1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
Res Social Adm Pharm. Author manuscript; available in PMC 2023 June 01.

-, HHS Public Access
«

Published in final edited form as:
Res Social Adm Pharm. 2022 June ; 18(6): 2913-2921. doi:10.1016/j.sapharm.2021.07.012.

Pharmacist Interventions to Deprescribe Opioids and
Benzodiazepines in Older Adults: a Rapid Review

Joshua D. Niznik, PharmD, PhD1:2:3, Brendan J. Collins, PharmD Candidate?2, Lori T.
Armistead, MA, PharmD?, Claire K. Larson, MD?, Casey J. Kelley, MPH!, Tamera D. Hughes,
PharmD, PhDZ2, Kimberly A. Sanders, PharmD?, Rebecca Carlson, MLS?, Stefanie P. Ferreri,
PharmD?

lUniversity of North Carolina School of Medicine, Division of Geriatric Medicine and Center for
Aging and Health, Chapel Hill, NC, USA

2University of North Carolina Eshelman School of Pharmacy, Chapel Hill, NC, USA

SVA Pittsburgh Healthcare System, Center for Health Equity Research and Promotion, Pittsburgh,
PA, USA

4University of North Carolina, Health Sciences Library, Chapel Hill, NC, USA

Abstract

Background: Many older adults are prescribed opioids and benzodiazepines (BZDs), despite
increased susceptibility to adverse events. Challenges of deprescribing include fragmented care
and lack of knowledge or time. Pharmacists are well-positioned to overcome these challenges and
facilitate deprescribing of these medications.

Objectives: We sought to evaluate interventions utilizing pharmacists to deprescribe opioids and
BZDs in older adults.

Methods: We conducted a rapid review following a comprehensive literature search to identify
interventions with pharmacist involvement for deprescribing opioids and BZDs in older adults.
Studies were included based on: (1) inclusion of patients > 65 years old receiving BZDs and/or
opioids, (2) evaluation of feasibility or outcomes following deprescribing (3) pharmacists as part
of the intervention. We included randomized, observational, cohort, and pilot studies. Studies that
did not report specific results for BZD or opioids were excluded.

Results: We screened 687 abstracts and included 17 studies. Most (n=13) focused on BZD
deprescribing. Few studies focused on opioids (n=2) or co-prescribing of opioids and BZDs (n=2).
The most common intervention was educational brochures (n=8), majority being the EMPOWER
brochure for deprescribing BZDs. Other interventions included chart review with electronic

notes (n=4), pharmacist-led programs/services (n=2), and multifactorial interventions (n=3). Many
studies were underpowered or lacked suitable control groups. Generally speaking, interventions
utilizing educational materials and those in which pharmacists engaged with patients and providers
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were more effective. Interventions relying on electronic communication by pharmacists were less
successful, due to low acceptance or acknowledgement.

Conclusions: We identified a number of feasible interventions to reduce BZD use, but fewer
interventions to reduce opioid use in older adults. An optimal approach for deprescribing likely
requires pharmacists to engage directly with patients and providers. Larger well-designed studies
are needed to evaluate the effectiveness of deprescribing interventions beyond feasibility.

INTRODUCTION

Opioid use is a serious public health problem in the United States and has contributed

to many deaths over the past two decades.12 Benzodiazepines (BZDs) are frequently co-
prescribed with opioids and contribute to increased risk of adverse events.36 Older adults,
specifically, are being prescribed both opioids and BZDs at an increasing rate.”8 From
2006 to 2015, the rate of opioid prescribing during office visits for older adults increased
from 5.9% to 10.0% while BZD prescriptions increased from 4.8% in 6.2%. Rates of
co-prescription of opioids and BZDs in older adults increased from 11.7% to 19.9%.8

Older adults are poor candidates for opioids and BZDs as long-term solutions to manage
chronic pain, anxiety, or insomnia due to their greater susceptibility to central nervous
system (CNS) adverse effects, and the resulting impact on falls.%-11 Use of CNS-active
drugs increases the risk of falls in older adults and co-prescribing of opioids and BZDs
exponentiates this risk.12-14 Older adults are also at an increased risk of opioid misuse due
to increased healthcare utilization and are more likely to be treated for pain than younger
patients.14-16 A substantial number of older adults are prescribed both opioids and BZDs,
despite the known risk for severe adverse effects that can lead to death.>:8:14.17-19

The importance of deprescribing medications for older adults is increasingly emphasized in
clinical care. Deprescribing is defined as a supervised process of dose reduction or cessation
of medication that may cause harm or may no longer be beneficial.20 Limited evidence is
available, but several studies have shown deprescribing to be feasible and safe.21:22 Several
barriers to deprescribing from the perspectives of prescribers have been identified, including
devolved responsibility, fragmented care, fear of harming the provider-patient relationship or
causing patient harm, and lack of knowledge and time.23-27 Considering these barriers, it is
reasonable to assume that successful interventions for deprescribing require a multifaceted
approach. In fact, prior studies have found that single interventions for deprescribing
benzodiazepines that relied on or targeted physicians alone were less likely to be successful
than multifaceted interventions drawing on interdisciplinary expertise.?8 Tools and resources
exist to facilitate deprescribing by engaging with patients and other healthcare providers,
specifically pharmacists.21-23 An approach to deprescribing that utilizes pharmacists has

the potential to overcome many of the aforementioned barriers.2% Pharmacists are well-
positioned to determine whether opioids or BZDs are indicated and develop individualized
tapering schedules to facilitate deprescribing.29-31

There are still numerous gaps in the literature, including best practices for tapering
opioids and BZDs in older adults and the efficacy of targeted pharmacist interventions
for deprescribing.32 Non-targeted interventions aimed at addressing polypharmacy or
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medications from the Beers Criteria may only produce modest improvements in clinical
outcomes,33 particularly for high-risk medications that may be more difficult to deprescribe,
due to the potential for dependency. Additionally, some prescribers may feel overwhelmed
with non-targeted, non-prioritized deprescribing recommendations from pharmacists or

feel that such recommendations come with inherent uncertainties,3* thereby limiting their
responsiveness to the recommendations. Given the focus of various outcome metrics on
opioid and BZD prescribing and the documented harms of long-term overuse,3>-37 targeting
opioid and BZDs for deprescribing with pharmacist support is a logical step towards
achieving improved outcomes.38 To date, there are no reviews that summarize the evidence
related to deprescribing opioids and BZDs, specific to older adults. The goal of this review
is to evaluate and synthesize current literature on targeted pharmacist interventions that
facilitate opioid and BZD deprescribing in older adults.

METHODS

We developed our research question using the population, intervention, comparison, and
outcome (PICO) format, which was used to guide a literature search and develop a screening
process for relevant articles. The research question was: “What is the feasibility and success
of targeted interventions involving pharmacists to deprescribe opioids or benzodiazepines in
older adults?”.

We conducted a rapid review,38-40 after a comprehensive literature search that used a
combination of subject headings and keywords for opioids, BZDs, deprescribing, pharmacy,
and geriatrics. Our research question, literature search, and eligibility criteria were
developed with input from our study team, comprised of physicians, pharmacists, and
researchers. A health sciences librarian (RC) consulted with the study team to develop

the comprehensive search strategy, which was employed in PubMed via National Libraries
of Medicine (NLM), Embase via Elsevier, and Cumulated Index to Nursing and Allied
Health Literature (CINAHL) Plus via EBSCO from date of database inception to February
18, 2020. No filters or limits were applied to the PubMed and CINAHL searches while
conference abstracts were excluded from the Embase search. See the Supplementary
Materials for the details of each search.

A two-stage screening was completed independently by two authors (BC and JDN). Search
results were loaded into Covidence, a web-based software platform designed to facilitate

the systematic review process for screening. Reasons for exclusion were incorporated into
Covidence screening forms and noted for each study. Titles and abstracts were screened and
after initial screening, full texts were reviewed by both reviewers. Bibliographies of review
articles were manually inspected to identify additional studies. Discrepancies were discussed
by both parties to reach a decision.

Inclusion/Exclusion Criteria.

Inclusion criteria were: (1) inclusion of patients = 65 years old receiving BZDs and/or
opioids, (2) evaluation of deprescribing feasibility or outcomes following deprescribing
(3) mention of pharmacists as part of a targeted intervention for opioids and/or BZDs.
We included randomized trials, observational studies, cohort studies, and pilot studies.
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Qualitative studies, case studies, or papers without full text available in English were
excluded. Studies that did not did not report specific results to BZD or opioid deprescribing
were excluded.

The complete screening strategy is outlined in Figure 1. Among abstracts initially identified,
(n=687), 70 studies were included for full text screening. At this stage, studies that did

not address opioids or BZDs nor include older adults were eliminated. This resulted in 15
studies to be included. Finally, we identified two additional references meeting criteria from
two systematic reviews*1:42 (n=17).

Data Extraction.

Key information was extracted from each study by one member of the study team (BC) and
subsequently verified for accuracy by another (JDN). Information extracted from each study
included: (1) title, author, and publication year, (2) sample and care setting, (3) study design
and intervention, and (4) results. Most studies were designed to evaluate implementation or
feasibility and reported an array of outcomes that could not be pooled across studies. For
this reason, we provide a narrative summary with no formal statistical analysis. A simplified
risk of bias assessment based on study design, sample, and analyses was conducted and is
presented in supplementary materials (Table S2).

RESULTS/SUMMARY

Overview of Included Studies.

Tables 1 and 2 provide a summary of data extracted from included studies. The majority of
studies examined BZD deprescribing (n=13), while two studied opioids, and two studied
BZD and opioid co-prescribing. Uncontrolled before and after designs were the most
common (n=9), followed by randomized trials (n=5), and non-randomized trials (n=3).
Most studies were conducted in the outpatient (n=9) or acute care setting (n=6). Three
studies were conducted in long-term care settings. Sample sizes varied between studies.
Most studies had sample sizes between 100-500 individuals. The smallest and largest were
12 and 12,157 individuals, respectively. Most studies focused on the feasibility of reducing
BZD/opioid use. However, several (n=5) focused on outcomes other than medication use,
including health status, patient symptoms, communication acceptance, and cost.

The most common type of intervention was patient educational brochures (n=8), with

five studies specifically using the EMPOWER (Eliminating Medications Through Patient
Ownership of End Results) brochure. This was followed by pharmacist chart review

and electronic notes (n=4), pharmacist-led programs/services (n=2), and multifactorial
interventions (n=3). Key findings from each study are summarized below based on the type
of intervention.

Summary of Studies.

Educational Brochures or Other Materials.—In total, eight studies utilized
educational brochures to facilitate deprescribing of BZDs across community, inpatient,
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and long-term care settings. All except one were conducted specifically in older adult
populations.

Five studies used the EMPOWER brochure,*3-47 an educational resource encouraging
patients to discuss discontinuing their BZDs with their physician or pharmacist. The

team involved in creating the brochure was an interdisciplinary collaboration that included
pharmacists. The first two papers analyzed data from the original EMPOWER study,4344 a
cluster randomized study which evaluated the effect of direct consumer education on BZD
discontinuation in community-dwelling older adults in Canada. The study included older
adults taking five or more medications and at least one chronic BZD prescription.*3 A total
of 303 patients were randomized in a 1:1 ratio to receive the EMPOWER brochure or usual
care. The primary outcome was complete cessation of BZDs as measured by pharmacy refill
records. In the first study, those receiving the EMPOWER brochure had a higher rate of
discontinuation compared to controls (27% vs. 4.5%, risk difference = 23% [CI 14%-32%)].
The second paper** was a post-hoc analysis of the aforementioned trial*3 that assessed
whether cognitive status may affect the success of the EMPOWER brochure. The study
included individuals from the intervention arm and controls who received the EMPOWER
brochure following a 6-month waiting list period. Cessation of BZDs was compared across
individuals with (n=122) and without (n=139) mild cognitive impairment. The rate of total
cessation of BZDs at six months was lower for the individuals with MCI compared to those
without MCI (32% vs. 38.1%), but this was not statistically significant (adjusted OR 0.79,
95% CI [0.45-1.38]). No safety outcomes were reported in either study.

Three additional studies used the EMPOWER brochure to target hospitalized older
adults.4>-47 The first study was a non-randomized trial in which investigators examined

the effectiveness of the EMPOWER brochure in reducing sedative use (BZD and non-BZD
sedatives) among hospitalized older adults who regularly used sedative medications.*’ The
intervention group was compared to a cohort of historical controls who received usual care.
The primary outcome was discontinuation of BZDs during hospitalization. Sleep quality
was measured as a safety outcome. Among the 50 patients who received the brochure,
72% (n = 36) successfully stopped sedatives within 30 days after discharge versus 20.8%
(n = 42) controls (p < 0.01). No significant worsening in sleep quality was reported. The
second study*® conducted among hospitalized older adults was an uncontrolled before and
after comparing cessation of BZDs before and after receiving the EMPOWER brochure
and an individualized discussion with the pharmacist. The pharmacist also led weekly
medication reviews that were presented to the team and was responsible — solely or with
the healthcare team - for creating individual tapering schedules for patients. The primary
outcome was cessation of BZDs. Six of twelve total individuals achieved total cessation and
seven received alternate medications. No safety outcomes were studied. The third study*®
was a randomized trial in which 42 hospitalized older adults were randomized ina 1:1
ratio to receive the EMPOWER brochure. The primary outcome was BZD use at 1-month
post-discharge. There was no difference in reduction of BZDs between groups at one month
(p > 0.05) although high rates of cessation were observed (46.2% intervention, 53.8%
control). No safety outcomes were studied.
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The remaining studies used other educational brochures or materials. D-PRESCRIBE?8
(Developing Pharmacist led Research to Educate and Sensitize Community Residents to the
Inappropriate Prescriptions Burden in the Elderly) was a randomized trial of community
dwelling older adults receiving one or more high-risk medications (sedative-hypnotics,
first-generation antihistamines, glyburide, or nonsteroidal anti-inflammatory drugs). This
study used patient educational brochures with pharmacists providing their “‘pharmaceutical
opinion’ directly to physicians. A pharmaceutical opinion is a legal and reimbursable
activity by a pharmacist that is intended to facilitate pharmacist-physician communication.
The primary outcome was complete cessation of prescriptions in the 6 months after
intervention and adverse withdrawal events were measured as safety outcomes. Among
the 301 individuals taking a BZD, zopiclone, or zolpidem, higher rates of cessation were
observed in the intervention group compared to controls at 6 months (43.2% vs. 9%, risk
difference 34% (95% CI [25% to 43%]). However, 38% of those who attempted to taper
sedative-hypnotics reported withdrawal symptoms.

Another study?® assessed the impact of printed educational materials and pharmacist-led
educational sessions for providers, staff, and family members on BZD and psychotropic
medication use among older adults in long-term care facilities in Canada. In this
non-randomized trial, a psychotropic deprescribing algorithm and education about
nonpharmacologic interventions for mood and behavioral management were provided to
providers, nursing staff, and caregivers. Facilities were selectively allocated to receive
the intervention based on geographic location. The primary outcome was the proportion
of residents receiving BZDs and the dosage prescribed six months post-intervention. No
safety outcomes were measured. The intervention did not reduce the percentage of residents
receiving BZDs nor the dosages administered in the six months after the intervention (p
>0.05).

The final study to use educational brochures®® was an uncontrolled before and after
pharmacoeconomic evaluation of a deprescribing intervention. This study included a broader
population of adults, not just older adults, in the United Kingdom. Letters were mailed

to all patients with long-term BZD use from two practices and included education on
complications associated with long-term BZD use with encouragement to reduce intake.
BZD usage and costs were compared in the years before and after the 12-month intervention
period using defined daily dosages (DDDs) prescribed. Of the 242 individuals included,
31% discussed BZD use with their general practitioner and 9.9% had dose or drug

changes made. Following the intervention, there was a 17% reduction in BZD use, with

5% completely discontinuing. The authors reported modest cost savings due to reduced
prescribing of medications but argued that the intervention is justified given the avoidance of
potential negative outcomes of long-term BZD prescribing.

Pharmacist Chart Reviews—In four studies,?1->* pharmacists conducted chart reviews
or used automatically generated reports to identify candidates for deprescribing and make
recommendations. Although the studies using this type of intervention included older adults,
none were specific to this population.
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The first study®! was a randomized trial evaluating the impact of a deprescribing
intervention for anticholinergics and BZDs on reducing delirium in adult ICU patients.
Two interventions were used: 1) computerized decision support alerts on order entry and 2)
pharmacist review of medication orders and communication with providers. Specifically,
pharmacists conducted medication reviews twice a day and communicated alternatives
directly with the medical or surgical team. Primary outcomes were delirium duration and
severity, while secondary outcomes were mortality and length of stay. However, the study
team also measured the proportion of patients receiving BZDs as well as the median dose
prescribed. Ultimately, this study found no significant difference in the number of patients
receiving BZDs or the median dose of lorazepam equivalents prescribed. No significant
differences were observed for other safety outcomes. However, the lack of difference may
be due to the fact that clinical pharmacists were already staffed on teams involved in the
intervention.

The only two studies to target concurrent use of opioids and BZDs also relied on chart
reviews. The first study2 was an uncontrolled before and after study that evaluated
community pharmacist messages to prescribers via fax or electronic health record (EHR)
messaging, including alerts about prescription dispensing history and evidence-based
recommendations to reduce opioid and BZD prescribing. The primary outcome was any
change to prescription dispensing in the 3 months following the intervention. No safety
outcomes were evaluated. A total of 137 prescribers of 121 patients were contacted via
fax or electronic health record (EHR). After four weeks, 34 pharmacist recommendations
were sent and 32 responses were received. Most recommendations were rejected (59%)
with few BZD and opioid tapers accepted (15% and 6%, respectively). After 3 months, 35
prescriptions were changed, most being opioid or BZD tapers or discontinuation (63%).

The second study to target co-prescribing of opioids and BZDs®3 was also an uncontrolled
before and afterstudy evaluating the success of pharmacist-initiated tapers in a Veteran
population. Pharmacists reviewed charts of eligible patients and submitted notes on
tapering recommendations or alternative therapies via the EHR. Primary outcomes included
acknowledgement of recommendations and initiation of tapering schedules. No other
outcomes were evaluated. More than 75% of individuals were over the age of 55. Less
than half (48%) of recommendations were acknowledged and just 11% either initiated or
indicated commitment to tapering. Authors concluded that despite electronic notes being a
common communication method, recommendations were frequently disregarded and thus
insufficient as a primary intervention for reducing long-term combination BZD and opioid
use.

Harden and colleagues®* conducted an uncontrolled before and after studyto evaluate the
clinical implications of tapering chronic opioids in a Veteran population with a primary
outcome of reduction in morphine milligram equivalents (MMES) and a secondary endpoint
of pain perception. This chart review included 50 patients with tapering plans. Tapers were
implemented by PCPs, an outpatient pain service, or pharmacists, but the study did not
specifically differentiate which was most successful. Over a 12-month period, opioids were
reduced by 46%. Thirty-nine percent of patients (n=19) increased the number of adjuvant
medications they were taking (e.g., acetaminophen, nonsteroidal anti-inflammatory drugs
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(NSAIDS), topical analgesics, antidepressants, tramadol, and muscle relaxants). Conversely,
39% (n=19) reported no change in the number of adjuvant medications and 22% (n=11)
actually reduced their number of adjuvant medications. Change in dosing of adjuvant
medications was not reported. Most patients noted no increases in pain, with 70% reporting
less or no pain at 12 months. Overall, 47 of 50 patients were successfully tapered with 13%
completely discontinued at 12 months.

Pharmacist-Led Teams.—In two studies, deprescribing was facilitated by pharmacist-led
teams. Neither were exclusive to older adults. The first study>® was an uncontrolled before
and after study that examined whether pharmacist-led multidisciplinary team meetings
were effective in reducing the dosages of BZDs on two inpatient psychiatric units.

Clinical pharmacists conducted comprehensive medication reviews and then led weekly
multidisciplinary conferences with the medical team to direct proper usage of BZDs.
Primary outcomes included changes in the number of BZD doses, dosages prescribed, and
discontinuation. No safety outcomes were measured. A total of 273 patients were evaluated.
Recommendations from this pharmacist-led service resulted in a statistically significant
decrease in the number of BZD doses administered as well as the average equivalent
diazepam doses prescribed in post-intervention periods compared to pre-intervention
periods. The rate of discontinuation ranged from 27% to 47% across units.

Furbish and colleagues®® conducted an uncontrolledbefore and after study to describe a
pharmacist-led service to improve safe use of BZDs. Individuals with a prescription for
BZD therapy for >3 months were identified using the electronic health record. PCPs had
the option to refer to the pharmacy service to manage BZDs and other medications for
anxiety under a collaborative drug therapy management protocol. In addition to prescribing
power the pharmacy service ordered lab work and administered screening tools to track
patients’ progression. Primary outcomes included rates of BZD discontinuation or change.
Severity of anxiety symptoms was measured as a safety outcome. Among referred patients
(n=235), only 29 were seen by the pharmacy service. More than half of individuals seen by
the pharmacy service (n=15) had their BZD prescription changed, reduced, or discontinued.
Patients reported improved anxiety symptoms; however the study was underpowered to
detect significant differences in clinical outcomes due to the small proportion of patients
enrolled.

Multi-factorial Interventions.—Finally, three studies used multi-factorial interventions
that included the use of pharmacists to reduce BZD and opioid use. All three studies focused
specifically on older adults.

The first two studies took place in the long-term care setting as part of the RedUSe
(Reducing Use of Sedatives) trial — an interdisciplinary program in Australia to reduce
BZD and antipsychotic prescribing rates in residential aged care facilities. The RedUSe
project included two medication audit and feedback cycles by pharmacists for nursing
home residents. Pharmacists led group educational sessions for nursing staff or individual
educational sessions for physicians. The RedUSe educational intervention also used
pamphlets developed for patients or their family members. Lastly sedative reviews were
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conducted and allowed for notes by pharmacists, nurses, and physicians to encourage
interdisciplinary communication.

The first study®’ was a non-randomized study of 25 nursing homes in Tasmania. Primary
outcomes included prescribing rates of BZDs with dosage reductions and discontinuations as
secondary outcomes. No data on safety outcomes was collected. Over the six-month study
period, there was a significant reduction in the percentage of residents in the intervention
group regularly taking BZDs (31.8% to 26.9%, p<0.005). Dose reductions or cessations of
BZDs were greater in the intervention group versus controls (39.6% vs 17.6%, p < 0.0001).
The second study>® was an expansion of the RedUSe program in 150 Australian residential
aged care facilities using a before and after study design. The same outcomes were measured
as in the prior study. The program included an enhanced staff training by pharmacists

with the addition of a “champion nurse” role. At six months, the prevalence of BZD use
significantly declined from 22.2% to 17.6% (p<0.001) and the mean equivalent diazepam
dose declined from 1.4 to 1.1 mg/resident/day (p<0.001).

The final study®® evaluated an interdisciplinary pain rehabilitation program (IPRP) that
included pharmacists focused on opioid deprescribing. Using an uncontrolledbefore and
after design, individuals were followed for up to 6 months and were divided into three

age groups, with 78 patients making up the older adult group (age 60+). Pharmacists
completed medication reconciliation upon admission and calculated daily dosage of opioids
in MMEs. Primary outcomes included assessments of pain and depression as well as the
types and dosages of opioid and non-opioid medications prescribed. Over half (57.7%) of
all older adults in the program were taking opioids on admission. At discharge, only 6.8%
of older adults remained on opioids. Among those who continued opioids at discharge,

the average daily doses were substantially reduced compared to admission (157.1 vs 219.6
MMESs). Six months after discharge, use of NSAIDs, muscle relaxants, anticonvulsants,
and tricyclic antidepressants (TCAs) had decreased, while use of SSRIs and other non-
TCA antidepressants had increased among older adults in the program. No differences
were shown across age groups. Participants in the older adult group reported significant
improvements in depressive symptoms, pain catastrophizing, pain interference, perceived
health, and physical, emational, and social functioning at discharge and six months post-
treatment.

Risk of Bias Assessment.

Risk of bias in each study was assessed in consideration of the study design and analyses.
The majority of studies relied on self-controlled study designs or failed to identify a
control group altogether. Only 5 of 17 studies identified used a randomized design with

a suitable control group. A number of studies also lacked sufficient long-term follow-up to
evaluate deprescribing, which likely required a tapering period of several months. We also
noted that the majority of studies did not evaluate safety outcomes of deprescribing, which
greatly limits the ability to determine the feasibility of targeted deprescribing interventions.
Finally, generalizability was a concern across studies, given that all interventions were only
evaluated within a single facility or healthcare system.
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DISCUSSION

In a rapid evidence synthesis, we identified a number of studies evaluating targeted
pharmacist interventions for deprescribing BZDs in older adults, but few studies of
deprescribing opioids in this population. The most common targeted intervention was

the EMPOWER brochure, targeted to patients.*4 Other targeted interventions included
electronic pharmacist communications to providers, pharmacist-led deprescribing services,
and multimodal behavioral and pharmaceutical interventions. Although all of the
interventions demonstrated feasibility, direct comparison of the successes across intervention
type was difficult due to heterogeneity in study designs, populations, and measures of
deprescribing. Pharmacists are well-positioned to bridge the gap between prescribers

and patients to achieve successful deprescribing. In fact, a number qualitative studies

have emphasized the importance of pharmacists to help facilitate deprescribing in older
adults.25-27 Pharmacists are arguably the most accessible health professionals®? and highly
trusted by both prescribers and patients to manage medications. The optimal role for
pharmacists in deprescribing opioids and BZDs is uncertain. However, our review provides
some important food for thought.

We observed that targeted interventions relying on pharmacist chart reviews with electronic
communication to providers were generally less successful in reducing opioid or BZD

use, primarily due to a low acceptance/implementation or acknowledgement of the
communication. Targeted interventions utilizing educational brochures to engage patients,
pharmacist-led teams, and multimodal interventions were more effective in reducing opioid
and BZD use. This suggest that an optimal approach likely requires pharmacists to

engage directly with patients and providers in order to successfully deprescribe opioids

and BZDs, as suggested by qualitative studies which emphasize trust as a key factor in
successful deprescribing.2” However, we only observed one study in which it was clear
that pharmacists had prescriptive authority that allowed them to modify orders under

a collaborative practice agreement.51 Otherwise, the level of responsibility delegated to
pharmacists was unclear across most studies. This expanded role of pharmacists may be
worth exploring in future studies. 2

The lack of studies utilizing pharmacists to deprescribe opioids in older adults was
surprising, given that the dangers of opioid misuse are highlighted the media®! and that
pharmacists are highly trained and accessible medication specialists.52 Guidelines caution
against the use opioids and BZDs individually and in combination in older adults at risk
for falls®, yet there is a paucity of guidance or best practices to reduce use, particularly
opioids. While most overdose deaths involve opioids, the risk of drug mixing is often
underemphasized and few studies actually addressed co-prescribing of opioids and BZDs.

We hypothesize that disparities in resources for deprescribing opioids versus BZDs
contributes to the imbalance of studies included in our review. The National Academy

of Medicine states “tapering long-term opioid analgesics is a practice area in which clear
evidence and authoritative guidance remains limited”.%3 Guidelines from the Centers for
Disease Control and Prevention (CDC),84 the US Department of Veterans Affairs (VA),6
and the American Academy of Family Physicians (AAFP)56 offer little guidance on opioid

Res Social Adm Pharm. Author manuscript; available in PMC 2023 June 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Niznik et al.

Page 11

tapering except to reduce dosages by 10%-50% per week/month. Reducing opioids in
older adults is further complicated by the adverse effects of alternative medications such

as NSAIDs, antidepressants, and anticonvulsants which are less optimal in older adults
with significant comorbidities.* Few studies included in our review actually reported on
the change in number of non-opioid analgesics used after an opioid taper.34>° Further
research examining the overall change in dosage of these medications, not just the number
of medications used, is warranted to evaluate the overall improvement in safety with opioid
tapers.

While opioids can be used appropriately for chronic pain, use of BZDs for long-term
treatment is usually inappropriate. The Beer’s Criteria recommends to avoid BZDs due
to increased risk of cognitive impairment, delirium, and falls.® BZDs are only considered
appropriate for severe anxiety when other drugs or therapies have failed.9%7 In contrast to
opioids, there are several well-designed BZD deprescribing tools available, with specific
tapering schedules. Examples include the EMPOWER trial brochure®® and a BZD and
Z-Drug Deprescribing Algorithm from the Bruyére Deprescribing Guidelines Research
Team®8,

The majority of studies in this review occurred in the outpatient setting (n = 9), followed

by the acute care (n = 6) and long-term care settings (n = 3). No studies investigating

opioid use were conducted in the long-term care setting. This may be due to increased

focus on appropriate use of BZDs and antipsychotics in this setting, with requirements for
documenting gradual dose reductions and limits on duration of use. The inpatient setting
allows for close oversight of deprescribing and direct communication between patients, team
members and prescribers. However, targeted interventions in the outpatient or long-term care
setting may be more impactful in reducing opioid and BZD use over time due to longitudinal
continuity of care.

We acknowledge several limitations. We conducted a rapid review with streamlined
elements of a systematic review. Given the variable study designs and outcomes measured,
we did not evaluate the bias in individual studies and did not conduct a meta-analysis.

Many studies had small sample sizes and thus were underpowered to evaluate the impact of
interventions. Additionally, few studies measured clinical outcomes following BZD and/or
opioid deprescribing. Larger randomized studies are needed to evaluate the impact of
targeted pharmacist deprescribing interventions for opioids and BZDs on patient-focused
outcomes such as falls, pain, and sleep quality. We also acknowledge that our review

is narrow in scope. Our focus on interventions targeting opioids and BZDs specifically,

may have omitted other studies with relevance to our research question, despite having a
broader focus. Additionally, we acknowledge that non-pharmacist interventions may also be
effective for deprescribing opioids and BZDs in older adults. Thus, the studies presented

in this paper may not be representative of the feasibility or success of all deprescribing
interventions. Finally, several studies in our review evaluated deprescribing of opioids and
BZDs in younger adults and thus may be less generalizable to the older adult population.
Future studies should also seek to evaluate which subpopulations beyond age strata are most
suitable for deprescribing and the efficacy and tolerability of alternative agents.%3
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CONCLUSIONS

We identified feasible targeted interventions to reduce BZD use, but fewer interventions

to reduce opioid use in older adults. The most common targeted interventions were
educational brochures and materials targeted towards patients and prescribers. Interventions
were more effective when pharmacists engaged with patients and providers to facilitate
deprescribing. Larger well-designed studies are needed to evaluate the effectiveness of
targeted deprescribing interventions for opioids and BZDs beyond feasibility outcomes.
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