
Reducing Polypharmacy In The Nursing Home: 
An Activist Approach 
Richard j. Ackermann, MD, and G. Bernard Meyer von Bremen, PharmD 

Background: Nursing home patients generally take many medications and are at risk for drug side effects 
and interactions. These patients are often frail, have multiple medical problems, and many have severe 
cognitive deficits. 

Methods: Recommendations for reducing polypharmacy in nursing home patients were formulated based 
upon a review of the medical literature. In many cases, studies of nursing home patients have not been done, 
and data are extrapolated from other populations. 

Results and Conclusions: The family physician should actively attempt to reduce the nursing home 
patient's drug list to those drugs that are most likely to improve or maintain function. Anticonvulsants and 
antiarrhythmics often can be withdrawn, and medications for angina and hypertension might be simplified. 
Drugs used solely for prevention, such as lipid-lowering agents or anticoagulants, might not have a favorable 
impact on patients with limited life expectancies. Careful review of the medication list could prevent iatrogenic 
complications and maximize function in nursing home patients. (J Am Board Fam Pract 1995; 8:195-205.) 

There are 1.6 million patients in 20,000 nursing 
homes in the United States. The average nursing 
home patient is 78 years old, takes six to eight pre­
scription medications, and is under the medical 
care of a general internist or family physician. 1,2 

Drug interactions and side effects are common 
in the elderly.3 Some authorities have suggested 
that most of these adverse events are due simply 
to the number of drugs that elders take.4 As ad­
verse effects of drugs have historically been as­
sessed in relatively healthy younger patients, we 
have virtually no information on drug interac­
tions in an 80-year-old nursing home patient who 
has multisystem disease and who takes eight 
drugs. Hutchinson, et a1.5 have suggested that 
drug toxicity occurs in 13 percent of patients 
who are prescribed 6 to 10 medications during a 
I-year period. Blaschke, et a1.6 found that 19 per­
cent of nursing home patients were receiving 
combinations of drugs with known interactions. 
Using consensus criteria for appropriate drug 
use, Beers, et aU documented that 40 percent of 
nursing home residents in the Los Angeles area 
were receiving one or more inappropriate medi-
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cations. It is safe to assume that many of our nurs­
ing home patients are suffering from drug side ef­
fects, drug interactions, or both},8,9 

The average 78-year-old American has a life 
expectancy of approximately 5 to 6 years. I 0 Nurs­
ing home patients are generally sicker than the 
average elder and therefore have lower life ex­
pectancies. For many of them, the years remain­
ing are filled with declining function and increas­
ing dependence on others. Drugs that are used to 
prevent illness but do not make the patient feel 
better have increasingly marginal benefit-risk 
profiles. Further, in the patient with moderate or 
severe cognitive impairment, prevention of major 
causes of death, such as stroke or myocardial in­
farction, becomes increasingly difficult to justify. I I 

There are numerous reviews on the pharmaco­
kinetics and pharmacodynamics of elderly pa­
tients. These reviews compare elders with younger 
patients and make general suggestions for man­
agement.4,12,13 Table 1 offers some general guide­
lines for prescribing drugs for elderly nursing 
home patients. The remainder of this article dis­
cusses several drugs most commonly prescribed 
for nursing home patients and suggests individual 
approaches to reducing polypharmacy, thereby 
preventing some serious adverse events. Psycho­
tropic medications are not covered here, but their 
use has received widespread attention since the 
Omnibus Budget Reconciliation Act (OBRA) of' 
1987.14 
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Table 1. General Guidelines for Effective Drug 
Prescribing for Nursing Home Patients. 

1. Start low, go slowly. Generally start at one-half the initial 
dose for a middle-aged patient. 

2. Do not prescribe drugs for every minor symptom or disease. 

3. Try not to prescribe a drug to treat side effects caused by 
another drug. 

4. Set priorities in therapy; set reasonable treatment goals. 

5. Select a drug that can treat more than one problem. 

6. Review drug side effects, interactions, and contraindications. 

7. Monitor for compliance (much easier in the nursing home). 

8. Periodically review the medication list. 

9. Remember that drugs can cause illness. 

10. Be wary of using new drugs on sick and frail elders. 

11. Collaborate with the facility pharmacist. 

12. Write time-limited prescriptions. 

Antibiotics 
Antibiotics should be prescribed for clear indica­
tions and for limited periods.15,16 Chronic use of 
antibiotics is rarely indicated in nursing home 
patients. Unnecessary use is often ineffective, has 
serious side effects, and allows organisms to 
develop antibiotic resistance. Aminoglycosides in 
particular are rarely indicated in nursing home 
patients, as many safer alternatives are available. I7 

Chronic osteomyelitis, tuberculosis, and endo­
carditis, all uncommon in the nursing home, are 
conditions for which long courses of antibiotics 
could be necessary. Chronic bacterial prostatitis 
often requires long-term antibiotic therapy, but 
this diagnosis should be confirmed by persistently 
positive urine cultures in an elderly man with such 
signs as fever or irritative urinary symptoms.IS 

Asymptomatic bacteriuria should not generally 
be treated. In addition, annual or routine urinaly­
ses or urine cultures should not be ordered for 
nursing home patients. Although treatment of 
asymptomatic bacteriuria can transiently eradi­
cate the bacteria, recurrence is nearly universal, 
and treatment has been shown to have no effect 
on mortality. Up to 40 percent of nursing home 
patients have bladder colonization by bacteria at 
anyone time. Specimen collection can be diffi­
cult, and diagnostic catheterization can itself 
cause morbidity, especially in men with outlet 
obstruction. 19 

On the other hand, symptomatic urinary tract 
infections should generally be treated. Signs and 
symptoms might include fever, irritative symp-
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toms, incontinence, or change in activity, such as 
refusal to eat. Incontinence and change in func­
tional status are nonspecific; if the clinician thinks 
they might be related to bacteriuria, then one or 
perhaps two courses of antibiotics are warranted. 
These presumed infections should not be treated 
unless the patient clearly benefits. Treatment of a 
symptomatic urinary tract infection should last at 
least 10 to 14 days, as short courses have not been 
shown to be effective in eradicating pathogens in 
the elderly.20 Parenteral therapy is not necessary 
unless the patient is seriously ill or cannot take 
oral medications. Catheters should be removed if 
at all possible. If a symptomatic infection occurs 
in a catheterized patient, the organism is likely to 
be resistant to many antibiotics. Follow-up urine 
cultures are not routinely necessary.21 

Minor upper respiratory tract infections should 
not be treated with antibiotics; however, empiric 
antibiotic therapy is indicated early in the pa­
tient with a suspected lower respiratory tract 
infection.22,23 

Patients with pressure sores should not receive 
antibiotics unless there is frank evidence of cellu­
litis, fever, or sepsis. Prophylactic or topical anti­
biotics are clearly not effective.24 

Some experts argue that antibiotics are contra­
indicated in nursing home patients who have 
acute diarrheal illnesses.25 Clostridium difficile colo­
nization is common among nursing home pa­
tients, and infection with this agent carries a high 
mortality.26 In some studies of nursing home 
epidemics of acute gastroenteritis, routine use of 
antibiotics has been associated with increased 
mortalityP 

Finally, in some patients with advanced demen­
tia who are receiving predominantly palliative 
care, evaluation of fever and treatment with anti­
biotics might not always improve outcome and 
quality of life.2s It is sometimes reasonable, with 
appropriate input from patients and their fami­
lies, to withhold antibiotic therapy of bacterial in­
fections in selected patients who are afflicted by 
severe dementia or other terminal illnesses. 

Antiarrhythmic Drugs 
Traditional wisdom regarding the use of anti­
arrhythmic drugs to treat ventricular arrhythmias 
was challenged by the recent publication of the 
Cardiac Arrhythmia Suppression Trials. In these 
studies, subjects who had experienced a myocar-
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dial infarction and who had serious ventricular 
arrhythmias were randomized to drug therapy 
(encainide, flecainide, moricizine) or placebo. 
Unexpectedly, those treated with encainide and 
flecainide had higher mortality,29 whereas mori­
cizine was simply not effective.3o For these and 
other reasons, most experts recommend that only 
symptomatic patients with life-threatening ven­
tricular arrhythmias should receive antiarrhyth­
mic therapy.31 For others, the pro arrhythmic ef­
fects of the drugs make the drugs too risky for 
routine use. 

In the nursing home, many patients prescribed 
classic antiarrhythmic medications (e.g., quinidine, 
procainamide, disopyramide) are taking the drug 
for an indication that does not meet current guide­
lines for treatment. Some patients might even have 
been prescribed a drug for asymptomatic prema­
ture ventricular contractions found on a routine 
electrocardiogram (ECG) or because they had pre­
mature ventricular contractions following a myo­
cardial infarction. The physician should review 
whatever documentation is available (frequently 
there is little or none) and decide whether drug 
withdrawal is indicated. A base-line ECG is pru­
dent, but Holter monitoring or cardiology consulta­
tion can probably be reserved for selected patients. 

Antiarrhythmic medications should not be pre­
scribed for asymptomatic arrhythmias. Given the 
current controversy surrounding these agents, the 
primary care physician should be reluctant to ini­
tiate such therapy without consultation with 
an expert. The one exception would be the use 
of f3-blockers to treat either supraventricular or 
ventricular arrhythmias, as this therapy has been 
shown to decrease mortality, at least in patients 
who have had a myocardial infarction. 32 

If the physician elects to discontinue an anti­
arrhythmic drug, it is prudent to taper the drug 
dosage slowly for several weeks and obtain an ECG 
after withdrawal is complete. These drugs can 
often be withdrawn from patients who have mod­
erate to severe cognitive impairment and from 
those who might be suffering side effects. If 
the drug must be used, periodic monitoring of 
the ECG, serum drug levels, and electrolytes is 
necessary. 

Diuretics and Potassium 
Chronic hypokalemia is usually due to diuretic 
use, although other causes are occasionally diag-

nosed. To prevent the development of hypokale­
mia, many clinicians include potassium supple­
ments routinely when prescribing diuretics. This 
routine supplementation is not justified, as most 
patients will have only mild declines in serum po­
tassium and will then reach a new, nonsympto­
matic equilibrium. If serious hypokalemia does 
occur, then supplements are necessary.33 

Potassium supplements are much improved 
over older preparations, but they can still cause 
gastrointestinal irritation or perforation, and 
hyperkalemia is always a possibility, especially as 
renal function deteriorates, or as a result of inter­
actions with nonsteroidal anti-inflammatory drugs 
(NSAIDs), angiotension converting-enzyme (ACE) 
inhibitors, f3-blockers, or other drugs. 

Thiazide diuretics used to treat hypertension 
can usually be prescribed in very small doses with 
considerably less risk of hypokalemia. For exam­
ple, 12.5 mg of hydrochlorothiazide is often ef­
fective, and there is no advantage to exceeding a 
25-mg daily dosage. Dosage reduction to this 
range, therefore, can obviate the need for potas­
sium supplementation. If hypokalemia persists 
despite a low-dose diuretic, it is often wiser to 
choose another antihypertensive agent rather than 
add a second drug (potassium) to treat a side effect 
of the first drug. Further, combining a thiazide 
with a potassium-sparing diuretic is probably safer 
than simply adding a potassium supplement.34 

Peripheral edema need not be treated with di­
uretics unless it is excessive or represents a clear 
manifestation of systemic illness, such as heart 
failure or hepatic cirrhosis. Edema is most often 
due to venous insufficiency, which does not gen­
erally require diuretic therapy. Many patients 
have had congestive heart failure diagnosed on 
the basis of peripheral edema and basilar rales on 
lung examination; both these findings are non­
specific and are often found in normal elders. 
Withdrawal of diuretics can be considered in se­
lected patients.35 Tapering the dosage, rather than 
abrupt withdrawal, can lessen the likelihood of re­
bound edema. 

Hypokalemia can also be a serious problem as­
sociated with the loop diuretics, such as furose­
mide or bumetanide, especially if there are multi­
ple doses per day. These drugs are not first-line 
agents for hypertension. Their most common use , 
is in heart failure, and as discussed above, this 
diagnosis is frequently not well documented. 
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Even if the patients had clear-cut heart failure, it 
could have been transient (e.g., myocardial is­
chemia) or is now well compensated. Patients 
often tolerate a slow tapering of their loop diuretic. 
If clear signs of heart failure return, then reinsti­
tution of the diuretic can be considered. In this 
circumstance, a better choice is probably an ACE 
inhibitor, which has been shown to decrease mor­
tality in patients with heart failure. 36-38 If ACE in-. 
hibitors are prescribed for patients already receiv­
ing diuretics, tiny initial doses should be selected 
to avoid profound hypotension. Another advan­
tage of ACE inhibitors is that even when they are 
used with diuretics, hypokalemia is uncommon, 
because they decrease the release of aldosterone. 

Digoxin 
Digoxin is used for two major purposes: to im­
prove ventricular performance in systolic heart 
failure and to control the ventricular rate in atrial 
fibrillation. 

Elderly patients who have been using digoxin 
can suffer from cognitive slowing and depressed 
appetite, even with serum drug levels in the thera­
peutic range.39 Proper management of patients 
receiving digitalis requires periodic serum drug 
level monitoring, as well as attention to renal 
function and electrolytes. Digoxin has several im­
portant drug interactions. 

Heart Failure 
The diagnosis of heart failure is sometimes made 
without clear evidence. Pedal edema and basilar 
lung crackles are too nonspecific. In addition, 
many patients with clearly documented heart fail­
ure had reversible causes, such as myocardial in­
farction or dietary salt indiscretion, and they 
might no longer need digoxin. Further, many 
nursing home patients no longer need digoxin be­
cause their normal activities have become re­
stricted to bed and chair. 

If the current diagnosis of heart failure is se­
cure, it is reasonable to try to distinguish between 
systolic and diastolic heart failure. A patient with 
systolic failure often has poor myocardial con­
tractility, with a low ejection fraction, and digoxin 
might help. In diastolic heart failure, which ac­
counts for up to one-half of heart failure in the 
elderly, diastolic filling is the problem, and the 
ejection fraction is often normal.40 Digoxin will 
not help these patients, but it will expose them to 
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potential toxicity. Unfortunately, it is clinically 
difficult to distinguish between these types, al­
though techniques such as echocardiography can 
be helpfu1.4I ,42 

Patients with systolic heart failure sometimes 
benefit from digoxin. Even in this group, most 
authorities recommend an ACE inhibitor as first­
line drug therapy, because this drug class has been 
shown to improve mortality.36-38 Some studies 
even suggest a worsening of mortality when 
digoxin is used.43 Digoxin can be reserved for the 
systolic failure patient in whom ACE inhibition 
and diuretics do not afford appropriate sympto­
matic relief.44 

Several clinical trials have addressed the with­
drawal of digoxin from patients with the diagnosis 
of heart failure.45,46 For example, Forman, et al.45 

studied 14 nursing home patients receiving long­
term digoxin therapy. All were in sinus rhythm 
and had normal ejection fractions. All 14 did well 
when the digoxin was discontinued. Patients with­
drawn from digoxin, however, need to be moni­
tored carefully, especially if their systolic function 
is abnormal.46,47 Knowing the serum digoxin level 
can assist the physician in discontinuation. Studies 
suggest that in patients with normal sinus rhythm, 
digoxin might be stopped without tapering if 
digoxin levels are less than 0.8 ng/mL.48 Patients 
with a history of supraventricular dysrhythmias 
might need the drug for episodic rate control. 

Atrial FIbrillation 
Digoxin is used in patients with atrial fibrillation 
who have a rapid ventricular response, usually de­
fined as more than 100 beats per minute. Rate 
control can decrease the symptom of palpitations 
and often improves cardiac output by increasing 
diastolic filling. Many elderly patients with atrial 
fibrillation have concomitant conduction disor­
ders involving the AV node, such that their ven­
tricular rates remain normal. These patients re­
quire no medication for rate control except 
perhaps during times of medical stress. 

In those patients with a rapid ventricular re­
sponse, a calcium blocker, such as verapamil or 
diltiazem, or low doses of a f3-blocker will often 
control the rate with less toxicity than digoxin. In 
any event digoxin should not be increased to high 
doses; if usual digoxin doses with normal thera­
peutic blood levels are not sufficient, another 
agent should be added or substituted.49 
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Medications for Hypertension 
Several recent trials have supported treating both 
diastolic and isolated systolic hypertension in the 
elderly.50,51 Some experts recommend low-dose 
diuretics as the treatment of choice for isolated 
systolic hypertension, but others disagree, citing 
the potential metabolic complications of diuret­
ics.52 This argument is academic for some nursing 
home patients, for whom long-term survival is 
unlikely. 

Assessing whether an antihypertensive drug is 
causing side effects can be difficult in nursing 
home patients, who often have multiple diseases 
and do not communicate well. Drugs that have a 
high likelihood of causing cognitive impairment 
include the centrally acting drugs clonidine, 
methyldopa, and reserpine; l3-blockers can also 
contribute to fatigue and mental slowing. Cal­
cium channel blockers, ACE inhibitors, and low­
dose diuretics usually work well with minimal side 
effects.52 

Frequently blood pressure is easier to control 
in the nursing home than in the home setting. 
One can potentially control sodium intake more 
reliably, and drugs that can exacerbate hyperten­
sion, such as sympathomimetics, NSAIDs, and 
theophylline, can be discontinued under supervi­
sion. The majority of patients can have their 

. blood pressure controlled on once daily medica-
tions, usually with one drug or occasionally two. 
If further lowering of blood pressure causes side 
effects, it is reasonable to accept less than optimal 
control. 

In patients with moderate or more 'advanced 
cognitive impairment, mild hypertension should 
probably not be treated. These patients are par­
ticularly prone to side effects, and there is no 
compelling reason to prescribe drugs to prevent 
stroke and myocardial infarction in these patients. 
Orthostatic hypotension of even a small degree 
should be avoided, as it can contribute to such se­
rious morbidity as hip fracture. 

Medications for Angina 
Medications used to treat angina pectoris include 
nitrates, l3-blockers, and calcium channel block­
ers. The treatment regimen can often be simpli­
fied or eliminated in nursing home patients. 

Patients whose activity levels have diminished 
often do not need as much medication as previ­
ously prescribed. The patient who formerly lived 

independently but is now confined to bed and 
chair does not need the same drug regimen. Fur­
ther, many patients whose angina pectoris was 
poorly controlled before admission will have less 
angina when exposed to the routines of the nurs­
inghome. 

Nitrates can be poorly tolerated in the elderly, 
because their blood pressure and cardiac output 
are very sensitive to preload. If these medications 
are used, a nitrate-free interval should occur 
every day to avoid the problem of tachyphylaxis. 
I3-Blockers can cause fatigue and exacerbate reac­
tive lung disease, diabetes, and peripheral vascular 
disease. Calcium channel blockers are usually well 
tolerated. 

In the average patient with chronic stable angina, 
it is reasonable to assess the medical regimen peri­
odically and reduce drug dosages with supervision. 
If angina recurs, the medications can be resumed. 

Histamine (H2)-Blockers 
Hz-blockers are prescribed for patients with pep­
tic ulcer disease, esophageal reflux, and other gas­
trointestinal diseases. 

Patients receiving long-term Hz-blocker therapy 
should have a clearly documented indication for 
the medication. Other serious diseases, such as 
coronary artery disease, can produce symptoms 
indistinguishable from ulcer pain or reflux. After 
an appropriate treatment course, patients gener­
ally can continue taking a lower maintenance 
dose of the Hz-blocker. Occasionally, a patient 
who has peptic disease that recurs with mainte­
nance therapy or a patient with severe reflux will 
require higher dosages. 

The Hz-blockers, particularly cimetidine, in­
teract with other commonly used drugs, such as 
phenytoin and theophylline, and cause central 
nervous system side effects. Theophylline can 
worsen esophageal reflux by relaxing the lower 
esophageal sphincter. 

Peptic ulcer disease often remits after many 
years, and patients sometimes no longer require 
therapy. Smoking cessation is very effective in 
ulcer healing and can eliminate the need for an 
Hz-blocker. Patients who have been symptom 
free or nearly so for 1 year or more can attempt a 
trial off the medication, unless the risk of recur­
rence seems very high. 

In the cognitively impaired patient, symptoms 
of reflux or dyspepsia can eventually become less 
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apparent, and the usefulness of Hz-blockers in 
these patients is minimal. 

Theophylline 
Theophylline is used in nursing home patients 
who have chronic obstructive pulmonary disease 
(COPD). This drug has a narrow therapeutic 
window, particularly in the elderly and those who . 
have liver disease or congestive heart failure .. 
Theophylline also has several serious drug inter­
actions that increase toxicity, especially with 
ciprofloxacin, Hz-blockers, and erythromycin. 

Ideally, patients taking any of the medications 
designed for reactive airway disease or COPD 
will have periodic spirometry to document the di­
agnosis and effect of treatment. Some patients 
with COPD feel better on theophylline, even 
without demonstrable improvement in their pul­
monary function studies; this effect could be re­
lated to the decreased work of breathing. 

Theophylline should no longer be considered a 
first-line drug in respiratory tract disease. 53 Medi­
cations that are delivered topically, such as in­
haled l3-agonists, cromolyn, ipratropium, or cor­
ticosteroids, should be prescribed first before 
resorting to theophylline preparations. Doing so 
avoids the systemic side effects of theophylline 
and the need for serum drug monitoring. Also, in 
the controlled setting of the nursing home, where 
medications can be delivered with a high degree 
of compliance, the need for theophylline often di­
minishes. 

If theophylline must be used, elderly patients 
often benefit from doses producing serum levels 
of 8 to 12 /-Lg/mL, below the traditional therapeutic 
range. A reasonable starting dose is 200 to 300 
mg/d, without a loading dose. Serum theophyl­
line levels greater than 15 /-Lg/mL increase the 
risk of toxic effects in the elderly. Caution is indi­
cated when other drugs are prescribed or when 
the patient becomes febrile.53 

Lipid-Lowering Drugs 
Drug therapy for selected middle-aged patients 
with hypercholesterolemia, particular those with 
high low-density lipoprotein (LDL) cholesterol 
levels, is advocated by many experts, although 
there are outspoken dissidents.54,55 Hypercholes­
terolemia loses its predictive power for coronary 
events or mortality in patients older than 70 
years.56 There is scant evidence that lowering 
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serum cholesterol in the elderly is beneficial, and 
there is no evidence in the very old or frail. In ad­
dition, nursing home patients frequently are pre­
scribed low-fat diets or suffer from undernutri­
tion.57 Lipid-lowering agents in these patients 
could produce harmful effects. Some of these 
agents cannot be taken with other medications, 
making for very complex dosage regimens. Fi­
nally, the limited life expectancy of most nursing 
home patients, combined with their increasingly 
dependent status, argues against routine preven­
tion of myocardial infarction. 

With few data available, lipid-lowering drugs 
are appropriate only in selected patients whose 
potential life expectancy is substantial - 10 years 
or more. These patients should be cognitively in­
tact, without debilitating illness, and with either 
documented atherosclerotic heart disease or ex­
tremely high LDL levels. It is the rare nursing 
home patient who fits this description. 

Pentoxifylline 
Pentoxifylline is a rheologic agent used to allevi­
ate the symptom of intermittent claudication in 
patients with occlusive peripheral arterial disease. 
Several controlled trials have shown that a small 
minority of patients with documented disease will 
have improvement in calf pain or in walking dis­
tance while on this drug.58 Too often the drug is 
started for nonspecific leg symptoms and then 
continued indefinitely. 

Nursing home patients who are bedridden or 
minimally ambulatory should probably not receive 
this drug. Because of the high cost of pentoxifylIine 
(more than $1000/y), the diagnosis of peripheral 
arterial disease should generally be confirmed by 
noninvasive testing before a drug trial. If the drug 
is used, the patient's condition should be reassessed 
in 4 to 6 months. If there is not clearcut improve­
ment, the drug should be discontinued. 

Preliminary evidence also indicates that se­
lected patients with well-documented cerebrovas­
cular dementia can have slowing of the progres­
sion of dementia while on pentoxifylIine.59 

Pentoxifylline belongs to the methylxanthine 
class, along with theophylline and caffeine. A typi­
cal adverse effect of methylxanthines is central 
nervous system stimulation. Such drugs as cipro­
floxacin can potentiate the central nervous system 
effects, potentially leading to overstimulation and 
increased need for hypnotics or antipsychotics. In 

------------.:...------------------- ..... -
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frail nursing home patients, the minimal potential 
benefits of pentoxifylline seem to be far out­
weighed by costs and potential side effects. 

Anticonvulsants 
Used primarily in seizure disorders, the anticon­
vulsants have many serious adverse effects. Pheno­
barbital and phenytoin are very sedating and can 
contribute to declining cognitive function in frail 
elders. Carbamazepine can cause cytopenias, and 
valproic acid can be hepatotoxic. All of these 
drugs require serum drug monitoring, and serious 
drug interactions are common. 

Many patients have had anticonvulsants pre­
scribed for obscure reasons or for reasons not 
widely accepted today. For instance, the patient 
might have had a single syncopal episode with 
some convulsive twitching, or the patient might 
have had clear seizures that were secondary to a re­
versible cause, such as hyponatremia or drug toxic­
ity. Still yet, the patient might have a well-docu­
mented primary seizure disorder but has remained 
seizure-free for many years. It is safe and appropri­
ate to wean selected nursing home patients from 
their anticonvulsants. The nursing staff can be in­
volved in the process, monitoring the patient for 
recurrence. The tapering process should take sev­
eral weeks or months, as abrupt discontinuation of 
anticonvulsants can cause seizures. Consultation 
with a neurologist can be useful in some cases.60 

Discontinuing anticonvulsants for uncertain 
indications will not only reduce potential adverse 
events and drug interactions but can improve 
cognition and improve the ability of patients to 
perform activities of daily living. 

Anticoagulants 
Both the indications for anticoagulation and the 
complications of such therapy are common in the 
frail elderly. 

Atrial Fibrillation 
Atrial fibrillation is common among nursing 
home patients, affecting up to 15 percent of resi­
dents. Both aspirin and especially warfarin have 
been clearly shown to reduce the risk of stroke in 
patients with nonrheumatic atrial fibrillation.61 In 
the single best trial assessing very old patients 
(older than 75 years), however, there was minimal 
reduction in stroke but a clear increase in the risk 
of major hemorrhage.62 For frail nursing home 

patients, warfarin anticoagulation should be at­
tempted only in the most highly selected patients. 
Nursing home patients fall frequently and are 
often cognitively impaired; use of warfarin re­
quires close monitoring of coagulation times, 
hemoglobin, and potential bleeding. In our opin­
ion, most of these patients should take aspirin, if 
stroke prevention is likely to maintain a good 
quality oflife, but not warfarin. In the moderately 
to severely demented patient who is dependent in 
all activities of daily living, stroke prevention 
might not be an important or humane goal. 

Dipyridamole 
Many patients have been prescribed dipyrida­
mole, especially following coronary artery bypass 
grafting, despite numerous clinical trials that 
show no important clinical effects. Dipyridamole 
can almost always be stopped without ill effect. It 
is ineffective, expensive, and it requires multiple 
daily doses.63 

Stroke Prophylaxis 
Patients with carotid transient ischemic attacks or 
minor strokes can benefit from aspirin prophy­
laxis; many studies show that subsequent stroke 
risk can be reduced by up to 50 percent with such 
therapy. Dipyridamole is ineffective by itself and 
its addition to aspirin offers no further benefit.64 

Again, in patients with very poor function, the cli­
nician might decide that stroke prophylaxis is 
inappropriate. 

Other Concerns 
Patients recovering from deep venous thrombosis 
or pulmonary embolism generally are treated for 
3 and 6 months, respectively, with warfarin. Be­
cause of lower dose requirements in the elderly, 
side effects, and multiple potential drug interac­
tions, the prothrombin time should be monitored 
weekly until it is stable, and then at least monthly. 
One should use the international ratio method of 
monitoring warfarin therapy and follow current 
guidelines for anticoagulation, which stress lower 
doses than previously recommended. Discon­
tinue the warfarin when the appropriate treat­
ment period is finished. 65 

Nonsteroidal Anti-inflammatory Drugs (NSAIDs) , 
This class of drugs accounts for large numbers of 
serious iatrogenic complications. Griffin, et al.66 
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I found that 30 percent of ulcer-related hospitaliza­
tions and deaths in the elderly were attributable 
to NSAIDs. Most of the morbidity and mortality 
of these drugs is avoidable.67 Gastrointestinal 
bleeding or perforation is often catastrophic and 
painless. In addition, NSAIDs, through their salt­
retaining effects, can worsen hypertension or 
congestive heart failure in elderly patients.68 

Most nursing home patients have aches and 
pains, and most suffer from such chronic diseases 
as osteoarthritis or osteoporosis. NSAID use 
should not be routine in these patients. Table 2 
lists alternatives to NSAIDs in managing chronic 
pain in the nursing home patient. If an NSAID 
must be used, choose one with a relatively short. 
half-life. Although direct evidence is lacking, 
drugs such as ibuprofen might cause less pro­
found prostaglandin inhibition than drugs with 
longer half-lives, such as piroxicam. Use of the 
drug intermittently, for example, just before 
physical therapy or at bedtime, can be useful and 
decrease side effects. A drug holiday of 2 days a 
week might also lessen the risks. For transient 
pains write a time-limited prescription so that the 
drug does not continue indefinitely. 

In patients who must take daily doses of an 
NSAID, the co-administration of Hz-blockers, 
antacids, or sucralfate do not reliably prevent gas­
tric complications. Only misoprostol has been 
clearly shown to prevent gastrointestinal bleeding 
in patients taking NSAIDs, but misoprostol is ex­
pensive and difficult for elders to take because of a 
high frequency of diarrhea.69 

Allopurinol 
Allopurinol, a xanthine oxidase inhibitor, is used 
to block the production of uric acid. Long-term 
use is nearly always for the prevention of recur­
rent gout. Gout is overdiagnosed, however, as 
crystals are required for definitive diagnosis. 
Many patients have had gout diagnosed based on 
nonspecific joint pain combined with an elevated 
serum uric acid level; rarely do these patients have 
gout. The first task then is to assess how the diag­
nosis was originally made. 

Even should the diagnosis of gout be reason­
able, allopurinol is not usually the treatment of 
choice. If acute podagra occurs once every few 
years, no long-term therapy may be needed, and 
in patients with established gout, the biochemical 
defect is more likely to be renal underexcretion of 
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Table 2. Alternatives to Nonsteroidal Anti-inflammatory 
Drugs in the Management of Chronic Pain in Nursing 
Home Patients. 

1. Make a definitive diagnosis, e.g., osteomalacia, myeloma, 
compression fracture, tumor. 

2. Prescribe drugs judiciously; not every ache or pain requires 
drug therapy. 

3. Consider physical therapy, such as ambulation, range of 
motion, ice packs, or other treatment modalities, walkers. 

4. Consider occupational therapy, such as activities of daily liv­
ing retraining, assistive devices. 

5. Consider surgery, such as hip or knee replacement. 

6. Try acetaminophen, up to 2000-2500 mg/d (chronic use of 
3 to 5 gld has caused serious hepatotoxicity). 

7. Apply capsaicin (Zostrix) - 0.025% or 0.075% cream to the 
affected area three or four times a day. 

uric acid rather than overproduction. Drugs such 
as probenecid will enhance renal urate clearance, 
although the efficacy of this drug wanes as renal 
function deteriorates. Most nursing home pa­
tients receiving allopurinol can be safely with­
drawn from this drug. If indications for the drug 
continue, 100 mg once a day is usually adequate. 

Conclusions 
Family physicians can make a meaningful impact 
on the quality of life for their nursing home 
patients by taking an active, aggressive stance 
toward reducing unnecessary or marginally help­
ful medications. 

Reduction of polypharmacy can lead to im­
proved function and quality of life in impaired el­
ders, but it also has other benefits. Health care costs 
can be greatly reduced, even more than the obvious 
direct costs of the pharmaceuticals. McCue and 
Tessier70 estimated that each medication dispensed 
in the nursing home costs approximately $1 to ad­
minister. It is possible that professional nursing 
time spent on drug administration could be re­
duced, and patients could receive attention to other 
aspects of care. Rates of hospitalization might be re­
duced. Up to 10 percent of admissions of elderly 
patients to general hospitals are due to ill effects of 
prescribed medications71 ; much of this morbidity is 
probably preventable.72 The number of telephone 
calls from the nursing home can be substantially re­
duced and care streamlined, because the medical 
regimen is more straightforward. 

It is important to remain vigilant for adverse 
effects of drug withdrawal and to reinstitute a dis-
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continued drug if appropriate. 73 Many patients and 
families are resistant to proposed changes in drug 
therapy, even in the presence of overt side effects. 
One might need to compromise, balancing the 
science of geropharmacology with the realities of 
everyday patient care. On the other hand, many 
nursing home patients have multiple medical 
problems, and drug treatment of one can poten­
tially exacerbate another. The skilled family phy­
sician needs to weigh the pros and cons, take into 
account demands of the nursing home staff and 
families, and come to reasonable conclusions. 74 

Summary 
Family physicians caring for nursing home patients 
should actively attempt to simplify their patients' 
drug regimens. Drugs can be eliminated, reduced 
in dose, or switched to once-daily doses. Ongoing 
vigilance is required because the drug list tends to 
lengthen with time. Nursing home care can be 
more professionally rewarding when we see our in­
terventions bearing fruit. Careful review and prun­
ing of the medication list could be the single most 
important service the family physician can provide 
to his or her nursing home patients. 
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