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About ISMP Canada (2

The Institute for Safe Medication Practices Canada
(ISMP Canada) is an independent not-for-profit
organization committed to reducing preventable harm
from medications, and advancing medication safety in
all healthcare settings.

Our aim is to heighten awareness of system
vulnerabilities and facilitate system improvements.

www.ismp-canada.org
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Deaths Associated with Medication Incidents: Learning from
Collaborative Work with Provincial Offices of the Chief Coroner

and Chief Medical Examiner

Background

Each Canadian provinee and territory has an Office
of the Chief Coroner or Chief Medical Examiner
responsible for investigating deaths from
unexplained, unexpected, or unnatural canses. Within
the scope of these in are deaths iated
with medication incidents. In-depth analysis of
information from these cases offers unique
opportunities to identify underlying factors and
generate recommendations to reduce the chances of
similar incidents in the future. ISMP Canada has had
a formal collaborative relationship with the Office of
the Chief Coroner in one province since 2004, and
has worked with other Offices on selected cases. A
collaborative medication safety project undertaken
with the Offices of the Chief Coroner or Chief
Medical Examiner in 4 provinces provided an
opportunity to test a coordinated process for analysis

these, 122 cases were determined to have involved a
medication incident and were abstracted into the
ISMP Canada database for further analysis. In 115 of
the 122 cases analyzed, the medication incident met
the eniteria for a category I incident (defined as an
incident that may have contributed to or resulted in
the patient's death).!

Medications Involved

The medication classes most commonly involved in
incidents associated with death were opioids,
psychotherapeutic agents (e.g., benzodiazepines,
antidep leptics). ar 1

cardiovascular agents, and insulin (Tal;ie 1). :

Table 1: Medication classes most commonly involved
in incidents associated with death

A COMPONENT OF THE

CHIRPS 32 SCDPIM___

BROUGHT TOYOU BY

SafeMedicationUse.ca
SLIP?O%DBV?FAIT&AN.}UJA i’mp

Consumers Can Help Prevent
Harmful Medication Incidents

[ L

SafeMedicationUse.ca Newsletter

Volume 4 ¢ Issue 6 * September 13, 2013

Reminder - Check Your Prescription!

Has your pharmacy ever made a mistake with your medicine? If so, you're not alone. Mistakes with medicines can
happen even when healthcare professionals have tried their best to prevent them. SafeMedicationUse.ca has
received many reports from consumers who received the wrong medicine or the wrong dose of a medicine from a
pharmacy.

Here is one example: A consumer had been taking trazodone 25 mg (one half of a 50 mg tablet) at bedtime. One
day, when the consumer picked up a new supply of trazodone at the pharmacy, she received white tablets with
“100” printed on one side and “Novo™ on the other. The consumer knew that her tablets were usually peach in
colour, but did not notice the difference until after her pharmacy had closed. Thinking that the appearance of the
medicine might have changed because she had been given a different brand of trazodone, she decided to take half
of one of the new tablets at bedtime. The next day. she called the pharmacist and was told that a mistake had been
made. The consumer returned the medicine to the pharmacy and was given the correct strength of trazodone. The
person who reported the mistake to SafeMedicationUse.ca stated that the white tablets contained 100 mg of
trazodone. Fortunately, the consumer experienced no harm from taking one incorrect dose.

Issue 4
April 2013

Distributed to:

Improving quality in patient safety

CRITICAL Incident Learning

Designing Effective Recommendations

The reporting, investigation, and analysis of medication incidents are important
clements in improving patient safety, but these efforts must be accompanied by
effective strategies to mitigate the contributing factors leading to the incidents.

S S No. (%) of - Chief executive officers . _
of medication incidents from several jurisdictions, — .{ ) . + Chiefs of staff Advice for Hospitals
3 B 5 : Medication Class Incidents - Board chairs - Review patient safety incidents using a systematic, team-
and to share leaming broadly. This bulletin describes oriented approach, as described in the Canadian Incident
. . - Quality/patient
selected findings from the project. Total no. of category | cases 115 (100%) safety leads Analysis Framework.! High Leverage
e harmac - Recognize that certain types of risk-mitigation strategies
e 54 (47% P Y are more cffective than others. Mitigation strategies can MOST EFFECTIVE
Qpioids (47%) be ordered by hierarchy of effectiveness:2 Forcing functions

and constraints

Methods and Findings b Suggested action items:

28 (24%) - Circulate bulletin to front- = Productfrom use)

line staff and physicians

o

24 (21%) - Refer bulletin to quality

and safety committees to

11 (10%) encourage appraisal of
effectiveness of hospital's

o recommendations an,

8 (I%) assessment of hospital's

quality improvement

initiatives

Psychotherapeutic agents
An analysis team from ISMP Canada, consisting of 3
pharmacists, a regi d nurse, and a physieian with
experience as a coroner, reviewed 523 death cases
(from the years 2007 to 2012) in which a medication
incident was potentially associated with the death. Of

Automation or

Anticoagulants

specific dispensing)

SYSTEM-Base

and
(e.., standardized paper or
onic ordor wets)

Cardiovascular agents

Low Leverage
LEAST EFFECTIVE

Reminders, checklists,
double checks

Insulin

*Some incidents involved more than one medication class. o
g doses from. for high-alert medications)

- Use bulletin as an other areas)
cducational resource in
your hospital's safety
hudedles or rounds

Education
and Information

(5., caucation sessions on

high-alert medications)

http://www.ismp-canada.org/ISMPCSafetyBulletins.htm
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Presentation Outline lz

e Part 1: Introduction to deprescribing

e Part 2: Approach to deprescribing: Guiding
Principles

e Conclusion
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Meet JH

N




Meet JH 0

e 77 year old female
e Lives at home with her son and daughter-in-law
e No Known Drug Allergies

e Past Medical History: e Chief Complaint:
 Hypertension e Experiences frequent daytime
e Hiatus Hernia sedation/dizziness and dry
mouth

e Depression
e Insomnia e Suffers from chronic

e TIron deficiency anemia constipation

e (Osteoarthritis
e QOsteopenia
e Chronic constipation

llllll
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e Medications:

Medication Name
Amitriptyline

Rabeprazole (Pariet®)
Acetaminophen (Tylenol®)
Valsartan (Diovan®)
Ferrous gluconate

Standardized Sennosides
(Senokot®)

Docusate Sodium (Colace®)

Elemental Calcium 333 mg/
Magnesium oxide 167 mg

Vitamin D2

nnnnnn

Meet JH

Dose

25 mg daily

20 mg daily

500 mg daily

80 mg daily

300 mg twice a day
17.2 mg daily

200 mg daily
1 tablet twice daily

50,000 units once weekly

Indication
Depression/insomnia
Hiatus Hernia
Osteoarthritis
Hypertension

Iron Deficiency Anemia

Laxative
(Constipation)

Stool softener
(Constipation)

Osteopenia

Osteopenia
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Is there an opportunity to optimize
her medication regimen and improve
her quality of life?

Is there a role for deprescribing in
this case?

nnnnnn
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Part 1:
An Introduction
to Deprescribing
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Deprescribing [2"3)

e The process or trial of tapering, stopping,
discontinuing, or withdrawing inappropriate,
unnecessary, and potentially harmful drugs,

e Goal is to manage polypharmacy, decrease risks
(adverse drug events), improve outcomes, and
quality of life

1

.

|

HECCwe

Thompson & Farrell, 2013; Reeve , Shakib, Hendrix, Roberts, & Wiese, 2014 © Institute for Safe Medication Practices Canada 2017®
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Ch

Potential Benefits of Deprescribing

v Fewer falls and hospital admissions

v Decreased risks of adverse drug events and drug
interactions

v Simplifies the patient’s medication regimen; improved
adherence

v Improved cognition
v' Reduced healthcare and societal costs

cccccc © Institute for Safe Medication Practices Canada 2017®



What can pharmacists do? @

o Identify candidates for deprescribing, especially
during medication reviews

e Inform and educate patients regarding the benefits
of deprescribing

e Collaborate with patients’ prescriber(s) to implement
deprescribing plan and recommendations

e Connect and follow-up with the patient regularly to
monitor symptoms to determine progress or
deterioration

‘‘‘‘‘‘ Janiszewski & Boivin, 2015 © Institute



Part 2:
Approach to
deprescribing:
Guiding
principles




Al
Deprescribing Process: Steps 5]

Conduct thorough Obtain best Identify drug-

medication review 3 - o 3 therapy problem(s)
and interview with polfis;gsym(%dl;ﬁ:ll)on and opportunity to

patient deprescribe

|
v —

- Communicate .
Establish goal and B Identify
rationale of — deprescribing plan —>  medication(s) to

deprescribing W:Jtrespg;isg:(:?d deprescribe

\4

Monitor, review,
support, re-
evaluate

Develop weaning >
[ titration strategy

|
Collaboration and communication
with patient and healthcare team

nnnnnn
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Al
Deprescribing Process: Steps 5]

Conduct thorough Obtain best Identify drug-

medication review 3 - o 3 therapy problem(s)
and interview with pol?isslg:‘aym(%dl;ﬁ:ll)on and opportunity to

patient deprescribe

|
v —

. Communicate -
Establish goal and = Identify
rationale of — deprescribing plan —>  medication(s) to

deprescribing W::pespgrtiisg:(g?d deprescribe

\ 4

Monitor, review,
support, re-
evaluate

Develop weaning >
/titration strategy

Collaboration and communication
with patient and healthcare team

de
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7th
Communicate deprescribing plan with EF:J'
patient and prescriber

e @aining patient acceptance and buy-in is important for successful

deprescribing

e Explain the reason for deprescribing and the risks of ongoing

treatment

e Not abandonment or giving up, rather a part of patient-centered
care, and that they will be supported throughout the process

e Confirm that it is a trial and the medication can be re-started if

necessary

e Emphasize reductions in cost and
pill burden

o Address any fears and questions

i'm Frank & Weir, 2014; Reeve, Shakib, Hendrix, Roberts, Wiese, 2014;
p Janiszewski & Boivin, 2015
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Conduct thorough
medication review

patient

. Identify drug-
Obtain best
. - therapy problem(s)
and interview with ? pﬂgﬁ"}%ﬁ:‘?" —> and opportunity to
deprescribe
v |
Communicate Tdentify

Establish goal and
rationale of —
deprescribing

deprescribing plan o pedication(s) to

with patient and v
prescriber(s) deprescribe

v

Develop weaning 3
[titration strategy

Monitor, review,

support, re-
evaluate
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Identify medication(s) to deprescribe [

e Withdraw one medication at a time; prioritize
medications according to those that:

x Cause adverse effects; risks outweigh the benefits of therapy
X Medications that are not being used

X Have no indication

X Being used irregularly for non-life-threatening conditions

X Used to combat side effects of another drug

Conduct thorough Identify drug-

e . Obtain best
medication review = S therapy problem(s)
and interview with — > Possible medication —3 &0 4o otunity to

e Consult appropriate resources Pt —
(Beers, STOPP Criteria etc.) ) R |

Es:e::ﬁi})l:‘aglge;l)fa nd — dfntmglgmt apnlfjn — medilcg‘l?irlljtllf(_‘;) to

eprescribing prescriber(s) deprescribe

v

‘i‘ S TR A R SR B el S S 2 Develop weaning __, Montor tevets
p Janiszewski & Boivin, 2015 LI T evaluate
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Drug Effectiveness Summary:

7th

Numbers Needed to Treat (NNT)

Drugsaffnctivaness summary; Numbers needed to
treat

ACE Inhibitors

Indication I

NNT per annum |

Motes

Elevated Vascular Risk [Normal LV) 280 Prevent one death [all causes] Trial ran for 5 years
Impaired LV Function-mild/moderate 30 Prevent one death [all causes) Likely symptomatic benefit
Combination Therapy including ACE
ACE + Indapamide 55 Prevent one siroke Trial ran for 5 years
Secondary Prevention post Ml > 80 yrs [ACE+ BB +ASP+ STAT] 33 Prevent one Death
ACE + Beta blocker for impaired LV 14 Prevent one death Likely symptomatic benefit
Impaired LY Mild /moderate ACE + BB 15 Prevent one Death Likely symptomatic benefit
Impaired LY Severe ACE + BB + Spiro 7 Prevent one Death Likely symptomatic benefit
ASPIRIN Primary Prevention Enormous Nao longer recommended

W Fost Strokes TIA ] Frevenl one sIToke or I of vascular Deatn
DYPYRIDAMOLE In addition to ASPIRIN post stroke/TIA 100 Prevent one vascular event BMF caution in cardiac disease

CLOPIDOGREL post stroke or TIA

ATRIAL FIBRILLATION

AF + another risk factor WARFARIN v ASPIRIN

AF (Secondary Prevention after Stroke) WARFARIN v ASPIRIN
ASPIRIN

HYPERTENSION

Cardiovascular morbidity and mortality >80 yrs
Low Risk

High Risk [Diabetes, vascular disease]
Cerebrovascular morbidity and mortality > 80 yrs
Cardiovascular morbidity and mortality > 60yrs
Low Risk

High Risk [Diabetes, vascular disease]

HYPERTENSION (Tayside Day Hospital cohort)

Equivalent to Dypridamole + Aspirin

40
16

Mo effect
BP = 140/90 trial predominantly
systolic hypertension

80
32
122

107
40

36

-
l'mp NHS Southern Derbyshire CCG Medicines Management Team , 2015

CAMADA

Prevent one vascular event

Prevent one Stroke- no difference in mortality

Prevent one stroke

Avoid one cardiovascular event
Avoid one cardiovascular event
Avoid one cerebrovascular event

Avoid one cardiovascular even event

Avoid one cardiovascular event

Prevent one death

2 years for effect
2 years for effect
2 years for effect

4.5 years for effect
4.5 years for effect

MNT 30 if also
Cardiovascular Disease

© Institute for Safe Medication Practices Canada 2017®



7th
Develop weaning strategy: E%
General Tapering Recommendations

o Determine if tapering is necessary
e Tapering can take days, weeks, or months

o Considerations: Age, comorbidities, other medications,
pharmacokinetics of drug, reason for taper, consequences of
withdrawal

e Consult drug information resources for guidelines regarding
tapering schedules and discontinuation syndromes

¢ POSSIbIe Strategles' Conduct thorough e e Identify drug-
medication review 5 s - thera roblem(s)
Halve the d d moni R P T g
e Halve the dose and monitor |~ pateat WOV EEE - deprescribe
|
e Reduce dose by 25% at weekly Y
. . Establish goal and Communicate Tdentify
or longer intervals and monitor rtionle of | —> GeBrESErBING AN s cqicaion) to
deprescribing prescriber(s) deprescribe
|
\J
i'm Frank & Weir, 2014; Reeve, Shakib, Hendrix, Roberts, Wiese, 2014; Develop weaning M:E'rtor,r:'e::w,
p Janiszewski & Boivin, 2015 [titration strategy e
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Table 2| Medications commonly associated with discontinuation syndromes which require slow weaning ij

Type of discontinuation

Medication syndrome Clinical manifestations

a-Blockers W, R Agitation, headache, hypertension and palpitations

ACE-inhibitors D Heart failure and hypertension

Antianginal agents D Angina

Anticonvulsants W, D Anxiety, depression and seizures

Antidepressants W, D Akathisia, anxiety, chills, coryza, gastrointestinal distress, headache,
insomnia, irritability, malaise, myalgia and depression

Antiparkinsonian W,D,R Hypotension, psychosis, pulmonary embolism, rigidity and tremor

agents

Antipsychotic w Dyskinesias, insomnia, nausea and restlessness

Anticholinergics W Anxiety, nausea, vomiting, headache and dizziness

Baclofen W, R Agitation, anxiety, confusion, depression, hallucinations, hypertonia,
insomnia, mania, nightmares, paranoia and seizures

Benzodiazepines W Agitation, anxiety, confusion, delirium, insomnia and seizures

B-Blockers W, D Angina, anxiety, hypertension, acute coronary syndrome and tachycardia

Corticosteroid W, R, D Anorexia, hypotension, nausea, weakness, hypothalamic—pituitary—
adrenal axis suppression and inflammatory states

Digoxin D Heart failure and palpitations

Diuretic D Heart failure and hypertension

Narcotic analgesia W Abdominal cramping, anger, anxiety, chills, diaphoresis, diarrhoea,

insomnia and restlessness
NSAIDs D Recurrence of gout and arthritis

D, disease recrudescence; NSAID, non-steroidal anti-inflammatory drug; R, rebound; W, withdrawal.

s
I’mp Scott, Gray, Martin, Pillans, Mitchell, 2013

CAMADA
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Monitor, review, and follow-up

e (Close and frequent monitoring of patients undergoing a
deprescribing regimen is critical to ensure success and
prevent potential adverse effects.

e At each visit, monitor for:

e Withdrawal symptoms, including rebound symptoms
e Signs of disease recurrence

e Follow-up should occur 24 hour:

Conduct thorough Obtain best Identify drug-
T medication review - . therapy problem(s)
to 7 days after altering a and nerven witn > Poble metiatin. —> Ol runy
patient ory (BPMH) deprescribe
medication |
\J
Establish goal and d Oomm_l;picatela Identify
rationale of — intmnt:g tp r —>» medication(s) to
deprescribing caﬁg'mgr or deprescribe

v

i'm Frank & Weir, 2014; Reeve, Shakib, Hendrix, Roberts, Wiese, 2014; Develop weaning ”gﬂgg;r{mﬁw
Janiszewski & Boivin, 2015 [titration strategy evaluate
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%case example of deprescribing: &%

Let us revisit JH

N




e Medications:

Medication Name
Amitriptyline
Rabeprazole (Pariet®)
Acetaminophen (Tylenol®)
Valsartan (Diovan®)
Ferrous gluconate

Standardized Sennosides

(Senokot®)

Docusate Sodium
(Colace®)

Elemental Calcium 333 mg/
Magnesium oxide 167 mg

Vitamin D2

aaaaaa

Revisit JH

Dose

25 mg daily

20 mg daily

500 mg daily

80 mg daily

300 mg twice a day
17.2 mg daily

200 mg daily
1 tablet twice daily

50,000 units once weekly

Indication
Depression/anxiety
Hiatus Hernia
Osteoarthritis
Hypertension

Iron Deficiency Anemia

Laxative
(Constipation)

Stool softener
(Constipation)

Osteopenia

Osteopenia

© Institute for Safe Medication Practices Canada 2017®
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Revisit JH - Assessment (22

e JH is experiencing adverse effects secondary to
amitriptyline therapy and would benefit from an
alternative antidepressant/sedative agent

e Amitriptyline:

o Classified as a potentially inappropriate medication in the
elderly by several guidelines (Beer’s Criteria, STOPP tool,
etc.), whereby risks outweigh benefits

e Associated with anticholinergic side effects including falls,
impaired cognition, constipation, dizziness, blurred
vision, etc. _

e Implicated in prescribing cascade that led :

to addition of laxatives and stool softener "

© Institute for Safe
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7'
visit JH — Plan & Monitoring (@)

Plan (after contacting and collaborating with the prescriber)

e Amitriptyline discontinued, initiated trazodone (no washout/
taper/titration period needed)

o Initiate trazodone 50 mg once daily in the evening

Monitoring/follow-up:
e Symptoms of daytime dizziness and sedation beginning to improve
e Satisfactory response to and tolerating the new trazodone

e Constipation symptoms improved over time after discontinuation of
amitriptyline

e Senokot® (Sennosides) decreased to 1 tablet daily, then prn
e (Colace® (Docusate Sodium) discontinued

cccccc

© Institute for Safe Medication Practices Canada 2017®



7“‘FJ
Revisit JH [2"S)

e Medications:

Medication Name Dose Indication
Trazodone 50 mg daily Depression/insomnia
Rabeprazole (Pariet) 20 mg daily Hiatus Hernia
Acetaminophen (Tylenol) 500 mg daily Osteoarthritis

Valsartan (Diovan) 80 mg daily Hypertension

Ferrous gluconate 300 mg twice a day Iron Deficiency Anemia
Standardized Sennosides 8.6 mg daily, PRN Constipation
Elemental Calcium 333 mg/ 1 tablet twice daily Osteopenia

Magnesium oxide 167 mg

Vitamin D2 50,000 units once weekly Osteopenia

aaaaaa
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Practical Deprescribing Resources 0

Name of Tool

Beers Criteria

STOPP (Screening Tool of Older
Person’s Potentially inappropriate
Prescriptions)

START (Screening Tool to Alert
doctors to Right Treatment)

Anticholinergic Risk Scale (ARS)

ARMOR (Assess, Review, Minimize,
Optimize, Reassess)

Geriatric-Palliative Method

Prescribing Optimization Method

Choosing Wisely Canada

IPET (Improving Prescribing in the
Elderly)

Deprescribing.org

Medstopper.com

PO’Mahoney & Gallager PF. 2008; Frank C &Weir E. 2014

7th‘%

Description

List of drugs of concern in geriatric care and associated with quality of evidence and
strength of recommendation

Screening tool with 65 indicators; focuses on drug-drug and drug-disease interactions

Screening tool to identify possible prescribing omissions

Ranked categorical list of commonly prescribed medications with anticholinergic potential

Algorithm that prompts review of drug classes, interactions, functional status, systems
review and reassess status

Consensus-based flowchart to reduce polypharmacy

6 questions to guide general practitioners to address under-treatment, adherence,
inappropriate drugs, interactions, and dosing

Management recommendations from the American and Canadian Geriatrics Societies

A list of the 14 most prevalent prescription errors identified from a list of inappropriate
prescription instances according to a Canadian consensus panel

Website with the aim of sharing and exchanging information and resources regarding
deprescribing approaches and research with the public, healthcare providers and researchers

An online tool to aid clinicians and patients make informed decisions about reducing or
stopping medications. After entering a list of medications a patient is taking, the tool
sequences the drug(s) from “more likely to stop” to “less likely to stop”. Suggestions for how
to taper the medication are also provided.

© Institute for Safe Medication Practices Canada 2017®
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Conclusion & Summary (&)

e Pharmacists play an important role in deprescribing

o Potential inappropriate medications can be successfully stopped
or tapered down without generating harm

e Deprescribing can be a long and complicated process; however:

e [t can potentially minimize and avoid adverse drug events,
produce a better quality of life, and enable savings to
the health care system

aaaaaa
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