
POLYPHARMACY  
A practical approach to deprescribing in care 

homes.   
 

Care Home Pharmacy Team 
Herts Valleys Clinical Commissioning Group 

 
Neeta Gulhane 

Specialist Pharmaceutical Advisor ς Care Homes 



The Care Home Pharmacy Team  

Å Part of Care Homes Improvement Team (CHIT) comprising of nurses, 
pharmacist, ECP and GP. 

Å Collectively work with the homes to improve quality of care and thereby 
reduce hospital admissions 

Å Multidisciplinary approach to achieving patient orientated outcomes to 
conduct comprehensive medication reviews. Pharmacists work with 
residents, their families and carers, care home staff and GPs to review 
their medicines and improve their quality of life.  

 



Flow chart for delivering Medicines Optimisation 
in care homes 

Identify a Care Home 

Arrange initial access to care home and 
GP practice/s 

Preparation ς Care home and GP Practice  
- Access to systems and records 

Prioritise patients 

Medication reviews in the Care Home.  
Step 1 ς use the MAR charts and 
resources in the Care home 

Medication reviews in the Care Home.  
Step 2 ς speak to lead nurse/carer for 
that unit 

Medication review. Step 3 - review 
electronic PMR at the surgery 

Link with Systems  & Process review         

GP meeting, actions and  follow up plan 

Feedback and reporting. 



LŘŜƴǘƛŦȅƛƴƎ ŎŀǊŜ ƘƻƳŜǎΧ 
Care homes identified in agreement with the quality and nursing team based on: 
 

- High number of emergency hospital admissions and Ambulance service  
     call out data. 
 
- High turnover of residents 
 
- Identified by GP practice as a problem 

 
- Overdue medication reviews  

 
-    High GP and/or care home engagement 
 
 



Identifying residents for review.. 
Liaise with Care home and GP regarding residents they are most concerned 
about based on: 
 

Recent hospital discharge/new admissions 
 
Frequent fliers 
 
Poly pharmacy /high risk medication 
 
Poor medication adherence  
 
Multiple co-morbidities 
 
Overdue medication review 
 
Risk stratification tool 



 

Polypharmacy   

.  
Polypharmacy is a term that refers to either the prescribing or taking many 
medicines. More recently it has been used in the context of prescribing or taking 
more medicines that are clinically required, as the number of medicines taken 
was of limited clinical value in interpreting individual potential problems.  

 
Prescribing cascade leads to polypharmacy.  

 
Potentially inappropriate polypharmacy is the prescribing of multiple 
[medicines] inappropriately, or where the intended benefit of the [medicines 
are] not realised. 

 
Inappropriateness of polypharmacy should be judged on a case by case basis.  

 





 

Structured approach to reducing polypharmacy ς includes 
de-prescribing 

 
Ψ5ŜǇǊŜǎŎǊƛōƛƴƎ ƛǎ ŀƴ ŀŎǘƛǾŜ ǇǊƻŎŜǎǎ of 
tapering, withdrawing, discontinuing or 
stopping medicines to reduce potentially 
problematic polypharmacy, adverse drug 
effects and inappropriate or ineffective 
medicine use by regularly re-evaluating 
the ongoing reasons for, and effectiveness 
of medication ǘƘŜǊŀǇȅΩϝ 
 
Deprescribing forms a part of 
comprehensive medication review. 
 
The overall goal of deprescribing is to 
maintain or improve quality of life. 
 

Å Deprescribing: A Practical Guide Version 2.0 September 2017 - Developed by the NHS Southern Derbyshire 
      CCG Medicines Management Team.    
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De-prescribing.. 

άaƻǊŜ ǘƘŀƴ фл҈ ƻŦ ǇŀǘƛŜƴǘǎ ŀǊŜ ǿƛƭƭƛƴƎ ǘƻ ǎǘƻǇ ŀ ƳŜŘƛŎŀǘƛƻƴ ƛŦ ǘƘŜƛǊ ŘƻŎǘƻǊ ǎŀȅǎ 
it is possibleέ 

 
Journal of the American Geriatrics Society 

 
ά{ŀŦŜƭȅ ǊŜŘǳŎƛƴƎ ƻǊ ǎǘƻǇǇƛƴƎ ƳŜŘƛŎŀǘƛƻƴǎ ƛǎ ŀ ǘŜŀƳ ŜŦŦƻǊǘΦέ 

Barbara and Cara 
 

 
.      



 

Why deprescribe? 

Medications that were good then, might not be the best choice now .  
 Taking medications may be necessary for health, improving symptoms or 
 prolonging life expectancy. However, as we get older, the benefits and risks of  
 medication may change. Older women are typically more susceptible to 
 adverse effects of medications. 
 
Deprescribing is part of good prescribing  
 The risk of harmful effects and hospitalizations increases when taking many 
 prescription medications. 
 
Backing off when doses are too high  
 With age, some medications can become unnecessary or even harmful 
 because of short-term or long-term side effects, and drug interactions. 
 
Stopping medications that are no longer needed. 
 Limited evidence base in older people. Non pharmacological methods may 
 be useful. 
 



aŜŘƛŎŀǘƛƻƴ wŜǾƛŜǿΥ YƛƳΩǎ ǎǘƻǊȅ  



aŜŘƛŎŀǘƛƻƴ wŜǾƛŜǿΥ YƛƳΩǎ ǎǘƻǊȅ  

Case Scenario  
 
97 year old, Nursing home resident 
Frail 
Multiple co-morbidities 
Known allergies and adverse effects to medication 
Limited mobility, Chair Bound 
No of medications  prior to review 17 
Currently generally in a good mood 
Known to home since 2010 
 
 
 



Diverticulitis 

CVA 

Frail 

AF 

Type 2 DM 
Anxiety and 
depression 

Hypertension  

Recurrent falls 

Urinary 
incontinence  

Kim 



Deprescribing - Step 1 
Assess and recognise the need  
 

- Specific clinical concerns 
 

- Routine medical review 
 

- Risk stratifying residents 
 

- Frailty index                      
 

- Patients understanding/ attitudes 
 

GATHERING INFORMATION REQUIRED  
 

 
 





De prescribing ς Step 2 
Determine eligibility and prioritize medications to deprescribe  
 

Å List of medications on MAR chart ς check for refusals, non compliance,  
      cross reference with repeat list. 
 
Å Medication linked to current indication ς medication not linked to current  
      credible indication and /or duplicated for same indication are candidates for  
      deprescribing. 
 
Å Appropriateness of drug choice/dose for indication. 

 
Å Consider drug factors ς PIP 

 
Å Consider patient factors ς non compliance, incorrect compliance,  
      relative contraindication, side effects, no longer effective, inappropriate choice  
      for age, goals with life expectancy. 
 
Å Consider approach to stopping ς all at once, stepwise or mixed approach based on 
      individual factors and drugs concerned  

 
 

 



Can deprescribing medications improve clinical 
outcomes? 

 
 
Evidence to support deprescribing as measure to improve clinical outcomes is weak      
 

  When the evidence about deprescribing is organized by the intentions to stop 
drugs that are no longer indicated, that are no longer appropriate or that no longer 

align with goals of care, deprescribing appears to be potentially helpful without 
causing substantial harm, IF DONE WELL.* 

 
                                                                            * Deprescribing in older. Frank et Al 2014 

          

 
 
 
 



YƛƳΩǎ ƳŜŘƛŎŀǘƛƻƴ [ƛǎǘ ŦƻǊ ǊŜǾƛŜǿ 

Regular Comments 

Cetirizine 10mg OM  Started April 2016 for dry skin. No itching or rash symptoms  

Clopidogrel 75mg OM  Clinically indicated 

Fluoxetine 20mg OM  Mood generally good. On this since 2010. 

Folic acid 5mg OM  Latest folate within range. Eating and drinking well. 

Linagliptin 5mg OM  Clinically indicated. 

Ranitidine 150mg BD  Clinically indicated 

Tildiem MR 60mg OM  Clinically indictaed 

Ensure shake 1 tds Resident refusing shakes as not fond of taste. Fortify foods. Liaise with dieticians. 

Mirabegron 50 mg  1 od Resident wearing incontinence pads. Drug no longer indicated. 

Dermol 500 lotion BD  On Zeroaqs and 50/50 ointment.  

Trazadone 50mg/5mL, 2.5mL ON Since 2010. Liquid formulation? Stopped and restarted due to withdrawal symptoms. Cost 

£117/120ml.  

ZeroAQS emollient use freely to wash or moisturise  On Dermol 500 lotion and 50/50 ointment. To rationalise. 

When Required Comments 

Laxido 1 OM PRN Not constipated. May need sometimes 

Onetouch select plus strips MDU (50) .aΩǎ ƳƻƴƛǘƻǊŜŘ ŜŀŎƘ ŘŀȅΦ ¢Ŝǎǘ ǎǘǊƛǇǎ ƻǊŘŜǊŜŘ ŜǾŜǊȅ ƳƻƴǘƘΦ 

Paracetamol 500mg-1g QDS PRN Not in pain. 

Salbutamol 100mcg inh, 2 puff PRN Not required. Started following chest infection in 2013. 

50/50 ointment PRN   



 

Deprescribing Tools     
 
 
NATIONAL TOOLS 
STOPPFrail ς good tool, evidence based but extensive  
BEERS CRITERIA ς extensive, not all clinicians aware of tool 
HIGHLANDS POLYPHARMACY ς good evidence based but extensive 
PRESQIPP IMPACT  
www.polypharmacy.scot.nhs.uk  
 
LOCAL TOOLS 
TOP TIPS for conducting medication reviews ς one size does not fit all! But succinct 
Emollient guidelines ς guidance to rationalise topical applications. 
PRN, homely remedies and bulk prescribing guidance ς rationalise short term meds. 
Pathways for nutritional supplements for residents in care homes ς proactive approach  
Deprescribing ς Quick wins 
 
OTHER TOOLS 
www.deprescribing.org, http:// medstopper.com/resources.php 
Deprescribing Patient Decision Aids - CaDeN ς Canadian deprescribing network 
 

http://www.polypharmacy.scot.nhs.uk/
http://www.deprescribing.org/
http://medstopper.com/resources.php
http://medstopper.com/resources.php


5ŜǇǊŜǎŎǊƛōƛƴƎ ƛƴ ŀŎǘƛƻƴΧYƛƳ  

Deprescribed Reason Deprescribing Method 

Fluoxetine No longer indicated Gradual reduction 

Folic acid Should be short term Rx At once 

Ensure  No longer indicated At once 

Mirabegron No longer appropriate Trial stop, gradual 
withdrawal 

Cetirizine No longer indicated At once 

Dermol Creams rationalised At once 

Trazodone Not appropriate. Consider after fluoxetine 
stopped. Gradual 
reduction 

Salbutamol No indication linked At once, monitor 

One touch test strips Not guidance 
appropriate. 

At once, monitor HbA1c 
regular. 
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Deprescribing ς Step 3 
Monitor medication discontinuation plan.  
 

- Communication ς engaging patient, carer, clinician important 
 

- Stopping decisions need to be clear ς appropriate documentation 
 

- Monitoring parameters ς BP for antihypertensives, bowels for laxatives,  
                                                   possible symptoms while tapering or stopping  
                                                   antipsychotics. 
 
- Adverse outcomes or benefits expected need to be communicated i.e. short  
   term withdrawal reactions for antipsychotics 
 
- Written summary of decision, rationale, action and monitoring  

  - copy to GP and home 



Barriers/Challenges to deprescribing  

Establishing a successful deprescribing plan takes time  
and open discussion between those involved 
 
- Variation in stopping preventative medication by GPs  
      due to lack of evidence i.e. primary prevention. 

 
-  Difficulty in explaining to patients life expectancy vs  
      goals of treatment. Patients belief. 
 
-  Reluctance to stop medications started  
      in secondary care. 
 
- No obvious harm from polypharmacy so  
      clinician reluctant to deprescribe  

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwimyLuL1ILXAhVF0hoKHVUgCHAQjRwIBw&url=http://raidseries.com/3-best-obstacle-races/&psig=AOvVaw0KBGJT7jyYMMxW6RJP417X&ust=1508707644408090


Improved quality of care through  
medication review 

Impact 
on Kim 

Tablet for urinary 
incontinence stopped 
(as pads being used)  

Sedative medication reviewed 
and reduced 

bƻ Řŀƛƭȅ ǘŜǎǘƛƴƎ ƻŦ .aΩǎΦ 
Reduced anxiety 

Nutritional supplements 
replaced with fortified meals 

to encourage weight gain 



More alert 
during the day 

Able to 
participate in 
daily activities 

Reduced 
anxiety 

Maintain a 
healthy weight 

Treated with 
dignity and 

respect 

No longer 
having 

cumulative side 
effects of 

medications 

Easier to take 
less tablets 

Number of doses 
of medicine taken 

per day: 
 

17  ς BEFORE 
review 

 
 
 
 

9 ς AFTER review 

Benefits : 
 

 

Saving 
CCG 

£1,000 a 
year 

Benefits: 

Patient orientated outcome.. 


