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ARTICLE INFO ABSTRACT

Keywords: Background: Despite recommendations to deprescribe chronic benzodiazepine receptor agonists (BZRA) among older
Nursing home adults, the prevalence of their use in Belgian nursing homes (NHs) remains above 50%. The use of a behavioral science
Benzodiazepines approach, starting with the evaluation of barriers and enablers for BZRA deprescribing, has the potential to decrease
Deprescribing BZRA prescribing.

Qualitative study

Objectives: To identify barriers and enablers for BZRA deprescribing perceived by the different stakeholders involved in
nursing home care in Belgium.

Methods: In a purposive sample of 6 NHs, we conducted face-to-face interviews with general practitioners (GPs), and
focus groups with other healthcare providers (HCPs), including nurses, pharmacists, occupational therapists, physical
therapists, and with NH residents and relatives. All interviews with HCPs were analyzed through deductive thematic
analysis, using the theoretical domains framework (TDF) as the coding framework. Residents' and relatives' interviews
were analyzed using an inductive thematic approach.

Results: We interviewed 13 GPs, 35 other HCPs, 22 nursing home residents, and 5 relatives. Overall, 9 TDF domains
were identified as most relevant among HCPs interviewed: Skills, Beliefs about capabilities, Goals, Memory attention
and decision processes, Environmental context and resources, Social influences, Knowledge, Social/professional role
and identity, and Beliefs about consequences. Five additional themes emerged from residents' and relatives' interviews:
knowledge on medications used, communication with NH staff and GPs, perceived efficacy and necessity of BZRA,
influence of the environment, and reluctance towards BZRA deprescribing. Some domains and themes differ between
stakeholders (e.g., knowledge), while others match between groups (e.g., environmental aspects).

Conclusion: BZRA deprescribing is influenced by knowledge and skills gaps, automatic BZRA refilling, competing
priorities, social challenges, environmental factors and poor nursing home residents involvement. Targeting these
barriers will be a key step for implementation of BZRA deprescribing.

Barriers and enablers

1. Introduction

Benzodiazepine Receptor Agonists (BZRA, namely benzodiazepines and
Z-drugs) are mainly used in the treatment of anxiety and insomnia. In most
cases, BZRAs have only modest benefits? but can trigger severe side effects
in older adults including falls and fractures, delirium, cognitive impair-
ment, and dependence.’>"° Consequently, the benefit-risk profile is unfa-
vorable and international recommendations advise against the use of

BZRAs in older adults.®” Yet BZRAs are widely used among Belgian nursing
home residents (NHRs), with a reported prevalence of 52.4%.°8
Deprescribing is the action of discontinuing or reducing the use of a
medication that is no longer needed or which may put the patient at risk,
under the supervision of Health Care Providers (HCPs), to manage poly-
pharmacy and improve outcomes.” Many interventions promoting BZRA
deprescribing have already been studied (mainly in the outpatient settings)
and achieve deprescribing rates ranging from 27 to 80%.'° However, it
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remains unclear how to best implement BZRA deprescribing in nursing
homes (NHs).

Implementation science recommendations highlight the need
and benefit to build theory-driven approaches, starting with the identifi-
cation of barriers and enablers, when designing implementation
strategies.'''® Two recent systematic reviews analyzed barriers and en-
ablers of BZRA deprescribing in older adults, and reported more barriers
than enablers, including a lack of knowledge, expected patients' resis-
tance and interprofessional conflicts."*'> However, the majority of stud-
ies were undertaken in outpatient settings and their results may not be
applicable to other contexts (for example nursing homes). In addition,
these studies did not involve the full range of HCPs involved in prescrib-
ing BZRAs. In Belgian NHs, only nurses' perceptions were evaluated in
previously conducted studies,®'®® and no study was based on psycho-
logical theories.

The objective of the present study was to use a behavioral science ap-
proach to identify barriers and enablers to BZRA deprescribing in Belgian
NHs perceived by i) physicians, ii) HCPs directly involved in nursing
home care and iii) NHRs and their close relatives, and to map them
into the theoretical domains framework v2 (TDF), a comprehensive com-
monly used framework to assess barriers and enablers. Ultimately, we
aim to inform the development of a future intervention towards BZRA
deprescribing.

2. Methods

We reported this study following the COREQ consolidated criteria for
reporting qualitative research.'®

2.1. Study design

We conducted a qualitative study involving focus groups and
face-to-face interviews with all relevant stakeholders in NH settings. The
core behavior of interest was the initiation of BZRA deprescribing by gen-
eral practitioners (GPs), when appropriate and in collaboration with other
stakeholders. We explored GPs' perspectives in face-to-face semi-
structured interviews. In addition, focus groups were used to explore the
perspectives and potential influences of other stakeholders (other HCPs,
and NHRs or relatives) in relation to the GP. We chose to separate GPs
from other HCPs because of the difference in the behavior of interest
(deprescribing vs supporting deprescribing), and to avoid social desirability
bias, induced by hierarchical relationships.

2.2. Setting

This study was conducted in Belgian NHs. We conducted interviews in a
purposive sample of NHs, to identify a wide range of views. Included NHs
differed regarding the following variables: location (country regions, rural
or urban area), type of ownership, and previous/ongoing experience of
medication optimization approaches. We contacted the senior manager of
each chosen NH for a participation agreement. NHs were identified based
on previous collaborations, references from other collaborators, or personal
contacts with one of the research team members. In case of refusal to partic-
ipate, another NH with similar characteristics was asked for participation.
We intended to perform interviews in a minimum number of 5 NHs and
to continue recruitment until data saturation.

In Belgium, each NH must appoint a coordinating physician (CP), who
is in charge of the NH medical policy, and acts as a contact person for NH
staff. However, each NHR can freely choose his/her GP, meaning that the
number of GPs visiting any NH is unrestricted. These GPs have complete
freedom regarding diagnostic and therapeutic strategies. Medication de-
livery is performed by a single pharmacy (either a community or a hospi-
tal pharmacy) for all NHRs. Currently, medication review activities are
not funded, and the role of the pharmacist is often limited to medication
delivery.
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2.3. Participants

In each participating NH, we conducted face-to-face interviews with 2
GPs, and 2 focus groups, one with other HCPs involved in NH care, and
one with NHRs and relatives. First, we interviewed the CP and at least
one other GP for whom we received contact information either from the
CP or from the NH senior manager. Second, in the focus group with other
HCPs, we aimed to have 5 to 8 participants including at least one pharma-
cist, one chief nurse, and one nurse. NH staff were free to invite any other
HCPs who might be involved in deprescribing. Finally, we included 4 to 8
NHRs and close relatives of NHRs from each NH. To be eligible, NHRs
had to have lived in the NH for at least 6 months, regularly used BZRA or
have had BZRA prescriptions for at least 4 weeks in the past 12 months,
be aged 65 and older, and be able to participate in a focus group discussion
(as judged by the staff). Close relatives of NHRs, identified by NH staff,
were defined as someone who regularly visited the NHR and with knowl-
edge/interest in medicines management for the resident. NH staff recruited
NHRs and close relatives. They provided an information letter from the re-
search team and written consent for participation was requested. Partici-
pants had no prior contact or collaboration with interviewers.

2.4. Data collection

All interviews were conducted using semi-structured, pilot-tested,
interview guides (Appendix 1). Interview guides were developed in
collaboration with researchers specialized in health behavior change and
implementation science (AMP, JMG). We used behavioral theories as they
help to better understand the behavior change process inherent in imple-
mentation of evidence-based practices.?>?' GPs' and HCPs' interview
guides were developed based on the TDF. The TDF maps 128 constructs
from 33 behavior change theories into 12 domains (14 for TDF version
2) that are possible determinants of a behavior.?* It has often be used to
evaluate barriers and enablers for behavior changes.>>™® To ensure a de-
tailed investigation of the determinants of behavior, interview guides
contained at least one question per TDF domain. The NHRs' and relatives'
interview guide was based on the revised Patients' attitudes towards
deprescribing questionnaire (rPATD).%° The rPATD is a validated question-
naire that explores older adults' and their carers' attitudes and willingness
towards deprescribing. We chose not to use the TDF for NHRs and relatives
as it has primarily been developed to investigate HCP's perspectives, and we
believed that the rPATD approach would be easier to use with NHRs and
relatives, and would better fit our purpose. When appropriate, additional
open-ended questions were asked to further clarify the respondents' point-
of-view.

Face-to-face interviews with GPS were conducted at the GP practice, at
the NH, or by phone. Focus groups with HCPs, NHRs and close relatives
were conducted at the NH by a moderator and a second researcher, in
charge of field notes. Only participants and research team members were
present in the room. French-speaking interviews and focus groups were
conducted by PE and Dutch ones by AD. All interviews were audiotaped,
transcribed, and anonymized before data analysis. Transcripts were not
returned to participants. However, to ensure correct comprehension of
participants' ideas, frequent summaries were made and discussions with
the research team were held during data collection and analysis.

2.5. Data analysis

All transcripts were entered into QSR Nvivo 11 for data analysis. Two
researchers (PE and AD), who both are pharmacists and researchers trained
in qualitative data analysis and TDF coding, independently coded data. Dis-
crepancies were resolved through discussion and, when needed, help from
a third coder (AMP - an expert in TDF), was requested.

For HCPs and GPs interviews, we conducted a deductive thematic anal-
ysis, using the TDF version 2 as coding framework.'* One researcher (PE)
then generated belief statements, which represented the specific themes
from responses within each domain, and identified the most relevant TDF
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domains based on the frequency of the belief statements, the presence of
conflicting beliefs, and evidence of strong beliefs that may affect the target
behavior.'® A second researcher (AD) reviewed domain selection and the
generated statements for relevance and appropriateness. Finally, the most
relevant TDF domains were mapped into integrative themes, to ease pre-
sentation of the results. The identification of these themes was performed
through discussions with all research team members.

For NHRs and relatives' interviews, we conducted an inductive thematic
analysis.?” The coding tree was developed by two researchers (PE and AD)
working together on the first two focus groups and was then used for the
other transcripts. The coding tree evolved until the end of the analysis, to
ensure the inclusion of all meaningful answers.

2.6. Ethical considerations

This study was approved by the ethical committee at CHU UCL Namur
on the 19th of May 2020. (NUB: B0392020000019). All participants gave
informed written consent before interviews.

3. Results

Interviews were conducted in 6 NHs between September 2020 and Jan-
uary 2022. Initially, interviews were planned in 5 NHs. Because of the
COVID-19 pandemic, one NH withdrew from the study before focus groups.
GPs' interviews had already been conducted and were kept in the analysis.
This NH was replaced with a 6th NH with similar characteristics. Two HCPs
(both pharmacists) could not participate in the focus group discussions and
were interviewed separately. In total, we interviewed 13 GPs and con-
ducted 5 focus groups with other HCPs (35 HCPs: 18 nurses (including 5
chief-nurses), 4 pharmacists, 4 occupational therapists, 3 care aids, 3 phys-
ical therapists, 3 speech therapists), and 5 focus groups with 22 NHRs and 5
relatives. Participants' and NHs' characteristics are presented in Table 1.
The mean duration of interviews was 50 min (range 36-67) for GPs, 67
(54-84) for other HCPs, and 59 (44-75) for NHRs and relatives. Data satu-
ration was reached after interviews in these 6 NHs.

3.1. Barriers and enablers from the perspective of physicians and other HCPs

Overall, all HCPs, including GPs, perceived BZRA deprescribing to be
very challenging (Beliefs about capabilities) and identified many barriers. En-
ablers were also identified, mainly by participants with recent experience
with deprescribing or medication review interventions.

Six TDF domains were identified as most relevant for both GPs and
other HCPs: Skills, Beliefs about capabilities, Goals, Memory attention
and decision processes, Environmental context and resources, and Social in-
fluences. Additionally, Knowledge, Social/professional role and identity
and Beliefs about consequences were most relevant for other HCPs only.
A summary of key themes identified in each of these 9 domains is presented
in Table 2. Quotes are presented per TDF domain and stakeholders' group in
Table 3 (including quotes for TDF domains identified as not relevant).

The main barriers and enablers participants encountered are described
in the following 5 integrative themes:

3.1.1. Knowledge and Skills gaps

We found various levels of knowledge regarding BZRAs, their side ef-
fects, and deprescribing. In particular, HCPs (other than GPs, nurses and
pharmacists) admitted to lack of knowledge of BZRAs and their use. Knowl-
edge of non-pharmacological alternatives also differed between HCPs and a
lack of training for their implementation was highlighted (Knowledge). GPs
reported not having received practical training on how to deprescribe and
were not always familiar with available tools and withdrawal schedules
(Skills). It appeared that younger GPs had more training regarding
deprescribing than older GPs. The most cited necessary skills were commu-
nication (between HCPs and with NHRs and relatives) and management of
withdrawal symptoms.
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Table 1
Characteristics of nursing homes and participants included.

Nursing home characteristics (N = 6)

Location:
Brussels 1
Flanders 1
Wallonia 4
Ownership type:
Private, non for profit 3
Public 3
General practitioners' characteristics (N= 13)
Female gender n(%) 4 (30%)
Years of experience as a GP:
Median 27
Range 1.5-47
Years of experience in NHs:
Median 27
Range 1.5-47
Number of nursing homewhere the GP has patients to visit:
Median 4
Range 2-8
GPs being coordinating physician of any NH n(%) 7 (53.8%)

Other HCPs' characteristics (N = 35)
Female gender n(%)
Occupation n(%):

31 (88.6%)

Nurses 18 (51.4%)

Pharmacists 4 (11.4%)

Occupational therapist 4 (11.4%)

Physical therapist 3(8.6%)

Speech therapist 3 (8.6%)

Care aid 3 (8.6%)

Number of HCPs per NH in the focus group:

Median 7

Range 6-8
NHRs and relatives characteristics (N= 27)

Number of participants per NH:

Median 5

Range 4-7

Female gender, NHRs n(%) (N = 22)
Female gender, relatives n(%) (N = 5)

16 (72.7%)
2 (40%)

Legend: GP: General Practitioner; HCP: Health Care Provider; NH: Nursing Home;
NHR: Nursing Home Resident.

3.1.2. Automatic BZRA refilling

Most GPs and HCPs indicated that BZRA prescription and refilling hap-
pens automatically and that they do not routinely think about deprescribing
(Memory attention and decision processes). Refilling was perceived as a quick
and easy way to address insomnia or anxiety. Nevertheless, respondents
identified multiple triggers for considering BZRA deprescribing: other
stakeholders' suggestions, occurrence of adverse effects (e.g. over-
sedation, balance issue, confusion, lack of appetite, agitation), becoming
GP of a new patient, implementation of deprescribing or medication review
interventions at the NH level, and NH entry. Nurses specifically reported
that having an automated medication delivery system, in which nurses do
no longer have to prepare medications before administration, reduced the
probability of having them review medications (Environmental context and
resources).

3.1.3. Competing priorities

Although GPs agreed that BZRA deprescribing was clinically relevant
and should be a long-term goal for all NHRs, it was often considered not
to be a top priority (Goals). Higher priorities included treating acute condi-
tions, maintaining a balance in the NHR's well-being, and maintaining a
smooth NH environment. In particular, BZRA deprescribing was not a top
priority when NHRs did not experience BZRA side effects.

3.1.4. Social challenges and opportunities enhanced by perceived consequences
GPs reported finding it difficult to deprescribe (Beliefs about capabilities)
due to feeling pushed to prescribe or refill BZRA, both by other HCPs and
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Table 2
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Summary of the most relevant TDF domains and key themes for BZRA deprescribing in Belgian nursing homes, per stakeholders' group.

Relevant TDF domains Key Themes

GPs Other
HCPs

TDF domains relevant for both GPs and other HCPs

Skills Lack of practical training on how to deprescribe BZRAs
Lack of training on non-pharmacological alternatives
Good communication skills (with other health care providers and with NHRs)

Beliefs about capabilities Low self-efficacy

Difficulties to convince other stakeholders (including the resident)
Goals BZRA deprescribing should be a long-term goal
Competing goals (including NHR well-being, acute conditions, keeping a smooth NH environment).

Memory, Attention and Decision
process

BZRA refilling happens automatically

Environmental context and resources

interest from them)

High number of visiting GPs
Multidisciplinary work

Need for a pharmacological alternative

Use of non-pharmacological alternatives, including phytotherapy, daytime activities
Patient characteristic/ context: Long-term BZRA use (years)

Use of a brochure to raise NHRs' awareness

Automated medication delivery system reduces the opportunity to review medications
Perceived NHRs' reluctance to deprescribe BZRA/ NHRs' pressure to have BZRA B

Social influence

BZRA prescribing is seen as an easy solution

Triggers for BZRA deprescribing: Other stakeholders' suggestions, balance issues, over sedation, confusion...
Collective living, with strict time schedule, noise and disturbances

Lack of time and NH staff (nurses, care aids...)

Difficulties to implement non-pharmacological alternative (limited access, low practicability for NHRs or

W
WM W W

0w w MWW w MW wm
e} W wwm W W =

M| w W

W wEwm

Other HCPs' pressure on GPs to prescribe BZRA B

HCPs triggering GPs to deprescribe
Relatives' influence

TDF domains most relevant for HCPs except GPs
Knowledge

Social/professional role and identity
Feeling of depending on GPs' decision

Perceived role of nurses or other HCPs (e.g. physical therapist) to report NHRs' behavior/status to the GP or

nurses

Beliefs about consequences Increased workload at the NH level

Easier management of NHRs on the long-term
Potential negative outcomes for NHRS (Withdrawal symptoms, insomnia, anxiety, anger, ...)
Potential positive outcomes for NHRs (reduction of falls, cognitive and mobility improvement, ...)

Lack of familiarity BZRA, BZRA side-effects and BZRA deprescribing
Non-pharmacological alternatives unknown or not well known
Difficulties for GPs to accept remarks and advices from colleagues

B/E B/E

MW www

MW m W

Legend: B = Barrier, BZRA = Benzodiazepine receptor agonists, E = Enabler, GP = General practitioner, HCP = Health care provider, TDF = Theoretical domains

framework.

NHRs themselves (Social influences). They perceived that NHRs were reluc-
tant to reduce or stop BZRAs out of fear to not be able to sleep. NH staff also
played an important role, as GPs reported sometimes prescribing BZRA to
please HCPs. This reluctance from some HCPs to deprescribe BZRA
might be explained by the beliefs they had that it would lead to increased
staff workload and adverse consequences for NHRs, such as frustration,
anxiety, and anger (Beliefs about consequences). Still, some HCPs also
perceived positive consequences such as improving NHRs' balance and
awareness. HCPs who were willing to support BZRA deprescribing per-
ceived that their role was to report on NHRs' behavior and status to the
GP, yet they did not always feel listened to by GPs (Social/professional role
and identity). GPs indeed admitted feeling irritated when receiving col-
leagues' suggestions, but recognized that other HCPs could act as triggers
for BZRA deprescribing.

3.1.5. Environmental factors

Many barriers and enablers for BZRA deprescribing are related to envi-
ronmental factors. This was highlighted by all stakeholders' groups and
substantially influenced beliefs about capabilities. First, communal living
imposes some difficulties such as noise, strict bedtime schedules and poten-
tial disturbance by other NHRs, that could lead to increased anxiety and
sleep issues (Environmental context and resources). Second, the lack of staff
was highlighted, directly leading to lack of time for all HCPs, and a lack
of human contact for NHRs. The implementation of non-pharmacological
alternatives to BZRA was described as difficult (Beliefs about capabilities),
because of this lack of staff and time, and because of poor training on
how to implement them (Environmental context and Resources, Skills). In

particular, lack of access to psychological support was highlighted by GPs.
The implementation of multidisciplinary care and medication reviews
was seen as an important enabler for all HCPs. Still, time constraints were
an important barrier to the implementation of such meetings.

3.2. Barriers and enablers from the perspective of NHRs and relatives

Five themes emerged from focus groups with residents and relatives:
knowledge on medications used, communication with NH staff and GP, per-
ceived efficacy and necessity of BZRA, influence of the environment and re-
luctance towards BZRA deprescribing. Overall, NHRs and relatives had
similar views on these themes. Themes are described hereafter, and quotes
are available in Table 4.

3.2.1. Poor knowledge on medications used

Despite having overall poor knowledge about their medication, includ-
ing BZRA and their side-effects, most NHRs were able to recognize their
sleep medication based on the tablets' colour and shape. NHRs were inter-
ested in knowing more about their medication, and seemed to hold them-
selves responsible to collect the information they desire. Nevertheless,
residents indicated to lack the opportunity to ask questions.

3.2.2. Lack of communication with NH staff and GP

NHRs were generally unhappy with communication inside the NH and
their relationship with their GP. Some NHRs believed that they should
follow GPs prescriptions, without further discussion.
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Table 3
Barriers and enablers to BZRA deprescribing for NH HCPs according to relevant TDF domains.

Relevant TDF Belief statements Barrier (B) or  Quotes
domains Enabler (E)?
GPs Other GPs Other HCPs
HCPs

TDF domains relevant for both GPs and other HCPs

“ BZi

W? are told that they [BZRAs] are bad, that we must [Have you been trained in BZRA deprescribing?]
avoid them, but I have never attended a workshop on Me? Certainly not, 40 years ago. Those were things we
Lack of tical traini h BZRA d ribing. That would be interesting.” 1106 iy )
ack ol practica’ raliing on how g B CPrescriving. Lnat WOLLL ¢ nieresung. didn't talk about. - We were trained in... techniques but

“But I think that what we need above all is to be
guided by plans or detailed protocols that explain
properly how to do it.” 1104

tod ibe BZRA:
0 deprescribe S none that related to deprescribing benzos.” 1412 and

1451 (nurse and occupational therapist)

Skills “Perhaps if we were better informed [about

B non-pharmacological alternatives] ourselves, we could
say ‘Hey Doctor, I heard that...”.” 1411 (nurse)

Lack of training on
non-pharmacological alternatives

Good communication skills (with

“You have to discuss things with the patient, you “Communication in general is the only thing that helps a

heal i E E
ot-her calth care providers and have to make arguments in favour.” 1106 lot.” 1312 (nurse)
with NHRs)
Low self-efficacy B B “I am not very confident. I am not very confident “It's true that I don't feel very comfortable either, I

because I know that it's a lot of work.” 1202

“The most difficult part is starting the deprescription and
the withdrawal, because sometimes you are faced with a
patient who just refuses, who is categorical and says,

should argue“1141 (physical therapist)

Beliefs about “You will never be able to persuade those people that

Difficulties to convince other

capabilities stakeholders (including the B ‘No, I've been taking this [BZRA] for 20 years, you they 'need o gw.e %t up.[the BZRAJ. As long as thfry are
. . R convinced that it is doing them some good, we will never
resident) cannot take it away from me, ... I categorically refuse to be able to deprescribe it. It's not possible.” 1211 (nurse)
have it taken away or reduced’. And that's what P P .
sometimes causes the most difficulty.” 1104
o “It is clear that it is very important to reduce these mﬂt IAthlnk woulq be heh)‘f.ﬁl LS f you really‘saw sleep
BZRA deprescribing should be a .. . medication and anxiety medication as something
E E medicines so that they can get the best possible results . . .
long-term goal » temporary, just when a resident needs it.” 1531
and really take proper care of themselves there.” 1104 5
(pharmacist)
Goals “Because we need them to sleep. When you have 138

Competing goals (including NHR
well-being, acute conditions,
keeping a smooth NH
environment).

BZRA refilling is part of an
automatism of GPs

“If there is something else, more serious, well, it [BZRA
deprescribing] will come later.” 1104

“It is important, but not important enough to completely
destabilise the existing overall [NHR] balance.” 1205

“No, on a normal visit, I ask him [the resident] how he
is, I measure his blood pressure, and I renew his BZRA
prescription.” 1202

“Unfortunately, I think that doctors sometimes prescribe

[NHRs] who aren't sleeping ... the button, as I call it
[the call bell], goes constantly when they aren't
sleeping.” 1412 (night shift nurse)

“As long as it has a positive effect on the person, I am for
continuing it.” 1211 (nurse)

“We don't even think about it [deprescribing].” 1211
(nurse)

Memory, Attention a BZRA out of convenience, because it is easy to say
and Decision “Having a panic attack? Take a Temesta®, take one
process every day to be sure not to have one.” 1104

BZRA are seen as an easy solution B

Triggers for BZRA deprescribing:
Other stakeholders' suggestions,
balance issues, over sedation,
confusion...

Collective living, with strict time
schedule, noise and disturbances

Lack of time and NH staff

Difficulties to implement
non-pharmacological alternative

“Systematically, if they tell me that they are
confused, that they have experienced falls, well, the
side effects of medication come to mind, starting
with BZRAs. It's automatic.” 1105

“The problem is that we are in a place that is not their
normal environment. There are more people passing by,
nurses, noises. They might also be less comfortable
sleeping there than at home.” 1105

“We don't have the time, and you need to sit with them,
and explain things and review their treatments.” 1202
“I think there is a severe shortage of staff and
patients suffer because of that shortage.” 1105

“For minor anxiety, I don't push too hard for a
psychologist, because I know that, unfortunately, it is

“For example, we have residents who take that and we
see that they are always very quiet, so we try to stop or
reduce it.” 1515 (nurse)

“In shared accommodation, of course, it is complicated.
There is a lot of noise, even at night, there are patients
walking around, people shouting, bells sounding
frequently. ... It is difficult for residents to get quality
sleep.” 1121 (head nurse)

“For us, at night, it is even worse. Three [care staff] for
138 [NHRs].” 1412 (night shift nurse)

“We don't have the time [for non-pharmacological
approaches]. It's not possible, it's not feasible.”
1411-1421 (nurses)

“It's also generational. I think that if I spoke to today's

Environmental (limited access, low practicability

lly difficult t that kind 71104
for NHRs or interest from them) really difficult to access that kind of care

residents about Snoezelen, essential oils, lights... I think

context and they would be more reassured by a drug than by our new

resources

High number of visiting GPs

Multidisciplinary work

Need for an alternative/substitute

“Creating a NH policy is very difficult, for
benzodiazepines, for the use of antibiotics, for anything.
It is difficult to reach a consensus or unanimity or even
to get a large majority of doctors to follow it.” 1203

“Team decisions. Having the collaboration and support

of the care staff. Because they are truly on the front line
and they are the ones who can tell us how the residents

feel.” 1203

“At that point, we try to find alternatives, because
patients do not want to go from taking something to
taking nothing.” 1105

techniques.” 1252 (occupational therapist)

“We always consult with colleagues. Yes, colleagues
first. Because it's multidisciplinary, the care staff, the
cleaners — yes, they will be there too — and we go on
from there. To the team head, then meetings, and then
we go to the doctor.” 1513 (nurse)

(continued on next page)
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Table 3 (continued)
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Relevant TDF Belief statements Barrier (B) or  Quotes
domains Enabler (E)?
GPs Other GPs Other HCPs
HCPs
. wr s .. . . “Going on trips, going out, they expend energy so they
Use of non-pharmacological 1 think that any activity during the day will make them et a good sleep. If. however, you don't change anythi
alternatives, including E E [NHRs] think about something else, so it is beneficial.” g g . P- 5 (4 . e - veng
hytotherany. daytime activities 1202 in their lives and you take away the sleeping pills,
phy Py, day then...” 1112 (nurse)
Patient characteristic/ context: Son.lem'-nes they arrive with them, they l.lave used the
B medication for years and, when they arrive here, we
Long-term BZRA use (years) T
continue it.” 1211 (nurse)
“We have a brochure, an information brochure and we
go around the residents. So we explain the
Use of a brochure to raise NHRs' E disadvantages and consequences of using psychotropic
awareness drugs. And yes, some people have taken it on board
because we have good results here with stopping sleep
medication.” 1513 (nurse)
«“ the d 1 look at th
Automated medication delivery When we prepare the drugs, well, we (.)O at the drugs
X that we need to prepare. The others are in the automated
system reduces the opportunity to B . X B
review medications dispensing system. We don't look at them as closely as
when we prepare them.” 1421 (head nurse)
“We hit Il with patients: ‘No, not that one’.
. \ e often hit a wa. with patien 0 ot tndt .One “People who are lucid sometimes cling to their
Perceived NHRs' reluctance to We can stop anything we want, we can stop their - L o
. . . . > X medication. What time is my Temesta®? What time is
deprescribe BZRA/ NHRs' pressure B B anti-arrythmia medicine, we can stop their my Zolpidem®? What time will it come at?” 1211
to have BZRA anti-cholesterol medicine, but not their Zolpidem or their (n)ilrse) : :
Alprazolam.” 1202
Other HCPs' pressure on GPs to “There is sometimes intense pressure from the care staff
prescribe BZRA to calm these patients.” 1105
Social influence “When the care staff speak up and say, ‘everything is
. . . going very well, do they really need this medicine?’,
HCP. P: be E
CPs triggering GPs to deprescribe it makes the doctor's job easier to be aware of that.”
1101
“Ask the doctor t by, ther is not sleepis
“There are people who will say to you, ‘don't you think ersh seheoccaz;r (r)e.:::)rr:bi s}(;mrgl;m t:;zflpn;)ze: ;?ln%
Residents relatives' influence B/E B/E that Dad or Mum is taking a bit too many kinds of pernap p . 8 . . P-
N 1211 (nurse reporting on a conversation with a
medication?’ 1205 .
relative)
TDF domains relevant for HCPs other than GPs only
“Thy lots of drug: there that I ki
ok of ity wih 73, Tt el
BZRA side-effects and BZRA B . y. .
deprescribin benzos. So, that just goes to show that it's really not my
P g field at all.” 1141 (physiotherapist)
“Y , th be thij Id do to hy
Non-pharmacological alternatives ou see, there ma%/ ¢ things we fou o to help .?ome
Knowledge B people that we don't know about.” 1451 (occupational
unknown or not well known .
therapist)
“We perhaps lack information on how to do it. How to
Lack of familiarity with do it so that it works properly. We know that we need to
deprescribing guidelines and tools deprescribe them [BZRAs], but how, that's where it gets
complicated.” 1103
“They [GPs] should start listening to us, t thil
Difficulties for GPs to accept “Doctors are very touchy. Doctors, I'm generalising of ey [GPs] should start ls emrfg ° us' o.every e
. . . o we have to say, and agree to review their diagnoses. But
remarks and advices from B B course, are quite sensitive and not very open to criticism .
colleagues regarding their practice. Myself included.” 1101 for every ten doctors, there may be one who will do
& garding p - ) that.” 1131 (pharmacist)
Social/professional  Feeling of depending on GPs' B “We are dependent on the doctor's prescription.” 1121
role and identity =~ decision (head nurse)
Perceived role of th
creevedrore 0. furses or. other “We observe and report back to the doctor. We will say
HCPs (e.g. physical therapist) to L
) X E he is quieter now... but, on the other hand, there are
report NHRs' behavior/status to issues because he is sleeping a lot.” 1411 (nurse)
the GP or nurses ping
“I think that could be difficult for the nursing home to  “Caring for someone who hasn't had a good night's
. - . X L
Increased workload at the NH level B B manage, er... 'If there were ?Vlti%drawal' symptoTn.S, sleep', you can take a beating! Anxiety ser in, agitation
recurring anxiety, or recurring insomnia... I think all sets in. It's harder to treat the person during the day too.
that would be complicated.” 1103 - It's not easy.” 1211 and 1212 nurses
. . X “It is not in our interest to give people that kind of
«
Easier management of NHRs on i flp atient has f 'ewetf alls, less care ls required f or.that medicine: anything that calms them down, anything that
. E patient. If the patient is less confused, it may be easier . . .. L .
Beliefs about the long-term " . inhibits them. [...] Because anything like that will also
for the nurses to care for them. Yes, it's positive.” 1105 3 N
consequences complicate our care.” 1411 (nurse)
Potential negative outcomes for i “You are obliged to give it to the person so that they can
“Well, 11 h ngry and le and th:
NHRS (Withdrawal symptoms, B B We . we M{l avei a an grump Y Peopre an ” T rest. Otherwise, they are tired during the day and at risk
. . R will still be insomniacs and anxious people too...” 1202 I
insomnia, anxiety, anger, ...) of falls and so on.” 1212 (nurse)
Potential positive outcomes for . .. . “If we have someone who falls frequently, it would be a
“Thy Tt ti ti d
NHRs (reduction of falls, cognitive E E e recovery of certain cognitive functions and a good idea to reduce them [BZRAs].” 1321 (head

and mobility improvement, ...)

reduction in falls in particular.” 1102

nurse)
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Table 3 (continued)

Relevant TDF Belief statements Barrier (B) or  Quotes
domains Enabler (E)?
GPs Other GPs Other HCPs
HCPs
Other TDF domains (beyond most relevant domains)
“No, it [BZRA d ibi Id be a disaster.”
“Long-term, it [BZRA deprescribing] certainly appears 1 2(1) 11 (r{urse) eprescribing] would be a disaster.
timi i i B/E B/E icial.” 1101
Optimism Varying views / / iu be b’eneﬁCla 0 . » “That [BZRA deprescribing] would be nice. It would be
I don't believe that BZRAs destroy patients.” 1205 b .
great.” 1131 (pharmacist)
Bad perception of policies and B “Doctors are a bit... Well, they don't like constraints,
incentives sometimes they can react badly.” 1106
“When you get a little bit of positive feedback, you tell
Reinforcement yourself that things carz go Miell and it encourages you to
. try to repeat the experience.” 1101
Influence of past experiences B/E « . .
1 had a lot of bad experiences, well failures, so maybe
I'm a bit more reluctant to try. Because I tell myself that
it's a losing battle.” 1103
. Intention to review medication “The intention is always there, but I try with the
Intention . . - »
and to prescribe the less possible patients.” 1105
“qp P 3 i ”
Emotion Satisfaction E ) Ig ;zlways gratifying to say that we did things well.
. “] think that even just one poster in the medical office
Behavioral . . . . . »
. Visual reminder E would help a lot. Even just a good visual reminder.
regulation

1104

Legend: B = Barrier, BZRA = Benzodiazepine receptor agonists, E = Enabler, GP = General practitioner, HCP = Health care provider, NH = nursing home TDF =
Theoretical domains framework.

Table 4
Quotes per themes and sub-themes identified in focus groups with nursing home residents and relatives.

Theme Sub-theme Quotes

Knowledge on
medications taken

Communication with NH
staff and GPs

Perceived efficacy and
necessity of BZRA

Sleep-hindering and
anxiety-enhancing
environment

Reluctance towards
deprescribing
deprescribing

Poor knowledge of their overall medication (barrier)
Ability to recognize the shape and colour of their BZRA
(barrier)

No knowledge on BZRA and their potential side-effects
(barrier)

Lack of time and opportunity to ask their questions
regarding BZRA, or other medications (barrier)
Communication issues inside the NH (barrier)

Lack of relationship and time spent with GP (barrier)

Feeling that they must should just follow GPs'
instructions (barrier)

Perception that BZRA are effective or not effective
(barrier and enabler)

Perception that BZRA are necessary, enhanced by
sleeping issues when BZRA are forgotten (barrier)

High importance of sleep for NHRs (barrier)
Unfavorable environment: noises, uncomfortable

accommodations (barrier)

Lack of human contact and activities (barrier)
Environmental stress (barrier)

Agreement to stop if GP said so (enabler)
Expected difficulties: lack of sleep, need for an

alternative and for support during deprescribing
(barrier)

“But I don't know what I'm taking” 2115

“In the evening, I take a little yellow one.” 2312

“I know that one. It is a white pill” 2115

“Thanks to that meeting [the focus group]. Because, otherwise, I would not even have realised that she
was taking that kind of medicine. I have heard the name Temesta® since I was young. It's a medicine like
Dafalgan® to me.” 2221 (NHR's daughter)

“When you ask for something, they [the nursing staff] are already gone.” 2113

“What I mean is that communication here, at every level, sucks ...” 2212

“I haven't seen my doctor since... When he comes, it takes two minutes, so I don't need to pay €40 for that.
He writes the prescriptions; I don't need to see him.” 2413

“Me, I just do what he says and that's that.” 2313

“We are never given an explanation. Only that you have to follow what the doctor says. And [take]
whatever [medications] they bring you.” 2115

“I was given this sleeping pill, which is going very well by the way. [...] It's perfect.” 2313

“I take it but, despite that, we are woken up by each other, so it's not of much use in the end.” 2412
“But I can't do without them.” 2511

“I don't know if they do anything, but I think it would be even worse not to take them.” 2115

“Yes, I need them. I don't think they would be given to me otherwise.” 2315

“If by chance I forget it, I toss and turn in my bed. ... That means that, usually, it works.” 2411

“There is no other solution yet because, if you have not slept, you are nothing. You're a rag, as the
expression goes.” 2515

“We can't sleep in peace here in the nursing home. There are people passing by, shouting at night... People
who are lost.” 2115

“Because we have no air, we can't open the windows. It is 25-26 degrees [Celsius] in the rooms. We don't
have access to the thermostatic valves, the mattress is plastic.” 2413

“[The day] seems long, eh? Oh yes, it seems long.” Conversation between 2311 and 2312

“Sometimes I get stressed when I see things that I don't like in the home [NH]. Which upset me. I get very
stressed then, because I would like to do something, I would like to help other people ..., so I need
Lysanxia® from time to time, ten drops during the day.” 2413

“If the doctor says I don't need to take it anymore, I won't take it anymore. I think he knows what I do and
do not need to take.” 2315

“No matter who advised it [BZRA deprescribing], I wouldn't stop taking it [BZRA]. If I stop taking it, I
won't sleep, so it's not worth it.” 2113

“I think I would say, ‘We can try, of course, but by giving her another drug that can also help her sleep.
2221 (NHRs' daughter)

“But then I have to be 100% sure that the patient's observation is in direct proportion to the reduction of
medication” 2521 (NHR's son)

”»

Legend: BZRA: Benzodiazepine receptor agonists, GP: general practitioner, NHR: nursing home resident.
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3.2.3. Perceived efficacy and necessity of BZRA

NHRs were using BZRA for various reasons, sometimes for many years.
Perceived BZRA effectiveness differed between residents, but most NHRs
thought they were effective. Almost all NHRs believed that BZRA were a ne-
cessity and suggested they would not be able to sleep without them. The
perception of BZRA efficacy and necessity was enhanced by the fact that
they were prescribed by their GP, whom they trust largely, and by
experiencing sleeping issues when they did not use the BZRA.

3.2.4. Sleep-hindering and anxiety-enhancing environment

NHRs reported that the NH environment did not favour sleep
(e.g., noise issues, uncomfortable sleeping accommodations). NHRs also re-
ported a lack of human contact and told they were bored, which could lead
to overthinking and anxiety. Only a few residents were interested in the ac-
tivities organized in the NH. Moreover, not all of them were aware of relax-
ation opportunities available in the NH. Finally, NHRs reported being
impacted by the ambient stress in NHs, and nurses' stress.

3.2.5. Reluctance towards BZRA deprescribing

NHRs were generally reluctant to have BZRA deprescribed, even if sug-
gested by the GP. Still, some NHRs would be interested in trying, sometimes
only with an alternative. The two main difficulties anticipated were the lack
of sleep and the lack of supervision of the deprescribing process.

4. Discussion

This qualitative study of barriers and enablers for BZRA deprescribing
in Belgian NHs reveals that 6 TDF domains are highly relevant for all
HCPs (Skills, Beliefs about capabilities, Goals, Memory attention and decision
process, environmental context and resources, Social influences). Additionally,
3 domains were relevant for HCPs other than physicians (Knowledge, Beliefs
about consequences, and Social/professional role and identity). NHRs and rela-
tives expressed strong barriers related to a lack of knowledge and
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environmental context. They also reported a lack of communication with
GPs and NH staff, variation in perceived efficacy and necessity of BZRA,
and reluctance towards deprescribing.

4.1. Comparison with existing literature

Two recent systematic reviews reported barriers and enablers for BZRA
deprescribing among older adults, with most studies included coming from
the ambulatory setting, and fewer studies from the NH setting."*'> One of
these systematic reviews, also used the TDF,'® and found common relevant
TDF domains: Beliefs about capabilities, Beliefs about consequences, Environ-
mental context and resources, Goals, Social influences, and Memory attention
and decision process. Intention was also highlighted as relevant. In our
study, we found various levels of intention, but it did not seem to be a
major behavioral factor. Additionally, our qualitative study reported Knowl-
edge, Skills and Social/professional role and identity as most relevant. These
domains were identified but not classified as most relevant in the system-
atic review. The difference might be due to the inclusion of a wider diver-
sity of stakeholders in the present study. Still, the lack of knowledge and
skills we report seems to be present worldwide.?®->° The other systematic
review also had findings similar to our qualitative study, highlighting the
lack of knowledge, the perceived efficacy of BZRA and the importance of
multidisciplinary concertation.'*

Heinrich et al. recently performed a ‘best-fit’ framework synthesis of the
qualitative evidence of barriers and enablers for deprescribing in long-term
care.?® We evaluated how their framework of 17 barriers and 16 enablers
(that mapped to 11 of the 14 TDF domains), fits with our results in the spe-
cific context of BZRA deprescribing in Belgian NHs. Their framework
remains overall applicable but we identified additional barriers (e.g. the au-
tomatic refilling, the competing goals and the difficulties to implement non-
pharmacological approaches) that were absent from their framework. In
Fig. 1, we present a conceptual model of the barriers and enablers
reported by HCPs, based on the results from the present study.

Goals
B: Competing goals
E: Deprescribing as a long-tem goal

system

E: MDT, culture, NP alternatives

Environmental Context &
Resources
B: Unfavourable sleep environment,
insufficient resources,
communication, collectivity living,
organisation, difficulties to
implement NP alternatives,
Automated medication delivery

Beliefs about capabilities
B: Lack of confidence/self-efficacy,
difficulties to convince other
stakeholders

Memory, attention, decision
process
B: Automatic BZRA refilling, BZRA as
an easy solution
E: Deprescribing triggers

patient

Social influence
B: Pressure, intergroup conflict,

E: Patient social influence,
interprofessional social support

Skills
B: Training on BZRA deprescribing
process, NP alternatives
E: Communication skills

Beliefs about Consequences
B: Negative outcome beliefs
(at the resident and workload levels)
E: Positive outcome beliefs
(at the residentand workload levels)

knowledge

Knowledge
B: Deprescribing & procedural
knowledge, NP alternatives

Social professional role &
identity
B: ‘Established hierarchy’
E: Nurse leaders, professional roles

Fig. 1. Conceptual model of healthcare providers perceived deprescribing barriers and enablers in the specific context of BZRA deprescribing in Belgian Nursing homes.
Legend: B: Barrier, E: Enabler, BZRA: benzodiazepine receptor agonists, LTCF: long-term care facilities, MDT: multidisciplinary team, NP: non-pharmacological. Black
arrows indicate potential influences between domains, based on the data collected and analyzed.
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4.2. Moving from barriers and enablers to potential intervention components

Unsurprisingly, our data suggest that a complex intervention made of
several components targeting important barriers is essential. Previous inter-
ventions such as the COME-ON and the RedUse interventions included
components such as HCP training, multidisciplinary meetings and audit
and feedback (for RedUse intervention). The authors reported a reduction
on benzodiazepines use at both 6 and 12 months®!->? and increase rates
of BZRA deprescribing.® Our findings suggest a number of potential strate-
gies to promote BZRA deprescribing.

First, providing education and training to HCPs will be essential to ad-
dress some of the barriers. Indeed, we reported a lack of skills for all
HCPs, and HCPs other than GPs also had knowledge gaps regarding
BZRAs and their use. Training could also enhance HCPs' perceived beliefs
about capabilities regarding deprescribing. HCPs' training should cover
shared decision-making, BZRA side-effects, health consequences of
deprescribing, the tapering process, and non-pharmacological alternatives.
Specific tools such as a tapering schedule and deprescribing algorithm
should also be presented to HCPs. While some parts of training should
be tailored to the HCPs' profile (e.g tapering schedule for GPs, non-
pharmacological alternatives for nurses), interdisciplinary training should
also be explored as it may then facilitate multidisciplinary work.

Second, HCP level interventions should go beyond education and train-
ing so as to better impact the decision process. For example, action planning
or goals setting could help to tackle the current situation of automatic
refilling of BZRA and the issue of competing priorities. Such strategies
could be organized at the NH level. As an example, defining a common vi-
sion and strategic approach towards BZRA deprescribing at the NH level
might enhance HCPs' perceived capability and targets the identified barrier
of competing goals. This should be done with all stakeholders' involvement,
including NH management, and should guarantee a supportive organiza-
tional culture, which is of major impact.>*>* Providing audit and feedback
on BZRA use and deprescribing might also ensure that BZRA deprescribing
remains an institutional priority.

Third, clarifying and strengthening the role of each stakeholder and
enhancing interdisciplinarity collaboration needs to be part of the defined
approach and process. It is also in line with recommendations for interven-
tions towards prescribing optimization in NHs,>>® and with reported
enablers of medication reviews.>” If time constraints do not allow multidis-
ciplinary team meetings, other approaches can be considered, such as the
use of a dedicated communication tool, which can improve communication
between HCPs.*®

Fourth, change in the physical NH environment, such as reduction of
noises, soft lightnings, or comfortable sleeping accommodations, may also
be necessary to target environmental barriers. However, evidence is still
lacking on the feasibility and medication-related impact of such physical
environment changes.

Fifth, engaging NHRs and their families in deprescribing also appears
essential to address the many barriers identified on their side such as
poor knowledge of BZRA and their side-effects, and the report of not feeling
heard and poor communication. A previous Belgian study reported that
NHRs' involvement was currently unstructured, and occurred mainly at
NHRs' initiative. HCPs believed that NHRs' involvement would prevent
potential disagreements and increase NHRs' autonomy, but could also
decrease the quality and safety of medication use.>* A recent qualitative
study analyzed barriers and enablers of older adults initiating deprescribing
conversation.>® They mainly reported barriers and enablers similar to our
results such as a low self-efficacy, lack of knowledge and communication,
and poor resources access. Strategies to promote conversation initiatives
included the use of information tools, telemedicine to increase discussion
opportunities, and multidisciplinary team environments.>® Previous trials
reported that patient brochures aimed at increasing knowledge and con-
cerns about BZRA's long-term use and at raising patients' self-efficacy led
to significant increases in deprescribing of BZRAs.***! No published data
on the effectiveness of such brochures exist in the NH setting, but it is
worth exploring. In person interactions are also required, and highlighting
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the risk of adverse effects is an important aspect, although conversations
should ideally be individualised to what matters most to patients.*?

4.3. Strengths and limitations

This study has several strengths. First, we used the TDF, which is a val-
idated psychological framework to evaluate barriers and enablers for health
professional and health-related behavior. This enhances the validity of our
findings and enables linking identified TDF domains to behavior change
techniques (BCTs)*® in the purpose of developing an intervention. Second,
we interviewed a large sample of respondents, representing all stake-
holders' groups, and with various points of view. This is particularly impor-
tant, as a previous systematic review reported the views of some healthcare
providers', including pharmacists, had not been elicited.’® Importantly,
data saturation was reached for all interview groups. Finally, the trustwor-
thiness of our results was also strengthened by investigator and data source
triangulation. We did not return transcripts to respondents to check on ac-
curacy, but we ensured a correct interpretation of their perspectives
through frequent reformulation during interviews.

This study also has limitations. Interviews were performed over a long
period (approximately one year and a half) and during the COVID-19 pan-
demic, which might have triggered anxiety and sleep issues in nursing
homes. We raised this question in each focus group, and respondents re-
ported no perceived change in BZRA use related to the pandemic, which
is consistent with a published analysis from Spanish NHs,** suggesting
that the pandemic may have had limited to no impact on our findings.
Additionally, we did not explore the interactions between GPs and other
HCPs, as they were not mixed in focus groups. However, we felt that keep-
ing them separate was needed to have all participants talking freely.

5. Conclusion

In this large qualitative study with participation of many stakeholders,
we identified that BZRA deprescribing is influenced by knowledge and
skills gaps, automatic BZRA refilling, competing priorities, social chal-
lenges, environmental factors and poor NHRs involvement.

The next step in the present theory-driven approach is now to select
BCTs related to the TDF domains, using the theory and techniques
tools.*® To ensure the acceptability and practicability of the intervention,
various stakeholders will be involved. Finally, we will evaluate the
designed intervention in a pilot cluster-randomized controlled trial.
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