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Discontinuation of Medications at End of Life 

Discontinuing medications at end of life is often a difficult decision for hospice clinicians, 

physicians, and families.  The data dictating discontinuing medications in palliative care is very limited, therefore, the decision to discontinue medications must be individualized. 

To guide the discontinuation of drug therapies, consider the following model for appropriate prescribing for patients at end of life: 

A.  Remaining Life Expectancy 

   What is the patient’s life expectancy? 

B.  Time Until Benefit 

   How long does it take to see benefit from a particular medication? 

   Will the therapy help to achieve a short term goal, such as symptom management 

or is it prescribed to prevent a complication in the future? 

C.  Goals of Care 

   What is the shared decision amongst the patient, family and physician about goals 

of care and how does the therapy fit these goals (e.g. palliative versus curative 

versus life prolonging)? 

D.  Treatment Targets 

   Palliative targets versus other treatment targets (life prolongation, prevention of 

morbidity and mortality, maintenance of current state or function, and treatment of acute illness)? 

A Guide to Medication Discontinuation in End of Life or Advanced Disease

Cardiac Medications
Indication

Statins
Cholesterol

(i.e. Lipitor®)
lowering

ACE Inhibitors
Hypertension;

(i.e.  Zestril®)
post-myocardial

event prevention

Beta-Blockers
Hypertension;

(i.e. Lopressor®)
post-myocardial

event prevention

Diuretics
Fluid retention (i.e.  Lasix®)


Recommendations for Dose Reduction & 

Discontinuation

Likely to have a long-term benefit versus palliative 
effect and should be discontinued. Side effects of 
myopathy and increased risk of drug interactions.

If patient becomes hypotensive, reduce 
dose/frequency.  If renal function deteriorates, 
consider discontinuing ACE Inhibitor therapy.

If patient becomes hypotensive, reduce 
dose/frequency. Beta-blocker reduction should be done gradually to avoid significant clinical 
deterioration. If volume overload occurs or persists, taper off beta-blocker therapy. If patient fatigued and heart rate does not increase with exertion, consider lowering beta-blocker dose.

If patient restricts sodium and water intake, consider reducing dose or discontinuing therapy 
Anticoagulants/Antiplatelets (i.e. Coumadin®, Plavix®)

Respiratory Medications

Maintenance Handheld Inhalers

(i.e. Spiriva®)

Beta-agonists and 
anticholinergics 
(i.e. Ventolin®)

Diabetic Medications

Insulin

(i.e. Novolin®)

Renal Medications

Phosphate Binders (i.e. PhosLo®)

Calcitriol

(i.e. Rocaltrol®)

Alzheimer’s/Dementia 

Medications

Cholinesterase Inhibitors (i.e.  Aricept®)

NMDA Antagonist 
(i.e.  Namenda® )




Stroke prevention, deep-vein

thrombosis 
prevention

Indication

To prevent

exacerbations of respiratory

symptoms

To treat

exacerbations of respiratory

symptoms

Indication

Blood sugar control (may be for

maintenance or as needed)

Indication

Control PTH levels

Regulation of

calcium/phosphate levels

Indication

Alzheimer’s Disease

Dementia




Used for prophylaxis and offer no symptom palliation. Some require invasive laboratory monitoring.

Significant potential for adverse events that may outweigh benefit in end of life care.

Recommendations for Dose Reduction & 

Discontinuation

If patient or family is unable to properly administer handheld inhalers or concern with full doses being received due to patient status, consider use of

nebulizer solutions +/- oral opioids for air hunger.

Overutilization can lead to increased heart rate and CNS stimulation.  Patient may appear to be anxious or in agitated state.

Recommendations for Dose Reduction & 

Discontinuation

Subcutaneous injections and finger sticks may 
compromise quality of life.  As patient loses the ability to swallow, oral intake diminishes in conjunction with the need for glycemic control.

Recommendations for Dose Reduction & 

Discontinuation

Medications often cause GI side effects so may not be useful in hospice setting. Substitute with symptomatic interventions for pruritus if indicated.

Calcitriol use may be associated with calcific uremic 
arteriolopathy (CUA) seen in patients with end stage 
disease.  Condition characterized by tissue ischemia 
due to calcification of subcutaneous tissue and small 
arteries.

Recommendations for Dose Reduction & 

Discontinuation

No clinical evidence to support symptomatic or 
behavioral benefit in end of life care.  Potential for adverse effects. May be seen as prolonging a poor quality of life. 
Chemotherapeutic Agents

Palliative Chemotherapy 
(PCT)

(i.e. Tarceva®)

Vitamins/Supplements

Multivitamins Folic Acid

Bisphosphonates 
(i.e. Fosamax®)




Indication

Non-curative

intent; prolonged survival/improved quality of life

Indication

Poor oral intake; 
wound healing

Bone loss 
prevention




Recommendations for Dose Reduction & 

Discontinuation

Evaluate plan of care as patients on PCT are more 
frequently admitted to the hospital and die less often 
at home.  Evaluate patient’s performance status to 
determine if he/she is fit enough to benefit from 
palliative chemotherapy and if they will survive long 
enough to benefit from treatment. Toxicity usually 
exceeds benefit when the patient’s KPS/PPS is <50 or 
ECOG <3.

Recommendations for Dose Reduction & 

Discontinuation

No real proven effectiveness in end of life and no 
palliation of symptoms. Side effects of constipation and 
nausea.

Discontinuation after 5 years of use does not appear to significantly increase fracture risk.  No palliative

benefit.  Difficult to take for those who are unable to swallow water, remain upright for 30 minutes after administration (to prevent esophageal irritation),

and/or have poor oral intake. 

                                               References: 

1.   Alabama Hospice Organization Website.  http://www.alhospice.org/faq.htm.  Accessed 

5/24/2011. 

2. 
“Discontinuing Medications at the End of Life” by Jennifer Good, MD. 

www.pahomecare.org/_.../Advanced_System_Management-
Discontinuing_Medications_at_End-of-Life--Good___Mihalyo.ppt.  Accessed 5/24/2011 

3.   McPherson, ML. Palliative Care and Appropriate Medication Use in End-Stage Heart 

Failure. Medscape Nurses; May 2007. 

4.   Holmes HM, Hayley DC, Alexander GC, Sachs GA.  Reconsidering Medication 

Appropriateness for Patients Late in Life.  Arch Intern Med 2006; 166: 605-609. 2010 
p319. 

5.   Matzo M, Witt Sherman D. Palliative Care Nursing: Quality Care to the End of Life 3rd Ed. 

                                              6.   Nappa U, Lindqvist O, Rasmussen BH, et al. Palliative Chemotherapy during the last 

month of life. Annals of Oncology 2011; doi: 10.1093/annonc/mdq778

                                               7.   Black DM, Schwartz AV, Ensrud KE, et al. Effects of continuing or stopping alendronate 

after 5 years of treatment: The Fracture Intervention Trial Long-term Extension (FLEX): A 

randomized trial. JAMA. 2006;296:2927-2938.[PubMed]. 



V1.1.2014 

