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Abstract
Background The nursing home population is characterized by multimorbidity and disabilities, which often result in extensive 
prescription of medication and subsequent polypharmacy. Deprescribing, a planned and supervised process of dose reduction 
or total cessation of medication, is a solution to combat this.
Objective This study aimed to identify barriers and enablers of deprescribing as experienced by nursing home physicians 
(NHPs) and collaborating pharmacists in the specific nursing home setting.
Methods This qualitative study utilized a semi-structured interview format with two focus groups consisting of a mix of 
NHPs and pharmacists. Directed content analysis was performed based on the Theoretical Domains Framework, a validated 
framework for understanding determinants of behavior change among health care professionals.
Results Sixteen health care professionals participated in two focus groups, including 13 NHPs and three pharmacists. The 
participating NHPs and pharmacists believed that deprescribing is a valuable process with enablers, such as multidisciplinary 
collaboration, good communication with patients and family, and involvement of the nursing staff. NHPs and pharmacists 
view deprescribing as a core task and feel assured in their ability to carry it out successfully. However, they also noted bar-
riers: deprescribing is time-consuming; communication with residents, their relatives or medical specialists is difficult; and 
electronic patient systems often do not adequately support it.
Conclusions This study provides insight into the various barriers and enablers faced by NHPs and pharmacists when depre-
scribing in nursing homes. Specific for this population, deprescribing barriers focus on communication (with residents and 
their relatives, and also with medical specialists) and resources, while knowledge and expertise are mentioned as enablers.

Key Points 

The implementation of deprescribing in nursing homes 
requires sufficient evidence and expertise but is hindered 
by a lack of education and inadequate guidelines.

Beliefs and fears of healthcare professionals, patients, 
and their relatives, as well as past negative experiences, 
can act as barriers to deprescribing, while multidisci-
plinary collaboration and involving patients and their 
relatives in the decision-making process can increase 
success.

Contextual factors such as time constraints, malfunction-
ing electronic systems, and inadequate resources pose 
challenges to deprescribing, but supportive electronic 
systems and evolving roles of pharmacists can facilitate 
the process.
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1 Introduction

The nursing home population is characterized by multi-
morbidity and disabilities, which often result in extensive 
prescription of medication and subsequent polypharmacy 
[1]. Polypharmacy in this population is complex and is influ-
enced by various factors, such as renal function and frailty, 
which may affect the benefits and safety of medication [2].

Paradoxically, medication is often less effective, while 
there is an increased risk of adverse outcomes, particularly 
in frail nursing home residents [3]. These adverse effects 
may lead to decreased mobility, increased care dependency, 
clinical complications, hospital admission and increased 
mortality [4, 5].

To combat unwanted polypharmacy, deprescribing is a 
planned and supervised process of dose reduction or total 
cessation of medication. Deprescribing involves assessing 
medications and indications, weighing overall risks and 
current or future benefits, composing and implementing a 
discontinuation regimen, while monitoring for improve-
ment and adverse effects [6]. Successful deprescribing sig-
nificantly reduces hospital admissions and 1-year mortality 
by lowering dosages, switching to alternatives that are more 
appropriate, or stopping unnecessary medication altogether 
[7]. Despite evidence of deprescribing success, including 
feasibility and safety in different classes of drugs, depre-
scribing is not broadly implemented in daily practice, includ-
ing nursing home care practice [7–12].

In The Netherlands, nursing home physicians (NHPs) 
provide medical care for nursing home residents. NHPs 
operate within a multidisciplinary team, providing patient-
centered care, in collaboration with the residents and their 
representatives. They also collaborate with local pharmacists 
collectively sharing the responsibility to optimize the medi-
cation for older individuals with polypharmacy, by conduct-
ing periodic clinical medication reviews.

These healthcare professionals (HCPs) are essential play-
ers in the deprescribing process, facing ethical, legal, and 
professional dilemmas and challenges associated with medi-
cation treatment in frail older individuals, including nurs-
ing home residents [13]. Several studies among prescribers 
focused on barriers to deprescribing, such as fear of adverse 
effects of stopping medication, unwillingness of patients and 
relatives, and fear of damaging the patient/doctor relation-
ship, but most of these studies focused on health care pro-
fessionals working in hospitals or general practices in the 
community, or on specific medication groups [14–18]. A 
recent systematic review examining the barriers and enablers 
to deprescribing in long-term care facilities highlighted that 
education, interprofessional support, and collaboration can 
promote deprescribing [19]. However, none of the studies 
within this review specifically included NHPs, and as such 

there is a lack of information on the barriers and enablers 
of deprescribing as experienced by NHPs and collaborating 
pharmacists.

Therefore, this study aimed to provide valuable insights 
into the challenges and opportunities for deprescribing in 
the nursing home setting and may inform future interven-
tions to promote deprescribing in this population. To do 
so, this focus group study aimed to identify barriers and 
enablers of deprescribing as experienced by NHPs and col-
laborating pharmacists. To achieve this, we used the Theo-
retical Domains Framework (TDF), a validated framework 
for understanding determinants of behavior change among 
health care professionals [20]. The TDF has also previously 
been used to study barriers and enablers regarding clinical 
behavior in the setting of HCPs working with older individu-
als and in the specific context of deprescribing [14, 15].

2  Methods

2.1  Study Design

This qualitative study utilized a semi-structured interview 
format with two focus groups consisting of a mix of NHPs 
and collaborating pharmacists.

2.2  Setting

In The Netherlands, nursing homes provide long-term resi-
dential care for individuals with dementia and/or severe 
physical disabilities, as well as short-term skilled care for 
rehabilitation or subacute conditions. NHPs provide medical 
care for nursing home residents, including advanced care 
planning, multidisciplinary established care goals and medi-
cations safety, and have an advisory role in local primary 
care networks, which is unique for The Netherlands. Nursing 
home facilities frequently collaborate with local pharmacists 
to conduct periodic clinical medication reviews to optimize 
the medication of older individuals with polypharmacy.

This study was approved by the local Medical Research 
Ethics Committee (METC-Z20220073) and was conducted 
in accordance with the 1964 Helsinki declaration and its 
later amendments.

2.3  Recruitment

A total of 140 NHPs and 14 pharmacists with at least 
2 years of experience in caring for nursing home residents 
were invited to participate in the study by e-mail and social 
media (LinkedIn). The invitation for study participation was 
addressed to contact persons from various organizations 
affiliated with the professional association for NHPs. Only 
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HCPs who responded to the invitation were enrolled. Par-
ticipation was voluntary and without compensation. Written 
informed consent was obtained from all participants, prior 
to each focus group.

2.4  Topic List

The study utilized a modified version of the topic list created 
by Abou et al., which was based on existing literature on 
barriers to and enablers of deprescribing [14]. Their topic 
list was slightly adapted as the focus of the current study 
was deprescribing in general, not specific cardiometabolic 
medication. The topic list included a general question about 
the participants’ thoughts on deprescribing, followed by 
eight probing questions related to the 12 domains of the 
TDF (i.e., knowledge, skills, professional role and identity, 
beliefs about capabilities, beliefs about consequences, moti-
vation and goals, memory attention and decision processes, 
environmental context and resources, social influences, emo-
tion, behavioral regulation, and nature of the behaviors) [20]. 
The topic list ended with an open question asking for any 
additional aspects that were not discussed. The topic list is 
available upon request.

2.5  Data Collection

Two online focus group sessions, each lasting 90 min, were 
conducted in January 2023. The sessions were recorded with 
permission and the spoken language was Dutch. The focus 
groups were moderated by AV (MD, female), supervised 
by JS (MD, PhD, Professor at Medical Faculty, male). JP 
(MD, female) assisted in making notes on group dynam-
ics and nonverbal communication. JS is experienced with 
moderating focus group interviews with NHPs and other 
health care professionals. No relationship was established 
with participants prior to study commencement. After the 
second focus group, three researchers (AV, JP, JS) discussed 
whether saturation had occurred. No new information about 
barriers and enablers were brought forward.

2.6  Data Analysis

After each focus group, the moderator, supervisor, and 
observer discussed the main themes in a debriefing. Directed 
content analysis was performed based on the TDF. AV and 
JP transcribed the sessions verbatim, based on recordings 
and field notes. Transcripts were not returned to partici-
pants for comment or correction. These transcripts were 
coded independently by AV and JP using Atlas Ti 23 Mac 
(ATLAS.ti Scientific Software Development GmbH). The-
matic coding was applied to identify data related to depre-
scribing barriers and enablers.

Codes were classified into the 12 domains of the TDF to 
categorize subthemes of barriers and enablers. Subsequently, 
the data were grouped in overarching themes. The research-
ers frequently discussed the identified codes and themes to 
resolve any inconsistencies. Quotations were selected for the 
manuscript to illustrate the themes, and were translated from 
Dutch to English for publication purposes. Our study meth-
ods were reported in accordance with the Consolidated Cri-
teria for Reporting Qualitative Research (COREQ) Checklist 
[21] (see electronic supplementary material 1).

3  Results

3.1  Participants

In this study, 16 HCPs participated in two focus groups, 
including 13 NHPs and 3 pharmacists, all with more than 
5 years of work experience caring for frail older individ-
uals with a limited life expectancy (Table 1). Two of the 
pharmacists worked as hospital pharmacists and the other 
is a community pharmacist. All NHPs finished the 3-year 
postgraduate training program focused on care for frail and 
disabled older adults; all pharmacists had over 10 years of 
work experience in caring for frail older individuals with a 
limited life expectancy.

The HCPs identified four overarching themes related to 
the implementation of deprescribing: (1) the need for suf-
ficient evidence and expertise to perform deprescribing; 
(2) beliefs and fears of HCPs that may hamper or promote 
deprescribing; (3) the relevance of professional collabora-
tion with other specialists, such as hospital geriatricians, 
cardiologists and/or internists; and (4) contextual factors and 
resources that hamper or support deprescribing. For each of 
these overarching themes, we identified two to five under-
lying TDF domains. The first theme, evidence and exper-
tise, includes TDF domains knowledge and skills, while 
the second theme, beliefs and fears, includes TDF domains 
belief about capabilities, belief about consequences, moti-
vation/goals, social influences, and emotions. The theme 
professional collaboration consists of the TDF domains 
identity/professional role and nature of behavior. Theme 4, 

Table 1  Focus group participants

Focus group 1 Focus group 2

Total (n) 8 8
Male (n) 2 2
Nursing home physicians (n) 7 6
Pharmacists (n) 1 2
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contextual factors and resources, includes environmental 
context and resources and memory, attention and decision 
processes. Of all the identified barriers and enablers, none 
were covered by the TDF domain ‘behavioral regulation’. A 
summary of the main barriers and main enablers identified 
during the focus groups, categorized into the TDF domains, 
are summarized in Table 2 (barriers) and Table 3 (enablers), 
respectively.

3.2  Evidence and Expertise

Most participating NHPs generally felt confident in their 
knowledge and skills in deprescribing, including the ability 
to consider patient goals and life expectancy when taper-
ing or stopping specific medications. Medication safety and 
deprescribing are considered core tasks that they perform 
well. Although they were aware of the literature and guide-
lines supporting the reduction of polypharmacy and depre-
scribing, most guidelines were deemed not applicable to frail 
nursing home residents, and the available information is often 
fragmented. NHPs and pharmacists also reported a lack of 
education about deprescribing, and current guidelines fail to 
mention when to reconsider or discontinue medication.

“I believe that knowledge is the foundation of depre-
scribing. It's not just about being familiar with guide-
lines of your own profession but also about being 
aware of relevant guidelines of other medical special-
ties.”
“Doctors are really good at starting medication, but 
why don’t they discuss at the very start, when to stop?”
“I believe, we as nursing home physicians, are above 
average at spotting potential issues with medication 
and actually taking steps to halt them.”

3.3  Beliefs and Fears

Several NHPs have the belief that success of deprescribing is 
influenced by the type of medication being (de-)prescribed. 
For instance, they find it more challenging to deprescribe 
psychotropic medication in nursing home residents com-
pared with cardiovascular medication or opioids, partly 
because it requires cooperation from care staff and family 
members. Additionally, some NHPs find deprescribing more 
demanding in patients with medication dependence due to 
potential resistance and decreased cooperation from these 
patients.

Aside from the NHPs and pharmacists, patients and their 
relatives also hold beliefs and fears about deprescribing. 
They are often afraid of stopping or reducing medication, 

as pointed out by both an NHP and a pharmacist. Patients or 
their relatives may also disagree with deprescribing, accord-
ing to some NHPs. To increase the success rate of depre-
scribing, NHPs emphasized the importance of involving 
patients and their relatives in the decision-making process. 
It was also observed that most patients actually feel relieved 
after deprescribing.

“Families often feel frightened when certain medica-
tions are discontinued.”
“Effective communication undoubtedly has its benefits, 
although it does demand a significant amount of our 
attention.”
“I have also observed that many individuals find it bur-
densome to take multiple medications. Deprescribing 
unnecessary medications can often be a helpful ges-
ture.”

Several NHPs and pharmacists reported that past nega-
tive experiences, such as unsuccessful attempts at depre-
scribing due to patient resistance, were significant barriers 
to initiating deprescribing. However, an important facilita-
tor mentioned by some NHPs was the possibility to restart 
medication if deprescribing led to negative outcomes. Both 
NHPs and pharmacists believe that deprescribing may have 
the potential to save money and time for nurses and health-
care organizations.

In terms of motivation, most NHPs expressed a will-
ingness to deprescribe potentially unnecessary or harmful 
medication, with some even finding it enjoyable. However, 
deprescribing was not a top priority for most NHPs and 
pharmacists, and some reported a lack of motivation to ini-
tiate deprescribing when there were no issues. Some NHPs 
were concerned about disciplinary actions by the Healthcare 
Disciplinary Board after deprescribing, with a few feeling 
supported by the legal framework while others did not.

“I believe there is consensus that deprescribing is 
incredibly valuable.”
“Deprescribing is easy to neglect when busy.”
“Deprescribing is enjoyable.”

3.4  Professional Collaboration

The focus groups extensively discussed the professional 
roles and attitudes. NHPs agreed that deprescribing is 
their established medical responsibility and that success-
ful deprescribing requires a multidisciplinary approach 
and collaboration between HCPs (especially NHPs, phar-
macists, general practitioners, nursing staff and medical 
specialists). However, challenges arise in the complex 
relations with medical specialists and working with nurs-
ing staff. Deprescribing is more difficult when a medical 
specialist is the primary prescriber, especially when this 



265Deprescribing in Nursing homes: Focus Group Study with Healthcare Professionals

physician is still involved in the actual care. Uncertainty 
then arises regarding who should initiate and follow-up 
deprescribing.

NHPs emphasized that nursing staff ambivalence or 
resistance also poses challenges, highlighting the medi-
cation group as a factor, with deprescribing psychotropic 

medication in nursing home residents being more chal-
lenging than, for example, cardiovascular medication.

“As healthcare professionals, it's our responsibility 
to thoroughly examine medications and avoid pre-
scribing those that may cause harm to patients.”

Table 2  Identified main barriers categorized by TDF domains

TDF Theoretical Domains Framework, HCP healthcare professional

TDF domain: evidence
 Barriers B1—Guidelines do not provide (clear) recommendations on deprescribing, nor do they 

address when to reconsider or discontinue medication
B2—Guidelines are not tailored to meet the needs of frail residents
B3—Information on deprescribing is fragmented
B4—Lack of education about deprescribing

TDF domain: expertise
 Barriers B5—Physicians do not discuss deprescribing when new medication is initiated

B6—Lack of skills to transfer deprescribing information to general practitioner and 
pharmacist

TDF domain: professional role and identity
 Barriers B7—Deprescribing is more challenging when a medical specialist who was the pri-

mary prescriber is still involved in care
B8—Perceived ambivalence or resistance to deprescribe from nursing staff
B9—Uncertainty about responsibilities in follow-up of deprescribing after discharge
B10—Uncertainty who should initiate deprescribing when several physicians are 

involved
TDF domain: beliefs (about capabilities/consequences)
 Barriers B11—The belief that the success of deprescribing is dependent on the medication 

group
B12—Deprescribing is challenging in patients with medication dependence
B13—Prior negative experiences impede the willingness to initiate deprescribing

TDF domain: motivation and goals
 Barriers B14—Deprescribing is not given priority

B15—There is a lack of motivation to start deprescribing
TDF domain: memory, attention and decision processes
 Barriers B16—Professional HCP associations do not prioritize or emphasize the importance of 

deprescribing
TDF domain: environmental context and resources
 Barriers B17—Deprescribing is time-consuming

B18—Changes in medical staff can hinder deprescribing success
B19—Poor documentation or electronic patient systems can hinder deprescribing suc-

cess
B20—Inadequate information about treatment indications in medical records
B21—Financial support for deprescribing is not always available

TDF domain: social influences
 Barriers B22—Patients’ and their relatives’ fear of deprescribing/stopping medication

B23—Patients’ or their relatives’ disagreement with deprescribing
TDF domain: emotion
 Barriers B24—HCPs fear disciplinary actions (by the Healthcare Disciplinary Board) as a 

consequence of deprescribing
TDF domain: behavior
 Barriers B25—Absence of standardized procedures (and scheduled moments at regular inter-

vals) for deprescribing
B26—Medical specialists often initiate earlier or more frequently than recommended 

in primary and long-term care guidelines
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“Collaborating with pharmacists is beneficial for 
me. Their unique perspective and background pro-
vide valuable support and encouragement for me to 
deprescribe with confidence.”
“Deprescribing can be challenging, especially when 
patients are under the care of (multiple) medical spe-
cialists who may have different opinions on medication 
management.”

3.5  Context and Resources

The main obstacles to deprescribing were related to the 
environmental context and resources. It was universally 
agreed that the process of deprescribing takes a significant 
amount of time. Other barriers included malfunctioning 
electronic patient systems, inadequate information about 
treatment indications in medical records, and discontinuity 
of medical staff. Additionally, professional HCP associa-
tions were criticized for not emphasizing the importance of 

Table 3  Identified main enablers categorized by TDF domains

TDF Theoretical Domains Framework, HCPs healthcare professionals, NHPs nursing home physicians

TDF domain: knowledge
 Enablers E1—Literature and guidelines provide support for deprescribing

E2—Literature and guidelines provide support for reducing polypharmacy
TDF domain: skills
 ENABLERS E3—Skills or experience on how to reduce and stop specific medication

E4—Skills or experience to consider a patient’s goals and life expectancy when dis-
cussing deprescribing

TDF domain: professional role and identity
 ENABLERS E5—Successful deprescribing can be achieved through a collaborative, multidisci-

plinary approach involving HCPs such as pharmacists, nursing staff, and medical 
specialists

E6—NHPs view deprescribing as an established medical responsibility
TDF domain: beliefs (about capabilities/consequences)
 ENABLERS E7—The belief that the success of deprescribing is dependent on the medication group

E8—Having the option to restart medication in case deprescribing leads to a negative 
outcome

E9—Believe that deprescribing can save time and money (for nurses, healthcare 
organization)

TDF domain: motivation and goals
 Enablers E10—Encouraged to deprescribe medication that may be unnecessary or harmful

TDF domain: memory, attention and decision processes
 ENABLERS E11—Scheduled deprescribing improves the quality and success rate of the process

E12—Professional HCP organizations have established quality requirements for depre-
scribing

TDF domain: environmental context and resources
 ENABLERS E13—Successful deprescribing can be facilitated by the use of electronic patient 

systems
E14—Redefining the role of pharmacists from mere suppliers of medication, to HCPs 

who can contribute to deprescribing, can improve the process
TDF domain: social influences
 ENABLERS E15—Patients often report feeling relieved after deprescribing

E16—Involving patients and their relatives in the decision-making and deprescribing 
process increases the success rate of deprescribing

E17—Patients’ willingness to deprescribe
E18—Positive role models among colleagues can encourage the uptake and success of 

deprescribing
TDF domain: emotion
 ENABLERS E19—Finding satisfaction in the process of deprescribing

E20—Perceiving the legal framework as supportive of deprescribing
TDF domain: behavior
 ENABLERS E21—Incorporating deprescribing as a routine procedure during admission or dis-

charge of patients from/to nursing homes is crucial
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deprescribing, and financial support for deprescribing is not 
always available.

However, some NHPs indicated that a supportive elec-
tronic patient system could aid successful deprescribing. 
Both pharmacists and NHPs recognized the evolving role 
of pharmacists from mere medicine suppliers to HCPs with a 
more supportive role in improving rational pharmacotherapy.

“Finding out the start date and purpose of a medica-
tion can be a laborious process that involves searching 
through patient files.”
“Having a well-maintained patient record is crucial 
for successful deprescribing, as it helps to avoid losing 
track of the plans.”
“Deprescribing strategies may be disrupted when there 
are changes in staff, leading to a lack of continuity in 
the approach.”

4  Discussion

In this study, we used focus groups to explore the barriers 
and enablers of deprescribing in nursing home residents as 
experienced by NHPs and collaborating pharmacists. Our 
study aimed to contribute additional perspectives to the 
existing literature on deprescribing in nursing home resi-
dents, and we also compared our findings with the existing 
literature, including the study by Abou et al., who identi-
fied barriers and enablers of HCPs to deprescribe cardio-
metabolic medication in older patients [14]. Our analysis 
revealed multiple barriers and enablers to deprescribing, 
which we grouped into four overarching themes: evidence 
and expertise, beliefs and fears, professional collaboration, 
and context and resources. The participating NHPs and 
pharmacists believed that deprescribing is a meaningful 
and valuable process that is feasible to do in nursing homes 
but requires multidisciplinary collaboration, good commu-
nication with patients and family, and involvement of the 
nursing staff. However, they also noted that deprescribing 
is time-consuming and electronic patient systems often do 
not adequately support it.

The majority of the findings from this study align with 
existing literature, with physicians emphasizing the signifi-
cance of deprescribing potentially inappropriate medications 
and indicating multidisciplinary collaboration, effective 
communication, and shared decision making with patients 
and their families as relevant enablers [14, 15]. However, 
the study also highlighted the time-consuming nature of 
deprescribing and outlined specific barriers within the 
nursing home setting. These challenges span from organi-
zational challenges to resource limitations, such as limited 
time availability, financial restrictions, and administrative 
burdens. Additionally, the inadequacy of electronic patient 

systems, exemplified by incomplete medical histories or 
medication lists and the lack of communication between the 
different systems, further complicate deprescribing efforts. 
Burdensome administrative tasks, the absence of integrated 
IT systems and other logistical difficulties such as engaging 
patient families further impede the effective implementation 
of deprescribing in the nursing home setting. To support suc-
cessful deprescribing practices, prior research has suggested 
that this may be achieved through comprehensive medica-
tion review protocols and the integration of comprehensive 
pharmacy services [19].

Although previous research has suggested a lack of moti-
vation among HCPs to initiate deprescribing, the participat-
ing NHPs did not recognize this issue [14, 17]. This could 
be attributed to differences in patient characteristics, setting, 
and specialized education that focused on frail older indi-
viduals staying in nursing homes.

Similar to findings from Heinrich et al., most NHPs are 
inclined to deprescribe, which could be a factor unique to 
this specific care setting. Among others, it involves guiding 
the patient’s healthcare objectives and decisions by consid-
ering their medical status and expected lifespan, as well as 
their personal beliefs and perspectives [19].

Negative experiences with deprescribing in the past were 
found to be a significant obstacle for some NHPs, who felt 
hesitant to initiate deprescribing due to the potential nega-
tive impact. Nonetheless, the NHPs indicated that multidis-
ciplinary collaboration with pharmacists and nursing staff, 
which is a standard practice in Dutch nursing homes, plays 
a vital role in facilitating deprescribing and overcoming this 
barrier.

The finding that most NHPs and pharmacists agreed that 
a multidisciplinary approach and collaboration is required 
to achieve successful deprescribing was not surprising at all, 
as also was the fact that NHPs and pharmacists found it dif-
ficult to deprescribe when a medical specialist was involved. 
This was also reported in earlier primary care research [17]. 
This might be related to the experienced uncertainty of 
who should initiate deprescribing and who is responsible 
for follow-up after discharge. Nursing home residents with 
multiple chronic conditions frequently have many medical 
specialists managing their care, each relying on guidelines 
that are specific to a single disease, which can result in inad-
equate communication. In the nursing home setting, it might 
be beneficial to designate the NHP as a central directing 
physician who has the authority and confidence to review 
and question the prescriptions made by these specialists.

NHPs highlighted the importance of nursing staff in the 
deprescribing process but acknowledged that resistance to 
deprescribing from nursing staff can also pose a challenge, 
findings that are consistent with the results reported by Lo 
et al. [22]. Nonetheless, nursing staff can provide valu-
able assistance by working closely with patients, providing 



268 A. G. R. Visser et al.

detailed information about medication intake, and communi-
cating with HCPs [22]. Pharmacists in our study were found 
to play a significant role in identifying polypharmacy and 
potentially inappropriate medications, conducting medica-
tion reviews, and providing guidance on specific medica-
tion deprescribing. One potential difference with the primary 
care setting is that in primary care, pharmacists tend to com-
municate directly with patients and their families, whereas 
in nursing homes, the nursing staff or NHPs usually do this.

4.1  Study Strengths and Limitations

This study has several strengths, as it is the first study to 
focus on NHPs and pharmacists working with nursing home 
residents, identifying setting-specific issues. The rationale 
for this focus was the expectation that there may be vari-
ations in barriers and enablers specific to this particular 
setting [17]. Focusing on nursing home care specifically, 
rather than care for older individuals in general, allowed us 
to identify several issues that were unique to this setting.

Another strength is that we, in contrast to other studies, 
primarily focused on identifying general barriers and ena-
blers, rather than focusing on specific medication groups 
[14, 15]. However, we also uncovered specific enablers and 
barriers associated with certain medication groups.

There are also several limitations to consider in our study. 
First, our sample may have been biased towards NHPs and 
pharmacists with more interest in deprescribing. However, 
we had a balanced sample, including NHPs with more or 
less experience in deprescribing, and all participants (NHPs 
and pharmacists) represented various settings, including 
NHPs working in geriatric rehabilitation, primary care and/
or nursing homes and pharmacists working in community 
pharmacies and hospital. Therefore, our sample represented 
the diversity of their professions. We achieved saturation 
quickly, and the uniformity in the participants’ comments 
suggest that our recruitment process was unbiased. To 
ensure theoretical validation, we compared our findings 
with existing scientific data and no additional factors could 
be identified.

Second, the focus group sessions were facilitated by the 
investigators, which could have potentially influenced the 
outcome, as the participants may have been influenced by 
the investigators' own opinion on deprescribing.

Additionally, the perspectives of NHPs and pharma-
cists in other countries may differ depending on the context 
and healthcare system. Unique for The Netherlands is the 
explicit recognition of NHPs who specialize in providing 
medical care to nursing home residents, receiving a 3-year 
training program that emphasizes care for vulnerable older 

individuals, which sets them apart from most NHPs in other 
countries. In many countries, it is common for a family phy-
sician to work on demand in nursing homes. Unlike in The 
Netherlands, these physicians are not typically specialists in 
treating frail and multimorbid nursing home residents. Their 
primary place of practice is usually the community general 
practice setting rather than the nursing home.

Third, we experienced some difficulties when mapping 
the data onto the TDF. For instance, not all domains are 
mutually exclusive, and some overarching themes contain 
numerous barriers and enablers, potentially overrepresent-
ing them. Nevertheless, by using the TDF framework, we 
minimized the risk of missing relevant constructs.

4.2  Implications for Future Studies

Based on our findings, there are several implications for 
future research. Although deprescribing is considered a 
feasible process and established medical responsibility of 
NHPs, implementation requires further support. One pos-
sible solution could be the development of a supportive 
electronic patient system that provides a comprehensive 
overview of a patient’s medical history and medication list, 
which could save time and could contribute to continuity 
of deprescribing and follow-up. However, there is currently 
a lack of evidence supporting this solution. Additionally, 
the lack of shared health information, including up-to-date 
medication lists, indications, dosages, and start/stop dates, 
increase the risk of medication-related errors, which high-
lights the need for further research on this topic.

It is interesting to note that NHPs in our study expressed 
confidence in their deprescribing knowledge and skills, 
which contrasts to findings from other studies in different 
settings [14–17]. It is unclear whether this is due to the 
uncertainties of caring for vulnerable older individuals, as 
probably experienced by physicians in these studies or due 
to the availability of deprescribing studies or guidelines. It is 
important to explore this discrepancy in further research to 
help other physicians gain more confidence in deprescribing 
and its potential benefits.

5  Conclusions

This study provides insight into the various barriers and 
enablers faced by NHPs and pharmacists when deprescrib-
ing in nursing homes, emphasizing the significance of time 
and resource availability, interprofessional communication, 
patient and family involvement, and collaborative care. 
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Addressing these barriers and enablers through targeted 
interventions could improve medication management and 
safety for this vulnerable population, providing a roadmap 
for future deprescribing initiatives.
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