
INTRODUCTION
The FAU offers direct access to specialists providing Comprehensive Geriatric Assessment (CGA) from 
emergency and community portals (West Midlands Ambulance Service, GP’s) for frail patients over 
the age of 65.  The service is led by Advanced Clinical Practitioners (ACP’s) (pharmacists (Tina Evans, 
Rachael Baker, Helen Payton and Sarah Pittaway) , nurse ACP’s, geriatricians, and is supported by the 
wider multi-disciplinary team including nurses, physiotherapists, occupational therapists). The 
fundamental aim of the service is to provide early frailty assessment, and prevent admission to 
hospital. Polypharmacy ( ≥ 5 medicines) and anticholinergic medicines have been associated with 
increased risk of adverse drug reactions (ADR’s) and hospital admissions (1). Medications have been 
shown to have lower efficacy in older people (1). With anticholinergic medicines being associated 
with increased cognitive impairment and where ACB is ≥3, a higher incidence of mortality (2). 

AIMS
Aims

• To establish the impact of pharmacist frailty practitioners on polypharmacy and 
ACB in frail patients admitted to the FAU

• To determine the impact of FAU on conversions to admission and timely 
discharge from hospital 

• To determine whether there is a significant relationship between ACB, 
Abbreviated Mini Mental Test (AMT) and frailty scores for patients admitted to 
the FAU

METHOD

Pharmacist ACPs  helped set up the FAU service in October 2017 as part of a patient safety initiative to improve patient flow through ED. Early frailty assessment aims to improve the 
quality of care provided on admission, preventing deterioration and avoidable hospital admissions. Data was extracted retrospectively from electronic patient records for all patients 
admitted to the FAU who were clerked and examined by a pharmacist frailty practitioner between 14th October 2019 and 5th March 2020. Of the 410 patients attending FAU within this 
period 104 patients were under the care of a pharmacist frailty practitioner. Data collected included: route of admission, presenting complaint, diagnoses; AMT, Rockwood Frailty Score 
(RFS), ACB score on admission and discharge; pre-admission medications and discharge medications; including classes of medications commenced and discontinued on the FAU, and
whether the patient was admitted or discharged. Data was extracted and then analyzed by two pharmacist practitioners. 

RESULTS AND DISCUSSION

CONCLUSION
.

IMPACT OF PHARMACIST FRAILTY PRACTITIONERS ON 
POLYPHARMACY, ANTICHOLINERGIC BURDEN (ACB) AND 
REDUCING HOSPITAL ADMISSIONS ON THE FRAILTY 
ASSESSMENT UNIT (FAU)
Helen Payton 1 Sarah Pittaway
Pharmacy department, Worcestershire Acute NHS Trust. Redditch Alexandra Hospital. Woodrow Drive.
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AMT Average: 7RFS Average: 5Route of admission: WMAS 19% GP 7% A&E 73% MAU 5%                                                       104 patients ACB score reduction: P=0.001
Tablet burden: P=0.003
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Presenting complaints 

Fall
Delirium
Reduced Mobility
Lethargic/unwell
Infection
Vasovagal/collapse/dizziness
Hip/Back/Thigh pain
SOB/Leg swelling
Frail

Other

2

15

3

3

73
1

8

4

2

2
1

8

1

1

Figure 1: Medicines initiated by pharmacist practitioners on FAU 
Antipsychotics Bone protection 
Continence Loop diuretics for heart failure
Anti-coagulants for AF Beta blockers for AF
DDP4i Mirtazepine
Fludrocortisone SSRI
Anti-epileptics Antiplatelets
Analgesia Sodium bicarbonate
Pregabalin for neuropathic pain
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Figure 2: Medicines discontinued by pharmacist practitioners on FAU 

Stopped medicines 
63 patients

Started medicines 47 
patients

Polypharmacy
There is no single definition of polypharmacy, although it is often defined as the use of five or
more medicines on a daily basis (3). 59% of patients had polypharmacy ≥ 5 medicines on
admission, of these the mean tablet burden was reduced from 7 to 6 tablets at discharge. Of the
104 patients admitted 40% (n=41) of patients had their tablet burden reduced. A statistically
significant reduction in tablet burden was seen p=0.003. Only 17% (n=18) of patients had their
overall tablet burden increased during admission.

44 patients were commenced on a long term oral medication. Acute medications started
included antibiotics, steroids, laxatives, folate, iron supplements and analgesia. Figure 1
demonstrates that the medicines initiated reflect appropriate polypharmacy, they are medicines
used to prevent future admissions to hospital and improve quality or longevity of life. Of the 41
patients who had their tablet burden reduced, medications stopped were responsible for
hospital admissions related to ADR’s, anti-cholinergic drugs or problematic polypharmacy where
the benefits no longer outweighed the risks (Figure 2).

ACB
20% of patients had an ACB score ≥ 3 on admission, of these the average ACB score was reduced
from 3.81 to 2.62 p= 0.009. The average AMT in patients with an ACB score > 3 was 7 and average
RFS was 5. Therefore no difference in average AMT and RFS was seen with increasing ACB in this
study. 58% of patients had an ACB ≥ 1, of these 35% had their ACB score reduced. Overall ACB
average pre-admission was 2.0 which reduced to 1.6 on discharge (p=3.75) therefore statistical
significance was not achieved. 34% of patients admitted to FAU had presenting complaints which
could have been secondary to ADR’s. NICE reported 6.5% of non-elective admissions to hospital were
due to ADR’s (4). Whereas some studies have reported rates of 0.1-45% and demonstrated that
elderly patients and those with multiple co-morbidities are more susceptible (5). This audit supports
that frail patients with multimorbidity have a higher incidence of ADR’s.

ADR hospital admissions
Multiple ADR’s contributed to patients hospital admissions during the audit period. ADR related
admissions included those secondary to: delirium , falls-due to postural hypotension, drug induced
cardiac arrhythmias, electrolyte abnormalities (hypontraemia and hypercalcaemia), anti-cholinergic
side effects (constipation, urinary retention, dizziness), acute kidney injuries, drug induced
Parkinson's disease and extrapyramidal side effects, hyperthyroidism, lithium toxicity.

Conversion to admission
48% (n=50) of patients avoided hospital admission and were discharged from FAU. Of the 52% (n=54)
admitted, 54% for specialty medicine treatment, 33% were due to social/Ot admission, 7% for
physiotherapy, 4% trauma and orthopedic, 2% mental health assessment. Reasons for admission
under specialty medicine were newly diagnosed malignancies, acute kidney injury, infections
requiring IV antibiotics, specialist neurology or cardiology referrals following collapse, new stroke,
pain management to enable mobilisation, management of hyponatremia. Of the 410 patients seen on
FAU in the period audited 41% of patients were admitted from FAU to hospital. A total of 934 bed
days were saved during this period by patients being discharged from FAU.

48% patients discharged 52% patients admitted

This study demonstrates a significant proportion of frail patients experience problematic 
polypharmacy and hospital admissions related to adverse drug reactions. A review by a 
pharmacist frailty practitioner as part of a CGA has demonstrated a significant reduction 
in ACB in patients with an ACB ≥ 3 and a statistically significant reduction in tablet 
burden. Pharmacist frailty practitioners assessing patients on admission to FAU has can 
reduce conversion to hospital admissions and potentially prevent future admissions 
secondary to ADRs due to medication review. 


