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Polypharmacy in Ireland. The rate of polypharmacy, defined as the 

concurrent use of ≥5 medications, has been increasing steadily both 

internationally and in Ireland. Polypharmacy is associated with an increased 

risk of developing adverse drug reactions, drug-drug interactions, 

hospitalisation and potentially inappropriate prescribing. An Irish study 

assessed the national rate of polypharmacy by age and gender in 2013 (Irish 

Medical Journal 2019;112(5)). The Irish Health Service Executive (HSE) Primary Care 

Reimbursement Service (PCRS) pharmacy claims database was used to identify the study 

cohort, namely patients (aged ≥45 years) enrolled in the General Medical Services (GMS) 

scheme who were dispensed at least one medication in 2013. The study found that there were 

794,628 patients aged ≥45 years receiving one medication in 2013, of which 64.3% had 

polypharmacy for at least one month. Polypharmacy was statistically more common in 

women than in men and was also significantly associated with increasing age; the 

proportion of patients aged 45 to 54 years on polypharmacy was 38.6%, and increased to 82.6% 

in those patients aged ≥75 years. These findings are similar to findings from international and 

other Irish studies. A limitation of this study is that information on the clinical indication for the 

medication was not available and therefore it is not possible to assess the appropriateness of the 

medication. The authors of the study note that the high levels of polypharmacy are of interest, 

and advise evaluation of patients’ medication regimens to ensure appropriateness.  

Strategies to improve adherence to shorter-term 

contraceptives. Correct use of contraceptives to ensure effectiveness is 

vital to reduce unintended pregnancy. Shorter-term hormonal contraceptives, 

such as oral contraceptives, are the most popular reversible contraceptives 

used worldwide. They are associated with both poor adherence and 

relatively high discontinuation rates, which may lead to unintended pregnancy. Unintended 

pregnancies related to oral contraceptives alone are estimated to account for 20% of the 

total number of unintended pregnancies in the US annually. It is important to identify 

effective strategies that promote adherence to and continuation of shorter-term contraceptives. A 

recent Cochrane review assessed the effectiveness of strategies to improve adherence to, and 

continuation of shorter-term hormonal methods of contraception (including oral and injectable 

contraceptives) compared with usual family planning care (Cochrane Database of Systematic 

Reviews 2019, Issue 4 .Art.No.:CD004317.DOI:10.1002/14651858.CD004317.pub5). There 

were 10 randomised controlled studies included in the review (n=6,242), of which 6 studies 

focused on counselling and 4 studies involved reminders of the next appointment or next dose. 

Overall the review found that there was low quality evidence to suggest that intensive counselling 

and reminders (provided with or without educational information) improves continuation of 

shorter-term contraceptives compared with usual family planning care. The authors of the review 

advise that further research is needed in this area. 

[Editors’ note: Readers are reminded of the UK Faculty of Sexual and Reproductive Healthcare 

website which contains useful information on all methods of contraception including short and 

long-acting reversible contraception www.fsrh.org/home/]. 

 

https://www.fsrh.org/home/


Hyponatraemia defined as a serum sodium (Na) level < 135 mmol/L, is one of 

the most frequently observed electrolyte abnormalities (BMJ 2019;365:l1774). 

Mild hyponatraemia is associated with an increased risk of cognitive deficits, 

falls and osteoporosis, and in hospitalised patients hyponatraemia is associated 

with increased mortality. Older people are especially at risk of developing and 

experiencing adverse effects from hyponatraemia. Even modest levels of 

hyponatraemia in an asymptomatic patient may be associated with an increased risk of falls and 

cognitive deficits; evidence suggests that the risk of falls is elevated with Na values <132 mmol/L. 

Causes of hyponatraemia include 1) medications (e.g. commonly thiazides and thiazide-like 

diuretics, and less commonly loop diuretics and potassium-sparing antihypertensives), 2) 

syndrome of inappropriate antidiuresis (SIAD also known as SIADH) due to medications (including 

antidepressants [e.g. selective serotonin reuptake inhibitors especially citalopram], antipsychotics 

[typical and atypical] and antiepileptic drugs [e.g. carbamazepine and oxcarbazepine]), respiratory 

infection, central nervous system disorders (e.g. infection, stroke, trauma, malignancy) or other 

types of malignancy (e.g. small cell lung cancer), 3) hypothyroidism, 4) hypoadrenalism, 5) heart 

failure, 6) renal failure, 7) liver failure and 8) polydipsia.  

Assessment: There is poor correlation between a patient’s symptoms and their serum Na, 

therefore both factors must be taken into account in terms of management and the need for urgent 

referral. Patients with signs of severe hyponatraemia (e.g. vomiting, cardiorespiratory 

distress, excessive drowsiness, seizures) and/or a serum Na < 125 mmol/L should be 

referred to the emergency department for assessment and those with a serum Na of 125 to 

129 mmol/L should be discussed ideally with an endocrinologist. Patients with asymptomatic mild 

hyponatraemia (130 to 135 mmol/L) require a detailed history to identify a cause, a review of 

medications (including recent changes) and co-morbidities, and an assessment of fluid status. 

Investigations to consider include urinary and serum osmolalities, urinary Na, serum urea, serum 

creatinine, thyroid function and serum cortisol (9.00am). Patients with SIAD will be euvolaemic and 

have low serum osmolality (<275 mosm/kg), elevated urine osmolality (>100 mosm/kg H20) and 

elevated urine Na (> 30 mmol/L). Urine Na >30 mmol/L also occurs in other disease states and in 

patients on diuretics, while a urine osmolality <100 mosm/kg H20 in combination with 

hyponatraemia is suggestive of polydipsia. 

Management of patients with asymptomatic mild hyponatraemia includes fluid restriction (500 ml 

per day), treatment of any identified underlying cause and withholding any contributory medication 

(if clinically safe to do so). There are many additional medicines associated with hyponatraemia, 

especially in older patients and the prescribing information should be consulted. Advice from 

specialist teams (e.g. psychiatry, neurology) should be considered where hyponatraemia is due to 

medications such as antidepressants, antipsychotics and antiepileptics. When the initial 

management consists of medication changes and/or fluid restriction, the patient should be 

reviewed to determine if the hyponatraemia has resolved and whether further referral is indicated. 

Thiazide-induced hyponatraemia usually recurs therefore such patients should avoid thiazides in 

the future. Hyponatraemia associated with heart, renal or liver failure is associated with a poor 

prognosis and referral for treatment of the underlying condition should be considered. Patients with 

SIAD require evaluation for an underlying cause, and in those with unexplained SIAD, where 

malignancy has been excluded, consider referral to an endocrinologist for further investigation. In 

general, fluid restriction is often difficult to achieve and it can have a major impact on the patient’s 

quality of life. Tolvaptan (a vasopressin-2 receptor inhibitor) is licensed for use in SIAD (currently 

not marketed in Ireland), however it should be initiated by a specialist, as it may cause excessive 

rapid correction of hyponatraemia, especially in older people. International guidelines recommend 

against the use of demeclocycline for treatment of SIAD. 

Every effort has been made to ensure that this information is correct and is prepared from the best available resources at our disposal at the time of issue.  
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