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Polypharmacy and deprescribing
This bulletin includes guidance on the review of polypharmacy (multiple medications) and safe person-
centred deprescribing for patients, and includes specific guidance on good practice for frail patients. It 
is supported by various practical implementation tools.

This bulletin is intended to be read in conjunction with the PrescQIPP Polypharmacy and deprescribing 
webkit and PrescQIPP Bulletin 319: Good prescribing – ensuring appropriate polypharmacy.

Recommendation
•	 Utilise structured medication reviews (SMRs) to review problematic polypharmacy, with a particular 

focus on identifying those most likely to benefit, including care home residents; those with 
learning disabilities; those with complex and problematic polypharmacy, specifically those on 10 
or more medications (with increased focus on those over 75 years); those on medicines commonly 
associated with medication errors and risk of harm; those with severe frailty, who are particularly 
isolated or housebound or who have had recent hospital admissions and/or falls; and those using 
one or more prescribed medicines from the following groups that can cause dependence or 
withdrawal: opioids, gabapentinoids, benzodiazepines and z-drugs.

•	 Adopt an individualised approach using the principles of shared decision making and person-
centred care when reviewing medicines or determining treatment targets, including providing clear 
information to allow an informed decision to be made. Establish the patient’s perspective and 
priorities for their health and medicines and what’s important to them. Tools such as the three talk 
model, BRAN (benefits, risks, alternative options, and what might happen if we do nothing) and 
patient decision aids can support shared decision making conversations

•	 In discussion with the patient/carer, consider safely deprescribing:
	» Any prescribed medicine(s) where there is no evidence-based indication, or the dose is 

unnecessarily high; where it fails to achieve the intended therapeutic objectives; where there 
are unacceptable adverse drug reactions (ADRs) or the patient is placed at an unacceptably 
high risk of such ADRs; or where the patient is unable to or has made an informed decision 
not to take one or more medicines as intended.

	» For complex patients with multiple conditions, frailty or who are approaching the end of their 
lives, where implementation of all of the relevant evidence-based recommendations may not 
be rational, or may increase the risk of adverse drug reactions (ADRs) or may not align with the 
patient’s preferences.

•	 If it is agreed that stopping multiple medicines is appropriate, take a stepwise approach to allow for 
the appropriate evaluation of the outcomes from each change. The order for carrying out changes 
should be a matter of clinical judgment, stopping those with the greatest risk of acute harm first 
and taking into account patient preference. Gradual dose reduction or specialist input may be 
required.

•	 Take steps each year to identify any patient for annual review aged 65 years and over who is living 
with moderate to severe frailty, using the Electronic Frailty Index (eFI) or any other appropriate 
assessment tool.

•	 Utilise appropriate tools, such as PrescQIPP IMPACT, STOPPFrail or others, to support medication 
reviews and deprescribing of inappropriate polypharmacy. 

https://www.prescqipp.info/our-resources/webkits/polypharmacy-and-deprescribing/
https://www.prescqipp.info/our-resources/bulletins/bulletin-319-good-prescribing/
https://www.prescqipp.info/our-resources/bulletins/bulletin-268-impact/
https://academic.oup.com/ageing/article/50/2/465/5913318
https://www.sps.nhs.uk/articles/resources-to-support-medication-review/
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National guidance
The Department of Health and Social Care published a report entitled ‘Good for you, good for us, good 
for everybody. A plan to reduce overprescribing to make patient care better and safer, support the NHS, 
and reduce carbon emissions’ in 2021. This report estimates that at least 10% of the current volume of 
medicines may be overprescribed.1

Problematic polypharmacy (the problematic use of multiple medicines) is considered to be one of the 
main consequences of overprescribing with people who are taking multiple medicines being more likely 
to be older, have worse health conditions, be taking medicines for longer, face more difficult decisions 
about treatment and find the cumulative burden of their medication harder to bear.1

This report emphasises that the key to stopping overprescribing is medicines optimisation: ensuring that 
patients are prescribed the right medicines, at the right time, in the right doses.1

The World Health Organisation (WHO) published a technical report entitled ‘Medication Safety in 
Polypharmacy’ in 2019. As part of the Global Patient Safety Challenge: Medication Without Harm, the 
WHO has asked countries and key stakeholders to prioritise medication in polypharmacy among the 
areas for strong commitment, early action and effective management to protect patients from harm 
while maximizing the benefit from medication.2

The Royal Pharmaceutical Society (RPS) guidance about ‘Polypharmacy: Getting our medicines right’ 
published in 2019 includes various best practice statements aimed at specific groups (organisations, 
health and social care professionals and patients) to work collaboratively to address problematic 
polypharmacy.3

Addressing problematic polypharmacy was included as one of the sixteen national medicines 
optimisation opportunities for 2024/25 from NHS England, alongside addressing inappropriate 
antidepressant prescribing and chronic non-cancer pain management without opioids.4

Structured medication reviews (SMRs) are the best-tested intervention for reducing problematic 
polypharmacy and can be used to review patients with problematic polypharmacy.4 Most benefit will 
be realised by identifying patients with the most to gain from an SMR, including those in the following 
patient groups:4

•	 Care home residents
•	 Those with learning disabilities
•	 Those with complex and problematic polypharmacy, specifically those on 10 or more medications 

(with increased focus on those over 75 years)
•	 Those on medicines commonly associated with medication errors and risk of harm
•	 Those with severe frailty, who are particularly isolated or housebound or who have had recent 

hospital admissions and/or falls
•	 Those using one or more prescribed medicines from the following groups that can cause dependence 

or withdrawal: opioids, gabapentinoids, benzodiazepines and z-drugs.
In February 2025, the Health Innovation Network published a document entitled ‘The mechanics 
of tackling overprescribing and problematic polypharmacy’. This document highlights that the clinical 
pictures and trajectories change as patients get older/become more complex, thus temporary 
suspension or cessation of one or more medicines may be needed. The harms and benefits of 
medication must be discussed with the patient as their values and preferences may have changed since 
initiation. In addition, specialist opinion, e.g. cardiology or palliative care, may help to inform complex 
decisions, especially if moving from preventative treatment to symptom control.5

The NHS Scotland ‘Polypharmacy Guidance: Realistic Prescribing’ highlights that problematic (or 
inappropriate) polypharmacy occurs when one or more medicines are prescribed that are no longer 
needed. This can be due to any of the following reasons:6

https://assets.publishing.service.gov.uk/media/614a10fed3bf7f05ab786551/good-for-you-good-for-us-good-for-everybody.pdf
https://www.who.int/publications/i/item/medication-safety-in-polypharmacy-technical-report
https://www.who.int/publications/i/item/medication-safety-in-polypharmacy-technical-report
https://www.rpharms.com/recognition/setting-professional-standards/polypharmacy-getting-our-medicines-right
https://thehealthinnovationnetwork.co.uk/wp-content/uploads/2025/02/Health-Innovation-Network-Polypharmacy-Guide-Feb-2025.pdf
https://thehealthinnovationnetwork.co.uk/wp-content/uploads/2025/02/Health-Innovation-Network-Polypharmacy-Guide-Feb-2025.pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/04/Polypharmacy-Guidance-2018.pdf
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•	 There is no evidence-based indication, or the dose is unnecessarily high.

•	 One or more medicines fail to achieve the intended therapeutic objectives.

•	 One, or the combination of several drugs, causes unacceptable adverse drug reactions (ADRs), or 
puts the patient at an unacceptably high risk of such ADRs.

•	 The patient is unable or has made an informed decision not to take one or more medicines as 
intended.

Deprescribing priorities should take into account patient priorities and preferences. It is also important 
to note that for complex patients with multiple conditions, frailty or who are approaching the end of 
their lives, implementation of all the relevant evidence-based recommendations may not be rational 
and may increase the risk of adverse drug reactions (ADRs).6 They may also not align with the patient’s 
preferences.6 Consequently, consideration should be given to deprescribing where the perceived 
benefits are outweighed by the potential harms of treatment or where patients are unlikely to live for 
long enough for any benefits to be realised.

The All Wales Medicines Strategy Group (AWMSG) published ‘Polypharmacy in older people A guide for 
healthcare professionals’ in 2023, including practical guides to stopping certain medications in older 
people, including the following:7

•	 Antihypertensives

•	 Benzodiazepines and z-drugs

•	 Oral corticosteroids

•	 Antidepressants

•	 Bisphosphonates

•	 Acid suppressants

•	 Opioids in non-cancer pain

•	 Gabapentinoids in neuropathic pain

•	 Antipsychotics to treat non-cognitive symptoms of dementia

•	 Acetylcholine esterase inhibitors and memantine in dementia

In Northern Ireland, the Northern Ireland Formulary states that deprescribing is an important element 
of medicines optimisation and forms part of a comprehensive medication review to identify the point 
at which drugs are no longer providing a worthwhile benefit and may actually be causing harm. This 
is particularly important in frail or elderly patients with multiple morbidities and associated reduced 
physiological reserve.8 A link is provided to the Pharmacy Forum NI document entitled ‘A guide to 
support medication review in older people’, published in 2020, which includes a section on medicines 
that may be appropriate to stop or alter in older people.9

Undertaking medication reviews for people with polypharmacy
Clinical pharmacists working as part of general practice teams are highly qualified experts in medicines 
and are ideally placed to carry out structured medication reviews for patients with ongoing health 
problems and improving patient safety, outcomes and value through a person-centred approach.10 
Pharmacy technicians are also able to support patients with medication reviews. Further guidance for 
pharmacy technicians undertaking medication reviews in care homes and domiciliary care is available in 
PrescQIPP Bulletin 259. 

In addition to reviewing any inappropriate polypharmacy at patients’ regular medication reviews and 
at the point of transfer of care (such as during medicines reconciliation on discharge from hospital), 
the numerous national prescribing indicators available can be helpful in proactively identifying people 

https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-data/prescribing-guidance/polypharmacy-in-older-people-a-guide-for-healthcare-professionals/
https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-data/prescribing-guidance/polypharmacy-in-older-people-a-guide-for-healthcare-professionals/
https://www.pfni.org.uk/wp-content/uploads/2020/07/A-Guide-to-Support-Medication-Review-in-Older-People-May-2020.pdf
https://www.pfni.org.uk/wp-content/uploads/2020/07/A-Guide-to-Support-Medication-Review-in-Older-People-May-2020.pdf
https://www.prescqipp.info/our-resources/bulletins/bulletin-259-care-homesdomiciliary-care-pharmacy-technician-medication-review-and-process-reviews/
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who are an increased risk of adverse events occurring because of inappropriate polypharmacy, e.g. 
through practice system searches, to invite them for a structured medication review. See the section on 
‘Prescribing data’ below for more detail on these indicators.

Identifying frailty
People living with severe frailty comprise around 3% of the population aged 65 years and older in 
England, moderate frailty comprises around 12% of those aged 65 years and older, and mild frailty 
accounts for 35% of this population.11

The 2017 NHS England ‘Toolkit for general practice in supporting older people living with frailty’ states 
that frailty can be considered as a long-term health condition characterised by the loss of physical, 
emotional and cognitive resilience as a result of the accumulation of multiple health deficits. Frailty is 
progressive and increases vulnerability to a sudden loss of independence and adverse health outcomes 
following a comparatively minor stressor event such as an acute infection or injury.11

These individuals are often frequent users of services across health and social care and are particularly 
vulnerable to adverse health outcomes such as unplanned admissions to hospital, care home admission, 
acquisition of new disability or death. However, with early identification of frailty and early intervention 
to optimise care and support for adults with multimorbidity (including annual medication review for 
people with severe frailty and stopping medications that are no longer appropriate), the risk of poor 
outcomes can be minimised.11

There are several recognised frailty identification tools and those carrying out medication reviews 
should use the recommended tool, as determined locally.

NICE guidance (NG56) recommends assessing frailty in all patients with multimorbidity in primary care 
and community settings by considering the use of one of the following diagnostic tests:12

•	 Informal assessment of gait speed (e.g. time taken to walk from the waiting room)
•	 Formal assessment of gait speed (more than 5s to walk 4m indicating frailty)
•	 PRISMA 7 tool (scores of 3 or above indicating frailty)
•	 Self-reported health status (e.g. ‘how would you rate your health status on a scale from 0 to 10?’, 

with scores of 6 or less indicating frailty)
The NHS England ‘Toolkit for general practice in supporting older people living with frailty’ provides a 
clinical frailty scale, a gait speed test, PRISMA 7 questions and a brief version of the comprehensive 
geriatric assessment (CGA) form, in addition to a STOPP/START medication tool, as appendices.11

The Standard General Medical Services Contract published in August 2024 states that contractors 
must take steps each year to identify any registered patient aged 65 years and over who is living with 
moderate to severe frailty by using the Electronic Frailty Index or any other appropriate assessment 
tool.13 There are no planned changes to this for 2025/26.14

In Scotland, Focus on Frailty aims to improve the early identification and assessment of frailty in those 
aged 65 years or over.15

In Wales, an integrated quality statement (IQS) published in January 2024 aims to underpin the 
development of a commissioning framework and service specification for older people and those living 
with frailty.16

Medication review and good practice in prescribing for frail adults
The Standard General Medical Services Contract states that where a contractor identifies a patient 
aged 65 years or over who is living with severe frailty, they must undertake a clinical review in respect 
of the patient which includes an annual review of the patient’s medication and, where appropriate, a 
discussion with the patient about whether they have fallen in the last 12 months. The contractor must 
provide the patient with any other clinically appropriate interventions.13

https://www.england.nhs.uk/wp-content/uploads/2017/03/toolkit-general-practice-frailty-1.pdf
https://www.nice.org.uk/guidance/ng56
https://www.england.nhs.uk/wp-content/uploads/2017/03/toolkit-general-practice-frailty-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2024/08/PRN01358i-standard-general-medical-services-contract-august-2024-v2.pdf
https://www.healthcareimprovementscotland.scot/improving-care/improvement-programmes/focus-on-frailty-programme-2025-2026/
https://www.gov.wales/older-people-and-people-living-frailty-integrated-quality-statement-html
https://www.england.nhs.uk/wp-content/uploads/2024/08/PRN01358i-standard-general-medical-services-contract-august-2024-v2.pdf
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Contractors should advise patients about the benefits of having an enriched Summary Care Record 
and activate this at the patient’s request. Any appropriate information relating to clinical interventions 
provided to a patient should be added to their Summary Care Record, using agreed codes.13

The NHS England ‘Toolkit for general practice in supporting older people living with frailty’ includes a 
STOPP/START medication tool detailing medication that is potentially inappropriate in people aged 
65 years or over.11 Additional resources to support medication review are also available as part of the 
PrescQIPP Polypharmacy and Deprescribing Webkit.17

Patients with severe frailty are at high risk of medication-related side effects due to their reduced 
physiological reserve. Additionally, those with a high likelihood of a limited lifespan are unlikely to 
derive any of the intended long-term treatment benefits. Consequently, medication should be regularly 
reviewed and discontinued where it is no longer indicated or is unlikely to be beneficial, and treatment 
targets should be revised accordingly.6

The following have been suggested for people with frailty:6

•	 Blood pressure - avoid blood pressure readings of <130 mmHg systolic and/or <65 mmHg diastolic 
as there is an increased risk of harm (e.g. falls resulting from dizziness/lightheadedness) when 
reducing blood pressure to very low levels in the frail elderly.

•	 Blood sugar control - avoid HbA1c levels <65 mmol/mol as this is associated with an increased risk 
of harm (e.g. falls resulting from dizziness from hypoglycaemia), especially in the frail elderly. The 
Association of British Clinical Diabetologists (ABCD) position statement on managing frailty in older 
adults with diabetes highlights that medical conditions can interfere with HbA1c measurements. The 
glycaemic goal should be individualised based on the comorbid medical conditions, cognitive and 
functional status. In mild-to-moderate frail older adults, a target range of 53–64 mmol/mol (7-8%) is 
appropriate depending on additional risk factors for hypoglycaemia and self-care abilities. In severe 
frailty, a range of 59–69 mmol/mol (7.5-8.5%) is more protective.18

•	 Treatments to maintain renal function and avoid the progression of proteinuria (with ACE inhibitors/
angiotensin II receptor antagonists) - avoid treating unless the person is considered to have 
sufficient life expectancy to see a benefit. This is a treatment target that is hard to achieve within 
the lifespan of a frail adult which is compounded by the increased risk of acute kidney injury with 
intercurrent illness.

•	 Use of anticoagulants/antiplatelets - avoid the use of a combination of anticoagulants/antiplatelets 
due to the potential increased bleeding risk. Anticoagulants and antiplatelets are effective even in 
the very frail to reduce the risk of stroke, but caution is needed to avoid using multiple agents.

•	 Heart rate control - reduce or stop heart-rate-limiting medication if pulse is <60 beats per minute as 
frailty reduces the clearance of many of these medications, leading to an increase in the heart-rate-
lowering effect.

As with all targets and treatment decisions (including deprescribing), an individualised approach should 
be adopted, including giving clear information to patients/their carers to allow an informed decision 
to be made,4 in accordance with shared decision making and personalised care.19 This may include the 
use of written information (such as the patient information letter explaining medication review and 
deprescribing, available as an attachment to this bulletin, or the use of patient decision aids). 

In addition, agreeing treatment goals and discontinuation criteria before initiating a medicine or making 
a treatment change can help to facilitate any future deprescribing decisions with the patient and/or 
their family or carer and every new medicine should be initiated in partnership with the patient as a 
trial, with a medication review soon after initiation. 

https://www.england.nhs.uk/wp-content/uploads/2017/03/toolkit-general-practice-frailty-1.pdf
https://www.prescqipp.info/our-resources/webkits/polypharmacy-and-deprescribing/
https://abcd.care/sites/default/files/site_uploads/Resources/Position-Papers/ABCD-Position-Paper-Frailty.pdf
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Consider in discussion with the patient/carer, withdrawal of the medicine in the following 
circumstances: 

•	 The harm-to-benefit profile changes significantly.

•	 There are detrimental physiology changes.

•	 The therapeutic benefits reduce, cease or are not realised after the intended timeframe.

•	 The patient experiences unacceptable side effects.

•	 The patient is continually non-adherent.

•	 The time to expected benefit is likely to exceed the patient’s life expectancy.

Alternative options may be available, or a non-pharmacological intervention chosen. Following the 
principles in the PrescQIPP Ensuring Appropriate Polypharmacy flow chart will help this to become part 
of everyday practice.

Medication review checklist for frail adults (adapted from20,21)
•	 Ensure that frailty is assessed annually using an appropriate frailty identification tool, as 

determined locally.11

•	 Ensure that there is a documented indication for prescribing each medication.

•	 Review the risk versus benefit of ongoing treatment, considering whether the person is likely to 
have a limited lifespan making them unlikely to derive intended long-term treatment benefits.

•	 Consider whether any dose adjustment or treatment discontinuation is required in relation to 
factors such as age, renal function, falls risk, or drug interactions.

•	 Review medication that is known to be poorly tolerated in frail patients to determine whether 
continued treatment is appropriate, in line with the STOPPFrail criteria.

•	 Discuss the indications and side effects of medicines with the patient/carer considering their 
wishes regarding changes to medicines.

•	 Take a stepwise approach to the discontinuation of multiple medications, to allow for the 
appropriate evaluation of the outcomes from each change. The order for carrying out changes 
should be a matter of clinical judgment, stopping those with the greatest risk of acute harm first 
and taking into account patient preference. Gradual dose reduction or specialist input may be 
required. 

•	 Ensure the plan for medication changes is recorded, including the reason for the change, any 
tapering instructions and any follow-up or monitoring required, providing a written plan for the 
patient as necessary.

•	 Where medication changes have been made, undertake a follow-up review to assess the outcome.

Medication identified by STOPPFrail (version 2) as being potentially in-
appropriate in frail older patients with a limited life expectancy22

Please note: STOPPFrail is intended for older people with limited life expectancy for whom the goal of 
care is to optimise quality of life and minimise the risk of drug-related morbidity. Appropriate candidates 
for STOPPFrail-guided deprescribing typically meet all of the following criteria:

1.	 Activities of daily living dependency (i.e. assistance with dressing, washing, transferring, walking)  
and/or severe chronic disease and/or terminal illness.

2.	 Severe irreversible frailty, i.e. high risk of acute medical complications and clinical deterioration. 

3.	 Physician overseeing care of patient would not be surprised if the patient died in the next 12 
months.

https://www.prescqipp.info/our-resources/webkits/polypharmacy-and-deprescribing/
https://academic.oup.com/ageing/article/50/2/465/5913318
https://academic.oup.com/ageing/article/50/2/465/5913318
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STOPPFrail deprescribing criteria
•	 Any drug that the patient persistently fails to take or tolerate despite adequate education and 

consideration of all appropriate formulations.

•	 Any drug without a clear clinical indication.

•	 Any drug for symptoms that have now resolved (e.g. pain, nausea, vertigo, pruritus).

•	 Lipid-lowering therapies (including statins, ezetimibe, bile acid sequestrants, fibrates, nicotinic acid, 
lomitapide and acipimox).

•	 Antihypertensive therapies — carefully reduce or discontinue these drugs in patients with a systolic 
blood pressure (SBP) persistently <130 mmHg (130–160 mmHg is an appropriate target in frail 
older people). Before stopping, consider whether the drug is treating additional conditions (e.g. 
beta-blocker for rate control in atrial fibrillation, diuretics for symptomatic heart failure).

•	 Anti-anginal therapy (specifically nitrates, nicorandil, ranolazine)—aim to carefully reduce and 
discontinue these drugs in patients who have had no reported anginal symptoms in the previous 
12 months AND who have no proven or objective evidence of coronary artery disease.

•	 Anti-platelets for the primary prevention of cardiovascular disease.

•	 Aspirin for stroke prevention in atrial fibrillation in frail older people who are not candidates for 
anticoagulation therapy.

•	 Neuroleptic antipsychotics - aim to reduce dose and discontinue these drugs in patients taking 
them for longer than 12 weeks if there are no current clinical features of behavioural and 
psychiatric symptoms of dementia (BPSD). 

•	 Memantine - discontinue and monitor in patients with moderate to severe dementia, unless 
memantine has clearly improved BPSD.

•	 Proton pump inhibitors (PPIs) - reduce dose when used at full therapeutic dose for ≥8 weeks, 
unless persistent dyspeptic symptoms at lower maintenance dose.

•	 H2-receptor antagonists - reduce dose when used at full therapeutic dose for ≥8 weeks, unless 
persistent dyspeptic symptoms at lower maintenance dose.

•	 Theophylline and aminophylline - doubtful therapeutic benefit, can interact with other commonly 
prescribed medicines increasing risk of adverse drug reactions.

•	 Leukotriene antagonists (montelukast, zafirlukast) in chronic obstructive pulmonary disease 
(COPD).

•	 Calcium supplementation - unlikely to be of any benefit in short-term unless there is proven, 
symptomatic hypocalcaemia.

•	 Vitamin D (ergocalciferol and colecalciferol) - lack of clear evidence to support use to prevent falls 
and fractures, cardiovascular events or cancers.

•	 Anti-resorptive/bone anabolic drugs for osteoporosis (bisphosphonates, strontium, teriparatide, 
denosumab).

•	 Long-term non-steroidal anti-inflammatory drugs (NSAIDs) (taken regularly for 2 months or more) – 
increased risk of side effects.

•	 Long-term oral steroids (taken regularly for two months or more) - consider careful dose reduction 
and discontinuation.

•	 Drugs for benign prostatic hyperplasia (5-alpha reductase inhibitors and alpha-blockers) in 
catheterised male patients.

•	 Drugs for overactive bladder (muscarinic antagonists and mirabegron) - unless clear history of 
painful detrusor hyperactivity.
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•	 Anti-diabetic drugs - de-intensify therapy. Avoid HbA1c targets (HbA1C <7.5% [58 mmol/mol] 
associated with net harm in this population). The goal of care is to minimise symptoms related to 
hyperglycaemia (e.g. excessive thirst, polyuria).

•	 Multivitamin combination supplement - discontinue when prescribed for prophylaxis rather than 
treatment of hypovitaminosis. 

•	 Folic acid - discontinue when treatment course is completed. The usual treatment duration is 
1–4 months unless malabsorption, malnutrition or concomitant methotrexate use. 

•	 Nutritional supplements* - discontinue when prescribed for prophylaxis rather than treatment of 
malnutrition.

*It should be noted that the British Geriatrics Society guidance on ‘End of life care in frailty: nutrition’ 
(published May 2020 last updated September 2024) states that people living with moderate or severe 
frailty may be categorised as being in the last year of life; however, they may not be imminently dying 
and therefore from a nutrition perspective should be treated in the same way as any other patient. 
Please refer to PrescQIPP Bulletin 261: Oral Nutritional Supplements for further guidance.

Several validated tools may be used to facilitate and guide the medication review process. The 
PrescQIPP Improving Medicines and Polypharmacy Appropriateness Clinical Tool (IMPACT) provides 
practical advice about how to safely stop/withdraw specific types of medicines. In addition, this tool 
highlights possible issues to consider, including information on determining deprescribing priority, 
alongside details of various tools that are available to prescribers. 

It is important to discuss the reasons why certain medicines can be deprescribed with patients and/
or their carers. This may be because of the risk of the medication outweighing the benefit (including 
that the benefits of many preventive medications are negligible in those with a limited life expectancy), 
because administration of the medication or monitoring of the medication effect is challenging, 
or because drug adherence/compliance is difficult. These conversations should be tailored to the 
individual needs of the patient. 

Table 2 in the STOPPFrail article includes additional information that should be taken into account 
when considering deprescribing for each medicine listed as being potentially inappropriate in frail older 
patients with a limited life expectancy; this may be helpful in informing discussions between healthcare 
professionals and patients in this regard.22

Prescribing data for identifying polypharmacy
Prescribing data that can be used to support the prioritisation of medication reviews for people with 
polypharmacy and the subsequent implementation of appropriate deprescribing in England include the 
NHS Business Services Authority (NHSBSA) polypharmacy indicators (available as patient-level data - 
registration required).

Numerous indicators are also available as part of the PrescQIPP Medicines Optimisation Opportunities 
Dashboard under the ‘addressing problematic polypharmacy’ tab to allow organisations such as ICBs 
(integrated care boards), PCNs (primary care networks), locations and practices to view the number of 
patients meeting the criteria for the following polypharmacy indicators - 

•	 Aged 75 years or over on 10 or more medicines

•	 Aged under 75 years on 10 or more medicines

•	 On 10 or more medicines/devices/products

•	 On 4 or more medicines from the groups: opioids, gabapentinoids, benzodiazepines and z-drugs, and 
antidepressants

•	 On 3 medicines from the groups: opioids, gabapentinoids, benzodiazepines and z-drugs, and 
antidepressants

https://www.bgs.org.uk/end-of-life-care-in-frailty-nutrition
https://www.prescqipp.info/our-resources/bulletins/bulletin-261-oral-nutritional-supplements/
https://www.prescqipp.info/our-resources/bulletins/bulletin-268-impact/
https://www.nhsbsa.nhs.uk/access-our-data-products/epact2/dashboards-and-specifications/medicines-optimisation-polypharmacy
https://www.prescqipp.info/our-resources/data-and-analysis/strategic-activity-reports/medicines-optimisation-opportunities-dashboard/
https://www.prescqipp.info/our-resources/data-and-analysis/strategic-activity-reports/medicines-optimisation-opportunities-dashboard/
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•	 On an opioid plus a gabapentinoid

•	 Aged 75 years or over with an anticholinergic burden score greater than 6, 9 or 12

•	 Aged under 75 years with an anticholinergic burden score greater than 6, 9 or 12

There are other areas in the dashboard which may be of interest including:

•	 Reducing opioid use in chronic non-cancer pain

•	 Reducing the duration of antimicrobial prescribing

•	 Cost effective DOAC choices

•	 Best use of biologic medicines

•	 Optimising lipid management for cardiovascular disease prevention

•	 Addressing low priority prescribing

•	 Appropriate prescribing and supply of blood glucose and ketone metres, and testing strips

•	 Improving valproate safety

•	 Improving respiratory outcomes while reducing the carbon emissions from inhalers

•	 Patients receiving opioid pain medicines by duration

•	 Addressing inappropriate antidepressant prescribing

The IMPACT tool has an accompanying data visualisation which pharmacists and technicians can use 
to prepare and undertake medication reviews. The data visualisation can be filtered to produce a list 
of medicines for individual patients that highlights things to consider to optimise medicines use and 
how to deprescribe. The medicines in IMPACT have also been assigned a clinical risk and deprescribing 
priority to help focus on high risk medicines to reduce harm and support shared decision making with 
patients. The data visualisation also shows the prescribing spend for each therapeutic section for the 
selected organisation. 

OpenPrescribing also include data highlighting some national medicines optimisation opportunities at 
the ICB and practice level in England which may be useful in identifying polypharmacy. These include:

•	 Total opioid prescribing (as morphine equivalence) per 1,000 patients

•	 High dose opioids per 1,000 patients 

•	 High dose opioid items as a percentage of regular opioids

In Scotland, NHS Scotland have developed a detailed list of polypharmacy indicators, available here. 
This suite of 69 indicators are intended as ‘case finding’ prescribing and monitoring indicators to 
enable practices to run searches to identify patients for review (and many are also able to be used as 
clinical outcomes indicators, where a fall in the number of patients affected may be seen following 
intervention). 

In Wales, the All Wales Medicines Strategy Group (AWMSG) have published National Prescribing 
Indicators for 2025–2028 to support safe and optimised prescribing. While these are not specific to 
polypharmacy, many relate to the concurrent prescribing of multiple medications that are known to be 
high risk, for example, the number of patients with concurrent prescriptions of an oral anticoagulant 
(warfarin or direct oral anticoagulant/DOAC) and a selective serotonin reuptake inhibitor (SSRI), or the 
number of patients aged 75 years and over with an anticholinergic effect on cognition (AEC) score of 3 
or more for items on active repeat. These indicators are available here.

https://www.prescqipp.info/our-resources/bulletins/bulletin-268-impact/
https://openprescribing.net/
https://www.therapeutics.scot.nhs.uk/polypharmacy/indicators/
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2017/10/Polypharmacy-Indicators.pdf
https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-data/national-prescribing-indicators/national-prescribing-indicators-2025-2028/
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Deprescribing algorithms
The following algorithms to support the deprescribing of the following medicines or groups of 
medicines are available as attachments to this bulletin:

•	 Allopurinol or febuxostat

•	 Amiodarone

•	 Antidepressants

•	 Antihyperglycaemics

•	 Antihypertensives

•	 Antiplatelets

•	 Antipsychotics in dementia

•	 Benzodiazepines and z drugs

•	 Dronedarone 

•	 Drugs for nausea and vertigo

•	 Drugs for urinary frequency, urgency or incontinence

•	 Drugs for urinary retention 

•	 NSAIDs (non-steroidal anti-inflammatory drugs)

•	 Propranolol

•	 Statins

Please note: Any deprescribing algorithms or tapering plans are a guide only and should consider any 
local as well as national guidance in addition to specialist advice. These should always be tailored to the 
individual patient.

Shared decision making
The NICE guideline on shared decision making states that shared decision making is a collaborative 
process that involves a person and their healthcare professional working together to reach a joint 
decision about care. It could be care the person needs straightaway or care in the future, for example, 
through advance care planning. It involves choosing tests and treatments based both on evidence and 
on the person’s individual preferences, beliefs and values. It means making sure the person understands 
the risks, benefits and possible consequences of different options through discussion and information 
sharing. This joint process empowers people to make decisions about the care that is right for them at 
that time (with the options of choosing to have no treatment or not changing what they are currently 
doing always included).23

NICE suggest using tools such as patient decision aids, and models such as the three talk model 
and BRAN to support shared decision making as well as having education available to clinicians and 
information for patients to help them prepare for these discussions. 

In 2017, Elwyn G et all produced a model named the Three talk model (see figure 1)to help support 
clinicians and patients with shared decision making discussions. This model was an update to a previous 
iteration developed in 2012 The model is based on having three talks with patients before making a 
shared decision, allowing the patient to consider what has been discussed between each talk. The three 
talks are:23

•	 Team talk which places emphasis on the need to provide support to patients when they are made 
aware of choices, and to elicit their goals as a means of guiding decision making processes.
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•	  Option talk refers to the task of comparing alternatives, using risk communication principles.

•	 Decision talk refers to the task of arriving at decisions that reflect the informed preferences of 
patients, guided by the experience and expertise of health professionals.

Figure1: Three-talk model.

A summary of the evidence to make it easy for professionals and practitioners to discuss the options 
with the person can be useful to explain the benefits, risks, alternative options, and what might happen 
if the person decides not to have the intervention. The BRAN format is an example of how to do this: 25

•	 Benefits of each recommended option

•	 Risks and consequences of each option (including adverse effects and consequences of treatment 
such as the need for regular monitoring with warfarin, or implications for driving with insulin 
treatment)

•	 Alternatives to the main option(s)

•	 Option of doing nothing new or different – what might happen if I decide against the option(s) and 
remain on my current treatment (if any).

Patient decision aids can also be used to support this discussion.
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Patient decision aids
GP Evidence includes simple summaries and patient decision aids that are useful in supporting GPs 
and other healthcare professionals in discussions with patients regarding the risks and benefits of 
several treatments, such as lipid lowering to prevent cardiovascular disease, and medicines to manage 
hypertension and menopause.

The NHS England decision support tools or patient decision aids, include various patient decision aids 
that may be used before, during or between consultations on a number of health conditions such as 
atrial fibrillation, chronic primary pain or depression.

The NICE library of patient decision aids provides evidence-based information on the options available, 
along with likely outcomes, benefits, harms and uncertainties for a range of conditions such as 
bisphosphonates for treating osteoporosis, long-term heartburn treatment, and the long-term use of 
benzodiazepines and z-drugs.

Additional resources
•	 PrescQIPP Bulletin 268. IMPACT version 4.2. September 2025. https://www.prescqipp.info/our-

resources/bulletins/bulletin-268-impact/ 

•	 PrescQIPP Bulletin 278. Transfer of care around medicines. January 2021. https://www.prescqipp.
info/our-resources/bulletins/bulletin-278-transfer-of-care-around-medicines/ 

•	 PrescQIPP Bulletin 331: Medication reviews in patients with multi-morbidity. July 2023. https://
www.prescqipp.info/our-resources/bulletins/bulletin-331-medication-reviews-in-patients-with-multi-
morbidity/

•	 PrescQIPP Bulletin 356. Stopping over-medication of psychotropic drugs. January 2025. https://
www.prescqipp.info/our-resources/bulletins/bulletin-356-stopping-over-medication-of-psychotropic-
drugs/ 

•	 PrescQIPP Bulletin 358. Medicine treatment breaks. December 2024. https://www.prescqipp.info/
our-resources/bulletins/bulletin-358-medicine-treatment-breaks/

•	 PrescQIPP Bulletin 361: Medicines without harm. November 2024. https://www.prescqipp.info/our-
resources/bulletins/bulletin-361-medicines-without-harm/

•	 PrescQIPP Bulletin 360: Anticholinergic burden. July 2025. https://www.prescqipp.info/our-
resources/bulletins/bulletin-360-anticholinergic-burden/ 

•	 NICE. Multimorbidity: Clinical assessment and management. NICE guideline [NG56]. September 
2016. https://www.nice.org.uk/guidance/ng56 

•	 NICE. Older people with social care needs and multiple long-term conditions. NICE guideline [NG22]. 
November 2015. https://www.nice.org.uk/guidance/ng22

•	 NICE. Medicines associated with dependence or withdrawal symptoms: safe prescribing and 
withdrawal management for adults. NICE guideline [NG215]. April 2022. https://www.nice.org.uk/
guidance/ng215

•	 NICE. Shared decision making. NICE guideline [NG197]. June 2021. https://www.nice.org.uk/
guidance/ng197

•	 NICE. Medicines optimisation: the safe and effective use of medicines to enable the best possible 
outcomes. NICE guideline [NG5]. March 2015

•	 British Geriatric Society (BGS). Frailty e-learning course (free, registration required). https://www.bgs.
org.uk/elearning/frailty-elearning-course Accessed 28/01/25.

https://gpevidence.org/
https://www.england.nhs.uk/personalisedcare/shared-decision-making/decision-support-tools/
https://www.nice.org.uk/implementing-nice-guidance/patient-decision-aids
https://www.prescqipp.info/our-resources/bulletins/bulletin-268-impact/
https://www.prescqipp.info/our-resources/bulletins/bulletin-268-impact/
https://www.prescqipp.info/our-resources/bulletins/bulletin-278-transfer-of-care-around-medicines/
https://www.prescqipp.info/our-resources/bulletins/bulletin-278-transfer-of-care-around-medicines/
https://www.prescqipp.info/our-resources/bulletins/bulletin-331-medication-reviews-in-patients-with-multi-morbidity/
https://www.prescqipp.info/our-resources/bulletins/bulletin-331-medication-reviews-in-patients-with-multi-morbidity/
https://www.prescqipp.info/our-resources/bulletins/bulletin-331-medication-reviews-in-patients-with-multi-morbidity/
https://www.prescqipp.info/our-resources/bulletins/bulletin-356-stopping-over-medication-of-psychotropic-drugs/
https://www.prescqipp.info/our-resources/bulletins/bulletin-356-stopping-over-medication-of-psychotropic-drugs/
https://www.prescqipp.info/our-resources/bulletins/bulletin-356-stopping-over-medication-of-psychotropic-drugs/
https://www.prescqipp.info/our-resources/bulletins/bulletin-358-medicine-treatment-breaks/
https://www.prescqipp.info/our-resources/bulletins/bulletin-358-medicine-treatment-breaks/
https://www.prescqipp.info/our-resources/bulletins/bulletin-361-medicines-without-harm/
https://www.prescqipp.info/our-resources/bulletins/bulletin-361-medicines-without-harm/
https://www.prescqipp.info/our-resources/bulletins/bulletin-360-anticholinergic-burden/
https://www.prescqipp.info/our-resources/bulletins/bulletin-360-anticholinergic-burden/
https://www.nice.org.uk/guidance/ng56
https://www.nice.org.uk/guidance/ng22
https://www.nice.org.uk/guidance/ng215
https://www.nice.org.uk/guidance/ng215
https://www.nice.org.uk/guidance/ng197
https://www.nice.org.uk/guidance/ng197
https://www.bgs.org.uk/elearning/frailty-elearning-course
https://www.bgs.org.uk/elearning/frailty-elearning-course
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•	 Specialist Pharmacy Services (SPS). Resources to support medication review. Last updated January 
2025. (Registration required) https://www.sps.nhs.uk/articles/resources-to-support-medication-
review/ 

•	 Healthcare Improvement Scotland. Focus on frailty programme: about Focus on Frailty. https:// 
www.healthcareimprovementscotland.scot/improving-care/improvement-programmes/focus-on-frailty-
programme-2025-2026/

•	 Maudsley Deprescribing Guidelines: Antidepressants, Benzodiazepines, Gabapentinoids and Z-drugs. 
First edition. January 2024. Available via OpenAthens https://openathens.nice.org.uk/ or as a 
paperback or eBook via https://www.maudsley-prescribing-guidelines.co.uk/

•	 Deprescribing.org (Canadian). Deprescribing Guidelines and Algorithms. https://deprescribing.org/
resources/deprescribing-guidelines-algorithms/ 

•	 Health Innovation West of England. Polypharmacy Action Learning Sets (online course regarding the 
complex issues surrounding stopping inappropriate medicines safely). https://www.healthinnowest.
net/event/polypharmacy-action-learning-sets-3/

Summary

•	 Problematic polypharmacy (the problematic use of multiple medicines) is one of the main 
consequences of overprescribing, putting certain patients at increased risk of adverse drug 
reactions. 

•	 Structured medication reviews (SMRs) are a tested intervention for reducing problematic 
polypharmacy, they are particularly beneficial when combined with targeting patients who are most 
likely to benefit, including frail adults.

•	 Shared decision making should be offered to patients undergoing a medication review. Tools such 
as the 3 talk model, BRAN and patient decision aids can be used to support these discussions.
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