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Polifarmacia g

* Presa de multiples farmacs T @
e Qualitatiu: presa de més medicaments dels clinicament no indicat
e Quantitatiu: =5 farmacs ( Masnoon et al. BMIC Geriatrics (2017) 17:230 )

* Polimedicaci6
* P.Adequada:
* hihaindicacio clinica
e Millorar | ‘Adequacid terapeutica
* P.Inadecuada:
* presa de més farmacs dels clinicament necessaris
e Reduir farmacs inapropiats
e P.Suboptima
* Pseudoplimedicacio
» Actualitzacio registres
* Coordinaci6 entre profesisonals i nivells assitencials

e Considerar OTC i productes herboristeria

Inf Ter Sist Nac Salud 2011;35:114-123
Drugs and Aging 2003; 20: 817-832
Hovstadius et al. Clin Geriatr Med 28 (2012) 159-172



Polifarmacia 2
e Us de farmacs augmenta amb I’ edat : 0,4 farmac x decada |
* Existencia de > 3 patologies
e 20% dels >70 anys prenen > 5 farmacs

e Als EUA els >652 representen el 13% de la poblacid
* Consum del 32% medicaments
* Un 30% presa de 10 farmacs

e prescripcio indadecuada
* 14-37% pacients geriatrics de la comunitat
* 40% institucionalitzats

Drugs and Aging 2003; 20: 817-832



Polifarmacia s
T
e Pacient ancia és el gran polimedicat
* Espana >652 16,7%

* Consum 25-50% dels farmacs presctis
* 70% despesa farmaceutica

e > 3 patologies : HTA, artrosi
» 86% pren algun farmac, m 2,20 fcos

* Polifarmacia associada a £+ mala percepcio de salut + > patologies+
def sensitiu + dependencia ABVD/AIVD

Rev Esp Geriatr Gerontol 2011,46 (&):303-306



Factors de risc per a la polifarmacia g;fé‘
~ @

Demografics

¢ Edat,educacio

Salut

’ e Depresisd, HTA,
Acces recursos anemia, Asma,

sanitaris Angor, diverticles,
artrosi,
presa>9fcos, DM

E.Hajjar et al. Am. Journal Ger. Pharmac 2007,5 (4) 345-351



Polifarmacia. Consequeéncies

Polifarmacia

Medicaciod inapropiada Risc Sdes Geriatriques

9

Reaccio adversa

: Risc morbimortalitat
medicamentosa

4
Cascada terapeutica Us de recursos
4
Adherencia E.Hajjar et al. Am. Journal Ger. Pharmac 2007,5 (4) 345-351

Fried et al. JAGS 2014,62:2261-2272



Polifarmacia. Pacient geriatric i prescripcio

Table 1 Age-related physiological changes

e S Change Impact
Gastric acidity increases Absorption
Gastric emptying falls First pass metabolism
Splanchnic blood flow falls
Body fat increases Distribution

= farmacocinetica  rem body mss fus

Body weight falls

u fa rm a COd i n é m ica Serum albumin falls Binding

Liver volume falls Drug metabolism
Liver blood flow falls
Glomerular filtration falls Renal excretion

Renal plasma flow falls
Renal tubular function falls




Polifarmacia : Prescripcio inadequada EZ;&

.. Risc d’efectes adversos > beneficis clinics
Prescripcio I:> No clara evidencia cientifica per a la seva

inadequada indicaci6
No es cost - efectiva

Cost sanitari

morbilitat
Us de Recursos

Rev. Esp Geriatr Gerontol. 2012; 47 (4): 155-157
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Polifarmacia: prescripcié inadequada Efé‘/

* Sobreprescripcio
e Major dosi / duracid
* Polifarmacia
e Infraprescripcid (prescripcid suboptima)
* No prescriure un farmac clinicament indicat malgrat no exitir
contraindicacions

* Mala prescripcio per | eleccié del farmac, dosi o duracio del
tractament



Identificacio de farmacs inapropiats EZ&/
* Criteris de BEERS

* Criteris STOPP- START (Screening Tool of Older Person’s s potentiallity
inappropriate Prescription)/ Screening Tool to Alert doctors to Right
Treatment)

* Medication Appropriateness Index (MAI)
e Porjecte ACOVE (Assesing Care of Vulnerable Elders)

* Improved Prescribing in the Elderly Tool (IPET)

Rev. Esp Geriatr Gerontol. 2012; 47 (4): 155-157



American Geriatrics Society 2015 Updated Beers
Criteria for Potentially Inappropriate Medication
Use in Older Adults

e )
-
wriaaniE s )
-
g ‘:-;“\:

* 1991, 2012, 2015

* Farmacs que requereixen ajustament de dosi segons
funcio renal

* Interaccions farmacologiques
* Evidencia en pacient geriatric
* OBJECTIU minimitzar |" exposicio a PIMs

JAGS 2015



Polifarmacia. Medicacio inapropiada t

American Geriatrics Society 2015 Updatcd Beers Criteria forﬁ)
Potentially Inappropriate Medication Use in Older Adults 2

Antithrombotics
Dipyridamole, oral short-acting May cause orthostatic hypotension; more Avoid Moderate Strong b
(does not apply to the extended- effective afternatives available; intravenous form =
release combination with aspirin)  acceptable for use in cardiac stress testing =
Sater, on LG Suong 9
nti-infective 5
Nitrofurantoin Potential for pulmonary toxicity, hepatoxicity, Avoid in individuals with creatinine Low Strong E_
and peripheral neuropathy, especially with long-  clearance <30 mL/min or for long-term =
term use; safer alternatives available suppression of bacteria g
ardiovascu lar B
- BTOT, ot AVOIT UoC ao anannmperemene o nerare Stony 73
Doxazosin recommended as routine treatment for gg
Prazosin hypertension; alternative agents have superior =
Terazosin risk-benefit profile E
I
Mineral oil, given orally Potential for aspiration and adverse effects; Avoid Moderate Strong
safer alternatives ayailable
Proton-pump inhibitors Risk of Clostridium difficile infection and bone  Avoid scheduled use for =8 weeks unless High Strong
loss and fractures for high-risk patients (e.g., oral

corticosteroids or chronic NSAID use),
erosive esophagitis, Barrett's esophagitis,
pathological hypersecretory condition, or
demonstrated need for maintenance
treatment (e.g., due to failure of drug

discontinuation trial or Hy blockers)

Pain medirations



Polifarmacia. Medicacid inapropiada

SR

American Geriatrics Society 2015 Updated Beers Criteria for
Potentially Inappropriate Medication Use in Older Adults

Table 4. 2015 American Geriatrics Society Beers Criteria for Potentially Inappropriate Medications to Be Used

with Caution m Older Adults

Quality of Strength of
Drug(s) Rationale Recommendation Evidence Recommendation
Aspirin for primary prevention of Lack of evidence of benefit versus  Use with caution in adults aged Low Strong
cardiac events risk in adults aged =80 =80
Dabigatran Increased risk of gastrointestinal Use with caution in in adults aged  Moderate Strong
bleeding compared with warfarin =75 and in patients with CrCl
and reported rates with other <30 mL/min
target-specific oral anticoagulants
in adults aged >75: lack of
evidence of efficacy and safety in
individuals with GrCl <30 mL/min
Prasugrel Increased risk of bleeding in older Use with caution in adults aged Moderate Weak
adults; benefit in highest-risk older =75
adults (e.g., those with prior
myocardial infarction or diabetes
mauihm} mu;} affeat rick
Antipsychotics May exacerbate or cause Use with caution Moderate Strong
Diuretics syndrome of inappropriate
Carbamazepine antidiuretic hormone secretion or
Carboplatin hyponatremia; monitor sodium
Cyclophosphamide level closely when starting or
Cisplatin changing dosages in older adults
Mirtazapine
Oxcarbazepine
SNRIs
SSRls
ILAS
Vincristine
Vasodilators May exacerbate episodes of Use with caution Moderate Weak

syncope in individuals with history
of syncope




Polifarmacia. Medicacio inapropiada f _

American Geriatrics Society 2015 Updated Beers Criteria for
Potentially Inappropriate Medication Use in Older Adults

Table 6. 2015 American Geriatrics Society Beers Criteria for Non-Anti-Infective Medications That Should Be
Avoided or Have Their Dosage Reduced with Varying Levels of Kidney Function in Older Adults

Creatinine Clearance,
Medication Class mLU/min, at Which Quality of Strength of
and Medication Action Required Rationale Recommendation Evidence Recommendation

Cardiovascular or hemostasis

=30 Tncreased potassium, and Avoid Toderate . strong
decreased sodium
Apixaban <25 Increased risk of bleeding Avoid Moderate  Strong
Dabigatran <30 Increased risk of bleeding Avoid Moderate  Strong
Edoxaban 30-50 Increased risk of bleeding Reduce dose Moderate  Strong
Se=5==55 Taa
Enoxaparin <30 Increased risk of bleeding Reduce dose Moderate  Strong
Fondaparinux =30 Increased risk of bleeding Avoid Moderate  Strong
Rivaroxaban 30-50 Increased risk of bleeding Reduce dose Moderate  Strong
=30 Avoid
Spironolactone <30 Increased potassium Avoid Moderate  Strong
Triamterene =30 Increased potassium, and Avoid Moderate  Strong

decreazad sndinm
Gentral nervous system and analgesics

Duloxetine =30 Increased Gastrointestinal Avoid Moderate  Weak
adverse effects (nausea,
diarchaoy
Gabapentin <60 CNS adverse effects Reduce dose Moderate  Strong
Levetiracetam <80 CNS adverse effects Reduce dose Moderate  Strong
Pregabalin <60 CNS adverse effects Reduce dose Moderate  Strong
Tramadol =30 CNS adverse effects Immediate release: reduce  Low Weak
4066
Extended release: avoid
Gastrointestinal
Cimetidine <50 Mental status changes Reduce dose Moderate  Strong
Famotidine <50 Mental status changes Reduce dose Moderate  Strong
Nizatidine <50 Mental status changes Reduce dose Moderate  Strong
Ranitidine <h0 Mental status changes Reduce dose Moderate  Strong
Hyperuricemia
Colchicine <30 Gastrointestinal, Reduce dose; monitor for Moderate  Strong
neuromuscular, bone marrow  adverse effects
toxicity

Probenecid <30 Loss of effectiveness Avoid Moderate  Strong




VA
STOPP- START (Screening Tool of Older Person’s potentiallity %f&-
inappropriate Prescription)/ Screening Tool to Alert doctorsto = @ ™~
Right Treatment)

2%

BanderaDetrlanda.com

* consens 18 experts
e Criteris STOPP (n=65) i START (n=22)

e proporcionar regles basades en |’ evidencia per evitar |a
prescripcio potencialment inapropiada y les omisions de
farmacs

* Minimitzar RAM



: : -
STOPPFrail (Screening Tool of Older Persons %fé‘
Prescriptions in Frail adults with limited life o
expectancy): consensus validation

* Pacients > 65a fragils
e 27 Criteris per a PIN (potentially inappropiate medicaiton)

e 2 citeris :Deprescripcioé de farmacs
e qgue no tenen indicacio
e Compliment baix

e 25 criteris de deprescripcio
e Exclosos IACE, anticoagulants (ACOS-NACOS, antiagerants palquetaris), antidepressius

Age and Ageing 2017; 0: 1-8



e
Reaccié Adversa a Medicaments (RAM) g;fl

* Efecte perjudicial d’ un medicament no desitjat que suceeix amb dosi
terapeutiques, profilactiques o de diagnostic.

* Pot manisfestar-se com una perdua en la funcionalitat —
—> dependencia

 Pot determinar “cascada terapeutica”

* RAM greu

e Risc vital
e Causa o perllongament hospitalitzacio
e Deteriorament funcional



Polifarmacia : RAM g;ﬁ.
@

* Prevalenca del 2,5- 25% en pacients ambulatoris

e 15-25% pacients internats a USA presenten RAM a algun farmac
* RAM x 2-3v que < 302
* Responsables de complicacions hospitalaries

* Quinolona — Sde Confusional

* Ferro — restrenyiment Hanlon et al, Am J Health-Syst Pharm, 2000



S
Polifarmacia. Prescripcié inadequada E;f,

* Pl es frequent en la comunitat

 AINES 1 BDZ
Hanlon et al. JAGS 50:26-34,2002
* PI
e farmac — patologia
e Duracio del tractament



£
Polifarmacia: Interaccions entre farmacs = - Z@t

* Medicaments que sols son segurs, poden canviar la seva condicio al
incorporar un altre farmac

* Digoxina+ furosemida+ hidroclortiazida

* Espino blanco + furosemida






S
Polifarmacia. Prescripcio en centres residencials Eﬁfﬁ

* Procés continu de-prescripcio
e Residencia farmacs x4 > respecte no fragils comunitat

e Polifarmacia

 USA >9 farmacs prevalenca 40%
« UK > 8 farmac

e Questionada
* Medicacio inapropiada
e Menor us de farmacs amb indicacio clinica

Parsons C.. Int J Older People Nursing 2011 6(1):45-54.



YA
Polifarmacia. Prescripcio en centres residencials 28¢5
ra

* PIM
* Psicofarmacs : antipsicotics i BDZ

* RAM : risc augmentat

 Compliment terapeutic

* Dificultats del personal infermer

* Menor seguiment de |la patologia cronica

e Comunicacio nivells assistencials

Parsons C.. Int J Older People Nursing 2011 6(1):45-54.



Polifarmacia gg&' '

e Revisio sistematica en centres de LLEE
* Prevalencia elevada 91% (5) ; 74% (9); 10 (65%)
e Polifarmacia €< Comorbilitats ( CV)

* Hospitalitzaico recent
 Num de prescriptors

e Relacio inversa : Edat avancada, deteriorament cognitiu, temps d’
institucionalitzacio

N. Jokanovic et al. / JAMDA 2015 (28) el-e12



Polifarmacia P

- -‘/

Relationship between frailty, polypharmacy, and underprescription in older adults
living in nursing homes

* 83,3a;73%C

* 73,6% > 5 farmacs

* 60,9% >1 criteri START

 Residents no- fragils > medicacio que fragils

* No associacio fragilitat «» polifarmacia

* Fragils (Fried) major prevalenca de prescripcio subooptima

Gutiérrez Valencia, 2018 Eur Clin Pharmacol



Polifarmacia

Table. Summary of studies on reducing polypharmacy in older adults (ie, those aged =65 years).

Authorear

Setting

Intervention

Results

Muir et al, 20047

Fillit et al, 19995

Fick et al, 20045

Zarowitz et al, 200520

Schmader et al, 200447

General medicne inpatient service

Medicare managed care organization

Medicare + Choice southeastern
managed care organization

Outpatient, managed care

Inpatient and outpatient care
for veterans

Medication grid provided to
admitting residents that
listed all medications and
administration times {or

| week.

Mailing to elderly Medicare
managed care members at risk
for polypharmacy urging them
to meet with their physicians
and bring medications with
them for revew.

Physicians were mailed a list
of patients taking potentially
inappropriate medications,

Clinical pharmacy medication
review with physician education.

Inpatient or cutpatient GEM,

Medication grid reduced number
of medications per patient in
the intervention group (192}
compared with the control group

(1.65) (P < 0.001),

Of the 42% of the population at
risk who had a medication review
with their physician, 20%
reported having a medication
discontinued.

Owerall, 12.5% of potentially
inappropriate medications were
discontinued.

Ciwverall, polypharmacy event rate
decreased from 29.01 to

943 events! D00 patients after
the: first mailing and from 2799 to
[ A0 events/ 1000 patients after
the second mailing.

Unnecessary and inappropriate
drug use was reduced in
inpatients recening GEM care
(< 005),.

E.Hajjar et al. Am.

Journal Ger. Pharmac 2007,5 (4) 345-351



——1 Unsuccessful interventions — Successful interventions

Educational interventions Educational interventicns e 7
= Audit results together with NICE » Small group workshop, use of decision tree or 6
guidelines mailed to GP L1 combination of both (n = 82)
—1  (n=271) + Three-step approach of quarterly reports, biannual onsite
+ Feadback about prescribing with visits and annual meetings (n = 124 802, p = 0.001)

evidence mailed to GP

— Computerized support system
??E;E;?Drﬁ ETD:;;E; inappropriate + Medication alert to pharmacist while dispensing
| medications in drug use review (n=20840,p=0002) .
protocol (n = 2242) — Gornputanz?d alerts tniggering telephone call to phy sician
by phamacist (n =23 269, p < 0.001)

« Computenzed decision support system for physician
Multi-faceted approach (n=6284)
« Combining age-specific

computerized alerts with academic

detailing (n =24 110, p = 0.75) Pharmacist interventions
+ Madication review (n =80, p =0.0002;: n=113,

p=0.01; n=168, p < 0.0001)

— = Phamnacist coordinated transition from hospital to
long-tarm care facilities (n =56, 0 = 0.007)

+ Phamacist consultation to patients and physician
(m=00, p<0.02; n=456)

Genatric medicing semnvices

* Multidisciplinary case conferences (n =154, p < 0.001)

& Multidisciplinary teamwork by geriatrician, pharmacist,
nurse and social worker (n =430, p < 0.0001; n=254)

Multidisciplinary teamwork

+ Phamaceutical care provided by pharmacist who had
direct contact with GEMU (n = 203)

+ Case confarences (n =136, p = 0.049)

+ Prosentation of feedback of internal audit at
multidisciplinary staff meeatings (n= 1301, p = 0.002)

Regulatory policies

+ PBS restriction of inappropriate drugs

L—  (n=1998, p=0.001)

+ Mandated phamacy services in nursing homes

(n=58719,p< 0001) Drugs Aging 2009; 26 (12): 1013-1028

Flg. 2. Types of interventions uwsed to reduce inappropriate preschbing. GEMU = genatric evaluation and management unit; GP = general
practitioner; NICE = Mational Institute for Health and Clinical Excellence; PBS = Phamaceutical Benefits Scheme.




Polifarmacia: deprescripcio
 “Desmuntar “

* Personalitzat
* Dinamica : prescripcio- deprescripcio
 Valoracio global del pacient
e Resultat
* Modificacio dosi

e Substitucio o eliminacidé de farmacs
e Addicid de farmacs

Rev. Esp Geriatr Gerontol. 2012; 47 (4): 155-157



Polifarmacia :deprescripcid

* Listado completo medicamentos. i
* Valorar estado fisico y aspectos de la persona y su contexto
sociofamiliar g
 Evaluar adherencia, interacciones y efectos adversos 1
* Valorar metas atencion, objetivos tratamiento, esperanza vida y
tiempo hasta beneficio )
» Comenzar por farmacos inapropiados, que dafian 0 no se usan ] Stopp -
» Paso de escenario preventivo o modificador de |la enfermedad a Start
paliativo o sintomatico P Beers
N
» Expectativas, creencias, preferencias
» Adaptar ritmo a posibilidades reales
J
* Resaltar logros, valorar adherencia a la deprescripcion, apoyar g
» Detectar reaparicion sintomas o agravamiento enfermedad de
base 3

Rev. Esp Geriatr Gerontol. 2012; 47 (4): 155-157
J Pharm Pract Res. 2011,41: 146- 51



Conclusions : s

- -4 -

* Adequacio del tractament farmacologic a les caracteristiques
del pacient geriatric INSTITUCIONALITZAT

* Polifarmacia <= Fragilitat

 Polifarmacia— discapacitat - dependencia

e (de-)Prescripcio procés dinamic i continu

* |dentificar i suspendre o substituir farmacs inapropiats
* Evitar RAM

* Pensar en interaccions farmacologiques






