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The King’s Fund report on Polypharmacy
and Medicines Optimisation1 high-

lighted a number of issues and suggests
ways to tackle them. The term “deprescrib-
ing” is increasingly used to describe stop-
ping medicines,2,3 and recognises the
importance of deciding alongside the
patient which medicines can be stopped
safely and appropriately; in many ways this
is just as challenging as choosing to pre-
scribe a treatment in the first place. It is also
necessary to recognise the importance of
considering stopping medicines as a key
task within the medication review.

The need for review
There is much evidence and advice on
when to initiate a medicine, but unfortu-
nately there is far less to help support deci-
sions to stop therapy. There is also limited
training of clinicians to help make these
decisions. There are many reasons why
withdrawing a medicine might be benefi-
cial, ranging from a serious adverse reac-
tion to a lack of clinical response. A change
in the circumstances of a patient or their
disease state may make the risk-benefit
profile of certain medicines unfavourable.
New evidence and changing guidelines may
also affect the desirability of using a partic-
ular medicine. A general concern is that it
is relatively easy to think of reasons to add

to a medication regime but often little
thought is given to deciding if a treatment
is no longer necessary, and the number of
medicines can accumulate. This can make
it less easy for the patient to adhere to the
treatment regimen and the burden of taking
medicine may even detract from the
patient’s quality of life. Possibly the key
stage to deprescribing is when treatment is
first initiated. Think of this as a trial of ther-
apy; it is important to review the effects, and
adverse effects, before further prescrip-
tions are issued. Also consider if another
treatment can be stopped or substituted as
a result of the prescription. 
As a rule of thumb items should not be

designated as repeat prescriptions until
these steps have occurred and stable use
is established. Most medicines do not need
to be used lifelong and all prescribers
should frequently reassess the risk-benefit
profile of all prescriptions. In some in-
stances the deprescribing process can re-
quire clinically and ethically challenging
decisions; for example, when to stop pre-
ventative treatments such as blood pres-
sure lowering drugs as people enter the
phase towards the end of their lives. 

Frailty and end of life
The sensitive process of deprescribing
comes to the fore as patients with complex
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In this fourth article in a
series on polypharmacy, we
consider the importance of
stopping medicines and offer
a practical guide on how and
when to “deprescribe”.

Table 1. Stopping Medication a bulletin from the Welsh Medicines Resource Centre (WeMeReC)6

Suggested questions a clinician could ask regarding continuation of prescribed
medicines, particularly at the time of medication review
• Is the drug still needed?
• Has the condition changed? 
• Can the patient continue to benefit?
• Has the evidence changed?
• Have the guidelines changed?
• Is the drug being used to treat an iatrogenic problem?
• What are the ethical issues about withholding care?
• Would discontinuation cause problems? Some therapies should not be stopped
abruptly following long-term use. 



conditions or multimorbidity age and
become frail, and treatments intended to
prevent events over several years become
less meaningful. It may be that they had
initially been prescribed as “treatments
for life”. At this point prescribers must
identify when it is appropriate to broach
the subject of scaling back or stopping
treatment. This requires careful discus-
sion with the patient, and their relatives
and carers, as people’s views and per-
spectives may differ.  
      This transition from disease-modifying
treatment towards a palliative approach to
care can be a challenge.4 One approach to
the circumstance of judging potential for
continued benefit from treatment is to ask
the question described in the Gold
Standards Framework for people nearing
the end of life:5 “Would I be surprised if this
person were to die in the next few months
or the next year?” If the answer is “no” it
should trigger a discussion with the patient
and caregivers about beginning a review
of goals of care, with consequent revision
of treatments and limitations on investiga-
tions. For patients who have borne a large
burden of multiple drug treatments, fre-
quent diagnostic testing, and numerous
healthcare appointments, making this
transition to care which is simpler and eas-
ier is often a relief.4

Practical tips on stopping
medicines
Stopping Medication a bulletin from the
Welsh Medicines Resource Centre sug-
gests various questions a clinician could
ask regarding continuation of prescribed
medicines (see Table 1). The latter point:
“Would discontinuation cause problems?
Some therapies should not be stopped
abruptly following long-term use” is impor-
tant as sometimes, although there may
be valid reasons to stop treatment, abrupt
cessation can cause harm if the body has
adjusted to the physiological effects of the
drug. This is fairly well recognised with
drugs like benzodiazepines and antide-
pressants but may be less well recognised
with drugs like beta-blockers.7 A rule of
thumb is always to be careful in taking
treatments away and organise reviews to
look for adverse consequences. There is
usually no hurry and thought needs to be
given to the particular order to taper or

eliminate treatments. If there are recog-
nised discontinuation syndromes it is
important that the patient and carers are
given advice on what these might be and
guidance on how long these may persist.
A practical framework to guide this
process is provided in Table 2.

Describing benefits and harms
In our King’s Fund Report on poly pharmacy
we discussed that clinicians practice in an
environment where evidence-based medi-
cine is the accepted practice but that the
majority of clinical trials focus on single in-
terventions in subjects who have been
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General advice
• Always regard starting a treatment as a trial
• Always regard stopping a treatment as a trial
• Unless there are significant adverse drug effects there is usually plenty of time to
stop or taper medicines one after another

• Consider discussing with other clinicians and develop a clinical management plan
to aid continuity.

Recognise the need to stop a medicine
• Any new problems or symptoms? Could these be related to adverse effects?
• Review the patient’s and/or carer’s concerns about the medicine
• Consider the preferences of the patient (and/or carer)
• Is there still a clear clinical indication for the treatment (often this may be unclear 
or forgotten)

• Has the clinical condition of the patient changed? 
• Have the evidence or guidelines changed since a drug was initiated?
• If more than one medicine can be stopped, which one should be stopped first? 

Reduce or stop one medicine at a time
• As much as possible reduce or stop one medicine at a time. If problems develop it
is then easier to know what the likely cause may be

• Taper medicines when appropriate – examples where this may be particularly
important include: opioids, antidepressants, antipsychotics, beta-blockersa,
hypnotics

• Give patients (and/or carers) advice on any symptoms that might be expected
when drugs are withdrawn. Often reassurance is all that is needed

• If in doubt taper, as it is safer
• For many medicines the first step in tapering is to halve the dose
• Establish if the patient’s symptoms, conditions or risks can be managed with a
lower dose or whether the medicine can be stopped completely

• Once tapering has begun, ask the patient to note any symptoms that may suggest
a more gradual withdrawal is required.

Check for benefit or harm after each medicine has been stopped
• Ask the patient if any changes or problems have occurred after a medicine has
been stopped

• Beneficial effects may indicate that the decision to reduce or stop the medicine 
was correct

• If symptoms of the initial condition return and are troublesome, despite gradual
tapering, then it may be that the medicine cannot be stopped completely.

aThe issue with beta-blockers may be under-recognised. They are often associated with
adverse withdrawal events. Abrupt withdrawal may cause rebound hypertension, tachy-
cardia, arrhythmia or angina.7

Adapted from: A practical guide to stopping medicines in older people. Best Practice Journal
2010; New Zealand, from http://www.bpac.org.nz/BPJ/2010/April/stopguide.aspx
(Accessed 29 December 2014)

Table 2. Practical framework to guide stopping medication



chosen because they have relatively few
other co-morbidities. The impact of com-
bining multiple interventions is rarely ex-
amined, nor is the effect outside this
relatively artificial clinical trial environ-
ment. In rationalising drug regimens and
considering deprescribing in the context
of polypharmacy the most important in-
terventions should be maximised and
treatments continued that are likely to
give greatest benefit with smallest harm.
In this way the pill burden can be re-
duced, with the potential for greater con-
cordance, but with greatest improvement
in health outcome. 
Several recent resources from Wales

and Scotland on polypharmacy have
looked at this in more detail.7,8 To aid
choice of treatments they give tables of
absolute benefit expressed in terms of
numbers needed to treat (NNT). These
resources provide useful information on
drugs that are most associated with
harm but unfortunately the availability of
resources giving information on absolute
risk or numbers needed to harm (NNH)
are relatively few. A useful way of looking
at these data to aid deprescribing deci-
sions are to consider for an individual pa-
tient the time over which the NNT or NNH
are expected to accrue. For example,
many cardiovascular trials looking at pre-
ventative interventions are for around
five years, and thus a key consideration
is whether the patient may have time to
see the benefit proposed – some re-
searchers have suggested using an esti-
mate of the likelihood of “time until
benefit” when considering whether to
continue to prescribe.9

In making such decisions the prefer-
ence and values of patients, and their
family and carers needs to be carefully
considered and the importance of this
step cannot be overstated. People have
different views about which event they
are most keen to avoid. For example, in
deciding to take an anticoagulant in atrial
fibrillation, the concern about having a
haemorrhagic event might be outweighed
by the dread of a having a disabling
stroke. Some people wish to have every
available medical intervention, but others
are more sanguine and are prepared to
let nature take its course. These views
need careful exploration. Increasingly pa-

tient decision aids are used to help sup-
port this decision making. In the example
given on atrial fibrillation the number of
smiling or frowning faces can pictorially
represent absolute benefit and harms.10

However, even these need careful and
tactful use as how best to use these is
still a subject for research and people’s
attitude to their use will vary.11

The role of clinical pharmacists
in deprescribing
One concern about the scale of polyphar-
macy and the increased need for struc-
tured medicines optimisation is the
amount of time and resources involved.
Pharmacists trained in providing clinical
advice on medicines use are a valued
asset and the PINCER study demon-
strated how they can be harnessed to
reduce inappropriate prescribing and
improve the safety of prescribing.12 A
study from Northumbria conducted in
2012 demonstrated the potential for
medication review and stopping medi-
cines in care homes by “clinical pharma-
cists” and also suggested that this work
could be cost effective.13

      The study involved pharmacist pre-
scribers carrying out medication reviews
with residents and involving their fami-
lies. They demonstrated that out of the
422 residents reviewed, 704 medicines
(19.5 per cent) from 3602 medicines
were stopped which equated to 1.7 med-
icines stopped for each resident
reviewed. The main reasons for stopping
medicines were that there was no cur-
rent indication or the residents’ request
to stop. Forty-six were stopped because
of harm to patients. The researchers
estimated that for every £1 invested in
the intervention, £2.38 could be
released from the medicines budget. 

Conclusion
Polypharmacy is common and can be
appropriate or problematic. An essential
part of managing people on multiple
medications is the need for a structured
medication review. The need for medica-
tion can change over time and continued
prescribing may be unnecessary, so in
many instances medication can be
stopped. However, people may be “wed-
ded” to their treatment or even have

been told that it is required for life. Also,
there may need to be a decision about
which treatment gives the most valued
outcome. 
      Therefore, the process of stopping
medication requires careful counselling
and a shared decision needs to be
agreed with the patient and/or carers.  In
some instances the drug dose should be
carefully reduced or tapered and stopped
over time. Ideally where there are several
drugs to stop this should be done one at
a time. Deprescribing is thus a complex
process, requiring a similar level of skill
to that which should be required to pre-
scribe a drug in the first place, and is
something that should be considered
more frequently as part of routine clinical
care.
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