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Background       

Polypharmacy and inappropriate

medication use contribute to adverse drug

reactions and patient harm. One Scottish

study showed that between 1995 and

2010 the number of people on ten or

more medicines had increased from

1.9% to 5.6%, and a third of people

aged 75 years and over were taking at

least six medicines.1 Rather than use a

threshold number of drugs to define

polypharmacy,  definitions of appropriate

and problematic polypharmacy have been

proposed.2,3 Managing polypharmacy

through deprescribing is a global

initiative.4  Although there is a lack of

consensus on defining deprescribing, a

working definition has been suggested as:

“deprescribing is the process of

withdrawal of an inappropriate

medication, supervised by a healthcare

professional with the goal of managing

polypharmacy and improving outcomes”.5 

A range of barriers and facilitators to

managing polypharmacy and implementing

deprescribing have been identified within

the domains of the system, culture,

professional and patient.6,7,8 Examples of

such barriers are shown in Box 1.9

The ideal setting (e.g. primary care,

secondary care) for deprescribing to

occur is something that has not been

confirmed, although once a potentially

inappropriate medicine is identified,

arguably it should be actioned at that

point.10 In the context of multimorbidity

and frailty, National Institute for Health

and Care Excellence (NICE) guidance

identifies primary care and community care

settings, and hospital outpatient settings,

as opportunities to adopt an approach to

care that takes account of multimorbidity

(and managing polypharmacy).11 This

guidance also notes that comprehensive

assessment of older people with

complex needs should occur at the point

of admission to hospital. An acute

inpatient admission therefore presents a

unique opportunity for physicians and
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Introduction

The management of polypharmacy and overprescribing is a

national and global work stream. It is currently uncertain how

best to implement an approach to carrying out routine

deprescribing activity. The aim of this study was to assess

the views of general practitioners (GPs) in one Clinical

Commissioning Group towards the role of the hospital team

in deprescribing. 

Method

A survey was undertaken using a questionnaire delivered to a

convenience sample of GPs identified as having a prescribing

lead role within their practice. 

Results

Across three CCG-organised medicines optimisation meetings,

41 (91%) of 45 GPs completed the survey. Respondents

considered tackling problematic polypharmacy to be relatively

Abstract

important (mean score of 4.2 out of a maximum of 5). GPs

perceived that they or a practice based pharmacist should have

control of any actual deprescribing actions, though there was a

recognition of the potential role for the senior hospital doctor

and senior hospital pharmacist. Just under one-third of GPs

responded that they had not seen hospital doctors tackling

problematic polypharmacy, and approximately only 10%

perceived that senior hospital doctors (other than Care of the

Elderly) had an approach to deprescribing that was reasonable.

Conclusion

In this study, we found that GPs were supportive of

deprescribing activities in the hospital setting and suggested

that the top four classes of medicine that should be targeted

are opioids, anticholinergics, NSAIDs and hypnotics. It was

perceived that there is an opportunity to undertake more

hospital deprescribing than currently occurs. Communication

and collaboration between GPs, hospital doctors and

pharmacists are potential means of improving patient

outcomes through sharing deprescribing responsibilities.  
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pharmacists to collaboratively review

medications that can be safely

deprescribed, although acute care stays

are typically short and focused on the

reason for admission. One barrier to

deprescribing, as perceived by GPs, is that

patients sometimes believe that

specialists have more authority than GPs

over medication changes.12,13 In tandem

with this perception, one of the factors

that is reported to facilitate

implementation of deprescribing efforts

includes collaboration and communication

within and across professional and

practice disciplines.6 Hence the act of

ceasing the medication whilst in hospital

should overcome any concerns possibly

held by the patient or the patient’s GP.

Aim       

To understand GPs’ perceptions and

views on managing problematic

polypharmacy and the role of the hospital

team in tackling polypharmacy. 

Method       

Across Cornwall, locality-based prescribing

meetings are held four times a year. These

meetings, organised by NHS Kernow CCG

medicines optimisation team, are

intended to have a focus on clinical

prescribing and medicines optimisation. A

GP prescribing lead from each surgery is

invited to attend these meetings and

disseminate the learning within their own

practice. A brief anonymous survey was

delivered to GPs at three meetings for

practice prescribing leads early in 2019,

with the attendees asked to complete the

survey having been advised that it was

anonymous and would take only a few

minutes to complete. The survey had

previously been piloted with three GPs

and minor amendments made. The

introduction to the survey described, in

general terms, the ongoing worldwide

and national focus on polypharmacy and

deprescribing in the context of

multimorbidity. The survey consisted of

six questions (five of which had

predetermined answers from which to

choose), plus one question that allowed

respondents to make free-text comments. 
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Box 1:  Barriers to medicines optimisation or deprescribing

Concern from clinicians to discontinue medications started by another provider

Time expenditure

Fear of drug-withdrawal side effects

Lack of resources

Resistance from patients or family members

Fear of losing patient-provider relationship

Can any of these be safely deprescribed?
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Results       

The three meetings were attended by a

total of 45 GPs, with completed

questionnaires returned from 41 (91%).

No other GP characteristics were

recorded.

The respondents’ mean rating on the

importance of tackling problematic

polypharmacy on a scale of 1 (not

important) to 5 (very important) was

4.2. When asked an introductory

question about the NICE clinical guideline

on ‘Multimorbidity: clinical assessment

and management’, 17 (42%)  recollected

having scanned relevant sections but

had not really acted on the advice, 12

(29%) had read the guideline and were

trying to implement the advice, and 12

(29%) had not read nor seen any

summary of it. As regards who should be

undertaking polypharmacy reviews

(respondents could tick any of the eight

choices listed, see Table 1), the two

most frequently chosen options were  -

the patient’s GP who can enact changes

(33 responses) and the practice-based

pharmacist who can enact changes (33). 

When asked if they had seen hospital

doctors tackling problematic polypharmacy

such as stopping medicines that appear

to have no indication, attempting to

reduce the treatment burden for the

patient, ceasing preventative medicines in

the very old or at end of life, 12 (29.3%)

indicated they had seen this especially in

the ‘older’ patient, 16 (39%) had seen

this in patients in general some of the

time, and 13 (32%) had not seen this

happening at all. When questioned to

what extent do they think senior hospital

doctors in specialties other than Care of

the Elderly should have more of a focus

on tackling problematic polypharmacy,

20 (49%) answered they could do a lot

better at engaging with the deprescribing

movement, 10 (24%) answered they

could do a little better at engagement, 4

(10%) answered that their approach to

deprescribing seems reasonable, and 7

(17%) were concerned there is no

View Number

The patient’s GP who can then enact changes 33 (80%)

Practice-based pharmacist who can then enact changes 33 (80%)

When the patient is in hospital, a senior hospital doctor who can make suggestions to the GP 26 (63%)

When the patient is in hospital, a senior hospital pharmacist who can make suggestions to the GP 25 (61%)

When the patient is in hospital, a senior hospital doctor who can enact changes 25 (61%)

Practice support pharmacist from the CCG Prescribing Team who can make suggestions to the GP 25 (61%)

Community pharmacist who can make suggestions to the GP 17 (41%)

Nurse practitioner in the surgery who can make suggestions to the GP 12 (29%)

Table 1. GPs’ views on who should be undertaking reviews of patients with polypharmacy

Box 2:  Examples of themes from free text comments

Supportive

“Being in hospital in a 24 hr monitored environment is an opportunity to deprescribe.”

“Great to have hosp doctor initiate change which helps with GP continuing plan of deprescribing.”

Cautionary

“If stopped in hospital and patient only has short stay then effects of deprescribing might only appear after
discharge and may mean starting again.”

“Involve the patient, not just stopping without consultation. Communicating this with GPs. If drugs get
stopped on discharge without any mention of why they probably get restarted.”

Not supportive

“Due to specialised areas of expertise hosp drs are not in a good  position  to make an overall judgement of
what is a good mix of medication. Stable polypharmacy is often better than destabilising the patient in a short
admission.”

“During short admission there is likely to be too little time and too little knowledge of the patient to achieve
deprescribing.”

http://www.pharman.co.uk
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thought given to opportunities for

deprescribing for hospital inpatients.

From  the list of 11 medicines or

classes of medicines that senior hospital

doctors should target when considering

deprescribing (selecting all that apply),

the top four were opioids with the

hospital commencing the withdrawal

and the GP continuing the reduction (36

responses), anticholinergics with the

hospital ceasing the drug (35), NSAIDs

with the hospital ceasing the drug,  and

benzodiazepines and related drugs with

the hospital advising the GP to

commence withdrawing the drug (33

responses each).

Sixteen respondents provided free text

comments (examples in Box 2). These

were categorised into themes of

supportive of deprescribing occurring in

hospital (8 respondents), cautionary

comments (3), not supportive (3), and

comments not specifically related to

hospital deprescribing (2).

Discussion       

Polypharmacy has been described as a

‘wicked’ problem comprising a complex

tangle of the biological, behavioural,

technological, cultural, and socio-political,

with the authors commenting that it is

unlikely that GPs can address the

challenge singlehandedly, because the

solutions to some of these factors lie in

higher-order structural, economic, and

sociopolitical change.14

It is reassuring that GPs responding to

our short survey rated the importance of

tackling problematic polypharmacy as 4.2

out of a maximum importance of 5.2

Just under one-third of respondents

(29%) claimed to have read the NICE

multimorbidity guideline and were  trying

to implement the advice, though a similar

proportion acknowledged that they

were not aware of this guideline. The

other respondents (42%), though aware,

had not acted on the advice. Studies have

found that GPs were generally supportive

of deprescribing but were infrequently

able to incorporate deprescribing into

regular practice.15,16 These barriers to

deprescribing include patient expectations,

the medical culture of prescribing, fear of

bad outcomes such as patient harm and

any subsequent reputational damage, and

various organizational factors (e.g. time

required to implement deprescribing).

Our small sample of GPs appeared to

have a preference  that polypharmacy

reviews be undertaken either by the GP

or by practice based pharmacists. This

primary care setting does indeed provide

access to prescription history,  medical

records and the environment for ongoing

monitoring after discontinuation. However,

deprescribing by GPs may be hindered by

time limitations and professional barriers

with specialists (i.e. not wanting to alter

medications started by a specialist).17   Our

GPs did welcome deprescribing input

from secondary care, with the role of the

senior hospital doctor in enacting

iStock.com/Jae Young Ju

“It is reassuring that GPs responding to our short survey rated the

importance of tackling problematic polypharmacy as 

4 out of a maximum importance of 5.”

Polypharmacy reviews can be undertaken  by the GP or by practice based pharmacists.
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changes whilst the patient is in hospital

acknowledged by 61% of respondents.

Some GPs did provide answers

(including free text responses) welcoming

greater deprescribing activity from the

hospital. Hospitalisation provides an

opportunity to review medicines and

conduct deprescribing; however, studies

show that levels of problematic

deprescribing activity is minimal.18

Barriers to deprescribing whilst the

patient is an inpatient include the

focus on acute medical problems, and

limited time for follow-up.19 These are

reflected in the free text comments

from our survey. In another qualitative

study, hospital-based health care

professionals cited time constraints and

reluctance to assume responsibility as key

factors and concluded that primary care is

the most appropriate setting to evaluate

treatment plans and patient adherence.20

Geriatricians felt their role was more to

support GPs’ optimisation of care, and

that potential input to ongoing care

coordination was limited due to the

short duration of their interaction with

these patients. Others though take the

opposing stance and argue that the

hospital stay affords the time for in-depth

interviews with patients necessary to

overcome deprescribing barriers, and

align medication therapies with patients’

goals of care.21

A Canadian report looking into

deprescribing for elderly patients identified

five priority drug classes for which expert

clinicians felt guidance is needed for

deprescribing. The classes of drugs that

emerged strongly from the rankings were

benzodiazepines, atypical antipsychotics,

statins, tricyclic antidepressants, and

proton pump inhibitors.22 These results

may well be different to our survey (with

the top four being opioids,

anticholinergics, NSAIDs and hypnotics)

due to the nature of the investigation.

Farrell and colleagues, the authors of the

report,  set about engaging physicians,

pharmacists and nurses in identifying and

prioritising medication classes where

evidence-based deprescribing guidelines

would be of benefit to clinicians, whereas

we asked respondents a somewhat

different question and included drugs that

could be ceased abruptly in hospital as

well as drugs that need to be tapered off

over a period of time. There is a range of

criteria that can be utilised when reviewing

medication in older adults e.g. Beers

Criteria23, STOPP/START24, as well as a

number of process models and tools

describing the steps necessary for

successful deprescribing.25 However,  the

evidence as to how such criteria and tools

should be applied in the inpatient care

setting is limited.26,27,28 

The limitations of this survey are

recognised. This was a small study

undertaken in just one CCG  and results

may not be generalisable to the overall

population of GPs in Cornwall or

elsewhere. Also, all data were self-

reported and therefore subject to bias. In

addition, only GP opinions are described

here and ideally the views of practice

nurses and practice pharmacists should

also be sought. 

Conclusions        

The results of the small survey

demonstrated that GPs perceived a role for

the hospital in deprescribing problematic

pharmacy. In the context of managing

patients with multimorbidity, they

considered the top four classes of

medicine that should be targeted as

opioids, anticholinergics, NSAIDs and

hypnotics. This choice is to be expected as

three of these classes are acknowledged as

high risk medicines, and the fourth class

(anticholinergics) features in recognised

guides and tools for deprescribing.

However, GPs also see themselves, and

practice based pharmacists, as being key

to conducting polypharmacy reviews.

Communication and collaboration

between GPs and specialist and hospital

pharmacist will be critical for providing

the best outcome for patient safety if

deprescribing of problematic polypharmacy

in a hospital setting is to become routine

accepted practice.
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“. . . GPs perceived a role for the hospital in deprescribing
problematic pharmacy. In the context of managing

patients with multimorbidity, they considered the top four
classes of medicine that should be targeted as opioids,

anticholinergics, NSAIDs and hypnotics.”
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