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Deprescribing, defined as “the super-
vised withdrawal of inappropriate 

medicines,”1 is increasingly advocated 
as a response to the rising tide of mul-
tiple medicines use in individuals (poly-
pharmacy). Around half the population 
of England take at least one medicine 
and more than a third of those aged 75 
years or over take at least four. In 2010, 
a Scottish study found that 5% of peo-
ple were taking 10 or more regular med-
icines.2 In England in 2015/16, 995.3 
million prescriptions were dispensed by 
pharmacies, an increase of 45% com-
pared with 2006/07, and a further 84.6 
million dispensed by GPs, suggesting an 
ever-increasing trend of polypharmacy.3 
 Guidelines are a major driver for this 
trend but, if slavishly followed, individual 
patients with multimorbidity then have an 
increased risk of drug-drug interactions,4 
adverse drug reactions and poor adher-
ence. These all contribute to poorer clini-
cal outcomes. In addition, polypharmacy 
creates an increased burden for the patient 
(and/or their carer) whose time and effort 

must go into organising supplies and 
mechanisms for remembering to adminis-
ter medicines and monitor the outcomes.
 The King’s Fund report published 
in 20135 suggested that polypharmacy 
could be divided into “appropriate” and 
“problematic”, where problematic poly 
pharmacy was defined as when “multiple 
medications are prescribed inappropri-
ately, or where the intended benefit of the 
medication is not realised.” It has been 
argued that this report, as well as the 
more recent NICE guideline on medicines 
optimisation,6 is primarily based on the 
biomedical perspective.7 

Reasons for deprescribing
For a patient, medication appropriate-
ness relates to broader issues including 
psychosocial aspects, day-to-day expe-
riences of managing their medicines, 
effectiveness, side-effects, anxieties 
and concerns about medicines gener-
ally and, for some, the cost of paying for 
medicines, as well as relationships with 
health professionals.8,9 
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 As a health professional, how often 
do you stop to think about how on earth 
people cope with using all the medi-
cines you prescribe for them? How many 
times a day do you consider if you really  
should add yet another medicine to the 
already long list of repeat prescriptions? 
Do you ever think: “I really should consider 
stopping some of this patient’s medi-
cines”? But how to do so within the con-
straints of a short consultation, and is this 
what patients want? Little research has 
sought the views of patients or their carers 
on the desirability of stopping medicines.
 The medicines optimisation model 
advocated by, among others, the Royal 
Pharmaceutical Society10 does include the 
need to understand patient experiences 
as the first of its four fundamental princi-
ples, the remainder being: evidence-based 
choice of medicines, ensuring safe use of 
medicines and making medicines optimi-
sation part of routine practice. There is a 
growing body of evidence that shows that 
there are risks to patients’ well-being and 
social functioning from having to manage 
large quantities of medicines every day. 
The PRIMM conference brought together 
speakers and researchers with an interest 
in this topic. 

Process of deprescribing
Professor Nina Barnett, a consultant 
pharmacist for older people in the 
Medicines Use and Safety Team, NHS 
Specialist Pharmacy Service at London 
Nor th West Healthcare NHS Trust, 
described seven steps in a consultation 
model. This model aimed to reduce the 
numbers of medicines prescribed for 
individual patients, otherwise known as 
deprescribing.11 These steps are: 
Step 1: Assess the patient
Step 2: Define overall context and goals
Step 3: Identify medicines with potential 
risk
Step 4: Assess risks and benefits in con-
text of individual patient
Step 5: Agree actions to stop, reduce 
dose, continue or start
Step 6: Communicate actions with all 
interested parties
Step 7: Monitor and adjust regularly. 

While this may seem to be a tall order 
for a short consultation, Prof Barnett has 

shown that it is not. By agreeing to pri-
oritise one or two issues per consulta-
tion, all can be achieved within 5 to 15 
minutes. A shared agenda is critical to 
success; understanding what the patient 
wants to achieve from the medicines 
review together with your identification 
of clinical priorities. Communication of 
actions and follow-up, with the patient, 
carers and other health professionals, is 
key to safe, effective practice.
 These steps are not dissimilar to 
those recommended by Scott et al. in their 
article on the process of deprescribing.12 
She also emphasises the importance of 
language in consultations. Polypharmacy 
is not a term that patients are likely to 
be familiar with, nor is deprescribing. She 
suggests not talking to an individual about 
polypharmacy, which may sound like them 
having “too many medicines”, but instead 
aiming to reach agreement on “the right 
number for you”, through a process of 
ongoing “trial and review”. 
 It is important to recognise that 
deprescribing is not just something to 
be considered in the context of end-of-
life care and for reasons of medication 
safety.3 Nor is it only in general practice 
where deprescribing should be happen-
ing. While deprescribing can be relevant 
to patients of any age, it is especially 
relevant to older patients. It may involve 
other settings relating to older people, 
such as old age psychiatry and care 
homes,13 where review can be beneficial, 
or simply the acute hospital setting.14

Evidence-based deprescribing
Once you realise that a patient is strug-
gling to cope with their medicines, and 
has decided that deprescribing may be 
appropriate, what then? Algorithms, 
which involve tapering or cessation  
of undesirable medicines (see Table 1), 
can help guide clinical decisions in reduc-
ing medicines, although again it could  
be argued these are clinician- rather  
than patient-driven guidelines and may 
focus too heavily on reducing medicine 
costs. 
 There is a lack of evidence on the 
effectiveness and sustainability of depre-
scribing, as well as insufficient validation. 
There is a dearth of effective interven-
tions to reduce polypharmacy in general, 
as shown by a Cochrane review,15 which 
concluded that “it is unclear if interven-
tions... such as pharmaceutical care 
[reviews], resulted in a clinically signifi-
cant improvement; however, they appear 
beneficial in terms of reducing inappro-
priate prescribing and medication-related 
problems.” The authors suggested that 
“interventions that focus on difficulties 
that people experience with daily func-
tioning… may be more effective.”

Identifying patients who may 
benefit from deprescribing
What if the patient does not tell you 
they are having difficulties? Strategies 
for identifying patients with potential 
problems arising from polypharmacy 
are currently based mainly on numbers 

Beers criteria
A list of medications that are less appropriate for use in older people

STOPP/START tool
A list of prescribing scenarios that are less appropriate in older people. A user-
friendly version is available from NHS Cumbria. The original is available at: http://
medicines.necsu.nhs.uk/download/stopp-start-2-cumbria-screen-version/

MedStopper 
A Canadian web-based tool that helps prioritise medicines to stop and gives 
guidance on how to withdraw medicines. Available at: www.medstopper.com

PolyPharmacy Guidance
A Scottish web-based tool that summarises the evidence base for specific groups 
of medicines; the provision of numbers needed to treat (NNT) can help facilitate 
patient-centred discussions around whether or not to continue medications. 
Available at: http://www.polypharmacy.scot.nhs.uk

Table 1. Widely used algorithms to assist in tapering or stopping undesirable medicines
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of medicines or the presence of poten-
tially inappropriate medicines. Dr Denis 
O’Mahoney from University College 
Cork presented his unifying theory at 
the PRIMM conference, which indicates 
that polypharmacy is a core problem 
in relation to adverse drug events. He 
said that inappropriate overprescribing 
in response to complex co-morbidity is 
the major contributor to these problems. 
He defined an inappropriate medicine as 
one that: 
• Has the wrong, or no, indication
• Has an unacceptably high risk of an 
adverse event
• Is unnecessarily expensive
• Is given for too short or too long a time 
period. 

This philosophy led to the development 
of the widely used Screening Tool of 
Older People’s Prescriptions (STOPP).16 
Research from his group has shown that 
the proportion of potentially inappropri-
ate prescribing is 21% in primary care, 
but much higher in secondary care and 
care homes. Use of the tool enables 
the identification of avoidable adverse 
events and improvement in a range of 
outcomes.17-19 Hence the NICE guideline 
on medicines optimisation advocates 
using the STOPP/START tool to identify 
patients who should be targeted for med-
ication reviews. 
 Both these approaches (focusing 
on the number of medicines and the 
presence of inappropriate medications) 
to identify patients at risk of problems 
from polypharmacy adopt the biomedical 
approach. The patient’s lived experience 
is just as important.20 Instruments that 
measure the burden of polypharmacy 
from the patient’s perspective could not 
only help to ensure that this is indeed 
placed at the centre of any intervention 
or consultation, but may also provide an 
alternative means of identifying patients 
who may benefit from intervention.21,22 
One new instrument that may prove use-
ful in future is the Living with Medicines 
Questionnaire.22

Individualised prescribing
Identifying patients who may have prob-
lems with multiple medicines is one thing, 
but ideally it is better for it not to develop 

in the first place. Dr Joanne Reeve, an aca-
demic GP, posits that a different approach 
to the consultation may be needed, 
which helps you to “go off protocol”. At 
the PRIMM meeting, she described the 
School for Advancing Generalist Expertise 
(SAGE) consultation model for generalist 
practice.23 This model supports personal-
ised decision making; that is, interpretive 
practice that goes beyond the application 
of guidelines to an individual patient. 
There are five steps in this consultation 
model (see Table 2). 
 She argued that using this model 
allows GPs and other health profession-
als to make decisions that are ‘off-pro-
tocol’ with confidence, tailoring these to 
individual patients. Providing individually 
tailored care to patients with polyphar-
macy was the subject of a recent survey 
led by Dr Reeve.24 A total of 444 health 
professionals responded, with nurses 
making up the majority of respondents 
(53%); 22% of respondents were GPs 
and 20% pharmacists. One-third of the 

respondents claimed to be providing indi-
vidualised prescribing, with GPs being 
least likely to be doing so. 
 There are a number of barriers to GPs 
prescribing outside guidelines while provid-
ing generalist care, including clinical skills, 
organisational context and medicolegal 
concerns. These barriers limit the uptake 
of deprescribing. However, deprescribing is 
a fundamental part of prescribing, and the 
routine review of medicines should include 
consideration of whether the medicines are 
still appropriate. An article co-authored by 
Prof Barnett concluded that: “When depre-
scribing is undertaken in partnership with 
patients, supported by the knowledge, 
skills and experience of both patient and 
clinicians and the patient’s values and 
preferences based on clinical skill, judge-
ment and evidence-based medicine, law 
presents no barriers to deprescribing.”25

Taking frailty into account 
Many researchers, as well as individual 
practitioners, are now grappling with the 

Step Process Purpose Clinician self-check

1 Data collection To seek to understand the 
relative demands on, and 
resources available to, an 
individual, to cope with illness 
and its management

Did I collect an 
appropriate range of 
data?

2 Interpretive 
process

To draw on multiple sources 
of information, including the 
patient’s understanding of 
illness and disease, as well 
as the professional’s and that 
of the scientific community

Did I use the data 
to make a shared 
decision?

3 Explanation 
offered

To use the knowledge from 
step 2 to decide whether or 
not it is in the patient’s best 
interests to medicalise their 
illness experience

Did my decision 
support or address 
improving health as 
a resource for living?

4 Generalisability To review the decision made 
in step 3

Would I have made 
the same decision 
for others?

5 Evaluate validity To review the impact of the 
decision in terms of the extent 
to which it supports restoration 
or continuity of daily living and 
reduction in illness

Did my decision 
making make a 
difference for this 
individual?

Table 2. Personalised decision-making in generalist practice 
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problems of doing something about poly-
pharmacy. Some ideas were highlighted 
at the PRIMM conference. Dr Reeve 
proposed facilitated daily living through 
individualised prescribing of medicines, 
which incorporates organisational change 
as well as individually tailored prescribing.
 As well  as STOPP/START, Dr 
O’Mahoney’s group have also developed 
a frailty index and carried out a retrospec-
tive analysis, which found that adverse 
reactions and inappropriate prescribing 
occur more frequently in patients with a 
frailty index score of 0.16 or above.26 Dr 
Shane Cullinan from this group described 
a more recent prospective study that con-
firmed this, with adverse drug reactions 
being more dependent on frailty than on 
the number of medicines being used. They 
suggested that combining frailty score 
with number of medicines may be a good 
method of identifying patients who may 
benefit from deprescribing. Their work is 
continuing internationally in the EU-funded 
SENATOR project (www.senator-project.eu).
 A Bradford-Leeds consortium, involv-
ing Dr Duncan Petty, presented their 
systematic review of published models 
of deprescribing, which highlighted the 
fact that none take account of frailty. This 
group are also proposing to develop and 
test a novel patient-centred, shared deci-
sion-making model, based on determin-
ing which medicines pose greater risks 
to frail patients, and qualitative work with 
patients and prescribers.
 So, is less more? Only time will tell, 
but plenty of practitioners and researchers 
are working towards finding the answer.

References 
1. Duncan P, et al. Deprescribing: a pri-
mary care perspective. Eur J Hosp Pharm 
2017;24(1):37–42.
2. Guthrie B, et al. The rising tide of polyphar-
macy and drug-drug interactions: population 
database analysis 1995–2010. BMC Med 
2015;13:74
3. NHS Digital. General Pharmaceutical 
Services England 2006/07 to 2015/16. 
November 2016. Available from: www.content. 
digital.nhs.uk/catalogue/PUB22317/gen-
pharm-eng-201516.pdf
4. Dumbreck S, et al. Drug-disease and drug-
drug interactions: systematic examination of 
recommendations in 12 UK national clinical 
guidelines. BMJ 2015;350:h949.
5. Duerden M, et al. Polypharmacy and medi-

cines optimisation: Making it safe and sound. 
London: King’s Fund, 2013.
6. National Institute for Health and Care 
Excellence. Medicines optimisation: the safe 
and effective use of medicines to enable the 
best possible outcomes. NG5. March 2015. 
Available from: https://www.nice.org.uk/ 
guidance/ng5 
7. Heaton J, et al. Person-centred medicines 

optimisation policy in England: an agenda for 
research on polypharmacy. Prim Health Care 
Res Dev 2017;18(1):24–34.
8. Morecroft C, et al. Patients’ evaluation of 
the appropriateness of their hypertension 
management – a qualitative study. Res Social 
Adm Pharm 2006;2:186–211.
9. Krska J, et al. Issues potentially affecting 
quality of life arising from long-term medi-



■  CONFERENCE REPORT l Deprescribing

36  ❚  Prescriber July 2017 prescriber.co.uk

cines: a qualitative study. Int J Clin Pharmacy 
2013;35:1161–9.
10. Picton C, Wright H. Medicines optimisa-
tion: helping patients to make the most of 
medicines. Good practice guidance for health-
care professionals in England. London: Royal 
Pharmaceutical Society, 2013.
11. Barnett NL, et al. Patient-centred manage-
ment of polypharmacy: a process for practice. 
Eur J Hosp Pharm 2016;23:113–7.
12. Scott IA, et al. Reducing inappropriate 
polypharmacy: the process of deprescribing. 
JAMA 2015;175:827–34.
13. Baqir W, et al. Impact of medication review, 
within a shared decision-making framework, 
on deprescribing in people living in care 
homes. Eur J Hosp Pharm 2017;24:30–3.
14. Marvin V, et al. Deprescribing medicines 
in the acute setting to reduce the risk of falls. 
Eur J Hosp Pharm 2017;24:10–5.
15. Smith SM, et al. Interventions for improving 
outcomes in patients with multimorbidity in pri-
mary care and community settings. Cochrane 
Database Syst Rev 2016;3:CD006560.
16. Gallagher P, O’Mahony D. STOPP (Screening 
Tool of Older Persons’ potentially inappropri-
ate Prescriptions): application to acutely ill 
elderly patients and comparison with Beers 
criteria. Age Ageing 2008;37:673–9.
17. Gallagher PF, et al. Prevention of poten-
tially inappropriate prescribing for elderly 
patients: A randomised controlled trial using 

STOPP/START criteria. Clin Pharmacol Ther 
2011;89:845–54.
18. Frankenthal D, et al. Intervention with the 
screening tool of older persons potentially 
inappropriate prescriptions/screening tool to 
alert doctors to the right treatment criteria in 
elderly residents of a chronic geriatric facility: 
a randomized clinical trial. J Am Geriatr Soc 
2014;62:1658–65.
19. O’Connor MN, et al. Prevention of hospi-
tal-acquired adverse drug reactions in older 
people using screening tool of older per-
sons’ prescriptions and screening tool to 
alert to the right treatment criteria: a cluster 
randomized controlled trial. J Am Geriatr Soc 
2016;64:1558–66.
20. Mohammed MA, et al. Medication-related 
burden and patients’ lived experience with 
medicine: a systematic review and meta-
synthesis of qualitative studies. BMJ Open 
2016;6:1–16.
21. Katusiime B, et al. Measuring medi-
cine-related experiences from the patient per-
spective: a systematic review. Patient Relat 
Outcome Meas 2016;7:157–71.
22. Krska J, et al. Validation of an instrument 
to measure patient experiences of medicines 
use: the Living with Medicines Questionnaire. 
Patient Prefer Adherence 2017;11:671–9.
23. Reeve J. Supporting expert generalist 
practice: the SAGE consultation model. Br J 

Gen Practice 2015;35:207–8.
24. Reeve J, et al. Identifying enablers and bar-
riers to individually tailored (generalist) prescrib-
ing: a survey of healthcare professionals in the 
UK. Submitted to Family Practice [under review].
25. Barnett N, Kelly O. Deprescribing: is 
the law on your side? Eur J Hosp Pharmacy 
2017;24:21–5.
26. Cullinan S, et al. Use of a frailty index 
to identify potentially inappropriate prescrib-
ing and adverse drug reaction risks in older 
patients. Age Ageing 2016;45:115–20.

Declaration of interests
None to declare.

Janet Krska is professor of clinical and 
professional pharmacy, Medway School of 
Pharmacy, the Universities of Greenwich 
and Kent, and honorary secretary, PRIMM; 
Rachel Howard is practice pharmacist 
at Esplanade Surgery, Isle of Wight and 
chair of PRIMM; and Nina Barnett is a 
consultant pharmacist, Older People, 
Medicines Use and Safety Team, NHS 
Specialist Pharmacy Service, London 
North West Healthcare NHS Trust, visiting 
professor, King’s College London, and 
committee member, PRIMM

Clinical question:
In patients older than 65 years with 
elevated low-density lipoprotein levels 
but no cardiovascular disease, is cho-
lesterol lowering effective in decreasing 
mortality or morbidity?

Bottom line:
If a patient makes it to 65 years old with-
out developing cardiovascular disease, 
lowering his or her cholesterol level at 
this point is not effective, and might even 
be harmful if treatment is started at age 
75 years. Given the lack of benefit also 
shown in other studies, it might be time 
to stop checking - and treating - high cho-
lesterol in these age groups. (LOE = 1b-)

Reference:
Han BH,  et al , for the ALLHAT 

Collaborative Research Group. JAMA 
Intern Med 2017; doi:10.1001/ 
jamainternmed.2017.1442.

Study design: Randomised controlled 
trial (nonblinded). Funding source: 
Government. Allocation: Concealed. 
Setting: Outpatient (any).

Synopsis:
This report is an analysis of a trial that 
evaluated the primary prevention of cardi-
ovascular disease using cholesterol low-
ering. It focused on patients who were at 
least 65 years old and had an elevated 
fasting low-density lipoprotein choles-
terol (LDL-C) level (3.1-4.9mmol/L). The 
Lipid-Lowering Trial (LLT) component of 
the Antihypertensive and Lipid-Lowering 
Treatment to Prevent Heart Attack Trial 

(ALLHAT-LLT) study enrolled 2867 adults 
65 years or older with hypertension but 
without baseline atherosclerotic cardi-
ovascular disease. The patients were 
randomised to usual care or pravastatin 
40mg daily. Most patients in the usual 
care group were not treated with a statin. 
 Over the six years of follow-up, 
all-cause mortality was not different 
between the two treatment groups for 
patients 65 to 74 years of age (haz-
ard ratio for pravastatin vs usual care 
= 1.08 (95% CI, 0.85-1.37; p=0.55) 
and was almost statistically higher for 
pravastatin in patients at least 75 years 
of age (hazard ratio of pravastatin vs 
usual care = 1.34 (0.98-1.84; p=0.07). 
Rates of coronary heart disease events 
were not different between the groups in 
either age group.

POEMs
Lipid treatment for primary prevention not effective in older adults


