Appendix 6.6- Transcript of Focus Group A
Fx = Facilitator

Px = Participant

……… unable to hear and transcript accurately

Text highlighted in red is tabulated in chapter 5
Field notes have been added in italics
[Three of the participants knew each other socially and were obviously comfortable in each others company.  Sandwiches were available prior to the focus group starting in the evening, and thus most people were chatting at this time.]

F



I have given you one of these here, and this is just a photocopy of the Multidisciplinary Competency Document, this bigger document here.  Basically what I have done is go through the competencies, and say, “yes we can do those, we can do those in the community pharmacy”, but there was a couple that I missed out, and I have highlighted those to check that you are happy I haven’t missed out a competency that you would quite like put in the booklet.  And it might be difficult for you just now to go through and decide whether it should be missed out or kept in, but maybe as we are going through the booklet, if there is something that we come across, you might want to say, “well I think that that multi disciplinary one should or should not be included”, as the case may be.  Can I  now ask are there any competencies in the multi disciplinary booklet that you feel should have been included? 
[A long pause]
P



What about ‘Managed Clinical Networks in Diabetes Care’?
F



OK, Managing Clinical Networks in Diabetes Care. Is anybody involved in the managed clinical networks with any chronic disease state yet?

P



I have been to one meeting of a sub committee!  [Laughs]
[Everyone Laughs]

P



I had to leave early.  But I was there.  The MCM, that was me.

F



Maybe it is something that we will become involved with later on.  But we are maybe not at that stage yet.  Would that be fair?
P



Yes absolutely, but it should go into the workbook if this is to last over the future 5 years.
F



Yes.  That is a good point.

P



‘National and local systems for the identification and follow up of people with diabetes’- well we need that it. That will be one of our roles.

F



Ok. No problem. The next one that I missed out I think, was Information Technology Systems for managing the care of people with Diabetes.  And again this was perhaps, e-Library or resources.  I thought it was a bit wide, but again it is entirely up to yourself whether you think that it is part of the CPD workbook or not.

P



Is that talking in terms of reference sources?.....[nods]… I think you are right.
F



Yes, well that is how I took it, but again some of them are quite wide in their interpretation.  
The last one in this section was Managing Resources Effectively, again this is to cover all professionals, GPs etc who have got their own budget, and again I didn’t think that it was something we would need in the CPD workbook.  Are you happy with that?

P



Yes.

P



Yes, I think so.

[Other murmurs of agreement]

F



OK, on to Undertaking Assessment Tests relating to the Diagnosis within the Parameters of Own Discipline.  Again this is diagnosis of diabetes.  Which again is perhaps not part of our role.  Would you agree with that?

[Murmurs of agreement]

F



OK.  Criteria used in making a Diagnosis of Diabetes, again I didn’t think that that was us.
P



Nope, thankfully! [laughs]
[Murmurs of agreement]

F



Accurate Performance of Clinical Assessment, which again I though was more related to the diagnosis at this point, but are you happy with that?

P



Yes.

[Murmurs of agreement]

F



Clinical management of person with diabetes in relation to cardio vascular status, renal function, foot care, and management of eyes.
P



Can we put in glycaemia ?

F



I didn’t think that management of acute (incidence) was us really?

P



Well you can give advice.

P



Yes, you can give advice.

F



True.

P



And that would be part of the CPD workbook?
F



Yes.

P



And glycaemia.

[Several participants all responding at same time]

F



So you think that glycaemia should be included?

P



I was talking more about the management of acute episodes, I don’t think giving advice on that is clinical management as such.

F



That is true.  Clinical management of a person in relation to…..  That might be more thinking of the hospital episode where you are using ………. or whatever.  So glycaemia should maybe be in it then?

P



Definitely.

F



Yes.  OK I would be happy with that. Now Competencies by Description, I didn’t put any of them in.  That is because it contributes to the continuing education of other healthcare professionals, and in diabetes care relating to their own discipline.  So it is really teaching other disciplines, and I wasn’t sure if that should form part of the workbook? What do you think?
P



It certainly would not be one of the key roles. I would say teaching the patient is much more important.

[Murmurs of agreement]

F



Well the next part is contributes to the continuing education of the patient, carer or families of patients about diabetes and diabetes care.  The ones that are shaded we didn’t put in, because we felt that they were just getting a little away from our actual role.  If there are any there that you think should go in, then speak now.

[Long Pause]

P



Should the first one be in?

P



That was what I was just thinking.  Dealing with the Patient Focus in Diabetes Care.

F



OK.

P



Are they measuring their blood glucose, and are they getting their blood pressure checked, that whole thing about encouraging them to do those things. ‘Maintaining knowledge about the care of the person with diabetes’
F



OK.

P



Health and lifestyle.

P



Lifestyle is important as well.

[Others make sounds of agreement]

P



Health promotion.

[Everybody laughs.  Unable to make out further comments being made]

F



If anybody in pharmacy is off.  OK that is fine.

P



Did she tell you that she had a wee role?

F



(?) you have a wee role for everything.  Lets be honest.

[Pause]

P



What about the possible side effects of the treatment options in diabetes care, are we talking about medication and side effects?

P



Because you are discussing with the patient.

F



And it is definitely the patient and carers, so yes I would be happy to put that in.

P



It is difficult not to discuss the side effects of Metformin when they are first put on it.  [Laughs]

F



Like watching their stomach.

P



I am sorry it is not in the CPD workbook, I can’t discuss it.  [Everyone laughs]  I don’t think that is going to go down too well.

F



It is not my book.

P



It is not in my book, so I can’t tell you!

P



You are to take them after your food, but I am not saying why!

P



And they might do something to you but I can’t tell you what!

F



We are onto page 28 now.  And again I took out the whole of that page, but if there is anything there that you wish to have in then please shout now.  We went onto adult learning methods, which if you were running patient support groups could be useful.
P



Mmmmmn is that really our remit?
[Long Pause]

[Participant makes a joke about health board.  Laughing and further asides made]

F



Shout if you see anything that you want put in.
P



What about identifying with patients and carers their options for learning.  Maybe educating their …… where possible.

F



Yes.  That sounds fair.  Is there anything else?

P



I would say maybe to a certain extent critically appraising information on diabetes from various formats, because you get people saying, “there was this cutting from the newspaper”, or “what do you think about this new drug”, or “I saw this and this on the website”, it could be from anywhere.  And you might have an idea, and say to them, well that source is not so reliable, so.

P



Even at that it is not that easy is it?
F



That is grand.  Thank you very much.  Now could you have a wee look at your book which I just got within the last hour, so it is hot off the press.

P



It is very good.

F



We do our best.  I would love to say that I did it myself but that would be a lie.  [Laughs]
P



We are probably just going to tell them to change it.

P



How many did you get printed?

F



There will be another version, another version coming up.  After a difficult focus group we decided to add in a few more pages. [Laughs]  
P



Troublemakers will not be invited to any more discussion groups.

F



It was suggested that we put in an introduction, so we put in an introduction to explain what the booklet was about, because Ann-Marie was worried that people would get concerned when they opened it up and say, “I am not doing that at the moment!”.  So that is why we put in an introduction, and we tried to explain why we have NHS QIS standards which is really the clinical standard board of Scotland, which has now introduced parameters which as part of NES we have to meet.  So that is why it is there to explain why we have those in here.  The first column is the multi disciplinary ones, which you just looked at.  The second column is the numbers and standards, which you can ignore.  The third column is the one that consensus was met with Delphi, so that means that over 75% of you agreed.  That is it scored 6 or 7, that you wanted it included, and that you agreed with that statement.  There is also an end column here, and these are statements where consensus was not agreed.  We didn’t get enough percentage for us to say, “yes we want to include that”.  I really just put it there so that I can get your comments, as to whether or not you are happy that that is being excluded from the workbook.  It will not be included because it wasn’t agreed by consensus.  It is just to get your comments on those things, and I think that there are about 6 of those things.  That is why we do Delphi basically, to see if we get consensus.

Now you will notice if we turn to page three, the first page, that there are a couple of words that are in blue.  Now this is because we have changed the terminology here, and instead of calling it a pharmaceutical care plan, for example we have called it a pharmaceutical clinical record.  This is because the Scottish Executive new assessments don’t talk about pharmaceutical care plans they talk about needs assessment forms.  So this is to make sure that we cover all the different records, and what they are called, we have called it pharmaceutical clinical record.  
So I just wanted to check with you as we go through it that you are happy with the small adjustments in terminology, because obviously I got consensus on the original terminology.  Nothing is drastic, but we just need to get your agreement that you are happy.

So if we start with page three, as you see, we got consensus on identifying patient’s needs and support for patient interview.  We would like to put in assessment there to be in line with the new contract instructions.  Are you all happy with that?
P



It all boils down to the same thing!
[Several murmurs of agreement]
F



The second part again we have taken out pharmaceutical care plan and put in pharmaceutical clinical record, and we have been asked to put in assessment there.  We were talking about interview all the time, and the Scottish Exec was wanting signals for assessment and referral, because that is the kind of terminology that they are using in the model schemes and eventually the contract.  Are you happy with that?

P



That is fine.  Some might be put off by the word interview anyway.
P



Assessment sounds better.

P



Yes it is an assessment because an interview suggests that you are going to be sitting down at a desk having an in-depth discussion with them.

P



They would think that it was an interrogation.

P



Yes, could I just interrogate you about your medicines just now.  [Laugh]  It is not going to work.  A wee chat, and assessment.

F



Absolutely.

F



Now page five.  Page 5 is personal accountability and that of other members of the multi-disciplinary team, now again we added in a few wee bits here, because the Scottish Exec asked us to.  One of the bits was we have just started with receiving and integrating information about the patients goals, and medical or drug history.  They were talking about, lets go back to basics and go right to dispensing of prescriptions and counselling of patients appropriately, because that is what is happening just now, and then going on to receiving an integrated ….  They just wanted that wee sentence put in there.  Are you happy with that?

[Murmurs of agreement from participants]

F



OK, and we have said the drug history received from the multi-disciplinary team.  She preferred ‘obtained’ which we were happy with, I think?

P



It is far more proactive.

F



Obtained, yes.  And again we changed the pharmaceutical clinical record to optimise which isn’t spelt right actually.  Is there anyone unhappy with anything on that page?  Is there anything there which you don’t think ties in with the competencies in the first column?

[Long Pause]

And if at any time when we are going through them, you think “I don’t agree with that”, please shout.

[Long Pause]

P



I think that is absolutely fine.

F



Yes.  And the only thing here which didn’t reach consensus was adjusting doses of insulin.

P



Yes well I can see why that wasn’t popular! Too scary!
[Laughter]

F



Page seven, again if you would like to check that the multidisciplinary competencies agrees with what I tied it in with, there was no changes to the text as such.

P



Why did you use words rather than numbers?  It is very confusing.

F



[Laughs] What at the bottom of the pages? Did you not learn to read numbers at school?

P



No. [More laughter]
F



We will mention it to the graphic designers, OK? We will change them to numbers for you.
OK, Page 9.  Now here we come across something that we haven’t come across before which is very exciting.  Here we have got a multi disciplinary competency and as far as I was concerned there was no activity to match it to, and therefore I would like your opinion on an activity, which would match it.  The team contribution to the design of services for the care of people with diabetes.

P



Well if you were on an (NOCC) group, or a sub committee.  
P



Would you then have a sub, sub committee? [Everyone laughs]
F



OK, so involvement in a local diabetic committees, no?  Or (voice), membership of (voice)?

P



Does it need to be diabetic committees?

P



I don’t know the structure of ….

P



Because you wouldn’t have a committee would you.

F



It would be more development of local committees.

P



And check through the various levels and where pharmacists slot in.  Something like that.

P



Do you want membership, or just an awareness of it all?

P



An involvement in relevant local committees, or a voice.

F



That sounds good.

P



And it sounds proactive as well.  The Scottish Exec will like it.  [Laughs]
F



So an involvement in relevant local committees.

F



Now is there anything else, again we took out pharmaceutical care record and replaced with pharmaceutical care plan.  Is there anything, any multi disciplinary not matching that activity?  
[Long Pause]

P



No that is OK.

F



Good, then we will go to page eleven, and here again we have got a blank.  We have got local and national guidelines relating to the care of people with diabetes, and access to source of up to date information in diabetes care, for example, professional bodies, and local and national guidelines.  What could we have as an activity here?

P



Could that involve things like (SIGN) guidelines or things like that?

F



Obtain a working knowledge of guidelines?  Local or national or both?  
P



Both. Yes.

F



Is there anything else?  No?

F



OK, is there anything from the left hand side not tying up with the activities that we have here. 

[Long Pause]

The Scottish Exec suggested us to add in, ‘with appropriate experience and expertise’ to critically reviewing guidelines, because they thought that it might be a little bit scary if you thought that you had to critically review published papers on advances with no training.
P



Fine. It is like our days back at university, probability and all of that.
P



It didn’t reach consensus, but with the phrase ‘with appropriate experience and expertise’ added can we not keep it in the CPD workbook?
P



Yes, I would be happier with it now, lets be ‘proactive’ and leave it in.
F



OK. We also didn’t get consensus on critically reviewing current published papers within a multi professional group.  People felt a little uncomfortable about that.  So within a group of pharmacists it could stay.  Do you agree with that but multiprofessional should go?

P



Yes, I think that people would feel a bit out of their depth if they went in with people like GPs and so on.

P



I think that you would be surprised sometimes by their knowledge, or lack of it.
F



It is maybe something that we would add in later on, when we are all more comfortable with these perhaps?  Yes.  OK, page thirteen, here we again are looking for your opinion on ‘Joint research and audit programmes’.  What do you think?

P



Involvement.

P



Come up with ideas.

F



So becoming involved in audit?  And research?

P



I am not sure about the research bit of it, but definitely the audit.

P



What is wrong with research?

P



From the model scheme community pharmacy perspective?

F



What about part of a research project?
P



OK Part of a research project.

P



………..
F



OK, so we think coming involved in audit/research?  Would you be happy with that?  If something came round.  We are not asking you to do an audit from scratch really.  [All Laugh]

P



The audit tools would be provided.

F



Absolutely.  It is really if somebody was doing some research into the kinds of drugs that diabetic patients are more likely to comply with or whatever.  Something like that, that was already set up.

P



Ok  research too
F



Now ‘Communication systems and methods of record keeping employed by the multidisciplinary team in diabetes care’, if you just take a wee look down there and check that that follows onto that.

[Pause]

We have changed the pharmaceutical care plan to pharmaceutical clinical record, and instead of using a standard care plan to share information, the Scottish Exec wanted us to use a standard referral process which again is the same as the bottom one, care planning.

Onto page 15.  Are you all happy so far?  Good, good, good.  Page 15, again we have nothing that consensus was not achieved on.  The Scottish Exec wanted a few things added in here.  Maintaining the clinical record, instead of care plan, she also wanted us to put something basic in there so that people would get back to ‘grass roots’ if you like.  And we talk about the patient demographics, name and address.

P



It is not spelt right.

F



Is it not?  No you are right.  [Everyone laughs]
F



Demographics, name, address, CHI number.  Are you happy with that just to go in there?  OK, could you just check that I haven’t put anything in there that doesn’t agree with the first one?

[Long pause]

OK.  Are you happy with that?

Page 17, we have got establishing and maintaining methods of communication with other members of the multidisciplinary team.  If you first of all just want to check that you are happy with the ones that I have chosen to go down there, and then I am going to use your brains for the one at the bottom.

[Long Pause]

P



I don’t know what you could do for that one there, involving service users in the evaluation of services?

P



You could set up focus groups.

F



You could set up focus groups!

[Laughs]

What about patient evaluation questionnaires, has anyone every used them?

P



We have used them for our dispensing service.

F



What did you think of them?

P



Good actually, very good.

P



Very interesting.

P



It depends where you work though!

P



It would be very encouraging to try them out.
P



It can be quite interesting.  Because I thought that it would be like lighting the ‘blue touch paper’ when I first did it in the shop.

P



No, but people love these things.

P



You realise that they are quite happy with the service, despite the fact that you get the occasional moaning person.

F



Has anyone else used them?  No?  They certainly use them in dentistry all the time, and with dental trainees they give them to every 10th patient, and ask them to fill them in and say how they thought the new dentist is coming along.  And it is something that we thought we might introduce to pharmacy, but we thought that we would see what you felt about it.  
P



It was done with health promotion, did health promotion not do a big project about pharmacy and patients.

F



Oh.

P



There was also one on head lice service when it first started.

P



So they have done some before.

P



Certainly the one that we have done was just a basic five questions.

F



Was it a tick box thing?

P



Yes, it was circle the answer that you thought was appropriate, from rubbish to very good.

F



So it was easy to fill in.

P



And then we just scored it, and put it on a bar chart.  And then we duplicated it the following year.

F



And did it improve?

P



In some cases it did, and in others it didn’t.
F



Should we suggest that here then?
P



Yes, good idea!
F



OK, that is grand.  Thank you very much.  If we go to page 19.

P



Oh in nineteen we have a little space.  Knowledge of the specific tests used in diabetes care.  If you want to just check that you are happy that the two match up.  We are talking about operational devices and equipment as well.

The Scottish Exec wanted a few things added in.  We have put in clinical record instead of care plan

P


Yes I understand that terminology

F


At the bottom she wanted some examples of glycaemic control, so that is why we have put in frequency and technique.  Are you happy with that?

P



The calibrations.

P



Yes, we are quite pleased to see frequency and technique.

F



Do you think that calibration should be in or not?

P



We might not want to see it, but it should be.

F



Calibration?

P



Meters.

P



Scary!
P



Let’s get rid of the bloody things for what they do.  Like, “why is it not working”.

P



Because you keep bouncing it off the floor!  [Laughs]

F



OK.  Clinical management of a person with diabetes in relation to, and I think that this is where I missed out glycaemia before in your first document.  So I will put that in again.  If you just want to check that you are happy that I have put the right things in the right column, then that will be helpful, and I have put in glycaemia there.

P



Is it cardio preventative or cardio protective medication?  One or other I suppose.

F



Emm…

P



I suppose it depends what you have.

P



Yes, it is a bit weird.

P



Because cardio preventative strikes me as being strange, cardio protective would seem more appropriate.

F



Yes, I can certainly make sure it is consistently cardioprotective if you prefer that terminology?
P



Yes, I understand that term.
F



Are you all happy?




[Murmurs of agreement]

F



There is more of the same on the next page, it goes on to foot care, which incidentally did not get consensus and management of eyes.  And the ones that went with it.  [Pause]  The one at the bottom, again we changed it from pharmaceutical care plan to pharmaceutical clinical record.  And we have got side effects there.

P



Foot care didn’t get consensus. Hmmm interesting, folk must think it’s too specialised

F



Are you happy to leave it out?

P



Absolutely!

F



Now you have added to this page, management of acute episodes, what activity would you like here?

P



How about advising patients what action should be taken in the event of a hypoglycaemic attack.
P



Fabulous. Well said.
F



OK Page 25, here we have got interventions, actions, interactions and possible side effects.  Side effects again, see, you thought that we had forgotten all about side effects.  And this time we have decided to spell optimise right, which is quite nice.  Are you happy with that?

P



It says cardio preventative.

P



That is the third cardio preventative.

F



Is it?
P



Yes, there were two on the first page.

F



OK, I will have a look.

P



Am I being too fussy?
F



Not at all! OK are you happy with that?  Is anyone unhappy with the matches there?

[Long pause. Head shaking]

OK, page 27, again we have clinical record in instead of clinical care plan, and perhaps after our discussions hyperglycaemia should be put in there as well.  Cardiovascular, neuropathy, nephropathy, are you happy with that?

P



Yes, probably quite correct.

P



Should you have hypoglycaemia too?

F



Would you want hypoglycaemia in there?

P



Yes please.
P



Well this is the thing.  You do get customers coming in, they think of you first, before they would go to a doctor, for some strange reason.

F



OK, we could put hypo in there.

P



You have little old ladies falling over and they are not sure why.

F



Yes, OK.  Are you happy with the matchings that I have done there?

P



Yes.

F


Now page 29, the last couple of pages we were stuck, because again we are missing suggestions here, and the one that we are missing suggestions in is the ‘cultural issues that may affect the care of the person with diabetes’.

P



You mean the likes of people who are Muslims or whatever at Ramadan.

P



We need to have a working knowledge of these cultures and the effect or implications on their illness

F



Absolutely, if they came in and said, “I am going to fast for Ramadan”, what would you say?  That kind of stuff.

P



Does it cover more widely …….. diabetes
F



Absolutely, I think if you are Asian, then you are 2 to 3 times as likely to get it as any other.  A working knowledge of patient cultures and implications of the disease states, something like that?  Anything else that you want to add in?  Has anyone ever been asked what to do for anything like Ramadan?

[End of Tape]

F



OK, so we have a sort of working knowledge of cultural issues, patient cultures.

P



Absolutely.

F



OK.  Identification of educational opportunities specific to their speciality, and interdisciplinary learning in diabetes, are you happy with the pairings there?

P



Yes to be honest all the competency pharmacist activities that you have matched together look sensible
 [murmurs of agreement]

[Pause]

F



OK, the last page is, screening processes, now are you happy with us keeping in screening processes, or would you prefer if I took it out?

P



To work towards in the next 10 years, then should it be in?

[Long Pause]

P



There is a demand for it.  We get asked to do it quite a lot.
P



Well to me that says that there, it says screening process and then it says information, so it is maybe us, you know a patient coming in and saying “well I think my mother is diabetic, what kind of tests can you do”?  Is it maybe that kind of thing we are talking about there?

P



More information about tests, rather than actually doing the tests.

F



So us providing educational packages for people who think that they might….

P



Or giving referral to the appropriate person.

F



Would you be happy with that?

P



I think just because it says information

F



OK.  And this section contributes to the continuing education of the patient.

P



Yes, I would think that would tie in.

F



So we could put in our referrals, knowing who to refer them to, providing information in the appropriate language on diabetes and the signs and symptoms.  Something like that?

P



Yes.

F



OK.  The last thing is relating the importance of concordance with therapeutic regimens in diabetes care to patients and carers.  We don’t really have anything in about that, so we wondered what activity?  I mean here do we put in repeat dispensing, compliance checks.  What do you think?

P



It is almost down to health education.

F



Yes.

P



It is very, very important in diabetes, and it is probably the one that we do.

P



Patient counselling, especially when it is a patient who is new to their medication who you have never had in before.  It’s about timing. If you say to them in the first place how important it is, rather than two months down the line when they have not really bothered that much.  Start as you mean to go on.

F



So patient counselling, anything else?

P



Compliance yes.

F



In what way?

P



From their PMR.  Are they getting the right amount of medication?  Who is to say that they are taking it, but ……….

F



They are coming back every three or four weeks, for something that should have run out in four weeks.

P



Yes.  That is one indicator isn’t it?

P



You find that some are just not taking their Metformin because of the side effects.

P



…………….
F



OK. We also need an activity for maintaining the patient focus of diabetes care/

P



It’s about educating, isn’t it? Educating and encouraging the patient to be proactive.

P



The patient and carer.

P



Yes we need to encourage them to be proactive with their disease state whether it is diabetes or arthritis or whatever.

F



OK. What about  health promotion and education?

P



Ahh well that’s my speciality. We need to provide appropriate information on lifestyle advice and health promotion.

P



Agreed!

F



You wanted treatment options in diabetes care, and possible side effects: patient/carer involvement added in as a key content, what activity would you like to link to this?

P



Well providing advice and information on the treatment options and possible side effects I would say
P



Yes, appropriate information though, you don’t want to drown them in literature!
[Laughs]

F



And lastly we have identifying with patients/ families/ carers opportunities for learning and critically appraising information on diabetes from various formats which kind of link together. What activity or activities would go with these?

P



Well, I would say advising on where to get learning, you know sources of learning. Not the Sunday Post!

P



Yes there is something about appropriate support groups too
P



With out expertise we can critically review these sources for the patient and carer too. Suggest reading the Sunday Post is not the most reliable source of medical knowledge!

[Laughter]
F



Now, we have a few remaining pharmacy activities that did not reach consensus during the Delphi. I want to just check you are happy for them to be left out of the CPD workbook. The first one is sharing examples of practice through individual cases within a multidisciplinary group.
P



Blimey, we can’t leave that out. That is hugely important. We may not like it, but it is the only way forward.

P



Yes, it is scary, but it has to go in.

F



OK. The next is sharing reflections of your best performance in practice within a multidisciplinary group
P



Again, this has to stay in. We are not considering what we do today, but what we should be doing 5 years from today.

P



Agreed. It stays!

[Murmurs of agreement]

F



Lastly was the activity taking part in a local multi-disciplinary mentoring group. This actually only underwent one round of Delphi in round 3 and obtained 50% consensus. It was changed from sharing reflections where your performance leaves room for improvement within a multidisciplinary group which only received 25% consensus in Delphi 2. The Delphi comments are listed here for your reference.
[Silence- everybody reading]

P



I think if it had been allowed more Delphi rounds it would have made consensus. It would only be fair to include it in the workbook.
P



Yes absolutely
P



Agreed!
F



Now I have a few general questions to ask and then I will let you go on your way.  First of all in what ways would you find this workbook to be of practical use in your own development?

P



I think that it would prompt you to see what you needed to focus on.
F



OK.

P



Obviously you couldn’t do everything at once, you could pick it up and say, well I think that is what is important to me right now.

P



It does give element things for you at that time.

F



It does say “bite sized chunks” here at one point, which is Ann Marie’s terminology, because it is daunting, 31 pages of things to do is very scary to begin with, I would say.  Anything else?  So you could use it as a kind of reference on how to structure your service and your team.  Yes?

P



Yes.  It is reassuring that if you are trying to do something, then you are going in the right direction.  You are not missing things out along the way, or if you are, it will then highlight what you maybe should be doing.  It is something that you maybe just work out.

F



OK.  Sure.  What are the problems or limitations to its use that you can see?

[Pause]  

Maybe time consuming?

P



Yes.

P



Quite scary

P



Possibly, I mean it has things that it says you can do with appropriate training, you might be thinking, well that is all very well, but where do I get the appropriate training from?  So that maybe things that will have to be set up through NES.

F



So it is linking CPD along with practice which is quite difficult because people have not done it before, or they have done it in an unstructured manner, this is kind of trying to structure it.

P



Because I find that I have quite a few diabetic patients who come in to me, and they say, “my pen doesn’t seem to work properly”, or whatever it is.  And you have never really used it before yourself, so practical training and that sort of thing would be an advantage.

F



Yes, absolutely, do you think it would encourage you to become involved with what is happening locally, to find out what meters are being used by what surgeries, to try and get some kind of agreement that only A, B and C meters will be used in this area, so that you don’t have to have a full range of every working meter that has ever been made.

P



The difficulty then is, where I work patients are directed to both the Victoria and the Southern General, which would mean that trying to get something like that put in place would be quite tricky.

F



That would be the (voice) to the local committees wouldn’t it.

P



You are looking more for a kind of (?) first.

P



We only use one meter in our area, and I find that really helpful.

P



Oh lucky you.

P



They got together all the pharmacist in retail and they trained them on how to use that meter.

P



How did they decide on that specific one?  Who made the decision, was it the GPs or was it the …..

P



It was our LCC pharmacists got together and decided it, and then they piloted it in one LCC, they then did it region wide, and then they went to secondary care as well.  But then it is easy in a small place like ours I suppose.

F



Yes, but then larger places can use your example.

P



But certainly I feel more confident now, because before when someone walked through the door, I thought, “Oh no”.  It is a really easy one to use as well, the one that they picked.  We went through them, they sat with them all and then decided on the ones that they thought would be the easiest to use, and the easiest to train on, and that was the one that they came up with.  And the patients now get it free as well, a newly diagnosed diabetic will get it free from the hospital, and then if anyone’s meter breaks down they get another one handed out free from the hospital.

P



Yes, we have problems with strips, they don’t fit the machines, so that will cut out those problems.

P



That is how it started, ordering in strips was a big thing, and that is why it started.

P



????  [Everyone Laughs – Further asides made]

F



How and when would you use such a document?

P



Well I think at the beginning of the model scheme you might sit down, and decide what stage you thought you were at, am I ready to give a service, can I meet enough of the criteria to do it competently, and then (?) and go back.

F



So it is a way of constantly re-auditing, dare I day.  [Laughs]  And saying well I have time now to develop it further, or check that I am doing it right.  And where you want to aim for.

P



And to identify gaps in the knowledge as well.

F



Which is really where I come in, if people can identify where they have learning needs then it is our job to try and address those needs.  That is why having a workbook is quite useful to us, because then we can call someone and say, “do you mind looking at them in a normalised form and see where your training needs are”, and if we get enough of them then we will run something on your training needs, so that would be quite helpful.

Any improvements to the design of the workbook that you think would address some of these problems.

P



You can leave the numbers as words if you like.

P



I think that it looks quite functional, and I think in a way that put me off at first.  Sort of what is that, and how does that tie in with that, and now that we have talked it through I think that I understand it, but at first I just thought “gosh”.

F



If you had just opened it, if we hadn’t talked it through though and you were someone doing a model scheme, would that put you off?  How do you think that we could improve it?

{Several participants answer at once – can’t make out what they are saying]

P



I hadn’t had a chance to read that, but once I had read that I might have overcome my fears.

F



And what did you think of my funky design.

P



It is too funky!

F



Other words up there, do you think we should do away with them?

P



I think that I personally would.  Obviously for space wise it is quite good it being there.  But I think to look at it and instantly get the just of what was going on.

P



Yes, I didn’t understand what I was reading.

F



OK, that is fine.

P



Yes, because your headings are sidings.

F



Yes, I can do that.  Now I can say, “seven people said they would prefer if they were at the top”.

[Laughing – several participants talking at once]

F



Anything else that we can do to make it more user friendly?  Is it too big, is it too wee? 

P



I think that it is the right size.

P



The right size, yes.

P



Could you put places that you could find more information at the back of it?

F



We could.  Hopefully the idea is that I am going to pilot this in Dumfries and Galloway, from I think it is April, are going to do a diabetes model scheme and the plan is to pilot this with people who do the model scheme, and see how they get on filling it in.  And hopefully the idea is that we might actually give them a hand here, because it is very daunting to have a blank page, and perhaps we can put some evidence of change and give some examples.

P



Yes.

F



I think that might be helpful, for at the moment you are like gosh, what do I write here.  So if we can give them a hand.  We are planning to pilot it for 4 months and then get them back and see what people have written to see what ones they have really struggled with and what ones were easy, and see if we can make it a wee bit more user friendly.  So wee examples might help.

P



I think so, yes.  Because you well get people looking at this and thinking, “what do I do”.

F



Help, help.

P



You would spend half of your time thinking what can I do to change my performance.

F



OK, anything else.  Any other comments that you have on it?

Thank you again for filling in Delphi and coming along tonight.  I am trying to send out, to people who couldn’t make it along to Focus Group obviously, there is another 30 odd people out there who filled in Delphi, I will be sending it out with the same questions, and asking them to write their comments and send them back, and once we have collated that, it will go to a pilot in Dumfries and Galloway, and then hopefully it will be used nationally, and by that time we will be on draft four or something!  [Laughs]  Just before you go, I am going to give you a piece of paper each, and I am going to ask you to write the number of years that you have been qualified, whether you work in a multiple or independent, and the area that you came from, just for demographics.
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