
Supplementary Appendix S1.  

Additional quotations from interviewees on sub-themes 

Theme 2: Slow progress on expansion of the MDT 

Sub-theme 2a: Line managing and training new MDT staff 

CQLs in all three sites highlighted disadvantages of new MDT staff being employed and line 
managed by the HSCPs rather than the actual GP practices they work in. As one CQL 
observed, “If they are not employed by the GP practice then they are not all marching to the 
same tune of that GP practice.”  

A CQL working in a deprived cluster area stated 

CQL_06 
One of our big issues is the new MDT staff are not employed by us which 
means we have no control over the work that they do, or the times that they 
work. They can go off to other meetings in which case - who does their job? 
The answer is GPs.  That doesn’t work. We need people who are involved, 
who are integral to the practice.  

Similar concerns were raised by a CQL in a remote and rural cluster. 

CQL_11 
Every GP practice is quite individualised. The concern was you were 
having new MDT staff who were part of our team but would have very 
different line management and also very different working rules… how do 
we make sure they feel part of our team? On the opposite hand, they could 
feel very isolated because they’re not part of our practice team.  

This CQL, from a mixed deprived/affluent area, highlighted what can happen when GP 
practices are allocated new MDT staff recruited by a Health Board or HSCP rather being 
interviewed, assessed and recruited by their own GP practice staff.   

CQL_05 
A lot of practices relied on the health board providing them with MDT 
people. That’s a problem because then you end up having to make do 
with who you’ve been given. They might not be a good fit for that 
practice. ….I think we should have been given more autonomy to choose 
the people working in the practice. 

Many also spoke about the significant training and supervision requirements GPs had to 
provide to new MDT staff, which they felt the new GP contract didn’t sufficiently address. 

SH_01 
There was never proper accounting for the training of the new MDT 
workforce.  There's no payment for that at all. And they're very lengthy, 
detailed assessments in training. So that leaves GPs disappointed and 
angry, because they were like, “well - we never signed up for this”.  



Sub-theme 2b: New MDT staff adapting to the demands of primary care  

Interviewees spoke of the challenges that new MDT staff can face when coming into the 
general practice environment, especially around adapting to the ‘fast paced’ and the 
‘constant everyday high demands’ of working in a GP practice.  
 

SH_01 
A lot of the new MDT staff needed a lot of training to adapt to general 
practice, where things are done quickly.  New pharmacists are excellent, 
but they don't do the fast, high volume work that GPs are used to doing.  
There's GP practices who’ve had people who needed so much 
supervision and help that it's barely been worth it. The new MDT staff do 
help, but they help differently from what we thought.  
 
CQL_06 
Listening to GPs that have got new physio, they don’t have control over 
the number of patients that physio will see in an afternoon. There is 
frustration from GPs who are saying they have a session and are 
seeing 18 people and the physios are seeing 4 people in a session. 

 

Theme 3: Slow progress on cluster working 

Sub-theme 3a: A history of limited collaboration between practices. A number of 
interviewees reflected that, historically, there had often been limited collaboration between 
GP practices in the same location and that actually getting GPs together and cooperating in 
a collegiate manner was one distinct positive outcome of clusters. 
 

    CQL_11 
I’ve been a GP now for nearly 18 years and it’s the first time I’ve really 
talked to other GPs, not in an educational setting or something. 
Clusters have been positive in that it’s brought the practices together 
and it’s been very good during COVID supporting each other. That 
was a huge advantage. Prior to clusters there was a lot of 
miscommunication, or no communication between practices. 

 
 Sub-theme 3b: Greater guidance and shared learning is required  
Although interviewees supported the SGs initial decentralised approach of allowing clusters 
to develop organically, most felt that after a few years there was not enough guidance from 
the centre and that most clusters were working in isolation without shared learning. As one 
CQL noted “What we should have done then is learn from each other. But everything was 
very separate”. Many interviewees felt that a significant re-assessment and a ‘re-booting’ is 
now required as primary care emerges out of the pandemic in Scotland.  
 
                PCS_04 

Everybody said, look clusters are really important, there’s a lot we (in 
government) can offer here, but we need to give them time to 
establish and begin to grow, without heaping a load of pressure on 
them.  So that’s what we did.  But in hindsight, I wondered if we took 
too much of a step back.  

  
               CQL_02 

The problem is that without that networking between cluster leads, not 
just at health board level but nationally, good projects don’t go 



elsewhere.  There’s not a good a platform for sharing of excellent 
practice. 

 
CQL_12 
I have been a CQL for two or three years, I wasn't well supported at 
all by anyone.  There wasn't really any clear direction on where we 
were meant to go.  We were just trying to find our own way and just 
work out what we were supposed to do.  There wasn't any clear 
direction from anyone really.   
 

Sub-theme 3c:  Lack of infrastructure support for clusters and training for CQLs 
Most interviewees felt that the infrastructure and training support for clusters and CQLs was 
inadequate. Interviewees also highlighted the variation in the protected time that CQLs have. 
As one interviewee noted “one session a week is just not going to cut it. It’s not going to be 
possible to do the operational roles and the strategic roles in a meaningful way with that 
level of resource”.  

 
                      CQL_04 

I think a CQL needs proper admin support.  Sometimes I 
spend all my cluster time writing up minutes, organising 
meetings, looking at data we’re collecting, making pretty 
graphs.  I'm not sure that it’s a particularly good use of my 
time. There was a chat about us getting admin time, that’s 
never happened. 

 
                  PCS_02 

Clusters are also quite limited in their admin support and their 
project support. As a result, you have a lot of CQLs and clusters 
with really good aspirations and intentions but feeling burn-out 
quite quickly because of lack of infrastructure. It is difficult to do 
cluster work without training around data analysis, and unless 
you have good support. 

 
Sub-theme 3d: Challenges in fulfilling the intrinsic and extrinsic role of clusters 
Interviewees reported more progress on the intrinsic role than the extrinsic role of clusters. 
CQLs with previous leadership roles felt more able to contribute to the extrinsic function than 
new CQLs without such experience who felt they need training and support for this role. 
Several interviewees also commented on the apparent reluctance of the HSCPs and the 
IJBs to engage with the CQLs. Many CQLs and PCSs noted that the intrinsic and extrinsic 
roles of clusters required quite different skill sets (and perhaps needing different 
personalities). 
 
                   PCS_01 

In some ways, you need two CQLs for each cluster, one 
intrinsic, one extrinsic role. The extrinsic role it’s actually harder 
if you’ve not done it before. It’s a different set of skills: 
influencing, negotiating, and developing local strategies. You're 
talking about the extrinsic role of a cluster is to plan health 
services. That’s challenging.  

 
                   CQL_10 

At the moment I feel that I don't know who I am, nobody knows 
who I am as a CQL.  I want to make this CQL an effective role. 
I don't think other local planning people know what to do with 



clusters.  I don't even think that clusters register as, oh we need 
to invite the cluster lead, who is the cluster lead?  That sort of 
thing 
 

                   CQL_12 
The extrinsic role is not going well because I think as a CQL 
you do not have the time to really spend going to these 
meetings and then getting to build up relationships.   

 

Over-arching theme 

COVID-19 

Back-log of unmet need 

Stakeholders, and CQLs in particular, spoke of the growing demands that would face primary 
care especially around high hospital waiting lists, mental health and chronic illness. As one 
CQL stated, “the worry for me is that we are building up a huge amount of unmet need. In 
terms of chronic disease there is a big backload of people who we haven’t seen for a very long 
time”.   
 

A number of stakeholders and CQLs also raised concerns about the impact that the pandemic 
and growing patient unmet need would have on GP morale and primary care staff morale 
generally. 
 

 CQL_05 
 Everything does end up coming back to us in general practice. There’s 
waiting lists at hospitals, the patients come to us to complain or say I’m 
in pain. We’re hearing this every day. It can be quite demoralising. 
Morale in general practice will continue to be very low until there is a 
plan as to how we’re going to catch up with all this work.  
 
CQL_06 
Morale is low. When we come out of this, patients will be demanding 
face-to-face consultations. We are doing a lot of telephone triage. We 
actually just can’t fit everything in to our day and I don’t see the answer. 
 

Some CQLs also commented that replacing face to face consultations with remote (mostly 
telephone) consultations during the pandemic produced challenges for GPs, especially new 
and less experienced GPs. 
 
                CQL_06 

I know a couple of young GPs who are hating their jobs at the moment 
because they’re call centre doctors and they don’t want to be. It’s 
scary. Their risk taking is far too high and they don’t have the 
confidence to do it. I’ve been doing this for 20 years. I’m finding it 
more straight forward than a young GP who doesn’t know these 
people. 
 

Stakeholders and CQLs also raised concerns about mainly providing remote consultations for 
patients with multi-morbidities and complex care needs during lockdown and COVID’s impact 
on health inequalities. As these CQLs working in Deep End practices especially highlighted  
 
 



CQL_07 
The switch to remote consulting unfortunately doesn’t meet the needs 
of complex multi-morbid patients.  The chances of dealing with them 
in a ten minute telephone consultation are non-existent. You’re not 
able to pick up on any of the non-verbal cues. You’ve also got poverty, 
not everyone has a mobile phone or enough data storage they need 
to use it.  

 
                 CQL_04 

The pandemic has widened health inequalities substantially.  There’s 
been a big deterioration. The COVID legacy is going to go on for a 
decade plus, a generation perhaps, in terms of the adverse health 
outcomes that have been created. 

 
Whilst formally speaking there was the opportunity for GP practices to use NHS Scotland’s 
Near Me platform for video consultations with patients during the pandemic, for many GP 
practices, notably in deprived areas, this was not seen as a viable option, as this CQL 
observed  
 

CQL_04 
Digitally, vast swathes of our population were excluded to the point that 
I can't remember the last time I did a video consultation.  It’s when you 
want to do a video consultation, you discover that actually loads of folk 
don’t have broadband.  It’s not just elderly people, lots of people in their 
30s and 40s are digitally impoverished.  

 
 
 




