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Abstract
Geriatric polypharmacy is common in rural primary care, where fragmented specialist prescribing and limited on-site pharmacy support raise the risk of potentially inappropriate medications (PIMs) and adverse outcomes. We conducted a retrospective cohort study across eleven rural primary care practices, comparing patients aged 65 years or older with ten or more concurrent medications who received a structured medication review (n=284) against a propensity-matched usual-care comparison group (n=284). At 12 months, the review group's mean PIM count fell from 3.8 to 1.9, a significantly greater reduction than the 0.4 seen with usual care (adjusted difference-in-differences 1.5, 95% CI 1.2-1.8, p<0.001), and 61.6% achieved a sustained deprescribing event versus 18.7% with usual care. The review group also showed lower emergency department visits, unplanned admissions, and falls or fractures. Structured medication review delivered within rural primary care workflows, without dedicated on-site clinical pharmacy staffing, was associated with substantial reductions in inappropriate prescribing burden and favorable utilization outcomes, supporting wider adoption pending prospective confirmation.
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1. Introduction

Polypharmacy in older adults, commonly defined as concurrent use of five or more regularly scheduled medications, has become the default clinical state of geriatric primary care rather than an exception requiring explanation [1]. Its prevalence has risen across high-income health systems, driven by an aging population, single-disease guidelines that each recommend their own pharmacotherapy, and a reimbursement structure that rewards prescribing more readily than the harder work of stopping a drug that no longer serves the patient [2,3]. Cross-sectional surveys of community-dwelling elders have found that a substantial minority take ten or more medicines simultaneously, with the trajectory in most studied cohorts trending upward [2,4].

The consequences of unmanaged polypharmacy cut across nearly every domain of geriatric outcome. Multiple concurrent medications increase the combinatorial risk of adverse drug reactions, drug-drug interactions, and prescribing cascades in which a side effect of one drug is treated with a second rather than recognized as iatrogenic [5,6]. Adverse reactions requiring hospitalization rise steeply once a patient crosses the five-to-six-medication threshold [7]. Potentially inappropriate medications (PIMs), defined by explicit criteria such as the Beers list and STOPP/START, are common in polypharmacy cohorts and are independently associated with falls, delirium, functional decline, and mortality [8,9,10].

Rural primary care presents a distinct, understudied version of this problem. Patients in rural catchments are on average older and more multimorbid, more likely to receive prescriptions from multiple specialists whose records do not automatically reconcile with the primary record, and have less access to on-site clinical pharmacy support than urban counterparts [11,12]. This combination of higher baseline risk and lower structural capacity for medication oversight makes rural geriatric polypharmacy a priority target, yet the evidence base for structured medication review (SMR) has been generated disproportionately in urban academic and hospital-affiliated settings [11,13].

SMR, in which a clinician or clinical pharmacist systematically evaluates a patient's complete medication list against explicit appropriateness criteria, deprescribing algorithms, and the patient's own goals of care, has accumulated a reasonably strong evidence base for reducing inappropriate prescribing in the aggregate [14,15,16]. Randomized trials of pharmacist-led review have shown reductions in inappropriate medications per patient and, in some but not all trials, reductions in admission and mortality [17,18,19]. A Cochrane review concluded that such interventions probably reduce inappropriate medication counts and may reduce adverse drug events, though evidence for hard outcomes remains heterogeneous [20,16].

Despite this, few studies have examined SMR specifically in a rural primary care population with a formal geriatric polypharmacy definition, and fewer still report real-world retrospective cohort data outside a trial protocol [21,22]. This study addresses that gap. We conducted a retrospective cohort study of structured medication review delivered within rural primary care practices to patients meeting a geriatric polypharmacy definition, comparing PIM burden, deprescribing rates, and health-service utilization against a contemporaneous comparison group who did not receive a structured review during the same interval.

2. Methods

Study Design and Setting

We conducted a retrospective cohort study using electronic health record data from eleven rural primary care practices with no on-site hospital pharmacy and limited access to consultant geriatric medicine. Patients aged 65 years or older with ten or more distinct regularly scheduled medications at any point during the twelve-month baseline period, consistent with commonly used polypharmacy thresholds, were eligible [3,1]. Patients with documented life expectancy under three months, hospice enrollment, or fewer than two primary care encounters during the eighteen-month observation window were excluded.

The exposed cohort comprised patients receiving at least one documented SMR during the baseline year, delivered by the practice's affiliated clinical pharmacist or the primary care physician using a standardized electronic template. The comparison cohort comprised eligible patients from the same practices with no documented review during the same period, matched 1:1 on age band, sex, baseline medication count, and Charlson comorbidity index using nearest-neighbor propensity score matching [4].

Medication Review Protocol

The SMR protocol followed a five-step deprescribing framework adapted from published models: reconciling the medication list across all prescribers, screening against explicit criteria including the 2023 Beers Criteria and STOPP/START version 2, assessing continued indication against current goals of care, identifying candidates for dose reduction or discontinuation, and negotiating a revised regimen with the patient [8,9,23,24]. Reviewers received structured training in deprescribing communication drawn from published feasibility work on systematic discontinuation in frail older patients [25]. Discontinuation decisions and rationale were documented in a standardized record field, which formed the basis for outcome ascertainment.

Outcome Measures and Statistical Analysis

The primary outcome was change in PIM count, ascertained by applying STOPP/START version 2 and the Beers Criteria algorithmically to the coded medication list at baseline and twelve months [9,8]. Secondary outcomes included total medication count, sustained deprescribing (discontinuation maintained through follow-up), emergency department visits, unplanned admissions, and a composite falls-and-fracture outcome, chosen because polypharmacy and PIM burden are established correlates of each [5,6,7].

Continuous variables were compared using Student's t-test or the Mann-Whitney U test and categorical variables with the chi-square test. Between-group differences in outcome change were estimated with difference-in-differences regression models adjusted for age, sex, baseline medication count, Charlson index, and rurality index, using two-sided testing at alpha 0.05. Given known heterogeneity in how prescribing-appropriateness indicators are applied, we additionally reported a sensitivity analysis using an alternative indicators tool as a robustness check [26].

3. Results

Baseline Characteristics

Of 1,842 patients aged 65 years or older across the eleven practices, 612 met the polypharmacy threshold and had adequate follow-up. Of these, 284 received a documented SMR and were matched to 284 comparison patients. The matched cohorts were well balanced, with mean age 78.4 years (review) versus 78.1 years (comparison), similar sex distribution, and comparable baseline medication counts (12.6 vs 12.4). Baseline Charlson index and the prevalence of the five most common chronic conditions did not differ significantly between groups, consistent with the multimorbidity burden reported in comparable polypharmacy cohorts [4,12].

Reduction in Potentially Inappropriate Medications

Patients receiving SMR had a significantly greater PIM reduction at twelve months than comparison patients. Mean PIM count fell from 3.8 to 1.9 in the review group, versus 3.7 to 3.3 in the comparison group (adjusted difference-in-differences 1.5 PIMs, 95% CI 1.2-1.8, p<0.001), a magnitude consistent with pharmacist-led review trials [17,19,27]. Sustained deprescribing occurred in 61.6% of the review group versus 18.7% of comparison patients (p<0.001), consistent with rates reported in prior deprescribing feasibility studies [25,24]. The sensitivity analysis using an alternative indicators tool produced concordant results, supporting the robustness of the primary finding [26].

Table 1: Baseline characteristics of the matched structured-review and usual-care cohorts (n=284 per group). Characteristic Structured review Usual care[image: Table 1: Baseline characteristics of the matched structured-review and usual-care cohorts (n=284 per group). Characteristic Structured review Usual care]
[image: Figure 1: Mean potentially inappropriate medication (PIM) count per patient at baseline and 12 months in the structured-review and usual-care cohorts, with a significantly greater reduction in the review group (adjusted difference-in-differences 1.5 PIMs, 95% CI 1.2-1.8)]Figure 1: Mean potentially inappropriate medication (PIM) count per patient at baseline and 12 months in the structured-review and usual-care cohorts, with a significantly greater reduction in the review group (adjusted difference-in-differences 1.5 PIMs, 95% CI 1.2-1.8)
[9,8].

Clinical and Healthcare Utilization Outcomes

Total medication count declined more with SMR (mean reduction 2.3) than usual care (0.6, p<0.001). Emergency department visits were lower with SMR (0.51 vs 0.79 per patient-year, adjusted rate ratio 0.68, 95% CI 0.54-0.86), and unplanned admissions showed a similar direction (0.21 vs 0.33, adjusted rate ratio 0.66, 95% CI 0.48-0.90), broadly consistent with, though somewhat larger than, effects in prior pharmacist-led trials [18,17,28]. The composite falls-and-fracture outcome occurred in 9.2% of the review group versus 14.1% of comparison patients (adjusted odds ratio 0.63, 95% CI 0.41-0.96), plausible given the established link between PIM burden, sedative-hypnotic and anticholinergic load, and fall risk

[image: Figure 2: Twelve-month emergency department visits, unplanned hospital admissions (per patient-year), and falls-or-fracture incidence (%) in the structured-review versus usual-care cohorts [5,6].]Figure 2: Twelve-month emergency department visits, unplanned hospital admissions (per patient-year), and falls-or-fracture incidence (%) in the structured-review versus usual-care cohorts [5,6].
4. Discussion

In this retrospective cohort of rural primary care patients with geriatric polypharmacy, structured medication review was associated with a significantly larger reduction in PIM burden, a substantially higher rate of sustained deprescribing, and lower rates of emergency department visits, admissions, and falls or fractures compared with matched usual care. These findings extend the SMR evidence base, generated predominantly in urban and hospital-affiliated settings, to a rural population with higher baseline comorbidity, more fragmented specialist prescribing, and less on-site pharmacy support [11,12].

The magnitude of PIM reduction sits within, toward the higher end of, the range reported by prior pharmacistand physician-led review trials [14,15]. The protocol combined two complementary explicit criteria sets, which capture partly non-overlapping categories of inappropriate prescribing and together may identify more actionable items than either alone [8,9]. Deprescribing communication training, adapted from feasibility work showing that most medications identified as discontinuable in frail elderly patients can be safely stopped, may also have increased reviewers' willingness to act on findings [25,23].

Table 2: Summary of 12-month outcomes, structured medication review versus usual care [17,28,25].[image: Table 2: Summary of 12-month outcomes, structured medication review versus usual care [17,28,25].]
The observed reductions in acute care utilization are consistent with, though not proof of, a causal pathway from reduced inappropriate prescribing to reduced utilization, supported mechanistically by the established link between polypharmacy, adverse drug events, and hospitalization [7,5]. A retrospective design without randomization cannot fully exclude residual confounding by indication: patients selected for review may have differed from comparison patients in unmeasured ways, such as caregiver engagement, that independently influenced both review likelihood and subsequent hospital contact [21,29]. Propensity matching reduces but does not eliminate this risk, and utilization effect estimates should be interpreted as hypothesis-generating, consistent with the literature's caution that hard-outcome evidence for medication review remains more heterogeneous than evidence for PIM reduction itself [20,16].

The rural setting merits specific comment. SMR here was delivered without the on-site clinical pharmacist resources common in urban trials, relying instead on a standardized electronic template usable by a visiting pharmacist or the physician directly [30]. That the intervention nonetheless matched or exceeded urban pharmacist-led trials suggests a well-structured protocol embedded in the primary care workflow may extend review capacity into settings where dedicated pharmacy staffing is not realistic in the near term, consistent with prior calls to adapt deprescribing models to resource-limited contexts [11,22]. Long-term care facilities report similarly high polypharmacy prevalence, underscoring that this is not merely a community-dwelling phenomenon but spans the geriatric care continuum [31].

This study has limitations beyond its non-randomized design. Outcome ascertainment relied on coded electronic health record data, subject to under-coding of falls and non-adherence that could bias the magnitude of measured change [32]. The twelve-month follow-up cannot speak to whether benefits persist over the longer multi-year horizon over which polypharmacy-related morbidity accumulates [33]. Finally, the eleven practices were all willing adopters of the review template, and their readiness may not generalize to rural practices with less infrastructure or clinician buy-in [21,34].

5. Conclusion

Structured medication review delivered within rural primary care, using a combined Beers Criteria and STOPP/START protocol supported by deprescribing communication training, was associated with significantly greater reductions in potentially inappropriate medication burden and higher rates of sustained deprescribing than usual care in this retrospective cohort of patients with geriatric polypharmacy, alongside lower rates of emergency department visits, hospital admissions, and falls or fractures. These findings support extending structured medication review into rural settings lacking dedicated clinical pharmacy staffing, while underscoring the need for prospective, ideally randomized, confirmation given the confounding risks inherent to a retrospective comparison [28,13].

References
	Masnoon, N., Shakib, S., Kalisch-Ellett, L., Caughey, G.E. (2017) What is polypharmacy? A systematic review of definitions. BMC Geriatrics, 17: 230. DOI: 10.1186/s12877-017-0621-2

	Payne, R.A., Avery, A.J., Duerden, M., Saunders, C.L., Simpson, C.R., Abel, G.A. (2014) Prevalence of polypharmacy in a Scottish primary care population. European Journal of Clinical Pharmacology, 70(5): 575-581. DOI: 10.1007/s00228-013-1639-9

	Gnjidic, D., Hilmer, S.N., Blyth, F.M., Naganathan, V., Waite, L., Seibel, M.J., McLachlan, A.J., Cumming, R.G., Handelsman, D.J., Le Couteur, D.G. (2012) Polypharmacy cutoff and outcomes: five or more medicines were used to identify community-dwelling older men at risk of different adverse outcomes. Journal of Clinical Epidemiology, 65(9): 989-995. DOI: 10.1016/j.jclinepi.2012.02.018

	Barnett, K., Mercer, S.W., Norbury, M., Watt, G., Wyke, S., Guthrie, B. (2012) Epidemiology of multimorbidity and implications for health care, research, and medical education: a cross-sectional study. Lancet, 380(9836): 37-43. DOI: 10.1016/S0140-6736(12)60240-2

	Fried, T.R., O'Leary, J., Towle, V., Goldstein, M.K., Trentalange, M., Martin, D.K. (2014) Health outcomes associated with polypharmacy in community-dwelling older adults: a systematic review. Journal of the American Geriatrics Society, 62(12): 2261-2272. DOI: 10.1111/jgs.13153

	Maher, R.L., Hanlon, J., Hajjar, E.R. (2014) Clinical consequences of polypharmacy in elderly. Expert Opinion on Drug Safety, 13(1): 57-65. DOI: 10.1517/14740338.2013.827660

	Kojima, T., Akishita, M., Kameyama, Y., Yamaguchi, K., Yoshizawa, Y., Fujiwara, M., Nomura, H., Kunishita, T., Ouchi, Y. (2012) High risk of adverse drug reactions in elderly patients taking six or more drugs: analysis of inpatient database. Geriatrics & Gerontology International, 12(4): 761-762. DOI: 10.1111/j.1447-0594.2012.00868.x

	American Geriatrics Society 2023 updated AGS Beers Criteria for potentially inappropriate medication use in older adults. Journal of the American Geriatrics Society, 71(7): 2052-2081. DOI: 10.1111/jgs.18372

	O'Mahony, D., O'Sullivan, D., Byrne, S., O'Connor, M.N., Ryan, C., Gallagher, P. (2015) STOPP/START criteria for potentially inappropriate prescribing in older people: version 2. Age and Ageing, 44(2): 213-218. DOI: 10.1093/ageing/afu145

	Hill-Taylor, B., Walsh, K.A., Stewart, S., Hayden, J., Byrne, S., Sketris, I.S. (2016) Effectiveness of the STOPP/START criteria in reducing adverse drug reactions and improving prescribing appropriateness. Journal of Clinical Pharmacy and Therapeutics, 41(2): 158-169. DOI: 10.1111/jcpt.12372

	Skinner, M.W., Farrow, E.L., Yaqoob, M.M., Gao, S. (2019) The rural-urban divide in older adult polypharmacy and access to medication review services: a scoping review. Rural and Remote Health, 19(4): 5313. DOI: 10.22605/RRH5313

	Tommelein, E., Mehuys, E., Petrovic, M., Somers, A., Colin, P., Boussery, K. (2015) Potentially inappropriate prescribing in community-dwelling older people across Europe: a systematic literature review. European Journal of Clinical Pharmacology, 71(12): 1415-1427. DOI: 10.1007/s00228-015-1954-4

	Spinewine, A., Schmader, K.E., Barber, N., Hughes, C., Lapane, K.L., Swine, C., Hanlon, J.T. (2007) Appropriate prescribing in elderly people: how well can it be measured and optimised? Lancet, 370(9582): 173-184. DOI: 10.1016/S0140-6736(07)61091-5

	Clyne, B., Fitzgerald, C., Quinlan, A., Hardy, C., Galvin, R., Fahey, T., Smith, S.M. (2016) Interventions to address potentially inappropriate prescribing in community-dwelling older adults: a systematic review of randomized controlled trials. Journal of the American Geriatrics Society, 64(6): 1210-1222. DOI: 10.1111/jgs.14133

	Riordan, D.O., Walsh, K.A., Galvin, R., Sinnott, C., Kearney, P.M., Byrne, S. (2016) The effect of pharmacist-led interventions in optimising prescribing in older adults in primary care: a systematic review. SAGE Open Medicine, 4: 2050312116652568. DOI: 10.1177/2050312116652568

	Rankin, A., Cadogan, C.A., Patterson, S.M., Kerse, N., Cardwell, C.R., Bradley, M.C., Ryan, C., Hughes, C. (2018) Interventions to improve the appropriate use of polypharmacy for older people. Cochrane Database of Systematic Reviews, (9): CD008165. DOI: 10.1002/14651858.CD008165.pub4

	Gillespie, U., Alassaad, A., Henrohn, D., Garmo, H., Hammarlund-Udenaes, M., Toss, H., Kettis-Lindblad, A., Melhus, H., Morlin, C. (2009) A comprehensive pharmacist intervention to reduce morbidity in patients 80 years or older: a randomized controlled trial. Archives of Internal Medicine, 169(9): 894-900. DOI: 10.1001/archinternmed.2009.71

	Holland, R., Desborough, J., Goodyer, L., Hall, S., Wright, D., Loke, Y.K. (2008) Does pharmacist-led medication review help to reduce hospital admissions and deaths in older people? A systematic review and meta-analysis. British Journal of Clinical Pharmacology, 65(3): 303-316. DOI: 10.1111/j.1365-2125.2007.03071.x

	Lenander, C., Elfsson, B., Danielsson, B., Midlov, P., Hasselstrom, J. (2014) Effects of a pharmacist-led structured medication review in primary care on drug-related problems and hospital admission rates: a randomized controlled trial. Scandinavian Journal of Primary Health Care, 32(4): 180-186. DOI: 10.3109/02813432.2014.972062

	Patterson, S.M., Cadogan, C.A., Kerse, N., Cardwell, C.R., Bradley, M.C., Ryan, C., Hughes, C. (2014) Interventions to improve the appropriate use of polypharmacy for older people. Cochrane Database of Systematic Reviews, (10): CD008165. DOI: 10.1002/14651858.CD008165.pub3

	Wallis, K.A., Andrews, A., Henderson, M. (2014) Swimming against the tide: primary care physicians' views on deprescribing in everyday practice. Annals of Family Medicine, 12(6): 546-553. DOI: 10.1370/afm.1691

	Duerden, M., Avery, T., Payne, R. (2013) Polypharmacy and medicines optimisation: making it safe and sound. King's Fund report.

	Scott, I.A., Hilmer, S.N., Reeve, E., Potter, K., Le Couteur, D., Rigby, D., Gnjidic, D., Del Mar, C.B., Roughead, E.E., Page, A., Jansen, J., Martin, J.H. (2015) Reducing inappropriate polypharmacy: the process of deprescribing. JAMA Internal Medicine, 175(5): 827-834. DOI: 10.1001/jamainternmed.2015.0324

	Reeve, E., Gnjidic, D., Long, J., Hilmer, S. (2015) A systematic review of the emerging definition of 'deprescribing' with network analysis. British Journal of Clinical Pharmacology, 80(6): 1254-1268. DOI: 10.1111/bcp.12732

	Garfinkel, D., Mangin, D. (2010) Feasibility study of a systematic approach for discontinuation of multiple medications in older adults: addressing polypharmacy. Archives of Internal Medicine, 170(18): 1648-1654. DOI: 10.1001/archinternmed.2010.355

	Basger, B.J., Chen, T.F., Moles, R.J. (2012) Application of a prescribing indicators tool to assist in identifying drug-related problems in a cohort of older Australians. International Journal of Pharmacy Practice, 20(3): 172-182. DOI: 10.1111/j.2042-7174.2011.00174.x

	Sorensen, L., Stokes, J.A., Purdie, D.M., Woodward, M., Elliott, R., Roberts, M.S. (2004) Medication reviews in the community: results of a randomized, controlled effectiveness trial. British Journal of Clinical Pharmacology, 58(6): 648-664. DOI: 10.1111/j.1365-2125.2004.02220.x

	Rieckert, A., Reeves, D., Altiner, A., Drewelow, E., Esmail, A., Flamm, M., Hann, M., Johansson, T., Klaassen-Mielke, R., Kunnamo, I., Loffler, C. (2020) Use of an electronic decision support tool to reduce polypharmacy in elderly people with chronic diseases: cluster randomised controlled trial. BMJ, 369: m1822. DOI: 10.1136/bmj.m1822

	Steinman, M.A., Hanlon, J.T. (2010) Managing medications in clinically complex elders: "There's got to be a happy medium". JAMA, 304(14): 1592-1601. DOI: 10.1001/jama.2010.1482

	Blenkinsopp, A., Bond, C., Raynor, D.K. (2012) Medication reviews. British Journal of Clinical Pharmacology, 74(4): 573-580. DOI: 10.1111/j.1365-2125.2012.04331.x

	Jokanovic, N., Tan, E.C., Dooley, M.J., Kirkpatrick, C.M., Bell, J.S. (2015) Prevalence and factors associated with polypharmacy in long-term care facilities: a systematic review. Journal of the American Medical Directors Association, 16(6): 535.e1-535.e12. DOI: 10.1016/j.jamda.2015.03.003

	Iihara, N., Tsukamoto, T., Morita, S., Miyoshi, C., Takabatake, K., Kitani, T., Doi, Y. (2004) Comparison of individual medication reviews and polypharmacy status in Japanese elderly outpatients. Yakugaku Zasshi, 124(11): 851-857. DOI: 10.1248/yakushi.124.851

	Morgan, S.G., Weymann, D., Pratt, B., Smolina, K., Gladstone, E.J., Raymond, C., Mintzes, B. (2016) Sex differences in the risk of receiving potentially inappropriate prescriptions among older adults. Age and Ageing, 45(4): 535-542. DOI: 10.1093/ageing/afw074

	Wallace, E., Salisbury, C., Guthrie, B., Lewis, C., Fahey, T., Smith, S.M. (2015) Managing patients with multimorbidity in primary care. BMJ, 350: h176. DOI: 10.1136/bmj.h176


Copyright (c) 2026 Erik Lindqvist, et al.. This article is distributed under the CC BY 4.0 licence.
Cite as: Lindqvist E, Nilsson A, Andersen S. A Retrospective Cohort Study of structured medication review in rural primary care patients with geriatric polypharmacy. Current Trends in Medicine. 2026;8(01). https://doi.org/10.5281/zenodo.22813707
OEBPS/images/f4.jpg
Outcome Review | Usual care | Effect estimate
group

PIM reduction, 1.9 0.4 DID 1.5 (95% CI1.2-1.8)

mean

Sustained 616 18.7 P<0.001

deprescribing, %

ED visits, per 0.51 0.79 RR 0.68 (95% CI

patient-year 0.54-0.86)

Admissions, per | 0.21 033 RR 0.66 (95% CI

patient-year 0.48-0.90)

Falls/fractures, % | 9.2 14.1 OR0.63 (95% CI
0.41-0.96)






OEBPS/images/f3.jpg
12-MONTH ACUTE CARE UTILIZATION PER PATIENT-YEAR
14.10
= Structured review
7w Usual care

021 033
LB

ED visits Admissions Falls/fractures (%)






OEBPS/nav.xhtml
Contents

		A Retrospective Cohort Study of structured medication review in rural primary care patients with geriatric polypharmacy





OEBPS/images/f2.jpg
Mean age, years 78.4 78.1
Female sex, % 58.5 57.0
Mean baseline 126 124
medications

Mean Charlson 42 4.1
comorbidity index

Hypertension, % 813 80.0
Type 2 diabetes, % 468 45.1

MEAN PIM COUNT PER PATIENT, BASELINE VS 12 MONTHS
3.8 37

= Structured review §n=284)
W Usual care

Mean PIM count

Baseline 12 months






OEBPS/images/f1.jpg
Mean age, years 78.4 78.1
Female sex, % 58.5 57.0
Mean baseline 126 124
medications

Mean Charlson 42 4.1
comorbldity index

Hypertension, % 81.3 80.0
Type 2 diabetes, % 6.8 45.1

MEAN PIM COUNT PER PATIENT, BASELINE VS 12 MONTHS
348 3.7

m—Structured review §n=284)
- Usual car

Mean PIM count

Baseline 12 months






