
Pharmacy Fact Sheet:  Deprescribing 
August 2017 

Key Points 

 Deprescribing is a planned and coordinated process of discontinuing or de-escalating doses of medications (prescription, 
OTC) which are either inappropriate or are no longer indicated.  

 Deprescribing involves the provider, patient and pharmacist, and may require monitoring and ongoing education. Your 
Accountable Care Unit pharmacist may be able to assist.  

 Medication regimens should be evaluated at least annually for opportunities to deprescribe, since indications for medications 
change over time. 

 Explain the rationale of deprescribing to the patient, which can empower the patient to take control of their medications and 
improve success.   

 

Who to target? 

Appropriate patient populations may include elderly, chronic/complex patients with multiple co-morbidities, and patients with 
multiple prescribers. 

 

What medications? 
 See the Beers Criteria for Potentially Inappropriate Medication Use in Older 

Adults. The full American Geriatrics Society 2015 guideline is HERE. A 
condensed chart with alternatives is HERE.   

 Proton Pump Inhibitors (LCPN PPI Fact Sheet HERE)  

 Benzodiazepines 

 Antipsychotics  

 Opioids 
 Prescribing Cascades (when an adverse drug reaction is misdiagnosed as a symptom 

of a new condition, and a new medication is prescribed to treat the "new condition" 
unnecessarily)  
 

When to initiate? 
 There are no hard and fast rules as to when to initiate deprescribing (acute, 

stable, transition of care) 

 Consider deprescribing one medication at a time 

 Consider the following in regards to timeline (consult your Unit Pharmacist if 

needed) :  
o require a taper or safe to discontinue without a taper? 
o de-escalate dose without discontinuing? 
o days, weeks, months to discontinue?  

 

How to start? 
o Consult your Unit Pharmacist (contact info on page 2) 
o Deprescribing algorithms, clinical decision aids to be used in conjunction with 

clinical judgment. Some examples: 
o PPI Deprescribing Algorithm 
o Benzodiazepine Deprescribing Algorithm 
o Antipsychotic Deprescribing Algorithm 
o Opioid Taper Template 

o Patient support and engagement 
o Deprescribing Patient Pamphlets 
o Medication Packaging Pharmacies (link to select pharmacies used by 

LCPN Pharmacy programs HERE)  
o Patient Support Groups -- by disease state, stress management. 

Contact Unit Social Worker for more information.  

 

See Reverse for a Case Example 

Impact of Deprescribing 

Improved patient outcomes:  

Optimizing regimens through 
appropriate deprescribing reduces risk of 
adverse effects, drug interactions, 
medication related hospitalizations, and 
increases likelihood of improving 
adherence and outcomes. 

Improved patient satisfaction:  

Quality of life may increase with fewer 
medications (e.g. fewer adverse effects, 
lower cost, easier medication 
coordination) and patients may feel they 
are receiving a tailored approach to their 
healthcare. 

Reduced costs to the patient:  

Out of pocket costs (co-pays/co-
insurance) for a patient taking 10-20 
medications may equate to a month's 
worth of groceries for a frail senior. 

Reduced costs to the system:  

Polypharmacy (concurrent use of five or 
more medications) is a prominent factor 
influencing medication non-adherence. 
According to Express Scripts, 
approximately 15% seniors take at least 
10 medications concurrently. Medication 
non-adherence "contributes more than 
$300 billion in pharmacy waste each 
year." See The Cost of Prescribing Fact 
Sheet (link HERE) for further explanation 
of the impact of pharmacy costs to the 
network. 

 

http://onlinelibrary.wiley.com/doi/10.1111/jgs.13702/pdf
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/High%20Risk%20Drugs%20and%20Alternatives%20-%20Beers%20List%20-%20PL%20Dec%202016.pdf
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/Pharmacy%20-%20Fact%20Sheet%20-%20PPIs%202017%20Jan.pdf
http://www.open-pharmacy-research.ca/wordpress/wp-content/uploads/ppi-deprescribing-algorithm-cc.pdf
http://www.open-pharmacy-research.ca/wordpress/wp-content/uploads/deprescribing-algorithm-benzodiazepines.pdf
http://www.open-pharmacy-research.ca/wordpress/wp-content/uploads/antipsychotic-deprescribing-algorithm.pdf
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/Opioid-Taper%20Template%20-%20RxFiles%20April%202017.pdf
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/Opioid-Taper%20Template%20-%20RxFiles%20April%202017.pdf
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/Select%20Medication%20Delivery%20Adherence%20%20Compounding%20Pharmacies%206-5-2017.pdf
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/Select%20Medication%20Delivery%20Adherence%20%20Compounding%20Pharmacies%206-5-2017.pdf
http://massshare/communications/LCPN%20Communications/Shared%20Documents/Pharmacy/Pharmacy%20-%20Fact%20Sheet%20-%20Rx%20Cost%20Impact%202017%20March.pdf


What is Medication Therapy Management 

(MTM)? 

Originally a component of the Medicare 

Modernization act of 2003 and the 

Medicare Prescription Medication Benefit 

(Part D), MTM is specifically defined as “a 

distinct service or group of services that 

optimize therapeutic outcomes for 

individual patients [that] are independent 

of, but can occur in conjunction with, the 

provision of a drug product.”* Specific 

desired outcomes of MTM are appropriate 

drug use, enhanced patient understanding 

of appropriate drug use, increased patient 

adherence with prescribed drug therapies, 

reduced risk of adverse events associated 

with drugs, and reduced need for other 

costly medical services.* 

Across the LCPN, Accountable Care Unit 

(ACU) pharmacists are available to provide 

MTM to patients identified as having risk 

factors for adverse medication-related 

outcomes, such as polypharmacy, multiple 

prescribers, non-adherence, requiring 

additional education and delivery device 

teaching, recent, multiple medication 

changes or new, high-risk medications.  

Pharmacists will coordinate a visit at the 

provider’s office, in the patient home, or 

via phone call, and involve other caregivers 

as needed. The pharmacist performs full 

medication reconciliation, clinical 

assessment of the medication regimen, 

perform medication teaching, and 

assessment of medication coordination 

(including procurement, adherence and 

prescription costs). 

Discrepancies and recommendations are 

communicated to the provider, and the 

pharmacist will work with the provider and 

patient to assist with any changes, 

additional monitoring and education as 

needed.  

Contact your ACU pharmacist for further 

information (see box below). 

*  Bluml BM. Definition of medication therapy 

management: development of profession-wide 

consensus. J Am Pharm Assoc. 2005;45:566–72. 

Case Example: Proton Pump Inhibitor / Benzodiazepine Deprescribing  
 

An 85 year old male with atrial fibrillation, hypertension, hyperlipidemia, heart 
failure, GERD and insomnia is referred to the unit pharmacist at transition of care 
for comprehensive medication therapy management (See Box).  
 

Upon medication review, the unit pharmacist identifies two opportunities for 
deprescribing, pantoprazole 40mg daily and lorazepam 1mg at bedtime. Though 
the patient is adherent to his regimen of 13 medications, he expresses an 
interest in decreasing the amount of medications he takes on a daily basis, both 
to lessen daily medication burden and decrease out of pocket prescription costs. 
The patient states he has been on pantoprazole "for years" and he denies any 
current signs/symptoms of GERD. He also states he has been taking lorazepam to 
help him sleep, but stated he did not think it was helping anymore as if the effects 
have worn off.  
 

The pharmacist discussed opportunities for deprescribing with the patient's PCP 
and outlined recommendations to taper off pantoprazole and lorazepam, either 
separately or at the same time. Provider planned to discuss with patient at next 
follow up visit, at which time the patient agreed to taper off pantoprazole but not 
lorazepam as of yet, as other sleeping agents he has tried in the past did not help. 
The provider planned to revisit insomnia management and lorazepam use at a 
future visit. The provider office reviewed the pantoprazole taper with patient via 
phone. The unit pharmacist followed up with patient via phone in four weeks, at 
which time patient stated he is no longer taking pantoprazole daily and is 
managing GERD symptoms by not eating 2-3 hours before bedtime or naps, and 
taking pantoprazole as needed (only twice in the last month). Patient states he 
was happy to cut down the amount of medications he takes daily.  
 

Discussion 

Proton Pump Inhibitors, such as pantoprazole, are associated with risk of C. difficile 
diarrhea, community acquired pneumonia, fractures and potentially other adverse effects 
when used long term, and this class is included in the Beers Criteria for Potentially 
Inappropriate Medication Use in Older Adults. They are widely prescribed and often used 
beyond the recommended 4-8 week treatment window for mild-moderate GERD or mild-
moderate esophagitis. While PPIs are used for additional indications which may warrant 
long term use (Barrett's esophagus, chronic NSAID use with high bleed risk, history of GI 
bleed, severe esophagitis, etc), deprescribing is recommended if a patient has history of 
mild to moderate esophagitis or GERD which has already been treated for 4-8 weeks. For 
tapering recommendations, consult your Unit Pharmacist or see the PPI Deprescribing 
Algorithm. 
 

Benzodiazepines, such as lorazepam, are associated with risk of falls, dependence, memory 
impairment, cognitive impairment, delirium and other adverse effects. In older adults, the 
risks are increased, and this class is included in the Beers Criteria for Potentially 
Inappropriate Medication Use in Older Adults. While a benzodiazepine may be appropriate 
for select conditions (though still consider long term risks/benefits of benzodiazepine use in 
any condition), there are other medications and non-pharmacological treatments available 
to consider when addressing insomnia. Consult your Unit Pharmacist for medication 
options and benzodiazepine tapering recommendations or see the Benzodiazepine 
Deprescribing Algorithm. Consult your Unit Social Worker for non-pharmacological options 
for anxiety management and stress reduction. 
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Author:   Elizabeth Toabe (etoabe@winhosp.org)   

Want to learn more? Contact your Accountable Care Unit Pharmacist 

Lahey Clinical Performance Network (LCPN) 
Pamela Sherry, PharmD, BCACP (Director) 

Pamela.S.Sherry@Lahey.org 
Sarah Howard, PharmD (Self-Insured Only) 

Sarah.L.Howard@Lahey.org 

Lahey Accountable Care Unit (LACU) 
Andrew Levitsky, PharmD, MEd, BCPS 

Andrew.M.Levitsky@lahey.org 
Kenneth Noyes, PharmD, BCPS 

Kenneth.Noyes@lahey.org 

Northeast (NEPHO) 
Carol Freedman, RPh, MAS, BCGP  

cfreed@nhs-healthlink.org 

Winchester  (ACO Patients Only) 
Elizabeth Toabe, PharmD  

etoabe@winhosp.org 
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