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A : 1 General attitudes about public health programmes

B : 1.1 Intentions

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.

C : 1.2 Prevention of ill health

D : 1.3 Cynicism

E : 2 Attitudes to chlamydia screening

F : 2.1 Screening vs diagnostic testing

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.
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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.

I : 3 Behaviour change strategies

J : 3.1 Audit & Feedback
Yeah. T hese 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.
T hey have influence on me, yeah. But
the team came a couple of years back,
one of the nurses and [Unintelligible
00:31:23]. T hey 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”. T hen 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%.
T he 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
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?

K : 3.10 Educational Outreach Visits
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.

L : 3.2 Computer reminders

M : 3.3 Opinion leader

I think when you go for these courses
you refresh your memory, otherwise you
forget it and go down. T hen 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.

N : 3.4 (Social) Marketing
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
T V, 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”. T hose things help.

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.

Respondent:Yeah, I’m not too sure
about chlamydia programme.

Interviewer:And what do you think
about that programme?

Interviewer:What is it about it that’s
making you feel a bit uncertain?

Respondent:I don’t know, you know.

Respondent:Because you don’t know
much about the outcome or anything.

Interviewer:You feel ambivalent? You
look ambivalent about it?

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.

T o 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
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.

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?

Interviewer:You feel ambivalent? You
look ambivalent about it?

O : 3.5 Educational
We usually go to courses, especially we
go to St Anne’s Hospital. We recently
had a SHIP course about ST Ds, 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. T hat’s one thing.
T he other one is I read the BMJ journal
regularly, so I get some information on
feedback about these events here.

T he 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.

T hey have influence on me, yeah. But
the team came a couple of years back,
one of the nurses and [Unintelligible
00:31:23]. T hey 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”. T hen he
said “[Unintelligible 00:31:44]”.

Respondent:I don’t know, you know.
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.
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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?

P : 3.6 Printed Educational Materials

Q : 3.7 Economic

R : 3.8 Peer influences

S : 3.9 League tables

T : guidelines

U : 4 Behaviour change theories

V : 4.1 Behaviour belief and attitidues

W : 4.1.1 Evidence

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?

T he 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. T hey 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.

Respondent:By doing the screening,
whether it actually had any impact on
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.

X : 4.1.2 Experience

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 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.

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 when you go for these courses
you refresh your memory, otherwise you
forget it and go down. T hen 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.

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.

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 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.

Yeah, financial incentives actually make
us happy, but we don’t do things for
mainly, just because you know, we will
be incentivised.

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. T here’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.

…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.

Respondent:You know, it is actually
coming up, this depression.

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.

Respondent:It was quite low.
Interviewer:And you already accepted
that it was, it’s a worthwhile thing to do?

Interviewer:Flashing up?

No, not reputation, but we want to be at
that level to screen so that prevention of
any things happening.

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: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.

Respondent:To say this by the screen,
I do it, to get rid of it.

Interviewer:Did you have any reminders
in your computer system pop ups?

Interviewer:Did that make, did you
respond to those?
Respondent:When it was appropriate.

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:So what sort of things do
you think GPs will respond to, in order to
encourage them to do something?

Interviewer:But you still did it?
Respondent:Yeah.

we had lots of courses actually, at that
time, to attend maybe [Unintelligible 11:53] were run by sexual health.

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

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: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. T hen I think training as well.

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. T hen 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:T hat’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.

We were, it was, the nurse there was
very good, she used to do quite a lot of
them. T he 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?

T he 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.
T he 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.

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:Most of the stuff on QOF
apparently are based on, yeah.

I think with most of the cardiovascular,
they’ve done good studies to show the
impact of treating things earlier on and
patient education.
T he 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.

Respondent:NICE evidence, on NICE.

Interviewer:Most of the stuff on QOF
apparently are based on, yeah.

Interviewer:Evidence based.

Respondent:NICE evidence, on NICE.

Respondent:I don’t know.

Interviewer:Evidence based.
Respondent:I don’t know.

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

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

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. T hey 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.

AE : 4.2.4 Influence
AF : 4.3
of Control
peers beliefs and Perceived behaviour control - perceived ease
AGor
: 4.3.1
difficulty
Facilitating Factors

AH : 4.3.2 Barriers

AI : 4.4 Behaviour intention

AJ : 5 Other

AK : 5.1 Professionalism
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.

AL : 5.2 Consultation dynamics

AM : 5.3 Reputation of profession, self, practice

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. T he 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.

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
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.

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.

AN : 5.4 Competitiveness

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 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”.

AO : 5.5 Responding to patient agenda

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.

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.

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. T he other thing, but the main
issue is patients don’t want to take
medication, they think they feel fine.

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.

Interviewer:What about things like NHS
health checks, where you actually try to
reduce the risk of heart disease and
stroke?

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 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

AQ : 5.7 Use of own and other's expertise to get things
AR done
: 5.8 Non involvement with programmes

T ime 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

Respondent:Other diseases obviously
one has obvious impacts, isn’t it? But
chlamydia, I’m not too sure.

Yes, chlamydia actually is such an
obscure thing, and most of the time
there aren’t any symptoms reported, so
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.

AP : 5.6 Nudges

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.

Respondent:No, but these things do
prevent, eventually.

Respondent:T hey were quite good and
you know, they actually had so much
belief in you.

Respondent:We did actually.

AD : 4.2.3 Normal practice

Interviewer:But that’s not heart disease
or stroke though?

Interviewer:So that made you feel more
want to do that? Was that somebody
that you were really close to?

Interviewer:I know you’re upset about
And also patients do change their
lifestyles as well.

AC : 4.2.2 Fashion and trends

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.

Respondent:Because we had some
patients, you know, who were diagnosed
late and were good patients and they
died.

Interviewer:And so to?

Z : 4.1.4 Beliefs and values about
AA : 4.2
sequelae
Normative beliefs and subjective norms and socialAB
influences
: 4.2.1 Department of health policy
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.

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].
Interviewer:No. T hat’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.

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.

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.

Y : 4.1.3 Belief it is worthwhile
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.

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.

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%.
T he 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’ll think twice and then do it. I’ll think
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?

Respondent:Yeah.
Respondent:Yeah, I’m not too sure
about chlamydia programme.
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H : Opinions about NCSP

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.
T hat’s one thing. Men yes. Men,
usually very few come to this practice.
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G : 2.2 Logistics of screening as barrier

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.

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.

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. T he 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.

T hey 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?

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. T he 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.

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.

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. T hey 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.

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:Have you done something
that you weren’t initially interested but
then you just had to become interested
in?
Respondent:Mental health.

Interviewer:When you see charts like
this?

Interviewer:Tell me a little bit more
about that? Why did you feel you had to?

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 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 o

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: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?

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 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.

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.

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.
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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

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

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.

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

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

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.

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.

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.
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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
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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

T he 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.

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 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.
T est vitamin D, it was low, give vitamin
Yeah, Africans usually. T hat’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.

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.

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.

They talked about the
information that was in the
brochure that they’d sent out to
us. Our practice population is a It was partly to do with the
bit yeah,
different
where
arefinancial
on the relentless
nature
of those
things
Oh,
I’m sure
therewe
were
I think particularly
in this
area which
is
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. T here 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.
T hat 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
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. T hey 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.
T hey 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.

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
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.

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.

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 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.

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.

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.

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

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
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. T here were people
coming into the practice, so I’m aware
of those things, I just don’t have a clear
memory anymore of, yeah.

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
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.

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.

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
T he 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. T he 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.
T he 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.

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:T hat’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 …

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
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.
T hose 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
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.

Interviewer:But you still delivered 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.
T here’s two partners here. We talk
about money more to them than they talk
about it to us. One reason we’re always

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.

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.

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,
stillin -think
it’s a
Yeah,
I mean Ithey
do think
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. T hey’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

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.
T hat’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?

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.

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.

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
Interviewer:And this is flu
aged 65 and over. 74.6 percent. aged 65 and over. 74.6 percent.

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
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 nonattenders. 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.

Respondent:Yeah, is that last
year?
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.
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 nonattenders. 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.
T hat’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.

Respondent:Yeah, is that last
year?
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. T hey’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 ST I screen.” But I’d
actually do the swabs, and so often the
asymptomatic ones are coming through
the nurses.

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
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to get people in for their smears.
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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
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reasons of money. If the
network as well as individual
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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.

T hat’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.”
T here 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

Particularly w

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

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
time for most
those
Ihave
think particularly
in this of
area
which is
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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
time
most of
those
Ihave
actually
findfor
screening
quite
- and I

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.

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

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 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.

And also we’ve got high rates of breast
cancer and poor survival in T ower
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.
T hen it becomes more of a sort of

AS : 5.9 Social or Media

AT : Academic network

AU : Behaviour change techniques
AV : Being a mentor - learning about new things and setting examples
AW : belief about influence

AX : Competitive advantage - APMS

AY : contractual requirement PMSAZ : Different attention paid to different programmes BA : Different personal beliefs

Yeah. T hey send by fax or in the
internet, the courses and I apply, yeah.

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].

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
T V, 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”. T hose things help.

BB : Different values on different programmes

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.
T hat’s one thing. Men yes. Men,
usually very few come to this practice.
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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.

Yeah. T hese 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.
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St Anne’s Hospital is very close by and
we know the lecturers and consultants,
so we like to go there. T hen 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.

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.

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 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.
T hat’s one thing. Men yes. Men,
usually very few come to this practice.

Respondent:And a few, a couple came
positive.
Interviewer:Really? From just
screening or from symptoms that you…?

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.

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. T hat’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:Other diseases obviously
one has obvious impacts, isn’t it? But
chlamydia, I’m not too sure.

Respondent:It was quite low.

Respondent:No, but these things do
prevent, eventually.

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?

Interviewer:And you already accepted
that it was, it’s a worthwhile thing to do?

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

T hat, 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.

Nothing, you know, it is how, this is how
we have been and that is what we are
doing, simple as that.

Respondent:I don’t know, you know.
Interviewer:You feel ambivalent? You
look ambivalent about it?

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.

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.

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.

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?

Interviewer:What do you mean?

Respondent:Because we had some
patients, you know, who were diagnosed
late and were good patients and they
died.
But I think if you spend the time with
patients and explain it to them, they do
take it to heart. T hey 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.

Respondent:From symptoms. A lot of
infections, and then we thought it may
Interviewer:And what do you think
about that programme?

Respondent:By doing the screening,
whether it actually had any impact on
our population, I’m not too sure.

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.

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

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. T he 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.

T he 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.

T he 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?

T he 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?

T he 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. T hey have to have the choice
and I don’t know, yeah, it does bring
down cardiovascular risk but to what
extent?

It just makes me more aware of the
topic. Media, you’re talking about T V,
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.

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.

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 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.

…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.

And it’s how to persuade them to do the
correct bloods, to do the bloods
correctly. In clinical meetings. I prefer
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

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

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.

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.

if I offered everybody a flu vaccine and
everyone said no I would probably
become de-motivated and stop offering
it

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’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 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

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 mindset 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 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 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 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 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

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. T hat 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…

…conferences. T hat’s the time I see
them. T hey 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.

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…

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.

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.

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.
T hey usually do a few sessions; they’re
very clinically driven so I learn quite a lot
from those doctors.

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.

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.

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

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-

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

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. T he
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. T he
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 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 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 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…

Interviewer:T hat’s in the States.
Respondent:OK. T hat alters their
behaviour and I thought that was very

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.

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.

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.

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.

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

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%.

bring it up in the meeting.

Interviewer:And again, why do you want
to see…

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.

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, 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 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, 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.

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.

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.

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...

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

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
T hey 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.
T hey 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 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.

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.

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 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.

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.

CG : worried well
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.

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.

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
fromfrom
that
point
of view.
Iuse
thinkitapart
- 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. T hat’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? T here 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.

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.

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 elearning, 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.

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

T here’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.

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.

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
T ime 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…

T he 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.” T his 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.

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.

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.

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 T V?
T hat’s what I would ban as a
government, daytime T V.

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?

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?

Respondent:You get money taken
away.
Interviewer:So there’s a stick, basically?

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. T his is
my community, I live here locally, a lot of
our patients are friends and neighbours

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.

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. T hat’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.

Yeah. T hat’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.

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

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. Some GPs were sort of
Yes,
yeah.

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.

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…

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’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.

Most doctors have a passion for
improving patient care. I think that’s the
main driver. T he 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.

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. T he younger patients go and
see the other doctors.

I think a lot of doctors like the patients
themselves don’t like pills, the side
effects. T hey’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.

T he 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. T he 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 like the NHS health check. T rouble 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.

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 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 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 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.

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.

Chlamydia? Probably because no-one’s
going to die from it, I think, that’s one
problem. T wo, it’s because it doesn’t
give any symptoms where you think
maybe this could be caused by it.
T here’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?

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 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, 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.

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. T here 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.

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
Yeah, Africans usually. T hat’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.

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.

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.

T here’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.

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. T here’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. T here’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.

T he 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. T hey 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.
T he 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

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.

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.

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 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’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.

It was partly to do with the
relentless nature of those things

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. T hey only had things from
charities like Positive East and stuff,
HIV and the [unintelligible 0:56:58]
T erence Higgins T rust. [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 …

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.”
T here are some people who are quite
convinced that, yeah.

I think a lot of doctors like the patients
themselves don’t like pills, the side
effects. T hey’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.

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…

T hat’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.

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.

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?
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 t

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 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

Yeah, Africans usually. T hat’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 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. T he
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.

