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Smarter Prescribing: Reducing Anticholinergic Burden in Geriatric Inpatients
A Quality Improvement PDSA Approach
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A. Change in ACB by cohort
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B. Change in ACB for ACB≥3 subgroup
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This project demonstrates that simple, scalable interventi-

ons can rapidly and sustainably transform prescribing pract-

ice and reduce ACB in frail older adults. Education alone im-

proved outcomes, but embedding ACB calculation, flagging, 

and substitution protocols delivered the largest impact. This 

model represents a future-focused, low-cost pathway to saf-

er inpatient prescribing and improved geriatric outcomes.

Anticholinergic medications remain widely prescribed to 

older adults despite evidence linking cumulative antichol-

inergic burden (ACB) with delirium, accelerated cognitive 

decline, falls, longer admissions, and excess mortality1. ACB 

score ≥3 signals heightened risk, yet systematic review is 

rarely embedded in ward routines. We designed a quality 

improvement (QI) project using sequential Plan–Do–Study–

Act (PDSA) cycles, aiming to show that pragmatic ward-level 

interventions can deliver clinical benefit by reducing ACB 

among geriatric inpatients. 
1 Salahudeen MS, Duffull SB, Nishtala PS. Antichol inergic burden quantified by 

ant icholinergic ri sk scales and adverse outcomes in older people: a systemat ic review. 

BMC Geriatr. 2015;15:31.

Conducted on a geriatric ward in a District General Hospital, 

the project included 100 inpatients aged ≥65 in 3 cohorts 

(baseline n=40; PDSA 1 n=30; PDSA 2 n=30). Admission and 

discharge ACB scores were calculated using online 

calculators. PDSA 1 introduced multidisciplinary team (MDT) 

education and visual prompts to reduce ACB. PDSA 2 

embedded routine calculation and documentation of ACB, 

active flagging of high scores to prescribers, and protocol-

driven substitutions with safer alternatives (e.g., famotidine 

for omeprazole). The primary outcome was the proportion 

of patients with reduced ACB at discharge.

Introduction

With usual prescribing practice (baseline), only 7/40 patients (17.5%) had lower ACB at discharge than admission. This rose to 12/30 

(40.0%) following intervention in PDSA 1 and further to 20/30 (66.7%) in PDSA 2 (Figure 1A). Increased ACB during admission declined 

from 15.0% baseline to 3.3% and 10.0% post-intervention. Among patients admitted with high-risk ACB ≥3, reductions improved 

dramatically from 3/9 (33.3%) at baseline to 6/7 (85.7%) in PDSA 1, and were sustained at 6/7 (85.7%) in PDSA 2 (Figure 1B). Mean per-

patient ACB reduction rose from 0.04 at baseline (mean admission ACB 1.42, discharge 1.38) to 0.93 after PDSA1 (admission 2.10, 

discharge 1.17) and 0.84 after PDSA2 (admission 1.77, discharge 0.93) (Figure 1C). As a process measure, we documented 50 individual 

medication discontinuations or substitutions (Figure 2).

Results

Figure 1: Impact of sequential PDSA interventions on anticholinergic burden (ACB).
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Figure 2: Frequency of stopping or substituting anticholinergic medications.
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