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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 >65years, 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://deprescribing.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
18years 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
65years 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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FIGURE1 | 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.

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
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BOX1 | Recommendation Types, Description and Nomenclature.

Evidence-based
recommendation

Consensus-based
recommendation

Good practice
statement (GPS)

Recommendations developed based on high
or moderate quality evidence identified
(EBR) from a systematic literature search.

Recommendations developed in the absence of high
or moderate quality evidence where a systematic
(CBR) review of the evidence was conducted.

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

‘We suggest’.

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.

Is a systematic literature
review conducted?

Is there quality
evidence to inform

Is there indirect but

high-quality —
the recommendation? ‘ supportive evidence?
DELPHI
CONSENSUS
Is it important to provide a
GRADE recommendation?
EVIDENCE-TO-DECISION
FRAMEWORK
EVIDENCE-BASED DELPHI CONSENSUS GOOD PRACTICE NO
RECOMMENDATION 1. STATEMENT RECOMMENDATION

CONSENSUS NO
ACHIEVED? RECOMMENDATION

AREAS OF

CONSENSUS-BASED
DEBATE

RECOMMENDATION

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.

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
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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 >65years (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://deprescrib
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=2853; 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),

Medical Journal of Australia, 2026

50f 12

85UB0 17 SUoWWoD aA 1D 3|qeal|dde ay) Aq pausenob ae sspoiue O ‘esn Jo Se|nJ 10} Arig1 8UIUO A3|IM UO (SUONIPUOO-PUR-SWS) W0 A3 | 1M Ale.q 1jpuluo//Sdy) SuonIpuoD pue swie | 8y 8es *[9202/70/.0] Uo Ariqiauljuo A1 ' [10UN0D YoJessay [e9IPB N PUY YIESH [eUOIEN - jenie L eine Aq 2 T0. ZelW/y69S 0T/I0p/woo A8 |im Ake.q 1 uluoy/sdny woly papeojumoq ‘v ‘9202 ‘2.ES9ZET


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

13265377, 2026, 4, Downloaded from https://onlinelibrary.wiley.com/doi/10.5694/mja2.70174 by Laura Teruel - National Health And Medical Research Council , Wiley Online Library on [07/04/2026]. See the Terms and Conditions (https://onlinelibrary.wiley.com/terms-and-conditions) on Wiley Online Library for rules of use; OA articles are governed by the applicable Creative Commons License

(sonunuo))

‘sjonpoid uoreuIquod (9sop-231 <9°1) ayeredas uiqriosaid 19pIsuod ‘parrnbai st jusuoduwod a1 U0 Jo urrade) JI ‘SUOIIBUIQUIOD dSOP-PIXTJ SUIQLIOSAIAIP U M 4

*9s0p TeuIS1Io oY) 1€ (S)ourorpau 3o51e) o) 11e)SoY *

10 {asop pajeIa[o} A[snoiadid oy Jo %6, Ajrewrxoidde e (S)ourorpaw 3o31e) 9Y) 11B)ISY o

IO ‘SUOI}ONPAI ASOP IdYIINJ 03910] Inq sop parade) oY) YIIM dNUNUOY) o

10 ‘UOTIESI[Iqe)s J0J [eAId)Ul PoaiSe Ue Aq SUOIIONPAI 9SO ISY}INJ AB[op pue 9sop paiade] & YIIm dNUNRUOY) «

:91e11doadde se [enprAIpul 9Y) 03 PIdJJO puE PAIIPISUOI 9q suorido SUIMO[[0] ) }s933nSs am ‘paurejurewts 1o/pue pajuawadwr AJ[nJ 9q jouued 3uiqriosaxdap J1

*QUIOIPIW [BNPIAIPUL U 0} PIINGLI)Ie A[1BI[O 9q UBD S}0JJ0 [BMBIPYIIM

J1 10 ‘Teonoeid pue SHMAYV 9SNED 03 A[YI[UN JT A[SNOSULBINUILS Paqr1dsa1dop 9q Aew SUIOIPIW 991y} 03 dn ISASMOH "dWI) B & SUIdIpaw auo Suiqriosaidap 1s983ns op

‘paxnbai oq jou Aew Jurrade)

15933ns am ‘SAT[-J[eY I9SUO] YIIM SSUIIIPIW 0, *(sonoyoAsdnue “3-9) ayerrdordde J1 pa1oprsuod aq sasop eieu a1 o1d 03 sasop 1e[ngax woiy Suryolrms 31s983ns op

*(9oua1anoa1 woydwAs Jo st Y31y Jo 3sop urfeseq Y31y “3-9)

orerzdordde oq Aewr SUONONPAI 9SOP IS[RWS “TOAIMOH "A[939[duI0d Surorpawt 9y} SUISLad UIY) ‘pAYOeal ST UOIIB[NULIO] 3SOP PIBPUEIS 1S9MO] 33 JO J[BeY [UN ‘S[BAI)UT

SYoaM - J& 9s0p Ay ula[ey 1sa33ns am ,‘Furrade) 10, ‘uonessad 3dniqe uey) Iayjes asop oy} Surrade) 1so33ns om ‘ATONI[ 918 SOUIILINII ASBISIP J0 (SHMAV) STUIAD

[emeIPYIIM SNIP 9SISAPE ISYM SUIDIIPIU 10] ‘A[peoiq *dul[apIng sIy) Ul SUOII9s Snip renplarpur utr dueping o1j10ads 93 0) U111 Aq ‘S1oquiou AJTuIey/sIored I19Y)

Io/pue uosiad ay) Yiim uoneioqeqjod ur uefd Suiqriosaidop pasijenpiarpur ue Jurdojoadp 3s933ns om ‘Juiqriosaidap 103 9[qeirns Suroq se paIJIIuPI ST SUIIPAW © USY A\
SPOYIdIN Rite)

‘Ade1atp) asrumdo
0] QUIDIPAW J[qeIINS dI0W Idjoue Jo Juiqridsaid 1o 2pedsed Juiqriosaidap, € 10J Padu & 9q ABW I3, ‘(SUOIIOBIIUI 9SBISIP—3nip 10 SnIp—3nip <3+9) SYSII Ul UonoNpal
1o asearoul Tenyudjod e 03 anp sarderoyjooewrreyd 19130 Ul 25URYD B 9)BIISSAIU AeW dUTOIPaW duo Juiqrrosaidap ‘KoewrreydAjod pue A)jrprgiowiinui Jo 3xa)uod ay) uf
'sooua1e)o1d pue s[eos s,[enprAlpul aU3 yirm susife sIy} Jey} pue suLrey

[enuajod a3 y3romino o3 pa3oadxa a1e SUIDIPAW A} JO SIJOUIq Y} ‘pajedrpul A[1eapd st Aderoyjooewrreyd oY) jey) SUIWLIIFUOD 19} SQUIIIPAW UTNUIIUO0D }S933NSs op gD

Medical Journal of Australia, 2026

‘(yusuraye)s 2o10e1d poosd papeidun) yoeoidde Surew-uoIsIodp pareys € SULIINbal ‘UOISIOP 2ATISUS-90u19)a1d & 9q prnoys uiqriosardoq Sdo

‘(yuowarels 9onoe1d pood papeidun) Suiqriosaidap 1oy 9[qeIns 9q ABW JBY) SSUIIIPIW AJIIUPT
0} UOTIIPUOD ) 0} JUBAJ[I sUI[IPINS o1j10ads-aseastp Apenb-y3iy unsixa 03 19Jo1 pnoys s1opraoid aredyiresy ‘KoewrreydAjod pue L)IpIqIowiinu Jo JX93U0d ) uf Sdo

‘(juswdyels 20130e1d pood popeidun) sueld JusUI}BAI) [[BISAO
pue s[eod ‘saouarsjaid 119y YIIm SuSIe I1 Insud 0} s1apraoid jsieroads 1o/pue 4o I19y) pue uosiad ay) YIIm UONeI[NSUOD Ul IPBW 9q P[NOYS SUOISIOAP Fulqriosaidoq Sdo

PasI[ea1 9q 03 A[SYI[UN IO UTBIISOUN AI. SIJOuq [erjuajod oY) usym ‘uonuaadid 10J pas o

INOAI 03 A[AYI[UN PUB PAAOSAI a1t SWOIdWAS 9y} 2IoyM Jar[a1 onewojdwAs 10§ pas) o

syFouRq renyuajod a3 yS1omino Jety) SUOIIORISIUIL IO SIOJJJS ISIGAPE YA *

apeosed Surqriosaid ajerrdorddeur ue ST 919Y3 J1 10 ‘UONEBIIPUILIIUOD SNOIAQO UE “‘UONBIIPUL TBI[D OU I *

:MO[2q Sa11059780 o)

JO QU0 199U JBY) SUIdIpawt JuIqrIosaxdap 1s933ns op sourdIpaur wrrd)-guof [dnnu Surye) 9jdoad 19p[0 03 PAISJJO ST MIIAII UOIJBIIPAW Je[NFI ‘SaSSL[O Fnap o1j1oads
aquiosaxdap 03 yoeoxdde pajagdie) e Suifidde o3 uonippe ut jey) 3s983ns om ‘Aoeurreyd4jod ojerrdorddeur Suronpal ut sj1joUq OTWIOUOIS PUE [BITUI[D [erIudjod 9} USAID qgD

JUIWIA)IR)S/ UOTIRPUSUWIUIOIIY adA,

6of 12

'sasseo Snip ardnnu 1o Loeurreyd£jod Suiqriosaidap 10y o[qe) uonepuswwiodar Arewwing | [ ATAV.L



13265377, 2026, 4, Downloaded from https://onlinelibrary.wiley.com/doi/10.5694/mja2.70174 by Laura Teruel - National Health And Medical Research Council , Wiley Online Library on [07/04/2026]. See the Terms and Conditions (https://onlinelibrary.wiley.com/terms-and-conditions) on Wiley Online Library for rules of use; OA articles are governed by the applicable Creative Commons License

70f 12

uawale)s 99noe1d pood ‘sgo 1euonnoerd [e1ouag ‘dO (UOTIRPUSITUTWOIAT PISLY-SNSUISUOD Y :SUOIRIAIQQY

"JoU AT BLIAIIO SJD pue

$1S1X0 20UapIAd A)Tenb-yS1y 104 10a11put uaym Suiqrosaidep aprng 1o suonepuawtiodar j1oddns o) paje[NUIIO} 918 JNq MIIAI JTJBUIN)SAS B WOIJ A[JOAITP PIATIIP 10U Ik (SSJD) SIUWIRIS 99110eId PO0D "MO] AI9A 10 MO ST ‘yorordde
AAVIO (uoneneay pue Juawrdo[PAd JUSWSSISSY ‘SUOTIRPUSWWOONY JO SUTpeIn) o) SUISN PISSISSE “DIUIPIAD JO A1UTEIIID dT) USYM MITAI O1JRW)ISAS B FUIMOT[0] pado[anap a1k (YD) SUOTIBPUSWWOIAT PISBQ-SNSUISUOD) :2JON

*(seouai93a1d J0 Snjels [BOTUID I19Y) Ul dZUuBYD

© ST 9197} 10 [[9MUN S9W099q uosiad ay3 J1 “8-9) o[1yo1d J1Jousq—y[SLI s,[enpIAIPUI Y3 UT 93UBYD © ST 913} SUWIN) AU J& Ind20 p[noys Surrojruowr 3sa33ns om ‘A[euonippy

"QuI[epINSg ) Ul SUONIS SNIp [eNPIATPUI 9Y) 0} SULLIS)aI 3sa33ns am @oueping o13103ds 10, “donoydAsdiyue ue 10 dAISUSIIddAYIIUL UR SB YoNs SIsSe[d SnIp 19730

uey} Surtojuour Jusnbaiy ss9 axrnbar Lewr uosiad }sNQOI B UT UOIIBIIPUT JUSIIND B JNOYIIM UdYB) SUTWERNADNUW SUIQLIISIdOp ‘9oue)SUl 10, "90UBIS[0} pue sasuodsal

‘soouaiajaid Tenprarpur ‘Ayreonoeld uo paseq s1a1ed 19y) pue uosiad oyl yim diysiouwyred ur (Juonbaiy ssof 10 a10wr) S[eAIdIUT SULIOIIUOW SUISI[ENPIAIPUT }s933NS oA

1081U00 93enIul 03 jurod yorym 1oy ojdoad 10y s1o1ourered Surnyes pue Juriojruow Surinp swojdwAs

mau Jo souereadde Aue 10/pue 2oua1IN0a1 wojduiAs 310da1 03 sjdoad Surwrioyur 3s933ns am Teor3oeid Jou a1k SIISIA U0sIad-UT JT “191JBaIdY) SYIUOW 9 AI9AS SULIOJTUOW

£q PaMOT[0] ‘STIUOW € ISBI[ B 10§ SULIojTUOW A[yIuour 3s933ns am ‘porrad [enrul SIY) 101V "PONUIIUOISIP AJ[NF ST SUIDIPIW 3} I91Je SY99M § IS€I] J& [IIun jusunsnfpe
9s0p yoed SUIMO[[0] SYaMm 7 L1943 (soueyd reordojoyoLsd/[eorsAyd 3-9) sawooino paje[aI-yireay Aue pue sgMAV 10J Suriojuowr A[9sod 3s933ns am ‘[erouad uy gD

‘(quowarels 9onoeld poosd papeidun) ue(d Surioyiuow

pue [eMBIPYIIM JO 19pI0 ‘Q[npayods Juriade) asop a3 ‘O[qedridde J1 ‘pue ‘Suiqrrosardop 10 Surqriosaid 10J SeUONIRI 9} ‘JUISUOD PIUWLIOJUT JUSWINIOP P[NOYS SISQIIISAIJ Sdo
‘(Juawrayels 2o130e1d poo3 paperdun) a1ed s,uosiad 3} Ul PIAJOAUT SI9pIA0Id 21BIYI[BY
juead[a1 03 sued Suiqriosaxdep pue Suiqriosaid usnLIm apraoid pinoys s1aqrrosaid ‘Iayew-uoIsIoap pajroddns 1193 10 [eNPIAIPUL U} WIOIJ JUISUOD PIULIOFUT UIM SdoH
Iseq
- asn
panupuod
31 1099
A wouay
9sidApe
1yauaq
Joysiy Isd14
JaMOT prm " JamoT |enualod
dois
JOMO1 J9y3IH

9Sn panuRUOod Wody wiey Jo ysiy
Surqrriosaxdap 10J XLI)EeW UOI)ESHILIOLIJ
uapIng 3s0)
pue ‘paddo)s ST SUIDIPIW Y} JT SJUSAD [BMBIPTIIM SNIP ISIOAPY
{9SN PaNUNUOD WOIJ JIJoudy o
{9SN PONUNUOD WOIJ WIBY JO JSIY
:renyuajod Jo aoue[eq Y} JUNOIIE
ojur Surye} ‘SOUIdIPIW ) JO SONSIIAOBILYD 3y} apIsSuore ‘Furaq-[om uo joedwr pue doudidjaxd 1roy) Surpnpour ‘uosiad oy Jo senrrorid oy SULISpISU0d 315933ns o
"19q110s31d I19Y) pue [BNPIAIPUI ) UdMI2q A[QAIIBIOQR[[0D PAPIOP 9q SUIqLIdsaIdap Jo 19pio Y3 15933ns am ‘uodn paaide are Suiqridsaidap I0J SAUIIPAW Y3 UQ
saurorpaur 398xe) Surqriosaxdap Jo asuanbag qgD

JUOWIA)IR)S/ UOTIRPUIUWIUIO0IIY adA,

Medical Journal of Australia, 2026

(ponunuo)) | THATAVL



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 65years 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 50years 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://deprescribing.com.
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