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Deprescribing Medicines –

Getting The Balance Right!

 How to assess when a medicine has lost 

it efficacy and relevance

 Hyper-polypharmacy including over-the-

counter medicine

 Principles of deprescribing and weaning 

people off multiple medicines

 The importance of expanding health 

literacy to prevent polypharmacy



Medication use in Australia 

 The use of medicines for the treatment of disease is 
a common health-related action by Australians. 

 Medicines are not only used to treat diagnosed 
medical conditions but, increasingly, to manage risk 
factors. ($10,838M PBS 2015-2016)

 Individuals’ patterns of medicines use are not well 
understood, including the combined use of 
prescription, over-the-counter (OTC) and 
complementary medicines.

 In addition  published figures do not include private 
prescriptions, nor prescriptions under the 
Pharmaceutical Benefits co–payment scheme

 More $$$ spent by consumers on CAMs than PBS







Vitamin & Dietary Supplements

 Generating $2 billion in revenues, over 50% growth in 5 year 
and expected to grow at constant value CAGR* of 7% of 
over the forecast period. 

 Krill oil: over $201 million (growth of 180% in 2013) – fastest 
selling Vitamins & Dietary supplement Strong growth in 
multivitamins, VB,VC and VD

 Multivitamins: $347 million (expected to grow by 6% in 2014) 

 Vitamin B $79 million (growth of 2%) – “Manage stress” 

 Vitamin C $64 million (growth of 4%) – reliable and stable 
growth 

 Vitamin D - 10% growth in 2013 

 VA and VE are negative in constant 



Top 10 drugs by prescription counts

Drug Prescriptions 

1.Atorvastatin 7 787 189

2.Esomeprazole 7 170 908

3. Rosuvastatin 7 070 240

4. Paracetamol 6 446 680

5. Pantoprazole 4 489 551

6. Perindopril 4 015 432

7. Metformin 3 589 937

8. Fluticasone & salmeterol 3 147 115

9. Irbesartan 2 992 442

10. Salbutamol 2 976 106

Total PBS prescription volumes 211.4 million, for the year ending 30 June 2015 

https://www.nps.org.au/australian-prescriber/articles/top-10-drugs_2014-15



Chronic diseases
 Chronic diseases can range from mild conditions: eg

◦ such as short- or long-sightedness 

◦ dental decay

◦ hearing loss,

 to debilitating arthritis, low back pain, heart disease and cancers.

 need for long-term management. 

Examples of chronic diseases include: 

 Cardiovascular conditions eg coronary heart disease and stroke 

 Cancers eg lung and colorectal cancer 

 Mental disorders eg depression

 Diabetes 

 Respiratory diseases eg asthma, COPD) 

 Musculoskeletal diseases eg arthritis and osteoporosis

 Chronic kidney disease 

 Oral diseases.

Ref:  Australian Institute of Health and Welfare 2014. Australia’s health 2014. Australia’s health series no. 14. Cat. no. AUS 178. Canberra: AIHW. 



Co-morbidities 

 Nearly half of people aged 65–74 years 

have five or more long-term health 

conditions

 This increased to 70% of those aged 85 

and over, having multiple  co-morbidities  

•Australian Institute of Health and Welfare 2014. Australia’s health 2014. 

Australia’s health series no. 14. Cat. no. AUS 178. Canberra: AIHW.



24 hour snapshot survey of  

Australians aged 50 years and older 

 87% had used at least one medicine of any 
type in the previous 24 hours and, of these, 
97% had used one or more regular medicines.

 Half of all Australians aged between 65–74 years 
and two-thirds of those  who are 75 years and 
over report taking 5 or more medicines daily 
known as polypharmacy.

 Many of these people are on more than 10  
medicines a day (‘hyperpolypharmacy’).

 While this level of medicines use may be 
indicated in older people, it is not without 
harms. 

Ref: Morgan TK, Williamson M, Pirotta M, Stewart K, Myers SP, et al. (2012) A national census of medicines use: a 24-hour 

snapshot of Australians aged 50 years and older. Med J Aust 196: 50–53. PMID: 22256935



Aged Care 

 People living  in residential aged care 

facilities (RACF), particularly those with 

dementia, experience higher  rates of 

polypharmacy than their community-

dwelling peers.

 Approximately 90% of people living in 

Australian RACFs are prescribed five or 

more regular medicines and residents 

consume 7-10 medicines daily.

Potter K, Flicker L, Page A, Etherton-Beer C (2016) Deprescribing in Frail Older People:

A Randomised Controlled Trial. PLoS ONE 11(3): e0149984. doi:10.1371/journal.pone.0149984



Polypharmacy 

 Polypharmacy is the concurrent use of 
multiple medications - usually more than 5 
medicines per day.

 It can be associated with the prescription 
and use of too many or unnecessary 
medicines at dosages or frequencies higher 
than therapeutically essential.

 However, multiple medications are often 
necessary and can constitute best care for 
patients

Ref: AMH Aged Care 2016







Polypharmacy 
 Polypharmacy is associated with admissions to hospital, functional and 

cognitive impairment, geriatric syndromes (delirium, falls or frailty ) 
and mortality. 

 Other negative consequences include poorer health 
outcomes, declining nutritional status, and non-adherence. 

 Identifying the risks of polypharmacy is a critical first step but does 
not always predict functional or adverse outcomes.

 Taking 5 or more medicines makes adverse events more likely

 The probability of clinically relevant and potentially serious drug–drug 
interactions is strongly associated with the number of medicines 
dispensed. Polypharmacy is associated with a range of problems in 
older people.

Ref: NPS Medicine wise  Anticipating the risks of polypharmacy August 2014 



Pharmacokinetic changes in the 

older person  
Absorption: reduced, decrease in pepsin and HCl reduced 

absorption of itraconazole, affects B12, iron, calcium

Distribution:   changes in the volume of distribution (Vd) [The 
volume of distribution (Vd) is a measure of the extent to which a medicine distributes out 
of the blood stream and into the tissues of the body ( ie the site of drug receptors)]

Metabolism:  reduction of hepatic drug biotransformation and 
metabolism

Renal excretion: reduced in older people, care with renally
excreted drugs  



Increasing medication –related 

admissions for older people

 A recent literature search of medication and 
safety in Australia shows that  medication-related 
hospital admissions are estimated to be 2% to 3% 
of all Australian hospital admissions, that is about 
230,000 per year at a cost of AUD 1.2 billion.

 In older people the incidence of medication–
related admissions is higher with 12% of all 
medical admissions

 20% to 30% of all admissions in the population 
aged 65 years and over, estimated to be 
medication-related

Ref: Australian Commission on Safety and Quality in Health Care (2013) , 

Literature Review: Medication Safety in Australia. ACSQHC, Sydney



Classes of medications that commonly 

cause adverse drug events

 Antibacterials

 Antineoplastic agents

 Antithrombotics

 Cardiac therapy

 Diuretics

 NSAIDs

 Opioids

 Psychotropic 



Deprescribing
 Deprescribing is the systematic process of identifying 

and discontinuing potentially inappropriate drugs with 
the aim of minimising polypharmacy and improving 
patient outcomes. It is a positive, patient-centred 
intervention, done under medical supervision, that 
reassesses the role of all medicines with a view to 
stopping those that:

◦ have no clear benefit

◦ may cause harm

◦ are being used for an indication that is no longer an issue

◦ no longer fit with the current goals of care (eg if patient 
has entered a terminal phase of illness, become frail or 
developed dementia).

Rossi S.(Ed)  AMH Aged Care Companion  4th edition  2016



Deprescribing- the challenge to 

cease medications or not 

 Minimising the harm of inappropriate prescribing in 
older populations (persons aged 65 years or more) is 
a major and urgent concern for modern healthcare 
systems.

 Consideration  to   continue, reduce or cease 
medications that are causing or may  cause 
problems, are not effective  or no longer be 
appropriate, should occur at any time NOT  
just end of life. 

 The approach must be patient- centred, identifying 
risks versus benefits and taking into account the 
person’s management goals.  



Deprescribing- the challenge to 

cease medications or not 
 The leading challenge to the quality use of medicines in 

older people is the point where polypharmacy, 

comorbidity and frailty  converge with a lack of 

evidence and guidelines to aid prescribing. 

 As a result, uncertainty or confusion about prescribing 

may contribute to clinical inertia and delay effective 

decisions about starting, stopping  or intensifying 

treatment

 Prescribers may be reluctant to cease medications as 

they did not originally order a particular medicine



Triggers

 Drug cessation should be considered in 
all patients as part of a regular medication 
review

 Preventative treatment no longer 
appropriate 

 Increased frequency of falls 

 Delirium

 Cognitive impairment – dementia 

 End of life situations  



Preventative treatment 

 There has been in increase in preventative treatment with the 

use of:

◦ calcium and vitamin D supplementation,

◦ osteoporosis medications,

◦ lipid lowering agents,

◦ antihypertensive agents, 

◦ antiplatelets, anticoagulants and many others.

 Duration of treatment: 

◦ The potential benefits of medicines must be weighed against the time needed to 

realise the agreed treatment goals

 Effectiveness of these agents in older persons

◦ may be difficult to assess as the number of patients who need to be treated for 

one to benefit is too large for the effect to be perceptible



Falls 

 Cause of falls is frequently multifactorial, caused 
by gait and balance disorders, environmental 
hazards,  confusion,  arthritis, visual impairment, 
acute illness and postural hypotension

 Polypharmacy and drugs acting on the central 
nervous system are modifiable risk factors.

 Commonly implicated medicines include 
cardiovascular and psychotropic drugs, including 
benzodiazepines. 

 Withdrawal of these medications may reduce falls 
by about 50 per cent although permanent 
withdrawal may be difficult to achieve

Kouladjian et al. Drug Burden Index in older adults: theoretical and practical issues Clin Interv Aging. 2014; 9: 1503–1515



Terminal illness, dementia or frailty 

 Health declines with age but at any given age the health 
status of people can vary from fit to vulnerable to frail.

 Frailty is associated with an increased risk of adverse 
events including mortality, disability, falls, hospitalisation and 
loss of independence  and contributes to low resilience.  

 Because of age-related decline in physiological systems, 
frail older people are more vulnerable to declining health 
and function triggered by minor stressors. 

 Frail older people are more affected by pharmacokinetic 
and pharmacodynamic changes that affect medicines use. 



Terminal illness, dementia or frailty 

Treatment must be aligned with risks and benefits for a

particular person-fit or frail and their predicted life 
expectancy. 

Re-evaluation of the role of medicine changes when a

person enters the:
◦ terminal phases of an illness,

◦ becomes frail or 

◦ has developed disabling dementia. 

Focus can be shifted to end of life issues important to the

person and their family

End of life wishes  

Reviewing patient choices 



Advance care planning 

Plan to cover: 

 an Advance (Health or Care) Directive (or other similar document)

 an enduring power of attorney (or other similar document)

 a letter to the person who will be responsible for decision making

 an entry in  medical record

 instructions which clearly voice the view of the person 

Reflection on 

 what is important to person, beliefs, values, goals and preferences in life

 When /if the person  cannot communicate decisions about medical 
care. 

 Many examples:   Respecting patient choices program 



Communication with patients 

Talking to the patient 

 Deprescribing is intended to improve their 
quality of life  by ensuring that they do not 
receive unnecessary medicines that have 
minimal benefit or have the potential for 
harm

 Indications for many medicines may change 
with time and now may not be appropriate 
or needed 

 Best to start with a trial of one medication 
at a time based on individual  case 
considerations       



Communication with the family  

Talking to the family 

◦ Different  family members

◦ Different  agendas 

◦ Failure to recognise impending loss of a 

parent 

◦ Inappropriate expectations 

 Case conferences 

 Family meeting 



Non-pharmacological methods. 

 Non drug methods may be preferable in many 
cases and an option to discuss when ceasing 
medications. 

Examples include:

 Sedation: use sleep hygiene instead of sedatives 
using warm milk drinks, calming techniques  

 BPSD: use diversional therapy instead of 
antipsychotics, check the life story to understand 
the person’s needs, re-engage with the family 

 Constipation: In place of laxatives use dietary 
modification eg kiwifruit, pureed pears, fibre, fluid, 
exercise etc 

 Analgesia: Add exercise, massage, heat packs, 
support aids, physiotherapy programs to enable 
reduction in opioid analgesics. 



Appropriateness criteria 

 Appropriate prescribing comprises use of drugs associated with strong evidence of 
benefit whilst ceasing those medications with questionable or no evidence of 
efficacy. 

 The Beers Criteria is one of the more commonly used 
resources to identify inappropriate prescribing. 

 Other common criteria include:

◦ McLeod

◦ STOPP/START,

◦ Medication Appropriateness Index (MAI),

◦ Australian Inappropriate Medication Use 

◦ Prescribing Indicators tool

All prescribing criteria have limitations and do not substitute

for good clinical decision making, but they are an alert to

potentially inappropriate prescribing. 



Some medicines inappropriate 

for older persons

* Based on the Beers and McLeod criteria and revised to be relevant for 

medicines available in Australia

Amitriptyline 

Amiodarone

Antihistamines

Benzodiazepines 

(Dextropropoxyphene) 

Doxepin 

Fluoxetine

Imipramine

Methyldopa 

NSAIDs including  

COX-2 Inhibitors 

Nitrofurantoin

Oxybutynin 



Anticholinergic agents  

 Anticholinergic load is additive

 There are other medications that also have 
some anticholinergic properties. 

 Anticholinergic medicines should not be used 
with cholinesterase inhibitors as the effect will 
be negated.

 Older people with dementia may be 
particularly susceptible to cognitive 
impairment associated with anticholinergic and 
sedative medicines.

 This impairment may be misattributed to the disease process itself if drug related 
causes are not identified.                    



Anticholinergic agents  
Effects of anticholinergic effects  include:

 confusion

 hallucinations

 delirium

 dry mouth 

 pupil dilatation

 blurred vision

 urinary retention

 constipation 

 tachycardia  and arrhythmias. 



Common examples of agents with  

anticholinergic properties  
 aclidinium, amitriptyline, atropine  

 benzhexol, benztropine

 chlorpheniramine, chlorpromazine, clomipramine, 
cyproheptadine

 diphenhydramine, dothiepin, doxepin

 glycopyrronium, 

 imipramine, ipratropium

 mianserin

 nortriptyline

 olanzapine, oxybutynin 

 pericyazine, pizotifen, prochlorperazine, promethazine, 
propantheline

 solifenacin

 tiotropium, tolerodine, trifluoperazine, triprolidine, umeclidium



Reduced renal function 

 As renal function declines medicines that 
accumulate or are nephrotoxic should either 
be ceased or lower doses used. 

 Consider the degree of renal impairment in 
every older person. 

 Renal function and muscle mass both decline 
with age, so older people may have 
apparently normal creatinine in the presence 
of reduced renal function

 Take age and weight into account 



Medicines which require dose 

reduction in renal impairment 

Class Example 

Analgesics codeine, hydromorphone,   NSAIDs and COX-2 inhibitors,

morphine, oxycodone, tramadol

Antibiotics/antifungals aminoglycosides (eg gentamicin), vancomycin, 

ceftazidime, cefepime, cephazolin, ciprofloxacin, 

fluconazole, piperacillin, carbapenems (eg meropenem), 

sulfamethoxazole

Anticoagulants apixaban, dabigatran, enoxaparin, rivaroxaban

low molecular weight heparins (eg enoxaparin)

Antivirals famciclovir, aciclovir, valaciclovir, valganciclovir, ganciclovir

Cardiovascular agents atenolol, bisoprolol, sotalol

digoxin, fenofibrate, atorvastatin, simvastatin

(care with thiazide diuretics &  potassium sparing diuretics 

eg spironolactone)



Medicines which require dose 

reduction in renal impairment 
Class Example 

Endocrine Sulfonylureas : eg glibenclamide, 

glimepiride,  

Gliptins (alogliptin, saxagliptin, sitagliptin, 

vildagliptin) (NB not linagliptin)

insulin 

Metformin

Gastrointestinal H2-antagonists  eg ranitidine 

Genitourinary solifenacin, sildenafil, tadalafil, tolterodine, 

vardenafil



Medicines which require dose 

reduction in renal impairment 
Class Example 

Musculoskeletal allopurinol, bisphosphonates, 

cholecalciferol, colchicine, methotrexate,  

penicilliamine, teriparatide, vitamin D 

Neurological baclofen, gabapentin, galantamine, 

levetiracetam, memantine methysergide, 

pramipexole,pregabalin ,topiramate

varenicline,vigabatrin,  

Psychotropic acamprosate, amisulpride, 

benzodiazepines, bupropion, 

desvenlafaxine, duloxetine, lithium, 

paliperidone, reboxetine, venlafaxine



Case- Mrs Boyle age 86

 hypertension 

 hyperlipidaemia 

 GORD 

 frequent UTIs  

 glaucoma,  

 cataract op L eye 3/52 ago

 history of falls

◦ # ankle 2015 

◦ vitamin D deficiency

◦ osteoporosis

◦ osteoarthritis

 lives alone with regular Meals on 

wheels 

 home help once a week for an 

hour

 does not drive, drink, or smoke.

ADEs:

skin rash with indapamide, co-

trimoxazole



Case- Mrs Boyle age 86

Path results 2/52 ago

• total cholesterol 5.2mmol/L ?H

(<4 if cardiac risk;? <5.5mmol/L ) 

• triglycerides 1.8mmol/L (<2)  

• sodium 130L (135-145mmol/L)

• potassium 4.3 (3.8-4.9mmol/L )

• urea 5.2 (3-8mmol/L)

• creatinine 70 (50-110micromol/L)

• FBE :wnl

• Approx renal function 

CrCl    based on IBW 46mL/min 

(CrCl   based on ABW 56mL/min)

 Current BP:  

132/58mmHg  wnl?

 Ht: 165cm,

 weight: 70Kg

 BMI = 25.7Kg/m2

 IBW  57.2Kg



Case- Mrs Boyle, age 86

 Oxybutynin 5mg, 1 d 

 Risedronate (Actonel EC) 35mg  1 each Sunday 

 Aspirin 100mg 1 daily 

 Calcium Carb with Vit D (600mg/25mcg)-daily not 

Sunday

 Fish Oil 1000mg 1 daily 

 Fluorometholone Eye drops 1 drop L eye mane 

 Irbesartan tab   150mg  1 daily 

 Hydroxocobalamin 1000mcg  IM every 3/12

 Prochlorperazine tab  5mg  1 bd for dizziness

 Simvastatin tab 20mg 1 night 

 Esomeprazole 40mg 1 tab daily 

 Nitrofurantoin 50mg  1 daily 

 Timolol 0.5%  eye drops  1 drop 

EE glaucoma 

 Paracetamol tablets  500mg up 1 

qid

 Temazepam 10mg, 1 n 

Which medicines would you consider ceasing

- one by one? 



Classes of medicines for 

consideration of deprescribing in 

older persons-1

Medicine class Considerations 

Allopurinol   Time since last gout attack?

 Dose? 

Analgesics 

- opioids

- NSAIDs

 Still required in the same dose?

 Note CNS effects of opioids 

 Cease NSAIDS/COX-2 inhibitors  where 

possible as risk> benefits 

Refer: Consultant Pharmacy Services (CPS).  A Guide to Deprescribing . 

Tasmania 2016 http://www.cpsedu.com.au/posts/view/47/2016-

Deprescribing-Resources

http://www.cpsedu.com.au/posts/view/47/2016-Deprescribing-Resources


Classes of medicines for 

consideration of deprescribing in 

older persons-2

Medicine class Considerations 

Anticholinergic 

agents 

 Adverse effects?   

 Trial off oxybutynin, solifenacin etc if 

classified as incontinent but chart bladder 

function 

Antiemetics, 

antidizziness

agents  eg 

metoclopramide 

prochlorperazine

 Rare to be required long term 

 Unwanted side effects limit use 



Classes of medicines for 

consideration of deprescribing in 

older persons -3 

Disease state Considerations 

Bisphosphonates, 

calcium , vitamin D 

 How long should people stay on their 

preventative medications for 

osteoporosis? 

 What evidence is available for 

fracture risk reduction for people over 

75 years? 85 years? 

 Benefits versus risks 

 Is colecalciferol and /or calcium 

supplementation going to be of 

benefit?



Classes of medicines for 

consideration of deprescribing in 

older persons -4 

Disease state Considerations 

Complementary agents  Is there evidence for use?

 Belief system of person and family is a 

consideration. 

Corticosteroids  Indication? Wean slowly if possible 

 Inhaled corticosteroids in COPD- cease if 

no response 

Laxatives  Review diet, fluid , exercise, drug induced 

causes 

 Use non- drug measures where possible 



Classes of medicines for 

consideration of deprescribing in 

older persons -5 

Disease state Considerations 

OTC Medicines  Indication? 

 Effectiveness?

Proton Pump Inhibitors  Review indication

 Can dose be decreased and gradually weaned?

Psychotropic agents

eg

anxiolytics, 

antidepressants and 

antipsychotics (when used 

for BPSD)

sedatives and hypnotics 

(especially long-acting 

benzodiazepines), 

 Older people are more sensitive to the effects of 

CNS-active drugs

 Medicines with CNS-depressant effects can 

cause confusion, incontinence, and unsteady gait, 

contributing to falls and fractures

 Cease  antipsychotics if symptoms  of BPSD  not 

responding or  worsening   

 Slow weaning will be required.



Classes of medicines for 

consideration of deprescribing in 

older persons -6 

Disease state Considerations 

Statins  Target ?

 Currently there are no recommendations for 

routine renal or liver function tests for people 

over 85 year old taking statins. 

 When should a statin be ceased? 

 The use of a high dose of high potency statins 

increases the risk of myopathy in the 85 years 

plus group.

Topical products  eg creams, 

ointments, nasal products, 

eye drops 

 Indication?

 Still a need?

 Is response optimum eg fungal infections

/dermatitis may need to be used regularly for

2 weeks or more then cease if condition has

resolved



Shared decision making

 Doctor, or nurse practitioner,  patient and/or carer 
engagement are crucial components of 
deprescribing.

 Patient engagement may be optimised by an 
understanding that deprescribing is not a denial of 
effective treatment, but rather a positive intervention 
aimed at improving quality of life and ensuring they 
do not receive unnecessary medicines with unlikely 
benefit or potential for harm.

 Explaining that it is a trial, where drugs may be 
restarted if needed, may also encourage willingness 
to participate.



Shared decision making

 Individual potential risks, benefits and the 

withdrawal plan should be clearly explained and 

patient concerns about deprescribing should be 

addressed.

 Patient involvement throughout the process is 

important to determine if care goals are being 

met, if there are any adverse effects, and to 

reinforce that deprescribing is part of an active 

treatment plan.

Jansen J et al Too much medicine in older people? Deprescribing through 

shared decision making  BMJ 2016;353:i2893



Withdrawal syndromes
Withdrawal syndromes may include:

 withdrawal effects (eg confusion, seizures after abrupt 
withdrawal of benzodiazepines, or opioids )

 rebound effects (eg rebound tachycardia after 
withdrawal of beta-blocker).

 Unless at end of life, it is recommended that 
deprescribing be undertaken slowly and under medical 
supervision.

 A cautious approach is warranted especially if the 
patient is worried. 

 Drug interactions may be unmasked when ceasing 
medications especially if there has been liver enzyme 
inhibition eg 

 St John’s wort and digoxin, 

 Cigarette smoking and diazepam. 



Some example of medications that need 

care when ceasing 
Class Comments 

Analgesics Ceasing low dose codeine may result in rebound headaches

Withdrawal syndrome would occur with abrupt cessation of opioids  

Antidepressants Slow withdrawal recommended with SSRIs 

Benzodiazepines Very slow weaning program recommended of 10-15% per week. Sudden 

cessation may result in confusion, hallucinations and seizures

Insomnia may occur with sedative withdrawal  

Betablockers Abrupt cessation may exacerbate angina, or precipitate rebound 

hypertension, myocardial infarction or ventricular arrhythmias 

Clonidine Slow weaning to avoid rebound  hypertension

Corticosteroids Slow weaning is only required if patients have had long term therapy 

Levodopa Sudden withdrawal  may cause neuroleptic syndrome 

Proton pump inhibitors Slow weaning to avoid hypersecretion of acid and aggravation of 

symptoms 



Developing a deprescribing plan

Deprescribing involves:

1. assessing the patient to establish goals of care

2. obtaining a comprehensive medication history

3. identifying which medicine/s may be appropriate 
to cease

4. prioritising which medicine should be ceased first

5. developing a cessation plan

6. monitoring and documenting outcomes after each 
medicine has been stopped.



Developing a deprescribing plan-1

Actions Comments 

1. Assess Patient 

• consider functional status and 

quality of life

• estimate life expectancy

• ascertain patient and/or carer 

wishes

• establish goals of care

• determine the value of long-term 

preventive medicines



Developing a deprescribing plan-2

Actions Comments 

2. Obtain medication history

•ascertain all medicines that a patient is 

taking, including over-the-counter and 

complementary (eg herbal) medicines

•determine the indication for each 

medicine, and document the dose, 

frequency and duration of treatment

•determine if the patient is experiencing 

any adverse effects (always consider 

new symptoms as possible adverse 

effects)

•consider a medication review 

(HMR or RMMR) or a ‘brown-

paper bag’ review (where the 

patient brings all their medicines 

to a consultation)

NB HMRs  and RMMRs can only 

be ordered by a GP  



Developing a deprescribing plan-3

Actions Comments 

3. Identify potential medicines for cessation and prioritise

Consider:

• current indication for the medicine and is it effective?

• risks or benefits of the medicine changed from when it was 

originally prescribed?

• was a medicine started to treat an adverse effect of another 

medicine, and if so, is this still appropriate?

• are there any new medical conditions that may affect drug 

treatment (drug–disease interactions)?

• is there potential for drug interactions?



Developing a deprescribing plan-3 (cont)

Actions Comments 

3  Identify potential medicines for cessation and prioritise

Prioritising which medicine 

to stop first relies on:

• reason for ceasing eg ADEs , 

high risk 

• patient and/or carer wishes

• successfully ceasing a 

medicine that a patient is not 

in favour of taking may assist 

future deprescribing

• clinical judgement

May be useful to classify medicines 

into 2 groups: 

• those that relieve  symptoms and 

improve quality of life

• those that prevent future illness



Developing a deprescribing plan-4
Actions Comments 

4. Develop a withdrawal plan

• some medicines may be ceased 

abruptly but gradual tapering is generally 

recommended as it may encourage 

patient willingness to trial medicine 

withdrawal and be safer and better 

tolerated

•to enable withdrawal effects or return of 

symptoms to be attributed to the 

medicine being withdrawn:

• the patient should be medically 

stable before attempting 

withdrawal

• medicines should be stopped or 

reduced one at a time

•inform other health professionals, family 

and carers of the withdrawal plan

•check evidence on how to withdraw 

medicines 

• care with those with CNS effects, 

opioids, beta-blockers,  clonidine, 

levodopa, corticosteroids  (after

long term use) 

•for many medicines, the first step may 

be to halve the dose; then taper slowly

•tapering a drug for withdrawal may take 

days to months

•if ceasing a medicine used for symptom 

control, an individualised action plan 

may be useful to manage any return of 

symptoms



Developing a deprescribing plan-5

Actions Comments

5. Monitor and document outcomes

• closely monitor and document 

outcomes (both beneficial and 

harmful effects), including:

• the process

• whether the medicine was 

ceased (and if not, the 

reasons why it was 

unsuccessful)

• whether the dose was 

reduced

•ask the patient to report any 

changes associated with stopping a 

drug

• individual benefits will be 

important to encourage 

participation in future 

deprescribing attempts

•documentation and 

communication between 

prescribers and other health care 

workers helps to:

• inform future 

deprescribing trials

• minimise the risk of a 

ceased medicine being 

restarted

• ensure medication records 

are kept up-to-date



Consequences of deprescribing
Potential harms
Reoccurrence issues 

 Signs and symptoms of the original condition may reappear 
when a drug is withdrawn; in these instances, a reduced dose or 
frequency (eg from regular to ‘as needed’ dosing), rather than 
complete cessation, may be possible.

 Potential changes in pharmacokinetic and pharmacodynamic
drug interactions should be considered when deprescribing, 
eg INR changes in a patient taking warfarin when an interacting 
drug is ceased.

 The risk of clinically significant adverse withdrawal reactions is 
rare when deprescribing is undertaken slowly under medical 
supervision. However, while withdrawal reactions may occur, it is 
important not to interpret these as recurrence of symptoms of 
the original disease.

Reeve E, Shakib S, Hendrix I, Roberts M, Wiese M The benefits and 

harms of deprescribing Med J Aust 2014; 201 (7): 386-389.



Conclusions:

Consequences of deprescribing
Potential benefits

 Reducing the number of drugs that a 

patient is taking may:

◦ reduce potential for drug interactions and 

adverse effects

◦ improve function and quality of life (eg improve 

cognition and behaviour, reduce risk of falls)

◦ simplify drug regimens and reduce costs

◦ reduce medication errors.

Reeve E, Shakib S, Hendrix I, Roberts M, Wiese M The benefits and harms of 

deprescribing Med J Aust 2014; 201 (7): 386-389. ; 

AMH 2016 
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