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Abstract Over the last few years, there has been a rapid and steadily expanding demographic explosion in the elderly
population in France. When the most dynamic segment of this growth is considered, i.e. patients aged 80 years
or more (who, moreover, usually have several diseases), under- or over-prescribing and/or inappropriate pre-
scribing are identified. Three short- and medium-term recommendations are proposed: to quickly get expert
consensus on the theme of prescribing for the aged patient; to integrate systematic drug re-evaluation into annual
consultations for people aged 80 years or more; and to better coordinate actions and communication between
institutions, health professionals and the pharmaceutical industry.
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To complete the previous Giens 2003 Round Table project[1]

focusing on recommendations concerning drug re-evaluation for
the elderly age group, two objectives have been identified by the
2004 Round Table members:

1. to identify indicators and tools favouring appropriate med-
ication use for this age group;

2. to identify communication tools and ultimately induce
behavioural changes favouring medication use.

1. Context of Medication Consumption and Use in
Elderly Patients in France

1.1 Frequency of Polymedication

According to demographic data in France and the US, the
elderly population in general and the population aged more than
80 years in particular are steadily growing.

In 1999, during the last census, people aged over 65 years
accounted for more than 9 400 000 people in France, i.e. 15.7%
of the population. In 2004, this population had reached nearly ten
million, i.e. 16.2% of the population according to the French na-
tional institute of statistics and economic studies (Institut Na-
tional des Statistiques et des Etudes Economiques [INSEE]).[2]

The population aged over 80 years amounted to more than 2 150
000 in 1999 and 2 620 000 in 2004, i.e. an increase of nearly 18%.

Demographic data (INSEE 2003) confirm that this increase
(absolute as well as relative) is likely to be sustained, as life
expectancy at birth is growing (82.9 years) in women and (75.9
years) in men in France, while births are decreasing and reaching
a no-replacement rate.

Drug consumption is high in the elderly population and
would account for 33% of total drug consumption according to
data from a French cohort study.[3] Elderly individuals living in
institutions consume more medicines than those living at home
(5.2 vs 4.5 medicines per day). Drug consumption increases with
patient age and, whatever the age, women consume more drugs
than men. Thirty-seven percent of the cost of reimbursed medi-
cations is explained by prescriptions for elderly patients.[4]

The union of French government departments dealing with
health insurance and sickness benefits in the Haute-Normandie
region (L’Union Régionale des Caisses d’Assurance Maladie
[URCAM] de Haute-Normandie) analysed the drug prescriptions
for March 1999 for individuals aged more than 65 years. This
study showed that, on average, 5.5 medicines were delivered per
patient. In a study from the Bretagne region, URCAM focused
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on people aged over 80 years and showed that, on average, 6.7
different medicines were delivered and reimbursed per patient.

A study by the Poitou-Charentes region URCAM focused on
hospital admissions of people aged more than 70 years for 5 con-
secutive days. Drug consumption was, on average, five medicines
per day, although it was higher in patients with adverse effects.
The prevalence of adverse effects was 12.5%.

In the Provence-Alpes-Côte d’Azur region, URCAM per-
formed a study on polymedication in those aged 65 years and/or
more, based upon a questionnaire given to patients selected ac-
cording to medicine reimbursement criteria. This study showed
that 28% of the patients had not complied with their treatment:
64% because they forgot, while in 70.5% noncompliance was
intentional (feelings of satisfaction or dissatisfaction). Moreover,
the study has shown that self-medication was occasional for 39%
of the patients and usual for 25%.

According to data originating from French government de-
partments dealing with health insurance and sickness benefits in
family medicine (MSA [Mutuelle Sociale Agricole], CNAMTS
[Caisse Nationale d’Assurance Maladie des Travailleurs
Salariés]), it appears that the therapeutic classes most prescribed
in this age group are, in descending order, painkillers, cardiovas-
cular drugs, digestive tract drugs and psychotropic drugs.

In summary, there is some evidence supporting polymedica-
tion in the very elderly patient because of the existence of com-
orbidities.

1.2 Inappropriate Prescribing in the Elderly

Three main categories of prescribing misuse can be identi-
fied:
• underutilisation of useful medicines;
• over-prescribing of some drugs in the absence of any obvious

indication, or drugs with an insufficient medical service
level;

• inappropriate prescribing with, for example, failure to take
into account known interactions, redundant treatments, non-
compliance with dosages or treatment durations, failure to
carry out or noncompliance with recommendations on the
monitoring of treatment effects, with, overall, no regular re-
evaluation of the individual benefit/risk ratio or therapeutic
strategy.
In the US, an expert panel consensus published a useful list

of criteria to characterise inappropriate medication prescribing
for people aged more than 65 years.[5]

The most iatrogenic drugs (i.e., most frequently causing ad-
verse effects associated with hospitalisation) are, in descending
order, anticoagulants (particularly anti-vitamin K), nonsteroidal

anti-inflammatory drugs, diuretics, ACE (angiotensin-converting
enzyme) inhibitors, β-blockers and antiarrhythmic agents, sul-
famide drugs, hypoglycaemic agents, psychotropic drugs and an-
ticholinergic drugs.

Faced with these observations, the general practitioners pres-
ent have stressed how difficult it is to re-evaluate prescriptions,
because their origin varies (e.g. specialists) and because patients
become dependent on non-essential drugs that claim to improve
their quality of life.

1.3 The Risk

Because of this population’s fragility (homeostasis and me-
tabolic impairment, renal insufficiency together with pharmaco-
kinetic changes, and the direct influence of concomitant dis-
eases), in people aged more than 65 years iatrogenesis has been
reported to be responsible for 5–10% of total hospitalisations.[6]

Drug accidents are twice as frequent, on average, in those
aged over 65 years and 10–20% of these accidents lead to
hospitalisation. A high proportion (> 50%) of iatrogenesis in the
elderly is deemed avoidable.[7]

While medicines are useful overall in patients aged more
than 80 years, their appropriate use requires both some general
and specific precautions, depending on the health of the individ-
ual patient. However, analysis of drug consumption in this pop-
ulation shows that both drug prescribing and utilisation are inap-
propriate.

2. Indicators of and Tools to Identify Appropriate
Medication Use

The legal guideline for appropriate drug use consists of the
Summary of Product Characteristics (SPC) and the patient leaf-
let.

Information referring to older individuals is available, even
though disseminated over different SPC sections (4.1: therapeu-
tic indications, 4.2: dosage and administration, 4.4: warnings and
particular precautions for use, 5.2 pharmacokinetics properties),
as imposed by the European Guideline (SPC Guideline, Decem-
ber 1999).[8]

The number of very elderly patients included in phase III
trials is still insufficient, particularly for diseases that do not ex-
clusively concern older patients, but in whom the drug treatments
may be potentially useful. According to the International Confer-
ence on Harmonisation (ICH) Guideline dated 1994 (ICH Topic
E7-Studies in Support of Special Populations: Geriatrics[9]):
“Drugs must be studied in the different age groups, including
older patients, when there is no doubt about usefulness. Patients
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included in clinical trials have to be representative of the popu-
lation targeted by the treatment.”[9]

Possible inclusion of the elderly population into the “ICH
E2E pharmacovigilance planning”[10] could, in this respect, fa-
vour the optimisation of drug safety assessment before, and es-
pecially after, marketing authorisation is granted, taking into ac-
count this specific age group.

A specific pharmacovigilance assessment could be required
in this age group.

Appropriate drug use, particularly in elderly people, requires
‘Good Practice’ recommendations to be taken into account. In
this respect, it is also useful for the prescriber to consider the drug
medical service level.

3. In View of Drug Misuse in Individuals Aged 
80 Years or More, What Are the Possible
Intervention Strategies?

In the elderly, individual interventions that encourage vigi-
lance (in prescribers, pharmacists, patients’caregivers) must be
distinguished from interventions at the population level: for this
age group, a specific framework within the activities of the public
health system is required.

3.1 At the Individual Level

3.1.1 When Do We Need to Systematically Ask Whether Drug
Use in a Very Elderly Patient is Appropriate?
For an individual patient, the following alarm criteria may

be evident:
• An aberrant prescription in terms of the number of products

or an obvious risk of drug interactions.
• A concurrent event, e.g. a fall, an infectious episode or any

unexpected deterioration in clinical symptoms and, a forti-
ori, when these events require hospitalisation. Hospitalisa-
tion should clearly be regarded as an opportunity to ensure
that any drug treatment is appropriate and any recommenda-
tions should be specifically mentioned in the hospital reports
that are forwarded to the consulting physicians.

• Any change that destabilises an elderly person, such as a
bereavement, a move or admission to an institution, or a
severe or harsh climate change.

• The appropriateness of any new prescription should be ex-
amined, taking into account existing prescriptions. This
opportunity must be taken to fully review all current pre-
scriptions, which are sometimes routinely renewed; their in-
dividual benefit/risk ratio, which may vary with time, should
also be systematically reviewed.

• Computerised tools to assist with prescriptions may be use-

ful, even though alarm signs need to be prioritised.

3.1.2 How should Alterations in Individual Prescriptions 
be Managed?
Therapeutic treatments should be prioritised, while symp-

tomatic treatments that may improve the patient’s quality of life

should also be considered. Moreover, in the case of alterations in

prescriptions, other prescribers, particularly specialists such as

cardiologists should be consulted. Finally, for each intervention,

the cooperation and compliance of the patient and that of his/her

circle should be obtained.

The speedy establishment of consensus meetings of experts,

and thus the development of recommendations, would be very

useful (table I).

3.2 At the Population Level

3.2.1 When and How to Act at the Population Level, and to
Favour Appropriate Medication Use and a Collective
Approach to the Prevention of Iatrogenesis
A systematic, annual re-evaluation of prescriptions for peo-

ple aged 80 years and/or more should be included in the priorities

of the implementation of Law No. 2004-806, August 9, 2004,[12]

relating to French public health policy. The objective of this law

is to succeed within 5 years in reducing the frequency of drug-in-

duced iatrogenic events occurring in ambulatory patients and

leading to hospitalisation.

The content of these yearly medical consultations should be

defined, as well as alarm criteria or conditions that may lead to a

request for specialised advice from a geriatrician, as required by

general practitioners.

The annual re-evaluation of prescriptions should thus be de-

veloped and raised to the status of an official ‘Good Practice’

recommendation.

Patient education represents an area for improvement with

respect to the appropriate use of medication. It is necessary to

give patients clear information in order to obtain their agreement

on the therapeutic plan, to improve their compliance with treat-

ment and to educate them with regard to warnings of iatrogenic

events. Moreover, it would be desirable to promote educational

programmes in the population aged 80 or more, targeted accord-

ing to disease. Here also, it would be useful to establish expert

recommendations.
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4. Communicate and Induce Changes 
in Behaviour in Favour of Appropriate 
Medication Use

The question we have specifically selected is as follows:
which information on the appropriate use of medication is re-
quired to induce changes in behaviour?

A lack of consistency in the available information is still
evident. Sources are numerous, the target audience of communi-
cations is too selective and means of communication are fre-
quently limited.

Which targets and which approaches will ensure effective
communication?

4.1 Information Directed to Health Professionals

General information, coordinated in short messages, clearly
explained and appropriately timed should be favoured. An eval-
uation of the how well the messages are received by the target
audience should be systematically performed.

The ‘Charter of Quality’ with respect to the medical visit –
the convention agreed between the ‘Pharmaceutical Industry
Syndicate’ (LEEM; Les Entreprises du Médicament) and the
‘Economic Committee of Health’ (CEPS; Comité Economique
des Produits de Santé)[13] – emphasises the important role of med-
ical representatives in promoting appropriate drug use; the med-
ical representative could contribute further by delivering system-
atic information on the pharmacological class of the medication,
for example:

A proximity communication, the impact of which is often
strong, should be equally favoured by means of the following:
• professional group meetings within the framework of con-

tinuous training, as well as information via the internet for
physicians, pharmacists and nurses: pilot activities have al-
ready been initiated by the MSA in collaboration with a pri-
vate group and are currently being evaluated;

• a hospitalisation report with an educational function inte-
grated into educational activities.
Generally speaking, each time documents are drawn up that

are likely to be distributed, in particular to health professionals,
the way this information is presented should be specifically ex-
amined, as well as how to make it, as far as possible, acceptable
to both health professionals and patients.

4.2 Information Directed to Patients and their Circle

• Such information must be clearly presented together with
that aimed at professionals.
In October 2004, a vast programme ‘Prevention of avoidable

medicinal iatrogenesis in elderly patients’ was developed in part-
nership with ‘Santé en Action’, the French professional associa-
tions, professional organisations and LEEM,[13] and constitutes a
good example of general public communication on that topic.
Evaluation of the influence of this campaign on health profes-
sionals is planned, as should be the rule for any activity of this
kind.
• By direct action in the newspapers most read by the target

audience (e.g ‘Notre Temps’, ‘Pleine Vie’) and in audiovi-
suals.
From the point of view of a Round Table journalist: Elderly

people receive multiple, most often contradictory, messages. As
far as possible, we should try to provide them with clear and
accurate information. We must give them some hope of being
cured or that their pain will be alleviated, and explain to them any
advances in medicine. Information conveyed by physicians, nurs-
ing staff, caregivers and the media should be consistent. We
should realise that articles about people aged more than 80 years
are not of great interest to chief editors. Regular releases in the

Table I. Practical questions that need to be asked when confronted with a
prescription for a very elderly patient (reproduced from Doucet and
Druesne,[11] with permission)

The right questions

Before drafting the prescription: get information on the patient and
his/her diseases
Which disease is covered and which pathologies are associated?
What are the patient’s expectations?
What are the short- and medium-term therapeutic objectives?
Do we have the complete list of all the medicines currently consumed?
Is the patient able to take his medications by himself and follow the
treatment surveillance plan?

When the prescription is drafted: master the treatment
Is the medication prescription really necessary?
What are the main pharmacokinetic parameters of the medicines under
consideration?
Does the medicine have the best benefit/risk ratio for this individual?
Is it necessary to adapt this medicine ... and the dosages of any other
medications?
Are the administration conditions suitable for the patient?
Is the prescription accurate, clear, legible and sufficiently
comprehensible?
Have all the physicians involved in the care of the patient been informed?
How long does the treatment theoretically last?
What are the surveillance plan and procedures?

During the surveillance consultations: evaluate efficacy and safety
Have the expected goals been achieved?
Has the initial information (somatic, cognitive status, as well as
medications) changed?
Is the treatment still necessary?
Is a new symptom related to an unexpected adverse effect?
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media, to caregivers etc. of information, reports and practical
recommendations would certainly be welcomed. General practi-
tioners or geriatricians, not to forget the radio, TV, internet sites
and DVD should be source of information for all.

4.3 The Last but Not the Least Target of Information: 
the Media

It would be necessary to sensitise journalists writing for the
general public with respect to issues relating to the elderly, to
convey to them the conviction that there are not that many issues
dealing with the elderly that are taboo for this audience, and that
the ‘grey continent’ is still to be conquered.

Finally, we should try to achieve as much partnership and
cooperation as possible between institutions, health professionals
and pharmaceutical companies.

5. Conclusion

Three converging recommendations stand out of the Round
Table projects:

1. Rapidly obtain expert consensus on prescribing for people
aged 80 years or more in terms of possible assistance in imple-
menting health policies in 2005.

2. Integrate systematic drug re-evaluation into the annual
consultations dedicated to octogenarian patients. The content and
procedures of these consultations should be based upon a clearly
defined guideline.

3. Coordinate activities and communication between institu-
tions, health insurance and sickness benefits, health profession-
als, the pharmaceutical industry and the media, in order to induce
changes in the practice of health professionals, the behaviour of
patients and the patients’ environment, and to ensure that the
information distributed is positively perceived by both profes-
sionals and patients. This could be achieved through a public
organisation in charge of the above.
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