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Figure S1. A schematic diagram of the design of the CEPIA trial.
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CGA: comprehensive geriatric assessment, GP: general practitioner, PCP: personalized care plan
[bookmark: _Hlk191385193]In arm 1, the CGA was performed for all patients by an RN. In arm 2, the GP was free to choose whether or not she/she performed a CGA.



Box S1. The interview guides.

a) Interview guide for Arm 1 (GPs)

Starting Question:
First of all, how many patients over 75 years old with chronic conditions do you have in your patient base? You can check your records if you'd like.
Do you remember those you have seen in the last three months as part of the CEPIA study? Could you choose one among them that we could discuss together? [Ask if they agree to pull the file to have it in front of them]
Let’s call him/her Mr./Mrs. X.

	Topics to Explore
	Starting Questions
	Probing Questions

	The patient

	Can you tell me about Mr./Mrs. X, whom you decided to include in the CEPIA study?
	- How old is Mr./Mrs. X? How does he/she live (alone/couple/family/institutionalized)?
- Is he/she autonomous? Does he/she have any assistance?
- What are his/her medical history (chronic illnesses)?
- Could you describe him/her in terms of physical, psychological, and social aspects?
- Is this patient comparable to the other patients you have included in the CEPIA study? In what way?
- What criteria did you use to decide to include Mr./Mrs. X?
- Do you have a good relationship with him/her?
- How long have you been following him/her?

	The Comprehensive Geriatric Assessment and the development of a Personalized Care Plan in collaboration with the nurse
	Can you tell me how the consultation (or visit) with Mr./Mrs. X went?

How was structured the implementation of the personalized care plan for Mr./Mrs. X?

	- How did it work in practice for Mr./Mrs. X?
- How were the discussions with the nurse conducted before the assessment? And during the assessment process? (Was it via phone contact or direct interaction?)
- In your opinion, what were the benefits of having the evaluation carried out by the nurse? (For you? For the patient? For the nurse?)
- What were the difficulties encountered in conducting the Comprehensive Geriatric Assessment (CGA) by the nurse? (For you? For the patient? For the nurse?)
- What difficulties arose in the transmission of information?
- In this situation, did the proposed assessment tool seem relevant to you? If yes/no, why?
- Were you able to develop a personalized care plan? How did it go? Was there a reassessment?
- What was the impact/influence of Mr./Mrs. X on the Personalized Care Plan (PCP)? Was there a shared decision-making process?
- In your opinion, what are the barriers and facilitators to the use and implementation of the CGA and the PCP?
- What modifications would be necessary to make it more applicable in daily practice?
- Was the experience of this patient comparable to that of your other patients in the CEPIA study?

	Interprofessional collaboration around the patient
	How was the collaboration with other professionals involved in patient care organized from a practical point of view?
	- With other specialists and the hospital?
- With other independent healthcare professionals?
- With the patient’s family and caregivers?
- In your opinion, how has this comprehensive geriatric assessment changed your relationships with other professionals involved in patient care?
- Was the experience of this patient comparable to that of your other patients in the CEPIA study?

	Care pathways and health of the assessed patients
	What do you think this Comprehensive Geriatric Assessment has changed for Mr./Mrs. X?
	- What has changed in terms of patient care?
- What has changed in terms of the care pathway? To what extent was Mr./Mrs. X involved in it?
- What has changed regarding Mr./Mrs. X’s personalized care plan?
- Was the experience of this patient comparable to that of your other patients in the CEPIA study?
- Do you think all of this is feasible in your daily practice?
- What have you learned from your patients that you didn’t know before?
- Has this experience made you want to change your practices? If so, in what ways?



Closing Question:
Would you have anything else to add?



b) Interview guide for Arm 1 (nurses)

Starting Question:
First of all, how many patients over 75 years old with chronic conditions do you have in your patient base? You can check your records if you'd like.
Do you remember those you have seen in the last three months as part of the CEPIA study? Could you choose one among them that we could discuss together? [Ask if they agree to pull the file to have it in front of them]
Let’s call him/her Mr./Mrs. X.

	Topics to Explore
	Starting Questions
	Probing Questions

	The patient

	Can you tell me about Mr./Mrs. X, whom you decided to include in the CEPIA study?
	- How old is Mr./Mrs. X? How does he/she live (alone/couple/family/institutionalized)?
- Is he/she autonomous? Does he/she have any assistance?
- What are his/her medical history (chronic illnesses)?
- Could you describe him/her in terms of physical, psychological, and social aspects?
- Is this patient comparable to the other patients you have included in the CEPIA study? In what way?
- What criteria did you use to decide to include Mr./Mrs. X?
- Do you have a good relationship with him/her?
- Did you know the patient before the Comprehensive Geriatric Assessment (CGA) was conducted?

	The doctor
	How did you come to know the doctor who requested the Comprehensive Geriatric Assessment (CGA)?
Was the experience of this patient comparable to that of your other patients in the CEPIA study?
	- Did you know the patient’s doctor before the CEPIA study?
- How do you think this influenced your cooperative work?
- What kind of relationship did you have with the doctor working alongside you (before the study, if you knew him/her, and since the study)?

- How did the collaboration with the doctor work in practice?

- Did you encounter any difficulties working together?
- What factors made working with this doctor easier?
- How has this study changed your perception of the doctor?

	The Comprehensive Geriatric Assessment and the development of a Personalized Care Plan in collaboration with the nurse
	Can you tell me how the consultation (or visit) with Mr./Mrs. X went?

How was structured the implementation of the personalized care plan for Mr./Mrs. X?

	- How did it work in practice for Mr./Mrs. X?
-  Did you use the assessment tool? Did you complete it in its entirety?
- In this situation, did the proposed assessment tool seem relevant to you? If yes/no, why?
- On average, how long do you estimate the assessment took?
- How were discussions with the doctor conducted before the assessment? And during the assessment process? (Was it via phone contact or direct interaction?)
- In your opinion, what are the benefits of having the assessment carried out by a nurse? (For you? For the patient? For the doctor?)
- What difficulties were encountered in conducting the comprehensive geriatric assessment (CGA) by a nurse? (For you? For the patient? For the doctor?)
- What were the challenges in transmitting the information?
- Were you able to develop a personalized care plan (PCP) with the doctor? How did it go? Was there a reassessment?
- What was the impact/influence of Mr./Mrs. X on the PCP? Was there shared decision-making?
- In your opinion, what are the obstacles and facilitators to the use of the CGA and the implementation of the PCP?
- What modifications would be necessary to make it more applicable in daily practice?
- Was the experience of this patient comparable to that of your other patients in the CEPIA study?


	Interprofessional collaboration around the patient
	How was the collaboration with other professionals involved in patient care organized from a practical point of view?
	- With other specialists and the hospital?
- With other independent healthcare professionals?
- With the patient’s family and caregivers?
- In your opinion, how has this comprehensive geriatric assessment changed your relationships with other professionals involved in patient care?
- Was the experience of this patient comparable to that of your other patients in the CEPIA study?

	Care pathways and health of the assessed patients
	What do you think this Comprehensive Geriatric Assessment has changed for Mr./Mrs. X?
	- What has changed in terms of patient care?
- What has changed in terms of the care pathway? To what extent was Mr./Mrs. X involved in it?
- What has changed regarding Mr./Mrs. X’s personalized care plan?
- Was the experience of this patient comparable to that of your other patients in the CEPIA study?
- Do you think all of this is feasible in your daily practice?
- What have you learned from your patients that you didn’t know before?
- Has this experience made you want to change your practices? If so, in what ways?



Closing Question:
Would you have anything else to add?


c) Interview guide for Arm 2 (GPs)

Starting Question:
First of all, approximately how many patients over the age of 75 with chronic conditions do you have in your patient base? You can check your files if you’d like.
Do you have a clear idea of those you’ve seen over the past three months as part of the CEPIA study?
Could you choose one of these patients for us to discuss?
[Ask if they agree to take out the file to have it in front of them.]
We’ll call them Mr./Mrs. X.

	Topics to Explore
	Starting Questions
	Probing Questions

	The patient

	Can you tell me about Mr./Mrs. X, whom you decided to include in the CEPIA study?
	- How old is Mr./Mrs. X? How does he/she live (alone/couple/family/institutionalized)?
- Is he/she autonomous? Does he/she have any assistance?
- What are his/her medical history (chronic illnesses)?
- Could you describe him/her in terms of physical, psychological, and social aspects?
- Do you have a good relationship with him/her?
- How long have you been following him/her?

	The Comprehensive Geriatric Assessment and the development of a Personalized Care Plan 
	Can you tell me how the consultation (or visit) with Mr./Mrs. X went?

	-  How did you conduct the gerontological assessment? Did you use the Comprehensive Geriatric Assessment (CGA) tool? Was it helpful? How long would you estimate the assessment took?
- What challenges did you encounter?
- Were you able to develop a Personalized Care Plan (PCP)? Was it a shared decision?
- Were you able to reassess your patient?
- In your opinion, what are the advantages and benefits of the CGA and the PCP?
- Is what happened with this patient comparable to what happened with your other patients in the CEPIA study?
- Does this method seem feasible to integrate into your routine?

	Interprofessional collaboration around the patient
	How was the collaboration with other professionals involved in patient care organized from a practical point of view?
	- With the nurses?
- With the specialists and the hospital?
- With other independent professionals?
- With the patient's family and caregivers?
- Is what happened with this patient comparable to what happened with your other patients in the CEPIA study?

	Care pathways and health of the assessed patients
	What do you think this Comprehensive Geriatric Assessment has changed for Mr./Mrs. X?
	- What has changed in terms of care management?
- What has changed regarding the health of Mr./Mrs. X?
- Has this made you want to change your practices? If so, how?
- Is what happened with this patient comparable to what happened with your other patients in the CEPIA study?




Closing Question:
Would you have anything else to add?




Table S1. The COREQ checklist.

Developed from: 
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):349-57.

	Item No
	Guide Questions/Description 
	Notes

	Domain 1: Research team and reflexivity 

	Personal Characteristics  

	1. Interviewer/ facilitator 
	Which author/s conducted the interview or focus group?
	Interviews were led by authors 4 and 5, under the supervision of four co-authors (2,3,6,7) experienced in qualitative methods.

	2. Credentials 
	What were the researcher’s credentials? E.g., PhD, MD  
	The first author (VO): PhD-candidate.
The last author (MH): sociologist.
The doctoral advisors (EF, EA): MD, PhD.
The interviewers (BM, LV): medical students.

	3. Occupation 
	What was their occupation at the time of the study?
	The first author (VO): academic general practitioner.
The last author (MH): sociologist.
The doctoral advisors (EF, EA): academic general practitioner (EF), public health (EA).
The interviewers (BM, LV): general practice residents.

	4. Gender 
	Was the researcher male or female?
	The first and last authors (VO, MH): females.
The doctoral advisors: a male (EA) and a female (EF).
The interviewers: a male (BM) and a female (LV).

	5. Experience and training 
	What experience or training did the researcher have?
	The first author, last author, one of the doctoral advisors, and co-authors 3, 6, and 7 had experience in qualitative methods.

	Relationship with participants 

	6. Relationship established 
	Was a relationship established prior to study commencement?
	The first and last authors, and interviewers did not have any contact with participants prior to obtaining informed consent and had no professional or ongoing relationship with the participants.

	7. Participant knowledge of the interviewer  
	What did the participants know about the researcher? e.g. personal goals, reasons for doing the research?  
	Participants were aware that this study was a part of a major research project led by the general practice department. The research team explained that the goal of the research was to improve the efficiency and the use of comprehensive geriatric assessment in primary care settings.

	8. Interviewer characteristics 
	What characteristics were reported about the interviewer/facilitator? e.g. Bias, assumptions, reasons and interests in the research topic  
	We reported there may be a bias of subjectivity due to the dual roles (of researcher and general practitioner) for the first author, because of the study subject being related to her clinical practice. However, triangulation of the analyses with the last author, a sociologist, helped to mitigate this bias.

	Domain 2: study design 

	Theoretical framework 

	9. Methodological orientation and Theory  
	What methodological orientation was stated to underpin the study? e.g. grounded theory, discourse analysis, ethnography, phenomenology, content analysis  
	We chose a plural analysis, involving the dialog of two approaches: an iterative thematic analysis inspired by grounded theory and an interpretative phenomenological analysis.

	Participant selection  

	10. Sampling 
	How were participants selected? e.g., purposive, convenience, consecutive, snowball  
	Participants were selected using a purposive sampling procedure.

	11. Method of approach 
	How were participants approached? e.g., face-to-face, telephone, mail, email  
	Before the interviews, participants were contacted by phone and given a brief overview of the qualitative project and its goals. After the call, an explanatory note was emailed to them.

	12. Sample size 
	How many participants were in the study?
	Participants were general practitioners (n=16) or nurses (n=3) involved in the interventional arms 1 and 2 of the cluster randomized trial CEPIA Study.
Participation was voluntary and included a 50€ compensation.

	13. Non-participation Setting 
	[bookmark: _Hlk189080960]How many people refused to participate or dropped out? Reasons?
	In the arm 1: 18 of the 34 GPs were contacted, 1 refused to participate, 4 did not reply, and the three first respondents were retained. For the nurses, 10 nurses were contacted, 2 did not reply, and the three first respondents were retained.
[bookmark: _Hlk189080907]In the arm 2: 19 of the 27 GPs were contacted, 6 refused to participate. Main reasons evoked for refusal were a lack of time and a lack of interest for this qualitative study.

	14. Setting of data collection 
	Where was the data collected? e.g., home, clinic, workplace  
	In the arm 1, data were collected onsite at the interviewee’s workplace. (n=6).
In the arm 2, data were collected in accordance with their preferences: it was onsite at the interviewee’s workplace (n=4) or by phone (n=9).

	15. Presence of nonparticipants 
	Was anyone else present besides the participants and researchers?
	No.

	16. Description of sample 
	What are the important characteristics of the sample? e.g. demographic data, date  
	Physicians had between 2 and 36 years of clinical practice experience, either in a single medical practice (2/16) or in group practice (14/16). The proportion of patients aged over 70 years among their registered patients varied between 6.3% and 19.7%. A majority of GPs were involved in medical training as clinical supervisors for year 6-9 residents (9/16). RNs had less than 5 years of experience and worked in collaboration with other healthcare professions in the same office.

	Data collection 
	
	No 

	17. Interview guide 
	Were questions, prompts, and guides provided by the authors? Was it pilot tested?
	The interview guide is provided in Supplementary Box 1.
It was pilot tested.

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

	19. Audio/visual recording 
	Did the research use audio or visual recording to collect the data?
	The researchers used audio recording to collect the data (with prior permission of participants).

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

	21. Duration 
	What was the duration of the interviews or focus group?
	Interviews lasted between 24 and 71 minutes, with a mean duration of 40 minutes.

	22. Data saturation 
	Was data saturation discussed?
	Professionals were included until data sufficiency was reached. In the limitations section, we discussed the small sample size for arm 1. This may introduce potential bias, as a small group may not capture the full range of variability in experiences and opinions within arm 1.

	23. Transcripts returned 
	Were transcripts returned to participants for comment and/or correction?
	No.

	Domain 3: analysis and findings

	Data analysis  

	24. Number of data coders 
	How many data coders coded the data?
	Two researchers (VO, MH) coded all the interviews separately and mixed together their analyses to compose the coding tree.

	25. Description of the coding tree 
	Did the authors provide a description of the coding tree?
	Not provided.

	26. Derivation of themes 
	Were themes identified in advance or derived from the data?
	Themes were derived from the data (in an inductive way).

	27. Software 
	What software, if applicable, was used to manage the data?
	There was no use of software (manual coding).

	28. Participant checking 
	Did participants provide feedback on the findings?
	No.

	Reporting  

	29. Quotations presented 
	Were participant quotations presented to illustrate the themes/findings? Was each quotation identified? e.g., participant number  
	Key findings of this study were supported with selected quotes in the text. Additional supporting quotes are provided in Table 2.

	30. Data and findings consistent 
	Was there consistency between the data presented and the findings?
	All findings were derived from the data and all themes are supported by illustrative quotes.

	31. Clarity of major themes 
	Were major themes clearly presented in the findings?
	Major themes were derived from the data and are clearly defined by a paragraph title in the results section.

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


 


Table S2. CGA in a primary care setting: interview data on barriers, facilitators, benefits, and suggested improvements (n=19 participants)
	Themes
	Subthemes
	Interview data

	Barriers
	Overly lengthy administration (duration)
	“After spending over an hour with the same patient, I thought to myself “This won’t work. There’s no way I can do this, unless there is a specific problem with a patient (GP12A2)”.
"Each section is quite short but when the sections are put together... the whole consultation was fairly lengthy." (GP03A2)”.

	
	Overly lengthy administration (redundant items)
	“I had the impression that there were many repetitions, that the same thing was being asked several times” (GP02A2)”.

	
	Overly lengthy administration (wording)
	[bookmark: _Hlk172078573]“It was difficult because there are positive questions and negative questions, and for older patients, the gymnastics are sometimes challenging. For example, 'I feel fine as I am...' (…) [versus] ' 'Have you had sleep problems?' Yes, I think it's in the quality-of-life questionnaire where they had more difficulty transitioning from positive to negative. (GP06A2)”.

	
	
	"But what I mean is that in general, when there is something that will change the future, it's not good news. Having a cognitive impairment is not good news. Even though it's not cancer, it's still not good news. So it takes time to process. That means you can't do the PCP right away. You have to announce the diagnosis. In fact, the CGA didn't account for the possible diagnosis of serious issues and how to break the news. So, we announce the diagnosis, and time is needed to process that. And once it's processed, what do we do? (…) Firstly, you make the diagnosis, and you have to tell the patient. And once the patient has been told, you have to see what can be done about it together. That means spending more your time. I’ve already said that it's difficult to manage the time. But it's even more difficult to use the results. Once we have used the results, we have to decide and act, and that clearly takes time." (GP12B02)
"Dementia has such a negative connotation – in the general population, for the patient, and even for the physician. So, when we look at the final results of dementia assessment, we think, 'Oh dear, it's terrible' and so it's the same for the patient. Therefore, it's not easy to give bad news about dementia. 'Well, you've lost a bit of weight, you're malnourished, we'll fix that, just eat some cream and Gruyère cheese.' Well, that's a rather nice announcement, in a way. But to say, uh, memory issues... Even announcing depression is easier than saying, 'uh, a memory issue...' Because it will inevitably worsen. (GP01B02)
"The discovery of something (a memory impairment, for example) that had not been noticed by the patient or the physician or, in any case, had never been mentioned in previous consultations, is difficult. It could turn into a consultation where you have to break bad news." (GP05B02)
“We should schedule a double appointment, preferably at the very, very, very end of the slots. Because if we go over time, we won't mess up the rest of the day." (GP01B02)
"I spread out the assessment over several sessions. (RN01A1)”
“We do not necessarily have to do everything each time; we can do it in several steps, we can split it up... (GP02A01)”

	
	A standardized tool that is ill-suited to some patient profiles
	“What struck me with this patient (…) was his dementia. I wasn't able to administer the clock drawing and Dubois tests. Every day I’d see him, I'd say to myself: “He looks fine today, I'm going to try to do them with him”., but it was impossible. Maybe patients with cognitive issues shouldn’t be included? (RN01A1)”

	
	
	“For some patients, having us in their home asking these questions was seen as a violation of their privacy (GP01A1)”
"I think that some patients felt it was intrusive. Maybe the impression of losing control over things... that is, it's no longer the patient coming to see me, it's me coming to see them, and it's not quite the same thing." (GP08A02)
“The survey was too in-depth for people we didn't know, there were questions we couldn't use as they were. For example, the ones about depression: "Have you ever felt like committing suicide?” Those we could use as is. But it was the same for other subjects too: the ones about urine, for example, and all sorts of other things, you couldn't necessarily get to the bottom of things if you didn't have a relationship with the person. I felt it was too intrusive (RN03A1).”
"What I criticize, actually, is that we lose the fluidity of the consultation. It's not a typical consultation. We are there following 'okay, yes, the weight,' yes, I find that we really lose fluidity. That's the drawback. Okay, for the research project, we're only going to do that so it can work, but to now integrate it into routine care... I don't find it to be very fluid. There you go, we have to use it without it being a questionnaire: 'Okay, we agree, there is no urinary incontinence? Nothing to help with sleep?' Well, it's a bit too much..." (GP01A02)

	
	Challenges in implementing actions
	“I wanted her to do physical therapy but, as you know, physical therapists no longer make home visits, which makes things very difficult. And she doesn't want to leave her house anymore, she doesn't go out, so she couldn't have physical therapy, and so the motor problems are not sorted out. (...) Because to provide care, everything is a question of resources. What are the resources in a neighbourhood like this today? It's, well, that physical therapists, we can't find any." (GP03A02)
“To prioritize between what seemed important to me and what seemed important to him. (…) I remember very clearly that his top priority was getting access to a [continuous glucose monitoring device] to improve his quality of life. He wasn’t all that worried about his lung nodules. But for me, that was what I was focused on. I wanted to address his lung nodules, while for him, what really mattered was getting that device quickly—and above all, having it covered by the national health insurance." (GP07A02)
"That was my big disappointment with the study. This study interested me a lot but what I regret and what was my biggest difficulty is that when I highlighted certain things, I couldn't put them into practice. That bothered me immensely (…) We identified difficulties that seemed obvious. But when we tried to provide solutions, they would say, 'Oh well, no, we're fine as we are.'" (GP08A02)
"Getting elderly people to change their habits and successfully convincing them is something difficult. So in that respect, yes, we can say that there are quite a few people who struggle to change things." (RN01A01)

	
	Ethical considerations
	"So I’m doing a more comprehensive cognitive assessment. But in the end, I ask myself: what difference is it going to make? Because, after that, I’m not going to prescribe any medication (…). But then, do I really need this cognitive assessment?" (GP01A02)
"[The cognitive domain] is still a real issue! Because, ultimately, we have a sort of prevention approach, at least with screening, diagnosing, and all that... (...) When people have a complaint, ultimately that's what changes. Because usually, memory tests are done when they have a complaint. So, it addresses one of their demands. But now, all of a sudden, they don’t have a complaint and we are going to impose a test on them that might indicate a disease and for which, ultimately, well… as I was saying earlier: for us, it will give us the degree of severity, to tell us whether we need to take action to make their home safe, if there's gas in the house, well, you know… to put things in place. But, again, it's the relatives who will intervene (if there are any) and ultimately, aside from putting things in place, it doesn't really change very much for the patient. (…) It is not advisable to do a memory test on someone who has no complaints." (GP01A02)
"So... did I tell her that there was a cognitive problem? No! I was surprised. I didn't do anything; I didn't say anything. Well, because she was anxious. If, on top of that, I tell her that something is wrong, what would that do? Nothing at all, except being harmful. So, no, I was empathetic. I took note, I recorded it in the file, and that's it..." (GP12A02)
"So, in this situation, I quickly sidestepped the issue because I was afraid of making him very anxious. And so I quickly backtracked because he was telling me that he was extremely stressed." (GP08A02)
"So, she ended up in the hands of oncogeriatrics—yikes!!! And now they're suggesting things that, in my opinion, might be a bit excessive. So, this morning, I wrote a letter to the oncogeriatrician—with a copy to the gynecologist and her daughter—asking: 'Do we really need to be doing all of this at that age for someone so dependent (…)?' And now, I’m waiting for their responses, hoping I’ve stirred the pot enough to get an answer." (GP06A02)

	Facilitators of CGA in primary care settings
	Experience in administering the CGA
	“The first few times, we would read it carefully and ask the questions in the right order. But then, as we got to know the survey well, we moved more swiftly from one item to the next. It started becoming more of a discussion, where we’d fill in the blanks (RN01A1)”.

	
	
	"I must admit that I wouldn't necessarily perform a comprehensive geriatric assessment on someone I'm not familiar with. The people from the practice were mostly... mostly my patients... or [my colleague]’s patients... But these are people we follow up and know well, for whom we already have medical files... For example, someone who comes in for an emergency consultation and we are not their regular GP, etc., I wouldn't necessarily start with a comprehensive geriatric assessment. I would address the urgent problem and, of course, if they want to be followed up by us, I could schedule the assessment later." (GP02A02)

	
	Including short- and long-term care tasks in routine practice
	"As GPs, we have two fundamental functions. There's unplanned care and there's long-term care. That’s with people who are doing well and just need follow-up, or with people who have stabilized, chronic diseases. Doing both is complicated, although we try (...) If we want to manage the long term… we have to take the time to update the assessment summaries. (…) I think once a year is usually enough but it means you have to schedule it. (GP12A2)"
“There were intercurrent events during the study, so the study’s follow-up was interrupted. (…) She was hospitalized for hip surgery, so all of my plans were disrupted by this context. (…) Even though it’s care, everything else still gets mixed in. People’s difficulties in life, I don’t know, the grandson who isn’t doing well, and so, as a result, but that’s life, we can lose sight of the so-called objectives because they are no longer the patient's priority.” (GP01A02)

	Benefits and perceived usefulness
	General aspects
	“I had no trouble using it at all, it was easy (GP03A1)”
[bookmark: _Hlk172073277]“I think it makes it possible to be a little more exhaustive and more structured in daily practice (GP01A2).”
“I find it interesting because, well, it gives structure. It structures daily practice, it structures thoughts." (GP01A2)
"It’s roughly equivalent to a geriatric consultation in a hospital. It explores a lot of things. And indeed, I think that, quantitatively, that's what it produces. That is to say, it produces a thorough geriatric assessment, even if we are not geriatricians. Basically, we now do the same thing. (…) I referred her to a geriatric oncologist who conducted his own comprehensive geriatric assessment, and we arrived at the same conclusion." (GP03A02)

	
	A more holistic view
	“I had the impression that I was going into his case really thoroughly (GP03A2)
"It was well-suited to the types of patients who require an assessment to clarify certain aspects and manage complexity." (GP12A02)
“It was also interesting with regard to the social domain because we're not always fully aware of what’s happening (GP03A1)”
“Something that struck me, for example, is the clock-drawing test. About 15 of the 45 people seemed very well, articulate, engaging in conversation, and then during the clock-drawing test, suddenly nothing, no one, and even a physician wouldn't have imagined any issues... So afterwards, I became more watchful... These are small tests you can do every day, quick ones..." (RN01A1)

	

	Benefits for GPs
	“For one patient, the assessment revealed depression that I hadn't suspected (...) She was showing less and less interest in leisure activities. She told me she'd been like that for some time. I think the death of her husband played a part. When I asked her directly, she said yes, I do feel a bit sad, a bit isolated (GP04A2).”
The study allowed me to identify a third disease (Parkinson’s), for which he is now registered with the national health insurance system as having a chronic health condition. And I must say that by seeing the patient a bit more closely, precisely because of the study, I noticed it immediately. As soon as I did the first visit, I don't why, but I immediately knew that something was wrong, something I hadn't been aware of before (GP08A2)”. 
"The shared educational assessment is very... You address many questions that you wouldn't normally explore, or just in passing. But when they talk about their activities, their motivation, their life projects... Yes, these are things you touch on but in passing. We even think of it as just idle chatter. But it's not that at all! (…) These are important things." (GP12A02)
"The assessment allowed me to put a spotlight on the blind spots I had with regard to the patients. (...) And I must admit, yes, it has changed my practice and my view of the care of older patients." (GP03A01)
"We use the framework to think about our own practices." (GP12A02)

	
	Benefits for the patient
	“This comprehensive assessment is obviously productive in terms of [reducing] morbidity and mortality rates, that’s for sure (GP13A2).”
“When we carry out an assessment with a patient, we engage with them. We listen to them (which is therapeutic in itself), while assessing their difficulties (GP01A1).”
"And by exploring quality-of-life aspects, we spent a bit more time together, and as a result, she opened up more, which improved our relationship. So, it wasn’t the assessment itself but I think the assessment enables one to spend more time with the patient, which helps to listen and to explore things that we might otherwise skip." (GP09A02)
“Patients no longer see us the same way, and we don't see them the same way. (…) People feel more able to tell you things... it changes the relational dynamic." (GP12A02)
"And when we talk to them about creating a holistic plan, about making a care plan, it doesn’t really resonate with them. Since the problem is not right in front of them, it’s difficult for them to project themselves, to understand its purpose. (...) It’s also important to inform the patient that this is not conventional (...) We’re not in a curative approach. We are in an evaluation, a bit of prevention, so, it’s important to tell the patient that we’re not going to solve problems." (GP01A02)

	Perspectives on scaling up the use of CGA in primary care settings
	Improving the tool
	“The experimental tool is not appropriate. (…) For me, the ideal thing would be an extension module called “compressive geriatric assessment” that could be integrated into all GP surgeries’ software. A computerized tool suited to our clinical practice. Because we won’t be changing the paradigm of the patient’s medical file any time soon. We need an extension that motivated GPs can use. Because you have to be motivated to do it (GP12A2).”

	
	Allotted time and fee-for-service
	"For [the CGA] to be integrated, it has to be done by GPs, who should allocate dedicated time for this and receive a specific fee that truly reflects the time spent with the patients. (…) That time needs to be compensated for, and I would even say generalized. That is to say, conducting this assessment with every patient over the age of 75 and who is officially registered with the national health insurance system as having a chronic disease, with a proper fee. We could take 1 to 1.5 hours, perhaps once a year. And why not those famous “long visits” that people can’t stop talking about lately, for prevention and so on? That appears to me to be something entirely feasible." (GP01A1)

“It’s time-consuming and it still does not have a specific pricing code; you can’t conduct €25 consultations like that. You’ll see 2-3 patients a day, and you’ll end up finishing at 10 pm. That’s a technical obstacle... time... and an administrative obstacle. The issue is that you’re not compensated for it." (GP10A2)

	
	Incorporating CGA into routine clinical practice
	"You shouldn't do it all at once. I'm not convinced! I think it should be done in small segments each time. This allows for relatively quick progress and helps avoid taking too much time in one go, or else you need to plan accordingly." (GP08A02)
"Something shorter, that would take less time (...), and then maybe do a second longer one a few months later. (RN03A1)”



Table S3. Comprehensive geriatric assessment tool adapted to primary care, and personalized care plan template
	Health domain to assess
	Tests used and cut-off
	Management strategies proposed by the GP, the patients and from the shared decision making process 
(non-exhaustive list)

	COMORBIDITY*
POLYPHARMACY
	· Statements of a list of comorbidities and current state (compensated/stable or not)
· Search for urinary incontinence (leakage? protections?)
· Reassessment of treatments and prescriptions (polypharmacy, interactions, redundancies)
· Do you think the patient has a problem of recurring omissions of taking his medication?
· Does the patient complain about sleep disorders in the last 3 months?
	· Strengthening the treatment of chronic diseases (dose increase or addition of one or more drugs) or decrease the treatment (dose decrease or removal of one or more drugs)
· Prescription of laboratory tests, imagery tests
· Ensure a secure drug taken by a third person / set up a pillbox
· Specialist medical advice / request for geriatric advice
· Proposition of therapeutic education actions
· Strengthening the treatment of pain
· Other

	NUTRITIONAL STATUS*
	· Search dry mouth, mastication difficulties?
· Does the patient have a loss of appetite? Has he/she eaten less these last 3 months because of lack of appetite, digestive problems, chewing or swallowing difficulties (anorexia)?
· Percentage of weight loss in the past month and 6 months [malnutrition if weight loss ≥ 5% in 1 month, or ≥ 10% in 6 months]
· BMI [malnutrition if BMI <21 kg / m2]
· Does the patient have dental problems that affect daily life?
	· Prescription of nutritional supplements
· Dietary counseling provided by the GP
· Request for dietician advice
· Oral/dental-care prescription
· Etiologic treatment of malnutrition if appropriate
· Request for geriatric advice
· Other

	SOCIAL STATUS*
	· Does the patient live alone?
· Does the patient live in: house, apartment, or retirement home?
· Presence of children, primary caregivers / entourage, home aids?
· Is the financial position ok?
· Does the patient benefit from an adequate healthcare coverage?
· Are housing conditions ok? (heating, access, safety, isolated habitat, dwelling in an area at risk)
· Does the patient have legal protection?
· Does the patient’s social environment seem favorable to the patient's situation?
	· Implementation and/or increase of human aids
· Implementation and/or increase of material aids
· Improving access to care and rights
· Social audit request 
· Request the personalized allocation of autonomy (APA)
· Proposition of change of living place
· Home furnishing 
· Legal protection measures
· Other

	COGNITIVE FUNCTIONS*
	· 5-word test of Dubois [abnormal if <10/10]
· Clock-drawing test [abnormal if <7/7]
	· Planning of a Mini Mental State Examination by the GP
· Request for a specialized memory visit
· Implementation and/or increase of human aids
· Implementation and/or increase of material aids
· 6-month reassessment by the GP
· Proposition of change of living place
· Prescription of laboratory tests, imagery tests
· Request for geriatric advice
· Other

	MOOD*
	· Criteria for depression using the DSM-IV-TR [depression if at least 5 of the list of symptoms for at least 2 weeks and at least symptom 1 or 2 present]
	· Prescription of antidepressant drug
· Prescription of another psychotropic drug
· Dose increase
· Reassessment and psychotherapeutic follow-up by the GP
· Request for psychiatric advice and/or psychologist advice
· Other

	SENSORIAL FUNCTIONS*
	· Is the reading impaired?
· Does the patient complain of hearing decline that hinders the daily life?
	· Request for otorhinolaryngology advice
· Request for ophthalmologist advice
· Removing earwax by GP
· Other

	FUNCTIONAL INDEPENDENCE* 
MOBILITY
	· Activity of daily living (ADL) of KATZ [abnormal if ≤5/6]
· Has the patient fallen in the last 6 months?
· Timed Up and Go Test (TUGT) [abnormal if >20 sec]
	· Prescription of motor physiotherapy
· Prescription of physical activity tailored to the patient's possibilities
· Implementation and/or increase of human aids
· Implementation and/or increase of material aids
· Home furnishing 
· Provide a remote alarm system 
· Prescription of pedicure care
· Correction of fall trigger factors 
· Request for geriatric advice
· Other

	*FOR ALL DOMAINS (INSTRUCTION)
	· The problems identified in the field of the domain assessed are they subject to request and / or concern (s) specific (s) of the patient? (yes/no)
· What actions seem necessary to implement?
· A non–exhaustive list of care actions if proposed with the need to mention such actions is a priority for the professional, for the patient or is the result of the shared-decision making (cf. right column)

	






	Personalized Care Plan (PCP)
Date of PCP development:
…../……./………
	Patient last name:

	First name:

	Date of birth:

	Study patient ID number:
	        I__I__I                          I__I                              I__I__I__I__I 
Center number       Physician number       Patient inclusion number

	Main patient priorities based on the comprehensive assessment
	- 
- 
- 
- 
- 
- 
- 
- 
- 

	Main physician priorities based on the comprehensive assessment
	- 
- 
- 
- 
- 
- 
- 
- 
- 





	Personalised care plan 
N°…

	Problems identified and prioritised after negotiations between the professionals and the patient
	Medium-term shared objectives (<3 months) and long-term (<6 months)
	Title for care/aids actions (including patient education interventions)

	Involved professionals
	Indicators that define objectives completion
	Assessment of objectives achievement
Completion status and comments

	
-
	
-
	· Modification of usual treatment:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	
Date : …/…/…….

[bookmark: _Hlk503100543]Have the results been achieved?
 Yes, fully  
 Yes, partially
 No

Comments :

	-
	-
	· Social care:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Nursing care:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Physiotherapy:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Nutrition care:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Psychological care:
 No	 Recommended     Planned
Please specify:……………………………………………………………
…………………………………………………………………
	
	
	

	Personalised care plan 
N°…

	Problems identified and prioritised after negotiations between the professionals and the patient
	Medium-term shared objectives (<3 months) and long-term (<6 months)
	Title for care/aids actions (including patient education interventions)

	Involved professionals
	Indicators that define objectives completion
	Assessment of objectives achievement
Completion status and comments

	
-
	
-
	· Patient education interventions:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	
Date : …/…/…….

Have the results been achieved?
 Yes, fully  
 Yes, partially
 No

Comments :

	-
	-
	· Laboratory tests
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Imaging investigations:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Specialist referral:
 No	 Recommended     Planned
Please specify:……………………………………………………………
………………………………………………………………………………………
	
	
	

	-
	-
	· Other actions:
 No	 Recommended     Planned
Please specify:……………………………………………………………
…………………………………………………………………
	
	
	



Please indicate the total time dedicated to developing the personalized care plan: Total PCP duration: I__I__I__I min
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