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In England in September 2023, there were 993,019 
people who received 10 or more medicines. 
402,462 of them were aged 75 or over. 
135,056 were aged 85 or over.  BNF Ch 1-4 and 6-10 

Over a six-month period, over three quarters of 
people over the age of 70 will have an adverse drug 
reaction. (1) 

A person taking 10 or more medicines is 3 times 
more likely to suffer harm  (2) 

16.5% of unplanned hospital admissions are due 
to Adverse Drug Reactions and Polypharmacy.  
There has been a 53% increase in the number of 
emergency hospital admissions caused by adverse drug 
reactions. (3) 

Polypharmacy adds 
preventable cost to the 

healthcare system 
and

diminishes quality care for 
the patient.

We dispense over 1 billion 
prescription items per year in 

Primary care in England. 
Extrapolated annual costs to 

the NHS in England from 
hospital admissions due to 

Adverse Drug Reactions is 
£2.21 billion.

Why is this important? The size and scale of polypharmacy

Medicines are intended to help patients, but they can cause harm

Most of the harm from polypharmacy is preventable….. 



The Health Innovation Network  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

Pillar 1: 
Population 

Health 
Management

Pillar 2: 
Education & 

Training

Pillar 3: Public 
Behaviour 

Change



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
Thus, ADRs accounted for 16.5% of all medical admissions 
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. 
Reducing inappropriate polypharmacy should be a major aim for preventing 
ADRs. 



Study 
Data from 1,256 GP practices.
Patients over 40 with Systolic BP of 130-179 mmHg and no previous 
antihypertensive.
Primary outcome hospitalization and or death within 10 years  or falls. 
Secondary outcomes hypotension, syncope, fracture AKI, gout.

Findings
Of the 3,834,056 patients followed for a median of 7.1 years, 
12.6% were prescribed an antihypertensive in the 12 months before the 
index date. 

Antihypertensives were associated with an increased risk of 
hospitalisations and falls. 
The absolute risk was low, except in 80–89-year-olds or those with 
severe frailty where the risks ( 61 and 84 per 10,000 patients treated 
per year respectively) were similar to the likelihood of benefit from the 
antihypertensive. 

Conclusion 
In these populations, physicians may want to consider alternative 
approaches to management of blood pressure and refrain from 
prescribing new treatment. 



https://pubmed.ncbi.nlm.nih.gov/35894932/

https://pubmed.ncbi.nlm.nih.gov/35894932/


Four potential interventional strategies to improve deprescribing practice were recognised: 
1. shared decision-making (three Context-Mechanism-Outcome-Configurations (CMOCs))
2. continuity of care and development of trust (five CMOCs) 3. monitoring (four CMOCs)
4. multidisciplinary teams (three CMOCs). 

Our final programme theory described/explained the components needed to reduce the cognitive/ emotional 
load to enable tailored (de)prescribing practice. These components were the presence
of an 
• enabling infrastructure (including clarity of professional roles, building professional skills and confidence, 

recognising the value of distinct generalist and specialist skills within a multidisciplinary team, supporting 
continuity of approach and addressing incentive structures); 

• consistent access to the high-quality (including contextual) data needed for tailored decisions; 
• support for the generation of shared understanding of the meaning/purpose of medicines, enabling 

tailored explanations of medicines use; 
• and the ongoing monitoring of effect (continuity of support), contributing to establishing and maintaining 

trust. Our findings extend existing models of good practice by recognising the need 
• to consider the impact of prescribing decisions beyond biomedical/pharmacological effects, and by 

demonstrating the need to include organisational/contextual factors in models of best practice. 



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 (SMR)

Primary Care Networks

Funding for PCNs to secure Pharmacists

Update

QOF



5.In general practice and urgent care, pharmacists 

supported by pharmacy technicians, and working more 

closely with community pharmacy teams, will continue to 

use population health techniques to case-find and see 

patients who need structured medication reviews. As more 

care moves out of hospital settings, pharmacy 

professionals will work in teams with their specialist 

colleagues in secondary care to treat more complex 

cases. 





Structured Medication Reviews

• SMRs are the best tested intervention for reducing problematic polypharmacy; estimates 
for the percentage reduction in the number of medicines a patient is taking range between 
2.7% (Baqir et el, 2017) and 9.9% (Appendix D: Health Economics Analysis of 
Polypharmacy Reviews).

• In care homes, SMRs can reduce the number of medicines a person takes by around 
19.5% (Baqir et el, 2017).

• The OSCAR study that has looked at over 100,000 SMRs: early findings look encouraging. 

• BUT important that patients understand the SMR and its purpose. 

https://pubmed.ncbi.nlm.nih.gov/31156894/
https://managemeds.scot.nhs.uk/for-healthcare-professionals/help-more-info/appendices/appendix-d-health-economics-analysis-of-polypharmacy-reviews/
https://managemeds.scot.nhs.uk/for-healthcare-professionals/help-more-info/appendices/appendix-d-health-economics-analysis-of-polypharmacy-reviews/
https://pubmed.ncbi.nlm.nih.gov/31156894/
https://www.phc.ox.ac.uk/research/hypertension/optimising-structured-medication-reviews-oscar-a-mixed-methods-process-evaluation-with-integrated-real-time-observational-cohort-study




Action Learning Sets are a structured method enabling small 

groups to address complicated issues by meeting regularly 

and working collectively. 

This tool is especially geared to learning and personal 

development at the professional and managerial levels.

Pillar 2 Action Learning Sets 



Our Polypharmacy ALS Story Year Activity 

2018 Adapt Health Foundation model: 2 
pilot cohorts in Southampton

2019 Review and retest: 2 cohorts in Dorset
University of Southampton Evaluation

2020 HEE South fund 9 cohorts across 
Wessex, Oxford, Southwest and West 
of England.  COVID-19 move to virtual 
delivery.

2021 6 virtual cohorts: feedback shows 
positivity and outcomes maintained.  
Harder to deliver for facilitators but 
reach increased.

2022 AHSN National Polypharmacy 
Programme: scale up
ALS Findings published in BMC Medical 
Education 2022 



Aims and Objectives

These action learning sets were originally based on a model of work funded by the Health Foundation in 
Yorkshire and Humber. We have built on the work over the last four years and the independent evaluation led 
to HEE commissioning us to run 6 new cohorts in 2021 and 6 more in 2022. They are now part of a national 
scaleup program. 
This work aims to get a better understanding of why medicines that are not clinically appropriate aren't always 
stopped and provide support for GPs and Pharmacists conducting polypharmacy medication reviews.

We aim to 
1. Understand from delegates the barriers ( practical and cognitive) to systematically stopping medicines that 

are no longer warranted in older patients.
2. Explore with delegates how we can address some of these barriers within General Practice and support 

better medication reviews.
3. Provide a deeper understanding of shared decision making and how to incorporate this into all medication 

reviews ( especially for older people with multimorbidity) 
4. Outline some of the many tools available to help prescribers to conduct successful medication reviews and 

test if the eLearning for high-risk medicines is useful
5. Replicate the impact already shown in the Southampton University Independent Evaluation 

Supports recommendations 16 and  18 of NOR ( education and training, data science) 



Polypharmacy Action Learning Sets 

DAY 1
What is Polypharmacy?
Seeing this through the 
patient’s eyes.
Group work: Medicines you 
are confident and not 
confidence to stop. 
Exploring personal and 
structural barriers to stopping 
medicines. 

DAY 2
Review of session 1
Share your findings from 
medication reviews.
Theory: Shared Decision 
Making
Tools to help- what's out 
there? 

DAY 3
Review of session 2
How was SDM for you?
Group work to look at actual med 
reviews, what went well and what 
can be done better?
Support from Community Care of 
the Older Person Consultants and 
experienced Pharmacists.
What are the gaps?  Pathways.

Undertake a 
medication review

Carry out a shared 
decision-making 

medication review.

Complete post 
workshop 

questionnaire

Homework -
Back at base

QI 
project 
and 
Poster







Impact to date & 23/24

Aim for 1,000 
by March 

2024

68

'Other'

389 
Pharmacists

152

GPs

638 
Delegates

23

ALS Cohorts

38 

QI Posters 

21 

Pipeline 
Trainers 

6

Accredited 
trainers

17 
Polypharmacy 

Educators 



ALS 5 Years  - what have we learnt?

Barriers to deprescribing and contributors to 
over prescribing.
Peer support helps. 
Language matters.
Geriatricians rock!
This type of support is leading to change. 
Train the trainer model.
Its all about the patient and what matters  
most to them. 



Barriers to stopping medicines 

£

Personal barriers

Environmental
barriers

• Confidence to stop 
• Time pressures 
• Resources 
• Patient expectations
• Different healthcare professionals to stop 

medicines have different priorities re stopping 
medicines

• Not confident in all areas
• Pressure patient/carers
• Lack of evidence
• Worry about causing harm
• Time to think and do it well
• Difference of opinion with/to colleagues
• Lack of knowledge/information resource

• Specific medications – potential harm
• Not really knowing what patient is doing with 

their medications
• Records: Why drug started? Working in the dark
• Repeat processes
• Time: medication reviews ‘hijacked’
• Fear of causing harm: stop medications and 

then an event happens/peers wouldn’t support 
your decision

• Fear of litigation
• Individual’s knowledge – so much to keep up to 

date with

• Transfers of Care -medicines reconciliation
• Aging population with multi morbidities
• QOF.  Targets driving action
• Lack of time
• Lack of expertise/evidence
• Fear of consequences
• Lack of process in primary care
• Patient expectations/Family pressure
• High proportion of nursing homes
• Multiple prescribers for 1 individual
• Conflicting information – quality/source
• Specialist prescribing
• Training needs – both existing and new 

pharmacists

• Electronic tools/different IT tools
• Pain prescribing and pathways
• Checklist prescribing
• Single condition focus
• Blame game
• Medical advancement – more and more drugs
• Patient Confidence – multiple clinicians – patient 

confusion
• Communication pathways
• Prescriber confidence
• Media influences



Top “challenging” therapeutic topics that 
delegates highlight  

• Managing pain in older people (Opioids and NSAIDs)

• Managing Heart Failure in frail older people ( pts 

unable to tolerate the number and side effects of the 4 

pillars) 

• Cardiovascular disease in frail older people ( statins, 

Hypertension, anticoagulants, QoF targets)

• Mental Health  - stopping Antidepressants, 

Antipsychotics, Dementia medicines 



https://gpevidence.org/

https://gpevidence.org/


Geriatricians rock!
• “The moment I saw the work the Action Learning Set team were doing I wanted to be part of it. 

Supporting GPs and prescribers to put their patients at the centre of their decisions, to understand 
patients’ goals, to be honest about uncertainty, side effects and unwanted medicine and to recognise
good medicines too - wow what a goal! This project is all about improving the lives of patients and 
prescribers and I love it”. Dr Lucy Pollock, Consultant Geriatrician, Somerset Foundation NHS 
Trust.

• “I love to contribute to the ALS teachings because I know our older patients often are subjected to 
polypharmacy and suffer the associated side effects. Also, it is clear to me that clinicians very often 
lack confidence to deprescribe and don't feel they know how to go about it. I have learned much in 
the sessions myself, by sharing experiences with others and listening to their own anecdotes.   I 
always say that deprescribing is one of the few areas where we have control and can make a definite 
difference. Many other problems in our patients are irreversible and progressive but we CAN stop 
medication that has or can become harmful”.  Dr Ana Phelps, Consultant Geriatrician working 
at Buckinghamshire Healthcare NHS Trust

•

“I am very passionate about highlighting the negative effects of polypharmacy and the consequence 
to patients' quality of life. This is a fantastic forum of ideas and discussion to socialise the principles 
of deprescribing and drive a better future for our patients”. Dr Robin Fackrell, Consultant in 
Geriatric and General Medicine, Royal United Hospitals Bath NHS Foundation Trust



Delegates 
feedback 



Its all about patients and what matters 
most

• Patient films 

• Patient stories 

• Montgomery case law

• Medication reviews 

• Health inequalities 



Pillar 3:  Year 2 National rollout of patient- facing resources to prepare patients for a 
Structured Medication Review ( SMR) – launched 23 September 2023

Including a patient 
animation
West of England AHSN 
(vimeo.com)

Resources hosted/promoted by NHSE, Patients Association, AGE UK, and 
PRESQUIPP so far

386 Downloads September (557 to date)

https://vimeo.com/user27502217
https://vimeo.com/user27502217
https://vimeo.com/user27502217
https://vimeo.com/user27502217


This type of support is leading to change 

View the posters online at: 
https://healthinnovationwessex.org.
uk/projects/606/polypharmacy-qi-
posters



So, what have we learnt? 
• Confidence to stop medicines is a significant issue

• Shared Decision Making is they key

• Primary care has the data and the tools but both clinicians and patients 
need a lot more support to do this well. 

• Geriatricians see the impact of overprescribing and are essential to 
support primary care (ICBs) 

• PCNs are hugely variable in their make up and some ARRS roles need 
much more support

• We need to engage secondary care in this. 

• Funding to carry on needs to be secured and longer term. 

• We need a deprescribing network. 



NIHR|

What about polypharmacy and Health Inequalities 
?



NIHR|

People living with lower educational backgrounds were 21% 

higher likely to be in receipt of polypharmacy compared to 

those with higher educational backgrounds



Frailty and Deprivation 

There are widespread geographic inequalities in healthy 
ageing in England, with older people in urban and coastal 
areas disproportionately frail relative to those in rural and 
inland areas. 

Interventions aimed at reducing inequalities in healthy 
ageing should be targeted at urban and coastal areas, where 
the greatest benefit may be achieved.

Journal of Frialty Aging2022;11(2)163-168
file:///Users/clare/Downloads/jfa.2021.55.pdf



The Polypharmacy ALS https://vimeo.com/852300976
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