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“No trouble at all” - medication work amongst nonagenarians: a qualitative study of the 

Newcastle 85+ cohort participants at 97.

Background: People aged over 85 years are the fastest growing section of our population 

across most high-income countries. A majority live with multiple long-term conditions and 

frailty, but we have limited understanding of how the associated polypharmacy is 

experienced by this group.

Aim: To explore the experiences of medication management among nonagenarians and the 

implications for primary care practice.

Design and setting: Qualitative interviews with a purposive sample of survivors of the 

Newcastle 85+ study (a longitudinal cohort study).

Methods: Semi-structured interviews (n=20) were conducted, transcribed verbatim and 

analysed using a thematic approach.

Results: In most cases, although considerable work is associated with self-management of 

medication use, it is generally not experienced as problematic by the older people 

themselves. Taking medications is habitualised into everyday routines and practices and is 

experienced in much the same way as other activities of daily living.  For some, the work 

associated with medications has been relinquished (either partially or wholly) to others – 

minimising the burden experienced by the individual.  Exceptions to this were found when 

disruptions to these steady states occurred, for example, following a new medical diagnosis 

with associated medication changes or a major life event.

Conclusion: We have shown a high level of acceptance of the work associated with 

medications amongst this group and trust in the prescribers to provide the most 

appropriate care. Medicines optimisation should build on this trust and be presented as 

personalised, evidence-based care.



Background

With the number predicted to more than double over the next twenty years, reaching 3.6 

million by 2039,1 people aged ≥85 are the fastest growing sector of the population in the UK 

and other high income countries. This has important implications for health and social care 

services, since the majority of those aged ≥95 live with multiple long-term conditions and 

the associated polypharmacy2. Taking multiple medications has been found to be associated 

with a range of negative health outcomes including adverse drug events, drug-interactions, 

functional decline, cognitive impairment, falls and urinary incontinence.3-5 Medicines 

optimisation is a key feature of health policy, advocating a person-centred approach to safe 

and effective medicines use.6  Central to a medicines optimisation approach, is an 

understanding of how individuals experience and respond to their medications alongside a 

sense of their desired level of involvement in decision-making about their medications.7,8  

Several reviews have highlighted important aspects of the patient perspective on 

medication optimisation including the significance of identity and personal values; individual 

understanding of medications and morbidity; the physical characteristics of the 

medications; perceived effects (and adverse effects); the professional/patient relationship; 

as well as practical aspects such as cost and access to health care. Friends and family have 

been found to support adherence to medication in practical ways, but their role can be 

under-estimated by health professionals.9-13

Despite the disproportionate burden of multiple long-term conditions and multiple-

medication use faced by older people, the lived experiences of how they incorporate their 

medications into  everyday life are underrepresented in the existing literature. The aim of 

this study is, therefore, to explore and understand the experiences of medication use 

amongst the oldest old (people at 97 years) to inform medication optimisation practices 

within primary care service delivery. 



Methods

We conducted an exploratory in-depth qualitative interview study with a sample of 

surviving participants from the Newcastle 85+ study.  A member of the main study’s public 

involvement group was involved in the study design, co-developed participant information 

leaflets and contributed to the interview topic guide.

Population and recruitment

The Newcastle 85+ Study is an observational cohort study of people born in 1921, who 

reached the age of 85 during the year of 2006 when recruitment commenced and were 

registered with a participating general practice in Newcastle upon Tyne or North Tyneside 

Primary Care Trusts in the UK.14 Data were gathered by two methods, a general practice 

record review and a multidimensional health assessment conducted in the participants’ 

usual residence by a trained research nurse. A wide variety of information on their health, 

family and social circumstances, and use of health and care services was collected.14 

Following baseline assessment, participants were re-assessed at 18, 36 and 60 months, and 

10 year follow up at aged 95 years.15

This qualitative study purposively sampled from the 80 surviving participants in the 10-year 

follow up. To reflect the diversity within the cohort and to ensure maximum variation, a 

sampling frame that included gender, place of residence (living independently, with family 

members or residential care), morbidity and frailty (as captured by a disability measure 

based on no difficulty with 17 activities of daily living) was used.14  Potential participants 

were contacted via mail and a telephone call to request participation in the study.

Data collection and analysis

Interviews were conducted between August 2018 and February 2019. Using a semi-

structured topic guide (see supplementary material) they explored several aspects of the 

participants’ day-to-day experiences including their health and health care, social 

participation and thoughts about the future. Interviews were conducted by HH, a research 

nurse with experience of qualitative methods, who had no previous relationship with the 

participants.  All interviews took place in the participants’ own dwelling and lasted 

approximately one hour (ranging from 36 minutes to two hours); some participants opted to 



have a family member present to support them during the interview. Family members 

contributed to the interviews in practical ways, such as helping with hearing difficulties, 

filling in details which participants had difficulty remembering and sometimes adding their 

own view of the participants’ stories.  Informed consent was obtained from all participants 

following the establishment of capacity.

Interviews were audio-recorded and fully transcribed verbatim. Data were analysed 

thematically.16,17 A systematic approach was taken, which included: detailed familiarisation; 

identification and indexing of key themes; contextualising these themes in relation to the 

broader dataset; and interpreting them. Initial coding (carried out by HH) was inductive, 

whereby coding labels were placed on sections of text. During this process regular meetings 

were held with the senior qualitative researcher (JA) to discuss codes and themes. Initial 

findings were presented to a patient representative for comment. This paper is based on 

further development of the inductively identified theme ‘coping with medication’. Further 

concept development was finalised by JA and discussed with the wider research team, 

drawing on the concept of ‘work’, which has been used within medical sociology to facilitate 

the understanding of how individuals manage chronic illness.18 Constant comparison was 

conducted, in order to compare data across codes/themes and cases.19 In particular 

‘negative cases’ were explored i.e. the data from those participants who described an 

experience of medication management that was different from the majority, enhancing the 

rigour of the analysis.19  Pseudonyms have been given to all participants.



Results

Interviews were conducted with 20 participants (14 female, 7 male), the majority (14) still 

lived in their own homes and encompassed a range of older people with a range of severity 

of disability (see table 1).  18 of 20 participants were taking four or more regular 

medications (ranging from none to ten), one who had decided against taking preventative / 

disease modifying treatment; the other was using analgesics on an ‘as required’ basis. Five 

participants were supported during the interview by a family member/carer.

Everyday work involved in medication use

Notable in the participants’ descriptions of their medication use, is the degree of work 

involved in taking multiple medications: from organising the prescription to collecting and 

storing the medication, knowing the correct dosage times, physically taking the medication 

and monitoring for adverse effects.  Analysis uncovered three overlapping sub-themes 

relating to different types of work involved including the emotional work individuals 

undertake, relating to how they feel about their medication use; and the cognitive work 

required to understand the reasons for, and effects of, the prescribed medications in the 

context of their health literacy. Both cognitive and emotional work underpinned the 

decisions made on accepting or rejecting a medication regimen.  This, in turn, governed the 

instrumental work associated with having the right medication available to take at the right 

time - including ordering and collecting prescriptions, storing, and then physically taking the 

medications.  Yet perhaps surprisingly, for most, this work was not considered a burden:

“I’ve got six on the prescriptions, regular prescriptions. Apart from those, which are 

prescribed by the medical group, I take little… What do you call them? … Extra tablets that 

are my own choice. So there would be about 10 probably.

Interviewer: How do you feel about taking that number of tablets?

Participant: Of the six on the prescription, I think there are about four – at least – 

that I’ve had to take all my life for various… I’ve got anaemia, pernicious anaemia. Yes, yes. 

So I’ve got to take little things like that. It doesn’t bother me … No trouble at all, no” (Joe).



It would appear there is an apparent paradox between the work involved in medications 

management and the associated burden, however, this can be explained in terms of the 

degree to which, over time, medication use has become accepted, adhered to and 

habitualised.  

Habitualised management

The majority of participants had long since accepted the need for prescribed medications in 

a matter-of-fact way, without evidence of actively engaging with any significant decision 

making around this on a day-to-day basis. To a general question about their day so far, one 

participant responded:

“Well I got up this morning, had a shower, got dressed and then I came through and had 

some toast and marmalade, I took my tablets, washed my breakfast things, put my little bit 

of washing out, run the sweeper over the floor and that was it” (Maureen). 

This was a typical answer, suggesting that for many that we interviewed, medication use is 

an accepted and firmly embedded part of their autonomous daily routine, associated with 

minimal burden.  One ubiquitous element in the descriptions of instrumental work was the 

presence of routines, whether these are daily, weekly or monthly. The weekly visit to the 

pharmacy on a Friday was a fixed point in this participant’s routine.

“Hair tomorrow, I go and get my hair done tomorrow, 9:30am, then tablets on Friday. I go 

up for them to the chemist. They could deliver it, but I said, “Well, I never know when I’m 

gonna be in.” So, I’d rather go up for them myself. So, I get them on a Friday, when I get 

some ham or something and some rolls for when [daughter’s name] comes Saturday and we 

have our lunch” (Mary)

Various strategies to optimise adherence were described and demonstrated medication use 

was completely entrenched into daily routine practices – reflecting that for many 

participants, their lives more generally were characterised by domestic routines.  For 

example, some placed medication in different locations around the house to be at hand 

when needed.



“I’m usually setting my breakfast up about 8:00, and the washing up and putting the next 

day’s medication in the two little containers, one I take up to bed for the morning’s 

medication, and the night-time one I keep in there” (Tony).

The importance of routine was reaffirmed when participants described lapses in adherence 

were most often associated with changes in their normal pattern of activity:

“Say for instance on Sunday night there. I forgot to take them. No, Saturday night it must 

have been. With my son. We had been out all day and came in late at night. About 10:00pm 

it was when we came in. I was so eager getting undressed and getting into bed after having 

a wash that I forgot to take my tablets. It’s just occasions like that when I might I forget you 

see” (Jack).

For most participants much of the cognitive and emotional work involved in decision-

making relating to medication adherence had taken place in the past and generally no 

longer required further processing on a day-to-day basis.  This is not to imply that 

participants were necessarily passive in their interest or understanding of medications.  

Whilst this varied, some indicated a good medication literacy:

“There are not so many now but the important, the immune system one, MMF 

[mycophenolate mofetil], I used to be on 250 mcg capsules morning and evening, and then 

[name of doctor] after tests, the antibodies that had been causing the encephalitis, I was 

having these encephalitis fits… Then they found 10 times the normal amount of this 

particular anti-body so they put is on that MMF” (Tony).

Many participants had taken medications (sometimes the same medications) for years and 

even in the absence of direct evidence of effectiveness, many of those we spoke to were 

still strongly committed to taking their prescribed medications regularly.  The motivation for 

ongoing medication adherence most commonly articulated was a trust in the medical 

professional prescribing the medication:

Interviewer: “You feel as though they're helping you, the medications?”

Participant: “Well, they're bound to be. They're bound to be, [interviewer’s name], 

or I wouldn't be getting them” (Jean).



This trust appeared to be based on a combination of the stated accepted expertise of the 

professionals (based on the symbolic capital of the prescribing clinicians), but also indicated 

implicitly by the lack of any adverse events or side effects mentioned expressly in the 

accounts.

“It doesn't worry me, because it's only three things and I know it's not doing me any harm. 

It's for my own good. I just swallow them, full stop. I don't even think. I just take them and 

get on with it” (Jean).

Only a few participants described occasional incidents of swallowing problems and adverse 

effects.

Whilst for the majority of the respondents they had reached a steady-state in their 

medication management, this was not to suggest that no cognitive or emotional work was 

being undertaken.  For most, there was still an implicit monitoring of effectiveness or side 

effects from medications by the participants.  Some were content that their medications 

were beneficial, often citing their own longevity as proof, however, this seemed to vary by 

medication class and the availability of evidence on which to base these perceptions.  For 

example, medication for analgesia was given as an example, where effectiveness could be 

easily monitored: 

“My taking the codeine and paracetamol, it doesn’t make things completely back to normal, 

but I think it helps. The rest of them, I probably don’t notice the difference. I know my blood 

pressure is normal, so I know the tablets are controlling that” (Cath).

Interviewer: “Is there anything that you are able to do to ease the pain or to make 

your knees better?”

Participant: “I have ointments, but nothing seems to do any good. And I take 

ibuprofen tablets, but they don’t seem to help much there” (Margaret)

For longstanding difficulties associated with particular medication use, participants 

articulated the autonomous solutions they had derived in order to achieve an acceptable 



balance between the potential benefits of the medication and the negative impacts of 

adherence.

“Occasionally I drop them off, but then I’m probably advised to restart them. I mean, the one 

for osteoporosis, the alendronic acid one, anybody who takes it will tell you, it’s a real 

misery. You aren’t supposed to lie down, or have anything to eat for half an hour before. The 

nurse might say, take it in the night, but you don’t want to be sitting up in the early morning, 

or the middle of the night. It really is a nuisance to take. The rest of the tablets you just take 

them and that’s that” (Cath).

Participants appeared to derive comfort from the familiar routines and satisfaction from 

performing these routines competently, this role fulfilment may help to foster a positive 

sense of identity as well as demonstrating (and protecting) their autonomy, especially for 

participants who were growing more dependent in other areas of their lives.  

For this group of the oldest old, as would be expected, previous practices relating to 

medication management had been challenged for some due to physical and/or cognitive 

decline.  This meant relinquishing some of their autonomy over the maintenance of their 

health and had to call upon their social capital to fulfil the task of medication management. 

Interviewer: Are there things that are difficult for you nowadays to go on holiday?

Participant: Oh, yes. It’s awkward for medication. [Daughter’s name]’s used to it 

but I get quite mixed up with that, checking it before and keeping it in 

order while we’re away (Tony)

Diminishing autonomy

The process of relinquishing autonomy is slow, adjusting to physical and cognitive change 

occurs over time and new routine practices are gradually formed seeking assistance across a 

range of activities of daily living, in a step-wise fashion. In terms of medications, in some 

cases elements of the instrumental work associated with medicines was shared or 



relinquished to members of the participants social network – diminishing the potential 

burden experienced. 

Participant: “I sit at the table, and [daughter’s name] brings them- She helps me, 

now, to get the blooming things out. I sit and do four weeks at a time.”

Daughter: “They’re all written down. She follows the names. I bring all the boxes, 

the Tupperware boxes out, and then she puts them all in and does 

them for… She sits and does them” (Eileen)

Doctors’ surgeries and pharmacies typically offer multiple means of communication to order 

repeat prescriptions, including in person, telephone and internet. Nevertheless, a 

combination of sight, hearing and mobility impairments made accessing these services 

difficult for some and family, friends or paid carers were supporting this work.

In the most extreme cases, participants did not describe any burden associated with 

medication management as they had relinquished responsibility for the mainstay of the 

associated work into either informal or formal support networks.  For example, one 

participant no longer knew the names of any of her medications or the reasons for why she 

took them. She was living in her own home with carers attending four times a day to assist 

her with personal care, meals and medications.

Participant: “Well, to tell you the truth, I don’t know what I take.” (laughter)

Interviewer: “Who looks after your medicines, then?”

Participant: “Oh, the girls” (Pauline).

This participant was still committed to taking her medications and did so regularly, with the 

assistance of her care workers.  Doing less of the instrumental work associated with 

medications appeared to be closely associated with a lack of cognitive or emotional work 

including knowing which drug they were taking and why, or feeling anxious about their 

medication use. This also tended to happen in a context where participants had given up or 

were giving up responsibility for other areas of their life into the trusted domain of 

professionals and/or family members.

Disrupted management



There were two clear exceptions within the sample, who fell outside of ‘habitual 

management’ having suffered a disruption that had led to a change in their medication 

management practices.  The first example, was a woman with a new health problem 

struggling to adjust. She described her medications as: 

“bane of me life” (Pamela)

She was still taking the medications, but she had experienced some severe adverse effects 

and was anxious that the doses were still not correct.  Being outside of the ‘steady-state’ 

where greater cognitive and emotional work were implied in order to understand the 

change in health status and the consequences of this in terms of medicines management, 

were associated with much greater feelings of burden. 

The second exception was a man who had stopped all medications, no longer visited his GP 

and had refused investigations of a skin lesion. He described his choice, saying, 

“I decided I would live with it, until my time on this planet was up” (Bob).

This rejection of medication and other forms of medical intervention have been a recent 

change in his outlook, following a major disrupting life event – the death of his wife, and 

feels he no longer wants to prolong his own life, taking the autonomous decision to cease 

his medication use alongside other forms of health care.



Discussion

Summary

In this study, which has explored medication work among nonagenarians, we have found 

that in most cases, although medication use requires emotional, cognitive and instrumental 

work it is generally not experienced as problematic. Medication use is habitualised into 

everyday routines and practices, like ‘having toast and marmalade’ and regarded in much 

the same way as other activities of daily living.

Following (what can be) years, of using medication for a specific indication – most issues 

associated with perceived effectiveness or adverse effects have been addressed and 

routines have been established.  These older people take an autonomous role in choosing to 

adhere to medication regimens and practical ways of realising this aim.  For some, the work 

associated with medications has been relinquished (either partially or wholly), alongside 

their diminishing autonomy – minimising the burden experienced by the individual.  

Exceptions to this were found when disruptions to these steady states occurred, for 

example, following a new medical diagnosis with associated medication changes or a major 

life event.

Strengths and limitations

The study presents a rare opportunity to understand the experiences of nonagenarians. 

Narratives relating to the everyday lives of participants were generated through the 

interview process, therefore, medications were talked about as part of these accounts, 

rather in answer to specific questions relating to particular medications. As such, the data 

were able to show the significance of medication work as part of their lives as a whole and 

capture their implicit views on medications and how they coped with these. However, a lack 

of direct questioning may have limited findings with regards to medicines efficacy and 

adverse effects in some cases.

All of those interviewed were longstanding participants in the Newcastle 85+ cohort study 

and as such, were all from a small area of the UK, all were White British and had shown a 

willing commitment to participation in research. This may have limited the range of 

accounts that were obtained and hence transferability to other populations. It is also 



important to note that findings may be subject to a cohort effect, and my not have 

transferability to future generations of this age group.

We offered participants the opportunity to have someone present at the interviews, five 

interviews were conducted with the participant and a carer. It is possible that the 

participant provided a different account than they would have unaccompanied. However, 

this is unlikely to have changed the main messages of the paper. 

Comparison with existing literature

Several of the points raised in this study echo findings from previous research, for example, 

daily routines being used as memory aids and that forgetting medication was worsened 

when routines were disturbed; being diagnosed with a life-limiting illness impacts on 

perceived value of certain medications; the use of physical medication organisation systems 

e.g. dosette boxes to assist with the management of complex medication use; and the 

importance of social support.20-27

However, there are also features from the previous literature that were largely absent from 

the accounts we generated.  For example, studies have indicated a range of instrumental 

difficulties experienced by individuals taking multiple medications, including: the collection 

of medications, obtaining repeat prescriptions and the cost of medications.  These issues did 

not feature in our research, possibly explained by the older age of our sample and the policy 

context within which the data were collected. The research took place in the UK, therefore, 

all prescriptions for those over 60 years are free of charge. Most pharmacies have services 

in place to assist with repeat prescriptions and have home delivery options on request. The 

participants in this study had established routines of performing this work themselves, or 

with the help of formal or informal support.  Likewise, there was little mention of adverse 

effects, swallowing difficulties and medication volume, that has been highlighted in previous 

work.20-24 Again, it is possible that such issues may have been addressed earlier in the 

individual’s ‘medications career’ and, therefore, no longer a significant issue for participants 

who are in a steady-state of medication management.

Studies including younger populations often highlight the burden felt by participants when 

medication use interferes with social interactions and other daily activities,20,21,25-27 



however, this also did not feature heavily in the accounts of our participants. This may, in 

part, be due to less competing priorities within our population sample of the nonagenarians, 

and that medication work was seen as integral to everyday activities, rather than in conflict 

with it.  It is likely that identity work (i.e. any modifications to an individual's identity) 

resulting from the onset of chronic illness and associated medication use has been 

completed by this group, having an established acceptance of any physical and mental 

decline experienced by 97 years. Being able to cope or adjust to a complex medication 

regimen signified a personal success and can produce feelings of self-worth and, by 

extension, their senses of health and well-being.22

Importance for research and practice

As stated above the data presented here was generated through qualitative interviews 

intended to explore participants’ day to day experiences. Medication optimisation was not 

the sole focus of the interviews.  Further research would benefit from considering more 

specifically, and in more detail, the interaction between older people, their specific 

(multiple) medications and their primary care practitioners. This could address important 

issues relating to medication reviews, the appropriateness of medications and safe 

autonomy relating to medication practices at home.

Findings from this study provide insights that may be of help to clinicians in approaching 

patient centred discussions with those from the oldest old cohort, through a greater 

understanding of the range of experiences they are likely to encounter amongst this 

population group.  We have found that, for many participants in this cohort, there is an 

unquestioning acceptance of medications, and a great deal of trust in prescribing clinicians. 

Policy documentation has been lacking in guidance for clinicians around helping these 

supporting parties manage regimens on behalf of older people. It is important to note that 

for this age group, the greatest burden from medication use occurs when a disruption 

occurs, support in terms of information provision, regular review and follow-up should be 

provided to minimise the impact of disruptions.

Given the international focus of deprescribing and reducing inappropriate polypharmacy28 

our work has several important policy implications.  Structured medication reviews are 

incorporated into routine clinical practice, with many pharmacists now specifically 



employed to optimise medications in older people. Our work suggests that medication 

reviews should be tailored to the needs of the individual, and a standardised approach for 

older people may not be appropriate, especially amongst nonagenarians. The desired level 

of patient involvement in decision-making about medications should also be acknowledged. 

Indeed, any approach, to reduce inappropriate medication in older people should focus on 

their clinical and physical, as well as their social and psychological-needs.29 Tools such as 

STOPP/START,30 which are used to identify potential inappropriate medication in older 

people are helpful in this regard, but should not be solely used as a way to reduce or stop 

medication.  We have shown that participants continued to take their medication because 

they thought they were “bound to be” helping. The timing of medication review for this 

cohort may also be important: in addition to having a medication review over a defined time 

period, a medication review could also be triggered by any significant change in prescribing 

(e.g. initiating a new medication) or life event for the patient.  

Conclusions

Central to the success of a shared decision-making approach, is an understanding of how 

individuals experience and respond to their medications alongside a sense of their desired 

level of involvement in decision-making about their medications.  This study has provided 

insights into how nonagenarians interact with their medications.  This has shown a high 

level of acceptance of the work of medication management amongst this group, and trust in 

the prescribers to provide the most appropriate care.  This suggests that any rationalisation 

of medications must build on this trust and be presented as personalised, evidence-based 

care.



Funding

This project was funded by the National Institute for Health Research (NIHR) Research for 

Patient Benefit Programme (grant reference: PB-PG-1217-20025). The views expressed are 

those of the author(s) and not necessarily those of the NHS, the NIHR or the Department of 

Health and Social Care.

Ethical Approval

Ethical approval for the original 85+ study was obtained from the Newcastle and North 

Tyneside 1 NRES committee (ref: 06/Q0905/2) in 2006, and a substantial amendment to 

carry out the work described in this paper was approved by the North East - Newcastle & 

North Tyneside 1 Research Ethics Committee (Substantial Amendment no.23, 16th July 

2019).

Competing interests

The authors have declared no competing interests.



References

1. Office for National Statistics. National Population Projections: 2014-based Statistical 

Bulletin, 2015.

2. Yadegarfar M, Jagger C, Duncan R, Fouweather T, Hanratty B, Parker S and Robinson L. 

The Newcastle 85+ study: health care use by the very old increase as they age - true or 

false? Presented at Society for Academic Primary Care ASM Warwick 2017. NAPCRG/SAPC 

3. Maher, R. L., Hanlon, J., & Hajjar, E. R. Clinical consequences of polypharmacy in elderly. 

Expert Opin Drug Saf 2014; 13(1), 57–65. Doi: 10.1517/14740338.2013.827660

4. Gnjidic D, Husband A, Todd A. Challenges and innovations of delivering medicines to older 

adults. Adv Drug Deliv Rev. 2018; 135:97-105. doi:10.1016/j.addr.2018.08.003. 

5. Davies LE, Spiers G, Kingston A, Todd A, Adamson J, Hanratty, B. Adverse Outcomes of 

Polypharmacy in Older People: Systematic Review of Reviews. J Am Med Dir Assoc. 

2020;21(2):181-187. doi:10.1016/j.jamda.2019.10.022

6. Royal Pharmaceutical Society. Medicines Optimisation: Helping patients to make the most 

of medicines Good practice guidance for healthcare professionals in England May 2013.

7. Elwyn G, Laitner S, Coulter A, et al. Implementing shared decision making in the NHS. BMJ 

2010;341:c5146.

8. National Institute for Health and Care Excellence. Shared Decision Making. Key 

therapeutic topic. 1 March 2019; nice.org.uk/guidance/ktt23. Accessed 21/05/2020.

9. Kelly, M., S. McCarthy and L. J. Sahm. Knowledge, attitudes and beliefs of patients and 

carers regarding medication adherence: a review of qualitative literature. Eur J Clin 

Pharmacol. 2014;70(12):1423-1431. doi:10.1007/s00228-014-1761-3

10. Dohnhammar, U., J. Reeve and T. Walley (2016). Patients' expectations of medicines--a 

review and qualitative synthesis. Health Expect 2016; 19(2):179-193. doi:10.1111/hex.12345

11. Mohammed, MA, Moles, RJ and Chen TF. Medication-related burden and patients' lived 

experience with medicine: A systematic review and metasynthesis of qualitative studies. 

BMJ Open 2016; 6 (2): e010035.

12. Rathbone, A. P., Todd A, Jamie,K , Bonam, M, Banks L and Husband AK.  A systematic 

review and thematic synthesis of patients' experience of medicines adherence. Res Social 

Adm Pharm. 2017;13(3):403-439. doi:10.1016/j.sapharm.2016.06.004



13. Bokhof, B. and Junius-Walker U. Reducing Polypharmacy from the Perspectives of 

General Practitioners and Older Patients: A Synthesis of Qualitative Studies. Drugs Aging. 

2016;33(4):249-266. doi:10.1007/s40266-016-0354-5

14. Collerton J, Davies K, Jagger C, et al. Health and disease in 85 year olds: baseline findings 

from the Newcastle 85+ cohort study. BMJ 2009; 399:b4904. DOI:10.1136/bmj.b4904.

15. Davies K, Kingston A, Robinson L et al. Improving retention of very old participants in 

longitudinal research: experiences from the Newcastle 85+ study. PLOS ONE, October 

2014;9(10). DOI:10.1371/journal.pone.0108370.

16. Braun, V., and Clarke, V. Using thematic analysis in psychology. Qualitative Research in 

Psychology 2006; 3(2): p.77-101.Doi: 10.1191/1478088706qp063oa

17. Braun V & Clarke V. Reflecting on reflexive thematic analysis, Qualitative Research in 

Sport, Exercise and Health 2019; 11:4, 589-597, DOI: 10.1080/2159676X.2019.1628806

18. Lewis-Beck, M. S., Bryman, A., & Futing Liao, T. (2004). The SAGE encyclopedia of social 

science research methods (Vols. 1-0). Thousand Oaks, CA: Sage Publications, Inc. doi: 

10.4135/9781412950589.

19. Lincoln YS & Guba EG (1985) Naturalistic inquiry (Sage Publications,Beverly Hills, CA).

20. Mishra SI, Gioia D, Childress S, Barnet B, Webster RL. Adherence to medication regimens 

among low-income patients with multiple comorbid chronic conditions. Health Soc Work. 

2011; 36(4):249–58. 

21. Moen J, Bohm A, Tillenius T, Antonov K, Nilsson JLG, Ring L. ‘I don’t know how many of 

these [medicines] are necessary..’ - a focus group study among elderly users of multiple 

medicines. Patient Educ Couns. 2009;74(2):135-141. doi:10.1016/j.pec.2008.08.019

22. Vandermause R, Neumiller JJ, Gates BJ et al. Preserving Self: Medication-Taking Practices 

and Preferences of Older Adults With Multiple Chronic Medical Conditions. J Nurs Scholarsh. 

2016;48(6):533-542. doi:10.1111/jnu.12250 

23. Williams AF, Manias E, Walker R. Adherence to multiple, prescribed medications in 

diabetic kidney disease: A qualitative study of consumers’ and health professionals’ 

perspectives. Int J Nurs Stud 2008;45(12):1742-1756. doi:10.1016/j.ijnurstu.2008.07.002

24. Lawton J, Peel E, Parry O, Douglas M. Patients’ perceptions and experiences of taking 

oral glucose-lowering agents: a longitudinal qualitative study. Diabet Med 2008;25(4):491-

495. doi:10.1111/j.1464-5491.2008.02400.x

https://doi.org/10.1080/2159676X.2019.1628806


25. Todd A, Holmes H, Pearson S et al. ‘I don’t think I’d be frightened if the statins went’: a 

phenomenological qualitative study exploring medicines use in palliative care patients, 

carers and healthcare professionals. BMC Palliat Care 2016;15:13. doi:10.1186/s12904-016-

0086-7. 

26. Kairuz T, Bye L, Birdsall R, Deng T, Man L, Ross A, et al. Identifying compliance issues with 

prescription medicines among older people: a pilot study. Drugs Aging. 2008;25(2):153-162. 

doi:10.2165/00002512-200825020-00007.

27. Kovacevic SV, Miljkovic B, Vucicevic K et al .Elderly polypharmacy patients’ needs and 

concerns regarding medication assessed using the structured patient-pharmacist 

consultation model. Patient Educ Couns. 2017;100(9):1714-1719. 

doi:10.1016/j.pec.2017.05.001

28. Sawan M, Reeve E, Turner J, Todd A, Steinman MA, Petrovic M, Gnjidic D. A systems 

approach to identifying the challenges of implementing deprescribing in older adults across 

different health-care settings and countries: a narrative review. Expert Rev Clin Pharmacol. 

2020; 13(3):233-245. doi: 10.1080/17512433.2020.1730812. 

29. Todd, A., Jansen, J., Colvin, J. et al. The deprescribing rainbow: a conceptual framework 

highlighting the importance of patient context when stopping medication in older people. 

BMC Geriatr 2018; 18(1):295. doi:10.1186/s12877-018-0978-x

30. O'Mahony D, O'Sullivan D, Byrne S, O'Connor M-N, Ryan C, Gallagher P. STOPP/START 

criteria for potentially inappropriate prescribing in older people: version 2. Age Ageing. 

2015;44(2):213-218. doi:10.1093/ageing/afu145



Table 1: Participant characteristics

Participant Gender Disability Housing

Russell Male Moderate Care home

Pauline Female Mild Owner occupier

Jack Male Mild Owner occupier

Joe Male Mild Owner occupier

Eileen Female Mild Owner occupier

Anne Female Severe Rented home (LA)

Maureen Female Moderate Rented home (private)

Margaret Female Severe Rented home (LA)

Pamela Female Mild Rented home (private)

Malcolm Male None Owner occupier

Bob Male Moderate Care home (LA)

Jean Female Moderate Owner occupier

Mary Female Severe Sheltered housing

Cath Female Mild Owner occupier

Carol Female Moderate Care home

Adele Female Mild Sheltered housing

Penny Female Mild Owner occupier

Tony Male Mild Owner occupier

Alan Male Mild Owner occupier

Angela Female Mild Owner occupier

LA Denotes Local Authority: an organisation that is officially responsible for all the public services and 

facilities in a particular area


