fmr

research

Final Report
March2003
Reportfor
CamglenLocalHealthcareCo-operative
PatientConsultation
Prepared for:
Greater Glasgow NHS Board
Camglen LHCC
Camglen HU

Contract: 2289

applejak
tel : 0141

332

2647

studios
fax:

113
0141

st george's
332

2920

rd
e - mail:

glasgow

g3

6ja

fmr@researching.co.uk

Acknowledgments

We would like to thank members of the South Lanarkshire Citizens Panel for their
contribution to this research .

PERL
PublicEducation
Resource
Library
NHSGreaterGlasgow
& Clyde

111111
111
111
11111
111111
1 1111111
1IIII I IIIIIII I

fmr research

ltd

www . researching

. co. u k

Contents
1

lntroduction .................................................................................................................

1

1.1

Background .......................................... ............................................................... 1

1.2

Research questions ......................................... .................................................... 1

2

Methodology ...............................................................................................................

3

3

Results ........................................................................................................................

4

3.1

Awareness and understanding of the LHCC ........................................................ 4

3.2

Awareness and understanding of the HLI ................................................ .......... .. 5

3.3

Key priorities for development of the LHCC and the HLI...................................... 5

3.4

Opportunities for joint working between the LHCC and HLI ................................. 8

3.5

Protected learning time ....................... ................................................................. 9

Conclusions .......................................................................................................................

14

Appendices ........................................................................................................................

16

fmr research

ltd

www. researching.

co . u k

1

Introduction

1.1

Background

This document presents findings from the Camglen Local Healthcare Co-operative patient
consultation . The research was conducted by FMR Research on behalf of Greater Glasgow
NHS Board (GGNHSB).

Camg len Local Health Care Co-operative (LHCC) is based in the south east of Glasgow. It
provides health care for around 50,000 patients . As part of its future development it was
keen to consult the public on three specific issues. These were:

priorities for the development of the LHCC;
protected learning time for staff in the LHCC; and
priorities for development for the Healthy Living Initiative.

Protected Learning Time (PLT), also known as C.A.R.E. (Cambuslang and Rutherg len
Educat ion) offers training and education to all LHCC staff. For consistency reasons we will
refer to the initiative as PLT. The aim is to improve patient care and plan for changes and
expansion of service s. At the time of conduct ing this research training was planned to take
place through ten half days over one year , however, since then it has been reduced to six
half days over one year. When training takes place all LHCC staff attend and patient cover
is provided by one locum GP. Half day closures are advertised in the Rutherglen Reformer,
all Camglen GP surgeries (13 in total), Rutherglen Primary Care Centre, Cambuslang Clinic
and local pharmacies before hand. At the time of this consultation four training sessions
had been conducted. This report presents findings from the consultation. The research
questions are listed below.

1.2

Research questions

The research questions for the project were:

What level of awareness is there of the existence and role of the LHCC and Healthy
Living Initiative?
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-

What do the public see as the role of the LHCC and the Healthy Living Initiative?

-

Are there opportunities for co-operation?

-

What issues do the public regard as priorities for development for the Healthy Living
Initiative?
What issues do the public regard as priorities for development within the LHCC?
Do members of the public have concerns about difficulties LHCC staff have in keeping
up to date with new developments and undertaking training?
Do they consider there are benefits for staff and patients in maintaining a high level of
professional development within the LHCC?
Do they support the prospect of protected learning time for all staff?
How often do they consider it appropriate for staff to have protected learning time?

-

What are their concerns about the consequences for patients of protected learning time
throughout the LHCC?
How would they like these concerns to be addressed?

-

Would they like to be kept informed about the training carried out for staff?
Where would they be likely to seek out information about this training?
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Methodology

The project methodology involved a series of focus groups with resident cohorts from the
Cambuslang and Rutherglen area. Participants were recruited using the South Lanarkshire
Citizens Panel database. A total of eight groups were conducted and participants were
selected on the basis of age, gender, parental status and post code. Post codes can be
linked to the Carstairs Deprivation Category Index (CDCI) which gives an indication of
deprivat ion areas . The CDCI runs from a scale of one to seven, with one being the lowest
area of deprivation and seven being the highest. The breakdown of focus group by CDCI is
shown in table 1. There were no groups in categories one and two because none of the
participants in the sample were in these categories .

The aim was to conduct two young person groups in the 18-24 category , however numbers
of participants in this age category were not substantial enough to allow for two groups .
We, therefore, decided to have three groups in the 25-44 age category instead. The profile
for each group is presented in table 1.

Table 1: Profile of focus group participants

Group 1

18-24

Deprivation
Category
3-7

Group 2

25-44

3-5

8

3

5

Group 3

25-44

3-5

4

2

2

Group 4

25-44

6-7

5

1

4

Group 5

45-64

3-5

6

3

3

Group 6

45-64

6-7

7

3

4

Group 7

65+

3-5

7

4

3

Group 8

65+

6-7

8

4

4

49

21

28

Age

Total

Number of
Participants
4

Male
1

Gender
Female
3

The format for each group consisted of a brief 10 minute background presentation on the
Camglen LHCC, PLT and the HLI. A discussion then followed and group participants were
asked to complete a brief answer sheet at the end. Discussion topic guide and answer
sheet are appended.
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Results

This section presents findings from all eight groups. The following sections mirror the topic
guide used to elicit information. Reponses from answer sheets are incorporated where
appropriate .

A general point to note is that there was no discernable variation in responses on the basis
of age, gender, parental status and deprivation category with similar themes emerging from
each group.

3.1

Awareness and understanding of the LHCC

The majority of participants had no prior knowledge of the LHCC, before they took part in
the focus group . A small number of participants said they were fami liar with the name, with
one respondent querying why it was a local health care co-op and questioned whether it was
a true co-operative structured organisation.

Some participants commented that they had

seen the closure notices for the PLT programme .

Wh en asked, participants said they referred to the organisation presented to them as the
LHCC by the following terms, 'doctors', 'general practitioner', 'health centre', 'primary health
care', 'part of the NHS'.

All participants were asked to rate their knowledge of the LHCC before they took part in the
focus group on a scale of 1 to 10 with 1 being very poor and 10 being very good. The mean
score was 2.4 and this ties in with the above findings .

On the whole the participants were not keen on the term 'LHCC', seeing it as "yet more
jargon ". People seemed far happier with a named service or an acronym from the initials in

the service's title ".. .people are cynical abou t name changes. I hate initials .... "

Others felt the name/awareness discussion was an irrelevance "suppose it doesn't matter. "
" .. .as long as there's a doctor ." "... providing it delivers. "
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3.2

Awareness and understanding of the HLI

Similarly to the above, awareness of the HLI was low with the majority of participants having
no prior knowledge of the HLI. The mean knowledge score from the answer sheets was
2.8.

Some participants commented on healthy eating radio and television campaigns they had
seen and thought they were part of the HLI, suggesting some confusion over understanding .
Others reported hearing of the HLI, with one participant telling us that a representative had
come to give a presentation to their Elderly Forum . One respondent had also seen HLI
information at the Bonus Ball. A couple of respondents, who had a medical background ,
commented that they knew of the HLI and thought it was , "trying to encourage peopl e to

have a healthier lifestyle .... I think it's targeting the community."

3.3

Key priorities for development of the LHCC and the HLI

General ly partic ipants suggested broader priorities for the HLI than the LHCC . This could
be because the HLI has yet to start providing any serv ices and there is, therefore, more
scope for suggest ions. In contrast the LHCC is firmly established and participants were
comment ing on improvements to a serv ice wh ich already exists. A range of priorities were
identified fo r the LHCC and the HLI , some of whic h overlap. Th is section will firstly discuss
priorities common to both , and then discuss individua l priorit ies for the LHCC and the HLI .

3.3.1

Priorities for the LHCC and HLI

Two priorities common to both the LHCC and the HLI emerged. These were improving
awareness of service provision and encouraging preventative health care. People saw both
organisatio ns as, "working for the same thing."

Lack of awareness of services both locally e.g. leisure activities, and those provided by
primary care were mentioned by the majority of participants and improving awareness was
seen as a key priority for both the LHCC and HLI. Lack of leisure facilities for young people
was mentioned by the over 65 age group who commented that young people do not play
games, e.g. football, outside anymore and spend most of their time indoors. They felt a lack

fmr research

ltd

www . research i ng . co . u k

5

of recreational grounds, and adults to organise games and after school clubs was part of the
problem, along with young people staying indoors, "stuck at comput ers".

Lack of awareness of primary care services was mentioned by several participants , "/ don't
think a Jot of people know what's on offer."

Encouragement of preventative health care and screening service was seen as a priority for
both the LHCC and the HLI, creating opportunities for join t working which are discussed in
section 3.4.

3.3.2

Priorities for the LHCC

A number of suggestions were made by participants in relation to the priorities for the
LHCC. There was no single emerging theme with development ideas comb ining issues
around access to services and scope of service. An interest ing finding is that the majority of
participants associated the LHCC with their GP and suggested priorities specific to their GP
and not other services provided by the LHCC. Suggestions included:

tackle drugs and alcohol , by providing more community based support services;
improve GP appo intment times, by trying to ensure appointment times are honoured
and people do not have to wait. A suggestion was made that if GPs are running behind
their appointment times patients should be kept informed of the expected delay.
Commen t was also made about the difficulty participan ts face when trying to obtain an
appointment with their named GP with some having to wait one or two weeks to get an
appointment;
more late night and weekend surgeries for those who are working;
better custome r care for GP reception staff ;
reduce jargon, some participants felt they were prescribed pills and did not understand
what and why they were taking them;
GPs could be encouraged to spend more time listening to patients . Participants
commented that they felt GPs were too keen to write them a prescription instead of
listening to them;
practice nurses could do work around diet;
more focus on health screening, e.g. cervical screening, blood pressure and cholesterol
monitoring. A few participants, mainly those aged 45 and above, suggested this could
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be introduced through some sort of 'MOT' where they could go and get the 'silent killers'
checked out;
encourage better consistency in the GP practice. A few participants commented that
they have had to make a separate appointment to the see the practice nurse and
suggested that service would be improved if they could see the nurse afte r seeing their
GP; and
play videos in GP waiting areas with health messages for patients i.e. healthy eating,
exercise and anti-smok ing.

Some participants felt that there was a need for the LHCC to work on standa rdisation and
cons istency of service provision across all 13 GP practices "...address equality seriously
across pra ctices. "

In relation to access to service , some partic ipants said they would prefer a higher degree of
home visits "trying to get a doctor to come to the house was impossible." A few participants
comment ed favou rably about the back-up services provided by NHS 24 "it's far better than
the deputising service, where you get the doctor who's half asleep. "

3.3.3

Priorities for the HLI

Peop le fo und it harder to make specific comm ents in relation to the HLI. As a new
organisatio n it is open to a broader range of interpretation than would be affo rded to an
establishe d service. Participants did not have the benefit in considering the HLI in light of the
developmen tal research and consultation which suppo rted the funding bid. The range of
suggestions included :

healthy eating. This was viewed as especially important for school aged children with
suggestions made to target primary and secondary schools, to teach them how to eat
more healthily . A f urther suggestion for cooking classes was made by many
participants;
tackle smoking, this was most apparent in young girls and young mothers in the local
area;
unemployment , it was suggeste d that something could be done to build up confidence
to enable people to get a job;
tackle loneliness , especially for the elde rly and the unemployed, with the feeling being
that these groups are isolated ;
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territoriality. This was an issue especially for young people and was thought to be an
inhibitor to young people using local services e.g. football pitches;
exercise. Participants commented on the general lack of decent sized leisure facilities,
especially local gyms, in the area;
environment (including dog fouling, litter and a general fear of walking in the area at
night); and
lack of community spirit.

A small group of participants saw budget limitations for the HLI of what, on the face of it,
could be viewed as a substantial budget "£100,000 a year isn't a lot" "... with that amount of

money all they can do is promotion."

A suggest ion was made by some respondents that regardless of what initiatives are put in
place it is important that they are staggered throughout the day and the evening to ensure
people who are working can take part as well.

A stronger theme of opinion was around the preferred style of work ing for the HLI "we've

been inundated (with theory) and we need a practi cal approach, for exampl e cooking and
shopping ." "It needs to get out and meet local groups ...to get involved and get volunteers."
These sentiments were in support of a very 'hands -on' style of work ing as a suggest ion for
the HLI.

3.4

Opportunities for joint working between the LHCC and HU

The majori ty of participants thought that join t working between the LHCC and HLI should be
encouraged, with some commenting that it was essential , "It's essen tial, if they don't have a

partnership they could be wasting each other 's resources ."

Howeve r, whilst participants all thought joint working was a good idea , few suggestions were
made as to how this could be achie ved or w hat jo int working should take place . The
following suggestions were made:

improve health awareness thro ugh join t presentation and talks;
GPs could refer patients to initiatives run by the HLI - a stress managemen t programme
was suggested;
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the HLI could advertise initiatives through GP surgery wa iting areas;
a joint open day could be held by the LHCC and the HLI. This would enable the LHCC
to advertise the prima ry care services available and allow the HLI to tell people what
they plan to do; and
the HLI could carry out survey work in doctors ' surge ries.

3.5

Protected learning time

Before participants discussed PLT they first of all commented on how well informed they felt
LHCC staff were with new developments. In general participants found this hard to answer
and all focused on their GP (perhaps because this is their main primary care contact). The
majority said that they were happy with the treatment they had received and did not know
what their GP's knowledge was of new developments. "It's difficult for us to know what the
new development are - that's a specialist area .. it's difficult for Jaypeople to know whether
they are well informed or not." However two example of misdiagnosis were given which
reduced participant's confidence in their GP.

Other participants told us that they expected their GP to know about new developments and
advances. "You presume your doctor knows it all, you don 't question your doctor."

A few respondents felt their GP did not have time to keep up to date with new developments
and others thought younger GPs were more in tune with new developments than older GPs.
"It depends what was in fashion when the doctor trained." Others felt that development was
more work-centred, "it depends what medical rep was in earlier."

Some participants (a small minority) were aware of PLT before the presentation, "I've seen it
advertised on a chemist's door."

All participants could see the benefits of PLT for LHCC staff and supported the idea in
theory.

The benefits recognised by participants were:

staff will be better informed and this will improve care patients receive;
it is an opportunity for LHCC staff to share information and ideas and learn what other
primary care staff are doing;
LHCC staff could be more motivated in their job; and
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it may help GPs and their practice to modernise, ".. .there might be some surgeries or
doctors that are lacking in things and they might realise, when they get to the training,
that they are behind the time':

These comments were quant ified in the answer sheet with table 2 presenting the responses
received on PTL. Findings suggest that the majority of participants (69%) saw the main
benefits as staff being able to develop their skills/knowledge/experience and keep up to date
with developments.

Table 2: Comments on PLT
To tal
No.
Benefit for staff to be able to develop their skills/knowledge/experience
and keep up to date w ith developments
Ben efit to customer /patients
Good chance to meet/dis cuss/to give focus and aims for future

%
34

69%

15

31%

11

22%

Training would have to be focuse d/relevant to what was required

7

14%

Needs to be good /committed training, not just talking shop

6

12%

Bad for patients if too much time off

2

4%

Important to explain to patients why the training is happening

1

2%

Other

3

6%

Other commen ts received were:
"It would help me understand about the LH CC"
"It would help to keep people informed of the health service in the communi ty. "
"Would allow consistent training across district so all know and work the same way."

Despite agreeing with the concept of PLT, all groups expressed a degree of concern over
how it would work in practice. Participants were uneasy with all LHCC staff going and the
impact it would have on the primary care service they receive. This was illustrated in the
following extract from one respondent talking about Rutherglen Primary Care centre. "I
don't know if it's a good idea for it all to close .... it's constantly busy every time I go. How can
they justify taking everyone away ."

The majority of respondents again focused on their GPs and the impact training would have
if all GPs took a half day. Participants were concerned about the effect it may have on
treatment they receive from their GP, especially if they are catching up with appointments
they have missed when they were training. Participants also commented that having one
GP to cover could affect the quality of care they receive.
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Despite expressing concern over how PLT works in practice none of the participants felt so
strongly that they did not support the idea. However, alternative suggestions were
discussed . These mainly included staggering the training sessions . This was seen as
enabling some LHCC staff to go and some to stay to provide adequate cover . For example;
run two training sessions, one in the morning and one in the afternoon. Participants were
aware that this would mean more training sessions and inflate costs. However , a minority of
participants commented that if the training was staggered it may reduce the effectiveness of
networking and sharing ideas.

People thought that Friday afternoon was the most appropriate time of the week for PLT and
that winter should be avoided for PLT sessions (noting that surgery tends to be less busy in
the summer).

The majority of respondents thought that ten training sessions over one year was
appropriate. Some felt that PLT and the proposed intensity of ten annual sessions mirrored
what would happen in other contexts and was, therefore, appropriate.

"Ok, it feels like the

private sector." "Five days is the figure the Government is working to for all employers, is
that what's behind Protected Learning Time?"

There was a plea from some people to ensure that PLT remained a recognised commitment
within working hours and the responsibility for PLT does not drift into personal time "don't let
it drift into 'own time', it'll erode 'familyness"'. The concern from this respondent was that
PLT may evolve to the stage where it begins to interfere with LHCC staff personal time .

People were also concerned that the time was adequately spent and not wasted "as long as
its beneficial and not 'badge chasing' {reference to Investors in People.]"

"Is the half a day

going to be anything more than a talking shop?"

Comments were also made in relation to the boundary for PLT. Accepting that PLT involved
all LHCC staff some questioned how consistency and best practice could be achieved
across LHCC areas through PLT. There were also questions raised about the
appropriateness of including emergency cover providers in PLT as well, "if the emergency
service is part of local health care provision, why aren't they part of CARE?''

Partic ipants found the question of what topics should be addressed difficult to answer, as
they could not comment on the training needs for LHCC and/or did not feel they have
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appropriate knowledge of primary care to comment, ''these have to do with the priorities for

health in the area."

Specific suggestions on training topics from some participants are listed below:
communication betwee n LHCC staff (esp. GPs) and patients. This was in relatio n to
local services available and what pills people are taking and why, "a lot of people take

pills and don't know what they are taking '~
preventat ive treatment;
sharing of information between different colleagues and pract ices;
new treatment methods and new drugs;
wa iting time reduct ion;
screen ing and preventative care;
commun ication (customer care oriented), speaking and listening;
encourage more GPs to look at the social model of health instead of the medical, i.e.
look at other alternatives instead of writing prescr iptions; and
have suggestion boxes in GP surgeries to allow patients to make tra ining suggest ions .

The major ity of participants said they would like to be kept informed about PLT training for
LHCC staff and thought this would be a good way to gain public support for the programme .

"It would give them ju stification for closing, if you keep people inform ed they are quite
happy. "
Suggestions for keeping people informed were :

mail out
posters in surgeries
local press
public meetings (only a few sugges ted this).

The weight of opinion was for more passive forms of promotion , e.g . posters in GP
practices , to allow patients to access information if they desire. It was felt this would place
less of a burden on LHCC resources .
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3.6

Any other comments

In the main, other comments received from participant answer sheets focused on their
satisfaction of the group discussion as well as the need for more information on the LHCC
and the HLI. The following comments were made about this consultation process :

"I have enjoyed the meeting "
'~ worthwhile exercise"
"Informative focus group"
"More publication on the LHCC and HLI in schools and communities to let the people in the
communities know what's going on around them."
"Publicity and communication (also listening) are VERY important."
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Conclusions

and Recommendations

Our conclusions and recommendations from this research are:

There was no discernable distinction in responses on the basis of age, gender, parental
status or deprivation category around the issues posed.

Participants reported a general lack of awareness and understanding of the terms LHCC
and HLI. There was also confusion with advert ising campa igns for healthy eating and
exerc ise which were assoc iated as being part of the HLI . Therefore, there is scope for
the LHCC and HLI to encourage better promotion and publicity of their function and role.

There was a lack of awareness of service provision by the LHCC, as well as local
services in the Camglen area, e.g. local leisure centres, support groups etc . Therefore,
the LHCC needs to ensure members of the public know what primary care services are
available. There may be scope for the HLI and LHCC to work together to improve
awareness of local primary care and leisure services .

Respondents thought primarily of their GP when asked to comment on priorities for
develop ment of the LHCC, indicating a lack of awareness of all primary care services
provided by the LHCC.

Responde nts came up with more priorities fo r the HLI than the LHCC . However ,
priorities for the LHCC were more tangible than priorities for the HLI. Those for the latter
could be seen a 'wish list'. Reaso ns for this distinction could foc us on the 'newness' of
the HLI and the community input it seeks . As the LHCC is already estab lished, priorities
can be suggested based on the tangibility of people's experience of current service
provision.

Joint working between the LHCC and the HLI was seen as essential but remained
somewhat vague in terms of how it could be achieved .

Feedback for PLTwas positive , with participants agreeing with the idea in theory and
seeing the benefits it offered . However , concern was expressed in reference to how it
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operated in practice. Participants were concerned over the affect it could have on the
care they received, the availability of care and the impact it could have on appointments
for the rest of the week.

Suggestions were made to stagger the training session to enable some LHCC staff
(mainly GPs) to provide more cover. However, the groups' views on the logic of
staggering the training sessions remained mixed, after discussion.

Respondents would like to be kept informed about PLT but in a low cost way, e.g.
posters in GP practices.

Respondents appreciated the presentation and discussion of PLT and were supportive
of the idea when it was explained to them. The HLI could conduct a similar consultation
process when it has a draft programme of interventions in place.
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Discussion topic guide

Introductions (10 minutes)

•

Introduce yourself and colleagues.

•

Explain purpose of the group

•

Outline format i.e. presentations, then discussion, finish with answer sheet

•

Confidentiality (introduce the mini disc)

•

Participation fee

•

Expected finish time

•

Ask the group to introduce themselves and fill out name badges

Prese ntations (10 minutes)

Two 5 minutes presentations, one from LHCC and from HLI. Each presentation will outline
what the terms mean and their remit i.e. what does the LHCC and HLI do? The LHCC
presentation will explain what 'Protected Learning Time ' means.

Group discussion (60 minutes)

Section 1 - Awareness and Understanding

1) Before coming along today what did you know about the LHCC and HLI? (probe on:
have they heard of either before, what is their understanding of the term? Any
knowledge of what they are supposed to do?)

2) What do you think should be the key priorities for development for the Healthy Living
Initiative? Why do you say that?

3) What do you think should be the key priorities for development within the LHCC? Why
do you say that?

4) Do you think there opportunities for joint working between the LHCC and HLI?
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Section 2 - Protected learning time

5) Do you think LHCC staff are up to date with new developments? Why do you say that?

6) What do you think of the protected learning time for all staff idea? (Probe on
understanding of the idea [if unclear re-explain], usefulness, positives and negatives of
the idea for staff and patients.)

7) Would you support the introduction of Protected Learning Time? If no why not? What
could be an alternative?

8) If protected learning time was to be introduced how often do you think it would be
appropriate for staff to use it? i.e. once a week, month?

9) What topics / areas of development would you like to see addressed?

10) Are you concerned that protected learning time may effect you? If yes what are your
concerns? (probe on how these concerns could be addressed?)

11) Would you like to be kept informed about the training carried out for staff? If yes, how
would you like to be informed? Where would you be likely to seek out information about
this training?

Any other comments?

Answer sheet (10 minutes)

The group will finish by completing a brief answer sheet.
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Discussion answer sheet

1)

On a scale of 1 to 10, with one being very poor and 10 being very good how would you
rate your knowledge of the LHCC before you came along to today's discussion?

Very poor

1

2)

Very good

2

4

3

6

5

7

8

9

10

On a scale of 1 to 10, with one being very poor and 1O being very good how would you
rate your knowledge of the HLI before you came along to today's discussion?

Very poor

1

3)

Very good

2

4

3

6

5

7

8

9

10

On a scale of 1 to 10, with one being very important and 10 being not at all important
how usefu l do you think protected learning time could be?

Very important

1

2

not at all important
3

4

5

studios

113

6

8

7

9

10

Why do you say that?

4)

A ny other commen ts ?
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