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Supplementary File 1: Topic Guide 
 

Staff interview topic guide 

(NOTE – this guide evolved over the four rounds of interviews. All 

questions were not asked in every round.) 

 

Introduction and audio consent 

• Introduction – introduce self  

• Aim - We are working with BNSSG CCG to rapidly identify the changing demands on 
general practice, common challenges and innovative solutions that practices have 
devised to cope with the Covid-19 pandemic. This information will be rapidly fed back to 
the CCG to improve support for practices.   

• Consent – explain voluntary participation, audio record, anonymous quotes 

• Switch audio recorder on - For the audio recording, can I check that: 

• You read and understood the study information sheet? 

• You know that taking part in the interview is voluntary and you are free to stop the 
interview at any point? 

• You agree to our conversation being audio recorded? 

• You understand that quotations from the interview may be used to illustrate our 
findings, but it will not be possible to trace who said them? 

• You agree to take part in the study? 
 

Covid-19 

• On a scale of 1 to 10 how well is your practice coping with the Covid-19 pandemic? (Round 
2-4 option: Last time when we asked you how you were coping on a scale of 1-10, you said 
X. What would you say now?) 

• Explain why?  
 
 
Impact of pandemic 

• What are the main challenges that your practice is facing due to the pandemic? (Round 2-4 
option: Last time you said that your main challenges were X, Y, Z. Are these still challenges 
for you? What new challenges have arisen since we last spoke?) 

• What could be done to help them quickly? [note - Link to new challenges]  
What creative solutions has your practices come up with to address challenges – what seems to have 
worked? What would you keep doing post-covid-19? [note - Link to new challenges] 
Round 1 question: What about the types of people who consult? Has there been an 
inadvertent widening of health inequalities due to the sudden change to remote working? How 
mitigate? Conversely, has it increased access in some areas? What opportunities have been 
afforded to some areas of the population? 
 
Changing consultations - method, volume, type  

• Has volume of consultations changed? How are you dealing with this?  

• Has the type of consultations changed? Changes in patients’ health seeking behaviour?  
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How are you managing the move to remote consultations operationally - talk me through your 

current process for patients accessing care. (Round 2-4 option: You talked me through last time 

how you were managing the move to remote consultations operationally. Have there been any 

policy or operational changes on this in the last 2/3 weeks?) 

Prompts for round 1 only 

• Phone booking [Y/N] 
o Online booking [Y/N] 
o Online consultation [Y/N] 
o Via 111 [Y/N] 
o How far in advance can patients book, if at all? 
o How is the practice currently operating GP lists? 
o What happens if reception triage indicates something urgent? 
o How does a patient’s first clinical contact happen? (e.g. when, by what means, what 

duration) 
o How are video consultations arranged, if required? 
o How is follow up contact arranged, if required? 

• How do you feel about the move to remote consultations? What are the positives and 
negatives of video consultations? 

o Confidence in dealing with video consultations 
o Able to make an emotional connection? For example, how are you managing COVID-

related anxiety/depression via telephone/video?  
o Any issues with the IT equipment for video consultations? – what shared learning? 
o What benefits of remote consultations could be retained post-pandemic 

• Round 2 option: We talked a bit time about the positives and negatives of telephone/video 
consultations.  

o How is it going now that you have had more time to get used to it? 
o Are the clinicians confident in being able to use it for most medical enquiries? 
o How is it working with rising workload? 
o Are you still experiencing technical issues (if they were in the first place). 

• Have you started doing online triage through AskMyGP/e-consult? How is that going? 
 

Round 1 questions: 

• What types of patient, or what types of condition, do you still need to see face to face? 
What makes you to ask someone to come in? 

• When face to face consultation is required, how is this managed for staff and patients IF: 
• Suspected covid patients 
• Shielded patients 
• Other patients 

o When bloods/treatment rooms appointments are needed, how is this managed for: 
• Suspected covid patients 
• Shielded patients 
• Other patients 

(Round 2 option: Don’t ask this in round 2 – question above asked if there were any 
operational changes and that should cover this.) 
Is workforce safety able to be addressed, separate from their interactions with patients? 
For example, how is this being managed for BME staff? (Round 2 option: We talked last 
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time about workforce safety and how that was being managed through use of PPE and XXX. 
Have there been any changes in that respect?) 

 
-------In Rounds 1 and 2, if reached 20 min mark, I have a couple of questions on chronic 

conditions and other activity, would you like to carry on or stop -------- 
 
 
What are you not doing?/care of vulnerable patients  

• Impact on routine clinical activities, e.g. monitoring, screening, immunisations, 
contraception? – consequences of these changes? Plans to mitigate consequences?  

• Impact on investigations, blood tests, referrals? – consequences?  

• Any benefits/opportunities/new ways of working that have arisen? 

• How has the delivery of care to vulnerable groups changed during the response to the 
pandemic? (mental health problems, learning difficulties, vulnerable children) Do you think 
these changes led to increase in adverse events? Plans put in place to reduce possible 
negative consequences? 

• Is there anything else that we have not covered about your practices response to the 
pandemic that you think would be relevant for us to know?  

 
 
Care of patients with chronic conditions/multimorbidity/frailty   

• How has the delivery of primary care to patients with chronic conditions/multimorbidity 
groups changed? 

• Impact on management of patients with chronic conditions? – consequences – e.g. missing 
things due to remote consultations - increase in adverse events? What? 

• Impact on continuity of care? 

• Shielded patients that you practice has written to and told to self-isolate – what issues are 
arising caring for these patients? How helping deal with psycho-social burden of isolating? 

• How has the delivery of care to patients with frailty changed during the response to the 
pandemic? Consequences? Plans put in place to alleviate possible negative consequence? 

• Gut feel around extended hours, which would help potentially with social 
distancing/vulnerable/shielded patients? 
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Supplementary File 2: COREQ Checklist 
 

Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist1 

1. Interviewer/ 

facilitator 

The interviews were conducted by Mairead Murphy (MM), Andrew 

Turner (AT) and Anne Scott (AS). These three researchers plus Jeremy 

Horwood (JH) formed the qualitative research team. 

2. Credentials All four researchers on the qualitative team have a PhD and substantial 

experience in qualitative research. 

3. Occupation All members of the qualitative research team are researchers at the 

University of Bristol. Jeremy Horwood is an associate professor of 

qualitative research. Mairead Murphy is a research fellow. Andrew 

Turner is a senior research associate and Anne Scott is a research 

associate. 

4. Gender MM and AS are female and JH and AT are male. 

5. Experience and 

Training 

All researchers have undergone training in research governance and 

qualitative research at the University of Bristol. The research team 

have between 7 and 20 years’ experience in qualitative research, 

including leading qualitative studies. MM and JH were co-chief 

investigators of the study, which was peer reviewed and independently 

funded by the National Institute for Health Research. 

6. Relationship 

established 

Prior to study commencement, the interviewers and the participants 

had no previous contact, apart from one or two GPs/practice managers 

who were known to AT/MM from previous research studies. Rapport 

was built before the interview started through the researcher explaining 

the study, answering any questions from participants and taking 

informed consent. Some participants were interviewed multiple times, 

which further enhanced rapport. 

7. Participant 

knowledge of the 

interviewer 

When participants were recruited, they were provided with an 

information leaflet about the study. This provided the name of one of 

the interviewers (MM) as she was study co-chief investigator. Each 

researcher explained their background, and the reason for doing the 

study prior to the start of the interview. 

8. Interviewer 

characteristics 

The three interviewers were white, British, university-educated, with 

non-clinical backgrounds. Qualitative research is alway influenced by 

the perspective of the researcher, but these characteristics should not 

have added particular bias. To add rigour to the analysis process, three 

interviewers discussed data in joint meetings at the end of each 

interview round with JH and agreed the themes coming out of that 

round. 

9. Methodological 

orientation and 

Theory 

Thematic analysis was used for the data analysis. 

10. Sample The sample consisted of GPs, practice managers and nurses from GP 

practices in Bristol, North Somerset and South Gloucestershire CCG 
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who were working through the COVID-19 pandemic. We purposively 

sampled a range of practices across different locations, levels of 

deprivation, size and ethnicity mixes, to ensure maximum variation in 

relation to these variables. Within the practices, we recruited GPs, 

nurses and practice managers to get a range of different views. 

11. Method of 

approach 

Participants were alerted to the study via an advertisement sent from 

the Clincial Commissioning Group. Participants then emailed the 

RAPCI study mailbox and received an email back from one of the 

three interviewers. To improve the diversity of the sample, some 

practices were specifically targeted, and participants in these practices 

were directly approached by the chief investiogator. 

12. Sample Size 41 participants from 21 GP practices. 

13. Non-participation We approached 25 practices and recruited 21. Sixteen of the practices 

approached sent an expression of interest in response to our study 

research information. We approached the remaining nine directly to 

make the sample more diverse. Recruiting participants from the other 

four practices would have improved our mix of practices in terms of 

deprivation, locality and current implementation of e-consultations.  

In round 1, staff from 14 of the 21 recruited practices participated, as 

the remaining 7 had not yet been recruited. In the remaining rounds we 

interviewed at least one participant from 20 of the 21 practices in each 

round, although some skipped a round (see Table 1 in the main paper). 

One participant dropped out in round 4 due to time constraints (health 

center 4). 

14. Setting of Data 

Collection 

Interviews were conducted by telephone 

15. Presence of non-

participants 

No 

16. Description of the 

sample 

See Table 1 in the main paper. 

17. Interview guide A brief interview guide was used, which was modified and refined in 

later interview rounds in response to preliminary data analysis. See 

Supplementary file 1. This was pilot tested with six University of 

Bristol academic GPs.  

18. Repeat interviews We carried out repeat interviews. (See Table 1 in the main paper). 

19. Audio-/visual 

recording 

We used audio recording to collect the data. 

20. Field notes We carried out rapid coding of each interview into a framework, prior 

to transcription/rapid analysis, and interpretive notes were added to this 

framework as applicable. The interviews were all done by telephone, 

so the logging of participant expression, or other non-verbal cues was 

not applicable. 

21. Duration The interviews lasted an average of 30 minutes. 

22. Data Saturation The interviews were ongoing, and new themes emerged in each round 

as the situation was constantly changing. The notion of data saturation 

is therefore less applicable, as, had we continued interviewing, we 
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would have identified more themes relevant to the later stage of the 

pandemic. Theoretical sufficiency is therefore a more applicable 

concept than data saturation in the case of this study, 

23. Transcripts 

returned 

Transcripts were not returned to participants for comment or 

correction. 

24. Number of data 

coders 

3 

25. Description of the 

coding tree 

Analysis was structured around two broad themes: (1) When was face-

to-fact contact necessary (2) How was face-to-face contact made 

possible. Within this, sub-themes were developed inductively to 

capture the different aspects of how these were achieved. These sub-

themes are described by subheadings in the main paper. 

26. Derivation of 

themes 
Themes were derived from the data. Interviews were audio-recorded, 

transcribed, anonymised, imported to QSR Nvivo 12 and thematically 

analysed. MM/AT/AS/JH established an initial coding framework and 

each researcher coded their own interviews within this framework. 

MM/AT/AS double-coded six interviews (two each) to ensure a coding 

consensus and maximise rigour.  

27. Software QSR NVivo 12 was used to manage the thematic data 

28. Participant 

checking 

Transcripts were not returned to participants for checking. Rapid 

reports on the findings were published and sent to practices. 

29. Quotations 

presented 

Yes, participant quotations are presented to illustrate the themes. Each 

quotation is attributed to a participant identifier. 

30. Data and findings 

consistent 

Yes. Data is presented against each theme in the form of quotations to 

support the findings. 

31. Clarity of major 

themes 

Yes. These are presented in the main text. 

 

32. Clarity of minor 

themes 

Yes. These are presented in the main text. 

 

1. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-
item checklist for interviews and focus groups. International journal for quality in health care : 
journal of the International Society for Quality in Health Care / ISQua 2007;19(6):349-57. doi: 
10.1093/intqhc/mzm042 
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Supplementary File 3: Glossary 
 

AskmyGP An online consultation, triage and workflow system for practices. 
 

BMA British Medical Association. A trade union for doctors in the UK. 
 

BNSSG Bristol, North Somerset, South Gloucestershire. The CCG area where 
this study took place. 
 

CCG Clinical Commissioning Group. CCGs commission most of the hospital 
and community NHS services in their local area. 
 

HCA Health Care Assistant. A type of non-registered health care staff. 
 

LARC Long-acting reversible contraception. 
 

NHS National Health Service 
 

NHS England NHS England (and NHS Improvement) oversees the commissioning of 
the NHS in England. 
 

NHS Health Checks A health check-up offered to adults in England aged 40 to 74, every 5 
years. 
 

One Care The GP federation that represents and supports practices in BNSSG 
 

PPE Personal protective equipment. E.g. masks, visors, gloves. 
 

RCGP Royal College of General Partitioners. The professional body for GPs in 
the UK. 
 

 

 


