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What is polypharmacy?



Ageing well with HIV

● Over 50% of people living with HIV in the UK are over 50 years of age(2023), as 
a result of successful treatment as well as new diagnoses in older age.

● This is predicted to rise further
● As people age, the number of comorbidities people live with increases, and 

polypharmacy is introduced
● The prevalence of comorbidities and other age-related conditions is higher in 

people living with HIV
● Polypharmacy is both a consequence of prescribing lifelong ART and non-ART 

medication



Polypharmacy

Commonly described as 5 or more medications, exact 
number not as relevant; also discussion about whether 
this should include ART?

An increased number of meds has been shown in 
studies to correlate with negative clinical outcomes: 
DDIs, ADRs, non-adherence, increase in subsequent 
healthcare costs (reduced cognitive impairment, falls, 
etc), reduced patients’ quality of life



Appropriate

'Prescribing for an individual for 
complex/multiple conditions in 
circumstances where medicines 
use has been optimised and are 
prescribed according to best 
evidence.'

Problematic

'The prescribing of multiple medicines 
inappropriately, or where the intended benefit of 
the medicines are not realised.‘

Why?
• Lack of evidence base
• Risk of harm likely to outweigh benefit
• Drug combinations are hazardous due to 

interactions
• The overall demands of medicine-taking, or 

‘pill burden’, are unacceptable to the 
patient, resulting in incomplete adherence

• prescribing cascade



What can we do to 
address polypharmacy?



Structured Medication review

● comprehensive review of a patient’s medication, considering all aspects of their 
health, including balance of benefits and risks of continuing medication or 
alternative options. This should be a shared decision process between clinician and 
patient, ensuring it is person-centred.

● The objective: reaching an agreement with the patient about treatment, optimising 
the impact of medicines, minimising the number of medication-related problems, 
and reducing waste

● Ideally completed annually



Structured Medication review

● Obtain a full medication history, including privately obtained meds, eg, internet 
bought

● Review medication use: what are they taking, does it work, does it cause any side 
effects, do they have any concerns about their meds?

● Review list for DDIs and common side effects
● Obtain relevant medical history: appropriateness of current medication, as well as 

patient understanding
● Review each medication for appropriateness
● List and prioritise medication-related problems and discuss proposed changes with 

the patient



Address adherence

How are they managing their medication? In bottles / blisters / 
dosette boxes – can they open these? Can they read labels?

What social support is available?

Use of reminder aids / devices / alarms – would this be helpful?

Patients understanding of their medication and schedule

Swallowing difficulties

COM-B Framework: key components of adherence behaviour:
Capability, Opportunity, Motivation
Can be used to identify and implement interventions to support adherence



Deprescribing / medication 
optimisation



Definitions

Medicines optimisation

a person-centred approach to safe and effective medicines use, to ensure people obtain the 
best possible outcomes from their medicines.

Deprescribing

The complex process required for the safe and effective reduction or withdrawal of 
inappropriate medications. Takes into account the patient’s physical functioning, co-
morbidities, preferences, and lifestyle.

May use the term ‘appropriate prescribing’

Underprescribing

The omission of potentially beneficial medications that are clinically indicated for treatment or 
prevention of a disease.



Deprescribing
● Important to involve the patient/carer in all healthcare decisions
● Continue to liaise with GPs and other specialists prescribing for that patient to 

ensure seamless care & duplication
● When thinking about deprescribing, need to consider level of frailty as 

opposed to chronological age, eg, secondary prevention meds
● Keep in mind, in frailty, treatment targets will differ

○ For example, thresholds for glucose control or blood pressure may not be as 
strict in elderly, frail patients

○ This may not be as applicable to patients living with HIV who present with 
frailty at a much younger age



Deciding to stop / reduce
Discontinue 
● Stop one at a time 
● Gradually 
● Consider rebound 
● Enlist help of seniors or specialists

Continue 
● Optimise therapy 
● Reduce dose/frequency/ prn 
● Substitute with a safer drug, formulation, schedule 
● Wait and see 



Also need to consider ART
● Is the current ART still appropriate?

● Consider a 2-drug regimen – would this minimise drug exposure and/or 
toxicities?

● DDIs to be considered as co-medications or co-morbidities increase

• Use of Liverpool DDI checker



Medication toolkits



Practical Tools

Identify medication burden:  
AGS BEERS Criteria + ACB burden 
calculator + MediChec

Assess appropriateness: 
Medication Appropriateness 
Index (MAI) + STOPP/START  

Deprescribing:                                
MedStopper + Deprescribing.org 
algorithms 

Adjust for frailty or EOL: 
STOPPFrail

NICE & EACS:
- STOPP/START 
- AGS BEERS



Anticholinergic Burden Calculator

What the calculator does:
o Scores cumulative anticholinergic effect

o Higher burden = higher risk of adverse effects, 
especially in older or vulnerable patients

o Anticholinergic burden strongly linked with 
cognitive decline, dementia, falls, and even 
early death—every additional ACB point 
increases mortality risk by ~26% over 2 years

Antimuscarinics/Anticholinergics - Mechanism:
 Block acetylcholine, a key neurotransmitter

 Acetylcholine controls many parasympathetic 
functions: bladder emptying, heart rate, saliva, 
temperature regulation, vision, and gut 
movement.

 In the brain, acetylcholine supports alertness, 
concentration, and learning.

Anticholinergic Medication Use and Cognitive Impairment in the Older 
Population: The Medical Research Council Cognitive Function and Ageing 
Study - Fox - 2011 - Journal of the American Geriatrics Society 



Falls & fractures → lead to immobility, 
hospitalisation complications (e.g., pneumonia, clots)

Arrhythmias (fast/irregular) → risk of 
sudden cardiac death/cardiovasc events

Severe delirium/confusion → failure 
to eat/drink, infections, higher mortality

Cumulative frailty → increases overall 
risk of hospitalisation and death



www.acbcalc.com



www.medichec.com



Table 1. Medications considered as potentially inappropriate
Table 2. Medications potentially inappropriate in patients with 
certain diseases or syndromes
Table 3. Medications to be used with caution
Table 4. Potentially inappropriate drug–drug interactions
Table 5. Medications whose dosages should be adjusted 
based on renal function

The Beers Criteria helps decide potentially inappropriate 
medication due to age-related changes in metabolism, 

comorbidities, and higher sensitivity to side effects

Beers Criteria (AGS)





Alternative 
Treatments

The 2023 AGS Beers Criteria, together with 
the companion guide ‘Alternative 
Treatments to Selected Medications in the 
2023 Beers Criteria’, identifies high-risk 
drugs in older adults and suggests safer 
alternatives grouped by disease state



Medication 
Appropriateness 
Index



STOPP/START
STOPP: Identifies potentially inappropriate 
prescriptions to reduce adverse events and 
polypharmacy.

START: Highlights omissions of indicated
treatments to ensure appropriate medicines 
are prescribed.

 114 criteria total → 80 STOPP + 34 START
 Developed by experts (doctors, 

pharmacists, pharmacologists, GPs) across 
13 European countries

 Organised by body systems (e.g., 
cardiovascular, CNS) with explanations for 
each criterion

 Proven impact: RCT evidence shows use of 
STOPP/START → improved prescribing 
appropriateness & fewer omissions in older 
hospitalised patients





MedStopper
How it Works: 
 All patient medications are entered along with their 

indications
 Provides tapering guidance and symptom alerts
 The tool ranks drugs from “most to least likely to 

stop” using three criteria:

1. Potential to improve current symptoms
2. Potential to prevent future illness
3. Likelihood of causing harm

Guides clinicians in safely reducing or 
stopping medications in older adults.



www.medstopper.com



Deprescribing.org

Proton Pump Inhibitor 

Anticholinergics

Antipsychotics

Benzodiazepines

Antihyperglycemics



Deprescribing.org
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Deprescribing.org

Proton Pump Inhibitor 

Anticholinergics

Antipsychotics

Benzodiazepines

Antihyperglycemics



STOPPFrail
What it does:

● Tailored tool identifying 27 potentially inappropriate 
meds in frail older patients with limited life 
expectancy

Why it matters:
● Promotes deprescribing in palliative or advanced 

frailty context, shifting focus to comfort and benefit 
rather than disease prevention.



Case studies:
managing polypharmacy 



Deprescribing is hard: Barriers

● Easier to leave things alone

● Easy to start drugs but difficult to stop

● Little evidence/guidance on how to deprescribe safely

● Medico-legal concerns

● Drug withdrawal in older people can be unpredictable/risky 

● Time-consuming (if doing it properly)

● GP (and other specialists) reluctant to stop drugs where started by specialists or 

where there is a +ve guideline recommendation 

● Consent and capacity issues in older people 



Case 1: 60-year-old male 

Problems identified from clinic:
● Undertreated hypertension  
● Hypokalaemia 
● Urinary urge with incontinence 
● Persistently elevated ALT 
● Mobility impairment secondary to OA of 

right hip 
● Non-frail on review 



Case 1: drug considerations 



Case 1: post review 

Regular drugs:
● Odefsey (Emtricitabine, rilpivirine, TAF) 
● Atorvastatin 20mg ON
● Amlodipine 10mg OM
● Losartan 50mg OM 
As needed drugs: 

● Co-dydramol  2 QDS 
● Promethazine 25mg ON prn

Other interventions from clinic: 
● Orthopaedic review for hip pending 
● Alcohol reduction advice 
● Review of urinary symptoms off 

indapamide
● Ongoing up-titration of anti-

hypertensive



Case 2: 66-year-old male 
Additional comorbidities: 

● Osteoporosis with T8 fracture 
● Peripheral neuropathy 

Problems identified from clinic:
● Multifactorial falls 
● Profound fatigue 
● Dizziness with no postural drop 
● Low sodium 
● Osteoporosis off treatment (had five 

years of alendronate)
● Symptoms of benign prostatic 

hypertrophy pending urology 



Case 2: drug considerations 



Case 2: Post review

New drug list 
● Dovato: dolutegravir, lamivudine
● Ramipril 5mg OM
● Atorvastatin 20mg ON
● Calcium and Vitamin D3 
● Folic acid 5mg OM
● Hydroxyzine 25mg ON 
● Alendronate 70mg weekly
● Tamsulosin MR 400mcg OM
(number of drugs increased)

● Still has polypharmacy – hard to avoid 
completely 

● Non-pharmacological advice - orthostatic 
hypotension 

● Dental intervention pending further 
osteoporosis treatment (high risk of 
osteonecrosis of jaw)

● Smoking cessation advice 



Case 3: 77-year-old male 
Additional comorbidities: 

● CKD stage 3 a
● CIDP with double incontinence 
● Treated Hep C with cirrhosis 

Problems identified from clinic:
● Problematic polypharmacy 
● Recurrent falls with orthostatic 

hypotension 
● Recurrent hypoglycaemia
● Decompensated liver disease – ascites
● Frailty with unmet care needs  



Case 3: drug considerations 



Case 3: Post review

New drug list 
● Lamivudine
● Dolutegravir 
● Rosuvastatin 20mg ON
● Citalopram 20mg OD
● Sodium valproate 500mg OD
● Levothyroxine 50mcg OD 
● Lantus OD 
(7 drugs from 10)

● Still has polypharmacy – hard to avoid 
completely 

● Opportunities to:

○ further deprescribe

○ simplify regimen – injectable insulin to oral 
hypoglycaemic 

● Non-pharmacological advice - orthostatic 
hypotension (avoided drug treatment)

● Also needed:

○ New care package

○ Bladder and bowel team input

○ Community falls team 

○ Advanced care planning for CLD



Summary: The geriatrician’s perspective 

● Multimorbidity associated with prescription accumulation 
● Polypharmacy linked to frailty and adverse outcomes 
● Top 5 reason for referral to our HIV ageing service (Brighton)

● Medication review should aim to:

○ identify, and where possible deprescribe what is inappropriate 

○ identify, and consider where missing drugs are needed or doses could 
be optimised

● Ideally this should be part of a comprehensive geriatric assessment 
● Decisions should be made with patients and communicated clearly  


