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1 | INTRODUCTION

Polypharmacy is highly prevalent among older people.’? Although
many older people may benefit from the use of multiple medications,
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Aims: The aim of this systematic review was to explore health care professionals'
attitudes towards deprescribing in older people with limited life expectancy.
Methods: A systematic literature search was conducted from inception to
December 2017 using MEDLINE, EMBASE and CINAHL. Studies were included if
they specifically concerned older people (=65 years) with limited life expectancy,
including those residing in any type of aged care facility, or were based on represen-
tative patient profiles. Results were analyzed inspired by the Joanna Briggs Institute's
method for synthesis of qualitative data. Studies were characterized using a checklist
for reporting of qualitative research.

Results: Eight studies were included. Six studies explored health care professionals'
views on deprescribing in general, and two studies focused specifically on psychotro-
pic agents. All eight studies explored the views of physicians, mostly general
practitioners, while three studies also considered other health care professionals.
Four themes related to health care professionals' attitudes towards deprescribing
were identified: (i) patient and relative involvement; (ii) the importance of teamwork;
(iii) health care professionals' self-assurance and skills; and (iv) the impact of
organizational factors. Within each of these themes, 3-4 subthemes were identified
and analysed.
Conclusions:  Our results suggest that health care professionals' decisions to engage
in deprescribing activities with older people with limited life expectancy depend on
multiple factors which are highly interdependent. Consequently, there is an urgent
need for more research on how to approach deprescribing in clinical practice within

this population.
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they are also more susceptible to the potential adverse effects of
medications and drug-drug interactions compared with younger
people.>* Thus, certain medications are best discontinued or avoided

in this population.”
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There is a substantial lack of evidence for the benefits of many
common medications among older people® as these are often
excluded from pivotal clinical trials.” Further, treatment guidelines
rarely consider multimorbidity, which is highly prevalent among older
people,*8? leading to uncertainty regarding the benefits of treatment.
Frail older people may also have a limited life expectancy which might
be shorter than the known “time to benefit” for some drugs.’®!!
Finally, the goals of drug treatment in older people may change
compared with those in other drug users—that is, shift from reducing
the risk of disease and prolonging life to reducing the burden of
treatment and maintaining quality of life.® As such, the proven
benefits of some medications may no longer be consistent with the
goals of care for this particular population.

Deprescribing is the planned, supervised dose reduction or
stopping of a medication.?>!® For the reasons outlined above,
deprescribing may be particularly relevant in older people with
limited life expectancy. Although deprescribing has gained increased
attention in recent years,'® barriers to deprescribing have been
described among health care professionals (HCPs).24*¢ In order to
develop interventions aimed at reducing inappropriate prescribing,
gaining insight into such barriers is vital. Recent reviews have
summarized HCPs' attitudes towards deprescribing in adults'” and
older people®; however, these have not specifically addressed
deprescribing in older people with limited life expectancy.

With this systematic review, we aimed to explore HCPs'
attitudes towards deprescribing in older people with limited life
expectancy.

2 | METHODS

This systematic review was conducted guided by the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)

t19

statement™” as well as the ENhancing Transparency in REporting the

t.20

synthesis of Qualitative research (ENTREQ) statemen The review

was registered in PROSPERO (CRD42018083819).

2.1 | Search strategy

Assisted by a research librarian, the following electronic databases
were searched from inception to December 2017: MEDLINE (via Ovid
SP), EMBASE (via Ovid SP) and CINAHL. The searches were
conducted combining keywords for “Population” (older people with
limited life expectancy) and “Intervention” (deprescribing) according
to the Population, Intervention, Comparison, and Outcome (PICO)
model. Only the blocks “Population” and “Intervention” were searched,
as the blocks “Comparison” and “Outcome” cannot be directly applied
to qualitative research.2* Further, a broad search strategy was used, as
the searches were also used to identify papers for two other
systematic reviews on this topic. The searches were restricted by
filters for conference abstracts. In addition to the identification of

original literature, reference lists of relevant reviews were also

What is already known about this
subject

e Deprescribing of medications may be particularly
relevant in older people with limited life expectancy, in
whom many medications can no longer be expected to
provide clinical benefit.

e In order to develop interventions aimed at reducing
inappropriate prescribing, more insight into what may
hinder health care professionals from engaging in

activities within  this

deprescribing specifically

population is needed.

What this study adds

e Health care professionals' decisions to engage in

deprescribing activities with older people with
limited life expectancy seem to depend on multiple

interdependent factors.

e These factors are related to patients and relatives,
health care professionals' joined teamwork, health care

professionals' self-assurance, and organizational factors.

e Research on how to approach deprescribing in clinical

practice within this population is needed.

scrutinized to identify potentially eligible studies. The full search
strategy is outlined in Appendix A.

2.2 | Inclusion and exclusion criteria

Studies were included if they: (i) described original research; (i) were
published in English; and (iii) qualitatively explored HCPs' attitudes
towards deprescribing in older people, aged 65 years or more, with
limited life expectancy. Studies could describe attitudes towards
deprescribing through any type of deprescribing intervention, as well
as for all types of medication. Further, in the absence of a clear defini-
tion of when older people can be expected to be in the last years of
their life, it was initially decided to include studies concerning older
people residing in any type of aged care facility, eg a residential care
or nursing home. Alternatively, studies had to be based on representa-
tive patient profiles, with information on eg age, health status, medical
history, diagnoses and medications, from which the patients could be
expected to have a limited life expectancy. Studies based on patient
profiles were discussed in the full author group—ie the eligibility of
these studies was decided with input from a geriatrician, a general
practitioner and clinical pharmacologist, a nurse, and three clinical

pharmacists, all with considerable clinical experience.
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Studies were excluded if they: (i) explored HCPs' attitudes
towards deprescribing through surveys/questionnaires or quantitative
interviews; (i) did not concern older people with limited life
expectancy (according to the criteria outlined above); (i) concerned
people <65 years of age (median); or (iv) concerned terminally ill

people (in their last weeks of life).

2.3 | Selection, extraction and analysis

Two authors (C.L. and T.G.) independently screened all titles and
abstracts for potentially eligible studies, using Covidence as screening
tool.?? Disagreements were resolved through consensus. Full-text
articles were obtained for all studies that appeared to be eligible or
where eligibility could not be adequately judged based on the title or
abstract. Afterwards, the two authors independently screened all
full-text articles for eligibility. Disagreements were resolved through
consensus. Finally, all authors went through every study deemed to
be potentially eligible by the initial assessors, to decide on ultimate
inclusion or exclusion. A team-based approach was used to reach
agreement throughout the screening process, as well as on the
ultimate inclusion or exclusion of each study.

Two authors (C.L. and T.G.) independently extracted the following
information from the included studies: study details, aim, medication,

participants, patients, methods, analysis and main findings (ie HCPs'
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attitudes towards deprescribing). Disagreements on content were
resolved through consensus. Results were analyzed inspired by the
Joanna Briggs Institute's method for synthesis of qualitative data in sys-
tematic reviews.?® The synthesis was carried out in a three-step pro-
cess. First, the two authors independently extracted all findings from
the results sections in the included studies. Findings from each study
were organized into tables and accompanied by supporting quotations.
Disagreements on findings were resolved through consensus. Next, the
two authors collaboratively developed categories based on at least two
findings with sufficient similarity. Findings could describe similar con-
cepts and/or different aspects of a concept. Finally, one author (C.L.)
synthesized all findings within each category. The synthesized findings
were discussed among three authors (C.L., T.G. and D.N.) to decide on
the final content. Again, a team-based approach was used to reach
agreement throughout the extraction and analysis.

2.4 | Assessment of reporting

Two authors (C.L. and T.G.) independently assessed the reporting of all
included studies, using the COnsolidated criteria for REporting
Qualitative research (COREQ), a 32-item checklist developed to
promote explicit and comprehensive reporting of qualitative studies.?*
Disagreements on reporting were resolved through consensus among

three authors (C.L., T.G. and D.N.). Again, a team-based approach was
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FIGURE 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram?’
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used to reach agreement. Studies were not excluded on the basis of
the assessment; rather, it was used to transparently highlight how
the authors reported their findings.

3 | RESULTS

3.1 | Study selection

A flowchart of the study selection process is presented in Figure 1.
The literature search vyielded a total of 2,739 references, leaving
2,174 after removal of duplicates. During the screening process,
2,125 references were excluded on the basis of title and abstract. Of
the remaining 49 references, 41 were excluded following the full-text
assessment. To ensure transparency, a brief summary of these 41
studies, including the reason for their exclusion, is provided in

Appendix B. Ultimately, eight studies were included in this review.2>32

3.2 | Study characteristics and main findings

The characteristics and main findings of the included studies are pre-
sented in Table 1. HCPs' attitudes towards deprescribing in older
patients with limited life expectancy were explored through either

25-28 29-32 with one

individual interviews or focus group interviews,
study conducting telephone interviews as well.* All but one study
concerned older people residing in some type of aged care facility—
ie a rest home,? residential care,?® advanced care facility,27 nursing

28.29 residential aged care facility®® or long-term care facility.%?

home,
Patient profiles were used to facilitate deprescribing discussions in
three studies.?>2%32 While six studies concerned the use of multiple
medications, two studies focused specifically on the use of hyp-
notics?® and antidepressants.2? All studies explored the views of phy-
sicians, mostly general practitioners (GPs),2°273132 while three
studies also explored the views of pharmacists,>°3! nurses?’ and
long-term care facility staff.3! Further, all but one study concerned
HCPs working within primary care, either in general practice and/or
some type of aged care facility. For the remaining study, it was not
specified whether the included HCPs were affiliated to primary
and/or secondary care.3® Although two of the studies were not

purely qualitative,27’30

only data concerning the qualitative parts of
these studies are presented in this review.

The results presented in two of the included papers originate from
the same study—ie they represent the views of the same partici-
pants.2>2% Further, the results presented in one of the papers?’

originate from two separate studies®*3¢

and compare factors influenc-
ing deprescribing in advanced care facilities in two different countries.
Since one of these studies is already included in this review based on
the literature search,®! only data originating from the other study is pre-
sented in this review.2 Finally, the investigators of one of the studies

also served as the participants in the study.°

3.3 | Assessment of reporting

The completeness of reporting in the included studies is presented in
Table 2. The reporting varied across the studies, with a median of 21
(range 13-31) out of the 32 items in COREQ being reported. The low-
est and highest rates of reporting were observed within the first
domain (median of 3 [range 1-6] out of 8 items) and third domain
(median of 8 [range 3-8] out of 9 items), respectively. The first domain
concerns reporting of the research team and the authors' possible
relationships with the study participants, whereas the third domain
concerns reporting of the data analysis and how the authors have pre-
sented their findings.?*

The reporting in two of the studies is carried out according to
COREQ, with the checklist being included in both papers.2>2%
Although seven of the eight studies state the methodological orienta-
tion that have been used, three of these studies do not support this

with any references.?>28%0

3.4 | HCPs' attitudes towards deprescribing in older
people with limited life expectancy

The analysis elicited four themes related to HCPs' attitudes towards
deprescribing in older people with limited life expectancy: (i) patient
and relative involvement; (ii) the importance of teamwork; (iii) HCPs'
self-assurance and skills; and (iv) the impact of organizational factors.

These themes are presented in Table 3.

3.4.1 | Theme 1 Patient and relative involvement

GPs consider deprescribing as being an important component in pro-
viding good “end of life” care.?” However, deprescribing in patients
with limited life expectancy may be hindered by the patients them-
selves, as well as their relatives.?>283%32 Three subthemes emerged
within this theme: (i) involvement; (i) characteristics; and (iii) pressure
and requests (Table 3).

When considering deprescribing, physicians want to involve

262832 and provide neces-

26,32

patients and relatives in treatment decisions
sary information on possible treatment choices and outcomes.
However, physicians and pharmacists experience that patient involve-
ment within this particular population may be compromised by patient

t28:3032 35 well as patients

t26,32

characteristics such as cognitive impairmen
being insistent on continuing their regular medical treatmen
Further, deprescribing may be hindered by some physicians finding it
difficult to address “end of life” discussions.3? Finally, physicians

2528 and rela-

sometimes experience pressure, both from patients
tives, 272831 to continue prescribing certain medications. Some
physicians report giving in on these types of request, simply to avoid

conflict.2®

3.4.2 | Theme 2 The importance of teamwork

Many HCPs are frequently involved in the treatment of older people

with limited life expectancy.®%*2 However, the teamwork between
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TABLE 2 Completeness of reporting of the eight included studies, according to COREQ?*

Reporting criteria Number of studies reporting criterion References of studies reporting criterion

Domain 1: Research team and reflexivity

Personal characteristics

Interviewer/facilitator 6 252262 27,° 29, 31, 32
Credentials 5 25, 26, 27, 29, 30
Occupation 5 25, 26, 27, 29, 30
Gender 2 25, 26
Experience and training 4 25, 26, 29, 31
Relationship with participants
Relationship established 2 25, 26
Participant knowledge of interviewer 25, 26
Interviewer characteristics 1 29
Domain 2: Study design
Theoretical framework
Methodological orientation and theory 7 25,526, 27, 28,° 29, 30, 31
Participant selection
Sampling 7 25, 26, 27, 28, 29, 31, 32
Method of approach 6 25, 26, 27, 28, 29, 31
Sample size 8 25, 26, 27, 28, 29, 30, 31, 32
Nonparticipation 2 25, 26
Setting
Setting of data collection 5 25, 26, 27, 31, 32
Presence of nonparticipants 25, 26
Description of sample 8 25, 26, 27, 28, 29, 30, 31, 32
Data collection
Interview guide 7 25, 26, 27, 28, 29, 31, 32
Repeat interviews 3 25, 26, 27
Audio/visual recording 8 25, 26, 27, 28, 29, 30, 31, 32
Field notes 5 25, 26, 27, 29, 31
Duration 8 25, 26, 27, 28, 29, 30, 31, 32
Data saturation 5 25, 26, 27, 31, 32
Transcripts returned 3 25, 26, 31
Domain 3: Analysis and findings
Data analysis
Number of data coders 7 25, 26, 27, 29, 30, 31, 32
Description of coding tree 8 25, 26, 27, 28, 29, 30, 31, 32
Derivation of themes 8 25, 26, 27, 28, 29, 30, 31, 32
Software 4 25, 26, 30, 31
Participant checking 3 25, 26, 31
Reporting
Quotations presented 8 25, 26, 27, 28, 29, 30, 31, 32
Data and findings consistent 8 25, 26, 27, 28, 29, 30, 31, 32
Clarity of major themes 8 25, 26, 27, 28, 29, 30, 31, 32
Clarity of minor themes 5 25, 26, 27, 31, 32

“The reporting in these two studies is carried out according to COREQ. Both papers include this checklist.

PThe results presented in this paper originate from two separate studies®>*¢ and compare factors influencing deprescribing in advanced care facilities in two

different countries. As one of these studies is already included in this review, based on the literature search,®* only data originating from the other study are
presented.®® Parts of the reporting are retrieved from the original study.3¢

“The methodological orientation used in these three studies is not supported by any references.
COREQ, COnsolidated criteria for REporting Qualitative research.
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TABLE 3 Identified themes related to HCPs' attitudes towards deprescribing in older people with limited life expectancy

Patient and relative involvement

Involvement

Characteristics

Pressure and requests

The importance of teamwork

Interprofessional relationships

Specialists

Pressure and requests

HCPs' self-assurance and skills

Responsibility and concerns

Confidence and self-image

Information and education

Physicians sometimes feel pressure from patients

Physicians and pharmacists find it important to consider quality of life, life expectancy and patients' general well-

being when considering deprescribing in patients with limited life expectancy,?”2%%° and consequently want to
include patients and/or relatives in decisions on medical treatment and treatment options.?%?832 Whereas some
GPs report these types of talk to have a positive effect on the relationship with their patients, others find it
difficult to talk about life expectancy and quality of life, and also consider it unethical.*2 Physicians may include
relatives in medical decisions if the decisions are considered to be important,2¢ if they concern treatment of
multimorbid patients?® or if the patients are not able to understand medical suggestions owing to cognitive
impairment?®

GPs find that certain patient characteristics, such as low levels of education, old age and cognitive impairment,

contribute to making it difficult for patients to understand medical issues.223%32 Further, GPs find it challenging
to convince some patients to change or stop their medications, either because the patients simply resist, as they
have been taking their medications for a long time,2® or seemingly have no problem with polypharmacy and
medication burden.3? GPs believe that they may not always be fully aware of patients' medication-related
problems as the patients under-report adverse drug events or report them to other HCPs®?

2528 and relatives?”?%31 to prescribe and/or continue prescribing

certain medications—eg sleeping medication.?® Mentioned reasons for this are relatives wanting to improve
patients' health state?” or having strong expectations of the ability of specific medications to keep family
members alive.®! Further, GPs believe that some patients and relatives have unrealistic views on the role and
importance of medications for older persons,?” as well as, on the part of the relatives, the stage of life of residents
in LTCF care.®* Whereas some physicians try to explain the risks associated with a certain medical treatment
when fezesling pressure from patients or relatives, others keep prescribing the requested medication, to avoid
conflict.

GPs value the involvement of pharmacists in multidisciplinary teams.?%27:*2 However, they sometimes question the

relevance of the recommendations that pharmacists make and mention this as not being recognized by the
pharmacists.26 Further, some GPs feel frustrated with the constant flow of information from LTCFs, making them
more reluctant to engage in further collaboration with LTCF staff.3* Conversely, other physicians working in NHs
tend to select specific nurses and rely on their observations, meaning that they rarely carry out reviews of
patients' health status and medical treatment.2? GPs generally feel a lack of acceptance of their decisions by other
HCPs.2 GPs seek forums for meeting other GPs to discuss deprescribing in older people.?’

Nurses believe that they spend a lot of time dealing with unskilled nursing staff.?’ Nurses experience a lack of

interest from physicians in discussing their observations,?’ while nursing staff also question GPs' motivation to
initiate changes to patients' medical treatment®*

Many GPs are cautious about changing or discontinuing medications initiated by specialists.2>2® Before making any

medical changes, some GPs prefer to consult a specialist, especially when considering deprescribing of disease-
specific medications.?” However, some GPs find cooperation with prescribing medical specialists, who tend to
advocate their personal treatment guidelines, particularly challenging.? GPs are more willing to deprescribe when
a specialistzgo longer sees a patient.2> GPs believe that patients perceive specialists as being more experienced
and skilled

Physicians in aged care facilities often feel pressure from nursing staff to prescribe certain medications.?”>2? One of

the main reasons for this is nursing staff wanting to keep patients calm due to busyness, eg by prescribing of
antidepressants?? or medications with a sedative effect.?>2%28 Whereas some physicians simply reject
prescribing medications at the request of nursing staff, others tend to meet these requests, to avoid conflict.?®
Nurses also report receiving requests from unskilled and auxiliary nursing staff to treat patients with certain
medications—eg antidepressants®’

Pharmacists and LTCF staff consider GPs as those responsible for deprescribing among residents in LTCFs.%* GPs

believe that deprescribing takes as much clinical responsibility as initiating treatment?®; however, some physicians
deviate from taking responsibility for patients' medical treatment.?®3* Some physicians hesitate to deprescribe as
they fear that patients will experience a deterioration in their health status,?®?° and consequently prefer to
“maintain status quo”2® GPs are also afraid that patients, relatives and other HCPs may interpret coincidental
deterioration as being a direct outcome of deprescribing.2® Further, physicians are concerned that patients may
interpret deprescribing as a sign of being given up on?%3? or their illness not being taken seriously.?® Finally, some
physicians fear that patients may get the impression that deprescribing means that they will lose contact with
their HCPs?®

Whereas some GPs express confidence in deprescribing,?” knowing that the patients can always resume their

original treatment,®° others question their own ability to initiate medical changes.>! Some GPs feel more
competent in deprescribing medications for symptom management,3? whereas others favour considering
deprescribing of preventive medications.?> Further, GPs are particularly uncertain when considering
deprescribing of medication for dementia, Parkinson's disease and Alzheimer's disease.®* Some physicians
consider themselves as “good doctors” when continuing to prescribe, and thereby please the patients, whereas
others believe that it is their responsibility to prevent misuse of medicines such as sleeping medication.?® GPs are
motivated to deprescribe by seeing patients getting better, and if the patients themselves are motivated for trying
deprescribing.?®

Physicians do not always feel that they have the right competencies for deprescribing?®; some find it difficult to

determine the right timing for deprescribing, especially of preventive medications?®; others feel incompetent in

(Continues)
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Evidence

The impact of organizational factors

Transitions

Workload

Time

Guidelines

communicating risks and benefits®?; and others are not always aware of the potentially adverse effects of some
medications, making them more prone to continue prescribing them.2® GPs generally experience a lack of
information on evidence-based deprescribing?®?” as well as education on how to deprescribe?” and prescribe for
older, multimorbid patients.26 GPs, nurses and pharmacists also believe that nursing staff need more
education,?”! as they consider some nursing personnel to lack nursing skills?*** and as being a hindrance for
deprescribing in aged care facilities?”

HCPs find it challenging to deprescribe medication, particularly for cognitively impaired people, referring to the lack

of evidence on medication use in people with dementia.*° Further, GPs lack information on the benefits and risks
of preventive medications in older people®2 and are uncertain about how to apply research evidence to patients
with multimorbidity, especially evidence on the use of preventive medication.2® Whereas pharmacists interpret
this lack of information as providing insufficient evidence to change patients' medical treatment, some physicians
view it as insufficient evidence to continue treatment.*®

GPs perceive clear communication and continuity of care as facilitators for deprescribing.2%?” However, GPs

consider the communication between hospitals and primary care as insufficient; changes in patients' medical
treatment are not always sufficiently communicated to primary care staff, and discharge summaries often lack
information on the duration of treatment with new medications.?® Consequently, physicians and pharmacists may
have to assess the appropriateness of patients' medications on very scarce information?>24*°—eg without any
biochemical results available or with no information on why and when a certain medication was prescribed.?>°
Nursing staff and pharmacists also describe these medical changes as being troublesome, as they usually lead to
an increased complexity in the residents' medication regimen's*

GPs and nursing staff find it difficult to deprescribe and adequately manage patients' medication, respectively,

owing to insufficient staff availability.24272?3! Further, GPs describe the workflows in aged care facilities as
heavy, with an onerous administrative load,?” messy medication charts lacking standardization within and across
LTCFs24273 and poorly integrated computer systems.2” Whereas some GPs consider their reimbursement as
insufficient for the amount of work and time required of them,?3* others report that their deprescribing practice
is not influenced by financial factors?”

HCPs consider time constraints as a considerable hindrance for deprescribing.242%-3! Some GPs feel isolated in

making decisions on patients' medical treatment, as they find it time consuming and difficult to consult

a specialist.?” Further, physicians do not always have time to see their patients themselves?42%2° and
consequently have to rely on nursing staff's observations on patients' well-being and medical treatment.242? In
addition, some GPs are not always able to carry out a timely review of new medications, which leads to an
accumulation in the patients' medications.> Nursing staff also describe not having sufficient time to observe
and talk to patients, as they have to spend most of their time on basic nursing care and medication
rounds28,29,31

GPs feel forced to prescribe many different medications because of the existence of disease-specific guidelines.®2

Some GPs believe that current deprescribing guidelines are complex to use, making it difficult to implement
deprescribing in daily practice.? This ultimately forces the GPs to make decisions without guidance.?® However,
GPs mention that the presence of deprescribing guidelines per se do not change their prescribing behaviour.2® On
the other hand, using a deprescribing tool can help physicians and pharmacists to identify medication for
deprescribing.%° Some GPs believe that protocols for medication management can facilitate deprescribing by all
HCPs providing care to residents in LTCFs®?

HCP, health care professional; LTCF, long-term care facility; NH, nursing home; GP, general practitioner.

different HCPs may be compromised by several factors and ultimately 3.4.3 | Theme 3 HCPs' self-assurance and skills
hinder deprescribing.2>2%332 Three subthemes emerged within this

theme: (i) interprofessional relationships; (ii) specialists; and (iii) HCPs' decisions on whether or not to initiate or suggest deprescribing
pressure and requests (Table 3). in older people with limited life expectancy are highly affected by the
Although GPs believe that the treatment of older multimorbid individual HCP's self-assurance and capacity.?>3? Four subthemes
patients requires the involvement of different groups of HCPs?® and emerged within this theme: (i) responsibility and concerns; (ii) confi-
value multidisciplinary teamwork,2427-2 their engagement in collabo- dence and self-image; (iii) information and education; and (iv) evidence
ration with other HCPs is affected by earlier interprofessional experi- (Table 3).
ences. Whereas some place a great deal of responsibility on other Although pharmacists and nursing staff identify GPs as those
HCPs,2? others are more reluctant to engage in collaboration.3* Physi- responsible for deprescribing among older people with limited life
cians' apparent lack of interest in collaboration is also recognized by expectancy,?®?® GPs and other physicians may hesitate to initiate
some nurses.?’ Further, when considering deprescribing, GPs may deprescribing owing to concerns related to the potential conse-
hesitate to address specialist-prescribed medications2>2” and also find quences for the patient,?®?? as well as themselves.?42832 Although
collaboration with specialists on deprescribing decisions particularly some GPs express confidence with deprescribing,2”-*° others question
challenging, referring to specialists as representing “their guideline”.3? their own ability to deprescribe,®! and report a feeling of not holding
Finally, physicians?>?? and nurses®’ alike sometimes experience a the right competencies for deprescribing within this popula-
feeling of pressure from nursing staff to prescribe certain medications. tion.2428:32 Further, GPs experience a lack of information and educa-
Again, some physicians report acquiescing to these types of requests, tion on evidence-based deprescribing?®?” and physicians and

to avoid conflict.2®

pharmacists alike express a need for more evidence on deprescribing
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within this particular population.?42%32 GPs, nurses and pharmacists
also express a need for more education of nursing staff in order to

facilitate deprescribing.?”-2%31

3.4.4 | Theme 4 The impact of organizational factors

HCPs identify several organizational factors that influence medication
management and deprescribing in older people with limited life
expectancy.2>32  Four subthemes emerged within this theme:
(i) transitions; (i) workload; (iii) time; and (iv) guidelines (Table 3).
Although GPs perceive clear communication and continuity of
care as facilitators for deprescribing,®?” they often experience
insufficient communication between primary and secondary care?®
and consequently find it difficult to manage patients' medications
appropriately following discharge.2>242° Pharmacists and nursing staff
also recognize this problem.3! Further, physicians and nursing staff
report insufficient staff availability, heavy workflows and lack of
time to complicate deprescribing and medication management
further.262%21 Finally, although some physicians and pharmacists con-
sider deprescribing guidelines as being helpful in identifying medica-
tions for deprescribing,%° others believe that current guidelines are
too complex to implement in daily practice.?® GPs also report feeling
pressured to continue prescribing due to disease-specific guidelines.>?
GPs believe that deprescribing can be facilitated by protocols for

medication management.®!

4 | DISCUSSION

In this systematic review, we identified four themes related to HCPs'
attitudes towards deprescribing in older people with limited life
expectancy: (i) patient and relative involvement; (ii) the importance
of teamwork; (iii) HCPs' self-assurance and skills; and (iv) the impact
of organizational factors. Our results imply that HCPs' decisions to
initiate or suggest deprescribing in this population depend on multiple
factors which are highly interdependent. As such, deprescribing in
older patients with limited life expectancy should be seen as a
multifactorial process, meaning that initiatives to implement and/or
facilitate deprescribing practices should target several of the possible
issues identified in this review.

4.1 | Comparison with existing literature

attitudes
deprescribing in adults'” and older people.*® However, in order to

Recent reviews have summarized HCPs' towards
examine if the presence of multiple competing factors such as
multimorbidity, frailty and limited life expectancy somehow compli-
cates deprescribing initiatives, we decided to explore HCPs' attitudes
towards deprescribing specifically in the context of treatment of older
people with limited life expectancy.

Anderson et al explored prescribers' perceived barriers and
enablers to minimizing potentially inappropriate medications continu-

ously prescribed in adults,'” while Bokhof et al explored GPs'
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perspectives of, and experiences with, reducing polypharmacy in older
people.t® Although none of these reviews specifically address HCPs'
attitudes towards deprescribing in older people with limited life
expectancy, both reviews provide findings that are similar to ours
within each of the identified four themes—ie on how deprescribing
initiatives may be affected by patients, HCPs' joined teamwork, HCPs'
self-assurance and organizational factors. Similar findings have also
been demonstrated in a prior systematic review by Sinnott et al,
exploring GPs' perspectives on the management of patients suffering
from multimorbidity.>”

However, compared with these reviews, our findings suggest that
deprescribing in older people with limited life expectancy may be
further complicated by at least two factors. First, HCPs report being
considerably challenged when considering deprescribing in patients
suffering from cognitive impairment.®®3! As studies have shown that
a large proportion of older people with limited life expectancy suffer

from a cognitive impairment such as dementia,®®4°

our findings
suggest a specific need for more evidence on how to approach
deprescribing within this particular population. Second, as a result of
the large proportion of this population suffering from cognitive impair-
ment, HCPs sometimes find it necessary to involve relatives in treat-
ment decisions.?®?® However, despite the patients' limited life
expectancy, HCPs often find themselves and relatives having opposite
treatment goals, with the relatives being more prone to wanting

treatment to be continued,?”-2831

which may ultimately hinder
deprescribing initiatives. Similar findings have been demonstrated in a
recent study exploring nursing home doctors' experiences with
treatment of dying patients, which found that doctors sometimes
experience this pressure from relatives, even if the patients themselves
do not want treatment.*? Further, studies have shown that the rela-
tives of older patients at the end of life are generally critical towards
physicians' treatment decisions,*? believe that the patients do not

143

receive sufficient medical treatment™ and consider the information

from physicians as well as the information between different HCPs
to be inadequate.*4*°

In this review, we specifically focused on deprescribing in older
people with limited life expectancy, meaning that we excluded studies
focusing on deprescribing in people with a life-limiting illness such as
advanced cancer. Deprescribing in people with a specific life-limiting
iliness constitutes a different clinical scenario. First, although it is
always challenging for clinicians to predict mortality, an estimated life
expectancy based on a progressive cancer diagnosis may be more
reliable than one based on multiple competing diseases. In this way,
both the patient and physician might realistically be more confident in
deprescribing of eg preventive medications, as they are more certain
that the end of life is approaching. Further, when a patient is diagnosed
with a life-limiting iliness and ultimately accepts its prognosis, this may
change their attitude towards medication use, making it easier to carry
out deprescribing initiatives. A recent qualitative study, exploring
patients) caregivers!, and HCPs' attitudes towards medication use in
life-limiting illness, found that patients diagnosed with a life-limiting
iliness such as cancer, at this particular point, place less importance on

taking certain medications. HCPs also describe this point as the
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“transition”—ie as the point where patients accept their disease.*
Another qualitative study, exploring the experiences of medication
use among patients with advanced cancer, found that patients gener-
ally want to reduce the number of medications they take, as it reminds
them of their illness.*” As such, the willingness to deprescribe among
these patients may differ significantly from that in older patients with
limited life expectancy, as they, although suffering from multiple com-
peting diseases, have not been diagnosed with a terminal illness.
Similarly to the previous literature,”"*8 this review found that
HCPs may deviate from engaging in deprescribing activities because
of low self-assurance.?°32 A recent study exploring the effect of
implementing evidence-based deprescribing guidelines found that
such initiatives appear to increase long-term care clinicians' self-
efficacy in developing and implementing deprescribing plans which
target specific drug classes.*® A recent systematic review has summa-
rized available tools for deprescribing in frail older people and those
with limited life expectancy®® which clinicians may find helpful to

address for future deprescribing strategies.

4.2 | Assessment of reporting

The completeness of reporting in the included studies was assessed
according to COREQ.?* The studies primarily lacked reporting within
the first domain, meaning that personal bias cannot be ruled out.2+*°
Higher rates of reporting, and thereby higher transparency, were
observed within the second and third domains. Although not being a
tool to assess the quality of qualitative studies, the assessment
according to COREQ ensured a critical review of the included studies,
giving an overall impression of the quality of each study.

However, it should be noted that high reporting rates according to
COREQ do not necessarily equate to high-quality studies. Even if a
study reports all the items included in COREQ, the reporting of these
may not be adequately described. For example, in this review, three
out of the seven studies, which state their methodological orientation

(content analysis,2>%°

and thematic coding and comparative categori-
zation?®), do not support this with any references. As any qualitative
study explores the content and meaning of the empirical data, these
terms say little about how the authors have analysed their data.>?
Consequently, researchers should be cautious about drawing defini-
tive conclusions on the quality of qualitative studies based on assess-

ments carried out according to COREQ.

4.3 | Strengths and limitations

The strengths of this review include the fact that screening, data
extraction, data analysis and the assessment of reporting were per-
formed by at least two authors, with final study selection discussed
in the full author group. Further, the analysis was performed using
an established method for synthesising qualitative data in systematic
reviews?® and, in order to enhance transparency, the reporting was
carried out according to ENTREQ.?° Finally, to enhance transparency

further, as well as for the use of other researchers working with

deprescribing, a summary of the 41 studies excluded during the full-
text screening was completed (Appendix B).

Some limitations to our review should be acknowledged. First, the
restriction to searching only three databases, as well as including only
studies published in English, might have excluded relevant literature.
Second, as the included studies concern only HCPs from primary care,
the findings presented in this review may not apply to HCPs working
in other settings. Further, although six of the included studies concern
the use of multiple medications, the remaining two studies specifically
concern the use of hypnotics?® and antidepressants.?’ The views of
the HCPs presented within these two studies might have been differ-
ent if the studies had not been restricted to the use of specific drug
classes. Finally, the definition of older people with limited life expec-
tancy applied in this review may be associated with uncertainty.
Although methods for predicting mortality®? and identifying people
at the end of life>® have been reported, it is challenging for clinicians
to predict the timing and course of the final year of a patient's life.>*
As an estimate for limited life expectancy, we therefore decided to
include studies concerning older people residing in any type of aged
care facility, or studies based on representative patient profiles that
included relevant information from which the patients' life expectancy
roughly could be estimated.

4.4 | Implications for practice

This review highlights a need for the development of initiatives
targeting the identified possible issues which may hinder HCPs from
engaging in deprescribing activities with older people with limited life
expectancy. As these factors seem to be highly interdependent,
initiatives should preferably be multidimensional. However, first and
foremost, there seems to be an urgent need for more evidence on
the effects of commonly used medications among this particular
population. Further, more studies providing evidence on the safety
of deprescribing of commonly used medications within this population
should be conducted. A good example is a recent study showing that
deprescribing of statins among older patients with an estimated life
expectancy of <1 vyear is safe and may be associated with an
improved quality of life.>> This should be followed by more informa-
tion and education on how to approach deprescribing in older patients
with limited life expectancy, including those suffering from cognitive
impairment, as well as the development of evidence-based
deprescribing guidelines which can be implemented in daily practice.
It is reasonable to expect that providing HCPs with such support
may enhance their self-assurance and capacity to carry out more
deprescribing*® and also help them to approach “end of life”
discussions with patients and relatives. Finally, it seems essential to
educate and encourage all HCPs, not just physicians, to engage in
deprescribing activities, in order to enhance the collaboration between
different HCPs. As many different HCPs are frequently involved in
medications management for this particular population, such initiatives
should preferably target HCPs from within primary as well as

secondary care.
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5 | CONCLUSION

This systematic review suggests that HCPs' decisions to engage in
deprescribing activities with older people with limited life expectancy
depend on multiple factors which are highly interdependent. As such,
initiatives to implement and/or facilitate deprescribing practices
within this population should target several of the possible issues
identified here. Most importantly, there seems to be an urgent need
for more evidence on the beneficial effects of deprescribing
specifically for older people with limited life expectancy, including
more evidence on how to approach deprescribing in clinical practice

within this population.
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APPENDIX A

Search strategy

The following electronic databases were searched from inception to
December 2017: MEDLINE (via Ovid SP), EMBASE (via Ovid SP) and
CINAHL. The searches were conducted combining keywords for “Pop-
ulation” (older people with limited life expectancy) and “Intervention”
(deprescribing), according to the Population, Intervention, Comparison
and Outcome (PICO) model.?* The following search strategy was used:

(frail OR elderly OR old OR older OR “end of life” OR “eol” OR
“life-limiting illness”)

AND

(deprescribe OR deprescribing OR deprescription OR “medication
cessation” OR “medication withdrawal” OR “medication discontinua-
tion” OR “inappropriate prescribing” OR “inappropriate medications”
OR ‘“inappropriate medication” OR “unnecessary prescription” OR
“unnecessary prescriptions”)

The searches were restricted by filters for conference abstracts. In
addition to identification of original literature, reference lists of rele-

vant reviews were also reviewed to identify potentially eligible studies.
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