The Time to Act Is Now

HE ARTICLE, “INAPPROPRIATE PRESCRIBING
for Elderly Americans in a Large Outpa-
tient Population,” by Curtis et al,! be-
speaks a significant failure in the Ameri-
can health care system. Using a 1999 claims
database of over three quarters of a million elderly sub-
jects from a national pharmaceutical benefit manager, they
report that 21% of this population filled a prescription
for a drug deemed to be potentially inappropriate for this
age group by an expert panel. Although the drugs in-
cluded on such a list may vary depending on the views
of the members of the panel, if even half that number of
elderly subjects are taking potentially inappropriate medi-
cations, 1 in 10 of all older persons is receiving a drug
that is potentially not appropriate. Similar studies date
back at least 10 years with similar results, and little or
nothing has been done to address the problem.??

See also page 1621

In fact, it is likely that these data underestimate by
a wide margin the true problem of inappropriate pre-
scribing for older persons. As Curtis and colleagues' were
not able to capture data about dosage, large numbers of
inappropriate prescriptions were almost certainly not dis-
covered. In addition, this article includes data from out-
patient facilities only. Other settings, specifically the skilled
nursing home and the hospital, are known to have a high
prevalence of inappropriate prescriptions.* In the hos-
pital, for example, a drug not on their list, meperidine,
is widely prescribed, although its use is associated with
significant adverse effects, and any number of other nar-
cotics are available that might be used in its place.” Nor
do these authors address the issue of overuse of phar-
maceuticals or drug-drug interactions in the elderly popu-
lation known to take a disproportionate number of drugs.

If only 10% of the elderly population receive an in-
appropriate prescription each year, the number is shock-
ing and warrants immediate and thoughtful action. Con-
sider for a moment the public outcry if 10% of all schools
had asbestos peeling from the ceiling. Would the Joint
Commission on Accreditation of Hospitals and Health-
care Organizations accredit a hospital if 10% of the sur-
gical procedures took place at a time when there was bac-
terial contamination of the operating room?

At the outset, the article by Curtis et al' forces us to
ask how inappropriate prescribing practices could be tak-
ing place on such a large scale for so long with so little
response. Is it due to the ignorance of the physicians?
Perhaps because most physicians in practice today had
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little or no training in geriatric medicine they may sim-
ply not be aware of the advances in this rapidly growing
field. It is only within the past 3 years that the John A.
Hartford Foundation has provided grants to introduce
some geriatric medicine content into the training pro-
grams of many surgical specialties such as gynecology,
orthopedics, and urology, which have a disproportion-
ate number of elderly people as patients (ie, Increasing
Geriatrics Expertise in Surgical and Related Medical
Subspecialties [sponsored by The American Geriatrics
Society, New York, NY, funded by The John A Hartford
Foundation]).

Is this pattern of prescribing the result of a rigidity
of practice patterns within the medical profession? Edu-
cating physicians to reduce benzodiazepine use by el-
derly patients by means of confidential feedback and edu-
cational material had no effect.® It is well known that
continuing medical education in the form of grand rounds
and lectures is unlikely to alter physician behavior to any
significant degree.™

Does the reimbursement system that pays dispro-
portionately for procedures fail to support appropri-
ately the field of geriatrics that might be able to favor-
ably influence prescription writing for elderly patients?
Approximately 1 year ago, Medicare announced it will
pay for lung volume reduction surgery, which costs
$60000 per case.'® The cost of 1 operation is approxi-
mately equivalent to that of a year’s training for a geri-
atric fellow. At the same time geriatrics has had diffi-
culty attracting fellows. The reimbursement system that
favors procedures so blatantly clearly discourages medi-
cal students and residents who have large educational
debts from entering a field that may take years of prac-
tice to pay them down.

Is this just a part of a larger problem? Is there too
great a willingness to prescribe drugs on the part of phy-
sicians and too great an expectation on the part of pa-
tients to receive them during an office visit? Does refer-
ring to patients as clients produce the impression in the
minds of both physicians and clients, or rather patients,
that the doctor-patient interaction is one in which an el-
derly person is there to purchase an item of care, easily
identified as a prescription? Are there too many consul-
tative physicians, each prescribing medicines, without the
oversight of a primary care physician?!!

If this is a part of a greater problem, what is the role
of the pharmaceutical industry in encouraging the use
of drugs? Of interest, the industry makes wide use of di-
rect one-on-one contact with physicians to promote the
sale of their drugs, one of the few forms of continuing
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medical education that may have some impact.'>**> Will
direct-to-consumer advertising result in an increase in
the number of inappropriate prescriptions?

Whatever the reason, or more likely the reasons, the
time has come to decrease the likelihood of inappropri-
ate prescribing. To this end, first, we must eliminate the
word “should” when making statements about physi-
cian practices. Clearly, statements such as physicians
“should” know this or that and physicians “should” not
do this or that are all too ineffectual in producing the de-
sired result. A system needs to be put in place to achieve
our objective.

One way to begin is to include pharmacists in the
process of prescription writing in a more meaningful way.
Since they usually have information about patients’ age,
pharmacists could be required to question the use of cer-
tain drugs or dosages in the elderly. A physician might
tire of receiving phone calls regarding prescriptions from
patients, and patients might suspect that their physician
was less than up to date if this happened repeatedly.

Perhaps not all physicians should be able to pre-
scribe all drugs. It does not seem the least unreasonable
for those of us who are not oncologists to be prohibited
from prescribing most drugs used by this group of phy-
sicians. Certainly, in the hospital setting I have limita-
tions on what I can do. I am prohibited from delivering
anesthetic agents, and I am not allowed to go to the neo-
natology unit and order medicines for a premature in-
fant. Another approach would be to restrict some drugs
from use in older persons just as they are in infants. Some
sleeping pills, for example, should simply never be used
in the elderly.

Protocols are relatively easily developed for use in
the outpatient setting. A study from Arkansas suggested
that they might have some small impact,'* although it is
doubtful that simply providing clinical guidelines will be
effective. It is likely that there would have to be a sys-
tem of rewards and punishments for any such idea to re-
sult in a decrease in the number of inappropriate pre-
scriptions. For example, failure to follow the protocols
without an adequate written explanation might be moni-
tored by the state licensing board. When a sufficient num-
ber of inappropriate prescriptions had been written by a
single physician, that physician would be asked to pro-
vide an explanation for this practice pattern. If this in-
formation were in the public domain, a physician who
consistently wrote large numbers of inappropriate pre-
scriptions might be held accountable by the state licens-
ing board, notice an effect on his practice, and experi-
ence an increase in the cost of malpractice insurance.

In addition, we need to consider how to put into place
positive incentives. As Medicare begins to pay for drugs,
it could simply not pay for those on a list of inappropri-
ate drugs. Alternatively, the patients of physicians who
followed protocols might be eligible to receive a de-
crease in the copayment when filling that physician’s pre-
scriptions. In all likelihood this cost to Medicare would
be more than made up for by the reduction of costs as-
sociated with iatrogenic disease produced by inappro-
priate prescriptions.

Perhaps the easiest and likely the best way of low-
ering the number of inappropriate prescriptions would

be to design a computer program available to all phar-
macists that identified all inappropriate prescriptions. Such
a program has been tried in Canada and has been found
to be successful.’® There is also a report of a successful
program in the United Kingdom."’

Some years ago when I was a house officer, I had
lunch with a fellow resident, albeit a surgeon, who was
exhausted but elated. He went on at some length in his
admiration of a senior neurosurgeon, having just been
his assistant during a lengthy operative procedure. With
just the slightest slip of his hand, he pointed out, this sur-
geon could have paralyzed the patient. I reached into my
pocket and pulled out a bottle of pills a new patient just
admitted to the hospital had given me. I retorted that with
just a few of these my patient could have died.
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