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ETHICS

The ETHICS column explores issues around practising ethically in primary health care and aims to 
encourage thoughtfulness about ethical dilemmas that we may face.

THIS ISSUE: Our guest ethicist and GP Katharine Wallis explores ethical issues around polypharmacy 
and deprescribing.
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‘These psychiatrists and the medical community are the worst drug dealers in the world. These drugs will 
make you fat, ruin your life, make you miserable and destroy anything you want to do. And nobody tells 
you that.’

Stevie Nicks talking about clonazepam

Polypharmacy-related 
harm in the elderly 

Stevie Nicks might not have been elderly, nor 
taking drugs that most of us would readily have 
agreed to prescribe. Nevertheless, her experience 
mimics that of many: suffering vague unexpected 
adverse effects caused by drugs prescribed by doc­
tors. Adverse drug effects (ADEs) are common in 
the elderly and are a common cause of avoidable 
hospital admissions.1–5 The drugs causing most 
harm are those that are commonly prescribed, 
with well-recognised benefits (at least in some pa­
tients): antibiotics, anticoagulants, hypoglycaemic 
agents, and cardiovascular drugs.3,6 ADEs in the 
elderly are often overlooked, as they frequently 
present as vague non-specific symptoms or mimic 
other common conditions, for example lethargy, 
fatigue, drowsiness, muscle aches, weakness, 
postural hypotension, falls, delirium, and depres­
sion.7 ADEs not only cause suffering, they also 
drain precious health care resources—the annual 
cost of adverse drug reaction admissions in the 
United Kingdom has been estimated at £466m.5 

The single greatest predictor of adverse drug 
events is the number of medications a person 
takes.8,9 The elderly are especially vulnerable 
because they take more medications for more 
chronic conditions and their organs are no longer 

so robust. The risk of an elderly person suffering 
ADEs has been estimated at 38% when taking four 
medications, and 82% when taking seven or more 
medications.10 Polypharmacy (the use of multi­
ple medications) is common in the elderly and 
the prevalence is increasing.11 In New Zealand, 
about 10% of adults 65 years and older are taking 
10 or more regular medications.12 Many of these 
medications are potentially inappropriate (their 
potential risks outweigh the potential benefits).13 

How have we come to this? Why are doctors pre­
scribing more and more drugs to the elderly year 
on year, many of these drugs potentially inap­
propriate? Disease-specific guidelines help drive 
polypharmacy by telling doctors when to start 
medications but not when to stop them. Many 
guidelines are not appropriate for the elderly. The 
elderly often have multiple chronic conditions, 
while guidelines are usually for single conditions. 
Further, guidelines are usually based on clinical 
trials that largely excluded the elderly, leading to 
recommendations that may not be appropriate in 
this age group.14 Clinical trials of medications in 
the elderly sometimes have different results. For 
example, while intensive diabetes treatment is 
generally recommended, in the elderly it is associ­
ated with higher all-cause mortality;15 and statins 
do not reduce all-cause mortality in patients aged 
70–82 years.16 
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There is a culture of prescribing and ‘pill pop­
ping’. Despite the dearth of evidence demonstrat­
ing the benefits of many medications in the elder­
ly, and an abundance of evidence demonstrating 
polypharmacy-related harm, the default setting is 
often to prescribe. And patients may unwittingly 
encourage this practice. Despite being associated 
with increased mortality, more health care is as­
sociated with higher patient satisfaction.17 Patient 
satisfaction is a priority for many doctors as their 
livelihood often depends upon it. Doctors may be 
reluctant to suggest withholding or withdrawing 
medication for fear of causing offence or being 
misinterpreted as no longer caring. Nevertheless, 
stopping drugs that are more likely to do harm 
than good is the right thing to do. As is warn­
ing patients about the risks of continuing to take 
medication that may no longer be appropriate. 

Deprescribing to optimise prescribing

Deprescribing is the process of tapering and stop­
ping drugs.18 Deprescribing is not about abandon­
ing patients but about providing the best care 
and improving patient outcomes. Deprescribing 
is an integral part of everyday good prescrib­
ing practice. As with prescribing, deprescribing 
is a patient-centred intervention, with inherent 
uncertainties requiring shared decision-making, 
informed consent, and monitoring. The patient’s 
care goals, current level of functioning, life 
expectancy, values and preferences all come into 
play. Deprescribing takes time, effort and skill. 
It is the responsibility of the prescriber to do the 
deprescribing: doctors are doing the prescribing 
and doctors must also do the deprescribing. 

Deprescribing potentially inappropriate medi­
cations is the right thing to do. Beneficence 
demands we act in the patient’s best interests. 
Withdrawing medications not only may reduce 
the burden of polypharmacy and the risk of 
ADEs, but also may alleviate adverse drug symp­
toms and improve quality of life. Determining 
best interests is not always easy, but talking with 
patients about their care goals can help—spend­
ing time helping patients decide what is best for 
them. Non-maleficence requires doctors to at least 
do no harm: if the benefits are not proven and the 
risks are well-documented, then we should not 
prescribe. Further, justice demands we address 

polypharmacy-related harm: ADEs cost health 
systems billions each year, clogging up the sys­
tem and depriving others of care. 

While addressing polypharmacy-related harm 
through deprescribing makes good sense, it will 
not be easy to assimilate deprescribing into our 
culture of prescribing. Deprescribing entails a 
shift in the attitudes and behaviours of both 
doctors and patients. Education of both doctors 
and patients may help in this process. In New 
Zealand, the Government’s introduction of 
the new Integrated Performance and Incentive 
Framework (IPIF) ‘11 plus’ measures (Measures 
to better manage people aged 65 years or older 
who are prescribed 11 or more medicines) in July 
2015 might help encourage practices to address 
polypharmacy.19 But it is not always easy for doc­
tors to know which drug to stop, when and how; 
it is not always easy to recognise when a once-
appropriate medication has become inappropriate. 
Several tools have been developed to help doctors 
with this process.20–22 Audit and feedback, elec­
tronic prompts, manual reminders, and (yet more) 
guidelines may also help.

Conclusion

Polypharmacy is common in the elderly and 
becoming more common. Polypharmacy is the 
single greatest predictor of ADEs. The scale 
of polypharmacy-related harm in the elderly is 
under-appreciated: ADEs add to the challenges of 
ageing and are estimated to cost health systems 
billions each year. To reduce polypharmacy-
related harm, we need to reduce polypharmacy. 
We need to withhold and withdraw medication 
where appropriate. Not to do so risks ‘ruining 
someone’s life and destroying anything they want 
to do’. This has never been the goal of medicine. 
Rather, as Hippocrates suggested, the goal has 
always been ‘to help, or at least to do no harm.’23
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BOOK REVIEW

This is an extraordinary book about an extraordinary case. In 2007, 
10-year-old Charlene Makaza, biological niece but effectively daugh­
ter of George Gwaze, died in Christchurch. Subsequently interpreta­

tion of clinical, microbiological and histological signs led both clinicians and 
the police to assume (mistakenly) that her death was a consequence of sexual 
trauma and suffocation. The finding of small traces of George’s sperm in her 
underwear was seen as conclusively linking him to the supposed assault.

As a result of this, and a failure to recognise that the traces could easily 
have found their way into Charlene’s underwear through entirely inno­
cent mechanisms, George was charged with her rape and murder.

But George was not guilty, a conclusion reached not only by the jury in his 
first trial, but also by the jury in the retrial subsequently ordered by the 
Supreme Court. For him, and for his family, the horrors were phenomenal. 
Most of us find it hard to imagine the trauma of having one’s young child 
die. Parents struggle with such experiences for the rest of their own lives, 
even when the death, unlike Charlene’s, could be anticipated. It is probably 
impossible for most to imagine how awful it would be to have this com­
pounded by accusations of being responsible for her rape and murder.

In her writing, Felicity Goodyear-Smith notes that the case is exceptional; 
the defence was not that George did not commit the crimes, but that 
no crimes were committed. Thankfully it was possible to obtain expert 
opinion, both from New Zealand and overseas, to demonstrate that the ap­
parent signs of rape and murder could result from nothing more than the 
little girl’s HIV-positive status, and her mother’s practice of washing the 
family’s underwear together. 

As a result of a number of errors in this case, an innocent man had to 
endure years of being under suspicion and of separation from his 12-year-
old niece (thanks to a CYFS ruling which prevented contact). Some may 
now feel ashamed of their involvement in this case. But the author of this 
book, and her colleagues who cleared George’s name, should feel proud.
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