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A B S T R A C T
A R T I C L E I N F O
Keywords:
 Background: The causes of falls are often multifactorial. The prevention of falls benefits from a multidisciplinary ap-
proach. As people who fall are generally older and users of polypharmacy who frequently visit pharmacies, pharma-
cists may contribute to fall prevention.
Objective(s): This study aims to explore the perceptions of primary care providers onmultidisciplinary collaboration in
fall prevention especially with pharmacists.
Methods: Two focus groupswere heldwith each of the following health disciplines: physiotherapists, home care nurses,
and practice nurses. A topic list was developed based on the capability opportunity motivation – behaviour (COM-B)
model and the theoretical domains framework (TDF). Focus groups were audiotaped and transcribed verbatim. Data
were collected in the Netherlands between March and June 2021.
Results: Six online focus groups were held with 17 physiotherapists, 14 home care nurses, and 15 practice nurses. Par-
ticipants reported to collaborate multidisciplinary to prevent falls, but they had very limited collaboration with com-
munity pharmacists regarding fall prevention. Participants had limited knowledge on drugs that increase the risk of
falls. This contributed to their low awareness of the potential role of pharmacists in fall prevention. Other reasons
for poor collaboration in fall prevention were lack of agreements with pharmacists, limited coordination and commu-
nication. Participants were open to more collaboration with pharmacists and believed this could potentially improve
patient outcomes.
Conclusions:Multidisciplinary agreements among health care providers, including community pharmacists, about re-
ferral criteria, roles and responsibilities, communication and coordination, could stimulate further collaboration in
fall prevention.
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Introduction

Falling is a multifactorial problem and individual fall risk factors may
vary, e.g. mobility and balance disorders, medication use, and home envi-
ronmental hazards.1 The solution to this ever-growing problem is thus in
hands of diverse health care providers.2,3

A multidisciplinary fall prevention team for older people living in the
community should involve care givers with complementary expertise
such as general practitioners (GPs), nurses, physiotherapists, and
pharmacists.4,5 Pharmacists may especially contribute as people who fall
are generally older and have a high incidence ofmultimorbidity, and subse-
quent complex drug therapy.6 Pharmacists can identify inappropriate drug
odel, capability opportunity motivatio
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use in older persons, including fall risk-increasing drugs (FRIDs). Hence,
pharmacists may improve medication safety, for example by providing
medication reviews aimed at deprescribing of FRIDs.5,7,8 Furthermore,
pharmacists may contribute to the identification of patients who are at
risk of falls and may refer patients to other health care providers or give
general education on fall prevention.5,9

In current practice, however, the actual involvement of pharmacists in
fall prevention seems to be limited.10,11 Pharmacists themselves expect
that multidisciplinary collaborationwould enable them to better contribute
to fall prevention.11 However, the role of pharmacists in fall prevention
may be unclear to other primary care providers.12 To date, the collabora-
tion among primary care providers on how to prevent medication-related
n – behaviour model; TDF, theoretical domains framework; GP, general practitioner; COREQ,
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falls has not been explored, in particular the collaboration with pharma-
cists.

Collaboration with pharmacists is, in general, appreciated among disci-
plines. For example, GPs appreciate pharmacists' support with identification
of medication-related problems and pursue stronger relationships with phar-
macists in order to improve prescribing and patient care, particularly for
older patients.13 Previous studies showed that multidisciplinary care that in-
cluded pharmacists improved patient outcomes in patients with chronic con-
ditions such as hypertension, diabetes, and asthma.14–18 In nursing home
teams pharmacists' involvement in case conferences was appreciated and im-
provements in drug therapywere recognized.19 Likewise, clinical medication
reviews by pharmacistswith care home residents resulted in adaptation of pa-
tients' medication use and even a reduction of falls.20

This study aims to explore the perceptions of primary care providers on
multidisciplinary collaboration in fall prevention especiallywith pharmacists.

Methods

Study design and setting

A qualitative study using online focus groups was conducted in three
groups of health care providers: practice nurses, home care nurses, and
physiotherapists. In the Netherlands, these providers have an essential
role in fall prevention. In the Netherlands, most GPs have a practice nurse
in their GP office. The practice nurseworks together with the GP but has in-
dependent tasks and responsibilities. Practice nurses are the executives of
fall prevention services in the general practices, due to limited time of
GPs.21 They have a role in fall risk screening and assessment and coordina-
tion of care. Home care nurses provide care at home to patients and there-
fore have a role in monitoring, reporting falls to physicians, and screening
and assessing fall risk. Physiotherapists, specialized in geriatrics, are able
to perform complete fall risk assessments, often visit patients at home,
and provide exercise programmes.

All data were collected between March and June 2021.

Participants

Health care providers were approached by posting invitations on
LinkedIn pages, and by e-mailing national and regional health care organi-
sations and cooperations (Supporting Information Appendix S1). Health
care providers of the following disciplines were included: practice nurses,
home care nurses, and physiotherapists. Two focus groups were performed
with participants of each discipline. Health care providers of different disci-
plines were not mixed to prevent dominance of disciplines due to potential
social hierarchic influences. Because it was expected that findings would
overlap between disciplines, for each discipline data saturation was deter-
mined after the second focus group. Saturation was based on the lack of
new themes in the second focus group. Saturation was also based on over-
lapping themes between the focus groups with different disciplines.

Data collection

Prior to the focus groups background information of the participants was
obtained (Supporting Information Appendix S2). The focus groups were held
in an online setting: ZOOM. There were 5 to 9 participants per session. The
duration of each session was 1.5 h. The focus groups were chaired by the
main researcher (MG), a community pharmacist with previous experience
in conducting focus groups. A second researcher (EK) was present at each
focus group to stimulate group discussion occasionally and to take field
notes. All focus groups were audio-taped and transcribed verbatim. The tran-
scription was manually completed by MG and quality checked by EK. Partic-
ipants received a summary of the transcript of the focus group for correction,
and were asked to return comments within a week.

A topic list was made to guide the focus groups (Table 1). The semi-
structured questions of the topic list were based on the capability opportu-
nity motivation - behaviour (COM-B) model and theoretical domains
2

framework (TDF). The topics of the questions were also based on findings
of a previous study of the research team, investigating pharmacists' percep-
tions on providing fall prevention. Main finding of this study was that phar-
macists wished collaboration would be improved, including clarification of
roles (e.g., for screening and referral).11 The interview guide was evaluated
after the first focus group to make small adjustments in case data collection
would benefit from this.

The COM-B model describes that behavioural changes, needed for the
implementation of services, could be categorized in persons' capability, op-
portunity and motivation, and has been widely used in implementation
science.22 To define the content of the COM-B components, domains of
the TDF were mapped to the COM-B model as has been recommended pre-
viously. The TDF contains 14 domains that are important to achieve behav-
iour change of health care providers. These domains were used as input for
questions related to each domain of the COM-B model.23,24

Data analysis

Focus group transcripts were imported in NVivo version 12 software.
Two researchers (MG andEK) independently coded all transcripts. Any cod-
ing discrepancies were discussed with MB to reach consensus. A mix of in-
ductive and deductive coding was used. Inductive coding was used, based
on the domains of the COM-B model and TDF, and the related topics from
the topic list (Table 1). Subtopics that could be related to the theoretical
frameworks were derived during the coding process. Therefore, additional
codes were deductively identified and added. Health care providers' capa-
bilities, opportunities, and motivations for multidisciplinary collaboration
in fall prevention were qualitatively described: overlapping findings were
summarized, incongruent opinions were highlighted, and the framework
domains were illustrated by quotations.

Ethics and privacy

The study was approved by the institutional review board of the Divi-
sion of Pharmacoepidemiology and Clinical Pharmacology, Department of
Pharmaceutical Sciences, Utrecht University. Results were reported accord-
ing to the COnsolidated criteria for REporting Qualitative research
(COREQ) guidelines (Supporting Information Appendix S3).25 Participants'
anonymitywas ensured by replacing their names by a study code in all data.

Results

Six focus groupswere heldwith 46 participants (17 physiotherapists, 14
home care nurses, 16 practice nurses; Table 2). Each focus group included
five to nine participants. No new themes emerged in the second focus
group of each discipline, therefore it was discussed that data saturation
was reached for each discipline after the second focus group.

Fig. 1 presents an overview of the identified main topics according to
the COM-B model. Table 1 shows the relation between the main topics
and the two applied theoretical frameworks TDF and the COM-B. In
Table 3, participants' quotations are related to the COM-Bmodel and topics.

Capability

Theme: Identification of FRIDs (TDF: knowledge)
Home care nurses, practice nurses and physiotherapistsmostly ask their

patients about FRID use in an unstructured way. Most participants, how-
ever, felt they had insufficient knowledge about FRIDs. For example, a
home care nurse stated that her colleagues were not able to identify fall-
related side effects of drugs. Only one home care nurse mentioned to dis-
cuss the necessity of patients' medication every threemonths with the prac-
tice nurse. Practice nurses generally reported to have more attention for
other fall risk increasing factors than medication use, but some mentioned
they tried to avoid strict blood pressure control in older patients or they
mentioned to warn patients for dehydration symptoms at hot days. Physio-
therapists reported to have basic knowledge on medication and could



Table 1
Design of topic list to guide the focus groups, based on the theoretical domains framework (TDF) and capability opportunity motivation – behaviour (COM-B) model.

Questions of topic list mapped to COM-B and TDF

COM-B Topics Example of questions TDF

Capability Identification of use of
FRIDs

Do you recognize medication as risk factor for falls? Knowledge

Communication What is your experience with communication with pharmacists? Cognitive and interpersonal skills
Screening patients at fall
risk

What do you do when you presume a patient's medication use is a risk factor for falling? Memory, attention and decision
processes

Initiating collaboration What could you do to improve fall prevention collaboration with pharmacists? Behavioural regulation
Opportunity Collaboration experiences How is your position related to the pharmacist's position and what is the impact of this on the

collaboration?
Social influences

Agreements/Coordination What kind of agreements support the collaboration in medication-related fall prevention? Environmental context and
resources

Motivation Role (un)clarity What role should pharmacists have in a multidisciplinary fall prevention collaboration? Social/Professional Role and
Identity

Potential results What tasks could pharmacists perform in a multidisciplinary fall prevention collaboration? Beliefs about capabilities
Potential results Are there any emotional factors influencing you to collaborate with pharmacists (e.g., stress)? Emotion
Potential results When would you refer a patient to the pharmacist to prevent falls? Intentions
Potential results What goals would you like to be defined in a multidisciplinary fall prevention collaboration? Goals
Expectations What difference do you think it makes when pharmacists are involved in fall prevention? Beliefs about consequences
Expectations Do you think financial compensation is needed for multidisciplinary fall prevention collaboration? Reinforcement
Expectations How much confidence do you have in collaboration with pharmacists to prevent falls? Optimism
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identify some FRIDs, but they realised they had insufficient expertise. As an
example, physiotherapists reported that they often do not take any action
after the identification of FRIDs.

Theme: Screening patients at fall risk (TDF: memory, attention and decision pro-
cesses)

As home care nurses visit patients at home, they see how patients per-
form their daily activities, and communicate with relatives. They also
have basic knowledge about risk factors for falling, therefore theywere con-
sidered to be in the best position to identify patients with increased fall risk.
Because physiotherapists have expertise on identification of mobility prob-
lems, participants thought they can identify patients at risk of falling. How-
ever, it was reported that their role in early signalling is limited, because
most patients are referred to them by other health care providers. For
early identification all health care providers have opportunities, particu-
larly nurses and GPs, but potentially also community pharmacists. Practice
nurses mentioned about themselves that they have more time than GPs for
fall prevention and hence have more opportunities to signal fall risk. Home
care nurses and practice nurses also mentioned to collaborate extensively
with each other to assess fall risk.

Theme: Initiating collaboration (TDF: behavioural regulation)
Physiotherapists, practice nurses and home care nurses reported that

multidisciplinary collaboration to prevent falls is common practice. Partic-
ularly, they collaborate with each other, GPs, and occupational therapists.
Other disciplines, as dieticians and elderly care physicians, were also men-
tioned. Practice nurses mentioned that their time and activities for fall pre-
vention partly depend on the focus of the GP.

All participants reported that when they question drug safety in pa-
tients, they generally contact the GP. Most physiotherapists mentioned
that they have never collaborated with pharmacists. The extent to which
home care nurses collaborate with pharmacists varied. With regard to fall
prevention, however, home care nurses did not mention collaboration
with the pharmacist. Practice nurses reportedmore extensive collaboration
Table 2
Focus group participants' background characteristics.

Discipline/Group Physiot
N = 17

Age in years (median [Q1 – Q3]) 40.0 (31
Female gender (N, %) 13 (76.5
Years of work experience (median [Q1 – Q3]) 15.0 (9.
Recent collaboration in fall prevention with pharmacists (N, %) 2 (11.8%

3

with pharmacists, seven of them reported recent contact with the pharma-
cist about fall prevention.

Theme: Communication (TDF: cognitive and interpersonal skills)
Frequent communication was seen as most important to achieve multi-

disciplinary collaboration. However, physiotherapists reported they barely
communicate with pharmacists. One physiotherapist indicated a need for
clearer agreements about the manner of communication with pharmacists.

Communication experiences with pharmacists among home care nurses
and practice nurses varied, and some mentioned to experience difficulties.
For example, it was mentioned that pharmacists are often unable to solve
drug-related issues and refer home care nurses to the general practice. All
home care nurses, with exception to one, mentioned that community phar-
macists do not warn themwhen a new FRID is prescribed. They hoped that
pharmacists would start informing them about this, because this would aid
them to detect drug-related problems. One practice nursewas very satisfied
with how pharmacists communicated issues of patients with her.

Furthermore, a few physiotherapists suggested that increased interpro-
fessional education would result in more collaboration in practice. Nurses
mentioned they would like to be educated by pharmacists about FRIDs.

Opportunity

Theme: Agreements (TDF: environmental context and resources)
Participants mentioned fall prevention is generally regionally orga-

nized. One physiotherapist mentioned that national or regional agreements
on collaboration in fall prevention, would facilitate implementation of fall
prevention. Participants often already participated in multidisciplinary
meetings to discuss patient cases. Pharmacists, however, were often not in-
volved in these multidisciplinary meetings. On the other hand, practice
nurses mentioned to have recurring multidisciplinary meetings with phar-
macists on other topics e.g., to discuss medication reviews, but they did
not specifically focus on fall prevention during these meetings.
herapists Home care nurses
N = 14

Practice nurses
N = 15

.5–53.0) 41.0 (27.0–49.8) 50.0 (33.0–54.0)
%) 14 (100%) 15 (100%)
5–30.0) 17.0 (5.0–21.3) 22.0 (10.0–33.0)
) 1 (7.1%) 7 (46.7%)



Fig. 1. An overview of how the topics of the focus groups are categorized into the domains of the capability opportunity motivation – behaviour (COM-B) model.
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Theme: Coordination (TDF: environmental context and resources)
Participants mentioned that coordination is often lacking in fall preven-

tion. Interestingly, sometimes physiotherapists or home care nurses infor-
mally took on a coordinating role. However, most of them believed this
role should be assigned to the general practice as the general practice has
the most collaboration partners and has the ability to refer patients. In ac-
cordance, practice nurses felt they were often the coordinator, but some re-
ported to have limited time to fulfil this task. Practice nurses stated that the
starting point is to appoint a care coordinator for each individual patient
e.g., a practice nurse, home care nurse or admiral nurse. An admiral nurse
is only involved in cases patients are suffering from dementia, and provides
clinical and emotional support to patients and their families.

Physiotherapists and home care nurses mentioned to contact general
practices when they had doubts about patients' medication use. For most
physiotherapists and home care nurses, in these particular cases, pharma-
cists' potential contribution was unclear. For example, they did not know
if GPs discussed these cases with pharmacists. In fact, physiotherapists as-
sumed they could not refer patients to pharmacists themselves.
Theme: Collaboration experiences (TDF: social influences)
Physiotherapists mentioned they collaborated with many disciplines,

but only a fewmentioned collaboration with pharmacists. Physiotherapists
who had collaborated with pharmacists generally appreciated this. Home
care nurses more frequently collaborated with pharmacists, but seldomly
discussed fall-related medication problems with pharmacists. Some nurses
had positive experienceswith pharmacists, whilst others had not. For exam-
ple, a few nurses experienced that for pharmacists, with whom they have
collaborated, it is a trigger to collaborate when money can be earned, and
they did not understand that pharmacists were more driven by financial
purposes than the intrinsic motivation to provide good care. Some practice
nurses indicated that collaborationwith pharmacists has improved over the
years.
4

Participants primarily discussed issues with regard to pharmacotherapy
with GPs. One physiotherapist mentioned she was reluctant to approach
GPs about medication-related issues, as she assumed GPs might think that
pharmacotherapy would be none of her business.

Motivation

Theme: Role (un)clarity (TDF: social/professional role and identity)
All physiotherapists, practice nurses and home care nurses were of the

opinion that they had a role in fall prevention. Physiotherapists believed
to have an essential role in the assessment of mobility problems regarding
fall risk. Nurses reported to have a role in patients' complete fall risk assess-
ment.

Nurses especially saw a role for pharmacists in signalling of medication-
related problems and education of patients about fall-related side effects.
Some home care nurses thought pharmacists could have an essential role
in reviewing medication. Some practice nurses reported to conduct such
medication reviews with pharmacists. Participants, however, were of the
opinion that geriatricians have better understanding of FRID deprescribing
than GPs and pharmacists. Some home care nurses mentioned that the role
division regarding medication-related issues between general practitioners
and pharmacists was unclear to them.

The role of pharmacists was mostly unclear to physiotherapists. Most
physiotherapists did not know whether and how frequently pharmacists
performed medication reviews, how frequently pharmacists collaborate
with GPs, and how collaboration between pharmacists and GPs looks like.

Theme: Potential results (TDF: beliefs about consequences)
With regard to medication use in older patients, physiotherapists

thought patients often benefit from deprescribing. However, in their opin-
ion, both pharmacists and GPs don't pay enough attention to this. Home
care nurses agreed that coordination of deprescribing is often lacking, and
believed this needs more attention from pharmacists. They believed



Table 3
Health care providers' quotes that describe their perspectives on multidisciplinary collaboration to prevent medication-related falls, linked to the topics and the domains of
the capability opportunity motivation – behaviour (COM-B) model.

COM-B Topic Perspective

Capability Identification of use of
FRIDs

“In my opinion, FRID identification stops after the observation. I mean, I know that certain medication increases fall risk, but when do I need to take
action on this? […] I think physiotherapists need more guidance on this.”
Physiotherapist 5, 27-year-old man
“I notice colleagues have a lack of knowledge: what are the medicines that increase fall risk? Is it a diuretic, or the opiates, or an antihypertensive?
Which one increases fall risk and which combination?”
Home care nurse 6, 34-year-old woman
“When patients report a fall, we always try to find out whether something has recently changed that causes their falls, and this could sometimes also be
a tablet that just has been started or stopped.”
Practice nurse 7, 33-year-old woman

Screening patients at fall
risk

“When I think someone has an increased fall risk, I report this to the practice nurse, but maybe it would be smart to approach the pharmacy directly.
However, I think for everyone it is unknown which route you should take.”
Physiotherapist 3, 33-year-old woman
“With regard to screening, I think the difference is that we see people in their own situation. A physiotherapist sees them and trains them, but often in
an exercise room, and not often at home. And we also see patients in all kinds of actions, while a physiotherapist is focused on a training. Hence, I think
we have a wider picture of patients' fall risks.”
Home care nurse 14, 53-year-old woman
“I think the GP primarily investigates the problems of patients. There is a problem and for that reason he sees a patient. As practice nurses, we often visit
patients at home and we are more proactive. We examine them for other diseases, such as diabetes or something else, and because we have a wider
picture, we also screen for falls.”
Practice nurse 8, 50-year-old woman

Initiating collaboration “I think it is most important that you have a conversation with the local pharmacy, or the local GP, because otherwise you may be guided by own
assumptions. While, a GP may welcome direct contact between physiotherapist and pharmacy, because it could relieve him.”
Physiotherapist 5, 27-year-old man
“I have the impression that pharmacists work, more or less, as a soloist. Recently, we had a pharmacist replacement in the region. We, hence, hope it
will improve now. The previous pharmacist stated very clear: ‘this is my piece of work, and what I want to do.’ He did not want to go along with all
other changes. He thought that was out of his scope. We hope it is going to improve now.”
Home care nurse 2, 49-year-old woman
“I learn about elderly care that you need to be alert when patients are using more than five kinds of drugs, and that you should examine what can be
deprescribed. In my experience, the physicians respond to this: ‘well, it is going fine’. […] And I am sometimes so tired of this. I think why do we have
such agreements, but are GPs experiencing difficulties with this.”
Practice nurse 1, 65-year-old woman
“When I think about a multidisciplinary collaboration, then I do think about pharmacists, but to date I did not collaborate with them.”
Physiotherapist 12, 28-year-old woman

Communication “Maybe, when one experiences more communication during education, this will lead to more results in the work field.”
Physiotherapist 9, 44-year-old man
“The communication lines with the pharmacist are very short, as well as the communication lines between the pharmacist and GP. The GP and
pharmacists annually perform a medication check. And when I have doubts, I ask the pharmacist: ‘could you check this for me?’ and the day after, I got
a message in return: ‘yes, we checked it’, and, ‘it is fine as it is’, or, ‘we need to change something’.”
Home care nurse 14, 53-year-old woman
“Pharmacists know where to find me when they have questions about patients – then, we have very short lines. It is going well, but you need to go after
it actively. It is not coming spontaneously from all other pharmacies, with exception to the two with who we collaborate very well.”
Practice nurse 12, 57-year-old woman

Opportunity Agreements “In the past I participated in a multidisciplinary project to get everyone together, a dietician, a GP, a practice nurse, and a pharmacist. And you notice,
that when you don't make agreements anymore, it bogs down. And you lose contact with another.”
Physiotherapist 17, 40-year-old woman
“I work in a city with on estimation fifteen different pharmacies in the city, and of them we have most extensive collaboration with one pharmacy, and
this pharmacist is always present in our multidisciplinary team meetings. And even when we discuss a patient of another pharmacy, he still advices and
we listen to his recommendations. This is a collaboration agreement in the city.”
Practice nurse 6, 31-year-old woman

Coordination “I think there is limited coordination of medication use; it is neither coordinated by GPs nor by pharmacists […]. And collaboration, which includes
much more than medication, is a search in primary care.”
Physiotherapist 11, 50-year-old man
“I notice collaboration with pharmacists generally works well, but not in the field of fall prevention. And when we notice medication-related problems,
we prefer to discuss this with the GP.”
Home care nurse 11, 52-year-old woman
“The GP should also know, then, that physiotherapists directly contact the pharmacy. This may be clarified by making agreements about when
physiotherapists can call pharmacists, for example, in case of certain complaints. Probably, there are GPs who like that.”
Physiotherapist 8, 37-year-old woman

Collaboration experiences:
positive

“Once we were able to organize a multidisciplinary team meeting, and back then it was very useful. It helps to understand who is doing what, and to
create same mindsets.”
Physiotherapist 16, 56-year-old woman
“My experience with the pharmacist there was directly, at start, very good. She approached me herself when I was working there for three months to
have an introductory meeting. She is therefore easily accessible in case of issues.”
Home care nurse 11, 52-year-old woman
“In our health care centre works a pharmacist who is also doing: ‘less is more’; he tries to deprescribe as much as possible. Thus, with this pharmacist I
sometimes have interesting discussions.”
Physiotherapist 5, 27-year-old man

Collaboration experiences:
negative

“I got this feeling that pharmacists are available when they can earn money, but otherwise, you don't hear from them.”
Home care nurse 3, 27-year-old woman
“In my experience, pharmacists are doing many things out of own initiative, which is fine, but they now and then forget to include the general
practitioner in the process.”
Practice nurse 9, 33-year-old woman
“Previously, I have worked for ten years at a different place. The collaboration with the pharmacists was much warmer back then. It just all went

(continued on next page)
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Table 3 (continued)

COM-B Topic Perspective

easier. You asked something or you discussed a plan with each other, and it was done. But when you need to wrestle with the pharmacy to accomplish
thing, it is not fun.”
Practice nurse 11, 52-year-old woman
“We have a big network, including GPs, home care, and other disciplines. But indeed, we don't have professional contacts with pharmacists. However,
to me, medication is an important point of attention.”
Physiotherapist 11, 50-year-old man
“In the past I collaborated with pharmacists, multidisciplinary, and we investigated if we could start the collaboration again, but in my experience, it
always dilutes… it is difficult to find each other.”
Physiotherapist 17, 40-year-old woman

Motivation Role (un)clarity “Maybe it is on our end, that we do not know well for what things we should contact the pharmacy. Everything concerning medication goes through the
GP. The GP has the ultimate responsibility. Possibly, when we would know better for what things we can approach the pharmacy, this would improve
our collaboration.”
Home care nurse 2, 49-year-old woman
“In particular, I think it is a task of the pharmacist that he screens when someone is using many medications, are those all still necessary? And then
discuss this with the physician.”
Home care nurse 11, 52-year-old woman
“I think it is important to be clear on who is doing what, and who is making decisions about what. The physician is prescribing and not the pharmacist,
he is just delivering prescriptions.”
Practice nurse 5, 54-year-old woman
“When I look at our medication reviews, the pharmacist has sufficient knowledge about medication, and we see the patient frequently and have the
latest labs. So together, in case someone falls or has hypotension, I can imagine there is a role for the pharmacist in fall prevention.”
Practice nurse 4, 47-year-old woman
“Yes, in my view, the role of pharmacists is still pretty unclear, or actually not unclear, it is invisible.”
Physiotherapist 13, 55-year-old man

Potential results: positive “I would appreciate it if pharmacists would inform us about when a patient is using FRIDs, or when a patient starts using a FRID. […] Then I could
adapt my care plan, and evaluate this medication use.”
Home care nurse 2, 49-year-old woman
“I worked in an intramural setting and there, when the elderly care physician became involved, then many drugs were deprescribed. And, as a
consequence, often people flourished afterwards.”
Physiotherapist 7, 44-year-old woman
“I think for pharmacists it is very important that they review which medications someone is using. […] There is no-one who has the total overview of
these medications. […] I think more attention could be spent on this.”
Home care nurse 13, 40-year-old woman

Potential results: negative “I don't know what the value is of us approaching pharmacists directly. Because I still have this feeling that GPs control the medication use.”
Physiotherapist 2, 29-year-old woman
“I think, how difficult is it for the pharmacist to concretize whether patients may fall because of their medication, especially when they are using it for
long term.”
Practice nurse 1, 65-year-old woman

Expectations: informing
patients

“In particular, I would like to see improvements with regard to pharmacists' involvement in fall prevention, and them informing patients. And that
pharmacists feel and take responsibility.”
Home care nurse 13, 40-year-old woman
“There are also many older patients who come and move outside, and fall with the bike or whatever. I think there are gains to be made here, thus that
pharmacies name side effects and warn patients more often about this, and not only about whether or not to drive.”
Practice nurse 15, 32-year-old woman

Expectations:
deprescribing

“I often notice patients visiting the GPs again and again, and every time they are prescribed another medicine. I think, if there was collaboration with
pharmacists, there could be an extra screening on this. […] In my opinion: ‘less is more’. There are major gains to be gained there, I hope.”
Physiotherapist 7, 44-year-old woman
“Fall prevention is, of course, a multifactorial problem and I think you can see it in two ways. By this I mean, as someone who is doing the overarching
analysis, and as someone who can zoom into one or a few risk factors. And when I think about the last one, then I think the pharmacist is the right
person to conduct medication reviews, in order to reduce fall risk-increasing drug use.”
Physiotherapist 5, 27-year-old man
“I believe the recommendation is that people who are using medicines for osteoporosis for over five years, they can stop using it. And sometimes I see
patients who are using it for ten years. […] I think why did no one react on this. I suppose that a pharmacist sees this prescription come by every time.”
Practice nurse 1, 65-year-old woman

Expectations:
collaboration

“I think it is good if pharmacists would educate home care nurses about medication. And, also, educate patients in a plain way. Not only by the use of a
written patient information leaflet, but by explaining the medication risks clearly to patients.”
Home care nurse 9, 54-year-old woman
“In my experience, which is also my conviction, it is not achievable to organize such meetings. […] The agendas don't permit it and the financiering is
not arranged in primary care. This is much more a barrier in secondary care than in primary care. Privacy law hinders immensely.”
Physiotherapist 11, 50-year-old man
“Collaboration with other parties is far more accessible, we have visited each other much more often. Possibly, this is because we need each other more
often. I certainly think the pharmacist could get a position in this.”
Home care nurse 3, 27-year-old woman

Abbreviations: GP, general practitioner.
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necessity of medication should be checked periodically in older adults.
Practice nurses indicated that such medication reviews were periodically
performed, but also underlined that GPs had ultimate prescribing responsi-
bility and pharmacists were dependent on them.

Nurses believed that involving pharmacists in fall prevention primarily
could contribute to patients' awareness of fall-related drug side effects.
Apart from that, home care nurses specifically would appreciate to be in-
formed by pharmacists about start and adaption of medications.
6

Theme: Expectations (TDF: optimism)
Medication was seen as an important risk factor for falls, and therefore,

participants agreed pharmacists have potential to contribute to fall
prevention.

Physiotherapists did not know what they could expect from pharma-
cists, and how the relationship between pharmacists and GPs looks like.
One physiotherapist mentioned that she expected collaboration between
GPs and pharmacists could be improved. Physiotherapists were open for
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collaboration with pharmacists, however, generally believed structural
multidisciplinary team meetings with pharmacists would not be feasible.

Since most nurses already collaborated with pharmacists, generally,
they had more expectations from pharmacists. Still, they believed collabo-
ration with pharmacists could be improved. Additionally, they believed
pharmacists could be more involved in fall prevention, for example, by ed-
ucating patients about their medication.

Discussion

Dutch physiotherapists, home care and practice nurses frequently col-
laborate with one another to prevent falls, although agreements about
roles and responsibilities, in particular with pharmacists, are often lacking.
Therefore, clear coordination in fall prevention is often lacking. Medication
use receives limited attention as risk factor for falls. Consequently, collabo-
ration with community pharmacists on fall prevention is sparse. Limited
knowledge on the potential contribution of pharmacists and lack of struc-
tural meetings with pharmacists are important reasons for this. Despite
this, all participating primary care providers were open to more collabora-
tion with community pharmacists to prevent medication-related falls. They
believed this collaboration could lead to improved patient outcomes.

Previous identified reasons for limited collaboration among primary
care providers, excluding pharmacists (e.g., general practitioners, nurses,
geriatricians, physiotherapists and occupational therapists), in fall preven-
tion were role unclarity and limited communication.3,26 In our study, we
found that primary care providers also had limited collaboration with phar-
macists and similar reasons were identified. Poor multidisciplinary collabo-
ration in fall prevention results in fragmented care.3,26

Primary care providers valued collaboration in general and, hence, also
hoped that the collaboration with pharmacists in fall prevention would im-
prove. Physiotherapists, home care and practice nurses already collabo-
rated with one another in fall prevention, except with pharmacists.
Participating primary care providers mentioned they lacked knowledge
on when collaboration or referral to community pharmacists was benefi-
cial. Previous studies showed that by enhancing the knowledge of one
another's skills and tasks, relationships between community pharmacists
and general practitioners could be improved, e.g. by interprofessional
education.27,28

Previous studies investigating multidisciplinary collaboration, empha-
sized the importance of communication and coordination of care, e.g. by
a coordinator or by use of rules and protocols.27,29 Participating primary
care providers in our study underlined the relevance of communication
and well-coordinated fall prevention care as well. Participants mentioned
that their degree of communicationwith primary care providers was depen-
dent on the collaboration partner and ranged from limited to extensive.
Communicationwith community pharmacists was, in particular, often lack-
ing. Likewise, participants reported limited attention for patients' medica-
tion use, potentially resulting in unnecessary high exposition to FRIDs by
the older population at fall risk.

The value ofmultidisciplinary collaboration in fall prevention has previ-
ously been expressed by various health care providers, such as GPs, nurses,
occupational therapists and physiotherapists.3,26,30,31 However, perspec-
tives on the role of community pharmacists in such collaborations had
not been studied yet. In our study, participants expressed their motivation
to collaborate with other primary care providers, including pharmacists,
to provide fall prevention care. However, collaboration with pharmacists
in fall prevention was very limited. Their current reluctance to collaborate
with pharmacists seemed to be especially related to unclarity of pharma-
cists' role in fall prevention. In accordance with previous studies, partici-
pants reported that better understanding of one another's role was needed
to improve the collaboration and communication.27,32,33

Participants expected community pharmacists may contribute to fall
prevention by screening for patients at fall risk, performing medication re-
views, deprescribing, and patient education on fall-related drug side effects.
Altogether, they predicted that this contribution of pharmacists would lead
to safer use of FRIDs in patients at fall risk. Studies have shown positive
7

contributions of involving pharmacists in a range of settings.34 For exam-
ple, physician-pharmacist collaboration has shown to improve blood pres-
sure control and diabetes control.35–37 In other settings, including fall
prevention, enhanced multidisciplinary collaboration may have similar
positive effects on patient outcomes. Yet, the effectiveness ofmultidisciplin-
ary collaboration on improving patient outcomes is mostly unclear.

With regard to medication-related fall prevention, participants thought
patients would benefit from deprescribing. Some thought community phar-
macists could take more responsibility to check rationales for prescribed
FRID combinations. Likewise, community pharmacists previously men-
tioned to be less involved than they wished in fall prevention. They partic-
ularly emphasized the need of GPs’ co-operation with regard to
deprescribing.11 However, GPs may be reluctant to deprescribe FRIDs.
Deprescribing is often seen as a time-consuming intervention, as it requires
involvement of patients, and, moreover, prescribers may be concerned
about consequences of deprescribing.11,38

Strengths and limitations

The major strength of this study was the parallel inclusion of three dif-
ferent health disciplines in focus group sessions. This enabled us to distinct
viewpoints that were specific for disciplines from viewpoints thatwere sim-
ilar for all disciplines. Furthermore, the focus group design allowed partic-
ipants to share experiences and react on each other; this supported the
identification of overlapping and distinct perspectives. We also achieved
sufficient participant rates in the focus group sessions. However, a limita-
tion was that perspectives of some collaboration partners in fall prevention
were not studied, including GPs, occupational therapists, and dieticians.
Since we found some overlap of perspectives among the three included dis-
ciplines, these perspectives are possibly also transferable to other primary
care providers. The findings of this study are applicable to Dutch health
care, but the findings are possibly also transferable to settings of pharmacy
practice in other high income countries.39

Another strengthwas the application of the theoretical frameworks dur-
ing the study design and analysis. By support of the COM-B model and the
TDF, themajor needs could be identified to increase primary care providers
capability, opportunity, and motivation to collaborate in medication-
related fall prevention.22–24

A limitation of this study was that the focus group sessions were hosted
by a community pharmacist (MG) and data analysis was also completed by
a community pharmacist. Since participants knew that the host was a com-
munity pharmacist, they might have been reluctant with sharing their neg-
ative experiences related to collaboration with community pharmacies.
Despite this, as negative experiences of collaboration with pharmacists
were shared bymany participants, this did not seem to affect data collection
much.

Another limitation was the use of LinkedIn and regional networks to re-
cruit participants. The use of Zoom could also prevented potential candi-
dates for joining e.g., people without stable internet connections or
computers. Despite that this might have influenced the transparency of
our results, we managed to include participants from different areas, rural
and urban, and from diverse age categories.

Implications

First, coordination of fall prevention should be enhanced e.g., by con-
cluding agreements among all relevant primary care providers, stimulating
the clarification of the role of each provider including the pharmacist. For
example, fall prevention guidelines for health care providers including
pharmacists are available in the United States, but lacking in many other
countries.5 Second, by payingmore attention to interprofessional education
the communication among primary care providers, including community
pharmacists, could be improved.40,41 At last, community pharmacists
have to be their own advocate by their contributions in fall prevention
e.g., by screening for fall risk atmedication reviews and subsequent referral
or deprescribing.
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Conclusions

Primary care providers are motivated and feel capable to collaborate
with one another, including community pharmacists, to prevent falls. Cur-
rently, coordination of fall prevention care, andmedication-related fall pre-
vention in particular, is lacking. Formulation of agreements with one
another, including community pharmacists, could support role clarifica-
tion, communication, and, thus, coordination of medication-related fall
prevention.

Funding

This research was funded by the Royal Dutch Pharmacists Association
(Koninklijke Nederlandse Maatschappij ter bevordering der Pharmacie,
KNMP) (grant number: PR18_0104).

Data statement

Author elects to not share data due to privacy/ethical restrictions.

CRediT authorship contribution statement

Marle Gemmeke: Conceptualization, Investigation, Data curation,
Writing – original draft.Katja Taxis: Conceptualization, Supervision, Writ-
ing – review & editing.Marcel L. Bouvy: Conceptualization, Supervision,
Writing – review & editing. Ellen S. Koster: Conceptualization, Investiga-
tion, Supervision, Writing – review & editing.

Declaration of Competing Interest

The authors declare that they have no known competing financial inter-
ests or personal relationships that could have appeared to influence the
work reported in this paper.

Acknowledgements

We would like to thank all primary care providers who participated in
this study for their valuable insights.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://doi.
org/10.1016/j.rcsop.2022.100149.

References

1. Gillespie LD, RobertsonMC, GillespieWJ, et al. Interventions for preventing falls in older
people living in the community. Cochrane Database Syst Rev 2012(9), CD007146.
https://doi.org/10.1002/14651858.CD007146.pub3.

2. Hopewell S, Adedire O, Copsey BJ, et al. Multifactorial and multiple component inter-
ventions for preventing falls in older people living in the community. Cochrane Database
Syst Rev 2018(7). https://doi.org/10.1002/14651858.CD012221.pub2.

3. van Rhyn B, Barwick A. Health Practitioners’ perceptions of falls and fall prevention in
older people: a Metasynthesis. Qual Health Res 2019;29(1):69–79. https://doi.org/10.
1177/1049732318805753.

4. Perell KL, Manzano MLP, Weaver R, et al. Outcomes of a consult fall prevention screen-
ing clinic. Am J Phys Med Rehabil 2006;85(11):882–888. https://doi.org/10.1097/01.
phm.0000233209.49518.46.

5. Karani MV, Haddad Y, Lee R. The role of pharmacists in preventing falls among
America’s older adults. Front. Public Health 2016;4. https://doi.org/10.3389/fpubh.
2016.00250.

6. Farrell B, Ward N, Dore N, Russell G, Geneau R, Evans S. Working in interprofessional
primary health care teams: what do pharmacists do? Res Soc Adm Pharm 2013;9(3):
288–301. https://doi.org/10.1016/j.sapharm.2012.05.005.

7. Riordan DO, Walsh KA, Galvin R, Sinnott C, Kearney PM, Byrne S. The effect
of pharmacist-led interventions in optimising prescribing in older adults in primary
care: a systematic review. SAGE Open Med 2016;4. https://doi.org/10.1177/2050312
116652568.

8. Chen Y, Zhu LL, Zhou Q. Effects of drug pharmacokinetic/pharmacodynamic properties,
characteristics of medication use, and relevant pharmacological interventions on fall risk
8

in elderly patients. Ther Clin Risk Manag 2014;10:437–448. https://doi.org/10.2147/
TCRM.S63756.

9. Wiens C. The role of the pharmacist in falls prevention in the elderly. J Informed Pharma-
cotherapy 2001;6:314–324.

10. Laliberté MC, Perreault S, Damestoy N, Lalonde L. The role of community pharmacists in
the prevention and management of osteoporosis and the risk of falls: results of a cross-
sectional study and qualitative interviews. Osteoporos Int 2013;24(6):1803–1815.
https://doi.org/10.1007/s00198-012-2171-y.

11. Gemmeke M, Koster ES, Rodijk EA, Taxis K, Bouvy ML. Community pharmacists’ percep-
tions on providing fall prevention services: a mixed-methods study. Int J Clin Pharm June
2021. https://doi.org/10.1007/s11096-021-01277-4.

12. Kozminski M, Busby R, McGivney MS, Klatt PM, Hackett SR, Merenstein JH. Pharmacist
integration into the medical home: qualitative analysis. J Am Pharm Assoc 2011;51(2):
173–183. https://doi.org/10.1331/JAPhA.2011.10188.

13. Riordan DO, Byrne S, Fleming A, Kearney PM, Galvin R, Sinnott C. GPs’ perspectives on
prescribing for older people in primary care: a qualitative study. Br J Clin Pharmacol
2017;83(7):1521–1531. https://doi.org/10.1111/bcp.13233.

14. Ruiz-Ramos J, Hernández MH, Juanes-Borrego AM, Milà R, Mangues-Bafalluy MA,
Mestres C. The impact of Pharmaceutical Care in Multidisciplinary Teams on health out-
comes: systematic review andMeta-analysis. J AmMed Dir Assoc July 2021;S1525-8610
(21), 00557. https://doi.org/10.1016/j.jamda.2021.05.038.

15. Chen Z, Ernst ME, Ardery G, Xu Y, Carter BL. Physician-pharmacist co-management and
24-hour blood pressure control. J Clin Hypertens (Greenwich) 2013;15(5):337–343.
https://doi.org/10.1111/jch.12077.

16. FarlandMZ, Byrd DC, McFarland MS, et al. Pharmacist-physician collaboration for diabe-
tes care: the diabetes initiative program. Ann Pharmacother 2013;47(6):781–789.
https://doi.org/10.1345/aph.1S079.

17. Gums TH, Carter BL, Milavetz G, et al. Physician-pharmacist collaborative management
of asthma in primary care. Pharmacotherapy 2014;34(10):1033–1042. https://doi.org/
10.1002/phar.1468.

18. Carter BL. Primary care physician-pharmacist collaborative care model: strategies for im-
plementation. Pharmacotherapy 2016;36(4):363–373. https://doi.org/10.1002/phar.
1732.

19. Halvorsen KH, Stensland P, Granas AG. A qualitative study of physicians’ and nurses’ ex-
periences of multidisciplinary collaboration with pharmacists participating at case con-
ferences. Int J Pharm Pract 2011;19(5):350–357. https://doi.org/10.1111/j.2042-
7174.2011.00129.x.

20. Zermansky AG, Alldred DP, Petty DR, et al. Clinical medication review by a pharmacist of
elderly people living in care homes–randomised controlled trial. Age Ageing 2006;35(6):
586–591. https://doi.org/10.1093/ageing/afl075.

21. Meekes WMA, Leemrijse CJ, Korevaar JC, Henquet JM, a. E, Nieuwenhuis M, van de
Goor L a. M.. Implementation and evaluation of a fall risk screening strategy among
frail older adults for the primary care setting: a study protocol. Clin Interv Aging
2020;15:1625–1636. https://doi.org/10.2147/CIA.S254864.

22. Michie S, van Stralen MM, West R. The behaviour change wheel: a new method for
characterising and designing behaviour change interventions. Implement Sci 2011;6:
42. https://doi.org/10.1186/1748-5908-6-42.

23. Cane J, O’Connor D, Michie S. Validation of the theoretical domains framework for use in
behaviour change and implementation research. Implement Sci 2012;7:37. https://doi.
org/10.1186/1748-5908-7-37.

24. Michie S, Atkins L, West R. The Behaviour Change Wheel: A Guide to Designing Interventions.
London: Silverback Publishing. 2014.

25. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care
2007;19(6):349–357. https://doi.org/10.1093/intqhc/mzm042.

26. Liddle J, Lovarini M, Clemson L, et al. Making fall prevention routine in primary care
practice: perspectives of allied health professionals. BMC Health Serv Res 2018;18(1):
598. https://doi.org/10.1186/s12913-018-3414-1.

27. Bollen A, Harrison R, Aslani P, van Haastregt JCM. Factors influencing interprofessional
collaboration between community pharmacists and general practitioners-a systematic re-
view. Health Soc Care Community 2019;27(4):e189–e212. https://doi.org/10.1111/hsc.
12705.

28. Weissenborn M, Haefeli WE, Peters-Klimm F, Seidling HM. Interprofessional communica-
tion between community pharmacists and general practitioners: a qualitative study. Int J
Clin Pharm 2017;39(3):495–506. https://doi.org/10.1007/s11096-017-0450-6.

29. Saint-Pierre C, Herskovic V, Sepúlveda M. Multidisciplinary collaboration in primary
care: a systematic review. Fam Pract 2018;35(2):132–141. https://doi.org/10.1093/
fampra/cmx085.

30. Kielich K, Mackenzie L, Lovarini M, Clemson L. Urban Australian general practitioners’
perceptions of falls risk screening, falls risk assessment, and referral practices for falls pre-
vention: an exploratory cross-sectional survey study. Aust Health Rev 2017;41(1):111–
119. https://doi.org/10.1071/AH15152.

31. Dykeman CS, Markle-Reid MF, Boratto LJ, et al. Community service provider perceptions
of implementing older adult fall prevention in Ontario, Canada: a qualitative study. BMC
Geriatr 2018;18(1):34. https://doi.org/10.1186/s12877-018-0725-3.

32. Seaton J, Jones A, Johnston C, Francis K. Allied health professionals’ perceptions of inter-
professional collaboration in primary health care: an integrative review. J Interprof Care
2021;35(2):217–228. https://doi.org/10.1080/13561820.2020.1732311.

33. Sangaleti C, Schveitzer MC, Peduzzi M, Zoboli ELCP, Soares CB. Experiences and shared
meaning of teamwork and interprofessional collaboration among health care profes-
sionals in primary health care settings: a systematic review. JBI Database System Rev Im-
plement Rep 2017;15(11):2723–2788. https://doi.org/10.11124/JBISRIR-2016-
003016.

34. Reeves S, Pelone F, Harrison R, Goldman J, Zwarenstein M. Interprofessional collabora-
tion to improve professional practice and healthcare outcomes. Cochrane Database Syst
Rev 2017;6, CD000072. https://doi.org/10.1002/14651858.CD000072.pub3.

https://doi.org/10.1016/j.rcsop.2022.100149
https://doi.org/10.1016/j.rcsop.2022.100149
https://doi.org/10.1002/14651858.CD007146.pub3
https://doi.org/10.1002/14651858.CD012221.pub2
https://doi.org/10.1177/1049732318805753
https://doi.org/10.1177/1049732318805753
https://doi.org/10.1097/01.phm.0000233209.49518.46
https://doi.org/10.1097/01.phm.0000233209.49518.46
https://doi.org/10.3389/fpubh.2016.00250
https://doi.org/10.3389/fpubh.2016.00250
https://doi.org/10.1016/j.sapharm.2012.05.005
https://doi.org/10.1177/2050312116652568
https://doi.org/10.1177/2050312116652568
https://doi.org/10.2147/TCRM.S63756
https://doi.org/10.2147/TCRM.S63756
http://refhub.elsevier.com/S2667-2766(22)00048-8/rf0045
http://refhub.elsevier.com/S2667-2766(22)00048-8/rf0045
https://doi.org/10.1007/s00198-012-2171-y
https://doi.org/10.1007/s11096-021-01277-4
https://doi.org/10.1331/JAPhA.2011.10188
https://doi.org/10.1111/bcp.13233
https://doi.org/10.1016/j.jamda.2021.05.038
https://doi.org/10.1111/jch.12077
https://doi.org/10.1345/aph.1S079
https://doi.org/10.1002/phar.1468
https://doi.org/10.1002/phar.1468
https://doi.org/10.1002/phar.1732
https://doi.org/10.1002/phar.1732
https://doi.org/10.1111/j.2042-7174.2011.00129.x
https://doi.org/10.1111/j.2042-7174.2011.00129.x
https://doi.org/10.1093/ageing/afl075
https://doi.org/10.2147/CIA.S254864
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
http://refhub.elsevier.com/S2667-2766(22)00048-8/rf0120
http://refhub.elsevier.com/S2667-2766(22)00048-8/rf0120
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/s12913-018-3414-1
https://doi.org/10.1111/hsc.12705
https://doi.org/10.1111/hsc.12705
https://doi.org/10.1007/s11096-017-0450-6
https://doi.org/10.1093/fampra/cmx085
https://doi.org/10.1093/fampra/cmx085
https://doi.org/10.1071/AH15152
https://doi.org/10.1186/s12877-018-0725-3
https://doi.org/10.1080/13561820.2020.1732311
https://doi.org/10.11124/JBISRIR-2016-003016
https://doi.org/10.11124/JBISRIR-2016-003016
https://doi.org/10.1002/14651858.CD000072.pub3


M. Gemmeke et al. Exploratory Research in Clinical and Social Pharmacy 6 (2022) 100149
35. Hwang AY, Gums TH, Gums JG. The benefits of physician-pharmacist collaboration.
J Fam Pract 2017;66(12):E1–E8.

36. Omboni S, Tenti M, Coronetti C. Physician-pharmacist collaborative practice and tele-
health may transform hypertension management. J Hum Hypertens 2019;33(3):177–
187. https://doi.org/10.1038/s41371-018-0147-x.

37. Norton MC, Haftman ME, Buzzard LN. Impact of physician-pharmacist collaboration on
diabetes outcomes and health care use. J Am Board Fam Med 2020;33(5):745–753.
https://doi.org/10.3122/jabfm.2020.05.200044.

38. Duncan P, Cabral C, McCahon D, Guthrie B, Ridd MJ. Efficiency versus thoroughness in
medication review: a qualitative interview study in UK primary care. Br J Gen Pract
2019;69(680):e190–e198. https://doi.org/10.3399/bjgp19X701321.
9

39. Babar ZUD. Ten recommendations to improve pharmacy practice in low and middle-
income countries (LMICs). J Pharm Policy Pract 2021;14(1):6. https://doi.org/10.
1186/s40545-020-00288-2.

40. Fowler T, Garr D, Mager NDP, Stanley J. Enhancing primary care and preventive services
through Interprofessional practice and education. Isr J Health Policy Res 2020;9(1):12.
https://doi.org/10.1186/s13584-020-00371-8.

41. Taylor D, McCaffrey R, Reinoso H, et al. An interprofessional education approach to fall
prevention: preparing members of the interprofessional healthcare team to implement
STEADI into practice. Gerontol Geriatr Educ 2019;40(1):105–120. https://doi.org/10.
1080/02701960.2018.1530226.

http://refhub.elsevier.com/S2667-2766(22)00048-8/rf0175
http://refhub.elsevier.com/S2667-2766(22)00048-8/rf0175
https://doi.org/10.1038/s41371-018-0147-x
https://doi.org/10.3122/jabfm.2020.05.200044
https://doi.org/10.3399/bjgp19X701321
https://doi.org/10.1186/s40545-020-00288-2
https://doi.org/10.1186/s40545-020-00288-2
https://doi.org/10.1186/s13584-020-00371-8
https://doi.org/10.1080/02701960.2018.1530226
https://doi.org/10.1080/02701960.2018.1530226

	Perspectives of primary care providers on multidisciplinary collaboration to prevent medication-�related falls
	Introduction
	Methods
	Study design and setting
	Participants
	Data collection
	Data analysis
	Ethics and privacy

	Results
	Capability
	Theme: Identification of FRIDs (TDF: knowledge)
	Theme: Screening patients at fall risk (TDF: memory, attention and decision processes)
	Theme: Initiating collaboration (TDF: behavioural regulation)
	Theme: Communication (TDF: cognitive and interpersonal skills)

	Opportunity
	Theme: Agreements (TDF: environmental context and resources)
	Theme: Coordination (TDF: environmental context and resources)
	Theme: Collaboration experiences (TDF: social influences)

	Motivation
	Theme: Role (un)clarity (TDF: social/professional role and identity)
	Theme: Potential results (TDF: beliefs about consequences)
	Theme: Expectations (TDF: optimism)


	Discussion
	Strengths and limitations
	Implications

	Conclusions
	Funding
	Data statement
	CRediT authorship contribution statement
	Declaration of Competing Interest
	Acknowledgements
	Appendix A. Supplementary data
	References




