
Deprescribing  

in the hospital setting 

DR. CARA TANNENBAUM, MD, MSC 

CO-DIRECTOR CaDeN, 

MICHEL SAUCIER CHAIR, GERIATRIC 
PHARMACY, PROFESSOR OF 
MEDICINE, UNIVERSITE DE MONTREAL 



Conflict of interest 

1. With the pharmaceutical industry who does not always like that I talk 

about deprescribing their medication.  

 

2. Hidden ulterior motive to enable you to all become enthusiastic 

deprescribers and join the Canadian Deprescribing Network (CaDeN) to 
get our newsletter and benefits.  

 



Agenda for the next 45 minutes 

1. Share some facts about the problem of unnecessary or potentially harmful 

drugs in Canadian seniors and why deprescribing is a potential solution 

 

2. Go through a case to show how deprescribing is possible in the hospital 

setting 

 

3. Solicit your advice on how the Canadian Deprescribing Network can have 

more impact with the Senior Friendly Hospitals  



Why all the fuss about medication in 

seniors? 

 Medications save lives 

 Medications palliate symptoms 

 If doctors prescribe them, they must be 

good  



The rise of “polypharmacy” 

Let’s do a little exercise 



Test your knowledge 

What proportion of community seniors has claims for 5 or more drug classes? 

 

 

 

 

66% 

What proportion of community seniors has claims for 10 or more drug classes? 

 

 

 

 

27% 

What proportion of community seniors aged 85+ has claims for 10 or more drug 
classes? 

 

 

 

 

39% 
Canadian Institute for Health Information.  

Drug Use Among  

Seniors on Public Drug Programs 

 in Canada, May 2014.  



Why? Because of the miracles of science:  

Longer life expectancy, more chronic conditions… 

In Canada: 

 1-in-4 seniors has > 3 chronic conditions 

 

 Persons with 1-2 chronic conditions take 3-4 
prescription medications 

  

 Persons with 3 or more conditions take 6 
different medications on average 

 

 ER visits and hospitalizations result in new 
medications being added 

 

Canadian Institute for Health Information. 

Seniors and the Health Care System:  

What is the Impact of Multiple Chronic 

Conditions. Ottawa, Ontario, 2011.  



Hospitals are a risk factor for new 

sleeping pill prescriptions 

Halme et al. Int J Geriatr Psy 2013 Mar;28(3):248-55  

 

Being hospitalized was a risk factor for a new sleeping pill prescription:  

  

2.7-fold greater risk than during an outpatient visit (OR 2.7, 95% CI 1.8–4.0) 

 

***Beware prn in-hospital prescriptions that persist upon discharge 



More medications = More interactions 

 

Low risk of  
drug-drug 

interactions 
 

4-fold greater risk of  
drug-drug interactions 

 

8-fold greater risk 
of drug-drug 
interactions 

 

2-4 medications  5-7 medications               8-10 medications 

Johnell & Klarin. Drug Safety 2007 

Add in the age effect… 

 Changes in fat mass 

 Changes in kidney 

function 

...you can get into trouble  



Not only how many, but what type of 

medication 



 

 

 

 

 

 

Benzodiazepines  

Temazepam 

Oxazepam 

Lorazepam 

Alprazolam 

Clonazepam 

Diazepam 

Flurazepam 

Clorazepam 

 

All antipsychotics 

 

 

 

 

 

Tricyclic antidepressants 
Amitriptyline 
Imipramine 

  
1st generation antihistamines 

Hydroxyzine 
Diphenhydramine 

 
Cardiovascular/diuretic agents 

Amiodarone 
Digoxin > 0.125 mg/day 

Spironolactone > 0.25 mg/day 
 

 

Non-benzodiazepine sedative- 
hypnotics 

Zolpidem 

Zopiclone 

Zaleplon 

 

Sulfonylurea oral hypoglycemics 

Glyburide 

Glipizide 

Chlorpropamide 

 

  

 

 

http://www.americangeriatrics.org/health_care_professionals/clinical_practice/clinical_guidelines_recommendations/2015 

 

Inappropriate prescriptions = Risks outweigh 

benefits, and safer alternatives exist 

FALLS 

DRIVING 

STROKE 

MEMORY 

DIZZINESS 

FALLS 

MEMORY 

HEART 

BEAT 

AGS Updated Beers Criteria for Potentially 

Inappropriate Medication Use in Older Adults (2015) 



Frequency of Inappropriate Prescriptions  

in Canada (Beers criteria) 
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Morgan S, 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  
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Lorazepam #1 Drug 

11% of women 

6% of men  

 

year old 



+ 

Women are more at risk 

 

 

 In 2014, the FDA and Health Canada recommended 
cutting the suggested dose of the sleeping pill zolpidem 
in half for women 

 Women metabolize zolpidem differently, reaching maximum 
blood levels 45 percent higher than those of men   

 Women are more likely to be left the next morning with levels 
of the drug in their bodies that impair driving an automobile  

/  February 7, 2014 



+ 
Drug development and approval 

processes disadvantage women  

 Historically, drug development 
research was only conducted in male 
animals 

 Females “too complicated” 

 

 For ethical reasons, women were 
excluded from drug trials  

 Pregnancy risks, e.g. thalidomide 

 

 Health Canada has a “guidance 
document” for the pharmaceutical 
industry on the inclusion of women, but 
it is “guidance” only, not obligatory 

M
ore than two decades ago, the 
US National Institutes of Health 
(NIH) established the Office of 

Research on Women’s Health (ORWH). 
At that time, the Congressional Caucus 
for Women’s Issues, women’s health advo-
cacy groups and NIH scientists and leaders 
agreed that excluding women from clinical 
research was bad for women and bad for 
science. In 1993, the NIH Revitalization Act 
required the inclusion of women in NIH-
funded clinical research.

Today, just over half of NIH-funded 
clinical-research participants are women. 
We know much more about the role of sex 
and gender in medicine, such as that low-
dose aspirin has different preventive effects 
in women and men, and that drugs such as 
zolpidem, used to treat insomnia, require 
different dosing in women and men.

There has not been a corresponding revo-
lution in experimental design and analyses in 
cell and animal research — despite multiple 

calls to action1. Publications often continue to 
neglect sex-based considerations and analyses 
in preclinical studies2,3. Reviewers, for the 
most part, are not attuned to this failure. The 
over-reliance on male animals and cells in 
preclinical research obscures key sex differ-
ences that could guide clinical studies. And it 
might be harmful: women experience higher 
rates of adverse drug reactions than men do4. 
Furthermore, inadequate inclusion of female 
cells and animals in experiments and inade-
quate analysis of data by sex may well contrib-
ute to the troubling rise of irreproducibility 
in preclinical biomedical research, which the 
NIH is now actively working to address5,6. 

The NIH plans to address the issue of 
sex and gender inclusion across biomedical 
research multi-dimen-
sionally — through 
programme oversight, 
review and policy, 
as well as through 
collaboration with 

stakeholders including publishers. This 
move is essential, potentially very powerful 
and need not be difficult or costly. 

BETTER WITH BOTH
Certain rigorous studies evaluating the 
effects of sex differences have been effec-
tive in bridging the divide between animal 
and human work. One example concerns 
multiple sclerosis (MS). Women are more 
susceptible to MS than men are, but develop 
less-severe forms of the disease. The most 
widely accepted MS animal model — rodent 
experimental autoimmune encephalomyelitis 
(EAE) — has revealed7 that sex differences in 
MS are related to both reproductive and non-
reproductive factors. Findings8 that oestro-
gen therapy provided benefits in rodent EAE 
supported use of an oestrogenic ligand as a 
candidate neuro protective agent for MS that 
is now being studied. 

Moreover, differences between the sexes in 
both the animal model and human MS have 

NIH to balance sex in cell 
and animal studies

Janine A. Clayton and Francis S. Collins unveil policies to ensure that preclinical 
research funded by the US National Inst itutes of Health considers females and males.
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80% 

male mice 

20% 

female mice 



Morgan S, 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  
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What is the 

opportunity cost  

of unnecessary 

or harmful 

medications? 





Deprescribing starts with you! 

 You have a role to play if: 

 You are a nurse:  you hand out the pills 

 You are a pharmacist: you fill the prescriptions 

 You are a prescriber: you write the prescriptions 

 You are a social worker: you interact with home care organizations and seniors’ 

residences 

 You are an allied health professional: you can ask about falls, memory problems 

 You are an administrator: you can track prescriptions as an indicator of care 

 You have parents or relatives who take too many drugs 



Step 1: Select which drug to deprescribe 

“Don’t take any of these red pills, and if that 

doesn’t work, don’t take any of the blue ones” 



 Candasartan 8 mg po daily  

 Metoprolol 50 mg po bid 

 Furosemide 80 mg po bid  

 Spironolactone 25 mg po bid 

 Atorvastatin 10 mg po daily 

 Ativan 0.5 mg po qhs 

Mr C. 78 years old  

You are called to his room because he didn’t make it to the 
bathroom on time and wet the floor 

Mr. C. – Admitted 4 days ago with chronic 

heart failure exacerbation, ready for 

discharge this morning 

Is this an 

opportunity for 

deprescribing? 



This is a great opportunity to discuss 

deprescribing with Mr. C. 

Ask if he ever leaked urine before 

 He answers, “no, not until he was admitted to hospital…” 

 

Ask about the circumstances leading up to the urine leakage 

 He says, “Nothing special.” He ate breakfast, took his pills, 

drank his coffee and was waiting for his wife to bring the car to 

drive him home when he got a sudden strong urge to urinate. 

 

Ask why he took a sleeping pill the night before  

 He answers, “I’m not sure what all my pills are for, they 

changed them while I was in hospital. Did I take a sleeping 

pill?” 

 

Mr C. 78 years old  Mr C. 78 years old  



3 problems that you can fix 

1. Educate Mr. C. about the harms of sleeping pills, so that he 

doesn’t take them again 

 

2. Stop the sleeping pill 

 

3. Treat incontinence, by discussing self-management 

techniques for both incontinence AND heart failure 

 

 

Mr C. 78 years old  Mr C. 78 years old  



 They bind receptors in the brain such as 
the GABA receptor  = major inhibitory 
neurotransmitter in the brain 

 

 All depress brain activity: 

 benzodiazepines 

 Z-drugs 

 trazodone 

 quetiapine 

 over the counter Sleep-Eze drugs 

 

 

How do sleeping pills work? 



Neurotransmitter pathways implicated in 

attention, response time, executive function 

Tannenbaum, Paquette, Hilmer, Holroyd-Leduc, Carnahan. Drugs Aging 2012;29: 639-658 



Drug-induced amnestic vs. non-

amnestic cognitive dysfunction 

 

 

 

 

Drug class 

Amnestic deficits: 

short or long-term 

memory 

Non-amnestic deficits: 

concentration/information 

processing/planning/ 

psychomotor speed 

Benzodiazepines ✓✓✓ ✓✓✓ 

Non-benzodiazepines ✓ ✓ 

1st generation antihistamines ✓ ✓✓✓ 

Tricyclic antidepressants ✓ ✓✓✓ 

Other anticholinergics ✓ ✓ 

Opioid drugs ✓ ✓ 

Tannenbaum, Paquette, Hilmer, Holroyd-Leduc, Carnahan. A systematic review of amnestic and non-amnestic mild cognitive 

 impairment induced by antihistamine, antichlinergic, GABAergic and opioid drugs . Drugs Aging 2012;29: 639-658 



 Increased risk of driving accidents  

 1.9 times greater risk with trazodone, 

benzos and Z-drugs, compared to non-

use (95% CI 1.6-2.2) 

 
 

 

Woolcott et al. Annals Int Med 2009; Zint et al. Pharmacoepidemiol Drug Safety 2010; Hansen et al. AJPH 2015 

 Increased incidence of falls and fractures 

 1.5 times higher risk of falls (95% CI 1.4-1.7) 

 2.0 times higher risk of hip fracture (95% CI 1.5-

2.8) 

 In new users (0-14 days) 

 1.5 times higher risk in chronic users  

 

 

Brain function is needed for responding to 

bladder signals, balance, and driving 



Denmark is not taking any chances… 

 Denmark’s Driver Licensing Incentive Policy 

 

 Seniors on strong sleeping pills not allowed to renew their driving 
license 

 

 Seniors on moderate sleeping pills get a 1-year conditional renewal, 
cognitive testing every year 

 

 New users not allowed to drive for 4 weeks 

 

 Episodic users recommended not to drive the next day 

 

 

 

 

 



Denmark is not taking any chances… 

 Denmark’s Driver Licensing Incentive Policy 

 

 Seniors on strong sleeping pills not allowed to renew their driving 
license 

 

 Seniors on moderate sleeping pills get a 1-year conditional renewal, 
cognitive testing every year 

 

 New users not allowed to drive for 4 weeks 

 

 Episodic users recommended not to drive the next day 

 

 

 

 

 

The policy was very effective:  

 

Sleeping pill use decreased by 66% 

(but this took 10 years)  
 



Discussing benzodiazepine 

discontinuation with Mr. C. 

Ask if he would be willing to stop the sleeping pill  

Mention that he should not drive if he takes it, and that it 

might be contributing to his urine loss 

 He answers, “yes, of course! Let’s stop it!” 

 

You might also want to explain that he was prescribed 2 

powerful diuretics that cause urinary urgency 

 Best to avoid caffeine (tea and coffee) 

 Worth practicing Kegel exercises to strengthen his pelvic floor 

 If you are a keener, discuss heart failure self-management 

(symptom monitoring, daily weighing, diet & fluid intake, 

adjusting diuretic doses) 
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Mr C. 78 years old  



6 months later you see Mr. C. who visits 

a friend in hospital 

He hasn’t touched another sleeping pill 

 

Spironolactone discontinued, and furosemide cut in half 

 

Self-management techniques being used to monitor heart 
failure symptoms in conjunction with a community nurse 

 

No longer using over-the-counter ibuprophen 

 

Incontinence resolved 

 

Happily driving his car, without any accidents! 

 

 

Mr C. 78 years old  

29 



Step 2: Tips for starting deprescribing 

conversations with patients and families 

“I feel a lot better since I ran out 

of those pills you gave me” 



4 ways to start the conversation: 

① Direct deprescribing method: “I see you are taking a lot of pills, wouldn’t it be 
great if we could get you off some of them” 

 

 

31 



4 ways to start the conversation: 

② Indirect method: “How’s your sleep?....There is some new research about 
sleeping pills that I want to discuss with you, and then we can talk to the 
doctor” 

 

 

③ Emotional, assertive method “About your memory problems, falls, etc….I’m 
worried that your medications may be contributing...” 

 

 

 

 

32 



The goal is to get buy-in, elicit Cognitive Dissonance 

Inconsistency  
and anxiety 

Sleeping pills are safe… 

My doctor prescribed them… 

But now I’m hearing about new 

research, and changes in my 

health condition that may not 

be compatible with these 

Maybe my situation has 

changed… 

If I am at risk for falls, 

memory impairment, death, 

maybe I should do 

something about it… 

I think I will!  

33 



How can you elicit cognitive dissonance? 

Are you still a poor 

sleeper? 

Oh yes, just 

terrible! I need my 

pills 

Really? How many times 

do you wake up each 

night? 
At least 3 or 4 

times! 

Oh my!  I guess the pills 

are not really working 

then… 
Huh! 

34 



Debate about deprescribing 

“Wouldn’t you want a sleeping pill if 

you had to sleep in the hospital?” 

Safety and Cost Choice and Autonomy VS. 



Debate about deprescribing 

Safety and Cost 

 Why are risky meds available to seniors? 

 Why is the government paying for risky 
meds? 

 What is the cost to society of risky meds 
in terms of unnecessary falls, fractures, 
hospitalizations, memory problems, 
automobile accidents? 

 Why isn’t the government/hospital 
paying for access to equally effective, 
but safer non-drug therapies? 

 

Choice and Autonomy 

 All meds should be covered 

 Physicians/nurses should have 

freedom of choice to decide which 

drugs to prescribe 

 Individuals should have freedom of 

choice to weigh the benefits against 
the risks  

VS. 



+ 

Choice versus Informed Choice 

http://deprescribing.org/resources/deprescribing-information-pamphlets/ 

http://www.criugm.qc.ca/images/stories/les_chercheurs/risk_ct.pdf 

http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/


The EMPOWER Study 

 We hypothesized that seniors were unaware of the risks of 

sleeping pills, and if we educated them with a brochure, they 

would opt to discontinue  

 

 303 eligible participants 65+ on sleeping pills > 3 months agreed 

to be in the trial 

Martin P et al. An educational intervention to reduce the use of potentially inappropriate medications among older adults (EMPOWER study): protocol for a cluster randomized trial. 

Trials. 2013 Mar 20;14:80.   



Participants were 75 years old (range 65-95) 

Taking pills for 10 years (range 1-40 years) 

Randomization 

MAILED BROCHURE 

148 participants 

WAIT-LIST CONTROL 

155 participants 

5 % complete 

discontinuation 

6
-m

o
n
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w
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p

 

Results 

27 % complete 

discontinuation 

Tannenbaum, Martin, Tamblyn, Benedetti, Ahmed. Reduction of inappropriate benzodiazepine prescriptions among  

older adults through direct patient education: the EMPOWER cluster randomized trial. JAMA Intern Med. 2014 Jun;174(6):890-8.  



Participants were 75 years old (range 65-95) 

Taking pills for 10 years (range 1-40 years) 

Randomization 

MAILED BROCHURE 

148 participants 

WAIT-LIST CONTROL 

155 participants 

5 % complete 

discontinuation 

6
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Results 

27 % complete 

discontinuation 

Tannenbaum, Martin, Tamblyn, Benedetti, Ahmed. Reduction of inappropriate benzodiazepine prescriptions among  

older adults through direct patient education: the EMPOWER cluster randomized trial. JAMA Intern Med. 2014 Jun;174(6):890-8.  

1-in-4 patients discontinued use at 6 

months 
 

1-in-3 discontinued or were in the 

middle of tapering 



http://deprescribing.org/resources/deprescribing-information-pamphlets/ 

4th method of discussing deprescribing: Use 

the EMPOWER brochure: “Read this for 

tomorrow” 

 

What some patients say: 

“It’s a tiny little pill!” 

“I only take half!” 

“I don’t take it every night!” 

“I need to sleep or I won’t get better…” 

http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/
http://deprescribing.org/resources/deprescribing-information-pamphlets/


Now that you’ve convinced the patient, 

it’s time to convince the doctor! 



 

43 



What about your accountability 

working in a senior-friendly hospital? 

 Sedative-hypnotics should not be used as first-line 
therapy for insomnia 

 Establish an environment appropriate for sleep in 
hospital 

 Monitor and track prescriptions 



http://deprescribing.org/resources/deprescribing-information-pamphlets/ 

Prevent delirium 

 Avoid antipsychotics 

Humidifiers and creams 

for dry skin 

 Avoid anithistamines 



Step 3: Non-drug substitutes 



THE ROLE OF THE SLEEP DIARY 

Sleep efficiency = 65% 



http://www.deprescribing.org 
48 

Download and distribute a 

Cognitive Behavioural 

Therapy brochure or app 

Answer: the patient should spend less 

time in bed! 

 Evening activities such as movies, the news, or music 

 Avoid falls in the middle of the night getting out of bed 



Sleepwell’s Solution 

Cognitive-Behavioural 
Therapy for Insomnia 
CBTi 

Instead of calling 
it CBTi, Dr. 
Davidson refers to 
the approach as 
“sleep therapy” in 
her workbook 

http://shuti.me 

www.sleepwellns.ca 



Cognitive behavioural therapy as an 

alternative to treat chronic insomnia 

 More than sleep hygiene 

 Don’t drink caffeinated beverages before bed 

 Don’t exercise before bed 

 Use relaxation tapes, warm bath, to de-stress before bed 

 

 Combats myths: e.g. unrealistic to expect to sleep 8-10 hours per night  

 Sleep restriction: Fixed bedtime (11 p.m.) and wake time (6 a.m.)  

 Stimulus control: If you are lying in bed and not sleeping – get up and go write 
down your worries,  read a book in a chair until you feel tired, above all don’t 

panic 

 Maximizes sleep efficiency = time asleep/total time in bed 

 
Morin & Benca. Chronic insomnia. Lancet 2012;379:1129-41  

50 



Other non-drug substitutes 

 Compression stockings for leg edema 
instead of diuretics 

 Avoid eating before bed, sit up and try 
to lose weight instead of heart burn 
pills (proton pump inhibitors) 

 Pelvic floor exercises and avoid 
caffeine instead of incontinence 
medications 

 Eat an apple a day with the skin, 
avoid bananas, instead of stool 
softeners for constipation, and WALK 

 Reminiscence therapy for patients 
with dementia  instead of 
antipsychotics 

 Use creams and gels instead of soap, 
instead of using antihistamines for dry 
skin 

 Take a hard look at blood sugar 
targets in the frail elderly 

 Avoid hypoglycemia, ease up on strict 
control, hemoglobin A1C 7 – 8.5 

 Reduce insulin, antidiabetic 
medication 



The Canadian Deprescribing Network 

(CaDeN) 

 The Canadian Deprescribing Network (CaDeN) is a group of individuals who are committed 
to improving the health of Canadians seniors by: 

 Reducing the use of potentially inappropriate medicines by 50% by the year 2020 

 Enhancing access to non-drug alternatives  

 

 Fairly new movement, established in January 2016 

 

 CaDeN promotes deprescribing in general, but has prioritized inappropriate prescriptions.  
Such as: 

 Sleeping pills 

 Use of glyburide 

 Proton pump inhibitors 

 

 



Governments 

Health-Related Organizations 
 

Health Care Providers 
 

Individual Patients, Caregivers and 
the Public 

CLINICAL DECISION 
MAKING 

HEALTH INFORMATION 
SYSTEMS 

HEALTH AND SOCIAL 
POLICIES RESEARCH AND 

INNOVATION 

PATIENT EMPOWERMENT 

http://deprescribing.org/caden/ 



Our Action Plan 

 

5 elements : 

 1. Public awareness, engagement and action 

 2. Provider awareness, motivation and capacity 

 3. Policy change at the provincial and federal levels 

 4. Integration with electronic health information systems 

 5. Research capacity and impact 



Innovative ways to promote 

deprescribing 



Resources and tools that can help you 

56 



Become a member of CaDeN! 

 www.deprescribing.org (EB guidelines, EMPOWER brochures, 

other resources e.g. medstopper, CaDeN, research summaries 

etc.) 

 For CaDeN: annie.webb@criugm.qc.ca  

 For deprescribing guidelines research: deprescribing@bruyere.org  

 To subscribe to our newsletter: justin.turner@criugm.qc.ca  

 Follow us on twitter: @deprescribingnet and Facebook  

http://www.deprescribing.org/
mailto:annie.webb@criugm.qc.ca
mailto:deprescribing@bruyere.org
mailto:annie.webb@criugm.qc.ca


 

WHAT CAN YOU DO? 

 

 
ROADMAP TO A CURE: 

 

① EDUCATE AND TALK TO YOUR PATIENTS 

② HAND OUT THE EMPOWER BROCHURES 

③ PROMOTE NON-DRUG ALTERNATIVES 

④ MONITOR PRESCRIPTION RATES IN 

YOUR HOSPITAL  

⑤ KNOW YOUR NUMBERS! 

⑥ SPREAD THE WORD ABOUT 
DEPRESCRIBING! 



“The reasonable man (woman) adapts 
him/herself to the world; the unreasonable one 
persists in trying to adapt the world to him/herself. 
Therefore, all progress depends on the 
unreasonable man (woman).” 

 

George Bernard Shaw  

(1903) 

 

Be unreasonable / be daring 

My challenge to you: Dare to  

de-prescribe 



Our responsibility, as a profession, is to 

decrease drug-induced harm 

"You miss 100% of the 
shots you never take" 
 

 

Wayne Gretzky  

(1961-  ) 



Your patients will thank you! 


