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OBJECTIVES

❖ Develop a framework for thinking about how medications may 

affect the overall care of the older patient

❖ Learn how to recognize patients who may be good candidates for 

reducing medication burden

❖ At the conclusion of this presentation, participants should be able 

to identify tools to help them safely deprescribe medications that 

are considered high risk use in the older adult.
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BACKGROUND

▪ Definition of the older adult

▪ Accumulation of comorbidities = accumulation of 
medications

▪ 50% of patients take over 5 medications

▪ Increased risk of adverse drug reactions

▪ High-risk meds are most problematic in the most 
vulnerable older adults

▪ Considerations in falls risk, frail, advanced cognitive losses, 
high medication burden
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DEPRESCRIBING

‘Deprescribing is the process of withdrawal of an 
inappropriate medication, supervised by a health care 
professional with the goal of managing polypharmacy and 
improving outcomes’.

Reeve E, Gnjidic D, Long J, Hilmer S. A systematic review of the emerging definition of 'deprescribing' with network analysis: implications for future research and clinical practice. Br J Clin Pharmacol. 2015 

Dec;80(6):1254-68. doi: 10.1111/bcp.12732. PMID: 27006985; PMCID: PMC4693477.
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BENEFITS OF DEPRESCRIBING

➢ Decreasing polypharmacy/medication burden

➢ Reducing medication costs

➢ Can improve medication adherence

➢ Improve patient engagement in medication 

management

➢ PREVENT adverse drug events
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“Of all the forms of inequality, injustice in health 

care is the most shocking and inhumane.”

- Dr. Martin Luther King, Jr.OHSU 
CPD



How do you decide when it is time to reduce 

medication burden?
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CB* 

 91 yo F with HTN, high cholesterol, atrial fibrillation, hypothyroidism, osteoarthritis, SCC s/p 
Mohs, insomnia presenting with worsening arthralgias and myalgias and occasional 
dizziness with positional changes. In general, her health has been stable and there are no 
recent medication changes.  Her current medication list is below:

Acetaminophen 650mg PO TID

Amlodipine 5mg PO daily

Apixiban 5mg PO BID

Atorvastatin 40mg PO daily

Levothyroxine 88mcg PO daily

Losartan 100mg PO daily

Melatonin 2mg PO QHS prn 

Multivitamin PO daily

Zolpidem 5mg PO QHS (gets 10 tabs a year)

*This patient and her medical history is entirely fictitious but can be applied to any patient you may see in clinic.
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POLYPHARMACY

▪ More medications = more interactions between 

medications

▪ Defined as ≥ 5 medications

▪ Always ask about OTC and supplement usage
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OPPORTUNITIES FOR DEPRESCRIBING

▪ Inpatient Admission

▪ Especially with a fall and resulting injury

▪ Transitions of Care

▪ Annual Medicare Wellness Visits

▪ Routine clinic visits – choose 1-2 patients a day to review 

medication burden
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Avoid a prescribing cascade, in which a patient 

begins use of a medication, and another 

medication is added to treat an adverse effect of 

the initial medication.

OHSU 
CPD



FRAILTY

▪ Clinically recognizable state of increased vulnerability 

resulting from decline in reserve and function across 

multiple physiologic systems

▪ Timed Up and Go test can be useful to identify these 

patients

▪ > 20 sec

▪ Frailty is NOT synonymous with age or multiple 

comorbidities
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How do you decide which medication is the 

highest yield and how do you start the process 

of deprescribing?
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COMMON HIGH-RISK MEDICATIONS

▪ Benzodiazepines

▪ Anticholinergics - Benadryl, incontinence medications

▪ TCAs – amitriptyline, nortriptyline

▪ SSRI – paroxetine in particular

▪ Sulfonylureas – glyburide, glimepiride

▪ Sleep Aides – PM meds, zolpidem, zaleplon
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STATINS

▪ 2013, 2019 – AMDA (Society for Post-Acute and Long-Term Care)

❖ Don’t routinely prescribe lipid-lowering medication in individuals with a limited life 

expectancy

❖ Elderly with lowest cholesterol = highest mortality after adjusting other risk factors

❖ Less favorable risk-benefit ratio in >85yo, increased risk of falls, neuropathy and 

muscle damage

▪ https://www.choosingwisely.org/patient-resources/cholesterol-drugs-for-

people-75-and-older/

❖ Older people may not live long enough to get the important benefits from statins

❖ You should take statins to help prevent a second heart attack or stroke.
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RESOURCES

▪ www.deprescribing.org

▪ START and STOPP criteria

▪ Aging Brain Care - specifically for anticholinergic burden

▪ BEERS Criteria

▪ Medication Appropriateness Index
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DEPRESCRIBING.ORG

▪ From the Bruyere Research Institute out of University of Ottawa

▪ “Deprescribing is the planned and supervised process of dose 

reduction or stopping of medication that might be causing 

harm, or no longer be of benefit. Deprescribing is part of 

good prescribing – backing off when doses are too high, or 

stopping medications that are no longer needed.”

▪ Algorithms include more than just dose taper down 

▪ Evaluation of the indication

▪ How to have the conversation

▪ Patient information

▪ Tapering advice
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DEPRESCRIBING.ORG

▪ Algorithms available to help deprescribe:

▪ Proton Pump Inhibitors (PPIs)

▪ Antihyperglycemics

▪ Antipsychotics

▪ Benzodiazepines

▪ Cholinesterase Inhibitors and Memantine
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Benzodiazepine Deprescribing

OHSU 
CPD



OHSU 
CPD



◼ Patient and provider tools availableOHSU 
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Cholinesterase Inhibitor and Memantine Deprescribing
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DEPRESCRIBING.ORG
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START AND STOPP CRITERIA

▪ Screening Tool To Alert to Right Treatment (START)

▪ Screening Tool of Older Persons’ Prescriptions (STOPP)

▪ System based guidelines initially published in 2008, 
updated in 2015

▪ Aim to reduce adverse drug reactions and 
inappropriate prescribing

▪ Defined as both potentially inappropriate medications and 
potential prescribing omissions 
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STOPP CRITERIA

 Guidelines:

1. Any drug prescribed without an evidence-based clinical 

indication.

2. Any drug prescribed beyond the recommended duration, 

where treatment duration is well defined.

3. Any duplicate drug class prescription e.g. two concurrent 

NSAIDs, SSRIs, loop diuretics, ACE inhibitors, anticoagulants 

(optimization of monotherapy within a single drug class 

should be observed prior to considering a new agent).
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STOPP CRITERIA
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START CRITERIA

▪ Unless an elderly patient’s clinical status is end-of-life and 

therefore requiring a more palliative focus of 

pharmacotherapy, the following drug therapies should 

be considered when omitted for no valid clinical 

reason(s). It is assumed that the prescriber observes all 

the specific contraindications to these drug therapies 

prior to recommending them to older persons.
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START CRITERIA
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LIMITATIONS

▪ Not an exhaustive list, with room for interpretation on some 
medications

▪ Requires a clinical professional to evaluate the risks and 
benefits in context of the patient’s health

▪ Less guidance on how to taper off specific medications or 
max dosages

▪ May have limited access to history of prior medications tried
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Aging Brain Care

OHSU 
CPD



Aging Brain Care 

Originally from the Indiana University Center for Aging Research

 www.acbcalc.com – online calculator developed by other physicians

Why we care about anticholinergic burden aside from short-term 

side effects?

Doubled risk of cognitive decline
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WHEN IN DOUBT…

▪ Call the pharmacy and find out about fill dates, 

compliance, prior prescriber to help round out your 

history

▪ Corroborate information from a caregiver before your 

deprescribe
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CB* 

 91 yo F with HTN, high cholesterol, atrial fibrillation, hypothyroidism, osteoarthritis, SCC s/p 
Mohs, insomnia presenting with worsening arthralgias and myalgias and occasional 
dizziness with positional changes. In general, her health has been stable and there are no 
recent medication changes.  Her current medication list is below:

Acetaminophen 650mg PO TID

Amlodipine 5mg PO daily

Apixiban 5mg PO BID

Atorvastatin 40mg PO daily

Levothyroxine 88mcg PO daily

Losartan 100mg PO daily

Melatonin 2mg PO QHS prn 

Multivitamin PO daily

Zolpidem 5mg PO QHS (gets 10 tabs a year)

*This patient and her medical history is entirely fictitious but can be applied to any patient you may see in clinic.
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THANK YOU!
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