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Abstract

Deprescribing aims to reduce polypharmacy and inappropriate medication use. Both
General Practitioners (GPs) and older adults have expressed a willingness to consider
deprescribing. However, deprescribing is often deferred in practice. The aim of this
study was to identify factors which influence GP and older adult decisions about
deprescribing in primary care. Semi-structured interviews were used in this qualitative
study, conducted in a regional area in Australia. Participants included GPs and adults
aged 65years or older, using five or more medications and living independently in
the community. Data were collected between January 2018 and May 2019. Thematic
analysis was used to analyse the verbatim transcribed interviews using NVivo 12. A
total of 41 interviews were conducted, 25 with older adults and 16 with GPs. Four key
themes influenced deprescribing decisions: views of ageing, shared decision-making,
attitudes toward medication use and characteristics of the health care environment.
Discussions of deprescribing were limited by the influence of negative stereotypes
toward age and ageing, a lack of older adult participation in shared decision-making,
a positive attitude towards ongoing medication use and perception of the normality
of using medications in older age. Time constraints, poor communication about
prescribinginformation and unclear rolesregarding responsibility for deprescribing also
prevented discussions. Continuity of care, involvement of older adults in medication
reviews and GPs who asserted their generalist role were the main factors which
promoted discussion of deprescribing. GPs are well placed to discuss deprescribing
with their older patients because they are trusted and can provide continuity of care.
Actively encouraging and involving older adults in medication reviews in order to
understand their preferences, supports shared decision-making about deprescribing.
Active involvement may also reduce the influence of negative views of ageing held by
both older adults and GPs.
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deprescribing, general practice, older adult, polypharmacy, practice-based evidence, shared
decision-making
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1 | INTRODUCTION

Many health systems in the world are facing the growing pub-
lic health challenge presented by polypharmacy (World Health
Organization., 2019). Australia has one of the highest rates of polyp-
harmacy use amongst older adults aged 65 or older (Page et al., 2019).
Polypharmacy, commonly defined as the use of five or more medica-
tions, may be appropriate and deliver an overall benefit to older adults
with multiple morbidities (Duerden et al., 2013; Lee et al., 2020).
However, compared to younger populations, polypharmacy use in older
age groups results in a higher risk of preventable medication-related
adverse events, resulting in poor health outcomes (Assiri et al., 2018).
Additionally, the burden of managing complex medication regimens is
high and may negatively impact quality of life (May et al., 2009, 2014).

Deprescribing or ceasing medications aim to reduce inappropri-
ate polypharmacy use and is most commonly recommended in the
context of older adult medication management (Reeve et al., 2015;
Scott et al., 2015). Interventions to promote deprescribing mostly
focused on the use of comprehensive medication reviews have
resulted in small decreases in mortality and a reduction in the use
of potentially inappropriate medications (Bloomfield et al., 2020).
Recent quantitative studies indicate that the majority of General
Practitioners (GPs) are comfortable to deprescribe medications
for older adults (Carrier et al., 2019; Gillespie et al., 2019b) and
that most older adults are willing to consider deprescribing (K. R.
Weir et al., 2021). However, rates of polypharmacy and inappropri-
ate medicine use have continued to increase, suggesting that de-
prescribing is not yet widely implemented in practice (Ailabouni &
Reeve, 2019; Ronquillo et al., 2018). This study aimed to explore the
factors which influence GP and older adult decisions about depre-
scribing in primary care in order to understand why prescriber and
older adult willingness to deprescribe do not translate into action.

The objective is to inform changes in practice.

2 | METHOD

The COREQ Checklist was used to guide the reporting of this study
(Tong et al., 2007). The work was conducted as part of a mixed meth-
ods research project examining deprescribing from the perspective
of older adults and GPs (Gillespie et al., 2019a, 2019b). Following
initial surveys, a qualitative design was chosen to allow an in-depth
exploration of initial findings including attitudes and practices related
to deprescribing and shared decision-making. Semi-structured inter-
views were selected because of the importance of gathering individ-

ual, detailed accounts from participants (O'Leary, 2017).

2.1 | Researchteam

The three-member research team were all female. The lead investi-
gator, a PhD candidate with previous qualitative research experience
and a background in Nursing and Public Health was responsible for
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What is known about this topic

e Compared to younger populations, polypharmacy use in
older age groups results in a higher risk of preventable
medication-related adverse events with potentially poor
health outcomes.

e Rates of polypharmacy and inappropriate medicines use
in older adults have continued to increase.

e Deprescribing as an intervention is not yet widely

implemented in practice.

What this paper adds

e Deprescribing decisions were limited by the influence of
older adults and GP negative stereotypes towards age
and ageing. Opportunities for shared decision-making
were missed. Attitudes towards medication use favoured
ongoing prescribing and key health system barriers
worked together to limit discussions of deprescribing.

e Implications for practice include active involvement
of older adults in medication reviews to facilitate
shared decision-making and opportunities to consider

deprescribing.

data collection and the development and application of the coding
scheme to the data. The remaining two researchers were academics
with extensive qualitative research experience; one with 25years'
experience as a pharmacist, the second with a background in nurs-
ing, social anthropology and public health.

The study was approved by the University of Wollongong/
Illawarra Shoalhaven Local Health District Health and Medical
Human Research Ethics Committee (#HE15/086). All participants
were provided with written information about the study which was
described as being part of a PhD program designed to improve med-
ication management for older adults. Written consent was obtained

(or verbal in the case of telephone interviews).

2.2 | Study setting, participants and sampling
A geographic area, the lllawarra Shoalhaven, was selected for the
study comprising a major regional city and surrounding rural areas,
south of Sydney, Australia. The demographic profile of residents
of the area broadly reflects Australia as a whole, including the
percentage of people aged over 65 years, socio-economic status and
provision of and utilisation of GP services (Ghosh et al., 2013).
Autonomous, community-living older adults were chosen as the
target group as they make up the majority of the older population
in Australia (Australian Institute of Health and Welfare, 2018). GPs
were selected as they are the group of health professionals most
involved in ongoing medication management for older adults living
in the community (Britt et al., 2016).
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Convenience sampling was employed to recruit initial partici-
pants. GPs were recruited via professional networks by telephone
or email. Four were known to the interviewer either professionally
or socially. Older adults were recruited via pharmacies and commu-
nity groups to participate in the initial survey phase. Respondents
were subsequently invited to participate in the qualitative phase.
Seven were known to the interviewer socially. Snowballing was used
to reach additional GP and older adult participants willing to partic-
ipate. We aimed to recruit diverse samples of both GPs and older
adults regarding gender, varying ages or levels of experience and
from different locations, as determined by the socio-economic sta-
tus of the area. Older adults were selected based on three additional
criteria: aged 65years or older, living independently in the commu-
nity and taking five or more medications. It was not a requirement

that they were a patient of one of the included GPs.

2.3 | Data collection

Separate interview question guides were developed for the older
adult and GP samples (see supplementary file A—Older Adult
Interview Guide and supplementary file B-GP Interview Guide).
These guides were based on the results from the two earlier quan-
titative studies (Gillespie et al., 2019a, 2019b) and other literature
which explored older adult or GP attitudes and practices towards
deprescribing (Anderson et al.,, 2014; Anthierens et al., 2010;
Linsky et al., 2016; Moen et al., 2010; Reeve et al., 2013; Schuling
et al., 2012). Each guide was pilot tested with one GP and one older
adult and refined prior to the interviews. Interviews with older
adults were conducted from January to October 2018. GP inter-
views took place between November 2018 and May 2019.

All 25 older adult interviews were conducted in their own home.
Three spouses were present during some of the interviews but did
not participate. Of the 16 interviews conducted with GPs, eight
were in person and the remainder via telephone, which was a more
convenient option for some participants. Interviews ranged in length
from 17 to 53min and field notes were taken following the inter-
views. Data saturation was achieved with both groups with no new
material arising in later interviews. Interviews were audio recorded
with permission, transcribed verbatim anonymised and checked for
accuracy.

2.4 | Analysis

All transcripts were analysed alongside field notes using thematic
analysis (Braun & Clarke, 2006; Clarke et al., 2015). NVivo 12 was
used to manage the data and assist in the coding process (QSR
International Pty Ltd, 2018). Codes were developed inductively by
the lead author using an iterative process, reflecting on the develop-
ment and allocation of codes across the entire data set throughout
the analysis process (Nowell et al., 2017). An example of a coded
transcript is included in box 1 to demonstrate the coding technique.

BOX 1 Example of the coded transcript

Example of coded transcript GP 1 (2years experience)
Transcript Codes

Participant: If things are going well, Challenge: Maintain

that's really hard where the
patient's happy, fit, healthy, just
coming in for the annual review,
for their scripts or something
like that, and there's like one
you're thinking, “Oh, you
probably don't need to be on
this.” But—I suppose—well, if it's
been prescribed by a specialist
and they're only really seeing
specialists for ongoing scripts,
sort of having that power play
between—I think you don't need
to be on this but your specialist
is saying that you should be—
who's actually right in that
instance?

Researcher: And how would you

negotiate that, if you felt
strongly about stopping?

Participant: If | knew the specialist,

sometimes | communicate with
them directly, either through
letter or phone if you're happy
to chat to them. Sometimes |
talk to the patient and | say,

“In this letter, I'm just going to
say—talk with them about this
at the next appointment,” when
I'm redoing the referral. | don't
think I'd stop it and not talk to
them. That's a bit hard and not
professional either

status quo or
deprescribe?

Hierarchy of
prescribers.

Confusion about
deprescribing
responsibilities

Exploration of GP
and specialist
treatment goals
only.

Communication
between GP
and specialist
facilitated by
familiarity.

Not willing to
deprescribe
meds prescribed
by others

Deferring
deprescribing
responsibility
for action to
older adult with
specialist.

Coded text was reviewed and organised into themes that repre-
sented a discrete core idea or concept based on similarities, patterns
and/or relationships between codes (Clarke et al., 2015). The team
met weekly to review the coding scheme and discuss and reach a

consensus regarding the themes.

3 | RESULTS
3.1 | Description of participants

A total of 41 interviews (16 GPs and 25 older adults), were con-
ducted. Table 1 describes the participants' characteristics. Within
the GP sample, the larger number of males and high numbers of
very experienced GPs reflect similar patterns in the Australian GP
workforce (Britt et al., 2016). Similarly, the number of older adult
participants born in Australia is comparable to nationwide figures
(Australian Institute of Health and Welfare, 2018).
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TABLE 1 Participant characteristics

Participants

GPs (n = 16) Male 10
Female 6
SEIFA decile of practice
High 6
Low 10

Years of experience

<6 6

6-20 1

21+ 9
Older adults Male 11
(n =25) Female 14

SEIFA decile of residence

High 11

Low 14

Age range 67-95years
Median age 79years

Country of birth

Australia 18
UK/Ireland 5
Europe 2

Number of daily Median 10, Range
medications 5-25

Self-reported health status

Poor

Fair 4
Good 10
Very good 9
Excellent 1

Self-reported quality of life

Poor 0
Fair

Good 6
Very good i3
Excellent 2

Abbreviation: SEIFA, socio-economic indexes for areas.

Most older adults reported excellent or very good quality of life
(n = 16) with fewer reporting excellent or very good health (n = 10).
A median of 10 medications was used (range 5-25). Those in higher
socio-economic areas were all born in Australia and were more likely

to be taking more medications.

3.2 | Major themes

Four key themes illustrated the factors that influence decisions
about deprescribing for older adults using polypharmacy in
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Australia (see Figure 1). These included: views of ageing, shared
decision-making, attitudes toward medication use and health sys-

tem factors.

3.3 | Views of ageing

Both GPs and older adults presented largely negative views toward
age and ageing. For example, the study was described to participating
GPs as being about medication management in the context of polyp-
harmacy use for their patients aged 265 or older. However, during the
interviews, GP's responses focused on their frail older patients men-
tioning dementia, cognitive loss or confusion, physical limitations, and
the need for informal caregivers. Whilst these characteristics are true
for some older adults and would complicate decision-making, they are
not typical of the majority of older adults who remain relatively healthy
and independent, even when using polypharmacy.

‘I think generally with older patients, it's a longer con-
sult, -- it takes longer to get them in the room and
to get them comfortable. And then, also making sure
that things are understood’. GP ID 5.

Additionally, most GPs discussed the concerns they held about
their older patients' medication management capabilities. They de-
scribed their older patients as being forgetful and non-compliant. They
suggested that their older patients had limitations in their ability to
understand and remember information about their medications. GP
communication strategies appeared to be coloured by these negative
views and were often described as a one-way transfer of information

rather than a collaborative discussion.

‘You're looking at not necessarily good compliance,
so you have to be very careful with the instructions
that you give them because they don't necessarily
know. When you give an instruction, they may not
really understand it, so you've got to be very clear
what you're saying because they'll often come back
and haven't been taking it the way that you've in-
structed.’ GP ID 12.

A more nuanced view of their older patients' limitations was
sometimes presented by experienced GPs. These GPs acknowl-
edged the challenges faced by older adults including poor commu-
nication of medication changes during hospitalisations and from
specialists, the potential for confusion resulting from the use of
generic medication brands and lack of information when medica-
tions were packaged in blister packs. However, only four GPs, who
were more positive about their older patients' capabilities, noted
techniques they employed to actively engage their older patients in
decision-making, taking time to hear and respect their preferences.
They explained the risks and benefits of medications and entered
into a dialogue with patients.
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Theme 1 Theme 2

Views of ageing Shared decision making

Subthemes Subthemes
# GP views of ageing s Trust
* Older adult views of ageing " Older adult perceptions of

limited medical knowledge

# Older adult participation in
medication reviews

FIGURE 1 Themes and subthemes.

‘So it's also what the person wants as well as what |
want and so we negotiate something that we can both
live with... Explain the good effects and the bad ef-
fects of a medicine to the person, their likelihood of
getting good effects, their likelihood of getting bad
effects, and then seeing what they want. GP ID 11.

Older adults were sometimes complicit in perpetuating a nega-
tive view of ageing, marked by emphasising their own experience of
a progressive loss of role and purpose, lack of hope, deterioration and
limitations.

‘And you have the conversation and as we're getting
older, we forget.’ Older adult ID 4, aged 67.

‘I can tell I'm getting old, every year it brings on—I'm
not as good as | used to be and | can't do what | used
to do.” Older adult ID 17, aged 79.

‘I think it's more on the downhill slide at my age.
Older adult ID 13, aged 80.

‘I'm sitting here, I'm useless’. Older Adult ID 20, aged 95.

However, some voiced their irritation when GPs treated them as
though they were less capable or less worthy of treatment because
of their age, demonstrating their awareness of negative views about
ageing within healthcare encounters.

‘I've changed GPs in the beginning of the year because
| wasn't happy with the GP | was seeing. Everything as
far as she was concerned was down to age.... | didn't
feel | was ready to be discarded quite yet.’ Older adult
ID 8, aged 82.

Theme 3 Theme 4

Attitudes toward Health-system factors

medication use

Subthemes Subthemes

# Older adult attitudes *
toward medication

Disruptions to continuity of
care and communication

LSSl * Prescribing status of GPs

S GP attitudes toward versus specialists

medication use ” Limited time in
consultations

3.4 | Shared decision-making

Older adult participation in shared decision-making was influenced
by the role of trust, perceptions of limited medical knowledge and
limited opportunities to participate in shared decision-making during
medication reviews.

341 | Trust

Both GPs and older adults saw interpersonal trust as a fundamen-
tal facilitator of frank discussions about medications. Trust enabled
older adults to share openly their concerns and share personal in-
formation, including treatment goals and/or end-of-life preferences.
Trust was also necessary because of the complexity and uncertainty
of deprescribing decisions in the context of managing multimor-
bidity. Components which contributed to trusting relationships in-
cluded the length of time that older adults had been seeing the same
GP, repeated positive experiences of care and their GPs' perceived
medical expertise.

However, most older adults noted that their trust in their GP re-
sulted in them choosing not to participate in shared decision-making,
adopting a passive approach and deferring medication decisions to
their GP.

‘| take my—whatever they've given me -it's trust re-
ally, a trust issue. It's a definitely trust issue, because
if | wouldn't trust these doctors, | probably would
have questioned it more often. But until now, they
have done the right thing, I'm feeling okay, I'm feeling
good.’ Older adult ID 18, aged 78.

GPs did not mention this negative effect of trust on shared
decision-making. They perceived that a social norm of trust influenced
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their older patients, as suggested by GP ID 5, ‘(they) were bought up
in...a culture of respect for GPs’. They understood this to be why patients
were not worried to accept and follow their advice without question.
In the absence of trust, GPs were reticent to discuss deprescribing for
fear that their older patients would reject their suggestion.

3.4.2 | Perceptions of limited medical knowledge
Older adults were aware of their own inadequate medical knowl-
edge compared to their GP and for some, this contributed to a reluc-
tance to initiate discussions about medications and deprescribing.

‘I—not ask him if | should be stopping any minute - |
trust that he knows best because I'm not a medical man,
and | - never tried to be.’ Older adult ID 21, aged 86.

This even resulted in instances where they followed their GP's ad-
vice even when they knew from knowledge based on personal experi-

ence that it was likely to be incorrect.

“Well, | don't want you to take Lisinopril anymore”...|
didn't like that idea, but | did it and it didn't work. So,
| didn't say too much... | just said, “All right then. So,
yeah, they're the doctor. I'm not a doctor... I'm not one
to interfere with things that | shouldn't interfere with.’
Older adult ID 3, aged 72.

Despite regarding themselves as having no medical knowledge,
evidence of lay knowledge was demonstrated by the participants' ac-
counts of how they understood and managed their health problems
and medications between consultations. Older adults also actively
gathered information about their medications from healthcare provid-
ers, lay sources, such as various forms of media, family and friends and
the Internet.

‘Well...you pick up Google, don't you? And you look for
reliable - as far as you know - thing and read it. But it
gives me the basis for asking a question.... Not believing
everything they say by any means, but giving me a bit
more understanding’. Older adult ID 9, aged 87.

Notably, the majority of older adult participants mentioned search-
ing the internet for information about their medications whilst GP par-

ticipants thought that they rarely used the Internet at all.

3.4.3 | Participation in medication reviews

Both older adults and GPs noted that the use of medication reviews
varied and as a result opportunities for participation in shared decision-
making during reviews were often missed. Only six older adults de-
scribed how their GP conducted regular, comprehensive medication
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reviews, either during a consultation, with the practice nurse or via
a home medicines review. These older adults explained how reviews
enabled them to express their medication preferences and concerns.
Others were less certain that their GP ever reviewed their medica-
tions, or described ad hoc reviews that did not involve them.

‘We talk about the medications... she sort of runs
through them all, but she doesn't necessarily talk
about them all, you know what | mean? | think she just
sort of seems to accept that if things are going okay
that we'll stick with that.’ Older adult ID 11, aged 88.

GP responses supported the lack of a consistent approach to med-
ication reviews. Descriptions varied as to who conducted the review
and how often. GPs noted that reviews varied from desktop reviews
with no patient involvement to comprehensive medication reviews

with the active encouragement of older adult participation.

3.4.4 | Attitudes towards medication use
Medication use was an accepted and expected aspect of ageing for
both older adults and GPs, as expressed in the following quotes;

‘It's (medication use) a mark of being elderly’ Older
adult ID 1, aged 70.

‘You're never going to be painless at 74". Older adult
ID 7, aged 74.

‘So there always seems to be something going wrong,
and one of the ways of treating health conditions is
using medication’. GP ID 2.

Older adults perceived that their medications were necessary and
beneficial for the protection and promotion of their health, as well as
the extension of their independence and life. The continued prescrib-
ing of their medications also implied that they were still necessary. In
light of this attitude, the idea of stopping medications appeared unwise
and unlikely and generated fear for some participants.

‘I firmly believe that all these medicines are keeping
me alive. So, something drastic has got to happen to
stop one of them’. Older adult ID 24, aged 78.

The burden associated with polypharmacy use, such as the incon-
venience of complex daily medication regimes, side effects and cost
were also described by the older adults. However, these burdens were
considered in light of the overall perceived benefit of ongoing medica-
tion use, which is why many accepted inconvenience in order to gain

the perceived benefits from medication use.
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‘| get fed up with it. | think | rattle. But anyway it's a
means to an end, if it works, it's good'. Older adult ID
8, aged 82.

Like older adults, GPs described similar benefits of medication
use including increased life expectancy, improved health and quality
of life outcomes. GPs were also concerned about managing side ef-
fects, adherence and negative consequences for themselves if others
such as specialists or family members disapproved of their deprescrib-
ing decisions. They commonly described their older patients as being
fearful of stopping medications and noted patient expectations of on-
going medication benefits. When considering deprescribing, GPs were
sometimes unclear about what could be deprescribed and what the

outcome might be.

‘Sometimes it's very challenging if somebody has got
multiple conditions and they're on multiple medica-
tions, treating different things. Sometimes you just
think, “Well, it can be hard to stop anything.” GP ID 13.

GPs also noted the challenge of optimising medication regimens

and of finding an acceptable outcome.

‘I'm asking myself and you can ask the patient, “Do
you mind having slightly puffy ankles or kidneys that
don't work?” GP ID 15.

3.4.5 | Health system factors
This study highlighted that the GP's role to coordinate medication
regimens between prescribers and across healthcare settings is an
important facilitator of medication management and such continuity
of care was valued by older adults. However, a number of factors
undermined the effectiveness of this role. These included: poorly
coordinated and incomplete communication of medication informa-
tion between healthcare providers, a lack of clarity for the GP to
act within their generalist role to make deprescribing decisions and
limited time to provide comprehensive, person-centred medication
reviews.

GPs expressed a sense of powerlessness to prevent polyphar-
macy when multiple specialists were involved. A lack of continuity

of care results in poor communication about medication regimens.

‘Things are getting out of hand with all the different
specialists.... it's just causing more and more problems
because each specialist looks at one thing and they
often don't know what all the other ones are doing so
you just see all these medications started and you just

know that's going to cause problems’. GP ID 4.

Less experienced GPs also mentioned that they preferred to avoid
deprescribing medications prescribed by others, with one describing

this area as a ‘power play’ (GP ID 1). This was reflected in the comments
from an older adult who was asked by his GP to refer deprescribing

decisions to his specialist.

‘He's a bit reluctant to, sometimes. He's a bit reluc-
tant to change what they've changed. He says, “Oh,
no, | think I'm going to leave it for them. Talk to them”’.
Older Adult ID 2, aged 69.

However, most older adults expressed a greater level of trust in
their specialists whom they perceived had higher status and expertise
compared to their GP. As a result, they did not believe GPs could stop
medications originally prescribed by a specialist.

Limited time in consultations influenced both GP and older adult
decisions to raise discussions about deprescribing. GPs sometimes
deferred these conversations to subsequent consultations or asked
patients to return for follow-up consultations to address deprescrib-
ing separately. Similarly, some older adults were deterred from rais-
ing medications concerns or asking for more medication information

because of an awareness of time pressures.

‘| think they write it and they tell you, you need to
be taking this. | mean - and | think they're time-poor.
They're pushing you through, so you really don't get
very much information’. Older Adult ID 4, aged 67.

4 | DISCUSSION

This study investigated the factors which influence deprescribing
decision-making within medication management for older adults in
primary care in Australia. It found that negative stereotypes toward
age and ageing, positive attitudes toward polypharmacy use and
health system barriers mostly worked together to limit opportunities
for shared decision-making about deprescribing. These findings help
to explain why there is a persistent gap between the intention on the
part of GPs and willingness on the part of older adults to consider
deprescribing and actual deprescribing action in practice.

Many GPs' ageist and generally negative views of their older
patients' capabilities and trustworthiness to manage their medica-
tions impeded initiation and participation in shared decision-making.
Communication about medications was mostly described as a one-
way delivery of information. GPs' perceptions of their patients' will-
ingness or capability to be involved in decisions may not reflect their
patients' real preference or level of functionality but may be shaped
by the GP's own negative stereotypes. This result is not unexpected
as ageism in healthcare is prevalent (Sdo José et al., 2019). Similar ef-
fects of ageism on shared decision-making were reported in a recent
nationwide Korean study which demonstrated that older adults are
less likely to be included in decision-making because of the negative
stereotypes held by health professionals (Shin et al., 2019).

Older adults' own ageist views, trusting attitudes and lack of con-
fidence in their own knowledge about their health and medication
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use often led to passive involvement in shared decision-making.
These findings provide further insight into why the majority of older
adults prefer leaving deprescribing decisions to their doctor, as doc-
umented in an earlier Australian study (Weir et al., 2017). Other
earlier work illustrates that older adults are more likely to adopt ex-
pected behaviours that typify a stereotyped view of an older person
during consultations, for example, becoming dependent and compli-
ant (Wyman et al., 2018). In this way, older adults contribute to their
own disempowerment, as they take on ageist views, conforming to
the behaviour they believe is expected, thus shaping their own per-
ception of their capability (Hausknecht et al., 2020).

An additional factor contributing to a lack of shared decision-
making was the GPs' limited awareness of the extent of their older
patients' knowledge and knowledge-seeking behaviours. Despite
confidently applying this knowledge to manage their medications
between consultations, older adults generally deferred to their GP's
greater medical knowledge and experience during consultations.

These findings have important ramifications for the current em-
phasis on person/patient-centred deprescribing processes (Le Bosquet
et al., 2019; E. Reeve et al., 2014) and shared decision-making within
deprescribing (Jansen et al., 2016; Mangin et al., 2019; Pickering
et al., 2020). They suggest that prescriber assumptions about their
older patients' capability and older adults' own view of their lack of
capability may inhibit the application of patient-centred deprescribing
process, including shared decision-making about deprescribing.

The emphasis on the benefits of medication use expressed by
both older adults and GPs created a bias toward prescribing new
or continuing existing medications. Concurrently, uncertainty and
sometimes fear about deprescribing outcomes undermined con-
siderations of the benefit of deprescribing. This bias towards main-
taining the status quo resulting in ongoing medication use reflects
the results of studies conducted elsewhere (Reeve et al., 2022). For
example, GPs in Denmark were more likely to decide to continue
medications because of ambiguity about the appropriateness of
deprescribing (Nixon & Vendelg, 2016). Similarly, older adults in a
Canadian study were more likely to want to continue their medi-
cations. They externalised medication-related harm to other older
adults, believed well-being in later life is reliant on the use of a per-
sonalised medication routine and that age-related illness is common
in later life (Ross & Gillett, 2020).

The positive views toward ongoing medication use discussed by
both older adults and GPs led to a pragmatic approach to decision-
making. Medication benefits were assessed alongside the com-
plexity of managing multiple morbidities and the possibility of poor
medication outcomes. In practice, this meant that both older adults
and GPs worked toward a goal of satisficing or finding a solution
that was good enough rather than optimising medication regimens.
Sinnott et al. (2015) have previously used the term satisficing to de-
scribe how GPs make decisions when prescribing for multimorbid
patients. Satisficing makes sense in the context of deprescribing as
it is a strategy to manage decision-making when there are multiple
decision criteria and significant uncertainty (Hafenbradl et al., 2016).
What was not clear in this study is if older adults and GPs ever
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discussed the compromises on goals of care they were each mak-
ing in order to find an acceptable medication regimen. This requires
further study.

Time constraints, communication and continuity of care dis-
ruptions, uncertainty about deprescribing responsibilities and the
status of specialists compared to GPs, were key factors within the
healthcare environment that undermined GPs' ability to depre-
scribe. A recent review confirms the influence of these factors on
clinical practice (Reeve et al., 2022). Opportunities for older adults
to share their medication concerns, preferences or discuss medica-
tion burden were often missed as the nature of medication reviews
varied and did not always include older adults in the discussion. The
experience of and attitude towards medicine use is unique and dy-
namic, as health and circumstances change (Le Bosquet et al., 2019).
This suggests that the involvement of older adults in regular medica-
tion reviews should be routine. Ideally, decision-making to identify
appropriate deprescribing takes into account a person's healthcare
goals, their environment and quality of life, including the burden of
treatment, alongside the GP's own goals of care. Taking into account
the older adult's view is necessary to avoid contextual errors where
a GP may overlook elements that are essential to appropriate treat-
ment (Weiner et al., 2010).

GPs are well placed to provide individualised medication man-
agement, including deprescribing because of their positioning
as generalists within the healthcare system and their ability to
provide continuity of care (Heaton et al., 2016; Joanne Reeve &
Bancroft, 2014). Continuity of care was found to be important to
support the development of trust. Over time, older adults devel-
oped a trust in the expertise of their GP. This trust was particularly
important when outcomes from deprescribing were uncertain.
However, whilst trust sometimes facilitated deprescribing discus-
sions and shared decision-making, at other times it resulted in older
adults adopting a passive approach or a choice to trust their spe-
cialist's view. Previous deprescribing studies also note that trust
can act as a barrier to patients' questioning (Belcher et al., 2006;
Amy Linsky et al., 2017; Schopf et al., 2017). Furthermore, trust
has been shown to decrease patient involvement in shared
decision-making (Blumenthal-Barby, 2017). GPs only noted the
benefits of trust to support deprescribing discussions and did not
demonstrate an awareness that trust may also undermine shared
decision-making.

4.1 | Practice implications

Shared decision-making in the context of deprescribing is important
in order to establish patient preferences and goals and consider these
alongside the GP's own goals (Jansen et al., 2016). Involving older
patients in comprehensive, regular medication reviews, where they
are prompted to express their preferences is a practical approach
to facilitate shared decision-making and is a foundation of person/
patient-centred deprescribing processes (Le Bosquet et al., 2019;
Reeve et al., 2014).
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Older adults were shown to be curious and keen to develop their
own understanding of their medications. Further work is needed to
identify relevant information gaps that older adults would like ad-
dressed in order for them to better understand when deprescrib-
ing is appropriate. This may give them greater confidence to discuss
deprescribing in consultations, address fears and help to establish

realistic expectations of the benefit of medication use.

4.2 | Limitations

Older populations are not homogenous, however, we were limited in
our ability to capture all aspects of diversity. For example, were we
not able to account for cultural diversity as those from non-English
speaking backgrounds were excluded because interviews were
conducted in English, with no interpreter service offered. Only two
frail older adults participated. We did attempt to capture a diverse
sample in regards to socio-economic status and location across rural
and urban areas. Similarly, with GPs, the sample did represent a

diverse range of levels of experience.

5 | CONCLUSION

The gap between positive intentions to deprescribe and actual dis-
cussions of deprescribing is explained by a combination of factors.
These include: negative attitudes toward ageing, limited participa-
tion in shared decision-making, a preference for ongoing medication
use and health system factors such as limited time in consultations,
poor communication about current medications and sometimes
poor relationships between prescribers. However, GPs are best
placed to be able to explore patient preferences regarding depre-
scribing because of the trust and long-term nature of most interac-
tions between themselves and their older patients. This remains true
regardless of their older patients' willingness to engage in shared
decision-making. Medication reviews provide an excellent opportu-
nity to encourage older adults, including those who prefer to take a
passive role in decision-making, to share their medication concerns
and goals of care. This is a necessary step in determining the appro-

priateness of deprescribing.

AUTHOR CONTRIBUTIONS

RG designed the research project, completed all data collection, con-
ducted data analysis and wrote the first draft of the manuscript. JM
and LH supervised and guided the research design and data analysis
and interpretation processes and commented on drafts and revi-
sions of the manuscript. All authors agreed to the final manuscript.

ACKNOWLEDGEMENTS

We thank all who participated in the interviews for this study. Open
access publishing facilitated by University of Wollongong, as part of
the Wiley - University of Wollongong agreement via the Council of
Australian University Librarians.

FUNDING INFORMATION
This research has been conducted with the support of the Australian

Government Research Training Program Scholarship.

CONFLICT OF INTEREST
The authors declare they have no known conflicts of interest to
declare.

DATA AVAILABILITY STATEMENT

The transcripts of interviews analysed in the preparation of this
paper are not publically available as participants only consented
to their use by the investigators identified in the Ethics approval.
Summaries of extracted data are available from the corresponding

author upon reasonable request.

ETHICS APPROVAL AND CONSENT TO PARTICIPATE

This study design and the procedure were approved by the
University of Wollongong/lllawarra Shoalhaven Local Health
District Health and Medical
(#HE15/086). We have followed the ethics protocol, as directed.

Written, informed consent was obtained from all participants who

Research Ethics Committee

took part in the study.

ORCID

Robyn Gillespie "= https://orcid.org/0000-0002-0237-6517

REFERENCES

Ailabouni, N. J., & Reeve, E. (2019). Can existing tools predict older adults'
willingness to deprescribe? Considerations for D-PRESCRIBE's
post-hoc secondary analysis. Research in Social & Administrative
Pharmacy, 15(11), 1379-1380.

Anderson, K., Stowasser, D., Freeman, C., & Scott, |. (2014). Prescriber
barriers and enablers to minimising potentially inappropriate medi-
cations in adults: A systematic review and thematic synthesis. BMJ
Open, 4(12), e€006544.

Anthierens, S., Tansens, A., Petrovic, M., & Christiaens, T.(2010). Qualitative
insights into general practitioners views on polypharmacy. BMC
Family Practice, 11(1), 65. https://doi.org/10.1186/1471-2296-11-65

Assiri, G. A, Shebl, N. A., Mahmoud, M. A,, Aloudah, N., Grant, E.,
Aljadhey, H., & Sheikh, A. (2018). What is the epidemiology of
medication errors, error-related adverse events and risk factors
for errors in adults managed in community care contexts? A sys-
tematic review of the international literature. BMJ Open, 8(5),
e019101.

Australian Institute of Health and Welfare. (2018). Older Australia at a
Glance. Retrieved from https://www.aihw.gov.au/reports/older
-people/older-australia-at-a-glance

Belcher, V. N,, Fried, T. R., Agostini, J. V., & Tinetti, M. E. (2006). Views of
older adults on patient participation in medication-related decision
making. Journal of General Internal Medicine, 21(4), 298-303.

Bloomfield, H. E., Greer, N., Linsky, A. M., Bolduc, J., Naidl, T., Vardeny,
0., MacDonald, R., McKenzie, L., & Wilt, T. J. Wilt, T. J. (2020).
Deprescribing for community-dwelling older adults: A systematic
review and meta-analysis. Journal of General Internal Medicine, 35,
3323-3332. https://doi.org/10.1007/s11606-020-06089-2

Blumenthal-Barby, J. S. (2017). ‘That's the doctor's job’: Overcoming pa-
tient reluctance to be involved in medical decision making. Patient
Education and Counseling, 100(1), 14-17. https://doi.org/10.1016/j.
pec.2016.07.010


https://orcid.org/0000-0002-0237-6517
https://orcid.org/0000-0002-0237-6517
https://doi.org/10.1186/1471-2296-11-65
https://www.aihw.gov.au/reports/older-people/older-australia-at-a-glance
https://www.aihw.gov.au/reports/older-people/older-australia-at-a-glance
https://doi.org/10.1007/s11606-020-06089-2
https://doi.org/10.1016/j.pec.2016.07.010
https://doi.org/10.1016/j.pec.2016.07.010

GILLESPIE ET AL.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology.
Qualitative Research in Psychology., 3(2), 77-101.

Britt, H., Miller, G. C., Henderson, J., Bayram, C., Harrison, C., Valenti,
L., Pan, Y., Charles, J., Pollack, A.J., Wong, C., & Gordon, J. (2016).
General practice activity in Australia 2015-16 (pp. 1-183). General
Practice Series No. 40. Retrieved from <purl.library.usyd.edu.au/
sup/9781743325131>.

Carrier, H., Zaytseva, A., Bocquier, A., Villani, P., Verdoux, H., Fortin, M,
& Verger, P. (2019). GPs' management of polypharmacy and thera-
peutic dilemma in patients with multimorbidity: A cross-sectional
survey of GPs in France. The British Journal of General Practice,
69(681), e270-e278.

Clarke, V., Braun, V., & Hayfield, N. (2015). Thematic analysis. In J. A.
Smith (Ed.), Qualitative psychology: A practical guide to research
methods (3rd ed., pp. 222-248). SAGE.

Duerden, M., Avery, T., & Payne, R. (2013). Polypharmacy and medicines
optimisation: Making it safe and sound. The King's Fund. https://
www.kingsfund.org.uk/publications/polypharmacy-and-medic
ines-optimisation

Ghosh, A., Marshall, K., & McDonald, K. (2013). lllawarra-Shoalhaven
Medicare local: Population health profile: 2013. Retrieved from
https://www.gph.org.au/assets/Main-Site/Uploads/Resources/
Improving-population-health/ISML-Population-Health-Profile-
2013-FINAL.pdf

Gillespie, R., Mullan, J., & Harrison, L. (2019a). Attitudes towards de-
prescribing and the influence of health literacy among older
Australians. Primary Health Care Research & Development, 20, €78.

Gillespie, R., Mullan, J., & Harrison, L. (2019b). Deprescribing for older
adults in Australia: Factors influencing GPs. Australian Journal of
Primary Health, 24(6), 463-469.

Hafenbradl, S., Waeger, D., Marewski, J. N., & Gigerenzer, G. (2016).
Applied decision making with fast-and-frugal heuristics. Journal of
Applied Research in Memory and Cognition, 5(2), 215-231.

Hausknecht, S., Low, L.-F., O'loughlin, K., McNab, J., & Clemson, L.
(2020). Older Adults' self-perceptions of aging and being older: A
scoping review. The Gerontologist, 60(7), e524-e534.

Heaton, J., Britten, N., Krska, J., & Reeve, J. (2016). Person-centred
medicines optimisation policy in England: An agenda for research
on polypharmacy. Primary Health Care Research and Development,
18(1), 24-34. https://doi.org/10.1017/51463423616000207

Jansen, J., Naganathan, V., Carter, S. M., MclLachlan, A. J., Nickel, B.,
Irwig, L., Bonner, C., Doust, J., Heaney, A., Turner, R., & McCaffery,
K. (2016). Too much medicine in older people? Deprescribing
through shared decision making. Bmj, 353(i2893), 1-6.

Le Bosquet, K., Barnett, N., & Minshull, J. (2019). Deprescribing: Practical
ways to support person-centred, evidence-based deprescribing.
Pharmacy, 7(3), 129.

Lee, E. A., Brettler, J. W., Kanter, M. H., Steinberg, S. G., Khang, P., Distasio,
C. C., Martin, J.,, Dreskin, M., Nolan, N. H., Cotter, T. M., Thai, K.,
Yasumura, L., & Gibbs, N. E. (2020). Refining the definition of poly-
pharmacy and its link to disability in older adults: Conceptualizing
necessary polypharmacy, unnecessary polypharmacy, and poly-
pharmacy of unclear benefit. The Permanente Journal, 24, 1-6.

Linsky, A., Simon, S. R., Stolzmann, K., Bokhour, B. G., & Meterko, M.
(2016). Prescribers' perceptions of medication discontinuation:
Survey instrument development and validation. American Journal of
Managed Care, 22(11), 747-754.

Linsky, A., Simon, S. R., Stolzmann, K., & Meterko, M. (2017). Patient
attitudes and experiences that predict medication discontinua-
tion in the veterans health administration. Journal of the American
Pharmacists Association, 58, 13-20.

Mangin, D., Risdon, C., Lamarche, L., Langevin, J., Ali, A., Parascandalo,
J., Stephen, G., & Trimble, J. (2019). ‘I think this medicine actually
killed my wife’: Patient and family perspectives on shared decision-
making to optimize medications and safety. Therapeutic Advances in
Drug Safety, 10, 2042098619838796.

Health and e6215
EEREE i ey

May, C. R,, Eton, D. T., Boehmer, K., Gallacher, K., Hunt, K., MacDonald,
S., Mair, F. S., May, C. M., Montori, V. M., Richardson, A., Rogers, A.
E., & Shippee, N. (2014). Rethinking the patient: Using burden of
treatment theory to understand the changing dynamics of illness.
BMC Health Services Research, 14(1), 281.

May, C. R., Montori, V. M., & Mair, F. S. (2009). We need minimally disrup-
tive medicine. BMJ, 339, b2803.

Moen, J., Norrgard, S., Antonov, K., Nilsson, J. L. G., & Ring, L. (2010).
GPs' perceptions of multiple-medicine use in older patients.
Journal of Evaluation in Clinical Practice, 16(1), 69-75. https://doi.
org/10.1111/j.1365-2753.2008.01116.x

Nixon, M. S., & Vendelg, M. T. (2016). General practitioners' decisions
about discontinuation of medication: An explorative study. Journal
of Health, Organisation and Management, 30(4), 565-580. https://
doi.org/10.1108/JHOM-01-2015-0011

Nowell, L. S., Norris, J. M., White, D. E., & Moules, N. J. (2017). Thematic
analysis: Striving to meet the trustworthiness criteria. International
Journal of Qualitative Methods, 16(1), 1609406917733847.

O'Leary, Z. (2017). The essential guide to doing your research project. Sage.

Page, A. T., Falster, M. O, Litchfield, M., Pearson, S. A., & Etherton-Beer,
C. (2019). Polypharmacy among older Australians, 2006-2017: A
population-based study. Medical Journal of Australia, 211(2), 71-75.

Pickering, A. N., Hamm, M. E., Dawdani, A., Hanlon, J. T., Thorpe, C. T,,
Gellad, W. F., & Radomski, T. R. (2020). Older patient and caregiver
perspectives on medication value and deprescribing: A qualitative
study. Journal of the American Geriatrics Society, 68(4), 746-753.

QSR International Pty Ltd. (2018). NVivo qualitative analysis software.
In (version 12 ed.).

Reeve, E., Gnjidic, D., Long, J., & Hilmer, S. (2015). A systematic review of
the emerging definition of “deprescribing” with network analysis:
Implications for future research and clinical practice. British Journal
of Clinical Pharmacology, 80, 1254-1268.

Reeve, E., Shakib, S., Hendrix, I., Roberts, M. S., & Wiese, M. D. (2014).
Review of deprescribing processes and development of an evi-
dence based, patient-centred deprescribing process. British Journal
of Clinical Pharmacology, 78, 738-747.

Reeve, E., To, J., Hendrix, I., Shakib, S., Roberts, M. S., & Wiese, M. D.
(2013). Patient barriers to and enablers of deprescribing: A sys-
tematic review. Drugs & Aging, 30(10), 793-807. https://doi.
org/10.1007/s40266-013-0106-8

Reeve, J., & Bancroft, R. (2014). Generalist solutions to overprescribing:
A joint challenge for clinical and academic primary care. Primary
Health Care Research & Development, 15(1), 72-79.

Reeve, J., Maden, M., Hill, R., Turk, A., Mahtani, K., Wong, G., Lasserson,
D., Krska, J., Mangin, D., Byng, R., Wallace, E., & Ranson, E. (2022).
Deprescribing medicines in older people living with multimorbidity
and polypharmacy: The TAILOR evidence synthesis. Health Technology
Assessment, 26(32), 1-148. https://doi.org/10.3310/aaf02475

Ronquillo, C., Day, J., Warmoth, K., Britten, N., Stein, K., & Lang, |. (2018).
An implementation science perspective on deprescribing. Public
Policy & Aging Report, 28(4), 134-139.

Ross, A., & Gillett, J. (2020). Confronting medicine's dichotomies: Older
adults' use of interpretative repertoires in negotiating the par-
adoxes of polypharmacy and deprescribing. Qualitative Health
Research, 30(3), 448-457.

Sdo José, J. M. S,, Amado, C. A. F., llinca, S., Buttigieg, S. C., & Taghizadeh
Larsson, A. (2019). Ageism in health care: A systematic review
of operational definitions and inductive conceptualizations. The
Gerontologist, 59(2), e98-e108.

Schopf, A. C., von Hirschhausen, M., Farin, E., & Maun, A. (2017). Elderly
patients' and GPs' perspectives of patient-GP communication
concerning polypharmacy: A qualitative interview study. Primary
Health Care Research & Development, 1-10, 355-364. https://doi.
org/10.1017/51463423617000883

Schuling, J., Gebben, H., Veehof, L. J. G., & Haaijer-Ruskamp, F. M.
(2012). Deprescribing medication in very elderly patients with


https://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-optimisation
https://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-optimisation
https://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-optimisation
https://www.gph.org.au/assets/Main-Site/Uploads/Resources/Improving-population-health/ISML-Population-Health-Profile-2013-FINAL.pdf
https://www.gph.org.au/assets/Main-Site/Uploads/Resources/Improving-population-health/ISML-Population-Health-Profile-2013-FINAL.pdf
https://www.gph.org.au/assets/Main-Site/Uploads/Resources/Improving-population-health/ISML-Population-Health-Profile-2013-FINAL.pdf
https://doi.org/10.1017/S1463423616000207
https://doi.org/10.1111/j.1365-2753.2008.01116.x
https://doi.org/10.1111/j.1365-2753.2008.01116.x
https://doi.org/10.1108/JHOM-01-2015-0011
https://doi.org/10.1108/JHOM-01-2015-0011
https://doi.org/10.1007/s40266-013-0106-8
https://doi.org/10.1007/s40266-013-0106-8
https://doi.org/10.3310/aafo2475
https://doi.org/10.1017/S1463423617000883
https://doi.org/10.1017/S1463423617000883

GILLESPIE ET AL.

e6216
Health and
= Lwiey- [

multimorbidity: The view of Dutch GPs. A qualitative study. BMC
Family Practice, 13, 1-7. https://doi.org/10.1186/1471-2296-13-56

Scott, I. A., Hilmer, S. N., Reeve, E., Potter, K., Couteur, D. L., Rigby, D.,
Gnijidic, D., Del Mar, C. B., Roughead, E. E., Page, A., Jansen, J., &
Martin, J. H. (2015). Reducing inappropriate polypharmacy: The
process of deprescribing. JAMA Internal Medicine, 175(5), 827-834.
https://doi.org/10.1001/jamainternmed.2015.0324

Shin, D. W., Park, K., Jeong, A., Yang, H. K., Kim, S. Y., Cho, M., & Park, J.
H. (2019). Experience with age discrimination and attitudes toward
ageism in older patients with cancer and their caregivers: A nation-
wide Korean survey. Journal of Geriatric Oncology, 10(3), 459-464.
https://doi.org/10.1016/j.jg0.2018.09.006

Sinnott, C., Mc Hugh, S., Boyce, M. B., & Bradley, C. P. (2015). What to
give the patient who has everything? A qualitative study of pre-
scribing for multimorbidity in primary care. British Journal of General
Practice, 65(632), e184-e191.

Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for re-
porting qualitative research (COREQ): A 32-item checklist for in-
terviews and focus groups. International Journal for Quality in Health
Care, 19(6), 349-357. https://doi.org/10.1093/intghc/mzm042

Weiner, S. J., Schwartz, A., Weaver, F., Goldberg, J., Yudkowsky, R.,
Sharma, G., Binns-Calvey, A., Preyss, B., Schapira, M. M., Persell,
S. D., Jacobs, E., & Abrams, R. I. (2010). Contextual errors and fail-
ures in individualizing patient care: A multicenter study. Annals of
Internal Medicine, 153(2), 69-75. https://doi.org/10.7326/0003-
4819-153-2-201007200-00002

Weir, K., Nickel, B., Naganathan, V., Bonner, C., McCaffery, K., Carter,
S. M., MclLachlan, A., & Jansen, J. (2017). Decision-making pref-
erences and deprescribing: Perspectives of older adults and

companions about their medicines. The journals of gerontology.
Series B, Psychological sciences and social sciences, 73(7), e98-e107.

Weir, K. R., Ailabouni, N. J., Schneider, C. R, Hilmer, S. N., & Reeve, E.
(2021). Consumer attitudes towards deprescribing: A systematic
review and meta-analysis. The Journals of Gerontology: Series A., 77,
1020-1034. https://doi.org/10.1093/gerona/glab222

World Health Organization. (2019). Medication Safety in Polypharmacy
Retrieved from Geneva: https://www.who.int/publications/i/item/
medication-safety-in-polypharmacy-technical-report

Wyman, M. F,, Shiovitz-Ezra, S., & Begel, J. (2018). Ageism in the health
care system: Providers, patients and systems. In Contemporary
Perspectives on Ageism. Springer.

SUPPORTING INFORMATION
Additional supporting information can be found online in the

Supporting Information section at the end of this article.

How to cite this article: Gillespie, R., Mullan, J., & Harrison,
L. (2022). Factors which influence the deprescribing
decisions of community-living older adults and GPs in
Australia. Health & Social Care in the Community, 30, e6206-
€6216. https://doi.org/10.1111/hsc.14058



https://doi.org/10.1186/1471-2296-13-56
https://doi.org/10.1001/jamainternmed.2015.0324
https://doi.org/10.1016/j.jgo.2018.09.006
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.7326/0003-4819-153-2-201007200-00002
https://doi.org/10.7326/0003-4819-153-2-201007200-00002
https://doi.org/10.1093/gerona/glab222
https://www.who.int/publications/i/item/medication-safety-in-polypharmacy-technical-report
https://www.who.int/publications/i/item/medication-safety-in-polypharmacy-technical-report
https://doi.org/10.1111/hsc.14058

	Factors which influence the deprescribing decisions of community-­living older adults and GPs in Australia
	Abstract
	1|INTRODUCTION
	2|METHOD
	2.1|Research team
	2.2|Study setting, participants and sampling
	2.3|Data collection
	2.4|Analysis

	3|RESULTS
	3.1|Description of participants
	3.2|Major themes
	3.3|Views of ageing
	3.4|Shared decision-­making
	3.4.1|Trust
	3.4.2|Perceptions of limited medical knowledge
	3.4.3|Participation in medication reviews
	3.4.4|Attitudes towards medication use
	3.4.5|Health system factors


	4|DISCUSSION
	4.1|Practice implications
	4.2|Limitations

	5|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST
	DATA AVAILABILITY STATEMENT

	ETHICS APPROVAL AND CONSENT TO PARTICIPATE
	REFERENCES


