
 

Supplemental Box 2: Qualitative themes relating to implementation outcomes, with supporting quotes 

Themes, core facets of the theme, and quotes 

Feasibility 

Need culture and capacity to create ‘a window of time’ 
Protected time coordinated by staff 

So, we had a window of time where we had to get things done, and then it was onto the next week… we coordinated then with [GP] to say, “Look, is it okay if I come up 

and allot this time off?” and he said no problem to do that…We just figured out what time we could take (Admin#1, B) 

 

Protected time facilitated through out of hours working  

See, the way we decided to split up the phone calls was, I usually come here on a Saturday and Sunday to do these things, so I thought that was the best time to do that, 

because in between surgery is so difficult to do that (GP#3, D) 

 

Protected time facilitated by GPs 

Once I was allocated the time, it was fine to get it done, and they were good in the practice to do that. It was no issue. So, on different days, I could block off an hour or 

two to do the work I needed to do. (PN#1, A) 

 

Depends on practice capacity 

Well, it was hard because I was doing it on non-protected time sometimes, so we were doing it between patients or if I had... So, we were trying to fit it in in our day-to-

day. But [GP] took that extra stuff and came back then with it (PN#4, D) 

 

Interruptions still happened 

Still, even though it is protected time, sometimes you could get called to do something, or something could come up. So, sometimes if I had a two-hour block, it might not 

really be a two-hour block, depending what goes on (PN#1, A) 

 

Protected time meant more oversight 

I felt it was easier to have just one person to look it over, who knew exactly what was happening the whole way through…, just so nothing was missed, or work wasn’t 
having to be doubled. At least then I could keep track of when stuff needed to be done. (PN#1, A) 

 

Starting from the ‘right’ place 

Intervention fit with systems 

... I suppose I already had a register done, which made it much easier. So that would have been a huge amount of work, had I not had that done. (PN#1, A). 
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Staff assignment decisions depended on availability or skills 

She’s the newest of our nursing staff, so she’s possibly the least busy now. I’m not saying she’s not busy but she’s the least busy of them, so she had the time to actually 

do it. So that was the reason for that. (GP#1, B) 

 

Intervention was sometimes a poor fit with skills 

Well, I think if everybody is au fait with using Excel, it would be fine. And also, I think that you can be quite time-stretched, as I sure you know, when you’re working in this 
kind of a job, that when you’ve got a half an hour off, to actually turn around and face into something that you don’t know how to use is much more difficult than if 

you just know how to do it and you just do the job.  So, I found that quite stressful. (PN#3, C) 

 

DRS is ‘one tiny aspect of diabetes’; sustaining the intervention is an ‘extra thing’ 
The extra thing is seen as valuable 

Some of them were really grateful for the call and really appreciated…The sense that someone actually cared for their health was a factor as well, for some people… the 

face-to-face thing is a routine thing anyway, so, they know that question is coming, whereas when I followed it up with the phone call, they feel like it’s an extra thing, I 
specifically want to check this thing with you. (PN#1, A) 

 

The extra thing is seen as unfeasible by some practices 

We are so flat-out with everything…you need time because you have got to remember you are looking at one tiny aspect even of diabetes, but you have got to figure 

that a lot of these patients with diabetes that come in to us, we are looking at them for a few minutes. (GP#2, C) 

 

The intervention needs to be embedded with existing processes 

See, the phone calls do help, but that can’t happen all the time in general practice. That is why I am being very careful in what I say. Because you can’t be ringing all of 
them, and I don’t think single-handed GPs and other GPs will have the time to ring. So, I just wonder that when we see them, opportunistically, I think that is the time 

that we should remind them about the eye’ (GP#3, D) 

 

Saving calls for certain cohort 

Certainly, I mean, if you are starting to get down to small numbers, the phone calls would be justified again. I think if you’ve large numbers it’s more difficult… I think it’s 
just easier to run off a letter and ship it out. It’s more time efficient. Initially [would be more inclined to go with letters] , and then hopefully, if you get a return from that, 

you are going to drop it down hopefully to maybe manageable proportions for phone calls. (GP#1, B) 

Fidelity and adaptations 

Workarounds to make the intervention a better fit 

That [adding alerts] didn’t seem like it was going to work, because I don’t think people even read some of the alerts sometimes. What I found best  was putting an alert 

note within their notes…So, it brings your eye to it and you have a quick read of whatever it is. That seemed to work well. We find highlighting notes in charts, for 

different reasons, does work better within here (PN#1, A). 

 

Make it personal and a good fit for patients 

Creating and managing interactions with patients 
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So, for some patients, I felt that they needed to actually speak to the doctor, just from the initial conversation that I was having with them.  Which is why we ended up 

offering them a free appointment to come in and be registered (Admin#1, B) 

 

Tailoring the mode 

Well, I just took it from the list, sent it out to the people that I thought best suited a letter, because I knew myself there were some of them that if I sent a letter to, it was 

not… it was probably going to go in the bin…so I felt with those people I was better off phoning them.  If I had to phone them three times, it was better than sending a 

letter. (PN#3, C) 

 

Tailoring the message 

I didn’t really [use the script]. I’m a bit of a rebel, I think. I don’t go for set things really. I think you’ve got to tailor it to the patient to a certain extent. I mean, you’ll 
frighten some patients if you start talking about blindness or whatever, whereas other patients might need to be frightened. It’s an individualised thing, I think (GP#1, B) 

Acceptability 

A worthwhile return on investment 

Reimbursement helped 

I suppose the administration time that I was doing, they [lead GPs] probably felt that that was being covered. It wasn’t loss of work from an appointments point of view. 

I would say, undoubtedly, that [reimbursement] probably helped. (PN#1, A) 

 

Workload was manageable 

Particularly diabetes is one of my areas of interest, so if something comes up that’s related to it that I think is of any practical use I’d be looking at it anyway and then 
seeing whether we can actually implement it is the thing. As I say, time constraints there. I felt we could manage this one. (GP#1, B) 

 

Different perceptions on role and investment 

I will be at them all the time for that so eventually they will get into it and once they are in it, it is not my baby to watch them. It’s whoever, it’s the retinal screening. 

(GP#2, C) 

 

Anticipated benefits ‘return’ and/or added value 

I thought if it was doable, it was probably a very good idea, and hoped that it would benefit the patients, was my concern really.  I’m not hugely interested in research ..I 
didn’t mind putting the work in, if the patients were going to benefit (PN#3, C). 

 

The ‘return’ was visible by doing 

It wasn’t as much work as I thought it was. From doing the re-audit, I can see that there were people that ended up attending within that space. Maybe if the results 

were, ‘No,’ I would have been like, ‘Oh, my God, this was a waste of time,’ but that is the point of studies. (PN#1, A) 

 

Having ‘clear’ information to hand – readiness 
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It’s good, here as a reminder for me if I have the leaflet. If I have a diabetic clinic on and I have my leaflet in front of me about feet and retina, and it just reminds me to 

speak to them about it (PN#3, C) 

 

Acceptability for patients 

Everything seems to be basic, and that’s what I like about it. There is no doctor stuff that you wouldn’t understand. (Pt#1, B) 
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