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The AHSN Polypharmacy Programme: 

Getting the Balance Right • Pillar 1: Population Health 
Management

• Using data (NHS BSA Polypharmacy 
Comparators) to understand PCN risks and 
identify patients for prioritisation for a 
Structured Medication Review

• Pillar 2: Education & Training

• Running local Polypharmacy Action Learning 
Sets (ALSs) to upskill the primary care 
workforce to be more confident about stopping 
unnecessary medicines. ALS model originally 
developed and piloted by Wessex AHSN and 
supported by Health Education England (HEE) 

• Pillar 3: Public Behaviour Change

• A menu of public-facing campaigns to change 
public perceptions of a “pill for every ill”  and 
encourage patients to open up about 
medicines. e.g., Me + My Medicines, Are Your 
Medicines Working For You?

The core principle of Polypharmacy
is to support local systems address 
problematic polypharmacy through:

Polypharmacy Community Practice/ 

Health Learning System
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The Size and Scale of Polypharmacy
Medicines are intended to help patients but 
they can cause harm…

In England in Sept 2022, 
there were 951,037 
people who received 10 
or more medicines and 
383,354 of them were 
aged 75 or over. 

Over a six-month period, 

over three quarters of 
people over the age of 
70 will have an adverse 

drug reaction

A person taking 10 or 

more medicines is 300% 
more likely to be 

admitted to hospital

There has been a 53% 
increase in the number 

of emergency hospital 
admissions caused by 

adverse drug reactions 

Polypharmacy adds preventable cost to the healthcare system and
diminishes quality care for the patient

Most of the harm from polypharmacy is preventable….. 

We dispense over 1 billion prescription items per year in Primary care in England 





MEDICATION SAFETY
A recent national report outlines the scale of the issue. Key points include; 

• A medication error is a preventable event that may lead to inappropriate medication use or 

patient harm.

• Errors were more likely in older people, or in the presence of co-morbidity and polypharmacy.

• It was estimated that 237 million medication errors/year occur at some point in the medication process in England. This is a large number, but 72% have 

little/no potential for harm. It is likely that many errors are picked up before they reach the patient, but we do not know how many.

• It was estimated that 66 million potentially clinically significant errors occur per year, 71.0% of these in primary care.  This is where most 

medicines in the NHS are prescribed and dispensed.   Prescribing in primary care accounts for 33.9% of all potentially clinically 

significant errors.

• Error rates in the UK are similar to those in comparable health settings such as the US and other EU countries.

• There is little evidence about how medication errors lead to patient harm. 

The estimated NHS costs of definitely avoidable ADRs are

• £98.5 million per year, consuming 181,626 bed-days, causing 712 deaths, and contributing to 1,708 deaths. 

This can be divided into:

• Primary care ADRs leading to a hospital admission (£83.7 million; causing 627 deaths);

• Secondary care ADRs leading to a longer hospital stay (£14.8 million; causing 85 deaths, contributing to 1,081 deaths).

Non-steroidal anti-inflammatory drugs, anticoagulants and antiplatelets cause over a third of admissions due to avoidable ADRs. Gastrointestinal (GI) bleeds 

are implicated in half of the deaths from primary care ADRs. 

Older people are more likely to suffer avoidable ADRs.



https://bmjopen.bmj.com/content/bmjopen/12/7/e055551.full
.pdf

Over 1,000 medical admissions reviewed.

218 (18.4%) of admissions identified with an ADR 
90.4% were ADRs that directly resulted in or contributed to admission
Those with ADRs were on average taking more medicines (10.5vs 7.8 
p<0/01)
And had more comorbidities than those without ADRs
Drugs most commonly implicated were 
• Diuretics (14.2%)
• Steroids (12.4%)
• PPIs ( 8.3%)
• Chemotherapy ( 7.3%)
• Antiplatelets (7.4%)
• ACE/ A2RB (6.4%)
• Opioids ( 6%)
40.4% of ADRs were considered avoidable 
Mortality rate 0.34%
Average LoS was 6 days. 
National extrapolated costs £2.21 billion. 



The Impact of Medicines in older people 

In a recent study in Newcastle

https://bpspubs.onlinelibrary.wiley.com/doi/10.1111/bcp.15211

Each additional medication prescribed was associated with a 3% increased risk of mortality (hazard ratio: 1.03, 95% 
confidence interval: 1.00–1.06). Amongst the very old, the risks and benefits of each additional medication prescribed 
should be carefully considered.

Not forgetting the many benefits of medication, potential reasons for the association between polypharmacy and 
mortality in the very old include adverse drug-reactions, non-adherence and inappropriate prescribing –be it through 
drug-drug interactions; improper doses, indications or durations; high-risk medicines or prescribing omissions. 
Indeed the very old are likely to be sensitive to medication prescription due to age-related pharmacokinetic and 
pharmacodynamic changes, coupled with multimorbidity, cognitive impairment and/or frailty. In other words, they 
have fewer physiological reserves to withstand potential adverse effects of multiple medications.

https://bpspubs.onlinelibrary.wiley.com/doi/10.1111/bcp.15211


What are we doing about it?

IT’S GLOBAL
WHO has said “given that medicines are the most common
therapeutic intervention, ensuring safe medication use and
having processes in place to improve medication safety should be
of central importance”.

IT’S A BIG CHALLENGE AND GROWING
We dispense over a billion prescription items a year in primary 
care in England each year. 
Age UK have recently highlighted the issue

RPS published guidance

ACTION IS NEEDED
NHS BSA Polypharmacy Prescribing Comparators tool is available
to help GPs and Pharmacists find the people most at risk.

Shared Decision Making consultations are helping clinicians and
patients to reach agreement about what is important to the
patient and what is clinically important.



Update
QOF

Overprescribing review published September 2021

NICE guidance on Shared Decision Making ( SDM ) 

published June 2021

Strategic and Policy Context

NHS Long Term Plan

Commitment to increase the number of Pharmacists 
working in General Practice. Highlights the importance 
of Structured Medication review 

Primary Care Networks

Funding for PCNs to secure Pharmacists



THE WORKING GROUP – A collaboration of 
clinicians,  data analysts, statisticians and others 
developing a practical tool with real patient 
benefits. 



Process for 
establishing 

NHS BSA 
prescribing 

comparators

Wessex AHSN convenes a working group comprising the following members: 
•GPs with an interest in the topic or    with previous experience in participating in 
comparator development in the past. 
•Pharmacists who will be working with the comparators at GP practice or PCN level. 
They need to have a working knowledge of ePACT2 but do not need to be data 
experts. 
•Data analysts NHS BSA
•Statisticians NHS BSA
•Clinical Lead Medicines Optimisation (Chair) 
•NHS BSA Senior Manager. 
•Senior Pharmacist with data experience and expertise. (Simon Cooper) 
•Wessex AHSN Programme Management.

Group convenes to set out objectives and guiding principles. 
Agrees broad themes for comparators and highlight limitations.
Starts to develop a wish list of comparators.
NHS BSA work on first iteration of the comparators.
NHS BSA present a prototype to the group for discussion. This stage usually uses data, 
from the organisations to which wider working group members belong, to enable a 
sense check. 
Group reviews the prototype and discuss amendments and/or improvements. 
Smaller working group (Chair, NHS BSA and Senior Pharmacist) hones the comparators 
and refine the prototype.
Smaller working group begins to draft the specifications. See Annex 1 for headings. 
Wider working group reviews the specification and comparators and provide sign off 
for wider (national) testing.

Clinicians are selected for a wider (national) testing event. These are 
pharmacists and GPs who are interested in prescribing data but are not 
necessarily experts in the topic of the comparators. 
At a national testing event (with 2 -3 delegates per AHSN geography) the 
comparators are presented and then small groups discuss each comparator.
For each comparator, the delegates are asked to discuss. 
Is it useful?
Is it valid (are there any health warnings)?
How would you use it?
What other data sources might make it more meaningful?
In or out? i.e., should it be included in the final published measures?
Are there any other measures that the group could suggest?
Positive response?
All responses are pooled and then the smaller working group will review and suggest 
amendments.    Final specification and measures shared with the working group.  

Specification is signed off by the smaller working group. 
Communications plan and launch date agreed. 
Stakeholder list is shared with the wider working group prior 
to launch to ensure everyone is included
Comms teams from BSA, Wessex AHSN and NHS will be key 
leads. 

Stage 1 – Wider working group

Stage 4 –
Publication

Stage 3 – Wider testing

Stage 2 - Development
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Polypharmacy comparators development process 



The role of the NHS BSA Polypharmacy 
Prescribing Comparators

Use the data tool see how GP practices’ prescribing (both volume and risky 
combinations of medicines) compares to others’ in England. 

Benchmarking polypharmacy prescribing

The tool helps GP practices to quickly and reliably prioritise the areas where practices 
have the most risk (because you can’t review everyone) 
Then, without any additional technology or kit, the GP practice can identify which of 
their patients most require a medication review.

Prioritise and identify those at risk from harm

The data is updated every month so clinicians can quickly see the impact of their 
interventions. 

Measure the impact of interventions

2.

1.

3.

The NHS BSA Polypharmacy prescribing comparators are available at Practice, PCN and ICB level  
in England



The average number of 
unique medicines prescribed 

per patient

Percentage of 
patients prescribed 

multiple 
anticoagulant 

regimes

\

Percentage of patients 
prescribed 8 or more unique 

medicines, 10 or more 
unique medicines, 15 or 

more unique medicines, 20 
or more unique medicines

Percentage of older 
patients prescribed 

medicines likely to cause 
Acute Kidney Injury 

(DAMN Drugs)

Patients prescribed 4,5 
or 6 ( or more) 

medicines with low to 
moderate and 

moderate to high 
anticholinergic activity

Percentage of patients 
prescribed a NSAID and 

one or more other 
unique medicines likely 
to cause kidney injury 

(DAMN medicines)

Volume comparators Clinical/ therapeutic comparators

Patients concurrently 
prescribed 5 or more 

analgesics

Patients prescribed 
and SSRI or and SNRI 

concurrently with 
other medicines 

known to increase the 
risk of bleeding. 

Patients prescribed 
2,3, 4 or more 

medicines with an 
unwanted 

hypotensive effects 

What do the comparators measure?



Service requirement 1: 

Identification of patients 

3.1 From 1 October 2020, each PCN must use 

appropriate tools to identify and prioritise patients 

who would benefit from a SMR, which must 

include those: 

• in care homes 

• with complex and problematic polypharmacy, 

specifically those on 10 or more medications 

• on medicines commonly associated with 

medication errors

• with severe frailty, who are particularly isolated 

or housebound or who have 

• had recent hospital admissions and/or falls 

• using potentially addictive pain management 

medication. 



Polypharmacy prescribing comparators
in action: 

See https://youtu.be/iqKf1Lz0eq4 for “live” demonstration

https://youtu.be/iqKf1Lz0eq4


On publication, it was very well received…

First published in Summer 2017
This work filled a very significant gap in 
the data resources in England.
GPs and Pharmacists working 
in primary care had no idea if their 
prescribing was worse, 
better or more risky than others.



Limitations

• Historically, prescribing information was derived from the reimbursement processes for 
dispensed medicines. However, the BSA is now able to capture extra information that 
undoubtedly adds value to prescribing measures. 

• The NHS number can now be linked to prescription items. In this way, we are able to demonstrate 
much better the quality of prescribing in key areas. 

• The polypharmacy prescribing comparators were the first suite of measures to take advantage of 
this development. 

• Between January and December 2020 an NHS Number was captured for 97.15% of sampled 
prescription forms. The accuracy rate for NHS Number was found to be 99.99%.

• Age was available for 94.88% of sampled forms with an accuracy rate of 99.95%.

• ICBS are encouraged to drive up the uptake of EPS. 



Health Inequalities 

Top 5
Cheshire and Merseyside 99A (Liverpool)
Lancashire and South Cumbria 
Stafford and Stoke on Trent 
Cheshire and Merseyside 01T ( South 
Sefton)
South Yorkshire

Lowest 5
Bristol, North Somerset and South Glos
Frimley
NHS Sussex
Hertfordshire and West Essex
Surrey Heartlands 



Health Inequalities 

Top 5
Cheshire and Merseyside 01J (Knowsley) 
Cheshire and Merseyside 99A (Liverpool) 
Greater Manchester 14L (Manchester 
CCG)
Greater Manchester 01Y (Tameside and 
Glossop)
Cheshire and Merseyside 01F ( Halton) 

Lowest 5
Mid and South Essex
BOB 10Q ( Oxfordshire)
BOB 15A ( Berkshire West)
BOB14Y ( Buckinghamshire) 
Surrey Heartlands 



Manchester CCG























Core patient messages…….

✓ Polypharmacy is not about reducing medicines costs – it is about making sure you are only 
on the medicines you need, to live well and avoid unnecessary or unplanned visits to 
hospital.

✓ As you get older, medicines may no longer be appropriate for you as your body changes. It 
may be time for a medication review.

✓ Taking too many medicines increases your risk of going into hospital.

✓ So – you should know your medicines. If not, speak to your Pharmacist or GP.

✓ Don’t stop taking medicines without a review. Your local Community Pharmacist can review 
how you use your medicines and make recommendations to your GP. Ask them today.

Meet Mo:  https://vimeo.com/228944919



Patient stories………….



COMPARING DATA FROM BEFORE JULY 2017 (PUBLICATION DATE OF COMPARATORS) TO 
JUNE 2019:

9,400 fewer patients 
prescribed 10 or more unique 
medicines

58,300 fewer patients 
prescribed two or more unique 
medicines likely to cause kidney 
injury (DAMN medicines)

25,900 fewer patients 
prescribed a NSAID and one or 
more other unique medicines 
likely to cause kidney injury 

7,500 fewer patients 
with an anticholinergic burden 
score of 6 or more aged 65 and 
over and 

4,800 fewer patients 
with an anticholinergic burden 
score of 6 or more

700 fewer patients prescribed 

two or more anticoagulants and 
antiplatelet medicines

What about patients?



A Case Study 

• Using the data, the North East Hampshire and Farnham CCG Care 

Home Pharmacist has has undertaken over 250 reviews and made 

over 800 interventions. As a result; 

• The average number of medicines per patient has reduced from 

9.4 to 7.6 

• The average anticholinergic burden score has reduced from 1.39 

to 1.00 

WHO have cited evidence that 
pharmacist-led medication reviews 

reduce hospital admissions.



The NHS Long Term Plan relies on Pharmacists 
working in GP practices to carry out structured 
medication reviews - If they can’t find and 
prioritise the patients to review then they may 
not make best use of precious time and risk 
missing patients who will be harmed.



Step 3: Request the NHS numbers of the patients that the NHS BSA data shows 
make up the comparator you have decided to focus on. ( could be volume, could 
be therapeutic) nhsbsa.informationsystems@nhs.net

Step 4: Triage the list, some patients may have been seen already, prioritise
e.g older, not been seen recently, in a care home, overdue blood test.

Step 5: Carry out shared 
decision making structured 
medication reviews. 

Step 1: review your data and identify key areas for your PCN/ Practice

Step 2: Think about your skill mix and capacity. Think about how 
many sessions you have for Multimorbidity structured medication 
reviews. 

Step 6: Review the polypharmacy 
data. What has been your impact? 
What did you learn?

Bringing it all together


