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The World Health Organization has highlighted 
polypharmacy as one of the key focus areas of its 
Third Global Patient Safety Challenge, Medication 
Without Harm.1 The term “polypharmacy” has 
multiple definitions, but the most common is the 
concurrent use of 5 or more medications (including 
both prescription and nonprescription products) by a 
single individual.1-4 Polypharmacy exists when the 
theoretical benefits of multiple medications is 
outweighed by the negative effects of the sheer 
number of medications.3,5 Polypharmacy is not solely 
about the number of medications used, but also about 
the effectiveness, utility, and potential harm of each 
medication, both individually or in combination.

Deprescribing is a method to address polypharmacy.6 
It is defined as a planned process of reducing or 
stopping medications that may no longer be of benefit 
or that may be causing harm, with the ultimate goal 

of reducing medication burden and improving quality 
of life.7 This bulletin shares a story of deprescribing, 
from the clinical considerations identified by the 
practitioner to the life-changing outcome, as 
described by the individual involved.  

Incident Example   

A patient with several 
medical problems had 
received prescriptions for 
more than 15 medications 
from the family doctor 
and multiple specialists. 
The patient reported 
experiencing considerable symptoms, including 
episodes of gastroparesis requiring frequent 
emergency department visits. The patient’s complex 
medical history, multiple presentations seeking care, 
and polypharmacy prompted review by a pharmacist. 
The pharmacist worked with the patient and key 
healthcare practitioners to develop a plan to reduce 
the medications. Over the next several months, 
several anticholinergic and psychotropic medications 
were tapered and then discontinued. One example of 
a drug that was discontinued after tapering was 
high-dose amitriptyline, which was no longer 
warranted and which was contributing to the 
gastroparesis. The deprescribing process was just one 
of several interventions, including nonpharmaco- 
logical treatments and close collaboration with other 
healthcare practitioners to address and control the 
various conditions. The patient reported that these 
interventions were life-saving.

Incidence and Economic Burden of 
Polypharmacy   

Polypharmacy is more common among seniors, as 
well as individuals with mental health disorders, both 
groups who are especially at risk of adverse 
outcomes.8 Data collected by the Canadian Institute 
for Health Information about the incidence of 
polypharmacy in Canadian seniors is illustrated in 
Figure 1. About 25% of seniors over the age of 65 
take at least 10 medications, and this percentage 
increases to almost 40% in seniors over the age of 85. 
There is an 8-fold greater risk of drug–drug 
interactions as the number of medications prescribed 
increases from 2 to 10. Additive adverse drug effects 
and drug–disease interactions contribute to potential 
negative outcomes.9 The cost of potentially 
inappropriate medication use in Canada has been 
estimated at $419 million annually, and the cost of 
treating the harmful effects of these medications is 
estimated to be $1.4 billion every year.10

Incorporating Deprescribing into Practice   

Healthcare practitioners may be prompted to consider 
the possibility of deprescribing in situations such as: 
a change in a patient’s clinical condition; progression 
of an existing condition (e.g., dementia); an increased 
need for assistance with daily activities; an increased 
risk of falls; a decline in weight or liver/renal 
function; or following a transition in care. Certain 
electronic health record programs and pharmacy 

systems have the capacity to search systematically for 
patients who may benefit from deprescribing, 
according to criteria such as the number of current 
medications or the presence of specific high-risk 
drugs. This feature could be used by practitioners to 
identify patients in need of a medication review and 
to consider whether deprescribing is appropriate. 

Initial Approach and Care Team–Patient 
Partnership   

Deprescribing must be done in partnership with the 
patient and the healthcare practitioners caring for that 
patient. The process begins with the practitioner(s) 
and the patient (and/or caregiver) carefully evaluating 
all of the patient’s medications. Discussions about 
medication choices should involve patient-driven care 
goals and must balance the expected benefit of drug 
therapy against any possible harm. 

Resources such as the 5 Questions to Ask about Your 
Medications and the EMPOWER brochures can be 
used to initiate discussions about the need to review 
and potentially reduce or discontinue medications. 
These and other shared decision-making tools have 
been shown to improve people’s knowledge and 
realistic perception of outcomes and associated risks.11,12

Patients may be more open to change when they have 
a greater understanding of the benefits of 
deprescribing (e.g., elimination of bothersome side 
effects). It is also important to partner with the 
patient’s care team (e.g., family/caregivers, primary 
care practitioner, community pharmacist, medical 
specialists), to engage them in monitoring and to 
prevent medications that are being tapered or 
discontinued from inadvertently being restarted. 

For most medications, it is best to plan one change at 
a time, rather than discontinuing/tapering several 
medications simultaneously. After evaluating the 
effects of 1 change, further adjustments to the 
medication regimen can be made as appropriate.

Deprescribing Resources   

The use of validated processes, algorithms, and tools 
may help with the incorporation of deprescribing into 
clinical practice.13 Choosing Wisely Canada has 
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recently released toolkits14 on how to reduce and 
discontinue benzodiazepines, proton pump inhibitors, 
and antipsychotics; these toolkits include detailed 
algorithms and patient resources to optimize 
utilization (Box 1). The Canadian Deprescribing 
Network provides links to additional useful resources 
for patients (Box 1).15

Other resources available to help in identifying 
medications to be discontinued or reduced include 
the STOPP tool,16 the Hierarchy of Utility of 
Medications,17 the Beers Criteria18 and the 
NO TEARS tool (Box 2).19

In the incident example, a review based on principles 
in the NO TEARS tool identified several medications 
that could be reduced or discontinued. For example, 
the amitriptyline was no longer warranted given the 
patient’s goals of care, and this drug’s significant 
anticholinergic effects were contributing to the 
patient’s gastroparesis and other symptoms. With 
agreement from the prescriber and the patient, the 
pharmacist developed a plan to taper the amitriptyline 
dose over a period of a month. After the amitriptyline 
had been discontinued, a plan to deprescribe other 
medications was undertaken.  

Monitoring  

Deprescribing requires close, consistent monitoring of 
the patient to ensure that the medication taper or 
discontinuation is both safe and effective. Patients, 
family / caregivers, and other community care providers 
need to know what symptoms and side effects to look 

out for and when to seek medical attention (Box 3). In 
the incident example, the patient was educated about 
how to identify symptoms associated with amitriptyline 
withdrawal and knew to report these effects and/or 
feelings of depression to the prescriber. Both the 
pharmacist and the prescriber stayed in touch with the 
patient during the tapering period.

Conclusion   

Deprescribing provides an opportunity to improve 
patient health outcomes by reducing the use of 
potentially harmful and/or ineffective medications. 
Attention is needed to ensure that every prescribed 
medication is assessed carefully, both on initial 
prescription and at regular intervals thereafter. With 
the initiation of every medication, prescribers may 
want to discuss a time to re-evaluate the medication 
with the patient. Practitioners are urged to actively 
consider deprescribing as part of ongoing treatment 
evaluation and medication management, with the 
goal of minimizing preventable harm and reducing 
medication burden. By partnering with patients to 

discuss these strategies, practitioners can better 
engage patients and their caregivers, so they 
understand whether and when tapering or 
discontinuation of medications is appropriate. 

Acknowledgements

ISMP Canada gratefully acknowledges expert review 
of this bulletin by the following individuals (in 
alphabetical order): Nicole Bootsman BSc BSP, 
Saskatoon, SK; Camille Gagnon PharmD, Assistant 
Director, Canadian Deprescribing Network, Montréal, 
QC; Keith J. White MB ChB, Physician Lead, Shared 
Care Polypharmacy Risk Reduction in the Elderly 
Initiative, Doctors of BC, Kelowna, BC. 

References
1. Medication without harm. WHO global patient safety challenge. Geneva (Switzerland): World Health Organization; 2017 [cited 2018 

Jan 31]. Available from: http://apps.who.int/iris/bitstream/10665/255263/1/WHO-HIS-SDS-2017.6-eng.pdf?ua=1&ua=1
2. Dolovich L, Kanji N. Polypharmacy, part 1. Pitfalls of multiple medications: taking multiple drugs and risk of interactions [blog]. 

Hamilton (ON): McMaster University, McMaster Optimal Aging Portal; 2014 Mar 29 [cited 2017 Nov 29]. Available from: 
https://www.mcmasteroptimalaging.org/blog/detail/blog/2014/03/29/are-you-worried-about-taking-multiple-medications-the-pitfall-of-
polypharmacy!-part-1-what-is-polypharmacy

3. Annual report 2016. Montréal (QC): Canadian Deprescribing Network; 2016 [cited 2018 Jan 31]. Available from: 
https://static1.squarespace.com/static/5836f01fe6f2e1fa62c11f08/t/58ed2f32e58c6291cf3084dc/1491939137438/CaDeN_Annual+
Report_23Jan2017_EN_WEB.pdf 

4. Masnoon N, Shakib S, Kalisch-Ellett L, Caughey GE. What is polypharmacy? A systematic review of definitions. BMC Geriatrics. 
2017;17:230-239. 

5. 2013 Shared Care Committee showcase: discovering our collective impact. Vancouver (BC): Shared Care – Partners for Patients; 2013 
[cited 2018 Mar 13]. Available from: http://sharedcarebc.ca/sites/default/files/Shared_Care_showcase_Summary%20Report_FINAL.pdf 

6. Garfinkel D, Ilhan B, Bahat G. Routine deprescribing of chronic medications to combat polypharmacy. Ther Adv Drug Saf. 2015; 
6(6):212–233.

7. What is deprescribing? Montréal (QC): Canadian Deprescribing Network; 2017 [cited 2018 Jan 14]. Available from: 
https://www.deprescribingnetwork.ca/deprescribing

8. Sivagnanam G. Deprescription: the prescription metabolism. J Pharmacol Pharmacother. 2016;7(3):133-137.
9. Drug use among seniors on public programs in Canada, 2012. Ottawa (ON): Canadian Institute for Health Information. 2014 [cited 2017 

Nov 15] May. Available from: https://secure.cihi.ca/free_products/Drug_Use_in_Seniors_on_Public_Drug_Programs_2012_EN_web.pdf
10. Morgan SG, Hunt J, Rioux J, Proulx J, Weymann D, Tannenbaum C. Frequency and cost of potentially inappropriate prescribing for older 

adults: a cross-sectional study. CMAJ Open. 2016;4(2):E346–E351.
11. Stacey D, Légaré F, Lewis K, Barry MJ, Bennett CL, Eden KB, et al. Decision aids for people facing health treatment or screening 

decisions. Cochrane Database Syst Rev. 2017;4:CD001431.
12. Martin P, Tamblyn R, Ahmed S, Tannenbaum C. A drug education tool developed for older adults changes knowledge, beliefs and risk 

perceptions about inappropriate benzodiazepine prescriptions in the elderly. Pat Educ Couns. 2013;92(1):81-87.
13. Scott IA, Hilmer SN, Reeve E, Potter K, Le Couteur D, Rigby D, et al. Reducing inappropriate polypharmacy: the process of 

deprescribing. JAMA Intern Med. 2015;175(5):827-834. 
14. How tos. In: Perspectives. Choosing Wisely Canada; 2017 [cited 2018 Jan 14]. Available from: 

https://choosingwiselycanada.org/perspectives/how-tos
15. Essential information. Montréal (QC): Canadian Deprescribing Network; 2017 [cited 2018 Feb 3]. Available from: 

https://www.deprescribingnetwork.ca/useful-resources  
16. Gallagher P, O’Mahony D. STOPP (Screening Tool of Older Persons’ potentially inappropriate Prescriptions): application to acute elderly 

patients and comparison with Beers’ Criteria. Age Ageing. 2008;37(6):673-679.
17. Tenni P, Dunbabin D. A guide to deprescribing: general information. Hobart, Tasmania (Australia): Primary Health Tasmania; 2016 [cited 

2018 Jan 14]. Available from: https://www.primaryhealthtas.com.au/sites/default/files/Deprescribing%20General%20Information.pdf
18. American Geriatrics Society 2015 Beers Criteria Update Expert Panel. American Geriatrics Society 2015 updated Beers Criteria for 

potentially inappropriate medication use in older adults. J Am Geriatr Soc. 2015;63(11):2227-2246.
19. Polypharmacy: guidance for prescribing. Llandough (Wales): All Wales Medicines Strategy Group; 2014 Jul [cited 2018 Feb 6]. 

Available from: http://www.awmsg.org/docs/awmsg/medman/Polypharmacy%20-%20Guidance%20for%20Prescribing.pdf
20. Lamoure JW. Relapse vs. withdrawal: the principles of discontinuation syndrome: review. Can J Diagn. 2006 Sep:95-98.  

• Deprescribing must be done in partnership with 
the patient.

• The use of validated processes, algorithms, and 
tools may help with the incorporation of 
deprescribing into clinical practice.

• Deprescribing requires close, consistent 
monitoring of the patient to ensure that the 
medication taper or discontinuation is both 
safe and effective.

Deprescribing 
must be done in 
partnership with 
the patient.  

http://www.ismp-canada.org/
http://www.ismp-canada.org/err_index.htm
http://www.cmirps-scdpim.ca/
http://www.ismp-canada.org/ISMPCSafetyBulletins.htm


The World Health Organization has highlighted 
polypharmacy as one of the key focus areas of its 
Third Global Patient Safety Challenge, Medication 
Without Harm.1 The term “polypharmacy” has 
multiple definitions, but the most common is the 
concurrent use of 5 or more medications (including 
both prescription and nonprescription products) by a 
single individual.1-4 Polypharmacy exists when the 
theoretical benefits of multiple medications is 
outweighed by the negative effects of the sheer 
number of medications.3,5 Polypharmacy is not solely 
about the number of medications used, but also about 
the effectiveness, utility, and potential harm of each 
medication, both individually or in combination.

Deprescribing is a method to address polypharmacy.6

It is defined as a planned process of reducing or 
stopping medications that may no longer be of benefit 
or that may be causing harm, with the ultimate goal 

of reducing medication burden and improving quality 
of life.7 This bulletin shares a story of deprescribing, 
from the clinical considerations identified by the 
practitioner to the life-changing outcome, as 
described by the individual involved.  

Incident Example   

A patient with several 
medical problems had 
received prescriptions for 
more than 15 medications 
from the family doctor 
and multiple specialists. 
The patient reported 
experiencing considerable symptoms, including 
episodes of gastroparesis requiring frequent 
emergency department visits. The patient’s complex 
medical history, multiple presentations seeking care, 
and polypharmacy prompted review by a pharmacist. 
The pharmacist worked with the patient and key 
healthcare practitioners to develop a plan to reduce 
the medications. Over the next several months, 
several anticholinergic and psychotropic medications 
were tapered and then discontinued. One example of 
a drug that was discontinued after tapering was 
high-dose amitriptyline, which was no longer 
warranted and which was contributing to the 
gastroparesis. The deprescribing process was just one 
of several interventions, including nonpharmaco- 
logical treatments and close collaboration with other 
healthcare practitioners to address and control the 
various conditions. The patient reported that these 
interventions were life-saving.

Incidence and Economic Burden of 
Polypharmacy    

Polypharmacy is more common among seniors, as 
well as individuals with mental health disorders, both 
groups who are especially at risk of adverse 
outcomes.8 Data collected by the Canadian Institute 
for Health Information about the incidence of 
polypharmacy in Canadian seniors is illustrated in 
Figure 1. About 25% of seniors over the age of 65 
take at least 10 medications, and this percentage 
increases to almost 40% in seniors over the age of 85. 
There is an 8-fold greater risk of drug–drug 
interactions as the number of medications prescribed 
increases from 2 to 10. Additive adverse drug effects 
and drug–disease interactions contribute to potential 
negative outcomes.9 The cost of potentially 
inappropriate medication use in Canada has been 
estimated at $419 million annually, and the cost of 
treating the harmful effects of these medications is 
estimated to be $1.4 billion every year.10 

Incorporating Deprescribing into Practice   

Healthcare practitioners may be prompted to consider 
the possibility of deprescribing in situations such as: 
a change in a patient’s clinical condition; progression 
of an existing condition (e.g., dementia); an increased 
need for assistance with daily activities; an increased 
risk of falls; a decline in weight or liver/renal 
function; or following a transition in care. Certain 
electronic health record programs and pharmacy 

systems have the capacity to search systematically for 
patients who may benefit from deprescribing, 
according to criteria such as the number of current 
medications or the presence of specific high-risk 
drugs. This feature could be used by practitioners to 
identify patients in need of a medication review and 
to consider whether deprescribing is appropriate. 

Initial Approach and Care Team–Patient 
Partnership    

Deprescribing must be done in partnership with the 
patient and the healthcare practitioners caring for that 
patient. The process begins with the practitioner(s) 
and the patient (and/or caregiver) carefully evaluating 
all of the patient’s medications. Discussions about 
medication choices should involve patient-driven care 
goals and must balance the expected benefit of drug 
therapy against any possible harm. 

Resources such as the 5 Questions to Ask about Your 
Medications and the EMPOWER brochures can be 
used to initiate discussions about the need to review 
and potentially reduce or discontinue medications. 
These and other shared decision-making tools have 
been shown to improve people’s knowledge and 
realistic perception of outcomes and associated risks.11,12 

Patients may be more open to change when they have 
a greater understanding of the benefits of 
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care practitioner, community pharmacist, medical 
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prevent medications that are being tapered or 
discontinued from inadvertently being restarted. 

For most medications, it is best to plan one change at 
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recently released toolkits14 on how to reduce and 
discontinue benzodiazepines, proton pump inhibitors, 
and antipsychotics; these toolkits include detailed 
algorithms and patient resources to optimize 
utilization (Box 1). The Canadian Deprescribing 
Network provides links to additional useful resources 
for patients (Box 1).15

Other resources available to help in identifying 
medications to be discontinued or reduced include 
the STOPP tool,16 the Hierarchy of Utility of 
Medications,17 the Beers Criteria18 and the 
NO TEARS tool (Box 2).19

In the incident example, a review based on principles 
in the NO TEARS tool identified several medications 
that could be reduced or discontinued. For example, 
the amitriptyline was no longer warranted given the 
patient’s goals of care, and this drug’s significant 
anticholinergic effects were contributing to the 
patient’s gastroparesis and other symptoms. With 
agreement from the prescriber and the patient, the 
pharmacist developed a plan to taper the amitriptyline 
dose over a period of a month. After the amitriptyline 
had been discontinued, a plan to deprescribe other 
medications was undertaken.  

Monitoring  

Deprescribing requires close, consistent monitoring of 
the patient to ensure that the medication taper or 
discontinuation is both safe and effective. Patients, 
family / caregivers, and other community care providers 
need to know what symptoms and side effects to look 

out for and when to seek medical attention (Box 3). In 
the incident example, the patient was educated about 
how to identify symptoms associated with amitriptyline 
withdrawal and knew to report these effects and/or 
feelings of depression to the prescriber. Both the 
pharmacist and the prescriber stayed in touch with the 
patient during the tapering period.
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Conclusion   

Deprescribing provides an opportunity to improve 
patient health outcomes by reducing the use of 
potentially harmful and/or ineffective medications. 
Attention is needed to ensure that every prescribed 
medication is assessed carefully, both on initial 
prescription and at regular intervals thereafter. With 
the initiation of every medication, prescribers may 
want to discuss a time to re-evaluate the medication 
with the patient. Practitioners are urged to actively 
consider deprescribing as part of ongoing treatment 
evaluation and medication management, with the 
goal of minimizing preventable harm and reducing 
medication burden. By partnering with patients to 

discuss these strategies, practitioners can better 
engage patients and their caregivers, so they 
understand whether and when tapering or 
discontinuation of medications is appropriate. 
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recently released toolkits14 on how to reduce and 
discontinue benzodiazepines, proton pump inhibitors, 
and antipsychotics; these toolkits include detailed 
algorithms and patient resources to optimize 
utilization (Box 1). The Canadian Deprescribing 
Network provides links to additional useful resources 
for patients (Box 1).15

Other resources available to help in identifying 
medications to be discontinued or reduced include 
the STOPP tool,16 the Hierarchy of Utility of 
Medications,17 the Beers Criteria18 and the 
NO TEARS tool (Box 2).19 

In the incident example, a review based on principles 
in the NO TEARS tool identified several medications 
that could be reduced or discontinued. For example, 
the amitriptyline was no longer warranted given the 
patient’s goals of care, and this drug’s significant 
anticholinergic effects were contributing to the 
patient’s gastroparesis and other symptoms. With 
agreement from the prescriber and the patient, the 
pharmacist developed a plan to taper the amitriptyline 
dose over a period of a month. After the amitriptyline 
had been discontinued, a plan to deprescribe other 
medications was undertaken.  

Monitoring  

Deprescribing requires close, consistent monitoring of 
the patient to ensure that the medication taper or 
discontinuation is both safe and effective. Patients, 
family / caregivers, and other community care providers 
need to know what symptoms and side effects to look 

out for and when to seek medical attention (Box 3). In 
the incident example, the patient was educated about 
how to identify symptoms associated with amitriptyline 
withdrawal and knew to report these effects and/or 
feelings of depression to the prescriber. Both the 
pharmacist and the prescriber stayed in touch with the 
patient during the tapering period.
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Box 2. NO TEARS Tool19

Need and indication 
Open questions

Tests and monitoring   
Evidence and guidelines 
Adverse events
Risk reduction or prevention
Simplification and switches  

Box 3. Monitoring Considerations when Deprescribing

Monitor for changes in the patient’s health 
status, such as the following:

• Drug withdrawal reactions.20

• Changes in the pharmacodynamics of other
medications being taken concurrently
(e.g., altered receptor sensitivity, cytochrome
P450 liver enzyme dysregulation, drug
interaction-related dosage adjustments).

• Return of symptoms from the original
medical condition for which the medication
was prescribed.

Box 1. Useful Resources for Deprescribing

Deprescribing algorithms: http://deprescribing.org/resources/deprescribing-guidelines-algorithms/

Canadian Deprescribing Network (resources for patients): https://www.deprescribingnetwork.ca/patient-handouts

Choosing Wisely Canada (deprescribing toolkits): https://choosingwiselycanada.org/perspectives/how-tos/

How to taper medications: www.MedStopper.com

Opioid Tapering Templates: 

Guideline for Deprescribing Cholinesterase Inhibitors and Memantine: 
http://sydney.edu.au/medicine/cdpc/documents/resources/deprescribing-guideline.pdf

https://thewellhealth.ca/OpioidTaperingTool/
http://www.rxfiles.ca/rxfiles/uploads/documents/opioid-taper-template.pdf

https://choosingwiselycanada.org/perspective/toolkit-benzos-primary-care/
https://choosingwiselycanada.org/perspective/ppi-toolkit/
https://choosingwiselycanada.org/perspective/antipsychotics-toolkit/
http://deprescribing.org/resources/deprescribing-guidelines-algorithms/
https://www.deprescribingnetwork.ca/patient-handouts
https://choosingwiselycanada.org/perspectives/how-tos/
www.MedStopper.com
http://www.rxfiles.ca/rxfiles/uploads/documents/opioid-taper-template.pdf
http://sydney.edu.au/medicine/cdpc/documents/resources/deprescribing-guideline.pdf
https://thewellhealth.ca/opioidtaperingtool/


The World Health Organization has highlighted 
polypharmacy as one of the key focus areas of its 
Third Global Patient Safety Challenge, Medication 
Without Harm.1 The term “polypharmacy” has 
multiple definitions, but the most common is the 
concurrent use of 5 or more medications (including 
both prescription and nonprescription products) by a 
single individual.1-4 Polypharmacy exists when the 
theoretical benefits of multiple medications is 
outweighed by the negative effects of the sheer 
number of medications.3,5 Polypharmacy is not solely 
about the number of medications used, but also about 
the effectiveness, utility, and potential harm of each 
medication, both individually or in combination.

Deprescribing is a method to address polypharmacy.6 
It is defined as a planned process of reducing or 
stopping medications that may no longer be of benefit 
or that may be causing harm, with the ultimate goal 

of reducing medication burden and improving quality 
of life.7 This bulletin shares a story of deprescribing, 
from the clinical considerations identified by the 
practitioner to the life-changing outcome, as 
described by the individual involved.  

Incident Example    

A patient with several 
medical problems had 
received prescriptions for 
more than 15 medications 
from the family doctor 
and multiple specialists. 
The patient reported 
experiencing considerable symptoms, including 
episodes of gastroparesis requiring frequent 
emergency department visits. The patient’s complex 
medical history, multiple presentations seeking care, 
and polypharmacy prompted review by a pharmacist. 
The pharmacist worked with the patient and key 
healthcare practitioners to develop a plan to reduce 
the medications. Over the next several months, 
several anticholinergic and psychotropic medications 
were tapered and then discontinued. One example of 
a drug that was discontinued after tapering was 
high-dose amitriptyline, which was no longer 
warranted and which was contributing to the 
gastroparesis. The deprescribing process was just one 
of several interventions, including nonpharmaco- 
logical treatments and close collaboration with other 
healthcare practitioners to address and control the 
various conditions. The patient reported that these 
interventions were life-saving.

Incidence and Economic Burden of 
Polypharmacy    

Polypharmacy is more common among seniors, as 
well as individuals with mental health disorders, both 
groups who are especially at risk of adverse 
outcomes.8 Data collected by the Canadian Institute 
for Health Information about the incidence of 
polypharmacy in Canadian seniors is illustrated in 
Figure 1. About 25% of seniors over the age of 65 
take at least 10 medications, and this percentage 
increases to almost 40% in seniors over the age of 85. 
There is an 8-fold greater risk of drug–drug 
interactions as the number of medications prescribed 
increases from 2 to 10. Additive adverse drug effects 
and drug–disease interactions contribute to potential 
negative outcomes.9 The cost of potentially 
inappropriate medication use in Canada has been 
estimated at $419 million annually, and the cost of 
treating the harmful effects of these medications is 
estimated to be $1.4 billion every year.10 

Incorporating Deprescribing into Practice    

Healthcare practitioners may be prompted to consider 
the possibility of deprescribing in situations such as: 
a change in a patient’s clinical condition; progression 
of an existing condition (e.g., dementia); an increased 
need for assistance with daily activities; an increased 
risk of falls; a decline in weight or liver/renal 
function; or following a transition in care. Certain 
electronic health record programs and pharmacy 

systems have the capacity to search systematically for 
patients who may benefit from deprescribing, 
according to criteria such as the number of current 
medications or the presence of specific high-risk 
drugs. This feature could be used by practitioners to 
identify patients in need of a medication review and 
to consider whether deprescribing is appropriate. 

Initial Approach and Care Team–Patient 
Partnership    

Deprescribing must be done in partnership with the 
patient and the healthcare practitioners caring for that 
patient. The process begins with the practitioner(s) 
and the patient (and/or caregiver) carefully evaluating 
all of the patient’s medications. Discussions about 
medication choices should involve patient-driven care 
goals and must balance the expected benefit of drug 
therapy against any possible harm. 

Resources such as the 5 Questions to Ask about Your 
Medications and the EMPOWER brochures can be 
used to initiate discussions about the need to review 
and potentially reduce or discontinue medications. 
These and other shared decision-making tools have 
been shown to improve people’s knowledge and 
realistic perception of outcomes and associated risks.11,12 

Patients may be more open to change when they have 
a greater understanding of the benefits of 
deprescribing (e.g., elimination of bothersome side 
effects). It is also important to partner with the 
patient’s care team (e.g., family/caregivers, primary 
care practitioner, community pharmacist, medical 
specialists), to engage them in monitoring and to 
prevent medications that are being tapered or 
discontinued from inadvertently being restarted. 

For most medications, it is best to plan one change at 
a time, rather than discontinuing/tapering several 
medications simultaneously. After evaluating the 
effects of 1 change, further adjustments to the 
medication regimen can be made as appropriate.

Deprescribing Resources    

The use of validated processes, algorithms, and tools 
may help with the incorporation of deprescribing into 
clinical practice.13 Choosing Wisely Canada has 

recently released toolkits14 on how to reduce and 
discontinue benzodiazepines, proton pump inhibitors, 
and antipsychotics; these toolkits include detailed 
algorithms and patient resources to optimize 
utilization (Box 1). The Canadian Deprescribing 
Network provides links to additional useful resources 
for patients (Box 1).15

Other resources available to help in identifying 
medications to be discontinued or reduced include 
the STOPP tool,16 the Hierarchy of Utility of 
Medications,17 the Beers Criteria18 and the 
NO TEARS tool (Box 2).19 

In the incident example, a review based on principles 
in the NO TEARS tool identified several medications 
that could be reduced or discontinued. For example, 
the amitriptyline was no longer warranted given the 
patient’s goals of care, and this drug’s significant 
anticholinergic effects were contributing to the 
patient’s gastroparesis and other symptoms. With 
agreement from the prescriber and the patient, the 
pharmacist developed a plan to taper the amitriptyline 
dose over a period of a month. After the amitriptyline 
had been discontinued, a plan to deprescribe other 
medications was undertaken.  

Monitoring   

Deprescribing requires close, consistent monitoring of 
the patient to ensure that the medication taper or 
discontinuation is both safe and effective. Patients, 
family / caregivers, and other community care providers 
need to know what symptoms and side effects to look 

out for and when to seek medical attention (Box 3). In 
the incident example, the patient was educated about 
how to identify symptoms associated with amitriptyline 
withdrawal and knew to report these effects and/or 
feelings of depression to the prescriber. Both the 
pharmacist and the prescriber stayed in touch with the 
patient during the tapering period.
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Conclusion    

Deprescribing provides an opportunity to improve 
patient health outcomes by reducing the use of 
potentially harmful and/or ineffective medications. 
Attention is needed to ensure that every prescribed 
medication is assessed carefully, both on initial 
prescription and at regular intervals thereafter. With 
the initiation of every medication, prescribers may 
want to discuss a time to re-evaluate the medication 
with the patient. Practitioners are urged to actively 
consider deprescribing as part of ongoing treatment 
evaluation and medication management, with the 
goal of minimizing preventable harm and reducing 
medication burden. By partnering with patients to 

discuss these strategies, practitioners can better 
engage patients and their caregivers, so they 
understand whether and when tapering or 
discontinuation of medications is appropriate. 
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January 2018 - Newsletter:

Don’t Be Embarrassed to Talk to Your Pharmacist  

This segment of the bulletin describes a recent SafeMedicationUse.ca 
publication from ISMP Canada’s Consumer Program.

SafeMedicationUse.ca has received reports from patients who picked up prescriptions for medications to 
treat sensitive health problems but didn’t talk to the pharmacist before leaving the pharmacy. These 
reports concerned medications such as creams to treat vaginal infections and tablets to treat erectile 
dysfunction. In the incidents reported, the medications were not used as intended, and the patients 
experienced preventable harm. 

Tips for Practitioners:
•  O�er patients the opportunity to meet in a private area, such as a counselling room or counselling area, 

to discuss their medications and health concerns. Taking this proactive step is especially important if 
patients seem uncomfortable or embarrassed about the health problem being treated. 

•  Ensure that your pharmacy’s counselling area or counselling room is kept 
private so that discussions cannot be overheard. Remind patients that all 
information shared with pharmacy sta� is kept completely con�dential.

•  If patients are in a hurry or seem uncomfortable at the pharmacy, o�er 
them the opportunity to speak to you over the phone to discuss their 
medications and health concerns. Some patients may be more 
comfortable speaking with you by phone. 

•  Maintain a relaxed, open, and nonjudgmental attitude when counselling 
patients about medications and answering their health-related questions. 
Your attitude will help patients to feel more comfortable when 
discussing sensitive health problems.

For more information, read the full newsletter: 
https://safemedicationuse.ca/newsletter/sensitivetopics.html 

A patient handout and resource, “Opioids for pain after surgery: Your questions answered” was 
developed collaboratively with and endorsed by the Canadian Deprescribing Network, CPSI, Patients for 
Patient Safety Canada, Choosing Wisely Canada, CADTH, CSHP, CNA and CMA, in accordance with recent 
guidelines and preferred practices.

The handout, which builds on the ‘5 Questions to Ask about Your Medications’, 
was launched by Choosing Wisely Canada through the Opioid Wisely Campaign: 
https://choosingwiselycanada.org/campaign/opioid-wisely/

Please email AWatt@ismp-canada.org if you are interested in endorsing or 
disseminating the handout.

Opioids for pain after surgery: Your questions answered 
Download: English | French

www.ismp-canada.org/opioid_stewardship/

Opioids for Pain After Surgery—Patient Handout

Opioids for pain after surgery: 
Your questions answered

1. Changes?

2. Continue?   

3. Proper Use? 

4. Monitor?

5. Follow-Up? 

To find out more, visit:  OpioidStewardship.ca and DeprescribingNetwork.ca

You have been prescribed an opioid. 
Opioids reduce pain but will not take away all your pain. Ask your prescriber about 
other methods of reducing pain including using ice, stretching, physiotherapy, or 
non-opioid drugs like acetaminophen or ibuprofen. Know your pain control plan 
and work closely with your prescriber if your pain does not improve.

Opioids are usually required for less than 1-2 weeks after surgery. 
As you continue to recover from your surgery, your pain should get better day by 
day. As you get better, you will need less opioids. Consult your doctor or 
pharmacist about how and when to reduce your dose.

Use the lowest possible dose for the shortest possible time. 
Overdose and addiction can occur with opioids. Avoid alcohol and sleeping pills 
(e.g. benzodiazepines like lorazepam) while taking opioids. Do not drive while 
taking opioids. 

Side e�ects include: sedation, constipation, nausea and dizziness. 
Contact your doctor or pharmacist if you have severe dizziness or inability to 
stay awake. 

Ask your prescriber when your pain should get better. 
If your pain is not improving as expected, talk to your healthcare provider.

https://choosingwiselycanada.org/campaign/opioid-wisely/
mailto:AWatt@ismp-canada.org
https://www.ismp-canada.org/download/OpioidStewardship/OpioidsAfterSurgery-EN.pdf
https://www.ismp-canada.org/download/OpioidStewardship/OpioidsAfterSurgery-FR.pdf
https://www.ismp-canada.org/opioid_stewardship/
https://safemedicationuse.ca/newsletter/sensitivetopics.html
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The Canadian Medication Incident Reporting and Prevention 
System (CMIRPS) is a collaborative pan-Canadian program of 
Health Canada, the Canadian Institute for Health Information 
(CIHI), the Institute for Safe Medication Practices Canada 
(ISMP Canada) and the Canadian Patient Safety Institute 
(CPSI). The goal of CMIRPS is to reduce and prevent harmful 
medication incidents in Canada.

The Healthcare Insurance Reciprocal of Canada (HIROC) 
provides support for the bulletin and is a member owned 
expert provider of professional and general liability coverage 
and risk management support. 

The Institute for Safe Medication Practices Canada (ISMP 
Canada) is an independent national not-for-profit 
organization committed to the advancement of medication 
safety in all healthcare settings. ISMP Canada's mandate 
includes analyzing medication incidents, making 
recommendations for the prevention of harmful medication 
incidents, and facilitating quality improvement initiatives.

Report Medication Incidents
(Including near misses)

Online:  www.ismp-canada.org/err_index.htm
Phone:  1-866-544-7672

ISMP Canada strives to ensure confidentiality and 
security of information received, and respects the wishes 
of the reporter as to the level of detail to be included in 
publications. Medication Safety bulletins contribute to 
Global Patient Safety Alerts.

Stay Informed
To receive ISMP Canada Safety Bulletins 
and Newsletters visit:

www.ismp-canada.org/stayinformed/

This bulletin shares information about safe medication 
practices, is noncommercial, and is therefore exempt 
from Canadian anti-spam legislation.

Contact Us 
Email:  cmirps@ismp-canada.org
Phone:  1-866-544-7672

©2018 Institute for Safe Medication Practices Canada. 
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We want to hear from you!
•  Do you have an important medication incident to share?

•  Have you undertaken a medication safety initiative that 
may be of interest to other practitioners?

Be part of the Med Safety Exchange webinar series!

Email: ASharma@ismp-canada.org 

www.ismp-canada.org/MedSafetyExchange/

Webinar dates for 2018/2019 will be posted on the website soon! 

mailto:ASharma@ismp-canada.org
http://www.ismp-canada.org/MedSafetyExchange/
http://www.cmirps-scdpim.ca/
http://www.hiroc.com/
http://www.ismp-canada.org/
http://www.ismp-canada.org/err_index.htm
http://www.ismp-canada.org/stayinformed
mailto:cmirps@ismp-canada.org

