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Appendix 1. Snapshot of the Drug Burden Index clinician interface in Electronic Medical Records 

 

 

 

 

 



Appendix 2. Snapshot of the pharmacy patient list in Electronic Medical Records 

 

 

 



Appendix 3. Hypothetical case demonstrating the stewardship process to identify and recommend 
deprescribing opportunities 

 

Background 

Mrs AB, who is a 78-year-old female living with daughter, presents with a fall and confusion.  

Past Medical History Medications on admission 

Cardiac 
Ischaemic heart disease 
Hypertension 
Hypercholesterolaemia  
 
 
 
Musculoskeletal 
Osteoporosis 
 
 
Osteoarthritis- total knee replacement 
 
Gastrointestinal 
Gastro-oesophageal reflux disease 
 
Psychological 
Depression 
 
 
Geriatric syndromes 
10 falls in the last year 

 
Ramipril 10mg night 
Amlodipine 10mg morning 
Rosuvastatin 20mg night 
Aspirin 100mg morning  
 
 
Alendronate/ colecalciferol 70mg/ 70 microg 
weekly on Friday 
 
 
Paracetamol SR 1330mg three times daily 
 
 
Pantoprazole 40mg morning 
 
 
Sertraline 100mg morning 
Temazepam 10mg night 
 
 
 
Oxycodone 5mg every 4-6 hourly as needed, with 
maximum 20mg per day (newly commenced in 
hospital for pain) 
 

 

Drug allergies or intolerances  

Penicillin- rash 

DBI on admission 

Sertraline 0.67 
Temazepam 0.50 
Oxycodone as needed > 0 
Total DBI> 1.17  
 
Management and progress 

The patient is admitted under Geriatric Medicine. Upon questioning, the patient and daughter state that 
Mrs AB lost her balance and fell forwards, hitting her elbow. She is in pain and an elbow X-ray shows a 
right distal humerus fracture. The Orthopaedics team is consulted, with decision made to undertake 
Open Reduction and Internal Fixation surgery, whilst withholding the aspirin.  



When screening for potential contributors to her presenting complaint, causes such as infections were 
ruled out. The blood test results show mild hyponatraemia.  

Stewardship process 

1. Identifying patients eligible for stewardship pharmacist review 

The Pharmacy Patient List flags Mrs AB as having a DBI score greater than zero on admission, warranting 
medication review by the stewardship pharmacist.  

2. Identifying opportunities for deprescribing in eligible patients  

The stewardship pharmacist looks at the DBI Clinician Interface in the electronic Medical Records (eMR), 
which shows DBI-contributing medicines and their contributions to the DBI score. The stewardship 
pharmacist assesses current indication/ benefit for each of these drugs against any potential adverse 
effects they are causing. Of the three DBI-contributing medicines, the patient was taking sertraline and 
temazepam pre-admission. When assessing any potential adverse effects or outcomes from these 
medicines, sertraline may be contributing to falls, hyponatraemia and confusion, which are listed as 
triggers for deprescribing in the ‘Deprescribing Guide for Selective Serotonin Reuptake Inhibitors (SSRIs) 
and Serotonin Noradrenaline Reuptake Inhibitors (SNRIs)’ as shown in Figure 1.  

  



 

Figure 1. Triggers for deprescribing Selective Serotonin Reuptake Inhibitors and Serotonin Noradrenaline 
Reuptake Inhibitors as per the deprescribing guide 

Temazepam may also be contributing to falls and confusion, which are listed as triggers for deprescribing 
in the ‘Deprescribing Guide for Benzodiazepines and Z Drugs’ as shown in Figure 2. 



 

Figure 2. Triggers for deprescribing Benzodiazepines and Z Drugs as per the deprescribing guide 

Upon searching the eMR, there is no additional history documented regarding these medicines, including 
any prior attempts to deprescribe. 

Given oxycodone has a current indication, it is not shortlisted as a potential opportunity for deprescribing 
at the time but a deprescribing target for the future, once pain settles.  

3. Exploring possible deprescribing opportunities with different medication management 
stakeholders 

Given sertraline and temazepam may be causing adverse effects and outcomes, the stewardship 
pharmacist flags these as potential deprescribing opportunities to the hospital medical team, supporting 
these recommendations using the deprescribing guides. The medical team agrees to explore these 
deprescribing opportunities by firstly contacting the usual prescriber, who in this case, is the General 



Practitioner (GP). The GP states that the patient was started on these six years ago, when there were 
significant stressors in her life, including the death of her husband, leading to depression and difficulty 
sleeping. However, depression and difficulty sleeping have not been active issues since then and in the 
context of falls and confusion, the GP agrees to trial deprescribing, with the consensus that there should 
be one deprescribing change at a time. Upon further discussion with the patient and her daughter, they 
agree to deprescribing of both these drugs, expressing preference to start deprescribing temazepam in 
hospital and sertraline post-discharge, once the patient is home.  

With regards to the oxycodone, the medical team agrees to include a recommendation in the Discharge 
Summary for the GP to wean, once pain settles.  

4. Actioning deprescribing opportunities and communication at discharge 

The stewardship pharmacist advises the medical team to reduce the dose of temazepam, monitor for any 
withdrawal effects and trial non-pharmacological measures, as per the deprescribing guide. A snapshot of 
the section on how to deprescribe in shown as an example in Figure 3. 

 

Figure 3. How to deprescribe a Benzodiazepine and Z Drug as per the deprescribing guide 



The stewardship pharmacist also advises the medical team and ward pharmacist to go through the 
Consumer Information Leaflet called ‘Stopping My Benzodiazepine or Z drug (Sleep or Anxiety Medicine)’ 
with the patient and daughter, including discussion of potential withdrawal symptoms. The first page of 
this leaflet is as shown as an example in Figure 4. 

 

Figure 4. Consumer Information Leaflet on deprescribing a Benzodiazepine or Z Drug 

The deprescribing change in hospital (temazepam) and further recommendations for deprescribing 
(temazepam, sertraline and oxycodone) are summarised by the medical team in the Discharge Summary 
using the deprescribing communication templates included in the deprescribing guides. The 
communication template for benzodiazepines is shown as an example in Figure 5. 



 

Figure 5. Communicating Benzodiazepine and Z Drug deprescribing with the General Practitioner at 
discharge 

The links to the relevant deprescribing guides are additionally included in the Discharge Summary for the 
GP.  

Discharge Plan 
1. Discharge home from hospital, with subsequent follow-up with the GP  
2. Temazepam dose has been reduced due to falls and confusion, outweighing effects on difficulty 

sleeping, which is no longer an active issue. Upon discussion with the GP, patient and her 
daughter, temazepam 10mg was reduced to 7.5mg for 2 weeks and then for follow-up with the 
GP. If appropriate, to continue weaning as per the deprescribing guide below: 
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.1-Deprescribing-Guide-for-
Benzodiazepines-and-Z-Drugs.pdf  

3. Sertraline is recommended for weaning due to the adverse effects of falls, hyponatraemia and 
confusion, outweighing effects on depression, which is no longer an active issue. Upon discussion 
with the GP, patient and her daughter, suggest GP to initially reduce dose post-discharge from 
100mg to 75mg for 2 weeks and then for follow-up. If appropriate, to continue weaning as per 
the deprescribing guide below: 
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.3-Deprescribing-Guide-for-
Selective-Serotonin-Reuptake-Inhibitors-SSRIs-and-Serotonin-Noradrenaline-Reuptake-
Inhibitors-SNRIs.pdf  

4. Oxycodone has been commenced newly in hospital for acute pain. Due to falls and confusion and 
the potential for other adverse effects, suggest GP to review ongoing use, monitor pain and 
consider weaning once pain settles. 

Medications at discharge 

Ramipril 10mg night 
Amlodipine 10mg morning 
Rosuvastatin 20mg night 
Aspirin 100mg morning  

https://www.nswtag.org.au/wp-content/uploads/2018/06/1.1-Deprescribing-Guide-for-Benzodiazepines-and-Z-Drugs.pdf
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.1-Deprescribing-Guide-for-Benzodiazepines-and-Z-Drugs.pdf
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.3-Deprescribing-Guide-for-Selective-Serotonin-Reuptake-Inhibitors-SSRIs-and-Serotonin-Noradrenaline-Reuptake-Inhibitors-SNRIs.pdf
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.3-Deprescribing-Guide-for-Selective-Serotonin-Reuptake-Inhibitors-SSRIs-and-Serotonin-Noradrenaline-Reuptake-Inhibitors-SNRIs.pdf
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.3-Deprescribing-Guide-for-Selective-Serotonin-Reuptake-Inhibitors-SSRIs-and-Serotonin-Noradrenaline-Reuptake-Inhibitors-SNRIs.pdf


Alendronate/ colecalciferol 70mg/ 70 microg weekly on Friday 
Calcium 500mg midday (NEW) 
Sertraline 100mg morning (RECOMMENDED TO WEAN) 
Temazepam 7.5mg night (RECOMMENDED TO FURTHER WEAN) 
Pantoprazole 40mg morning 
Paracetamol SR 1330mg three times daily 
Oxycodone 5mg every 4-6 hourly as needed, with maximum 20mg per day (NEW, RECOMMENDED TO 
WEAN) 
 
DBI at discharge 

Sertraline 0.67 
Temazepam 0.43 
Oxycodone as needed > 0 
Total DBI> 1.10 



Appendix 4. Sensitivity analysis that included patients in the transition periods as separate categories 

Analysis Control Transition 
(from Control to Intervention) 

Intervention Transition 
(from Intervention to Stewardship) 

Stewardship 

Crude DBI reduction 29.9% (43/144) 22.7% (5/22) 37.5% (66/176) 50.0% (9/18) 43.1% (59/137) 
Adjusted DBI reduction† 31.4% [24.6, 38.4] 17.2% [5.1, 32.2] 37.8% [30.7, 45.0] 41.3% [20.5, 67.3] 43.3% [35.0, 51.5] 
Adjusted risk difference† Reference -14.2% [-28.1, 1.9] 6.5% [-3.7, 16.8] 9.9% [-11.9, 35.3] 11.9% [1.2, 22.2] 

NNT Reference NS NS NS 9 
Abbreviation: DBI, Drug Burden Index; NNT, number needed to treat, NS: adjusted risk difference not statistically significant, †: age, sex, length of stay and the 
number of DBI-contributing medications at admission were adjusted. 

Appendix 5. Sensitivity analysis that included patients in the transition periods into the precedent period 

Analysis Control + Transition 
(from Control to Intervention) 

Intervention + Transition 
(from Intervention to Stewardship) 

Stewardship 

Crude DBI reduction 28.9% (48/166) 38.7% (75/194) 43.1% (59/137) 
Adjusted DBI reduction† 29.2% [22.4, 36.1] 38.2% [31.4, 45.3] 43.3% [35.4, 51.1] 
Adjusted risk difference† Reference 9.0% [-0.7, 18.5] 14.0% [3.7, 25.0] 

NNT Reference NS 8 
Abbreviation: DBI, Drug Burden Index; NNT, number needed to treat, NS: adjusted risk difference not statistically significant, †: age, sex, length of stay and the 
number of DBI-contributing medications at admission were adjusted. 

 

Appendix 6. Sensitivity analysis that included patients in the transition periods into the antecedent period 

Analysis Control Transition 
(from Control to Intervention) + Intervention 

Transition 
(from Intervention to Stewardship) + Stewardship 

Crude DBI reduction 29.9% (43/144) 35.9% (71/198) 43.9 (68/155) 
Adjusted DBI reduction† 31.3% [24.0, 39.0] 35.3% [29.1, 42.0] 43.1% [35.4, 50.4] 
Adjusted risk difference† Reference 4.1% [-6.6, 13.3] 11.9% [0.6, 22.6] 

NNT Reference NS 9 
Abbreviation: DBI, Drug Burden Index; NNT, number needed to treat, NS: adjusted risk difference not statistically significant, †: age, sex, length of stay and the 
number of DBI-contributing medications at admission were adjusted. 


