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Abstract: INTRODUCTION: Cardiovascular prevention is less effective than expected due to the
concern about polymedication of professionals and the lack of adherence of patients. Polypills are
presented as a possible solution, increasing therapeutic adherence in the medium or long term
and improving therapeutic results compared to the administration of drugs separately: they
increase effectiveness and Adherence of patients to primary and secondary cardiovascular
prevention programs, without increasing the cost of the intervention. OBJECTIVES: Study
#Trigeria: to specify the combined prevalence of Atrial Fibrillation, Dyslipidemia and
Hypertension and analyze the pharmacological prescription for these pathologies and the possible
indications and advantages that would have the prescription of a polypill for these risk factors.
METHODS: Observational analytical study on the pathological history in elderly institutionalized
in nursing homes and analysis of prescribed oral medication. RESULTS: 169 people analyzed
(79.3% women) from 4 nursing homes; 8.9% had a history of Atrial Fibrillation, Dyslipidemia and
Arterial Hypertension; these had a higher prevalence of heart disease (42.9%) and Cerebral
Vascular Accident (35.7%). Polymedication was present in 88.5%, with an average of 6.94 oral
drugs prescribed; among those with the three pathological antecedents, the average number of
oral medications was 8.60. Only 26.7% of those with all three factors were prescribed drugs to
control them. DISCUSSION: There are high rates of polymedication in the sample and low rates of
prescription of antiplatelet agents in people with Atrial Fibrillation (26.5%); the low prescription of
statins and antihypertensives of the ACE inhibitor or ARB-II groups may be due to good control
with non-pharmacological measures or by the use of other groups of drugs . A polypill holding
the drugs that control the three factors studied could increase the prescription rate while
simplifying the administration schedule and reducing polymedication by 23.25% improving
prescription, increasing adherence and control of risk factors without increasing pharmaceutical
expenditure. CONCLUSIONS: There is a low rate of prescription of antiplatelet agents among
people with atrial fibrillation. Combination methods (polypills) can increase the suitability of
prescriptions in people with polypathology, improving prescribing, simplifying administration
and increasing adherence to pharmacological treatments.

Keywords: dyslipidemia; atrial fibrillation; geriatrics; high blood pressure; polymedication;
polypill

Introduction

In both primary and secondary cardiovascular (CV) prevention, the effectiveness of the
programs depends on the adherence of professionals to clinical guidelines, access to indicated
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drugs by patients and patient adherence to the guidelines prescribed in the medium and long term.
Clinical practice shows that the indications are often not followed by an important part of the
actors, decreasing the effectiveness of cardiovascular prevention programs. An initiative proposes
using polypills to improve adherence among healthcare providers and patients to these
programs.[1]

The three most prevalent chronic conditions — diabetes mellitus (DM), hypertension (HTN)
and dyslipidemia (PLD) — stand out as the diseases or cardiovascular risk factors (CVR) with the
highest avoidable costs, for which each additional dollar spent on medications for patients who do
adhere can generate between 3 and 13 dollars of savings alone. in preventable emergencies, visits to
health care providers and hospitalizations.[2]

In primary CV prevention there are data demonstrating the effectiveness of prevention
programs even when applied to the general population or people with low CVR; however,
therapeutic strategies aimed at simultaneously controlling several CVR factors in patients without
declared cardiovascular disease (primary prevention) are expensive and difficult to implement.[3,4]

In secondary CV prevention , patients with various CVR factors or with a history of ischemic
heart disease (IC) have an elevated risk of recurrence of new coronary events. Combined
pharmacological therapy is a common practice in secondary cardiovascular prevention even in
geriatric patients and its benefits in morbidity and mortality are widely documented; However, the
complexity of the therapeutic regimen often means that professionals tend not to implement a
complete preventive regimen with lack of adherence to clinical guidelines, do not question the
patient about their adherence to treatment and, in turn, that [5-7]patients present a low adherence
to the therapeutic regimen with multiple medications; in these cases adherence to the therapeutic
regimen is usually low after 6 months [4]even after acute myocardial infarction (AMI), while the
use of a polypill after this period reduces the rate of major cardiovascular events.[8-10]

The consequences of this lack of therapeutic adherence are: increase in the rate of major CV
episodes (and,[3] consequently, morbidity and mortality in both primary and secondary
prevention), non-adherence to treatments for other related diseases or their delayed diagnosis (such
as DM) due to less medical consultation; All this leads to an increase in the care burden and an
increase in healthcare costs. Therapeutic adherence is a key factor in ensuring the sustainability of
the healthcare system, as non-adherence is linked to poorer health outcomes and higher costs for
the system.[11-13]

The polymer containing in different doses Acetylsalicylic Acid (ASA) plus Ramipril and
Atorvastatin has shown its clinical effectiveness and high tolerability. According to its technical
sheet, the indication focuses on [14-16] the secondary prevention of cardiovascular accidents as
substitution treatment in adult patients adequately controlled with the three substances taken at the
same time at equivalent doses to reduce the risk of suffering a CV accident when the patient has
already suffered a previous event, not including the primary prevention of accidents CV, despite
the evidence in the sense of providing benefits.[12,17]

The strategies using polypills for secondary CV prevention have shown greater comfort for the
patient and an increase in adherence to treatment up to 20%, improving not only the CVR factors
[8,13,17-20] but also reducing CV events and the health expenditure derived from them, being
considered a strategy of great cost-effectiveness. [20-22]

The change to a polypill with this composition has as advantages the increase in the use [13,18]
of Antiplatelet Agents (AAP) and [11] more favorably modify the levels of total cholesterol, LDL-
cabbage, HDL-cabbage and[23] blood pressure, [11] than in patients who follow treatment with
[14]three separate drugs, especially in people with a history of non-adherence or who have some
[24] Predictor of lack of pharmacological adherence, in patients who are not well controlled with
equipotent doses and with adherence problems, in patients who are controlled with individual
drugs, and in patients with comorbidities and polymedicated.

The benefits of the association of ASA + Ramipril + statins are essentially due[18] to the
increase in therapeutic compliance (more accentuated in antihypertensive drugs and in ASA, above
statins). [24] The simplification of the therapeutic regimen and the increase in adherence in the
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short, medium and long term[11] show that for every 10% increase in adherence, cardiovascular
complications decrease by 6.7%; assuming that the polypill increases adherence by up to 20%, the
reduction in complications could be around 12.6% (up to 11 fatal and 46 non-fatal episodes per 1
[24]. 000 patients treated), pointing out its enormous cost-effectiveness, especially in a
[13,21,22]country like Spain where the polypill has a price identical to the sum of its components in
a separate generic version; in polymedicated patients, the simplification of the therapeutic regimen
also results in better compliance with treatment guidelines for other conditions and diseases by
indirectly increasing adherence to treatment treatments the others because they have a simpler
regimen of administration of all medications. The use of fixed combination treatments is associated
with a greater than expected reduction in blood pressure and lipid levels, due to increased
therapeutic adherence. In phase IV studies, the reduction in blood pressure and LDL-cabbage was
kept after one year of treatment, reducing cardiovascular risk factors.[13,32,35]

The indications of a polypill may include patients with high or very high CVR ([1]subclinical
CV disease) to control their risk factors and as organic protection, provided that they do not present
a high risk of bleeding in three types of patients: hypertensive patients with high CVR, primary CV
prevention in patients with all three CVR factors present and in secondary CV prevention in
patients controlled with all three components. [13,15,18,25] First, hypertensive patients with high
CVR, defined by one or more of the following criteria: age 270 years, risk 210% at 10 years in the
SCORE2 table adapted to the risk of their European region, risk 5% at 10 years in the SCORE table
calibrated for Spain, risk >10% for the REGICOR or Framingham tables, left ventricular
hypertrophy, microalbuminuria[16,26-30] or proteinuria, renal failure, increased pulse wave
velocity, increased carotid intimomedial thickness, presence of atheromatous plaques and
pathological ankle-brachial index. [31] Secondly, as primary prevention of cardiovascular events in
patients with indications for treatment with all three components, patients with subclinical CV
disease (patients with elevated or very high CVR and low risk of bleeding),[31,32] diabetics over 50
years of age with at least one associated CVR factor or with chronic kidney disease and
microalbuminuria or macroalbuminuria, hypertensive patients with high CVR , patients with high
CVR with clinical or subclinical ventricular dysfunction. Thirdly, it could also be indicated as
secondary prevention of cardiovascular events in adult patients adequately controlled with
monocomponents administered concomitantly at equivalent therapeutic doses, coronary
complications, ischemic cerebrovascular or symptomatic peripheral arterial disease and patients
with coronary stent.[5,16,25,31-34]

The use of a polypill could increase the adherence of patients to medication by reducing their
CVR in the medium and long term, resulting in greater effectiveness of cardiovascular prevention
programs without increasing costs or pressure on the health system.

Objectives

Study #Trigeria: to specify the combined prevalence of hypertension, dyslipidemia and atrial
fibrillation in nursing homes, including the rate of prescription of drugs for their control or for the
control of cardiovascular risk and to analyze the possible advantages of the prescription of a
polypill over the polymedication guidelines.

Methods

Study #Trigeria: observational analytical study conducted from the analysis of medical records
and pharmaceutical prescriptions of people institutionalized in nursing homes.

Data collection was during the third quarter of 2022 in the four nursing homes taking part in
the study. Data were collected anonymously from all people who at the time of the study were
institutionalized in the centers by the staff in charge of each of the patients, following current
ethical standards. The variables analyzed were age, gender, personal history of hypertension
(HTN), dyslipidemia (PLD), atrial fibrillation (AF), cognitive impairment, heart disease, diabetes,
stroke, chronic kidney disease (CKD), hypothyroidism, chronic obstructive pulmonary disease
(COPMP) or other antecedents of interest. We collected pharmacological prescription data on
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antiplatelets, statins and antihypertensives from the angiotensin-converting enzyme (ACE)
inhibitor or angiotensin receptor 2 (ARB) inhibitor (ARB) families and the total number of oral
drugs prescribed. Data were collected in a database and analyzed using the IBM SPSS® v.2 7
software.

Results

The final sample consisted of 169 people institutionalized in 4 residential centers (two of 25,
one of 32 and another of 87 places, see Table 1). 79.3% of participants (n=134) were women while
20.7% were men (n=35; see Table 2 and Figure 1); the mean age of participants was 87.24 years
(Standard Deviation SD=8,047, min=50, max=101, range=51; see Table 3 and Figure 2).
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Figure 1. Gender of participants.
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Figure 2. Age distribution of participants.
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Table 1. Center of origin of the participants.

FrequencyPercentage
1 25 14,8
2 87 51,5
Valid 3 32 18,9
4 25 14,8
Total 169 100,0

Table 2. Gender of participants.

FrequencyPercentage
Male 35 20,7
ValidFemale 134 79,3
Total 169 100,0

Table 3. Age distribution of participants.

Media 87,24

St. Deviation8,047
Rank 51
Minimal 50
Maximum 101

68.6% of participants had a history of hypertension (n=116, see Table 4) and 20.1% of AF
(Tables 5 and 6). The prevalence of participants presenting with hypertension, PLD and AF at the
same time was 15 people (8.9% of the total participants, see Table 7 and Figure 3). Among other
pathological history of the participants, 58% had cognitive impairment or dementia (n=98), 18.3%
some type of heart disease (n=31), 26.6% had diabetes (n=45), 17.2% had suffered a stroke (stroke,
n=29), 21.3% had moderate or advanced chronic kidney disease (CKD, n=36), 13.6% hypothyroidism
(n=23) and 7.7% chronic obstructive pulmonary disease (n=13); Table 8 shows the distribution of
medical pathological history of interest other than AF, PLD and hypertension. Analysis of
medication regimens shows that the mean number of oral drugs prescribed in the 165 patients from
whom data were obtained was 6.94 (min=0, max=15, SD=2,982; p=0.000, Table 9), with the presence
of polymedication (defined as 4 or more orally prescribed drugs) in 88.5% of residents (men: 93.8%;
women: 87.2%) without significant differences between both genders (Table 10, Figure 4). By sex,
women had a mean of 6.65 oral drugs prescribed (SD=2,847) and men 8.09 (SD=3,273), with
significant differences between genders (p=0.013; Table 11).
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Figure 3. Prevalence of participants with a history of hypertension, PLD and AF.
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Figure 4. Oral polymedication, by gender (absolute numbers).

Table 4. Prevalence of hypertension.

FrequencyPercentage
No 53 31,4
Valid Yes 116 68,6

Total 169 100,0
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Table 5. Prevalence of dyslipidemia.

FrequencyPercentage
No 90 53,3
Valid Yes 79 46,7
Total 169 100,0

Table 6. Prevalence of atrial fibrillation.

FrequencyPercentage
No 135 79,9
Valid Yes 34 20,1
Total 169 100,0

Table 7. Prevalence of participants with a history of hypertension, PLD and AF.

FrequencyPercentage
No 154 91,1
Valid Yes 15 8,9
Total 169 100,0

Table 8. Prevalence of other important pathological antecedents.

FrequencyPercentage
Osteoporosis 4 2,4
TEP 3 1,8
HDA 2 1,2
HCV 2 1,2
Monoclonal gammopathy 1 ,6
Hyperuricemia 1 ,6
Intolerance to AAS 1 ,6
Myasthenia Gravis 1 ,6
MM 1 ,6
MPOC 1 ,6
Park 1 ,6
Polycythemia Vera 1 ,6
Psychosis 1 ,6

TCE 1 ,6
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TVP 1 ,6

Valvopathy 1 ,6

Table 9. distribution of the number of oral medications prescribed.

N MinimalMaximumAverageStandard deviation
Number of oral drugs prescribed166 0 15 6,94 2,982
Valid N (per list) 166

Table 10. Table of prescribed polymedication, total and by gender.

Presence of polymedication in oral drug regimen

Total
No Yes ota
Recount 2 30 32
Male ———
% within Gender 6,3% 93,8% 100,0%
Gender
v 1 Recount 17 116 133
emale
% within Gender 12,8% 87,2% 100,0%
Recount 19 146 165
Total —
% within Gender 11,5% 88,5% 100,0%

Table 11. Differences in the number of oral medications prescribed, by gender.

Gender N AverageStandard deviationStandard average error
Male 33 8,09 3,273 ,570
Female133 6,65 2,847 ,247

Number of oral drugs prescribed

Analyzing both genders separately, it can be seen that women had a mean age of 88.81 years
(SD=5.953) while the mean age in men was 81.23 years (SD=11.596), showing a statistically
significant difference between the groups (p<0.0001). 62.9% of men (n=22) and 70.1% of women
(n=94) had a history of hypertension; 40% of men (n=14) and 48.5% of women (n=65) had a history
of PLD; 14.3% of men (n=5) and 21.6% of women (n=29) had AF, with no statistically significant
differences between the sexes in the prevalence of the three circumstances studied.

17.1% of men (n=6) and 14.9% of women (n=20) were under treatment with oral anticoagulants
(OACQC), while 31.4% of men (n=11) and 25.4% of women (n=34) were on AA P treatment. There were
also no statistically significant differences on the prescription of OAC or AAP. Thus, in total 42.0%
(n=71) was following treatment with OAC or PAA: 48.6% of men (n=17) and 40.3% of women
(n=54), with no statistically significant differences between the sexes.

Prescription of Antiplatelets, Statins and Antihypertensives

Among the 34 people with AF, only 26.5% were on PAA treatment (n=9), while the remaining
73.5 % were not prescribed (n=25); in contrast, 26.7% of people without AF were on antiplatelet
therapy, mainly for other cardiac causes. According to the history of AF, in twenty-five cases (73.5%
of the total) the prescription of antiplatelet agents could be written down and were not prescribed.

A total of statins were prescribed in 17.2% of participants (n=29): in 25.7% of men (n=9) and in
14.9% of women (n=20), with no statistically significant differences between the sexes. Among
people with a history of PLD, only 24.1% were following lipid-lowering therapy (n=19, for good
control with diet and physical exercise in the remaining 75.9%), while 11.1% of people without PLD
were following statin treatment (n=10, possibly for another cardiac cause; p<0.021).

In total, antihypertensives of the ACE inhibitor or ARB-II families were prescribed in 33.7% of
participants (n=57): in 42.9% of men (n=15) and in 31.3% of women (n=42), with no statistically
significant differences between the sexes. Among those with a history of hypertension, only 44%
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were following antihypertensive treatment with one of these two families of drugs (n=51) while
56% did not have them scheduled (because they were prescribed another type of drug or because
they had good control of blood pressure through non-pharmacological methods), while 11.3 % of
people without hypertension were following antihypertensive treatment with ACE inhibitors or
ARB-II (n=6, possibly for another cardiac causes; p<0.001).

Number of People With All 3 Factors (HTA+DLP+FA)

Of the total of 169 people included, 8.9% had the three risk factors combined (HTN+PLD+AF,
n=15), 14 women and one man (10.4% of women and 2.9% of men, with no statistically significant
differences between the sexes, see Table 12); the mean age of people with all three factors was 88.20
years (SD=Table 12), without statistically significant differences with the rest of the participants.
There were also no significant differences between people with or without the three factors studied
in relation to most of the other pathologies analyzed (cognitive impairment, diabetes, chronic
kidney disease, hypothyroidism or chronic obstructive pulmonary disease).

Table 12. Cross table Gender*3 factors (HTA+DLP+FA).

3 factors (HTA+DLP+FA)
Total
No Yes
Recount 34 1 35
Male —
% within Gender 97,1% 2,9% 100,0%
Gender
Recount 120 14 134
Female —
% within Gender  89,6% 10,4%  100,0%
Recount 154 15 169
Total —
% within Gender 91,1% 8,9% 100,0%

Significant differences were observed between people with the three factors studied and the
presence of heart disease (p=0.025): 42.9% of the 14 women with all three factors had heart disease
(n=6), while only 15.8% of the 120who did not have all three factors had some heart disease (n=19).
In the case of men, it was not possible to study because only one man was represented, but when
both sexes were analyzed together, significant differences were observed in the association between
heart disease and the presence of the three factors analyzed together (p=0.035): 40% of the 15 people
who presented all three factors had a history of heart disease (n=6, all of them women).

Significant differences were also observed between people with the three factors studied and a
history of cerebral vascular accident (CVA). Women with all three factors had a longer history of
stroke: 35.7% of the 14 women with all three factors had had a stroke (n=5), while only 12.5% of the
120 women who did not have all three factors (n=15; p=0.037) had suffered a stroke. In the case of
men, it was not possible to study because only one man was represented, but when both sexes were
analyzed together, significant differences were observed in the association between stroke and the
presence of the three factors analyzed together (p = 0.025): 40% of the 15 people who presented the
three factors had a history of stroke (n = 6, five women and one man).

There were also no significant differences in the percentage of presence of polymedication
between people with all three factors and the rest of the participants (p=0.167; Table 13); it should
be noted that 100% of the 15 people with all three factors had polymedication while 87.4% of people
without all three factors had 4 or more oral drugs prescribed (Figure 5). Among the participants
who had prescribed drugs from the 3 groups (AAP + Statins + ACE inhibitors or ARBs), the mean
number of oral drugs prescribed was 8.60 (SD=3,209), while in the rest of the participants it was 6.89
oral drugs (SD=2,971; Table 14); although the differences were not significant (p=0.207), a large
effect size was observed between the two groups (Cohen's d=0.575).
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Figure 5. Presence of polymedication in people with or without all three factors.
Table 13. Cross-table of 3 factors (HTN + DLP + FA) and presence of polymedication in oral drug
regimen.
Presence of polymedication in oral
drug regimen Total
No Yes
Recount 19 132 151
No % within 3 factors
12,69 87,49 100,09
3 factors (HTA+DLP+FA) & & .
(HTA+DLP+FA) Recount 0 14 14
Yes % within 3 factors
0,09 100,09 100,09
(HTA+DLP+FA) & & .
Recount 19 146 165
Total % within 3 factors
11,59 88,59 100,09
(HTA+DLP+FA) & & .
Table 14. Comparison of the number of medications prescribed in participants prescribed for the
three drug families or without them.
Prescription of 3 drugs
Standard Standard
(Anplatelet+Statin+ACE Inhibitor/ARA- N Average ar.l E.ll‘ anaar
m) deviation average error
Number of oral Yes 5 8,60 3,209 1,435
drugs prescribed No 161 6,89 2,971 ,234

Among the 15 people who presented the three factors studied (HTN, PLD and AF), only 4
(26.66%, all of them women, see Table 15 three factors (26.7%, p<0.001) while the rest did not (n=11,
73.34%) . When adding to this figure the people with indication of the three groups of drugs to
which an OAC had been indicated in substitution of a AAG, only one person was in this condition,
with which finally there were 5 people (33.3% of the total, all of them women) with possible
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indication and prescription of AAP or OAC, statin and antihypertensive of the ACE inhibitor or
ARB-II families (p<0.001, see Table 16).

Table 15. Cross-table 3 factors (HTN+DLP+FA)

and Prescription of the 3 drugs
(Antiagr+Statin+tACE/ARA-II), by gender.
Prescription of 3 drugs
(Antiagr+StatintACE
Gender INHIBITOR/ARA-II) Total
No Yes
Recount 34 34
No
% Within 3 factors o o
(HTA+DLP+FA) A0z e
3 factors
(HTA+DLP+FA) Recount 1 1
1 Y
Male € % Within 3 factors 100.0% 100.0%
(HTA+DLP+FA) e i
Recount 35 35
Total
% within 3 factors o o
(HTA+DLP+FA) R 1wy
Recount 120 0 120
No
% Within 3 factors o o o
(HTA+DLP+FA) 100,0% 0,0% 100,0%
3 factors
(HTA+DLP+EA) Recount 9 5 14
Female
Yes
_ % Within 3 factors
p=0.000 % % % %
(HTA+DLP+FA) 64,3% 35,7% 100,0%
Recount 129 5 134
Total
% Within 3 factors o o o
(HTA+DLP+FA) 96,3% 3,7% 100,0%
Recount 154 0 154
No
% Within 3 fact
/(HTI A:BE’PZC:X;S 100,0% 0,0% 100,0%
Total 3 factors
- HTA+DLP+FA
p=0.000 ( b ) Recount 10 5 15
Y
s % Within 3 factors

reprints202302.0202.v1
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Recount 164 5 169

Total
ota % within 3 factors

(HTA+DLP+FA) 0% 30%  100,0%

Table 16. Cross-table of 3 factors (HTN+DLP+FA) and Prescription of 3 drugs
(Antiplatelet/ ACO+Statin+tACE/ARA-II) by Gender.

Prescription of 3 drugs
(Anplatelet+Statin+tACE

Gender Inhibitor/ARA-II) Total
No Yes
Recount 32 2 34
No
% Within 3 factors o o o
(HTA+DLP+FA) 94,1% 5,9% 100,0%
3 factors
(HTA+DLP+FA) Recount 1 0 1
Male Yes
% Within 3 factors o o o
(HTA+DLP+FA) 100,0% 0,0% 100,0%
Recount 33 2 35
Total
% Within 3 factors o o o
(HTA+DLP+FA) 94,3% 5,7% 100,0%
Recount 120 0 120
No
% Within 3 factors o o o
(HTA+DLP+FA) 100,0% 0,0% 100,0%
3 factors
(HTA+DLP+EA) Recount 9 5 14
Female
Yes
_ % within 3 factors
p=0.000 o Wit o o %
(HTA+DLP+FA) 64,3% 35,7% 100,0%
Recount 129 5 134
Total
% Within 3 factors o o o
(HTA+DLP+FA) 96,3% 3,7% 100,0%
Recount 152 2 154
Total 3 factors No % Within 3 factors 98,79 139 100.0%
p=0.000 (HTA+DLP+FA) (HTA+DLP+FA) o o .

Yes Recount 10 5 15
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% within 3 factors . . .
(HTA+DLP+FA) 66,7% 33,3%  100,0%
Recount 162 7 169
Total
% Within 3 factors . . .
(HTA+DLP+FA) B 41%  100,0%

If in the 5 people who had a prescription of the 3 drugs studied (AAP + Statin + ACE
INHIBITOR-ARA-II) a polypill containing the three components in a single capsule or tablet was
prescribed, the average number of drugs prescribed would go from 8.60 (SD = 3.209) to 6.60 (SD =
3.209), showing a reduction of 1 23.25% (see Table 17 ); although the differences are not significant
by the number of participants in these conditions, the effect size can be considered strong (d of
Cohen=0.575).

Table 17. rescribed in case of prescription of polypill to people with sign of the three drugs.

Prescription of 3 drugs
(Antiagr+Statin+tACE NAverage
INHIBITOR/ARA-II)

Standard Standard
deviation average error

Number of oral drugs

, Yes 5 8,60 3,209 1,435
prescribed
Number .of oral drugs Yes 5 6,60 3,209 1435
if prescribed polypill
Discussion

The 169 people included in the final sample, comprising all residents of the participating
centers, followed the usual distribution of approximately 80% women and 20% men, with an age
measure of 87 years, women being on average 7.6 years older than men, significant differences that
follow the usual proportion of life expectancy in our country. No significant differences were
observed between genders in terms of the prevalence of the most important pathologies for our
study, with 68.6% of hypertension, 46.7% of PLD and 20.1% of AF; A significantly higher incidence
of heart disease and stroke was observed among those women with all three factors (42.9% and
35.7%, respectively) than in the rest of the participants (15.8% and 12.5%, respectively); Possibly in
men the proportion was similar, but it cannot be estimated because only one had all three factors.
Or after pathologies of high prevalence were cognitive impairment (58%), diabetes (26.6%), CKD
(21.3%), heart disease (18.3%) or stroke (17.2%) among other antecedents, showing a distribution of
frequent polypathologies in geriatric residential centers. Considering only oral drugs, the rate of
polymedication was also high (88.5%), with an overall mean of 6.94 drugs prescribed per person
(SD=2,982, Table 9). No significant differences were found between the sexes with respect to the
prescription of AAP or OAC.

A low rate of prescription of antiplatelet agents is seen among people with an indication for
AF, with just over a quarter of people with indication and prescription of this group of drugs. A
low rate of statin prescription is also observed among people with a history of PLD (only 17.2%),
but this may be due to lack of indication by age or by good lipemic control through diet and
physical exercise. In the case of ACE inhibitors or ARBs of the ACE inhibitor or ARB families, these
were prescribed in 44% of patients with a history of hypertension, also due to good blood pressure
control through non-pharmacological methods or by the prescription of other types of
antihypertensive drugs (probably diuretics, calcium channel blockers or beta-blockers). The most
recent evidence[36] shows that the indication of ASA as primary prevention does not increase
disability-free life expectancy in people over 70 years of age, that the use of statins as primary



Preprints.org (www.preprints.org) | NOT PEER-REVIEWED | Posted: 13 February 2023 d0i:10.20944/preprints202302.0202.v1

14

prevention [37] in people with limited life expectancy or frailty may not bring r benefits or that[38] s
prescription of an antihypertensive drug (in people without associated heart disease) does not
reduce the blood pressure control figures at 12 weeks in people over 80 years of age with
prescription of various antihypertensive drugs, all of them reasons that could justify a process of
deprescription in [39]elderly patients in primary prevention.

8.9% of the people analyzed presented the three main factors analyzed (HTN, DLP and AF),
making a total of 15, without statistically significant differences between both sexes; The mean age
in these patients was 88.2 years, with no statistically significant differences with the rest of the
population studied. Significant differences were observed in the presence of heart disease between
women with all three risk factors present (42.9%) and those who did not have all three factors at the
same time (15.8%); significant differences were also observed regarding stroke history among
women with or without all three factors (35.7%) (12.5%). As there was only one man in the group
with all three factors present, the analysis could not be performed in the male gender. No
significant differences were detected with the presence of other pathological antecedents (other
than heart disease or stroke) or polymedication.

Only 26.7% of the participants with the three factors present had prescribed drugs against all
of them, either for reasons of undertreatment or for lack of indication or for sufficient control with
non-pharmacological measures. However, the control of hypertension or PLD in this type of
patients can hardly explain this low rate of joint treatment, and may indicate a certain rate of
undertreatment in this group of patients.

The rate of polymedication in these patients is very high, and any measure to simplify
prescribing and administration guidelines should be welcomed, especially if the objectives are
optimization, safety, adherence and containment of pharmaceutical expenditure. Polypharmacy, as
a result of multimorbidity, has been shown to be considerably high in geriatrics and may contribute
to medication non-adherence due to the significant burden on the patient's life. In this environment,
the appearance and use of [40] drugs with fixed associations can be a tool of great value; in this
case, the use of a polypill containing the active ingredients for the control of hypertension, PLD and
AF is a tool capable of simplifying drug administration guidelines, to increase adherence to
prescriptions and can also be a tool to maximize the optimization of prescriptions: surely some of
the drugs for the control of the factors analyzed are not prescribed by the doctors in charge due to
the presence of polymedication in these multipathological patients; doctors Responsible may not
prescribe all the drugs indicated by a concern about increased polymedication. It is possible that the
low prescription rates detected in patients with a history of AF, PLD or hypertension may be due to
a concern on the part of prescribing physicians not to excessively increase polymedication,
especially for pathologies with long latency time regarding their consequences on health. The
polypill in our sample could reduce from 8.60 to 6.60 the number of medications in people who
already had the three prescribed drugs, enabling a reduction of 23.25% of polymedication in these
patients, simplifying the regimen of administration of the medication and allowing to increase
adherence and the prescription rates to all those patients who have it indicated, without increasing
the pharmaceutical expenditure by the equivalence in the price of the three drugs separately with
respect to the polypill. The use of a polypill to increase patient adherence, especially in diseases
such as AF, PLD or hypertension could not only be cost-effective, but also reduce the number of
hospitalizations, medical visits and premature deaths.[2]

Conclusions

In the sample studied, a significantly higher incidence of heart disease and cerebral vascular
accidents is seen in those people with the three factors studied (Atrial Fibrillation, Dyslipidemia
and Arterial Hypertension). A low rate of prescription of Antiplatelet medications is also detected
among people with Atrial Fibrillation. Low rates of prescription of statins and antihypertensive
ACE inhibitors or ARBs are also observed, although these may be influenced by good control with
non-pharmacological measures or by the use of other groups of drugs.



Preprints.org (www.preprints.org) | NOT PEER-REVIEWED | Posted: 13 February 2023 i:10. reprints202302.0202.v1

15

The use of drugs in association such as the polypill for the three pathologies studied (Atrial
Fibrillation, Dyslipidemia and Arterial Hypertension) can increase the suitability of prescriptions in
people with polypathology simplifying administration, increasing adherence to pharmacological
treatments without increasing pharmaceutical expenditure and reducing the number of visits to
health providers, hospital admissions and avoidable emergencies.

Conflicts of interest: No conflict of interest is declared.
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