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Mark Beers, MD, recognized more than 2 decades ago
that the prevention of adverse drug events in older

adults is crucial to the public health of this vulnerable pop-
ulation. The Beers Criteria remain simultaneously one of
the most used and most controversial sets of medication
criteria in the world. Although not without limitations, the
Beers Criteria have done more than any other tool in the
past decade to improve the awareness of and clinical out-
comes for older adults with polypharmacy and for the
most vulnerable older adults at risk of adverse drug events.
They have accomplished this because of their explicit nat-
ure, simple application for nonpharmacy experts, and wide
dissemination. The continued development of explicit lists
of medications to avoid in older adults, such as the Beers
Criteria, is a critical component, albeit not the only one,
in the public health imperative to decrease drug-related
problems and improve the health of older adults. Never-
theless, continuing challenges include evaluating and com-
municating a drug’s risks and benefits in older adults to
individual clinicians across all settings of care and develop-
ing an explicit list of these medications as part of a concise
document that meets the needs of patients, clinicians, edu-
cators, researchers, policy-makers, and regulators. This
article provides a perspective from the co-chairs of the
2012 American Geriatrics Society (AGS) Beers Criteria by

addressing these issues, exploring the major differences
and intended use of the criteria in this AGS-sponsored
update, and proposing an agenda for future work.

The authors believe the 2012 criteria are vastly
improved from previous iterations because they include
important updates to the established method for develop-
ing the explicit list of medications to avoid in older adults
and consider the challenges of guiding individual clinicians
in avoiding certain drugs in older adults or using them
with caution. Most importantly, the quality of the criteria
has been improved by the application of an evidence-based
approach and the support of AGS. The decision to follow
the Institute of Medicine standards for evidence and trans-
parency was an important benchmark—one that was
clearly a transition for criteria that have been traditionally
developed using a Delphi consensus process. Because of
the nature of clinical drug trials in older adults, evidence
was at times difficult to find and to apply cleanly. The lit-
erature search was complex because of the large number
and diversity of search terms required, the extended time
period searched, and the lack of clinical trial data in older
adults often resulting in reliance on observational data.
With AGS support, the development of databases to sup-
port more-frequent updates of the criteria and continual
grading of the evidence as it emerges will continue to
enhance this process. Past criticisms of the Beers Criteria
correctly pointed out that many of the drugs were off the
market or not in widespread use, lessening their relevance
to clinicians and their association with health outcomes.
The support of AGS has made this list more dynamic and
relevant to the real-world practice of medicine. Still, cave-
ats in their recommendation or rationale complicate some
of the resulting criteria. These caveats offer additional
guidance to clinicians about when to avoid a drug but at
times cannot be used as a performance measure if
extracted from a large database or by surveyors without
sufficient clinical insight to discern these nuances.

The Beers Criteria are situated within a larger perspec-
tive of strategies to improve medication safety in older
adults. Previous studies have found that a small number of
medications are responsible for most adverse drug events in
older adults. In a recent study, four medications or medica-
tion classes (warfarin, insulin, oral antiplatelet agents, and
oral hypoglycemic agents) were associated with most
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adverse drug events in older adults.1 Often, there is not a
safer alternative to these medications (hence, most are not
included in the updated AGS Beers Criteria), but recognizing
the risk of their use and monitoring more closely should
reduce harm and improve medication safety in older adults.
The Screening Tool of Older Persons Potentially Inappropri-
ate Prescriptions and Screening Tool to Alert Doctors to the
Right Treatment (STOPP/START criteria), which were
developed by consensus, are also crucial to improving the
health of older adults. They are organized according to
physiological systems and include clinical stopping rules.
Although they have considerable overlap with the AGS
Beers Criteria, including many of the same drugs, they also
cover some areas that the AGS Beers Criteria do not.2,3 Evi-
dence from the previous study1 and STOPP/START criteria
should be used in a complementary manner with the 2012
AGS Beers Criteria to guide clinicians in making decisions
about safe medication use in older adults.

The 2012 AGS Beers Criteria provide several benefits.
They have been a beacon for increasing awareness of inap-
propriate medication use in older adults and will continue
to enlighten and encourage clinicians and nongeriatric spe-
cialists to stop and consider carefully the risks of a particu-
lar drug in older adults while considering the drug and
nondrug alternatives. In addition, these criteria can be eas-
ily integrated into and have broad and simple application
for use in the electronic health record. For example, pro-
viders could be sent instant feedback with suggested alter-
natives when a drug on the list of drugs to avoid or use
with caution is prescribed in a particular care setting.
Studies have already tested this approach with individual
medications on the list, for example, in the case of diphen-
hydramine and sedative hypnotics, suggesting a nondrug
intervention for sleep in hospitalized older adults.4 Regard-
less of these clear advantages, the criteria are not suitable
for all situations, and caution must be exercised to ensure
that they are not misapplied. For example, they should not
be used in a punitive manner or to make financial deci-
sions about Medicare Part D drugs, because these situa-
tions do not consider the individual circumstances of the
patient or the best clinical judgment of the clinician. In
addition, special considerations are needed when applying
these criteria to certain populations, such as individuals
near the end of life.

Future research should consider partnerships to create
an improved database that will support updating the crite-
ria more frequently so that they become less static and
more of a real-time decision support tool. Future updates,
as did this one, should include in-depth discussion of the
specific language used for the lists of drugs to avoid and
use with caution, careful consideration of the number and
expertise of panelists participating in the update, the inclu-
sion of drug–drug interactions, and development of a list
of medications that could be used as alternatives to those

to avoid. The panel recognizes the increasingly loud plea
from the front-line clinicians for such a list of alternatives
to pair with the Beers Criteria and agrees that it is needed.
A list of alternatives also needs to consider nonphar-
macological strategies and be evidence based, requiring
additional literature searching and grading of evidence.
Although the creation of an alternative list of drug and
nondrug choices brings with it a larger challenge for the
future, it will add a new dimension and enhance the ability
to use a less-is-more approach.

In summary, these criteria are a much-needed and
improved update for drugs to avoid and use with caution
in older adults. With the support of AGS, they will
continue to develop over time. When used properly by
clinicians, researchers, pharmacy benefit managers, policy-
makers, and regulators, they will ultimately improve the
health of older adults.
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