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Objectives
Define deprescribing and explain its 
importance in reducing polypharmacy and 
improving health outcomes in older adult 
patients.

Identify the roles of healthcare team members 
and caregivers in the deprescribing process, 
including assessment, communication, 
advocacy, and education.

Apply evidence-based tools and strategies 
(e.g., Beers Criteria, STOPP/START, FRAME 
model) to support safe and effective 
deprescribing in clinical and home 
settings.

Recognize common barriers to deprescribing 
and explore practical solutions to overcome 
resistance from patients, families, and 
healthcare teams.

Engage in collaborative decision-making that aligns 
medication use with the goals, values, and preferences of 
older adults and their support networks.
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Format:Case Study
Leo’s Story
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Mr. Leonard “Leo” 
Rivera
Age 79 

Medical History: 
High blood pressure (hypertension), Type 2 diabetes, osteoarthritis, GERD, 
insomnia, forgetfulness 

Social History: 
Retired accountant, Army veteran, recently widowed, living independently, 2 
adult children, daughter Clara lives in the area
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“Polypharmacy”
Poly - many

Pharmacy - med icat ions

5 or more prescription 
medications

Not always negative!

Prevalence
1 in 5 older adults

Increased with 
comorbid conditions

Understanding Polypharmacy

Priority
-Fall risk
-Cognitive changes
-Hypotension
-Adverse drug 
interactions
-Reduced adherence
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Polypharmacy: Decreasing the Risk

Health Care Team:

-Regular Medication 
Reviews
-Tailored 

Pharmacotherapy
-Patient and 

Caregiver Education

Patient, 
Caregivers:

Monitor for 
(and report) 

Adverse 
Effects

Prescribers:

Screening Tools

Deprescribing 
Protocols
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1 2 3
Deprescribing is:

Supervised 
process of 
medication 
reduction

Triggers

-No longer indicated
-misaligned with goals 

of care
-Adverse effects 

-Prescribing cascades

Barriers

-Fear of withdrawal effects
-Time constraints

-Lack of training or tools
-Resistance or satisfaction 

with current regimens

Consider DePrescribing
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Verbalize what matters 
most for QOL
Monitor and provide 
feedback

Provide observation

Support 
communication

Assist with follow-
through

Lead clinical 
decision-making

Review guidelines and 
identify potentially 
inappropriate 
medications

Create and oversee 
plan

Report symptoms, 
functional changes

Patient Caregiver/Family 
Member

Prescriber

Deprescribing: Role of Shared 
Decision-Making

Share goals, values, 
preferences

Advocate for patient 
priorities

Explain options, 
risks, outcomes
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The Fall Unclear medication 
adherence at home

Hospitalized for confusion 
and acute kidney injury

Significant Event
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What Factors Could Have Led to Leo’s Fall?
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Follow Up Visit
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Medication Reconciliation
Prevention of medication errors

Supports safe 
deprescribing

Improves patient outcomes

Enhances 
Communication

Aligns medications with patient 
goals



14

1 2 3
Compare

- Bring medication list and 
medication bottles

-Check patient medication 
list with those listed in 

medical record as current
- Confirm with patient how 

they are taking each 
medication

Align 
Records

-Healthcare team: 
assess recent care 

transitions and 
medication changes

- Remove/add 
medications

Medication 
Safety 

Education

- Dispose of other 
medications in the 

home
- Use of pill 

minders/pill boxes

Medication Reconciliation - Process
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Me d ic a t ion Re a s on

Lisinopril 20 
mg daily Blood pressure

Hydrochlorothiazid
e 25 mg daily Blood pressure

Metformin 
500 mg 2x/d Diabetes

Ibuprofen 400 mg 
3x/d as needed Arthritis/pain

Sertraline 25 
mg daily Depression

Mr. Rivera - Medication List

Reason

Metoprolol 50 mg 
2x/d Blood pressure

Tylenol P.M. 1 
tablet nightly

Omeprazole 
20 mg daily

Benadryl 50 mg 
nightly as needed

Allergies and Sleep

GERD

Sleep

Medication

Multivitamin 
daily

Colace as 
needed

Melatonin 3 
mg nightly

Supplement

Constipation

Sleep

Claritin 1 tablet 
daily Allergies

Prilosec OTC daily Heartburn
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Fortify trust

Recognize 
willingness/barriers

Align with goals 

Empower patients and 
caregivers

F

R

A

M

FRAME: 
Technique for 
Deprescribing 
Conversations

E

Manage emotion
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Me d ic a t ion Re a s on

Lisinopril 20 
mg daily Blood pressure

Hydrochlorothiazid
e 25 mg daily Blood pressure

Metformin 
500 mg 2x/d Diabetes

Ibuprofen 400 mg 
3x/d as needed Arthritis/pain

Sertraline 25 
mg daily Depression

Medication List - Assess for Duplication

Reason

Metoprolol 50 mg 
2x/d Blood pressure

Tylenol P.M. 1 
tablet nightly

Omeprazole 
20 mg daily

Benadryl 50 mg 
nightly as needed

Allergies and Sleep

GERD

Sleep

Medication

Multivitamin 
daily

Colace as 
needed

Melatonin 3 
mg nightly

Supplement

Constipation

Sleep

Claritin 1 tablet 
daily Allergies

Prilosec OTC 20 mg 
daily Heartburn

Duplicate 
medication

Duplicate
reason
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Me d ic a t ion Re a s on

Lisinopril 20 
mg daily Blood pressure

Hydrochlorothiazid
e 25 mg daily Blood pressure

Metformin 
500 mg 2x/d Diabetes

Ibuprofen 400 mg 
3x/d as needed Arthritis/pain

Sertraline 25 
mg daily Depression

Medication List Duplicates (con’t)

Reason

Metoprolol 50 mg 
2x/d Blood pressure

Tylenol P.M. 1 
tablet nightly

Omeprazole 
20 mg daily

Benadryl 50 mg 
nightly as needed

Allergies and Sleep

GERD

Sleep

Medication

Multivitamin 
daily

Colace as 
needed

Melatonin 3 
mg nightly

Supplement

Constipation

Sleep

Claritin 1 tablet 
daily Allergies

Prilosec OTC daily Heartburn

Duplicate 
reason

Duplicate 
medication

Duplicate
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Tools to Assist in Deprescribing

Focus on high-risk medication classes

Guidance on drug-disease and drug-
drug interactions

STOPP/ START BEERS Crit e ria
Identify potentially inappropriate 
medications (PIMs) for Adults 
65+

Screening Tool of Older 
Person’s Prescriptions/

Screening Tool to Alert to
Right Treatment

A structured, physiologic systems–based tool for 
older adults (65+)

STOPP: flag potentially inappropriate medications 
(PIMs) to deprescribe

START: identify potential prescribing omissions 
(PPOs) where evidence-based therapy should be 
initiated.
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Me d ic a t ion Re a s on

Lisinopril 20 
mg daily Blood pressure

Hydrochlorothiazid
e 25 mg daily Blood pressure

Metformin 
500 mg 2x/d Diabetes

Ibuprofen 400 mg 
3x/d as needed Arthritis/pain

Sertraline 25 
mg daily Depression

Medication List - Application of Tools

Reason

Metoprolol 50 mg 
2x/d Blood pressure

Tylenol P.M. 1 
tablet nightly

Omeprazole 
20 mg daily

Benadryl 50 mg 
nightly as needed

Allergies and Sleep

GERD

Sleep

Medication

Multivitamin 
daily

Colace as 
needed

Melatonin 3 
mg nightly

Supplement

Constipation

Sleep

Claritin 1 tablet 
daily Allergies

Prilosec OTC daily Heartburn

High fall 
risk

High fall 
risk

BEERS: Risk 
of GI bleed

BEERS - mixed 
evidence
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Me d ic a t ion Re a s on

Lisinopril 20 
mg daily Blood pressure

Metformin 
500 mg 2x/d Diabetes

Sertraline 25 
mg daily Depression

UpdatedMedication List 

Reason

Omeprazole 
20 mg daily GERD

Metoprolol 50 
mg 2x/d Blood pressure

Medication

Multivitamin 
daily

Colace as 
needed

Melatonin 3 mg 
nightly As needed

Supplement

Constipation

Sleep

Claritin 1 tablet daily 
as needed Allergies
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Deprescribing: Medication Safety

● Reason a medication is being 

reduced or stopped

● Possible withdrawal or rebound 

symptoms

● What to monitor at home

● How to follow the tapering plan 

safely

● Risks of OTC medications and 

supplements

● Keeping an updated 

medication list

● Safe medication storage and 

disposal

● Communication with all 

healthcare providers

● Setting realistic expectations

● Encouraging questions and 

shared decision-making
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Strategies to Mitigate 
Polypharmacy in Older Adults

● Patient and caregiver education

● Monitoring for adverse medication effects
● Regular medication reviews

● Use of screening tools

● Deprescribing protocols
● Tailored pharmacotherapy

● Interdisciplinary care teams
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● Resource for patients, caregivers and 
health care providers

Deprescribing.org - Optimizing Medication Use

v2My-Medication-Record-and-Experience.pdf

https://deprescribing.org/
https://deprescribing.org/
https://deprescribing.org/
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
https://deprescribing.org/wp-content/uploads/2025/08/v2My-Medication-Record-and-Experience.pdf
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