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Organising medication discontinuation 

An explorative study of GPs’ decisions and practices 
when discontinuing statins 

 
Conclusion 
 

     To conclude, in this dissertation I offer the first organisational account of how GPs 

discontinue institutionally recommended drugs. I offer five original contributions: 1) 

how to conceptualise discontinuing as an organisational process, 2) how the process 

of discontinuing is initiated as a topic in consultations, 3) why GPs are generally 

reluctant to discontinue recommended drugs, 4) how GPs reduce uncertainty related 

to discontinuing outcomes and 5) an elaboration of important GP qualities that 

influence the discontinuing process. 

     Firstly, I propose a conceptual framework of discontinuation and argues that it is 

important to consider at least three dimensions of discontinuation: the actors involved 

(e.g. patients, GPs, pharmacists), the scenes of discontinuation (e.g. GP practice, 

elderly care homes, patient's own home) and the type of drug that is being 

discontinued (e.g. its chronicity of use, relative importance, ease of discontinuation). 

This conceptual framework contributes to the literature because it is one of the first 

organisational frameworks that have been developed for discontinuation and this 

dissertation shows how a better understanding of discontinuation as an organisational 

practice can be gained by using this framework. 

     Secondly, I argue that the process of discontinuing is initiated as a topic by a 

variety of cues that are often experienced in specific consultations: the check-up. In 

these consultations a question mark is placed over the necessity of prescribing and 

continuing, and GPs are more sensitive to cues for discontinuing. These cues can 

relate to the patient, for example, reports of harms or fears of the drug. Or they can 

relate to medical records, e.g. the patient takes a high number of drugs or there is 

insufficient indication treatment, e.g. no history of previous cardiovascular disease for 

statins. These cues can then prompt the GP to, together with the patient, consider 

discontinuing  

     Thirdly, I show that GPs are reluctant to discontinue recommended drugs because 

they often lack the institutional means to justify such a decision. The health outcome 



of discontinuing is often ambiguous. A common response to this ambiguity is to 

continue prescribing, because it is the most institutionally safe option due to an 

imperative to prescribe, in part reinforced by clinical guidelines. So despite often 

actively considering discontinuing, the lack of means to institutionally justify a 

decision to discontinue makes it hard for GPs to do so. 

     Fourthly, GPs that discontinue drugs often attempt to reduce uncertainty related to 

discontinuation outcomes. The main strategy they use is to trial discontinuation for a 

period of time, say 1-3 months to generate more information that can be used to verify 

the appropriateness of discontinuing. For these GPs, uncertainty is seen as a reason 

for action and trialling discontinuation becomes a way to reduce uncertainty even 

though the outcome is unknown to begin with. This way the GP becomes comfortable 

with carrying on the discontinuation, rather than uncertain and hesitant. 

     Finally, I offer an elaboration of four important GP qualities that influence the 

discontinuing process. GPs who are more likely to discontinue showed similar 

qualities: 1) they were more willing to prioritise the most important medications for 

the patient, 2) were comfortable with a trial of discontinuation and monitoring where 

the situation was unclear, 3) they felt more confident in their expertise as a GP and 

lead role in patient focused co-ordination of all medications and 4) they proactively 

elicited the patient’s experience of their medications.  

     Based on these novel insights, I conclude that a vision for future policy can be 

enabling institutional distinctions between prescribing and discontinuing to be 

abandoned. This can be done by systematically describing discontinuing alongside 

prescribing in guidelines; by describing the conditions under which discontinuation 

can be considered; and by ensuring that clinical quality improvement initiatives 

routinely include and make visible discontinuation. In other words, the practice of 

discontinuation of drugs should be equally routinised, considered, well-researched, 

supported with decision aids for GPs and patients, and recognised in systems of care. 

The findings of this dissertation show that this is not the case yet. By better 

understanding the existing processes of discontinuing, this vision of equality between 

prescribing, continuing and discontinuing can be achieved. 

 


