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Learning Objectives 

By the end of the session participants will be able to:

• Incorporate self-medication with OTC’s into ongoing medication 
review

• Describe risks associated with common OTC medications

• Recognize the deliriogenic side effects of many medications for 
symptom management

• Actively plan for deprescribing of symptom management 
initiated during treatment



Mrs. R. a great referral!



Mrs. R. 

• Since starting carboplatin + paclitaxel 3 months ago
• Nausea – dexamethasone 16 mg x 2 days post, aprepitant 80 mg x 2 days 

post, metoclopramide 5 mg, 6 per day (trial and not renewed)

• Anxiety – lorazepam 1 mg BID

• Pain 1st MTP and left knee – ibuprofen 200 q 2 hours*

• UTI – three courses of nitrofurantoin

• GI – omeprazole 20 mg daily

• Other chronic medications:
• Levothyroxine 100 mcg daily (filled 2 months ago after 3 month gap, TSH ↑)

• Venlafaxine XR 150 daily (1 month ago increased)

• Perindopril 4 mg/ indapamide 1.25 mg discontinued after first course of 
chemo

* Ibeuprofen use is the only information not available in eChart



Mrs. R. CGA highlights 

• Cancer diagnosed during psychiatric admission

• No primary care at time of discharge from psychiatric facility (in 
fact going to SK to see someone intermittently)

• First chemotherapy in Winnipeg.  First communication from 
Cancer Care to local primary care day of cycle #2.  This 
summarized the need for admission a few days following cycle 
#1 for “profound fatigue, dehydration, confusion and weakness”

• Car accident 10 days after cycle #2 and no longer allowed to 
drive, living in a small town 30 minutes from urban centre



Mrs. R. CGA highlights 

• Functional independence:  
• “Independent” at baseline
• For 3 days after chemo she sleeps on the couch
• For those 3 days her cognition was acutely different after cycles 1 & 2
• For 6 – 7 days after chemo she can’t transfer to the bathroom
• For 3 weeks post-chemo she can’t clean her house
• For 3 weeks she is cognitively overwhelmed and can’t problem solve
• She had falls including hitting her head one week after cycle #2
• She was fitted for a wheelchair by OT before cycle #3

• O/E 3 ½ weeks post chemo: 
• lying blood pressure 150/100; standing 80/60

• MMSE 3 ½ weeks post chemo: 
• 29/30; no cognitive screening available from acute care or psychiatric stay



Triaging scarce resources

• The lack of primary care and 
referral from long-stay inpatient unit

• Living alone

• Mrs. R. is moderately frail in the 
week following her chemotherapy 
(dependent for her ADLs)

• She is mildly frail for 3 weeks 
following her chemotherapy 
(dependent for IADLs)

1. Canadian Study on Health & Aging, Revised 2008.

2. K. Rockwood et al. A global clinical measure of fitness and frailty in 
elderly people. CMAJ 2005;173:489-495.



Medication review

• Adam Rose, JAMA 2017 “What is needed is not merely a reconciled 
list, but the correct medication list.”

Source of information Details

eChart Fill history, look back at recent years

Referral letter and other clinician lists If not taking a medication listed, ask why

Home care client with medication 
supervision

Medications reconciled every 6 months

The “bag of pill bottles”

Non-oral medications Puffers/nebules, topicals, eye drops, 
nasal sprays, injections

As needed medications

Symptom specific What helps, what is being used



Medication reconciliation

• Kristi Hofer, Senior Pharmacist – Operations states the CCMB 
electronic patient record will flag interactions when prescribing 
chemo/supportive care drugs “if the patient’s home 
medications have been entered appropriately through the 
medication reconciliation process”
• CCMB prints DPIN and medications are entered before first 

appointment

• First appointment primary nurse clarifies list

• Oncologists have the option for screening chemo orders with 
medication history

• Pharmacist checking chemo order checks for interactions with chemo 
drugs not with between home meds

• Future state: patient is provided with a copy of the med list including 
home meds, chemo and supportive care drugs



Over-the-counter (OTC) 
medications

Common symptoms self-treated with OTC’s

• Pain

• Sleep

• Nausea

• Diarrhea

• Itch



Over-the-counter (OTC) 
medications

Common symptoms self-treated with OTC’s

• Pain – drug interactions

• Sleep

• Nausea

• Diarrhea

• Itch
} Anticholinergic



Over-the-counter (OTC) 
medications

Common symptoms self-treated with OTC’s

• Pain
• Acetaminophen is a common “geriatric” recommendation.  For frail 

people the recommended daily maximum is often lower (3250 mg Geri-
RxFiles Pain Management in Older Adults)

• Mrs. R stated she was told by her cancer doctor she absolutely cannot 
take acetaminophen.  If this is the case it likely should be in 
CancerCare letters

• When I looked up interactions none were identified



Over-the-counter (OTC) 
medications NSAIDs

Common symptoms self-treated with OTC’s

• Pain
• NSAIDs are readily available over-the-counter and people will have 

years of experience taking them

• MicroMedex was the resource I used to look for drug interactions.  Now 
I will likely be running UpToDate Lexicomp Drug Interactions



Over-the-counter (OTC) 
medications NSAIDs



Over-the-counter (OTC) 
medications NSAIDs



Over-the-counter (OTC) 
medications NSAIDs



Over-the-counter (OTC) 
medications NSAIDs



Over-the-counter (OTC) 
medications NSAIDs



Over-the-counter (OTC) 
medications NSAIDs

http://www.criugm.qc.ca/fichier/pdf/Empower_NSAIDS_EN.pdf

http://www.criugm.qc.ca/fichier/pdf/Empower_NSAIDS_EN.pdf


Over-the-counter (OTC) 
medications Pain

Pain

• Cannabis is now an “OTC” option

• RxFiles 2018 Cannabinoids comparison chart states: “A note on 
drug interactions: Interactions are not fully understood; many are 
theoretical. Cannabis has many compounds besides THC & CBD; these 
may have unknown drug interactions. Watch closely for 
pharmacodynamic (additive) interactions.”

• Question: Is it time to be routinely looking for interactions with 
cannabis and giving the patient personal advise?

• DrugBank https://www.drugbank.ca/drugs/DB14009

• Lexicomp Drug Interactions in UpToDate

https://www.drugbank.ca/drugs/DB14009


Over-the-counter (OTC) 
medications Pain

• Every medication Mrs. R is on said “can” be impacted by or impact cannabis



Over-the-counter (OTC) 
medications Pain



Over-the-counter (OTC) 
medications Anticholinergic

Common symptoms self-treated with OTC’s

• Sleep – diphenhydramine (Benadryl), dimenhydrinate (Gravol)

• Nausea - dimenhydrinate

• Diarrhea – loperamide (Imodium)

• Itch – diphenhydramine, other sedating antihistamines



Over-the-counter (OTC) 
medications Anticholinergic

http://www.anticholinergicscales.es/
"Web Portal Software Anticholinergic Burden Calculator" is a 
program designed to measure fast and easily the anticholinergic 
burden a patient receives based on their pharmacotherapy.
"Anticholinergic burden" is defined as the cumulative effect of 
taking one or more drugs that are capable of developing 
anticholinergic adverse effects

http://www.anticholinergicscales.es/


Over-the-counter (OTC) 
medications Anitcholinergic

http://www.criugm.qc.ca/fichier/pdf/ANTIHISTAMINES.pdf

http://www.criugm.qc.ca/fichier/pdf/ANTIHISTAMINES.pdf


Over-the-counter (OTC) 
medications Delirium

https://ccsmh.ca/wp-content/uploads/2017/06/CCSMH-8.5-x-11-Delirium-R1-1.pdf

https://ccsmh.ca/wp-content/uploads/2017/06/CCSMH-8.5-x-11-Delirium-R1-1.pdf


Planned deprescribing

Common symptoms

• Sleep

• Anxiety

PMH Sedative Deprescribing Initiative supported by the Manitoba 
Institute for Patient Safety 2018 Dr. John Wade Patient Safety 
Initiative Grant

• Community arm engaging with hospital pharmacists to plan 
deprescribing of new sedative benzo’s and z-drugs

→ Benzodiazepines and zopiclone



Planned deprescribing

• Since the 1960’s people have been told there are 
safe sleeping pills

• After a few days to a few weeks nightly use of the 
medications has no impact on sleep latency or duration 
of sleep

• The 2018 Benzo’ receptor agonist deprescribing 
clinical practice  guideline

• Strong recommendation for slow taper for people > 65y

• 2014 Cluster Randomized EMPOWER Trial 
(Tannenbaum et al.) 27% able to discontinue, 11% 
decreased dose (NNT 3.7) 

• 42% did have some rebound insomnia or anxiety
http://www.criugm.qc.ca/fichier/pdf/BENZOeng.pdf

http://www.criugm.qc.ca/fichier/pdf/BENZOeng.pdf


Barriers to Change

• Patient memory for medical information

• Pharmacist resources?

• Review protocols for symptom management that may not be 
well tolerated as people get older



Barriers to Change

Patient Memory for Medical Information  

• Roy Kessels Journal of the Royal Society of Medicine 2003

• 40 – 80% of medical information provided by providers is 
forgotten immediately

• Almost half is incorrect!

• It is easier to learn completely new information than correct 
previously held beliefs

• Importance of the information impacts recall 
• Diagnosis registers as more important than instructions

• Written information is better remembered



Barriers to Change

Pharmacist resources?

• Thank you to Kristi Hofer, Senior Pharmacist – Operations 
CCMB for taking the time to summarize resources

• Always available by phone, some on site services, sometimes 
part of the clinical team, sometimes doing patient counseling on 
chemotherapy/anti-cancer treatments

• Winnipeg clinics with NP or FPO do not have onsite 
pharmacists

• Community Cancer Programs have local hospital pharmacy 
services



Barriers to Change

Pharmacist resources?

• Not resourced for medication reviews

• Majority of time is focused on the anti-cancer treatment, 
oncology expertise

• If interactions warrant a change in home meds the 
oncologist/hematologist writes a letter to the primary care 
practitioner

• For primary care type questions retail pharmacists are the 
primary resource to patients/families/primary care



Barriers to Change

• Review protocols for symptom management that may not be 
well tolerated as people get older



Take home message(s) 

• If resources are scarce, the Clinical Frailty Scale (or talk to Dr. 
Dawe about some of the oncology tools) can help triage people 
for medication review and counseling about OTCs

• The correct medication list is the ideal, the current list is a starting point

• Include over-the-counter medications during ongoing review of 
medications

• In complicated mediation lists look for drug interactions

• Consider the anticholinergic burden and delirium risk



Question and Answer 
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