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Supplementary Table 1: Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist

	No.
	Item
	Description
	Section #

	Domain 1: Research team and reflexivity

	Personal characteristics

	1.
	Interviewer/facilitator
	Which author/s conducted the interview or focus group?
	DB and MOH.

	2.
	Credentials
	What were the researcher's credentials? 
e.g. PhD, MD
	DB was MPharm and MOH was PhD.

	3.
	Occupation
	What was their occupation at the time of the study?
	DB was Assistant and MOH was Associate Professor.

	4.
	Gender
	Was the researcher male or female?
	DB and MOH were female.

	5.
	Experience and
training
	What experience or training did the researcher have?
	MOH had some experience with this methodology.

	Relationship with participants

	6.
	Relationship
established
	Was a relationship established prior to study commencement?
	DB and MOH had established relationships with some of the participants.

	7.
	Participant knowledge of the interviewer
	What did the participants know about the researcher? e.g. Personal goals, reasons for doing the research
	Participants knew where the researchers worked and the purpose of the research.

	8.
	Interviewer characteristics
	What characteristics were reported about the interviewer/facilitator? 
e.g. Bias, assumptions, reasons and interests in the research topic
	No characteristics were reported.

	Domain 2: Study design

	Theoretical framework

	9.
	Methodological orientation and theory
	What methodological orientation was stated to underpin the study? 
e.g. grounded theory, discourse analysis, ethnography, phenomenology, content analysis
	Qualitative description methodological orientation of primary facilitator using a summative content analysis method. 
Barriers and enablers discussed during roundtable were mapped to the Theoretical Domains Framework.

	Participant selection

	10.
	Sampling
	How were participants selected? 
e.g. purposive, convenience, consecutive, snowball
	Convenience and stratified purposive sampling.

	11.
	Method of approach
	How were participants approached? 
e.g. face-to-face, telephone, mail, email
	E-mail.

	12.
	Sample size
	How many participants were in the study?
	At least 1 participant per healthcare professional group.

	13.
	Non-participation
	How many people refused to participate or dropped out? What were the reasons for this?
	No participants dropped out. One nurse refused to participate.

	Setting

	14.
	Setting of data
collection
	Where was the data collected? 
e.g. home, clinic, workplace
	Microsoft Teams and Microsoft Forms.

	15.
	Presence of non-
participants
	Was anyone else present besides the participants and researchers?
	Research team member MD was there to record the meeting, but was not involved in the discussion. 

	16.
	Description of sample
	What are the important characteristics of the sample? e.g. demographic data, date
	Described in the methodology.

	Data collection

	17.
	Interview guide
	Were questions, prompts, guides provided by the authors? Was it pilot tested?
	Participants were asked to rank a set of previously identified barriers and enablers to deprescribing, each mapped Theoretical Domains Framework domains. 
For each item, which was linked to specific behaviour change techniques, participants were then asked to describe how these techniques might be operationalised within the context of long-term care as they understood it.

	18.
	Repeat interviews
	Were repeat interviews carried out? If yes, how many?
	No.

	19.
	Audio/visual recording
	Did the research use audio or visual recording to collect the data?
	The discussion was audio and video recorded.

	20.
	Field notes
	Were field notes made during and/or after the interview or focus group?
	During and after the roundtable.

	21.
	Duration
	What was the duration of the interviews or focus group?
	145 minutes.

	22.
	Data saturation
	Was data saturation discussed?
	Data saturation was not discussed, as it was not applicable.

	23.
	Transcripts returned
	Were transcripts returned to participants for comment and/or correction?
	Transcripts were not returned to participants.

	Domain 3: analysis and findings

	Data analysis

	24.
	Number of data
coders
	How many data coders coded the data?
	DB and MOH reviewed and analysed participants' feedback on the proposed implementation strategy. Although formal coding was not applied, they systematically summarised the comments and jointly revised the strategy accordingly. No qualitative data software was used.

	25.
	Description of the
coding tree
	Did authors provide a description of the coding tree?
	No.

	26.
	Derivation of themes
	Were themes identified in advance or derived from the data?
	From the data.

	27.
	Software
	What software, if applicable, was used to manage the data?
	Microsoft Excel

	28.
	Participant checking
	Did participants provide feedback on the findings?
	Participants did not provide feedback on the findings.

	Reporting

	29.
	Quotations presented
	Were participant quotations presented to illustrate the themes / findings? 
Was each quotation identified? 
e.g. Participant number
	No.

	30.
	Data and findings
consistent
	Was there consistency between the data
presented and the findings?
	Yes.

	31.
	Clarity of major
themes
	Were major themes clearly presented in the findings?
	Yes

	32.
	Clarity of minor
themes
	Is there a description of diverse cases or
discussion of minor themes?
	Yes.



Developed from: Allison Tong, Peter Sainsbury, Jonathan Craig, Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups, International Journal for Quality in Health Care, Volume 19, Issue 6, December 2007, Pages 349–357, https://doi.org/10.1093/intqhc/mzm042
Supplementary Table 2: Proposed strategy for the implementation of the dCGA in LTCFs
	Phase
	Steps
	Proposed mechanism
	Responsibility
	BCT
	Barrier/enabler addressed

	Pre-MDT
	Forming the dCGA MDT
	MDT incorporates a GP, pharmacist, and nurse regularly occurring at the LTCF, targeting a group of patients and discussing the ongoing progress of the included patients. 
	MDT
	2.2
3.1
	Barrier #6:
An ‘established hierarchy’ where GPs are believed to hold a position of superiority compared to pharmacists or nurses. 

	
	
	The pharmacist is available and responsible for the follow-up of the patient after the patient is included in the dCGA.
	P
	2.7
6.1
	

	
	dCGA Lead Assignment
	The dCGA lead should preferably be a head nurse.
	N
	3.1
	Barrier #1: 
Insufficient resources: time, staffing, and IT.

	
	
	The dCGA lead should be someone best suited to the role of coordinating a dCGA. 
	dCGA Lead
	3.1
3.3
9.1
	Barrier #6:
An ‘established hierarchy’ where GPs are believed to hold a position of superiority compared to pharmacists or nurses. 

	
	
	This lead is responsible for coordinating and assigning the roles and duties needed to proceed with a dCGA. 
	dCGA Lead
	4.1
7.1
	

	
	Consent Form
	The patient or the patient's relatives must sign the consent form for deprescribing before the data collection.
	N, GP
	1.1
1.4
	Barrier #2:
Fragmented and/or incomplete data on medications, health status, and other essential information about the patient, which leads to insufficient information required to perform the dCGA.

	
	Patient Data Preparation
	The dCGA lead will assign a role to each MDT member in data collection, manage all the collected data, and store it in one accessible place for all MDT members. 
	N, P
	4.1
2.3
	

	
	
	The consent form for deprescribing must be signed by the patient or the patient's proxy before the data collection.
	N, P
	1.1
1.4
	

	
	dCGA recruitment strategy
	The strategy depends on whether the older adult is newly admitted to the LTCF (Strategy 1) or is a current LTCF resident (Strategy 2).  
	MDT
	1.1
	Barrier #4:
No standardised comprehensive protocol exists for identifying and prioritising patients who would benefit from dCGA.


	
	
	The frequency of therapy revision needs to be individually assessed. 
	MDT
	1.2
	

	
	
	Strategy 1 – for those newly admitted to the LTCF:
For persons newly admitted to the LTCF, a dCGA should be performed soon after admission to the LTCF.
Nurses can put a note in the patient’s health record to remind other MDT members to perform a dCGA and remove it after completing the task.
	MDT
	1.2
1.4
1.8
2.2
2.3
7.1
8.3
	

	
	
	Strategy 2 – for a current resident of the LTCF:
A dCGA should be performed for all patients currently at the LTCF. 
Priority should be given to those clinically judged to have a greater need (e.g. based on the patient's symptoms and complaints, any adverse drug event, higher anticholinergic burden, higher degree of frailty, new medical condition, cognitive impairments, unusual patient behaviours, dehydration).
	
	1.1
1.2
1.4
3.1
8.3
	

	
	
	MDT members must agree on the target group of patients eligible for dCGA before the meeting.
	MDT
	1.4
	Enabler #2:
Multidisciplinary team meetings support deprescribing behaviours and decision-making. 

	
	Schedule Reviews
	dCGA review should be performed regularly by the MDT after the first assessment (e.g. every six months). 
	dCGA Lead
	1.4
2.3
8.3
	Barrier #4:
No standardised comprehensive protocol exists for identifying and prioritising patients who would benefit from dCGA.


	
	
	The dCGA lead is responsible for scheduling the upcoming review.
A note with the upcoming review date should be in the patient’s health record notes and/or medication list. 
	dCGA Lead
	2.2
7.1
	

	
	Education and Training
	The pharmacist will provide the LTCF with evidence-based guidance documents as reference material for deprescribing.
This guidance should be provided as part of a training session at the LTCF if possible, with all HCP staff (e.g. GP, pharmacist, nurse) available to attend. Training session should also include consequences of continuing the potentially inappropriate medication, when to consider deprescribing, and how to use the guidance documents.
	P
	4.1
5.1
5.3

	Enabler #1
Further education to support the implementation of deprescribing in routine practice.

Barrier #5:
Limited practical knowledge and experience in deprescribing.

	
	
	Education sessions can be more frequent in the beginning. Thereafter, these can occur when needed, with at least one annually.
	P
	2.2
	

	
	
	Pharmacists with inadequate experience should also participate in education on deprescribing. 
	P
	2.3
	

	
	
	Pharmacists will provide crucial information on the potential risks and benefits of deprescribed medication, as well as possible actions in case of an unwanted physical response to it. 
Nurses will be informed of this for every medication before starting the deprescribing process.
	P
	2.7
4.1
	

	
	
	The pharmacist will make themselves available for any inquiries during the entire period of deprescribing. 
	P
	7.1
	

	During MDT
	Deprescribing Discussions and
Deprescribing Approval
	The dCGA lead ensures that deprescribing decisions are documented during reviews.
	dCGA Lead
	1.1
2.2
	Barrier #1: 
Insufficient resources: time, staffing, and IT.

	
	
	A pharmacist should be available 1-2 times a month for the other members of the MDT to maximise the quality of medication-related decisions made during the MDT meeting. 
	P
	1.2
	

	
	
	The pharmacist involved in dCGA should preferably be one who works within the nursing home; if not, it should be one who provides medication and/or reviews for the nursing home residents. Pharmacists should be available for contact within working hours.
	P
	7.1
	

	
	
	GPs will be presented with the patient's information data; after careful consideration, they will approve deprescribing if it is deemed appropriate for the patient's condition and overall care plan. 
	P
	1.4
	

	
	
	The proposed deprescribing plan, including a plan for patient monitoring and what actions will be required for this, was agreed upon during the meeting. 
	MDT
	2.3
	Enabler #2:
Multidisciplinary team meetings support deprescribing behaviours and decision-making.

	
	Goal Setting
	Outcome goals are set individually for each patient, considering the patient's needs and the specifics of the proposed plan. 
	MDT
	1.3
	Enabler #2:
Multidisciplinary team meetings support deprescribing behaviours and decision-making.

	
	Data Management
	The dCGA lead will provide all the patients' data and deprescribing reports in a secure electronic system to support dCGA. 
	dCGA Lead
	2.7
	Barrier #1: 
Insufficient resources: time, staffing, and IT.

	Post MDT
	Review and Monitoring 
	There should be an electronic system that allows all HCPs in LTCFs to access and share relevant patient data to support collaborative care and deprescribing.
	
	12.5
	Barrier #1: 
Insufficient resources: time, staffing, and IT.

	
	
	Increase pharmacists’ support to nurses with monitoring of the withdrawal symptoms after the pharmacist has reviewed the medication list.
	P
	3.2
	

	
	
	The pharmacist provides additional deprescribing guidelines where needed for staff (e.g. based on specific medications). 
	P
	5.1
	Enabler #2:
Multidisciplinary team meetings support deprescribing behaviours and decision-making.

	
	
	MDT members are instructed on actions needed to monitor the patient.
	MDT
	4.1
	

	
	Meeting Frequency
	Introduce regular face-to-face MDT meetings at the LTCF for dCGA. The dCGA lead will oversee the meetings and remind other MDT members of their responsibilities before them. 
If needed, meetings can also be online. 
	MDT
	3.1
7.1
12.1
	Enabler #2:
Multidisciplinary team meetings support deprescribing behaviours and decision-making. 

	
	
	dCGA meetings, where the MDT reviews selected patients and discusses ongoing progress of previously included, should be held once a week with the participation of all MDT members.
	MDT
	1.1
	

	
	Reporting 
	Reports on dCGA should be regularly sent to the regulatory authorities (e.g. once a year) and should include: 
· Service improvement needs.
· A list of set and achieved outcomes.
Evidence supporting different MDT members' roles in the dCGA. 
	MDT
	1.2
1.4
3.1
3.2
	Barrier #3:
Policy barriers (i.e. pharmacist currently not working inside the LTCF [administrative issue], medication reimbursement).

	
	
	Reports should highlight any changes to medication reimbursement that may be required.
	MDT
	1.2
	

	
	
	All MDT members contribute to writing the report from their specific perspectives and areas of responsibility.
	MDT
	1.2
7.1
12.1
12.2
	

	
	Involvement of other specialities 

	A new role for pharmacy technicians should be recognised, and one should help prepare medications and medication supplies. 
	PT
	4.1
12.1
	Barrier #1: 
Insufficient resources: time, staffing, and IT.

	
	
	Medications should be prepared in organised daily doses to support monitoring, adherence, and any necessary dose adjustments. 
	PT, N
	7.1
	

	
	
	Involvement of a social worker as needed for communicating the possibilities and methods of payment for medication reimbursement.
	SW
	3.1
3.2
	Barrier #2:
Fragmented and/or incomplete data on medications, health status, and other essential information about the patient, which leads to insufficient information required to perform the dCGA.



dCGA – deprescribing as part of a Comprehensive Geriatric Assessment; ER – Emergency room; GP – General practitioner; HCP – Healthcare professional; IT – Information technology; LTCF – Long-term Care Facility; MDT – Multidisciplinary team; N – Nurse; P – Pharmacist; PT – Pharmacy technician; SW – Social worker 
