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A GUIDE TO

ANTICHOLINERGICS

Anticholinergic medicines (also referred to as muscarinic antagonists) competitively inhibit 
the transmission of acetylcholine by antagonizing muscarinic receptors in both the central 
and peripheral nervous systems.1 Whilst some medications may be prescribed specifically for 
their anticholinergic actions, others may possess anticholinergic activity that is unrelated to 
their therapeutic effect.2 
Anticholinergic medicines and medicines with anticholinergic effects can be prescribed for 
a wide variety of conditions such as urinary incontinence, Parkinson’s disease, schizophrenia, 
anxiety, and depression. The clinical utility of these drugs, may in some cases, be limited by 
their adverse effects.3 

The use of anticholinergics in the older population is particularly concerning. Not only are the 
elderly more prone to short term adverse effects such as constipation and dry mouth, but 
the long term and cumulative use of such agents can lead to increased risk of falls, cognitive 
impairment, dementia and mortality. In view of these risks it is broadly accepted that these 
drugs should be avoided in the older population where possible.4 Various anticholinergic 
medicines have been identified as potentially inappropriate medications for use in older 
adults, as per the BEERS and STOPP criteria.5 Despite this, they are still widely prescribed, 
with 21-34% of older Australians using medicines with anticholinergic effects6 and 20-50% of 
older adults prescribed at least one anticholinergic medicine.7

MEDICINES WITH  
ANTICHOLINERGIC EFFECTS
Whilst some medicines have a mode of action that is primarily  anticholinergic, there are many 
other  medicines with anticholinergic effects alongside other pharmacological properties.3  
Table 1 outlines the groups of commonly used medicines and their anticholinergic burdens.8

1 	 List is not exhaustive 
2 	 Anticholinergic Burden was calculated using the anticholinergic calculator available here: 

http://www.anticholinergicscales.es/ 
3 	 Medicines marked with * were calculated manually using formula [(dose/(minimum effective 

dose + dose)]. Minimum effective doses were obtained from Australian approved product 
information available on TGA website.

KEY POINTS

Anticholinergic medicines 
encompasses a variety of 
medicines that can be used 
for many indications, such as 
urinary incontinence, anxiety, 
depression, Parkinson’s disease, 
respiratory conditions, and 
allergies.

Medicine with anticholinergic 
effects can differ in their 
anticholinergic load and can be 
classed as high or low potency 
anticholinergics.

Some examples of commonly 
used medicines with 
anticholinergic effects include 
SSRIs, oxycodone, pregabalin and 
levodopa.

The use of multiple medicines 
with anticholinergic effects can 
contribute to anticholinergic 
burden. This burden often occurs 
through use of multiple low 
potency anticholinergics.

A high anticholinergic burden 
increases the risk of dementia 
and cognitive decline, falls and 
mortality.

Anticholinergics can interfere 
with cholinesterase inhibitor 
treatment, potentially worsening 
dementia symptoms.

Cessation of anticholinergic 
medicines should be done 
gradually, in order to reduce the 
risk of withdrawal effects. 

CONTEXT
This guide considers the use of systemic anticholinergics in the older population. 

RECOMMENDED 
DEPRESCRIBING STRATEGY

BACKGROUND

deprescribing 
FOR BETTER HEALTH 
OUTCOMES

	U Estimate overall Anticholinergic Burden (ACB) by either using a ACB calculator or the 
information provided in Table 1. If using a calculator, it is preferable to use one that takes 
dosages of anticholinergic medicines into account. A good example of a ACB calculator 
can be found here: http://www.anticholinergicscales.es/ 

	U Target higher potency anticholinergics first, as these will have the highest anticholinergic 
load and will have a larger contribution to the overall ACB. 

	U The use of multiple lower potency anticholinergics can also commonly lead to an 
increased ACB.  

http://www.anticholinergicscales.es/
http://www.anticholinergicscales.es/
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ClasS ACB scores Medicines (oral unless otherwise stated)

Antidepressants

<0.5 amitriptyline 10mg (0.29), sertraline 25mg (0.33), venlafaxine 37.5mg (0.33)

0.50-0.60 escitalopram 10mg (0.50), fluoxetine 20mg (0.50), fluvoxamine 100mg (0.50)*, 
paroxetine 20mg (0.50), sertraline 50mg (0.50), desvenlafaxine 50mg (0.50)*, duloxetine 
60mg (0.50)*, amitriptyline 25mg (0.50), agomelatine 25mg (0.50)*, moclobemide 
300mg (0.50)*, reboxetine 8mg (0.50)*, venlafaxine 100mg (0.57)

0.60-0.80 citalopram 20mg (0.67), amitriptyline 50mg (0.67), mianserin 60mg (0.67)*, vortioxetine 
10mg (0.67)*, dosulepin (dothiepin) 150mg (0.67), amitriptyline 75mg (0.75), doxepin 
100mg (0.8),

>0.80 nortriptyline 75mg (0.88), clomipramine 100mg (0.91), imipramine 100mg (0.91)

Opioids

0.25-0.60 buprenorphine 15mcg/hr (transdermal) (0.25)*

0.5- 0.60 oxycodone 20mg (0.50), fentanyl 12mcg (transdermal) (0.50)

0.60-0.80 tramadol 300mg (0.67), tapentadol 100mg (0.67)*, morphine 20mg (0.67), oxycodone 
75mg (0.79)

>0.80 methadone 25mg (0.83), hydromorphone 20mg (0.83), morphine 100mg (0.91)

Gabapentinoids

<0.5 pregabalin 50mg (0.25)

0.5-0.60 pregabalin 150mg (0.50)

0.60-0.80 pregabalin 300mg (0.67), gabapentin 900mg (0.75)

>0.80 gabapentin 1800mg (0.86)

Benzodiazepines

<0.50 oxazepam 7.5mg (0.43), clonazepam 1mg (0.40)

0.50-0.60 flunitrazepam 1mg (0.50)*, nitrazepam 5mg (0.50)*, temazepam 10mg (0.5)*, lorazepam 
1mg (0.50)

0.60-0.80 temazepam 20mg (0.67)*, oxazepam 15mg (0.67), diazepam 10mg (0.71), lorazepam 
2.5mg (0.71)

>0.80 oxazepam 30mg (0.80), clonazepam 8mg (0.84)

Antipsychotics

<0.50 haloperidol 0.5mg (0.25), risperidone 0.25mg (0.33), quetiapine 25mg (0.33)

0.50-0.60 amisulpride 400mg (0.50)*, risperidone 0.5mg (0.5), aripiprazole 15mg (0.60), 
brexpiprazole 3mg (0.60)*, lurasidone 60mg (0.60)*

0.60-0.80 asenapine 20mg (0.67), olanzapine 10mg (0.67), paliperidone 6mg (0.67), ziprasidone 
80mg (0.67), risperidone 1mg (0.67)

>0.80 haloperidol 8mg (0.84), quetiapine 400mg (0.89), risperidone 5mg (0.91), 
chlorpromazine 300mg (0.92), clozapine 300mg (0.96)

Antiparkinsonian drugs

<0.5  levodopa with a decarboxylase inhibitor 150mg (0.20)*, pramiprexole 0.125mg (0.32)

0.5-0.6  pramiprexole 0.25mg (0.49)

0.60-0.80 levodopa with a decarboxylase inhibitor 600mg (0.67)*

>0.80 benztropine 2mg (0.80)

Antihistamines

<0.50 promethazine 25mg (0.29)*

0.50-0.60 loratadine 10mg (0.50), fexofenadine 120mg (0.50)*, dexchlorpheniramine 6mg (0.50), 
cetirizine 10mg (0.50), promethazine 25mg (0.50)*

0.60-0.80 fexofenadine 180mg (0.60)*, doxylamine 25mg (0.67), cyproheptadine 12mg (0.75), 
diphenhydramine 200mg (0.80), doxylamine 50mg (0.80)

>0.80  

Urinary anticholinergics

<0.50 oxybutynin 5mg (0.25)

0.50-0.60 oxybutynin 15mg (0.50), darifenacin 7.5mg (0.50)*, solifenacin 5mg (0.50), tolterodine 
4mg (0.50)

0.60-0.80 propantheline 60mg (0.73)

>0.80  

Gastrointestinal drugs

<0.50 domperidone 10mg (0.17), metoclopramide 10mg (0.25)

0.50-0.60 domperidone 30mg (0.50)*, prochlorperazine 15mg (0.50)*, loperamide 2mg (0.50)

0.60-0.80 metoclopramide 30mg (0.75)

>0.80 loperamide 10mg (0.83)

Table 1: Anticholinergic load (ACB) of commonly used medicines



PAGE 3deprescribing FOR BETTER HEALTH OUTCOMES

ANTICHOLINERGICS

As cholinergic transmission is involved in various bodily functions in 
both the central and peripheral nervous systems, a range of adverse 
effects can occur.3 Central adverse effects occur more frequently with 
anticholinergic drugs that readily cross the blood brain barrier (BBB) 
(e.g. oxybutynin).9,10 Although some of these adverse effects may be 
mild/moderate, they can potentially be more severe.

Older adults are more susceptible to anticholinergic effects due 
to both age-related pharmacokinetic (e.g. reduced liver and renal 
function) and pharmacodynamic changes (e.g. decreased central 
cholinergic transmission, increased permeability of BBB).1,11 Older 
adults are more likely to present with multiple comorbidities and 
therefore be prescribed multiple medicines with anticholinergic 
effects for conditions such as COPD, Parkinson’s disease, allergies, 
depression, psychosis and urinary incontinence. 

ANTICHOLINERGIC BURDEN (ACB)
The use of multiple medications that exert anticholinergic effects can 
lead to a cumulative effect, increasing the risk of adverse effects and 
is commonly referred to as the ACB. A higher ACB is associated with 
impaired cognitive and physical function, cardiovascular events, falls, 
fractures, hospital admissions, reduced quality of life and mortality.12,13 

There are various anticholinergic risk scales that exist that are 
used to estimate ACB. These scales often utilize a 3-point grading 
system to quantify anticholinergic load of different medicines, 
from 0 (none) to 3 (strong), with the total ACB determined by 
summating all scores. Examples of validated ACB scales are 
Anticholinergic Drug Scale (ADS), Anticholinergic Cognitive 
Burden Scale (ACBS), Anticholinergic Risk Scale (ARS) and the 
Drug Burden Index (DBI).6,14  
 
More than 600 drugs have some degree of anticholinergic 
activity, and can be categorized into groups according to their 
anticholinergic load.9 Although high potency anticholinergics have 
a higher anticholinergic load (ultimately leading to an increased 
ACB), it is important to remember that using a combination of 
low potency anticholinergics can lead to a significant cumulative  
ACB.12,15 

Figure 1: Anticholinergic effects in the body (modfied from references 2,9,11)
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DEMENTIA AND COGNITIVE DECLINE 
Anticholinergic medicines have been consistently 
associated with cognitive decline in individuals with 
and without dementia16

Adults without dementia

Older adults with no cognitive impairment that 
are prescribed potent anticholinergic medicines 
are twice as likely to develop cognitive decline and 
dementia in comparison to non-users, irrespective 
of age, sex and comorbidities. A higher ACB 
potentially increases the risk of future cognitive 
decline and dementia by more than 2-fold (see 
Table 2).7

Anticholinergic 
Burden

OddsRatio for 
Cognitive Decline

1 2.18

2 2.71

3 3.27

Table 2: Relationship of Anticholinergic Burden Score and 
Future Cognitive Decline (adapted from Ref 6)

 
A population-based prospective cohort study in 
the United States, involving over 3000 participants 
over the age of 65, associated the use of potent 
anticholinergics with incident dementia over the 
course of a 10 year period.17 This study found the 
most commonly used drugs with anticholinergic 
effects were antidepressants, antihistamines 
and urinary antimuscarinics, with these three 
classes accounting for over 90% of anticholinergic 
exposure. Similar results were found in a nested 
case control study from 2019, involving over 280,000 
participants, which showed that cumulative use 
of potent anticholinergics were associated with an 
increased risk of dementia (adjusted HR 1.65), with 
the highest risk associated with antidepressants, 
antipsychotics, antiepileptics and urinary 
antimuscarinics.18

Although it is clear there is growing evidence 
linking anticholinergics with onset of dementia 
and cognitive decline, it is worth acknowledging 
that the degree of this association is difficult to 
determine due to the risk of reverse causation and 
bias, particularly if drugs with anticholinergic effects 
are prescribed for management of prodromal signs 
of dementia (e.g. insomnia, depression, anxiety) as 
any risk association can be exaggerated as a result.7 

Adults with dementia 

Adults with mild to moderate Alzheimer’s disease 
can experience further significant cognitive 
decline when using anticholinergic medicines.16 In 
patients taking  cholinesterase inhibitors such as 
donepezil, a high ACB has the potential to cause 
a rapid decline in dementia symptoms. A 2018 
retrospective cohort study based in Korea, involving 
825 participants, analysed the effect of a high ACB 
on the use of cholinesterase inhibitors for treatment 
of dementia. The results showed that approximately 
6% of participants prescribed cholinesterase 
inhibitors had a high ACB (>3), adversely affecting 
the expected response and resulting in treatment 
modification increasing the risks of delirium and or 
mortality by 52% and 23% respectively.19 

FALLS
Anticholinergic agents can contribute to an increased risk of falls, via  their impacts 
on the CNS (e.g. drowsiness, ataxia, cognitive impairment) and other effects such as 
mydriasis that can result in blurry vision.20 Exposure to an increased ACB increases 
the risk of falls and subsequent hospital admissions by 60%.6 

A higher ACB may also cause deficits in gait speed and simple manual response 
time, both indicators of balance problems and falls in older adults.21 An analysis of 
over 900 participants aged over 65 years in the Women’s Health and Aging study 
in the United States demonstrated that the use of anticholinergic medicines was 
associated with a reduction in balance and mobility.22  
A prospective cohort study of over 60,000 post-menopausal women investigated 
the association between anticholinergic use and recurrent falls. At baseline, 11.3% 
of participants were prescribed anticholinergic medicines, with the most common 
being antihistamines. The findings were that long term use of anticholinergic 
medicines significantly increased the risk of recurrent falls  (adjusted odds ratio 1.51, 
95% CI, 1.43-1.60). Participants who were taking multiple anticholinergic medicines 
had an even higher risk of recurrent falls (adjusted odds ratio 2.00, 95% CI 1.73-
2.32).23 

Similarly, a study investigating the association between ACB and falls in residential 
aged care facilities (RACFs) in Sydney, Australia, found that a higher ACB was 
significantly and independently associated with an increased risk of falls. After 
adjusting for factors such as age, sex, history of falls, incontinence, use of walking 
aids, age, sex and polypharmacy, incident rate ratios for falls were found to be 1.61 
(95% CI=1.17-2.23) for low DBI scores (<1) and 1.90 (95% CI=1.30-2.78)for high DBI 
scores (≥1).24

MORTALITY 
An increased ACB and sedative burden can result in a 30% increased risk of 
mortality in the older population.6 An observational study from 2015 examined 
the link between ACB on mortality and cardiovascular disease (CVD) in over 
21,000 participants. The results found that participants with a higher ACB had an 
increased risk of mortality and CVD events in comparison to participants with lower 
ACBs26 (see Figure 2). 

Figure 2: Anticholinergic Burden Score, Mortality and Cardiovascular Disease incidence 
(Adapted from Ref 27)
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FACTORS TO CONSIDER BEFORE DEPRESCRIBING 
Currently, there are no guidelines or position statements specifically 
for deprescribing to reduce ACB.6 However, there are deprescribing 
guides for particular classes of medicines with anticholinergic 
effects, including antipsychotics, benzodiazepines, urinary 
antimuscarinics, opioids and antihistamines.25 A 2019 New Zealand 
study of aged care facility residents demonstrated that there can be 
a variety of benefits when deprescribing anticholinergic medicines. 
This used a collaborative approach, involving pharmacists and  
general practitioners in medication review. The results showed a 
significant median decrease of 0.34 in patient’s DBI scores 6 months 
after deprescribing anticholinergics. The number of adverse effects 
and falls were reduced, and both  depression  and frailty scores were 
reduced 6 months post-deprescribing.6,26  
 
When deprescribing anticholinergic medicines, it is important 
to assess the impact of dose-dependency. Whilst ACB results 
from the potency of anticholinergic medicines, the administered 
dosages also play a role, with higher dosages leading to increased 
risk of both short term and long term adverse effects.6,27 Taking 
both potency and dosage into consideration allows for a more 
comprehensive assessment of anticholinergic load.28 
 
IN FAVOUR OF DEPRESCRIBING 

	_ Patients with dementia who are prescribed cholinesterase 
Inhibitors are at a higher risk of rapid cognitive decline and 
subsequent treatment modification due to the antagonistic 
effects of anticholinergics. 

	_ Patients at a high risk of falls, particularly if other sedating 
medications are used concurrently. Consider the increased 
falls risk resulting from anticholinergic adverse effects (e.g. 
drowsiness, mydriasis). 

	_ Patients with high ACB as this impacts negatively on a range 
of long term outcomes, including cognitive and physical 
impairment, hospital admissions and mortality.

 

FACTORS TO CONSIDER

Ceasing anticholinergic medicines abruptly can potentially 
result in the development of anticholinergic discontinuation 
syndrome, the severity of which may vary depending on the  
anticholinergic medicine involved. In general, these withdrawal 
effects can include nausea, sweating, tachycardia, incontinence, 
anxiety, orthostatic hypotension and insomnia.1

DISCONTINUATION 
SYNDROMES

AGAINST DEPRESCRIBING 

	^ Deprescribing anticholinergics medicines may not be 
appropriate in certain scenarios.25 For example:

	[ Antipsychotics when prescribed for schizophrenia, bipolar 
disorder or severe BPSD (e.g. violent aggression). 

	[ TCAs for severe and/or recurrent depression or neuropathic 
pain.

	[ SSRIs and SNRIs when prescribed for severe and/or 
recurrent depression or other psychiatric conditions 
(e.g. obsessive compulsive disorder, generalized anxiety 
disorder). 

	[ Benzodiazepines for severe anxiety or grief, alcohol 
withdrawal or acute insomnia.

	[ Oxybutynin when prescribed for urinary incontinence when 
symptoms are improving, and adverse effects are either 
not apparent or not significantly affecting the patient, 
and/or where other treatment options are ineffective or 
inappropriate.

	[ Antihistamines for allergic conditions requiring ongoing 
treatment where other options have failed.

	^ In cases where patients are taking anticholinergic medicines 
but have a low overall ACB and are not displaying any 
apparent or significant anticholinergic adverse effects. In 
such case, continue to monitor and re-assess ACB when new 
medicines are prescribed. 



ANTICHOLINERGICS

www.primaryhealthtas.com.au 

While the Australian Government helped fund this document, it has not reviewed the content and is not responsible for 
any injury, loss or damage however arising from the use of or reliance on the information provided herein. DECEMBER 2022

AUTHORSHIP
This guide was prepared for Primary Health Tasmania by  
Xenia Jak and reviewed by the Deprescribing Project Advisory 
Group, Angus Thompson, Pharmacist Clinical Editor, Primary 
Health Tasmania and Dr David Dunbabin, Geriatrician.

DEPRESCRIBING PROJECT ADVISORY GROUP
Nicole Bonner, Clinical Nurse, Masonic Care Tasmania

Dr Elizabeth Monks, Aged Care General Practitioner

Debbie Rigby, Consultant Pharmacist

Dr Andrew Stafford, Senior Lecturer, Curtin Medical School

Dr Joanne Stewart, General Practitioner

REFERENCES
1.	 Kouladjian O'Donnell L, Gnjidic D, Nahas R, Bell JS, Hilmer SN. Anticholinergic 

burden: considerations for older adults. Journal of Pharmacy Practice and 
Research. 2017;47(1):67-77.

2.	 Lozano-Ortega G, Johnston KM, Cheung A, Wagg A, Campbell NL, Dmochowski 
RR, et al. A review of published anticholinergic scales and measures and their 
applicability in database analyses. Archives of Gerontology and Geriatrics. 
2020;87:103885.

3.	 López-Álvarez J, Sevilla-Llewellyn-Jones J, Agüera-Ortiz L. Anticholinergic Drugs in 
Geriatric Psychopharmacology. Frontiers in Neuroscience. 2019;13.

4.	 Grossi CM, Richardson K, Savva GM, Fox C, Arthur A, Loke YK, et al. Increasing 
prevalence of anticholinergic medication use in older people in England 
over 20 years: cognitive function and ageing study I and II. BMC Geriatrics. 
2020;20(1):267.

5.	 Graves-Morris K, Stewart C, Soiza RL, Taylor-Rowan M, Quinn TJ, Loke YK, et 
al. The Prognostic Value of Anticholinergic Burden Measures in Relation to 
Mortality in Older Individuals: A Systematic Review and Meta-Analysis. Frontiers in 
Pharmacology. 2020;11.

6.	 Kron J OR, Warwar S, Naikpanvelkar P, Dartnell J, Lindner R. Reducing 
anticholinergic burden: framework for action. Sydney: NPS MedicineWise; 2021.

7.	 Taylor-Rowan M, Edwards S, Noel-Storr AH, McCleery J, Myint PK, Soiza R, et al. 
Anticholinergic burden (prognostic factor) for prediction of dementia or cognitive 
decline in older adults with no known cognitive syndrome. Cochrane Database 
Syst Rev. 2021;5(5):Cd013540.

8.	 O'Connell J, Burke É, Mulryan N, O'Dwyer C, Donegan C, McCallion P, et al. 
Drug burden index to define the burden of medicines in older adults with 
intellectual disabilities: An observational cross-sectional study. Br J Clin Pharmacol. 
2018;84(3):553-67.

9.	 Ghossein N KM, Lahkar AD. Anticholinergic medications. 2017. StatPearls 
Publishing. Available from: https://www.ncbi.nlm.nih.gov/books/NBK555893/.

10.	 Cetinel B, Onal B. Rationale for the use of anticholinergic agents in overactive 
bladder with regard to central nervous system and cardiovascular system side 
effects. Korean J Urol. 2013;54(12):806-15.

11.	 Gorup E, Rifel J, Petek Šter M. Anticholinergic Burden and Most Common 
Anticholinergic-acting Medicines in Older General Practice Patients. Zdr Varst. 
2018;57(3):140-7.

12.	 Magin PJ, Morgan S, Tapley A, McCowan C, Parkinson L, Henderson KM, et al. 
Anticholinergic medicines in an older primary care population: a cross-sectional 
analysis of medicines' levels of anticholinergic activity and clinical indications. J Clin 
Pharm Ther. 2016;41(5):486-92.

13.	 Stewart C, Gallacher K, Nakham A, Cruickshank M, Newlands R, Bond C, et al. 
Barriers and facilitators to reducing anticholinergic burden: a qualitative systematic 
review. Int J Clin Pharm. 2021;43(6):1451-60.

14.	 Valladales-Restrepo LF, Duran-Lengua M, Castro-Osorio EE, Machado-Alba JE. 
Consistency between anticholinergic burden scales in the elderly with fractures. 
PLOS ONE. 2020;15(2):e0228532.

15.	 NPS MedicineWise. Focus on anticholinergic burden: NPS MedicineWise; 2021 
[Available from: https://www.nps.org.au/professionals/anticholinergic-burden/focus-
on-anticholinergic-burden.

16.	 McMichael AJ, Zafeiridi E, Ryan M, Cunningham EL, Passmore AP, McGuinness 
B. Anticholinergic drug use and risk of mortality for people with dementia in 
Northern Ireland. Aging Ment Health. 2021;25(8):1475-82.

17.	 Gray SL, Anderson ML, Dublin S, Hanlon JT, Hubbard R, Walker R, et al. Cumulative 
Use of Strong Anticholinergics and Incident Dementia: A Prospective Cohort Study. 
JAMA Internal Medicine. 2015;175(3):401-7.

18.	 Coupland CAC, Hill T, Dening T, Morriss R, Moore M, Hippisley-Cox J. Anticholinergic 
Drug Exposure and the Risk of Dementia: A Nested Case-Control Study. JAMA 
internal medicine. 2019;179(8):1084-93.

19.	 Ah Y-M, Suh Y, Jun K, Hwang S, Lee J-Y. Effect of anticholinergic burden on 
treatment modification, delirium and mortality in newly diagnosed dementia 
patients starting a cholinesterase inhibitor: A population-based study. Basic & 
Clinical Pharmacology & Toxicology. 2019;124(6):741-8.

20.	 Marcum ZA, Perera S, Thorpe JM, Switzer GE, Gray SL, Castle NG, et al. 
Anticholinergic Use and Recurrent Falls in Community-Dwelling Older 
Adults: Findings From the Health ABC Study. The Annals of pharmacotherapy. 
2015;49(11):1214-21.

21.	 Nebes RD, Pollock BG, Halligan EM, Kirshner MA, Houck PR. Serum Anticholinergic 
Activity and Motor Performance in Elderly Persons. The Journals of Gerontology: 
Series A. 2007;62(1):83-5.

22.	 Anticholinergic and sedative medicines. Australian Journal for General 
Practitioners. 2012;41:45-9.

23.	 Marcum ZA, Wirtz HS, Pettinger M, LaCroix AZ, Carnahan R, Cauley JA, et al. 
Anticholinergic medication use and falls in postmenopausal women: findings from 
the women's health initiative cohort study. BMC geriatrics. 2016;16:76-.

24.	 Wilson NM, Hilmer SN, March LM, Cameron ID, Lord SR, Seibel MJ, et al. 
Associations between drug burden index and falls in older people in residential 
aged care. J Am Geriatr Soc. 2011;59(5):875-80.

25.	 NSW Therapeutic Advisory Group Inc. Deprescribing tools: NSW Therapeutic 
Advisory Group Inc,; 2021 [Available from: https://www.nswtag.org.au/
deprescribing-tools/.

26.	 Ailabouni N, Mangin D, Nishtala PS. DEFEAT-polypharmacy: deprescribing 
anticholinergic and sedative medicines feasibility trial in residential aged care 
facilities. International Journal of Clinical Pharmacy. 2019;41(1):167-78.

27.	 Durán CE, Azermai M, Vander Stichele RH. Systematic review of anticholinergic risk 
scales in older adults. Eur J Clin Pharmacol. 2013;69(7):1485-96.

28.	 Lozano-Ortega G, Szabo SM, Cheung A, Suehs B, Caplan EO, Wagg A, et al. An 
Evaluation of Longitudinal Measures of Anticholinergic Exposure for Application in 
Retrospective Administrative Data Analyses. Adv Ther. 2019;36(9):2247-59.

http://www.primaryhealthtas.com.au
https://www.ncbi.nlm.nih.gov/books/NBK555893/
https://www.nps.org.au/professionals/anticholinergic-burden/focus-on-anticholinergic-burden
https://www.nps.org.au/professionals/anticholinergic-burden/focus-on-anticholinergic-burden
https://www.nswtag.org.au/deprescribing-tools/
https://www.nswtag.org.au/deprescribing-tools/

