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Abstract
Background: To optimise medication use in older people, it is recommended that clinicians evaluate evidence on
potential benefits and harms of medicines in light of the patients’ overall health, values and goals. This suggests
general practitioners (GPs) should attempt to facilitate patient involvement in decision-making. In practice this is
often challenging. In this qualitative study, we explored GPs’ perspectives on the importance of discussing patients’
goals and preferences, and the role patient preferences play in medicines management and prioritisation.
Methods: Semi-structured interviews were conducted with GPs from Australia (n = 32). Participants were
purposively sampled to recruit GPs with variation in experience level and geographic location. Transcribed audiorecordings of interviews were coded using Framework Analysis.
Results: The results showed that most GPs recognised some value in understanding older patients’ goals and
preferences regarding their medicines. Most reported some discussions of goals and preferences with patients, but
often this was initiated by the patient. Practical barriers were reported such as limited time during busy
consultations to discuss issues beyond acute problems. GPs differed on the following main themes: 1) definition
and perception of patients’ goals, 2) relationship with the patient, 3) approach to medicines management and
prioritisation. We observed that GPs preferred one of three different practice patterns in their approach to patients’
goals in medicines decisions: 1) goals and preferences considered lower priority – ‘Directive’; 2) goals seen as
central – ‘Goal-oriented’; 3) goals and preferences considered but not explicitly elicited – ‘Tacit’.
Conclusions: This study explores how GPs differ in their approach to eliciting patients’ goals and preferences, and
how these differences are operationalised in the context of older adults taking multiple medicines. Although there
are challenges in providing care that aligns with patients’ goals and preferences, this study shows how complex
decisions are made between GPs and their older patients in clinical practice. This work may inform future research
that investigates how GPs can best incorporate the priorities of older people in decision-making around medicines.
Developing practical support strategies may assist clinicians to involve patients in discussions about their medicines.
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Background
Managing medications in older people can be challenging for general practitioners. Medication use is often
problematic because of over-prescribing, underprescribing, inappropriate selection of a medication and
avoidable adverse drug reactions [1, 2]. Further to this,
specific classes of medications and polypharmacy (taking
5 or more medications) can be harmful [3]. It is important to ensure that the benefits of starting or continuing
a medication outweigh the harms, and that they support
the larger aims of the person’s life and impose the smallest possible burden [4, 5]. One way to reduce medication burden is by deprescribing through dose reduction
or discontinuing selected medicines, when harms outweigh benefits within the context of a patient’s care goals,
level of functioning, life expectancy, values and preferences [6]. Deprescribing is now considered an essential
element of good prescribing [7]. Clinicians and older patients face complex trade-offs and considerable uncertainty, therefore many treatment decisions in this
context are preference-sensitive [8]. In order to optimise
medicines for this group, patient-centred communication and shared decision-making (SDM) are essential [9,
10].
SDM is a process during which clinicians and patients
make health decisions collaboratively, considering
evidenced-based information and preferences of the patient [11]. Informing, eliciting and helping patients construct their preferences is a core aspect of shared
decision-making [12]. For many older patients with polypharmacy these are challenging decisions as there are so
many factors to take into account including multimorbidity, transitions of care, frailty and limited life expectancy. Although incorporating patient goals and preferences into treatment decisions can improve health
outcomes [13], elicitation and alignment of patient preferences with medical decisions is arguably the most difficult part of SDM [14]. In recent years there has been a
push for goals and preferences to be considered an essential part of SDM, acknowledging this step has been
somewhat overlooked in the SDM academic literature
[15, 16]. This highlights the importance of eliciting patients’ goals and preferences to inform complex decisions faced by an older person with comorbidities taking
multiple medicines [17, 18].
Accounting for a person’s goals and preferences into
decisions about medicines are a key element of prescribing and deprescribing algorithms [6], conducting a medication review [19], and features in the literature on
patient-centred approaches to medicines use [20]. Conceptually, person/patient centred care (PCC) emphasises
the moral importance of responsiveness to individuals
and what they value [21]. This is not to mean patient
choice should be mandated or that health professionals
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must agree with and do whatever a patient says they
want. Rather it supports the idea that “patients’ personal
preferences be taken seriously, but in a nuanced and
situation-sensitive way” [21]. Patient input is valuable as
they are the expert in their experiences and how they
feel about their medicines. Interpersonal relationships
and professional support are paramount to ensure that
individuals can engage in and influence their care [22].
Individuals can then feel supported to be involved at the
level they are comfortable and capable with. In practice,
however, clinicians find it challenging to facilitate patient
involvement in decision-making [23].
Clinician and patient factors have previously been
identified as barriers to involving older patients in decisions about medicines [24]. Clinicians may believe they
know their patient’s preferences already or incorrectly
assume an older person cannot contribute to decisions
about their medicines [25, 26]. Older people have varied
preferences for involvement in health decisions, but
most older people want their perspectives heard [10].
For some older people inadequate health literacy skills,
physical problems (e.g. poor hearing) or cognitive impairment makes it challenging to be involved in decisions about medicines [27–29]. In addition, there is an
interplay of complex factors that lead an individual to
accept polypharmacy or resist deprescribing, such as
knowledge about medicines and trust between the patient and clinician [10].
Communication strategies facilitate decision-making
aligned with preferences and goals for persons with serious illness or near the end-of-life [30, 31]. However,
there is little guidance for clinicians on how to talk to
older people about their goals and preferences and how
to combine a persons’ priorities with the clinical aspects
of decision-making about medicines. To advance this
area it is important to first have a greater understanding
of the role of goals and preferences in decision-making
about medicines made by GPs’ and their patients in
everyday clinical practice [32]. This study will explore
GPs’ perspectives on the importance of discussing a patient’s goals and preferences, and incorporating these in
decisions about their medicines.

Methods
Design

This qualitative study used face-to-face or phone/video
call interviews with 32 GPs from Australia. See Supplementary file A: Consolidated criteria for reporting qualitative research (COREQ) for more detail.
Data collection

A semi-structured interview schedule was developed in
conjunction with a multidisciplinary research team,
which included experts in geriatrics (V.N.), general
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practice (L.T.), pharmacy (A.M., D.R.), epidemiology
(L.I.), ethics (S.C.), health psychology (J.J., K.M., C.B.),
qualitative research methodology (K.W., S.C., J.J., K.M.,
C.B.), and a consumer representative (J.C.). Topics included GPs’ views on the role of patients’ goals and preferences
in
medicines
management
including
deprescribing and GPs’ experiences of medication reviews. GPs’ views on medication reviews are reported
separately to enable a sufficiently detailed description of
the study findings [33].
The interview schedule was piloted with two GPs and
modified. Interviews lasted between 24 and 55 min, and
de-identified audio-recordings were transcribed verbatim. Between February and October 2017, interviews
were conducted by one researcher (K.W).
GPs were asked about if/how they communicate with
older patients about polypharmacy. Basic demographic
data were collected, including gender, age, years of GP
practice (Table 1).
Table 1 Characteristics of General Practitioners (GPs)
GP characteristics

Participant recruitment

Recruitment commenced in New South Wales, then extended to other states in Australia (Fig. 1). We used purposive sampling to recruit GPs, aiming for variation in
demographic characteristics. The study was advertised
via the newsletters and email lists of GP organisations
(Royal Australian College of General Practitioners
(RACGP), Primary Health Networks, Australian Medical
Association), through professional networks and publicly
available information (email invitation), in social media,
and at medical conferences. Regional GPs were accessed
by making telephone contact with practice managers,
through colleagues, and advertising with the Aged Care
Network (RACGP specific interest group). Subsequent
active ‘snowballing’ was used to access hard to reach
participant demographics – where participating GPs
were asked to nominate their colleagues to be invited to
participate. GPs provided verbal consent before participating in a face-to-face interview (17 participants) or via
telephone/video conference (15 participants). Participants received $AU50 for their time.

No. of GPs n = 32

Analysis

Years of GP working experience (years)
1–9

14

10–19

6

20–29

4

30+

8

Gender
Female

18

Male

14

Role at medical practice
Registrar/in training

7

Contractor/sessional/salaried

17

Principal/partner

8

Number of GPs at medical practice
1–5

14

6–10

9

11+

9

How many patients seen who were 75+ years (%; estimate per year)
1–19

10

20–39

15

40+

7

Index of Relative Socio-economic Disadvantage Quintilea

a
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1 (most disadvantaged)

2

2

8

3

0

4

6

5 (least disadvantaged)

16

Socio-Economic Indexes for Areas (SEIFA) by Local Government Area. 1 = most
disadvantaged, 5 = least disadvantaged

Framework Analysis was used to organise the interview
data and identify themes [34]. This is a matrix-based
method of thematic analysis, with participants’ data
summarised as rows and themes as columns [10].
Framework Analysis involves a five-step process. Firstly,
one researcher (K.W.) read through a subset of transcripts to identify themes. Along with the interview
schedule, these themes formed the basis for the initial
coding framework, which was reviewed and discussed by
qualitative researchers (K.W., I.B., J.J.). Two researchers
then independently reviewed another subset of transcripts, developed codes, and compared the data for differences and similarities in the data and coding (K.W.,
I.B.). Researchers then discussed and together established overarching themes and categories, and developed
the matrix (K.W., I.B., J.J., and K.M.). Two researchers
(K.W., I.B.) divided the transcripts and independently
summarised the themes and quotes from each transcript
into the matrix with continuous discussion with other
researchers (K.W., I.B., J.J., K.M. and V.N.). At this point,
the team observed what appeared to be three distinct
patterns of participants. To test this, a new subset of
participants was selected, and two researchers independently categorised these participants into practice patterns; this showed that the patterns were sound and
could be reliably applied to the data (K.W., V.N.). When
all of the data were coded and summarised into the
matrix, the framework was examined within and across
themes and participants to identify further relationships
and themes. An academic GP (C.T.) analysed summary
data, providing a dual perspective as both a participant
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Fig. 1 Map of Australia with clinic locations of the participants

and researcher. Rigour was addressed throughout this
process by ensuring a detailed documentation of the
analysis process; repeat coding of transcripts; constant
comparison of data with continuous discussion of
themes.

Results
Table 1 demonstrates diverse characteristics in the sample, including experience ranging from 1 to 50 years
(average, 17 years). There were more female participants
with < 10 years’ experience (13/14) and more male participants with 30+ years’ experience (7/8). Approximately half the GPs (14/32) worked in smaller practices
with 1–5 GPs. GPs were recruited across Australia, including regional locations.
We developed three main practice patterns from the
data. Most GPs had a preferred practice pattern, which
related to their years of experience. We conceptualised a
practice pattern as a way of practicing medicine in relation to older adults and polypharmacy. A practice pattern was a set of practices that tended to cluster
together to form an identifiable way of doing things: this
could include, for example, a way of acting, reasoning,
and communicating about medicines. These patterns
were not always mutually exclusive and individual GPs
might move between two practice patterns, which might

be as a result of gaining more experience or working in
a different context. Overall, any individual GP at a specific point in time was likely to have one preferred
pattern.
Our analysis presents these practice patterns individually, with key differing features discussed: 1) definition
and perception of patient goals, 2) relationship with the
patient, 3) approach to medicines management and
prioritisation.
Practice pattern 1 ‘directive’: goals and preferences
considered a lower priority in clinical decisions

Overall, GPs with characteristics of this practice pattern
appeared to encourage older people to think as a doctor
would, and convince patients of what their medication
goals should be. GPs who exhibited traits of this practice
pattern tended to have less clinical experience and
seemed to use a more directive decision-making approach. They tended to follow guidelines with a strong
focus on treatment adherence, and perceived little room
to tailor medication to individuals.
Definition/perception of goals

A feature of this practice pattern was to determine for
their patients what the goals of care should be: “they’re
always like, oh my blood pressure’s fine. But it’s like, no,
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you need to take this for a different reason… So just explain to them why we’re doing it. And usually once you
explain to them the rationale, they get it. It’s like statins
as well, like if you’re no different when you’re on it, but
the reason that we’re doing it is to lower your cardiovascular risk” (ID15, female, 2 years’ experience). They appeared not to have explicit discussions with their
patients around what mattered to them in relation to
their medicines. While GPs using this practice pattern
had a sense that patients differ to some extent, and
recognised the need to respond in slightly different ways,
this was to convince the patient to follow recommendations: “the patients, um, have to believe their doctors but
that belief is based on how well you’re communicating all
their medical problems with them” (ID13, female, 5 years’
experience). GPs adhering to this practice pattern also
understood goals of care may change based on the patient’s clinical trajectory.
When GPs who exhibited traits of this ‘Directive’ pattern were asked if they thought it was possible to get a
sense of their patients’ goals and preferences, some GPs
interpreted this to mean changing patient goals to better
match clinician goals: “it is sometimes difficult to marry
up patient goals and clinician goals. Um, and I think
that is due to health literacy as well and how well we explain things to patients when we start them on medications” (ID27, female, 3 years’ experience). GPs spoke
about advantages of talking to patients about goals to
gain trust and improve compliance: “I think it is very important. Because, their goals need to be somewhat
aligned to ours for them to be compliant” (ID27, female,
3 years’ experience). However, some GPs using the ‘Directive’ practice pattern reported that eliciting patient
goals and preferences could not be prioritised because of
time pressures: “It’s probably quite important (laughs).
It’s always hard to find time amongst everything else that
you’re trying to do and keep up to date. Especially with
older people” (ID3, female, 9 years’ experience).
Relationship between GP and patient

Some GPs were hesitant to encourage patient involvement in medication decision-making. Some were trying
to instil confidence and were worried that seeking the
patient’s opinion might make them appear less skilled:
“Being a younger doctor, if you’re bringing up questions it
seems like you’re not sure what you want to do and
you’re … trying to shift responsibility on to [the patient].
So, there might be that meta-effect of them losing confidence in you as a doctor” (ID20, female, 2 years’ experience). Some GPs viewed older patients as preferring a
passive role in decisions: “A lot of patients … they’re
quite happy to do what you say” (ID10, female, 4 years’
experience). Some GPs placed the onus on patients to
initiate discussions about medication goals: “I think it
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comes down to insight. And how much … um, they’re
willing to take responsibility for their own health. Like
there are people who are all over it and know what they
want, their priorities, etc … I think those that don’t want
to take responsibility of their health problems do have …
that’s where the issues are” (ID15, female, 2 years’
experience).

Medicines management and prioritisation

Most GPs utilising the ‘Directive’ practice pattern believed their older patients were taking necessary medications, perceiving limited flexibility to make changes
based on patient preferences: “I would say the majority
of cases you can’t really, there’s not really anything that
you can cut out, but we do have that discussion from
time to time” (ID10, female, 4 years’ experience). In contrast to other practice patterns, GPs preferring this pattern said it could be difficult to achieve adherence: “it’s
like to prove to them this is why it’s necessary” (ID15, female, 2 years’ experience). GPs tended to focus on following clinical guidelines and improving medication
safety and adherence. Often this involved convincing patients to take their medicines: “taking the medication is
going to improve your life expectancy, but it’s going to
come with some little bit of side effects. That we have to
put up with (ID13, female, 5 years’ experience).
Patient preferences sometimes led to medicationrelated decisions, e.g. for low risk/low gain medications
or if the patient reported experiencing a side effect.
However, if a medication was prescribed by a specialist
or hospital clinician, GPs preferring this practice pattern
felt they could not make changes: “the patient I guess is
at the mercy of the specialists, um, in terms of the more
complex medications” (ID27, female, 3 years’ experience).
They reviewed their patient’s medications to keep on top
of changes: “If I’m not running late then I’ll always go
through the list of medications … usually there’s at least
one or two medications that they’re no longer on or has
been changed by the specialist …” (ID11, female, 4 years’
experience).
Some GPs discussed attempting to deprescribe medications with mixed results. GPs tried to explain a continuum or categorisation of older patients in order to
understand their willingness to deprescribe: “you can get
that sense of feeling that [patients are] medication oriented or whether they’re happy to quit, stop medications”
(ID13, female, 5 years’ experience). Barriers to deprescribing included concern about patient harm, criticism
from the patient, colleagues or specialists, or a specialist
restarting the medication without consultation. Patient
resistance to deprescribing was also reported: “often they
believe they should be on most of them” (ID27, female, 3
years’ experience).
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When being ‘Directive’, GPs utilised various services
to support patient care. These are summarised in
Table 2. For example, using a program for medication
reviews performed by a pharmacist allowed GPs to gain
further expertise and insights into relevant clinical
pharmacology and to shift some tasks they would normally do (i.e. reviewing medications). This could be
viewed in different ways: to improve efficiency, or a coping strategy to relieve some pressure or recognition of
other peoples’ greater ability to perform a certain task.
GPs explained that this made it easier to continue the
discussion about goals and preferences with the patient
or at least have some understanding of patient preferences in medication-related decisions: “if someone’s done
that for me that does help. That’s a useful piece of information” (ID7, male, 3 years’ experience).
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Definition/perception of goals

GPs expressed the importance of discussing goals and
preferences with all older patients: “Everybody’s capable
of … having a sense of their goals and what they want
with their medication” (ID14, female, 28 years’ experience). They described this as essential for quality care,
ensuring that medications fit into and improve the patient’s life and not the other way around: “making sure
that what we’re doing is in line with what they want. So
ultimately, we’re there to improve [the patient’s] health,
as they see it … not to treat the numbers” (ID26, male,
10 years’ experience). GPs who preferred this practice
pattern perceived patients’ goals and preferences as individual, dynamic and changing over time. Quite a few
‘Goal-oriented’ GPs discussed this routinely, setting
aside dedicated time.
Relationship between GP and patient

Practice pattern 2 ‘goal-oriented’: goals are central to
decision-making about medicines

GPs who preferred this practice pattern generally
used a patient-focused approach to medicines management in older patients, recognising the importance
of explicitly eliciting patient goals and tailoring medications accordingly. A few GPs who exhibited traits
of this practice pattern compelled patients to be involved in decisions about medicines without recognising this can be burdensome: “[GP has a special screen
so patients can see their medical record] I use a larger
screen, a curved screen … [to] get patients involved,
um, have some transparency … empower them with
the fact that this is their health and they need to take
control of that. So first getting them engaged and then
having some control” (ID2, male, 25 years’ experience).
These GPs acknowledged the potential risk of polypharmacy and uncertainty around benefits of medicines in older patients, were generally confident in
deviating from guidelines if needed and described
positive experiences with deprescribing. The ‘Goal-oriented’ practice pattern was more commonly followed
by GPs in the middle stage of their career.

GPs applying this practice pattern expressed the importance of communicating about medications to improve
knowledge and empower older patients to be actively involved in their health. They seemed to reject the discourse that ‘time-poor’ GPs are unable to meaningfully
talk to their patients: “the thing that’s less possible for
most GPs is their claim that they don’t have enough time.
The fact is we all have the same amount of time. So, you
know, these are … er, nobody’s making GPs spend too little time with patients, they’re doing it themselves” (ID12,
male, 38 years’ experience).
A few GPs acknowledged that some older patients
may not be used to involvement in medication decisions,
but one GP wanted a ‘paradigm shift’: “I want to say it’s
a shared role. It’s not me telling you and you just listening to what I’m saying. I want you to interact. I want you
to understand. I want you to challenge...” (ID2, male, 25
years’ experience). Some GPs recognised the difficulties
of taking a shared approach and sometimes it was their
clinical responsibility to make the final decision. For example, one GP had spent months discussing the benefits
and harms of stopping an anticoagulant medication
(warfarin) with a frail patient, who was unable to come

Table 2 List of services utilised by participants
Services/resources

Type

Who is involved

Government
services

- Chronic care plan, management plan, indigenous health review, health assessment for
patients aged 75 years and above
- Medication review program

Practice nurse + GP + patient
Accredited pharmacist +
GP + patient

Online resources

- Websites on medicines safety i.e. Australian Medicines Handbook, NPS MedicineWise, MIMS.
- Online risk calculator for cardiovascular disease, iconarrays to discuss risk about specific
mediations.
- Deprescribing websites and apps

GP

Guidelines

- Therapeutic guidelines, condition specific guidelines.
- To find alternatives treatments

GP

Other health
professionals

- Community pharmacists, geriatricians

GP + health professional +
patient
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to a decision: “[The patient] couldn’t make a decision
about it … You know, the narrative in his mind was well
don’t I need to be on this? If I don’t have this aren’t I going to have a stroke? Er, and the answer to that is yes,
possibly. But he was also at the point where, you know,
realistically I thought that the harms were probably getting high enough and he was falling all the time. And he
was having bruises. Er, and eventually I just had to make
an executive decision about that. Right, I’m stopping it”
(ID29, male, 13 years’ experience).
Medicines management and prioritisation

GPs adhering to the ‘Goal-oriented’ practice pattern
were more likely to emphasise and be comfortable with
the uncertainties of medical practice. They talked about
the limitations of the evidence for medications in the
older population, the potential for harm when following
the guidelines and the need to see the patient as an individual: “[Another] doctor had followed the guidelines perfectly …. but it just didn’t work for this man. And it
didn’t fit with his amazing quality of life … And I think
that that’s the hard part … doctors who either don’t
know their patients well or who are new coming in, um,
can be very strict at following the guidelines” (ID24, female, 7 years’ experience).
Whilst acknowledging the challenges of deprescribing
and stopping medications that took years to convince
the patient to take, GPs using this practice pattern had
an overwhelmingly positive attitude towards deprescribing, particularly preventive medications. Unless a patient
had voiced a concern or fear of a specific condition/illness: “[A patient’s] quality of life on a daily basis is more
important than pushing all this preventative stuff, which
is what a lot of, half of the medications they’re on are for
really” (ID20, female, 2 years’ experience).
GPs using the ‘Goal-Oriented’ practice pattern reported prioritising medications based on older patients’
goals and preferences. GPs perceived this as challenging
but necessary: “That’s a very complex and tricky thing to
do … So it does, er, there’s no simple way to do it and it
does depend on what [the patient’s] main goals are as
well and what their attitude to life is and how long they
want to live and so on” (ID12, male, 38 years’ experience). These GPs seemed to consider patient input as
valuable and equal to their own clinical input, for example, recognising that ‘quality of life’ is different for
every patient: “My interest mainly is quality of life for patients and asking them what … what that means to them.
Taking medication for what their goals are” (ID9, male,
10 years’ experience). This practice pattern engaged GPs
who recognised that patients differ in the trade-offs they
are willing to make in terms of harms and benefits of
medications: “I’ll actually go over it and say, well these
are the risks and that’s how likely you’re going to have it.
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I mean, how important is that for you?” (ID20, female, 2
years’ experience).
These ‘Goal-oriented’ GPs were attuned to their patient’s self-determination in several ways. They accepted
if a patient decided not to take a medication – even if it
was against their recommendation. GPs gave examples
of complex discussions to consider patients’ goals when
making medication decisions. For example, one GP had
a patient diagnosed with atrial fibrillation by another
clinician and prescribed a medication that controls heart
rate (beta blocker). This medication caused the patient
to feel breathless and fatigued to the point where they
cancelled a family trip. A discussion was had between
the GP, patient and patient’s daughter about the patient’s goals: “Yes, you don’t want to have a debilitating
stroke and end up in a high care nursing home, but you
also won’t have quality of life now … and eventually we
just put him back on what he was on before, and decided
to pretend that we never found out about the atrial fibrillation” (ID24, female, 7 years’ experience).
‘Goal-oriented’ GPs tended to tailor various services
with the aim of improving care for older patients. While
these services (Table 2) were utilised to support goal
elicitation to develop therapeutic relationships, GPs also
recognised that these services often fell short of facilitating patient-centred care.
Practice pattern 3 ‘tacit’: goals and preferences
considered in decisions around medicines but not
explicitly elicited

GPs using the ‘Tacit’ practice pattern considered patient
goals important to inform care. GPs inferred what mattered most to their patients based on years of experience
and longstanding relationships with older patients. However, these GPs described difficulties tailoring medication management to older patients’ goals and favoured a
conservative approach with a strong focus on medication
safety and avoiding risks.
Definition/perception of goals

‘Tacit’ GPs reported they considered patients’ goals and
preferences in the periphery of their clinical decisions.
These GPs – many with extensive experience – felt they
understood their older patients’ goals through longstanding, trusting relationships with older patients and
many conversations over the years, without explicitly
discussing goals: “I’m not sure that I really ask them a
lot” (ID5, male, 31 years’ experience). A few GPs using
the ‘Tacit’ practice pattern considered that most patients
had broader, universal goals: “I think [patient] goals are
to have their symptoms relieved … and to live as long as
possible … And that’s the universal goals of anybody. So
talking about different patients having different goals, I
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don’t know if that’s a real-world issue” (ID25, male, 36
years’ experience).
General patient goals identified by GPs with traits of
this practice pattern tended to be a combination of staying alive and quality of life. Patient goals were expressed
as: symptom relief, improving wellbeing, being pain-free,
maintaining independence, taking as few medications as
possible to avoid side effects. GPs contextualised patient
goals in a broader understanding of ‘the human condition’ and considered this in the background of decisionmaking. For example, one GP’s ‘guiding principle’ was:
“To look after [patients], to love them, love them in small
way, um … help them with a life that is, that is healthy
and meaningful. Um, and if medications might be interfering with that then I think … er, I would, I might
change that” (ID5, male, 31 years’ experience).
Relationship between GP and patient

Most GPs who engaged with the ‘Tacit’ practice pattern
said they made decisions for their patients for two reasons: 1) the clinician has inherent responsibility as the
prescriber, with knowledge asymmetry between clinician
and patient, 2) from their perspective, many older patients preferred a passive role in decisions: “That age
group usually are happy to be guided by me. You know,
they just take … whatever I say they just believe” (ID32,
male, 37 years’ experience).
The proportion of older patients seen by these GPs was
high and some GPs expressed fatigue in caring for patients
with complex chronic conditions on a high number of
medicines, visiting residential care facilities and making
house calls. GPs talked about dedicating time to fully
manage the issues older patients experience: “Many of the
patients I’ve seen for 30 plus years … but I also have time
to talk to them, ‘cause I’m not a … 6 patients per hour kind
of practice” (ID25, male, 36 years’ experience).
A few GPs stated their profession is undervalued as
the “conductor of the orchestra” (ID32, male, 37 years’
experience). One GP expressed frustration with patients’ relatives and transitions from hospital to an
aged care facility, considering himself as overseeing
patient care: “I … invariably will reduce medications
in the nursing home after the hospital attendance.
Sometimes with arguments from the relatives. [The patient’s relatives say:] No, specialist put her on it. I
said, well in that case ask the specialist to come and
give you a prescription because I will not. Full stop.
And we have arguments. Don’t want to? Change doctors... I’m, I’m quite brutal about this” (ID31, male,
50 years’ experience).
Medicines management and prioritisation

GPs using the ‘Tacit’ practice pattern discussed the challenges in medicines management and prioritisation in
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patients who are clinically stable. GPs dichotomised
medicines as essential or non-essential, with essential
medicines having little flexibility for change. They discussed prioritising medications based on their clinical
importance and indication: “People are getting swollen
ankles. You put them on fluid tablets but then, you know,
you think well is this really worth it? ‘Cause their …
swollen ankles are not going to kill them. But having to
get up to go to the toilet in the middle of the night might
kill them, you know. They might fall and break their hip”
(ID16, male, 40 years’ experience). ‘Tacit’ GPs were experienced in prescribing and medicines interactions, including the complex nature of competing chronic
conditions and tended to avoid risks as much as possible. For example, prescribing the minimal number of
medications to begin with, use of dose administration
aids, maintaining the status quo to avoid confusion or
potential adverse events, and making changes to medications only if a patient has raised an issue.
For high-risk patients, GPs tended to focus on maintaining patients living independently for as long as possible and would minimise medications that may increase
the risk of an acute incident such as a fall. ‘Tacit’ GPs reported utilising various services (Table 2) that are designed to help older patients stay in their home and
manage medications to assist with practical tasks whilst
maintaining their independence: “My aim is to try and
keep them at home with an aged care package” (ID32,
male, 37 years’ experience). GPs using this practice pattern were aware of the delays and wait times associated
with different services, thus commenced these processes
early, understanding the trajectory of a patient and intervening pre-emptively.
All GPs describing characteristics of the ‘Tacit’ practice pattern had some experience with deprescribing in
different ways and for different reasons. Some GPs considered deprescribing as highly important and the key to
optimising medications: “At the end of the day we’re trying to improve patient outcomes by improving medication
uses. It’s not really what the patient primarily wants”
(ID16, male, 40 years’ experience). For some GPs, deprescribing wasn’t their “guiding principle” (ID5, male, 31
years’ experience) and was often challenging in practice
due to the difficulty convincing patients to cease medications: “If they’re really wedded to their medications it’s
sometimes it’s really hard. Like the Zocor lady [105-yearold patient taking simvastatin]. Um … and I guess you
pick your battles” (ID5, male, 31 years’ experience). One
GP said he appreciated if a patient’s medication were
stopped in hospital, as this was less of a risk than deprescribing in general practice: “The only time we can do it
[deprescribe a medication] is when people end up in hospital for whatever reason … and then those tablets are
stopped. And somehow, they survive without them, then
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you’re fine. But when we do it from here, then it becomes
a risk” (ID23, male, 39 years’ experience).
In general, GPs viewed prioritising medicines as their
responsibility. However, occasionally, if a patient says
“I’m not achieving my decency and my dignity without
those tablets” (ID23, male, 39 years’ experience), some
GPs would shift to prioritising a medication for symptom control over an ‘essential’ medication based on what
is most important to the patient.

Discussion
In this study, we identified three practice patterns displayed by GPs, varying considerably in their definition
and perception of patient goals, the patient-doctor relationship and their approach to medicines management.
Gaining an in-depth understanding about the perceived
role of older patients’ goals and preferences provides
useful knowledge about how GPs use patients’ priorities
in everyday consultations.
The strengths of this study include the heterogeneous
sample of GPs varying in location and years of experience. The interview topics were not geared towards promoting patient goals as an element of shared decisionmaking. Rather, GPs were asked to reflect on their own
perceived importance of patients’ goals and if this plays
out in clinical practice. Limitations include a relatively
small number of GPs on which findings are based, who
were willing to participate in an interview – although
the sample size was sufficient for qualitative research.
There was some degree of homogeneity within GPs with
similar practice patterns. For instance, the GPs preferring a ‘Directive’ practice pattern were more likely to be
female with fewer years of experience. These participants
may represent a more motivated subset of GPs who have
an interest in goal elicitation. Quantitative research
could be useful to further verify these practice patterns
and quantify the percentage of GPs that follow each
pattern.
We feel there is value in discussing each practice pattern according to the definition, conceptualisation and
implementation of patient-centred care (PCC) by
Entwistle & Watt [21]. The three fundamental aspects of
PCC are: 1) to treat patients with respect and
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compassion, 2) to be responsive to a patient’s unique
identity and subjective experience, 3) to support patients
to be as autonomous as they can be (Table 3).
For the first practice pattern ‘Directive’, GPs recognised that individual patients’ goals and preferences differed, although this was not operationalised often –
effectively deprioritising the second aspect of PCC. A
characteristic of this practice pattern was that GPs tried
to make a patient’s view about medicines align with the
GP’s view. GPs using this pattern portrayed discomfort
with the uncertainties of medicine, adhering rigidly to
clinical practice guidelines. Less experienced GPs described traits of this practice pattern, perceiving they
had limited control and may have compensated by trying
to convince patients of the right course of action (to take
‘necessary’ medications). For instance, GPs recalled their
efforts to deprescribe were often ineffectual, refuted by
the patient or another doctor who prescribed the medication. Overall, this could mean that GPs following the
‘Directive’ practice pattern perceived they were unable to
fully implement PCC in this context. Instead, GPs
emphasised their own understanding of good quality
care which was to focus on patient adherence to ‘essential’ medications.
A recent study conducted in the Netherlands focused
on decision-making styles of medical specialists, medical
residents, nurse practitioners and clinician’s assistants
(n = 394) [35]. They found that medical residents and
participants who were younger (aged less than 35 years
old) preferred a clinician-directed approach over a
shared approach to decision-making. The authors stated
the low proportion of medical residents preferring a
SDM approach was “disturbing” [35]. This study did not
offer reasons behind this preference, but it was questioned whether medical residents lacked the clinical experience required to perform SDM. This study, and
ours, may point to a need for structured mentoring and
support for doctors to integrate patient preferences with
clinical decisions, specifically for prescription management in older patients.
‘Goal-oriented’, the second practice pattern, aligned
with what we would recognise as PCC. GPs who conformed to this pattern utilised their communication

Table 3 Practice patterns of GPs with the fundamental elements of patient-centred care
Practice
pattern

Patient-centred care (PCC) fundamental elements

‘Directive’

• Followed clinical practice guidelines with a focus on medication adherence, encouraged patients to try to think in the same way a
doctor would, perceived older patients prefer not to have an active role in decision-making

‘Goaloriented’

• Eliciting patients’ goals and preferences seen as fundamental for providing good quality care, confident to deviate from guidelines,
encouraged patients to be involved in decision-making some without consideration of the patient’s actual preferred level of
involvement

‘Tacit’

• Patients’ goals and preferences used in an intrinsic way without necessarily asking them, prioritised avoiding risks and medication
safety, assumed patients prefer their doctor to make decisions, relying on their doctor’s expertise and their longstanding
relationship with the patient
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skills and clinical acumen to deviate from guidelines and
to make decisions based on patient preferences. These
GPs meet the fundamental aspects of PCC outlined
above and GPs using this practice pattern had a shared
approach to decisions. However, some GPs assumed all
patients wanted to participate in SDM without establishing the patient’s actual preference or how capable that
patient felt to be involved. Our previous qualitative study
showed there are older people who preferred to defer
decisions about medicines to their doctor or companion
[10]. It is understandable that not all patients value being an active participant in decision-making as SDM can
be challenging and burdensome. Instead of encouraging
patients to emulate an ‘ideal’ or active patient, allowing
delegation respects a patient’s wishes, while supporting
them to flourish to the best of their ability. This would
still be considered SDM and a patient-centred approach
to optimising medicines [4, 21].
‘Tacit’, the third practice pattern GPs displayed traits of,
patient goals and preferences were used in an intrinsic
way. Lengthy relationships with their older patients combined with clinical expertise in complex medical situations
led GPs to believe they could recognise what an individual
patient valued; this could then inform the GP about the
right thing to do. Prima facie, one might expect that GPs
using the ‘Tacit’ practice pattern may not see PCC as essential to provide optimal care for older patients. However, this practice pattern, overall, did have some aspects
of PCC. Including treating patients with respect and compassion by allocating enough time in consultations, understanding goals and preferences held by older patients in
general, and taking care to avoid unnecessary risks that
could negatively impact a patient’s life.
It could be posited that the general goals identified by
GPs using the ‘Tacit’ practice pattern may be right for
some older patients. A study conducted in the US asked
older patients with multi-morbidities (n = 357) to rank
pre-determined health outcomes [36]. 76% identified independence as their most important goal (followed by symptom relief, pain management and staying alive) – all of
which were goals mentioned by GPs using the ‘Tacit’ practice pattern. However, individual patients’ goals and preferences are not stable, they change with circumstances,
worsening health conditions and may vary based on the
decision to be made [37, 38]. Importantly, in most cases
individual patients are best placed to inform about their
specific goals and preferences [39, 40].
However, translating general health goals into specific
decisions to be made and communicating with patients
about this is not easy. Being responsive to a patient’s
unique identity and subjective experience would involve
eliciting their goals and preferences in every day clinical
practice, which GPs with the ‘Tacit’ practice pattern
tended not to do. Even though it appeared that GPs
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using this practice pattern had the confidence and experience to deviate from clinical guidelines to change a
medication regimen to align with their patient’s priorities this was usually initiated by patients.
Regarding implementing PCC that supports patients
to be as autonomous as possible in decision-making,
GPs working in the ‘Tacit’ and ‘Directive’ practice patterns tended to think that most older patients prefer not
to be involved in decisions about their health. With this
assumption, GPs might not have been responsive to a
patient’s unique identity and subject experience – the
second fundamental element of PCC. In general, clinicians tend to underestimate their patient’s preferred
level of involvement in decisions [41] or they do not
check the patient’s preferred level of involvement [42].
Tailoring to the differences in these practice patterns
could inform the implementation of interventions such
as decision support tools, goal elicitation strategies and
conversation guides to support shared decision-making
about medicines [43]. Of note, it is not simple to harmonise the clinical aspects of medicine with patient priorities or to integrate discordant patient-GP-companion
goals. A study focused on embedding patient priorities
into clinical decision-making reported how difficult it
was for clinicians to move away from disease-specific
guidelines towards patients’ priorities – even when patients’ priorities were known to clinicians [5]. Shared
decision-making in the context of older adults and polypharmacy is challenging: first eliciting patients’ goals and
preferences and then combining this knowledge with
medical decisions – while considering the preferred level
of involvement of the patient. This requires exceptional
skill (in medicine and communication), creativity and
courage to embrace uncertainty and make decisions beyond clinical practice guidelines.

Conclusions
This study identified three practice patterns that GPs
follow in the context of patients’ goals and preferences
in managing medicines. Although some prior research
demonstrated differences in how GPs approach shared
decision-making, as a whole they had not shown how
these differences were operationalised in the context of
older adults taking multiple medicines – as this study
has. Importantly, these practice patterns were more or
less supportive of PCC and there were some factors that
influenced how patterns were distributed, according to
GP experience. If PCC is to be recommended for older
patients taking multiple medicines and active elicitation
of patients’ goals and preferences is central to this
process, support for early career GPs is imperative to
achieve this. For all GPs, it is important to appreciate
the complex, often unrelenting work of caring for older
patients with complicated health situations; and to
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reiterate the need to elicit individual patients’ goals, even
if a GP thinks they may have ‘seen it all before’. Future
research could look towards practical strategies that support elicitation of patients’ goals and preferences and
their integration into clinical decisions to achieve goalconcordant PCC. Understanding how clinicians operationalise PCC, SDM and deprescribing in clinical practice could inform future research on how to facilitate
patient involvement and help patients to achieve their
goals.
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