Appendix 4.17- Transcript of focus group with community pharmacists
Fx = Facilitator

Px = Participant

……… unable to hear and transcript accurately

Text highlighted in red is tabulated in chapter 3

Field notes have been added in italics

[P2 and P3 knew each other socially and were obviously comfortable in each others company.  P4 had met P3 at a similar focus group exercise on the pharmaceutical care of cardiovascular issues.  P4 was talking to the students prior to the focus group starting and not to P2 and P3. P1 arrived late to the focus group.]

F2 

We don’t want you to take any account of which profession does what at this stage, we just want to check if the elements of patient care are included in the cycle. 

F1:

 You two [points to participants 3 and 4] have done this with other diseases with our fourth year undergraduates?

[P3 and P4 nod their heads and smile]

P2:

 Yes

F1:

 You’ll be experts then!

[All laugh and smile]

P3:

 Absolutely not

[Awkward silence while everyone looks at their papers. No-one wanting to be the first person to give an opinion]

F1:

 There is a lot to look at.

P3:

 I’ve already glanced at this at home

[All participants were sent the cycle and the table prior to the focus group]

F1:

 Oh you’ve done homework?

P3:

 I’ve done some homework 

F2:

 Well done
[Everyone laughs]

F3:

 Nothing came to mind at the time!

[Everyone laughs again]

F1:

 The central cycle is, what we perceive to be a multidisciplinary cycle with perhaps the circles coming from this centre circle being more pharmacist specific. We have asked other professionals their thoughts on this central cycle.  Now we would like your opinions.

Maybe if you look at the table; the table is good reference. Maybe once you look at the table it will be a wee bit easier.

Maybe you should take one box at a time and discus with each other whether you think what we have there is a relevant statement?

[P2 looks puzzled]

P2:

 It’s just that for diabetes, a patient…. are we talking about type one or type two diabetes?
F3:

 Type two

[All participants nod]

P2:

 Right, that’s fine 

[Nervous laughter.  P4 shifts uncomfortably in his seat]  

P3:

 If we are talking about type twos, it is slightly different when you look at diagnosis of a disease. Type one is more likely to be in an acute referral to even accident and emergency, where as type two is going to be diagnosed more likely by the GP.  That is why I was just wondering.

[Pause.  All participants look at P3]

P2:

 Community pharmacists are not normally in a position to choose the drug for the patient

P3:

 Once but that’s not common

[All participants nod]

F1:

 So this would be like a type two who is not controlled on tablets, right, ok

P2:

 The GPs normally won’t take that on themselves, so..
F1:

 You mean GPs won’t normally initiate insulin in a type 2 diabetic?  No ok……….

P2:

 Right so in terms of a Type 2.  I work in a practice and our practice nurse is still training to actually initiate insulin so Margaret’s (the practice nurse)just started initiating care.  It a nonsense really, in effect she’s prescribing, I mean I’ve prescribed in effect, I mean you go “is this alright” to the GP and he just goes: “yeah sure if you say so” [laugh].  They do what Margaret tells them to do.  [Laugh].  I only wish that they would do everything that we told them to do.  [Laugh]

[All participants look more comfortable]

F1:

 You might find some of the boxes have repetition in them as well. What we are hoping to do eventually is not have these two things [Holds up cycle and table] just to have one cycle with each box, so if you think we should get rid of bits, shout out.  Or if you think we are starting to repeat ourselves, just shout out.

P4:

 So again, this is bringing in pharmacists speaking; to persuade others in the team to give us support?
[F1 nods]

F1:

 Should we start with box one then?

P4:

 OK.

[pause]

F2:

 Well it’s very important now that you just validate the cycle,  some boxes might say that pharmacist should take care of this and that. Perhaps this is future planning, but for now we’re just validating the cycle. Is everything there that should be. It’s not important who does what. Try to ignore which profession does it, in this first section of the interview/discussion. We would like you to comment on that later. Now we like you to validate on the context, to see if it’s good enough, if everything is fine.

P2 +P3:
 
Right

P4:

 I don’t think you can argue much with number one.
[All nod]

P2:

 No I think its fine 

[Participants appear relaxed]

P2:

 So we will move on to box 2.  We think box 1 is fine. Regardless who assesses or reviews the clinical data. 
[P3 looks perplexed]

P3:

 But a pharmaceutical care plan, would it be from the pharmacist then? 
F1:

 Perhaps

[P3 looks doubtful]

P3:

 I am not sure pharmacists are at that stage 
F2:

 Is this box 2 you are talking about?

P3:

 Box 1, pharmaceutical care plan given to the patient.

F1:

 Are you assuming that a pharmaceutical care plan needs to be initiated by a pharmacist?

P3:

 I was just going to check the pharmaceutical care plan [laugh] 

F1:

 That’s good, seems reasonable.

P2:

 A care plan may be more appropriate.
F1:

 Yes and in secondary care they have (???) [laugh] they have the culture to start  initiating pharmacy input and what with data support being initiated…

P4:

 I think we all agree Box 1 that is fairly standard for just now.
[Pause] [All nod]

F3:

 Can you think of anything we missed out here for short-term treatment for diabetes?

P4:

 I don’t understand why that comes in with somebody who has just been diagnosed, and then you go to talk about short-term treatments.
[P2 nods]

P2:

 Why do you need that in?
F1:

 Yes, OK.  If you think that it doesn’t belong there, that’s good

P3:

 Are you thinking, if you are talking about going down the supplementary prescribing route, that that would be part of the care plan, is that what you’re thinking about?  So that would be there for optional use?

F1:

 Yes in the meanings that we have here, but you are right, it shouldn’t go here it should go…..

[All nod]

P4:

 You are talking about maybe somebody that on a short term analgesics, and I am not saying that there is any priority given here, but you are diagnosed and then you speak immediately about, you might be on 5 days antimicobials or something, it kind of splits where we are going.[F: yes].  I think you should maybe go with the major disease stages after, as in chronic management plan for the patient.  So in number two you should be talking about the hypertension and cholesterol and that stuff there.  You should put in the major disease states and then talk it over.

[P3 looks perplexed]

P3:

  Is this the ideal situation rather than what actually happening?

F:

 Yes, we hope that if we have a cycle of care of what is going to happen, in the ideal situation if you like.  Then the professions can start to fight over what part they would like to contribute.  You know, “we can’t do that, but the nurses do that bit, so we don’t need to do that bit”.  Then it’s all written down.

P2:

 Because it says “individualised” targets that have been agreed with the patients, and details of course lengths set by the medical team” How likely is that to happen?  If you are talking about short course supporting treatments.  What kind of treatments would those be?  Antimicobials, you have a sore throat so we will give you penicillin for five days, you’re not going to sit down and agree targets like that.  You are just going to say “take those and finish them”.  By the time you have sat down and done it and assessed it formally they have already finished them [someone laughs].  When you talked about individualised targets you wouldn’t agree that with short course treatments, would you?
F3

 OK

P2:

 It’s a bit kind of…..

[P2 looks troubled]

P3:

 What do you mean by that then?

P2:

 Yes, what do you mean by it?

F2:

 That you talked to the individual patient about it, so you don’t have like a protocol saying this is what all patient ….. so that any differences are included 

P3:

 So really this is about setting up a care plan for this patient.  If it includes acute medication.  So that anybody can then manage that patient and see….”what’s that set up?”
F1:

 In that yes, perhaps your right, perhaps you can set up organized care plan.

P3:

 Yes, because that may be the only time that the original GP wants to see that patient.
[Pause]

P4:

 I think that’s relevant but maybe not [F1: in the right bit], it should be in the cycle but maybe given less priority. [F1: OK], so in Box 3, that is maybe explained to people as well who may not been on any medication before saying like “this antidiabetic, which you are on because of this infection”   …….  [F: Right]

P3:

 So we were still talking about this from a hospital perspective referring into primary care?

F1:

 Yes if that is where the Type 2 went for their first assessment.

P3:

 Because increasingly that’s not where they would go?

F1: 

Yes

P3: 

It is usually the GP.
F1:

 I think we really need is a box or a circle there, with some patient need, etc., etc., etc.

[Pause]

F1:

 With Number 3, are you happy with the choice of drugs for first and second line

P2:

 Are they starting some on insulin now?  Type 2s?  Straight away? 
F1:

 Younger

P2:

 Yes we have seen one or two, [F1: Gosh] because we are picking up younger ones now.  Again that’s why most GP wouldn’t touch that, but they [laugh] setting them up [laugh].  Most GPs wouldn’t touch that, but yes, I have seen a few.  [F1: Gosh] 
P2:

 I think there are one or two consultants who are quite keen on using insulin in Type 2 diabetes.  I think it is being used younger, we have got a couple of patients and they are younger, because their control feels better and it’s more important to get that, you know, that kind of control from an early age, because there are so many more years left, for things to go wrong.
P4:

 Yes, that’s like Cardiovascular disease, you can expanding on problems with complications [P2: right I think we do].  It is so important to treat these people, quite aggressively.  So if it was cardiovascular disease you might skip forward a bit and that is one of the most important things. You have to start and manage that.  [P2: Oh that’s certainly what we do].  You can always expand on that later.

[The fourth member in the discussion arrives]

F1:

 If you look down the table we have done the first three.  If we move on to 4, would you be happy to do that, yes.  It is being taped.  [pause] I suppose we are at the education part now.  Is there anything there we missed at all?

[The group looks uncomfortable with the introduction of a new member of the group]

[Big pause. No-one is comfortable about putting forward their views at this time]

P2:

 What protocol would you apply to identify candidates for insulin therapy?  You got that “candidates for insulin therapy identified and pharmaceutical care plan” so a protocol for doing that? …… Is there an agreed plan?
F1:

 Where?

P2:

 Box 4, top right hand box, third line

F1:

 I don’t know if that means identified…. by somebody, not necessarily a pharmacist.  Been identified and at a pharmaceutical intervention initiated, but that’s not clear, right?

P2:

 It’s suggesting that you are identifying them within that section in the pharmaceutical care plan.  In which case…..  Is it possible to??  [everyone laughs]

F1:

  A very complex one

P2:

 I don’t know, it might be quite simple really. You can apply an age, saying “look this person is type 2, between 40-60 and this, that and the other” there might be a whole bunch of things that you can take the box of, and say hey, this might be a good guide.  [pause]   Or you could pick up while you are doing a pharmaceutical care plan, perhaps I am digressing here.  But while you’re doing this care plan with somebody, perhaps you got an obese patient on Metformin and you are talking to them about that, doing the pharmaceutical care, maybe you say come on now, look this guy is 42 and you are looking at some of his blood sugars, control pretty iffy, but you don’t have any sort of criteria by which to identify that patient, and say you could maybe come off it.  But if you did, you could tick the boxes, and say, “look after a discussion with you, I know that we have started you on Metformin, but it occurs to me that it might be a good idea for you to go on to insulin therapy because of the long term benefits of sugar control to you.  I will maybe suggest referring you on”.
P3:

 Would it not be better through all this just putting shared care plan here.  Because it is confusing me as I go through it, I keep on thinking.  I am still getting my head around all of it.

[P3 points to title of cycle]

F1:

 Yes you’re right, that’s probably a much better title for it

P3:

 And that’s something that primary care, single shared assessment, when things are all no longer kind of …….
[P3 points to table]

P4:

 I see that you have written that patient is given dietary advice, but you also need to give them exercise advice and smoking advice  in general along with all of this. [P1: And lifestyle]  Yes lifestyle, you’re not just going to give them dietary advice, you are going to add on lifestyle advice as well. [laughs] 

P2:

 I think that is a very good point, I think smoking should be stated, as it such a key impact in here

F1:

 I think it is later on, but I wonder, I mean probably we should say this  here, but I wonder whether you should put all these together, or leave it out [P: Separate]  Because it may be clearer that way.

P2:

 Because one thing I think should be repeated is smoking advice [P4: Yes].  Because with these boxes, it could be anyone, any healthcare professional talking to the patient. Then every healthcare profession that the patient sees should reinforce smoking advice, because I’ve seen so many patients, who have said “I saw a consultant, and I saw a nurse and I saw so and so and they didn’t mention smoking, but you did, and then maybe three years ago somebody did”.  So because three people in that period of time didn’t tell them to stop smoking, because they assumed somebody else has done, they thought it was OK.  They knew it wasn’t alright really, but, “Oh, it will be alright”.  Because that’s the way you are when you’re a smoker!  [laugh]  So it’s very important that every time anyone sees them whether it’s the chiropodist, the dietician, who ever, they say to that patient if they are a smoker, “I advise you to stop smoking”.  Whether they give formal counselling advice, it doesn’t matter, they must say “stop smoking”.  [P4: Yes]  So it should actually be repeated in every box. 

[Everybody comments on that at the same time] 

P4:

 Is it in further down?

P1:

 Yes.

P2:

 You might not give dietary advice and all that every time but smoking is still the one thing, I think.  It’s just my little thing. 
P1:

 But they are a resistant group of patients, you will encounter people who smoke and are diabetic, who will not stop smoking irrespective of how much you are in their face telling them “stop smoking”.  And the same with weight loss.  Weight loss and diabetic patients is really hard to manage, to get them to motivate themselves, and they are the very ones who probably smoke as well – and have all risk factors under the sun or perhaps ……[laugh]

P4:

 I thought part of the condition was weight loss!!  [laugh]

P1:

 Yes, you do get patient who are way, …. BMI forty and things like that, they are really hard to, hard to…..

[P1 gesticulates widely]

P4:

 But do you agree that by keeping chipping away at it, you maybe getting to some people?

P1:

 They will never come off it.

PI:

 “Everyone moans, and I am smoking my way”,  so that’s the difficult bit. 

P4:

 Yes, you as an individual have to determine how receptive, or what they are like, because you will know by their reaction, maybe their first time or what ever, or by the second time you have spoken to them.  Whereas if you keep going on at them then they will eventually go on to another pharmacy, probably.  [laughs]

P2:

 I am not talking about constant, I’m not talking about ‘beating them over the head’ every time you see them.  What I’m talking about saying to them, “Oh I see you’re a smoker, I’m sure you been told before, but I must advise you to stop smoking” and that’s it.  That is all you say.  Because if you don’t say it, then they will take it as permission. 
P3:

 They will

[All nod]

P2:

 You don’t have to beat yourself black and blue trying to make them stop smoking every time, just say “I see you smoke and I’m sure you been told” And they will go “Ah ha” and you go “right that’s fine, you’ve been warned, I’ve said it as well” and that’s it. 
P3:

 I think that you made quite a good point there, you’ve got there item 5, first box down the bottom, its got ‘discussion of individualised agreed targets’,  it is quite easy to write that down, but in a lot of cases, we just tell people “this is what you should be”, and if you have got, a taxi driver that has got a BMI of 35 and eats 24 packets of crisps a day, telling him not to eat any crisps isn’t really going to work, so it’ very much about agreeing what that person can do [P4: yes].  And we talk it, but we really don’t do that to any great extend. 
P1:

 So read the criteria ……..fit in the box

P3:

 You know we’ll say that person goes swimming or something, they will think “see him he was drunk”.  So we don’t necessarily give the lifestyle advice that fits in with that.

P1:

 And I think it’s a matter of managing one section at a time as well, because you could bombard them with all these different issues and then, so yes you do need to be realistic and set or prioritise your areas that are achievable or even some form of a slight improvement to start with. 
P3:

One of the GP’s systems, that is actually GPPAS, currently is called CDSS.  You have seen it obviously.  Basically what it does is, it flags up, what treatments is outstanding for that patient, so it is wee light bulbs which come up and say this person has not been using his drugs or their cholesterol is 7 and it needs to be reviewed or whatever.  But the GP doesn’t need to take them all at one time.  So I guess if you had a shared care plan, in electronic form whatever.  Then whoever in the team can take over part off that.  Then if you could have all of these things itemised then that would be a good way to move forward.  But the IT is possibly not there at the moment to do that.  But if they went to the GP, the community pharmacy and back, then we could pick up a light bulb, because we did a bit and then…..

P2:

 And that is what we do.  Whether that would fit into your light box, I don’t know!!  [laughs].  It is certainly what we do with our patients, is that, if they want to increase exercise, you say “you should increase your exercise, you should address you diet”, we would then refer them on.  If they say “well yes OK, how do I do it though?”.  Then we can refer them onto exercise schemes.  Or we can refer them to a dietary clinic, to a health-eating clinic.  We don’t try to work it through ourselves. 
P4:

 What do you actually mean by agreed individualized targets, do you mean HbA1c or do you mean lose 5 kilos, or what ….

F1:

Both.  You can have targets for each, and as you say realistic ones for both.  If you are …..
P4:

 So this is not individualized targets, that the patient is going to be monitoring, this is stuff that health care professionals are going to be telling them.  “Your HbA1c should be 7, and try to get that into their head ……
P3:

But possibly as part of your, it is in here obviously somewhere, but you are want to empower the patient so that they actually know they have HbA1c and what it is.  [F2: We are talking about patient health] and discussing their recent results, because I have had a post MI patient recently, that had been through all the kind of post MI follow-up and things, and he didn’t know the difference between cholesterol and sugar, and he is diabetic as well, and in chronic pain and everything else.  But basically he didn’t understand, so people around him went on about sugar, and cholesterol and the patient is like “hmm”.  He didn’t like to say.  

P1:

Yes, the figures are about the same.

P4:

Yes.  Probably below 8.

[everyone laughs]

P2:

Or now, I can assure you nine, nine could be…  The 9 could be sugar or the nine could be cholesterol or both.

P3:

That will have all been handed to him at the one time [P1: yes] and he has obviously never glanced at them

P2:

Do you know it never occurred to me that those figures were quite the same

F1: 

Number 5 then, are we all happy with 4 [P2: Yes].  Number 5 then.
P2:

 Education can go back up to 4

F1:

 Yes.

{pause}

P3:

 And is that addressed to the pharmaceutical care plan?

P4:

 Self monitoring of glycaemic control, can I ask ….. here…..
P2:

 Well they take the strips and put them in the bin. [laughs]  Cost the NHS millions.

[All 4 participants now comfortable in each others company]

P4:

Because what difference does it make to some of them?

P1:

It depends on the GP practice as to whether ….. some don’t bother, some use urine, some us BMs 

P2:

 It really depends on the patient

P3:

Twice a day they have probably told them, the practice nurse tends to increase, and be over enthusiastic, but the chances are that the patient is using them twice a day.

P4:

 …………….
P3:

Because the latest report has said that they haven’t.

P1:

Well they have failed to use that information which can be ….

P3:

 But that can be part of an individual plan couldn’t it, [P1: right], to talk through all that. 
P1:

 Absolutely, if your BM goes to such and such and its been like that for so many days and something like that, then what we need…… Then there might be an option to review or adjust. 
P2:

 It really depends on the patient, the way we deal with it. If you have got a 92 year old, you’re not going to get them to be doing 3 BMs a day.  Maybe once a week? 
P1:

That’s why you have to individualise your patient. 
P4:

I think again it’s because  ………..
P2:

If it’s a young guy you going to want to be pretty sure that you got him in control and things aren’t going to need help. 
P1: 

Yes

F1:

OK, so are we happy with 5, although we think the educational element should go up a bit and perhaps we should …...  OK, Box 6 then.

[Laughs]

F1:

You shouldn’t laugh!

P1:

Show me your book!  [Laughs]

P4:

I didn’t bring it!  [Laughs]

P2:

What book?

[Various comments made by participants to do with joke – undecipherable]

P4: Alright I think that’s excellent, to move forward, we were involved in a random screening pilot which went very well.  And this would be very good as well.  It is trying to improve the care, which is excellent.  Again it depends on the patients.

F1:

Some patients are happy to take responsibility for their disease.

P1:

Some don’t want to know anything at all really about their condition, [All: Yes], and walk off, or whatever.  Hopefully they are in the minority.  But you do get them.

P2:

What we need is access to some of the clinical measurements, that will come when we get electronic.  [P4: A ha] 
F1:

Or it could come by the patient held  record book

P1

Yes, other things could come by the book as well. 
P2

The book!

P2:

If you had access to it!

P3:

You could at least know other pharmacies, you could at least know, the last time they had a cholesterol check, and whether they are due to have it looked at again.  You could at least know when their U&Es and liver function have been done.  And you have a date for their last one, and you add that up, so that when you dispense, when you dispense a prescription monthly, you know when you dispense in October 2004 the last time they had their cholesterol checked and say “Oh, hang on a minute have you made an appointment to make you bloods done”. [P4: yes that’s good]  Remind the patient and make sure that they toddle off and get it done. 
P3:

I would say that I fit in with the first point, but this second bit about the prescription checks for adherence to disease management guidelines.  I guess if this was working, prescription would be in accordance with the guidelines anyway.  Because it’s an agreed care plan [P1: Care plan, yes].  I don’t know? ….

F1:

It is a double check.

P2:

So you would check it again.  So when you see that they have got a cholesterol that is drifting high, you would then check the prescription, and say it is time you moved up ……..  Is that what that means? 
F1:

Or if anything new has happened an in between times.

[P3 looks perplexed]

P3:

I’m not quite clear what that does mean then?

P1:

Or have you stopped taking your aspirin?  Does that what it means?

P4:

You’re looking for compliance as well. 
P3:

What are you looking for? The prescriber, [P1: GP] to have complied with what you agreed in the beginning?  That is what I am not that sure about! 
F1:

Yes, you are looking for all the different things.

P4:

Yes, so you are looking for patient compliance as in, have you taken ……. Metformin in the last 3 months? 
P3:

Or have they tweaked up that dose of ace inhibitor, which never gets raised.

P4:

So you are looking at patients’ compliance, but you are also looking for GP to prescribing the appropriate medicine for what was initiated in the care plan. 

F1:

(??)

P2:

 I guess that you would only do that once…. within the repeat dispensing cycle. 
P1:

What sort of period of time are we talking about, the six monthly, what sort of repeating dispensing? 
F1: 

It doesn’t really matter because as you (??)  Would you not be happy doing that each time each time you’re dispensing?

P3:

What duplication of effort!  If there is a new medicine started, and the whole point of repeat dispensing is that it is the same. [P1: And then reviewed every once so often]  It should be reviewed by the first person that sees it, and that needs to be documented again, and we are back to this documentation problem. 
P4:

There is chronic disease management care, doing these 6 month scripts and they keep going into the pharmacy every 6 months ….  Yes, so that point of checking what the GP has prescribed to the patient, so maybe there should be a bit of expansion on that. 
P1:

Yes, because I don’t know if you can do that every singe time, you do a prescription….
P2:

Or if something new is added to therapy. ….
P1:

Or if they had a cardiac event or something……
P2:

You would have to review over a period of time.
P1:

Yes or you would be doing one prescription a day. 
[Joke made, everyone laughs]

F1:

OK to Number 7.

F2:

You just have a little ending of Number 6 there 

P1:

Yes I see that.

F1:

Sorry

P3:

Oh right

P1:

I think that could tie into your other educational stuff

F1:

 Number 4, maybe?  We should put that all together under education.

[Pause]

P1: I suppose it is an ongoing thing; education, you know a bit if their medication is going to change. So I do agree that it probably should be done, things have been changing, so…. 

[Pause]

F:

Any other comments or shall we glance at Number 7.

[Pause, various inaudible murmurings] 

P2:

Well I might as well, I’m jumping down to point three, which is relevant, so I’ll just do that rather than wait to go through this systematically.  When you talk about cardiovascular risk, what are we talking about here? Patient monitoring taking control of blood glucose, right that’s fine.  Ketones, blood pressure, weight, cardiovascular risk…… When you do a cardiovascular risk is that actually talking about a cardiovascular risk assessment, which is done before you start treating anything like blood pressure, because you will take a pre-treatment blood pressure.  You are only going to do this once.  What do you mean by cardiovascular risk?…..

P1:

I suppose that depends.

F1:

 BNF recommendations?

P2:

So you’re looking at cholesterol, right, you want to know your cholesterol

P:

Blood Pressure

P1:

Smoker

P2:

Smokers data.  So might it not be better to just expand that out, because that’s where you’re looking at. 
F1:

Sure, sure, yes of course

P2:

So you are looking at cholesterol, smoking status…. What about, we always look at full blood count and thyroid when we look at our patient, when we monitor health.  Often we find that with our Type 2 diabetics everything has gone to hell so as well.  And we have had a lot of thyroid problems.  There should be a clinical expression for it!

[Laugh]

P2:

Not one that I would use it in front of a consultant.  But you know what I mean.  [P4: I know what you meant pal, it was clear]

[Un decipherable joke made, everyone contributes and laughs]

P2:

Is that enough ‘research speech’ for you’.

F1:

That’ll do, thanks

[More laughing]

P3: 

How do they decide in this, who does this?

F2:

That is what you can choose in a minute

P3:

Right because if that was already being done at a diabetic clinic somewhere else.  You wouldn’t do that.  So it needs to be a standardisation because it would be totally unworkable in community pharmacy. Some of our patients only want a dispensing, even repeat dispensing, but didn’t want any pharmaceutical care as such.  And other ones want the whole caboodle. 

P4:

I think that is what we are aiming for is to try and get away from, to try and give more care, but you are right I think that people don’t expect us to be doing this at present. …..
P3:

It’s not that I am saying that this can’t be delivered…..I’m just saying that these patients……

F2:

At the moment we just trying to figure out if anything is missing so don’t look at who’s doing what, we’ll take that later, just check that everything is in there

P2:

Right OK, because when you are looking at patient monitoring, you would also be looking at Chiropody, you would also be looking at ulcers.  I am trying to think what else you would do. 
P1:

You would certainly be looking at renal function. 
P2:

Yes usually

P1:

Or albumin.  Which usually …….

P2:

You would be wanting U&Es and LFTs, ……
P1:

What will you do if you have a patient who wasn’t on any medication, sure statin, but they do that sort of thing unless they are, I don’t think our GP, GP, I don’t think they do it all, I don’t think they review LFTs regularly, fair enough if they are on a statin or something like that, but for people who are starting, it is not, unless they have muscular pain or something like that.  You don’t want to tick everything for, because you do just get people who say right, just send the bloods off and do it, everything under the sun. You have to make use of them, but it has to be relevant at the moment. 
P4:

There’s also a bit of education bit, the first bit there,…. medicines and all that.  Because a lot of diabetics just come in and buy, statins and all that …..  So if you have got the guy registered with the pharmacist, obviously you get to know all these medicines.  It is also very difficult for the community pharmacist, in a busy community pharmacy who has got all those sales, you know if you got 100 of these ……coming in to you it is hard  for you to be doing everything, so there is a manpower thing here.  It is a great idea, but patient education and all that, you need to make the pharmacist aware of everything you buy.  Otherwise your control might be a wee bit off.

F1:

So we need to make the patient aware that they should be telling someone, the community pharmacist what they are buying……
P1:

It’s fair enough targeting people, but you’ll get to know your diabetic patients, who take a real interest in what their condition is about and you get other patients who rarely go to their GP to get reviewed, so you want to be able to, you are trying to target people who do not go to the hospital, do not go to the GP and they obviously need to get their medication dispensed somewhere, so you’re trying to bring them into the loop [P2: Sure], [P3: Absolutely].

[P4 nods]

F1:

Number 9 then

P2:

Of course you don’t get them out, if they don’t treat it.  What you find then is that they land up being housebound. We have got patients like that, have resisted proper treatment for years.

P3:

I guess if they’re not, if the person is going to a community pharmacy for a year, what is the impetus to keep them there?

P2:

Feet and eyes

P3:

What do you need to do with feet and eyes?

P1:

That will be the next thing.  I will have a retinal camera in the dispensing!

P3:

You will be doing the whole thing!  [laughs]  And not all of them get reviewed by a podiatrist do they? 

P2:

No, they don’t always get their feet or eyes.

P3:

I don’t think there is a referral system for the feet and eyes. I don’t think you should take on the bits that, I think you need to be able to take on all the bits that the GPs take on.  Not that you would need to take on, but there should be a path of referral there.

P2:

What is the gold standard, is that an annual basis you have?  Fixed digital photography.  I am not even going to try see what it is, because I having a hell of a job with these terms tonight!!

P4:

So as well as us looking at cholesterol and all that, you are suggesting that it should be up to us to highlight, “you should be seeing a chiropodist, you should be seeing a dietician”, you should be trying to introduce that.  Everybody should be within the team, but we should also be reiterating that. 

P2:

An optician won’t do, the same, the really top standard treatment.  An optician won’t be able to do …..  

[Many of the participants try to speak at once, undecipherable]

P1:

I think some opticians will.

P4:

I am just trying to bring out that, as well a focusing on the medicine part, you should be looking at the complete care, so we should be …..  Is that on the care plan as well?  OK, yes. 
P3: 

Because otherwise what you are going to get is people being banded about.  They have still got to go back to the GP to get their feet done and their eyes done.  There is absolutely no point in coming to us to get this part done.  There are bits that we can do obviously around the compliance and “how is your HbA1c”.  But if you are taking on the role of the diabetic clinic you need to take on the full role of the diabetic clinic.  You can’t take on the bits that you want to do. 
P4:

It’s not intend to be a kind of awareness exercise, as in you get another chance to speak to these diabetics, and say you should be attending diabetic clinic, as opposed to us taking on a role.  It is increased awareness from all the professionals involved.  [All: yes] 
P3:

I would see that though as a basic repeat dispensing.  You can do a basic repeat dispensing function, lifestyle and whatever.  That is what we are starting to do but the multidisciplinary thing, taking bloods etc., then you need to do a massive amount of other things. 
[End of first side of Tape]

F1:

OK, are you happy with the adverse effects, etc.

P4:

Yes, but what we are saying is that we would maybe add in there.

P:

……….  [Laugh]

P2:

You said a document as well, and I said LBF when I meant LFTs   [laugh]

P2:

It comes with age, [Laugh] trust me.

F1:

Number 10, Clinical Review

[Pause]

P:

That is suggesting that they haven’t had a clinical review.  I would have said in part 7, that that was a clinical review.  Unless you are having to refer them into secondary care.  The clinical review can be managed within that care plan. 
F1:

Yes, in some areas that may happen.  And if they are not tending to share, then you would be happy to ……
[Couple of participants talk over each other, undecipherable]

P4:

Could that be the clinical review of the adverse effect that we have picked up as in, “I have been on Metformin from day one, and I have horrible diarrhoea”, and you jump in there thinking if I was measuring the adverse effects of the medicine, then we would need to go back and repeat review this.  That is what it is all about, if you are seeing these people every month then you have the chance to pick up. 
F1:

Actually while we have been going round that centre cycle, we have been discussing everything in the outer circles.

P4:

Thanks then, can we go!  [Laughs]

F1:

Just finally, perhaps, could you have a wee look at the ten that we talked about.  I think you can see where we envisage the community pharmacist picking up the role and I am sure that we have all got different views on when that step should be.  Perhaps you just want to go for it.  What would you be happy for the community pharmacist to pick up.  ……… or a full diabetic assessment?

P3:

Provided that there was training and diagnostics supporting that.  I think that community pharmacists could do that equally as well as a nurse [P2: Yes]. The issue is the money now goes to the GP contract. 
F1:

Maybe get it on our contract.

P3:

Doubt it  [laughs]

P2:

I think it’s perfectly reasonable that community pharmacists, given the money, time, opportunity, could run a diabetic management clinic. Because I’ve sat with a diabetic practice nurse who runs a diabetic clinic in the practice that I work in, I have seen what she does and I know that there’s nothing that she does that I couldn’t do, apart from the foot test, but I would let her do that.  [Laughs]  But I could do that if I had to, obviously with the appropriate training, and the appropriate will to it.

P4:

If you are talking about finance of all this, it is less expensive for us, as professionals, to do these clinics. 
P2:

I don’t know, Margaret, is a G grade she is not cheap!

P1:

I mean lower in the pecking order.  [Laughs] 

P3:

We have got an I Grade in our practice.

P1:

But the thing is, are they coping with what the current level is at, are they are they managing what goes out there.

F1:

……….
P4:

And can we give them better overall care, that’s what tips the balance, I think.  We have a far broader education in all disease states. [P2: I think we can.]  I think we can as well.

P2:

Because I pick up things that Margaret doesn’t pick up, but you have got to remember this, you can become very focused on one thing.  So when a practice nurse, when you are working with a patient, what the practice nurse does, a diabetic nurse would do, is very hands on.  You put ‘the nip and pressure cup’ on the patient and you’re doing the hands on clinical stuff.  When you do the hands on clinical stuff, because I’ve done this, my brain totally, the pharmaceutical side totally goes out of the window, and my focus from looking at the tablets turns to task orienteering.  So you actually might be better if you review having had the data collected by somebody else. [P4: Yes].  So somebody else has done the hands on stuff and you’re sitting reviewing the clinical data in front of you, and you can then focus on clinical treatment of the patient and the pharmaceutics of it. I’ve had blood pressure taken, and I ignore that stuff, as it really does throw everything else out of the window.  I know it happened to me this afternoon as well.  I was totally distracted 

P3:

I would say, for all I’ve just said that I believe that pharmacy can do that.  I fundamentally don’t think it’s the role of pharmacist to do, because I think just as far as saying, yes ‘become specialist’, then you would end up asthma and diabetes, and there is still no medication for management.  There is no polypharmacy pharmacy management.  And there is nobody with the skills and expertise in our team to look at the management to control the multi disease state [F1: Sure].  And as soon as we go down this route then we are really becoming practice nurses and as Val said we are losing the focus of what you are actually doing.  What are the only skills that we have that other people can’t do?  A well qualified asthma nurse knows far more about asthma medication than me, far more about diabetic medication and me.  But I can look at the asthma and the diabetic and the cardiovascular and give that input.  And that expertise, and I think where pharmacy is going is completely down the wrong road. 
P4:

No, no.  You are missing the point, all we need to do is to get our hand on the clinical stats.  We don’t have to collect them ourselves. 
P3:

We are trying to be nurses here.

P2:

In our practice if the phlebotomist is doing the blood pressures for me, when I’m looking at mental health patients right, just so I can get as many folks through system, the phlebotomist has agreed to fill in a much a clerk-in form as possible.  So she takes the blood.  The phlebotomist’s cost you how much, 12/13 grand a year or something like that, and she is also doing blood pressure.  So just about all the stats the weight, the height and everything is actually filled in and ready so I can spend more time focusing on the issues that the blood tests throw up. But even with that, the guy I was talking to this afternoon, even pharmaceutically he couldn’t get blood away.  Because he was talking to me about Resperidone, did it cause impotence, and he felt it was a problem and we spent a long time talking about this.  I totally ignored the fact that he was taking ……… “Uhh”, I had to then phone him up and say “it was only when I was reviewing and writing your case up.  I’m sorry.”  Because he led me down the garden path, I lost focus on looking at the total picture, and I had so much else happening while I am dealing with him.

F:
……………
P4:

I think we should be….

P2:

What we do, look at tablets, is most important 

P4:

Also looking at the numbers.  We don’t want to create the numbers, we don’t want to be taking the bloods and doing the measuring, that is not it.  We are there to give the results, [P3: And adjust the medication] yes.  Let the nurses take the bloods and all that, and let the doctors look, we are not trained to do that, we are trained to interpret the results and advise on the medicine most appropriate. 

P2:

So we need to know the cholesterol, so we can tell them if they need to start an initial dose, or the dose raised.

P1:

There is no real reason why to take their bloods and, sure you can say, “right your blood haven’t been reviewed and go and see….”. You never get a (???) done, and even 20/15 years down the line, I’ll be surprised if you have a phlebotomist in a pharmacy, so you do, and to have a nurse in a pharmacy, you might get that if you have some of these sort of larger premises, but you can still manage their medication and have a large part to play in their regular maintenance and their medication and ensuring that they are getting educated and all the other parts are fitting into the jigsaw.  And there are, with out doubt, there are plenty of patients who go through GP and they are still managed by their practice nurse, who still won’t be where they should be as far as the level, what their targets are, and what has not been picked up.  It is all about being part of a team and not trying to isolate yourself in trying to have your ‘rolls royce’ treatment.  I know you will get pharmacist who know a lot more about diabetes than other pharmacists, it’s always going to happen.  If they have an interest it, or heart disease, or whatever, but it is educating your workforce.  It is essential to then be able to deliver that in a larger way than is currently being done.  Pharmacists do have a very import role in communities to educate and from a public health perspective, so I don’t think we will be testing bloods, and I don’t think that is really that relevant to what we are meant to be doing. 

P2:

But it’s getting access to the results [P1: Absolutely], because this is the one frustration I would feel in community, [P1: You’re isolated] working in community, is when I see patients I go “Oh, have you had, you’re on 10mg simvastatin, have you been back and had your blood checked and should that dose not be higher”.  And they go “Oh I will make an appointment I’ll go and see”.  You say, “Oh, OK.”  Then you don’t have that follow-up.  You don’t know that they have gone.

P1:

But with the NHS net with GP contact, with them having to input and ….. that, not improve their records, you will hopefully be able to press a button on your screen, this is such and such, all their results, bloods, you got it there.  You will ask Mr. X things that haven’t been picked up and then everything we touch would run smoothly from that. 
F1:`

……….
P2:

If or when you can do that, that would be fine, that would be great

P1:

That will, I don’t have any doubts, that will happen.

F1:

Grand, well thank you very much indeed.  
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