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INTRODUCTION 

Caregiving for an elderly person must include optimising 
pharmacological therapy. The complex process of writing a 
prescription for a drug involves making the decision that a drug 
is necessary, selecting the best medication, figuring out a dose and 
schedule that are suitable for the patient's physiologic condition, 
checking for effectiveness and toxicity, warning the patient about 
potential side effects, and deciding when to consult a doctor. The 
severe effects of incorrect drug prescribing are known as avoidable 
adverse drug events (ADEs). When assessing an older adult, the 
likelihood of an ADE should always be kept in mind; any new 
symptom should be assumed to be drug-related unless disproven 
differently. There are particular difficulties when prescribing for 
elderly individuals. Older people are frequently excluded from 
premarketing medication trials, and approved doses may not be 
suitable for them [1].

The appropriateness and general quality of medicine prescription 
are influenced by a number of factors. These include avoiding 
unneeded prescriptions, using prescribed medications as 
prescribed, monitoring drug levels and side effects, avoiding drug-
drug combinations, including the patient, and incorporating their 
values. One or a few of these criteria are frequently the focus of 
measures of the quality of prescription, but not all of them. 
Furthermore, it is unknown how well these indicators of "quality 
of prescribing" predict significant long-term medical consequences. 
Educational interventions, peer comparison feedback, automated 
order input and decision help, multidisciplinary team care under 
the direction of physicians, clinical pharmacists, and combinations 
of these approaches are strategies to reduce inappropriate 
prescribing in older individuals [2].

DESCRIPTION

In order to pinpoint times where process averages most likely 
occurred, researchers looked at specific cause signals. They then 
used binomial proportion tests to evaluate any possible shifts. 
According to the findings, no unique reasons were found during 
the testing period of any medicine. The control charts showed 
three distinct performance patterns following a notable initial 
improvement in 2017. Eight drugs kept the first improvement, and 
one medication afterwards displayed a second large improvement. 

For 2 drugs, a later drop in performance was noted, although it 
wasn't statistically different from the initial decline [3].

The data that are currently available for these strategies generally 
demonstrate large reductions in incorrect prescribing but 
conflicting findings for costs or health outcomes. There was no 
impact of the interventions on hospital admissions, adverse drug 
events (ADEs), or mortality, according to a 2016 systematic review 
of eight studies examining various prescribing interventions in 
the long-term care setting (medication review, case conferences, 
staff education, clinical decision support technology, and/or 
some combination of these). An earlier 2008 systematic review 
of 10 studies of computerised physician order entry and clinical 
decision support in the hospital and ambulatory setting revealed a 
mixed impact on ADE reduction, with five studies demonstrating 
a statistically significant reduction in ADEs, four demonstrating a 
no significant decrease, and one study demonstrating no impact on 
rate of ADEs [4].

All drugs' reimplementation phases showed no unusual reasons. 
2017 saw a strong early improvement, and control charts showed 
three distinct performance patterns. One medicine later showed 
a second major improvement, whereas eight medications kept the 
previous improvement. Two drugs demonstrated a subsequent 
performance drop that was not statistically different from the 
initial performance. Overall, after 42 months, eight of the 10 drugs 
were provided at doses and frequency that were more age-
appropriate [5].

CONCLUSION

While it is admirable that people are living longer, it is also well 
known that getting older increases the burden of co-morbidity and, 
thus, the need for medication. In most industrialised countries, 
older people are the biggest consumers of healthcare resources, 
making appropriate selection and prescription of curative and 
preventative medications crucial. Even though just one in eight 
Americans is over 65, this small fraction of the population uses the 
most prescription drugs. The same is true for Europe, where older 
people use more than twice as much healthcare funding as younger 
people. Over 65s make up about one fifth of the population in the 
UK, however they only receive 45% of all healthcare services.
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