Supplementary Table 4: Themes, sub-themes and supporting quotes from stakeholder interviews
	Theme
	Subtheme
	Description of the subtheme
	Supporting quotes (participant details)

	Perceived ease of use
	Referrals – no problem
	Referrals from doctors to pharmacists were made easily and referrals from pharmacy to HITH were OK once systems established.
	(Doctor 4): “Easy enough to refer and the getting the results via a letter at the end of their involvement in OOMPA was good” 

	
	Time is money
	On-boarding processes could be time consuming for HITH nurses which generated nursing stress and discontentment.
Workflows required adaptation to hasten HITH visits.
	(Nurse 9): “it often just takes us too long to do this”

	
	Easy as ABC
	Some HITH staff found processes initially stressful, though they always felt well supported by pharmacists or HITH educators.
Staff confidence grew with exposure to patients and education.
	(Nurse 5): “It’s kind of taking very long because everyone was unfamiliar with the process. But then as the program progressed, I think it’s quite good now. And then even if the staff are unsure what to do…we can contact the pharmacist to ask questions.”


	
	Tech savvy versus tech luddites
	Technology literacy was a barrier for some nurses and patients alike.
	(Nurse 7): “Some of the staff members were not so tech savvy, and so it becomes a challenge”

	
	
	Complexity of “digital health” care delivery was due to the variety of phone operating systems used, the app not yet listed in app stores requiring manual download and variability in patient access to strong internet.
	(Nurse 1): “but we have had nurses, you know, been there like one and a half hours….. trying like, you know, to download this app again and again to make sure it's working.”

	
	Communication: a ticket to success  
	Both nursing and medical staff felt they needed more clinical information about the patient along the journey.
The direct and open communication line with the pharmacists was valued as a key troubleshooting resource.
	(Doctor 3): “The people involved in OOMPa were quite visible, the pharmacist and the clinicians who were doing so, so it was very easy to send a message to follow up”

	Perceived usefulness
	Quality and quantity
	Clinicians believed better quality care could be delivered with the OOMPa-C model of care.
	(Doctor 4): “I think [the program] is increasingly useful.”

	
	
	Perceived benefits for patients included: convenience of home based care, faster dose optimisation, improved medication adherence, reduced risk of complication, patient empowerment
	(Nurse 1): “it will be safer for the patients and it will be timely, efficient and also, you know, it's professional and the patient can have the right dose of, you know, more efficiently and much quicker.”

	
	What’s good for you is good for me
	Referrers were happy to be released from the task of dose optimisation.
Organisational benefits of reduced case load in clinic were noted.
	(Doctor 4): “if the patient it amenable to it and the feeling was that the patient could manage it, then it would helpful in escalating up the dose in a timely manner and preventing I guess the need for multiple clinic reviews”

	
	Little reward for effort
	There some criticisms regarding the pilot program format.
Limitations included: home visit catchment zone, some patients required minimal dose adjustments/could be managed well with traditional model, perceived as difficult for less technologically savvy patients, limited use outside of tertiary hospital liver disease population.
	(Doctor 1): “patients who are not very technologically savvy and like they’ve just got a “dumb” phone and don’t have a computer and that makes it very hard for them. And so a lot of those patients are the ones who probably would benefit most from these sorts of programs.”

	
	
	Some nurses felt the work was more centred around digital navigation than utilising their clinical care skills.
	(Nurse 9): “And we, we are not expert of the technology, we are more expert of the treatment.”

	Motivation for use

	Risk aversion
	Intention to use the program was driven by mitigating patient and professional risk
	(Doctor 3): “ I would [use the program again] because I think its by far there’s more oversight there than any other alternative we have”

	
	Enhanced clinical care
	Clinicians felt that the model could enhance clinic based care, and redirect clinic based efforts on other tasks (given limited clinic time/availability). 
Limitations mentioned for addressing for future utility included: extension to English as a second language patients and those with low/no tech literacy (despite study accommodating both)
	
(Doctor 2): “that education side of things as well is probably another really good, you know, inadvertent benefit as well because you know, when you're in clinic you have 15 minutes, you know, 12 things to talk to about, as you say, sometimes we just say, take this medication now and I don't really understand why or how long or whatever”

	Facilitating conditions
	A lesson in trust
	Clinicians perceived the technology used as trustworthy. There were no concerns about confidentiality given the data taken was not particularly sensitive, and the likelihood of harm was low.
	(Nurse 6): “It doesn’t take information from you that would be concerning to leak”.

	
	
	Clinicians trusted the pharmacists involved (though one remarked the trust was conditional on hospital trained pharmacists being involved)
	(Nurse 4): “I mean people trust the pharmacists, you know, that they can give you recommendations about the dosing.”

	
	Peer persuasion
	Clinician perceptions suggested both the remote patient monitoring and pharmacist led aspects of the program would be widely accepted by their peers, though one nurse was apprehensive.
Comfort with program was dependent on good training and tertiary hospital setting
	(Nurse 6): “quite impressed with the technology I would say, having Bluetooth monitoring or your blood pressure that automatically links to a device that keeps a log and sends it directly to you. It’s pretty impressive”

	
	Same intervention, different population
	Many clinicians suggested the model of care could be used by the organisation to improve patient care in other populations.
	(Doctor 3): “the principle’s very helpful and certainly for a variety of clinical applications I can see a future in what the team was pursuing”

	
	Awareness is key
	Limited patient numbers amongst a large HITH workforce meant limited exposure to the program.
HITH staff felt that increasing patient throughput would enhance acceptability and nurse skill set.
	(Nurse 3): “seeing patients more regularly or just more of them” [would make it easier to get experience in the program]





