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Non Adherence





AGS guiding principles

Elicit and incorporate patient (and family/caregiver) preferences into medical decision 
making.

Recognize the limitations of the evidence base, and interpret and apply the medical 
literature specifically for this population.

Frame clinical management decisions within the context of harms, burdens, benefits, 
and prognosis (eg, remaining life expectancy, functional status, and quality of life).

Consider treatment complexity and feasibility when making clinical management 
decisions.

Use strategies for choosing therapies that optimize benefit, minimize harm, and enhance 
quality of life.
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Deprescribing: the process of 
identifying medications to be 
ceased,
substituted, 
or reduced 
to address polypharmacy



Deprescribing refers to the programmed

reduction in drug number 

or dosage of inappropriate medications

supervised by a health care professional,

with a goal to manage polypharmacy

and improve outcomes, 

including adverse drug events



Medications to cease

to identify unnecessary polypharmacy 

defined as a medication that  

• Has no indication, 

• is ineffective, 

• and/or is a therapeutic duplication



Deprescribing has been 
expanded to include those 

medications
that take too long to produce a 

clinical benefit in those with
limited life expectancy





The
substitution of a medication often 

involves changing a “high risk” drug
as defined by explicit criteria [eg, AGS 

(American Geriatrics Society)
Beers criteria, STOPP (Screening Tool of 

Older Persons’ Prescriptions)
criteria] to a safer medication 

alternative in older adults



What outcomes should be measured to help determine the 
effects of deprescribing?









Demographics, comorbidities,
recent laboratory data, diet, life expectancy, 

and a complete
list of medications, including both 
prescribed and over the counter,

were collected and tabulated in a data tool 
developed for this project



The list of medications was categorized into 21 different drug classes.
Every medication was critically reviewed for potential for discontinuation,
or alternatively for reduction in dose. 

Where appropriate, suggestions from other health care providers, such as nursing staff or 
pharmacists, were considered in making decisions relating to deprescribing. 

All deprescribing attempts were supervised by board-certified geriatricians. 

Meaningful verbal discussion took place with every patient; if the patient did not have 
capacity, discussions were held with a caregiver to determine ultimate decision regarding
deprescribing. 

If there was no caregiver, and in the absence of capacity, the provider did what was best in 
the patient’s interests.



Post-deprescribing, patients were closely observed for any adverse consequences 
following withdrawal of medication(s).

If clinically warranted, the deprescribed medications were reinstituted.

Post data collection, all participating fellows and attending physicians participated in a 
survey to throw light on factors that influenced the deprescribing process.

The answers fell into 3 categories: 
• factors that facilitated deprescribing,
• factors that impeded deprescribing, 
• factors that prompted reinstitution of deprescribed medications.



Demographics

383 encounters : 
294 long-term care (LTC) 
89 outpatient clinic

Females (64.5%)

Average age 78.2 years, 
77.9 for LTC residents, 
79.1 for those in the outpatient clinic 

Average number of comorbidities :
6.5 for the total,
6.7 for LTC residents, 
5.8 for outpatients.

Average number of medications before deprescribing attempts was 
11.1 for the entire group,
12.1 for LTC residents, 
8.0 for outpatients.











As a basic rule, 
it was important for

providers to ensure that patient 
safety was never compromised,

irrespective of setting.



We were able to successfully
deprescribe in 9 of 10 

encounters, until there reached 
a stage when

there were no further 
opportunities in a given patient







YES S-I-R-E!

• S = symptoms (‘Have symptoms resolved?’),

• I = indication (‘Is there a valid indication?’),

• R = risks (‘Do risks outweigh benefits?’) 

• E = end of life (‘Is there short life expectancy limiting 
clinical benefit?’). 



JOB PROFILE DEL FARMACOLOGO CLINICO

Stesura di un documento finalizzato all’inquadramento della figura del Farmacologo Clinico all’interno del Servizio
Sanitario Nazionale. Obiettivi del Documento sono stati anche quelli di definire le competenze del Farmacologo Clinico
MEDICO e NON-MEDICO, far emergere la necessità di creare UOC di Farmacologia Clinica nell’ambito del SSN e di
attivare un Registro dei Farmacologi Italiani Certificati (RiFarC).




