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Description automatically generated]Appendix 1: The TIDieR (Template for Intervention Description and Replication) Checklist:
          Information to include when describing an intervention and the location of the information

	Item number
	Item 
	Where located 

	
	
	Primary paper
(page or appendix
number)
	Other  (details)

	
	BRIEF NAME
	
	

	1.
	Provide the name or a phrase that describes the intervention.
	Title, 

	

	
	WHY
	
	

	2.
	Describe any rationale, theory, or goal of the elements essential to the intervention.
	Introduction, 
	

	
	WHAT
	
	

	3.
	Materials: Describe any physical or informational materials used in the intervention, including those provided to participants or used in intervention delivery or in training of intervention providers. Provide information on where the materials can be accessed (e.g. online appendix, URL).
	Methods, 


	

	4.
	Procedures: Describe each of the procedures, activities, and/or processes used in the intervention, including any enabling or support activities.


	Methods, 

	

	
	WHO PROVIDED
	
	

	5.
	For each category of intervention provider (e.g. psychologist, nursing assistant), describe their expertise, background and any specific training given.



	Methods, 


	

	
	HOW
	
	

	6.
	Describe the modes of delivery (e.g. face-to-face or by some other mechanism, such as internet or telephone) of the intervention and whether it was provided individually or in a group.
	Methods, 

	

	
	WHERE
	
	

	7.
	Describe the type(s) of location(s) where the intervention occurred, including any necessary infrastructure or relevant features.
	Methods, 

	

	
	WHEN and HOW MUCH
	
	

	8.
	Describe the number of times the intervention was delivered and over what period of time including the number of sessions, their schedule, and their duration, intensity or dose.
	Methods, 

	

	
	TAILORING
	
	

	9.
	If the intervention was planned to be personalised, titrated or adapted, then describe what, why, when, and how.

	N/A
	

	
	MODIFICATIONS
	
	

	10.ǂ
	If the intervention was modified during the course of the study, describe the changes (what, why, when, and how).
	N/A

	

	
	HOW WELL
	
	

	11.
	Planned: If intervention adherence or fidelity was assessed, describe how and by whom, and if any strategies were used to maintain or improve fidelity, describe them.
	N/A


	

	12.

	Actual: If intervention adherence or fidelity was assessed, describe the extent to which the intervention was delivered as planned.
	N/A
	


	


Appendix 2: STOPPFrail version 2

	STOPPFrail is a list of potentially inappropriate prescribing indicators designed to assist physicians with deprescribing decisions. It is intended for older people with limited life expectancy for whom the goal of care is to optimise quality of life and minimise the risk of drug-related morbidity. Goals of care should be clearly defined, and, where possible, medication changes should be discussed and agreed with patient and/or family.

Appropriate candidates for STOPPFrail-guided deprescribing typically meet ALL of the following criteria:

1. Activities of daily living dependency (i.e. assistance with dressing, washing, transferring, walking) and/or severe chronic disease and/or terminal illness. 
2. Severe irreversible frailty, i.e. high risk of acute medical complications and clinical deterioration. 
3. Physician overseeing care of patient would not be surprised if the patient died in the next 12 months.


	Section A: General
	· Any drug that the patient persistently fails to take or tolerate despite adequate education and consideration of all appropriate formulations.
· Any drug without a clear clinical indication.
· Any drug for symptoms which have now resolved (e.g. pain, nausea, vertigo, pruritus).

	Section B: Cardiology system
	· Lipid-lowering therapies (statins, ezetimibe, bile acid sequestrants, fibrates, nicotinic acid, lomitapide and acipimox).
· Antihypertensive therapies: Carefully reduce or discontinue these drugs in patients with systolic blood pressure (SBP) persistently <130 mmHg. An appropriate SBP target in frail older people is 130–160 mmHg. Before stopping, consider whether the drug is treating additional conditions (e.g. beta-blocker for rate control in atrial fibrillation, diuretics for symptomatic heart failure).
· Anti-anginal therapy (specifically nitrates, nicorandil, ranolazine): None of these anti-anginal drugs have been proven to reduce cardiovascular mortality or the rate of myocardial infarction. Aim to carefully reduce and discontinue these drugs in patients who have had no reported anginal symptoms in the previous 12 months AND who have no proven or objective evidence of coronary artery disease.

	Section C: Coagulation system
	· Anti-platelets: No evidence of benefit for primary (as distinct from secondary) cardiovascular prevention.
· Aspirin for stroke prevention in atrial fibrillation: Aspirin has little or no role for stroke prevention in frail older people who are not candidates for anticoagulation therapy and may significantly increase bleeding risk.

	Section D: Central nervous system
	· Neuroleptic antipsychotics in patients with dementia: Aim to reduce dose and discontinue these drugs in patients taking them for longer than 12 weeks if there are no current clinical features of behavioural and psychiatric symptoms of dementia (BPSD).
· Memantine: Discontinue and monitor in patients with moderate to severe dementia, unless memantine has clearly improved BPSD.

	Section E: Gastrointestinal system
	· Proton pump Inhibitors: Reduce dose of proton pump inhibitors when used at full therapeutic dose ≥8 weeks, unless persistent dyspeptic symptoms at lower maintenance dose.
· H2 receptor antagonist: Reduce dose of H2 receptor antagonists when used at full therapeutic dose for ≥8 weeks, unless persistent dyspeptic symptoms at lower maintenance dose.

	Section F: Respiratory system
	· Theophylline and aminophylline: These drugs have a narrow therapeutic index, have doubtful therapeutic benefit and require monitoring of serum levels and interact with other commonly prescribed drugs putting patients at an increased risk of ADEs.
· Leukotriene antagonists (montelukast, zafirlukast): These drugs have no proven role in chronic obstructive pulmonary disease; they are indicated only in asthma.

	Section G: Musculoskeletal system
	· Calcium supplements: Unlikely to be of any benefit in short-term unless proven, symptomatic hypocalcaemia.
· Vitamin D (ergocalciferol and colecalciferol): Lack of clear evidence to support the use of vitamin D to prevent falls and fractures, cardiovascular events or cancers.
· Anti-resorptive/bone anabolic drugs for osteoporosis (bisphosphonates, strontium, teriparatide, denosumab).
· Long-term oral nonsteroidal anti-inflammatory drugs: Increased risk of side effects (e.g. peptic ulcer disease, bleeding, worsening heart failure) when taken regularly for ≥2 months.
· Long-term oral corticosteroids: Increased risk of major side effects (e.g. fragility fractures, proximal myopathy, peptic ulcer disease) when taken regularly for ≥2 months. Consider careful dose reduction and discontinuation.

	Section H: Urogenital system
	· Drugs for benign prostatic hyperplasia (5-alpha reductase inhibitors and alpha-blockers) in catheterised male patients: No benefit with long-term bladder catheterisation.
· Drugs for overactive bladder (muscarinic antagonists and mirabegron): No benefit in patients with persistent, irreversible urinary incontinence unless clear history of painful detrusor hyperactivity.

	Section I: Endocrine system
	· Anti-diabetic drugs: De-intensify therapy. Avoid HbA1c targets (HbA1C <7.5% [58 mmol/mol] associated with net harm in this population). The goal of care is to minimise symptoms related to hyperglycaemia (e.g. excessive thirst, polyuria).

	Section J: Miscellaneous
	· Multivitamin combination supplements: Discontinue when prescribed for prophylaxis rather than treatment of hypovitaminosis.
· Folic acid: Discontinue when treatment course is completed. The usual treatment duration is 1–4 months unless malabsorption, malnutrition or concomitant methotrexate use.
· Nutritional supplements: Discontinue when prescribed for prophylaxis rather than treatment of malnutrition.
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Appendix 3: Sample report with deprescribing recommendations given to GPs

Fictional Patient Details
Participant number:  X       Name: John Doe          DOB: 20/05/1940
Recommendations from STOPPFrail:
1. Amlodipine 10mg OD -  Antihypertensive therapies: Carefully reduce or discontinue these drugs in patients with systolic blood pressure (SBP) persistently <130 mmHg. An appropriate SBP target in frail older people is 130–160 mmHg. Before stopping, consider whether the drug is treating additional conditions (e.g. beta-blocker for rate control in atrial fibrillation, diuretics for symptomatic heart failure). 

Reduce dose/stop gradually ☐      Continue  ☐   

Rationale for continuing:_______________________________________________________

1. Altavita® soft capsules (cholecalciferol) 25,000 units once monthly – Vitamin D (ergocalciferol and cholecalciferol): Lack of clear evidence to support the use of vitamin D to prevent falls and fractures, cardiovascular events or cancers.

Stop  ☐      Continue  ☐   Rationale for continuing:__________________________________

3. Quetiapine 25mg nocte - Neuroleptic antipsychotics in patients with dementia: Aim to reduce dose and discontinue these drugs in patients taking them for longer than 12 weeks if there are no current clinical features of behavioural and psychiatric symptoms of dementia (BPSD). 

Reduce dose by 25-50% every two weeks till 6.25mg then stop ☐   Continue ☐   

Rationale for continuing:_______________________________________________________












The above are only recommendations generated from the STOPPFrail tool and your clinical judgement as the participant’s GP should be exercised when deciding to stop/reduce medication(s)
[bookmark: _Toc149135611]	Appendix 4: Classes of medications (frequency ≥3) implicated by the clarify indication STOPPFrail criterion

	Medication Class (ATC code)
	Frequency n (%)

	Diuretics (C03)
	17 (7.9)

	Other antidepressants, e.g. mirtazapine (N06AX)
	15 (7.0)

	SSRIs (N06AB)
	15 (7.0)

	PPIs (A02BC)
	15 (7.0)

	Vitamin B12 (B03BA)
	9 (4.2)

	Drugs for constipation (A06A)
	8 (3.7)

	Antihistamines (R06A)
	8 (3.7)

	Antithrombotic agents (B01A)
	6 (2.8)

	Anti-emetics (A04A)
	6 (2.8)

	Paracetamol (N02BE01)
	6 (2.8)

	Opioids (N02A)
	5 (2.3)

	Gabapentinoids (N02BF)
	5 (2.3)

	Folic acid and derivatives (B03BB)
	5 (2.3)

	Hypnotics (N05C)
	4 (1.9)

	Dermatological corticosteroids (D07)
	4 (1.9)

	Topical antifungals (D01A)
	4 (1.9)

	Topical NSAIDS (M02AA)
	4 (1.9)

	Ophthalmic lubricants (S01KA)
	3 (1.4)

	Inhaled bronchodilators (R03A)
	3 (1.4)

	Benzodiazepine derivatives (N05BA)
	3 (1.4)

	Glucocorticoids (H02AB)
	3 (1.4)

	Antipsychotics (N05A)
	3 (1.4)

	Mucolytics (R05CB)
	3 (1.4)

	Nasal corticosteroids (R01AD)
	3 (1.4)

	Iron preparations (B03A)
	3 (1.4)


Legend: ATC – Anatomical Therapeutic Chemical, NSAIDS – Non-Steroidal Anti-Inflammatory Drugs, PPIs - Proton Pump Inhibitors, SSRIs – Selective Serotonin Reuptake Inhibitors. 









[bookmark: _Toc149135612]Appendix 5: Reasons for recommendations not being considered clinically relevant (n=142 recommendations)

	STOPPFrail Criterion
	Reason
	Frequency n (% of total non-clinically relevant recommendations)

	Any drug without a clear clinical indication
	Indication clarified on discussion with GP; had not been documented in the medical notes.
	110 (77.4)

	Antihypertensives
	No record of blood pressure in general practice, as kept in nursing home. Systolic blood pressure not persistently below 130mmHg when checked. 
	8 (5.6)

	Anti-platelets for primary cardiovascular prevention
	Patient had undocumented cardiovascular history.
	7 (4.9)

	Proton pump inhibitors prescribed at full therapeutic dose ≥8 weeks
	Patient had a previous undocumented deprescribing attempt at a lower maintenance dose.
	6 (4.2)

	Anti-diabetic agents
	Glycated haemoglobin above 58mmol/mol when checked; recent measurement not available on date of review.
	5 (3.5)

	Anticholinergics/mirabegron
	Overactive bladder medication aided incontinence and therefore not suitable to deprescribe. 
	3 (2.1)

	Oral nutritional supplements, unless malnutrition
	Patient at risk of malnutrition and therefore not suitable to deprescribe; could not determine from medical records as no recent weight/height measurement. 
	3 (2.1)


Legend: GP – General Practitioner.












[bookmark: _Toc149135613]Appendix 6: Reasons for non-acceptance of recommendations, where available (n=116)

	Reason for not accepting recommendation

· Medication class (ATC Code)
	Frequency (%)

	Risk of behavioural destabilisation

· Antipsychotics (N05A)
· Memantine (N06DX01)
· Benzodiazepine derivatives (N05BA)
	34 (29.3)

18 (52.9)
15 (44.1)
1 (2.9)

	GP fear of discontinuation consequences 

· Aspirin (B01AC06)
· Glucocorticoids (H02AB)
· Memantine (N06DX01)
· Proton pump inhibitors (A02BC)
· Statins (C10AA)
	15 (12.9)

10 (66.6)
2 (13.3)
1 (6.7)
1 (6.7)
1 (6.7)

	Patient and/or family preference

· Vitamin D and analogues (A11CC)
· Calcium (A12A)
· Other antidepressants (N06AX)
· Nasal corticosteroids (R01AD)
· Multivitamins, combinations (A11A)
	14 (12.1)

9 (64.2)
2 (14.3)
1 (7.1)
1 (7.1)
1 (7.1)

	Potential benefit of vitamin D for COVID-19
	10 (8.6)

	Dietician recommended
	9 (7.8)

	Commenced by specialist

· Glucocorticoids (H02AB)
· Proton pump inhibitors (A02BC)
· Folic acid and derivatives (B03BB)
· Memantine (N06DX01)
	8 (6.9)

5 (62.5)
1 (12.5)
1 (12.5)
1 (12.5)

	Previous unsuccessful deprescribing attempt

· Antipsychotics (N05A)
· Benzodiazepine derivatives (N05BA)
· Anti-Parkinson drugs (N04)
· Gabapentinoids (N02BF)
	6 (5.2)

3 (50.0)
1 (16.7)
1 (16.7)
1 (16.7)

	Symptoms not resolved (e.g. constipation, dry eye)
	5 (4.3)

	Secondary indication for PPI, e.g. aspirin/corticosteroid co-prescribed
	4 (3.4)

	Low treatment burden (e.g. once monthly vitamin D)
	2 (1.7)

	Tapering would take too long given current frailty
	2 (1.7)

	Beta-blocker being use for rate control for undocumented atrial fibrillation and hypertension 
	1 (0.9)

	Low perceived risk of side effects by GP
	1 (0.9)

	Continuing, as only on a PRN basis
	1 (0.9)

	Oral nutritional supplement used for pressure ulcer (not malnutrition)
	1 (0.9)


Legend: ATC – Anatomical Therapeutic Chemical, COVID-19 - Coronavirus disease 2019, GP – General Practitioner, PPI – Proton Pump Inhibitor, PRN – Pro Re Nata (as required).
[bookmark: _Toc149135614]Appendix 7: Reasons for potentially inappropriate medications being restarted

	PIM restarted
	Reason for restarting

	Amlodipine
	Blood pressure increased to over 160mmHg once stopped.

	Aripiprazole
	Behavioural and psychological symptoms of dementia appeared on attempting dose reduction.

	Bumetanide
	Return of oedema on attempting discontinuation 
· no clear indication for bumetanide initially.

	Calcium/vitamin D
	Patient preference.

	Cetirizine
	Emergence of allergic rhinitis symptoms 
· no documented indicated for cetirizine initially.

	Cetirizine
	Emergence of pruritic symptoms
· no documented indicated for cetirizine initially.

	Metoclopramide
	 Re-emergence of nausea
· no recently documented doses in PRN section initially, so GP discontinued. 

	Mirtazapine
	 Re-emergence of insomnia (being used off-label at low dose 7.5mg).

	Vitamin D
	Patient preference.


Legend: GP – General practitioner, PRN – Pro Re Nata (as required).
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