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Abstract

Background: older people experience more chronic medical conditions than younger people, take more prescription med-
icines and are more likely to suffer from cognitive or memory problems. Older people are more susceptible to the adverse
effects of medicines, which may reduce their quality of life or lead to hospitalisation or death.
Objective: this study aims to identify medicine-taking practices amongst community-dwelling people aged ≥75 years in
New Zealand.
Methods: this study was carried out in an urban setting in Dunedin (population 120,000), New Zealand. Interviews of a
random sample of people from the electoral roll using a structured questionnaire were conducted. Subjects were community-
dwelling people aged ≥75 years taking one or more prescription medicines. From a random sample of 810 people extracted
from the electoral roll intended to recruit 300 participants, 524 people met the study criteria and were invited to participate.
People living in a rest home or hospital, not contactable by telephone, or now deceased, were excluded. Responses were
analysed, medicines categorised by the Anatomical Therapeutic Chemical classification and adherence classed as high,
medium and low using a modified four-item Morisky Medication Adherence Scale. Univariate and multivariate linear and
logistic regression was applied to combinations of variables.
Results: in total, 316 interviews were undertaken; a 61% response rate. Participants were 75–79 (35%), 80–84 (40%) and
>85 years (25%); New Zealand European/European (84%), ‘New Zealanders’ (14%) or Maori (2%); and 141 (45%) lived
alone. Almost half (49%) regularly saw a specialist and a third (34%) had been admitted to hospital in the past 12 months.
Participants used a median of seven prescription medicines (range 1–19) and one non-prescription medicine (0–14). The
majority (58%) believed medicines are effective and had systems/routines (92%) for remembering to take them. Doses
tended to be missed following a change in routine, e.g. holiday. Men were more likely to report ‘trouble remembering’ than
women (odds ratio=1.86, 95% confidence interval 1.10–3.14; P=0.020). Seventy-five percent of people had high or medium
adherence scores and 25%, low scores. Common problems were reading and understanding labels (9 and 4%, respectively)
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and leaflets (12%, 6%), and difficulty swallowing solid dose forms (14%). Only 6% had problems paying for their medicines.
Around 17% wanted to know more about their medicines, and some people were confused about their medicines following
hospital discharge.
Conclusion: overall, community-dwelling people aged ≥75 years in this study appeared to manage their medicines well and
found them affordable. Nevertheless, there is a need to improve labelling, leaflets and education on medicines, particularly at
hospital discharge.

Keywords: aged, drug therapy, medication adherence, cost, elderly

Introduction

Older people experience more chronic medical conditions
than younger people, take more prescription medicines and
are more likely to suffer from cognitive or memory pro-
blems [1–3]. They are more prone to practical difficulties
with medicine-taking such as poor eyesight, trouble open-
ing packaging or difficulty swallowing tablets. Older people
are more susceptible to the adverse effects of medicines
[4], which may reduce their quality of life or lead to hos-
pitalisation or death [5].

Canadian and American studies suggest that cost may
be a major factor in non-adherence to medicines amongst
older people [6, 7]. This may be the case in New Zealand
where all adults pay a prescription charge (NZ$3 per item
for the first 20 items per calendar year per individual or
family) and a surcharge for medicines not funded by the
government. In addition, people pay a fee for visiting
a general practitioner (GP) and for telephone requests
for prescriptions. Medicine-related costs for older
people in New Zealand may appear low compared to some
countries, but the impact of such costs has not been
examined.

Medicine-taking problems have been identified in older
people in the USA, Australia and Europe [3, 8, 9]. For
example, Roth and Ivey in the USA interviewed 100
community-living people aged ≥65 years and found that
they managed a considerable number of daily medicines
(a mean of 9.1), and that inadequate health literacy, poor
adherence and potentially inappropriate medication use
were prevalent. Thompson and Stewart in Australia inter-
viewed 204 community-living people aged ≥65 years and
found that they sometimes took less medicine than pre-
scribed for a variety of reasons, and that 45% of
participants tended to hoard unused medicines. Granas
and Bates in the UK interviewed 58 people (median
age 68 years, range 28–88 years) and found that almost
half worried about their illnesses (48%) and about a third
(31%) had concerns about their medicines. In addition,
participants wanted more information on the potential
side effects and how to deal with long-term medication.

In New Zealand, in people aged ≥65 years, a recent pilot
study examined some factors that might affect adherence to

medicines [10], and an earlier study examined the range of
prescription medicines used [11]. The pilot study found that
the main factors affecting adherence were taking large quan-
tities of medicines and a lack of knowledge about the
purposes of their medicines. No studies have focused on
people aged ≥75 years who may be more vulnerable to
medicine-taking problems.

Aim

The present study was undertaken to examine medicine-
taking practices in community-dwelling people aged
≥75 years in New Zealand to identify medicine-taking
problems and to identify the range of prescription and
non-prescription medicines used.

Methods

Using a purposely constructed questionnaire, people aged
≥75 years living in the community in Dunedin, New
Zealand, randomly sampled from the electoral roll, were
interviewed about their medicine-taking practices.

Two focus group meetings were held of people aged
≥75 years at community organisations in Dunedin to de-
velop the questionnaire. The groups consisted of 5 and
10 people, respectively. Medicine-taking practices and
problems were discussed. A structured questionnaire
was drafted using the information gained, was piloted
on four older people and modified in the light of their
comments.

A precision for estimated proportions of ±10% using
95% confidence intervals (CIs) was felt to be sufficient,
and differences of ∼20% between groups were consid-
ered likely to have some practical implications. Based
on these requirements, a sample size of 300 respondents
was chosen, giving 95% CIs ±10% for the smallest group
(each age group containing 100 respondents) as well as
providing 80% power to detect differences of 17.1% be-
tween males (assuming 120) and females (assuming 180),
or to detect differences of 20.6% between any two age
groups (assuming 100 each) using a two-sided test with P
<0.05 considered statistically significant. A random sam-
ple of 810 people aged ≥75 years living within the city
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boundaries was extracted from an electronic version of
the electoral roll, taking equal numbers from each of
the six strata defined by sex and age groups 75–79,
80–84 and ≥85 years. People with a rest home or nurs-
ing home address, PO Box number or not listed in the
telephone directory were excluded from the study.

The 622 people remaining were mailed a letter and infor-
mation sheet on the study and telephoned 1 week later by
MB to ask if they wished to take part. Those not meeting the
study criteria (due to recent nursing home or hospital admis-
sion, death or not taking any prescription medicines) were
excluded. People agreeing to participate were visited by
MB and interviewed using the purposely developed ques-
tionnaire. Participants showed MB their medicines, and
details were recorded from the labels.

Medicines were listed by generic name (major ingredi-
ent) and categorised by the Anatomical Therapeutic
Chemical (ATC) classification [12]. Participants’ know-
ledge of each prescription medicine’s purpose was
categorised as ‘correct’ (any listed indication in the New
Zealand data sheet [13] or near-correct answer, e.g. as-
pirin ‘for the heart’), ‘incorrect’ (unlisted indication) or
‘don’t know’.

The proportions of participants with high, medium
and low adherence were calculated using a modified ver-
sion of a self-reported adherence measure, the four-item
Morisky Medication Adherence Scale (MMAS-4) [14, 15].
Three of the original four questions were used. A fourth
‘Do you ever have problems remembering to take your
(name of health condition) medication’ was changed to
‘Do you have trouble remembering to take your medi-
cine’ as participants were likely to have several health
conditions. Each affirmative answer scored one point;
‘0’ denoted high adherence, ‘1–2’ medium adherence

and ‘3–4’ low adherence. (Please see Box 1 Appendix 1
available as supplementary data in Age and Ageing online.)

During the questionnaire design, a number of associa-
tions between primary outcomes and descriptive variables
were hypothesised (e.g. hospital admission in the past
12 months might be associated with increased medicine
use). Data were examined for associations between vari-
ables using univariate and multivariate linear and logistic
regression for continuous and binary outcomes, respective-
ly, using Stata version 10. (Please see Box 2 Appendix 1
available as supplementary data in Age and Ageing online.)
Multivariate regression was undertaken using all predictors
with P <0.20 from the univariate regression models. Multi-
variate logistic regression models were only examined
where at least 10 cases and 10 non-cases were available
for each predictor variable. Statistical significance was deter-
mined by P <0.05. As this was considered an exploratory
study, no adjustment for multiple comparisons was made.
The University of Otago Ethics Committee gave ethical
approval for the study, and written informed consent was
obtained from each participant. This work was supported
by a University of Otago Research Grant (grant number
0108-0309).

Results

In total, 524 people met the study criteria and 320 (61%)
agreed to participate; 316 interviews were analysed, and four
were practice interviews. Participants were 75–98 years; 172
men and 144 women (Table 1). About half of the partici-
pants (45%) lived alone, and half (55%) with a spouse or
relative. Eighty-four percent were New Zealand European
or European, 14% ‘New Zealanders’ (a term commonly

Table 1. Demographics and numbers of medicines

All age groups
n=316

75–79 years
n=110

80–84 years
n=125

≥85 years
n=81

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Male 172 (54%) 60 (55%) 64 (51%) 48 (59%)
Female 144 (46%) 50 (45%) 61 (49%) 33 (41%)
Educated to Secondary School level only 190 (60%) 63 (20%) 75 (24%) 52 (16%)
Tertiary education 63 (20%) 19 (6%) 28 (9%) 16 (5%)
Other further education 63 (20%) 28 (9%) 22 (7%) 13 (4%)
Sees a doctor other than at own GP practice, e.g. specialist 155 (49%) 47 (15%) 58 (18%) 50 (16%)
Been admitted to hospital in the past 12 months 107 (34%) 37 (12%) 36 (11%) 34 (11%)
All medicinesa 2,735 915 1,077 743
β=1.24 (95% CI 0.38–2.1, P=0.005), >1 doctor
β=1.62 (0.72–2.51, P<0.001), hospital admission
in last 12 months

Prescription medicinesa 2,377 755 958 664
β=1.08 (0.25–1.91, P=0.011), >1 doctor
β=1.66 (0.80–2.52, P<0.001), hospital admission

in last 12 months
Non-prescription medicines 358 160 119 79
β=0.05 (0.01–0.09, P=0.020), age (effect of each year older)
Prescription medicines, all subjects, median (range) 7.0 (1–19) 6.0 (1–19) 7.0 (1–19) 8.0 (2–17)
Non-prescription medicines, all subjects, median (range) 1.0 (0–14) 1.0 (0–10) 1.0 (0–8) 1.0 (0–14)

aMultivariate linear regression including multiple doctors and admissions.
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used but that does not specify actual ethnicity) and 2% were
Maori. Twenty percent were educated to tertiary level, 78%
were involved in community organisations (median 1 organ-
isation, range 1–9) and 22% were involved in earlier
university-led research projects. Half of the participants
(49%) regularly saw a specialist.

Participants used 2,377 prescription medicines in total
(median 7, range 0–19) and 358 non-prescription medicines
(1, 0–14) (Table 1). Increased use was associated with (i) see-
ing a specialist (number of prescription medicines 1.08 higher,
95% CI 0.25–1.91, P=0.011) and (ii) having a hospital admis-
sion in the past 12 months (number of prescription medicines
1.66 higher, 0.80–2.52, P<0.001). Use of non-prescription
medicines significantly decreased with age (0.05 lower per
year older, 0.01–0.09, P=0.020).

Almost 80% of prescription medicines were for the car-
diovascular system (32%), nervous system (22%) or the
alimentary tract (18%). The top five prescription medicines
were aspirin (60%), paracetamol (41%), simvastatin (35%),
metoprolol (31%) and cilazapril±hydrochlorothiazide
(31%). Over 40% of participants took simvastatin (35%)
or atorvastatin (7%). The top five non-prescription medi-
cines were paracetamol (17%), glucosamine±chondroitin
(14%), fish oils (11%), multivitamins±minerals (7%) and
aspirin (5%).

Most participants (58%) thought ‘taking medicines im-
proved their health’, but some were unsure (38%) or
disagreed (4%). Many were positive: ‘medicines keep me
alive’; ‘are necessary’; ‘help my symptoms’. Some were ac-
cepting: ‘I don’t mind taking medicines; I am resigned to
it’; ‘medicines are part of my life’. Others were more nega-
tive: ‘I would prefer not to take medicines’; ‘I don’t like
taking them’; ‘I hate taking them’.

A fifth of participants had worries about side effects;
93% would ask their doctor about medicine-related worries,
32% their pharmacist and 1–6% a hospital specialist/nurse/
family member. For more information, 8% used the internet
and 4% a patient support group or family health book. Al-
most a fifth of participants (17%) wanted to know more
about their medicines, their purpose (5%) and side effects
(4%). Fifty-seven percent knew the purpose of all their med-
icines, 75% knew 75–100%, 20% knew 25–74%, 3% knew
1–25% and 2% knew none.

Almost all participants (98%) claimed to take their med-
icines as instructed. The majority thought their doctor (61%)
or pharmacist (67%) always/often/sometimes made it easier
for them to understand how to take them. Forty-three per-
cent of participants reported taking prescription medicines
differently from instructions, and 16% without discussing
this with their doctor. The changes that were not discussed
with the doctor were not considered detrimental to health as
they were mainly dose decreases (ointments, creams, vita-
mins, laxatives, antacids) or timing (but not dose) changes,
mainly in relation to food. Ten percent of participants re-
ported they sometimes felt worse when taking medicines.
Six percent of participants would stop taking the medicine
if they felt worse, but most would discuss this with their
doctor. People with worries about side effects were more
likely to stop taking medicines because they felt better
(OR=3.16, 1.05–9.45, P=0.040).

A quarter (26%) of participants had ‘trouble’ remember-
ing to take medicines and half (53%) sometimes ‘forgot’
(Table 2). Men were more likely to forget (OR trouble re-
membering 1.86, P=0.020; OR forgetting 1.72, P=0.031).
People were less likely to report ‘forgetting’ as age increased
(OR=0.93, P=0.011). A quarter (23%) of the participants
were sometimes unsure whether they had taken their med-
icines. Missed doses tended to be at lunch time or evenings,
or after changes in routine (holidays, meals out, being busy).
Almost everyone (92%) reported using a system/routine to
remind them to take their medicines, such as putting med-
icines in a prominent place or preparing them the night
before. Some participants used a compliance aid filled by
themselves (20%) or a pharmacy (10%). Three quarters of
the participants were found to have a high or medium ad-
herence score (38% high, 37% medium), and a quarter
(25%) had a low score [14, 15].

A few people had physical problems taking medicines
(Table 3). Fourteen percent had trouble swallowing, par-
ticularly large solid tablets, and 12% had problems
opening packets or bottles. Seventeen of the 115 partici-
pants who needed to break tablets in half found this
a problem. Nine percent of participants had problems
reading labels (increased with age, OR=1.11 per year,
P=0.044). Sixteen percent had problems understanding
labels. Nine percent had problems reading leaflets (more
likely in people worried about side effects, OR=3.01,
P=0.004).

Six percent of participants had problems paying for med-
icines in the past 12 months (more likely in those born

Table 2. Remembering and forgetting

Question Yes No
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Do you have ‘trouble’ remembering

to take your medicine?a
81 (26%) 235 (74%)

OR=1.86 (95% CI 1.10–3.14, P=0.020) males
Do you have any ‘way of

remembering’ what you
should be taking and when?b

190 (60%) 126 (40%)

Do you ‘ever forget’ to take your medicines?c 147 (53%) 169 (47%)
OR=0.93 (0.87–0.98, P=0.011)

age (each year older)
OR=1.17 (1.01–1.35, P=0.041) members of

community organisations
OR=1.72 (1.05–2.82, P=0.031) males
Are you ‘ever unsure’ if

you have taken a medicine?
72 (23%) 244 (77%)

Can you think of a ‘situation
where it is more difficult’
for you to take your medicine correctly?

91 (29%) 225 (71%)

aUnivariate logistic regression.
bAnalysis of comments found that 92% described a system/routine.
cMultivariate logistic regression including age, membership of organisations and
sex.

577

Medicines in ≥75s in NZ

 by guest on D
ecem

ber 21, 2016
http://ageing.oxfordjournals.org/

D
ow

nloaded from
 

http://ageing.oxfordjournals.org/


outside New Zealand, or believing medicines are effective;
or OR>2, P<0.05). Medicines considered expensive were
those not government funded and hospital outpatient medi-
cines. Participants disposed of unwanted medicines via their
pharmacy (30%), the lavatory (19%) or the household rubbish
(9%). Some retained medicines for re-use (12%) and some
rarely had surplus medicines (33%).

Some unsolicited comments were made about taking
medicines following hospital discharge. One participant
was pleased his new medicines were explained to him
before discharge, but others were more negative: a
man’s discharge medicines did not match his medication
card; another was given a lot of new medicines without
any explanation; a woman had to phone her community
pharmacist to find out the one tablet in a bottle was a
monthly dose; and another woman felt worse when

combining her own tablets and ones from the hospital,
and discovered later she should not have taken this
combination.

Discussion

Overall, the people in the present study appeared to man-
age their medicines well. Almost all had systems/routines
to remind them to take them, and a third used a compli-
ance aid to assist. Only 6% had problems paying for their
medicines. Only a quarter of participants appeared to have
low adherence. Fewer than 10% of medicines were taken
differently from instructions and only 3% without the
doctor knowing. Some problems reported were trouble
swallowing, difficulty reading, or understanding labels or
leaflets; and some people were confused about medicines
following hospital discharge. These issues are challenges
for health professionals.

Almost all participants claimed to be taking medicines as
instructed, yet around 40% were actually taking them differ-
ently. Nevertheless, these changes had mostly been agreed
with a doctor but had not yet resulted in labelling changes.
For the changes not yet discussed with a doctor, these were
not thought detrimental as they were mainly timing changes
or dose decreases for medicines that can be appropriately
taken/used ‘as required’.

Participants took a similar number of prescription
medicines (n=7) to those in a UK care home study
(mean=6.9, ≥65 years) and a New Zealand pilot study
(mean=7.0, ≥65 years) [10, 16]. Common prescription
medicines (aspirin, paracetamol and simvastatin) were
similar to those in the New Zealand pilot study (aspirin,
omeprazole and simvastatin) [10]. We found a higher
use of statins (42%, simvastatin plus atorvastatin) than
in a recent US study (21%), but the latter included
people taking no medicines [17]. The proportion of par-
ticipants reporting difficulty paying for medicines (6%)
was similar to that reporting cost-related non-adherence
to medicines (5 and 9%) in Canada and the USA,
respectively [7].

Consistent with an Australian study, the present study
found that older people sought medicine information more
often from GPs than pharmacists, but had a similar level of
satisfaction [18]. After GPs and pharmacists, the internet
(used by 8% of participants) was the most common source
of medicine information, more commonly than in a Finnish
study (used by 4% of participants 50–64 years) [19]. The
present study, like others, found that participants wanted
to know more about their medicines (purpose, side effects
and details) [20, 21]. A small minority of people in the
present study found reading and understanding leaflets
difficult. This was consistent with findings for all age
groups in a systematic review by Raynor et al. [22]. The
latter identified peoples’ concerns about the complex lan-
guage used and found that leaflets do not necessarily
increase knowledge.

Table 3. Problems when taking medicines

Problems Yes No Not
applicable

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Swallowing tablets/capsules 43 (14%) 273 (86%) 0
Opening packets or bottles 37 (12%) 272 (87%) 7 (2%)
OR=2.35

(95% CI 1.12–5.92, P=0.024),
worried about side effectsa

OR=2.66 (1.17–6.02, P=0.019),
using a compliance aida

OR=0.42 (0.20–0.85, P=0.016),
malea

Breaking tablets (n=115) 17 (5%) 98 (31%) 201 (64%)
OR=4.20 (1.37–12.86, P=0.012),

born outside NZa

OR=5.24 (1.78–15.42, P=0.003),
worried about side effectsa

OR=0.28 (0.09–0.84, P=0.023),
members of community
organisationsa

Crushing tablets (n=2) 1 (0.3%) 1 (0.3%) 314 (99%)
Measuring liquids (n=22) 1 (0.3%) 21 (7%) 294 (93%)
Using inhalers (n=49) 1 (0.3%) 48 (15%) 267 (85%)
Giving own injection (n=13) 0 13 (4%) 303 (96%)
Reading labels 38 (12%) 202 (64%) 76 (24%)
OR=1.11 (1.00–1.22, P=0.044),

age (effect of each year older)a

OR=0.40 (0.17–0.91, P=0.029),
members of community
organisationsa

OR=0.43 (0.19–0.95, P=0.037),
believe medicines are effectivea

Understanding labels 19 (6%) 221 (70%) 76 (24%)
OR=3.78 (1.08–13.24, P=0.038),

hospital admission in past 12
monthsa

OR=8.41 (1.06–66.6, P=0.044),
malea

Reading leaflets 28 (9%) 261 (83%) 27 (9%)
OR=3.01 (1.43–6.33, P=0.004),

worried about side effectsa

Understanding leaflets 11 (4%) 278 (88%) 27 (9%)

aUnivariate logistic regression.
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Most people had positive beliefs about medicines im-
proving their health or accepted the need to take them
regularly; a fifth had concerns about side effects. These
findings were consistent with Moen et al. in people aged
≥65 years who found gratitude for medicines co-existing
with problems [23]. Positive beliefs about medicines have
been associated with improved adherence [24].

Consistent with a meta-analysis by Di Matteo (569 stud-
ies), only a quarter of our study participants appeared to
have poor adherence [25]. Systematic reviews by Haynes et
al. and George et al. have tried to identify effective interven-
tions that improve adherence but have found short-term or
inconsistent effects [26] and no single effective intervention
[27]. Combined educational and behavioural strategies are
recommended until further evidence from single interven-
tion strategies emerges [27]. In addition, and consistent
with earlier reviews [28], George et al. recommended a tai-
lored approach for individuals.

Difficulty in swallowing was the most common prac-
tical problem in our study with a prevalence similar
(14%) to that in a UK study (11%, ≥75 years) [29]. A
qualitative study by Kelly et al. concluded that problems
are often due to a lack of inter-professional communica-
tion, and this needs to be improved [30]. They found
that several people may be assisting the patients manage
their medicines (doctor, nurse, pharmacist, dietician), and
that each professional assumes another is taking respon-
sibility. We also found some inappropriate disposal of
medicines: via the household rubbish. As problems were
suspected prior to our study [31], MB advised people
to return unwanted medicines to a pharmacy for safe
disposal.

Despite a random sample being used, some selection
bias may have occurred as people could decide whether
they wished to participate in the study. It is possible that
some people with medicine-taking or cognitive problems
declined, fearing being identified as ‘not coping’. This
was an exploratory study, and as such, a number of differ-
ent models were examined. Findings should be considered
tentative until they have been confirmed in other studies.
Another limitation might be the use of the Morisky tool to
estimate adherence, as participants may have overestimated
their adherence to give a socially acceptable response. In-
deed, other responses may have been similarly enhanced or
perhaps subject to recall bias. In addition, there may have
been an underestimate of problems with medicines; for ex-
ample, inhaler technique may have been poorer than
reported. Direct observation of these techniques would
have been a more useful measure. The study may not be
generalisable to other countries because of differences in
health systems and the cost of medicines, and not gener-
alisable to all urban areas in New Zealand because of
Dunedin’s low Maori and Pacific Island population. Never-
theless, the study provides a comprehensive overview of
medicine-taking practices in this age group and setting in
New Zealand.

Conclusions

Overall, the community-dwelling people aged ≥75 years in
this study appeared to manage their medicines well. They
believed medicines are effective, found them affordable
and had systems/routines to help remember to take them.
Only a quarter of participants appeared to have poor adher-
ence. Common problems were reading and understanding
labels and leaflets, and difficulty swallowing solid dose
forms. A fifth of participants wanted to know more about
their medicines, and a few were confused about their med-
icines following hospital discharge. The challenges that
remain are to improve labelling, leaflets and education on
medicines, particularly at hospital discharge, and to identify
and address any practical problems.

Key points

• Community-dwelling people aged ≥75 years in New
Zealand used a median (range) of 7 (1–19) prescription
medicines and 1 (0–14) non-prescription medicines.

• They appeared to manage their medicines well and found
them affordable, and only a quarter appeared to have
poor adherence.

• Their main practical problems were reading and under-
standing labels and leaflets, and swallowing solid dose
forms.

• Some people wanted more information on medicines,
particularly on hospital discharge.

• Health professionals should aim to provide appropriate
medicines education and help solve practical problems.
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