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Faculty/Presenter	Disclosure

• Faculty:	Dr.Rita	McCracken	
• Relationships	with	commercial	interests:	NONE	

– Grants/Research	Support:	none	
– Speakers	Bureau/Honoraria:	none	
– Consulting	Fees:	none	
– Other:	none	

• Disclosure	of	Commercial	Support	
– This	program	has	NOT	received	financial	support	from	anyone.	
– This	program	has	NOT	received	in-kind	support	from	anyone.		

• Potential	for	conflict(s)	of	interest:	
– n/a

CFPC	CoI	Templates:	Slide	1	&	2
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Mitigating	Potential	Bias

• I	will	provide	a	published	source	to	support	every	statement	
that	I	make.	

• I	welcome	feedback	if	bias	is	noted	by	any	audience	member.	
(please	be	specific	about	what	you	heard	me	say	and	why	you	
think	it	is	biased).

CFPC	CoI	Templates:	Slide	3
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Agenda
1. Some	polypharmacy	basics	
2. Specific	issues	with	hypertension	and	

diabetes	drugs	
3. Suggested	process	to	deprescribe	
4. Tools	available	
5. Case	for	practice	and	discussion
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Polypharmacy	in	elderly, 
(literature	review	in	one	slide)

1. Physiology	is	different	and	comorbidity	common.	
2. Frailty	common	(and	prognostic	factor).	
3. More	drugs	increases	chances	of	more	adverse	

events	(mathematical	reality).	
4. Limited	life	span.	
5. Frail	elders	typically	excluded	from	trials.	
6. Guidelines	based	on	available	trials.	
7. EVERYONE	SAYS	“MORE	RESEARCH	NEEDED”

References,	please	email	me.
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Problems	with	the	“evidence”

Image	courtesy	of	:	TI	letter	#88,	www.ti.ubc.ca
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HYVET	:	who	they	studied

Inclusion criteria:  
• Aged 80 or more,  
• Systolic BP 160-199 mm Hg          
• + diastolic BP <110 mm Hg,         
• Informed consent  

Reference:	Beckett	NS,	et	al.	N	Engl	J	Med.	2008;358(18):1887-98.	

Exclusion criteria: 
• Standing SBP <140 mm 

Hg 
• Stroke in last 6 months 
• Dementia 
• Need for daily nursing care 
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HYVET	–	all	cause	death/1000	pt	years

Active	therapy	reduced	
total	mortality:	

ARR	=	2.2%,		
NNT	=	48	for	2	years	

TREATMENT	GROUP		
mean	BP	144/78		
(48%	reached	target)	

PLACEBO		
Mean	BP	159/84		
(20	%	achieved	target)	

Beckett	NS,	et	al.	N	Engl	J	Med.	2008;358(18):1887-98
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Leiden	85+,	no	one	gets	left	out
“Overall,	90-year-old	participants	with	SBP	of	150 
mmHg	or	less	had	a	1.62	times	increased	mortality	risk	
compared	to	those	with	SBP	more	than	150 mmHg	
(95%CI:1.21–2.20),	independent	of	the	SBP	trend	in	
preceding	years.	This	applied	to	those	with	and	without	
antihypertensive	drugs	and	those	with	and	without	
history	of	cardiovascular	disease	or	noncardiovascular	
disease.”

Reference:	Poortvliet	RK,	et	al.	Journal	of	Hypertension.	2013;31(1):63-70.	

Older	patients	with	LOWER	Blood	Pressure	had	
HIGHER	RISK	OF	DEATH.
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DIABETES
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Lancet 2010; 375: 481-489

7.8-8.1	
=	best		
Survival	
(for	community	
dwelling	primary	
care	diabetes	
patients)
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1. Available	studies	do	not	include	Frail	People.	
2. Time	to	Benefit	in	more	well	people	>10	years	for	macrovascular	outcomes	
3. Microvascular	outcomes	not	relevant	in	frail	people	(maybe	in	everyone,	

due	to	odd	composite	measures)	
4. Tight	glycemic	control	in	>65yo,	even	when	well,	DUBIOUS	(?harmful?	

VADT,	ADVANCE,	ACCORD)

A1c	>	8%
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Mossello,	Florence,	Italy	  
(JAMA	Intern	Med,	2	March	2015)

Inclusion criteria:  
• Aged 65 or more,  
• Dx MCI or Dementia, MMSE 

10-27 
• Informed consent  ((family 

member if need be)  

Exclusion criteria: 
• MMSE<10 
• A. Fib (bc automated 

machines not reliable) 
• Refusal to wear BP cuff 

Prospective	cohort,	n=	172	outpatients,	1	June	2009	-	31	May	2011,	baseline	ax	+	f/u	(6-18	months)	

At baseline and follow up they assessed: 
1. Vascular comorbidities (incl HTN, DM2, CHF, CHD, 

arrhythmias (not A.Fib), CV Dz, CKD) 
2. List of all hypertension medications. 
3. Office SBP/DBP 
4. Cognitive Ax 
5. BADL’s and IADL’s 

Fastidious	attention	to	BP	
monitoring,	including:	
24hr	ABPM	@	baseline	
• Mean	
• Variability	
• Nighttime	“dipping”	
Office	BP	@followup
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At	mean	of	9	months	to	follow	up	
• DECREASE	in	MMSE	(baseline	22.1	(SD	4.4)	to	
20.7	(SD	5.8)	(p=<0.001)	

• Using	daytime	SBP,	compared	tertiles		
– <128	(MMSE	-2.8	(SD	3.8))		

– 	128-144	(MMSE	–	0.7	(SD	2.5))	(p<0.002)	
– >145	(MMSE	-0.7	(SD	3.7))	(p<0.003)

What	did	they	find	in	Florence?

There	is	not	much	data	on	blood	pressure	in	people	with	cognitive	impairment,	said	lead	
author	Dr.	Enrico	Mossello	of	the	University	of	Florence	in	Italy.	This	study	is	the	first	to	suggest	

that	cognitive	declines	might	happen	faster	in	older	people	on	blood	pressure	medicine	
whose	systolic	pressure	–	[…]	–	is	low,	he	said.

Mossello	et	al,	JAMA	Intern	Med,	2	March	2015	
http://www.theglobeandmail.com/life/health-and-fitness/health/low-blood-pressure-linked-to-faster-cognitive-decline/article23287122/
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Guidelines	for	Rx	of	HTN	(in	Frail	Elders)

Canadian	Guidelines:	
• Antihypertensive	therapy	should	be	considered	in	all	
patients	[…],	regardless	of	age	(Grade	B).	Caution	
should	be	exercised	in	elderly	patients	who	are	frail.	

• In	the	very	elderly	(aged	80	years)	who	do	not	have	
diabetes	or	target	organ	damage,	the	SBP	threshold	for	
initiating	drug	therapy	is	160	mm	Hg	(Grade	C).	

• Treatment	target	is	<	150	mmHg	
– References:	

• CHEP	(2014)		https://www.hypertension.ca/en/chep	
• Jansen,	et	al,	BMC	Family	Practice	(2015)	http://
www.biomedcentral.com/1471-2296/16/104

SBP	<150mmHg
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A	Practical	Approach	to		
De-prescribing



POLYPHARMACY 
101UNTIL PROVEN 

OTHERWISE

The drug and the dose 
are WRONG!!!!!!

STEP 1 - Do a Comprehensive
Medication History



STEP 2 - Prioritize the 
medications

a)Will it Reduce Symptoms? 
Is it actually helping? 

b)Will it Reduce the Risk of Future Illness? 
Is the size of the effect big enough to justify the 
potential side effects, costs and inconvenience? 

c)Will it Cause Harm? 
Are any of their symptoms being caused by their 
medication?



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

• sildenafil/PPIs ~ 50% absolute benefit 

• antidepressants, dementia meds ~10% 
absolute benefit? 

• is it actually working in that patient? 

• were the symptoms being caused by a medication?

STEP 2a - Will it reduce 
symptoms?



• does it have evidence that it works? - and how big 
of an effect - risk tools, benefit estimates 

• ~baseline CVD/fracture risk, ~absolute benefit 

• neither you nor your patient will ever know if it 
works 

• is the medication causing any symptoms? 

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



STEP 3 - Identify if the lowest 
dose has been determined

• recommended starting doses are typically too 
high 

• 75% of side effects are dose-related 

• can’t predict response 

• the right dose is the lowest dose that does the job



• what ones don’t they like taking? 

• which ones do they feel are helping them? 

• cost/inconvenience

STEP 4 - Let the patient help 
you



THEIR ARGUEMENTS 
• I’ve been on these for years and now you are telling me I 

don’t need them 

• But these are for my heart!! 

• It’s OK, I don’t pay for my medications 

• But my “insert any specialist” says I need these 

• If it ain’t broke don’t fix it

STEP 5 - Use tricks to get buy-
in



YOUR ARGUMENTS
• Well your renal function/hepatic function are 

decreased 

• Look what you’ve been able to do for yourself 

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

• Your specialist doesn’t know you like I do 

• We can always restart if we need to



• if it is causing an important problem just stop it 

• most medications could probably just be stopped 
BUT… 

• typically recommend one at a time BUT be realistic  

• cutting the dose in half reduces everyone’s 
apprehension 

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

STEP 6 - Use common sense 
when tapering medications
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CASE	STUDY

• Miss	Rose	Bloom,	or		
• Your	own	patient
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Miss 
Rose Bloom

Image	reference:	Yvetta	Fedorova	
	http://well.blogs.nytimes.com/2012/04/16/too-many-pills-for-aging-patients/?_php=true&_type=blogs&_r=0
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• Cheerful	83	year	old	just	placed	in	nursing	home,	after	2	
months	at	Eagle	Ridge	Hospital	

• Presentation	to	hospital:	
– Concerned	neighbour	had	found	her	on	floor			
– EHS	noted	home	cluttered	and	dirty		
– Admission	BMI	17,	poorly	groomed,	MMSE	13/25			

• Social	Hx	
– Single	retired	legal	secretary	with	elderly	brother	in	Nanaimo	-	
she	loves	to	tell	stories	about	their	happy	youth	together			

• Advance	Care	Plan=Resuscitation	status	listed	on	discharge	
summary	from	Eagle	Ridge,	says	she	is	“full	code”

New	Nursing	Home	Patient
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PMHx	(info	from	discharge	summary)	

➢Type	2	diabetes	
➢Hypertension	
➢Osteoporosis	
➢Coronary	artery	disease	
➢Hysterectomy	age	20	
➢A1c=7.6,	GFR	=	50,	Hgb	=	109	



rita.mccracken@ubc.ca	//@DrRitaMc

Medications:	
❑Metformin	250mg	BID	
❑Glyburide	2.5mg	BID	
❑Sliding	scale	insulin	
❑Ramipril	5mg	OD	
❑Amlodipine	5mg	BID	
❑Vitamin	D	1000IU	daily	
❑Calcium	Carbonate	
1250mg	daily	

❑Acetaminophen	650mg	
QID	

❑Alendronate	
❑Elder	care	bowel	
protocol	

❑Zopiclone	3.75mg	prn	
❑Quetiapine	12.5mg	prn	
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Nursing	Home,	nurses	first	report

• BP	108/70,	HR	60	
• Ambulating,	sometimes	with	walker	
• Asking	nurses	to	phone	her	brother	>	10x/day	
• Needs	cuing	and	assistance	with	toileting	and	
dressing.	

• Complains	of	nausea	every	morning	
• Eating	~	25-50%	meal	portions	
• Loves	bingo	and	hymn	singing
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Ask	yourself…
1. Do	I	need	more	info	to	STOP	some	drugs??	
2. Which	drugs	should	I	stop	RIGHT	NOW?	
3. Which	should	I	titrate?	
4. Which	ones	does	she	NEED?	
5. Which	ones	am	I	AFRAID	to	stop?	
– What	arguments/resistance	am	I	anticipating	from	

family/colleagues?	Specialists?	
6. For	the	meds	I	want	to	keep,	what	is	the	

(presumed)	age-frailty	appropriate	target	for	each	
medication
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Discuss Case
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In	summary

1. Review	frail	elders	medication	list	frequently		
– 14075	fee	code	

2. Be	honest	about	the	quality	of	evidence	and	what	a	patient/
family	can	expect	from	a	pill.	
– Harms	exist,	benefits	are	poorly	understood	
– Existing	trials/guidelines	RARELY	include	frail	elders.	

3. Consider	reducing	medications.	
– Monitor	what	happens	when	you	do.	

4. PARTICIPATE	IN	PRAGMATIC	TRIALS	
5. Contact	me!		
– Email:	rita.mccracken@ubc.ca		
– Or,	phone	me	778	996	6894
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Other resources 
and information
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Best	Science	
Medicine	

Risk	
Calculator 
(example	of	tool	to	

help	explain	potential	
benefit	using	all	avail	

CV	risk	data)  

http://bestsciencemedicine.com/chd/calc2.html


