does to your body



 

Risk management
◦

 
Beneficial effects of a drug
◦

 
Side-effects



 

Interactions
◦

 
Drug-drug
◦

 
Drug-disease
◦

 
Drug-food,etc…



Ignaz Philipp Semmelweis (July 1, 1818–August 13,1865)
Hungarian physician of German extraction[

1847, while working in Vienna General Hospital’s 
First Obstetrical clinic he noticed that the wards
where doctors delivered babies had a 3 times
higher mortality rate than the midwives’ ward.

He observed that physicians would often go
between the autopsy room after dissection
to attend the maternity ward and deliver babies.
He postulated that something was being carried
by the physicians which caused the puerperal
fever (10-35% mortality) and instituted hand 
washing with chlorinated lime solution, whereby 
the mortality dropped to less than 1% 

http://en.wikipedia.org/wiki/Ignaz_Semmelweis




 

Drugs that can cause or worsen a condition 
associated with older adults



 

CONFUSION (Delirium)


 

FALLS


 

WEIGHT LOSS


 

URINARY INCONTINENCE 







 

Drugs with high anti-cholinergic side-effects
◦

 
Diphenhydramine [Benadryl]
◦

 
Dimenhydrinate [Gravol]
◦

 
Tricylic antidepressants (amitriptyline[Elavil])
◦

 
Bladder anti-spasmodics (oxybutynin[Ditropan])
◦

 
Antipsychotics (chlorpromazine[Largactil])
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Falls-Risk Increasing Drugs (FRIDs)
◦

 
Benzodiazepines (long half-life drugs are worse)
◦

 
Opioid analgesics (codeine)
◦

 
Anti-depressants (SSRIs are no better)
◦

 
Anti-psychotics (atypicals are no better)
◦

 
Ethanol (non-prescription)
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Altered smell & taste
◦

 
Metformin[Glucophage]
◦

 
Antibiotics (metronidazole[Flagyl])



 

Fluoxetine[Prozac]


 

Donepezil[Aricept]
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Diuretics (furosemide)


 

Drugs with high anti-cholinergic side-effects
◦

 
(diphenhydramine, amitriptyline)



 

Bladder anti-spasmodics (oxybutynin)


 

Donepezil


 

Opioid analgesics (morphine)
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Recognize the need to reduce/taper or stop a 
medication



 

Reduce/stop medications one at a time


 

Consider if the medication can be stopped 
abruptly or if should be tapered



 

Check for benefit or harm* during and after 
stopping each medication
◦

 
*harm = adverse drug withdrawal events

A practical guide to stopping 
medicines in older people 
http://www.bpac.org.nz/magazine/2010/

 
april/stopGuide.asp
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Physicians are often reluctant to stop 
medications in the elderly because of:
◦

 
Clinical guidelines recommending prescribing
◦

 
Lack of knowledge regarding how to deprescribe
◦

 
Lack of knowledge regarding evidence for drug 
treatment targets in the elderly
◦

 
Lack of confidence in deprescribing
◦

 
Fear of stopping a drug started by someone else
◦

 
Worry about ‘something bad’

 
happening to the patient

◦

 
Lack of time for tapering, monitoring and follow-up
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Managing polypharmacy in a 77-year-old 
woman with multiple prescribers. CMAJ 
2013;185:1240-1245.





 

Pharmacological/physiological basis


 

Known risk: 
◦

 
Check Beers criteria,  STOPP criteria: 
https://www.ascp.com/articles/potentially-

 inappropriate-medications-elderly


 

Timeframe (even if above not obvious)


 

Symptom/syndrome 
◦

 
Improves with tapering or cessation
◦

 
Reappears with restarting

https://www.ascp.com/articles/potentially-inappropriate-medications-elderly
https://www.ascp.com/articles/potentially-inappropriate-medications-elderly




 

Confusion:
◦

 
Beers criteria (section for drugs that may be 
problematic with cognitive impairment)
◦

 
CNS depressants, H2RA, anticholinergics


 

Anticholinergic cognitive burden scale (Boustani et al):


 

https://www.health.harvard.edu/newsletters/Harvard_
 Health_Letter/2009/November/anticholinergic-

 cognitive-burden-scale


 

http://www.agingbraincare.org/tools/abc-
 anticholinergic-cognitive-burden-scale/



 

RxFiles (low, moderate, high) www.rxfiles.ca

https://www.health.harvard.edu/newsletters/Harvard_Health_Letter/2009/November/anticholinergic-cognitive-burden-scale
https://www.health.harvard.edu/newsletters/Harvard_Health_Letter/2009/November/anticholinergic-cognitive-burden-scale
https://www.health.harvard.edu/newsletters/Harvard_Health_Letter/2009/November/anticholinergic-cognitive-burden-scale
http://www.agingbraincare.org/tools/abc-anticholinergic-cognitive-burden-scale/
http://www.agingbraincare.org/tools/abc-anticholinergic-cognitive-burden-scale/
http://www.rxfiles.ca/






 

Falls
◦

 
Beers criteria and STOPP criteria (sections with 
drugs known to affect those prone to falls) 
◦

 
Keep number of drugs in mind!



 

Weight loss
◦

 
No specific tools



 

Incontinence
◦

 
Beers criteria and STOPP criteria (sections with 
drugs known to affect those prone to incontinence)

Presenter
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Anorexia: 

Incontinence: alpha blockers, antipsychotics, BZ, antidepressants, HRT



Taper OK to stop



 

Antihypertensives (BBs, 
ACEIs, CCBs etc.)



 

Nitrates


 

Digoxin


 

Diuretics 


 

PPIs, H2A


 

Benzodiazepines (short)


 

Antipsychotics 


 

Antidepressants


 

Neuroleptics 


 

Anticholinergics


 

Opiates



 

Docusate


 

Iron


 

Calcium


 

Vitamins


 

Bisphosphonates


 

Fibrates


 

Glucosamine
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ADWE = 
“A clinically significant set of symptoms or signs caused by the removal of a drug”
Can be:
Physiological withdrawal reaction - tachycardia (beta-blocker); rebound hyperacidity (PPI)
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New symptoms - sweating with stopping SSRI



What to monitor to 
look for benefit of 
deprescribing

Who can  help

Confusion MMSE? Clock? Trails?

Falls Falls, BBS

Weight loss Weight

Incontinence Bladder diary
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DRUG MONITORING

ß-Blockers ↑

 

HR, ↑

 

BP, angina
Diuretics
-furosemide
-HCTZ

↑

 

pedal edema, chest 
sounds, SOBOE, ↑
weight

Hypnotics
-lorazepam
-zopiclone

poor sleep, ↑
anxiety, agitation, 
tremor

PPIs, 
Domperidone

Rebound heartburn, 
indigestion

Narcotics ↑

 

pain, ↑

 

PRN 
use, mobility 
changes, insomnia, 
anxiety, diarrhea

DRUG MONITORING

NSAIDs ↑

 

pain, ↑
PRN use, 
mobility changes 

Amlodipine ↑

 

BP
Gabapentin 
(for pain)

↑

 

pain, ↑

 

PRN use, 
mobility changes 

Digoxin palpitations, ↑

 

HR

Anti convulsants anxiety
depression
seizures
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DRUG MONITORING

Anti-
depressants
-citalopram
-venlafaxine
-mirtazapine
-amitriptyline

Early:
-chills, malaise 
-sweating
-irritability 
-insomnia
-headache
Late:
-depression 
recurrence

Nitro Patch angina, ↑

 

BP 
Steroids anorexia, ↓

 

BP, 
nausea, weakness, 
↓

 

blood sugars

DRUG MONITORING

Baclofen agitation, 
confusion, 

nightmares, ↑
spasms or rigidity

Anti-psychotics -insomnia
-restlessness 
-hallucinations 
-nausea





 

It depends…


 

But, a good plan has, well, a plan
◦

 
Decide what you need to monitor, how often and 
who will do it
◦

 
How will it all be communicated/coordinated?





 

Ask the patient:
◦

 
What questions do you have about your 
medications?
◦

 
Which do you think are helping and which not?



 

Decrease doses, and stop those drugs: 
◦

 
Known to cause adverse effects
◦

 
Not known to be effective or where there is little 
evidence for continued use
◦

 
Not being taken



 

Consider higher targets in frail elderly:  
◦

 
Diabetes, hypertension



 

Simplify







 

Examples
◦

 
Physiotherapy and exercise to address 
deconditioning
◦

 
Occupational therapy to address fall prevention 
strategies, aids and ADL
◦

 
Social worker to provide supportive counselling and 
coping strategies for pain management
◦

 
Nursing for self-management strategies
◦

 
Dietitian for dietary education/support





 

Prioritize medications for stopping:
◦

 
Those causing side effects
◦

 
Those not working



 

Communicate clearly with patients and 
families about reasons and monitoring



 

Work with the patient’s priorities and 
perspectives



 

Educate and document


 

Monitor the response (along with the patient)


 

Restart the drug if needed (at lowest possible 
dose) or use a safer alternative
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Opportunities with community pharmacists 
◦

 
‘Safety check’

 
at level of dispensing



 

Drug interactions


 

Dosing (provide creatinine if you want to get the most 
of this step!)

◦

 
Consult (e.g. MedsCheck, Pharmaceutical Opinion)


 

Medscheck: primarily education (medication chart) with 
an on-site or home visit



 

Can help determine what patient is actually taking 
(compliance) and OTC, vitamin and herbal products



 

Pharmaceutical opinion can help with changes to 
therapy

http://www.health.gov.on.ca/en/pro/programs

 
/drugs/medscheck/medscheck_original.aspx
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Other pharmacists (access to more patient 
information)
◦

 
Family Health Team
◦

 
Long-Term Care 
◦

 
Geriatric Day Hospital
◦

 
Hospital 
◦

 
Emergency Room
◦

 
CCAC



 

Better ability to identify whether clinical 
outcomes achieved, existence of prescribing 
cascades, potential contribution to geriatric 
syndromes





 

Undergraduate (2+4)
◦

 
Pharmaceutical care (indication, effectiveness, 
safety, compliance)



 

Residency


 

Certification programs
◦

 
Specialty board certification (BPS)
◦

 
Geriatrics
◦

 
Certified Diabetes Educator
◦

 
Patient Care Skills (ADAPT)

http://www.pharmacists.ca/index.cfm/education-

 
practice-resources/professional-development/adapt/
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Pharmacists can help with:
◦

 
Identifying potential contributors to geriatric 
syndromes
◦

 
Advising when to taper vs. stop a medication
◦

 
Switching medications
◦

 
Monitoring and communicating outcomes of 
deprescribing



 

The key is to find a pharmacist with the 
knowledge and skills to work alongside you 
in the process





 

Screening criteria


 

Drugs and geriatric syndromes


 

General


 

Deprescribing and monitoring trials


 

Approaches to deprescribing


 

Polypharmacy case reports


 

Bruyere Deprescribing project information





 

STOPP criteria: 
http://www.biomedcentral.com/imedia/3973

 756062468072/supp1.doc


 

Beers’
 

criteria: 
http://www.americangeriatrics.org/health_car

 e_professionals/clinical_practice/clinical_guid
 elines_recommendations/2012
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Reducing fall risk while managing hypotension, pain 
and poor sleep in an 83 year old woman. Canadian 
Family Physician 2013;59:1300-1305.



 

Can this be caused by a drug? Canadian Family 
Physician (in press).



 

Turning over the rocks -
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On wikipedia
◦

 

Deprescribing
◦

 

Polypharmacy
◦

 

Prescription cascade


 

Deprescribing guidelines
◦

 

OPEN –
 

Deprescribing guidelines for the elderly:  
http://www.open-pharmacy-research.ca/research-

 projects/emerging-services/deprescribing-guidelines
◦

 

Funding: MOH Health Services Research Fund ($430,000)
◦

 

Develop, implement and evaluate 3 deprescribing 
guidelines in LTC and FHT

◦

 

Deprescribing@bruyere.org
◦

 

@deprescribing

http://www.open-pharmacy-research.ca/research-projects/emerging-services/deprescribing-guidelines
http://www.open-pharmacy-research.ca/research-projects/emerging-services/deprescribing-guidelines
mailto:Deprescribing@bruyere.org


Questions?
Contact:
Allen Huang –

 
allenhuang@toh.on.ca

Barb Farrell –
 

bfarrell@bruyere.org

mailto:allenhuang@toh.on.ca
mailto:bfarrell@bruyere.org


• Faculty: Barbara Farrell
• Relationships with commercial interests:

– Consulting Fees: Canadian Pharmacists Association (ADAPT 
moderator)

– Other: Employee of Bruyere Continuing Care
• Potential for conflict(s) of interest:

– Barbara Farrell has received payment from the Canadian 
Pharmacists Association,  whose online educational program, 
ADAPT, is discussed in this program.   She acknowledges periodic

 
involvement as a moderator in the ADAPT online education 
program for pharmacists


	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
	Slide Number 20
	Slide Number 21
	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
	Slide Number 45
	Slide Number 46
	Slide Number 47

