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Editorials

Pharmaceutical interventions are
addressed by a number of papers in this
month’s issue of the journal. Drug therapy
is the major intervention offered by the
NHS to enhance and sustain the health of
the population. Medicines cost the NHS in
excess of £10 billion annually, with the
total cost and number of prescriptions
steadily rising; the majority of prescribing
occurs in general practice. Given this
investment, together with the shift of
chronic disease management to primary
care, GPs need to ensure their prescribing
is effective in maximising health gains
while minimising risks to patients.

THE EVIDENCE
Polypharmacy is arguably one of the most
pressing prescribing issues. There is no
formally accepted definition, but it is
usually considered as concurrent
prescribing of at least four or five drugs. In
a German study, over a quarter of older
patients in primary care were found to be
on five or more medicines,1 and a recent
Italian study found that over 35% of older
patients were exposed to polypharmacy.2

Data from the Swedish Prescribed Drug
Register also show a prevalence of over
5% of patients in their 40s, and around
12% of those in their 50s who are taking
multiple medicines.3 Rates are increasing
in almost all ages, although more so in
older people.3 And crucially,
polypharmacy is associated with
undesirable outcomes.4

In this issue of the Journal, linked
prescription and survey data are used to
demonstrate that multiple drug use in
older patients is associated with overall
worsening physical and psychological
health.5 Larger studies are required to
explore this in further detail, accounting
for factors such as drug indication,
comorbidities, medication interactions,
and duration of treatment. Polypharmacy
also has the potential to influence many

aspects of safe prescribing, including
adverse drug reactions, risk of medication
interactions, and adherence. Furthermore,
the appropriateness or efficacy of a drug
given in combination with many other
medications may be unclear. Human error
is also likely to be exacerbated due to the
complexity of patients’ medication
regimes. A lack of familiarity with some
newer drugs, particularly those initiated in
secondary care, may aggravate these
issues still further.

Polypharmacy is associated with age,
morbidity, and poor self-rated health.6

Also, older people are particularly prone
to adverse consequences due to age-
related physiological changes altering the
pharmacokinetic and pharmacodynamic
characteristics of many medicines.7 Given
that life expectancy is increasing, and
multiple morbidity is more common in
older patients, the problem of
polypharmacy is likely to become worse.
Furthermore, our practice of evidence-
based and protocol-driven medicine helps
to drive the relentless increase in the
number of pills a patient is asked to pop;
guidelines are usually developed around
single conditions and are poorly equipped
to inform clinicians how to deal with
patients already taking medicines for
additional diverse clinical problems.

ADDRESSING POLYPHARMACY
One way of helping patients to manage
multiple medicines is the use of
medication compliance aids. In a
qualitative study, Lecouturier and
colleagues found that such aids are
perceived by patients to reduce
disruption, improve adherence, and
streamline medication taking.8 The study
also suggests that GPs may be failing to
ask patients about these issues, and that
problems of communication with respect
to polypharmacy occur at the
primary–secondary care interface. It

should be noted, however, that
medication aids do not address the
underlying problem of polypharmacy.

Polypharmacy is a difficult issue to
address, requiring a rational and
structured approach. We need to
challenge the current culture of
‘ratcheting up’ numbers of medications,
and to increase awareness of the
consequences of polypharmacy. This can
be addressed, in part, through continued
medical education, and also through
clinical guidelines, particularly for
common conditions affecting older
patients. In addition, tools need to be
developed to identify individuals who are
likely to be at particular risk from
polypharmacy. These may be practice-
based or pharmacy-based, and should
take into account factors such as age,
sex, clinical conditions, or deprivation.6

Furthermore, although it may be easier to
apply such tools in a retrospective
manner, prospective systems would be
preferable, especially if they influence
prescribing behaviour and prevent
polypharmacy.

Polypharmacy is not synonymous with
inappropriate prescribing, but the two are
nevertheless strongly associated.9

Therefore, it would also be valuable to
employ validated processes to identify
inappropriate prescribing, such as the
Screening Tool of Older Person’s
Prescriptions (STOPP).10 The development
of prescribing safety indicators for UK
general practice, derived from STOPP and
other sources, will be published in a
forthcoming issue of the BJGP.

MEDICATION REVIEW
Regular and thorough medication review
is an essential intervention for addressing
polypharmacy. It is important to assess
whether patients are receiving therapeutic
benefit from their medicines, whether
there is ongoing clinical need, and
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whether potential benefits are outweighed
by risks and side-effects. Wherever
possible, patients’ views should be
ascertained; they should be fully involved
in decisions about their medicines; the
rationale behind any medication changes
should be explained; and any concerns
should be addressed. Reviews should be
specifically arranged, rather than rushed
impromptu additions to the end of a 10-
minute consultation.

Managing patients with polypharmacy
can be time consuming, with complex
cases requiring careful balancing of
competing clinical priorities and
conflicting guidelines. Where GPs do not
feel they have the time or skills to
undertake a thorough medication review,
they need to consider alternative
approaches, such as employing clinical
pharmacists or seeking advice from
community geriatricians.

Polypharmacy is a major and growing
public health issue. Proactively
addressing the problem has significant
potential to maximise quality of life for
patients, help patients to manage their
own medicines, reduce adverse effects,
and encourage more rational and
efficacious drug use. Further studies are
needed to ascertain whether reducing
polypharmacy results in better clinical
outcomes.
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