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Objective

▪Review the rationale / evidence of safety 
of discontinuing long standing medication 
at the end of life 



Overview of the session

▪ Discuss why we should rationalise medications, 
and why we don’t

▪ Provide an overview of the tools available to 
support the process

▪ Look at the evidence for specific drugs







Polypharmacy



Polypharmacy



Patients at the end of life



Polypharmacy

• Describes a patient’s use of several drugs

• The term is sometimes used more generally to describe 
unnecessary drug prescriptions



Polypharmacy and end of life care

• 20% of palliative cancer patients were taking a 
potentially inappropriate medication (PIM) (Lindsay et al 
2014)



Polypharmacy and end of life care

• Secondary analysis of data from a prospective trial of adults with an 
estimated prognosis of less than 1 year

• Medications were recorded at least monthly from study enrolment 
through to death

• 244 patients (47.5% had cancer) took an average of 11.5 
medications at the time of enrolment and 10.7 at death or study 
termination



Medication burden



Medications in the last year of life



Studies on polypharmacy in 
patients with cancer (LeBlanc et al 2015)



Studies on polypharmacy at end of life in 
patients with cancer



Why is polypharmacy a 
problem?
• Evidence to suggest negative outcomes for patients, even those 

taking as few a four drugs (LeBlanc et al 2015) 

• Increased risk of ADEs

• 13% with 2 medications

• 58% with 5 medications

• 82% with 7 or more medications (Patterson et al 2014)

• Increased pill burden

• Poor concordance



Why aren’t medications routinely 
rationalised?

• Fear that patients may feel HCPs are ‘giving up hope’ 

• Continued uncertainty on the part of clinicians about the benefits 
afforded in continuing the treatment

• HCPs potentially overestimate patients’ discomfort with stopping 
medications (study in family practice 2001)

• The complexity of more patients receiving cancer directed therapies 
and palliative or symptom management therapies simultaneously 

• Multiple prescribers and patients being seen by different specialties



Why aren’t medications routinely 
rationalised?

• Majority of drug research is designed to explore how to start 
drug treatment – almost no effort is geared towards 
discontinuing

• Limited time

• Difficulty in predicting the timing of the shift

• Fear of adverse drug withdrawal effects, despite the fact these 
occur much less frequently than ADEs 



Why aren’t medications routinely 
rationalised?

• Uncertainty…..



Tools to support rationalising medications

• Majority of the tools are those used in elderly 
care:

• Beers criteria

• MAI (medications appropriateness index)

• STOPP (Screening Tool of Older People’s 
potentially inappropriate Prescriptions) 





Can we apply these tools to end  
of life care?



Tools to support rationalising medications at 
the end of life

• Although useful, these tools cannot be easily translated for 
use in patients at the end of life

• Some drugs considered inappropriate according to these tools 
are those used regularly in supportive, palliative and end of 
life care 



Tools

• ‘OncPal deprescribing guideline’ (Lindsay et al 2015)

• Tool to assist the identification of of medications suitable for 
discontinuation in palliative cancer patients

• Literature relating to different medication classes was 
systematically reviewed (according to the European 
Pharmaceutical Market Research Association anatomical 
classification list)

• Medication classes not listed in the tool have either 
demonstrated benefits in this population or the literature is 
lacking to guide decision making  



‘OncPal deprescribing
guideline’

• Development of the tool used a single phase consensus 
model, the draft guideline sent to 3 palliative care consultants, 
3 oncology consultants and 3 senior pharmacists

• Validated in study with 61 patients

• Each patient’s medications were reviewed by an expert panel; 
radiation oncologist, medical oncologist and palliative medicine 
consultant

• In parallel each patient’s medications were reviewed by a 
pharmacist using the OncPal guideline 



‘OncPal deprescribing
guideline’

• Proportion of medications assessed correctly using OncPal
compared to the expert panel was 94% (concordance was 
Kappa 0.83 – agreement considered to be outstanding)

• 70% patients were taking at least one  PIM

• 21.4% of total medications found to be PIM



Specific drugs



Specific drugs

•What’s the evidence?



Statins

• Evidence from one study that 62% of patients with cancer and 
a poor prognosis continued to receive statins, often for 
primary prevention

• A further study showed 31% of patients with cancer requested 
a repeat px for statins within 30 days of death  

• Unclear as to what the barriers are to stopping these 
medications



Statins



Statins

• Adults with a life expectancy of 1 month to 1 year who had 
been taking statins for 3 months or more and no active 
cardiovascular disease that required ongoing therapy

• 381 patients enrolled

• 189 randomised to discontinue

• 192 randomised to continue

• Primary outcome  - death within 60 days

• Survival, CV events, PS, QoL, symptoms, no. of non-statin meds 
and cost savings



Statins - Results

• Proportion of patients who died within 60 days was not 
significantly different between groups

• Few patients experienced CV events

• Overall QoL was better in the non-statin group

• Stopping statin medication is safe and may be associated with 
benefits including improved QoL, use of fewer non-statin 
medications and reduction in costs



Evidence for other drugs



Other drugs

Drug Explanation

Aspirin for primary prevention Little short or medium risk of stopping

Antihypertensives* If sole use is to reduce mild to 
moderate hypertension, for secondary 
prevention of cardiovascular events or 
as management of stable coronary 
artery disease
*Some short term benefits need
consideration – recommended to 
monitor BP after discontinuation.
Some agents should be continued for 
symptom management eg. Heart 
failure or irregular hear rhythm



Other drugs

Drug Explanation

Osteoporosis medication 
(unless if used to treat hypercalcaemia
or pain from bone metastases)

Little short or medium term risk of 
stopping

PPIs & H2 antagonists (unless 

history of GI bleed, peptic ulcer, 
gastritis, GORD or use with NSAIDs & 
steroids

Ongoing therapy unnecessary in 
shortened life expectancy

Oral hypoglycaemics if sole use 

is to reduce mild hyperglycaemia, for 
secondary prevention of diabetic 
associated events



Medications in the terminal 
phase - insulin



Medications in the terminal 
phase - insulin



In summary


