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Attitudes toward deprescribing for hospital inpatients
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Clinicians are responsible for both commencing and stopping 
medications. This study evaluates the attitudes of older acute 
medical inpatients about deprescribing. Overall, patients are 
positive toward stopping medications, want to be involved 
and do not feel a clinician is giving up on them if a medication 
is stopped. Patients on fewer medications counterintuitively 
feel a greater medication burden, are more interested in 
being involved in decision making and consider deprescribing 
appropriate to a greater degree than patients who are taking 
more medications. Conversely, they also reported greater 
concerns about stopping medications. We discuss these 
findings in the context of the positive and negative effects 
of deprescribing, in the context of patient engagement and 
shared decision making, and how clinicians can work with 
inpatients to reduce potentially inappropriate medications.
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Introduction

Engaging in reducing a patient’s medication burden is a common 
aspect of modern clinical practice. Medications that were once 
deemed appropriate may become less effective or even harmful, 
potentially causing adverse drug reactions.1 Deprescribing, ‘the 
process of withdrawal of an inappropriate medication, supervised 
by a health care professional with the goal of managing 
polypharmacy and improving outcomes’, is a relatively new 
concept in healthcare.2 This involves the patient being included 
in a holistic shared decision-making process with the clinician to 
ensure medication efficacy.3

Stopping potentially inappropriate medications (PIM) has 
been shown to result in cognitive improvement, fewer falls and a 
positive change in a patient’s global health, with no evidence of 
increased mortality.2,4–6 A systematic review of 31 deprescribing 
trials in older patients demonstrated that antihypertensive 
agents, psychotropic medicines and benzodiazepines could 
be discontinued without harm in between 20% and 100% of 
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patients.7 Notably, ceasing statins in the final year of life improves 
quality of life with no effect on mortality.8 At least half of older 
patients may be taking at least one PIM.9,10

Deprescribing interventions have potential downsides; adverse 
drug withdrawal reactions, return of the medical condition, and 
pharmacokinetic and pharmacodynamic changes.11 If a patient 
feels well on their current medications, have been convinced 
that they need all of their medications, have a perceived lack of 
knowledge or are fearful about stopping, they may not be willing 
to engage in discussions.12,13 Clinicians are, therefore, encouraged 
to discuss the benefits and harms and engage in shared decision 
making when undertaking deprescribing.14

There is limited high-quality evidence to support clinical 
outcomes when deciding to cease a patient’s medications, but 
the evidence available indicates that deprescribing interventions 
are safe and generally effective at reducing PIMs.15 Guides 
exist to support patients and clinicians; for example, the STOPP/
START guidelines or Beers’ criteria have made progress in aiding 
clinicians’ deprescribing decision making.16,17 A gap in how to 
approach the physician–patient shared decision-making process 
still exists, particularly for inpatients.14 Furthermore, deciding 
whether a medication is a PIM depends on the priorities of 
the patient. Is it important to reduce the risk of heart disease 
and stroke as much as possible, even when the side effects of 
the medication limit daily functioning? Patient narrative and 
involvement in this process is vital to establish and provide 
parameters to measure successful deprescribing.

Previous studies show that, although patients say they are 
satisfied with their existing medication, the majority are willing 
to engage with deprescribing.18–20 It is, therefore, important to 
explore how to involve the patient to ensure that the intervention 
of deprescribing is acceptable and effective.18

This study explores patients’ attitudes to deprescribing by 
examining their responses within the context of their medication 
by using a standardised validated questionnaire in an inpatient 
setting. The study seeks to answer if a patient’s attitude to 
deprescribing is related to the number of medications that they 
are prescribed, a relationship not studied previously for hospital 
inpatients. A previous community study showed no relation 
between number of medications prescribed and attitudes 
regarding deprescribing.12 Hospital admission provides an 
opportunity to review current medications, with a multidisciplinary 
approach, and the ability to observe the effects if the admission is 
of a suitable duration. The number of medications prescribed is a 
readily available numerical indicator for the admitting clinician. It 
has been estimated that around one in 10 hospital admissions are 
related to adverse drug reactions from prescription medications, 
and this invites the occasion to introduce deprescribing.19,20 
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Previous inpatient studies show patients agree with the concept 
of deprescribing, yet display significant variations to the extent in 
which they want to be involved.21,22

Methods

Participants

The survey was completed on the acute admission units across two 
local general hospitals in Aneurin Bevan University Health Board 
over a 4-month period. The team liaised with the nurse in charge 
to identify appropriate participants. Inclusion criteria were aged 
65 years and over, mental capacity to participate, prescribed more 
than one medication and medically stable in order to participate 
(for example, not in pain or distress). Researchers did not identify 
their professional background and wore no clinical paraphernalia, 
with an aim to reduce potential bias.

Design

The standardised validated revised Patients’ Attitudes Towards 
Deprescribing (rPATD) self-reporting questionnaire was used, 
which contained 22 statements with responses on a Likert scale, 
ranging from strongly agree to strongly disagree.23 Medications 
were recorded by class according to the British National Formulary. 
Participants were split into high and low medication users based 
on the mean number of medications, and evaluation was based 
on the proportion of ‘agree’ or ‘strongly agree’ responses to 
‘disagree’ or ‘strongly disagree’ responses in each domain 
using a difference in proportions test. A p<0.05 was considered 
significant. Permission for this service evaluation was granted 
from Aneurin Bevan University Health Board’s research and 
development team. Written consent was obtained.

Results

One-hundred and fifty-four participants were approached and 
150 recruited, with four declining to undertake the questionnaire. 
Ninety-six (64%) were women, with a mean age of 81 years. 
The median number of medications taken was nine; Table 1 lists 
the top 10 medications taken by class. Almost half (48.6%) of 
participants were prescribed over 10 medications and six (4%) 
were prescribed over 20.

One-hundred and thirty-two (88%) participants agreed or 
strongly agreed with global item ‘If my doctor said it was possible, 
I would be willing to stop one or more of my regular medicines’ 
and 126 (84%) agreed or strongly agreed with the global item 
‘Overall, I am satisfied with my current medicines’. Fig 1 illustrates 
overall responses to the global items.

The participant groups were split into ‘high’ medication 
number and ‘low’ medication number using the mean number 
of medications of 10 as the threshold. There was no difference 
in gender or age between the groups. The mean number of 
medications for the ‘low’ group was 6.5 (range 2–9), and the mean 
for the ‘high’ group was 13.9 (range 10–25). Table 2 shows the 
responses to the rPATD based on medication use. Participants in 
the ‘low’ group reported a higher medication burden, considered 
deprescribing more appropriate and had a greater desire to be 
involved in decisions about deprescribing when compared with 
those in the ‘high’ group. Conversely, those in the ‘low’ group had 
greater concerns about stopping medications when compared 
with those in the ‘high’ group.

Discussion

This study set out to discover what the overall attitude to 
medications and deprescribing was for our older patients, and 
whether these views differed based on their medication burden. 
Participants arrived with a significant medication burden reflecting 
the patient group that is served in acute internal medicine.

Despite participants showing overall satisfaction with their 
medications, they appeared willing to engage in deprescribing. 
Participants showed a strong desire to be involved with decision 
making about prescribing and were less concerned about 
stopping. However, a greater proportion felt that their medications 
were not a burden and participants were equivocal about the 
appropriateness of deprescribing. Clinicians may be concerned 
that stopping a medication shows the patient that they are giving 
up on them; this was unfounded according to the results of this 
study. These responses to the global questions are comparable 
with previous studies using the rPATD in other environments, 
supporting the understanding that patients are willing to consider 
deprescribing medications.12,20,23–25

This is the first inpatient survey of deprescribing that has 
compared responses based on number of medications taken. 
What is notable is that those in the low medication use group still 

Table 1. Proportion of patients taking at least one 
prescribed medication by class

Non-opiate analgesics 55%

Opioids 44%

Statins 43%

Loop diuretics 37%

Proton pump inhibitors 37%

Vitamin D / calcium 35%

Angiotensin converting enzyme inhibitors / angiotensin 
receptor blocker

33%

Beta blockers 31%

Osmotic laxatives 26%

Antiplatelet 25%

Fig 1. Responses to global statements. a) If my doctor said it was  
possible, I would be willing to stop one or more of my regular medicines.  
b) Overall, I am satisfied with my current medicines.
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took a mean of over six medications. This means that the majority 
of this group’s prescriptions were defined as polypharmacy 
(usually described as being on more than four medications).26 
This group had more interest in being involved in decisions about 
their medications and were more likely to consider deprescribing 
appropriate. There are several explanations for this. It may be 
possible that the low medication group represents patients who 
are more involved, empowered and informed in their healthcare, 
ready to question and keen to limit their medication use, if 
possible. Another explanation might be that this group limit their 
interactions with healthcare due to better health literacy and so 
feel more empowered generally, plus the limitation of interactions 
leads to fewer prescribed medications. There is also likely to be 
multiple factors regarding a patient’s medical background that 
have not been recorded by this survey.

With still restricted ability for patients to access specific 
deprescribing services or advice, the group taking a greater 
number of medications may represent patients who have not had 
the chance or stimulus to access advice rather than those who 
are unwilling to ever consider reducing their medication burden. 
This may explain the responses to the ‘concerns about stopping’ 
questions where, contrary to other aspects, those on a greater 
number of medications had fewer concerns about stopping 
medications. It is, therefore, unlikely that the results reflect a fear 
of ‘upsetting the balance’ for a highly medicated group with a 
potentially greater disease burden.

The findings of this study contrast with findings for patients in 
primary care; use of the rPATD in community-dwelling patients in 
Switzerland revealed no association in willingness to deprescribe 
and number of medications taken.12 The participants in this study 
were reasonably similar demographically, so it may indicate a 
feature of the environment that has influenced the difference of 
responses. Although, the authors note that they recruited only 
those with polypharmacy and they could not account for the 
attitudes of patients on fewer medications, as noted earlier, only 
a minority of participants in our study would not have fallen in the 
polypharmacy category.

There are several limitations in this study. The presence of 
a researcher may have biased participants’ responses to the 

questions. Unlike other studies, we did not include the views of 
carers in this study as we wished to focus on patients with the 
capacity to make these decisions. It is likely that the advanced 
or proxy wishes of people without capacity may differ from the 
results of this study.

No consideration was made for whether the participant was 
taking a PIM, their clinical frailty score, or number and type of 
comorbidities. Whether a patient is on a PIM or not has been 
shown not to influence attitudes toward deprescribing, and it was 
beyond the scope of this study.9 A patient’s comorbidities are very 
likely to affect their responses; a patient with a polysymptomatic 
chronic condition (such as Parkinson’s disease) is very likely to have 
a different attitude toward their medications, but this study would 
not have been powered to recognise these idiosyncrasies. Further 
work evaluating interventions in specific conditions would need to 
take this understanding into consideration.

Research to date has noted that there exists no clear 
methodology to engaging in deprescribing, and that the process is 
complex.28

In addition to ceasing or reducing medications, deprescribing 
also encompasses using non-pharmacological approaches to 
care.29 This study did not explore how patients would be included 
in the approach to their care, or the behaviour changes associated 
with clinicians incorporating this into clinical practice as part of 
personalised care. Given the findings of this study, it is very likely 
that these approaches may need to be tailored based on several 
factors that may include medication number.

This study indicates that if you were undertaking work to 
practice safe deprescribing, then those patients taking under 10 
medications are likely to be more engaged. The possibility that 
deprescribing may be more effective in patients taking fewer 
medications is contrary to previously published advice, and the 
authors feel that to draw this conclusion would be incorrect.14 
The medications that a patient is prescribed will relate to where 
they are on a journey of comorbidity burden, clinical frailty and 
understanding of their future health risks and symptom control. 
Patients on a greater number of medications are likely to be at 
a later stage of this journey. Their circumstances are likely to 
have changed since a PIM was prescribed. We would, therefore, 

Table 2. Responses to the revised Patients’ Attitudes Towards Deprescribing questionnaire by medication use

Disagree or strongly disagree Agree or strongly agree Mean scorea (SD) p valueb

Burden
 High 40.3% 52.9% 16.9 (4.0)
 Low 29.6% 65.7% 15.2 (3.7) 0.006

Appropriateness
 High 49.0% 35.9% 15.0 (4.0)
 Low 39.2% 47.0% 13.5 (4.4) 0.032

Concerns about stopping
 High 31.5% 60.6% 18.2 (3.4)
 Low 22.3% 69.6% 16.8 (3.7) 0.015

Involvement
 High 77.0% 16.4% 11.9 (3.8)
 Low 66.0% 26.8% 10.0 (3.3) 0.001

Participants were split into high medication use (n=73; 10 or more medications) and low medication use (n=77; nine or fewer medications). aThe mean score 
represents the numerical score given to responses on the Likert scale, out of a possible total of 25. bDifference in proportions test; p<0.05 is considered significant. 
SD = standard deviation.
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conclude that it is likely that a patient on a greater number of 
medications may require more engagement and education if a 
clinician wishes to consider deprescribing PIMs, and tailor their 
approach accordingly.

The main implication for future research is to underline the 
need to include patients in deprescribing discussions irrespective 
of number of medications, adding further evidence that hospital 
inpatients are generally willing to be included in deprescribing 
discussions. Hospital interventions focusing on deprescribing are, by 
their nature, time-consuming and intensive.6,15 This study suggests 
that different approaches may need to be undertaken depending 
on the medication burden of the individual, given the differences 
in responses discussed. Future research may determine the correct 
approach toward shared decision making based on this finding.

Conclusion

A cohort of older adults were largely supportive of their physician 
introducing the concept of deprescribing. They reported general 
satisfaction with their current medications but were willing to 
stop medications if this was possible. Those taking fewer than 
10 medications considered deprescribing more appropriate and 
wanted to be involved in decisions but had greater concerns 
about stopping a medication compared with those taking 10 or 
more. We hope that this will lead to a better understanding of 
how to undertake shared decision making with patients to reduce 
medication burden and improve quality of life. 
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