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Abstract 

This thesis presents the process evaluation of implementation of a highly-complex, patient-

centred intervention to improve care of patients with multi-morbidity in general practice. 

The intervention was evaluated in a pragmatic cluster-randomised trial. Multiple 

components, including continuity of care and comprehensive, longer reviews, combined to 

achieve a patient-centred approach. Process evaluation designs vary considerably. Common 

designs focus on assessing fidelity to the intervention, quantitatively and/or qualitatively. 

They may also investigate participants’ experience of the intervention and the impact of the 

trial context on implementation. This provides valuable information to interpret trial results. 

In this thesis, I show how I developed a comprehensive process evaluation to evaluate 

implementation of the complex intervention and inform interpretation of trial results, 

including a novel approach for evaluating implementation of patient-centredness. Because 

patient-centredness is defined in various ways, including the quality of patient-clinician 

relationships, clinician behaviours and organisational components, the process evaluation 

was wide-ranging. Four case studies, purposively selected to demonstrate a range of 

implementation success, were used for in-depth investigation of implementation, including 

the patient-centred approach. Context was investigated through interviews, observation and 

trial-wide surveys. Fidelity of intervention delivery was evaluated through observation and 

recordings of 28 intervention reviews and nine control reviews, and 20 post-review 

interviews. Finally, clinicians’ and patients’ response to the intervention were explored in 26 

interviews, clinician and practice surveys and four patient focus groups. The qualitative data 

were analysed thematically using a combination of a priori codes based on outcomes of 

interest, including domains of patient-centredness, and inductive codes. 

The results showed that clinicians supported a patient-centred approach, but practice 

circumstances and administrative systems hampered arrangement of intervention reviews. 

Some patients experienced reduced continuity of care during the trial for logistic reasons, 

but many described meaningful improvements in patient-centred domains, such as being 

asked about their illness experience. Patients valued the longer, comprehensive reviews to 

discuss all their health concerns, but some clinicians found the broad agenda challenging. 

Many clinicians had difficulty with the new computer template used in the intervention, but 

it helped ensure they delivered all components. However, template unfamiliarity could 

hinder communication. Some review components, for example, creating collaborative health 

plans and depression screening, were not always completed as intended.  

In conclusion, complex, patient-centred interventions are difficult to implement and evaluate 

because of the multi-faceted nature of patient-centredness. Defining components and 

indicators of patient-centredness and evaluating from multiple perspectives led to credible 

findings regarding the implementation of the patient-centred approach. The findings 

indicated some aspects of the intervention were not always implemented as intended, for 

example, collaborative goal setting, but that overall patient-centredness increased, 

supported by template questions. Further research could usefully identify effective ways of 

implementing and evaluating specific patient-centred skills that would further enhance the 

patient-centred approach.  
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Chapter 1 Introduction and background 

This thesis presents a process evaluation for a multi-centre, pragmatic, cluster randomised 

controlled trial (RCT) of a complex intervention implemented in primary care in a general 

practice setting. The trial was known as the 3D study and the intervention aimed to improve 

the management of multi-morbidity by means of a patient-centred approach, and thereby 

improve the health-related quality of life of patients with multi-morbidity.  

The introductory chapter provides context for the process evaluation by describing the 

background for the trial, patient-centredness and the trial itself. First, the chapter covers 

what multi-morbidity means and the challenges presented by current healthcare service 

organisation. Then it considers the impact on patients and how they may be affected by 

recent structural changes in care provision. The concept of patient-centredness is discussed, 

addressing the difficulty of defining and evaluating it and its importance for patients with 

multi-morbidity. A description of the 3D trial design and setting, and the reasons for 

conducting a process evaluation, complete the context of the thesis. The chapter concludes 

with a statement of the thesis aims and objectives, main argument and overall structure.  

1.1 The challenge of multi-morbidity 

An individual who has two or more co-existing long-term conditions (LTCs) may be 

considered to have multi-morbidity [1]. LTCs are also termed chronic conditions or non-

communicable diseases and are adverse health conditions ‘that cannot, at present be cured; 

but can be controlled by medication and other therapies’ (p4) [2]. Examples are diabetes, 

cardio-vascular disease and asthma, but there are many others. Multi-morbidity is 

challenging both for healthcare providers and for the individual who has to contend with two 

or more incurable conditions that may compound one another [3].   

1.1.1 Multimorbidity and the healthcare system 

Healthcare demands from multi-morbidity are increasing with the rise in the number of older 

people, because multi-morbidity becomes more common as people age [4]. It is now 

frequently encountered in primary care [4]. In areas of socio-economic deprivation there is 

greater prevalence of multi-morbidity and it occurs at a younger age [5]. Healthcare 

organisation and delivery challenges arise because of the increased complexity of managing 

several co-existing conditions which may require the expertise of multiple clinicians (hospital 
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clinicians, General Practitioners (GPs) and nurses) and healthcare organisations [3, 6]. 

Conditions may interact synergistically or may interact through treatment conflicts, or by one 

overshadowing or dominating the others [7, 8].  

Health systems are not set up for optimal management of multimorbidity and the 

development of clinical guidelines for the management of LTCs are based on single 

conditions and generally fail to take multi-morbidity into account [9-12]. The consequence is 

that patients with multimorbidity are particularly likely to receive fragmented single disease-

focused care. Recently, however, a new guideline for the management of multi-morbidity 

has been produced [13], which recognises the extent of the problem.  

Another factor relevant to management of multi-morbidity, the Quality and Outcomes 

Framework (QOF) [14], was introduced in 2004, in an attempt to improve the quality of 

primary healthcare delivery in the UK. This is a system of performance-related pay that 

rewards GP practices for their success in achieving a range of pre-defined targets, a 

significant proportion of which are related to the management of LTCs. The targets reflect 

the clinical guidelines for single diseases and therefore do not take account of multi-

morbidity. Primary care systems have adapted in response to the QOF incentives [15] and 

nurses have been trained to manage and monitor single diseases, mainly asthma, chronic 

obstructive pulmonary disease (COPD), diabetes and heart disease. However, many nurses 

are only trained in the management of one condition, meaning that patients with multi-

morbidity may have to see different nurses for various conditions.    

GPs retain the primary clinical responsibility for the overall care of their patients with long-

term conditions [14, 16, 17]. Their role includes the co-ordination of care between different 

providers, overseeing the management of the patient’s condition(s), making treatment 

changes as required, and continuing and monitoring drug regimens implemented by 

specialist clinicians. However, GPs may lose sight of important aspects of their patients’ 

health when LTC reviews are carried out by nurses and fail to identify potential interactions 

between conditions and between the various treatments.  

In addition, GP practices have in many cases become larger, with an increased proportion of 

GPs working part-time. This, together with pressures on appointments, has made it 

increasingly difficult for patients to see their preferred GP [16], especially if the GP practice 

does not offer pre-booked appointments, the patient is in full-time employment or requires 
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an urgent appointment [18, 19]. Out of hours care is often no longer covered by the GPs of 

the patient’s practice [16]. Thus, continuity of care has been diminished and patients 

frequently may find that they are seeing a doctor they do not know, who needs to be briefed 

about their complex history. This may take up several minutes of the ten-minute 

consultation, leaving even less time for consideration of multiple issues.  

1.1.2 Living with multimorbidity 

For the individual patient, multi-morbidity is challenging at several levels. Disease outcomes 

are generally worse for people with multi-morbidity and they have higher levels of illness 

burden, treatment burden and depression [5, 20, 21]. Illness burden is a term used to 

describe the detrimental effects on quality of life that individuals experience because of their 

illnesses. Treatment burden refers to the impact on daily life of having to manage the illness, 

such as taking multiple medications, attending appointments for monitoring and treatment, 

changing life-style behaviours and adopting exercise regimes [22].  

Managing the healthcare demands of multi-morbidity can be a daunting task. The 

multiplicity of clinicians involved, and limited information-sharing between them, may 

require patients to update each clinician about their colleagues’ treatment decisions and 

recent investigations. This adds to patients’ treatment burden, potentially reduces the 

quality of medical care [6, 23] and is likely to be very difficult for patients who also have 

cognitive impairment or mental health problems, which is not uncommon. Arguably, there is 

a need for a clinical case manager, who has an overview of all the patient’s health conditions.  

In addition, patients with multi-morbidity may find it easier or be more willing to adhere to 

treatment if their individual circumstances and quality of life choices are considered in 

management decisions [24-26]. GPs who know their patients well can fulfil the case manager 

role and generally understand patients’ complex situations, but the diminished continuity of 

GP care undermines this traditional role [17]. When each disease is treated in isolation, and 

continuity of care is lacking, it is not surprising that patients with multimorbidity have 

reported feeling that no single clinician has an overview of their situation or treats them as 

an individual of unique complexity [27-29].  

These considerations suggest that patients with complex multi-morbidity are disadvantaged, 

not only by their health conditions, but also by the recent structural changes in healthcare 

provision. The move to standardise healthcare, one of the strategies to remove unacceptable 
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variation in healthcare provision and exemplified by QOF, overlooks the individual 

combination of circumstances and health conditions present in patients with multi-morbidity 

and may conflict with their need for individualised healthcare [30].  

The needs and preferences of patients with multi-morbidity may therefore be incompatible 

with some of the current drivers of health care delivery. Recently, however, there has been a 

strong impetus towards supporting patients to self-manage their LTCs, and to provide 

patient-centred care in all healthcare contexts [31]. This may be of particular benefit to 

patients with multi-morbidity, as it emphasises individualisation of care, and the desirability 

of involving patients in management of their health and treatment decisions. The next 

section therefore discusses what is meant by patient-centred care. Understanding how it 

may be implemented in practice is fundamental to this process evaluation. 

1.2 What is patient-centred care? 

Patient-centredness is relatively easy to recognise but much harder to define or measure. 

The concept of patient-centred care, or person-centred care, is now widely used and 

enshrined in many organisational policy statements [31-34], such as the following statement 

from NHS England. 

The NHS and our wider health and care system needs a clear narrative about the 

importance of person-centred care, particularly for those with multiple LTCs, 

complex care or support needs to improve outcomes and reduce inequalities (p3) 

[31].  

1.3 Concept development 

Although often referred to, patient-centred care lacks a universally agreed definition [35-37] 

and the components and benefits are unclear. The existing evidence to support improved 

health outcomes and patient satisfaction [38-40] is insufficient and often of low quality, in 

part because there is no consensus on operationalising and measuring patient-centred care 

[41, 42]. Without commonly-used measures to assess clearly-defined patient-centred 

strategies, meta-analyses that might strengthen the evidence for patient-centred care and 

identify mechanisms of action between the application of patient-centred care and health 

outcomes are not feasible [42]. A key difficulty is the use of the term patient-centred care to 

cover a variety of purposes and approaches in a range of different contexts and professions 

[35, 37-39, 42, 43]. This makes it very hard to define and, indeed, Stewart [44] has suggested 
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that it is easier to understand the concept in terms of what it is not – ‘technology centred, 

doctor centred, hospital centred, disease centred’ (p.444).  

The lack of a clear definition is perhaps, in part, the result of patient-centred care having no 

definite theoretical foundation, although it can be traced to the bio-psychosocial model 

developed by Engel [45]. Consequently, it can be stretched to fit a range of purposes and 

includes a multiplicity of attributes and contributory concepts as components of the overall 

construct. It may be used as: 

• a characteristic of a good therapeutic relationship [16, 35, 43] 

• an institutional standard of care with a focus on patient experience [46-48]  

• a taught component of clinician education [42] 

Patient-centred care is often defined in terms of its components [35, 44] and these will vary 

depending on whether the provider of the care to which the definition refers is an 

organisation providing a health care service or a clinician involved in a clinical interaction 

[24]. Various contributory components may be given different weight or may not be included 

at all, depending on the perspective and circumstances of the stakeholders. For example, 

some system characteristics may inhibit patient-centred care [33] and therefore 

organisational descriptions of patient-centred care are more likely to include systems 

components such as the production of clear, easily comprehensible patient information and 

easy access to care [37].  

There are, nevertheless, certain core components about which consensus exists [37, 49]. 

These components, according to Robinson and colleagues [24], can be broadly divided into 

two categories: a) patient involvement in care and b) the individualisation of care. Both 

these categories can be applied to individual clinicians and consultations, or to organisations 

and systems of care. Patient involvement in care might include shared decision-making, 

shared power and control, the therapeutic alliance, choice, provision of information, and 

‘nothing about me, without me’ (p.w560) [50]. Individualisation of care could include a 

holistic, bio-psychosocial perspective to identify individual needs, wants and disease impact, 

respect for individual preferences and values, accommodation of different cultural practices, 

the patient-as-person, putting the patient first, and ‘every patient is the only patient’ 

(p.w560) [50].  
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Another way of attempting to define patient-centred care involves specifying the behaviours 

or organisational strategies that encourage patient involvement in care or the 

individualisation of care. For example, organisations might promote patient involvement in 

care by allowing patient access to medical records, and clinicians during consultations might 

negotiate treatment goals or provide the patient with a care management booklet that 

includes details of the agreed treatment and blood test results.  To support individualisation 

of care, organisations might describe their policy to facilitate observance of diverse religious 

practices within their care procedures, whereas practitioners might elicit and take account of 

religious beliefs in agreeing a treatment plan with an individual.  

Specifying behaviours or actions that are considered markers of patient-centred care is one 

way of assessing patient-centredness, because they can be observed. Measures of patient-

centred clinical interactions may rely on external observers identifying patient-centred 

behaviours that occur during consultations. Alternatively, measures may consist of patient-

reported perceptions or clinician-reported content [36, 51, 52]. No approach is perfect, as 

illustrated by one study that showed poor correspondence between patient-reported 

measures and observer ratings based on behaviours [41]. This raises an important question 

about who should assess patient-centredness. Since a tenet of patient-centred care is that it 

should be adapted to the individual, arguably the key opinion should be that of the recipient 

of the care [41]. This would make it a very subjective judgement and leads to the contentious 

area of whether patient-centred care is care that which best pleases the patient or is the 

best care for that individual in the opinion of the clinician. With good communication 

between patient and clinician it should be possible to reconcile these two positions. 

An equally subjective way of assessing patient-centredness follows from Epstein and Street’s 

[39] proposal that the common unifying element of patient-centred care is a ‘quality of 

personal, professional and organisational relationships’ (p.100). Epstein and Street 

differentiate this from more superficial attempts to achieve patient-centred care by changes 

in organisational infrastructure. This emphasises the centrality of the relationship 

component of patient-centred care which was at the core of early conceptualisations 

following Engel’s identification of the relationship between physician and patient as a 

powerful influence on outcomes of medical care [45].  

Balint’s work to ‘help General Practitioners reach a better understanding of the emotional 

content of the doctor-patient relationship and so improve their therapeutic potential’ (cited 
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from webpage) [53] also contributed to the development of the concept of patient-centred 

care. Following recognition of the importance of the doctor-patient relationship, much of the 

subsequent development of the concept, and research about its effectiveness, has focused 

on interactions between doctors and patients [36, 42]. The quality of the relationship 

between patient and clinician is thus a key concept underlying the widely-used definitions 

(see section 1.3.1 below). The next paragraph describes how it came to be established. 

The ‘patient-centred clinical method’ was developed in the Department of Family Medicine 

in the University of Western Ontario from the 1960s to the 1990s. Ian McWhinney focused 

on the doctor-patient interaction as a key component of a clinical consultation and, in a 

textbook on family medicine published in 1989, described the ‘patient-centred clinical 

method’ [54]. He built on an earlier publication by Pendleton [55] and described the need for 

clinicians to understand the meaning the illness has for the patient, including their 

expectations, feelings and fears [54]. Starting in the 1970’s, his PhD student, Moira Stewart, 

had begun to explicitly develop the concept of patient-centred care. She focused on the 

relationship of the patient with the doctor, and received further stimulus from the work of 

Joseph Levenstein who visited the department in 1982 and shared his attempts to develop a 

new model of practice [56]. The ‘patient-centred clinical method’ was fully described in a co-

authored book, published in 1995 [57], which retained the focus on the centrality of patient-

physician communication and the complexity of the clinical consultation. The complexity 

arises from the need to understand the significance of the illness from both the medical and 

the individual patient’s point of view and to reconcile both the resulting agendas [56].  

The seminal paper ‘Towards a global definition of patient-centred care’ [44], which provided 

a brief retrospective of Stewart’s work, was published in 2001. The previous year, Mead and 

Bower [35] had published a review of the literature on patient-centred care and set out a 

comprehensive conceptual framework. Both these works are widely cited and are more 

readily applied to clinicians conducting consultations [51, 52] than to organisations. 

Significantly, they both reference the centrality of the relationship component of patient-

centred care.  

1.3.1 Definitions of patient-centred care 

Mead and Bower’s definition [35], lists five key dimensions of a patient-centred consultation: 

a. Bio-psychosocial perspective 

b. Patient-as-person 
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c. Sharing power and responsibility 

d. The therapeutic alliance 

e. The doctor-as-person 

The second definition by Stewart [44] also lists five components but is framed in terms of 

provider behaviours. The patient-centred provider: 

a. explores the patients' main reason for the visit, concerns, and need for 

information  

b. seeks an integrated understanding of the patients' world—that is, their 

whole person, emotional needs, and life issues 

c. finds common ground on what the problem is and mutually agrees on 

management  

d. enhances prevention and health promotion 

e. enhances the continuing relationship between the patient and the doctor 

Recognising the widespread adoption of the concept in the first decade of the 21st century,  

Kitson and colleagues in 2014 published a narrative literature review of all the ways in which 

the term patient-centred care is used [37]. Their aim was to ‘identify the common, core 

elements of patient-centred care’ in an attempt to arrive at a more universal definition by 

examining how the concept is used by different professions in various contexts. Kitson et al. 

describe three overarching themes, which contain various sub-themes:  

a. Patient participation and involvement 

b. Relationship between the patient and health professional  

c. The context where the care is delivered 

Although patient-centred care can clearly be demonstrated in a one-off clinical encounter, 

the ongoing collaborative relationship between clinician and patient is often seen as an 

important facilitator of patient-centred care and provides an argument for continuity of care. 

Mead and Bower [35] refer to this as the ‘therapeutic alliance’ while Stewart [44] stipulates 

that a patient-centred provider ‘enhances the continuing relationship between the patient 

and doctor’ (p.445). The broader conceptualisation developed by Kitson and colleagues [37] 

includes the ‘relationship between the patient and the health professional’ and sub-themes 

of a ‘genuine clinician-patient relationship’, which includes the idea of a continuing 

relationship, and ‘open communication of knowledge, personal expertise, and clinical 

expertise between the patient and the professional’ (p.10). This latter criterion is one that is 
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not so explicit in the earlier definitions and is particularly important in the management of 

LTCs. 

In 2011 Starfield [58] had distinguished between person-focused care and patient-centred 

care in a different approach to resolving the difficulty created by the term patient-centred 

care being used in multiple ways in a variety of contexts. The important differentiation that 

she makes is between interactions in single visits, generally disease-focused, which, in 

addressing individual health needs may be patient-centred regardless of whether the 

clinician and patient had an ongoing therapeutic relationship, and inter-relationships over 

time which can be person-focused (as well as patient-centred) and take account of the 

person’s overall and changing health over time. A person focus, rather than a disease focus, 

ensures that the problem as the patient experiences it is prioritised over the disease as 

diagnosed by the clinician. This is a useful distinction as her definition of person-focused care 

better describes the particular patient-centred approach based on knowledge of the patient 

over time that is the claimed province of primary care. However, this term is not yet in 

general use and for this thesis I will continue to use the term ‘patient-centred’, 

synonymously with person-focused, with the understanding that I am including holistic 

knowledge of a patient gained over time within my definition of patient-centred.  

With regards to conceptualising, operationalising and hence evaluating patient-centred care, 

Ogden et al. in 2017 [59] provided a useful contribution by their research into the 

requirements for patient-centred care systems from multiple stakeholder perspectives, using 

participatory concept mapping. Their analysis of responses grouped the requirements into 

clusters and then into three overarching domains: humanity and partnership, career 

spanning education and training and health systems, policy and management. These 

domains are useful for considering the necessary conditions for patient-centred care and are 

reflected in the components of the 3D intervention, which include clinician training, 

organisational changes and clinician behaviours that may build partnership with patients 

(see section 1.5). 

An interesting parallel to the work of Ogden et al. [59] can be found in a paper that sets out a 

comprehensive model for establishing empathy as component of patient-centred care [60]. 

In this work, the authors interviewed physicians who were considered empathic to develop a 

theory about what produced an empathic clinician. A grounded theory approach was used in 

the study to create a model that has similarities to Ogden’s work in that it identifies both 
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training and the conditions under which a physician works as factors in achieving empathic 

practice. However, it also includes personal traits as individual variables in the development 

of clinician empathy and patient characteristics as variables that influence manifestation of 

empathy [60]. Much of the content could be equally applied to the development of a 

patient-centred clinician and is useful for its consideration of the barriers to empathy as well 

the components and necessary conditions of empathy. 

Kitson and colleagues [37] point out that there is less literature about patient-centred care in 

nursing practice, even though it is equally relevant to them [43]. This may be partly because 

the concept of patient-centred care evolved from examining the attributes of an effective 

therapeutic relationship between a doctor and patient. It may also be due to the different 

roles of doctors and nurses. However, with the advent of extended nursing roles, such as 

nurse practitioners, and nurse-led care for long-term conditions, nurses are more commonly 

conducting physician-style consultations [16] particularly within the context of primary care 

and management of LTCs in out-patient departments of hospitals. Consequently, the 

therapeutic relationship aspect of patient-centred care and the definitions that relate to 

individuals conducting consultations are clearly relevant.  

The generic difference in a nurse’s role compared to that of a doctor may change how 

patient-centred care is enacted; the focus in the former may be more on care and treatment 

delivery. Although this is still relational and interpersonal, there is less need for exploring, 

interpreting and negotiating solutions for the patient’s ill health and less need for decision-

making. Good, considerate, individualised service is, however, extremely important. 

Therefore, in nursing practice there is more emphasis on the closely related concepts of 

patient experience and putting patients at the centre of care, terms which are often found in 

descriptions of good practice in nursing care and health service policy. These policies include 

elements of patient-centred care but do not mention therapeutic relationship and place less 

emphasis on the aspect of the personal relationship between the patient and the individual 

health care professional [34, 46, 48].  

The various conceptualisations of patient-centred care, and the key role of relationship 

quality, suggest the significance of patient-centredness to a general practice setting. Nurses 

and GPs in general practice form the majority of an individual’s healthcare contacts and 

often interact with patients (especially those with LTCs) over a long period of time. Those 

with multi-morbidity are also likely to be frequent attenders. The next section considers the 
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particular relevance of patient-centredness to the care of people with multi-morbidity in GP 

practices. 

1.4 Patient-centred care and management of multi-morbidity 

One reason that patient-centred care is central to the management of LTCs is that patients 

must adapt to the impact of the condition in their own particular circumstances and engage 

with its day-to-day management themselves [29]. Health professionals need an 

understanding of the social and cultural context in which their patients live, since this will 

affect self-management goals and treatment choices [3]. Knowledge of their patients’ 

preferences and living circumstances will help health professionals to provide appropriate 

support and to negotiate patient-centred management plans to which patients are likely to 

adhere [17, 61]. This is facilitated by an ongoing relationship with a single clinician who 

provides longitudinal continuity of care (also known as relational continuity) [3, 62, 63]. 

Repeated contacts with the same health professional over time should increase knowledge 

of the patient and tend to build trust if consultation experiences are good [17, 27, 61, 64]. 

The development of trust and understanding between the patient and the health 

professional is likely to enhance communication [65], which facilitates understanding of the 

patient’s needs and preferences, as well as of their condition. This longitudinal continuity 

with a care provider is particularly important to people who have multiple LTCs [27, 66] as 

well as to their GPs [17]. Because these patients often have complex and multiple problems, 

they appreciate seeing a health care professional who knows them, understands their 

difficulties and their personal circumstances and to whom they do not have to repeat their 

history [19, 66].  

Continuity is often understood in another sense that is important in the context of multi-

morbidity. This kind of continuity relates more to the seamlessness of care and requires good 

information sharing and co-ordination of care between a patient’s different health care 

providers [63]. People with multi-morbidity frequently have multiple medical appointments, 

which adds to the high treatment burden they experience. The treatment burden is 

exacerbated when continuity of this kind is lacking [6, 22]. Disease management may require 

complex decision-making to balance one condition with another, as well as polypharmacy 

that is challenging for clinicians’ and patients to manage [29, 67]. Patients often feel that 

care is disjointed, communication is poor, and there is a lack of appreciation of them as a 

whole person [29, 66]. In addition, they may feel that the long-term condition that is being 

reviewed dominates the thinking of the health care professionals they consult, and other 



 

12 
  

conditions may be overlooked [29]. Interestingly, GPs interviewed for a study in the 

Netherlands shared this last concern [17]. 

Furthermore, patients with multi-morbidity may perceive their needs differently and have 

different priorities than a health care provider working to targets set for single conditions 

[29]. If decisions about health care are made according to guidelines and without reference 

to patients’ preferences, it may lead to poor treatment adherence [68, 69]. These problems 

may be diminished when patient-centred care is provided by a health professional who is 

familiar with the patient’s entire health picture and understands the patient’s broader 

circumstances and priorities and the relative impact of their different conditions [61, 70]. 

Primary care health professionals claim an ethos of patient-centred care, based on their 

knowledge of the patient gained over time. They are also the primary point of consultation 

for the variety of physical and mental health problems that individuals may encounter 

throughout their life [71]. This, together with their role as gatekeeper to other health 

services, and their base in the local community where the patient lives, supports GPs’ view of 

themselves as unique providers of patient-centred care. But this role may have been eroded 

by some recent health care changes, such as QOF and reduced continuity in primary care, as 

discussed in section 1.1.1, leading patients to experience a lack of holistic, patient-centred 

consultations [72, 73]. This is the deficit that the 3D trial seeks to address. 

1.5 The 3D trial 

1.5.1 Design 

The 3D trial was a complex, multi-site, cluster randomised controlled trial (RCT), including 

health-economic and process evaluations. It involved 33 general practices (GP practices), 

plus three GP practices that took part in the optimisation phase, across three geographical 

areas in the UK. The cluster was the GP practice and randomisation took place at the level of 

the cluster. The trial intervention was a new way of providing care in GP practices for 

patients with three or more LTCs. It was designed to address difficulties identified by people 

with multi-morbidity and healthcare professionals in achieving holistic, patient-centred care 

which meets the needs of this patient group. The aim of the trial was to improve quality of 

life for those with multi-morbidity by reducing illness burden and treatment burden, 

therefore the primary outcome was health-related quality of life, measured by the Euroqol 

EQ-5D-5L measure [74]. Most of the strategies identified to achieve this, which included 

improved continuity, co-ordination and integration of care, combined with a more holistic 
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approach fall within concepts of patient-centred care. Patient-centred care could therefore 

be described as the main underlying theoretical concept, with treatment of depression and 

medicines optimisation also contributing to outcomes. The four constructs comprising the 

definition used in the trial protocol are shown in the left-hand column in Table 1-1, while the 

right-hand column shows the related intervention strategies. More detail about aspects of 

the intervention is provided in the following section, beginning with the comprehensive 3D 

reviews. 

Table 1-1: The 3D patient-centred approach and its relationship to the intervention strategies 

3D definition of patient-centred care Corresponding intervention components 

1. A focus on the patient’s individual 
disease and illness experience: exploring 
the main reasons for their visit, their 
concerns and need for information. 

Eliciting patient agenda and enquiring 
about quality of life in comprehensive 3D 
reviews. 

2. A biopsychosocial perspective: seeking 
an integrated understanding of the 
whole person, including their emotional 
needs and life issues. 

Enquiring about quality of life, depression 
screening and developing knowledge of 
patients’ circumstances through 
increased continuity of care.  

3. Finding common ground on what the 
problem is and mutually agreeing 
management plans. 

Constructing a patient agenda, based on 
patients’ primary concerns, and agreeing 
collaborative management plans to 
address patients’ goals. 

4. Enhancing the continuing relationship 
between the patient and doctor (the 
therapeutic alliance). 

A named doctor and nurse allocated to 
each patient who would see the patient 
for every review and for interim visits to 
increase continuity of care. 

 

1.5.2 3D reviews 

Participants in 3D all had three or more LTCs for which annual review was incentivised by 

QOF payments. These patients were readily identifiable because they were on a disease 

register and the GP practices used the register to regularly recall the patients for review. The 

3D intervention included combining reviews of all an individual’s multiple long-term 

conditions into one longer two-part comprehensive review, known as a 3D review, 

conducted by the patient’s named nurse and GP to enhance continuity of care. Figure 1-1 

below shows the flowchart of the intervention. 

The 3D reviews were facilitated by a new purpose-designed electronic template to support 

delivery of the intervention components and a patient-centred approach. The template was 

designed to function in the electronic patient record system known as EMIS, used by over 



 

14 
  

50% of GP practices in the UK. In the first part of the 3D review and on the first page of the 

template, a nurse elicited the individual’s health priorities and issues, asked quality of life 

questions and screened for depression. On the second page, she completed disease checks 

as mandated by QOF. The information obtained was compiled into a patient agenda, given to 

the patient, to be used for the second part of the review. In the second part, on another 

page of the template, the GP accessed medication advice from a pharmacist and used this to 

assist a medication review. The GP part of the review appeared on a further page and 

included reviewing the information from the nurse review, such as QOF disease measures, 

results of the depression screening, and the patient agenda. The GP also checked compliance 

with treatment guidelines, reviewed medication adherence and pharmacist 

recommendations, and finally created a health plan with the patient to address their agenda.  

Arranging appointments to review all conditions at once supported a whole person approach 

to care. Patient-centred strategies during reviews included eliciting and prioritising patients’ 

concerns and negotiating management plans with them that addressed their concerns as 

well as biomedical issues. Other review components, such as quality of life questions, 

depression screening and exploration of medication adherence acknowledged the individual 

factors that add to the complexity of multi-morbidity and the patient’s burden. The 

pharmacist review was intended to optimise medication, reduce drug interactions and 

minimise treatment burden. 

To support continuity of care each patient was assigned a designated nurse and GP who co-

ordinated care, and whom the patient saw at every appointment whenever possible rather 

than seeing other clinicians. This was intended to enhance the continuing relationship 

between patient and clinician and support the development of positive therapeutic 

relationships, another patient- centred strategy. GPs also had access to a generalist 

secondary care physician to obtain advice about complex medical management in multi- 

morbidity and to assist with co-ordinating care across the primary/secondary care boundary. 

The intention was to repeat the 3D review every six months to enable a periodic overview of 

the patient’s situation and evaluate progress towards goals and agree new priorities and 

strategies. It was envisaged that a pharmacist would review prescribing once every 12 

months. The effect on health status might be strengthened over time if the intervention 

were continued, but the trial only covered a 15-month period. 
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Figure 1-1: Flowchart of 3D intervention as intended 

 

1.5.3 Complexity and implementation 

The multiple strategies included in the intervention, the variety of GP practices 

implementing it and the diverse clinicians involved in delivery led to the classification of the 

3D trial as a complex intervention. Complex interventions are defined as ‘interventions that 

contain several interacting components’ (p.588) [75], which present particular challenges for 

evaluation. There may be difficulties in standardising the intervention, often because many 

different people are involved in delivering it. Differences in local context may require 

Identify patients with 3 or more 
LTCs included on a QOF register. 
Sub-sample randomly selected 
for 3D and invited to take part.  

Consented patients allocated to a named GP and nurse. Patients sent a letter 
with information about purpose of 3D reviews and a card stating their named 
GP and identifying them as a 3D patient. 

Part 1: Nurse review 
Identify patient’s priorities and quality of life issues before conducting all 
disease checks relating to the individual patient’s LTCs. Screen for depression 
and finally create agenda including patient and clinician concerns and give 
copy to patient. 

Part 2: GP review 
Address patient’s priorities and needs identified on agenda from part 1, review 
disease measures, compliance with treatment guidelines and depression screen, 
review pharmacy recommendations and medication adherence, agree health 
plan with patient and provide written copy. GP consults secondary care 
physician if needed. 

Pharmacist reviews medication 

3D template, compatible with EMIS 
electronic patient record system, 
installed at GP practice which detects and 
displays individual patients’ LTCs as well 
as generic content.  

Patients invited to attend a 2-
part six-monthly 3D review to 
discuss all health concerns and 
review all LTCs. 
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modification of the intervention and flexibility in implementing it. There may also be a 

lengthy causal chain between implementation and outcome, with the opportunity for 

variation at many points.  

The first stage of implementation was to train practice staff and clinicians to deliver the 3D 

intervention. This was done by the local research team for each area, introducing another 

possible source of variation by using different trainers. The practice was then asked to make 

information technology (IT) changes to their systems to identify patients taking part in the 

3D trial and remove them from the annual recall of patients with LTCs. The administrative 

staff also had to set up longer appointments to accommodate the reviews, before the 

clinicians could deliver the intervention to their patients with multi-morbidity.  

The training received by clinical staff (GPs and practice nurses, but sometimes joined by the 

senior administrator) was intended to encourage them to employ a patient-centred 

approach in their 3D reviews of patients with three or more long-term conditions and to 

structure those reviews to comply with the trial requirements using a new electronic 

consultation template. The training began with a discussion of the challenges of managing 

multi-morbidity from the clinician perspective and the patient perspective. It then covered 

the components of the comprehensive LTC reviews that were specific to the intervention, 

including creating an agenda of the patient’s concerns, quality of life questions, screening for 

depression and dementia, medication adherence questions, goal setting and collaborative 

health plans. Reception staff in the GP practices received training separately, to arrange the 

reviews and other appointments of the identified patients with their usual nurse or GP in 

extended time slots.  

It was anticipated that uptake of training in all groups would vary and the unique 

combination of skills, experience and interests of the individual practice nurses and GPs 

delivering the intervention would affect the way the intervention was delivered, and 

consequently its impact. Differing patient characteristics and combination of diseases would 

also cause variation in delivery of the intervention and in patients’ response to it.  

Context was recognised as an important consideration, as practices would have differing 

characteristics and ways of providing their services and organising care for patients with LTCs 

in various local environments. This could affect the ease with which the intervention 

integrated with existing practice and might alter the actual intervention delivered to patients 
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[76]. The roles and expectations of nursing and reception staff could differ between 

practices, which could affect their capacity to implement the intervention. All these factors 

could act as barriers or facilitators to implementation and might also result in modification of 

the intervention applied to individuals.  

Furthermore, the 3D trial took place in three different regions; Bristol, Manchester and 

Ayrshire. There were some differences between England and Scotland in healthcare 

provision and there were also concurrent changes in the NHS and GP contracts and 

structures. The Quality and Outcomes Framework, which influenced the care provided to the 

target population of the trial, was also undergoing change and was abolished in Scotland in 

April 2016, which affected one of the trial areas. In addition, new enhanced services and 

other initiatives arising from healthcare commissioning groups in both areas affected the 

management of patients included in the trial.  

1.5.4 The need for process evaluation  

All these factors clearly indicated that the 3D trial involved a highly complex intervention. For 

this reason, a process evaluation was planned to take place alongside the trial in line with 

recommendations from the MRC guidance for the evaluation of complex interventions [77].  

A process evaluation is often highly valuable – providing insight into why an 

intervention fails unexpectedly or has unanticipated consequences, or why a 

successful intervention works and how it can be optimised. Process evaluation 

nested within a trial can also be used to assess fidelity and quality of 

implementation, clarify causal mechanisms and identify contextual factors 

associated with variation in outcomes (p.12).  

 

Although the value of process evaluations within trials of complex interventions is now 

widely recognised, there is still great variation in how they are planned and implemented. 

This is discussed in the next chapter, which consists of a review of the process evaluation 

literature.  

1.6 Aims and objectives of the thesis 

Aim: To design, conduct and critically review a process evaluation of the implementation in 

general practice of a complex patient-centred intervention to improve care of patients with 

multi-morbidity; considering the influence of context, fidelity to the patient-centred 
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approach and whether, how and why the intervention impacted patient-centredness and 

practice 

Objectives: 

1. To conduct a literature review of process evaluations within primary care trials that seek 

to evaluate complex patient-centred interventions 

2. To develop a conceptual framework, rooted in a Critical Realist perspective, for 

conducting a process evaluation of the implementation of a patient-centred intervention 

in general practice, including a conceptual model of theorised mechanisms of action of 

the intervention’s patient-centred approach.  

3. To investigate the GP practice context in four case study practices taking part in the 3D 

Study and consider how context affected intervention implementation, fidelity, and 

reach  

4. To observe and evaluate how health professionals delivered the intervention during 3D 

patients’ long-term condition reviews, and to what extent patient-centredness was 

evident  

5. To investigate how clinicians and practices perceived the intervention and its effect on 

their practice and on patients  

6. To investigate patients’ experience of the intervention, how they responded and to what 

extent they experienced a patient-centred approach 

7. To consider and interpret the process evaluation findings in light of the conceptual 

diagrams of patient-centredness and the theorised mechanisms of action of the patient-

centred approach and consider the new insight gained into conducting a process 

evaluation of implementation of a patient-centred intervention in primary care 

8. To consider the implications of the process evaluation findings for the trial results, the 

strengths and weaknesses of the process evaluation design, ‘trustworthiness’ of the 

findings and new insight gained into challenges of implementing a patient-centred 

intervention by primary care clinicians to benefit patients with multimorbidity 

The thesis is thus more than a report of the conduct and findings of a process evaluation of a 

patient-centred intervention seeking to improve the care of people with multimorbidity in 

GP practice. As reflected in the objectives, the thesis will also develop an underpinning 

conceptual framework that can be generalised to process evaluations of the implementation 
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of complex patient-centred interventions in primary care. The original contributions to 

knowledge come from: 

• The findings about the implementation of the intervention and its effect on patient-

centredness  

• The development of a conceptual framework to conduct a process evaluation of 

implementation of a patient-centred intervention in primary care, which addresses a 

significant gap in the literature. 

• The development of a conceptual model illustrating mechanisms of action of a 

patient-centred intervention to improve quality of life of people with multi-

morbidity.  

The main arguments of the thesis are that: 

1. The evaluation of implementation of a multi-component patient-centred 

intervention in primary care is highly complex but can be achieved by means of the 

conceptual framework presented in this thesis. The framework takes account of the 

multifactorial nature of patient-centredness, the multiple interacting components 

and mechanisms of action included in the intervention and contextual conditions. 

2. There are significant challenges involved in implementing a complex patient-centred 

intervention in primary care in the context described here. 

3. Although some aspects of the intervention were not fully implemented, it did make a 

difference to perceptions of patient-centred care, mediated by the purpose-designed 

template used in the intervention 

1.7 Thesis plan 

In this chapter I have set out the context of the thesis, with descriptions of multi-morbidity, 

patient-centredness and the 3D trial design. In the next chapter I move on to a literature 

review of the rationale for process evaluation, the many possible guises and approaches 

process evaluation can adopt and existing work on process evaluation of complex patient-

centred interventions. Chapter 3 describes the conceptual underpinning of the process 

evaluation presented in this thesis and Chapter 4 describes the mixed methods it employs. 

Chapter 5 consists of an examination of the trial context with detailed case studies of four 

practices participating in trial, and Chapters 6-8 present findings that illuminate how the 

intervention was implemented, why and how it varied, the extent to which it could be 

considered patient-centred and the responses of patients, clinicians and administrators. 
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Chapter 9 revisits and critiques the conceptual foundation and considers future research that 

might arise from the thesis. Chapter 10 is the concluding chapter in which I draw together 

the process evaluation findings, critique the methods of the process evaluation, and reflect 

on the process evaluator role before reaching conclusions.  
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Chapter 2 A literature review of process evaluation in health 

research 

This chapter presents a review of the literature about process evaluation to apply to the 

design of the 3D process evaluation. The first part of the chapter discusses the concept of 

process evaluation and its historical development. It shows that it was developed and used in 

public health research before being adopted as an adjunct to the conduct of randomised 

controlled trials in healthcare. The purpose and value of process evaluation, the range of 

ways in which it is applied, and the main approaches are considered. The second part of the 

chapter discusses the specific literature relevant to designing and conducting a process 

evaluation of any RCT of a patient-centred intervention in primary care. It concludes with a 

summary of the challenges to be considered and how these can be approached. 

2.1 Design of narrative literature review 

The aims of the literature review were: 

1. To trace the development of process evaluation methodology, identify key 

methodological papers and explore the range of process evaluation in practice   

2. To explore how process evaluation has been applied to randomised controlled trials 

(RCTs) set in primary care as well as RCTs of interventions addressing multi-

morbidity, long-term conditions  

3. To identify papers concerning process evaluation of the implementation of patient-

centred interventions in RCTs 

4. To acquire a thorough understanding of process evaluation to inform the design of a 

process evaluation of the implementation of a complex patient-centred intervention 

in primary care 

Several strategies were used to identify relevant literature. First, after consulting with a 

literature search expert, I chose PubMed to conduct a search because it is a comprehensive 

database that has the widest inclusion of healthcare trials and the most up-to-date 

healthcare research. All the primary process evaluation exemplars would be either included 

or in the reference lists of identified papers. The search would retrieve the large majority of 

published health care trials, both protocols and results, that included a report or plan of 

process evaluation, and others might be found from their reference lists.  
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I searched PubMed using the terms ‘process evaluation’ and ‘randomis(z)ed controlled trial’ 

occurring in the title/abstract. In August 2015 a total of 318 published articles were 

identified, the earliest of which was published in 1996. The search was then refined with 

additional search terms occurring in the title/abstract. These terms were ‘primary care’, 

‘family practice’ or ‘general practice’, which yielded 44 articles. The terms ‘patient’ or 

‘person-centred (centered) care’, ‘multi-morbidity’ or ‘co-morbidity’, or ‘long-term 

conditions’ identified a further eight articles. Five of these were already included among the 

previous 44 articles. After these duplicates had been removed, a total of 47 articles met the 

search criteria. During the course of the work I also added other reports of process 

evaluations that were particularly relevant. I thus had a good body of work reporting process 

evaluations of randomised controlled trials in general practice with interventions that 

addressed long-terms conditions and/or claimed to be patient-centred. 

I read the abstracts of all 47 articles following which seven were excluded because they had 

insufficient information about the process evaluation. Data were extracted from the 

remaining 40 in an Excel table using the fields listed in the left-hand column of Table 2-1. 

Based on this analysis, 14 articles were selected as exemplars because they had well-

described process evaluations of interventions in general practice, that included the aim and 

the basics of the process evaluation design. I also selected trials of any interventions that 

claimed to be patient-centred, of which there were 17, six of which were already selected for 

their process evaluation, adding 11 to the 14 articles originally selected. These 25 articles 

were all read in detail  

Table 2-1: Data extraction fields for process evaluation papers and patient-centred 
intervention papers 

Process evaluation papers Papers evaluating patient-centred 
interventions 

• Aim of process evaluation  

• Specified theory (or not)  

• Process evaluation components 
(e.g. reach, dose, fidelity)  

• Quantitative or qualitative data  

• Formative or summative  

• Whether the setting was in 
primary care. 

 

• Is patient-centred care (PCC) 
defined? 

• What PCC elements are included? 

• Are collaborative action plans, goal 
setting or shared decision-making 
used? 

• Is a biopsychosocial assessment 
included? 

• Is the patient asked their primary 
concerns? 

• Measures used to assess PCC? 
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For the 17 patient-centred papers, details of the intervention, including patient-centred 

components and the means of evaluating their delivery and/or effectiveness were also 

extracted, informed by an extended literature search based on a published review of patient-

centredness concepts and measures [78] described in section 2.8. These data extraction 

questions are also shown in Table 2-1 in the right-hand column. Five articles evaluated a 

patient-centred intervention and had well-described process evaluations and formed a core 

set that informed the design of the 3D process evaluation [79-83]. A further five had 

particularly well-described process evaluations or similar interventions to the 3D study and 

were added to the core set [84-88]. One study was included because of its description of an 

evaluation of implementation of motivational interviewing to enhance uptake of cancer 

screening [89]. These 11 studies provided the main comparators and sources for the 3D 

process evaluation design.[80, 82, 84-88, 90-92]. 

Some relevant published research might have been missed in the search because health care 

researchers do not always use the term ‘process evaluation’, referring instead to the use of 

qualitative methods alongside trials [90, 91]. To mitigate this, I examined the references in 

the 40 articles to identify further papers meeting my inclusion criteria but found no new 

papers in that way. 

Secondly, key methodological papers were identified partly by finding those that occurred 

most often in the reference lists of the 40 articles, and partly from recommendations from 

experts in the field and attendance on evaluation courses. The key methodological papers 

[76, 90, 93-96] in turn helped to identify further references that contributed to a 

comprehensive body of literature. This allowed me to achieve good understanding of the 

scope and range of process evaluation and how it had developed since it first began to be 

used in the context of health interventions. Published in 2014, the MRC guideline on process 

evaluation of complex interventions by Moore et al. was an important source [93]. 

A second search and additional strategies were undertaken after analysis to help to interpret 

and compare the findings of the 3D process evaluation. These are reported in Chapter 9. 

2.2 What is process evaluation? 

The term ‘process evaluation’ has no single definition but, like the term ‘patient-centred 

care’ discussed in the previous chapter, encompasses a variety of activities, purposes, and 

approaches [93, 94, 97]. Moore et al [93] describe it as ‘a study which aims to understand the 
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functioning of an intervention, by examining implementation, mechanisms of impact, and 

contextual factors’ [Moore et al p8]. Oakley et al state that ‘Process evaluations within trials 

explore the implementation, receipt, and setting of an intervention and help in the 

interpretation of the outcome results’ [96].  

2.3 The development of process evaluation  

This section demonstrates that process evaluation in health research was primarily 

developed in the public health field and only later adopted by health care research. 

2.3.1 Early development in public health research 

The earliest of the articles identified in the literature search describing health care trial 

process evaluations was not published until 2001. This indicates the relatively late 

recognition of the value of process evaluation to health care trials. However, in the field of 

public health, where RCTs commonly involve complex multi-component interventions that 

have to be adapted to specific contexts, process evaluation was recognised much earlier as a 

necessary part of evaluating effectiveness [96]. According to Linnan and Steckler [94], the 

first reference to process evaluation was made by Suchman in 1967 [98], although it was not 

termed process evaluation at that time. On page 66 of Suchman’s book, he refers to ‘analysis 

of the process whereby a program produces the results it does’ which ‘can have both 

administrative and scientific significance’ [98]. The term really began to be used in the 1980s 

and from that time there was a development of the methodology.  

In 1985, Basch et al [99] drew attention to a problem in public health randomised controlled 

trials; concluding that an intervention is ineffective when in fact it has been inadequately 

implemented. He used the example of the implementation of a health education curriculum. 

In this case, the trial results showed no significant difference in cognitive outcomes between 

the intervention and control groups. However, a process evaluation found that the 

implementation varied considerably between classes, that some of the intended teaching 

activities were seldom included, but that the intervention was viewed positively by both 

teachers and pupils. In addition, the control classes were not truly controls as some health 

education was going on in them [99]. He argued that it was not enough to simply evaluate 

whether the programme worked; it must first be identified whether the programme was 

implemented as planned, and, if not, then how it varied from what was planned.  
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In the late 1980s and 1990s the number of papers referring to process evaluation increased 

dramatically in public health research. Various authors began to identify important 

components of process evaluation such as the extent to which all the elements of the 

intervention had been delivered (‘dose delivered’) and the extent to which recipients of the 

intervention took up the various components (‘dose received’) [100-104]. The extent to 

which a program reached the intended recipient (‘reach’) was also identified as necessary 

information [103]. The importance of context was referred to by Perry et al in 1997 in 

reporting the compatibility of the evaluated intervention with the schools in which it was 

tested [105]. Then, in 2000 Baranowski and Stables offered the most comprehensive list of 

the components of process evaluation available at the time. This has frequently been used as 

a basis for designing process evaluations [104]. The various components are discussed in 

more detail in section 2.6.1 of this chapter.  

Many gaps still remained, which were identified by Linnan and Steckler in their 2002 book 

‘Process Evaluation in Public Health Interventions and Research’ [94]. They noted that this 

resulted in a lack of consistency in performing process evaluation. One gap was the lack of 

clear definitions of terms referring to process evaluation components and outcomes, 

including concepts such as ‘fidelity’ (how faithfully an intended intervention is reproduced in 

practice), ‘maintenance’ (how well the intervention is sustained over time), as well as ‘reach’ 

and ‘dose’. There was also a lack of clear guidance on designing a process evaluation, 

selecting the methods, and identifying evaluation priorities from among the extensive range 

of possibilities, given that resources are usually limited. In addition, there was a lack of 

theory underpinning the designs of process evaluation, sometimes because the theory 

underlying the intervention itself had not been specified. Having identified these deficits, 

Linnan and Steckler set themselves the task of addressing them in their book [94]. Their 

thinking had a major influence on subsequent development of process evaluation. 

2.3.2 Adoption of process evaluation in health services research 

Meanwhile in the field of healthcare research there was growing debate about the 

challenges posed by RCTs of complex interventions and how these might be addressed [75, 

90, 106-108]. One significant outcome of this debate was the MRC guidance on the 

development and evaluation of complex interventions published in 2000 [109] and revised in 

2008 [77]. In this guidance, process evaluation is recommended as a means of assessing 

fidelity and quality of implementation, providing insight into causal mechanisms and 

identifying contextual factors that may have affected outcomes. In 2002, one author of the 
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revised 2008 guidance published an evaluation that, although not labelled as a process 

evaluation, systematically investigated the processes by which the intervention being 

evaluated was to achieve its effect [110]. In results of the literature search for RCTs with 

process evaluations, the first published use of the term process evaluation in a health care 

trial was in 2001, followed by a second one in 2005. Around this time process evaluation 

began to be discussed in the healthcare literature, but mainly as ‘qualitative methods 

alongside trials’. This included a much-cited paper by Oakley et al in 2006 in the BMJ as well 

as the revised MRC guidance in 2008 [77, 96, 111].  

The later uptake of process evaluation in health care research may be partly because, in 

contrast to the public health field, healthcare research has usually involved single clinical 

interventions, often pharmaceutical, rather than complex interventions [91, 109]. The gold 

standard for determining the efficacy of a clinical intervention is generally considered to be 

the randomised controlled trial [112] because it offers a means of isolating the intervention 

being tested (independent variable) to determine if it has a causal relationship to the 

outcome(s) of interest (dependent variables). This is because both known and unknown 

factors that may affect the outcome are, in theory, balanced between the randomly 

allocated treatment or placebo groups. In addition, the circumstances of the trial itself are 

quite tightly controlled to rule out as many unanticipated factors as possible that might alter 

the intervention and its outcome [113]. 

2.3.3 Addressing the challenges of evaluating complex interventions in RCTs 

Once RCTs began to be used to test healthcare delivery interventions, the shortcomings of 

that methodology became more apparent, which presented several challenges that needed 

addressing. The suitability of an RCT for testing an intervention in a tightly controlled 

environment does not readily transfer to a real-world setting where a wide array of variables 

will be encountered, depending on context [96, 106, 108]. These variables might alter the 

way the intervention is delivered and received and consequently its outcomes [76].  

One approach suggested by Hawe and colleagues is to accept and accommodate the 

inevitable variation by allowing flexibility in the way the intervention is applied and defining 

the components in terms of function [108]. This would leave the precise form the 

intervention took open to variation, to reflect the context and diversity of those 

implementing the intervention and of potential recipients [108]. Trials that accept this kind 

of flexibility are called pragmatic (or effectiveness) trials and are contrasted with tightly 
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controlled explanatory (or efficacy) trials [113]. Although pragmatic trials might address the 

problem of adaptation to context, the approach creates other problems related to: assessing 

implementation fidelity, providing an accurate description of the evaluated intervention; 

evaluating the intervention’s effect and understanding the process by which the intervention 

achieved its effect (or not). This is compounded when the component to be evaluated has no 

clear definition, as is the case with patient-centredness. 

In the absence of a clear definition of the component in terms of form other approaches 

would be to decide upon and assess other indicators of its presence, such as behaviours, use 

proxy measures, or measure the hoped-for outcome of that component. For example, 

providing self-management advice to people with long-term conditions could take many 

forms, all with the function of increasing the knowledge and capability of the patient to self-

manage their condition. Different forms of providing self-management advice would include 

observable behaviours intended to promote self-management such as providing an 

information leaflet or referring to a self-management group. Behaviours indicating receipt of 

self-management advice might be that patients ask questions about their care, show 

understanding of their management plan and medication or attend a self-management 

group. Proxy measures of self-management might be an increase in patient activation and 

measures of hoped-for outcome might be improved disease indicators. When components 

of an intervention are described by form, even if the component itself is not clearly defined, 

it is easier to assess fidelity because it is easier to identify whether a defined event has taken 

place, a specified action or behaviour has occurred, or a drug been given. 

In a standard RCT, the intervention package is initiated at the outset and the outcomes 

measured at the end, but no information is gathered about the causal processes operating in 

between. This has been likened to a ‘black box’ in which the processes that produce the 

output are mysterious [114]. This is less important when the intervention is a simple one, in 

a strictly controlled trial with fewer potential independent variables, but it becomes a major 

problem to establish causal relationships in pragmatic trials of complex interventions, such 

as healthcare delivery and behavioural interventions These interventions are characterised 

by numerous interacting components, each of which may have contributed to various 

degrees and in varying ways to the outcomes, or not at all, leading to multiple interrelated 

outcomes [75]. 
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To add to the complexity, there is sometimes more than one level of intervention delivery, 

and multiple individuals are frequently involved in delivering the intervention. Often there is 

more than one group or organisation involved, resulting in a variety of contexts. Diverse 

environments and groups of people may respond differently to intervention components 

and an effective intervention in one context may be ineffective in another [106]. All these 

factors combine to vary the applied intervention between sites and individuals [76, 96] as 

well as the mechanisms by which it may achieve its effect. This makes it necessary to 

evaluate not only the impact of context, but also consider mechanisms of action and the 

approach to evaluating intervention fidelity [75]. 

2.3.4 The explanatory gap  

If additional strategies to evaluate complex RCTs are not adopted, the multiplicity of 

variables potentially affecting outcomes, and the opacity of the process by which the results 

were achieved, leave an explanatory gap between the implementation of the intervention 

and its measured outcomes. No information is available about how and why the intervention 

achieved its effect or why it failed to achieve an effect [115]. An RCT on its own cannot 

provide insights into potential improvements to the intervention and whether it was more 

suited to some contexts than others. Nor can it distinguish between an intervention that is 

inherently ineffective and one that appeared ineffective because it was not implemented as 

intended, and that, with some modification or tailoring to context, might be successful [96]. 

The consequence is that some potentially beneficial interventions may be discarded.  

In summary, there has been considerable debate over whether the RCT is the best model for 

testing the effectiveness of complex interventions [96, 108, 116-118]. Tension exists 

between providing reliable evidence of the efficacy of an intervention, for which a well-

conducted RCT is ideal, and the need to demonstrate that an intervention is effective in 

various real world contexts [108]. The evidence of efficacy produced by a strictly controlled 

approach only applies to one set of circumstances which may not be reproduced in different 

contexts or less closely defined populations. The pragmatic approach may lack clarity about 

the exact intervention that was ultimately delivered, and for whom and in what 

circumstances it was effective, unless it is accompanied by additional contextual and process 

information [75, 93]. Some argued, therefore, that a straightforward RCT design was 

insufficient to evaluate effectiveness [109, 115]. Mixed methods and qualitative research, 

used alongside trials, were increasingly advocated as strategies to resolve the dilemma and 

provide the additional information needed [109, 115].  
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2.3.5 The case for qualitative research alongside trials and process evaluation 

Using qualitative research alongside trials was the first strategy to take hold and is now 

widely used as an adjunct to RCTs in healthcare trials. Qualitative research can achieve a 

wide range of process evaluation objectives. The many ways in which qualitative research 

has been used alongside trials between 2000 and 2010 were thoroughly described by 

O’Cathain et al [91] and Lewin et al [90]. Qualitative research can: 

• Assist with development of the intervention and the design of the trial 

• Generate hypotheses about why certain results were achieved 

• Provide valuable pointers for future intervention development or modification 

• Provide insight into the suitability of the intervention for wider implementation 

• Aid understanding of the effect of context on intervention delivery  

• Explore the acceptability of the intervention to diverse participants  

• Understand the impact of the trial on researchers and participants 

• Provide insight into how the trial was conducted 

• Examine how the intervention was implemented 

• Aid interpretation of outcomes 

What is missing, however, is a systematic approach to process evaluation with prior 

statement of aim or purpose, theorised mechanisms of action of the intervention that inform 

the design of the process evaluation and integration of various methods selected because of 

their relevance to understanding the real-world effectiveness of the intervention under 

investigation. This may encompass a broader range of questions and objectives than those 

addressed by qualitative methods alone. As such qualitative research should be considered 

an important methodology used within process evaluation but not synonymous with it. 

There has also been interest in using qualitative research methods to improve the efficiency 

and reliability of trials themselves to avoid spending time and money on research that fails to 

complete or does not provide clear results [119, 120]. Difficulties with trial processes, such as 

recruitment and implementation, have been elucidated in this way [121].  

Thus, there is considerable overlap between the purposes of using qualitative research 

methods alongside RCTs and the purposes of process evaluation described in more detail in 

section 2.5 below [90, 91, 96]. The missing elements are quantitative evaluations of process, 

such as measuring reach and dose received which contribute to assessments of fidelity [93, 

96, 111]. All these methods contribute to opening the ‘black box’ [95, 97, 122]. 
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Consequently, several authors have concluded that if these strategies are included in the 

research design, the RCT could still be the best model for evaluating effectiveness [96, 106, 

108, 116, 123].  

In summary, the field of process evaluation continues to develop and increasingly to include 

health care services research, culminating in the recently published MRC guidance on 

Process Evaluation of Complex Interventions [93]. There is now a rich literature on process 

evaluation of complex interventions in health, to which the major early contributions have all 

been from the public health field. Public health researchers also developed the recent MRC 

guidance [93]. However, the contributions from health care services research are growing 

rapidly and in the last 5-10 years there have been some notable examples published in 

journals such as Trials, BMC Health Services Research, Implementation Science and the BMJ 

[75, 76, 82, 86, 87, 90, 95, 106, 124, 125]. The call for standardised methods of designing and 

conducting process evaluations, made by Linnan and Steckler in their book ‘Process 

Evaluations for Public Health Interventions and Research’ in 2000 [94], has recently been 

repeated and addressed by Grant et al. for a healthcare research audience [95].  

2.4 Scope and purpose of process evaluation 

It is worth considering in more detail the potential scope of process evaluations and the 

range of purposes they may fulfil. This gives some idea of the challenge faced in designing a 

process evaluation of a complex trial in the usual circumstance of limited resource. 

2.4.1 Scope of process evaluation 

Process evaluation is of particular importance to inform policy and practice decisions about 

future implementation of an intervention following an evaluation of its effectiveness. The 

process evaluation should include salient factors, such as the organisational conditions 

required for the intervention to be adopted and the likelihood of it being maintained [126]. 

Its generalizability needs to be assessed, for example, whether it would achieve similar 

results in other cultural contexts, in organisations with diverse characteristics and in groups 

with different demographics. If the intervention failed, it is important to understand why, 

and whether changes could be made that would make it successful [93]. 

High quality evaluation is crucial in allowing policy-makers, practitioners and 

researchers to identify interventions that are effective, and learn how to improve 

those that are not. Moore et al (p9) [93] 
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Process evaluation may achieve this by examining the circumstances or context under which 

the complex intervention or innovation achieves its effect, or not, and the processes brought 

into play [93, 94, 96, 111].  

Context also has implications for baseline and usual care comparators [127], and in multi-site 

trials contextual differences in the various trial sites may complicate the detection of overall 

outcome differences. For healthcare interventions, context may include the real-time 

circumstances under which an intervention is delivered, the organisational setting, such as 

GP practice or hospital, the geographical setting, the local health care environment, such as 

the Clinical Commissioning Groups (CCGs), and national and global policies and influences, 

such as national health care policy and changing global understanding of best health care 

practice. All of these may come within the scope of a process evaluation that aims to 

thoroughly understand context. 

Equally important are the processes involved in arriving at intervention outcomes, which 

include the mechanisms of action of the intervention, the trial processes and the processes 

by which an intervention is adopted, integrated into practice and maintained [85]. Since 

these processes are affected by multiple factors including context, the scope of a process 

evaluation is wide-ranging [76, 97]. Evaluation may target the actions of researchers as well 

as the actions and responses of those directly concerned with implementing or receiving the 

intervention [95]. The evaluation may also consider the actions and responses of remote 

stakeholders or managers (which might alternatively be framed as part of context). All the 

activities associated with the various stages of conducting a trial and implementing and 

maintaining an intervention are potential subjects of evaluation [93, 128]. Both context and 

processes may be foreseen or unforeseen and processes may be those initiated and 

intended by the researchers as part of the intervention or those that are contingent on the 

context of the intervention [76, 93]. 

The methods that may be used in a process evaluation are correspondingly wide-ranging, 

including both qualitative and quantitative methodology. Numerical records of intervention 

components delivered, log books, questionnaires, survey questions, feedback and evaluation 

forms, semi-structured interviews, focus groups, observation, field notes and documentary 

analysis may all contribute to the process evaluation data [80, 129]. The timing of a process 

evaluation is similarly broad in scope since evaluations may occur before, during or after the 

trial itself, depending on the purpose of the evaluation. 
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The potential scope of process evaluation is therefore extremely wide, dauntingly so in the 

opinion of Munro and Bloor, who consider that process evaluations suffer under a burden of 

too much expectation [97]. Therefore it is essential to decide a priori the main purpose of 

the evaluation in each particular case and narrow the scope by selecting from among all the 

potential candidates for evaluation those factors and processes that are most relevant to the 

intended purpose [93-95]. 

2.4.2 Purposes of process evaluation 

The purpose of a process evaluation can be broadly categorised as either formative or 

summative although some process evaluations may fulfil both functions [115, 130]. 

Generally, a formative process evaluation is intended to enhance the design or conduct of 

the trial to increase its chance of success, whereas a summative process evaluation’s role is 

to explain afterwards what happened during the trial. Within these categories, purpose can 

include: 

Formative: 

1. Helping with intervention development and trial design 

2. Assessing the feasibility of an intervention 

3. Optimising an intervention prior to testing in a full trial 

4. Assessing the acceptability of an intervention 

Formative if conducted in a pilot trial or summative if conducted after the full trial: 

5. Finding out how participants responded to an intervention 

6. Examining how an intervention was implemented  

7. Assessing whether the intervention was delivered in the way intended by the 

researchers 

8. Elucidating mechanisms of action 

9. Identifying which components of the intervention are key to effectiveness and which 

less so 

10. Understanding the effect of context 

Summative: 

11. Explaining the results that were obtained from the full trial 

12. Explaining differential results between sub-groups after the full trial 
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If the process evaluation is conducted concurrently with the trial, it may be focussed on the 

trial processes, assessing implementation of the various stages of the trial, to assess the 

‘internal validity’ (level of confidence in the results) [123]. Thus, it may include all trial 

processes, from recruitment of participants to measurement of outcomes. Trial processes 

include the researchers’ activity to set up the intervention in diverse sites and train those 

who will deliver it to the target population, as well as delivery of the intervention to the 

intended recipients and measurement of outcomes [128, 131]. A key purpose of this type of 

evaluation is to assess the consistency of implementation with original intentions (fidelity).  

Additionally, researchers might want to understand the process by which the intervention 

was adopted and integrated with existing practice, and the manner and means by which it 

was delivered and maintained [85]. Such evaluations may be formative if concerned with 

optimising implementation of the intervention as the trial proceeds or refining it prior to 

wider implementation, or summative i.e. making observations and drawing conclusions 

about what happened, if the purpose is to contribute to interpreting the results of the trial.  

Other times, the process evaluation purpose may be to identify reasons for the effectiveness 

or ineffectiveness of the intervention. It might, therefore, focus on the response of the 

participants, either those delivering the intervention or those receiving it or both. Although 

summative in purpose, this work may be done concurrently with the trial and include a 

fidelity assessment, or it may be done through interviews with participants and stakeholders 

after the trial has completed. It may suggest barriers to implementation or contexts in which 

the intervention appears to have been particularly successful or to which it was not suited.  

Where the outcomes seem to indicate that the intervention was ineffective, a summative 

process evaluation that includes a fidelity assessment may be used to distinguish between a 

‘faulty’ intervention (one that is inherently ineffective) and one that has been poorly 

implemented and/or was unsuited to the context in which it was tested [123]. Although 

summative, an evaluation of this kind may also play a formative role in how the intervention 

is implemented more widely, for example by elucidating which components were subject to 

contextual modification, so that strategies can be developed to accommodate and optimise 

the intervention to specific contexts.  

Researchers may also be interested in the intervention reach achieved i.e. the proportion of 

those for whom the intervention was intended who actually received it; the dose delivered 
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i.e. what proportion of the intervention described in the study protocol was actually 

delivered to those who were reached; and the dose received i.e. the extent to which the 

recipients who received the intervention were aware of it and responded to it [94]. 

Information about what influenced each of these is also highly relevant.  

Many of these purposes overlap and generally address important questions of internal 

validity or external validity [116]. Together they provide a fuller estimate of likely 

effectiveness or impact if the intervention were more widely implemented [111].  

2.5 Structure and reporting 

Although it is increasingly recognised that process evaluations can contribute much, they are 

not yet standardised or required [96, 132]. Designs are extremely diverse and are often not 

clearly defined in the trial protocol [95, 96].  

Sometimes, although the term process evaluation is used, the research undertaken is limited 

to qualitative work to explore the experience of participants and their views of the 

intervention [133-135]. In other cases, the process evaluation may comprise purely 

quantitative data relating to the delivery or uptake of elements of the intervention [136]. 

Alternatively, the evaluation approach may be more formally structured, based on process 

indicators such as reach and fidelity [94] drawn from lists of components or frameworks 

compiled by various authors [94, 104, 126] (see section 2.6.1).  

Some process evaluations are driven by theories related to behavioural or organisational 

change, such as the Theory of Planned Behaviour or Normalisation Process Theory [131]. 

Realist Evaluation is another structured approach that requires the articulation of causal 

assumptions (the programme theory) underlying the intervention, that may be used to focus 

the process evaluation [137]. If the intervention itself is theory-based, the process evaluation 

may evaluate the extent to which the theory was borne out or requires modification [86, 

138]. The main alternative approaches will be explored in more detail in section 2.6 below. 

Another problem for the standardisation of process evaluation is that data collection 

methods are very varied, reflecting both the diversity of the interventions themselves and 

the range of process evaluation aims and approaches [132]. Integrating the range of data 

thus acquired with the quantitative trial data, to help interpret trial results and evaluate 

effectiveness, is a challenge that is infrequently addressed [132, 139]. Analysis plans are 
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rarely provided in advance and, although the tendency to publish process evaluation 

protocols is increasing, they are still rare, especially in healthcare trials. Similarly, there is 

criticism that the purpose of the process evaluation is often not made explicit. This may 

occur when the process evaluation is an after-thought, not integrated with the trial design 

and often performed post-hoc [93].  

The reporting of process evaluation results is also very variable leading to criticism that they 

are often inadequately reported [95, 96]. Sometimes they are reported separately from the 

main trial in a way that does not integrate the trial outcomes and the process evaluation. It 

can be hard to associate the trial with its process evaluation, particularly if different teams 

have been involved and their work has been treated as separate projects rather than an 

integrated whole.  

All this makes it difficult to accumulate a body of knowledge, build on prior work or draw 

conclusions informed by multiple similar studies [94]. Therefore, there is growing consensus 

over the need for guidance to standardise the way that process evaluations are designed, 

conducted and reported to maximise their value [93, 95, 106, 132]. One way of doing this is 

to select and justify a clearly defined approach. A description of the main alternative 

approaches now follows.  

2.6 Main approaches  

Process evaluation approaches can be broadly divided into what I have called ‘framework’ or 

‘theoretical’ approaches, but there is significant overlap. Framework approaches are based 

on a consideration of the process of implementing an intervention and the conditions that 

must pertain to maximise the chance of ascertaining intervention effectiveness and judging 

the validity of the results. A framework approach involves inclusion of specific process 

evaluation components to examine intervention implementation. However, consensus is still 

lacking over a universal framework to use and the meaning and scope of each process 

evaluation term. This is addressed in section 2.6.1.  

Theoretical approaches start from understanding the theory underlying either the 

intervention or the process of adaptation or change incurred by individuals and organisations 

in adopting and implementing an intervention. The process evaluation is then focused by 

considering the ways of examining the various theoretical elements and the insight they 

could give into what happened during implementation. One flaw in this approach is that 
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other unforeseen factors may exist that have a profound influence on the intervention which 

are not covered by the theory. 

A key strategy for process evaluations, which falls somewhere between a purely framework 

approach and a purely theoretical one is establishing a clear logic model for the intervention 

[93] at least by the end of the formative or pilot stage. This provides a kind of framework 

around which to design the process evaluation and it also represents the theory of change, 

or programme theory underlying the intervention [93]. Sometimes a logic model may have 

been created during the development of the intervention, but if not, Moore et al 

recommend agreeing one with the trial team as the first task for the process evaluator. The 

logic model specifies the components of the intervention and facilitates a structured 

examination of how the intervention was implemented, whether it was implemented as 

intended and where any breaks in the hypothesised causal chain occur. 

When Linnan and Steckler [94] identified the lack of guidance for designing process 

evaluations, they included some recommendations on page nine of the introduction to their 

book [94]. These go some way towards describing a generic approach to the design of 

process evaluations that could be applied equally to health services interventions. These 

recommendations include: 

1.  Specifying the theory that underlies the intervention, or creating a logic model or 

conceptual model that explains the link between the intervention and the 

anticipated outcome 

2. Creating a set of process objectives for each intervention component 

3. Reaching consensus within the trial team about the process evaluation questions to 

be answered. This can be achieved by using agreed a priori criteria to prioritise from 

a list of possible questions. 

4. Identifying the tools and methods that can be used to measure the various process 

objectives that line up with the agreed questions 

5. Deciding means of assuring the quality of the collected data. Ongoing reporting and 

monitoring of the status of the process evaluation is recommended 

6. Deciding approaches to data analysis and reporting. Moving beyond simple 

descriptive statistics may be possible to understand factors that mediate the 

mechanisms of change contained within the intervention. Reports may be targeted 

to stakeholders’ interests and be used to support ongoing motivation to participate. 
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They then went on to list and define the key process evaluation components in an important 

contribution to developing the framework approach to process evaluation. 

2.6.1 Framework approaches  

The set of components commonly used in process evaluations that may be used to guide the 

design are also referred to as ‘process evaluation outcomes’ or ‘process indicators’ [140]. 

This section discusses those used by the four key contributors to the development of process 

evaluation prior to the publication of the MRC process evaluation guidance [93].  

Linnan and Steckler pointed out that there is a lack of consistency in the use of process 

evaluation terms [94] which undermines their utility. Previous authors suggested a variety of 

components or used differing terms to refer to similar concepts [103, 105, 141]. This 

culminated in two lists of components that have commonly formed the basis of process 

evaluation designs: Baranowski and Stables’ list of 11 components published in 2000 [104] 

and Linnan and Steckler’s list contained in their 2002 book [94]. The focus of these lists is on 

mediators of effectiveness, i.e. understanding what might have constrained the intervention 

from demonstrating effectiveness (change to outcomes) and exploring factors that influence 

effectiveness and ultimate impact. Impact refers to the combination of effectiveness and 

implementation and therefore includes factors such as ‘reach’ and ‘dose delivered’. 

Glasgow et al [126] introduced an additional consideration when they distinguished between 

effectiveness and impact in organising these components and others into a structured 

framework. The focus of their Reach, Effectiveness, Adoption, Implementation and 

Maintenance (RE-AIM) framework [126] is on overall intervention impact, of which 

effectiveness is one component. They propose that an overall estimate of impact can be 

achieved by combining the relevant dimensions of the RE-AIM framework to arrive at a 

quantitative measure of impact, so decision-makers can judge whether an intervention is 

worthwhile implementing beyond the trial sites. This includes understanding the difference 

the intervention makes at the individual level to the lives of people in receipt of it (individual 

effectiveness), and the likelihood of it being sustained. Decision-makers also need to know 

the likelihood of organisations adopting and delivering the intervention and their success in 

doing so. An accurate assessment of the intervention’s effectiveness will be available if 

internal validity is confirmed by assurance that the outcomes obtained in the trial are caused 

by the intervention and are not distorted by poor implementation or other causes. However 

external validity also needs to be assessed to arrive at an overall estimate of impact. This 
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involves understanding the context and the extent to which participants, and organisations 

and individuals delivering the intervention, are representative of those who will receive or 

deliver the intervention in the wider context.  

The combined lists of components identified by Baranowski and Stables, Linnan and Steckler 

and Glasgow et al appear to provide a comprehensive list of all the information needed to 

evaluate the effectiveness of a complex intervention in the real world i.e. in all relevant 

contexts. However, in 2013, Grant et al. [95] identified a continued lack of consistency and 

guidance in designing, conducting and reporting process evaluations and created a new 

framework with particular application to cluster randomised trials of complex interventions 

in healthcare delivery. Their list of components differs somewhat from the earlier ones. 

Although they do not use the term ‘fidelity’, Grant et al discuss the need to check that 

delivery of the intervention occurs as intended by the research team, encompassing both 

‘dose delivered’ and quality of the intervention delivery. A novel feature of their framework 

is the recognition of the two-stage delivery of the intervention – delivery by the research 

team to the cluster (for example, GP practice) and delivery by participating clusters to 

individuals in the target group. Often outcomes are only measured at the individual level, but 

Grant et al. argue that processes need to be evaluated both when the intervention is 

delivered to the clusters and when it is delivered to the individuals. ‘Response’ encompasses 

what others term ‘dose received’ but also refers to the organisation’s compatibility to, and 

adoption of, the intervention. The definition of ‘maintenance’ differs slightly from that of 

Glasgow et al, encompassing aspects of ‘reach’, as well as the extent to which the 

intervention becomes established and is perpetuated. A new component is ‘unintended 

consequences’ of the intervention, including for those directly involved and for others not in 

receipt of it. Another difference from earlier frameworks is that, in considering the trial 

design and processes chronologically, Grant et al address the logic of a trial and focus on the 

stages of intervention delivery. They also make suggestions about the timing of the different 

aspects of the process evaluation as well as about methods. Table 2-2 summarises the 

difference in use of these terms between the four frameworks. 
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Table 2-2: Process evaluation terms defined and compared across 4 key authors 

Term Baranowski 
and Stables 
2000 

Linnan and 
Steckler 
2002 

Glasgow 
et al  
2006 

Grant et 
al 
2013 

 

Theory    ✓ Any theory underlying the design of the intervention and which may be used 
to interpret its effects 

Context ✓  ✓  ✓ All aspects of the environment that might influence the adoption, 
implementation, uptake and effect of the intervention 

Resources ✓    An aspect of context referring to the resources available to organisations, 
implementers and participants. Includes influence and capability as well as 
physical resources 

Recruitment ✓ ✓  ✓ The methods used to approach and recruit participants. Grant et al. also 
include clusters, how participants are sampled and information about why 
they did or did not participate 

Reach ✓ ✓ ✓ ✓ What proportion of the eligible population was contacted or had access to 
the intervention and what proportion received it 

Barriers ✓    What made it difficult to reach participants 
 

Adoption   ✓ ✓ Glasgow et al. mean by this the proportion of eligible settings and 
individuals that agree to deliver the intervention and their 
representativeness. Grant uses the term to refer to how a participating 
organisation meets the requirements of an intervention i.e. how they make 
the changes required to deliver it 

Delivery    ✓ The process of delivering the intervention to the intended beneficiaries. 
 

Implementation ✓ ✓ ✓ ✓ Used by Baranowski and Stables to mean whether the programme was 
implemented as intended, including quality and amount. Linnan and Steckler 
mean combination of reach, dose delivered and received and fidelity. 
Glasgow et al. mean the consistency and quality of intervention delivery. 
Grant et al. mean a combination of adoption and delivery. 

Fidelity ✓ ✓   Baranowski and Stables use this term to mean quality of implementation 
delivery. Linnan and Steckler mean whether all components were delivered. 

Dose delivered 
 

 ✓
   The amount or proportion of overall intended intervention actually 

delivered to participants 
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Term Baranowski 
and Stables 
2000 

Linnan and 
Steckler 
2002 

Glasgow 
et al  
2006 

Grant et 
al 
2013 

 

Dose received  ✓   A measure of the extent to which participants use, implement, engage with 
or act on the intervention delivered 

Exposure ✓    Whether participants viewed or read the materials that reached them and 
preferences among components of the programme resulting in greater use 
of some 

Initial use 
 

✓    The extent to which a participant carried out the specified programme 
activities 

Continued use 
 

✓    The extent to which a participant continues to carry out programme 
activities 

Response    ✓ The response that an individual or organisation has to the intervention and 
its requirements. In the context of the organisation this is also called 
adoption 

Maintenance ✓  ✓ ✓ Baranowski and Stables mean keeping the participants involved in the 
programme and in data collection. Glasgow et al. mean the extent to which 
behaviour change is maintained long-term by individual participants and the 
degree to which the participating organisations continue to deliver the 
intervention. Grant et al. mean the extent to which the intervention is 
maintained over time, continues to reach the intended recipients and how 
well it is established in current practice. 

Effectiveness   ✓ ✓ Glasgow et al. mean the effect of the intervention on targeted outcomes 
and quality of life of the participants. Grant et al. include consideration of 
how various trial processes are associated with primary and secondary 
outcomes, and differences between clusters. 

Impact   ✓  The global effect of the intervention, considering not only effect but also 
prevalence of the problem the intervention addresses 

Contamination ✓    Whether participants received other similar interventions apart from the 
programme and the extent to which the control group was exposed to and 
also received the intervention. 

Unintended 
consequences 

   ✓ The unforeseen effects of the intervention on those delivering or in receipt 
of it and potentially on others not involved 
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The differences in the way the terms are used by different authors makes it harder to 

compare across frameworks. However, each framework intends to cover all the information 

that might contribute to understanding a trial’s results and whether they could be replicated 

in other contexts. Grant et al’s framework adds a new dimension to the selection of process 

evaluation, in that it structures the process evaluation around chronological trial processes. 

The framework approaches described in this section also have in common the requirement 

for a careful description of the intervention, and identification of its components, prior to 

selecting the trial processes or process evaluation indicators for evaluation. An example of 

this approach may be seen in the work of Berendson et al. [80] who selected from all the 

above process evaluation formulations. 

A final and composite expression of the framework type of approach is found in the MRC 

Guidance for Process Evaluation by Moore et al [93] which, like Linnan and Steckler earlier 

[94], sets out the steps that a process evaluator needs to take in designing a process 

evaluation and combines these in a framework. The first section in the framework covers 

describing the intervention and its causal assumptions, which form the basis for designing 

the process evaluation. In diagrammatic form this is known as a logic model. The framework 

then addresses the need to evaluate ‘how’ delivery of the intervention is achieved as well as 

‘what’ was delivered. ‘How’ refers to researcher delivery to the clusters highlighted by Grant 

et al [95], as it means the training or resources required to enable delivery of the 

intervention to the individual recipients. In this framework, the components of reach, 

fidelity, dose delivered and adaptations cover ‘what’ is delivered and all fall into the category 

of implementation. The next category incorporates mechanisms of impact, which are defined 

as ‘how intervention activities, and participants’ interaction with them trigger change’ [93] 

and includes ‘mediators’ along with ‘responses’. As in Grant et al.’s framework, there is 

recognition that there may also be ‘unanticipated pathways and consequences’. Context is 

included in both these frameworks as influencing every stage, from the causal assumptions 

made in the intervention description, through implementation and mechanisms of impact to 

outcomes.  

All the above frameworks provide recipes, listing various ingredients that can be combined 

to construct a process evaluation, and provide a structure for reporting the process 

evaluation findings. The next brief section describes two other related contributions from 

the perspective of healthcare interventions that are quite often cited, although they do not 

specifically address process evaluations. They also take a framework approach. 
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2.6.2 Related framework contributions 

One of these, Donabedian in 1988 [142], considered the problem of how to assess the 

quality of health care, which covers many similar challenges to those faced by process 

evaluation of healthcare trials. He recognised that there are many aspects to quality of care 

and that it can be considered under the categories of structure, process and outcome. 

Structure affects process, and both affect outcome. This relationship, and how structure, 

process and outcome link in a particular case, must be understood before quality assessment 

can be undertaken. This is reminiscent of the recommendation by Moore et al [93] that 

theoretical mechanisms of action need to be identified before carrying out a process 

evaluation. Donabedian also distinguishes between the technical aspects of care (‘what is 

done’) and the interpersonal interaction involved in the process of providing care (‘how it is 

done’) and notes the difficulty of measuring the ‘how’. This is clearly relevant to a process 

evaluation of implementation of a patient-centred intervention. He also makes the argument 

for process evaluation by stating that the only way to ascertain whether an observed 

outcome is attributable to an antecedent process of care is ‘by a direct assessment of the 

process itself’ (p1746) [142]. 

Another useful contribution which has significant overlap with process evaluation is The 

Oxford Implementation Index [143]. It was developed as a tool for use by systematic 

reviewers to assess the implementation fidelity of health-related interventions. Use of the 

tool allows reviewers to compare how the interventions were implemented, which is an 

important consideration in combined estimates of effectiveness. There are four domains: 

‘Intervention design’ entails a clear description of the intervention; ‘delivery’ refers to the 

actual implementation of the intervention by practitioners taking part in the trial; 

‘participant uptake’ is concerned with determining whether all trial participants received the 

same intervention experience; and ‘context’ covers the broad setting in which the trial took 

place. A similar logic to that which underlies framework approaches to interpreting trial 

outcomes is evident here.  

The logical analysis of the different factors that may affect trial outcomes, rather than formal 

named theories, underlies framework approaches. However, it has been claimed that theory 

is always involved in the evaluation of an intervention [93] since the hypothesised 

mechanisms of action incorporate a form of theory. The next section discusses some 

different ways in which theory has been applied to process evaluation.  
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2.6.3 Theoretical approaches 

Interventions are designed based on causal assumptions connecting the activities of the 

intervention with the desired outcomes. Theory is involved to the extent that the 

researchers may hold informal theories about the way components of the intervention will 

act to produce the intended effect [93, 144] or they may design the intervention guided by a 

formal theory. In the case of complex interventions there may be multiple theories both 

formal and informal. The authors of the MRC Guidance argue for making theories more 

explicit by using a logic model as part of the process evaluation design stage. This would 

make it easier for evaluators to focus on the uncertainties in the causal mechanisms to help 

understand why an intervention succeeded or failed [93]. A logic model can direct the choice 

of secondary outcome measures and inform where the process evaluation should focus its 

effort. 

This is similar to the argument put forward by Carol Weiss [145] in advocating Theory-Based 

Evaluation, which encompasses more than one approach. Theory may mean implementation 

theory, which relates programme outcomes to the programme components and employs a 

framework approach in evaluating implementation fidelity and dose, often quantitatively. It 

may also mean programme theory, which is the theory of how the intervention will bring 

about the intended change. Programme theory is equivalent to a logic model and refers to 

the mechanisms of action by which the intervention components may have an effect [145]. 

This may also be referred to as the theory of change, particularly in the public health field. 

The difference between implementation theory and programme theory lies in whether the 

hypothesised mechanisms of action are made explicit. 

Formal theories of organisation or individual change may be claimed as the foundation of an 

intervention, but Weiss found that the evaluation often does not test the theoretical 

constructs even when they are made explicit [145]. Many evaluations however combine a 

structural approach of assessing fidelity, dose and reach with use of a logic model to describe 

the assumed mechanisms of action, tested by means of secondary outcome measures. Weiss 

recognises that there are alternative candidate mechanisms of action for the final outcome 

achieved by an intervention and that these may well be context dependent. 

An alternative approach, in cases where the intervention is based on a formal theory, is to 

use this same theory to design the process evaluation. Another formal theoretical approach 

would be to design the process evaluation using an academic theory specific to the work of 
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evaluation. The next two sections describe two of these theories, which are most commonly 

used in the UK but also used occasionally in other European countries, Canada and Australia. 

These are Realist Evaluation and Normalisation Process Theory (NPT), whereas the main 

influence in the United States appears to be Theory-Based Evaluation as described by Carol 

Weiss [145]. Theory-based Evaluation has many similarities to Realist Evaluation, with its 

emphasis on alternative mechanisms of action that are context dependent. 

2.6.4 Realist Evaluation  

Realist evaluation is an approach that is arguably well-suited to complex pragmatic RCTs 

[116] although others dispute that assertion on the basis that the ontological position of 

Critical Realism that underlies realist evaluation is incompatible with the positivist approach 

of a RCT [118]. Realist evaluation is based on the idea that context determines the 

mechanism of action that will be most effective in achieving the desired intervention 

outcomes or, to put it another way, outcomes are affected by context because mechanisms 

of action interact with and depend on context. They may therefore achieve one outcome in 

one setting but another in a different setting and different mechanisms may be required to 

achieve similar outcomes in different settings [146]. The implication is that implementation 

of interventions in different settings must be adapted to the setting. 

The main proponent of this approach is Ray Pawson who, together with Nick Tilley, has been 

its advocate for around the last 20 years [144]. They claim that ‘empirical work in program 

evaluation can only be as good as the theory that underpins it’ [144]. The characteristic 

feature of the approach is the construction of Context, Mechanism, Outcome configurations 

(CMOs) which are in effect mini explanatory theories that can be tested empirically and 

across similar contexts. The key advantage is that they offer a way of beginning to build 

theory about what outcome to expect if a particular strategy is applied in a context with 

certain characteristics. The main drawbacks, in my view, are that ‘context’ can consist of an 

almost infinite number of variables depending on its definition and the boundary drawn 

around it and that it can be difficult to discriminate between the three categories of context, 

mechanism and outcome. A further difficulty is that in complex interventions the 

mechanisms of action may be very numerous. These are problems that Pawson and Tilley 

attempt to address in their latest book [147]. Multiple contexts representing different 

combinations of the variables of interest may need to be evaluated to be sure which 

outcome is associated with which contextual variable through its mediating mechanism of 

action. The evaluator, in constructing theory, must pick out what they think to be salient 
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properties of context from among the many possible features and then test the theory in 

different instances of the context. This is why a single evaluation is not generally sufficient 

and greater knowledge may be gained from successive evaluations planned on the basis of 

theory. 

Pawson and Tilley’s key argument is that we need to know how an intervention achieves its 

effect and what is effective, for whom and under what circumstances and that this involves 

the construction and testing of theories. This approach embodies the idea of building 

knowledge about effective strategies that can be applied across contexts and disciplines. It 

contrasts with developing an intervention package, which may be likened to a product, and 

which is deemed to be effective or ineffective as a whole. Bonell [116] argues that to treat an 

intervention package as a unified product leads to substantial problems of evaluation due to 

a failure to take proper account of context and how that interacts with the intervention. He 

considers it to be one of the main potential flaws in using a RCT to evaluate a complex 

intervention, but that it can be avoided by using a Realist Evaluation approach [116]. 

2.6.5 Normalisation Process Theory 

In Normalisation Process Theory (NPT) an intervention is perceived as a material practice 

that requires work by individuals within organisational contexts to embed it in practice [148]. 

NPT was developed ‘to explain the operationalisation of complex interventions in health care 

settings’ and then developed into a theory that could explain how material practices, or 

complex interventions, can be successfully established (normalised) in other social 

organisations. It addresses individual and organisational factors that may inhibit or promote 

the work required of multiple individuals, working collectively within a social context, to 

accomplish the process of normalisation. 

‘Complex interventions become routinely embedded (implemented and 

integrated) in their organizational and professional contexts as the result of 

people working, individually and collectively, to implement them.’ [149] 

The work is described using four key constructs. These recognise the influences and 

constraints of the organisational context on individuals and how they affect implementation. 

Implementation in this context is defined as ‘the social organisation of the work’ [148]. 

The first key construct is ‘coherence’ and means that the intervention concept must have 

meaning and make sense to those implementing it, in that it can be distinguished from what 
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currently occurs, its purpose is clear, it seems to offer potential benefit and it aligns with the 

goals of the organisation [131]. The second construct is ‘cognitive participation’ which 

addresses the extent to which individuals buy into the material idea of the intervention and 

commit to it, so that they are prepared to invest time and energy [148]. The third construct 

is ‘collective action’ which concerns the work the organisation and individuals need to do to 

work with others to implement the intervention and make it function within their context 

[131]. The outcome of this work is that the material practice is defined by its 

operationalisation and affects the interactions of those involved in its use [148]. The final 

category, ‘reflexive monitoring’, covers the work that occurs in response to feedback to 

appraise the intervention and its effects on participants, and any work to adapt and improve 

it. The theoretical framework is described in this simplified form by Murray et al, who also 

describe various situations in which it might be applied [131].  

NPT offers a way of approaching and explaining contextual influences as diverse as individual 

attitudes, beliefs and perceptions, organisational contexts such as resource and skills 

available, and broader influences such as policy initiatives that may affect organisational 

goals. It is increasingly used in healthcare research in the UK, mainly as a framework to 

prompt structured consideration of a wide range of contextual factors that need to be 

included in an evaluation design. It can be used to structure data collection, by informing 

interview schedules or purpose-designed questionnaires [150], and to focus qualitative data 

analysis [22]. The theory developers also advocate its use as a tool to aid the design of 

complex interventions because it prompts researchers to address questions about likely 

implementation success, which are crucial to impact [131]. 

Grant et al.’s [87] protocol of the process evaluation of an intervention to reduce risky 

prescribing in primary care, is informed by NPT in combination with their process evaluation 

framework, which was published a year later [95]. The stages of the framework clearly draw 

on concepts from NPT but, as noted previously, also reflect trial processes. For example, 

‘response of clusters’ (to researchers’ delivery of the intervention to them) includes aspects 

of coherence, cognitive participation and collective action, and ‘maintenance’ includes 

aspects of reflexive monitoring. The NPT concepts are also used to inform the design of a 

questionnaire given to all GP practices participating in the trial, the results of which aid 

interpretation of trial results [150]. The protocol is a good example of how a framework 

approach can be informed by a theoretical approach to achieve a well-designed process 

evaluation [87]. 
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Having completed a general review of the development and purpose of process evaluation 

and of various approaches, I will now turn to process evaluation specifically of patient-

centred interventions. 

2.7 Evaluation of implementation of patient-centred interventions 

The literature search described at the start of this chapter (section 2.1) identified very few 

examples of process evaluations in primary care where the intervention was described as 

patient-centred. Among the 17 studies where this was the case, some of which were 

protocols rather than reports of findings, none defined patient-centredness conceptually or 

in terms of included components. After data extraction 11 studies had been identified that 

included recognisable patient-centred approaches or components in their intervention i.e. 

components appearing in definitions of patient-centredness or the published review of 

patient-centred components and how to measure them [78]. This will be further discussed in 

section 2.8 . However, one study was not a trial and a further four had poorly described or 

low-quality process evaluations and therefore did not provide useful examples of evaluation 

of implementation of a patient-centred intervention in a trial. After excluding these five, six 

studies remained that had patient-centred components and described evaluation of delivery 

of those components and/or their effect on domains of patient-centredness [79-83]. One of 

these studies was included despite being very different in terms of intervention, because of 

the model it provided for evaluating delivery of a patient-centred approach [89]. Of these six 

studies, only three [81-83] used validated measures of domains of patient-centredness as 

identified through the extended literature search reported below (section 2.8). Three used 

observation to assess delivery, three used interviews, two used purpose-designed 

questionnaires, and one used as yet unspecified qualitative methods. Table 2-3 shows the 

methods used by each study to assess patient-centredness.  

None of these studies included a conceptual model or mechanisms of action that might be 

applied generally to designing the process evaluation of a patient-centred intervention. I 

therefore conducted a de novo literature search, using the following search in PubMed.  
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Table 2-3: Means of measuring patient-centred care in selected studies 

Studies 
 

Validated measure Observation Interviews Bespoke 
questionnaire 

Unspecified 
qualitative 
method 

Avery (2012) Movement as Medicine for 
Type 2 Diabetes: protocol for an open pilot 
study and external pilot clustered 
randomised controlled trial to assess 
acceptability, feasibility and fidelity of a 
multifaceted behavioural intervention 
targeting physical activity in primary 
care.[79] 

 Videos of clinicians 
delivering 
intervention 
assessed for 
presence/absence 
and appropriate 
use of components 

   

Berendsen (2015) The implementation and 
sustainability of a combined lifestyle 
intervention in primary care: mixed method 
process evaluation [80] 

  Healthcare 
professionals 
delivering the 
intervention to 
assess use of MI 
and goal setting 

Recipients of 
intervention 
answered 
questions about 
goal setting and 
satisfaction.  

 

Coventry (2012) Collaborative Interventions 
for Circulation and Depression (COINCIDE): 
study protocol for a cluster randomized 
controlled trial of collaborative care for 
depression in people with diabetes and/or 
coronary heart disease [81]  
Coventry (2015) Integrated primary care for 
patients with mental and physical 
multimorbidity: cluster randomised 
controlled trial of collaborative care for 
patients with depression comorbid with 
diabetes or cardiovascular disease 

PACIC-5A [ref] (at end only)  
Self-efficacy (as used in 
Expert Patient groups)  
heiQ (self-management) [ref]  
Client Satisfaction 
Questionnaire [ref] (at end 
only)  
Enriched Social Support 
Instrument [ref]  
The Relationship Scales 
Questionnaire [ref] (baseline 
only) 

   Yes 



 

49 
  

Studies 
 

Validated measure Observation Interviews Bespoke 
questionnaire 

Unspecified 
qualitative 
method 

Kennedy et al. (2014) Implementation of a 
self-management support approach (WISE) 
across a health system: a process evaluation 
explaining what did and did not work for 
organisations, clinicians and patients [82] 
 
Also: Kennedy et al. (2010) Delivering the 
WISE (Whole Systems Informing Self-
Management Engagement) training package 
in primary care: learning from formative 
evaluation [151] 

Healthcare climate 
questionnaire 
Self-efficacy questionnaire 
(as used in Expert Patient 
groups) 
QoL, social/role limitations, 
psychological well-being,  
PEI [ref] 

Recording and 
analysis of 
consultations in 
which the 
intervention was 
used 

Staff and 
patients 
interviewed 
about their 
experience of 
the intervention 

  

Verwey et al. (2014) monitoring and 
feedback tool embedded in a counselling 
protocol to increase physical activity of 
patients with COPD or type 2 diabetes in 
primary care: study protocol of a three-arm 
cluster randomised controlled trial [83] 

Self-efficacy (General GSS, 
Exercise ESS), QoL, chronic 
respiratory questionnaire 
(CRQ-SAS) includes 
personalised dyspnoea scale 
measuring dyspnoea during 
5 activities that are 
important to patient, 
fatigue, emotional function 
and mastery scales.  

 Interviews and 
focus groups for 
PNs 

Questionnaires 
for patients, 
asking about 
experience of 
intervention 

 

Wahab et al. (2008) Motivational 
interviewing and colorectal cancer screening: 
a peek from the inside out [89] 

MI interviewing treatment 
integrity scale 

Evaluation of 
delivery of MI by 
recording calls and 
judgement of 
supervisor and 
using  
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(((((((Randomised[Title/Abstract]) OR randomized[Title/Abstract]) AND trial[Title/Abstract])) 

AND ((((person-cent*[Title/Abstract]) OR patient-cent*[Title/Abstract])) AND 

intervention[Title/Abstract])) AND (((integrity[Text Word]) OR fidelity[Text Word]) AND 

implementation[Text Word])) AND (((program[Title/Abstract]) OR process[Title/Abstract]) 

AND evaluation[Title/Abstract])) AND (((primary care[Title/Abstract]) OR general 

practice[Title/Abstract]) OR family practice[Title/Abstract]) 

The only article identified was my published protocol of the process evaluation, indicating 

the lack of published process evaluations of the implementation of specifically patient-

centred interventions in general practice. I then searched for patient-centred interventions 

that included a conceptual model, using the following search. 

Search ((((conceptual model[Text Word]) OR mechanisms of action[Text Word]) OR logic 

map[Text Word])) AND ((((person-cent*[Title/Abstract]) OR patient-cent*[Title/Abstract])) 

AND intervention[Title/Abstract]) 

This returned 12 articles of which three addressed patient-centred interventions [152-154] 

but only one included a conceptual model, which was about establishing visit priorities for 

complex patients [152] and one identified active ingredients for patient-centred HIV care 

[154]. Included among the active ingredients identified was having extra time to discuss 

concerns. The third article was a protocol that stated a logic model had been created but did 

not include this in the paper [153]. 

I also searched for process evaluations of patient-centred interventions that included a 

conceptual model among all interventions (not just those in primary care)  

(((((((program*[Title/Abstract]) OR process[Title/Abstract]) AND evaluation[Title/Abstract])) 

AND ((((((person-cent*[Title/Abstract]) OR patient-cent*[Title/Abstract]) OR patient-

focus*[Title/Abstract]) OR person-focus*[Title/Abstract]) OR holistic[Title/Abstract]) OR 

wholistic[Title/Abstract])) AND (((intervention[Title/Abstract]) OR program*[Title/Abstract]) 

OR initiative[Title/Abstract]))) AND (((conceptual model[Text Word]) OR mechanisms of 

action[Text Word]) OR logic map[Text Word]) 

This returned five articles, one of which had already been identified [153]. The rest did not 

concern evaluation of patient-centred interventions. I was therefore unable to identify in the 

literature a general conceptual model for the evaluation of implementation of a patient-
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centred intervention. I turned instead to a review of measures that might be used with a 

view to creating a conceptual model on which to base a process evaluation of the 

implementation of a patient-centred intervention.  

2.8 Patient-centredness - concepts and measures 

The review I used was the Health Foundation publication ‘Helping measure person-centred 

care’ which contains a thorough review of conceptual and behavioural components of 

patient-centred care as well as the measures that might be used to assess their 

implementation [78]. In addition to reading this publication, I went through the reference list 

identifying all references that were sufficiently generalisable to be of use in the process 

evaluation of a patient-centred intervention in GP practice. Those that were very specific to a 

particular condition or patient group, and those that were about development of measures 

that were not applicable to the components of the 3D patient-centred approach were 

excluded. Multiple domains were identified, not all of which were relevant to the 3D 

intervention or to assessing the adoption of a patient-centred approach.  

Table 2-4: Health providers’ patient-centred attributes, skills and behaviours  

Categories Items Ways of measuring 

Attributes and skills 
underpinning a 
patient-centred 
approach 

Empathy and compassion 

Communication 

Respect 

Relating to patient as 
person 

Observation, interviews, focus groups 
of clinicians and patients 

Observer rater scales e.g. MPCC, 
interpersonal communication survey 

Patient-reported measures e.g. CARE 
scale 

Specific behaviours Eliciting patient’s agenda 

Exploring patient’s 
concerns 

Shared decision making 

Self-management support 
and education 

Taking holistic approach 

Observation, interviews, focus groups 

Observer rater scales 

Patient-reported measures e.g. 
OPTION scale, PACIC scale 

Contextual 
conditions 

Longer consultations 
(extra time) 

Continuity of care 

Data capture from electronic patient 
record 

Interviews of clinicians, admin staff 
and patients 
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I divided the relevant domains into attributes/skills underpinning patient-centred practice 

and specific behaviours, and included methods used to measure them. Contextual conditions 

relevant for patient-centred practice are also identified in the review. These are all listed in 

Table 2-4. This provided a useful starting point for considering domains, attributes and 

behaviours that might need to be evaluated in assessing implementation of a patient-

centred intervention and which might play a part in achieving a perception of patient-

centredness. 

2.9 Critique of process evaluation approaches 

Process evaluation designs need to be as diverse as the intervention implementations they 

evaluate and each one must be uniquely designed. General principles and guidance about 

the scope and conduct of process evaluation should underpin all process evaluations but the 

particular approach and detailed design depend on the purpose of the evaluation and the 

nature of the intervention. 

Framework approaches are arguably well-suited to evaluating implementation fidelity, but 

their exploration of context is generally limited to assessing resources available to 

implement and support the intervention, and whether there has been prior exposure to the 

intervention among study participants or contamination of the control arm of the trial.  They 

are therefore less suitable for understanding complex underlying mechanisms of action that 

interact with context. Realist Evaluation and NPT are better suited for this purpose because 

they investigate and analyse the effects of context on implementation in different sites and 

are concerned with generalisable mechanisms of action related to varying contexts. Realist 

Evaluation focuses on the operation of context-dependent mechanisms of action that 

produce a variety of outcomes when the same intervention is applied in different contexts. 

NPT is especially useful for identifying barriers to implementation of service changes due to 

context and explaining why an intervention does not become embedded or was poorly 

implemented.  

Theory-based evaluation of the kind described by Weiss [145] uses logic models 

incorporating hypothesised mechanisms of action of the intervention. These are usually a 

simplified causal chain moving from a statement of the problem to inputs (intervention 

components) to activities to outputs and short, medium and long-term outcomes (impact). 

However, the hypothesised mechanisms of action are sometimes implied rather than explicit 

and there is reliance on perception of a logical connection between input, output and 
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outcomes. For example, arranging longer appointment slots (input) will mean there is more 

time for clinicians to discuss all a patient’s health issues and result in them having more 

holistic care. The implicit mechanisms of action are the clinician’s desire to use that extra 

time to treat their patient holistically, the patient’s willingness to disclose all their health 

concerns and the clinician translating that information into appropriate actions. These 

mechanisms of action might in turn be dependent on for example, the clinician’s training, 

the patient’s trust (enhanced by continuity of care), availability of resources locally and so 

on. 

Moore et al. [93] propose a logic map based on a description of the intervention and the 

causal assumptions that underlie the way it is implemented. This entails taking the causal 

chain back a step to consider, for example, the rationale for offering training in motivational 

interviewing to clinicians delivering an intervention involving a person-centred action plan. 

They also suggest that the mechanisms by which the intervention is hypothesised to achieve 

change in a specific context are made explicit. This could result in highly complex logic maps 

that are difficult to follow. A potential failing of all logic maps that seek to expose 

hypothesised mechanisms of action is a danger of an infinite regression of causes (for 

example, in the first example what causes the clinician to have the desire to practise 

holistically?) and it can be difficult to determine a logical place to stop. This is certainly 

relevant to hypothesising the mechanisms of action of a patient-centred intervention, which 

are likely to be very complex. 

A similar issue, linked to the difficulty of describing a causal chain of hypothesised 

mechanisms of action, is the way the intervention is defined as this has implications for how 

far the causal chain extends. Many consider the intervention to be that which is delivered to 

the target group of patients by the clinicians. However, this does not recognise the necessary 

work in setting up the clinicians to deliver the intervention, without which it would not 

happen. For example, if the intervention was found to be successful and was commissioned, 

the commissioned activities would include the training the clinicians received to deliver it. 

The process evaluation framework devised by Grant et al. [95] for cluster randomised trials 

considers this two-stage implementation of an intervention. It therefore offers a more 

comprehensive model to evaluate implementation of the 3D study intervention, of which a 

significant part was the training and preparation of practices to deliver a different care 

model to patients with multimorbidity. 
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2.10  Summary and conclusions 

Currently, process evaluations of healthcare interventions are extremely diverse and may 

use multiple methods for a wide range of purposes. The designs may be clearly developed 

and justified with reference to theory or logic models or be only minimally specified without 

any clear rationale for the choice of methods beyond a description of the objectives.  

However, a consensus is now emerging that process evaluations should be pre-planned and 

based on a clear description of the intended intervention, together with the anticipated or 

theoretical mechanisms of action in the form of a conceptual or logic model. It is also 

considered essential to consider how the intervention is affected by the context in which it is 

implemented. The logic model, if it includes sufficient detail of the intervention, can be used 

for assessing fidelity, for determining the principle candidates for evaluation [94] and for 

identifying theorised mechanisms of action [93]. Without a clear description of the 

intervention, assessment of fidelity is difficult, and it would be difficult to assess whether a 

failure to achieve difference in outcomes was due to a failure of the intervention theory or a 

failure of its implementation.  

The literature survey enabled me to approach the process evaluation of implementation of 

the 3D intervention with greater clarity. Ultimately, I chose to focus on contextual influences, 

informed by Realist Evaluation, NPT and the MRC Guidance [93] and on the way the 

intervention was implemented, with fidelity as the guiding concept [94] particularly in 

relation to implementing a patient-centred approach. The overall structure was based on 

Grant et al.’s framework [95]. The 3D process evaluation was thus informed but not 

determined by a combination of theory and framework, similar to that conducted by Grant 

et al. [87]. The evaluation of implementation of a patient-centred approach was novel and 

required additional consideration of mechanisms of action by which patient-centredness 

might be achieved and of those that linked patient-centredness to health-related quality of 

life. The development of means to evaluate implementation of a patient-centred approach 

was also necessary. The next chapter describes the philosophical and conceptual models and 

frameworks that underpinned the 3D process evaluation.  
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Chapter 3 Philosophical and conceptual framing of the 3D 

process evaluation design 

The literature review in the previous chapter highlighted several important conceptual and 

practical considerations for the 3D process evaluation design. This chapter will begin by 

describing the philosophical foundation of the design, associated methodological 

implications and my positionality. Next, I will discuss the particular challenges that needed to 

be considered in designing the 3D process evaluation. The chapter will then address the 

conceptual aspects of the process evaluation design, including two conceptual diagrams of 

patient-centredness, a modified logic model which I have called a logic map of the 3D 

intervention, two conceptual models of its theorised mechanisms of action, and a framework 

of the process evaluation of the 3D patient-centred approach. Although these are all 

essentially conceptual models I have used different names in order to more easily distinguish 

them from each other. 

3.1 Philosophical foundation 

This first section concerns the philosophical approach underpinning this thesis. I will examine 

the ontological and epistemological implications, its appropriateness for the 3D process 

evaluation and the associated trustworthiness criteria to be applied to the data and analysis. 

3.1.1 Epistemology and ontology 

The philosophical approach informing this thesis is Critical Realism. Critical Realism shares an 

ontological position with Positivism in holding that knowable things exist independently and 

form part of a true reality, and an epistemological position with Constructivism and 

Interpretivism in asserting that knowledge is acquired through the medium of an individual’s 

perception and results from a mind’s interpretative activity [155]. Its unique approach lies in 

the assertion that although there is a reality that is independent of an individual’s 

perception, this cannot be directly known or verified. In addition to the reality of physical 

objects, such as computers, there are also social entities and constructs that are real and 

exist in the world independently of individual minds, for example, GP practices and clinical 

consultations [156]. Social constructs arise collectively in human societies [157] and would 

exist whether or not a given individual knew of their existence or understood the term used 

to refer to them. They would be recognisable to all individuals who shared an understanding 

of the meaning of those terms. 
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Because, like physical objects, social entities or constructs exist and are knowable, they can 

be measured, compared and assessed, albeit by different means than those used for physical 

objects in a Positivist paradigm; therefore, they can be evaluated. Social entities, such as 

social groupings or cultures, are emergent from collections of individuals. They possess 

attributes or emergent properties (powers) that are separate from those of the individuals 

included in the grouping but are derived collectively from them and can influence the actions 

of individuals [155, 156] For example, knowledge and understanding of the social entity of a 

GP practice consultation gives rise to certain expectations and responses when encountering 

this entity, usually resulting in compliance with certain forms of communication, giving and 

receiving of health advice and containment within a usual time frame of about 10 minutes. 

Statements can be made about a social entity that are true or false at a given time, in 

relation to the independent reality of the entity. However, any statements are also 

provisional and fallible, because the entity or construct is subject to change as the collection 

of individuals that gives rise to it evolves, thus affecting the emergent properties [155].  

The powers of social entities and perceptions of individuals can act as causal mechanisms in 

a generative type of causality, which involves conditions combining to produce outcomes 

[156]. Context includes social entities such as a GP practice which, combined with person 

and environment factors, can combine and interact in a variety of ways to produce a whole 

range of outcomes [156]. This is the reason context is so important to the outcomes of 

complex trials of interventions that have interacting components. Generative causality 

contrasts with secessionist causality in which generalised laws predict that a specified event 

will occur after a certain preceding event. For example, generative causality operates when a 

patient receives self-management advice, because the actions that may result from the 

advice depend on the way the advice is given, the way it is understood and the capabilities of 

the recipient. An example of secessionist causality might be the lowering of blood pressure 

following taking an anti-hypertensive medication. Secessionist causality is more applicable to 

strictly controlled RCTs.  

The idea of generative causality is especially compatible with a complex pragmatic trial, in 

which contextual contingencies add to the intervention complexity [93, 108, 116]. It is 

recognised that individuals and organisations taking part will not deliver the intervention in a 

uniform or formulaic way, but that they may act in diverse ways to achieve the functional 

outcome of an intervention component as they understand it and in a way that is compatible 

with their context [108]. The underlying assumption appears to be that an intended outcome 
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can be achieved by a variety of routes involving multiple causal contributions that interact in 

a way that is characteristic of generative causality. The consequence of this is that it may be 

difficult to identify any causal factors that are either necessary or sufficient, in contrast to a 

secessionist causality.  

The design of the 3D intervention was broadly compatible with a Critical Realist approach to 

evaluation. The design presupposed theoretical mechanisms of action involving social 

constructs, such as patient-centredness and continuity of care, and assumed that multiple 

and various mechanisms of action might operate in a generative way to produce outcomes, 

as will be shown later in this chapter in the logic map and the conceptual model of 

mechanisms of action. Where the outcome or intervention component was not measurable 

quantitatively, as in reviewing patients in a patient-centred way, the constructivist 

epistemology of Critical Realism was more appropriate than a positivist one.  

3.1.2 Trustworthiness criteria 

Assessing validity of the process evaluation findings requires the application of criteria about 

the trustworthiness of the methods, including data collection and analysis. Since qualitative 

data do not conform to Positivist criteria, different criteria are required [158], some of which 

apply generally to the various qualitative theoretical approaches and methodologies, but 

others are consequent on a Critical Realist approach. Maxwell [156] points out that the 

validity of qualitative findings is often equated with the methods that were used to acquire 

and analyse the data and that the same applies to Constructivist approaches. This conflates 

the validity of the findings (what we claim to be true or exists) with our means of, or 

justification for, knowing it, thus reducing ontology to epistemology. Critical Realism in 

contrast maintains a distinction between the knowledge we acquire by means of our 

perceptions, which requires interpretation, and the separate reality of a phenomenon. An 

individual can at best only acquire a knowledge of a phenomenon that approximates to its 

true reality. The implication of this position is that we cannot ensure that our perception or 

interpretation is true in an absolute sense. However, the validity or trustworthiness of our 

findings can be increased by broad consensus among different observers and between 

methods, each of which brings a perspective that approximates to the truth or reflects some 

aspect of it. I suggest this is particularly true where social constructs such as patient-

centredness are concerned because they are created from multiple individuals’ shared 

understanding of their underlying form and purpose. 
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In a Critical Realist view, an account of methodology should demonstrate how the findings 

reflect a variety of perspectives and that reasonable attempts have been made to confirm 

them with others. The account must also show that attempts were made to be aware and 

take account of personal biases and pre-conceptions and that the methods were appropriate 

for examination and exploration of the phenomena of interest and to the context and 

purpose of the research [156]. In sampling for case studies and data collection, this includes 

justifying the choice of cases and participants by reference to initial theory, although this 

theory might later be revised considering emerging data. If the processes by which the data 

were collected, analysed and interpreted are made clear, it is easier to judge whether the 

conclusions are justified. If the extent to which they reflect and were influenced by personal 

perspectives is also known, it is easier to assess how closely the findings and conclusions may 

approximate to a true reality.  Credibility therefore depends on being transparent about the 

influences that may have shaped the perceptions of the researcher, and broad consensus 

about the findings among different researchers or people exposed to or analysing the data. 

The trustworthiness criteria that will be shown to apply to these data are that: 

• The methods (including sampling, data collection and analysis) are appropriate to the 

research questions  

• The methods are suitable for the context and purposes for which they are used  

• The methods are transparently linked to the findings  

• The methods are assessed for threats to validity of the conclusions.  

The means of evidencing these criteria include:  

• Providing theoretical justification for the selection of cases and participants 

• Justifying the choice of methods 

• Clarity in reporting the methods and a transparent account from data collection 

through analysis to the conclusions 

• Checking coding and analysis of the qualitative data with other people, including 

other qualitative researchers and people with experience of the phenomena under 

investigation 

• Presentation of supporting evidence for the conclusions  

• Triangulating findings from one method with those of another applied to the same 

phenomenon 
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• Considering alternative explanations and evidence counter to the conclusions 

(deviant cases) 

• As the principal researcher, reporting my personal perspectives and experience and 

how they may have influenced data collection and analysis (reflexivity). 

Meeting these criteria can reasonably assure the validity of the findings as far as is possible 

within a philosophical position that holds that there is a reality but that our ability to know it 

is imperfect. Since it can only be experienced through the medium of individual perception, 

the best approximation to reality is achieved by critical examination of individual 

interpretations [159].  

3.2 Researcher positionality and reflexivity 

One of the most important criteria for assessing the trustworthiness of findings is being able 

to understand how the experience, values, beliefs and awareness (the positionality) of the 

researcher gathering and analysing the data affected this process and hence potentially the 

findings [158, 160]. Silverman advocates for ‘naturalistic’ data collection because of the way 

that interviewers inevitably shape interviews and therefore the data they produce [161]. This 

section therefore discloses my experience, beliefs and background that are likely to have 

influenced my data collection and analysis. 

I have had experience of several work contexts that I have drawn on in undertaking this 

work. Firstly, I used to be a nurse and have worked as a practice nurse, a rheumatology 

clinical nurse specialist (CNS) and a senior research nurse, the latter two roles both in a 

hospital setting. My experience in primary care gave me a useful understanding of the 

motivation, pressures, work mix and potential rewards of working in primary care from a 

nurse perspective. For me the potential autonomy of practice offered by making 

independent management decisions in consultation with people with long-term conditions 

and the rewards of facilitating self-management and empowering patients were significant 

factors in both primary care and my work as a rheumatology CNS. I therefore am strongly 

orientated towards engaging patients in their health care. 

Secondly, I am trained as a couples counsellor and worked for Relate for 10 years. Part of this 

role involved running training courses for GPs and other professionals in awareness of 

mechanisms underlying interpersonal interactions, such as consultations. I also ran public 

courses for individuals needing to move on from separation or build self-esteem which, 



 

60 
  

together with the counselling, spoke strongly to my interest in supporting and fostering 

people’s capacity to develop their own well-being and my belief that people do the best they 

can under the circumstances in which they find themselves, but may need help. 

The Relate training was highly valuable in developing my skills to listen carefully, empathise, 

interpret and retain the gist of what was communicated in an interview. However, the 

training in suggesting interpretations to develop clients’ understanding of their situation 

needed to be reined in during interviews for the process evaluation, otherwise it could 

overly influence the content of the interview. I was sometimes aware that I had got too 

interested in the content of the interview and that it had engaged my own ideas to the 

extent of wanting to lead the discussion rather than just engage the interviewee. 

I was helped in being able to ‘bracket off’ my own opinions and reactions by another very 

useful aspect of the Relate training. This was awareness training, which was developed 

throughout the two years of training and by ongoing supervision as a practising counsellor. 

The aim of the training was to heighten awareness of my own assumptions, emotional 

reactions and pre-dispositions. I was also challenged by one of my PhD supervisors (CS) who, 

as a GP, had a different perspective and was sensitive to my positionality as a nurse and 

where that might have influenced my perceptions. 

Being part of a trial team was also valuable both for checking and for challenging my 

impressions, as the researchers going into the practices could sometimes see different 

aspects or had different experiences. As a Critical Realist, I believe it is not possible to ever 

be entirely sure that my own views are the same as someone else’s, nor that they are a 

wholly accurate reflection of reality, but by checking against other people’s perceptions, as 

close an approximation as possible can be achieved.  

3.3 Design challenges 

Having identified a suitable philosophical approach, I anticipated several challenges in 

developing the conceptual design for the process evaluation. Firstly, a precise description of 

the intervention would not be straightforward as the participating GP practices were 

permitted to adapt aspects of the intervention to suit organisation systems in their practice. 

While there were some components whose form was clear, such as using the 3D template as 

the basis for LTC reviews, other components were described in terms of function e.g. holistic 

reviews to address all a patient’s health concerns, improved continuity of care and longer 
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appointments. Although guidance was given to help with implementing these components, 

the details of implementation were left flexible. Secondly, and related to the difficulty of 

establishing a clear description of the intervention, implementation fidelity would clearly be 

hard to define. Assessing implementation fidelity is an important aspect of process 

evaluation that enables researchers to know the extent to which the trial results obtained 

are an accurate reflection of the effectiveness of the intended intervention [93]. It would be 

easier to assess whether the components whose form was specified had been implemented 

with fidelity than it would for those components where flexibility of form was permitted. For 

the latter, the assessment of whether they had been implemented as intended would 

depend on whether the intended function of the component had been addressed e.g. 

whether organisational changes directed at improving continuity of care had been made and 

whether measures of continuity of care did improve. 

Thirdly, in such a complex intervention the mechanisms of action would be many and 

interacting. The components might be directed towards the desired outcomes, with 

underlying causal assumptions that constituted the programme theory, but unless the causal 

assumptions were made explicit it might be unclear how the components are hypothesised 

to achieve their effect [145]. For example, improving continuity of care was a component of 

the intervention, to be achieved by allocation of a named nurse and GP and encouraging 

patients to see their named clinician whenever possible. This was intended to reduce 

fragmented and potentially inappropriate or unresponsive care, caused by patients having to 

repeat their histories to different people and no one person having an overview of an 

individual patient’s health or detailed knowledge of the patient as a person in context. The 

underlying hypothesised mechanisms of action by which continuity of care reduces 

fragmented and unresponsive care, are that one person would receive all the information 

pertaining to the patient’s health, be in touch with all the management decisions and, as 

time went on, develop a thorough knowledge of the patient’s history and circumstances. 

This in turn would help to engender a sense of individual responsibility, in partnership with 

the patient, for the management of the patient’s health. The development of a longitudinal 

relationship with the patient would support increased trust and ease of communication. 

These multiple mechanisms of action require in-depth investigation using a range of 

methods. 

Fourthly and most importantly, I anticipated that the most challenging component to define 

and to evaluate would be the patient-centred approach. The literature search conducted at 
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the beginning of the trial and reported in Chapter 2 section 2.1 did not identify any process 

evaluations that specifically evaluated implementation of a patient-centred approach, 

although 17 evaluated implementation of interventions that were described as patient-

centred (section 2.1). For example, Berendsen et al. [80] evaluated implementation of a 

tailored diet and lifestyle coaching intervention that employed Motivational Interviewing 

and Kennedy et al. [82] evaluated implementation of a patient-centred approach to 

improving self-management. However, in both these examples, the focus was on 

intervention components rather than the quality or attribute of patient-centredness 

reflected in the way the clinician interacted with the patient. The best attempt to evaluate 

an overall patient-centred approach was that made by Wahab and colleagues [89] in 

evaluating implementation of MI to enhance rates of colorectal cancer screening. I therefore 

developed my own strategy to evaluate the implementation of a patient-centred approach in 

the 3D study, which is described in the next section. 

3.4 Evaluating implementation of a patient-centred approach 

In response to the design challenges described above I developed a multi-pronged strategy 

to evaluate implementation of the 3D patient-centred approach and overall intervention 

which consisted of: 

1.  Consideration of the conceptions and characteristics of a patient-centred approach 

and implications for evaluation. 

2. A conceptual diagram of components of patient-centred care in terms of actions 

such as eliciting the patient’s agenda, and another of the indicators that might be 

used to assess whether clinicians adopted a patient-centred approach in terms of 

their skills, values, attitudes and interaction with patients (section 3.4.2). 

3. A logic map to act as a precise description of the intervention (section 3.5), against 

which to assess fidelity of implementation, and to show the link between problems 

in the care of people with multimorbidity and the components intended to address 

them. 

4. Two conceptual models of hypothesised mechanisms of action of the 3D patient-

centred approach (section 3.6). 

5. A framework to use in the 3D process evaluation of the patient-centred intervention 

(section 3.7). 
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3.4.1 Recognising patient-centredness 

Evaluating implementation of patient-centredness and assessing fidelity to a patient-centred 

approach is complex due to the lack of a clear definition or measure as discussed in Chapter 

1, section 1.3.1 and has ontological and epistemological implications. Taking a wholly 

Constructivist approach would result in its presence or absence being judged only by the 

patient in receipt of care, with the potential consequence of equating a patient-centred 

approach with simply pleasing the patient [39]. However, it is generally agreed in the 

literature that more objective standards and a variety of approaches and perspectives should 

be applied to the assessment of patient-centredness [78]. This is in keeping with a Critical 

Realist approach in maintaining that patient-centredness exists independently of individual 

perception and judgement, to which observed behaviour can approximate in varying 

degrees. Although individual judgement is involved in deciding whether a clinician or 

consultation has been patient-centred, justifying that judgement with reference to a 

definition of patient-centredness, observable behaviours and other evidence such as 

interview transcripts, and seeing whether it conforms with the judgement of others, are 

important steps in making a credible claim of patient-centredness. 

The lack of consensus over a definition of patient-centredness and how to measure it leaves 

it to the individual researcher to choose the most appropriate approach, depending on 

intervention components and intended outcomes. However, Epstein and Street identify the 

danger of inadequately distinguishing between the philosophy and values underlying 

patient-centredness, the associated behaviours, and the outcomes of patient-centredness 

[39]. This distinction is essential to its evaluation and its absence arguably leads to 

interventions that are described as patient-centred, but it is unclear in what respect. It is also 

often unclear whether such interventions affect patient-centred outcomes such as self-

efficacy, as well as targeted health outcomes such as reduced blood sugar levels, thus failing 

to explore the way a patient-centred approach may have impacted health outcomes. Epstein 

and Street argue that pathways to outcomes are thus far inadequately mapped but that the 

philosophy and values of patient-centredness are morally justifiable independent of 

outcomes. Therefore, a patient-centred approach is an end in itself, but the route by which it 

results in better health outcomes, that are also desirable, is at present inadequately proven 

[39]. 

One view is that the components of the intervention in themselves constitute the patient-

centred approach and therefore simply ascertaining whether all the components had been 
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delivered would be sufficient to assess whether a patient-centred approach had been 

delivered as intended. To some extent this was the position adopted by the 3D study as the 

intervention was designed to make the delivery of healthcare to people with multi-morbidity 

more patient-centred by means of the various included components. Component delivery 

was measured using the electronic template to assess ‘dose’ of specified components i.e. 

fidelity of form [108]. However, a patient-centred approach is expressed not only in actions, 

but in the way those actions are performed and the quality of the relationship between the 

patient and clinician [35, 44]. Empathy, understanding and partnership are involved which 

will take different forms depending on the context and the individuals involved [60, 162]. 

Therefore, fidelity of function [108] is more appropriate but the lack of a clear definition of 

patient-centredness in terms of function or in terms of how to recognise or measure it 

makes evaluation of its delivery very challenging.  

There are several possible approaches to address this. One would be to focus on the 

consultation processes, such as asking patients about psychosocial aspects, that are 

considered to be markers of patient-centredness and assess whether they occurred. Another 

would be to measure outcomes that should change as a result of patient-centred care [162]. 

The 3D trial took both approaches in that patients were asked to complete validated 

measures of their experience of consultations with respect to aspects generally considered 

to be part of a patient-centred approach, such as being listened to and being involved in 

making decisions about their management plans [163, 164]. The trial also measured 

satisfaction with care, health outcomes and quality of life which were all hypothesised to 

improve following receipt of patient-centred care, based on previous trials that have shown 

positive outcomes associated with patient-centred care [162]. However, it is also recognised 

that a patient-centred approach requires skills such as communication, negotiation and 

taking a whole-person rather than a disease-centred approach [165]. Therefore, trials of 

interventions that purport to be patient-centred sometimes employ some means of 

evaluating the use of those skills, usually by recording and rating clinicians conducting 

consultations with patients. However, no formal means of doing this was planned in the 3D 

protocol, i.e. use of a validated measure of communication skills such as the Measure of 

Patient-Centred Communication (MPCC) applied to recorded reviews [166]. 

Although patient-centred actions were specified in the 3D intervention, there was less focus 

on teaching the clinicians an underlying patient-centred style of consultation that expressed 

a spirit of patient-centredness. I therefore hypothesised that although their actions might 
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change, as evidenced by the completion of the electronic template, their underlying 

interaction with the patient would not. These subtler patient-centred behaviours would be 

evident in the way communication occurred, power and control were negotiated, and 

actions agreed. These would be particularly evident in observing the implementation of 

those components of the intervention that were most essential to, and affected by, a 

patient-centred approach, namely the creation of the agenda in part 1 of the 3D reviews and 

the negotiation of a health plan in part 2.  

In response to the difficulties involved in evaluating implementation of the multi-faceted, 

multi-component nature of patient-centredness, I recognised that I would need to take 

several approaches. The definition of patient-centredness stated in the trial protocol (see 

Table 1-1) provided some helpful starting points in developing concepts of patient-

centredness and overall plan for evaluating the patient-centred approach. Another useful 

source was the Health Foundation’s extensive review of possible approaches [78]. This made 

clear that evaluation or measurement of patient-centredness is greatly dependent on 

context and intention. Measures may be holistic or focus on a sub-component such as 

communication skills, patient experience of care, satisfaction with care, empathy, or patient 

engagement. Patient-centredness may be measured from the patient’s perspective, the 

clinician’s perspective or by assessment of clinician behaviours. A third source was the 3D 

Patient Public Involvement (PPI) group, who gave me suggestions of indicators of patient-

centredness (see Appendix 10). This gave me a good overview of all the approaches I might 

consider.  

To underpin my evaluation of patient-centredness, I developed two conceptual diagrams, 

which reflect the first two categories mentioned by Epstein and Street [39]. The first, I am 

calling ‘components of a patient-centred approach’ and it includes actions and behaviours 

recognised as patient-centred. I am calling the second conceptual diagram ‘the spirit of 

patient-centredness’ as includes skills, attitudes, and values, and the clinician’s way of 

relating to the patient. The concept of ‘spirit’ is derived from the paper about Motivational 

Interviewing (MI) identified in the literature search for patient-centred interventions, which 

talked about the spirit of MI [89].  The distinction made by Donabedian [142] between 

technical aspects of care (in 3D represented by the completion of the template components) 

and the interpersonal interaction underlying ‘how’ they are completed, is clearly relevant 

here.  
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A core component of the spirit of patient-centredness is the quality of the interpersonal 

interaction, which lacks universal criteria by which to judge it [39]. Although there is some 

consensus over actions and behaviours that constitute patient-centredness and can be 

observed, the quality of interaction and the clinician attitude cannot be wholly captured in a 

description of behaviours because it is experiential. Behaviours may be a visible 

manifestation of motivations and as such are relevant to assessment of a spirit of patient-

centredness, but the experienced quality of a relationship depends on the perceptions of 

both parties to it, whose judgements of its quality may differ. Whether patients experience 

their clinician as patient-centred is dependent on characteristics and preferences of patients 

as well as their individual perception of a consultation, which may ultimately reduce to the 

way they personally like to be treated. Likewise, whether clinicians consider themselves to 

be practising in a patient-centred way depends on their understanding and perception of 

what it is to be patient-centred, their awareness of how they are behaving and responding, 

and their ability to be empathic and understand the patient’s perspective. These are reasons 

to use more than one means to evaluate patient-centredness and attempt to establish 

agreed criteria.  

My conclusion for the evaluation was that I needed to adopt several approaches, among 

which observation and recording of delivery of reviews was essential. I could have coded 

recordings using a validated coding scheme that focuses on communication skills and health 

professional behaviours [51]. However, there is poor correlation between the result of such 

coding to assess patient-centredness and the opinion of the patients themselves [41] and the 

method can be very time-consuming. I therefore decided to rely on my own conceptual 

diagrams of patient-centredness (Figure 3-1 and Figure 3-2), based on the literature, on the 

views of the 3D PPI group and on participants’ opinions as described below. These guided my 

evaluation of whether a patient-centred approach had been implemented in the reviews I 

recorded. 

In addition to recording and analysing reviews, I recognised the importance of interviewing 

patients and clinicians. Clinicians’ views would provide information about their attitudes and 

approach to care and also whether they perceived their practice and approach to patients 

with multimorbidity had changed as a result of the intervention. Patients would be able to 

tell me about their experience of care, what they valued and whether it had changed during 

the intervention. In the next section, I present the conceptual diagrams I developed to focus 
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my thinking about evaluating implementation of a patient-centred approach followed later 

in section 3.7 by my framework for evaluating this in the 3D study.  

3.4.2 Conceptual diagrams of patient-centredness  

The components of patient-centredness are more straightforward to evaluate as the 

literature provides many examples of actions that contribute to patient-centredness. These 

can be grouped in three broad categories; individualisation of care, patient involvement in 

care and holistic care, which overlap in terms of components, shown in the outer ring of the 

first diagram (Figure 3-1).  

Figure 3-1: Components of patient-centredness in terms of actions 

 

The spirit of patient-centredness is harder to evaluate and so I had to rely on my own 

judgement; bringing in my personal experience of being a patient, descriptions from the 

literature of what patient-centredness entails in terms of health providers’ attitude and 
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attributes and what patients prefer [165], and the experiences and opinions of patients in 

the 3D PPI group. I also added attributes identified through the Health Foundation review 

[78].The diagram in Figure 3-2 shows in the inner ring the underlying personal attributes, 

skills or qualities that contribute to the spirit of patient-centredness and which are possessed 

by clinicians perceived as patient-centred. The outer ring shows some behavioural indicators 

of those qualities, again derived from the literature and others’ opinions. 

Figure 3-2: Spirit of patient-centredness and its indicators 

 

These were the indicators that could be used to judge whether components of patient- 

centredness included in the 3D template were delivered in a patient-centred way. Both 

conceptual diagrams between them cover the dominant definitions of patient-centred care 

suggested by Mead and Bower [35] and by Moira Stewart [44]. They also take account of the 

categorisation suggested by Robinson et al. [24] as well as the distinction between ‘technical’ 

aspects of patient-centredness and its ‘spirit’.  
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Between them these conceptual diagrams helped to focus and to summarise my 

understanding of the constituents of a patient-centred approach and hence ways of 

evaluating it. The next section addresses the key step of precisely defining the components 

of the 3D intervention to inform fidelity assessment, including fidelity to a patient-centred 

approach.  

3.5 Logic map for the 3D intervention 

The MRC process evaluation guidance [93], states that the first step in designing a process 

evaluation is to create a logic model, which informs the aims and objectives of the 

evaluation. Logic models help to achieve clarity and consensus about the content of the 

intervention across the trial team and identify the essential processes as well as assumed 

mechanisms of action in achieving the desired intervention outcomes [93]. The 3D logic map 

was developed through several iterations in discussion with the trial team and took the form 

of a diagram of all the intervention components connected by assumed causal pathways 

(Figure 3-3). I have called it a logic map to differentiate it from conventional logic models. 

Because of the complexity of the intervention it was very difficult to adequately capture all 

the assumed mechanisms of action and because of my focus on assessing fidelity of 

implementation, I chose to prioritise capturing a full description of the intervention. This was 

linked backwards to the problems the components were intended to address rather than 

forwards to the anticipated outcomes. I will return to this in the next section, which presents 

two alternative conceptual models of hypothesised mechanisms of action in the 3D study. 

The 3D logic map described the problems that people with multi-morbidity face, the 

strategies that would be applied to address those problems and the form each strategy 

would take, including specified components. The connections between problem, strategy 

and component were indicated by the orange arrows which indicated the logic behind the 

intervention design. The components shown in the top two right-hand boxes were those 

intended to enhance patient-centredness by means of changes in practices’ organisation of 

care and clinician’s conduct of comprehensive multi-morbidity reviews, reflecting many of 

the components in Figure 3-1. The bottom right-hand box contains other components  
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Figure 3-3: 3D logic map of 3D intervention  
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intended to support implementation, including installation of a purpose-designed computer 

template for use in the reviews. A detailed description of the intervention can be found in 

Chapter 1, section 1.5.2 for comparison. Anticipated outcomes were not included as they 

were implied in the description of the listed problems. All outcomes were hypothesised to 

have an impact on health-related quality of life, which was the primary outcome measure for 

the trial.  

Agreeing content for the logic map included identifying those intervention components 

where fidelity of function (rather than form) [108] applied because their form needed to be 

adapted to suit local context [76] (for discussion of fidelity of function versus fidelity of form 

see section 2.3.3). The consensus arrived at was that the intervention components included 

in the 3D reviews were specified in the sense that their completion had to be recorded in the 

3D computer template. However, the way those components were delivered depended on 

individual skills and competence and could not be specified. Equally, the method used by 

practices to improve continuity of care, invite patients for reviews and how practices 

organised the review appointments and other 3D patient appointments was unspecified, 

although training and suggestions were provided. Practices were also free to decide which of 

their staff would take part in delivering 3D and, for the nurse part of the review, how they 

would achieve the necessary skill mix.  

The complexity of the intervention was one reason the detailed intervention description was 

so important. The trial involved an intervention with multiple components, 16 sites in three 

different areas in which the intervention would be delivered and around 80 clinicians 

delivering the intervention to participants. This created many possibilities for 

implementation variation that might affect outcomes by interacting with the theorised 

causal pathways. The logic map therefore played an essential part in the process evaluation 

design by highlighting those parts of the intervention that might be subject to sanctioned 

and/or unanticipated contextual variation. In addition to being a reference for assessing 

implementation fidelity, the logic map also became the definitive description of the 

intervention used across the different trial sites, which was useful for training the practices. 

What was missing was an explicit expression of hypothesised mechanisms of action between 

components and outcomes and specifically the way in which a patient-centred approach 

could influence quality of life. This will be addressed in the following section. 



 

72 
  

3.6 Hypothesised mechanism of action of the 3D intervention 

By mechanisms of action I mean the way in which components achieve their effect. The first 

way of illustrating mechanisms of action for the 3D intervention was to turn the logic map 

around. Then the underlying hypothesised mechanisms of action for the effect of the 

intervention on the identified problem could be shown. I gave much thought to the multiple 

interacting components and mechanisms of action when designing the process evaluation, 

and the logic map shown in Figure 3-3 went through many iterations. Some of these were 

simplified versions of the intervention focusing on the hypothesised mechanisms and which 

listed assumptions underlying the intervention, but none seemed able to capture the 

complexity.  

Figure 3-4 experiments with a turned-around logic map with hypothesised mechanisms of 

action for achieving the desired outcomes of reduced illness and treatment burden and 

enhanced holistic and patient-centred care shown again in orange. Health-related quality of 

life is also included as it was the primary outcome but not all the components relate directly 

to this. This figure omits the detailed intervention description and attempts to make the 

hypothesised mechanisms of action more explicit by including text boxes sited over the 

relevant arrows. However, it still does not capture all hypothesised mechanisms because 

several of the strategies were multi-purpose, for example, co-ordinated reviews were also 

hypothesised to reduce treatment burden by reducing the number of appointments. 

I anticipated that the qualitative data would provide additional insight into the mechanisms 

of action; for example, whether and how longer appointments led to holistic comprehensive 

reviews at which all conditions could be discussed. Some of the mechanisms of action might 

only operate longer term. For example, continuity of care, would probably need time and 

repeated visits, to result in clinicians having in-depth knowledge of the patient, increased 

mutual trust and enhanced partnership working, ultimately leading to better health 

outcomes. Other mechanisms, not shown in Figure 3-4, such as the clinician’s 

communication skills, might mediate the effectiveness of the strategies or components, 

including eliciting patients’ health concerns. Patients having given thought to their agenda 

prior to the appointment might also mediate the effectiveness of the agenda component and 

of collaborative health plans. 
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Figure 3-4: 3D hypothesised 
mechanisms of action 
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My intention in the next conceptual model (Figure 3-5) was to address some of these deficits 

and hypothesise the mechanisms of action that would lead from the patient-centred 

approach represented by core components of the intervention to patient’s health-related 

quality of life (HRQoL). HRQoL, as well as being the primary outcome of the 3D trial, is a 

common outcome measure in interventions that are termed patient-centred. The choice of 

HRQoL as the primary outcome was controversial which made it all the more important to 

understand the potential causal mechanisms. 

The way in which the 3D patient-centred approach might influence quality of life seemed 

best-expressed in terms of the World Health Organisation (WHO) International Classification 

of Function (ICF) and Disability [167]. This considers both personal and environmental factors 

influencing the three internationally recognised domains of disability: impairment, activity or 

function, and participation. It appears that biomedical care is directed towards impairment 

(the physical diagnosis) and, to a lesser extent, activity (the individual’s functional 

limitations, such as loss of grip strength). Holistic or biopsychosocial care includes 

consideration of social and psychological influences that may affect the impact of an illness 

or self-management capacity on function and participation. These influences may include 

social support, role demands and self-efficacy. Biopsychosocial care may consider the impact 

of functional limitation on important daily activities or go further than this in considering the 

effect of the illness or disability on social roles and ability to participate in social activities. 

Ways in which these might be moderated can then be considered. 

In the 3D intervention, the question in the template about patients’ own health concerns 

and health-related priorities, as well as the depression screening and quality of life 

questions, all possess the potential to uncover the interaction of health and biopsychosocial 

circumstances identified in the ICF model of disability. If action plans were framed with this 

in mind, they might influence quality of life. 

 An advantage of the model shown in Figure 3-5 is that it provides a way to conceptualise the 

difference between patients’ problems and patients’ goals that could be used in training 

clinicians in the 3D approach. Either might be targeted in the 3D health plan. The 

intervention intention was to focus on goals important to the patient because of the 

activities that were important to them for maintaining their roles and social activity i.e. goals 

framed in terms of activities or participation, as distinct from medical problems that are 

often to do with impairment. A disadvantage of the model is that it does not show all the 



 

75 
  

Figure 3-5: Conceptual model of theorised mechanisms of action of 3D patient-centred intervention based on WHO ICF  

Key:              3D intervention components:      mechanism of action  
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mechanisms of action involved in 3D as it focuses on those relating to patient-centredness 

and it is still a simplification that could potentially be misleading. For example, the 3D health 

plan might not be necessary to improve HRQoL, as an understanding of patients’ needs 

combined with action to address them would also affect HRQoL. 

The mechanisms of action shown in the conceptual models were all considered in designing 

the process evaluation and helped me to identify the methods and data I would need to 

collect. I concluded that the process evaluation would need to examine context to assess 

environmental factors and would need to consider both patient and clinician/practice 

perspectives to capture the influence of person factors. It would also need to cover different 

stages of the implementation to evaluate changes in attitude and practice over time due to 

experience of the intervention. Eliciting concerns, compiling the patient agenda and the 

health plan were identified as key components. The framework presented in the next section 

shows the way that these elements could hang together in a process evaluation design 

addressing the evaluation of implementation of a patient-centred approach. The overall 

process evaluation framework and design follows in Chapter 4. 

3.7 Framework for the 3D process evaluation of the patient-centred 

approach 

I developed the framework presented in this section to capture the steps of evaluating 

implementation of a patient-centred approach from the perspective of fidelity to the 

intervention. The framework shown in Figure 3-6 identifies characteristics of patient-

centredness combined with components of the 3D intervention and suggests different 

methods to evaluate implementation of both components and spirit of the patient-centred 

approach shown in Figure 3-1 and Figure 3-2. By also showing the different stages to 

incorporate in evaluation it represents a guiding framework for the selection of methods, 

depicting an overall process rather than defining exact methods.  

The orange box on the left suggests the items that might form the focus of data collection 

and analysis among patient-centred components of the intervention. The green box on the 

right suggests clinician attitudes, skills and observable behaviours in review delivery that 

might indicate a spirit of patient-centredness. The attitudes suggested at the bottom of the 

green box may be apparent in interviews and could help to inform judgement of patient-

centredness. Suggested methods are shown in blue boxes and the yellow box at the base of 
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the framework serves as a reminder that person and environment factors also require 

evaluation. 

The model thus offers a broad framework of considerations for evaluating implementation of 

a patient-centred approach. Combined with the conceptual diagrams of patient-centredness 

and conceptual models of mechanisms of action it could be used as the basis of a 

comprehensive process evaluation design.  

Figure 3-6: Conceptual framework for evaluating the 3D patient-centred approach  

 

In the next chapter I will supplement the conceptual material presented in this chapter with 

a structural framework of process evaluation derived from the literature. This was used to 

address other aspects of the thesis aim and design the process evaluation in relation to the 

stages of adoption, delivery and response to the intervention. This framework integrated 

with the conceptual work determined the details of methods and data collection.  
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3.8 Summary and conclusion 

In summary, I used a multi-faceted approach to the process evaluation in keeping with 

Critical Realism. The chapter has addressed fundamental issues of philosophical grounding 

and positionality and some overall design challenges, including the problem of evaluating 

fidelity to the intervention and identifying the multiple mechanisms of action. I designed a 

detailed logic map of the intervention, two conceptual diagrams of patient-centredness, two 

conceptual models of hypothesised mechanisms of action of the 3D intervention and a 

framework to guide evaluation of whether a patient-centred approach had been achieved.  

The latter part of the chapter has largely concerned evaluating implementation of the 

patient-centred approach. From the conceptual work I concluded that the recordings of the 

patients’ reviews were a key focus. They could be analysed for evidence of the behaviours, 

actions and spirit of patient-centredness using a combination of indicators of patient-

centredness drawn from interpretation of the four criteria of patient-centredness used in the 

trial, the literature on patient-centredness and suggestions made by the PPI group about 

what I should be looking for in the interactions between participants and health 

professionals. These are all represented in the two conceptual diagrams which address the 

more objective aspects of patient-centredness as well as the subjective experience, which is 

an equally important part. Between them, the diagrams and conceptual models of the 

mechanisms of action ensured thorough consideration of the components contributing to a 

patient-centred approach and how they could be recognised and evaluated.  

Overall the conceptual work created an underpinning foundation robust enough to ensure 

the credibility of the findings applying the trustworthiness criteria associated with the Critical 

Realist perspective. I therefore believed that I could be reasonably confident that my 

evaluation would approximate as well as possible to the truth of how the 3D intervention 

was implemented and how it impacted patients and GP practices. Further important parts of 

the process evaluation design that built on this conceptual work are covered in the next 

chapter. 

There are two main claims to new knowledge that result from the conceptual work 

presented in this chapter. One lies in the findings generated by this process evaluation about 

the value and feasibility of a patient-centred-approach using the methods of the 3D study in 

the context of the management of multimorbidity in primary care. The other lies in the 

generalisable utility of this process evaluation design for other evaluations of 



 

79 
 

implementation of a patient-centred approach in primary care, which will be discussed in 

Chapter 9. I will now move on to Chapter 4 that goes into the structural and methodological 

details of the process evaluation design that provided the framework for the data collection 

and analysis. 
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Chapter 4 Methods 

This chapter provides an overview of the design of the process evaluation and a detailed 

description of the methods used in the thesis to arrive at the findings. The main 

methodology was case studies, using qualitative methods, but in view of the complexity of 

the trial and anticipated variability in implementation, the overall design was to some extent 

iterative and deliberately retained flexibility to respond to emerging issues. This led to some 

contributions from quantitative methodology in trial-wide surveys and in integrating some 

findings from the quantitative data collected by the rest of the trial team. It also led to some 

qualitative data collection outside the case study practices. All these supplementary 

methods will be described in section 4.6.   

4.1 Design of the 3D process evaluation 

The design and structure of the process evaluation was guided mainly by the MRC 

framework for process evaluation of complex interventions [93] and by a published process 

evaluation framework developed specifically for cluster RCTs [95]. This sets out seven  

Figure 4-1: Process evaluation framework adapted from Grant et al. 
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evaluation stages, including the processes involving the clusters that will deliver the 

intervention, and those involving the target population. Each set of processes include 

recruitment, delivery and response. The seventh stage concerns maintenance. A 

consideration of the influence of context on each stage runs throughout. Figure 4-1, adapted 

from Grant et al [95], shows the stages of the framework. 

Based on the Grant et al. framework, three stages of the trial were selected as being most 

relevant to the evaluation of the patient-centred approach, as shown in Figure 4-2. This 

included the response of clusters (in this case practices) which is referred to in this thesis as 

adoption of the intervention, delivery of the intervention to patients, and the response of 

patients, practice staff and clinicians to the intervention. Recruitment of practices, 

recruitment of patients and the impact of incentives on maintenance are not covered. 

Researcher delivery of the intervention to practices is covered from the perspective of four  

Figure 4-2: Trial stages chosen for evaluation and associated research questions 
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case study practices and maintenance is only covered in respect of numbers of reviews 

delivered and continuing the intervention beyond the trial. 

The stages of the process evaluation aligned with process evaluation Objectives 3-6 and each 

stage had associated research questions. Methods were then designed to address these 

research questions and for each of these is described in later sections. First, I will describe 

the main methodology of case studies that was used for the process evaluation. 

4.2 Case study methodology 

Case studies consist of a detailed study of an entity or phenomenon within its own context, 

from multiple angles and often over a period of time [168]. Case study is a methodology 

rather than a method in itself [169], meaning that a range of diverse methods may be 

applied in different case studies [170]. Case study methodology facilitates the integration of 

multiple methods and types and sources of data to provide a detailed and comprehensive 

understanding of a single case and the effect of its context. The insights gained are 

potentially generalisable to other cases of the same type by testing theoretical propositions 

developed from the single case on other cases. This differs from trying to establish a 

representative case and seeking to generalise the findings [171]. 

Theoretical propositions guide the selection and design of case studies and shape their 

structure and the research methods used, but they may be adapted in the light of developing 

findings. Therefore, although a case study should always be carefully planned and focussed, 

it should also be able to respond flexibly to unanticipated findings and evolve new 

theoretical propositions [169].  

A case study is especially appropriate when the phenomenon of interest is strongly affected 

by context. In this circumstance, the theoretical propositions often concern mechanisms of 

action relating context to outcome. Selection of the case may be based on contextual 

characteristics that are theorised to influence outcomes so that the case study provides the 

opportunity to explore whether, how and why those contextual characteristics have 

interacted with the intervention. Cases for a multiple case study may be chosen because 

their context or characteristics provide examples or counter-examples illustrating a 

particular theoretical proposition, including cases of positive or negative deviance. These 

cases may then provide evidence supporting or countering the proposition and illustrate the 

mechanisms assumed to underlie the proposed theory [171].  
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Case study methodology was well suited to the process evaluation of the 3D study which 

involved a pragmatic trial with a complex intervention and context. The cases were individual 

GP practices taking part and the phenomenon of interest was implementation of the 3D 

intervention (a change in delivery of care for patients with multimorbidity). Context was 

likely to have a substantial influence on outcomes. This created several reasons for adopting 

a case study approach for the process evaluation. 

Firstly, the trial embodied multiple theoretical propositions concerned with improving the 

well-being of people with multi-morbidity. Each component of the intervention included an 

underlying theoretical proposition of a causal nature and was evaluated experimentally by 

means of outcome measures. However, how and why, those components were implemented 

(or not) and achieved their effect (or not) would remain unclear without a detailed 

examination of the implementation of the intended intervention within the context of 

individual practices. The cases might help to identify and explain the mechanisms underlying 

the causal relationships established by the trial [171] and to provide evidence of processes of 

generative causality that were too complex for the experimental design. In this way, case 

studies could help to interpret the trial results. 

Secondly, it was also considered necessary to investigate in detail the ways in which a 

selection of contextually diverse practices implemented the intervention and adapted it to 

their existing resources and organisation of care to potentially achieve the intended results. 

The case studies could describe how the 3D intervention took place in a particular context 

and illustrate the implementation of some of the intervention components with actual 

examples [171]. This would enable examples of successful implementation to be identified 

and disseminated. In addition, the case studies would be able to shed light on participants’ 

response to the intervention, including unintended effects. 

Thirdly, although fidelity data regarding dose was available through the monthly electronic 

data capture instigated directly from the EMIS template, the quality of implementation could 

only be captured by qualitative methods, especially regarding the patient-centred approach. 

For all these reasons, the case study approach was fundamental to the process evaluation. 

Building on the description of the underlying case study methodology of this thesis, this 

section now describes the methods used within that approach. The section begins with an 

outline of the methods selected to meet each objective before moving on to describe the 
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qualitative methods in detail. The section concludes with a description of some 

supplementary methods that added breadth to the case study depth.  

4.3 Overview of relationship of objectives to methods 

An important stage in the development of the process evaluation protocol was relating 

objectives to research questions and then to methods. For each objective I formulated the 

key areas of enquiry into research questions and considered the methods and data needed 

to answer those questions. A table incorporating the specific process evaluation objectives 

(Objectives 3-6 in the list of thesis objectives in section 1.6) and detailed research questions 

was created to provide clarity in relating methods to objectives (Table 4-1 below). 

Objective 3 was to describe the GP practice context in four case study practices and consider 

how context affected implementation, fidelity and reach. This objective was addressed by 

purposively recruiting a varied sample of practices as case studies (described in section 

4.4.1), observing their 3D training and interviewing key staff and clinicians. To place the case 

study practices within a wider context and investigate contextual influences across the trial, 

these data were supplemented by a questionnaire to elicit clinician attitudes towards the 

intervention (described in section 4.6.2) and a survey of practice characteristics and usual 

care for patients with long-term conditions, administered in all the practices at baseline and 

at trial completion (described in section 4.6.1).  

Objective 4 was to observe and describe how health professionals delivered the intervention 

during 3D patients’ long-term condition reviews, and to what extent patient-centredness 

was evident. For this purpose, the data were provided by video-recording or audio-recording 

and observations of a selection of 3D reviews and usual care long-term condition reviews. 

These data were supplemented by follow-on interviews of participants in the recorded 

reviews. The monthly quantitative data from the 3D template collected by the trial team 

provided useful context and highlighted components that were being delivered less 

consistently, which helped to focus observation. 
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Objective Research questions Sample Data  

3. To investigate the 
GP practice context 
in four case study 
practices taking 
part in the 3D study 
and consider how 
context affected 
implementation’ 
fidelity and reach 

 

• What are the attitudes of practices 
at baseline towards the 3D 
strategies?  

• What difficulties and benefits do 
practices anticipate? 

• How similar is the intervention to 
usual care? 

• Does usual care change over the 
course of the trial? 

All trial 
practices 

a. Completion of practice profile form for every practice at baseline 
and at the end of the trial to characterise practice organisation 
and usual care for LTCs. Data included list size, number of nurses 
and GPs, management of chronic disease review. 

b. Clinician attitudes questionnaire completed by all intervention 
practice participating clinicians at the start of training. It was also 
sent to all clinicians who would have delivered the intervention 
if their practice had been in the intervention arm.  

• How well does the intervention fit 
with the practice ethos and 
systems? 

• How do practice systems and 
resources, affect implementation? 

• What difficulties and benefits do 
practices anticipate? 

• What problems, if any, do practices 
encounter?  

• How well are organisational 
components of patient-centred 
care enacted? 

Case study 
practices 

c. Semi-structured interviews with the key administrator, 3D lead 
GP and the lead nurse conducted after completion of training to 
explore practice context, views of the training received from the 
research team, responses to the intervention concept and 
requirements. Interviews also identified how the practice 
organised appointments to accommodate 3D patients and 
explored barriers and facilitators relating to implementation of 
the 3D intervention.  

d. Observation of training. 

• How do practices organise to 
implement the organisational 
elements of the intervention? 

• What proportion of the practice is 
involved? 

All 
intervention 
practices 

e. Feedback from the research associate in each area to obtain 
information about response to the initial approach and ease of 
study set-up in each practice to aid sampling. 

f. Questions on training evaluation forms to assess response to 3D. 
g. Survey of administrative implementation  

Table 4-1 Relationship of methods to objectives 
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Objective Research questions Sample Data  

4. To observe and 
evaluate how health 
professionals 
delivered the 
intervention during 
3D patients’ long-
term condition 
reviews, and to 
what extent 
patient-centredness 
was evident 

 

 

• To what extent was the intended 
intervention delivered to patients 
during 3D reviews? 

• Did it vary by 3D component and 
why? 

• To what extent did clinicians deliver 
a patient-centred approach in their 
practice and how was this evident? 

• Did clinician enactment of patient-
centred care seem to be influenced 
by use of the 3D template and the 
3D ingredients? 

Case 
study 
practices 

Qualitative data:  
a. Non-participant observation and audio-recording or video-

recording of 3D reviews to assess fidelity of delivery of the 3D 
intervention to patients. Observation to cover the extent to which 
all components of the reviews were included, use of the 3D 
template and patient and health professional behaviour. 
Observation of consultation style and techniques to inform 
evaluation of patient-centredness.  

b. Non-participant observation and audio-recording or video-
recording of usual care reviews to provide a comparator to 
intervention reviews 

Quantitative data collected by other members of trial team to assess 
fidelity: 
d. Proportion of 3D review components completed, including 

pharmacy reviews depression screening, quality of life and pain 
evaluation 

e. Proportion of 3D patients receiving a printed agenda for part 2 of 
the review  

f. Proportion of 3D patients receiving a printed health plan 

Table 4-1 Relationship of methods to objectives 
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Objective Research questions Sample Data  

5. To investigate how 
clinicians and 
practices 
perceived the 
intervention and 
its effect on  their 
practice and on 
patients  

 

 

• How did clinicians experience and 
deliver individual review 
components, including the 3D 
template? 

• How do they evaluate it in terms of 
patient-centredness? 

• What difficulties did practices 
encounter? 

• Did they experience any benefits to 
their individual practice or to the 
practice as a whole? 

Case study 
practices 

a. Brief follow-on interviews with available clinicians after reviews 
to assess difficulties of delivery and intervention fidelity 

b. Semi-structured interviews with a sample of nurses, GPs and 
key administrators after the first six months and/or at the end 
of the trial. Between one and three nurses and GPs, and one or 
two administrators from each case study practice interviewed 
to obtain views of the intervention and its feasibility, explore 
experiences of delivering it to patients, and whether roles and 
practice were significantly changed.  

• How do practices evaluate the 
feasibility of the intervention? 

• Do practices perceive any benefits of 
the intervention? 

• Does the practice intend to continue 
with the 3D approach? 

All 
intervention 
practices 

c. A questionnaire sent to all intervention practice clinicians at the 
end of the trial to assess their response to the intervention and 
plans for continuing it or not. 

6. To investigate 
patients’ 
experience of the 
intervention, how 
they responded 
and to what 
extent they 
experienced a 
patient-centred 
approach 

• How did patients perceive the 
intervention and how it was 
delivered? 

• How do they evaluate it in terms of 
patient-centredness? 

• Do they perceive continuity of care to 
have improved? 

Patients of 
case study 
practices 

a. Focus group data from a sample of patients who attended a 
focus group to discuss their experience of 3D care, how it 
compared with usual care and its impact on them 

b. Interview data from a sample of patients from each case study 
practice who consented to interviews after their recorded 3D 
review or who expressed a preference for individual interview 
when invited to a focus group to assess their experience of 3D 
reviews and how it compared with usual care.  

Table 4-1 Relationship of methods to objectives 
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Objective 5 was to describe how clinicians and practices perceived the intervention and its 

effect on patients and their practice. To meet this objective, interviews with various 

clinicians and practice staff were conducted midway through the trial and at the end. An 

end-of-trial questionnaire to all intervention clinicians provided further insights (see section 

4.6.2). 

 Objective 6 was to report on patients’ experience of the intervention and how they 

responded, which was achieved by conducting interviews and focus groups with a sample of 

patients who had received at least one 3D review. The data from the review follow-on 

interviews also contributed. 

Once the objectives and the methods to address them were clear, I could develop the 

methods in detail. First, I will describe the sampling and recruitment of case studies as this 

was a critical part of the overall success of the process evaluation. 

4.4 Detailed description of case study methods 

4.4.1 Sampling and recruitment of case studies  

A key proposition underlying the process evaluation was that implementation fidelity would 

be influenced by context. Implementation consists of both adoption and delivery of the 

intervention. Context in this case included not only the practice characteristics, such as size, 

setting and organisational features, but also characteristics and attitudes of its staff. Sub-

propositions were that adoption would be affected by baseline usual care, practice context 

and practice staff buy-in and understanding. Delivery would in turn be affected by adoption 

and by context, including health professional diversity. Adoption included the steps 

described in the logic map (Figure 3-3) under ‘Practices organisation of care’, such as 

allocating a usual GP, and delivery included the components listed under ‘Clinicians conduct 

of reviews’, e.g. provision of a health plan.  

Purposive sampling was used to select four intervention practices. The underlying aim was to 

achieve a sample that encompassed heterogeneity of intervention implementation. I 

sampled practices in the six to twelve weeks after they were randomised and before they 

received their training from the research team. However, the sampling criteria depended on 

information about future performance, which presented a problem as no data were 

available that would allow direct sampling for variation in adoption and delivery. The 

propositions that context would affect adoption, which would in turn affect delivery, meant 
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that in theory I could sample based on available information about context. I therefore 

obtained feedback from recruiting researchers about their interactions with the practices, 

any difficulties encountered and practices’ plans for implementation. This was supplemented 

by information from the practice profile survey about differences in size of practice and 

similarity of usual care at baseline to the 3D intervention. The assumptions were that: a) 

practices that were already organised in a way that was more consistent with 3D might find 

it easier to adopt and b) that larger practices might have lower continuity of care and a lower 

proportion of their clinicians taking part in 3D which could affect implementation and 

outcomes. I anticipated that the above criteria would result in sufficient heterogeneity to 

provide examples of relatively poor and relatively good adoption and delivery and would 

allow me to identify barriers and facilitators to implementation and to generate hypotheses 

about factors that might be associated with differing outcomes.  

Six potential case studies were identified, two in each of the three areas (Bristol, Greater 

Manchester and Ayrshire), and I observed at least one 3D training session at each of the six 

practices. Practices had been made aware at the time of recruitment to the study that they 

might be invited to take part in the process evaluation and that this was voluntary. At the 

training session, I briefly explained the process evaluation and invited the practice to take 

part. More detailed written information about how the practice might be asked to be 

involved in the process evaluation was provided to each member of staff. None of the six 

invited practices declined to take part and I subsequently selected four of them that best 

represented diversity in the selection criteria. Two were held in reserve for additional data 

collection if needed later. One of the four subsequently dropped out and was replaced by 

one of the reserve practices. The case study practices will be referred to by the pseudonyms 

Beddoes, Davy, Harvey and Lovell and described in full in Chapter 5. 

4.5 Qualitative methods and data sources 

The three main qualitative methods of case studies are interviews (including focus groups), 

observation and documentation. Occasionally some quantitative data may also be used to 

aid comparison with other cases [170]. In this study all these forms of data were used. 

Interviews included: 

• Individual interviews with key administrators 

• Individual or group interviews with nurses and GPs 

• Brief individual interviews with nurses and GPs following review observations 
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• Individual interviews with patients 

• Focus groups with patients 

Observations included: 

• Initial 3D training of clinicians and administrators 

• Practice waiting areas  

• Delivery of 3D reviews  

Documentation included: 

• Notes from training observation and other field notes 

• Free text elements of training evaluation forms (from all intervention practices)  

• Free text elements of structured practice profile surveys (from all trial practices) 

• Administrative implementation structured free text surveys (from all intervention 

practices)  

Having identified research questions that would meet the objectives, the next step was to 

devise the documents necessary to support data collection. This included creating 

information sheets, consent forms, interview schedules, focus group schedules and 

observation proformas (see Appendices A1 – A3) that would elicit the data needed to 

address the research questions (see Table 4-1 for objectives and related research questions). 

The interview schedules were structured during the first stage (adoption) to investigate the 

practices’ initial response to the intervention, their context, the implementation of the 

organisational components and their evaluation of the researcher delivery of the 

intervention to their practice. In the second stage (intervention delivery) observations were 

focussed on whether and how the components of the intervention were delivered during 3D 

reviews, patient-centred behaviours, communication and use of the template. In the third 

stage, interview schedules focused on responses to the intervention, such as whether it had 

changed practice or perceptions of care and what obstacles or befits had been encountered. 

Data collection began with observation of training and the first practice profile survey and 

continued throughout the delivery of the intervention. This permitted investigation of the 

whole process of the case studies’ participation in the trial from set-up through to 

completion. The data shed light on whether, how and why variation occurred in delivery of 

each of the intervention components and how context and implementation were interacting. 

During repeated visits to the practice, informal observation together with field notes 
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Table 4-2: Total data collected for thesis 

Trial 
stage 

Training 
observation 

Individual interview including 
recorded and non-recorded, 
face-to-face and telephone 

HP group 
interview 
(Lovell) 

Patient 
focus 
group 

Reviews 
observed 

Debrief after 
reviews 

Train 
eval 

forms 

Practice 
profile 

HP quest 

HP Admin GP RN Admin Pt Int UC GP RN Pt base end base end 

Early 
 

7 2 3 3 4        
 88 (A) 

81 (B) 
33  154  

Middle 
 

  3 5 2 2 1  18 4 5 4 10      

Late 
 

  3 4 3 4 1 
4  

(22 pts) 
10 5  1 

 
  32  64 

Total 
 

7 2 9 13 9 6 2 4 28 9 5 5 10 169 33 32 154 64 

Total by 
data 
type 

9 37 2 4 37 20 169 65 218 

HP = health professional; Admin = administrator; GP = general practitioner; RN = registered nurse; pt = patient; Train eval = training evaluation; Quest = questionnaire; 
Int = intervention; UC = usual care 
 

 August 2015 – Jan 2016  Feb 2016 - Sept 2016  Oct 2016 – April 2017 
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contributed to understanding the practice context. I will begin by describing the interviews 

and the review observations as they were the main data sources for the case studies. The 

other data sources are described in section 4.6. Table 4-2 shows the total number of data 

sources by type. Detail on analysis follows in section 4.7. 

4.5.1 Interviews with practice staff 

To explain variation in delivery of the intervention I chose to conduct individual interviews 

with practice staff because there would be greater likelihood of obtaining disparate opinions 

than in group meetings where GPs often dominated discussion. GPs’ dominance was evident 

in the shared training sessions and in the two group interviews conducted. Individual 

interviews would also facilitate staff commenting on the practice organisation and 

engagement with 3D from their perspective and would enable me to obtain a detailed 

account of implementation and clarify aspects that were unclear. Finally, I anticipated that 

individual opinions would give strong indications of motivation and provide insight into 

variation in implementation between practices and between clinicians. Interviews would 

help to contextualise observations and combining the two types of data would give insight 

into what happened in each practice, together with why it happened. 

The drawback of interviews as opposed to observational data is the inevitability of 

influencing the data through the interaction between the interviewer and the respondent 

[172]. However, for finding out about the administrative processes in particular, I concluded 

that interviews would be far more efficient than observation given the small proportion of 

the practice’s overall list that was enrolled in 3D. It would be unlikely that I would be able to 

observe much of the administrative process affecting 3D patients in a limited time. On the 

other hand, general observation of practice reception processes did aid understanding of the 

practice context. A 3D lead GP was appointed in each intervention practice to act as a link 

with the research team and promote the 3D intervention within the practice. This was the 

person who provided consent to become a case study practice and a practice information 

sheet was provided (Appendix A1.1). In addition, there were key administrative contacts, 

either the receptionist responsible for arranging the 3D reviews, the person with 

responsibility for IT, the practice manager, or a combination.  

Interviewees were sampled according to their role in 3D, to ensure inclusion of each staff 

group and key people. I also attempted to interview both those with positive and with 

negative opinions of 3D, when these became apparent through observation or researcher 
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feedback. The approach for interviews was made via the 3D lead GP, practice manager or 

senior administrator, depending on who was accessible and on practice preference. 

Sometimes, the approach was made to an administrator who could determine availability 

and either pass on the information sheet and invitation letter (Appendices A1.2 and A1.3) or 

provide an email address so that I could approach potential interviewees directly and make 

appropriate arrangements if they agreed. At the time of interview, I obtained written 

consent (Appendix 1.4) for the recording and transcription and for use of the anonymised 

data in publications, reports and training.  

Semi-structured interviews with the 3D lead GP, one or two key administrators and the lead 

nurse were planned on two occasions during the trial (see schedules in Appendix A1.5, A1.6, 

A1.8, A1.9). The first occasion was following the training when I interviewed them about 

their initial response to the intervention, the administrative steps they had taken, and their 

thoughts on the training and support they had received from the research team. The second 

occasion was towards the end of the trial when I asked them about their experience of the 

intervention, and their opinion regarding perceived benefits, difficulties and impact on how 

they worked and on the practice. The quantitative process data about each practice’s 

implementation fidelity (described in section 4.6.6) were used to inform the interviews and 

gain additional information about reasons for variation. 

In two case study practices mid-trial interviews of key staff were conducted, as it had not 

been possible to arrange interviews soon after 3D training. In addition to these interviews, 

some other clinicians both within the case study practices and in a few other intervention 

practices were interviewed to gain feedback following delivery of 3D reviews, as described in 

section 4.5.3. Additional perspectives on 3D were gained in this way. In total 14 individual 

interviews with GPs, 18 with nurses and nine with administrators were conducted. In 

addition, two group interviews with three GPs and two nurses took place in one practice. 

Since some clinicians and administrators were interviewed more than once, the total number 

of staff giving their opinion on the 3D intervention was ten GPs, 13 nurses and seven 

administrators. One nurse was interviewed by a colleague on the trial team, using the same 

interview schedule as me. I subsequently coded the transcript and it was included in the 

overall analysis.  
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4.5.2 Interviews and focus groups with patient participants 

Patients’ opinions were explored using two methods: focus groups and individual interviews, 

both of which asked about experience of the various intervention components and how 

useful/acceptable they were as well as eliciting general opinions of the 3D intervention. All 

focus groups and interviews were with patients of case study practices except one interview. 

This interview took place at another intervention practice following an observed review. The 

number of patients involved in each case study practice is shown in Chapter 5, Table 5-7. The 

reasons for using two different methods are explained below. 

4.5.2.1 Focus groups  

One focus group was arranged in each case study practice. Focus groups were identified as 

an important means of gathering information from patients about their experience of care 

for their multiple conditions, any changes they experienced due to 3D and their opinions of 

the intervention. Focus groups were chosen for this purpose because of their potential to 

generate richer data by discussion and comparison of experiences within the group [173]. 

Sharing diverse experiences of their care and of 3D reviews might prompt patients to 

remember or consider experiences they might not otherwise have mentioned or to offer 

counter examples. I tried to manage group dynamics in a way that would ensure that 

dissenting opinions could be heard [173].  

For this part of the process evaluation, patient participants who had received a 3D review 

were sampled for variation as far as possible considering age, gender, satisfaction with care 

and self-rated health status. The latter two criteria were determined by referring to the trial 

base-line questionnaire, which evaluated both variables. These variables were chosen 

because of the potential for 3D to make a difference to them. At least ten and up to twenty 

patients in each case study practice were identified in this way and sent an information sheet 

and letter of invitation (Appendices A2.1 and A2.2) followed up by a phone call a few days 

later to ask if they would be willing to take part in a focus group. Additional patients were 

sampled if time allowed and too few of the original sample could attend. Davy had the 

largest focus group with nine attendees, including two carers. Beddoes focus group had 

seven attendees. At Lovell and Harvey, it was difficult to recruit sufficient people for a focus 

group and only three patients attended each. These were the two case study practices in 

areas of high deprivation. 
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Focus groups took place in a local meeting room hired for the purpose or in one case (Lovell) 

on the practice premises. Written consent (Appendix A2.3) was obtained from all patient 

participants prior to the start of the focus group and ground rules were agreed. In addition 

to the facilitator, an observer was also present at two focus groups to make notes about 

interaction and identify speakers. A schedule was used to guide the discussion (Appendix 

A2.6), which had been drawn up with input from the Patient Public Involvement (PPI) group 

advising the 3D trial, to elicit patients’ experience of usual care compared to their experience 

of 3D care. Patients were asked to comment on organisation of care and degree of support 

in management of their long-term condition prior to 3D and then asked whether 3D had 

made any appreciable difference. They were asked their priorities in receiving care and if 

there was any aspect of 3D they would like to see continuing. Many participants commented 

at the end of the focus group that they had enjoyed taking part. 

4.5.2.2 Patient interviews 

A few patients, on being invited to join a focus group, expressed a preference for an 

individual interview. At Beddoes, Harvey and Lovell, two patients from each practice opted 

for an individual interview rather than attending the focus group. In this case patients were 

interviewed at home or in a place of mutual convenience and provided written consent 

(Appendix A2.3) at the start of the interview to permit recording and transcription of the 

interview and use of extracts for published reports and training. Interviews lasted from 10-40 

minutes and used a schedule very similar to that of the focus group. (Appendix A2.4) 

In addition, three patients were interviewed following review observations at Beddoes, 

Harvey and Lovell. At Davy, I was unable to observe more than one review, and in that case 

the patient was unwilling to be interviewed afterwards. Individual interviews were used for 

this purpose because participants were asked about their review and condition-specific care. 

When asking for consent to observe participants’ reviews, as described in section 4.5.3, I also 

asked if they would be willing to be interviewed afterwards. In each case, individual 

interview consent forms (Appendix A2.3) were signed at the start of the interview. 

Interviews usually took place immediately after the review, if a suitable space was available 

in the GP practice and the participant had time. Two were interviewed by telephone and one 

at home a few days later. The schedule of these interviews (Appendix A2.5) was more fluid 

than that of the focus group as the main aim was to ask them about what had occurred in 

their individual consultation. The interviews also contributed to evaluation of patient-
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centredness by asking participants whether all their concerns had been addressed and how 

they felt about the review.  

In total 38 patients (eight to twelve from each case study practice) discussed their opinion of 

3D reviews and what was important to them about their care, either during an individual 

interview or in a focus group. See Table 4-2 for total data collected and Chapter 5, Table 5-7 

for summary of data collected in each case study practice. 

4.5.3 Recording and observation of reviews 

The core part of the 3D intervention was the provision of holistic reviews to patients with 

multi-morbidity, called 3D reviews. Because the reviews were an essential aspect, they were 

important for assessment of intervention integrity, which has been defined as ‘the 

monitoring and assessment of behaviours at the point of intervention delivery’ (p.2) [174].  

Silverman argues that ‘naturalistic’ data should be acquired to obtain an accurate picture of 

what is happening [161]. Naturalistic data are those which would have been available 

regardless of the presence or absence of the researcher. This contrasts with interviews, in 

which the data obtained is dependent on the initiative of the researcher and is influenced by 

the interaction between the researcher and the participant [172]. Although it is accepted 

that observation also influences what is observed, it is considered to offer a more accurate 

perspective than interviews in which participants are invited to recount their experience 

[172]. Review observations were therefore chosen as the best way to find out how reviews 

were delivered in practice.  

In each case study practice four to six reviews were video or audio-recorded and observed to 

assess fidelity of delivery of the 3D intervention to patients. This was to supplement the data 

obtained from the monthly electronic searches with detail about how 3D review components 

were being implemented. It also allowed evaluation of delivery of components that were not 

included in the search, particularly the patient-centred approach (a detailed description of 

how a patient-centred approach was evaluated has been previously discussed in Chapter 3). 

In selecting reviews to observe in each case study practice, the main criterion was to try to 

include at least one review by each of two nurses and two GPs. But this proved quite 

challenging to arrange, especially in distant parts of the country.  

To extend understanding of implementation of 3D reviews and delivery variation between 

clinicians, some review observations were also arranged in other intervention practices, 
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amounting to 11 reviews to add to the 17 recorded in the case study practices. In addition, 

nine usual care reviews were recorded to provide a comparator. The data set includes four 

videos of three GPs in the intervention arm and one in the usual care arm and three videos 

of two nurses, both in the usual care arm. One nurse was videoed twice. Reviews not video-

recorded were audio-recorded. Table 4-3 shows the total number and type of reviews 

recorded. 

Table 4-3 Details of sample 

 GP reviews  Nurse reviews  

Intervention 15 reviews by 15 GPs (3 video-
recorded) 

13 reviews by 9 nursesa 

Usual care 1 video-recorded review by 1 
GPb 

8 reviews by 5 nurses (3 video-
recorded)c 

a. Two nurses observed twice, one nurse observed three times 
b. As only one review observed, GP usual care has not been discussed in the results  
c. One nurse observed twice, one nurse observed three times 

Only one usual care GP review was recorded because scheduled QOF reviews are generally 

conducted by nurses. Although GPs also complete reviews for certain conditions, depending 

on which conditions have not been delegated to nurses in the individual practice, these are 

very often opportunistic, and it proved too difficult to record more than one. Each patient 

participant was supposed to have two review rounds, each of which consisted of two parts 

(as described in Chapter 1 section 1.5.2). Briefly, the first part was an appointment with a 

nurse to find out what health issues were causing greatest difficulty to the participant, 

screen them for depression and then go through all their conditions. The second part was 

with a GP to address the problems identified, to review treatment and to agree a health 

plan. In selecting reviews to observe, consideration was given to trying to include both first-

round reviews and second-round reviews, given that the second-round reviews differed 

slightly in not including a pharmacist review. Second-round reviews also provided the 

opportunity to observe whether and how health plans arising from the first review had been 

enacted.  

To arrange observations, practices were contacted to ask if they would be willing for a 

researcher to observe some reviews. If the practice agreed, the administrator was asked to 

send lists of upcoming reviews, including the date and time of the review, the name of the 

clinician and the patient ID for each review. As appointments were not generally booked 

very far in advance there were rarely many to choose from. Possible reviews were selected 
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from these lists with the aim of maximising the number of different clinicians observed. 

Included patients were sent an information sheet and invitation letter explaining the request 

(Appendices A2.1 and A3.2). This was followed up by a phone call a few days later, which 

allowed patients time to consider the information and formulate questions before providing 

verbal consent. Just before the review, I met the patient in the waiting area to confirm 

willingness to be recorded and to obtain written consent (Appendix A3.4). Patients were 

asked after the review to sign the consent form again to confirm the recording could be 

used.  

If the patient agreed to recording and observation I contacted the clinician designated for 

the review appointment by email, including an information sheet and consent form as 

attachments (Appendices A3.1 and A3.3) and inviting them to contact me for clarification or 

to decline if they wished. Written consent was obtained from each clinician in their 

consulting room just before the review. 

Patients and clinicians could opt for video or audio recording. Almost all patients consented 

to either method, but most clinicians were reluctant to be video-recorded. If there had been 

agreement to video-record, I set this up as soon as the clinician was ready, in a place where 

the interaction between the clinician and the participant would be captured, and then left 

the consulting room. If audio-recording and observation had been agreed, I accompanied the 

participant into the consulting room and placed myself as unobtrusively as possible, but 

where I could observe and make notes about the body language of both people. In some 

cases, the clinician invited me into the room before the patient and often gave me some 

quick feedback about 3D. On other occasions I obtained brief informal feedback immediately 

following the review after the patient had left the room or arranged a short interview after 

the review or at the end of the clinician’s surgery. Flexibility in data collection was very 

important to maximise opportunity. An interview schedule was used as a prompt when time 

permitted. All clinicians whose interviews were recorded provided written consent. 

(Appendix A1.4) 

The observation covered the extent to which all components of the reviews were included, 

how the consultation template was used and how participants and health professionals 

responded to the reviews. Observation of consultation style and body language, added to 

the verbal content, informed the evaluation of patient-centredness. Analysis is described in 

section 4.7. 
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4.5.4 Data management 

All the interview data were recorded on a digital audio-recorder, except some informal 

interviews which were typed up immediately afterwards. All the 3D review observations 

were audio-recorded and seven were also video-recorded. The sound files were transcribed 

verbatim by a transcriber approved by the university to comply with data protection 

standards. In addition, field notes were made on each visit to a practice. These notes were 

written at or very soon after the visit and typed up.  

After receiving each transcript, I listened to the recording again in conjunction with the 

transcript, made corrections, and annotated the recordings with the observation notes about 

body language and actions. Focus group recordings were annotated with the observer’s 

notes and with codes for different speakers designated as M or F and a number determined 

by the order in which they first spoke. All transcripts and field notes were anonymised 

before uploading them to NVivo version 11. Before beginning coding, I listened to each 

recording again and re-read the transcript in full to remind myself of the tone and feel of the 

consultation and familiarise myself with the content. A description of the overall analytic 

process for the qualitative data follows in section 4.7. 

The next section describes the methods used to obtain more information about context, as 

this was such an important factor in implementation and therefore understanding trial 

results. It also discusses the methods to obtain data about implementation beyond the case 

studies, which were devised in response to emerging findings or to facilitate fidelity 

assessment. The amount of supplementary data is also included in Table 4-2. 

4.6 Supplementary data sources 

It was important to investigate to what extent the components of the intervention were 

already evident in the usual care of each study practice, as this would affect the potential of 

the intervention to demonstrate change [127]. Another significant consideration was that 

the organisation and ethos of the participating practices was likely to differ and to affect 

implementation. To address these areas, I devised a survey of all practices, a questionnaire 

of all participating clinicians and training evaluation forms for clinicians receiving 3D training.  

4.6.1 Survey of all practices 

I designed a practice profile survey (Appendix A4.1), drawing on my experience of working as 

a nurse in a GP practice, and refined in discussion with GPs on the trial team and other team 
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members. The survey was used to generate descriptive data in a structured framework. It 

mainly consisted of questions about the way care for patients with long-term conditions was 

organised, including recall arrangements and the format of reviews although it also included 

quantitative elements, such as the list size of the practice, number of GPs and nurses. Some 

surveys were completed electronically by a member of the practice staff and others were 

completed by a researcher through an informal telephone interview with someone at the 

practice. Follow-up emails or phone calls were made to clarify or supplement the 

information, because it became apparent that some questions were ambiguous and some 

additional information was needed. 

The survey was administered to practices in the first six months after recruitment and again 

at the end of the trial period to identify changes in the practice or in the way care was 

organised during that time. The end of trial version of the survey for intervention practices 

(Appendix A4.2) was modified after discussion with the trial team to include questions about 

practices’ intentions to continue aspects of the intervention. Usual care practices received a 

survey without these additional questions (Appendix A4.3). Some sections from the baseline 

survey were removed from both end-of-trial versions because they were too complex and 

provided little additional useful information. Responses were obtained from all 33 practices 

at the start of the trial and the 32 practices still taking part at the end of the trial. Most of the 

baseline data were obtained and collated by three other people on placement working 

under my supervision. At the end of the trial, another individual on a volunteer placement 

with me obtained the data. The quantitative and qualitative data were integrated into a 

descriptive spreadsheet facilitating comparison across practices and assessment of similarity 

of usual care to the intervention. A sample spreadsheet appears in Appendix 8. Results 

showing the number of practices already implementing some components of the 

intervention at baseline and how this changed during the trial are described in Chapter 5 

section 5.3.2 and Table 5-4. Qualitative data fed into the themes identified during analysis of 

practice staff interviews.  

4.6.2 Clinician attitudes questionnaire 

To capture further contextual data, I also designed a ‘clinician attitudes’ questionnaire, 

which was primarily based on 3D intervention components. Its aim was to assess attitudes 

towards those components and the extent to which clinicians already espoused a patient-

centred approach. The questionnaire was finalised after scrutiny and comments by members 

of the trial team. All nurses and GPs taking part in delivering the 3D intervention were 
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administered the questionnaire at the start of their 3D training by local trial researchers in 

each area. In usual care practices, the local researchers distributed the questionnaire by 

email, at baseline only, to all those who would have taken part if their practice had been in 

the intervention arm (Appendix A5.1). One reminder was sent if no response was received. 

Descriptive statistics were used to analyse the results which appear in Chapter 5, section 

5.3.2 and Table 5-5. 

At the end of the trial, all clinicians who had delivered the intervention were asked to 

complete a second questionnaire (Appendix A5.2). This questionnaire differed from the pre-

trial one in focussing on perceptions of and response to 3D, rather than their attitudes 

towards care for people with multimorbidity. It referred explicitly to 3D intervention 

components and asked whether clinicians planned to continue with any aspects of the 

intervention in future. The questionnaire was taken to intervention practices by the local site 

researchers when they visited to perform notes reviews and clinicians were asked to return 

it by post, for which addressed Freepost envelopes were provided. Questionnaires were 

marked with a code for each clinician so that those not responding could be sent one 

reminder. Descriptive statistical methods using pivot tables in Excel were used to analyse the 

quantitative components to provide a mean response to each question, to compare the 

means of nurse and GP responses and to compare results by practice and by area. Free text 

comments were compiled and analysed thematically. The results appear in Chapter 7 section 

7.7. 

4.6.3 Training evaluation forms 

I designed a training evaluation form for each of the two parts of the 3D training (Appendix 

A6.1 and A6.2). It aimed to evaluate the training by asking about the aims and objectives of 

the training, answered on a Likert scale from poor to excellent, and asking respondents to 

rate statements about the training. It also aimed to canvas opinion about the concept and 

components of the intervention, including implementation and feasibility issues, using 

questions with a free-text response. I received 88 completed forms for the first part of 

training and 81 for the second part. For each part of the training, up to five clinicians did not 

complete forms due to leaving the training session before the end. I analysed the 

quantitative components to provide a mean score for each question relating to the training 

content. The free-text responses were compiled by practice with help from the trial 

administrator and combined into a spreadsheet by trial area, so I could compare across areas 

and extract overall themes. I compared the themes with comments obtained from case 
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study interviews to see whether case studies differed or conformed to the broad consensus 

and to inform general conclusions about response to the 3D intervention. These results 

inform the findings in Chapter 5. 

4.6.4 Administrative implementation survey 

Early findings indicated significant variation in practices’ adoption of the intervention and a 

variety of approaches to arranging 3D review appointments. Some administrators in the case 

study practices clearly found it more difficult to arrange reviews than others. This gave 

weight to the hypothesis that delivery and maintenance would be affected by adoption and 

specifically the administrative arrangements. It prompted me to design an ‘administrative 

implementation’ form for each intervention practice (Appendix 7), which the local 

researchers completed. It provided detail on the way reviews were arranged and the number 

of practice staff involved with the intervention and gave another point of comparison with 

the case study practices. It also helped to evaluate fidelity of the organisational aspects of 

the 3D intervention across intervention practices. 

Analysis involved comparing the 16 responses and noting similarities and differences, 

particularly with regard to whether the whole administrative team was involved or not and 

whether specified 3D review appointments were sent to patients or arranged when patients 

phoned the practice in response to a mailed invitation. The results are displayed by practice 

in Table 7-4 in Chapter 7, matched with other implementation indicators such as reach, 

which were obtained from the quantitative data collected by others in the trial team. 

4.6.5 Additional recordings and interviews 

Another emerging finding was that GPs in particular were quite ambivalent about the 

intervention and varied considerably in their approach, especially in use of the health plan. 

Review recordings were therefore arranged in additional intervention practices to achieve a 

larger sample of 3D reviews, as described above for the case studies (section 4.5.3) and using 

the same methods. Two practices had a different delivery model for the intervention, in one 

case using their research nurse to arrange 3D reviews and deliver the first part of the review. 

In the other practice, a nurse practitioner delivered both parts of the 3D review unless the 

patient had a reason to see the GP as well. I included both these practices in the additional 

data collection, although in the case of the nurse practitioner I was only able to obtain 

interview data, despite several requests to observe.  
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When I went to the other intervention practices, I took the opportunity to arrange interviews 

where possible, which added to the data about practices’ response to the intervention. Some 

long-term condition reviews in the usual care arm were also recorded to provide a 

comparator and to indicate whether findings from case study practices were reflective of the 

intervention, and not simply due to evolving usual care [127]. Analysis of all these data is 

described in section 4.7.  

4.6.6 Quantitative process data from all practices 

One of the intervention components, continuity of care, was related both to patient-

centredness and to context. Because this was also one of the secondary outcomes, other 

members of the 3D trial team designed searches to run within the EMIS electronic patient 

record system to collect quantitative data in all trial practices, including those in the usual 

care arm, to determine their continuity of care at baseline and at the end of the trial (see 

Table 7-4 in Chapter 7 for baseline continuity of care). This was primarily intended to inform 

intervention outcomes, but it also contributed to characterisation of usual care and 

evaluation of its similarity to the 3D intervention. I therefore drew on these data to compare 

the context of case study practices and for the overall comparison of intervention practices.  

Another search, designed to run monthly within EMIS system in the intervention practices, 

was developed by the trial team to support intervention maintenance. The search picked up 

coded components of the intervention that were included in the 3D review template 

(described in Chapter 1 section 1.5.2). The trial team hoped that the feedback would 

encourage implementation and 

maintenance by showing the number 

of reviews delivered. It also showed 

whether individual practices were 

completing the various components. 

The search therefore enabled the 

team to calculate the proportion of 

reviews in which certain key 

components had been completed, 

which was useful as an additional 

means of checking practices’ 

adherence to the intervention. Box 

4-1 shows the components that 

Had nurse review 

Had GP review 

Most important problem recorded 

Asked about pain 

PHQ9 (depression measure) completed 

3D agenda printed 

Medication adherence checked 

Pharmacist commented 

Pharmacist comment noted 

First problem in GP section recorded 

What GP can do about first problem recorded  

What patient can do about first problem recorded 

3D health plan printed 

Box 4-1 Intervention components measured in 
monthly searches 
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were measured in this way and Appendix 9 shows the final spreadsheet compiled by a Bristol 

trial team colleague (KC) from these searches. The contribution of the monitoring to the 

evaluation of fidelity by showing percentage delivery of each intervention component will be 

discussed further in section 4.7.3.  

The next sections discuss the general approach to analysis of the qualitative data together 

with a description of how mixed methods were integrated both in the process evaluation 

and right across the trial. Additional detail of the analysis for each objective is provided in 

the relevant results chapter. 

4.7 Analysis 

The method used to analyse the qualitative data was thematic analysis as described by Braun 

and Clarke [175], set within a Framework approach [176]. An important feature of thematic 

analysis as a method is that it is not aligned to a particular theoretical approach and it is thus 

very flexible. It involves identifying meaningful patterns occurring across a data set that has 

been selected for its relevance to a research question or construct of interest. It also allows 

for the use of both a priori and inductive codes and can be applied in a semantic way that 

looks at the face meaning of the data content to establish themes across the data set, or in a 

deeper level way that codes and finds meaning (latent themes) in terms of social or 

theoretical constructs whose existence is evidenced by the data [175]. I used a mix of these 

two approaches, which is in keeping with a Critical Realist approach. The former assumes 

that the data are saying something about what happens or exists in the world, for example, 

appointments, nurses and health plans, that requires perception rather than interpretation. 

The latter assumes that there are social and theoretical constructs, which also exist 

independently but whose existence can only be recognised via their properties and therefore 

requires interpretation of words or behaviours for example, context, power and status. 

4.7.1 Coding process 

The Framework approach developed by Nat Cen [176] and facilitated by NVivo 11 was 

utilised to provide a structure for organising the codes. This facilitated the combination of 

the a priori codes and codes arising from the data and the development of themes informed 

by both types of codes [177]. The initial a priori codes reflected research questions 

associated with the objectives and trial stage. These included the various intervention 

components, signifiers of a patient-centred approach, barriers and perceived benefits. For 

each objective, a priori codes were first applied to chunks of data that were considered 
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relevant or interesting, bearing in mind not only the individual objectives but also the broad 

aim of the process evaluation to identify variation, and barriers and facilitators to 

implementation. Several of the a priori codes were therefore used as themes to structure 

the report of the process evaluation findings. Because some were of interest throughout the 

trial e.g. patient-centredness, they appeared in more than one stage and depending on the 

focus of the analysis were sometimes analysed together and sometimes separately. 

With each transcript that was coded other inductive codes that arose from the data were 

added either separately as potential new codes or as sub-codes of existing codes. During 

coding the list of codes was frequently reviewed, and some codes were subsumed into 

others or grouped together into new or existing themes, resulting in an iterative 

development of the coding framework. Analysis took place concurrently with continuing 

data collection, and as analysis proceeded, more detailed codes were added to the 

framework which facilitated exploration in later interviews of the variation in 

implementation and response found in the data. It also allowed unexpected findings to be 

incorporated into the framework. The iterative process built up a richer picture, creating a 

gradually emerging picture of each case study practice and cross case themes. Developing 

hypotheses and themes based on the data could be explored in subsequent interviews or 

additional data sources and reflected in further additions or changes to the coding 

framework. 

Top level a priori codes were later created in NVivo to collect together all the codes that 

provided information about the research questions for each objective. The top level codes 

therefore reflected the research stages: context, adoption, delivery, practice and clinician 

response, and patient response and functioned as categories within which to group the next 

level codes. A full list of the 180 codes and their descriptions when coding was complete, 

grouped to reflect the trial stages and process evaluation objectives is provided in Appendix 

12. 

4.7.2 Analytic process 

The procedure used is similar to the description of framework analysis by Ritchie and 

Spencer which includes: familiarization; identifying a thematic framework; indexing; 

charting; and mapping and interpretation [177]. In an account of Framework analysis, 

Srivastava and Thomson claimed that it ‘can be said to be quite similar to grounded theory; 

however, framework analysis differs in that it is better adapted to research that has specific 
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questions, a limited time frame, a pre-designed sample (e.g. professional participants) and a 

priori issues (e.g. organizational and integration issues) that need to be dealt with. Although 

framework analysis may generate theories, the prime concern is to describe and interpret 

what is happening in a particular setting’ p73 [178]. The similarity to grounded theory lies in 

the use of thematic analysis as the method to analyse the data but the interpretation of the 

data varies considerably because the aim of grounded theory is to develop theory derived 

from the data [175] whereas Framework analysis looks for answers to specific questions in 

context.  

As described earlier I familiarised myself with the data before beginning coding. After all the 

data for each objective had been coded, using a priori and inductive codes, I examined the 

list of codes and selected all those deemed relevant to each objective. Because some of the 

a priori codes functioned as repositories for a large amount of data, the analysis for 

Objectives 4-6 required further indexing and mapping of the data to develop the detail of 

each theme. Objective 4 made use of the review observation and recordings data and 

interview data from follow-on interviews with patients and clinicians. Objective 5 made use 

of the clinician and administrator interview data, and Objective 6 made use of the patient 

interview and focus group data.  

I used the same broad procedure for each objective. First, the content of each of the 

selected codes was extracted from NVivo and printed, resulting in a substantial amount of 

data in a multi-page document. This document was then manually indexed at a finer level to 

identify the variation in the themes and at the same time identify representative quotes. An 

matrix framework (chart) for each of these objectives was then created, which included all 

the relevant codes, charted by theme, with multiple cells for each theme containing sample 

quotes or mini-summaries, indexed to the data extracts. Each theme could then be mapped 

across all the included data, maintaining closeness to the data, and then summarised and 

interpreted to arrive at the reported findings. 

The results chapters report the findings and themes for each objective separately. In each of 

these results chapters I provide more specific detail of the iterative development of the 

coding framework and the analytic process for that objective, including strategies used to 

ensure the trustworthiness of my findings. In the next section I discuss fidelity assessment, 

which is relevant to Objectives 3 and 4, followed by a section on data integration. 
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4.7.3 Assessing fidelity 

The trial team discussed the criteria that would be applied to decide whether the practices 

had delivered the intervention as intended. As a pragmatic trial, fidelity of form was not 

required or anticipated for some components [108] (see discussion in Chapter 2 section 2.3.3 

and Chapter 3 section 3.3) but for a per protocol statistical analysis a decision was required 

on what counted as delivery of the intervention per protocol. In the end, it was agreed that 

fidelity would be assessed at the patient level and, for the statistical analysis, was defined as 

‘full’ (receiving two GP 3D reviews and two nurse 3D reviews); ‘partial’ (receiving at least one 

GP and/or nurse 3D review, but not full attendance); and ‘none’ (no GP or nurse 3D reviews 

attended). The spreadsheet of results based on the electronic data capture from the 3D 

template in EMIS, produced monthly by a Bristol trial team colleague (KC), recorded the 

number of reviews delivered. A spreadsheet of the final results derived from these searches 

is shown in Appendix 9. Although these numbers were not 100% accurate at the time fidelity 

assessment was conducted due to occasional errors of recording by clinicians they were 

accurate enough to make a judgement about the level of implementation. The actual 

number of reviews was corrected for the final statistical analysis during the notes reviews 

carried out by the researchers in each trial site.  

Determining the percentage each practice achieved in delivering each intervention 

component gave a quantitative measure of fidelity and facilitated comparison between 

practices in delivery of the key components, which could potentially lead to hypotheses to 

explain variation in outcomes by practice. Since completing the monitored fields in the 

template might be no more than a ‘tick-box exercise’, the qualitative methods of the process 

evaluation were used to investigate the quality of implementation behind the numbers. The 

qualitative data were therefore essential in evaluating patient-centredness and fidelity of 

function.  

4.8 Integrating the data 

Generally, the term ‘mixed methods’ refers to the combination of two or more different 

methodologies drawn from different paradigms, typically a combination of quantitative and 

qualitative data. My methods were mainly qualitative and were primarily integrated within 

the case studies to give a multi-faceted picture of case studies and of participants and how 

these practices implemented the intervention. However, I also made use of some 

quantitative data to inform sampling of case studies and of participants and to contribute to 

assessing fidelity to the patient-centred approach. In addition, there were quantitative 
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elements to the surveys of participating practices and to the clinician attitudes 

questionnaires.  

Mixed methods were therefore employed in this study to a limited extent and in keeping 

with a Critical Realist approach. Greene’s typology of purposes for using mixed methods 

captures the variety of ways in which mixed methods can be used to enhance knowledge 

and understanding of a phenomenon [179]. She describes five categories: 

1. Triangulation in the classic sense of use of different methods to study the same 

conceptual phenomenon to counteract the inherent biases of each individual 

method or methodological paradigm. The aim is to achieve convergence or 

corroboration (rather than the way the term is sometimes used simply to denote 

use of multiple methods). 

2. Complementarity, which refers to use of different methods to measure diverse but 

overlapping facets of a phenomenon to gain increased understanding of the whole 

phenomenon 

3. Development refers to sequential use of one method to inform the use of another 

including, for example, decisions about sampling and what to measure 

4. Initiation describes the discovery of paradox or contradictory insights by contrasting 

the findings from qualitative methods with quantitative and leading to new 

perspectives. 

5. Expansion achieves an extended range of enquiry by using different methods for 

different components of the phenomenon under investigation, for example, how 

much was delivered (quantitative) as well as how was it delivered (qualitative) 

 

In the terms of Greene’s typology, I employed mixed methods for a development purpose 

when quantitative data contributed to sampling, and for an expansionist purpose, for 

example, when the results of the monthly searches were combined with the qualitative data 

exploring delivery of the separate components to give more detail about fidelity. I used 

triangulation in gaining different views of a review, triangulating my observation with the 

views of patient and clinician, and in gaining different views of the intervention from 

administrators, patients and clinicians. Some of the integration purposes overlapped as can 

be seen in the overview of all the ways in which the various qualitative and quantitative 
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Table 4-4: Integration of mixed methods  

Objective Qualitative data Quantitative data Integration 

3. To describe the GP practice 
context in four case study 
practices and consider how 
context affected 
implementation’ fidelity 
and reach 

a. Completion of structured practice 
profile form for every practice at 
baseline and at the end of the trial. 

b. Observation of training  
c. Field notes from practice visits 
d. Semi-structured interviews with the 

key administrator, GP lead for 3D 
and the lead nurse  

e. Free-text questions on training 
evaluation forms to assess response 
to 3D  

f. Survey of administrative 
implementation  

g. Baseline clinician attitudes 
questionnaire 

Integrate analysis of clinician attitude 
questionnaire responses with interview and 
observation data and training evaluation 
comments about attitudes, priorities, 
motivation and concerns - expansion 

Integrate practice profile data with interview 
data, observation, clinician attitudes survey and 
patient baseline data – complementarity 
Compare administrative implementation survey 
with interview data. Expansion and 
development from using interview data to 
inform survey 

4. To observe and describe 
how health professionals 
delivered the intervention 
during 3D patients’ long-
term condition reviews, 
and to what extent patient-
centredness was evident 

a. Non-participant observation and 
audio-recording or video-recording 
of 3D reviews  

b. Non-participant observation and 
audio-recording or video-recording 
of usual care reviews  

c. Proportion of 3D review 
components completed,  

d. Proportion of 3D patients 
receiving a printed agenda for 
part two of the review  

e. Proportion of 3D patients 
receiving a printed health plan 

Integrate quantitative data about whether 
reviews and components were delivered with 
review observation data assessing how 
components were delivered to evaluate fidelity 
to a patient-centred approach - 
Complementarity 

5. To describe how clinicians 
and practices perceived the 
intervention and its effect 
on patients and their 
practice 

a. Brief follow-on interviews with 
available clinicians after reviews 

b. Interviews with nurses, GPs and key 
administrators midway and at the 
end of the trial.  

c. Intervention clinicians’ attitudes 
questionnaire at the end of the 
trial 

Results from end-of-trial clinician 
questionnaires compared to comments from 
clinician and administrator interviews to 
provide additional insight and assess validity of 
qualitative data – triangulation and 
complementarity 

6. To describe patients’ 
experience of the 
intervention and how they 
responded 

a. Focus groups and individual 
interviews with patients towards 
the end of the trial. 

b. Post consultation de-briefs with 
patients 

c. Data on health status and 
satisfaction with care from 
baseline patient questionnaires. 

d. Patients’ evaluation of patient-
centredness from final 
questionnaires  

Quantitative data used to sample patients for 
interviews and focus groups - development 

Findings from quantitative data used to 
validate findings of qualitative analysis 

Key: brown text denotes data collected by other members of trial team
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methods were integrated to produce the findings in this thesis, provided in Table 4-4. 

Integration of the various data types is also described in discussing the analysis for each 

objective in the results chapters. 

4.9 Summary and conclusions 

In summary, the process evaluation design drew on and integrated a variety of 

recommended process evaluation approaches and developed a comprehensive approach to 

the evaluation of a patient-centred intervention, as shown in Chapter 3. In this chapter I 

have presented the fundamental structure and methodological approach and then described 

each of the many and varied methods that were used to contribute to the evaluation of each 

stage and to address each objective: 

The design was far from straightforward, reflecting the complexity of the trial and evolved 

gradually as the challenges involved in implementing the trial became clearer. There were 

multiple potential targets for the process evaluation, due to the diversity of context and the 

many possible mechanisms of action contingent on the multiple intervention components. 

This complexity was added to by the fact that how the clinicians delivered the intervention 

was as important as what they delivered for the assessment of a patient-centred approach. 

Necessary decisions about how to prioritise effort were constraining and the sensitivity and 

ambiguity of the process evaluation role [93, 130] also contributed a significant challenge as 

will be seen in the discussion in Chapter 10. 

The Critical Realist approach provided an additional rationale and coherent philosophical 

approach for the multiple methods used in the process evaluation. Green’s data integration 

categories clearly resonate with Critical Realism in their description of different data being 

integrated to complement or expand the knowledge of the phenomena under investigation 

and to converge on the truth by using different perspectives. The mix and integration of 

quantitative and qualitative data to answer the research questions of the 3D process 

evaluation, and arrive at as true and complete a picture of implementation as possible, is 

characteristic of a Critical Realist approach. 

The next chapter describes the broad context in the three trial sites of Bristol, Manchester 

and Ayrshire and gives an overview of usual care for those with multiple long-term 

conditions in all the participating practices. It then goes on to provide a detailed description 
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of each case study practice and how each one adopted the intervention. Together, this 

provides a contextual background for a description in chapter 6 of the delivery of 3D reviews. 
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Chapter 5 Case studies 

5.1 Introduction 

This chapter introduces the four case study practices and addresses Objective 3. Objective 3 

was to consider the GP practice context in four case study practices and consider how 

context affected implementation fidelity and reach. Reach in this case refers to the number 

of consented participants who received the intervention. The main focus is on the 

interaction of context with adoption of the intervention. The chapter begins with a section 

on the iterative development of a coding framework for the qualitative data. This is followed 

by a brief description of the trends in management of multi-morbidity and a summary of 

current usual care in the 33 GP practices participating in the study. It also provides a 

snapshot of clinicians’ opinions at the start of the trial about care for patients with multi-

morbidity. This gives an overview of context and helps to identify national influences on 

implementation and locate the case study practices in the range of usual care variation. The 

bulk of the chapter is a detailed report of the case study practices, which demonstrates their 

value in elucidating the interaction of context and implementation and shows the important 

role of the administrators in implementing 3D reviews. 

5.2 Development of coding framework 

This account of the iterative development of the coding framework builds on the general 

account of methods and analysis provided in Chapter 4. The data were coded using codes 

grouped in categories that reflected implementation stages and Objectives 3 and 5: context, 

adoption and practice response plus some aspects of delivery. Clinician delivery of reviews is 

addressed separately in Chapter 6. Clinicians’ and practices’ response to the intervention are 

reported by cross-trial theme in Chapter 7 as data were also obtained for practices beyond 

the case studies and themes did not vary much between case studies. Patient response, 

which was coded separately from clinician response, is reported in cross-case themes in 

Chapter 8. The data included observations and interviews and were analysed thematically, 

then by case study to create the case study reports presented in this chapter. The cross-trial 

surveys and questionnaires (described in section 4.6) which helped to compare the case 

studies with each other and with the rest of the trial practices were analysed using 

descriptive statistics for numerical components and thematic analysis for free text 

comments. 
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Some initial codes were derived from earlier inductive coding of interviews in pilot practices 

in a formative process evaluation to elicit practices’ views on the intervention, carried out 

prior to the main trial. This work focused on identifying ways in which the intervention and 

the researchers’ delivery to the practices could be improved. As such it is outside the remit 

of this thesis and has not been reported here. Other initial codes were a priori as explained 

in section 4.7.1, reflecting intervention components or research questions [180]. These initial 

codes were created in the code list of NVivo. Table 5-1 shows the list of codes used for 

context and adoption with colour coding to indicate initial codes and addition of later 

inductive codes. Organising codes were used to group similar codes together. The left-hand 

column of Table 5-1 shows the final coding framework with the initial and organising codes 

highlighted. 

Table 5-1 Code list for context and adoption 

 

Final code list Codes listed by date created Sources References Created On

Adoption Uncertainties and queries 7 11 03/02/2015 15:35

(mis)understanding of 3D Concerns 5 7 03/02/2015 15:37

Uncertainties and queries Positives 3 12 03/02/2015 15:58

Adoption and set-up Practice organisation and ethos 12 31 03/02/2015 16:59

Admin set-up Patient-centredness 6 28 09/02/2015 18:22

Difficulties General set-up 8 22 11/02/2015 16:19

General set-up Nurse and GP skills and roles 6 18 11/02/2015 16:58

Practice fit Admin set-up 13 71 12/01/2016 12:14

Anticipated changes Existing system for LTCs 15 47 12/01/2016 12:26

Changes for patient Training 14 31 12/01/2016 17:11

Changes to clinical practice or role Continuity 4 4 12/01/2016 18:14

Changes to organisation Motivators 9 27 18/01/2016 12:18

Appointments Changes to clinical practice or role 11 30 18/01/2016 12:26

Availability Changes for patient 9 25 25/02/2016 16:30

Concerns Difficulties 8 43 26/02/2016 17:28

Positives Adoption and set-up 17 153 07/03/2016 12:02

Researcher delivery Context general 5 15 07/03/2016 12:06

Interaction with research team Anticipated changes 11 71 17/03/2016 13:22

Training Changes to organisation 5 14 17/03/2016 13:24

Context Clinician experience and practice 7 33 17/03/2016 13:33

Clinician experience and practice (mis)understanding of 3D 13 35 18/03/2016 13:00

Context general Availability 6 9 18/03/2016 17:49

Continuity Appointments 8 29 18/03/2016 17:52

Existing system for LTCs Interaction with research team 7 10 23/03/2016 18:20

Motivators Patient attitudes and behaviour 5 28 06/04/2016 14:42

Nurse and GP skills and roles Practice fit 7 12 06/05/2016 09:36

other initiatives Resources 1 1 10/05/2016 15:06

Patient attitudes and behaviour other initiatives 2 7 11/05/2016 10:44

Patient-centredness Researcher delivery 17 44 03/08/2016 15:08

Practice organisation and ethos Adoption 25 351 12/12/2016 11:03

Resources Context 23 268 12/12/2016 11:04

View of 3D at start View of 3D at start 5 29 12/07/2017 12:57

Inductive codes from pilot stage

A priori  codes

Inductive codes

Organising codes
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Periodically, as coding proceeded, I reviewed the codes I had and combined similar codes 

into one or grouped related codes into new themes in an iterative process. Therefore, later 

added codes were either to better organise the data e.g. adoption and set-up, anticipated 

changes and researcher delivery or were codes arising from the data e.g. availability, 

(mis)understanding of 3D, practice fit and patient attitudes and behaviour. Some of these 

inductive codes represented findings that I had not anticipated or were aspects of themes 

that I had anticipated but an unanticipated dimension of them, for example, interaction with 

the researchers was a code that arose out of one respondent’s strong feelings about the 

assumptions made by the researchers who had visited to set-up the intervention. Some 

codes contributed to more than one theme and were therefore created as separate codes. 

For example, the code ‘patients’ attitudes and behaviour’ reflected clinicians’ opinion of 

patients’ likely response to the intervention and to self-management and life-style change 

and was informative about the patient-centred attitude (or not) of the clinicians and 

perceived barriers to implementing the intervention. 

When the coding framework was adequately refined into themes and coding was complete, 

a node matrix was created in NVivo for each research stage (i.e. context, adoption and 

response) by case study. Each node matrix grouped together all comments by all 

respondents in the case study pertaining to each theme code in the research stage. Because 

there was a maximum of eight respondents among the staff in each case study and rarely 

more than eight data extracts in each theme it was usually possible to create overall 

summaries from the data collected in each node matrix without creating a matrix framework 

that summarised what each member had said. If necessary themes could be cross-tabulated 

with individual respondents, creating a column for each respondent. Table 5-2 shows an 

example of a node matrix for context. The numbers represent the number of data extracts in 

the theme which can be viewed by ‘clicking on’ the number. 

I also used framework matrices to compare themes across cases. A brief summary of the 

data for the intersecting theme and case was created in each cell. When each theme 

occupied a column, cells could be compared down the column for a cross-case analysis by 

theme. An overall picture of each case was achieved by looking across the row. The brief 

synopsis of the case studies in Table 5-6 provides an example. 
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Table 5-2: Example of node matrix for context 

The numbers in each column refer to the number of data extracts coded at that node for each respondent 

The free-text components of the training evaluation forms (see section 4.6.3 and Appendix 

6) were analysed in a different way and also made an important contribution to the finalised 

results for Objective 3. Almost all the participating clinicians in the intervention practices 

provided written comments on the training in their training evaluation forms. I collated 

these by practice and then by geographical area into a thematic framework organised by 

training evaluation question. The framework grouped all comments from each free text 

question and allowed for summary by theme across areas. I compared the data by area 

because of the differing contexts and because each area had a different pair of trainers who 

varied slightly in how they delivered the content of the training. The thematic framework for 

the first part of the two-part training is shown in Appendix A6.3 and for the second part in 

Appendix A6.4. The final summary of training evaluation comments across all intervention 

practices is shown in Table 5-3. This provided useful contextual information about the 

receptiveness of practices to the intervention (discussed later in section 5.3.2). 

When the qualitative analysis was complete, the results were integrated with the clinician 

questionnaires (Appendix A5.1) and practice usual care surveys (Appendix A4.1) to create a 

comprehensive picture of the cross-trial context. These findings are reported in the next 

section. In the detailed case study reports I also triangulated different data sources and 

 

CS1-
admin1-F 

CS1-
admin3-F 

CS1-GP1-F CS1-NU1-F 

1 : Context 7 4 27 11 

2 : Clinician experience and practice 0 0 8 8 

3 : Context general 0 0 0 3 

4 : Continuity 0 0 0 0 

5 : Existing system for LTCs 6 2 8 2 

6 : Motivators 0 0 2 0 

7 : Nurse and GP skills and roles 1 0 4 3 

8 : Other initiatives 0 0 0 0 

9 : Patient attitudes and behaviour 0 0 1 2 

10 : Patient-centredness 0 0 3 2 

11 : Practice organisation and ethos 0 2 4 0 

12 : Resources 0 0 0 0 

13 : View of 3D at start 0 0 8 5 
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Table 5-3: Thematic summary of training evaluation comments 

Theme Comments 

Delivery Generally happy with training delivery. Lots of positive 
comments about clarity of explanation, organised team, good 
structure and presentation. 
A few comments about the training being too long or too slow.  

Interaction Discussion was particularly valued for being interesting, 
relevant and open.  
Appreciated the opportunity to get together and discuss care. 

Patient response  Some were apprehensive about patients’ response fearing they 
might develop expectations that the practice could not 
continue to meet post 3D.  
Several people also thought that patients would need educating 
and encouraging to take responsibility 

3D concept  The majority saw patient-centredness and holistic care as the 
most important aspects with a couple of exceptions who 
thought it was unnecessary or got in the way of completing 
QOF. 

Individual components 
(most and least 
important) 

Divided opinion on depression, mainly due to not thinking much 
of PHQ9 as a tool.  
Medication reviews considered an important aspect by many 
but one thought GPs could do it themselves given time. 
Continuity and the patient agenda and health plans were also 
frequently mentioned as the most important elements 
Several people put that all elements were important 

What they needed to 
know  

Many comments reflected the interest in the template and 
needing to know how that worked 
There were also many comments about needing to understand 
the organisational logistics  
A few people felt they needed to know more about agenda and 
goal-setting skills and how to be patient-centred 

Concerns  By far the most were related to time.  
Some said they did not think enough time was allocated to do 
all that was needed in the reviews, especially for the nurses.  
Others focussed on the difficulty of accommodating the extra 
time required.  
Some appreciated having extra time to do a thorough review. 
Many concluded that the template would need practice as, 
although it was clearly demonstrated in the training, this was 
different from actually doing it. 

Other comments Ranged from sceptical to looking forward to getting going 

 

perspectives to give a picture of the interaction of context with implementation in specific 

case studies. For example, the comments on the training evaluation forms from each case 

study practice were compared to the interview data from the same practice to identify any 

additional themes, concordance or dissent.  
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The cross-trial surveys and questionnaires were also used to place the case-studies in the 

range of trial practices and the extent to which they were representative of that range. (This 

will be discussed in section 5.9) 

5.3 Wider trial context 

5.3.1 Political environment 

The trial took place at a time of heightened stress and diminished resources in the National 

Health Service of the UK. Funding was under severe constraint and many health 

professionals were feeling over-worked [181]. This showed itself during the trial in staff 

turnover or practice mergers at several practices. Because of staff loss and sickness, one 

practice withdrew from offering the intervention and another was unable to complete more 

than a small proportion of reviews.  

At the same time, Clinical Commissioning Groups (CCGs) and, in Scotland, Health Boards 

were responding to national health policy priorities [34] and putting a strong emphasis on 

patient-centred care and self-management, particularly in the context of long-term 

conditions (LTCs), and also trying to cut costs. Improved self-management of LTCs offered 

one possible way of achieving both goals and furthermore aligned with the best standards of 

care. The drive to increase efficiency and improve care for those with LTCs meant that GP 

practices were receptive to the idea of 3D. Several practices stated that they had signed up 

because it seemed to offer them a route to meeting their CCG’s requirements. As shown in 

the summary of training evaluation comments in Table 5-3, they were also motivated by 

their own aspirations to be more patient-centred and hoped to improve patient involvement 

and responsibility in the management of their own health.  

The disadvantage for the trial within this receptive climate was that combined reviews for 

patients with multi-morbidity were becoming increasingly common in practices. This led to 

uncertainty about the usual care comparator. Consequently, I designed a ‘practice profile 

survey’ of usual care for patients with LTCs in all trial practices, described in Chapter 4, 

section 4.6.1 and a questionnaire for all clinicians participating in 3D to assess their attitudes 

towards care for patients with multi-morbidity, described in Chapter 4 section 4.6.2. The 

findings from both these sources are reported briefly in the next section to illustrate the 

local context and range of variation. 
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5.3.2 The practices taking part in 3D 

Practices were recruited from three areas of the United Kingdom: 12 in and around Bristol, 

11 in Greater Manchester and 10 in Ayrshire, making a total of 33 practices. In each area, the 

practices were randomised equally into intervention and control groups except in Greater 

Manchester where there was one more control group practice. Therefore, there were 16 

intervention practices.  

Practices were randomised in pairs by the trial statistician, stratified by area and minimised 

by size and level of deprivation. The practices ranged from a list size of approx. 3500 to 

18000 patients and differed in the populations they served, which ranged from extremely 

deprived to very affluent. Some practices were in rural or semi-rural areas and others in a 

city.  

The findings of the baseline practice profile survey confirmed that some components of the 

3D intervention were already present in usual care in many practices. Most notably, the 

survey showed that all except two of the 33 practices were combining their LTC reviews in 

some way. Therefore, a major component of the 3D intervention was already being 

implemented in some form in both intervention and control practices. Eleven practices had 

formally combined reviews, which meant that patients were informed all conditions would 

be reviewed during the one appointment, and the appointment length was adjusted to allow 

for this. Others arranged appointments for patients to be reviewed for one condition but 

included other conditions whenever possible. Perceived barriers to reviewing everything at 

once were usually lack of time and that nurses lacked skills to review all conditions. Some 

practice staff said that patients were unable to take it all in if done together. Most commonly 

diabetes and chronic obstructive pulmonary disease (COPD) were not reviewed together, 

being the two most time-consuming reviews, which both require substantial additional 

training. 

In contrast to combined reviews, no practices already had fully combined computer 

templates for LTC reviews of patients with multi-morbidity and only one practice claimed to 

provide care plans to most patients with LTCs. The survey results are shown in Table 5-4 and 

compare baseline and usual care to identify changes occurring during the trial. At the end of 

the trial it can be seen there was an increase in combined templates for LTC reviews, some 

change towards fully combined reviews and in seeing the named GP, and a decrease in use 

of care plans. There is little difference between intervention and usual care practices 
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Table 5-4: Components of usual care for patients with LTCs at baseline and trial completion 

 *Fully combined reviews – pre-planned, all conditions, clinician and patient aware all conditions for review  
**Partially combined reviews - combined whenever possible or combined some pre-identified conditions  
† Screening for depression - formal method recorded in the patient record e.g. PHQ2 or 9.  Int = intervention 
practices; UC = usual care practices. One intervention practice dropped out after the start of the trial so no data 
were available for the end of trial survey 

perhaps because intervention practices did not extend the 3D system to the rest of their 

patients and were asked to complete the end-of-trial surveys in light of their current usual 

care i.e. the care received by the majority of their patients rather than the care they 

provided for 3D patients. 

The lack of care plan use contrasts with results from the baseline clinicians’ attitudes 

questionnaire (See Table 5-5 and Appendix A5-1) which showed that the majority thought 

care plans should be provided, with more nurses agreeing than GPs. Significantly, an 

overwhelming majority of clinicians thought that holistic patient-centred care and continuity 

of care were important. Almost all clinicians (94%) also thought that longer appointments 

were necessary for patients with three or more LTCs. Another notable result is that most GPs 

(but not nurses) think patients’ main concerns may be overlooked during reviews of LTCs. 

This is interesting because long-term reviews are mainly carried out by nurses and it is not 

clear whether GPs were thinking about their own practice or that of nurses. These results 

confirmed the impression gained from training evaluation comments and interviews in case 

studies that the intervention concepts were broadly welcomed and aligned with clinicians’ 

aspirations for the care of people with multi-morbidity. In Table 5-5 the numbers shown 

refer to those who agree with the statement. 

 Baseline End of trial 

Int UC Int UC 

Are all LTCs reviewed together in a pre-planned way? 
  Fully combined reviews* 
  Partially combined reviews**  
  Not combined 

 
7 
8 
1 

 
4 
12 
1 

 
7 
7 
1 

 
7 
8 
2 

Are written care plans given to all patients for all LTCs? 
  Care plans for most conditions (>8) 
  Care plans for 3 -7 conditions 
  Care plans for 2 or fewer conditions 

 
1 
6 
9 

 
1 
9 
7 

 
1 
1 
13 

 
2 
0 
15 

Does the practice use combined templates for LTC reviews?  
  Fully combined templates  
  Some conditions combined 
  None combined 

 
0 
6 
10  

 
0 
5 
12 

 
4 
2 
9 

 
3 
4 
10 

Are all patients with ≥ 2 LTC's formally screened for depression?† 
  Screening for depression all patients 
  Screening for only certain conditions or no screening 

 
6 
10 

 
6 
11 

 
8 
7 

 
5 
12 

Does the practice have a policy that patients see their named GP?  
  Practice policy that patient sees named GP 
  No specific practice policy that patients see named GP  

 
3 
13 

 
7 
10 

 
7 
8 

 
8 
9 
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Table 5-5: Clinicians’ attitudes to care for people with multi-morbidity 

Number (%) of clinicians in all trial practices who agree/strongly agree 

 

Now that I have described the broad trial context, I will introduce the case study data and 

then present each case study in turn in the following sections. Each one uses the same 

headings of context, and 3D adoption, and the same sub-headings to facilitate comparison. 

Statements Doctors 

N=77 

Nurses  

N=57 

Total  

N=134 

Patients’ main concerns may be 

overlooked during review of LTCs 

56 (73%) 25 (44%) 81 (60%) 

Depression is difficult to identify 

reliably without using a measure 

(such as PHQ9) 

8 (10%) 21 (37%) 29 (22%) 

Poly-pharmacy is difficult for 

patients to manage 

72 (94%) 44 (77%) 116 (87%) 

Multi-morbidity is difficult for 

clinicians to manage 

67 (87%) 39 (68%) 106 (79%) 

Patients with multi-morbidity have a 

special need for holistic, patient-

centred care 

69 (90%) 52 (91%) 121 (90%) 

Holistic, patient-centred care is 

enhanced by continuity of care 

76 (99%) 56 (98%) 132 (99%) 

Patients with 3 or more conditions 

need longer appointments to 

address all their concerns 

71 (92%) 55 (96%) 126 (94%) 

Patients being reviewed for a LTC 

should be given a written care plan 

42 (55%) 39 (68%) 81 (60%) 

Patients prefer it if I make a plan, 

instead of asking them what they 

would like to do 

11 (14%) 17 (30%) 28 (21%) 

Patients are more likely to keep to 

goals and plans that they suggest 

themselves 

57 (74%) 47 (82%) 104 (78%) 

In this practice, the care patients 

receive for their long-term 

conditions is well-co-ordinated 

49 (64%) 44 (77%) 93 (69%) 

In this practice, review of long-term 

conditions is too disease-orientated 

and not holistic enough. 

30 (39%) 18 (32%) 48 (36%) 
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5.4 Case study data 

Multiple data sources were used to compile the case study descriptions: the practice profile 

survey, the clinician attitudes questionnaire, training observation and evaluation forms, 

interviews with nurses, GPs, practice managers and administrators organising 3D 

appointments, interviews and focus groups with patients, review observations and field 

notes from every occasion of qualitative data collection. 

The four case study practices were given the pseudonyms Beddoes, Davy, Harvey, and Lovell. 

Each case is described individually, based on within-case analysis of context and adoption 

and aspects of implementation fidelity. Clinicians’ delivery of reviews, fidelity to the patient-

centred approach, the practice’s response to the intervention and patients’ response are 

addressed in later chapters. Table 5-6 provides a brief summary of each case study practice 

showing the key characteristics for ease of comparison. 

Table 5-7 shows the data collected for each case study and the purposes for which they were 

used. For quotes, doctors, nurses, and administrators are referred to as GP, NU, and Admin 

respectively and patients are denoted by Pt. They are numbered per practice so if, for 

example, there were 3 participating nurses in Beddoes they would be numbered from NU1-

3. Patients are numbered similarly according to the total number in each practice who took 

part in review observations, interviews or focus groups, for example, if there were 13 

patients who took part in Harvey, they would be numbered from Pt1-13. The sole practice 

manager to be interviewed is denoted as PM. In all cases GP1 was the 3D lead GP. 
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Table 5-6: Summary of key characteristics of the four case study practices 

Practices Characteristics Usual care Arrangements for 3D 3D reacha  

Beddoes Approx. 5500 patients. 
Moderately affluent 
area. 
4 GPs, 3 nurses 

Patients felt they received very 
good care. Continuity of care 
quite high, depending on patient 
preference. Good communication 
across whole practice. Had just 
started combined reviews in 
patient’s birthday month. 
Patients responsible for making 
the appointment but reminded if 
they did not. Late start to 3D due 
to staff sickness. 

3 GPs and 3 nurses took part. All 
practice staff involved in making 
plans. Patients received a letter 
asking them to contact the 
practice to make an 
appointment for first part of the 
review. After the nurse review 
the patient made an 
appointment for the GP part. 
Nurse reviews 30 mins, GP 
reviews 20 mins. 

1st round 82% 

2nd round 82% 

Davy Approx. 13,500 
patients. 
Moderately affluent 
area. 
Approx. 13 GPs, 6 
nurses 

Patients found it difficult to 
access appointments. Low 
continuity of care. 
Communication with and within 
the practice seemed difficult. 
Staff groups seemed separate. 
Single disease reviews arranged 
by letter to patient. Extremely 
delayed start due to sickness and 
loss of staff. 

4 GPs and 3 nurses trained but 2 
GPs and 1 nurse left. One 
administrator sent a letter with 
a 3D appointment for both 
nurse and GP. Appointments 
slots first identified by a senior 
administrator. Rest of reception 
staff unaware. Review length 
variable for nurses, 20 minutes 
for GP. 

1st round 36% 

None in 2nd 
round  

a Reach was calculated from quantitative data collected from the 3D computer template via EMIS. These results may not be exactly consistent with the published 
results as patients’ records were reviewed manually to identify recording errors  
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 Table 5-6: Summary of key characteristics of the four case study practices 

Practices Characteristics Usual care Arrangements for 3D 3D reacha  

Harvey Approx 15,000 
patients. 
Deprived area.  
Approx. 16 GPs and 4 
nurses 

Patients felt well-served by the 
practice but experienced some 
disruption during trial due to GPs 
leaving. Each GP saw their own 
list of patients so continuity very 
high. Combined reviews in 
patient’s birthday month. 
Patients invited by letter to make 
appointment. Review length 
depended on patient’s 
conditions. Delayed start due to 
difficulty arranging training dates 
and change to recall system. 

3 GPs and 2 nurses trained but 1 
GP left half way through and 
was replaced by 2 or 3 others. 
One administrator sent a letter 
inviting patient to phone to 
arrange 3D appointment. All 
receptionists aware and could 
book reviews. Length of nurse 
reviews depended on patient’s 
conditions. GP reviews 20 
minutes.  

1st round 77%  
2nd round 44%  

Lovell Approx 4,000 patients. 
Very deprived area.  
3 GPs, 2 nurses 

Patients extremely happy with 
care. Continuity of care quite high 
and communication good as a 
small, stable practice. Single 
disease recall for review by letter 
with specified appointment. 
Patients opted in or were 
contacted again. Other conditions 
covered within appointment 
where possible. Some difficulty in 
second round due to taking over 
another practice.  

All GPs and nurses took part. All 
administrative staff aware but 
only one could arrange reviews. 
She sent a letter to patients 
with specific appointments for 
nurse review and GP review. 
Patients had to opt in and if 
they did not respond they were 
telephoned. Nurse reviews 40-
50 minutes, GP reviews 20 mins. 

1st round 94% 
2nd round 93% 
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Table 5-7: Summary and relevance to trial stage of data collected in each case study practice 

Types of data Process evaluation objectives Data collected in each case study 

 Context Adoption Delivery Response 
 

Fidelity and 
reach 

Beddoes Davy Harvey Lovell 

Practice profile form ✓     Yes Yes Yes Yes 

Clinician questionnaire (N returned) ✓     7 6 6 5 

Observation of both parts of training ✓ ✓    Part 2  Yes Yes Part 1  

Training evaluation forms Part 1 (N returned) ✓ ✓    6 7 6 5 

Training evaluation forms Part 2 (N returned) ✓ ✓    4 7 5 4 

Initial interview with administrator  ✓ ✓    Yes  Yes  

Initial interview with 3D lead GP ✓ ✓    Yes  Yes  

Initial interview with lead nurse ✓ ✓    Yes  Yes  

Mid-stage interview with administrator ✓ ✓  ✓ ✓  Yes  Yes 

Mid-stage interview with lead GP  ✓ ✓ ✓ ✓ ✓  Yes  Yes 

Mid-stage interview with lead nurse    ✓ ✓ ✓    Yes 

Observation of GP reviews (N)   ✓  ✓ 3 1 3 2 

Observation of nurse reviews (N)   ✓  ✓ 3  2 3 

Interviews with another GP (N)   ✓ ✓ ✓ 1   2 

Interviews with another nurse (N)   ✓ ✓ ✓ 1  1 1 

Final interview with administrator  ✓   ✓ ✓ Yes   Yes 

Final interview with 3D lead GP   ✓ ✓ ✓ Yes   Yes 

Final interview with lead nurse   ✓ ✓ ✓ Yes Yes Yes Yes 

Focus group with N patients ✓  ✓ ✓ ✓ 7 9* 3 3 

Interviews with another N patients   ✓ ✓ ✓ 5 0 5 5 

End of trial practice profile ✓   ✓  Yes Yes Yes Yes 

Final clinician questionnaire (N returned)    ✓  5 4 5 3 

 

Key:     These data are reported in Chapters 6 and 7. *Two of these were carers accompanying the patient  
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5.5 Beddoes 

This was the second case study practice to be recruited. It was small, with a list size of 

approx. 5,500 and showed likelihood of adopting 3D well. The recruiting researcher received 

a positive response, although had difficulty arranging training. 

5.5.1 Context  

5.5.1.1 The practice 

Beddoes practice served a moderately affluent area with pockets of relative deprivation. It 

occupied an adapted residential building in a small town, with a satellite surgery a few miles 

away. The waiting area was small, with two additional seats in the glass entrance porch. 

Reception was behind a glass hatch through which several staff were visible in an office 

further back. There were three consulting rooms and a treatment room on the ground floor 

and upstairs one consulting room, a meeting room and two offices. Offices were shared and 

the meeting room also served as an office for four people. Due to limited space, there was 

some strain over researchers’ need to use a computer at set-up and close of the trial.  

Four GPs, of whom three were partners, and three nurses covered the two locations and 

they also had two health care assistants who helped with LTC reviews. The practice manager 

was the key contact with the practice for the study team and I experienced her as energetic 

and approachable. There was a strong practice team ethos, evident in the emphasis on 

communication, which the newly arrived lead nurse commented on.  

The communication’s very good…There’s meetings once a week and any 

problems the GPs’ doors are always open…[and]…the admin support’s fantastic 

and we work well as a team throughout. [NU1]   

The 3D lead GP agreed and attributed the good communication in part to their size and 

regular meetings.  

I think our advantage here is size. We’re such a small practice and we have 

Monday meetings every week, clinical meetings where the clinical staff meet 

together, that we’re in a good position, really, to talk about things and problems 

as they arise. We also meet each lunchtime – I mean the partners, normally have 

a sandwich together over lunch. So, we are very close-knit. [GP1]  

The practice manager highlighted the extensive use they made of the instant messaging 

function in the EMIS computer record system. 
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The three partners had all been at the practice over 10 years and claimed to know their 

patients well. There was a very experienced lead nurse, who could review all the major LTCs 

and two treatment room nurses who also did reviews, being trained in either diabetes or 

respiratory conditions. The lead nurse compared the practice very favourably with her 

experience of other practices. She described being told at her recruitment interview that the 

practice wanted to improve the care of older people with multi-morbidity and she 

subsequently initiated changes to the LTC review system. 

Answers to the clinician attitudes questionnaire indicated some readiness to engage in 

shared action planning with patients. They were ambivalent about whether the care they 

currently provided was too disease-orientated and divided on whether patients’ main 

concerns were overlooked during review of LTCs. When interviewed, GP1 expressed a strong 

wish to encourage patients towards taking more responsibility for their healthcare and 

expected that patients would initiate reviews and blood tests when they were due.  

It’s the patient’s responsibility; it’s their life, their health, they should be…taking 

that responsibility. [GP1] 

5.5.1.2 Patients 

3D recruitment was 42% of those invited and totalled 57 patients, higher than in most 

practices. The practice manager said their participating patients were very keen to receive 

the intervention. Some had phoned asking when they would have their review even before 

the practice had started arranging them.  

The only difficulty we had was that the letters were sent out to … the patients 

signed up for the study and then started ringing us to try and make the 

appointments, but we were like, “No, we’ve not invited you yet”. [PM] 

Interviewed patients were generally very supportive of the practice and felt it was better 

than others they knew about.  

I've always found them really good and if you're really ill they're excellent 

and.…when I hear other people speak about the doctors' surgeries they go to I 

think we're extremely lucky. [Pt 4] 

5.5.1.3 Current LTC care provision  

The practice manager and lead nurse explained that they were in the process of changing 

their LTC review system so patients had a review in their birthday month including, if 
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possible, all their LTCs, so that patients came in no more than 6-monthly. Diabetes and 

respiratory conditions were generally not combined due to the separate skills of the nurses. 

The nurses managed virtually all LTC reviewing, leaving only severe mental health problems 

and dementia to GPs. There was a diabetes clinic at which a nurse and GP worked together. 

Since patients were expected to take the initiative on arranging their reviews a back-up plan 

was needed to check no-one was missed. Therefore, an EMIS search was used to identify 

those due a review and whether they had already made an appointment. If necessary, a 

reminder letter was sent.  

According to the results of the practice profile, patients were encouraged to see their named 

GP whenever possible. Care plans were not used. Patients with respiratory disease or 

diabetes were routinely screened for depression. Patients could be referred to the 

community pharmacist who visited them at home and discussed medication use and 

identified over-supply of medications. Patients could book routine appointments with either 

nurse or GP up to four weeks ahead.  

5.5.2 3D adoption 

5.5.2.1 Initial responses 

From training observation, evaluation forms and subsequent interviews, the Beddoes 

practice was generally positive about the 3D training and the intervention itself. There was 

lively engagement in discussions during training and they agreed with the research team’s 

description of the challenges faced in caring for patients with multi-morbidity. System 

change to offer combined reviews was already underway and 3D seemed a good opportunity 

to achieve their aim of providing better care for their older patients with multi-morbidity. 

The clinicians aspired to greater patient-centredness and increased self-management of 

LTCs, changes that were also sought by their local CCG. However, not all GPs were as 

enthusiastic as their 3D lead GP, who explained the difference by referring to different 

dispositions.  

I think some of us are glass half full and some are glass half empty. [GP1] 

There were some genuine concerns too, over the practicalities of organising appointments 

and finding enough time. A post-it note during a training session soliciting views on positives 

and concerns stated, ‘Logistics coordinating nurse and doctor appointments - something to 

look at as a practice’. The possibility of patients not attending the appointments was also 
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mentioned, which, since they were long appointments, would mean significant loss of 

appointment time. 

The perceived potential to benefit patients and enhance their experience outweighed these 

concerns.  

Hopefully, they’ll have a better experience…[and] be more satisfied at the end of 

their review. [GP1]   

Practice staff welcomed the idea that care would be more holistic and co-ordinated, 

especially if it also reduced the number of times patients are called in.  

I would hope it means that they’re seeing the doctor that they want to see 

and…they’re not having to come back for a second med[ication] review 

appointment, which they did before. [PM]  

Depending on the effect on appointments and on patient response, the practice would 

consider adopting the system for all their patients at the end of the trial. In a training 

evaluation comment, one attendee described the intervention as potentially ‘Spending time 

to save time ultimately and provide better outcomes’. Others anticipated that it might 

prompt patients to take more responsibility for their care and could also lead to patients 

feeling more valued, listened to and looked after. (see patient comments in Chapter 8) 

Novel aspects welcomed by the Beddoes 3D lead GP were the template and the way it 

selected all and only the conditions relevant to each patient, and the use of a printed-out 

health plan with patients’ goals. 

Some information is probably quite new as well because, although we always 

talk through goals with our patients, I wonder how much of it goes in sometimes 

and what they actually remember, going away. We’ve never really printed out 

that information for patients before. [GP1]  

5.5.2.2 Planning 

The start of 3D reviews was significantly delayed due to difficulties in finding time for the 

training, followed by staff sickness. The first training session took place in Sept 2015 and the 

second in November, but reviews were not started until January 2016. The practice 

recognised the challenge to nurses of offering combined reviews, because two nurses were 
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only trained in one major LTC. They therefore took advantage of the delayed start to give the 

nurses some additional training.  

It’s highlighted training needs for the nurses, because we wanted all the nurses 

to get involved instead of just one nurse, so that we could offer more 

appointments. It’s meant that we’ve offered them some more skills, which is 

never a bad thing. [PM]  

The Beddoes practice also used the delay to think carefully about how they would arrange 

the appointments and discussed it in practice meetings. The practice manager was clearly 

the key staff member, but clinicians and the administrative team were all involved in 

deciding how to set up the reviews.  

We’d had a team meeting after the training with the senior nurse and the GPs to 

decide what was the best way forward and then I met with the admin team to 

say, “What would you like to see on your screen so that you know they’re part of 

the 3D study and so that you know about the appointments?” and that’s how 

we’ve got different colours and pop-ups and things like that, because that was 

their preference. [PM]  

Prompts and pop-ups in EMIS ensured that everyone was aware of 3D and the receptionists 

were also kept well-informed by the practice manager. 

Allocating patients to a usual GP and nurse for 3D was relatively straightforward as all GP 

partners and all nurses were involved. However, so that the number of patients was equally 

shared between GPs, some patients were moved to a GP other than the one they usually 

saw, meaning that their continuity of care was reduced. 

The community pharmacist attached to the practice, who had attended the 3D training, 

undertook the 3D medication reviews by visiting patients at their home. This was different 

from other practices where reviews were often done by a pharmacist who was not 

connected with the practice, and who did the reviews by remote access to the electronic 

records. 

5.5.2.3 Appointment system - 3D reviews and interim appointments 

The practice manager explained that letters would be sent by a receptionist, inviting patients 

to arrange the first 3D appointment with a nurse. After seeing the nurse, the patient would 
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arrange a GP appointment for the second part of the review and the nurse would inform the 

pharmacist to do the medication review. The practice decided to start with a 30-minute 

appointment for the nurse and a 20-minute appointment for the GP and adjust those times if 

needed. The health care assistants continued to see the diabetics to take bloods prior to the 

3D review appointments. Because of a slow start, most of the reviews were done in a bunch 

towards the end of the study time window rather than being distributed by birthday.  

The practice staff planned to save slots for emergency appointments for 3D patients, so they 

could be fitted in with their usual GP. If the slot was not filled, they would release it just 

before the surgery. This plan was not implemented but the practice manager told me that 

the reception staff did try to ensure continuity of care for 3D patients where possible. Table 

5-8 describes the changes made to practice systems to accommodate 3D. 

Overall, the practice was the most positive among the four case study practices in its 

response to 3D. The practice team planned adoption of the intervention together, 

benefitting from its small size and close-knit team. The practice manager and 3D lead GP felt 

that they might continue with the intervention in some form post-trial.   
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Table 5-8: Changes to Beddoes system to accommodate 3D 

 

Care features 

specified by 3D 

Existing practice system  System changes for 3D  

Continuity of care 

with named GP and 

nurse 

Small GP practice with only 3 

partners. Practice claimed that 

patients can usually see GP of 

their choice and all patients have 

a named GP. 

Needed to allocate patient’s usual 

GP as named GP for 3D. A few 

patients were changed from their 

current preferred GP to even out 

the distribution of 3D patients. 

Patient recall for 

reviews every 6 

months  

Annual reviews based on birthday 

month. Administrator used a 

spreadsheet generated by a 

search to identify patients due 

review. Moving towards recalling 

patients just once or twice a year 

to cover all conditions at once. 

Adjusted to recall 3D patients both 

during birthday month and 6 

months preceding or following to 

fit with 3D time frame. Separate 

spreadsheet created for 3D 

patients to invite them for reviews. 

Nurses prompted patients to 

arrange the second part of review 

with GP. 

Letter sent inviting 

patient for 2-part 3D 

review and to think 

about their priorities 

before they come  

Letter sent to patient to inform 

them they are due review and 

inviting them to make 

appointment. Patient 

responsibility to make 

appointment. 

Letter specifying 3D review due but 

without detail about the nature of 

the review.  

Longer appointments 

for reviews of all 

conditions at once 

and identification of 

any other health-

related problems 

Mostly reviewed all conditions at 

once and used longer slots if 

needed. 

Only 30 minutes allowed for nurse 

appointment at start. To be 

adjusted later if needed. 

Additional nurse training to 

facilitate combined reviewing. 20 

minutes for GP appointment. 

Pharmacist to 

perform medication 

review 

Community pharmacist employed 

by CCG who saw patients 

referred because of problems 

with their medication. Pharmacist 

visits patient at their home. 

Used the same community 

pharmacist for 3D. He agreed to 

see all 3D patients in their home. 

Availability of 

(longer) 

appointments with 

named GP between 

reviews when needed 

Some complex patients were 

flagged on the electronic patient 

record as needing a double 

appointment every time they 

came. 

Planned to embargo one slot a 

session per GP for 3D patients but 

did not implement this. 
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5.6 Davy  

This was the fourth case study practice to be recruited. It was large, with a list size of approx. 

14,500 and considered unlikely to adopt well. The recruiting researcher judged the Davy 

practice to be very ambivalent about taking part and it almost withdrew. 

5.6.1 Context 

5.6.1.1 The practice 

Davy practice was in a suburban area of moderate affluence. It was housed in a purpose-

built building which it had outgrown, and plans were underway to build a large extension. 

The building was accessed from a car-park through a small lobby to a reception space with 

two closed-off reception stations behind a glass screen. Usually only one receptionist was at 

the station with a short queue waiting to speak to her. Offices were accessed from a door at 

the side of reception and extended back into the building. Further offices and a meeting 

room were upstairs. Consulting rooms were situated on the far side of a waiting area to the 

left of reception. 

At the start of the trial there were 14 GPs, and four nurses who undertook LTC reviews. 

Three of the nurses were present at the training. One reviewed respiratory conditions, one 

was trained in diabetes and one could review both types of condition. The respiratory 

specialist nurse was subsequently made redundant and two other nurses needed long-term 

leave, which meant huge pressure on appointments. Only one nurse remained who was 

trained to deliver 3D reviews and two of the four GPs who were 3D trained also left. The 

Davy 3D lead GP, who was highly spoken of by some patients, also left just after 3D finished. 

Contact was difficult with all staff, except the 3D lead GP who usually responded to emails. 

Most contact was required with three administrators involved in managing appointments 

and arranging LTC reviews, who were helpful and friendly when contact could be made. One 

of them also went on long-term sick leave for a few months, which added to the difficulty. 

Because contact was so limited, it was much more difficult to get a sense of this practice. I 

was unable to interview anyone until about five months after they started delivering 

reviews. On that occasion, I interviewed the 3D lead GP and the administrator. Only one 

review was observed with a GP and none with nurses, one of whom declined observation. 

One interview, with a nurse, was achieved right at the end of the study. My impression was 

that they felt under siege and were having difficulty meeting overall demands. 

Communication seemed quite limited, for example, when I interviewed the 3D study lead 
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GP, she was unaware of the administrators’ difficulties in fitting in 3D reviews. The GPs were 

concerned about income and felt that 3D was not offering enough financial incentive to 

perform the reviews. The GPs raised this right at the end of the 3D training, so it concluded 

on a negative note.  

5.6.1.2 Patients 

Patient recruitment was 54 which was 37% of those invited. Davy patients were less satisfied 

with their care than those in the other case study practices. They described great difficulty in 

getting through to make an appointment and low continuity of care.  

I said “can I make an appointment?” ”Oh no, you can’t make an appointment, 

you’ve got to ring on the morning”. [Pt 7]  

I observed one interaction in which the receptionist was dealing with a patient who had 

been unable to make contact by telephone because the lines were so busy. The patient was 

clearly dissatisfied, and the receptionist did not meet her eye. Patients described a 

deterioration in service during the trial period, which coincided with building works starting 

and several nurses and GPs leaving or being on sick leave. 

5.6.1.3 Current LTC care provision 

A designated administrator for each LTC recalled patients for review. Separate spreadsheets 

were kept for each disease which showed the date for the next review, as decided by the 

clinician at the last review. The administrator conducted a monthly search for patients 

whose next review was due and sent them a letter. If the patient did not respond after three 

letters they were not asked again. Although patients were invited for single reviews, if a 

review was also needed for other conditions, the nurse would fit in as much as she could, 

with the longer-term aim of eventually combining all reviews in the birthday month. Only 

diabetes, COPD, and asthma had specific appointments for review. Asthma was sometimes 

reviewed by a questionnaire posted to patients. Almost all other conditions were reviewed 

ad-hoc, triggered by prompts that appeared on the patient record when consulting for 

something else. 

5.6.2 3D adoption 

5.6.2.1 Initial responses 

Davy practice did not at first respond to the invitation to take part in 3D but, after their 3D 

lead GP had been told about it by a colleague in another practice, she reconsidered. The 
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practice was motivated to take part by thinking that 3D would help them to establish 

combined reviews of LTCs. They supported the concept of patient-centred care when it was 

discussed during the training and agreed about the challenges facing patients with multi-

morbidity. In their answers to the clinician attitudes questionnaire they agreed more 

strongly than other practices that review of long-term conditions was too disease orientated 

and that patients should receive care plans. They were aware that care delivery was quite 

fragmented, for example, one GP during the training referred frequently to the problem of 

patients having multiple blood tests because they were not co-ordinated. Their main aim 

was to combine LTC reviews and they were interested in having pharmacist input for 

medication reviews. To that extent, 3D aligned with their practice priorities. 

Comments about 3D on the training evaluation forms after the first session were generally 

positive, reflecting some enthusiasm for the concept, but less so after the second session 

when the practical details became more apparent. The practice’s engagement in 3D felt 

precarious throughout the study, with some dissonance between comments supportive of 

3D concepts and observed behaviour and implementation. During the first training session, 

one nurse did not contribute at all and in the second session two GPs, although in the room, 

did not join the group round the table but contributed from a sofa at the far end of the 

room.  

5.6.2.2 Planning 

This practice had great difficulties in implementing the 3D intervention. Shortly after the 

training had been completed, they nearly withdrew from the trial because of loss of staff. 

They were persuaded to continue on the basis that they would only offer one round of two-

part 3D reviews to their patients. They did not start reviews until 6 months after completing 

the initial training. Clinicians received another top-up training session before starting.  

There were two meetings between the local researcher and three administrators to discuss 

how to implement the administrative side of 3D. Planning was undertaken by the 

administrators with minimal input from the clinicians. Observing the two meetings, the 

planning appeared very complex due to the need to identify paired appointments with the 

nurse and GP. 
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5.6.2.3 Appointment system – 3D reviews and interim appointments 

The plan for arranging appointments involved several stages. First, the administrators 

prepared a list of all the 3D patients, and the participating GPs decided which of them should 

see each patient. Then the list was sorted by LTC and discussed with one of the nurses. The 

nurse decided which nurse should review each patient and the length of appointment 

needed, based on the conditions the patient had. At the end of this process, each patient 

had been allocated a specific pair of clinicians (nurse and GP) and a specific length of nurse 

review. Second, when the senior appointment co-ordinator created the appointment ‘book’ 

for the next couple of months she embargoed appointments in pairs. Third, this list was 

given to the junior administrator (Admin 1), supported by the senior receptionist, who tried 

to match available pairs of appointments to individual 3D patients.  

So then [senior admin’s] been trying to put that into the diary for me and then 

fire it back to me saying yeah I’ve been able to book this one in and this one and 

then I try to find the patients that tally that to come. [Admin 2]  

The junior administrator then sent an appointment letter, specifying the two appointments, 

to the selected patient. The rest of the administrator and reception team were not involved 

so if a patient needed to change the appointment, it had to be referred back to the junior 

administrator, who by that time had no more appointments available and had to wait for the 

next batch to be identified.  

For appointments outside reviews, no changes were made to the practice’s usual system and 

3D patients seemed to experience the same difficulty in getting appointments and no 

increase in continuity. As far as possible for 3D reviews patients were allocated to the GP 

they usually saw, although the practice tried to divide them evenly between GPs taking part. 

A pharmacist, who had been identified by the research team and was not attached to the 

practice, conducted the medication reviews by remote access to the patients’ electronic 

records. A local secondary care geriatrician, willing to provide advice, was identified and her 

name and contact details were supplied to the practice. In common with all other practices, 

the clinicians at Davy did not make use of this service. Table 5-9 summarises the 

administrative changes the practice made to manage the 3D reviews. 

Overall the practice did not engage adequately with 3D partly because it was going through 

major turmoil. Its patients were often unhappy with their access to care and the practice 
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seemed to be under more pressure than most. Clinicians positive response to 3D in theory 

was not reflected in the implementation. 

Table 5-9: Changes to Davy system to accommodate 3D 

Care features 

specified by 3D 

Existing practice system  System changes for 3D  

Continuity of care 

with named GP and 

nurse. 

Large practice with low continuity 

of care. Patients said it was very 

difficult to get appointments. 

Needed to allocate patient’s usual 

GP as named GP for 3D. 3D patients 

divided between the four GPs 

taking part, two of whom left soon 

after and were replaced by one 

other GP 

Patient recall for 

reviews every 6 

months.  

Annual reviews based on last 

date reviewed and time interval 

decided by clinician for next 

review e.g. 6 months or 12 

months. Patients due review 

identified by search of individual 

disease spreadsheets. 

Used dedicated spreadsheet of 3D 

patients to arrange reviews and 

record appointment details. An 

administrator worked through this 

arranging as many reviews as she 

could. 

Letter sent inviting 

patient for 2-part 3D 

review and to think 

about their priorities 

before they come.  

Letter sent to patient with an 

appointment for review 

Letter explaining 3D review and 

specifying appointments with nurse 

and GP sent to patient.  

Longer appointments 

for reviews of all 

conditions at once 

and identification of 

any other health-

related problems. 

Appointment for single review. If 

time, the nurse tried to complete 

any other reviews needed. COPD 

and diabetes reviews not done in 

same appointment. 

Appointment length for nurse 

reviews decided on individual 

patient basis depending on number 

of conditions. 

Pharmacist to 

perform medication 

review. 

No current arrangements at 

baseline for a pharmacist to carry 

out medication reviews. 

3D pharmacist given access to 

electronic patient record to 

perform medication reviews online. 

Availability of 

(longer) 

appointments with 

named GP between 

reviews when 

needed. 

No special arrangement. Did not implement this aspect of 

3D. 
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5.7 Harvey 

This was the first case study practice to be recruited. It was large, with a list size of approx. 

15,000 and was considered likely to adopt fairly well. Although well-organised with high 

continuity of care, the recruiting researcher found it difficult to arrange training. 

5.7.1 Context  

5.7.1.1 The practice 

Harvey practice served a deprived area on the periphery of a major city and accommodation 

consisted of a spacious purpose-built building sited in an extensive low-rise housing estate. 

The reception and waiting area was open and situated in an atrium extending the height of 

two floors. A play area was at one end and at the other a screen broadcast health 

educational messages, accompanied by background music. The clinicians came to the waiting 

area to call the patients, rather than using a screen or tannoy. Although there were 

sometimes queues at reception, the two receptionists were always patient and responsive to 

all enquirers whenever I observed them from the waiting area. Upstairs, there was a 

spacious meeting room, sometimes used for patients, for example those attending art 

therapy. There were several other rooms, some for midwife or health visitor clinics, some for 

administration and three extra consulting rooms. Downstairs consisted of a sprawling suite 

of consulting rooms, thirteen in total, that led off in different directions from the waiting 

area.  

This was an innovative modern practice, which felt welcoming and friendly. The practice 

placed a very strong emphasis on relational continuity of care. They notified each patient of 

their named GP and explained that they were expected to see this doctor each time. The 

system was backed up by each doctor having a ‘buddy’ who saw their colleague’s patients if 

the primary named doctor was not available. There was no pharmacist specifically associated 

with the practice, but a dispensing pharmacy in an adjoining building. 

The practice also appeared to be very well-organised, which showed itself in the calm 

atmosphere at reception and clear appointment system. This impression was corroborated 

by the lead nurse; ‘we’re quite organised here at [Harvey]’. The layout of reception and the 

lack of a screen suggested a patient-centred ethos, which was borne out in the comments 

and observed practice of the GPs and nurses and the manner of the receptionists. 
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The practice was very active in research and took part in many studies, seeing it as 

important. However, the GPs stated at the initial training that they could not think of a single 

research study in which they had taken part that had changed their practice. They were very 

interested to know whether the research would make a difference and GP1 stated that 

‘where there’s evidence this practice is happy to make a change’ [GP1]. 

Only three of ten GPs and two of six nurses took part at the outset, all of whom were highly 

experienced. GP1, the Harvey 3D lead GP, enjoyed working with complex patients.  

I would be quite happy to see complex patients all day – I think that’s really why 

I’m paid a lot of money and…how I can use…25 years of experience. [GP1]   

GP2 had a particular interest in IT, and would have liked to modify the 3D template. Both he 

and GP1 seemed to have a very patient-centred approach already, judging by their 

comments during the training; ‘We should be responding to the patient’s agenda’ [GP2] as 

‘it’s their illness’ [GP1]. GP3 seemed less interested in taking part in 3D and it was not clear 

why he was one of the three GPs included. He left the practice several months after the start 

of 3D reviews, to the regret of several of his patients whom I later interviewed. Later GP1 

told me that the three GPs taking part in 3D had been chosen by the practice lead because 

they had the most patients eligible for 3D. 

Two practice nurses, one of whom was the lead and the other the deputy lead of the nursing 

team, were involved in the trial. They each had around 25 years’ experience of managing 

LTCs. Although neither nurse was a qualified prescriber, GP1 explained that they did virtually 

all the management of LTCs and had extended roles in this area, in preference to 

management of minor illness. When medication changes were needed, the nurses would 

make a recommendation to the GP who would usually provide the necessary prescription. 

NU1 described how they were very used to discussing life-style changes with patients in a 

way that recognised the need for a patient-centred approach.  

One administrator, who arranged LTC reviews and was responsible for IT, established the 

practice procedures for organising 3D reviews. She felt the IT aspects of 3D had ‘definitely 

been very easy to get our heads around and get set up’. Unfortunately, she left her post soon 

after all the first reviews had been completed and was replaced by someone who was less 

experienced in practice administration and IT who did not manage to keep on top of the 3D 

review arrangements so well.  
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5.7.1.2 Patients 

3D patient recruitment was 29% of those invited and totalled 43 patients. Interviewed 

patients were generally very happy with the care they received although some were 

unhappy about having to switch to a different GP during the trial when their own GP left the 

practice. 

5.7.1.3 Current LTC care provision  

The IT administrator explained at the start that patients due review of their LTC were 

identified by a monthly search of a spreadsheet that listed all patients with an LTC and their 

intended review date. Review dates were set to be during the month in which the patient 

was born. These patients were sent a letter, headed with a reference identifying the 

conditions needing review, asking them to phone a number that reached one of two 

dedicated receptionists based in the treatment room area. These receptionists could tell 

from the reference what length of appointment should be booked and with whom, working 

from a detailed chart kept up to date by the lead nurse. 

The nurses tried to review all the conditions in one appointment although they did not 

review dementia, atrial fibrillation, depression or epilepsy. Patients with learning disabilities 

saw the nurse first, who gathered necessary information before the patient visited the GP. 

5.7.2 3D adoption  

5.7.2.1 Initial responses 

Judging from the responses to the pre-course clinician questionnaire, the 3D approach was 

very much in line with the Harvey philosophy. Their understanding of patient-centred care 

appeared to concur with the 3D concept and the priority they gave to achieving continuity of 

care created common ground. The components they thought novel were the medication 

reviews, which they welcomed, and the goal setting to create a health plan with the patient. 

GP1 said she had an open mind about whether 3D would result in any change. She was very 

interested in the intervention component of asking patients to come up with goals to 

address their main health concerns. During the training, she tried to get some role-play going 

to practise this. She thought that nurses were likely to be better at goal setting than GPs 

because they had more time and probably had training in Motivational Interviewing as part 

of their chronic disease management training.  
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I think the nurses are much better at it than doctors as a matter of course, so 

they’re much better at exploring in more depth what’s really happening.  So they 

do get longer appointments in general, and they’ve got a bit more time to do 

that.  But I also think they’re kind of brought up doing that and are better at 

doing it.  And they do more training in sort of lifestyle changes than doctors do. 

[GP1]  

During the training, both nurses were receptive to the idea of 3D and talked about goal 

setting with authority and insight, agreeing that small achievable steps were more likely to 

succeed. 

Harvey GPs were generally enthusiastic about the idea of giving patients more control over 

the agenda. They saw patient-centred care as a two-way street that should also involve 

patients taking more responsibility.  

If more decisions were made by patients I think that would be a really good 

thing. [GP1]  

On the training evaluation form, the most important element of 3D highlighted by clinicians 

was ‘Giving the patient the choice to prioritise their health issues’ in a way that encouraged 

the patients to take more responsibility, and ‘Getting the patients to think about what they 

really want (and what they don’t)’. 

As in all observed practices, both GPs and nurses were very interested in the 3D template. 

GP2 was mainly interested in potential improvements and deficiencies in the way it was 

designed and asked at the training whether he would be allowed to adapt it in small ways. 

Some comments reflected apprehension about using a new, apparently complex template 

and they felt unsure until they could try it out themselves. 

Although in the first training session the clinicians initially seemed somewhat unreceptive, 

they appeared to be won over by the researchers’ knowledge of Harvey’s continuity of care 

policy and the thoroughness of their preparation. Ultimately, they engaged well in the 

training and appeared to have a good grasp of 3D, confirmed in the first stage interviews. 

GP1 demonstrated a very good understanding of the intention to make the reviews more 

patient-centred, but both she and the lead nurse did not know how review appointments 

would be arranged or what information patients would receive. Some uncertainty about 
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patients’ adaptation to the reviews was mentioned in both training comments and 

subsequent interviews.  

They’ve been used to the same approach for the last 10, 20 years, to suddenly 

come in to say “actually, what is your top priority?” I don’t know whether some 

of them will be able to answer. [NU1]  

5.7.2.2 Planning  

The start of delivering 3D reviews was delayed by difficulties in organising the training 

sessions and a change to the practice’s system for sending out letters. There were also 

staffing difficulties during delivery of the intervention. In addition to the departure of one of 

the three GPs who were originally trained to do 3D, two other GPs also left around about the 

same time and 6 new GPs started. Three of these received 3D training from the practice 

champion and between them they took on the 3D patients of the GP who had left. However, 

three of the new GPs did not stay for long, including one of those who had undertaken 3D 

reviews, so another GP was introduced to 3D reviews. The practice therefore had difficulties 

with maintaining their named GP system and some patients had been allocated to a new GP 

twice within a year. Because of this situation, some 3D patients were reviewed by 

practitioners not previously known to them and/or by a different practitioner for the two 

reviews. 

The IT administrator planned the organisation of 3D review appointments without the 

involvement of clinicians. She set up a system of EMIS alerts and ensured all receptionists 

were informed so they knew how to respond when patients phoned to book 3D reviews. Her 

plan integrated well with their existing recall system for LTC reviews. When it came to 

second-round reviews, her replacement found it harder to maintain the momentum of 

sending out letters for second appointments and doing the monitoring searches that 

informed the trial team of progress.  

5.7.2.3 Appointment system - 3D reviews and interim appointments 

The IT administrator set up a separate spreadsheet for 3D patients. She used the usual 

practice system of sending a letter to ask patients to phone for an appointment and added 

3D to the references at the top of the letter, so receptionists would know to book a 3D 

review. The administrator recorded the date letters were sent to individual patients and 

subsequently created a search of those patients in EMIS to identify whether they had booked 
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an appointment. This enabled her to send reminders when needed. Two reminders were 

sent for the first round of reviews, but only one for the second. 

The length of the nurse 3D reviews was adapted to suit the current system i.e. the length 

depended on the conditions to be reviewed and was not necessarily the 40 minutes 

recommended by the research team. The GP review appointments were 20 minutes as 

recommended. Interim appointments were not longer than usual and GP1 told me she 

already had ‘flags’ on her patients with complex conditions to prompt reception to allocate 

double appointments to those patients.  

All patients at this practice already had a named GP and continuity of care was high. 

However, some 3D patients experienced reduced continuity of care because of staff loss 

rather than because the practice did not implement this component of the intervention. 

The administrator agreed to notify the 3D study pharmacist of upcoming reviews so that the 

review could be completed online. The pharmacist was granted online access to the practice 

records. A local secondary care geriatrician agreed to be a point of contact for advice and her 

contact details were provided to the practice. The practice did not use this opportunity. 

Table 5-10 shows the administrative arrangements that applied to Harvey practice. 

Overall the practice was strongly aligned to the principles of 3D. Perhaps because they 

already had systems to address several of the principles, such as continuity of care and 

combined reviews, they were less receptive to the 3D way of doing it. They also seemed to 

have higher expectations than the other case study practices, reflected in a customary 

disappointment with research. 
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Table 5-10: Changes to Harvey system to accommodate 3D 

Care features 

specified by 3D 

Existing practice system  Changes required 

Continuity of 

care with named 

GP and nurse 

Practice has a robust named GP 

system resulting in high continuity of 

care. The nurse who conducted the 

review depended on who had the 

skills to manage patient conditions. 

Nurse conducting review dependent 

on skills and availability. Usual nurse 

could change if patient had both COPD 

and diabetes. 

Patient recall for 

reviews every 6 

months  

Annual reviews based on birthday 

month. Spreadsheet to identify 

patients due review. 

Birthday month system suspended for 

3D patients. Separate spreadsheet 

created with dates by which they need 

both first and second reviews. 

Letter sent 

inviting patient 

for 2-part 3D 

review  

Letters sent to patients specifying 

reviews they were due and inviting 

them to make an appointment with 

the nurse. Letter reference code told 

receptionist what reviews were due 

and how long the appointment 

needed to be. 

Added paragraph to existing letter to 

explain 3D review. Extra reference 

code added to letter to tell 

receptionist that 3D review needed. 

Receptionists informed about what is 

needed. 

Longer 

appointments 

for reviews of all 

conditions at 

once and 

identification of 

any other health-

related problems 

Length of nurse appointments 

adjusted for number of conditions to 

be reviewed. Receptionists had a list 

of how long was required by each 

nurse for each condition and added 

up the times. Single appointment 

covered most conditions including 

COPD, diabetes and cardiovascular 

disease. COPD and diabetes not 

usually combined. 

Organisation of 40-minute 

appointment with nurse followed by 

20-minute appointment with the 

named GP within 10 days. Patients 

with diabetes had both parts of review 

on same day as they had to attend for 

blood test in a separate appointment a 

few days before. 

Pharmacist to 

perform 

medication 

review 

No routine pharmacist medication 

review. 

Pharmacist notified when 3D 

appointments arranged. Pharmacist 

viewed patient record online and 

entered information in 3D template.  

Availability of 

(longer) 

appointments 

with named GP 

between reviews 

when needed 

Patient saw named GP for all 

appointments whenever possible. 

GP1 flagged patients that she knew 

needed more time so that they 

always got a longer appointment 

unless they told the receptionist it 

was unnecessary. 

No change made. 
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5.8 Lovell  

This case study practice was one of two reserve case study practices and was included later 

to replace the practice that dropped out due to overwhelming staffing difficulties. It was 

small, with a list size of approx. 4000, and likely to adopt well. The recruiting trainer reported 

that it had been easy to communicate and arrange training. 

5.8.1 Context  

5.8.1.1 The practice  

Lovell practice was one of two practices housed in a large modern building that contained 

various services, including a community hospital, that served a small town and the 

surrounding villages in a deprived area. The GPs in both practices provided medical cover for 

the community hospital, continuing to care for their patients when they were admitted 

there.  

Reception faced the entrance, across the other side of a large corridor that ran the length of 

the building. The main corridor also led to other facilities, including a pharmacy and a 

restaurant. Reception for both practices adjoined each other behind glass screens. Lovell had 

two reception desks behind the screen but usually only one person there. Once checked in, 

patients went through a door to the left of reception to enter a small waiting area. Two long 

corridors led off, perpendicular to the main corridor. The consulting rooms were down those 

corridors, one side for each practice. Patients had to walk a long way down the corridor to 

reach some consulting rooms. There was also an internal meeting room off the same 

corridor where I met with the staff to observe the training and later to interview them during 

a practice meeting. Overall, the space felt impersonal and enclosed and on too large a scale, 

although in my visits to the practice all the staff appeared friendly and accessible.  

The practice only had three GPs and two practice nurses, all full time and all very 

experienced. Several receptionists and administrators, a practice manager and assistant 

practice manager also worked in the practice. I did not meet the practice manager. All staff 

members I spoke to claimed that they knew their patients very well as the staff had mostly 

been there a long time and there was very little population turnover. This was confirmed by 

patients and in observation of reviews.  

Two GPs ran out-patient LTC clinics in the community hospital, one specialising in diabetes 

and the other in respiratory conditions. The GPs described themselves as having a 
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collaborative approach to patients and with each other. The two practice nurses were of 

equal seniority and had been at the practice for at least ten years each. Only NU1 was fully 

COPD trained but NU2 was learning. Both reviewed diabetes and all the other conditions as 

required. They worked closely with the two GPs who specialised in LTCs and all the clinicians 

appeared to have close working relationships. 

The clinical staff felt it was their job to address whatever issues a patient raised rather than 

trying to limit to one issue, exemplifying their patient-centred ethos. 

 I think that’s your job. People have diabetes and they want to talk about their 

chest or the pain in their wrist or their back, the nurses will come down and say 

to us, can you see Mr X. [GP3] 

They had previously discussed the idea of ‘doing an all-round check’ for complex patients 

with multi-morbidity. Rather than leaving it to patients to remember to make appointments, 

this practice took responsibility for proactively contacting them for whatever checks or 

treatment they needed. During the training, NU2 indicated the robustness of this system 

when she said that she thought patients felt they could depend on the recall system to call 

them in. A pharmacist specifically attached to the practice, employed by the health board, 

reviewed the medication of patients with multi-morbidity.  

5.8.1.2 Patients 

Patient recruitment was 49 which was 38% of those invited. The patients I spoke to were 

very appreciative of the care they received from this practice and felt well looked after.  

We’re very lucky in here that we’ve got great nurses and great doctors that look 

after us that take time with us. [Pt 5]  

Patients had opinions about who were the better GPs but seemed to like all of them as 

people. They also spoke highly of the receptionists. 

5.8.1.3 Current LTC care provision  

The administrator responsible for recalling patients with LTCs said that when patients were 

reviewed, the due date for the following review was entered into EMIS PCS (the electronic 

patient record system used by this practice). A monthly search in EMIS identified those 

patients due a review and an appointment was scheduled with the appropriate clinician. The 

patient was informed of the appointment by letter, which also specified the conditions to be 

reviewed. Patients had to opt in to the appointment they were sent and if they failed to 
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respond they were telephoned and asked if they intended to come to the appointment. If 

the practice was unable to contact the patient, the appointment was cancelled and another 

one was sent. Three attempts were made to arrange an appointment. The system was 

adopted a few months before the start of 3D to try to address the high rate of non-

attendance (DNA) at appointments and, according to the administrator, it had been very 

successful.  

The appointment length depended on the conditions to be reviewed, with a maximum of an 

hour. Multiple LTCs could be combined, excepting COPD and diabetes together as these 

were more time-consuming.  

[We] try and do as much as possible in one go but with that exception that 

you’ve got the specialities of diabetes and COPD so they might be split …. say 

they’ve got diabetes, hypertensive, hyperthyroid. They would get all that done at 

that clinic. If they’ve got COPD and asthma they would be brought back to do 

that separate [sic]. [Admin1]  

Patients with COPD and/or diabetes also had an annual review in the community hospital 

clinic with a GP who specialised in the relevant disease and who was not from their own 

practice. This created the opportunity for another opinion. The interim six-month review was 

with their own practice nurse. 

The three GPs thought continuity of care provision was quite high because they worked in a 

small practice and could discuss patients with each other quite easily and had similar 

approaches. According to the administrator, relational continuity depended on patients’ 

requests and their preferred GP being available. Receptionists would also try to book 

patients in with the same GP throughout an episode of care, but for each new episode of 

care the patient was usually booked in with the next available GP. 

5.8.2 3D adoption  

5.8.2.1 Initial response 

During discussions in the training and in their feedback comments, the clinicians generally 

welcomed the idea of providing more holistic, in-depth care. They believed that it could 

potentially improve health care utilisation, empower patients, and improve their quality of 

life and that the 3D study could ‘refresh the idea of patient-centred care’, as stated in one 

training feedback form. They thought that other problems impacting on patients’ health, 
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such as depression, might be identified. The clinicians would welcome patients becoming 

better at self-management but thought that many expected the initiative and decisions to 

come from the doctor and it might be hard to change them.  

Certainly some people still need to be led a little bit and advised rather than 

them tell you what they want. [NU1]  

GP1 thought 3D ‘will hopefully promote self-management … I don’t set goals for [patients] to 

achieve before they come back as often as I should’. He was a strong advocate of the idea of 

patients coming to appointments with their own pre-thought out agenda.  

I certainly think that the agenda setting… I think there should be just a big pile of 

papers at the front desk and every patient that comes in should write down 

what they want to talk about. [GP1] 

Response to the 3D training was positive and most comments on the training evaluation 

forms were encouraging, reflecting support for relational continuity of care, practising in a 

holistic patient-centred way, and patients setting, or at least sharing, the agenda.  The 

negative ones were almost all about increased time commitment for both clinicians and 

administrators and the difficulty of fitting in the necessary review appointments. There was a 

secondary concern about managing patients’ increased expectations for appointments. Two 

comments expressed concern about getting used to the template.  

The practice staff seemed to have a good understanding in principle following the training. 

The researchers reported later in the trial that the practice was very helpful and did not 

require much input once set up with the necessary IT to conduct the reviews and run the 

monthly monitoring searches.  

5.8.2.2 Planning 

Based on the observation and first interviews with practice staff, the intervention seemed to 

fit well to the practice ethos. One key element had already been tried, namely agenda 

setting, and two others were under consideration: having a nurse assessment with a GP 

follow-on, and having all round reviews for complex patients with multi-morbidity. 

Administratively, the intervention appeared likely to integrate satisfactorily with the practice 

systems. The biggest challenge seemed to be arranging the necessary paired appointments 

for 3D reviews because of competing demands on clinicians’ time. 
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5.8.2.3 Appointment system - 3D reviews and interim appointments 

The same administrator who arranged all LTC reviews had responsibility for arranging all 3D 

appointments. Knowing when individual patients were likely to be available helped her with 

arranging appointments.  

You’ve got a fair idea of those that work…I’ve been doing this for years so I kind 

of know when to avoid for them by now, so that does help things. [Admin 1] 

She said she identified 3D patients due review from a list of the consented patients. This list 

included the date when each patient needed to be reviewed by, and she made great efforts 

to call them in within the required timeframe. She used different colours to highlight which 

month each patient needed to be reviewed. When the clinics had been set up by the 

assistant practice manager, the administrator would start to book in paired appointments, if 

necessary adjusting slots and clinic times to accommodate them. She sent out a letter to 

each patient with the details of both appointments. The letter asked patients to phone to 

confirm attendance, in keeping with their usual system of opting in for appointments. Three 

attempts were made as with usual care.  

The appointment letter was based on the template provided by the 3D research team which 

included information about 3D and alerted the patient to the intention to ask about their 

concerns and all health problems. The depression questionnaire PHQ9 was sent with the 

letter and patients were asked to complete it and bring it with them but did not always do 

so. For the first round of reviews the appointments were spaced a week or so apart to allow 

for the pharmacist review in between appointments. Because there was no pharmacy review 

the second time, the administrator felt it would be easier for her and for patients to arrange 

both parts of the review consecutively on the same day. However, this meant patients were 

at the practice for a long time, which could be difficult for patients who relied on a lift from a 

neighbour or who found it too much to take in at one time. In fact, the administrator said 

she did not find much advantage to arranging reviews in this way and it also meant that the 

results of any blood tests taken by the nurse were not available to the GP. The intervention 

intended that each patient should have two separate visits to allow time for results to be 

available for the GP part of the review.  

When explaining the length of reviews, the administrator said clinicians had told her to give 

nurses 45 minutes and GPs 20 minutes for the reviews, based on instructions from the 

research team. A nurse later told me that 3D patients with COPD would have a 50-minute 
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nurse slot and those without would have 40 minutes. Observation of reviews later revealed 

that the nurses did not realise that they would not need to repeat all the clinical 

measurements the second time. 

Although at the first training session the practice agreed to create embargoed appointments 

for 3D patients wishing to book an appointment in between reviews, they did not in fact do 

this. No changes were made to their usual system perhaps because the practice felt that 

they already offered good continuity of care and patients could see the GP of their choice 

subject to availability. However, one patient referred to the difficulty of getting an 

appointment with her preferred GP. Patients were allocated to their usual GP for the 3D 

reviews with some exceptions to ensure even distribution of 3D patients. Clinicians later 

disparaged the idea that 3D patients should have special treatment by showing their 3D 

card. GP1 said, laughing, that the card was seen by patients as ‘kind of a fast pass ticket for 

Disney or something, it meant that they would get prioritised’.  

Patients taking part in 3D were ‘excepted’ from the usual system of pharmacist review that 

applied in the practice. Instead, a pharmacist employed by the local NHS organisation 

conducted 10-minute reviews of each 3D patient’s medication remotely and then suggested 

any changes that might optimise the medication regime. This contrasted with the much 

longer reviews done by the practice’s own linked pharmacist who would see the patients in 

person and would be much more familiar with their medication and medical history. The 

research team arranged for a secondary care geriatrician to accept calls for advice about 3D 

patients from intervention practices. However, this aspect of the intervention was not taken 

up. Table 5-11 summarises the administrative arrangements that applied in Lovell practice 

and the changes they made for 3D reviews. 

Overall, this practice made great efforts to organise both rounds of 3D reviews despite 

difficulties caused by taking over another single-handed practice in a neighbouring village. 

They were patient-centred in their practice ethos and in the opinions they expressed at the 

training and in later interviews and were open to change. Their main frustration was with the 

relatively poor functionality of the template in their computer system and in common with 

other practices they found fitting in the two-part reviews very challenging. 
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Table 5-11: Changes to Lovell systems to accommodate 3D 

Care features 

specified by 3D 

Existing practice system  System changes made for 3D  

Continuity of care 

with named GP and 

nurse 

Small GP practice with only 3 partners. 

Practice claimed that patients can 

usually see GP of their choice and tried 

to ensure the patient was booked with 

the same GP throughout each episode 

of care. The patient was booked with 

the first available GP for each new 

episode of care.  

The usual GP was allocated as 

named GP for 3D for most 

patients. However, some 

patients were allocated to a 

different GP to ensure even 

spread of 3D patients between 

the 3 GPs. No other changes 

were made. 

Patient recall for 

reviews every 6 

months  

Annual reviews based on when last 

review took place. Administrator used 

spreadsheet from EMIS search to 

identify patients due review. Patients 

with diabetes or COPD reviewed 

annually in the community hospital by 

a specialist GP who was not their own 

GP. Recall managed by the hospital. 

The practice recalled patients for the 

interim half yearly appointment with 

their specialist practice nurse. 

Adjusted to recall all 3D 

patients 6 monthly. Hospital 

recall continued so some 

patients were receiving single 

disease hospital reviews close 

to their 3D review and those 

patients had 3 reviews in the 

year.  

Letter sent inviting 

patient for 2-part 3D 

review  

Appointment for review sent to 

patients who were asked to confirm 

their attendance. 

Appointments for 3D review 

managed in the same way. 

Paired nurse and GP 

appointments sent to patients. 

Longer appointments 

for reviews of all 

conditions at once 

and identification of 

any other health-

related problems 

Some reviews combined conditions 

but not COPD and diabetes together. 

Longer appointments given for 

patients with multiple conditions up to 

a max of 1 hour. 

40 minutes allocated for all 3D 

reviews unless the patient had 

COPD in which case 50 minutes 

was allocated. 

Pharmacist to 

perform medication 

review 

Pharmacist attached to the practice 

who reviewed patients with 

polypharmacy in person. Patients’ 

history generally well known to the 

pharmacist. 

3D patients reviewed by 3D 

pharmacist employed by area 

health authority, who did 

reviews remotely. 

Availability of 

(longer) 

appointments with 

named GP between 

reviews when needed 

Patients asked for this as needed. 

Receptionists try to accommodate 

patient request. 

No different arrangement 

made.  
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5.9 Summary and discussion 

These four practices demonstrated the range of characteristics found in the full sample 

recruited for the trial, varying in size, deprivation of their population and organisational 

characteristics. They varied in their opinions about the intervention, although all were 

essentially in favour of the principles and could see benefits in providing care that was more 

patient-centred. Some were already implementing aspects of 3D, e.g. continuity of care and 

combined reviews, and saw potential in 3D to support what they wanted to achieve.  

The four practices also demonstrated differences that represented most of the range of 

variation in implementation in the full sample, concerning the way 3D review appointments 

were arranged and ultimate reach. In the smaller practices, Beddoes and Lovell, almost all 

clinicians were involved in delivering 3D, whereas in Davy and Harvey a minority of GPs were 

involved. These two larger ones differed in that Harvey informed and involved the whole 

reception team in booking appointments when patients phoned in, whereas in Davy one 

member of staff was responsible for sending specified appointments to each 3D patient. 

Beddoes and Lovell also differed from each other in how they offered the review 

appointments. In the former it was the patient’s responsibility to phone and arrange the 

review on receipt of a letter, and in the latter an appointment was sent which the patient 

had to confirm.  

All case study practices experienced some delay in getting started, which was most extreme 

in the case of Davy. Delays were due to various combinations of difficulty in scheduling the 

training, staff sickness, organisational changes and staff shortages. This meant they all 

experienced some time pressure to fit the reviews in and required more support from the 

researchers than had been anticipated. This was common across the trial. Practices tried 

different methods of spacing the two linked review appointments, consecutively on the 

same day or separated by days or weeks, but no arrangement seemed to make it easier to fit 

them in, mainly because of the difficulty of arranging appointments co-ordinated between a 

specific doctor and nurse. None of the case study practices managed to accommodate longer 

appointments between reviews with the named GP for 3D patients, except for those 

complex patients already flagged as needing double appointments. No practices approached 

the hospital-based physician for advice. 

Continuity of care was an important component of the intervention to support a patient-

centred approach and was recognised as such by patients as will be seen later in Chapter 8 
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section 8.4.1. It was also considered advantageous by most clinicians, but the case study 

practices varied in how they implemented this. Lovell and Harvey both continued with their 

usual practice whereas Beddoes tried to ensure that patients saw their named GP, which 

created a difficulty for those patients who had been allocated to a different GP for the 

purposes of 3D. Davy had low continuity of care, which did not improve as the practice 

organisation did not support continuity in arranging GP appointments. Overall quantitative 

results of the trial showed a small improvement in continuity of care which reflects my 

findings from the case study practices. 

Pharmacist reviews were another element where implementation differed. In Beddoes, the 

reviews were carried out by their existing practice pharmacist in home visits to the patient. 

In the others, they were carried out remotely by a pharmacist with no previous direct 

association with the practice and who did not therefore know the patients. Lovell had their 

own pharmacist who was familiar with the patients but used the remote 3D one for 3D 

patients. This reduced the perceived value of the pharmacist review. 

The training received by clinicians and administrators to implement 3D also varied across 

geographical areas and practices. In some areas, administrators attended the clinicians’ 

training, creating the opportunity for both administrators and clinicians to discuss adoption. 

In others, the administrators had an informal discussion with the local researcher and it was 

left to them to decide how they would arrange reviews. A better understanding of an 

individual practice’s administrative systems and providing advice on the best way for 3D to 

integrate with them might have helped to achieve greater reach. In Beddoes where the 

practice did jointly discuss implementation, and in Lovell where their system was highly 

compatible with that used for 3D, problems resulted solely from lack of appointment 

availability. At Harvey, although the system was essentially the same as for usual LTC 

reviews, they encountered some additional problems due to the loss of their key 

administrator and several GPs. At Davy, the 3D administrators’ isolated way of working 

compounded the problems due to staff loss. 

I was particularly interested in the evidence of a patient-centred ethos in the practices and 

how each practice approached delivery of care. Variation in ways that practices organised 

usual care reviews could be interpreted as reflecting different points on a continuum of 

patient convenience versus practice convenience and different positions regarding patient 

versus practice responsibility for managing health. The former might reflect the relative 
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priority given to the practice’s organisational needs versus patients’ needs. The latter might 

reflect general beliefs and expectations about patient behaviour to do with the extent to 

which patients were willing to take responsibility These could be seen as indicators of 

patient-centredness. Other indicators of patient-centredness that I observed or identified 

were receptionists’ responsiveness (also indicated by the screen-free reception in Harvey), 

varying policies towards appointment length and combining reviews and the extent of the 

practice’s willingness to address all the health concerns patients wished to raise within one 

appointment. The weight attached to continuity of care, as reflected in efforts made to 

implement it, and the extent to which practices accommodated patient requests to see their 

usual doctor also seemed indicative of a patient-centred ethos. Patients usually prefer 

continuity of care, especially those with complex health issues, and it is associated with 

greater patient satisfaction.  

These observations are reflected in a visual measure I designed that could be used to map 

indicators of the patient-centredness of practices and compare their overall patient-

centredness by means of a visual profile (Figure 5-1). The domains are derived from 

integrating data from my observations and field notes of training and visits to the practice 

with practices’ and patients’ comments. These were compared with concepts of patient-

centredness, including sharing power and responsibility with patients. Although not 

validated, the measure provided interesting comparisons between the four case study 

practices, which are discussed below. 

For example, Lovell, was very flexible in allowing patients to raise additional concerns during 

nurse appointments and clinicians saw it as their duty to meet expressed need indicating 

patient-centredness. However, the practice assumed responsibility for ensuring patients had 

required follow-ups as they were not confident that patients would do it themselves, thus 

potentially reducing patient empowerment. They wanted patients to take more 

responsibility for their healthcare but apparently had a low expectation that they would.  
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Figure 5-1 Indicators of patient-centredness of practices 

 

Continuity of care was controlled mainly by the practice (for each new episode of care they 

would book the patient with any one of the three GPs according to earliest availability) but 

on the other hand they all knew their patient cohort well, communicated freely with each 

other and claimed that they practised in similar ways. This offered patients consistency and 

continuity in longitudinal care (as opposed to relational continuity which they also had in 

some measure) and patients were also free to request a specific GP, which receptionists said 

they would accommodate if they could. Harvey had a robust continuity of care policy, 

arranged appointment length according to need and had a very welcoming reception team. 

Davy rated lowly on all counts and Beddoes were rated highest on empowerment but also 

had pretty good continuity and knew their patients well. An example of the visual measure 

completed for Davy and Lovell are shown in Figure 5-2. 
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Figure 5-2: Examples of the visual profiles of the patient-centredness of practices 

 

In respect of practice and clinician attitudes to patients and patient-centredness, the training 

observation and interviews with clinicians were particularly illuminating using the conceptual 
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diagrams of components and indicators of clinician patient-centredness (Figure 3-1 and 

Figure 3-2) for reference. Although all clinicians seemed to want to practice in a patient-

centred way, in many cases the practice systems were not conducive to this. Two notable 

exceptions were at Harvey where the practice recognised the benefits of continuity of care 

and took steps to deliver it and at Lovell where clinicians expressed their sense of obligation 

to address all the health concerns a patient raised and did not adhere strictly to planned 

appointments. Some clinicians held beliefs about patient behaviour that discouraged greater 

patient empowerment and involvement in care. For example, the belief that patients did not 

want to get involved in their health care or take responsibility for managing their condition 

by making life-style changes. However, this was sometimes an example of empathy in 

recognising that some patients would not be able to undertake increased responsibility or 

were not motivated to make life-style changes in their difficult circumstances. Interestingly, 

one clinician hoped that the intervention would result in patients feeling listened to, valued 

and better cared-for, which was the way several patients experienced it (described in 

Chapter 8 section 8.3.1) and which seemed therefore an indicator of the patient-centredness 

of both the clinician and the intervention. 

Other comments that created threads to follow through in later evidence included the lack 

of specific skills training in agenda setting and goal-setting, the need to have hands-on 

training with the template and the aspects of the intervention that were considered novel. 

The recognition (or not) of novelty and need for change in their way of practising arguably 

related to the degree of awareness of the patient-centredness of their own practice that 

clinicians had.  

The dominant thread was time. Having enough time to accommodate all the components of 

the reviews and to fit in the longer appointments was a concern but at the same time 

clinicians recognised the value of longer appointments for meeting the needs of the patient. 

The ambivalence around the longer appointments was an interesting factor to explore and 

was perhaps the biggest barrier to increasing patient-centredness. The anticipated problems 

around accommodating the longer appointments suggested that practices did not always 

recognise the potential of the intervention to replace existing time commitments in long-

term condition reviews or to save time by amalgamating appointments for different issues 

into one longer appointment. One training attendee at Beddoes did however hope that they 

would be ‘spending time to save time’. This played out through the trial and was certainly a 

factor in the practices’ later decision not to continue with the intervention. 
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5.10 Conclusions 

Sampling of case study practices was based on anticipated adoption extrapolated from early 

indicators and the assumption that adoption would affect delivery. The aim was to achieve a 

sample that demonstrated variation in implementing the intervention in a range of contexts 

and this was achieved. The coherence of the administration team seemed to be an important 

factor in achieving good reach but could be overwhelmed by external factors such as a 

shortfall in clinical staff. Several important themes were identified in these early interviews 

and observations that served as indicators of patient-centredness and predicted practice 

response.  
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Chapter 6 Clinicians’ delivery of the 3D intervention 

6.1 Introduction 

This chapter addresses Objective 4: to observe and evaluate how clinicians delivered the 

intervention during 3D patients’ LTC reviews, and to what extent patient-centredness was 

evident. The chapter presents cross-trial themes derived from observations of 3D reviews in 

case study practices and additional intervention practices. For a full description of 3D 

reviews see Chapter 1, section 1.5.2. Some LTC reviews in usual care practices were also 

observed to provide a comparator.  

The focus of this chapter is on intervention fidelity, including delivery of the components 

included in the computer template and a patient-centred approach. As discussed in Chapter 

1, section 1.2, patient-centredness is not easy to define. However, there are agreed core 

aspects which feature in the definition used for the 3D trial (Box 6-1) and which were 

intended to be supported by the various components of the intervention. All these aspects 

require the clinician to attend carefully to the patient, facilitated by good communication in 

both directions [182]. 

Box 6-1: Criteria of patient-centredness used in 3D trial 

The effect of template use is significant because it was the main means by which the trial 

team tried to ensure fidelity of intervention delivery during LTC reviews and promote a 

patient-centred approach. However, a paradox arises because computer use, and template 

use has been associated with inhibited communication and reduced patient-centredness [72, 

183, 184]. The findings will show that use of a template with patient-centred components 

A patient-centred approach includes: 

1. A focus on the patient’s individual disease and illness experience: exploring the 

main reasons for their visit, their concerns and need for information. 

2. A biopsychosocial perspective: seeking an integrated understanding of the whole 

person, including their emotional needs and life issues. 

3. Finding common ground on what the problem is and mutually agreeing 

management plans. 

4. Enhancing the continuing relationship between the patient and doctor (the 

therapeutic alliance). 
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could be beneficial to patient-centred care, despite some negative impact on 

communication. This paradox is discussed further in section 6.8 at the end of the chapter in 

light of the findings.  

The detail of the methods used to meet Objective 4 on clinicians’ delivery of the intervention 

to patients via 3D reviews is described in Chapter 4, section 4.5 and in Table 4-1. Briefly, 

methods included: 

• Observation of clinicians delivering 3D reviews using the purpose-designed 3D 

computer template in the four case study practices  

• Observation of review delivery in four other intervention practices  

• Observation and field notes from all these occasions.  

• Observation of LTC reviews in four practices in the usual care arm of the trial 

In each case study practice the aim was to observe as many as possible of the GPs and nurses 

who were delivering 3D reviews, so patients were purposively sampled depending on the 

clinician they were seeing. Observing reviews in other intervention practices maximised the 

opportunity to note similarities and differences in how reviews were delivered. The 

observation of reviews in usual care practices provided further insights by comparison to 3D 

reviews. 

6.2 Development of coding framework 

Data concerning clinicians’ delivery of 3D reviews, which included all 28 3D review 

recordings, were analysed cross-case by theme, and compared with analysis of the 9 usual 

care review recordings to produce the findings for Chapter 6. A cross-case analysis was 

carried out because individual variation was greater than variation by case, for example the 

way that biopsychosocial issues were explored.  

All review transcriptions were listened to carefully and annotated with the observation notes 

about body language and actions and anonymised as described in Chapter 4, section 4.5.4. 

The video recordings were carefully viewed, and the transcripts were additionally annotated 

with direction of gaze and other detail relating to behaviour and actions. Listening to the 

recording and correcting and annotating the transcript familiarised me with the data, which 

facilitated coding and judgement of patient-centredness of the reviews. The notes about 

body language provided evidence about patient-centredness using identified indicators of 

patient-centredness as reference. These indicators were derived from suggestions by the PPI 

group (see Appendix 10 for original list and for example of a PPI contributor’s advice about 
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content for training clinicians in the 3D patient-centred approach) combined with indicators 

based on the literature and included in the conceptual diagrams of patient-centredness 

(Figure 3-1 and Figure 3-2 in Chapter 3).  

A combination of a priori and data-derived codes were used for coding in NVivo (see Table 

6-1). The left -hand column shows the entire list at the end of coding and the right hand 

column shows the order in which codes were added and whether they were a priori, 

organising, sensitising or inductive codes . The a priori codes were drawn from the 

intervention components, including the template and the definition of patient-centredness 

used in the trial (see Chapter 1 Table 1-1 and Box 6-1). Codes based on indicators of patient-

centredness suggested by the PPI group e.g. opening and ending the consultation (see 

Appendix 10), or influenced by exposure to Conversation Analysis (‘no problem preferred’ 

and ‘trouble’) were the result of my sensitisation to those aspects and were thus part a priori 

and part inductive. For example, I used ‘trouble’ to code data extracts where there was 

misunderstanding or lack of alignment between clinician and patient. I have called these 

codes ‘sensitising codes’. Other (purely inductive) codes arose directly from the data e.g. 

‘improve and adapt’ and ‘patient-directed’ and some codes appearing in the NVivo code list 

were higher level codes to organise groups of codes e.g. ‘components’.  

The four criteria of patient-centredness used in 3D, intervention components and an 

additional theme ‘use of template’ formed the final themes for reporting the findings. 

Following coding I excluded some codes that did not seem directly relevant to the research 

questions e.g. safety-netting, and combined the rest of the codes into themes that were 

used in a matrix framework. Table 6-2 shows how the analytic framework evolved from the a 

priori codes (column 1), plus additional codes (column 2) to themes for the matrix 

framework (column 3) and finally into over-arching themes (shown in red text in column 4) 

that are used in reporting the findings. Assessment of whether each component had been 

delivered using a patient-centred approach was a part of assessing fidelity of delivery of all 

components but was not reported as a separate theme. It is discussed further in section 6.8. 
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Table 6-1: List of codes for Objective 4 

 

 

 

Final code list Codes listed by date created Sources References Created On

Delivery of 3D reviews Template 40 122 03/02/2015 15:27

3D card Agreeing patient agenda 40 135 03/02/2015 15:29

3D explanation Depression 20 29 09/02/2015 18:14

Action Medication review 29 39 12/01/2016 18:09

Activated patient Health plan 24 49 12/01/2016 18:10

Carer contribution Co-ordination of care 3 4 12/01/2016 18:15

Checking patient understanding Goal setting 9 23 18/03/2016 12:58

Clinician agenda Length of appointment 12 19 03/08/2016 19:06

Closing off Improve and adapt 3 3 03/08/2016 19:30

Components Exploration of issues 33 93 04/08/2016 10:41

Agreeing patient agenda Negotiation 23 47 04/08/2016 11:24

Eliciting concerns Agenda balance 27 78 04/08/2016 12:25

Continuity of care Individual illness experience 26 65 04/08/2016 12:35

Depression Ending of consultation 29 31 04/08/2016 12:42

Goal setting Opening of consultation 30 32 26/10/2016 15:51

Health plan Reference to previous review or part 1 13 27 26/10/2016 15:54

Medication review 3D explanation 10 15 26/10/2016 15:56

Memory Building relationship 30 90 26/10/2016 17:20

Quality of life Finding common ground 29 90 26/10/2016 17:31

Confirming clinician understanding Psychosocial 23 55 26/10/2016 17:39

Co-ordination of care Checking patient understanding 6 8 26/10/2016 17:42

Ending of consultation Confirming clinician understanding 9 20 26/10/2016 17:43

Explanation and education Patient agreement 13 23 26/10/2016 17:53

Follow up Summarising and clarifying 11 19 26/10/2016 17:55

Improve and adapt Treatment proposal 27 64 26/10/2016 17:56

Length of appointment Continuity of care 13 25 26/10/2016 18:21

Negotiation 3D card 2 2 26/10/2016 18:33

No action other problems raised 6 8 12/12/2016 11:43

No problem preferred Delivery of 3D reviews 0 0 12/12/2016 11:48

Opening of consultation Closing off 18 45 06/01/2017 10:06

Patient agreement Template driven 25 58 06/01/2017 10:10

Patient-centred Patient directed 35 161 06/01/2017 10:53

Building relationship Explanation and education 34 86 06/01/2017 12:13

Finding common ground Clinician agenda 21 49 06/01/2017 12:17

Individual illness experience Patient-centred 35 308 06/01/2017 12:21

Psychosocial Components 46 337 06/01/2017 16:30

Patients' priorities Quality of life 18 34 06/01/2017 16:36

Agenda balance Follow up 18 43 07/01/2017 17:47

Exploration of issues Action 14 21 09/01/2017 07:08

other problems raised Eliciting concerns 31 49 09/01/2017 10:43

Patient directed Trouble 7 15 10/01/2017 13:11

Reference to previous review or part 1 Interaction with researcher 17 28 23/01/2017 14:09

Safety-netting Carer contribution 2 8 30/01/2017 12:49

Summarising and clarifying No problem preferred 6 9 30/01/2017 12:56

Template No action 10 20 01/02/2017 13:47

Template driven Memory 3 3 10/02/2017 16:17

Treatment proposal Safety-netting 5 7 10/02/2017 16:39

Trouble Activated patient 1 7 09/03/2017 15:07

Interaction with researcher Patients' priorities 44 540 01/11/2017 16:47

A priori  codes

Sensitising codes (from Conversation Analysis or indicators)

Inductive codes

Organising codes
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Table 6-2: Codes and themes used in the analysis of review recordings 

A priori codes Additional codes selected for 
analysis with a priori codes  

Themes developed into matrix 
framework  

Overarching themes 
(patient-centredness criteria) 

Corresponding 3D 
components 

Agreeing patient agenda 
Eliciting concerns 
Individual illness 
experience  
Patients’ priorities 

Clinician agenda 
Closing off  
Confirming clinician 
understanding 
Follow up 
No problem preferred 
Agenda balance 
Opening of consultation 
Exploration of issues 
Other problems raised  
Patient-directed 

Opening of consultation 
Eliciting concerns and setting 
agenda  
Exploration of issues  
Understanding illness experience 
 

Agreeing patient agenda Includes: 
(A focus on the patient’s individual 
disease and illness experience) 
(Finding common ground on what 
the problem is) 

Creating a patient agenda 
combining patient and 
clinician concerns 

Cognitive screening 
(memory)  
Depression  
Psychosocial 
Quality of life 

 
Psychosocial Biopsychosocial perspective 

(A biopsychosocial perspective) 
Identifying and managing 
depression 
Holistic review 

Co-ordination of care 
Finding common ground 
Goal setting 
Health plan 
Medication review 
 

Activated patient 
Checking patient understanding 
Negotiation  
Patient agreement 
Summarising and clarifying 
Treatment proposal 
Trouble 

Finding common ground  
Health plan and action 
summaries 

Health plan 
(Mutually agreeing management 
plans) 

Agreeing a health plan  

Building relationship 
Continuity of care 
 

Reference to previous review or 
part 1 
Checking patient understanding 
Opening and ending consultation 

Continuing relationship Continuing relationship 
(Enhancing the continuing 
relationship between the patient 
and doctor/nurse)  

Continuity of care 

Template  Template driven Use of template Use of template Template 

Patient-centred 
Components 

Length of appointment 
Template driven 

All the above and body language 
(based on observation notes) 

Patient-centred approach Patient-centred approach 
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The coding matrix framework that I developed for this analysis had themes in columns with 

individual reviews appearing in rows. Reviews (rows) were grouped by professional role (GPs 

and nurses) and by intervention or usual care so, for example, all intervention GP reviews 

appeared in consecutive rows in the framework, to facilitate comparison within and between 

GPs and nurses and between intervention and usual care. Each cell contained a short 

summary and extracts of the corresponding review as it related to the theme. This enabled 

comparison between individual reviews as well as an overview of each theme. Table 6-3 

shows a sample of the matrix used for this purpose. 

To provide a comprehensive evaluation of fidelity of intervention delivery, my findings from 

analysis of review recordings were integrated with those regarding delivery of review 

components, obtained from the analysis of electronic data capture by other members of the 

trial team. This enabled overall evaluation of intervention fidelity during reviews, including 

whether each component was delivered (dose) from the quantitative electronic data and the 

manner of delivery (how it was delivered) form the qualitative data. Together this facilitated 

an evaluation of the overall patient-centred approach of the intervention, that included the 

patient-centred intervention components and the patient-centred manner of the individual 

practitioner. 

To increase confidence in the review delivery findings based on review recordings, double 

coding of six review transcripts was undertaken by two members of the PPI group (JB and 

RS). My supervisor (LW) and a senior qualitative researcher on the trial team (AH) double-

coded a further six. Three transcripts were also discussed with the whole PPI group. This 

served to confirm themes and identify divergent opinion where it existed. The involvement 

of JB and RS and the rest of the PPI group was particularly helpful in making judgements 

about patient-centredness, as patients vary in their preferences for consultation style. 

Differences in perceptions were discussed to elucidate the reason for the divergence. This 

served to enhance understanding of the complexity of the therapeutic relationship and the 

need for clinicians to adapt their style to suit different patients. 

In all quotes in the results, case studies are referred to by pseudonyms (e.g. Beddoes), the 

four other intervention practices by Int1-4, and the four usual care practices by UC1-4. GPs, 

nurses and patients are referred to as GP, NU and Pt with a number and a practice identifier. 
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Table 6-3: Sample of framework matrix used for analysis of patient-centredness in delivery of reviews 

HP and 
patient 

Opening 
consultation 

Eliciting 
concerns and 
setting agenda 

Exploration of 
issues 

Understanding 
illness 
experience 

Continuing 
relationship 

Psycho-social Finding common ground Use of template Body 
language 

Health plan 
and action 
summaries 

Harvey 
GP2 
Patient 
b60012
4 

Makes 
reference to 
nurse 
consultation 
'she went 
through 
some stuff 
with you 
and wrote 
this plan'. 
Also refers 
to recording  

Says he will 'go 
through what 
you said to 
[NU1] and one 
or two other 
things and we’ll 
just see if 
there’s anything 
else we can be 
doing to help 
you at the 
moment'. 'Was 
there anything 
you wanted to 
say other than 
what NU1 had 
written here?' 

Thoroughly 
explores 
depression, 
pain and sleep. 
Asks about 
previous 
treatment. 

What does it feel 
like being you at 
the moment?' 
Listens to her 
telling him about 
her pain. Not 
getting dressed 
'Is that to do 
with physical 
comfort or is 
that to do with 
your mood and 
being down?' 

Has well-
established 
relationship. Talks 
in way that shows 
knowledge of her 
circumstances 
and shows 
empathy 

Shows 
knowledge of 
family 
members. 
Encourages 
psychosocial  

Twice patient suggests 
something and GP agrees. One 
is about going out for lunch on 
her birthday. The other: 
Patient 'What about the 
vitamin D, if I’m not going out 
anywhere, would that affect 
….' GP2 'Yeah, that’s a good 
thought actually, yeah that is a 
good thought.  Have we ever 
checked that with you?' Also 
GP tries to move patient 
towards getting some listening 
therapy again. Patient not 
enthusiastic  

Not obvious. 
Brief use to 
check 
information. 
This GP did not 
complete it as 
intended. 

Faces patient 
almost all the 
time. Listens 
attentively. 

Summarises 
and specifies 
plan. Pain - 
add 
paracetamol. 
Mood - 
suggests CBT 
and family 
outing as 
agreed. Sleep 
- has no easy 
answer. 
Blood tests 

Harvey 
GP3 
Patient 
b60019
5 

Introduces 
self as not 
previously 
met then 
refers to 
nurse 
appoint-
ment 

At beginning 
'do you want to 
just tell me how 
you’re getting 
on with it?' 
Towards end 
'any other 
issues that you 
feel that we 
should talk 
about that we 
haven’t talked 
about that are 
bothering you?' 
Covers all issues 
that both she 
and patient 
wish to discuss. 

Goes into 
detail about his 
epilepsy and 
what he thinks 
about 
controlling it. 
Discusses the 
reasons for his 
having become 
more stressed 
and drinking 
more. Explores 
headache and 
use of 
painkillers.  

Listens 
attentively to 
patient 
describing his 
epilepsy attacks 
and what 
triggers it and 
how they might 
be managed 
with changes to 
his working 
pattern. Shows 
understanding 
of the link 
between 
epilepsy, stress 
and depression 

Introduces herself 
at the start 
because they had 
not met before. 
Takes trouble to 
find out about 
him and his 
concerns and his 
homelife. Shows 
understanding 
and empathy. 
Patient expressed 
great 
appreciation in 
follow-up 
interview and felt 
he would be able 
to work with her 
well 

Discusses 
need to 
reduce work 
shifts and 
takes trouble 
to understand 
his home 
situation. Is 
empathic 
about stress 
from work 
and how that 
affects him. 
Enquires 
about 
financial 
situation    

Works collaboratively with him 
to agree what action he is 
going to take to address his 
depression and epilepsy. GP3: 
'So that would be one good 
thing to try and sort out, the 
working patterns at work.' 
B600195: 
'Mm.  Definitely.' The patient 
had considered what he would 
do and she summarised and 
concurred with the plan and 
also suggested other things. 
'Just in terms of the migraines 
it might be useful to keep a 
diary of the headaches.  Is that 
something that you can do?'   

So, as you 
know, we just 
have to fill in 
this thing here'. 

Shows by her 
body 
language that 
she is 
listening. 
Faces patient, 
good eye 
contact. 
Explains 
when she has 
to turn away 
to computer 

Agrees, 
clarifes and 
confirms 
actions with 
patient 
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HP and 
patient 

Opening 
consultation 

Eliciting concerns 
and setting 
agenda 

Exploration of 
issues 

Understanding 
illness experience 

Continuing 
relationship 

Psycho-social Finding 
common 
ground 

Use of template PC indicators Health plan 
and action 
summaries 

Beddoes 
GP1 
Patient 
u26051
6 

How are 
you?' plus 
refers to 
nurse 
review and 
researcher's 
presence 

After medication 
review asks 'Is 
there anything 
else that’s 
bothering you at 
the moment?' 
Patient queries if 
she means about 
her medications 
or generally, GP 
clarifies and 
patient talks 
about back pain. 
After addressing 
back pain GP asks 
'Anything else 
that’s bothering 
you?' 

Explores back 
issue and 
discusses and 
explains 
analgesia use. 
Explores 
various options 

Dialogue with 
patient shows she is 
listening and taking 
time to understand 
exactly what the 
problem is. 
Empathic and 
understanding 
about mobility 
difficulties and joint 
pain. Encourages 
her to see if 
rheumatology can 
help more 

Knows patient. 
Shows 
knowledge of 
her history. 
GP1: ‘I know 
we’ve talked 
about it before 
haven’t we over 
the years… you 
struggle a bit 
with painkillers 
don’t you, 
you’ve had 
various ones in 
the past.’ 

Discusses mobility 
and use of rolator. 
No reference to 
family or home 
circumstances 
otherwise. 
Patient: I mean 
you get used to it, 
and it’s liveable, 
but you know I’d 
love to be a bit 
more active. 
GP1: Is there any 
way we can help 
you be a bit more 
active?  

Patient: I don’t 
take anything 
for a long 
period of time. 
GP1: No, but I 
just wonder 
whether for a 
few days, a 
week or so, if 
we could help 
with your back 
pain a little bit’.   

Template use not too 
obvious. Completes 
fields in an integrated 
way and produces 
printed plan at end 
which is only time she 
refers to computer 
use as she wasn't 
confident of being 
able to make it print 
out 

Inclusive in 
interaction with 
patient. Shows 
computer 
screen and 
good eye 
contact. 
Attends to 
computer in a 
way that does 
not interrupt. 
Does not swivel 
round too much 
as can see both 
patient and 
computer 
screen easily 

Adresses 
problems 
and agrees 
action. 
Records 
plan in 
template 
and prints 
out for 
patient.  

Beddoes 
GP2 
Patient 
u26003
6 

You know 
what you’re 
here for.  
You’ve seen 
the nurse 
and you’ve 
spoken to 
the [pharm] 
on the 
telephone, 
haven’t 
you?'  

So … I’ll open this 
up, which tells us 
what the worries 
are, okay?' Tells 
patient what her 
worries are based 
on nurse agenda. 
Does not solicit 
extra concerns 
and patient is 
prompted by her 
carer to raise 
another pressing 
concern at the 
end when GP is 
concluding the 
review 

Discusses 
problems that 
are on agenda 
patient has 
brought from 
nurse. Provides 
information and 
reasoning about 
problem but 
without 
involving 
patient much. 
Patient raises 
another issue at 
the end after 
GP thinks he 
has finished 
which he 
addresses. 

Questions about 
symptoms but little 
attempt to 
understand from 
patient's 
perspective or 
solicit her opinion or 
encourage 
questions. Put 
words into patent's 
mouth. Only 
example, 'So the 
main thing if we 
could get sorted to 
make you happier, 
other than your 
breathing, is getting 
this dizziness sorted 
isn’t it?'  

Not addressed Not addressed Tended to state 
rather than 
explore or 
discuss. Little 
opportunity for 
patient to 
question or 
contribute 
proactively 

Very obvious. Had 
difficulty printing the 
health plan at the end 
and gave up on it. At 
the start 'we’ve got a 
little template here 
that we can work 
through because 
we’ve also got 
diabetes and you’ve 
also got COPD and the 
bronchiectasis' and 'So 
as we’re working 
through it what crops 
up here is your 
diabetes.'  

Not very 
connected or 
relaxed. 
Dominates talk 
rather than 
allowing patient 
to speak 

Records 
problems 
and actions 
in health 
plan as he 
has stated 
them to the 
patient 
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Table 6-4: Comparison of intervention and usual care observations and patient and clinician perceptions of patient-centredness and template use 

Type of data Themes  

Use of template Agreeing patient agenda A biopsychosocial perspective Health plan Continuing relationship 

3D nurse 
review 
observations 

Template intrusive, was 
followed closely and 
determined questions and 
structure. Nurses often 
explicitly referred to it to 
explain content of review. Data 
entry interrupted flow. 
Unfamiliarity with template 
slowed them down. 

Elicited wide-ranging patient 
concerns, explored in detail. 
Musculoskeletal concerns less 
likely to be explored. Often 
categorised simply as pain and 
mobility problems. Validation 
and prioritisation of patient’s 
agenda in most cases. 

Covered formally in every 
review because of template. 
Template question about 
patient main concern and 
PHQ9 questionnaire could 
prompt exploration of 
psychosocial issues.  

Management plans 
removed from nurse 
responsibility but some 
nurses negotiated 
actions to do with long-
term conditions within 
their expertise. 

Most reviews included 
social chat and strong 
evidence of continuing 
relationship. When the 
nurse and patient did 
not already know each 
other, this did not 
appear detrimental. 

Usual care 
nurse review 
observations 

Template structured the 
reviews but not intrusive as 
patients and nurses familiar 
with it. Usually completed 
during review.  

Restricted to reason for review. 
Other unrelated problems 
occasionally raised but not 
explored in depth. 

Evident in many observations 
but mainly taking the form of 
social enquiry. 

Usual conclusion to 
review was to 
summarise actions 
agreed or confirm no 
change to management. 

One review observed 
in which nurse was 
new to patient. 
Patients usually well 
known to nurse and 
relaxed in the review. 

3D GP 
review 
observations 
 
 
 

 

Template mostly followed but 
in a more free-form way than in 
3D nurse reviews. Overt 
reference to template in 
checking review was complete 
and in printing out health plan. 
Data entry less intrusive than in 
nurse reviews and in some 
cases template use not obvious. 

Varied in extent to which 
previously compiled agenda 
was used. Not all GPs explored 
problems on patient agenda 
because lacked expertise, old 
problem, nothing new to add, 
or considered not relevant. 
Some new problems were 
identified.  

In two thirds of reviews there 
was evidence of in-depth 
understanding of psychosocial 
issues. In others, often where 
not obviously relevant to 
problems to be addressed, 
there was no evidence. 

Health plans agreed in 
almost all cases. 
Occasional patient 
suggestions but mainly 
GP suggestions agreed 
to by patient and all 
formulated by GP rather 
than patient. Written 
plan not always 
provided. 

Several patients had to 
see a different GP for 
3D reviews.   

Usual care 
GP review 
observation 

Had to use computer frequently 
to look up information. He 
apologised to the patient for 
the interruption to his 
interaction with her. 

Patient wanted to talk about 
other problems, not LTCs. GP 
reviews LTCs and medications 
at length then addresses other 
problems. 

Not evident. Gives prescriptions and 
states when to review. 

No previous 
encounter. This 
affected consultation 
as GP had to look up 
past history. 
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Results are summarised under use of template and four themes derived from criteria of 

patient-centredness reflected in the intervention components: agreeing patient agenda, a 

biopsychosocial perspective, health plan and continuing relationship as shown in Table 6-2. 

Each theme includes data from both nurse and GP reviews. Table 6-4 provides a brief 

summary of the results to facilitate comparison followed by more narrative detail for each 

section. The one GP usual care review is not discussed beyond the summary in Table 6-4, 

because very little could be inferred from one observation of this kind. 

6.3 Use of template 

In observed reviews, both intervention and usual care, patients frequently waited to speak 

until the clinician had finished data entry on the computer or retrieved information such as 

medication, investigations or hospital reports. Computer use disrupted dialogue and the loss 

of eye contact often seemed to limit what patients said. This sometimes seemed an 

intentional strategy by clinicians. They resumed eye contact to reinforce communication, 

when soliciting specific information or when instruction was being given. Computer activities 

caused less disjunction when the position of the screen did not require clinicians to turn 

completely away from the patient, and clinicians could switch their attention more easily 

between patient and computer or share what was displayed.  

The use of a template could routinise reviews and create additional communication barriers. 

Template questions were sometimes asked in a way that suggested answers or cued a ‘no 

problem’ answer, especially when the patient’s general demeanour, or personal knowledge 

of the patient, suggested a problem was unlikely. This made questions appear insignificant 

and asked solely to achieve template completion.  

Nurse: And you’re fully mobile ...  

Patient: Yes.   

Nurse: And no problems washing and dressing …  

Patient: No.  

[Observation Beddoes NU1 Patient 5] 

It was evident that the template structured and ensured completeness of reviews in both 

intervention and usual care. The 3D template also prompted a very comprehensive review, 

which included additional components compared to usual care reviews. The monthly 

electronic capture of data from the 3D template (Appendix 9) showed that completion rates 

of all fields in the 3D template were very high, especially those in the nurses’ part of the 
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review. Certainly, clinicians who were observed delivering 3D reviews completed every part 

of the template.  

6.3.1 Nurses 

The different structure and unfamiliarity of the 3D template clearly affected nurses’ conduct 

of reviews, forcing them to attend carefully to the template and making the reviews flow less 

well than in usual care.  

Nurse: Because it’s quite new I’m going to talk through the template because 

although I’ve probably done about 20 of these they’re still not coming off like the 

patter like I’m used to. [Observation Harvey NU1] 

Some nurses were confused at times by the questions and were uncertain how to answer.  

Nurse: You see, this is what confuses me. …you complete dyspnoea, right… and 

then you get another question, dyspnoea, again and I don’t know why because 

I’ve already said no breathlessness and then this came up. [Observation Int3 

NU1] 

In other cases, they were uncertain because the question covered a condition outside their 

skill base e.g. atrial fibrillation, in which case they might omit it.  

In contrast to 3D, usual care templates were clearly very familiar to the nurses and not 

explicitly mentioned during reviews. Template use was less obvious, although the nurses 

often turned to the computer to enter data. Patients more often continued to talk while data 

was being entered, suggesting that, like the nurses, they were more relaxed with the familiar 

process. Some nurses had created a checklist based on the template and made handwritten 

notes to reduce computer use during the consultation.  

6.3.2 GPs 

GPs often spent significant time looking up previous records and clinical letters to get a 

proper history of the patient’s problem. Data inputting was also evident, but GPs had fewer 

data fields to complete in the 3D template than nurses, so often their use of the template 

was less obvious than in nurse reviews. However, like nurses, they used the 3D template to 

structure care, which was evident in how they turned to it to confirm or explain their next 

step.  
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GP: So we’ve done the bit on medication.  And now we’re going to get to the bit 

where we…make some plans for things we’re going to achieve in the next 6 

months.  Okay? [Observation Harvey GP1]  

Some GPs had difficulty with the template, especially at the end when it came to printing the 

health plan. This caused delay and the GP sometimes turned to me for help. 

GP: I think we’ve covered everything.  [mouse clicks, looking at computer.] …  I 

think I’ve done everything.  [talks to herself. Leans in to peer at computer. 

Patient sits back and folds arms waiting for her to finish with computer] I’ve got 

a, oh that’s okay, okay.  Right, [continues to type] [Observation, GP1 Davy] 

6.4 Agreeing patient agenda 

This theme includes data related to two patient-centredness criteria:  

1. Focussing on the patient’s individual disease and illness experience and exploring the 

main reasons for their visit, their concerns and need for information  

2. Finding common ground on what the problem is  

Agreeing the agenda involved two steps. Firstly, listening to the patient’s description and 

understanding their framing of the problem. Secondly, the clinician reflecting back a 

statement of the problem, which the patient could accept, refine further or reject. The 

agreed statement of the problem became the agenda item. 

Almost all clinicians in both trial arms listened attentively to their patients describing their 

health issues and explored the concerns with follow-up questions. The difference between 

3D reviews and usual care was in the range of concerns that were raised and in which 

problems were included on the agenda to be addressed in the GP part of the review.  

6.4.1 Nurses 

The first round of 3D nurse reviews usually began with a conventional social greeting, asking 

how the patient was, and confirming the patient understood the 3D review was the purpose 

of the visit. After the initial opening, patients’ concerns were actively elicited with an open 

question, usually using the wording in the template ‘What is the most important health 

problem that you would like us to work on over the next few months?’ Many patients 

responded to the question with a wide range of issues, which the nurses often explored in 

depth and added to the agenda for the GP. Once the patient’s agenda had been determined, 

the LTC reviews were completed. Some nurses did physical measurements first and chatted 
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while doing that, finding out informally about the patient’s LTCs, but most started with the 

patient’s concerns. Almost all worked through the template as given.  

In one example of focussing on the individuals’ illness experience and understanding their 

concerns, a nurse spent a long time listening to her patient’s frustration and distress over 

breathlessness, which could not be explained by a QOF long-term condition. The patient 

became more relaxed and less aggrieved when it was clear that the nurse was being 

empathic and was listening to her concerns and beliefs about the cause of the problem.   

There was some evidence of tension between exploring the patient’s concerns and 

completing the LTC review. In one observed review the question about important concerns 

was superseded by one about asthma which inhibited the patient from raising other 

concerns.   

Nurse: What do you see as the most important health problem that you’d like us 

to work on over the next couple of months?  Is there anything in particular that’s 

concerning you or bothering you?  Is your asthma well controlled at the 

moment?  

Patient: I’ve been using my ventolin a little bit more than normal, but then I’m 

not always at the best at using the clinil, but no, generally speaking my asthma 

doesn’t cause me any problems either.    

[Observation Beddoes NU1, Patient 5] 

More often the question was asked in a way that encouraged patients to talk about all their 

health concerns and patients responded with a wide range of issues, which were often 

unrelated to their existing LTCs. Some patients, however, were unprepared for this question, 

and had difficulty thinking of anything or were vague about the problem.  

GP2: The problems are really the same as before, your mobility and your pain. 

Patient: Old age.  

[Observation Lovell GP1, patient 2] 

Second-round nurse reviews often started by referring to the last review and asking whether 

anything had changed, instead of asking the same question about most important health 

problems. 
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Nurse: Is there anything new from last time you were here that you want me to 

highlight? [Observation Int2 NU1] 

When patients were invited to state what health problems were bothering them most, 

nurses generally accepted the patient’s choice of agenda items. After exploring the problem 

to ensure accurate understanding, the nurses often involved the patient in checking the 

wording to be put in the text box on the template. The nurse either checked that this was 

indeed the problem the patient wanted entered as their main problem, or read out what she 

was typing.  

Nurse: So I’ll put the muscle pain and the fatigue in one and then your mood in 

another one if that’s okay? [Observation Int2 NU1] 

 

Nurse: So shall we say you get gastric problems? 

Patient: Yeah I get gastric problems, yeah  

[Observation Lovell NU1, patient 5] 

Patients hardly ever corrected the nurses’ wording although it was noticeable that nurses 

often translated the problem into more medical language or expressed it generically, and 

very rarely exactly as the patient had stated it. For example, a patient who talked about a 

painful, swollen left knee had this concern recorded as pain and mobility problems. The 

swollen left knee was then overlooked by the GP, who had not been alerted to the specific 

problem. 

In the usual care nurse reviews, the nurses generally had a pattern of starting with a social 

enquiry about how the patient was, confirming the patient knew the purpose of the 

appointment, going through the review and asking at the end if there was anything else. The 

long-term condition review created common ground on the agenda and there was no 

additional exploration of what the patient perceived as their main health problem. 

Notwithstanding, patients did sometimes introduce other problems (e.g. back pain), usually 

when asked how they were at the start of usual care reviews. However, the focus on the 

long-term condition took precedence and nurses usually closed off, referred to a GP or 

ignored other problems, unless these could be related to the condition under review. 

Exploration of the issue was usually much less extensive than in 3D intervention reviews.  
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Patients who were well-used to the LTC review procedure seemed more comfortable with 

raising other issues and at the same time seemed to share responsibility for completing the 

disease checks agenda. A patient reviewed for diabetes wanted to discuss her height loss, 

back pain and memory difficulties at the start of the review, which the nurse accommodated 

by arranging an appointment for her to see a GP. Following that the patient acknowledged 

the need to get back to the review. 

Patient: That’s got that sorted. Right, now we can get back to normal 

[Observation UC3 NU1 Patient 1]  

The following extract from a usual care review begins with social chat, has a form of 

introduction in checking the patient remembers the nurse, and then states the scope of the 

visit. Finally, the nurse seems to give some control over the agenda to the patient but in 

doing so reinforces the limits of what may be discussed (extract in bold).  

Nurse: Is it warm outside as well, is it that sticky …. 

Patient: Heavy, that heavy sort of ….. 

Nurse: Okay so you’ve seen me before, okay. 

Patient: Yes, last time it was late June I think. 

… [nurse refers to recording] 

Nurse: Uhm we’re going to discuss your diabetes, your asthma … 

Patient: Right. 

Nurse: And brush on your blood pressure, because that’s pretty much covered by 

your diabetes today, is that okay? 

Patient: Right, that’s fine yeah.  

Nurse: So have you any preferences what we cover, are you suffering with any 

one of those things more than another?  

[Observation UC1 NU1 Patient 1] 

6.4.2 GPs 

GP 3D reviews usually started similarly to 3D nurse reviews with a social greeting and some 

variation on ‘how are you?’ then referred to the nurse review and the problems highlighted. 

Patients sometimes handed the printed agenda to the GP when they came in, or the GP 

might look it up on the computer. Often the GP would then check if the patient agreed with 

the agenda items included by the nurse or if there was anything else to add. Sometimes the 

GP would go straight into dealing with issues highlighted by the nurse and work through the 

template, just asking at the end if there was anything else. On a couple of observed 
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occasions, instead of looking at the agenda, GPs asked the patient what they wished to 

discuss and checked the agenda later.  

Patient: I’ve got these for you. [hands printed agenda to GP] 

GP: You’ve got these from [NU1], no problem, we can have a look through that 

in a wee second and see.  So, nice to see you.  [Pause while patient sits down].  Is 

there anything that you would like to talk about today? [Observation Lovell GP1 

Patient 6] 

In one case the patient was not asked at all what she wished to discuss, and the GP solely 

used the template and the agenda created by the nurse to structure the review.  

GP: You know what you’re here for.  You’ve seen the nurse and you’ve spoken to 

the [pharmacist] on the telephone, haven’t you?  Fine okay.  So … I’ll open this 

up [opens 3D template on computer], which tells us what the worries are, okay?  

So … okay.  So this is from the nurse, isn’t it, that you saw [Looks at agenda]. 

[Observation Beddoes GP2] 

The patient in this case did eventually manage to get a new concern attended to with the 

help of her carer interjecting at the end when the GP was doing the final paperwork.  

Some patients gave their agenda to the GP without looking to see what the nurse had 

written, as though it was just a way for the nurse to pass on information to the GP. This 

suggested they did not feel they had much input or ownership of the agenda, which was also 

reflected in some GPs’ comments during interviews (Chapter 6).  

6.5 A biopsychosocial perspective  

In both intervention and usual care reviews the nurses and GPs frequently showed 

awareness of biopsychosocial issues and would often ask or already have information about 

patients’ mood, social circumstances and family situations. However, the specific questions 

on the 3D template about wellbeing and the depression screening questions did create 

additional opportunities to explore psychosocial issues in more depth than usually occurred 

in usual care reviews.  

6.5.1 Nurses 

The variation in how the biopsychosocial questions were asked illustrated clearly the 

difference between using the 3D template as a tick-box exercise and using it as a tool to 



 

174 
 

approach the review in a patient-centred way. For example, one nurse observed took 19 

minutes to go through the depression screening questionnaire PHQ9 because each question 

triggered a discussion of the patient’s circumstances, preferences and feelings, facilitated by 

the good rapport the nurse had established and her evident interest. In other observations 

this exploration did not occur, and the questions seemed tokenistic. The nurse ran through 

them quickly from her screen or a printed sheet, and suggested answers or asked the 

questions in a way that expected a ‘no problem’ response.  In some cases, nurses were 

evidently uncomfortable with asking the questions and apologised for them. 

Nurse: This question, have you felt bad about yourself, and I apologise for asking 

you, or that you’re a failure or have let yourself or your family down. 

[Observation Int3 NU1] 

Nevertheless, almost all nurses completed the screening, while varying in the amount to 

which they engaged with the answers.  

As in 3D reviews, in usual care nurses were frequently observed engaging with their patients’ 

social circumstances. For example, the nurse in one practice asked whether the patient was 

enjoying retirement and listened with evident interest to a long account about what the 

patient had done with her time since retiring. However, in the usual care reviews the nurses 

generally did not address mental health specifically, nor use a measure such as PHQ9.  

6.5.2 GPs  

The GPs conducting 3D reviews often referred to patient’s life situations, but of those 

observed, only one female GP did so in a conversational way similar to the nurses. In two 

thirds of reviews observed there was at least some awareness and/or discussion of the 

impact of life circumstances and in several this was a specific focus, particularly when there 

were mental health issues. One patient, having talked about her pain, low mood and sleep 

difficulty was asked about the role of her family, which opened a discussion about her home 

circumstances, with which the GP was clearly very familiar. 

In the five recorded reviews without specific reference to psychosocial aspects, in two it was 

evident that the GP did know the patient well. For the GPs, the priority appeared to be 

solving the problem(s) they were presented with, which were sometimes very complex 

medical problems and did not always include biopsychosocial elements. 
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6.6 Health plan 

Mutually agreeing management plans involved varying degrees of negotiation. At its 

simplest, the clinician proposed a course of action and the patient made a response that fell 

somewhere between strong agreement to strong disagreement. Depending on the response, 

further negotiation might take place, which could be quite complex. Very rarely would the 

patient suggest an action.  

6.6.1 Nurses 

The way the 3D template was set up, the nurses had no obvious role in agreeing 

management plans. However, in one practice the nurse practitioner undertook both parts of 

the review, only referring on to the GP when she encountered problems beyond her skills. 

Many nurses continued to give their usual lifestyle advice about management of the 

registered long-term conditions and in some cases, there was a clear negotiation of an action 

they wanted the patient to take. For example, agreement was reached with one patient, 

whose health was clearly impacted by stressful working conditions, that the priority was to 

talk to his employer to agree a change of hours. In another case consensus was reached after 

initial disagreement over whether to discontinue an inhaler.   

In usual care reviews, I observed several examples of agreeing management plans where the 

nurse took time to elicit and negotiate around patient preferences, in two cases regarding 

change of medication and in another case to do with monitoring blood pressure.  

Nurse: Have you got a [blood pressure] machine at home? 

B680318: No.  I used to but I gave it away. 

Nurse: You can get a really good one for about £25. 

Patient: Right. 

Nurse: And I could get you to do a weeks’ worth of readings at home.  So you do 

two in the morning, two in the evening, [patient nods emphatically] write them 

all down and then just drop it up to the surgery.   

Patient: Right. 

Nurse: Or, because it’s consistently up, we can just increase one of your tablets 

and see what happens then? 

Patient: [immediately says with left hand gesture to confirm] No, I’ll buy the 

machine.  

[Observation UC5 NU1 patient 2] 
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The conclusion of the usual care reviews with a verbal management plan contrasted to the 

3D reviews in which the conclusion was the provision of an agenda for the GP appointment.  

6.6.2 GPs 

For the 3D reviews the creation of a ‘Health plan’ was the culmination of the review and was 

a summary of the plan of action agreed. The template required GPs to impose a particular 

form on this task by filling in the patient’s ‘problems’ and then what the patient could do and 

what the GP could do to address each problem, and then to provide the patient with a 

printed copy. Observation of 3D reviews provided a range of examples, from the GP 

unilaterally deciding the course of action to a fully collaborative discussion and subsequent 

plan. In two observed cases the patient suggested a course of action, which was agreed by 

the GP. One was an activity the patient could undertake with her family and the other was a 

change to treatment. In another case, a GP and a patient worked collaboratively on the 

problem of severe COPD.  The patient suggested a possible cause for the exacerbation of his 

condition, which the GP followed up and investigated. Mainly however, the GP suggested the 

actions that could be taken to address the problem. In 3D review observations, a 

collaborative dialogue based on patients’ chosen goals was rarely generated. Instead, the 

template was used more as a summarising tool to record the plan suggested by the GP. 

6.7 Continuing relationship 

Almost all nurses and GPs in both intervention and usual care made efforts to enhance the 

continuing relationship between patients and themselves. In the absence of a previous 

relationship, the nurse or GP made efforts to begin establishing one.  

6.7.1 Nurse reviews 

How well the nurse and patient knew each other was most evident in the social chat that 

occurred at the start of the review and when the nurse was busy inputting data to the 

computer. If the patient knew the nurse well, the social chat could be initiated by either one, 

and there would be shared points of reference, such as places they both had been. 

Otherwise the social chat tended to be initiated by the nurse.  

6.7.2 GP reviews 

With GPs there was less social chat, but reference to the patient’s past experiences, medical 

history or life circumstances indicated a continuing relationship. In those reviews, the patient 

was more likely to take the initiative, suggesting they were more relaxed. In one 3D review 
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where no previous clinical relationship existed, the GP took great care to obtain a full picture 

of the patient’s social, employment and financial circumstances.  

GP: The other thing is finances. Obviously, that causes stress because if you work 

less you’ll probably feel less tired and better, but it reduces income.  Have you 

had or taken appropriate advice about all the financial side of things? 

[Observation Harvey GP3] 

Although the continuing relationship could be enhanced by seeing the same GP for every 

appointment, this was not always promoted at practice level by making changes to 

appointment booking to support continuity. The ideal of continuity could also be knowingly 

undermined by an individual GP who did not wish to see a patient to follow up. For example, 

the Davy GP who revealed that she had deferred a patient’s problem to another 

appointment, knowing that because of appointment constraints the patient would have to 

see a different GP. 

6.8 Summary and discussion 

The findings reported in this chapter identify a tension between patient-centred practice and 

completion of template fields. In usual care reviews, the advantage of templates in helping 

to ensure consistency and completeness of long-term condition reviews was offset by the 

tendency for template completion to induce a lack of responsiveness to varying patient 

priorities and agendas. This was also evident to some extent in intervention reviews but 

mitigated by the questions about patient’s priorities and quality of life which were included 

in the template. A further consequence of template use was to distract the clinician’s 

attention from the patient, making communication more difficult and potentially further 

undermining patient-centredness. The impact on communication was particularly evident in 

3D reviews because the template, being unfamiliar, required more conscious attention. 

In previous research good communication has been found to be an important component of 

patients’ satisfaction with care [185, 186] and is also fundamental to patient-centred care. 

Computer use, LTC templates and QOF can all negatively impact patient-centred care by 

hindering communication, determining the agenda and making reviews unresponsive or 

irrelevant to patients’ current concerns [72, 183, 184]. Observations of clinicians’ computer 

use during consultations has found that inputting data diverts the clinician’s attention away 

from the patient and reduces eye contact, often discouraging the patient from speaking 

[187]. This was certainly evident in 3D reviews to a greater extent than in usual care reviews, 
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probably because of the unfamiliarity of the 3D template [188]. However, several 3D 

clinicians largely overcame the difficulty by their skill and versatility in integrating the 

computer into the communication process, as has been observed in previous research [183, 

187, 189-191].  

When some clinicians consciously turned their whole body away to the computer and then 

turned back to make eye contact with the patient when they wished to make a point or 

solicit specific information, the computer seemed to be used as a means of controlling and 

limiting the consultation. This contrasted with other clinicians who shared the computer 

screen with patients, demonstrating that the computer and template could be used as a 

barrier or facilitator of communication. For one nurse the position of the computer screen in 

relation to patients required much turning back and forth on a squeaky chair which felt very 

awkward, especially as she was not obviously using it as a means to control the review. 

The 3D template was certainly used by most clinicians to structure reviews, with both 

positive and negative effects. Previous findings show that use of a LTC review template can 

overwhelm the patient’s agenda [183] and tend to socialise the patient towards being a 

passive subject of surveillance [192] but the 3D template overcame this to some extent by 

the specific question about patients’ concerns right at the start of the review. The template 

also ensured that all aspects of a patient’s health were considered, thus making the reviews 

more holistic, if not patient-directed or fully collaborative. However, 3D review observations 

did sometimes also reveal the checklist approach that templates can encourage, with 

template completion treated as an end in itself to be achieved as quickly as possible [183, 

192]. There were also some examples of framing questions to encourage a ‘no problem’ 

answer that discouraged greater exploration [88].  

Most of the components of the 3D intervention were encapsulated in the template, so using 

this as the tool to deliver the intervention helped to ensure all those components were 

delivered, even if only in a token way, and therefore supported fidelity to the intervention in 

one sense. The key difference between usual care and intervention reviews in respect of 

perceived patient-centredness was in asking directly about patients’ main problems and 

enquiring about their quality of life, including psychosocial aspects. Data from review 

observations and patient interviews suggests that more of the patients’ concerns were 

elicited in 3D reviews than in usual care reviews and that once they were elicited, they were 

usually explored in detail. In this sense the template seemed to function well in eliciting 
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patients’ main health concerns, although it was not always clear how much of this 

information was used by the GPs in the second part for several reasons.  

I identified several potential barriers to the effectiveness of the strategy of asking directly 

about patients’ own health concerns in improving the extent to which they were addressed. 

The first was the way the agenda was used by the nurse to record the concerns, often 

translating the patient’s concerns into medical or generic framing of problems. Another 

factor was the way GPs often put the printed agenda aside and either made their own 

enquiries or used the version recorded in the template, which devalued the printed version 

given to the patient. It became more evident from patient interviews that some patients did 

not view the agenda as ‘theirs’ but supposed the agenda was a means of conveying 

information from the nurse to the GP and as such was in the clinicians’ domain, with the 

patient simply the messenger. A third barrier was also identified through patient interviews 

as I rarely had sight of the agenda myself. This was that clinicians sometimes discounted 

items on the agenda as outside the scope either of their skills or their view of whether they 

were appropriate. Clinicians’ ambivalence about eliciting the patient’s agenda emerged 

clearly in the interviews and is discussed in the next chapter reporting their views but is also 

hinted at in the evidence of tension between the LTC review requirements and enquiring 

about patient concerns reported in this chapter.  

Comparing nurse 3D reviews and usual care reviews, there did seem to be greater attention 

to psychosocial issues in the former due to the inclusion of specific questions and a formal 

measure. However, this was sometimes compromised by the nurse’s confidence in her 

ability to address them. The main factor seemed to be the degree of empathy expressed by 

the nurse, which I saw used to great effect by the nurse who listened carefully to her 

patient’s account of breathlessness but was uncomfortable about depression screening. The 

nurse who spent a long time over the depression screening also displayed a high degree of 

empathy. There was some evidence that this was effective in itself in addressing the issues 

that were discussed as she enabled the patient to review her actions and see them in a 

different light.  

Two domains of patient-centred care did, therefore, seem to be enhanced although with the 

limitations discussed above. Exploration of patients’ concerns appeared to lead to greater 

understanding of the patients’ illness experience and establishing common ground on what 

the problems were. The biopsychosocial aspects of the template, including questions about 
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quality of life and mood, also appeared to help achieve an integrated understanding of the 

whole person, including their emotional needs and life issues.  

The third domain of mutual agreement of management plans was compared between nurse 

usual care reviews and GP and nurse 3D reviews, as examples were observed in all three 

types. Negotiation appeared to depend mainly on the clinician’s individual consultation style, 

which ranged from collaborative in a few observed cases to clinician-led much more 

commonly. The 3D template health plan was not used as a tool to prompt negotiation and 

arrive at mutual agreement. Instead plans had to be formulated to fit it after they had been 

decided. Contributory factors may have been the formulation of the agenda and its 

ambiguous status and the wording of the health plan pro-forma. Although discussions with 

the trial team evidenced a desire for the health plan to reflect and address patients’ goals, 

the actual wording used in the health plan was ‘problems’ with accompanying actions that 

could be taken by the patient and by the clinician. This perhaps played into the expectation 

that it is clinicians’ responsibility to resolve the problems presented. Some views on the 

health plans are discussed in the next two chapters. 

There also seemed little difference in the patient-centred domain of continuing relationship. 

Practices did not make substantial changes to their organisation to enhance continuity 

between reviews and individual clinicians saw patients they had not previously met, as well 

as those they already knew as reported in Chapter 5. If they did not already know the 

patient, they usually attempted to establish a rapport, but it was clear when it was not 

building on prior knowledge. This may have inhibited collaboration with the patient over 

management plans.  

These findings can all be related to the conceptual diagrams presented in Chapter 3 (Figure 

3-1 and Figure 3-2). The reviews in which patient-centred components of the intervention 

were delivered as a task of template completion could be contrasted with those reviews 

where a ‘spirit’ of patient-centredness was evident. Only two reviews in my view, fully met 

the criteria in the conceptual diagram of the spirit of patient-centredness (Figure 3-2). I will 

return to these issues in Chapter 9. 

6.9 Conclusion 

The 3D template therefore had a mixed effect on the patient-centredness of reviews. It 

necessarily impacted the structure and content of the reviews of patients with multi-
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morbidity, supporting a patient-centred agenda, but at the cost of greater disruption to flow 

and communication during 3D reviews than in usual care reviews. Eliciting patients’ main 

concerns was the key contribution to patient-centredness, while adopting a collaborative 

approach to developing a health plan was much less successful. This suggests that with 

increased familiarity, and more training to enhance collaborative action planning 

approaches, the template could make a significant contribution to patient-centred practice. 

Contextual aspects of appointments such as length and continuity of care are also highly 

significant as will be seen in patients’ comments in Chapter 8. These observations when 

combined and contrasted with clinicians’ comments and views in the next chapter contribute 

to a comprehensive evaluation of the challenges of implementing a patient-centred 

approach. 
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Chapter 7 Response of clinicians and practices to the 3D 
intervention  

7.1 Introduction 

This chapter addresses Objective 5: to investigate how clinicians and practices perceived the 

intervention and its effect on their practice and on patients. The chapter aims to draw out 

the fidelity of practices’ and clinicians’ implementation of the 3D intervention, as well as 

their perceptions and experience of the organisational aspects and delivery of 3D reviews to 

patients, which help to explain variation in the process data. Together, the data presented in 

this chapter show that: 

1. Implementation was partial for a variety of reasons. This concurs with findings in 

Chapter 5 and Chapter 6. 

2. Although clinicians accepted the principle of patient-centred care, the form it took in 

the 3D study was logistically too challenging within current practice contexts.  

3. Clinicians often viewed the intervention as a set of tasks to be completed 

(incorporated in the 3D template) rather than an overall approach that might require 

additional consultation skills, such as collaborative action planning. 

The interview responses from the four case study practices at the end of the trial, opinions 

expressed in interviews conducted in the case studies and three other intervention practices 

while visiting to record reviews, a one-off interview in a fourth and some data from 

observations of 3D reviews that relate to clinicians’ response were included in the qualitative 

data set. The cross-case themes presented in this chapter are based on the 3D intervention 

components and include comments on the 3D concept, patient-centred approach and 

feasibility. The chapter also includes findings from the administrative implementation survey, 

end-of-trial practice surveys, clinician questionnaires administered to all intervention 

practices and quantitative process data collected monthly by the trial team via the EMIS 3D 

template (Chapter 4, section 4.6.6) to present an overall picture of intervention practices’ 

implementation of, and response to the 3D intervention.  

Aspects of maintaining the intervention are also included here in reporting reach and future 

plans. Although maintenance was included as a target of evaluation in the published process 

evaluation protocol it is not specifically included as a separate stage in this thesis, for reasons 

of space and because it is less relevant to a patient-centred focus. It was therefore 

considered outside the scope of the thesis.  
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7.2 Development of coding framework 

The qualitative methods used for this objective are all described in detail in Chapter 4 section 

4.5 and the methods and analysis used for the supplementary data relating to these findings 

are described in section 4.6. The general coding approach used for analysis of qualitative 

data is described in section 4.7 but details of the iterative development of the coding 

framework for this objective will be discussed in the following paragraphs and are provided 

in Table 7-1 and Table 7-2.  

It can be seen in Table 7-1 that most of the codes for this stage were a priori or arose in 

earlier coding for other stages or objectives of the process evaluation. Some of these arose 

in the pilot stage as explained in Chapter 5, or in the process of coding the review recordings 

and associated interviews, as described in Chapter 6. Using some of the same codes allowed 

me to follow interesting threads and themes through from initial hopes, concerns and 

expectations of the intervention to opinions at the end of the trial revised in the light of 

experience of implementing the intervention. For example, the code ‘no action or 

intractable’ was created from observation that some patient agenda items were closed off, 

resulting in the inductive code ‘no action’ and then the theme was further developed 

through clinician comments in interviews that the reason for this was that the problem was 

considered by them to be ‘intractable’. The theme of ‘time’ originated in the pilot phase and 

appeared throughout, represented by various codes. Within context it was included in 

‘concerns’, in delivery it featured in ‘length of appointment’, and in patient response it 

included a sub-code of ‘time-conscious’. Its significance for patient-centredness will be 

explored in more detail in Chapter 9.  

Some of the themes arising in clinicians’ and practices’ response were reflected in patients’ 

responses and were created there first as inductive codes, for example, ‘unmet need’ and 

‘patient initiative’. Another was ‘interval for reviews’ which enabled me to bring together 

patients’ and clinicians’ opinions on the optimum interval for reviews. Although patients’ 

responses were coded concurrently with, or prior to the staff responses, I decided to present 

the staff responses first to maintain the connection with the adoption stage, which elicited 

practice staff and clinicians’ opinions, and the delivery stage, which was mainly observing 

clinician’s fidelity to the intervention in delivering reviews. All those codes that were re-used 

from the coding framework of other objectives are represented in pale mauve in Table 7-1.  
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Table 7-1: List of codes for Objective 5 

 

Final code list Codes listed by date created Sources References Created On

Staff response HPs on patient response to 3D 28 92 26/02/2016 17:37

Admin Suggested changes to 3D 12 23 11/05/2016 15:38

Agenda balance QOF 5 9 26/10/2016 18:31

Components Staff response 44 1027 12/12/2016 10:44

continuity of care Selection of patients 10 18 12/12/2016 15:19

Depression screening Differences to usual practice 24 62 13/12/2016 10:54

Goal setting Components 24 120 06/01/2017 16:29

Health plan Template 29 77 13/01/2017 15:56

Medication review Time 21 62 23/01/2017 13:40

Patient agenda Practice champion 1 2 23/01/2017 13:52

Quality of life Nurse practice 14 33 23/01/2017 13:59

Comprehensive review Patient-centredness 12 21 23/01/2017 14:51

Context No action or intractable 11 19 23/01/2017 14:56

Differences to usual practice continuity of care 11 14 23/01/2017 15:05

Expectations Stress and pressure 5 5 23/01/2017 15:10

Feedback request Patient agenda 18 41 23/01/2017 15:15

Housebound Comprehensive review 7 10 23/01/2017 15:17

HPs on patient response to 3D Patient reticence 3 4 23/01/2017 15:18

Implementation variation Depression screening 10 14 23/01/2017 15:20

Interval Housebound 2 2 23/01/2017 16:43

Lifestyle change Goal setting 8 18 23/01/2017 16:44

Maintenance Benefit 17 41 23/01/2017 16:52

No action or intractable Implementation variation 7 16 01/02/2017 15:08

Nurse practice Quality of life 2 3 01/02/2017 15:11

Opinion of 3D Medication review 9 18 01/02/2017 15:29

Benefit Agenda balance 11 25 01/02/2017 15:32

Negatives of 3D Expectations 5 8 01/02/2017 15:33

Positives of 3D Unmet need 10 13 02/02/2017 13:46

Patient initiative Lifestyle change 4 4 02/02/2017 13:47

Patient reticence Individual illness 5 9 02/02/2017 13:50

Patient-centredness Common ground 6 9 02/02/2017 13:54

Biopsychosocial Continuing relationship 3 3 02/02/2017 13:56

Common ground Biopsychosocial 2 4 02/02/2017 13:58

Continuing relationship Health plan 8 12 02/02/2017 14:22

Individual illness Team working and roles 13 28 02/02/2017 14:31

Practice champion Feedback request 2 2 12/02/2017 08:58

QOF Usual care 9 29 12/02/2017 13:34

Reviewing progress Opinion of 3D 25 154 06/04/2017 13:12

Selection of patients Positives of 3D 12 37 18/05/2017 15:41

Stress and pressure Negatives of 3D 18 47 18/05/2017 15:43

Suggested changes to 3D Patient initiative 9 25 18/05/2017 15:59

Team working and roles Interval 4 4 18/05/2017 16:12

Template Reviewing progress 4 7 18/05/2017 16:22

Time Context 12 20 22/05/2017 14:52

Unmet need Admin 10 29 22/05/2017 15:07

Usual care Maintenance 17 37 25/05/2017 10:38

Codes from analysis of other stages

A priori  codes

Inductive codes

Organising codes
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Once all the transcripts had been coded and the coding framework was finalised, the 

contents of all the codes were extracted from NVivo and printed in a single paginated 

document. This document was re-coded, by highlighting selected extracts and adding a brief 

descriptor. During this process, some new codes were inductively created, and others 

compiled to produce 19 themes, for example, ‘comprehensiveness’, ‘maintenance and 

reflection’ and ‘negatives, unnecessary work’. The development of these themes and the 

final themes used for reporting the data is shown in Table 7-2. It can be seen that initial 

codes often contributed to more than one theme and likewise, themes contributed to more 

than one of the overarching themes reported in this chapter. 

Following re-coding, the themes were grouped into three different framework matrices to 

collect together example data extracts, in which each theme headed a column. Brief data 

extracts or summaries that had been coded to the theme occupied the cells in the theme 

columns with accompanying page number to locate the source. A sample of one framework 

matrix is shown in Table 7-3. This facilitated thorough grounding in the data when writing up 

the final themes.  

After coding was complete I integrated findings from the staff interview data with the results 

from the end-of trial practice surveys and clinician questionnaires to achieve the broad 

understanding of intervention practices’ response to the intervention reported here. The 

questionnaire findings increased confidence in the findings from the interview data while the 

interview data suggested explanations for the questionnaire responses. Additionally, it 

confirmed the variation in the case study sample by showing that two case study practices 

were at either end of the range of opinion. 

Validity of analysis of interview data was checked in various ways. After anonymization, six 

staff interviews recorded in the first six months were double-coded and discussed by LW and 

AH. Developing cross-case themes were discussed in trial management group meetings at 

which the researchers working with the intervention practices were present. Their informal 

discussions with practice staff could corroborate findings or help to identify deviant cases 

that I could investigate e,g. practice 65, which was Int 4 in the data extracts included in this 

chapter. Findings from end-of-trial interviews with practice staff were discussed and 

compared with researchers’ impressions in the same way. 
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Table 7-2: Development of themes for Objective 5 

Codes from final list of codes Matrix themes/codes Final themes for reporting 

Comprehensive review Context 
Differences to usual practice 
Expectations 
Feedback request 
Housebound 
HPs on patient response to 3D 
Interval 
Lifestyle change 
Maintenance 
Nurse practice  
Benefit 
Negatives of 3D  
Positives of 3D 
Patient reticence 
Time 
Stress and pressure 
Suggested changes to 3D 
Team working and roles 
Usual care 

Benefit  
Facilitators, barriers and admin  
Overall opinion and future plans 
and context 
Time  
Patients' behaviour and response 
Negatives, unnecessary work 
Maintenance and reflection 
Comprehensiveness 
Comparison to usual practice and 
changes 

Response to overall 3D 
concept 

Agenda balance 
Goal setting  
Health plan 
Patient agenda 
Quality of life 
Biopsychosocial 
Common ground 
Continuing relationship 
Individual illness 
Patient initiative 
Comprehensive review 
Lifestyle change 
Reviewing progress 

Psychosocial and QOL 
Comprehensiveness 
Time 

Patient-centredness 

Context 
Interval 

Comprehensiveness 
Implementation variation 

Length of appointment 

Selection of patients Patient selection Selection of patients 

Admin 
Time  
Context 
Implementation variation 
Interval 

Facilitators, barriers and admin  
Implementation variation 
Time 

Administrative aspects 

Template Template Template 

Continuity of care Continuity Continuity 

Patient agenda 
Agenda balance 
Patient reticence 
No action or intractable 
QOF 
Unmet need 
Reviewing progress 

Addressing patient concerns and 
clinician priorities 
Creating agenda 

Patient’s agenda 

Depression screening Depression screening Depression screening 

Medication review Medication review Medication review 

Goal setting 
Health plan 
Patient reticence 

Health plans and goal setting Health plans 

Differences to usual practice 
Maintenance 
Benefit 
Negatives of 3D 
Positives of 3D 

Overall opinion and future plans 
and context 

Future plans 
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Table 7-3 Sample of summary data spreadsheet from staff interviews organised in themes 

Health plans and goal 
setting 

Creating agenda Medication review Depression screening Continuity Implementation variation 

Patients don’t have four 
things they want to talk 
about p1 

Agenda can be good 
opener p6 

Med adherence useful 
p11 

Don't do it because don’t 
understand it p11 

Can't understand why all 
practices don't have it 
p43 

Role change - not 
expected to make plan in 
3D so puts it in agenda 
p14 

Sometimes patients come 
up with totally different 
goals I hadn't thought of p8 

Agenda helpful - 
gives headlines p10 

Sometimes not done 
p32 

PHQ9 feel bad asking 
some questions p16 

Can manage multiple 
problems more easily if 
you know patient p44 

Don't do depression 
screening as don't 
understand it p11 

Nurse making plan p14 Uses nurse agenda. 
Very different to 
usual chronic 
disease check p38 

Revealed some quite 
scary things. Need in-
house pharmacist p41, 
43 

Not done like this in usual 
practice p17 

Patient upset by having 
to change GP p53 

Left some things for GP as 
not sure how to do p51 

Collaborative management - 
negotiation, can't be the big 
'I am' p27 

Asks patient if 
wants it. Patient 
declines p91 

Busy reading the 
template more than 
would normally have 
done in a medication 
review p53 

More aware now p17 Continuity good anyway 
as small practice and 
patients see doctor they 
want to see p59 

Didn't offer longer 
appointments between 
reviews. Practice selects 
some patients who need 
longer appts p59 

Finding problems that aren't 
there - pointless p29 

 Very useful - should 
continue p54 

Not very useful but 
wouldn't drop it as mood 
is important p42 

Thinks about 20% 
changed from usual GP 
p78 

Excluded very very 
complex patients from the 
study p60 

Liked identifying patient's 
own goals and trying to get 
to theirs rather than hers 
p37 

 Good to reduce 
unnecessary meds p76 

Be careful not to ask same 
questions again and again 
to avoid bashing on about 
it p42 

Try to maximise 
continuity and have 
patients allocated to 
who they normally saw 
p96/97 

30 mins for nurse rather 
than 40 mins. Some GP 
second reviews only 10 
mins 

Goal setting is different 
from finding out what 
patients are worried about. 
It's what's important and 
how can we get there 
together. Novel p40 

 Medication adherence 
helpful p102, 109 

Found it difficult, not used 
to it. Printed off 
questionnaire and go 
through with patient, put 
score on computer and get 
them out. P50 

Not essential for patient-
centredness. Important 
to listen to patient p103 

Nurse still agrees goals but 
records in different ways 
rather than on health plan 
p75 
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7.3 Summary data from intervention practices  

The findings begin with the overall picture of practices’ implementation of the intervention 

in Table 7-4. The variance in practices’ administrative systems had prompted me to consider 

practices’ existing organisational systems and how they might affect implementation and 

reach. The table shows data for all practices and combines practice characteristics at 

baseline (size of practice, baseline continuity and whether combined reviews were already 

offered), the number of staff and patients taking part in 3D, detail of administrative 

implementation and the number of completed reviews in each practice. Thus, it integrates 

data from the survey of administrative implementation, baseline practice profiles, and EMIS 

searches by the trial team and includes one fidelity outcome, i.e. reach. Other trial outcomes 

were not broken down by GP practice due to a lack of statistical power in the number of 

intervention practices.  

The aim of the table was to provide an overview and to see if any relationships were 

suggested between any of the characteristics, adoption strategies and reach, but none were 

apparent. However, it enabled the case study practices (identified by their pseudonyms) to 

be located in the range of administrative variation among intervention practices, considering 

a number of different variables and thus confirmed the success of the case study sampling 

strategy in achieving a selection of case studies that varied in adoption and reach. In doing 

so, it contributed to the generation of explanatory hypotheses regarding adoption success. 

These included that good communication and similarity of 3D review arrangements to usual 

review arrangements supported successful adoption. Interesting features are that in four 

(possibly five practices) only a sub-set of administrators was aware of the 3D trial and that 

six practices sent their patients a letter inviting them to call, rather than sending an 

appointment. This may have had a slight effect on reach, unless patients were already used 

to this system. 

7.3.1 Reach 

As can be seen in Table 7-4, reach varied considerably across the trial. Two of the case study 

practices had the highest (Lovell) and lowest (Davy) reach respectively. 

Despite their late start, Beddoes did manage to complete 80% of the first round of 3D 

reviews. When it came to repeat them at six months they found themselves up against the 

trial deadline but still managed 82% second-round reviews.  Davy managed more nurse  
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Table 7-4: 3D intervention practices - baseline characteristics, administrative implementation and intervention reach 

Practice 
ID 

List 
size to 
nearest 
500 

No. of GPs 
and Nurses 

No.involved 
in 3D delivery 

Combined 
reviews at 
baseline 

Birthday 
month 
reviews? 

Baseline 
contin-
uity**  
(Visit 
entropy) 

No. of 3D 
pts  

Admin staff 
involved 

Method 
of 
inviting 
patients 

Paired 
appts  

No. 
attempts 
to arrange 
review  

Length of 3D 
reviews 

Reach        
(No (%) 
reviews) 

    GPs Nurses GPs Nurses Comb    
Partially 

comb    Start End       1st  2nd  Nurse GP 1st 2nd 

20 4500 4 2 2 2 Not combined No  114.5 42 39 

All receptionists, 
IT person & LTC 
recall 
administrator 

Letter 
inviting 
call No 3 3 40 mins 

20 
mins 

36 
(71) 

26 
(67) 

25 15000 16 5 3 2 Yes   No  81 58 53 

All receptionists, 
practice 
manager, 2 
administrators  

Letter 
inviting 
call Yes 3 3 40 mins 

20 
mins 

 52 
(90) 

40 
(75) 

Beddoes 5500 4 3 3 3 Yes   Yes  90.2 55 49 All 

Letter 
inviting 
call No 3 2 

1st 30 
mins 
2nd 20 
mins 

1st 20 
mins 
2nd 10 
mins 

44 
(80) 

40 
(82) 

27 10000 10 4 2 2   Yes No  80.3 48 42 

All receptionists, 
assistant practice 
manager, 
secretary  

Appoint-
ment 
letter  No 2 2 40 mins 

20 
mins 

44 
(92) 

36 
(86) 

30 10000 12 5 3 3   Yes No  61.9 48 46 
Research nurse 
led. Not all aware 

Phone 
call No 3 3 

40-60 
mins ? 

40 
(83) 

34 
(74) 

40 10500 9 3 3 1   Yes No  87.8 46 43 
Admin manager.  
All aware 

Appoint-
ment 
letter  Yes 2 2 

1st 40 
mins 
2nd 20 
mins  

20 
mins 

37 
(80) 

20 
(47) 

42 6000 6 2 2 1 Yes   No  54.5 49 44 

Lead 
administrator.  
All aware 

Appoint-
ment 
letter  Yes 2 2 

1st 40 
mins 
2nd 20 
mins  

20 
mins 

45 
(92) 

22 
(50) 

45 8000 6 3 5 2 Yes   No  84.6 54 46 
Admin manager.  
All aware 

Appoint-
ment 
letter  Yes 2 2 

1st 40 
mins 
2nd 20 
mins  

20 
mins 

43 
(80) 

35 
(76) 

Lovell 4000 4 2 3 2 Yes   No  75.2 48 44 
One specific 
person. All aware 

Appoint-
ment 
letter  Yes 4 4 

40-50 
mins  

20 
mins 

45 
(94) 

41 
(93) 
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Table 7-4: 3D intervention practices - baseline characteristics, administrative implementation and intervention reach 

Practice 
ID 

List size 
to 
nearest 
500 

No. of GPs 
and Nurses 

No.involved 
in 3D delivery 

Combined 
reviews at 
baseline 

Birthday 
month 
reviews? 

Baseline
contin-
uity** 
(Visit 
entropy) 

No. of 3D 
pts  

Admin staff 
involved 

Method 
of 
inviting 
patients 

Paired 
appts  

No. 
attempts to 
arrange 
review  

Length of 3D 
reviews 

Reach        
(No (%) 
reviews) 

    
GP
s 

Nurse
s 

GP
s Nurses Comb    

Partially 
comb    Start End       1st  2nd  Nurse GP 1st 2nd 

48* 7500     2 1  Yes      75.9 44 42               
14 

(32) 0 

Harvey 15000 13 4 5 2   Yes Yes  99.1 43 39 

All receptionists 
& IT lead.  All 
aware 

Letter 
inviting 
call 

Some 
not 

paired 3 2 
Depending 
conditions 

20 
mins 

33 
(77) 

17 
(44) 

61 13500 10 3 9 4   Yes No  90.3 48 42 

All receptionists 
& LTC recall 
administrator. 

Letter 
inviting 
call Yes 2 2 40-50 mins  

20 
mins 

36 
(75) 

19 
(45) 

65 13500 9 7 0 1   Yes No  65.2 38 32 

Nurse 
practitioner led.  
Not all aware 

Letter 
inviting 
call 

Only 
saw 

nurse 2 2 
Decided 
per patient NA 

25 
(66) 3 (9) 

66 14500 12 4 3 2 Yes   Yes  69.3 58 50 

Admin 
manager.  
Unsure if all 
aware 

Appoint-
ment 
letter  Yes 2 2 40-50 mins  

20 
mins 

39 
(67) 

25 
(50) 

Davy 14500     3 2   Yes Yes  76.5 55 53 

Three 
administrators. 
Not all aware 

Appoint-
ment 
letter 

Some 
not 

paired ? ? Variable  
20 
mins  

20 
(38) 0 (0) 

70 5000 4 2 4 3   Yes No  111.7 52 47 

Receptionist 
and admin 
manager.  Not 
all aware 

Phone 
call Yes 2 2 Decided per patient 

36 
(69) 

25 
(53) 

                                        

  
*practice 
withdrew 

  Case study 
practices 

**Greater continuity of care indicated by lower visit entropy score 
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reviews than they did GP reviews (58% versus 38%) but only 20 complete first round reviews 

and no second-round reviews. The reason for this, as explained in Chapter 5, section 5.6.2.2 

was that the practice recognised they would be unable to meet the requirement for two 

rounds of reviews. They would have withdrawn from the trial altogether if the trial team had 

not negotiated continuing with just one full review for each patient. Across the trial reach 

dropped for second-rounds reviews but at Harvey it dropped significantly, in part because 

the new administrator found it very difficult to make time to send the letters to patients. 

Thirty-three complete first round reviews were delivered, representing 77% of Harvey’s 3D 

participants at the start of the trial (n=43) compared with 17 second round reviews covering 

only 44% of those who remained in the trial (n=39) until the end. Some patients just had one 

GP review probably because housebound patients were only seen by a GP and Harvey made 

more attempt than some practices to review some house-bound participants, who in some 

practices had been excluded by GPs at the recruitment stage. 

Lovell achieved the highest reach of the study with almost 100% in the first round. In the 

second round, because of increased demand on the clinicians, due to having to take over 

another practice, the reviews were harder to fit in. However, all patients responded and 

fewer asked for their appointment to be changed than in the first round, so they managed to 

complete 93% of their second-round reviews. 

7.3.2 Component completion 

Data about component completion was derived from the monthly monitoring searches of 

EMIS via the 3D template that were run by practice administrators and collated by the 

researchers at each trial site. The final table is shown in Appendix 9. Some numbers differ 

from those in Table 7-4 because all percentages were calculated based on the number of 

those still in the trial at the end, whereas in the Table 7-4 I calculated the percentage of first 

round reviews based on the number of participants who enrolled. Component completion 

was generally better among nurses than among GPs. At Beddoes, components of the nurse 

review were completed at a minimum level of 98% whereas at Harvey, the nurses completed 

all components in their reviews except depression screening, which was completed in 91% of 

reviews, reflecting the nurses’ discomfort with using it. Davy nurses achieved 100% 

completion of the patient’s most important problem and 100% of recording how much the 

patient was experiencing pain. PHQ9 completion was slightly less at 94% and only 58% of 

reviewed patients received a printed agenda. 
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The completion of components by both nurses and GPs was very high at Lovell practice, with 

one exception which was completion of the EQ5D pain measure that should have been 

completed by nurses. It is unclear why this occurred and may perhaps have been due to the 

way the template operated in EMIS PCS. There was 100% completion of the medication 

adherence questions, which no other practice achieved. 

For GPs at Beddoes component completion was high except for medication adherence and 

review of pharmacist’s comments in the GP part of the review, which was a common pattern 

among intervention practices. For example, Davy GPs completed medication adherence at 

50% and only 43% of patients received a medication review. The other component that was 

commonly less well-completed was the printing of health plans to provide to patients. Again 

Davy reflected this with only 80% of health plans being printed and even fewer at Harvey 

where 62% of health plans were printed following a review. 

Harvey showed a marked difference between clinicians as I found out from the researcher 

who completed the note searches at the end of the trial. This was explained by my 

observation of reviews and interviews there which revealed that one clinician did not 

complete the template as he went through, only doing so later or not at all. This may be for 

reasons given later in section 7.6.1 that addresses opinions of the template.  

In the next section I present the qualitative findings about response to the overall 3D 

concept, followed by comments about the administrative aspects and individual components 

of the intervention. These findings are then compared to those of the end-of-trial practice 

survey and clinician questionnaire. 

7.4 Response to the overall 3D concept 

This section addresses aspects of the intervention not directly covered under individual 

components and begins with views of the patient-centred approach. It can be seen that 

many of the themes provoked an interesting ambivalence. 

7.4.1 Patient-centredness 

The training clinicians received in preparation for 3D included elements intended to raise 

awareness of a patient-centred approach and discussion of agenda setting and goal setting 

but without an opportunity to practice these skills. One GP commented that the training 

should have included some communication skills training to improve both the agenda setting 
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aspect and the goal setting. As it was, he felt the 3D intervention simply required the same 

activities but in different circumstances. Another GP had tried to initiate skills practice by 

role play during the training at her practice. The difference between awareness and practice 

is noticeable in some of the findings reported below. 

Almost all agreed with the patient-centred approach of asking patients about their main 

concerns as an integral part of a review, while being aware of the challenge of balancing 

patient and clinician agendas within a limited resource.  

The concept of prioritising the patient’s agenda and working collaboratively towards the 

patient’s goals was more novel but generally welcome.  

It’s more what’s important to you at this moment in time, and how can we try to 

get there together? And I think that is quite a novel concept. [Interview Harvey 

GP1] 

Many GPs did not want all the responsibility for managing patients’ health while patients 

remained passive, and wished that patients would be more involved in management of their 

health. 

Patients need to be taking ownership themselves so that we can then help them 

with it, but they actually own that problem. [Interview Beddoes GP1] 

They felt that patients usually looked to the doctor to tell them what to do, but one GP also 

acknowledged the difficulty presented by the power imbalance in the therapeutic 

relationship. 

The other side of it is to try to empower patients to demand their goals are met 

and for us to listen to that and do something about it…. But in the doctor–

patient relationship we are incredibly powerful in consultation. [Interview 

Harvey GP1] 

Another GP described how he found it more rewarding to work in tandem with the patient 

and to negotiate rather than dictate. 

It’s that kind of working in tandem with your patients as opposed to in front or 

behind, cracking the whip… That’s how you get the best results in my experience 

as a GP… Negotiation’s the right way.  Yes.  And that’s the way I practice.  That’s 

not just for these patients, that’s all our patients, we negotiate our 
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management.  You cannot be “I am the big I am, and you do what you’re told”. 

[Follow-on interview Int2 GP1] 

Other comments shown later in the section on agenda and health plans show other sides to 

these views. 

7.4.2 Length of appointment and comprehensive two-part reviews 

In interviews at the start of the trial, respondents agreed that long-term condition nurse 

reviews should address all an individual patient’s conditions at once, rather than reviewing 

one disease at a time. The practice survey indicated that many practices had already 

implemented this in some form. They also agreed that patients with multimorbidity required 

longer appointments (see Table 5-5 in Chapter 5). However, at the end of the trial there was 

ambivalence over combining review of all a patient’s long-term conditions with health 

concerns the patient wished to raise, and with involving both GP and nurse in the process. 

The findings reported in section 7.6.3 about the patient’s agenda shed more light on this 

aspect but one issue was time: whether this was best use of time, whether time could be 

found and whether reviews should be shortened.  

GPs welcomed having extra time in their part of the 3D reviews and the opportunity to 

review the patient thoroughly and gain understanding of the overall health picture of the 

individual patient.  

Having 20 minutes to sit down with the patient once a year and actually go 

through and make sure we’re … it was actually really useful I would say. 

[Interview Int1 GP2] 

Several GPs and nurses considered that comprehensive reviews, in which the patient also 

saw the GP, were a valuable addition to the care of patients with multi-morbidity. For those 

patients who generally only saw the nurse for LTC reviews it was considered especially 

useful. 

It’s been quite useful because they’re often patients we don’t see very often.  

They just come in for the nurse reviews. [Interview Int1 GP2] 

However, clinicians suggested that seeing both nurse and GP six-monthly was unnecessary 

and not the best use of scarce resources. Instead, they suggested that the GP part of the 

review need only be done annually, unless there were medical issues needing addressing at 

six months and/or that the second-round reviews should be shortened. A couple of nurses 
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went further in suggesting that the GP part should always be optional, and the template 

should incorporate space in the nurse part of the review to create a management plan and 

to indicate that the review was complete if no GP input was needed. One Beddoes GP, where 

they had in fact shortened the second-round reviews, still had reservations about the length 

of the reviews and framed it as problem for patients.  

Forty minutes with the nurse, then twenty minutes on a separate appointment 

with the doctor, then six months later two more twenty-minute appointments.  I 

think patients have found that a little bit too much.  I think if they just came in 

once and had it done like at six months with the nurse for fifteen minutes or 

twenty minutes, they’d find that much easier to manage. [Interview Beddoes 

GP1] 

Almost all clinicians and practice managers did not think it would be feasible to offer extra 

time to all their patients with multi-morbidity unless extra funding were made available, 

given the existing workload and pressure on appointments.  

The problem with offering longer appointments is that we haven’t got the 

staffing to offer those longer appointments, because if you start offering longer 

appointments to everyone who might need them, we wouldn’t see enough 

people. [Interview Beddoes GP1] 

Reflecting concerns expressed initially during the training, some of the nurses said that the 

complexity of the review, including patients’ own agenda, mental health, social and/or 

quality of life issues and mandated disease monitoring requirements, could not be covered 

in the time allocated to one appointment, especially if they had to review both severe 

respiratory disease and diabetes. This meant some patients had to return on another 

occasion to complete their review, which was contrary to the intervention intention of 

reducing the number of patients’ appointments. Other nurses did not experience difficulty in 

fitting in all the components.  

There was also some concern about the impact on patients of being asked to spend so much 

time at the practice on one occasion and around patients’ capacity to absorb information 

related to several different conditions in one lengthy appointment. An interesting 

perspective was offered by one nurse. She supported the idea of working in a patient-

centred way, but felt that combining the LTC reviews with the extra 3D part did not work and 
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patients were taken aback by moving on to an LTC review when they expected to be able to 

direct the agenda.  

Going through the template with the 3D, it starts off patient-centred and then it 

kind of hits the QOF and they’re looking at… you know, what are you asking me 

that for? [Interview Davy NU1] 

7.4.3 Selection of patients 

Whether the 3D Study had identified the most appropriate patients was brought up several 

times. A significant number of clinicians felt that some of the 3D patients were too well to 

warrant the additional time and that their capacity to benefit was therefore minimal. Other 

patients were unlikely to benefit because their health problems were too severe, including 

longstanding intractable problems, or they were too frail.  

I think they’ve been actually very healthy, they’ve just managed to wrap up the 

right number of conditions and they manage them fine and they were a bit 

bemused as to it all, and then some of them have been very, very frail elderly 

who … I think it has actually been a bit of an effort for them to come in to all 

these appointments. [Follow-on interview Int1 GP2] 

GPs in some practices had gone through the list of patients randomly selected on the 

criterion of having three or more LTCs, and excluded those they did not think would be 

suitable, despite the stated intention of the intervention to include everyone meeting the 

inclusion criteria of three or more long-term conditions except those who were likely to die 

or to move in the next 12 months. GPs excluded patients for several reasons:  

• they would not be able to manage the intervention  

• it would be too difficult for them to get to the surgery  

• they had intractable problems and were considered unable to benefit 

• they had problems that were too complex, such as a mix of mental and physical 

health problems.  

• they were housebound 

We went through and took some of them out that we knew wouldn’t be able to 

manage.  So I suppose we self-selected a bunch that we felt were probably fit 

and well enough that actually could manage with coming to the surgery four 

times. [Interview Beddoes GP1] 
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Some clinicians therefore suggested that an inclusion process that combined a computer 

search, using similar criteria to 3D, with the clinician’s knowledge of the individual patient 

should be considered.  

7.5 Response to administrative aspects 

The findings from observation of training, training evaluation forms and early interviews in 

the case studies indicated that practices were concerned from the start about whether they 

would be able to find time in their tight schedules to fit appointments in. There was interest 

in whether overall appointments had been reduced but evidence of this was not part of the 

regular feedback they received, and their perception was that appointments had increased 

in some cases. This may have resulted from a difficulty that undermined the intervention 

intention for patients to attend fewer LTC review appointments, which was that practices 

had to disrupt their existing recall systems for the 3D participants. It was apparent from staff 

interviews at the end of the trial that some patients continued to receive their standard 

reviews in addition to the 3D reviews. Sometimes this may have been because only a subset 

of staff was aware of 3D or due to a failure of communication within the administration 

team. 

It’s been a bit chaotic sometimes … I think some patients have been involved in 

the 3D but they haven’t had their other recalls cancelled, so they’ve been coming 

in and in and in … they’ve had so many reviews it’s just been unreal. [Interview 

Beddoes NU1] 

Almost half of all clinicians surveyed at the end of the trial thought their patients had 

continued to receive other reviews (see Table 7-5, question 14). 

At the end of the trial, the overwhelming consensus among practices was that the 

intervention was challenging to accommodate, given existing demand on appointments and 

workload. Administrators, who carried the main burden in this respect, in many cases had 

also to contend with staff shortages and part-time working. This made the necessary pairing 

of parts one and two of the reviews particularly difficult because of reduced flexibility in 

clinic planning and meant that some patients had a gap of several weeks between parts one 

and two of the reviews. 

 The administrator responsible for organising reviews at Davy was very definite that she 

would not like to see the intervention continued.  
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If I’m honest I would hate it if it was all patients…I find it a nightmare with fifty-

three. [Interview Davy Admin 2].  

Although she set out to offer paired appointments, this system did not seem to be 

sustainable.  

And I think because you’re trying to tally it up with the doctor and the nurse, 

trying to find the time with the nurse if they’ve got more than one problem, so 

trying to find an hour with a practice nurse, which is only either [NU1] or [NU2] 

and again they’re not full time; they work part time. [Interview Davy Admin 1]  

In the later reviews, patients received the nurse review followed by a long gap before the GP 

part of the review, which sometimes did not occur. These comments explain the greater 

number of nurse reviews that were completed at this practice as well as the very limited 

overall number of reviews achieved. 

But now I’m having to say, well I don’t know when your doctor appointment is. 

[Interview Davy NU1]   

Although all practices seemed to experience difficulty fitting reviews in within the timescale 

of the trial, some coped better with the administrative demands and found ways to 

accommodate 3D, sometimes by making slight adjustments to how appointments were 

organised.  

I think the fact that we sort of did it at our own speed a bit – and adjusted it, like 

the appointment times and things, we did make some, you know, just tiny 

adjustments just to make it work for us a bit more as well [Interview Beddoes 

GP1] 

At Lovell, having the flexibility to adjust appointment times already set up in clinic templates 

helped the administrator arrange 3D appointments.  

Having the flexibility to change the clinics about a wee bit and shuffle things 

around so as we could fit people in to where we needed them to be. [Interview 

Lovell Admin 1] 

Many practices failed to fit in all their 3D reviews, especially for the second round of reviews, 

as can be seen in the scores for ‘reach’ in Table 7-4. At Davy, because of the difficulty of 

accommodating appointments, the time allocated for reviews was reduced, leaving 

inadequate time to complete the 3D review as intended. Unlike Beddoes where only small 
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adjustments were made, this change breached fidelity to the intervention intention to 

reduce the number of appointments. Because of reduced time, the nurse only completed the 

first part of the nurse 3D review, covering patient agenda, quality of life and depression 

screening and had to call the patient in again for the LTC reviews. 

We haven’t linked our appointments, because we've struggled with 

appointments and finding times…We haven’t linked them to their chronic 

[disease]… so they’re coming to see me because they've got diabetes…but 

they’re not having a diabetes review because they are booking less time than I 

would get for a diabetes review, for me to do the 3D and the diabetes… So I’m 

doing the 3D but I can’t do their diabetes review because I don’t have the time. 

[Interview Davy NU1] 

7.6 Response to individual 3D components 

In this section I will present findings arranged in themes pertaining to the principle 

intervention components. These include: the template, continuity, the patient’s agenda, 

depression screening, medication review and health plans. The template elicited the most 

comments and strongest feelings. 

7.6.1 Template 

Observation data about the way the 3D template was used is presented in Chapter 6, section 

6.3, which reports observation findings. Here I present data from interviews, and 

occasionally observations, in which clinicians expressed their views on the template, which 

from their perspective was the main vehicle for delivering the intervention. Nurses did not 

object to use of the 3D template use per se, and some liked the way it combined the reviews 

for each patient and asked questions they would not normally ask.  

It’s very comprehensive. I really did like the fact that it was very patient-

centred…it was asking questions…we wouldn’t normally ask, like ‘how does this 

affect your life?’ …It was asking direct questions, which I don’t think we do that 

well most of the time. [Interview Int5 NU1] 

Some nurses and GPs criticised the template for being overly complex and having too many 

boxes to complete, but others felt it was too constraining in what they could enter. A few 

nurses thought it lacked fields they would normally complete in their usual care reviews. 

Some questions were not understood by nurses and might be omitted, for example, 

questions about conditions such as atrial fibrillation that were unfamiliar to nurses. 



 

200 
 

Some of the questions I don’t understand and if I don’t understand…I will admit I 

miss them out. [Interview Harvey NU1]  

Several nurses commented on the template’s negative effect on communication, because of 

having to follow it closely, or on the flow of their review, in contrast to usual care templates 

which were very familiar. 

It’s quite hard because we don’t use it all the time. You know how you get used 

to templates, don’t you…I mean it’s okay but I’m having to read the template 

and talk to them, whereas if I’m dealing with diabetics, I know it so well I hardly 

have to; I know everything to ask and I’ll just fill it in at the end. [Interview Int4 

NU1] 

GPs also had mixed responses to the template. A few valued having a structure to follow and 

found it easy to complete, and some welcomed prompts to complete elements they might 

otherwise have overlooked, which balanced the perceived challenge to communication. 

There are advantages to it, it reminds you to ask about certain things which you 

might not remember. But it is a challenge to try not to use it too much really 

because it can interfere with how you communicate. [Interview Harvey GP1] 

According to their practice manager, Beddoes clinicians as a whole liked using the template 

and thought that with a little modification they might continue to use it for all their patients 

with LTCs. Observation of their consultations showed that all clinicians followed the template 

during 3D reviews. The nurses and one GP did so very obviously but the other two GPs 

seemed to integrate it into their normal consultation style. However, the majority of GPs felt 

it imposed some constraints on the way they normally consulted and resented this. 

I have to say I found it very frustrating using this template. [Interview Harvey 

GP2] 

Some thought parts of it were unnecessary and could be simplified.  

There’s quite a lot of…tick boxes that you could perhaps streamline those into 

shorter areas. [Interview Beddoes GP1] 

A few GPs expressed strong dislike, including GPs at Lovell and one at Davy. 



 

201 
 

I don’t want a load of prompts and a load of forms to fill in and click and 

buttons…it was really, really heavy on the IT side of it and I could really have 

done without any of that actually. [Interview Davy GP1] 

At Lovell they used an earlier version of the electronic medical record (EMIS PCS), which 

meant the template did not operate quite as intended and clinicians were frustrated by 

being unable to look at other information they needed, such as medications, while they were 

working through the template. This meant that one GP did not use it during the consultation.  

Once you’re in the 3D process template you can’t go out, so I was printing out 

stuff beforehand, because you can’t go out and check into their record, so you 

couldn’t access the record properly. [Interview Lovell GP3]  

They also felt that parts of the template were cumbersome or redundant because it 

prompted information they had already completed on another occasion, such as a particular 

cardiovascular risk score that was not showing through in the 3D template.  

Lots of… not relevant stuff in there that you would have picked up previously. 

[Interview Lovell GP3] 

Many clinicians found technical aspects of the template difficult, particularly printing out the 

agenda and health plan, which I observed on several occasions. The administrator in one 

practice said she had been called upon quite often to help with this aspect. This may be one 

reason that printing the health plan was one of the least well completed components. 

And let’s try and print it off if we can … come on machine.  Come on stupid thing.  

No, that’s wrong … I’ll get there eventually. [Review observation Beddoes GP2] 

One drawback highlighted by the GP with an interest in IT (GP2) was that a 3D review was 

coded in the electronic patient record with a single 3D code and problem title, and did not 

add a problem title heading for each disease separately. This meant it was hard to pick up all 

episodes of care for one specific disease. This GP who did not complete the template until 

after the patient had left, or neglected to do so at all perhaps due to the above reason and 

preferring to make his own notes. 

We normally at this practice structure everything according to multiple problem 

titles, putting everything under 3D multi-morbidity slightly makes the records 

difficult to follow through. [Interview Harvey GP2] 
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7.6.2 Continuity 

Some clinicians considered continuity in their practices was already adequate for several 

reasons. In the two small case study practices, they felt communication was good and often 

the patients were well-known so there was good continuity of care even if not with a specific 

GP. Secondly, patients to whom it was important tended to ensure their own continuity of 

care by requesting to see a particular GP and practices tried to accommodate this.  

Most people see the doctor they want to see, so I think from a continuity point of 

view we know our patients very well and we’ve all been here a long time. [Group 

interview Lovell GP1] 

However, in one of the two larger case study practices each patient was allocated to a 

specific GP. Patients were always booked with their allocated GP unless unavailable, because 

continuity was considered indispensable for most patients.  

Our feeling is that we don’t understand why all practices don’t have what we 

have … these patients who have a lot of ill-health, I think they really benefit from 

that and I know that I find it easier because I know them really well. [Interview 

Harvey GP1] 

In some practices, continuity of care was disrupted because some patients were moved to a 

different GP or nurse for 3D reviews than the one they usually saw. If a patient’s usual GP 

was not their allocated 3D GP, they tended to continue consulting their usual GP between 

reviews. There were two reasons for this. Sometimes, only a sub-set of clinicians at the 

practice were offering 3D and sometimes the clinical specialities of nurses or GPs dictated 

patient allocation for 3D to a particular GP or nurse. In most practices patients were divided 

between nurses according to the conditions they had, but in one practice all reviews were 

completed by the only nurse qualified to review all conditions.  

I was the only one that was doing it, so those patients that were used to seeing 

[NU2], [NU3] or [NU4] for their diabetes had to see me. [Interview Int5 NU1] 

At Davy, continuity was not improved according to the patients. The GP described asking one 

patient who had brought details of a long-standing complaint to the review to make another 

appointment, knowing that the patient would be booked in with someone else for that 

occasion.  

I told her to make another appointment, yeah. Pity the poor doctor that got that 

one though. I managed to avoid it. [Interview GP1 Davy] 
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7.6.3 Patient’s agenda 

Generally, there was consensus among clinicians and patients that a comprehensive review 

was valuable, although with some reservations as reported in section 7.4.2. However, 

allowing the patient’s agenda to dominate provoked more mixed feelings. Some clinicians 

believed it was good practice to elicit patients’ concerns at the start of the review and those 

clinicians thought having a specific question about patients’ concerns and quality of life 

prevented important aspects being overlooked and made reviews more patient-centred. 

One nurse was emphatic about prioritising patients concerns. 

So that’s the very first thing out of the box is, what’s the most important thing to 

you, it’s not what’s important to me because of QOF, it’s not … what I think is 

important, it’s what the patient thinks is important. [Interview Int5 NU1]  

Asking about patients’ health concerns sometimes brought out problems of which they had 

been unaware (coded as ‘unmet need’), on occasion leading to significant new diagnoses 

such as heart failure and melanoma, or prompting medication changes. 

I think the bit that did help is very much the patient’s agenda bit of it and so 

there have been one or two things we have picked up. I mean there is somebody 

I took off Warfarin and put onto one of the newer drugs because he was 

miserable on Warfarin, but…until actually somebody had asked him, he’d never 

told us. [Interview Int1 GP2] 

Most clinicians were aware of the tension between addressing the clinician and the patient 

agenda in a set amount of time, and the need to complete certain aspects of the review 

because of QOF.  

It’s QOF that gets the income so therefore there are certain questions I have to 

ask to tick the box to say that has been done and that doesn’t necessarily always 

equate with what the patient’s main issue is. [Interview Davy NU1] 

One nurse referred to the difficulty of inviting the patient to discuss other concerns and then 

containing them to allow time to complete the clinical agenda within the time available. 

They might say “oh, I’ve got problems, you know, with my walking or my joints 

or pain.  Um, and then once you’ve opened that conversation it … it’s sometimes 

difficult to close it and have enough time to deal with the things that we have to 

deal with. [Interview Harvey NU2] 
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One GP also commented on patients’ unrealistic expectations at being invited to discuss all 

their health concerns:  

Quite often they asked for the moon, which we weren’t able to give them. 

[Interview Harvey GP1] 

Several clinicians felt the long-term conditions were of more importance than some patients’ 

concerns, which in their eyes were often relatively trivial minor acute problems or social 

issues. 

They want to discuss … the things that are happening to them at that particular 

moment …, so they might want to discuss the fact that … they’ve got a bad cold, 

or the cat’s died or something else and they don’t want to talk about their 

diabetes or their COPD. [Interview Beddoes GP3] 

Even when they were not trivial, it was felt that the purpose of the appointment was to 

review the LTCs and it was inappropriate to discuss issues that were unrelated. 

The patients’ issues had nothing to do with the chronic disease. They were other 

things like “my hip pain”…which were really separate issues from my point of 

view. [Interview Davy GP1] 

Other concerns raised by patients were intractable problems that had already been 

discussed multiple times, which clinicians felt it was not necessarily helpful to revisit.  

Several clinicians referred to the need to change patients’ behaviour in relation to ensuring 

they came prepared with an agenda to address. Patients needed to be accustomed to being 

asked about their most important concerns and some clinicians noted that on occasion 

patients struggled to think of things they wished to discuss. This led to a comment from NU1 

at Beddoes that she had to ‘find problems that weren’t there’. On the other hand, one nurse 

thought it was useful for finding out what was bothering the patient ‘because sometimes 

they come in and they don’t tell you’. [Interview Beddoes NU3].  

One Lovell GP felt very strongly that all patients should write down their agendas 

beforehand. He also felt that patient agenda items were recorded too vaguely during 3D and 

would have liked patients’ problems to have been recorded in more specific ways rather 

than generically such as digestion problems or diabetes management. He suggested that 

better training about agenda setting might have been helpful.  
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7.6.4 Depression screening 

Clinicians were not enthusiastic about depression screening. Nurses were often 

uncomfortable because it was unfamiliar, and they had concerns about their ability to 

address issues that might be raised.  

It’s the depression ones I find hard because I don’t deal with that a lot. 

[Interview Harvey NU1] 

Some nurses found a couple of the questions particularly difficult to ask. 

Oh I hate asking it. For goodness sake…Do you ever feel you’ve let yourself or 

your family down? … I mean the fact that you’re asking them makes you feel as 

though you might think that, that they should feel like that, I suppose. [Interview 

Harvey NU2] 

One nurse I observed apologised to the patient for asking that question and several thought 

it was very negative.  

GPs did not attach great weight to the depression screen, although acknowledged that mood 

was important. One commented that the screening might have more of a role in prompting 

patient reflection about their health than in identifying depression for GPs who could do that 

anyway without a screening tool. 

Rather than for us as clinicians to pick up, it might have a role for patients to 

think about it more. [Group interview Lovell GP1] 

7.6.5 Medication review 

GPs mainly considered the medication review helpful, although some had doubts about its 

usefulness and medication reviews were not always completed according to the template 

monitoring searches. GP1 at Davy thought that the pharmacist reviews were ‘not always 

sensible’ and sometimes inappropriate when the reviews were done remotely, although they 

were occasionally helpful. They were not always completed before the GP review took place. 

The questions about medication adherence were considered a worthwhile addition to usual 

practice but again they were not always completed. 

There have been examples where people have said I really don’t like this tablet 

or that tablet, and I don’t think I’ve asked it in quite the same way before. 
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[Interview Harvey GP1] 

 

The page about medication that they sometimes forget, or needing help, or 

which medications do they not like – that’s quite useful. [Interview Lovell GP1] 

7.6.6 Health plans 

In contrast, GPs had more reservations about the health plan and sometimes had difficulty 

knowing what to include, which perhaps explains why it was one of the components less well 

implemented. They sometimes felt obliged to complete it, even when the patient had no 

particular concerns, and noted that the patient had often forgotten at the second review the 

goals agreed at the first. This meant that they could be ‘starting from scratch’ instead of 

reviewing progress. 

Often they say “No, no there’s nothing I want to discuss“ and you eventually 

tease out one or two things from them. [Interview Beddoes GP1] 

The 3D health plan included specified actions for the patient and the doctor to take to 

address the problems listed on the patient agenda. When discussing this during the training, 

many GPs hoped it might facilitate a sense of shared responsibility for health. However, 

feedback at the end of the trial indicated some GPs thought patients mainly still expected 

GPs to solve the problems rather than engage collaboratively in goal setting. 

I think the patients were still in the mind-set that we should fix the problem, 

rather than them perhaps goal setting to fix the problem. [Interview Beddoes 

GP1]  

However, one GP was surprised by goal suggestions from some patients.  

Sometimes patients do come up with a totally different goal that I had never 

dreamt of. [Interview Harvey GP1] 

Several GPs were unimpressed by the idea of a written plan, which they thought was stating 

the obvious, e.g. the GP would provide a prescription. One or two perceived it as potentially 

patronising, accusatory and overly simplistic, rather than collaborative. 

I felt it was almost that you were actually chiding them in some ways, to say, 

“You should do this, should do that”.…Taking away a piece of paper that says 

“I’ll try and do more exercise”, it’s almost like when we were at primary school, 
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taking home your homework tasks and goals for the week. [Group interview 

Lovell GP3] 

However, there were also one or two who expressed the view that people should be given a 

written summary of the agreed plan and that it could be helpful as a reminder. 

The role of nurses in creating management plans was not accommodated in the intervention 

but it was noticeable that some nurses continued to conduct the LTC reviews incorporating 

their usual life-style discussion. They then felt the lack of a specific place in the template to 

record what they had agreed.   

We’re used to making our own way through the consultation and getting a 

management plan sort of at the end anyway. [Interview Harvey NU2] 

This could create confusion between the nurse and GP conducting a review. GPs would 

sometimes assume the nurses had already addressed issues to do with the LTCs listed in the 

agenda and would then try to identify other problems with the patient they could address or 

assume the nurses had not addressed the problem and go over the same ground. 

7.7 Future practice 

At the end of the trial, practice staff were asked what they thought of the intervention and 

whether it would change their future practice in any way. All clinicians completed a purpose- 

designed questionnaire (See Chapter 4, section 4.6.2). Sixty-four responses were received, 

80% of those surveyed.  The results are shown in Table 7-5. 

Notably a majority of clinicians stated that they would continue to offer many aspects of the 

intervention, including a focus on patients’ quality of life (90% responded ‘yes’), asking about 

patients’ most important concerns and priorities (84%), enquiring about medication 

adherence (92%) and providing a health plan (58%). However, just under half (48%) of 

respondents reported they would continue to offer a comprehensive review of all problems 

at once, in contrast to the interview data, where the idea of a combined review appeared 

more generally supported. 

This may have been because clinicians were distinguishing between reviewing all LTCs at 

once and opening the reviews up to all patients’ concerns which was not so well supported. 

Continuing with a two-part review in which patients saw a GP following their review with the 

nurse was much less well supported. This may be explained by the comments about difficulty 



 

208 
 

in arranging paired reviews and the perception that seeing the GP after the nurse was 

unnecessary in many cases. Most clinicians (71%) said they would not continue to use the 3D 

template, with only two of the 64 saying they would, which reflects the interview data.  

Table 7-5: Clinicians' responses at the end of the trial 

 Numbers highlighted in red are discussed below 

The 3D model included the following 
components. Will you continue to use any of 
them? 

Yes  

N(%) 

Mayb
e  

N(%) 

No  

N(%) 

Total 
N 

1. Asking patients about their priorities and 
most important concern 

54(84) 9(14) 1(2) 64 

2. Focus on quality of life (e.g. pain, mobility, 
function) 

57(90) 5(8) 1(2) 63 

3. Using a formal depression screening tool 
e.g.PHQ9, for patients with multi-morbidity 

15(25) 21(35) 24(40) 60 

4. Annual pharmacist review 12(22) 29(53) 14(25) 55 

5. Enquiring about medication adherence 59(92) 2(3) 3(5) 64 

6. Agreeing patient and clinician actions in a 
health plan 

36(58) 15(24) 11(18) 62 

7. Allocating extra time to patients with multi-
morbidity 

25(41) 25(41) 11(18) 61 

8. Comprehensive review of all health problems 
at once 

30(48) 17(27) 16(25) 63 

9. Six monthly review 14(22) 29(47) 19(31) 62 

10. Two-part review: nurse appointment to 
gather information then GP appointment to 
make a plan 

7(12) 24(40) 29(48) 60 

11. Personal continuity - trying to ensure 
patients with multi-morbidity see same GP for 
every appointment 

41(68) 15(25) 4(7) 60 
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Table 7-6: Clinicians' responses at the end of the trial 

 

This contrast in support for the components they intended to continue and the template 

itself could be explained in more than one way. 

The most obvious explanation is clinician’s difficulty in using the template, to the extent that 

although it embodied principles they supported, it was inimical to those principles, their 

style of practice or their preferences for conducting a consultation. Many of the comments 

support this possibility, for example, the comment about the health plan being patronising. 

Another possible explanation is to do with their perceptions of their practice. Although the 

clinicians were in favour of many aspects of the intervention, their answers were often 

qualified by stating this was already their usual practice. Only 29% of clinicians felt that the 

3D trial had changed their practice, with a further 15% unsure, supporting this explanation. 

However, the large number of clinicians answering ‘maybe’ to questions about continuing 

various components often qualified their answers by referring to time or funding constraints. 

The reasons for these results are clearly complex and perhaps less a reflection of the 3D 

intervention itself, which to many clinicians was equated with the template, than of the 

barriers to implementing it. 

In interviews, Beddoes practice was the most positive among the four case study practices in 

its response to 3D. The practice manager and 3D lead GP felt that they might continue with 

the intervention in some form post-trial. In contrast to the questionnaire data, several 

interviewed clinicians thought 3D had changed their clinical practice, although there were 

also several who said it had not. The main change identified was to include an enquiry about 

Please answer the following questions:     

12. Will you continue to use the 3D template? 2(3) 16(26) 45(71) 63 

13. Do you think most of your patients 
understood the purpose of the 3D reviews? 

34(54) 10(16) 19(30) 63 

14. Were 3D patients continuing to attend 
other LTC reviews during the study? 

30(48) 8(13) 24(39) 62 

15. Has taking part in 3D changed your clinical 
practice in any way? 

18(29) 9(15) 35(56) 62 
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patients’ most important concerns and quality of life in their future consultations, although 

as noted above many claimed to be doing this already. The difference was perhaps 

pinpointed by the nurse in Int5 who referred to the directness of the question about 

patient’s priorities. 

It’s reminded me a lot about what’s important to me isn’t necessarily what’s 

important to the patient…having those very focused questions at the beginning 

of the consultation, has slightly changed what I do, in the fact I now do it myself. 

[Interview Int5 NU1] 

The results of the rest of the end-of-trial clinician questionnaire are shown in Table 7-7. One 

question asked how easy practices had found it to implement 3D reviews. A large majority  

Table 7-7: Clinicians perceptions of 3D implementation at end of the trial 

 

 

No (%) 
clinicians who 
agree/strongly 
agree 

No of 
responses 
to each 
statement 

It was easy to implement the 3D approach during the 
trial. 

26 (46%) 56 

It was easy to fit in the 3D reviews. 9 (16%) 57 

The template worked well for me. 24 (42%) 57 

The study targeted the right group of patients. 40 (73%) 55 

The 3D reviews benefitted patients. 33 (59%) 56 

Patients liked 3D reviews. 34 (60%) 57 

The 3D approach was trying to offer the sort of care I 
would really like to provide. 

45 (80%) 56 

The financial incentive for doing 3D reviews was an 
important factor in motivating us to complete them. 

13 (24%) 55 

The practice champion role was important for helping 
implement 3D. 

23 (41%) 56 

The monthly feedback searches were helpful to keep 
us on target. 

23 (40%) 57 

The training at the beginning was sufficient to 
implement 3D properly. 

47 (82%) 57 

Because the researchers kept in touch we did more 
reviews than we would have done. 

21 (38%) 55 
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(84%) felt it had not been easy to fit them in, again reflecting the interviews, whereas just 

under half (46%) had experienced no difficulty implementing the approach and said that the 

template had worked well for them (42%).  

In response to patient selection, 73% agreed that the study did target the right group, 

somewhat contradicting the interviews in which several comments suggested that selection 

could be improved. A large majority of clinicians (80%) also agreed that the study was trying 

to offer the kind of care they aspired to. 

7.8 Summary and discussion 

The data consistently indicated that clinicians in principle agreed with the patient-centred 

approach embodied by the 3D intervention. However, practices encountered practical and 

logistical difficulties which, for many, seemed insuperable and none of the practices planned 

to continue with the intervention in the same form. The main logistical difficulty was finding 

the time within their appointment schedules to arrange paired longer reviews and some of 

the administrators underwent ‘a bit of a trauma’ in implementing 3D. This was less difficult 

in practices where administrators could work within more flexible constraints. 

In their response to the intervention, the case study practices exemplified the range found 

across all practices. Beddoes was probably the most positive towards the intervention and 

Davy was the practice that saw the least merit, seemingly for reasons that were more to do 

with their practice circumstances and how they had implemented the intervention than to 

do with the intervention itself.  

For clinicians the biggest practical difficulty during reviews was use of the template, reflected 

in the lack of enthusiasm for continuing to use it after the intervention, but some 

acknowledged this might improve as they got used to it or that with tweaks it might be 

improved. For some GPs, it was at odds with their accustomed style, whereas nurses 

struggled with it being different from their usual templates and including unfamiliar 

elements. These difficulties were reflected in observations of template use during reviews in 

which the template structured reviews and to some extent inhibited communication and 

flow of the review, as shown in Chapter 6 section 6.3 and discussed in Chapter 6 section 6.8. 

There were several components that were welcomed by some clinicians. The enquiry about 

important concerns was considered a beneficial addition to LTC reviews and moreover good 
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practice, although the consequences were not always positively received. The perception of 

some clinicians that sometimes patients used the opportunity inappropriately by raising 

issues that were considered trivial or intractable reflects conflicting understandings of the 

purpose of the reviews. Using medical language to compile agendas (as discussed in Chapter 

6) may have undermined their usefulness as indicators of factors impacting patients’ well-

being, helping to obscure this purpose.  The tension of trying to address both clinician and 

patient agendas in one appointment, albeit in more time, clearly contributed to the 

ambivalence. 

The ambivalence over patients’ agendas also seemed to involve personal views on what was 

important or should be included in LTC reviews, as well as preferences over dealing with one 

issue at a time or taking a more holistic perspective. I interpreted some comments as 

reflecting the individual clinician’s approach to their practice or their patient-centred 

orientation. This included understanding of their own role and also potentially their beliefs 

about the difference between a nurse role and a GP role, their beliefs about the extent to 

which patients should be partners in their health care and their expectations of patients 

regarding their ability and inclination to undertake self-management. For example, the GP 

who did not want to behave as the ‘big I am’ contrasted with the GPs who presented 

management plans ready-made to which the patients had simply to agree. Or the clinicians 

who argued against including all patients’ concerns in the review, because it got in the way 

of fulfilling their obligation to manage the (more serious) LTCs, versus those who welcomed 

hearing about what was important to patients, because it provided valuable information in a 

holistic overview.  

These are big issues that were not overtly discussed in the training I observed, but were 

hinted at in the responses of clinicians to the questionnaire at the end of the trial. I 

speculated that clinicians’ awareness of their own style of practice may also have played a 

part in their responses as there was some evidence of variation in this respect during the 

interviews. An example was the GP who described the far-from-level playing field that 

patients had to contend with in consultations, who showed an awareness of the imbalance 

of power that would need a conscious effort on the part of GPs as well as of patients to 

redress it. Another GP referred to the need for more training for clinicians in agenda setting 

and goal-negotiation to change practice towards being more collaborative and argued for 

patients to write down their agenda prior to appointments. It is worth noting perhaps that in 

this practice patents were not restricted to one or two items per appointment. Those two 
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examples were exceptions and the more common position was that clinicians’ own style of 

practice was not much challenged by 3D reviews, except in terms of included content and 

logistics. Therefore, any change in patient-centredness was likely to be a consequence of the 

template components rather than new skills in patient-centred practice.  

The expectations that clinicians had regarding patients’ capacity to change or to manage 

their own health was, in my view, also a significant factor in clinicians’ response to the 

intervention. Those that had negative expectations were probably more likely to adopt a 

traditional clinician role with power and responsibility centred on the clinician. These 

clinicians also included those who expressed a desire that patients would adopt more 

responsibility and were often disappointed by their passivity. The comment of one nurse 

that patients often ‘don’t tell you’ suggests the need for permission-giving that was provided 

(and then sometimes regretted) by the 3D question inviting patients to reveal their concerns. 

This was an element of 3D that patients picked up on and is discussed in Chapter 8 section 

8.3. 

Time was an issue that dominated responses to the intervention in many ways. While the 

longer time was welcomed by GPs, many nurses said it was not enough for the content they 

had to include. Insufficient time and scope within clinicians’ appointment schedules to 

accommodate the paired reviews was perceived as fundamental problem and an 

overwhelming barrier to continuing the intervention. The initial fears expressed by practice 

staff that the intervention would be too demanding on their time and appointment 

schedules appeared to be realised. This was the main reason for the partial implementation 

of reviews. It could be argued that if the administration had been improved and reviews not 

duplicated, and with greater familiarity and integration of the model over time, the potential 

of the intervention to save time might have been more evident.  

Also due to administrative reasons implementation of continuity was mixed, as described in 

section 7.6.2. Opinions varied over its importance, ranging from the GP who described the 

priority given to it at Harvey, to the GP who used a lack of continuity to her benefit in 

avoiding engaging with a challenging problem her patient raised in a review. It was notable 

that some GPs experienced aspects of the intervention as novel, including medication 

adherence questions, asking specifically about patients’ concerns, inviting them to suggest 

goals and the opportunity to gain a thorough overview of the patients they might not 

normally see due to LTC reviews being conducted by the nurses. While most GPs also 
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welcomed the medication adherence aspect of the review, they had mixed perceptions of 

the pharmacist review of medication, which sometimes they thought too superficial. 

Although clinicians had some reservations about, and difficulty with certain aspects of the 

reviews, most of them implemented all components of the reviews they completed and 

many were aware that patients liked the intervention. 

7.9 Conclusion 

Greater familiarity with the 3D reviews over time might well have overcome some of the 

difficulties clinicians reported. Moreover, patients might have become used to the format 

and used the reviews more purposefully as they became less novel. Although clinicians 

welcomed the patient-centred approach, a more favourable context in terms of resources 

was needed to implement it fully. A greater understanding and awareness of specific patient-

centred skills, such as agreeing an agenda and collaborative action planning, might also be 

needed to achieve the changes in clinicians’ way of consulting that would make reviews truly 

collaborative and patient-centred.  
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Chapter 8 Patient responses to the 3D intervention 

8.1 Introduction 

This chapter addresses Objective 6: to investigate patients’ experience of the intervention, 

how they responded and to what extent they experienced a patient-centred approach. The 

data are all qualitative, drawn from review observations, interviews and focus groups that 

took place from mid-way through the trial until the end. Patients were asked about their 

experience of the intervention and how it compared to their usual care. Since their 

responses address what they experienced as an individual patient having a 3D review, the 

findings are key to overall conclusions about how the intervention affected patient-

centredness [41]. The key finding these data demonstrate is that patients who received an 

intervention of good fidelity noticed and welcomed it. Despite most patients claiming they 

were already in receipt of a high standard of care, an increase in some important aspects of 

patient-centredness was perceived.  

The methods for data collection are described in Chapter 4, section 4.5. Focus groups and 

interviews were only arranged among patients of the case study practices, except for one 

additional patient interview following an observation in another intervention practice. 

Analysis of these data is described in detail below. 

8.2 Development of coding framework 

The data included both focus group data and interview data, but I used the same codes for 

both sets of data, and they were analysed together. The procedure was similar to that for 

Objective 5 described in the previous chapter. The list of codes in Table 8-1 shows which 

codes were a priori codes based on intervention components and aspects of patient-

centredness, which codes were re-used from earlier coding and which were new inductive 

codes generated from the data. These included ‘balance of power’, ‘questionnaire’, ‘unmet 

need’ and many others. The list on the right of the table shows the order in which the codes 

were added. Once all the transcripts had been coded in NVivo, some codes were 

amalgamated to produce the final code list shown in on the left in Table 8-1.  
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Table 8-1: List of codes for Objective 6 

 

Final code list Codes listed by date created Sources References Created On

Patient response Patient response 30 718 12/12/2016 10:40

Balance of power Satisfaction 16 55 09/08/2016 13:17

Communication Components 21 123 06/01/2017 16:28

Components Patient-centred 16 58 09/01/2017 09:58

3D card individual illness experience 10 19 09/01/2017 10:00

Agenda Usual care 18 60 10/01/2017 13:18

continuity of care continuity of care 13 33 23/01/2017 15:30

Co-ordination of care Continuing relationship 12 17 23/01/2017 15:37

Defined structure Common ground 7 12 23/01/2017 15:39

Depression Biopsychosocial holistic 4 5 23/01/2017 15:43

Health plan Expectations of 3D 17 28 23/01/2017 15:44

Medication review Time 15 38 23/01/2017 15:45

Patient concerns Comprehensive review 9 21 23/01/2017 15:48

Comprehensive review Review of progress 5 6 23/01/2017 15:50

Context Nurse role 11 28 23/01/2017 15:52

Difference Time conscious 9 14 23/01/2017 15:56

Explanation and advice Patient concerns 7 10 23/01/2017 16:00

Illness and treatment burden General benefit 10 16 23/01/2017 16:02

Interval for reviews Questionnaire 4 4 23/01/2017 16:05

Miscellaneous Difference 19 55 24/01/2017 11:59

Barriers to 3D Positives 9 26 24/01/2017 12:04

Carer impact Negatives 3 5 24/01/2017 12:04

Enjoy visits Depression 4 7 24/01/2017 12:04

Focus group Individual experience of 3D 23 60 24/01/2017 12:13

Questionnaire Health plan 11 23 24/01/2017 12:18

Most important Defined structure 2 4 24/01/2017 12:21

Nurse role Reasons for taking part 9 18 24/01/2017 12:31

Opinions of 3D Opinions of 3D 25 158 24/01/2017 14:41

Expectations of 3D Templates 7 12 24/01/2017 16:17

General benefit Unmet need 5 14 01/02/2017 13:39

Individual experience of 3D Balance of power 6 14 01/02/2017 14:49

Negatives Illness and treatment burden 6 10 01/02/2017 14:50

Positives Agenda 6 12 02/02/2017 15:27

Patient taking initiative Explanation and advice 3 3 03/02/2017 16:36

Patient-centred Communication 5 10 03/02/2017 16:37

Biopsychosocial holistic Enjoy visits 1 1 02/03/2017 13:01

Common ground 3D card 2 3 12/05/2017 11:18

Continuing relationship Service complaints 5 25 12/05/2017 11:23

individual illness experience Patient taking initiative 4 11 12/05/2017 11:34

Reasons for taking part Co-ordination of care 7 17 12/05/2017 11:40

Receptionist Medication review 4 14 12/05/2017 13:10

Review of progress Focus group 1 1 12/05/2017 13:52

Satisfaction Most important 5 6 13/05/2017 14:59

Service complaints Receptionist 4 8 13/05/2017 15:08

Templates Interval for reviews 1 4 13/05/2017 15:18

Time Context 2 6 13/05/2017 16:33

Time conscious Barriers to 3D 1 2 15/05/2017 15:56

Unmet need Carer impact 2 3 15/05/2017 16:32

Usual care Miscellaneous 0 0 27/10/2017 10:46

Inductive codes from pilot phase

A priori  codes

Inductive codes

Organising codes
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Following coding, twenty-six codes relevant to the research questions for Objective 6 were 

selected and the content of each was downloaded from NVivo into separate paginated 

documents. These codes are shown in column 1 in Table 8-2 and were used to head columns 

in a matrix framework.  

Table 8-2: Coding process leading to development of final themes 

Codes selected for 
columns 

Matrix rows Themes  Final themes 

3D card for appts not 
3D reviews  
3D not received as 
expected 
Agenda  
Balance of power and 
responsibility  
Communication  
Comprehensive review  
Continuity of care 
Depression screening  
Health plan 
Medication reviews  
Most important for 
care  
Nurse/GP role  
Observation effect  
Patient perspective 
and experience  
Personal, holistic, 
biopsychosocial  
Problems identified in 
review  
Receptionists  
Review interval  
Review progress  
Structure 
Taking up time and 
permission to talk 
  
Template and 
computer use  
Time  
Understanding of 3D 
Usual care versus 3D 
View of 3D 

Balance of power 
Communication 
Components 
Comprehensive review 
Difference 
Interval for reviews 
Most important for 
care 
Nurse role 
Opinions of 3D 
Patient-centred 
Receptionist 
Satisfaction 
Templates 
Time 
Time conscious 
Usual care 
 

Comprehensive review 
Continuity of care 
Agenda  
Depression 
Health plans 
Medication reviews 
Template and 
computer use 

Patient-centredness 
Length of 
appointment and 
comprehensive review 
Feasibility of the 
intervention and 
selection of patients 
Continuity  
Agenda 
Depression screening 
Medication review 
Health plan  
Template 
Perceptions of 
difference 

Understanding 
patient’s illness 
experience and their 
perspective 
Personal holistic and 
bio-psychosocial 

Balance of power 
Communication 
Most important for 
care 
Nurse/GP role 
Time 
Usual care 

Opinion/experience/ 
difference of 3D 
Observation effect 

 

Some of these codes were then further amalgamated, e.g. all codes relating to individual 

components of the intervention were grouped together under one code ‘components’, to 

form preliminary themes, and these were used to create 16 rows in the matrix framework 

(column 2 in Table 8-2). The printed document of each of the 26 original codes was then re-
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coded and indexed by hand to identify the detail relevant to each of the preliminary themes 

in the data extracts of each code. Entries were made in the relevant theme row of the matrix 

framework under the column headed by the code under which the data extract was first 

coded to enable retrieval of the data extract. The entry included the page number of the 

individual code extract document and a brief summary or quote. This maintained grounding 

in the data and populated each of the themes with entries across the row distributed in the 

columns of the originating codes. I could then read across the rows to identify variations in 

the theme and identify nuances in the data because of the way that the data was still 

associated with its original code.  

Following this stage of analysis, I re-organised the themes into the 17 themes listed in the 

third column of Table 8-2. I re-used the names of some of the original codes and themes 

from the matrix framework but in some cases revised them to reflect the data better. 

Several of the original matrix themes were subsumed into ‘opinion/experience/difference of 

3D’ e.g. ‘difference’, ‘interval for reviews’ and ‘opinions of 3D’ and ‘receptionist’ was 

subsumed into ‘usual care’. In the interests of organising the findings to relate clearly to the 

research questions, the code ‘components’ was split into the constituent components of 

‘agenda’, ‘continuity of care’ etc. and ‘patient -centred’ divided into elements of patient-

centredness i.e. ‘understanding patients’ illness experience and their perspective’ and 

‘personal, holistic and biopsychosocial’. These themes were grouped into categories to 

address the key research questions relating to patients’ response to the intervention: 

components of the intervention, patient-centredness, valued elements of care and 3D 

perceptions.  

The analytic process involved in re-coding the collections of extracts from various sources at 

the same time provided a better overview of the data. It also facilitated a fresh 

interpretation of the provisional themes in the data because of the renewed data exposure 

following completion of preliminary coding and the re-coding of all extracts. For example, 

the difference between the experience of 3D care as compared to usual care could be 

related to the elements of care that patients most valued, which brought out important 

facets of the patient-centred approach in 3D, such as time (longer appointments) and a 

comprehensive review. This shaped the final themes and content reported in the findings, 

although for the purposes of comparison the names of the themes were aligned as far as 

possible with the themes from the practices’ and clinicians’ response. The final themes are 

listed in column 4 of the table.  
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The overall coding and analytic process was thorough but a little convoluted because the 

matrix framework was quite unwieldy. It occupied 27 columns and 146 rows in an Excel 

database and so I have not been able to reproduce it here. For the analysis of practice and 

clinician response in Chapter 7, I refined the process by creating a single paginated 

document of all the coded extracts (see section 7.2), which is why the descriptions in the two 

chapters differ.  

To enhance confidence in the findings from patient interview and focus group data, excerpts 

from two patient interviews and one focus group transcript were discussed in a PPI group 

meeting. This provided interesting feedback regarding content of most interest to the PPI 

members and reinforced my perception of patients’ priorities for care provision. It also tied 

in with the indicators of patient-centredness drawn up before beginning to observe reviews. 

The first part of the results addresses patients’ general comments about the intervention 

and their experience of it, including perceived patient-centredness, length of appointment 

and perceived feasibility of the intervention, before moving on to their views about 

individual components of the intervention as in Chapter 6. This facilitates comparison of 

patients’ responses to clinicians’ responses. The results conclude with a discussion of 

differences patients perceived between the intervention and usual care. In quotes, patients 

are identified and numbered by their practice e.g. Beddoes Pt12 or Lovell Pt7. 

8.3 Response to the overall 3D concept 

While there was a wide range in patients’ reported experience of receiving the intervention, 

response to the patient-centred principles of the intervention showed a high degree of 

consistency.  

8.3.1 Patient-centredness 

Elements of patient-centredness that seemed most important to patients included relational 

continuity with an individual clinician (discussed in section 8.4.1), having longer holistic 

reviews that allowed discussion of their current health priorities, and feeling heard and that 

their perspective was better understood. One patient described the holistic review as more 

‘personal’ because she felt consulted and considered as a person. She also pointed out the 

potential in combined reviews for greater practice efficiency. 
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It makes common sense for them as well, because then they don’t have repeat 

visits for you with your other condition, but it does make it more personal, as 

opposed to a bodily complaint. [Focus group Lovell Pt3] 

Other comments related to clinicians listening and taking more notice of patients’ 

experience.  

What is very helpful is, as the nurse was doing, was listening more and 

understanding, or at least noticing more what I was saying about how the 

experience was for me. [Interview Beddoes Pt7] 

A few patients alluded to another interesting aspect of patient-centredness. This was to do 

with the relationship patients had with the clinician, which one patient felt had changed as a 

result of 3D reviews. 

I suppose one of the positive things that you could say came out of this was the 

different relationship that you have with your nurse and GP, that perhaps you 

didn’t have before. [Focus group Lovell Pt3] 

Another patient talked about a shift in the power balance between patient and clinician or a 

shift from clinicians’ priorities to patients’ priorities. 

I think this gives me that kind of overview where you kind of think well, you 

know, I’m the person that should be getting attended here, it’s not what this GP 

wants or thinks it’s what…you need to take into account…what my needs are, 

that type of stuff, you know? [Focus group Lovell Pt7] 

8.3.2 Length of appointment and comprehensive review 

All interviewed patients welcomed having extended time in the 3D reviews to raise all their 

health concerns. Several patients commented that a comprehensive review to check 

everything was valuable. This was sometimes viewed as a check-up of gradually deteriorating 

health as they aged and sometimes an opportunity to go through all problems, great and 

small. 

This is really a grand opportunity to go through everything even if they might not 

be as important. [Focus group Beddoes Pt12]  
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Patients thought it was helpful to be able to include all aspects of their health, which often 

interacted and were not easy to separate into single issues. Knowing they had more time 

was an important factor in being able to discuss everything at one time.  

If you've got a long term - even one - long term health condition then there is 

possibly gonna be times when you've got more than one thing that you need to 

discuss and it’s… although they're different issues it's all related.  Like with me, 

it's related to my diabetes. So it makes sense to me to be able to discuss it all at 

the same time but not feeling pressured or rushed because of time. [Interview 

Beddoes Pt9] 

Many patients mentioned being conscious that they should not take up too much of the 

clinician’s time.  Patients knew they were only allocated ten minutes and only two problems 

could be addressed at one time and were aware that if they took too long it would make 

others wait longer. They experienced that concern even when GPs encouraged them to take 

the time they needed. 

When you go to the doctor the clock’s ticking and you’re thinking of your ten 

minutes. [Focus group Beddoes Pt11] 

In 3D reviews, knowing there was a structure that the clinician was working through, that 

they had a longer appointment and that the purpose was to go through all their health 

concerns freed them from that anxiety. 

…because before knowing that people would be waiting, one of the differences… 

I know that I’ve got a longer appointment time. So, there’s more time to cover 

things. I know that the GP is working to that format. So, he’s going to ask 

questions about everything. [Interview Beddoes Pt7] 

Although already pleased with the care they received at their practice, some patients stated 

that the 3D reviews offered something not previously experienced.  

The great thing about this is that they’re looking at you as a whole being and 

taking everything into account, and that is very new. [Interview Beddoes Pt7]  

8.3.3 Feasibility of the intervention and selection of patients 

While all patients welcomed the principles behind the intervention, there were those who 

questioned whether it was feasible because of pressure on resources. A few patients 
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suggested that the full review involving both nurse and GP might be better annually, perhaps 

with interim review(s) with the nurse. 

I think annual might be a possibility. I don’t know that they would cope with six-

monthly. [Focus group Lovell Pt7] 

If they continue the…going to see a nurse once every three months and she asks 

you about everything, that would perhaps save you having to go to the doctors 

over something that you could sort out. [Focus group Beddoes Pt4] 

Patients at Davy, where there were major staffing difficulties, were disappointed that they 

had not received the intervention as expected and none had received the second promised 

review. Most patients were, however, aware of the constraints experienced by GP practices 

at the time of the trial. 

Maybe they’re setting the bar too high…because our expectations are what 

they…used to be, that because of the way resources are, with the best will in the 

world…all the things we would like to happen, just aren’t going to happen and 

we have to accept it a bit. [Focus group Davy Pt6] 

Discussion of limited resources was linked to patients’ perceptions of who the intervention 

should target. Several patients talked about their relatively good health, concluding they 

were not a priority, but considered the intervention was likely to benefit those in poorer 

health than themselves. 

I just felt oh no, I don’t think I justify having priority treatment.  I mean, I would 

imagine it’s very good for people who are really poorly, but I don’t feel justified. I 

didn’t feel as though I was that poorly. [Focus group Harvey Pt6] 

8.4 Response to individual 3D components 

This section discusses the intervention components of continuity, patient’s agenda, 

depression screening, medication review, health plan and template. Thus, it covers the same 

aspects as in Chapter 6 but from the patients’ perspective. Instead of beginning with the 

template, which featured strongly in the clinicians’ response to the intervention, in this 

section it is considered at the end, as it was less significant to patients. Instead this section 

begins with the two aspects most important to patients: continuity and agenda. 
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8.4.1 Continuity 

Patients saw continuity of care as very important and conveying several benefits. Seeing a 

clinician who knew them would make it unnecessary to go over their history or the problem 

again and would avoid the risk of conflicting advice and/or treatment. In their view, this was 

particularly important for people with multi-morbidity.  

I always feel you’re better going to the same doctor to see him about yourself, 

instead of explaining to the next doctor or another doctor which has not been 

seeing you about it. [Interview Lovell Pt5] 

Avoiding repeated explanations might increase efficiency and save precious time out of the 

limited amount available. This was important to patients wanting to maximise what could be 

covered in their appointments. 

Not only would it save time and money…it would make you feel better if you’re 

seeing the same doctor because you only have to keep going through everything 

every time you see a different doctor. [Focus group Davy Pt5] 

Patients also felt more comfortable with the clinician they knew, having built up a 

relationship over time and feeling that the clinician knew them and their case. 

[GP2] has known me for the last 20 years … and it does makes a very 

comfortable appointment because she does know me … whereas if you see 

somebody who has no idea about you, you spend the first few minutes 

explaining what you’re there for. [Interview Lovell Pt1] 

There were some patients, however, to whom continuity was not important and most 

recognised the trade-off between a shorter wait to see any doctor and waiting for an 

available appointment with their own doctor. For emergency appointments, there was 

consensus that patients had to consult whoever was available.   

Patients of Harvey and Lovell generally felt they already had good continuity of care and 

therefore that the intervention did not make a huge difference. However, one patient at 

Lovell was asked to see a different GP than the one she usually saw, which she found 

disappointing. This also happened to a patient in the focus group at Beddoes which she felt 

was a negative consequence of the intervention.  

The only thing I found was that [GP3] is my doctor and has been for many, many 

years but I was asked to go to [GP1] for this particular study and I thought ‘oh 
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well I'll have to go to her…I think it did make a big difference because I felt, well, 

she didn’t really know me. [Focus group Beddoes Pt8] 

At Harvey, several GPs left during the trial which disrupted continuity for some who had 

been the patients of those GPs. One patient expressed annoyance when he lost his GP who 

had been there a long time and was moved to another GP without consultation. 

I do think you ought to have a bit of choice with it instead of somebody saying 

[GP8] is your doctor… I felt that you were kind of just an object being moved 

around. [Interview Harvey Pt2]  

8.4.2 Agenda 

Patients welcomed being asked about all their concerns and reported that they had raised 

issues to discuss that they would normally consider of low priority, or which would have 

fallen outside the scope of a usual appointment.  

There was certainly plenty of opportunity to raise things, you were quite 

frequently being asked, ‘Is there anything else you want to think about?’ … It 

certainly allowed things to be picked up that might not have been normally dealt 

with in a more focused appointment. [Focus group Lovell Pt7] 

The agenda was compiled by the nurse in the first part of the review from the issues and 

concerns patients mentioned, and findings from disease measures. In the second part of the 

review, GPs usually went through every item, and impressed some patients with their 

thoroughness. 

Everything was written down there, thyroid thing, and a test and everything, it’s 

all done. So, she was thorough. [Focus group Davy Pt7] 

 One patient was pleased with the way his new GP went through everything that had been 

identified by the nurse, and asked lots of pertinent questions addressing psychosocial 

aspects. 

However, some patients reported that the GP did not always go through the entire agenda 

that had been agreed with the nurse.  

She did give me a printout of what we discussed but some of the things that the 

nurse had put through I don’t think she looked at and she just concentrated on 

what I could do to help myself. [Interview Harvey Pt1]  
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Examples given included the GP limiting the agenda to two items, or the GP saying she had 

insufficient expertise to address the patient’s main health issue because it was a rare 

condition.  

He [Pt3] only wanted to talk about two things…They never talked about his heart 

problems at all, that was just ignored. [Focus group, carer of Davy Pt3] 

Observation of the reviews indicated that some patients gave their agenda to the GP without 

looking to see what the nurse had written. A few indicated they felt it was a thorough review 

by the nurse to prepare the ground for the GP. These comments suggested that some 

patients may not have been fully prepared to see the review as an opportunity to set their 

own health agenda. Instead, they saw the process as the nurse gathering all the necessary 

information for the GP and the agenda just being a means of passing it on.  

I think seeing the nurse has been very good in the 3D thing because she goes 

through your history, I mean through the Alzheimers test and everything else. 

She did blood pressure, weight and then made out a report for you to see the 

doctor. And that must save the doctor’s time. [Focus group Beddoes Pt11] 

8.4.3 Depression screening 

Not many patients commented about the depression screening, but it was discussed in the 

Lovell focus group. Those patients felt they had derived benefit from it because it had 

identified problems that the GP was able to address. 

She went through everything obviously and it turned out, well … I knew, I was 

very low and I wasn’t sleeping very well and so she went through all that and 

gave me tablets for it and fine today, so that’s helped. [Focus group Lovell Pt4] 

The way in which the screening was done, varied greatly between nurses (Chapter 6, section 

6.5.1 and Chapter 7, section 7.6.4). One patient felt the nurse was disinterested in the 

answers he gave to the questionnaire, other than to score the measure. Another patient, 

who was depressed and felt her poor health was having a huge impact on her life and family, 

had a negative experience, which corroborated some nurses’ concerns about the screening 

questions. 

I found it really quite depressing…do you feel as though you’re a failure, that 

your family and all the rest of it, because you’re talking about these things 

you’re coming out actually feeling worse than you were before you went in. 

[Interview Lovell Pt8] 
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8.4.4 Medication review 

Several patients commented that the medication review was a welcome aspect of the 3D 

intervention. Some felt their medication should be reviewed more often, rather than being 

left on a medication for years. 

I’m a little bit unhappy about the way they just leave you on a prescription and 

then that’s it. They seem quite happy to just leave things as they are. [Focus 

group Beddoes Pt6] 

My GP who has known me a long time, she increased [my depression 

medication] to four times what I had been on. Well that was in 2010. She’s never 

reviewed it since and I just think ‘That’s it, OK, you’re fine, you haven’t been back 

to me, so we’ll just ignore it’. [Interview Lovell Pt1] 

Others felt if a medication was working well, why change it? Some had experienced 

unwelcome alterations in their medication, such as having an asthma inhaler withdrawn that 

had been working very well, which resulted in an exacerbation. 

8.4.5 Health plan 

The health plan also received a mixed reception, although for many patients it did not seem 

to be a prominent part of the intervention. Some found GPs responsive to their suggestions, 

but others thought that the health plan had been initiated by the GP rather than worked out 

with them. One patient felt that her GP had not suggested anything new but just used it to 

record the self-management measures she was already taking. One carer considered it was a 

waste of time as no useful suggestions were included.  

There was nothing … that you could turn around and say “Oh that’s a good idea, 

we’ll try this”. [Focus group carer of Davy Pt3] 

One or two patients said a printed record of the plan was helpful, but few seemed to refer 

back to it for the second review. 

Coming away with that written piece of paper that they printed off is useful for 

me, because you can’t always retain the information, because we changed some 

of the medication and we talked about ways forward. So, it’s really useful to 

have that printed piece of information to bring away so that it you know, kind of 

reminds me of things. [Interview Beddoes Pt7] 
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One patient believed that having a record of the problems addressed in the first review 

facilitated progress. She felt that it provided something with which to compare her situation 

when she came for the second review, instead of assuming nothing had changed. 

Before the 3D stuff…you always started at the same step, if you like, rather than 

stepping up or down. It was always presumed you had the same problems, 

instead of looking forward to what’s resolved…what’s new, what’s still 

happening. [Focus group Lovell Pt3] 

8.4.6 Template 

Most patients did not mention the template although they were aware that the clinicians 

were trying something new. However, a few commented that the template distracted 

clinicians’ attention and/or slowed them down and took up too much of their time. 

The 3D thing when you go in and they’re doing all this stuff on the computer and 

all the rest of it, I mean, they’d be better seeing other patients than 

sitting…ticking boxes and having to think of things to put in. [Interview Lovell 

Pt8]  

The set structure imposed by a template could also constrain outcomes. 

It’s not as free flowing so it probably limits what’s likely to come out of a 

meeting if you’re just going through a template. You know you need a bit more 

flexibility and trying to get all the information if you like. [Interview Lovell Pt6]. 

8.5 Perceptions of difference  

Most patients from Beddoes and Lovell thought their usual care was already of a high 

standard, and many made comments about the 3D intervention not making much difference 

to the standard of care.   

I don’t suppose I noticed much difference really from what normally 

happens…it’s just like a normal consultation. [Interview Lovell Pt6] 

However, despite claiming GPs gave them all the time needed to discuss their issues, 

patients did perceive a difference in being in a less time-pressured context. They also 

experienced reviews as a unique opportunity to review their health in the round and 

appreciated being asked their perspective on their health.  
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Impressions from Harvey patients were more mixed. Two patients had experienced 

disruption of continuity due to GPs leaving the practice and were mainly concerned about 

that. Another said that her first GP review had been very different from her second which I 

observed. She said in the first she had been made to feel ’in the wrong for booking the 

appointment’ which suggested that the first time the GP had not completed a 3D review in 

the way intended. Many had not perceived a significant difference in their care because, in 

their view, it was already good, but one patient experienced his usual GP as not very 

responsive and felt that had not changed. 

My doctor, really, I don’t really think she’s had a great deal of understanding of 

any of my problems in the past [laughs], so it really didn’t make a lot of 

difference! [Focus group Harvey Pt8] 

Another patient felt that GPs should listen more to patients’ experience of their health 

problems. This patient believed that by attending a 3D review, observed by her daughter and 

by me, the GP took more notice of her problem. 

But to me, I feel that a lot of doctors don’t listen. The thing is I know my body 

and if I think there’s something wrong with my body then I know there’s 

something wrong with it. The doctor don’t know because she’s not in my body. 

And this is my only gripe with doctors – they need to listen a little bit more. 

[Interview Harvey Pt7] 

Patients’ main complaint about their current health care was the difficulty of getting 

appointments. This did not seem to be much altered by 3D, especially since none of the 

practices implemented the intervention intention that patients would receive longer 

appointments with their named 3D GP between reviews. Some patients had tried showing 

their 3D cards, that identified them as participants in the trial and stated their usual GP, but 

many receptionists were unaware of the 3D intervention and the significance of the card, or 

were not able to accommodate the patient’s request. 

I did receive at the beginning of it a letter…with a little card to show… when I 

went to book an appointment, to get, I think it was priority appointments. Well, 

you won’t get a priority appointment with [GP4] – he was too popular. [Focus 

group Harvey Pt6] 
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8.6 Summary and discussion 

Patients welcomed the intervention as a positive change to the way they received care, with 

some exceptions mainly related to inadequate implementation of the intervention or lack of 

change in GPs’ approach. This was despite most patients being satisfied with their usual care 

from nurses and GPs. Patients did have an awareness of the constraints under which GP 

practices worked which made some question the feasibility of the intervention at that time, 

but the consensus was that they would like to see it continued if possible. 

One change patients generally experienced and welcomed was that the 3D reviews freed 

them of the sense of having to limit their appointment time. Another was that the invitation 

to talk about all their concerns made them feel better heard, understood and recognised as a 

whole person. Addressing all their health issues on one occasion made sense to them, not 

only because they could connect up all their health issues but for reasons of efficiency. 

Continuity of care was highly valued for similar reasons of efficiency and because it could be 

more comfortable if a relationship was established with one GP. The direct question about 

their most important health concerns was an aspect that had considerable impact and was 

novel to some. Receiving an agenda and health plan seemed to have less significance for 

patients’ experience but the thoroughness of the nurse review was appreciated, especially if 

GPs then addressed all the items on the agenda. Some patients were disappointed when GPs 

did not cover the full agenda or if the health plan did not incorporate any new suggestions. 

Other patients did not see the agenda as very significant possibly because they saw it simply 

as a means of communication between nurse and GP to convey the nurse’s findings. This 

suggested that some patients did not use the agenda as a means of getting their own voice 

heard and taking greater control of the reviews. Medication reviews were generally seen as a 

worthwhile component and a difference to usual care experience as they addressed a deficit 

in care that some patients had perceived. 

An interesting angle on the health plan was identified by one patient who described it as a 

means of progressing care. This patient had noticed that it could be used as the starting 

point in subsequent reviews to measure progress, see what had changed and what was new. 

In that way the tendency to always revert to the same ‘step’ by assuming the problems had 

not changed was avoided. This could be of great value in developing collaborative, proactive 

care in which patient and clinician work together in a synergistic way to achieve optimal 

health outcomes.  The way these perceptions connect to patient-centredness and to 

comments from clinicians and practices is developed in the next few paragraphs. 
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In relation to patient-centredness and care for multimorbidity, patients identified many of 

the same issues and preferences as described in the literature, including continuity of care 

and the importance of access to a clinician who has an overview of their whole situation [18, 

27, 70]. The reasons they gave for continuity of care being so important were also reflected 

in previous findings, including avoiding the need to explain their situations and medical 

history afresh each time they see another clinician and wishing to feel known and 

understood [27, 70]. These findings reinforced the place of relational continuity in delivering 

patient-centred care. 

Another finding echoed in other research was that the standardised length of consultations 

presented difficulties for patients, who often had several issues that needed addressing in 

one appointment [6, 61]. A patient pointed out that even if they currently only have one 

issue, it is often difficult to isolate that one issue from other conditions. This reflects the 

identified difficulty of managing multiple conditions that may be interrelated synergistically 

or discordantly [3]. Some GPs in the 3D study had addressed this by identifying patients that 

would almost always need longer and flagging them to reception staff, so they always 

booked a double appointment for those patients. Others just allowed appointments to 

overrun, but patients, as well as GPs, found this stressful because they were often acutely 

aware they had exceeded their allotted time and were keeping others waiting [193]. Having 

extra time built into the structure of the appointment was therefore experienced as reducing 

pressure, as well as enabling attention to multiple inter-related issues. 

In contrast, the main barrier to delivering and maintaining the intervention was the shortage 

of time experienced by practices and clinicians, which was recognised by patients. There was 

a universal recognition among clinicians that complex patients require additional time, but 

they contested the way the time was used by wishing to prioritise the health issues they 

considered important or felt they could address in the time. This resulted in potential conflict 

when those issues did not align with the ones that patients wished to discuss. Patients 

showed in their comments that they appreciated being allowed to discuss even relatively 

minor issues suggesting the value of doing so lay not so much in their medical significance 

but in their contribution to their overall experience of their health and to being viewed as a 

whole person. 

Patients also appreciated receiving a comprehensive review that took everything into 

account and was thorough. This gave patients the sense of being viewed as a whole (person) 
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and not just a bodily part, which was connected with a feeling of being listened to and 

valued. A couple of patients commented on the effect this had on their relationship with the 

clinician which they felt had changed as a result of the intervention. This was described not 

only in terms of being seen as person but also in the recognition that it was their needs that 

were being attended to rather than the priorities of the clinician. This suggests that there is a 

potential for patient empowerment conferred by determining the agenda and how the time 

in the consultation is used.  

The benefit of having some extra time therefore came across in the data as being highly 

significant. Patients equated it with valuing them, echoing the aspirations expressed in a 

couple of comments in training at the start that patients would feel better cared for, listened 

to and valued. Since time is so precious and patients clearly know this, the gift of time was 

probably very powerful. If someone spends time listening it conveys to the speaker that they 

are worth listening to, hence they feel valued. I concluded therefore that time was of central 

importance in perceptions of patient-centredness. 

The use of time relates in fundamental ways to empowerment, as the control of time by 

practices and clinicians conveys that they hold the power. Some of the patients’ comments 

about the sense of permission they gained during 3D reviews suggested they perceived a 

power imbalance. Two patients referred more directly to this when they noted an increased 

sense of agency from being asked their concerns, as did the Harvey GP who described how 

patients were at a significant disadvantage in consultations, which made it difficult for them 

to be empowered (Chapter 7 section 7.4.1). There were therefore some indications in 3D of 

its potential to achieve a more equal balance of power between patient and clinician, which 

could have been further strengthened if the health plans had been more collaborative. This 

is another significant component of patient-centred care and a pre-requisite of partnership 

in care and patients taking more responsibility, seen as desirable by clinicians. 

The template also played an interesting part in the balance of power. It was experienced as 

controlling by many clinicians and some patients experienced it as interfering with the 

interaction between them and the clinician, and limiting the agenda, reflecting earlier 

research discussed in Chapter 6 section 6.8. A broader discussion of issues of empowerment 

in 3D appears in Chapter 9 section 9.3.2 including the wider role of expectations in 

maintaining the power imbalance. I will also revisit the discrepancy between patients’ 
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expressed satisfaction with care and their perception that the 3D intervention represented 

an improvement on usual care in section 9.2.  

Many of these issues were highlighted by the application of the conceptual diagrams of 

patient-centred care developed in Chapter 3 (Figure 3-1 and Figure 3-2). It was interesting to 

note that although many of the comments related to patient-centred components, such as 

eliciting the patient’s agenda, they also brought in aspects of the ‘spirit’ of patient-

centredness such as ‘listening to understand’, ‘follows up’ and ‘focuses on patient’s 

experience’ Further discussion of the way that patients’ overall perceptions of patient-

centredness can be related to these diagrams is also explored in Chapter 9 section 9.3.1.  

8.7 Conclusion 

Patients welcomed 3D reviews, which they experienced as more patient-centred mainly 

because of the extra time in which to discuss their health concerns and the clinician’s 

concentrated attention on the patient’s full range of health issues. This helped to achieve a 

sense of a review that was thorough, treated them as a whole person and was, to some 

extent, empowering to patients in their relationship with their clinician. Patients also noticed 

when 3D reviews were not delivered as intended and experienced disappointment when 

that occurred. This adds weight to the conclusion that they noticed and appreciated the 

intervention and would like to see it continued, albeit slightly modified in recognition of the 

practices’ constraints, of which they were only too aware. 
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Chapter 9 Evaluating a patient-centred approach  

This chapter focuses on the implementation of a patient-centred approach and considers the 

extent to which there was overall fidelity to it and the mechanisms of action which might 

have been involved in achieving a perception of patient-centredness. In so doing I first 

summarise the findings regarding implementation and perception of patient-centredness 

and relate these to the literature about patient-centredness. Following this I re-examine the 

conceptual approaches developed in Chapter 3 to evaluate the implementation of a patient-

centred approach and draw out the ways in which the concepts of patient-centredness 

informed the data analysis and how the findings related to them. Based on the findings I next 

summarise barriers and facilitators affecting implementation of a patient-centred approach 

to suggest the key mechanisms of action for perceptions of patient-centredness in the 3D 

study. These are applied in a generalised conceptual model showing theorised mechanism of 

action of a patient-centred intervention that seeks to improve quality of life. Next, I critique 

the framework for evaluating implementation of a patient-centred intervention in the light 

of a revised literature search and then present a generalisable novel framework for 

conducting a process evaluation of a patient-centred approach. I conclude by considering 

further research to build on this work.  

The generalised conceptual model of theorised mechanisms of action and the generalisable 

process evaluation framework for evaluation of implementation of a patient-centred 

intervention constitute the original contributions to our understanding of process 

evaluation.  

9.1 Summary of findings related to patient-centredness  

Since the concept of patient-centredness was a guiding principle in the 3D trial, the extent to 

which a patient-centred approach was enacted was of central interest in the process 

evaluation. The findings showed a mixed picture with some contradictory views from both 

patients and clinicians, but overall I concluded that patients receiving 3D had perceived an 

increase in patient-centredness. This was borne out by the end-of-trial patient-reported 

outcome measures relating to patient-centredness. Several factors could be identified in the 

findings that influenced this conclusion, not all of which were supportive, but which seemed 

to be outweighed by some important general perceptions.  
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The important perceptions were firstly that patients perceived the 3D reviews as having a 

greater focus on their agenda and their whole illness experience, rather than being single-

condition reviews determined by a clinician agenda. Secondly, as shown in Chapter 8, section 

8.3.1, several patients described feeling more consulted, listened to, and seen as a whole 

person and that consequently their care felt more personal than they usually experienced.  

Thirdly, the increased length of the reviews also appeared to play a major part in patients’ 

perception of change. As discussed in Chapter 8, section 8.6 being given extra time may be a 

marker of being considered important or valued, which some patients described in their 

response to the intervention. As well as this, the removal of pressure and guilt that patients 

described due to taking more time than they felt they had permission to take, was liberating. 

The sense of having enough time for all their health concerns to be considered and to 

receive a comprehensive review was definitely welcomed.  

Some other aspects of the process evaluation findings however, seemed to run counter to 

patients’ perceptions of increased patient-centredness. Many practices and clinicians in the 

trial claimed that they already operated in a patient-centred way. They also claimed that 

personal practice was not significantly changed by the 3D training. The latter claim was 

reinforced by comments from two clinicians about the 3D training clinicians received, which 

they thought was a missed opportunity to enhance key patient-centred skills. It was also 

supported by responses to the end-of trial clinician attitudes survey indicating that many 

clinicians believed they already asked about patients’ agendas and quality of life in their 

usual practice. This might lead to the conclusion that patient-centredness did not change 

much because clinicians were already using a patient-centred approach and/or that they 

received inadequate training to have much impact on their practice. The claim of no change 

to their practice was brought into question to some extent by my observations of usual care 

reviews, in which patients were not asked their agenda or about their quality of life as the 

understanding was that the agenda was to review the long-term condition(s). However, this 

was a change in terms of actions associated with patient-centredness rather than a change in 

patient-centred approach as reflected in a ‘spirit’ of patient-centredness. 

Another consideration is the negative reception given by some clinicians to certain health 

concerns that patients included in their agenda, on the grounds that they were inappropriate 

to a long-term condition review or too trivial. This is at odds with a patient-centred approach 

because it implies a belief that clinicians should set the agenda and judge what is 
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appropriate to it. The implication of these findings is that the training did not result in a 

significant change to individual clinician’s patient-centred ‘spirit’, which displayed 

considerable diversity between clinicians observed.  

An additional factor that may be relevant to perceptions of patient-centredness concerned 

evidence of relational continuity of care, which was observed when 3D reviews were 

delivered by patients’ usual clinician. In these cases, clinicians often displayed understanding 

of interactions between their patients’ mental health, physical health and social 

circumstances. In contrast, I only observed this on two occasions when the clinician did not 

know the patient, suggesting that those patients who did not receive continuity of care 

during the intervention may not have benefitted equally and missed out on this aspect of 

patient-centred care. Continuity of care overall only increased slightly, making this an 

unlikely explanation for the increased perception of patient-centredness.  

In summary, patients’ perceptions of increased patient-centredness following their 

experience of 3D reviews, which were structured by a new computer template, and were 

sometimes with clinicians that patients were not used to, might be considered surprising 

except for three significant factors. The data from patients suggest that patients primarily 

valued the extra time, welcomed receiving a holistic review, and appreciated being asked 

about their concerns. This leads to the conclusion that the structure of 3D reviews, including 

increased time and a review of all aspects of a patient’s health, and the questions in the 3D 

template eliciting patients’ concerns were primarily responsible for patients’ experience of 

an increase in patient-centred care, rather than any significant change in the personal 

practice of clinicians. 

9.2 Comparison to the literature on patient-centred care 

The finding that patients perceived an increase in patient-centred care runs counter to what 

might be expected from patients who also described themselves as very satisfied with their 

usual care and compared their GP practice favourably to others in their experience, although 

it is known that claims of satisfaction may not be reliable [194]. The literature suggests that 

satisfaction is at least in part determined by expectation, which in turn may be divided into 

realistic expectation and ideal expectation [185]. The awareness of practice constraints 

among 3D patients suggests they held realistic expectations which were not disappointed by 

their usual care experience, whereas patients’ experience in 3D reviews of enhanced 

communication about their illness experience may have come closer to ideal expectations. 



 

236 
 

Among the changes that patients welcomed, getting enough time in the consultation is a 

strong preference identified in the literature [195], although when it is a factor among many 

others offered in discreet choice experiments it is not necessarily the most important [196]. 

Choices are influenced by the circumstances for which the appointment is required [195-

197] and by patient factors and arguably patients with multimorbidity have a particular 

requirement for longer appointments. Longer consultations have been found to be 

associated with improved patient outcomes because they allow GPs to more easily address 

the complex issues involved in managing patients with multimorbidity and also allow time 

for better information exchange, including understanding patients’ perspectives and to 

establishing common ground [3, 17, 61, 193]. However, my interview data suggested that 

these are not the only reasons the 3D participants valued longer time. For example, feeling 

entitled to take more time and being invited to raise all their health concerns seemed to 

relieve anxiety about overrunning allotted appointment times and potentially empowered 

patients to take more control of the agenda. A link between having extra time, being invited 

to go through all health concerns in a holistic way and a sense of empowerment has not, to 

my knowledge, previously been investigated in the literature. Empowerment has, however, 

been identified as a potential benefit of a patient-centred approach [162] and I will explore 

this further in section 9.3.2. 

My observational findings related to the benefits of continuity of care were consistent with 

the literature. When clinicians were seeing patients they already knew, clinicians often 

displayed understanding of interactions between their patients’ mental health, physical 

health and social circumstances [3, 6, 17, 61]. In other cases, this was much less evident. 

Patients comments also strongly supported continuity of care, cohering with reported 

preferences of people with multimorbidity and giving many of the same reasons [18, 19, 

198]. These included not having to repeat themselves (thereby saving time), the sense of 

their history being known, and developing a continuing relationship and understanding with 

their clinician. 

The possibility that the training did not have much effect on patient-centredness because 

clinicians were already using a patient-centred approach (discussed in Chapter 7, section 7.8) 

is interesting. Since certain core components of the patient-centred approach were lacking in 

the usual care reviews I observed, for example, asking about patients’ main concerns to 

incorporate in the agenda (Chapter 6, section 6.4.1), this suggests that clinicians’ perceptions 

of their practice may have been somewhat idealised and that the training did not adequately 



 

237 
 

challenge this. A report of a feasibility study [199] in which nurses were trained to provide 

patient-centred care provides some backing for this. Although nurses in this study already 

considered themselves to practice in a patient-centred way, they later reported that their 

patient-centred communication skills improved following the training [199]. 

9.3 Concepts of a patient-centred approach 

As discussed in Chapter 1, section 1.2, patient-centredness lacks an agreed definition, but 

the conceptual diagrams presented in Chapter 3 show the indicators of patient-centredness 

that were used in this thesis to assess its implementation. Many of the components of 

patient-centredness in the first of these diagrams (Figure 3-1) were included in the 3D 

intervention and evaluated both quantitatively in patient-reported trial outcomes and 

qualitatively in the process evaluation. The indicators of the ‘spirit’ of patient-centredness in 

the second diagram (Figure 3-2) were used in the observations of reviews to judge whether 

clinicians were patient-centred in their interaction with the patients. In this section I will 

examine the extent to which the indicators were reflected in the data and whether any 

conclusions can be drawn about the extent to which a patient-centred approach was 

enacted. 

9.3.1 Relating the conceptual diagrams to the data 

The components of the patient-centred approach described in 3D are reflected in Figure 9-1. 

This is the diagram of the components of patient-centred care previously shown in Chapter 3 

now annotated with findings about the delivery of the 3D components. If there was poor 

delivery, a low rating of patient-centredness might be expected. As shown in the findings, 

the components were mostly delivered but with some qualitative deficits. The qualitative 

data indicated the components that were most valued by patients. Being asked about their 

agenda, receiving a comprehensive review that covered everything at once and having more 

time in the appointment were singled out as making a difference. The health plan was more 

often referred to as a disappointment rather than a benefit, which, combined with GPs’ 

ambivalence about it and my observations of its implementation, confirms this was a 

component that required better delivery and that it did not contribute significantly to 

perceptions of patient-centred care.  
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Figure 9-1: Evaluation of delivery of components of patient-centred care 
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Many of patients’ comments about positive differences they perceived in the quality of their 

care related to indicators of a spirit of patient-centredness included in the conceptual 

diagram in Chapter 3 Figure 3-2 and now shown in Figure 9-2. These were the comments 

about feeling listened to, valued and seen as a whole person, having their opinion heard, 

being given permission, which I have interpreted as experiencing a degree of empowerment. 

In the observations of reviews, I noted clear differences between clinicians in the related 

indicators, which supported the judgement that some reviews were more patient-centred 

than others, even though they covered all the 3D components. The indicators that varied 

among clinicians, and which related to patients’ comments, are shown in red text in the 

diagram. Where these indicators were present, patients took a more active part in the 

review and seemed to be more involved and empowered. The purple text shows indicators 

assessed in observations for which I noticed significant variation between clinicians. 

Figure 9-2: Spirit of patient-centredness and its indicators 
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Asking for, and valuing the patient’s opinion was a particularly notable indicator in some 

observed reviews, where it seemed to be a hallmark of the clinician’s patient-centred style. 

This occurred on four occasions and in each case resulted in a more collaborative plan. One 

occasion involved a woman with multiple health problems who had a long-standing 

therapeutic relationship with her GP and who negotiated a slight increase in her steroids for 

the days prior to going to hydrotherapy. Her GP was keen for her to attend the hydrotherapy 

more frequently as both recognised it to be beneficial, but the woman found it extremely 

difficult because of her physical incapacity and wondered if an increase in the steroids she 

was taking might help. The GP took her suggestion seriously along with the reservations both 

had about increasing her steroid dose and balanced it with an agreement to monitor the 

effect and review it in a few weeks.  

Another occasion involved a man with COPD who worked with his GP to identify the likely 

cause of an ongoing COPD exacerbation. The man’s suggestion that it might be related to 

rotting wood in a shed he liked to work in was followed up by the GP with tests to identify if 

he had an ongoing sensitivity to fungal spores.  

These examples gave me a clear sense of the patient being empowered in consequence of 

their opinion being valued and acted on. The indicators shown in purple text that I observed 

to vary were not specifically mentioned by patients. This may mean those indicators were 

less significant to patients but in general the indicators did not appear in isolation, so it is 

likely that the related ones also had some effect on overall perceptions of patient-

centredness. All these indicators were positively related to elements from the inner circle 

which may be considered as overall categories describing a spirit of patient-centredness.  

9.3.2 Empowerment and a patient-centred approach 

The construct of empowerment was one that interested me as a potential mechanism of 

action involved in many of the findings and because of its relationship to patient-

centredness. It seemed in some cases to underlie the positive experiences of patients and 

may also have been a factor influencing clinicians’ enactment of a spirit of patient-

centredness. However, like patient-centredness, it is a complex construct about which there 

is an extensive literature and it is beyond the scope of this thesis to discuss it in detail. When 

I use the term, I am sometimes associating it with a sense of having control i.e. having power 

over something, and other times I am using it to indicate a perceived lack of capability. I 
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suggest that it represents a potentially fruitful avenue to explore in relation to patient-

centredness.  

One phenomenon I noticed was that where clinicians did not themselves feel sufficiently 

empowered i.e. they were not sufficiently confident of their own abilities, or felt they had 

been disempowered, they were less likely to practice in a patient-centred way. This was 

evident when nurses talked about not doing the depression screening or not going into the 

questions in detail, for fear they wouldn’t be able to deal with the issues patients might 

raise. Some nurses felt disempowered in a different way (de-skilled) by the 3D review 

structure as it did not require them to use their own disease management skills. Others felt 

they were being asked too much or in too little time. GPs who had objections to the 

template often referred to its constraining effect, in that it limited their power to manage 

the consultation in their own way (control) and inhibited their autonomy. Clinicians were 

also disempowered by their lack of familiarity with the template and many encountered 

technical issues in printing the agendas and health plans for patients. Whenever skills deficits 

were encountered as, for example, in negotiating health plans as well as in depression 

screening, this is likely to have had a disempowering effect. 

Context in many cases also had a disempowering effect. Clinicians all felt constrained by the 

lack of appointments and time to practice in ways that matched their aspirations for patient-

centred care. Administrators were often frustrated in their efforts to arrange paired reviews 

and in managing to fit two review rounds in the time frame dictated by the trial. Lack of 

communication also disempowered some administrators from addressing the logistical 

problems. Most practices clearly felt they were just up against too many obstacles to adopt 

the 3D intervention wholeheartedly. 

Some patients on the other hand in talking about managing the agenda, being heard and 

being given more time attested to some adjustment of the balance of power in their favour. 

It is interesting that some clinicians’ disliked patients’ control over the agenda, and hence 

over the use of the time, perhaps because it was another way in which they felt 

disempowered. However, for some clinicians, patient empowerment did not go far enough, 

and their concern was more about how to further empower patients to take responsibility 

and work in partnership. The suggested implication is that patient-centredness is closely 

linked to the balance of power and that there can be no true partnership in care if too much 

power is held by clinicians and practices. It is thus an important mechanism of action in 
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implementing a patient-centred approach but one among many as there are many 

contributory barriers and facilitators that also require consideration. The next section 

considers these and the indication they give of the likely mechanisms of action in 

implementing the 3D patient-centred approach.  

9.4 Mechanisms of action of a patient-centred approach 

Mechanisms of action are those factors, changes or conditions through which an 

intervention produces its effect. In this section, I will first distinguish between the different 

mechanisms of action involved in implementing a patient-centred approach aiming to 

achieve an improvement in quality of life. I will briefly re-cap the factors facilitating or 

hindering the implementation of the components of patient-centredness and then consider 

their implications for identifying various mechanisms of action for implementing a patient-

centred approach and achieving a perception of patient-centredness. In light of the findings I 

will re-visit the conceptual model of mechanisms of action and consider whether the 

hypothesised mechanisms of action for the impact of a patient-centred approach on quality 

of life were borne out by the data.  

9.4.1 Identifying mechanisms of action  

The problem I identified at the outset that the 3D patient-centred approach is a highly 

complex intervention with multiple interacting components, which is difficult to relate to 

mechanisms of action, was confirmed by the data. The 3D intervention relied primarily on 

components that can be categorised as actions (Figure 9-1), such as eliciting the patient’s 

agenda or creating a collaborative health plan to deliver a patient-centred approach. There 

was less emphasis on enhancing particular patient-centred skills or attributes of the 

participating clinicians (Figure 9-2), such as adopting a partnership approach or listening to 

understand. Mechanisms of action for successful implementation of a patient-centred 

approach are likely to be reflected in the barriers and facilitators experienced during 

implementation. 

When I investigated patients’ responses to the intervention to assess their perceptions of 

patient-centredness, they identified benefits deriving from a mix of components and 

clinicians’ patient-centred skills. This supported my claim at the start of the thesis that to 

evaluate implementation of a patient-centred approach it is necessary to evaluate, not only 

whether patient-centred actions are implemented, but also the manner in which they are 

implemented. The mechanisms of action for delivering a patient-centred approach may well 
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be different from those involved in achieving a perception of patient-centredness. The latter 

are more likely to be identified from aspects of the intervention that patients valued. 

A third dimension to the mechanisms of action of the 3D patient-centred approach concerns 

those by which a patient-centred approach might achieve improvements in quality of life and 

other health outcomes. I realised that the mechanisms of action for a patient-centred 

approach to influence quality of life are complex, cumulative and generative, building on 

foundations laid by repeated experiences. This is implied by Epstein et al. in their theoretical 

paper about measuring patient-centred communication [36] who identify four interacting 

factors: patient factors, clinician factors, relationship factors and health system factors.  

Continuity of care provides a good example of this kind of complexity. First, the GP practice 

system must facilitate continuity of care to allow a relationship involving repeated 

interactions to be built over time. If the interactions were perceived as positive by patient 

and clinician, this is likely to foster trust between them [200], a gradual accumulation of 

knowledge and experience of each other, leading to increasingly free communication, shared 

understanding of health goals and partnership that promotes more appropriate health goals, 

increased adherence to treatment plans and increased self-management of the patient’s 

conditions [198, 200-202]. Whether they are perceived as positive depends in part on the 

needs and preferences of the patient for a particular consultation style [203] and the 

awareness of the clinician as well as the ability to adapt their consultation style accordingly 

[36]. There are other factors too such as the clinician adopting a case-management role and 

acquiring an overview of all the patient’s conditions and medical history and the patient 

feeling understood as a whole person [200]. These are all mechanisms of action connecting 

continuity of care to improved quality of life and all were evidenced to varying degrees in the 

data collected during the process evaluation.  

In the next section, I will consider the mechanism of action for all three aspects of 

intervention effect: successfully implementing components, achieving a perception of 

patient-centredness and improving health outcomes. I will begin with the barriers and 

facilitators that were identified from the data. 

9.4.2 Barriers and facilitators to implementing a patient-centred approach 

There were several influences on the implementation of components of the intervention. 

The factors that influenced implementation of the organisational components of the patient-
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centred approach, namely continuity of care, arrangement of reviews and longer 

appointments included: 

• Loss of staff 

• Compatibility with existing practice systems 

• Lack of appointment availability 

• Reception team and overall team communication 

• Understanding of the intervention and research. 

These are all candidate mechanisms of action for implementation of a patient-centred 

approach. However, it seemed very clear that identifying a way of arranging reviews that 

was compatible with existing practice systems, sufficient appointment availability and good 

team communication had most significance for implementation of the organisational aspects 

and could therefore be considered mechanisms of action Clear understanding of the 

procedure for arranging reviews among all reception staff seemed essential, which could be 

facilitated by compatibility with existing systems, good communication or by being a small 

practice so that everyone was aware of each other’s roles. However, without additional data 

to test these hypotheses it is not possible to be certain.  

The factors identified from interviews and observations as impeding or facilitating 

implementation of a patient-centred approach by clinicians during reviews included: 

• Longer appointments 

• Training in patient-centred skills 

• Skills deficits e.g. unable to review all conditions 

• The extent to which clinicians were aware of the skills involved in delivering a 

patient-centred approach and able to judge if their skills fell short 

• Clinician’s perception of patients’ willingness/ability to take responsibility for their 

health 

• Clinicians’ perception of the value of the patient’s agenda 

• Clinicians’ willingness to share power with the patient 

• Clinicians’ willingness to listen to the patient 

• Ease of use of the 3D template 

• Clinicians’ motivation to engage with 3D 
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These factors were all evident to some extent in the data and were likely involved as 

mechanisms of action in clinicians’ implementation of a patient-centred approach. Many of 

the factors relate to motivation and awareness, which can be influenced by training. 

The factors identified from interviews and observations as impeding or facilitating a 

perception of patient-centredness during reviews included: 

• Time available/shortage of time  

• Clinicians’ patient-centred communication skills (including willingness to solicit 

patients’ views, listen to them and engage with patients’ perceptions of their illness)  

• Eliciting the patient’s agenda  

• Addressing the patient’s agenda 

• The intrusion of the template. 

Among these, those that seemed essential to achieving the effect of increased patient-

centredness were sufficient time, clinicians possessing patient-centred communication skills 

and clinicians accepting the patient’s agenda as important. These may therefore be 

considered mechanisms of action by which the patient-centred approach could achieve its 

effect in reviews. Training clinicians in the necessary skills that some lacked is a pre-cursor to 

implementing the clinician skills aspects of a patient-centred approach and may therefore 

also be considered a mechanism of action. Raising awareness of patient perspectives, which 

was achieved quite well by the training, is another mechanism of action for implementing a 

patient-centred approach. The template impeded in some ways but facilitated in others as 

described in Chapter 6. 

Although the pathways between components of patient-centredness and outcomes might be 

obscure [39], identifying mechanisms of action that contributed to the increased perceptions 

of patient-centredness is more straightforward.. A component that could be a mechanism of 

action for both perceptions and outcomes was increased time for the reviews. Increased 

time was necessary for facilitating exchange of information and considering all the 

contributory factors to a patient’s state of health, before arriving at an understanding, 

negotiating and agreeing a plan. However, as argued earlier, it could also be a powerful 

mechanism for increased perception of patient-centredness because giving time is of value 

in itself and therefore conveys the message that the patient matters. How much time is 

sufficient for a consultation is difficult to define and opinions may differ because the patient 

and clinician may hold different ideas about what is important and what they want out of the 
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consultation. The fact that patients in receipt of 3D reviews viewed the increased time so 

positively may not have been because it was sufficient but because it was more than they 

expected [185]. Time is referred to as a sixth domain in the measure of patient-centred 

communication [166], in which it is described as ‘realistic use of time’ suggesting perhaps 

that a compromise has to be made between need, expectations and what can be 

accommodated.  

Aspects of communication and interpersonal relationships were equally important to 

patients and I concluded they were also mechanisms of action for increasing a perception of 

patient-centredness. These included being listened to, feeling understood and feeling that 

the clinician was taking a genuine interest [204]. Little et al. [165] highlight the importance 

patients attach to good communication, including ways of promoting their health, and to a 

partnership approach. Interestingly, these seemed to trump continuity of care and support 

the earlier argument that actions such as ensuring the patient sees the same clinician each 

time do not on their own ensure a patient-centred approach, because this depends more on 

the personal interaction between clinician and patient. Continuity of care is more likely to be 

a mechanism of action for achieving that relationship quality [39].  

The importance individuals attached to continuity of care differed according to the 

circumstances. Patients consulting with complex LTCs considered it highly important, but it 

was not always seen as essential. For example, if a patient needed an urgent appointment 

for an acute issue the preference was to see a doctor soon rather than wait days or weeks to 

see their preferred doctor. Some patients appeared not to attach particular importance to 

continuity of care, regardless of circumstances, or had come not to expect it and adapted 

their approach to consultations accordingly.  

This contrary view of continuity of care was evidenced in the one observed usual care review 

with a GP in which the patient, who appeared to know what she wanted, took the lead, 

seemingly using the GP’s lack of knowledge of her history to her advantage. In this case there 

was no evidence of the more personal aspects of patient-centredness and the clinician 

seemed ill at ease and disempowered. In another example a GP, who did not know her 

patient as she was new to the practice, displayed impressive skills of patient-centredness, 

asking several pertinent questions about psychosocial context, which overcame the patient’s 

reservations about having to see a new GP and resulted in a collaborative plan of action. 

Reflecting on this I concluded that while continuity of care was clearly an important 
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mechanism of action for delivering a patient-centred approach, patient-centred care and a 

perception of patient-centredness could be achieved without it by a skilful clinician.  

The only other candidate for being a significant mechanism of action for achieving the 

increased perception of patient-centredness was the intervention component of asking the 

patient about their health concerns. It could be argued that this is closely related to being 

listened to, but it also creates a significant opportunity to improve quality of life if the 

patient’s health concerns are addressed. It provides another example of the complexity of 

the mechanisms of action however, since patients’ agendas were elicited well in 3D but 

health outcomes did not improve. The observation that nurses did not always record the 

agenda as it was stated by the patient, preferring to write it in medical language or 

shortened form, and that the agenda was not always addressed by the GPs indicates two 

other mechanisms of action that need to be considered.  

The failure of the patient-centred intervention to improve health outcomes could also 

perhaps be at least partly explained by reference to the conceptual model of mechanisms of 

action linking the intervention via a patient-centred approach to quality of life (Figure 3-5 in 

Chapter 3). This model places the creation of a health plan to address patients’ priorities at 

the apex of the intervention, linking the intervention to the WHO ICF model and suggesting it 

was potentially a key mechanism of action. If so, the disappointing implementation of that 

component of the intervention observed during reviews and evidenced in interviews would 

have compromised the effect of the intervention on health-related quality of life. However, 

there are likely to have been other factors as well including the relatively short time frame of 

the intervention. since continuity of care would have required more time to operate as a 

mechanism of action. 

9.4.3 Conceptual model re-visited 

In most respects the conceptual model of hypothesised mechanisms of action for the 3D 

patient-centred approach was borne out by the data, although being limited in the 

complexity it can convey. The likely role of increased time, the patient agenda and clinicians’ 

patient-centred skills as mechanisms of action suggested some modification to emphasise 

longer appointments, continuity of care and the development of patient-centred skills more 

clearly. The revised model of mechanisms of action is shown in Figure 9-3. Environment 

factors at the practice level are primarily the extra time allocated for appointments and 

continuity of care. Person factors focus on the patient-centred skills of the clinician, including  
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Figure 9-3: Mechanisms of action to achieve improved quality of life 
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communication skills which imply listening to the patient and asking their opinion, 

partnership, which refers to power sharing and involving the patient in action-planning, and 

interest, which means a positive attitude towards the patient and seeing them as a person. 

Training and awareness are recognised as mechanisms of action for the development of 

those skills. Patient factors will clearly influence outcomes as well, but they have not been 

included as they are not part of the implementation of a patient-centred approach.  

The bottom section of the diagram centres around a good relationship, and the mechanisms 

of action that feed into that including a relationship built over time. They lay the necessary 

foundation for a productive and successful holistic review that includes identifying and 

addressing the patient’s agenda, and the culmination of that review in a health plan shared 

between the patient and the clinician. If the health plan sufficiently reflects patients’ 

priorities and circumstances it is more likely to lead to an impact on the three aspects of 

well-being: impairment, function and participation. The blue arrows indicate the major 

mechanisms of action which move from a good relationship through a holistic review to the 

health plan. The complex inter-related nature of the mechanisms of action is reflected by the 

circular and bi-directional arrows. For example, a thorough and successful comprehensive 

review will in turn reinforce the relationship between patient and clinician, and the plan 

created at the end of one review will inform the next. 

The model is not fully comprehensive but conveys the three levels of mechanisms of action 

involved when a patient-centred approach is implemented to improve quality of life of 

people with multimorbidity. It leaves out two potentially important mechanisms of action: 

reducing illness burden and reducing treatment burden. These were hypothesised 

mechanisms of action by which the holistic comprehensive review, would affect quality of 

life and there was no evidence from the trial that these were reduced, suggesting that these 

mechanisms of action did not occur. 

In summary, the mechanisms of action for the 3D intervention were many and complex but 

likely key mechanisms could be identified by inference from the qualitative data. For 

implementing the administrative aspects of the intervention these were administrative 

compatibility and team communication as well as arranging combined longer reviews. For 

the clinician implementation, increased time, patient-centred skills and eliciting and 

addressing the agenda were the key mechanisms. These achieved a perception of patient-

centredness among patients. In the next section I will move on to consideration of the 
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process evaluation approach for evaluating implementation of a patient-centred 

intervention as this shaped the acquisition of the data used to identify the mechanisms of 

action for implementation of a patient-centred approach. 

9.5 Critique of approach to evaluating implementation of patient-

centredness 

This section discusses approaches to evaluating the patient-centredness of an intervention 

as part of a trial. First, I describe strategies that have been adopted by other studies and 

compare them to 3D then I critique and revise the model I developed to evaluate the 

implementation of the patient-centred approach in the 3D study.  

9.5.1 New literature search 

An updated search was conducted in PubMed in 2018 to supplement the search reported in 

Chapter 2, section 2.7 and to identify articles that specifically dealt with process evaluations 

of trials of interventions claiming to be patient-centred. The aim was to compare these to 

the methods I had used to evaluate implementation of a patient-centred approach and to 

identify any developments in assessing fidelity to a patient-centred approach. I used the 

search:  

((((((randomised[Title/Abstract]) OR randomized[Title/Abstract]) AND trial[Title/Abstract])) 

AND (((primary care[Title/Abstract]) OR general practice[Title/Abstract]) OR family 

practice[Title/Abstract])) AND ((person-cent*[Title/Abstract]) OR patient-

cent*[Title/Abstract])) AND ((((program* evaluation[Text Word]) OR process evaluation[Text 

Word])) OR (((integrity[Text Word]) OR fidelity[Text Word]) AND implementation[Text 

Word])).  

The search yielded 40 articles, three of which were articles reporting the 3D study and 33 

were articles I had already identified and screened in the original search. I went through the 

remaining four studies to identify any that had evaluated implementation of a patient-

centred approach. Three of these had not, but the remaining study was a report of a 

feasibility trial of the implementation of a nurse-led biopsychosocial assessment in reviews 

of patients with LTCs [199]. Although it did not contain a conceptual model to assess 

implementation of a patient-centred approach or describe how the intervention related to a 

definition of patient-centredness, it provided some interesting comparisons with the 3D 
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intervention relating to the way that a biopsychosocial assessment was implemented. The 

relevant points are briefly described in section 9.5.2. 

In trying to identify relevant studies I encountered a conceptual problem. Most reported 

interventions classified by the authors as patient-centred make that claim based on the 

ingredients of the intervention e.g. collaborative care planning or a life-style intervention 

tailored to the individual. They do not tend to relate the components to recognised 

descriptions of patient-centredness such as those provided by Mead and Bower [35] or 

Stewart [44] or explain the extent to which patient-centredness in a global sense is achieved. 

Therefore, the main flaw that I found in almost all the papers was that because the 

intervention components were not related to a definition of patient-centredness or a 

patient-centred approach, the likely impact on patient-centredness was unclear. Nor were 

patient-reported factors reflecting patient-centred care measured in most studies, making it 

hard to assess what contribution to patients’ perception of patient-centred care had been 

made. This contrasted with the 3D study where patient-centredness was defined and 

assessed through patient-reported outcome measures, observation and analysis of recorded 

consultations, and interviews of patients and clinicians. 

In addition to the literature search, the reference list of a recently published review of 

effective interventions in multimorbidity and patient-centredness [205] was extracted to 

EndNote and scrutinised for relevant papers. The aim of this review by Poitras et al. was to 

identify effective elements of patient-centred interventions and interventions for people 

with multimorbidity so that a synthesised patient-centred approach to improve care of 

people with multimorbidity could be developed [205]. Although the method used was a 

scoping review and only included papers that were originally identified in four systematic 

reviews three of which I had already accessed [162, 206-208], I nevertheless identified four 

useful references that I had not previously read. These four papers and the report of the 

feasibility trial [199] identified in the literature search are discussed in the next section. 

9.5.2 Five studies measuring patient-centredness in interventions 

This section discusses the five identified studies all of which have similarities to the 3D study. 

I will begin with a feasibility RCT of using the Patient-Centred Assessment Method (PCAM) 

conducted by Maxwell et al. [199]. What interested me in this study was the way nurses 

were trained, the way fidelity to the PCAM was assessed and the use of the CARE measure 

[163] which was also used in 3D. The description of the training in the NIHR report of the 
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study explicitly states that nurses were trained to apply the PCAM tool in a way that wove 

questions to elicit the necessary information into a normal conversational flow as part of the 

interaction in the consultation, ‘not tick-box’ [199]. The tool itself specifies this approach. 

This contrasts with the use of a formal depression measure in 3D reviews and the set 

questions in the 3D template. It also reflects my observations about the different ways in 

which the psychosocial assessments were conducted by nurses in the 3D study (Chapter 6 

section 6.5.1), some of whom used a ‘tick-box’ approach whereas others conveyed genuine 

interest and followed up on the patient’s answers.  

In the Maxwell study a process evaluation was conducted in which qualitative data were 

collected about the nurses’ and patients’ views and experience of the intervention and a 

fidelity assessment of implementation of the intervention was carried out. The findings 

resulted in recognition that the training needed some flexibility and adaptation, something 

also found in 3D, and specifically that a gradual introduction of the skills into practice and 

some follow-up was needed. Fidelity assessment in the use of PCAM was carried out by 

analysing recorded reviews, similarly to 3D, noting whether the various components of 

PCAM were covered and the manner of delivery. Some similar barriers and facilitators were 

also noted including the importance of a supportive context and clinicians pre-disposed to 

view psychosocial issues as part of their remit in supporting health and therefore of 

relevance in LTC reviews. Some nurses felt that these issues were outside their remit and 

potentially in conflict with the task of completing the LTC review.  

An additional element of the Maxwell study was a specific consideration of mechanisms of 

action. Following evaluation, it was considered that the intervention was more likely to be 

successful in practices where there was a strong psychosocial orientation, where nurses 

considered addressing psychosocial concerns by signposting to resources or referring on to 

others to be part of their role, and where information about resources was available to 

them. 

Among the other four relevant papers, all identified from the Poitras review, the first was 

published in 1998 by Kinmonth et al. and reported an RCT of an intervention that trained 

nurses and GPs to ‘give patient-centred care’ [209]. However, the components of that care 

were not described beyond saying that skills taught during the training included active 

listening and negotiating behavioural change. Clinicians’ use of the skills was assessed, and 

patients were asked to rate clinicians’ communication skills, including whether they were 
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able to tell the clinicians about personal issues and whether they felt understood. 

Satisfaction with treatment and style of care, and agreement between patient and clinician 

over concerns was also measured. Post-trial, more patients in the intervention group 

reported high levels of satisfaction and that doctors’ communication skills were excellent. 

The main weaknesses in this study regarding assessing patient-centredness were that it did 

not clearly define patient-centredness and did not appear to use a validated measure of it. 

However, patient-centredness was assessed using more than one means and clinician 

training was intended to enhance patient-centredness by increasing component skills.  

The next study was reported in two papers by Alamo and Moral et al. It evaluated a patient-

centred approach versus usual care for 110 patients with generalised musculoskeletal pain 

or fibromyalgia and described the features of the patient-centred approach that doctors in 

the intervention group were to employ [210]. Doctors received an interactive 18 hour 

intensive course in the communication skills necessary to deliver this approach that is 

described in the second paper [211]. The doctors had a printed card to use in their 

consultations intended to prompt the questions and behaviours that embodied the 

approach. The authors found the patient-centred approach improved the primary outcome 

of pain and secondary outcomes of anxiety and depression. Although the patient-centred 

approach was described, the various components were not differentially evaluated nor were 

the patients asked to complete a validated measure of patient-centredness. Instead, all 

patients were contacted by telephone after receiving the intervention and asked: 

1. How fully they had been able to discuss their pain and the problems surrounding it 

with the doctor 

2. How clearly the doctor had discussed the cause of their pain 

3. Whether the doctor had listened to and considered their opinions and suggestions 

concerning the management plan. 

A Likert scale was used to categorise the answers although it is not clear whether the 

patients selected the category or whether the interviewer decided on the allocation. Doctors 

were also evaluated on their use of a patient-centred approach in a consultation with 

someone role-playing the part of a patient with fibromyalgia. The validated GATHERES-CP 

Spanish questionnaire, which asks for dichotomous responses to a set of 13 questions listed 

under four factors, was completed by a researcher who viewed and rated the recordings of 

these mock consultations. The four factors are: 1) empathy and psychosocial approach; 2) 

exploration of beliefs and finding common ground; 3) bidirectionality; 4) daily life impact. 
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The questionnaire is cited and the questions are reproduced in English in the paper by Moral 

et al. [211].  

Although the Alamo and Moral et al. study has significant weaknesses, mainly in not using a 

validated measure of patient perceptions of care, it is nevertheless very interesting to 

compare to the 3D study. I was most interested in the GATHARES-CP questionnaire (shown 

in Appendix 11) which uses variations of the components of a patient-centred approach 

described by Stewart [44]. The questions clearly reflect the patient-centred dimensions of 

adopting a biopsychosocial approach, understanding the patient’s illness experience, and 

finding common ground. They also include attention to body language such as eye contact, 

respecting the patient and allowing the patient to ask questions. Thus, there are many 

similarities to the components included in the two conceptual diagrams of patient-

centredness in Chapter 3, section 3.4.2. It is a much more manageable measure to use to 

assess patient-centredness than the MPCC developed by Brown et al. [166].  

The use of a patient-centred approach, which is defined in terms of what it includes and is 

also considered an intervention component in itself, is reflected in the 3D intervention. 

However, the 3D study differs from the Alamo and Moral study in including specific 

components that embodied the definition of patient-centredness used in the trial, which 

were independently evaluated in the process evaluation as well as being collectively 

evaluated against the definition. For 3D, I also evaluated the patient-centred approach in 

terms of how the components were delivered as well as whether they were delivered. 

Whereas the 3D study used three different ways of assessing patient-centredness: two 

validated patient-reported outcome measures of patient-centredness; observer judgement; 

and patient interview, the study by Alamo and Moral [210] only used two methods; 

structured patient interview and rating of recorded mock consultations. The Alamo study 

was arguably more rigorous in the rating of consultations by using a validated measure, 

although these were only mock consultations. I recorded actual reviews, which may have 

been a more accurate reflection of what happened, and coded against criteria of patient-

centredness.  

The fourth of the five papers [212] by Boyd et al. described the effect on patients’ 

perceptions of quality of care, measured using the PACIC scale [164], as a result of 

application of the Guided Care intervention [213] for patients with multimorbidity at risk of 

high health care use. Although not specifically aligned with a definition of patient-centred 
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care, the components were all described and some aligned well with components of the 

Stewart definition [44] and of the 3D intervention. These were finding common ground, 

understanding the illness experience, a comprehensive holistic review, identifying patients’ 

priorities, creating an action plan, regular review, co-ordinating care and having a specific 

allocated clinician, in this case an enhanced-practice nurse who delivered the intervention 

[213]. The nurses were very thoroughly trained in the application of the intervention and 

their use of it was monitored through an electronic health record and regular supervision as 

well as having regular communication with the primary care physician caring for the patient. 

This study showed an improvement in patients’ perception of care and, interestingly in 

aspects of health care use. The improved perceptions of care in the Alamo and Moral and 

the Boyd et al. studies were reflected in the 3D study results, but neither of those studies 

was specific about which aspects of the patient-centred interventions were most 

appreciated or identified mechanisms of action.  

The last of the five papers reported a trial by Stewart et al. [204] to see whether an 

enhanced training in communication skills could improve the patient-centredness of 

surgeons, oncologists and family physicians and improve outcomes for breast cancer 

patients. Patient-centred communication skills were rated using the Measure of Patient-

Centred Communication (MPCC) [166] and patients completed outcome questionnaires 

reporting their perceptions of communication and satisfaction with care. The MPCC is based 

on Stewart’s description of the components of patient-centred care [44] and for this trial was 

adapted to include sub-scores for domains identified as important to cancer patients in 

earlier qualitative work by the same researchers. The evaluation of patient-centredness was 

therefore based on a clear understanding of the components of patient-centredness and 

employed objective measures applied to consultation recordings with simulated patients and 

patient-reported measures to determine the degree of patient-centredness shown by the 

clinicians. It is worth noting that Stewart and colleagues hypothesised that the objective 

measure they used may not have picked up changes in communication that were important 

to patients. This was one possible explanation for changes in patient-outcomes despite no 

change in objective communication scores. This compares to the 3D trial which used a similar 

stated definition of patient-centredness and evaluated it using coding of recorded interviews 

(rather than a validated objective measure), questionnaires to measure patients’ perceptions 

of patient-centredness and interviews.  
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Table 9-1: Features of studies evaluating a patient-centred approach 
Name of study Definition of patient-

centred approach 
Training clinicians in 
patient-centred approach 

Assessment of clinicians’ 
patient-centred skills 

Measurement of 
intervention recipients’ 
perceptions of care 

Measurement of patient-
centred outcomes 

Maxwell et al. 2018 [199] Not specifically but 
described PCAM 
components which 
align with recognised 
definitions 

Explanation and discussion 
of concepts, skills-based 
training, videos and role-
play. Specified conversation 
style to cover PCAM 
questions 

Analysis of recorded 
reviews to check manner of 
delivery and whether PCAM 
components were included  

Patient interviews 

CARE measure [163] 

 

Patient enablement scale 
[214] 

Kinmonth et al. 1998 
[209] 

No Trained to ‘give patient-
centred care’ including 
active listening and 
negotiating behavioural 
change 

Patients’ assessed clinician 
communication skills 

Clinician report of skills 
used 

Patients asked to rate 
clinicians’ communication 
skills, whether they felt 
understood and could talk 
about personal issues 

Satisfaction with treatment 
and style of care 

Alamo et al. 2002 [210] 

Moral et al. 2001 [211] 

Yes Interactive training in 
communication skills 

Recorded role-played 
consultations and used 
Gathares-CP (see Appendix 
11) 

Three questions asked over 
the telephone. Response 
using Likert scale 

Pain intensity 

Boyd et al. 2008 [213] 

Boyd et al. 2010 [212] 

Described 
components of 
Guided Care which 
align well with known 
definitions 

Nurses trained in application 
of the method. No skills 
practice mentioned 

Monitored via patients’ 
electronic health record 
and through regular 
supervision 

PACIC scale [164] Primary Care Assessment 
Survey [215] 

Stewart et al. 2007 [204] 

 

Yes Explored patients’ 
perspectives, reviewed 
videotapes, practised with 
standardised patients and 
received feedback on 
practice 

Recorded consultations 
with simulated patients and 
used MPCC [166] 

Patients completed a ‘valid’ 
12-item questionnaire of 
their perceptions of patient-
centredness – unable to 
identify this  

Satisfaction with 
information-giving and 
interpersonal skills and 
whether they felt better 
after the visit 

Man et al. 2006 [216] 

Mann et al. 2006 [217] 

Yes Explanation, awareness 
raising and discussion of 
approach 

Observation of 3D reviews 
and coding of recordings 

CARE measure [163] 
PACIC scale [164] 

Patient interviews 

Satisfaction with care 
Quality of life 
Treatment burden 
Illness burden 
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Table 9-1 shows which evaluation components relevant to a patient-centred approach were 

included in each of the five studies compared to the 3D study in which all were included. 

These five papers helped me to reflect on my methods of evaluating the implementation of 

the patient-centred approach in 3D and crystallize an approach that could be universally 

applied in process evaluations of patient-centred interventions. They also provided 

comparators against which to critique my work in the 3D study and identify key features for 

evaluating implementation of a patient-centred approach. In the next section I will critique 

my original conceptual model in light of these key features and from this produce a 

generalisable model for application in process evaluations of a patient-centred approach. 

9.6 Revised framework for a process evaluation of a patient-centred 

approach 

Process evaluations commonly use the concepts of ‘reach’, dose delivered and received’, and 

‘fidelity’ to evaluate implementation [93, 94, 104, 218]. These may be evaluated both 

quantitatively and qualitatively and depend on a detailed description of the intervention as 

produced for this process evaluation (Figure 3-3 in Chapter 3). These concepts can be 

recognised in the conceptual framework of my approach to evaluating implementation of a 

patient-centred approach described in Chapter 3 and shown in Figure 3-6. Importantly the 

framework includes a first step of defining patient-centredness so that it can be recognised 

within the intervention [36]. It also includes a recommendation to evaluate spirit of patient-

centredness, incorporating communication skills and general style of consultation, as well as 

patient-centred behaviours, actions or components [36].  

The model has similarities to the approaches described in the papers discussed in section 

9.5.2 and listed in Table 9-1 Those studies variously described the five components of 

evaluating a patient-centred approach that I had identified.  

1. What they meant by patient-centred,  

2. Training clinicians in a patient-centred approach,  

3. Assessing clinicians’ skills in delivering that approach  

4. Seeking feedback from recipients of the intervention about whether they had 

perceived a patient-centred approach 

5. Measuring patient-centred outcomes.  
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The ways in which those steps were completed varied between the studies. Definitions of 

patient-centred care were sometimes absent or not specific enough, although each of the 

studies had a clear focus on patient-centred care. The ways in which clinicians were trained 

to implement a patient-centred approach were generally more skills-focused than in 3D, 

including conducting mock consultations with role-playing patients and subsequent feedback 

and watching videos of skills demonstration. The ways in which they were evaluated ranged 

from application of a detailed coding system to reflect patient-centred communication [166] 

to questions about the clinician’s communication skills asked of patients. Measurement of 

patients’ perceptions of patient-centred care was also quite varied, with some studies, 

including 3D, using validated measures of patients’ experience and others relying on 

structured interviews or using a combination of measures. Patient-centred outcomes were 

varied, reflecting those that were of interest to the individual study. 

Reflecting on the approach taken by the 3D study to train and evaluate a patient-centred 

approach, I concluded that a weakness lay in the training of clinicians. The training did not 

clearly identify the communication skills and behaviours on which a patient-centred 

approach depends and did not provide the opportunity to practice these, particularly the 

skills needed for collaborative action planning. In the process evaluation I could have 

evaluated the training with this specific focus in mind and evaluated the patient-centred 

skills using a recognised measure. However, the training did effectively raise awareness of 

the perspectives of patients with multimorbidity and to that extent built on the existing 

sensitivity and motivation of the participating clinicians. This might have enhanced the 

patient-centred approach, but I did not specifically evaluate whether it had and whether this 

might have been a mechanism of action.  

My evaluation of the clinicians’ communication skills and patient-centred approach was not 

underpinned by a validated coding framework although the recorded consultations were 

coded with reference to a definition of patient-centred care and the indicators established 

with the help of the PPI group and from the literature. As a trained counsellor I was also 

sensitised to relationships and familiar with communication skills. However, my evaluation 

could be criticised as not being sufficiently objective. To mitigate for this, I checked others’ 

responses to a sample of recordings and found no significant difference in their opinion, 

although the PPI group helped to highlight the potential range of opinion over the style of 

consultation preferred. 
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In the other three aspects of evaluating a patient-centred approach I concluded that the 3D 

approach had been robust. A definition of what was meant by a patient-centred approach 

was provided and patients’ perceptions of patient-centredness were measured at baseline, 

at the end of the trial and at an intermediate follow-up point. I also observed reviews in both 

intervention practices and usual care practices, interviewed a sample of patients very soon 

after their review, and conducted four focus groups of patients to assess perceived changes 

in patient-centredness. Patient-centred outcomes were also measured including satisfaction 

with care and quality of life. 

Based on the findings of the 3D process evaluation, comparison to other studies and the 

critique of my approach to evaluating implementation of a patient-centred approach, my 

conclusion was that the model could be generalised to all interventions that intended to 

implement a patient-centred approach. However, a question remained about defining 

patient-centred interventions. This is a difficulty likewise identified by Epstein who, while 

acknowledging the complexity of the construct of patient-centred care, also notes the 

tendency among researchers to expand it and suggests that they confine themselves to its 

‘definitional boundaries’ [36]. My suggestion, based on the diagrams and conceptual models 

shown earlier in this chapter, would be that only those interventions that incorporated 

training in a patient-centred approach i.e. partnership in healthcare decision-making, 

communication skills, eliciting patient perspectives and providing information as part of the 

intervention, and include components that are generally recognised to support patient-

centredness warrant being identified as patient-centred. The review by Dwamena et al. [162] 

broadly supports this in their criteria for considering an intervention to be patient-centred. 

They consider patient-centred interventions to be those incorporating a philosophy of care 

that supports sharing control of health care between patients and providers and focusing on 

the whole patient as an individual in their own context. Interestingly they consider shared 

decision-making to be a sufficient indicator of patient-centredness, implying that it 

necessarily incorporates individual preferences. 

Dwamena et al. also quote the United States Institute of Medicine definition, which specifies 

that health care providers should ‘use skills and behaviours that promote a relationship in 

which patients actively participate as partners in healthcare decision making’ p4 [162]. The 

common feature in all these definitions is the emphasis on clinician skills as making the 

difference and indeed all 43 interventions identified in the Dwamena et al. review are 

focused on training health care providers or changing provider behaviour in some way. 
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However, the Health Foundation review of measures of patient-centred care [78] identified 

many studies that included patient education or self-management components, which was 

something lacking from the 3D study. This acknowledges the other side of the 

clinician/patient relationship, which is equally important, but it is less feasible to train a large 

number of patients than it is to train clinicians. For this reason, I have not included this 

aspect in my definition of a patient-centred intervention. 

To summarise, a process evaluation that adequately evaluates implementation of a patient-

centred intervention, first requires a clear description of it, including the respect in which it is 

patient-centred, and an understanding of how the intervention is supposed to achieve its 

effect [36, 51, 93]. The design of the evaluation needs to incorporate means to evaluate 

training in the necessary patient-centred skills and/or means of assessing whether clinicians 

display competence in the patient-centred skills. The evaluation also needs to assess 

whether those skills have been ‘received’ by the patients i.e. do the patients’ perceptions 

match those of the clinicians and the evaluator. It needs to evaluate fidelity of 

implementation of the patient-centred approach in terms of whether the constituent 

components of the patient-centred intervention have been delivered and whether they were 

delivered in a patient-centred manner. Finally, the intervention needs to be evaluated by the 

measurement of patient-centred outcomes. The revised conceptual framework in Figure 9-4 

shows the linking of these steps and the ways in which they might be measured. In my 

framework, constituent components of the intervention (actions as in Figure 9-1) appear on 

the left and components in terms of ‘spirit’ of patient-centredness (Figure 9-2) are on the 

right. 

This revised framework, which reflects the design of the 3D process evaluation of the 

implementation of a patient-centred intervention, is generalisable to other studies seeking 

to evaluate patient-centred interventions. This is demonstrated by its applicability to the 

studies critiqued above that used various components to increase the patient-centredness of 

care experienced by diverse populations and targeted a range of outcomes. Using this 

design, I successfully predicted the outcome of the validated measures of aspects of patient-

centredness used in the trial (CARE and PACIC) and the findings cohered with the 

perceptions of the patient participants and of the PPI group. 
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Figure 9-4: Revised conceptual framework to evaluate implementation of a patient-centred 
approach 

 

9.7 Conclusions and further research 

Based on the analysis of the recorded patient interviews and focus groups, the mechanisms 

of action for the increase in patient-centred care perceived by patients receiving the 

intervention were increased time in reviews, being asked their concerns, feeling valued, 

known and listened to, and having a fully comprehensive review. Between them these cover 

all the components of a patient-centred approach, with the exception of partnership in care. 

Although there was some evidence of this, it was not highlighted as a change from usual care 

and seemed to depend more on the existing relationship the clinician had with the patient 

and the clinician’s consultation style rather than any specific aspects of the intervention. The 

shared goal setting and health plan at the end of the review was intended to achieve 

partnership but findings from my observations and the interviews with patients and 

clinicians suggested it was not well implemented. I hypothesised it was an important 
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mechanism of action in achieving improved quality of life as shown in Figure 9-3 and 

therefore might partly explain the lack of change in this outcome.  

The active ingredients were therefore identified to be longer appointments, continuity of 

care, holistic reviews, the specific question about patients’ concerns set out in the 3D review 

template and the patient-centred spirit or style of the clinician. A significant part of the 

responsibility for delivering a patient-centred approach in the 3D study lay on 

administration, context and components of the template but there were also mechanisms of 

action operating via clinicians’ individual delivery of the intervention and their skills in 

patient-centred communication. Therefore, both practice administrative systems and 

clinician skills are potentially worthwhile areas for future research.  

To enhance the clinicians’ individual contributions to a patient-centred approach, I think that 

the strongest possibility for future research concerns the goal setting aspect of the 

intervention. Observation of the 3D reviews showed no obvious difference between the 

negotiation skills of the nurses in the intervention arm compared with those in the usual care 

arm. Early comments from clinicians that they would like patients to take more responsibility 

for their own health, plus feedback that patient-centred skills needed to be enhanced 

around agenda setting and goal setting suggest that focusing on collaborative action 

planning in partnership with the patient might be both welcome and fruitful. The findings 

from the 3D intervention and enhanced awareness of the skills needed for patient-centred 

communication could produce more directed effort towards achieving a partnership 

approach. A more specific critique of the interaction between clinicians and patients, which 

also identified underlying power relationships, could identify what helped and what 

hindered collaboration over the goal setting aspect of the intervention. This could lead to a 

training intervention, co-produced by patients and clinicians, to address ways clinicians and 

patients can effectively engage in collaborative action planning. 

The findings about clinicians’ aspirations for care of their patients, that included their wish 

that patients would take more responsibility for their own health as well as a wish to 

empower patients, suggests that new research that explores how clinicians’ and patients’ 

behaviour might be changed to alter the balance of responsibility might be another way to 

achieve better outcomes. An intervention that empowers patients to be more involved in 

their illness management might operate through clinicians perceiving that patients were 

motivated to assume more responsibility. This might in turn motivate them to share power 
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more and create a positive feedback loop to encourage patients to make further efforts. If 

clinicians and patients began to undertake management plans in a fundamentally more 

collaborative way, this might influence health outcomes as well as achieving a deeper level 

of patient-centredness starting from the goals that were most important to patients. 

Another consideration is to retain the broad patient-centred approach of the 3D intervention 

which was welcomed as a concept by both patients and clinicians and try it again with some 

modifications. Since it is likely that the absence of change in the primary outcome was more 

attributable to implementation failure than to intervention failure it would be a pity to 

discard the intervention altogether as it showed considerable promise by enhancing 

patients’ perceptions of patient-centredness. Modifying the training to enhance a 

partnership approach has already been discussed but other changes based on the findings 

might be implemented and evaluated over a longer term. The main contribution to 

implementation failure came from the administrative aspects of the intervention so the most 

promising strategies might be to ensure continuity of care, and restructure appointment 

schedules to accommodate the longer reviews. Involving the whole practice so that the work 

was both better understood and more evenly shared would make it more likely that the 

intervention embedded successfully.  

Based on comments in interviews, another potential area for research would be to add a 

question at the start of all long-term condition reviews to elicit patients’ priorities and health 

concerns. The new finding that templates can increase patient-centredness warrants further 

investigation of the effect of adding this question into all LTC review templates [219]. It 

would be important to investigate also whether simply adding the question at the start 

improves patient-centredness or whether extra time is a necessary component. 

Regarding process evaluation methodology, this thesis has identified gaps when it comes to 

evaluating a patient-centred intervention. These consist of the failure of most researchers 

investigating the effectiveness of ‘patient-centred’ interventions to explicitly describe and 

evaluate patient-centredness and the aspect(s) of it incorporated in their intervention. The 

conceptual diagrams of patient-centredness and the framework for evaluating 

implementation of patient-centred interventions shown in this chapter attempt to address 

these gaps but require further evaluation. If a patient-centred approach can be defined in 

new interventions with reference to a standardised framework, whose components can be 

evaluated using standardised methods, then it may be possible to reach some generalisable 
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conclusions about mechanisms of action to achieve a patient-centred approach. Figure 9-3 

showing the 3D mechanisms of action suggests a general conceptual model for a patient-

centred approach in primary care, but new research would be required to determine 

whether all the components were required or whether some are sufficient on their own or 

act as mechanisms of action for others. For example, a supportive practice system might be a 

necessary component or a ‘spirit of patient-centredness’ present in a clinician might be 

sufficient on its own to deliver patient-centred care to the patients of that clinician. Work 

might be done using Realist Evaluation to evaluate an intervention similar to 3D that 

incorporated the components of patient-centred care shown in Figure 9-3 and create a 

‘middle range theory’ [144] about the conditions necessary to achieve a patient-centred 

approach in primary care.  

In summary, there are many possibilities for future research in patient-centred interventions 

in primary care, but to make progress in evaluating the effectiveness of a patient-centred 

approach a fundamental requirement is to describe the intervention with reference to 

recognised components of patient-centredness. It is equally important to then evaluate its 

implementation using standardised methods that assess clinician skills in patient-centred 

communication and behaviours and whether they display a spirit of patient-centredness, 

whether practice systems and the practice environment support a patient-centred approach, 

and whether patients perceive they have received patient-centred care, as measured by 

validated patient questionnaires and by accounts of their experience of care. I see the 

diagrams and models presented in this chapter, and the measure of the patient-centredness 

of the practice environment presented in Chapter 5, Figure 5-1 as contributions towards that 

end. 
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Chapter 10  Critical discussion of overall findings and methods 

10.1 Introduction 

In this chapter, I will show that the overall aim of the thesis was met. The aim was to design, 

conduct and critically review a process evaluation of the implementation in general practice 

of a complex patient-centred intervention to improve care of patients with multi-morbidity; 

considering the influence of context, fidelity to the patient-centred approach and whether, 

how and why the intervention impacted patient-centredness and practice. I will also address 

Objective 8 and consider the strengths and weaknesses of the design, trustworthiness of the 

findings and new insight gained into challenges of designing and conducting a process 

evaluation of the implementation of a patient-centred intervention by primary care clinicians 

to benefit patients with multimorbidity.  

First, I will summarise the findings for the process evaluation Objectives 3-6. Since the 

previous chapter addressed the findings relating to the impact of the intervention on 

perceived patient-centredness and patient-centred practice, I will focus in this chapter on 

fidelity to the intervention and the interaction with context. I will then discuss 

interpretations of the findings in relation to the trial results and compared with other work, 

focussing on care of patients with multi-morbidity in the primary care context, and 

intervention fidelity. I will then critique the design of the process evaluation and the 

trustworthiness of findings, including strengths and limitations. Subsequently I will reflect on 

the process of conducting this research and my role in the trial team, before presenting 

overall conclusions.  

10.2  Summary of findings 

This section will illustrate that the overall aim of the thesis was met in the Objectives 3-6. 

The influence of context was thoroughly explored, fidelity to the patient-centred 

intervention was evaluated and the question of whether, how and why the intervention 

affected patient-centredness and practice was fully addressed and reviewed in the previous 

chapter. 

10.2.1 Objective 3 Context 

Objective 3 was to investigate the GP practice context in four case study practices taking part 

in the 3D study, and consider how context affected intervention implementation, fidelity and 
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reach. Context both within case studies and across the trial was described not only in terms 

of how practices organised themselves, and how they adapted to the intervention, but also 

in terms of the attitudes held by clinicians and administrators that may have influenced their 

implementation of the intervention. Unanticipated events that occurred in the case study 

practices and affected their delivery of the intervention were an important aspect of context, 

reflecting the wider pressures on provision of primary care.  

10.2.1.1 Organisation 

New health care initiatives at the time of the trial to promote patient-centred care and 

continuity of care [32, 33] prompted the ‘practice profile’ survey at baseline and conclusion 

of the trial. This survey revealed that usual care was moving in the direction of the 3D 

intervention and many practices had already implemented the 3D strategy of reviewing all a 

patient’s LTCs in one appointment.  

All the case study practices were impacted by staff loss or re-configuration which increased 

the challenge of accommodating reviews and implementing continuity of care, resulting in 

considerable variation in reach. Of the case study practices, Davy adapted to the lack of 

appointment availability by reducing the length of the later review appointments, which 

meant that they were not delivered as intended. Lovell changed from arranging the two 

parts of the reviews a week or so apart to arranging them consecutively on the same day, 

anticipating that might be administratively easier. Beddoes left it to patients to book the 

second part of the reviews which meant there could sometimes be a long gap between the 

two parts. Only Harvey substantially adhered to what researchers intended in arrangements 

for reviews.  

 Continuity of care was notably affected by context in the case study practices. In Harvey, 

patients had to see a different GP because of the unexpected circumstance of several GPs 

leaving. In Beddoes and Lovell, because trial participants were only a small percentage of the 

practice population and the GPs wanted to share them evenly between them, some patients 

were allocated to a different GP. In those two practices, when patients needed an 

appointment between reviews they tended to request their usual GP, reflecting what 

happened in usual care. Beddoes was the only case study practice to try to facilitate patients 

seeing their named 3D GP between reviews. Harvey already implemented continuity of care 

and Lovell did not see a need to change their system, feeling that they delivered adequate 
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continuity of care. Davy, where continuity was the worst, failed to implement the 

intervention adequately, so their patients experienced no meaningful change. 

10.2.1.2 Attitudes 

From the outset, practices were interested in the potential of the intervention to make their 

care more patient-centred, improve patients’ experience of care, encourage patients to 

assume more responsibility for their care and achieve efficiencies in care provision. 

Almost all clinicians who responded to the clinicians’ attitudes questionnaire (see Chapter 5 

Table 5-5) agreed that patients with multi-morbidity have a special need for holistic, patient-

centred care and that this kind of care is enhanced by continuity of care. Individual clinicians 

had differing perceptions of how care was delivered in their practice, for example, whether 

patients’ main concerns might be overlooked during reviews of LTCs. The fact that nurses did 

most of the LTC reviewing, and GPs were more likely to agree with the statement, suggested 

that nurses and GPs could be out of touch with each other’s practice or, as discussed in 

Chapter 9, section 9.2, that nurses overestimated the patient-centredness of their practice. 

These considerations might have had implications for intervention implementation.  

Although overall there was general support for the 3D concept, the training evaluation 

comments indicated that practices varied in their anticipation of the logistic challenges, 

particularly the time commitment, and consequently their enthusiasm for implementing and 

sustaining the intervention. Exploration of context was therefore an important part of the 

process evaluation as it strongly influenced intervention implementation. 

10.2.2 Objective 4 Delivery 

Objective 4 was to observe and describe how health professionals delivered the intervention 

during 3D patients’ LTC reviews, and to what extent patient-centredness was evident. The 3D 

reviews were the core of the intervention delivery and patient-centred approach.  

The extent to which the 3D template dominated the reviews, both as a guide and as a 

potential hindrance to communication, was notable, although not in every observed review. 

In a few GP reviews, use of the template was unobtrusive, sometimes because it was hardly 

used and sometimes because the GP was skilled at integrating it smoothly into the review. In 

all observed nurse reviews, the template was followed closely but some components were 

skimmed over. Strict adherence to the template meant most clinicians completed all 
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intervention components in the reviews they delivered. Observation of multiple reviews 

made it clear that the way in which components were delivered varied considerably between 

clinicians, with some elements just briefly touched on while others received much more 

attention. The extent to which patient-centredness was evident has been discussed already 

in Chapter 9.  

10.2.3 Objective 5 Clinician and practice response 

Objective 5 was to describe how clinicians and practices perceived the intervention and its 

effect on their practice and on patients. This encompassed organisational and logistical 

aspects as well as clinical practice, and findings were very mixed.  

The main difficulties identified were logistical and these had the largest impact on fidelity, 

exacerbated by unforeseen changes in practice circumstances. Concerns about the feasibility 

of the intervention because of difficulties scheduling longer paired appointments expressed 

during the training were reinforced by the experience of the trial. Almost all practices had 

found it difficult to accommodate the paired review appointments in their over-stretched 

systems and questioned whether the reviews needed to be as long or as frequent, and to 

include both a nurse and a GP. Other concerns that the nurse appointments might not be 

long enough were not entirely borne out as some nurses managed to complete the reviews 

more quickly than others. Whereas practices had hoped that patients would attend fewer 

appointments, they perceived no difference. Indeed, some patients attended more often for 

reviews because of problems integrating 3D arrangements with usual LTC recall systems. 

Clinicians felt that their practice had been affected mainly by being required to use the 

template. Overall this supported fidelity but was seen as having significant drawbacks. 

Objections to it varied from disliking the constraints of following a template, to criticisms of 

the content. Some GPs felt it included more content than necessary, whereas some nurses 

identified the lack of disease-specific fields they were used to. Overall, few practices planned 

to adopt the template or change their organisation to implement specific aspects of 3D that 

were not already part of usual practice. 

Another change to practice was being prompted to elicit patients’ concerns. On the whole 

this was welcomed but with the reservations previously discussed about mixing LTCs with 

other health concerns and whether all the issues patients raised were legitimate ones. GPs 

welcomed having extra time but questioned its necessity. They recognised the value of 
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having longer appointments and of continuity of care in the questionnaires but would 

probably not continue with this aspect. The difficulty of changing habits was very evident in 

this as well as in facilitating relational continuity of care.  

Regarding the effect on patients, clinicians’ comments did not reflect those of the patients 

who had described feeling more valued and to some extent empowered. Many clinicians felt 

patients needed better preparation to bring their agendas and had not identified (or did not 

mention) any changes in patients’ behaviour. However, the general perception was that 

patients had liked the intervention. Overall the sense from clinicians was that the 

intervention was good in theory but hard to translate into practice and needed better 

targeting to avoid wasting precious resources on those who could not significantly benefit. 

10.2.4 Objective 6 Patient response 

Objective 6 was to describe patients’ experience of the intervention, how they responded 

and to what extent they experienced a patient-centred approach. Although the intervention 

patients had received was not uniform, due to practice and clinician variation, they showed 

greater consistency in their responses than clinicians. Their responses suggested that their 

experience had in many respects amounted to experiencing a patient-centred approach, as 

discussed in Chapter 9. Their perceptions provided the strongest argument for maintaining 

the intervention, because it seemed to make a significant difference to how they felt about 

their care. It was interesting that Davy patients, many of whom had not received a 3D review 

as intended, were disappointed and felt that they had missed out on a valuable initiative that 

could have improved their experience of care.  

This summary of the findings related to each objective has shown that implementation of 

the 3D intervention was significantly affected by context, but that the intervention did 

influence patient-centredness and practice, varying with the fidelity of its implementation. 

The next section compares the findings to previous research before moving on to the specific 

issue of intervention fidelity. 

10.3  Interpretation of findings and comparison with the literature 

10.3.1 Previous trials of interventions in multimorbidity 

An earlier systematic review in 2012 of interventions for people with multi-morbidity found 

only ten trials [207], which increased to 18 when the review was updated in 2016 [208]. Only 

half of these 18 trials addressed generalised multi-morbidity, with the other nine addressing 
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specific co-morbidities. There have been even fewer trials that used a specifically patient-

centred approach, despite it being an underpinning principle in clinicians’ description of 

desirable care for patients with multi-morbidity. The trial interventions were classified as 

organisational interventions, provider behaviour interventions to enhance delivery of care, 

and patient-orientated interventions to address health-related behaviour. Although some 

may have contributed to individualisation of care and hence, perceived patient-centredness, 

this aspect was rarely assessed. Among the 18 trials included in the systematic review, none 

specified patient-centred components beyond generic use of the Chronic Care Model in one 

case [220] and personalised care in another [221], and only two apparently used a measure 

that assessed patients perceptions of the care they received [208]. Three evaluated patient-

satisfaction and one used a measure of shared decision-making. The 3D trial was therefore 

innovative in explicitly attempting to encourage a patient-centred approach to address 

problems of patients with multimorbidity and in assessing the effect of the intervention on 

patient-centredness.  

10.3.2 Care of patients with multi-morbidity  

The 3D intervention as intended addressed the main healthcare difficulties previously 

identified by patients with multi-morbidity and by their primary care clinicians although in 

implementation it did not realise its full potential. The process evaluation revealed that 

practices aspired to meet the needs of their patients with multi-morbidity better, but also 

that they experienced significant challenges and obstacles. Clinicians’ views of multi-

morbidity were strongly concordant with those described in the literature, and their 

aspirations for the care of patients with multi-morbidity were primarily about being patient-

centred, providing longer consultations, continuity of care and individualised management 

[3, 6, 17, 61]. Patients likewise evidenced the same preferences for care as previously 

described in the literature and identified similar difficulties when the length of the 

consultation was more restricted than in 3D. This was previously highlighted in Chapter 8 

section 8.6 and again in Chapter 9 section 9.2.[18, 27, 70].  

Although clinician attitudes and practice ethos varied across intervention practices, there 

were several common themes such as wishing to improve the care of patients with multi-

morbidity and the need for more time in consultations with them, as shown in the findings 

from the clinician attitudes questionnaire in Chapter 5 section 5.3.2 and Table 5-5. Despite 

these, there were significant differences in implementation, suggesting that context had a 

greater influence on implementation than positive intention. 
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10.3.3 Context and organisational aspects of the 3D intervention 

The impact of context on trial outcomes has been noted by others, especially in trials of 

complex interventions [76, 106]. Reporting context is therefore encouraged [93]. The 3D trial 

process evaluation, however, was unusual in the efforts made to characterise and report 

usual care because I recognised at the start that this would be a significant factor in 

implementation and in interpretation of outcomes. This was an argument accepted by the 

trial team who therefore supported my initiative to undertake the practice surveys and 

clinician attitudes questionnaires and subsequently published the findings together with the 

results of patients’ baseline questionnaires [222]. The finding from the practice profile survey 

that usual care resembled the intervention more than was anticipated raised concern that it 

might be difficult to detect changes in trial outcomes [127]. Although moves by practices 

towards patient-centred care and self-management of LTCs facilitated implementation, it 

cannot be discounted that the intervention might have had a greater impact in practices 

where these initiatives were less evident. 

Another aspect of context was the organisational diversity evident in the case study 

practices, which prompted the administrative implementation survey of all intervention 

practices. However, the findings from this survey did not show any clear associations 

between organisational characteristics, implementation and reach. Based on case study 

findings the quality of intra-practice communication may well have been a critical factor, but 

unfortunately, I was unable to gauge this through the survey. 

Investigating practice context at the case study level was also extremely useful for identifying 

the extent to which unanticipated events such as loss of staff impacted intervention delivery. 

The impact was mainly on reach but also to some extent clinicians’ delivery, as the clinicians 

who joined the trial part way through did not receive the same training. This also adversely 

affected continuity of care in some practices, as previously discussed. No specific data were 

collected about practices’ staff turnover but colleagues in the trial team reported similar 

situations in other intervention practices, suggesting that such contextual issues required 

consideration in interpretation of results. Although implementation in terms of reach was 

disappointing, it is arguably not dissimilar to that achieved in other pragmatic trials in the 

primary care context [223] or to reach normally achieved in reviews of long-term conditions. 

This may indicate either a need to improve implementation strategies in most trials or that 

staff losses at the level we observed are more commonplace than we assumed. 
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The difficulties experienced by 3D practices in accommodating the longer, paired 3D review 

appointments reflected the wider resource challenges in primary care [181]. Many practices 

also struggled to provide continuity of care [181], but the 3D process evaluation findings 

reflect other research in concluding this was easier for smaller practices such as Beddoes and 

Lovell [224]. However, one GP at Harvey, one of the two larger case study practices, could 

not see why other practices did not implement a continuity of care system like theirs. 

Harvey’s experience suggests that if continuity of care was mandated or was made a practice 

priority, practices might find ways to provide better continuity of care. Although it was 

regrettable that this aspect of 3D was not better implemented, given that the number of 

patients involved in 3D was only a small percentage of the overall patient population, the 

lack of change to practices’ appointment systems is perhaps not surprising. 

Equally, it was disappointing that most practices and GPs did not intend to continue longer 

appointments for patients with multi-morbidity after 3D, given the findings that GPs 

welcomed the extra time in the 3D reviews and recognised that patients with multiple issues 

needed it. The belief that providing longer appointments for all their patients with multi-

morbidity was not possible, because of the impact on appointment availability, seems mainly 

responsible. There was also a perception that some of the 3D participants did not need the 

extra resource, raising the question of the best way of selecting those patients who would 

most benefit. 

10.3.4 Delivery of care in reviews 

One aspect of the intervention that some clinicians might continue was the question to 

patients at the start of reviews about their current health priorities. The opportunity for 

patients to raise all their health issues was a novel aspect of the intervention welcomed 

enthusiastically by patients but not by all clinicians. The preference of some nurses and GPs 

to focus solely on the LTCs in the reviews, one LTC at a time, perhaps reflected the pull to 

adhere to single disease guidelines and the difficulty of managing the complexity of several 

interacting conditions [9, 12]. The disappointment from some GPs over patients failing to set 

the agenda, may reflect their initial hope that the intervention would lead patients to take 

on more responsibility for their health. Two possible explanations for the lack of perceived 

change are the difficulty of altering entrenched behaviour and the power imbalance 

between patient and GP.  
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This power imbalance was pointed out by one of the GPs at Harvey and implied by patients’ 

comments about the sense of permission they gained during 3D reviews. In addition, two 

patients specifically noted an increased sense of empowerment from being asked their 

concerns. However, GPs and nurses must also play their part in facilitating the process of 

empowerment, as recognised by the Harvey GP who drew attention to the power imbalance. 

The limited time in appointments may make this difficult, as negotiation takes longer than 

prescription and GPs may find it hard to escape a sense of responsibility for solving patients’ 

problems.  

The extent to which patients and clinicians collude in clinicians adopting the problem-solving 

role may play a part in perpetuating the power imbalance and would be an interesting area 

to research. An earlier paper that discusses the doctor-patient relationship indicates how 

difficult it may be to change the consultation dynamic when GPs have been trained in ways 

that promote certain behaviours [225]. Interestingly, a systematic review in 2015 of 

personalised care planning interventions for people with LTCs included a few studies where 

aspects of self-management capability had been measured. One of these found a small 

positive effect on empowerment and two found small improvements in patient activation. 

Results of self-efficacy measurement were pooled from a further five producing a small 

positive result [226].  

Overall, the findings demonstrate the concordance between the components of the 3D 

intervention and the perceived needs of patients with multi-morbidity. However, it is likely 

that deficiencies in the way the intervention was implemented undermined its effectiveness. 

Whether those deficiencies could have been avoided, were an inevitable consequence of 

adverse context or were within the parameters of normal variation will be considered 

further in the next section. 

10.3.5 Intervention fidelity 

This section will argue that some of the variation in intervention delivery was not simply the 

normal variation to be expected in a pragmatic trial that aims to replicate real-life 

implementation of a service innovation. The extent to which the variation could potentially 

have been avoided is discussed, which is relevant to possible future implementation of the 

intervention in other sites. 
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As discussed above in section 10.2.2, the reviews that were observed were mainly structured 

as intended and included all components, although they varied in the patient-centred 

approach of the individual clinician. The main fidelity breach lay in failure to deliver the 

intended number of reviews to all participants. The finalised statistical data for the trial show 

the ultimate intervention reach. These data differ slightly from the final spreadsheet derived 

from EMIS searches (shown in Appendix 9) due to clinician recording errors which were later 

corrected by manual notes review by the trial team. The final results showed that only 49% 

of patients received two full reviews with both a nurse and a GP in the 15 months of the trial 

and 25% did not receive any full nurse/GP reviews. The remaining 26% received something 

short of two full reviews, which might have been one full review only and/or one or two 

reviews involving only a nurse or GP but not both. This was, at least in part, explained by the 

unanticipated staff shortage reducing appointment availability and practice mergers 

increasing workload, but other potentially modifiable factors, previously discussed, might 

also have contributed.  

One factor was the choices made by practices regarding administration of 3D review 

appointments, with those practices where the administrator for 3D was working in isolation 

seeming to find it more difficult. This might have been modified by clearer advice on 

administrative implementation although it is arguable that administrators themselves were 

most qualified to decide on a system best suited to them, and indeed there were successful 

examples of different systems. A key criterion seemed to be good integration with the usual 

system. Another factor was the priority accorded to arranging 3D review appointments. This 

was clearly seen in Harvey practice where the original administrator left after the first round 

of reviews. Her successor, who was not employed in the practice when 3D was adopted, 

lacked the understanding and sense of urgency to fit in all the reviews in the necessary 

timescale. The impact of this fidelity breach on trial outcomes may, however, have been 

insignificant. Findings from the process evaluation cast doubt on the value added by 

receiving a second full review. The doubt arises because several participants, both patients 

and clinicians, thought that a second full review six months after the first was unnecessary, 

because often no new issues were raised. Patients and clinicians suggested that just to see a 

nurse at six months might be sufficient, because the nurse could refer to the GP if needed. 

Perceived lack of utility of the second-round reviews may reflect the different way in which 

they were delivered. I observed that often nurses did not ask the first question about 

patients’ concerns in the same way as in the first-round reviews, asking instead whether 
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anything had changed or whether there was anything new. This perhaps limited the agenda 

for the second-round review. Furthermore, observed nurses and GPs did not always refer to 

the goals agreed in the previous review, missing an opportunity to build on earlier progress 

or re-think the goals. The 3D review template, on which clinicians relied for delivering the 

intervention, did not distinguish between first and second-round reviews and did not include 

a prompt to check earlier goals. It is interesting that this was given as a reason for not 

enquiring about earlier goals, whereas nurses did adapt the first question of the template for 

the six-month review. Some nurses expressed a desire for additional training prior to second-

round reviews, which might have enhanced the utility of these reviews and improved fidelity 

to the intervention intention. 

Because the trial was pragmatic, flexibility in delivering the intervention was permitted and 

adaptation was encouraged, if that helped practices with implementation, provided fidelity 

of function was retained. With regard to continuity of care, only one of the case study 

practices met the criteria of fidelity of function. The others did not take steps to improve 

continuity of care between reviews [108]. Receptionists seemed to lack an understanding of 

the continuity aspect and, according to patient and practice staff accounts, resisted 

prioritising 3D patients to see their named GP. This may have been either because they were 

not aware of the intervention and/or specifically that part of it or they may have felt 

uncomfortable with prioritising 3D patients over others. At Davy, continuity was very poor to 

start with and did not improve, partly because of GPs leaving and partly because the 

receptionists, who were not involved in implementing 3D, were using an appointment 

system unsuited to continuity of care. This suggests that perhaps administrative staff needed 

more guidance and involvement and highlights the difficulty of implementing an intervention 

for a sub-set of patients that affects organisational systems involving many staff. These 

difficulties might have been avoided by involving the whole practice in delivering the 

intervention to all their eligible patients, but this path was not taken because feedback from 

the preliminary pilot of the intervention indicated it would not be feasible within the 

constraints and tight time line of a trial. 

Another problem was the unavoidable pressure on appointment availability, which made the 

arrangement of paired review appointments extremely challenging. As discussed in section 

10.2.1.1, this impacted fidelity in arranging reviews, with only Harvey practice maintaining 

fidelity of this aspect throughout, albeit achieving much lower reach than Lovell and Beddoes 

in the second review round.  
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Similar difficulties were encountered in reducing the number of appointments that patients 

had; an intervention component that was intended to reduce treatment burden. Due to 

some appointment lengths being too short for nurses to complete the full review, nurses 

sometimes asked patients to return on another occasion. This breached the intervention 

intention of 3D reviews being no more than one nurse and one GP appointment delivered as 

pairs approximately one week apart. Practices found this very hard to achieve, mainly 

because of the difficulty of finding availability for a longer appointment with a specified 

nurse and GP within a limited time frame. Additional reviews also resulted when practices 

did not successfully adjust their recall systems to prevent patients attending for usual LTC 

reviews, as was evident at Beddoes and Davy, and to some extent, Lovell.  

Although the trial team made considerable efforts to maximise reach by feeding back the 

results of the monthly feedback searches, making payments for completed reviews and 

keeping in close touch with key administrators, this did not seem enough to overcome the 

contextual difficulties and challenges of implementing change to practice systems. The 

conclusion suggested by the process evaluation was that shortcomings in intervention 

fidelity were primarily due to organisational problems, some of which were unavoidable, but 

some of which might have been modifiable to some extent. Normal unproblematic variation 

that did not affect fidelity occurred where practices effectively integrated the arrangement 

of 3D reviews into their usual LTC recall system. 

An interesting question is whether training is a part of the intervention that should also be 

evaluated for fidelity [218]. I took the view that it was and that unless the training accurately 

and consistently reflected the intentions of the intervention it was in breach of fidelity. 

However, it may not always be clear whether such breaches are due to the design of the 

training failing to adequately address all the components of the intervention or to variation 

in its delivery resulting in divergence from the design. When breaches in the fidelity of 

intervention implementation occur, that might be attributed to training deficiencies as in 3D, 

the reason could be either or both of these scenarios. In 3D both scenarios occurred to some 

extent in that opportunities to practice the skills necessary for a patient-centred approach, 

were not incorporated into the training design and some video material that was included in 

the training design was not shown. 

In summary, the 3D intervention design incorporated strategies to address identified 

problems in the care of people with multimorbidity and these were recognised as potentially 
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delivering desirable improvements in care. However, unanticipated contextual impacts, 

combined with problems in organisational implementation, and clinicians’ diverse habitual 

approaches to care that were not adequately overcome, resulted in incomplete fidelity to 

the intervention design. Having now discussed the key findings from the process evaluation, 

how they compare to the literature on multimorbidity care and their interpretation in terms 

of fidelity to the intervention design, I will move on to consider the implications for 

interpretation of trial outcomes. 

10.4  Implications for understanding trial outcomes 

Based on the process evaluation findings, which were completed before the trial results 

were known, I predicted that the trial results would show no effect of the intervention on 

the primary outcome of health-related quality of life but that there would be a positive 

effect on patient-reported perceptions of care measures. Both predictions were confirmed 

by the trial results, which showed no significant difference in the primary outcome of quality 

of life at the end of the trial nor in any of the health outcome measures. However, there 

were significant differences in the measures of patient-centred care in favour of the 

intervention. This suggests that the process evaluation findings accurately reflected the 

experiences of the participants and were of value in interpreting and explaining the trial 

results.  

The lack of change in quality of life and other health outcomes may be attributable to 

patients already receiving a high standard of care in most of the participating practices in 

both the intervention arm and the usual care arm. These practices were generally aspiring to 

achieve the same aims as 3D in improving delivery of care for patients with LTCs, for example 

through combining reviews. These were the reasons why they volunteered to take part in 3D 

and were reflected in the clinician attitudes questionnaire completed by all practices at the 

start of the trial. The implication is that the sample of practices may have been biased 

towards the higher end of care quality. This suggestion was also made by the PPI group 

associated with the trial who observed that the practices taking part might be those that 

were already providing the best care. Practice staff and clinicians, on the other hand, 

frequently suggested that patients taking part in the trial were self-selecting and therefore 

were those that were most motivated to look after their health and least in need of the 

intervention. Both these factors could well have reduced the potential for the intervention to 

make a difference.  
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However, more significant factors are likely to have been the low overall reach of the 

intervention, with sub-optimal intervention fidelity as discussed in section 10.3.5. This 

suggests that partial implementation failure, rather than intervention failure was the main 

explanation, although the trial results  comparing the intervention and usual care arms 

showed that reach in terms of annual reviews of patients with LTCs was similar to that 

achieved in usual care [227].  

Since continuity of care is generally considered to be important for high quality care and 

health outcomes [202], especially for those with LTCs [198, 203], one factor in the null result 

may have been the relatively modest change in continuity of care. It is possible that GPs’ 

quality of care, when there is high continuity, is not only enhanced by having greater 

knowledge of their patient’s overall health status and wider circumstances, but also by the 

knowledge that deficiencies in their care will come back to haunt them. This may provide an 

incentive to address problems more effectively and engage the patient more actively in their 

healthcare; an incentive that was clearly not experienced by the GP who knew she would not 

be seeing the 3D patient she asked to make another appointment. Continuity of care may 

also motivate patients to follow their clinician’s advice more consistently due to the 

increasing trust and confidence that develops over repeated encounters [200]. Therefore, 

the failure of practices to significantly improve their continuity of care in the intervention 

arm may explain some of the lack of difference in outcomes. 

In addition to the implementation deficiencies, there may also have been an element of 

intervention failure, in that the trial design meant each patient only received the 

intervention over the course of one year. This is probably insufficient to change the health of 

people with multiple long-term conditions and certainly appeared insufficient to establish 

familiarity with use of the 3D template and embed alternative recall and appointment 

systems. 

It is also arguable that some changes to the elements of the intervention that researchers 

delivered to practices (the second stage of Grant et al.’s framework [95] shown in Chapter 4, 

Figure 4-1) could have influenced outcomes. The comments clinicians made about the 3D 

training, for example, wanting more practice in using the template during training, and 

suggestions about further input from the trial team, after they had started delivering 3D 

reviews, to give some feedback and answer questions, implied clinicians lacked confidence 

or clarity to some extent. Other explicit comments from two GPs about the need for more 
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skills-based training to change how patients’ agendas were elicited and recorded and how 

GPs undertook goal setting indicate that there was scope to improve the health plan aspect 

of the intervention through modifying the training. Administrators too might have benefitted 

from more specific training to help them to make necessary changes to appointment 

systems. It was clear that the way administrators managed the 3D requirements and 

integrated them with existing systems was very influential in whether they successfully 

implemented the intervention.  

Although in some ways a degree of intervention failure may have contributed, it is not the 

most likely explanation for the null result. On the contrary, the process evaluation indicated 

the intervention could have been successful in that it was what patients wished to receive 

and clinicians to deliver. This was evidenced by the improvement in patient-centred 

measures and the positive comments from both patients and clinicians about the 

intervention concepts.  

10.4.1 Using theory to explain variation in implementation  

This section considers additional insights into implementation variation or failure that might 

be gained by reference to formal theory. The theory that seemed to have most to offer was 

Normalisation Process Theory (NPT), which addresses change in organisations and refers to 

the work individuals do within organisations to adopt and embed change.  

Although NPT, briefly described in Chapter 2, section 2.6.5, was not used in designing the 

pragmatic intervention, it did have some influence on the design of the process evaluation 

and could offer a theoretical underpinning to hypotheses that were explored in the process 

evaluation data, using the Murray et al. 2010 paper as a reference [131]. Factors that were 

hypothesised to improve implementation included involving and informing the entire 

administrative team in organisational aspects of 3D, compatibility with existing 

organisational systems and alignment of clinicians’ values with the patient-centred concepts 

of 3D. The theory can explain why those hypotheses were credible. 

In NPT terms the 3D intervention had ‘coherence’ for clinicians in that they saw it as a 

different way of providing care for their patients with multi-morbidity and could see 

potential benefits. However, my impression from observing the training was that they did 

not see the intervention as requiring anything significantly different in terms of personal 

consultation skills, since it was the way they would practice if only they had time. The 
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alignment of their values with the 3D concepts encouraged them to take part in the trial and 

try the new way of providing care, but the idealised perception of their own practice to some 

extent prevented them from seeing a need to change their own approach. Therefore, the 

majority of clinicians did not see the need to acquire new skills but simply to learn how to 

use the new template and make the system changes required to accommodate longer two-

part reviews for 3D patients. Seeing the intervention solely as a process of completing a new 

template, which, although it asked them to add new elements into the reviews and structure 

them in a different way, could nevertheless be done using their usual way of interacting with 

patients, would prevent them recognising a novel demand on their personal practice. This 

could explain some of the variation in how clinicians delivered the intervention.  

In terms of ‘cognitive participation’, clinicians were divided. Some saw clear benefits for 

patients, others doubted it would make much difference. The 3D leads in each practice were 

generally those GPs who were most enthusiastic, but they sometimes had to persuade 

reluctant colleagues. GP1 at Beddoes described this situation when she referred to some GPs 

being ‘glass half full’ and others being ‘glass half empty’. Besides practice managers, 

administrators, on whom the organisational aspects depended, were not involved in making 

the decision to take part in the trial and mainly saw it as an additional burden without 

necessarily seeing potential benefits for patients. Their commitment extended no further 

than their obligations to undertake what was asked of them by the GPs. 

The 3D intervention required the involvement of all staff groups. Those practices where they 

seemed to work together more closely, either because they were small practices (Beddoes 

and Lovell) and/or had good communication systems (Harvey and Beddoes), were more 

successful in arranging reviews. Beddoes, Lovell and Harvey (for the first round) also 

benefitted from a committed administrator. The role of the lead 3D GP was important for 

liaising with administrators and the one at Davy was out of touch with the struggles of the 

administrative team in arranging reviews. The NPT component of ‘collective action’ is 

relevant to these findings as it proposes that additional work, in the absence of perceived 

benefits and/or sufficient compatibility with existing work practices, will undermine 

maintenance of the intervention. It also highlights the importance of communication in 

understanding the contributions required from diverse roles. 

The NPT component of ‘reflexive monitoring’ was relevant to evidence from interviews that 

clinicians within practices did not really discuss the benefits of 3D for patients between 
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themselves and so did not have that opportunity to reflect. Beddoes practice was an 

exception as they did seem to discuss it in their regular practice meetings. They were 

particularly keen to receive feedback on whether the intervention had changed any patient 

outcomes, reduced the number of appointments overall and whether patients had liked it, to 

inform their decision about whether to continue the intervention after the trial. All the 

practices I spoke to were interested in receiving the trial results, but in the shorter term their 

views and experience, as reflected in interviews and the final clinician attitudes 

questionnaire, did not support continuing.  

In the next section, I will consider the main methodological issues relating to the process 

evaluation. First, the 3D process evaluation is compared to others and then I will discuss the 

approach I chose and the extent to which the design, methodology and methods were 

appropriate. I will conclude the section with a discussion of the strengths and weaknesses. 

10.5 Critique of the process evaluation design 

10.5.1 Comparison of this process evaluation to others in health services research 

As discussed in Chapter 2, process evaluations vary enormously in purpose and methods, 

making comparison difficult. Comparing the findings of this process evaluation to others, it 

was interesting to note similarities to Basch’s findings in 1967 regarding a health education 

intervention in schools [99] (section 2.3.1). Basch examined context, fidelity and reach and 

found usual practice resembled the intervention. He also found incomplete implementation, 

variety in how the intervention was implemented in different sites and a null result. Another 

striking similarity to the 3D trial is that, in both cases, those delivering the intervention and 

those receiving it had positive views about the intervention. 

Process evaluations in health services research have commonly employed qualitative 

methods, often interviews or focus groups, alongside a trial to gain information about 

feasibility and experience of the intervention, or post-hoc to explain unexpected results [81, 

84, 88, 228]. Some use only quantitative methods, to determine elements of intervention 

fidelity such as reach and dose delivered (although not necessarily named as such) [136, 229, 

230]. There are relatively few health service delivery trials that incorporate fully pre-planned 

process evaluations, based on explicit frameworks or theories and that include stated aims 

and objectives and mixed methods, although this has become more common in the last few 

years [80, 82, 83, 87, 231].  
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The 3D process evaluation falls in this latter group and fulfils most of the recommendations 

made for designing a process evaluation. Although direct comparison is difficult, in 

publishing the protocol [217] and being explicit about the framework aims and objectives, it 

is more likely to contribute to the developing process evaluation literature and permit 

meaningful comparison with other evaluations. 

10.5.2 Approach to process evaluation design 

Designing a process evaluation can take one of several approaches, all of which will influence 

the research questions and the methods used to answer them. The first step may be to map 

out the intervention and mechanisms of action, then identify key components and possible 

points of failure, and finally make decisions about necessary information to assess 

intervention feasibility and fidelity and provide reasons for intervention success or failure. 

This, broadly, seems to be the approach recommended by the MRC guidance [93]. 

An alternative approach is to choose a framework appropriate to the intervention, such as 

Linnan and Steckler’s [94], Glasgow et al.’s [126] or others, which includes process evaluation 

components that are judged to be critical to intervention effectiveness, such as reach, 

fidelity, dose delivered and maintenance [80, 83]. This can be used to guide the process 

evaluation design. For a cluster RCT, a framework such as Grant et al.’s [95] can be 

particularly useful in also prompting systematic consideration of all the stages of the trial 

(see Figure 4-1 and Figure 4-2 in Chapter 4).  

A third approach is to use the formal theory that underpins the intervention [79], if there is 

one, or to select a formal theory such as NPT [82, 92, 150] or the Theory of Planned 

Behaviour that matches anticipated uncertainties around implementation [86, 229]. Again, 

this will determine the research questions to be answered and the design of the process 

evaluation. 

A less structured approach is to select a trial stage or a focus, such as feasibility testing, 

fidelity, or response to the intervention, then choose methods to answer research questions 

relevant to that focus. This type of approach does not involve framework, theory or 

published guidance and as such makes methodological comparison difficult. Roughly half the 

process evaluations carried out for trials in primary care identified in the literature search 

employed this approach, perhaps because of lack of knowledge of process evaluation 

methodology, funding constraints or both.  
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The 3D process evaluation drew on elements of the first two approaches mentioned above, 

with the main foundation being provided by Grant et al.’s framework [95]. The publication of 

the MRC process evaluation guidance in 2014 [93], around the same time that the process 

evaluation design was being developed, prompted the creation of a logic map which I had 

not seen used in any previously published health delivery process evaluation. The final 

design was driven by the logic map, consideration of trial stages and context, and the 

process evaluation framework components of reach and fidelity. Another novel aspect was 

the consideration of requirements for evaluating implementation of a specifically patient-

centred intervention. 

For comparison, two process evaluations were found that were conducted in a similar way to 

this one, although neither employed a logic map. The first provided a good example of a 

comprehensive process evaluation of a complex health service intervention in a cluster RCT 

in primary care and was also a patient-centred intervention [80]. This work similarly used a 

combination of frameworks and employed quantitative and qualitative methods in a 

concurrent, rather than post-hoc, design. The aim was stated, data were collected during the 

intervention and the analysis was performed blind to results, thus avoiding interpretation 

bias. However, a significant difference was that it did not employ a case study methodology, 

nor did it specify the patient-centred components or evaluate a patient-centred approach.  

The second comparator, a process evaluation of a cluster RCT in primary care published by 

Grant et al. in 2017 is more similar in methodology [150]. It was based on their process 

evaluation framework for evaluating cluster RCTs [95] and uses case study methodology as 

well as mixed quantitative and qualitative methods. It differs in that there was greater 

emphasis on quantitative methods, NPT was explicitly used to design a survey for the 

process evaluation, and the intervention was much more straightforward. It also had a 

published protocol that stated the aim and design, was conducted in parallel with the 

intervention and the data were analysed blind to the trial results. Many of these features are 

considered strengths and recommended in the MRC guidelines [93]. This will be discussed 

further in section 10.6. 

10.5.3  Logic map  

The logic map was an element that proved extremely useful because the intervention was so 

complex. It encompassed a detailed description of the intervention, including the problems 

to be addressed, the strategies to address them and how each of those strategies was to be 
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enacted. It differed from the kind of logic map commonly used that includes short and long-

term outcomes and instead reflected how the intervention was designed from problems to 

strategies to component detail. Using a logic map to clarify the assumptions at the start of 

planning a process evaluation made it easier to identify potential points of failure and key 

active ingredients. Theory of this informal kind, also represented in the hypothesised 

mechanisms of actions identified in Figure 3-4 and Figure 3-5 in Chapter 3, was employed 

when applying the process evaluation findings to interpret the trial results, and attributing 

failures and successes to possible causes. The reasons for not using formal theory are 

discussed in the next section. 

10.5.4 Use of formal theory 

In designing the process evaluation, I considered NPT but decided against using it as the 

basis of the design for several reasons. The first of these was that there was ambivalence 

within the trial team about the use of NPT, as some found it difficult to apply. Secondly, the 

intervention design was not based on any formal theory, although it followed principles of 

patient-centredness. Instead, the intervention design arose from clinical and research 

experience and findings in the literature regarding problems associated with multi-morbidity. 

Thirdly, the complexity of the intervention was unlikely to be encompassed by one theory. I 

decided that a more pragmatic approach, based on components described in the logic map, 

and with reference to theory where this seemed to offer useful insight, was likely to achieve 

a comprehensive evaluation of the intervention without overlooking anything potentially 

significant. Finally, it was important to retain flexibility in how I proceeded, depending on 

what emerged from findings as I went along. Using a formal theory provides structure, 

arguably adds rigour, and can enhance credibility of findings, but it may potentially blinker 

researchers to other possible ways of approaching the work and interpreting the findings 

[232]. Perhaps the ideal is to apply multiple theories, choosing those that best match the 

research questions or data and offer most insight. Hypothesised mechanisms of action can 

substitute for formal theory and modifying these in light of findings is one way of generating 

new theory or revising existing theory [84]. 

The Grant framework approach [95] seemed to offer a structured exploratory approach that 

also allowed the evaluation to be free-ranging and responsive to problems as they became 

apparent. This approach was helpful in considering the challenges of each implementation 

stage and it could also accommodate consideration of fidelity and the points at which it 

might fail and need to be assessed. Use of a framework does not preclude the use of theory, 
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where it seems to provide useful insight as demonstrated by Grant et al. in their process 

evaluation protocol [87]. In my process evaluation, the emphasis on context was influenced 

by NPT, Realist Evaluation and Theory-Based Evaluation (see Chapter 2, sections 2.6.3-2.6.5), 

particularly with regard to existing organisational arrangements and initial response of 

clinicians towards the intervention. This prompted the pre-trial clinician attitudes 

questionnaire, practice surveys and later, the administrative implementation survey. 

10.5.5 Overall evaluation of the design 

The process evaluation presented in this thesis focuses on context, fidelity of delivery and 

patient-centredness. It omits the important stages of researcher recruitment of clusters, and 

delivery of the intervention to them, which is under-researched and often taken for granted. 

In the 3D trial, researcher delivery encompassed training and IT set-up and, although I 

covered these areas to some extent in training observation and in the initial staff interviews, 

I felt they merited greater attention. 

The main trial process evaluation was intended to be summative, but it proved very difficult 

to maintain a clear boundary between lapses in intervention fidelity that should be fed-back 

to the trial team and those which should only be revealed at the end. The rationale for 

revealing some identified lapses was that they might apply to all intervention practices and 

be corrected in time to have a positive trial-wide effect on implementation. In fact, feedback 

of some of my findings led to a ‘Frequently Asked Questions’ document being distributed to 

all intervention practices to address some of the issues I had identified. Conversely, lapses 

should not be revealed if doing so would lead to a response that disproportionately affected 

the practice in which they were identified.  

Another approach might have been to use a design allowing a clearer separation between 

the process evaluation researcher and the trial implementation team once the formative 

process evaluation was complete which would have avoided this issue but at the cost of not 

correcting practices’ misunderstandings and potentially poorer implementation. It would 

also have meant that I was less informed about variations and problems in implementation 

and hence might have missed the opportunity to investigate them. An unintended 

consequence of my integration with the trial team during the main trial was that researchers 

provided more support to practices than had been anticipated. It was also difficult to avoid 

being drawn into resolving implementation issues and influencing implementation via the 

practice staff I interviewed. My contact with the trial team may also to some extent have 
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biased my perceptions of implementation due to being influenced by their opinions of the 

practices and experiences of interacting with them. However, I considered more was gained 

from the interaction due to being able to keep abreast of implementation than was lost by 

undue influence on implementation or my perceptions. In future evaluations I would choose 

to maintain close contact with the trial team but draw up clear guidelines about information 

exchange at the outset.  

The choice of case study methodology was successful in the thorough exploration of 

potential influences on implementation it allowed, and being able to describe in detail what 

happened in practice [168, 170]. Retaining some flexibility in the design proved essential 

because the range of variation that might affect implementation appeared quite broad. We 

discussed the possibility of including another case study practice, but the extent of possible 

variation made me decide to broaden the focus instead. Extending the number of 3D review 

delivery observations by going into some other intervention practices provided valuable 

additional insight into intervention delivery and led to identification of cross-trial themes 

regarding the feasibility and delivery of the intervention. This was added to by the cross-trial 

surveys. Observation of some usual care LTC reviews for comparison helped to highlight key 

aspects of the 3D reviews.  

Sampling of case studies was also successful to the extent that the sample included at least 

one practice from each area and a range of practice size and organisation. Importantly it also 

included differences in implementation strategies and success. The approach taken to 

sampling was risky to the extent that it was based on prediction of adoption success and it 

would have been preferable to have had solid data to aid sampling.  

Given the range of possible flaws in intervention design or delivery it was important that the 

process evaluation had a wide scope. Talking to all four groups involved in the trial, patients, 

GPs, nurses and administrators, was very valuable to the extent that I would consider this an 

essential aspect of a similar process evaluation, especially one that evaluated 

implementation of a patient-centred approach. Perspectives and responses from all three 

staff groups on their experiences of delivering the intervention were gained as well as the 

experiences of patients who received it. Integration of the data will be discussed in the next 

section. 
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I chose to try to cover all aspects of implementation and as far as possible the context and 

views of all practices involved in the trial and the views of a wide range of participants, at the 

expense, perhaps, of greater depth of analysis in more focused areas such as administration, 

context, clinician skills and response, patient response or specific components. In focusing on 

patient-centredness however, I recognised that all these aspects contributed and that it was 

important to evaluate not only implementation of the components of the intervention but 

also of its underlying spirit, values and intention. Evaluating patients’ response to the 

intervention was a key part as it was an important indicator of whether the intervention 

achieved its aim of improving care for people with multimorbidity and was worth continuing. 

In summary the main strength of this work is the extent of planning demonstrated in the 

process evaluation design. Use of a logic map and a framework to pre-plan the work required 

to evaluate trial processes and delivery of components led to a process evaluation that 

fulfilled its purpose. Time spent discussing the logic map with the trial team to pin down a 

precise and comprehensive description of the intervention and distinguish between 

components requiring fidelity of function and those requiring fidelity of form was very 

worthwhile. The overall design which used a combination of in-depth case studies and cross-

trial data collection served the purpose of a process evaluation of a complex patient-centred 

intervention well. It drew on a combination of theory and process evaluation frameworks to 

create a design that was sufficiently flexible to accommodate the diverse requirement of the 

process evaluation. The main limitation was that the process evaluation was largely 

pragmatic, limited by time and resource and not underpinned by formal theory. Some 

variation might have been missed by limiting the in-depth exploration to four case study 

practices out of 16 intervention practices. This risk was lessened by observing 3D reviews in 

four additional practices and by conducting across-trial surveys. In the next section I will turn 

to a critique of the methods in light of Critical Realism and the trustworthiness of the 

findings. 

10.6 Trustworthiness criteria and strengths and weaknesses 

10.6.1 Sampling 

The trustworthiness criteria for this thesis are based on a Critical Realist approach. They are 

shown in Chapter 3, section 3.1.2 and I will go through these in turn beginning with 

sampling. Selection of cases was justified with reference to stated hypotheses about factors 

that would influence implementation e.g. size of practice and early indicators of adoption 

reported by the researchers in contact with the practices. The selection of reviews to 
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observe and record was justified by the need to observe as many different clinicians as 

possible and to observe both first-round and second-round reviews. The selection of 

participants for patient interviews and focus groups was justified by reference to achieving a 

sample of maximum variation and the selection of practice staff to interview was justified by 

their role in the case study practices.  

The theoretical sampling strategy for the case study practices was successful. It combined 

demographic information and judgement of projected implementation success based on the 

opinion of the researcher interacting with each practice. The final sample of case study 

practices included both the best-performing and the least-performing practice, in terms of 

how many reviews were completed. The other two practices differed in how well they 

performed, and were both somewhere in the middle of the scale. The practices also 

demonstrated differing size, context and deprivation levels, so they varied in all the ways 

intended.  

The sampling strategy for the review observations was hampered by the difficulty of making 

arrangements to observe reviews and therefore the actual choice was very limited. Using 

convenience sampling for review observations, with an element of purposive sampling to 

observe different clinicians, meant that observed reviews did not include as wide a range of 

LTCs and as diverse a sample of patients as might have been achieved. The original intention 

had been to use reports of patients’ LTCs drawn from the baseline questionnaire to sample 

patients to observe but this was not feasible. The logistical difficulties also account for the 

lack of more than one observed GP usual care review, which meant it was not possible to 

meaningfully compare GPs’ usual practice with GP 3D reviews. It might have been possible to 

attend the surgeries of several clinicians and see what cropped up but the likelihood of 3D 

patients being seen would have been low, creating issues over consent and taking up 

significant time. 

To some extent logistical difficulties hampered sampling of patients as well as I had to 

combine as much as possible within one visit to the more distant trial sites. It also proved 

difficult in two of the case study practices to recruit patients to focus groups, limiting the 

range of views I was able to elicit. In later focus groups I identified and invited more potential 

participants to compensate for a low recruitment rate. I would have liked to interview a 

larger sample of patients but faced delay in intervention implementation, which increased 
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time pressure and, in the case of the focus groups, I encountered difficulty in two of the case 

study practices recruiting patients who were willing or able to attend.  

However, although a larger sample might have strengthened and increased confidence in the 

findings, clear themes emerged across the data within which a range of views were 

represented, including a few that dissented from the majority. No fresh themes were 

emerging by the end of interviewing patients and I felt that my sample had sufficient 

information power, in part due to purposeful sampling of patients according to their 

responses in the baseline questionnaires regarding illness burden and satisfaction with care.  

Information power [233] is considered by some to be a less controversial concept than data 

saturation [234], which is more applicable to a grounded theory approach. 

10.6.2 Methods 

The choice of methods was determined by the research questions identified for each 

objective as shown in Chapter 4, Table 4-1. Each method was chosen on the grounds of the 

contribution it would make to collecting relevant data and considering its feasibility. For 

example, practice staff were interviewed to provide insight into the ways the intervention 

was implemented in each practice and their individual opinions of the intervention at the 

start. Toward the end of the trial they were interviewed again to give an account of their 

experience to understand the effect of the intervention and how it had been implemented 

over the course of the trial. To complement this information, surveys were conducted across 

trial which provided a way of assessing both the credibility and the generalisability of the 

information from the individual interviews. 

The methods have been described in detail including the ways in which the data were 

collected and, in each results chapter, a detailed account of the qualitative analysis, which is 

critiqued in the next section. The range of data collected was a strength, creating the 

possibility of triangulation and gaining perspectives on the intervention from most 

stakeholders. The extent to which usual care was investigated was unusual and the 

observation of usual care LTC reviews provided a valuable extra level of insight. Integrating 

the different methods during the trial informed data collection, making it more focused and 

responsive. Integrating the mixed methods at analysis led to nuanced findings that 

accurately reflected the trial results and gave insight into the reasons for them. However, the 

analysis of the quantitative aspects of the surveys has not been described in as much detail, 

beyond stating that descriptive statistics were applied.  
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Difficulty was encountered when trying to fulfil the intention of video-recording reviews.  

Video-recording avoids the distraction of an observer being present and permits more 

detailed analysis of non-verbal elements of the consultation, particularly important in 

evaluating patient-centredness. I was only able to obtain seven video-recordings because 

most clinicians opted for observation and audio-recording. I had decided to offer a choice, 

mainly for the benefit of patients, thinking that might increase the number of opportunities 

to observe, and did not anticipate that clinicians would be more uncomfortable than patients 

with being video-recorded. In future studies I would probably remove the choice of method 

and make it clear from the start that video-recording would be used. However, this would 

risk fewer clinicians consenting, unless they were used to video-recording which would bias 

the sample towards training GPs or younger GPs. It would also make it harder to record 

nurses who tended to be more averse to video-recording than GPs. 

The practice survey, the survey of administrative implementation and the clinician attitudes 

questionnaires were not piloted but were developed in discussion with the trial team. 

Ideally, I would have liked more time to pilot them, so they were used in a descriptive way 

only as I could not guarantee the accuracy of the results. The practice survey, in particular, 

suffered from ambiguity in some questions. Also, it was usually completed by one member 

of staff who did not necessarily have access to all the information needed. I and my 

colleague mitigated this as far as possible with follow-up phone calls or by completing the 

survey over the phone by means of a structured interview. 

Applying a Critical Realist Perspective, in the surveys about usual care I was trying to 

establish the reality of a situation and compare the varying forms of a common construct, 

e.g. long-term condition review, across practices. Thus, I was concerned to ensure 

consistency of meaning in the questions so that the information I gained from the question 

pertained to the reality of the construct i.e. was accurate. This meant trying to achieve 

wording that would be understood in the same way by each respondent, instead of being 

interested in the way each respondent answered the question. In interviews I was more 

interested in different perspectives but still depended mainly on having a common 

understanding, based on an underlying reality. 

10.6.3 Findings 

In the reports of the findings I have used multiple quotes from the transcripts to evidence 

the conclusions I drew, as well as showing counter-evidence where this existed (deviant 
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cases) and trying to account for this or at least acknowledge the dissent. There were some 

interesting incompatibilities between some of the survey data, such as clinicians claiming the 

intervention had not changed their practice and examples from interviews where it clearly 

had. Findings were triangulated between interviews and observations to gain different 

perspectives, notably when it was possible for me to observe a review and interview both 

clinician and patient afterwards, and also between interviews and surveys. 

10.6.4 Data analysis 

 Analysis of the qualitative data was quite complex and the data for each of the four 

objectives was analysed differently. The underlying coding methodology involved thematic 

analysis [175] using a framework approach, in which initial codes and themes were informed 

by the research questions and then extended by inductive coding [175, 177]. The a priori 

codes informed but did not restrict the themes ultimately identified. The framework focused 

the analysis in that it helped to organise and develop the themes and provided a structure 

for reporting the results both within case and cross-case. The three stages of questions 

described by Braun and Clarke [175] characterised this process. I began with an overall 

research question and questions for each objective, developed interview questions to elicit 

information needed to meet the objectives and finally questioned the data using 

interpretative and potentially theory generating questions about what the data were telling 

me. At this stage patterns in the data were actively sought. This process is not wedded to any 

particular theory and so was well-suited to a process evaluation of this kind as well as being 

compatible with Critical Realism. 

It could be argued that using this approach determined the themes too much, meaning that I 

could have been blinkered to other significant themes and failed to pick up on unexpected 

findings. This was a danger but was mitigated by the coding process which was deliberately 

undertaken using a mix of a priori and inductive codes to avoid missing significant other 

factors relevant to the objectives that had not been anticipated. The two-stage coding that I 

used was also valuable for re-orientating my perspective and reducing the danger of missing 

something. The first round of coding picked out relevant and interesting data extracts and 

the second round re-coded the extracts relevant to each objective, including the 

unanticipated findings, and was more nuanced. I could perhaps have made the coding more 

rigorous by re-applying the final coding framework to all the data, but this did not seem 

feasible with so many data sources and within the time-frame. The coding process, 

combined with use of the framework matrices, ensured the reported findings remained close 
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to the data. The thoroughness of these processes were the main guarantors of the validity of 

the findings, because they ensured inclusion and representation of all data and the whole 

range of views. 

In the case of the patient- centredness findings derived from recordings of delivery of the 

reviews, an additional guarantor was the double-coding of the data by three other 

researchers and two members of the PPI group who each double-coded four transcripts. 

Following double-coding the researchers met to compare coding, and did not identify any 

significant differences, concerns or missed themes and I met separately with the two 

members of the PPI group to discuss their perceptions of the data.  

I also presented some of the anonymised review transcripts for discussion in the PPI group. 

Two recordings and transcripts, one of which I had concluded was very patient-centred and 

the other not at all patient-centred, were brought to the 11-member PPI group. This led to 

an interesting discussion as one member disagreed with my categorisation and felt the latter 

recording was more demonstrative of patient-centredness. The difference of opinion was a 

reminder that people have different preferences regarding clinicians’ consultation styles and 

confirmed the view that patient-centredness involves adapting consultation style to suit the 

patient. It also perhaps supports the argument that the best judge of patient-centredness is 

the patient on the receiving end [41]. Although it is inevitable that the analysis and findings 

were influenced by my interests and perspective [156, 175], checking the coding with other 

researchers and sharing some of the data with the PPI group helped to minimise 

interpretative bias. 

The perceptions of clinicians and practice staff about the intervention and how it affected 

their practice were captured in a number of ways using several methods. The findings from 

the qualitative data were largely confirmed by the quantitative data which led to greater 

confidence in my conclusions. Describing patients’ experience of the intervention used 

purely qualitative methods with all interviewees except one drawn from case study 

practices. The mix of focus groups and individual interviews allowed for both individual 

experiences and opinions and those shaped by group interaction. The interview schedules 

were broadly the same for both methods. These conclusions might have been strengthened 

by interviewing more patients or including a broader survey as with clinicians, however, the 

trial outcome measures were primarily patient-reported, and they supported the findings 

from the qualitative data.  
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A significant strength of the analysis was undertaking data analysis prior to knowing the trial 

outcomes. This reduced the possibility of bias and ensured that the full range of data and 

interpretations were considered. That the trial outcomes did confirm the findings from the 

process evaluation increases confidence that the analysis and findings were trustworthy.  

10.6.5 Data integration 

A key strength of this analysis was the integration of the data from different methods, as 

described in Chapter 4, section 4.8. This was not limited to triangulation but also included 

complementarity, development and expansion [235].  In integrating mixed methods, the 

primary distinction is between integrating them throughout, so that one method informs the 

use and/or design of the other, and integrating them at the analysis stage [235]. An example 

of the former is that the process evaluation drew on some of the quantitative data, collected 

by the rest of the trial team, to aid sampling of case studies and patients (development). 

Integration at the data collection stage occurred in using quantitative data from the monthly 

feedback searches of intervention component completion, collected by the trial team, to 

integrate with my observations to inform the evaluation of fidelity to a patient-centred 

approach by capturing both the ‘what’ and the ‘how’ aspects of delivery (expansion). 

The quantitative electronic data capture also alerted me to emerging issues in practices that 

I could follow up in observations or interviews (development). For example, the wide range 

in reach across the trial, combined with qualitative data about the administrative systems in 

case study practices, prompted me to investigate this further by means of a survey of 

administrative implementation across all intervention practices (expansion).  

Mostly, methods were integrated at the analysis stage. In some cases, data were 

triangulated, as when reviews were recorded and the participants subsequently interviewed, 

or when findings from clinician interviews were compared with the quantitative data from 

the clinician attitudes surveys. Often different methods were used for a complementarity 

purpose [179], for example, insights into how reviews were conducted came from 

observation, patients’ focus groups and interviews, and clinicians’ comments. The practice 

surveys added to the data about context that was obtained from interviews in case study 

practices and the clinician attitudes survey added to the data from clinician interviews to 

broaden understanding of clinicians’ responses.  
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The use of some surveys and questionnaires within the process evaluation was mainly to 

facilitate collection of across-trial data. Doing so provided a broader view of context, clinician 

responses and administrative processes to balance the in-depth case studies. This helped to 

place the case study data within the range of variation and form hypotheses that could be 

further investigated. It also helped to identify deviant cases that were particularly successful 

or unsuccessful and might merit further investigation and from which lessons might be 

learned. Using a range of methods added to the comprehensiveness of the process 

evaluation and its utility in helping to interpret trial results.  

10.6.6 Bias 

There were two main potential sources of bias. The first arose from the non-random way 

practices were recruited to take part in the trial. Firstly, invited practices were selected by 

researchers or local research networks as those most likely to take part for various reasons 

such as a previous relationship with the researchers or membership of a research 

collaborative. Secondly, practices self-selected in choosing whether to respond to the 

invitation and tended to be those interested in improving care and employing a patient-

centred approach and therefore likely to be already providing a high standard of care. Those 

practices that agreed to be case study practices could also have introduced bias, as being the 

most co-operative, but in fact no practice refused when asked and the sample included the 

practice that did least well in delivering the intervention. 

The second source of potential bias affected data collection and analysis. To aid transparency 

I have provided an account of my perspectives and previous experience in Chapter 3, section 

3.2. Having previously worked as a nurse in general practice and been extensively involved 

with providing care to patients with LTCs as a specialist nurse in secondary care I was 

interested in the difference between the way nurses and GPs provide care. I also had more 

insight into nurse roles than GP roles and this may have affected the way I interviewed those 

two professional groups [236] and how I interpreted and presented findings. As an 

experienced trainer, I also found it easy to find fault with the training that clinicians received 

to deliver 3D, although this was balanced by the findings from the training evaluation forms. 

Being conscious of those tendencies helped me to guard against them, aided by one of my 

supervisors being a GP, which sensitised him to my potential bias.  

Overall the findings may be considered trustworthy in that it is possible to track the 

objectives through the methods and understand how the results were derived from the 
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methods. The process of analysis is clearly described and the results are well-represented by 

quotes and presented in tables where they were quantitative. This can give confidence that 

the findings reflect the data accurately. The extent to which my positionality may have 

influenced them can also be assessed. 

10.6.7 Researcher effect 

There was a concern that the conduct of the process evaluation in the case study practices 

might unequally affect their delivery of the intervention by being an additional influencing 

factor not common to all intervention practices. This was unavoidable to some extent 

because asking questions in interviews caused clinicians and administrators to reflect and 

identify intervention aspects of which they were unsure. Sometimes they asked for clarity, 

and I referred them to their local researcher who was available to answer queries. This might 

well have resulted in practices with which I interacted acquiring information that other 

practices did not, except when the query was fed back and resulted in additional information 

being provided to all practices, for example, the ‘Frequently Asked Questions’ document that 

was produced to address issues I had identified. 

Another effect was undoubtedly that my presence made clinicians more conscious of how 

they were delivering the intervention. I had the impression that reviews were completed 

more rigorously when I was observing, which was corroborated by the carer of one patient 

who felt that, because I was there, her mother had at last been able to get attention for a 

long-standing complaint. There was also an occasion when interviewing an administrator 

made her realise that she had not arranged enough reviews and would need to alter her 

method of identifying patients to invite for reviews. Greene recognised that evaluation 

interacts with as well as describes its context as it involves social interaction [236]. 

In summary, although there were some imperfections in the methods I used, I was confident 

that the planning of the elements of the evaluation was thorough, and the methods and 

analysis were executed well enough to be trustworthy.  The main issue was choosing which 

elements could be included within the scope of a project constrained by time and resources. 

Inevitably it was not possible to include everything or investigate it all to the same depth. 

For the final section of this chapter I will reflect on the process of undertaking this thesis, 

both in terms of the project and the work involved in the process evaluation, which entailed 

design and role challenges that provided valuable learning. 
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10.7 Reflection 

My main struggle in the thesis was with deciding the focus. The overall process evaluation 

that I conducted for the 3D trial was, in the view of my supervisors, too broad to allow 

discussion of every aspect within a PhD thesis, which led to the narrower focus on patient-

centredness and how the trial was implemented. In the process evaluation I was torn 

between examining all the trial processes, including the pilot, recruitment of the clusters for 

the main trial and researcher delivery of the intervention to the practices, and my interest in 

how care was delivered to patients with LTCs and patient-centredness. For the thesis, I was 

torn between my interest in process evaluation as a component of trial design, and 

investigating the effect of the intervention on patient-centredness, so I struggled with the 

pull between a methodological thesis and one that focused on the findings of the process 

evaluation. Ultimately, I have tried to establish a dual focus by reflecting on both the findings 

from the process evaluation and the challenges inherent in the process evaluation itself. It is 

the latter that I will now address. 

10.7.1 Design challenges 

In the early stages of developing the process evaluation, my primary concern was to 

understand the theorised mechanisms of action and how the components of the 

intervention were intended to solve the problem the research was addressing. An associated 

challenge was the complexity of the intervention, which introduced multiple potential points 

of failure and highlighted the importance of context. 

Because of the influence of contextual differences on implementation, assessment of fidelity 

must allow for local adaptation. Modifications made to the intervention to facilitate 

implementation within the local context would need to be assessed as to whether they were 

consistent with the definition of the intervention and fulfilled fidelity criteria [76].  

The multiple components of the intervention itself, whose relative importance in producing 

differences in outcomes was unknown, meant the fidelity of delivery of each would need to 

be evaluated. Views about each component would have to be explored to understand how 

they might have achieved or failed to achieve an effect. Some components related to the 

way that appointments were organised, requiring participation by the administrative and 

reception staff in setting up systems to facilitate the delivery of the intervention. This meant 

that the process evaluation design had to encompass evaluation of adoption as well as 

delivery of the intervention.  
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The nature of some of the components made a fidelity assessment challenging. For example, 

the creation of a health plan incorporating actions agreed by both patient and GP could be 

done in ways that were more or less patient-centred. The content of health plans would 

provide some information about patient-centredness, but the way they were negotiated was 

also crucial. Observation of the training sessions indicated that this formal goal setting 

component, together with the expectation to address patient’s own primary health concerns 

regardless of the long-term conditions that were due for review, required changes to the 

clinicians’ behaviour that might be challenging to achieve.  

Since most clinicians claimed to be already practising in a patient-centred way, I 

hypothesised that although their actions might change, as evidenced by the completion of 

the electronic template, their underlying interaction with the patient would not. The subtler 

behaviours concerning negotiation of power and control and agreeing action plans could 

only be assessed by qualitative means, including observation and interviews. This was the 

rationale for increasing the number of review observations beyond the number originally 

planned. The evaluation of fidelity to a patient-centred approach during reviews therefore 

became the main contribution of the process evaluation to overall assessment of fidelity.  

Choosing patient-centredness as a focus of the process evaluation created difficulties 

because of the lack of a universal definition or satisfactory measure [51]. One very thorough 

measure, the MPCC, developed from Stewart’s commonly used definition of patient-centred 

care [44], is based on dialogue rather than behaviour [166] and could therefore be applied to 

transcripts of audio-recordings. It offered a more robust approach than most means of 

assessment but was discounted because of being extremely time-consuming. Instead a 

combination of approaches was used as described in Chapter 3, section 3.4. 

In addition to conceptual and design difficulties, there were also logistical challenges. 

Inevitable restrictions on funding and time necessitated difficult decisions about what could 

realistically be achieved. In addition, I experienced some disparity between the scope I felt 

the process evaluation required and priorities within the trial team, which complicated the 

decisions. My understanding was very influenced by the public health literature in which 

process evaluation design and methodology is often shaped by the common frameworks, 

which include process evaluation components such as reach and fidelity. In health care trials 

the focus was more often on qualitative research to understand trial issues such as 

recruitment, or post-hoc interviews to explain findings. A concurrent comprehensive process 
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evaluation, nested within the trial and based on a logic model detailing the intervention 

ingredients and assumed causal mechanisms, was less common. For this reason, and others, 

my role within the team required some negotiation. 

10.7.2 Role challenges  

The role that I occupied within the trial team was not always clear to me. Because the 

direction in which I wanted to take the process evaluation was at times slightly at odds with 

what had been envisaged, some negotiation went on over funding as I felt that the process 

evaluation needed to be wider in scope and include more case study practices. In the end 

the number of case studies I completed did not differ from the number envisaged, because I 

had been unrealistic in what I wanted to achieve.  

There was also much discussion over the extent to which the evaluation would be formative 

or summative and the extent to which I would share my findings during the trial. This is a 

recognised issue in process evaluations [93]. For the pilot phase my role was a formative one 

to assist with optimising intervention delivery and identifying potential threats to 

implementation. In the main trial, my role was viewed as summative, but this was not clear 

cut as the trial team felt that I should make it known if I found an implementation issue that 

might affect outcomes and was correctable. However, it was important that my role did not 

specifically influence implementation in the practices I observed and so any information I 

shared should be in a generic form that might apply to other practices and on which the 

researchers could act in a general way. Therefore, the change in my role between the pilot 

and the main trial required a shift in the boundaries and I needed to consider and agree with 

other members of the trial team what information I would share. Even then there continued 

to be some ambiguity and a blurring of the boundary between formative and summative 

evaluation so that each time I identified an issue that might need to be made known, I 

discussed it first with the two process evaluation supervisors. 

This issue to some extent put me outside the trial team in spite of being present at team 

meetings. Additional negotiation was required to manage my position as both an insider in 

the trial team with a privileged view of the conduct of the trial and an outsider standing 

outside intervention delivery [130]. My presence as an insider combined with my role as an 

outsider tended to cast me in the role of an observer, which could at times make others 

uncomfortable through feeling constantly scrutinised.  
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I valued the insider advantage of knowing and seeing first-hand what was going on but found 

it difficult to be objective. Being in close contact with other members of the trial team can 

potentially make the process evaluation work easier, but it can also result in being overly or 

under critical of their work [130]. My experience as a practice nurse managing long-term 

conditions and my experience and training as a trainer, made it difficult for me not to want 

to change aspects of how the trial was conducted, which was not part of my role. 

Being an insider could also act as a constraint because I was not independent. For example, I 

felt that my recruitment of case study practices and data collection could be compromised 

because others in the trial team did not want the detail of the process evaluation to be given 

to practices early on, fearing it might deter them from participating in the trial. It also meant 

I was unable to observe recruitment of practices partly because of concerns about deterring 

practices, partly because of resource concerns and partly because of the researchers’ 

understandable reluctance to be observed when undertaking a challenging aspect of their 

role. 

On the other hand, being inside the trial team made it easier to resolve potential overlap 

between roles [237]. Overlap could particularly occur in evaluating implementation fidelity 

and collecting data relating to this. It remained somewhat unclear throughout the trial 

whether implementation problems and feedback obtained by the researchers would be 

recorded and by whom. For example, the 3D lead GP meetings were instigated by the trial 

team to provide an opportunity for intervention practices to share information about 

implementation successes and difficulties but also became a troubleshooting opportunity for 

the researchers. I was able to convince the trial manager that it would be helpful to have a 

record of the content of these meetings, so she asked the researchers in each area to make 

notes, which she later collated and I used as a source of information about implementation. 

All these issues highlighted the need to negotiate the role of the process evaluator within the 

trial team and to achieve consensus around that role. One means for doing that was the 

intervention logic map (Chapter 3, Figure 3-3), which went through many iterations and 

provided a focus for clarification of fidelity issues. It was also a useful tool for supporting 

greater clarity in the researchers’ descriptions of the intervention to practices. It ensured 

that everyone was being consistent in describing the intervention and clear about 

adaptations that could be permitted and those that couldn’t. It also prompted the creation 

of a fidelity check for researchers to use with practices when discussing set-up. 
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In summary, my role of process evaluator for the 3D study led to much valuable learning, 

which will benefit the next process evaluation I undertake. The 3D process evaluation was 

successfully completed and led to insights into the management of long-term conditions and 

multi-morbidity that I will continue to draw on in future research and which will provide 

insights into the trial results as a published paper. 

10.8 Conclusions 

Overall the methodology was successful in achieving the aims of the process evaluation, 

which was more comprehensive than most in health services research and, being structured 

with reference to published frameworks, may facilitate knowledge synthesis. The challenge 

of evaluating implementation of a complex patient-centred intervention in primary care was 

met by designing a novel process evaluation framework combined with conceptual diagrams 

of patient-centredness and conceptual models of the hypothesised mechanisms of action of 

the intervention. Diverse methods were used, and data collected from multiple sources, 

which enhanced the scope of the process evaluation and the credibility of its findings.  

The process evaluation found that patients’ experience of patient-centredness during LTC 

reviews was enhanced by the intervention, which was confirmed by trial outcome measures. 

The new computer template designed for 3D reviews influenced clinicians’ behaviour and 

supported delivery of the patient-centred components, although it could also act as a barrier 

to patient-centredness. Some aspects of the intervention were not fully implemented or not 

implemented with a patient-centred approach e.g. 3D health plans. Implementation fidelity 

was therefore found to be partial, particularly with respect to number of reviews completed, 

and was hampered by implementation challenges mainly related to context, but also 

possibly to training and clinicians’ understanding of the patient-centred aspects of the 

intervention. In addition to the barriers to implementation and the deficiencies in 

implementation that likely contributed to the trial results, the process evaluation 

successfully identified many candidate mechanisms of action. I concluded that the question 

about patient concerns at the start of the template was the main mechanism of action for 

the increase in perceived patient-centredness. 

It was clear that intervention success depended on multiple participants, not only the 

administrators and clinicians on whom delivery depended but also on patients. In each group 

of participants there were aspects that might have been improved and that with more 

extensive pilot work might have been identified and built into the intervention. 
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Implementation could arguably be enhanced by greater attention to organisational 

elements, greater clarity about the need for administrative buy in and involvement and slight 

changes to training to shift the focus from the template to the patient-centred approach. 

Other examples include better preparation of patients, ensuring whole practice involvement 

and strengthening the 3D lead GP’s role. Having identified these flaws creates an opportunity 

to modify the intervention and evaluate it in other practices, perhaps some in deprived areas 

that have particularly high levels of multi-morbidity, or practices that do not score well in 

patient surveys.  

In addition to these findings, I concluded that there was an overall contribution to 

generalisable new knowledge in several areas. One of these is in the creation of a 

generalisable model for a process evaluation of implementation of a patient-centred 

intervention which might be tested in other studies. Another arises from the findings derived 

from the process evaluation about the effect of the various 3D intervention components on 

perceptions of patient-centredness. This is generalisable and novel because to my 

knowledge there are no other published accounts of interventions that clarify the grounds 

on which they claim to be patient-centred and then evaluate the response to the specific 

patient-centred components of both those delivering and those in receipt of the 

intervention.  

In summary, the overall approach to an evaluation of implementation of a complex patient-

centred intervention, incorporating conceptualisation of patient-centredness and integrating 

multiple approaches to evaluating whether a patient-centred approach had been delivered 

with fidelity and perceived to be delivered, constitutes a significant contribution to 

generalisable new knowledge. 
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APPENDIX 1: STAFF INTERVIEWS  

• A1.1 Practice information sheet 

 
 
 
 
 

Practice Information Sheet for Process Evaluation 
 
Introduction 

Your practice is taking part in the 3D study. In this study, some practices are trying 

out a new approach to managing patients with multiple long-term conditions. We 

would like to find out in more detail how practices provide care for these patients. 

This includes practices trying out the new approach and those who are in the ‘usual 

care’ group. If practices have made changes to how they provide care we would like 

to find out how well this is working and what we can learn from the process of 

implementing a new service.  

Embedded within the 3D study is a process evaluation. We would like to invite your 

practice to take part in this process evaluation and this information sheet provides 

more information about what this will involve. 

If you would like to discuss this in more detail, please contact your local researcher, 

or Cindy Mann on 0117 331 4583 or email cindy.mann@bristol.ac.uk 

What is Process Evaluation? 

Process evaluation is a way of examining how well (or not) an intervention is 

implemented in practice. It will also examine how usual care is provided and how it 

changes during the period of the 3D study implementation. This will inform 

commissioning and wider implementation of the service.  

Your practice is one of a small number of practices selected from across the country 

to take part in the process evaluation. This is to reflect different settings and 

different levels of organisational care for patients. A study researcher Cindy Mann 

will carry out an in-depth case study throughout the study at some of these practices 

and an evaluation of some processes at others. For those in the intervention group 

we want to know how care is being delivered at the practice and explore the barriers 

and facilitators to implementation of the new approach. For control practices we 
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want to know about how they organise care, and changes they have made to how 

they care for people with multiple long term conditions over the duration of the 3D 

study. 

What will taking part involve? 

For in depth case-study practices 

• Interviews with at least one nurse and one GP 2-4 weeks after the initial 

intervention training and again towards the end of the study 

• Interviews with up to 4 other practice staff (including practice manager, 

practice nurses, GPs and receptionists) once or twice during the study 

• Non-participant observation of appointment booking at the reception desk 

and by telephone 

• Video or Audio recordings of a sample of 3D assessment appointments with 

or without observation by a researcher (approximately 4 per practice with 

both GP and nurse, with patient and health professional consent)  

• Interviews after the recorded consultation with patient and GP/nurse who 

conducted the consultation 

• Interviews of a small number of additional patients from the practice who 

have been involved in the study 

For practices involved in selected parts of the process evaluation including some 

usual care practices  

• One or more of the above processes depending on the process we wish to 

evaluate in greater depth 

Practices will be reimbursed for the time that practice staff take part in interviews. 

A separate information sheet will be provided to health professionals invited to take 

part in the interviews. Individual consent will be sought for each interview. 

Practice reimbursement 

The following is a summary of the costs which can be claimed for staff time. 

Activity Payments 

Qualitative interviews with Practice Manager (each) £21.96/hour 

Qualitative interviews with GP (each) £80.00/hour 

Qualitative interviews with nurses (each) £21.96/hour 

Qualitative interviews with reception staff (each) £12.44/hour 

The research team will advise practices of the procedure for claiming 

reimbursement. 
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Other Information about the study 

The research is being run by the Centre of Academic Primary Care at the University of 

Bristol, with the Universities of Manchester and Glasgow. It is funded by the NHS 

National Institute for Health Research (NIHR). 

All research in the NHS is looked at by an independent group of people called a 

Research Ethics Committee, to protect your safety, rights, well-being and dignity. 

This study has been reviewed and approved by the South West (Frenchay) NHS 

Research Ethics Committee. 

Local research team contact details 

If you have any questions about this study, please contact: 

Cindy Mann 
University of Bristol, Canynge Hall,  
39 Whatley Road, Bristol, BS8 2PS. 

Telephone: 0117 331 4583.  
Email:  cindy.mann@bristol.ac.uk or 3d-study@bristol.ac.uk 
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• A1.2  Practice staff interview information sheet 

     
 

Interview - Health Professionals Information Leaflet 
 
Introduction 

We are undertaking interviews with people working in practices participating in the 

3D Study to explore how the intervention is working in practice. We are inviting you 

to take part in an interview. Before you decide whether to take part please take time 

to read this sheet carefully. Discuss it with others if you wish and ask us if there is 

anything that is not clear or if you would like to know more about the study. 

What is the purpose of the study 

The aim of this study is to help General Practices to manage and support people who 

have multiple long term conditions. We will be interviewing a small number of health 

professionals from practices taking part in the 3D in order to understand their 

perspectives. 

Why have I been chosen? 

You have been chosen because your practice is participating in the 3D study, either 

as an intervention practice delivering a new management approach or as a control 

practice providing usual care to patients with multiple conditions. Your views will 

contribute to a better understanding of what is usually provided for patients with 

multiple conditions, the facilitators and barriers to using these new management 

approaches in practices and the potential impact on patients.  

What will I be asked to do? 

You will be asked to take part in a face-to-face interview, or telephone interview if 

that is more convenient, with the study researcher, Cindy Mann. The interview will 

take place at your workplace at a time to suit you. The interview may take up to an 

hour to complete. With your permission, the discussions will be audio recorded using 

an encrypted digital recorder.  

We will use a semi-structured schedule to ask your views about usual management 

practices or implementing the new approaches for managing patients with multiple 

long term conditions. After the interview is complete, the recording will be 

transcribed by a transcription company approved of by the University of Bristol. 

Transcripts and recordings will be stored securely at the University of Bristol, in line 
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with the Data Protection Act. Your views will be combined with those of other staff 

participants. No individual will be identified in any publications arising out of this 

work. 

Taking part in this interview study is voluntary. A few days after sending the 

invitation we will contact you or your representative at the practice by phone or 

email to find out whether or not you would be happy to be interviewed and whether 

you require further information. If required, we can provide you with further 

information about this part of the study and discuss with you whether or not you are 

happy to be interviewed. If you decide to take part you may still withdraw at any 

time and without giving a reason. 

In some cases we will ask permission to observe an interaction with a patient. This is 

to see what services are offered and delivered to the patient. Further consent will be 

sought in these instances. 

Confidentiality 

All the information you give will be kept strictly confidential.  No information that 

you give during the interview will be passed to anyone else in a way that identifies 

you or other individuals.  The information will only be accessed by the research team, 

or by the regulatory authority or NHS Trust as part of their research monitoring and 

audit responsibilities.  

What will happen to the results of this research? 

The findings will form the basis of a report to the National Institute for Health 

Research. Results will also be published in peer reviewed journals and presented at 

conferences and seminars to health care researchers and professionals. We can send 

you a summary of findings if you wish.  

Other Information about the study 

The research is being run by the Centre of Academic Primary Care at the University of 

Bristol, with the Universities of Manchester and Glasgow. It is funded by the NHS 

National Institute for Health Research (NIHR). 

All research in the NHS is looked at by an independent group of people called a 

Research Ethics Committee, to protect your safety, rights, well-being and dignity. 

This study has been reviewed and approved by the South West (Frenchay) NHS 

Research Ethics Committee. 

 

This study is led by the University of Bristol 
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How to contact us 

If you have any questions about this study, please contact: 

Cindy Mann 
University of Bristol 

Canynge Hall, 39 Whatley Road, 
Bristol, BS8 2PS. 

Telephone: 0117 33 14583 
Email:  3d-study@bristol.ac.uk 
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• A1.3  Practice staff interview invitation letter 

 

 

 

  

<STAFF NAME > 
<POSITION> 
<PRACTICE NAME> 
<PRACTICE ADDRESS1> 
<PRACTICE ADDRESS2> 
<PRACTICE ADDRESS3> 
 
 
Dear <NAME>,        <DATE> 

Invitation to take part in an interview as part of The 3D Study: Improving whole 

person care 

We are evaluating different ways that GP surgeries manage and support people who 

have several on-going health problems (multimorbidity). Some practices have been 

trying out new ways of organising care for these patients. We are inviting a small 

number of people working in practices involved in the study to take part in face-to-

face or telephone interviews to give their perspectives on how care for patients with 

multimorbidity works in their practice. 

We are writing to invite you to take part in an interview. An information sheet 

offering more detail is enclosed.  

The interview would be undertaken by a researcher, Cindy Mann from the University 

of Bristol and will take up to one hour. It will be arranged at a time and place to suit 

you and your practice will be reimbursed for your time. With your permission, the 

interview will be recorded. When the interview is complete, the recording will be 

transcribed for analysis. All text will be anonymised and individuals will not be 

identified in any publications arising from this work. 

The researcher will make contact by phone or email with you or your representative 

at your practice to find out whether or not you would be happy to be interviewed 

and whether you require further information. If you confirm you would like to go 

ahead, we will arrange a date and time for the interview to take place. At the 

interview we will ask you to complete and sign a consent form.  

 

The 3D Study 
<University of> 
<University Address Line 1> 
<University Address Line2> 
<University Address Line3> 
<City> 
<Postcode> 
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If you have any questions, please contact Cindy Mann at the University of Bristol on 

01173 314583 or email 3d-study@bristol.ac.uk 

Yours sincerely,  

 

<Researcher name> 

 

<University of Bristol/Manchester/Glasgow> 

Telephone: <local research site phone number> 

Email: <local research site email address> 

 
This study is led by the University of Bristol 
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• A1.4 Administrator and clinician interview consent form 

       

  

 

INTERVIEW – HEALTH PROFESSIONALS CONSENT FORM 
 

 

Title of Project:   The 3D Study: Improving whole person care 

Principal Investigator: Prof Chris Salisbury, University of Bristol 

Please read the following statements carefully and initial each item. Please complete 
all sections, and give to Cindy Mann at your interview. 
 

  Please Initial 
EACH box 

1. I confirm that I have read and understood the information sheet 
(version 1.1, dated 25/02/2015). I have had the opportunity to 
consider the information and ask questions. 

 

2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason and without 
consequences.  

 

3. I understand that you will record the interview using an encrypted 
audio digital recorder. Sound files will be transcribed by a transcription 
company approved by the University of Bristol. Files and transcripts 
will be stored securely at the University of Bristol. My agreement will 
be confirmed again by the researcher prior to the interview.  

 

4. I understand that my responses will be kept strictly confidential. I give 
permission for members of the research team, the regulatory 
authorities, or the NHS Trust to have access to my anonymised 
responses. I understand that my name will not be linked with the 
research materials, and I will not be identified or identifiable in the 
reports that result from the research.   

 

5. I give permission for anonymised quotes taken from my interview to 
be used in reports, publications and presentations. 

 

6. I agree to take part in the above research project.  

 

Name of Participant         Date  Signature 

Practice Name:      Position:   

Name of Researcher         Date  Signature 

To be signed and dated in presence of the participant  
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• A1.5 Administrators initial interview schedule 

 

 

Topic guide for process evaluation: lead admin (pre-intervention) 

Thank you for agreeing to take part in this interview. The interview should take less than an hour to 
complete. 
 
Do you have any questions before we begin? 
 
Can you confirm that you are happy for the interview to be recorded? 
 
I would like to clarify that I am separate from the implementation team. My role is to explore how it 

is actually received and implemented in each practice and whether there are failings in the 

intervention we have designed. If you have problems with or questions about implementing the 

intervention, please contact John. If you have opinions about it, please speak to me.  

What do you think of the 3D intervention? 

Please can you explain how you are organising the appointments and recall for 3D. 

How is it similar to what you already do or plan to do? 

How is it different from what you already do or plan to do? 

What did you think of the information you have been given?  

  How might it have been improved? 

How do you think it might affect the practice? 

Difficulties - What will be the main challenges? 

Benefits 

Roles of doctors, nurses and reception staff 

How do you think it might affect your work? 

  Difficulties – what concerns do you have? 

Benefits 

How do you think it might change the patients’ experience? 

How might it affect different types of patient? 

Have you done any of the monthly searches yet? 

  How was it? 

Is there anything else you would like to say? 

 

Thank you! 
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• A1.6 Clinicians initial interview schedule 

 

  

Topic guide for process evaluation: lead nurse or lead GP (baseline) 

Thank you for agreeing to take part in this interview. The interview should take less than an hour to 
complete. 
 
Do you have any questions before we begin? 
 
Can you confirm that you are happy for the interview to be recorded? 
 
I would like to clarify that I am separate from the implementation team. My role is to explore how it 

is actually received and implemented in each practice and whether there are failings in the 

intervention we have designed. If you have problems with or questions about implementing the 

intervention, please contact [local researcher]. If you have opinions about it, please speak to me.  

What do you think of the 3D intervention? 

How is it similar to what you already do or plan to do? 

How is it different from what you already do or plan to do? 

What did you think of the training?  

How might it have been improved? 

How do you think it might affect the practice? 

Difficulties - What will be the main challenges? 

Benefits 

Roles of doctors, nurses and reception staff 

How do you think it might affect your practice? 

  Difficulties – what concerns do you have? 

Benefits 

How do you think it might change the patients’ experience? 

How might it affect different types of patient? 

Is there anything else you would like to say? 

 

Thank you! 
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• A1.7 Clinician review observation follow-on interview schedule 

  

Follow-on interviews – health professional 

 

1. How do you feel the consultation went? 

2. What, if anything, would you have done differently and if so why? 

3. What went particularly well? 

4. How did the timing go? 

5. How happy were you with how it was structured? 

6. How easy was it to integrate use of the template? 

7. How easy was it to get a complete picture of the patient’s concerns? 

8. How do you feel the patient responded? 

9. What had you planned to talk about and/or what did you want to agree 

a plan for? 

10. Was anything not covered that you had wanted to talk about? 

11. GP   

a. How much did you use the nurse’s agenda and how helpful was it? 

b. How helpful was the medication review? 

c. Were you happy with the plan? Do you think the patient was 

happy with the plan? 

12. Was there anything that surprised you? 
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• A1.8  Administrators end-of-trial interview schedule 

 

 

Post implementation - administrator 

What is your opinion of the intervention? 

What perceived benefits, downsides, and unintended consequences both positive and negative? 

How has it affected the management of LTCs? 

How do you think patients have responded? Which patients do you think have benefitted most? 

How difficult has it been to arrange appointments and to manage the searches etc? 

What has your process been? 

What helped the process? 

What would have made it easier? 

What elements of 3D do you think would be worth continuing? 
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• A1.9 Clinicians end-of-trial interview schedule 

  

Post-implementation GPs and nurse  

 

1. Response to intervention: 

What has it been like taking part in the intervention? 

Do you think it has changed your practice in any way? 

What perceived benefits, downsides, and unintended consequences both positive and negative? 

How has it affected the roles of the nurse and doctor and team working in general? How has it 

affected the management of LTCs? Goal setting? 

How do you think this intervention and your role in it supports patient-centred care, if at all? 

How do you think patients have responded? Who do you think has benefitted most/least? 

What difficulties have there been in delivering the intervention? (How easy was it to organise 

their care in this way?) 

What helped to deliver the intervention? (whole system change or pockets?) 

How adequate was the preparation by, and support from, the research team? 

How you were able to integrate the template into your consultation or not i.e. did you use it? We 

realise it is not ideal for everyone and would like to know how it could be improved?  

Are there any elements of the intervention that are particularly useful or need changing? 

 Identifying concerns 

 Depression screening 

 Goal negotiation 

 Care plans 

 Length of appointment 

 Pharmacy review 

 Continuity of care 

2. Have your views on the intervention changed in any way from when it was first introduced? 
 
3. Specific questions to follow up on early interview or on observed consultation 

e.g. For GP1 at CS1: You were interested in how patients might engage with the goal setting. 
Has it made a difference asking about patient priorities? Has anything different come up? Are 
GPs taking a more active role in deciding treatment for LTCs? Do you follow through on what 
the nurses pick up?  
 

3. Maintenance: 

What would encourage you to keep this system of care for multi-morbid patients? 

What will you do now? Are there any elements you might take forward? If so why and if not why 

not? (Distinguish between concept not being enough of a priority (if so why not?) and whether or 

not this is the right way to do it) 

Does anything need to change? What would make it easier to implement? What would you do 

differently? 

How have local circumstances affected what you did? Has that changed during the study? 

4. Is there anything else you would like to say? 
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APPENDIX 2: PATIENT INTERVIEWS AND FOCUS GROUP 

• A2.1 Patients information sheet 

 

 
 

 

Optional additional part of the 3D study - Patient 
Information Leaflet 

We invite you to take part in an optional additional part of the 3D study  

• Thank you for considering this additional part of the study 

• Before you decide whether to take part, please take time to read this 
leaflet carefully, and talk to others if you wish, to be sure you understand 
why this part of the study is being done and what it would involve for you. 

• Please contact the research team if there is anything that is not clear or if 
you would like more information. 

• This is an extra part of the study and taking part is optional. 
 

What is the purpose of the study 

The aim of the 3D study is to help GP surgeries to manage and support people 

who have several long-term health problems. Some GP practices in this study 

are trying out new ways of organising care for patients with several long-term 

health problems and we need to understand how changes made by GP 

practices might affect people in this situation. We will interview up to 40 

people who are taking part in the 3D study either individually or in a focus 

group to find out more about what you think about the services you have 

received. We will also observe and audio-record or video-record some 

consultations to find out what happens both in 3D consultations and in others 

that are not using the 3D approach and if possible interview you afterwards. 

Some extracts from these recordings may be used to help train doctors and 

nurses. 
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Why have I been chosen? 

You have been chosen because you have previously agreed to take part in the 

3D study.  

Taking part in this additional part of the study is voluntary. The covering letter 

we sent you with this information will tell you what it is we are inviting you to 

do. It is up to you to decide whether you would like to take part. We will 

contact you by phone a few days after sending the invitation. We can then 

provide you with further information about this part of the study and discuss 

with you what we would like you to do and whether or not you are happy to 

take part. 

Whether or not you agree to this additional part, you will continue in the main 

trial part of the study unless you let us know that you want to stop. This 

means you will continue being asked to complete study questionnaires from 

time to time. 

What will happen if I take part? 

People in this part of the study will be asked to take part in one of the 

following options: 

1. Audio-recorded interview  

2. Focus group 

3. Observed and audio-recorded , or video-recorded nurse/doctor 

consultation, possibly followed by an interview 

You can choose whether you take part in any or none of these: 

1. Audio-recorded interview  

If you decide to take part in the interview, you will be interviewed in 

person and we will discuss the care you have received from your GP 

surgery. The length of the interview is flexible, but will be around 45 

minutes. The interview will be informal and will be arranged at a time 

and place agreed at your convenience. The interview will be audio-

recorded but your real name will not be used in any written report 

about the interview or in published material.  
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2. Focus group 

The focus group will be a small informal group of about 6 people and 

we will discuss the care provided by your GP surgery. It will be arranged 

at a time and place agreed at your convenience. The length of the focus 

group is flexible, but will be around 90 minutes. The focus group will be 

audio-recorded but your real name will not be used in any written 

report about the interview or in published material. If you have been 

invited to take part in a focus group but would rather be interviewed on 

your own, please let us know and we will try to arrange that.  

 

3. Observed and audio-recorded or video-recorded nurse/doctor 

consultation  

If you agree to have your consultation audio-recorded and observed, 
one of the researchers will sit in one of your consultations with a 
GP/nurse and observe how it goes and audio-record the consultation 
with your permission. If you agree to have your consultation video-
recorded the doctor can record the consultation with your permission 
without the researcher being present. If you agree, we will arrange it 
with you and your practice. We will only record/observe you and your 
doctor/nurse talking together. Intimate examinations will not be 
recorded or observed and you can ask for the recorder to be switched 
off and/or for the researcher to leave the room at any time. All 
recordings will be carried out according to General Medical Council 
guidelines.  

You can listen to or view the recording if you wish. If after seeing your 
nurse/doctor you do not want the consultation to be used, you can let 
us know and we will delete the recording immediately. The recording 
will be listened to by members of the research team to see how nurses 
and doctors communicate to patients and what happens at these 
consultations. We ask permission to use anonymous quotes and 
observations for reports and short extracts for presentations to 
researchers and for training purposes. 

For some audio-recorded or video-recorded consultations, we would 
like to interview the patient and the nurse/doctor after the consultation 
to find out their views of the experience. We may use the recording 
when we interview patients and doctors/nurses to help them 
remember what happened during the visit. Only people that took part 
in the consultation will listen to the recording. These follow-on 
interviews will also be audio-recorded. 
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What if I don’t want to take part in any interviews, focus groups, audio-

recordings, video-recordings or observations? 

It is entirely your choice whether to take part in any of these additional parts 
of the study. Please let us know. Your decision will not affect the care that you 
receive at your GP practice. 

What are the benefits and risks? 

We do not think there are immediate benefits to the participants being 

involved in this part of the study. However the findings will help us to 

understand what people think about the services provided by their general 

practice.  

By taking part in this study you will help in the planning of services that 

general practices can offer people with several on-going health problems. This 

will benefit future patients. 

Taking part will mean giving up some of your time to have an interview or 

attend a focus group. We will be asking you questions about your on-going 

health problems and your experiences. Some people might find this 

uncomfortable or upsetting. Taking part will also mean that you may have one 

of your 3D consultations recorded and/or observed which may make you 

uncomfortable. 

What if I don’t want to carry on with the study? 

You can stop the interview, recording or observation at any time and you do 

not have to continue. This will not affect the standard of care you receive. If 

you wish to listen to the recording of your consultation, you can arrange to 

do this at the University by contacting the researcher. You are free to 

withdraw from this additional part of the study at any time without giving any 

reason, but do not necessarily have to withdraw from the rest of the 3D study. 

If you do wish to withdraw from all parts of the study, then please let the 

research team know. 

Confidentiality 

Any information collected about you during this additional part of the study 

will be treated in confidence. Audio and video- recordings will be transcribed 

by a company approved of by the University of Bristol and made anonymous. 

Transcriptions and recordings will be stored securely at the University of 

Bristol in accordance with University guidelines and the Data Protection Act. 

Apart from the research team, the only people who can see your information 
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are from the NHS authority whose job it is to check the conduct of research in 

the NHS. 

Other Information about the study 

The research is being run by the Centre of Academic Primary Care at the 

University of Bristol, with the Universities of Manchester and Glasgow. It is 

funded by the NHS National Institute for Health Research (NIHR). 

All research in the NHS is looked at by an independent group of people called 

a Research Ethics Committee, to protect your safety, rights, well-being and 

dignity. This study has been reviewed and approved by the South West 

(Frenchay) NHS Research Ethics Committee. 

How to contact us 

If you have any questions about this study, please contact: 

<Local Researcher Name> 
<Local Research Site Address> 

Telephone: <Local Researcher phone number> 
Email: <Local Research site email address> 
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• A2.2 Patients invitation letter 

 

 

  

 
 
<PARTICIPANT NAME> 
<PARTICIPANT ADDRESS LINE1> 
<PARTICIPANT ADDRESS LINE2> 
<PARTICIPANT ADDRESS LINE3> 
 

Dear <NAME>,        <DATE> 

Invitation to take part in an additional part of the 3D study: Improving whole 

person care 

We are looking at different ways that GP surgeries manage and support people who 

have several on-going health problems. We are asking a small number of the people 

who are taking part in this study if they would be willing to talk to us about the care 

that they have received from their GP practice.  

 

We are inviting you to < take part in an individual interview> < take part in a 

discussion with a small group of other patients at the practice. This is known as a 

‘focus group’. However, if you prefer we could interview you individually rather 

than as part of a group.>  

The enclosed information sheet explains what we have invited you to take part in as 

well as the other options listed above. Please take time to read this before you 

decide whether or not you would like to accept the invitation to take part.  

We would like to stress that you do not have to take part in any of these ways, it is 

your choice. Your decision will not affect the care that you receive from your GP 

practice or your involvement in the study. 

A researcher will contact you by phone in a few days time, to give you more 

information and discuss whether or not you would be happy to take part. If you 

would like to go ahead, we will then arrange a date and time for the <interview> 

<focus group> to take place.  

 

The 3D Study 
<University > 
<University Address Line 1> 
<University Address Line2> 
<University Address Line3> 
<City> 
<Postcode> 
 

The 3D Study: 

Improving whole person care 
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If you have any questions, please contact Cindy Mann at the University of Bristol on 

01173 314583 or email 3d-study@bristol.ac.uk 

Yours sincerely,  

 

<Researcher name> 

 

<University of Bristol/Manchester/Glasgow> 

Telephone: <local research site phone number> 

Email: <local research site email address> 

 
This study is led by the University of Bristol 
  

 

 

  



 

336 
 

• A2.3 Patient interview and focus group consent form 

 

 

         

INTERVIEW/FOCUS GROUP - PARTICIPANT CONSENT FORM 
 

 

Title of Project:   The 3D Study: Improving whole person care 

Principal Investigator: Prof Chris Salisbury, University of Bristol 

Please read the following statements carefully and initial each item. Please complete all 
sections, and give to Cindy Mann at your <interview/focus> group. 
  Please Initial 

EACH box 

1. I confirm that I have read (had read to me) the information sheet 
<version no> dated <date>. I have had the opportunity to consider 
the information, ask questions and (if applicable) have had these 
answered satisfactorily. 

 
(Your 

Initials) 

2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason and without there 
being any negative consequences (Information collected about you 
up to the point that you withdraw will still be used unless you request 
that it is excluded). (Your 

Initials) 
3. I understand that you will record the <interview/focus group> using 

an encrypted audio digital recorder. Sound files will be transcribed by 
a transcription company approved by the University of Bristol. Files 
and transcripts will be stored securely at the University of Bristol. My 
agreement will be confirmed again by the researcher prior to the 
interview. 

 
 

Your Initials) 

4. I understand that my responses will be kept strictly confidential. I give 
permission for members of the research team, the regulatory 
authorities, or the NHS Trust to have access to my anonymised 
responses. I understand that my name will not be linked with the 
research materials, and I will not be identified or identifiable in the 
reports that result from the research.   

 
 
 

(Your 
Initials) 

5. I give permission for anonymised quotes taken from my 
<interview/focus group> to be used in reports, publications and 
presentations. 

 
 

(Your 
Initials) 

6. I agree to take part in the above research project. 
 

 

Name of Patient         Date  Signature 
(or legal representative) 

Name of Researcher         Date  Signature 

To be signed and dated in presence of the participant  
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• A2.4  Individual patient interviews  

 

 

  

Questions for patients - post-intervention individual interviews and focus group 

 Includes PPI suggestions 

• Can you comment on the care you receive from your GP practice in general and for 

your long-term conditions in particular? 

 

• What is most important to you about the way your care is provided? 

 

• Is there anything that you would like to change/improve? If so how?  

 

• What do you think of the 3D system? 

  

• What, if anything, is different about your care? 

 

• Has it had any effect on your health? 

 

• Have you had any care or intervention that you don’t think you would have had 

without 3D? 

 

• Would you like to see the 3D system continuing? 

 

• If it was not all continued what would be the most important parts to continue? 



 

338 
 

• A2.5 Patient review observation follow-on interviews 

 

 

 

Follow-on interviews – patient 

 

1. How do you feel the consultation went? 

2. What went particularly well or what did you particularly like? 

3. What, if anything, were you not happy about? (template, timing, any particular 

questions) 

4. How well do you feel the nurse understood what you were concerned about? 

5. How well do you feel the doctor understood what you were concerned about? 

6. What had you planned to talk about and what did you want to agree a plan for 

before you went into the appointment? 

7. Was anything not covered that you had wanted to talk about? 

8. What do you think you will discuss with the doctor? or What plan have you come 

away with? 

9. Was there anything that surprised you? 

10. How happy were you with the amount of time you had? 

11. How conscious were you of the computer? Did it interfere with the discussion with 

the doctor/nurse  
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• A2.6  Focus group schedule  

Focus group for patients: 60-90 mins 

Materials: Flipchart, Post-it notes, Pens, vouchers, tape recorder 

 

Agree ground rules. 

 

Can you comment on the care you receive from your GP practice in general and for your long-term conditions in particular? 

What is most important to you about the way your care is provided? 

Is there anything that you would like to change/improve? If so how?  

What do you think of the 3D system?  

What, if anything, is different about your care? 

Has it had any effect on your health? 

Have you had any care or intervention that you don’t think you would have had without 3D? 

Would you like to see the 3D system continuing? 

If it was not all continued what would be the most important parts to continue? 

Content and timing Aim and objectives Methods and materials 

Welcome, introductions and 

ground rules  

10 mins 

Establish safe and comfortable group ambience 

that will facilitate discussion. 

Establish understanding of purpose of focus 

group 

Explain about confidentiality, use of anonymous 

quotes 

Describe trial and explain reason for focus group  

Thank for participation. 

Introductions:  

Introduce self and scribe.  

Introduction of each person, including how long at current practice and why 

taking part in trial. 

Remind re: confidentiality 
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Focus on care prior to 3D 

20 mins  

Identify problems with managing multi-morbidity 

and current care for multi-morbidity and what 

they would like to change. Do they attend 

chronic disease clinics and how does this work 

for them? 

‘Can you comment on the care you normally receive from your GP practice 

and how well it addresses the combination of your long-term conditions?’ 

 Prompt them to think about their current care, and what the problems are. 

How many clinics attended, who they see, continuity etc 

‘What is most important to you in the way your care is provided and what 

would you like to see changed, if anything?’ 

If needs more stimulus, ask group to write answers on post – it notes  

Flipchart results and group similar together 

3D study - expectations 

10 mins 

Understand why they decided to take part in 3D 

study. 

Elicit views about 3D and what their experience 

has been 

‘What was it that decided you to take part in the 3D trial?’  

‘What did you understand from the invitation letter? To what extent have 

you have experienced what you expected? 

What do you think of the 3D system? 

What do you think is important about it? 

3D study – difference from usual 

care 

20 mins 

Understand what difference 3D has made, if any. To what extent has it made any difference to your care? Extra time? Better 

continuity? Any difference in booking appointments? Your agenda? 

Collaboration in health plans? Greater clarity/written plan? 

Have you had any care or intervention that you don’t think you would have 

had without 3D? 

Has it had any effect on your health? 

If difficult ask each person to mention 2 differences 

In the future 

5 mins 

Explore views on what is worth continuing Would you like to see the 3D system continuing? 

If it was not all continued what would be the most important parts to 

continue? 

try to achieve consensus – write down 

Ending 

5 mins 

 Thank everyone 

Vouchers to give out 
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APPENDIX 3: REVIEW OBSERVATION DOCUMENTS 

• A3.1  Clinician information sheet 

   

   
 

Consultation recording and observation  

Health Professionals Information Leaflet 
 
Introduction 

The 3D study is testing an intervention that specifies a particular way of delivering 

care for people with multimorbidity. To understand whether the intervention is 

effective we need to see how it actually works in practice and how patients and 

health care professionals react to it and use it. Since the main part of the 

intervention is the 2 part reviews that you provide for patients participating in the 3D 

study, recordings and observation of those will provide essential information about 

how useful the intervention is and whether it is worth continuing. To see whether 

this process is any different from what you normally do we would also like to record 

consultations in usual care practices where you are reviewing a patient for long-term 

conditions in the usual way without using the 3D intervention. 

We are inviting you to take part in one of these recordings. Before you decide 

whether to take part please take time to read this sheet carefully. Discuss it with 

others if you wish and ask us if there is anything that is not clear or if you would like 

to know more about the study.  

What is the purpose of the study 

The aim of this part of the 3D study is to understand the process that goes on when 

conducting a 3D review and to compare that to the usual way of providing reviews. 

We would also particularly like to understand how patients and health professionals 

agree actions arising from the reviews. This might be the 3D health plan or other 

actions agreed in the usual way. We hope that the information will be useful in 

developing a training tool to help other health care professionals agree health plans 

and other actions with their patients. 

 

 

The 3D Study: 

Improving whole person care 



 

342 
 

Why have I been chosen? 

You have been chosen because you are a nurse or GP who reviews long-term 

conditions in a practice that is participating in the 3D study, either as an intervention 

practice delivering the new approach or as a control practice providing usual care to 

patients with multiple conditions.  

What are you asking me to do? 

We are asking you to consent to being video-recorded or audio-recorded and 

observed while you are providing a long-term condition review for a patient with 

multi-morbidity who is taking part in the 3D study. The recording will be agreed 

beforehand with both the patient and yourself.  

After the review is complete, the recording will be transcribed by a transcription 

company approved of by the University of Bristol. Transcripts and recordings will be 

stored securely at the University of Bristol, in line with the Data Protection Act. The 

recording will be analysed to identify differences between usual care and 

intervention practices in the way that reviews are carried out and to see if patients 

are responding any differently. Clips from the recordings for use in training or 

reporting of trial results would be suitably anonymised first. 

Taking part in this consultation recording is voluntary. A few days after you have 

received this invitation and information, if we have not heard from you we will 

contact you again to find out whether or not you would be happy to be interviewed 

and whether you require further information. If you do decide to take part you may 

still withdraw at any time and without giving a reason. 

In some cases we will ask additional separate consent for a brief voluntary follow-on 

interview after the consultation to talk about how you experienced the review we 

have just recorded.  

What if I am unhappy about being recorded? 

Some people feel uncomfortable about being video-recorded or audio-recorded or 

observed. Please discuss with the researcher if you have any concerns as we will do 

our best to minimise the intrusion. You are also free to refuse or to stop the 

recording at any point or to ask to have it deleted at the end of the consultation. The 

recording will be one of many used to gain information about what difference the 3D 

intervention might make, what clinicians do in practice and how patients respond 

and will not identify you personally.  

Confidentiality 

All the information you give will be kept strictly confidential.  No information that we 

obtain during the review or follow-on interview will be passed to anyone else in a 

way that identifies you or other individuals. The information will only be accessed by 
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the research team, or by the regulatory authority or NHS Trust as part of their 

research monitoring and audit responsibilities.  

What will happen to the results of this research? 

The findings will form the basis of a report to the National Institute for Health 

Research on the 3D study and will also be used to develop a training tool to help 

clinicans agree action plans with their patients. Results will also be published in peer 

reviewed journals and presented at conferences and seminars to health care 

researchers, professionals and patients. We can send you a summary of findings if 

you wish.  

Other Information about the study 

The research is being run by the Centre of Academic Primary Care at the University of 

Bristol, with the Universities of Manchester and Glasgow. It is funded by the NHS 

National Institute for Health Research (NIHR). 

All research in the NHS is looked at by an independent group of people called a 

Research Ethics Committee, to protect your safety, rights, well-being and dignity. 

This study has been reviewed and approved by the South West (Frenchay) NHS 

Research Ethics Committee. 

 

How to contact us 

If you have any questions about this study, please contact: 

Cindy Mann 
University of Bristol 

Canynge Hall, 39 Whatley Road, 
Bristol, BS8 2PS. 

Telephone: 0117 33 14583 
Email:  3d-study@bristol.ac.uk 

 

 

 

This study is led by the University of Bristol 
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• A3.2 Patient observation invitation letter 

 

 

 

  

<PARTICIPANT NAME> 
<PARTICIPANT ADDRESS LINE1> 
<PARTICIPANT ADDRESS LINE2> 
<PARTICIPANT ADDRESS LINE3> 
 
 
 
 
Dear <NAME>,        <DATE> 

Invitation to take part in an additional part of the 3D study: Improving whole 

person care 

We are looking at different ways that GP surgeries treat and support people who 

have several on-going health problems. We are asking a small number of the people 

who are taking part in this study if they would be willing to let us observe the care 

that they receive from their GP practice. We are particularly interested in the way 

that the doctor or nurse discusses with you what actions should be taken to improve 

your health. 

We are inviting you to allow the researcher to observe and audio-record or video-

record your 3D review or your usual review of your conditions with your nurse or 

doctor and perhaps have a brief interview afterwards to talk about it 

The enclosed information sheet explains what we have invited you to take part in. 

Please take time to read this before you decide whether or not you would like to 

accept the invitation to take part.  

Taking part is voluntary. Your decision will not affect the care that you receive from 

your GP practice or your involvement in the study. 

A researcher will contact you by phone in a few days time, to give you more 

information and discuss whether or not you would be happy to take part. If you 

would like to go ahead, we will then confirm the date and time that the observation 

and/or recording will take place.  

The 3D Study 
<University > 
<University Address Line 1> 
<University Address Line2> 
<University Address Line3> 
<City> 
<Postcode> 
 

The 3D Study: 

Improving whole person care 
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If you have any questions, please contact <researcher name> at the <University of 

Bristol/Manchester/Glasgow> on <phone number> or email 3d-study@bristol.ac.uk 

Yours sincerely,  

 

<Researcher name> 

 

<University of Bristol/Manchester/Glasgow> 

Telephone: <local research site phone number> 

Email: <local research site email address> 

 

This study is led by the University of Bristol 
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• A3.3 Clinician observation consent form 

 

                                     

 
RECORDING AND OBSERVATION OF 3D CONSULTATION – 

HEALTH PROFESSIONAL CONSENT FORM 
 

 

Title of Project:   The 3D Study: Improving whole person care 

Principal Investigator: Prof Chris Salisbury, University of Bristol 

As part of the 3D study, we would like to observe and/or make audio or video recordings of 
some of the 3D consultations between patients and health care professionals. This is to see 
how practices are addressing the management of people with several long-lasting health 
problems both with and without the 3D intervention. The recording and observation is ONLY 
of doctors/nurses talking with their patients. No intimate examinations will be recorded or 
observed and you or the patient can switch off the recorder and/or ask the researcher to 
leave at any time. 
 
All recordings are carried out according to General Medical Council guidelines, and will be 
stored securely at the University of Bristol in accordance with the Data Protection Act.  
The patient will be asked separately for their consent to be recorded and/or observed.  
 
If you agree to your consultation being recorded/observed please complete the form 
below: 

Please turn page 

 Delete options 1a, 1b, or 1c as applicable and only initial those you 
agree to 

Please Initial 
EACH box 

1a. I confirm that I have read and understood the above information and 
the health professional information sheet v1.0 (26-05-16) and give my 
permission for my consultation to be audio-recorded. 

(Your Initials) 

1b. I confirm that I have read and understood the above information and 
the health professional information sheet v1.0 (26-05-16) and give my 
permission for my consultation to be video-recorded 

(Your Initials) 

1c. I confirm that I have read and understood the above information and 
the health professional information sheet v1.0 (26-05-16) and give my 
permission for my consultation to be observed by the researcher. 

(Your Initials) 

2. I understand that my participation is voluntary and that I am free to 
stop the recording any time without giving any reason and without 
there being any negative consequences. 

(Your Initials) 

3. I understand that sound files from the recording will be transcribed by 
a transcription company approved by the University of Bristol. Files 
and transcripts will be stored securely at the University of Bristol. 

(Your Initials) 

 

 

 

 

 

The 3D Study: 

Improving whole person care 
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Name            Date  Signature 

Practice Name:          Position:                  

Person taking consent         Date  Signature 

 

  

4. I understand that my responses will be kept strictly confidential. I 
understand that my name will not be linked with the research 
materials, and I will not be identified or identifiable in the reports that 
result from the research.   

(Your Initials) 

5. I give permission for anonymised quotes and observations taken from 
the consultation to be used in reports, publications and journals. 

(Your Initials) 

6. I give permission for clips of the audio or video recording to be used in 
presentations to researchers and health professionals for 
demonstration and training purposes. 

(Your Initials) 

7. I am willing to be interviewed about this consultation. (optional) (Your Initials) 
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• A3.4 Patient observation consent form 

 

 

 

 

 

RECORDING AND OBSERVATION OF 3D CONSULTATION – 

PARTICIPANT CONSENT FORM 
 

 

Title of Project:   The 3D Study: Improving whole person care 

Principal Investigator: Prof Chris Salisbury, University of Bristol 

As part of the 3D study, we would like to observe and make audio or video recordings of 
some of the 3D consultations between patients and doctor/nurse………………………………… 
whom you are seeing today.  

We would like to ask your permission for the researcher to record your consultation and/or 
to be present to observe the consultation. This is to see how care is provided for people with 
several long-lasting health problems. The recording is ONLY of you and your doctor/nurse 
talking together. Intimate examinations will not be recorded or observed and you can ask for 
the recorder to be switched off and/or for the researcher to leave the room at any time. 
 
All recordings are carried out according to General Medical Council guidelines, and will be 
stored securely at the University of Bristol in accordance with the Data Protection Act.  
 
If you agree to your consultation being recorded/observed please complete the form 
below: 

 Delete options 1a, 1b, or 1c as applicable and only initial those 
you agree to 

Please 
Initial 

EACH box 

1a. I confirm that I have read and understood the <participant 
information sheet version, date> and give my permission for my 
consultation to be audio-recorded. 

 

1b I confirm that I have read and understood the <participant 
information sheet version, date> and give my permission for my 
consultation to be video-recorded 

 

1c I confirm that I have read and understood the <participant 
information sheet version, date> and give my permission for my 
consultation to be observed by the researcher. 

 

2. I understand that my participation is voluntary and that I am free 
to stop the recording/observation any time without giving any 
reason and without there being any negative consequences. 

 
 

 
 

3. I understand that sound files from the recording will be 
transcribed by a transcription company approved by the 
University of Bristol. Files and transcripts will be stored securely 
at the University of Bristol. 
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4. I understand that my responses will be kept strictly confidential. I 
understand that my name will not be linked with the research 
materials, and I will not be identified or identifiable in the reports 
that result from the research.   

 
 
 
 

5. I give permission for anonymised quotes and observations taken 
from my consultation to be used in reports, publications and 
research articles. 

 
 
 

 

6. I give permission for clips of the audio or video-recording to be 
used in presentations to researchers and health professionals for 
demonstration and training purposes. 

 

7. I am willing to be approached to be interviewed about this 
consultation (optional). 

 
 
 
 

 

Name of Patient   Date       Signature  

 

   After seeing the nurse/doctor, I am still willing/I no longer wish my consultation be 

   used for the above purpose (Delete as applicable). 

   AFTER CONSULTATION: 

  Name of Patient        Date  Signature 

   Name of researcher taking consent Date  Signature 
   To be signed and dated in presence of the participant 
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APPENDIX 4: PRACTICE PROFILE SURVEYS 

• A4.1 Baseline practice profile survey 

Name of practice:                   Overall list size:           Number of patients over 18 on the list:                         Trial arm 

Contacts Name  Role in practice 

Practice contact for 3D (person who signs the 

site agreement)   

  

Contact for completing the practice profile   

Practice champion for 3D   

 

If in the intervention arm, how many GPs will be involved in 3D? 
 

 

If in the intervention arm how many nurses will be involved in 3D?   
 

 

What staff resources can the practice draw on for managing patients with long-term conditions?  

 No of GPs working in the practice, including retainees and trainees: Total no of GP half day sessions per week for patient consultations: 
 

How many registered nurses (Band 5 or above) work in the practice who are involved in monitoring or reviewing long-term conditions? 
 

How many research nurses work in the practice? 
 

How many HCAs (Band 4 or below) work in the practice who are involved in monitoring or reviewing long-term conditions? 
 

What enhanced services does the practice provide that may affect patients with long-term conditions? 

 Yes No  Yes No 

Learning disabilities health check scheme 
  

Avoiding unplanned admissions scheme   

Dementia scheme  
  

Enhanced service for care homes 

Other 
  

If Yes - please specify: 

 

 

 

  

 

 

    

    

  

  

  

Page 1 
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How does the practice organise its care for patients with long-term conditions?  

Yes No 

Is it your policy to encourage all patients to see their named GP whenever possible? 
  

Is it your policy that every patient with a long-term condition has a face-to-face medication review at least once a year? 
  

Is it your policy that every patient with ≥ 2 long-term conditions receives a written care plan? 
  

Is it your policy to annually screen for depression all patients with ≥ 2 long-term conditions who are under regular review.  
  

Do you screen any with specific disease conditions? If yes, please specify which diseases:  
  

Is it your policy to offer combined reviews for some patients with multi-morbidity? If yes, please specify which conditions may be 
combined: 

  

Does the practice use any templates that combine separate disease reviews? If yes, please describe:  
 

 
 

How does the practice organise recall for review of long-term conditions? Please explain: 

 

How far in advance can patients book routine appointments?  Please specify:  with GP:    with nurse: 

 

What long-term condition clinics do you have? Please check all that apply, specify the name and specify which conditions are reviewed in each clinic 

     Diabetes Conditions reviewed Heart/CVD/CHD  

Respiratory Conditions reviewed Hypertension  

          Stroke Conditions reviewed         CKD  

           Other Name of clinic Conditions reviewed:  
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Please complete the box below outlining any additional services for those with long-term conditions as part of usual care: 

 

Any other comments: 
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Nurses 

Please list the job title, role and qualifications of all nurses, HCAs and other AHPs involved in care of patients with long-term conditions 

Job title e.g nurse practitioner, 
pharmacy technician, treatment 
room nurse, district nurse 

No of half 
days per 
week 

Roles: e.g smoking cessation, runs diabetes clinic, 
medication review, blood monitoring 

Qualifications in management of long-term 
conditions e.g diabetes diploma 

Prescriber 

Yes No 
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Please complete the table below to indicate how the long-term conditions covered by this study are currently reviewed.  

Please tick or complete all boxes that apply.  

Condition 

Review 

Specified 
long-
term 

condition 
clinic,  

Reviews 
arranged 

in 
general 
sessions 

No 
formal 
review 

May be 
combined 

with review of 
another 

condition  

Usual 
time 

interval 

Length of appt(s) with each health 
professional for each review. Please 
include tests prior to appointment.  
For each appt enter appt length. 

Are 
written 
care plans 
provided? 

Who decides treatment 
changes? 

Yes No 12m/6m
/adhoc/ 
Other 

GP RN HCA Other  Annual 
Total 
 

Yes No GP Nurse 
Joint 

decision/ 
comments 

CVD: coronary 

heart disease  

                

Hypertension                  

Heart failure                 

Peripheral 

arterial disease 

                

Stroke                  

Diabetes                  

Chronic kidney 
disease 
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Condition 

Review 

Specified 
long-
term 

condition 
clinic,  

Reviews 
arranged 

in 
general 
sessions 

No 
formal 
review 

May be 
combined 

with review of 
another 

condition 

Usual 
time 

interval 

Length of appt(s) with each health 
professional for each review. Please 
include tests prior to appointment. 
For each appt enter appt length. 

Are 
written 
care plans 
provided? 

Who decides treatment 
changes? 

Yes 
 

No 12m/6m
/ad hoc/ 
Other 

GP RN HCA Other Total 
Yes No GP Nurse 

Joint 
decision/ 

comments 

COPD or 
asthma 

                

Epilepsy                  

Atrial 
fibrillation  

                

Severe mental 
health 
problems  

                

Depression                  

Dementia                  

Learning 
disability 

                

Rheumatoid 
arthritis 
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Please provide your impressions of the practice:  

  

How easy is it to make contact with the relevant person at the practice?  
 

How easy is it to arrange meetings?  

How easy was it to set up training dates?   

Who provided agreement that the practice would take part? Name: Role: 

Were milestones met on time?  Screening for exclusions and first mailing ? Yes          No          Reminder mailing?  Yes         No 

Did the practice express a preference for either arm of the trial at the time of recruitment?     Intervention           Usual care            No preference 

What was the practice’s response to the randomisation result?          Pleased            Indifferent           Displeased 

What is your gut feeling about their likely level of participation?      Very good         Quite good          Indifferent          Quite poor             Very poor 

Do they have any particular concerns about implementing 3D? Yes            No 

Please specify:    

Are any aspects of their care for patients with multi-morbidity similar to 3D?     Yes            No           Please describe how: e.g pharmacy reviews, combined 

clinics, longer appointments 

Are there any aspects of 3D they are particularly keen on?    Yes           No              If yes, please specify:  

Is there anything that gives you cause for concern?                 Yes           No              If yes, please specify:  

Any other comments?: e.g organisational particulars, key people or enthusiasts, anything that might affect their ability to implement 3D 

 

     

Very easy   Quite easy   Neutral  Quite difficult  Very difficult 
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• A4.2  End of trial practice profile survey – intervention 

Name of practice:                   Overall list size:           Number of patients over 18 on the list:                         Trial arm 

 

How many GPs delivered 3D reviews? 
 

 

How many nurses delivered 3D reviews?   
 

 

 

How does the practice organise its care for patients with long-term conditions who are not in 3D?  
Yes No 

Do all your practice staff follow a policy of encouraging patients to see their named GP whenever possible, whatever the reason for the appointment? 
  

Does the practice actively ensure that every patient with a long-term condition has a face-to-face medication review at least once a year? (this could 
be with a GP, practice pharmacist or nurse prescriber) 

  

Does the practice aim to provide every patient with 2 or more long-term conditions with a written care plan to take away? 
  

Is it your policy to annually screen for depression all patients with ≥ 2 long-term conditions who are under regular review.  
  

Do you annually screen for depression any patients who have specific conditions e.g. diabetes, heart disease?  
If yes, please specify which conditions:  

  

Are multiple long-term condition reviews usually combined into a single appointment?  
If yes, please specify any conditions which would NOT be combined because too time-consuming or additional skills needed: 

 

  

Will the practice continue with the 3D template when the trial ends?  

 

Does the practice use any other templates that combine separate disease reviews? If yes, please describe: 
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How does the practice organise recall for review of long-term conditions?  Please tick all boxes that apply: 

Patients identified by an electronic search based on inputted recall date at time of last review            Patients recalled during their birthday month                

Are identified patients sent a specific appointment?            sent a letter asking them to make appointment?  

Other – please explain 

 

 

Have any changes occurred since Sept 2014 that may have affected your care provision for those with long-term conditions, including changes within the 

practice and in your CCG or health authority: 

 

Any other comments on the 3D concept or on care of those with long-term conditions 

  

Yes No 

 

If Yes - please specify: 

If you had known what you know now, would you have said yes to 3D?     Yes     No          Maybe 

Will you continue to offer 3D reviews now the trial is over?      Yes     No          Maybe 

Would you sign up to a local enhanced service to offer 3D or similar?     Yes     No              Maybe  

If you don’t plan to continue with 3D reviews, did you think the concept was right nonetheless?  Yes     No 

If you like the concept but don’t plan to continue the 3D approach, please explain why not. 

 

Which bits of 3D did you value? 

Thank you! 
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• A4.3 End-of-trial practice profile survey control 

Name of practice:                   Overall list size:           Number of patients over 18 on the list:                         Trial arm 

 

How does the practice organise its care for patients with long-term conditions?  

Yes No 

Do all your practice staff follow a policy of encouraging patients to see their named GP whenever possible, whatever the reason for the appointment? 
  

Does the practice actively ensure that every patient with a long-term condition has a face-to-face medication review at least once a year? (this could 
be with a GP, practice pharmacist or nurse prescriber) 

  

Does the practice aim to provide every patient with 2 or more long-term conditions with a written care plan to take away? 
  

Is it your policy to annually screen for depression all patients with 2 or more long-term conditions who are under regular review.  
  

Do you annually screen for depression any patients who have specific conditions e.g. diabetes, heart disease?  
If yes, please specify which conditions: 
 

  

Are multiple long-term condition reviews usually combined into a single appointment?  
 
If yes, please specify any conditions which would NOT be combined because too time-consuming or additional skills needed: 

 

  

Does the practice use any templates that combine separate disease reviews? If yes, please describe:  
 

 
 

How does the practice organise recall for review of long-term conditions?  Please tick all boxes that apply: 

Patients identified by an electronic search based on inputted recall date at time of last review            Patients recalled during their birthday month                

Are identified patients sent a specific appointment?            sent a letter asking them to make appointment?  

Other – please explain 
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Have any changes occurred since Sept 2014 that may have affected your care provision for those with long-term conditions, including changes within the 

practice and in your CCG or health authority: 

 

Any other comments on the 3D concept or on care of those with long-term conditions 

 

               Thank you! 

Page 2 

 

Yes No 
 
 
 
 
 
 
 

If Yes - please specify: 
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APPENDIX 5: CLINICIAN ATTITUDES SURVEYS 

• A5.1 Baseline clinician attitudes survey 

 

  

 

 

Practice:    Date:     

Please answer this questionnaire thinking about the patients with multi-morbidity in your practice. 

This will help us to understand your current approach and your perceptions about the care of these 

patients.   

Name (optional):   Role (required):  

 

 

Thank you for completing this questionnaire! Please return it to the 3D research team. 

Please place an X in the box that is 

closest to your opinion 

Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

agree 

1. Patients’ main concerns may be 

overlooked during review of their 

long-term conditions  

 

 

 

 

 

 

 

 

 

 

2. Depression is difficult to identify 

reliably without using a measure 

(such as PHQ9) 

 

 

 

 

 

 

 

 

 

 

3. Poly-pharmacy is difficult for patients 

to manage 

 

 

 

 

 

 

 

 

 

 

 

4. Multi-morbidity is difficult for 

clinicians to manage 

 

 

 

 

 

 

 

 

 

 

 

5. Patients with multi-morbidity have a 

special need for holistic, patient-

centred care 

 

 

 

 

 

 

 

 

 

 

6. Holistic, patient-centred care is 

enhanced by continuity of care 

 

 

 

 

 

 

 

 

 

 

 

7. Patients with 3 or more conditions 

need longer appointments to 

address all their concerns 

 

 

 

 

 

 

 

 

 

 

8. Patients being reviewed for a long-

term condition should be given a 

written care plan 

 

 

 

 

 

 

 

 

 

 

9. Patients prefer it if I make a plan, 

instead of asking them what they 

would like to do  

 

 

 

 

 

 

 

 

 

 

10. Patients are more likely to keep to 

goals and plans that they suggest 

themselves 

 

 

 

 

 

 

 

 

 

 

11. In this practice, the care patients 

receive for their long-term conditions 

is well-co-ordinated 

 

 

 

 

 

 

 

 

 

 

12. In this practice, review of long-term 

conditions is too disease-orientated 

and not holistic enough. 

 

 

 

 

 

 

 

 

 

 

3D Study questionnaire 
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• A5.2 End-of-trial clinician attitudes survey 

End of trial clinician questionnaire 
GP practice:    Role:   ID:            Date: 

 
1. The 3D model included the following components. Will you continue to use any of 

them? 

Component Yes No May
be 

Please state reason or if 
already part of usual 
care at your practice 

1. Asking patients about their priorities 
and most important concern 

    

2. Focus on quality of life (e.g. pain, 
mobility, function) 

    

3. Using a formal depression screening 
tool e.g.PHQ9, for patients with 
multimorbidity 

    

4. Annual pharmacist review 
 

    

5. Enquiring about medication 
adherence 

    

6. Agreeing patient and clinician actions 
in a health plan 

    

7. Allocating extra time to patients with 
multimorbidity 

    

8. Comprehensive review of all health 
problems at once 

    

9. Six monthly review 
 

    

10. Two part review: nurse appointment 
to gather information then GP 
appointment to make a plan  

    

11. Personal continuity - trying to ensure 
patients with multimorbidity see 
same GP for every appointment 

    

 
2. Please answer the following questions 

 Yes No Maybe Reason or comments 

12. Will you continue to use the 3D 
template? 

    

13. Do you think most of your patients 
understood the purpose of the 3D 
reviews? 

    

14. Were 3D patients continuing to 
attend other long-term condition 
reviews during the study? 

    

15. Has taking part in 3D changed your 
clinical practice in any way? 
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End of trial clinician questionnaire 
GP practice:    Role:   ID:            Date: 

 
3. To what extent do you agree with the following statements? 

 Strongly 
agree 

Agree Neither 
agree 
nor 
disagree 

Disagree Strongly 
disagree 

1. It was easy to implement the 
3D approach during the trial 

     

2. It was easy to fit in the 3D 
reviews 

     

3. The template worked well for 
me 

 

     

4. The study targeted the right 
group of patients 

     

5. The 3D reviews benefitted 
patients 

     

6. Patients liked 3D reviews 
 

     

7. The 3D approach was trying 
to offer the sort of care I 
would ideally like to provide  

     

8. The financial incentive for 
doing 3D reviews was an 
important factor in 
motivating us to complete 
them 

     

9. The practice champion role 
was important for helping 
implement 3D 

     

10. The monthly feedback 
searches were helpful to keep 
us on target 

     

11. The training at the beginning 
was sufficient to implement 
3D properly 

     

12. Because the researchers kept 
in touch we did more reviews 
than we would have done 

     

 

Thanks very much for your feedback and for taking part in 3D. 

Please return the questionnaire to Cindy Mann in the Freepost envelope:  
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APPENDIX 6: TRAINING EVALUATION FORMS 

• A6.1 Training session A 

 

      

 
 
 

Your role (please circle all that are relevant to you)   Name (optional): 

GPST 

1-2 

GPST 
3 

Sessional 
or Locum 

GP 

Salaried 
GP 

GP 
Partner 

Newly qualified GP 
(first 3 years) 

Nurse 
practitioner 

Practice 
nurse 

 

Learning objectives 
Please rate how well these were met 

Poor 
1 

Fair 
2 

Good 
3 

Excellent 
5 

1. Reflect on problems for patients and practice 
staff in the current management of multi-
morbidity 

    

2. Identify strategies for improved management 
of multi-morbidity in general practice 

    

3. Understand in broad terms the strategies 
used in the 3D intervention to improve the 
management of multi-morbidity 

    

 
    

Please rate the following statements 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

The training was relevant to my practice     

The programme materials were helpful      

I think that the practice will be able to implement 
3D 

    

I feel positive about taking part in the 3D trial      

I think that 3D will benefit my patients     

I think that people with multi-morbidity in this 
practice already receive patient-centred care 

    

 

Your comments: 

What went well today, and why? 

 

 

 

 Please turn over page 

 

Evaluation Form 
3D training course Part A 

 
Date:      Practice: 
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Training session A         page 2 

  

 

What went less well today, and why? 

 

 

What element of 3D do you think is least important and why? 

 

 

What element do you think is most important and why? 

 

 

To implement 3D successfully I feel we need to know more about….. 

 

 

Any other comments: 

 

 

 

 

 

 

           

 Thank you 
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• A6.2 Training session B 

 

 

 
 

Your role (please circle all that are relevant to you) Name (optional): 

GPST 

1-2 

GPST 
3 

Sessional 
or Locum 

GP 

Salaried 
GP 

GP 
Partner 

Newly qualified 
GP (first 3 years) 

Nurse 
practitioner 

Practice 
nurse 

 

Learning objectives 
Please rate how well these were met 

Poor 
1 

Fair 
2 

Good 
3 

Excellent 
5 

1. Be familiar with the use of the 3D 
template 

    

2. Consider issues around medication 
adherence and how best to discuss them 
with patients 

    

3. Using the case study, consider how best 
to create a care plan for a patient with 
multi-morbidity  

    

4. Appreciate the next steps in 
implementation of 3D 

    

 

Please rate the following statements  
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

The training will benefit my personal practice     

The programme materials were helpful      

I think that the practice will be able to 
implement 3D 

    

I think people with multi-morbidity in this 
practice will benefit from 3D 

    

I think I have the skills to implement the 3D 
approach 

    

I feel confident about using the 3D template      

 

Your comments: 

What went well today, and why? 

 

 

 

Please turn over page 

 

Evaluation Form 
3D training course Part B 
 
Date: Practice: 
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Training session B       Page 2 

 

What went less well today, and why? 

 

 

 

My main concern about implementing 3D is….. 

 

 

What element of 3D do you think is least important and why? 

 

 

What element of 3D do you think is most important and why? 

 

 

Any other comments: 

 

 

 

 

           

  

 

 

 

 

 

Thank you 
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• A6.3: Comments from Training session A   arranged thematically by geographical area 

 
Ayrshire 

‘Very clear explanation of the 3D study’ 

Bristol 
‘We would all, I’m sure, love to work like 

that’ 

Manchester 
‘Relevant and informative’ 

What went well: 

Delivery • Very clear explanation of the 3D study 

• Everything was explained fully/in detail 

• Good explanation of structure and aim 
of the project 

• Good clear presentations 

• Clear concise aims 

• Were organised and clearly presented 

• Timing good,  

• Well-presented,  

• Organised and structured,  

• Clear information 

• Trainers approachable 

• Good structure 

• Clear presentation 

• The presentation from the slides and 
speakers were relevant and 
informative 

• Comprehensive support 

• Training was excellent 

• Pace was good 

• An organised team! 

• Well facilitated/explained/presented 

Interaction • Good helpful discussions 

• Safe environment. OK to say what isn’t 
happening so well 

• Good opportunity to discuss openly 
the difficulties we have in managing 
patients 

• Good discussion re chronic disease 
management and appointment 
management 

• Good stimulating discussion about 
patient care 

• Opportunity for discussion,  

• Team building, 

• Open discussion of issues, positive and 
negative 

• Relaxed atmosphere  

• Open discussion 

• Interactive participation 

• Interactive and multidisciplinary 

• Good interactive session 
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Engagement, 
reflection and 
understanding 

• Good participation from all present 

• Reflection on current practice 

• Made us think about how we deliver 
care to patients with multimorbidity as 
a multidisciplinary team 

• Good discussion on aims and 
importance of 3D study 

• Explore competing models of 
medical/social 

• Today’s meeting improved everyone’s 
enthusiasm for the study 

• Discussion informative, easy to 
understand 

• General understanding and awareness 
of the study 

• Overview 

• Breaking down of information and how 
it will affect patient care 

• Relevant and focused 

• Currently an identified issue in general 
practice 

• Very relevant 

• Consider patient perspective 

• See what we want to learn 

• Understand the process/approach and 
why it’s important  

• Understand what exactly patient-
centred care means  

• Interesting 

• Relevant 

• Very interesting 

• Relevant  

• Informative and thought provoking 

• Good introduction/overview 

• Understanding the trial 

• Useful concerns raised 

Organisation 
and service 
impact 

• How to take it forward  • Practical decisions re implementation 

• Understanding how we as a practice 
can implement 

• Finding out more about how the study 
is going to work 
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 Ayrshire Bristol Manchester 

What went less well  

Delivery  • Rather long,  

• Slowish 

• Would have liked quick summary of 
intervention and aims at the beginning 

• A bit rushed (because practice had to 
curtail time available) 

Convenience 
and comfort 

• Tired, busy Monday • Arranged on GP day off,  

• Hungry 

• Training facilities 

Attendance 
problems 

• Called out for emergency 

• On call – arrived late 

• Poor clinician time-keeping 

• Practice messed up date so 1 GP 
missed 

• nurses didn’t come (1 practice) 

• late due to time pressures 

Organisation 
and service 
impact  

• Some concerns about time required of 
GPs 

• Approach may be more time-
consuming and less efficient 

•  • Raised issues regarding logistics 

Least important element: 

Concept • Length of training • Special review as things generally all 
covered over course of multiple 
appointments 

• Holistic review 

Intervention 
component 
 

• PHQ9 – can seem like box-ticking and 
less patient-centred 

• Secondary care physician 

• Pharmacy review 

• PHQ9 (as opposed to 2 in some cases)  

• Co-ordinated reviews 

• QOF 

• Ticking QOF boxes 

• Asking patients main issues rather than 
concentrating on QOF 

• Pharmacy review (1 practice already 
doing) 
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 Ayrshire Bristol Manchester 

Most important element: 

Intervention 
component  
 

• Patient-centred 

• Patient’s agenda 

• Addressing patient’s wishes, concerns 
and worries 

• Holistic approach  

• Exploring well-being as well as disease 
management 

• Listening to patient first 

• Improved follow up and co-ordination 

• Continuity – improves quality of care 
and may enhance patient 
empowerment 

• Health plan – reminder for patient 

• The first appointment 

• Medication review 

• Patient-centred – addressing patient 
priorities, identifying factors outside of 
the ‘medical’ issues that impact 
health/wellbeing 

• Continuity of care 

• Improving patient experience 

• Holistic care routinely delivered 

• Recognising depression 

• Patient-centredness 

• Being patient-centric 

• Holistic patient-centred care 

• Having the time to communicate 
patients’ fears and concerns 

• Patient’s agenda and own concerns 

• Continuity of care 

Skills  • Understanding role   

Patients • Educating the patient • Educate 

• Get them to think about what they 
really want and don’t want 

• Identifying what they are 
prepared/able to do to improve their 
health 

• Patient awareness as to why we are 
doing this 

• Patients’ thoughts on problems will 
help with compliance 

Organisation 
and service 
impact 

• Patient care improvement – better 
patient pathway 

• Opportunity to streamline recall 
systems 

• Team working together in same 
direction 

• Ensure whole team on board (no 
appointment squeezes)  

• Getting timings correct 

• DNAs 

• Spending time to save time ultimately 

• Reduction in number of appointments  

• Reduce re-attendance 

• Improving care while maintaining 
smooth running of practice 

• Improve patient experience 
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Ayrshire Bristol Manchester 

To implement successfully need to know more about: 

How it will work • Template  

• Measurement of outcomes 

• Outcome of first review and what 
happens to patient after second review 

• More background re 3D health plan 

• Care plans and goals 

• Continuity 

• What has worked well elsewhere 

• The template 

• How it will work in practice 

• Template 

• How to complete template correctly 

• What to do if things go wrong 

• How the consultation will go 

Organisation and 
service impact  

• Length of appointments 

• The mechanics of organising the 
reviews 

 

• Appointment allocation 

• Need one lead person to initiate 

• Advice to reception on how to manage 
appointments 

• Administration and in-house process 
of appointments 

• Logistics of getting people in  

Skills 
 

• Consultation skills – agenda and goal 
setting 

 

• How to be patient-centred 

• How to structure holistic care 

• My role in what I need to do 

 

Patients • Engaging patients to follow 3D 
approach 

• Patient needs 

• Education leaflets and written info for 
patients 

• Get patients on board  

 

 

 

 



 

373 
 

 Ayrshire Bristol Manchester 

Other comments 

 • Useful area to be looking at 

• Think patient will be responsive but may 
be difficult to get them to participate at 
the start 

• Qualified confidence it is worth doing 

• Concern over sustaining long-term 

• Patients lose benefit of skill mix from 
seeing different members of team 

• Patients need to take responsibility for 
their health 

• GP resource and government policy 

• Must avoid trying to squeeze in extra 
appointments when seeing 3D patient 

• Depression quite challenging – what is 
difference between depression and 
being unhappy/fed-up/sad 
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• A6.4: Comments from Training session B   arranged thematically by geographical area 

 

 
Ayrshire 

‘Time’ 

Bristol 
‘Doesn’t quite meet our agenda’ 

Manchester 
‘Just need to get on with it’ 

What went well: 

Delivery • Good presentation 

• Time to air concerns 
 

• Well-facilitated 

• Clarity  

• clear presentation and demo of 
template 

• excellent information 

• Timing  

• to go through medication issues and 
to go through template with nurses as 
well as GPs 

• everything covered in time available 

• Meeting well-facilitated and supported 

• Content 

• Having the example prompts for 
discussion is very useful 

• Workshops/tasks 

• Being able to bring up the live patient 
was good 

• Good explanation/well prepared 
 

Interaction • Good interactive discussion  

• Allowed opportunity to discuss any 
concerns we had 

• Good discussion of cases 

• Discussion between clinicians 

• Good opportunity for group 
discussion 

• Free-flowing chat 

• Good interactive study session 

• Opportunity to discuss concerns 

• Good discussion 

• Easy relaxed atmosphere for open 
discussion 
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Engagement, 
reflection and 
understanding 

• Confidence in programme 

• Good engagement from practice 
team 

• Attentive audience 

• Doesn’t quite meet our agenda of 
reducing repeat visits 

• Greater understanding of aims 

• Looking at multiple problems and 
prioritising them from patient’s point 
of view 

• Feel reassured medication will be 
reviewed 

• Setting boundaries with other HCP as to 
role 

• Good review and feel ready to start 

• Emphasis on the patient-centred 
approach rather than doctor or 
condition-centred 

 

How to 
implement 

• Template, process for reviews, 
protocol 

• Viewing template and protocol on 
EMIS 

• Very clear (thorough) explanation of 
how to use templates 

• Navigation around template 

• Explained template and process for 
reviews better 

• Good to see template and to see what 
doing the study will actually involve 

• Understand how to fill template 

• Confidence will only come with 
practice 

• Clear instruction on how to begin 

• Going through actual case study 

• Excellent to link DES forms with 3D 
template 

• Template 

• Seeing it in action 

• Clear how to use template and print 
off necessary paperwork  

• Knowing how it works 

• Looking at an actual 3D care plan 

• Practical approach to 3D assessments 

• Template and process 

• Looking at the template and seeing the 
printed plan was most important aspect 

• Good introduction to the template 

• Use of the template 

• Familiarisation with template 

• Good explanation of process (template) 
 

Comfort and 
convenience  

• Good cakes   
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Ayrshire Bristol Manchester 

What went less well 

Delivery • Would have been helpful to have time 
to use the template 

• Would probably have been easier if we 
had all gone through template 
individually (e-learning package rather 
than lecture style teaching?) 

• Maybe more time required to 
reinforce template filling 

• Discussing a template can be difficult 
to follow – will be easier when actually 
completing it 

• Too long 

• Pace a bit slow 

• Agree learning agenda at start 
 

• Would have liked time to discuss final 
review 

Comfort and 
convenience  

• Running two meetings together due to 
time constraints 

• Better earlier in the morning or 
afternoon 

• Room was warm 

Attendance 
problems 

 • Nurses missed half of session due to flu 
clinic overrunning 

 

Engagement, 
reflection and 
understanding 

 • ‘the study is a bit subjective from the 
patients’ point of view’ 
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Ayrshire Bristol Manchester 

Main concern about implementing 

Time • Time (mentioned 15 times) 

• Having enough time in consultations 

• Nursing time for completion of 
template 

• Time with patient –will it be enough? 

• Time constraints 

• Time required 

• Time of year 

• Memory questioning may be time 
consuming 

• Initially time but unlikely to be 
significantly more 

• Time-management challenged by 
patient expectations 

• Time - it will take some time to become 
familiar with the template 

• Time needed to do it well 

• Time needed for appointments 

• 20 mins not be long enough 

• Extra appointments requiring extra 
time overall 

• Timing of appointments 

• Over-running consultation time 

• Timing of completion of consultation 

• Time implication 

Skills • Template 

• Getting used to template – but once 
commenced this will resolve itself 

• Practical use of templates until used to 
them 

• Getting lost in the template- it not 
saving 

• Transferring information on computer 

• Getting timing right 

• Won’t get it all right 

• Missing QOF amongst all information 
required 

• Getting familiar with template 

• Template 

• Being aware of input in text box 

• Just doing medication review 

• Ensuring that I do all that is necessary 
in the time that I have 

• Change to my practice 

• Lack of medical knowledge in some 
area 
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Patient 
response 

• Expectation – patients expecting this at 
future non-3D appointments 

• Don’t want to encourage patients to 
think of more problems  

• Raising patients’ expectations to 
expect more than can be offered 

• Unearthing problems that are 
insoluble 

• Overload for patients 

Organisation 
and service 
impact 

• Appointment availability • Having enough GPs and nurses at work 
to accommodate 3D appointments  

• Missing QOF amongst all information 
required 

• Inadequate funding from the trial to 
cover time needed 

• Cross over between what nurse and GP 
does 

• does not cover all we currently have on 
own template (for COPD) 

• Logistics 

• Scheduling 

• Organisational – when, who 

Engagement, 
reflection and 
understanding 

• I see no long-term real benefit   

Least important element: 
  

Overall concept  • Could be more selective about 
information required 

 • Not sure until start 

• Feel all elements are important 

Intervention 
component 

• Memory assessment 

• QOF as doing anyway 

• Emphasis on self-harm 

• Patient-centredness 

• Medication review – GPs could do if 
had enough time and have software to 
prompt 

• Not so sure re PHQ9 
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Ayrshire Bristol Manchester 

Most important element: 

Overall concept • Time given to patients for holistic 
overview 

• Holistic approach not necessarily QOF 
centred only 

• ‘Pulling all the threads of MM together 
and having a joint plan with GP and 
patient’ 

• ‘Holistic care for individual patients’  

• Way of trying to manage patients with 
multimorbidity 

• Feel all elements are important 

• Holistic care 

• More patient friendly 

• Patient-centred, neat, easy to follow 
 

Intervention 
component  
 

• Patient-centredness 

• Addressing the patient’s not the 
doctor’s agenda 

• Getting patients’ concerns 

• Looking at patient’s own problems 

• Initial questions 

• Patient-centred care rather than QOF 

• Shared goals 

• Improved continuity of care 

• Doctor apt 

• Medication review 

• Depression screen – often diagnosed 
and not discussed (but PHQ9 not the 
best tool) 

• Agenda 

• Finding out what patients feel are their 
problems 

• Medication monitoring 

• Combined reviews - ‘Managing co-
morbidity together rather than 
treating diseases separately’ 

• Patient centredness 

• Patient perspective – it’s the one we 
miss most often 

• Patient priorities rather than own 
agenda 

• Patient health plan/care plan 

• Getting patient agenda and creating 
the time to go through it 

• Medication  

• Personal patient-centred approach 

• Having time with patients to discuss all 
of their health issues and concerns in 
one comprehensive consultation 

• Written advice sheet/agreement  

• Time to be more patient-centred 
 

Patient 
response 

• Patient participation and involvement 
in management plan 

• Patient will appreciate time spent with 
them and management plan 

• Patients’ views/expectations 

• Try and get patient to agree to a goal 
that is realistic and achievable 

• That patients get what they want and 
don’t feel we are calling them 
unnecessarily 

• Good for patients to cut down on appt 
rates 

• Valuable to aid and improve patients’ 
understanding and health 

• Compliance 
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Organisation 
and service 
impact 

• Patients will have everything done and 
will not be recalled separately for 
different diseases 

• Better use of patient and clinician time 
 

• Improve patient care • One attendance at the practice for all 
their reviews 

• Improving quality for patients 

• Improving system 

• Patient experience 

• Compliance 

Outcomes   • Whether it is going to make a 
difference 

Other comments 

 • Good to take a new approach to 
chronic disease management 

• Somewhat sceptical 

• Looking forward to getting going 

• Need to get going on seeing patients 
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APPENDIX 7: ADMINISTRATIVE IMPLEMENTATION SURVEY 

Information for researchers: There is significant variation in administrative implementation of 3D across the sites. This may be significant for explaining 

variation in delivery of 3D. For example, in some practices the whole administrative team is involved and in others just one person is responsible for 

arranging the 3D reviews and the rest of the administrative staff are mainly unaware. Some practices seem to experience a greater administrative burden 

than others and struggle to make the review appointments which may be in part due to the system they have adopted. This may be reflected in the overall 

number of reviews completed. 

It would therefore be potentially valuable for explaining results if we had information from each practice about administrative variables. 

Practice name:  

Practice involvement:  

Has the practice taken steps to ensure that all members of staff are 
informed about 3D and able to deal with queries and appointments 
relating to 3D?  
Please describe if known: 

Yes/no  Please put an X by all those who play a part in arranging 3D reviews. 

All receptionists   

Specific receptionists  

IT person   

Research nurse  

Person who organises recall for LTCs  

Practice manager  

Admin manager  

Other (specify)  
 

Task Who How  

Identifying patients 
due a 3D review 
appointment? 

e.g. Any receptionist  
Person who organises 
LTC reviews 
IT person 
Research nurse 
Practice manager 
Admin manager 

e.g. usual LTC spreadsheet 
Researcher provides spreadsheet 
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Task Who How  

Fitting 3D reviews into 
practitioners’ diaries  

As above e.g. appointment diary made up with appointment slots set aside for 3D  
Appointments are looked for as they are required i.e. no special provision  
Paired appointments made when patient phones or offered in a letter – no specially designated 3D 
slots 

Deciding sequence of 
appointments 
required for each 3D 
review 

As above e.g. same day 
Patient asks for appt for second part when had first 
Paired appointments at a pre-planned interval (specify interval) 

Deciding length of 
appointments (nurse 
and GP) required for 
each 3D review 

As above e.g. nurse appt length decided on basis of conditions to be reviewed 
Appointment length set up front and same for all 3D review appointments (specify length for both GP 
and nurse) 

Contacting patients to 
arrange appointments 
for reviews? 

As above e.g. Telephone 
Letter inviting them to make contact 
Letter sending them an appointment 

Following up 
DNA/cancelled 3D 
review appointments 

As above Specify number of attempts made 
e.g New appointment sent 
Patient telephoned 
Patient sent another letter asking them to make contact 

Facilitating 3D patient 
participants to see 
named nurse/GP 
during other 
appointments 
between the 3D 
review  
 

As above e.g Appointments held back until the last minute with each 3D clinician so they can see their own 3D 
patients. 
Longer slots given when 3D patients phone for an appointment. 
Patients asked who they would like to see 
Explained to patients that they should be seeing 3D GP or 
discouraged from seeing 3D GP 
No special arrangements made 
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APPENDIX 8: SAMPLE SPREADSHEET OF PRACTICE PROFILE DATA  

 

Bristol

Size of practice

Patients over 18

How many GPs planned to be involved in 3D 

How many nurses planned to be involved in 3D

No of GPs working in the practice, including retainees and trainees

RNs (band 5 and above) who monitor or review long-term conditions

Continuity of care at baseline, Emis GP

Continuity of care at baseline, GP most often seen

Practice policy to see usual GP for all routine care appointments whenever possible

Yes 

No

Combined reviews for some patients with multi-morbidity 

Formal all (scheduled and specified)

Formal some (scheduled and specified)

Informal (try to as much as possible)

None

Use of templates that combine separate disease reviews

All conditions combined

Selected conditions combined

None

Routine depression screening for all patients with ≥ 2 LTCs

Formal & recorded in Emis (e.g.PHQ9)

Basic screening & recorded Emis ( 2 ques)

Informal assessment &/or not recorded in Emis

Routine depression screening for patients selected on other criteria e.g condition or age

Formal & recorded in Emis (PHQ9)

Basic screening & recorded in Emis ( 2 questions)

Informal  assessment &/or not recorded in Emis

No routine depression screening

Care plans For most conditions

For 3-7 conditions

For ≤ 2 conditions

Annual face to face medication review for all patients with ≥ 2 long-term conditions

Formal policy 

Not formal policy

Enhanced services

Learning disabilites health check scheme

Dementia scheme

Avoiding unplanned admissions

Enhanced service for care homes

Anti-coagulation

00 0

1 1 1 1 11 1 1 1

2 2 1 22 1 2 1 1

4 33

0 0 00 0 0 0

1 1 COPD/Diab

0 0

1

1

1 1 1 1 1

2 BM

1 1

0 0 0 0

1 1

59.7 73.2 67.2 59.280.2 69 71.9 59.2 51.1 69.2

4 5 5

76.2 39.2 63.8 29.9 6.4 37.6 29.3

4 2 7 4 4 2

2 1 2 2 or 3

13 10 9 12 14 4

2 3 1 2 3 2

14693 10213 7506 4663

3 8 3 3 4 4

11526 10147 10907 11236 11178 4032

14795 11502 13496 14250 13700 5000

Usual care data summary

Intervention practices Usual care practices

Practice 60 Practice 61 Practice 65 Practice 66 Practice 69

22

2

1 11

00 0 00 0

11 1

0

1

0 00

1

30.3 4631.8 35.7 20.4

62.656.4

915 9 6

9

9 6

2 + 2 research nurses2

3 53 4 3

2

4

2

9100 65006852 17909 12842

5799

16500

13417

Practice 67 Practice 71Practice 62 Practice 64 Practice 68Practice 70 Practice 63

Key:               3D compliant                partially 3D compliant               3D non-compliant 
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APPENDIX 9: FINAL SPREADSHEET OF COMPONENT DELIVERY  

 Practice ID 40 61 20 42 60 65 45 46 27 26 25 48 66 69 30 70 ALL 

3d agenda printed 
97% 92% 100% 89% 97% 81% 95% 98% 98% 100% 100% 70% 97% 58% 100% 92% 96% 

3D had 1 GP review 
91% 86% 92% 102% 87% 81% 93% 102% 105% 92% 98% 43% 78% 38% 87% 77% 85% 

3D had 1 nurse and GP 
review 

86% 86% 92% 102% 85% 78% 93% 102% 105% 92% 98% 43% 78% 38% 87% 77% 84% 

3D had 1 nurse review 
88% 88% 92% 102% 87% 84% 93% 105% 107% 94% 100% 48% 78% 58% 96% 79% 88% 

3D had 2 GP reviews 
63% 50% 69% 77% 44% 13% 76% 93% 90% 82% 75% 7% 60% 0% 74% 53% 59% 

3D had 2 nurse and GP 
reviews 

47% 45% 67% 50% 44% 9% 76% 93% 86% 82% 75% 0% 50% 0% 74% 53% 54% 

3D had 2 nurse reviews 
49% 62% 69% 55% 46% 31% 89% 93% 90% 82% 77% 2% 56% 0% 80% 53% 59% 

3d health plan printed 
77% 81% 97% 91% 62% 31% 23% 100% 80% 98% 85% 39% 85% 80% 98% 67% 83% 

adherence meds 
95% 61% 94% 96% 65% 92% 63% 100% 39% 67% 62% 44% 54% 50% 93% 64% 71% 

EQ5D pain 
47% 97% 100% 71% 100% 96% 65% 52% 100% 98% 100% 5% 100% 100% 100% 95% 83% 

GP first goal noted 
100% 97% 100% 100% 76% 96% 100% 100% 102% 98% 102% 44% 100% 95% 93% 97% 94% 

Most important problem 
on nurse view 

100% 97% 100% 100% 100% 96% 100% 100% 100% 100% 100% 100% 100% 100% 100% 97% 99% 

Pharmacist comment 
84% 100% 95% 82% 105% 78% 83% 100% 107% 106% 100% 38% 78% 43% 100% 102% 88% 

Pharmacist comments 
noted? 

  56% 53%   47% 77%     68% 69% 92%   56% 80% 95% 64% 69% 

PHQ9 done 
97% 97% 100% 91% 91% 96% 98% 100% 98% 98% 100% 100% 97% 94% 100% 103% 98% 

what GP can do about 
main problem 

92% 89% 100% 98% 71% 73% 98% 76% 100% 89% 102% 33% 87% 80% 90% 72% 84% 

what patient can do about 
main problem noted 

77% 92% 86% 96% 76% 73% 100% 91% 100% 93% 100% 39% 97% 85% 90% 78% 86% 

3D participants 
Pharmacist comment 

84% 100% 95% 82% 105% 78% 83% 100% 107% 106% 100% 38%   43% 100% 102% 88% 

Key: Range of fidelity from red (worst) to green (best) 

Practice ID: 60 = Harvey; 46 = Lovell; 26 = Beddoes 69 = Davy 

All percentages were calculated based on the number of participants remaining in the trial at the end, therefore some values are >100% 
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APPENDIX 10: PPI CONTRIBUTORS SUGGESTED INDICATORS OF A 

PATIENT-CENTRED APPROACH  

 
Many very helpful suggestions were given about what to look for in observing reviews as 

evidence of patient-centredness. These included: 

 

 
Example from one PPI contributor 
A slight change in non-verbal behaviour, in my opinion, is one of the important things 
that would bring a more patient-centred approach. 
(More a man in a Pub approach, less of the "I am a Doctor in a white coat, and I have little 
time, and I am in authority here.) 
 
It is often the case that as soon as a patient opens the door of the doctor’s room, the doctor 
/nurse, without looking up, and with face to the computer, and before the patient has sat 
down, will say, "what can I do for you today?  
(Not even addressing the patient by name!) 
This direct question disallows the patient to start explaining how he feels (either 
emotionally, or physically). He doesn't know what the doctor can do for him. Let there be 
enough space for the patient to almost speak first----- 
 
How about, Doctor, Nurse, turns round from computer as soon as patient enters, Smiles- 
indicates chair, leans forward, looks at patient in direct and friendly way, and says  
"Hello, Mrs Brown, please sit down, (more smile- pause space),  
"How's life treating you at the moment? (or similar) 
"My dog died..................... 
"And My best friend died on Monday. ................ 

Eye contact 
Open body language 
Respect and unconditional positive regard 
Personal greeting 
Evidence of adapting approach to different patients 
Asks what the patient hopes to get from the review 
Focuses on patient’s perspective 
Reference to previous encounters or history 
Open questions 
Appropriate questions asked by both patient and clinician and adequate answers 
given 
Reflects and checks understanding throughout  
Provides information 
Shows empathy 
Listens carefully and does not interrupt 
Allows patient time to speak and shows interest 
Solicits patient’s opinion 
Summarises and checks understanding at the close 
Everything covered or considered i.e. the review is truly holistic 
Evidence of agreement over plan of action at the end  
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"I have not been sleeping properly.  And I am so tired...................... 
"I'm worried this might be affecting my blood pressure?...................... 
"I am so sorry, things are difficult for you at the moment-....Sorry etc............(empathy) 
 
Doctor reflects what patient has told him 
"You are worried about your blood pressure, you say, ............. let’s take a look, Are there 
other things worrying you about your health, we will take some blood tests for the tiredness, 
apart from sleeping badly, etc etc. Advice for grief counselling possibly / depression etc. 
 
Or a conversation the other way round when Doctor has already looked up the patients file 
to note the last visit and what occurred, BEFORE THE PATIENT GETS INTO THE ROOM 
 
 THEN the good behavioural approach- turns round, to face patient, smiles, a welcome, Hello 
Mr Brown 
"How are you getting on with those pills that I prescribed last time? 
Are you sleeping better now?  Has your wife stopped complaining about your snoring?  etc 
etc. 
 
The whole bases of these approaches however rest on the 'continuity of care' approach, that 

the patient feels at home with her own doctor 
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APPENDIX 11 GATHARES-CP QUESTIONNAIRE 

 

GATHARES-CP questionnaire 

Factor 1: empathy and psychosocial approach  

1. Has the doctor shown verbally that he/she understands the feelings and/or 

emotions (fears . . .) and/or health’s perception of the patient?  

2. Has the doctor shown by non-verbal language that he/she understands the 

feelings and/or emotions (fears . . .) and/or health’s perception of the patient? 

3. With regard to the psychosocial aspects, has the doctor tried to ascertain the 

patient’s state of mind? 

4. With regard to the psychosocial aspects, has the doctor tried to ascertain the 

patient’s life stress events? 

5. With regard to the psychosocial aspects, has the doctor tried to ascertain the 

patient’s social and family environment?  

Factor 2: exploration of beliefs and finding common ground  

6. Does the patient express agreement with the diagnostic or therapeutic plan?  

7. Does the doctor seem aware of the patient’s expectations of him/her 

(expectations)?  

8. Does the doctor respect the views of the patient at all times?  

9. If negotiation has been necessary, has the doctor used the exploration of the 

patient’s beliefs?  

Factor 3: bidirectionality 

10. When the doctor is speaking, does he/she pay close attention to the reactions of 

the patient?  

11. Does the doctor maintain eye contact while he/she is listening to the patient 

describing his/her condition/symptoms?  

12.  Does the doctor allow the patient to ask questions or ask for clarification?  

Factor 4: daily life impact  

13. Has the doctor found out what repercussions the disease has had in the life, work 

and sociofamilial environment of the patient? 

The answers are dichotomous YES/NO. 
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APPENDIX 12: FINAL 3D PROCESS EVALUATION CODES 

Nodes\\All codes 

This is the main store for the codes used in analysis in the main trial 

Name Date created Description 

Adoption 12/12/2016  This includes all the codes relating to adoption 

(mis)understanding of 3D 18/03/2016  This includes all references to what participants, both patients and staff, think is involved in 3D, whether 

correct or incorrect 

Uncertainties and 

queries 

03/02/2015  This is where all examples of difficulties or queries that participants have had with the intervention reviews are 

stored 

Adoption and set-up 07/03/2016  This contains all the sections of the transcripts that relate to adoption 

Admin set-up 12/01/2016  This is where all comments about arranging reviews and setting up appointment systems are stored 

Difficulties 26/02/2016  This is where all references to difficulties or obstacles or barriers to implementation are stored 

General set-up 11/02/2015  This is where all references to difficulties and problem solving in the process of setting up the intervention and 

comments about set-up both positive and negative are stored 

Practice fit 06/05/2016  This contains all references to adaptations the practice has had to make or how well the intervention fits with 

what they already do or were wanting to do or recognised they needed to do anyway. It's about enduring 

changes to practice and systems rather than specific 3D arrangements that will end with the trial and about fit 

with practice ethos 
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Anticipated changes 17/03/2016  This includes all instances of where respondents have talked about how 3D might change aspects of care, the 

patient's experience, practice organisation or roles. it also includes changes happening for other reasons 

Changes for patient 25/02/2016  This records all the changes that are perceived by patients or patients may experience as a result of 3D or 

absence of change 

Changes to clinical 

practice or role 

18/01/2016  This is where all comments about how 3D might change clinician practice are stored 

Changes to organisation 17/03/2016  This includes all instances where respondents have talked about how adopting the 3D approach might be or is 

different from what they usually do 

Appointments 18/03/2016  This is where all references to appointments including availability and consultation rates are stored 

Availability 18/03/2016  This includes all references to the availability of appointments 

Concerns 03/02/2015  This is where all examples of criticisms or drawbacks to or concerns about the intervention are stored 

Positives 03/02/2015  This is where all positive comments by staff about the 3D intervention and perceived advantages are stored 

Researcher delivery 03/08/2016  This is where all references to the researcher delivery to the practices is stored, including training and set-up 

and maintenance such as searches and practice champions meetings 

Interaction with 

research team 

23/03/2016  This is where all references to the practice contact with the research team during set-up and their support are 

stored 

Training 12/01/2016  This is where all comments about the training are stored 

Context 12/12/2016  This includes all the codes relating to context 

Clinician experience and 

practice 

12/07/2017  This includes all instances of clinicians talking about their experience of caring for patients with long-term 

conditions and how they practice 
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Context general 12/12/2016  This includes all sections of the transcripts that are related to context 

Continuity 26/10/2016  This is where all references to continuity of care are stored 

Existing system for LTCs 26/10/2016  This code includes all references to how the practice organise their existing care for patients with LTCs 

Motivators 09/01/2017  This is where all comments about why 3D is a good idea or why the practice or individual has participated are 

stored. Also all comments about the concept and what they hope to gain 

Nurse and GP skills and roles 09/03/2017  This is where all references to the different contributions of staff in the practice are stored, how their roles 

differ, how they are responding to 3D requirements and how it affects their role 

other initiatives 04/08/2016  This is where all references to other initiatives similar to 3D such as My diabetes, My way are stored 

Patient attitudes and 

behaviour 

30/01/2017  This includes all references to how patients behave and what beliefs they hold 

Patient-centredness 26/10/2016  This is where all refences to patient-centredness and patient-centred care are stored, including descriptions of 

patients' situations and evidence of seeing things from a patient perspective 

Practice organisation and 

ethos 

06/01/2017  This is where all references to how the practice operates and to their ethos are stored. Also in child nodes 

there are references to organisation of care for LTCs, skills and roles 

Resources 06/01/2017  This contains all references to the resources that the practice possesses or knows about that can help them to 

manage the problems that are uncovered in 3D reviews 

View of 3D at start 06/01/2017  This contains opinions about 3D at the start of the trial 

Delivery of 3D reviews 03/02/2015  This is where all references to how the 3D reviews were conducted and how they occurred in practice are 

stored 

3D card 09/01/2017  This includes all references to the 3D card that patients are given to identify themselves to reception 
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3D explanation 26/10/2016  This includes everything that might be considered as explaining the 3D review - why the clinician is doing what 

they are or what the 3D system is or the need to follow the template 

Action 09/02/2015  This includes all references to planned actions or action completed there and then 

Activated patient 18/03/2016  This includes examples of patients being proactive in their own care and/or knowing about their conditions and 

treatments 

Agenda balance 12/01/2016  This contains references to the medical issues that the clinicians have identified and want to address and the 

need for the medical agenda to be included as well as the patient agenda. It also includes examples of 

unbalanced agenda in which clinician dominates and examples of shared control or unequal power 

Carer contribution 12/01/2016  This includes examples of where the carer plays a part in the consultation 

Checking patient 

understanding 

10/02/2017  This is where all examples of clinicians checking patents have understood the diagnosis or the treatment plan 

are stored. 

Clinician agenda 06/01/2017  This includes examples of consultations and consultation extracts that are judged to be clinician-dominated or 

where the clinician directs or pursues clinical agenda 

Closing off 26/10/2016  This includes examples of not being patient-centred and not exploring what patient wants to convey or not 

allowing patient to speak or sticking to clinician agenda without allowing or encouraging patient to initiate 

other discussion. It also includes examples of closed questions 

Components 12/01/2016  This includes all extracts that demonstrate how the different components were carried out 

Agreeing patient agenda 04/08/2016  This is where all references to eliciting or establishing the patient agenda are stored 

Eliciting concerns 06/01/2017  This includes all questions designed to elicit patient concerns 

Continuity of care 04/08/2016  This includes references to continuity of care - how it has been implemented and what is thought of it 

Depression 07/01/2017  This is where all references to depression and to depression screening are stored 
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Goal setting 03/08/2016  This includes all references to clinicians agreeing goals with patients 

Health plan 03/08/2016  This is where all references to health plans and goal setting are stored 

Medication review 04/08/2016  This is where all references to medication and medication reviews are stored 

Memory 01/02/2017  This includes references to memory checks 

Quality of life 30/01/2017  This includes all examples of addressing the quality of life issues such as pain and mobility 

Confirming clinician 

understanding 

26/10/2016  This contains all examples of the clinician checking they have understood what the patient means or is 

concerned about 

Co-ordination of care 12/12/2016  This is where all references to co-ordination of care are stored 

Ending of consultation 26/10/2016  This is where all the conclusions to consultations are stored 

Explanation and education 06/01/2017  This includes all examples of the clinician explaining or clarifying things to the patient or giving advice 

Exploration of issues 06/01/2017  This includes examples of how clinicians explore problems, concerns or issues raised by patients or items on 

the patient's agenda 

Follow up 26/10/2016  This includes references that indicate follow up from a previously identified problem but also references that 

indicate agreed actions are being followed through 

Improve and adapt 26/10/2016  This is where comments about getting better with the reviews as they gain experience and adapting their use 

of the template or how they run their consultation are stored 

Length of appointment 04/08/2016  This is where all references to the longer appointments are stored 

Negotiation 26/10/2016  This contains examples of clinicians or patients negotiating a course of action 
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No action 01/11/2017  This includes examples of problems ignored, dismissed as irrelevant, skimmed over, set aside, side-stepped or 

otherwise not taken up. Also those considered not soluble and where no action was taken 

No problem preferred 01/11/2017  This includes examples of the clinician framing enquiries in a way that prefers a no problem answer 

Opening of consultation 01/11/2017  This includes just the initial greeting of the patient 

Other problems raised 01/11/2017  This includes all references to problems other than the diagnosed LTC being addressed in the 3D review 

Patient agreement 01/11/2017  This includes all examples of how patients agree or not to proposed actions 

Patient directed 01/11/2017  This includes all examples of patients seeking more information, checking something, querying something, 

raising issues, directing the agenda or trying to explain to the clinician. It also includes patients telling their 

story 

Patient-centred 01/11/2017  This includes all examples of patient-centred behaviour and indicators such as balance between clinician and 

patient agendas and patient being able to bring up concerns and ask questions. Overall patient-centred 

approach: (1) Individual disease and illness experience and patient as expert, (2) Common ground - sharing 

power and responsibility, (3) Continuing relationship – getting to know the patient as person, (4) 

Biopsychosocial perspective 

Building relationship 01/11/2017  This is one of the components of patient-centred care. It includes all references to an ongoing relationship with 

the patient and examples of fostering that relationship, Stewart definition - getting to know the patient as a 

person, enhancing the continuing relationship, building the therapeutic alliance 

Finding common ground 26/10/2016  This is where all extracts which indicate finding common ground are stored 

Individual illness 

experience 

10/02/2017  This includes examples of clinicians listening to and respecting patients' experience of their illness and seeking 

their perspective. First of 4 Stewart characteristics of patient-centredness. Individual disease and illness 

experience and patient as expert 
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Psychosocial 26/10/2016  One of the components of the Stewart definition of patient-centredness. This is where all references that can 

be considered as exploring or attending to the psychosocial background are stored. Stewart definition - 

biopsychosocial perspective -holistic approach 

Patients' priorities 03/02/2015  This is an umbrella code for Polly including agenda balance, agreeing patient agenda, exploration of issues, 

individual illness experience, other problems raised, patient-directed 

Agenda balance 06/01/2017  This contains references to the medical issues that the clinicians have identified and want to address and the 

need for the medical agenda to be included as well as the patient agenda. It also includes examples of 

unbalanced agenda in which clinician dominates and examples of shared control or unequal power 

Agreeing patient agenda 26/10/2016  This is where all references to eliciting or establishing the patient agenda are stored 

Eliciting concerns 10/01/2017  This includes all questions designed to elicit patient concerns 

Exploration of issues 23/01/2017  This includes examples of how clinicians explore problems, concerns or issues raised by patients or items on 

the patient's agenda 

Individual illness 

experience (2) 

12/12/2016  This includes examples of clinicians listening to and respecting patients' experience of their illness and seeking 

their perspective. First of 4 Stewart characteristics of patient-centredness. Individual disease and illness 

experience and patient as expert 

other problems raised 01/02/2017  This includes all references to problems other than the diagnosed LTC being addressed in the 3D review 

Patient directed 03/02/2017  This includes all examples of patients seeking more information, checking something, querying something, 

raising issues, directing the agenda or trying to explain to the clinician. It also includes patients telling their 

story 

Reference to previous review 

or part 1 

06/01/2017  This includes any references to other 3D reviews, either part 1 if this is part 2 or to the first review 

Safety-netting 12/05/2017  This includes examples of nurses and GPs giving patients instructions about what to do if things got worse or 

how to recognise when they should re-consult and under what circumstances they should re-consult 
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Summarising and clarifying 02/02/2017  This includes all examples of clinicians summarising what has been said or clarifying the plan 

Template 23/01/2017  This is where all mentions of the template are stored 

Template driven 12/05/2017  This includes all examples of clinicians seeming to allow the template to dominate the consultation or it being 

very obvious that the consultation is driven by the template (rather than the patient) 

Treatment proposal 24/01/2017  This includes all examples of clinicians suggesting courses of action 

Trouble 24/01/2017  This includes examples of conflict, disagreement or trouble in the Conversation Analysis sense of when there is 

misunderstanding or an answer is given that contradicts the expectation of the first speaker 

Interaction with researcher 24/01/2017  This includes examples of clinicians and participants being aware of the researcher's presence in the 

observations, and comments about the interviews, observations or researcher's role 

Patient response 12/05/2017  This collects together all the data about how patients responded to 3D 

Balance of power 23/01/2017  This includes references to who had responsibility or took the initiative or dominated the consultation 

Communication 23/01/2017  This includes examples of patients talking about how they communicate with their GP or nurse and/or 

describing the quality of that communication 

Components 13/05/2017  This includes what patients think about the different components of 3D 

3D card 24/01/2017  This includes all patient references to having a 3d card. What they felt about it, what difference it made if any. 

Agenda 03/02/2017  This includes examples of patients talking about whether their agenda was covered 

continuity of care 01/02/2017  This includes all references to continuity of care 

Co-ordination of care 13/05/2017  This includes references to how primary care and secondary care work together or not and to hospital care 

Defined structure 27/10/2017  This includes references to having a structured consultation (by following the template) 
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Depression 15/05/2017  This includes all references to the depression component of 3D 

Health plan 15/05/2017  This includes all references by patients to the health plan 

Medication review 02/03/2017  This includes all references to patients having their medication reviewed 

Patient concerns 12/05/2017  This includes references both to addressing the patient agenda and quality of life issues and exploring issues 

holistically and 'in the round' 

Comprehensive review 23/01/2017  This includes all references to having a thorough comprehensive review and being proactive rather than 

responding to crises 

Context 13/05/2017  This refers to patients talking about current circumstances that are affecting the provision of 3D 

Difference 23/01/2017  This includes all references to perceived differences in 3D reviews or care compared with usual care 

Explanation and advice 24/01/2017  This includes examples of patients describing how they feel about the doctor giving advice, opinions and 

explanations 

Illness and treatment burden 23/01/2017  This includes all references to illness burden 

Interval for reviews 23/01/2017  This includes references to the interval between reviews 

Miscellaneous 24/01/2017  This contains all the codes that are less relevant to the evaluation 

Barriers to 3D 24/01/2017  This includes all references to barriers to taking part or reasons why patients withdrew 

Carer impact 24/01/2017  This includes references to the role of the carer and any effect on that role from 3D 

Enjoy visits 12/05/2017  This contains quotes about patients coming to the surgery because they like to 

Focus group 09/01/2017  This includes patients' opinions on taking part in a focus group 
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Questionnaire 23/01/2017  This is where references to completing the 3D questionnaire are stored 

Most important 23/01/2017  This node collects together what patients think are the most important aspects of their care 

Nurse role 23/01/2017  This includes all references to what the nurse did or what they do, what part they played in 3D and their 

distinct role as compared to GPs. 

Opinions of 3D 09/01/2017  This includes all the examples of patients talking about their experience of 3D, their opinion of it as a good 

thing or not, their expectations and impressions of it 

Expectations of 3D 24/01/2017  This includes all references to what patients expected as a result of being in 3D and what their understanding 

of it was 

General benefit 13/05/2017  This includes all references to the potential of 3D to benefit others 

Individual experience of 

3D 

23/01/2017  This includes all references to patients' experiences of 3D including benefits they have experienced and 

negatives they have experienced 

Negatives 09/08/2016  This includes all examples of negative opinions of 3D in a general sense 

Positives 12/05/2017  This includes all examples of positive opinions of 3D in a general sense 

Patient taking initiative 24/01/2017  This includes references to patients being proactive or taking the initiative and taking responsibility for their 

health, making suggestions or asking for specific things from the doctor 

Patient-centred 23/01/2017  This includes patient references to behaviour that is patient-centred and includes the categories of 1. 

Individual disease and illness experience and patient as expert 2. Common ground - sharing power and 

responsibility 3. Continuing relationship – getting to know the patient as person 4. Biopsychosocial perspective 

– holistic approach 

Biopsychosocial holistic 23/01/2017  This is one of Moira Stewart's components of patient-centredness and included in the protocol. It includes all 

references to being holistic and also examples of where clinicians have enquired or listened to patients talking 

about their broader lives 
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Common ground 01/02/2017  One of Moira Stewart's elements of patient-centredness included in the protocol. It involves negotiating and 

finding common ground in agreeing how to address a problem and sharing power and responsibility 

Continuing relationship 10/01/2017  One of the elements of patient-centredness according to Moira Stewart and included in the protocol. It 

involves getting to know the patient as a person and enhancing the therapeutic relationship 

individual illness 

experience 

12/12/2016  This includes all examples of patients talking about clinicians listening to and respecting their experience of 

their illness and seeking their perspective. First of 4 Stewart characteristics of patient-centredness. Individual 

disease and illness experience and patient as expert and finding out why they have consulted and exploring 

their concern is 

Reasons for taking part 22/05/2017  This includes all references to why participants took part in 3D 

Receptionist 01/02/2017  This includes comments about receptionists at the GP practice 

Review of progress 06/01/2017  This includes all references to making progress as a result of the review 

Satisfaction 23/01/2017  This is where all references to satisfaction with care are stored 

Service complaints 23/01/2017  This includes examples of patents complaining about the service they get from their GP practice or GP or 

nurses 

Templates 23/01/2017  This includes all references to templates 

Time 02/02/2017  This includes all references to time in appointments i.e. the length of appointments 

Time conscious 01/02/2017  This includes all examples of patients not wanting to be demanding or sparing the GPs time or making their 

own decision about what warrants attention. It also includes reference to not wanting to take too much time 

because others are waiting or because they are aware that they should only have so much time 

Unmet need 23/01/2017  This includes examples of patients talking about problems that were or are not addressed, are ignored or 

dismissed or which can't be addressed 
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Usual care 01/02/2017  This includes all references to the care they generally receive from their GP practice 

Staff response 23/01/2017  This is where all data about how practice staff and clinicians have responded to 3D is collected 

Admin 22/05/2017  This includes references to what helped with arranging 3D appointments 

Agenda balance 13/12/2016  This includes examples of clinicians talking about the balance of responsibility or control of the agenda or the 

need to have a shared agenda and issues about prioritising 

Components 01/02/2017  This includes what clinicians think about the different 3D components 

continuity of care 12/02/2017  This includes all references to continuity of care 

Depression screening 23/01/2017  This includes all references to the depression component of the intervention 

Goal setting 26/02/2016  This includes all references to the goal setting component 

Health plan 01/02/2017  This includes all references to making a plan or giving a plan to the patient, both 3D plans and other plans 

Medication review 18/05/2017  This includes references to the medication review 

Patient agenda 02/02/2017  This includes all references to identifying patient concerns and pursuing the patient's agenda. It includes 

references to addressing quality of life and to patient agenda 

Quality of life 25/05/2017  This includes references to the quality of life questions 

Comprehensive review 23/01/2017  This includes all references to having a thorough all-round review and being able to discuss everything 

Context 23/01/2017  This includes all references to difficulties that cropped up due to local circumstances or unforeseen situations 

that arose in the practice 

Differences to usual practice 06/04/2017  This is where comments about how 3D is different from what they would normally do are stored. This includes 

changes in clinical practice roles and team working as well as changes to how care is organised 
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Expectations 23/01/2017  This includes examples of expectations being created in or held by patients or clinicians 

Feedback request 18/05/2017  This includes examples of where nurses or GPs have asked if they have done it right or have wanted some sort 

of feedback about their implementation or performance 

Housebound 18/05/2017  This includes all references to 3D patients being housebound and how that affects their being reviewed and 

discussion of home visits 

HPs on patient response to 

3D 

18/05/2017  This is where all references to how patients are responding to the intervention are stored 

Implementation variation 23/01/2017  This includes examples of where the clinician has been unable to understand or implement what was required, 

or has skipped over something because of lack of skills, confidence or because it did not fit with current 

practice. It also includes examples of where the clinician has done it differently or adapted to suit the situation 

Interval 23/01/2017  This includes references to the interval between reviews 

Lifestyle change 02/02/2017  This includes examples of clinicians talking about achieving or trying to achieve lifestyle change in their patients 

Maintenance 02/02/2017  This includes references to how many of the patients they managed to see and difficulties in getting reviews 

done and what they intend to do in the future 

No action or intractable 02/02/2017  This includes references to cans of worms and things that have been uncovered that clinicians think cannot be 

solved or improved. It includes things that clinicians think are not appropriate to have on the agenda because 

they are outside their remit or are an old problem or one that they feel powerless to address. It includes things 

they cannot or do not do anything about and things they don't have time to do. 

Nurse practice 02/02/2017  This includes all reference to nurses dividing the work according to their skills and to the work they do 

compared to what GPs do 

Opinion of 3D 23/01/2017  This includes the references to what GPs patients and administrators think of 3D 
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Benefit 26/10/2016  This includes all references to those who might benefit and whether patients in general have benefitted and 

where there may be selective benefit. It also includes examples of individual patients having benefitted 

Negatives of 3D 18/05/2017  This includes all references to aspects of 3D that were not liked or did not work well or were not considered 

beneficial 

Positives of 3D 12/12/2016  This includes all references to perceiving that 3D was helpful or beneficial or a better way of consulting 

Patient initiative 23/01/2017  This includes all references to patients taking the initiative in their care or health management or being good 

self-managers or being responsible for their health 

Patient reticence 11/05/2016  This includes references to patients not wanting to be demanding, or not being forthcoming with their 

problems 

Patient-centredness 02/02/2017  This includes all references to patient-centred practice 

Biopsychosocial 13/01/2017  This includes examples of clinicians talking about enquiring about, understanding or addressing 

biopsychosocial aspects in providing care. Another of Moira Stewart's components of patient-centredness 

Common ground 23/01/2017  This includes examples of clinicians talking about sharing power and responsibility, finding common ground 

and mutually agreeing management plans. Another of Moira Stewarts components of patient-centredness 

Continuing relationship 02/02/2017  This includes examples of clinicians talking about getting to know their patients and enhancing the therapeutic 

alliance. Another of Moira Stewarts components of patient-centredness 

Individual illness 12/02/2017  This includes examples of clinicians seeking to understand the individual illness experience and acknowledging 

patient as expert and exploring the reason for their visit and their concerns. One of the Moira Stewart 

components of patient-centredness 

Practice champion 23/01/2017  This includes all references to practice champions and their role 

QOF 26/10/2016  This includes all references to Quality and Outcomes Framework 
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Reviewing progress 18/05/2017  This includes references to reviewing what progress the patient has made since last time 

Selection of patients 12/12/2016  This is where all references to the selection of patients to receive 3D are stored 

Stress and pressure 23/01/2017  This includes all references to clinicians facing pressure and experiencing with stress 

Suggested changes to 3D 11/05/2016  This includes all references to what might have been done better 

Team working and roles 02/02/2017  This includes references to communication between the staff and how they work together and how their roles 

intersect. It also includes comments related to role identity 

Template 13/01/2017  This includes the comments that staff make about the template 

Time 23/01/2017  This includes all references to time in delivering 3D and length of appointment 

Unmet need 02/02/2017  This includes examples of clinicians talking about things that have been uncovered as a result of 3D or things 

that may not be uncovered or things that are known and perceived as a need but cannot be addressed because 

the patient is not ready or the resources aren't there. It also includes clinicians talking about things being 

brought up that wouldn't otherwise 

Usual care 12/02/2017  This includes references to how usual care has changed or comparisons to existing usual care 
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