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For symptoms

For prevention



STEP 1 - Do a Comprehensive
Medication History

UNTIL PROVEN
OTHERWISE

The drug and the B~



STEP 2 - Prioritize the
medications

a)Will it Reduce Symptoms”?
s it actually helping?
o)Will it Reduce the Risk of Future lliness?

s the size of the eftect big enough to justity the
potential side effects, costs and inconvenience?

c)Will it Cause Harm?

Are any of their symptoms being caused by their
medication?




What causes hospitalizations

Hospitalization for Drug-related Adverse Events

In people >65

Half happened in >80

66% were unintentional overdoses
6/ % were:

warfarin (33%), insulins (14%), oral antiplatelet
agents (13%), and oral hypoglycemic agents (11%)

Prescribing rules (HEDIS, BEERS) would
identity only 1-6% of the problems

N Engl ] Med 201 1;365:2002-12




STEP 2a - Will it reduce
symptoms?

* does it have evidence that it works” - and how big
of an effect?

e sildenafil/PPIs ~ 50% absolute benefit

* antidepressants, dementia meds ~10%
absolute benefit?

* is it actually working in that patient?

e were the symptoms being caused by a medication?



STEP 2b - Will it reduce the
risk of future ililness?

» does it have evidence that it works”? - and how
big of an effect - risk tools, benetfit estimates

e ~baseline CVD/fracture risk, ~absolute benefit

* neither you nor your patient will ever know if it
WOorks

* is the medication causing any symptoms®?



Risk Factors versus Clinical Endpoints

“a risk factor/marker is a variable associated with
an increased risk of disease”

Not As Important Very Important
blood pressure symptoms
cholesterol heart attacks
glucose/diabetes strokes
bone density heart failure
heart rate death
CRP dialysis
proteinuria amputation
family history fractures
age blindness
gender revascularization
race angina
FEV1 TIAS




t's all about figuring out

The Chance
WITH NO TREATMENT
VS
The Chance
WITH TREATMENT



Risk of future iliness
CVD risk/benefit

(most people don’t benefit despite a lifetime of treatment)

Assume a person’s lifetime risk of CVD is that of a male
with two CVD risk factors - roughly 50% weim 2012:366:321-9)

Assume that with multiple risk factor modification we
can reduce that risk relatively by 60% (VERY optimistic)

Risk goes from 50% = 20%

30% of individuals BENEFIT

/0% DO NOT despite a LIFETIME of treatment

Prescriber September 2015




Risks over short time periods

Assume a 5% (5/100) reduction in CVD
over 5 years

~ 1% (1/100) reduction over one year
~ 0.1% (1/1000) per month

~ 0.02 (1/5000) per week




different interventions in

Relative risk reductions with

DM?2

Treat BP | Treat Lipid Treat Sugar
CVD events ~ 50% ~20-25% ~ 12.5%
Mortality 16% 8% NRN)

Diabetes Care 2010;33(1): S11-61, Ann Intern Med 2008;148:846-54, Lancet 2009;373:1765-72,
Lancet 2008; 371:117-25, Ann Intern Med 2003;138:587-92



Guidelines and the Law

“As per the Canadian Medical Association
Handbook on Clinical Practice Guidelines,

guidelines should NOT be used as a
legal resource in malpractice

CaSes as “their more general nature

renders them insensitive to the particular
circumstances of the individual cases.”




STEP 2c - Realise every
medication causes harm

* [NnConvenience
* labelling

* COSIS

* SIDE EFFECTS



STEP 3 - Identify if the lowest
dose has been determined

 recommended starting doses are typically too
high

e /5% of side effects are dose-related
e can't predict response

* the right dose Is the lowest dose that does the
[ele
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Rosuvastatin Atorvastatin Simvastatin Pravastatin




STEP 4 - Let the patient help
you

* what ones don't they like taking®?
« which ones do they feel are helping them?

e cost/inconvenience



STEP 5 - Use tricks to get
buy-in

THEIR ARGUEMENTS

* |'ve been on these for years and now you are telling me |
don’t need them

e But these are for my heart!!
e It's OK, | don’t pay for my medications
o But my “insert any specialist” says | need these

o |f it ain’t broke don't fix it



YOUR ARGUMENTS

Well your renal function/hepatic function are
decreased

Look what you've been able to do for yourselt

You take control and figure out the dose - you
teach me what works

Your specialist doesn’'t know you like | do

We can always restart if we need to




STEP 6 - Use common sense
when tapering medications

* if it iIs causing an important problem just stop it

 most medications could probably just be stopped
BUT...

e typically recommend one at a time BUT be realistic

e cutting the dose in half reduces everyone’s
apprehension

e rebound - psychiatric/CVD medications for symptoms
- IHD/blood pressure



HOME ABOUT FAQs

MEDSTOPPER

MEDSTOPPER

Starting medications is like the bliss of
W marriage and stopping them is like the agony
of divorce. - Doug Danforth

RESOURCES CONTACT

MedStopper is a deprescribing resource for healthcare professionals and their patients.

Frail elderly?

Generic or Brand Name

hydro m

Select Condition Treated:
Generic Name

Condition Treated Add to
MedStopper

Brand Name
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MedStopper Plan

Arrange medications by: | Stopping Priority :

Stopping Medication/ May Cause Suggested Taper Approach Possible Symp

Priority Category/ p when Stopping or
RED=Highest Condition Tapering
GREEN=Lowest

f used dally for more than 3-4
weeks. Reduce dose by 25%
every week (i.e. week 1-75%,
week 2-50%, week 3-25%) and
this can be extended or
decreased (10% dose
reductions) if needed. If
ntolerable withdrawal

nausea, diarrhea,
abdominal pain,
sweating, headache,
dizziness, cold and flu-
like symptoms, anxiety,
irritability, trouble
sleeping, unusual
sensory experiences
(e.g. electric shock-like
feelings, visual after

symptoms occur (usually 1-3

days after a dose change), go
fluoxetine (Prozac) / A "‘l N ‘ [*" ) gl ,
) ack to the previously tolerate
SSRI / depression P! Yy images), sound and
dose until symptoms resolve
light sensitivity, muscle
and plan for a more gradual

taper with the patient. Dose
reduction may need to slow

aches and pains, chills,
confusion, pounding
heart (palpitations),

down as one gets to smaller
unusual movements,

doses (i.e. 25% of the original
dose). Overall, the rate of
discontinuation needs to be
controlled by the person taking
the medication.

mood changes,
agitation, distress,

restlessness, rarely
suicidal ideation

f used daily for more than 3-4
weeks. Reduce dose by 50%
every 1 to 2 weeks. Once at 25% chest pain, pounding
of the original dose and no heart, heart rate, blood
withdrawal symptoms have pressure (re-measure
been seen, stop the drug. If any for up to 6 months),

hydrochlorothiazide
(Microzide) /
Thiazide / blood

pressure
withdrawal symptoms occur, go anxiety, tremor

back to approximately 75% of
the previously tolerated dose

levothyroxine return of hypothyroid
(Synthroid, Levoxyl , symptoms (tiredness,
Levothroid) / Taper based on TSH and weakness, weight gain,
Thyroid / symptoms hair loss, constipation,
hypothyroid with depression, coarse dry
symptoms hair, hair loss)

f used daily for more than 3-4
weeks. Reduce dose by 50%
every 1 to 2 weeks. Once at 25%

psyllium
of the original dose and no return of

(Metamucil) /

Constipation / withdrawal symptoms have gastrointestinal

inati been seen, stop the drug. If an, symptoms
constipation 8 Y ymp
withdrawal symptoms occur, go
back to approximately 75% of
the previously tolerated dose.

Beers/
STOPP
Criteria

medstopper.com







