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Introduction 

Polypharmacy is common in frail older adults who often live with 

multiple co-morbidities. This polypharmacy can carry a significant 

anticholinergic burden. Frail older adults are particularly sensitive to 

the anticholinergic side effects of medications which can include 

constipation, urinary retention and dry mouth. Medications with a 

high anticholinergic burden score have also been evidenced to 

contribute to an increased frequency of falls, cognitive decline and 

increased mortality. For frail older adults, a medication review, 

considering anticholinergic burden, is therefore an essential part of 

Comprehensive Geriatric Assessment. A local frailty census was 

completed for all medical inpatients over the age of 65 years old and 

as part of this anticholinergic burden scores were collated. 

 

Materials and Methods 

As part of this whole hospital frailty census, an anticholinergic 

burden score (ACB) was calculated for 77 inpatients admitted at 

Prince Philip Hospital between September 2022 to June 2023. This 

was calculated using the Anticholinergic Cognitive Burden Scales and 

Anticholinergic Burden scores. 

 

Results 
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2. Prevalence of ACB with Co-morbidities 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3. Medications contributing towards high ACBs  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
Discussion and Recommendations for Clinical Practice 
 

1. If medications with high ACBs cannot be avoided, then give 
priority to drugs with a mild anticholinergic load with high 
affinity.  

2. When medications with high ACBs has been prescribed, 

cognitive function and comorbidities should be considered, 

together with the already existing avoidable or inevitable 

anticholinergic load caused by concomitant treatments. 

3. The efficacy and risks of medications with high ACBs should 

be re-evaluated within 3 months for long term 

management, with consideration of irreversible effects. 

4. Iatrogenesis caused by medications with high ACBs could 

be reduced with the addition of an experienced pharmacist 

with frailty training to the MDT (use of STOP-START and 

ACB Tools) 

 

Conclusion 

The ACB score for patients included within this frailty census 

appeared to correlate with certain co-morbidities as would be 

expected from the known complications associated with these 

medications in frail older adults. The proportion of our inpatients 

with a significant ACB score informs us that we need to develop a 

more robust approach to delivering polypharmacy reviews as part of 

Comprehensive Geriatric Assessment within our hospital and will 

help us to inform future service planning and delivery. 

0 5 10 15

ACB score =

0

ACB score =

1

ACB score =

2

ACB score

=/>3 

Furosemide 

Prednisolone 

Cortisone

Warfarin

Diltiazem

Loperamide 

Citalopram

Tramadol

Morphine 

Codeine 

Pramipexol

Carbidopa-
Levodopa
Sodium Valproate

Benzodiazepines 

Sertraline

Mirtazapine 

Fluoxetine

Amitryptiline  

 

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

ACB score

= 0

ACB score

= 1

ACB score

= 2

ACB score

=/>3

Dementia

Diabetes

Previous stroke

Hypertension

Atrial Fibrillation

Ischemic Heart
Disease

 


