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Polypharmacy in diabetes and solutions
for greater adherence

Introduction

Polypharmacy is a term that has been
around for at least two decades. It
can mean taking many drugs;
however, this underestimates the
numerous problems associated with
polypharmacy which itself could lead
to poor diabetic control. The tradi-
tional meaning is when various drugs
are prescribed and administered,
more than are clinically necessary or
when a medical regimen includes
unnecessary drugs.

However, when describing poly-
pharmacy, over-the-counter (OTC)
medicines should also be taken into
account. These include herbal prod-
ucts, such as DB Care, which are used
in the South Asian community for
diabetes. In addition, as medicines
can be bought over the internet the
polypharmacy problem could be a
lot worse than initially estimated.
However, the real problem of
polypharmacy can really only be
understood if the clinician is aware of
the cultural background of the
patient and has knowledge of the
different sources available for the
patient to obtain medicines.

Polypharmacy and diabetes
Polypharmacy in diabetes is unavoid-
able. Poor diabetic control leads to
polypharmacy.! Due to the progres-
sive nature of diabetes a range of
complications such as hypertension,
neuropathy, dyslipidaemia and
depression can also exist, leading to
the administration of many medi-
cines. The typical person with type 2
diabetes and hypertension could be
taking up to 10 tablets daily.

The risk of polypharmacy can no
longer just be associated with the
ageing population as the age of
onset for type 2 diabetes in the South
Asian population is at least 10 years
earlier than that of the indigenous
population.? Polypharmacy will lead
to complex medicine regimens and
adverse drug reactions.> Sometimes,
the latter are mistaken for new
medical conditions requiring extra
treatments, thus adding to the
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polypharmacy problem. In the
current climate, with more allied
health care professionals such as
pharmacists, dietitians and nurses
now being able to prescribe, the risk
for polypharmacy increases greatly if
re-evaluation of medicines is not
conducted regularly.

Adherence problems

It is well documented that patients
on complex regimens find it difficult
to adhere to them. A study in Tayside
found that only 13% of patients
receiving combination therapy
adhered to their oral hypoglycaemic
drug regimen. Both complex regi-
mens and combination therapy were
factors in poor adherence. However,
patients failed to comply, either
deliberately or by accident, which
highlights two problems: that
patients need to understand the
value of the treatment and that they
must be encouraged to be motivated
and interested in their treatments.’
Patients will rarely volunteer that
they have poor adherence unless
determinedly asked by the prescriber.
There has now been a move away
from compliance reviews of patients’
medication to concordance. It is
a joint approach discussion that
ensures both parties are taking part
in the decision-making process. The
patient—prescriber relationship is
crucial and should be one based on
rapport, trust and effective commu-
nication. Establishing a successful
relationship with the patient will then
allow equal decision making to be
made. The secret of building rapport
with the patient is to understand the
wider culture which the patient is
immersed in and comes from.

Global problem

It is well documented that poor com-
pliance exists in those populations
with chronic conditions.5 Articles
from around the globe all express the
same message of the problems with
adherence and polypharmacy. The
conclusions given in each article vary
slightly and reflect the delivery and

progress of their own health system.
Research from Germany has sug-
gested that doctors should think
about the problems of polypharmacy
before prescribing and took into
account OTC medicines that would
also add to the load of polypharrnacy.7

In Slovakia, research has focused
on inpatient diabetes care issues, a
very topical issue in the UK. The
conclusion was that elderly people
who have chronic conditions such as
diabetes need to have their medica-
tion re-evaluated carefully as there was
the tendency to be sent home with
more tablets than they came in with.8

In Jamaica, a study of those aged
over 14 has looked at adherence and
polypharmacy, reflecting the problems
associated with obesity in children and
the occurrence of type 2 diabetes. The
polypharmacy there came not only
from traditionally prescribed medi-
cines but also from the local remedies
that many of the patients take. A mix
and match attitude exists to their
medicine taking; however, this is not
limited to the West Indies. South
Asians are also well known to seek
advice and administer drugs pre-
scribed by their Hakim (pharmacist/
doctor) when they go back home.?

A study over a period of seven
years from Mexico showed that there
was an inconsistent use of diabetes
medications. This was associated with
increased risk of renal, eye and circu-
latory problems.!?

So what are the solutions?

Solutions: simpler regimen
The Tayside study® suggested that the
regimen of patients with diabetes be
simplified by giving them tablets
which only require once-daily dosing
and by using modified release and
fixed combination drug preparations.
The investigators also suggested that
clinicians need to continually update
their knowledge base and ensure they
learn new skills such as counselling
and motivational interviewing.
However, what about the question
of education in diabetes? There are
many courses available for patients,
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delivered by a range of health care
professionals such as nurses, dieti-
tians and pharmacists. These courses
are normally for newly-diagnosed
patients but should also be made
available to those patients who have
had diabetes for a long time, as it
will be the latter who will have
polypharmacy issues. It is important
to remember to include those people
for whom English is not their first
language. This used to apply in
particular to the South Asian popula-
tion; however, with the increase in
the number of Eastern Europeans in
the UK, we need to ensure that
diabetes education is available to all.
Patients should have knowledge and
a true understanding of why they are
prescribed their medication, as well
as having the opportunity to speak to
someone about their medication in a
language they understand.

Increase the use
of pharmacists
It is crucial to ensure that patients
understand what each drug is for.
When changes are made to patients’
medication they need to understand
that they no longer require the old
medication and should understand
the rationale behind starting the new
medication. One of the bestplaced
health care professionals (and under-
utilised for their knowledge), who can
conduct medicine reviews, are phar-
macists. They have the time and the
pharmacological knowledge to be able
to deliver the education and informa-
tion at a level that the patient is able to
understand. A study in Spain showed
the effect of pharmacy intervention on
polypharmacy and improved out-
comes for the patients. There were
also considerable cost savings due to
the interventions by the pharmacist.!!
Clinical pharmacists in both pri-
mary and secondary care can ensure
that patients with diabetes are
offered appropriate treatments that
are being monitored and are achiev-
ing their optimal treatment targets.
Successful study circles, where spe-
cially trained pharmacists delivered
patient education for diabetes, were
run in Swedish pharmacies over the
period of one year. Patients were
taught how to self-monitor blood
glucose, interpret results and act
upon them. The researchers found
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that group setting promoted learning
through peer help and also provided
emotional support for the patients.!?

A pharmacist-led diabetic clinic
involves the patient being seen by the
pharmacist, instead of the clinician,
for routine diabetes management
including education, medication
review and alteration of dose. There
are recent examples of pharmacist-led
diabetic clinics in the north of
England.”® With the introduction of
supplementary and independent pre-
scribing for pharmacists, this new role
could add more solutions to the prob-
lems of adherence and polypharmacy.

Another simple and effective
solution for polypharmacy was demon-
strated by a study in the USA which
showed that simple interventions, such
as writing instructions and displaying
information on graphs, enabled a
reduction in the number of drugs
being prescribed. The authors felt that
an even more complex intervention
regimen would enable further reduc-
tions in polypharmacy.'*

Conclusions

Polypharmacy — the taking of many
drugs — in diabetes is a global phe-
nomenon and is addressed in varying
ways by different countries. In the
UK, using a simple regimen for
patients — who can be on more than
10 medications — is suggested. In
addition, once-daily and modified
release preparations, as well as fixed
combination drug preparations,
would also be an option. Improving
communication skills and having a
joint approach with the patient
to decision making for their medica-
tion regimen will help to reduce
the polypharmacy issues. Ensuring
patients have participated in an edu-
cation programme in a language that
they understand is crucial. Finally,
involving the pharmacist, especially
with a view to independent prescrib-
ing, is another solution to reduce the
increased problems of polypharmacy.
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