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• Appropriate polypharmacy: prescribing for an individual for complex 
conditions or for multiple conditions in circumstances where medicines 
use has been optimised and where the medicines are prescribed according 
to best evidence. 

• Problematic polypharmacy: prescribing of multiple medications 
inappropriately, or where the intended benefit of the medication is not 
realised

• Where the risk of harm from treatments is likely to outweigh benefit, or 
where one or more of the following apply: 
– the drug combination is hazardous because of interactions
– the overall demands of medicine-taking, or ‘pill burden’, are unacceptable to the 

patient 
– these demands make it difficult to achieve clinically useful medication adherence 

(reducing the ‘pill burden’ to the most essential medicines is likely to be more 
beneficial) 

– medicines are being prescribed to treat the side effects of other medicines where 
alternative solutions are available to reduce the number of medicines prescribed.



Don’t go there in the first place?

Objective
Existing conditions

Existing medications
Medication intolerance

Concordance
Cognition

Renal function
Evidence in older people



Triantafylidis et al. Drugs Aging. 2018 ; 35: 973–984. . 



• Stopping Medicines, a report by the Welsh Medicines Support Centre, 
suggested various questions a clinician could ask regarding continuation of 
prescribed medicines (WeMeReC 2010).

• 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. 



Considers medications in the context of the individual’s comorbidities, functional 
status, treatment goals, and life expectancy 

Deprescribing has been defined as “the clinically supervised process of stopping or 
reducing the dose of medications when they cause harm or no longer provide 
benefit.”

Deprescribing is the purposeful act of stopping or tapering one or more of a patient’s 
medications. The objective is to target medications from which patients no longer 
derive reasonable benefit, prevent consequences of high-risk medication 
combinations, and reduce cost and complexity while patients remain on beneficial 
medications

Deprescribing



Commonest Conditions
• CHD
• Hypertension
• Heart failure
• Diabetes
• COPD/ Aasthma
• Osteoarthritis
• Osteoporosis
• BPH
• OAB
• Fibermyalgica
• Pain
• GORD
• Restless legs



CHD

• ACEI

• B Blocker

• Nitrate

• Nicorandil

• CCB



Hypertension
• Ask routinely about dizziness 

• BP sit stand

• 24hr ABPM

• When stable combinations ok

• All classes cause postural hypotension

• Choose treatment based on comorbidity



CHF

• Hard to reduce treatment

• Ensure BB and ACEI prescribed

• SGLT2 (CKD)

• Make use of Iron infusions



Diabetes

• Think kidneys

• Gliptins

• Sulphonylureas

• Statins



Osteoarthritis

• Gels

• Avoid NSAID

• Opioids



Osteoporosis

• Duration of bisphosphonates

• Upper GI symptoms



BPH

• Postural hypotension



OAB
• Cholinergic burden

• Oxybutinin!

• Can trial withdrawal

• Donepezil! Diuretics!

• Ask continence service

• Stigma of urinary incontinence



“Fibermyalgica”

• Nightmare scenario

• Amitriptyline

• Pregabalin

• Opioids



Pain



Special Requests



Dementia drugs
• Secondary care mainly

• ACheI
• As early as possible
• Cardiac issues
• Sleep
• Urinary symptoms
• GI issues

• Memantine
• Renal function
• Heart failure extent



Dementia Drugs
• When to stop?

• Difficult – rebound

• DOMINO study

• Palliative care study

• None of this 4 month nonsense

• Memantine: drowsiness, sexual issues, depression



Dementia drugs

• Avoid tricyclics

• Mirtazapine often useful

• Risperidone for behaviours

• Can revert to quetiapine (EPS)

• Very difficult area as disease progresses



Antipsychotics in Dementia

• Use licensed medication first (donepezil/memantine)

• Document clinical situation (guidance from RCPsych)

• Lowest possible dose

• Wean off if possible, very gradual



• Depression; SSRI v Mirtazapine.
•
• Anxiety; very difficult. Extent?

• Parkinson’s: leave alone

• Alzheimers; leave alone apart from very late stage

• Epilepsy; leave alone



Statins
Yes there isn’t much evidence in > 80 years

Primary vs secondary prevention

Be very careful!



Approach to deprescribing of statins in older adults utilizing the geriatric 5M’s framework 

Hawley et al. Drugs Aging. 2019; 36: 687–699 



Statin withdrawal: Risk of admission for CVS event

Giral et al. European Heart Journal (2019) 40, 3516–3525



Enabler, barrier and involvement items from questionnaire 
by patients with multimorbidity and polypharmacy

Rozsnyai et al. BMC Geriatrics (2020) 20:435



Potentially inappropriate medications (PIM) in older
adults: a population-based cohort study

• 1 105 295 individuals included
• 48.3% were prescribed at least one PIM. 
• The most prevalent PIMs were:

– benzodiazepines (25.7%)
– proton-pump inhibitors (21.3%),
– antipsychotics (5.6%)
– antidepressants (5.0%)
– long-duration sulfonylureas (3.3%)

Factors associated with PIM exposure included 
• Female gender (RR 1.20; 95% CI 1.20–1.21) 
• Increased number of medications
• High number of chronic diseases, especially mental disorders (RR 1.50; 95% CI: 1.49–

1.51

Roux et al. Family Practice, 2020, 173–179



Potentially inappropriate medications in older
adults: a population-based cohort study

Interventions should target individuals most at risk (i.e. women, multi-
morbid individuals, especially those with mental disorders, and individuals 
using a high number of different medications) and consider the most 
prevalent PIMs, particularly benzodiazepines and PPIs

Roux et al. Family Practice, 2020, 173–179









Thank  you





Tradeoffs encountered by older adults with MCCs



Enabler, barrier and involvement items from questionnaire, agreed or strongly agreed on (coloured part of the 
bar) versus unsure, disagreed, strongly disagreed on (grey part of the bar) by patients with multimorbidity and 
polypharmacy. Items are sorted by proportion of patients agreeing with questions per
domain.

Rozsnyai et al. BMC Geriatrics (2020) 20:435



Enabler, barrier and involvement items from questionnaire, agreed or strongly agreed on (coloured part of the 
bar) versus unsure, disagreed, strongly disagreed on (grey part of the bar) by patients with multimorbidity and 
polypharmacy. Items are sorted by proportion of patients agreeing with questions per domain.

Rozsnyai et al. BMC Geriatrics (2020) 20:435



Rozsnyai et al. BMC Geriatrics (2020) 20:435



Iterative three step approach to medication decision making in 
older adults with Multiple Clinical ConditionsCs



In step 1, we suggest gathering information about
patients’ goals (i.e. what health and life outcomes
matter most) and care preferences (i.e. what
health-related tasks they are willing and able to do
to achieve their desired health outcomes), their
current medication regimens, and their likely
health trajectories. The basic information gathered
in step 1 enables step 2, which is the mutual
exploration of the wide array of potential tradeoffs
when choosing one medication regimen versus
another. In step 3, the clinician and patient
begin a series of therapeutic trials with the goal of
achieving the patient’s desired outcome. The
entire process is meant to be iterative; symptoms,
clinical trajectories, and life circumstances often
change over time and may result in changes in
patients’ priorities. Patients want clinicians to
understand that these changes occur and readdress
the priorities frequently.90 The approach to
prescribing and deprescribing detailed here strives
to minimize burden and achieve outcomes that
matter to older adults with MCCs.

Oullet et al. 2018, Vol. 9(11) 639–
652



• However, to define polypharmacy based upon the number of medications taken is lacking in utility for older adults 
being treated for multiple diseases.

• Reconciling medications at care transitions from hospital and longterm care (LTC) has been shown to reduce errors 
in medication orders and addresses clarity of changes in therapy

• Next is an assessment of adherence,
• The regimen in older persons is screened for high-risk drugs and those interacting with other drugs and affecting 

patient comorbidities. There is much information on high-risk drug therapy as defined by Beers Criteria, Screening 
Tool of Older Person’s Prescriptions (STOPP) guidelines

• Finally, the consultation should include an actionable therapeutic plan for optimizing medications within the 
patients’ framework of their care goals


