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Abstract

Purpose: Nearly all older patients receiving post-acute home health care (HHC) use potentially
inappropriate medications (PIMs) that carry a risk of harm. Deprescribing can reduce and optimize
the use of PIMs, yet it is often not conducted among HHC patients. The objective of this study
was to gather perspectives from patient, provider and HHC clinician stakeholders on tasks that are
essential to post-acute deprescribing in HHC.

Methods: A total of 44 stakeholders, including 14 HHC patients, 15 providers (including nine
primary care physicians (PCP), four pharmacists, one hospitalist, and one nurse practitioner), and
15 HHC nurses participated. The stakeholders were from 12 U.S. states, including New York
(29), Colorado (2), Connecticut (1), lllinois (2), Kansas (2), Massachusetts (1), Minnesota (1),
Mississippi (1), Nebraska (1), Ohio (1), Tennessee (1), and Texas (2). First, individual interviews
were conducted by experienced research staff via video conference or telephone. Next, the study
team reviewed all interview transcripts and selected interview statements regarding stakeholders’
suggestions for important tasks needed for post-acute deprescribing in HHC. Afterward, concept
mapping was conducted in which stakeholders sorted and rated selected interview statements
regarding ‘importance’ and “feasibility’. Content analysis was conducted of data collected in the
individual interviews and mixed method analysis was conducted of data collected in the concept

mapping.

Findings: Four essential tasks were identified for post-acute deprescribing in HHC: 1)
ongoing review and assessment of medication use; 2) patent-centered and individualized plan
of deprescribing; 3) timely and efficient communication among members of the care team; and
4) continuous and tailored medication education to meet patient needs. Among these tasks,
developing patient-centered deprescribing considerations was considered the most important
and feasible, followed by medication education, review and assessment of medication use, and
communication.

Implications: Deprescribing during the transition of care from hospital to home requires the
following: continuous medication education for patients, families and caregivers; ongoing review
and assessment of medication use; patient-centered deprescribing considerations; and effective
communication and collaboration among the PCP, HHC nurse, and pharmacist.

Keywords

Home Health Care; Polypharmacy; Deprescribing; Qualitative Research; Transitions of Care;
Patient-Centered Care

INTRODUCTION

Medications that could be harmful given changes in the patient’s health status and treatment
objectives are known as potentially inappropriate medication (PIM).12 Prior studies using
various methodologies of identifying of PIMs of different medication classes have shown
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that from 20% to 98% of older adults receiving home health care (HHC) services use

at least one PIM.3-9 PIM use can lead to multiple negative consequences, including
adverse reactions from medications, 1911 interactions between medications, deterioration
of geriatric syndromes such as delirium, falls, and depression,2 and an elevated risk for
hospitalization,313-16 and mortality.’

Deprescribing - the systematic process of discontinuing or reducing the use of
unnecessary and potentially harmful medications - is an effective way to reduce PIM
use.18-22 Deprescribing can lower drug costs and burden,23 and improve medication
adherence by reducing pill burden.22 Further, deprescribing may benefit patients’
cognitive and physical functioning,24:25 and quality of life,2526 and reduce their risk for
falls, 2527 hospitalizations22:25:26.28.29 and death,25:26.29.30 though existing evidence is not
conclusive.29:31

The period during which patients receive HHC provides an opportunity for post-acute
deprescribing for several reasons. First, prescription modifications are often made both
during hospitalization32:33 and after discharge,3* which can cause confusion among patients
and increase the risk of medication discrepancies and/or errors.3®> Medication review and
reconciliation after hospital discharge is essential, therefore, to ensure patient safety and
positive health outcomes. Second, the vast majority of older persons with multiple chronic
conditions who live in the community return home following acute and post-acute care with
support of HHC agencies.36:37 Nonetheless, deprescribing in post-acute HHC patients is
often not implemented.38

In this study, we conducted individual qualitative interviews and group-based concept
mapping with key stakeholders to learn their perceptions of post-acute deprescribing for
older patients in HHC. We especially explored the key tasks necessary to implement and/or
improve post-acute deprescribing in HHC, and the priority (i.e., feasibility and importance)
of these tasks to inform the development of a deprescribing intervention in HHC.

PARTICIPANTS AND METHODS

Study Design

Sample

The study consisted of individual qualitative interviews and group-based concept mapping
to augment the translation and implementation potential of findings.39 Concept mapping
was based on the data from individual qualitative interviews. We chose this approach
because it 1) collects information about group-level perceptions of tasks that are essential
to deprescribing, and 2) allows participants to prioritize the tasks (i.e., feasibility and
importance), which can inform the development of a deprescribing intervention in

HHC. The University of Rochester Institutional Review Board approved this study (IRB
#00006218).

We used purposeful sampling and recruited stakeholders involved in the process of
deprescribing during the hospital-to-home transition. The stakeholders included 1) recently
hospitalized older patients who received HHC services after hospital discharge; 2) providers
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including pharmacists and prescribers in the continuum of acute, post-acute and primary
care including primary care physicians (PCPs), hospitalists, and a nurse practitioner who
works at post-acute skilled nursing facilities; and 3) registered nurses and clinical care
directors in HHC.

Eligibility criteria for all stakeholder groups included: the ability to self-consent and
English-speaking; without uncorrected difficulties in hearing, vision, and verbal expression
that limit their ability to communicate effectively during interviews. Additional eligibility
criteria for patients included: a) =65 years of age; b) hospitalized and discharged home with
HHC services in the previous 24 months; c¢) taking =5 prescription medications regularly;
and d) not receiving hospice care. Eligibility criteria for clinicians included: clinical practice
in hospital medicine, primary care, post-acute care, or pharmacy for >12 months, or working
at an HHC agency as a registered nurse or a patient care director for >12 months.

The patients and providers were recruited locally from New York State. Using the approved
list of HHC patients who previously provided their approval to be contacted about research
studies, we conducted ongoing sorts of patient information by variables, if provided, such
as race, ethnicity, and zip codes that we researched to be of low socioeconomic status

in the upstate New York region. We focused our outreach on patients who were from
under-represented racial/ethnic backgrounds and zip codes with low socioeconomic status.

Due to the large geographic variability in HHC availability and service utilization, %41 we
recruited HHC nurses from 12 states, including New York (2), Colorado (2), Connecticut
(1), Minois (2), Kansas (2), Massachusetts (1), Minnesota (1), Mississippi (1), Nebraska
(1), Ohio (1), Tennessee (1), and Texas (1). Recruitment of providers and HHC nurses

was dependent on their reaching out to the research team by phone or email (based

on information on our study website and the newsletter distributed to members of the
National Association of Home and Hospice Care), and no prioritization was applied in these
participants’ enroliment based on their demographic status.

This study included a total of 44 participants consisting of 14 patients (all from New York
state), 15 providers including 1 hospitalist, 1 nurse practitioner, 9 PCPs and 4 pharmacists
(all from New York state), and 15 HHC nurses and clinical care directors (hereafter referred
to as “HHC nurses”; from 12 U.S. states as described above). Among the participants, 19
participated in both interviews and concept mapping, 11 only participated in the individual
interviews, and 14 only participated in the concept mapping.

Data Collection & Analysis

Individual Qualitative Interview

Data Collection: Interviews were conducted using interview guides developed for each
group of stakeholders (Appendices 1-3). These interview guides were grounded in the
multidisciplinary deprescribing process with flexibility to explore novel ideas.2> We sought
to understand stakeholders’ perspectives about their experience, processes, roles, training,
workflow and challenges of deprescribing during hospital-to-home transitions. Trained
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research staff conducted individual telephone or video-conference interviews with each
participant that lasted 60-90 minutes. Interviews were audiotaped and de-identified during
transcription. Individual interviews in each stakeholder group continued until no new
findings emerged specific to each of the three groups.

Data Analysis: Qualitative data from audiotaped interviews and field notes were
transcribed verbatim, reviewed and verified for accuracy, and entered into Atlas.ti for data
management. We used a phased, iterative data analysis approach.*2 Phase 1. We used
open coding to identify and label novel ideas in the text, often using the participants’
own language. We then coded for pre-specified key concepts identified in prior studies
as essential to multidisciplinary patient-centered deprescribing.18:43-46 Subsequently, we
developed a coding scheme reflecting both novel findings and findings related to pre-
specified concepts. Phase 2. We coded all transcripts using the coding scheme. Phase 3.
We compared data across the three stakeholder groups to examine pattern variation in
deprescribing tasks among older adults during post-acute care transitions to HHC.47-4°
Statements about deprescribing tasks from the qualitative interviews were then used to
develop statements for the concept mapping activity.

Credibility and trustworthiness: Several strategies were used to strengthen the credibility
and trustworthiness of our findings.%C First, research team meetings were held prior

to data collection procedures to address subjective bias in the data collection tools.

Three independent researchers coded all transcripts and reached consensus on the codes.
Researchers maintained an audit trail of study materials, to include a decision log, debriefing
notes and discussion notes. Regular meetings also were held among the interdisciplinary
research team to assess the adequacy and comprehensiveness of analytical results.

Group Concept mapping

Data Collection: Data for concept mapping were collected in three steps. First, we
developed a focused prompt. With a goal of using findings from the concept mapping to
guide the design of a deprescribing intervention for HHC, we developed the focus prompt,
“A program to support medication optimization, including stopping or reducing unnecessary
medications, for older patients after hospital discharge should include...”. \We reviewed

the transcripts of qualitative interviews and selected statements from those interviews that
would serve as a response to the focus prompt. A total of 82 statements were chosen by the
research team and used in the concept mapping activity.

Credibility and trustworthiness: Three research team members individually selected
statements from the interviews and compared their selections; consensus was reached among
the final set of 82 selected interview statements used for further activities and analysis in
concept mapping.

Concept mapping was conducted by participants primarily online (30/32) with two patients
completing the activity by phone with research staff as they had no Internet access. We
invited each participant to sort the 82 statements into piles based on their own interpretation
of the similarity among statements and then label each pile with a name they thought
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best described the topic in each separate statement group. Then, using a Likert scale (1-5
ratings), they rated each statement on its feasibility (‘1 [unfeasible] to ‘5’ [very feasible])
and importance to deprescribing (‘1’ [unimportant] to ‘5’ [extremely important]).

Data Analysis: Concept mapping data were entered into a software program
(groupwisdom ™)39 for hierarchical cluster analysis and multidimensional scaling. The
average feasibility and importance ratings of each statement across all participants
were plotted, where statements with higher-than-average ratings of both feasibility and
importance are in the GO-Zone (Fig 1. green) and statements with lower-than-average
ratings of both feasibility and importance are in the NO-GO-Zone (Fig 1. blue).

We collected data from 44 stakeholders, including 14 patients (average age 71.3 = 5.06),
15 HHC nurses (average age 49.7 + 12.08), and 15 clinicians (average age 41.9 + 11.93),
including nine PCPs, one hospitalist, four pharmacists, and one nurse practitioner. The
stakeholders were mostly non-Hispanic white (88.6%) and female (70.5%). A breakdown
of demographics of each stakeholder panel was provided in Appendix 1. In terms of work
experience of the professionals, physicians, pharmacists and nurse practitioners had an
average of 12.7 years (S.D.=11.68) serving in their current roles, and HHC nurses had an
average of 11.0 (S.D.=11.28) years of experience in HHC.

The GO-Zone of feasibility and importance ranking of the statements regarding
deprescribing tasks is shown in Figure 1. Statements in the high-importance & high
feasibility and high-importance & low feasibility zones belong to four major categories:

1) assessment and review of medication use; 2) patient-centered, individualized plan of
deprescribing recommendations; 3) timely and efficient communication among members of
the care team; and 4) continued and tailored medication education to meet patient needs
(Table 1). We did not focus on statements categorized with low importance, regardless of
the feasibility ratings, as they were perceived to be of relatively less value to post-acute
deprescribing than others according to the stakeholders.

The average feasibility rating and importance rating of all the statements included in each
category was calculated and plotted (Figures 2 & 3). Among the four categories, developing
patient-centered, individualized deprescribing recommendations received the highest ratings
of importance and feasibility, followed by review and assessment of medication use,
followed by patient medication education and, lastly care team communication. Patient
stakeholders (Figure 2) and clinician stakeholders (Figure 3) reported similar ratings of
feasibility and importance in these categories. Next, we describe the statements included in
each of the four categories in greater detail.

1. Review and Assessment of Medication Use

One PCP shared that because medication review and reconciliation in the hospital are often
inaccurate, errors often occur on the patient’s medication list: “we get patients back on
medications we’ve stopped a year ago, because it [medication] just gets pushed forward
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through the hospital system [without careful review]”. This indicates the importance of
performing assessment and review of medication use for post-acute HHC patients.

To assess and review medication use for post-acute HHC patients, the following tasks were
considered essential (Table 1), including 1) developing a complete, accurate and reconciled
list of medications, such as by “pulling everything from their [patients’] cupboards, and
comparing [their home medications] to the list we believe they should be taking’, 2)
medication review that occurs continuously and not just a *“one and done”, 3) assessing

the patient’s symptoms and monitoring symptom changes, such as “seefng how they are
doing and if we have concerns that we want to pass along [to PCPs]’, 4) assessing the
patient’s medication adherence, “checking the [medication] bottles to see if they are at the
same level to see how frequently they’re taking then’, 5) assessing the patient’s ability

to manage their medications and relevant factors, such as health literacy, mental status,
vision, manual dexterity (e.g., neuropathy) that can cause the patient “fo be unable to see

the pills” and/or “drop all the tiny pills on the floor’, and 6) assessing the patient’s home
environment and available caregiver support at home, as well as 7) assessing social barriers
that may affect the patient’s access to medications, such as language and health literacy,
transportation, affordability, and connecting patients with resources to mitigate the impact of
these social barriers on medication use, such as low-cost medication programs and referral to
social workers.

One HHC nurse shared that “most of the time, patients just nod and say they understana,

or they don’t have any questions. They may not understand it, but they re not gonna say.
They know the nurse is busy and rushed, and they are not gonna say, “I’m sorry, | can’t read
that, or I don’t understand that” Another HHC nurse noted financial barriers to medications,
and a PCP noted discontinuity in medication review, preferring that it be done *“every month
and then maybe every three months™, by a multidisciplinary team with the physician and

the pharmacist, as well as the patient and a family member, to “go over “This is how things
are going. This is what we need to do. And these are the meds 1’d like to stop, readjust, or
change the doses. ™

2. Patient-Centered and Individualized Plan of Deprescribing

Stakeholders clearly emphasized the importance of patient-centered considerations in
developing the deprescribing plan. They further described how patient-centeredness in
deprescribing can manifest in three ways.

First, it is critical to align deprescribing decisions with the patient’s specific goals, needs,
and preferences. Providers emphasized the need for deprescribing to improve patients’
quality of life, because at times “ these medication lists just build and expand without
someone with fresh eyes who can sit down there and look closely and figure out what’s
needed’. One PCP shared, “/n geriatrics, we really are focusing on the person in front of us,
their quality of life, their ability to be as independent and functional as possible’. Another
PCP shared, “/f they had some illness 35 years ago, it’s often not applicable to how they’re
feeling today. We really look at the person in the here and now and how we can tease out
their symptoms and figure out if the medications are appropriate or if there are medications
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we need to add to help their symptoms. Ultimately, it is about doing what is the best for
patients.”

Second, in the implementation of deprescribing, it is critical to have patient buy-in. One
PCP commented, “sometimes you have to negotiate and say, “Well, | don’t think this is an
appropriate medicine. | don’t think it’s helping you. Let’s cut it in half, and then we’ll work
down. If you notice symptoms, you call me and let me know.” HHC nurses commented on
the practice of “meeting the patients where they are” by providing tools to help patients take
medications at home in a way that works best for each patient’s individual needs.

Third, stakeholders talked about the need to attend to social factors while making
deprescribing decisions, especially factors that can affect the patient’s medication adherence
and ability to administer or access medications. One HHC nurse shared, “/n the inner city,
peaple just can’t afford medications that they need. Some people don’t have cell phones and
they can’t contact the doctor’s office [about medications]”. A PCP shared that “we see that
[financial barrier] happen in a hospital where it’s like, “Okay. Here’s this great new inhaler.
And you’re gonna use this for your COPD.” And then two months later, or even the next
bill, they go to fill it at the pharmacy instead of getting it from the hospital, and they can’t
afford it. They stop using it”

3. Timely And Efficient Communication Among Members of The Care Team

Multiple clinicians are involved in the post-acute deprescribing process for patients during
the transition from the hospital to HHC; they include PCPs, specialists, HHC nurses, and
pharmacists. Therefore, it is important to maintain effective communication among the care
team members for post-acute deprescribing to occur. A PCP commented, “there’re things
that home healthcare [nurses], pharmacy, and the PCP can do together, and it’s just that there
needs to be some person that continuously pushes and coordinates these services [in order
for it] to happen in an organic way.”

Essential tasks related to communication shared by the stakeholders included HHC nurses
initiating proactive communication with the PCP regarding issues related to polypharmacy
identified during their home visits that increases patients’ risk for developing adverse events.
An HHC nurse commented “Because we’re the only ones that truly go into the home and see
how they take their medications, where their medications are scattered, so we’re really the
main line of communication with the doctors’ offices.” Another HHC nurse suggested that
having a direct route of communication between the PCP and HHC nurses can help the HHC
nurse to receive timely feedback from the PCP, which can enable the HHC nurse to quickly
solve problems while the HHC nurse is still present in the patient’s home.

Other tasks regarding communication needed for post-acute deprescribing include timely
PCP follow-up with the patient regarding medications after hospital discharge, having clear
guidelines for who within the care team responds to which of the patient’s questions, and
having a platform for all members of the care team to communicate and share documents
(e.g., medication lists) in real time. One PCP shared “We try to get a patient in within
about 7 to 10 days after [hospital] discharge for a follow-up. That’s when we really spend
the most time going over the medications, what was changed, what was added, what was
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taken away, and really reconcile their medication list from there.” PCPs, hospitalists, HHC
nurses, and pharmacists consistently reported that having access to the same electronic
health record system is crucial, as it facilitates communication and shared decision-making
between the patient and members of the patient’s care team. One PCP shared: “ We have
the benefit of being on the same [electronic health] records. And we promote our patfents
to go there (hospital) because of that continuity and that ability to communicate and see all
of those things. 1’ve gotten several messages on e-recora, saying, ‘We’ve got your patient
in the hospital. They’re on this dose of this blood thinner, which we weren’t expecting. 1s
there a reason?’ They (hospitalists) ask the question, which I totally appreciate because that
communication leads to us being able to move the needle forward without taking four steps
back and trying something that’s been attempted before.”

4. Continued and Tailored Medication Education to Meet Patient Needs

Stakeholders reported that appropriate medication education for patients and caregivers is
critical to facilitating post-acute deprescribing among HHC patients, and they specifically
discussed the appropriate content and venue for medication education. Tailoring of patient
education can be reflected in multiple ways, including providing an accurate, complete and
reconciled medication list for each patient, teaching at a health literacy level that aligns
with that of the patient, and supporting the patient with tools and in ways that are the most
acceptable to the patient.

Statements regarding the content of medication education included: 1) ensuring that

the patient has an accurate complete, and updated list of all the medications they are

taking including prescriptions, over-the-counter medications, and supplements; 2) providing
medication names with a rationale for why each is prescribed and indicated, timing, dose,
and potential side effects; 3) using the teach-back technique to ensure the patient fully
understands; and 4) employing ways to teach the patient about proper medication storage
(e.g., not to store nitroglycerin on the window sill or insulin outside a refrigerator).

There were also statements about medication education aimed at improving the patient’s
acceptance of deprescribing. One PCP noted the need to correct patients’ misconception

that “there’s a pill to fix things and adding more medication is better for theni’. PCPs

also noted the importance of paying attention to language when introducing deprescribing

to patients, so that they understand that deprescribing is intended to improve their health
outcomes and “/t [deprescribing] does not mean giving up on you’. Other statements related
to deprescribing-specific education included a) understanding how a reduction of medication
impacts the patient’s experience and alignment with the patient’s goals of care, and b)
understanding to always take medications as prescribed and to talk to their health care
providers before starting, stopping or changing any medication.

PCPs, pharmacists, patients and HHC nurses all agreed that medication education should be
an ongoing process provided in layman’s language. One of the most common ways used

by HHC nurses to teach HHC patients about medications is to directly ask patients how
they are managing their medications. One HHC nurse shared that she usually observes how
the patient manages their medications, such as “/f they ’re taking them out of the bottle or
if they’re using a Mediset [medication organizer] and who fills that Mediset’. This nurse
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also shared that “/f it is somebody that has a caregiver that manages [the medications],

1’d like to grasp their knowledge on how often they ’re doing it, how they know, [and]
which medication to take.” A PCP shared about often using the teach-back technique with
both the patient and the caregiver, especially when deprescribing for patients who are on a
complicated medication regimen.

PCPs and pharmacists reported that patient education on medications is mostly PCP-driven.
A PCP noted the need for adequate time to deliver effective teaching related to medications:
“In an ideal situation, if we had enough staff, | would want to get more than just 15 minutes
to think about these things [medication education] considerably, such as to see my patient
have 1-1.5 hours with a pharmacist and me in the room with a patient’s family member
present”. Yet, due to PCPs’ time constraints, it is helpful for pharmacists and HHC nurses to
contribute to and/or reinforce patient education. One hospitalist shared that “at the end of the
hospitalization”, for patients who take a lot of medications and are discharged to home with
HHC, having “direct access to the home care nurse makes a big difference to [educating]
older patients”, The hospitalist further added that working with HHC nurses enables her

to “know an accurate situation of what is going on in a patient’s life”, to “ have someone

else besides me checking in [with the patient], giving them education, reminding them [that
certain medications have been stopped]’ and “reinforcing that multiple times in a week over
the period of a month or more [while they are receiving HHC services] so that it is ingrained
in the patient, and they are doing what they need to do”.

Besides teaching about medications, it is also important to provide patients with tangible
tools and resources to support them with medication management and to facilitate
deprescribing. Some important tasks related to providing patients with medication support
tools include: 1) developing a customized plan to help patients take medications at home in
a way that works best for each patient’s individual needs, 2) drafting a color-coded action
plan related to medication side-effects (e.g., what to monitor, who to call, and when to visit
the emergency department), 3) making a medication list for the patient to keep in their
possession, 4) assessing social barriers and connecting patients with resources such as low-
cost medication programs and professionals such as social workers, 5) helping the patient
safely dispose of unnecessary medications (i.e., stopped or expired) in their home or at
least separating deprescribed medications from their active medications to avoid medication
errors, and 6) involving caregivers throughout the process.

DISCUSSION

This qualitative study aims to explore key stakeholders’ perceptions of post-acute
deprescribing for older patients in HHC, with two principal findings. First, four categories
of tasks were identified by stakeholders as essential to post-acute care deprescribing in
HHC: (a) review and assessment of medication use; (b) patent-centered and individualized
plan of deprescribing; (c) timely and efficient communication among members of the

care team; and (d) continuous and tailored medication education to meet patient needs.
Second, rated by importance and feasibility, the most important themes that emerged across
stakeholders were patient-centered deprescribing considerations, followed by medication

Clin Ther. Author manuscript; available in PMC 2024 October 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Wang et al.

Page 11

education, medication review and assessment, and care team communication, in descending
order.

Review and Assessment of Medication Use

Medication review and assessment are routinely included in deprescribing interventions

and are of particular importance to post-acute deprescribing, due to the multiple changes

to medication regimen that happen during hospitalization and upon discharge. Though
medication review by itself is rarely an effective approach at improving patient outcomes,>!
it is often the most critical initial step towards deprescribing.18 However, prescribers such as
PCPs rarely have access to a comprehensive, accurate medication list, presenting a barrier
to deprescribing.52-55 In an earlier study, we found that HHC nurses can be instrumental in
obtaining an accurate, complete medication list during home medication review, which is a
routine care process of HHC nurses®8 called “brown bagging”’ 38 indicating that HHC nurses
can facilitate deprescribing during the transition from hospital to home; this is especially
true when the medication review conducted by HHC nurses is shared with providers

to inform decision making on deprescribing (e.g., by using a well-structured format to
highlight problems that may prompt deprescribing and if possible, by providing the HHC
team and providers shared access to the patient’s electronic health records).

Patient-Centered and Individualized Plan of Deprescribing

Patient-centeredness requires providers to “know the patient’ to align deprescribing with
care and life goals that matter most to patients and their families, and the patient’s
preferences and experience with medication use.*357 It is important to develop a patient-
centered deprescribing plan because preferences and experiences of medication use and
care and life goals are often closely related to key rationales for deprescribing, including:
1) a patient’s experience with their medications (e.g., effectiveness, symptom control)

and potential side effects; 2) barriers to medication adherence and management (e.g.,
complexity or frequency of dosing, language and financial barriers); 3) the degree to which
the medication regimen aligns with the patient’s care and life goals; and 4) the patient’s
acceptance of proposed deprescribing recommendations.

Because HHC nurses often make frequent visits to patients in their homes over an
extended period of time (30-60 days or longer), they are in a position to “know the
patient™8 and therefore can potentially help improve patient-centeredness in deprescribing
recommendations. For example, deprescribing decision-making requires the prescriber

to consider the patient’s symptoms, including changes in the symptom targeted by

the medication of interest, new onset of symptoms that may suggest medication side
effects and/or interactions, or withdrawal symptoms following the initial reduction or
discontinuation of medications. Medication adherence is another rationale for deprescribing,
because if a patient has poor adherence to certain medications due to side effects or
unaffordable out-of-pocket costs, identifying nonadherence to medications provides an
opportunity to prescribe alternative medications that are more likely to be accepted and
adhered to by the patient. Because HHC nurses routinely monitor the patient’s symptoms®8
and assess the patient’s medication intake, they can provide valuable insights for providers
regarding symptoms and adherence that may facilitate appropriate deprescribing and/or
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potential prescribing of alternatives, when needed. It is important to note, however, that
despite the unique advantages of HHC nurses at monitoring medication adherence and
symptoms that can serve to prompt deprescribing decision-making of providers, HHC nurses
are often new to the patients and do not have an established relationship at HHC admission.
To help with continuity of care in HHC, it is important that when necessary, to have the
same nurse Vvisit the patient throughout the HHC episode.

Timely and Efficient Communication Among Members of The Care Team

Because health care professionals from multiple disciplines are often involved in the post-
acute deprescribing process, having clear communication channels is important for these
disciplines to collaborate. In this study, tasks related to care team communication were

rated with the lowest levels of importance and feasibility relative to the other categories
across all stakeholders. This finding was surprising because effective communication among
care team members is necessary for interdisciplinary collaboration, including post-acute
deprescribing. Though the reason for this finding is unclear, it may be related to the
perceived low feasibility of communication due to gaps that exist across disciplines based
on stakeholders’ experiences. Examples of common care team communication challenges
include HHC nurses and PCPs making multiple attempts to reach each other, the lack

of an easy way for PCPs to communicate with specialists, the shortage of pharmacists

who work in post-acute care settings, and the lack of interoperability of electronic health
record systems among members of the care team (e.g., HHC, PCP and specialists).38 To
improve care team communication about post-acute care deprescribing, for example, the
reconciled medication list generated by the HHC nurses during home visits should be shared
with the patient’s PCP and other providers, such as by providing all members access to

the same medication list in the electronic health record system and allow updates from

HHC nurses to be reflected in this list. Alternatively, if paper format of medication list

has to be used (as it is the case for most HHC agencies in practice), it can be faxed

from the HHC team to the providers using a well-structured format to present the most
important findings that facilitate providers to decide on deprescribing (e.g., medications with
questions, associated symptoms, patient report of experience). In addition, it is important

to note that six statements in the category of care team communication were rated with

high importance and low feasibility (Table 2), although the overall category of care team
communication was rated with low importance and low feasibility by stakeholders.

Continued and Tailored Medication Education to Meet Patient Needs

Providing effective and adequate medication education for patients is key to decision making
and implementation of deprescribing. Preferably, medication education in deprescribing
should encompass all tasks that are essential to deprescribing, including medication use,

a patient-centered and individualized deprescribing plan, and information about how to
communicate with the care team. Yet, as noted in an earlier study,38 medication education

is often limited to medication use, its effect is often less than ideal, and its frequency is

less than adequate in post-acute HHC. Continuous medication education requires a sufficient
number of HHC visits, which have been limited by recent payment reforms in HHC.>®

In addition, other clinicians in the care team, particularly PCPs and pharmacists, have
indispensable roles in providing patient education related to medication use. Yet, due to the
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limited engagement of pharmacists in post-acute deprescribing and the time constraints of
PCPs,38 their roles in providing medication education during the transition from hospital to
home are also limited.

Strengths and Limitations

First, although we recruited HHC clinicians from 12 U.S. states in consideration of the
large geographic variation in HHC availability and service use,4041 providers and patients
were recruited locally in upstate New York, which may have affected the generalizability
of findings. Rurality of residence, which may affect the patient’s access to post-acute
HHC, was not surveyed in the demographic questionnaire and should be considered in
future studies. Second, the sorting activity in concept mapping may still be cognitively
challenging for some older adults, thus there is a likelihood that only the patients with
relatively higher levels of cognitive function, or relatively intact cognition, participated in
this study. To facilitate the concept mapping activities, we tailored the online instructions
with all participants in mind, especially older patients with lower health literacy levels.

In addition, after learning from several participants about their difficulty following the
online concept mapping instructions, we created a video tutorial as a resource to all online
participants to assist with the concept mapping activity. Last, it is important to note that
these four categories of post-acute deprescribing tasks identified in this study are not
mutually exclusive and they may overlap, such as between patient-centered deprescribing
and tailored patient education on medication. In addition, the categorization of statements
was based on stakeholders’ collective grouping of the statements and there may be other
ways to categorize them other than what was presented here.

The strengths of the study include: 1) combined use of individual qualitative interview and
group-based concept mapping, which yielded both individual perspectives and group-level
perceptions of key stakeholders towards post-acute care deprescribing; 2) the recruitment
of key stakeholders from 12 U.S. states, thus bolstering the geographic representation

of findings; 3) purposeful attempts to recruit older HHC patients from under-represented
racial/ethnic and socioeconomic backgrounds (n=3). We also made accommaodations for
individuals without Internet and email access to participate in the study, such as by mailing
paper copies of concept mapping materials to participants and providing additional staff
support (1-3 hours per patient) to go over the concept mapping activities over the phone
with the patients who did not have access to Internet at home.

Implications for Clinical Practice and Policy

Our study has shown that tasks in post-acute care deprescribing perceived of high
importance by stakeholders include 1) medication review and assessment, 2) developing

a patient-centered and individualized deprescribing plan, 3) clear communication channels
between patient and clinicians and among clinicians in the care team, and 4) tailored and
continuous patient education on medications. Thus, deprescribing practice in post-acute
care should include these tasks. For example, deprescribing recommendations should align
the treatment regimen with goals that matter most to patients and their families (patient-
centeredness), preferably including communication with prescribers, patients and caregivers
about deprescribing recommendations whenever possible to support shared decision-making
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(communication). In particular, patient-centered care is important to improving clinical
practice in building an age-friendly health care system. Thus deprescribing, as an essential
care process, should include considerations of not only the “Medications”, but also
“Mentation”, “Mobility” and “What Matters Most”.57 To facilitate communication and
information sharing among clinicians within the care team about deprescribing, it may be
useful to provide an accurate list of medications and related problems, preferably structured
to match patients’ needs®0.:61 to facilitate medication review and education, and to make this
list accessible to all members of the care team to promote shared communication about
deprescribing recommendations (communication). Dedicated reimbursement structures
should be developed to support PCPs, pharmacists and HHC nurses to provide high-
quality care for tasks essential to post-acute deprescribing. Thus, the focus of post-acute
deprescribing should be to create a synchronous implementation of these tasks by the
appropriate care team members.

CONCLUSIONS

Providing patients with continuous medication education, conducting medication review
and assessment, and ensuring effective communication among the care team members and
patient-centered considerations are essential tasks for successful deprescribing during the
hospital-to-home transition. Members of the care team, including HHC nurses, PCPs, and
pharmacists as well as specialists, should be supported with the necessary information,
resources and tools to inform care processes and effectively collaborate in deprescribing,
such as to determine responsibility for each essential task during such care transitions where
time and support at often limited for patients and their clinicians.
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Highlights

Deprescribing needs for post-acute home health care include assessment and
review of medication use, patient-centered deprescribing recommendations,
effective and continuous patient education, and timely and efficient
interdisciplinary communication and collaboration among care team
members.

Developing patient-centered deprescribing practice was considered the most
feasible and important by stakeholders.

Communication was considered essential to post-acute care deprescribing
during the individual interviews, yet it was rated the lowest in feasibility
and importance by stakeholders in group-based concept mapping. Such a
conflict may be due to challenges and frustration that clinicians experience
with communication in real life.

Multiple routine tasks of stakeholders, including home health care nurses,
primary care providers and pharmacists, are foundational for deprescribing in
post-acute care.
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Figure 3.

Feasibility and Importance Ratings Per Category (Clinician Stakeholders) Appendix 1.
Demographic Characteristics of Each Stakeholder Group
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Table 1.

Selected Interview Statements in the upper right quadrant of GO-Zone (most feasible and important)

Page 22

the purpose, when/how to take, and safety concerns of medications.

Category Selected Interview Statements in Green ZONE #
An accurate, complete, and updated list of all the medications a patient is taking including 3
prescriptions, over the counter medications, and supplements.

Home-based assessment of the patient’s medication adherence, symptom changes, and potential 5

medication side effects and interactions.

Home health care nurses conducting regular medication reviews. 6

Having home health care nurses as the “eyes and ears” in the patient’s home. 27

HHC nurses assessing if the patient has any language barrier when communicating with the patient 33

Medication review/assess and caregiver.

Primary care providers assessing if the patient has any language barrier when communicating with 34

the patient and caregiver.

HHC nurses assessing the patient’s ability to take medicines correctly including health literacy, 37

mental status, vision, manual dexterity, and nutrition.

Continuous monitoring of medication effects and related symptom changes to ensure safety of 66

deprescribing.

Tools to automatically identify and flag patients with high risk of adverse events related to 69

medication use such as falls, nausea, and dizziness.

Home health care nurses building trust, rapport, and relationship with the patient. 28

Primary care providers building trust, rapport, and relationship with the patient. 29
Patient-centered deprescribing HHC nurses listening to the patient and understanding the patient’s perspectives and experiences 43

considerations with medications.

Allowing the patient to have a voice in the discussion about medication use and changes. 58

Doing what is the best for patient. 70

Home health care nurses letting the primary care provider(s) know if there are issues related to 30

medications such as patients not taking medications correctly or having concerns.

A better-defined role of HHC nurses in initiating proactive communication with primary care 32

provider(s) for patients taking too many medications.

Communication Options for patients to choose the best method to communicate with clinicians about medications. 57
HHC nurses calling the patient’s primary care provider(s) about urgent medication problems while 61
at the patient’s home.

Having clear roles on who responds to the patient’s requests. 71
Understanding how a reduction of medication impacts the underlying medical condition and side 1
effects.

Education Understanding how a reduction of medication impacts patients’ experiences and alignment with 2
patients’ goals of care.
A rationale and an understanding for why each medication is prescribed and indicated. 4
Directly asking patients what they are taking or not taking and the reason for taking/not taking each 11
medication.
Asking if the patient has a way to manage and take their own medications. 14
Educating and involving caregivers to support the patient to take medications correctly 15
Education including medication name, reason for use, and potential side effects. 20
A customized plan to help patients take medications at home in a way that works best for each 21
patient’s individual needs.
Teach back (tell and show me how) during medication education to ensure that patients understand 23
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Category Selected Interview Statements in Green ZONE #

Medication lists and instructions for patients should be in layman’s language. 25
Patients understanding how to reach out to health care providers with questions / concerns about 39
medications.
Patients understanding and “buy-into” the reason(s) for a change in medication before beginning 40
that change.
Patients understanding that they should always take their medications as prescribed and talk to their 41
health care providers before starting, stopping or changing any medication.
Reinforcing ongoing medication education for patients. 67
Acknowledging that some medications cannot be stopped or reduced due to the underlying medical 72
condition.
Patient education that deprescribing can help improve patient’s health outcomes and it does not 82
mean giving up on the patient.
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Selected Interview Statements in the upper left quadrant of Go-Zone (high-importance and low-feasibility)

Table 2.

Category

Statements in Orange ZONE

Medication Review/assess

Primary care providers conducting regular medication reviews.

Involving caregivers to provide information about the patient’s actual intake of medications,
symptoms and side effects.

Assessing social barriers and connecting patients with resources such as access to
medications, low-cost medication programs, and personnel such as social workers.

Primary care providers assessing the patient’s ability to take
medicines correctly including health literacy, mental status, vision, manual dexterity, and
nutrition.

Pharmacist reviewing medications for high-risk patients and making recommendations to
providers.

Repeated assessment of the patient’s ability to take medications as prescribed and actual
intake of medications

Patientcentered
deprescribing considerations

Patients being honest with their health care providers about feelings, needs, and concerns
around medication, symptoms, sideeffects, etc.

Communication

Access to the same medication list for all members of the health care team.

Timely primary care provider(s) follow-up regarding medications after hospital discharge.

A shared communication and document-sharing platform available in real time for all
members in the healthcare team.

Reducing the “noise” and overload in documentation for primary care provider(s) to easily
see medication information from home health care.

Ways for different electronic health record systems to talk to each other to connect the data
silos.

Primary care provider offices coordinating communication about medications with other
providers and home health care.
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Selected Interview Statements in lower right quadrant of Go-Zone (low-importance and high-feasibility)

Table 3.

Page 25

Category | Selected Interview Statements in Yellow ZONE
Home health care nurses brown-bagging (gathering) and reviewing all medications in the patient’s home. 0
Medication review/
assess Home Health Care nurses assessing the patient’s cultural perspectives towards medication use. 5
Communication Home health care nurses using the Situation-BackgroundAssessment-Recommendation structure to 9
communicate with primary care provider(s) about medications
Patient education that more medications are not always better. 2
Medication education for patients and caregivers provided by home health care nurses. 7
A color-coded action plan printed out related to medication 2
side-effects (who to call when, or when to visit the emergency department).
Education Teaching on how to correctly store medications (e.g., not to store nitroglycerin on the window sill). 4
A list of medications for the patient to keep in their wallet / purse. 6
Home health care nurses receiving orientation and ongoing education about pharmacology, high-risk 6
medications and related symptom management.
A comprehensive checklist to remind home health care nurses to complete all medication-related care
processes. 7
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Table 4.

Selected Interview Statements in lower lef quadrant of Go-Zone (low-importance and low-feasibility)

Page 26

Category | Statementsin Orange ZONE
Medication Pharmacists conducting regular medication reviews
Review/assess
Primary care providers assessing the patient’s cultural perspectives towards medication use. 6
Telehealth for providers to assess patient’s condition and functionality in the home setting. 6
Communication Home health care nurses help patients communicate with their primary care provider(s). 4
Pharmacists to help home health care nurses with questions regarding medications. 8
Efforts to reduce documentation burden in home health care regarding medications. 9
Having the same home health care nurse seeing the same patient at regular intervals over a period of time. 0
Primary care provider(s) driving the care for all patients. 1
Primary care provider(s) leading discussions with other providers about medications. 2
Having providers document the rationale for prescribing decisions and being able to see each other’s comments.
Home health care offices coordinating communication about medications with providers. 3
The opportunity for home health care nurse to use telehealth such as video conferencing to communicate with
providers while visiting the patient’s home. 3
Technological support for patients to use telehealth such as video conferencing to communicate with providers. 4
Ways to use telehealth to improve access to care to promote health equity. 5
Ways to use telehealth to update medication lists for patients. 8
Ways to use telehealth to get everyone together on a video visit including the patient, caregiver, and his/her
providers. 9
Ways to recognize and best utilize primary care provider(s)’s limited time. 0
Ways to recognize and best utilize home health care nurse’s limited time. 1
Education Helping the patient to dispose of unnecessary medications in the house. 3
Medication education for patients and caregivers provided by pharmacist. 8
Medication education for patients and caregivers provided by primary care providers. 9
Home health care nurses helping patients obtain needed medications during the transition from hospital to home. 5
Primary care provider(s) driving the medication education for patients. 3
Ways to use telehealth to provide patient education. 7
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