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Introduction. Ambulatory polypharmacy requires structured physician-pharmacologist–led reviews to optimize therapy, reduce risk, and improve outcomes. However, the relative impact of different interventions and their longitudinal effect on pharmacological risk remain poorly described in real-world cohorts. 
Aims. To assess clinical compensation rates, intervention patterns, and changes in pharmacological risk across structured reviews in a university health program.
Methods. Prospective, observational study of 535 outpatients (mean age 69.1±0.6 years; 351 women, 65.6%) undergoing 802 consultations in 2025. Interventions were classified as suspension, addition, or optimization. Pharmacological risk was scored from 1 (null) to 4 (excessive polypharmacy ≥10 drugs). Outcomes included changes in risk (Wilcoxon, Mann–Whitney tests) and compensation status.
Results. Clinical compensation was achieved in 662/802 (82.5%) consultations. Risk distribution shifted modestly, from score 3 predominance (538 patients) to fewer score 4 cases post-intervention (165→156). Mean risk decreased from 3.06±0.02 to 3.04±0.02 (Wilcoxon P=0.008). Suspension (n=363) produced the greatest improvement (Δrisk 0.039±0.013 vs 0.002±0.009 without suspension, P=0.0097). Optimization showed a small non-significant effect, while additions were neutral. Longitudinally, deprescribing drove sustained safety gains, whereas persistence in high-risk scores reflected therapeutic indispensability.
Discussion. Physician-pharmacologist–led reviews achieved high compensation rates and modest but significant reductions in pharmacological risk, with suspension emerging as the cornerstone intervention. Longitudinal analyses confirmed that iterative reviews and targeted deprescribing are essential to mitigate risk in multimorbid ambulatory patients. 
