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Abstract

Background Polypharmacy is easily achieved in elderly patients with multimorbidity and it is associated with

a higher risk of potentially inappropriate medication use and worse health outcomes. Studies have shown that
deprescription is safe, however, some barriers have been identified. The aim of this study was to analyse Portuguese
General Practitioners (GP) deprescription’s attitudes using clinical vignettes.

Methods Cross-sectional study using an online survey with 3 sections: demographic and professional
characterization; two clinical vignettes with an elderly patient with multimorbidity and polypharmacy in which the
dependency level varies; barriers and factors influencing deprescription. Frequencies, means, and standard deviations
were calculated to describe the GPs. Analysis of the deprescription attitude, globally and for each drug, for each
clinical vignette applying the McNeemar's test.

Results A sample of 396 GP was obtained with a mean age of 38 years, most of them female. A statistically significant
difference (p <0.01) was observed in deprescribing according to the patient dependency level, with more GPs

(80.4% versus 75.3%) deprescribing in the most dependent patient. A statistically significant difference was found for
all drugs except for antihypertensive drugs. All medications were deprescribed more often in dependent patients
except for anti-dementia drugs. More than 70% of the participants considered life expectancy and quality of life as
"very important”factors for deprescription and more than 90% classified the existence of guidelines and the risks and
benefits of medication as “very important” or “important”. In the open question, the factors most reported by the GP
were those related to the patient (52,9%).

Conclusions This is the largest study on this topic carried out in Portugal using clinical vignettes, with a
representative sample of Portuguese GP. The level of dependence significatively influenced the deprescription
attitude of Portuguese GPs. The majority of the GPs classified the quality of life, life expectancies, potential negative
effects and the existence of guidelines as “very important” or “important” while deprescribing. It is important to
develop and test deprescribing in real life studies to analyze if these attitudes are the same in daily practice.
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Background

Polymedication is defined as the simultaneous use of five
or more drugs, and it may lead to use of inappropriate/
inefficient medication or therapeutic duplication [1-3].
It is easily achieved, in the light of current guidelines, in
elderly patients with multimorbidity (with three or more
chronic conditions) [1, 4, 5], being estimated that 30—70%
of elderly patients are polymedicated [6]. Data from Por-
tugal points to 80% of elderly people having multimor-
bidity [7] and 70% being polymedicated [8].

The prescription cascade, know as an adverse effect of a
drug is misinterpreted as a new symptom, leading to the
prescription of more medication [3, 9, 10], is also a main
factor contributing to polymedication [11].

Polimedication is related to poorer quality of life [5]
and worse health outcomes [9, 12], including falls, frac-
tures, hospitalizations, cognitive changes [2], institu-
tionalization, and greater likelihood of poor adherence
to therapy [3], adverse reactions [13], drug interactions,
and medical error [4, 6]. There seems to be an associa-
tion between polymedication and mortality [9], although
there is no consensus on whether polymedication is a
marker of poorer health status or an independent risk
factor for mortality [14]. Polymedication also contrib-
utes to increased health care costs [3], both directly and
indirectly (hospitalizations, emergency room visits, or
consultations).

Potentially inappropriate medication is defined as med-
ication whose risks outweigh the benefits, which is not
suitable for the patient’s objectives or whose efficacy is
not established [6] when alternatives of equal or greater
efficacy [15] are available. It is estimated to be present in
about 40-60% of elderly patients, and besides this per-
centage varies between studies [15-18], it is more likely
to be found in polymedicated patients [3].

Deprescribing is the act of reducing the number of pre-
scribed drugs, reducing the dose of a given medication
[19], replacing it with a safer medication, or decreasing
the intake frequency in a supervised manner, to discon-
tinue medication that is not aligned with the therapeu-
tic goals to improve patients’ health outcomes [3, 10, 12,
20]. It is not without risks, and may be associated with
weaning-related symptoms, disease relapse, and pharma-
cokinetic/pharmacodynamic changes in the remaining
drugs [6], however, studies have shown that deprescrib-
ing is feasible and safe if performed according to the
recommendations [16]. Despite this, barriers to depre-
scribing have been identified, either related to the patient
and family - fear of worsening disease or adverse effects,
lack of alternative medication, lack of family support,
bad experiences in the past, feeling that the doctor is giv-
ing up, cognitive changes [16] - or related to the physi-
cian - lack of guidance standards, fear of symptoms upon
discontinuation or relapse of the disease, difficulty in
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discussing life expectancy with the patient, and high time
consumption [1, 3, 10].

GPs are in the ideal position to prescribe [19], in an
individualized manner [21] and based on the doctor-
patient relationship previously established, which has
been shown to contribute to the patient’s confidence in
the deprescribing process [16].

Two studies regarding deprescription in the elderly
with multimorbidity were carried out using clinical
vignettes. In both of them, the presence of cardiovascu-
lar disease (CVD) [1] was varied, and in one of them, the
degree of dependence of the patient was also varied [22].
The latter was carried out in Primary Health Care in Por-
tugal, and to our knowledge, it is the only study of this
scope carried out in this setting in Portugal that included
285 participants. In this study, three levels of dependence,
low, medium, and high, were used, with more physicians
deprescribing in patients with high dependence (90.2%)
and fewer in patients with low dependence (75.1%).

Objective

The main objective of this study is to characterize the
deprescribing attitudes of GPs in Portugal towards
elderly patients with multimorbidity and polymedication,
in which the level of dependence varies, using clinical
vignettes. The secondary objective is to identify the main
barriers to deprescribing identified by the same GPs.

Methods

Study design

Cross-sectional study conducted through the application
of online questionnaires using the google forms® plat-
form. Approved by the Ethics Committee of the Faculty
of Medicine of the University of Coimbra.

Participants

Recruited through mailing lists, institutional e-mails
of the Family Health Units (FHU) and Personal-
ized Health Care Units (PHCU) of Mainland Portugal
and institutional e-mails of the professionals of ARS
Centro[Regional Health Authority-hereinafter RHA],
aiming to obtain a minimum of 377 responses, calculated
as the representative sample of the GPs in Portugal, using
the site http://www.raosoft.com/samplesize.html, for a
confidence interval (CI) of 95%.

Questionnaire

Prior to the presentation of the questionnaire, each par-
ticipant was asked to consent to its completion, with
guaranteed anonymity regarding the answers.

The questionnaire was adapted from the LESS [1] study
and was composed of three sections: (a) sociodemo-
graphic information, (b) clinical vignette, and (c) barriers
and factors that encourage deprescription (Annex 1).
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In section a) not only the participant’s demographic
information was collected, but also their professional
information, namely, age, gender, RHA where they work,
type of health unit, number of years they have been
practicing General and Family Medicine (GFM) (includ-
ing internship years and excluding the current year) and
professional category (intern or specialist). Also, in this
section, the physician was asked about the number of
consultations per day (including telephone and face-to-
face consultations and excluding non-face-to-face con-
sultations), how often the physician consulted elderly
patients with multimorbidity and polymedication, and
how often the physician dealt with the topic of depre-
scribing and effectively deprescribed patients with these
characteristics.

The second section, b), was composed of two clini-
cal vignettes concerning a hypothetical elderly patient
with multimorbidity and polymedication: an 80-year-
old man with a history of ischemic heart disease (stent
placed 15 years ago), hypercholesterolemia (total cho-
lesterol of 220 mg/dL in the last analyses), hypertension
(160/80mmHg in the last consultations), arthrosis of
the knees and a tendency to constipation. He was taking
Donepezil 10 mg daily, Acetylsalicylic acid (ASA) 100 mg
daily, Atorvastatin 40 mg daily, Ramipril 5 mg daily,
Amlodipine 5 mg daily, Sene 2 pills at night, Paracetamol
1 g 4 times a day, Tramadol 50 mg 3 times a day. He had
no renal, liver or thyroid function changes. Between the
two vignettes the dependency level of this patient varied:
in the first vignette the patient was dependent for activi-
ties of daily living (ADLs) and with Dementia, scoring
18/30 on the Mini-Mental State Examination (MMSE); in
the second, the patient was fully autonomous for ADLs
and had only mild cognitive changes, scoring 23/30 on
the MMSE. The clinical vignettes were also adapted from
the LESS [1].

In the last section, c), participants were asked to catego-
rize from “not at all important” to “very important” when
deprescribing two sets of criteria, adapted from the LESS
study [1], one related to the patient (age, life expectancy,
quality of life, previous experiences, expectations, poten-
tial negative effects, communication difficulties, and fam-
ily expectations) and one related to the physician/clinical
practice (existence of guidelines and deprescribing tools,
communication and collaboration with physicians from
other specialties, time consumption, benefit and risks of
medication). Finally, two open-ended, optional questions
were asked about other factors that may influence depre-
scribing and additional comments to the study.

Statistical analysis

Frequencies, means and standard deviations (SD) were
calculated to describe the demographic and professional
characterization of the general practitioners surveyed.
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McNeemar’s test was used to compare the deprescrip-
tion in the case of the most dependent patient versus the
case of the most autonomous patient, in total and per
medication.

The open-ended answers to the question about other
factors that might influence deprescription were sub-
jected to content analysis and classified according to the
categories defined by Anderson et al. in their systematic
review on barriers and facilitators of deprescription:
[23] “conscience” of the prescriber about his prescrip-
tion; “inertia” divided into “beliefs and attitudes” of the
general practitioner about the consequences that might
result from deprescription, and “behaviour” of the gen-
eral practitioner with respect to whether or not he/
she takes responsibility for prescribing; “Self-efficacy”
divided into the “skills and knowledge” of the GP (experi-
ence, training) and “information/influence” namely from
guidelines, literature or other specialists; “Feasibility”
related to factors external to the GP that may be related
to the “patient” (resistance to change), the “resources”
(time, effort, psychosocial support), the “clinical practice”
of renewing prescriptions without reviewing them, the
“medical culture” that encourages respect for the auton-
omy of the initial prescriber, the “health culture, and
beliefs” that encourage prescribing as a way to validate
the disease and “regulatory” issues related to measures to
assess the quality of clinical practice based on quantita-
tive aspects guided by clinical guidelines.

For quantitative analysis SPSSv28° was used and for
qualitative analysis MaxQda 2022°.

Results

A) Demographic and professional characterization of the
sample

The study was answered by 396 GPs, with a mean age of
38 years (minimum 25, maximum 69; SD 10,262), mostly
female (76.5%), and specialized in GFM (75.3%). The
same number of participants, 129, belonged to the Cen-
tral and Northern RHA (32.6%), with a very similar num-
ber of participants, 126, belonging to the Lisbon and Tejo
Valley RHA (31.6%) and only a small minority belong-
ing to the Alentejo (0.8%) or Algarve (2%) RHA. More
than half of the participants were working in FHU model
B (51.8%), 112 worked in FHU model A (28.3%) and
the remaining ones in Personalized Health Care Units
(PHCU) (19.4%) or elsewhere (0.5%). On average, partici-
pants had been practicing GFM for 11 years (minimum 0,
maximum 43; SD 9.83) (Table 1).

Most of the general practitioners surveyed performed
between 15 and 25 consultations per day (60.9%), 19.4%
performed between 26 and 35 consultations per day,
14.9% performed fewer than 15, and 4.8% performed
more than 35. When asked how often they performed
consultations for elderly patients with multimorbidity
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Table 1 Demographic and professional characterization Table 3 Comparison of the percentages of GPs who
Characterization of participants (n=396) deprescribed according to dependency level
Age, Mean (SD) 38,48 (10,262) Dependent Autonomous p'
Years of GFM practice, mean (SD) 11,07 (9,830) patient patient value
Gender n (%) % de GP that 88.4% 75.3% <001
. Feminine 303 (76,5) would deprescribe (218+1.33) (1.66+1.44)
- Masculine 93 (23,5) (mean’ £ SD)
Professional Category Legend: p value' : McNeemar’s test; Zmean; mean number of deprescribed
drugs. GP - General Practitioners
- Intern 98 (24,7)
- Specialist 298 (75,3)
RHA “frequently’; and most of the participants describe it only
- Alentejo 3(08) “occasionally” (55,6%) (Table 2).
- Algarve 8(2)
- Centre 129(326) B) Clinical vignettes: deprescription according to the
- Lisboa and tejo valley 126 (31,6) d fd d
- North 128 (326) egree of dependence
- Elsewhere 103) Comparing the clinical vignette in which the patient has
Typology of the unit a higher degree of dependence with the one in which the
- FHU 394 (99,5) patient is more autonomous, there is a statistically signif-
- Other 2(05) icant difference (p<0.01) between the number of general

Legend: FHU - Family Health Unit

Table 2 Characterization of clinical activity and deprescription

attitude
Characterization of clinical activity
Consultations per day n (%)
. <15 59 (14.9)
«15-25 251 (60.9)
-+ 26-35 77 (19.4)
+>35 19 (4.8)
Consultation with an elderly with multimorbidity
and polymedication
- Never 0
- Rarely 0
- Occasionally 9(23)
- Often 182 (46)
- Very frequently 205 (51.8)
Dealing with deprescription
- Never 1(0.3)
« Rarely 18 (4.5)
- Occasionally 136 (34.3)
- Often 177 (44.7)
- Very frequently 64 (16.2)
Deprescribing
+ Never 0
« Rarely 49 (12.4)
- Occasionally 220 (55.6)
- Often 103 (26)
- Very frequently 24.(6.1)

and polymedication, none of the participants classi-
fied this frequency as “never” or “rarely” About half of
the general practitioners reported seeing patients with
these characteristics “very often” (51.8%) or “frequently”
(46%) and only 9% considered doing it “occasionally”
Still regarding patients with these characteristics, 44.7%
of general practitioners assume they deal with the issue
of deprescribing “frequently’, but only 26% deprescribe

practitioners who would deprescribe at least one medi-
cation, with more general practitioners deprescribing in
the dependent patient (88.4%) (Table 3). On average, par-
ticipants would deprescribe 2,18 drugs in the dependent
patient and 1,66 drugs in the more autonomous patient.

Comparing now the percentage of GPs who would
deprescribe each of the drugs for the clinical vignette
of the dependent patient for ADLs versus the clinical
vignette of the autonomous patient for ADLs, it can be
seen that there is a statistically significant difference for
the following drugs: Donepezil (p<0.01), ASA (p<0.01),
Atorvastatin  (p<0.01), Sene (p<0.01), Paracetamol
(p<0.01), and Tramadol (p<0.01). Among these, all were
deprescribed by more GPs in the dependent patient,
except Donepezil which was deprescribed more often in
the autonomous patient.

Of all the drugs under analysis, the ones more subject
to being deprescribed, in both patients, were the analge-
sics Tramadol and Paracetamol, with 58% and 42.7% of
the GPs deprescribing Tramadol and 54.5% and 39.5%
deprescribing Paracetamol, in the dependent and auton-
omous patient, respectively.

For the antihypertensives studied, no statistically sig-
nificant difference was observed, and they were the drugs
deprescribed by the fewest general practitioners, only
about 3% in each case (Table 4).

C) Barriers and potentiating factors of deprescription

With regard to the barriers and factors that promote
deprescription, most general practitioners considered all
patient-related factors presented as “important” or “very
important”. More than 70% of the physicians considered
life expectancy (71.7%) and quality of life (75.8%) as “very
important” characteristics to consider when deprescrib-
ing. Family expectations (19.2%) and previous experi-
ences with deprescribing (15.9%), were the factors that
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Table 4 Comparison of the percentages of general practitioners
who have deprescribed, by drug, according to the level of

dependence

Drugs Dependent Autonomous pa- P
patient tient% (Cl 95%) value
% (C1 95%)

Donepezil 10mg  11.4% (85 a 14,7) 32.1% (27,6 a 36,8) <0.01

id

AAS 100 mg id 179% (1442219 83%(59a113) <0.01

Atorvastatin 40 mg 33.8% (293a386) 144%(11,2a18,1) <0.01

id

Ramipril 5 mg id 33%(1,8a54) 3.0% (1,6 a 5,0) 1.00

Amlodipine5mg  3.5% (2,0a5,7) 3.0% (1,6 a5,0) 0.625

id

Sene 2 tablets id 354% (30,8a40,1)  24.2% (20,2 a 28,6) <0.01

Paracetamol 1 g 54.5% (49,6 a594) 394% (34,7 a44,3) <0.01

4id

Tramadol 50 4id 58% (52,1 a 62,8) 42.7% (37,9 a 47,6) <0.01

Legend: 'p-value: McNeemar’s test, id — daily

most GPs considered as neutral. Among the hypotheses
presented, the one that more GPs (n=29) classified as
“not important” or “not very important” was age (7.4%)
(Table 5).

Table 6 shows the results regarding factors related to
the GP and clinical practice, similarly to those presented
in Table 5 for the patient. The majority of the GPs again
considered all the factors presented as “important” or
“very important’, with more than 90% of the physicians
considering one of these classifications for the existence
of guidelines (90.2%), the benefit of medication (97.8%)

Table 5 Classification of patient-related criteria by the GPs
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and the risks of medication (98.5%). Medication risks
were also the factor that more physicians (#=265) con-
sidered as “very important” (66.9%). Time consumption
was the topic that divided physicians the most with 43.2%
of physicians rating it as “important” and about a fifth as
“neutral” (20.5%) or “very important” (25.5%), but with
few physicians rating it as “not at all important” (2%) or
“not very important” (8.8%). All other factors were rated
as “not at all important” or “not very important” by less
than 5% of physicians.

38.4% of the GPs [33.7-43.2%; 95%CI] consider that
there are other factors that can influence deprescrib-
ing and 30.8% of the respondents answered the optional
open question indicating which factors. From the 122
responses, we obtained 138 codes (Table 7).

More than half (52.9%) of the GPs identified factors
related to the user, namely their will and acceptance and
that of their family members, therapeutic adherence,
health literacy, and economic aspects. Twenty partici-
pants (14.49%) identified resources as an important fac-
tor for deprescribing, particularly the consultation time
and the social and family support available to the patient.
The physician’s beliefs and attitude were also identified
as important by 12.32% of the physicians, regarding what
they consider to be beneficial/harmful effects, adverse
effects or intolerance to medication, and also their fear of
deprescription. None of the participants mentioned fac-
tors related to health culture, medical culture, and clini-
cal practice as influential to deprescription in this open
question.

Patient-related factors Not at all important Not very important Neutral Important Very important
GP, n (%) GP, n (%) GP, n (%) GP, n (%) GP, n (%)

Age 3(0.8) 26 (6.6) 32(8.1) 195 (49.2) 140 (35.4)

Life expectancy 1(0.3) 0.8) 11(2.8) 97 (24.5) 384 (71.7)

Quality of Life 0 (0.8) 5(1.3) 88 (22.2) 300 (75.8)

Previous experiences with deprescription 2(0.5) (3.5) 63 (15.9) 226 (57.1) 91 (23)

Patient expectations 1(0.3) (0.5) 25 (6.3) 224 (56.6) 144 (36.4)

Potential negative effects 0 (0.5) 12 (3) 140 (35.4) 242 (61.1)

Communication difficulties 3(0.8) (3.5) 43(10.9) 214 (54) 122 (30.8)

Family expectations 2 (0.5) (4.6) 76 (19.2) 230 (58.1) 70(17.7)

Table 6 Classification by the GPs of the criteria related to the physician/clinical practice

GP/clinical practice related factors Not at allimportant  Not very important  Neutral Important  Very important

GP, n (%) GP, n (%) GP,n (%) GP n (%) GP, n (%)

Existence of deprescribing guidelines 3(0.8) 9(2.3) 27 (6.8) 198 (50) 159 (40.2)

Existence of tools to facilitate deprescribing 5(1.3) 8(2.0) 33(83) 196 (49.5) 154 (38.9)

Communication with physicians from other specialties 1 (0.3) 10 (2.5) 48 (12.1) 208 (52.5) 129 (32.6)

Collaboration with physicians from other specialties 1(0.3) 9(2.3) 52(134) 202 (51) 1(33.1)

Time Consumption 8 (2.0) 35(8.8) 81 (20.5) 171 (43.2) 01 (25.5)

Benefit of medication 0 2(0.5) 7(1.8) 165 (41.7) 222 (56.1)

Medication risks 0 3(0.8) 3(0.8) 125 (31.6) 265 (66.9)

Legend: GP - General Practitioners
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Table 7 Responses to the open-ended question about factors that might influence deprescription
Categories Examples GP, n (%)
Conscience +"Making life easier for the patient who has less medication to take” 2(1.45)
«"Sensitivity of the impact of each drug on quality of life”
Inertia Attitudes and -"Adverse effects” 17 (12.32)
Beliefs - “Benefit-risk of the drug”
«"Medication intolerance”
«"Psychological effect of deprescription on the patient”
«"Pharmacodynamics and pharmacokinetics”
«"Fears and beliefs of the physician; defensive medicine”
Behaviour «"Who prescribed it (GFM versus hospital)” 2 (1.45)
«"Withdrawing medication prescribed by other doctors a long time ago (especially privately)”
Self-efficacy  Information/ +“Non-medical advertising about the medication” 8(5.8)
Influence «"Association of the drug with the physician who prescribed it, who was very good”
«“Lack of communication between specialties”
- Non-existence of guidelines
«“Opinion of other physicians who follow the patient”
Capabilities/ «"Physician’s prior knowledge” 11(7.97)
Knowledge «"Prior experience with deprescription”
«"Unawareness”
«"Professional training”
Feasibility Regulation «"Factors related to clinical governance and safety culture” 1(0.72)
Health culture 0
Medical Culture 0
Clinical practice 0
Resources «“Family/social support 20 (14.49)
(psychosocial support) «"Existence of alternatives”
«"Feedback from pharmacies”
«"Other priority actions”
«“Consultation time”
Patient «"The patient’s adhesion” 73 (52.9)
(will, preference, etc.) - The patient’s willingness
« Acceptance of the patient/relatives
«“Background, degree of dependence, frailty”
- Patient’s beliefs
- Literacy
« Economic aspects”
Non codable «"Difficulty in effectively controlling complaints” 4(2.9)
- "Control test results; controlled diet”
+“Changes in habits of the user that no longer justify taking the medication”
«"Anxiety disorders/psychiatric illness in general”
Total 138
Discussion probably because the harms of overmedication are rarely

From the previous literature search, in a 2021 study based
on clinical vignettes of patients over 80 years of age,
observed that the likelihood of deprescribing was higher
in patients with a high level of dependence and cognitive
changes [24], parallel to our results.

In the previous study conducted in Portugal, the level
of dependence directly influenced the deprescription for
all the studied drugs including antihypertensive drugs
[22]. This was not the case in our study, in which the
level of dependence did not influence the deprescrip-
tion of Ramipril (p=1) and Amlodipine (p=0.625). Ouer
results are aligned with literature data that demonstrates
that the likelihood of deprescribing antihypertensive
medication in elderly patients with hypertension was low,
even for blood pressure values below therapeutic targets

addressed in clinical guidelines [25]. In the elderly over
80 years of age, antihypertensive medications are among
those least likely to be deprescribed [24], however, frailty
is associated with the decision not to initiate antihyper-
tensive medication, probably because higher systolic
blood pressure is considered protective of overall mortal-
ity risk in this population [26].

The deprescription of statins, even in the case of ter-
tiary prevention, is acceptable and safe in a patient with
low life expectancy [27], since cardiovascular prevention
is no longer a priority [28]. However, the main reason for
deprescription of cardiovascular preventive medication is
suspected adverse reaction [29] and statins are the least
deprescribed class of preventive drugs in patients with
low life expectancy [30]. Despite this literature data, we
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found a a statistically significant difference in deprescrip-
tion of statin and ASA with more GPs deprescribing in
the dependent patient.

Although the literature is controversial regarding the
use of Donepezil in patients with severe dementia, it has
been shown to have modest cognitive and functional
benefits in patients with moderate Alzheimer’s disease
[31]. In our study, donepezil was deprescribed by fewer
GPs in the dependent patient, with statistically significant
difference, probably because the dependent patient also
had a diagnosis of dementia (MMSE score of 16/30).

The drugs deprescribed by a higher percentage of GPs
in both clinical vignettes were Paracetamol and Tra-
madol, deprescribed by more than half of the sample
in the dependent patient (54.5% and 58%) and by 39.4%
and 42.7% of the physicians in the autonomous patient,
respectively (p<0.01). This is aligned with literature
data that shows that physicians have greater difficulty
in deprescribing preventive medication compared to
symptomatic medications [4], and analgesic medica-
tions are the most deprescribed by GPs [24]. Although
pain is a very prevalent symptom with aging, it is often
underestimated and consequently inefficiently treated by
physicians.

In the study on deprescription in primary health care
in Portugal the Paracetamol dose of 1 gram 3 times a day
was used and obtained deprescription values ranging
from 32.6 to 38.6%, so the frequency of administration of
4id can justify the higher frequencies of deprescription
observed by us [22].

On the other hand, the use of opioids in chronic pain
patients should be titrated to an effective dose with the
least possible adverse effects, and most adverse effects
tend to decrease over time with the exception of consti-
pation, a frequent cause of discontinuation of this ther-
apy [32]. Two reasons can be given for the high rates of
deprescription of Tramadol in both clinical vignettes: the
tendency for patient constipation (a frequent side effect
of opioid use) and the fact that Portugal is one of the
countries with one of the lowest prescriptions of opioids
in Europe, probably due to cultural, educational and eco-
nomic issues [33].

With regard to patient-related barriers and triggers for
deprescription, our data is in partial agreement with the
LESS study, where Swiss GPs value the quality of life and
potential negative effects in a similar way to Portuguese
GPs. Swiss GPs don’t value as much as Portuguese GPs
the potential negative effects and patient expectations [1].
In the aspects related to the physician/clinical practice,
our results were similar to the LESS study were 99% and
98% of participants attributed importance (important or
very important) to the risks and benefits of medication.
There was a difference in the value that physicians attrib-
uted to the existence of guidelines on deprescription,
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wich was more valued by Portuguese GPs compared to
the Swiss GPs [1]. GPs from the 31 countries rated quality
of life (96%), life expectancy (90%), risk of adverse effects
(94%), and the risks (98%) and benefits (95%) of medica-
tion as “very important” or “important” [24].

The differences observed in the responses of physicians
from various countries may be related to existing cultural
differences and even to possible differences in clinical
practice.

Strengths and limitations

This is the largest study carried out in Portugal on this
topic, using clinical vignettes, and obtained the calcu-
lated sample (396 participants). It is an innovating work
in an emerging subject, that followed a methodology pre-
viously applied and published in the literature.

The principal limitation is fact that this is a work based
on clinical vignettes, since the clinical vignette can be
simple and reductive, as referred to in the LESS study [1].
In addition, we asked the GPs if they would deprescribe
or decrease the dose of any of the medications, not differ-
entiating whether they would choose to stop the medica-
tion completely or just decrease the dose or frequency of
administration.

The response to the vignette case may not traduce the
attitude of the physician in real life practice, therefore,
this study may lead to real life studies.

We admit the presence of selection bias whereby
younger physicians responded in greater numbers (mean
age of participants 38 years compared to a national
median of [61-65] years) because of the probable greater
facility with computerized means, and there may also
have been a response bias whereby people more moti-
vated towards this subject responded in greater numbers.

Conclusion

The level of dependence influences the deprescription
attitudes of the GPs, with a higher percentage of physi-
cians deprescribing in the most dependent patient.

This study can serve as a starting point for research in
this area, namely about the differences in the deprescrip-
tion and initiation of medication according to the level of
dependence. Despite increasing the level of complexity
of the study, it would be interesting to conduct a real-life
study to assess whether the attitudes of deprescription
are a study finding or if they are effectively translated into
the clinical practice of GPs.

Abbreviations
ASA Acetylsalicylic acid
ARS Administragdo Regional de Saude [RHA]

ADLs Activities of daily living
CVD Cardiovascular disease
SD Standard deviations

@ Confidence interval
GP General practitioners



Coelho et al. BMC Primary Care (2024) 25:78

GFM General and Family Medicine
MMSE  Mini Mental State Examination
PHCU Personalized Health Care Units
FHU Family Health Units

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512875-024-02299-3.

[ Supplementary Material 1 ]

Acknowledgements
Not applicable.

Author contributions

TC: contributed to the study design, data analysis and interpretation and
wrote the manuscript. IR: contributed to the study design, data analysis
and interpretation, and correction and revision of the various versions of
the manuscript. CSC: contributed to the study design, data analysis and
interpretation, and correction and revision of the various versions of the
manuscript.

Funding

This article was supported by National Funds through FCT - Fundacéo
para a Ciéncia e a Tecnologia, I.P, within CINTESIS, R&D Unit (reference
UIDP/4255/2020).

Data availability
All data generated or analysed during this study are included in this published
article [and its supplementary information files].

Declarations

Ethics approval and consent to participate

Approved by the Ethics Committee of the Faculty of Medicine of the
University of Coimbra. The study objectives were listed in writing prior to
obtaining informed consent from all participants. Participants’ confidentiality
was guaranteed. The methodology adopted respects ethical principles such
as the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 20 May 2023 / Accepted: 7 February 2024
Published online: 02 March 2024

References

1. Mantelli S, Jungo KT, Rozsnyai Z, Reeve E, Luymes CH, Poortvliet RKE, et al.
How general practitioners would deprescribe in frail oldest-old with poly-
pharmacy — the LESS study. BMC Fam Pract. 2018;19(1):169.

2. Gnjidic D, Hilmer SN, Blyth FM, Naganathan V, Waite L, Seibel MJ, et al. Poly-
pharmacy cutoff and outcomes: five or more medicines were used to identify
community-dwelling older men at risk of different adverse outcomes. J Clin
Epidemiol. 2012;65(9):989-95.

3. McGrath K, Hajjar ER, Kumar C, Hwang C, Salzman B. Deprescribing: a simple
method for reducing polypharmacy. J Fam Pract. 2017,66(7):436-45.

4. Schuling J, Gebben H, Veehof LJ, Haaijer-Ruskamp FM. Deprescribing medica-
tion in very elderly patients with multimorbidity: the view of Dutch GPs. A
qualitative study. BMC Fam Pract. 2012;13:56.

5. SchenkerY, Park SY, Jeong K, Pruskowski J, Kavalieratos D, Resick J, et al.
Associations between Polypharmacy, Symptom Burden, and quality of
life in patients with Advanced, Life-limiting iliness. J Gen Intern Med.
2019,34(4):559-66.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Page 8 of 9

Simdes PA, Santiago LM, Simdes JA. Deprescribing in primary care in Portugal
(DePil17-20): a three-phase observational and experimental study protocol.
BMJ Open. 2018;8(7):e019542.

Santiago LM, Prazeres F, Boto T, Mauricio K, Rosendo |, Simdes JA. Multimor-
bidity daily life activities and socio-economic classification in the Central
Portugal primary health care setting: an observational study 2020;22(1):54-8.
Simdes PA, Santiago LM, Mauricio K, Simdes JA. Prevalence of potentially
inappropriate medication in the older Adult Population within Primary Care
in Portugal: a nationwide cross-sectional study. Patient Prefer Adherence.
2019;13:1569-76.

Jyrkké J, Enlund H, Korhonen MJ, Sulkava R, Hartikainen S. Polypharmacy
status as an indicator of mortality in an elderly population. Drugs Aging.
2009;26(12):1039-48.

Woodford HJ, Fisher J. New horizons in deprescribing for older people. Age
Ageing. 2019;48(6):768-75.

Rochon PA, Gurwitz JH. The prescribing cascade revisited. Lancet.
2017;389(10081):1778-80.

D NG, CNC, Beveridge A. Factors influencing deprescribing habits among
geriatricians. Age Ageing. 2015;44(4):704-8.

Le Couteur DG, McLachlan AJ, de Cabo R. Aging, drugs, and drug metabo-
lism. J Gerontol Biol Sci Med Sci. 2012;67(2):137-9.

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(7):547-60.

Opondo D, Eslami S, Visscher S, de Rooij SE, Verheij R, Korevaar JC, et al. Inap-
propriateness of medication prescriptions to elderly patients in the primary
care setting: a systematic review. PLoS ONE. 2012,21(8):19.

Reeve E, To J, Hendrix |, Shakib S, Roberts MS, Wiese MD. Patient barri-

ers to and enablers of deprescribing: a systematic review. Drugs Aging.
2013,;30(10):793-807.

Steinman MA, Landefeld CS, Rosenthal GE, Berthenthal D, Sen S, Kaboli PJ.
Polypharmacy and prescribing quality in older people. J Am Geriatr Soc.
2006;54(10):1516-23.

Wahab MS, Nyfort-Hansen K, Kowalski SR. Inappropriate prescribing in
hospitalised Australian elderly as determined by the STOPP criteria. Int J Clin
Pharm. 2012,34(6):855-62.

Duncan P, Duerden M, Payne RA. Deprescribing: a primary care perspective.
Eur J Hosp Pharm. 2017;24(1):37-42.

Scott IA, Hilmer SN, Reeve E, Potter K, Le Couteur D, Rigby D, et al. Reducing
inappropriate polypharmacy: the process of deprescribing. JAMA Intern Med.
2015;175(5):827-34.

Zechmann S, Senn O, Valeri F, Essig S, Merlo C, Rosemann T, et al. Effect of

a patient-centred deprescribing procedure in older multimorbid patients

in Swiss primary care - A cluster-randomised clinical trial. BMC Geriatr.
2020;20(1):471.

Silva G, Cardoso C, Silva |. Factors influencing deprescribing decision of
primary care phisicians in Portugal. Trabalho final do Mestrado Integrado em
Medicina da FMUC; 2022.

Anderson K, Stowasser D, Freeman C, Scott . Prescriber barriers and enablers
to minimising potentially inappropriate medications in adults: a systematic
review and thematic synthesis. BMJ Open. 2014;4(12):e006544.

Jungo KT, Mantelli S, Rozsnyai Z, Missiou A, Kitanovska BG, Weltermann B, et
al. General practitioners' deprescribing decisions in older adults with poly-
pharmacy: a case vignette study in 31 countries. BMC Geriatr. 2021;21(1):19.
Sussman JB, Kerr EA, Saini SD, Holleman RG, Klamerus ML, Min LC, et al. Rates
of deintensification of blood pressure and glycemic medication treatment
based on levels of control and life expectancy in older patients with diabetes
Mellitus. JAMA Intern Med. 2015;175(12):1942-9.

Streit S, Verschoor M, Rodondi N, Bonfim D, Burman RA, Collins C, et al. Varia-
tion in GP decisions on antihypertensive treatment in oldest-old and frail
individuals across 29 countries. BMC Geriatr. 2017;17(1):93.

Kutner JS, Blatchford PJ, Taylor DH Jr, Ritchie CS, Bull JH, Fairclough DL,

et al. Safety and benefit of discontinuing statin therapy in the setting of
advanced, life-limiting illness: a randomized clinical trial. JAMA Intern Med.
2015;175(5):691-700.

Maddison AR, Fisher J, Johnston G. Preventive medication use among per-
sons with limited life expectancy. Prog Palliat Care. 2011;19(1):15-21.

Goyal P, Anderson TS, Bernacki GM, Marcum ZA, Orkaby AR, Kim D, et al. Phy-
sician perspectives on Deprescribing Cardiovascular medications for older
adults. J Am Geriatr Soc. 2020;68(1):78-86.


https://doi.org/10.1186/s12875-024-02299-3
https://doi.org/10.1186/s12875-024-02299-3

Coelho et al. BMC Primary Care (2024) 25:78

30. Poudel A, Yates P, Rowett D, Nissen LM. Use of preventive medication in
patients with Limited Life Expectancy: a systematic review. J Pain Symptom
Manage. 2017;53(6):1097-110e1.

31, Parsons C, McCorry N, Murphy K, Byrne S, O'Sullivan D, O'Mahony D, et al.
Assessment of factors that influence physician decision making regarding
medication use in patients with dementia at the end of life. Int J Geriatr
Psychiatry. 2014;29(3):281-90.

32, Pharmacological management of. Persistent pain in older persons. J Am
Geriatr Soc. 2009;57(8):1331-46.

Page 9 of 9

33. Utilizagao dos medicamentos. opidides fortes na dor crénica ndo oncoldgica.
Circular Informativa: Direcao-Geral da Saude; 2008.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Evaluation of deprescription by general practitioners in elderly people with different levels of dependence: cross-sectional study
	﻿Abstract
	﻿Background
	﻿Objective

	﻿Methods
	﻿Study design
	﻿Participants
	﻿Questionnaire
	﻿Statistical analysis

	﻿Results
	﻿A) Demographic and professional characterization of the sample
	﻿B) Clinical vignettes: deprescription according to the degree of dependence
	﻿C) Barriers and potentiating factors of deprescription

	﻿Discussion
	﻿Strengths and limitations

	﻿Conclusion
	﻿References


