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Abstract

Background Potentially inappropriate prescribing (PIP) is

commonly seen amongst the older population in all clinical

settings, as indicated by several prevalence studies in

several countries. Quantitative work such as this confirms

that this is a global public health problem likely to grow in

tandem with ageing of the global population. However, less

attention has been focused on why it is happening and how

it can be prevented.

Objective The objective of this paper is to synthesise

qualitative studies that explore PIP in older patients, in an

effort to understand why it happens from a prescriber’s per-

spective and to generate a new theory to guide future inter-

ventional studies aimed at minimising it in older people. To

date, there is no published systematic synthesis of this type.

Methods Papers were deemed suitable for inclusion if

they used qualitative methods, explored some area of PIP

in patients over 65 years of age, were published in English

and had available published abstracts. Four databases were

systematically searched for papers published up to the end

of April 2013: PubMed, Embase, CINAHL and Web of

Knowledge. No date restrictions were applied. Key words

searched were: Qualitative AND (Inappropriate* OR

Appropriate* OR Safe) AND (Elderly OR Aged OR

Geriatric* OR Old*) AND Prescri*. Reference lists were

then searched for other suitable papers. Critical Appraisal

Skills Programme criteria were used to assess quality.

Meta-ethnography was used to synthesise the papers.

Results Out of 624 papers identified, seven papers were

deemed relevant. Four key concepts were identified as

being causal factors in PIP: (1) the need to please the

patient, (2) feeling of being forced to prescribe, (3) tension

between prescribing experience and prescribing guidelines

and (4) prescriber fear. These were re-interpreted in a line

of argument synthesis indicating that some doctors have

self-perceived restrictions with regard to prescribing

appropriately because of a combination of factors, rather

than any one dominant factor.

Conclusion Prevention of PIP may be favourably influ-

enced by addressing the key interactive determinants of

inappropriate prescribing behaviour.

Key Points

Qualitative work in the field of potentially

inappropriate prescribing in older patients has never

before been synthesised.

This meta-synthesis indicates that doctors often have

self-perceived restrictions leading to a sense of

powerlessness to prescribe appropriately because of

a combination of factors.

Possible methods for empowering doctors to

prescribe appropriately include educational

interventions and improved communication between

levels of care.
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1 Introduction

Potentially inappropriate prescribing (PIP) is commonly

seen amongst the older population. There are various fac-

tors that make this group more susceptible to PIP, princi-

pally multiple co-morbidities and related polypharmacy [1,

2]. PIP includes both prescribing of potentially inappro-

priate medications (PIMs), i.e. introducing a medication

that poses more risk than benefit when a safer alternative is

available, as well as potential prescribing omissions (PPOs)

[2–6], i.e. the omission of medications that would benefit

the patient. In primary care, recent studies show that

20–40 % of older patients have experienced PIP [1–3]. The

prevalence of PIP in these patients is 33–58 % in the

hospital setting [4, 5] and rates of 44–70 % have been

reported in long-term care facilities [6]. The common

consequences of PIP are adverse drug reactions, adverse

drug events, hospitalisation and inefficient use of resources

[7–9].

Quantitative data such as these have highlighted the

issue and attracted attention. However, very little attention

has been focused on why it is happening. This paper aims

to synthesise qualitative studies that explore PIP in older

patients, using a meta-ethnographic approach, as developed

by Noblit and Hare [10], in an effort to understand the

psychological and behavioural basis of PIP applied to older

people and to generate a new theory to guide future

intervention studies aimed at PIP prevention. The few

qualitative studies in the published literature have never

previously been analysed in a meta-synthesis such as this

before. Application of qualitative research methods in a

variety of healthcare research domains [11] has provided

important insights and understanding with relevance to

clinical practice.

As with a meta-analysis of data from quantitative

studies, a meta-synthesis of qualitative studies involves a

recognised methodology for combining the themes from

several studies. However, unlike a meta-analysis, a quali-

tative synthesis aims to interpret the thematic findings from

the original studies so as to be able to generate a new all-

encompassing theory not previously identified [11–14]. To

do this, we chose a technique called meta-ethnography [10]

for this meta-synthesis, which has been used to good effect

in healthcare research [11, 14–16].

2 Methods

We used the seven-step model of meta-ethnography

(Fig. 1), i.e.

In step 1, we agreed a clear statement of the specific

research question.

In step 2, we developed a search strategy to identify

suitable articles. Four databases were systematically sear-

ched for papers published up to the end of April 2013 (no

start date was specified): PubMed, Embase, CINAHL and

Web of Knowledge. The following terms were used:

Qualitative AND (Inappropriate* OR Appropriat* OR

Safe) AND (Elderly OR Aged OR Geriatric* OR Old*)

AND Prescri*. We then searched the reference lists of

papers located for other suitable papers that should be

included in the meta-synthesis.

Papers were deemed suitable for inclusion if they used

qualitative methods, explored some area of PIP in patients

over 65 years of age, were published in English and had

available published abstracts. Two researchers (SC and

AF) then read articles that were deemed potentially rele-

vant after the abstract review. Articles meeting inclusion

criteria were included in the final review.

Common concepts representing the 
entire data set are identified

Where are these concepts evident 
in each paper? List illustrative 
excerpts. Are the papers actually 
saying the same thing but in 
different ways/contexts?

Explain these illustrative excerpts in 
a one-line summation that applies 
across all the studies

Re-interpret the third order 
constructs to create a coherent 
argument explaining what all the 
studies have reported in one holistic 
theme.

Reciprocal translation

Create third order constructs

Line of argument synthesis

Fig.1 Flow diagram of meta-ethnography process
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The quality of the final papers was assessed by two

researchers using the Critical Appraisal Skills Programme

(CASP). The CASP tool assesses qualitative papers on the

basis of the results presented, the validity of the results and

the potential implications of the results locally. The authors

decided to use the CASP methodology as it has been used

to good effect previously in healthcare research studies [11,

13, 15, 17]. The purpose of using the CASP was not to

eliminate published papers, but rather to make sure the

papers we used were of high quality, and to ensure low-

quality papers were not contributing to our final synthesis.

Step 3 involved reading the studies. The terms first-

order, second-order and third-order constructs relate to the

different levels of interpretation within a meta-synthesis.

First-order constructs relate to the raw data in the empirical

studies, i.e. the original participants’ interpretations of a

certain experience. Second-order constructs are the com-

mon themes/categories that the original authors identified

amongst these participants and used as their results/find-

ings. Third-order constructs are the new interpretations that

those performing the synthesis must identify by compiling

all the second-order constructs from the selected studies,

translating them into each other to determine if in fact they

concur in terms of thematic content, and then reinterpreting

them to generate new theory. The papers were read care-

fully by two researchers. The key findings from each paper,

as presented by the authors, were listed as the second-order

constructs.

In step 4, we determined how the studies were related to

each other by listing key concepts that represented the

whole data set.

In step 5, we translated the papers into each other. There

are numerous forms of final synthesis within meta-eth-

nography, the choice of which depends on how the papers

are related to each other [10]. As it became apparent that

concepts from one study would encompass others, if not all

the other studies, the authors used ‘reciprocal translation’

followed by a ‘line of argument’ synthesis. Each key

concept was compared across the published papers, to

determine what each paper stated about that concept. In

this way, the papers were translated into one another.

Step 6 involved examining what each paper stated about

each concept, and reinterpreting these to produce third-

order constructs, linked together in a final ‘line of argu-

ment’ synthesis. The aim of a ‘line of argument’ is to create

a coherent theme that may explain what all the studies have

reported in one holistic theme, taking into account the fact

that each study may have explored different aspects of the

phenomenon [18].

Finally, in step 7, we expressed the results of the syn-

thesis in tables, figures and text. We used the ENTREQ

(Enhancing transparency in reporting the synthesis of

qualitative research) [19] statement, a framework for

reporting the synthesis of qualitative health research, to

guide how we reported the results.

3 Results

The search of the electronic databases identified 864

papers, leaving 624 after duplicates were removed (Fig. 2).

After a title and abstract review, a further 576 were

removed: 348 did not use qualitative methods, 176 did not

involve PIP, 44 did not deal with patients over 65 years and

eight had no abstracts available. Sixteen full papers were

retrieved for review. Of these, ten were eliminated because

they did not use qualitative methods. One additional paper

was identified from the references list of another paper and

included. This left seven papers for inclusion in the final

synthesis (Table 1).

All seven papers were of high quality when assessed

using the CASP criteria; all of the papers met most of the

criteria for inclusion in the analysis. Common weaknesses

were ‘reflexivity’ (the awareness of the researcher’s con-

tribution to the construction of meanings throughout the

research process), which none of the papers mentioned,

‘data collection’ (none of the papers justified methods

chosen or discussed saturation of data) and ‘statement of

Duplicates removed

Title/abstract review

Full article review

PubMed, Embase, CINAHL and Web of Knowledge searched using following 

terms: Qualitative AND (Inappropriate* OR Appropriat* OR Safe) AND (Elderly 

OR Aged OR Geriatric* OR Old) AND Prescri*. Reference lists of papers also 

searched.

846Papers

624Papers

16 Papers

7 Papers

Fig.2 PRISMA flow diagram of literature review process

Meta-Synthesis of PIP in Older Patients 633



findings’ (the vast majority of papers did not apply

triangulation).

3.1 Reciprocal Translation

Four key concepts that reflected the findings in the seven

papers were identified from the meta-synthesis as being

contributory factors to PIP: (1) desire to please the patient,

(2) feeling of being forced to prescribe, (3) tension between

experience and guidelines and (4) prescriber fear. The

reciprocal translation and final synthesis are presented

below. Each of these thematic concepts is described in

greater detail. Excerpts consisting of original quotes from

participants (first-order constructs) as well as authors’

findings (second-order constructs), from the original papers

are presented in Table 2 along with third-order interpreta-

tions to illustrate how the four themes were identified.

3.1.1 Please the Patient

In the majority of papers, there was a clear underlying

theme of ‘wanting to please the patient’. This usually

meant prescribing outside the guidelines but as Dickinson

et al. [20] stated in their paper exploring inappropriate

long-term prescribing of antidepressants, ‘… in many cir-

cumstances it is easier to follow the path of least resistance

and let them (i.e. PIP decisions) be…’. This was a common

viewpoint expressed by the doctors they interviewed. They

noted that patients were happy with their antidepressants

and as a result doctors were generally satisfied with the

pharmacotherapy. They also observed that the doctors

recognised the problem of prescribing medication even

though the problem may be social rather than psychiatric in

nature. However, because of some patients’ resistance to

non-pharmacological treatments, they proceeded with

prescribing the medication anyway.

Agarwal et al. [21] refers to this resistance from

patients’ in their study of general practitioners’ (GPs’)

approach to insulin prescribing in older patients. When

asked why insulin is often under-prescribed in this popu-

lation, the consensus was that ‘GPs felt older patients

would be less receptive to medication regimen changes’.

Spitz et al. [22] looked at underuse of opioids in older

patients for non-cancer pain. In this study, the patient was

also a common barrier to appropriate prescribing here,

apparently as a result of older patients’ reluctance to con-

sider opioid analgesia for this category of pain. The phy-

sician participants in this study also commented that this

resistance acted as a barrier to prescribing these medica-

tions to future patients.

The concept of prescribing to please the patient was

most evident in the paper by Cook et al. [23] who explored

prescribers’ attitudes to prescribing benzodiazepines for

older adults. These medications should only be used for

brief periods in older patients and for symptomatic relief

only [24, 25]. The participants in this study spoke of the

problems they experienced in the past trying to wean

patients off benzodiazepines and how this affected their

Table 1 Characteristics of papers identified

Paper title (year of publication) Reference Country Sample size

(n)

Method

1. Prescribing psychotropic medication for elderly patients: some

physicians perspectives (1999)

Damestoy

et al. [26]

Canada Doctors (9) Grounded theory, semi-

structured interviews

2. Appropriateness of use of medicines in elderly inpatients:

qualitative study (2005)

Spinewine

et al. [28]

Belgium Doctors (5)

Nurses (4)

Pharmacists

(3)

Patients (17)

Grounded theory, semi-

structured interviews,

focus groups, observation

3. Physicians’ perspectives on prescribing benzodiazepines for older

adults: a qualitative study (2007)

Cook et al.

[23]

USA GPs (33) Narrative analysis, semi-

structured interviews

4. GPs’ approach to insulin prescribing in older patients: a

qualitative study (2008)

Agarwal

et al. [21]

Canada GPs (21) Grounded theory, semi-

structured interviews

5. Factors influencing the prescribing of medications by old age

psychiatrists for behavioural and psychological symptoms of

dementia: a qualitative study (2008)

Wood-

Mitchell

et al. [27]

England Consultant

psychiatrists

(8)

Grounded theory, semi-

structured interviews

6. Long-term prescribing of antidepressants in the older population:

a qualitative study (2010)

Dickinson

et al. [20]

England Patients (36)

GPs (10)

Framework analysis, semi-

structured interviews

7. Primary care providers’ perspective on prescribing opioids to

older adults with chronic non-cancer pain: a qualitative study

(2011)

Spitz et al.

[22]

USA Doctors (23)

Nurse

practitioners

(3)

Thematic analysis, focus

groups
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future prescribing patterns. The participants again spoke of

‘the path of least resistance’ and how much quicker and

easier it is just to prescribe what the patient wants, rather

than spend significant amounts of time trying to persuade

patients that a different approach to managing insomnia

and anxiety would be preferable. They furthermore

Table 2 Excerpts supporting the four themes plus third-order interpretations

Excerpts (first- and second-order constructs; first-order

constructs in italics)

Paper(s) Third-order interpretations

Desire to

please the

patient

They [antidepressants] allow the doctor and the patient a

feeling of doing something in the face of unsolvable

problems

Dickinson

et al. [20]

The patient can have too much of a deciding role in their

therapy at times. This sometimes hinders the doctor

from making his/her decision based purely on what is

the best course of action for the patientThere appeared to be some sense of unease about

prescribing a medical intervention for a social cause …
the goal of both doctor and patient appears to not rock

the boat

Dickinson

et al. [20]

Prospects ranged from questioning the doctor’s authority

and competence, to minimisation of negative side

effects, to finding another doctor who was willing to

prescribe it

Cook et al.

[23]

Many of the physicians thought patients would seek out

another physician if they were not satisfied with their

prescription, and they took this into account before

prescribing

Damestoy

et al. [26]

Feeling

forced to

prescribe

Some participants felt that certain homes coped better

than others with problematic behaviours and one

thought it depended on whether beds needed to be

filled

Wood-

Mitchell

et al. [27]

Because of a combination of intrinsic and extrinsic

factors, and although they may realise it is not quite

appropriate, doctors are sometimes left with no other

choice but to prescribe, or not prescribe, in an

inappropriate fashionGPs also described situations where their own

experiences or knowledge of particular nursing homes

or less-than-ideal care situations, hindered them from

considering insulin treatment

Agarwal

et al. [21]

All participants felt strongly that there was a pressure to

prescribe … (that) the availability of alternatives to

medication influenced decisions

Wood-

Mitchell

et al. [27]

One frequently cited reason for the favouring of

antidepressants was the inadequacy or unavailability of

alternative treatments

Dickinson

et al. [20]

They recognised that the inappropriate use of

psychotropic medication for older patients was a public

health problem, but they felt it was beyond the scope of

the individual physician

Damestoy

et al. [26]

Experience

vs.

guidelines

In most cases, choice of medication was based on

familiarity and past experience of a drug … the

influence of an evidence base had a varying effect on

the participants

Woods-

Mitchell

et al. [27]

Past experience, or lack thereof, can sometimes over-ride

guidelines or the appropriate decisions. Sometimes this

may simply be necessary and actually appropriate;

however, the literature suggests it is also contributing

to potentially inappropriate prescribing

Most GPs had little experience of treating older patients

with insulin. This lack of experience made some

apprehensive about initiating it

Agarwal

et al. [21]

In the absence of evidence of specific adverse effects,

there was little concern

Dickinson

et al. [20]

Prescriber

fear

Two doctors acknowledged that information transferred

to general practitioners could be limited by fear of

offending them with comments on inappropriate

prescribing

Spinewine

et al. [28]

Fear is a multifactorial component of potentially

inappropriate prescribing. While not likely to be the

major cause of inappropriate prescribing, it would

seem to compound already existing factors, thereby

contributing to the overall effect‘‘It’s scary to stop a medication that’s been going on a

long time, because you think am I opening a can of

worms here’’

Dickinson

et al. [20]

‘‘I get frightened with 80? year olds; how are they going

to respond?’’

Spitz et al.

[22]
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identified the possibility of the patients switching to

another physician as a reason for inappropriate prescribing.

This was also reported by Damestoy et al. [26], who

studied physicians’ perspectives on prescribing psycho-

tropic medication for older patients. The participants

described how otherwise quiet and timid patients became

aggressive and demanding when their anxiolytic use was

questioned.

3.1.2 Forced to Prescribe

One consequence of this need to please the patient was that

prescribers often felt they were forced into prescribing, or

not prescribing medications, in a manner they knew did not

adhere to guidelines. This concept could therefore have

been integrated into the previous one; however, we con-

sider it should stand alone, as there were several factors

leading prescribers to feeling forced to prescribe, other than

the need to please the patient, e.g. poor quality of treatment

resources. Wood-Mitchell et al. [27] explored prescribing

of medications for dementia in older patients. They

observed that many of the prescribers felt they were seeing

too many referred patients owing to a lack of support

services for these patients. According to many prescribers,

there was too much reliance on medication as a quick and

‘easy’ treatment for these patients and the development of

non-pharmacological treatments was deployed less fre-

quently as a result. Additionally, the quality-of-care set-

tings were important in the prescribers’ decision process.

Low-quality care staff training and ‘under-stimulating

environments’ were thought to result in challenging

behaviours in patients with dementia. These low-quality

care facilities are then unable to cope with disturbed patient

behaviour and are more likely to refer the patients for

assessment with a view to pharmacotherapy for their dis-

turbed behaviour. The physician prescribers then feel they

have no choice but to prescribe owing to the lack of ser-

vices already mentioned.

Agarwal et al. [21] also reported this lack of confidence

amongst prescribers in some long-term care settings. In

relation to not prescribing insulin, GPs knowledge of some

care facilities hindered them from starting a patient on

insulin because of the doctor’s lack of confidence in the

support the patient would receive in care. Lack of alter-

natives was another factor leading to physicians feeling

forced to prescribe something. Damestoy et al. [26]

described how doctors felt that non-pharmacological

treatments were insufficient for conditions such as anxiety,

indicating that many doctors ‘considered them to be inef-

fective (and that) … psychotherapeutic approaches were

doomed to failure’. This was echoed by Wood-Mitchell

et al. [27], and again by Dickinson et al. [20], indicating

long waiting lists for cognitive behavioural therapy.

Damestoy et al. [26] also identified a feeling of isolation

amongst prescribers, once again forcing them to prescribe

in some situations where they realize that psychotropic

medications are not appropriate. This theme of ‘isolation’

was also picked up by Spitz et al. [22] reporting that

doctors desired more peer support to enable them to pre-

scribe appropriately. Looking at these studies, it can be

seen that prescribers know what is right, but feel unable to

follow through.

3.1.3 Experience vs. Guidelines

In all but one of the papers, it was clear that prescribers

were well aware of the potentially inappropriate nature of

some of their prescribing. They were, for the most part,

aware of the treatment guidelines and they all agreed as to

what the best practice was. However, in general, they

varied greatly in their actual practice. They perceived a

significant problem in implementing these guidelines in

real life. The end result was reversion to previous practices,

and what they were familiar with. Lack of evidence sup-

porting some guidelines also influenced prescribers in

favour of their own experience as reported by Woods-

Mitchell et al. [27]. Conversely, Agarwal et al. [21]

reported that a prescriber’s lack of experience can have a

similar effect in relation to under-prescribing of insulin.

Cook et al. [23] found that many prescribers considered

that guidelines were ‘out of touch with real-world prob-

lems’ and that past experience had taught them to avoid

changing drug therapy to avoid a perceived higher risk of

misadventure. Damestoy et al. [26] reported that many of

the physicians interviewed prescribed as they did because

they did not often see adverse effects. Spitz et al. [22] used

focus groups with prescribers to elucidate why opioids

were underused in non-cancer pain in older people. They

found that doctors were aware that opioids have a role in

non-cancer pain, but felt the evidence base was insufficient

to support this role. They also expressed their desire for

evidence-based tools for calculating doses. Dickinson et al.

[20] showed that in relation to long-term prescribing of

antidepressants, GPs did not see much of a problem, as

they have not seen any evidence to indicate serious harm to

older patients.

3.1.4 Fear

The final concept evident across the papers reviewed was

fear. It manifested itself in a number of different ways but

in all cases it was clear that it was a contributing factor to

PIP. For instance, Agarwal et al. [21] reported that doctors

felt a sense of fear toward older patients in general owing

to their frailty and co-morbidities. Consequently, they

perceived more potential to do harm. They also observed a

636 S. Cullinan et al.



fear of the unknown amongst several GPs, e.g. most

admitted to inexperience using insulin in older patients and

found the prospect of initiating it anxiety provoking, such

that they would avoid prescribing it even if guidelines

recommended it. Dickinson et al. [20] also identified fear

as a central theme amongst GPs in relation to PIP. Doctors

described reluctance to stopping a medication that has been

taken for a long time by a patient to avoid worry, and spoke

of not wishing to disrupt patients’ clinical stability. With

this fear of medication change and an apparent lack of fear

of adverse effects (also reported), these authors concluded

that there was no incentive for change. Fear of causing

harm was the overwhelming barrier identified in the study

by Spitz et al. [22]. Prescribers described genuine fear of

prescribing opioids for older patients, and worry regarding

the possible serious adverse effects. Sometimes these fears

arose from previous bad experiences with prescribing

opioids in older patients. In other cases, this fear was more

to do with avoidance of the guilt that would ensue if a

patient was to have an adverse drug event because of the

drug. Spinewine et al. observed a different type of fear in

their study looking at appropriateness of medicines in

general in older patients [28]. Prescribers they interviewed

described a fear of offending other doctors, including

specialist doctors and GPs. If, for example, a doctor noticed

something potentially inappropriate on a patient’s pre-

scription, but if that patient was under the care of a spe-

cialist, they would be less likely to intervene. Similarly,

when transferring information between levels of care, e.g.

from hospital to primary care, it was noted that the amount

of information could be limited because of fear of causing

offence to patients’ GPs.

3.2 Line of Argument Synthesis

Looking at the four key concepts that emerged from the

papers, we concluded that the literature actually indicates

that, in many situations, prescribers suffer from ‘self-per-

ceived restrictions’ leading to a sense of powerlessness to

prescribe appropriately for older patients. This forces them

to rely on what they know and have done before, which

leads to the PIP that has been identified [4–8].

4 Discussion

Although the published literature abounds with papers

describing the prevalence of PIP in various clinical settings

and the link between PIP and multi-morbidity/poly-

pharmacy in older people, there is a lack of scientific

enquiry into the prescriber-based reasons that underpin

PIP. This meta-synthesis has, for the first time, identified a

cluster of reasons physicians feel may perpetuate PIP in

older people. These reasons include (1) the need to please

the patient, (2) feeling forced to prescribe, (3) tension

between prescribing experience and prescribing guidelines

and (3) prescriber fear. Ultimately, these factors in com-

bination militate against safe and effective prescribing in

older people.

To date, there is a lack of proven interventions that

reliably counteract PIP in older patients. A recent review

by O’Connor et al. [5] points toward four areas of inter-

vention to counteract PIP in this population, namely

comprehensive geriatric assessment, medication use

review, prescriber education/audit/feedback and comput-

erised prescriber order entry with clinical decision support.

However, the evidence to support routine implementation

of any of these interventions to prevent PIP in multi-mor-

bid older patients is weak. Prescriber education interven-

tions to prevent PIP in particular drug classes have been

shown to work, e.g. antibiotics, opioid analgesics and an-

tipsychotics [5]. However, interventions to guide pre-

scribers away from PIP in the broad sense are lacking.

Rather surprisingly, researchers have given relatively little

attention to the prescriber as a prime target for attenuating

PIP in the high-risk, older, multi-morbid population.

Whilst there may be other prescriber factors to consider

other than the four prime reasons that predispose physi-

cians to poor prescribing practices identified in this study,

nevertheless, our findings provide an evidence-based plat-

form for the design of more effective interventions as a

means of PIP prevention in older populations. Whatever

interventions are developed in the future, they must be able

to empower physicians to prescribe in such a way as to

improve adherence to guidelines, avoid feelings of being

forced to prescribe inappropriately to please patients and

fear of countermanding other physicians prescriptions.

The global expansion of the frail older population

demands an improved level of education in geriatric

pharmacology at the undergraduate and postgraduate level.

Specifically, this will involve electronic education pro-

grammes that include self-testing and feedback. Impor-

tantly, recent discourse on prescriber ‘non-technical skills’

has cast new light on a previously neglected aspect of

prescriber behaviour [29]. These ‘non-technical skills’

encompass communication, team-working/leadership, error

awareness, risk assessment and situational awareness. This

skill set must be incorporated into any prescriber education

programme to enhance its efficacy. A model for the

delivery of such an intervention has been suggested [29].

4.1 Limitations

Although we systematically searched for suitable papers,

qualitative papers are often difficult to find because of

ambiguous titles.
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Meta-ethnography, while a useful tool for this type of

research, is not an objective technique and is open to dif-

fering interpretations between different researchers.

Four of the seven papers included in this review con-

cerned the prescribing of psychiatric medications. Media-

tors of PIP may differ between psychiatry and general

medicine. Similarly, the mediators of the different forms of

PIP (PIMs and PPOs) may differ. PIMs and PPOs were not

separated for individual analysis in this paper.

5 Conclusion

PIP in older patients is a result of many factors, including

patient-, prescriber- and system-level barriers. As a result,

prescribers feel unable to prescribe in an appropriate

manner. Possible remedies for this could include better

communication, more comprehensive education and sys-

tem-level interventions to enable prescribers to re-acquire

this power. The problem is not a lack of guidelines, it is an

abundance of barriers to implementing these guidelines,

which need to be systematically removed.
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