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Who am I?

✤ Portfolio GP - mixture of salaried, locum and urgent care roles

✤ I also work for the BSW Training Hub and have recently been appointed as 
a training programme director for GP trainees in Swindon

✤ My main clinical job is as a salaried GP at Elm Hayes in Paulton

✤ I have an interest in clinical pharmacology and polypharmacy



Why am I here?

✤ I frequently see the iatrogenic harms we inadvertently create through our 
prescribing 

✤ In primary care we’re responsible for the vast bulk of prescribing

✤ I want to improve how we prescribe - means better compliance, fewer side 
effects and better health 



How do we do this?

✤ First and foremost through better prescribing of new medications - on this 
front we’re making huge progress (eg opioids, benzodiazepines, antibiotics)

✤ Room for improvement in deprescribing unnecessary or harmful 
medications

✤ As pharmacists you’re the vanguard of this - as doctors we’re often 
reactively changing medications when harm has already occurred - you 
have the opportunity to proactively prevent harm in the first place



SMRs

✤ A great opportunity to reduced iatrogenic harm from inappropriate 
medications

✤ Potentially unrealistic ambitions for how many of these can be done leading 
to huge time pressures on what is a complicated bit of work

✤ Often very successful and ensuring correct dosing and avoiding 
interactions

✤ Aren’t always successful in stopping inappropriate medications



Aims for today

✤ I want to hear from you! Do you feel supported when doing SMRs? What 
common challenges do your face? How can things be improved?

✤ I’ll talk a bit about common issues I see and how I approach them

✤ Time at the end for questions and feedback - this is a learning opportunity 
for me and I would really value your input



Outline

1. Introduce our ‘soon to be published’ deprescribing guidelines

2. How I approach deprescribing discussions

3. Hypertension in the elderly

4. Benzodiazapines/Z-drugs

5. Anticholinergics

6. Discussion



Deprescribing Guidelines



Deprescribing Guidelines

✤ Developed jointly with Gayle Wynn and Robin Fackrell

✤ Aims to be a ‘quick reference’ guide to deprescribing medications in 
patients living with moderate and severe frailty

✤ Currently out for feedback pending formal approval by the CCG





✤ Mild frailty (Rockwood 3-4): Needing help with ‘high order instrumental 
activities of daily living’ - finances, shopping, etc

✤ Moderate frailty (Rockwood 5-6): Needing help with personal care

✤ Severe frailty (Rockwood 7-9): Dependent for personal care





Deprescribing Discussions



Deprescribing in SMRs

✤ Understandably difficult to stop medication started by another doctor - GPs 
often worry about this too

✤ We worry more about causing harm through action than through inaction

✤ Patients may be resistant to pharmacists changing their medications - often 
poor understanding of your expertise

✤ Can be intimidating when there is a long list of medications



My approach

✤ First scan through the medications - do they look appropriate? Appropriate polypharmacy isn’t 
necessarily harmful 

✤ General statement to start - ‘you seem to be taking a lot of tablets - how are you getting on with them?’

✤ If you think a medicine should be stopped explain why - ultimately it’s the patient’s choice (unless 
clear risk of harm that would necessitate immediate cessation)

✤ Likewise identify medications that they patient should definitely continue - eg aspirin/statin/ACE-
I/beta blocker following MI

✤ Offer a trial and follow up after a few weeks to review

✤ If on high doses (eg amitriptyline or gabapentinoids) wean and review



Hypertension in the Elderly



Evidence based guidelines for prescribing in the moderately/severely frail
That list in full!

✤ Bisphosphonates: NICE CKS for Multimorbidity

✤ Er…

✤ That’s it









Reviewing antihypertensives

✤ First priority is to avoid postural drop - over 80 years old need a lying and standing BP

✤ Likewise if you have a home BP diary don’t just look at the average - consider how low the 
BP is dropping

✤ Far more harm to be caused from a fall - but consider the patient’s degree of frailty

✤ First priority is stop alpha blockers (doxazosin), thiazides 
(bendroflumethiazide/indapamide)

✤ Atenolol is mildly anticholinergic and may be a good target for cessation

✤ Watch out for CCB induced oedema - may be able to switch amlodipine to lercanidipine



Reviewing antihypertensives

✤ If changing medications always offer a review

✤ May need an honest risk/benefit discussion with the patient

✤ Some elderly patients have incredibly resistant hypertension - most likely 
due to poor vessel compliance 



Benzodiazepines/Z-drugs



Benzodiazepine/Z-drug Pharmacology

✤ Different drugs but act in a similar manner

✤ Work to potentiate the action of GABA - an inhibitory neurotransmitter

✤ Act upon different subunits of the GABA receptor - z-drugs acting 
particularly on those neurones involved in wakefulness 

✤ Barbituates (no longer used) have a similar effect - they act upon the same 
receptor to prolong the duration of it’s opening - however this can easily 
lead to overwhelming CNS and respiratory depression





Z-Drugs and Insomnia

✤ Increase in total sleep time vs placebo = 25mins

✤ Time to get to sleep reduced by 10mins

✤ Mean number of awakenings reduced by 0.63/night



Benzodiazepines/Z-Drugs - Problems

✤ Long term use leads to reduction in efficacy and negative-feedback induced decline in 
GABA production - resulting in tolerance and dose escalation

✤ Simultaneously long lasting enhanced GABA action results in reduced production of 
excitatory neurotransmitters

✤ No causative link established between use and dementia but there is a strong association 
between the two (increased odds of 49-78%) 

✤ Significant increase in falls risk (35-60% during even short term use)

✤ Also cause anterograde amnesia, disinhibition and delirium, much more so in the elderly



Patient Choice

✤ One study (Int J Geriatr Psychiatry 1992; 7:89–93) showed that tapering of benzodiazepines in 
non-demented elderly patients living in residential care did improve memory BUT the patients 
strongly preferred to continue the medication for its sedative effect despite this

✤ If someone doesn’t want to stop they probably won’t

✤ Some practices have been very proactive about this - mandating patients wean off 
benzodiazepines

✤ Different approaches are needed for the young/elderly

✤ Don’t forget to ask about illicit medication use (one patient was taking 150mg (!) zopiclone a 
night) 



Anticholinergics



Anticholinergic Burden(ACB)

Significant increase in:
• Dementia
• Death
• Falls (all types) 
• Postural hypotension
• Dry mouth
• Hallucinations/Delirium
• Worsened glaucoma
• Constipation
• Urinary retention 



3 month exposure to anticholinergic medications 
increases risk of dementia by 46%



Bell et al argue that oxybutynin satisfies the Bradford Hill criteria to be considered causative of Alzheimer’s dementia - should we be using this drug at all?

Remember the principle of fully informed consent - would you consent to a treatment that could potentially cause Alzheimer’s?

https://pubmed.ncbi.nlm.nih.gov/34087056/



ACB Score

✤ Freely available calculator at acbcalc.com

✤ Drugs are given a score of 1-3 depending on severity of their effect

✤ Score is cumulative - the more anticholinergic drugs the greater the impact

✤ One study in patients >65yrs found over a two year period 20% mortality in 
patients with an ACB score of 4 compared to 7% in patients with a score of 
04

http://acbcalc.com


Drugs with an ACB score of 3

Nortriptyline Chlorpromazine Oxybutynin Paroxetine

Cyclizine Tolterodine Olanzapine Dosulepin

Clozapine Solifenacin Imipramine Chlorphenamine (Piriton)

Trospium Hyoscine Hydrobromide Hydroxyzine

Amitriptyline Promethazine Clomipramine



Drugs with an ACB score of 2

Loratadine Loperamide Carbamazapine

Sertraline Cimetidine Baclofen

Procholorperazine Cetirizine



Drugs with an ACB score of 1

Diazepam Levodopa (Sinemet) Fentanyl Furosemide

Fluoxetine Mirtazapine Colchicine Codeine

Citalopram Metoclopramide Alprazolam Captopril

Tramadol Co-codamol Atenolol Warfarin

Quetiapine Digoxin Venlafaxine Ranitidine

Prednisolone Nifedipine Morphine Mertoprolol

ISMN/ISDN Hydrocortisone Haloperidol Trazodone



Reducing ACB Risk - Antihistamines

From:
Cetirizine (2)
Lortadine (2)

Piriton (3)

To:
Fexofenadine (0)



Reducing ACB Risk - H2 Antagonists

From:
Cimetidine (2)
Ranitidine (1)

To:
PPIs (0)

?famotidine (no data)



Reducing ACB Risk - Diuretics

From:
Furosemide (1)

To:
Bumetanide (0)



Reducing ACB Risk - Overactive Bladder

From:
Solifenacin (3)
Oxybutynin (3)
Trospium (3)

Tolterodine (3)

To:
Mirabegron (0)



Any questions?



I want to hear from you!

✤ What would be most useful for you?

✤ Would a ‘liaison GP’ be helpful?

✤ What challenges have you faced?

✤ If you want to get in touch:

mthomas17@nhs.net


