Supplementary Material SM2: Identified and Selecting Domains and beliefs using TDF criteria, Physician

	Domains
	Specific beliefs (n=18)
	Analyses of utterances  
	Criteria for Selecting Domains and Beliefs
	Final Decision

	
	
	Utterances (n= 367)
	Frequency (out of 15 interviews) *1
	% of Agreement
	Frequency (low, medium, high) *2
	Presence of conflicting or contradictory beliefs
(yes- no)*3
	Implementation relevancy important belief*4
(yes- no)
	

	1. Knowledge (2)
	[1a] I need access to clear, evidence-based, standardised guidelines on how to support consistent assessment of GC toxicity
	12
	

9
	33.30%
	

L
	

Yes
	

Yes
	Excluded

	
	[1b] I need greater awareness and understanding of the breadth, timing, and risks of corticosteroid toxicity

	18
	

11
	66.70%
	

M
	

No
	

Yes
	Included

	2. Skills (2)

	[2a] Skilfully managing corticosteroid side effects requires clinical experience and prolonged exposure to real cases.

	14
	

9
	67%
	

L
	

No
	

Yes
	Included

	
	[2b] I need access to clear guidelines, assessment methods, and training modules to identify and manage side effects.

	15
	

9
	33%
	

L
	

No
	

Yes
	Included

	3. Social/professional role and identity (1)
	[3a] Managing corticosteroid risks is part of our role but should be shared across the healthcare team with clear responsibilities
	
16
	
9
	67%
	
L
	
No
	
Yes
	Excluded

	4.Beliefs about capabilities (1)
	[4a] When I use standardised methods that are familiar and integrated into my routine practice, I have confidence in assessing glucocorticoid toxicity well
	

24
	

13
	100.00%
	

H
	

Yes
	

No
	Included

	5. Optimism (1)
	[5a] I am optimism that routinely assessing toxicity will help me manage real-time steroid side effects
	
12
	
9
	33%
	
L
	
No
	
Yes
	Excluded

	6. Beliefs about consequences (1)
	[6a] Routine monitoring of glucocorticoid toxicity support timely and tailored treatment decisions that prevents avoidable harm
	

45
	

13
	100.00%
	

H
	

No
	

Yes
	Included

	7. Reinforcement (1)
	[7a]  Patient and system feedback makes toxicity assessment rewarding and motivates me to do it consistently
	
23
	
9
	33%
	
L
	
No
	
Yes
	Excluded

	8. Intention (1)
	[8a] I intend to assess glucocorticoid toxicity if the process is straightforward and integrated into routine practice
	
16
	
10
	33.30%
	
M
	
Yes
	
Yes
	Excluded

	9. Goals (1)
	[9a]  Assessing glucocorticoid toxicity is a priority but it must be balanced with other priorities in the consultation
	
22
	
10
	66.70%
	
M
	
No
	
Yes
	Included

	10. Memory, attention and decision processes (1)
	[10a]  Glucocorticoid toxicity assessment  should become more routine,  when supported by prompts or delegated, rather than relying on my memory
	

23
	

11
	66.70%
	

M
	

No
	

Yes
	included

	11. Environmental context/resources (2)
	[11a] We need standardisation of assessment across practice environments to reduce inequalities
	
30
	
11
	67%
	
M
	
No
	
Yes
	Included

	
	[11b] I need more time and privacy in consultations, to fully assess glucocorticoid toxicity
	
17
	
8
	66.70%
	
L
	
No
	
Yes
	Included

	12. Social influences (1)
	[12a] I need influence of experts and peers on adopting best practices and standardised methods for managing steroid toxicity
	

28
	

11
	100.00%
	

M
	

No
	

Yes
	included

	13. Emotion (1)
	[13a] I feel frustrated with the subjective assessment methods and worried about limited time to address my patients' psychosocial impact of corticosteroids
	

14
	

7
	66.70%
	

L
	

No
	

Yes
	Excluded

	14. Behavioural regulation (2)
	[14a] I  need system-level standardisation procedures into the workflow to regulate and sustain routine glucocorticoid toxicity assessment
	

23
	

10
	33.30%
	

M
	

No
	

Yes
	Included

	
	[14b]  Automated tracking tools help me regulate what I need to do—monitor, review, and adjust toxicity assessments, routinely
	
15
	
9
	33.30%
	
L
	
No
	
Yes
	Excluded


Note-1: Frequency estimation represents how many interviewees mentioned the relevant belief.
Note-2: Frequency estimation follows the mean score (n= 9.88, min-max: 7-13): L < 7-9; M > 10-11; H > 12
Note-3: conflicting or contradictory belief reflects lack of saturation (in case the answer is yes)
Note-4: All 18 beliefs are relevant to the targeted behaviour, but the final selection followed specific criteria we present on the methods. The non-selected TDF are highlighted with light grey. 
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Supplementary Material SM2: TDF Domains that are likely to support Clinicians to increase the use of methods to routinely assess GC-toxicity
	Knowledge

	With regards to the Knowledge domain, the majority of the clinicians acknowledged their need to have access to clear, evidence-based, standardised guidelines (IntUK_004: “I think it’s important that there’s some kind of standardisation), providing suggestions on how to systematically assess for GC-toxicity (IntUK_0006: “There are resources put in a very objective, structured and clear way… usually a degree of confidence that this is based on evidence that has been scrutinised.”). Notably, the majority agreed that the most important missing knowledge is greater awareness of the full range of signs — including when and how they occur— to enable them better to assess for GG-toxicities (IntUK_0093: “It’s just an awareness of the breadth of the toxicity and side effects that can happen… knowledge that can be learned.”). This awareness is seen as foundational for better patient assessment, earlier recognition, and appropriate intervention (IntPG_0013: “Almost being more aware of the need to reduce them… I can pay more attention to the associated prophylaxis.”). The data show clinicians see awareness not as inherent, but something that can be developed, supported, and reinforced with training and clinical experience. 

	Skills

	When asked about the Skills domain required to routinely assess for GC-toxicity, clinicians reported the need for acquiring skills related to recognising and managing GC side effects, highlighting that these are developed over time (IntPG_0017: “It takes a few years of consultation… at least 2 or 3 years of treating patients with corticosteroids… to gain sensitivity.”) and through direct patient care and repeated exposure to the task (IntUK_0119: “You certainly get better at it the more patients you treat.”). Notably, clinicians commented on the need for junior or less experienced clinicians to obtain skills that will prevent them from overlooking or under-recognising side effects or feel more confident managing them (IntUK_0006: “Junior trainee might not be very confident here… senior trainee or consultant would be more confident through experience.”). Likewise, some clinicians highlight the need for developing clinical reasoning to distinguish steroid effects from the disease activity (IntPG_0015: “The main skill is to distinguish what is an adverse effect of corticosteroids vs. disease activity.”), believing that these skills can be developed with time, yet they should not be considered automatic (IntUK_0044: “As long as they’ve been working in the field for a period of time… it’s a common problem.”). 
Further, clinicians consistently highlighted gaps in training and the need for accessing resources (guidelines, decision tools, training modules, etc.). For example, participants noted “room for upskilling” and described current training as “really poor” addressing long-term consequences and steroid minimization (IntUK_0119: “I think we're really poorly trained in thinking about the longer-term consequences and also thinking about how to minimise steroid exposure.”). Several clinicians emphasized reliance on guidelines and scoring systems to support decision-making, stating that management “can be quite guideline driven” and that “checklists of what to do is really helpful” (IntPG_0012): “Decision guidelines… standardization of what is supposed to be done.”). Requests for “training on the subject,” “evaluation tools,” and “standardization of guidelines” further demonstrate that clinicians perceive a need for structured learning and practical aids to apply skills effectively (IntPG_0016: “To do rigorous, careful and complete monitoring, I think you need to have a lot of experience and a lot of knowledge”).

	Beliefs about capabilities

	Clinicians’ beliefs about their capabilities in assessing GC- toxicity are shaped by the perceived need for structured, systematic approaches and the confidence gained through experience and supportive tools (IntPG_0016): “The difficulty I find is the absence of standardization… others may eventually escape me if I forget…”). While some clinicians report ease and familiarity with certain aspects of toxicity assessment (IntUK_0044): “If you’re trained in it, if it’s convenient, and that’s the way to do this.”), many highlight inconsistencies and gaps in current practice, particularly in evaluating subjective or complex domains such as psychological effects and weight changes (IntPG_0018: “Perhaps psychiatric symptoms are more difficult because they are more subjective.”). Confidence is enhanced when assessments are routine, supported by training, or facilitated by tools like toxicity indices. Overall, the data suggest that improving standardisation and providing accessible, validated methods could strengthen clinicians’ capability and confidence in delivering comprehensive toxicity assessments.

	Beliefs about consequences

	The Beliefs about Consequence domain was judged to be highly relevant because clinicians identified several outcome expectancies resulting from performing the targeted behaviour, including enabling earlier intervention (IntUK_0006: If we don't use any methods, yeah. A significant impact on morbidity, mortality, general well-being), guiding tailored treatment decisions, and preventing long-term harm (IntUK_0093: it can impact it very positively, both from reducing the sort of unpleasant side effects in the immediate term like insomnia, but also long term, you're potentially looking at, you know, prolongation of life expectancy and things if you can get it right). Early detection of emerging toxicity prompts timely actions such as steroid dose reduction or escalation to alternative therapies, while structured tools like toxicity scores support balancing treatment against disease activity and negotiating patient-specific adjustments. Clinicians also emphasize the preventative and ethical dimensions of monitoring, aiming to reduce risks of chronic complications (e.g., diabetes, fractures, hypertension) and address quality-of-life concerns such as psychological effects (IntUK_0119: I would hope we would see fewer infections, fewer fractures and thus the morbidity of steroids would be significantly decreased and thus hopefully better outcomes long term for patients). This belief underscores that monitoring is not only a clinical necessity but also a professional responsibility that safeguards patient well-being and reinforces accountability in care (IntPG_0018: I think that corticosteroids should not be used lightly and, therefore, when we prescribe them, we also have to know or have important knowledge of their long-term consequences).

	Goals

	With regards to Goals as a selected TDF domain, clinicians see GC-toxicity assessment as important for patient safety and treatment decisions, but it competes with other priorities like diagnosis and disease activity monitoring (IntUK_0013: So I think there's there's a number of priorities to address within each consultation. And I think that that is one part of it. But there are other aspects that aren't relating to toxicity that are actually relating to sort of disease activity that also need to be addressed and potentially might be more severe). Its priority has grown with steroid-sparing options and recognition of serious risks, such as fractures and medicolegal consequences (IntUK_0119: It would certainly be one of the highest priorities I would have thought, because the clinical risk of not doing it in terms of premature mortality, morbidity seems high). To prevent de-prioritisation during busy consultations, clinicians advocate integrating toxicity assessment into guidelines, entry criteria for therapy, and routine systems (IntPG_0015: I think this is very important. In all patients evaluate the adverse effects of that medication that we are giving).

	Memory, Attention, and Decision processes

	 Considering the Memory, Attention, and Decision Process TDF domain clinicians acknowledge that relying on memory alone for glucocorticoid toxicity assessment is unreliable, as time pressures and competing demands often lead to omissions (IntUK_0011: My routine assessment, and that's difficult because I don't use a specific score or anything setting and then it would be difficult to remind myself. But as in, as in there something specific that reminds myself, I just make sure that at some point during the conversation I talk about the steroids). While personal memory aids like mental checklists or templates are used, these are fallible (IntUK_0119: But I think that we need to use the technology we have already in place with electronic records to make this so that it doesn't rely on the doctor remembering to do it. I think this needs to be more automated). Automated prompts, electronic templates, and delegation to other team members (e.g., via pre-consultation questionnaires or nurse-led assessments) are viewed as essential strategies to reduce cognitive load and ensure consistent, systematic assessment (IntPG_0014: By chance there is one that I should have done and I didn't do, which is in the absence of a tool, we can create automatic texts in S-Clinician itself. Putting the necessary items in the automatic text, immediately transposes them to the diary and reminds us to do that).

	Environmental context/resources

	Clinicians also discussed contextual factors tapping into the Environmental Context and Resources domain. Clinicians believe that variability in infrastructure and resources across settings—such as some settings have access to electronic prompts, equipment, and staff while others rely on personal checklists or memory—creates inconsistencies in GG-toxicity assessment (IntUK_0013: so I I access so whether there are whether they have the infrastructure to do electronic monitoring or whether they have printed out forms to fill in or whether they have one standard assessment that's used by everyone). Time pressures in wards, costs in private practice, and system interruptions in public services further complicate routine monitoring (IntUK_0093: so personally I find it much easier to do these things in a clinic based environment when you've got your own computer and you can see all of the results in front of you. And. And I think doing it on the ward, it's a lot. There are various competing things for your attention and it may not be easy to get the. Computer to get all of the results and so on so forth). Standardisation across settings through frameworks, technology, and delegated tasks is seen as essential to reduce variability and ensure that patients receive the same quality of GC-toxicity monitoring (IntUK_0119: And I think that we need a framework and I think that that's what is lacking in my current methods. And I think that the framework isn't just about me, it's about our service and making sure therefore, that it doesn't matter which doctor you see in the service, that the way that you will be assessed is the same, to have that. Sort of standardisation of it). Clinicians highlight in particular time and space constraints as major barriers to consistent GC-toxicity assessment (IntUK_0042: You know, if you have more time, you can do more. You can ask more. You can be more satisfied with what you're doing. You can go into more detail. You can perhaps give people more complete answers. So I think time is the is the major obstacle to to many of these things). Acute inpatient care often shifts focus to urgent management, while outpatient consultations remain time-constrained. Privacy issues further restrict discussion of sensitive side effects. Clinicians believe structural adjustments—such as longer consultations, dedicated spaces, and supportive resources—are needed to enable thorough, patient-centred assessment.

	Social influences

	The Social Influence domain identified the impact of senior colleagues and consultants as strong determinants to help set expectations and model practices that juniors can follow (IntUK_0013: My consultant would influence my decision, so if they had said in this clinic we used this specific method, then I would do that). They indicate how expert leaders or guidelines can give credibility and motivation (IntUK_0042: So if you had kind of an expert stand up and say, look, we do this in all of our patients and it's this easy and we've found these outcomes and actually we've been able to change care and prevent damage, then I think you know that that is where you kind of demonstrate). Clinicians reported how seeing peers using tools and presenting evidence of feasibility and clinical benefit can also encourages adoption (IntPG_0012: there must be a guiding figure for the internship or training period. This can be an important figure, especially in the early years when, even if you don't teach actively, seeing yourself doing it is an influence on what the doctor will do in the future). The existence of international and national guidelines (EULAR, ACR, KDIGO, Portuguese guidelines) was highlighted as a crucial influence on whether clinicians adopt a practice (IntPG_0013) Typically, many times, where I usually go is to the EULAR, of the American College of Rheumatology, the KDIGO, which are specific nephrological guidelines. If these associations, societies had such specific guidelines, I would probably use them, yes). Even patients reminding clinicians about side effects can prompt action (IntPG_0014: Both colleagues and patients. For example, a patient who has several adverse effects related to corticosteroids, they always remind us of that, because they are usually bad cases. And then colleagues with more experience or who have a larger number of patients and who can give their advice, and who deal a lot with these pathologies). 

	Behavioral regulation

	Finally, within the domain of Behavioural Regulation, clinicians consistently described the need for standardised and embedded systems to support the consistent assessment of GG-toxicity (IntPG_0012: I would be willing and open to carry out one, if there was a protocol, a questionnaire, something simple, easy to access, free access. And easy interpretation). Rather than relying on ad hoc or clinic-specific practices, they emphasised that integration into departmental protocols, clinical guidelines, and routine workflows to reduce professional uncertainty among ensuring an efficient assessment, particularly when assessing for sensitive issues such as mood and fatigue (IntPG_0013: It is really if there are tools, that there is really a kind of online questionnaire, a quick to use tool ends up facilitating the evaluation in a really systematic way and we do not get distracted in the middle of the things we are evaluating, because sometimes there are interruptions in the middle of the consultation, the patient or external, and that can distract us a little from our goal and here we are faster and more effective).
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