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Abstract

Introduction: This study aimed to analyze the impact of low-value medications (Lvm),
that is, medications unlikely to benefit patients but to cause harm, on patient-centered
outcomes over 24 months.

Methods: This longitudinal analysis was based on baseline, 12 and 24 months follow-
up data of 352 patients with dementia. The impact of Lvm on health-related quality
of life (HRQoL), hospitalizations, and health care costs were assessed using multiple
panel-specific regression models.

Results: Over 24 months, 182 patients (52%) received Lvm at least once and 56 (16%)
continuously. Lvm significantly increased the risk of hospitalization by 49% (odds ratio,
confidence interval [Cl] 95% 1.06-2.09; p = 0.022), increased health care costs by
€6810 (Cl 95% —707€-14,27¢€; p = 0.076), and reduced patients’ HRQoL (b = —1.55;
Cl 95% —2.76 to —0.35; p = 0.011).

Discussion: More than every second patient received Lvm, negatively impacting
patient-reported HRQoL, hospitalizations, and costs. Innovative approaches are

needed to encourage prescribers to avoid and replace Lvm in dementia care.

KEYWORDS
Alzheimer’s disease, dementia, health care costs, health care resources, health-related quality of
life, hospitalization, low-value care

Highlights

* Over 24 months, more than every second patient received low-value medications
(Lvm).

* Lvm negatively impact physical, psychological, and financial outcomes.

* Appropriate measures are needed to change prescription behaviors.
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RESEARCH IN CONTEXT

1. Systematic Review: The authors reviewed the literature
using PubMed. Although low-value medications (Lvm) in
dementia care, that is, medications unlikely to benefit
patients but to cause harm, are associated with negative
physical, psychological, and financial outcomes, longitudi-
nal effects on patient-relevant outcomes have rarely been
reported.

2. Interpretation: This longitudinal analysis revealed a neg-
ative impact of Lvm on patient-reported health-related
quality of life, hospitalizations, and direct health care
costs.

3. Future Directions: Appropriate and effective approaches
are required to encourage prescribers to avoid Lvm in
dementia care wherever possible. Furthermore, adequate
alternative treatments are needed as early as possible
in the patient journey through the health care system
to avoid downstream effects for patients and resource-

burdening for health systems.

1 | BACKGROUND

Overtreatment and low-value care, such as potentially inappropriate
medications or unnecessary tests and procedures, are unlikely to ben-
efit patients, cause harm, waste scarce health care resources, and
increase costs.!~® While approaches such as inappropriate drug use,
medication interactions or polypharmacy reflect especially the medical
perspective on patient safety, low-value care covers a broader per-
spective that includes ineffective, inefficient or unwanted treatment
and care.* Low-value care represents approximately US$101.2 billion
annually, contributing to 25% of wasteful health care expenditures in
the US.3° Despite the ever-expanding evidence underscored by an
increased number of guidelines and recommendations against medical
overuse through initiatives such as Choosing Wisely or listing of poten-
tially inappropriate medications, the percentage of patients receiving
low-value care and spending has not declined significantly in recent
years.®

Therefore, Korenstein et al.” pleaded for comprehensive report-
ing of the negative effects of medical overuse, including physical,
psychological, financial and social effects and consideration of treat-
ment burden. Claims data have been a major source of evidence on
trends in the prevalence of low-value tests and procedures.? However,
claims data cannot provide information about certain relevant patient-
centered outcomes. Consequently, the prescription and utilization of
low-value medications (Lvm), that is, medications for which the risk
of harm exceeds the potential benefit and their downstream effects
on patient-reported outcomes, such as health-related quality of life
(HRQoL) and hospitalizations, have been underrepresented in recent

research.?-11

Low-value care is highly prevalent in chronic age-associated dis-
eases, such as dementia. Most patients living with dementia (PwD)
have several coexisting diseases (multimorbidities) and receive several
medications (polypharmacy).2-%* Drug-related problems have been
found in 93% of PwD associated with increased health care costs.1>~17
According to a recent forecast, the number of PwD will increase from
57 million to 153 million globally in less than 30 years.'® The costs of
dementia were estimated to exceed US$1 trillion worldwide in 2018
and could double by the end of this decade.'? An approach to reducing
Lvm promises to free resources to improve individualized health care
for PwD while saving costs.

Previous cross-sectional studies have already revealed that
receiving Lvm in dementia was associated with lower HRQoL
and an increased risk for hospitalization and greater health care
expenditures.1>162021 However, the longitudinal effects of Lvm on
patient-relevant outcomes have been rarely reported. Therefore,
the objective of the present analysis was to examine the effects of
receiving Lvm on HRQolL, hospitalization and health care expenditures
for PwD over 24 months.

2 | METHODS
2.1 | Data and study sample

This longitudinal analysis was based on data from the DelpHi-MV trial
(Dementia: life- and person-centered Help in Mecklenburg-Western
Pomerania).?2 Initially, 6838 patients were screened by 125 gen-
eral practitioners (GP) for dementia using the DemTect procedure.
A total of 1166 patients (17%) met the eligibility criteria (Dem-
Tect < 9, >70 years old, living at home) and were subsequently
informed about the study. Of these patients, 634 (54%) provided
informed consent (approved by the Ethical Committee of the Chamber
of Physicians of Mecklenburg-Western Pomerania - registry number:
BB 20/11).

Comprehensive data assessments at baseline and after 12 and 24
months were completed by 352 PwD. The detailed participant flow is
displayed in Figure S1. Patients who dropped out of the study had a
significantly higher functional impairment (odds ratio [OR] 1.10; 95%
confidence interval [Cl], 1.01-1.19). The drop-out analysis is shown
in Table S1. Additional analyses examining the drop-out reason by
death revealed no significant differences in the distribution of mor-
tality between those with and without Lvm and no effect of Lvm
on drop-out by death (see Tables S2, S3, and Figure S2).The enroll-
ment and data collection at baseline began on January 1, 2012, and
ended on December 31, 2014. The detailed design has been described

elsewhere.?*

2.2 | Sociodemographic and clinical characteristics

Sociodemographic data (age, sex, living situation) and the follow-
ing clinical variables were assessed through a comprehensive,

50017 suowI0y) aAnEa1) d[qrardde ay) A PauIoA0S aIr AN V() 1SN JO Sa[NI J0J ATRIQIT AUIUQ) A[IAL UO (SUONIPUO-PUR-SUULIa)/ w0 K[IM AIeIqiaut|uoy/:sdiiy) SUONIPUOS) PuE SULIAL, Y 938 “[€202/£0/90] U0 ATe1qr] uruQ A9[1Ay “SOpoInay n.] WnNuaZ sayasinag £q Z10€ 1 ZI%/Z001°01/10p/wod Kajim Areaquauruors eunof-zpe//:sdiy woy paprojumoq ‘0 “6.cSzss1



PLATEN ET AL.

Alzheimer’s & Dementia K

standardized, computer-assisted interview conducted by dementia-
specific qualified nurses at baseline and 12 and 24 months after
baseline in the participants’ homes; cognitive impairment according
to the Mini-Mental State Examination (MMSE)?2%; deficits in daily
living activities according to the Bayer Activities of Daily Living
Scale (B-ADL)?%; depression symptoms according to the Geriatric
Depression Scale (GDS)27; and comorbidities according to the number
of ICD-10 (International Statistical Classification of Diseases and
Related Health Problems, 10th revision) diagnoses listed in the GP

files, complemented by the Charlson Comorbidity Index (CCl).2827

2.3 | Lvm measurement

Medication data were captured within a standardized home medica-
tion review to assess all regularly taken drugs, including over-the-
counter and prescribed medications, providing a more comprehensive
picture of patients’ Lvm use beyond documented prescriptions from
physicians.2230:31 The medications recorded were validated with med-
ication lists provided by the treating GP or, if available, by the
administering nursing service. The following three sources were used
as references for elaborating Lvm in dementia: (1) the German “S3
guideline: Dementia” published by the German Association for Psy-
chiatry, Psychotherapy and Psychosomatics and the German Society
for Neurology,? which lists selected medications that are ineffective
and should be avoided, (2) the PRISCUS list,®3 including a total of
83 substances of 18 drug classes that are potentially inappropriate
for elderly individuals; and (3) recommendations for avoiding harmful
treatments of the German counterpart of the international “Choosing
Wisely” campaign.3* Three reviewers selected the Lvm-related rec-
ommendations according to the following criteria: (1) relevance; (2)
targeted audience; (3) differentiation criteria for inappropriateness;
and (4) evaluability in the dataset used for the present analysis. Thirty-
nine active substances were identified and assigned to 10 measurable
Lvm treatments. The selection process has been described in more
detail elsewhere.1>1¢

Lvm variables were categorized as follows: (1) dichotomously
(receiving Lvm vs. not receiving Lvm within 24 months); and (2) as a
time referencing variable, considering the intensity of Lvm intake as a
cumulative effect: (i) receiving Lvm at only one out of the three data
assessments (“sporadic”); (ii) over 1 year - from baseline to 12-month
follow-up or from 12 to 24 months of follow-up; or (iii) continuously
over 2 years - from baseline to 24 months of follow-up. Table 1

demonstrates all Lvm used within this analysis.

2.4 | Patient-relevant outcomes

HRQoL was assessed using the 12-Item Short-Form Health Survey (SF-
12), a short form of the SF-36,%> measuring both physical dimensions
(SF-12-PCS), including the perception of general health; physical func-
tioning, bodily pain, and role limitations due to the physical health
state; and mental dimensions (SF-12-MSC), comprising social function-
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ing, mental health, vitality, and role limitations due to the emotional
state.

Health care resource utilization was assessed using caregivers’ and
care professionals’ proxy ratings to improve data validity and preci-
sion, providing detailed information about the frequency (number of
visits, days stayed or quantities) of medical service utilization: physi-
cian consultations (GP, specialists), medication, aids, therapies (e.g.,
occupational, physical and speech therapy), and in-hospital care (acute
and planned hospital admissions).22 Additionally, hospitalizations were
assessed dichotomously (at least one vs. none). Health care costs were
calculated from the payers’ perspective using standardized unit costs
(inflated to 2022 and calculated in euros [€]).3¢ Deltas were calculated
(cost difference between baseline and 1 or 2 year(s) after baseline)
to assess the change in total health care costs. Table S4 summarizes

detailed information about the monetary valuation of the services.

2.5 | Statistical analysis

Data analyses included patients with complete baseline data. Miss-
ing follow-up values were imputed using multiple imputations by
chained equations separately by randomization treatment allocation
(intervention and control group).

Multivariable panel data regression models with specifications cor-
responding to the scale level of the respective outcome variable were
fitted to assess the effects of Lvm on patients’ HRQoL (linear regres-
sion), hospitalizations (logistic regression), and costs (linear regres-
sion). Lvm (independent variable) were operationalized as described
above dichotomously (receiving Lvm vs. not receiving Lvm within 24
months) and as a time referencing variable (never, once and over
periods of 1 or 2 years). The dependent variables were HRQoL (SF-12-
MCS, SF-12-PCS), hospitalization (dichotomous: yes/no), and the delta
of direct health care costs and the following cost categories: costs for
physician treatments (GP and specialists), hospitalization, medications,
medical aids, and therapies (e.g., occupational, physical, and speech
therapy). All models were adjusted for sociodemographic (age, sex,
living situation) and clinical factors (functional impairment (B-ADL),
dementia diagnosis (ICD-10: FOO, FO1, FO2, FO3, G30), depression
(GDS),coexisting morbidities (yes/no) according to the CCI, multimor-
bidity (number of ICD-10 diagnoses), and polypharmacy (ie, > 5
medications, yes/no) as well as the number of potential drug interac-
tions according to the Risk-Check tool CAVE of the ABDA-Database)
to consider the context in which Lvm were prescribed and to mini-
mize confounding. Baseline outcome values were also included as a
covariate to reduce residual variance and to account for interindivid-
ual variance. A lagged Lvm variable was added for models including the
cumulative effect, considering whether Lvm had also been present in
the previous period. Random effects were used to adjust for individuals
regarding the panel-specific structure for HRQoL and hospitalizations
and for GP practices concerning the delta of health care costs. Due to
the highly skewed distribution of cost data, standard errors and con-
fidence intervals were determined using nonparametric bootstrapping
(2000 replications).3”
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TABLE 1

Lvm by active substance class?

Low-value antiphlogistics/
analgesics

Low-value antidementia drug
treatments

Low-value sedatives/ hypnotics

Low-value antidepressants

Low-value antipsychotics

Low-value antihypertensives

Low-value spasmolytics

Low-value antiarrhythmics

PLATEN ET AL.

Active substance
(further condition)

Dexketoprofen
Etoricoxib

Indometacin

Meloxicam
Naproxen

Diclofenac

Memantine (does not
complies with the
guidelines for mild
dementia)

Naftidrofuryl
Piracetam
Dihydroergotoxine
Chloral hydrate
Chlordiazepoxide
Clobazam
Diazepam
Zopiclon
Diphenhydramine
Doxylamine
Medazepam
Nitrazepam
Zolpidem
Amitriptyline
Amitriptylinoxide
Doxepin
Trimipramine
Levomepromazine
Olanzapine
Haloperidol

Quetiapin (does not
complies with the
guidelines for
agitation and
aggression)

Clonidine

Doxazosin
Methyldopa
Solifenacin
Tolterodine
Acetyldigoxin
Flecainide

Sotalol

Data requierements®
ATC (MO1AE17)
ATC (MO1AHO05)

ATC (M02AA23,
MO01ABO01)

ATC (MO1ACO06)
ATC (MO1AE02)

ATC (MO1ABO5,
MO02AA15)

ATC (NO6DX01)
MMSE (>20)

ATC (C04AX21)
ATC (NO6BX03)
ATC (N06DX07)
ATC (NO5CCO01)
ATC (NO5BA02)
ATC (NO5BA09)
ATC (NO5BA01)
ATC (NO5CF01)
ATC (NO5CM20)
ATC (NO5CM21)
ATC (NO5BA03)
ATC (NO5CD02)
ATC (NO5CF02)
ATC (NO6AAQY)
ATC (NO6AA25)
ATC (NO6AA12)
ATC (NO6AA0S)
ATC (NO5AA02)
ATC (NO5AHO03)
ATC (NO5ADO01)
( )
Pl

ATC (NO5AH04

NPI€ (>1)

ATC (SO1EA04,
C02ACO01)

ATC (C02CA04)
ATC (CO2AB01)
ATC (G04BD08)
ATC (G04BD07)
ATC (CO1AA02)
ATC (C01BC04)
ATC (CO7AA07)

10 Low-value medication treatments: Active substances included, data requirements, and counts.

PwD receiving LVM

At baseline After 12 months After 24 months

n=126,n (%) n=120,n (%) n=102,n (%)

43(34.1) 41(34.2) 32(31.4)

32(25.3) 37(30.8) 6(5.9)

22(17.5) 22(18.3) 18(17.6)

17 (13.5) 13(10.8) 10(9.8)

13(10.3) 16(13.3) 19(18.6)

12(9.5) 9(7.5) 8(7.8)
7(5.6) 5(4.2) 6(5.9)
4(3.2) 4(3.3) 2(2.0)

(Continues)
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TABLE 1 (Continued)

Active substance

Lvm by active substance class? (further condition)

Data requierements®

THE JOURNAL OF THE ALZHEIMER’S ASSOCIATION

PwD receiving LVM

After 24 months
n=102,n (%)

At baseline
n=126,n(%)

After 12 months
n=120,n (%)

Low-value muscle relaxants Baclofen ATC (M0O3BX01) 2(1.6) 2(1.6) 1(1.0)
Tetrazepam ATC (M0O3BX07)
Low-value antiemetics Dimenhydrinate ATC (AO4ABO02) 1(0.8) - -

Abbreviations: ATC, anatomical therapeutic chemical; Lvm, low-value medications; MMSE, Mini-Mental State Examination, range 0-30, higher score indicates
better cognitive function; NPI, Neuropsychiatric Inventory, score > 5 indicates clinically relevant symptoms; PwD People with Dementia.
aAccording to DGPPN & DGN (2017) [32], Holt, S. et al. (2010) [33], DGIM (2019) [34].

bBeyond demographic data (e.g., age).
“Score for agitation and aggression.

Sensitivity analyses were performed using multiple regression mod-
els for the most frequent Lvm cluster of drugs, that is, low-value
antiphlogistics and analgesics, antidementia drugs, sedatives and hyp-
notics, antidepressants, and antipsychotics. The cluster of Lvm was
implemented as independent variables (received vs. not received
within 24 months), and all models were adjusted as described above.
All statistical analyses were conducted with STATA/IC software,

version 16.8

3 | RESULTS

3.1 | Sociodemographic and clinical characteristics
at baseline

Table 2 summarizes the participants’ baseline characteristics. PwD who
received Lvm at baseline were slightly younger, more likely female,
more depressed, and more affected by polypharmacy and potential
drug interactions compared to PwD who received no Lvm treat-
ments at baseline. There were no significant differences for any other

variables.

3.2 | Prevalence of Lvm

QOver 24 months, more than every second PwD (n = 182, 52%) received
Lvm at least once. Sixteen percent of PwD (n = 56) received Lvm con-
tinuously over 24 months, whereas 48% (n = 170) did not receive any
Lvm, indicating that another 126 (36%) received Lvm sporadically but
not continuously over 24 months. More than 90% of those receiving
Lvm at baseline were on nonrecommended antiphlogistics and anal-
gesics (n = 43, 34%), sedatives, and hypnotics, such as benzodiazepines
(n = 22, 18%), low-value antidepressants (n = 17, 14%), or nonguide-
line medications for dementia (n = 32, 25%). Lvm prevalence decreased
over time from 36% (n = 126) at baseline to 34% (n = 124) and 29%
(n = 102) after 12 and 24 months, respectively. Sensitivity analyses
revealed no statistically significant differences between the interven-
tion and control groups (Tables S5 and Sé). Figure 1 demonstrates the

trajectories of Lvm intake over time.

3.3 | Description of outcomes at baseline and after
12 and 24 months

At baseline, PwD receiving Lvm had lower mental (50-52 vs. 55,
p = 0.011) and physical HRQoL (39-42 vs. 43, p = 0.077), were more
likely to be hospitalized (up to 45% vs. 28%, p = 0.029) and incurred
higher costs (up to €12,008 vs. €7052, p = 0.001) than those not receiv-
ing Lvm. Decreasing physical HRQoL 24 months after baseline was
more pronounced in PwD receiving Lvm than in PwD not receiving
Lvm (—6.1% vs. —3.5%), with the greatest decrease in PwD taking Lvm
continuously over 24 months (—8.3%).

Hospitalizations increased more intensively in patients who took
Lvm at least once (from 24% to 42%; +77%) or over 1 year (from 30%
to 54%) than in PwD not taking Lvm (from 28% to 35%; +26%). PwD
continuously taking Lvm already had a very high hospitalization rate
at baseline (46%), which slightly decreased to 38% (—19%) 24 months
after baseline; this decrease was also reflected in the health care costs.

PwD receiving Lvm briefly had a greater increase in health care
costs over time (Lvm once: +€8919; Lvm over 1 year (+€2573) com-
pared with those not receiving Lvm (+€355). PwD continuously taking
Lvm over 24 months already had twice as high costs at baseline com-
pared to those without Lvm (€12008 vs. €7052, p <0.001), which
slightly decreased over time (—730€). Group differences over time are
summarized in Table 3 and Table S7.

3.4 | Impact of Lvm on quality of life,
hospitalization and costs

Lvm (receipt vs. nonreceipt) had a significant, negative impact on
patients’ physical HRQoL (b = —1.55; 95% Cl, —2.76 to —-0.35;
p = 0.011), subsequently decrease more intensively the longer that
the Lvm intake was. Compared to PwD who did not receive Lvm, con-
tinuous Lvm intake over 24 months caused a lower physical HRQoL
(b = —3.35; 95% Cl, —6.73 to —0.02; p = 0.051) than patients receiv-
ing Lvm only once (b = —1.85; 95% Cl, —3.47 to —0.24; p = 0.024).
Sensitivity analyses indicated that low-value antiphlogistics/analgesics
(b = —3.41; 95% Cl, —5.15 to —1.67; p < 0.001) and sedatives/ hyp-
notics (b = —3.11; 95% Cl, —5.42 to —0.80; p = 0.008) significantly
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TABLE 2 Socio-demographic and clinical sample characteristics at baseline.

Total sample PwD receiving Lvm
Yes No
n=352 n=126(35.8%) n=226(64.2%) p-Value*
Age
Mean (SD) 80.2(5.3) 79.3(5.0) 80.7 (5.4) 0.022°
95% Cl (79.6-80.7) (78.4-80.2) (80.0-81.4)
Sex, n (%)
Female 215(61.1) 86(68.3) 129(57.1) 0.041°
95% Cl (56.0-66.2) (60.1-76.4) (50.6-63.6)
MMSE
Mean (SD) 22.4(5.1) 22.8(4.2) 22.1(5.5) 0.2412
95% CI (21.9-22.9) (22.1-23.6) (21.4-22.9)
Living situation, n (%)
Alone 178 (50.6) 69 (54.8) 109 (48.2) 0.267°
95% Cl (45.3-55.8) (46.0-63.5) (41.7-54.8)
No. of ICD-10 diagnoses
Mean (SD) 14.0(7.8) 14.4(7.7) 13.8(7.9) 0.469*
95% Cl (13.2-14.8) (13.1-15.8) (12.8-14.8)
No. of drugs taken
Mean (SD) 7.4(3.5) 8.6(3.9) 6.7 (3.1) <0.001°
95% Cl (7.0-7.7) (7.9-9.3) (6.3-7.1)
Patients with polypharmacy®, n (%)
Polypharmacy 290(83.4) 115(91.3) 175(77.4) <0.001°
95% Cl (78.4-86.4) (86.3-96.2) (72.0-82.9)
No. of potential drug interactions
Mean (SD) 0.6(0.9) 0.8(1.0) 0.5(0.8) 0.007°
95% Cl (0.5-0.7) (0.6-1.0) (0.4-0.6)
Charlson Score
Mean (SD) 34(2.3) 3.3(2.2) 3.4(2.3) 0.6752
95% ClI (3.1-3.6) (2.9-3.7) (3.1-37)
B-ADL
Mean (SD) 3.5(2.5) 3.4(2.1) 3.6(2.7) 0.4172
95% Cl (3.3-3.8) (3.0-3.8) (3.3-4.0)
GDS
Mean (SD) 3.1(2.3) 3.5(2.7) 2.9(2.0) 0.016°
95% ClI (2.8-3.3) (3.0-3.9) (2.6-3.1)

Note: p-Values less than 0.05 are highlighted in bold.

Abbreviations: B-ADL Bayer-Activities of Daily Living Scale, range 0-10, lower score indicates better performance; GDS Geriatric Depression Scale, sum
score 0-15, score >6 indicates depression; ICD, International Statistical Classification of Diseases and Related Health Problems; Lvm, low-value medications;
MMSE Mini-Mental State Examination, range 0-30, higher score indicates better cognitive function; PwD, people with dementia; SD standard deviation.
2Differences in means: t-Test two-tailed.

bDifferences in proportions: Fisher’s exact tests.

“Defined as > 5 prescribed medications.

*Referring to PwD who received no Lvm versus at least one Lvm.
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TABLE 3 Outcome-related group differences at baseline, 12 months, and 24 months among PwD who never received low-value medications, received low-value medications once in 24 months, i
received low-value medications for 1 year, or received low-value medications for 2 years.
Baseline After 12 mo After 24 mo
Mental HRQoL (SF-12-MCS) Mean (SD) 95% ClI p-Value Mean (SD) 95% ClI Acin% p-Value Mean (SD) 95% Cl Adin%  p-Value
Never,n =170 (48%) 54.5(7.7) (53.2-55.6) 0.011° 54.7 (7.4) (53.6-55.8) +0.4 0.140° 55.0(7.7) (53.8-56.1) +0.9 0.177°
Once in 24 months, n =72 (20%) 51.8(10.3) (49.4-54.2) 52.3(10.3) (49.9-54.7) +1.0 53.0(9.3) (50.8-55.1) +2.3
Over 1year,n=54(15%) 50.0(9.8) (47.4-52.6) 53.9(7.3) (51.9-55.8) +7.8 52.6(9.4) (50.1-55.1) +5.2
Over 2 years,n =56 (16%) 52.3(10.6) (49.6-55.1) 52.5(9.0) (50.1-54.9) +0.4 53.3(9.7) (50.7-55.8) +1.9
Physical HRQoL (SF-12-PCS) mean (SD) 95% Cl p-Value mean (SD) 95% Cl Acin% p-Value mean (SD) 95% ClI Adin%  p-Value
Never,n =170 (48%) 42.8(10.5) (41.2-44.4) 0.077>*  42.9(9.6) (41.4-44.3) +0.2 0.003" 41.3(9.9) (39.8-42.8) -35 0.002°
Once in 24 months, n =72 (20%) 41.7 (10.1) (39.3-44.0) 41.2(8.7) (39.2-43.2) -12 39.2(10.2) (36.9-41.6) -6.0
Over 1year,n =54 (15%) 40.9 (9.7) (38.4-43.5) 38.6(10.8) (35.7-41.5) -5.6 39.3(9.0) (36.9-41.7) -39
Over 2 years,n =56 (16%) 38.7(9.7) (36.2-41.3) 37.9(11.9) (34.8-41.1) -2.1 35.5(10.6) (32.7-38.3) -8.3
Hospitalization yes, n (%) 95% Cl p-Value yes,n(%) 95% Cl Acin% p-Value yes, n (%) 95% ClI Adin%  p-Value
Never,n =170 (48%) 47(27.7) (20.9-34.4) 0.029° 56(32.9) (25.9-40.0) +19.1 0.174° 59(34.7) (27.5-41.9) +25.5 0.093**
Once in 24 months, n =72 (20%) 17 (23.6) (13.8-33.5) 0(27.8) (17.4-38.2) +17.6 30(41.7) (30.2-53.1) +76.5
Over 1year,n=54(15%) 16 (29.6) (17.4-41.9) 25(46.3) (33.0-59.6) +56.3 29(53.7) (40.4-67.0) +81.3
Over 2 years,n =56 (16%) 26 (46.4) (33.3-59.5) 0(35.7) (23.1-48.3) -23.1 21(37.5) (24.8-50.2) -19.2
Healthcare costs mean (SD) 95% Cl p-Value mean (SD) 95% CI Acin€ p-Value mean (SD) 95% Cl Adin€  p-Value
Never,n =170 (48%) 7052 (7458) (5927-8177) 0.001° 7461(7862) (6275-8647) +409  0.328° 7407 (6807) (6380-8433) +355 0.008° ?
Once in 24 months, n =72 (20%) 7483 (7848) (5664-9302) 9007 (16,538) (5175-12,841) +1524 16,402 (36,725) (7890-24,915) +8919 —
Over 1year,n=54(15%) 7916 (6825) (6089-9742) 11,069 (21,695) (5263-16,876) +3153 10,489 (12,545) (7132-13,847) +2573 (@) .
Over 2 years,n =56 (16%) 12,008 (10,744) (9185-14,832) 9056 (7167) (7173-10,940) —2952 11,278 (13,014) (7858-14,698) -730 é

Note: p-Values less than 0.05 are highlighted in bold.

Abbreviations: Cl confidence interval; HRQoL health-related quality of life; Lvm, low-value medications; PwD, people with dementia; SD standard deviation; SF-12 Short Form Health Survey mental/physical
dimension, range 0-100, higher score indicates better quality of life.

aDifferences in proportions: Kruskal-Wallis test.

bDifferences in means: oneway analysis of variance (ANOVA).

cdifference between baseline and 1 year after.

ddifference between baseline and 2 years after.

*p=<0.1.
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FIGURE 1 Trajectories of Lvm over 24 months. Lvm, low-value medications; PwD people with dementia; mo, months.

reduced patients’ physical HRQoL. The impact of Lvm on patients’
mental HRQoL was not statistically significant.

The likelihood of hospitalizations significantly increased for patients
receiving Lvm (receipt vs. nonreceipt) (OR = 1.49; 95% Cl, 1.06-
2.09 OR; p = 0.011). According to the intensity of Lvm intake and
compared to PwD not receiving Lvm, Lvm intake over 1 year had
a significantly higher impact on hospitalization (OR = 2.61; 95% ClI,
1.22-5.56 OR; p = 0.013) than in those receiving Lvm only once over
24 months (OR = 1.61; 95% Cl, 1.09-2.36 OR; p = 0.016). Taking
Lvm continuously over 2 years was not significantly associated with
increased adjusted odds of hospitalization. The likelihood of hospi-
talization was significantly affected by low-value antipsychotics (see
sensitivity analyses).

Lvm intake overall and once every 24 months increased medical
health care costs (b = €6810; 95% Cl, —707-14,327; p = 0.076; and
b =8421; 95% Cl, €-69-€16,911; p = 0.052; respectively) due to sig-
nificantly higher hospitalization costs. Health care costs increased with
a longer duration of Lvm intake (once: €8421 over 1 year: €11,598;
continuously over 2 years: €11,871). Sensitivity analyses confirmed
that low-value antiphlogistics/analgesics (b = €10,282; 95% Cl, 4068-
16,497; p = 0.001) were the main cause of higher health care costs.
Table 4 and Table S8 summarize the results of the multiple regression

and sensitivity analyses.

4 | DISCUSSION

This longitudinal study provides valuable evidence about the preva-
lence of explicitly nonrecommended medications, which are unlikely to
benefit patients and could potentially harm them, and their impacts on
patient- and health care system-relevant outcomes over 24 months.
Fifty-two percent of PwD received Lvm within 2 years, confirming
that Lvm are highly prevalent in dementia care. The percentage of
PwD receiving Lvm decreased from 36% at baseline to 29% 2 years
after baseline, which could be explained by increased attention due

to potential adverse drug events. The longitudinal analyses provided

for the first time evidence that Lvm decreases physical HRQoL and
increases hospitalizations and, hence, costs. HRQoL decline was more
pronounced with continuous Lvm intake. In contrast, a sporadic Lvm
intake caused a much greater increase in hospitalizations and direct
medical care costs than taking Lvm continuously, which could indicate
saturation (ceiling effect), implied by a very high hospitalization rate at
baseline.

The prevalence of PwD receiving Lvm over time aligns with previ-
ous findings presenting a decreasing prevalence over time.3?*° Given
the potential harm of Lvm, this decrease over time could be explained
by patients perceived impairments in physical functioning, such as fre-
quent falls. Otherwise, the increased risk of hospitalization could also
be perceived by physicians reevaluating prescribed medications after
the increased switch between outpatient and inpatient care.

The revealed negative effects of Lvm on physical HRQoL, hos-
pitalizations and health care costs extend previous cross-sectional
findings.1>1¢ The decrease in patients’ physical HRQoL was greater
when the Lvm were taken. A retrospective cohort study in PwD
demonstrated that each additional drug increased the risk of adverse
outcomes, such as mortality or hospitalization.!* While the number
of drugs remained constant for PwD without Lvm, among those with
Lvm, it increased on average by one after 24 months. Additionally, Lvm
themselves could drive the effect. Antipsychotics and benzodiazepines
accounted for 32% of the captured Lvm in this study. Previous stud-
ies have underscored especially the increased risk of falls and, thus,
the risk of hospitalizations associated with antipsychotics and benzo-
diazepines among PwD, which could affect self-perceived health.4142
The performed sensitivity analyses support these findings, indicating
significantly lower physical HRQoL caused by sedatives and hypnotics,
including benzodiazepines, and an increased hospitalization risk due to
low-value antipsychotics. Our findings suggest a requirement of close
patient monitoring by primary care physicians if Lvm are prescribed
due to their shortened scope of action as second-line therapies.

Theincreased hospitalization risk was higher for those who received
Lvm for only 1 year (161%) than for PwD taking Lvm continuously over

2 years (60%). PwD who received Lvm continuously demonstrated the
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TABLE 4

Outcome variable
Health-related quality of life
Mental HRQoL (SF-12-MCS)
Physical HRQoL (SF-12-PCS)
Hospitalization
In-hospital treatment

Healthcare costs from payers’
perspectiveP

Medical care costsP
PhysiciansP
In-hospital®
MedicationsP
Medical aidsP

TherapiesP

Treatment effect

Impact of low-value medications on quality of life, hospitalizations, and healthcare costs.?

IV 13IN3LVd

PwD receiving Lvm

Intensity of Lvm intake (cumulative effect)

Yes Once in 24 months 1 Year 1 Year

b 95% Cl p-Value b 95% ClI p-Value b 95% ClI p-value b 95% CI p-Value
-0.38 -1.51-0.75 0.507 -0.33 -1.68-1.01 0.625 -0.61 -3.61-2.39 0.692 -0.07 -3.47-3.33 0.968
-155 -2.76--0.35 0.011 -185 -347--024 0.024 -0.95 -3.71-1.80 0.498 -3.35 —6.73-0.02 0.051*
1.49¢ 1.06-2.09° 0.022 1.61° 1.09-2.36° 0.016 2.61° 1.22-5.56° 0.013 1.60° 0.65-3.95¢ 0.309
6810 -707-14,327 0.076* 8421 -69-16,911 0.052* 11,598 —-11,371-34,566  0.322 11,871 —13,125-36,867 0.352
-37 —124-49 0.399 0.3 -87-88 0.995 -53 —401-295 0.765 37 -308-382.1 0.832
6953 —546-14,451 0.069* 7893 —-762-16,549 0.074* 11,067 —11,046-33,180 0.327 10,832 —13646-35,310 0.386
—-227 —496-41 0.097* 268 —-32-567 0.080* 59 —840-958 0.897 449 —576-1475 0.390
-5 -182-172 0.955 -69 -201-64 0.311 -48 -709-613 0.886 -58 —781-665 0.876
101 -37-238 0.152 112 —15-239 0.083* -28 —292-235 0.832 188 —180-556 0.317

Note: p-Values less than 0.05 are highlighted in bold.

Abbreviations: b, observed coefficient; Cl confidence interval; HRQoL, health-Related Quality of Life; Lvm, low-value medications; PwD, people with pementia; SF-12 Short Form Health Survey mental/physical
dimension, range 0-100, higher score indicates better quality of life.

2Multiple panel data regression models; standard errors were estimated with a nonparametric bootstrapping (2000 replications) Models were adjusted for socio-demographic and clinical variables: age, sex,
dementia diagnosis (ICD-10: FOO, FO1, FO2, FO3, G30), functional impairment (B-ADL), depression (GDS), comorbidities (CCl), number of ICD-10 diagnoses, polypharmacy (> 5 prescribed medications), number of

potential drug interactions, the respective baseline outcome values and a lagged Lvm variable.
bDifference between baseline and 2 years after.

¢Odds ratio (95% Cl).
*p=<0.1.
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highest hospitalization rate (46%) at baseline with limited potential to
increase, indicating saturation (ceiling) effects. While PwD with a con-
tinuous Lvm intake showed this saturation, hospitalizations of those
with short-term Lvm intake increased (receiving Lvm once: +77%; 12
months Lvm intake: +81%), confirming increased hospitalizations due
toLvm.

The multivariate results also indicated increased medical care costs
due to Lvm. This effect seemed primarily driven by PwD, who received
Lvm once during the 24 months (€8421), while those continuously
receiving Lvm showed no more significant changes (—730€ in 24
months) due to the aforementioned potential saturation (ceiling effect)
already at baseline (€12,008). In particular, hospitals (€7893) con-
tributed to the additional costs. According to Badgery-Parker et al.*3
hospitalizations increase the risks of potentially harmful downstream
effects, such as using additional treatments and hospital resources, and
potentially delay care for patients with greater unmet needs. Thus, our
analysis suggests that Lvm result in increased hospitalizations, which
are also associated with increased health care costs and decreased
HRQoL. However, additional research is needed to gain evidence about
the full spectrum of low-value service provision in hospital settings and
the consequences for the cost and quality of care over time.

Our data strongly suggest that efforts and interventions are needed
to sensitize and motivate prescribers to review and, if necessary, dis-
continue the prescription of Lvm and to use appropriate alternatives.
As long as better alternatives come with additional costs, as indicated
by Pohl-Dernick et al.** short-term incentives for relevant stakehold-
ers to change low-value prescribing behavior (and reimbursement)
are lacking. Therefore, future high-quality studies with large sam-
ples, longer follow-up times, and interdisciplinary stakeholders must
identify and implement appropriate measures to change prescription
behaviors. With increasing numbers of PwD and the growing socioe-
conomic burden on health systems worldwide, the negative effects of
Lvm on patient and health system outcomes emphasize the ethical, eco-
nomic, and political need for action to shift spending to higher-value

resource use.>*>

4.1 | Limitations

Data were obtained in a rural area in northeastern Germany, poten-
tially limiting the generalizability of the presented results. PwD with
a higher functional impairment were more likely to drop-out due to
death which may affect the generalizability of the presented find-
ings for this population. Furthermore, patient-reported primary data
were assessed by study nurses at patients’ homes, possibly affect-
ing their completeness and accuracy due to recall bias, especially for
the assessed hospitalizations and health care costs. Additional claim
data from health insurance or the possibility of linking primary and
secondary data were unavailable. However, to minimize the recall
bias, additional information about medication use was obtained from
treating practitioners, care providers, and caregivers in proxy inter-
views to increase the data validity and gain information about relevant
clinical dimensions not usually available from secondary data. Addi-
tionally, the SF-12, a practical and adequate instrument for PwD with

an MMSE score greater than 16, was used to assess HRQoL.*¢ Thirty-
six PwD with scores less than 16 at baseline were included, limiting
the validity of the quantification of these endpoints. The sources for
classifying medications as low-value represent expert consensus and
predominantly emphasize clinical rationale, while the patient perspec-
tive, that is low-value care as adverse care, could not be included
in the analyses. Finally, the PRISCUS List used to classify Lvm is an
explicit tool offering practical advantages for large-scale epidemiologic
studies due to its directly measuring the relevant data, albeit at the
price of clinical contextual factors and individual patient needs.*’48
Thus, the prevalence of Lvm may have been overestimated since some
prescriptions might have been classified as Lvm, although the health
service provision was clinically adequate for certain reasons, illus-
trating a conflict regarding specificity and sensitivity, as described by

Schwartz et al.®

5 | CONCLUSION

This longitudinal analysis adds crucial evidence regarding Lvm in
dementia, demonstrating a negative impact of Lvm on patient-reported
HRQoL, hospitalizations, and direct health care costs. While contin-
uous use of Lvm had an increasingly negative impact on patients’
HRQoL with saturation effects on hospitalizations and costs already
at baseline, receiving Lvm sporadically or for 1 year was relevant
regarding further increases in hospitalizations and costs. Adequate
alternative treatments are needed as early as possible in the patient
journey through the health care system to avoid HRQoL-decreasing
downstream effects for patients and resource-burdening for health
systems. Further research is needed to develop appropriate and effec-
tive interventions to encourage prescribers to avoid Lvm in dementia

care wherever possible.

ACKNOWLEDGMENTS

We acknowledge Aniela Angelow, Grit ABmann, Georgia Béwing,
Adina Dreier-Wolfgramm, Thomas Fi®3, Daniel Fredrich, Leonore Kéh-
ler, and Ina Zwingman. An experienced field study team provided
support with data collection and data management: Ines Abraham,
Kerstin Albuerne, Vaska Bohmann, Kathleen Dittmer, Sarah Gardzella,
Jana Hubert, Ulrike Kempe, Viktoriya Kim, Julius Krause, Andrea
Pooch, Saskia Moll, Melanie Reimann, Sabine Schmidt, and Christine
Winckler. We thank all participating patients, caregivers, and partic-
ipating general practitioners for their most valued collaboration. The
DelpHi-MV trial was performed in cooperation with and funded by the
German Center for Neurodegenerative Diseases and the University
Medicine Greifswald.

Open access funding enabled and organized by Projekt DEAL.

CONFLICTS OF INTEREST STATEMENT

Wiebke Mohr has received support from the Hans & llse Breuer
Foundation as part of the Alzheimer Doctoral Scholarship. Bernhard
Michalowsky has received consulting fees from Biogen. Stefan Teipel
is an advisory board member for Roche, Eisai, and Biogen and is an
independent data monitoring board member for Biogen, is a senior

50017 suowI0y) aAnEa1) d[qrardde ay) A PauIoA0S aIr AN V() 1SN JO Sa[NI J0J ATRIQIT AUIUQ) A[IAL UO (SUONIPUO-PUR-SUULIa)/ w0 K[IM AIeIqiaut|uoy/:sdiiy) SUONIPUOS) PuE SULIAL, Y 938 “[€202/£0/90] U0 ATe1qr] uruQ A9[1Ay “SOpoInay n.] WnNuaZ sayasinag £q Z10€ 1 ZI%/Z001°01/10p/wod Kajim Areaquauruors eunof-zpe//:sdiy woy paprojumoq ‘0 “6.cSzss1



PLATEN ET AL.

Alzheimer’s &Dementia® |

associate editor for Alzheimer's & Dementia: The Journal of the

Alzheimer’s Association. The remaining authors have no conflicts to

disclose. Author disclosures are available in the supporting information

ORCID

Moritz Platen

https://orcid.org/0000-0001-6438-7230

REFERENCES

1

2.

10.

11.

12.

13.

14.

15.

16.

17.

Berwick DM, Hackbarth AD. Eliminating waste in US Health Care.
JAMA. 2012;307:1513-1516.

Ingvarsson S, Hasson H, von Thiele Schwarz U, et al. Strategies for
de-implementation of low-value care-a scoping review. Implement Sci.
2022;17:73.

. Shrank WH, Rogstad TL, Parekh N. Waste in the US Health Care Sys-

tem: estimated costs and potential for savings. Jama. 2019;322:1501-
1509.

. Verkerk EW, Tanke MAC, Kool RB, van Dulmen SA, Westert GP. Limit,

lean or listen? A typology of low-value care that gives direction in de-
implementation. Int J Qual Health Care. 2018;30:736-739.

. Elshaug AG, Rosenthal MB, Lavis JN, et al. Levers for addressing med-

ical underuse and overuse: achieving high-value health care. Lancet.
2017;390:191-202.

. Mafi JN, Reid RO, Baseman LH, Hickey S, Totten M, Agniel D,

et al. Trends in low-value health service use and spending in the
us medicare fee-for-service program, 2014-2018. JAMA Netw Open.
2021;4:e2037328.

. Korenstein D, Chimonas S, Barrow B, Keyhani S, Troy A, Lipitz-

Snyderman A. Development of a conceptual map of negative conse-
quences for patients of overuse of medical tests and treatments. JAMA
Intern Med. 2018;178:1401-1407.

. Schwartz AL, Landon BE, Elshaug AG, Chernew ME, McWilliams

JM. Measuring low-value care in Medicare. JAMA Intern Med.
2014;174:1067-1076.

. Brett J, Elshaug AG, Bhatia RS, Chalmers K, Badgery-Parker T, Pearson

SA. A methodological protocol for selecting and quantifying low-value
prescribing practices in routinely collected data: an Australian case
study. Implement Sci. 2017;12:58.

Brett J, Zoega H, Buckley NA, Daniels BJ, Elshaug AG, Pearson SA.
Choosing wisely? Quantifying the extent of three low value psy-
chotropic prescribing practices in Australia. BMC Health Serv Res.
2018;18:1009.

Radomski TR, Decker A, Khodyakov D, et al. Development of a met-
ric to detect and decrease low-value prescribing in older adults. JAMA
Netw Open. 2022;5:2148599.

Clague F, Mercer SW, McLean G, Reynish E, Guthrie B. Comorbid-
ity and polypharmacy in people with dementia: insights from a large,
population-based cross-sectional analysis of primary care data. Age
Ageing. 2017;46:33-39.

Kaczynski A, Michalowsky B, Eichler T, et al. Comorbidity in demen-
tia diseases and associated health care resources utilization and cost.
J Alzheimers Dis. 2019;68:635-646.

Mueller C, Molokhia M, Perera G, et al. Polypharmacy in people with
dementia: associations with adverse health outcomes. Exp Gerontol.
2018;106:240-245.

Platen M, FleRa S, Radke A, et al. Prevalence of low-value care and its
associations with patient-centered outcomes in dementia. J Alzheimers
Dis. 2021;83:1775-1787.

Platen M, Flessa S, Radke A, et al. Associations between low-value
medication in dementia and healthcare costs. Clin Drug Investig.
2022;42:427-437.

Wohlgemuth A, Michalowsky B, Wucherer D, et al. Drug-related prob-
lems increase healthcare costs for people living with dementia. J
Alzheimers Dis. 2020;73:791-799.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

THE JOURNAL OF THE ALZHEIMER'S ASSOCIATION

GBD 2019 Dementia Forecasting Collaborators. Estimation of the
global prevalence of dementia in 2019 and forecasted prevalence in
2050: an analysis for the Global Burden Of Disease Study 2019. Lancet
Public Health. 2022;7(2):e105-e125.

Wimo A, Guerchet M, Ali GC, et al. The worldwide costs of dementia
2015 and comparisons with 2010. Alzheimers Dement. 2017;13:1-7.
Harrison SL, Kouladjian O’Donnell L, Milte R, et al. Costs of potentially
inappropriate medication use in residential aged care facilities. BMC
Geriatr. 2018;18:9.

Pagés A, Costa N, Mounié M, et al. Healthcare costs associated
with potentially inappropriate medication prescribing detected by
computer algorithm among older patients. Drugs Aging. 2022;39:
367-375.

Thyrian JR, FiB T, Dreier A, et al. Life- and person-centred help in
Mecklenburg-Western Pomerania, Germany (DelpHi): study protocol
for arandomised controlled trial. Trials. 2012;13:56.

Calabrese P, Kessler J. Screening for cognitive impairment in demen-
tia — the DemTect procedure. European Neuropsychopharmacology.
2000;10:369.

Thyrian JR, Eichler T, Michalowsky B, et al. Community-Dwelling peo-
ple screened positive for dementia in primary care: a comprehensive,
multivariate descriptive analysis using data from the delphi-study. J
Alzheimers Dis. 2016;52:609-617.

Kessler J, Markowitsch HJ, Denzler P, Mini-Mental-Status-Test (MMST)
[German Version]. 1 ed. Géttingen, Ger: Beltz Test GmbH; 1990.
Hindmarch |, Lehfeld H, de Jongh P, Erzigkeit H. The bayer activities
of daily living scale (B-ADL). Dement Geriatr Cogn Disord. 1998;9(Suppl
2):20-26.

Gauggel S, Birkner B. Validitat und reliabilitat einer deutschen ver-
sion der geriatrischen depressionsskala (GDS). Zeitschrift fiir Klinische
Psychologie und Psychotherapie. 1999;28:18-27.

Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of clas-
sifying prognostic comorbidity in longitudinal studies: development
and validation. J Chronic Dis. 1987;40:373-383.

World Health Organization. (1993). The ICD-10 classification of men-
tal and behavioural disorders: diagnostic criteria for research. World
Health Organization. https://apps.who.int/iris/handle/10665/37108
FiB T, Thyrian JR, Wucherer D, et al. Medication management for peo-
ple with dementia in primary care: description of implementation in
the DelpHi study. BMC Geriatr. 2013;13:121.

Michalowsky B, Eichler T, Thyrian JR, et al. Medication cost of per-
sons with dementia in primary care in Germany. J Alzheimers Dis.
2014;42:949-958.

Deutsche Gesellschaft fiir Psychiatrie Psychotherapie und Nervenheilkunde
und Deutsche Gesellschaft fiir Neurologie. S3-Leitlinie Demenzen.
Springer-Verlag; 2017.

Holt S, Schmied| S, Thirmann PA. Potenziell inadaquate Medikation
fur dltere Menschen. Dtsch Arztebl International. 2010;107:543-551.
Deutsche Gesellschaft fuir Innere Medizin eV. Sammelband Initiative
“Klug Entscheiden”. Deutsches Arzteblatt. 2019;115.

Ware J Jr., Kosinski M, Keller SD. A 12-Item short-form health survey:
construction of scales and preliminary tests of reliability and validity.
Med Care. 1996;34:220-233.

Bock JO, Brettschneider C, Seidl H, et al. Calculation of standardised
unit costs from a societal perspective for health economic evaluation.
Gesundheitswesen. 2015;77:53-61.

Desgagne A, Castilloux AM, Angers JF, LeLorier J. The use of the boot-
strap statistical method for the pharmacoeconomic cost analysis of
skewed data. Pharmacoeconomics. 1998;13:487-497.

StataCorp. Stata Statistical Software: Release 15. College Station, TX:
StataCorp LLC. 2017.

Patel R, Zhu L, Sohal D, et al. Use of 2015 beers criteria medications by
older medicare beneficiaries. Consult Pharm. 2018;33:48-54.
Zimmermann T, Kaduszkiewicz H, van den Bussche H, et al. Poten-
tially inappropriate medication in elderly primary care patients : a

50017 suowI0y) aAnEa1) d[qrardde ay) A PauIoA0S aIr AN V() 1SN JO Sa[NI J0J ATRIQIT AUIUQ) A[IAL UO (SUONIPUO-PUR-SUULIa)/ w0 K[IM AIeIqiaut|uoy/:sdiiy) SUONIPUOS) PuE SULIAL, Y 938 “[€202/£0/90] U0 ATe1qr] uruQ A9[1Ay “SOpoInay n.] WnNuaZ sayasinag £q Z10€ 1 ZI%/Z001°01/10p/wod Kajim Areaquauruors eunof-zpe//:sdiy woy paprojumoq ‘0 “6.cSzss1



2 | Alzheimer’s &Dementiar

41.
42,
43,
44,

45.

46.

47.

PLATEN ET AL.

THE JOURNAL OF THE ALZHEIMER’'S ASSOCIATION

retrospective, longitudinal analysis. Bundesgesundheitsblatt Gesund-
heitsforschung Gesundheitsschutz. 2013;56:941-949.

Berry SD, Placide SG, Mostofsky E, et al. Antipsychotic and benzodi-
azepine drug changes affect acute falls risk differently in the nursing
home. J Gerontol A Biol Sci Med Sci. 2016;71:273-278.

Chantanachai T, Taylor ME, Lord SR, et al. Risk factors for falls in
community-dwelling older people with mild cognitive impairment: a
prospective one-year study. PeerJ. 2022;10:e13484.

Badgery-Parker T, Pearson SA, Dunn S, Elshaug AG. Measuring
hospital-acquired complications associated with low-value care. JAMA
Intern Med. 2019;179:499-505.

Pohl-Dernick K, Meier F, Maas R, Schoffski O, Emmert M. Poten-
tially inappropriate medication in the elderly in Germany: an economic
appraisal of the PRISCUS list. BMC Health Serv Res. 2016;16:109.
Baicker K, Chandra A. Do we spend too much on health care? New
England Journal of Medicine. 2020;383:605-608.

Geschke K, Fellgiebel A, Laux N, Schermuly I, Scheurich A. Quality of
life in dementia: impact of cognition and insight on applicability of the
SF-36. Am J Geriatr Psychiatry. 2013;21:646-654.

Kruger C, Schafer I, van den Bussche H, et al. Comparison of FORTA,
PRISCUS and EU(7)-PIM lists on identifying potentially inappropriate
medication and its impact on cognitive function in multimorbid elderly

German people in primary care: a multicentre observational study.
BMJ Open. 2021;11:e050344.

48. Wehling M. Drug therapy for older people : choosing wisely. Z Gerontol
Geriatr. 2017;50:685-688.

SUPPORTING INFORMATION
Additional supporting information can be found online in the Support-
ing Information section at the end of this article.

How to cite this article: Platen M, Flessa S, Teipel S, et al.
Impact of low-value medications on quality of life,
hospitalization and costs - A longitudinal analysis of patients
living with dementia. Alzheimer’s Dement. 2023;1-12.
https://doi.org/10.1002/alz.13012

50017 suowI0y) aAnEa1) d[qrardde ay) A PauIoA0S aIr AN V() 1SN JO Sa[NI J0J ATRIQIT AUIUQ) A[IAL UO (SUONIPUO-PUR-SUULIa)/ w0 K[IM AIeIqiaut|uoy/:sdiiy) SUONIPUOS) PuE SULIAL, Y 938 “[€202/£0/90] U0 ATe1qr] uruQ A9[1Ay “SOpoInay n.] WnNuaZ sayasinag £q Z10€ 1 ZI%/Z001°01/10p/wod Kajim Areaquauruors eunof-zpe//:sdiy woy paprojumoq ‘0 “6.cSzss1



