Appendix 4.4- Transcript of interview with GP03

F = Facilitator

P = Participant

……… unable to hear and transcript accurately

Text highlighted in red is tabulated in chapter 3

F
What we would like you to do is to comment on the cycle and table. Maybe we could go through some of the boxes together.

P
Yep Ok so that’s where we really start ( points at the circle)

F
Yep, patients diagnosed with chronic disease by GP
P
Yeah so I got no problem with that first one It looks straight forward. All right so short course supportive treatments……

F
If you need explanations for it it’s right down here ( table is shown)

P
Ok this is helpfully it’s a bit more information (Pause)

Certainly when we first see a patient with diabetes we would do…..we would do all of that …..we would also do some other things like: we would weigh the patient , weight diagnosis is quite helpful. 
F
Ok good
P
The next paragraph is confusing….. for severe hypoglycaemia…what’s your background are you pharmacy students

F
Yes

P
Hypoglycaemia is a response to the treatment of diabetes so it’s not something we would consider in the  initial diagnosis…………………..We treat hyperglycemia.
F
Yeah of course

P
So maybe if you go around the circle again…. maybe that comes in… but certainly it is not a chronic disease management issue…  so their hypoglycaemia isn’t an acute emergency medical emergency.

F
Yes but I guess it is because you have to take care of the hypoglycaemia too, to register whether the level of medication is good enough.
P
Yeah (doubting)………. if hypoglycaemia is a consequence of the diagnosis and it comes way round your management circle……… ….But I’m just reflecting back it’s a very strange thing to put in the initial diagnosis in the management of the patient with diabetes. That’s not what it’s about.

F
But I don’t think it’s the initial management. Iits not like in the very beginning when you’re going to diagnose the patient. I think it’s… maybe the patient has had diabetes for some time….. for some years and then you’re going to have a clinical assessment of the status of the patient now……

P
Yeah I can see that. It may be you’re coming to this having gone around the circle once. Certainly the first time round in the circle it’s not relevant.

F
Ok I see what you mean….

P
Yes Ok so that’s the next box after “early prompted by adverse affect/unsatisfactory response”

F
So maybe that should be divided into two boxes? Where the clinical status is going to be here (points) Is that what you recommended. Because if you read the table or the circle like going from here and around then the clinical status is at the very end…………. So you would maybe prefer that this box is divided into two boxes?

It’s the last box saying early clinical review so perhaps we should just…put that one here

P
Certainly I can imagine that if someone is having a lot of problems then the box before that “prompted by adverse effect” so if you’re getting a lot of adverse effects you need to review the situation again. Again its really strange to have management of an acute medical emergency in eh……. Hypoglycaemia is not….its something that happens in the management of the patients with diabetes….but its not chronic disease management at all, its completely out with that. So I’m giving you my response

F
Ok…. I actually think the other doctor we talked to said the same thing…. So it’s maybe something we have to change then

P
In the initial management of a patient who just been diagnosed with diabetes a number of management options depending on the age and the type of diabetes and the severity and it is true Insulin maybe initiated from the beginning……… its unusual but it can be in some people (pause)

Eh, certainly the first time round what happens in the management in the initial management of someone with diabetes is that they are quite shocked often. There is a lot of information to take on board; to learn about and the idea of negotiating targets with them is something that tends to happen some months later when they know a bit more about diabetes. So I don’t know we’ll see what happens later one around the circle  umm  and the same… I suppose the pharmaceutical care plan, yes is appropriate. Course often we would use drugs, tablets or insulin at the beginning. Umm I don’t understand this. A care plan given to the patient and transferred to GP and a nominated community pharmacist…. Do you understand that?….  Who would?….. course normally the pharmaceutical care plan would be developed either by the GP or the hospital doctor someone who has been….

F
This is a care plan that should be shared. I think the meaning is that the  patient would get the information the GP and the community pharmacist. I think that’s what it says that all three of them will get the information. The same information so if there’s some information given at the pharmacy it will go on to the GP as well as the other three so that……

P
Yeah of course the pharmaceutical care plan in the initial stages would originate with the doctor. That’s where it would start and we would then give it perhaps to the patient and often what we do is to give them an prescription which is then taken to the pharmacists so that’s the sort of way that the pharmacist has a care plan if you like. A pharmaceutical care plan. We don’t have anything else at the moment. Do you think that’s what you’re looking at developing, a pharmaceutical care plan?

F
Not with this particular project but there’s another project going on where they are going to see whether its possible to make a care plan for the diabetic patient,  a shared care plan. But they don’t know yet if its going to be patient hand held or computer based; just shared with the GP and the pharmacy, the nurse and whatever. That’s what they are going to investigate

P
Certainly I have had experience We don’t use one here in the highlands but I have had experience in the middle of England of a shared care booklet the patient keeps and the doctor fills it in the hospital. Other people contribute to it too. And I can see that makes sense Again that usually comes a little bit later. It’s something we wouldn’t do right in the beginning but we would do some weeks later. Once everything is settled down. Once the patient is stable. And then we’re beginning to communicate with other people. But in the initial state it’s usually managed in an acute care unit either a GP, surgery or hospital where the patients come in.

Right so in a way what you’re saying is a pharmaceutical care plan could be shared between the patient GP and the community pharmacist…sure…..ok

F
Yes
P
And my response to that is yes I can see that but maybe a few weeks later.

F
Yes this is number two box… this one here (points)

P
Again it says transferred to GP……from whom? Is it from hospital to GP. That’s what I didn’t understand there (points at box one) Normally it would start with the GP so it would not be transferred to him it would be transferred from him.

F
I think the meaning is that it’s a medical team a group of people working together

P
Outside the General Practice?

F
Yes

P
But then it could only be at the hospital in Britain that could only be in a hospital. So if it is in a hospital then I understand it. Most diabetics are managed…. within primary care…. within GP team. 
F
This is…the total the circle is going to take every part of care you could imagine with the patient. So maybe some of it is too much and maybe something is missing
P
Yeah in general terms, I can see that once you have made the diagnosis, you assessed the patient… you identify the initial treatments…then you might need us to do a short course of supportive treatment. It might be in hospital if they have been admitted. And that could be a matter of hours or days. Yes I can see that.

That bit I understand…this bit confuses me…..eh….because again it says communicate to GP, to community pharmacists……and again I’m thinking is this a hospital plan that we’re receiving….. what about…. have you included…. in your thinking that most management diabetes occurs in General Practice?

F
I think it’s information shared with everybody to everybody……you see where we go… So yeah you’re probably right most of the information would come from the GP…..and then in this unique world all the information would be shared with the pharmacist, the hospital but some bits of information may be given to the pharmacist which will not go on to the GP as it is now so eh….. in this future world….this is how we would like to take care of the diabetic patient…. we would like everybody to share information.

P
In your mind is this gonna  be a piece of paper or a document that the patient has or could it be on the computer? 

F
They don’t know yet. Hopefully its going to be electronically …… I think. So that everybody would have access to the information.

But there has also been some talk about that  it’s good that the patient has some information to bring along so they are researching both……
But in this circle they focus about the care for the patient and then they think this is an important issue that all the people involved with the patient is going to share the information. I think that is the big issue of the care so no information would be lost

But if you see in this box here (box 2)  then you mean often  that  treatment  is often delivered by primary care  [Usually]  Yeah so that’s the things you think should be in the  document?……. 

P
It sounds like a hospital document. Actually the way I see it that most diabetics are diagnosed in a general practice and never see the hospital.

F
Ok.  Should we go to box 3. “Chronic management plane agreed with patient.”

P
Ok again it looks as thought transfer is occurring to the General Practice clinic. It would usually start there. Its just …..where this is coming from…. I quite agree ….. initiation of multidisciplinary care and antidiabetic medication….I quite agree with all of that. The change between out-hospital out-patient care…. the balance between  hospital out-patient care and General Practice care is shifting…….10 years ago 20 years ago, most diabetic patients would go to a hospital clinic for their long term diabetics care…..now increasingly the GP is looking after all the diabetics….so proportionally fewer and fewer patients from a GP surgery would be going to a hospital……again there’s changes occurring within General Practice…….as a pharmacist, I wonder if you would agree with that……Sulphonylureas as first line…                                         I think most diabetic doctors would disagree with that..

The UKPDS trial seem to show that some Sulphonylureas are quite contentious now…………….. Metformin definitely ………… gliazone definitely a second line option. 
And then we would introduce………..  most GPs are very clear about the package plan….management of these complications….particulary for the prevention of them ….in some of who is very new to the diabetes….so we would have a clinic system and a whole lot of systems in place that will make sure that people will have their feet checked and their eyes looked at …. Certainly the care we give diabetic patients…the only time they need to leave the surgery for diabetes care, is when they are going have their eyes photographed. So we don’t use the hospital at all we just use the eye photograph and there’s a chiropodist to come here and we have a nurse here who has got a lot of experience

F
I have a question about metformin do you think that is first choice in only obese patient or in every patient?

P
The UKPDS trial suggest that  it’s a  first line for almost all patient. I guess if someone is very very thin with type 2 diabetes ……that would be difficult you would need to think that through…..but certainly sulphonylureas are becoming side lined increasingly in modern practice  and I would have thought pharmacy world know that as well as we do, because the trials are there.

And that’s where we spend most of our time. The chronic management plan is agreed with the patient.  In an ideal world patient should take responsibility for their own disease. And we try and do that, but in reality it’s a long way off because a lot of patients just haven’t got enough intelligence or motivation to really take responsibility for their….as much as were trying get them to that….its hard work and I would think that maybe…. probably only half of our diabetic patients are truly in control of their own disease.

F
I think many of them just don’t realise how eh how important it is…
P
Yeah they are old, they are infirm. They may have mental health problems. You know there’s a whole lot of things it’s not just that they don’t know. It’s just that they were talking about people who …a whole range of different people….but often the old.

F
Box 4 pharmaceutical care plan designed to meet patient’s needs
[pause] 

P
Again if you read that box, the care plan transferred to GP, so again from where? Is this again from hospital? 
F
No I think it kind of depends on if we say that it’s the pharmacy that make the plan with the patient that they communicate it to the GP and reverse 

P
Hmm interesting! So is this in a way the model you’re developing, is for pharmacist to control the prescribing?

F
NO ….This is a circle of total care and in the future they’re going to investigate which part the GP is going to take care of, which part the community pharmacist are going to take of, so that we know in the end that every diabetic patient would be taken care of in the same way with all these boxes being checked with every patient. It hasn’t been decided yet whether the GP is going to take care of this or this. That’s something we would like you to comment on as well but we could do that later in the interview which part you thing community pharmacists could take care of and should take care of. And which ones you don’t think they should be involved in.

P
Thank you it helped me to understand where this is coming from. So in the way you see it a much greater role for the community pharmacist then at present?

F
Yes. It has been communicated out from the national health service that the community pharmacist should take a bigger part in this. 

Because there’s a lot of information the patient will confide in the community pharmacist when they collect their medicine that the GP would never know of. So it’s like a multidisciplinary team that should develop some future needs…
P
Interesting. So this is a way of involving the pharmacist more than they do at the moment, in multidisciplinary care of the diabetes patient?

F
Yeah you see in Scotland…… it’s the biggest area in Europe where you have diabetes. So that’s why they think it’s important to include the pharmacist as well to see if you could manage it. Also to share information again. So somebody is going to sit down with the patient and talk about what are the needs for you, are we going to do some weight control, smoking cessation…….  That sort of stuff and then everybody should be involved with that. If it’s the GP who has the conversation it should be shared with the community pharmacist. If it’s the community pharmacy the GP should know of it so that work is not going to be repeated.
P
Yeah and I think what you’re talking about is a modern idea of what community pharmacists being much more involved than I previously thought of.

F
Ok

P
At the moment most GPs see pharmacist as only just dispensers [Yeah] Rather than to take on education or management.

F
There are pharmacists in Scotland who have received special training and they are now allowed to prescribe, if you new that. They have received special training for special conditions, and for that particular condition they are allowed to prescribe and change…

P
I got no problems with that. It’s just that it’s a long way from where we are up here!

F
Yeah ok

P
So when you’re talked to me about getting the pharmacist involved more in the clinical care and management of the patient with diabetes. I’m thinking uh hmm (surprised, wondering, doubting)

F
It’s a new world!
P
Yeah it is a new world. And I can see that…at the moment it would tend to be the nurse….. I don’t know if there are anybody else who do that??……but there are dieticians…in different parts of the country there are dieticians who would spend a lot of time with the diabetics. Up here we don’t have access to that, so we have a nurse who does it. There a chiropodist who deals with foot care but again…the modern …eh…the central management of foot care would be taught to the patient by the nurse rather than by the chiropodist. So all these people there…and I agree with you as long as someone is doing the teaching and the education and the monitoring…it doesn’t really matter who. If you see the patient in the middle of all that. [As long as its done] As long as its done. And I can see a lot of good in sharing that information. So when I see the….I’ll be given a…..eh…pharmaceutical care plan…I’ll be given I think hmmm by whom. But I think what your suggestion is for the people they may be pharmacists out there who have the experience and expertise who could do that. [yeah] I would think very few in UK at the moment. But it maybe that’s an area you want to expand.(04)
F
I has been expanded actually. And its very well developed in Scotland and its something that national health service is focusing a lot about.

P
So where does that happen at the moment?

F
In Glasgow there are community pharmacists who has been educated to for instance prescribe. But there is a lot of differences because some pharmacies don’t do anything and some do a lot, and I think they are gonna make them up to the same level, so that they can expect the same things.

This (points to the circle) is to make sure that every patient will at least receive this, and we would like every diabetic patient to receive a minimum of care. Or the same level of care in fact. And this is what we think would be the perfect world. But maybe it’s not. That’s why we are interviewing you. Whether to see if it is or it’s not.
P
Very interesting if you think of all the various people involved in diabetes care. You could have a group of chiropodists. Who are also coming at it and would put chiropody much higher, or a group of diabetes nurses. Who would say that they should be the core? I’m thinking in that way because you come at it from pharmacists you’re highlighting or pushing up the role of the pharmacists in diabetes care.

F
Ok well in fact this is the beginning…this is what we think should be taken care of for the patient. And later on we are going to decide who’s going to take care for it.

P
Sure

F
And that’s of course going to be a teamwork between pharmacists and GPs and so on. And a lot of pharmacists don’t want to take care of particular bits.

P
And I guess who does what depends on local circumstances. You know, what’s available.

F
Yeah probably as well. 

(mobile phone rings)

P
So I think were saying yes a whole stack of things needs to be done. A whole lot of things needs to be done and then who’s gonna do them. And that can very well involve community pharmacists if someone comes to be able to do that. And it can  well involve  a lot of other people.
F
But this is just to make the basis of the circle of care for diabetes patients and then you could just go with that from there.
P
Ok so in terms of going round the circle I quite agree that a management plan….

F
We would like to know if there’s any missing…missing parts from the circle.
P
Oh yes quite a lot. Certainly a chronic management plan. There’s a whole lot of people. You mentioned multidisciplinary care and that includes eyes, feet, diet, nurse, GP and pharmacists. I have to say until this conversation I haven’t thought of involving pharmacists more actively and no pharmacists has come to me and actually wanted to be more involved. So that’s just my personal experience and it may change in the future. 
F
I think its gonna change
P
Preventing complications is enormous. That’s what we spend most of our time doing in diabetes management. Management of complications tends to be done in hospitals. Depends what they are but eyes, kidneys, feet ….

So pharmaceutical care is a component to that. If I were designing the circle I would put it as a component of here, rather than a separate box.

F
Ok so it’s 3 and 4 you would combine

P
Yes it’s a component of a chronic management plan. Its not a completely separate thing.

F
Ok

P
In a way what you’re describing here is a enormous educational package that  we need to work through with the patient. And that’s what were talking about who’s going to deliver that, where’s that going to happen? There's a a whole variety of different people who can do that………………….In terms of a chronic disease management circle, I would put this as a component of another box rather than a separate box on its own…………..……“Patients enters repeat dispensing scheme”. Well of course they do but that’s very much a component of a management plan. They also enter a repeat eye check system or a repeat chiropodist system. Or a repeat attendance at GP or nurse system. You see what I mean there’s a whole lot of things going on as part of the chronic management.
F
So that’s actually also under 3 again

P
Yeah I think so

[PAUSE]

What we haven’t mentioned here is protocols and I would have thought that it would be helpful in a local management plan. Certainly we have a protocol for the management of diabetes in this practice. I think it would be very helpful for people…all of us…all in this multidisciplinary team…and if that’s going to include the pharmacists that’s great….. to agree a protocol so we would agree a sort of prescribing cascade that we would use… the sort of insulin regime we would use… sort of gadgets. And I can see a lot of advantages in that. One of the problems diabetes patients have is that they end up with a whole lot of different insulin regimens different gadgets.  You know what I mean there’s lot of different insulin and there’s lot of different ways of giving it and a lot of that depends on change. Where they happen to start. And we’re quite keen to develop, for example, blood testing. We just have one blood testing system in this practice. So it would be really helpful to have ……to involve pharmacists in that so if they go to the pharmacist and want to buy a machine, he sells them or gives them the one we use. You see what I mean its like a protocol. [yeah] That’s all agreed before it starts rather than just have it as an individual patient decision. And so that in a way, it’s like outside the circle or in the middle. This is a management plan but in the context of a multidisciplinary team approach. It would be sensible if we all agreed a protocol that would work it’s way around these boxes. 

[PAUSE]

Well [LAUGHTER] see I mean. I have no experience with patients being monitored by pharmacists. Patients monitored by clinician could be a dietitian, doctor, could be a nurse and if the pharmacy has expertise that’s fine.

F
So we could change the name (pharmacists) to……

P
Like clinician 
[PAUSE]

· So we agree it 

· patient does it

· and then we keep a check on how its going

Yes, I agree with that. I would say that’s a part of there (point). Because that’s what you do…you do a clinical review, you discuss a whole lot of things…a  part of what would be the side effects of the  treatments or the compliance.  The whole drug management would be a component of the overall clinical review.

F
So 8 will be a component of 7

P
I haven’t got numbers on here so “treatment effects” would be a component of  “monitored by clinicians” …….And so would the next box

F
Treatment effects is also a component of that one
P
In a way those two are the same aren’t they. Once you’ve gone around once. So what we’re saying is lets have a plan, the patient goes away and does it, with a whole lot of education, is then monitored by clinician, who may change the plan.
So I think in a way I’m saying that’s all the same (point).
F
So this one could actually be into just…

P
I think there’s 4 stages [laughter]

· Initial or periodic review

· Agree on management plan

· Patient goes away and does it

· And its reviewed by somebody 
Those are the 4 components that I can see could be useful. And then obviously within those there’s a whole range of things.

In the management plan. Let’s just play with this box. In the management plan the patient character delivers the treatment. There are also other people who deliver the treatment as well. So we might have other boxes here, the chiropody, an optician dietician and they would go in that box and back to there. So someone needs to keep an eye of everything. But people would….. a management plan would say you’re going to have your eyes checked every year…. You are going to have your feet checked every 6 months. You are going to go and see the dietician. And then at the review… the clinical review…someone would workout whether this has happened or not. And that’s certainly what I spend a lot of time doing when I see someone…. Just going through, have they had their eyes checked, have they seen a chiropodist and so on.  

So maybe that….yes it’s one of the outer circles but I  can imagine you could have a circle out here for all this people. 

F
Yes

P
That (point) I understand….. this early clinical review. I think what its really saying is that if things going wrong, and we hear about it somehow, any member of that team, hears about it, they would want to call the patient in for a review earlier. But it’s not a separate box on the cycle, it’s a means of getting to this box quicker.

[Pause]

So have we gone our way

F
We have been through it yes and you can’t come up with any missing parts now you have gone through the whole cycle?

P
I mentioned some other things along the way like the involvement, a more emergent involvement of the other members of the team. Other people we haven’t directly talked about is the nurse team…the nursing team… who plays, certainly in most British General Practices plays an increasing role in diabetes management. Now the other thing that occurs to me is that reading this circle, it is very pharmaceutically or very pharmacologically orientated. And I’m saying if you asked a chiropodist to come up with a diabetes management they would have a different slant

A really important group of people is diabetes nurse specialists. And I don’t know if you have talked to them or a going to talk to them
F
We’re not but when the project grows bigger they will talk to them as well. And also ask them what part of the circle they think they can take care of.

But if you don’t look at it as pharmacists taking care of it. If you look at it as if it’s the GPs  and the nurses. Do you think anything is missing from the care of the diabetes patient in the cycle? Do you think we have everything in it?

You mentioned some things  when we go through the circle but maybe you saw something now in the end

P
I think we could spend a lot of time expanding each of the boxes in the cycle. In a way that’s almost like writing a protocol for the management of somebody with diabetes. I think the central component of the circle is ok and a lot of what I read of the descriptions seems ok.

I suppose if I was writing it I would write it slightly differently or I would add certain things. But the essential components seem ok to me.
F
So that’s the general comment on the circle

P
Yes

F
Okay nothings obviously missing, apart from the protocol 

P
There is a lot of circles around in the world there aren’t there. There are management circles and audit circles. It seems to me, the generic component of the circle…[end of tape]

I would have thought any cycle of care would be based on this….  you plan what to do…. you go and do it…… you then work out what the best working is….you evaluate it and then think about what needs to change, and then you plan a different plan or a new plan. And I think you have got those components

F
I already told you that the role for the community pharmacy has expanded, they can now prescribe and so on. This is a development that’s going to be during the next 5 or ten years. Thinking of this, I would like you to comment on which parts of the circle you think the community pharmacists COULD and SHOULD take care of.

Are there any part at all they could take care of?
P
Professions spend a lot of time looking at the boundaries between professions. Certainly as you’re aware of…. there’s an increasing shift of work and responsibility from doctors to nurses. And I thought about that a lot. And it seems to me that if they who I call clinicians are trained to do the job, it doesn’t really matter what they are called. If they are called a nurse, if they are called a pharmacist it doesn’t really matter. What does matter is that they do a job of work professionally, that they evaluate that work, and that they obviously work in a multidisciplinary team, that they link in with other people. So if the pharmacists were to take on the management of diabetes that’s fine. At the moment the people who do that are called GPs. And in five years time I think that people who do that may be called nurses. Maybe increasingly they are called pharmacists who knows? But it isn’t a role that I think doctors have had a lot of training for. Nurses are now being trained for it. And I think what you’re saying is that pharmacists can be trained for it as well. If that’s what pharmacists want to do I understand that. What’s important is that it’s done properly and well. 

F
But with this training, the pharmacists would reach that level. Then do you think they could take on every part or do you think one part or do you think one part is with nurses doing that and other parts better with GPs doing that and maybe there is a part that…..[Yeah but then you get hung up on what’s a nurse and what’s a GP]

Yes I see where you’re going

P
So you see. I would look at the chronic what’s the work that needs to be done to help someone with diabetes and who’s going to do that. There are no reasons why pharmacists can’t feel foot ulcers, we train nurses to feel foot ulcers, chiropodists do it, so why can’t pharmacists do it? So you almost you could imagine somebody called a pharmacist could take care of the whole management of diabetes care. If that’s what they want to do, if that’s what seems appropriate in the context. At the moment I think it is done by nurses and doctors reasonably well, fairing well. But if there’s another group who wants to do that…fine. You see what I mean?

F
Yes  it depends on the training and skills

 P
I would say, why would pharmacists want to take that part when doctors and nurses are doing it at the moment? But there maybe something about pharmacist’s professional aspirations to manage clinical conditions more than they do at the moment.

F
I think that the reason is because every source says that the pharmacist sees the patient more often than the GP does.  That’s the first…eh [Point of contact] Part of the multidisciplinary team to recognize any e.g. problems with medication. That would be the community pharmacy so that would be the starting point to put on a cascade of treatments.

P
I think it will honestly vary depending on local circumstances. If you think about this village you know it’s a long way from the next pharmacy. It is 10 miles down the road. So people will naturally think of coming in here in this village. They would not thing of the pharmacists as their local point of contact. The way you have a GP surgery which is less accessible like in a big city, I can imagine that people might be going to the pharmacists, that might be a very easy way of getting medical health care, in a way that isn’t happening through their GP surgery. But if it should or not….who knows.

F
OK good it’s been quite helpful. Thanks a lot.
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