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Deprescribing medication in very elderly patients
with multimorbidity: the view of Dutch GPs. A
qualitative study
Jan Schuling*, Henkjan Gebben, Leonardus Johannes Gerardus Veehof and Flora Marcia Haaijer-Ruskamp
Abstract

Background: Elderly patients with multimorbidity who are treated according to guidelines use a large number of
drugs. This number of drugs increases the risk of adverse drug events (ADEs). Stopping medication may relieve
these effects, and thereby improve the patient’s wellbeing. To facilitate management of polypharmacy
expert-driven instruments have been developed, sofar with little effect on the patient’s quality of life. Recently,
much attention has been paid to shared decision-making in general practice, mainly focusing on patient
preferences. This study explores how experienced GPs feel about deprescribing medication in older patients with
multimorbidity and to what extent they involve patients in these decisions.

Methods: Focusgroups of GPs were used to develop a conceptual framework for understanding and categorizing
the GP’s view on the subject. Audiotapes were transcribed verbatim and studied by the first and second author.
They selected independently relevant textfragments. In a next step they labeled these fragments and sorted them.
From these labelled and sorted fragments central themes were extracted.

Results: GPs discern symptomatic medication and preventive medication; deprescribing the latter category is seen
as more difficult by the GPs due to lack of benefit/risk information for these patients.
Factors influencing GPs’deprescribing were beliefs concerning patients (patients have no problem with
polypharmacy; patients may interpret a proposal to stop preventive medication as a sign of having been given up
on; and confronting the patient with a discussion of life expectancy vs quality of life is ‘not done’), guidelines for
treatment (GPs feel compelled to prescribe by the present guidelines) and organization of healthcare (collaboration
with prescribing medical specialists and dispensing pharmacists.

Conclusions: The GPs’ beliefs concerning elderly patients are a barrier to explore patient preferences when
reviewing preventive medication. GPs would welcome decision support when dealing with several guidelines for
one patient. Explicit rules for collaborating with medical specialists in this field are required. Training in shared
decision making could help GPs to elicit patient preferences.

Keywords: General practice, Frail elderly, Polypharmacy, Withdrawing treatment, Preventive therapy, Quality of life
Background
Elderly patients with multimorbidity who receive treat-
ment according to professional guidelines for their re-
spective diseases use a large number of drugs. Preventive
medication, such as for cardiovascular risk management
and the treatment of diabetes mellitus, contributes sub-
stantially to this number [1]. Clear information on the
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effects of these combined therapies in elderly patients is
often lacking [2]. The respective risk reductions found in
clinical trials are probably not strictly cumulative, and
the benefits to these elderly patients will be less than the
sum of the ‘single’ therapies [3]. The number of drugs,
however, may burden patients and enhance the risk of
adverse drug events (ADEs). Polypharmacy is associated
with increased non-adherence to prescribed medica-
tions, as well as with diverse outcomes such as malnutri-
tion, functional impairment, falls and fractures,
hospitalization and institutionalization [4,5].
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Patients and doctors may be inclined to accept ADEs
as unavoidable [6] but elderly patients can also have un-
voiced concerns about the need to take all their medica-
tion [7]. They value some drugs as being more important
than others [8] but also differ in their preferences for in-
tensive treatment [9]. Their health goals focus more on
quality of life than on extending their lives [10]. In view
of the limited life expectancy of many of these older
patients, stopping medication meant for prevention may
relieve symptoms perceived as ADEs, and thus improve
the patient’s wellbeing. To support doctors in their man-
agement of polypharmacy in the elderly, two kinds of
expert-driven instruments have been developed. Firstly,
there are several protocols for reviewing medication
using criteria for drug and patient characteristics, such as
comorbidity and pharmacodynamics [11]. Secondly, a
normative model has been developed for good prescrip-
tion practices for elderly patients [12]
Thus far, these medication-centred tools, which have

been developed from the expert’s point of view, have
demonstrated little effect on patient outcomes, in par-
ticular on mortality or quality of life [13]. As this latter
goal is the most important for patients late in life, physi-
cians should focus on patient preferences to improve
quality of life [14]. This is also emphasized by Holmes
who points out how treatment targets and goals of care
for the individual patient should be adapted over time
according to the preferences of the patient and his life
expectancy [12].
In recent years, much attention has been paid to

shared decision-making in general practice, mainly fo-
cusing on patient preferences [15]. In diabetes care it
has been found that patients and their doctors generally
differ in treatment goals [16], but no attention has been
paid to how such issues affect decisions to stop treat-
ment for the very elderly.
This study explores how experienced GPs feel about

deprescribing medication in older patients with multi-
morbidity and to what extent they involve patients in
these decisions.

Methods
We chose a qualitative study design as data about depre-
scribing medication in elderly patients by GPs are lack-
ing sofar. A small group meeting of peers seemed the
best setting to create a non-judging atmosphere in which
the GPs would stimulate and inspire each other to ex-
change their views and experiences with this issue. A
focus group can provide such a climate. On basis of
these conversations we intended to develop a conceptual
framework for understanding and categorizing GPs’
views on the subject.
We organized focus groups of GPs with a minimum of

five years experience and active as GP trainers. We thus
ensured that our participants had sufficient exposure to
the relevant problems and as GP trainers were used to
reflecting on their daily practice routines.
GP trainers with a third-year trainee in their practice

at the time of the study were invited by the department
of vocational training for general practice to participate
in the study. Recruitment of participants continued until
saturation was reached.
In December 2010 and January 2011 three focus

groups were organized in which 12, 9 and 8 GPs partici-
pated, respectively. By the third focus group, most of the
issues that were being raised had already been men-
tioned, and it was decided that little was to be gained
from continuing data collection, in other words that sat-
uration was reached.
Having read the study protocol the secretary of the

medical ethical board of the University Medical Center
Groningen gave the advice not to seek a formal ethical
approval of the committee on grounds of efficiency, as
the participating GPs were asked to give their explicit
consent to the anonymous publication of the data at the
end of a meeting.
Before starting, participants completed a brief ques-

tionnaire on demographic and practice characteristics.
The groups were led by a moderator (HJG) with one ob-
server (JS). At the start of the meeting the focus group
moderator presented a hypothetical profile of a very eld-
erly patient with multimorbidity and her guideline-
driven list of medication (Table 1). This example was
used to help participants to remember their own similar
patients. The moderator outlined the position of the GP
balancing between the risks of polypharmacy, the vul-
nerability of elderly patients and the guidelines involved
recommending prescribing. Participants were encour-
aged to share their views and experiences on the possi-
bilities for reducing the medication of their patients.
When necessary, question probes were used to elicit

discussion on key topic areas such as the elements of
the Holmes model (life expectancy, treatment targets,
goals of care and time until benefit) that did not emerge
spontaneously in the conversation.
Data analysis and intersubjectivity
The focus group meetings were held at the Department
of General Practice of the University Medical Center
Groningen. The meetings lasted about 2 hours and were
audiotaped. The tapes were transcribed verbatim. These
manuscripts were read by the first and second author,
who independently selected relevant text fragments.
They then labelled these fragments and sorted them.
Central themes were extracted from these labelled and
sorted fragments. When the two researchers could not
agree, the issue would be presented to the third author



Table 1 Fictitious profile of a very elderly patient with
multimorbidity

• Alendronate tab 70 mg q1w

• Calciumcarb/colecalcif 500 mg/400IE BID

• Acetylsalicyl tab 80 mg OD

• Dipyridamol caps mga 200 mg BID

• Enalapril tab 10 mg OD

• Gliclazide tab mga 30 mg OD

• HydroChloroThiazide tab 12.5 mg OD

• Metformin tab 500 mg TID

• Metoprolol tab mga 50 mg OD

• Macrogol 2dd1 BID

• Paracetamol tab 500 mg TID

• Ranitidine tab 150 mg BID

• Salmeterol inhal 50 mcg BID

• Simvastatine tab 40 mg OD

• Spironolacton tab 25 mg OD 0.5

• Tiotropium inhal 18 mcg OD

• Temazepam tab 10 mg OD

The file of Mrs van Kampen, an 83-year-old widow living independently, lists
the following problems: CVA, radius fracture, osteoporosis, diabetes mellitus
type II, COPD (Gold III), hypertension, heart failure (NYHA III), gastro
oesophageal reflux, degenerative arthritis in one knee, dizziness, sleeping
problems and constipation.
Her medication list includes 17 drugs, prescribed in accordance with the
relevant current disease specific guidelines.
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(LJGV), whose view was final. The stepwise procedure of
selection, labelling and extraction was documented.

Results
Characteristics of participants
Of the participants, two were female and the mean age
was 54 (range 39–65); 13 practices were located in a city,
9 practices in the countryside and 7 practices in be-
tween. All participants were practising in the northern
three provinces of the Netherlands.
During the process of analysing the transcripts and

labelling fragments non-agreement between the two
researchers did not occur. The following themes were
grouped into three domains:

1. Beliefs of the GPs concerning, best practice, patients
and medication

2. Knowledge and skills of the GPs
3. Guidelines for treatment and organization of

healthcare

Beliefs of the GPs
In general, GPs report to support the concept of a
patient-centred management as best practice. Respect
for values and beliefs of the patient are a compass for
their management. Discussing drug therapy with their
patients, they see it as their duty to provide necessary in-
formation on possible treatment choices and their re-
spective outcomes.

– Above all you should provide sufficient information
to enable people to make a choice. Honest and
good information.

– Let people choose for themselves however. Not based
on emotions but numbers. Explain it with
percentages.

In practice, however, they experience a number of pro-
blems with actually addressing the issue of deprescribing
medication. Based on their experience, they consider
that their patients have no problem with polypharmacy,
or with medication burden,

– The discontent rarely lies with old people themselves.

but on the other hand they are aware of the importance
to know how a patient values his medication

– I think that it’s important how people themselves look
onto their medication.

Some GPs indicate that patients appear to cling to
their extensive medicationlist.

– ..some patients love all those drug, to show off to
their neighbours.’ You know what mass I have to take
each day?’

Nonetheless, the GPs acknowledge that they may not
be fully aware of the actual problems patients experi-
ence. In the GPs’ view, patients underreport possible
ADEs, attributing these symptoms to old age rather than
to their medication.

– They accept these symptoms, they are part of their
aging.

In addition, patients may report their symptoms to
other healthcare professionals, for example, to the med-
ical specialist, nurse practitioners or specialist nurses.
Moreover, GPs are reluctant to initiate a discussion about
stopping medication because they are concerned that
patients may interpret this as a sign of being given up on.

– People may then get the feeling, ‘Don’t I count
anymore, am I not important?’

The GPs hesitate to discuss the subject of life expect-
ancy with their patients.
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– I think it’s tricky to discuss life expectancy with a
patient.

On the other hand some participants report how
patients spontaneously talk about their limited life
expectancy.

– ‘What ‘s left for me, is limited.’
– ‘Well doc, when it’s over tomorrow, that’s OK with

me’.

Some GPs think that confronting a patient with a dis-
cussion about life expectancy versus quality of life is
not ethical. At the same time, however, others report
that a discussion with their patient about the quality of
the patient’s remaining lifetime had a positive effect on
their relationship.
Participants vary in their belief on the effects of pre-

ventive drug therapy in elderly patients. Some state that
the benefit of preventive medication for the individual
patient is small, but at a population level worthwile.

– I think these (ARR) numbers are low; these numbers
are disappointing.

Finally, some GPs mention patient characteristics as a
barrier to the patient’s understanding of the issue.

– Low education and old age means it is more difficult
to discuss these matters.

Knowledge and skills
Confronted with multimorbidity and its ensuing pro-
blems GPs experience difficulties in identifying ADEs,
and take the patient’s judgement in this matter seriously.

– Which drugs do you think are responsible? Patients
are mostly right.

During the meetings it became clear that there is an
obvious difference for GPs between stopping medication
on account of symptoms and intervening in long-term
preventive medication. Participants felt competent in
symptom management, stopping medication when symp-
toms are cured or relieved. For chronic problems, the
symptomatic medication was tailored to an optimum as
indicated by the patient’s feedback. Preventive medica-
tion, however, did not offer such a compass. The real area
of concern for the participants was how to manage the
long-term use of preventive medication.

– In my view there’s a big difference between drugs
meant for prevention and the drugs that are really
therapeutic.
– I focus first on preventive medication: which drug is
really indicated?

The problem of the lack of evidence of the effects of
preventive medication in the very elderly is paramount

– With a 40 year old, I’m fairly confident deciding on
what medication to prescribe. But I notice I’m less
certain with an 80 year old.

– I take her quality of life into account and ask myself
will she live long enough to benefit from this
(preventive) drug?

GPs indicate a strong need for clear information on
the benefit/risk ratio of preventive medication in the
very old and often frail.

– Giving the patient real choices, providing information
is very useful. For instance, by putting ARR numbers
on the package.

Even if such information were available, some partici-
pants feel incompetent in risk communication, and
others consider this information not helpful for actual
shared decision-making.

– We can’t predict the effect for the individual patient.
– The coloured numbers in the cardiovascular risk

tables of our guideline have an important effect:
when your patient sees himself land in orange or red
his motivation is influenced.

All participants admit they were seldom aware of their
patients’ treatment preferences.
Where some participants express problems with

explaining the tension between quality and length of life,

– An elderly person stands up, feels dizzy as hell,
but he may live a little longer. Well, these matters
I discuss.

others emphasize the option of taking a positive ap-
proach to stopping preventive medication.

– You can have a field day with crossing off
medication: ‘sure, scrap half of it’.
Guidelines and organization of healthcare
Another important group of barriers concerns the
current guidelines. GPs feel forced by current guidelines
to prescribe many different medicines: they appear to
pile the recommendations of one guideline on another
instead of prioritizing.
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– To me, the guidelines are kind of a hindrance. At the
moment they do not cater for older patients.

Participants claim they often feel guilty when their ad-
herence to guidelines is not up to scratch.

– I have difficulty not following the guidelines if I don’t
have good reasons to do so.

A new patient entering the practice list is welcomed as
an opportunity to review their medication. Some GPs
complain about an inadequate overview of the patient’s
medication.

– The problem is that the medication lists of the
doctors involved are not exchanged and are
consequently inconsistent.

In multimorbidity, several healthcare providers are
involved in a patient’s treatment and communication is
sometimes poor. Cooperation with prescribing medical
specialists who represent ‘their’ guideline is the next im-
portant barrier to deprescribing medication.

– All doctors should speak with one voice. Different
stories provoke distrust.

In addition, most GPs work closely with a local
pharmacist: the task perception of such pharmacists was
an important factor when a GP was looking for decision
support in medication review.

Discussion
The participants expressed great commitment to the
problems discussed and qualified this issue as highly
relevant for general practice. Although they were enthu-
siastic to contribute to the discussion, their feelings with
regard to their management of the problem ranged from
moderate optimism to something close to despair. The
latter was illustrated by GPs expressing strong concerns
about the wellbeing of their elderly patients, but feeling
unable to do anything about the medication.

Summary of main findings
This study reveals a range of factors affecting the GPs’
deprescribing for elderly patients with multimorbidity.
The GPs discern symptomatic and preventive medica-
tion; deprescribing the latter category is seen as more
difficult by the GPs due to lack of benefit/risk informa-
tion for these patients.
Our findings suggest that GPs tend to avoid discussing

withdrawal of preventive medication with their elderly
patients. Their beliefs concerning patients support, even
justify, this policy. Although the GPs are in favour of a
patient-centred approach, they do not inquire into the
patients’ preferences or discuss treatment goals.
The GPs indicate a strong need for better information

on the benefit/risk ratio for preventive medication in the
very elderly. Current guidelines are overly focused on
the management of a single disease and do not take into
account the problem of multimorbidity. The problem is
aggravated by the involvement of several medical specia-
lists, who each emphasize the importance of ‘their’
guideline. Prioritization is clearly needed but GPs do not
feel empowered to do so. It is however doubtful that
managing polypharmacy of elderly patients with multi-
morbidity can be completely ‘covered’ by guidelines in
view of the heterogeneity of patient characteristics. This
underlines the necessity of patient involvement as
described in the model of Holmes. The concept of
shared decision making provides an important and use-
ful framework to put this model into practice [17].
The GPs’ beliefs about best-practice support manage-

ment favouring shared decision-making. Apparently
there is a discrepancy between this belief in best practice
and the actual management of the problem.

Strengths and weaknesses
Our respondents are not a representative sample of
Dutch GPs but a rather homogeneous group of older
male GPs. We purposively sampled experienced GPs to
ensure sufficient exposure to the theme of this study.
The GPs in these focus groups showed a strong involve-
ment with the problem although there was no agree-
ment on the weight attached to the factors that were
brought up. In view of the growing population of older
patients we don’t expect less involvement among Dutch
GPs in general. In our opinion younger GPs tend to fol-
low the guidelines more strictly. Younger GPs whose
working alliance with their patient has a shorter history
may have more difficulty in anticipating preferences of
the patient.

Comparison with existing literature
Our participants did not bring up non-adherence to
complex treatment regimes as a factor influencing their
management, but they did struggle with the uncertain-
ties of applying disease specific guidelines to their elderly
patients as described by Fried [18]. Their need for better
outcome data and the complicating role of prescribing
subspecialists was evident.
Aiming for optimal quality of life for the very elderly

GPs need the tools of shared decision-making to achieve
this goal [17]. Although this emphasizes the importance
of exploring patient preferences about treatment goals,
in practice GPs appear hesitant. Such reluctance could
be overcome by tailoring the training of care providers
in communication competences [19]. In particular, GPs
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need to overcome barriers to discussing life expectancy
issues and the length of time to see benefits when con-
sidering the pros and cons of preventive medication.
Allthough some studies have shown that more than half
of the patients are willing to discuss life expectancy [20-
22], others report that many seriously ill patients and
caregivers may not be ready or able to receive prognostic
information [23]. However the number of studies is lim-
ited and concerns younger patients in a different setting.
Our study focuses on settings that offer an opportunity
for discussion on ‘modification of targets for chronic dis-
ease management’ and ‘reducing burden of medication’
or ‘life choices’ [21]. Patients as well as caregivers indi-
cated that they would use a shared decision making in-
strument in clinical encounters and attributed multiple
functions to the instrument, especially as a tool to facili-
tate agreement on treatment goals and plans [24]. Such
a simple tool to elicit patient preferences has been devel-
oped and looks promising, but questions about its reli-
ability still need to be answered [25].
Providing information to patients about possible harm

and benefits appeared to increase the knowledge of
patients and to reduce their decisional conflict, but it
had no consistent effect on patient’s decision to start or
continue drug treatment [26].
Doctors have several explicit reasons for not prescrib-

ing according to guidelines in older patients, such as pa-
tient preferences, adverse events, non-adherence and
patient benefit, but these studies implicitly refer to start-
ing new medication [27]. Intervening in long-term pre-
ventive medication is quite another issue, as our results
show. The finding that antihypertensive agents can be
stopped in elderly patients without harm to them may
encourage GPs to seriously consider stopping preventive
medication [28].

Conclusions
Our study is a first exploration of GP perceptions of
deprescribing. More generalizable information is required
to develop tools that could support GPs when reviewing
medication of elderly patients with multimorbidity.
The GPs appear to adhere to multiple guidelines in

the absence of a practical tool for prioritization accord-
ing to patient preferences elderly patients are quite cap-
able of prioritizing outcomes [29]. Such prioritization is
essential, as the available expert systems are not suffi-
cient to achieve improvement in quality of life of the
elderly patients. The variability in individual priorities
underlines the need to elicit individual preferences in a
context of shared decision-making. Our results confirm
previous findings concerning the need for clear and ac-
cessible data on the benefits and risks of treatment
options caregivers experience. Such information is a pre-
condition for shared decision-making.
Implications for future research
The results of our study need to be quantified in a more
representative sample of GPs and other healthcare pro-
fessionals actively involved in treating the frail elderly.
Confirmation of our findings will contribute to the devel-
opment of strategies to overcome the barriers found in
this study, with a focus on the training of GPs and their
staff. Such project should include the following steps:

1. Training to elicit patient preferences with a tool as
described by Fried as a start of medication
reviewing. Examples of how a care provider can
discuss the option of withdrawal of preventive
medication with their patients can be shown and
will help to overcome the barriers described above.

2. Training how to translate these patient preferences
in congruent changes of the patient’s current
treatment.

3. Monitoring the effects of this patient driven
medication review on the patient’s wellbeing.

Competing interests
There are no competing interests.

Acknowledgements
We thank the GP trainers for their contribution to the focus groups.

Funding body
No funding was received for this study.

Authors contributions
JS and HJG developed the study project, observed the focusgroup meetings
and analysed the verbatims. Where no agreement was reached on the
labelling of text fragments LJGV made the final decision. FMHR advised
about the study design. All authors contributed to the writing of the
manuscript and approved the final version.

Received: 14 March 2012 Accepted: 14 June 2012
Published: 14 June 2012

References
1. Richardson K, Ananou A, Lafortune L, Brayne C, Matthews FE: Variation over

time in the association between polypharmacy and mortality in the
older population. Drugs & Aging 2011, 28:547–560.

2. Tinetti ME, Bogardus ST, Agostini JV: Potential pitfalls of disease-specific
guidelines for patients with multiple conditions. N Engl J Med 2004,
351:2870–2874.

3. Zulman DM, Sussman JB, Chen X, Cigolle CT, Blaum CS, Hayward RA:
Examining the Evidence: a systematic review of the inclusion and
analysis of older adults in randomized controlled trials. J Gen Int Med
2011, 7(26):783–790.

4. Hilmer SN, Gnjidic D: The effects of polypharmacy in older adults. Clin
Pharmacol Ther 2009, 85(1):86–88.

5. Frazier SC: Health outcomes and polypharmacy in elderly individuals: an
integrated literature review. J Gerontol Nurs 2005, 31(9):4–11.

6. Weingart SN, et al: Patient-reported medication symptoms in primary
care. Arch Intern Med. 2005, 165:234–240.

7. Tjia J, et al: Beneath the surface: discovering unvoiced concerns of older
patients with type 2 diabetes mellitus. Health Educ Res 2008, 23:40–52.

8. Lau DT, et al: Older patients’ perceptions of medication importance and
worth: an exploratory study. Drugs Aging 2008, 25:1061–1075.

9. Brown SES et al: Perceptions of quality of life effects of diabetes
treatments among vulnerable and non-vulnerable older patients. J Am
Geriatr Soc 2008, 56:1183–1190.



Schuling et al. BMC Family Practice 2012, 13:56 Page 7 of 7
http://www.biomedcentral.com/1471-2296/13/56
10. Huang ES, et al: Self-reported goals of older patients with type 2 diabetes
mellitus. J Am Geriatric Soc 2005, 53:306–311.

11. Gallagher P, et al: STOPP (Screening Tool for Older Persons’ potentially
inappropriate Prescriptions): application to acutely ill elderly patients
and comparison with Beers’ criteria. Age Ageing 2008, 37:673–679.

12. Holmes HM, Hayley DC, Alexander GC, Sachs GA: Reconsidering
medication appropriateness for patients late in life. Arch Intern Med 2006,
166:605–609.

13. Spinewine A, Schmader KE, Barber N, Hughes C, Lapane KL, Swine C, et al:
Appropriate prescribing in elderly people: how well can it be measured
and optimised? Lancet 2007, 370:173–184.

14. Avery AJ: Polypharmacy: one of the greatest prescribing challenges in
general practice. Br J Gen Practice 2011, 61:83–84.

15. Belcher VN, et al: Views of older adults on patient participation in
medication-related decision making. J Gen Intern Med 2006, 21:293–303.

16. Heisler M, et al: When do patients and their physicians agree on diabetes
treatment goals and strategies, and what difference does it make? J Gen
Intern Med 2003, 18:893–902.

17. Elwyn G, Edwards A, Kinnersley P, Grol R: Shared decision making and the
concept of equipoise: the competences of involving patients in
healthcare choices. Br J Gen Practice 2000, 50:892–897.

18. Fried TR, Tinetti ME, Iannone l: Primary care clinicians’ experiences with
treatment decision making for older persons with multiple conditions.
Arch Intern Med 2011, 171:75–80.

19. Lewin S, Skea Z, Entwistle VA, Zwarenstein M, Dick J: Interventions for
providers to promote a patient-centred approach in clinical
consultations. Cochrane Database of Systematic Reviews 2001, Art no CD
003267(Issue 4):CD 003267. doi:10.1002/14651858.

20. Fried TR, Bradley EH, O’Leary J: Prognosis communication in serious
illness: perceptions of older patients, care givers and clinicians. J Am
Geriatr Soc 2003, 51:1398–1403.

21. Smith AK, Williams BA, Lo B: Discussing Overall Prognosis with the very
elderly. N Engl J Med 2011, 23:2149–2151.

22. Clarke MG, Kennedy KP, MacDonagh RP: Discussing life expectancy with
surgical treatment: Do patients want to know and how should this
information be delivered? BMC Med Informatics and Decision Making 2008,
8:24.

23. Fried TR, Bradley EH, O’Leary J: Prognosis communication in serious
illness: perception of older patients, caregivers, and clinicians. JAGS 2003,
51:1398–1403.

24. Naik AD, Schulman-Green D, McCorkle R, Bradley EH, Bogardus ST: Will
older persons and their clinicians use a shared decision- making
instrument? J Gen Intern Med 2005, 20:640–643.

25. Fried TR, Tinetti ME, Agostini J, Iannone L, Towle V: Health outcome
prioritization to elicit preferences of older persons with multiple health
conditions. Pat Ed Couns 2011, 83:278–282.

26. Crockett RA, Sutton S, Walter FM, Clinch M, Marteau TM, Benson J: Impact
on decisions to start or continue medicines of providing information to
patients about possible benefits and/or harms: a systematic review and
meta-analysis. Med Decis Making 2011, 31:767–777.

27. Steinman MA, Handler SM, Gurwitz JH, Schiff GD, Covinsky KE: Beyond the
prescription; medication monitoring and adverse drug events in older
adults. J Am Geriatr Soc 2011, 59:1513–1520.

28. Iyer S, Naganathan V, McLachlan A, LeConteur D: Medication withdrawal
trials in people aged 65 years and older. Drugs & Aging 2008, 25:1021–31.
278–282.

29. Fried TR, Tinetti ME, Iannone L, O’Leary JR, Towle V, Van Ness PH: Health
outcome prioritization as a tool for decision making among older
persons with multiple chronic conditions. Arch Intern Med 2011,
171:1854–1856.

doi:10.1186/1471-2296-13-56
Cite this article as: Schuling et al.: Deprescribing medication in very
elderly patients with multimorbidity: the view of Dutch GPs. A
qualitative study. BMC Family Practice 2012 13:56.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

10.1002/14651858

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data analysis and intersubjectivity

	Results
	Characteristics of participants
	Beliefs of the GPs

	link_Tab1
	Knowledge and skills
	Guidelines and organization of healthcare

	Discussion
	Summary of main findings
	Strengths and weaknesses
	Comparison with existing literature

	Conclusions
	Implications for future research

	Competing interests
	Acknowledgements
	Authors contributions
	References
	link_CR1
	link_CR2
	link_CR3
	link_CR4
	link_CR5
	link_CR6
	link_CR7
	link_CR8
	link_CR9
	link_CR10
	link_CR11
	link_CR12
	link_CR13
	link_CR14
	link_CR15
	link_CR16
	link_CR17
	link_CR18
	link_CR19
	link_CR20
	link_CR21
	link_CR22
	link_CR23
	link_CR24
	link_CR25
	link_CR26
	link_CR27
	link_CR28
	link_CR29


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


