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PHYSICIANS’ PERSPECTIVES ON DEFINING AN OLDER ADULT PATIENT AND IN MAKING 
APPROPRIATE PRESCRIBING DECISIONS 

 

ABSTRACT 

BACKGROUND: Older patients are major users of pharmacotherapy due to a higher incidence of 

health issues. However, there is evidence of age-biased prescribing, leading to over or under 

prescribing of medication and suboptimal clinical outcomes. Many guidelines provide cautionary 

statements about the use of medicines in older patients, however, they fail to identify what this 

practically means. There is no accepted definition of an older adult that appropriately characterises 

this patient group. As a result, there is potential for physicians to have variable interpretations of 

individuals within this patient population, leading to potential inconsistencies when making 

pharmacotherapeutic decisions. 

OBJECTIVE: To explore how Australian medical physicians practically defined an older adult patient 

in the context of providing pharmacotherapeutic care to this population.  

METHODS: Two-stage study comprising a scenario-based questionnaire (quantitative phase) and 

semi-structured individual interviews (qualitative phase) with Australian physicians. Qualitative data 

was thematically analysed and manual inductive coding was used to generate core themes.  

RESULTS: A total of 15 physicians participated in the study. Overall, in regard to providing care to their 

older patients, the three key themes that emerged from physicians’ discussions were: a) Using a 

number-based vs. health status-based definition of an older patient, b) Patient ‘red flags’ influence 

prescribing decisions and c) Lack of guideline support in prescribing for older patients. Most physicians 

ultimately defined older adult patients using a number-based description (between 65 – 90 years), 

because they felt they needed some sort of ‘cut-off’ point to guide their decision-making. However, 

in assessing an older patient, physicians considered a multitude of patient factors as influencers of 

their decision-making during prescribing including co-morbidities, cognitive function, frailty, 

polypharmacy etc. and did not solely focus on the patients age. 
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CONCLUSION:  Physicians describe the complexity of decision-making for older adult patients, and 

how this is influenced by a diverse range of factors, yet ultimately simplify the process by defaulting 

to number-based (age in years) guidelines and procedures. 

KEY POINTS  

• Decision-making performed by clinicians does not always align with that done by 

policy-makers, as each party is driven by different perspectives. Clinicians are often 

more focused on individual patients and practicalities, and their cognitive processes, 

knowledge and attitudes, influence their decision-making for patients. In 

comparison, policy makers are often focused on medico-legal requirements, politics, 

regulations and economics.  

• Age-based decision-making has been previously reported in a number of conditions, 

including rheumatoid arthritis, congestive heart failure and atrial fibrillation.  

• Many guidelines provide cautionary statements about the use of medicines in older 

patients, however, they fail to identify what this practically means.  

• This study highlights that Australian physicians do not have a uniform approach in 

appropriately assessing and describing a patient as being older adult, which may 

impact upon the treatment approach undertaken by each doctor.  

• The results draw attention to the need to develop a contemporary definition of an 

older adult patient and incorporate it into current guidelines to better assist doctors 

in making appropriate prescribing decisions and to minimise the potential for 

medication misuse. 

 

 

https://doi.org/10.1007/s40267-018-0484-4
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INTRODUCTION 

Older adult patients receive 3.6 times more prescription medication compared to their 

younger counterparts [1]. Whilst they are major users of pharmacotherapy due to a higher 

incidence of health issues, it is reported that prescribing practices for this patient group are 

often inappropriate. Inappropriate prescribing is regarded as being a serious global 

healthcare problem for older adults, leading to the over (polypharmacy) and 

underutilisation of medication and adverse drug reactions (ADRs), rendering these patients 

susceptible to sub-optimal clinical outcomes, reduced quality of life and compromised 

physical and mental function [2-5]. These practices are often attributed to age-based 

decision-making, which has been previously reported in a number of conditions, including 

rheumatoid arthritis [6], congestive heart failure [7] and atrial fibrillation [8] and has been 

linked to morbidity, mortality and wastage of health resources [5, 4]. Cahir et.al. highlighted 

the impact of inappropriate prescribing using the Screening Tool of Older Person's 

Prescriptions (STOPP) [9]. This study demonstrated that older patients in the community 

setting with two or more potentially inappropriate prescriptions (PIP’s) were more likely to 

experience an adverse drug event (ADE), have a lower health related quality of life and have 

a nearly two-fold increased risk in being admitted to the emergency department [9]. The 

medications most commonly associated with inappropriate prescribing in this patient group 

include anxiolytics, anti-depressants, and non-steroidal anti-inflammatory and anti-

rheumatic products [10].  

 

Many guidelines provide cautionary statements about the use of medicines in older 

patients, however, they fail to identify what this practically means [11]. This is largely 

because the list of factors associated with ageing is extensive, and there is a limited 

https://doi.org/10.1007/s40267-018-0484-4
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amount of evidence-based literature to support the use of medicines in older persons, 

which pose challenges to accurately defining an extremely heterogeneous older patient 

population [12]. Only certain clinical guidelines have drawn attention to age-based 

decision-making, recommending that physicians consider the biological age (rather than 

chronological age) of patients in making more holistic treatment decisions [13]. Cho et.al. 

highlighted that biological age is more appropriate in representing an individuals aging and 

it is associated with health status, in comparison to chronological age which simply 

indicates a period of living [14]. Several biomarkers have been used to calculate biological 

age and range from those representing physical fitness and strength i.e. body mass index 

(BMI), body fat percentage (BFP) to those representing biochemical factors i.e. low-density 

lipoprotein (LDL) and triglycerides (TG) [14-16]. However,  

there is no accepted definition of an older adult that appropriately characterizes this 

patient group [11]. This is particularly important when considering the focus on patient-

centered care in modern clinical practice. Singh and Bajorek highlight that clinical practice 

guidelines aimed at individualized care must take into account appropriate features of 

ageing [11]. As a result of the heterogeneity seen in defining older patients, there is 

potential for physicians to have variable interpretations of individuals within this patient 

population, leading to potential inconsistencies when making pharmacotherapeutic 

decisions [17, 18]. Subsequently, this may result in inappropriate medication management 

in this patient group with potential impact upon patient outcomes. It is important to 

explore how physicians approach prescribing in older patients to understand where 

improvements are needed to better support individualized, pharmacotherapeutic-related 

decision-making.  

 

https://doi.org/10.1007/s40267-018-0484-4
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Geriatric medicine is a major specialty branch of medicine within Australia [19].  In 2012, 

it was estimated that there were 450 registered geriatricians practicing in Australia. Recent 

data highlights there were 221 physicians undertaking advanced geriatric training in 2017, 

demonstrating the rapid expansion of this workforce [20]. In order to become qualified, 

candidates must complete the geriatric medicine advanced training program, giving them 

national accreditation to work as geriatricians. In addition, during their intern year, 

medical residents have the option of undertaking a non-core geriatric medicine rotation 

[21].  To support physicians in their practice, a multi-disciplinary team of health care 

professionals including nurse practitioners, who have prescribing authority, as well as 

general practitioners, pharmacists and occupational therapists assist in ensuring the 

timeliness and quality of care [22].  

 

The aim of this study was to explore how Australian physicians making prescribing 

decisions in older patients, defined the term ‘older adult’.  A specific objective was to 

identify key factors that influenced their prescribing decisions in older patients.  

 

METHOD 

Study design  

We conducted a two-stage study mixed-method study over a 2-month period (February to 

March 2015). A scenario-based questionnaire (quantitative) and semi-structured individual 

interviews (qualitative) were administered to Australian physicians caring for older patients. 

Approval for the conduct of this study was granted by the University of Technology Sydney 

(UTS) Human Research Ethics Committee (UTS HREC REF NO. 2014000645). The COREQ 

guidelines provided a framework for the structure of this research.  

https://doi.org/10.1007/s40267-018-0484-4
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Setting and participants 

Participants were recruited via purposive sampling [23]. Physicians were recruited based on 

the following inclusion criteria:  

•  primary care practitioners (general practitioners: GPs) or tertiary care 

practitioners/specialists (geriatricians, cardiologists, neurologists) with ≥ 1 year of 

experience in prescribing and managing treatment in older patients 

• practicing within the Sydney metropolitan area of New South Wales, Australia 

 

The initial sampling frame comprised three geographical locations that were known to have 

a larger population of older persons (i.e., northern Sydney, inner west Sydney, western 

Sydney) [24]. A list of medical practices or health facilities within these local areas was 

created following an online search (via telephone directories, e.g., Sydney White Pages, 

www.whitepages.com.au). Sites were then randomly selected from this list (via random 

number generation in Microsoft Excel™) to generate a short-list of sites to be sent an 

invitational study flyer (via email, post, hand-delivery). Individuals who expressed an 

interest to participate were then provided the full study details; written informed consent 

was obtained from all participants. Sites and interested individuals were also invited to 

forward the study flyer on to colleagues (i.e., chain referral sampling) to broaden the 

sampling frame. The target sample size was based on the number of participants needed to 

achieve data saturation, and was set at a minimum of 6 participants in each subgroup (6 

tertiary care specialists, 6 GPs) [25]. According to Guest et.al. interview studies which ‘aim 

to understand common perceptions and experiences among a group of relatively 

homogeneous individuals, twelve interviews should suffice to attain data saturation and 

enable the development of meaningful themes and useful interpretations [25].’ Data 

https://doi.org/10.1007/s40267-018-0484-4
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saturation was defined as the point when no new information was being provided by 

participants that would add to or modify the findings [26].  

 

Researcher characteristics 

There was no relationship between the researchers and the participants prior to the study. 

The research team comprised pharmacists based in academia who each have varying degrees 

of experience in qualitative research and each hold qualifications in pharmacy. NK and SS are 

PhD candidates and BB is a full-time academic and a hospital pharmacist. The researchers’ 

characteristics were not used to influence the outcomes of this research.  

 

Data collection 

It is important to note that, in accordance with recommendations presented by Lundebjerg 

et.al. the language used throughout the study sought to eliminate the possibility of negative 

stereotyping of older adults [27]. The researchers refrained from using terminology such as 

elderly, aged and seniors.  

 

Stage 1  

Participating physicians were presented paper-based scenarios depicting three hypothetical 

patients, modeled on real life cases. These scenarios were developed by two researchers, (SS 

and BB), based on a review of the literature and modeled on patients encountered in their 

clinical practice. Each patient had different characteristics, varying in relation to 

comorbidities, medication history, physical features, and social status (Table 1). Importantly, 

the patient’s age was not stated in the scenario. Each physician was asked to review the three 

https://doi.org/10.1007/s40267-018-0484-4


This is a post-peer-review, pre-copyedit version of an article published in Drugs and Therapy Perspectives, 34(4). 
The final authenticated version is available online at: https://doi.org/10.1007/s40267-018-0484-4 

 
 

8 
 

hypothetical patients and estimate their ages, and to list the three critical features of each 

patient that informed this estimate. Physicians were then asked to state the three key 

characteristics of old age that underpinned their general decision-making. 

 

Stage 2 

After completing Stage 1, the same physicians were interviewed to elaborate on the 

responses provided to the scenarios. Semi-structured interviews were facilitated by one 

nominated researcher (SS) using a purpose-designed interview guide to ensure consistency in 

data collection. The interview guide comprised nine key open-ended questions, canvassing 

the clinically relevant characteristics (i.e., patient features and resources) that contributed to 

physicians’ decision-making around medication use for older patients:  

 

• What is different about older patients in terms of their clinical management? 

• What are the key issues that influence clinical decision-making in older patients? 

• What key resources do you use to help guide your decision-making in older patients? 

• How helpful are the clinical practice guidelines in understanding the specific needs of 

an older patient? 

• In what situations would you not follow the clinical guidelines? For e.g. in a patient 

say 65 years old or over 

• What modifications would you like to see in these resources? 

• How do you define an older patient? 

• What are the limitations of using a chronological age-based definition of an older 

patient? 

https://doi.org/10.1007/s40267-018-0484-4
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• If we took the number out of the equation, what would help to better optimize 

medication use in older patients? 

 

The interview guide was pilot-tested (with 2 GPs, 1 qualitative researcher, 1 pharmacist) for 

question clarity prior to use and was refined accordingly. The average interview time was 

approximately 20 minutes and field notes were taken by the researcher (SS) during each 

interview. All interviews were digitally (audio)-recorded and later transcribed verbatim by 

one researcher (SS). All participants were invited to provide feedback on their transcripts 

and on initially derived themes from the thematic analysis.  

 

Data Analysis 

Quantitative data were analyzed using descriptive statistics (percentages, frequencies, 

means, medians) using the Statistical Package for the Social Sciences (SPSS) Version 22. For 

the qualitative data, the interview transcripts were thematically analyzed. Manual inductive 

coding was used, which involved the identification of significant statements from participants 

responses and subsequent categorization into key themes around the study objectives [28]. 

To ensure correct interpretation and coding of data into emerging themes, two researchers 

(SS, BB) independently analyzed the data before comparing the themes to attain consensus. 

A pragmatic approach was used to frame the analysis; this method enables the researcher to 

undertake data analysis without the limitations of any specific philosophy, and enables 

triangulation of data using a mixed method approach [29]. Triangulation may involve the use 

of: [30] 

• various data sources (data triangulation) 

• several different researchers (investigator triangulation) 

https://doi.org/10.1007/s40267-018-0484-4
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• multiple perspectives to interpret the results (theory triangulation) 

• multiple methods to study a research problem (methodological triangulation) 

A mixed methods approach, involving both qualitative and quantitative data collection, is 

regarded as the most effective method in providing a gain a fuller understanding of practice 

[31]. Hansen states that ‘by combining what is learnt from multiple methods, these 

approaches can help to characterize complex healthcare systems, identify the mechanisms of 

complex problems such as medical errors and understand aspects of human interaction such 

as communication, behavior and team performance [31].’ As such, this method was thought 

to be the most appropriate in understanding physician perspectives towards defining an older 

patient and their decision-making behind prescribing. 

Microsoft word and SPSS were used to manage all data obtained in the study, as well as codes 

emerging from the thematic analysis. 

 

RESULTS 

Due to the chain referral sampling method used to recruit participants, an accurate response 

rate cannot be calculated. Furthermore, as potential participants were asked to contact the 

researchers if they were interested in the study, it is unknown how many declined to 

participate.  

Participant characteristics 

Fifteen participants (7 tertiary care specialists, 8 GPs) completed the scenario-based 

questionnaire and agreed to be interviewed. The mean age of the participants was 48.3 years 

(SD = 13.0, range 26.0-67.0), and the average length of practice experience was 18.2 years 

(SD = 11.8, CI 11.6-24.8). One-third of the physicians were female. The average number of 

https://doi.org/10.1007/s40267-018-0484-4
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older patients’ aged ≥ 65 that these physicians reviewed in their practice on a daily basis (self-

reported) was 12.5 (SD = 7.3, 95% CI 8.4-16.5).  

 

Scenario-based questionnaire 

Physicians reviewed three hypothetical patient scenarios in which they estimated ages for 

each of these patients; there was agreement between specialists and GPs in ranking the 

patients from oldest to youngest (Table 2). Overall, Patient 1 was deemed the oldest with an 

estimated age of 76.1 years (specialists: mean age = 77.6 years; GPs: mean age = 74.7 years), 

whereas Patient 3 was considered to be the youngest with an estimated age of 68.1 years 

(specialists: mean age = 71.7 years; GPs: mean age = 65.0 years). In terms of the key factors 

underpinning their age estimates, those most commonly cited by GPs included patient’s 

functional status, renal function, and level of comorbidity. Specialists also commonly cited 

comorbidity and renal function as key factors, but where the GPs included functional status 

in their top three factors, the specialists included polypharmacy. (Tables 1 and 2).  

 

When asked to identify the three factors influencing their therapeutic decision-making in 

general (not specific to the cases), GPs most frequently highlighted cognitive function, renal 

function, and polypharmacy, whilst the specialists cited functional status, renal function, and 

cognitive function. Cognitive function was reported for Patient 1 (estimated to be the oldest 

patient by all physicians), although none of the physicians cited this as a key factor in guiding 

their age estimates in the scenarios. 

 

 

Qualitative analysis 

https://doi.org/10.1007/s40267-018-0484-4
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Three major themes emerged from the interviews: 

• Using a number-based vs. health status-based definition of an older patient  

• Patient ‘red flags’ influence prescribing decisions 

• Lack of guideline support in prescribing for older patients 

 

Theme 1: Using a number-based vs. health status-based definition of an older patient  

Broadly, within this theme, participants can be categorized into those participants who use a 

number-based definition of an older patient (n = 9) and those participants who ignore the 

number and use patient’s overall health and other factors (comorbidity, social factors etc.) (n 

= 6). In their approach to define an older patient, there were no differences observed 

between specialists and GPs. (Table 1) 

 

“Certainly not based necessarily on the age. I think it is a combination of chronological 

age plus things like frailty and comorbidity. Age is not the main factor, so you can have 

a 90 year old who is living independently at home, fit and healthy and I would classify 

them quite differently to a 70 year old who is with 15 clinical conditions and on 20 

medications.” (S04) 

 

“So, I do not have, you know, one specific thing when I think about elderly. So, I think 

it is about multiple comorbidities and I think it is about general decline in terms of 

homeostatic function. But I do not assign a specific age.” (SP07) 

 

“You can go chronologically by what their age is. But I tend to define someone as 

elderly by more how physically fit they are, what their medical condition is.” (GP01) 

https://doi.org/10.1007/s40267-018-0484-4
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“I do not think it is by age. I find in this demography, I have a lot of very fit, healthy, no 

medication 65 year olds. So I do not think it is an age, even 70 years old.” (GP03) 

Those who advocated using a number-based definition of an older adult felt that having a 

specific value to define was a useful prompt for physicians, alerting them to be more cautious 

in their decision-making. Furthermore, physicians recognized that some guidelines made age-

specific recommendations, given the way clinical trials were conducted and results reported.  

 

“… it would be nice to have that safety blanket that sort of prompts you, here is this 

patient over 65 or under 65. Just as a prompt, did I forget this patient is elderly? 

Removing it, I do not think it is doing any harm by being there except it can be a 

distraction.” (GP03) 

 

“Because a lot of studies and things are actually age-based and have age-based risk 

factors. I cannot account for what other doctors have said, as long as they are doing 

studies which show that if you give this medication to someone who is above 70 you 

can increase gastric bleeding, as long as studies are doing that I think the number 

would be useful.” (GP02)  

 

Using a number-based definition, physicians identified an age range from 65 – 90 years of age 

as an older adult patient. There was some variability in these numbers between GP’s and 

specialists, with specialists tending to put forward a higher age range (75 – 90), whereas GP’s 

cited a younger age range (65 – 75).   

 

https://doi.org/10.1007/s40267-018-0484-4
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“I think really over 75 or over 80 years. Most people will say not over 65 anymore.” 

(S01) 

“I guess 95 is clearly elderly and 60 is not elderly. And somewhere in between is a grey 

border, probably starts at about 65 in some people and probably goes all the way up 

to 90 in other people.” (S06) 

 

“In general, aged 70 and above. But as I said, elderly you can have someone who is 

well and elderly someone who is not well. Generally, I consider people 70+ in age as 

elderly.” (GP02) 

 

“Depends, so I guess, someone over 70 classically would be elderly, or even 65…but 

anyone above 80 is elderly regardless of how many medical issues they have.” (GP05) 

 

Interestingly, there was a difference observed between how prescribers define older patient 

and how they perceive someone as an older adult. Participants’ definition of an older 

patient was often number-based, however, their description of an older patient was moreso 

based on physical features, comorbidities, polypharmacy, functional status, and cognitive 

function. In their description of an older patient, participants acknowledged that there 

exists a huge heterogeneity in older adults, but their definition of an older patient was 

based on age. This difference in their definition of an older patient and description of 

someone as an older patient may affect how they treat their patients. 

“Often once you get to a certain age you are likely, although age is not always the 

reason, to have more comorbidities to take into account. Renal impairment, liver 

https://doi.org/10.1007/s40267-018-0484-4
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dysfunction, you may have significant mobility issues, you may have cognition issues 

that started to occur. So, I think they are more likely to be complex.” (S01) 

 

 “So there are two aspects to call someone elderly. But I think most common one from 

my point of view would be the age-related one. It is how I think of the term but it is not 

how I think of the person if that makes sense.” (S02) 

 

“Once I think about someone as elderly, I start thinking about getting the pharmacists 

to do Webster paksTM1, getting them home services, and I start thinking in a slightly 

different way.” (GP07) 

 

Theme 2: Patient ‘red flags’ influence prescribing decisions 

Medication prescribing was recognized as a challenge in older adult patients by almost all 

physicians. Several patient-associated factors, including comorbidity, polypharmacy and 

cognitive impairment were cited as important signals or ‘red flags’ for physicians, which then 

guided how they prescribed and managed medication in this patient group. 

  

“Things like mobility, their cognition, and their support situation that they have at 

home is important. So if they are living alone at home and nobody checks on them, you 

are sort of little bit more conservative with their treatment, but at the same time you 

want tighter control of their illnesses as well, you just have to balance it out.” (GP03) 

 
1 “Multi dose, dose administration aid designed to assist people to correctly take their medication as 
prescribed” [32]. 

 

https://doi.org/10.1007/s40267-018-0484-4


This is a post-peer-review, pre-copyedit version of an article published in Drugs and Therapy Perspectives, 34(4). 
The final authenticated version is available online at: https://doi.org/10.1007/s40267-018-0484-4 

 
 

16 
 

“Yeah, if they are very infirmed, or they have got cognition issues, or they are quite 

frail, living their own, then you would not put them for example on some sort of 

major anticoagulation if they are at high risk of falls. But if they are living in a 

supported environment with a high AF burden, high CHADS2 score, then you might be 

swayed a little bit, you know, they are not managing things completely on their 

own.” (S02) 

 

“Depending on the condition of the elderly patient and what goal do we want, like if 

someone is very fit he does not have a lot of comorbidities, we can be a little more 

aggressive in their treatment. But if someone has poor medical status, they are 

demented, our role is more of a palliative role just keeping them comfortable.”  (GP01) 

 

“Dealing with multi-morbidity, that is the thing we have no idea how to manage in 

older people. So treatment for one condition might be contraindicated for another 

condition, or lead to two therapies that interact. Or some combinations of those 

certainly will lead to polypharmacy and polytreatments.” (S03) 

 

Theme 3: Lack of guideline support in prescribing for older patients 

As a key objective of this research was to identify any factors that influenced prescribing 

decisions made for older patients, a significant issue identified by the participants related to 

the lack of quality evidence supporting and guiding direct treatment decisions in older adult 

patients and was viewed as a challenge in prescribing. This theme was expressed more 

strongly among specialists than GPs, underpinned by the fact that GPs often rely on specialists 

https://doi.org/10.1007/s40267-018-0484-4
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when managing older patients: it is really nice to have a specialist who understands elderly 

people (GP07). (Table 4) 

 

“I think it would be nice to actually have more data in the aged population specifically, 

that is real world data not just based on eGFR across a group of patients… For e.g., the 

warfarin and the NOACs (novel oral anticoagulants), we would like to put a lot more 

people, I would personally like to put a lot more people on NOACs but we do not have 

great data. And I am bit worried about putting a lot of them on. So, you know, if that 

data was there you would feel more confident doing it.” (S02) 

 

Clinical practice guidelines were deemed inadequate in guiding pharmacotherapeutic 

decision-making in older adult patients, particularly for those with comorbidities. Both 

specialists and GPs stated that guidelines needed to incorporate more information on how to 

manage older patients with comorbidities. 

 

“… One is that they rarely, if at all, address issue what to do in someone who’s got 

multi-morbidity. So, treating a single disease by guideline may be very effective, but 

majority of older people with single disease have multiple other illnesses. And that we 

know from work we have done and work that other people have done, that if you are 

an old person with single disease, 95% of them will have two or more other diseases 

to go with it. So, the lack of understanding of multi-morbidity is a key issue.” (S03) 
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Some physicians felt that guidelines often made it more difficult for them to prescribe 

medications because they placed greater emphasis on ‘risk’ than ‘benefit’. For this reason, 

GPs were more likely to rely more upon their clinical experience. It is important to note that 

it is not clear how these comments are specific to this patient group as they apply to all patient 

populations. However, according to the responses obtained previously, physicians may have 

been referring to the lack of ‘specificity’ in guidelines towards the characteristics of the older 

patient population.   

 

“Guidelines are often directed very much at safety as opposed to efficacy. And you 

know, we see this a lot that they are so focused on not doing harm, that the chances 

of getting a benefit can be reduced.” (S05) 

 

“Mainly just go by experience, what I have learnt in the past…I assume they 

(guidelines) would be helpful, I do not tend to use them much.” (GP01) 

 

“Normally, I do not use clinical guidelines. I think most of the guidelines are helpful but 

their practical applicability is a question.” (GP06) 

 

“I think doctors usually do not go with guidelines, but we try to adjust it to the patient’s 

age and other health issues. So, we try to balance things and sometimes it is not exactly 

in the guidelines.” (GP08) 
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A few physicians also raised the need for guidelines to address both medication prescribing 

and de-prescribing, as both were particularly important processes when treating older 

persons. 

 

“For example, if you get someone on warfarin and you know they are at a high risk of 

stroke and they are also really getting frail on their feet, when is the point to start to 

feel that is probably better to stop it?” (S02) 

 

“And you know, as a GP we find it very difficult (to de-prescribe), because if you de-

prescribe something and then they have a stroke, it is like, well, so we are in a difficult 

situation. So I think few more guidelines on de-prescribing would be very useful.” 

(GP05) 

 

DISCUSSION 

To the best of our knowledge, this is the first exploratory research to have qualitatively 

analyzed the perspectives of physicians towards defining an older adult patient. The most 

important finding of this study highlights that there are inconsistencies among the surveyed 

physicians in defining an older adult patient; with some using a number-based definition, and 

others using various patient-related factors. These findings indicate that as a result, there may 

be variances seen in the prescribing patterns of these physicians, which may impact upon the 

quality use of medicines in this patient group. Consistency in care is identified as a 

cornerstone domain in the delivery of quality patient care [33]. High variability in practice 

among practitioners has been identified has a significant issue for health care systems [33]. 

March highlights that it is important to keep practice within a narrow range to ensure a more 
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effective and efficient level of care as well as improved patient outcomes [33]. As such, there 

is a need for the development of consistent definitions and consensus guidelines that 

incorporate a positive approach to ageing, and evaluate older patients from a more holistic 

level [34]. 

 

It is noteworthy that whilst some physicians used a number based definition of an older 

patient, overall participants were conscious of the heterogeneity of the older patient group 

and of the implications of age-biased prescribing. In assessing an older patient, physicians 

considered a multitude of patient factors as influencers of their decision-making during 

prescribing including co-morbidities, cognitive function, frailty, polypharmacy etc. and did not 

solely focus on the patients age. This indicates that physicians may also utilize a specific 

patient definition more as a guiding element or as an alert when designing an appropriate 

pharmacotherapeutic regimen, rather than as a significant contributor to the prescribing 

process. It is particularly important when undertaking pharmacotherapeutic-related decision-

making, for physicians to consider the mental status changes among older patients, due to 

their potential significant influences on medication adherence. A systematic review 

conducted by Campbell et.al. highlighted that older adults with cognitive impairment 

experienced unique barriers to medication compliance, including difficulty understanding 

medication directions, organizing medication administration into the daily routine, and using 

potentially inappropriate medications [35].  

 

Another important finding of this study emphasizes that the prescribing of medications in 

older adult patients is a complex process, compounded by a limited level of evidence-based 

medicine (EBM). Current EBM that physicians rely upon while making treatment decisions in 
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older adult patients is not strong enough to influence appropriate prescribing. This is similar 

to findings presented by Adams et.al. who also performed a qualitative, interview-based 

study investigating the perceptions of primary care physicians on caring for older patients 

[36]. In their research, Adams et.al. found that physicians experienced difficulty in treating 

older patients due to increased medical complexity and chronicity [36]. 

 

Clinical practice guidelines are key resources developed to assist practitioners in making 

sound clinical decisions. However, previous studies have highlighted issues around the use of 

practice guidelines in older patients, involving mainly disease driven rather than patient-

centered guidelines [37, 38, 11]. Similarly, this study has provided some insight into key areas 

where improvement is required so that these guidelines can be better utilized at the time of 

making important prescribing decisions. First, comorbidity should be better addressed in 

clinical practice guidelines. Clinical guidelines have often been criticized for their ‘single 

disease-driven’ approach and their application in patients with comorbid conditions can lead 

to undesirable effects including polypharmacy, adverse drug reactions, and high financial 

burdens [38]. Second, when making recommendations, these guidelines should provide 

detailed descriptions relating to the studies and the associated participant groups from which 

the information was sourced. This will help physicians in matching patients with the 

respective study participants (in studies from where the information was sourced) more 

closely. This also indicates that guidelines should provide a detailed description of their 

definition of an older adult patient in their recommendations. A previous study has 

highlighted that clinical practice guidelines either define older adult patients using a number-

based definition or do not provide any definition at all [11]. Third, practice guidelines need to 

shed more light on the process of medication de-prescribing. Medication de-prescribing 
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provides an opportunity to the physicians’ to reassess the use of ongoing medications [39]. 

Reeve et.al. highlighted that the impact of de-prescribing can have both beneficial and 

harmful effects on patients [40]. Benefits included better patient outcomes related to the 

resolution of adverse drug events (ADR’s), reduced financial costs and improved patient 

adherence [40-43]. However, withdrawal symptoms and a recurrence of the original 

medication condition were also noted as consequences of decreasing the number of 

medicines prescribed. Both of these effects may have significant influence on the quality of 

life of an older patient, and are important considerations for physicians [40-43].  

 

Interestingly, when defining an older adult patient many participants highlighted the need to 

increase the age cut-off from 65 years to at least 70 years. Some studies in the past have also 

argued that the age cut-off to define older persons should be increased [44]. This illustrates 

that with advances in health and life expectancy, the concept of age changes over time. As 

such, using a person’s chronological age to make prescribing decisions is akin to aiming at a 

moving target; this number is not static and is prone to change over generations as 

populations get older, and as physicians age [44-46]. Therefore, it is imperative to develop 

new measures of population aging that take into consideration longevity over time and place 

[47]. Other measures to define an older adult patient include the use of biological age and 

geriatric syndromes (including frailty) [46]. For instance, Rockwood et. al. suggested the use 

of a frailty index (total number of deficits that a person has accumulated) in calculating the 

biological age of a patient [48].  

 

From the hypothetical patient scenarios, it was identified that physicians found it difficult to 

assign an age to these patients due to their comorbid conditions and polypharmacy. 
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Physicians cited comorbidity and polypharmacy as characteristic features of old age, yet 

when presented with the scenarios, these features failed to trigger a response. Physicians 

relied more on features of old age (e.g. functional impairment, living status) while assigning 

patient ages. This distinct lack of uniformity in appropriately assessing and describing a 

patient as older adult may impact upon the treatment approach undertaken by each doctor 

[49]. These varying perceptions of older patients may directly influence the quality of care 

provided, including the intensity and type of medications prescribed, leading to potential 

inequities in patient care [49]. Therefore, there is a need to develop a contemporary 

definition of an older adult patient and incorporate this into current guidelines to better 

assist doctors in making appropriate prescribing decisions and minimize the potential for 

medication misuse. Alternatively, from a different perspective, given the patient-centered 

nature of geriatric care, it may be more useful to develop better frailty criteria that are 

independent of age. A definition may not necessarily be as effective in decision-making as 

criteria that directly affect prescribing decisions.  

 

The differences observed in the findings of this research demonstrate that there is a need for 

future research to further explore Australian physicians’ perspectives towards prescribing in 

older patient, on a larger scale. This future research could help inform the need for consensus 

guidelines to promote consistency in prescribing practices, to ensure the quality use of 

medicines in this patient group.  

 

LIMITATIONS 

In considering the findings of this study it is important to acknowledge some of the limitations. 

First, this is a small sample of selected participants, and may not be representative of all 
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physicians. These results have limited generalizability as they have been derived from a very 

small portion of the Australian healthcare workforce. In canvassing these perspectives, it is 

possible that those who agreed to be interviewed had particular or strong viewpoints that 

they wanted to express, which may not represent broader perspectives in practice.  

 

CONCLUSION 

Physicians describe the complexity of decision-making for older adult patients, and how this 

is influenced by a diverse range of factors, yet ultimately simplify the process by defaulting 

to number-based (age in years) guidelines and procedures. It is apparent that the lack of a 

supportive classification system for physicians to refer to and guide their decision-making in 

older adults, may have implications on the quality use of medicines including polypharmacy, 

inappropriate prescribing and over/underutilization of medicines. Further work is needed on 

how to develop guidelines that are less focused on the patient’s age in years, and more 

focused on those factors that actually affect medical management, including de-prescribing 

practices.  
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TABLE 1 - HYPOTHETICAL PATIENT SCENARIOS PRESENTED TO PHYSICIANS 

 PATIENT 1 PATIENT 2 PATIENT 3 

  
Increasing co-morbidity and polypharmacy 

  
Declining renal function 

  
Reducing physical abilities 

CURRENT 

CONDITIONS 

Atrial fibrillation 
Diabetes 
Hypercholesterolemia 
 

Atrial fibrillation 
Diabetes 
Dyslipidemia 
Osteoarthritis 
Hypertension 
Osteoporosis 
 

Atrial Fibrillation 
Diabetes 
Hypercholesterolemia 
Osteoarthritis 
Hypertension 
Migraine 

CURRENT 

MEDICATION 

Metformin 500mg  
(2 Tab b.d.) 
Rosuvastatin 40mg 
(1 Tab daily) 

Metformin 500mg  
(2 Tabs b.i.d.) 
Rosuvastatin 20mg  
(1 Tab daily) 
Paracetamol 665mg  
(2 Tab t.i.d. p.r.n.) 
Perindopril/Amlodipine 
5mg/5mg  
(1 Tab daily) 
Strontium ranelate 2g  
(once daily) 
Fenofibrate 145mg  
(1 Tab daily)  
Gliclazide 80mg  
(2 Tabs b.i.d.) 

Metformin 1000 mg  
(1 Tab b.d.) 
Rosuvastatin 10 mg  
(1 Tab daily) 
Paracetamol 665 mg  
(2 Tab t.i.d. p.r.n.) 
Telmisartan/Hydrochlorthiazide 
40/12.5  
(1 Tab daily) 
Metoprolol 50mg  
(1/2 tab bd) 
Celecoxib 200mg  
(1 Tab daily) 
Eletriptan 40mg  

OTHER PATIENT 

CHARACTERISTICS 

Male 
Walks with a stick 
History of falls 
Mild cognitive 
impairment 
eGFR: 
64mL/min/1.73m2 

Female 
Lives independently 
Mild urinary 
incontinence 
  
eGFR: 
68mL/min/1.73m2` 

Male 
Lives independently 
  
  
eGFR: 83mL/min/1.73m2 
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TABLE 2 - PARTICIPANT CHARACTERISTICS AND ESTIMATED AGES OF THE HYPOTHETICAL 

PATIENTS 

CATEGORY SPECIALISTS  
(N=7) 

GENERAL 
PRACTITIONERS 

(N=8) 
 

TOTAL  
(N=15) 

Mean age (years)  
(SD, Range) 

51.5 
(9.1, 40.0-

65.0) 

45.5 
(15.8, 26.0-67.0) 

48.3 
(13.0, 26.0-67.0) 

Female n (%) 2 (28.6%) 3 (37.5%) 5 (33.3 %) 

Mean years of experience 
(years)  
(SD, 95%CI) 

18.8 
(8.3, 11.0-

26.6) 

17.6 
(14.7, 5.3-29.9) 

18.2 
(11.8, 11.6-24.7) 

Self-reported number of 
older patients managed 
on a daily basis   
(SD, Min - Max) 

12.7 
(6.3, 2 - 20) 

12.2 
(8.5, 5 - 30) 

12.5 
(7.3, 2 - 30) 

Responses to Hypothetical Scenarios (patient cases) 

Mean patient 1 age 
(years)  
(SD, 95%CI) 

77.6 
(5.6, 72.4-

82.7) 

74.7 
(5.0, 70.5-79.0) 

76.1 
(5.3, 73.1-79.0) 

Mean patient 2 age 
(years)  
(SD, 95%CI) 

73.0 
(6.6, 66.9-

79.1) 

67.9 
(5.6, 63.1-72.6) 

70.2 
(6.4, 66.7-73.8) 

Mean patient 3 age 
(years)  
(SD, 95%CI) 

71.7 
(7.1, 65.1-

78.3) 

65.0 
(6.5, 59.5-70.4) 

68.1 
(7.4, 64.0-72.3) 

 
Factors influencing therapeutic decision-making in general 

Top 3 commonly cited 
factors affecting decision-
making in older patients 

1. Functional 
status 

2. Comorbidities 
3. Renal Function  

1. Functional 
status 

2. Polypharmacy 
3. Renal Function 

N/A 
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TABLE 3 – THEME 1: USING A NUMBER-BASED VS. HEALTH STATUS-BASED DEFINITION OF AN 

OLDER PATIENT - SELECTED QUOTATIONS FROM PARTICIPANTS 

Age-based definition of an older adult 

• I used to say 65 but now I say 75 or may be 70. (GP07) 

• I think I keep it simple, 65 I guess. (GP04) 

• I used to think 65 is old. But now I think 75 is the new 65. (S02) 

• It is changing. I think 20 years ago, elderly was people probably over 65. Now I think people in their 

early 80s as not being that elderly. I think elderly is over 85 and depends physiologically too. (S05) 

Based on physical characteristics and other factors 

• I think most people will accept over 80 is being very old. Even people over 80 and people less than 80 

if they are frail, comorbid or cognitive impairment, on residential care they would be classed as 

elderly. (SP03) 

• It is very difficult to say what age defines elderly. (GP06) 

• Difficult, I do not know what age we call elderly. It depends upon the shape of the patient, how he 

looks, how fit he is. Sometimes older person we do not think is elderly and sometimes younger 

patients are elderly. (GP08) 

Impact of age in definition of an older adult 

• I guess the number is important, because it makes you think about whether you should then think 

about prescribing and stuff. So it gives you a starting point. (GP05) 

• It is not a perfect discriminator, but everything goes in certain direction as you get older, whether it 

gets a higher number or a lower number, it does correlate with age. So, it is not a bad way of classifying 

things…So it (age) is a factor but it is probably the least precise factor. It makes people think well this 

person is over 80 so that is one factor that tells me they are high-risk. (S02) 

• Well, I think having somebody’s age is useful. It does not tell everything about the individual, but it 

gives you an idea of the problems that you might anticipate. (S05) 
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TABLE 4 - THEME 3: LACK OF GUIDELINE SUPPORT IN PRESCRIBING FOR OLDER PATIENTS 

- SELECTED QUOTATIONS FROM PARTICIPANTS 

Limited evidence base 

• One of the things that I become very particular about is looking at the clinical trials to see what 

evidence they have particularly about old people or frail people. For me it is not enough to say that 

there was an average benefit overall in this trail of x%, I want to see what has happened in the 

subgroup of people that are very elderly. (S03) 

• And so you also need to know the literature on older people because they often behave very 

differently and they obviously largely not part of the general clinical trials for interventions 

whether they are medications or others. (S07) 

• One is that evidence base falls apart in very elderly. So, things that are shown to be efficacious or 

effective in younger adults, we have no evidence in older people, or we have evidence of no 

benefit, or have evidence of harm. (S03) 

Clinical practice guidelines not able to be generalized to each patient 

• So, often times, when you have a medication, there is a big list of interactions and precautions and 

really often, especially in these patients with comorbidities, if you went strictly by the guidelines you 

would never be able to give any medication. (GP02) 

• They are helpful to an extent, in that you can get an idea what others might do. But you also have 

to tailor it to the patient, and you know, to their specific kidney and liver function, their level of 

cognition, their coping abilities, and also any other comorbidities. (GP02) 

• It is not that they are not helpful, but they are very specific to one problem. And we said already 

that elderly people usually do not have one problem. And then even you take into consideration 

that they have four disease states, that might not include the fact that they use a cane to walk, or 

they do not have a car, or their vision is impaired. (GP03) 

• They (guidelines) are not (helpful). There are very few guidelines really mentioned anything 

specifically on older people. The older the person is, more comorbidities they have, the probability 

of following the guidelines become less and less. (S01) 
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• There are three problems with clinical guidelines that limit their use in older patients. One is that 

they rarely, if at all, address issue what to do in someone who’s got multi-morbidity. So, treating a 

single disease by guideline may be very effective, but majority of older people with single disease 

have multiple other illnesses. And that we know from work we have done and work that other 

people have done, that if you are an old person with single disease, 95% of them will have two or 

more other diseases to go with it. So, the lack of understanding of multi-morbidity is a key issue. 

The second issue is that a lot of the guidelines are driven by commercial interests that are not 

aligned to the best outcomes to the patient. The third issue is that they do not consider the ethical 

framework that I have mentioned before. The guidelines are generally focused on what is the 

efficacy of the drug, therefore that the efficacy will be converted into effectiveness of the entire 

population. And they do not go how you generalize that to your particular patient, what are the 

harms, how do you balance the benefits and harms, what does the patient wants. (S03) 

• I am not sure, because guidelines are a generalization. But we are not looking after a generalized 

patient; we are looking after an individual. I think that is one of the problems with the guidelines, 

they fit a population but they do not necessarily fit an individual. (S05) 
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