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Learning Objectives:

By the end of this session you will be able to: 

 Define the term palliative

 Describe the goals of palliative care

 Evaluate a patient’s medication list for deprescribing opportunities

 List the differences between patients with cancer pain and those with non-cancer 
pain, receiving opioid therapy.

 Describe the role of shared decision making and directed patient autonomy in 
supporting a patient through a medication related decision making processes



Lets reframe our understanding of “Palliative”

Palliative care: Goals of palliative care:

is an 

adjective 

to describe 

a philosophy 

of care.

can be 

discussed at

any time in 

the course of

an advanced 

illness based 

on patients’ 

wishes.

alleviating 

disease 

and/or 

treatment 

related pain 

and 

symptoms

maximizing

comfort and

dignity as 

defined by 

the

patient

maximizing

quality of life 

as defined by 

the

patient

maximizing

quality of 

death 

as defined by 

the

patient

is a plan of 

treatment 

that requires 

consent.

is applicable 

in conjunction 

with other 

therapies that 

are intended to 

prolong life 
(chemotherapy or 

radiation therapy)

Can Fam Physician 2017;63:191-2,194

https://www.who.int/cancer/palliative/definition/en/



Case 1 - Deprescribing

 Mr SR is a 68 year old man with metastatic 
renal cell carcinoma (RCC). He is cared for 
by his medical oncologist for his 
chemotherapy as well as the palliative and 
supportive care service to optimize his 
symptom management. Mr SR has adopted a 
palliative approach to his care. His 
estimated overall survival prognosis is less 
than one year. 

 Mr SR is seeing you in an ambulatory care 
setting to conduct a best possible 
medication history and provide 
recommendations on opportunities for 
deprescribing. 

 Medications (indication): 

 Sorafenib 200 mg PO BID (RCC)

 Dexamethasone 2 mg PO BID at 08:00 and 
12:00 (Fatigue)

 Methylphenidate 5 mg PO qAM (Fatigue)

 Pantoprazole 40 mg PO BID (Dyspepsia)

 Metoclopramide 5 mg PO BID PRN 
(Nausea/vomiting)

 Prochlorperazine 10 mg PO q6h PRN 
(Nausea/vomiting)

 Olanzapine 5 mg PO BID PRN 
(Nausea/vomiting)

 Atorvastatin 20 mg PO daily qHS
(Dyslipidemia)

 Lorazepam 1 mg PO qHS PRN (Insomnia)





Discontinuation of Preventive Medicines in Older People with 

Limited Life Expectancy: A Systematic Review 

Population Older people with LLE; n = 26,854 participants

Intervention Deprescribing of aspirin, clopidogrel, dipyridamole, warfarin, 

dabigatran, statins, and/or bisphosphonates

Outcome Discontinuation of specific preventative medicines in the 

presence of a life limiting illness

Objectives Systematically evaluate the literature to examine the 

discontinuation of preventive medicines in older people with LLE

Results -The most commonly studied preventative medication 

deprescribed were statins. 

-Two studies examined the association of outcomes related to 

discontinuation of preventive medicines. 

- Warfarin deprescribing: increased risk of mortality, and 

ischemic and hemorrhagic events. 

- Statin deprescribing: improvement in quality of life, reduction 

in medication costs, reduction in use of other potentially 

inappropriate medicines. 

-Deprescribing of preventative medications in the context of LLE 

is incomplete and requires further research

Drugs Aging (2017) 34:767–776LLE = limited life expectancy



Deprescribing Tools 

*STOPFrail and OncPal

are two additional 

deprescribing tools not 

discussed in this review paper

that may be appropriate to 

include in your deprescribing 

assessment for 

oncology patients.

TheOncologist 2016;21:723–730
Support Care Cancer (2015) 23:71–78

Age and Ageing 2017; 46: 600–607
NCCN Clinical Practice Guidelines in Oncology - Older Adult Oncology. 2015



Pharmacist-Led Medication Assessment and Deprescribing

Intervention for Older Adults with Cancer and Polypharmacy: 

A Pilot Study
Population (setting) Adult patients with cancer aged 65 and older, n = 26 (geriatric oncology 

clinic - August 1, 2015 to April 30, 2016)

Intervention pharmacist-led polypharmacy assessment using: Beers Criteria (2012), 

START/STOPP, MAI

Comparator pharmacist-led polypharmacy assessment using: Beers Criteria (2012)

Objectives Primary: compare the sequential application of three geriatric 

medication screening tools (Beers Criteria, STOPP, and MAI) to the 

Beers Criteria alone for PIM quantification

Secondary (descriptive): feasibility of a pharmacist-led

deprescribing intervention in a geriatric oncology clinic, number of 

medications deprescribed, cost savings, and pharmacist intervention 

time

Results Primary: Intervention = 119, Comparator = 38

Secondary: feasible; 87/119 medications deprescribed in real-time; 

potential net cost savings = $110,470 USD; intervention time average of 

30 minutes (18 to 77 minutes)

START/STOP = Screening Tool to Alert doctors to Right Treatment / Screening Tool of Older Persons’

Prescriptions, MAI = Medication Appropriateness Index, PIM = potentially inappropriate medication Support Care Cancer. 2018 December; 26(12): 4105–4113.



Preventive Drugs in the Last Year of Life of Older Adults With 

Cancer: Is There Room for Deprescribing?

Population Swedish nation-wide cohort, solid tumor, age greater than 65 

years who passed away between 2007 and 2013, n = 151,201

Objective Assess the use and cost of preventive drugs during the last 12 

months of life.

Preventative drugs include: drugs for diabetes, vitamins, mineral 

supplements, antithrombotic agents, antihypertensives, statins, 

bisphosphonates, and medications for chronic anemia.

Results The percentage of older adults who continued therapy until the 

final month of life: 

- 56.6% for bisphosphonates 

- 65% for statins and vitamins

- ≥80% for insulin, β-blockers, and vitamin B12 or folic acid. 

Cancer. 2019 Mar 25. [Epub ahead of print]



2019, Pall Med. Vol. 33(1) 37–48

Support Care Cancer. 2018; 26(12): 4105–4113

Barriers (clinician focus) Enablers (clinician focus)

Patient reported barriers to deprescribing:

*additional barriers/facilitators I identified during my palliative oncology practice

Barriers and enablers to deprescribing for patients with 

life-limiting illnesses:

- Shortages in staff 

- Perceived difficulty or resistance of the nursing home 

resident’s family – or the resident themselves 

- Lack of research in this area

- Reluctance to deprescribe a medication not originally 

prescribed by the current care team

- Lack of early introduction of deprescribing 

concept/language to patients*

- Limited focus on “difficult conversation” training for 

pharmacy health care providers*

- Difficulty in identifying which patients may benefit 

most from the intervention*

- fear of return of symptoms or worsening of underlying 

condition being treated 

- patient’s need to check with their primary care 

provider before deprescribing

- feeling of physical dependence

- patient and caregiver confusion about medications

- Organizational support (e.g. 

for standardized medication 

review)

- Involvement of 

multidisciplinary teams in 

medication review and the 

perception of the 

importance of coming to a 

joint decision regarding 

deprescribing

- Interdisciplinary 

collaboration and involving 

the patient and  family in 

the decision-making process

- Expanding literature base*

- Increased presence of 

pharmacists on inpatient 

teams and in ambulatory 

clinics* 



What can we be doing now to overcome some of these barriers? 

Clinician reported barriers to deprescribing Potential solutions

Shortages in staff Evaluate your activities, make changes if opportunities identified, 

become comfortable with available tools and prioritize their use in your 

practice in a systematic, sustainable way.

-Perceived difficulty or resistance of patient or their care givers

-Lack of early introduction of deprescribing concept/language 

to patients*

-patient reported barriers to deprescribing (fear of return of 

symptoms or worsening of underlying condition being treated, 

patient’s need to check with their primary care provider before 

deprescribing, feeling of physical dependence, patient and 

caregiver confusion about medications)

Clear communication and education for patients and their care givers at 

every opportunity throughout the care journey. 

It is critical to identify patient and/or clinician specific barriers to 

deprescribing based on their personal experiences, values, and level of 

understanding of the role and value of deprescribing and work in 

collaboration to work through those barriers together.  

Lack of research in this area Be familiar with available research. Unique opportunity to contribute to 

the body of literature!

Reluctance to deprescribe a medication not originally 

prescribed by the current care team

Create formal communication templates to inform prescribers of 

recommended changes and supports you are able to provide the patient.

Limited focus on “difficult conversation” training for pharmacy 

health care providers*

Find resources to educate yourself (i.e. Harvard Business Review)

Difficulty in identifying which patients may benefit most from 

the intervention*

Will vary by practice setting. Be empowered to work with your 

interprofessional team to define which criteria you will use to identify 

patients who may benefit most within your available organizational 

resources.

2019, Pall Med. Vol. 33(1) 37–48

Support Care Cancer. 2018; 26(12): 4105–4113



What are we already doing well? 

 Acutely life-limiting/palliative care

 Patients completely cured and all/majority of anti-cancer therapy is 

discontinued

 A large proportion of our patients do not fit into these categories

In what novel directions should we be challenging ourselves to integrate 

deprescribing into our patient care activities?

 Step 1 – integrate available literature effectively into our practices, where 

applicable

 Step 2 – expand the scope of medications we consider for deprescribing

 Step 3 – expand the patient population in which we actively discuss (and research) 

deprescribing 



Why is it important for us to seek out deprescribing 

opportunities in non-acutely palliative oncology patients? 

 Impact on adherence

 Number of medications is an independent predictor of urgent/emergent health 
system utilization 

 Supportive care medications are not without their own risks:

 Drug-drug interactions

 Complex dosing instructions

 Potential to impede early identification of worsening clinical status

NCCN: Medications commonly used for supportive care that are of concern in older 
adults with cancer

 Corticosteroids, benzodiazepines, first-generation antihistamines, 
antiemetic/prokinetic, histamine-2 receptor antagonists, phenothiazine antiemetics, 
antipsychotics, non-benzodiazepines sedative hypnotics, selective serotonin reuptake 
inhibitors, antiepileptic drugs

***These medications should be systematically reassessed for deprescribing 
opportunities in all patients at regular intervals*** Public Health Rep. 2011 Jul-Aug; 126(4): 460–471.

CMAJ 2008;178(12):1563-9 
NCCN Clinical Practice Guidelines in Oncology - Older Adult Oncology. 2015



An approach we can extrapolate to any 

of our patients … applied to Mr SR

J.P. Turner et al. / Journal of Geriatric Oncology 8 (2017) 77–81

Mr SR is a 68 year old male with metastatic renal cell

carcinoma (RCC) taking a palliative approach to his care.

Medications (indication): 

Sorafenib 200 mg PO BID (RCC)

Dexamethasone 2 mg PO BID at 08:00 and 12:00 (Fatigue)

Methylphenidate 5 mg PO qAM (Fatigue)

Pantoprazole 40 mg PO BID (Dyspepsia)

Metoclopramide 5 mg PO BID PRN (Nausea/vomiting)

Prochlorperazine 10 mg PO q6h PRN (Nausea/vomiting)

Olanzapine 5 mg PO BID PRN (Nausea/vomiting)

Atorvastatin 20 mg PO daily qHS (Dyslipidemia)

Lorazepam 1 mg PO qHS PRN (Insomnia)

*include 

assessment of 

supportive care 

medication use



Summary

 Deprescribing is important for all patients

 Pharmacists play a key role in assessing for deprescribing opportunities 

 The best deprescribing tool is the one that fits with your practice and style

 We can do a lot to overcome perceived barriers to deprescribing

 The theories of deprescribing should be applied to all patients and all of their 

medications



Case 2

 Ms MP is a 54 year old female with chronic non-cancer pain related to a history of 
low back pain. She is followed closely by a pain specialist to support her through 
the process of tapering with the goal of discontinuing opioid therapy. She has 
signed a treatment agreement and receives urine drug screens at regular intervals 
as determined by the prescribing physician. Her other past medical history is 
significant for hypertension and type 2 diabetes mellitus. 

 Medications

 Fentanyl patch 25 mcg/hour transdermal every 72 hours (dispensed monthly)

 Hydromorphone 2 mg PO q1h PRN pain (actual use consistently 2 to 3 x daily based on 
her activity level) (dispensed monthly)

 Ramipril 5 mg PO daily 

 Metformin 1000 mg PO BID

 Naloxone kit (including 2 x 1 mL ampules containing naloxone 0.4 mg/mL) PRN for signs 
or symptoms of opioid overdose

National Pain Center. Canadian Guideline for Opioids for Chronic Non-Cancer Pain. 2017.

Government of Canada. National report: Apparent opioid-related deaths in Canada. 2017.



Case 2

 Ms MP is a 54 year old female with chronic non-cancer pain related to a long-standing history 
of low back pain her bilateral mastectomy surgical site (surgery 6 years ago). She is followed 
closely by a pain specialist to support her through the process of tapering her opioids with 
the goal of discontinuing opioid therapy. She has signed a treatment agreement and receives 
urine drug screens at regular intervals as determined by the prescribing physician. Her other 
past medical history is significant for history of triple negative breast cancer, hypertension, 
and type 2 diabetes mellitus. 

 Medications

 Fentanyl patch 25 mcg/hour transdermal every 72 hours (dispensed monthly)

 Hydromorphone 2 mg PO q1h PRN pain (actual use consistently 2 to 3 x daily based on her 
activity level) (dispensed monthly)

 Ramipril 5 mg PO daily 

 Metformin 1000 mg PO BID

 Naloxone kit (including 2 x 1 mL ampules containing naloxone 0.4 mg/mL) PRN for signs or 
symptoms of opioid overdose

National Pain Center. Canadian Guideline for Opioids for Chronic Non-Cancer Pain. 2017. 

Subst Abuse Rehabil 2016 71:789-794



Opioid use in the cancer population

 Opioid use is increasing in the general population, as are opioid-related deaths. 

 Patients with cancer or a history of cancer are not immune to opioid associated risks 
with at least 1 in 5 patients with cancer being at risk of opioid use disorder.

 Opioids are effective in managing cancer related pain, as part of a multimodal 
care plan. 

 Opioid prescribing rates are 1.22 times higher in cancer survivors than those who 
have never had cancer.

 Patients with cancer receiving opioids for pain management are continuing these 
therapies for an extended period of time after they have been cured of their 
cancer diagnoses. 

 Clinicians who care for patients with cancer require:

 Education

 Primary literature, guidelines and support tools 

 Knowledge translation programs 
Government of Canada. National report: Apparent opioid-related deaths in Canada. (2017)

Subst Abuse Rehabil 2016: 71:789-794

National Pain Center. Canadian Guideline for Opioids for Chronic Non-Cancer Pain (2017)
Cancer. 2017 Nov 1;123(21):4286-4293

Barbera L, et al. Factors associated with opioid use in long term cancer survivors., Journal of Pain and Symptom Management (2019)



What can we do today to make pain management safer for 

our patients using opioid therapy? 

 Educate yourself and your colleagues on why it is important to talk about risk mitigation strategies with 

your patients!

 Know your local hospital and community resources, referral services, tools, and guidelines 

 Participate in research / Engage in knowledge translation activities

 Be vigilant! 

 Provide education to your patients on:

 the role of opioids in pain management as part of a multimodal strategy

 appropriate use of PRN opioids

 self-monitoring for benefit and risks of opioid use 

 proper storage/disposal of controlled substances

 naloxone use in patients on opioid therapy, even when being taken as prescribed

 physical dependence and addiction, as needed, based on patients/care givers voiced concerns 

around opioid use

 Advocate for organizational support of opioid stewardship programs.

 Don’t forget to include opioids in your assessment of deprescribing opportunities! 

 Requires close collaboration with the patient and their care givers, the prescribing physician, as well 

as other services providing pain management care for the patient throughout and after the tapering 

and discontinuation process. 



Participate in research; engage in knowledge translation activities 

A sneak peak: 

 Managing opioids and mitigating risk: A survey of attitudes, confidence and 

practices of oncology health care professionals



Summary:

 Patients with cancer (or a history of cancer), requiring opioid therapy for pain 

management, require the same education and risk mitigation support as 

patients with chronic non-cancer pain. 

 Additional studies are required to close the knowledge gap in this area.

 There is a lot of Canadian literature coming out in this area so make sure to stay 

tuned!

 No need to wait! There are a lot of tools we can use today to mitigate the risk 

of opioid use in patients with cancer (or a history of cancer)!



A closing word on shared decision making and directed 

patient autonomy (“palliative paternalism”) 

 Palliative paternalism:

 Is an approach to communication with limited open-ended questions that uses 

well-informed, discrete, concrete options during medical discussions

 Provides a communication approach that determines the appropriate level of 

patient autonomy. 

 Open-ended questions and unlimited care options may cause more harm or 

suffering in some patients and/or surrogates. 

J Palliat Med. 2014 Apr;17(4):415-20.



A closing word on palliative 

paternalism…

J Palliat Med. 2014 Apr;17(4):415-20.



Learning Objectives revisited:
By the end of this session you will be able to… 

Learning objectives Reflection

Define the term palliative An adjective to describe a philosophy 

of care.

Describe the goals of palliative care Diverse, based on patient values and goals.

Evaluate a patient’s medication list for 

deprescribing opportunities

It is important to integrate simple, systematic 

deprescribing assessments into the care of all 

patients you see.

List the differences between patients with 

cancer pain and those with non-cancer pain, 

receiving opioid therapy.

No differences! Patients with cancer require 

the same risk mitigations supports as those 

with non-cancer pain.

Describe the role of shared decision making 

and directed patient autonomy in supporting 

a patient through a medication related 

decision making processes

There is a role for palliative paternalism in 

any patient care practice. Ask open-ended 

questions to gauge coping skills and practice 

patient-centered shared decision making.



Email: Lauren.Hutton@NShealth.ca



Additional slides



BEERS 2019



BEERS 2019





https://www.health.harvard.edu/staying-healthy/10-steps-for-coping-with-a-chronic-condition



Pharmacist-Led Medication Assessment and Deprescribing

Intervention for Older Adults with Cancer and Polypharmacy: 

A Pilot Study

Of patient reported barriers to deprescribing, the most

common concern was fear of return of symptoms or worsening of underlying condition

being treated (60%). Other barriers included the patient’s need to check with their primary

care provider before deprescribing, feeling of physical dependence, and patient and

caregiver confusion about medications.



STOPP/START:

version 2 (2015)



Medication Appropriate Index (MAI)



STOPFrail



OncPal

Support Care Cancer (2015) 23:71–78


