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Abstract 22 

 23 

Background: Older adults suffer high morbidity and mortality following serious infections, which are 24 

increasing in prevalence. Antibiotic prescribing in the older adult population, especially in long term 25 

care facilities, has been argued to be inappropriately high. In order to develop the evidence base and 26 

provide support to General Practitioners (GPs) in achieving antimicrobial stewardship in older adults 27 

it is important to understand their attitudes and beliefs toward antibiotic prescribing in this 28 

population. 29 

 30 

Objectives: To understand the attitudes and beliefs held by GPs regarding antibiotic prescribing in 31 

older adults  32 

 33 

Methods: Semi-structured qualitative interviews were conducted with 28 GPs working in the UK. 34 

Data analysis followed a modified framework approach. 35 

 36 

Results: GPs described antibiotic prescribing differing in older adults in a number of ways, including 37 

prescribing broad spectrum, longer and earlier antibiotics in this population. There were also 38 

rationales for situations where antibiotics were prescribed despite there being no clear diagnosis of 39 

infection.  Trials of antibiotics were used both as diagnostic aids and in an attempt to avoid 40 

admission. The risks of antibiotics were understood, but in some cases thought to hamper optimal 41 

management of infection in this age group. 42 

 43 



Conclusions: Diagnosing serious infection in older adults is challenging, and antibiotic prescribing 44 

practices reflect this challenge, but also reflect an absence of clear guidance or evidence. Research 45 

which can fill the gaps in the evidence base is required in order to support GPs with their critical 46 

antimicrobial stewardship role in this population. 47 

  48 



Introduction 49 

Primary care manages 90% of patient contacts in the NHS1 and is responsible for 80% of antibiotic 50 

prescribing.2 Increasing antibiotic use is associated with antimicrobial resistance (AMR) at an 51 

individual and population level3 4 in addition to complications such as C.difficile infections, 52 

nephrotoxicity, drug interactions and side effects. 53 

Older adults commonly present with symptoms compatible with acute infection; admissions with 54 

pneumonia and urinary tract infections have increased significantly over the last 15 years.5 6 55 

Compared to younger people, they have a greater risk of mortality and morbidity after serious 56 

infection. The prevalence of AMR is higher in long term care facilities than in the community,7 8 and it 57 

has been estimated that up to 50% of antibiotic prescriptions are inappropriate in these settings.9 58 

Long term care facilities have been argued to act as ‘reservoirs of resistance’ in the community.10 11 59 

The majority of antibiotic prescriptions are driven by symptoms and signs in the community, with 60 

only two point of care diagnostic tests available; urine dipsticks which have relatively poor sensitivity 61 

and specificity,12 and C-reactive protein (CRP), which has a number of barriers to implementation, 62 

not least that it is currently too expensive for the majority of practices to purchase.13 There are also 63 

no diagnostic algorithms for infection which have been validated in primary care settings for older 64 

adults. 65 

A key precursor to targeted prescribing and reducing unnecessary antibiotic prescriptions for older 66 

adults is to understand what drives prescribing behaviour in primary care for this population. 67 

Although previous work has explored beliefs around antibiotic prescribing in out-of-hours primary 68 

care,14 paediatric populations (eg 15-17), and in hospital settings18 19 there is an absence of evidence 69 

focussing on older adults in the community. In order to understand why General Practitioners (GPs) 70 

make decisions to prescribe antibiotics in this population we need to explore the range of attitudes 71 

and beliefs of GPs in a clinical area where high quality evidence is lacking.  72 



This paper presents data on GPs’ beliefs about antibiotic prescribing in older adults. It is part of a 73 

larger qualitative interview study with GPs which explored diagnosis and management of serious 74 

infection in older adults in primary care.  75 

 76 

Methods 77 

Recruitment 78 

NHS GPs were recruited from across the UK by an email advertisement sent via Clinical 79 

Commissioning Groups, Royal College of General Practitioners and RuralGP.com mailing lists.  GPs 80 

were sampled purposively to achieve maximum variation in their experience, role, practice location 81 

and practice size. Recruitment continued until the research team agreed data saturation had been 82 

reached (no new codes or themes had emerged for several consecutive interviews). 83 

 84 

Data collection 85 

Interviews were carried out face to face (4) or over the telephone (24), according to participant 86 

preference, from April 2015 to February 2016. All participants gave written or recorded verbal 87 

informed consent prior to the interview. 88 

Interviews were conducted separately by two researchers both trained in qualitative methods; GH (a 89 

female clinical lecturer and salaried GP) and AM (a female academic clinical fellow and GP trainee). 90 

Continuity was ensured by regular discussion between researchers and checking between 91 

transcripts.   92 

Interviews were semi-structured following a flexible topic guide developed and pilot tested by the 93 

research team. The topic guide was informed by literature on factors affecting GP decision making20-94 

22 and the expertise of the research team. The topic guide evolved during the study period based on 95 



team discussions of emerging themes. In particular antibiotic prescribing was noted as a theme 96 

which was important to some of the first GPs interviewed and was incorporated into the topic guide 97 

to ensure it was consistently discussed.  98 

Participants were also asked to think about recent or memorable cases where they either diagnosed 99 

or missed a diagnosis of infection in an older patient to discuss during the interview. An age cut-off 100 

of >70 years was given to encourage discussion of a predominantly older, frailer population.  101 

Interviews lasted 30-40 minutes on average. Interviews were audio-recorded, transcribed verbatim 102 

by a transcription company and checked against the original recording by the research team.  103 

The study was approved by the University of Oxford Medical Sciences Interdivisional Research Ethics 104 

Committee (Ref no: MS-IDREC-C1-2015-054). 105 

 106 

Data analysis 107 

Data analysis followed a modified framework approach.23 Key steps were transcription, 108 

familiarisation with the data, coding, developing and applying an analytical framework, and 109 

interpretation. An initial coding framework was created based on the topic guide and content of the 110 

interviews through double coding of the first 4 transcripts. Data were then coded and checked by 2 111 

researchers, with the assistance of NVivo (version 10). The coding framework and themes were 112 

developed in discussion amongst the whole research team. Here, the data relating to antibiotic 113 

prescribing are presented. 114 

 115 

 116 

 117 

 118 



Results 119 

Of the 38 GPs who responded initially to advertisements 28 consented to take part in the study and 120 

were interviewed to achieve a maximum variation sample. The characteristics of participants are 121 

described in Table 1. Cases discussed commonly included chest infection, urine infection, cellulitis or 122 

infection of unknown source. Rarer diagnoses such as discitis, appendicitis, joint infection, 123 

gastrointestinal infection and candidiasis were also included. 124 

The themes to emerge from the data are presented in Table 2 and will be discussed below. 125 

 126 

Ways in which prescribing differs for older adults with suspected infection 127 

GPs described a number of ways in which their approach to prescribing antibiotics differed in older 128 

compared to younger patients. A common practice was the use of broad spectrum antibiotics when 129 

the location of the infection was unclear. This would allow both lower respiratory and urinary tract 130 

infections to be treated with the same agent, where the GP was unable to elicit any classic signs of 131 

infection at either site. 132 

“It can be difficult, sometimes making diagnosis like you’ll go round, they’ll be someone feverish and 133 

not well who have got an infection somewhere but you know, they’ve got a poor respiratory effort so 134 

you can’t really do a thorough chest examination because you can’t hear that much. They’re not able 135 

to do a urine sample because they’re incontinent…..they’ve clearly got an infection but you don’t know 136 

where it is in which you then go for a best guess, it could be the chest, it could be urine, you can’t tell 137 

between the two. It’s unlikely I’m going to be able to prove it between the two but I’ll give them an 138 

antibiotic that will cover for both, see if they improve”. (GP7 - male locum / salaried GP, 1-5 years 139 

experience, mixed (both rural and urban) population)  140 

 141 



This was sometimes justified on the basis of a belief that this was a strategy likely to result in avoidance 142 

of hospital admission. 143 

 144 

“ I did, what I sometimes do in this age group who, I didn't offer her admission, actually, I thought, I 145 

said, "Well, let's cover you with some broad spectrum antibiotics, send off another urine and then see 146 

how you go tomorrow, if need be.”(GP11 - female salaried GP, 11-15 years experience, rural 147 

population) 148 

Some GPs reported that this approach was also advocated by doctors working in secondary care 149 

whose advice they sought.  150 

 151 

“I spoke to the Acute GP Unit, which is how we admit people locally, and they weren't very keen on her 152 

being admitted either, despite it being Friday. So, they suggested starting her on antibiotics and 153 

starting her on Cipro because it would cover both her chest and the UTI and taking some bloods” (GP25 154 

- female partner 1-5 years experience, suburban population) 155 

 156 

GPs also expressed the belief that early administration of antibiotics could reduce the chances of 157 

admission with infections  158 

“If you can treat early with Augmentin on the odd occasion in the community you can prevent hospital 159 

admission and it’s a very good medication. And if you were to go into hospital they’re more likely to 160 

get your superbugs and whatever so it’s a balancing act…even though strictly speaking for younger 161 

patients you might be thinking for a urine infection we’ll try Trimethoprim, well that’s fair enough but 162 

somebody septic and unwell and it could be their chest, you’re not 100% then providing a broad 163 

spectrum antibiotic for them early, you know, for a week or five days to a week is probably on balance 164 

to my mind the best thing to do.” (GP3 - female partner, 11-15 years experience, mixed population) 165 

 166 



GPs with a range of experience expressed the belief that longer courses of antibiotics are needed in 167 

older patients, although this view was not universally held, with some GPs describing adhering 168 

strictly to guidelines. Underlying this belief in some cases was an understanding of the likely 169 

pathological changes with age which could ensure persistence of bacterial infection 170 

“There’s part of me that feels they, you know, they should have a longer course, simply ‘cos their lung... 171 

this particularly... not necessarily the elderly, I don’t know about that, but I'm more thinking about 172 

COPD and how there’s all these sort of pockets of goo everywhere that you need to expose them to the 173 

antibiotics for longer to have some chance of clearing it, but probably they never get into these places 174 

anyway, so I probably do tend to give longer courses of antibiotics to older people.” (GP17 - male 175 

partner >21 years experience, urban population) 176 

“Well, they generally don't mount quite as good an immune response, so potentially yes they do, … 177 

well for a UTI I will always prescribe an elderly patient a 7-day course instead of a 3-day course.” (GP25 178 

- female partner,1-5 years experience, suburban population) 179 

 180 

Intravenous (IV) antibiotics were often believed to be required for patients who appeared ‘unwell’ 181 

with infection, who had more rapid onset or severe symptoms, evidence of progression of infection, 182 

or had comorbidities which could enhance the risk of complications. There were some presentations 183 

that were felt to be unlikely to resolve with oral antibiotics alone.  184 

 185 

“Anyway, so I gave her some Flucloxacillin, treated that, said to her 'give me a ring if it doesn't get 186 

better', so in fact she didn't give me a ring, she actually came in again, and she looked decidedly unwell 187 

and the cellulitis had really taken up most of her arm oddly and she was clearly pyrexial and unwell 188 

and sort of toxic, and I'd sort of, I just felt she needed IV antibiotics which is why I sent her in, and she 189 



did, well that's what they gave her, so she went in for IVs.” (GP13 - female partner, >21 years 190 

experience, mixed population) 191 

 192 

In a number of cases, GPs felt that in addition to IV therapy, hospital admission would be beneficial 193 

due to the more general care needs of the patient.  194 

 “My view is, what's a hospital going to provide different to keeping this person at home? So that 195 

might be nursing care or it might intravenous antibiotics.”  (GP11 - female salaried GP, 11-15 years 196 

experience, rural population) 197 

 198 

However in contrast some GPs with a range of experience felt that there were limited benefits 199 

associated with a hospital admission for IV therapy. Cellulitis was highlighted as a condition where 200 

admission was less beneficial.  201 

“Yeah, I suppose something like, for example, the one where I tried a second line antibiotic, often I kind 202 

find myself thinking well if they went to hospital, as well as the investigations which will kind of add to 203 

what we already know and what we’re already treating for, you know, if they can tolerate antibiotics 204 

by mouth it’s often possibly not a lot more that they’re going to get in hospital.” (GP5 - female salaried 205 

1-5 years experience, mixed population) 206 

 207 

 208 

“…certainly cellulitis is something where, you know, you’re not winning after 48 hours of oral 209 

antibiotics, they only need to go onto IVs, they’re not septic septic.”  (GP24 - male partner >21 years 210 

experience, suburban population) 211 

 212 

 213 



Rationale for prescribing antibiotics when the GP was not certain that infection was the cause of 214 

the symptoms 215 

In the setting of limited medical history and diagnostic uncertainty over a generalised acute 216 

deterioration which typified many of the elderly patient contacts described by GPs, an increased 217 

likelihood of prescribing antibiotics was described in certain contexts. A key example was when the 218 

patient was perceived to be at higher risk of deterioration or death should the presenting 219 

symptoms be due to infection, either because of co-morbidities or purely due to older age.  220 

“Sometimes it’s not the worst thing in the world to treat elderly people with antibiotics just because 221 

of their co-morbidities because they’re more at risk of being admitted to hospital and adverse 222 

outcomes if you don’t, where with a young person if you don’t treat their chest infection with 223 

antibiotic the chances are they’re going to get better regardless, even if it is a bacterial 224 

infection.”(GP3 - female partner, 11-15 years experience. mixed population) 225 

A second context in which GPs frequently described prescribing antibiotics despite being uncertain 226 

that infection was present was a patient and family preference for avoiding hospital admission and a 227 

ceiling of care of community based management. In this context antibiotics were seen as an 228 

alternative to doing nothing to try and reverse a deterioration despite little objective evidence of 229 

infection. 230 

“the family were still wanting her to be for active treatment but were saying if it could be managed 231 

in the community they would prefer that, so we agreed to give her 24 hours of Co-amoxiclav to cover 232 

for chest and urine, even though there was nothing obvious to hear in the chest and just see what 233 

happened.” (GP27 - female partner, 6-10 years experience, urban population) 234 

“this was somebody who’d made acute deterioration, we weren’t going to be admitting him to 235 

hospital, we had to see what we could do within the environment, to see what we could do to 236 

improve him. He was able to take oral antibiotics, oral suspension, and I thought that was something 237 



that we could do that might actually improve him clinically, or make some improvement” (GP1- 238 

female partner, >21 years experience, mixed population) 239 

 240 

Some GPs described cases where antibiotic treatment was not closely linked to recovery, and in 241 

hindsight considered that another process may have underpinned the deterioration 242 

“She’d had a positive urine dipstick and she was just a bit more agitated than normal so prescribed 243 

some antibiotics although I didn’t see her, I think they had observations which were normal and she 244 

sounded okay so prescribed antibiotics over the phone and asking them to send a culture. And then 245 

she didn’t really, didn’t sort of get better after that but a repeat dipstick was negative and she just sort 246 

of got better over time really and I think it was actually just her Alzheimer’s, a phase of her Alzheimer’s 247 

rather than, probably rather than an infection.” (GP4- male salaried / locum 1-5 years experience, 248 

mixed population) 249 

 250 

Approaches to using courses of oral antibiotics as a trial of treatment  251 

 252 

GPs described using antibiotics as a trial of treatment both as a precursor to IV antibiotics, and in an 253 

attempt to resolve diagnostic uncertainty, with a variety of practices described.  GPs described a need 254 

to demonstrate that a trial of oral antibiotics had failed before requesting admission for IV therapy 255 

from a secondary care provider.  256 

“So the diagnosis was slightly unclear so she ended up starting on high dose oral Fluclox, having some 257 

Heparin before she left and going up to the DVT clinic the next day. At that point I didn’t admit her 258 

because she hadn’t had a trial of oral antibiotics and was relatively well.”(GP27 -  female partner, 6-259 

10 years experience, urban population) 260 

 261 



In particular the duration of a trial of treatment varied widely. A number of GPs used a time period of 262 

24 – 48 hours to wait before conducting a clinical review. A variety of reasons were given for this 263 

including concern that the patient would not call back if they became less well, and concern from 264 

relatives.  Other GPs described using the duration of the antibiotic course as a guide for the review, or 265 

the review period varying depending on the proximity to the weekend 266 

 267 

“well look, shall we try these antibiotics but if she's no better in 24 to 48 hours and if she definitely, if 268 

she gets worse in that time we're definitely admitting her'. (GP25 - female partner, 1-5 years 269 

experience, suburban population) 270 

 271 

GPs also gave different descriptions of a clinical status which would indicate failure of oral 272 

antibiotics, ranging from a lack of clear improvement, (i.e the patient not feeling better, as in the 273 

quote above) to a significant clinical deterioration. Persistence or new emergence of fever was also 274 

an important feature for some GPs in determining whether a trial of antibiotic had been effective. 275 

 276 

Actions taken if initial course of antibiotics does not resolve the symptoms  277 

GPs described a number of approaches taken once a failure of initial oral antibiotic treatment 278 

became apparent in older patients. These included changing the antibiotic to a broader spectrum 279 

oral option, continuing the course for longer, increasing the dose, referring to a community service 280 

for IV antibiotics or admission to hospital. In cases where referral was not considered acceptable this 281 

could lead to multiple courses of antibiotics, something particularly described for cases of cellulitis. 282 

However, as discussed further below, a number of GPs also highlighted their awareness of the need 283 

for antimicrobial stewardship. 284 



“we often change the antibiotics three times, or, say, they start off with Fluclox then they might go to 285 

Clindamycin, sometimes have clarithromycin in the meantime, and, I think, if nothing works, then we 286 

send them in.” (GP11 - female salaried GP, 11-15 years experience, rural population) 287 

“…and he suggested she probably ought to be admitted but she didn’t want to be so he doubled up 288 

the Fluclox for couple of doses and said, ‘see how things go and if things are no better come back 289 

tomorrow.’” (GP27 - female partner,  6-10 years experience, urban population) 290 

 291 

Risks of antibiotic prescribing 292 

GPs alluded to a number of risks associated with antibiotic prescribing. Clostridium difficile 293 

infections required a careful balancing act between the need for antibiotics for other infections and 294 

the need to avoid recurrence.  295 

“..we’ve given her pivmecillinam and taken a guess as to what’s not going to cause her to have C.diff 296 

again but also balance with something that’s effective.” (GP3 - female partner, 11-15 years 297 

experience, mixed population) 298 

 299 

One experienced GP expressed concern that the risk of C difficile infection was resulting in over 300 

caution in prescribing 301 

“I know the rationale behind it is about clostridium difficile but nevertheless there is a detraction in 302 

some of the restrictions that we have to our prescribing, which makes it you may, you sometimes may 303 

not actually give patients or try antibiotics that otherwise might have worked.”(GP13 - female partner, 304 

>21 years experience, mixed population) 305 

 306 

 307 



Antimicrobial resistance was another key risk highlighted, although the difficulty in deciding not to 308 

prescribe was acknowledged, for example in the OOH setting. 309 

“Well, I suppose there's always contemporaneous, the issue of antibiotic resistance, and I think, you 310 

know, particularly when you're in out-of-hours and you have to put on one of the safest possible 311 

caps, it's much more difficult to take risks when you don't know the patients, you don't know their 312 

backgrounds, you're much more likely to lean towards antibiotics…” (GP22- male OOH GP, 6-10 years 313 

experience, urban population) 314 

 315 

The need to triangulate decision making with microbiology and indeed challenge the diagnosis if 316 

there was no improvement with antibiotics was discussed, which contrasted with the practice of 317 

prescribing multiple courses of oral antibiotics to infections which were not resolving, as described 318 

above. 319 

“I think a lot of that multiple courses of antibiotic is because people don’t engage their brains 320 

enough. They’ll think, “Oh you know, UTI, Trimethoprim,” leaving aside the fact that it, you know, it 321 

doesn’t work in a quarter of people on average, and actually in this particular person, they’ve had 322 

multiple courses of the stuff. So I think if you’re being more cogent, then you can probably reduce 323 

that risk a bit.” (GP26 - male OOH GP, 6-10 years experience, mixed population) 324 

 325 

However in some participants, just like C difficile, the concerns over the risks of AMR were believed 326 

to hamper appropriate management in older people.  327 

 “We've got a whole raft of antibiotics, four of them in fact, which we're not supposed, well, we're 328 

asked not to prescribe, and they monitor our prescribing on the Cephalosporins, and Co-amoxiclav 329 

etc, and …. part of me thinks 'actually you probably would have done well by having Co-amoxiclav, a 330 

decent dose of it', but then we're monitored on it and then we get these, you know, notifications 331 



from the CCG saying 'oh your prescribing's more than this' and there are financial penalties.” (GP13- 332 

female partner, >21 years experience, mixed population) 333 

“I would actually probably give Clarithromycin because that is likely to cover both a UTI and a chest 334 

infection, and our LHB at the moment is auditing all GPs and saying that GPs should not under any 335 

circumstances be using Cipro or Augmentin, actually no that's wrong, unless there are sensitivities 336 

back showing that they're sensitive to Cipro or Augmentin you shouldn't use them…” (GP25 - female 337 

partner, 1-5 years experience, suburban population) 338 

 339 

Discussion 340 

Summary 341 

GPs face a number of challenges and balance a range of different patient and social elements when 342 

deciding to prescribe antibiotics for older adults. Antibiotics are prescribed for clear signs of 343 

infection, but also in the context of an acute deterioration without a clear infective source. Oral 344 

antibiotics are used both as a diagnostic trial and as an attempt to reverse a deterioration in those 345 

where hospital admission is inappropriate. When oral antibiotics fail to resolve the symptoms, IV 346 

antibiotics are felt to be more justified, but other approaches include changing the drug, the dose or 347 

duration. Whilst the requirement for antibiotic stewardship is acknowledged, a tension was evident 348 

in that broad spectrum antibiotics are seen as beneficial for treating multiple potential sources of 349 

infection and for ensuring more rapid or effective resolution in patients who are seen as higher risk 350 

of deterioration and admission with infection.  351 

 352 

Strengths and limitations 353 

To our knowledge this is the first study to explore beliefs and practices governing prescription of 354 

antibiotics in older adults in primary care. A wide range of GPs were interviewed in terms of 355 



experience, role and location of practice. Using a case based approach supported both specific and 356 

general discussion of antibiotic prescribing practices. As with all qualitative research our interviews 357 

were restricted to those GPs who agreed to participate, which may have been a group who were 358 

more interested in and knowledgeable about serious infection in the older adult. However, a range 359 

of perspectives were revealed, and participants were selected to be as diverse as possible. 360 

 361 

Comparison with other literature 362 

A striking range of beliefs and practices were described in our study with respect to trial of antibiotic 363 

treatment.  A variety of criteria were used to judge that antibiotic treatment had failed; in some 364 

cases this was linked to fever, and in others a general deterioration despite antibiotics. A study 365 

which specifically focussed on antibiotic treatment failures in primary care24 concluded that “Most 366 

GPs argued that in practice it is almost impossible to verify if treatment failure actually occurred or 367 

not and they generally considered antibiotic treatment failures to be unavoidable in primary care” 368 

 369 

IV antibiotics were deemed necessary if the patient was systematically unwell; they were felt to be 370 

able to offer a cure well beyond what oral antibiotics could achieve. Unsurprisingly this was also a 371 

belief found to be held by hospital doctors in a study exploring their beliefs concerning de-escalating 372 

patients from IV to oral antibiotics.18 In this hospital doctor population, IV antibiotics were perceived 373 

as more potent and having significant ‘mythical’ qualities, which participants acknowledged were 374 

not necessarily evidence based.  375 

 376 

Implications for research and practice 377 

This study highlighted a number of evidence gaps regarding optimal prescribing practice for 378 

antibiotics in older adults. The lack of specific guidance on duration of antibiotic courses and how 379 



long a trial of oral treatment should be before improvement could be expected, and indeed what 380 

would constitute improvement, was evident in the wide range of practices described.  381 

There was also a desire for better understanding of how to judge the likely prognosis of infection in 382 

the context of co-morbidities, given the anxieties expressed about deterioration without early, or IV, 383 

antibiotics. The best approach to managing patients at high risk of C. difficile infection was also 384 

unclear and a source of challenging management decisions. Finally there was a need for better ways 385 

to distinguish those patients where IV therapy is needed, especially given the uncertainty over the 386 

superiority of IV over oral antibiotics in hospital settings.25 26 If indeed IV antibiotics are associated 387 

with better prognosis, this would challenge the belief reported by a number of GPs that IV 388 

antibiotics should only be considered once oral antibiotics have failed to demonstrate an 389 

improvement.  390 

This study reveals the challenges in managing the frail older patient with deterioration with no clear 391 

infection in the community; GPs described using antibiotics in order to try something given that a 392 

decision had been made to avoid admission. Research to support GPs to better identify those 393 

patients where an antibiotic is likely to improve prognosis is clearly needed, and could include 394 

evaluation of point of care tests or studies which develop our understanding of the phasic nature of 395 

deterioration in function in dementia. An improved understanding of patient and carer expectations 396 

is also important; in other prescribing contexts qualitative research has demonstrated that GPs can 397 

often be at cross- purposes with family members regarding expectations of antibiotics.27  398 

 399 

 400 

Conclusion 401 

Diagnosing serious infection in the older adult is challenging, and antibiotic prescribing practices 402 

reflect this challenge, but also reflect an absence of clear guidance or evidence. Research which can 403 



fill the gaps in the evidence base is required in order to support GPs with their critical antimicrobial 404 

stewardship role in this population. 405 
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Table 1: Participant characteristics 514 



GP characteristics  
Gender  Male 

Female 
13 
15 

Primary role Partner 
Salaried 
Locum 
OOH 

14 
8 
3 
3 

Years as a GP  1-5 
6-10 

11-15 
16-20 
≥21 

7 
6 
4 
3 
8 

Self-reported experience with 
older adults 

Minimal 
Moderate  

Substantial 

1 
13 
14 

Practice characteristics 

Location Rural 
Suburban 

Urban 
Mixed 

7 
6 
6 
9 

List size  ≤ 5000 (small) 
5001 – 10000 (medium) 
10001 – 15000 (large) 

N/A (OOH) 

5 
13 
7 
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Table 2: Key Themes  523 



Main themes Sub themes 
Ways in which prescribing differs for older 
adults with suspected infection 
 

Broad spectrum antibiotics where location of 
infection was not clear 
Earlier administration to reduce the chance of 
deterioration / admission 
Duration of antibiotic courses 

Factors influencing perceived need for 
Intravenous (IV) antibiotics 

Rationale for prescribing antibiotics when the 
GP was not certain that infection was the cause 
of the symptoms 
 

Concern over higher risk of deterioration / 
death  
Only option if community based care is the 
ceiling of care 

Approaches to using courses of oral antibiotics 
as a trial of treatment 

Duration of trial and expected outcomes 
Actions taken if initial course of antibiotics does 
not resolve the symptoms  

Risks of antibiotics Clostridium difficile 
Antimicrobial resistance 

 524 
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