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Objectives

e To understand why the 2012 Beers Criteria is important in
clinical decision making & relevant to caring for our patients

— What is the Beers Criteria?

» Specific aim & intended use

» Categories of medications

— Orientation to the pocket guide
» Quality of evidence & strength of recommendations

« Tables 1-3
— Where does Beers fit into the big picture?
— What are some limitations?
— Are Beers drugs prescribed in Sask LTC?
— Other tools / resources (STOPP & START)
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What is the Beers Criteria?

e Originally conceived in 1991 by Mark Beers, MD (geriatrician)

e 1991 - 1997 - 2003 - 2012

e AGS Beers Criteria for Potentially

Updating the Beers Criteria for Potentially
Inappropriate Medication Use in Older Adults
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e |dentifies medications that
pose potential risks
outweighing potential
benefits for people >65 years

\%

eInforms clinical decision-
making concerning the
prescribing of medications for
older adults

2

* Improves medication safety
& quality of care
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Intended Use

Goal: To improve care of older adults by | exposure to
Potentially Inappropriate Medications (PIMs)

— Guide for identifying medications for which risks > benefits
— Not meant to be punitive

— Not meant to supersede clinical judgment or an individual
patient’s values & needs

— Underscore the importance of using a team approach & use of
non-pharmacological approaches

— Implicit criteria such as the STOPP/START criteria & Medication
Appropriateness Index should be used in a complementary

manner
40




2012 AGS Beers Criteria - Categories

1st Category 2nd Category
PIMs for older people: PIMs for older people:

» Pose high risks of * Who have certain
adverse effects OR diseases/disorders

» Appear to have limited — b/c these drugs may

effectiveness in older pts ~ exacerbate the specified

health problems
AND

 There are alternatives
to these medications

* 53 medications or medication classes that should
be avoided in older adults

7 3'd Category

Use with caution in older
adults

* May be associated with
more risks than benefits
in general

— However, may be the
best choice for a
particular individual if
administered with caution

» 14 that should be used
with caution
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Caution vs Potentially Inappropriate

Caution

 Slow down

’ * Monitor closely for effectiveness & adverse events

Stop & Ask —Is this drug appropriate?
 Why is the patient on this drug?
* Does the patient still require treatment?

* Does the risk of this medication outweigh the
benefit?

» [s this the best drug for my patient? Is there a safer

-

or more effective alternative?




Print off the Pocket Card

http://www.americangeriatrics.org/files/documents/beers/Pri
ntableBeersPocketCard.pdf

Open access, available for free.



http://www.americangeriatrics.org/files/documents/beers/PrintableBeersPocketCard.pdf
http://www.americangeriatrics.org/files/documents/beers/PrintableBeersPocketCard.pdf
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AGS BEERS CRITERIA

FOR POTENTIALLY INAPPROPRIATE
MEDICATION USE IN OLDER ADULTS

FROM THE AMERICAN GERIATRICS SOCIETY

This clinical tool, based on The AGS 201 2 Updated Beers Criteria for Potentially lnappropriate Medication Use in Older
Adults (AGS 2012 Beers Criteria), has been developed to assist healthcare providers in improving medication safety in
older adults. Our purpose is to inform clinical decision-making concerning the prescribing of medications for older
adults in order to improve safety and quality of care.

Originally conceived of in 1991 by the late Mark Beers, MD, a geriatrician, the Beers Criteria catalogues medications
that cause adverse drug events in older adults due to their pharmacologic properties and the physiologic changes of
aging. In 201 1, the AGS undertook an update of the criteria, assembling a team of experts and funding the develop-
ment of the AGS 2012 Beers Criteria using an enhanced, evidence-based mEﬂ'IDdDID% Each criterion is rated (qual-
ity of evidence and stre of evidence) using the American College of Physicians” Guideline Grading System. which
is based on the GRADE scheme developed by Guyatt et al.

The full document together with accompanying resources can be viewed online at www.americangeriatrics.org.

INTEMDED USE
Theriual of this clinical tool is to improve care of older adults by reducing their exposure to Potentially Inappropri-
ate Medications (PIMs).
B This should be viewed as a guide for identifying medications for which the risks of use in older adules outweigh
the benefits.
B These criteria are not meant to be applied in a punitive manner.
B This list is not meant to supersede clinical judgment or an individual patient’s values and needs. Prescribing and
managing disease conditions should be individualized and involve shared decision-making.
B These criteria also underscore the importance of using a team approach to prescribing and the use of non-
pharmacological approaches and of having economic and organizational incentives for this type of model.
B Implicit criteria such as the STOPP/START criteria and Medication Appropriateness Index should be used in
a complementary manner with the 2012 AGS Beers Criteria to guide clinicians in making decisions about safe
medication use in older adults.

The criteria are not applicable in all circumstances (eg, patient’s receiving palliative and hospice care). If a clinician is

not able to find an alternative and chooses to continue to use a drug on this list in an individual patient, designation

of the medication as potentially inappropriate can serve as a reminder for dose monitoring so that the potential for
an adverse drug effect can be incorporated into the medical record and prevented or detected early.

TABLE I: 2012 AGS Beers Criteria for Potentially Inappropriate Medication Use in Older Adules

Organ Systerm/ Recommendation, Rationale,
Therapeutic Category/Drug(s) Quality of Evidence (QE) & Strength of Recommendation (5R)
Anticholinergics (excludes TCAs)

Avoid.

First-generation antihistamines (as single
agent or as part of combination products)

Brompheniramine Highly anticholinergic; clearance reduced with advanced age, and
Carbinoxamine tolerance develops when used as hypnotic; increased risk of confu-
Chlorpheniramine sion, dry mouth, constipation, and other anticholinergic effects/
Clemastine toicity.

Cyproheptadine

Dexbrompheniramine
Dexchlorpheniramine
Diphenhydramine (oral)

Use of diphenhydramine in special situations such as acute treat-
ment of severe allergic reaction may be appropriate.

Doocylamine QE = High (Hydrougyzine and Promethazine), Moderate (AN others); SR
Hydrowyzi = Strang
Promethazine
Triprolidine
Antiparkinson agents Avoid.

B Benztropine (oral)
[ L L.

| B o ol (N

(s}

Table | f{continued from page [}

TABLE I: 2012 AGS Beers Criteria for Potentially Inappropriate Medication Use in Older Adults

B Belladonna alkaloids

B Clidiniurn-chlordiazepoxide
B Dicyclomine

B Hyoscyamine

Organ System/ Recommendation, Rationale,
Therapeutic Category/Drug(s) Quality of Evidence (QE) & Strength of Recommendation (SF
Antispasmodics Avoid except in short-term palliative care to decreas

oral secretions.

Highly anticholinergic, uncertain effectiveness.

Dipyridamole, oral short-acting® (does not
npjapi‘ to the extended-release combination with

aspirin)

B Propantheline QE = Moderate; 5R = Strong
B Scopolamine
Antithrombuotics

Awvaid.

May cause orthostatic hypotension; more effective alrernative
available; IV form acceprable for use in cardiac stress testing.
QE = Maderate; SR = Strong

Ticlopidine* Avoid.
Safer, effective alternatives available.
QE = Moderate; 5R = Strong
Anti-nfective

Mitrofurantoin

Avoid for long-term suppression; avoid in patients wit
CrCl <60 mLimin.

Potential for pulmeonary toxicity; safer alternatives available; Iz
efficacy in patients with CrCl <60 mlfmin due to inadequate
concentration in the urine.

QE = Moderate; 5R = Strong

® Guanabenz*
B Guanfacine®
B Methyldopa*
B Reserpine (>0.| mg/day)*

Cardiovaseular
Alpha, blockers Avoid use as an antihypertensive.
B Daoxarosin High risk of orthostatic hypotension; not recommended as rc
B Prazosin treatment for hypertension; alternative agents have superior |
B Terazosin benefit profile.

QE = Moderate; 5R = Strong
Alpha agonists Avoid clonidine as a first-line antihypertensive. Avoid
B Clonidine ers as listed.

High risk of adverse CMNS effects; may cause bradycardia and
orthostatic hypotension; not recommended as routine treatr

for hypertension.
QE= Ew:SR = Strong

Antarrhythmic drugs (Class la. le, Il
B Amiodarone
H Dofetilide

Avoid antiarrhythmic drugs as first-line treatment of
fibrillation.

B Dronedarone Data suggest that rate control yields better balance of benefi
B Flecainide harms than rhythm contral for most older adules.
B [butilide
B Procainamide Amiodarone is associated with multiple toxicities, including
B Propafenone dizease, pulmonary disorders, and QT interval prolongation.
B Quinidine QE = High; 5R = Strong
H Sotalol
Disopyramide® Avaoid.
Disopyramide is a potent negative inotrope and therefore ma
induce heart failure in older adults; strongly anticholinergic; o
antia thmic drugs preferred.
QE =m:5ﬂ = Sm;::gp
Dronedarone Avoid in patients with permanent atrial fibrillation or

heart failure.

Wyorse outcomes have been reported in patients taking dron
darone who have permanent atrial fibrillation ar heart failure
general, rate control is preferred over rhythm control for atr
fibrillation.

QE = Moderate; 5R = Strong
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Yes, there’s an app for that!

Get Your AGS Mobile

By USBMIS, Inc

Open iTunes to buy and download apps.

L limical Tools Focused on Oider Aduly

View In iTunes

This app is designed for both
iPhone and iPad

Free

Category: Medical

Updated: Apr 24, 2012
Wersion: 3.3.1_36

Size: 9.3 ME

Language: English

Seller: USEMIS, Inc.

American Ceriatrics Society
2012

Rated 44+

Requirements: Compatible
with iPhone, iPod touch, and
iPad.Requires i0% 3.1.2 or later

Customer Ratings

Current Version:
kK G5 Ratings

All Versions:
ok ok 12 Ratings

More by USBMIS, Inc

=

B 8 o o o e s

Description

iGeriatrics combines all of the Armerican Geriatrics Society's free clinical information offerings into one easy to use
application. Aimed at healthcare providers and covering a wide range of topics relating to alder adults, from
medication safety to cross-cultural assistance, iGeriatrics is an excellent introduction to the information and services

USEMIS, Inc Web Site» iGeriatrics Support? . Mare

What's New in Version 3.3.1_36

Combined American Geriatric Society's free offerings into an all-in-one app!

Screenshots iPhone | iPad
iPod = 11:28 AM iPod = 11:30 AM =
AGS iGeriatrics medica.. Table 5. Mood Stabilizer...
Beers Criteria e LithiumOL*

> Geriatric Dosage
150 - 1,000 mg/d (therapeutic level 0.5 -
Geriatrics Cultural 0.8 mEq/L)
Navigator > Adverse Events

Nausea, vomiting, tremor, confusion,
leukocytosis, gait ataxia

» Comments
Poor tolerability in older adults; toxicity at
low serum concentrations; monitor
thyroid and renal function

GeriPsych Consult

Guide to Common
Immunizations

*Approved by FDA for treatment of
bipolar disorder, OL = Off-label

Management of Atrial
Fibrillation
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A walk through the pocket guide....

e Quality of Evidence

From THE AMERIC AN GERIATR

A POCKET GUIDETOTHE

e High AGS BEERS CRITERIA
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BEERS Tables

Table 1 — PIMs list (with select caveats)

Table 2 — PIMs due to Drug-Disease/Syndrome

Interactions

Table 3 — Medications to be used with

Fram THE AMER

A POCKET GUIDE TO THE
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Drugs to Avoid (except If....

 Table 1 in the pocket guide

AGS BEERS CRITERIA
FOR POTENTIALLY INAPPROPRIATE
MEDICATION USE IN OLDER ADULTS

FROM THE AMERICAN GERIATRICS SOCIETY

This clinical tool, based on The AGS 2012 Updated Beers Criteria for Potentially inappropriate Medication Use in Older
Aduits (AGS 2012 Beers Criterig), has been developed to assist healthcare providers in impreving medication safery in
clder adults. Our purpese is to inform clinical decision-making concarning the prescribing of medications for older
adults in order to improve safety and quality of care.

Originally conceived of in 1991 by the late Mark Beers, MD.a geriatrician, the Beers Criterio caralogues medications
that cause adverse drug events in older adults due to their pharmacclogic properties and the physiclogic changes of
aging. In 201 I, the AGS undercook an update of the criteria, assembling a team of experts and funding the develop-
ment of the AGS 2012 Beers Criteria using an enhanced, evidence-based rnedmdnlog_ Each criterion is rated (qual-
ity of evidence and strength of evidence) using the American College of Physicians’ Guideline Grading System, which
is based on the GRADE scheme developed by Guyatt et al.

The full document together with accompanying resources can be viewed online at www.americangeriatrics.org.

INTEMDED USE
The goal of this clinical tool is to improve care of older adults by reducing their expesure to Potentially Inappropri-
are Medications (PIMs).
;.E'I'hb:;hf_wld be viewed as a guide for identifying medications for which the risks of use in older adults cutweigh
its.
B These criteria are not meant to be applied in a punitve manner.
¥ This list is not meant to supersede clinical judgment or an individual patient’s values and needs. Prescribing and
managing disease conditions should be individualized and involve shared decision-making.
® These criteria also underscore the importance of using a team approach te prescribing and the use of nan-
Elnmmln ical approaches and o[havilx;_rcanmic and organizational incentives for this type of model.
Implicit criteria such as the STOPP/ST, criteria and Medication Appropriateness Index should be used in
a complementary manner with the 2012 AGS Beers Criterio to guide clinicians in making decisions abour safe
medication use in older adults.

The criteria are not applicable in all circumstances (eg, patient’s receiving palliative and hospice care). If a clinician is
not able to find an alternative and chooses to continue to use a drug an this list in an individual patient, designation
of the medication as potentially inappropriate can serve as a reminder for close monitoring so thar the potential for
an adverse drug effect can be incorporated into the medical record and prevented or detected early.

TABLE 1: 2012 AGS Beers Criteria for Potentially Inappropriate Medicatien Use in Older Adults
Organ System/ Recommendation, Rationale,
Therapeutic Category/Drug(s) Qualiy of Evidence (QE} & Strength of R ion (SR)

Anticholinergics (excludes TCAs)

First-generation antihistamines (as single Avoid.

agent or as part of combination products)

8 Brompheniramine Highly andcholinergic; clearance reduced with advanced age.and

B Carbinoxamine tolerance develops when used as hypnotic: increased rick of confu-

B Chlarpheniramine sion, dry mouth, constipation, and other antichalinergic effects/

B Clemastine oty

B Cyproheptadine

B Dexbrompheniramine Use of diphenhydramine in special situations such as acute treat-

B Dexchlorpheniramine ment of severe allergic reaction may be appropriate.

® Diphenhydramine (oral)

B Doxylamine QE = High (Hydroxyzine and Fromethazine), Moderate (All others); SR

B Hydrexyzine = Strong

B Promethazine

B Triprolidine

Antiparkinson agents Avoid.

B Benzrropine (oral)

B Trihexyphenidyl Mot recommended for prevention of extrapyramidal symptoms
with antipsychatics; more effective agents available for trearment of
Parkinson disease.
QE = Moderate; SR = Strong

PAGE | Table | (continued on page 2)
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B Belladonna alkaloids

B Clidinium-chlordiazepoxide
B Dicyclomine

® Hyoscyamine

B Propantheline

B Scopolamine

C [ www.americangeriatrics.org/fles/documents beers PrintableBeersPocketCard. pdf

B9 Hotmail [ 5K Health Formulary 755

Infonet (] Cther Links E Drug Product Database B e-Therapeutics @ Dropbox
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oral secretions.

Highly anticholinergic, uncertain effectiveness.

Antithrombotics

Dipyridamole, oral short-acting™ (does not
apply to the extended-release combination with
aspirin)

Ticlopidine™

Anti-infective

Nitrofurantoin

Avoid for long-term suppression; avoid in patients with
CrCl <60 mL/min.

Potential for pulmonary toxicity; safer alternatives available; lack o
efficacy in patients with CrCl <60 mL/min due to inadequate drug
concentration in the urine.

Cardiovascular

Alpha, blockers
B Doxazosin

Avoid use as an antihypertensive.
High risk of orthostatic hypotension; not recommended as routine

B Prazosin treatment for hypertension; alternative agents have superior risk/
B Terazosin benefit profile.

QE = Moderate; SR = Strong
Alpha agonists Avoid clonidine as a first-line antihypertensive.Avoid oth-
¥ Clonidine ers as listed.
m ke | I - L Y SR I el W [ R o ol IR [ (L |
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Mesoridazine Growth ho
Highly anticholinergic and greater risk of QT-interval prolongation.
QE = Moderate; SR = Strong

Barbiturates Avoid. *

® Amobarbital®

B Butabarbital* High rate of physical dependence; tolerance to sleep benefits;

B Butalbital greater risk of overdose at low dosages. Insulin, slidi

B Mephobarbital*®

B Pentobarbital® QE = High; SR = Strong

B Phenobarbital
B Secobarbital®

Megestrol
Benzodiazepines Avoid benzodiazepines (any type) for treatment of insom-
Short- and intermediate-acting: nia, agitation, or delirium.
B Alprazolam
B Estazolam Older adults have increased sensitivity to benzodiazepines and [Sulfonylure
B |orazepam decreased metabolism of long-acting agents. In general, all ben- B Chlorpre
B Oxazepam zodiazepines increase risk of cognitive impairment, delirium, falls, - GbeuEid
B Temazepam FactaT S, alg Totor venee 4
B Triazolam
Long-acting: May be appropriate for seizure disorders, rapid eye movement
B Chlorazepate sleep disorders, benzodiazepine withdrawal, ethanol withdrawal, I
B Chlordiazepoxide severe generalized anxiety disorder, periprocedural anesthesia, Gastrointest
B Chlordiazepoxide-amitriptyline end-of-life care. Metocloprz
B Clidinium-chlordiazepoxide
B Clonazepam QE = High; SR = Strong
B Diazepam
B Flurazepam Mineral oil
B Quazepam ’
Chloral hydrate* Avoid.
Tolerance occurs within 10 days and risk outweighs the benefits in
light of overdose with doses only 3 times the recommended dose. Trimethobe

QE = Low; SR = Strong
Meprobamate Avoid.

High rate of physical dependence; very sedating.
QE = Moderate; SR = Strong
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Table | (continued from page 3)

Organ System/

Therapeutic Category/Drug(s)

TABLE I: 2012 AGS Beers Criteria for Potentially Inappropriate Medication Use in Older Adults

ion, Rationale,
cBgth of Recommendation (SR)

Nonbenzodiazepine

B Methyltestosterone*
B Testosterone

hypnotics Benzodlazeplne receptor agonists Jhat have adverse events similar
B Eszopiclone mfer adults (e.g., delirium, falls,
B Zolpidem fractures); minimal mprovement in sleep latency and duration.
B Zaleplon QE = Moderate; SR = Strong
Ergot mesylates™ Avoid.
Isoxsuprine* Lack of efficacy.
QE = High; SR = Strong
Endocrine
Androgens Avoid unless indicated for moderate to severe

hypogonadism.
Potential for cardiac problems and contraindicated in men with

prostate cancer.
QE = Moderate; SR = Weak

Desiccated thyroid

Avoid.

QE = Low; SR = Strong

Estrogens with or without progestins

Avoid oral and topical patch.Topical vaginal cream:Ac-
ceptable to use low-dose intravaginal estrogen for the

management of dyspareunia, lower urinary tract infec-
tions, and other vaginal symptoms.

of cardioprotective effect and cognitive protection in older women.
Evidence that vaginal estrogens for treatment of vaginal dryness is
safe and effective in women with breast cancer, especially at dos-
ages of estradiol <25 mcg twice weekly.

QE = High (Oral and Patch), Moderate (Topical); SR = Strong (Oral and
Patch), Weak (Topical)

Growth hormone

Avoid, except as hormone replacement following pituitary
gland removal.
Effect on body composition is small and associated with edema,

arthralgia, carpal tunnel syndrome, synecomastia, impaired fasting

|



Drug-disease/syndrome Interactions

 Table 2 in the pocket guide

Table | (continued from page 4)

TABLE |: 2012 AGS Beers Criteria for Potentially Imppruprm Medicatien Use in Older Adults

Or;lni]rstzrllf P — e —
Therapeutic Category/Drug(s) ‘ Qualqrnwademe[QEj&Suzngﬁmfﬁmmgndam(sﬂ;

Pain Medications
Meperidine Avoid.

Mot an effective oral analgesic in dosages commeonly used; may
cause neuromxluty safer alternatives available.

QE = High: SR = Strong

Mon-COX-selecrive NSAIDs, oral Avoid chronic use unless other alternatives are not effec-

B Aspirin >325 mg/day tive and patient can take gastroprotective agent {proton-

B Diclofenac pump inhibitor or misoprostol}.

B Diiflunisal

B Enodolac Increases risk of Gl bleeding/peptic ulcer disease in high-risk

: Fenoprofen groups, including those =75 years old or taking oral or parenteral
|buprofen corticostersids, anticoagulants, or antiplatelet agents. Use of

L ] KE:E’:r::o‘fen ton pump inhibitor orang.llsopmsml reduces but does not Ellmpl'-n‘:l:e

B Meclofenamate risk. Upper Gl ulcers, gross bleeding, or perforation caused by

B Mefenamic acid MSAIDs eccur in appmu-cimatilz 1% of patients treated for 34

B Melaxicam maonths, and in about 2%—4% of patients treated for | year. These

B MNabumetone trends continue with lenger duration of use.

B MNaproxen

B Oseaprozin QE = Moderate; SR = Strong

B Firoxicam

B Sulindac

B Tolmetin

Indemethacin Avoid.

Ketorolac, includes parenteral Increases risk of Gl bleeding/peptic ulcer disease in high-risk

ups (See Non-COX sefective NSAIDs)
g’ar:he MSAIDs, indomethacin has most adverse effects.
QE = Moderate (Indomethacinj, High (Ketorolac); SR = Strong

Penmzocine® Avoid.

Opicid analgesic that causes CNS adverse effects, including confu-
sion and hallucinations, more commonly than other narcotic drugs:
is also a mixed agonist and antagonisc safer alternatives available.
QE = Low; 5R = Strang

Skeletal muscle relaxants Avoid.

B Carisoprodel Most muscle relaxants poorly tolerated by older adults, because of
B Chiorzoxazone anticholinergic adverse effects, sedation, increased risk of fractures;
B Cyclobenzaprine effectiveness at dosages tolerated by older adults is questionable.
B Metaxalone QE = Moderate; SR = Strong

8 Mechocarbamel
B Orphenadrine

*Infrequently used drugs. Table | Abbreviations: ACEI, angiatensin comverti nzyme inhibitors: ARB, angicrensin
receptor blockers; C#l?cen:ra] NErvous SySTem; CDX,cyclomyguusg’ %I creatinine clearance; Gl. gastroin-

testinal; NSAIDs, nensteroidal anti-inflammatory drugs; SIADH, reme of i repriate antidiuretic harmene
secretion: SR, S:rength of Recommendation; T/ ﬁs, mqrcllc antidepressants; r?‘allﬂll!)' of Evidence

TABLE 1: 2012 AGS Beers Criteria for Potentially Inappropriate Medication Use in Older Adults Due to Drug-
or Drug-Syndrome Interactions That May rbate the Disease or Syndrome

Disease or Drug(s) Recommendation, Ratonale, Quality of Evidence
Syndrome (QE) & Strength of Recommendation (SR)
Cardiovascular
Heart failure | NSAIDs and COX-2 inhibitors Avoid.

Mendihydropyridine CCBs (aveid only fer | Potential to promete fluid recention andlor exacer-

ic heart failure) bate heart failure.
Diliazem
B Verapamil QE = Moderate (NSAIDs, CCBs, Dronedarone), High (Thia-

zolidinediones (glitazones)), Low (Ciostazol); SR = Strong
Pioglitazone, resiglitazone

Cilosrazal

Dronedarone
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Table | (continued on page 5

Table 2 (continued from page 5)

TABLE 2: 201 :
* g—Syndrome Interactlons That May Exacé

e the Disease or Syndrome

Dlsease 0
Syndro

Drug(s)

Recommendation, Rationale, Quality of Evidence
(QE) & Strength of Recommendation (SR)

Syncope

B Terazosin

Tertiary TCAs

Zapine

\cetylcholinesterase inhibitors (AChEls)
eripheral alpha blockers

Doxazosin

Prazosin

Chlorpromazine, thioridazine, and olan-

ncreases risk of orthostatic hypotension or brady-
ardia.

QE = High (Alpha blockers), Moderate (AChEls, TCAs and
antipsychotics); SR = Strong (AChEls and TCAs), Weak
Alpha blockers and antipsychotics)

Central Nervos

System

Chronic Bupropion Avoid.

seizures or | Chlorpromazine

epilepsy Clozapine Lowers seizure threshold; may be acceptable in
Maprotiline patients with well-controlled seizures in whom alter-
Olanzapine native agents have not been effective.
Thioridazine
Thiothixene QE = Moderate; SR = Strong
Tramadol

Delirium Al TCAs Avoid.

Anticholinergics (see online for full list)




| l_l.l.l.ll'll (L=

Central Nervous System

Chronic
seizures or

epilepsy

Bupropion
Chlorpromazine
Clozapine
Maprotiline
Olanzapine
Thioridazine

Avoid.

Lowers seizure threshold; may be acceptable in
patients with well-controlled seizures in whom alter-
native agents have not been effective.

QE = Moderate; SR = Strong

Dementia
& cognitive

impairmen

Al TCAs
Anticholinergics (see online for full list)
Benzodiazepines
Chlorpromazine
Corticosteroids
H,-receptor antagonist
Meperidine
Sedative hypnotics
Anticholinergics (see online for full list)
Benzodiazepines

,-receptor antagonists
Y olpidem
Antipsychotics, chronic and as-needed use

QE = Moderate; SR = Strong

Avoid.

Avoid in older adults with or at high risk of delirium
because of inducing or worsening delirium in older
adults; if discontinuing drugs used chronically, taper to
avoid withdrawal symptoms.

\vLallem
Avoid due to adverse CN5 effects.
Avoid antipsychotics for behavioral problems of
lementia unless non-pharmacologic options have
ailed and patient is a threat to themselves or others.
Antipsychotics are associated with an increased risk
of cerebrovascular accident (stroke) and mortality in
persons with dementia.

QE = High; SR = Strong

History
of falls or

Anticonvulsants
Antipsychotics

able; avoid anticonvulsants except fo

L] + ]
r seizure.
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se with Caution

Table 3 in the pocket guide

Table 2 feontinued from poge 7)
TABLE 2: 2012 AGS Beers Criteria for Porentally Inappropriate Medication Use in Older Adults Due te Drug-

Disease or Drug-Syndrome Interactions That May the Disease or Syndrome

Disease or Drug(s) Recommendation. Rationale, Quality of Evidence

Syndrome (QE) & Strength of Rec ion (SR)

Lower Inhaled antichalinergic agents Avoid in men.

urinary trace

symproms, | Strongly anticholinergic drugs, except May decrease urinary flow and cause wrinary reten-

benign antimuscarinics for urinary incontinence  |tion.

static (see Table ¥ for complete list).
yperplasia QE = Moderate; SR = Strong (Inhaled agents), Weak (Al

others)

Soress or Alpha-blockers Avoid in women.

mixed B Dexazosin

urinary in-  (® Prazasin Aggravarion of incentinence.

condnence |8 Terazosin
QE = Moderate; SR = Strong

Table 2 Abbreviations: CCBs, calcium channel blockers; AChEIs, acetylcholinesterase inhibitors; CNS, central ner-
VOUS ; COX, cyclooxygenase; MSAIDs, nonsteroidal anti-inflammarary drugs: SR, Strength of Recommenda-
tion; Is, selective serotonin reuptake inhibitors: TCAs, tricyclic antidepressants; QE, Quality of Evidence

TABLE 3: 2012 AGS Beers Criteria for Potentially Inappropriate Medications to Be Used with Caution in
Older Aduls

Drug(s) Recommendation. hmh.@mﬁrm:fébdaxz (QE) & Strength of Recommenda-

Aspirin for primary preven- | Use with caution in adults 280 years old.
don of cardiac events
Lack of evidence of benefit versus risk in individuals 280 years aold.
QF = Low; SR =Weak

Dabigatran Use with caution in adults 275 years old or if CrCl <30 mL/min.

Increased risk of bleeding compared with warfarin in adults 275 years old; lack of
evidence for efficacy and safety in patients with CrCl <30 mL/min
QF = Moderate; SR =Weak

Prasugrel Use with caution in adulis 275 years old.

Greater risk of bleeding in older adults; risk may be offset by benefic in highest-
risk elder patients (eg, those with prier myocardial infarction or diabetes).
QE = Maderate; SR =Weak

Antipsychatics Use with caution.

Carbamazepine

Carboplatin May excacerbare or cause SIADH or hyponatremia; need to manitor sodium level
Cisplatin closely when starting or changing dosages in older adults due to increased risk.
Mirzazapine

SMRIs QE = Moderate; 3R = Strong

55RIs

TCAs

Wincristine

Vasodilators Use with caution.

May exacerbate episodes of syncope in individuals with history of syncope.
QF = Moderate; SR =Weak

Table 3 Abbreviations: CrCl, creatinine clearance; SIADH, syndrome of inappropriate antidiuretc hormene
secredion; S5Rls, selective serotonin reuprake inhibitors: SMRIs, seretonin-norepinephrine reuprake inhibicors;
SR, Strength of Recommendation; TCAs, tricyclic antidepressants; QE. Quality of Evidence

The American Geratrics Society gratefully acknowledges the support of the John A Hartford Foundation,
Retirement Research Foundation and Robert Wood Johnson Foundation.

THE AMERICAM GERIATRICS SOCIETY 40 Fultan Sr.rYzert LE';".E'E‘;’;
Gerlatrics Health Professionals. 800-247-4779 oc 212-308-1414
Leading change. Impraving care for older adules. WWWamEricangeriatrics org
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Table 2 Abbreviations: CCBs, calcium channel blockers; AChEls, acetylcholinesterase inhibitors; CNS, central ner-
vous system; COX, cyclooxygenase; NSAIDs, nonsteroidal anti-inflammatory drugs; SR, Strength of Recommenda-
tion; SSRls, selective serotonin reuptake inhibitors; TCAs, tricyclic antidepressants; QE, Quality of Evidence

Older Adults

TABLE 3: 2012 AGS Beers Criteria for Potentially Inappropriate Medications to Be Used with Caution in

Drug(s)

Recommendation, Rationale, Quality of Evidence (QE) & Strength of Recommenda-
tion (SR)

Aspirin for primary preven-
tion of cardiac events

Use with caution in adults >80 years old.

Lack of evidence of benefit versus risk in individuals =280 years old.
JE = Low, SK = VVea

Dabigatran

Use with caution in adults =75 years old or if CrCl <30 mL/min.

Increased risk of bleeding compared with warfarin in adults 275 years old; lack of
evidence for efficacy and safety in patients with CrCl <30 mL/min
QE = Moderate; SR = Weak

Greater risk of bleeding in older adults; risk may be offset by benefit in highest-
risk older patients (eg, those with prior myocardial infarction or diabetes).
QE = Moderate; SR = Weak

Antipsychotics
Carbamazepine
Carboplatin
Cisplatin
Mirtazapine
SNRIs

SSRls

TCAs

Vinrricetina

Use with caution.

May exacerbate or cause SIADH or hyponatremia; need to monitor sodium level
closely when starting or changing dosages in older adults due to increased risk.

QE = Moderate; SR = Strong

12
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Older Adults

TABLE 3: 2012 AGS Beers Criteria for Potentially Inappropriate Medications to Be Used with Caution in

Drug(s)

Recommendation, Rationale, Quality of Evidence (QE) & Strength of Recommenda-
tion (SR)

Aspirin for primary preven-
tion of cardiac events

Use with caution in adults =80 years old.

Lack of evidence of benefit versus risk in individuals 280 years old.

QE = Low; SR =Weak

Dabigatran Use with caution in adults =75 years old or if CrCl <30 mL/min.
Increased risk of bleeding compared with warfarin in adults =75 years old; lack of
evidence for efficacy and safety in patients with CrCl <30 mL/min
QE = Moderate; SR =Weak

Prasugrel Use with caution in adults =75 years old.

Greater risk of bleeding in older adults; risk may be offset by benefit in highest-

QE = Moderate; SR =Weak

Antipsychotics
Carbamazepine
Carboplatin
Cisplatin
Mirtazapine
SNRIs

SSRls

TCAs
Vincristine

Use with caution.

May exacerbate or cause SIADH or hyponatremia; need to monitor sodium level
closely when starting or changing dosages in older adults due to increased risk.

QE = Moderate; SR = Strong

May exacerbate episodes of syncope in individuals with history of syncope.
QE = Moderate; SR = Weak

Table 3 Abbreviations: CrCl, creatinine clearance; SIADH, syndrome of inappropriate antidiuretic hormone
secretion; S5Rls, selective serotonin reuptake inhibitors; SMNRIs, serotonin—-norepinephrine reuptake inhibitors;
SR, Strength of Recommendation; TCAs, tricyclic antidepressants; QE, Quality of Evidence




BEERS drugs not available in Canada

» Eszopiclone (hypnotic)

o Carbinoxamine (antihistamine)

o Carisoprodol (skeletal muscle relaxant)

» Cilostazol (for intermittent claudication)
 Hyoscyamine (anticholinergic)
 Pemoline (stimulant)

* Propantheline (antispasmotic)
 Quazepam (long-acting benzodiazepine)
o Tolmetin (NSAID)

* Trimethobenzamide (antiemetic)




Where does Beers fit into the big
picture?

Beers Criteria are only one part of quality prescribing

Correct drug for correct diagnosis
Appropriate dose

Avoid underuse of potentially important medication "START Criteria
Avoid overuse

Avoid potentially inappropriate drugs "STOPP & Beers Criteria
Avoid withdrawal effects with discontinuation

Consideration of cost




Remember....

* Not intended to mandate drug prescribing

* Intended to serve as guidance to good geriatric care &
principles

 Not meant to supersede the clinical judgement of the
prescriber

* To help providers best monitor older patients, reduce risk
& prevent harm that all too commonly occurs with
medication use

Fick D & Resnick B. 2012 Beers Criteria Update: How Should Practicing Nurses Use the Criteria? Journal of

Gerontological Nursing. June 2012 - Volume 38 - Issue 6: 3-5 . % .
v Vil




What’s Missing?

Patient preferences

— medication preferences, lifestyle values

Drugs with risks not unique to elderly

Drug-drug interactions

List of alternatives

— requires patient specific judgement (complex)




How Common Is the Use of Beers Drugs
In Sask LTC?

In 2011, long-term care population:
« 1Beers List Drug
— 1302/1400 - 93%
« 2 Beers List Drugs
— 248/1400 < 18% Snapshot in time
« 3 Beers List Drugs
— 26/1400 - 2%

« 4 Beers List Drugs
— 1/1400 - 0.1%
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How Common Is the Use of Beers Drugs
In Sask LTC?

e Since 2008, we consistently see 25% or 1 in 4 long-term
care residents being dispensed at least 1 Beers List drug

% of residents who were dispensed >=1 Beers List drugs (based on generic
name) in last 100 days prior to assessment [DrugPlan]

30%

25% *4.=->‘W‘-=.=.‘\.__-—._\i\.—.—.

20%

15%

10%

5%

0% T T T T T T T T T T T T T
2008- 2008- 2008- 2008- 2009- 2009- 2009- 2009- 2010- 2010- 2010- 2010- 2011- 2011-
09Q1 09Q2 09Q3 09Q4 10Ql 10Q2 10Q3 10Q4 11Ql 11Q2 11Q3 11Q4 12Q1 12Q2




Other Tools/Resources




Other Tools/Resources

 RxFiles Reference List of Drugs with Anticholinergic Effects

e STOPP Criteria 2006
e START Ciriteria 2006

* Medication Appropriateness Index

e Others?
— The Improving Prescribing in the Elderly Tool (IPET) 2000
— McLeod Criteria 1997

00




STOPP Criteria

Screening Tool of Older Persons’ potentially
Inappropriate Prescriptions

65 rules relating to the most common and the most
potentially dangerous instances of inappropriate
prescribing in older people

O’Mahony D, Gallagher P, Ryan C, Byrne S, Hamilton H, Barry P, O’Connor M, Kennedy J. STOPP & START criteria: A new
approach to detecting potentially inappropriate prescribing in old age. European Geriatric Medicine. 2010 Jan 6; 1(1):45-51.

Hamilton H, Gallagher P, Ryan C, Byrne S, O'Mahony D. Potentially inappropriate medications defined by STOPP criteria and the risk

of adverse drug events in older hospitalized patients. Arch Intern Med. 2011 Jun 13;171(11):1013-9.




A. Cardiovascular System

1. Digoxin at a long-term dose > 125ug/day with impaired renal function *
(increased risk of toxicity). * estimated GFR <50ml/min

2. Loop diuretics:

- for dependent ankle oedema only i.e. no clinical signs of heart failure (no
evidence of efficacy, compression hosiery usually more appropriate).

 as first-line monotherapy for hypertension (safer, more effective alternatives
available).

3. Thiazide diuretic with a history of gout (may exacerbate gout).
4. Beta-blockers:

« with Chronic Obstructive Pulmonary Disease (COPD) (risk of increased
bronchospasm).

e in combination with verapamil (risk of symptomatic heart block).

5. Use of diltiazem or verapamil with NYHA Class lll or IV heart failure (may
worsen heart failure).

6. Calcium channel blockers with chronic constipation (may exacerbate
constipation).

7. Dipyridamole as monotherapy for cardiovascular secondary prevention (no

evidence for efficacy). . % .
v Vil
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8. Aspirin:

« with a past history of peptic ulcer disease without histamine H2 receptor
antagonist or

 Proton Pump Inhibitor (risk of bleeding).
« atdose >150mg day (increased bleeding risk, no evidence for increased efficacy).

« with no history of coronary, cerebral or peripheral vascular symptoms or
occlusive event (not indicated).

« to treat dizziness not clearly attributable to cerebrovascular disease (not
indicated).

9. Warfarin:

« for first, uncomplicated deep venous thrombosis for longer than 6 months
duration (no proven added benefit).

o for first uncomplicated pulmonary embolus for longer than 12 months duration
(no proven benefit).

10. Use of aspirin and warfarin in combination without histamine H2 receptor
antagonist (except cimetidine because of interaction with warfarin) or proton
pump inhibitor (high risk of gastrointestinal bleeding).

11. Aspirin, clopidogrel, dipyridamole or warfarin with concurrent bleeding

disorder (high risk of bleeding).
40




B. Central Nervous System and Psychotropic

Drugs

1. Tricyclic antidepressants (TCA'’s):

with dementia (risk of worsening cognitive impairment).

with glaucoma (likely to exacerbate glaucoma).

with cardiac conductive abnormalities (pro-arrhythmic effects).
with constipation (likely to worsen constipation).

with an opiate or calcium channel blocker (risk of severe
constipation).

with prostatism or prior history of urinary retention (risk of
urinary retention).

00



2. Long-term (i.e. > 1 month)

 Jlong-acting benzodiazepines e.g. chlordiazepoxide, fluazepam,
nitrazepam, chlorazepate and benzodiazepines with long-acting
metabolites e.g. diazepam (risk of prolonged sedation, confusion, impaired
balance, falls).

* neuroleptics as long-term hypnotics (risk of confusion, hypotension,
extra-pyramidal side effects, falls).

 neuroleptics in those with parkinsonism (likely to worsen extra-
pyramidal symptoms)

3. Phenothiazines in patients with epilepsy (may lower seizure threshold).

4. Anticholinergics to treat extra-pyramidal side-effects of neuroleptic
medications (risk of anticholinergic toxicity).

5. Selective serotonin re-uptake inhibitors (SSRI's) with a history of
clinically significant hyponatraemia (non-iatrogenic hyponatraemia
<130mmol/l within the previous 2 months).

6. Prolonged use (> 1 week) of first generation antihistamines i.e.
diphenhydramine, chlorpheniramine, cyclizine, promethazine (risk of

sedation and anti-cholinergic side effects). . .
&




C. Gastrointestinal System

1. Diphenoxylate, loperamide or codeine phosphate for treatment of:

 diarrhoea of unknown cause (risk of delayed diagnosis, may exacerbate
constipation with overflow diarrhoea, may precipitate toxic megacolon in
inflammatory bowel disease, may delay recovery in unrecognised
gastroenteritis).

* infective gastroenteritis i.e. bloody diarrhoea, high fever or severe
systemic toxicity (risk of exacerbation or protraction of infection)

2. Prochlorperazine (Stemetil) or metoclopramide with Parkinsonism (risk
of exacerbating Parkinsonism).

3. PPI for peptic ulcer disease at full therapeutic dosage for > 8 weeks
(dose reduction or earlier discontinuation indicated).

4. Anticholinergic antispasmodic drugs with chronic constipation (risk of

exacerbation of constipation).
00




D. Respiratory System

1. Theophylline as monotherapy for COPD (safer, more effective
alternative; risk of adverse effects due to narrow therapeutic index)

2. Systemic corticosteroids instead of inhaled corticosteroids for
maintenance therapy in moderate to severe COPD (unnecessary
exposure to long-term side-effects of systemic steroids).

3. Nebulised ipratropium with glaucoma (may exacerbate
glaucoma).

00



E. Musculoskeletal System

1. Non-steroidal anti-inflammatory drug (NSAID):

with history of peptic ulcer disease or gastrointestinal bleeding, unless with
concurrent histamine H2 receptor antagonist, PPl or misoprostol (risk of peptic
ulcer relapse).

with moderate-severe hypertension (moderate: 160/100mmHg — 179/109mmHg;
severe: 2180/110mmHg) (risk of exacerbation of hypertension).

with heart failure (risk of exacerbation of heart failure).

long-term use of NSAID (>3 months) for relief of mild joint pain in osteoarthritis
(simple analgesics preferable and usually as effective for pain relief)

warfarin and NSAID together (risk of gastrointestinal bleeding).

with chronic renal failure * (risk of deterioration in renal function). * estimated GFR
20-50mI/min.

2. Long-term corticosteroids (>3 months) as monotherapy for rheumatoid arthritis

or osteoarthritis (risk of major systemic corticosteroid side-effects).

3. Long-term NSAID or colchicine for chronic treatment of gout where there is no

contraindication to allopurinol (allopurinol first choice prophylactic drug in gout)

00



F. Urogenital System

1. Bladder antimuscarinic drugs:

with dementia (risk of increased confusion, agitation).
with chronic glaucoma (risk of acute exacerbation of glaucoma).
with chronic constipation (risk of exacerbation of constipation).

with chronic prostatism (risk of urinary retention).

2. Alpha-blockers:

in males with frequent incontinence i.e. one or more episodes
of incontinence daily (risk of urinary frequency and worsening of
incontinence).

with long-term urinary catheter in situ i.e. more than 2 months

(drug not indicated).
- B



G. Endocrine System

1. Glibenclamide or chlorpropamide with type 2 diabetes mellitus
(risk of prolonged hypoglycaemia).

2. Beta-blockers in those with diabetes mellitus and frequent
hypoglycaemic episodes i.e. 2 1 episode per month (risk of
masking hypoglycaemic symptoms).

3. Oestrogens:

 with a history of breast cancer or venous thromboembolism
(increased risk of recurrence)

 without progestogen in patients with intact uterus (risk of

endometrial cancer).
- B



H. Drugs that adversely affect those prone to
falls (2 1 fall in past three months)

1. Benzodiazepines (sedative, may cause reduced sensorium, impair
balance).

2. Neuroleptic drugs (may cause gait dyspraxia, Parkinsonism).
3. First generation antihistamines (sedative, may impair sensorium).

4. Vasodilator drugs known to cause hypotension in those with
persistent postural hypotension i.e. recurrent > 20mmHg drop
In systolic blood pressure (risk of syncope, falls).

5. Long-term opiates in those with recurrent falls (risk of

drowsiness, postural hypotension, vertigo).




|. Analgesic Drugs

1. Use of long-term powerful opiates e.g. morphine or fentanyl as
first line therapy for mild-moderate pain (WHO analgesic ladder
not observed).

2. Regular opiates for more than 2 weeks in those with chronic
constipation without concurrent use of laxatives (risk of severe
constipation).

3. Long-term opiates in those with dementia unless indicted for
palliative care or management of moderate/severe chronic pain
syndrome (risk of exacerbation of cognitive impairment).

00




J. Duplicate Drug Classes

Any duplicate drug class prescription e.g. two concurrent opiates,
NSAID’s, SSRI's, loop diuretics, ACE inhibitors (optimisation of
monotherapy within a single drug class should be observed prior to
considering a new class of drug).

00




START Criteria

Screening Tool to Alert doctors to the Right
reatment

22 rules relating to common instances of
prescribing omission

O’Mahony D, Gallagher P, Ryan C, Byrne S, Hamilton H, Barry P, O’Connor M, Kennedy

J. STOPP & START criteria: A new approach to detecting potentially inappropriate
prescribing in old age. European Geriatric Medicine. 2010 Jan 6; 1(1):45-51. v



A. Cardiovascular System

1. Warfarin in the presence of chronic atrial fibrillation, where there is no
contraindication to warfarin.

2. Aspirin in the presence of chronic atrial fibrillation, where warfarin is
contraindicated, but not aspirin.

3. Aspirin or clopidogrel with a documented history of coronary, cerebral or
peripheral vascular disease in patients in sinus rhythm, where therapy is not
contraindicated.

4. Antihypertensive therapy where systolic BP consistently >160 mmHg, where
antihypertensive therapy is not contraindicated.

5. Statin therapy in patients with documented history of coronary, cerebral or
peripheral vascular disease, where the patients’ functional status remains
Independent for activities of daily living and life expectancy is more than 5
years

6. ACE inhibitor:
— in chronic heart failure, where no contraindication exists
— following acute myocardial infarction.

7. Betablocker in chronic stable angina, where no contraindication exists.
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B. Central Nervous System and Psychotropic
Drugs

1. L-DOPA in idiopathic Parkinson’s disease with definite
functional impairment and resultant disability.

2. Antidepressant in the presence of clear-cut depressive
symptoms, lasting at least 3 months.
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C. Gastrointestinal System

1. Proton pump inhibitor in the presence of chronic severe
gastro-oesophageal acid reflux or peptic stricture requiring

dilatation.

2. Fibre supplement for chronic, symptomatic diverticular disease
with constipation.
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D. Respiratory System

1. Regular inhaled b2-agonist or anticholinergic agent for mild to
moderate asthma or COPD.

2. Inhaled steroid in moderate-severe asthma or COPD, where
reversibility of airflow obstruction has been shown.

3. Home continuous oxygen where chronic type 1 respiratory
failure (pO2 < 8.0kPa, pCO2 < 6.5kPa) or type 2 respiratory
failure (pO2 < 8.0kPa, pCO2 > 6.5kPa) has been well
documented and where there is no contraindication to

continuous oxygen therapy.
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E. Locomotor System

1. Disease-modifying anti-rheumatic drug (DMARD) with known,
moderate—severe rheumatoid disease lasting more than 12
weeks.

2. Bisphosphonate in patients taking glucocorticoids for more
than 1 month (i.e. chronic corticosteroid therapy).

3. Calcium and vitamin D supplement in patients with known
osteoporosis (previous fragility fracture, acquired dorsal

kyphosis).




F. Endocrine System

1. Metformin with type 2 diabetes +/— Metabolic Syndrome (in the
absence of renal impairment present i.e. blood urea >12.0
mmol/l, £ serum creatinine >200 mmol/l).

2. ACE inhibitor or Angiotension Receptor Blocker in diabetes
with nephropathy i.e. overt dipstick proteinuria or
microalbuminuria (>30 mg/24 h) £+ serum biochemical renal
Impairment (blood urea > 8.0 mmol/l or serum creatinine >130
pmol/l).

3. Aspirin therapy in diabetes mellitus with well controlled blood
pressure.

4. Statin therapy in diabetes mellitus if fasting serum cholesterol
>5.0 mmol/l or additional cardiovascular risk factor(s) present.
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Medication Appropriateness Index

. Is there an indication for the drug?

. Is the medication effective for the condition?
. Is the dosage correct?

. Are the directions correct?

1

2

3

4

5. Are the directions practical?
6. Are there clinically significant drug-drug interactions?

7. Are there clinically significant drug-disease/condition interactions?
8. Is there unnecessary duplication with other drugs?

9. Is the duration of therapy acceptable?

10. Is this drug the least expensive alternative compared with others of
equal usefulness?

Arch Intern Med. Vol 166, March 27, 2006 . ; %/ .
v\




L

-« & D winy Mxfiles,ca/diles Modules e ltc. aspx

l-"l Google Groups [ RxFiles %0 The American Geriatric... E7 Hatmail [ sk Health Formulary 755 LTCinSHR. 5 Infonet (] CPha Resources [~ ] Other Links 5 Drug Product Database Q; Dropbox @ infarmak

Drug Indax Long Term Care | Other Rasources About Us Products

Home > Long Term Care

Long Term Care

Long-Term Care & Residential Care: Evidence-Based Resources

These resources are the result of a collaboration between RxFiles & CADTH

FxFiles is an academic detailing program providing objective, comparative drug information to physicians,
pharmacists and allied health professionals. The program began in 1997 as a service to Saskatoon family
physicians and has expanded broadly to now support a wide range of multidisciplinary health care professionals with
evidence-informed information.

The Canadian Agency for Drugs and Technologies in Health (CADTH) is an independent not-for profit agency that
delivers timely, evidence-based information to health care leaders about the effectiveness and efficiency of health
technologies including drugs, medical devices, vaccines, and medical/surgical, and therapeutic procediras.

The wiorks of both organizations mesh effectively to support the collective sharing of unbiased clinical information on
drug and non-drug technologies and treatments in all health care sectors.

While most included resources on this website originate from the RxFiles and CADTH, additional resources (after
careful review) have also been included to support practical usage and implementation of quality improvement
practices.

MNote: Same of the resources listed under "Health Care Providers" may require a subscription to the RxFiles website in order to access the
content. Saskatchewan health care providers can gain access through shirp.ca (muost sign up for a FREE account).

Health Care Providers 1

Anti-infectives - HCP

www.rxfiles.ca

D Antibiotic Resistance - VRE & ESBL

Beers Criteria 2012 - HCP

Membership

Saskatoon Health Region -
SCH
Logout

‘our subscription will expire on
04/07/2015 12:00:00 Ak

Subscribe for
Free Email Updates

RxFiles - 9th Edition -
STANDARD size -
Package of 3

Druc Comp

CHART

Special price on 3
STAMDARD size books.
See orderformm for other bulk
pricing options on larger
guantities.

Usual cover price $79 each.
Ses

Orderform  http:/iwww.rxfiles
CHT-Book-ORDERFORM.pif. )

More...



Next steps...

« Coming soon from RxFiles...
— Combined STOPP & Beers Medication Review Tool

— Value In the expansion of a Therapeutic Alternatives
& Clinical Comments section

« Multidisciplinary Medication Reviews
— Provincial policies to improve the process
— Guide containing RxFiles excerpt
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