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ABSTRACT

The prescribing cascade begins when medication side effects are misinterpreted as new symptoms, leading 
to the addition of new drugs.

This case involves a 75-year-old female with a history of Parkinson’s disease, dementia, bipolar disorder, 
and diabetes. She presented with complaints of bradykinesia, difficulty walking, and inability to move 
independently. The patient had been on long-term antipsychotic treatment (olanzapine) for bipolar disorder, 
leading to parkinsonian symptoms, which were mistakenly diagnosed as dementia. Consequently, the patient 
was prescribed donepezil, an antidementia medication. During this period, she developed depression and 
urinary incontinence, for which duloxetine and fesoterodine fumarate were added to her treatment. The patient’s 
functionality and quality of life further deteriorated due to inappropriate medication use and polypharmacy.

After evaluation, a decision was made to gradually discontinue several of the patient’s medications, 
including memantine, fesoterodine fumarate, and donepezil, while reducing the olanzapine dose. Following 
these adjustments, her mobility improved, appetite increased, and overall condition stabilized.

This case highlights the need to closely monitor older adults with mental health problems taking multiple 
medications for adverse drug reactions. The frequency of monitoring should be individualized according to 
the patient’s risk factors and treatment response. It also contributes to increased awareness among healthcare 
professionals and caregivers of the prescribing cascade among these individuals.
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INTRODUCTION

The definition of inappropriate medication use The definition of inappropriate medication use 
is a comprehensive term that includes unnecessary is a comprehensive term that includes unnecessary 
drug use, overuse or underuse of clinically indicated drug use, overuse or underuse of clinically indicated 
drugs, and polypharmacy.drugs, and polypharmacy.1,21,2 One in every four hospital  One in every four hospital 
admissions of older adults is due to medication-admissions of older adults is due to medication-
related problems. Nearly 70% of these admissions related problems. Nearly 70% of these admissions 
are attributed to adverse drug reactions.are attributed to adverse drug reactions.33 The concept  The concept 
of the prescribing cascade is in the category of of the prescribing cascade is in the category of 
inappropriate medication use. The prescribing cascade inappropriate medication use. The prescribing cascade 
often begins when the side effects of a medication are often begins when the side effects of a medication are 
misinterpreted as new symptoms of an illness, leading misinterpreted as new symptoms of an illness, leading 

to the addition of another medication to the patient’s to the addition of another medication to the patient’s 
regimen. Although the exact prevalence of the regimen. Although the exact prevalence of the 
prescribing cascade is unknown, it poses significant prescribing cascade is unknown, it poses significant 
morbidity and mortality risks, particularly for older morbidity and mortality risks, particularly for older 
patients.patients.

Therefore, more attention is required when Therefore, more attention is required when 
initiating and prescribing medications to older initiating and prescribing medications to older 
patients to prevent the prescribing cascade. In this patients to prevent the prescribing cascade. In this 
study, we present a case in which the prescribing study, we present a case in which the prescribing 
cascade, resulting from inappropriate medication use, cascade, resulting from inappropriate medication use, 
negatively affected functionality and quality of life.negatively affected functionality and quality of life.
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CASE REPORT

A 75-year-old female patient with a history of 
Parkinson’s disease, dementia, bipolar disorder, 
and diabetes mellitus was admitted to our geriatric 
outpatient clinic with complaints of bradykinesia and 
inability to walk. The patient was accompanied by her 
daughter and arrived in a wheelchair. The patient had 
been diagnosed with bipolar disorder for ten years, 
Parkinson’s disease for five years, diabetes mellitus 
for five years, and dementia for four years. She had 
been experiencing difficulty walking for about two 
years and was unable to move independently without 
assistance from her relatives. For about two years, 
her introverted behavior, lack of motivation, and 
refusal to eat and drink worsened every three or four 
weeks and then somewhat improved. On physical 
examination, the patient was introverted, oriented, 
and cooperative. Neurological examination revealed 
no lateralizing findings, resting tremor, cogwheel 
rigidity, or bradykinesia. She exhibited a blank stare, 
but responded when spoken to. She was assisted to 
perform a few small steps with support. The Katz 
Index of Independence in Activities of Daily Living 
(ADL) score was 0 out of 6.4 The Lawton-Brody 
Instrumental Activities of Daily Living Scale (IADL) 
score was 0 out of 8.5 The patient’s relatives reported 
no memory complaints but mentioned that she had 
become increasingly withdrawn and did not want to 
talk to others. The patient had been taking olanzapine 
10 mg/d for ten years, haloperidol drops 0.5-1 mg/d as 
needed, memantine 10 mg/d for four years, donepezil 
5 mg/d for two years, duloxetine 60 mg/d for two 
years, fesoterodine fumarate 8 mg/d for two years, 
and metformin 1000 mg/d for five years. After being 
diagnosed with bipolar disorder ten years ago, she 
was started on olanzapine and the dose was gradually 
increased from 5 mg/d to 10 mg/d. About five years 
ago, she was diagnosed with Parkinson’s disease and 
started on antiparkinsonian medication, but it was 
discontinued due to vomiting, sleep disturbances, and 
confusion. Four years ago, following complaints of 
hallucinations, inability to recognize relatives, and 
disorientation within the house, she was diagnosed 
with dementia and started on memantine 10 mg/d. 
Concurrently, due to the development of depression, 
duloxetine was initiated. During this period, the patient 
was able to move indoors with the aid of a walker. 
Two years ago, donepezil was added to the dementia 
regimen. The patient had urinary incontinence despite 
mobilization with a walker, attributed to functional 

limitations. Other etiological causes were excluded. 
Two months after the initiation of donepezil, an 
increase in urinary incontinence was observed. 
Subsequently, fesoterodine fumarate was prescribed.

The laboratory tests did not reveal any 
abnormalities. Her blood glucose level was 122 mg/dL 
and her HbA1c level was 5.8% while on metformin. 
A previously performed brain magnetic resonance 
imaging (MRI) showed ischemic-gliotic foci and 
atrophy consistent with age. The Mini-Mental State 
Examination (MMSE) score was 22 out of 30, and 
the Yesavage Geriatric Depression Scale (YGDS) 
score was 11 out of 15.6,7 After this extensive workup, 
bipolar depression and a prescribing cascade were 
considered in the patient. Gradual discontinuation of 
inappropriate medications was planned. During the 
first evaluation, memantine, haloperidol drops used as 
needed, fesoterodine fumarate, and metformin were 
discontinued. The olanzapine dose was reduced to 5 
mg/d, and donepezil and duloxetine were continued. 
After one week, no clinical changes were observed, 
and donepezil was discontinued. One week after 
discontinuing donepezil, the patient’s appetite slightly 
improved, and her gaze became more attentive. She 
was able to walk with the support of her relatives. 
Olanzapine was reduced to 2.5 mg/d, and duloxetine 
was continued. Two weeks later, during reassessment, 
the patient was observed to be walking with a walker. 
Her appetite and mood improved, and she had a more 
attentive gaze. She was more engaged in conversations. 
The ADL score increased 4 out of 6 (independent on 
transfer with a walker, feeding, dressing, and toileting; 
dependent on bathing and urinary continence) , and 
her IADL score remained 0 out of 8.4,5 The patient, 
who was followed up in our outpatient clinic for 
six months, did not experience any issues related 
to medications, and despite the olanzapine dose not 
being increased, the psychiatric symptoms associated 
with bipolar disorder remained stable.

DISCUSSION

BMS poses a diagnostic and therapeutic chaIn this 
case, we aimed to highlight the effects of inappropriate 
medication use and the prescribing cascade in an older 
adult with bipolar disorder. Older patients are often at 
the highest risk of experiencing a prescribing cascade 
due to multimorbidity.8 In particular, the medical 
management of mental illnesses, which become more 
prevalent with age, may lead to this inappropriate 
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medication use.
Long-term use of high-dose antipsychotic 

medications is associated with an increased risk of 
falls and death in the older population.9 Additionally, 
individuals with bipolar disorder, regardless of 
age, are at an increased risk of adverse effects from 
antipsychotic medications and may be exposed 
to a prescription cascade.10 This case exhibited 
Parkinsonian symptoms as a consequence of prolonged, 
high-dose antipsychotic exposure. Long-term use of 
antipsychotic medications has been associated with 
the potential for cognitive impairment. Studies suggest 
that prolonged exposure to antipsychotics, particularly 
at higher doses, may contribute to deficits in cognitive 
domains such as memory, executive functioning, and 
attention.11 Additionally, structural brain changes, 
such as reductions in cortical and subcortical volumes, 
have been reported in some patients on chronic 
antipsychotic therapy, further raising concerns about 
their impact on cognition.12

The concurrent cognitive and functional decline 
associated with chronic high-dose antipsychotic use 
led to a misdiagnosis of dementia, resulting in the 
inappropriate administration of memantine, an anti-
dementia drug, and donepezil, a cholinesterase inhibitor. 
These drugs are effective in managing symptoms of 
dementia and are associated with several common side 
effects in older patients, including nausea, vomiting, 
loss of appetite, insomnia, hallucinations, depression, 
agitation, anxiety disorders, and frequent urination.13 

Because of these side effects, it is necessary to 
closely monitor patients after initiating cholinesterase 
inhibitors in this population. In our case, depression 
and urinary incontinence developed after initiating the 
antidementia medication. To address these symptoms, 
duloxetine and fesoterodine fumarate were prescribed, 
and then the patient experienced severe functional 
impairment. The side effects of these drugs in this case 
were mistaken as signs of diseases, and treatment with 
other medications led to polypharmacy. As a result, 
physicians need to pay close attention to adverse drug 
reactions when prescribing new agents, especially in 
older adults with mental disorders. 

This case highlights the need to closely monitor 
older adults with mental health problems taking 
multiple medications for adverse drug reactions. The 
frequency of monitoring should be individualized 
according to the patient’s risk factors and treatment 
response. It also contributes to increased awareness 
among healthcare professionals and caregivers of the 
prescribing cascade among these individuals.
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