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Yes.  I’m a very ardent fan of this 

prevention.  So all the patients go 

through my door definitely have this 

brain washing about smoking, yeah, and 

I always tell them we have got a clinic, 

because we have got about three people 

running this clinic, smoking cessation 

clinic yeah.

Or any disease.  You name it.  Say for 

example smoking we’ll say.  It prevents 

so many things and so much money is 

wasted in the NHS because of this 

smoking.  Heart disease or cancer or 

[Unintelligible 00:08:23], you name it, 

there is so much influence, and then the 

quality of life of the patient 

[Unintelligible 00:08:28], so it’s very 

important that if we can get all these 

people from the patients to stop 

smoking, then I can save a lot of money 

for the NHS.

It’s a programme but it’s not very 

popular.  A lot of people, they don’t do it 

as serious thing like smoking cessation 

or cervical cytology.

I think we must give more time and more 

publicity so it might become more 

popular with the doctors and with the 

patients.  People come with symptoms 

but the symptoms are not very obvious 

when they come and see the doctors, 

unless some [Unintelligible 00:12:52] 

chlamydia but they don’t have much 

symptoms, so they don’t come with that.  

That’s one thing.  Men yes.  Men, 

usually very few come to this practice.

I think the programme is a very low 

threshold.  It is not going very actively 

like smoking or like breast screening or 

any of these things.  It’s low profile, so 

it’s not very popular or not given the due 

importance I think.

Yeah I think the public are not aware.  

Not enough knowledge is given to the 

public about this illness.  It’s one of the 

most common ST diseases in the 

public, but nobody knows about this.

Yeah.  These things, usually we tell 

them at the time it’s appropriate, if they 

come with a bowel problem, then we’ll 

ask them, “you have done this 

screening”, and somebody will say 

[Unintelligible 00:05:30], we’ll tell them 

it is very accurate at detecting people 

with cancer and it’s very important, we 

have got two people positive out of one 

year or something like that here.

They have influence on me, yeah.  But 

the team came a couple of years back, 

one of the nurses and [Unintelligible 

00:31:23].  They came and they gave us 

free kits, and then they told us how we 

are doing, and they gave all these 

[Unintelligible 00:31:30] like you and 

then how Haringey is doing, how London 

is doing, how at an international level 

England is doing, and then compare it 

and then will say “we’ll have to put this 

up and it’ll help your patients”.  Then he 

said “[Unintelligible 00:31:44]”.

Yes, yes.  Yeah it’ll help, yeah.  So 

every month you are sending me a return 

saying that in Haringey there are 25 

doctors here, you are doing only 10%.   

The other 10 doctors, you are doing 

70%, and another doctor in another 

practice [Unintelligible 00:32:28] and we 

are on the 10% level, then it’ll help me.

I think publicity [Unintelligible 00:34:26] 

or chlamydia say okay, we’ll say, or say 

a certain percentage of the patients in 

I think there was a local chlamydia 

programme came in here, and then they 

came and spoke to us, one of the 

teams, they came and spoke to us, and 

then they were giving some incentives 

also at the time.  I can’t remember what 

they did, some incentives also.

Maybe they came and spoke to us, the 

team, they came and spoke to us, and 

they said Haringey is one of the lowest 

in the whole of England and we are not 

doing well at all, we’ll have to improve 

our services.

…all these diseases, you can treat it 

completely and the complications you 

have, infertility or blindness or any of 

these things in the long term can be 

prevented, so public health issues were 

considered, yeah.

They have influence on me, yeah.  But 

the team came a couple of years back, 

one of the nurses and [Unintelligible 

00:31:23].  They came and they gave us 

free kits, and then they told us how we 

are doing, and they gave all these 

[Unintelligible 00:31:30] like you and 

then how Haringey is doing, how London 

is doing, how at an international level 

England is doing, and then compare it 

and then will say “we’ll have to put this 

up and it’ll help your patients”.  Then he 

said “[Unintelligible 00:31:44]”.

I think when you go for these courses 

you refresh your memory, otherwise you 

forget it and go down.  Then patient 

comes and asks you or there’s a pop up 

come in or you give me incentive, 

financial incentive you are giving.  So 

many things, it works together, it’ll help 

if you put these together.

Public programmes are very good, but 

the department has to spend more 

money and give importance to publicise 

and educate the public, advertise in the 

papers, in these bus stops and all the 

places, and give importance, people 

come and ask this one thing, so on the 

TV, one of the consultants or one of 

these celebrities come and talk about it 

and say “it’s a very serious disease 

which can be completely cured, and you 

go to your GP and get some help, it can 

be treated”.  Those things help.

We usually go to courses, especially we 

go to St Anne’s Hospital.  We recently 

had a SHIP course about STDs, and 

then we go to Central London.  Standard 

courses are done by teaching hospitals, 

the UCH, [Unintelligible 00:00:58] etc, 

and I attend to them.  That’s one thing.  

The other one is I read the BMJ journal 

regularly, so I get some information on 

feedback about these events here.

Yes.  It reminds you.  It gets you in your 

memory to do something, and if I don’t 

go for any of these courses and if 

nobody is discussing, I’ll forget it.

The courses when we went, the SHIP 

course or in terms of London courses 

there, I think that someone 

[Unintelligible 00:15:55] doing 

something, and because the courses 

they show all these people with all 

these diseases, urethritis or high 

infection or proctitis or these 

complications here, you see, so you can 

do something as a prevention.

To get the knowledge, because I am 

treating patients every day so I must be 

up to date with all the courses in order I 

can do my job well.

I think because when they send all 

these timetables and lectures and 

everything, and the lecturers and the 

consultants, all these people 

[Unintelligible 00:17:20] things, so when 

I think there was a local chlamydia 

programme came in here, and then they 

came and spoke to us, one of the 

teams, they came and spoke to us, and 

then they were giving some incentives 

also at the time.  I can’t remember what 

they did, some incentives also.

Financial incentives at the time, yeah.  

So then we, the nurses, everybody, we 

said “we’ll get on with this”, and then 

they gave free kits and all this, and then 

we started from that onwards, it was 

going on.

I think when you go for these courses 

you refresh your memory, otherwise you 

forget it and go down.  Then patient 

comes and asks you or there’s a pop up 

come in or you give me incentive, 

financial incentive you are giving.  So 

many things, it works together, it’ll help 

if you put these together.

No I don’t think one thing is the only 

thing deciding.  If you give me money 

only, I won’t [Unintelligible 00:25:17].  

Say you have pop up coming up and 

then I go for the course in St Anne’s and 

they say “oh, this Haringey is not doing 

well” or “this GP is doing very well, he’s 

getting 80% and your practice only 10%” 

or something like that, then I will say 

“why should we go down when other 

people are doing so well here?”

I’ll think twice and then do it.  I’ll think 

No I don’t think one thing is the only 

thing deciding.  If you give me money 

only, I won’t [Unintelligible 00:25:17].  

Say you have pop up coming up and 

then I go for the course in St Anne’s and 

they say “oh, this Haringey is not doing 

well” or “this GP is doing very well, he’s 

getting 80% and your practice only 10%” 

or something like that, then I will say 

“why should we go down when other 

people are doing so well here?”

Yeah, yeah [laughs], but I always think 

that I must get a good deal for my 

patients, and be a good doctor to 

practice and do well with all my 

colleagues here.  I don’t want to be let 

down.

Oh yeah.  It’s all these things in the 

back of my mind, so if he’s doing so 

well, why am I so inferior?  Why can’t I 

get that target to go to that level?  

Because I’ve got the same 

[Unintelligible 00:26:23] or I can do 

better to come up to the level.

Yes, yes.  Yeah it’ll help, yeah.  So 

every month you are sending me a return 

saying that in Haringey there are 25 

doctors here, you are doing only 10%.   

The other 10 doctors, you are doing 

70%, and another doctor in another 

practice [Unintelligible 00:32:28] and we 

are on the 10% level, then it’ll help me.

Or any disease.  You name it.  Say for 

example smoking we’ll say.  It prevents 

so many things and so much money is 

wasted in the NHS because of this 

smoking.  Heart disease or cancer or 

[Unintelligible 00:08:23], you name it, 

there is so much influence, and then the 

quality of life of the patient 

[Unintelligible 00:08:28], so it’s very 

important that if we can get all these 

people from the patients to stop 

smoking, then I can save a lot of money 

for the NHS.

I’ll think twice and then do it.  I’ll think 

twice whether it’s worth the effort, I’m 

going to put so much effort.  There’s no 

money involvement, whether 

[Unintelligible 00:26:48] the programme, 

whether there is some advantage on top 

of it, and whether my staff will like it 

here, my other colleagues will cooperate 

with me and say “okay”, then it’s not very 

useful or something like that.

Money is not the only part of it.  It’s 

some.  But I like my patients to get a 

screening to prevent them from getting 

cancer, yes of course.

For smoking, even if you don’t give 

money, I will do it, yeah.  Some, you 

know the danger for the patient or the 

injury to the patient is bad, very bad with 

smoking, so I will give even if you don’t 

give money [Unintelligible 00:30:56].

Or any disease.  You name it.  Say for 

example smoking we’ll say.  It prevents 

so many things and so much money is 

wasted in the NHS because of this 

smoking.  Heart disease or cancer or 

[Unintelligible 00:08:23], you name it, 

there is so much influence, and then the 

quality of life of the patient 

[Unintelligible 00:08:28], so it’s very 

important that if we can get all these 

people from the patients to stop 

smoking, then I can save a lot of money 

for the NHS.

…all these diseases, you can treat it 

completely and the complications you 

have, infertility or blindness or any of 

these things in the long term can be 

prevented, so public health issues were 

considered, yeah.

For smoking, even if you don’t give 

money, I will do it, yeah.  Some, you 

know the danger for the patient or the 

injury to the patient is bad, very bad with 

smoking, so I will give even if you don’t 

give money [Unintelligible 00:30:56].

If it has no value to my patients, then I 

won’t be taking sort of interest on the 

agenda.  If it is of value to my patients, 

chlamydia we’ll say as an example, it is 

of value to my patients yes, because 

prevention of infertility or prevention of 

blindness, all these things, and the 

quality of life, so I would say yes, I will 

do it.  If it is no use like depression or 

Oh yeah.  It’s all these things in the 

back of my mind, so if he’s doing so 

well, why am I so inferior?  Why can’t I 

get that target to go to that level?  

Because I’ve got the same 

[Unintelligible 00:26:23] or I can do 

better to come up to the level.

I think this is less, you know, time is very 

sensitive in general practice, no, so we 

don’t spend a lot of time.  We can do 

other things also, like alcohol.  We can 

go in detail and ask them about how 

much alcohol you take, and prevention 

in alcohol [Unintelligible 00:04:37] and 

all these things, test for liver function, 

gamma [Unintelligible 00:04:40] you 

know, all these things we do, but when 

there’s a serious problem, you come 

with an alcohol related problem then you 

do.  [Unintelligible 00:04:47] a chest 

infection, then I will not touch it unless I 

get a smell or something [Unintelligible 

00:04:54] this man is an alcoholic or 

something, then only I go more into the 

alcoholic side, yeah.

Yeah.  We are keen.  The time is the 

limiting factor, because if the patient 

comes and when they have other 

problems, you get dragged on and we 

tell them at the end of the consultation, 

say cytology or smoking or alcohol or 

anything, we tell them, and other things.  

So most important thing is smoking, so 

we tell a lot of things about smoking and 

all these things.

Time is very important yes, because if 

you are running late, the surgery’s 

running late and patients are hurrying up 

with emergency appointments, then 

we’ll have to look at them and treat them 

according to their problems immediately 

and see them.  If they have got more 

I am interested in my PCT.  I want 

Haringey to do well, so I said okay, I’ll 

help you out, okay.

Yeah, yeah [laughs], but I always think 

that I must get a good deal for my 

patients, and be a good doctor to 

practice and do well with all my 

colleagues here.  I don’t want to be let 

down.

I think publicity [Unintelligible 00:34:26] 

or chlamydia say okay, we’ll say, or say 

a certain percentage of the patients in 

Haringey have got this illness and GPs 

are not treating it, a very poor response 

and patients are suffering of this, we will 

flash it in the television, flash it in the 

screen and then you come and visit 

once a month and say “this is not good 

enough, GPs have to work on it and 

bring our patients to this level, in Kent 

they’re doing 70%, we are doing only 

10%, this is not good enough”.  

Oh yeah.  It’s all these things in the 

back of my mind, so if he’s doing so 

well, why am I so inferior?  Why can’t I 

get that target to go to that level?  

Because I’ve got the same 

[Unintelligible 00:26:23] or I can do 

better to come up to the level.

I think this is less, you know, time is very 

sensitive in general practice, no, so we 

don’t spend a lot of time.  We can do 

other things also, like alcohol.  We can 

go in detail and ask them about how 

much alcohol you take, and prevention 

in alcohol [Unintelligible 00:04:37] and 

all these things, test for liver function, 

gamma [Unintelligible 00:04:40] you 

know, all these things we do, but when 

there’s a serious problem, you come 

with an alcohol related problem then you 

do.  [Unintelligible 00:04:47] a chest 

infection, then I will not touch it unless I 

get a smell or something [Unintelligible 

00:04:54] this man is an alcoholic or 

something, then only I go more into the 

alcoholic side, yeah.
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Because that is the primary care 

priorities, isn’t it?  If you prevent the 

beginning, so you prevent any secondary 

care admissions, complications, 

referrals, everything.  Everything starts 

from the basic things, isn’t it?  And it is 

essential, isn’t it?  In day to day life, 

patients, if they are obese or obviously, 

you know, they are going to develop 

problems later on in life and as a result 

it is going to have an impact in health 

care.

We had quite actively people sending 

the sample quotes and the sample 

request form and encouraging us and 

we did actually do some work around 

that and now I do ask patients, patients 

say most of them go to the sexual health 

clinic and they do get screened quite 

regularly.

Yeah, the time we were doing ourselves, 

so you know, even now if somebody 

says they haven’t had it for two or three 

years, then we do actually, if it is a male 

we give the urine bottle and for females 

the swabs. 

Interviewer:	And what do you think 

about that programme?

Respondent:	I don’t know, you know.

Interviewer:	You feel ambivalent?  You 

look ambivalent about it?

Respondent:	Yeah, I’m not too sure 

about chlamydia programme.

Interviewer:	What is it about it that’s 

making you feel a bit uncertain?

Respondent:	Because you don’t know 

much about the outcome or anything.

Interviewer:	What do you mean?

Respondent:	By doing the screening, 

whether it actually had any impact on 

No, we just felt, you know, to encourage 

people, because in the commissioning 

meeting, it was discussed that the level 

of screening in Haringey is quite low. 

Interviewer:	And what do you think 

about that programme?

Respondent:	I don’t know, you know.

Interviewer:	You feel ambivalent?  You 

look ambivalent about it?

Respondent:	Yeah, I’m not too sure 

about chlamydia programme.

Interviewer:	What is it about it that’s 

making you feel a bit uncertain?

Respondent:	Because you don’t know 

much about the outcome or anything.

Interviewer:	What do you mean?

Respondent:	By doing the screening, 

whether it actually had any impact on 

our population, I’m not too sure.

Interviewer:	What sort of impact were 

you hoping to get?

Respondent:	You know, if it is going to 

prevent pelvic inflammatory disease and 

any transmission, sexually transmitted 

diseases as a result whether, any, a 

new born affected or the sexual partner 

having problem, you know, we don’t 

Interviewer:	Okay, and does the fact that 

it is in the QOF, Quality and Outcomes 

Framework, make you do it?  Does that 

make you do it more?

Respondent:	Yeah, because most of 

the time we don’t actually put that 

indicator later on, it flags up actually.

Interviewer:	So why do you do it?

Respondent:	I do it because you know, 

it is giving a headache each time when 

[Unintelligible - 31:58] look at the 

screen.

Interviewer:	What sort of headache?

Respondent:	You know, it is actually 

coming up, this depression.

Interviewer:	Flashing up?

Respondent:	Yeah.

Interviewer:	And so to?

Respondent:	To say this by the screen, 

I do it, to get rid of it.

Yeah, we do actually because after 

attending this SHIP [Unintelligible - 

34:59] course, we were told actually 

there are more cases but we are not 

finding them.  So after that we started 

asking patients, initially we thought oh, 

how to ask, you know, these question?  I 

don’t know what the patient might think, 

or whether the patient will get quite 

annoyed, but then we had the courage to 

ask and patients, to see patients didn’t 

mind, most of them.  And I think it is 

simply the way of putting the question 

across and whether to be interested or 

you know, would you like to, then most of 

them say yes, and then we started 

sending.

No, it is not all about incentives, isn’t it? 

Why do you need to be incentivised to 

do your normal job, isn’t it?

We don’t actually look at the financial 

side of things for these things because 

we feel, you know, everyone need to be 

well and you know, immunised and 

protected against diseases, that’s all.

Yeah, financial incentives actually make 

us happy, but we don’t do things for 

mainly, just because you know, we will 

be incentivised.

No, those informations are very useful, 

to see how you are doing and compared 

to other people, how you are doing and 

national average, you know, things like 

that, we want to do well. 

I would say it is just compared to the 

average, national average, how we are 

doing and how our population are 

screened, that information alone, with 

these meetings would help.

Interviewer:	No.  That’s interesting.  Okay, 

you’ve provided me with some quite 

interesting things to think about, 

especially things about the personal 

belief about what you feel is worth 

doing, and that has, that cannot even be 

touched by money or education, 

whatever, or maybe sometimes 

education can have the same effect of 

letting you know what the values are of 

doing something.  So you mentioned 

your example of HIV testing was 

interesting and also your example of the 

bowel cancer screening, before you 

went to the meeting, you were none the 

wiser, but at the meeting you realised 

wow, it was quite low.

Respondent:	It was quite low.

Interviewer:	And you already accepted 

that it was, it’s a worthwhile thing to do?

Respondent:	Because we had some 

patients, you know, who were diagnosed 

late and were good patients and they 

died. 

Interviewer:	So that made you feel more 

want to do that?  Was that somebody 

that you were really close to?

Respondent:	They were quite good and 

you know, they actually had so much 

belief in you.

Interviewer:	I know you’re upset about 

Because that is the primary care 

priorities, isn’t it?  If you prevent the 

beginning, so you prevent any secondary 

care admissions, complications, 

referrals, everything.  Everything starts 

from the basic things, isn’t it?  And it is 

essential, isn’t it?  In day to day life, 

patients, if they are obese or obviously, 

you know, they are going to develop 

problems later on in life and as a result 

it is going to have an impact in health 

care.

We don’t actually look at the financial 

side of things for these things because 

we feel, you know, everyone need to be 

well and you know, immunised and 

protected against diseases, that’s all.

No, not reputation, but we want to be at 

that level to screen so that prevention of 

any things happening.

Because that is the primary care 

priorities, isn’t it?  If you prevent the 

beginning, so you prevent any secondary 

care admissions, complications, 

referrals, everything.  Everything starts 

from the basic things, isn’t it?  And it is 

essential, isn’t it?  In day to day life, 

patients, if they are obese or obviously, 

you know, they are going to develop 

problems later on in life and as a result 

it is going to have an impact in health 

care.

Respondent:	Other diseases obviously 

one has obvious impacts, isn’t it?  But 

chlamydia, I’m not too sure.

Interviewer:	What about things like NHS 

health checks, where you actually try to 

reduce the risk of heart disease and 

stroke?

Respondent:	Yeah, we do actually 

identify hypertensive patients, so 

diabetes and high cholesterol, so that 

actually gives some indication as to this 

patient has these things coming up.

Interviewer:	But that’s not heart disease 

or stroke though?

Respondent:	No, but these things do 

prevent, eventually.

Yes, chlamydia actually is such an 

obscure thing, and most of the time 

there aren’t any symptoms reported, so 

Because you know, I am a family 

planning doctor and a lot of female 

patients like to come here, always want 

to be registered here, so we have to 

maintain our standards.

No, those informations are very useful, 

to see how you are doing and compared 

to other people, how you are doing and 

national average, you know, things like 

that, we want to do well. 

No, those informations are very useful, 

to see how you are doing and compared 

to other people, how you are doing and 

national average, you know, things like 

that, we want to do well. 

I think, you know, the mammogram and 

those things, you know, beyond our 

control, we can only advise patients, 

even smoking.  We can advise patients 

but, you know, it is up to them whether 

they take it or not.  Like medication 

compliance, it’s a big issue, patients 

don’t take it for various reasons, either 

patients who are paying for medications 

some time feel they are paying a lot of 

money towards medication, that is one 

issue.  The other thing, but the main 

issue is patients don’t want to take 

medication, they think they feel fine.
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The GP is best interested and also you 

can help more of your patients and if it’s 

not that relevant, we have a very small 

incidence and prevalence of 

cardiovascular, anything for that matter, 

how much you are going to 

[Unintelligible  - 16:02] because when 

that’s not prevalent, something else will 

be more important, and that’s what 

you’re going to concentrate on I think.

think it’s one of those, it’s preventative, 

it’s catch [Unintelligible - 23:50] it’s one 

of, you can, changing things that we do 

day to day, life style factors make the 

biggest change to it, compared to most 

other things, which is good because all 

you need to do is, the patient has to take 

responsibility to change their life style, 

you can help them along the way, and 

hopefully it’ll be delayed or not happen 

at all.

Interviewer:	Do you have evidence for 

everything that you do though?

Respondent:	Not really.

Interviewer:	Most of the stuff on QOF 

apparently are based on, yeah.

Respondent:	NICE evidence, on NICE.

Interviewer:	Evidence based.

Respondent:	I don’t know.

Interviewer:	No.  What about your views 

on flu vaccinations?

Respondent:	If it was up to me, I’d give it 

to everybody.

I think so, yeah.  Because they’re 

preventable, isn’t it, if you follow, we can 

prevent.  Might be not everything, every 

cardio vascular but we certainly, I think 

that’s the hope that keeps us doing the 

job.

I’m from India, I studied there, trained as 

a doctor there.  They don’t, they have a 

few public health campaigns, like 

immunisations and things but, yeah, 

polio they did and it was such a big 

success there and you don’t see, and I 

do think that’s starting to bring about the 

change all over, I believe that.

you don’t see that many people die of 

cervical cancer here compared to you 

would see in India, that’s because you 

have a robust system here which 

actually works and those are preventable 

things.

We can, a lot of things we can’t change 

the course of, but the things that we can 

catch early and prevent them, if we can 

do that, it’s good, whatever we can with 

the knowledge we have.

 I think with the chlamydia screening it’s 

not like the cancer screening where you, 

like the cervical screening where you 

say yes, it’s linked to cancer, so that’s 

the reason you need to get it checked 

and you’re talking about other issues.  

Whereas most of the age group that we 

are trying to target necessarily don’t 

think that far ahead about the 

consequences of it, so it’s a bit more 

difficult.

I think it’s, we all can understand it, but I 

think it’s the same as with the public, if 

you’re thinking of preventing long 

serious, serious illnesses, you’re 

probably going to do more, than it, has 

serious side effects as well, it’s 

probably, you have to understand but not 

to the same extent as the other ones.  

So that doesn’t [Unintelligible 6:03] us.

We do it as routine when women come 

and have symptoms, we do the 

chlamydia, but not as a screening 

programme, not like the big push before.

It depends on if you, I think you have to 

have the resources as well, to do it and 

to have that to chase up with chlamydia, 

you know, a whole range of things and 

like I said, that age group, where you’re 

targeting, it’s really, they find it difficult 

with coming to us for approaching 

things and they might have other issues 

which you probably need to be looking 

at.

We do it as routine when women come 

and have symptoms, we do the 

chlamydia, but not as a screening 

programme, not like the big push before.

Interviewer:	I was talking to another 

doctor or nurse about this, is that very 

important to you?  Is it about the money 

or is it about hitting the target or seeing 

yourself in that?

Respondent:	I think yeah, seeing 

ourselves in the dashboard makes input.

Interviewer:	Why?

Respondent:	I just want to belong to a 

nice place and I think it’s also how 

patients perceive you, because all the 

data is out there for them to see.  And 

it’s also that hope that having those 

registers we are doing nearly everything 

that is possible, for whatever we have 

the medical evidence that we’re doing 

and offering it to them. And if outcomes 

are better, why shouldn’t we be doing it? 

Respondent:	I think personally to me, 

wherever I’ve worked, I’ve wanted to be 

the best that you can be, for however 

long it might be we won’t have the same 

energy levels a few days later on and 

might, but.

Interviewer:	When you see charts like 

this? 

Respondent:	It does bother me a lot, 

me personally, I don’t think it does so 

much everyone else, me definitely 

[Unintelligible - 31:51] my other partners.

Interviewer:	Did you have any reminders 

in your computer system pop ups?

Respondent:	We did actually.

Interviewer:	Did that make, did you 

respond to those? 

Respondent:	When it was appropriate.

Interviewer:	So there were but you just 

mentioned them when?

Respondent:	When I thought it was 

appropriate for me to do.

Pop ups, yeah, we would, most of us 

would do it.  I think it depends on 

whether it’s relevant to what’s 

happening.  If I’m seeing you regularly 

and I have a pop up about your blood 

pressure, it’s easy enough to do your 

blood pressure, if I know you have high 

blood pressure.  It’s not an awkward 

conversation for me to have if I’m 

looking after other things, but it’s very 

awkward if you come here for depression 

or something else and I’m saying can I 

do your chlamydia test, it’s sometimes 

out of context.

It depends on what they are here for.  If 

you’re here for coughs and colds and 

minor things, I would bring that up, but if 

you’re having bereavement reaction and 

anxiety, then it won’t be appropriate.  But 

I think it’s that most other things are 

Interviewer:	So what sort of things do 

you think GPs will respond to, in order to 

encourage them to do something?

Respondent:	Probably championing, 

like having someone to do that, free 

educational events, really keep you 

thinking and then you feel, and usually 

what happens is we forget about 

[Unintelligible - 44:15] forgetting about 

them and we go onto the next thing and 

it’s not having too many things for us to 

do, just takes off the focus of everything.

Interviewer:	But you still did it?

Respondent:	Yeah.

Interviewer:	Why?

Respondent:	Because there was a lot 

of advertisement going on, it might be 

the time.

I think we had posters up as well at that 

time.

I think it’s not one particular thing, you’re 

doing that, you have all these posters, I 

think the visual displays actually all the 

time and having the kits ready probably 

made the biggest difference.

First education, because to be fair we 

have so many things that are important 

at any one time and that’s one of the 

biggest factors, today it’s chlamydia, 

tomorrow it’s another thing and another 

day it’ll be another [Unintelligible - 

19:59] you’re following, so that, and 

almost it’s like what’s important today, 

that’s what we all tend to jump on the 

bandwagon I suppose, to a certain 

extent.  Then I think training as well.

we had lots of courses actually, at that 

time, to attend maybe [Unintelligible - 

11:53] were run by sexual health.

First education, because to be fair we 

have so many things that are important 

at any one time and that’s one of the 

biggest factors, today it’s chlamydia, 

tomorrow it’s another thing and another 

day it’ll be another [Unintelligible - 

19:59] you’re following, so that, and 

almost it’s like what’s important today, 

that’s what we all tend to jump on the 

bandwagon I suppose, to a certain 

extent.  Then I think training as well.

Interviewer:	Right.  You mentioned 

something about what’s on the agenda 

today, so what sort of things have been 

on your agenda lately, that made you do 

something?

Respondent:	Osteoporosis, I went for a 

course recently saying [Unintelligible - 

20:45] with elderly, I’m actively going 

and looking for it.

Interviewer:	So what sort of things do 

you think GPs will respond to, in order to 

encourage them to do something?

Respondent:	Probably championing, 

like having someone to do that, free 

educational events, really keep you 

thinking and then you feel, and usually 

what happens is we forget about 

[Unintelligible - 44:15] forgetting about 

I think lots of these initiatives like most 

of the cardiovascular and most of these 

are driven by public health and 

department of health initiatives, where 

they actually get financially rewarded for 

them.  And it’s also trying, and that 

probably plays a big role.

Like with cancer, you’re going to do a lot 

more to try and, if there’s like a simple 

screening test that’ll pick up it and 

prevent it completely, probably all of us 

would do it, no matter whether there is 

the financial incentive or not, whereas 

the other ones might depending on what 

they’re rewarded for.

Interviewer:	That’s interesting.  How 

about things like depression screening?

Respondent:	Oh yeah, I’m very good at 

that.

Interviewer:	You’re quite keen on that?

Respondent:	Not keen, but you do it, 

because if you have to get the points for 

QOF.

Interviewer:	Okay, now that is 

interesting, you’re not quite keen on it.

Respondent:	It’s just because, if I’m not 

keen on it because they’re not going to, 

they issue a clinical judgement of what 

you’re going to do by requesting it alone.  

So it’s got its uses sometimes and they 

We were, it was, the nurse there was 

very good, she used to do quite a lot of 

them.  The reception staff were quite 

good as well, they had a box left at 

reception so you could come and just 

take it and walk away without actually 

having to speak to anybody about it.

Respondent:	I think personally to me, 

wherever I’ve worked, I’ve wanted to be 

the best that you can be, for however 

long it might be we won’t have the same 

energy levels a few days later on and 

might, but.

Interviewer:	When you see charts like 

this? 

Respondent:	It does bother me a lot, 

me personally, I don’t think it does so 

much everyone else, me definitely 

[Unintelligible - 31:51] my other partners.

Interviewer:	And that’s because you 

strive to be the top quartile or whatever?

Respondent:	I think though we have all 

these QOF and all these things, I think 

probably it’s only the present of 10% or 

20% of our workload, compared to 

everything else, but if that’s the way the 

world is going to judge us by, why can’t 

we be the best?

The time frames, within six months, just 

not real, I mean, is it going to add 

anything that much more clinically, until 

you pick up something massive, like a 

beta deficiency or something?  Yeah, 

that’s one thing, osteoporosis, just like, 

yeah, osteoporosis, yeah.

The 60 patients with osteoporosis and 

we are treating, but only three go on the 

register because they have the full 

criteria for everything, that’s a stupid 

one, according to me

Interviewer:	Do you have evidence for 

everything that you do though?

Respondent:	Not really.

Interviewer:	Most of the stuff on QOF 

apparently are based on, yeah.

Respondent:	NICE evidence, on NICE.

Interviewer:	Evidence based.

Respondent:	I don’t know.

I think with most of the cardiovascular, 

they’ve done good studies to show the 

impact of treating things earlier on and 

patient education. 

The GP is best interested and also you 

can help more of your patients and if it’s 

not that relevant, we have a very small 

incidence and prevalence of 

cardiovascular, anything for that matter, 

how much you are going to 

[Unintelligible  - 16:02] because when 

that’s not prevalent, something else will 

be more important, and that’s what 

you’re going to concentrate on I think.

Interviewer:	Do you have evidence for 

everything that you do though?

Respondent:	Not really.

Interviewer:	Most of the stuff on QOF 

apparently are based on, yeah.

Respondent:	NICE evidence, on NICE.

Interviewer:	Evidence based.

Respondent:	I don’t know.

It can, I think we do, in all these things I 

think we have a personal responsibility 

to them, forgetting all the targets as 

well, the patient.  We can tell them this 

is what it is and it’s their choice as well.  

So I think what evidence we have, at 

best we are using it, I don’t think we are 

And also patients do change their 

lifestyles as well.

Interviewer:	You sound to me that you’re 

quite an advocate for things like public 

health and health promotion?

Respondent:	I think so, I think it’s good.  

I think it’s my background as well.  I’m 

from India where they didn’t have that 

many, and I don’t think cardiovascular 

risk is on their high or any of those 

public health things that they do here, 

there is a difference in the way the 

population ages.

I’m from India, I studied there, trained as 

a doctor there.  They don’t, they have a 

few public health campaigns, like 

immunisations and things but, yeah, 

polio they did and it was such a big 

success there and you don’t see, and I 

do think that’s starting to bring about the 

change all over, I believe that.

you don’t see that many people die of 

cervical cancer here compared to you 

would see in India, that’s because you 

have a robust system here which 

actually works and those are preventable 

things.

Yeah.  Like if you, you could come up 

with a skin problem but if you’re over 40 I 

probably would get your blood pressure, 

smoking, try and get a lipid screen so 

that if there is anything, I can identify it 

and probably primary prevention works 

best there.

Yeah, positive outcomes

If it’s like the smears, definitely getting 

them checked regularly and proving that 

you can, what you can actually prevent 

and the impact of it.  Like with cancer, 

you’re going to do a lot more to try and, if 

there’s like a simple screening test 

that’ll pick up it and prevent it 

completely, probably all of us would do 

it, no matter whether there is the 

financial incentive or not, whereas the 

other ones might depending on what 

they’re rewarded for.

I think it’s, we all can understand it, but I 

think it’s the same as with the public, if 

you’re thinking of preventing long 

serious, serious illnesses, you’re 

probably going to do more, than it, has 

serious side effects as well, it’s 

probably, you have to understand but not 

to the same extent as the other ones.  

So that doesn’t [Unintelligible 6:03] us.

Interviewer:	Did you have any reminders 

in your computer system pop ups?

Respondent:	We did actually.

 I think with the chlamydia screening it’s 

not like the cancer screening where you, 

like the cervical screening where you 

say yes, it’s linked to cancer, so that’s 

the reason you need to get it checked 

and you’re talking about other issues.  

Whereas most of the age group that we 

are trying to target necessarily don’t 

think that far ahead about the 

consequences of it, so it’s a bit more 

difficult.

I think it’s, we all can understand it, but I 

think it’s the same as with the public, if 

you’re thinking of preventing long 

serious, serious illnesses, you’re 

probably going to do more, than it, has 

serious side effects as well, it’s 

probably, you have to understand but not 

to the same extent as the other ones.  

So that doesn’t [Unintelligible 6:03] us.

I’ve been doing it only for the over 65s 

and higher risk groups, but I don’t know 

whether it actually effectively must be 

like these things, like the childhood 

imms,  it needs to cover everybody to 

give you that hard immunity, which I 

don’t suspect that happens if you’re just 

going to do the higher risk end.  If you 

really want to prevent it, it has to be on 

that scale, I believe.

think it’s one of those, it’s preventative, 

it’s catch [Unintelligible - 23:50] it’s one 

of, you can, changing things that we do 

day to day, life style factors make the 

Interviewer:	But you still did it?

Respondent:	Yeah.

Interviewer:	Why?

Respondent:	Because there was a lot 

of advertisement going on, it might be 

the time.

I think we had posters up as well at that 

time.

we had lots of courses actually, at that 

time, to attend maybe [Unintelligible - 

11:53] were run by sexual health.

We were, it was, the nurse there was 

very good, she used to do quite a lot of 

them.  The reception staff were quite 

good as well, they had a box left at 

reception so you could come and just 

take it and walk away without actually 

having to speak to anybody about it.

First education, because to be fair we 

have so many things that are important 

at any one time and that’s one of the 

biggest factors, today it’s chlamydia, 

tomorrow it’s another thing and another 

day it’ll be another [Unintelligible - 

19:59] you’re following, so that, and 

almost it’s like what’s important today, 

that’s what we all tend to jump on the 

bandwagon I suppose, to a certain 

extent.

I think lots of these initiatives like most 

of the cardiovascular and most of these 

are driven by public health and 

department of health initiatives, where 

they actually get financially rewarded for 

them.  And it’s also trying, and that 

probably plays a big role.

First education, because to be fair we 

have so many things that are important 

at any one time and that’s one of the 

biggest factors, today it’s chlamydia, 

tomorrow it’s another thing and another 

day it’ll be another [Unintelligible - 

19:59] you’re following, so that, and 

almost it’s like what’s important today, 

that’s what we all tend to jump on the 

bandwagon I suppose, to a certain 

extent.

Interviewer:	Right.  You mentioned 

something about what’s on the agenda 

today, so what sort of things have been 

on your agenda lately, that made you do 

something?

Respondent:	Osteoporosis, I went for a 

course recently saying [Unintelligible - 

20:45] with elderly, I’m actively going 

and looking for it.

They might not be accepting of your 

interventions then, but if you bring it up 

with them, patients realise that they 

need to keep an open mind about it and 

later on, maybe five years down the line, 

they’ll come back and say can I have 

this checked out? 

I think lots of these initiatives like most 

of the cardiovascular and most of these 

are driven by public health and 

department of health initiatives, where 

they actually get financially rewarded for 

them.  And it’s also trying, and that 

probably plays a big role.

Like with cancer, you’re going to do a lot 

more to try and, if there’s like a simple 

screening test that’ll pick up it and 

prevent it completely, probably all of us 

would do it, no matter whether there is 

the financial incentive or not, whereas 

the other ones might depending on what 

they’re rewarded for.

We had the kits in the surgery, we had it 

all and I think all the receptionists, they 

had stuff everywhere in there, there used 

leave it out in reception for the patients 

to pick it up.

Interviewer:	But you still did it?

Respondent:	Yeah.

Interviewer:	Why?

Respondent:	Because there was a lot 

of advertisement going on, it might be 

the time.

I think we had posters up as well at that 

time.

Yeah, the packs were everywhere 

 I think with the chlamydia screening it’s 

not like the cancer screening where you, 

like the cervical screening where you 

say yes, it’s linked to cancer, so that’s 

the reason you need to get it checked 

and you’re talking about other issues.  

Whereas most of the age group that we 

are trying to target necessarily don’t 

think that far ahead about the 

consequences of it, so it’s a bit more 

difficult.

I think it’s, we all can understand it, but I 

think it’s the same as with the public, if 

you’re thinking of preventing long 

serious, serious illnesses, you’re 

probably going to do more, than it, has 

serious side effects as well, it’s 

probably, you have to understand but not 

to the same extent as the other ones.  

So that doesn’t [Unintelligible 6:03] us.

It depends on if you, I think you have to 

have the resources as well, to do it and 

to have that to chase up with chlamydia, 

you know, a whole range of things and 

like I said, that age group, where you’re 

targeting, it’s really, they find it difficult 

with coming to us for approaching 

things and they might have other issues 

which you probably need to be looking 

at.

I had to do it opportunistically when they 

come for other things and I think if you 

don’t everything with you, you’re not 

going to be able to bring up that 

So most of the time I tend to work on 

patients, come and get their health 

symptoms and then making a diagnosis 

but opportunistic screening as well.

Like if you, you could come up with a 

skin problem but if you’re over 40 I 

probably would get your blood pressure, 

smoking, try and get a lipid screen so 

that if there is anything, I can identify it 

and probably primary prevention works 

best there.

Like with cancer, you’re going to do a lot 

more to try and, if there’s like a simple 

screening test that’ll pick up it and 

prevent it completely, probably all of us 

would do it, no matter whether there is 

the financial incentive or not, whereas 

the other ones might depending on what 

they’re rewarded for.

Interviewer:	Did you have any reminders 

in your computer system pop ups?

Respondent:	We did actually.

Interviewer:	Did that make, did you 

respond to those? 

Respondent:	When it was appropriate.

Interviewer:	So there were but you just 

mentioned them when?

Respondent:	When I thought it was 

appropriate for me to do.

Interviewer:	If you didn’t have any 

financial incentive to do, to hit the 

target, would you still do it?

Respondent:	Lots of things we don’t 

have a financial incentive, but we still 

do it.

Interviewer:	Like?  Give me an example.

Respondent:	Seeing patients and like, 

we have extra patients, emergency 

patients, we do still see them, because 

it’s not, I think it’s a balance of both, we 

are human beings and we always want 

to do the right thing for patient’s health, 

but those figures, they’re important as 

well.  The financial incentives are 

important, because we depend a lot on 

it for our income and what services that 

we can provide.  If I have to dedicate 

someone for immunisations or cervical 

screening and if we don’t have the 

finances to pay for it, it’s going to be 

tough.

It can, I think we do, in all these things I 

think we have a personal responsibility 

to them, forgetting all the targets as 

well, the patient.  We can tell them this 

is what it is and it’s their choice as well.  

So I think what evidence we have, at 

best we are using it, I don’t think we are 

necessarily wanting to harm anybody, 

that’s the evidence and that’s what we 

are going to follow.  I think we all follow 

the NICE guidelines and whatever are 

Pop ups, yeah, we would, most of us 

would do it.  I think it depends on 

whether it’s relevant to what’s 

happening.  If I’m seeing you regularly 

and I have a pop up about your blood 

pressure, it’s easy enough to do your 

blood pressure, if I know you have high 

blood pressure.  It’s not an awkward 

conversation for me to have if I’m 

looking after other things, but it’s very 

awkward if you come here for depression 

or something else and I’m saying can I 

do your chlamydia test, it’s sometimes 

out of context.

It depends on what they are here for.  If 

you’re here for coughs and colds and 

minor things, I would bring that up, but if 

you’re having bereavement reaction and 

anxiety, then it won’t be appropriate.  But 

I think it’s that most other things are 

easier to bring up during a consultation, 

opposed to chlamydia screening, and 

especially with the young.  They hardly 

come, when they come they have very 

particular issues they want addressed 

at, probably the second time when they 

come to see you, that might be okay to 

do because they’ve already seen you 

once.  But I think first instance, if you’re 

turning up and I say can I do, because 

you have, when we get to the chlamydia 

screening, there are a few more 

questions you have to ask them which 

might not be appropriate at that initial 

time.  But if they go to the GUM clinic, 

then you know that they are there for 

Interviewer:	I was talking to another 

doctor or nurse about this, is that very 

important to you?  Is it about the money 

or is it about hitting the target or seeing 

yourself in that?

Respondent:	I think yeah, seeing 

ourselves in the dashboard makes input.

Interviewer:	Why?

Respondent:	I just want to belong to a 

nice place and I think it’s also how 

patients perceive you, because all the 

data is out there for them to see.  And 

it’s also that hope that having those 

registers we are doing nearly everything 

that is possible, for whatever we have 

the medical evidence that we’re doing 

and offering it to them. And if outcomes 

are better, why shouldn’t we be doing it? 

Respondent:	I think personally to me, 

wherever I’ve worked, I’ve wanted to be 

the best that you can be, for however 

long it might be we won’t have the same 

energy levels a few days later on and 

might, but.

Interviewer:	When you see charts like 

this? 

Respondent:	It does bother me a lot, 

me personally, I don’t think it does so 

much everyone else, me definitely 

[Unintelligible - 31:51] my other partners.

Respondent:	I think personally to me, 

wherever I’ve worked, I’ve wanted to be 

the best that you can be, for however 

long it might be we won’t have the same 

energy levels a few days later on and 

might, but.

Interviewer:	When you see charts like 

this? 

Respondent:	It does bother me a lot, 

me personally, I don’t think it does so 

much everyone else, me definitely 

[Unintelligible - 31:51] my other partners.

Interviewer:	And that’s because you 

strive to be the top quartile or whatever?

Respondent:	I think though we have all 

these QOF and all these things, I think 

probably it’s only the present of 10% or 

20% of our workload, compared to 

everything else, but if that’s the way the 

world is going to judge us by, why can’t 

we be the best?

Interviewer:	Have you done something 

that you weren’t initially interested but 

then you just had to become interested 

in?

Respondent:	Mental health.

Interviewer:	Tell me a little bit more 

about that? Why did you feel you had to?

Respondent:	I just, I think that because 

I was the only doctor in the other place 

and I had another doctor coming in one 

or two days a week, we had  about 70 

mental health patients there, I had to 

almost kind of.

Interviewer:	And suddenly you had?

Respondent:	To kind of start learning to 

like it, but it was okay actually, it was 

okay.  I think it was more the fear of not 

wanting to do it than actually having a 

particular reason, it was okay.

Yeah, the packs were everywhere 

because I remember a huge big pack in 

my room, in reception, which I think we 

don’t have them now.

I think it’s not one particular thing, you’re 

doing that, you have all these posters, I 

think the visual displays actually all the 

time and having the kits ready probably 

made the biggest difference.
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There was.  It was something that we 

never particularly did well I didn’t think.  

It was something that, whether or not the 

rooms weren’t stocked with the 

equipment or we forgot, or we just 

weren’t giving it out, or I suppose people 

said “well if I’m screening for chlamydia, 

why aren’t we screening for other STIs”, 

and in that case we might send them to 

the GU clinic.  But I know it must be one 

of the commonest STIs in young 

people, so it is important with 

complications.

All the instructions were to offer 

opportunistically.  Try and remember it 

in that age group that you’re seeing, 

offer it at every appointment, which is 

quite difficult to remember.  I know it 

triggered in my mind if I was talking 

about contraception, then I would be 

offering it, so things that that reminded 

you to offer it.

From my experience working as a GP, 

the nurses I know were very keen to 

promote it at one time.  It was for under 

25s, male and female, and we were to 

offer screening at clinical appointments, 

so the men I think was a urine sample, 

urine or vaginal swab perhaps, and 

patients would often do that themselves 

and send the kit in.

It’s difficult to recall now because it was 

five years ago.  Things that would help 

me I know would be like posters.  It 

would help if we had posters in the 

waiting room, leaflets, patients would 

then come and ask you about it, and of 

course if you were asked you would give 

out the screening kits.  It’s patient 

awareness and doctor awareness.

I think I would like to see it in the media 

so that the public are aware of it, they’re 

expecting GPs to do it.  I would like to 

within the practice have posters, have 

literature to give, perhaps someone 

come externally to talk to us all about it.  

I think some sort of financial incentive 

probably would be useful to get GPs on 

board if you like.  Having a named 

person at the practice to be in charge of 

it, to keep promoting it is a good idea.

Yes.  So we have to do the audit for our 

prescribing I suppose.  There’s a 

financial incentive for that, but they do 

change your behaviour.  

So for example I did one a year or two, 

two years ago on glucose test strips and 

diabetes, and we honestly were handing 

them out to anyone who asked for them, 

and it made me realise you don’t 

actually need to be giving out as many, 

the cost implications, when it was 

justified, when people really need it, so 

doing the audit really helped.  I was able 

to feed back to the practice and that’s 

changed our behaviour.

Yeah.  So let’s have a think of a good 

example, so other audits that other 

people have done I’m aware of.  I think it 

changes your behaviour less, because if 

you do your audit yourself, you’re more 

involved.  So the steroid nasal spray, 

we’re supposed to be prescribing the 

cheaper alternatives, yes I’m aware of 

it…

I think it came about because we ever 

so slightly started testing it and 

everyone’s values were low, and then 

they started testing it in hospital in 

certain departments like rheumatology 

and mental health [Unintelligible 

00:34:00] depression, and then 

everyone’s comes back as, you know, 

you rarely see a normal vitamin D 

without someone being given treatment, 

Yeah we had a lady from public health, I 

think it was, who was talking about 

Weightwatchers and Slimming World 

Haringey I think, and the Health 

[Unintelligible 00:27:31] Commission, 

and she came with a lot of information, 

a lot of leaflets.  It did.  Certainly it 

raised your awareness, and you were 

good at it for the first few weeks, 

months, and then things I suppose tail 

off, but yeah, no it helps.

It helped we had a little alert flash up, 

but we still do on the QOF alerts.  That 

helps.  That would help, because GPs I 

think are very good at looking at alerts, 

the QOF.

They do.  I think the downside of them is 

I always obviously look at them at the 

start of the consultation.  Sometimes 

you get very focused on what you’re 

discussing and you forget.  It slips your 

mind.  If you’re so focused on, and 

that’s completely different from the 

patient’s agenda, they leave the room 

and you think oh.  But they do work, yes.  

They definitely remind you at the start of 

the consultation.

I think if it’s something I’m already a 

little bit worried about and I go on a 

course, so if you have a learning need 

about something.  There are two 

reasons I go on a course.  One is a 

learning need, and you realise that you 

don’t know about something and then 

that changes which are very good, or you 

might go on a course because you’re 

already good at it and you know about it 

and they might mention one other thing 

which, oh I can do that as well.  Yeah it 

does.  It definitely does.

I mean I think we deliver them because 

of evidence based medicine; that it 

improves patients’ health.  We also 

deliver them I suppose because we 

have to meet our targets, and a lot of 

them are target driven.  So you 

mentioned financially, so I guess 

financially we’re driven as well to meet 

our targets.

Do more.  I mean there’s only so much 

you can do in a day, and we’ve got to 

achieve our core service first.  It’s very 

good at initiating it and giving the 

project to someone so that they set it 

off.  Do I personally get interested in 

health checks?  Probably not so much.

Yes.  I am in charge of the patient 

participation group in the surgery.  It’s 

not my favourite thing.  However there 

was a two year, LES or DES, one of the 

two, we were paid at the end of the first 

year for doing this patient participation 

group.  I personally don’t see it working 

much.  I have my reservations that it 

works anywhere.  It depends on your 

group and if you have a highly motivated 

group of patients, maybe they can take 

things forward, but our group aren’t.  It’s 

up to me to take things forward.

	So I think if the financial incentive 

wasn’t there, I don’t think I would run it, 

because I don’t think it works.

I think that works well.  It certainly works 

well in prescribing, we get these bar 

charts from the prescribing advisors, 

pitching your practice amongst all the 

other local practices to see how you do, 

and the ones obviously in red, you don’t 

want to be in red…

I think so.  You always want to be, not 

necessarily at the top of the table, but 

you want to be somewhere healthily in 

the middle don’t you?

I mean I think we deliver them because 

of evidence based medicine; that it 

improves patients’ health.  We also 

deliver them I suppose because we 

have to meet our targets, and a lot of 

them are target driven.  So you 

mentioned financially, so I guess 

financially we’re driven as well to meet 

our targets.

I definitely would do it if I could see the 

benefits, yep.  I’m lead for diabetes, so 

weight’s important in diabetes, as is 

smoking, so I suppose I see our 

diabetic patients more and we do talk a 

lot about lifestyle and diabetes.

It’s difficult isn't it, because GPs are 

expected to do more and more, and if we 

make our consultations longer, then we 

see less patients and our access goes 

down.  It’s very, very difficult.  I think 

health promotion is definitely worth it if 

you’re talking to people who want to hear 

what you’re saying.

Well it made me feel other people were 

doing it, and then are you right not doing 

it?  So I remember we had a doctor who 

came to work for us briefly from 

Scotland, and we were all testing in 

London, maybe because of our ethnic 

minorities perhaps, and he said “no 

one’s testing in Scotland and we get so 

little sunshine”.  And he said “no one’s 

testing”, but yet he came and very 

quickly he started testing because 

everyone was here.

I mean the test’s not particularly 

invasive.  I think it’s acceptable, 

because with the screening it has to be 

acceptable.  I don’t know about how the 

results, how valid the results are.  I 

presume they’re good, so a little bit of 

information about the validity of the 

results would be good, so we know 

we’re doing it so it’s got a good pick up 

rate if you like.

It’s difficult isn't it, because GPs are 

expected to do more and more, and if we 

make our consultations longer, then we 

see less patients and our access goes 

down.  It’s very, very difficult.  I think 

health promotion is definitely worth it if 

you’re talking to people who want to hear 

what you’re saying.

And it’s not about money.  It’s about just 

doing well.

Here at Bridge House we have a lot of 

non-English speakers.  It’s very difficult 

to do your consultations in 10 minutes.  

We spend a lot of time with people.  

They come with a lot of problems, they 

come with other family members to treat 

as well, same with your surgery I’m sure, 

so I suppose it’s down the list in priority, 

and it shouldn’t be.  If they came with 

maybe one problem, of course you 

would do it, but it’s just about jogging 

your memory.

Well I know as a registrar, when I had to 

do a project, to get GPs to change their 

behaviour, to do something that they 

weren’t used to doing, and it worked well 

to have a little competition between the 

doctors, and this is obviously small 

scale, and offer a little prize at the end, 

not necessarily financial [Unintelligible 

00:16:49], and with lots of male partners 

at the time, it worked well, and that was 

handing out condoms as it happened, 

and that worked well.

Here at Bridge House we have a lot of 

non-English speakers.  It’s very difficult 

to do your consultations in 10 minutes.  

We spend a lot of time with people.  

They come with a lot of problems, they 

come with other family members to treat 

as well, same with your surgery I’m sure, 

so I suppose it’s down the list in priority, 

and it shouldn’t be.  If they came with 

maybe one problem, of course you 

would do it, but it’s just about jogging 

your memory.

It’s difficult to recall now because it was 

five years ago.  Things that would help 

me I know would be like posters.  It 

would help if we had posters in the 

waiting room, leaflets, patients would 

then come and ask you about it, and of 

course if you were asked you would give 

out the screening kits.  It’s patient 

awareness and doctor awareness.

They do.  I think the downside of them is 

I always obviously look at them at the 

start of the consultation.  Sometimes 

you get very focused on what you’re 

discussing and you forget.  It slips your 

mind.  If you’re so focused on, and 

that’s completely different from the 

patient’s agenda, they leave the room 

and you think oh.  But they do work, yes.  

They definitely remind you at the start of 

the consultation.

It’s very difficult, because you’re talking 

about something, you see the pop up 

I’m not terribly convinced.  People are 

testing for it; even on blood forms 

there’s a separate box to tick now, it’s 

got a named box, vitamin D on North 

Middlesex blood forms.
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I think because it has been visited so 

many times in general practice about 

doing health screening and I think to be 

honest the main reason we would be 

implementing that is the financial 

incentive and that is then money we can 

use for other things in the practice.  It is 

something that patients like and I would 

rather they come to us to have an NHS 

health check than walk into Sainsbury’s 

and get one of these finger prick tests, 

although we were looking in to the 

validity of those, that gives them some, 

maybe, artificially high reading and 

maybe an artificially high blood pressure 

reading which then creates a lot of 

anxiety and also quite a lot of extra work 

for us.  But I remain to be convinced 

about the pick up rates for those NHS 

health checks. 

My experience is, from my remembering 

of it is, that last year we were going to 

be paid for doing chlamydia screening 

and we went to our collaborative 

meetings and we were told of strategies 

that Haringey, for example, they paid a 

private company who could come into 

our practice and implement that, and we 

did think about that but it never was 

implemented and we were asked to offer 

it in the consultation.  I think there was a 

lot of confusion about which swabs to 

use because the swabs kept changing 

and the packs kept changing so you 

were never quite sure if you were giving 

the up to date…personally if I was given 

the right pack and now that it has moved 

to just recommendation for opportunistic 

screening…what I personally find in the 

consultation if you’re talking to a young 

person about something completely 

unrelated just to suddenly throw in about 

chlamydia screening is sometimes 

quite, not inappropriate, but when you’re 

trying to get a rapport with the patient 

and then you suddenly change tack onto 

chlamydia screening it sometimes 

doesn’t seem the right time to do that, 

so maybe looking at how you introduce 

that into the consultation would be really 

useful, so it’s not really something I’m 

doing very much.  If I’m seeing a patient 

about sexual health and maybe related 

issues, of course, I discuss it.  If I saw 

a 16-year-old, and I don’t know if he 

comes into the category even, who was 

tired all the time and not sleeping it very 

My experience is, from my remembering 

of it is, that last year we were going to 

be paid for doing chlamydia screening 

and we went to our collaborative 

meetings and we were told of strategies 

that Haringey, for example, they paid a 

private company who could come into 

our practice and implement that, and we 

did think about that but it never was 

implemented and we were asked to offer 

it in the consultation.  I think there was a 

lot of confusion about which swabs to 

use because the swabs kept changing 

and the packs kept changing so you 

were never quite sure if you were giving 

the up to date…personally if I was given 

the right pack and now that it has moved 

to just recommendation for opportunistic 

screening…what I personally find in the 

consultation if you’re talking to a young 

person about something completely 

unrelated just to suddenly throw in about 

chlamydia screening is sometimes 

quite, not inappropriate, but when you’re 

trying to get a rapport with the patient 

and then you suddenly change tack onto 

chlamydia screening it sometimes 

doesn’t seem the right time to do that, 

so maybe looking at how you introduce 

that into the consultation would be really 

useful, so it’s not really something I’m 

doing very much.  If I’m seeing a patient 

about sexual health and maybe related 

issues, of course, I discuss it.  If I saw 

a 16-year-old, and I don’t know if he 

comes into the category even, who was 

tired all the time and not sleeping it very 

We’ve certainly had two babies with 

rickets and I don’t think the Department 

of Health’s advice is being 

disseminated, certainly not to pregnant 

women or mums with new babies on all 

occasions, or maybe it needs 

reinforcing because health visitors 

mention it and parents are usually quite 

surprised when I talk about vitamin D 

with them. 

I think the other thing is as well, 

because when I was doing the 

chlamydia screening I think the young 

people who are organised enough to 

come and book a doctor’s appointment 

and turn up on time will probably go and 

get their sexual health checks done and 

you are not getting a very good return as 

in…when you talk to patients they say 

they’ve never been sexually active or 

they’ve got one partner and they’ve had 

their sexual health check and they’re 

pretty organised and probably you get a 

slight feeling of scratching the surface 

and the people who really need the 

screening aren’t even coming to the GP.  

So maybe it’s not the right place to do 

the screening. 

I think within the practice, yes.  I think 

audit has been hijacked by the 

prescribing advisors so we’re all doing 

these big audits which the aim of it 

seems to be that we change our 

prescribing behaviour and actually I 

slightly resent her for it but by appraiser 

We don’t have very much of that at the 

moment.  We certainly had, and I think 

this is really valuable, other clinicians.  

So, say, the community matrons, all the 

district nurses come in and sharing 

information about the patients and I 

think we still don’t do that enough 

because we have to remember to phone 

and say would you like to come to one of 

our clinical meetings which we are due 

to do to, say, the community matron and 

we don’t have many speakers coming in 

or people coming in to educate us and 

the trouble is as well lots of those are 

offered with some sort of drug company 

or financial thing involved with it.  

Yeah.  Fostair.  I remember being told 

about Fostair and the Fostair one was 

quite convincing.  And he did attend the 

practice because it sounded great and 

these little particles that are going to go 

right down to your lungs and it was so 

much cheaper and I did change a 

patient to Fostair who was really happy 

with it.  He wasn’t using his inhalers 

before.  

Especially this time of year, yeah, I 

would always look at the pop-ups unless 

you are so distracted by a 

consultation…say the patient is 

extremely distressed I would say, yeah, 

so a patient who has got some sort of 

acute mental illness.  I think it is that 

type of thing or there is some very 

awkward dynamic between family 

members.  So if there is not something 

that is really distracting me I would 

always look at pop-ups and either action 

them or signpost and document that I’ve 

signposted them.  

I think with depression screening it is 

very…and I know we are meant to ask 

those questions, but it is very much 

about working out people are not 

depressed, because most of those 

patients won’t be depressed whereas 

with chlamydia screening it is very much 

an active thing you’ve got to offer.  I still 

think just having a few little key phrases 

that you can use and that comes down 

to training and is really helpful.  I went to 

some sexual health training recently and 

we were discussing how you ask about 

what partner the patient has been 

sleeping with, having sex with, that you 

can use little phrases that really help 

with making it not awkward.  So for me 

having just an opening sentence would 

be good and I also think then you have 

to go into quite an explanation about 

how you take a swab and that’s quite 

time consuming and so are you going to 

do it you’re not slick at it, probably not.  

It’s probably like another of my 

colleagues not talking about vitamin D.  

You end up having a couple of phrases 

that you can say and maybe a leaflet 

that you can give and it’s done and a 

template and it just makes it quite easy 

in the consultation. 

Even this week I was quite aware that 

the new blood pressure, when NICE 

came out, I didn’t really read through it 

properly, you know, I had a quick look 

and I was very busy and actually we had 

an education session and I’m much 

As in we would go to a meeting, we get 

told we’re all doing chlamydia screening 

and, of course, financial incentive is 

important, it’s not the be all and end all 

because we’re doing things in our 

practice and we do have to run a 

business, we are doing some things 

that have no financial gain at all 

because of the health promotion aspect 

of it. 

I think because it has been visited so 

many times in general practice about 

doing health screening and I think to be 

honest the main reason we would be 

implementing that is the financial 

incentive and that is then money we can 

use for other things in the practice.  It is 

something that patients like and I would 

rather they come to us to have an NHS 

health check than walk into Sainsbury’s 

and get one of these finger prick tests, 

although we were looking in to the 

validity of those, that gives them some, 

maybe, artificially high reading and 

maybe an artificially high blood pressure 

reading which then creates a lot of 

anxiety and also quite a lot of extra work 

for us.  But I remain to be convinced 

about the pick up rates for those NHS 

health checks. 

My personal opinion is GPs can become 

very opinionated on their own personal 

opinions about what they feel is right 

and wrong and it can blinker you and 

that as long as there is some evidence 

It is useful.  I don’t think it is presented 

in a very easy way to digest because you 

have to try and work out who you are and 

those tiny little bars and similarly with 

the big charts that we’re given.  I was 

looking at our chart for 

prescribing…because we’ve stuck them 

up on the wall so that’s our managing 

partners so it’s there for us to review, but 

you literally have to get a ruler and go 

across and try and find yourself. 

If it was identified I think it is useful but I 

don’t particularly look at us comparing 

us to other practices.  You just know if 

you’re in the green you’re going to have 

less work to do basically, so it’s a 

motivation in that way.  

Obviously if you’re right down one end 

either good or bad, you know, if you’re 

good you will feel quite smiley and 

happy about it but on the other end you 

will feel maybe quite alarmed and look 

at why that is happening.  If it’s 

presented in that way…I think if it’s 

presented in these bar charts it’s just 

impossible to see where you are.  

It probably would and I’ve not really 

examined why that is and it is 

certainly…it’s probably something along 

the lines of we’re not offering our 

patients very good care compared to 

what they’re getting in the rest of 

Haringey and it would motivate me to 

change, yeah.  But I think you would 

Because of the medical evidence of 

having high blood pressure is not good 

for your health and you are at risk of 

having a heart attack or stroke and I also 

feel that if a patient is in a consultation - 

and I’ve said this to other doctors in the 

practice - if a patient is in a consultation 

and they need an intervention and you 

don’t comment on it, even if you don’t do 

it yourself and I would argue say for 

blood pressure, it takes 30 seconds to 

take a blood pressure.  You are 

condoning that that patient, their 

behaviour and also to me you’re giving 

that message that they are well.  So it is 

important to flag that up to them. 

I think because it has been visited so 

many times in general practice about 

doing health screening and I think to be 

honest the main reason we would be 

implementing that is the financial 

incentive and that is then money we can 

use for other things in the practice.  It is 

something that patients like and I would 

rather they come to us to have an NHS 

health check than walk into Sainsbury’s 

and get one of these finger prick tests, 

although we were looking in to the 

validity of those, that gives them some, 

maybe, artificially high reading and 

maybe an artificially high blood pressure 

reading which then creates a lot of 

anxiety and also quite a lot of extra work 

for us.  But I remain to be convinced 

about the pick up rates for those NHS 

health checks. 

We’ve certainly had two babies with 

rickets and I don’t think the Department 

of Health’s advice is being 

disseminated, certainly not to pregnant 

women or mums with new babies on all 

occasions, or maybe it needs 

reinforcing because health visitors 

mention it and parents are usually quite 

surprised when I talk about vitamin D 

with them. 

Well I think again it is really 

controversial and I’ve actually had two 

friends that have just been diagnosed 

with breast cancer on a mammography 

and they’re both being treated and 

ironically one of those friends was 

actually developing colon cancer and 

her colon cancer wasn’t picked up or 

treated because she was having 

treatment for her mammography 

screened breast cancer and now she’s 

on chemotherapy for her colon cancer.  

So when you read those papers saying 

are we picking up too many breast 

tumours you do start to wonder, 

especially when you see a case like that 

which is completely anecdotal, but I 

thought that’s the case in point that my 

friend was having her breast cancer 

treated with a lumpectomy and maybe 

therapy and meanwhile her appointment 

for her colonoscopy was being pushed 

back because she was having her 

radiotherapy and she had colon cancer 

and I think that epitomises it to me that 

screening should be picking up disease 

Because of the medical evidence of 

having high blood pressure is not good 

for your health and you are at risk of 

having a heart attack or stroke and I also 

feel that if a patient is in a consultation - 

and I’ve said this to other doctors in the 

practice - if a patient is in a consultation 

and they need an intervention and you 

don’t comment on it, even if you don’t do 

it yourself and I would argue say for 

blood pressure, it takes 30 seconds to 

take a blood pressure.  You are 

condoning that that patient, their 

behaviour and also to me you’re giving 

that message that they are well.  So it is 

important to flag that up to them. 

I mean really we, if I was to think about 

it, we are offering the NHS health 

checks because they earn money and 

they’re quite easy to do and we don’t 

think they’re going to do our patients any 

harm and they might well do them some 

good or it will be neutral and they give 

quite a lot of patients satisfaction and 

there’s lot of subtle things like…our 

HCO HCA is really good at health 

promotion and talking about diet and 

lifestyle so we have a benefit actually.  I 

wouldn’t do something for money that I 

thought had any potential harm, that 

would be really unprofessional but as 

long as there is a perceived benefit 

involved then I would consider it.  

Because of the medical evidence of 

having high blood pressure is not good 

for your health and you are at risk of 

having a heart attack or stroke and I also 

feel that if a patient is in a consultation - 

and I’ve said this to other doctors in the 

practice - if a patient is in a consultation 

and they need an intervention and you 

don’t comment on it, even if you don’t do 

it yourself and I would argue say for 

blood pressure, it takes 30 seconds to 

take a blood pressure.  You are 

condoning that that patient, their 

behaviour and also to me you’re giving 

that message that they are well.  So it is 

important to flag that up to them. 

Well I think again it is really 

controversial and I’ve actually had two 

friends that have just been diagnosed 

with breast cancer on a mammography 

and they’re both being treated and 

ironically one of those friends was 

actually developing colon cancer and 

her colon cancer wasn’t picked up or 

treated because she was having 

treatment for her mammography 

screened breast cancer and now she’s 

on chemotherapy for her colon cancer.  

So when you read those papers saying 

are we picking up too many breast 

tumours you do start to wonder, 

especially when you see a case like that 

which is completely anecdotal, but I 

thought that’s the case in point that my 

friend was having her breast cancer 

treated with a lumpectomy and maybe 

We’ve certainly had two babies with 

rickets and I don’t think the Department 

of Health’s advice is being 

disseminated, certainly not to pregnant 

women or mums with new babies on all 

occasions, or maybe it needs 

reinforcing because health visitors 

mention it and parents are usually quite 

surprised when I talk about vitamin D 

with them. 

I think we would always question 

programmes that are given to us by 

external bodies and we would challenge 

them as well if we felt they were 

unworkable and I think there are some 

things that we’ve not done well.  The 

way that we work as well is that we have 

a different lead for each clinical area so 

I would only be responsible for some of 

those and I won’t have the knowledge, 

and you do become a little de-skilled 

when you are in a bigger practice but I 

know who to go to so I can transfer any 

gynae or chlamydia or the cervical 

screening which is our gynae lead.   

Interviewer:	So what makes you talk 

about vitamin D with mums?

Respondent:	Because it is structured.  

Because it is at the eight week check 

and it is a structured interview and it is 

on a template and I have the right leaflet 

so there’s more structure to it.  I think it 

is the opportunistic nature and doing 

consultation and seeing it pop up in a 

box and I think, to be honest, of late I’m 

ignoring that box and dealing with the 

consultation and for me it would need to 

be in a structured way, or I or one of the 

partners said we’re going to actually 

lead on this and make some changes in 

the practice and that’s the way I work. 

I would just say one sentence.  I would 

say, ‘are you giving your child vitamins?’  

And they would say, yes or no.  This is 

what I mean about just having that 

opening gambit.  So, yeah, it’s just 

having something like that but I don’t 

know what the phrase is.  And I don’t 

think I’ve given it much thought currently.  

Certainly when we were pushing to do 

chlamydia a little bit more and it was a 

bit more structured I was offering it more 

and I think it has just fallen off over time. 

I think the only thing is probably, I have 

to say it, but I’m not really aware of what 

public health is going on.  I think 

probably we’re more involved in public 

health than I realise we are.  I call what 

we do general practice and try and 

I think the other thing is as well, 

because when I was doing the 

chlamydia screening I think the young 

people who are organised enough to 

come and book a doctor’s appointment 

and turn up on time will probably go and 

get their sexual health checks done and 

you are not getting a very good return as 

in…when you talk to patients they say 

they’ve never been sexually active or 

they’ve got one partner and they’ve had 

their sexual health check and they’re 

pretty organised and probably you get a 

slight feeling of scratching the surface 

and the people who really need the 

screening aren’t even coming to the GP.  

So maybe it’s not the right place to do 

the screening. 

I think with the chlamydia screening 

because everyone I’ve offered is actually 

quite well it doesn’t motivate me to offer 

it.  I really could count on one hand the 

patients who are offered chlamydia 

screen have said, ‘oh yes I would really 

like screening’, so that might be 

reasonable.  And this is why I think 

research is really interesting because it 

makes us examine how we’re making 

decisions.  

Yeah, that definitely the self directed 

learning group does a lot of that stuff 

and they’re all local GPs and they’re 

mainly…well it’s a non-principals group 

but they don’t mind if myself and Dr 

Farrar comes.  We are allowed to come 

even although we’re principals, and I 

would say they’re people who are 

motivated by their love of medicine.  

They usually do a few sessions; they’re 

very clinically driven so I learn quite a lot 

from those doctors.  

My experience is, from my remembering 

of it is, that last year we were going to 

be paid for doing chlamydia screening 

and we went to our collaborative 

meetings and we were told of strategies 

that Haringey, for example, they paid a 

private company who could come into 

our practice and implement that, and we 

did think about that but it never was 

implemented and we were asked to offer 

it in the consultation.  I think there was a 

lot of confusion about which swabs to 

use because the swabs kept changing 

and the packs kept changing so you 

were never quite sure if you were giving 

the up to date…personally if I was given 

the right pack and now that it has moved 

to just recommendation for opportunistic 

screening…what I personally find in the 

consultation if you’re talking to a young 

person about something completely 

unrelated just to suddenly throw in about 

chlamydia screening is sometimes 

quite, not inappropriate, but when you’re 

trying to get a rapport with the patient 

and then you suddenly change tack onto 

chlamydia screening it sometimes 

doesn’t seem the right time to do that, 

so maybe looking at how you introduce 

that into the consultation would be really 

useful, so it’s not really something I’m 

doing very much.  If I’m seeing a patient 

about sexual health and maybe related 

issues, of course, I discuss it.  If I saw 

a 16-year-old, and I don’t know if he 

comes into the category even, who was 

tired all the time and not sleeping it very 

Obviously if you’re right down one end 

either good or bad, you know, if you’re 

good you will feel quite smiley and 

happy about it but on the other end you 

will feel maybe quite alarmed and look 

at why that is happening.  If it’s 

presented in that way…I think if it’s 

presented in these bar charts it’s just 

impossible to see where you are.  

My experience is, from my remembering 

of it is, that last year we were going to 

be paid for doing chlamydia screening 

and we went to our collaborative 

meetings and we were told of strategies 

that Haringey, for example, they paid a 

private company who could come into 

our practice and implement that, and we 

did think about that but it never was 

implemented and we were asked to offer 

it in the consultation.  I think there was a 

lot of confusion about which swabs to 

use because the swabs kept changing 

and the packs kept changing so you 

were never quite sure if you were giving 

the up to date…personally if I was given 

the right pack and now that it has moved 

to just recommendation for opportunistic 

screening…what I personally find in the 

consultation if you’re talking to a young 

person about something completely 

unrelated just to suddenly throw in about 

chlamydia screening is sometimes 

quite, not inappropriate, but when you’re 

trying to get a rapport with the patient 

and then you suddenly change tack onto 

chlamydia screening it sometimes 

doesn’t seem the right time to do that, 

so maybe looking at how you introduce 

that into the consultation would be really 

useful, so it’s not really something I’m 

doing very much.  If I’m seeing a patient 

about sexual health and maybe related 

issues, of course, I discuss it.  If I saw 

a 16-year-old, and I don’t know if he 

comes into the category even, who was 

tired all the time and not sleeping it very 
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Respondent:	They’re rolling out the flu 

vaccination to children and I do think it’s 

crazy.

Interviewer:	Why do you think that?

Respondent:	Children don’t get the flu, 

very few children get the flu!   

Interviewer:	So if you didn’t have any 

financial incentives attached to the 

programs and also there wasn’t any 

reason to talk about them in the 

meetings, would you prioritise them over 

those which are incentivised?  Things 

like breast screening, you’re not 

necessarily incentivised.

Respondent:	We promote breast 

screening during family planning 

consultations.

Interviewer:	But you’re not paid to do that.

Respondent:	We’re not paid to do that, 

no, but you do …

Interviewer:	Why?

Respondent:	For the good of the 

patient, because of the patient’s health 

and also disease prevention and early 

pick up.

Interviewer:	Is that important for you?

Respondent:	Of course it is because 

the earlier you pick up something like 

that, the more easily it is treated.

I think it was a very worthwhile program, 

especially for younger people because 

they’re more sexually active.  They’re 

more prone to getting chlamydia.  The 

infertility and the products of chlamydia 

can be devastating later on so I think it 

Respondent:	They’re rolling out the flu 

vaccination to children and I do think it’s 

crazy.

Interviewer:	Why do you think that?

Respondent:	Children don’t get the flu, 

very few children get the flu!   

Interviewer:	So you have a little bit of 

reservation about vaccinating children 

for flu.  What about things like swine 

flu?

Respondent:	Yeah, we did the swine 

flu vaccinations.

Interviewer:	They’ve also broadened the 

recipients for the flu vaccination to 

pregnant women.

Respondent:	Yeah, we do that now too 

and pertussis.

Interviewer:	How do you feel about that?

Respondent:	I have my reservations 

because we never gave vaccinations to 

pregnant women until the swine flu 

came along and then we did and 

nothing bad happened, so now we’re 

doing pertussis and flu, where’s it going 

to end?

Interviewer:	What made you do it then?

Respondent:	It was my job.  I went on 

Interviewer:	You probably will later 

because there’s such a lot that we do.  

Going back to all the different programs, 

what sort of things made you take part?

Respondent:	I think in general practice, 

the main thing is financial 

reimbursement.  If the practice is 

reimbursed financially, it’s a good 

incentive to get the work done.  The 

chlamydia program we were involved 

with a couple of years back, directly the 

funding was pulled, the importance of 

chlamydia screening diminished.  So I 

think financial reward in general practice 

is one of the main things that helps the 

program through.

I think from a nurse’s perspective, I like 

to do it for the good of the patient.  

Chlamydia screening crops up in so 

many different areas.  There are patients 

who come to us directly with sexual 

health problems so if there was any 

intermenstrual bleeding or anything like 

that, chlamydia would be highlighted.  

Patients who come for cervical smears, 

if their cervix bleeds easily on smear 

taking, again your ears prick up to the 

fact that chlamydia screening should be 

done.  Patients often come in 

requesting it.

I think it was a very worthwhile program, 

especially for younger people because 

they’re more sexually active.  They’re 

more prone to getting chlamydia.  The 

 think from a nurse’s perspective, I like 

to do it for the good of the patient.  

Chlamydia screening crops up in so 

many different areas.  There are patients 

who come to us directly with sexual 

health problems so if there was any 

intermenstrual bleeding or anything like 

that, chlamydia would be highlighted.  

Patients who come for cervical smears, 

if their cervix bleeds easily on smear 

taking, again your ears prick up to the 

fact that chlamydia screening should be 

done.  Patients often come in 

requesting it.

Respondent:	Yes, I feel it was 

something that we should promote and I 

feel it was something that was 

worthwhile to be doing.  I’m not too sure 

we picked up a lot of chlamydia 

problems but there were some.

Interviewer:	You’re not sure you picked up 

many cases?

Respondent:	Yeah.

Interviewer:	Does that worry you?

Respondent:	It’s got to be seen to be not 

just a money exercise but an exercise 

that gets results and is worthwhile 

doing.

Interviewer:	So if you had picked up a 

few more, then you’d feel as though 

you’d done something.

Respondent:	That’s right, it would give 

you the impetus to keep going and keep 

doing it.

Interviewer:	This is a graph of your 

chlamydia screening from 2008 into 

2010, so around 2008/9/10 I think there 

was a huge surge in the number of 

chlamydia screens done in the practice.  

Does that sound about right to you?

Respondent:	That would be probably 

when this scheme was introduced and 

we were doing it religiously.

Interviewer:	What about things like 

outreach visits, you mentioned people 

came to you and showed you this, that 

and the other.  Did that … ?

Respondent:	Yeah, it did.  It loses 

momentum after a while and then you’d 

have a visit and a chat about it and 

come out refreshed and say, “Yes, I 

must do more of that.”

Interviewer:	Do you have any other 

opinions about the program itself, how it 

was delivered and the objectives of the 

program?

Respondent:	It was very well done.  We 

had people who came to visit the 

practice and give us talks about it, gave 

us packs and information leaflets and 

specimen containers and the forms for 

the specimens.  They took people’s 

mobile numbers and they contacted the 

patients directly with the result 

afterwards, which I think was very good.  

There was a little pop-up on the 

computer so anybody within that age 

range, when they came into your 

consultation room, the little pop-up 

reminded you to do chlamydia screening 

on them.

Interviewer:	This is the usual trend 

across many practices in Haringey and 

it’s interesting you thought you might’ve 

done a lot more.  Why do you think it’s 

not as many as you thought?

Respondent:	Because all the 

clinicians were encouraged to do it.

Interviewer:	Meaning doctors and 

nurses?

Respondent:	And nurses.  This little 

pop-up came up for everybody in the age 

bracket that should’ve been screened so 

I’m surprised.  I wonder how we’ve done 

Interviewer:	What about marketing 

flyers?  You mentioned newsletters 

earlier.

Respondent:	That’s right, we used to get 

newsletters to the surgery.

Interviewer:	Did that make you do more?

Respondent:	Yes, I think so.

Interviewer:	Do you think that is enough, 

marketing on its own?

Respondent:	Taking the chlamydia 

project into consideration, we were 

given everything.  We were given the 

forms, the containers, the leaflet 

explaining it to the patient, the tools for 

the task were given to us.  So we had no 

excuse!

Interviewer:	Do you have any other 

opinions about the program itself, how it 

was delivered and the objectives of the 

program?

Respondent:	It was very well done.  We 

had people who came to visit the 

practice and give us talks about it, gave 

us packs and information leaflets and 

specimen containers and the forms for 

the specimens.  They took people’s 

mobile numbers and they contacted the 

patients directly with the result 

afterwards, which I think was very good.  

There was a little pop-up on the 

computer so anybody within that age 

range, when they came into your 

consultation room, the little pop-up 

reminded you to do chlamydia screening 

on them.

There was a regular newsletter from the 

people who did the chlamydia screening 

and there wasn’t just one meeting to 

initiate the project.  They came at 

different stages throughout the project to 

talk to us.

Interviewer:	From experience, did you 

respond to educational approaches?  

Did they help you?

Respondent:	I’ve never done anything in 

any task, as a nurse you don’t do a task 

unless you’ve got the education behind 

it.  You’ve got to be competent in what 

you do so the education comes first and 

Interviewer:	What about marketing 

flyers?  You mentioned newsletters 

earlier.

Respondent:	That’s right, we used to get 

newsletters to the surgery.

Interviewer:	Did that make you do more?

Respondent:	Yes, I think so.

Interviewer:	Do you think that is enough, 

marketing on its own?

Respondent:	Taking the chlamydia 

project into consideration, we were 

given everything.  We were given the 

forms, the containers, the leaflet 

explaining it to the patient, the tools for 

the task were given to us.  So we had no 

excuse!

Interviewer:	You probably will later 

because there’s such a lot that we do.  

Going back to all the different programs, 

what sort of things made you take part?

Respondent:	I think in general practice, 

the main thing is financial 

reimbursement.  If the practice is 

reimbursed financially, it’s a good 

incentive to get the work done.  The 

chlamydia program we were involved 

with a couple of years back, directly the 

funding was pulled, the importance of 

chlamydia screening diminished.  So I 

think financial reward in general practice 

is one of the main things that helps the 

program through.

Interviewer:	May I go back to what you 

said about it’s for the good of the 

patient.  Let’s talk about screening 

programs or public health programs in 

general.  What makes you deliver them?  

So, for example, things like smoking 

cessation, NHS checks, cervical 

screening, what motivates you to do 

them?

Respondent:	Basically, it’s targets and 

financial reward for the practice which is 

I think uppermost

I work for the practice so what makes the 

practice tick makes me tick.  We have 

clinical meetings on a regular basis and 

during those meetings, those topics we 

get financial reward for are discussed 

Interviewer:	But you felt just as 

motivated to do that?

Respondent:	Oh yes, it was the team 

who did things together, the team work.

Interviewer:	Do you hear people talk 

about being … or do they behave as if 

they are quite prepared to … ?

Respondent:	We talk about these 

things at clinical meetings and we say 

we’ve got such a percentage, it needs to 

be such a percentage, we’ve all got to 

work towards such a percentage, yes, 

we talk about it as a team.

It’s the list, if you’re halfway down the 

list, then you know you’ve got to improve 

so that’s peer pressure isn’t it, from 

people who are higher on the list.

I think the practice has got to be 

interested in doing it first of all.  If I was 

the only one interested in a project, I 

don’t think it would carry across all the 

staff and all the staff would become 

involved.  So the practice has got to be 

targeted rather than staff within the 

practice.  There’s got to be financial 

reimbursement.  Education on any topic 

is necessary.  The outcomes have got 

to be financially feasible to the 

population.  It’s got to be positive, it’s 

got to have a positive effect on the 

people taking part.

Interviewer:	Do you hear people talk 

about being … or do they behave as if 

they are quite prepared to … ?

Respondent:	We talk about these 

things at clinical meetings and we say 

we’ve got such a percentage, it needs to 

be such a percentage, we’ve all got to 

work towards such a percentage, yes, 

we talk about it as a team.

It’s the list, if you’re halfway down the 

list, then you know you’ve got to improve 

so that’s peer pressure isn’t it, from 

people who are higher on the list.

Interviewer:	What about things like 

outreach visits, you mentioned people 

came to you and showed you this, that 

and the other.  Did that … ?

Respondent:	Yeah, it did.  It loses 

momentum after a while and then you’d 

have a visit and a chat about it and 

come out refreshed and say, “Yes, I 

must do more of that.”

Yeah.  Then you’ve got to target the 

population that you want to be included 

in the study and carry out whatever test 

is needed.  You’re rewarded for your 

work by your performance charts or even 

that newsletter, if it was targeted to the 

practice, “You had so many positives in 

such a length of time, well done,” or 

something like that.

Interviewer:	Are you saying there’s some 

programs that have been going on for a 

long time and you’re not seeing a 

benefit?

Respondent:	I see where flu 

vaccination is beneficial to the elderly 

and maybe I don’t read enough about 

the outcomes of all of these things but 

they just go on and on

Respondent:	Yes, I feel it was 

something that we should promote and I 

feel it was something that was 

worthwhile to be doing.  I’m not too sure 

we picked up a lot of chlamydia 

problems but there were some.

Interviewer:	You’re not sure you picked up 

many cases?

Respondent:	Yeah.

Interviewer:	Does that worry you?

Respondent:	It’s got to be seen to be not 

just a money exercise but an exercise 

that gets results and is worthwhile 

doing.

Interviewer:	So if you had picked up a 

few more, then you’d feel as though 

you’d done something.

Respondent:	That’s right, it would give 

you the impetus to keep going and keep 

doing it.

Interviewer:	It’s almost like the chlamydia 

screening, where you’re just not seeing 

people who are at risk and because of 

that, you don’t feel there’s any benefit.  

You’re just not seeing that you’re doing 

anything.  Do you feel the same about 

the chlamydia screening because you 

said you haven’t seen very many 

positives?

I think from a nurse’s perspective, I like 

to do it for the good of the patient.  

Chlamydia screening crops up in so 

many different areas.  There are patients 

who come to us directly with sexual 

health problems so if there was any 

intermenstrual bleeding or anything like 

that, chlamydia would be highlighted.  

Patients who come for cervical smears, 

if their cervix bleeds easily on smear 

taking, again your ears prick up to the 

fact that chlamydia screening should be 

done.  Patients often come in 

requesting it.

Interviewer:	So if you didn’t have any 

financial incentives attached to the 

programs and also there wasn’t any 

reason to talk about them in the 

meetings, would you prioritise them over 

those which are incentivised?  Things 

like breast screening, you’re not 

necessarily incentivised.

Respondent:	We promote breast 

screening during family planning 

consultations.

Interviewer:	But you’re not paid to do that.

Respondent:	We’re not paid to do that, 

no, but you do …

Interviewer:	Why?

Respondent:	For the good of the 

patient, because of the patient’s health 

Interviewer:	So if you didn’t have any 

financial incentives attached to the 

programs and also there wasn’t any 

reason to talk about them in the 

meetings, would you prioritise them over 

those which are incentivised?  Things 

like breast screening, you’re not 

necessarily incentivised.

Respondent:	We promote breast 

screening during family planning 

consultations.

Interviewer:	But you’re not paid to do that.

Respondent:	We’re not paid to do that, 

no, but you do …

Interviewer:	Why?

Respondent:	For the good of the 

patient, because of the patient’s health 

and also disease prevention and early 

pick up.

Interviewer:	Is that important for you?

Respondent:	Of course it is because 

the earlier you pick up something like 

that, the more easily it is treated.

I think it was a very worthwhile program, 

especially for younger people because 

they’re more sexually active.  They’re 

more prone to getting chlamydia.  The 

infertility and the products of chlamydia 

can be devastating later on so I think it 

I work for the practice so what makes the 

practice tick makes me tick.  We have 

clinical meetings on a regular basis and 

during those meetings, those topics we 

get financial reward for are discussed 

regularly.  I think it’s very high on the list.  

But it’s disease prevention, it’s cancer 

prevention, health promotion, health 

awareness.  If it’s promoted by the 

health agencies, then we’re more likely 

to take part.

Interviewer:	So you have a little bit of 

reservation about vaccinating children 

for flu.  What about things like swine 

flu?

Respondent:	Yeah, we did the swine 

flu vaccinations.

Interviewer:	They’ve also broadened the 

recipients for the flu vaccination to 

pregnant women.

Respondent:	Yeah, we do that now too 

and pertussis.

Interviewer:	How do you feel about that?

Respondent:	I have my reservations 

because we never gave vaccinations to 

pregnant women until the swine flu 

came along and then we did and 

nothing bad happened, so now we’re 

doing pertussis and flu, where’s it going 

to end?

We’re pretty good here at this surgery, 

we’re well informed and co-operative 

and we keep up with these trends that 

are sent our way.

I’ve seen them come and go.  When I 

first started practice nursing around the 

early Nineties, we had the White Paper 

and all these health promotion clinics.  

And the funding went away and it died 

down.  I can even say the same about 

the chlamydia program, directly the 

funding was drawn out, it died down.

Interviewer:	You probably will later 

because there’s such a lot that we do.  

Going back to all the different programs, 

what sort of things made you take part?

Respondent:	I think in general practice, 

the main thing is financial 

reimbursement.  If the practice is 

reimbursed financially, it’s a good 

incentive to get the work done.  The 

chlamydia program we were involved 

with a couple of years back, directly the 

funding was pulled, the importance of 

chlamydia screening diminished.  So I 

think financial reward in general practice 

is one of the main things that helps the 

program through.

Interviewer:	May I go back to what you 

said about it’s for the good of the 

patient.  Let’s talk about screening 

programs or public health programs in 

general.  What makes you deliver them?  

So, for example, things like smoking 

cessation, NHS checks, cervical 

screening, what motivates you to do 

them?

Respondent:	Basically, it’s targets and 

financial reward for the practice which is 

I think uppermost.

There was a regular newsletter from the 

people who did the chlamydia screening 

and there wasn’t just one meeting to 

initiate the project.  They came at 

different stages throughout the project to 

talk to us.

Interviewer:	What sort of things would 

increase your peers’ participation in the 

program, especially the doctors?  What 

do you think they would respond to?  

Because what I think what you mean is 

the chlamydia screening co-ordinators 

came to the surgery and gave you lots of 

bumph and information and you clearly 

responded.

Respondent:	They gave us the tools 

with which to do the job as well.  They 

gave us everything to do with it.

It’s got to be an easy task for a doctor to 

do.  They’ve got to be able to do it 

Interviewer:	What would make you 

respond more to programs?  What would 

make you do more, say, cervical 

screening, encourage more breast 

screening?

Respondent:	You need to be reminded 

of it regularly so it’s something to be 

discussed in clinical meetings on a 

regular basis.  It’s difficult in this part of 

London because we have got such an 

ethnic mix with language problems, very 

difficult to get through to everybody.  

Meeting people and them explaining to 

us why we should do things, it’s 

education.  The pick up rates should be 

explained to us and how we’re 

benefiting the public in general.

Yeah.  Time is another thing.  Talking 

about education, some practices don’t 

allow their nurses to go out and be 

educated and I suppose that’s financial 

as well because if the nurse leaves the 

surgery and goes out, there’s X number 

of hours when she’s not seeing patients 

and there’s financial incentive there.  So 

it’s cost and time to the practice as 

well.

Interviewer:	What about things like NHS 

health check?

Respondent:	I think that’s useless.

Interviewer:	Why?

Respondent:	Yes, I feel it was 

something that we should promote and I 

feel it was something that was 

worthwhile to be doing.  I’m not too sure 

we picked up a lot of chlamydia 

problems but there were some.

Interviewer:	You’re not sure you picked up 

many cases?

Respondent:	Yeah.

Interviewer:	Does that worry you?

Respondent:	It’s got to be seen to be not 

just a money exercise but an exercise 

that gets results and is worthwhile 

doing.

Interviewer:	So if you had picked up a 

few more, then you’d feel as though 

you’d done something.

Respondent:	That’s right, it would give 

you the impetus to keep going and keep 

doing it.

I work for the practice so what makes the 

practice tick makes me tick.  We have 

clinical meetings on a regular basis and 

during those meetings, those topics we 

get financial reward for are discussed 

regularly.  I think it’s very high on the list.  

But it’s disease prevention, it’s cancer 

prevention, health promotion, health 

awareness.  If it’s promoted by the 

health agencies, then we’re more likely 

to take part.

Interviewer:	Do you think other people 

think the same as you in the practice, 

other nurses?  Do you feel that they have 

the same motivation for screening and 

delivering the programs?

Respondent:	We’re all employed by the 

same employer so what’s important to 

our employer is what’s important to us.

Interviewer:	I just want to delve into that 

a little bit.  Do you think you responded 

better than other people?

Respondent:	I would say generally 

nurses responded better.

Interviewer:	Why do you say that?  You 

don’t think the doctors were doing as 

many screens?

Respondent:	I think nurses would 

understand the outcomes better.  It’s the 

practical aspect of it, I think nurses are 

better at doing that than doctors are.  I 

We’re pretty good here at this surgery, 

we’re well informed and co-operative 

and we keep up with these trends that 

are sent our way.

Interviewer:	Let me ask you a few 

tactics to see whether you might 

respond or you think your peers might 

respond to.  There’s been a lot of 

studies done on how to get doctors to 

do things, get nurses to do things, 

healthcare practitioners based on lots 

behavioural change theories.  Some of 

them were things like autopilot knee jerk 

stuff so you automatically know that’s 

what you have to do and maybe from 

various feedbacks.  So for example, you 

said that if you found some infections, if 

you found screen positives, that might 

give you a bit more impetus to do more 

so that could be one of the feedbacks.  

And also other things about feedback 

was giving you feedback on your own 

performance, so giving you the graph to 

look at compared with other practices.  

Do you think those sort of feedbacks 

would … ?

Respondent:	We do that with lots of 

things, at a PCT level, there are no 

PCTs any more but we get regular 

emails showing us where we are with 

cervical cytology, where we are with 

childhood immunisations, where we are 

with those things.  Yes, it does.  You 

want to be at the top of the list and when 

you’re halfway down the list or three 

We’re pretty good here at this surgery, 

we’re well informed and co-operative 

and we keep up with these trends that 

are sent our way.

Interviewer:	Let me ask you a few 

tactics to see whether you might 

respond or you think your peers might 

respond to.  There’s been a lot of 

studies done on how to get doctors to 

do things, get nurses to do things, 

healthcare practitioners based on lots 

behavioural change theories.  Some of 

them were things like autopilot knee jerk 

stuff so you automatically know that’s 

what you have to do and maybe from 

various feedbacks.  So for example, you 

said that if you found some infections, if 

you found screen positives, that might 

give you a bit more impetus to do more 

so that could be one of the feedbacks.  

And also other things about feedback 

was giving you feedback on your own 

performance, so giving you the graph to 

look at compared with other practices.  

Do you think those sort of feedbacks 

would … ?

Respondent:	We do that with lots of 

things, at a PCT level, there are no 

PCTs any more but we get regular 

emails showing us where we are with 

cervical cytology, where we are with 

childhood immunisations, where we are 

with those things.  Yes, it does.  You 

want to be at the top of the list and when 

you’re halfway down the list or three 

It’s got to be an easy task for a doctor to 

do.  They’ve got to be able to do it 

during their consultation.  It takes time 

to send a patient to the toilet and do a 

urine sample.  It’s got to be easy and 

it’s got to be quick.

Interviewer:	What about marketing 

flyers?  You mentioned newsletters 

earlier.

Respondent:	That’s right, we used to get 

newsletters to the surgery.

Interviewer:	Did that make you do more?

Respondent:	Yes, I think so.

Interviewer:	Do you think that is enough, 

marketing on its own?

Respondent:	Taking the chlamydia 

project into consideration, we were 

given everything.  We were given the 

forms, the containers, the leaflet 

explaining it to the patient, the tools for 

the task were given to us.  So we had no 

excuse!
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I haven't been aware of any feedback.  We 

may well - We get lots of emails and we 

may well have got an email which had a 

graph on it and gave us a bit of feedback, I 

don’t know.  I don’t even know if this is 

one of the items that they, you know, 

because we have some quality improvement 

areas and I'm not sure if this is on that area, 

that collection of areas.  I'm not sure.

Well I do think it does make a difference to 

actually have a sense of how you're doing, 

so I do believe that’s a very important 

ingredient in terms of partly motivating but 

also partly actually highlighting 

something.  The trouble is, if you don’t 

know, you haven't got any idea who you're 

doing in those or even that it's an issue, 

then, you know, that’s  not helpful.  If you 

really want to make this work you need, 

you know.

Yeah, I mean I think if I had some sort of 

message about how we’re doing, and 

maybe a bar chart which showed how we’re 

doing and how, you know, how, you 

know, if we were doing well how we would 

be doing, and then that - And again, I 

don’t want a lecture on this, I just want a 

one minute bit of, you know, a bit of 

information.  And then the essential bits of 

knowledge I need in order to put to activate 

or, you know, some how or other get more 

people into this NIS, then I can do it.  If I 

don’t have the - At the moment, you see 

Edith - I guess I hadn’t really thought 

about it but if that young lady had been, 

On the whole these people come and they 

want to come and see us for an hour or two 

hours and they want to see everybody in 

the practice.  The trouble is we just don’t 

have the resource to do that.  So I don’t - 

I'm sure that somebody did come from 

public health to introduce this and talk 

about it and tell us what to do, so the 

people who are the leads for this will have 

had that kind of briefing.

Yeah, I mean I think if I had some sort of 

message about how we’re doing, and 

maybe a bar chart which showed how we’re 

doing and how, you know, how, you 

know, if we were doing well how we would 

be doing, and then that - And again, I 

don’t want a lecture on this, I just want a 

one minute bit of, you know, a bit of 

information.  And then the essential bits of 

knowledge I need in order to put to activate 

or, you know, some how or other get more 

people into this NIS, then I can do it.  If I 

don’t have the - At the moment, you see 

Edith - I guess I hadn’t really thought 

about it but if that young lady had been, 

with the pop up, now if that happened, I'm 

not even sure these chlamydia kits are still 

in the toilets, at some level I think they may 

well have stopped being put out there so 

I'm not sure what’s happening. 

I'm aware of that, yeah.  That was part of 

this network educational thing which I 

went to about four months ago or 

something, where we were discussing - 

Somebody from public health came to that 

Pop ups, yeah, so reminders.  And also I 

see this and I think oh my god, you know.  

What does this mean?  What am I going to 

do in this situation?  By this time the 

patient’s actually walked out of the room so 

I wouldn’t be sure what to do.  Maybe I 

should have said to her, ‘Look, here’s a kit, 

you know, follow the directions and test 

yourself if you want to.’  So this is one 

particular area, enhanced service or, you 

know, project that I don’t feel I've got a 

grip of.  I've got a good one on some of the 

things but we've got a multitude of these 

types of focused areas and getting your 

head around them in a way that you can 

work efficient with is difficult.

Well, I’ll tell you in terms of the pop ups.  

About, let me see.  It might have been 

about a year ago we had a meeting where 

we were looking at QOF or something like 

that and the pop ups were mentioned by 

somebody.  I sort of said well I try to turn 

them off because I get distracted by them 

and my wife, you know, said you 

shouldn’t do that because you’ve got a, 

you know.  This is reminding you about 

stuff you’ve got to be doing so I didn’t.  

So from then on I actually have been using 

the pop ups.  I don’t know if that’s - it's 

certainly made enormous difference.  I mean 

the smoking, I’ll ask people and I have my 

technique, I will do it so I will pull the pop 

up most of the time.  There are some times 

though I wont bother with it because, for 

instance, there’ll be somebody with 

diabetes who will have half a dozen things 

Oh yeah, I mean if there was no evidence I'd 

say well, you know, why are we doing 

this?  But, you know, if they say that, you 

know, lowering, people with diabetes, their 

blood pressure, controlling their blood 

pressure yields real outcomes then okay.  

And most of it I have to have a look at it 

and it just - I have thousands of stuff in my 

- you know, I'm sure there's somebody 

around who’s very methodical and who 

deletes all this stuff and has an empty 

inbox but not many.

The hot topics, I think - I went to one of 

these two years ago and I thought it was 

very good then and I thought I'd go again 

so that’s why I went again.  Why did I go 

the first time?  I think I got an email around 

and then, you know, I think the blurb said, 

somebody said this is a fantastic course or 

something like that and something like that 

made me go, that’s kind of what it was.  I 

don’t think somebody told me, you know, 

I don’t think a colleague said, ‘Oh, I've 

found this really good’ so I don’t know.  

For some reason I did, you know, and it 

may have been because it was on a Friday 

and I could take that Friday off, but having 

been I was quite impressed.

If you were to say to me, me the jobbing 

GP, for me, I don’t need a long - I went to a 

workshop yesterday and we had a lot of 

long presentations which actually are a 

waste of time.  All I need is 10 minutes 

presentation.  This is the problem, this is 

what we can do and this is the difference 

we’ll make.  And then some minimal 

algorithm and what the kit is that you need.  

I'm not buried in a document.  So that’s 

what I feel I need and I suspect there are 

others as well. 

But for me to activate it, what I need is a 

briefing, a five minute briefing, and then 

also some way of being able - It depends.  

Yeah, some way of accessing the algorithm 

easily.  Or the checklist easily.

For me, I just went on a hot topics update 

which I find quite a good thing.  I'm aware 

my colleague, one of the salary people - the 

salary people used to be partners and what 

they did is they then down sized and so, 

you know.  So they're the same visage as 

me.  One of them said she doesn’t like the 

hot topics, it's not her style of learning so, 

you know, people have different styles.  To 

me, I think it's excellent, it essentially 

covers a whole load of different stuff.  Then 

they give you this book which has the 

write ups of this, you know.  They might 

cover 50 topics in a day and then the book 

itself might have 150 topics in it or 

something.  But it's up to date and it's 

referenced to various studies and so on and 

it's very practical and it's brief.  So to me 

Then there's a - I don’t even know the terms 

of the chlamydia enhanced service but all I 

know is that apparently, I hear, that the 

enhanced service is actually quite, you 

know, it's quite a good - it's well 

incentivised financially and you can make 

more money out of doing sexual health 

than you can by, I don’t know, some of 

these other enhanced services so it's 

actually, you know. 

Well the way I look at financial incentives 

is I don’t look at it in the sense of oh, I can 

buy a BMW.  For me personally, I want to 

feel, you know, in terms of the income I 

need an income which allows us to pay the 

rent and so on.  Pay our expenses and, you 

know.  We’re looking to buy a second 

house or anything like that.  So the way I 

look at it is we need to be a little resource, 

what we do.  So when the 2004 contract, 

Tony Blair or someone said they were 

going to do that I thought this is a good 

thing because they're resourcing this stuff 

and that needs resourcing, so that’s what I 

looked at.  It's actually about resourcing it.  

Now the trouble with what they’ve done 

this year with QOF is they’ve actually 

increased the amount they're making  us do 

but slightly decreasing the actual money, 

so the resources dropped.  So does it 

influence us?  Well yeah, we do it because 

it will get us, you know, but we’re not all 

that business minded about it because if we 

were we would say well stuff that, we’re not 

going to do this, you know, this dementia 

thing because you're not going to give us 

Oh yeah, I mean if there was no evidence I'd 

say well, you know, why are we doing 

this?  But, you know, if they say that, you 

know, lowering, people with diabetes, their 

blood pressure, controlling their blood 

pressure yields real outcomes then okay.  

The hot topics, I think - I went to one of 

these two years ago and I thought it was 

very good then and I thought I'd go again 

so that’s why I went again.  Why did I go 

the first time?  I think I got an email around 

and then, you know, I think the blurb said, 

somebody said this is a fantastic course or 

something like that and something like that 

made me go, that’s kind of what it was.  I 

don’t think somebody told me, you know, 

I don’t think a colleague said, ‘Oh, I've 

found this really good’ so I don’t know.  

For some reason I did, you know, and it 

may have been because it was on a Friday 

and I could take that Friday off, but having 

been I was quite impressed.

Well I don’t feel threatened by that.  I 

think, you know.  To be honest I think it 

needs to be public and I do think we need 

to have a look at it and think, okay, you 

know, why’s that?  So we might look at 

something, I don’t know.  You know, how 

we’re doing on, well - 

Okay.  If the people in the know think 

that’s a good achievement, fine, I'm happy. 

If it's good enough for them, it's good 

enough for me.

Surprised, I'm pleasantly surprised that 

actually we’re doing okay in that area, so 

we’ve hit the - So we’re green as opposed 

to amber.  Now some of the areas we’re red, 

you know, and I can look at that and I’ll 

say yeah, okay, there's a lot of work to be 

done, da, da, da, da, da and, you know.

There was one night I lost some sleep and 

I'll explain what that was about, when I 

looked at a bar chart and we got red, in fact 

we got zero so my wife said to me, just 

before bed time, she said, ‘Oh, I went to a 

meeting tonight and this was about the 

quick figures, and I was shocked to see that 

our [unintelligible 00:34:14] vaccine - 

venlafaxine

Interviewer:	Prescribing?

Respondent:	Prescribing was 0%, okay, 

so we should be giving tablets, modified 

release, tablets rather than capsules’ and I 

When we first came here in 1991, at that 

time there was a group called the Healthy 

East enders Project I think it might have 

been called, something like that and what 

that was was a member of GP just signed up 

to this idea that you would try to look at 

some areas, like hypertension, cervical 

cytology, maybe immunisations, I can't 

quite remember what they were but we 

would look at these areas and allow them to 

come in and audit our books.  And also we 

would try to actually improve updates and 

so on.  Now we did that purely out of a 

sense that this was the right thing to be 

doing, not because we were getting 

incentivised in any way, although it was a 

bit like being in a club.  Now that evolved 

in that that grouping is now called, and has 

been called for some years, the Clinical 

Effectiveness Group which is a, you know, 

a group that actually looks at evidence base 

and then they produce guidelines and so 

on, and I’ll just show you one of these 

now

Oh yeah, I mean if there was no evidence I'd 

say well, you know, why are we doing 

this?  But, you know, if they say that, you 

know, lowering, people with diabetes, their 

blood pressure, controlling their blood 

pressure yields real outcomes then okay.  

I'm not sure.  I think it was probably a 

mixture of things but it was just this idea 

that one of the ways you could, you know, 

if you have some people - I mean it was 

slightly driven because the patients had 

gotten this letter which we had sent out, I 

mean we hadn’t really sent it out but - well, 

I guess we had sent it out but it was 

through the mail shot that went out and so 

some patients pitched up on the base of 

that.  It was, in some ways, I took a case to 

this meeting of a man who would come to 

me in November 2011 with a cough and I 

sent him off for a chest x-ray, I think which 

was normal, and then he had a persistent 

cough so I referred him to the chest clinic.  

He didn’t - for one reason or another he 

didn’t go to it, he missed it and then he 

came in and said his cough was better.  So 

for one reason or another he never got seen 

and then he came back in September, still 

cough, and then he got sent off for a chest 

x-ray which I think may have been normal 

and then he came back again.  He got sent 

again for a chest x-ray and the radiology 

people wouldn’t do it, it was too soon.  

Then he was actually found to have lung 

cancer so I took his case to this meeting.  

By this time he was having chemotherapy.  

Now he had been sent, so his diagnosis of 

lung cancer was November 2012.  In 

January 2013 he was sent a letter, 

[unintelligible 01:01:38] telling him to be 

lung aware, you know.  Which that 

shouldn’t have happened.

Well part of that’s politically driven and I 

think there is some evidence based that this 

- I mean Tudor Hart, that’s what he was 

doing, you know, essentially screening 

blood pressure and then treating people in 

the belief that you do this, you treat these 

people, you're going to improve their 

health, so that’s why we’re doing it.  But, 

you know, if a doctor said, you know, 

‘Well actually I don’t think, you know, it's 

a hell of a lot of work, it doesn’t actually 

yield a lot much so I'm not getting into this 

really, I'm doing something else, I'm just 

going to do what the patient brings to me’.  

Now that’s not my attitude but I can see 

that there's some argument for pursuing 

that, you know.  It's not black and white I 

don’t think.

When we first came here in 1991, at that 

time there was a group called the Healthy 

East enders Project I think it might have 

been called, something like that and what 

that was was a member of GP just signed up 

to this idea that you would try to look at 

some areas, like hypertension, cervical 

cytology, maybe immunisations, I can't 

quite remember what they were but we 

would look at these areas and allow them to 

come in and audit our books.  And also we 

would try to actually improve updates and 

so on.  Now we did that purely out of a 

sense that this was the right thing to be 

doing, not because we were getting 

incentivised in any way, although it was a 

bit like being in a club.  Now that evolved 

in that that grouping is now called, and has 

been called for some years, the Clinical 

Effectiveness Group which is a, you know, 

a group that actually looks at evidence base 

and then they produce guidelines and so 

on, and I’ll just show you one of these 

now

When we first came here in 1991, at that 

time there was a group called the Healthy 

East enders Project I think it might have 

been called, something like that and what 

that was was a member of GP just signed up 

to this idea that you would try to look at 

some areas, like hypertension, cervical 

cytology, maybe immunisations, I can't 

quite remember what they were but we 

would look at these areas and allow them to 

come in and audit our books.  And also we 

would try to actually improve updates and 

so on.  Now we did that purely out of a 

sense that this was the right thing to be 

doing, not because we were getting 

incentivised in any way, although it was a 

bit like being in a club.  Now that evolved 

in that that grouping is now called, and has 

been called for some years, the Clinical 

Effectiveness Group which is a, you know, 

a group that actually looks at evidence base 

and then they produce guidelines and so 

on, and I’ll just show you one of these 

now

So that’s a guideline about pathways and 

so on.  That’s not a - that’s just a lower 

urinary tract symptoms.  So we have a 

variety of those for hypertension, statins 

and so on.  So we initially got into it 

because we were interested in doing it.  In 

time, when the 2004 contract rolled round 

and we were told, ‘Oh, yes, now what we’re 

actually going to do is start paying you to 

do this’, we thought well that’s great, we’re 

going to be paid to do what we’re already 

doing and we’re going to get resourced to 

I think they may have come in and they 

may have had some symptoms, you know, 

so this is one way of them getting 

screening, or more of a partial screening 

test.

And I went on a minor surgery course 

because we have people who have these 

benign legions that they want removed and 

I felt, you know, we can't refer them to 

anybody and I felt, you know, sometimes it 

was a shame that we couldn’t remove them 

so I went on this minor surgery course and 

so I, you know.  That’s why I went on that.  

And I'm interested in mental health so I've 

been on a, you know, if something comes 

up I’ll go on a day thing.  I quite often go 

off and do that.
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Well there used to be the under 25 

screening, so everybody under 25 was 

routinely checked, so they used to be… 

they used to get…  girls and women get a 

cell swab and the guys a urine pot and they 

had to fill in this complicated form putting 

down their mobile number, which a lot 

didn’t do so we saw the forms scattered all 

around the premises but that’s changed 

recently, a couple of weeks back, so we can 

use a tQuest, kind of like an ordinary, kind 

of like a normal, ordinary

With the forms, yeah, to fill in the forms, so 

it’s kind of time consuming so I think what 

happened was that mainly our nurses did it 

because as doctors I felt I hadn’t got 

enough time to fill in the form whereas now 

it’s a routine thing I can just print it out 

and it’s much easier.

But it was about... there was a 

differentiation between doing a proper STD 

check-up and taking a sexual history and 

going through, you know, the gay, 

straight, the whole thing, or just giving 

them the form and the pot and off you go, 

because then they didn’t just fill in the 

forms, so you ended up having to write it 

all down and the whole thing took five 

minutes, the mobile number and all this, so 

I don’t think seven quid or eight quid 

wasn’t appropriate for that.

I think it’s a very good idea, yeah I think 

targeting this group is very, very good and 

I thought the forms were really rubbish, I 

think that made it really, really difficult.  So 

we ended up sitting there and filling in the 

form on behalf of the patients and I thought 

myself the forms were actually quite difficult 

to understand, so if you had somebody… 

who you want this person to do the form, 

or the screening, they can’t be bothered 

sitting there understanding the whole 

thing.  So I think the programme is good, 

the logistic wasn’t.

Whereas with the Chlamydia there’s… I 

don’t really know whether it’s worth it or 

not, I know nationwide it’s worth it but I 

don’t really know, I don’t know enough 

about sexual behaviours of younger than 

25 in Tower Hamlets, you know.

So I think that in practice we always do 

things but it’s how valid is it, so how 

much sense does it make that I have the 

conversation with the young people if they 

are all negative.  So I think if I see a league 

table and I say, oh actually out of these 

500 people who had an HIV test, 10 had a 

positive, or were HIV positive, that 

encourages me more to carry on doing what 

I’m doing, whereas with this I don’t know 

actually how many of those were positive

And also how many of those were actually 

positive for Chlamydia, you know, so why 

do I ask anybody whether they drink 

alcohol if they say they’re not drinking 

anyway, why do I have Chlamydia if all the 

tests come back negative.  If I know 20% of 

them were positive, I would be motivated to 

ask much more.

And I think that would motivate people in 

general, you know, it’s a bit like screen 

everybody for diabetes, screen everybody 

for HBA1C, so what that is actually doing, 

having your patient I see is a diabetic for 

me, unless proven otherwise and most of 

the time, you know 40% of the time, they 

are diabetic, so it’s a really valid screen, not 

that I’m happy that I see a new diabetic but 

it’s a really, really valid screen, we can make 

a health difference.  You know we can 

change things.

Yeah, from… there was like a pre-assessor.. 

the lady who’s coming now, she came from 

the Ambrose King Centre and she talked us 

through the different referral patterns of 

under 25 and the…

No, there was a health advisor coming from 

the Ambrose King Centre, I forget his name, 

a very nice guy and they established liens 

to us so, you know, if I had problems in 

other areas I could call and there was always 

helpful people on the other side and we 

could refer, so with a GP letter they could 

go directly to the clinic rather than waiting.

QOFs, no but if you look at all the QOF 

points and smoking ask in small cessation 

and taking blood pressures, you know, it’s 

like a reminder, it prompts me to do that, 

why am I doing that, I do that also because 

it’s an alert and it tells me do that and if 

you do that you get money for it.  I can’t 

really give you the answer to that, there’s 

not always a clinical value to it, you know, 

so sometimes we do QOF stuff and there’s 

no need to do it, but we do it and we tick 

the box, because we got rid of the alert.

I would use that probably if I’m having a 

minor problem, somebody comes in and 

asks for a health check screening, a 70 year 

old person, asks for a general health check, 

so that would prompt me to think of that.  

But if somebody comes in for a diabetes 

check or chest pain, I could still do that at 

the end of the surgery, at the end of the 

consultation, but I could also ask about the 

alcohol, and I could also do the BMI, I 

could also do this and this and this.  So 

the prompting comes from the patient 

actually asking for the health check.  If a 23 

year old comes in and wants a pill check I 

would be prompted to do a Chlamydia 

check, where if they’ve come in for their 

eczema I might not think that much about 

the Chlamydia.  

It’s.. maybe it’s my way of keeping order 

to… it’s a personality thing, you know, 

just a way of clearing things and sorting 

things out and completing things.

I don’t know what other practices are doing 

but I think it’s a good way to encourage 

discussions to see how people could 

improve their performance.  So somebody 

who was taking the lead on some things is 

always quite good, to keep an overview of 

things and I’m pretty sure that not every 

practice is as open as I think we are and 

encourages discussions, I think it would be 

a good idea, or maybe a PLT, you know, it 

doesn’t have to be somebody who goes to 

the practice all the time.

Yeah, usually I use the BMJ stuff quite a 

lot and doctors nets, so that’s kind of like a 

valid source.

They have a professional standing.  

Patient.co.uk I use, for their valid... they’re 

not biased so they don’t... they’re not 

commercially influenced.

I usually, I’m sitting in front of my delete 

button but don’t delete them so I usually 

save the document to my home disc, so I 

might have an STD folder and sort of file it, 

but I very rarely look into those, yes so 

I’ve collected millions of files but just 

because I feel bad deleting them because I 

might need it, but I never actually look at 

that at all.

Yeah, so education is quite important I 

think and I think people need to 

understand… I think we very rarely see 

patients who have complications from 

Chlamydia so I see… I can’t remember 

anybody with infertility because of 

Chlamydia.  So again I think if people 

know why we’re doing this, what it’s 

preventing and what the figures are then 

that would help to do it.

It was about nutritional feeds in infants so I 

changed my prescribing pattern.

Oh just that nobody has a clue what to 

prescribe for infants, you know, we over-

prescribe infant feeds, [unintelligible 27:25] 

and whatever it’s all called, Cow & Gate, 

and we were told all practices are over-

prescribing it and then we got a table with 

feeds and now I’m looking at all our 

prescribing.

Well, we have MDTs, once a month like 

today and our network encourages practices 

to go, I’m on the network board so we’re 

trying to incentivise practices to send a 

certain amount of clinicians and again that’s 

linked to payment, so we get teaching 

payment, so if they don’t attend I don’t get 

money, so that people can’t just pick and 

choose, oh I like diabetes but I don’t like 

STD, that kind of thing.  Yeah, so I’m… 

but again I would go... personally I would 

go even if I don’t get paid for that just 

because I like to broaden my knowledge 

but lots of people don’t.  So I think they 

Let’s put it this way, at the moment we get a 

standard fee of ten quid for whatever tests 

we do, it could be HIV, it could be 

Syphilis, it could be Hepatitis, it could be 

Chlamydia, it could be all of them, it could 

be only three, it could be only two, and 

that dropped from, I don’t know, 30 quid 

or 40 quid, quite a large amount of money 

pre that new rule.  So because apparently 

going to the STD clinic costs 140 quid, 

150 quid, so much cheaper to give that to 

the GP.  But I think it would be easier to 

realise oh God you know like everybody 

had a test and the practice made lots of 

money with it, so I thought it was really a 

financial drive, whether it was popular or 

not, I don’t want to comment on that.  So I 

personally would never say I’m only 

offering you a Chlamydia test because I get 

£10 for that but I think to set up a kind of 

policy in a practice which does take a bit of 

work, you know, filling in the forms and 

doing all the admin stuff, £10 is about 

right for that.

On the other hand there’s always a 

question, how much as a GP, you know, 

you can’t pay for everything, I mean we 

have a job to do, so I personally don’t 

think it’s all money driven.  So I personally 

would have done the same job without 

getting money, yeah, I think £10 is fine.

QOFs, no but if you look at all the QOF 

points and smoking ask in small cessation 

and taking blood pressures, you know, it’s 

like a reminder, it prompts me to do that, 

I think it’s with a network so we have a 

cluster of five practices; it’s like a 

competitiveness thing so you can see how 

you’re scoring in comparison with other 

practices.  So once a year you get that list 

and say, okay you had like 10 screens or 

20 or 30 screens, so that’s quite a good 

thing.

I think it’s with a network so we have a 

cluster of five practices; it’s like a 

competitiveness thing so you can see how 

you’re scoring in comparison with other 

practices.  So once a year you get that list 

and say, okay you had like 10 screens or 

20 or 30 screens, so that’s quite a good 

thing.

Yeah, I mean first of all we were almost, well 

I wouldn’t say pressurised, but we had 

email reminders that say, oh you’re one of 

the lowest ones and improve your 

performance.

No, I thought that since I’ve done my SHO 

job in STD at Charing Cross, 10 years back 

as a GP/Registrar here, I thought oh that’s 

actually a quite good thing to screen 

asymptomatic patients and I thought it’s 

something GPs could do.  So my thoughts 

were why do I... you know, the STDs 

clinician they deal with much more 

complicated stuff and they deal with HIV, 

but the majority of the work can easily be 

done by GPs or nurses

It’s a good practice by achieving a certain 

percentage of below five, four cholesterol 

we get paid, but with this for example I 

wouldn’t do that just for the payment, you 

know I just think it’s good practice to do 

that.

Let’s put it this way, we have a large 

Bengali community so we get paid by 

doing alcohol screening, yeah, so 

screening the population for alcohol 

because there’s a high... we have a high 

morbidity of alcohol dependency, so 99% 

of the patients I’m asking, the Bengali 

patients, they don’t drink, so I personally 

think it’s not really a valid thing to do in 

Tower Hamlets to do that.  It might apply to 

the rest of the UK, or to Islington, but you 

know Muslim patients don’t drink alcohol, 

they smoke, almost every man smokes so I 

think it’s much more valuable to put more 

money, or to put more resources into the 

smoking.  So do I ask about the alcohol, 

yes I do because I know I get paid for that, 

but I think it’s not well spent money.  

Chlamydia, a high prevalence under 25, do 

I think it’s value, it is valid because also 

Muslim young people have sex, they might 

not admit that, but it’s a really valuable 

screening, diabetes screening, yes, every 

other Bengali patient has diabetes, you 

know, so I think there is a hierarchy 

depending on where you work, what kind 

of population group you have

Yeah, so education is quite important I 

think and I think people need to 

Well with the NISs, I think, they are based 

on good practice; you know achieving 

HBAC1 targets, achieving blood pressure 

targets, so I think they… I can see the 

purpose in them and they’re actually... 

they’re not so… I don’t tick them off and 

they’re disappearing, it’s just something we 

all do in the network so we will try to 

achieve targets, cholesterol below five, 

closer read of four, blah, blah, blah, blah.

Yeah, so education is quite important I 

think and I think people need to 

understand… I think we very rarely see 

patients who have complications from 

Chlamydia so I see… I can’t remember 

anybody with infertility because of 

Chlamydia.  So again I think if people 

know why we’re doing this, what it’s 

preventing and what the figures are then 

that would help to do it.

Well because… well no it wasn’t so much 

the threat from outside, it’s more that we all 

believe in vaccinations so they have a true 

health benefit and I want all the kids to be 

vaccinated, so I want them to actually be 

100%, so I think the reminder from outside 

was more like somebody else who is maybe 

bringing up another idea how we could 

achieve that although I didn’t think it was 

very helpful.

Yes, but I think I do that less… you see I 

don’t get the prompt for this, so the only 

prompt is the age, if I see the age I don’t… I 

need to look through the investigations to 

Not really, I might learn from it, so if I 

know [unintelligible 45:10], perhaps ABC 

is doing XYZ, then I can adjust and say oh 

that’s a good idea, let’s do it that way.  So 

that’s what we’re going to talk about today, 

so why is our HIV screening so much better 

than the other ones, so we’re learning from 

each other.

I think it’s with a network so we have a 

cluster of five practices; it’s like a 

competitiveness thing so you can see how 

you’re scoring in comparison with other 

practices.  So once a year you get that list 

and say, okay you had like 10 screens or 

20 or 30 screens, so that’s quite a good 

thing.

Let’s put it this way, we have a large 

Bengali community so we get paid by 

doing alcohol screening, yeah, so 

screening the population for alcohol 

because there’s a high... we have a high 

morbidity of alcohol dependency, so 99% 

of the patients I’m asking, the Bengali 

patients, they don’t drink, so I personally 

think it’s not really a valid thing to do in 

Tower Hamlets to do that.  It might apply to 

the rest of the UK, or to Islington, but you 

know Muslim patients don’t drink alcohol, 

they smoke, almost every man smokes so I 

think it’s much more valuable to put more 

money, or to put more resources into the 

smoking.  So do I ask about the alcohol, 

yes I do because I know I get paid for that, 

but I think it’s not well spent money.  

Chlamydia, a high prevalence under 25, do 

I think it’s value, it is valid because also 

Muslim young people have sex, they might 

not admit that, but it’s a really valuable 

screening, diabetes screening, yes, every 

other Bengali patient has diabetes, you 

know, so I think there is a hierarchy 

depending on where you work, what kind 

of population group you have

Well with the NISs, I think, they are based 

on good practice; you know achieving 

HBAC1 targets, achieving blood pressure 

targets, so I think they… I can see the 

purpose in them and they’re actually... 

they’re not so… I don’t tick them off and 

they’re disappearing, it’s just something we 

all do in the network so we will try to 

achieve targets, cholesterol below five, 

closer read of four, blah, blah, blah, blah

I think it depends on the individuals, I 

think if I’ve got a young person coming 

asking for condoms or for contraception it’s 

easier to raise the topic at the same time.  

Whereas if somebody comes… I mean I 

personally ask everybody under 25, so are 

you okay with contraception, what about 

Chlamydia and they say yes I need it or I 

don’t need it.  But I don’t think everybody 

is doing this, so if young people go to, 

let’s say, a nurse, they wouldn’t routinely 

offer that unless they’re asking or unless 

they see that person for a new patient health 

check, because that’s what the HCAs 

GHGA do, if a new patient has Chlamydia.  

But if they take bloods on somebody they 

wouldn’t ask, do you need a Chlamydia 

check? 
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I mean essentially the problem 

to me was or is, that there were 

two different forms, so we use 

[unintelligible 00:01:37] forms 

for requesting our tests, for 

which then the PCT would be 

charged by the hospital and 

there were the test forms from 

the study.  If we... 

So if we refer someone... if I 

have a patient who has 

developed any symptoms or 

maybe even no symptoms and 

is happy to go for it, I would 

like to know the result, which I 

didn’t get back.  So the only 

way I can get that back is if I 

use our forms, but then they 

don’t appear in the study and 

the PCT will be charged.  

Because as you know, for every 

test there’s no charge and I 

don’t exactly know how the 

hospital is raising those but we 

get updates and raised fingers 

I think it’s a worthwhile 

exercise.  It’s just... I have to 

say from my point of view I 

never really got to grips with it 

how this could be best 

implemented.  I mean I know 

from working... sometimes I 

work occasionally as a... well 

not occasionally, on a regular 

basis, but only one session a 

week, in Hackney as a GP with 

special interests.  In that 

practice where I do that they 

have more packs on the toilets 

and promote it that way, which 

here the patients and 

receptionists have had 

objections to it so we didn’t do 

it in the same way.  

No well I think the objective is 

laudable and good.  I think 

that’s very important.  I think 

that’s actually a useful 

programme definitely.  

If I get results back, of course yeah then it’s 

much more satisfactory than I... you know, 

develop a story to this of course.  What’s 

happening with the patient, particularly if 

it’s positive, why did it happen, what do 

you do about it and so on.  

Yeah and she did bring in someone from 

the [unintelligible 00:17:21] centre who 

was doing it with her.  But I couldn’t 

remember... I’m pretty sure it was specialist 

nurses.

Rarely on its own.  But in conjunction 

with other things that I read that we talk 

about, you know like... let’s say in 

diabetes I remember that we had discussions 

with the... we have a diabetes 

multidisciplinary team meeting with the 

consultant from the hospital, once every 

other month and we sometimes discuss 

current affairs, the current thinking of 

diabetes treatment.  If suddenly glyptins 

have bad press because they cause 

pancreatitis or... yeah, some big profile, 

then that would come into what I do, yeah.  

So it’s got to be... I do think it’s got to be 

somehow endorsed.  A single article in the 

BMJ will not make me change my practise 

on the whole.

Yeah they do.  They flash up on your 

computer and you do them because you’re 

a good boy.

I think I would say I’m quite conscious of 

those alerts.

Oh that’s purely financial I would say.  I 

mean that’s not... that’s just because I think 

the QWAF is one of the few areas where we 

can still keep money and maybe make 

money and we’re squeezed from so many 

ends that we just have to stick to that.

Respondent:	I mean maybe it’s the diabetes 

promotion you know, the involvement.  I 

think prior to being a network and maybe... 

I don’t know whether it’s the money or 

whatever it was, but diabetes suddenly 

became a big priority and I was looking 

obviously at dashboards of where we were, 

how we were performing, alerts started 

flashing up at one point and kept on 

reminding us that... 

Interviewer:	What sort of alerts?

Respondent:	Well I mean some of them 

were the QWAF alerts, but they were partly 

also incorporated in our local 

[unintelligible 00:50:48], so retinal 

screening say.  I would never have chased 

retinal screening, I just... it’s too tedious, 

but now suddenly I do it.  I sometimes pick 

up the phone and dial the number and 

say... 

I think if I... different topics within the 

practice have been divided up, so we’re 

relatively... at least a lot of doctors... we’re 

not a super large practice but we’ve got a 

lot of doctors and these... if my colleague 

who does the sexual health, if she sends 

them, if I first get an email from public 

health then my colleague sends another 

email and says, this is really an initiative 

that we need to support.  That has a very 

different power than if I don’t get that extra 

second email to support it and I suppose 

that could be someone from the local GP 

community that might be equally... well 

maybe not quite as effective as one of my 

immediate colleagues, but definitely that 

would make a big difference.

I do think that’s actually personal sort of 

and local... things that are personal to me, 

works much, much better than if the college 

says something like that

I remember at least one email maybe, maybe 

more than one email.  We had meetings 

with our sexual health lead here who was 

trying to get this going a bit more and I 

know she was linking up with a sexual 

health department at the London to try to 

streamline the process of getting results 

back and to try to... I don’t even know 

exactly how far she got in the end but I 

know she was trying to get this oddity that 

there are tests that we do here from the 

premises, but definitely don’t get the results 

back from.  She was trying to resolve this.  

I’m not sure that she ever did.  So that was 

done...

I think it’s a combination.  I couldn’t... I 

mean definitely the emails and the campaign 

itself wouldn’t have been enough.  The 

carrot needed, was needed, absolutely.  But 

I think you... on the whole we have a... we 

just had an interesting project here, which... 

we were just presented.  So there was an 

American student who came and assessed 

the profitability of all our enhanced 

services.

We had a poster up but it seemed to always 

be in a hidden place so we had a few public 

boards but it was not in the main waiting 

area, it was not on the big boards and I 

think that... the reason for that was that 

there were quite a few Muslims who 

objected to that.  

It depends on how they are run and of 

course again, I think local courses... so we 

have regular [unintelligible 00:44:54] in 

Tower Hamlets.  If I go onto those they... 

because they are local strategies and 

because we all kind of have the same 

concept it’s often a local expert who talks 

on it, whether a GP or hospital based or 

wherever.  They definitely have more impact 

in those immediate changes.

Interviewer:	What would make you go on 

to one of those GP update courses?

Respondent:	The update courses I think it’s 

about hearing and trying to learn new 

things and then disseminating them in the 

practice.  

Interviewer:	The last time you went to one, 

was that because you wanted to learn 

something or because it was just there and 

you had to go?

Respondent:	It was first of all because too 

many people were raving about it and said 

we can’t live without it, so I thought I have 

to at least experience it once.

It depends on who sends them and how 

they are endorsed. 

I think if I... different topics within the 

practice have been divided up, so we’re 

relatively... at least a lot of doctors... we’re 

not a super large practice but we’ve got a 

lot of doctors and these... if my colleague 

who does the sexual health, if she sends 

them, if I first get an email from public 

health then my colleague sends another 

email and says, this is really an initiative 

that we need to support.  That has a very 

different power than if I don’t get that extra 

second email to support it and I suppose 

that could be someone from the local GP 

community that might be equally... well 

maybe not quite as effective as one of my 

immediate colleagues, but definitely that 

would make a big difference.

No, no, I know there was a carrot but you 

know what, I don’t even know exactly 

what the carrot was, I think it was 

something like... was it a five 

[unintelligible 00:11:49] tester I think that 

we did, something like that.

No, no.  Well on, I mean carrots are 

important, there’s no doubt.  I mean 

unfortunately this is disappointing to 

realise this but it is, that’s the fact I think.  

If you look at any of our data, thinking of 

diabetes where there’s... you know where it 

helps financing or general services, then 

we’re putting a lot more effort into it.

Oh it made... definitely, definitely it will 

make a difference, there’s no doubt.  I don’t 

think if there had been no money attached 

to it then we would probably not even 

have started, we wouldn’t even be where we 

are on your graph.  There’s no doubt.  You 

could argue if you had... if there had been 

more on offer we might have pushed it 

further.  There’s no doubt.  

Respondent:	I think it’s a combination.  I 

couldn’t... I mean definitely the emails and 

the campaign itself wouldn’t have been 

enough.  The carrot needed, was needed, 

absolutely.  But I think you... on the 

whole we have a... we just had an 

interesting project here, which... we were 

just presented.  So there was an American 

student who came and assessed the 

profitability of all our enhanced services.

I think if I... different topics within the 

practice have been divided up, so we’re 

relatively... at least a lot of doctors... we’re 

not a super large practice but we’ve got a 

lot of doctors and these... if my colleague 

who does the sexual health, if she sends 

them, if I first get an email from public 

health then my colleague sends another 

email and says, this is really an initiative 

that we need to support.  That has a very 

different power than if I don’t get that extra 

second email to support it and I suppose 

that could be someone from the local GP 

community that might be equally... well 

maybe not quite as effective as one of my 

immediate colleagues, but definitely that 

would make a big difference.

Interviewer:	What would make you go on 

to one of those GP update courses?

Respondent:	The update courses I think it’s 

about hearing and trying to learn new 

things and then disseminating them in the 

practice.  

Interviewer:	The last time you went to one, 

was that because you wanted to learn 

something or because it was just there and 

you had to go?

Respondent:	It was first of all because too 

many people were raving about it and said 

we can’t live without it, so I thought I have 

to at least experience it once.

I think some of these... you know if you 

show me for example, a graph like that, it 

only takes a minute amount of deterioration 

and you suddenly are on that end.  So 

although the red bar is within the top 

quarter, a tiny difference could drop you 

two quarters on

It’s about a competitiveness indicator and 

league tables if you like.  So if you... the 

smear, of course we don’t depend on that, 

how do we look at the bottom of Tower 

Hamlets in key practices.  

Maybe I’m just not convinced enough that 

the flu vaccination is as effective as it 

should be.  I think that’s probably the main 

reason.

I think the faecal kind of blood... I think 

I’m a little bit more ambivalent I have to 

say, I’m not convinced that that’s 

generating as much as it should do.

Yeah.  Breast cancer screening is another 

one that’s obviously hotly debated and 

you constantly get different... differing 

results.  I think that the problem is the fear 

of cancer and you’re always... well I at least 

think the first order is, if you detect it early 

and take it out it must be good.  

Well I mean part... the but is coming about 

the statins I think, that’s the... so we’re 

making a bit of money, but yes, profitable.  

The but is coming in particular about 

statins.  I just am not entirely convinced 

that say every person who has a 

[unintelligible 00:57:06] risk over 20% 

should be on a statin, no matter what their 

cholesterol is.  I mean I have difficulties 

explaining to patients when they ask me, 

what’s my cholesterol and I say it’s 4.2, so 

what do you do now doc, I’ll give you a 

statin and what are you trying to achieve, 

oh well lower your risk.  But my 

cholesterol, you’ve just told me that a 

normal cholesterol is below five or 4.5 and 

I’m well below that, why do you... because 

that is saying... I struggle with that 

concept.  

I mean it’s basically... if I have enough 

patients who tell me and I mean sometimes I 

notice that, that they have side effects and 

they’ve tried it two years in a row and then 

they don’t want to do it anymore, then 

I’m... I don’t feel I want to... I don’t believe 

strongly enough that I then have to 

persuade them.

Partly it’s what I’ve seen, so I’ve seen a lot 

of people who had positive results who 

didn’t have cancer, which is fine.  But I 

also have seen people who had negative 

results and turned out a year later to have a 

bowel cancer.  But it’s also that I... my 

recollection, I mean I can’t quote any 

specific papers but my recollection was that 

the papers I’ve read are not saying that the 

result is so good that it’s a must

Well I mean part... the but is coming about 

the statins I think, that’s the... so we’re 

making a bit of money, but yes, profitable.  

The but is coming in particular about 

statins.  I just am not entirely convinced 

that say every person who has a 

[unintelligible 00:57:06] risk over 20% 

should be on a statin, no matter what their 

cholesterol is.  I mean I have difficulties 

explaining to patients when they ask me, 

what’s my cholesterol and I say it’s 4.2, so 

what do you do now doc, I’ll give you a 

statin and what are you trying to achieve, 

oh well lower your risk.  But my 

cholesterol, you’ve just told me that a 

normal cholesterol is below five or 4.5 and 

I’m well below that, why do you... because 

I think it’s a worthwhile exercise.  It’s just... 

I have to say from my point of view I never 

really got to grips with it how this could be 

best implemented.  I mean I know from 

working... sometimes I work occasionally 

as a... well not occasionally, on a regular 

basis, but only one session a week, in 

Hackney as a GP with special interests.  In 

that practice where I do that they have more 

packs on the toilets and promote it that 

way, which here the patients and 

receptionists have had objections to it so 

we didn’t do it in the same way.  

No well I think the objective is laudable 

and good.  I think that’s very important.  I 

think that’s actually a useful programme 

definitely.  

I mean the first answer of course is because 

we believe that they are actually worthwhile 

targets to reach and with vaccinations for 

example, I immediately accept the concept 

of herd control and that you need to 

vaccinate a certain amount of people to 

protect everyone.  If you don’t even get up 

to 85% then it’s... all is lost almost. 

But I think the... I mean obviously there’s 

varying publicity and research going on, 

how effective are the smears actually.  Are 

they preventing enough cancer to make the 

whole campaign worth it.  But so far I’m 

still convinced that that’s the case, from all 

that I’ve read recently and over the last 

years. 

But I think the... I mean obviously there’s 

varying publicity and research going on, 

how effective are the smears actually.  Are 

they preventing enough cancer to make the 

whole campaign worth it.  But so far I’m 

still convinced that that’s the case, from all 

that I’ve read recently and over the last 

years. 

Partly it’s what I’ve seen, so I’ve seen a lot 

of people who had positive results who 

didn’t have cancer, which is fine.  But I 

also have seen people who had negative 

results and turned out a year later to have a 

bowel cancer.  But it’s also that I... my 

recollection, I mean I can’t quote any 

specific papers but my recollection was that 

the papers I’ve read are not saying that the 

result is so good that it’s a must

Yeah.  Breast cancer screening is another 

one that’s obviously hotly debated and 

you constantly get different... differing 

results.  I think that the problem is the fear 

of cancer and you’re always... well I at least 

think the first order is, if you detect it early 

and take it out it must be good.

Because I believe that actually... this is part 

of... well first of all obviously preventing 

blindness or visual problems.  But also in 

their... encouraging patients to take their 

diabetes seriously and make it work for 

themselves.  I think there’s... I’m always 

interested to see that there are some people 

who are very keen to know exactly what 

their protein urea result is or not and what 

Well thinking about... there’s a sense on... 

there’s no shingles test, shingles 

vaccination.  Suddenly the roto virus 

vaccination has crept in without a big hoo 

ha.  You know, all the debates about HPV 

vaccination in women, none of that kind... 

okay I’ve heard on the radio yesterday 

about meningitis C debates and whether 

that should be introduced or not yet and 

upset people.  So that’s the things that... I 

mean but shingles for example, we were all 

surprised, no-one really was aware that there 

suddenly is a shingles vaccination that’s 

coming in.  I wasn’t aware that that’s such a 

bit threat to public health but probably it 

is.  

 I think the [unintelligible 

00:24:51] in Tower Hamlets 

have definitely helped with the 

competition, not in a negative 

way but I think because you are 

constantly compared at least to 

practices within your network 

and then your network 

compared to other networks.  

There’s constantly this thinking 

you know, we definitely don’t 

want to be bottom.

 I think the [unintelligible 

00:24:51] in Tower Hamlets 

have definitely helped with the 

competition, not in a negative 

way but I think because you are 

constantly compared at least to 

practices within your network 

and then your network 

compared to other networks.  

There’s constantly this thinking 

you know, we definitely don’t 

want to be bottom.

I think so.  I think if you do 

something often it becomes 

much easier.  I mean if you do 

it.., if I do it... if I talk to 

someone once a month about 

screening it’s an effort every 

time I do it.  If I do it once a 

day it’ll become second nature 

in the second week.  

I think on the whole more than 

50% of children who were born 

in this practice are Bengali 

children, the parents, and they 

are on the whole quite good in 

following doctors advice and 

instructions, rather than some of 

the white middle class who 

want to argue with us.  

Yeah, I think it’s... I would say 

one of the things that I’ve 

learned about any of the 

enhanced services or studies, I 

would say that included in that 

is, you need constant reminders 

I mean essentially the problem 

to me was or is, that there were 

two different forms, so we use 

[unintelligible 00:01:37] forms 

for requesting our tests, for 

which then the PCT would be 

charged by the hospital and 

there were the test forms from 

the study.  If we... 

I mean that was one of the 

practical problems.  The other 

issue of course is that this is 

such a Muslim community and 

there were... there are a lot of 

people here and our patients 

mainly, but also receptionists, 

who are... you’ve probably seen 

the receptionists, so there are a 

few non-Muslims, but most of 

them are Muslim and they... 

particularly the younger women 

are very much reluctant to talk 

about this and promote it 

actively.  That was another 

issue.  But it’s not just about 

Yeah I mean obviously the first 

thing of course; Glow Town has 

almost a branch surgery on the 

university campus, so to me 

that’s the obvious target.  

That’s where under 25s live, 

where they have sex and where 

they are concerned about 

sexually transmitted diseases 

and probably talk about it more 

openly than the general 

population.  I mean the other 

thing is we have a relatively old 

population, at least for this part 

of the borough.  But still... but 

you say it... it doesn’t come as 

a surprise.  I think that it 

probably demonstrates the 

slightly half-hearted approach 

that we had to this. 

I think some of these... you 

know if you show me for 

example, a graph like that, it 

only takes a minute amount of 

deterioration and you suddenly 

are on that end.  So although 

the red bar is within the top 

quarter, a tiny difference could 

drop you two quarters on

I think the [unintelligible 

00:24:51] in Tower Hamlets 

have definitely helped with the 

competition, not in a negative 

way but I think because you are 

constantly compared at least to 

practices within your network 

and then your network 

compared to other networks.  

There’s constantly this thinking 

you know, we definitely don’t 

want to be bottom.

It’s about a competitiveness 

indicator and league tables if 

you like.  So if you... the 

I think some of these... you 

know if you show me for 

example, a graph like that, it 

only takes a minute amount of 

deterioration and you suddenly 

are on that end.  So although 

the red bar is within the top 

quarter, a tiny difference could 

drop you two quarters on

I mean it’s strange but of course 

I’m competitive.  These graphs 

appeal to a competitive made 

person don’t they.  

You want to do the best; you 

want to do better than... 

I think the [unintelligible 

00:24:51] in Tower Hamlets 

have definitely helped with the 

competition, not in a negative 

way but I think because you are 

constantly compared at least to 

practices within your network 

and then your network 

Respondent:	Yeah, but you 

know going back to the 

Chlamydia campaign; I don’t 

know what it was that didn’t 

catch on my imagination or my 

interest in the same way.

Interviewer:	What could have?  

What could have happened or 

should have happened in order 

to... for you to get interested?

Respondent:	I mean in some 

ways what obviously would 

have helped is if patients also 

had come in themselves.  I 

mean there’s some public health 

issues, well particularly in say 

prostate, where patients ask for a 

test and if I had more people 

who had said, oh I’ve read 

about this screening, can I do it.

A good GP, you always pick up 

on those little things.  Well I 

mean I just remember last week 
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Well, personally it’s really to try and 

improve people’s health outcomes for 

the future.  Having worked in district 

nursing a long time before that I think 

you see more people, probably some of 

the end result of poor health practices, 

the effects that it has on people’s lives.  

So, yeah, so just being able to signpost 

people to where the information is 

[unintelligible 0:03:43] to try and be 

supportive and try and motivate people 

to possibly engage in behaviour change.

Well, and also that I feel that it would be 

- well, it’s helpful - it would reduce the 

suffering in the long-term. 

 I think - well, most of them I think that 

you feel that the research - I mean 

obviously some of the initiatives there 

are some counterarguments against, so 

it’s not like going blindly forward saying 

that the government’s saying you must 

do this and this and this, but trying to 

keep informed about some of the other 

issues that are involved in those and 

laying those on the table for people to 

make decisions.  Yeah.

Well, with the breast screening I think 

there’s been some question at the 

moment, I think they’re reviewing that 

about, yeah, how successful it has 

actually been in addressing what they 

wanted to address, yeah.  I think 

because sometimes you get there’s like 

drives for - just one example, it might not 

be [unintelligible 0:06:41] drives to move 

people onto insulin who had sort of 

quite uncontrolled diabetes and are now 

being told that the insulin that we were 

encouraged to use is very expensive and 

they want us to use another insulin.  So 

you are aware that you are being a little 

bit manipulated by the flavour of the 

month.

I think maybe for some people who’ve 

sort of in the later stages of coronary 

heart disease and things and you’re 

being obliged to try and discuss with 

them sort of changes to lifestyle and 

things which possibly because of their 

age you feel is not going to make a great 

Well, I think, yeah, it is going to reduce 

infection rates [unintelligible 0:27:54] 

and for people’s long-term health, yeah, 

it will affect people’s, yeah.

Well, I think the team is influenced by 

the audit and feedback and figures 

coming back to say - then sort of looking 

back and saying, “Well, why aren’t we 

reaching those figures, is it to do with 

the documentation [unintelligible 

0:20:37] because we’re not actually…”

Yeah.  So it’s fairly average, but I think 

with the cervical screening I would still 

be motivated to try and push that up to 

hit the 80%.

Well, basically the information about 

how the screening is being organised, 

where the tests are supposed to be sent 

to, what information you’re supposed to 

give to patients.  And there’s been 

changes along the way as to how it’s 

being organised, so it’s keeping up with 

those changes.  Yeah, so that sort of 

information, that’s been organised.  And 

also the recording of it when we’ve 

changed computer systems again, 

which box you need to tick to reflect 

what you’ve actually discussed it with 

the patient

Yes, we did have someone from the 

sexual health service who came to talk 

to us about the screening and we have a 

contact there when we were ordering 

further supplies for specimen bags and 

things.

Yes, I think so.  I think when we had the 

gentleman who came to talk to us about 

the Chlamydia screening, I think it was 

helpful that the whole area was 

promoted, yeah.  And I think just talking 

to somebody who’s involved in the 

programme helped to clarify some 

issues about how you’re providing the - 

rolling the programme out.  Yeah, so I 

think it does have an effect on you 

personally, yeah.

To be quite honest, the pop-ups come 

up too often.  I don’t - they go into my 

subconscious now and I don’t really, 

yeah, I don’t see them anymore. 

Well, like doing this course that I 

mentioned, I did a module on cervical 

screening and there was a small 

element of that to do with sexual health.

Well, definitely because there’s a lot of 

areas in practice nursing, especially to 

do with the cervical screening, sexual 

health that I hadn’t really encountered in 

my district nursing scope.  So I think 

without that education I would probably 

have been working a bit more sort of 

blindly.  Yeah. 

Yeah, I think depending on how much 

time I have at the time when they arrive 

to actually sit down and digest the 

information, yes.  And it depends how 

they’re presented and how useful you 

think they’re actually going to be to hand 

out to people.

Well, that’s a tricky one really because 

you work as part of the surgery and I 

know the payment is like a double thing 

in the sense that you are trying to 

improve people’s quality of health.  But 

at the same time you need to keep the 

levels up in order to bring in the practice 

payments.  So I suppose indirectly it 

does pay my salary at the end of the day, 

yeah.

Without it doesn’t - it wouldn’t matter if 

there was no money attached to it, yeah, 

if I felt it was going to benefit them, 

yeah.

I think on the whole we are quite a 

united front in terms - and we meet 

regularly to discuss where we need to 

have a bit better drive on things.  And 

that’s the GPs nurses, healthcare 

assistants and all the administration 

team, so we sort of try and work together 

to push those things forward.  I mean 

probably with the flu jabs, I mean 

sometimes like a couple of the GPs 

when pregnant women were coming in 

for their first review - their first booking, 

they were given the flu jab straightaway 

this last year, so I’m hoping our 

numbers there will have gone up just 

from them having put that into practice, 

yeah.  So doing it routinely rather than 

waiting that somebody might do it later 

on when they come in, yeah.  So, yeah, 

some people may have been techniques 

at remembering to offer these things.

Well, again I suppose our motivating 

thing is our weekly meeting and just 

generating information.  Yeah.  And we 

have GP or practice learning time where 

some of this information is passed on.  

Yeah, and then we have the local - the 

improved service and improved service 

so there are pressures there to achieve.

Yeah.  So it’s fairly average, but I think 

with the cervical screening I would still 

be motivated to try and push that up to 

hit the 80%.

 I think - well, most of them I think that 

you feel that the research - I mean 

obviously some of the initiatives there 

are some counterarguments against, so 

it’s not like going blindly forward saying 

that the government’s saying you must 

do this and this and this, but trying to 

keep informed about some of the other 

issues that are involved in those and 

laying those on the table for people to 

make decisions.  Yeah.

Interviewer:	Does it have to be 

researched based - does it have to be 

based on evidence the kind of advice 

that you give or the things that you do, is 

that important for you?

Respondent:	Yes, I think if you are 

encouraging people to change what 

they’re doing, it is important, yeah.

Interviewer:	Is everything you do based 

on evidence?

Respondent:	No.  I wouldn’t say that, 

that’s what I do all the time, that’s 

maybe what I aspire to but it’s 

definitely…

Well, there is a certain amount of trust 

there that you’re hoping - well, definitely 

things based on NICE guidelines and 

things that there has been some - I 

mean I know that people obviously pick 

and choose their research and 

depending on the quality of research.

Oh I think that if it was - I could see that 

there was good evidence that it would 

Well, personally it’s really to try and 

improve people’s health outcomes for 

the future.  Having worked in district 

nursing a long time before that I think 

you see more people, probably some of 

the end result of poor health practices, 

the effects that it has on people’s lives.  

So, yeah, so just being able to signpost 

people to where the information is 

[unintelligible 0:03:43] to try and be 

supportive and try and motivate people 

to possibly engage in behaviour change.

I mean probably on a personal thing I’ve 

got a teenage daughter and when she’s 

been to various events she’d come back 

with packs, “Oh, we’ve been handed out 

these packs about getting screened,” 

and things like that, yeah.

Well, really just because what I’ve learnt 

that if you can get to that figure or above 

then you can reduce - it has a 

significant effect on the number of 

cases of cervical cancer.

Well, and also that I feel that it would be 

- well, it’s helpful - it would reduce the 

suffering in the long-term. 

Well, I think, yeah, it is going to reduce 

infection rates [unintelligible 0:27:54] 

and for people’s long-term health, yeah, 

it will affect people’s, yeah.

Well, really just because what I’ve learnt 

that if you can get to that figure or above 

then you can reduce - it has a 

significant effect on the number of 

cases of cervical cancer.

Respondent:	I see it as part of a bigger 

picture, as one part of a jigsaw as it 

were, yes.

Interviewer:	And you mentioned 

government policy, health policies.  Is it 

your job to deliver them?

Respondent:	Well, I see it as part, yes, 

that I’m part of that jigsaw again to 

provide - take the opportunities of 

coming into contact with patients to 

making them aware or what is available 

to support them, yeah.  

I think - well, most of them I think that 

you feel that the research - I mean 

obviously some of the initiatives there 

are some counterarguments against, so 

it’s not like going blindly forward saying 

that the government’s saying you must 

do this and this and this, but trying to 

keep informed about some of the other 

issues that are involved in those and 

laying those on the table for people to 

make decisions.  Yeah.

Well, my thoughts are basically that I’m 

not - I don’t feel that maybe I’m in a 

position to make those decisions on the 

ground.  In a way as long as I’m not 

harming people, if it’s part of a national 

programme I will go with that for as long 

as the government are putting money 

into it.

Well, with the breast screening I think 

there’s been some question at the 

moment, I think they’re reviewing that 

about, yeah, how successful it has 

actually been in addressing what they 

wanted to address, yeah.  I think 

because sometimes you get there’s like 

drives for - just one example, it might not 

be [unintelligible 0:06:41] drives to move 

people onto insulin who had sort of 

quite uncontrolled diabetes and are now 

being told that the insulin that we were 

encouraged to use is very expensive and 

they want us to use another insulin.  So 

you are aware that you are being a little 

bit manipulated by the flavour of the 

month.

Yeah.  I mean it could be in due course 

in a couple of years’ time that the 

government decide to go with those 

issues and say, “Well, we’re not going 

to continue with the programme.”  But 

that’s fine, yeah.

Well, again I suppose our motivating 

thing is our weekly meeting and just 

generating information.  Yeah.  And we 

have GP or practice learning time where 

some of this information is passed on.  

Yeah, and then we have the local - the 

improved service and improved service 

so there are pressures there to achieve.

Yes, I know.  Some of it’s to do with the 

coding.  Other things is to be doing with 

calling in the patients which has been 

sort of administrative thing, yeah.  So, 

yeah, it’s not been going that smoothly.

Well, I wasn’t very involved in it 

previously, but now that we have been 

pulled in and hence I’m doing some of 

these home visits to try and, yeah, get 

some metrics from patients who are not 

able to come into the surgery.  Yeah, so 

it does feel a bit frustrating now that it’s 

not that clear exactly what we’re trying to 

achieve

Well, we’ve had - there’s been 

conversations about difficulties with 

calling people in and some patients not 

wanting to come in.  And then the 

healthcare assistants were doing most 

of the part ones but they were getting 

confused because they were mixing up 

the NHS health checks with people who 

already had a diagnosis of hypertension 

or something.  And then there was 

confusion over which bloods they were 

supposed - and they started off doing 

fasting bloods and then that was 

becoming almost impossible to get 

people to come in at 12 o’clock in the 

morning having fasted from the night 

before.  So there’s been a few hurdles 

to…

Well, the fact that I need to work, it’s my 

job, I guess it’s what I get paid to do.

Sometimes I think - because sometimes 

you see people when you’re doing other 

things and you just feel well, it’s just not 

appropriate to ask them why haven’t you 

come in for your cervical smear etc.  But 

sometimes you do feel a little bit 

pressurised that you think well, am I not 

being a really good team player here or 

not.  But I suppose for me I’m still trying 

to keep - I don’t really know what I want 

to say.  Well, I suppose it’s conscious 

of your relationship with patients and not 

just trying to treat them as somebody’s 

going to come in so that you can tot up 

your figures and tick your boxes.  So 

trying to keep that balance and trying to 

hopefully maintain relationships that will 

be helpful to them in the future.

Well, I think some of the things - 

expectations from doctors and nurses 

are probably different from the public as 

well.  And I think maybe doctors - it’s not 

really I think a difference so much in the 

job, maybe it’s probably sometimes 

between characters or the way people 

behave, yeah, and what they feel is a 

priority in the consultations, yeah.  I 

mean I don’t think I’ve observed enough 

doctors I think to see - I mean they have 

very different pressures, they have less 

time and they often have more things to 

address, but, you know, assessment 

wise.  I mean sometimes we have more 

Sometimes I think - because sometimes 

you see people when you’re doing other 

things and you just feel well, it’s just not 

appropriate to ask them why haven’t you 

come in for your cervical smear etc.  But 

sometimes you do feel a little bit 

pressurised that you think well, am I not 

being a really good team player here or 

not.  But I suppose for me I’m still trying 

to keep - I don’t really know what I want 

to say.  Well, I suppose it’s conscious 

of your relationship with patients and not 

just trying to treat them as somebody’s 

going to come in so that you can tot up 

your figures and tick your boxes.  So 

trying to keep that balance and trying to 

hopefully maintain relationships that will 

be helpful to them in the future.

Sometimes I think - because sometimes 

you see people when you’re doing other 

things and you just feel well, it’s just not 

appropriate to ask them why haven’t you 

come in for your cervical smear etc.  But 

sometimes you do feel a little bit 

pressurised that you think well, am I not 

being a really good team player here or 

not.  But I suppose for me I’m still trying 

to keep - I don’t really know what I want 

to say.  Well, I suppose it’s conscious 

of your relationship with patients and not 

just trying to treat them as somebody’s 

going to come in so that you can tot up 

your figures and tick your boxes.  So 

trying to keep that balance and trying to 

hopefully maintain relationships that will 

be helpful to them in the future.
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That’s the one. And it was a 

right pain because it was more 

hassle and effort to try and go 

through those wretched forms 

with all those silly stickers and 

put them all in the right places 

and every time it was wrong, 

than it was to just do the test 

yourself.  And also the patients 

themselves thought that, so 

most of them just wanted to 

sort of come in and for us to do 

it and we’d label up the sample 

and it would go off.  And you 

could also do the full range at 

the same time if you wanted to 

do other things rather than just 

doing the Chlamydia.  So that I 

always found a bit difficult and I 

wasn’t fully bought into that 

initially.  We’ve in Tower 

Hamlets recently changed and 

now virtually all the tests are 

done by us although we give 

the women the option of doing 

it themselves if they’d rather us 

Because with the Chlamydia 

programme I really resented the 

bureaucratic process to do it.  It 

was the forms.  It was that sort 

of process of having to sort of 

pretend that you didn’t know 

that they were having it done, 

the so called anonymity, but it 

was made so complex they 

needed help to fill it out.  So 

then you got to know who was 

filling it out which made a bit 

of a mockery of the anonymity.  

I mean if it was genuinely a 

form that they could take away 

and do themselves and was 

simple, that would’ve been 

great, but it wasn’t because they 

kept on doing them wrong and 

then it was a waste of test.  

That was the only reason.  I 

thought testing them was fine, 

but I just thought the process 

for it was rubbish.

So the thing that gives me 

satisfaction in my work is most 

definitely that sort of feedback 

from the patient about 

responding to what they are 

wanting from me.  I can’t 

always give them everything 

they want, don’t get me wrong, 

but that sort of sense that 

together we can do it because it 

feels like a partnership.  For 

example in the weight loss the 

classic thing where it’s often a 

[unintelligible 0:09:45 heart 

sink] you’ve got this obese 

patient who’s been obese for 

years and trying to sort of help 

engage them in something that 

works for them and that sort of 

light bulb moment when you 

finally find some sort of little 

chink in there that actually 

helps.  That’s the stuff that 

gives me the satisfaction and 

sort of drives me on to 

delivering that sort of agenda. 

Cara from the respiratory team, community 

respiratory team, she came in to talk about 

managing COPD patients at home when we 

were starting to roll out the COPD package 

locally.  She came in and went through 

with me how to manage the home visits for 

the housebound spirometry patients.

Yes, because she was with me on a visit 

and we talked through the two different 

ways of using the volumatic spacer, so 

some patients find it easier to use the 

[unintelligible 0:52:00] technique, some 

prefer the tidal breathing technique and 

how that can be particularly useful for 

people with low lung capacity, they prefer 

one or the other.  So, yeah. 

we have the little box that comes up in the 

right hand corner with the list of things that 

need addressing that haven’t been done.

I think the main thing is to go back to the 

computer which usually has all the things 

we need on it for the NIS which is the local 

enhanced services.  I probably rely on the 

templates as my main source.  So even 

though I talked earlier on about keeping 

my conversation prescribed focused and 

trying not to look at the computer for at 

least the first part of the consultation I will 

almost inevitably end up going back to the 

computer for my reference markers as it were 

to try and make sure that I cover all bases 

and to go through that and the times that I 

don’t remember to do that before the 

patient’s left the room I’ve often missed 

things out, so, yeah.

Yes.  I think educational approaches do 

influence me and they remind me of the 

things to look out for and they’re a good 

opportunity to network with other people 

that I can ask questions from.  I think I was 

conscious of learning the most when I went 

round as a clinical mentor in the area for 

four years and then of course I was having 

to keep up to date with changes in the area 

and teaching makes you learn because 

you’re always making sure you’re up to 

date in order to be able to share that 

learning with your mentee.  So I think 

that’s probably the most useful education 

exercise is to teach yourself.  But having 

said that I do value opportunities to go and 

hear people talk about a topic that I might 

feel that I don’t know enough about or 

need a refresher on.  Yeah.  

Well, I’ve just been on a four day 

leadership course in Leeds and I have learnt 

a lot about myself from the 360° review that 

was part of that and I need to go and have a 

difficult consultation with a consultant next 

week.  So I’ve learnt some of the sort of 

tools and techniques that I can use in 

trying to address the issues in a blame free 

conversation.  And I think that will change 

the way that I deliver that and I think 

primarily it’s also given me the confidence 

to think that I have actually got the skills 

to be able to do it which I don’t think I had 

before.  I think I would’ve felt going into 

that conversation three weeks ago that I 

would’ve been an inferior partner in that 

conversation whereas now I don’t.  It’s 

Mixed, very mixed.  I think the most useful 

educational flyers for me tend to be very 

visual.  Tend to be simple one side A4 

maximum that I can just pin up on the 

board to refer to.  I’m not very good at 

reading stuff that I’ve been given.  I keep 

thinking I will.  I often take them away and 

think, oh, yes, I’ll read that, I’ll read that 

and I don’t, and it sits in a pile on my 

bedroom floor making a mess.  So I tend to 

agree with that.  It’s not always that simple.  

One of our GP partners was going on at all 

of the different leads for the different clinical 

areas in the practice to produce an easy 

guide to X, Y or Z.  He did an easy guide 

to diabetes.  I think he started off calling it 

Idiot’s Guides and I thought that wasn’t 

very politically correct.  Anyway, but 

there’s something deeply resistant in me to 

doing that because I felt it was somewhat 

patronising and I didn’t feel it actually 

helped and it wasn’t something that I 

referred to anyway.  So again I think that 

backs up even then that a printed A4 sheet 

doesn’t always help.  It can be an aide 

memoire to remind you of the steps that 

you need to do when you’ve forgotten 

which blood tests it is you need for which 

particular care package, but there’s so much 

to remember and so many resources you 

need to know where to go to find aren’t 

there?

Well, I would say they’re a contributing 

factor but I am also conscious that in 

general practice as opposed to other areas of 

the NHS there’s a direct relationship 

between the work that I am performing here 

in actually earning income for the practice.  

And there isn’t quite that same correlation, 

at least not so starkly presented in 

secondary care.  But any practice nurse 

knows that if you’re going to stay in 

employment you need to earn your way 

and therefore you need to be producing 

something that’s an income earner for the 

practice otherwise you’re not worth 

employing. 

So with networks three and four and 

southwest locality.  So this is the sort of 

like the payment mechanism that reinforces 

a lot of the enhanced services and driving 

up standards generally across the areas that 

you don’t just get one really good practice 

enabling a poor performing practice, 

because we all sort of help one another in 

theory to drive up standards.

Yes, as a network we are the highest 

achieving network in immunisations and a 

lot of that is to do with that the call and 

recall from our admin people who are 

brilliant.  And again the network improved 

service around immunisations has really 

pushed those achievement levels up.

Well, my son is a medical student presented 

me with one of these sort of video lectures 

that had that was very anti and so of course 

I look at all of that and then I hear all these 

other things and it’s trying to weigh up 

that evidence and trying to work out for 

myself the relative costs and benefits and 

the risks of over-treatment versus non-

treatment and I think it’s much greyer with 

the breast screening than it is with the 

cervical screening.

Well, out network has four practices in it.  

Two of the practices are based in wealthier 

areas and two of us are based in poorer 

areas demographically.  So the two of us in 

the poorer areas are always making direct 

comparisons and one practice - the other 

practice of course has been established a lot 

Yes, as a network we are the highest 

achieving network in immunisations and a 

lot of that is to do with that the call and 

recall from our admin people who are 

brilliant.  And again the network improved 

service around immunisations has really 

pushed those achievement levels up.

Well, out network has four practices in it.  

Two of the practices are based in wealthier 

areas and two of us are based in poorer 

areas demographically.  So the two of us in 

the poorer areas are always making direct 

comparisons and one practice - the other 

practice of course has been established a lot 

longer than we have and we’re the new kid 

on the block relatively speaking.  And so 

we’re always trying to keep up with the 

Jones’.  And therefore there’s always that 

incentive to try and be pushing yourself 

that bit further to do as well as they have or 

even better do better than they have and so, 

yes, it drives up standards in theory, or at 

least it drives up your markers, whether 

that’s standards or not and whether they 

correlate I don’t know, but, yeah, to some 

extent.

I’m not the lead for cervical 

cytology.  But I’m not the lead 

for several of these other things 

either, but that doesn’t stop me 

doing it.

The breast screening one’s an 

interesting one.  Because again 

your own story comes into it 

doesn’t it and you sort of hit 

that age and then you start to 

question the advice that you’re 

supposed to be giving out to 

your patients and you think 

well, actually do I want to go 

and do it?  And I’m in a 

complete quandary right now 

because I don’t know.  And I 

keep pushing it to the back of 

my mind and some of my 

family get worried about me 

because they think I should be 

going and I’m not sure I should

I’m finding it really difficult at 

the moment because obviously - 

Well, yeah.  Self doubt, yeah.  

So it’s a challenge isn’t it?  

We’re continually being asked 

to make decisions and based on 

evidence, evidence based 

[unintelligible 0:27:53] 

evidence based medicine and yet 

how do we fully know which 

evidence to trust, what is the 

good sound evidence and 

what’s not.  And I think, yeah, 

that’s a continual challenge to 

me because I think I can feel 

confident in delivering care to 

people if I know that I’ve done 

the best that I can by the 

standards that are set by people 

who know better than me.  So I 

look to the researchers to prove 

to me that what I’m doing is 

good and not causing harm.  

Yeah.  Unlike like my days of 

training when we were told to 

do things by a sister because 

that’s what had always been 

done and we found out later on 

Well, yeah.  Self doubt, yeah.  

So it’s a challenge isn’t it?  

We’re continually being asked 

to make decisions and based on 

evidence, evidence based 

[unintelligible 0:27:53] 

evidence based medicine and yet 

how do we fully know which 

evidence to trust, what is the 

good sound evidence and 

what’s not.  And I think, yeah, 

that’s a continual challenge to 

me because I think I can feel 

confident in delivering care to 

people if I know that I’ve done 

the best that I can by the 

standards that are set by people 

who know better than me.  So I 

look to the researchers to prove 

to me that what I’m doing is 

good and not causing harm.  

Yeah.  Unlike like my days of 

training when we were told to 

do things by a sister because 

that’s what had always been 

done and we found out later on 

So the thing that gives me 

satisfaction in my work is most 

definitely that sort of feedback 

from the patient about 

responding to what they are 

wanting from me.  I can’t 

always give them everything 

they want, don’t get me wrong, 

but that sort of sense that 

together we can do it because it 

feels like a partnership.  For 

example in the weight loss the 

classic thing where it’s often a 

[unintelligible 0:09:45 heart 

sink] you’ve got this obese 

patient who’s been obese for 

years and trying to sort of help 

engage them in something that 

works for them and that sort of 

light bulb moment when you 

finally find some sort of little 

chink in there that actually 

helps.  That’s the stuff that 

gives me the satisfaction and 

sort of drives me on to 

delivering that sort of agenda. 

Where you’ve got these cell 

changes going on which are so 

simple to treat relative to 

treating cancer.

So I just think it’s saving 

women’s lives at the end of the 

day.  Lots of women used to die 

of cervical cancer and they rarely 

do now as long as they’re 

having their smear test

That’s where we are and I think 

more importantly for me than 

the position on the block there 

is more about the women’s 

experience and I feel quite 

passionate about cervical 

screening, it’s got to be about 

the quality and not just the 

quantity.  And yes, I do want to 

get every woman, I want to get 

the message about there, but 

I’m also using my time with 

individual women to spread the 

message  So for example this 

I’ve been here in the practice 

than it used to be when I first 

arrived and that’s partly because 

of what I’ve brought with me 

from Islington where it was 

routine in my previous practice.  

So some of us are fairly 

confident in providing quite a 

full sexual health screening 

service. 

Well, yeah.  Self doubt, yeah.  

So it’s a challenge isn’t it?  

We’re continually being asked 

to make decisions and based on 

evidence, evidence based 

[unintelligible 0:27:53] 

evidence based medicine and yet 

how do we fully know which 

evidence to trust, what is the 

good sound evidence and 

what’s not.  And I think, yeah, 

that’s a continual challenge to 

me because I think I can feel 

confident in delivering care to 

people if I know that I’ve done 

Well, my son is a medical 

student presented me with one 

of these sort of video lectures 

that had that was very anti and 

so of course I look at all of that 

and then I hear all these other 

things and it’s trying to weigh 

up that evidence and trying to 

work out for myself the relative 

costs and benefits and the risks 

of over-treatment versus non-

treatment and I think it’s much 

greyer with the breast screening 

than it is with the cervical 

screening. 

The man was a clinician himself 

but talking about his own 

family experiences and I think 

that is always difficult to 

counteract isn’t it, because 

you’ve got the personal story 

element and you think about, 

yeah, it’s irrational, but it’s the 

way the human psyche works 

around personal stories and I 

I mean in my previous practice I 

worked really, really hard on 

childhood immunisations but I 

was a one man band and here 

I’ve got the backup of a really 

good admin team to do the call 

and recall which has absolutely 

swung it for me and it’s been 

brilliant.

And I think I’d probably say 

that that’s probably the most 

important skill of a practice 

nurse is advanced consultation 

skills.  Because you’re never 

going to get any engagement 

with any health promotion 

activity unless you do it from 

the patient’s viewpoint because 

far too often I’ve seen people 

just give advice which patients 

just walk out of the room and 

ignore and you can’t do it like 

that. 

Interviewer:	But what about 

managing weight loss, obesity, 

because there is nothing to 

encourage you really to talk 

about weight.

Respondent:	No, you’re right.

Interviewer:	But you were 

talking about it…

Respondent:	I bring that up 

don’t I, you’re right.

Interviewer:	Why do you do 

I do feel as though actually in 

this practice I have more leeway 

with my appointment times 

than I did previously and that’s 

partly because of the extra 

capacity in the practice of 

nursing appointments, so 

there’s a bit more leeway to be 

able to give what’s needed.  

But I think sometimes it 

depends on the patient’s agenda 

and how they’ve actually 

expressed that agenda because a 

lot of it isn’t very focused.  But 

if they have been focused then 

you can often fit more in.  So 

sometimes it’s about trying to 

work with them in teasing out 

what it is they’re trying to say 

and trying to refocus their 

discussion.  And those are 

advanced consultations skills 

which we’re not - or I was never 

taught anyway in training in the 

1980s.  They’re something that 

I’ve learnt a lot about in the last 

Yes, as a network we are the 

highest achieving network in 

immunisations and a lot of that 

is to do with that the call and 

recall from our admin people 

who are brilliant.  And again 

the network improved service 

around immunisations has 

really pushed those achievement 

levels up.

So to some extent I think it 

does make a difference because I 

know at the end of the financial 

year if in respiratory we haven’t 

achieved our QAF targets or our 

NIS targets or whatever then 

I’m going - I’m not going to 

get public humiliation but 

actually I know that the practice 

is going to have less income 

because I haven’t fulfilled my 

part of the bargain, my bit of the 

teamwork.  

So I think it does make a 

Yes, as a network we are the 

highest achieving network in 

immunisations and a lot of that 

is to do with that the call and 

recall from our admin people 

who are brilliant.  And again 

the network improved service 

around immunisations has 

really pushed those achievement 

levels up.

So I think it does make a 

difference and I think it’s not 

just the financial pressure of the 

NISs actually, the network 

element is a really interesting 

one because it’s also that 

competitive element of wanting 

to be as good as or better than 

your peers in the area, so…

Well, out network has four 

practices in it.  Two of the 

practices are based in wealthier 

areas and two of us are based in 

poorer areas demographically.  

What makes me deliver I think 

is much more based around the 

individual in front of me, the 

patient in front of me because 

whilst at the back of my head 

I’ve always got all these sorts of 

lists of things that I need to 

achieve at the end of the 

appointment, the number of 

times I end up finishing the 

appointment and thinking, 

blast, I missed that.  It’s 

because more often than not the 

reason I will have missed 

something is because it wasn’t 

on the patient’s agenda and I 

will have been so focused on 

what their needs are that I’ll 

have forgotten their blood 

pressure, or whatever. 

I think this is where the years of 

being a practice nurse you 

gradually sort of work out - I 

think I’ve got to the point I 

think nowadays where I almost 

I think that’s helped by the fact 

that in the practice at the 

moment we’ve each got clinical 

lead areas and whilst we try and 

address all of them I’m very 

conscious I rarely see diabetes 

patients for a start.  And I saw 

one yesterday and I’d forgotten 

how to do all the markers and 

stuff and I had to ask for a 

colleague to help.  But when it 

comes to the respiratory patients 

I know it all just off pat and I 

can very easily conduct a 

consultation without much 

reference to other resources 

which makes it much more 

patient centred and I still 

manage to cover all the markers 

that we need.

Well, of course aortic aneurism 

screening we really don’t have 

any input in any of that, that’s 

all happening sort of over there, 

out there by the secondary care 

specialists isn’t it?  But I know 

enough about it to be able to 

talk about it to patients if they 

raised it, but it’s not something 

that I even think of because it’s 

not uppermost in my mind, it 

doesn’t really crop up enough.  

Bowel screening, in theory, yes, 

I’m very behind it and would 

encourage it, but when I 

actually sit here now and think, 

well, have I actually talked to 

anybody about it, no, I don’t 

think I have.  Maybe one, 

maybe two people in the last 

couple of years. 

And that’s what I’m just asking 

myself.  And again I think 

that’s because we don’t have - 

I’m not actually delivering 
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Well I believe that those things prevent 

unnecessary deaths and disease and it may 

not be that I scrutinise the evidence with a 

fine tooth comb,

Well I think that there were unnecessary 

deaths [Unintelligible - 4:21], I don’t know 

about the figures, but for smears for 

example.  This is something where it’s a 

slow growing cancer, if you pick it up early 

enough you can make the interventions 

that don’t really affect a woman’s life very 

much and that can save her life.  So I can’t 

think of a country where they don’t have a 

programme in place, but I am pretty sure 

that many, many women’s lives have been 

saved through this.

I think it’s a good idea but my 

worry I think has always been 

that it maybe gives people a 

false sense of security and means 

that they may, I realise what 

I’m about to say is pretty 

problematic, but this is like the 

argument saying abstinence is 

better than, you know, sex 

education [Unintelligible - 5:29] 

but I feel like with chlamydia 

screening, lots of my patients I 

can think of, I imagine they 

would probably, if they did 

participate would think right, 

I’m done now, I can have 

unprotected sex

I suppose I feel like sexual 

health screening should be done 

in a thorough manner and 

multiple diseases should be 

checked for. 

Yeah, but usually it was crap 

and boring to be honest.  I can 

remember jump start, people 

from jump start coming in and 

presenting their thing about 

some programme to get 

[Unintelligible - 32:20] active 

and it was such a boring waste 

of time and it was really sad 

because they [Unintelligible - 

32:24] and they’d wanted this 

meeting and all of us were just 

so overwhelmed with work that 

having half an hour out of our 

day, when you could be doing, 

you know, [Unintelligible - 

32:37] consultations and 

paperwork or home visits, you 

know, something in that time 

and you’re starting at 7.30 or 8, 

finishing at 7.30 in the evening, 

quite often, and you don’t want 

to spend half an hour being told 

about some boring programme 

that you don’t really believe in 

that much.  That’s a very 

 When I first started doing 

training posts in general 

practice, I found them 

absolutely [Unintelligible - 

17:38] bothersome, loathsome, 

they distracted me from the 

problem, because I wasn’t able 

to manage with all that stuff, as 

a very junior trainee.  So here, 

because I’ve got patients and so 

on, I’ve found them very helpful 

and I don’t even know how I 

could survive without them 

because how can you think to 

yourself to check whether 

they’ve had a smear and had 

their blood pressure checked and 

had their smoking business 

recorded and you know, 

prevention advice given.  So 

here, and now increasingly at 

the other place, I’m trying to 

make sure I look at those and 

implement them.  But at the 

other place I’m working at, 

because I’m a new locum and I 

No, if you’re a clinician and 

you’re kind of hands on, it is 

tricky, and you’re glad that 

there are colleagues of yours that 

are in academia that are, you 

know, professors or clinicians 

that are doing research and just 

think, I’m glad you’re writing 

so many letters to BMJ or 

whoever, critiquing stuff, that’s 

great, and also you can have 

some trust in the peer review 

panel

Okay, I trust stuff in the big 

journals, like the Lancet, New 

England Journal of Medicine is 

really, I think is amazing.

I love courses, but again, [Unintelligible - 

34:42] sometimes they’re not, but my 

favourite course is the GP update

Well I went to a child health course, learnt 

about whooping cough, a [Unintelligible - 

35:37] spoke to us, this was at Imperial 

[Unintelligible - 35:41].  She talked to us 

about flu [Unintelligible - 35:48] be really 

careful about [Unintelligible - 35:51] and 

vitamin D as well, we had, I went to a 

course with someone from Manchester, a 

Professor talked about vitamin D and really 

it was, that was different because it wasn’t 

the kind of, it was interesting because it 

was presenting loads of research that is 

showing the beginnings of, you know, a 

link between [Unintelligible - 36:09] and 

whatever, it wasn’t necessarily take this 

pack, this is the difference [Unintelligible - 

36:14], in there, it’s [Unintelligible - 36:25] 

in multiple symptoms.

Yeah, definitely, and it’s the quality of the 

speakers, I would say, and I mean under the 

cloak of anonymity I would say that unless 

it is an incredibly expert academic nurse 

[Unintelligible - 36:50] whatever, having 

[Unintelligible - 36:53] videos put on, 

talking to doctors [Unintelligible - 36:55] 

is not always the best way.  Because there’s 

like a different, I don’t know, there’s just 

like sharpness about medical education that 

I like, so it’s good to have doctors as 

doctors.

If you’re interested in medical education 

As I’m not a partner, I haven’t, but I saw in 

Jim’s department, who I was covering for, 

he gets sent some stuff sometimes and also I 

grew up in a medical household.  My 

mother was a GP and so [Unintelligible - 

37:41], so [Unintelligible - 37:46] and my 

house was full of the post-its with 

[Unintelligible - 37:49] and all these things 

and now, now that I am a grown up and a 

doctor myself, I can say that I find it very 

worrying [Unintelligible - 38:02] is the fact 

that apparently doctors believe themselves 

to be immune from, this is what I read 

recently somewhere, doctors [Unintelligible - 

38:10].

But these guys, they, you know, there care 

about money to the extent that they have 

to, because they’ve got to live and stuff, 

get their income, but they’re not money 

hungry and they’re not driven by that 

Absolutely not, I do not give a toss about 

[Unintelligible - 46:36] to be honest.  If 

giving flu jabs is good for the patient, 

which I believe it is, and saves lives, 

prevent unnecessary deaths, and it can help 

keep our lovely punters happy and well, 

then I’ll push for it.

Yes, I think it is but what I do find 

reassuring [Unintelligible - 47:07] is that I 

know that, you know, these guys are pretty 

much going to be, they’re going to be 

doing what’s good for the patients 

[Unintelligible - 47:17] anyway, 

[Unintelligible - 47:21].  If they are doing 

stuff, over and above what they would 

ordinarily do, for financial incentive, it’s 

not because they want to get rich, it’s 

because they’re just trying to keep things 

level [Unintelligible - 47:33] and they’re 

trying not to let people down.  It’s not that 

they are hungry for the money, they’ve not 

got a love of money or a greed of money, 

as such, and I think there’s a distinction 

between [Unintelligible - 47:44].

I think that networks, well this is 

controversial, but I think there’s a certain 

degree of like shaming when, or fear of 

shame, because when you know your data 

is going to be discussed at a meeting, then 

you might think oh, you know, we’ve 

been a bit slack there.  I realise this is not 

very idealistic, if you want to be motivated 

purely by [Unintelligible - 14:32] and we 

all are very conscientious and care about 

patients but sometimes that these things 

need a bit of a push.

I think these are the psychological things 

that you can't really escape from, especially 

when you’ve been academically 

[Unintelligible - 29:33] since we were tiny, 

people were getting [Unintelligible - 29:40] 

that thrill of getting a good mark is deeply, 

deeply entrenched in us.

[Unintelligible - 30:26] worry about 

[Unintelligible - 30:27], so really 

[Unintelligible - 30:31] so as a surgeon 

who talked about how, you know, 

publishing surgical raw data is extremely 

mis-leading and I wonder, those practices 

who are at the bottom of the table, who 

look as though they’re performing the least 

well, what [Unintelligible - 30:47] you 

don’t know, but it’s kind of unfair that 

[Unintelligible - 30:55].  But I don’t know 

what, how people adjust these things, 

because this data I would assume, would be 

adjusted in some way, but even if you do 

try and use like these tools like 

I would say that I am too 

ignorant right now to be able to 

comment on that, I just take it 

[Unintelligible - 20:16].  It’s 

really tricky because you know, 

I know that I should be reading 

primary evidence and should be 

looking at the data 

[Unintelligible - 20:23] I don’t 

think, I mean I, medical 

[Unintelligible - 20:25] I am 

appalled by that, I should be 

looking at the evidence myself 

but I don’t enjoy that or find it 

easy to do.  I would love it if 

there was, you know, a way that 

I could [Unintelligible - 20:39] 

myself, but generally I tend to 

look at [Unintelligible - 20:44] 

to do the thinking for me.  And 

you know, [Unintelligible - 

20:50] was very helpful, if you 

just read the summary and the 

conclusions.

No, if you’re a clinician and 

I would say actually it’s 

probably because I have, when I 

was very young, I had an 

abnormal smear myself and that 

was, you know, very troubling.  

So what method [Unintelligible 

- 43:05] and it made me 

criticise the [Unintelligible - 

43:18].

Well I think that there were 

unnecessary deaths 

[Unintelligible - 4:21], I don’t 

know about the figures, but for 

smears for example.  This is 

something where it’s a slow 

growing cancer, if you pick it 

up early enough you can make 

the interventions that don’t 

really affect a woman’s life very 

much and that can save her life.  

So I can’t think of a country 

where they don’t have a 

programme in place, but I am 

pretty sure that many, many 

women’s lives have been saved 

through this.

Why do I deal with them?  

Because I think that they are, 

the cues are sensible, they make 

logical sense to me, you know.  

If someone hasn’t had their 

blood pressure recorded for a 

year, that’s not right.  If 

someone hasn’t had their 

Well I believe that those things 

prevent unnecessary deaths and 

disease and it may not be that I 

scrutinise the evidence with a 

fine tooth comb,

Well I think that there were 

unnecessary deaths 

[Unintelligible - 4:21], I don’t 

know about the figures, but for 

smears for example.  This is 

something where it’s a slow 

growing cancer, if you pick it 

up early enough you can make 

the interventions that don’t 

really affect a woman’s life very 

much and that can save her life.  

So I can’t think of a country 

where they don’t have a 

programme in place, but I am 

pretty sure that many, many 

women’s lives have been saved 

through this.

I’m surprised by that because, I 

mean we, I thought because we 

So it’s kind of annoying 

because when you get these flag 

ups [Unintelligible - 51:18] 

bowel cancer [Unintelligible - 

51:19] and you have to ring the 

patient, we always, we ring the 

patient and say hey, you know, 

it sounds like you didn’t do 

this, was there any particular 

reason?  Shall we get them to 

send you out another kit?  And 

after three goes, you know.  So 

I do that, I would say that I do 

it without much passion or 

enthusiasm, but I certainly do it 

to, you know, a decent standard 

in that I call them up and make 

sure, trying to get them 

[Unintelligible - 51:42] doing 

it.  So I guess I do trust our 

[Unintelligible - 51:46] 

department of health to some 

extent.

So it’s kind of annoying 

because when you get these flag 

ups [Unintelligible - 51:18] 

bowel cancer [Unintelligible - 

51:19] and you have to ring the 

patient, we always, we ring the 

patient and say hey, you know, 

it sounds like you didn’t do 

this, was there any particular 

reason?  Shall we get them to 

send you out another kit?  And 

after three goes, you know.  So 

I do that, I would say that I do 

it without much passion or 

enthusiasm, but I certainly do it 

to, you know, a decent standard 

in that I call them up and make 

sure, trying to get them 

[Unintelligible - 51:42] doing 

it.  So I guess I do trust our 

[Unintelligible - 51:46] 

department of health to some 

extent.

I believe that these things work, 

it makes sense to me.

I think that networks, well this 

is controversial, but I think 

there’s a certain degree of like 

shaming when, or fear of shame, 

because when you know your 

data is going to be discussed at 

a meeting, then you might 

think oh, you know, we’ve 

been a bit slack there.  I realise 

this is not very idealistic, if you 

want to be motivated purely by 

[Unintelligible - 14:32] and we 

all are very conscientious and 

care about patients but 

sometimes that these things 

need a bit of a push.

I want to be a good doctor, and 

I’m delighted and hungry to 

suck up knowledge on things 

that are going to help me care 

for my patients better, but I find 

it irksome to think about targets 

I still find a real challenge and 

I’m still mastering that, and so 

it is not so easy for me to 

quickly rip through the 

[Unintelligible - 9:54] and then 

add in all these extras.  And I 

try, increasingly I try, but it 

may be something like smoking 

or you know, weight, and I 

think that on my list of 

priorities of things that I’m 

trying to squeeze into a 

conversation where it’s not the 

[Unintelligible - 10:09] 

complaint, sexual health 

screening is low down, and I’d 

say chlamydia is definitely low 

down on that list. 

I think that networks, well this 

is controversial, but I think 

there’s a certain degree of like 

shaming when, or fear of shame, 

because when you know your 

data is going to be discussed at 

a meeting, then you might 

think oh, you know, we’ve 

been a bit slack there.  I realise 

this is not very idealistic, if you 

want to be motivated purely by 

[Unintelligible - 14:32] and we 

all are very conscientious and 

care about patients but 

sometimes that these things 

need a bit of a push.

Because I feel that with 

immunisations, that’s a 

seriously dangerous thing and I 

want to be [Unintelligible - 

27:49] and so that concerns me 

that, you know, data, there’s a 

lot of room for improvement 

there.  This is the sort of thing 

that should be pretty water-tight 

Yeah.  I feel very divorced from 

bowel cancer screening 

programmes because it’s run by 

people who are not near, it just 

happens by itself.
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I think there’s some conflicting evidence 

about how beneficial it is to be 

implementing the program in the first place 

in terms of how much PID we’re preventing. 

Interviewer:	And this is flu aged 65 and 

over.  74.6 percent.

Respondent:	Yeah, is that last year?  

Interviewer:	Year before.

Respondent:	We did a little bit better last 

year.

Interviewer:	And league table you’re around 

there.

Respondent:	I think the Tower Hamlets 

target was 75, if not the national target and 

we didn’t quite hit that.

Interviewer:	Was that ok for you?

Respondent:	Not really, we wanted to do 

better.

Interviewer:	Why’s that?

Respondent:	Why is it not 

acceptable?  Because the flu 

vaccination is undoubtedly 

something that protects people, 

reduces hospital admissions so 

I think there’s some conflicting evidence 

about how beneficial it is to be 

implementing the program in the first place 

in terms of how much PID we’re preventing. 

Over the past few years, we’ve all felt a bit 

ambivalent about introduction of new 

whatever it is, whether it’s new screening 

programs or QOF targets because we’re just 

so overwhelmed by what we have to do, or 

it feels like that sometimes, by our day to 

day work. 

NHS checks, I’m a lot more ambivalent 

about those.  There’s a big drive within the 

practice to do those but I really don’t feel 

terribly … I suppose unhappy is the word, 

it’s not the word but I am ambivalent about 

them.

The evidence for that isn’t that strong.  

There is a separate program for the higher 

risk people so just bringing in a load of 

low risk people, it’s debatable how much 

benefit is going to come about from that.  

Are we going to create a whole load of 

worried well by whatever results we happen 

to find?  If we’re looking at cardiovascular 

prevention, I think we could be focusing 

much more on the people we already know 

about to reduce their risks

I suppose I felt that on the whole, it was 

being dealt with elsewhere in the practice 

ether through the new patient checks or 

through people who were seeing the nurses 

for other reasons.  People who were 

symptomatic, not suitable for the screening, 

you do a diagnostic test rather than a 

screening test … I do a lot less 

contraception than I used to do so the 

opportunity, other than making it an add 

on to a consultation which would’ve been 

about something completely unrelated, I 

think that’s why.

 But we did feel with this, it could be 

relatively easily introduced into new patient 

checks which is one way we try and deliver 

the program and relatively easily introduced 

into the work the nurses already do in terms 

of contraception and sexual health.  And 

Tower Hamlets was paying us and still is to 

implement it, so I think we felt it’s a good 

thing to be involved with.

I suppose I felt that on the whole, it was 

being dealt with elsewhere in the practice 

ether through the new patient checks or 

through people who were seeing the nurses 

for other reasons.  People who were 

symptomatic, not suitable for the screening, 

you do a diagnostic test rather than a 

screening test … I do a lot less 

contraception than I used to do so the 

opportunity, other than making it an add 

on to a consultation which would’ve been 

about something completely unrelated, I 

think that’s why.

I don’t recall we did a lot in terms of … I 

don’t remember so I’m guessing probably 

we didn’t have a lot of publicity up about 

the campaign.  We maybe could’ve done 

more in terms of publicity in reception, 

publicity by receptionists, more posters up.  

I don’t remember that so I’m thinking we 

probably weren’t that focused on it.

 I do think it’s a good thing that it opens 

up discussion about sexual health, 

contraception for younger people.  From 

that point of view, I think it’s probably a 

good thing to be doing.  How cost 

effective it is, how much it’s costing 

everybody, I don’t know.

From the evidence, I’m not certain whether 

it is or not but it is something we’re being 

encouraged to do.  The screening committee 

haven’t said this is something that’s not 

worth doing so I’m assuming as far as 

they’re concerned, they still think it’s a 

worthwhile screening program.  So until 

such point as maybe they change their 

mind, we should be trying to do a bit more 

if we could but again, I don’t know what 

we’re doing at the moment precisely.

Kind of like a league table but 

they send out a lot of 

information about our disease 

prevalence related to other 

practices, our performance in 

terms of whatever it is …

We certainly get it annually and 

I think it’s available in between 

if you want to access it but at 

least once a year they produce a 

formal document showing where 

we are.  That’s linked in with 

QOF as well.  They produce a 

lot of information now about the 

prevalence and things which 

helps with QOF.  There are 

searches you can run on EMIS 

to identify, if the prevalence is 

low is it because you’re not 

identifying people, so there are 

searches you can run on QOF to 

see if you have got people with 

diabetes that are just not coded 

appropriately

I vaguely remember somebody 

coming in and practice 

discussions about what we had 

to do, what we had to give out 

and conversations we needed to 

have with people.  I can’t say I 

remember a huge amount about 

it.

Yes they do.  They send out 

your annual performance and 

then they would come and meet 

the practice team as well so it 

wasn’t just a mail shot and 

nothing else to follow it up.  

There would be a mail shot and 

then there would be somebody 

from the CEG coming along to 

talk about the practice data and 

what we thought about it.

They talked about the 

information that was in the 

brochure that they’d sent out to 

us.  Our practice population is a 

bit different where we are on the 

It did, yes.  A few years ago, I 

did a medical ethics MA and 

my dissertation wasn’t quite 

about screening programs but it 

was at the time of the new GP 

contract, was QOF a good thing 

or not, was it good we were 

prioritising whatever it was, 

these illnesses and not taking 

any notice of Parkinson’s 

disease.  In the dissertation I 

made quite a strong argument 

that I thought QOF was a good 

thing, which I do still think and 

at that time, I was taking notice 

of pop-ups.  And I do still think 

on the whole, it’s a good thing 

although that has declined 

somewhat.  For example, the 

PHQ and all that kind of stuff 

made me turn away from QOF 

but most of the time I have the 

box turned off.

It was partly to do with the 

relentless nature of those things 

And also they produce a lot of 

information about appropriate 

drug use and hold quite a lot of 

protected learning sessions, so 

the information from them has 

been really helpful in trying to 

focus us particularly on 

cardiovascular prevention, blood 

pressure, diabetes.  We take 

quite a lot of notice of what they 

say and the information they 

produce showing where we are 

relative to our peers.

It’s local and it’s got a good 

reputation and the people who 

work on it, the GPs have been 

around Tower Hamlets, John 

Robson and people like that 

whose opinions people in 

Tower Hamlets respect and take 

notice of.

Obviously talking about me 

personally rather than the 

practice, it’s very difficult to the 

The education is around producing lots of 

sets of guidelines so again diabetes, 

hypertension, a whole range of chronic 

diseases, evidence based guidelines which 

they update regularly and which 

incorporate local information.  They might 

be taken from NICE but they would include 

a lot of information about local resources 

and if there’s anything different about local 

treatment, protocols for guidelines for 

whatever reason.  They produce that kind 

of thing and then they host every so often 

protected learning time sessions for the GPs 

and health professionals in Tower Hamlets 

on whatever topic it might be to update us 

all on that.

It is quite a lot broader than that.  It does 

include COPD, I’m trying to think what 

else they’ve done.  People like Sally Hull 

have done quite a lot of work on 

depression so there are depression 

guidelines.  AF is one thing they’ve done 

recently with all the new agents, they 

produced new local guidelines on AF.  

They’ve incorporate guidelines that had 

been floating around locally maybe not 

evidence based but recently just 

incorporated patient pathway and stuff on 

vertigo or back pain, those kinds of things, 

so it is a fairly extensive library of resources 

that they’ve got now.

I guess it doesn’t matter because I think it’s 

helpful to have them anyway, they are for 

topics like symptomatic approach like 

vertigo.  I don’t know how much evidence 

 But we did feel with this, it could be 

relatively easily introduced into new patient 

checks which is one way we try and deliver 

the program and relatively easily introduced 

into the work the nurses already do in terms 

of contraception and sexual health.  And 

Tower Hamlets was paying us and still is to 

implement it, so I think we felt it’s a good 

thing to be involved with.

Again, I think we got paid per screen that 

was returned to the lab, so it wasn’t how 

many we gave out, it was how many the lab 

processed irrespective of whether they were 

positive or negative, it was how many 

actually got to the lab.

Within the practice, I suppose there is the 

money side of things.  If the fee had been 

larger for doing them, I seem to remember 

the fee was fairly small, I suppose we 

might’ve focused on it although that’s not 

necessarily the major driver for what we do. 

I think so, the evidence one way or the 

other is fairly finely balanced.  I am slightly 

ambivalent about that one.  The over 40s 

health check is probably a bit of a waste of 

time!  But there’s money connected to it 

and that’s not a good reason for engaging 

with it but it’s the network service so we’d 

be letting down the whole network if we 

said we’re not going to do it.

It’s money.  If we don’t hit something like 

15 percent of the relevant population per 

year or something, if the network doesn’t 

Before the network program, we would hit 

the 80 percent or whatever it was on 

cervical screening but it was a bit hit and 

miss and it was a lot of work within the 

practice particularly for the nurses trying to 

get people in for their smears.  We hadn’t 

strategically thought about how we could 

try and improve the uptake of those sorts of 

services and it’s only with the creation of 

the network we have more funding.  The 

network has some full time staff, so it has a 

full time administrator and clinical lead.  

Partly because we’ve got a clinical lead, we 

focus more on some of these programs for 

reasons of money.  If the network as well as 

individual practices manages to hit targets 

related to all those various programs, that 

increases the income of not just the 

individual practices but the network as a 

whole.  There’s a bit more peer pressure 

now whereas there maybe wasn’t previously 

to trying to do better on the screening 

programs.

I think so, the evidence one way or the 

other is fairly finely balanced.  I am slightly 

ambivalent about that one.  The over 40s 

health check is probably a bit of a waste of 

time!  But there’s money connected to it 

and that’s not a good reason for engaging 

with it but it’s the network service so we’d 

be letting down the whole network if we 

said we’re not going to do it.

They have.  A lot of it is quite linked in 

with QOF so they’re things we might’ve 

been aware of from QOF anyway but when 

I’ve seen that graph before so it’s kind of in 

the middle, we could be doing a bit better.

It’s about right.  I have seen similar data 

before, I know more or less where we are 

and we’re trying to improve it a bit, it’s an 

important thing we should be doing as well 

as we can.

Interviewer:	And this is flu aged 65 and 

over.  74.6 percent.

Respondent:	Yeah, is that last year?  

Interviewer:	Year before.

Respondent:	We did a little bit better last 

year.

Interviewer:	And league table you’re around 

there.

Respondent:	I think the Tower Hamlets 

target was 75, if not the national target and 

we didn’t quite hit that.

Interviewer:	Was that ok for you?

Respondent:	Not really, we wanted to do 

better.

Interviewer:	Why’s that?

Respondent:	Why is it not acceptable?  

Because the flu vaccination is undoubtedly 

something that protects people, reduces 

hospital admissions so it’s very safe, it’s 

I think there’s some conflicting 

evidence about how beneficial it 

is to be implementing the 

program in the first place in 

terms of how much PID we’re 

preventing. 

I do think it’s a good thing that 

it opens up discussion about 

sexual health, contraception for 

younger people.  From that 

point of view, I think it’s 

probably a good thing to be 

doing.  How cost effective it is, 

how much it’s costing 

everybody, I don’t know.

From the evidence, I’m not 

certain whether it is or not but 

it is something we’re being 

encouraged to do.  The 

screening committee haven’t 

said this is something that’s 

not worth doing so I’m 

assuming as far as they’re 

concerned, they still think it’s a 

 I do think it’s a good thing 

that it opens up discussion 

about sexual health, 

contraception for younger 

people.  From that point of 

view, I think it’s probably a 

good thing to be doing.  How 

cost effective it is, how much 

it’s costing everybody, I don’t 

know.

Bowel screening I think is a 

good thing to do and the 

mammography. There’s some 

debate about that but I think 

that’s probably an important 

thing.  We’re not doing terribly 

well on the bowel screening and 

mammography in Tower 

Hamlets as a whole.

Interviewer:	And this is flu 

aged 65 and over.  74.6 percent.

Respondent:	Yeah, is that last 

year?  

 I do think it’s a good thing 

that it opens up discussion 

about sexual health, 

contraception for younger 

people.  From that point of 

view, I think it’s probably a 

good thing to be doing.  How 

cost effective it is, how much 

it’s costing everybody, I don’t 

know.

Bowel screening I think is a 

good thing to do and the 

mammography. There’s some 

debate about that but I think 

that’s probably an important 

thing.  We’re not doing terribly 

well on the bowel screening and 

mammography in Tower 

Hamlets as a whole.

Interviewer:	And this is flu 

aged 65 and over.  74.6 percent.

Respondent:	Yeah, is that last 

year?  

Before the network program, we 

would hit the 80 percent or 

whatever it was on cervical 

screening but it was a bit hit 

and miss and it was a lot of 

work within the practice 

particularly for the nurses trying 

to get people in for their smears.  

We hadn’t strategically thought 

about how we could try and 

improve the uptake of those 

sorts of services and it’s only 

with the creation of the network 

we have more funding.  The 

network has some full time staff, 

so it has a full time 

administrator and clinical lead.  

Partly because we’ve got a 

clinical lead, we focus more on 

some of these programs for 

reasons of money.  If the 

network as well as individual 

practices manages to hit targets 

related to all those various 

programs, that increases the 

income of not just the 

Before the network program, we 

would hit the 80 percent or 

whatever it was on cervical 

screening but it was a bit hit 

and miss and it was a lot of 

work within the practice 

particularly for the nurses trying 

to get people in for their smears.  

We hadn’t strategically thought 

about how we could try and 

improve the uptake of those 

sorts of services and it’s only 

with the creation of the network 

we have more funding.  The 

network has some full time staff, 

so it has a full time 

administrator and clinical lead.  

Partly because we’ve got a 

clinical lead, we focus more on 

some of these programs for 

reasons of money.  If the 

network as well as individual 

practices manages to hit targets 

related to all those various 

programs, that increases the 

income of not just the 

 But we did feel with this, it 

could be relatively easily 

introduced into new patient 

checks which is one way we try 

and deliver the program and 

relatively easily introduced into 

the work the nurses already do 

in terms of contraception and 

sexual health.  And Tower 

Hamlets was paying us and still 

is to implement it, so I think 

we felt it’s a good thing to be 

involved with.

It was partly to do with the 

relentless nature of those things 

popping up all the time.  I 

know evidence isn’t the be all 

and end all but there really 

wasn’t so much evidence for the 

benefit, for example, the PHQ.  

I just couldn’t bear to see that 

popping up all the time or at 

the moment, all the G pack 

stuff, I can’t bear that!  So I’m 

afraid I turn it off and I know we 

have to do it etc, whereas before 

there were fewer things.  They 

were stuff that was more 

significant, more focused, more 

targeted.  It’s just too broad 

now.  The second thing is the 

intensity of the consultations we 

have, there’s been a huge 

change in that over the same 

period as the new contract.  

These add ons that we did have 

time for, some of which are 

important, I don’t think we 

have time for most of those 

It was partly to do with the 

relentless nature of those things 

popping up all the time.  I 

know evidence isn’t the be all 

and end all but there really 

wasn’t so much evidence for the 

benefit, for example, the PHQ.  

I just couldn’t bear to see that 

popping up all the time or at 

the moment, all the G pack 

stuff, I can’t bear that!  So I’m 

afraid I turn it off and I know we 

have to do it etc, whereas before 

there were fewer things.  They 

were stuff that was more 

significant, more focused, more 

targeted.  It’s just too broad 

now.  The second thing is the 

intensity of the consultations we 

have, there’s been a huge 

change in that over the same 

period as the new contract.  

These add ons that we did have 

time for, some of which are 

important, I don’t think we 

have time for most of those 

I suppose I felt that on the 

whole, it was being dealt with 

elsewhere in the practice ether 

through the new patient checks 

or through people who were 

seeing the nurses for other 

reasons.  People who were 

symptomatic, not suitable for 

the screening, you do a 

diagnostic test rather than a 

screening test … I do a lot less 

contraception than I used to do 

so the opportunity, other than 

making it an add on to a 

consultation which would’ve 

been about something 

completely unrelated, I think 

that’s why.
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And often it would be different kinds of 

things coming to us.  It would be 

someone with breakthrough bleeding or 

post coital bleeding and you’re 

examining them when you’re doing all 

the swabs. 

And so the thought of them having to 

like fill in a whole form and things I just 

felt was fraught with potential difficulties 

and I would also sort of - I would either 

do the Chlamydia screening myself.  

And often it would be different kinds of 

things coming to us.  It would be 

someone with breakthrough bleeding or 

post coital bleeding and you’re 

examining them when you’re doing all 

the swabs.  Or if it was somebody who 

was well the nurses were doing it.  And 

there’s definitely a fair few times where I 

got patients to go and see nurses to get 

that whole form and you had to explain 

to them about what to fill in.  

 And I think certainly I thought it was 

great that - I thought it’s a brilliant idea 

of having these non-invasive test that 

patients - and lots of patients like that.  

And then obviously having all the 

swabs, being rung back or text with the 

results which I’m sure patients really 

like.

I don’t know whether a few of us picked 

some up, maybe there was one case 

from the paeds of rickets and then what - 

you hear about that and then you test.  

And maybe it’s also because we have 

so many kind of undernourished Bengali 

kids and things who come in 

complaining of pain and who are all like - 

a lot of them have got terrible diets.  

Maybe that also - it’s a combination of 

our population, seeing the odd case 

who’s got rickets, and then it sort of 

achieves a momentum of its own.  

Maybe it’s because if you struggle to 

find answers for our patients because 

sometimes I wonder whether - 

particularly some of the Bengali kids 

where they’re sort of mirroring their 

parents [unintelligible 1:08:32] the 

number of kids I have who come in 

complaining of headaches and neck 

pains and are very kind of - you don’t see 

other kids coming in - and is that, you 

know, is it an organic - is it a vitamin D 

thing, something like that, do they all 

have [unintelligible 1:08:45 new] 

migraines, is it that it’s something else, 

you know.  And it’s quite difficult to 

separate out, separate those things out.  

And for a while the vitamin D thing was 

an easy thing and I think there are also a 

population of patients and there’s 

definitely a cultural difference where 

some people like prescriptions and that 

maybe satisfied a need, you know, test 

vitamin D - this sounds awful doesn’t it.  

Test vitamin D, it was low, give vitamin 

Oh, yeah, I’m sure there were financial 

incentives.  I’m pretty sure there were, I 

really can’t remember what they were I’m 

afraid.  I’m pretty sure we had people 

coming in from sexual health to talk 

about Chlamydia screening, I just can’t 

really remember.  I’m sure we had.  

Courses I can’t remember anything local 

because if I had - like the HIV courses 

[unintelligible 0:36:40] Barts.  If I’d gone 

on any local things I’m sure - but I think, 

yeah, I didn’t, so I can’t remember.  But 

I’m aware, like you said, there were 

financial incentives.  There were people 

coming into the practice, so I’m aware 

of those things, I just don’t have a clear 

memory anymore of, yeah.  

Yeah.  We have lots of them actually, 

yeah, lots. We have clinical meetings 

every other week, so we have all kinds of 

people coming in, you know, could be - 

actually [unintelligible 1:11:07] people 

on the crisis intervention team and the 

CMHT and drug team, we’ve had like 

sexual health and Chlamydia screening 

people.  I’m trying to think - we’ve had 

one with screening actually, so talk 

about cervical breast screening. 

That one’s difficult.  I can’t think of any - 

maybe it was the breast bowel, you 

know, but that’s really when - because I 

was also helping to organise it, that’s 

why that would stick in my head.  And 

we have sort of - we are making changes 

because we’re going to have 

I think particularly in this area which is 

quite deprived the tick box thing is quite 

difficult because often people come in 

with lots of things and there’s a lot of 

mental health issues and they’ll come 

and talk about things and you’re aware 

there’s a little alert down the bottom of 

[unintelligible 0:04:41 EMIS web] saying 

see cervical smear overdue or whatever.  

And that ends up being the last thing or 

it gets drowned out in four problems in 

ten minutes or whatever.

Yeah.  Of course that [unintelligible 

0:05:29] has an impact because in the 

context of something else, they might be 

coming to speak to you because they’re 

really upset that their friend or mother or 

somebody has had cancer and you see 

this little alert and then you’re sort of 

gently able to talk about it.

Definitely that’s where we try to - 

because as I said we haven’t had any 

for breast or bowel screening and that’s 

when we try to get some alerts. I mean 

the cervical one coming up, we do tell 

people.  It’s a very visual thing because 

I think even if you’re sort of in the middle 

of a very difficult conversation about 

something else, someone’s depressed 

or whatever, and this comes - okay, 

[unintelligible 0:48:03] deeply 

depressed you’re not going to start 

talking about their cervical smear, I don’t 

mean that.  But that is just there in your 

face when you’re doing things on the 

I went on a HIV course last week.  I 

thing the HIV physicians at Barts they’re 

almost kind of evangelical, they’re 

almost saying to us with this case 

history and they want us to pick up 

people with [unintelligible 0:07:09 serial 

converting] which is really a sore throat 

and a fever and [unintelligible 0:07:14] 

and I thought of the number of people 

we see kind of going this might be HIV 

serial conversion.

Because of the whole thing about serial - 

it’s not necessarily going to jump out at 

you.  Of course we want things to be 

aware of it.  I think it’s something - it’s 

estimated that 22,000 people in the UK 

have HIV and are undiagnosed isn’t it, 

and the highest percentage in London 

and East London particularly.  So, 

anyway, yeah…

I mean it makes me think and again it’s 

just like the HIV thing last week that, 

yeah, basically that you need to make it 

universal.  Say offering the Chlamydia I 

mean, because you see in my mind I’m 

thinking, oh, yeah, I know we’re offering 

it to lots of young single people, and by 

that when I say young single I also 

mean probably lots of Caucasian kind of 

you know western European people 

because I’ve sort of made this 

assumption ahead that they’re the ones 

who are sexually active or whatever.  So, 

yeah, so it makes me think that we need 

to move the more kind of universal form 

Oh, yeah, I’m sure there were financial 

incentives.  I’m pretty sure there were, I 

really can’t remember what they were I’m 

afraid.  I’m pretty sure we had people 

coming in from sexual health to talk 

about Chlamydia screening, I just can’t 

really remember.  I’m sure we had.  

Courses I can’t remember anything local 

because if I had - like the HIV courses 

[unintelligible 0:36:40] Barts.  If I’d gone 

on any local things I’m sure - but I think, 

yeah, I didn’t, so I can’t remember.  But 

I’m aware, like you said, there were 

financial incentives.  There were people 

coming into the practice, so I’m aware 

of those things, I just don’t have a clear 

memory anymore of, yeah.  

Yeah.  I think that is kind of quite sort of 

because you think, you know, surely we 

can do better.  And the thing is we’re a 

big practice as well, lots of people here.  

And so we - but I’m aware that we’ve 

done lots of work for the flu and so it’s 

still like is that all we can manage, 

though it is better than previous years.  

So, yeah, no, it’s still a bit depressing 

and the cervical screening, looking at it 

like that, is also still a bit depressing, 

even though it’s come up

Well, that should be better than that 

really.  I think if I was being totally 

realistic I think it is difficult actually.  

Those things are difficult and I know 

because we have conversations with 

people.  I’m just thinking about even if 

it’s anecdotal, but even those are - and 

there are so many - if you multiply them 

by everybody else then - it’s actually - 

it’s just difficult with our population.  

When you - I can imagine that when you 

look at it compared to other practices, 

do you know what I mean, it’s like are we 

just making that up, are we just, do you 

know what I mean, or other people are 

doing it

Yeah, I mean I’m really surprised by 

that.  It’s just like 3% when it feels like 

we’re screening lots of people.  And 

then again it makes me wonder whether 

I’m making assumptions, when I’m just 

thinking of that as a percentage of our 

young people and perhaps not even 

Yeah, I mean I do think in - one knows 

that rationally you know the evidence or 

you may not know [unintelligible 1:13:17] 

but you remember that you read that the 

evidence is good for screening 

measures and all of these things and 

you remember that.  But I think at the 

end of the day, you know, how dedicated 

you are to how much you push it or how - 

I don’t mean force it, you know, but it is - 

it does influence how much you talk 

about it and that doesn’t come from a 

necessarily rational.  Because it would 

be - these are - there’s nothing relaxed 

about our surgeries.  Most of the 

patients can’t speak English and in ten 

minute slots and come with lots of other 

things.  They’re not coming here to ask 

us about cervical screening or whatever, 

which they don’t perceive as a problem, 

because they’ve got ten other problems.  

So it does come down to how much I 

think you are - apart from the systematic 

screening how much you’re kind of able 

to kind of weave it into something or 

make it relevant.  And I do think it’s how 

much you believe in it as well 

[unintelligible 1:14:09 or the 

importance], so

I think it’s just being aware also - when I 

sort of [unintelligible 0:37:08] how much 

is sort of asymptomatic, sort of 70%, 

80%, I think definitely when I found out 

then I was just offering it to everyone 

really and saying that to patients though.  

Because patients say, “Of course I don’t 

need to do that because I don’t have 

discharge, pain, whatever.”  And I’d say, 

“Well, actually, you know, 70% of 

patients don’t have symptoms and it can 

affect your fertility, so you should have a 

test.”  So, yeah.  I think one of the 

reasons I really don’t remember we just 

really - it’s [unintelligible 0:37:37] 

practice, isn’t it?

Yeah.  I’m sure it is a motivating factor 

[unintelligible 0:48:55] kind of grew up 

with stories about [unintelligible 

0:48:57] and Cholera and I grew up in 

Africa.  And just that public health 

measures and things that have made 

the greatest difference to people.  I’m 

just thinking about things say like - is 

really public health as successful in 

stopping smoking in public places in 

Britain

I grew up in Nigeria, in the seventies, I 

was born and brought up - I came here 

when I was 14, my parents.  So I think 

obviously there’s no kind of national 

healthcare system in Nigeria, so I think I 

was brought up with all those sort of big 

stories of kind of epidemics and really 

grew up with stories of public health 

 I think having looked at the information 

and research and data I believe that it is 

a good thing.  And if it was my family - if 

it was my family, my - I would say, you 

know, like I have done in the past, you 

have the MRR and I’ve said that to lots 

of my family and friends and to my mum 

because she was reluctant to have 

mammograms.  So I guess I - having 

looked at it - because I think for a lot of 

stuff I think it comes to that - you sort of 

thing would I do this - I’m not saying - I 

don’t at all mean what I do somebody 

else do because we all have different 

levels of risk or what we want to do.  I 

don’t mean that. But screening is kind of 

quite universal in a way and I guess I do 

believe in it and so that’s why I will - I do 

still advocate it, yeah. 

And I think those are the things that 

make - and they will make more 

difference really than individual doctors 

and what we can do for our patients.  

And so I think I’m quite a believer in that 

so I do try and - and I’m one of those 

people who, again, I’m not - other 

people should adopt my kind of my 

attitude as well, but almost the more 

sort of health and self reliant I can make 

my patients they don’t have to come 

back and that involves kind of being 

involved in screening, immunisation and 

all of those things, the better, so the 

less you have to come back here with 

illness, I mean with active illness. So, 

yeah, I guess I do believe that. 

Yeah, I mean I do think in - one knows 

that rationally you know the evidence or 

you may not know [unintelligible 1:13:17] 

but you remember that you read that the 

evidence is good for screening 

measures and all of these things and 

you remember that.  But I think at the 

end of the day, you know, how dedicated 

you are to how much you push it or how - 

I don’t mean force it, you know, but it is - 

it does influence how much you talk 

about it and that doesn’t come from a 

necessarily rational.  Because it would 

be - these are - there’s nothing relaxed 

about our surgeries.  Most of the 

patients can’t speak English and in ten 

minute slots and come with lots of other 

things.  They’re not coming here to ask 

us about cervical screening or whatever, 

which they don’t perceive as a problem, 

because they’ve got ten other problems.  

So it does come down to how much I 

think you are - apart from the systematic 

screening how much you’re kind of able 

to kind of weave it into something or 

make it relevant.  And I do think it’s how 

much you believe in it as well 

[unintelligible 1:14:09 or the 

importance], so. 

But as I told you, I’m just really aware 

that I think - I just remember that a lot of 

what I saw - the people who would come 

and see me would have some kind of 

gynaecological symptoms and I’d be 

actually examining them.  And so the 

amount of other screening - and so it 

might be that they would have post 

coital bleeding [unintelligible 0:35:49].  

And then what I would do for the sake of 

completion I would say, “Have your 

bloods as well for STI screen.”  But I’d 

actually do the swabs, and so often the 

asymptomatic ones are coming through 

the nurses.

That’s been a difficult one because of 

course it’s a new one, especially 

women who’ve had kids before and 

they’re saying, “Well, I’ve been fine the 

previous pregnancies, why do I need 

one now?”  And you try and convince 

them and some do take it up and some 

don’t and lots people - there’s a 

significant minority of people who have 

strong views about immunisation and 

who feel like it’s some kind of plot or 

conspiracy and weakens their immune 

system and of course they don’t.  And of 

course we’ve increased how many 

immunisations we’re giving which I think 

for some people is viewed with great 

suspicion, why is this.

Flu more accepted, it’s been around 

more, and again there’s a small minority 

of people but this is more at the elderly 

population who sort of - who are very 

kind of fixed on I had a flu vaccine and 

then I got ill.  I have managed to 

convince a few people and say, “Look, it 

is coincidental, it doesn’t protect you 

against all infections, against the worst 

flu vaccines, and I think what happened 

was you picked something else up.”  

There are some people who are quite 

convinced that, yeah.

I actually find screening quite - and I 

mean of course it’s an incredibly 

important thing but part - I think I find it 

quite difficult partly because it’s quite a 

sort of - to me it’s very necessary but it’s 

I actually find screening quite - and I 

mean of course it’s an incredibly 

important thing but part - I think I find it 

quite difficult partly because it’s quite a 

sort of - to me it’s very necessary but it’s 

also a bit - forgive me for saying this, it’s 

a bit boring as well, because really it 

involves contacting lots of people, it’s 

not particularly, you know, lots of people - 

the clever bit is - not the clever bit but 

the - you’re obviously trying to deliver 

balanced information about screening, 

about the pros and cons and I think I’m - 

but I’m one of those people who I will 

also kind of talk about both sides of it.  

And sometimes I wonder if I’m not a very 

good person almost to deliver the 

screening because the truth is that once 

you sort of do that people will go, “Oh, 

really?”  And it’s whether, you know, it’s 

possible - you told me about this the 

other day, it’s possible to be persuasive 

and persuasive, you know, it’s possible 

to - you can really - if you just sort of not 

say a few things, it just all seems kind 

of positive.  I know it’s a difficult thing 

because I still - I believe in screening 

totally and I believe obviously - even 

because things that are kind of a breast 

screening recently and false positives 

and all of that I still, you know, I still 

think having looked - I haven’t looked at 

all the data, but having looked at some 

of the data and what other people say 

that it does save lives in breast 

screening [unintelligible 0:20:12] 

negatives, but I do feel like we have to 

I think particularly in this area which is 

quite deprived the tick box thing is quite 

difficult because often people come in 

with lots of things and there’s a lot of 

mental health issues and they’ll come 

and talk about things and you’re aware 

there’s a little alert down the bottom of 

[unintelligible 0:04:41 EMIS web] saying 

see cervical smear overdue or whatever.  

And that ends up being the last thing or 

it gets drowned out in four problems in 

ten minutes or whatever.

Yeah.  Of course that [unintelligible 

0:05:29] has an impact because in the 

context of something else, they might be 

coming to speak to you because they’re 

really upset that their friend or mother or 

somebody has had cancer and you see 

this little alert and then you’re sort of 

gently able to talk about it.

I actually find screening quite - and I 

mean of course it’s an incredibly 

important thing but part - I think I find it 

quite difficult partly because it’s quite a 

sort of - to me it’s very necessary but it’s 

also a bit - forgive me for saying this, it’s 

a bit boring as well, because really it 

involves contacting lots of people, it’s 

not particularly, you know, lots of people - 

the clever bit is - not the clever bit but 

the - you’re obviously trying to deliver 

balanced information about screening, 

about the pros and cons and I think I’m - 

but I’m one of those people who I will 

also kind of talk about both sides of it.  

And sometimes I wonder if I’m not a very 

good person almost to deliver the 

screening because the truth is that once 

you sort of do that people will go, “Oh, 

really?”  And it’s whether, you know, it’s 

possible - you told me about this the 

other day, it’s possible to be persuasive 

and persuasive, you know, it’s possible 

to - you can really - if you just sort of not 

say a few things, it just all seems kind 

of positive.  I know it’s a difficult thing 

because I still - I believe in screening 

totally and I believe obviously - even 

because things that are kind of a breast 

screening recently and false positives 

and all of that I still, you know, I still 

think having looked - I haven’t looked at 

all the data, but having looked at some 

of the data and what other people say 

that it does save lives in breast 

screening [unintelligible 0:20:12] 

negatives, but I do feel like we have to 

And also we’ve got high rates of breast 

cancer and poor survival in Tower 

Hamlets, so that’s a key thing.  I look 

after cancer and palliative care in the 

practice so I think our poor rates of 

breast cancer, kind of survival with 

breast cancer, sorry, and late diagnosis 

that’s a key thing.  We’ve been talking 

about how to improve this because 

obviously breast screening we’re not 

directly involved in.  People get letters 

inviting them in sort of on a more or less 

a Health Authority basis.  What we’re 

trying to do now is we’re trying to find out 

this data and find out who these women 

are because we haven’t been quite so 

involved as we have with cervical 

screening because they don’t come 

here, it’s as simple as that, they don’t 

come here for their mammograms.  So 

we’re now trying to get all that data, find 

out the women who are not having it 

done and again writing to them and 

phoning them, obviously trying to get the 

balance, not between hassling them or 

haranguing them, but trying to sort of say 

we notice that you didn’t have one are 

there reasons why and do all of that.

I don’t particularly think about it, mainly 

because it’s all done by the nurses and 

health visitors.  And then it just 

becomes - and you only get sort of 

involved or anxious or you get alerted by 

people who don’t have their 

immunisations, then you get involved.  

Then it becomes more of a sort of 
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We try and incorporate it into every 

consultation, try and use the 

[Unintelligible name 0:36] Stott & 

Davies model of health promotion so 

depending on what they’ve come in with, 

it gets a lot of time or not very much 

time.  I quite like the prevention side of it 

so I try and spend more time on those 

people who I think are ready to change, 

in a cycle of change.  We’ve had some 

motivational interviewing and coaching 

training here so we try and incorporate 

that.

Just because of the Wanless Report 

and that we can’t carry on the way we 

are

I think as a GP, one of our aims is 

prevention, that’s the way I was always 

taught and brought up.  It breaks my 

heart to see people coming in with 

diabetes or strokes so they can’t walk, 

all sorts of things that if you’d only done 

this ten years ago, you see those 

patients ten or 20 years’ later and we 

know a lot of it could’ve been prevented.  

It’s more of a humanistic approach as to 

why I do it.

Particularly we feel for primary care, 

immunisation is a very good way of 

preventing illness so our primary aims 

for the children are very high as well.  

While I was in hospital training, I saw a 

couple of bad cases of cervical cancer, 

women in their early thirties dying with 

Stopped me, no.  I never got my head 

around the testing part of it, the swabs 

and how to tell people to do the swabs, 

the urine test and the self swabbing, a 

bit too complicated

The national program?  I don’t know, it 

didn’t seem as well advertised as the 

other programs, it didn’t seem as a 

powerful enough thing to do as the 

others maybe.  I don’t know, I didn’t 

really follow it that fully, mainly because 

I wasn’t the lead.  If I’d been the lead 

maybe.  Being the senior doctor, you 

take on a lot of leads and you think I’ve 

got enough to do, let someone else 

worry about that.

Yeah, Africans usually.  That’s another 

powerful way to change practice, to pick 

up a case and that’s what makes you 

think of it in other cases too.  Chlamydia 

I only picked up very infrequently which 

was another reason I didn’t offer more 

testing.   But HIV is the big one at the 

moment.

I think most clinicians are too busy with 

the day job to look at the data and 

analyse and see where they’re going 

wrong or how they need to improve.

We contact them to come to our weekly 

meeting and talk to us about it.  If 

there’s a new launch on something like 

prostate cancer or ovarian screening or 

aneurysm screening, we get them to 

come and talk to us.  They can present 

what the new service is, how it’s going 

to work and how we can help them 

achieve that.  So we’ve had the 

colorectal people in, the aortic 

aneurysm screening in, the early 

intervention teams for obesity and losing 

weight, they’ve all come in.

They make us have all the correct 

referral forms and that intelligence I 

have, when the juniors come to me in 

terms of the trainees [Unintelligible 

15:22] queries she says I’ve got a fat 

woman, where do I refer her to.  I’ll say 

you’ve got the early prevention.

I think they just went around different 

practices saying screening is important 

and here’s some money, here’s your 

targets and this is how you do it.  One 

reason we’ve not done so well on that is 

we appointed one of the salaried GPs to 

be the lead for it.  She did a lot of work, 

created all the packs and the training for 

us but that one didn’t jell as well in my 

mind as to the importance of it.

Yeah, they remind me to do the QOF, so 

before a patient comes in, I look at the 

record when they were last in, I can read 

the hospital letters, look at investigation 

results and may look at the QOF as well 

so I incorporate that into the time we 

have together.

The evidence about GP education is 

pretty poor.  You go to a three hour 

lecture on endometriosis and how far 

that changes practice is pretty minimal.  

We find that in-house team meetings 

have been great for ourselves, much 

more educational, so we set up a North 

Lambeth practices protected learning 

time which has now extended to the 

whole of Lambeth.  The whole of 

Lambeth now closes four times a year 

and we organise educational events for 

them via the CCG now which we’re very 

proud of because everyone in Lambeth 

is now doing hopefully four things the 

same.  We have a monthly, closing the 

practice three hours, we look at all the 

data, look at the problems and then we 

do our in-house learning in terms of 

child protection and looking at all the 

different campaigns that are coming up 

and how we did last year, what we can 

do better this year. 

The learning isn’t just from education 

events, it’s learning through a myriad of 

ways, an educational matrix we call it - 

your patients, the journals that are 

coming out every week, the PCT data, 

our own QOF data and our own in-house 

intelligence of what we think our 

problems are.

It’s only ten percent of our budget, QOF, 

it’s not a huge amount.  It helps but a 

few thousand pounds here and there 

isn’t making that much difference.   It’s 

more the quality in terms of doing it, that 

we look good in terms of our peers, that 

helps us to feel good.

I think they just went around different 

practices saying screening is important 

and here’s some money, here’s your 

targets and this is how you do it.  One 

reason we’ve not done so well on that is 

we appointed one of the salaried GPs to 

be the lead for it.  She did a lot of work, 

created all the packs and the training for 

us but that one didn’t jell as well in my 

mind as to the importance of it.

I think because GPs get paid quite well, 

those are small sums you’re talking 

about … obviously if you do everything 

badly, you’ll not get paid well but if 

you’re doing most things well and one of 

things not so well, it’s not a big 

incentive, no.  I still think wanting to do 

a good job is the most powerful.  It’s the 

culture of the practice, I think, has the 

most effect, unless you’re very money 

minded.  Most people don’t go into 

medicine for the money, I don’t think 

[Unintelligible 32:18] I suppose but you 

earn millions in London.

There’s two partners here.  We talk 

about money more to them than they talk 

about it to us.  One reason we’re always 

Interviewer:	You yourself believe in the 

NHS health check.  Is there anything you 

don’t quite believe in?

Respondent:	Maybe flu.

Interviewer:	You mentioned a bit about 

the evidence being iffy.

Respondent:	That’s what I’ve heard.

Interviewer:	Tell me more about that.

Respondent:	Just from the BMJ, what 

they’ve been saying.   Even in America, 

they’re saying the evidence is not that 

hot that it improves …

Interviewer:	But you still delivered it.

Respondent:	Yeah, we did.

Interviewer:	Why?

Respondent:	Because everyone else is 

doing it.  If we didn’t do it, I think we 

would be the odd ones out and that 

would make us look a bit odd, a bit out 

on a limb.

It’s only ten percent of our budget, QOF, 

it’s not a huge amount.  It helps but a 

few thousand pounds here and there 

isn’t making that much difference.   It’s 

more the quality in terms of doing it, that 

we look good in terms of our peers, that 

helps us to feel good.

You want to look good for patients, 

number one, that’s the real reason and 

number two, we want to provide 

[Unintelligible 10:02] someone doesn’t 

say that we’re at this end of the scale.  

Someone has to be at this end of the 

scale but that’s usually a type of 

practice in trouble and we want to enjoy 

our work and not feel like we’re in 

trouble.

We would then launch an investigation 

as to why we are in the middle.  We look 

at it once a year.  It’s taken us a lot of 

years to get to that, it doesn’t happen 

overnight.  It’s a whole team quality 

improvement, techniques you mentioned 

we’ve learned about and then 

implemented so instituting innovation 

meetings, looking at Department of 

Health toolkits, a lot of training on health 

improvement and leadership.  We are 

one of the top ten practices in Lambeth 

now because of it.

We look at the league tables regularly 

with our prescribing, with our referrals, 

with our [Unintelligible 11:26] 

attendances, our immunisation targets.  

For flu, some of it’s financial because 

the evidence public healthwise, the 

jury’s still out.  You’ve got to immunise 

17 million people to prevent 2000 

deaths.  So I think the evidence is why 

we’re a bit lower down in terms of why 

we pushed flu but I think you just 

become a practice population that they 

come and ask for it as well.  I think it’s 

both ways.  Patients ask for it and we’re 

good at giving it.

Yeah, I think a lot of it evidence based, 

the QOF.  If you are doing it, you’re 

providing good care and when it’s low, 

like at the moment we had a computer 

change and went to EMS web so we lost 

a lot of time and data.  We feel really 

bad this year, that we’re about 120 

points down.

That’s known from the Eighties, with the 

Ox checks from Oxford.  But it focuses 

people’s minds on doing things 

differently so some people do listen, not 

that many, a bit like smoking, the 

Russell papers.  You tell 100 smokers 

to stop, five will stop just by telling 

them.  If you do 100 NHS health checks, 

five will take up exercise or eat less fat 

or stop smoking.  Small numbers but big 

gains for that individual.

Interviewer:	You yourself believe in the 

NHS health check.  Is there anything you 

don’t quite believe in?

Particularly we feel for primary care, 

immunisation is a very good way of 

preventing illness so our primary aims 

for the children are very high as well.  

While I was in hospital training, I saw a 

couple of bad cases of cervical cancer, 

women in their early thirties dying with 

young children and that was quite a 

powerful effect on me, worth trying to 

push the nurses to chase up the non-

attenders.  My own mother died when 

she was quite young so all these things, 

these stories that we see every day 

makes us think how can we prevent 

them happening to other people.  

Yeah, if you’re sick, it’s horrible.  If 

you’re poor it’s horrible.  If you’re sick 

and poor, it’s a double whammy.  I’m 

from a working class background, I 

remember what it’s like being poor so 

that inspires me further to try and look 

after my patients well.  In a way, that’s 

another reason for the prevention side of 

things, you don’t want to become sick if 

you’re poor.

Particularly we feel for primary care, 

immunisation is a very good way of 

preventing illness so our primary aims 

for the children are very high as well.  

While I was in hospital training, I saw a 

couple of bad cases of cervical cancer, 

women in their early thirties dying with 

young children and that was quite a 

powerful effect on me, worth trying to 

push the nurses to chase up the non-

attenders.  My own mother died when 

she was quite young so all these things, 

these stories that we see every day 

makes us think how can we prevent 

them happening to other people.  

That’s known from the Eighties, with the 

Ox checks from Oxford.  But it focuses 

people’s minds on doing things 

differently so some people do listen, not 

that many, a bit like smoking, the 

Russell papers.  You tell 100 smokers 

to stop, five will stop just by telling 

them.  If you do 100 NHS health checks, 

five will take up exercise or eat less fat 

or stop smoking.  Small numbers but big 

gains for that individual.

Particularly we feel for primary care, 

immunisation is a very good way of 

preventing illness so our primary aims 

for the children are very high as well.  

While I was in hospital training, I saw a 

couple of bad cases of cervical cancer, 

women in their early thirties dying with 

young children and that was quite a 

powerful effect on me, worth trying to 

push the nurses to chase up the non-

attenders.  My own mother died when 

she was quite young so all these things, 

these stories that we see every day 

makes us think how can we prevent 

them happening to other people.  

I think as a GP, one of our aims is 

prevention, that’s the way I was always 

taught and brought up.  It breaks my 

heart to see people coming in with 

diabetes or strokes so they can’t walk, 

all sorts of things that if you’d only done 

this ten years ago, you see those 

patients ten or 20 years’ later and we 

know a lot of it could’ve been prevented.  

It’s more of a humanistic approach as to 

why I do it.

I think as a GP, one of our aims is 

prevention, that’s the way I was always 

taught and brought up.  It breaks my 

heart to see people coming in with 

diabetes or strokes so they can’t walk, 

all sorts of things that if you’d only done 

this ten years ago, you see those 

patients ten or 20 years’ later and we 

know a lot of it could’ve been prevented.  

It’s more of a humanistic approach as to 

why I do it.

Most doctors have a passion for 

improving patient care.  I think that’s the 

main driver.  The other things on top of 

that help to make that passion into 

reality.  For our team here, we focus fully 

on quality with regular team meetings, 

regular education.  We have the 

reminders telling each other where we 

missed out on something, so feedback.  

I think for us we want to do a good job, 

that’s the primary reason and the other 

things like education and reminders and 

feedback are secondary.

Interviewer:	I’ve heard from speaking to 

some GPs in a different context that the 

league tables don’t make very much 

difference to them because one they 

don’t care and two, they know that 

they’re not entirely meaningful and don’t 

reflect actual practice or other quality 

outcomes.

Respondent:	The first sentence is 

probably the most revealing.  They don’t 

It’s only ten percent of our budget, QOF, 

it’s not a huge amount.  It helps but a 

few thousand pounds here and there 

isn’t making that much difference.   It’s 

more the quality in terms of doing it, that 

we look good in terms of our peers, that 

helps us to feel good.

You want to look good for patients, 

number one, that’s the real reason and 

number two, we want to provide 

[Unintelligible 10:02] someone doesn’t 

say that we’re at this end of the scale.  

Someone has to be at this end of the 

scale but that’s usually a type of 

practice in trouble and we want to enjoy 

our work and not feel like we’re in 

trouble.

We would then launch an investigation 

as to why we are in the middle.  We look 

at it once a year.  It’s taken us a lot of 

years to get to that, it doesn’t happen 

overnight.  It’s a whole team quality 

improvement, techniques you mentioned 

we’ve learned about and then 

implemented so instituting innovation 

meetings, looking at Department of 

Health toolkits, a lot of training on health 

improvement and leadership.  We are 

one of the top ten practices in Lambeth 

now because of it.

Well, we’re Asian so for Asians, 

reputation is important.  I think it’s 

professional pride as well.  Lambeth 

has got lots of good GPs, it’s a good 

You want to look good for patients, 

number one, that’s the real reason and 

number two, we want to provide 

[Unintelligible 10:02] someone doesn’t 

say that we’re at this end of the scale.  

Someone has to be at this end of the 

scale but that’s usually a type of 

practice in trouble and we want to enjoy 

our work and not feel like we’re in 

trouble.

We would then launch an investigation 

as to why we are in the middle.  We look 

at it once a year.  It’s taken us a lot of 

years to get to that, it doesn’t happen 

overnight.  It’s a whole team quality 

improvement, techniques you mentioned 

we’ve learned about and then 

implemented so instituting innovation 

meetings, looking at Department of 

Health toolkits, a lot of training on health 

improvement and leadership.  We are 

one of the top ten practices in Lambeth 

now because of it.
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Yeah, it was fine.  The only slight issue 

was the way the samples had to be 

collected.  It was a bit nit picky, you know, 

they’ve got these bottles where you have to 

get the level just between the lines and if 

you don’t do that it gets rejected from St 

Thomas’ lab, whereas in Hackney it was 

pretty easy you just put any sample in and 

they’ll process it.  But generally it was fine.  

I can’t even remember what they paid but 

the remuneration was reasonable.  And they 

gave you a target which wasn’t the national 

target it was slightly below that.  Which 

was challenging but achievable.  It was 

fine.  I think it was fine.  I can ring up the 

office any time and get our latest 

performance.  I knew who the contact was.

So they have a weekly newsletter in 

Lambeth, so that was - so it was attached to 

that.  There was the - we were encouraged 

by the sexual health team because they had 

GP champions who interacted with us.  

How do you do so well?  So there was that 

sort of good positive feedback about we’re 

well known now for producing good 

figures in Chlamydia.  So that gave us more 

of a push as well.

Quite an active, robust recall system that we 

have because the figures that we have been 

given from the PCT over the last few years 

haven’t been very good.  So it’s been a 

priority for us to try and get that up in 

recent months.  

I’d be quite embarrassed to be honest, a 

little bit angry, disappointed.  And then 

immediately there will be an analysis of 

why has that happened or how has that 

happened.  I don’t think it’s ever happened 

because we kind of know how we’re 

performing as we go through the year, so 

we don’t really allow that situation to get to 

that.  The one time it did happen which was 

the cervical smear where it wasn’t good at 

all, there were a lot of factors about that 

which were mainly that we have a massively 

growing - fast growing [unintelligible 

0:07:58] list size.  So all these women who 

were joining up we didn’t have data for 

them, it was counting against us, maybe 

they’ll come from Poland and they had a 

smear in Poland but that doesn’t count for 

here.  We had to really look deep and work 

out why and then put an action plan in 

place.  So that’s an example where I didn’t 

feel good about that and it was almost like I 

had to do something.

Yeah, I mean that kind of thing 

[unintelligible 0:10:45] package is usually 

packaged as part of an enhanced service or 

a business management programme.  We 

just - I mean if the question is what would 

make you do it, I think for us we just do it 

Who come out and see you a couple of 

times a year.  So it comprises of a GPSI and 

a specialist nurse.  And what you do is 

you’re supposed to prepare your difficult to 

manage diabetics to talk about it on a paper 

based scenario.  And I think what we do - 

so there was a lot of feelings - they helped - 

basically to summarise they helped to 

improve our confidence in managing 

patients on insulin who’s HbA1c wasn’t a 

target.

So that the confidence, you know, regular 

checking, up titrating, [unintelligible 

0:14:22 how often do you] find out what 

the sugars are doing, when do you 

increase, how much do you increase by, 

these sorts of things we weren’t doing.  We 

were relying on either the hospital or the 

intermediate care team to do it.  So that’s an 

example where just by discussing the 

difficult cases they weren’t as difficult as 

you might think. 

For us I mean I wouldn’t say that he 

influenced what we did on the ground, but 

his role for us as a high achieving practice 

was to give encouragement to continue and 

to try and get best practice from us to get to 

other surgeries.  So he presented it as I just 

want to find out what you guys do because 

there are other practices that aren’t doing so 

well and I’d like to be able to share that.  

So that was quite a motivational thing.  

That’s good, we like that, you know. 

Yeah.  All the time.  It’s a core part of the 

way I’ve trained myself to consult because - 

well, obviously for the reason I went over 

before we need to aspire to full QOF points 

for the reasons that I just went over.  To get 

990 or 1,000 the financial difference is not 

massive, but for us it’s quite - it’s quite 

important for us.  990 would be a bit of a 

disappointment whereas 1,000 is where we 

need to be.  So that’s why I need to - I can’t 

be telling my colleagues this is something 

that’s really important for the practice and 

trying build that culture of achievement if 

I’m not consistently doing it myself.  So 

something about leading by example in 

that.  Something about that. 

So they have a weekly newsletter in 

Lambeth, so that was - so it was attached to 

that.  There was the - we were encouraged 

by the sexual health team because they had 

GP champions who interacted with us.  

How do you do so well?  So there was that 

sort of good positive feedback about we’re 

well known now for producing good 

figures in Chlamydia.  So that gave us more 

of a push as well.

For us I mean I wouldn’t say that he 

influenced what we did on the ground, but 

his role for us as a high achieving practice 

was to give encouragement to continue and 

to try and get best practice from us to get to 

other surgeries.  So he presented it as I just 

want to find out what you guys do because 

there are other practices that aren’t doing so 

well and I’d like to be able to share that.  

So that was quite a motivational thing.  

That’s good, we like that, you know. 

You do and they are - I mean that’s slightly 

different.  I think if there’s say - there was 

one I can think of which was Zamiol 

[unintelligible 0:17:00] the scalp thing 

[unintelligible 0:17:03] bethamethasone 

and a vitamin D thing in it.  And I often 

struggle a little bit with psoriasis of the 

scalp.  Well, if Diprosalic [unintelligible 

0:17:10] scalp application doesn’t work 

what do you do next?  And that had been a 

learning need for me[unintelligible 0:17:15] 

but I’d never really addressed it.  And then 

I see this advert and it made me look at 

what is the constituent ingredient?  Well, if 

I have to prescribe it, I’ll make sure I 

prescribe it generic, but I just want to know 

what it is because I’ve never - so in a way 

that could influence me to think more about 

gaps in my knowledge?

Where did I hear that one from?  That was a 

PCT circular, prescribing team circular in 

one PCT which came out two months 

probably before other PCTs, so then by the 

time it came out in the other PCTs we’d 

already done the changes.  So, yeah, that 

was them telling us about an alert that had 

come up or a national sort of safety thing

I would say for us they help but they’re not 

- so if there was no financial achievement.  

So, for example, it’s chlamydia screening.  

There is no [unintelligible 0:28:26] LES 

here.  I know for a fact our achievement is 

less now than it was two years ago, there’s 

no doubt about that.  I think we were one if 

not the first or the second highest achiever 

And I say that because the obvious answer 

in terms of income doesn’t really apply to 

some of these, so I would say to you that 

for cervical screening there’s no incentive 

for that, there’s no enhanced service, it’s 

just that for us to be achieving 69% uptake 

wasn’t good enough basically.

Even the Chlamydia screening programme, 

the payment for that is not that great.  So in 

the great scheme of things to either get paid 

or not get paid for an organisation like us 

is not a major issue.  It’s more 

reputationally we feel it’s important that 

we’re near the top, and we actually target 

that at the beginning of the year.

I would say for us they help but they’re not 

- so if there was no financial achievement.  

So, for example, it’s chlamydia screening.  

There is no [unintelligible 0:28:26] LES 

here.  I know for a fact our achievement is 

less now than it was two years ago, there’s 

no doubt about that.  I think we were one if 

not the first or the second highest achiever 

in Lambeth two years ago.  Now I don’t 

know where we are in Lambeth but I know 

we’re doing much less.  So there is - and 

partly it’s that, partly it’s because the PCT 

haven’t put any - they haven’t said that this 

is important, they’re not going to produce 

any figures.  But patients - I did think 

about this when [unintelligible 0:28:53] I 

was going to meet you …patients aren’t 

getting screened, so there’s that issue, but I 

think that combination of lack of money 

but lack of profile of a particular screening 

But I would want - when the league table - 

because the other thing that’s interesting is 

how much do the publishing of results 

affect us as GPs and I think it certainly 

affects me a lot.  I know at the end of the 

year this is going to be published.  I don’t 

want my name near the bottom.  I don’t 

really want my name near the middle, I need 

it near the top or my practice’s name.  So 

that drives me a little bit.  The decision 

whether you’re going to publish figures or 

not, I think that’s quite an interesting 

concept because I think GPs do have pride 

in what they do.  And they don’t really 

want to - I know certainly in Hackney 

we’ve had this debate amongst GPs and 

they do encourage it to be published to 

encourage people to do better.  The GP 

Commissioners is are now running the 

show [unintelligible 0:07:17] are of that 

view and they encourage the PCT to do 

that in previous years.

I think the general ethos in our 

organisation is that we aspire to actually 

achieve higher targets compared to our 

peers within the PCTs that we work. 

Even the Chlamydia screening programme, 

the payment for that is not that great.  So in 

the great scheme of things to either get paid 

or not get paid for an organisation like us 

is not a major issue.  It’s more 

reputationally we feel it’s important that 

we’re near the top, and we actually target 

that at the beginning of the year.

But I would want - when the league table - 

because the other thing that’s interesting is 

how much do the publishing of results 

affect us as GPs and I think it certainly 

affects me a lot.  I know at the end of the 

year this is going to be published.  I don’t 

want my name near the bottom.  I don’t 

really want my name near the middle, I need 

it near the top or my practice’s name.  So 

that drives me a little bit.  The decision 

whether you’re going to publish figures or 

not, I think that’s quite an interesting 

concept because I think GPs do have pride 

in what they do.  And they don’t really 

want to - I know certainly in Hackney 

we’ve had this debate amongst GPs and 

they do encourage it to be published to 

encourage people to do better.  The GP 

Commissioners is are now running the 

show [unintelligible 0:07:17] are of that 

view and they encourage the PCT to do 

that in previous years.

I mean things like the guidelines, this one 

here which I find quite good.  I don’t know 

what the background to these are but 

certainly they’re very good.  Certainly 

[unintelligible 0:19:15 conditions] I’ve 

made in the past [unintelligible 0:19:17] 

Certain conditions I may not have known 

much about in the past ..I learnt a lot about 

irritable bowel in there for example.  Irritable 

bowel syndrome about the sort of what are - 

I didn’t know that there were criteria for 

diagnosis.  I didn’t know that a low fibre 

diet rather than a high fibre diet is 

important.  So just reading stuff like this 

certainly is - has been important to me in 

developing my clinical knowledge.   

It does.  So for example the British 

Hypertension Guidelines, it used to be the 

A, B, C, D over 55, black, all this kind of 

thing.  And it changed to Ramipril first line 

in everyone or ACE first line in anyone.  

So that changed, yeah, I changed.  If I have 

a 60 year old white patient I’m going to 

give him Ramipril.  In the past I would’ve 

given him definitely bendro or Amlodipine, 

probably bendro because Amlodipine we 

had this thing a problem I called ankle 

swelling, but you know that kind of thing.  

But now it’s all - so that’s an example 

where, yeah, I’ve changed.  And medication 

interactions, the Simvastatin 40 and 

Amlodipine that all our sites straightaway 

audited it, swapped people [unintelligible 

0:23:10]

So that’s an example where there’s been 

Yeah.  But sometimes though the process, 

you know, it maybe evidence based but the 

process [unintelligible 0:26:44]  … you 

have to ask your self …practically to 

implement.  How easy is that.  The evidence 

base is - well, the NICE guidelines talk 

about fertility and X number of cycles.  

Doesn’t happen.  There are other factors that 

influence.  And often it is cost and time and 

things like that.

I mean our livelihood - I mean we started 

with nothing.  We started with no practice, 

it wasn’t like we had an existing 

partnership that we joined, we actually 

[unintelligible 0:04:33 came out GP 

registered] came out of GP registrar year 

with no jobs.  So we were in a situation 

where we had to pretty much fight for the 

initial contracts.  So in order to get these 

contracts you have to demonstrate that 

you’re - so I think the driving force was 

that we wanted to grow our business.  We 

wanted to grow our surgeries, you know, 

we started off with like 1,500 patients in a 

single list, six of us.  So there’s that hunger 

that we needed at the beginning and then 

that culture has just become embedded.  So 

we don’t need to be as aggressive as we 

were there in chasing these targets, but 

that’s part of our culture now.  So perhaps 

we grew up with that [unintelligible 

0:05:09]. As GPs.

Even the Chlamydia screening programme, 

the payment for that is not that great.  So in 

the great scheme of things to either get paid 

or not get paid for an organisation like us 

is not a major issue.  It’s more 

reputationally we feel it’s important that 

we’re near the top, and we actually target 

that at the beginning of the year.

Yeah, we do try and do stuff, but I’m well 

aware that what I can do is not much 

because what I’d love to be able to do is to 

have a service which was - has proven it 

works, then a pilot it works, exercise based, 

with a dietician that I can just refer into.  I 

guarantee you I’d be referring hundreds, I 

would do it.  Why hasn’t that service got 

off the ground anywhere in that 

coordinated way, I don’t know.  I don’t 

know.  Should be a priority shouldn’t it?  

It is the public health bomb of the next sort 

of few years.  But I’d love someone to set 

something up and I will then engage in 

that.  I guarantee you.  Even if there’s no 

money.  Because people come to us 

desperate.  “I want pills, doctor, I want this, 

doctor.”  You try your best, you know, 

you try and talk about calories, you try and 

talk about five times a week exercise.  So 

that’s something where you need help.

Yeah.  I mean so we deliver everything that 

is on the agenda, let’s put it that way in a 

GP practice.  So the smoking, NHS health 

checks, all this kind of stuff we do.  I mean 

sometimes you do think - say you get 

Chlamydia screening you think is this a - 

to what extent is this a numbers game?  

Because you get people - they may not 

have had sexual intercourse but they’re 15 

to 25, so you need to do this urine for me, 

just check you haven’t got any infections.  

What is that about, do you know what I 

mean?  There’s no real value to it, but 

actually you’re encouraged to get - the 

PCT’s under pressure to get our PCT target 

and your contribution to that at a practice 

level - so sometimes you think well, could 

these things be better targeted but then….

I mean our livelihood - I mean we started 

with nothing.  We started with no practice, 

it wasn’t like we had an existing 

partnership that we joined, we actually 

[unintelligible 0:04:33 came out GP 

registered] came out of GP registrar year 

with no jobs.  So we were in a situation 

where we had to pretty much fight for the 

initial contracts.  So in order to get these 

contracts you have to demonstrate that 

you’re - so I think the driving force was 

that we wanted to grow our business.  We 

wanted to grow our surgeries, you know, 

we started off with like 1,500 patients in a 

single list, six of us.  So there’s that hunger 

that we needed at the beginning and then 

that culture has just become embedded.  So 

we don’t need to be as aggressive as we 

were there in chasing these targets, but 

that’s part of our culture now.  So perhaps 

we grew up with that [unintelligible 

0:05:09]. As GPs.

So that’s the driving force, we need to 

continue to demonstrate quality.  I think if 

you take over a surgery and run it badly 

you’re unlikely to get more.  Whereas I 

think other GPs if they’re just in a 

partnership and then not really into this 

sort of situation [unintelligible 0:06:01] 

applying for AMPS contracts, you have 

your practice, it’s your home, you really 

can decide what you do.  You want to 

perform well, you want to perform badly, 

you will be hit income wise but I don’t 

think there’s that same pressure that we feel.

I mean our livelihood - I mean we started 

with nothing.  We started with no practice, 

it wasn’t like we had an existing 

partnership that we joined, we actually 

[unintelligible 0:04:33 came out GP 

registered] came out of GP registrar year 

with no jobs.  So we were in a situation 

where we had to pretty much fight for the 

initial contracts.  So in order to get these 

contracts you have to demonstrate that 

you’re - so I think the driving force was 

that we wanted to grow our business.  We 

wanted to grow our surgeries, you know, 

we started off with like 1,500 patients in a 

single list, six of us.  So there’s that hunger 

that we needed at the beginning and then 

that culture has just become embedded.  So 

we don’t need to be as aggressive as we 

were there in chasing these targets, but 

that’s part of our culture now.  So perhaps 

we grew up with that [unintelligible 

0:05:09]. As GPs.

I think the general ethos in our 

organisation is that we aspire to actually 

achieve higher targets compared to our 

peers within the PCTs that we work.  It’s 

almost like professional pride really, it’s 

something that drives us. 

And I say that because the obvious answer 

in terms of income doesn’t really apply to 

some of these, so I would say to you that 

for cervical screening there’s no incentive 

for that, there’s no enhanced service, it’s 

just that for us to be achieving 69% uptake 

wasn’t good enough basically.

From a personal point of view that’s just 

the way I like to work.  It’s just something 

where I just try and achieve as high as I 

can. 

I’d be quite embarrassed to be honest, a 

little bit angry, disappointed.  And then 

immediately there will be an analysis of 

why has that happened or how has that 

happened.  I don’t think it’s ever happened 

because we kind of know how we’re 

performing as we go through the year, so 

we don’t really allow that situation to get to 

that.  The one time it did happen which was 

the cervical smear where it wasn’t good at 

all, there were a lot of factors about that 

which were mainly that we have a massively 

growing - fast growing [unintelligible 

0:07:58] list size.  So all these women who 

were joining up we didn’t have data for 

them, it was counting against us, maybe 

they’ll come from Poland and they had a 

Even the Chlamydia screening programme, 

the payment for that is not that great.  So in 

the great scheme of things to either get paid 

or not get paid for an organisation like us 

is not a major issue.  It’s more 

reputationally we feel it’s important that 

we’re near the top, and we actually target 

that at the beginning of the year.

From an organisational point of view we are 

what we call an [unintelligible 0:03:31] 

APMS contractor which basically means 

that we need to bid for these practices 

against other competitors.  So one of our 

key selling points is that we need to be 

able to show that we’re equally effective, 

not more effective clinically in terms of 

achieving targets than our competitors.

You can say you’re good and you can see 

you [unintelligible 0:03:49] deliver high 

quality care, but actually nowadays I think 

you need to be able to prove that.  And so 

over a whole range of markers, not just 

public health indicators, we’re quite in tune 

with what is recorded and what’s 

measurable and what PCTs and 

commissioners look for.  And some of these 

public health markers fall heavily in that 

basket of things that people look at.  I 

mean of course you talk about access QOF 

which are really probably more important 

but these are important and we do like to 

tell people when we’ve done some good 

work.

I mean our livelihood - I mean we started 

Yeah, we do try and do stuff, but I’m well 

aware that what I can do is not much 

because what I’d love to be able to do is to 

have a service which was - has proven it 

works, then a pilot it works, exercise based, 

with a dietician that I can just refer into.  I 

guarantee you I’d be referring hundreds, I 

would do it.  Why hasn’t that service got 

off the ground anywhere in that 

coordinated way, I don’t know.  I don’t 

know.  Should be a priority shouldn’t it?  

It is the public health bomb of the next sort 

of few years.  But I’d love someone to set 

something up and I will then engage in 

that.  I guarantee you.  Even if there’s no 

money.  Because people come to us 

desperate.  “I want pills, doctor, I want this, 

doctor.”  You try your best, you know, 

you try and talk about calories, you try and 

talk about five times a week exercise.  So 

that’s something where you need help.

And I was on a long drive and it was Radio 

4 and it was about the language that GPs 

use and it was lay people talking about 

their experiences of back pain, that was it.  

And they said, “I went to my GP or 

specialist and they said, “You’ve got some 

wear and tear in your back,” and they went 

on to describe why that use of that term 

profoundly affected them.  Oh, you’ve got 

some crumbling in your back, that I could 

understand a bit more being a bit worrying. 

But even certain terms that you use on a 

day to day basis and the effect it has on 

patients, to get that feedback indirectly on a 

theme - a term that I used did make me think 

should I be using this.  So I changed my 

phrase to - I always draw the vertebra and I 

draw the discs as cushions.  I say the 

cushion isn’t as spongy, there’s a little bit 

more rubbing than there should be.  So I’ve 

tried to change that to saying there’s a bit 

of wear and tear in your back, if you see 

what I mean, because in my own mind I 

haven’t had any feedback on that, but in 

my own mind I felt that was gentler than 

saying wear and tear. 

Not hates but things I’m frustrated about.  

So I’m frustrated that I can’t influence as 

much as I’d like things like breast screening 

or bowel screening. 

Because I - the way these screens work is 

they’re doing outside of the practice by an 

external body who invite [unintelligible 

0:42:11 your] patients to go and attend 

somewhere.  You don’t really get involved 
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Yeah.  I think that’s slightly different.  I 

won’t - I mean I don’t think the amount of 

income that that will generate for the 

practice is not really that significant to 

be honest.  And I think our uptake, our 

women are naturally quite suspicious 

about being told that they’ve got to do 

something different in pregnancy.  But 

we will offer it.

I would say I’m towards Claire’s end, 

definitely.  Yeah.  And I think that’s - I 

mean that’s a slightly, almost a slightly 

philosophical difference of opinion in 

the sense that what actually would make 

the most difference to people around 

here would be a job.  I mean actually it 

would be far better more for their health 

than me doing a bit more screening.  

But I can’t give them a job, so I’ll try and 

do a bit more screening I guess.

Because I do believe in cervical 

screening.  I do believe that it prevents 

cervical cancer.  I mean the evidence 

shows me that and I do certainly for 

example believe that HPV immunisation 

in young women is incredibly important 

in our population.  So I do have a feeling 

that even though patients may not see it 

as important, it is something - I am after 

all the doctor not whatever else.  I’m not 

a priest or I’m not a counsellor, so I do 

see that that is part of my professional 

role.

And also for example this latest thing 

about whooping cough in pregnancy, 

you know, I don’t know how really how 

robust the evidence that immunising 

women in their third trimester is really 

going to reduce the incidence of 

whooping cough.  I mean nobody knows 

the answer to that question and yet 

there’s been a kind of kneejerk response 

that we must do something because 

babies are dying of whooping cough.  

So I don’t know whether - how much we - 

how much of what we do is really robust 

I suppose.

I would say I’m towards Claire’s end, 

definitely.  Yeah.  And I think that’s - I 

mean that’s a slightly, almost a slightly 

philosophical difference of opinion in 

the sense that what actually would make 

the most difference to people around 

here would be a job.  I mean actually it 

would be far better more for their health 

than me doing a bit more screening.  

But I can’t give them a job, so I’ll try and 

do a bit more screening I guess.

I suspect it should’ve been rolled out in 

a slightly more targeted way.  So it was 

rolled out nationally, probably to 

populations where the incidence of 

Chlamydia was not didn’t really justify it, 

whereas I mean I think it was a good 

thing.  I do think it was a good thing in 

Lambeth because we do have high 

rates.  

And I seem to remember, and I can’t 

remember if this is right, but I seem to 

remember that at the beginning there 

was some argy-bargy about the local 

lads, labs one of whom just wanted to 

do Chlamydia testing and the other one 

wanted to do Chlamydia and 

gonorrhoea.

And I remember that took a lot of energy, 

that discussion.  And then there was a 

lot of discussion about whether if GPs 

diagnose gonorrhoea we could possibly 

treat it and so on.  So that was that.  

And the other thing that came out of 

those early days was this nervousness 

around partner notification and what that 

really meant and what was this 

mysterious called partner notification 

and GUM and how - there was lots of 

anxiety about that.

Well, partly the nuts and bolts of how 

you actually do it.  Partly the discussion 

with other GPs about how we might do it 

and how we might incorporate it into the 

general work.  And then knowing that 

there was a Chlamydia screening 

coordinator, knowing how that follow up 

was going to happen or not happen.  

Ambivalent I would say.  I mean I think 

the attention that Chlamydia screening 

received had a lot of good knock-on 

effects I think for sexual healthcare in 

general practice.  And also in terms of 

raising public awareness of sexually 

transmitted infection and of the 

sequelae - potential sequelae of 

Chlamydia infection, although they may 

perhaps have been slightly overstated.  I 

think it seemed like something that was 

important in our practice because we 

know that our population are sexually 

active from a relatively young age and 

we know that they tend to have more 

than one partner over a lifetime.  And we 

know that we had a reasonably - a 

substantial number of patients who 

develop PID and ectopic pregnancy was 

over-represented etc.  So it definitely felt 

like something that was very relevant to 

us.  And I suppose it may have - well, I 

don’t know if that’s fair.  I have some 

concern that there’s now a kind of urban 

kind of mythy type view that you can get 

tested so it doesn’t really matter if you 

get Chlamydia which of course is 

disastrous from the point of view of HIV 

prevention, particularly.

I suspect it should’ve been rolled out in 

a slightly more targeted way.  So it was 

rolled out nationally, probably to 

populations where the incidence of 

Chlamydia was not didn’t really justify it, 

whereas I mean I think it was a good 

thing.  I do think it was a good thing in 

I mean they did provide the quarterly 

feedback on testing rates and proportion 

of our [unintelligible 0:34:17] under 25s 

that had been screened.  I mean 

feedback is helpful from that point of 

view.  And it was also quite helpful to us 

because we had to do every year, we 

had to do a kind of PNS PMS report on 

sexual health work in the practice, so I 

mean that was partly - so that was 

helpful from that point of view.

I think feedback is important, very 

important.  I think that it’s good to put 

that in context to benchmark yourself 

amongst similar practices.  I don’t want 

my blood pressure control compared to 

a practice in Chislehurst because I just 

think we’re dealing with a different 

animal really.  So I think comparing it to 

other local practices is - or a practice 

average is relevant.  I think there’s 

probably a bit much now of we’re all 

seeing who’s top and bottom in it.  

I’m very keen on us doing more HIV 

testing because I definitely think that 

there is undiagnosed HIV in our practice 

population.  And although we have 

picked up HIV positive patients through 

the new patient registration screen, 

about eight, in terms of how much 

screening we’ve done to pick up those 

eight I’m not sure it’s the right way to do 

it.  I think maybe more opportunistic 

screening of risk groups would be better.  

They - yeah, I mean there was definitely 

input from the PCT early on in terms of 

educational events about Chlamydia 

screening, introduction of the new 

testing, a Chlamydia screening 

coordinator who came to the practices, 

demonstrated the new tests.  They paid 

for a Chlamydia GP champion at 

Lambeth who contacted low screening 

practices and tried to raise awareness.  

And latterly there was a Chlamydia 

screening incentive [unintelligible 

0:29:52 NES] LES which has now gone.  

I can’t remember when that came in.

No, they came to the practice and I think 

that they were very - they were 

particularly supportive to the nurses, 

yeah, in getting Chlamydia testing, for 

example, onto the new patient 

registration screen, suggesting that as a 

strategy.  Doing a bit of kind of 

reassurance about what to do when we 

got positives.  And also just the fact that 

they were there and kind of popped up 

occasionally kept it at the forefront of 

people’s minds I think.

I think probably the Chlamydia 

coordinator was the most - well, the 

most important thing was our interest I 

guess, but for that interest to be 

supported by - in an ongoing way by a 

Chlamydia coordinator I think was 

probably the most important.  And 

especially I think important for the 

practice nurses because I think that they 

… follow instructions and respond to 

prompts and work by protocols then we 

will do that and we can train doctors to 

do that.  You’ll demoralise them but you 

could make that happen probably by 

massive financially incentivising and so 

on.  But then they won’t manage any sort 

of risk and that’s the problem that we’ve 

got at the moment with gate keeping 

isn’t it?

They - yeah, I mean there was definitely 

input from the PCT early on in terms of 

educational events about Chlamydia 

screening, introduction of the new 

testing, a Chlamydia screening 

coordinator who came to the practices, 

demonstrated the new tests.  They paid 

for a Chlamydia GP champion at 

Lambeth who contacted low screening 

practices and tried to raise awareness.  

And latterly there was a Chlamydia 

screening incentive [unintelligible 

0:29:52 NES] LES which has now gone.  

I can’t remember when that came in.

Yeah.  I definitely believe that.  I 

definitely believe that you need to 

identify your earlier doctors and support 

them.  And sometimes the attention has 

been focused on practices who are not 

going things.  And actually if you 

focused on the practices that were 

doing a bit and helped them to do more 

then you might achieve more across the 

board.

The thing that made them do it in the 

end, I mean they didn’t all do very much, 

it has to be said.  It was not across all 

partners were happily Chlamydia 

screening, they weren’t.  They were 

thinking about it a bit more.  It was a bit 

more up there in their - in what they had 

on their kind of mind when they were 

consulting.  And they always sent the 

bloody tests off with the wrong form 

anyway so it never worked very well.  But 

I mean it does have an effect doesn’t it 

because it influences patient behaviour 

as well.  And I mean that was 

something that really changed over the 

kind of ten years was that I mean 

patients started to come and ask for a 

Chlamydia test and that was not 

something that happened in 1999.  And 

that was to do with more public 

awareness I think.

Well, partly the nuts and bolts of how 

you actually do it.  Partly the discussion 

with other GPs about how we might do it 

and how we might incorporate it into the 

general work.  And then knowing that 

there was a Chlamydia screening 

coordinator, knowing how that follow up 

was going to happen or not happen.  

Well, I suppose the two other things 

would be the QOF QOF payments 

because that’s about 20% of the 

practice income is kind of target driven.  

And since April this year we’ve had - 

well, I wouldn’t call it a negotiation, I 

would say a new PMS contract imposed 

on us from NHS Southeast London 

which has got quite a stringent financial 

penalties for not reaching targets 

associated with loss of income.  And 

that’s particularly in - well, it’s for 

everything actually.  It’s for 

[unintelligible 0:04:46] childhood imms 

and for flu targets.  

So the contract works by, yeah, exactly 

by that.  So there is a lower - there are 

three bands, A, B and C, I think, and 

you’re expected to basically be at B.  If 

you get better than B which is a certain 

percentage then you get a little bit extra 

money and if you get worse then you get 

money clawed back. 

I’m not averse to financial incentive.  I 

think that financial incentive works, 

probably.  But so I think that there were 

some good things about QOF and I think 

it has achieved some change in 

behaviour.  But I think that what’s 

happening now is that the kind of swing 

of the way that GPs are funded towards 

so much target driven payment means 

it’s basically quite difficult to fund the 

infrastructure that keeps the surgery 

going.  So as a result of the new 

The nurses were pretty much onboard 

from the beginning and they were 

instrumental particularly in offering 

Chlamydia screening to new 

registrations and more opportunistically 

with contraception and so on.  Some of 

the other doctors were not particularly 

interested or particularly involved it 

would be fair to say.  So they just didn’t 

do very much. And some of them started 

to do a bit more clinically testing when 

we started getting positive results and 

they thought that it might be something 

that might be worth actually doing.  So 

there was a bit of a kind of leading by 

shining example.  

It was very easy for them to agree that 

this was a good thing for the practice to 

do, as long as they didn’t have to do it is 

basically the way that it goes.  And I 

think that’s pretty much the same with a 

lot of things in general practice which is 

that somebody has a bright idea and it’s 

undeniably a good thing to do but it’s 

quite hard to actually remember to do 

that when you’ve got lots of other things 

to do in that one consultation.  But I 

mean there was no opposition to us 

having waiting room displays or putting 

it in the practice leaflet or putting it on 

the new registration check.  I mean 

everybody was supportive about that.  

And some of the partners came to do 

quite a bit of Chlamydia screening and 

some of them did very little.

When you see - I mean you see what 

percentage of under 25s that you’ve 

screened compared to other practices…

I think we see so many of those things 

now.  I mean it was slightly different ten 

years ago I think but now we’re 

constantly seeing graphs of our referral 

rates, our expenditure and at the end of 

the day you sort of start to understand 

that (a) there’s some random variation 

and secondly that practices have good 

and bad things and we all have areas 

where, you know, actually if you looked 

at it, just that one thing, you’d think, 

mmm, that’s not a very good practice, 

and other things which are excellent and 

no practice can be excellent at 

everything.  But, still, yeah, obviously if 

you get something that shows that your 

practice is HbA1c level is terrible then 

you do think, oh.  But you’ve all got to 

understand about mini practice 

populations and so no haven’t you, so it 

can make it harder. 

I think feedback is important, very 

important.  I think that it’s good to put 

that in context to benchmark yourself 

amongst similar practices.  I don’t want 

my blood pressure control compared to 

a practice in Chislehurst because I just 

think we’re dealing with a different 

animal really.  So I think comparing it to 

other local practices is - or a practice 

average is relevant.  I think there’s 

probably a bit much now of we’re all 

Do I think it’s a better way?  I’m not sure 

I know the answer to that, Richard.  I 

mean the thing is it does change 

behaviour doesn’t it?  So I mean we can 

all remember when the new so called 

new contract came in in the eighties, 

nineties, sorry.  That people started 

setting up ridiculous health promotion 

clinics because we got paid to do them 

and they were a nonsense and they 

weren’t very evidence based and so I 

don’t know that it’s necessarily a better 

way.  I suppose what I’m saying is that 

you do need a mixture and it has been a 

way of recognising that GPs can’t just 

endlessly absorb extra responsibilities. 

And also for example this latest thing 

about whooping cough in pregnancy, 

you know, I don’t know how really how 

robust the evidence that immunising 

women in their third trimester is really 

going to reduce the incidence of 

whooping cough.  I mean nobody knows 

the answer to that question and yet 

there’s been a kind of kneejerk response 

that we must do something because 

babies are dying of whooping cough.  

So I don’t know whether - how much we - 

how much of what we do is really robust 

I suppose.

Because I do believe in cervical 

screening.  I do believe that it prevents 

cervical cancer.  I mean the evidence 

shows me that and I do certainly for 

example believe that HPV immunisation 

Ambivalent I would say.  I mean I think 

the attention that Chlamydia screening 

received had a lot of good knock-on 

effects I think for sexual healthcare in 

general practice.  And also in terms of 

raising public awareness of sexually 

transmitted infection and of the 

sequelae - potential sequelae of 

Chlamydia infection, although they may 

perhaps have been slightly overstated.  I 

think it seemed like something that was 

important in our practice because we 

know that our population are sexually 

active from a relatively young age and 

we know that they tend to have more 

than one partner over a lifetime.  And we 

know that we had a reasonably - a 

substantial number of patients who 

develop PID and ectopic pregnancy was 

over-represented etc.  So it definitely felt 

like something that was very relevant to 

us.  And I suppose it may have - well, I 

don’t know if that’s fair.  I have some 

concern that there’s now a kind of urban 

kind of mythy type view that you can get 

tested so it doesn’t really matter if you 

get Chlamydia which of course is 

disastrous from the point of view of HIV 

prevention, particularly.

I just - patients are quite resistant to 

having flu in this practice.  They don’t 

really believe it works.  Loads of them 

think it makes them ill.  So I’m happy to 

offer it but the idea of talking somebody 

into having a flu jab when they don’t 

want one.

What motivates us?  I suppose an 

awareness of the sort of health needs of 

the population and perhaps an 

awareness that the population in the 

main of our practice is relatively 

deprived on. 

I would say I’m towards Claire’s end, 

definitely.  Yeah.  And I think that’s - I 

mean that’s a slightly, almost a slightly 

philosophical difference of opinion in 

the sense that what actually would make 

the most difference to people around 

here would be a job.  I mean actually it 

would be far better more for their health 

than me doing a bit more screening.  

But I can’t give them a job, so I’ll try and 

do a bit more screening I guess.

Because I do believe in cervical 

screening.  I do believe that it prevents 

cervical cancer.  I mean the evidence 

shows me that and I do certainly for 

example believe that HPV immunisation 

in young women is incredibly important 

in our population.  So I do have a feeling 

that even though patients may not see it 

as important, it is something - I am after 

all the doctor not whatever else.  I’m not 

a priest or I’m not a counsellor, so I do 

see that that is part of my professional 

role.

Because I do believe in cervical 

screening.  I do believe that it prevents 

cervical cancer.  I mean the evidence 

shows me that and I do certainly for 

example believe that HPV immunisation 

in young women is incredibly important 

in our population.  So I do have a feeling 

that even though patients may not see it 

as important, it is something - I am after 

all the doctor not whatever else.  I’m not 

a priest or I’m not a counsellor, so I do 

see that that is part of my professional 

role.

Ambivalent I would say.  I mean I think 

the attention that Chlamydia screening 

received had a lot of good knock-on 

effects I think for sexual healthcare in 

general practice.  And also in terms of 

raising public awareness of sexually 

transmitted infection and of the 

sequelae - potential sequelae of 

Chlamydia infection, although they may 

perhaps have been slightly overstated.  I 

think it seemed like something that was 

important in our practice because we 

know that our population are sexually 

active from a relatively young age and 

we know that they tend to have more 

than one partner over a lifetime.  And we 

know that we had a reasonably - a 

substantial number of patients who 

develop PID and ectopic pregnancy was 

over-represented etc.  So it definitely felt 

like something that was very relevant to 

us.  And I suppose it may have - well, I 

don’t know if that’s fair.  I have some 

Well, because we had Chlamydia 

screening, we had Chlamydia screening 

coordinators.  We had Chlamydia 

screening programmes.  We had people 

obsessing over PCT performance 

targets.  We had Chlamydia 

conferences and, you know, all of which 

is good for Chlamydia but how do you 

balance that over time that was spent on 

other things.

Well, because we had Chlamydia 

screening, we had Chlamydia screening 

coordinators.  We had Chlamydia 

screening programmes.  We had people 

obsessing over PCT performance 

targets.  We had Chlamydia 

conferences and, you know, all of which 

is good for Chlamydia but how do you 

balance that over time that was spent on 

other things.

I don’t know what the politics were but I 

mean there was some reason why it was 

suddenly very trendy wasn’t there?  It 

didn’t come out of nowhere.  We’ve had 

Chlamydia for a long time.  I mean I 

think that the biggest change was 

obviously in the making NATS testing 

available much more widely and that of 

course changed the way - well, it 

changed what we could do really in 

terms of testing in primary care and in 

the community.  So on balance…

I think we see so many of those things 

now.  I mean it was slightly different ten 

years ago I think but now we’re 

constantly seeing graphs of our referral 

rates, our expenditure and at the end of 

the day you sort of start to understand 

that (a) there’s some random variation 

and secondly that practices have good 

and bad things and we all have areas 

where, you know, actually if you looked 

at it, just that one thing, you’d think, 

mmm, that’s not a very good practice, 

and other things which are excellent and 

no practice can be excellent at 

everything.  But, still, yeah, obviously if 

you get something that shows that your 

practice is HbA1c level is terrible then 

you do think, oh.  But you’ve all got to 

understand about mini practice 

populations and so no haven’t you, so it 

can make it harder. 

I would say I’m towards Claire’s end, 

definitely.  Yeah.  And I think that’s - I 

mean that’s a slightly, almost a slightly 

philosophical difference of opinion in 

the sense that what actually would make 

the most difference to people around 

here would be a job.  I mean actually it 

would be far better more for their health 

than me doing a bit more screening.  

But I can’t give them a job, so I’ll try and 

do a bit more screening I guess.

Well, that - I mean the nurses are more 

directed aren’t they in how they spend 

their time.  They are after all employed 

by us, so to some extent they - not they 

do what they’re told, but they respond to 

things - agendas that are set for them to 

some extent.  But also they were 

interested, they were young women, you 

know, they identified perhaps a bit more 

with the population.

I think probably some of them are maybe 

a bit less cynical than me.  They may be 

a bit more - see it as more important.  

And I suppose that’s the tension 

between kind of patient centred care and 

disease prevention of the population 

isn’t it because I know that the patient 

sitting in front of me, their cervical 

smear status is not the most important 

thing on their agenda.  But equally I 

know that they’re potentially quite a high 

risk group for cervical cancer and 

therefore it is important.  So I suppose 

it’s that constant trying to balance.

I negotiate it by running fantastically late 

nearly all the time.  So I negotiate it by 

dealing with the patient’s agenda first 

and then trying to - once I’ve got them on 

side, trying to point out these other 

things.

I mean I suppose for me the biggest 

tension is how you divide up your time 

when you’ve got a patient in front of you, 

what you do in that ten minutes that 

you’ve got.

I think probably some of them are maybe 

a bit less cynical than me.  They may be 

a bit more - see it as more important.  

And I suppose that’s the tension 

between kind of patient centred care and 

disease prevention of the population 

isn’t it because I know that the patient 

sitting in front of me, their cervical 

smear status is not the most important 

thing on their agenda.  But equally I 

know that they’re potentially quite a high 

risk group for cervical cancer and 

therefore it is important.  So I suppose 

it’s that constant trying to balance.

I negotiate it by running fantastically late 

nearly all the time.  So I negotiate it by 

dealing with the patient’s agenda first 

and then trying to - once I’ve got them on 

side, trying to point out these other 

things.

I mean I suppose for me the biggest 

tension is how you divide up your time 

when you’ve got a patient in front of you, 

what you do in that ten minutes that 

you’ve got.

Oh, I think certainly with imms I don’t 

think that most of them give much 

thought to imms at all.  I think they just 

think it’s over there, it’s the nurses and 

the doctor that does baby clinic.  

Cervical cytology, again, I don’t think - I 

mean they might give the patient the odd 

reminder but I mean cervical cytology 

patients are written to and recalled and 

so on and so it’s slightly different I 

suppose.  I mean I personally do quite a 

lot of opportunistic promotion of smears 

but I don’t think that’s necessarily 

happening. 
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I personally think prevention is better 

than cure and as a GP, you are in a 

unique position where in that ten 

minutes you can give them something to 

take away.  What makes me do it?  I 

think that’s the way I like to practice or 

certainly part of my training, it’s 

something I do remember as a trainee 

always being drummed in, this is 

something that’s really important.

I do a lot of postnatal checks of young 

Mums so that’s where I see six to eight 

week old babies and that is always a 

good time, whether it’s lots of questions 

they ask or they have concerns.  I find 

we’ve having those conversations a lot.  

I personally think it’s really important for 

children to be immunised because of 

herd immunity and the importance of 

that as well, so I am quite passionate 

about that.

 As a healthcare professional, we are 

advised to get the flu jab and for ten 

years I haven’t.  I only did when I was 

pregnant because I thought that does 

put me in a risk group so I do feel if I’m 

not taking the advice, it does feel a bit 

hypocritical to then push it on otherwise 

well patients.

I think it’s a good program.  My 

understanding was they had in Lambeth 

stopped the funding for it but that didn’t 

affect our practice because we still do a 

lot.  I can imagine at my previous 

practice where there was a financial 

incentive getting the receptionist to do it 

if the funding has stopped, they 

would’ve told them not to bother!   I think 

it’s a good program.  You asked me a 

few times if there were champions that I 

haven’t seen so maybe getting those 

champions out a bit more might be a 

good thing.

That’s in a sense to get the whole 

practice in so we have weekly bulletin 

emails of who’s given the most flus and 

every doctor is labelled and you can see 

where you are on that.  Even now, I’m 

often in the lower quartile for that 

personally but I think it’s really good.  

It’s good to audit and it’s good you’re 

aware of what you’re doing compared to 

others.  Sometimes it does make me 

think I should ask but if a patient says 

no, I’m not going to force that unless I 

really do think they should be.

Sure, but I wasn’t that bothered!   I think 

any feedback is really important.  

Interestingly it’s not that helpful me 

knowing what I do but it’s helpful me 

comparing myself to my peers so if I just 

got a percentage for mine, me knowing 

what other people are doing is the more 

helpful bit.  Personally it’s just about 

knowing how much more you can do.

Exactly, because normally we do 

monthly numbers so if I’ve done ten but 

the top person has done 100, then I’d be 

quite worried.  Maybe there is something 

I’m doing wrong here and I might know, 

actually I haven’t asked anyone for a 

month.  That is really helpful feedback 

for me to have.  Whether or not I do 

something with that depends on lots of 

different things.

Him coming in and telling us that we 

were quite low referrers for two weeks 

Yeah, definitely, I would like to think it 

has because I try to keep up to date in 

different ways.  As a practice, we do 

have speakers who come in and talk to 

us. When we’re talking about appraisal, 

I have my GP practitioners’ group who I 

meet with every two months and we 

discuss things.  I find that really helpful.  

When it’s a learning forum, it’s not just 

about what you know and don’t know, it’s 

about what others know and don’t know 

and that’s how you figure out what you 

do and don’t know.

Him coming in and telling us that we 

were quite low referrers for two weeks 

waits but a high percentage of people 

we referred did have cancer, which 

suggests we probably are missing 

some.  They like not to have such a high 

percentage of positives because then 

they know you’re screening more.  The 

dermatologists were saying particularly 

they would like to get a much higher 

volume because then that might mean 

they were doing better with regards to 

catching more.

They pop up and they’re occluding my 

vision and I press ‘off’ and I forget about 

them.

I try not to ignore them but it’s difficult.  I 

will read them and I’ll probably do what I 

can within the timeframe but I do find it 

difficult.

Because if your patient’s coming in with 

depression and they’re crying and the 

pop-up comes up for checking their 

diabetic peripheral, their pulses and 

stuff, I’m sorry but that’s just something 

I’m not going to address.

For your depressed patient?  It depends, 

I may not mention it then unless they’re 

talking about a break-up and then you 

can bring it in!   As they’re leaving the 

room, I might say the computer is asking 

me to remind you about this and that 

way, it sounds a bit more formal 

because it is the computer reminding 

them.  Things like smoking, that’s really 

quick and easy and I’ll just say the 

computer’s asked me about smoking 

and then it doesn’t seem so random.  

I find it interesting and it makes me 

remember but whether it improves my 

place on that leader board is difficult to 

say because I’ve always been on the 

lower quartile of that so I don’t think it 

personally makes me do any better.  But 

it definitely makes me remember 

because I’m getting an email every week 

saying this is where you are compared 

to others.

Respondent:	That’s interesting with the 

inhalers because I find you have this 

primary secondary care thing going on 

where they will be discharged with one 

of these inhalers and they want to be 

continued on it.  The same with really 

expensive Ace inhibitors, statins, it’s 

stuff we wouldn’t necessarily initiate but 

they’ve been initiated elsewhere so 

we’re therefore in a quite difficult 

position.

Interviewer:	Aveeno cream?

Respondent:	It’s funny you should say 

that because I’m buying Aveeno for my 

little one.

Interviewer:	Why?

Respondent:	Just because of the hype!

Interviewer:	Where have you seen or 

read the hype?

Respondent:	Just because I’ve had 

Often an outcome of the meeting is we 

don’t refer but speak to X and find out 

what they would do, so I speak to 

specialists.  Then they would come 

back and feed back to the team about 

what they said.  That for me is just an 

everyday bit of education and I’m 

learning so much in ten minutes about 

lots of different things.  I’ve not even 

necessarily seen these patients and 

then I know if I see a patient and we 

discuss it similarly what I would do 

then.  That is a really simple quick way 

in which education has helped me 

change my practice.

It depends who they’re from.  If it’s from 

an address and I really don’t know who 

that person is, I’m less likely to read it, 

whereas if it’s from an internal or 

someone I’m likely to see, I do find I’m 

more likely to read those

I don’t know much about the evidence 

behind chlamydia screening as such 

other than the prevalence but what I do 

know is that when I was in Camden, they 

were being paid ₤25 per test and that 

was something the practice were quite 

keen on.  So reception staff were drilled 

to ask every young person who 

registered to do it because of the 

financial incentive.

I think it’s difficult because I’m a fairly 

new doctor when it comes to practice 

management and practice income.  

Certainly as a trainee, all I would hear 

beating into us: because of the income, 

if there’s no income … and I think that 

does become drummed into you slightly, 

just because that’s what you see your 

peers doing or talking about or 

discussing.   Two years of my registrar 

work, it does become drummed into you 

and now because of the financial 

climate.  General practice is going 

through a really rough time at the 

moment and what’s been drummed into 

us is we’re losing money, every penny 

counts.  They’re doing everything they 

can to scrape the pennies and that’s 

where things like this where you get 

money, financial incentives, are 

becoming increasingly important.

We have a referral meeting at our 

practice and we have it every day but it’s 

ten minutes long and it’s kind of a 

coffee break.  So if you see a patient 

that needs a referral, you need to 

discuss that with the team and everyone 

has this, regardless of whether you’re a 

partner, salaried, a student, whoever you 

are.  So we have a screen every morning 

while we’re having coffee, we’ll go 

through it and we’ll discuss referrals.  

For me, I learn so much in those 

meetings because it’s not just about my 

patient load, it’s about what other 

people are doing, whey they would refer, 

why they wouldn’t.  

Often an outcome of the meeting is we 

don’t refer but speak to X and find out 

what they would do, so I speak to 

specialists.  Then they would come 

back and feed back to the team about 

what they said.  That for me is just an 

everyday bit of education and I’m 

learning so much in ten minutes about 

lots of different things.  I’ve not even 

necessarily seen these patients and 

then I know if I see a patient and we 

discuss it similarly what I would do 

then.  That is a really simple quick way 

in which education has helped me 

change my practice.

I really don’t know the evidence behind 

Aveeno but it’s definitely word of mouth.  

It’s my sister calling me and saying, 

“Gosh, this Aveeno is excellent,” or a 

No, I don’t think it does bother me.  Even 

though you say we’re the lower quartile, 

median is two percent more so if you’re 

looking at it as a competitive thing, if 

you actually analyse it properly, it’s not 

that different.

That’s in a sense to get the whole 

practice in so we have weekly bulletin 

emails of who’s given the most flus and 

every doctor is labelled and you can see 

where you are on that.  Even now, I’m 

often in the lower quartile for that 

personally but I think it’s really good.  

It’s good to audit and it’s good you’re 

aware of what you’re doing compared to 

others.  Sometimes it does make me 

think I should ask but if a patient says 

no, I’m not going to force that unless I 

really do think they should be.

I find it interesting and it makes me 

remember but whether it improves my 

place on that leader board is difficult to 

say because I’ve always been on the 

lower quartile of that so I don’t think it 

personally makes me do any better.  But 

it definitely makes me remember 

because I’m getting an email every week 

saying this is where you are compared 

to others.

I don’t know the data behind it, what the 

herd immunity for flu jabs are.  There are 

so many viruses out there, who knows 

that the one you’re going to have is in 

the flu jab and it’s targeted at a totally 

different group of patients who perhaps I 

don’t see as much as the younger group 

who often aren’t entitled to flu jabs.  

Maybe it’s more about the people that I 

come across and my limited 

understanding about the research 

behind the flu jabs because I don’t know 

much about that.

I don’t know much about the evidence 

behind chlamydia screening as such 

other than the prevalence but what I do 

know is that when I was in Camden, they 

were being paid ₤25 per test and that 

was something the practice were quite 

keen on.  So reception staff were drilled 

to ask every young person who 

registered to do it because of the 

financial incentive.

I don’t know the data behind it, what the 

herd immunity for flu jabs are.  There are 

so many viruses out there, who knows 

that the one you’re going to have is in 

the flu jab and it’s targeted at a totally 

different group of patients who perhaps I 

don’t see as much as the younger group 

who often aren’t entitled to flu jabs.  

Maybe it’s more about the people that I 

come across and my limited 

understanding about the research 

behind the flu jabs because I don’t know 

much about that.

Lambeth has one of the highest 

chlamydia prevalence in the UK.  It’s a 

huge problem.  When I first got there, I 

was shocked at how much chlamydia I 

was seeing.  When I worked in Camden, 

I did lots of chlamydia tests because 

young people come in with unpleasant 

[Unintelligible 19:51] symptoms all the 

time and you get the occasional positive 

and if you did, it was a big deal.  

Whereas Lambeth, it would be a big 

deal if they didn’t, if it was negative, 

completely the other way so I saw that 

from a completely clinical perspective 

rather than just reading it.  A lot of these 

young people didn’t think they were at 

high risk or at least wouldn’t divulge the 

story of being at high risk so as a 

default, any person that came in, it 

would be something I’d always ask, 

whether or not they’d come in about 

sexual related stuff as not.  As long as 

they were sexually active, I would offer it 

I do a lot of postnatal checks of young 

Mums so that’s where I see six to eight 

week old babies and that is always a 

good time, whether it’s lots of questions 

they ask or they have concerns.  I find 

we’ve having those conversations a lot.  

I personally think it’s really important for 

children to be immunised because of 

herd immunity and the importance of 

that as well, so I am quite passionate 

about that.

Because often they don’t know and 

they’re having unprotected intercourse 

and spreading it.  Also because often 

once you’ve got chlamydia you can 

diagnose gonorrhoea and the other STIs 

that sometimes go hand in hand with it.  

Also, I see it as a really good 

opportunity for education and health 

promotion.  Sometimes with young 

people, there has to be something 

wrong before they take things seriously 

and when you’ve got them for that 

window, that bit of education can make 

a really big difference for future 

behaviour.

I think that’s excellent because again in 

Lambeth, you’ve got a lot of high risk 

people who don’t come to doctors that 

much.  If they have a letter through their 

door about NHS check, they will come in 

and you’ll check their blood pressure 

and it is high or they do have borderline 

diabetes.  So I think NHS check is a 

really worthwhile thing to do.  Even at 

I don’t know the data behind it, what the 

herd immunity for flu jabs are.  There are 

so many viruses out there, who knows 

that the one you’re going to have is in 

the flu jab and it’s targeted at a totally 

different group of patients who perhaps I 

don’t see as much as the younger group 

who often aren’t entitled to flu jabs.  

Maybe it’s more about the people that I 

come across and my limited 

understanding about the research 

behind the flu jabs because I don’t know 

much about that.

I don’t think it’s more important, that’s 

not what I would like to come across as 

saying.  If you have a 20 year old with 

asthma who comes in declining a flu 

jab, I would say that is less of an 

argument than a mother coming in with 

an eight month old saying she’s not 

going to have an MMR for her baby when 

they’re one

I personally think prevention is better 

than cure and as a GP, you are in a 

unique position where in that ten 

minutes you can give them something to 

take away.  What makes me do it?  I 

think that’s the way I like to practice or 

certainly part of my training, it’s 

something I do remember as a trainee 

always being drummed in, this is 

something that’s really important.

We have a referral meeting at our 

practice and we have it every day but it’s 

ten minutes long and it’s kind of a 

coffee break.  So if you see a patient 

that needs a referral, you need to 

discuss that with the team and everyone 

has this, regardless of whether you’re a 

partner, salaried, a student, whoever you 

are.  So we have a screen every morning 

while we’re having coffee, we’ll go 

through it and we’ll discuss referrals.  

For me, I learn so much in those 

meetings because it’s not just about my 

patient load, it’s about what other 

people are doing, whey they would refer, 

why they wouldn’t.  

I think it’s difficult because I’m a fairly 

new doctor when it comes to practice 

management and practice income.  

Certainly as a trainee, all I would hear 

beating into us: because of the income, 

if there’s no income … and I think that 

does become drummed into you slightly, 

just because that’s what you see your 

peers doing or talking about or 

We have a referral meeting at our 

practice and we have it every day but it’s 

ten minutes long and it’s kind of a 

coffee break.  So if you see a patient 

that needs a referral, you need to 

discuss that with the team and everyone 

has this, regardless of whether you’re a 

partner, salaried, a student, whoever you 

are.  So we have a screen every morning 

while we’re having coffee, we’ll go 

through it and we’ll discuss referrals.  

For me, I learn so much in those 

meetings because it’s not just about my 

patient load, it’s about what other 

people are doing, whey they would refer, 

why they wouldn’t.  

For your depressed patient?  It depends, 

I may not mention it then unless they’re 

talking about a break-up and then you 

can bring it in!   As they’re leaving the 

room, I might say the computer is asking 

me to remind you about this and that 

way, it sounds a bit more formal 

because it is the computer reminding 

them.  Things like smoking, that’s really 

quick and easy and I’ll just say the 

computer’s asked me about smoking 

and then it doesn’t seem so random.

Respondent:	If somebody is asking for 

smoking data and weight, so if someone 

is obese, that’s a good time to start 

talking about that.  Blood pressure, 

talking about ways you can reduce that, 

food, health promotion.  So I suppose 

indirectly it brings up lots of health 

promotion stuff.

Interviewer:	Do you think that’s a good 

thing?

Respondent:	I do.  I would hope most 

doctors would think about doing that 

anyway but when you’ve got a ten minute 

consultation and it’s the patient’s 

agenda, sometimes that’s a good way of 

bringing it back to something they can 

take away.

For your depressed patient?  It depends, 

I may not mention it then unless they’re 

talking about a break-up and then you 

can bring it in!   As they’re leaving the 

room, I might say the computer is asking 

me to remind you about this and that 

way, it sounds a bit more formal 

because it is the computer reminding 

them.  Things like smoking, that’s really 

quick and easy and I’ll just say the 

computer’s asked me about smoking 

and then it doesn’t seem so random.

We have a referral meeting at our 

practice and we have it every day but it’s 

ten minutes long and it’s kind of a 

coffee break.  So if you see a patient 

that needs a referral, you need to 

discuss that with the team and everyone 

has this, regardless of whether you’re a 

partner, salaried, a student, whoever you 

are.  So we have a screen every morning 

while we’re having coffee, we’ll go 

through it and we’ll discuss referrals.  

For me, I learn so much in those 

meetings because it’s not just about my 

patient load, it’s about what other 

people are doing, whey they would refer, 

why they wouldn’t.  
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No, I just - there’s a beautiful phrase that 

Iona Heath said in the Christmas BMJ two 

years ago about the fact that you’ve got to 

stop trying to deliver population health at 

the level of the individual.  And I kind of 

strongly agree with that. It’s as if we’ve 

given up trying to deal with the social 

determinants of health and instead we’re 

going to blame people living in poverty 

and misery for not behaving like people 

who are living in wealth and comfort.

Maybe we were persuaded by the evidence.  

I suspect so.  I think my very vague 

recollections are that it had been shown to 

be valuable and to avoid PID and infertility 

in the future.  So I think we were probably 

swayed by the value from the early trials.  

I think public health has totally lost its way 

and because it’s become so politicised it’s 

become an issue of individual 

responsibility and individual autonomy 

rather than social responsibility and inter-

relational autonomy.  And I think it’s 

damaging for patients, it risks shaming 

people, making problems worse.  The utter 

failure to deal with upstream determinants of 

obesity, alcohol abuse and so on and so 

on with perhaps smoking being an example 

of some success.  But positing public 

health individuals at the level of the 

individual in the situation of the doctor 

patient relationship seems to me unhelpful 

and possibly harmful with the caveat that 

patients trust their doctor and there’s some 

evidence that if your doctor said, “Look, 

seriously you’ve got to stop smoking,” 

you’re more likely to do it than some 

random other person.  Nevertheless…

No, I just - there’s a beautiful phrase that 

Iona Heath said in the Christmas BMJ two 

years ago about the fact that you’ve got to 

stop trying to deliver population health at 

the level of the individual.  And I kind of 

strongly agree with that. It’s as if we’ve 

given up trying to deal with the social 

determinants of health and instead we’re 

I think public health has totally lost its way 

and because it’s become so politicised it’s 

become an issue of individual 

responsibility and individual autonomy 

rather than social responsibility and inter-

relational autonomy.  And I think it’s 

damaging for patients, it risks shaming 

people, making problems worse.  The utter 

failure to deal with upstream determinants of 

obesity, alcohol abuse and so on and so 

on with perhaps smoking being an example 

of some success.  But positing public 

health individuals at the level of the 

individual in the situation of the doctor 

patient relationship seems to me unhelpful 

and possibly harmful with the caveat that 

patients trust their doctor and there’s some 

evidence that if your doctor said, “Look, 

seriously you’ve got to stop smoking,” 

you’re more likely to do it than some 

random other person.  Nevertheless…

Well, having met Margaret McCartney and 

read her book and then - it was 

[unintelligible 0:28:08] open door because 

I’d already read and was quite up on the 

criticism on breast screening.  In fact this 

might be a useful example for you.  So the 

Lawson Practice made our own breast 

screening leaflet before Margaret’s book 

came out, to give to women so that they 

got what we thought was honest and fair 

advice about breast screening because we 

thought the advice they were being given 

wasn’t patient centred and wasn’t honest 

and was coercive.  So that’s one example of 

where we’d been reading what was going 

 And I did a Chlamydia screen yesterday 

and to my great embarrassment because it 

was a guy, I realised I’d been doing them 

wrong.  I’d been giving the wrong advice.  

I just told him to pee in the pot and put it 

in the envelope with the form, but of course 

they’re supposed to pee in the pot, syringe 

it out and then squirt it into the little tube 

between the two blue lines and then send it 

off. 

He asked if he could - if we could do it.  

And I thought, oh, brilliant, you’re like in 

the right age so therefore we can get like a 

Chlamydia screen thing for you.  

[unintelligible 0:50:38] skipped down to 

reception and got the forms and was just 

like scratching my head in the 

[unintelligible 0:50:46] said, “Can I help 

you?”  And I said, “Chlamydia screening, 

what do we do?”  

I’m not clear on the evidence for it.  We 

were very successful to start with, we were 

very motivated - this is screening women 

and men between the years of 16 and 25, is 

that right?

Maybe we were persuaded by the evidence.  

I suspect so.  I think my very vague 

recollections are that it had been shown to 

be valuable and to avoid PID and infertility 

in the future.  So I think we were probably 

swayed by the value from the early trials.  

I don’t think so.  I mean I think you got 

paid a certain amount of money for doing it 

but I don’t think it was - it registered as 

being significant.

We get data but I don’t think it’s - you 

would necessarily relate it to quality.  So 

every month you get a list of how many 

consultations you’ve had and how many 

referrals you’ve made.  And you can 

compare it to all the other clinicians and 

you can see whether you’re referring more 

or less for example, although I think - I 

know that that has very little to do with 

quality of care.  We have regular meetings 

to discuss the complaints and critical 

incidents, but those are dealt with as 

education rather than as problems as it were.  

I got something form the My Health 

London website from a patient who wrote 

some feedback today.  I don’t think it 

matters that - actually to be honest you 

know if you’re - I personally think I know 

if I’m doing a good job or not.  And I 

know that doctors with less - problem 

doctors tend not to have insight and tend 

to think they’re doing a brilliant job all the 

time.

Yeah.  We are and admin team upstairs 

knows who’s responding to their pop up 

boxes

Yeah.  And then you have to go and ring 

the patient up or say, “I’m terribly sorry I 

forgot to just ask you this, that or the other 

when you were here.”

Because otherwise you’ll end up just 

spending your weekends here at the end of 

the year just trying to catch up and do it all 

in six months’ time.  You might as well do 

it as you go along.

Yeah.  I think so, up to a point.  Yeah.  I 

mean I know that it - it kind of makes a 

difference what your personal demographic 

is like.  So the younger salaried doctors 

who tend to have younger, less complex 

patients are very good, I mean they just 

kind of shoot them down like being in an 

arcade, they pop up, they’ve got it.  And 

then for the more - the older doctors who’ve 

been here longer who’ve got more complex 

patients, more complex needs and more 

multi-morbidities might have a pop up box 

that comes half way up the screen and 

you’re thinking they’re in here weeping 

because it hasn’t been and it’s been 

stopped and their husband’s on a three 

week bender again and you’ve just got to 

kind of shoot your 20 pop up boxes.  And 

I know some of the doctors absolutely hate 

it.

 I’m very highly sceptical about power.  

There are different types of power and it can 

be real and symbolic and it can be sort of 

earned and it can come through - for lots of 

different reasons.  And many of them, if not 

most of them are not very good reasons for 

it.  And as a practice we are pretty - I like to 

think we’re horizontal but I mean of course 

we’re not because people have different 

levels of experience and personalities and 

so on.  But we really are a team I think and 

share lots of good ideas and are good at 

saying I don’t know.  So within a practice 

I’d say it’s very shared and we all feed each 

other lots of interesting stuff.  In terms of 

people I respect, yes, I mean I think there 

probably - I would say different people for 

different things.  I’m influenced quite a lot 

by Trish Greenhorn now who I’ve got to 

know recently.  By Margaret McCartney 

who I’ve got to know.  By [unintelligible 

0:47:31 Iona Heath], by [unintelligible 

0:47:34] and all these people I’ve got to 

know recently.  And I’ve known 

[unintelligible 0:47:42] for some time and 

my friends who are not so well known who 

I have great respect for as doctors, but also 

non-doctors, people like Deborah Lupton 

who’s a sociologist who’s been very 

helpful and supportive, Deborah Bowman 

who’s a medical ethicist.  So people from 

other disciplines, Colin Lees is professor of 

politics, so that’s all really helpful.

[unintelligible 0:17:12] came to the last one 

because we were doing burnout resilience.  

So that - and a few - so the one we had 

three weeks before that was on osteoarthritis 

and the feedback from the rest of the group 

was that it changed practice quite a lot.  So 

in terms of being able to recommend 

treatments based on evidence, better used of 

shared decision making tools.  Yeah.  

Appropriate use of analgesics

Oh, yeah.  Yeah, yeah, [unintelligible 

0:17:52] it was so painfully dismal I didn’t 

like the way the PowerPoint slides were 

crammed with 25 lines of 14 point sans 

serif font in a blue typeface on a light blue 

background.  And it pissed me off so 

much.  And it was one of the ones that we 

had to I think from the commissioning 

[unintelligible 0:18:19] it was one of the 

meetings we had to attend for that.  I found 

that very annoying. 

Yeah.  We had to send somebody there and 

I was the poor person who had to go.  I’ve 

got a prepared feedback for those kind of 

things where I tell them how to give a 

decent presentation.

A mixture of motivations.  So some because 

it’s a national programme, so national 

screening programmes, for example, some 

because it’s part of the GP contract.  Some 

because it’s part of locally enhanced 

service.  I can’t - some because it’s part of a 

research project.  I’m supposed to be doing 

a weight loss programme as part of a 

research programme at the moment.  I’m 

trying to think if there are any that we’ve 

done independently but just because we 

thought it would be a good idea and I can’t 

think of any.

I don’t think so.  I mean I think you got 

paid a certain amount of money for doing it 

but I don’t think it was - it registered as 

being significant.

It’s because we’re fiscally corrupt and we’ll 

do things of marginal clinical benefit for 

significant financial benefit, justifying it on 

the grounds that maybe we’ll use that 

money that we get for doing something of 

marginal benefit for something that’s a bit 

more useful. 

Yeah.  I mean I guess, you know, that’s 

why we do it and maybe the evidence of 

harm but actually in terms - it might not do 

you any good but at least you’re not going 

to have your testicles or your breasts cut off 

as a consequence of doing it.  I think it’s a 

sham.  But then unfortunately the GP 

contract’s like that.  You don’t get - if you 

keep chipping away all the things that you 

think are of low value then how much are 

I think so, yeah, I don’t think it’s on the - I 

think for a while it was something that was 

regularly on the agenda and people were 

kind of talking about it and reminding each 

other to do it.  And we have a clinical 

meeting every Thursday and all the doctors 

meet together and I think it was - people 

were kind of reminded to do it.  And so a 

lot of it might have been clinicians seeing 

somebody in the right age range and then 

persuading them to do it.  But now there’s 

so many other things clamouring for your 

attentions in your consultations that no 

longer is it just a Chlamydia screen, but 

you also need to kind of ask them how 

much exercise they do, how’s their 

smoking, how’s their drinking, alcohol 

questionnaires and just in the general noise 

of all the other stuff. 

Because I wanted to know where the form - 

because I was thinking about it for some 

reason, I don’t know, maybe because you 

were coming - no, the reason I was thinking 

about it is because one of the other 

practices you showed me on that thing that 

wasn’t doing very well, my study group on 

Sunday said, “Our Chlamydia screen rates 

are really rubbish, how can we get them 

up?”  And everybody else said, “Oh, yeah, 

me too.”  And they said, “Yeah, why is 

your practice getting more than us?”  And I 

said, “I don’t know.”  And then I thought I 

need to find out like what we’re doing and 

part of finding out what we’re doing is like 

finding out what to do.  

I think this encourages us, so how we’re 

doing compared to other practices and you 

want to kind of be better than other 

practices.  Professional pride.

Yeah.  So that’s how we knew that we were 

kind of leading.

Yeah.  That’s how I knew we were doing 

the best in Hackney for a bit.

Yeah.  Was in the lower end.  Well, it’s 

obviously disappointing because you want 

to be amongst the top practices in Hackney.  

So on face value it’s disappointing.  I mean 

one can think of some reasons why that 

might be the case.

We get data but I don’t think it’s - you 

would necessarily relate it to quality.  So 

every month you get a list of how many 

consultations you’ve had and how many 

referrals you’ve made.  And you can 

compare it to all the other clinicians and 

you can see whether you’re referring more 

or less for example, although I think - I 

know that that has very little to do with 

quality of care.  We have regular meetings 

to discuss the complaints and critical 

incidents, but those are dealt with as 

education rather than as problems as it were.  

I got something form the My Health 

London website from a patient who wrote 

some feedback today.  I don’t think it 

matters that - actually to be honest you 

know if you’re - I personally think I know 

if I’m doing a good job or not.  And I 

Well, I do it on - I am on the whole, yeah.  

I’m pretty sceptical about some of them.  I 

mean I don’t - for allsorts of reasons.  One 

is because - well, I suppose the positives 

would be I think general practice is a good 

place to do it.  People go to their GP for 

health advice and information and support 

in terms of living a healthy life.  We have 

access to people who might not be 

attending other places.  But on the other 

hand there are people who go to - that 

never come to the GP, so in that respect it 

may not be appropriate.  So I can see why 

we might be a good place and I can see 

why we might not be such a good place.  

And I can see why some interventions may 

be valuable and some don’t have any 

proven value, or maybe even are proven to 

be harmful. 

I’m not clear on the evidence for it.  We 

were very successful to start with, we were 

very motivated - this is screening women 

and men between the years of 16 and 25, is 

that right?

Maybe we were persuaded by the evidence.  

I suspect so.  I think my very vague 

recollections are that it had been shown to 

be valuable and to avoid PID and infertility 

in the future.  So I think we were probably 

swayed by the value from the early trials.  

Well, having met Margaret McCartney and 

read her book and then - it was 

[unintelligible 0:28:08] open door because 

I’d already read and was quite up on the 

Well, I do it on - I am on the whole, yeah.  

I’m pretty sceptical about some of them.  I 

mean I don’t - for allsorts of reasons.  One 

is because - well, I suppose the positives 

would be I think general practice is a good 

place to do it.  People go to their GP for 

health advice and information and support 

in terms of living a healthy life.  We have 

access to people who might not be 

attending other places.  But on the other 

hand there are people who go to - that 

never come to the GP, so in that respect it 

may not be appropriate.  So I can see why 

we might be a good place and I can see 

why we might not be such a good place.  

And I can see why some interventions may 

be valuable and some don’t have any 

proven value, or maybe even are proven to 

be harmful. 

HIV testing?  Well, because it’s an 

infectious disease and there’s very effective 

treatment.  So one thing, you’re stopping it 

spreading to other people and two, you’re 

really helping the people who’ve got it, so.

Well, I do it on - I am on the whole, yeah.  

I’m pretty sceptical about some of them.  I 

mean I don’t - for allsorts of reasons.  One 

is because - well, I suppose the positives 

would be I think general practice is a good 

place to do it.  People go to their GP for 

health advice and information and support 

in terms of living a healthy life.  We have 

access to people who might not be 

attending other places.  But on the other 

hand there are people who go to - that 

never come to the GP, so in that respect it 

may not be appropriate.  So I can see why 

we might be a good place and I can see 

why we might not be such a good place.  

And I can see why some interventions may 

be valuable and some don’t have any 

proven value, or maybe even are proven to 

be harmful. 

Maybe we were persuaded by the evidence.  

I suspect so.  I think my very vague 

recollections are that it had been shown to 

be valuable and to avoid PID and infertility 

in the future.  So I think we were probably 

swayed by the value from the early trials.  

HIV testing?  Well, because it’s an 

infectious disease and there’s very effective 

treatment.  So one thing, you’re stopping it 

spreading to other people and two, you’re 

really helping the people who’ve got it, so.

A mixture of motivations.  So some because 

it’s a national programme, so national 

screening programmes, for example, some 

because it’s part of the GP contract.  Some 

because it’s part of locally enhanced 

service.  I can’t - some because it’s part of a 

research project.  I’m supposed to be doing 

a weight loss programme as part of a 

research programme at the moment.  I’m 

trying to think if there are any that we’ve 

done independently but just because we 

thought it would be a good idea and I can’t 

think of any.

Yeah, well we have - when our Thursday 

meetings here so they change things.  I 

meet with my study group every three 

weeks, so that’s not - my study group is 

separate from the practice, so there’s six GPs 

who meet every three weeks, have done 

since we were [unintelligible 0:17:10] in 

2000.

I mean I think there are a few individuals 

who were very good at it.  Our 

administrative staff who are the front of the 

reception desk know the local population 

extremely well and are quite lively and were 

quite bold about encouraging people to 

have tests.

Well, we have quite a good - like the way 

to do it is to have a meeting when the entire 

practice is involved, so, yeah.  So the way 

you respond is by cascading it through 

your practice team, not as an individual.

I think public health has totally lost its way 

and because it’s become so politicised it’s 

become an issue of individual 

responsibility and individual autonomy 

rather than social responsibility and inter-

relational autonomy.  And I think it’s 

damaging for patients, it risks shaming 

people, making problems worse.  The utter 

failure to deal with upstream determinants of 

obesity, alcohol abuse and so on and so 

on with perhaps smoking being an example 

of some success.  But positing public 

health individuals at the level of the 

individual in the situation of the doctor 

patient relationship seems to me unhelpful 

and possibly harmful with the caveat that 

patients trust their doctor and there’s some 

evidence that if your doctor said, “Look, 

seriously you’ve got to stop smoking,” 

you’re more likely to do it than some 

random other person.  Nevertheless…

The thing that bothers me about it is the 

intrusion on the patients’ agenda.  If 

you’ve got 10 or 12 minutes for an 

appointment and you were taking your job 

seriously and your patient seriously then 

it’s really in danger of undermining the 

doctor patient relationship.  Making your 

job unsustainable because you take too 

long to…

I think this encourages us, so how we’re 

doing compared to other practices and you 

want to kind of be better than other 

practices.  Professional pride.

We’re a big practice in the poorest ward in 

Hackney, although it doesn’t seem like it 

because we’re on the edge of the city, but 

we’re surrounded by very dense housing 

[unintelligible 0:12:01].  It’s not, from what 

I’ve heard, all that different from where you 

work.  And I think it’s a credit to the 

practice.  I think there are - to capture the 

quality of a practice you have to look at 

probably 200 different indicators and look 

at qualitative work.  But I think that’s 

pretty good.  

Yeah.  Was in the lower end.  Well, it’s 

obviously disappointing because you want 

to be amongst the top practices in Hackney.  

So on face value it’s disappointing.  I mean 

one can think of some reasons why that 

might be the case.

Because we’re ambitious doctors who want 

to be really good, that’s why I work here.

I mean I don’t think - I mean I’m speaking 

as myself rather than as the practice.  I think 

we’re the kind of practice that just says yes 

to just about everything that’s not - and 

our practice manager, who’s quite new, 

criticises us for that, says we’ve got to start 

saying no to some stuff because 

[unintelligible 0:34:09].  We’re to obliging 

sitting around here talking to you on 

I also think young people tend not to come 

to the doctor very much.  And I also think 

there’s an issue with public health 

interventions on an individual basis where 

that young person may be coming in about 

something entirely unrelated and it seems 

inappropriate to bring it up, as with a lot of 

other things when you have to ask people 

about smoking, weight loss and so on and 

so on.

The thing that bothers me about it is the 

intrusion on the patients’ agenda.  If 

you’ve got 10 or 12 minutes for an 

appointment and you were taking your job 

seriously and your patient seriously then 

it’s really in danger of undermining the 

doctor patient relationship.  Making your 

job unsustainable because you take too 

long to…

I think public health has totally lost its way 

and because it’s become so politicised it’s 

become an issue of individual 

responsibility and individual autonomy 

rather than social responsibility and inter-

relational autonomy.  And I think it’s 

damaging for patients, it risks shaming 

people, making problems worse.  The utter 

failure to deal with upstream determinants of 

obesity, alcohol abuse and so on and so 

on with perhaps smoking being an example 

of some success.  But positing public 

health individuals at the level of the 

individual in the situation of the doctor 

patient relationship seems to me unhelpful 

and possibly harmful with the caveat that 
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If somebody is symptomatic, we have to 

examine them anyway so we would be 

doing the swab so it’s only the 

asymptomatic patients as a health 

promotion exercise that we’re talking about.  

That for me is why it’s not happening.

I think there’s a variety of reasons why that 

is.  Other practices that have done better 

have had receptionists who’ve been more 

keen or up for giving out chlamydia 

screening programs and packages to people 

in reception.  Ours haven’t been keen. 

For a busy GP or nurse, if a patient has 

come in about other things and they’re in 

that age group, they’ve got to remember the 

chlamydia program.  They’ve got to allow 

time to explain the chlamydia program and 

if nothing else, explain the practicalities of 

how it’s done and where the patient should 

be the sample, on an already over full 

consultation.  I think that’s where we’ve 

fallen down.  

Personally, I think the form for the 

screening program is over complicated.  A 

lot of our patients struggle to read and write 

or speak different languages and as a result, 

the clinician feels there’s a big barrier 

because they have to complete all that stuff 

and therefore if I did have a minute at the 

end of an over running consultation and 

felt motivated, an additional barrier is that 

that form is hugely complicated and I know 

it will take me at least two or three more 

minutes, though it feels longer, to complete 

that with the patient, go through the 

swabbing process with them, show them 

where the loo is, show them where to hang 

the sample, check their contact details and 

that feels like a prohibitively long amount 

of time.

I think it’s gone badly here which is 

unusual for us.  We’re a high achieving 

practice, we work hard and we usually do 

pretty well in terms of setting ourselves 

targets but notably the chlamydia one we 

haven’t done well.  And we haven’t done 

well compared to other similar practices in 

the area so no, I don’t think it’s gone well.

I think there’s a variety of reasons why that 

is.  Other practices that have done better 

have had receptionists who’ve been more 

keen or up for giving out chlamydia 

screening programs and packages to people 

in reception.  Ours haven’t been keen. 

Coming back to cervical screening, I 

certainly wouldn’t say remotely that there’s 

any ambivalence about the merit of 

chlamydia screening as a reason why we 

haven’t engaged with that.  It’s not about 

thinking that it’s lacking merit at all.

I think it might’ve been a nurse 

but anyhow, we did have a 

formal meeting where the whole 

practice team came.  That was a 

one off back in the day.  Since 

then, I get sent occasionally 

updates about the program.

Certainly that brought it home 

but I as aware of the fact we 

weren’t getting through many 

tests and that we’ve talked 

about it and raised the issue as 

we do in our regular meetings 

when we look at how we’re 

doing in all our enhanced 

services and our [Unintelligible 

name 8:49] mains.  It was 

apparently people weren’t 

particularly enthusiastic.  I 

knew it wasn’t doing well

Yes, I’m in a study group with 

Ally Gibb who at the time was 

the section health lead.  She 

came along with a really nice 

chap whose name escapes me 

but they introduced the 

program.  We had a meeting.

I think it might’ve been a nurse 

but anyhow, we did have a 

formal meeting where the whole 

practice team came.  That was a 

one off back in the day.  Since 

then, I get sent occasionally 

updates about the program.

Yes, they brought with them 

and we still have leaflets about 

it, promotional posters which 

went up on our display in the 

section for a while.  I remember 

those coming.

I think they’re ok because they 

remind me what I need to be 

doing in order to do these 

targets we’ve all got to meet.

Not always, depends on the 

patient and what they’re in for 

and how much time there is.  

But they’re useful as an 

administrative resource to 

remind us but they’re not 

intrusive.

Often because I know them or 

I’ve heard them speak and found 

them interesting, not necessarily 

that I would agree but think 

they’ve got interesting things to 

say.  Or because they have a 

Twitter profile that as a result of 

following other people, I’ve 

been led onto means that they 

tweet prolifically about subjects 

that interest me, for example, 

people who tweet about medical 

education issues.  When you go 

on Twitter, often you can find 

the people that are tweeting stuff 

that has interest so I end up 

following them because they’re 

tweeting stuff regularly linking 

to articles on subjects that 

matter to me.

I suppose because they’re 

credible.  One still sees the 

BBC as a public service 

broadcast.  I used to work for 

the BBC so there’s that.  

Depends on what they are.  Local meetings 

on Friday lunchtimes at the Homerton, 

they’re in whether they’re useful or not.  I 

meet every three weeks with a study group 

and we address a particular topic.  Those are 

incredibly useful, that’s probably not what 

you’re asking about.  Some conferences 

should be useful.  Next month, I’m going 

on my annual - I’m an examiner for the 

Royal College of GPs - training conference 

and that’s immensely helpful, well 

organised and structured.  So they vary 

hugely, partly in terms of the topic and 

whether it’s something I’m interested in but 

also hugely in terms of how they’re 

structured and delivered.  If a speaker is 

able to communicate effectively, if the time 

is structured well, if the whole logistics of 

how it’s organised lends itself to thinking 

as well as watching and listening and 

interaction, if it seems to be planned well as 

an educational event, then it’s a useful 

process.  And they’re not always

Oh yes, I do.  I think the study group 

definitely does.  If the Homerton meeting is 

rolling out a new pathway or guideline and 

there’s the opportunity to discuss it with 

other GPs, yes it will change our practice.  

If I go on the examiners’ conference and 

they talk about strategies for training 

doctors and I think that sounds like a good 

idea, it will have immediate impact.

As I recall, there is a small financial 

incentive per test done and then there is 

some sort of other high level incentive if 

you hit a certain target.  We’ve always 

known there’s no way we would hit that 

target, so the financial incentive is per one 

done.  Anyway, that’s not what we would 

be remotely motivated by, I don’t think the 

financial incentive is huge but there always 

has been some kind of financial incentive.

I suppose because they’re credible.  One 

still sees the BBC as a public service 

broadcast.  I used to work for the BBC so 

there’s that.  Likewise, I follow The 

Guardian news because if I buy a paper, it’s 

The Guardian.  One has a relationship with 

a paper, so for those reasons.  I suppose I 

see them as credible, I’d be interested in 

what they have to say.  I think they’re 

likely to give something that’d be of more 

interest to me than The Mail online, 

although when I’m teaching trainees, I 

always say that The Mail online site has 

tons of fascinating stuff about health and 

giving a huge insight into how some 

people feel bout their health.  So I’m not 

dissing that but I don’t personally follow 

it.  So why do I choose them?  Yes, 

because I think they’re credible and they 

often represent my views perhaps or 

because they frequently provide links to 

information and articles which are of interest 

to me.

Oh yes, I do.  I think the study group 

definitely does.  If the Homerton meeting is 

rolling out a new pathway or guideline and 

there’s the opportunity to discuss it with 

other GPs, yes it will change our practice.  

If I go on the examiners’ conference and 

they talk about strategies for training 

doctors and I think that sounds like a good 

idea, it will have immediate impact.

Yeah, I’d say they’re pretty powerful.  But I 

don’t think it’s because one wants to be the 

best or one feels it’s a competition but it 

must say something or at least provoke 

some sort of conversation about what it is 

that we’re doing or not doing in our 

practice that other places are managing to 

achieve.

Because of some concern about the faecal 

occult blood testing, because of some 

concern about whether the testing itself is 

acceptable and it’s a messy business, 

because of some concern about whether 

there is sufficient evidence to show that 

having those tests at that time does make a 

huge impact on a population or individual 

level in terms of mortality morbidity from 

bowel cancer.  Whereas I don’t need much 

convincing that childhood immunisations 

are a good thing on a population or 

individual level, that’s why.

Likewise also, very aware of the stuff in the 

medical press about over-medicalisation, 

about false positives on mammograms, 

invasive and destructive surgery being 

done to women that needn’t have been.  

Those are obviously issues that don’t make 

one ambivalent but again, the breast cancer 

screening program is co-ordinated without 

this practice.  It’s not done with input 

through us.

Some time working in sexual health in the 

past, a lot of experience of working with 

young people.  Many cases spring to mind 

of people who’ve become infertile and 

didn’t know they had chlamydia.  

Awareness of the public health 

implications, a multitude of influences.

Because of some concern about the faecal 

occult blood testing, because of some 

concern about whether the testing itself is 

acceptable and it’s a messy business, 

because of some concern about whether 

there is sufficient evidence to show that 

having those tests at that time does make a 

huge impact on a population or individual 

level in terms of mortality morbidity from 

bowel cancer.  Whereas I don’t need much 

convincing that childhood immunisations 

are a good thing on a population or 

individual level, that’s why.

Coming back to cervical screening, I 

certainly wouldn’t say remotely that there’s 

any ambivalence about the merit of 

chlamydia screening as a reason why we 

haven’t engaged with that.  It’s not about 

thinking that it’s lacking merit at all.

Likewise also, very aware of the stuff in the 

medical press about over-medicalisation, 

about false positives on mammograms, 

invasive and destructive surgery being 

done to women that needn’t have been.  

Those are obviously issues that don’t make 

one ambivalent but again, the breast cancer 

screening program is co-ordinated without 

this practice.  It’s not done with input 

through us.

I’d be honest with you and say the things I 

think have the most dramatic impact on 

how we change is when we’re told to do 

something and the practice has to change 

how we … for instance, this year we’ve got 

to deliver shingles vaccines so we will have 

a meeting at two to talk about how we’re 

going to do that.

From the powers that be!  We’re struggling 

to survive as a lot of GP practices are.  We 

don’t earn huge amounts of money and 

when the [Quaff? 28:03] targets get harder 

and when we have to meet higher and 

higher targets, when I say we have to do 

something, I mean there’s a necessity to do 

something in order to continue to hit those 

targets, it’s inevitable we have to respond 

to that otherwise we will cease to be viable.  

That has a huge impact.

I don’t tweet or very rarely because I still 

have issues about having a social profile 

separate from a professional profile but if 

there’s an issue on the TV that’s discussed 

around health, one can immediately use a 

litmus test of Twitter to see what the 

majority of feeling is in response to that.  

For example, last night I was watching 

something on Channel 4 which was a story 

about that Mum who ran off with her son 

Neon who had a brain tumour.  What was 

surprising for me on Twitter was that the 

vast majority of responses were not 

empathic to the Mum or remotely empathic 

at all about alternative medicine but 

vehemently anti it.  Maybe it’s the patch we 

work here in Stoke Newington but a lot of 

our particularly middle class patients are 

incredibly enthusiastic about alternative 

and complementary medicine and that’s 

their priority for their treatment rather than 

conventional medicine.  It was interesting, 

this is an example of how Twitter can give 

you a bit of insight into what a public 

mood might be on a particular issue that 

one would never get in other ways.

I wouldn’t say it helped, we were doing 

tons before.  I don’t think our practice has 

changed, we’ve always done a full male and 

female sexual health service here.  We use 

the template now and always have since it 

came out but I wouldn’t say it’s encouraged 

us to do it, we were doing it before the 

enhanced service came out.

I don’t tweet or very rarely because I still 

have issues about having a social profile 

separate from a professional profile but if 

there’s an issue on the TV that’s discussed 

around health, one can immediately use a 

litmus test of Twitter to see what the 

majority of feeling is in response to that.  

For example, last night I was watching 

something on Channel 4 which was a story 

about that Mum who ran off with her son 

Neon who had a brain tumour.  What was 

surprising for me on Twitter was that the 

vast majority of responses were not 

empathic to the Mum or remotely empathic 

at all about alternative medicine but 

vehemently anti it.  Maybe it’s the patch we 

work here in Stoke Newington but a lot of 

our particularly middle class patients are 

incredibly enthusiastic about alternative 

and complementary medicine and that’s 

their priority for their treatment rather than 

conventional medicine.  It was interesting, 

this is an example of how Twitter can give 

you a bit of insight into what a public 

mood might be on a particular issue that 

one would never get in other ways.

Often because I know them or I’ve heard 

them speak and found them interesting, not 

necessarily that I would agree but think 

they’ve got interesting things to say.  Or 

because they have a Twitter profile that as a 

result of following other people, I’ve been 

led onto means that they tweet prolifically 

about subjects that interest me, for example, 

people who tweet about medical education 

issues.  When you go on Twitter, often 

From the powers that be!  We’re struggling 

to survive as a lot of GP practices are.  We 

don’t earn huge amounts of money and 

when the [Quaff? 28:03] targets get harder 

and when we have to meet higher and 

higher targets, when I say we have to do 

something, I mean there’s a necessity to do 

something in order to continue to hit those 

targets, it’s inevitable we have to respond 

to that otherwise we will cease to be viable.  

That has a huge impact.

I think there’s a variety of reasons why that 

is.  Other practices that have done better 

have had receptionists who’ve been more 

keen or up for giving out chlamydia 

screening programs and packages to people 

in reception.  Ours haven’t been keen. 

In order to participate, it’s relied on a 

clinician remembering the program, 

remembering the relevant age group and 

promoting it in an already stuffed full 

consultation that may be about something 

completely different.

So I think where other practices have 

succeeded is that they’ve found creative 

ways to access that population and engage 

them in the program that we haven’t.  Our 

receptionists haven’t been keen to give 

them out because they haven’t wanted to 

engage in those kind of conversations with 

people over the counter.  You’ve seen the 

layout of our waiting room, it doesn’t lend 

itself …

Personally, I think the form for the 

screening program is over complicated.  A 

lot of our patients struggle to read and write 

or speak different languages and as a result, 

the clinician feels there’s a big barrier 

because they have to complete all that stuff 

and therefore if I did have a minute at the 

end of an over running consultation and 

felt motivated, an additional barrier is that 

that form is hugely complicated and I know 

it will take me at least two or three more 

minutes, though it feels longer, to complete 

I suppose as a GP, I’d see that as a 

fundamental part of all our consultations 

and various consultation models encourage 

us to do some public health promotion no 

matter what the consultation is about.  So 

we would often advise people to stop 

smoking or decrease their alcohol, increase 

their exercise even if they were coming in 

about something totally unrelated.

I think we all feel strongly we want to do 

well by our patients and that we’re here to 

provide a high standard of care to look after 

them.  So when there are targets we believe 

in and we certainly believe in childhood 

immunisations, if we aren’t achieving the 

targets we should be, then we’re not doing 

our job properly.

I suppose as a GP, I’d see that as a 

fundamental part of all our consultations 

and various consultation models encourage 

us to do some public health promotion no 

matter what the consultation is about.  So 

we would often advise people to stop 

smoking or decrease their alcohol, increase 

their exercise even if they were coming in 

about something totally unrelated.

I think it’s gone badly here which is 

unusual for us.  We’re a high achieving 

practice, we work hard and we usually do 

pretty well in terms of setting ourselves 

targets but notably the chlamydia one we 

haven’t done well.  And we haven’t done 

well compared to other similar practices in 

the area so no, I don’t think it’s gone well.

We usually do pretty well on most things 

that we do, not wanting to be self 

congratulatory but we have a hardworking 

team, we’ve got a good admin system and 

we usually do all right.  That’s why I’m 

surprised about that.

I think we all feel strongly we want to do 

well by our patients and that we’re here to 

provide a high standard of care to look after 

them.  So when there are targets we believe 

in and we certainly believe in childhood 

immunisations, if we aren’t achieving the 

targets we should be, then we’re not doing 

our job properly.

I would like to do better with chlamydia 

screening, I think it’s important.  The 

biggest barrier is reception and the form.  

Increasingly GPs feel that their 600 seconds 

or ten minutes with the patient is stuffed 

full of so many things that need to be 

addressed, so managing public health and 

health promotion within that time can feel 

like a huge challenge.

Gosh, I don’t think it’s a competition but 

certainly it’s significant if we’re an outlier 

and not achieving what our colleagues 

nearby are achieving for our population.  

Yes, of course.

We usually do pretty well on most things 

that we do, not wanting to be self 

congratulatory but we have a hardworking 

team, we’ve got a good admin system and 

we usually do all right.  That’s why I’m 

surprised about that.

In order to participate, it’s relied on a 

clinician remembering the program, 

remembering the relevant age group and 

promoting it in an already stuffed full 

consultation that may be about something 

completely different.

For a busy GP or nurse, if a patient has 

come in about other things and they’re in 

that age group, they’ve got to remember the 

chlamydia program.  They’ve got to allow 

time to explain the chlamydia program and 

if nothing else, explain the practicalities of 

how it’s done and where the patient should 

be the sample, on an already over full 

consultation.  I think that’s where we’ve 

fallen down.  

Not always, depends on the patient and 

what they’re in for and how much time there 

is.  But they’re useful as an administrative 

resource to remind us but they’re not 

intrusive.

I would like to do better with chlamydia 

screening, I think it’s important.  The 

biggest barrier is reception and the form.  

Increasingly GPs feel that their 600 seconds 

or ten minutes with the patient is stuffed 

full of so many things that need to be 

addressed, so managing public health and 

health promotion within that time can feel 

like a huge challenge.

If somebody had come in to ask for that 

and I knew I had ten minutes to talk about 

that, then of course it would be but they 
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It’s just a timing thing.  Screening is a 

good idea but sometimes you feel like all 

you’re doing is screening and the person’s 

coming in for something, “We’ve got this 

screening coming on,” and that’s not really 

their agenda.  That’s where I have a bit of 

an ethical dilemma with it because we’re 

doing things that … the NHS check, most 

people are up for it but there are other ones 

where, I don’t know.  I suppose it’s the fact 

that we do no screening for years and years 

and all of a sudden, there’s loads and I 

wonder if it could’ve been staggered a bit.

Yes.  The whole purpose of it was so that if 

they’re asymptomatic, they just pick up a 

self test kit.  I see now people can ring up 

and order their own test kit themselves and 

I’m wondering if that would be more 

effective.  I’ve seen it in pubs and stuff, ‘Go 

and call up and get your own screen.’

I think that’s quite a good idea because it 

makes people more aware of how they can 

get hold of a pack.  I’m just a bit concerned 

that maybe people don’t realise they can 

come in … I’ve had 20 year olds coming in 

and they’ve made an appointment to get a 

chlamydia screening and they’ve had no 

symptoms.  I’m like, you do realise you 

could’ve picked up a self test kit.  “Oh no, 

I didn’t realise.”  So there’s that lack of 

information around.

It’s been going for quite a few years now.  

We put posters up and advertised it quite 

well but we found it was not really the 

younger people coming in for chlamydia 

screening, it was more the over 25s and 

then obviously we’re still screening them 

but we can’t use the self test kits because 

it’s not part of that particular scheme.  For 

some reason, we were getting a few of the 

age group they were targeting but not as 

many as we thought and I don’t know if 

it’s because they’re going to local services 

around like CHYPC or the fact that they 

don’t want to come to it.

Yes.  The whole purpose of it was so that if 

they’re asymptomatic, they just pick up a 

self test kit.  I see now people can ring up 

and order their own test kit themselves and 

I’m wondering if that would be more 

effective.  I’ve seen it in pubs and stuff, ‘Go 

and call up and get your own screen.’

I think that’s quite a good idea because it 

makes people more aware of how they can 

get hold of a pack.  I’m just a bit concerned 

that maybe people don’t realise they can 

come in … I’ve had 20 year olds coming in 

and they’ve made an appointment to get a 

chlamydia screening and they’ve had no 

symptoms.  I’m like, you do realise you 

could’ve picked up a self test kit.  “Oh no, 

I didn’t realise.”  So there’s that lack of 

information around.

Because when it first came out, I expected 

us to have a higher uptake of self screening 

Because when it first came out, I expected 

us to have a higher uptake of self screening 

and even from the off, it hasn’t been 

particularly high.  What’s interesting is I 

don’t know if this accounts for people 

who’ve been offered screening outside of 

the age group.

Even now, we have to set our own goals, 

we have to send in that we’re going to do 

these many screens, which is a bit 

unrealistic. Then you do them and send 

back your monthly or quarterly report for 

how many you’ve done but I would find it 

useful to say, we would expect you to do 

this many screens.  Then at least we know 

what the goal is rather than you tell us how 

many you’re going to do.  I don’t find that 

particularly helpful so when we did the 

pilot, it probably would’ve been more 

helpful to have gone through what the 

anticipated number was that we could reach.  

We’re never going to reach everybody.

There was quite a good lead for the service.  

Mike Spraggen was a very enthusiastic lead 

and that helped.

Yeah, he has come to the surgery before.  

It’s been going for such a long time, I can’t 

really remember the beginning of it but I 

suppose because it’s an easy thing to do, 

you don’t think, “Oh, I’ve got to do a 

chlamydia screening.”  You’ll do it when 

you see people in regard to smears and 

things.  The difficult thing is with this 

incentive, it’s more about people picking 

up the test without seeing anyone and that 

may be where it hasn’t gone particularly 

brilliantly.

He probably came to the surgery maybe 

once or twice.  Otherwise it’ll generally be 

email communication or on the phone.

I’ll tell you what it is in a very simple 

manner.  We have alerts come up on the 

computer and it comes up for if your 

smear’s overdue so that’s something a 

doctor will see and go, “Smear is due, book 

in to see the nurse.”  But there isn’t one for 

chlamydia screening and there isn’t one for 

HPV.

Some of them I do, some of them I bat out 

the way because they’re irritating and I can’t 

deal with it at the moment.

I respond to the ones that I am physically 

able to do and that are appropriate.  Some 

of them pop up and when you check, it’s 

not due for another six months.  I will deal 

with it if it’s appropriate to that 

consultation really.

Yeah, it can be effective even if it’s a bit 

annoying but I do think with the cervical 

smear outstanding that it does make people 

more aware if they’re not thinking about it.  

Otherwise they’re not going to be thinking 

about the smear if they’re coming in for 

something completely different.

Certain times of the year, you’d get 

advertising campaigns so for Valentine’s 

Day, make sure you don’t get chlamydia for 

Valentine’s Day or something like that, a 

poster in for Christmas.  So at certain times 

of the year, they would send through 

campaign …

It’s going to be better than nothing because 

at least it’s got some people screened if not 

everybody.  But with any screening 

program, there needs to be a continuing 

advertising of that program because people 

forget or they think it isn’t still ongoing, 

especially with all the recent changes in the 

NHS.

I’m not surprised because I know the flu 

figures from the last couple of years.  That’s 

quite a good outcome and probably the 

reason the flu outcome is so good is 

because it’s been a long rolling program 

and people know about it.

With the bowel cancer screening, I don’t 

think we had a particularly high uptake, 

even though that was quite well advertised.  

At the time we were doing newsletters and 

in that we’d have a thing about the 

chlamydia and bowel screening, whatever 

screening.  Unfortunately that’s stopped 

now but that was quite good and that was 

sent out to housebound patients and also 

we’d have it in the surgery easily available.  

I’m a great advocate for breast screening and 

bowel screening, mainly because they’re 

done elsewhere, that’s why I advocate them 

We have clinical meetings once a week.  A 

year ago, I went on an update, fed that back 

and that’s the perfect time to remind people 

that the service is still going and to use it.  

But I just think it’s difficult because it is 

one thing on top of lots of other things 

that it probably isn’t at the forefront.  In the 

last couple of months, we’ve made a 

teenage friendly board out in the waiting 

room.  We’ve cleared it up quite a lot and 

done specific boards for different people 

and that may make a bit of a difference, 

advertising the service that caters for them.

Yeah, updates for things like cervical 

screening but there’s not been an 

educational … there are for other things, 

heart failure did a thing at Homerton 

recently about trying to get people a bit 

more involved.  It’s done in an informative 

but interesting almost fun way.  It’s a great 

idea but then it’s finding the time for 

people to go.

I generally go to things that are pertinent to 

my role.  Heart failure is one of my long 

term condition areas so I will go to that, 

whereas asthma isn’t really mine, it’s my 

colleague’s so she would go to that update.  

We do it like that.

Yes.  I went to a very interesting session on 

menopause mainly because I am interested 

in women’s health but I don’t deal with 

menopause in my role per se.  That was 

interesting and slightly out of what I 

normally do.

There was a financial incentive with the 

scheme.  You got paid for every screen that 

you do and you still do.

I think you get about ₤6.50 or maybe it’s a 

bit more now, but for every positive result 

you obviously get a payment.  If a 

chlamydia result comes back positive, then 

you get about ₤150 payment and a one-off 

payment for herpes or warts.  I think HIV is 

about ₤250 so it encourages you to do 

more screening so that the more screening 

you do, in theory you may be more likely 

to get positive results.  Personally, I think 

it’s a really good scheme because it’s 

encouraging people to get easily tested for 

something they may not have any 

symptoms for and wouldn’t have an idea 

about whether they’ve got it or not.  So it’s 

a good scheme but I’ve always been a little 

bit disappointed with how many we are 

doing.

As in per positive case?  The trouble is that 

in primary care, I know we don’t like to 

think about things in regard to money but 

it does come down to money because 

there’s so many things that need to be 

incentivised that it’s difficult to prioritise 

everything.  You’ll get everybody wanting 

their thing to be prioritised whatever is 

being screened.  We currently screen for 

everything - osteoporosis, the new NHS 

check, chlamydia, I’m sure we could lots 

more prostate screening, Hepatitis B 

screening - there’s so many things, it 

generally does come down to the fact that 

They would send through quarterly, not a 

name and shame thing but they’d basically 

list …

Yes, exactly, which was good, I think it’s a 

good idea.  It certainly prompted you after 

that to think come on, we need to … and 

then do another reminder.  Certainly for 

reception, reception play quite a key role 

and they’re quite clued up with it.

We’ve got a board at the back so I just 

stuck it there and highlighted our name and 

hopefully people looked at it.  I thought 

it’d be good for everybody to see it so we 

can see how we’re doing.

Most of the time, we weren’t doing too 

badly.  We were certainly in the first quarter 

of the league so it was just a matter of 

keeping up the enthusiasm within the team 

and every now and then reminding 

reception that they’re still handing them out 

and that we’ve got enough supplies.  My 

colleague who does all the ordering has to 

make sure we’ve got everything here so that 

we don’t run out.

I’ve always been a bit disappointed with 

how many we’ve done and I don’t know if 

we could do it any better.  But it is 

something I do feel is an important issue for 

us to promote it anyway.

Because when it first came out, I expected 

us to have a higher uptake of self screening 

and even from the off, it hasn’t been 

I think you get about ₤6.50 or maybe it’s a 

bit more now, but for every positive result 

you obviously get a payment.  If a 

chlamydia result comes back positive, then 

you get about ₤150 payment and a one-off 

payment for herpes or warts.  I think HIV is 

about ₤250 so it encourages you to do 

more screening so that the more screening 

you do, in theory you may be more likely 

to get positive results.  Personally, I think 

it’s a really good scheme because it’s 

encouraging people to get easily tested for 

something they may not have any 

symptoms for and wouldn’t have an idea 

about whether they’ve got it or not.  So it’s 

a good scheme but I’ve always been a little 

bit disappointed with how many we are 

doing.

I know but I suppose in my head, I’m a 

woman and I think it’s important.  Maybe 

my personal beliefs come through with how 

I promote things.  Also the breast screening 

has been running a very long time whereas 

the bowel screening has only been around 

for the last couple of years.  I suppose some 

of it can come down to your personal views 

of what’s important and what isn’t that 

you’re going to promote.

Yeah, the NHS checks, one of the reasons I 

think it’s really good is that we’re one of 

the pilot practices to roll it out so we had 

quite a lot of investment in it.  It was good 

because we had a lot of input with 

information and how it’s going to benefit.  

That played a part with the NHS checks.

I know but I suppose in my head, I’m a 

woman and I think it’s important.  Maybe 

my personal beliefs come through with 

how I promote things.  Also the breast 

screening has been running a very long 

time whereas the bowel screening has only 

been around for the last couple of years.  I 

suppose some of it can come down to your 

personal views of what’s important and 

what isn’t that you’re going to promote.

I’m not surprised because I know the flu 

figures from the last couple of years.  That’s 

quite a good outcome and probably the 

reason the flu outcome is so good is 

because it’s been a long rolling program 

and people know about it.

I’m not surprised because I know the flu 

figures from the last couple of years.  That’s 

quite a good outcome and probably the 

reason the flu outcome is so good is 

because it’s been a long rolling program 

and people know about it.

How long have you got!  Because 

communication is not fantastic sometimes 

and there can be an overload of information 

which doesn’t help.  Certainly within the 

teams, ie reception have been made aware 

whenever we’ve got things through and 

also my colleague within the nurse team, 

we’ll talk about it a bit more rather than …

I might be speaking completely out of turn 

but we’ve got quite a good mix of male and 

female GPs.  I’m sure it’s not at the forefront 

of the male GPs’ minds about, “You’re 16 

to 24, go and get your …” but to be 

honest, I’ve had the same issue with HPV, 

that’s another incentive that came through.  

If one completed the course, I think we got 

₤7 a jab, about ₤24 to complete the course.  

Again, that was something that we sent 

letters out, we recalled lots of girls with 

HPV, quite a poor uptake.  It can be quite 

frustrating because you’re trying to get 

these people in and people aren’t 

responding.  Sometimes GPs could be a bit 

more proactive, “Have you had your HPV, 

have you had your chlamydia test?” but it’s 

about time.  If you’ve got someone coming 

in with three things and you’ve got ten 

minutes, you’re not going to be thinking 

have they had their chlamydia screening if 

they’re not coming in for that kind of 

problem.

It’s just a timing thing.  Screening is a 

good idea but sometimes you feel like all 

you’re doing is screening and the person’s 

coming in for something, “We’ve got this 

screening coming on,” and that’s not really 

their agenda.  That’s where I have a bit of 

an ethical dilemma with it because we’re 

doing things that … the NHS check, most 

people are up for it but there are other ones 

where, I don’t know.  I suppose it’s the fact 

that we do no screening for years and years 

and all of a sudden, there’s loads and I 

wonder if it could’ve been staggered a bit.

To me!  I’m quite competitive!  Only within 

our practice and I’d like to think this is a 

very good practice so obviously if reality 

tells us we’re only in 50th but in your head 

you’re thinking we must be up in the 70s, 

then that’s a push to see what else we can 

do.

Yeah, the NHS checks, one of the reasons I 

think it’s really good is that we’re one of 

the pilot practices to roll it out so we had 

quite a lot of investment in it.  It was good 

because we had a lot of input with 

information and how it’s going to benefit.  

That played a part with the NHS checks.

In my mind, there’s a few practices I know 

that are very good so I compare us with 

them and there are some practices I know 

aren’t very good.  So if we’re near the poor 

performing practice, I know we’re going on 

a very downward spiral that’s appalling but 

if we’re generally up with the better 

practices that I consider, then that’s good 

enough for me, which might not be the best 

answer!

To me!  I’m quite competitive!  Only within 

our practice and I’d like to think this is a 

very good practice so obviously if reality 

tells us we’re only in 50th but in your head 

you’re thinking we must be up in the 70s, 

then that’s a push to see what else we can 

do.

And also finding out how other practices 

are doing.  I know it’s not reflected on there 

with the chlamydia one but it does 

psychologically give you a bit of a drive, 

just like the immunisations one.  When that 

comes through and you see how you’re 

doing on the quarterly list, it does give 

you a push to increase these.

I might be speaking completely out of turn 

but we’ve got quite a good mix of male and 

female GPs.  I’m sure it’s not at the forefront 

of the male GPs’ minds about, “You’re 16 

to 24, go and get your …” but to be 

honest, I’ve had the same issue with HPV, 

that’s another incentive that came through.  

If one completed the course, I think we got 

₤7 a jab, about ₤24 to complete the course.  

Again, that was something that we sent 

letters out, we recalled lots of girls with 

HPV, quite a poor uptake.  It can be quite 

frustrating because you’re trying to get 

these people in and people aren’t 

responding.  Sometimes GPs could be a bit 

more proactive, “Have you had your HPV, 

have you had your chlamydia test?” but it’s 

about time.  If you’ve got someone coming 

in with three things and you’ve got ten 

minutes, you’re not going to be thinking 

have they had their chlamydia screening if 

they’re not coming in for that kind of 

problem.

Yeah, it can be effective even if it’s a bit 

annoying but I do think with the cervical 

smear outstanding that it does make people 

more aware if they’re not thinking about it.  

Otherwise they’re not going to be thinking 

about the smear if they’re coming in for 

something completely different.

Personally, I feel there’s too much 

screening.  There’s screening for 

osteoporosis, dementia … it’s fine doing 

the screening if you have everything in 

place if that’s a positive result.  At the 

With the bowel cancer screening, I don’t 

think we had a particularly high uptake, 

even though that was quite well advertised.  

At the time we were doing newsletters and 

in that we’d have a thing about the 

chlamydia and bowel screening, whatever 

screening.  Unfortunately that’s stopped 

now but that was quite good and that was 

sent out to housebound patients and also 

we’d have it in the surgery easily available.  

I’m a great advocate for breast screening and 

bowel screening, mainly because they’re 

done elsewhere, that’s why I advocate them 

more!
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Yeah.  They send by fax or in the 

internet, the courses and I apply, yeah.

Public programmes are very good, but 

the department has to spend more 

money and give importance to publicise 

and educate the public, advertise in the 

papers, in these bus stops and all the 

places, and give importance, people 

come and ask this one thing, so on the 

TV, one of the consultants or one of 

these celebrities come and talk about it 

and say “it’s a very serious disease 

which can be completely cured, and you 

go to your GP and get some help, it can 

be treated”.  Those things help.

I think for me smoking is causing more 

danger to health rather than like 

chlamydia or cervical cytology or 

anything other area, so the importance 

in the public health perception is that 

[Unintelligible 00:11:09].

I think we must give more time and more 

publicity so it might become more 

popular with the doctors and with the 

patients.  People come with symptoms 

but the symptoms are not very obvious 

when they come and see the doctors, 

unless some [Unintelligible 00:12:52] 

chlamydia but they don’t have much 

symptoms, so they don’t come with that.  

That’s one thing.  Men yes.  Men, 

usually very few come to this practice.

Yeah.  These things, usually we tell 

them at the time it’s appropriate, if they 

come with a bowel problem, then we’ll 

ask them, “you have done this 

screening”, and somebody will say 

[Unintelligible 00:05:30], we’ll tell them 

it is very accurate at detecting people 

with cancer and it’s very important, we 

have got two people positive out of one 

year or something like that here.

No.  We don’t have this depression 

screening, don’t have so important like 

smoking or like…

Yeah.  Feedback is very important.  And 

speak to us regularly, like once in three 

months at least come and say “you’ve 

had this so many cases in Haringey and 

we have done a screening, so many 

people are having positive…”

Interviewer:	Have you done more HIV 

tests?

Respondent:	Mm.

Interviewer:	You have.

Respondent:	And a few, a couple came 

positive.

Interviewer:	Really?  From just 

screening or from symptoms that you…?

Respondent:	From symptoms. A lot of 

infections, and then we thought it may 

Yes.  I’m a very ardent fan of this 

prevention.  So all the patients go 

through my door definitely have this 

brain washing about smoking, yeah, and 

I always tell them we have got a clinic, 

because we have got about three people 

running this clinic, smoking cessation 

clinic yeah.

So then I tell them all the dangers, 

cardiovascular diseases, cancer and 

the damage it causes in your body and 

all that.  So they get a bit worried and 

they get the real picture yeah, and then 

they ask about how [Unintelligible 

00:03:14], and I say “you can definitely 

get out of this, yes, we have got this 

clinic here, we give this chewing gum, 

patches or tablets or anything you like, 

we’ll give you, and you can get it for 

three months free and you can come all 

the days, and then see other people who 

you know, you don’t want your child to be 

without a father, you don’t want to get 

cancer, and I’ve got patients with cancer 

now I’m treating who smoked for years 

and years, so it’s better for you to give 

this up”.

I think this is less, you know, time is very 

sensitive in general practice, no, so we 

don’t spend a lot of time.  We can do 

other things also, like alcohol.  We can 

go in detail and ask them about how 

much alcohol you take, and prevention 

in alcohol [Unintelligible 00:04:37] and 

all these things, test for liver function, 

gamma [Unintelligible 00:04:40] you 

know, all these things we do, but when 

there’s a serious problem, you come 

with an alcohol related problem then you 

do.  [Unintelligible 00:04:47] a chest 

infection, then I will not touch it unless I 

get a smell or something [Unintelligible 

00:04:54] this man is an alcoholic or 

something, then only I go more into the 

alcoholic side, yeah.

I think we must give more time and more 

publicity so it might become more 

popular with the doctors and with the 

patients.  People come with symptoms 

but the symptoms are not very obvious 

when they come and see the doctors, 

unless some [Unintelligible 00:12:52] 

chlamydia but they don’t have much 

symptoms, so they don’t come with that.  

That’s one thing.  Men yes.  Men, 

usually very few come to this practice.

St Anne’s Hospital is very close by and 

we know the lecturers and consultants, 

so we like to go there.  Then central 

London, yes UCH, some reputable 

universities and things, yes, so 

somewhere further out, say in Kent or in 

Hounslow or somewhere, then we’re not 

inclined to go.

Yeah I don’t mind.  If they come and ask 

me, tell them “I don’t think you have got 

these things, I know you are worried 

about this here”, then you get all the 

symptoms, do you have any discharge, 

do you have any difficulty passing urine, 

have you got partners with any of these 

symptoms or anything, any eye 

problems, any problems in your back 

passage?  No, I don’t think you’ve got 

anything, but we’ll monitor you.  Come 

and see me if you have got any of these 

things coming in the next few weeks or 

next few months.

Because I think I didn’t actually take that 

matter that seriously.  I know there have 

been quite, our rate, I think they send out 

the details of different practices, the 

level of screening, but we had about 

55% attended breast screening, maybe 

that’s why, you know, I felt bowel 

screening may be more appropriate.

Interviewer:	No.  That’s interesting.  Okay, 

you’ve provided me with some quite 

interesting things to think about, 

especially things about the personal 

belief about what you feel is worth 

doing, and that has, that cannot even be 

touched by money or education, 

whatever, or maybe sometimes 

education can have the same effect of 

letting you know what the values are of 

doing something.  So you mentioned 

your example of HIV testing was 

interesting and also your example of the 

bowel cancer screening, before you 

went to the meeting, you were none the 

wiser, but at the meeting you realised 

wow, it was quite low.

Respondent:	It was quite low.

Interviewer:	And you already accepted 

that it was, it’s a worthwhile thing to do?

Respondent:	Because we had some 

patients, you know, who were diagnosed 

late and were good patients and they 

died. 

Because I think I didn’t actually take that 

matter that seriously.  I know there have 

been quite, our rate, I think they send out 

the details of different practices, the 

level of screening, but we had about 

55% attended breast screening, maybe 

that’s why, you know, I felt bowel 

screening may be more appropriate.

Respondent:	Other diseases obviously 

one has obvious impacts, isn’t it?  But 

chlamydia, I’m not too sure.

Interviewer:	What about things like NHS 

health checks, where you actually try to 

reduce the risk of heart disease and 

stroke?

Respondent:	Yeah, we do actually 

identify hypertensive patients, so 

diabetes and high cholesterol, so that 

actually gives some indication as to this 

patient has these things coming up.

Interviewer:	But that’s not heart disease 

or stroke though?

Respondent:	No, but these things do 

prevent, eventually.

Interviewer:	And what do you think 

about that programme?

Respondent:	I don’t know, you know.

Interviewer:	You feel ambivalent?  You 

look ambivalent about it?

Respondent:	Yeah, I’m not too sure 

about chlamydia programme.

Interviewer:	What is it about it that’s 

making you feel a bit uncertain?

Respondent:	Because you don’t know 

much about the outcome or anything.

Interviewer:	What do you mean?

Respondent:	By doing the screening, 

whether it actually had any impact on 

our population, I’m not too sure.

Interviewer:	What sort of impact were 

you hoping to get?

Respondent:	You know, if it is going to 

prevent pelvic inflammatory disease and 

any transmission, sexually transmitted 

diseases as a result whether, any, a 

new born affected or the sexual partner 

having problem, you know, we don’t 

actually obviously come across very 

many things.

Respondent:	Other diseases obviously 

one has obvious impacts, isn’t it?  But 

Nothing, you know, it is how, this is how 

we have been and that is what we are 

doing, simple as that.

Maybe, I’m not too sure because we did 

screening for so many people, but hardly 

anything came positive in our area, in 

our practice.

No because partly maybe, some 

patients we give the swabs and ask 

them to send a sample, maybe they 

were not sending it and some of, most 

have a perception about our patients, 

when we ask or give it maybe it wasn’t 

very forthcoming, they were not very 

much interested.  Most of the time they 

may have said oh, I was screened only 

last month in the sexual health clinic.

You know, say our patients may not be 

the right people for that particular 

programme, if they are not showing 

much interest, what is the point in us 

pushing the programme?

No, because most of them were saying, 

you know, they were attending various 

clinics, various things and whoever we 

can push the thing for, we actually did 

whatever we, possible we could.

Because you know, I am a family 

planning doctor and a lot of female 

patients like to come here, always want 

to be registered here, so we have to 

maintain our standards.

Any chance.  So somebody is seeing 

some other doctors, so first thing in the 

morning we make sure that somebody 

goes through the list and see who is 

due for a smear test.

But I think if you spend the time with 

patients and explain it to them, they do 

take it to heart.  They might not listen to 

you intently or they’re not going to get 

great results, but they do make the 

changes and whatever small 

[Unintelligible - 24:29] changes their 

life, I’ll ask them to do.

That, most people listen though and I 

think when you, the same things before, 

picture really, had those graphic images 

and I would suggest have like a box of 

tar, which you could show, this is what 

contains.  It’s education, it’s very.

I think with the chlamydia screening it’s 

not like the cancer screening where you, 

like the cervical screening where you 

say yes, it’s linked to cancer, so that’s 

the reason you need to get it checked 

and you’re talking about other issues.  

Whereas most of the age group that we 

are trying to target necessarily don’t 

think that far ahead about the 

consequences of it, so it’s a bit more 

difficult

The QOF, let me think.  I mean most of 

them, they’re actually quite useful, and I 

think they actually did bring up the 

standards of GPs or at least made us 

think in those, on the right terms of what 

we were supposed to do.  Dementia.

I think it’s a personal interest as well, 

that what we find interesting, I’m 

interested in medicine, as a branch 

itself, not surgery or obstetrics and 

gynae, but medicine itself.  So I think 

from there, doing a lot more of the 

cardiovascular [Unintelligible - 45:14] 

those kind of things would play a role.

I think it’s what you, how do you say 

that?  If you are working in Scotland and 

you tell me something about 

cardiovascular disease, probably I have 

more cardiovascular disease patients 

than anywhere else, I’m going to listen 

to that more.  The GP is best interested 

and also you can help more of your 

patients and if it’s not that relevant, we 

have a very small incidence and 

prevalence of cardiovascular, anything 

for that matter, how much you are going 

to [Unintelligible  - 16:02] because when 

that’s not prevalent, something else will 

be more important, and that’s what 

you’re going to concentrate on I think.

The other thing is that well, the patient’s 

clearly got ill or whatever and has a 

doctor, this is how you respond, but for 

people who are not ill and which is 

what’s so different about public health 

programmes, you are getting a 

population of well people to either have 

a test, screening in other words, or 

undergo some intervention like given 

statins, which may make them more ill?

The other thing is that well, the patient’s 

clearly got ill or whatever and has a 

doctor, this is how you respond, but for 

people who are not ill and which is 

what’s so different about public health 

programmes, you are getting a 

population of well people to either have 

a test, screening in other words, or 

undergo some intervention like given 

statins, which may make them more ill?

The other thing is that well, the patient’s 

clearly got ill or whatever and has a 

doctor, this is how you respond, but for 

people who are not ill and which is 

what’s so different about public health 

programmes, you are getting a 

population of well people to either have 

a test, screening in other words, or 

undergo some intervention like given 

statins, which may make them more ill?

It can, I think we do, in all these things I 

think we have a personal responsibility 

to them, forgetting all the targets as 

well, the patient.  We can tell them this 

is what it is and it’s their choice as well.  

So I think what evidence we have, at 

best we are using it, I don’t think we are 

necessarily wanting to harm anybody, 

that’s the evidence and that’s what we 

are going to follow.  I think we all follow 

the NICE guidelines and whatever are 

the local guidelines as well, to a degree 

we do that.

Yeah, to a degree.  At the end of the 

day, if they don’t want statins then, yeah, 

I don’t think we should be forcing them 

to have it.  They have to have the choice 

and I don’t know, yeah, it does bring 

down cardiovascular risk but to what 

extent?

I think the way I deal with it is, I think as 

a GP and if you’ve picked up things, it’s 

your duty to discuss it with the patient, 

the patient should be given the option if 
It just makes me more aware of the 

topic.  Media, you’re talking about TV, 

newspaper…

Less so I think.  Not really.  I tend to be 

driven by, like an appraisal for example, 

or your PDP you’re driven by, what you’d 

like to know about.  Not necessarily by 

emails.  Because I’m a trainer, I’m often 

driven by what my trainee wants to know 

about, so in order to teach it you have to 

know about it.

We’re a PMS practice.  Our contract is 

up for review [Unintelligible 00:03:38] 

PMS practices.  One of the KPIs, which 

are the key performance indicators, that 

is being suggested for the whole of 

North Central London, the first two on 

the list are bowel screening and breast 

screening, and it’s about if people 

haven’t gone for their breast screening, 

the practice is responsible for sending a 

letter to advise them to go.  So that I 

think will come.

…it’s a massive new thing for PMS, so 

we’ll get price per patient, and then on 

top of that, so they’re trying to make all 

payments in practices equal, so it’ll be 

the same price per patient across NCL, 

and then these KPIs.  You can choose 

whether to do them or not, and our price 

per patient is the same, is going to be 

very similar to GMS.  

I think you get 100 more QOF points, but 

anyway, very similar, and then we can 

take on these extra areas if we would 

like to, and some of them we’re doing 

already so they’d be great to take on.  

Others we’ll need to put in extra staff, 

extra systems, pay money to achieve 

them.

I do think they work well in certain areas, 

and I think London, inner city London, if 

you’re talking to people who don’t speak 

English, who are having difficulty 

surviving, who have no house, don’t 

have immigration status; that’s way 

down on their agenda.  However if you 

were a sort of middle class leafy 

English suburb; that’s extremely 

important to people.

I suppose some GPs have a personal 

preference for it.  For example one of my 

partners is particularly keen, and one of 

our salaried doctors is particularly keen 

on nutrition and weight.  He’s s a sports 

medicine doctor, so he is very keen on 

giving weight advice, the overweight 

children, he will not let them get out the 

room before they’re weighed and the 

parents have been talked to.  So I 

suppose it depends on your personal…

I’m a non-smoker.  I don’t particularly 

like smoking so I tend to give smoke 

related advice.  Alcohol, again I’m not a 

big drinker, so yes I’m happy to give, I 

don’t have a particular area which I’m 

passionate about.

Well the trouble with diabetes, and it 

shouldn’t be the case because diabetes 

is such a prevalent disease, it affects a 

lot of people, but diabetic patients end 

up coming to the nurse or myself for 

diabetic checks, and so other doctors 

become de-skilled, and if they have a 

question or a patient, they just forward 

them on to me, which isn't how it should 

be, because diabetes, I don’t know what 

the prevalence is, 4% or 5%, it’s 

important, and screening for it is 

particularly important.  So you shouldn’t 

be de-skilled.

And it’s how to persuade them to do the 

correct bloods, to do the bloods 

correctly.  In clinical meetings.  I prefer 

And it’s how to persuade them to do the 

correct bloods, to do the bloods 

correctly.  In clinical meetings.  I prefer 

it face to face.  I back it up with an 

email, something in writing, 

electronically and a piece of paper, 

something to stick up on the wall, and 

just keep reminding.

I think probably because hospital 

consultants were testing for it and felt 

that it could be treated, could improve 

people’s symptoms if you found it to be 

low and it was treated.

I’m still waiting to be convinced I have 

to say.  I can understand if a child is 

deficient, it’s looking like possibly 

rickets, fair enough.  That I can 

understand, but people’s values in the 

ethnic minorities who are quite low, 

they’re poly-symptomatic, sometimes it 

works as a placebo maybe, I…

I do think they work well in certain areas, 

and I think London, inner city London, if 

you’re talking to people who don’t speak 

English, who are having difficulty 

surviving, who have no house, don’t 

have immigration status; that’s way 

down on their agenda.  However if you 

were a sort of middle class leafy 

English suburb; that’s extremely 

important to people.

I suppose some GPs have a personal 

preference for it.  For example one of my 

partners is particularly keen, and one of 

our salaried doctors is particularly keen 

on nutrition and weight.  He’s s a sports 

medicine doctor, so he is very keen on 

giving weight advice, the overweight 

children, he will not let them get out the 

room before they’re weighed and the 

parents have been talked to.  So I 

suppose it depends on your personal…

…conferences.  That’s the time I see 

them.  They I suppose raise your 

awareness about the medication.  I tend 

to listen to them more if it’s an area that 

I’m interested in to begin with, like 

diabetes.  So yeah, they promote their 

brands a little bit, but you’re well aware 

that drug reps have got an invested 

interest.

So for example QOF, which all GPs are 

very familiar with.  We know that we’re 

paid per point.  Obviously the end of 

March is the cut-off date we have to get 

all our dates, so in February, March 

we’re especially good because we know 

it’s coming to the completion, to the 

deadline doing QOF, whereas earlier on 

in the year you might think you’ve got 

plenty of time and it’s not a priority, but it 

becomes a priority at the deadline.

I mean I think we deliver them because 

of evidence based medicine; that it 

improves patients’ health.  We also 

deliver them I suppose because we 

have to meet our targets, and a lot of 

them are target driven.  So you 

mentioned financially, so I guess 

financially we’re driven as well to meet 

our targets.

They do.  I think the downside of them is 

I always obviously look at them at the 

start of the consultation.  Sometimes 

you get very focused on what you’re 

discussing and you forget.  It slips your 

mind.  If you’re so focused on, and 

that’s completely different from the 

patient’s agenda, they leave the room 

and you think oh.  But they do work, yes.  

They definitely remind you at the start of 

the consultation.

It’s very difficult, because you’re talking 

about something, you see the pop up 

and it say “smoking status”, and you 

have to somehow ask about smoking, 

and the patient sometimes looks at you 

as if to say “why is that relevant to what 

we’re talking about”, and I sometimes 

say “well in terms of health promotion 

it’s our duty to ask all our patients this 

question, and if you smoke it’s my duty 

to really tell you the benefits of stopping 

and why you should stop”,

I think GPs forget about it.  We’re so 

used to treating individuals and that’s 

our job, whereas thinking of population I 

think is harder.  Probably managers are 

good at population.  GPs tend to get a 

bit bogged down on individual.

I think having a trainee I’m more aware 

of public health definitely, and I think if 

you get involved with the finances of a 

practice, you can see that you get 

financial rewards for prevention, health 

prevention, and you can see why it’s 

important.

 I think, again, almost opposite because 

I used to work in a migraine clinic and it 

was a running joke there that once a 

week someone would bring in a cutting 

from the Daily Mail, because there is 

something in the Daily Mail about 

migraine on a weekly basis, about a new 

treatment, so it almost did the opposite 

that, again, I had little key phrases I 

could say to patients like, you know, 

‘obviously if there was a cure then we 

would all be using it’ and ‘no one knows 

what causes migraine but we can treat 

it’, and so I think it might actually be the 

opposite and I’ve shied away now from 

watching these documentaries and 

programmes about medical issues.  I 

think partly because they’re very much 

aimed at the lay person and also they’re 

quite sensational or whatever the word 

is, but the sensationalism, and so I 

don’t find them very helpful.

I mean just realistically…you know when 

you get to that stage when you’ve got all 

the magazines piled up waiting to be 

read and I thought that has to stop and I 

threw them all away and I just thought 

what can I actually realistically do and 

really it is reading the BMJ and I thought 

it is broad-based, it is very eminent.  It is 

set out in a way that I can find the 

information quite easily.  I can’t think of 

other areas I get…

Just to read quickly and actually 

remember what I’ve read.  Because I 

Because of the medical evidence of 

having high blood pressure is not good 

for your health and you are at risk of 

having a heart attack or stroke and I also 

feel that if a patient is in a consultation - 

and I’ve said this to other doctors in the 

practice - if a patient is in a consultation 

and they need an intervention and you 

don’t comment on it, even if you don’t do 

it yourself and I would argue say for 

blood pressure, it takes 30 seconds to 

take a blood pressure.  You are 

condoning that that patient, their 

behaviour and also to me you’re giving 

that message that they are well.  So it is 

important to flag that up to them. 

My personal opinion is GPs can become 

very opinionated on their own personal 

opinions about what they feel is right 

and wrong and it can blinker you and 

that as long as there is some evidence 

base and unfortunately it is the way we 

earn money within the practice. 

I think if I felt that unhappy about doing 

something I wouldn’t do it and I would 

explain to the patient.  Probably the 

thing that comes to mind is PSA - that I 

get asked to do PSA testing by patients 

and it is very difficult to explain to 

patients the limits and again I read 

something in the BMJ a couple of weeks 

ago - I think it was in the BMJ - that it 

will cast even more doubt on any validity 

of using PSA as a screening tool and 

that…oh, it was, it was a pro, for and 

if I offered everybody a flu vaccine and 

everyone said no I would probably 

become de-motivated and stop offering 

it 

I think with the chlamydia screening 

because everyone I’ve offered is actually 

quite well it doesn’t motivate me to offer 

it.  I really could count on one hand the 

patients who are offered chlamydia 

screen have said, ‘oh yes I would really 

like screening’, so that might be 

reasonable.  And this is why I think 

research is really interesting because it 

makes us examine how we’re making 

decisions.  

I’m really happy to see well people.  I 

think that’s when we should be seeing 

people and the aim is that they remain 

healthy and we don’t see them when 

they are ill and I feel quite sad when we 

do see people who really become quite 

unwell with preventable diseases so I 

think I feel…well I would be the 

complete opposite end of the spectrum.  

I think one area for us that is quite 

frustrating is childhood obesity, 

because there’s this constant push to 

do something about childhood obesity 

and there is no evidence that any of our 

interventions make very much difference 

is my understanding whenever I read 

anything and there’s been an epidemic 

of childhood obesity in Haringey. 

 I think historically those patients who 

year after year have declined to have a 

flu vaccine they’re not probably 

educated why they should have flu 

vaccination, because we do recall and 

we do advertise in the practice and we 

do all the standard things to get patients 

to have flu vaccines, it is quite difficult 

to change behaviours and I think just 

offering more and more appointments is 

not going to change behaviours. 

I think the other thing is as well, 

because when I was doing the 

chlamydia screening I think the young 

people who are organised enough to 

come and book a doctor’s appointment 

and turn up on time will probably go and 

get their sexual health checks done and 

you are not getting a very good return as 

in…when you talk to patients they say 

they’ve never been sexually active or 

they’ve got one partner and they’ve had 

their sexual health check and they’re 

pretty organised and probably you get a 

slight feeling of scratching the surface 

and the people who really need the 

screening aren’t even coming to the GP.  

So maybe it’s not the right place to do 

the screening. 

Good return…I mean I’ve not looked at of 

those swabs that I give out who brings 

them back.  We’ve not done that audit in 

this practice as far as I know.  But good 

return as people interested in taking a 

swab mainly because most of them 

Interviewer:	So what makes you talk 

about vitamin D with mums?

Respondent:	Because it is structured.  

Because it is at the eight week check 

and it is a structured interview and it is 

on a template and I have the right leaflet 

so there’s more structure to it.  I think it 

is the opportunistic nature and doing 

consultation and seeing it pop up in a 

box and I think, to be honest, of late I’m 

ignoring that box and dealing with the 

consultation and for me it would need to 

be in a structured way, or I or one of the 

partners said we’re going to actually 

lead on this and make some changes in 

the practice and that’s the way I work. 

Yes.  I mean we have education 

meetings in-house and I think that is 

really, really important that we’re all 

doing the same thing and I think some 

of us have struggled with that concept 

that if you have an idea you just don’t 

start doing it you disseminate it with 

everyone else and so we can all be 

doing the same thing and we discuss 

as a practice and we all do the same 

thing.  So I think that’s really important.  

Even this week I was quite aware that 

the new blood pressure, when NICE 

came out, I didn’t really read through it 

properly, you know, I had a quick look 

and I was very busy and actually we had 

an education session and I’m much 

more up to date, so that has changed 

my behaviour quite a lot because I 

wasn’t quite up to date with the drugs or 

even some of the readings.  So I think, 

for me, it is really helpful.  I don’t have a 

problem with someone else in the 

practice being a lead and knowing more 

than me and telling what they think we 

should do.  Similarly I would like to defer 

to them and I would like them to explain 

why they’re doing it and take 

responsibility for that, and I think it is 

really important to have pinnacle 

meetings locally and go to educational 

events as well.  I quite like a clinical 

meeting I must say or an educational 

event, I learn quite well from that model.  

What I’ve also touched on…something 

We’ve certainly had two babies with 

rickets and I don’t think the Department 

of Health’s advice is being 

disseminated, certainly not to pregnant 

women or mums with new babies on all 

occasions, or maybe it needs 

reinforcing because health visitors 

mention it and parents are usually quite 

surprised when I talk about vitamin D 

with them. 

I think what motivates me is that I am 

aware in the area in which we work there 

is a lot of hidden health needs, and 

when I first came to work at the practice 

five or six years ago our managing 

partner at the time said to me, and I 

think this is very true, on face value 

some of our patients look fairly affluent, 

they look like they’re looking after their 

health, they come for medication, but 

there is a lot of hidden and unmet need 

and I think you have to look for that.

So we’re seeing patients with a lot of 

unmet health needs and actioning those 

and if anything before they then move on 

to another practice.  So I think that those 

are probably the things that motivate me 

to implement any programmes.   

I think historically those patients who 

year after year have declined to have a 

flu vaccine they’re not probably 

educated why they should have flu 

vaccination, because we do recall and 

we do advertise in the practice and we 

I think what motivates me is that I am 

aware in the area in which we work there 

is a lot of hidden health needs, and 

when I first came to work at the practice 

five or six years ago our managing 

partner at the time said to me, and I 

think this is very true, on face value 

some of our patients look fairly affluent, 

they look like they’re looking after their 

health, they come for medication, but 

there is a lot of hidden and unmet need 

and I think you have to look for that.

I think fairly strongly because I do a lot 

of child health clubs in the practice and 

it is such a massive problem in 

Haringey.  I think a lot of children 

brought to me who are actually normal 

weight when the parent’s are 

underweight and thin and I weigh them 

and measure them and I tell them their 

peers are overweight and that’s why they 

look thin but they’re actually normal.  We 

have a poster in our waiting room 

showing a normal sized child and an 

over weight and obese child and quite a 

lot of parents comment on it to me.

But I think also fuelled by the fact that I 

don’t know of any new interventions that 

I can do with children who are 

overweight that is going to make any 

difference.  So maybe feeling a little bit 

powerless to make change and like I say 

feeling that intervening earlier when 

children are very small, even with 

pregnant women, maybe that would 

Yeah, that definitely the self directed 

learning group does a lot of that stuff 

and they’re all local GPs and they’re 

mainly…well it’s a non-principals group 

but they don’t mind if myself and Dr 

Farrar comes.  We are allowed to come 

even although we’re principals, and I 

would say they’re people who are 

motivated by their love of medicine.  

They usually do a few sessions; they’re 

very clinically driven so I learn quite a lot 

from those doctors.  

I think it is actually really…for me it is 

quite satisfying to see well people and 

sell something to them.  It is quite nice 

to see well people and I think a lot of the 

work we do here is with well people.  I 

think it is just maybe having a bit more 

understanding as well.  I know what I do 

in my job but maybe the wider public 

health thing I don’t really understand.  

I’m really happy to see well people.  I 

think that’s when we should be seeing 

people and the aim is that they remain 

healthy and we don’t see them when 

they are ill and I feel quite sad when we 

do see people who really become quite 

unwell with preventable diseases so I 

think I feel…well I would be the 

complete opposite end of the spectrum.  

I think one area for us that is quite 

frustrating is childhood obesity, 

because there’s this constant push to 

do something about childhood obesity 

and there is no evidence that any of our 

Respondent:	We don’t have very much of 

that at the moment.  We certainly had, 

and I think this is really valuable, other 

clinicians.  So, say, the community 

matrons, all the district nurses come in 

and sharing information about the 

patients and I think we still don’t do that 

enough because we have to remember 

to phone and say would you like to come 

to one of our clinical meetings which we 

are due to do to, say, the community 

matron and we don’t have many 

speakers coming in or people coming in 

to educate us and the trouble is as well 

lots of those are offered with some sort 

of drug company or financial thing 

involved with it.  

Interviewer:	Tell me a bit more about 

that.

Respondent:	Well only that we, you 

know, you do go to an event and there 

will be a drug rep and we say we can 

come into your practice, we could do a 

presentation and bring a consultant here 

and it makes you feel a bit wary because 

you wonder how unbiased the 

information will be.  Was it in the BMJ 

last week, they were saying that how 

much medical student engage with drug 

companies-

Interviewer:	That’s in the States.

Respondent:	OK.  That alters their 

behaviour and I thought that was very 

 And there are other things like storage, 

because you can have a flu vaccine out 

of a fridge for a few hours but it does 

mean that at the beginning of the 

surgery you have to go and get some flu 

vaccines, you have to remember to put 

them back in the fridge and I’ve certainly 

wasted flu vaccines, you know, putting 

them on the side thinking ‘I will put them 

back in the fridge later’ and then 

forgetting. 

I think we would always question 

programmes that are given to us by 

external bodies and we would challenge 

them as well if we felt they were 

unworkable and I think there are some 

things that we’ve not done well.  The 

way that we work as well is that we have 

a different lead for each clinical area so 

I would only be responsible for some of 

those and I won’t have the knowledge, 

and you do become a little de-skilled 

when you are in a bigger practice but I 

know who to go to so I can transfer any 

gynae or chlamydia or the cervical 

screening which is our gynae lead.   

I think we would always question 

programmes that are given to us by 

external bodies and we would challenge 

them as well if we felt they were 

unworkable and I think there are some 

things that we’ve not done well.  The 

way that we work as well is that we have 

a different lead for each clinical area so 

I would only be responsible for some of 

those and I won’t have the knowledge, 

and you do become a little de-skilled 

when you are in a bigger practice but I 

know who to go to so I can transfer any 

gynae or chlamydia or the cervical 

screening which is our gynae lead.   

I mean just realistically…you know when 

you get to that stage when you’ve got all 

the magazines piled up waiting to be 

read and I thought that has to stop and I 

threw them all away and I just thought 

what can I actually realistically do and 

really it is reading the BMJ and I thought 

it is broad-based, it is very eminent.  It is 

set out in a way that I can find the 

information quite easily.  I can’t think of 

other areas I get…

I think the other thing is as well, 

because when I was doing the 

chlamydia screening I think the young 

people who are organised enough to 

come and book a doctor’s appointment 

and turn up on time will probably go and 

get their sexual health checks done and 

you are not getting a very good return as 

in…when you talk to patients they say 

they’ve never been sexually active or 

they’ve got one partner and they’ve had 

their sexual health check and they’re 

pretty organised and probably you get a 

slight feeling of scratching the surface 

and the people who really need the 

screening aren’t even coming to the GP.  

So maybe it’s not the right place to do 

the screening. 

Occasionally but I couldn’t say to you, oh 

yes, you know.  I have an aspiration to, 

say, read an hours worth of stuff a week but 

it doesn’t get done

Anyway, I found it quite enlightening to 

read this but what it - really the message to 

me was that we all think differently, it's not 

just a general thing, it's actually an 

individual thing.  I mean sure, there are 

gender, shared gender things and gender 

differences but then there's also differences 

between males so what I realised was 

actually we all wonder around with a mind-

set which is built up over, you know.  One 

of the issues that we came across on this 

course was this whole thing about social 

constructivism, things are a construct.  Now 

I think there's some limitations to that but 

on the whole that’s actually an important 

way of thinking about stuff.  So, you 

know, we all walk around with a 

construction of who we are, what we’re 

about, what health means and all this sort 

of stuff, and opinions about stuff and the 

other person has a different thing.  So the 

whole idea of sitting there arguing about 

what is the best novel in the world is a 

stupid argument, you know.  I mean sure, if 

you want to have it fair enough but I 

stopped having those arguments because, 

okay, you like War and Peace, fine, tell me 

why.  I might think that the Brothers 

[unintelligible 01:23:38] is the best novel 

but I'm not going to try to convince you 

that it is because it's a silly thing, you 

know.  So when people make lists of the 

best albums, you know, all this stuff, 

who’s the most beautiful women in the 

world, all this sort of stuff, I no longer get 

engaged in those arguments, these 

discussions.  Okay, you think so and so, 

I myself, cervical screening I’ll be - I mean 

the thing is, you know, I think this is 

probably true across the board but for 

something like chlamydia screening, being 

a male does put you slightly at a de-skilled 

area to some extent.  I'm the only male in 

this building, well, the assistant practice 

manager is male but the GPs are females so I 

get de-skilled because on the whole the 

women go and that’s fine, I don’t feel, you 

know, disrespected or anything like that 

but that’s what happens.  So cervical 

screening is a similar area because they all 

go to the women.  I might do, I don’t 

know, half a dozen smears a year and my 

heart sinks when somebody comes in and 

wants a smear done but I'd be happy to 

look at them as a member of the practice and 

see how we’re doing and to support the 

people who are doing them to improve our 

figures, if we needed to improve them.

And I went on a minor surgery course 

because we have people who have these 

benign legions that they want removed and 

I felt, you know, we can't refer them to 

anybody and I felt, you know, sometimes it 

was a shame that we couldn’t remove them 

so I went on this minor surgery course and 

so I, you know.  That’s why I went on that.  

And I'm interested in mental health so I've 

been on a, you know, if something comes 

up I’ll go on a day thing.  I quite often go 

off and do that.

Because there was something I wanted to 

look up and, again, you know, I had all 

sorts of good intentions but I haven't 

actually really done anything about it.  

They have these modules, these learning 

modules which all looks like good stuff 

but I just don’t, you know, I haven't 

actually done it.

If you were to say to me, me the jobbing 

GP, for me, I don’t need a long - I went to a 

workshop yesterday and we had a lot of 

long presentations which actually are a 

waste of time.  All I need is 10 minutes 

presentation.  This is the problem, this is 

what we can do and this is the difference 

we’ll make.  And then some minimal 

algorithm and what the kit is that you need.  

I'm not buried in a document.  So that’s 

what I feel I need and I suspect there are 

others as well. 

Yes, I flick through the journals and then if 

it appears interesting I’m reading through 

them, if I do… quite a few e-modules but I 

choose them as I identify my learning 

needs, so if I realise I’ve got a gap there I 

then might do a module or I might sign up 

for a GP update course.

I think it’s an individual style, you see if I 

compare myself to other clinicians or to the 

salaried doctors, you know, I’m trying to 

sort out all the QOFs, I can’t tell you 

whether it’s because of money or not it just 

pop’s up and I like to clear it.  So if there 

would be a pop up for Chlamydia I would 

definitely deal with that.  Other doctors, 

you know they can’t even be bothered 

asking do you smoke or do you still not 

smoke, I can’t understand that, why they 

don’t ask this question but that’s just how 

I tick, so I can’t make them tick a lie 

though, you know.  So I think what 

you’ve just said is an individual thing.

I think it’s… yeah I don’t know the data 

but I think it’s more important than 

people... than kids having MMR, than the 

60 year old with asthma who has a flu jab.

Respondent:	We have a lot of ghost 

patients, so people move to Bangladesh 

who moved out of East London, so I think 

the data is actually much higher, and that’s 

a network wide problem, again you will see 

here, this is probably all Isle of Dogs or 

Wapping, yeah, Merton Street, Harley 

Grove, yeah, St Catharine’s Dock, so 

they’re all kind of like more along the 

Thames.  So that is a current network 

discussion how we’re dealing with those, 

because a lot of patients they register here 

but they live in East London or they live in 

Ipswich or somewhere, so they want to 

register here, and we were thinking of 

removing them or writing to them and if 

they don’t respond then we just have to 

remove them.  But ideally again, I think 

with this I would like to see 100%.

Interviewer:	And again, why do you want 

to see…

Respondent:	Similar to the imms INS, I see 

that as more important... well, more 

important, yeah…

Interviewer:	This is cancer screening.

Respondent:	Yes, so it saves more life 

than giving flu jabs.

Yeah, journals, you know, e-modules, 

discussions, we have clinical meetings 

every Wednesday for two hours where we 

discuss cases and reviewing our prescribing 

or our management, so if I would come 

across, let’s say, a couple of young people 

who were seen, they haven’t been offered a 

Chlamydia test, I’m aware of it, I would 

bring it up in the meeting. 

Let’s put it this way, we have a large 

Bengali community so we get paid by 

doing alcohol screening, yeah, so 

screening the population for alcohol 

because there’s a high... we have a high 

morbidity of alcohol dependency, so 99% 

of the patients I’m asking, the Bengali 

patients, they don’t drink, so I personally 

think it’s not really a valid thing to do in 

Tower Hamlets to do that.  It might apply to 

the rest of the UK, or to Islington, but you 

know Muslim patients don’t drink alcohol, 

they smoke, almost every man smokes so I 

think it’s much more valuable to put more 

money, or to put more resources into the 

smoking.  So do I ask about the alcohol, 

yes I do because I know I get paid for that, 

but I think it’s not well spent money.  

Chlamydia, a high prevalence under 25, do 

I think it’s value, it is valid because also 

Muslim young people have sex, they might 

not admit that, but it’s a really valuable 

screening, diabetes screening, yes, every 

other Bengali patient has diabetes, you 

know, so I think there is a hierarchy 

depending on where you work, what kind 

of population group you have

Being... I’m a finisher so I want to complete 

things, I don’t want to say come back and 

we’ll talk about it next time, I’m trying to 

do that all in one go.

Yeah, but even another partner one time is 

not doing the QOF as I do them, you 

know, he’s not a better or worse doctor, he 

just doesn’t respond to his prompts as I do.

Well, I might earn £3,000 less if I don’t do 

it, but that doesn’t make me a better doctor 

to do that, so other people might be much 

more with the patient, or they might be 

much more patient centred than me, you 

know.  I mean there’s this discussion all the 

time that we all look at the screen, we’re all 

ticking boxes, am I a better GPO, you 

know, ideally I would like everybody to 

tick the boxes but I can’t make them tick 

the boxes.

I think it’s with a network so we have a 

cluster of five practices; it’s like a 

competitiveness thing so you can see how 

you’re scoring in comparison with other 

practices.  So once a year you get that list 

and say, okay you had like 10 screens or 

20 or 30 screens, so that’s quite a good 

thing.

Well with the NISs, I think, they are based 

on good practice; you know achieving 

HBAC1 targets, achieving blood pressure 

targets, so I think they… I can see the 

purpose in them and they’re actually... 

they’re not so… I don’t tick them off and 

they’re disappearing, it’s just something we 

all do in the network so we will try to 

achieve targets, cholesterol below five, 

closer read of four, blah, blah, blah, blah.

Well, we have MDTs, once a month like 

today and our network encourages practices 

to go, I’m on the network board so we’re 

trying to incentivise practices to send a 

certain amount of clinicians and again that’s 

linked to payment, so we get teaching 

payment, so if they don’t attend I don’t get 

money, so that people can’t just pick and 

choose, oh I like diabetes but I don’t like 

STD, that kind of thing.  Yeah, so I’m… 

but again I would go... personally I would 

go even if I don’t get paid for that just 

because I like to broaden my knowledge 

but lots of people don’t.  So I think they 

need to be having a push to go.

I think so.  I think if you do 

something often it becomes 

much easier.  I mean if you do 

it.., if I do it... if I talk to 

someone once a month about 

screening it’s an effort every 

time I do it.  If I do it once a 

day it’ll become second nature 

in the second week.  

Respondent:	I mean maybe it’s 

the diabetes promotion you 

know, the involvement.  I think 

prior to being a network and 

maybe... I don’t know whether 

it’s the money or whatever it 

was, but diabetes suddenly 

became a big priority and I was 

looking obviously at 

dashboards of where we were, 

how we were performing, alerts 

started flashing up at one point 

and kept on reminding us that... 

Interviewer:	What sort of 

alerts?

It depends on what they do, 

what they promote and probably 

also how involved I... I mean 

there are unfortunately a lot of 

human factors involved.  Am I 

in a rush, am I just nipping into 

a meeting, having to disappear 

after 10 minutes, might change 

it.  I mean you know it’s not 

like a missionary where you 

hear a message and after five 

minutes you are so struck that 

you have to stay and leave your 

urgent home visit because it 

just seems more important to 

stay here.  But I think if we... if 

I take something away a lot of 

the time it’s because we then 

make a practical decision and 

say you know, this... yes we 

want to go for it, we want to do 

that and we think about how to 

implement it and then we also 

remind ourselves that this is 

what we want to do. 

Well I mean they... I think 

it’s... basically they... because 

my name is on the PCDS list 

they sometimes... once a month 

I probably get some kind of 

sample sent through the door or 

usually a leaflet from... about 

[s.l. Diprobase 00:42:53] or 

double base or whatever.  So 

partly mainly because I at least 

open them too... or I see the 

letter and before I throw it away 

at least that sticks probably 

better than the ad in the BMJ.

Yeah, I think it’s... I would say 

one of the things that I’ve 

learned about any of the 

enhanced services or studies, I 

would say that included in that 

is, you need constant reminders 

unfortunately.  That’s just how 

most people work.  They focus 

on... we focus on certain things 

and we... widening this by 

another topic or two doesn’t 

work by a single reminder or a 

single email that’s being read 

and you think yeah, it makes 

sense, good we’ll do that, but 

then it’s forgotten.  So you 

need repeated, repeated efforts.

Well thinking about... there’s a 

sense on... there’s no shingles 

test, shingles vaccination.  

Suddenly the roto virus 

vaccination has crept in without 

a big hoo ha.  You know, all 

the debates about HPV 

vaccination in women, none of 

that kind... okay I’ve heard on 

the radio yesterday about 

meningitis C debates and 

whether that should be 

introduced or not yet and upset 

people.  So that’s the things 

that... I mean but shingles for 

example, we were all surprised, 

no-one really was aware that 

there suddenly is a shingles 

vaccination that’s coming in.  I 

wasn’t aware that that’s such a 

bit threat to public health but 

probably it is.  

Well I mean you know roto 

virus is maybe one of those 

things where I wonder... I mean 

I mean we don’t always discuss 

them in detail because changes 

are not dramatic enough, but if 

we notice that on one target, 

one practice is not performing 

well and is dragging everyone 

down, because you get now not 

paid as a practice anymore, but 

as a network, so if you as a 

network don’t achieve a target it 

doesn’t matter, unless three 

practices have achieved the 

target.

If one bigger practice has 

significantly underachieved and 

drags all the other practices 

down then no-one gets any 

money. 

Well, just like there was an article in the 

Observer on Sunday about sugar in diet 

and effects on people’s tastes and 

things, so if it’s adding information to 

something that you already know about.  

And other things that maybe contravene 

what you’ve been told [unintelligible 

0:32:43].  It’s interesting I think just to 

hear that other people’s opinions and 

the lay view.  I think for me still keeping 

in touch with how the public maybe view 

things or think, yeah.  So trying to keep 

in touch that way.

Oh, probably, yeah.  And it - well there 

are definite occasions that you feel 

you’ve reverted to sort of giving 

information that maybe is not totally 

research based because you’ve heard it 

several times and it sounds quite wise 

or makes good sense.  Yeah. 

Oh, gosh.  I can’t remember exactly but I 

think I do remember some - the other 

week that I felt sort of slipped into that 

where I ended up agreeing with 

somebody or promoting something, 

yeah.  I mean I thought well, I’m not that 

worried that wasn’t a research based 

piece of information, that was more me 

speaking.  Yeah. 

I think - I’m just trying to 

think.  I’m not much of a 

magazine reader really, but if I - 

I’m conscious that sometimes 

things will appear on Facebook 

from my friends’ accounts and 

whilst you bring up something 

that they’ve posted there and 

shared with - something from 

the Daily Mail that usually 

sends my hackles rising.

Ooh, funny you should say that.  

It’s funny because years ago in 

Islington I was the flu update, I 

think it was 2007 or something.  

And I remember bringing up a 

little snipped I’d read in one of 

the nursing magazines which 

questioned the use of it that it 

didn’t reduce the incidence of 

hospitalisation or [unintelligible 

1:03:14] something like that.  

So I thought, well, why the hell 

are we doing it?  So, yeah, I’m 

not sure of the evidence for the 

Yes.  I think educational 

approaches do influence me and 

they remind me of the things to 

look out for and they’re a good 

opportunity to network with 

other people that I can ask 

questions from.  I think I was 

conscious of learning the most 

when I went round as a clinical 

mentor in the area for four years 

and then of course I was having 

to keep up to date with changes 

in the area and teaching makes 

you learn because you’re always 

making sure you’re up to date 

in order to be able to share that 

learning with your mentee.  So 

I think that’s probably the most 

useful education exercise is to 

teach yourself.  But having said 

that I do value opportunities to 

go and hear people talk about a 

topic that I might feel that I 

don’t know enough about or 

need a refresher on.  Yeah.  

I think they influence in subtle 

ways and they always come out 

saying, “ We’ve got lots of 

patient information leaflets and 

stuff,” yeah, but they’ve all got 

your logo emblazoned on it and 

yes you’re promoting this thing 

that we’ve been encouraged not 

to use such as the diabetes man 

who came the other day and 

talked about an analogue insulin 

- we’re not allowed to prescribe 

analogue insulins as a general 

rule.  So I’m continually trying 

to get this message across to the 

junior members of my team that 

actually I know that they can 

offer you things but just be 

careful because they get their 

message across in very subtle 

ways and one of my junior 

nurses the other day wanted to 

give me a - I think it was a CD-

ROM about immunisation 

technique or something.  I’ve 

been doing immunisations for 
So I would love it if I ended up 

using my official sensible 

Twitter account more, because 

it has loads of medical things 

on it, but actually I enjoyed the 

other one more and I don’t like 

to mix them up because it just 

gets a bit.

Of course then my anxiety about 

you even use social media at 

all, and what is proper.  I mean 

one of the reasons I made a 

separate Twitter account is 

because I can't bare all my 

[Unintelligible - 24:01] it 

doesn’t look right.

Oh, I don’t really read GP and 

Pulse and stuff very often, only 

when I go to my mum’s, but it 

would be the same reaction as 

with the BMJ.  For some 

reason I have in my mind that 

maybe they would be more 

careful about what ads they 

I have quite a lot faith in the 

UK screening programme

No, if you’re a clinician and 

you’re kind of hands on, it is 

tricky, and you’re glad that 

there are colleagues of yours that 

are in academia that are, you 

know, professors or clinicians 

that are doing research and just 

think, I’m glad you’re writing 

so many letters to BMJ or 

whoever, critiquing stuff, that’s 

great, and also you can have 

some trust in the peer review 

panel

Okay, I trust stuff in the big 

journals, like the Lancet, New 

England Journal of Medicine is 

really, I think is amazing.

No, I don’t.  I actually follow 

them on Twitter

Yeah, definitely, and it’s the 

As I’m not a partner, I haven’t, 

but I saw in Jim’s department, 

who I was covering for, he gets 

sent some stuff sometimes and 

also I grew up in a medical 

household.  My mother was a 

GP and so [Unintelligible - 

37:41], so [Unintelligible - 

37:46] and my house was full of 

the post-its with [Unintelligible 

- 37:49] and all these things and 

now, now that I am a grown up 

and a doctor myself, I can say 

that I find it very worrying 

[Unintelligible - 38:02] is the 

fact that apparently doctors 

believe themselves to be 

immune from, this is what I 

read recently somewhere, 

doctors [Unintelligible - 38:10].

I thought [Unintelligible - 

38:16] but [Unintelligible - 

38:19] and I spent some time in 

America and hung out with 

various doctor [Unintelligible - 

I’m not sure, well, I think I know that it’s 

not very helpful, I mean if it comes back 

negative, so what, if it comes back positive, 

but there’s not an alternative and I certainly 

don’t think we should roll out 

colonoscopies for everyone. 



I suppose partly time but also 

because I don’t know how 

reliable they are.  There is quite 

a lot of stuff locally with the 

CEG.  Particularly recently with 

the EK, the things that have 

come to my attention through 

that because that’s supposed to 

be about recent updates, so I 

suppose I’d look at that.

It depends on what it is.  Do I 

use the lay media?  Yes, but it 

would tend to be for one off 

specialist things like yesterday I 

happened to see a father and a 

daughter.  The daughter’s got 

Di George syndrome which I 

don’t know a huge amount 

about anyway but they were 

asking about support groups.  

So I Googled that, found there’s 

a support group for Di George.  

I read their information leaflets, 

what they produce, so I would 

use it from that point of view.

Within Tower Hamlets, you 

may have come across the 

Clinical Effectiveness group 

who really do a lot of good 

work around all sorts of things 

but primarily cardiovascular 

prevention.  They send us out a 

lot of data about where we are 

relative to other people.

And also they produce a lot of 

information about appropriate 

drug use and hold quite a lot of 

protected learning sessions, so 

the information from them has 

been really helpful in trying to 

focus us particularly on 

cardiovascular prevention, blood 

pressure, diabetes.  We take 

quite a lot of notice of what they 

say and the information they 

produce showing where we are 

relative to our peers.

I think it’s probably the 

intention of … I’m sure it’s the 

The other thing that does 

influence me is because I’m 

involved in writing questions 

for the AKT which is a 

knowledge exam for the RCGP 

and also the RCGP has this e-

learning, have you come across 

that, a knowledge update?  The 

same people write questions for 

it for the AKT.  We’re also 

involved in writing questions 

for the essential knowledge 

challenge which is the online 

test you can do for each EK 

module.  That does involve 

reading stuff, so that does 

influence my practice.

We do try and get feedback from 

people who go to those 

meetings.  We have a clinical 

meeting in the practice once a 

week, doesn’t always happen, 

so people who’ve been to those 

meetings, we do try and get 

formal feedback from them about 

what is out there that’s new that 

we should be thinking about.  

It’s that kind of discussion 

within the practice with 

colleagues that changes practice.  

Obviously those discussions are 

going to be influenced by 

outside things that people have 

read or been to.

If they’ve read some kind of 

update in the BMJ on those 

kind of ten minute conversation 

things, if you see this problem 

it’s worth doing X.  Maybe we 

have a discussion in the practice 

and think ok, we should be 

doing X.

It did, yes.  A few years ago, I 

did a medical ethics MA and 

my dissertation wasn’t quite 

about screening programs but it 

was at the time of the new GP 

contract, was QOF a good thing 

or not, was it good we were 

prioritising whatever it was, 

these illnesses and not taking 

any notice of Parkinson’s 

disease.  In the dissertation I 

made quite a strong argument 

that I thought QOF was a good 

thing, which I do still think and 

at that time, I was taking notice 

of pop-ups.  And I do still think 

on the whole, it’s a good thing 

although that has declined 

somewhat.  For example, the 

PHQ and all that kind of stuff 

made me turn away from QOF 

but most of the time I have the 

box turned off.

It was partly to do with the 

relentless nature of those things 

Before the network program, we would hit 

the 80 percent or whatever it was on 

cervical screening but it was a bit hit and 

miss and it was a lot of work within the 

practice particularly for the nurses trying to 

get people in for their smears.  We hadn’t 

strategically thought about how we could 

try and improve the uptake of those sorts of 

services and it’s only with the creation of 

the network we have more funding.  The 

network has some full time staff, so it has a 

full time administrator and clinical lead.  

Partly because we’ve got a clinical lead, we 

focus more on some of these programs for 

reasons of money.  If the network as well as 

individual practices manages to hit targets 

related to all those various programs, that 

increases the income of not just the 

individual practices but the network as a 

whole.  There’s a bit more peer pressure 

now whereas there maybe wasn’t previously 

to trying to do better on the screening 

programs.

One area we’ve done really well in as a 

network because the clinical lead is 

particularly interested in this is diabetes.  

We’ve hugely improved all the usual 

parameters, blood pressure, HVRCs 

HbA1cs and cholesterol.   So that has 

worked well.  How much the network 

impacts on the day to day level with our 

practice, I suppose not a huge amount 

because so much of the chronic disease 

management now is taken out of the GP 

day to day work and is mostly led by the 

nurses and the clinical leads in the network.
I think apart from - I’m certainly aware of 

it, like you’re aware of like popular 

culture and [unintelligible 0:57:44] we 

don’t have a television so we always get 

very excited when we go to the cinema 

because we see ads.  That’s the only 

time we see ads.  And then the fact 

you’re aware of popular culture, I was 

showing my husband this ad for - I can’t 

remember what it was for, but it just 

showed a lot of men in a landscape with 

a barbecue, like save our men so they 

can barbecue which I thought was quite 

sexist.  He didn’t think it was sexist but I 

thought it was.  So I guess I do see ads 

and I mean the one thing I do get 

delivered is the BMJ and they have quite 

a lot of ads, so I do see them and I’m 

aware of them.

Oh, yeah, there was a lot of stuff in the 

media, wasn’t there?  There was huge 

debate on Radio 4 and stuff and sort of 

saying breast screening… 

It made me go back and look at some of 

the data and look at some of the 

research.  And then I thought, no, 

actually because I’m quite mistrustful of 

news generally because when I look at 

health reporting, it’s so erroneous and it 

makes me think what about all this other 

reporting, how accurate is it?  So it just 

made me go back and it made me sort 

of satisfy myself that I was - and I just 

thought, no, I believe in breast 

screening, but it made me do that.  

There’s part of me that despairs about 

smoking [unintelligible 0:27:21] 

smoking, exercise and diet because you 

feel like you talk about it such a lot and 

it has very little effect.  Or when a person 

decides for whatever reason, with 

smoking for example, and they do - I’ve 

seen very few cases where somebody 

who trusts me at some point in their life 

will kind of go - something will filter 

through.  It’s just usually actually more 

because they get ill in a different way 

and they’ll think, okay, I need to give up.  

But I’ve never seen my advice about diet 

or exercise particularly bearing fruit.  

And then to me it just makes me feel 

actually I’m just not doing it well enough 

and I went on a course just a few 

months ago about motivational 

interviewing, all about smoking and 

alcohol and things because I kept 

thinking what is it about what I say that’s 

not really helping people, it must be 

possible to talk about these things 

differently to influence people.  I have 

patients coming along and say, “I went 

to see an alcohol worker, and they were 

amazing because they said this and 

they said that,” and patients say that to 

you and then you think - and what that 

makes me think is there must be a way I 

can do this better to convince people. 

Yeah, no, I don’t.  Again, it probably 

comes from - because I grew - again, 

grew up in Africa, it’s like I spent all the 

time listening to the BBC World Service 

and news was a big thing and I grew up 

reading all these like Newsweek and 

Time magazine and something about 

being stuck out, you know, suddenly 

news is very - world news is very 

important.  And so I think I’ve always - 

and again because Nigeria was such a 

restrictive country and sort of military 

coups, journalism and news was so 

important.  And I think I got a bit 

disillusioned, I realised how much I 

would - particularly as a doctor, reading 

about the NHS and health I just find so - 

I just find a lot of it’s so just sort of one 

sided, not the full picture.  So it’s 

always been a big deal to me, yeah, 

news and what comes out in the media 

and the accuracy or whatever, so that’s 

why I kind of, yeah…

 The vitamin D that’s a difficult 

[unintelligible 1:06:11] because this is a 

practice where everyone kind of argues, 

not in a nasty way, but everyone’s kind of 

saying, “Well, I’ve looked at these 

randomised control trials and I think 

you’re wrong about this.”  This is what 

the GPs here do.  And then we’re putting 

everybody on vitamin D and people said, 

“No, there are risks with vitamin D and 

we shouldn’t be putting everyone on 

vitamin D,” and then - so vitamin D is a 

difficult one to talk about right now.  For 

kids, pregnant women, absolutely fine, 

but we’re having this thing where testing 

people and…

Because I think that’s my kind of - 

because I was slow to believe that you 

could find rickets.  I think because we’re 

in Britain, you know.  We’re in Britain 

and I grew up in Africa and it’s like how 

are you going to have rickets here.  And 

then I was really puzzled when I saw the 

low vitamin Ds, but now I also think, 

well, I’m not sure what low vitamin Ds 

mean, you know.  

There’s part of me that despairs about 

smoking [unintelligible 0:27:21] 

smoking, exercise and diet because you 

feel like you talk about it such a lot and 

it has very little effect.  Or when a person 

decides for whatever reason, with 

smoking for example, and they do - I’ve 

seen very few cases where somebody 

who trusts me at some point in their life 

will kind of go - something will filter 

through.  It’s just usually actually more 

because they get ill in a different way 

and they’ll think, okay, I need to give up.  

But I’ve never seen my advice about diet 

or exercise particularly bearing fruit.  

And then to me it just makes me feel 

actually I’m just not doing it well enough 

and I went on a course just a few 

months ago about motivational 

interviewing, all about smoking and 

alcohol and things because I kept 

thinking what is it about what I say that’s 

not really helping people, it must be 

possible to talk about these things 

differently to influence people.  I have 

patients coming along and say, “I went 

to see an alcohol worker, and they were 

amazing because they said this and 

they said that,” and patients say that to 

you and then you think - and what that 

makes me think is there must be a way I 

can do this better to convince people. 

I just have not picked up a few but very, 

very few positives.  And then it’s if you 

just sort of think oh [unintelligible 

0:37:44] you just feel you have to do it 

But what we see is when there are false 

positives and people come with anxiety 

and that’s a huge amount of work and 

investigation and input that is - doesn’t 

get captured really in the whole story of 

screening.  So I think that’s also quite 

interesting.  There are people who will 

respond and who will just go through it 

quite kind of obediently if you like and 

great, you know, so that works well and 

that’s good.  But it’s the people who 

don’t response or the people who have 

[unintelligible 0:20:57] very, very 

sporadically, they’re the ones we end up 

- and I guess there’s a challenge in 

there and that’s kind of - that’s also kind 

of more - it’s interesting. 

But if people will - especially with 

people where they know that something 

has gone wrong for somebody else.  I’m 

just thinking obviously cervical 

screening and we have the ones - even 

things like CIN1 and women - you’ve just 

got some abnormal cells and it’s mildly 

abnormal, but that’s enough to just 

absolutely worry people.  And I had a 

result the other day and the woman was 

incredibly anxious saying, “CIN1, mild, 

just mild changes, repeat in three 

years.” And actually the amount of 

anxiety - I’m sure that she’s going to 

come back many times before the three 

year interval.  And it was like the number 

of times I might say ‘til I’m blue in the 

face of course in the last studies and 

they looked at thousands of women and 

Yeah, I suppose it’s - again I think it’s 

like when you - particularly when you’re 

sort of aware of something you kind of 

you feel kind of quite driven, you think I 

want to go out and find all those people 

with Chlamydia [unintelligible 0:39:06] 

HIV very importantly and save them and 

treat them, and you sort of do that a lot 

and then nothing comes back positive.  

And this sounds [unintelligible 0:39:12] 

because it’s great for the person but 

actually you just sort of thing what’s the 

point of all these tests I’m doing.  So 

you know rationally it’s the right thing to 

do and I’ll keep doing it, but there isn’t 

any - I think the reason I love my job is 

it’s fascinating and you do have 

interesting every day.  But it can be that 

if you’re just doing lots of things like that 

everything is just sort of negative it’s 

just a bit, yeah.

Yes, yeah.  Some GPs were sort of 

saying we shouldn’t be putting people - 

therefore we shouldn’t be testing them.  

Does it make any difference to adults if 

they’ve got low vitamin D and if they 

haven’t got full blown osteomalacia why 

are we testing everyone?  Because 

everyone we test quite honestly has got 

low vitamin D levels, what does this 

mean?  Because we began to test, got a 

bit alarmed, agitated, excited that 

everyone - but then began to give vitamin 

D to people, then we thought well, 

actually what does it mean.  Because 

actually because we’d been doing the 

tests more we’re picking it up more.  So 

we’ve sort of reined back a bit and then 

tried…

I mean I’m trying to think of what, you 

know, people with osteoarthritis of the 

knees and they’re really overweight and 

it’s like it’s impossible to talk about 

managing it without talking about that as 

well.  I had a woman who’s got 

psoriasis so badly in the groins and 

inner thighs and things and it’s really 

being perpetuated because she’s really 

overweight and just skin creases and 

things.  So what I mean is it comes into 

lots of things and so I do end up talking 

about weight and about smoking.

Yeah, I mean I’m really surprised by 

that.  It’s just like 3% when it feels like 

we’re screening lots of people.  And 

then again it makes me wonder whether 

I’m making assumptions, when I’m just 

thinking of that as a percentage of our 

young people and perhaps not even 

certain kind of racial or cultural groups, 

so I just assume everyone’s kind of you 

know that unless they come with a 

problem we’re not necessarily offering, 

you know, and certainly there are - say 

our Bengali community, lots of girls 

don’t have sex before they’re married, so 

we’re not offering that to them.  We don’t 

necessarily offer it all to them after 

they’re married unless they have 

gynaecological symptoms.  So maybe 

it’s just that there are lots of - and our 

Somali community as well.  

[unintelligible 0:46:25] assumptions and 

not screening or offering screening.  

Lots of people we offer screening to of 

I think people who don’t want to be 

screened, why they agree in the end.  It 

may be nothing to do with statistical risk 

or relevance, something emotional - and 

now that I’m trying to sort of say that all 

people are emotional, but to be honest I 

think all of us however educated we are 

work on quite irrational levels.  It doesn’t 

mean we may rationalise it and not quite 

admit it. 

I guess I was just ambivalent - it’s kind 

of feeling almost kind of despairing and 

thinking no, I can’t despair, I can’t sort 

of get into that there’s no point doing 

anything.  I’d sort of decided that a few 

years ago, it’s like you can’t go that way.  

Once you do that - yeah, once you do 

that you sort of don’t - you’re not sort of 

believing in people as well.  And I think 

every so often you see - you do see 

someone changing and then you think, 

okay, you know, it’s what - it is possible.  

So, yeah, I think one of my things, this is 

a kind of personal lesson is kind of not 

becoming apathetic or cynical or kind of 

thinking no change is possible.  Yeah.  I 

do think one feels that personally as a 

doctor particularly it communicates 

itself in sort of consultations and what 

you expect of patients as well.  Yeah.  

So I think that’s an important thing.

I guess in the same way that - you see 

our practice we have a kind of policy 

where we don’t see drug reps full stop.  

Nothing at all, which I think is great.  My 

previous practice wasn’t like that.  I just 

think that - I know it’s very difficult, but I 

just think that educationally they 

shouldn’t have pharma sponsoring 

them, and I’m always a bit suspicious.  

It seems like everything you go on - not 

the HIV course, actually, which was 

really good.  They only had things from 

charities like Positive East and stuff, 

HIV and the [unintelligible 0:56:58] 

Terence Higgins Trust.  [unintelligible 

0:57:00] motivational interviewing one 

because that was run by London LMC, 

but I went to a women’s health one and 

a menopause one and they had tons of 

drug reps.  I didn’t really go and speak to 

any of them, so I kind of - you know I’m 

sure I just know it’s a mistake to kind of 

go I’m not influenced by any sort of you 

know marketing, because even in the 

BMJ there’s advertising.  So maybe at 

some level I think because it’s so 

ubiquitous that maybe it does but I just 

generally try not to go and look at stands 

and …

That’s been a difficult one because of 

course it’s a new one, especially 

women who’ve had kids before and 

they’re saying, “Well, I’ve been fine the 

previous pregnancies, why do I need 

one now?”  And you try and convince 

them and some do take it up and some 

don’t and lots people - there’s a 

significant minority of people who have 

strong views about immunisation and 

who feel like it’s some kind of plot or 

conspiracy and weakens their immune 

system and of course they don’t.  And of 

course we’ve increased how many 

immunisations we’re giving which I think 

for some people is viewed with great 

suspicion, why is this.

Flu more accepted, it’s been around 

more, and again there’s a small minority 

of people but this is more at the elderly 

population who sort of - who are very 

kind of fixed on I had a flu vaccine and 

then I got ill.  I have managed to 

convince a few people and say, “Look, it 

is coincidental, it doesn’t protect you 

against all infections, against the worst 

flu vaccines, and I think what happened 

was you picked something else up.”  

There are some people who are quite 

convinced that, yeah.

I actually find screening quite - and I 

mean of course it’s an incredibly 

important thing but part - I think I find it 

quite difficult partly because it’s quite a 

sort of - to me it’s very necessary but it’s 

also a bit - forgive me for saying this, it’s 

a bit boring as well, because really it 

involves contacting lots of people, it’s 

not particularly, you know, lots of people - 

the clever bit is - not the clever bit but 

the - you’re obviously trying to deliver 

balanced information about screening, 

about the pros and cons and I think I’m - 

but I’m one of those people who I will 

also kind of talk about both sides of it.  

And sometimes I wonder if I’m not a very 

good person almost to deliver the 

screening because the truth is that once 

you sort of do that people will go, “Oh, 

really?”  And it’s whether, you know, it’s 

possible - you told me about this the 

other day, it’s possible to be persuasive 

and persuasive, you know, it’s possible 

to - you can really - if you just sort of not 

say a few things, it just all seems kind 

of positive.  I know it’s a difficult thing 

because I still - I believe in screening 

totally and I believe obviously - even 

because things that are kind of a breast 

screening recently and false positives 

and all of that I still, you know, I still 

think having looked - I haven’t looked at 

all the data, but having looked at some 

of the data and what other people say 

that it does save lives in breast 

screening [unintelligible 0:20:12] 

negatives, but I do feel like we have to 

I actually find screening quite - and I 

mean of course it’s an incredibly 

important thing but part - I think I find it 

quite difficult partly because it’s quite a 

sort of - to me it’s very necessary but it’s 

also a bit - forgive me for saying this, it’s 

a bit boring as well, because really it 

involves contacting lots of people, it’s 

not particularly, you know, lots of people - 

the clever bit is - not the clever bit but 

the - you’re obviously trying to deliver 

balanced information about screening, 

about the pros and cons and I think I’m - 

but I’m one of those people who I will 

also kind of talk about both sides of it.  

And sometimes I wonder if I’m not a very 

good person almost to deliver the 

screening because the truth is that once 

you sort of do that people will go, “Oh, 

really?”  And it’s whether, you know, it’s 

possible - you told me about this the 

other day, it’s possible to be persuasive 

and persuasive, you know, it’s possible 

to - you can really - if you just sort of not 

say a few things, it just all seems kind 

of positive.  I know it’s a difficult thing 

because I still - I believe in screening 

totally and I believe obviously - even 

because things that are kind of a breast 

screening recently and false positives 

and all of that I still, you know, I still 

think having looked - I haven’t looked at 

all the data, but having looked at some 

of the data and what other people say 

that it does save lives in breast 

screening [unintelligible 0:20:12] 

negatives, but I do feel like we have to 

But if people will - especially with 

people where they know that something 

has gone wrong for somebody else.  I’m 

just thinking obviously cervical 

screening and we have the ones - even 

things like CIN1 and women - you’ve just 

got some abnormal cells and it’s mildly 

abnormal, but that’s enough to just 

absolutely worry people.  And I had a 

result the other day and the woman was 

incredibly anxious saying, “CIN1, mild, 

just mild changes, repeat in three 

years.” And actually the amount of 

anxiety - I’m sure that she’s going to 

come back many times before the three 

year interval.  And it was like the number 

of times I might say ‘til I’m blue in the 

face of course in the last studies and 

they looked at thousands of women and 

even with CIN2 when they left it alone it 

never went to cancer.  It doesn’t matter 

how much you say that, once you tell 

someone they’ve got mildly abnormal 

cells, it’s just - it creates huge amounts 

of anxiety and we pick all that up.  The 

doctors pick that up.  And I have - and 

that’s the other thing I wonder how much 

- you don’t count the cost of the 

consultations around - say even about 

MMR and the discussions we have 

around, do you know what I mean.  And 

of course screening is worthwhile but 

that’s the sort of unseen cost of it and 

the difficulty about discussing it.

We try and incorporate it into every 

consultation, try and use the 

[Unintelligible name 0:36] Stott & 

Davies model of health promotion so 

depending on what they’ve come in with, 

it gets a lot of time or not very much 

time.  I quite like the prevention side of it 

so I try and spend more time on those 

people who I think are ready to change, 

in a cycle of change.  We’ve had some 

motivational interviewing and coaching 

training here so we try and incorporate 

that.

It’s part of our PMS contract review.  All 

new patients should be offered an HIV 

test, having picked up four in the last 

year HIV cases, so Lambeth were the 

highest HIV in the country or the world, I 

don’t know.  So there’s a heavy push 

from the CCG, one of its seven health 

goals is to diagnose more HIV cases 

early.  So from CCG to internally and part 

of our contract, there’s all these different 

reasons why we have to.

Interviewer:	I suppose also like with 

HIV, it’s infectious and there’s a latent 

phase where you could be infectious to 

other people without realising but in 

terms of HIV, it’s a different type of 

condition altogether for you which is the 

message I’m getting.  You mentioned 

this is in the PMS contract so does that 

mean you have to do this otherwise 

there’d be penalties or if you do more 

you get money?

Respondent:	You get money taken 

away.

Interviewer:	So there’s a stick, basically?

Yeah, if you’re sick, it’s horrible.  If 

you’re poor it’s horrible.  If you’re sick 

and poor, it’s a double whammy.  I’m 

from a working class background, I 

remember what it’s like being poor so 

that inspires me further to try and look 

after my patients well.  In a way, that’s 

another reason for the prevention side of 

things, you don’t want to become sick if 

you’re poor.

I like exercise, I’m always promoting 

exercise and walking.  I like walking, 

went to Kilimanjaro last year so I think a 

good walk makes you feel good.  Not 

just physically but mentally as well.  A 

lot of my patients sit around watching 

telly, it’s wasting your life.  Go out there, 

enjoy it, it’s a beautiful sunny morning, 

why are you watching daytime TV?  

That’s what I would ban as a 

government, daytime TV.

No, our other doctors are all fitness 

freaks, all cycle to work, none of us have 

cars or none of us bring cars here 

anyway.  We cycle to our home visits.  

Other doctors do marathons and all 

sorts like that.  We like exercise, yeah.  

Our patients don’t like exercise very 

much!   Do you like exercise?

It’d be worthwhile, I think.  A local doctor 

goes into the local pub and holds a little 

group, I think it’s quite powerful.  This is 

my community, I live here locally, a lot of 

our patients are friends and neighbours 

For flu, some of it’s financial because 

the evidence public healthwise, the 

jury’s still out.  You’ve got to immunise 

17 million people to prevent 2000 

deaths.  So I think the evidence is why 

we’re a bit lower down in terms of why 

we pushed flu but I think you just 

become a practice population that they 

come and ask for it as well.  I think it’s 

both ways.  Patients ask for it and we’re 

good at giving it.

Chlamydia?  Probably because no-one’s 

going to die from it, I think, that’s one 

problem.  Two, it’s because it doesn’t 

give any symptoms where you think 

maybe this could be caused by it.  

There’s people walking around with it 

don’t know they’ve got it.  I don’t know 

why.  It’s a puzzle.  What’s your reading 

from it?

I like the NHS health check.  Trouble is, 

most of them come to the nurses to do.  

When they do come to us, I like doing 

them because it’s something nice, have 

a little chat and usually you’re having to 

solve eight different problems in a few 

minutes but they just come for this one 

check and you can do some health 

promotion.  I quite like it.

Interviewer:	You yourself believe in the 

NHS health check.  Is there anything you 

don’t quite believe in?

Respondent:	Maybe flu.

Yeah, Africans usually.  That’s another 

powerful way to change practice, to pick 

up a case and that’s what makes you 

think of it in other cases too.  Chlamydia 

I only picked up very infrequently which 

was another reason I didn’t offer more 

testing.   But HIV is the big one at the 

moment.

I’m one of the older GPs here so I see a 

lot more older patients, so I think if I’d 

see younger patients more often, I’d 

think of it more.  I did do some 

screening but not as much as I felt I 

should be doing.  It didn’t click in my 

mind as well as the other screening 

programs.

Because I’ve been here 18 years, so 

people you grew up with are getting 

older, they come and see me first.  We 

run a walk in service so they request 

who they want to see.  Invariably, I see a 

lot of the people who’ve been here a 

long time.   The younger patients go and 

see the other doctors.

Most doctors have a passion for 

improving patient care.  I think that’s the 

main driver.  The other things on top of 

that help to make that passion into 

reality.  For our team here, we focus fully 

on quality with regular team meetings, 

regular education.  We have the 

reminders telling each other where we 

missed out on something, so feedback.  

I think for us we want to do a good job, 

that’s the primary reason and the other 

things like education and reminders and 

feedback are secondary.

The evidence about GP education is 

pretty poor.  You go to a three hour 

lecture on endometriosis and how far 

that changes practice is pretty minimal.  

We find that in-house team meetings 

have been great for ourselves, much 

more educational, so we set up a North 

Lambeth practices protected learning 

time which has now extended to the 

whole of Lambeth.  The whole of 

Lambeth now closes four times a year 

and we organise educational events for 

them via the CCG now which we’re very 

proud of because everyone in Lambeth 

is now doing hopefully four things the 

same.  We have a monthly, closing the 

practice three hours, we look at all the 

data, look at the problems and then we 

do our in-house learning in terms of 

child protection and looking at all the 

different campaigns that are coming up 

and how we did last year, what we can 

do better this year. 

I’m one of the older GPs here so I see a 

lot more older patients, so I think if I’d 

see younger patients more often, I’d 

think of it more.  I did do some 

screening but not as much as I felt I 

should be doing.  It didn’t click in my 

mind as well as the other screening 

programs.

I think a lot of doctors like the patients 

themselves don’t like pills, the side 

effects.  They’ve got their own thinking 

as to what the patient wants without 

checking and they put it off.  

Procrastination, that’s the biggest 

problem in human nature.

For antibiotics, people think patients 

want them, the evidence is opposite.  

For high blood pressure, doctors think 

their patients won’t take too many pills.

I’m really looking forward to the new 

changes with public health going to the 

council.  We’ve been disappointed that 

public health in Lambeth has been 

focused on writing big strategy 

documents and having campaigns or 

outreach work at all, not how I imagined 

public health to be.  We need strategies 

but we also need help in the field, which 

is much better what was done in public 

health in third world countries, they go 

out there and do it.  Whereas in 

Lambeth, our public health has been 

sitting in their offices and doing very 

little campaigns or field work.  So they’re 

quite an academic lot, our public health 

in Lambeth.  I’m hoping that by going to 

the council, there’s going to be big 

changes.  

	So we’re doing our own things.  We’ve 

set up a gardening group for patients to 

improve their mental health, set up a 

reading group, volunteer groups, walking 

groups.  Once again, the funding for 

these things is always short term that 

I’m able to claim for and not 

sustainable.  I think GPs should be 

given the public health budget 

themselves, so that this is your ₤10,000 

or ₤20,000 for the year, do what you think 

you can do with it to improve the public 

health of your population.  I would set up 

support groups for diabetics or a walking 

group. Some of the stuff we pay out of 

our own money, just because we think 

it’s important to keep people well.  

I think a lot of doctors like the patients 

themselves don’t like pills, the side 

effects.  They’ve got their own thinking 

as to what the patient wants without 

checking and they put it off.  

Procrastination, that’s the biggest 

problem in human nature.

Yeah, I think a lot of it evidence based, 

the QOF.  If you are doing it, you’re 

providing good care and when it’s low, 

like at the moment we had a computer 

change and went to EMS web so we lost 

a lot of time and data.  We feel really 

bad this year, that we’re about 120 

points down.

It’s only ten percent of our budget, QOF, 

it’s not a huge amount.  It helps but a 

few thousand pounds here and there 

isn’t making that much difference.   It’s 

more the quality in terms of doing it, that 

we look good in terms of our peers, that 

helps us to feel good.

Yeah, Africans usually.  That’s another 

powerful way to change practice, to pick 

up a case and that’s what makes you 

think of it in other cases too.  Chlamydia 

I only picked up very infrequently which 

was another reason I didn’t offer more 

testing.   But HIV is the big one at the 

moment.

It’s the one that springs to mind.  I mean I 

don’t really read these magazines too often 

in terms of the adverts, I try and just skip to 

the [unintelligible 0:18:36] front page or 

two because I just want to get a feel 

politically what’s going on.  But hand on 

heart that’s the one I can remember.

And I was on a long drive and it was Radio 

4 and it was about the language that GPs 

use and it was lay people talking about 

their experiences of back pain, that was it.  

And they said, “I went to my GP or 

specialist and they said, “You’ve got some 

wear and tear in your back,” and they went 

on to describe why that use of that term 

profoundly affected them.  Oh, you’ve got 

some crumbling in your back, that I could 

understand a bit more being a bit worrying. 

But even certain terms that you use on a 

day to day basis and the effect it has on 

patients, to get that feedback indirectly on a 

theme - a term that I used did make me think 

should I be using this.  So I changed my 

phrase to - I always draw the vertebra and I 

draw the discs as cushions.  I say the 

cushion isn’t as spongy, there’s a little bit 

more rubbing than there should be.  So I’ve 

tried to change that to saying there’s a bit 

of wear and tear in your back, if you see 

what I mean, because in my own mind I 

haven’t had any feedback on that, but in 

my own mind I felt that was gentler than 

saying wear and tear. 

No, I just happened to listen - it just was 

one where I just by luck was just listening.  

From an organisational point of view we are 

what we call an [unintelligible 0:03:31] 

APMS contractor which basically means 

that we need to bid for these practices 

against other competitors.  So one of our 

key selling points is that we need to be 

able to show that we’re equally effective, 

not more effective clinically in terms of 

achieving targets than our competitors.

You can say you’re good and you can see 

you [unintelligible 0:03:49] deliver high 

quality care, but actually nowadays I think 

you need to be able to prove that.  And so 

over a whole range of markers, not just 

public health indicators, we’re quite in tune 

with what is recorded and what’s 

measurable and what PCTs and 

commissioners look for.  And some of these 

public health markers fall heavily in that 

basket of things that people look at.  I 

mean of course you talk about access QOF 

which are really probably more important 

but these are important and we do like to 

tell people when we’ve done some good 

work.

I mean we will do them anyway, whether 

there are league tables or not, we will do 

them, for the reasons I mentioned about us 

having to build a portfolio of achievement 

in order to bid for more practices.  But if I 

was a GMS contractor I would - yes, that 

would influence me, because like I say my 

peers would be seeing my performance and 

I think that does influence how you work 

[unintelligible 0:09:30].

I mean our livelihood - I mean we started 

with nothing.  We started with no practice, 

it wasn’t like we had an existing 

partnership that we joined, we actually 

[unintelligible 0:04:33 came out GP 

registered] came out of GP registrar year 

with no jobs.  So we were in a situation 

where we had to pretty much fight for the 

initial contracts.  So in order to get these 

contracts you have to demonstrate that 

you’re - so I think the driving force was 

that we wanted to grow our business.  We 

wanted to grow our surgeries, you know, 

we started off with like 1,500 patients in a 

single list, six of us.  So there’s that hunger 

that we needed at the beginning and then 

that culture has just become embedded.  So 

we don’t need to be as aggressive as we 

were there in chasing these targets, but 

that’s part of our culture now.  So perhaps 

we grew up with that [unintelligible 

0:05:09]. As GPs.

From a personal point of view that’s just 

the way I like to work.  It’s just something 

where I just try and achieve as high as I 

can. 

I mean our livelihood - I mean we started 

with nothing.  We started with no practice, 

it wasn’t like we had an existing 

partnership that we joined, we actually 

[unintelligible 0:04:33 came out GP 

registered] came out of GP registrar year 

with no jobs.  So we were in a situation 

where we had to pretty much fight for the 

initial contracts.  So in order to get these 

contracts you have to demonstrate that 

you’re - so I think the driving force was 

that we wanted to grow our business.  We 

wanted to grow our surgeries, you know, 

we started off with like 1,500 patients in a 

single list, six of us.  So there’s that hunger 

that we needed at the beginning and then 

that culture has just become embedded.  So 

we don’t need to be as aggressive as we 

were there in chasing these targets, but 

that’s part of our culture now.  So perhaps 

we grew up with that [unintelligible 

0:05:09]. As GPs.

They don’t influence my practice.  I kind of 

- but that’s because at the outset I was kind 

of like I don’t really want to see these guys.  

Because often the thing is we like to think 

we have a reasonable knowledge of 

prescribing and what the local guidelines 

say.  So often they’d be marketing 

something that actually is slightly out of 

the guidelines or it’s a branded thing and 

we don’t prescribe by brand anyway.  So it 

was almost like well, this is a negative 

thing from the beginning.  So I can say 

with hand on heart they didn’t affect my 

prescribing or [unintelligible 0:16:15].  I 

can see how they might affect people’s 

behaviour [unintelligible 0:16:17] but…

You do and they are - I mean that’s slightly 

different.  I think if there’s say - there was 

one I can think of which was Zamiol 

[unintelligible 0:17:00] the scalp thing 

[unintelligible 0:17:03] bethamethasone 

and a vitamin D thing in it.  And I often 

struggle a little bit with psoriasis of the 

scalp.  Well, if Diprosalic [unintelligible 

0:17:10] scalp application doesn’t work 

what do you do next?  And that had been a 

learning need for me[unintelligible 0:17:15] 

but I’d never really addressed it.  And then 

I see this advert and it made me look at 

what is the constituent ingredient?  Well, if 

I have to prescribe it, I’ll make sure I 

prescribe it generic, but I just want to know 

what it is because I’ve never - so in a way 

that could influence me to think more about 

gaps in my knowledge?

Yeah.  But sometimes though the process, 

you know, it maybe evidence based but the 

process [unintelligible 0:26:44]  … you 

have to ask your self …practically to 

implement.  How easy is that.  The evidence 

base is - well, the NICE guidelines talk 

about fertility and X number of cycles.  

Doesn’t happen.  There are other factors that 

influence.  And often it is cost and time and 

things like that.

Trust that this is a book [unintelligible 

0:23:59] sent to all GPs.  I’ve no real idea 

whether these guys are funded by anyone 

or there’s drug companies involved.  But 

the only thing I would say is that when 

you go through the guidelines I can’t see 

any - and I’ve been through a lot of these, I 

don’t - they don’t recommend certain 

brands or certain medications they talk 

about a prokinetic or a this or - a class of a 

drug.  So I don’t know really what the 

background to this is.  There are adverts in 

here, but I suppose what do I - at what 

stage do you analyse these things you 

know.  But I just found - I found them - 

that they filled a knowledge gap for me.

I think it’s difficult to change people’s 

lifestyles.  And I think we’re competing 

with lots of other things that mitigate 

against it.

Yeah.  That’s right.  And it’s a bit like 

what you were saying with how do you 

get a change in your practice.  I mean if 

you can identify a patient who is actually 

concerned enough and you get them at 

the right moment then I think you can 

definitely on an individual basis I think 

you can make a massive difference.  

Like I’ve successfully had patients stop 

drinking because it happened that I was 

just there at the right time for them, but 

on a population basis I suppose that’s 

the harder thing to do.

I suppose it slight depends.  I think for 

example if you looked at childhood 

immunisations then I would say that 

that’s a role of several different groups 

of professionals.  I mean I think it’s the 

role of health visitors, GPs, midwives to 

a certain extent.  If you’re thinking about 

smoking then I think that’s a much more 

complicated beast really because that’s 

also to do with social policy and tax and 

all those things and big companies. 

Yeah.  That’s right.  And it’s a bit like 

what you were saying with how do you 

get a change in your practice.  I mean if 

you can identify a patient who is actually 

concerned enough and you get them at 

the right moment then I think you can 

definitely on an individual basis I think 

you can make a massive difference.  

Like I’ve successfully had patients stop 

drinking because it happened that I was 

just there at the right time for them, but 

on a population basis I suppose that’s 

the harder thing to do.

Well, I suppose the two other things 

would be the QOF QOF payments 

because that’s about 20% of the 

practice income is kind of target driven.  

And since April this year we’ve had - 

well, I wouldn’t call it a negotiation, I 

would say a new PMS contract imposed 

on us from NHS Southeast London 

which has got quite a stringent financial 

penalties for not reaching targets 

associated with loss of income.  And 

that’s particularly in - well, it’s for 

everything actually.  It’s for 

[unintelligible 0:04:46] childhood imms 

and for flu targets.  

So the contract works by, yeah, exactly 

by that.  So there is a lower - there are 

three bands, A, B and C, I think, and 

you’re expected to basically be at B.  If 

you get better than B which is a certain 

percentage then you get a little bit extra 

money and if you get worse then you get 

money clawed back. 

I’m not averse to financial incentive.  I 

think that financial incentive works, 

probably.  But so I think that there were 

some good things about QOF and I think 

it has achieved some change in 

behaviour.  But I think that what’s 

happening now is that the kind of swing 

of the way that GPs are funded towards 

so much target driven payment means 

it’s basically quite difficult to fund the 

infrastructure that keeps the surgery 

going.  So as a result of the new 

Well, because we had Chlamydia 

screening, we had Chlamydia screening 

coordinators.  We had Chlamydia 

screening programmes.  We had people 

obsessing over PCT performance 

targets.  We had Chlamydia 

conferences and, you know, all of which 

is good for Chlamydia but how do you 

balance that over time that was spent on 

other things.

Yeah.  I mean if patients came and 

said, “I really want a flu jab, Dr 

[unintelligible 1:00:48 Dr May],” I’d be 

delighted and give them a flu jab.  But 

the idea that I should be spending lots 

of time persuading flu jabs who don’t 

want them, I find nauseating.  There’s 

plenty of information about flu.  We 

provide five flu clinics a week.  If people 

want flu jabs there are flu jabs.  I don’t 

really believe that it’s my role to badger 

patients to have one, but that’s not a 

commonly held view, I know.

Yeah.  And I think that the kind of 

behaviour of the young - particularly 

young gay men in Lambeth I think is 

really, really worrying.  And the kind of 

drive towards pre-exposure prophylaxis.  

I mean this seems completely mad to 

me as a concept.  I mean surely we 

should be encouraging behaviour 

change, but obviously I understand that 

behaviour change is tricky.  So, yeah, I 

think there have been some unintended 

consequences.  And I think it was one 

of those programmes that took up a lot 

of NHS management time and thought 

and I don’t know 

Well, I have a problem with flu which is I 

don’t really believe in flu.  I don’t know.   

Yeah.  I mean if patients came and 

said, “I really want a flu jab, Dr 

[unintelligible 1:00:48 Dr May],” I’d be 

delighted and give them a flu jab.  But 

the idea that I should be spending lots 

of time persuading flu jabs who don’t 

want them, I find nauseating.  There’s 

plenty of information about flu.  We 

provide five flu clinics a week.  If people 

want flu jabs there are flu jabs.  I don’t 

really believe that it’s my role to badger 

patients to have one, but that’s not a 

commonly held view, I know.

Yeah.  It is good.  It is good and also 

it’s like now everybody’s diabetic aren’t 

they because the HbA1c level for 

diagnosing diabetes has been reduced.  

Well, I have a problem with flu which is I 

don’t really believe in flu.  I don’t know.   

Yeah.  It is good.  It is good and also 

it’s like now everybody’s diabetic aren’t 

they because the HbA1c level for 

diagnosing diabetes has been reduced.  

Well, were they not diabetic before?  I 

mean I don’t really get that as a 

concept.  I find that hard.

 The thing that made them do it in the 

end, I mean they didn’t all do very much, 

it has to be said.  It was not across all 

partners were happily Chlamydia 

screening, they weren’t.  They were 

thinking about it a bit more.  It was a bit 

more up there in their - in what they had 

on their kind of mind when they were 

consulting.  And they always sent the 

bloody tests off with the wrong form 

anyway so it never worked very well.  But 

I think what - basically once they started 

getting positive results and actually 

treating patients then they thought that it 

might actually be a bit worthwhile.  So I 

suppose I just did it by doing it noisily in 

the practice and the people noticing and 

maybe, you know, copying a bit.  But I 

don’t know.  I mean it must depend on 

the size of the practice but I think in big 

practices you’re not going to get 

everybody doing everything the same.  

I’m very keen on us doing more HIV 

testing because I definitely think that 

there is undiagnosed HIV in our practice 

population.  And although we have 

picked up HIV positive patients through 

the new patient registration screen, 

about eight, in terms of how much 

screening we’ve done to pick up those 

eight I’m not sure it’s the right way to do 

it.  I think maybe more opportunistic 

screening of risk groups would be better.  

Yeah.  But, yeah, I mean so I am keen 

on that.  And I suppose I’m keen on that 

I’m very keen on us doing more HIV 

testing because I definitely think that 

there is undiagnosed HIV in our practice 

population.  And although we have 

picked up HIV positive patients through 

the new patient registration screen, 

about eight, in terms of how much 

screening we’ve done to pick up those 

eight I’m not sure it’s the right way to do 

it.  I think maybe more opportunistic 

screening of risk groups would be better.  

Well, myself and Roz Church and the 

practice nurses that we had at the time 

who were interested in sexual health.  

We had quite good support in those 

early years from Caroline [unintelligible 

0:25:59]  Bradbeer in the department of 

GUM at Guy’s. 

The nurses were pretty much onboard 

from the beginning and they were 

instrumental particularly in offering 

Chlamydia screening to new 

registrations and more opportunistically 

with contraception and so on.  Some of 

the other doctors were not particularly 

interested or particularly involved it 

would be fair to say.  So they just didn’t 

do very much. And some of them started 

to do a bit more clinically testing when 

we started getting positive results and 

they thought that it might be something 

that might be worth actually doing.  So 

there was a bit of a kind of leading by 

shining example.  

I think it’s a fair observation in our 

practice.  I wouldn’t say that that would 

be true for all practices and it certainly 

wouldn’t be true in our practice across 

different things.  But it is definitely fair to 

say that in our practice particularly at 

that time the practice nurses and some 

of us GPs were more interested in 

sexual health than some of the other 

GPs.  But they would level the same 

criticism to me about for example why 

aren’t you more interested in 

Well, I suppose the two other things 

would be the QOF QOF payments 

because that’s about 20% of the 

practice income is kind of target driven.  

And since April this year we’ve had - 

well, I wouldn’t call it a negotiation, I 

would say a new PMS contract imposed 

on us from NHS Southeast London 

which has got quite a stringent financial 

penalties for not reaching targets 

associated with loss of income.  And 

that’s particularly in - well, it’s for 

everything actually.  It’s for 

[unintelligible 0:04:46] childhood imms 

and for flu targets.  

What motivates us?  I suppose an 

awareness of the sort of health needs of 

the population and perhaps an 

awareness that the population in the 

main of our practice is relatively 

deprived on. 

I think the problem for the majority of our 

patients is that their struggle to cope 

with the demands of every day life, 

particularly managing on quite a limited 

budget usually, means that most of their 

mental energy is taken up with the kind 

of fairly short-term. So the idea that you 

might perhaps give up smoking to 

improve your longevity and health is not 

really something that’s really in their 

consciousness.  

I would say I’m towards Claire’s end, 

definitely.  Yeah.  And I think that’s - I 

mean that’s a slightly, almost a slightly 

philosophical difference of opinion in 

the sense that what actually would make 

the most difference to people around 

here would be a job.  I mean actually it 

would be far better more for their health 

than me doing a bit more screening.  

But I can’t give them a job, so I’ll try and 

do a bit more screening I guess.

Because I do believe in cervical 

screening.  I do believe that it prevents 

cervical cancer.  I mean the evidence 

shows me that and I do certainly for 

example believe that HPV immunisation 

in young women is incredibly important 

I’m not averse to financial incentive.  I 

think that financial incentive works, 

probably.  But so I think that there were 

some good things about QOF and I think 

it has achieved some change in 

behaviour.  But I think that what’s 

happening now is that the kind of swing 

of the way that GPs are funded towards 

so much target driven payment means 

it’s basically quite difficult to fund the 

infrastructure that keeps the surgery 

going.  So as a result of the new 

contract we lost the salary of two 

salaried doctors and a nurse.  Now you 

could say that we were lucky to have 

them under our PMS contract and we 

were lucky.  But that was partly in 

recognition that working in these inner 

city areas is tricky and requires probably 

longer consultations and more thought 

about social factors and so on.  And 

makes achieving targets much more 

difficult.  So I feel quite angry I suppose 

about the new PMS contract, the way 

that it was negotiated.  But that’s not to 

say that I don’t think that there should be 

some target driven payment.

Do I think it’s a better way?  I’m not sure 

I know the answer to that, Richard.  I 

mean the thing is it does change 

behaviour doesn’t it?  So I mean we can 

all remember when the new so called 

new contract came in in the eighties, 

nineties, sorry.  That people started 

setting up ridiculous health promotion 

clinics because we got paid to do them 

Yeah.  I think that’s slightly different.  I 

won’t - I mean I don’t think the amount of 

income that that will generate for the 

practice is not really that significant to 

be honest.  And I think our uptake, our 

women are naturally quite suspicious 

about being told that they’ve got to do 

something different in pregnancy.  But 

we will offer it.

I just - patients are quite resistant to 

having flu in this practice.  They don’t 

really believe it works.  Loads of them 

think it makes them ill.  So I’m happy to 

offer it but the idea of talking somebody 

into having a flu jab when they don’t 

want one.

Yeah.  I mean if patients came and 

said, “I really want a flu jab, Dr 

[unintelligible 1:00:48 Dr May],” I’d be 

delighted and give them a flu jab.  But 

the idea that I should be spending lots 

of time persuading flu jabs who don’t 

want them, I find nauseating.  There’s 

plenty of information about flu.  We 

provide five flu clinics a week.  If people 

want flu jabs there are flu jabs.  I don’t 

really believe that it’s my role to badger 

patients to have one, but that’s not a 

commonly held view, I know.

Yeah.  I mean if patients came and 

said, “I really want a flu jab, Dr 

[unintelligible 1:00:48 Dr May],” I’d be 

delighted and give them a flu jab.  But 

the idea that I should be spending lots 

of time persuading flu jabs who don’t 

want them, I find nauseating.  There’s 

plenty of information about flu.  We 

provide five flu clinics a week.  If people 

want flu jabs there are flu jabs.  I don’t 

really believe that it’s my role to badger 

patients to have one, but that’s not a 

commonly held view, I know.

Of course.  But when I say, you know, 

“You’ve got COPD, you’re much more at 

risk of getting a nasty infection if you get 

the flu or you have a flu jab,” and they 

say, “No,” and they say, “Why is that?”  

And they say, “Because I had one ten 

years ago and it made me ill.”  I don’t 

feel like spending half an hour 

persuading them.  I just I think patients 

can make their own minds up really.

I think I would present the argument 

which is that you could have Chlamydia 

without knowing, da, da, da, da, da, but 

I’m not going to go on and on and on at 

a patient because I don’t think, you 

know.

I have a lot of friends who send me Daily 

Mail excerpts and things.  An example I 

can think about now is the ongoing 

debate about women and fertility.  I have 

friends who send me emails going, “Is 

this true, you’ve got to have your babies 

by 35?”  I would agree with that but 

interestingly, I forwarded it to one of my 

gynaecology friends and she said, 

“That’s complete rubbish, actually it’s 

37.”  I would’ve taken that article as it 

said but spoke to someone who knew a 

bit more about it.  That’s one thing I can 

think of off the top of my head.  I would 

like to say I get influenced more by 

reputable sources, like reading my BMJ 

than I do from reading newspapers.

I don’t know the data behind it, what the 

herd immunity for flu jabs are.  There are 

so many viruses out there, who knows 

that the one you’re going to have is in 

the flu jab and it’s targeted at a totally 

different group of patients who perhaps I 

don’t see as much as the younger group 

who often aren’t entitled to flu jabs.  

Maybe it’s more about the people that I 

come across and my limited 

understanding about the research 

behind the flu jabs because I don’t know 

much about that.

I don’t think it’s more important, that’s 

not what I would like to come across as 

saying.  If you have a 20 year old with 

asthma who comes in declining a flu 

jab, I would say that is less of an 

argument than a mother coming in with 

an eight month old saying she’s not 

going to have an MMR for her baby when 

they’re one

Over 65s with chronic illnesses is 

something I would push for but well over 

65s … it depends on the patient and 

their story.  Anyone with a chronic 

illness, I would most certainly …

I personally think prevention is better 

than cure and as a GP, you are in a 

unique position where in that ten 

minutes you can give them something to 

take away.  What makes me do it?  I 

think that’s the way I like to practice or 

certainly part of my training, it’s 

something I do remember as a trainee 

always being drummed in, this is 

something that’s really important.

The great thing about Paxton is we have 

daily meetings.  As a practice we have 

referral meetings where we all meet up 

and discuss referrals so the clinical 

team communicate with each other a 

lot, which is something I really value.  

For that reason, we all try and practice in 

the same way.  They also screen just as 

much as I do.

I think that’s excellent because again in 

Lambeth, you’ve got a lot of high risk 

people who don’t come to doctors that 

much.  If they have a letter through their 

door about NHS check, they will come in 

and you’ll check their blood pressure 

and it is high or they do have borderline 

diabetes.  So I think NHS check is a 

really worthwhile thing to do.  Even at 

Paxton as a practice, we were doing 

HbA1c’s on Afro Caribbeans and 

Asians routinely a while ago because 

we realised that was a group where we 

were missing a lot of the diagnoses.  I 

think NHS check is good so I’m not 

ambivalent about that.

Breast is an interesting one.  I’m really 

pro screening generally but I did work 

with a colleague who was really anti 

breast screening because she felt it did 

more harm than good and there has 

been some evidence that’s come out 

recently to suggest they are doing a lot 

of false positives.  That’s an interesting 

one but from a personal point of view, 

you do have to be a bit more human 

about these things when you’re talking 

to patients because they often ask what 

you would do.  Sometimes I don’t 

answer that question  because I don’t 

think it’s appropriate but you do need to 

think about that when you’re pushing 

things on patients.  I think the cancer 

screenings as a whole is something I try 

to encourage.

Yeah, but I think that’s interesting 

because I would do all the screening 

myself whereas the flu I hadn’t done till I 

was pregnant so it’s probably the same 

thing.

I have a lot of friends who send me Daily 

Mail excerpts and things.  An example I 

can think about now is the ongoing 

debate about women and fertility.  I have 

friends who send me emails going, “Is 

this true, you’ve got to have your babies 

by 35?”  I would agree with that but 

interestingly, I forwarded it to one of my 

gynaecology friends and she said, 

“That’s complete rubbish, actually it’s 

37.”  I would’ve taken that article as it 

said but spoke to someone who knew a 

bit more about it.  That’s one thing I can 

think of off the top of my head.  I would 

like to say I get influenced more by 

reputable sources, like reading my BMJ 

than I do from reading newspapers.

Daily Mail I tend to think is not well 

validated because they come out with 

lots of rubbish.  For me, it’s about the 

source.

Because things that I think make sense 

with QOF if it would change your 

practice for the better but the RCP 

questions don’t, it’s just yes or no or you 

just grade them - sometimes, never, 

every day or whatever.  But then you get 

points for answering that but no points 

for doing anything about it, which just 

makes no sense to me.

Interviewer:	So there are things on the 

QOF you’re not really sure why they’re 

there.

Respondent:	Yeah, absolutely.  I did a 

lot of work with Mark Ashworth who’s very 

up in QOF and he had a PhD student 

who’s doing some research into a 

practice that have very low QOF scores 

and is doing some qualitative stuff on 

how good they are otherwise.  I imagine 

that QOF doesn’t tell you which practice 

is good and which isn’t and that is pretty 

much what it was aiming to do but I’m 

not sure it’s doing that.  I’m quite 

cynical about QOF because it’s also 

what’s important.  There are lots of 

conditions that are important that we 

see that aren’t on there so it is a bit hit 

and miss.  For example, there’s nothing 

QOF-able that relates to young people 

really, other than asthma and imms.

Interviewer:	That’s true.  What would you 

do, what would you find to put on the 

QOF for young people?

Yes, because our practice population is 

quite challenging and we’re a big 

practice as well and I think with bigger 

practices with quite challenging 

populations, it is always more difficult to 

achieve targets.

Yeah.  We have a lot of over 65s and a 

lot of them don’t want to have flu jabs.  

A lot of them decline and that’s from 

personal experience because we do a 

lot. 

Yes, absolutely.  So whenever we do 

home visits which is regularly, we will 

take our flus with us and the patients 

don’t want them.

I will always ask a patient and if they 

decline, then I don’t tend to push it 

unless they have COPD or asthma or a 

chronic illness where I do really think 

it’s something that would be of benefit 

to them.  But my experience is that it’s a 

70 year old woman who’s otherwise fit 

and well, had the flu jab last year, 

became really ill afterwards which 

there’s no evidence to say that there is 

an association and says, “I’m never 

having it again.”  That’s my experience 

and I get a lot of over 65s having that 

experience.

A big issue is post menopausal women 

who find the whole process quite 

stressful so they just always postpone 

or don’t come back.  Then you’ve got the 
I do in my teaching and I do through social 

media and I do if I see interesting or 

important articles I will send them around, 

share them with trainees, share them with 

the partners as appropriate.  I mean me 

probably more than most people because of 

my presence on social media and that’s how 

I gather - that’s how I get my medical 

information these days instead of just 

reading the main journals, I’ll get the 

digests that way and then disseminate it 

that way.

Don’t read them.  I go straight into the 

article online and skip all the adverts.

I get the British Medical Journal I just go 

straight to the article, so I cancelled my 

print subscription, so I just get it 

electronically.  Pulse I’ll read it 

electronically.  I get the paper one but I 

normally just put it straight into the 

recycling.

I don’t have time.  And like it’s so 

inefficient.  It’s far more efficient - so 

because I’ve got such an interesting bunch 

of people sending me stuff that I just read 

when they send me and then follow the 

references.  And I’ve learned - and since I 

started using social media I’ve never read so 

many journal articles.  I mean I just get 

through probably 20 or 30 journal articles 

a week now and I’d never have done that in 

print, nothing like it

Partly because they’re broad and so 

A mixture of motivations.  So some because 

it’s a national programme, so national 

screening programmes, for example, some 

because it’s part of the GP contract.  Some 

because it’s part of locally enhanced 

service.  I can’t - some because it’s part of a 

research project.  I’m supposed to be doing 

a weight loss programme as part of a 

research programme at the moment.  I’m 

trying to think if there are any that we’ve 

done independently but just because we 

thought it would be a good idea and I can’t 

think of any.

It’s a very good question.  I think I’m right 

in saying that QAF accounts for something 

like 14% of the practice income.  And that’s 

fairly significant.  Personally I think QAF 

has overstretched itself and is - and we are 

having some quite hot debates within the 

practice over which bits of QAF we should 

drop because we think it’s no longer of 

value and no longer in our patients’ 

interests.  And we have to balance that with 

the - those partners who believe that it is in 

the patients’ interests and furthermore in the 

practice’s interest.  In other words this is 

way of raising funds with which we can 

then use to do other things that are perhaps 

more aligned with what our patients want.  

So I suppose that kind of sums up the 

issues.

I think so, yeah, I don’t think it’s on the - I 

think for a while it was something that was 

regularly on the agenda and people were 

kind of talking about it and reminding each 

other to do it.  And we have a clinical 

meeting every Thursday and all the doctors 

meet together and I think it was - people 

were kind of reminded to do it.  And so a 

lot of it might have been clinicians seeing 

somebody in the right age range and then 

persuading them to do it.  But now there’s 

so many other things clamouring for your 

attentions in your consultations that no 

longer is it just a Chlamydia screen, but 

you also need to kind of ask them how 

much exercise they do, how’s their 

smoking, how’s their drinking, alcohol 

questionnaires and just in the general noise 

of all the other stuff. 

I think that - it’s a good question.  

Certainly I don’t think that was a conscious 

bit of our decision making.  I think if the - 

because the evidence with breast screening 

is of harm not only that it - so it also shows 

benefit, but it shows that significant 

numbers of people are harmed and we think 

patients ought to know that.  We didn’t 

say that they shouldn’t have breast 

screening.  So the difference between breast 

screening and flu vaccinations is that we 

don’t - there’s no evidence of harm in 

relation to flu vaccinations, certainly 

nothing like the level associated with breast 

screening.  So what you might say to 

patients is come in for your flu jab, it’s a 

relatively minor benefit but it’s certainly not 

harmful.  So in that respect I don’t think the 

two things are comparable.  I mean we do 

all our flu clinics on a Saturday morning 

and we don’t pay ourselves for it, it just 

goes into the practice income, so we all 

give up a Saturday morning to do it.  So in 

fact it’s more of an inconvenience than it is 

of a profitable - I’d far rather spend my 

Saturday morning with my family.

Favourites, oh, yeah, I mean the dementia 

screening that’s absolutely got to go.  

What else is coming up at the moment?  

Having to ask everybody with diabetes 

about erectile dysfunction, kind of 

inappropriate.  Dragging blood pressures 

down dangerously low.  Dragging HbA1cs 

down dangerously low.  I mean 

[unintelligible 0:20:49] HbA1c you can 

just tick the box and [unintelligible 

0:20:53] maximum treatment. 

I think that - it’s a good question.  

Certainly I don’t think that was a conscious 

bit of our decision making.  I think if the - 

because the evidence with breast screening 

is of harm not only that it - so it also shows 

benefit, but it shows that significant 

numbers of people are harmed and we think 

patients ought to know that.  We didn’t 

say that they shouldn’t have breast 

screening.  So the difference between breast 

screening and flu vaccinations is that we 

don’t - there’s no evidence of harm in 

relation to flu vaccinations, certainly 

nothing like the level associated with breast 

screening.  So what you might say to 

patients is come in for your flu jab, it’s a 

relatively minor benefit but it’s certainly not 

harmful.  So in that respect I don’t think the 

two things are comparable.  I mean we do 

all our flu clinics on a Saturday morning 

and we don’t pay ourselves for it, it just 

goes into the practice income, so we all 

give up a Saturday morning to do it.  So in 

fact it’s more of an inconvenience than it is 

of a profitable - I’d far rather spend my 

And the pilot study was quite promising, 

but since then, like in two years, I don’t 

think we’ve had a single positive one.  

And it’s a bit like if tomorrow we got a 

positive one that wasn’t expecting you 

might think, oh, my good those two years 

have been worth it.  But after two years 

you’re beginning to think how long 

should we keep doing this for.  And then 

once they’ve taken the financial thing away 

which always seems to happen, we get paid 

for doing them but then after a while they 

say, “Right, you have to buy your own 

tests and pay for it yourself.”

Yeah.  And then you think is there any 

point?  In two years we haven’t had a 

single positive one.

Also there’s only three male doctors here 

which works out as two fulltime equivalent 

out of ten doctors that - out of 12 doctors.  

So it may be the guys aren’t being done 

and all the women know because they do 

more sexual health, but I don’t know.  So 

what we said in the study group we’d all 

have a think about what we’re doing on 

Chlamydia screening and come back to the 

study group in not the next one the one 

after that.  So nine - six - nine weeks, and 

we’re having a session on Chlamydia 

screening, how to get your numbers up. 

I also think young people tend not to come 

to the doctor very much.  And I also think 

there’s an issue with public health 

interventions on an individual basis where 

that young person may be coming in about 

something entirely unrelated and it seems 

inappropriate to bring it up, as with a lot of 

other things when you have to ask people 

about smoking, weight loss and so on and 

so on.

There are lots of people that are at risk don’t 

- like men at risk of heart disease are not 

very good at going to see their GP.  Young 

people at risk of STDs are not very good at 

going to see their GP.  I met somebody 

who’s trying to set up a private company to 

- for young women travelling abroad to get 

sexual health advice and contraceptive 

advice on their smart phone because so 

many women have their first experience or 

sexually transmitted infection whilst 

travelling overseas.  And that seems to me 

like quite an imaginative and good idea.

So rates of TB in Hackney are quite high, 

but they’re in pockets.  So it’s not like 

having 3% of the population spread out 

evenly.  What you’ll have is like one 

household with ten people who’ve got it 

who don’t really go very far or spread it 

very far outside that particular household.  

And then Hackney has very tight ethnic 

pockets, like a block of flats or a row of 

houses from one particular country all 

infected with the same thing.

I think so, yeah, I don’t think it’s on the - I 

think for a while it was something that was 

regularly on the agenda and people were 

kind of talking about it and reminding each 

other to do it.  And we have a clinical 

meeting every Thursday and all the doctors 

meet together and I think it was - people 

were kind of reminded to do it.  And so a 

lot of it might have been clinicians seeing 

somebody in the right age range and then 

persuading them to do it.  But now there’s 

so many other things clamouring for your 

attentions in your consultations that no 

longer is it just a Chlamydia screen, but 

you also need to kind of ask them how 

much exercise they do, how’s their 

smoking, how’s their drinking, alcohol 

questionnaires and just in the general noise 

of all the other stuff. 

I mean I think you - if you’ve got a 

conscience and you communicate, so we 

don’t work in isolation we have very - we 

have this two and a half hour clinical 

meeting every Thursday for the whole 

clinical staff.  We have a practice meeting 

for the whole practice once a month.  We 

have partners’ meetings every week.  We 

have clinical supervision with the salaried 

doctors.  So we work very well as lots of 

different teams.  So we communicate well, 

have a pretty good feel about how well 

we’re doing even without looking at this.  

But it’s nice to have it validated in some 

other external way. 

A bit.  It’s not just audits though.  I mean 

Because we were part of this study for 

Hackney and the study had shown that 

rates of HIV pick up in this study were 

quite high and we were one of the pilot 

practices, although we ourselves didn’t get 

any.  But I guess when we agreed to carry 

on, on the basis of this very promising 

research we had assumed well, obviously 

rates are high, it seems to be a valuable 

intervention, maybe we just haven’t got 

any yet [unintelligible 0:55:37

Yeah.  I think so, up to a point.  Yeah.  I 

mean I know that it - it kind of makes a 

difference what your personal demographic 

is like.  So the younger salaried doctors 

who tend to have younger, less complex 

patients are very good, I mean they just 

kind of shoot them down like being in an 

arcade, they pop up, they’ve got it.  And 

then for the more - the older doctors who’ve 

been here longer who’ve got more complex 

patients, more complex needs and more 

multi-morbidities might have a pop up box 

that comes half way up the screen and 

you’re thinking they’re in here weeping 

because it hasn’t been and it’s been 

stopped and their husband’s on a three 

week bender again and you’ve just got to 

kind of shoot your 20 pop up boxes.  And 

I know some of the doctors absolutely hate 

it.

I think so, yeah.  And I think again it 

depends on the personalities and kind of 

culture I think.  There are some doctors and 

some doctors like to be told what to do and 

just like to get on and do it.  Like the kind 

of QAFy type of doctors probably quite 

like to know what they’ve got to do and 

like to have their boxes ticked and others 

don’t.  And definitely in this practice, yeah, 

you could - we’re probably on a scale but 

there’s definitely people at one end and the 

other and people spread in between.  Same 

with nurses and doctors probably nurses 

that quite like to be told what they ought 

to be doing and others that prefer more 

autonomy. 

Well, I mean different ways.  One way is 

writing - like the things that we do already, 

so contacting people outside the context of 

an appointment that they’ve made to 

discuss something else.  So whether you 

write to them, advertise it on your practice 

website, advertise it on the TV screens in 

the waiting room, send people text 

messages, posters, all that kind of stuff.

Partly because they’re broad and so 

medicine for me is multidisciplinary, it’s not 

just general practice is just about general 

practice, it’s integrating [unintelligible 

0:40:50 all kinds of] stuff.  I’m interested in 

the political, philosophical, public health, 

other things [unintelligible 0:40:56] about 

30 public health specialists.  And I’m 

interested in how medicine and the media 

and the public interrelate, so I’ll read stuff 

in relation to that.  And it’s just much more 

interesting.  And by really critical minds 

will - you know if there’s a paper on a 

certain subject I know there’s an expert in 

that subject and I will see what they are 

saying about it and just having these 

conversations.  Like a paper on A&E 

attendances that came out last week from the 

Imperial College, and seeing what some 

A&E consultant was saying about it, seeing 

what a professor of health economist said 

about it, saying what the head of the Royal 

College of GPs was saying about it.  And 

then in the evening I met the author.  That’s 

what happens now, that is just amazing. 

Well, no, that’s the whole thing, like you 

don’t have to anymore because you’ll get 

like half a dozen people debating with it, 

that’s why it’s so interesting.  So if there’s 

an article you really - you think this is 

really interesting you don’t have to believe 

it anymore because you can see the author 

conversing with somebody who’s a 

sociologist [unintelligible 0:42:21] A&E 

specialist [unintelligible 0:42:23] person.  

And then that’s just amazing, really 

It’s a very good question.  I think I’m right 

in saying that QAF accounts for something 

like 14% of the practice income.  And that’s 

fairly significant.  Personally I think QAF 

has overstretched itself and is - and we are 

having some quite hot debates within the 

practice over which bits of QAF we should 

drop because we think it’s no longer of 

value and no longer in our patients’ 

interests.  And we have to balance that with 

the - those partners who believe that it is in 

the patients’ interests and furthermore in the 

practice’s interest.  In other words this is 

way of raising funds with which we can 

then use to do other things that are perhaps 

more aligned with what our patients want.  

So I suppose that kind of sums up the 

issues.

Favourites, oh, yeah, I mean the dementia 

screening that’s absolutely got to go.  

What else is coming up at the moment?  

Having to ask everybody with diabetes 

about erectile dysfunction, kind of 

inappropriate.  Dragging blood pressures 

down dangerously low.  Dragging HbA1cs 

down dangerously low.  I mean 

[unintelligible 0:20:49] HbA1c you can 

just tick the box and [unintelligible 

0:20:53] maximum treatment. 

But I think we might - you don’t need to 

see many people who’ve picked up heart 

disease or diabetes who didn’t know they 

had it to make you think that’s quite good.  

And that changes, you know, I forget the 

rhetorical fallacy or the kind of the thing 

that goes with that when you give huge 

emphasis to one person you’ve found and 

ignore the overwhelming majority for whom 

it just wastes nurses appointments 

[unintelligible 0:34:59] person who’s really 

sick can’t get an appointment because 

you’re too busy doing health checks.

But I think we might - you don’t need to 

see many people who’ve picked up heart 

disease or diabetes who didn’t know they 

had it to make you think that’s quite good.  

And that changes, you know, I forget the 

rhetorical fallacy or the kind of the thing 

that goes with that when you give huge 

emphasis to one person you’ve found and 

ignore the overwhelming majority for whom 

it just wastes nurses appointments 

[unintelligible 0:34:59] person who’s really 

sick can’t get an appointment because 

you’re too busy doing health checks.

That’s what I mean, yeah.  But we know 

that’s a kind of - it’s not a rhetorical - it’s a 

sort of psychological fallacy, it’s got a 

special name. 

Medical press.  There are debates in medical 

press, in the RCGP magazine and in the 

BMJ so that both sides … I don’t mean the 

lay press influencing my thoughts 

although inevitably it does I suspect but I 

didn’t mean that when I was talking.

As an avid consumer of media whether it’s 

through news or TV or radio or 

newspapers, inevitably one soaks it all up 

and as a clinician, one thinks one’s getting 

some insight into what one’s patients may 

feel.  But inevitably, that impacts on one’s 

practice.

I couldn’t honestly tell you I’ve changed 

my practice as a result of something I’ve 

read in a paper or heard on the news.  I 

suppose what it does is bring that issue to 

the forefront of one’s mind.  One’s 

reminded that’s what our population of 

patients is likely to be thinking about or 

asking questions about.  That and social 

media gives you an insight into what the 

public mood is about that particular 

condition which can often be very media 

led.  Would I say I went so far as to change 

my practice?  I would hope not but it does 

influence all those things as I mentioned.

I don’t tweet or very rarely because I still 

have issues about having a social profile 

separate from a professional profile but if 

there’s an issue on the TV that’s discussed 

around health, one can immediately use a 

litmus test of Twitter to see what the 

majority of feeling is in response to that.  

Bowel screening as you know takes place 

without the practice.  We don’t co-ordinate 

it, we provide the backup if there’s a 

problem but it’s not something we have to 

actively commit time or resources to.  If 

you’re asking me as an individual clinician 

would I prioritise bowel screening over 

childhood imms, I would say it’s less 

important to me than childhood imms.

It’s not a public health one so much but 

there are certain lower targets for blood 

pressure measurements and haemoglobin 

measurements that not all GPS think are not 

just possible to achieve but are not without 

a downside to achieve and that the issue of 

over-medicalisation is an issue in the 

medical press and I suppose it’s that really.

Because of some concern about the faecal 

occult blood testing, because of some 

concern about whether the testing itself is 

acceptable and it’s a messy business, 

because of some concern about whether 

there is sufficient evidence to show that 

having those tests at that time does make a 

huge impact on a population or individual 

level in terms of mortality morbidity from 

bowel cancer.  Whereas I don’t need much 

convincing that childhood immunisations 

are a good thing on a population or 

individual level, that’s why.

Likewise also, very aware of the stuff in the 

medical press about over-medicalisation, 

about false positives on mammograms, 

invasive and destructive surgery being 

done to women that needn’t have been.  

Those are obviously issues that don’t make 

one ambivalent but again, the breast cancer 

screening program is co-ordinated without 

this practice.  It’s not done with input 

through us.

Depends on what they are.  Local meetings 

on Friday lunchtimes at the Homerton, 

they’re in whether they’re useful or not.  I 

meet every three weeks with a study group 

and we address a particular topic.  Those are 

incredibly useful, that’s probably not what 

you’re asking about.  Some conferences 

should be useful.  Next month, I’m going 

on my annual - I’m an examiner for the 

Royal College of GPs - training conference 

and that’s immensely helpful, well 

organised and structured.  So they vary 

hugely, partly in terms of the topic and 

whether it’s something I’m interested in but 

also hugely in terms of how they’re 

structured and delivered.  If a speaker is 

able to communicate effectively, if the time 

is structured well, if the whole logistics of 

how it’s organised lends itself to thinking 

as well as watching and listening and 

interaction, if it seems to be planned well as 

an educational event, then it’s a useful 

process.  And they’re not always

Oh yes, I do.  I think the study group 

definitely does.  If the Homerton meeting is 

rolling out a new pathway or guideline and 

there’s the opportunity to discuss it with 

other GPs, yes it will change our practice.  

If I go on the examiners’ conference and 

they talk about strategies for training 

doctors and I think that sounds like a good 

idea, it will have immediate impact.

If somebody had come in to ask for that 

and I knew I had ten minutes to talk about 

that, then of course it would be but they 

rarely do.  They’re usually in for three or 

four other things, often have lots of 

ongoing health issues that need addressing 

too, very often don’t speak English and 

trying in amongst that to address all the 

things they need, all the things that box is 

telling me we need to achieve and the 

public health, it’s certainly bursting 

through 600 seconds at that point.

 although the BBC news finds out stuff 

before we do about things.

Like the rotavirus, didn’t know about that 

and then it was on BBC news.  Shingles 

vaccination came out in March, it’s coming 

out next month but we didn’t know about 

it until it was on BBC news.  I just find 

that ludicrous that we who are delivering 

the care end up looking like idiots when 

you’ve got patients coming in asking 

about things and because you didn’t see 

the news this morning …

They’ve generally been the more behaviour 

based study days, things like motivational 

interviewing.  I’ve also done a behaviour 

change course in my own time and those 

are the ones that have really made a 

difference.  They’re probably even more 

important than going on a diabetes update 

because a lot of the time, when you’re 

talking with patients it’s almost like you’re 

talking at each other.  Sometimes we’ve got 

our agenda and they’ve got their agenda 

and really it’s about what their agenda is 

but how we can think about and talk to 

them about, have you ever thought about 

…

My boss talked about it and separately, a 

few of us went on it and I felt it changed 

my life.  Sounds a bit dramatic but it was a 

few years ago and it was just brilliant.  

When you’ve got patients that aren’t 

responding to what you’re saying or you 

feel like you’re hitting a brick wall, it really 

made me think completely different.  It was 

a real eye opener and also great because 

you don’t feel so frustrated at the end of the 

consultation because it makes you think 

differently about things.  That’s probably 

been the most changing thing I’ve been on.

I personally think cervical screening is very 

important but I think a lot of things are 

important.

I know but I suppose in my head, I’m a 

woman and I think it’s important.  Maybe 

my personal beliefs come through with how 

I promote things.  Also the breast screening 

has been running a very long time whereas 

the bowel screening has only been around 

for the last couple of years.  I suppose some 

of it can come down to your personal views 

of what’s important and what isn’t that 

you’re going to promote.

I might be speaking completely out of turn 

but we’ve got quite a good mix of male and 

female GPs.  I’m sure it’s not at the forefront 

of the male GPs’ minds about, “You’re 16 

to 24, go and get your …” but to be 

honest, I’ve had the same issue with HPV, 

that’s another incentive that came through.  

If one completed the course, I think we got 

₤7 a jab, about ₤24 to complete the course.  

Again, that was something that we sent 

letters out, we recalled lots of girls with 

HPV, quite a poor uptake.  It can be quite 

frustrating because you’re trying to get 

these people in and people aren’t 

responding.  Sometimes GPs could be a bit 

more proactive, “Have you had your HPV, 

have you had your chlamydia test?” but it’s 

about time.  If you’ve got someone coming 

in with three things and you’ve got ten 

minutes, you’re not going to be thinking 

have they had their chlamydia screening if 

they’re not coming in for that kind of 

problem.

I personally think cervical screening is very 

important but I think a lot of things are 

important.

I know but I suppose in my head, I’m a 

woman and I think it’s important.  Maybe 

my personal beliefs come through with how 

I promote things.  Also the breast screening 

has been running a very long time whereas 

the bowel screening has only been around 

for the last couple of years.  I suppose some 

of it can come down to your personal views 

of what’s important and what isn’t that 

I think you get about ₤6.50 or maybe it’s a 

bit more now, but for every positive result 

you obviously get a payment.  If a 

chlamydia result comes back positive, then 

you get about ₤150 payment and a one-off 

payment for herpes or warts.  I think HIV is 

about ₤250 so it encourages you to do 

more screening so that the more screening 

you do, in theory you may be more likely 

to get positive results.  Personally, I think 

it’s a really good scheme because it’s 

encouraging people to get easily tested for 

something they may not have any 

symptoms for and wouldn’t have an idea 

about whether they’ve got it or not.  So it’s 

a good scheme but I’ve always been a little 

bit disappointed with how many we are 

doing.

I know but I suppose in my head, I’m a 

woman and I think it’s important.  Maybe 

my personal beliefs come through with how 

I promote things.  Also the breast screening 

has been running a very long time whereas 

the bowel screening has only been around 

for the last couple of years.  I suppose some 

of it can come down to your personal views 

of what’s important and what isn’t that 

you’re going to promote.

It’s been going for quite a few years now.  

We put posters up and advertised it quite 

well but we found it was not really the 

younger people coming in for chlamydia 

screening, it was more the over 25s and 

then obviously we’re still screening them 

but we can’t use the self test kits because 

it’s not part of that particular scheme.  For 

some reason, we were getting a few of the 

age group they were targeting but not as 

many as we thought and I don’t know if 

it’s because they’re going to local services 

around like CHYPC or the fact that they 

don’t want to come to it.

Because when it first came out, I expected 

us to have a higher uptake of self screening 

and even from the off, it hasn’t been 

particularly high.  What’s interesting is I 

don’t know if this accounts for people 

who’ve been offered screening outside of 

the age group.

You used to get lists through and you’d 

have one practice saying they’d done 90 

screens but when you looked at whether it 

was age appropriate, ie within the 16 to 24 

group, that would shoot right down.  We 

were using it appropriately but it wasn’t as 

much as I’d hoped and that’s been right 

from the off.

Initially when it came out, we did do quite 

a bit of effort I thought and it didn’t seem 

to get the response.  But you’ve got to be 

realistic.  If we send 100 letters out for 

diabetics to come to the expert program, 

Personally, I feel there’s too much 

screening.  There’s screening for 

osteoporosis, dementia … it’s fine doing 

the screening if you have everything in 

place if that’s a positive result.  At the 

moment there are certain things that can be 

done for dementia but there isn’t as good 

an infrastructure as there should be to 

warrant the amount of screening that’s 

going on.  That’s my personal opinion, I’ll 

probably get struck off for saying that but 

we’re just overwhelmed with screening all 

the time.  We’re doing things that are on 

our agenda rather than the patients’ agenda.

The reality is there’s not a perfect screening 

tool and it’s quite limited but I think it’s 

better than not having it, so I would still 

advise having it.  And yes you are going 

to get some people who have false positive 

and they go and have it explored through 

surgery, very stressed it could be cancer 

and actually it isn’t.  Personally if that 

happened to me, I’d be overjoyed that it 

wasn’t but at least I know it’s been 

investigated.  But then the same thing 

happened when we did smears under the 

age of 25.  Lots of girls were referred 

because they had changes in the cells but 

those change in the cells self resolved so 

the screening program was then changed.  

No screening program is perfect but I would 

still advocate mammography, definitely.

I personally think cervical screening is very 

important but I think a lot of things are 

important.

I know but I suppose in my head, I’m a 

woman and I think it’s important.  Maybe 

my personal beliefs come through with how 

I promote things.  Also the breast screening 

has been running a very long time whereas 

the bowel screening has only been around 

for the last couple of years.  I suppose some 

of it can come down to your personal views 

of what’s important and what isn’t that 

you’re going to promote.

Because it interests me.  I’m not going to 

go to something that doesn’t interest me 

unless it’s part of my role but most of the 

time I’m interested in what my role is.  If it’s 

something I’m never going to do, it’d be 

nice to go on it if I’m interested but 

actually, it’s time and money because it’s 

quite rare to get a free study day.

No, mainly because  I probably know 

slightly about the bowel screening than the 

mammography screening.  It’s just routine 

for me, whenever a woman over 50 is 

coming in for a smear test, I will always say, 

“Have you had your mammogram?”   I 

don’t always say to everybody over 60, 

“Have you had your bowel screen?”  I 

don’t.

We have clinical meetings once a week.  A 

year ago, I went on an update, fed that back 

and that’s the perfect time to remind people 

that the service is still going and to use it.  

But I just think it’s difficult because it is 

one thing on top of lots of other things 

that it probably isn’t at the forefront.  In the 

last couple of months, we’ve made a 

teenage friendly board out in the waiting 

room.  We’ve cleared it up quite a lot and 

done specific boards for different people 

and that may make a bit of a difference, 

advertising the service that caters for them.

The GPs would probably say, “It’s not 

really something I deal with,” which is 

ludicrous.  I honestly don’t know why 

because I completely agree, if you’re getting 

₤150 for a positive result, that’s quite a big 

incentive to do that screening.  If we got 

₤150 for every chlamydia result we got 

generally, that’d be amazing because we’re 

not really getting them when they’re 16 to 

24 year old, we’re getting them in the 30 

year old zone.  Even the tests we’ve done 

in that group have not come back positive, 

it’s always been the older women which is 

interesting because all the proof hints 16 to 

24 year olds are going to be high risk for 

chlamydia but I’ve found professionally 

unless we’re not screening them enough to 

find more, all of our chlamydia results are 

coming back on women in their thirties.

I think it’s quite good because it’s a bit of a 

mid-life MOT really, that’s how I explain it, 

because you do get a lot of people, 

especially men, they don’t really come in so 

it’s almost like a lasso to get them in really 

to do a health MOT.  I think it’s a good 

idea.

It’s the perfect opportunity to fully discuss 

about patients’ lifestyles.  You can go 

through their diet, whether they smoke, 

exercise, their weight and look at family 

history.  Are they more at risk of diabetes or 

cardiovascular disease, then discuss it with 

them and if they need to have blood tests 

they go and have blood tests, come back.  I 

just think it’s a really good opportunity to 

I might be speaking completely out of turn 

but we’ve got quite a good mix of male and 

female GPs.  I’m sure it’s not at the forefront 

of the male GPs’ minds about, “You’re 16 

to 24, go and get your …” but to be 

honest, I’ve had the same issue with HPV, 

that’s another incentive that came through.  

If one completed the course, I think we got 

₤7 a jab, about ₤24 to complete the course.  

Again, that was something that we sent 

letters out, we recalled lots of girls with 

HPV, quite a poor uptake.  It can be quite 

frustrating because you’re trying to get 

these people in and people aren’t 

responding.  Sometimes GPs could be a bit 

more proactive, “Have you had your HPV, 

have you had your chlamydia test?” but it’s 

about time.  If you’ve got someone coming 

in with three things and you’ve got ten 

minutes, you’re not going to be thinking 

have they had their chlamydia screening if 

they’re not coming in for that kind of 

problem.

The GPs would probably say, “It’s not 

really something I deal with,” which is 

ludicrous.  I honestly don’t know why 

because I completely agree, if you’re getting 

₤150 for a positive result, that’s quite a big 

incentive to do that screening.  If we got 

₤150 for every chlamydia result we got 

generally, that’d be amazing because we’re 

not really getting them when they’re 16 to 

24 year old, we’re getting them in the 30 

year old zone.  Even the tests we’ve done 

in that group have not come back positive, 

it’s always been the older women which is 

interesting because all the proof hints 16 to 

24 year olds are going to be high risk for 

chlamydia but I’ve found professionally 

unless we’re not screening them enough to 

find more, all of our chlamydia results are 

coming back on women in their thirties.

I don’t think it’s bad at all.  The target we 

need to get is 75 so we just scraped in!


