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Supplementary Appendix S1: Interview topic guide 
 

1. Participants’ experiences of working as locum GPs 

 Can you tell me generally about your current/most recent locum work?  

o Prompts: How do you choose where you work in as a locum? How long do you usually (or 

in an average month) work in the same practice? 

 Can you tell me a little bit about the practice(s) that you currently/most recently work in?  

 Can you tell me what usually happens when you start working as a locum in a new practice? 

 What responsibilities do you [currently/usually] have when working as a locum?  

 To what extent are you usually involved in practice meetings or training events?  

o Prompts: How aware do you feel of what is happening in the practices? How do you 

know about it? 

 To what extent are you involved in communication within the practices?  

o How do others (e.g. practice managers or partners) in the practices usually communicate 

with locums?  

o How much do you communicate with them?  

o How much feedback do you receive from the partners/other staff?  

o How much support do you receive from others in the practice, both formally and 

informally? 

o How much do you feel that your work is influenced by the partners/other staff?  

 Overall, how do you find your role as a locum compares to being employed in a practice?  

 Overall, how much would you say your experience of working as a locum GP differs between 

practices? 

 

2. Participants’ experiences of antibiotic prescribing and antimicrobial stewardship 

 How aware are you of the antibiotic prescribing rates/data in the practices that you work in as a 

locum? 

o Prompts: How do you know it? What prescribing data is shared with you? Would you be 

interested in knowing [more] about it? Why? 

 How do you think your antibiotic prescribing compares to other GPs where you work/have 

worked as a locum?   

o Prompts: How do you know that? Were you ever given feedback on your antibiotic 

prescribing? Would you be interested in knowing? Why? 

 In your view, what is easier or more difficult for locums to optimise, or reduce unnecessary, 

antibiotic prescribing? 

o Prompts: What makes it easier/difficult to you personally? What might make it difficult / 

easier for practices employing locums to optimise antibiotics? 

 In the practices where you’ve worked as a locum, do you know of any attempts/initiatives to try 

optimise antibiotic prescribing? 

o Prompts, e.g.: Antibiotic Guardian pledge/campaign, TARGET resources, AMS training 

etc. How do find out about what practices do as part of antimicrobial stewardship? 

o As a locum, how involved usually are you in these initiatives? Do you think you’d like to, 

or you should, be aware/involved? Why? 
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 Have you, as an individual, used any particular strategies to try optimise your antibiotic 

prescribing? What strategies? / Why not?  

o Prompts: Have you ever been asked to do anything specifically related to optimising 

antibiotic prescribing in the practices where you’ve worked as a locum?  

o Have you done any training related to antibiotics?  

 

3. Suggestions for improvements and conclusions 

 In your view, how can practices employing locum GPs or CCGs support locums in optimising 

antibiotic prescribing? 

 How can locum GPs support practices in optimising antibiotic prescribing? 

 Overall, what do you think about the role of locum GPs in antimicrobial stewardship? 

 Is there anything else that you’d like to tell me that we haven’t talked about? 
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Supplementary Box S1: Additional quotes supporting qualitative findings 
 

Theme Illustrative quotes 

Antibiotic 
prescribing is a 
complex but 
individual issue 

 ‘I don’t really vary my practice between working as a salaried and a locum. I think the easy thing to do as a locum is to prescribe 
antibiotics more than you should but it’s bad medicine, and I’m aware of the risks […] it’s something that personally I take an interest 
in.’ (Locum [L]8, male [M], 3 years since qualifying as a GP) 

 ‘Locum GPs are a large part of the GP workforce […] So yes, they have an important part to play in appropriate prescribing and 
reducing inappropriate prescriptions generally […] On the other side […] I don’t think it’s particularly helpful to target locum GPs to 
improve stewardship. I think primarily it may be more impactful to target patient education [...] Also, a system wide approach could 
be more useful.’ (L12, M, 4 years) 

 ‘… it’s really difficult to see prescribing patterns amongst locums because often I prescribe and for whatever reason, the prescriptions 
come out, I’ve signed them, but they’re linked to somebody else’s name.’ (L5, female [F], 7 years) 

Nature and 
patterns of 
locum work 
 
(that is, 
variation; 
control and 
flexibility; 
unfamiliar 
patients and 
acute cases) 

 ‘Every practice doing something slightly differently, that’s inevitable to a degree but for something like antimicrobial prescribing, 
actually having the same guidelines locally and using the same tools, I think it is something that is very achievable. As a locum 
working in lots of different practices it is very hard […] to be aware of what every practice’s local policy is.’ (L8, M, 3 years) 

 ‘I will only see patients at 15-minute appointment slots because I think I give a better service and it’s safer that way. […] Because I 
always demand 15-minute appointments, it’s quite easy. I do a very thorough history and examination. Most of the time, people, 
once you’ve examined them properly and have gone over the top in terms of your clinical examination, they’re quite happy that 
you’ve in inverted commas, “done your job”. Then they really trust you, and you give them the time to explain to them that they 
don’t need antibiotics.’ (L5, F, 7 years) 

 ‘I’ve been to surgeries where they’ve just been managed by locums for a long time, and every patient you see is really mismanaged. 
You can see that things have been missed, and patients are unwell, and they don’t speak English, and the surgery is just a mess, then 
you just think, “It’s not worth going back. It’s too risky.”’ (L16, F, 4 years) 

 ‘… because I’m a locum, I’m seeing all the acute illnesses […] You’re going to look at my statistics and say, “Oh, this locum is 
prescribing loads of antibiotics compared to the partners in this practice.” But if you compare my patient group, it will be different 
because I won’t be seeing the more non-acute presentations, because the practice will be prioritising that for the partners or the 
salaried.’ (L5, F, 7 years) 

Relationships 
between 
practices and 
locums 

 ‘If I’m working regularly in a place, then I’m much more likely to be told, to be included in emails to the rest of the staff. But in 
general I’m less likely, as a locum, to be aware of the strategies that are being implemented […] having strategies to make locums 
aware of what practices are doing to decrease antimicrobial use, and tools that they are using, especially IT tools, that that would be 
really useful […] if there are particular initiatives.’ (L8, M, 3 years) 
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(that is, 
communication 
and feedback; 
influence over 
practice’s 
prescribing and 
processes; 
influence of 
practice 
culture)  

 ‘You would never get someone saying to you “look, I want you to prescribe less antibiotics” or “this is how we do it here”. No. It’s a 
bit of a wild west. […] If a practice is over-prescribing antibiotics, then there will be some communication within the practice […] As a 
locum, you’re in, you’re out, there’s not really that level of responsibility. There isn’t any comeback for prescribing antibiotics or 
anyone looking at your antibiotic prescribing levels, so there’s probably more scrutiny if you’re a practice with fewer locums and 
you’re a regular doctor there.’ (L10, M, 3 years) 

 ‘There’s no benefit to [locums] whether they prescribe lots of antibiotics or don’t […] it doesn’t affect them individually.’ (L9, M, 17 
years) 

 ‘Locum GPs have worked in a clinical role across a number of practices and I think we are therefore well placed to spot strengths and 
also weaknesses in individual practices and individual GPs’ approaches. If practices or CCGs wanted to use us to provide some kind 
of advice or consultancy to help people improve their prescribing, including antimicrobial stewardship, I think they’d find a kind of 
significant untapped resource there […] it just doesn’t occur to people […] that locums might have something to contribute there …’ 
(L15, M, 17 years) 

 ‘… there is always that slight pressure to not have a complaint and not have an issue from patients and from partners […] so you just 
have to go along with it to some degree, because you don’t know how well supported you will be by the rest of the institution. With 
time and, I guess, from seeing what other colleagues are doing in that practice, you can get a sense of if that works […] often it’s 
easier to prescribe than not to […] as of yet, no one is going to be punished for over-prescribing, you will get punished for under-
prescribing …’ (L7, M, 2 months) 

Professional 
isolation  
 
(that is, wider 
communication 
and networks; 
proactivity) 

 ‘There are real problems nationally with locum GPs being kept in touch with what’s going on locally and that includes, for example, 
incentive schemes, educational opportunities […] locum GPs are as much part of the NHS labour market as any other GPs. They’re 
seeing exactly the same patients in the same practices and I think it would help, not just with antibiotic prescribing but with all sorts 
of aspects of good and economical clinical care, if locum GPs were better communicated with about what’s going on.’ (L15, M, 17 
years)  

 ‘I think the new contract’s going to help with trying to get us some sort of CPD [continuing professional development] time possibly 
funded by PCNs [Primary Care Networks] that if you work a certain number of shifts for a PCN, you might get a free educational 
session paid for. As it stands all my CPD and my educational days I have to just lose income for to attend.’ (L18, F, 4 years) 

 ‘As a locum you have to be very prepared to ask, otherwise it goes wrong and the patient doesn’t get the care that they need. […] 
The onus tends to be on us rather than on the practice and I would quite like it if practices were better at having some sort of 
information sheet which told you, “This is what we do.”’ (L3, F, 22 years) 

 ‘I have a number of tabs that open automatically on my desktop when I open Google Chrome […] so it’s immediately accessible […] 
and if antimicrobial stewardship, or strategies to decrease antimicrobial prescribing, if there was a central repository or a local 
repository that I could have up, that could be really useful.’ (L8, M, 3 years) 
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 ‘If locum GPs were involved in the CCG [clinical commissioning group], then they could take [antimicrobial stewardship] on as part of 
whatever role they’re doing and try and get the message out a bit better. Also there are locum GP groups, they’re not particularly 
well used I find, but I think if you had antimicrobial modules or mandatory training, then that forces the issue on people. Because 
everyone’s so busy […] they’re not going to do things voluntarily unless they really have to. I think if you make something as 
important so it’s mandatory, then they will.’ (L4, M, 2 years) 

 ‘… locums still feel very undervalued, I think. So if we’re going to work with practices both for antibiotics and just in general, the 
practices need to try and see things from the locum’s point of view a bit better than they currently do …’ (L6, F, 10 years) 
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Supplementary Table S1. Good Reporting of A Mixed Methods Study 

(GRAMMS)1 
 

Reporting items Pages / notes 

1. Describe the justification for using a mixed methods 
approach to the research question 

2 

2. Describe the design in terms of the purpose, priority and 
sequence of methods 

2 

3. Describe each method in terms of sampling, data 
collection and analysis 

2-3 

4. Describe where integration has occurred, how it has 
occurred and who has participated in it 

Mixed-methods were used to 
address two different research 
questions; thus findings were 
reported separately and 
integrated in the Summary (p.7). 

5. Describe any limitation of one method associated with the 
presence of the other method 

The mixed-methods were used 
separately so the influence was 
limited.  

6. Describe any insights gained from mixing or integrating 
methods 

7 

 

  

                                                           
1 O'Cathain A, Murphy E, Nicholl J. The quality of mixed methods studies in health services research. Journal of 

Health Services Research & Policy. 2008; 13(2):92-8. 
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Supplementary Table S2: Standards for Reporting Qualitative Research 

(SRQR)2 
 

Reporting items Description Pages / notes 

1. Title Concise description of the nature and topic of 
the study Identifying the study as qualitative 
or indicating the approach (e.g., ethnography, 
grounded theory) or data collection methods 
(e.g., interview, focus group) is recommended 

1 

2. Abstract Summary of key elements of the study using 
the abstract format of the intended 
publication; typically includes background, 
purpose, methods, results, and conclusions 

1 

3. Problem 
formulation 

Description and significance of the 
problem/phenomenon studied; review of 
relevant theory and empirical work; problem 
statement 

1 

4. Purpose or 
research question 

Purpose of the study and specific objectives or 
questions 

2 

5. Qualitative 
approach and 
research paradigm 

Qualitative approach (e.g., ethnography, 
grounded theory, case study, phenomenology, 
narrative research) and guiding theory if 
appropriate; identifying the research 
paradigm (e.g., postpositivist, constructivist/ 
interpretivist) is also recommended; rationale 

3 

6. Researcher 
characteristics and 
reflexivity  

Researchers’ characteristics that may 
influence the research, including personal 
attributes, qualifications/experience, 
relationship with participants, assumptions, 
and/or presuppositions; potential or actual 
interaction between researchers’ 
characteristics and the research questions, 
approach, methods, results, and/or 
transferability 

2 
AJB, an experienced 
qualitative researcher 
with social science 
background conducted 
the interviews and led 
the qualitative analysis. 
She had no pre-existing 
relationship with 
participants. She had 
some assumptions 
about potential 
influences on locums’ 
prescribing derived 
from previous research 
and literature. At the 
time of the analysis she 
was aware of the 
quantitative findings, 
but in the interviews 
aimed to explore what 
may influence higher as 

                                                           
2 O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: a 

synthesis of recommendations. Academic Medicine. 2014;89(9). 
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well as more prudent 
prescribing by locums. 

7. Context Setting/site and salient contextual factors; 
rationale 

2 
Participants setting: 
general practice; 
interviews were 
conducted on the 
telephone.  

8. Sampling strategy How and why research participants, 
documents, or events were selected; criteria 
for deciding when no further sampling was 
necessary (e.g., sampling saturation); rationale 

2 

9. Ethical issues 
pertaining to 
human subjects 

Documentation of approval by an appropriate 
ethics review board and participant consent, 
or explanation for lack thereof; other 
confidentiality and data security issues 

2, 9 

10. Data collection 
methods 

Types of data collected; details of data 
collection procedures including (as 
appropriate) start and stop dates of data 
collection and analysis, iterative process, 
triangulation of sources/methods, and 
modification of procedures in response to 
evolving study findings; rationale 

2  
There was no change in 

the methods 
throughout the study. 

11. Data collection 
instruments and 
technologies 

Description of instruments (e.g., interview 
guides, questionnaires) and devices (e.g., 
audio recorders) used for data collection; 
if/how the instrument(s) changed over the 
course of the study 

2, Supplementary 
Appendix S1. 

There was no change in 
the methods 

throughout the study. 

12. Units of study Number and relevant characteristics of 
participants, documents, or events included in 
the study; level of participation (could be 
reported in results) 

4, Table 1 

13. Data processing  Methods for processing data prior to and 
during analysis, including transcription, data 
entry, data management and security, 
verification of data integrity, data coding, and 
anonymization/de-identification of excerpts 

3 

14. Data analysis Process by which inferences, themes, etc., 
were identified and developed, including the 
researchers involved in data analysis; usually 
references a specific paradigm or approach; 
rationale 

3 

15. Techniques to 
enhance 
trustworthiness  

Techniques to enhance trustworthiness and 
credibility of data analysis (e.g., member 
checking, audit trail, triangulation); rationale 

8 

16. Synthesis and 
interpretation 

Main findings (e.g., interpretations, 
inferences, and themes); might include 
development of a theory or model, or 
integration with prior research or theory 

5-7 



Borek et al. 2022   https://doi.org/10.3399/BJGP.2021.0354 

10 
 

17. Links to empirical 
data 

Evidence (e.g., quotes, field notes, text 
excerpts, photographs) to substantiate 
analytic findings 

5-7,  
Supplementary Box S1 

18. Integration with 
prior work, 
implications, 
transferability, 
and 
contribution(s) to 
the field 

Short summary of main findings; explanation 
of how findings and conclusions connect to, 
support, elaborate on, or challenge 
conclusions of earlier scholarship; discussion 
of scope of application/generalizability; 
identification of unique contribution(s) to 
scholarship in a discipline or field 

8-9, Box 1 

19. Limitations Trustworthiness and limitations of findings 8 

20. Conflicts of 
interest 

Potential sources of influence or perceived 
influence on study conduct and conclusions; 
how these were managed 

9 

21. Funding Sources of funding and other support; role of 
funders in data collection, interpretation, and 
reporting 

9 

 

 


