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LEARNING OBJECTIVES

• Define polypharmacy
• Outline physiologic changes in geriatric 

patients that affect response to 
medications

• List common medications and indications in 
geriatric patients

• Outline ways to decrease the medication 
burden in geriatric population



POLYPHARMACY

Term used for any patient 
on five or more 
prescription medications

Important to reconcile 
meds carefully

Presenter Notes
Presentation Notes
Med reconciliation is a Joint Commission patient safety priority. Reconciling medications at care transitions from hospital and longterm care (LTC) has been shown to reduce errors in medication orders and addresses clarity of changes in therapyassessment of adherence,  including methods patients use to manage medications, which often reveals difficulties taking their regimen



POLYPHARMACY

• Clarify diagnosis associated 
with each medication

• Check for duplicates and 
remove

• Prescribing to meet metrics 
often results in polypharmacy

• Mental health needs often 
result in polypharmacy

Presenter Notes
Presentation Notes
Taking multiple medications is within guidelines for treatment of hypertension, diabetes, and heart failure for achievement of treatment goals. Additional patient comorbidities translate to concomitant medications, which may result in a “prescribing cascade.” This occurs with medications being added to treat or prevent side effects of other medications.8Multiple providers who may not share recordsPharmacist may alert you of potential interactions.



OTHER POLYPHARMACY 
GROUPS

• Long term care patients
• Mental Health patients
• Brain injury/spinal cord injury patients



POLYPHARMACY

This Photo by Unknown author is licensed under CC BY-SA-NC.

https://hugotula.blogspot.com/2013/11/polifarmacia-un-mal-necesario.html
https://creativecommons.org/licenses/by-nc-sa/3.0/


IMPACT OF 
POLYPHARMACY

• Patient
• Drug/drug interactions
• Fall risk
• Cost
• Medication side effecs



IMPACT OF POLYPHARMACY

• Society
• Increased 

hospitalizations
• Unsafe drivers
• Long-term care 

needs

This Photo by Unknown author is licensed under CC BY-ND.

Presenter Notes
Presentation Notes
In a study of 2735 patients with a mean age of 80 years, independent predictors of 30- day unplanned rehospitalization included the use of 7 or more drugs (

https://policyoptions.irpp.org/fr/magazines/may-2020/the-case-for-public-long-term-care-insurance/
https://creativecommons.org/licenses/by-nd/3.0/


PHYSIOLOGIC CHANGES 
IN ELDERLY BY SYSTEMS

• Renal:
o Creatinine clearance decreases average 10 

ml/decade
o At age 75, patients have ~ 70% of kidney 

filtration rate compared to age 30
o Increased prostaglandins, more prone to 

nephrotoxicity
o Decreased thirst—dehydration common

This Photo by Unknown author is licensed under CC BY.

Presenter Notes
Presentation Notes
heightened sensitivities to several asopioids, benzodiazepines, and drugs with anticholinergic properties, resulting in toxicity.13

https://www.flickr.com/photos/132519276@N08/19106017199
https://creativecommons.org/licenses/by/3.0/


PHYSIOLOGIC CHANGES IN 
ELDERLY BY SYSTEMS 

• GI
o Decreased amplitude of esophageal contractions
o More gastritis
o Increased transaminases and alkaline phosphatase
o Hepatic size reduced and blood flow reduced—less 

efficient in metabolizing toxins and drugs
o Reduced peristalsis in colon—more constipation
o Loss of teeth



PHYSIOLOGIC 
CHANGES IN 
ELDERLY BY SYSTEMS
• GU

o Urinary incontinence
o Urinary tract infections
o Erectile dysfunction
o Dyspareunia



PHYSIOLOGIC CHANGES IN ELDERLY 
BY SYSTEMS

• Neurologic
oBaroreceptors are less sensitive—orthostatic 

hypotension
oVisual acuity changes
oHearing loss more common



PHYSIOLOGIC CHANGES IN 
ELDERLY BY SYSTEMS

• Respiratory
oIncrease in alveoli
oDecrease in number of cilia
oCough is not as efficient



MEDS THE ELDERLY MAY TAKE

• Antihypertensives
o In the general population of adults 60 

years and older, pharmacologic 
treatment should be initiated when the 
systolic pressure is 150 mm Hg or higher, 
or when the diastolic pressure is 90 mm 
Hg or higher.

o Start "deprescribing", especially 
diuretics, when systolic stays less 
than 130.

This Photo by Unknown author is licensed under CC BY-NC.

https://www.pngall.com/blood-pressure-png/
https://creativecommons.org/licenses/by-nc/3.0/


MEDS THE ELDERLY MAY TAKE

• Cardiac
oBeta blockers
oAnticoagulants
oAspirin
oAntiarrhythmics



MEDS THE ELDERLY MAY TAKE

• GI
o PPI
o Laxatives
o Antispasmodics



• Respiratory
o Decongestants
o Antihistamines
o Anticholinergic meds in common cold 

preps

MEDS THE 
ELDERLY MAY 
TAKE



MEDS THE ELDERLY MAY TAKE

• GU
o Alpha blockers
o Anticholinergics for incontinence
o PDE inhibitors
o Frequent antibiotics



MEDS THE ELDERLY MAY TAKE

• Psychiatric
oSleep
oDepression
oAnxiety



MEDS THE 
ELDERLY MAY 

TAKE

• Pain meds
oNSAIDs
oGabapentin
oOpioids
o Tramadol



MEDS THE ELDERLY MAY TAKE

• Recreational
o Marijuana
o Alcohol
o Benzodiazepenes



WHAT CAN 
WE DO?

Prescribe less when we can

Take a careful medication history

Review what the consultants do

"Deprescribe" when possible



MEDICATION USE IN THE ELDERLY

There will ALWAYS be 
more polypharmacy 
than we like

Educate patients 
and caregivers

Deprescribe carefully Avoid medications 
when possible



USEFUL TOOLS

BEERS criteria
• Developed 1991, 
• updated 2023

1
STOPP, Screening 
Tool of Old 
People’s 
Prescriptions

2
Drug Burden 
Index

3

Presenter Notes
Presentation Notes
The AGS Beers Criteria® should be a starting point for a comprehensive process of identifying and improving medication appropriateness and safety. 



DEPRESCRIBING

• Stopping or tapering 1 or more of a patient’s medications
• Target medications from which patients no longer derive reasonable benefit,
• Prevent consequences of high-risk medication combinations,
• Reduce cost and complexity while patients remain on beneficial 

medications.

Presenter Notes
Presentation Notes
consideration of patient functionality, support needs within living situations, and decisions regarding patients’ ongoing care plans.



DEPRESCIBE

Highly anticholinergics: 
antihistamines, some 

muscle relaxants, meds 
for overactive bladder.

NSAID’s Hypoglycemic agents Anti-hypertensive 
agents

Presenter Notes
Presentation Notes
muscarinic receptor blockade results in negative effects on vision, urination, constipation, and cognition. A decline in acetylcholine physiology is associated with aging and is further blocked with anticholinergics. May affect cognition and daily functiondecline in kidney clearance and accumulations of medications. In the aging, the potential for NSAIDs to affect blood pressure (BP) and kidney function negatively and to cause heart failure and gastrointestinal bleeding often outweigh benefitsSulfonylureas and short-acting insulin are worst. Guidelines suggest relaxing both glycemic and hemoglobin A1c goalsBeware patients who get orthostatic hypotensive episodes  considerations for labile BP and determination of BP targets likely to confer benefit, considering frailty, comorbidities, and cognitive status. Patients exhibiting intermittent low pressures, syncope, or falls suggests BP regimen adjustments w



DEPRESCRIBE

• Pain medications should be 
carefully addressed

• Scheduled acetaminophen
• Topical NSAID’s
• SNRI’s, TCA’s anti-epileptics

• Opiods—taper 10% weekly

Presenter Notes
Presentation Notes
Mild or moderate musculoskeletal pain in elderly patients may be ameliorated by administering acetaminophen on a scheduled basis.Opioids should be reserved for situations in which analgesia and functional independence cannot be achieved by other interventions, and the benefits outweigh the risk of therapy3



DEPRESCRIBE

Benzodiazepines--
In 2007 the most 

commonly 
prescribed 

anxiolytic in elderly

Antipsychotics Cholinesterase 
inhibitors

Presenter Notes
Presentation Notes
consideration of safer alternatives. Psychological or pharmacological treatments, ranging from use of antidepressants, cognitive-behavioral therapy, problem-solving, interpersonal and supportive psychotherapy, as well integrative strategies including prayer, massage, aromatherapy, music therapy, art therapy, and multisensory stimulation should be purgradual reduction over many weeks to attain successAntipsychotics--Abrupt discontinuation has associated difficulties including dyskinesias, parkinsonian symptoms, dystonias, and neuroleptic malignant syndrome.59 Withdrawal should be gradual, in most cases extending over a period of greater than 1 month.60evidence of success is meager. Cholinesterase inhibitors have no proven benefit beyond 1 year, and discontinuation should be considered if the perceived benefit (eg, stabilizing cognition and function) are not achieved in the first 3 months of treatment or when a patient’s dementia has progressed



DEPRESCRIBE

• Statins in some cases
• Herbals and vitamins
• In palliative or end of life care

Presenter Notes
Presentation Notes
continual use of statins after a coronary event significantly reduces recurrences, and stopping results in risks of recurrence. One might rethink continuing statin therapy in primary prevention of coronary disease for a patient who is facing end-of-life issues.Studies show, with few exceptions, that they add complexity and cost to a regimen without evidence of preventive benefits including mortality, cardiovascular disease, cancer, or cognitive function.28,29To those fitting the palliative care realm, or in an end-of-life setting, primary preventive therapy may no longer make sense. I



CASE PRESENTATION

• 92 yo woman w/ osteoarthritis, HTN, 
anxiety, intermittent A fib,  Acute on 
Chronic Diastolic Heart Failure, 
Stage 3 CKD, frequent UTI's, iron 
deficiency anemia, 
hyponatremia  ALLERGIES: Sulfa, 
fluroquinolones, nitrofurantoin

• Meds
o Omeprazole
o Budesonide/formeterol
o Dicyclomine
o Tiotropium
o Sodium Chloride
o Furosemide
o Alprazolam



WHAT CAN BE DEPRESCRIBED?

• Alprazolam
• Omeprazole
• Amiodarone



CASE PRESENTATION #2

74 yo woman w/ type 2 DM on 
insulin, peripheral neuropathy, 
CKD, COPD, hypothyroidism, 
depression, CAD and CHF

Meds:
oLong-acting insulin
oShort-acting insulin
oGabapentin
oHome oxygen
oCitalopram
oFurosemide
oClopidogrel



WHAT CAN BE DEPRESCRIBED?

• Short acting insulin
• Gabapentin
• Citalopram



OUR CHALLENGES--CONSIDER THE 
FOLLOWING 

• Current medications
• Comorbidities
• Decreased renal and hepatic function
• Lower lean body mass
• Increased sensitivity to anticholinergic drugs

Presenter Notes
Presentation Notes
Prescribing for the older population is challenging.4 Current medications and co-morbidities need to be considered in conjunction with physiological changes associated with aging such as decreased renal and hepatic function and lower lean body mass – for example, a patient's degree of renal impairment, age and weight must be considered when choosing an appropriate dose of apixaban.1,4 Older adults are also more sensitive to the adverse effects of medications with anticholinergic properties (e.g. blurred vision, urinary retention, confusion).5 It has been found that an Anticholinergic Burden (ACB) score of ≥3 is associated with an increase in cognitive impairment and mortality.5,6 Taken together, it is clear that older adults are at an increased risk of adverse events, particularly when also subjected to polypharmacy.



IMPACT OF POLYPHARMACY

• Drug interactions
• Medication side effects
• Falls
• Cost
• Nonadherence

Presenter Notes
Presentation Notes
A study of 5213 participants in England found the rate of falls was 21% higher in people taking 4 or more medications compared with those taking fewer We associate aging with an accumulation of comorbidities for which multiple medications predictably will be prescribed.2 In a 2005-2006 study, a population-based survey of community-dwelling persons 57 to 85 years of age showed that 37.1% of men and 36% of women between 75 and 85 years of age took 5 or more prescription medications.3 In the decade from 1999 to 2009, CMS reported that, for enrollees, the average number of prescribed medications rose from 6.4 to 6.9. The respective increase in annual costs per beneficiary rose from $298 to $572



OUR CHALLENGES

• First, the management of comorbidities is often 
lacking in disease-specific guidelines.

• Multimorbidity is rising due to the ageing 
population

• Deprescribing methods are sparse, and results 
are conflicting



OUR CHALLENGES

• Check to see if medication has been taken for too long—is it still needed?
• Is it being taken at the right frequency
• Is it having an effect on symptoms or prognosis?
• Is it outdated?
• Does it have interactions with patient’s comorbidities?

Presenter Notes
Presentation Notes
medication taken for too long, at the wrong frequency, without effect on symptoms or prognosis, outdated medication, with drug–drug interactions, or with interactions with comorbidities, summarized with the concept of potential inappropriate medication (PIM).



OUR 
CHALLENGES

Patients may be reluctant if med 
was rx by another provider

Automated refills may confuse 
patients

Time constraints

Patients with multiple concerns at 
each visit



RATIONAL PRESCRIBING  FROM THE 
WORLD HEALTH ORGANIZATION

•  1. Define the patient’s problem
•  2. Specify the therapeutic objective
•  3a: choose your standard treatment; step 3b: verify the suitability of your 

treatment;
•  4: start treatment
•  5: give information, instructions, and warnings
•  6: monitor and stop treatment in case of adverse effects or treatment 

failure.



REFERENCES

• https://geriatricscareonline.org/ProductAbstract/2023-ags-beers-criteria-
pocketcard/PC0015   Costs for non AGS members

• https://www.aafp.org/pubs/afp/issues/2019/0701/p32.html

• https://globalrph.com/medcalcs/medication-appropriateness-index-
calculator/

https://geriatricscareonline.org/ProductAbstract/2023-ags-beers-criteria-pocketcard/PC0015
https://geriatricscareonline.org/ProductAbstract/2023-ags-beers-criteria-pocketcard/PC0015
https://www.aafp.org/pubs/afp/issues/2019/0701/p32.html


QUESTIONS



THANK YOU WVAFP
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