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About this toolkit

The SF7 Toolkit is a Senior Friendly Care (sfCare) resource that supports clinical best practice:
healthcare providers across the sectors of care and includesnsgibgement tools for older

adults and their caregivers. Senior Friendly 7 focuses on seven clinical areas that support
resilience, independence, and quality of life.

Senior Friendly Care

SF7

POLYPHARMACY SOCIAL ENGAGEME SF7 TOOLKIT

The toolkit is available by individual topic, or bundled together. All SF7 toolkit options are
available on our websiténttps://www.rgptoronto.ca/resources/

Use ofthis toolkit
The contentfor older adults and theifamily or caregiverss not intended to replace the advice of
a physician or other qualifielealthcare providers.

The toolkit provides a common practice framework that complements the unique skills and
practices of the various care providers helping older adults. The content is provided for guidanc
and is not intended to be exhaustive.

Reproduction of these materials is permitted in whole without restriction. If adapting this
content, or using in part, RGP must be credited as the author with the following citation:
G{ 2dzNOSY wD2019)2SF7 Todkii Refriévadifrord
https://www.rgptoronto.ca/resourcesé
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Understanding polypharmacy

How many is too many? How many medications
Polypharmacy or multiple medications may | are older adults taking?
be clinically appropriate, but it ismportant

e " 66% take 5+

to identify when the medications used by

older adults may be inappropriate and may 27% take 10 +
place the person at increased risk adverse (CIHI2016

events and poor health outcomé&g

= \
N\
B, N\ %
A >5 medications
A >12 doses alay » Increased risk

A or medications of adverse
prescribed by events
multiple healthcare e - ‘
providers \1
Polypharmacy prevalence |

Hospital 45%

of communitydwelling patients
have 1+ medication discrepancies
requiring the attention of a
physician.

51%

of home care clients have
medication discrepancies

Primary
Care

— following discharge from hospital.
Community - (Health Reports2014)"
Long-Term
(CIHI2016™ Care Home
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Risk factors for adverse drug reactions (ADRS) in older adults

¢ l1 T - Recc_ent changes in medication leading to a functional
. in medicatior?s decll_ne (e.g. low blood pressure, falls because of the
¢ medication change).
o Taking more than 5 medications, and/or more than 1-
o® Polypharmacy doses a dajncreases the risk of adverse events and

poor health outcomes.

Older adults experience physical changes that affect
way the body processes medications, such as a decr
in kidney and liver function, a decrease in total body

OO Age-related water, and a higher proportion of body fagading to
changes altered medication effects.

Visual impairment can make it hard for older adults tc
read medication labels.

Ethnici Certain drugs ocombinations of drugs may cause
m’v t”'g'ty’ F ROSNES RNHz NBF OdAzya F
M genaer ethnicity or gender.

Older people are more likely to have multigeronic
conditions,requiring more medications to treat them.

Asthma, COPD, stroke, hip fracture, kidney failure,

N\ incontinence, and cognitive impairmeate associated
o Health with increased ADRBrailty or damage to the heart,
u conditions lung or kidney caused by disease or conditions such
diabetes can increase the risk of ADRs.

An acute change in health (e.g. acute illness,
dehydration) can result in intolerance of exiting
medication.

Alcohol can add to the sedative effects of medication:
that cause sedation.
P Social habits

Alcohol and smoking can affect the way the body
processes medications.

I RIFLIGSR FNRYY G ROSNES RNHAK MBS 6fbaes/E ahd,OMaasyOBEtish L2 Lic
Journal of Clinicéharmacology. 2015:80(4): 75807
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Medication reconciliation

Ensure that accurate and complete medication information is

avallable.This is especially important when there is a transition in care such as
being admitted to or discharged from hospital.

Medication reconciliationd ¢ a SR wS O£ 0
isa formal process in which healthcare providers work
together with patients, families and care providers to
ensure accurate and comprehensive medication
information is communicated consistently across
transitions of care.

ABest Possible Medication History (BPMid)

created as partofl KS & a SR wSverify alLaRP «

I LI GA Syl Qa presSriptio) bvarthe v dza

counter, supplements, and herbal remedigsThe

history is createdising 2 sources of information:

1. interviewingthe person and/or family and

2. confirmingwith at least one other reliable source of
information (such as medication containers,
pharmacist, or primary care provider

ANIANERAN

Adapted from Thénstitute for Safe Medication Practic€anadalSMP)
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Prescribing tips in older adults

The followingl 3 recommendationshould be taken into consideratiovhen
prescribing for frail older adults

1. Use theleast possible number of medicatiorand the simplest possible dosing
regimen to improve adherence and avoid drug interactions.

2. Avoid medications known to be potentially harmfuin older adults as peBeers
Criteria(the American Geriatrics Society, 2019)
A Especially medications with anticholinergic effects which can cause toxicity
such as, central nervous system (CNS) confusion, urinary retention,
constipation, dry mouth and eyes, and blurred vision.

3. Use extracaution when prescribing high alert drugsdigoxin, calcium channel
blockers (CCB), opioids, warfarin, theophylline, oral hypoglycemics, lithium,
selective serotonin reuptake inhibito(SSRIs), monoamine oxidashibitors
(MAOQIs), anticonvulsants, antimicrobials (macrolides, quinolones, antivirals,
antifungals).

A Organ dysfunction or drug interactions can result in toxicity.

4. Are thebenefits worth the risk® Is the problem selimiting or only a minor
inconvenience?

5. Avoid overestimating renal functiorbased on serum creatinine that is in normal
range.
A Note that creatinine clearance declines by 10% per decade after age 40.

A Calculate creatinine clearance (to account for age and weight) and adjust dog
of renally cleared medication accordingly.

6. Start at thelowest drug dose and ftitrate up slowlgexcept for antibiotics) so as to
avoid:
A The occurrence of excessive pharmacologic effects or adverse drug reactiong
that result in harm or refusal to take the medication.

. Avoid the prescribing cascadadding a medication to combat the side effects of
another one.

A This may occur because of failure to attribute current signs and symptoms
drug effects (In some circumstances a prescribing cascade may be
appropriate.)
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https://onlinelibrary.wiley.com/doi/10.1111/jgs.15767

Prescribing tips in older adults (ontinueq)

8. Rule out medication side effectas a cause of new symptoms such as confusion, fa
functional decline or memory loss.

A Drug accumulation can occur after several weeks or months, or with declining r
function.

A Drug adverse effects (especially falls, incontinence, confusion) may be incorreg
attributed to normal aging.

A Older adults may not tolerate their usual medications when acutely ill, requiring
dose reduction or temporary discontinuation.

A Older adults with type 2 diabetes may need to hold medications on sick days
(SADMANg Qulfonylureas ACEinhibitors, Diuretics, direct renin inhibitors,
Metformin, Angiotensin Receptor Blockefdpn-SteroidalAnti-Inflammatory Drugs
and SGLT2 inhibitors.

9. Avoidmakingsimultaneous changem medications.

10. The moment of prescribing is an opportunity to revidhe current medication list.

A Is each drug indicated® Stop unnecessary, outdated or duplicate medications
STOPETART Ciriteria for Potentially Inappropriate Prescribing in Older Rewse
Cumbria Clinical Commissioning Group, 2016)

Is a drug required? START guidelimecommended therapy as appropriate

52 OdzNNBy i LINSAONARLIGAZ2zY fl 0SSt AyaidN
Forced compliance of outdated instructions can cause problems.

Consider potential interactions with caffeine, cigarette smoking, OTCs, or herba

.’.}\

o To I Do

11. Write atime-limited prescription

12. Encourage older adults to understarhle importance of each of their medications
and to have aystem to remember doses
A Dose organizers (blister pack, dosette box), reminders, education.

13. Encourage older adults taseone pharmacyso that drug interactions can be
identified quickly, medicatioitaking problems can be addressed, and periodic
medication reviews can be conducted.

A Older adults over 65 years of age should obtalvieslsChecka program ofThe

Ministry of Health and LoRgerm Cargat their pharmacy and bring their medication lis

to appointments with their primary care provider

[ F 6NByOS wkO0lazy D4 "G N

Conference (Sept 2016)

. {OtKYZ /¢5t3 wDt Q&
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https://www.kssahsn.net/what-we-do/our-news/events/Past events 2017/2016 Stopp Start Cumbria.pdf
http://www.health.gov.on.ca/en/pro/programs/drugs/medscheck/medscheck_original.aspx

Medication management for older adults + family

nurse, or pharmacist.

1. CHANGES?

Have any medications been added,
stopped or changed, and why?

CONTINUE?

What medications do | need to keep
taking, and why?

PROPER USE?

How do | take my medications, and for
how long?

MONITOR?

How will | know if my medication is working,
and what side effects do | watch for?

FOLLOW-UP?

Do | need any tests and when do | book
my next visit?

REGIONAL GERIATRIC
PROGRAM OF TORONTO

;. CANADIAN ASSOCIATION DES
PHARMACISTS  PHARMACIENS
C  ASSOCIATION DU CANADA

SafeMedicationUse.ca

QUESTIONS TO ASK
ABOUT YOUR MEDICATIONS

when you see your doctor,

Keep your
medication
record
up to date.

Remember to include:

v drug allergies

¥ vitamins and
minerals

¥ herbal/natural
products

¥ all medications
including
non-prescription
products

Ask your doctor,
nurse or pharmacist
to review all your
medications to see if
any can be stopped
or reduced.

PATIENTS ENTS POUA L,
PATIENT SAFETY 025 PATENTS
‘GANADA (DU GANADA

© 2016 ISMP Canada

Visit safemedicationuse.ca for more information.

This tool is reproduced with permission by ISMIRk herdo download gprintable copy of this poster.

Ask your pharmacist to d@MedsCheckoveredby Ontario health benefits
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http://www.health.gov.on.ca/en/pro/programs/drugs/medscheck/medscheck_original.aspx
https://www.rgptoronto.ca/wp-content/uploads/2018/11/MedSafetyPoster-RGP-EN.pdf

Polypharmacy in home and community care

A Ensure that accurate and complete medication information is

I @At o6fS o0& O2yRdzOGAYy3a YSRAOFGA
SaLISOALfte ogKSYy GKSNB KFa 0SS |
process in home and community care comprises 4 steps:

1. Collectg the Best Possible Medication History (BPMH)

2. Compareg identify discrepancies

3. Correctcg resolve discrepancies

4, Communicate; the reconciled medication list

Consider the following tool&anadiarsafety Patient Institute & ISMP

Canada, 20081 2 | aaArad Ay (GKS GaSR wSO¢
A Medication Reconciliation in Home Care Getting Stakid
A BPMH Interview Guide

ﬁ A Helpolder adults to beaware of signs and symptoms adverse drug
reactions (ADRS).

Offer to identify outof-date medications and dispose of them.
Manage

> >

If requested to do so, assist with taking medications by reminding
when they are due, reviewing instructions, and openodgtles and
blister packs and pouring liquid medications in appropriteages.

A Assess whether the older adult can easily open the medication
S ’ packaging. If not, explore options with the pharmacist.

A Contact the primary care provider if discrepancies are found during
iKS aaSR wSO¢ LINROSaaz FyR 02YYdz
list within the circle of care (healthcare team).

/’N A Communicate anissuesrelated to medication adherencer skipped

. dosesand suspected ADRs with the primary care provider and others

Communicate in the circle ofcare (including family if permitted by the older adult).

V\J A Encourage use of thelinistry of Health and Longerm/ | NB Q&
MedsCheclprogram (medicatiomeview at a pharmacy or in horhe
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https://www.ismp-canada.org/download/MedRec/Medrec_HC_English_GSK_v2.pdf
https://www.ismp-canada.org/download/MedRec/SHN_medcard_09_EN.pdf
http://www.health.gov.on.ca/en/pro/programs/drugs/medscheck/medscheck_original.aspx

Polypharmacy in primary care

A Ensure that accurate and complete medication information is available by
conducting medication reconciliatioh & a S R ewpﬁcﬁhléylwlien there
has been a transition in care. Thea S R proSeSséirprimary care
comprises 4 steps:

1. Collectc the Best Possible Medication HistqBPMH)

2. Comparec identify discrepancies

3. Correctc resolve discrepancies

4. Communicate; ensurecontinuity of medicatiorinformation

Considetthe followingtools (Canadian Safety Patient Institute & ISMP Canada,
2015)to assist intheét a SR s e3s:

A Ontario Primary Care Medication Reconciliation Guide

A BPMHInterview Guide

A Assesshe appropriateness of medications guided Byers Criterigthe
American Geriatrics Society, 2009)STOPSTART Criteria for Potentially
Inappropriate Prescribing in Older Peo#S Cumbria Clinical
Commissioning Group, 2016)

n A Review prescribing tips in older adults (see pagé$.8

A Identify opportunities for deprescribing using guidelines, pamphlets, and
resources from:
A Deprescribing.orgr

Manage
A All Wales Therapeutics & Toxicology Cefitesources specific to

frail older adults)

A Involve older adults in prescribing decisions to ensure that the plan of care
meets their needs and preferencgSonfirm patient understanding of
their medications Clarifypatient preference for family involvement in
medication discussions

A

A Share concerns arising fromtiiea SR wS O¢é LiNEcixBafa o A
care (healthcare team).

A Communicataup-to-date medication lists andctualor potential adverse
drug reactions (ADR$or monitoring by providers within the circle of care

Communicate A Provide older adults with clearly written medication summaaesl
instructions, including how to monitor for ADRs (use a min. font size of
12).

A Provide older adults witinformation onseltmanagement of their
conditionsand encourage them to take an actik@e in medication safety

A Encourage use of thidlinistry of Health and Longg S NJY  /Meds@herk
program (medication review at a pharmacy or in hgme
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https://www.ismp-canada.org/download/PrimaryCareMedRecGuide_EN.pdf
https://www.ismp-canada.org/download/MedRec/SHN_medcard_09_EN.pdf
https://onlinelibrary.wiley.com/doi/10.1111/jgs.15767
https://www.kssahsn.net/what-we-do/our-news/events/Past events 2017/2016 Stopp Start Cumbria.pdf
https://deprescribing.org/resources/deprescribing-guidelines-algorithms/
https://www.awttc.org/polypharmacy-guidance-prescribing
http://www.health.gov.on.ca/en/pro/programs/drugs/medscheck/medscheck_original.aspx

Polypharmacy in hospital

A Ensurethat accurate and complete medication information is
availablefrom admission through discharge. Consitles following
tools (CanadiarSafety Patient Institute & ISMPanada, 201)t0 assist in the
daSR R

A Medication Reconciliation in Acute Care Getting Started Kit
A Medication Reconciliation in Acute Care Poster
A BPMH Interview Guide

A Assess the appropriateness of medications guide8dsyrsCriteria
(the American Geriatrics Socieg19)or STOPFSTART Criteria for
Potentially Inappropriate Prescribing in Older PeqpileS Cumbria
Clinical Commissioning Group, 2016)

A Review prescribing tips in older adults (see pagé3.8

A Identify opportunities for deprescribing using guidelines, pampbhlets,
and resources from:
A Deprescribing.orgr

Manage A All Wales Therapeutics & Toxicology Cefitesources specific to
frail older adults)

A Identify if medications could be the cause of hospital admission.

A Involve older adults in prescribing decisions to ensure that the plan of
\ y care meets their needs and preferenc€anfirm patient understanding
of their medicationsClarifypatient preference for family involvement in
medication discussions

A {KIEINBE O2yOSNya I NhaAy3d 7FNERccledKS
care (healthcare team).

A Discuss anticipated changes to lestgnding medication regimens with
primary care providers.

/\ A Communicate ugio-date medication lists and actual or potential adverse
drug reactions (ADR$or monitoring by providers within the circle of
Communicate care.
J A Provide older adults with clearly written medication summaries and
\/\// instructions, including how to monitor for ADRs (use a min. font size of
12).

A Provide older adults witinformation onseltmanagement of their
conditionsand encourage them to take an actik@e in medication
safety

A Encourage use of thiinistry of Health and Long SNXY / | NB Qa
MedsCheclprogram (medication review at a pharmacy or in hgme

The SF7 ToolkitPolypharmacy 12
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Medication Reconciliation in Acute Care: Getting Started Kit Version 4
https://www.ismp-canada.org/download/MedRec/2012MedRec_poster_admission_transfer_and_discharge_EN.pdf
https://www.ismp-canada.org/download/MedRec/SHN_medcard_09_EN.pdf
https://onlinelibrary.wiley.com/doi/10.1111/jgs.15767
https://www.kssahsn.net/what-we-do/our-news/events/Past events 2017/2016 Stopp Start Cumbria.pdf
https://deprescribing.org/resources/deprescribing-guidelines-algorithms/
https://www.awttc.org/polypharmacy-guidance-prescribing
http://www.health.gov.on.ca/en/pro/programs/drugs/medscheck/medscheck_original.aspx

Polypharmacy in long-term care

A Ensure that accurate and complete medication information is available
by conducting medication reconciliatignd a S R eg&Cadly when
there has been a transition in car€onsidetthe following tools(Canadian
Safety Patient Institute & ISMP Canada, 2do7assist intheét a SR wS O ¢
process:

A Medication Reconciliation ihong Term Care Gettirfarted Kit
A MedicationReconciliation in Long Term C#&ester
A BPMH Interview Guide

A Assesshe appropriateness of medications guided Byers Criteria
(the American Geriatrics Society, 2009)STOPFSTART Criteria for
Potentially Inappropriate Prescribing in Older PeqpliegS Cumbria
Clinical Commissioning Group, 2016)

A Review prescribing tips in older adults (see pagéy.8

A Conduct periodic medication reviews to determithe appropriateness
ﬁ of eachmedication. Consider using a framework suclbaBRIDDose
+ frequencyHfects, Benefit, Risk, Indication,Drug monitoring,
Expectations)College of Physicians and Surgeons of Alaerta)

Manage A Identify opportunities for deprescribing using guidelines, pampbhlets,
and resource$rom:
A Deprescribing.orgr

A AllWales Therapeutics & Toxicology Cerftesources specific to
frail older adult$

A Involve older adults or their substitute decision makers in prescribing
decisions to ensure that the plan of care meets their needs and
preferencesConfirmunderstandingof their medicationsClarify
preferencefor family involvement in medication discussions

A Share concerns arising fromtlhea SR wS O¢ LiINRcixle afa 4
care (healthcar¢eam).

/\ A Communicataup-to-date medication lists and actual or potential adverse
. drug reactions (ADR$or monitoring by providers within the circle of
Communicate care.
K-:/\/ Provide staff and older adults or substitute decision makers with clearly

>

written medication summarieandinstructions,including how to
monitor for ADRguse a min. font size of 12).

A Providemedication information to staff andlder adults ortheir
substitute decision makerso encourageghem to take an activeole in
medication safety

m The SF7 ToolkitPolypharmacy
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http://www.cpsa.ca/medication-reviews-long-term-care-supportive-living-physicians-perspective/
https://deprescribing.org/resources/deprescribing-guidelines-algorithms/
https://www.awttc.org/polypharmacy-guidance-prescribing
https://www.ismp-canada.org/download/MedRec/MedRec-LTC-GSK-EN.pdf
https://www.ismp-canada.org/download/MedRec/medRec_poster_admission_transfer_discharge_LTC_EN.pdf
https://www.ismp-canada.org/download/MedRec/SHN_medcard_09_EN.pdf
https://onlinelibrary.wiley.com/doi/10.1111/jgs.15767
https://www.kssahsn.net/what-we-do/our-news/events/Past events 2017/2016 Stopp Start Cumbria.pdf
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of care for older adults living with frailty.
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problems.
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