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You have seen it. An elderly patient arrives in your 
practice with bags full of medications. She does not 
know why certain medications were prescribed or 

whether they are helping. The prescriptions come from 
different physicians. For some medications, the original 
prescriber has passed away. The patient is admitted to 
hospital; multiple changes to medications are made but 
you are not told why. Family physicians have expressed 
frustration with the polypharmacy that results from the 
use of multiple clinical guidelines, are not sure what 
patients are actually taking, might have difficulty distin-
guishing symptoms from side effects, and do not have a 
ready-made solution to the problem.1

Effects of polypharmacy
Polypharmacy is variously defined as a high number of 
medications (eg, more than 5 to 10), use of more medi-
cations than clinically indicated, or use of inappropri-
ate medications. In 2009, 63% of Canadian seniors were 
taking more than 5 medications and 30% of those aged 
older than 85 were taking more than 10 medications.2 
The prevalence is even higher for those living in long-
term care centres.3 The effect of polypharmacy on our 
elderly population is substantial. Polypharmacy is associ-
ated with noncompliance, drug-drug interactions, medi-
cation errors, and adverse drug reactions—including 
falls, hip fractures, confusion, and delirium—accounting 
for a considerable percentage of potentially preventable 
emergency department visits and hospitalizations.4,5

Challenges in addressing polypharmacy
Family physicians might not be aware of potentially use-
ful interventions to reduce medication use, and even if 
they are, these might not be consistently applied. There 
are consensus-developed screening criteria to identify 
inappropriate medications, as well as algorithms and 
mnemonics to help health care professionals conduct 
medication reviews and identify drug-related problems.6 
However, there is little guidance on how to implement 
suggested changes to reduce medication use. Many pre-
scribers are reluctant to make changes, often fearing 
adverse drug withdrawal events7 and saying they do not 
want to “rock the boat.”

Bruyère Continuing Care Geriatric Day Hospital
At the Bruyère Continuing Care Geriatric Day Hospital 

(GDH) in Ottawa, Ont, our elderly patients typically pres-
ent with cognitive impairment, falls, pain, and decon-
ditioning. They attend twice per week for functional 
assessment and rehabilitation with an interprofessional 
team over a 12-week period. Patients referred for medi-
cation review are typically taking 15 medications per day 
and have an average of 9 drug-related problems.8 We see 
prescribing cascades (in which a medication has been 
prescribed to treat a side effect of another medication) 
and adverse effects of medications on multiple systems 
including hypotension, decreased cognition, and poor 
balance. One by one, we taper and stop medications 
for which we have little evidence for continued use and 
those that are probably contributing to adverse effects. 
We focus on reducing pill burden, facilitating indepen-
dent medication management, furthering knowledge and 
understanding of medication use, and communicating 
changes clearly. The outcome can be amazing. We have 
seen patients demonstrate considerable improvement in 
symptoms with reduction in medication.

Clinical vignettes for  
interprofessional education
This commentary introduces a series of clinical 
vignettes—case reports that demonstrate successful 
reduction in medication in our patients (one of which 
appears on page 1300).9 These vignettes provide exam-
ples of how medication burden can be reduced and 
patient quality of life improved so that others might gain 
confidence in stopping medications. 

Each member of our interprofessional team plays a 
role in helping to reduce medication use and monitor 
the effects. These approaches are demonstrated in the 
vignettes. However, we realize that many family physi-
cians do not practise in interprofessional teams or have 
resources such as geriatric day hospitals. Throughout 
the series we will focus on basic principles that all fam-
ily physicians can apply to help reduce the burden of 
polypharmacy in their elderly patients, such as the fol-
lowing.
•	 In a symptomatic patient, could the problem be a 

drug?
•	 Consider which of the drugs a patient is taking are 

beneficial.
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•	 Prioritize drugs for a trial of tapering.
•	 Try to simplify drug regimens to reduce pill burden.10

A community-based physician might feel over-
whelmed when faced with an elderly patient and a 
brown bag of 20 to 30 medications. Our vignettes high-
light that there is no right place to start and that each 
approach is individualized. At the GDH, we often start 
by asking which problem is most affecting patient func-
tion. If there are 2 competing priorities such as ortho-
static hypotension and hypoglycemia, then changes 
can occur concurrently or in succession with close  
follow-up. We recognize that weekly follow-up might 
not be practical in a busy primary care practice. 
Perhaps follow-up can be arranged in 2 to 3 weeks 
with documenting and monitoring done over the tele-
phone by family, caregivers, or the office nurse, or by 
enlisting the community pharmacist. The community 
pharmacist can also help identify drug interactions, 
potentially inappropriate medications (such as those 
with anticholinergic properties), and symptoms that 
might be drug induced. With longer follow-up times, 
the timeline for change implementation might be lon-
ger—perhaps 6 months instead of 3 months. It is often 
challenging to keep track of the greater vision with 
usual progress notes. A helpful timesaving measure is 
having a regularly updated medication care plan at the 
front of a paper chart or added to an electronic medical 
record. Some communities have family physicians with 
care of the elderly training who can be of assistance 
to other primary care providers in managing elderly 
patients with complex medication regimens and multi-
ple medical issues. Some family physicians have found 
it helpful to start by focusing on one potentially inap-
propriate medication for all patients to make tapering 
and monitoring more manageable.

We have included group discussion instructions and 
worksheets so that the vignettes can be used for inter-
professional education in geriatric pharmacotherapy or 
to facilitate a discussion group similar to a journal club—
another method of enhancing confidence in reducing 
medications.

The series is planned for the Canadian Pharmacists 
Journal, Canadian Family Physician, and the CMAJ. Each 
vignette will reference the others and link to online 
resources to facilitate use for case discussion. We hope 
pharmacists, physicians, nurses, and other prescribers 
and health care professionals will find the strategies 
supportive of their own efforts to reduce polypharmacy. 
We hope those who develop clinical guidelines will  
take note and consider how they might include  

deprescribing guidelines to further support tapering and 
stopping of medications when evidence is limited or 
when pharmacokinetic and pharmacodynamic param-
eters affecting medication distribution and effectiveness 
change with age.

We thank the Bruyère Academic Medical Organization 
for its support, our colleagues in the GDH for their col-
laboration, and our patients who willingly work with 
us to taper their medications, in particular the many 
patients who enthusiastically agreed to share their sto-
ries. We hope you enjoy the series and welcome your 
comments and feedback.  
Dr Farrell is Pharmacist at the Bruyère Continuing Care Geriatric Day Hospital 
(GDH) in Ottawa, Ont, Scientist in the Bruyère Research Institute, Assistant 
Professor in the Department of Family Medicine at the University of Ottawa, 
and Adjunct Assistant Professor in the School of Pharmacy at the University 
of Waterloo in Ontario. Dr Shamji is an attending physician at the GDH and 
Assistant Professor in the Department of Family Medicine at the University of 
Ottawa. Dr Monahan is an attending physician at the GDH and Lecturer in 
the Department of Family Medicine at the University of Ottawa. Dr French 
Merkley is an attending physician at the GDH and Assistant Professor in the 
Department of Family Medicine at the University of Ottawa.

Competing interests
None declared

Correspondence
Dr Barbara Farrell, Bruyère Research Institute, 43 Bruyère St, Ottawa, ON 
K1N 5C8; telephone 613 562-6262, extension 1315;  
1e-mail bfarrell@bruyere.org

The opinions expressed in commentaries are those of the authors. Publication 
does not imply endorsement by the College of Family Physicians of Canada.

References
1. Anthierens S, Tansens A, Petrovic M, Christiaens T. Qualitative insights into 

general practitioners views on polypharmacy. BMC Fam Pract 2010;11:65.
2. Primary  health care and prescription drugs—key components to keeping 

seniors healthy. In: Canadian Institute for Health Information. Health care in 
Canada, 2011: a focus on seniors and aging. Ottawa, ON: Canadian Institute 
for Health Information; 2011. p. 51-68.

3. Ramage-Morin PL. Medication use among senior Canadians. Health Rep 
2009;20(1):37-44.

4. Shah BM, Hajjar E. Polypharmacy, adverse drug reactions, and geriatric syn-
dromes. Clin Geriatr Med 2012;28(2):173-86.

5. Zed PJ, Abu-Laban RB, Balen RM, Loewen PS, Hohl CM, Brubacher JR, et 
al. Incidence, severity and preventability of medication-related visits to the 
emergency department: a prospective study. CMAJ 2008;178(12):1563-9.

6. O’Connor MN, Gallagher P, O’Mahony D. Inappropriate prescribing: criteria, 
detection and prevention. Drugs Aging 2012;29(6):437-52.

7. Graves T, Hanlon JT, Schmader KE, Landsman PB, Samsa GP, Pieper CF, et al. 
Adverse events after discontinuing medications in elderly outpatients. Arch 
Intern Med 1997;157(19):2205-10.

8. Farrell B, Szeto W, Shamji S. Drug-related problems in the frail elderly 
[Letter]. Can Fam Physician 2011;57:168-9.

9. Farrell B, Shamji S, Ingar N. Reducing fall risk while managing hypoten-
sion, pain, and poor sleep in an 83-year-old woman. Can Fam Physician 
2013;59:1300-5.

10. Kwan D, Farrell B. Polypharmacy—optimizing medication use in elderly 
patients. Pharm Pract 2012;29(2):20-5.

This article is one of several prepared as part of a collaboration 
among the Bruyère Continuing Care Geriatric Day Hospital, the 
CMAJ, Canadian Family Physician, and the Canadian Pharmacists 
Journal to assist clinicians in the prevention and management of 
polypharmacy when caring for elderly patients in their practices.


