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ABSTRACT
Introduction: Older people face higher risks of medicine-related harm due to polypharmacy and the use of potentially inappro-
priate medicines. Current treatment guidelines rarely specify when to stop medicines, leading to medicines often being continued 
indefinitely without a clear deprescribing plan. While deprescribing guidelines exist for some medicine classes, limited guidance 
is a major barrier to deprescribing. These new guidelines address this gap by providing structured recommendations that com-
plement more detailed drug-specific deprescribing guidance, disease-specific therapeutic guidelines and non-pharmacological 
management resources. These guidelines were developed by a team of 72 experts, including consumer representatives, and were 
further shaped by feedback from public consultation and independent reviewers.
Main Recommendations: The guidelines are intended for all healthcare professionals involved in prescribing, dispensing or 
administering medicines to older people. The guidelines specifically address polypharmacy and medicines commonly dispensed 
for regular use in people aged ≥ 65 years, as well as other medicines where there is evidence to consider deprescribing in this 
cohort. The guidelines provide 185 consensus-based recommendations and 70 good practice statements, covering both specific 
medicine categories and general deprescribing principles. The guidelines are structured into four areas: (1) when to deprescribe; 
(2) ongoing treatment needs; (3) how to deprescribe; and (4) monitoring requirements.
Changes in Care as a Result of the Guideline: This guideline emphasises deprescribing as an integral part of the prescribing 
continuum. Applying a deprescribing approach encourages prescribers to consider the ongoing need for a medicine each time 
a prescription is re-issued, to balance benefits and harms as they evolve over time, and to ensure treatment decisions reflect an 
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individual's goals through shared decision-making. The guideline was developed based on currently available evidence for depre-
scribing and expert multidisciplinary and consumer input. It supports health professionals in reviewing regular medicines, min-
imising harm and planning ongoing treatment or monitoring. The detailed guideline is available at https://​depre​scrib​ing.​com.
JEL Classification: Health occupations, Pharmaceutical preparations, General medicine

1   |   Background

Deprescribing is a person-centred process of withdrawing medi-
cines that are potentially harmful or no longer required, with the 
goal of improving health outcomes [1]. It is undertaken in part-
nership between individuals and their healthcare providers and is 
recognised as a strategy to address inappropriate polypharmacy 
and high-risk prescribing. When deprescribing is implemented ap-
propriately and under medical supervision, it is safe and can effec-
tively reduce treatment burden [2], improve medicine adherence 
[3] and have a positive impact on the environment [4].

Despite these benefits, deprescribing in clinical practice is often 
challenging, with barriers at the individual and system levels. 
Limited availability of guidance is often cited as a significant bar-
rier to deprescribing [5, 6]. Clinical practice guidelines are a valu-
able resource for clinical decision-making, with recommendations 
developed through a systematic methodology and rigorous process 
[7]. Guidelines currently exist for deprescribing certain medicine 
classes, but mostly focus on broad populations (e.g., adults aged 
18 years and over) [8–11] or a specific condition (e.g., deprescribing 
antipsychotics for behavioural and psychological symptoms of de-
mentia and insomnia) [12]. Few guidelines specifically address the 
unique needs of older people, including the importance of main-
taining health and independence while managing potential age-
related functional and cognitive decline [13, 14].

To address this gap, we developed guidelines based on evidence 
available for deprescribing, specifically in older people (aged 
65 years and over), offering comprehensive guidance for many 
commonly used medicines in this population. The guidelines 
include recommendations that complement more detailed drug-
specific deprescribing guidance, disease-specific therapeutic 
guidelines and non-pharmacological management resources. 
This guideline summary provides an overview of the back-
ground, methods, key recommendations and additional consid-
erations to support integration into routine clinical practice.

2   |   Methods

2.1   |   Guideline Development Group

The guideline development group (GDG) comprises 72 mem-
bers, including individuals invited for their expertise and those 
appointed to represent their organisations. Members included 
consumer and carer representatives, general practitioners, spe-
cialists across multiple therapeutic areas (cardiologist, cardiol-
ogy advanced trainee, clinical pharmacologists, endocrinologist, 
gastroenterologist and hepatologist, geriatricians, geriatric gen-
eralist, haematologist, medical oncologist, nephrologist, neurol-
ogist, ophthalmologist, psychiatrist of old age, respiratory and 

infectious diseases specialist, rheumatologist, urologist), den-
tists, a cardiology nurse practitioner, a nurse and allied health 
professionals such as pharmacists (including pharmacists with 
cardiology and renal specialties), physiotherapists, optometrists, 
a podiatrist and credentialled diabetes educators. The group also 
included an Aboriginal health expert, rural and regional health 
experts, as well as researchers with expertise in implementation 
science, health economics, public health, pharmacoepidemiol-
ogy and biostatistics.

2.2   |   Guideline Development Process

The guidelines adhered to the National Health and Medical 
Research Council (NHMRC) Guideline Development Methodology 
[15] and the Appraisal of Guidelines for Research & Evaluation 
(AGREE) II Instrument and User's Manual [16], with adaptations 
made to suit this initiative's purpose, available resources and the 
urgent need for recommendations to support clinical decision-
making. This project was initially registered with the NHMRC 
in 2016. A guideline committee, including external experts, sup-
ported the genesis and initial development of the guideline devel-
opment plan. The initial guideline committee met on 19 April 2016 
to determine the proposal of the guideline, including the purpose 
and scope. Unfortunately, substantial delays, including the coro-
navirus disease 2019, meant that work did not resume until 2023, 
after which a GDG was re-established. The original NHMRC 
registration for the NHMRC Guideline Approval Program has 
lapsed. As development had already commenced at the time of 
re-engagement with NHMRC, the guideline was ineligible for ac-
ceptance into the programme under the current NHMRC process. 
However, the guidelines may be considered for approval in future 
updates. Given the deliberately broad scope of the guidelines, a 
comprehensive systematic review and meta-analysis was under-
taken to establish the evidence base. Although this pragmatic ap-
proach enabled the synthesis of a large body of evidence focused 
on mortality and health outcomes in a structured and timely man-
ner, we acknowledge that it may potentially limit some other as-
pects relevant to clinical care. Nonetheless, every effort was made 
to uphold guideline development standards within resource con-
straints, including conducting an updated and repeated search.

A detailed description of the methodology is accessible through 
the main guideline document [17] and the accompanying tech-
nical report [18]. The specific methodology for the evidence-
reviewing and consensus-deriving phases of the guideline 
development process has also previously been described in de-
tail in the published protocol (Figure 1) [19]. Briefly, guideline 
development involved a systematic review and meta-analysis 
[20], and the Grading of Recommendations, Assessment, 
Development and Evaluation (GRADE) approach [21] was 
used to assess the certainty of evidence at the outcome-level 
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and formulate recommendations. The recommendations were 
developed, based on evidence from literature published up to 
15 March 2025.

Each critical or important outcome was assessed for certainty 
using the GRADE framework, after which the guideline steer-
ing committee drafted the recommendations and assigned a 
preliminary recommendation category. Each recommendation 
was classified as one of three possible types: evidence-based rec-
ommendation (EBR), consensus-based recommendation (CBR) 
or good practice statement (GPS). The nomenclature and de-
scription for classifying recommendations are shown in Box 1. 
Figure 2 presents the processes used to determine the types of 
guideline recommendations. At the time of guideline develop-
ment, the NHMRC was seeking feedback on its draft Procedures 
and Requirements for Meeting the NHMRC Standards for 
Clinical Practice Guidelines (version 2.0) [22]. Our categorisa-
tion of recommendation types was informed by the 2022 stan-
dards (version 1.2) [15], while also considering the proposed 
transition from ‘Practice Points’ to ‘Good Practice Statements’ 
in the newer version under consultation. In this guideline, no 

recommendations were classified as EBRs, due to the absence of 
high- or moderate-certainty evidence required to support such 
recommendations. For common medicines where the system-
atic review found no studies evaluating deprescribing outcomes 
(prochlorperazine, macrogol, iron/vitamin B12, corticosteroids 
for skin and eyes, antigout preparations, antiglaucoma prepa-
rations/miotics and ocular lubricants), recommendations were 
also drafted and assigned as CBRs. All drafted recommenda-
tions were subsequently entered into Phase Two (Delphi sur-
veys) to determine consensus (Figure 1).

As part of the Delphi process, the draft recommendations and 
any supporting evidence were presented to the GDG for delib-
eration. The evidence was provided in the form of GRADE evi-
dence summary tables, a narrative summary and full evidence 
profiles included as appendices. Each member was asked to re-
view the evidence, cast an explicit vote (agree or disagree) on 
the draft recommendations and suggest any changes to the rec-
ommendation category or wording through free-text responses 
if needed. These expectations were outlined in the terms of 
reference prior to members joining the GDG. The development 

FIGURE 1    |    Guideline development process. Figure reproduced from [19] under CC BY 4.0 licence. This figure presents the protocol originally 
proposed for developing the deprescribing guideline. Following completion of the systematic review and evidence appraisal, no high- or moderate-
certainty evidence was identified to support evidence-based recommendations. The originally proposed pathway has been retained for transparen-
cy and future updates. During the Delphi process, the need for good practice statements to support implementation was identified, and these were 
subsequently developed.
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process also involved several online meetings, drop-in sessions 
and asynchronous manuscript reviews, facilitated through col-
laborative software and shared documents. The Delphi ques-
tionnaires were designed so that members could select and 
respond only to the therapeutic areas relevant to their expertise 
or lived experience. All final recommendations achieved at least 
75% explicit group consensus, determined a priori, through the 
Delphi method in either the first or second round.

Before finalising, the draft guidelines were open for public 
consultation for 38 days from 24 April to 31 May 2025, during 
which 313 submissions were received (public consultation 
report [23]). In parallel with the public consultation, two in-
ternational reviewers with expertise in geriatric pharmaco-
therapy and clinical pharmacology independently appraised 
the guideline using the AGREE II checklist [16]. Notably, 
one reviewer is currently leading the development of an 

FIGURE 2    |    Types of guideline recommendations. Figure reproduced from [18] with permission. The guidelines present 185 consensus-based 
recommendations and 70 good practice statements across specific medication categories and general deprescribing principles. High-quality evidence 
to support the development of evidence-based recommendations is lacking in this iteration of the guideline.

BOX 1    |    Recommendation Types, Description and Nomenclature.

Evidence-based 
recommendation 
(EBR)

Recommendations developed based on high 
or moderate quality evidence identified 

from a systematic literature search.

The wording ‘we recommend’. 
represents a strong EBR, whereas ‘we 
suggest’. represents conditional EBR.

Consensus-based 
recommendation 
(CBR)

Recommendations developed in the absence of high 
or moderate quality evidence where a systematic 

review of the evidence was conducted.

‘We suggest’.

Good practice 
statement (GPS)

Actionable statements developed to support 
recommendations or to guide deprescribing processes 

when there is indirect but high-quality supportive 
evidence, and other criteria for GPS development are met.

The statement ‘ungraded good practice 
statement’ is used in parentheses after 
each GPS. This was decided to clarify 
that GPS is not graded, and a formal 
evidence review was not conducted.
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evidence-based diuretic deprescribing clinical practice guide-
line [24]. The AGREE II checklist assessment is available in 
the administrative report of the guidelines. Both indepen-
dent AGREE II reviewers returned a score of six out of seven, 
with seven being the highest possible quality. All comments 
received from the reviewers were carefully considered by the 
GDG, and the revised recommendations were subsequently 
presented to the GDG for further deliberation and refinement. 
Point-by-point responses to reviewer feedback were agreed on 
by the GDG, provided to reviewers and included in the ad-
ministrative report. The guidelines were also reviewed by two 
independent reviewers from the Royal Australian College of 
General Practitioners (RACGP) as part of their guideline en-
dorsement process.

The final guidelines represent the culmination of a collabora-
tive and iterative process involving contributions from a broad 
range of stakeholders. This included the guideline authors, the 
public and independent peer reviewers who provided critical 
appraisal to strengthen the clarity, accuracy and applicability 
of the recommendations. This multidisciplinary, participa-
tory approach aimed to ensure that the guidelines are not only 
evidence-based and methodologically rigorous, but also practi-
cal, relevant and responsive to the needs of those who will use 
them in clinical practice and those whose lives will be affected 
by the guidelines.

The guidelines have been endorsed by leading national peak bod-
ies, including the RACGP, Australian and New Zealand Society 
for Geriatric Medicine, Australasian College of Pharmacy, 
Advanced Pharmacy Australia, Pharmaceutical Society of 
Australia, Optometry Australia, Australian Diabetes Educators 
Association, Australian Dental Association and Australian 
Podiatry Association.

Ethics approval has been granted by the University of Western 
Australia Human Research Ethics Committee (reference: 2023/
ET001118).

3   |   Recommendations

The resulting guidelines provide deprescribing recommenda-
tions for specific medicine categories as well as general recom-
mendations for deprescribing. The guidelines contain 185 CBRs 
and 70 GPSs. These recommendations cover medicines com-
monly dispensed for regular use in people aged ≥ 65 years (e.g., 
lipid-lowering agents, antihypertensives and analgesics), as well 
as other medicines where deprescribing evidence exists (e.g., 
potassium, digoxin, nitrates, genitourinary anticholinergics, 
teriparatide, bisphosphonates, levodopa, lithium, cholinesterase 
inhibitors). Common medicines were defined as the 100 most 
commonly dispensed Pharmaceutical Benefits Scheme (PBS) 
medicines in this age group in the year 2023.

It is worth noting that when developing these guidelines, 
high- or moderate-quality evidence required to support such 
evidence-based recommendations was not available. However, 
given the rapid increase in deprescribing research and the evolv-
ing guideline standards, this classification may change in future 
guideline iterations.

The guidelines are intended for all health professionals involved 
in prescribing, dispensing or administering medicines to older 
people. For each section, the recommendations are presented as 
four areas:

•	 When to deprescribe

•	 Ongoing treatment needs

•	 How to deprescribe

•	 Monitoring requirements

The first section in the guidelines, ‘Polypharmacy/Multiple Drug 
Classes’, outlines general deprescribing principles (Table  1). 
Subsequent sections focus on recommendations tailored to spe-
cific medicines (Table S1). A common statement across all sec-
tions in the guidelines highlights the importance of informed 
consent and shared decision-making, ensuring that individuals, 
their family members and/or carers are actively involved in dis-
cussions about their treatment options. The guidelines stress 
the need to tailor care to each individual's health status, pref-
erences and goals, as well as encourage collaboration between 
healthcare providers. The full guidelines, including evidence 
and recommendations for all topics, as well as individual med-
icine handouts, are available to download on https://​depre​scrib​
ing.​com.

This guideline summary focuses on the first section in the guide-
lines (‘Polypharmacy/Multiple Drug Classes’). This section pro-
vides the broad principles for deprescribing based on evidence 
from studies that targeted:

•	 general polypharmacy (commonly defined as the concur-
rent use of five or more medicines)

•	 medicines with a certain pharmacological action spanning 
multiple drug classes (e.g., medicines with anticholinergic 
and sedative properties)

•	 three or more drug classes.

The considerations guiding recommendations for this section are 
summarised below, following the GRADE evidence-to-decision 
framework. The GDG considered: (i) the balance between the 
benefits and risks of medicine continuation and medicine dis-
continuation; (ii) acceptability; (iii) resource and feasibility of 
implementation; and (iv) equity.

3.1   |   Evidence for Recommendations 
(Polypharmacy/Multiple Drug Classes Section)

3.1.1   |   Evidence Summary (Benefits and Risks)

In randomised controlled trials, deprescribing to reduce poly-
pharmacy or multiple drug classes had no significant effect 
on mortality (odds ratio [OR], 0.97; 95% confidence interval 
[CI], 0.87–1.08; 25 studies; n = 15,374; low certainty), with 
similar findings in non-randomised studies (OR, 0.70; 95% CI, 
0.36–1.38; 6 studies; n = 853; very low certainty). Deprescribing 
was associated with increased adverse drug withdrawal effects 
(OR, 1.98; 95% CI, 1.48–2.66; 4 studies; n = 3096; low certainty), 

 13265377, 2026, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.5694/m

ja2.70174 by L
aura T

eruel - N
ational H

ealth A
nd M

edical R
esearch C

ouncil , W
iley O

nline L
ibrary on [07/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://deprescribing.com
https://deprescribing.com


6 of 12 Medical Journal of Australia, 2026

T
A

B
L

E
 1

    
|    

S
um

m
ar

y 
re

co
m

m
en

da
tio

n 
ta

bl
e 

fo
r d

ep
re

sc
ri

bi
ng

 p
ol

yp
ha

rm
ac

y 
or

 m
ul

tip
le

 d
ru

g 
cl

as
se

s.

T
yp

e
R

ec
om

m
en

da
ti

on
/s

ta
te

m
en

t

C
BR

G
iv

en
 th

e 
po

te
nt

ia
l c

lin
ic

al
 a

nd
 e

co
no

m
ic

 b
en

ef
its

 in
 re

du
ci

ng
 in

ap
pr

op
ri

at
e 

po
ly

ph
ar

m
ac

y,
 w

e 
su

gg
es

t t
ha

t i
n 

ad
di

tio
n 

to
 a

pp
ly

in
g 

a 
ta

rg
et

ed
 a

pp
ro

ac
h 

to
 d

ep
re

sc
ri

be
 

sp
ec

ifi
c 

dr
ug

 c
la

ss
es

, r
eg

ul
ar

 m
ed

ic
at

io
n 

re
vi

ew
 is

 o
ffe

re
d 

to
 o

ld
er

 p
eo

pl
e 

ta
ki

ng
 m

ul
tip

le
 lo

ng
-te

rm
 m

ed
ic

in
es

. W
e 

su
gg

es
t d

ep
re

sc
ri

bi
ng

 m
ed

ic
in

es
 th

at
 m

ee
t o

ne
 o

f 
th

e 
ca

te
go

ri
es

 b
el

ow
:

•	
W

ith
 n

o 
cl

ea
r i

nd
ic

at
io

n,
 a

n 
ob

vi
ou

s c
on

tr
ai

nd
ic

at
io

n,
 o

r i
f t

he
re

 is
 a

n 
in

ap
pr

op
ri

at
e 

pr
es

cr
ib

in
g 

ca
sc

ad
e

•	
W

ith
 a

dv
er

se
 e

ffe
ct

s o
r i

nt
er

ac
tio

ns
 th

at
 o

ut
w

ei
gh

 th
e 

po
te

nt
ia

l b
en

ef
its

•	
U

se
d 

fo
r s

ym
pt

om
at

ic
 re

lie
f, 

w
he

re
 th

e 
sy

m
pt

om
s a

re
 re

so
lv

ed
 a

nd
 u

nl
ik

el
y 

to
 re

cu
r

•	
U

se
d 

fo
r p

re
ve

nt
io

n,
 w

he
n 

th
e 

po
te

nt
ia

l b
en

ef
its

 a
re

 u
nc

er
ta

in
 o

r u
nl

ik
el

y 
to

 b
e 

re
al

is
ed

G
PS

D
ep

re
sc

ri
bi

ng
 d

ec
is

io
ns

 sh
ou

ld
 b

e 
m

ad
e 

in
 c

on
su

lta
tio

n 
w

ith
 th

e 
pe

rs
on

 a
nd

 th
ei

r G
P 

an
d/

or
 sp

ec
ia

lis
t p

ro
vi

de
rs

 to
 e

ns
ur

e 
it 

al
ig

ns
 w

ith
 th

ei
r p

re
fe

re
nc

es
, g

oa
ls

 a
nd

 
ov

er
al

l t
re

at
m

en
t p

la
ns

 (u
ng

ra
de

d 
go

od
 p

ra
ct

ic
e 

st
at

em
en

t).

G
PS

In
 th

e 
co

nt
ex

t o
f m

ul
tim

or
bi

di
ty

 a
nd

 p
ol

yp
ha

rm
ac

y,
 h

ea
lth

ca
re

 p
ro

vi
de

rs
 sh

ou
ld

 re
fe

r t
o 

ex
is

tin
g 

hi
gh

-q
ua

lit
y 

di
se

as
e-

sp
ec

ifi
c 

gu
id

el
in

es
 re

le
va

nt
 to

 th
e 

co
nd

iti
on

 to
 

id
en

tif
y 

m
ed

ic
in

es
 th

at
 m

ay
 b

e 
su

ita
bl

e 
fo

r d
ep

re
sc

ri
bi

ng
 (u

ng
ra

de
d 

go
od

 p
ra

ct
ic

e 
st

at
em

en
t).

G
PS

D
ep

re
sc

ri
bi

ng
 sh

ou
ld

 b
e 

a 
pr

ef
er

en
ce

-s
en

si
tiv

e 
de

ci
si

on
, r

eq
ui

ri
ng

 a
 sh

ar
ed

 d
ec

is
io

n-
m

ak
in

g 
ap

pr
oa

ch
 (u

ng
ra

de
d 

go
od

 p
ra

ct
ic

e 
st

at
em

en
t).

C
BR

W
e 

su
gg

es
t c

on
tin

ui
ng

 m
ed

ic
in

es
 a

fte
r c

on
fir

m
in

g 
th

at
 th

e 
ph

ar
m

ac
ot

he
ra

py
 is

 c
le

ar
ly

 in
di

ca
te

d,
 th

e 
be

ne
fit

s o
f t

he
 m

ed
ic

in
e 

ar
e 

ex
pe

ct
ed

 to
 o

ut
w

ei
gh

 th
e 

po
te

nt
ia

l 
ha

rm
s a

nd
 th

at
 th

is
 a

lig
ns

 w
ith

 th
e 

in
di

vi
du

al
's 

go
al

s a
nd

 p
re

fe
re

nc
es

.
In

 th
e 

co
nt

ex
t o

f m
ul

tim
or

bi
di

ty
 a

nd
 p

ol
yp

ha
rm

ac
y,

 d
ep

re
sc

ri
bi

ng
 o

ne
 m

ed
ic

in
e 

m
ay

 n
ec

es
si

ta
te

 a
 c

ha
ng

e 
in

 o
th

er
 p

ha
rm

ac
ot

he
ra

pi
es

 d
ue

 to
 a

 p
ot

en
tia

l i
nc

re
as

e 
or

 
re

du
ct

io
n 

in
 ri

sk
s (

e.
g.

, d
ru

g–
dr

ug
 o

r d
ru

g–
di

se
as

e 
in

te
ra

ct
io

ns
). 

Th
er

e 
m

ay
 b

e 
a 

ne
ed

 fo
r a

 ‘d
ep

re
sc

ri
bi

ng
 c

as
ca

de
’ o

r p
re

sc
ri

bi
ng

 o
f a

no
th

er
 m

or
e 

su
ita

bl
e 

m
ed

ic
in

e 
to

 
op

tim
is

e 
th

er
ap

y.

C
BR

M
et

ho
ds

W
he

n 
a 

m
ed

ic
in

e 
is

 id
en

tif
ie

d 
as

 b
ei

ng
 su

ita
bl

e 
fo

r d
ep

re
sc

ri
bi

ng
, w

e 
su

gg
es

t d
ev

el
op

in
g 

an
 in

di
vi

du
al

is
ed

 d
ep

re
sc

ri
bi

ng
 p

la
n 

in
 c

ol
la

bo
ra

tio
n 

w
ith

 th
e 

pe
rs

on
 a

nd
/o

r 
th

ei
r c

ar
er

s/
fa

m
ily

 m
em

be
rs

, b
y 

re
fe

rr
in

g 
to

 th
e 

sp
ec

ifi
c 

gu
id

an
ce

 in
 in

di
vi

du
al

 d
ru

g 
se

ct
io

ns
 in

 th
is

 g
ui

de
lin

e.
 B

ro
ad

ly
, f

or
 m

ed
ic

in
es

 w
he

re
 a

dv
er

se
 d

ru
g 

w
ith

dr
aw

al
 

ev
en

ts
 (A

D
W

Es
) o

r d
is

ea
se

 re
cu

rr
en

ce
 a

re
 li

ke
ly

, w
e 

su
gg

es
t t

ap
er

in
g 

th
e 

do
se

 ra
th

er
 th

an
 a

br
up

t c
es

sa
tio

n.
 F

or
 ta

pe
ri

ng
,* 

w
e 

su
gg

es
t h

al
vi

ng
 th

e 
do

se
 a

t 2
–4

 w
ee

ks
 

in
te

rv
al

s,
 u

nt
il 

ha
lf 

of
 th

e 
lo

w
es

t s
ta

nd
ar

d 
do

se
 fo

rm
ul

at
io

n 
is

 re
ac

he
d,

 th
en

 c
ea

si
ng

 th
e 

m
ed

ic
in

e 
co

m
pl

et
el

y.
 H

ow
ev

er
, s

m
al

le
r d

os
e 

re
du

ct
io

ns
 m

ay
 b

e 
ap

pr
op

ri
at

e 
(e

.g
., 

hi
gh

 b
as

el
in

e 
do

se
 o

r h
ig

h 
ri

sk
 o

f s
ym

pt
om

 re
cu

rr
en

ce
).

W
e 

su
gg

es
t s

w
itc

hi
ng

 fr
om

 re
gu

la
r d

os
es

 to
 p

ro
 re

 n
at

a 
do

se
s b

e 
co

ns
id

er
ed

 if
 a

pp
ro

pr
ia

te
 (e

.g
., 

an
tip

sy
ch

ot
ic

s)
. F

or
 m

ed
ic

in
es

 w
ith

 lo
ng

er
 h

al
f-l

iv
es

, w
e 

su
gg

es
t 

ta
pe

ri
ng

 m
ay

 n
ot

 b
e 

re
qu

ir
ed

.
W

e 
su

gg
es

t d
ep

re
sc

ri
bi

ng
 o

ne
 m

ed
ic

in
e 

at
 a

 ti
m

e.
 H

ow
ev

er
, u

p 
to

 th
re

e 
m

ed
ic

in
es

 m
ay

 b
e 

de
pr

es
cr

ib
ed

 si
m

ul
ta

ne
ou

sl
y 

if 
un

lik
el

y 
to

 c
au

se
 A

D
W

Es
 a

nd
 p

ra
ct

ic
al

, o
r i

f 
w

ith
dr

aw
al

 e
ffe

ct
s c

an
 b

e 
cl

ea
rly

 a
tt

ri
bu

te
d 

to
 a

n 
in

di
vi

du
al

 m
ed

ic
in

e.
If

 d
ep

re
sc

ri
bi

ng
 c

an
no

t b
e 

fu
lly

 im
pl

em
en

te
d 

an
d/

or
 m

ai
nt

ai
ne

d,
 w

e 
su

gg
es

t t
he

 fo
llo

w
in

g 
op

tio
ns

 b
e 

co
ns

id
er

ed
 a

nd
 o

ffe
re

d 
to

 th
e 

in
di

vi
du

al
 a

s a
pp

ro
pr

ia
te

:
•	

C
on

tin
ue

 w
ith

 a
 ta

pe
re

d 
do

se
 a

nd
 d

el
ay

 fu
rt

he
r d

os
e 

re
du

ct
io

ns
 b

y 
an

 a
gr

ee
d 

in
te

rv
al

 fo
r s

ta
bi

lis
at

io
n;

 o
r

•	
C

on
tin

ue
 w

ith
 th

e 
ta

pe
re

d 
do

se
 b

ut
 fo

re
go

 fu
rt

he
r d

os
e 

re
du

ct
io

ns
; o

r
•	

R
es

ta
rt

 th
e 

ta
rg

et
 m

ed
ic

in
e(

s)
 a

t a
pp

ro
xi

m
at

el
y 

75
%

 o
f t

he
 p

re
vi

ou
sl

y 
to

le
ra

te
d 

do
se

; o
r

•	
R

es
ta

rt
 th

e 
ta

rg
et

 m
ed

ic
in

e(
s)

 a
t t

he
 o

ri
gi

na
l d

os
e.

*W
he

n 
de

pr
es

cr
ib

in
g 

fi
xe

d-
do

se
 c

om
bi

na
tio

ns
, i

f t
ap

er
in

g 
of

 o
ne

 a
ct

iv
e 

co
m

po
ne

nt
 is

 re
qu

ir
ed

, c
on

si
de

r p
re

sc
ri

bi
ng

 se
pa

ra
te

 (i
.e

., 
fr

ee
-d

os
e)

 c
om

bi
na

tio
n 

pr
od

uc
ts

.

(C
on

tin
ue

s)

 13265377, 2026, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.5694/m

ja2.70174 by L
aura T

eruel - N
ational H

ealth A
nd M

edical R
esearch C

ouncil , W
iley O

nline L
ibrary on [07/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



7 of 12Medical Journal of Australia, 2026

T
yp

e
R

ec
om

m
en

da
ti

on
/s

ta
te

m
en

t

C
BR

Se
qu

en
ce

 o
f d

ep
re

sc
ri

bi
n

g 
ta

rg
et

 m
ed

ic
in

es
O

nc
e 

th
e 

m
ed

ic
in

es
 fo

r d
ep

re
sc

ri
bi

ng
 a

re
 a

gr
ee

d 
up

on
, w

e 
su

gg
es

t t
he

 o
rd

er
 o

f d
ep

re
sc

ri
bi

ng
 b

e 
de

ci
de

d 
co

lla
bo

ra
tiv

el
y 

be
tw

ee
n 

th
e 

in
di

vi
du

al
 a

nd
 th

ei
r p

re
sc

ri
be

r.
W

e 
su

gg
es

t c
on

si
de

ri
ng

 th
e 

pr
io

ri
tie

s o
f t

he
 p

er
so

n,
 in

cl
ud

in
g 

th
ei

r p
re

fe
re

nc
e 

an
d 

im
pa

ct
 o

n 
w

el
l-b

ei
ng

, a
lo

ng
si

de
 th

e 
ch

ar
ac

te
ri

st
ic

s o
f t

he
 m

ed
ic

in
es

, t
ak

in
g 

in
to

 
ac

co
un

t t
he

 b
al

an
ce

 o
f p

ot
en

tia
l:

•	
R

is
k 

of
 h

ar
m

 fr
om

 c
on

tin
ue

d 
us

e;
•	

Be
ne

fit
 fr

om
 c

on
tin

ue
d 

us
e;

•	
A

dv
er

se
 d

ru
g 

w
ith

dr
aw

al
 e

ve
nt

s i
f t

he
 m

ed
ic

in
e 

is
 st

op
pe

d;
 a

nd
•	

C
os

t b
ur

de
n

P
ri

or
it

is
at

io
n 

m
at

ri
x 

fo
r 

de
pr

es
cr

ib
in

g

 
 

Hi
gh

er
 

Lo
w

er
 

 
 

Po
te

n�
al

 
be

ne
fit

 
fr

om
 

co
n�

nu
ed

 
us

e 

Lo
w

er
 

St
op

 
Fi

rs
t 

Lo
w

er
 

Ri
sk

 o
f 

ad
ve

rs
e 

eff
ec

ts
 if

 
st

op
pe

d
Hi

gh
er

 
 

St
op

 
La

st
 

Hi
gh

er
 

Ri
sk

 o
f h

ar
m

 fr
om

 co
n�

nu
ed

 u
se

G
PS

W
ith

 in
fo

rm
ed

 c
on

se
nt

 fr
om

 th
e 

in
di

vi
du

al
 o

r t
he

ir
 su

pp
or

te
d 

de
ci

si
on

-m
ak

er
, p

re
sc

ri
be

rs
 sh

ou
ld

 p
ro

vi
de

 w
ri

tte
n 

pr
es

cr
ib

in
g 

an
d 

de
pr

es
cr

ib
in

g 
pl

an
s t

o 
re

le
va

nt
 

he
al

th
ca

re
 p

ro
vi

de
rs

 in
vo

lv
ed

 in
 th

e 
pe

rs
on

's 
ca

re
 (u

ng
ra

de
d 

go
od

 p
ra

ct
ic

e 
st

at
em

en
t).

G
PS

Pr
es

cr
ib

er
s s

ho
ul

d 
do

cu
m

en
t i

nf
or

m
ed

 c
on

se
nt

, t
he

 ra
tio

na
le

 fo
r p

re
sc

ri
bi

ng
 o

r d
ep

re
sc

ri
bi

ng
, a

nd
, i

f a
pp

lic
ab

le
, t

he
 d

os
e 

ta
pe

ri
ng

 sc
he

du
le

, o
rd

er
 o

f w
ith

dr
aw

al
 a

nd
 

m
on

ito
ri

ng
 p

la
n 

(u
ng

ra
de

d 
go

od
 p

ra
ct

ic
e 

st
at

em
en

t).

C
BR

In
 g

en
er

al
, w

e 
su

gg
es

t c
lo

se
ly

 m
on

ito
ri

ng
 fo

r A
D

W
Es

 a
nd

 a
ny

 h
ea

lth
-r

el
at

ed
 o

ut
co

m
es

 (e
.g

., 
ph

ys
ic

al
/p

sy
ch

ol
og

ic
al

 c
ha

ng
es

) e
ve

ry
 2

 w
ee

ks
 fo

llo
w

in
g 

ea
ch

 d
os

e 
ad

ju
st

m
en

t u
nt

il 
at

 le
as

t 4
 w

ee
ks

 a
fte

r t
he

 m
ed

ic
in

e 
is

 fu
lly

 d
is

co
nt

in
ue

d.
 A

fte
r t

hi
s i

ni
tia

l p
er

io
d,

 w
e 

su
gg

es
t m

on
th

ly
 m

on
ito

ri
ng

 fo
r a

t l
ea

st
 3

 m
on

th
s,

 fo
llo

w
ed

 b
y 

m
on

ito
ri

ng
 e

ve
ry

 6
 m

on
th

s t
he

re
af

te
r. 

If
 in

-p
er

so
n 

vi
si

ts
 a

re
 n

ot
 p

ra
ct

ic
al

, w
e 

su
gg

es
t i

nf
or

m
in

g 
pe

op
le

 to
 re

po
rt

 sy
m

pt
om

 re
cu

rr
en

ce
 a

nd
/o

r a
ny

 a
pp

ea
ra

nc
e 

of
 n

ew
 

sy
m

pt
om

s d
ur

in
g 

m
on

ito
ri

ng
 a

nd
 se

tt
in

g 
pa

ra
m

et
er

s f
or

 p
eo

pl
e 

fo
r w

hi
ch

 p
oi

nt
 to

 in
iti

at
e 

co
nt

ac
t.

W
e 

su
gg

es
t i

nd
iv

id
ua

lis
in

g 
m

on
ito

ri
ng

 in
te

rv
al

s (
m

or
e 

or
 le

ss
 fr

eq
ue

nt
) i

n 
pa

rt
ne

rs
hi

p 
w

ith
 th

e 
pe

rs
on

 a
nd

 th
ei

r c
ar

er
s b

as
ed

 o
n 

pr
ac

tic
al

ity
, i

nd
iv

id
ua

l p
re

fe
re

nc
es

, 
re

sp
on

se
s a

nd
 to

le
ra

nc
e.

 F
or

 in
st

an
ce

, d
ep

re
sc

ri
bi

ng
 m

ul
tiv

ita
m

in
s t

ak
en

 w
ith

ou
t a

 c
ur

re
nt

 in
di

ca
tio

n 
in

 a
 ro

bu
st

 p
er

so
n 

m
ay

 re
qu

ir
e 

le
ss

 fr
eq

ue
nt

 m
on

ito
ri

ng
 th

an
 

ot
he

r d
ru

g 
cl

as
se

s s
uc

h 
as

 a
n 

an
tih

yp
er

te
ns

iv
e 

or
 a

n 
an

tip
sy

ch
ot

ic
. F

or
 sp

ec
ifi

c 
gu

id
an

ce
, w

e 
su

gg
es

t r
ef

er
ri

ng
 to

 th
e 

in
di

vi
du

al
 d

ru
g 

se
ct

io
ns

 in
 th

e 
gu

id
el

in
e.

A
dd

iti
on

al
ly

, w
e 

su
gg

es
t m

on
ito

ri
ng

 sh
ou

ld
 o

cc
ur

 a
t a

ny
 ti

m
e 

th
er

e 
is

 a
 c

ha
ng

e 
in

 th
e 

in
di

vi
du

al
's 

ri
sk

–b
en

ef
it 

pr
of

ile
 (e

.g
., 

if 
th

e 
pe

rs
on

 b
ec

om
es

 u
nw

el
l o

r t
he

re
 is

 a
 

ch
an

ge
 in

 th
ei

r c
lin

ic
al

 st
at

us
 o

r p
re

fe
re

nc
es

).

N
ot

e:
 C

on
se

ns
us

-b
as

ed
 re

co
m

m
en

da
tio

ns
 (C

BR
s)

 a
re

 d
ev

el
op

ed
 fo

llo
w

in
g 

a 
sy

st
em

at
ic

 re
vi

ew
 w

he
n 

th
e 

ce
rt

ai
nt

y 
of

 e
vi

de
nc

e,
 a

ss
es

se
d 

us
in

g 
th

e 
(G

ra
di

ng
 o

f R
ec

om
m

en
da

tio
ns

, A
ss

es
sm

en
t, 

D
ev

el
op

m
en

t a
nd

 E
va

lu
at

io
n)

 G
R

A
D

E 
ap

pr
oa

ch
, i

s l
ow

 o
r v

er
y 

lo
w

. G
oo

d 
pr

ac
tic

e 
st

at
em

en
ts

 (G
PS

s)
 a

re
 n

ot
 d

er
iv

ed
 d

ir
ec

tly
 fr

om
 a

 s
ys

te
m

at
ic

 re
vi

ew
 b

ut
 a

re
 fo

rm
ul

at
ed

 to
 su

pp
or

t r
ec

om
m

en
da

tio
ns

 o
r g

ui
de

 d
ep

re
sc

ri
bi

ng
 w

he
n 

in
di

re
ct

 y
et

 h
ig

h-
qu

al
ity

 e
vi

de
nc

e 
ex

is
ts

 
an

d 
G

PS
 c

ri
te

ri
a 

ar
e 

m
et

.
A

bb
re

vi
at

io
ns

: C
BR

, c
on

se
ns

us
-b

as
ed

 re
co

m
m

en
da

tio
n;

 G
P,

 g
en

er
al

 p
ra

ct
iti

on
er

; G
PS

, g
oo

d 
pr

ac
tic

e 
st

at
em

en
t.

T
A

B
L

E
 1

    
|    


(C

on
tin

ue
d)

 13265377, 2026, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.5694/m

ja2.70174 by L
aura T

eruel - N
ational H

ealth A
nd M

edical R
esearch C

ouncil , W
iley O

nline L
ibrary on [07/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



8 of 12 Medical Journal of Australia, 2026

defined as clinically significant signs or symptoms from drug 
discontinuation.

No significant differences were observed between deprescribing 
and continuation groups for: exacerbation of underlying condi-
tions (OR, 6.75; 95% CI, 0.33–136.91; 1 study; n = 58; very low 
certainty), falls (OR, 0.88; 95% CI, 0.66–1.17; 11 studies; n = 8416; 
very low certainty), fractures (OR, 0.97; 95% CI, 0.60–1.57; 5 
studies; n = 4867; low certainty), adverse drug events (OR, 1.11; 
95% CI, 0.64–1.91; 3 studies; n = 5492; very low certainty), emer-
gency department presentations (OR, 0.85; 95% CI, 0.72–1.01; 6 
studies; n = 4287; low certainty) or unplanned hospital admis-
sions (OR, 0.99; 95% CI, 0.82–1.21; 13 studies; n = 11,157; low 
certainty). Outcomes such as morbidity, physical function, cog-
nition and quality of life varied widely. Certainty assessments 
for each outcome and the references for each study are detailed 
in the technical report [18], including outcomes reported in 
other study designs. The systematic review and meta-analysis is 
published elsewhere [20].

Methods for withdrawal schedules in deprescribing, as well as 
measurements of the impact of deprescribing, varied among 
the included studies, with no single method identified as supe-
rior. However, compared with abrupt cessation, dose tapering 
is likely more acceptable for most people and practical to deter-
mine the lowest effective dose for individuals requiring dose re-
duction rather than complete cessation.

The benefits and risks described above, along with the certainty 
of outcomes, were considered, with an emphasis placed on out-
comes rated as critical or important by the GDG.

3.1.2   |   Acceptability

Our consumer advisory group expressed that many people re-
gard their medicines as essential, even when experiencing side 
effects. Evidence suggests that patients with more severe dis-
ease and greater treatment exposure are often more tolerant 
of risk [25]. According to the consumer advisory group, will-
ingness to consider deprescribing depends on perceived ben-
efits, severity of adverse effects and trust in their healthcare 
providers. Individuals are generally receptive to collaborative 
deprescribing when it is suggested by their doctor and when 
the benefits and risks are explained, and when medicines can 
be restarted if needed [26]. The consumer advisory group em-
phasised the importance of informed consent and clear infor-
mation on expected outcomes and potential interactions. Cost 
can be a barrier to ongoing medicine use, especially when 
frequent refills are needed. A holistic approach that considers 
physical, mental, social and emotional well-being is preferred. 
Timely follow-up and good communication between prescrib-
ers are also critical.

Health professionals generally viewed deprescribing as benefi-
cial but its implementation is often hindered by time constraints, 
limited knowledge or resources to initiate deprescribing, reluc-
tance to stop medicines prescribed by others, complexity in 
multimorbidity, concerns about undertreatment or deviation 
from guidelines in the absence of robust evidence, and indi-
vidual requests for specific medicines [5, 27, 28]. Some health 

professionals described deprescribing as ‘swimming against the 
tide’ of individual expectations [29].

3.1.3   |   Resources and Feasibility of Implementation

Policymakers increasingly recognise deprescribing as a cost-
saving and quality improvement strategy, as reflected in 
initiatives such as the National Strategy for Quality Use of 
Medicines and the National Medicines Policy. These guidelines 
align with Outcome 5.3 (Safe and Quality Use of Medicines) 
under the Strengthened Aged Care Quality Standards. 
Although short-term implementation costs and potential im-
pacts on individual care warrant consideration [30], a com-
prehensive economic evaluation was beyond the scope of this 
work. However, inappropriate polypharmacy contributes to 
higher overall medicine costs and increased costs associated 
with medicine errors and adverse events. The World Health 
Organization estimates that 0.3% of global healthcare expen-
diture (US$18 billion) could be avoided through optimised 
polypharmacy management [31]. In 2023, older Australians 
visited their prescribers a median of five times a year and vis-
ited the pharmacy 16 times annually for PBS medicine supply 
[32], highlighting the potentially wide-reaching social and 
economic impact of medicine-related healthcare use on indi-
viduals and families. Evidence from the pharmacist-led Opti-
Med deprescribing study in residential aged care facilities 
projected national annual savings of AU$1–16 million from 
discontinuing inappropriate medicines [33] without compro-
mising quality of life [2, 34].

3.1.4   |   Equity

There is limited research examining the barriers to deprescrib-
ing in the context of health inequities. Older people experienc-
ing inappropriate medicine use may benefit disproportionately 
through reduced medicine burden, lower costs and simplified 
regimens. However, equitable implementation requires address-
ing health literacy, access to healthcare, and the needs of cul-
turally and linguistically diverse groups, Aboriginal and Torres 
Strait Islander peoples, individuals of low socio-economic status 
and those in rural or remote locations.

3.2   |   Additional Considerations

Older individuals represent a highly heterogeneous population. 
While they are generally defined as those aged 65 years and over 
[35], chronological age alone does not necessarily reflect a per-
son's health status, which ranges from robust to frail. Although 
anatomical and physiological changes naturally occur with ad-
vancing age [36, 37], individuals can experience markedly differ-
ent ageing trajectories across the lifespan [38]. In this guideline, 
we provide explicit considerations and criteria to support the nu-
anced decision-making required for deprescribing, emphasising 
that it should occur through shared decision-making between 
the patient and their healthcare professional or team. For ex-
ample, within the diabetes medicine section, we outline three 
broad thresholds to guide appropriate glycated haemoglobin 
targets, taking into consideration comorbidities, cognitive and 
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functional status, and life expectancy. These thresholds inform 
decisions regarding the potential de-intensification of diabetes 
medication management.

3.3   |   Beyond the Scope of the Guideline

Although the scope of the guideline is restricted to older people, 
some recommendations may apply to other population groups. 
Individuals aged 50 years and over are considered older among 
Aboriginal and Torres Strait Islander peoples [35]. Younger 
populations, including those living with chronic conditions or 
experiencing polypharmacy, may also benefit from deprescrib-
ing; however, these groups are beyond the intended scope of this 
guideline. Clinical judgement should be applied with care when 
extrapolating evidence and applying these recommendations to 
people outside the intended scope.

Additionally, some communities face greater health risks due to 
social disadvantage or barriers to healthcare access. Individual 
social determinants of health equity should be integral to depre-
scribing considerations.

Underprescribing is another important aspect of medicine 
management, which occurs when a clinically indicated med-
icine is not prescribed for a patient [39]. The absence of ap-
propriate medicines is beyond the scope of a deprescribing 
guideline. However, in some cases, the deprescribing process 
may incidentally reveal clinically indicated medicines that are 
missing from a person's regimen. Deprescribing complements 
prescribing by recognising that a person's health status can 
change over time, whether due to progression or remission 
of existing medical conditions, lifestyle modifications or the 
emergence of new conditions that may lead to interactions 
with existing therapies.

3.4   |   Dissemination, Implementation 
and Evaluation

The dissemination and implementation plan for the guidelines 
[40] was informed by feedback received during the public con-
sultation period. Outcome evaluation will focus on four domains 
(knowledge, health, economic and social) guided by the NHMRC 
Research Impact Position Statement [41]. To support this, we are 
currently developing a logic model to provide a structured ap-
proach for assessing alignment with the overarching project aim 
and tracking measurable progress within the Objectives and Key 
Results framework [42]. The logic model offers a diagrammatic 
representation of the project's logical sequence [43] and is recom-
mended by organisations such as NHMRC as a structured method 
for describing and evaluating research impact [41].

4   |   Conclusion

A deprescribing approach encourages prescribers to consider 
the need for a medicine each time a prescription is re-issued, 
to balance benefits and harms as they evolve over time, and 
to ensure decisions continue to reflect the individual's goals 
through shared decision-making. These clinical practice 

guidelines represent a major step in supporting safe and appro-
priate use of medicines in older people. By providing clear and 
practical consensus-based recommendations and good practice 
statements, the guidelines can potentially reduce the risk of 
medicine-related harm as well as improve individual health out-
comes. The complete guideline, including supporting evidence, 
is available at https://​depre​scrib​ing.​com.
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Supporting Information section. Table S1: Summary recommendation 
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