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Abstract
Objectives: To estimate the prevalence of polypharmacy among older adults (≥65 years); 
to verify its association with sociodemographic variables, nutritional status and health 
conditions; to describe the prevalence of polypharmacy according to the presence 
of specific chronic diseases, and to report the method of acquiring drugs. Method: A 
cross-sectional study was performed with older adults (n=2,217) from seven Brazilian 
municipal regions. The prevalence of polypharmacy and its 95% confidence intervals 
were estimated. Associations were verified using Pearson’s Chi-squared test with a 
significance level of 5%, and the independent associations between the selected variables 
and polypharmacy were verified by multiple hierarchical Poisson regression. Results: The 
prevalence of polypharmacy was 18.4% (CI95%:16.8-20.0), and was significantly lower 
among non-white individuals, those who did not have a health plan, and those who 
assessed their health as very good/good (p<0.05). Obesity: (PR=1.36; CI95%:1.06-1.75), 
increased waist circumference (PR=1.54; CI95%:1.08-2.20) and presence of two (PR=2.24; 
CI95%:1.52-3.31) or three or more (PR=4.22; CI95%:2.96-6.02) chronic diseases were 
positively associated with polypharmacy. Polypharmacy was observed in about 30.0% 
of older adults with heart disease, diabetes mellitus and/or strokes/CVA/ischemia. The 
frequency of older adults who acquired drugs in Basic Health Units was 20.3% and those 
who obtained them via their own/family resources was 13.5%. Conclusion: Among older 
adults, the identification of segments with a higher prevalence of polypharmacy enables 
a better structuring of the provision of treatment during their care pathway, allowing 
special attention to be paid to problems related to the use of drugs.
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INTRODUC TION

Aging is a dynamic and progressive process that 
involves morphological, functional and biochemical 
disorders, with older adults frequently presenting 
simultaneous dysfunctions in different organs or 
systems1. Data from the National Health Survey (or 
PNS) show that 54.1% of older adults (60 years and 
over) had a chronic disease, 47.1% two such illnesses 
and 33.2% three or more2. With the occurrence 
of multiple chronic diseases, there is a significant 
increase in the simultaneous use of five or more drugs 
(polypharmacy)3-5, the prevalence rates of which are 
13.0, 37.0 and 60.0% in Brazilian older adults with 
two, three and four or more diseases, respectively6.

Drugs play a central role in health treatment 
and recovery and are one of the most important 
items in the health care of older adults, however, 
even in necessary situations, the simultaneous use 
of several drugs can trigger serious complications1,7. 
Pharmacological redundancy, inappropriate 
medication prescriptions, potentially dangerous 
drug interactions, the increased risk and severity of 
adverse reactions, cumulative toxicity, iatrogenesis, 
lower adherence to treatment, and hospitalizations 
and deaths are widely reported in literature8-14. 
Physiological changes in aging such as weight loss, 
the reduction of lean mass and increased fat mass 
increase the risk of adverse reactions1. 

Given the high prevalence of chronic diseases 
in older adults and the risks associated with the 
overuse of drugs8,12, the definition of polypharmacy 
into specific subgroups may contribute to improving 
the pharmaceutical care offered in health services, 
improving patients’ understanding of treatment and 
consequently, increasing therapeutic success9,10,13.

The objective of the present study was therefore 
to estimate the prevalence of polypharmacy in older 
adults (65 years of age or older); verify its association 
with sociodemographic variables, nutritional status 
and health conditions; describe the prevalence of 
polypharmacy according to the presence of specific 
chronic diseases, and report the method of acquiring 
the drugs. 

METHOD

A cross-sectional study was performed with 
data from the Brazilian Older Adults Frailty (Fibra) 
survey, conducted between 2008 and 2009, with 
those aged 65 years and older residing in the urban 
areas of seven Brazilian cities.

Ninety census tracts were drawn in Campinas 
(São Paulo); 93 in Belém (Pará); 75 in Poços de 
Caldas (Minas Gerais); 62 in Ermelino Matarazzo 
(São Paulo); 60 in Campina Grande (Paraíba); 60 
in Parnaíba (Piauí) and 27 in Ivoti (Rio Grande do 
Sul). For each location, male and female quotas were 
estimated by age group (65-69, 70-74, 75-79, and 
≥80 years), based on the percentage distribution of 
these segments in the older adult populations living 
in urban areas15.

For Campinas and Belém, cities with more than 
one million inhabitants, a minimum sample size 
of 601 older people was estimated, considering a 
sampling error of 4 percentage points. For the other 
cities, which had less than one million inhabitants, 
samples of 384 older adults were estimated, with 
an error of 5%. In Ivoti, where 646 older people 
lived, the estimate was 235 people, with a sampling 
error of 5%15.

Subsequently, older adults were recruited in their 
homes through an approach by pairs of duly trained 
and identified interviewers. The recruiters visited all 
the households in the census tracts drawn to identify 
older adults who met the inclusion criteria: age ≥65 
years, understand the instructions, agree to participate 
in the survey, and be a permanent resident in the 
household. The exclusion criteria were the presence 
of problems with memory, attention, spatial and 
temporal orientation and communication, which 
were suggestive of cognitive deficits; permanent or 
temporary disability in walking (except those who used 
walking aids); localized loss of strength and aphasia 
as a result of stroke sequelae; severe impairment of 
motricity, speech or affectivity related to Parkinson’s 
disease; severe hearing or visual impairment; and 
terminal stage diseases15. The inclusion and exclusion 
criteria were based on Fried et al.16 and Ferrucci et al.17.
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Data were collected through a previously tested 
instrument, with validated questions, in a single 
meeting at defined locations, such as schools, 
churches, primary healthcare units, clubs and social 
centers. Undergraduate and postgraduate students 
received previous training in the application of the 
questionnaire on different days and times, which 
lasted from 40 to 120 minutes15. Older adults 
were informed about the research objectives and 
confidentiality of individual data, and were asked 
to sign a Free and Informed Consent Form.

The first part of data collection was organized into 
five blocks related to demographic and socioeconomic, 
anthropometric, blood pressure, frailty and cognitive 
screening variable data, each administered by an 
interviewer. Upon completing the last block of the 
first phase, the interviewer checked the score of the 
older adult on the Mini Mental State Examination 
(MMSE) to exclude those with cognitive impairment. 
The second part of data collection was performed 
with older adults who achieved a score higher than the 
MMSE cutoff score of 17 for illiterate individuals; 22 
for those with one to four years of study; 24 for those 
who had between five and eight years of schooling 
and 26 for those who had studied for nine years and 
over15,18. Thus, at this stage, questions about chronic 
diseases, signs and symptoms, sleep problems, drug 
use, self-assessment of health, smoking and drinking, 
access to health services, among others, were applied15.

In the present study, the variable of interest 
was the simultaneous consumption of five or more 
drugs, a condition that characterizes the practice 
of polypharmacy. A systematic literature review 
indicated few studies that used numerical definitions 
of polypharmacy and incorporated the duration of 
therapy, and a lower frequency of studies that used 
definitions which considered the health environment19. 
Although there is no universally accepted definition of 
polypharmacy6,13,19, most Brazilian and non-Brazilian 
studies consider it to mean the use of five or more 
drugs. Thus, for comparative purposes, we have 
chosen to adopt this definition. The variable was 
obtained through the question: “In the last three months 
have you taken any drugs prescribed by a doctor, or on your 
own?” (yes or no). To those who answered yes, the 
question: “How many?” was asked. 

For the older adults who answered the questions 
(n=2,217), the following variables were considered 
for the analysis of the factors associated with 
polypharmacy:

• Demographic and socioeconomic status: sex 
(male and female), age group (65-69, 70-74, 75-
79 and ≥80 years), skin color/race (white and 
non-white composed of black, brown (mixed 
race), yellow (Asian-Brazilian) and indigenous), 
marital status (with spouse and without spouse), 
education (no schooling, 1 to 4, and 5 years or 
more of schooling), per capita family income 
in minimum wages (<1, 1 to 3 and >3 ), health 
insurance affiliation (yes and no).

• Nutritional status: Body Mass Index (BMI) 
calculated with weight and height measurements 
[weight (kg)/height (m2)] and classified according 
to the cutoffs adopted by Lipschitz20: underweight 
BMI <22 kg/m2, normal weight BMI between 
22 and 27 kg/m2 and overweight BMI>27 kg/
m2. The waist circumference (WC) measurement 
corresponded to the midpoint between the lower 
edge of the last rib and the iliac crest, classified 
according to the World Health Organization21: 
increased WC≥94 cm and <102 cm for men, ≥80 
cm and <88 cm for women; greatly increased 
WC ≥102 cm and ≥88 cm for men and women, 
respectively.

• Health conditions: self-rated health (very good/
good, fair, poor/very poor), hospitalization in 
the 12 months prior to the interview (yes and 
no), number of chronic diseases diagnosed by a 
doctor (0 to 1, 2, and 3 or more), sleep problems 
(yes and no), loss of appetite (yes and no) and 
frailty. For the classification of older adults in 
terms of frailty, the five criteria proposed by Fried 
et al.16 were used to categorize the older adults as 
frail (positive for three or more criteria), pre-frail 
(positive for one or two criteria) and not frail (no 
positive criteria). Certain chronic diseases were 
also considered: hypertension, diabetes mellitus, 
heart disease (angina, myocardial infarction 
or heart attack), stroke/ischemia, depression, 
arthritis/rheumatism, osteoporosis, malignant 
tumor/cancer and lung disease.
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The older adults who said they were using drugs, 
were asked, “How do you access the drugs?”, and could 
respond buy with own money (yes or no), buy with 
family resources (yes or no) and obtain at Basic 
Health Unit (yes or no). Thus, from these questions, 
a variable was created considering only older adults 
who answered all (n=1,988), with two categories 
regarding the form of obtaining the drugs (own/
family resources or free), discriminating the different 
profiles (mutually exclusive categories) to verify the 
association with polypharmacy.

In the analyzes, the relative percentage frequencies 
and the prevalence of polypharmacy were estimated 
according to sociodemographic characteristics, 
nutritional status and health conditions. The 
associations between polypharmacy and the variables 
considered were verified by Pearson’s chi-squared 
test, with a significance level of 5%. Crude prevalence 
ratios and the respective 95% confidence intervals 
(95% CI) were also estimated. 

Multiple hierarchical analysis was performed 
in three steps, with all the variables that presented 
p<0.20 in the simple analysis included in the model. 
Thus, in the first stage, sociodemographic variables 
were inserted and those with p<0.05 remained in 
the model. In the second stage, the variables related 
to nutritional status were inserted while the third 
included the variables related to health conditions, 
adopting the same criteria described in the first stage.

Statistical analysis was performed using the 
Stata program, version 14.0 (Stata Corp., College 
Station, USA). The Fibra Study was approved by the 
Research Ethics Committee of the Faculty of Medical 
Sciences of the Universidade Estadual de Campinas 
(the State University of Campinas) under opinion 

No. 208/2007 and registered on the Plataforma 
Brasil (the Brazil Platform) under CAAE number 
39547014.0. 1001.5404.

RESULTS

The sample of the present study consisted of 
2,217 older adults who reported using drugs. The 
average age of the older adults was 72.4 years (95% 
CI: 72.2-72.7) and 67.6% were women. The average 
number of drugs used was 2.9 (95% CI: 2.8-3.0). 
The prevalence of polypharmacy was 18.4% (95% 
CI: 16.8-20.0), and was lower in non-whites and 
those without health insurance at the time of the 
survey. There was an increase in the prevalence 
of polypharmacy as schooling increased ( p<0.05) 
(Table 1).

Table 2 shows the prevalence and prevalence 
ratios according to nutritional status and health 
conditions. Except for sleep problems and loss 
of appetite, all the other variables were associated 
with polypharmacy ( p<0.05). The prevalence of 
polypharmacy according to specific chronic diseases 
is shown in Figure 1. About 30.0% of older adults 
with heart disease, diabetes mellitus and stroke/
CVA/ischemia used five or more drugs at the time 
of the survey (p<0.05).

The results of the hierarchical regression 
analysis are shown in Table 3. The prevalence of 
polypharmacy was significantly lower in non-white 
people, among those without health insurance, and 
among those who self-rated their health as very 
good/good ( p<0.05). Obesity, greatly increased 
waist circumference, and the presence of two or 
more chronic diseases were positively associated 
with polypharmacy (p<0.05). 
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Table 1. Sample distribution, prevalence and prevalence ratio of polypharmacy in community-dwelling older 
adults (≥65 years) according to sociodemographic variables. Fibra Study, 2008/2009.

Variables n (%) Prevalence p* PR** (CI95%)
Sex 0.094
Female 1.498 (67.6) 19.4 1
Male 719 (32.4) 16.4 0.85 (0.68-1.05)
Total 2.217 18.4
Age range (in years) 0.378
65 to 69 818 (36.9) 17.2 1
70 to 74 705 (31.8) 18.7 1.09 (0.86-1.38)
75 to 79 418 (18.9) 21.0 1.22 (0.94-1.59)
80 years or more 276 (12.4) 17.0 0.99 (0.71-1.37)
Skin color (self-reported) < 0.001
White 1.225 (55.8) 22.0 1
Non-white 971 (44.2) 13.7 0.62 (0.50-0.76)
Lives with partner 0.946
Yes 1.095 (49.5) 18.4 1
No 1.118 (50.5) 18.3 0.99 (0.82-1.21)
Schooling (in years of schooling) 0.008
Never studied 419 (18.9) 13.8 1
1 to 4 1.109 (50.1) 18.3 1.32 (0.99-1.77)
5 or more 685 (30.9) 21.3 1.54 (1.14-2.09)
Family income (MW) 0.001
<1 800 (23.0) 18.4 1
≥1 and ≤3 1.580 (45.4) 15.4 0.83 (0.64-1.09)
>3 1.097 (31.6) 22.2 1.21 (0.93-1.56)
Health plan < 0.001
Yes 877 (40.1) 23.9 1
No 1.310 (59.9) 14.7 0.61 (0.51-0.75)

n: total number of individuals in sample; MW: minimum wage at time of study; * Pearson chi-squared test;**PR: prevalence ratio; CI95%: 
confidence interval of 95%.

Table 2. Prevalence and prevalence ratio of polypharmacy in community-dwelling older people (≥65 years) 
according to nutritional status and health conditions. Fiber Study, 2008/2009.

Variables n (%) Prevalence p-value* PR** (CI95%)
Body Mass Index (kg / m2) <0.001
Normal weight 870 (39.2) 14.5 1

Underweight 224 (10.1) 11.2 0.77 (0.50-1.18)
Overweight 1.123 (50.7) 22.9 1.58 (1.28-1.95)
Waist circumference <0.001
Normal 553 (24.9) 11.0 1
Increased 565 (25.5) 16.8 1.52 (1.10-2.10)
Greatly increased 1.099 (49.6) 22.9 2.08 (1.57-2.75)

to be continued
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Figure 1. Prevalence of polypharmacy in older adults (≥65 years), according to the presence of chronic diseases. 
Fibra Study, 2008/2009.

*Statistically significant associations (p<0.05).

Continuation of Table 2

Variables n (%) Prevalence p-value* PR** (CI95%)
Health self-assessment 0.001
Poor/ very poor 643 (29.2) 22.4 1
Regular 854 (38.7) 18.5 0.83 (0.66-1.03)
Very good / good 708 (32.1) 14.7 0.66 (0.51-0.84)
Hospitalization in the last year <0.001
No 1.835 (83.4) 17.0 1
Yes 366 (16.6) 25.4 1.49 (1.18-1.88)
Number of chronic diseases < 0.001
0 to 1 624 (28.6) 5.8 1
2 621 (28.4) 13.8 2.40 (1.63-3.54)
3 or more 938 (43.0) 29.6 5.14 (3.63-7.27)
Frailty 0.010

Not frail 884 (39.9) 16.1 1
Pre-frail 1.166 (52.6) 19.2 1.20 (0.97-1.48)
Frail 165 (7.5) 25.4 1.58 (1.12-2.24)
Sleep problems 0.101
Yes 1.124 (50.7) 19.7 1
No 1.091 (49.3) 17.0 0.86 (0.71-1.05)
Loss of appetite 0.637
Yes 558 (25.4) 19.2 1
No 1.636 (74.6) 18.3 0.95 (0.76-1.19)

n: total individuals in sample;* Pearson’s chi-squared test;**PR: prevalence ratio; CI95%: 95% confidence interval.
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Table 3. Poisson regression multiple hierarchical model for the association between polypharmacy and 
sociodemographic variables, nutritional status and health conditions in community-dwelling older adults (≥65 
years). Fibra Study, 2008/2009.

Variables
First stage Second stage Third stage
*PRAdjusted

(CI95%)
**PRAdjusted

(CI95%)
***PRAdjusted

(CI95%)
Skin color
White 1 1 1
Not white 0.70 (0.56 - 0.86) 0.72 (0.58 - 0.90) 0.70 (0.56 - 0.87)
Health insurance
Yes 1 1 1
No 0.67 (0.55 - 0.82) 0.67 (0.55 - 0.82) 0.70 (0.57 - 0.86)
Body Mass Index (kg / m2)
Normal weight 1 1
Underweight 0.94 (0.59 - 1.50) 0.93 (0.58 - 1.49)
Overweight 1.36 (1.06 - 1.75) 1.21 (0.94 - 1.56)
Waist circumference
Normal 1 1
Increased 1.28 (0.90 - 1.83) 1.20 (0.84 - 1.72)
Greatly increased 1.54 (1.08 - 2.20) 1.32 (0.92 - 1.90)
Health self-assessment
Poor/very poor 1
Regular 0.89 (0.71 - 1.13)
Very good/good 0.76 (0.58 - 0.99)
Number of chronic diseases
0 to 1 1
2 2.24 (1.52 - 3.31)
3 or more 4.22 (2.96 - 6.02)

*Adjusted by sociodemographic variables;**Adjusted by sociodemographic variables and nutritional state; ***Adjusted for sociodemographic, 
nutritional and health status variables; PR: Prevalence ratio adjusted by Poisson multiple regression.

Regarding the form of drug acquisition, the 
frequencies of polypharmacy among those who 
reported obtaining their drug at the Basic Health Unit 
and through their own/family resources were 20.3% 
and 13.5%, respectively (p<0.001). Adjusting for sex, 
age and number of chronic diseases, the association 
was at the limit of statistical significance (PR=1.27; 
95% CI: 1.00-1.61) (data not shown in table).

DISCUSSION

In the present study, the prevalence of 
polypharmacy was 18.4% for older adults aged ≥65 

years. Considering the same definition adopted in 
this study (use of five or more drugs), Brazilian 
surveys that used the age group of 60 years or older 
detected prevalences of 10.3% in Cuiabá (Minas 
Gerais)22, 28.0% in Goiânia (Goiás)23 and 32.0% 
in Florianópolis (Santa Catarina)24. In the National 
Survey on Access, Use and Promotion of the Rational 
Use of Drugs (or PNAUM), the prevalence of 
polypharmacy was estimated at 18.0%6. Among 
the ≥65-year-old segment, the prevalence of the 
concomitant use of five or more drugs was 36.0% 
in the city of São Paulo, according to the SABE25 
Study, 39.0% in the United States in the National 
Health and Nutrition Examination Survey26, 44.0% 
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and treatment in health services, and also lower 
purchasing power when obtaining the drugs, as 
well as the lower survival rates of such older people.

The prevalence of polypharmacy was lower among 
older adults who did not have health insurance. The 
PNAUM survey also identified a lower prevalence 
of polypharmacy in older adults who did not have 
private health insurance (16.8% versus 22.2%)6. 
In the city of São Paulo, the use of five or more 
drugs was lower in older adults treated by the public 
health network25. In Cuiabá (Mato Grosso), on the 
other hand, older adults who used public health 
services were more polymedicated22. Chronic diseases 
affect older people and people with low purchasing 
power, conditions that result from less access to 
and use of health services29. According to the SABE 
Study, about 70.0% of older adults without health 
insurance had no schooling and 58.7% of women 
and 81.6% of men received less than one minimum 
wage. Regarding the use of services, 51.7% of older 
adults without a health plan waited more than 90 
days between the scheduling of an appointment 
and the appointment itself, 74.6% waited more than 
one hour to be seen, and 61.3% did not undergo or 
underwent only part of the exams requested after 
an appointment30.      

Greater levels of schooling were not associated 
with a higher prevalence of polypharmacy, 
corroborating the findings of other studies which 
did not observe a statistical association between 
schooling and excessive drug use6,22-24. In the SABE 
study, no significant association was found between 
polypharmacy and educational level, but a higher 
prevalence was identified among older adults who 
belonged to the upper tercile of minimum wage 
income distribution (37.2%)25. In contrast to the 
results of this study, in a prospective cohort of 
Swedish older adults, there was a lower prevalence 
(35.6%) and incidence (17.9/100 person-years) of 
polypharmacy among those with a higher education1.

The prevalence of polypharmacy was greater in the 
subgroups of older adults with waist circumference 
classified as greatly increased, and in those who 
were overweight. A study with older people from 
Goiânia (Goiás)23 found, in bivariate analysis, a 
higher prevalence of polypharmacy in those with a 

in Sweden, in a three-year prospective cohort study1, 
and 69.0% in Canada, with data from the National 
Prescription Drug Utilization Information System27. 

Comparisons between these prevalences should 
be made with caution, as the differences observed 
in drug use studies may be related to factors such as 
the recall period, age group, access to health services, 
the supply and prescription of drugs in different 
locations, as well as the context of the period in 
which the study was conducted, among others. 

No differences were observed in the prevalence 
of polypharmacy by sex, contradicting the results of 
other studies. Considering the age group 65 years or 
older, women presented odds ratios of 1.80 (95%CI: 
1.20-2.60) in the city of São Paulo25 and 1.28 (95% 
CI:1.27-1.29) in Sweden1. Differences in sex were 
also observed in older adults aged 60 years and over, 
with a higher prevalence in women in Florianópolis24, 
Goiânia23 and Brazil-wide (20.1% versus 15.6%)6. 
Therefore, the relationship between polypharmacy 
and sex in the older adult population needs to be 
further clarified.

There was also no difference in the prevalence of 
polypharmacy in relation to age group, contradicting 
the findings of other studies23,24. In the PNAUM 
study, the prevalence of polypharmacy was higher 
in the 70 to 79 age group, compared to the 60 to 
69 group, but there was no statistical difference for 
the oldest older adults (≥ 80 years old)6. In Sweden, 
a three-year follow-up study (age≥65 years) found 
differences in the prevalence of polypharmacy: 32.8% 
(65 to 74 years), 53.0% (75 to 84 years), 65.5% ( 85 
to 94 years) and 67.0% (≥ 95 years)1. 

It should be considered that the selecting of 
older people without cognitive impairment, as well 
as the request that they get to the data collection 
site by their own means, may have inserted some 
selection bias into the study due to the majority who 
participated in the study being physically, emotionally 
and cognitively robust at the time it was carried out.

In the present study, the prevalence of 
polypharmacy was significantly lower among non-
whites, unlike the results of other studies that found 
no association between polypharmacy and skin 
color23,28. This could indicate less access to diagnosis 
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Older adults with two or more chronic diseases had 
a higher prevalence of polypharmacy. Other studies 
have indicated that the practice of polypharmacy 
increases with the number of chronic diseases6,23. In 
Goiânia, the prevalence of the concomitant use of 
five or more drugs was 48.2% and 57.9% among older 
adults who had two or three or more chronic diseases, 
respectively.23. In Swedish older people (age ≥65 years), 
the prevalence of polypharmacy increased sharply 
with the number of chronic diseases, from 28.6% 
(one) to 45.4% (two)  and 59.9% (three), reaching 
87.2% among those with five or more diseases1. 

Older adults diagnosed with heart disease, 
diabetes mellitus, stroke/CVA/ ischemia, depression, 
hypertension, arthritis/rheumatism and osteoporosis 
had a higher prevalence of polypharmacy. In the 
SABE study a higher prevalence of polypharmacy was 
observed in older adults who reported diabetes, heart 
problems, rheumatic disease and hypertension25. 
According to the PNAUM findings, high blood 
pressure, diabetes, heart disease, lung disease, 
high cholesterol, rheumatism and depression were 
associated with polypharmacy6.

In relation to the acquisition of drugs, among 
the older adults who reported such information, a 
higher percentage of polypharmacy was observed, 
within the limit of significance, among those who 
acquired their drugs from a Basic Health Unit (free 
of charge), which may indicate both greater access 
to drugs for individuals with chronic conditions 
receiving care in public health services, as well as 
for those who have a medical health plan, since the 
National Drugs Policy, through the National List 
of Essential Drugs (Rename)6,34, guarantees the free 
of charge access to a group of drugs used by older 
adults with the most frequent chronic conditions 6.

National Health Survey (or PNS) data for the 
adult population as a whole reveal that 81.4% of 
total hypertensive patients were receiving drug-based 
treatment, 92.2% of those over 75 years of age; 80.2% 
and 52.0% of those who reported suffering from 
diabetes and depression, respectively, and 81.5% of 
those with asthma35. 

In addition to access to the drugs necessary for 
the treatment of the various chronic conditions that 
most often affect older adults, constant medical 

greatly increased waist circumference (34.6%). In the 
hierarchical model, polypharmacy was higher among 
the obese. Data from the PNAUM showed that 
25.4% of obese older adults were polymedicated, a 
significantly higher rate than was estimated for those 
classified as underweight or normal weight6. A cross-
sectional study conducted in European countries 
(older adults ≥75 years) found a higher risk of hyper-
pharmacy (≥10 drugs) among obese individuals31. 
Obesity is a risk factor for the development of 
comorbidities and is associated with metabolic 
syndrome, which comprises a set of cardiovascular 
risk factors such as hypertension, diabetes, insulin 
resistance, hypercholesterolemia and central obesity, 
defined as the measurement of waist circumference32. 
The higher drug consumption among obese older 
adults or those with higher central fat deposition 
may therefore be due to comorbidities and metabolic 
changes associated with these conditions, as well 
as changes caused by body fat in drug absorption, 
distribution and metabolism7.

The simultaneous consumption of five or more 
drugs was lower among older adults who considered 
their health very good/good, compared to those who 
considered it poor/very poor. According to PNAUM, 
the prevalence of polypharmacy was 11.6% in older 
adults who perceived their health as very good/
good, increasing to 22.4% and 36.8% among those 
who responded that it was fair and poor/very poor, 
respectively6. In the Epifloripa Older Adults study, 
the rate of polypharmacy was almost twice as high 
in those who negatively self-rated their health24. In 
Goiânia (Goiás), older people who considered their 
health to be poor were more polymedicated than those 
who answered very good/good23. A population-based 
survey of older people from Campinas (São Paulo) 
found that poor/very poor self-rated health was 
associated with worse living conditions and health 
and emotional aspects, such as a higher number of 
chronic diseases, health problems and limitations, 
and the absence of feelings of happiness and vitality33. 
Self-rated health status is an important indicator of 
morbidity and use of services, especially in older 
adults33. The accumulation of chronic diseases causes 
damage to physical health and demands greater use 
of drugs, which can affect individual well-being and 
impose a reorganization in the routine of older adults.  
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monitoring should be provided for the reevaluation of 
the clinical profile of the individual and adjustments, 
if necessary, to a prescription. The training of the 
multidisciplinary health team on the adoption of 
strategies for the rational use of drugs36 is also 
important, to minimize health risks and improve 
quality of life. 

Drug therapy is essential for the control and 
treatment of the diseases and comorbidities that 
manifest themselves with aging, however, the 
unnecessary and abusive use of drugs needs to be 
addressed through alternative strategies to often 
essentially prescriptive biomedical practices. The joint 
work of physicians and pharmacists is of fundamental 
importance in many cases. In addition, in the context 
of public health services, the use of Complementary 
and Integrative Medicine, offered free of charge in 
over 3,000 municipalities, 88% of which is provided 
via Primary Health Care (PHC) establishments of 
the Unified Health System37 should be considered, as 
well as multidisciplinary care involving nutritionists, 
physiotherapists, occupational therapists and physical 
educators, among others with a broad and more 
resolute approach. These care strategies can contribute 
to the reduction of polypharmacy and improve the 
quality of life of older adults.

Among the limitations of the present study is the 
fact that the data relate to the period from 2008 to 
2009. In terms of nutritional status, it should be noted 
that BMI does not differentiate muscle tissue from 
adipose tissue, nor does it evaluate the distribution 
of body fat. In addition, the progressive loss of lean 
mass in older adults affects its validity as an indicator 
of adiposity, regardless of changes in weight38. Also, 
information on the amount of drugs used may be 
influenced by memory bias, and the specific drugs 
used by the polymedicated older adults were not 
verified. In addition, the healthier profile of the 
selected older adults may have underestimated the 
prevalence of polypharmacy.

In the Fibra study, men and women from four age 
groups (65-69, 70-74, 75-79 and 80 years and older) 
were recruited in proportion to those observed in the 
same age and sex groups of the urban population of 

the selected cities at the time of the study. However, 
discrepancies observed between the estimated and 
the obtained quotas may limit the generalization of 
the results to the wider population15. Among the 
strengths of the study is the methodological rigor 
of the Fibra Study, designed to obtain a broad set of 
information on the health conditions of older adults15.

CONCLUSION

The results of the present study indicated that 
18.4% of older adults used five or more drugs. The 
segments of white older adults, who had health 
insurance, were overweight, had a greatly increased 
waist circumference measurement, who evaluated 
their health as more negative and who had two or 
more chronic diseases, were more likely to practice 
polypharmacy. It is important to identify those 
subgroups of older adults with a higher prevalence 
of polypharmacy, for more frequent monitoring and 
evaluations, to avoid any problems related to the 
interference of drugs in the therapeutic results and 
quality of life of such adults.

There was also a higher percentage within the 
limits of statistical significance in those who reported 
acquiring drugs from Basic Health Units, regardless 
of sex, age and number of chronic diseases, which 
may indicate greater access to drugs in the Unified 
Health System, but also little appreciation of other 
non-drug therapeutic practices for the care of older 
adults, even in the public health service. 

Finally, it should be pointed out that there has 
been a notable expansion of health needs due to 
the rapid and progressive aging of the Brazilian 
population. In this sense, health care for older adults 
needs to consider multidimensional needs in a more 
integrated manner. The results of this study can 
be used to guide joint actions between doctors, 
pharmacists and other health professionals for the 
treatment of older adults, in order to reconcile the 
necessary use of drugs with health conditions and 
other non-pharmacological therapies.

Edited by: Tamires Carneiro Oliveira Mendes
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