
Table 1: Common Medication Classes Targeted for Deprescribing in the 
Emergency Department 

Table 2: Barriers and facilitators influencing the implementation of 
deprescribing practices in the emergency room

Reported outcomes of deprescribing intervention: 

Assessment of the extent of improvement in these outcomes: 

Older adults frequently present to emergency departments (EDs) with 

polypharmacy and high-risk or unnecessary medications, increasing their risk of 

adverse drug events, falls, and unplanned healthcare utilisation. Deprescribing, 

defined as the supervised dose reduction or discontinuation of medications, has 

been described in the literature as a means of optimising medication safety in 

the ED1. Several systematic reviews addressing deprescribing in various 

settings for different age groups have been identified, yet there is a need to 

present findings of deprescribing activities for elderly patients in the ED.  
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Results

ED-based deprescribing is feasible and consistently reduces exposure to PIMs, yet robust evidence for improving clinical outcomes is limited. Described activities were mainly led 

by pharmacists, supported by validated screening tools, and integrated with primary-care follow-up. There is a need for Large multi-centre studies to determine effects on re-

admissions, adverse events, and patient-centred outcomes.

Conclusion

References

8 governmental and 3 
private hospitals 

Across 7 Emirates

Medication category Examples Identified as PIM/high-
risk

Benzodiazepines Diazepam, lorazepam ✓

Opioids Morphine, oxycodone ✓

Antidepressants TCAs, SSRIs ✓

NSAIDs Ibuprofen, diclofenac ✓

Supplements Vitamin D, calcium –

Barriers

• Limited pharmacist availability
• Time pressure & ED workflow 

constraints
• Fear of withdrawal or symptom 

relapse
• Poor follow-up / no PCP
• Limited clinician confidence or 

training

Facilitators

• Pharmacist-led medication 
reconciliation

• Multidisciplinary collaboration 
(ED–PCP)

• Use of Beers Criteria & STEADI-
Rx

• Patient & caregiver education
• EHR-supported medication 

review

United 
States: n=5

Australia: 
n=1

Taiwan: 
n=1

Search 
strategy

Data 
sources

Eligibility 
criteria

Study 
selection

Data 
extraction

Quality 
appraisal

Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines.

PubMed, EBSCOhost, ProQuest, SAGE, ScienceDirect, 
and Google Scholar were searched.

peer-reviewed primary research articles (qualitative or 
quantitative) published from 2015 onwards that 
addressed deprescribing interventions in EDs for older 
adults.

Studies were screened based on predefined inclusion 
and exclusion criteria aligned with the review objectives. 

Study design, characteristics of deprescribing 
interventions, healthcare specialties involved, tools or 
frameworks used, reported outcomes, and identified 
implementation determinants.

Methodological quality was assessed using appraisal 
tools appropriate to each study design.

Figure 1: Study demographics (Total 7 studies2-8 were 
included in the systematic review)

Potentially Inappropriate Medications (PIMs)

Increased deprescribing rate:

11.1% → 57.1% (p < 0.001)

Polypharmacy prevalence

Reduced from 41.7% → 33.3% (p < 0.001)

Pharmacist impact

43.4% of high-risk medications modified at 12 months

Takeaway: Significant improvement in prescribing quality.

Patient Outcomes:

Increased patient satisfaction
Fewer adverse medication effects

Improved perceived medication safety

Clinical Outcomes:

No significant change in:
• 90-day ED visits, hospital readmissions and 

mortality
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