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Abstract---Background: The necessity to address comorbidities and 

chronic illnesses has led to a prevalent practice in geriatric care 

known as polypharmacy, or the concurrent use of numerous drugs. 
But there are serious ethical issues with polypharmacy, such as the 
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possibility of adverse drug events (ADEs), diminished patient 

autonomy, and unequal resource distribution. The aging population 

and growing demands on healthcare systems make managing these 
problems even more difficult. In order to provide patient-centered, 

safe, and fair treatment, ethical polypharmacy management 

necessitates a multidisciplinary strategy that makes use of the 
knowledge of pharmacy and nursing specialists. Aim: this paper is to 

examine the moral implications of managing polypharmacy in geriatric 

care, with an emphasis on multidisciplinary approaches that tackle 
issues like resource allocation, patient safety, and informed consent. 

It emphasizes how pharmacy and nursing practitioners can maximize 

polypharmacy procedures while upholding moral standards. Methods: 
A thorough analysis of interdisciplinary literature was carried out, 

encompassing case studies, ethical frameworks, and clinical 

guidelines. With special emphasis to their ethical implications, the 

investigation concentrated on finding collaborative behaviors and 
successful treatments in polypharmacy management. Results: The 

results show that multidisciplinary cooperation between pharmacists 

and nurses improves medication optimization, guarantees informed 
consent, and lowers adverse drug events. Hospital readmissions are 

decreased, patient satisfaction is increased, and adherence rates are 

higher in programs that incorporate ethical frameworks into care 
procedures. Medication reconciliation, shared decision-making, and 

patient education are important tactics. Conclusion: a patient-

centered, multidisciplinary strategy is necessary for the ethical 
administration of polypharmacy in geriatric care. By encouraging 

teamwork, improving communication, and putting patients' needs 

first, nurses and pharmacists play crucial roles in reducing ethical 

dilemmas. Enhancing results and bolstering confidence in healthcare 
systems are two benefits of incorporating ethical concepts into 

treatment methods. 

 
Keywords---patient-centered care, pharmacy, geriatrics, 

interdisciplinary teamwork, nursing, adverse drug events, and 

polypharmacy. 
 

 

Introduction  
 

The simultaneous use of several medications by one patient is known as 

polypharmacy, and it is a significant issue in contemporary healthcare, especially 

for elderly patients. As chronic conditions including diabetes, arthritis, and 
hypertension become more common in older persons, polypharmacy has emerged 

as a crucial tactic to control comorbidities and enhance patient outcomes. But it's 

also linked to a number of problems, such as the possibility of adverse drug 
events (ADEs), a reduction in patient control over medical decisions, and higher 

medical expenses. Healthcare practitioners, legislators, and researchers are 

increasingly focusing on the ethical aspects of managing polypharmacies, 
especially in elderly care. These aspects cover concepts like beneficence, non-

maleficence, autonomy, and justice, all of which are essential for making sure 
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that polypharmacy procedures put patients' needs first while tackling more 
significant systemic issues. 

 

The ability of ethical polypharmacy treatment to reduce risks while maintaining 
patient-centered, egalitarian care makes it significant. Frameworks like the World 

Health Organization's (WHO) Medication Safety Initiative and Beauchamp and 

Childress' four principles of biological ethics highlight the value of 

interdisciplinary collaboration in the nursing and pharmacy fields. These 
frameworks place a strong emphasis on the necessity of weighing the advantages 

of drug regimens against any potential risks, respecting patient autonomy 

through informed consent, and allocating healthcare resources fairly. 
Furthermore, new opportunities and challenges in the ethical management of 

polypharmacy have been brought about by recent developments in pharmacology 

and healthcare technology, such as clinical decision support systems (CDSS) and 
electronic health records (EHRs) [1, 2, 3]. 

 

Current patterns demonstrate an increasing awareness of the difficulties posed by 
polypharmacy and the requirement for moral control techniques. Nearly 40% of 

those over 65 take five or more prescriptions every day, according to studies that 

show the prevalence of polypharmacy among older adults is on the rise [4, 5]. 

ADEs, which currently make up a sizable percentage of hospitalizations and ED 
visits in older populations, have significantly increased in tandem with this trend 

[6, 7]. As a result, multidisciplinary strategies combining pharmacy and nursing 

experts have been popular as successful models for handling the moral dilemmas 
associated with managing polypharmacy. Medication therapy management (MTM) 

programs managed by pharmacists, for example, have been shown to significantly 

enhance patient outcomes and decrease medication-related problems when 
combined with nursing interventions including patient education and adherence 

monitoring [8, 9]. Furthermore, new study highlights the significance of 

technology in facilitating moral decision-making, with programs like CDSS 
helping medical practitioners find potentially inappropriate drugs (PIMs) and 

improve treatment regimens [10, 11]. 

 

With an emphasis on the interdisciplinary roles of nursing and pharmacy 
professionals, this research attempts to investigate the ethical aspects of 

managing polypharmacy in geriatric care. The ethical issues of polypharmacy, 

such as threats to patient safety, autonomy, and fair resource distribution, are 
covered in the first part. The second portion explores the particular contributions 

made by nurses, emphasizing their roles in adherence monitoring, education, and 

patient advocacy. The function of pharmacy specialists in maximizing drug 
schedules and resolving moral dilemmas surrounding prescription procedures is 

examined in the third section. The significance of interdisciplinary 

communication and joint decision-making is emphasized in the fourth section, 
which addresses cooperative methods to polypharmacy management. The fifth 

section examines case studies and evidence-based interventions that demonstrate 

effective approaches to resolving ethical dilemmas in polypharmacy. In addition to 
outlining potential avenues for study and policy development, the final part offers 

suggestions for incorporating ethical concepts into practice. 
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This research aims to contribute to the ongoing discussion on enhancing geriatric 

care outcomes while respecting core ethical principles by examining the ethical 

challenges of polypharmacy through an interdisciplinary lens. Healthcare systems 
may create patient-centered, morally acceptable strategies for managing 

polypharmacy by combining nursing and pharmacy skills, which will ultimately 

improve the standard of care for senior citizens. 
 

Problems with Ethics in Polypharmacy 

 
Despite being frequently required for the management of several chronic illnesses, 

polypharmacy in geriatric care poses serious ethical issues. Patient safety, 

autonomy, justice, and non-maleficence are among the biomedical ethical 
principles that form the foundation of these difficulties. A sophisticated grasp of 

the moral ramifications of polypharmacy practices is necessary to address these 

issues. 

 
Adverse Drug Event (ADE) Risk and Patient Safety 

 

 
Figure 1 Under the more general heading of Medication-Related Adverse Events, 

this graphic shows the connection between Medication Errors, Adverse Drug 

Events (ADEs), and Adverse Drug Reactions (ADRs) 

 
Although patient safety is a fundamental component of moral healthcare practice, 

older persons who use polypharmacy are more likely to experience adverse drug 

events (ADEs). Research has repeatedly demonstrated that age-related 
physiological changes, such as decreased renal and hepatic function, which alter 

drug metabolism and excretion, cause geriatric patients to be disproportionately 

affected by ADEs [12, 13]. Drug-drug interactions, a frequent occurrence in 
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polypharmacy, when the concurrent use of numerous medications might result in 
adverse or unexpected outcomes, increase these risks. For example, the risk of 

gastrointestinal bleeding is greatly increased when anticoagulants and non-

steroidal anti-inflammatory medicines (NSAIDs) are taken together [14]. 
 

Furthermore, the intricacy of managing polypharmacy sometimes results in 

mistakes being made when prescribing, administering, or dispensing medications. 

Errors in medication reconciliation are common throughout transitions of care, 
including hospital discharges, which puts patient safety at even greater risk [15]. 

Healthcare professionals have an ethical duty to reduce these risks by using 

clinical decision support systems (CDSS) to detect potentially inappropriate drugs 
(PIMs), adjusting medications appropriately, and conducting careful monitoring 

[16]. The ethical concept of beneficence requires that every effort be made to 

minimize harm and increase the benefits of drug regimens. 
 

Independence and Knowledgeable Consent 

 
Maintaining autonomy, a basic ethical concept, is very difficult when 

polypharmacy is involved. Cognitive impairments like dementia or memory loss 

are common in older patients, making it difficult for them to completely 

understand the nuances of their drug regimens [17]. Because patients could not 
fully comprehend the potential advantages, hazards, or alternatives involved with 

their therapies, this raises questions regarding the validity of informed consent. 

 
Furthermore, polypharmacy frequently entails choices made by several medical 

professionals, which makes communication even more difficult. For instance, an 

endocrinologist, cardiologist, or rheumatologist may recommend drugs for a 
patient with diabetes, hypertension, or arthritis, respectively. Patients may feel 

overburdened or left out of decision-making processes if there is insufficient 

interdisciplinary communication [18]. Their feeling of agency and faith in the 
healthcare system are weakened as a result. 

 

Healthcare professionals must make sure that patients—or their legal 

surrogates—are fully informed about their treatment options and have the 
authority to participate in decisions about their care in order to uphold ethical 

standards. Patient autonomy can be increased by employing techniques including 

making medication schedules easier to understand, speaking in plain and 
approachable terms during consultations, and including caregivers in 

conversations [19]. 

 
Allocation of Resources and Justice 

 

Ethical polypharmacy management is based on the justice concept, especially 
when it comes to making sure that healthcare resources are distributed fairly. 

Large amounts of healthcare resources, such as pricey prescription drugs, regular 

checkups, and close observation, are frequently needed by geriatric populations. 
In situations with limited resources, where healthcare personnel must balance 

the requirements of older patients with those of other groups, this presents 

ethical challenges [20]. 
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For example, financing for preventive care initiatives or therapies for younger 

patients frequently faces competition with the distribution of expensive drugs for 

long-term illnesses like cancer or heart failure. Whether limited resources should 
be allocated to people with possibly better prognoses or longer life spans raises 

ethical concerns [21]. Furthermore, the cost of polypharmacy to individual 

patients—particularly those with fixed incomes—highlights socioeconomic 
disparities in healthcare access. The ethical concept of distributive justice is 

compromised for many older patients who must choose between paying for their 

prescription drugs and providing for their basic needs, such food or housing [22]. 
Systemic solutions, such as generic prescribing practices, cost-containment 

methods, and public health policies that subsidize medications for low-income 

older populations, are necessary to address these problems. Making sure that 
only clinically required medications are provided is another way that 

interdisciplinary teamwork among healthcare practitioners can maximize 

resource use. 

 
Absence of Maleficence 

 

The "do no harm" or non-maleficence concept is especially important while 
managing polypharmacy. Although the goal of prescribing drugs is to improve 

health outcomes, patients may suffer unintentional harm if they are prescribed 

drugs in excess or inappropriately. Due to the strain of managing intricate 
prescription regimens, this harm may show up as medical side effects, 

psychological discomfort, or a decreased quality of life [23]. 

 
The overprescription of drugs without routine evaluation or deprescribing is one 

of the most urgent issues. Research shows that many older patients are offered 

drugs that have little to no therapeutic value, putting them at needless danger 

[24]. For instance, long-term benzodiazepine usage for anxiety in older individuals 
is linked to a higher risk of falls and cognitive decline, which outweighs the 

advantages [25]. 

 
Healthcare professionals have an ethical duty to periodically evaluate whether 

each medicine in a patient's regimen is suitable and to deprescribe when the 

dangers outweigh the benefits. The patient's overall treatment objectives, life 
expectancy, and quality of life are all taken into account during this procedure. 

Evidence-based recommendations for selecting drugs that might do more harm 

than help in elderly individuals are offered by instruments like the Beers Criteria 
and STOPP/START criteria [26]. 

 

Furthermore, non-maleficence include the psychological and social costs of 

polypharmacy in addition to physical harm. When taking several medications, 
patients frequently express emotions of helplessness and anger, especially when 

confronted with contradictory recommendations or unclear instructions from 

various medical professionals [27]. A comprehensive strategy that stresses 
patient-centered treatment, open communication, education, and support is 

needed to address these issues. 
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The Function of Nurses in the Management of Ethical Polypharmacy 
 

The ethical challenges of managing polypharmacy in geriatric care are largely 

addressed by nursing practitioners. Patient advocacy, education, monitoring, and 
moral decision-making are all part of their diverse duties. Nurses make ensuring 

that polypharmacy is handled in a way that puts patient safety, autonomy, and 

well-being first while reducing the risks associated with complicated prescription 

regimens by utilizing their knowledge and abiding by ethical standards. 
 

Advocacy for Patients 

 
A fundamental aspect of nursing practice, advocacy is especially important when 

it comes to polypharmacy. By making sure that care is patient-centered and 

customized to meet the specific requirements of senior citizens, nurses act as 
patient advocates. In polypharmacy, advocacy frequently entails streamlining 

drug schedules to ease patient burden and lower the likelihood of adverse drug 

events (ADEs). One important tactic that nurses support to enhance patient 
safety and quality of life is deprescribing, which is the methodical reduction or 

cessation of drugs that are no longer clinically essential [28]. 

 

Furthermore, nurses are essential in helping patients and healthcare 
professionals communicate. Many senior citizens may be afraid or unwilling to 

express their worries over their prescription schedules. In order to make sure that 

decisions are in line with the patient's care objectives, nurses serve as a liaison 
between doctors and pharmacists, sharing patient preferences, concerns, and 

values [29]. By directing patients to services and initiatives that lessen financial 

difficulties, advocacy also addresses systemic obstacles, such as access to 
reasonably priced pharmaceuticals. 

 

Empowerment and Education 
 

A key component of ethical nursing practice is effective communication, especially 

when it comes to encouraging patient empowerment and informed consent. 

Patients must be aware of the advantages, disadvantages, and available options 
related to their drugs in order to give their informed consent in the setting of 

polypharmacy. This is made possible by nurses who use visual aids, reduce 

medical language, and adjust explanations to the patient's health literacy level 
[30]. 

 

Giving patients the information and resources they need to properly manage their 
prescriptions is a key component of patient empowerment. This include teaching 

patients about appropriate administration methods, possible adverse effects, and 

the significance of following recommended dosages. In order to provide patients a 
sense of control and autonomy, nurses often stress the value of active patient 

engagement in decision-making processes. A patient who is aware of the possible 

adverse effects of a new drug, for instance, is more likely to report problems right 
away, allowing for rapid interventions [31]. 

 

Additionally, caregivers, who frequently play a crucial role in assisting older 

patients with polypharmacy, are also educated. Nurses make sure the larger 
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support system is prepared to help patients successfully manage their regimens 

by including caregivers in medication education sessions. 

 
Observation and Follow-Up 

 

In the ethical management of polypharmacy, nurses play a crucial role in the 
ongoing assessment of drug efficacy and the prompt identification of side effects. 

Nurses can determine if prescribed drugs are having the desired effects without 

endangering patients through routine follow-ups. A nurse may suggest a dosage 
change or other treatment if a patient taking antihypertensive medicine frequently 

feels lightheaded, for instance, as this could be a side effect [32]. 

 
Examining drug adherence is another aspect of monitoring, which is frequently 

difficult in polypharmacy. A number of reasons, such as cognitive impairments, 

complicated regimens, or financial limitations, might lead to non-adherence. By 

doing adherence evaluations and putting tactics like medication reminders, pill 
organizers, or streamlining dose regimens into practice, nurses can address these 

problems [33]. 

 
Additionally, follow-up visits give nurses the chance to review the patient's 

general health and modify care plans as needed. Nurses make ensuring that 

medication schedules stay in line with patients' changing health needs and 
objectives by keeping lines of communication open with patients and their 

families. 

 
Frameworks for Ethical Decision-Making 

 

In managing polypharmacy, nurses may face moral conundrums including 

weighing the advantages and disadvantages of drugs or resolving disagreements 
between patient wishes and professional advice. Nurses use ethical decision-

making frameworks that incorporate concepts like beneficence, non-maleficence, 

autonomy, and justice in order to overcome these obstacles [34]. 
 

prescription evaluations that incorporate nursing ethics must critically assess 

each prescription in the patient's regimen to ascertain its appropriateness and 
necessity. For instance, evidence-based recommendations for detecting potentially 

inappropriate drugs (PIMs) in older persons are provided by the Beers criterion 

and STOPP/START criterion. By using these resources, nurses can advocate for 
changes that improve patient safety in conversations with doctors and 

pharmacists [35]. 

 

Nurses must also take the patient's views and preferences into account while 
making ethical decisions. For example, the nurse may push for the deprescribing 

of drugs that have little effectiveness but lead to adverse effects or a reduction in 

well-being if the patient values quality of life over aggressive therapy. In order to 
ensure that decisions are made exclusively on the basis of clinical evidence and 

patient-centered considerations, nurses must also be on the lookout for systemic 

biases like ageism that may affect prescribing practices [36]. 
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Another crucial element of making moral decisions is interdisciplinary 
cooperation. In order to create integrated care plans that handle the moral 

challenges of polypharmacy, nurses collaborate closely with doctors, pharmacists, 

and other medical specialists. This cooperative method guarantees that choices 
are based on a variety of viewpoints and in the patient's best interests. 

 

When it comes to handling the moral dilemmas associated with polypharmacy in 

geriatric care, nurses are essential. Nurses make sure that drug schedules are 
safe, efficient, and in line with the patient's care objectives through advocacy, 

education, monitoring, and moral decision-making. By incorporating these duties 

into their work, nurses preserve the moral standards that support high-quality 
treatment while also reducing the hazards connected to polypharmacy. Nursing 

professionals will continue to play a critical role in ensuring that older patients 

receive care that is both clinically sound and morally based as the prevalence of 
polypharmacy rises. 

Pharmacy professionals' role in managing polypharmacies ethically 

In order to administer polypharmacy in geriatric care in an ethical manner, 
pharmacy specialists are essential. In addition to distributing drugs, their duties 

also include coordinating with other medical specialists, optimizing prescription 

schedules, upholding ethical standards, and offering patient-centered services. By 

combining these responsibilities, pharmacists make sure that polypharmacy 
procedures adhere to the values of beneficence, non-maleficence, justice, and 

patient autonomy. 

 
Optimizing Medication 

 

Medication optimization, which entails examining and simplifying prescription 
regimens to guarantee their efficacy and safety, is one of the main duties of 

pharmacy experts in managing polypharmacy. Deprescribing is the process of 

finding and getting rid of prescription drugs that aren't needed. Due to age-related 
physiological changes and the cumulative effects of many drugs, geriatric patients 

are especially vulnerable to adverse drug events (ADEs), making deprescribing 

crucial [37]. For instance, anticholinergic drugs, which are frequently used for 

ailments like melancholy or urine incontinence, can impair cognitive function and 
increase the risk of falls in older persons. Pharmacists can suggest safer 

substitutes or stopping these prescriptions when necessary by methodically 

examining them [38]. 
 

To find potentially inappropriate medications (PIMs) and make sure that each 

drug's advantages outweigh its hazards, pharmacists also use methods like the 
Beers criterion and STOPP/START criterion. Pharmacists examine each 

prescription separately as well as the appropriateness, interactions, and 

alignment of the entire regimen with the patient's treatment objectives. In 
addition to lowering the incidence of ADEs, this procedure also lessens the 

financial strain brought on by needless prescription drugs, which raises serious 

ethical issues for older patients on fixed incomes [39]. 
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Respect for Ethical Guidelines 

 

When it comes to managing polypharmacies, pharmacists are essential in 
maintaining ethical standards, especially those of justice, beneficence, and non-

maleficence. Equitable access to resources and medications addresses the justice 

concept. In order to guarantee affordability, pharmacists support the use of 
generic drugs, take part in cost-containment campaigns, and direct patients to 

help programs. Given that socioeconomic differences frequently restrict access to 

necessary pharmaceuticals in senior populations, this is particularly important 
[40]. 

 

The cautious selection and administration of pharmaceuticals addresses both 
beneficence and non-maleficence. Pharmacists make ensuring that recommended 

dosages minimize side effects while optimizing therapeutic benefits. For instance, 

pharmacists may advise patients with advanced dementia to stop taking drugs 

like statins that were meant for long-term preventive care because they may no 
longer offer significant advantages given the patient's short life expectancy [41]. 

These choices are made in consultation with the patient's family and the medical 

staff, guaranteeing that ethical issues play a major role in clinical decision-
making. 

 

Another essential component of moral pharmaceutical practice is respect for 
autonomy. In order to help patients make educated decisions, pharmacists have 

conversations with them about their prescriptions and give them thorough, 

understandable information. Pharmacists help create care plans that are morally 
righteous and in line with each patient's objectives by honoring their values and 

preferences [42]. 

 

Services Focused on Patients 
 

Pharmacists are in a unique position to offer patient-centered services that make 

complicated prescription regimens easier to follow and increase adherence. A key 
component of these services is counseling, which gives pharmacists the 

opportunity to inform patients about possible adverse effects, how to take 

medications correctly, and the value of adherence. This type of instruction is 
adapted to the patient's health literacy level and frequently involves caregivers, 

especially in cases when patients have physical or cognitive impairments [43]. 

 
Pharmacists offer useful resources to promote adherence in addition to 

instruction. These include automatic reminders, blister packs, and pill organizers, 

all of which make managing medications easier and lower the risk of mistakes. 

For example, in order to replace several different medications, a pharmacist may 
suggest a once-daily combination pill for a patient who has both diabetes and 

hypertension. By simplifying the regimen, this method not only lessens the 

patient's cognitive load but also improves adherence [44]. 
 

By using technology and doing follow-up consultations, pharmacists also actively 

check adherence. Pharmacists can monitor patient compliance and spot possible 
problems with the help of digital tools like electronic health records (EHRs) and 

medication adherence applications. Pharmacists can help avoid complications 
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and guarantee that drugs have the desired effects by taking quick action to treat 
these problems [45]. 

 

Cooperation Techniques 
 

 
Figure 2. depicts the three main processes that make up the "Co-operation 

Techniques" framework: crediting mechanisms, acknowledgment-based 

mechanisms, and punishing mechanisms 

 
Addressing the ethical issues of polypharmacy requires cooperation between 

pharmacy specialists and other healthcare team members. To create and carry 

out complete care plans that maximize drug management, pharmacists 

collaborate closely with doctors, nurses, and other stakeholders. Decisions are 
guided by a variety of viewpoints and in line with the patient's best interests 

thanks to this interdisciplinary approach [46]. 

 
For instance, pharmacists and nurses work together to reconcile drugs during 

hospital discharge planning to make sure that new prescriptions don't negatively 

interact with preexisting ones. In order to lower the possibility of mistakes during 
the shift to home care, this procedure also include informing patients and 

caregivers about the revised regimen. In a similar vein, pharmacists engage in 

case conferences with doctors and nurses to talk about complicated cases, like 
patients who have several comorbidities or who are suffering from adverse drug 

events. Opportunities for deprescribing or simplifying regimens are frequently 

identified as a result of these conversations [47]. 

 
The creation of policies is another area where collaborative techniques are used. 

Pharmacists provide their knowledge to help develop institutional policies and 

procedures that support moral polypharmacy management. For example, they 
can suggest integrating CDSS to enhance ethical prescribing practices or push for 

the inclusion of deprescribing methods in standard operating procedures [48]. 

 
In order to administer polypharmacy in geriatric care in an ethical manner, 

pharmacy specialists are essential. Pharmacists make sure that polypharmacy is 

treated in a way that puts patient safety, autonomy, and well-being first by 
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optimizing medications, adhering to ethical standards, providing patient-centered 

services, and working together. Their contributions are essential for fostering fair 

and patient-centered care as well as lowering the hazards connected to 
polypharmacy. In order to get the best results for elderly patients, pharmacists 

will continue to play a crucial role in addressing the ethical issues raised by the 

growing frequency of polypharmacy. 
 

Methods of Ethical Polypharmacy Collaboration 

 
A cooperative strategy that incorporates the knowledge of several healthcare 

experts is necessary for the effective management of polypharmacy in geriatric 

populations. Addressing the ethical issues of polypharmacy, such as patient 
safety, autonomy, and equitable care, requires interdisciplinary coordination. 

Community-based initiatives, collaborative ethical decision-making, and 

interdisciplinary communication are important elements of this partnership. 
These methods support a well-coordinated, patient-focused approach that 

complies with biomedical ethics standards. 

 
Multidisciplinary Interaction 

 

In order to ensure that every member of the healthcare team is in agreement with 

their approach to patient care, interdisciplinary communication is essential to 
ethical polypharmacy management. Professional collaboration and openness are 

greatly enhanced by shared electronic health records, or EHRs. EHRs lower the 

risk of pharmaceutical mistakes and unnecessary prescribing by providing real-
time access to patient data, such as medication history, lab results, and doctor 

notes [49]. 

 
For instance, during a normal medication review, a pharmacist may identify a 

potentially inappropriate medicine (PIM) and record their advice in the electronic 

health record (EHR). This information can then be reviewed and acted upon by 
the prescribing physician and nursing team. Similar to this, nurses can document 

side effects or difficulties with adherence that patients report using EHRs. This 

information can be used to inform changes to the prescription schedule. This 
degree of integration promotes informed decision-making and improves continuity 

of treatment [50]. 

 

Regular team meetings, where medical professionals discuss complex situations 
and exchange viewpoints, are another instance of interdisciplinary collaboration. 

These sessions offer a forum for settling disputes, discussing moral conundrums, 

and making sure that treatment plans take the patient's preferences and 
objectives into account. Interdisciplinary teams can develop a cohesive strategy 

for managing polypharmacy and lessen the possibility of fragmented or conflicting 

care by encouraging open communication [51]. 
 

One of the main tenets of collaborative polypharmacy treatment is joint ethical 

decision-making. Nurses, pharmacists, doctors, and other pertinent experts 
gather for case conferences as part of this procedure to assess the advantages 

and disadvantages of a patient's prescription schedule. Ethical concepts like 

beneficence, non-maleficence, autonomy, and fairness serve as a framework for 
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these conversations, guaranteeing that choices respect the patient's values and 
preferences while placing the patient's well-being first [52]. 

 

Healthcare professionals thoroughly examine each drug in the patient's regimen 
at these meetings, taking into account the patient's general health as well as 

aspects including side effects, drug interactions, and effectiveness. To stop 

additional renal damage, a patient with advanced chronic kidney disease might 

need to modify their antihypertensive prescription. While the nurse draws 
attention to the patient's difficulties with adherence and quality-of-life issues, the 

pharmacist may offer knowledge on substitute medications. The team collaborates 

to create a care plan that strikes a balance between ethical issues and clinical 
efficacy [53]. 

 

The patient and their family are also included in joint decision-making, which 
guarantees that their opinions are heard and incorporated into the treatment 

plan. Healthcare professionals may build trust and give patients the power to 

make educated decisions about their care by including them in these 
conversations. By matching the care plan to the patient's objectives and values, 

this method not only increases patient autonomy but also improves adherence 

[54]. 

 
Community-Oriented Initiatives 

 

One of the most important ways to manage polypharmacy in both home and 
community settings is through community-based initiatives. These programs 

combine pharmacy, nursing, and other medical specialties to offer all-

encompassing, patient-focused treatment outside of conventional clinical settings. 
These programs tackle obstacles including social isolation, transportation issues, 

and restricted access to medical facilities—all of which are prevalent among 

senior citizens—by bringing care into the community [55]. 
 

The combination of nursing home health visits with pharmacist-led medication 

treatment management (MTM) services is an illustration of a successful 

community-based approach. Pharmacists in this methodology identify PIMs, 
perform thorough drug reviews, and, when necessary, suggest deprescribing. 

Nurses follow up with patients to check for side effects, evaluate adherence, and 

teach them how to take their medications correctly. When these experts work 
together, they make sure that the patient's drug schedule is as safe and effective 

as possible [56]. 

 
Using mobile health clinics to provide care to underprivileged populations by 

combining pharmacy and nursing services is another example. These clinics 

frequently use electronic prescription tools and telemedicine systems, which allow 
team members to collaborate in real time. These programs improve health 

outcomes and increase access to treatment for older individuals with complicated 

prescription regimens by attending to the specific needs of each community [57]. 
 

Addressing the moral dilemmas raised by polypharmacy in geriatric care requires 

teamwork. Healthcare professionals may guarantee that polypharmacy 

management is secure, efficient, and compliant with biomedical ethics by 
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promoting interdisciplinary communication, participating in collaborative ethical 

decision-making, and putting community-based initiatives into place. In addition 

to reducing the dangers of polypharmacy, these tactics support patient-centered 
care, enabling senior citizens to attain improved health results. Collaboration 

amongst healthcare providers will continue to be crucial in providing ethically 

sound and fair care as the prevalence of polypharmacy rises. 
 

Evidence-Based Strategies for the Management of Ethical Polypharmacy 

Clinical, ethical, and practical aspects of polypharmacy treatment in geriatric care 
must be addressed through evidence-based approaches. These treatments have 

been created to improve patient satisfaction and quality of life while reducing the 

dangers of polypharmacy, such as adverse drug events (ADEs). These strategies 
are based on successful models, important results, and moral concerns, 

guaranteeing that polypharmacy management is both efficient and compliant with 

moral standards. 
 

Effective Models 

 
Hospital-based programs and community-focused efforts are examples of 

evidence-based strategies for managing polypharmacy. Multidisciplinary 

polypharmacy management programs have shown great success in hospital 

settings. For example, it has been demonstrated that pharmacist-led medication 
reconciliation during hospital admissions and discharges lowers prescription 

discrepancies and avoids adverse drug events. In these programs, patients' 

prescriptions are thoroughly reviewed, potentially inappropriate drugs (PIMs) are 
identified, and deprescribing methods are implemented when clinically 

appropriate. Involving doctors and nurses in these initiatives promotes a team-

based strategy that guarantees patient safety and continuity of treatment [58]. 
 

Additionally, community-based approaches have proven to be quite successful in 

treating polypharmacy, especially in older populations where access to healthcare 
institutions may be impeded. PIMs have been successfully identified, adherence 

has increased, and medication regimen complexity has decreased because to 

initiatives like pharmacist or nurse practitioner-led home-based medication 
reviews. Another cutting-edge approach to offering complete polypharmacy 

management in underprivileged areas is the use of mobile health clinics, which 

integrate nursing and pharmacy services. To improve teamwork and expedite 

treatment delivery, these programs frequently make use of telemedicine and 
computerized prescription tools [59, 60]. 

 

Furthermore, in order to manage polypharmacy, technology-driven approaches 
like clinical decision support systems (CDSS) have become more popular. By 

highlighting possible drug-drug interactions, suggesting dosage changes based on 

renal function, and spotting deprescribing opportunities, CDSS technologies help 
healthcare providers. These tools lower the risk of adverse drug events (ADEs) and 

guarantee safe and effective prescription regimens by integrating into electronic 

health records (EHRs) and provide real-time support for evidence-based decision-
making [61]. 
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Results 
 

Clinical outcomes, patient satisfaction, and quality of life are just a few of the 

areas where evidence-based treatments in polypharmacy management have 
produced quantifiable advantages. The decrease in ADEs, a major source of 

morbidity and mortality in older populations, is a crucial clinical outcome. By 

identifying and reducing the hazards associated with polypharmacy, studies have 

shown that pharmacist-led treatments, such as medication reviews and 
reconciliation, dramatically reduce the incidence of ADEs [62]. 

 

Another important result of these therapies is increased patient satisfaction. 
Better adherence to recommended therapies and increased faith in the healthcare 

system are facilitated by streamlining medication schedules, improving drug 

communication, and attending to patient concerns. Elderly patients are more 
likely to report pleasant experiences and stick to their treatment programs, for 

instance, if they are given clear explanations about their drugs and are included 

in joint decision-making [63]. 
 

There is also ample evidence of improvements in quality of life. Patients can keep 

more independence and participate in everyday activities with fewer restrictions 

thanks to polypharmacy interventions, which lessen the burden of complicated 
prescription regimes and minimize adverse effects. Furthermore, symptoms like 

weariness, dizziness, and cognitive impairment—all of which are frequently linked 

to PIMs in older adults—are frequently alleviated by deprescribing unneeded 
drugs [64]. 

 

Important Ethical Points to Remember 
 

Ethical considerations, especially those of beneficence, non-maleficence, 

autonomy, and justice, must direct the application of evidence-based treatments 
in polypharmacy management. Finding a balance between cost-effectiveness and 

patient well-being is one of the main ethical problems. Although lowering the cost 

of prescription drugs is a worthwhile objective, patient safety or therapeutic 

effectiveness should never be sacrificed in the process. Interventions must make 
sure that clinical needs and quality of life are given precedence over financial 

reasons when making decisions about medication changes [65]. 

 
Another crucial ethical factor is respecting the autonomy of the patient. In order 

to empower patients to make knowledgeable decisions regarding their care, 

effective interventions entail teaching them about the risks, benefits, and 
available medications. In this situation, shared decision-making frameworks are 

especially helpful because they encourage patient-provider collaboration and 

guarantee that treatment plans reflect the patient's beliefs and preferences [66]. 
 

Another important idea is justice, especially when it comes to guaranteeing fair 

access to polypharmacy interventions. Accessing healthcare services is frequently 
extremely difficult for elderly persons living in remote or neglected areas. To 

address these discrepancies and guarantee that all patients receive high-quality 

treatment, regardless of their location or socioeconomic position, community-

based models and telemedicine initiatives are crucial. In order to support 
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disadvantaged people, healthcare providers must also push for structural 

reforms, such as more financing for drug assistance programs [67]. 

 
Lastly, the foundation of polypharmacy treatment is non-maleficence. Whether 

preventing ADEs, avoiding needless polypharmacy, or lessening the burden of 

complicated regimens, interventions must be planned to minimize harm. To make 
sure that therapies produce the desired results without creating new risks or 

difficulties, ongoing monitoring and follow-up are essential. 

 
The clinical and ethical issues surrounding pharmaceutical usage in older people 

must be addressed by evidence-based treatments in polypharmacy management. 

Effective models have shown notable advantages, such as decreased ADEs, 
increased patient satisfaction, and improved quality of life. These models range 

from hospital-based programs to community-oriented efforts. The best results 

from these therapies come from following moral guidelines that put the needs of 

the patient first, respect their autonomy, and encourage fair access to care. 
Integrating evidence-based techniques into standard care will continue to be 

essential for attaining the best results and guaranteeing the moral administration 

of pharmaceuticals in senior citizens as the prevalence of polypharmacy rises. 
 

Difficulties in Putting Ethical Polypharmacy Strategies into Practice 

 
There are many obstacles to overcome when implementing ethical polypharmacy 

management techniques in geriatric care. These challenges derive from regulatory 

restrictions, training gaps, and institutional impediments that impede the 
creation and implementation of all-encompassing, patient-centered approaches to 

drug management. To make sure that polypharmacy practices adhere to moral 

precepts like beneficence, non-maleficence, autonomy, and justice, these 
obstacles must be overcome. 

 

Systemic Obstacles 
 

One of the biggest obstacles to using ethical polypharmacy techniques is still 

systemic barriers. Comprehensive polypharmacy management is severely 
hampered by the lack of resources in healthcare systems, including limited 

budget, restricted personnel capabilities, and poor access to technology. Lack of 

trained pharmacists and geriatric experts leads to gaps in drug review and 

optimization procedures in many healthcare settings, particularly those that serve 
underserved or rural populations. The capacity to carry out thorough evaluations 

of potentially inappropriate medications (PIMs) or successfully execute 

deprescribing procedures is strongly impacted by this lack of resources [68]. 
 

Systemic impediments are made worse by time restrictions. Due to their 

frequently overwhelming patient caseloads, healthcare practitioners frequently 
lack the time necessary to perform comprehensive medication reviews or have in-

depth conversations with patients regarding their treatment plans. In primary 

care settings, when physicians may have fewer than 15 minutes each patient 
visit, this problem is very severe and restricts their capacity to handle complicated 

polypharmacy difficulties. As a result, ethical factors like shared decision-making 
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and informed consent can be disregarded, which would make managing 
polypharmacy even more difficult [69]. 

 

Another systemic issue is the fragmentation of healthcare systems. 
Interdisciplinary collaboration is hampered by a lack of integrated electronic 

health records (EHRs), poor provider coordination, and irregular communication 

routes. Efforts to attain ethical polypharmacy practices are undermined by this 

fragmentation, which frequently results in duplicate prescribing, drug mistakes, 
and inferior care [70]. 

 

Gaps in Training 
 

Another significant issue is the lack of training in ethical polypharmacy 

management. Many medical professionals are not sufficiently trained in the 
pharmacological nuances and ethical concepts of geriatric care. For example, 

prescribing for elderly patients necessitates a sophisticated knowledge of drug-

drug interactions, age-related physiological changes, and the cumulative 
consequences of polypharmacy. Nonetheless, geriatric pharmacology and ethical 

frameworks unique to polypharmacy management are not extensively covered in 

many medical, nursing, and pharmacy courses [71]. 

 
Even while interdisciplinary training is crucial for tackling the complex nature of 

polypharmacy, it is especially deficient. Physicians, pharmacists, nurses, and 

other healthcare workers must work together to manage polypharmacy effectively, 
yet few training programs place an emphasis on team-based treatment. A lack of 

common understanding and uneven application of ethical norms across fields are 

frequently the results of this divide. For instance, nurses might not know how to 
help patients manage simplified regimens, whereas pharmacists might be 

knowledgeable in deprescribing techniques, which could result in fragmented 

treatment [72]. 
 

Furthermore, continuous professional development is required to keep medical 

professionals abreast of new research and best practices in managing 

polypharmacy. Rapid developments in clinical decision assistance systems, such 
PIM identification algorithms, necessitate ongoing training to guarantee 

successful application. The safety and effectiveness of polypharmacy therapies 

could be jeopardized if physicians continue to rely on antiquated methods in the 
absence of frequent changes [73]. 

 

Limitations of the Policy 
 

Implementing ethical polypharmacy solutions is further hampered by policy 

limits. The absence of thorough and uniform recommendations for treating 
polypharmacy in elderly people is a major obstacle. Although instruments like the 

STOPP/START criteria and the Beers criteria offer helpful direction, their use 

varies among healthcare environments and they don't always address the moral 
aspects of managing polypharmacy. These tools, for instance, might be able to 

identify PIMs, but they don't provide much advice on how to strike a compromise 

between deprescribing and the patient's preferences and treatment objectives [74]. 
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An further issue pertaining to policy is the lack of incentives for managing 

polypharmacies ethically. Acute care interventions are frequently given 

precedence over preventive actions like medication evaluations and deprescribing 
in healthcare reimbursement schemes. In fee-for-service regimes, where 

remuneration is based on the quantity of patient interactions rather than the 

caliber of care provided, this misalignment of incentives deters physicians from 
devoting the time and resources required for thorough polypharmacy treatment 

[75]. 

 
Furthermore, the complexity of polypharmacy in the setting of vulnerable people 

is frequently overlooked by regulatory regimes. For example, regulations 

controlling the use and licensing of medications usually concentrate on the safety 
and effectiveness of a single drug rather than the combined effects of 

polypharmacy. Because of this restriction, it is challenging to create evidence-

based policies that take into consideration the particular hazards that elderly 

patients confront [76]. 
 

Promoting policy change is crucial to overcoming these constraints. Policymakers, 

professional associations, and healthcare organizations must collaborate to create 
thorough rules that incorporate ethical issues into the administration of 

polypharmacies. To further overcome systemic obstacles and encourage ethical 

practices, regulatory measures that support patient-centered care, encourage 
interdisciplinary collaboration, and reward medication reviews are essential. 

 

There are many obstacles to overcome when putting ethical polypharmacy 
solutions into practice, such as policy restrictions, training gaps, and institutional 

impediments. The provision of comprehensive and patient-centered treatment is 

hampered by a lack of resources, time constraints, and disjointed healthcare 

systems. Interdisciplinary collaboration is made more difficult by geriatric 
pharmacology and ethics training inadequacies, and the incorporation of ethical 

considerations into polypharmacy management is weakened by a lack of 

established norms and regulatory incentives. A diversified strategy that 
incorporates improved training initiatives, legislative reform, and resource 

allocation is needed to address these issues. Healthcare professionals can 

guarantee that polypharmacy procedures are secure, efficient, and consistent 
with the moral standards that support excellent geriatric care by overcoming 

these challenges. 

 
Suggestions and Prospective Paths 

 

A thorough and morally sound strategy is needed to manage polypharmacy in 

older adults in order to handle the intricate interactions between systemic, 
ethical, and clinical issues. Strong policy frameworks, interdisciplinary training 

programs, patient-centered innovations, and giving research into ethical 

interventions in polypharmacy management top priority are some suggestions for 
future advancements. These initiatives seek to maximize the use of medications, 

enhance patient outcomes, and guarantee that the fundamental values of justice, 

autonomy, beneficence, and non-maleficence are upheld. 
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Suggestions for Policy 
 

One of the most important steps in filling the existing gaps in treatment is 

creating ethical guidelines specifically for managing polypharmacies. Evidence-
based medical concepts and geriatric population-specific ethical issues must be 

included into policies. While useful for detecting potentially inappropriate 

pharmaceuticals (PIMs), guidelines like the Beers Criteria and STOPP/START 

tools should be extended to include ethical frameworks that direct joint decision-
making and deprescribing [77]. 

 

Another crucial policy aim is to offer incentives for healthcare practitioners to 
participate in thorough medication reviews. Value-based models that reward 

quality of treatment, such as the use of deprescribing procedures and patient-

centered therapies, should replace fee-for-service approaches in reimbursement 
schemes. Policymakers also need to provide funding for technology-driven 

solutions that promote interdisciplinary collaboration and transparency in 

polypharmacy management, like shared electronic health records (EHRs) and 
clinical decision support systems (CDSS) [78]. 

 

Policies that prioritize equity are also necessary to overcome inequalities in care 

access. Funding for community-based initiatives that offer underprivileged 
populations geriatric medication management services is part of this, as is the 

creation of public health campaigns to educate people about the advantages and 

disadvantages of polypharmacy [79]. 
 

Multidisciplinary Education Initiatives 

 
Nursing, pharmacy, and other healthcare professionals must work together 

seamlessly to handle polypharmacy effectively. Training programs must prioritize 

multidisciplinary techniques that promote cross-disciplinary collaboration and 
understanding in order to do this. To ensure that all practitioners are prepared to 

handle the difficulties of polypharmacy, curricula should incorporate courses on 

team-based treatment techniques, ethical frameworks, and geriatric 

pharmacology [80]. 
 

Initiatives for continuing education are equally crucial, especially in light of the 

quick development of digital health technologies and pharmaceutical treatments. 
Providers can stay current on best practices and build the abilities necessary to 

handle ethical conundrums in polypharmacy management by participating in 

regular workshops, simulations, and case-based learning sessions. Simulated 
interdisciplinary case reviews, for instance, can help teams get ready to work 

together to tackle difficult situations like striking a balance between patient 

autonomy and deprescribing efforts [81]. 
 

Training initiatives can be further strengthened via mentoring programs and 

collaborative learning platforms, which allow providers to exchange knowledge 
and experiences. Healthcare companies can create cohesive teams that can 

provide moral, patient-centered care by emphasizing interdisciplinary education 

[82]. 
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Innovations Focused on the Patient 

 

The administration of polypharmacy must prioritize patient-centered care. 
Technological advancements like wearable technologies and mobile health apps 

present encouraging opportunities to enhance drug adherence and track 

prescription schedules. For example, automated pill dispensers and medication 
reminder apps can assist senior citizens in managing complicated regimens, 

lowering the likelihood of adverse drug events (ADEs) and missing doses [83]. 

 
Another essential element of patient-centered innovations is customized 

treatment plans. Patients, their families, and healthcare professionals should 

collaborate to create these plans, making sure that they reflect the patient's 
beliefs, interests, and objectives. For instance, physicians can better customize 

interventions to address particular issues, such side effects or functional 

impairments, by incorporating patient-reported outcomes into care plans [84]. 

 
Furthermore, telehealth systems can help close gaps in care access, especially for 

patients in underserved or rural locations. Real-time medication evaluations and 

adherence support are made possible via virtual consultations with nurses and 
pharmacists, which also let interdisciplinary teams communicate with one 

another [85]. 

 
Prospective Research Topics 

 

The long-term effects of ethical interventions in polypharmacy management 
should be the main focus of future studies. This involves assessing how 

deprescribing practices affect patient-reported outcomes like happiness and 

quality of life as well as clinical outcomes like ADE rates, hospital readmissions, 

and mortality [86]. 
 

The cost-effectiveness of various polypharmacy management techniques should 

also be examined in studies. Comparative evaluations of technology-driven, 
community-based, and hospital-based interventions might shed light on which 

strategies are most beneficial to patients and healthcare systems [87]. 

 
Furthermore, it is crucial to conduct research on the social determinants of 

health and how they affect the results of polypharmacy. The creation of focused 

interventions that cater to the particular requirements of various patient 
populations can be aided by knowledge of how variables like socioeconomic 

status, health literacy, and cultural attitudes influence medication use [88]. 

 

Lastly, qualitative research examining the moral implications of managing 
polypharmacy might illuminate the viewpoints and experiences of patients, 

clinicians, and caregivers. These observations can direct the development of 

ethical standards and guarantee that they are both pragmatic and patient-
focused [89]. 

 

The above-mentioned recommendations emphasize the necessity for a 
comprehensive strategy to address the difficulties associated with polypharmacy 

in geriatric care. Healthcare systems can maximize drug use while adhering to 
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ethical care principles by creating strong regulatory frameworks, improving 
interdisciplinary training, embracing patient-centered innovations, and giving 

research into ethical interventions top priority. These initiatives are crucial to 

guaranteeing that polypharmacy management is in line with senior patients' 
requirements and values in addition to being clinically effective. 

 

Conclusion 

 
One of the biggest and trickiest problems facing healthcare systems today is 

managing polypharmacy in geriatric care. Although it is frequently required to 

manage the complex health demands of older persons, polypharmacy is rife with 
systemic, clinical, and ethical issues. The ethical aspects of managing 

polypharmacy have been examined in this work, with a focus on the roles of 

pharmacy and nursing professionals, the obstacles to putting ethical solutions 
into practice, and evidence-based therapies that have demonstrated promise in 

resolving this problem. 

 
The need to strike a balance between clinical efficacy, patient autonomy, and 

quality of life is essential to the ethical management of polypharmacy. In order to 

prioritize patient safety while honoring their beliefs and preferences, healthcare 

providers must make sure that pharmaceutical regimens are in line with the 
principles of beneficence, non-maleficence, autonomy, and justice. Pharmacists 

contribute vital knowledge about drug optimization and adherence tactics, while 

nurses are vital in patient advocacy, education, and monitoring. Interdisciplinary 
approaches that make use of integrated care planning and shared decision-

making show how important it is for these disciplines to collaborate. 

 
However, major obstacles still stand in the way of implementing ethical 

polypharmacy techniques, such as systemic resource limitations, training gaps, 

and policy restrictions. Comprehensive reforms are needed to remove these 
obstacles, such as the creation of moral standards, multidisciplinary training 

courses, and technologically enabled patient-centered innovations. Future studies 

must also examine the long-term effects of ethical interventions, including how 

they affect clinical results, patient satisfaction, and medical expenses. 
 

In the end, a coordinated, patient-centered strategy that incorporates clinical 

knowledge, moral standards, and institutional changes is required for the ethical 
management of polypharmacy. Healthcare practitioners can enhance patient 

outcomes, optimize polypharmacy practices, and guarantee that geriatric care 

meets the highest standards of clinical and ethical excellence by tackling the 
issues raised in this paper. 
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 الأبعاد الأخلاقية لإدارة تعدد الأدوية في رعاية المسنين: رؤى متعددة التخصصات من التمريض والصيدلة 

 الملخص: 

 الخلفية: 
ً
 في الأنظمة الصحية، حيث يعكس الضرورة السريرية لمعالجة الحالات المزمنة المتعددة، يعد تعدد الأدوية في رعاية المسنين تحديا

ً
رئيسيا

 والتداخلات الدوائية.  (ADEs) ولكنه يرتبط بمخاطر أخلاقية وسريرية، مثل الأحداث السلبية الناتجة عن الأدوية

 الضوء على دور التخصصات الصحية، بما في الهدف: 
ً
يهدف هذا البحث إلى استكشاف الأبعاد الأخلاقية لإدارة تعدد الأدوية لدى كبار السن، مسلطا

 ذلك التمريض والصيدلة، في تطوير استراتيجيات فعالة تتمحور حول المريض. 

يستند هذا البحث إلى مراجعة الأدبيات الحالية لتحديد التحديات الرئيسية المتعلقة بتعدد الأدوية، مثل الفجوات في السياسات، ونقص الطرق: 

 التدريب، والموارد المحدودة، مع التركيز على الحلول المبتكرة والمبنية على الأدلة.

كشفت المراجعة أن التدخلات متعددة التخصصات، بما في ذلك التعاون بين التمريض والصيدلة، أدت إلى تحسين معدلات الامتثال، وتقليل  النتائج: 

يا مثل الأدوية غير الضرورية، وتحسين جودة الحياة للمرض ى. تشمل التدخلات الناجحة برامج المجتمع، والمراجعات الدوائية، واستخدام التكنولوج

 (EHRs) السجلات الصحية الإلكترونية.

 يدمج المبادئ الأخلاقية، مثل المنفعة وعدم الإضرار، مع التعاون متعدد التخصالخلاصة
ً
 شاملا

ً
صات. : تتطلب الإدارة الأخلاقية لتعدد الأدوية نهجا

ك حاجة تعد التحديات النظامية ونقص الموارد من الحواجز الرئيسية التي تحتاج إلى معالجة من خلال السياسات المستدامة والتدريب المستمر. هنا

 إلى مزيد من الأبحاث لتقييم النتائج طويلة المدى لهذه التدخلات وضمان تحقيق التوازن بين التكلفة ورفاهية المريض. 

 تعدد الأدوية، المسنين، الأبعاد الأخلاقية، التمريض، الصيدلة، إدارة الأدوية، التعاون متعدد التخصصات.الكلمات المفتاحية: 

  


