Medication Reduction Strategy for Fall Prevention: 

 

Approximately one third of people over age 65 and living independently in the community fall each year; over 60% of nursing home residents fall each year. Fallers age 65 and over experience significant morbidity as a result of their falls including hip fractures, reduced functioning and independence and even mortality. Historically, this population also consumes multiple medications, both prescription and OTC. Many medications, regardless of polypharmacy issues, have been implicated as risk factors for falls. 

 

Many mechanisms have been proposed for medication-related falls. Adverse reactions may be more common in the elderly because of changes in drug metabolism or clearance related to impaired hepatic or renal function. In addition, additive or synergistic side effects may also be more prevalent in older patients as they are often taking multiple medications.

 

Several classes of drugs have been associated with an increased risk of falling; however the magnitude of the risk associated with individual classes of drugs has been reported somewhat inconsistently in the literature. This may, in part, be due to the fact that some investigations have attempted to control for confounding factors (such as other conditions which increase the risk of falling) whereas other studies have not. 

 

Agents that have been associated with falls, regardless of confounding variables, include anticonvulsants, antidepressants (both TCAs and SSRIs), antipsychotic/neuroleptics, benzodiazepines (both short- and long-acting), class IA antiarrhythmics (such as quinidine, procainamide), digoxin, diuretcs (especially loop diuretics),  antihypertensives (beta-blockers have been suggested to have significantly increased risk), narcotics and sedatives.  Any drugs with anticholinergic side effects have the potential to produce confusion and cognitive impairment as well as blurred vision (which further compromises ability to maintain balance and appropriate movement). With benzodiazepines, it appears that the increased risk of falling occurs in the first one or two weeks after starting therapy and when higher doses are used. The risk of falling due to antidepressants is likely also to be dose related. 

 

The use of a greater number of prescription medications regardless of pharmacologic class has also been associated with increased risk for falls. A number of studies have shown an increased risk of falls in patients taking four or more medications. There is also a greater risk of inappropriate scheduling or missing doses of medications when patients take more than 3 prescriptions medications. The average 75 year old takes five medications; 20% of patients over age 75 take 10 or more medications daily. The risk of adverse reaction appears also to approach 100% in any patient taking 10 or more daily medications. Many patients also use complimentary therapies; this usage is rarely volunteered by patients and rarely inquired about by physicians. Many of these compounds contain ingredients which may or may not be listed on the label and which can have adverse interactions with prescription medications or side effects of their own.          

 

While medications may be a large contributing factor to many falls, most falls are multifactorial. Intrinsic risk factors unique to the individual may increase the risk of falls and include age-related decline in vision, hearing, strength, mobility and musculoskeletal function. Many chronic diseases may contribute to falls and include Alzheimer’s or other dementias, arthritis and other musculoskeletal pain syndromes, cardiovascular disease, cerebrovascular disease, depression/neurosis/psychosis, diabetes, osteoporosis, Parkinson’s disease and seizure disorders. Extrinsic risk factors may include improper footwear, lack of stair rails, loose rugs, poor ambient lighting, and uneven or slippery surfaces. Behavioral issues play a role as well, including dehydration, malnutrition, and alcohol consumption. 
 

Patients who have fallen or who are at significant risk of falling should have their entire medication regimen thoroughly reviewed and considered for drug elimination or dose reduction as appropriate; all medications have potential beneficial as well as potential harmful effects. The benefit of each drug should be compared to the potential risk of side effects. Particular attention should be paid to those classes of drugs have been closely associated with falls. If possible, such medications should be avoided when not clinically essential or where the risk of adverse reactions clearly outweighs the likelihood of real benefit. When therapy with an agent that may increase the risk for falls is required, starting with lower starting doses and titrating slowly with close monitoring can further help reduce the risk of falls.

 

Note: I have the list of resources which I used in writing this draft. I will add them when we are finished. Steve
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