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Workforce, Education and Training (page 48)
Update training and development to reflect 
growing understanding of overprescribing. 
Include:
• Identification of patients who would benefit 

from a Structured Medication Review (SMR)
• How to conduct an SMR and complete 

medicines optimisation
• Encouraging and facilitating shared decision-

making, the importance of listening to patients 
and cultural competency

• Deprescribing and identifying adverse drug 
event and instances where harm outweighs 
benefits

National Overprescribing Review Report 



Overprescribing
Definition: The use of a medicine where 

there is a better non-medicine alternative 
OR the use is inappropriate for that 
patients’ circumstances and wishes

• A COMPLEX problem  
• Each patient and clinician experience it differently
• Tackling, requires a new approach to include 

shared decision making with patients
• Many drugs are often continued beyond the point 

at which they are beneficial and may actually 
cause harm (DTB 52:2014)



Overprescribing – Causes and Drivers
Multifactorial and complex involving systems, cultures and 

individuals (patients and clinicians)

Systemic
• Single-condition clinical guidelines 
• Lack of non-drug alternatives
• Need on-going review and 

deprescribing built into prescribing 
process including repeats

• Inability to access comprehensive 
patient records

• Lack of digital interoperability
• Pressure of time 

Cultural 
• A healthcare culture 

• that favours medicines over 
alternatives  

• in which some patients struggle 
to be heard

• Inadequate shared decision 
making

• Pharma conflict of interest



Scale of polypharmacy in primary care in England (Oct-Dec 2019)
Spread of medications by number and rate per population 
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🔎🔎 Most polypharmacy is in >70s

6



Wasted Medicines
Greatest waste of medicines is from those not taken by patients!

• 30-50% of medicines 
prescribed for long-term 
conditions are not taken 
as intended

• Overprescribing and 
inappropriate 
polypharmacy 
contribute significantly

• Cost of NHS primary & 
community care 
medicines waste in 
England was £300 
million in 2009. 



Consequences of Overprescribing



START WELL -Interventions
• Self management 
• Non-drug options
• Patient activation
• Social Prescribing
• Supply packaging (MDS)

Principles
• Case find individuals/populations
• Patient-centred care, Values based 

care and Shared Decision making
• Manage risks and uncertainties
• Better conversations

END WELL- Interventions 
• Medication reviews/ Deprescribing
• Non-drug options
• Medicines reconciliation
• Repeat prescribing, ERD, travel and 

delivery

Upstream
(preventative)

Downstream
(reactive)

Clinicians Tackling Overprescribing
Changing culture, practice and system that create overprescribing



Structure Medication Review
An outcome focused and patient centred NICE approved intervention

• WHAT? Comprehensive and clinical review of a patient’s 
medicines and detailed aspect of their health

• WHO? People with Complex or Problematic Polypharmacy

• HOW? Delivered by facilitating shared decision making 
conversations with patients

• WHY? Ensure their medication is working well for them



Deprescribing

• The complex process required for the safe and effective cessation 
(withdrawal) of inappropriate medication. Takes into account the 
patient’s physical functioning, co-morbidities, preference and 
lifestyle (DBT 2014; 52:25, DBT 2016; 54:69)

• An important part of SMR, to tackle overprescribing

• Seek and seize opportunities to link deprescribing back to patent’s 
priorities



Case Finding Patients for SMRs and Deprescribing

Use appropriate tools/searches to identify and prioritise patients who 
would benefit from an SMR

• Care home residents
• Complex and problematic polypharmacy especially >10 

medicines
• Medicine associated with medication errors
• Severe frailty
• Potential addictive pain medicines

NHSBSA Polypharmacy comparator searches e.g. patients over 
65/75 years old on 10+ drugs



Patient Centred Care
Evidence Based Practice and Medicine Optimisation

Clinical Judgement of 
Practitioner
Expertise, situational 
awareness, tacit 
knowledge

Best Available 
Research Evidence 
Guidelines and 
tools

Care that is respectful of, and 
responsive to, individual patient 
preferences, needs and values, and 
ensuring that patient values guide all 
clinical decisions (Institute of Medicine 
2001)

Emphasises that building relationship 
and good communication are critical to 
meaningful involvement



N Barnett L Oboh K Smith EJHP: 23 December 2015

NHS SPS – A Patient-Centred Approach To Prescribing/Deprescribing

• Identify most vulnerable to 
adverse medicines problems.

• Use a structured and evidence-
based approach to conduct 
medication reviews.

• Use clinical judgement and 
personalised goals to apply 
disease-based clinical guidelines 
to individual’s drug therapy.

• Generate a personalised shared 
care & support plan, treatment 
goals, interventions, follow up 
review, crisis plan.

• Patient engagement, care co-
ordination and sustained 
support



Overall Goal for Optimising Medicines (Prescribing/Deprescribing)

• Not to decide if patient is on too many or too few medicines

AVOID the use of a medicine where there is a better non-medicine 
alternative OR it is inappropriate for the patient’s circumstances and 
wishes (DoH National Overprescribing Review 2021)

ENSURE patient is TAKING the appropriate medicines tailored to their 
circumstances, goals of care, multiple morbidities preference, willingness 
and capability to adhere to medicines….and SAFETY

ENSURE that the patients medicines is working well for them 



Evidence-Based Tools

Using tools to support medication review – SPS -
Specialist Pharmacy Service – The first stop for 
professional medicines advice

• Beers Criteria
• Canadian Deprescribing Network
• Medication Appropriateness Index
• STOPPFrail Tool

https://www.sps.nhs.uk/articles/using-tools-to-support-medication-review/


NHS Scotland Polypharmacy App



Cumulative Toxicity Tool and Adverse Drug Reactions 
(ADR) table



STOPP START Medication Review Tool



Anticholinergic Evaluation of Cognition Tool



Medstopper



Prioritising Drugs To Consider For Deprescribing 
(with Shared Decision Making)

• Aligns with patient priorities and what matters
• Drugs without a clear indication
• Indication = appropriate. If an indication
 Drugs patient is not taking/not working
 Drugs with actual or high ADE profile or drug-drug disease interactions
 Drugs cause non-specific side-effects e.g. falls, dizziness, ‘muddled’, cognitive 

impairment, confusions, constipation, less obvious – One way to ascertain is 
to stop and see

 Evidence for limited or no benefit especially where non-drug option is 
available and accessible

 Drugs where current dose is too high or too low



Better Conversations
• Circumstances that trigger deprescribing should be considered and discussed as part 

of prescribing

• Use patient centred language for deprescribing (Cahill. L 2014 PresQIPP)

 ‘too many medicines’ “the right amount for you”
 ‘stopping your medicines’  “trial without” or “suspend”
 Take medicine ‘for life’ take this medicine for as long as it is appropriate for you
 ‘initiating medicines’  “trial with”

• Eliciting ‘what matter most’
 Explaining how/why important it is to you take/stop this medicine
 Golden minute
 “One thing to address”



And how are you feeling now???



• 75 year-old female resident 
in nursing home

• Moderate frailty
• Vascular dementia
• T2DM
• Bilateral cataracts
• Swallowing difficulties
• BP 131/80, 114/80 (recent)
• BMI 30.4
• HbA1c 7.3%
• eGFR 45mL/min
• Cholesterol 4.1, HDL 1.11
• Allergy: Trimethoprim

1. Oxybutinin 10mg m/r tabs OD
2. Bendroflumethazide 2.5mg tabs OD
3. Losartan 100mg tabs OD
4. Gliclazide 80mg tabs BD pc
5. Sertraline 50mg tabs OD
6. Promethazine 25mg tabs BD 

(3+9pm)
7. Amisulpride 50mg tabs BD
8. Salbutamol inhaler 2QDS PRN
9. Dermol 500 lotion soap substitute
10. Zerobase 11% cream PRN
11. Eumovate cream BD
12. Cetraben cream PRN
13. Thick and easy as directed

• Can verbalise when she 
needs toilet, wears pads 

• Very dry mouth – asking for 
water

• Mobile but shaky, very slow
• Not tearful or signs of 

depression
• Previously on residential 

floor – shouting. Difficult to 
deliver personal care etc. 
Recently moved to nursing 
floor – calmed down and can 
be managed if she is left 
alone

Case Scenario: Frailty, Dementia, Multimorbidity

What signs indicate that this patient may benefit from a Structured 
Medication Review (SMR) and deprescribing to tackle overprescribing?



• 75 year-old female resident 
in nursing home

• Moderate frailty
• Vascular dementia
• T2DM
• Bilateral cataracts
• Swallowing difficulties
• BP 131/80, 114/80 (recent)
• BMI 30.4
• HbA1c 7.3%
• eGFR 45mL/min
• Cholesterol 4.1, HDL 1.11
• Allergy: Trimethoprim

1. Oxybutinin 10mg m/r tabs OD
2. Bendroflumethazide 2.5mg tabs OD
3. Losartan 100mg tabs OD
4. Gliclazide 80mg tabs BD pc
5. Sertraline 50mg tabs OD
6. Promethazine 25mg tabs BD (3+9pm)
7. Amisulpride 50mg tabs BD
8. Salbutamol inhaler 2QDS PRN
9. Dermol 500 lotion soap substitute
10.Zerobase 11% cream PRN
11.Eumovate cream BD
12.Cetraben cream PRN
13.Thick and easy as directed

How would you plan to deprescribe the medicines?

Stop sequentially, taper slowly where necessary
Monitor for withdrawal symptoms/worsening condition



• 75 year-old female resident 
in nursing home

• Moderate frailty
• Vascular dementia
• T2DM
• Bilateral cataracts
• Swallowing difficulties
• BP 131/80, 114/80 (recent)
• BMI 30.4
• HbA1c 7.3%
• eGFR 45mL/min
• Cholesterol 4.1, HDL 1.11
• Allergy: Trimethoprim

1. Oxybutinin 10mg m/r tabs OD
2. Bendroflumethazide 2.5mg tabs OD
3. Losartan 100mg tabs 50mg OD
4. Gliclazide 80mg tabs BD pc
5. Sertraline 50mg tabs OD
6. Promethazine 25mg 10mg tabs BD 

(3+9pm)
7. Amisulpride 50mg tabs BD
8. Salbutamol inhaler 2QDS PRN
9. Dermol 500 lotion soap substitute
10.Zerobase 11% cream PRN
11.Eumovate cream BD
12.Cetraben cream PRN
13.Thick and easy as directed (for food, 

not medicines)

Outcome

Outcome – 4 weeks later

• Dry mouth stopped

• Reduced pill burden – help 
with swallowing difficulties

• No worsening of challenging 
behaviour



Empowering patients on their 
medication and involving them in 
decisions about their care

Actively exploring alternatives 
to medication

Promoting wellbeing and quality of life.

Ensuring monitoring and reviewing of 
psychotropic medication is in line 
with local and national guidance

Ability to recognise areas of concerns 
around inappropriate medication

Understanding of psychotropic medication, 
including why it is being used and its 
potential side effects

What does STOMP aim to achieve?



STOMP in real life…..
Example 1
• On specific 

psychotropic 
medication 

• No MH indication
• Not under any services 

due to mild LD 
• No review from GP

Example 2
• On risperidone
• MH diagnosis 
• Hyperprolactinaemia; 

Switch to aripiprazole. 
• However risperidone not 

reduced or withdrawn due 
to communication error

Example 3
• On low dose risperidone long term

• Unlicensed use

• No regular review of efficacy

• LD patients are more likely to be 
unable to express themselves

• Could there be a more appropriate 
treatment option 

….getting the right medication, at the right time, for the right reason



Take Home Messages
• Tackling overprescribing is complex
• Foolproof or certainty does not exists!
• Multiple factors contribute including frailty, multi-morbidities, polypharmacy
• Start with patient’s priorities
• Use a structured, patient-centred, evidence-based approach, then individualise to 

suit patient needs/what matters most
• Shared decision making is a must!
• Prescribed with a deprescribing in mind
• Need TOOLs, evidence based, conversational and shared decision-making
• Risk and benefits are relative, contextual information is important
• Collaborate with patients, carers, health and social care MDT
• Follow up and monitor regularly
• SMR is ongoing process vs one-off interaction




	   Overprescribing�
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	STOMP in real life…..
	Slide Number 30
	Slide Number 31

