
Appendix 4.6- Transcript of interview with GP05

F = Facilitator

P = Participant

……… unable to hear and transcript accurately

Text highlighted in red is tabulated in chapter 3

F
We can take one box at a time?
P
One box at a time, we’ll do that

F
Yes and maybe there are something you would like to combine some boxes [Ok] some changes ?

P
Right aha

P
Yes when……certainly the glucagon or intravenous glucose infusion prescribed for severe hypoglycaemia… in regards in a type 2 diabetics patient that’s something we virtually never do.  Occasionally if  the type 2 is requiring insulin treatment and they then suffer from hyperglycaemia because of that we might give them something like Hypostop which is glucose [ok] but we would never give them intravenous glucose and certainly I can’t think of any type 2’s of mine who have got glucagon. Occasionally type 1’s have, so certainly then the treatment plan initiated with diet advice and oral antidiabetic agents that’s the first line thing, I would state before documenting anything about treatment of hypo and anything like that [Ok]. In my experience hypoglycaemic episodes in type 2 diabetics are really pretty uncommon, they need some kind of treatment before that happens.

F
I can tell you, you’re not the first one with that comment.

P
“Individualised targets agreed targets set by patient and medical team” yep….Yes good idea in principal, individualized agreed targets. I tend to give all the patients a card explaining what HbA1c is. There is an area for me to write in the results and they usually bring it each time and they get an ongoing list of the results. And the top of this card gives them a target they are aiming for, what we consider acceptable and what we consider unacceptable so…

F
Ok, is it like a patient held record booklet?

P
It is… it really explains what HbA1c is and there is space in the back for writing down results.

F
Is it something you just have here, is it specific for this surgery, did you develop it yourself?

P
I don’t think it is

F
Do you by any chance have a spare copy?

P
Absolutely

P
Ok, the other tests that we do are clinical laboratory tests if you like – at diagnosis would be an …… test for microalbumin in urine and yes on a personal level I don’t usually check type 2 diabetics for ketones, that’s not something we generally do. Ok, that’s all I’ve got to say about that box.

F
What about such a thing as weighing the patient?

P
Yes they are all done, the way we run the clinic; they are all seen a few days previously by a nurse about weight, diet, testing procedures, any other health problems they’ll be going though. So when I see the patients in the clinic, I have got all the results in front of me and from them I would know what their weight is …….. and something

Examples include short course supportive treatments {reading the box} In a sense for most of our type 2 diabetes patients in this practice certainly over 70% are in GP care only so they are never anywhere near the hospital.  So we are making all the long term management decisions….. It’s the long-term cardiovascular decisions making – on certain occasions we would be responsible for all this prescribing whatever it is you want it to be. Again with the targets scenario we are just starting to try and set them targets for blood pressure so they know what it is. Targets for cholesterol – that’s really on the back of the new GMS contract. Big debate we kind of having with them at the moment is what’s going to happen with type 2 diabetic and statins. Which really I think is more of a push …… that all type 2 diabetics should have a statin and irrespective of what there cholesterol actually is. The decision hasn’t been made yet but its, that’s the one that I think is very big and ….. becoming.

Chronic management plans agreed, Patient attends hospital diabetic outpatient dept or GP clinic for initiation of multidiciplinary care and antidiabetic medication  - yes our process here is that patients would attend our nurse for diabetic education and would see a dietician in the practice. We no longer routinely send them to hospital for a diabetic initiation package – we would only send them to hospital really if it’s going to be an insulin initiation…… the drugs, I would tend to say that metformin is the first ever choice for all the patients, I would tend to say, not just obese patients. Sulphonylureas and glitazone are… sulphonylureas are probably the second line drugs and probably glitazone being the third line drugs at the moment.

It says their end-organ damage but here with plans for the prevention complications when most of them, a lot of them are seen by the foot clinic …….  house which is run by the chiropodist. Here they have annual foot testing and there is a diabetic regional screening programme in Lothian run by the opticians so there are several trained opticians to do that so maybe the opticians actually do their eye-care right. There’s going to be set up a new system, set up in Lothian shortly that we all will be allowed to use. Photography which is directly the link to the hospitals.

Yes Patient given dietary advice, yes I agree with that. Patient given options and education/ trained on self monitoring of glycaemic control. Our policy here is that we tend to try to get people to blood glucose monitor after they start on antiglycaemic agents. We don’t tend to get them to monitor when they diet only. But as soon as they start treatment I tend to get them to try and blood monitor. Trying to discourage them to urine monitor, we don’t really do that. About 60% of our group actually blood monitor.

Those that we think require insulin therapy are usually those that are really on maximum doses of oral hyperglycaemic agents and still feel that they can’t control it in which case they are send to the hospital diabetic clinic for insulin education and converse.

We have just started all of the line – the last bit with the community pharmacists there. We just started a little, I think is a study where the community pharmacist in development rather than actually doing it, he now attends our diabetic clinics and patients who are on several medications, he usually sees after I have seen them in the clinic. So he checks what medication they are taking, if they know why they are taken their medication and when they actually take it. So he gives them advice around that. That really just started in the last two or three months.

We are a fairly captive population here. Most of our diabetic patients go to the village pharmacist so he knows them very well – different in the centre of the town, might go to any pharmacist there……..
Yes…….we don’t have any kind of system in place for monitoring over the counter medicine other than asking on when they attend the nurse if they are taking anything.

Most of our patients use diary cards to monitor for blood glucose level, tend to try to get them to monitor, maybe twice a week. Encourage to do it before breakfast, two hours after their evening meal. Maybe on two occasions per week. Good idea to have contact telephone details if they run into problems, but in reality it just means that they are contacting the surgery so… don’t have any problem with that.

Pharmacists at the moment don’t make any changes to the medication regimes without contacting ourselves. Changes pharmacist make tend to be much more… medication numbers, trying to make sure all their medication run out at the same time rather than actually making any managing decision. Anyway they shouldn’t be making managing decisions, it’s my job.

The last box {in 5}is a quite good idea to have some kind of structure that tells them what happens. What happens if they take their medication and become unwell or travelling etc.. We don’t have anything like that, but that’s good.

F
The last box – the last box in number 5, yeah I see

P
Must admit to the last that we probably haven’t ensured that the patient and carers know what to do in the event of a hypoglycaemic event because I can’t think of any of my type 2 diabetics in 13 years that had a hypoglycaemia episode.

F
Very uncommon

P
Not a huge educational requirement [laugh]

F
Patient enters repeat dispensing scheme – 6 is it

P
Yes

F
This is something our community pharmacist is just starting to do – to check they are using their medication exactly the right way. And also part of that he’s also checking compliance with medication. He will not when they are ordering their medication and if for instance they tell their nurse they are taking their medication regularly. But he says they haven’t picked up their prescription for five months, then we know there are some kind of a problem there. I have to say it’s not a, it’s not a big problem in this area, we are very kind of upper middle class practice and most of our – not all – but most of our type 2 diabetic patients are quite well motivated. Yes so virtually we have a very low on attendance rate. Most appear to be compliant with [laugh] medication to some degree.

We don’t do anything about their educational needs afterwards, but that’s a good idea. We did have a diabetic nurse here who worked with us for the last ten years in diabetes, she had done at diabetic diploma. She was an excellent resource for anything to do with diabetes, patients would just contact her by themselves, she made a lot of decisions. I think one nominated person like that, the patient can contact is certainly a good idea. And someone like we had with Lisa was a massive asset. We haven’t replaced her yet and it’s usually beneficial there is one person that patients can contact for advice. And its much more likely to be able to get hold of a nurse than with me.

Patient monitored by pharmacist within chronic disease management plan….. we don’t , there’s no… in the management plans for increasing oral antidiabetic medication are really just in my hands at the moment. I’m the one that makes changes to the actual prescribed medication. What the pharmacist will sometimes do at the clinic is he will highlight for me, for instance if a patient is not asprin or patient not on statin or on the next section patient is not on a beta blocker and he may ask why. And then we have a discussion about what is there, the ultimate prescribing situation again falls in my hands. I think it has to stay that way, I’m not sure how, I don’t think pharmacist are gonna be able to actually alter prescribing

F
No, I can tell you right away, because the next question we’re going to ask you after we finished the circle, is which part of the circle you think pharmacists could be in charge of and in that connection I have to tell you that already there are some pharmacists who are allowed to prescribe, they have taken some special courses and [yes I know] so of course we would just like your opinion about it and comment on these things.

P
I think it’s – it’s difficult, I don’t wanna sound like a primadonna, but in a sense of prescribing is what we do, what we do as doctors. If you’re going to do it as a pharmacists, it’s difficult at this stage, at what level are you going to do it, and what level of responsibility are you going to take. And ultimately with all prescribing situations the buck stops here. You know it’s my responsibility what I prescribe. If I make errors or drug interactions well that’s my responsibility as well. If people start to interfere with the prescribing process in small areas…… no idea what’s going on in the bigger picture, with the full access to their full medical records. I’ve got concerns about that and I think that we will be able to see the role of the community pharmacist in this kind of scenario of…. Really ensuring compliance with medication. So if you like, challenging the patient when they come to pick up the prescriptions, they are too early or too late. Why ? Ask them if they know why they are taking their medication, providing the kind of education to what their medication is doing! But I think the decisions regarding outcomes of test results and things that we run. An ultimately decision picking a prescription, a prescriptive change, I think should rest at the GP or practice nurse under defined protocols. Because again we have access to the full medical record. Which a pharmacist doesn’t.

F
No, but should have?

P
Yes in the future

F
Of course if they should be allowed to prescribe of course they should have access to patient information.
P
What are doctors to do then ??[laugh]

F
All the other things [laugh]

P
Oh dear I don’t know what will be left but the nasty bits [pause] Ah Yes I’ll be happier if pharmacist give advise on blood glucose monitoring, demonstrating blood glucose monitors etc. Providing that was done really hand in hand with local services to what the general opinion was about blood monitoring. I’m not a big fan of all the patients who got perfect diet control diabetes, monitoring their blood etc. It’s a fairly pointless exercise for them and an expense that we can actually do without and… so I think as long as there is a kind of debate between the pharmacist and the local diabetic providers to what they think is a proper use of blood glucose monitoring etc. I’m fine with that.

Self-managing records and self reporting of symptoms…. In an ideal world [laugh]

The problem with all this kind of monitoring and prescribing and trying to keep on top of things. And you look at the evidence of and pro-finding angle of the DART study and Tayside, two third of the patients are not taking their medication correctly. I think the real issue and the real help would be through the community pharmacist would be through the compliance angle – you know what I’m saying? That’s where we could all kind of work closer together. Pharmacist telling us if a patient is 6 week late picking up diabetic medication so we then know if their HbA1c is going off when we see them, and they say that there hasn’t been anything different. Well, you are six weeks late in medication. How has that happened? We don’t want a big brother state but.

F
That’s the sort of information you would like receive from the pharmacist?

P
Aha that’s actually the kinds of things I would like to know. That’s probably what the community pharmacist should be able to tell me easily as a benefit to my practice either that or if they are buying 50 boxes of …. a day or something 

F
Yes[laugh]

P
Which I have had one patient doing [ok]

Treatment effects reviewed against expectations….. yes, we don’t most of it from the clinical laboratory test, we review their diabetic blood if you like, but I’m not routinely checking for anaemia, unless there’s any clinical indication to suggest that. Certainly if people are on metformin, we keep a close eye on their creatinine level, but again I’m not routinely checking for acidosis. Liver function test and creatine level are poorly followed up. I don’t have anyone on acarbose ….
Failure to reach targets, I think there is a number of reasons for failure to reach targets and obviously compliance is one of them, but  is also an acceptance in some diabetic people you won’t get their blood pressure to an acceptable target. You won’t get the glycaemic control to an acceptable target irrespective whatever you do. And you have to be pragmatic about that. At least if you knew that they are compliant then all possible interventional points can be looked at……..
F
So do you think that everything’s there [yes] Do you think that there is some things we could have left out or something missing or something that could be combined?

P
I think the thing you could leave out is the hypoglycaemia management and ….. monitoring for acidosis etc. That’s much more like clinical basis……It’s not something we routinely do. I think it would be a good idea to have a care plans in conjunction with the community pharmacist, and certainly I found its very beneficial having a pharmacist in the clinic. And I think you get a clear idea of what their roles are going to be, and I think their role is to assure patient compliance and understanding why they are taking medication and… I don’t think you have a massive role out with that. I have expressed my concerns with them prescribing etc. 

F
So do you think that those two boxes [points at box 3 and 4] Chronic management plan and pharmaceutical care plan should be combined?

P
Should be combined yes. Yes, I think that’s a part of the one assessment really……. Patients enter repeat dispensing scheme…. I think as patients enter repeat dispensing scheme. The next box would be then patient monitored by community pharmacist for compliance. I think that’s all I would ask them to be doing at that stage. Treatment effects monitored by the clinical team that’s fine.

Treatment effects reviewed against expectation, pragmatic approach of it [laughter]

Early clinical review prompted by adverse effects/unsatisfactory response sounds….  that’s fine.

I mean that box ….. most of our care takes place in primary care, the whole assessment, most of the assessment takes place in primary care. And then agreed management plan and with the kind of pharmaceutical plan if you like as well. I think the rest of these steps are fine – short … I would have said to ensure compliance 

F
So what did you think with that box there; short course?

P
Well short course will not, we are not really doing short supportive treatment, we are taking over the whole chronic disease management and for these people not to be passed on for anything else. It’s a long term treatment plan we do.

F
So do you think we should leave that box out or perhaps put it under another?

P
I think if you ask me about that box….the first decision you got to make is, is the patient predominately cared for in primary care or are they going to be referred to secondary care? Because if they are going to be referred to secondary care… and they almost never are… going somewhere else. So this is really for the patients who are staying in primary care. Obviously secondary care can fit in to that. And maybe I would make a chain or fit into somewhere else. I would phrase it if the patient was being cared for in primary care, Yes in the chronic management plan agreed with the patient and pharmaceutical plan laid out. But if they are going to be referred to secondary care, we would be waiting for the results from that before taking anything else.

F
Yes well have we been through everything (asks the second faciliator)

P
Is this a kind of nirvana of diabetic care you’re trying to produce? 

F
Yeah [laughts] you can say so in a way were trying to investigate the nirvana for the diabetic patient [tells about the project] 

We just have to ensure in the future that every diabetic patient [gets access] yes gets the whole package of care and there are big differences in the areas of Scotland as well

P
That was what I was going to say, it really very much depends on what clinical team we have got set up, set up in the area. We have run a diabetic clinic here really for…13-14 years. When I came here, and set the clinic up, I had an assumption that diabetic clinics vary. And if it’s the surgery the previously surgery I worked in. It was 7 years later that I realised that there where only two diabetic clinics out of 13 in our locality. For seven years I was just blindly assuming that…. The problem with a lot of these things is that, I think that…. I almost think that, I mean it’s always a good idea to try to bring these levels of patient care up a standard, so that every one has access to the same level of care, but I think if people are only doing that as well. All the people who had never run diabetic clinics are all funded and given resources to set up diabetic clinics, we’ve done that for nine years, previously, what did we get in return for our patients? We are now paid for running a diabetic clinic, we now get a fee for each diabetic clinic we actually run and some areas have only done that because they get a fee for doing it. But you know we’ve done it for nine years, prior to the idea of diabetic clinics started. It would be useful if we got a kind a quit pro quo for that sort of care. Why not…can we have a chiropodist to attend our clinic and that scenario. We now have the dietician but only one session a month. So I think the care, the care is going to be very kind of locally based. Especially with type 2 diabetics where a lot of them are elderly, they don’t like travelling around the place. The more locally we can make the care the better.
I think places where the care is running well, it almost arise to have more resource in there   So if you’re doing all the bits or pieces with blood glucose monitoring, see the patient regularly, have a recall system. You have a pharmacist in there. That’s all fine. We don’t need to fix anything. So let’s check out about chiropody and things as well.

F
Thank you for your comments.
