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Q-&-A session
• Follows Dr. Downar’s presentation
• Submit your Qs online during presentation
• Time permitting, we may have an opportunity to create an 

online discussion using the unmute functionality for those 
audience members (using the GoToWebinar hand up 
functionality) but please only uses this “hands up” if you know 
your device permits audio functionality

• If you are participating by telephone, you must select 
“Telephone” as your audio option, and enter the code 
displayed in GoToWebinar

• We will answer as many Qs as time permits
• Webinar is recorded and available for viewing online within 1-2 

days:

www.cfn-nce.ca/news-and-events/webinars
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Presenter

• Critical Care and Palliative Care Physician at the University 
Health Network and Sinai Health System in Toronto

• Associate Professor in the Department of Medicine at the 
University of Toronto

• Program Director for the Subspecialty Residency Program in 
Palliative Care at the University of Toronto

• Chair of the Postgraduate Education Committee of the Canadian 
Society of Palliative Care Physicians, and the chair of the Ethical 
Affairs committee of the Canadian Critical Care Society

• Associated Medical Services Phoenix Fellow for 2016-17
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A Pilot Study of a MEdication
RAtionalization (MERA) 

Intervention 
Rachel Whitty, BScPhm, RPh, ACPR
James Downar, MDCM, MHSc, FRCPC
University Health Network

Presenter
Presentation Notes
Pharmacist/Physician team that rationalizes patient’s medications with comfort-focused goals of care



Background

• Most Canadians die in an acute hospital 
setting, without receiving comfort-focused 
care.

• Medications often mismatched to care
• Many noncomfort medications
• Comfort medications not offered



Noncomfort Medication Use
• Review of 70 pts near 

EOL
• Final week of life

• 40 Comfort doses
• 41 Non-Comfort (NC) doses
• 3 NC meds stopped
• 4 new NC meds started

– 14% of NC meds stopped 
on day of death/discharge 
to PCU Ma and Downar. AJHPM 2013 

Presenter
Presentation Notes
On a GIM ward followed palliative care at UHN Focus on patients who died or were transferred to a PCU from the ward aka clearly dying or should have had clearly comfort focus(Based on expert panel and published guidelines from Oxford textbook – what is a comfort med / non-comfort med)



Polypharmacy

• Common problem with important 
consequences. 

• 2/3 of Cdn seniors take >5 meds
• Risk of errors, interactions, ADRs, noncompliance
• Up to 40% of frail elderly given inappropriate meds

Farrell et al. Canadian Family Physician. Dec 2013;59(12):1257-‐1258.
Scott et al. Medical Journal of Australia. Oct 6 2014;201(7):390-‐392.  



Background

• Deprescription is widely advocated, but 
there are many barriers. 

• Poor understanding of harms
• Concerns about precipitating acute event, 

balancing risks and benefits

Reeve et al. Drugs Aging 2013;30:793-807.



Background

• Hospital-based, pharmacy-focused 
interventions can improve patient safety 
and reduce costs.

• Antimicrobial stewardship
• Medication reconciliation



Pilot Study

• A pharmacy-focused intervention for 
MEdication RAtionalization (MERA)

• Patients with advanced illness and/or palliative 
philosophy

• Deprescription of nonbeneficial medications 
• Addition of PRN comfort medications
• Evidence based recommendation
• Involving patients in the process



MERA Study
Study Participants:
• Patients on GIM service at TGH
• Advanced Illness (at risk of 6 month mortality)
Intervention:
• Stop, change, or add medications with comfort focus
Outcomes, is MERA intervention
• Feasible ?
• Acceptable to Patients, family and healthcare team ?
• Effective ?
• Time-efficient ?



MERA Process

Intro
• Study is introduced to the patient
• Survey is administered (ESAS, BMQ, PATD)

MERA Review

• MERA team reviews diagnosis, prognosis, goals of care and survey 
results of patient. 

• Using evidence-based criteria, make recommendations about stopping, 
changing or adding medications

Team Review

• MERA team attends GIM team meeting
• Suggested changes are reviewed and discussed with the team

Patient Review

• MERA team discusses approved recommendation with patient/SDM, to 
seek their input and consent for the changes.

• Summary report is given to patient



Tools
• Surveys

• Beliefs about Medicines Questionnaire (BMQ)
• Patient Attitudes Towards Deprescribing (PATD)
• Edmonton Symptom Assessment System (ESAS)

• Medications reviewed with algorithm



Results - Enrollment 
718 screened

285 met 
inclusion

125 eligible

70 discharged / transferred
48 bed-spaced
22 language/communication
4 died
16 other

34 (27%) team refused
10 (8%) unable to reach SDM

20 (16%) patient refused 

61 (48%) enrolled
54 included

7 not included

Presenter
Presentation Notes
Inclusion Criteria1.         Age >80 years2.         Age >55 years old and one of the following comorbidities at an advanced stage:i) COPD: at least two of the four following conditions: baseline PaCO2 of ≥45 mmHg; cor pulmonale; respiratory failure episode within the preceding year; and FEV1of ≤ 0.75 Lii) Congestive heart failure: New York Heart Association class IV symptoms or left ventricular ejection fraction of ≤ 25% iii) Cirrhosis: confirmed by imaging studies or documentation of esophageal varices and one of the following three conditions: hepatic coma; Child’s class C liver disease; or Child’s class B liver disease with GI bleedingiv) Cancer: metastatic cancer or stage IV lymphoma v) Minimum expected hospital stay of 72h 3.         At risk of 6-month mortality (according to MRP/delegate)4.         Followed by the Palliative Care service,OTHER: no sdm or pgt 9; refused previously 1; readmit and prev enrolled 6;NOT INCLUDED: 3 enrolled but transferred, 4 enrolled but unable to coordinate team meeting



Results
• 54 Study patients

• Patients reported:
• generally negative beliefs about meds (BMQ) 

Inclusion 
Criteria 

% of patients 
enrolled

Age >80 41%
Cancer 39%
End Organ 
Failure 20%

Presenter
Presentation Notes
Discuss BMQ and PATD – scores were given to MERA team, used to inform MERA team of to what extent patient is interested in reducing number of medications, MERA team took into consideration when making recommendationsEnd organ 3-liver,5-lung,3-heart



Results - Intervention
• MERA  recommended an intervention for 96% of 

patients
• Very high acceptance of MERA recommendations by 

GIM team and patients
– 90% acceptance from GIM team
– 95% acceptance from Patients

Meds 
Stopped

Meds
Changed

Meds 
Added

Total # 160 48 13
AVG/Patient 3.0 0.9 0.2



Results – Post Intervention Survey

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Overall, I am glad that the MERA team
reviewed my medications

I was interested to hear the
recommendations of the MERA team.

I felt comfortable stopping the medications
as recommended by the MERA team.

I felt comfortable starting the medications
recommended by the MERA team.

I found the recommendations of the MERA
team to be confusing.

I found it stressful to meet with the MERA
team.

Strongly disagree Disagree Uncertain Agree Strongly agree



Results - Ethnographic Findings
• MERA intervention received well by:

- Patients who trust clinicians
- Self-responsible patients

Presenter
Presentation Notes
Interest of time not go into methodology in great detail, major ethnographic findings were



Trust in Clinicians & 
the Self-Responsible Patient
“The bottom line was that I trust the 
doctors. They know the medications and 
what’s wrong with my mother.”

“You are in charge, I always thought, of 
your body… Even if he recommends me a 
drug, I want to know all about it. ” 

Presenter
Presentation Notes
To unpack high patient acceptance, the ethnographic study shows that there are two types of patients/SDMs for whom the MERA intervention works well. It works for those who trust clinicians and accept any of their suggestions (illustrated by first quote) as well as for those who are more self-responsible, self-reliant, and thoughtfully participate in the MERA conversation about their medications (illustrated by the second quote). Acceptability is lower among a third group of patients/SDMs who defer decisional responsibility to their family doctor or specialist. 



Time and Teaching among 
Physicians
“It was a great opportunity for teaching 
the residents about the pharmacy, the 
evidence behind it, and the concept of a 
holistic approach.”

“It's just the time. We barely have time to 
do the teaching that we need to do, and to 
be doing that on top of it is added stress.”

Presenter
Presentation Notes
To unpack high physicians’ acceptance, the ethnography shows that those physicians who recognized how the MERA meeting aligned with and enhanced their teaching obligations were more invested in the study than those for whom the time spent with the MERA was at odds with their other priorities, such as teaching, and thus they just agreed quickly with the suggestions. Even though it was rushed, they still found it burdensome to participate. 



Results – Top 5 Medications

• These account for 55% of meds recommended 
to stop 

MERA Medication Class # Stops Recommended

Vitamins/Minerals 55 (28%)
Lipid Lowering Agents 20 (10%)
Homeopathic/Herbal 
Supplements

14 (7%)

Proton Pump Inhibitors 14 (7%)
Docusate 7 (4%)



Results - Discharge
• Discharge Outcome of Stopped Medications

60%24%

16%
Remained Stopped

Restarted

Other (Patient expired
or transferred)

Total: 160 medications stopped



Results – Issues at Discharge
• Restarted Medications at Discharge:

- Intentional
- Unintentionally due to interface/system issues

- Example Below:

Medication MERA Outcome Discharge Outcome
Lactulose CHANGE CONTINUE
Advair STOP RESTARTED
Risedronate STOP RESTARTED
Calcium/Vitamin D STOP RESTARTED
Psyllium STOP RESTARTED
Estradiol STOP RESTARTED
Salbutamol STOP RESTARTED



Conclusion
MERA intervention is:
• Feasible
• Highly acceptable by both physicians 

and patients
• Effective at stopping medications



Conclusion
MERA intervention lessons:
• System issues that undermine 

medication rationalization
• Critical role of pharmacists in 

medication rationalization
• Distinct from Med Rec



Next Steps

Can the process be made more efficient?
• Automated screening of the 5 most 

commonly stopped medication classes
• Would save time, increase efficiency 

Multi-site Pilot
• MedStopper, due to start Fall 2016



The MERA Team
Pharmacist
• Sandra Porter
• Kiran Battu
• Pranjal Bhatt
Research Coordinator
• Ellen Koo
Cultural Anthropologist
• Csilla Kalocsai
Physician
• Dr. James Downar

• Gary Wong
• Dr. Rob Wu
• Dr. Isaac Bogoch
• Dr. Peter Wu
• Kendra Delicaet



Partners and Funding
• CFN
• Pharmacy Dept., UHN
• TG/TW Foundation
• Canadian Society of Palliative Care 

Physicians
• Canadian Hospice and Palliative Care 

Association
• Pallium Canada



Thank You 

Any Questions?
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Survey and Future Webinars

Upcoming webinars – register on twitter @CFN_NCE
TBD

Improve decision making involving frail elderly and caregivers on location 
of care – results of CFN-funded Core Grant – France Légaré, Université
Laval

Wednesday, November 16, 2016 at 12 noon ET
Clinical trial of in-bed cycling in elderly, mechanically-ventilated patients 
(E-CYCLE) – results of CFN-funded Catalyst Grant – Michelle Kho, 
McMaster University

2016-10-05

Brief survey will pop up on your screen within next few 
seconds. Your responses provide us with feedback on 
how we can improve the webinar series.

Webinar slides & video available after the webinar at: 
cfn-nce.ca/news-and-events/webinars
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