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Nearly one-half of older adults take five or more 
medications,1 and as many as one in five of these 
prescriptions is potentially inappropriate.2 Older 
adults prescribed more medications are more 
likely to be hospitalized for an adverse drug reac-
tion.3 Moreover, adverse drug reactions account 
for more morbidity and mortality than most 
chronic diseases,4,5 with death rates higher than 
many common cancers.6,7 

Polypharmacy is a clinical challenge because 
the health care system is geared toward starting 
medications, not reducing or stopping them, and 
guidelines typically include recommendations 
for initiating medications, but not stopping them. 
Although any medication may offer potential ben-
efit, each also has potential harm. When combined, 
the risk of interactions with other medications or 
conditions or cumulative harms can outweigh the 
benefits. This means prioritization for ongoing 
treatment is an essential skill for clinicians. One 
component of good prescribing is deprescribing, 
which is defined as adjusting medications down 
to the minimum effective dosage or stopping them 
when a patient’s health status changes in a way 
that medication burden or potential for harm out-
weighs the benefit of the medication. 

Discussions about deprescribing with patients 
and families provide a prime opportunity for 
person-focused care and shared decision mak-
ing. There are four important medication issues 
to discuss with patients as they get older:​ (1) the 
way older bodies respond to and process medi-
cation changes,8 which often results in different 
surrogate targets9 and lower medication dosages 
to avoid adverse effects while achieving the same 
benefit;​ (2) the weaker evidence regarding medica-
tion effectiveness, especially in patients who have 
multiple comorbidities and who are frail10,11;​ (3) the 
additive adverse effects from medication burden12;​ 
and (4) the possible evolving goals of treatment 
as patients near the end of life.13 These issues can 

introduce patients to the idea of choice regarding 
continuing or deprescribing medications, which 
facilitates a discussion of options and naturally 
leads to an exploration of preferences.14

Patients would like to take fewer medications if 
they could, but often rely on clinicians to take the 
initiative to start the conversation.15 These con-
versations should be focused on helping patients 
understand that reducing or stopping medications 
maintains the best quality of life possible while 
still maximizing the benefit of medications in the 
areas important to the patient, where there is good 
evidence for ongoing benefit in this age group.

The five steps to individualize deprescribing 
practices to each patient are (1) to identify poten-
tially inappropriate medications;​ (2) to determine 
if the medication dosage can be reduced or the 
medication stopped;​ (3) to plan tapering;​ (4) to 
monitor (for discontinuation symptoms or the 
need to restart) and support the patient;​ and (5) 
to document outcomes16,17 (Table 1). This process 
seems fairly straightforward;​ however, each step 
requires time, careful thought, preparation, and 
conversation. It is not necessary, nor always pos-
sible, to take all these steps at once;​ leveraging the 
longitudinal relationship of family medicine and 
iterative monitoring can have a big effect. Some 
simple ways to start include:​
• �Assessing one particular adverse effect across 

all medications (e.g., additive anticholinergic 
effects affecting cognition).12

• �Routinely asking if a patient’s problem is 
caused by his or her medication (e.g., falls, 
cognitive impairment).

• �Looking at “legacy prescribing,” 16 which is 
when medications are initially prescribed 
for an intermediate duration, but continued 
indefinitely (e.g., proton pump inhibitors, 
selective serotonin reuptake inhibitors, ben-
zodiazepines);​ for example, modifying the 
prescribing system to flag when the course of 
intended treatment is complete.

• �Choosing specific medications on which to 
focus;​ for example, target medications known 
to have significant changes in metabolism or 
excretion or effects in older persons (e.g., beta 
blockers).

• �Choosing one or two patients per day with 
whom to start deprescribing conversations. 

Communication and collaboration with 
patients, families (when appropriate), and other 
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prescribers are essential. Shared decision making 
about deprescribing can inform the conversation 
with patients (Table 2). As a possible precursor to 
discontinuation, a “pause and monitor” 17 (drug 
holiday) approach can be an appealing choice for 
patients and other prescribers, but it should be 
combined with a clear plan for dosage changes, 

monitoring and follow-up, and agreed criteria for 
restarting. 

To maximize a life worth living for older 
patients, the focus should be as much on when 
and how to stop medications as on starting them. 
Family medicine is ideally placed to rise to this 
challenge.

TABLE 1

Resources for Each Step of the Desprescribing Process

Step Consider Resources

Identify poten-
tially inappropriate 
medications

Continued necessity, bene-
fit, contribution to or cause 
of an adverse reaction, 
future risk of adverse reac-
tion, medication or food 
interactions, adherence, 
patient preference, goals of 
care, life expectancy

American Geriatrics Society Beers Criteria

https://onlinelibrary.wiley.com/doi/
full/10.1111/jgs.13702

Anticholinergic burden scales

https://bmcgeriatr.biomedcentral.com/
articles/10.1186/s12877-015-0029-9 

http://www.ephor.nl/media/1076/anticholin-
ergic-drugs.pdf

http://www.miltonkeynesccg.nhs.uk/
resources/uploads/ACB_scale_-_legal_size.
pdf

http://www.acbcalc.com/

Medstopper

http://medstopper.com/

STOPP/START Criteria (screening tool of 
older persons’ prescriptions)

https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC4339726/

Determine if the 
dosage can be 
reduced or the 
medication stopped

How to best engage the 
patient in a conversation 
about deprescribing, deter-
mine options, and provide 
monitoring and support

Adverse medication withdrawal events 
information

https://jamanetwork.com/jour-
nals/jamainternalmedicine/
article-abstract/623931

Deprescribing guidelines and algorithms

https://deprescribing.org/resources/
deprescribing-guidelines-algorithms/

Deprescribing information pamphlets

https://deprescribing.org/resources/
deprescribing-information-pamphlets/ 

Prescribing information (product mono-
graphs with information on dosing in older 
patients, renal dysfunction, or dosing and 
monitoring for discontinuation symptoms)

Shared decision-making steps for 
deprescribing

https://link.springer.com/
article/10.1007%2Fs11606-010-1629-x

Plan tapering and 
withdrawal steps

Monitor (for adverse 
withdrawal events 
and against criteria 
for restarting) and 
support patient

Document 
outcomes

Documenting reasons 
for changes and positive 
and negative outcomes to 
facilitate future care and 
prescribing decision making

— 
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TABLE 2

Examples of How to Discuss Deprescribing with Patients

Introducing choice

You are on a number of medications now. I would like to regularly review these to make sure each of them is still benefiting 
you, as well as check for side effects.

Medication side effects can add up. I’m worried that “x,” “y,” and “z” might all contribute to memory challenges.

Several of your medications might be contributing to this growing issue you are  having with falls. I would like to tell you about 
different options to reduce risks from these medications. We can try reducing the dose or stopping one or more of these 
medications. What do you think?

As we get older, medications that worked well may no longer have the same benefit;​​​​ in particular, I’m thinking that “x” may no 
longer be needed.

A “course” for this medication is usually eight weeks. Because you have been taking it for longer than “x” weeks, we can reduce 
the dose slowly and stop it.

Benefits and risks

If we reduce the dose or stop your sleeping pill(s), there is a risk you might have difficulty sleeping for a few nights. We will 
need to focus on how you can get a good night’s sleep without medication. On the plus side, if the sleeping pill is reduced or 
stopped, you may feel less tired in the morning and have fewer falls.

Exploring options and making decisions

From your point of view, what matters most to you? How do you feel about these options? Is this something you would 
consider?

What medications are important for you to keep taking?

Are you ready to decide? Do you need more time?

Would you like to try a “pause and monitor’”approach, in which we stop the medication, monitor you carefully, and restart the 
medication if needed?


