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Purpose: Treatment adherence is essential for achieving therapeutic goals and improving patient outcomes. In older adults,
polypharmacy and potentially inappropriate prescriptions (PIPs) may negatively affect adherence.

Objective: To assess treatment adherence in older adults with polypharmacy and PIPs in a primary care setting.

Patients and Methods: A descriptive, observational study was carried out in the primary care setting of Toledo, Spain, involving
patients aged over 65 who had been taking six or more medications for at least six months. Demographic, clinical, and pharmaco-
logical data were collected. Adherence was the primary outcome. PIPs were assessed using the Beers and STOPP criteria. Data were
obtained from electronic medical records, prescription systems, and billing records.

Results: The study included 448 patients (mean age: 79 years; 60.9% female). A total of 4413 medications were prescribed, with
a mean of 9.9 drugs per patient. Overall adherence was 64.3%. The prevalence of PIPs was 44.0% (STOPP) and 42.6% (Beers). No
significant association was found between adherence and PIPs (p = 0.426 for Beers; p = 0.164 for STOPP).

Conclusion: Among older adults with polypharmacy, treatment adherence was 64.3%. The rate of potentially inappropriate
prescribing was high, but no significant relationship with adherence was observed. Further studies are needed to explore the impact
of PIPs in this population. Pharmaceutical interventions—such as educational programmes for prescribers and patients, and regular
medication reviews—may help improve adherence.
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Introduction

Ageing and increased life expectancy have led to a rise in multimorbidity and polypharmacy. The terms pluripathology or
multimorbidity refer to the presence of two or more chronic diseases. Polypharmacy describes the simultaneous use of
multiple medications.

Treatment adherence — the extent to which patients follow treatment recommendations agreed upon with their
healthcare provider — is a key component in managing chronic diseases in older adults with polypharmacy.' Adherence
is essential to achieving treatment goals and improving health outcomes.”

A prescription is considered potentially inappropriate in older adults if the potential adverse effects outweigh the
clinical benefits, particularly when a safer alternative are available.> > Several tools have been developed to assess the
appropriateness of drug therapy in polymedicated older patients, including the Beers criteria,* and the Screening Tool of
Older Person’s Potentially Inappropriate Prescriptions (STOPP) criteria.>*® Ongoing medication review and monitoring of
adherence by primary care professionals provide an opportunity to prevent and identify potentially inappropriate
prescriptions (PIPs).

In Spanish primary care, up to 40% of individuals — regardless of age — have three or more chronic diseases, and
among these, 94% are polymedicated.” It is estimated that chronic diseases account for 80% of primary care
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consultations,’ that 50% of individuals with chronic conditions do not adhere to prescribed treatment,® and that between
6% and 20% of patients fail to collect their prescribed medications from the pharmacy.’ Previous studies have shown that
the prevalence of polypharmacy in older adults ranges from 13% to 92%, depending on the definitions used and the
characteristics of the study population.'’

Patient-related factors associated with non-adherence include, among others, age, gender, number of chronic diseases
and number of medications.®'""'? Non-adherence results in reduced clinical benefits, diminished treatment efficacy, poorer
disease control, and increased risks of morbidity and mortality. It also leads to higher rates of emergency department visits,
medical consultations, hospitalisations,]3 and overall healthcare costs, while negatively affecting patients’ quality of life.

814 particularly among older adults.

For these reasons, medication adherence is considered major public health priority,

Various methods have been used to estimate therapeutic adherence. Indirect methods are the most commonly
employed due to their simplicity and low cost, although they tend to overestimate adherence and are generally less
reliable than direct methods.”'> Currently, there is no single method capable of assessing all factors involved in
adherence,'* and the most effective strategy to address non-adherence remains undefined.

Nowadays, electronic prescriptions in Spain plays a crucial role in evaluating adherence.'® In the Spanish National Health
System, the primary source of data on outpatient prescriptions is pharmacy billing for officially dispensed medications.

Given that primary care is the cornerstone for managing patients with chronic conditions and functional limitations,’
it is necessary to conduct research in this field, to inform the development of effective and efficient strategies to improve
medication adherence and enhance patient safety.

There is limited evidence regarding the level of adherence to medication among older adults with polypharmacy and
its potential association with PIPs in primary care. This study aimed to assess medication adherence in older poly-
pharmacy patients in primary care, and to describe their demographic, clinical, and pharmacological characteristics. It

also explored potential associations between adherence, PIPs, and other contributing factors.

Materials and Methods
Settings and Design

This was a descriptive, observational study conducted in patients over 65 years of age with chronic diseases and polymedicated
who were prescribed seven or more medications for a minimum of six months. The study was carried out in public primary care
centres within the Toledo Health Area (Spain). The primary aim was to assess the level of adherence to prescribed pharmaco-
logical treatment and to explore whether non-adherence was associated with potentially inappropriate prescriptions (PIPs).
Adherence was evaluated by comparing the medications prescribed by physicians, as recorded in the patients’
electronic medical records, with data on dispensed medications from community pharmacies over the study period.

Inclusion Criteria

e Patients registered in the Public Primary Health Care Area of Toledo, Spain.

e Patients over the age of 65 who are receiving outpatient treatment.

e Patients who have been prescribed at least seven medications for a period of at least six months.

e Patients with electronic medical records and pharmacological prescriptions recorded in the in the computer
programmes of Castilla-La Mancha Health Service (Sescam).

e Dispensing drugs at the request of patients by community pharmacy offices during the study period.

e Electronic pharmacy dispensing records available for the study period. These records include data on prescriptions
dispensed and invoiced.

Exclusion Criteria
e Hospitalised patients, those in long-term care facilities, end-of-life or palliative care patients, and patients without
an assigned general practitioner in the Toledo Health Area.
e Patients with incomplete or missing information in their electronic health records.
e Medications dispensed in hospitals, through private insurance, or without a prescription were excluded.

3850 https: Patient Preference and Adherence 2025:19



Lafuente Gonzilez et al

The study also excluded medical devices, magistral formulations of a medicinal products, enteral nutrition, over-the-counter
medications, herbal and homeopathic products, and medications not reimbursed by the Spanish National Health System.

Data Collection and Procedure
Data were collected between August and September 2014 through a review of patients’ electronic medical records and
pharmacy dispensing data.

A primary care pharmacist collected demographic data (age, sex, geographic location) and clinical information
(chronic conditions and medications). The pharmacist compared the prescribed medications in the electronic health
records with those actually dispensed by pharmacies, using official prescription billing data for the two-month study
period. Any discrepancies were analysed.

The pharmacist also manually reviewed patients’ clinical records to assess medication adherence and identify PIPs,
using the Beers and STOPP criteria.

Sources of Information
Data were obtained from:

The Sescam electronic health record and prescription system.

The prescription billing database.

Information provided by the General Directorate of Care and Quality of Sescam.
Identify PIPs, using the 2012 Beers Criteria* and the 2008 STOPP Criteria,’ including the Spanish-adapted 2009
version of the latter.®

Outcome Measures
The primary outcome was the degree of adherence to pharmacological treatment. Non-adherence was assessed based on
the number of medication packages that should have been collected from the pharmacy during the two-month study
period (August—September 2014), as per electronic prescriptions.

To quantify adherence, the Proportion of Days Covered (PDC)'® was calculated:

e Numerator: Days for which medication was dispensed.
e Denominator: Total number of days in the study period (61 days).

o A PDC >80% was classified as adherent.

Only medications classified as chronic treatments were considered.
Secondary variables included:

e Demographic: Age, sex.

Clinical: Presence of chronic diseases.

Pharmacological: Medication details (active ingredient, dose, frequency, route of administration, formulation,
pharmaceutical form and treatment duration).
PIPs: Identified using the Beers and STOPP criteria.

Operational Definitions
e Polypharmacy was defined as the concurrent use of at least seven medications, and hyper-polypharmacy as the
concurrent use of at least ten medications.'” Polypharmacy was defined as the concurrent use of at least seven
medications, and hyper-polypharmacy as the concurrent use of at least ten medications. Data on pharmacological
prescriptions were obtained and recorded, covering only the names of the of the active ingredient. The medications
were classified according to the World Health Organization’s (WHO) Anatomical Therapeutic Chemical (ATC)

Classification System.'®
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e Chronic medication: Treatments with a prescription duration of six months or more.

e Chronic diseases: Included hypertension, cardiovascular disease (ischemic heart disease, stroke, heart failure),
diabetes, respiratory diseases (chronic obstructive pulmonary disease, asthma), osteoporosis, anxiety-depression
disorders, schizophrenia, and Alzheimer’s disease and related dementias.

e Multimorbidity: Presence of two or more chronic conditions, classified per 11th revision of the International
Classification of Diseases (ICD-11)."

e Therapeutic adherence: Defined as “the extent to which a person’s behaviour corresponds with agreed recommen-
dations from a healthcare provider”.®

e Potentially Inappropriate Prescription (PIPs): A prescription where the risk of harm outweighs the benefit, or safer

. . 4
alternatives are available.*>

Data Analysis

The sample size was calculated using the formula for infinite sample sizes for means, assuming a standard deviation of
1.5 and a precision of 0.15, with 95% confidence and a 5% alpha error. A minimum sample size of 385 was estimated,
accounting for a 10% expected dropout rate. A total of 448 patients were ultimately included.

Data were analysed descriptively, using absolute and relative frequencies and 95% confidence intervals. A result was
considered statistically significant if p < 0.05.

A random sample of 448 patients was drawn from the 2598 patients included in the main study, which evaluated
pharmacists’ interventions in Primary Care to improve medication prescribing. Patient identities were anonymised, and
only the principal investigator had access to identifiable information.

Data were recorded in a structured Microsoft Excel® sheet and analysed using Statistical Package for the Social
Sciences© (SPSS) v17.0. Only the principal investigator had access to this information. The dataset included demo-
graphic, and clinical data, pharmacological information (ATC-coded drug names, number and types of PIPs per Beers
and STOPP criteria), and adherence outcomes. The number of prescription packages was also recorded.

A mixed-methods approach was used: quantitative and qualitative analyses.

e Quantitative analysis: Means and standard deviations for continuous variables; frequencies and percentages for
categorical variables.

e Qualitative analysis: Chi-square and Fisher’s exact tests for associations between categorical variables. Student’s
t-tests or Mann—Whitney U-tests were used depending on the normality of quantitative data.

Ethical Statement

The research project was approved by the Primary Care Management of Toledo, and the study was reviewed and unanimously
approved by the Clinical Research Ethics Committee (CEIm) of the Health Area of Toledo (Spain) (Clinical Research Ethics
Committee of the University Hospital Complex of Toledo Approval No. 102; Date: 07 October 2013; at its meeting of
25 September 2013). Informed consent from patients was not required for the conduct of this study. All data were anonymised.
Data confidentiality was agreed with the Health Service of Castilla-La Mancha (Sescam). The study was conducted in
accordance with current legislation and ethical standards on confidentiality, privacy and data protection. This study did not
involve any direct intervention by the investigator on the patient and does not involve any risk to the patients included in the
study. The study was conducted in accordance with the ethical guidelines of the Declaration of Helsinki, Good Clinical Practice
and local regulations. All records are de-identified and fully comply with patient confidentiality requirements. There are no
ethical or legal issues or conflicts of interest.

Results

As of June 2014, a total of 434,547 individuals were enrolled in the healthcare system within the Toledo health district.
Of these, 69,787 (16.1%) were aged 65 years or older, and 25,172 (5.8%) were taking seven or more medications.
Overall, 36.1% of patients were both aged >65 and polymedicated.
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Demographic, Clinical, and Pharmacology Characteristics
A total of 448 patients were included in the study. The mean age of the patients was 79.4 + 7.6 years (range 66—103
years), with 175 (39.1%) male and 273 (60.9%) female participants.

Patients exhibited a high burden of comorbidity: 49.3% had six or more chronic conditions. The most prevalent chronic
diseases were cardiovascular (91%), endocrine (58%), ophthalmological (52%), and musculoskeletal disorders (51%). The
most common individual diagnoses were arterial hypertension (83.9%), dyslipidaemia (58.5%), and diabetes mellitus
(48.9%). Additionally, 34.4% of patients presented with an anxiety-depressive syndrome, 15.0% with chronic kidney disease,
10.4% with cognitive impairment or dementia, and 11.6% with physical disability resulting in immobility.

In terms of pharmacological load, 67% of patients were prescribed 7—10 medications, while 33% were classified as
having hiper-polypharmacy (more than 10 medications); 4.9% were taking 15 or more medications. A total of 4413
medications were prescribed during the study period, equating to an average of 9.9 + 2.4 drugs per patient (range: 7—19).

The most frequently prescribed drug classes were those targeting the cardiovascular system (28.9%), nervous system
(23.4%), and alimentary tract and metabolism (21.2%), which together accounted for 73.5% of all prescriptions. The
most prescribed therapeutic subgroups were drugs for acid-related disorders (A02, 9.2%), analgesics (N02, 8.1%),
antithrombotic agents (BO1, 7.6%), and lipid-lowering agents (C10, 7.4%). Antidiabetic medications (A10) and agents
acting on the renin-angiotensin system (C09) comprised 7.3% and 7.1% of prescriptions, respectively.

The most commonly prescribed chemical-therapeutic subgroups were A02BC (proton pump inhibitors, 8.8%),
C10AA (statins, 6.3%), and BO1AC (antiplatelet agents, 6.1%). Among individual drugs, omeprazole was prescribed
to 58.3% of patients, acetylsalicylic acid to 49.8%, paracetamol monotherapy to 36.5%, simvastatin to 31.3%, atorvas-
tatin to 24.3%, furosemide to 24.3%, lorazepam to 22.1%, and metamizole to 21.7%.

Therapeutic Adherence

Of the 448 patients included in the study, 160 (35.7%) were considered as non-adherent to their treatment, while 288
(64.3%) were considered adherent (see Table 1). Among non-adherent patients, 100 (62.5%) were female, compared to
173 (60.1%) in the adherent group.

Table 1 Demographic and Clinical Variables of the Patients in the Study Related to Therapeutic Adherence and
Statistical Significance

Total Adherence No Adherence | p-value
Patients N (%) | Patients N (%) | Patients N (%)
Total subjects evaluated for therapeutic adherence 448 (100%) 288 (64,3%) 160 (35,7%)
Sex 0,071
Man 175 (39,1%) I'15 (65,7%) 60 (34,3%)
Woman 273 (60,9%) 173 (63,4%) 100 (36,6%)
Age range 0,048
66-69 years 55 (12,3%) 37 (67,3%) 18 (32,7%)
70-79 years 168 (37,5%) 108 (64,3%) 60 (37,5%)
80-89 years 188 (42%) 116 (61,7%) 72 (38,3%)
2 90 years 37 (8,3%) 27 (73%) 10 (27%)
N° Diseases 0,057
0-5 227 (50,7%) 150 (66,1%) 77 (33,9%)
26 221 (49,3%) 138 (62,4%) 83 (37,6%)
N° Medications 0,050
7-10 300 (67%) 191 (63,7%) 109 (36,3%)
I1-14 126 (28,1%) 80 (63,5%) 46 (36,5%)
2|5 22 (4,9%) 17 (77,3%) 5 (22,7%)

Abbreviation: N, number of persons in the sample, in each category.
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Table 1 summarises the association between adherence and the demographic and clinical variables of the study
population, along with their statistical significance.

Based on medication dispensation data from community pharmacies during the study period, 35.7% of patients were
deemed non-adherent to the pharmacological treatment prescribed by their primary care physician. 36.6% of women
compared to 34.3% of men did not adhere to the prescribed treatment. Adherence rates were slightly lower in women
(63.4%) than men (65.7%), although the difference was not statistically significant (p = 0.071).

Age was significantly associated with adherence: patients aged >90 years had the highest adherence rates, with 73.0%
demonstrating adherence levels above 80%. Similarly, patients prescribed >15 medications also showed high adherence:
77.3% of this group had adherence levels exceeding 80%. However, no statistically significant differences were observed
between patients taking 7-10 versus 11-14 medications.

No statistically significant associations were found between adherence and sex, number of chronic conditions, or
overall number of medications. However, the presence of specific conditions—dermatological (p = 0.031), musculoske-
letal (p = 0.0035), respiratory (p = 0.031), neoplastic (p = 0.029), and renal diseases (p = 0.044)—was significantly
associated with adherence.

Figures 1 and 2 illustrate the relationship between therapeutic adherence, number of chronic conditions, and number
of medications.

Potentially Inappropriate Prescriptions (PIPs)
Potentially inappropriate prescriptions were identified in 43.1% of patients using the Beers 2012 criteria and in 43.8%
using the STOPP 2008 criteria. Interestingly, inappropriate prescribing was less common among patients with poor
adherence than among adherent patients. Among those with adequate adherence (>80%), 44.1% had PIPs according to
the Beers criteria and 45.8% according to the STOPP criteria.

PIPs identified via the Beers criteria primarily involved medications affecting the cardiovascular, endocrine, and
musculoskeletal systems. Those identified by the STOPP criteria were most frequently related to the central nervous
system (eg, benzodiazepines and neuroleptics) and the cardiovascular system.

Table 2 presents the bivariate analysis of therapeutic adherence in relation to the study variables.

107

N°o 87
DISEASES

T
NO

ADHERENCE ‘ YES

Figure | Relationship between therapeutic adherence and the number of diseases of the study. (See attached document).
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Figure 2 Relationship of therapeutic adherence with the number of medications. (See attached document).

Relationship Between PIPs and Adherence

A statistically significant association was observed between the presence of any PIPs (according to the STOPP 2008 criteria)
and treatment adherence (p = 0.039). However, no significant association was found between adherence and PIPs identified by
the Beers 2012 criteria (p = 0.067) or the prescription of drugs considered to have low therapeutic value (p = 0.093).

Discussion
Study Overview

This study was conducted among community-dwelling older adults. We analysed pharmacotherapy patterns and the
degree of treatment adherence in polymedicated patients aged over 65 years who had been prescribed at least seven
chronic medications (with a treatment duration of >6 months) and who presented with multiple morbidities within the
Toledo Primary Care Area.

A total of 448 patients were included, with a mean age of 79 years; 60.9% were female. Notably, 49.3% had six or
more chronic conditions. Sixty-seven percent of patients were prescribed between 7 and 10 medications, while 33%
received prescriptions consistent with hyper-polypharmacy (ie more than 10 drugs). The mean number of prescribed

Table 2 Study Variables Related to Therapeutic Adherence and Statistical Significance

Patients (N, %) Adherence No Adherence | p-value
Patients (N, %) | Patients (N, %)
Total patients evaluated for therapeutic adherence 448 288 (64,3%) 160 (35,7%)
Patients with PIPs Beers criteria 193 (43,1) 127 (44,1%) 66 (41,3%) 0,067
Patients with PIPs STOPP criteria 196 (43,8%) 132 (45,8%) 64 (40%) 0,039

Abbreviations: N, number of persons in the sample, in each category; PPls Beers, potentially inappropriate prescriptions with Beers criteria; PPls STOPP,
potentially inappropriate prescriptions with STOPP criteria; STOPP, Screening Tool of Older Person’s Prescriptions.

Patient Preference and Adherence 2025:19

https:

3855



Lafuente Gonzailez et al

medications per patient was 9.9, which matched the average number of medications dispensed per patient during the
study period, suggesting that patients collected the prescribed treatments during the evaluation timeframe.

Therapeutic Adherence
Studies evaluating therapeutic adherence have reported highly variable results, attributable to differences in populations,
disease types, clinical settings, healthcare systems, and methodological approaches. Numerous factors influence
adherence.'*?** In our study, 64.3% of patients demonstrated adherence rates of >80%, though it is important to
consider that adherence was measured indirectly, based on pharmacy dispensing data. Published adherence rates vary
widely: 43.2% in private clinics,”* 49% in urban health centres,”® 51.7% in public primary healthcare centres*® and
61.1% in hospitals.”® Higher rates have also been reported: 77.8%>’ and 79.7%® among polymedicated patients in health
centres; 86% in hospital hypertension units;*> and 93.8% in patients over 75 years in primary care.’® Prevalence
estimates also vary depending on the measurement method: 15.6% using the Batalla test; 34.6% using pill count (in
patients with hypertension and diabetes); and 76.8% using the Morinsky-Green test.’’

In our study, adherence was significantly higher among older patients (p = 0.048), with the highest level observed in
those aged >90 years (73%). Other authors have also found increased adherence among older adults, particularly those

12332 a]though some studies have reported the opposite.*® Still other found no significant association

aged 71-85 years,
between demographic and clinical variables and drug adherence.**

Adherence was slightly higher in men (65.7%) than women (63.4%), though the difference was not statistically
significant (p = 0.071). As with age, the literature on gender differences in adherence is inconsistent.*’

No statistically significant associations were observed between adherence and the number of chronic conditions or
medications. Adherence rates are known to vary by condition; for example, non-adherence rates of up to 75% have been
reported in psychiatric disorders, 70% in asthma, 50% in patients with arterial hypertension, diabetes and dyslipidaemia,
and 30% in acute conditions.>> However, in our study, certain clinical conditions were significantly associated with
adherence: dermatological disease (p = 0.031), musculoskeletal disease (p = 0.0035), pulmonary disease (p = 0.031),
neoplasms (p = 0.029) and renal failure (p = 0.044).

Regarding polypharmacy, no statistically significant correlation was found between the number of prescribed
medications and adherence (p = 0.050). Some studies suggest that polypharmacy may improve adherence,>® while others
have found that it negatively impacts it.*’°

A systematic review noted that advanced age, polypharmacy, comorbidities, and adverse drug reactions are associated
with poorer adherence.**

In our study, 64.3% of patients were classified as adherent (adherence >80%), which is higher than the commonly
cited average of 50% in patients with chronic conditions.® One primary care study using the eight-item Morisky-Green
scale reported that 49% of patients aged >65 had optimal adherence, with men adhering more than women.”> Among
those taking 6-10 medications, 36% were adherent; this increased to 42% in those taking >10 medications.”> Another
primary care study using the Morisky-Green-Levine questionnaire found adherence in 55.5% of patients.' In a separate
study in Badajoz, Spain, involving polymedicated patients over 65 years taking >5 drugs, 77.8% were adherent based on
the Morisky-Green test.?’

The variability in findings across studies reflects the complexity of medication adherence, which is influenced by
a broad range of factors, including patient knowledge and attitudes, family and socioeconomic context, and relationships

with healthcare professionals (physicians, nurses, and pharmacists).*> >

Potentially Inappropriate Prescriptions (PIPs)

The study population was at high risk for inappropriate prescribing, given their advanced age, multimorbidity, and
polypharmacy. We therefore assessed whether therapeutic adherence was associated with the presence of potentially
inappropriate prescriptions (PIPs), using the Beers (2012) and STOPP (2008) criteria—tools familiar to local primary
care providers.*® PIPs were identified in 43.1% of patients based on the Beers criteria and in 43.8% based on the STOPP
criteria (2008 version and 2009 Spanish adaptation). Beers-related PIPs primarily involved medications targeting the
cardiovascular, endocrine, and musculoskeletal systems. The most frequent STOPP-related PIPs involved central nervous
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system drugs (eg benzodiazepines and neuroleptics) and cardiovascular agents. These findings are consistent with those
of other studies examining PIPs in older, polymedicated populations.*”*® Interestingly, PIPs were more prevalent among
adherent patients; however, this association was only statistically significant when using the STOPP criteria (p = 0.039).
No significant differences were found when PIPs were identified using the Beers criteria (p = 0.067). While some studies
similarly found no clear relationship between inappropriate prescribing and adherence, others observed a trend towards
higher rates of PIPs among non-adherent patients.*”

To our knowledge, no prior studies have jointly addressed polypharmacy, adherence, and potentially inappropriate
prescribing in individuals over 65 years of age. These interrelated factors are particularly relevant in this age group,
making this study a novel and important contribution.

Strengths and Limitations

Strengths of the study include a robust sample size of 448 patients across 30 health centres, allowing for detailed
statistical analysis. Additionally, the simultaneous examination of polypharmacy, adherence, and PIPs in older adults
represents a unique and previously unexplored area in the literature.

Limitations include the indirect method of assessing adherence (via pharmacy dispensing data), which may not
accurately reflect actual medication intake. Adherence may also vary over time, and the relatively short two-month study
period may have limited the detection of statistically significant associations. Another limitation is the use of a pharmacy
billing system that lacks diagnostic codes and contextual clinical information relevant to understanding adherence
behaviours. Moreover, some statistical tests were conducted without adjusting p-values for multiple comparisons,
increasing the likelihood of Type I error. This increases the risk of chance findings. This is a serious limitation.

Finally, as an observational study, the findings should be interpreted with caution and may not be generalisable to
other healthcare settings.

Conclusion
Adherence rates of >80% were observed in 64.3% of patients, while the prevalence of potentially inappropriate
prescribing remained high—44.0% according to the STOPP criteria and 42.6% according to the Beers criteria.
However, no statistically significant association was found between therapeutic adherence and inappropriate prescribing.

No significant differences in adherence were observed by sex, number of chronic conditions, or number of prescribed
medications. However, patient age was significantly associated with adherence. In addition, therapeutic adherence
showed statistically significant associations with the presence of dermatological, musculoskeletal, pulmonary, neoplastic,
and renal diseases.

Further research is warranted to better understand the clinical consequences of potentially inappropriate medication
use in older patients with polypharmacy.

An interdisciplinary, multifactorial pharmaceutical intervention may help improve adherence among older adults with
polypharmacy and potentially inappropriate prescriptions. Such interventions could include educational programmes for
prescribers and patients, along with regular, personalised medication reviews.

Abbreviations

ATC, Anatomical, Therapeutic, Chemical Classification System; ICD, International Classification of Diseases; CI,
Confidence interval; PDC, Proportion of days covered with prescription; PIP, Potentially inappropriate prescriptions;
Sescam, Health Service of Castilla-La Mancha; SNHS, Spanish National Health System; SPSS, Statistical Package for
the Social Sciences©; STOPP, Screening Tool of Older Person’s Potentially Inappropriate Prescriptions; WHO, World
Health Organization.
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