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Abstract 36 
 37 
Background 38 

Evidence shows a high rate of unnecessary antibiotic prescriptions in primary care in Europe 39 

and the United States.  Given the costs of widespread use and associated antibiotic 40 

resistance, reducing inappropriate use is a public health priority. 41 

Objective 42 

To explore clinicians’ experiences of training in communication skills and use of a patient 43 

booklet and/or a C-reactive protein (CRP) point of care test to reduce antibiotic prescribing 44 

for acute respiratory tract infections (RTIs). 45 

Design  46 

Qualitative research interviewing clinicians who participated in an RCT testing two 47 

contrasting interventions. 48 

Participants 49 

General practice clinicians in Belgium, England, The Netherlands, Poland, Spain and Wales. 50 

Approach 51 

Sixty-six semi-structured interviews were transcribed verbatim, translated into English 52 

where necessary, and analysed using thematic and framework analysis. 53 

Key Results 54 

Clinicians from all countries attributed benefits for themselves and their patients to using 55 

both interventions. Clinicians reported that the communication skills training and use of the 56 

patient booklet gave them greater confidence in addressing patient expectations for an 57 

antibiotic by providing answers to common questions and supporting the clinician’s own 58 

explanations.  Clinicians felt the booklet could be used for a variety of patients and for 59 

different types of infections. The CRP test was viewed as a tool to decrease diagnostic 60 
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uncertainty, to support non-prescription decisions, and to reassure patients, but was only 61 

necessary when clinicians were uncertain about the need for antibiotics.  62 

Conclusion 63 

Providing clinicians with training and support tools for use in practice was received positively 64 

and was valued by clinicians across countries. Interventions seemed to have influenced 65 

behaviour by increasing clinician knowledge about illness severity and prescribing, increasing 66 

confidence in making non-prescribing decisions when antibiotics were unnecessary and 67 

enabling clinicians to anticipate positive outcomes when making such decisions. Addressing 68 

such determinants of behaviour change enabled interventions to be relevant for clinicians 69 

working across different contexts. 70 

 71 

Key words: Qualitative research, decision making, antibiotic prescribing, communication 72 

training, point of care testing, primary care.  73 
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Introduction  74 

Effective uptake of new evidence in routine clinical care is challenging and many barriers and 75 

enablers have been identified [1]. Improving clinical practice, which includes offering 76 

clinicians choice in how they learn, is dependent on physicians’ sense of how important the 77 

proposed intervention is and its feasibility [2]. Interventions that are most effective in clinical 78 

trial settings may not necessarily be those that clinicians prefer to learn, find easiest to use, 79 

prioritise to implement or are most suitable for their practice environment.  80 

 81 

As an example of this, various intervention strategies to reduce unnecessary antibiotic 82 

prescribing in general practice have been suggested, such as point of care test (POCTs) and 83 

enhanced communication skills [3-5]. However, they have generally been designed for 84 

implementation in a single context [6-7] and focused on a single country, health care 85 

organisation and culture.  86 

 87 

While randomized trials have demonstrated the clinical and/or cost-effectiveness of these 88 

interventions, other study designs are best suited to generate or explore hypotheses about 89 

why and how interventions are effective or ineffective and how those exposed to the 90 

intervention use it in their daily practice [8-10].  An understanding of clinicians’ views and 91 

experiences of using different interventions in practice, in relation to their patients, can help 92 

identify the ‘active ingredients’ of a complex intervention, explore the feasibility, 93 

acceptability, and transferability of the intervention, and thus help inform refinement and 94 

implementation. Exploring whether an intervention that has been shown to be effective 95 

across multiple European countries has different levels of acceptability or is used in different 96 
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ways in different countries may provide opportunities for changing clinicians’ behaviour on a 97 

wider scale without having to repeat clinical trials in each new setting.  98 

 99 

The aim of the present study was to explore the experiences of using two contrasting 100 

interventions (communication skills training with the use of a patient booklet discussed in 101 

the consultation with a patient, and the use of a point of care test) to help promote prudent 102 

antibiotic prescribing for acute respiratory tract infections (RTIs) among clinicians working in 103 

different European settings. We aimed to explore how clinicians used the interventions in 104 

their daily practice and how attitudes, beliefs and practices varied between countries.  105 

 106 

Methods 107 

The GRACE INTRO Intervention 108 

The GRACE INTRO (Genomics to combat Resistance against Antibiotics in Community-109 

acquired LRTI in Europe INternet TRaining for antibiOtic use) study was a large, multinational 110 

cluster randomised factorial trial evaluating two contrasting interventions to reduce 111 

antibiotic prescribing for adults with acute RTIs in Belgium, England, the Netherlands, 112 

Poland, Spain and Wales [11]. The trial included patients with acute upper and lower RTIs.  In 113 

order to operationalize this we defined lower respiratory tract infection as an illness of up to 114 

28 days duration with acute cough as the main or predominant symptom, or a clinical 115 

diagnosis of LRTI where cough was not the main symptom.  116 

 117 

GRACE INTRO was a 2x2 factorial design, with clinicians exposed to one, both, or neither of 118 

two interventions.  All clinicians in the three intervention arms received a web-based 119 

intervention.  The intervention consisted of three modules; an introduction, training in use 120 
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of a C-reactive protein (CRP) point of care test and training in communication skills (including 121 

use of a patient booklet (Table 1).  Training was developed through piloting intervention 122 

materials with clinicians in all participating countries [12].  Clinicians received either all three 123 

modules, or the introduction module and one of the two training modules depending on the 124 

trial arm they were in.  The control arm did not receive a web-based intervention.  125 

 126 

A detailed account of the GRACE INTRO trial is presented elsewhere [11].  The trial showed 127 

that both interventions were effective in safely reducing antibiotic prescribing for RTIs, and 128 

the combined interventions reduced antibiotic prescribing the most. This qualitative study 129 

presents part of the process evaluation of the trial. Patient views of taking part in the trial 130 

are reported elsewhere [13]. 131 

 132 

Study Population 133 

Clinicians were purposively sampled from those who took part in the GRACE INTRO trial [11] 134 

to obtain a range of clinicians from each of the six countries, in each of three intervention 135 

arms. Clinicians were invited to participate in the study by email or phone and all who were 136 

asked to participate, agreed. Participants were unaware of the trial results at the time of 137 

interview. The relevant local ethics committee in each country granted ethical approval for 138 

the study. 139 

 140 

Study design 141 

Clinicians were interviewed face to face in their own practice or, in two cases, by phone due 142 

to location. Interviews followed a semi-structured interview guide, which was developed 143 

collaboratively by the team and then translated into the relevant languages (Appendix 1). 144 
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Interview questions asked about how clinicians used the interventions, what motivated 145 

them to use the interventions, how they integrated interventions into their consultations 146 

and what was most helpful for them in caring for their patients. Six experienced primary care 147 

researchers conducted interviews in their respective countries and received training 148 

beforehand. The interviewers were all familiar with the intervention content although had 149 

not designed the intervention themselves. All interviews were digitally recorded and 150 

transcribed verbatim. Interviews undertaken in all countries other than England and Wales 151 

were translated into English and the original interviewer checked these translations to 152 

ensure accuracy.   153 

 154 

Analysis 155 

Analysis followed techniques from thematic and framework analysis [14,15]. The first stage 156 

of analysis used an inductive thematic analysis method [14], which allowed the development 157 

of themes grounded in the original data. Two researchers (STC and SA) independently coded 158 

32 interviews, at least one interview from each of the three intervention groups for each of 159 

the six countries. Segments of text related to the research question were identified and 160 

labelled to create initial codes. Codes were renamed and refined as further transcripts were 161 

coded. Each researcher then examined codes for similarities and differences and grouped 162 

codes accordingly to create categories and an initial thematic framework.  Following this 163 

independent coding, the two initial frameworks were compared and similarities and 164 

differences discussed and amended to create a set of themes that represented both 165 

analyses. Descriptions of each theme and sub-theme were added, along with quotes to 166 

support each.  In order to ensure the clarity of the themes, this initial framework was 167 

discussed with two other researchers (NF and JC).  In a second stage of the analysis, the 168 
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remaining 34 interviews were analysed by SA using techniques from framework analysis to 169 

code data to the existing framework [15]. Data that did not fit under existing themes were 170 

coded as new codes and included as additional themes or subthemes after discussion with 171 

STC, NF and JC. 172 

 173 

Results 174 

Participant characteristics  175 

Sixty-six clinicians were interviewed across the six countries (Table 2). Similar numbers were 176 

recruited from each intervention arm and country.  All interviews took place between April 177 

and June 2011. Interviews ranged in length from 9 to 35 minutes with a mean of 20 minutes. 178 

There were no major differences in interview lengths between countries. Clinicians from 179 

Belgium were on average slightly younger than clinicians from other countries and 180 

subsequently had fewer years of experience but otherwise clinicians’ characteristics 181 

between countries were similar (Table 3). 182 

 183 

Qualitative Findings 184 

Four themes emerged from the data analysis.  Themes were applicable to participants from 185 

each intervention arm and each country unless otherwise stated. 186 

 187 

 Acceptability of the interventions and perceived barriers to use 188 

In general, clinicians were positive about both interventions. Clinicians found the CRP test 189 

acceptable because they felt it reduced diagnostic uncertainty, which could help them make 190 

evidence based decisions, although some had problems using the semi-automated device.  191 
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Clinicians felt that the test was difficult to incorporate in practice, particularly in single-192 

handed practices.  193 

 194 

“The trouble was [the CRP test] took so long and it was quite fiddly…” (England, 195 

clinician 4, Communication and CRP group) 196 

 197 

For the trial, clinicians were asked to use the test for all patients for whom they were 198 

considering prescribing an antibiotic. However, many did not use the test when they had 199 

already decided to prescribe.  This reflected the likely use of the test in daily practice but 200 

meant the test did not influence those GPs who were certain about the need for antibiotics, 201 

whether correct or not.  202 

 203 

“I got accustomed to the test very quickly and I know that it is an aid only in cases of 204 

doubt. If I know that I have to give antibiotics, I don't do the test; if I know that they 205 

are not needed, I don't do it either, and certainly, when one has doubts it’s when the 206 

test really works for you.” (Spain, clinician 1, Communication and CRP group) 207 

  208 

Clinicians were generally positive about the communication skills training although some felt 209 

it involved skills which they already possessed. The majority of clinicians reported that they 210 

felt the booklet would be helpful in routine practice and easy to use. 211 

 212 

“I often pointed out the chapter about how to improve your immune system, what 213 

you can do yourself in order to cure the cough or what you can use from the 214 

pharmacy... the booklet gave more structure to the consultation.” (Belgium, clinician 215 
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4, Communication and CRP group) 216 

 217 

“There are a lot of [patients] who immediately understand what you are saying. 218 

Others have doubts and that is when I used the booklet during the consultation and 219 

told them to reread it carefully at home, so they had impeccable proof of the current 220 

scientific issues. In order to persuade people and make them understand your policy, 221 

the booklet was very useful.” (Netherlands, clinician 12, Communication only group). 222 

 223 

In contrast to the CRP test, some clinicians reported that the booklet had saved time in their 224 

consultation. Although this was reported as a positive, some of them gave patients the 225 

booklet without any discussion of its content, which lost the interactive aspect.  226 

 227 

How interventions may have impacted on antibiotic prescribing 228 

Clinicians reported that both interventions helped them to prescribe fewer unnecessary 229 

antibiotics. Many who had used the CRP test reported that it had helped to reduce their 230 

diagnostic uncertainty in cases when they had doubts about illness severity or had helped to 231 

convince patients that antibiotics were not needed. 232 

 233 

“[The CRP test] helped me to evaluate the necessity or non-necessity of prescribing 234 

antibiotics when the clinical history or the physical examination led to doubts about the 235 

diagnosis.” (Spain, clinician 1, Communication and CRP group) 236 

 237 

Clinicians exposed to the communication skills intervention commented on the focus of 238 

educating patients, as well as examining and treating patients.   239 
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 240 

“We’d initially been disappointed, because we’d wanted to do more exciting things 241 

(the CRP test), but actually  it was really good and changed our perspective on the 242 

education part of it and the communication and education of patients rather than the 243 

examination, testing and investigating part.” (England, clinician 2, Communication 244 

only group). 245 

 246 

With the booklet, clinicians felt that they could give a positive message to their patients by 247 

explaining what they could do to relieve their symptoms and, as such, help to empower 248 

patients. Clinicians reported that the booklet was particularly helpful when explaining non-249 

antibiotic prescribing decisions as it reminded them of specific points to cover and gave 250 

them a coherent structure for their consultation.   251 

 252 

Clinicians felt that the ‘safety netting’ section in the booklet addressed patient’s concerns by 253 

alerting patients to ‘red flag’ signs and symptoms suggestive of a more severe illness. 254 

Clinicians reported that they felt more comfortable managing patients without prescribing 255 

antibiotics when patients had this information to refer to. 256 

 257 

Some clinicians felt that having tools to ‘back up’ their decision helped to convince patients 258 

that antibiotics were not needed.  The CRP and booklet both helped to do this, either by 259 

providing written information or a test result, which was an independent source from the 260 

clinician. The CRP test was perceived to reassure patients as they had an independent, 261 

objective measure of their illness. 262 

 263 
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“The CRP cut offs were  really useful, you put [them] in front of the patient while 264 

you’re fiddling around [with the test] and they’re bored and they read [them] and 265 

then when you say “oh yours is less than 10” they actually believe you, it was quite 266 

useful to have in black and white.” (England, clinician 3, CRP only group) 267 

 268 

Finally, some clinicians commented that they had gained new knowledge through the 269 

interventions. Many stated that they had been unaware that the usual natural history of 270 

cough was so long and that lengthy coughs did not necessarily benefit from antibiotic 271 

treatment. 272 

 273 

“It struck me that the duration of cough can be so long. After a while people don’t 274 

come back and you lose track of the fact that a cough can last for such a long time. 275 

That was made really clear during the training. It gives a solid ground for your 276 

diagnosis, because you can tell your patient that he will have to wait a while before 277 

the cough disappears.” (Belgium, clinician 11, Communication and CRP group) 278 

 279 

“It really conveys some surprising information… There was a piece of information 280 

saying that the duration of an illness is only one day shorter when an antibiotic is 281 

prescribed. So these things are... really surprising.” (Poland, clinician 9, CRP only 282 

group) 283 

 284 

Intervention effects on future consulting 285 

Clinicians often mentioned the potential effect of interventions on future consultations for 286 

acute RTIs. Some clinicians who had received the communication skills intervention felt that 287 
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the booklet and discussion they had had with patients may help to reduce future 288 

consultations by patients gaining a greater understanding of infections and the necessity, or 289 

not, of antibiotics. 290 

 291 

“There were people who were not convinced that they would manage to fight their 292 

illnesses without the use of antibiotics. I had to devote more time to such people; 293 

however, later on they told me that in fact antibiotics were not needed.”(Poland, 294 

clinician 16, Communication only group) 295 

 296 

Clinicians’ views were more mixed regarding the CRP test. Some felt that performing the test 297 

would help patients understand that antibiotics were not needed for acute RTIs, while 298 

others felt that tests might encourage patients to consult in the future, especially if they had 299 

a high CRP result on one occasion. 300 

 301 

“To one [patient] I explained what the test consisted of and what it meant. He got a 302 

very high result so I gave him antibiotics. He said that he would come every time to 303 

the office whenever he felt like that. And then I thought, won't we be creating a 304 

greater dependency to the patient on us?” (Spain, clinician 10, CRP only group) 305 

 306 

Complementarity of the interventions 307 

Clinicians who used both of the interventions reported that they were complementary. The 308 

CRP test was seen as most useful when patients were more unwell and there was 309 

uncertainty about infection severity. The communication skills and booklet were seen as 310 
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useful when antibiotics were not needed but a patient required an explanation as to why. 311 

Many clinicians felt that the booklet would be useful for a larger proportion of patients. 312 

 313 

“I hope to keep using the booklet for a long time. I think there should be a pile of them 314 

in every practice because it's such a common condition. In winter time, not a day 315 

passes without a bronchitis patient walking in…This booklet is really useful for us.” 316 

(Belgium, clinician 14, Communication only group) 317 

 318 

Some clinicians reported that they would use both interventions for some patients, as they 319 

could be synergistic. Clinicians felt whilst the test was useful when they were in doubt about 320 

the diagnosis, they still needed communication skills either to explain the results of the test 321 

and/or to address patient expectations about antibiotics. 322 

 323 

“I found the interventions were useful in slightly different groups of patients, some 324 

overlap probably because again I would use this booklet for a patient who was just 325 

borderline, whose CRP was just raised especially this safety netting section at the end, 326 

to explain what to do and what signs to look for.” (England, clinician 11, 327 

Communication and CRP group) 328 

 329 

 330 

Discussion 331 

This was the first qualitative study to explore clinicians’ experiences of two contrasting 332 

interventions across different countries. In general, the views expressed by clinicians were 333 
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remarkably similar across countries and both interventions were seen as acceptable for use 334 

in primary care. Clinicians reported that the patient booklet helped them structure their 335 

discussions with patients and educated patients about their illness and how to manage it 336 

appropriately whilst maintaining satisfaction.  Clinicians felt the booklet was suitable for the 337 

majority of patients with acute cough and those who discussed the booklet reported positive 338 

responses from patients. Some clinicians did not discuss the booklet with patients and/or did 339 

not engage with the communication skills training, this may have reduced the impact of the 340 

intervention. The CRP test was valued by clinicians as it gave additional diagnostic 341 

information that reduced uncertainty. In addition, clinicians felt that the test provided 342 

support for not prescribing antibiotics, which they perceived as unnecessary and provided 343 

reassurance to patients. Whilst useful, clinicians indicated that they would restrict use of the 344 

test to cases of diagnostic uncertainty because of the time taken to obtain a result.  345 

 346 

Use of the interventions appeared to provide clinicians with more confidence in their ability 347 

to withhold antibiotic prescriptions when they felt they were unnecessary. Intervention 348 

content was based on theories of behaviour change and particularly focused on increasing 349 

self-efficacy, one’s belief that one can carry out a particular behaviour at a given time 350 

[16,17]. Clinicians reported being more confident in diagnosing an infection when using the 351 

CRP test and in explaining a non-prescribing decision to patients and this appeared to be a 352 

result of training videos provided within interventions. Clinicians’ expectations of the 353 

outcome of a consultation are also likely to have changed. Having materials to support a 354 

non-prescribing decision, whilst maintaining patient satisfaction, is likely to have enabled 355 

clinicians to envisage positive outcomes of non-prescribing decisions. These expectations 356 

would be further reinforced once clinicians saw positive responses from patients in practice. 357 
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Lastly, clinicians reported gaining new knowledge from the interventions which may have 358 

changed their beliefs and/or attitudes towards prescribing for acute infections and 359 

subsequently changed their intentions to prescribe. Such determinants of behaviour are 360 

relevant for all clinicians, regardless of the context in which they work, and interventions 361 

which address such determinants are therefore likely to influence target populations as long 362 

as intervention materials are delivered in an acceptable and relevant format. 363 

 364 

These results support existing qualitative research. Previous international studies found that 365 

clinicians value POCTs as an intervention to help reduce unnecessary antibiotic prescribing 366 

[18,19]. However, these studies asked about hypothetical, rather than actual, use.  367 

Research with clinicians who had used a CRP test found similar results to the present study, 368 

with clinicians reporting that the test was useful for reducing diagnostic uncertainty but that 369 

it needed to be simpler to use [5,20]. A more recent study found that UK clinicians were 370 

initially sceptical about the use of POCTs and experienced problems using them in practice, 371 

however over time these issues diminished [21]. A third study [22] identified that clinicians’ 372 

preferences for interventions changed after having experience in using the interventions. 373 

Clinicians initially favoured POCTs over communication skills however reversed their 374 

preference after trialling both. This result was similar to the current study with clinicians 375 

reporting that communication skills and patient booklet would be of value to more patients 376 

that the CRP test. It is important to recognise, however, that antibiotics are more likely to be 377 

prescribed in the face of clinical uncertainty which only the CRP test addresses [23,24,25]. 378 

Lastly, the results supported the quantitative evaluation of GRACE INTRO which indicated 379 

that clinicians perceived reducing prescribing as less risky following the intervention, and 380 

clinicians in the communication group reported increased confidence to reduce prescribing 381 
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[17].    382 

 383 

Previous qualitative work has also explored clinicians’ views of communication skills training 384 

as a way to promote prudent prescribing. The STAR study evaluated a multifaceted 385 

educational intervention delivered through both online and outreach visit training, and was 386 

centred on communication skills [26-16]. Clinicians reported that communication skills 387 

training gave them an additional insight into their patients’ agendas, which they felt would 388 

reduce future unnecessary consultations but required an initial investment of longer 389 

consultations. The current study found that only a minority of clinicians mentioned the 390 

advantage of the communication skills specifically and most concentrated on the benefits of 391 

the patient booklet. This is consistent with research done by Mc Dermott et al., which 392 

suggests that clinicians do not want education but instead a tool that will help them make 393 

correct decisions which can be implemented easily [27].  The STAR Study intervention did 394 

not incorporate the use of a specific interactive booklet. This may mean that the presence of 395 

a booklet overshadowed the communication skills for clinicians, or that they subconsciously 396 

used the communication skills while discussing the booklet with patients. Using (interactive) 397 

booklets in RTI consultations has shown to be effective at helping to reduce prescribing by 398 

clinicians and reducing intentions to consult by patients [6,28,29]. Our results are consistent 399 

with a qualitative evaluation of use of an interactive booklet in children in which use of the 400 

booklet was shown to increase clinician confidence in adopting a non-prescribing approach, 401 

and increased knowledge about the management of RTIs. [28] 402 

 403 

One limitation of this study is the use of six interviewers. Each interviewer followed the 404 

same interview guide but may have had differences in their interviewing style that may have 405 
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influenced participants’ responses. Researchers were satisfied that there were no significant 406 

differences between quality or length of interviews between interviewers after examining 407 

the data. In addition, study participants were invited from a pre-existing group of clinicians 408 

who had agreed to take part in the main trial. The trial required clinicians to undertake a 409 

number of tasks and lasted several weeks and therefore they had to be well motivated to 410 

participate and complete the trial. This may have led to clinicians giving more positive 411 

feedback and generally being more motivated to implement the interventions in their 412 

practice. We were encouraged to find that all participants in this study freely reported their 413 

negative views on aspects of the intervention indicating that they were comfortable 414 

critiquing the interventions and in providing suggestions for improvements.  415 

 416 

Despite these limitations, our study provides useful new information. While the CRP test was 417 

seen as a useful diagnostic tool, clinicians felt it could be easier to use.  Clinicians also had 418 

mixed feelings about whether or not the test would reduce re-consultations in the future. 419 

Recently, a long term evaluation of a previous trail showed that using CRP POCT does not 420 

lead to increased consultations for similar illnesses [30]. It is likely that the CRP test in its 421 

current form would be difficult for clinicians to implement, especially if working single-422 

handedly. However, a test, which is even quicker and simpler to use, would likely be well 423 

received. New test platforms allow CRP ascertainment in a single-step test procedure with 424 

an overall time of finger prick to test result in less than four minutes.  While CRP does not 425 

directly improve individual patient outcomes, it does protect patients from receiving 426 

unnecessary antibiotics including side effects, and thus investment will lead to improved 427 

antibiotic stewardship and reduced antibiotic resistance rates. Therefore, investing in a tool 428 

that has wider societal implications is also important.   429 
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 430 

Conclusion 431 

Interventions were seen as acceptable and useful to clinicians across all countries. The 432 

patient booklet helped to provide advice for patients and a structure for discussion in the 433 

consultation.  The CRP test decreased diagnostic uncertainty and supported non-prescription 434 

decisions. Interventions appeared to work by increasing clinicians’ confidence in making 435 

non-prescribing decisions and adjusting their expectations of how patients may react to non-436 

prescribing decisions. Interventions were also seen to improve clinicians’ knowledge about 437 

the management of acute RTIs. Addressing such determinants of behaviour change enabled 438 

interventions to be relevant for clinicians working across different contexts. 439 
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Table 1: An overview of the content of the web-based training for the intervention arm 562 
receiving both interventions. 563 
 564 
 565 
Module 1: General introduction 
(Seen by all three intervention arms) 

• Background to the problem of over-prescription of antibiotics regarding healthcare, 
patients, RTIs and clinicians. 

 
Module 2: Training in communication skills with use of a patient booklet.  
(Seen by two communication intervention arms only) 
 

• Description of the three key elements of an effective consultation (to gather 
information, exchange information and check information). 

• Clinicians provided with examples of questions to ask patients in the consultation. 
• Introduction of patient booklet. 
• Video clips showing example consultations between GPs and patients with clinicians 

using the communication skills and discussing the patient booklet. 
 
 
Module 3: Training in the use of a C-reactive protein (CRP) point of care test. 
(Seen by two CRP intervention arms only) 
 

• Introduction to the CRP test as a method to assist diagnosis of respiratory tract 
infections. 

• Training in how to use the test including instruction videos. 
• Explanation of how to interpret test results. 
• Instructions on how to incorporate a test into a consultation. 

 
  566 
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Table 2: The number of interviews carried out with clinicians across countries in each 567 

intervention arm of the GRACE INTRO trial.  568 

 569 

 Training in 

use of CRP 

test  

 

Training in 

communication 

skills and use of 

patient booklet 

Training in CRP 

test + 

communication 

skills and use of 

patient booklet 

Total 

England 3 3 4 10 

Wales 2 1 3  6 

Spain 4 5 6 15 

Belgium 4 4 3 11 

Netherlands 4 4 4 12 

Poland 4 4 4 12 

Total 21 21 24 66 

  570 
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Table 3: Mean age and years of clinical experience for clinicians by country. 571 

 572 

 573 

 574 

575 

 Age  

(mean, yrs) 

Practice experience 

(mean, yrs) 

Belgium 39.9 14.1 

England 51.6 20.7 

Netherlands 49.2 17.8 

Poland 44.8 18.8 

Spain 41.7 15.3 

Wales 48.2 16.0 

Total sample 45.4 17.0 



28 
 

Appendix 1: The interview schedule used with clinicians. 576 
 577 

Clinician Interview Schedule  578 
 579 

For all clinicians: 580 
 581 
1. Could you start by giving me your general impressions of taking part in the study?   582 

Prompts: 583 
a. How was the contact with the study team? 584 
b. Did the training meet your expectations? Could you explain why/why not? 585 
c. Were there any aspects of the study that you particularly liked? Could you explain 586 

why/why not? 587 
d. Were there any aspects of the study that you thought were problematic or did 588 

not work well? Could you explain why/why not? 589 
 590 

2. Did any part(s) of the training help you to increase your knowledge and/or skills during 591 
your consultations for LRTI/cough? 592 
 593 

For clinicians who had recieved CRP training: 594 
 595 
3. I’d now like to ask you a bit more about the CRP training and the use of the CRP test. 596 

Prompts: 597 
a. What were your impressions of the CRP online training? 598 
b. Did you complete the CRP online training? 599 
c. Did you find it helpful? Why/why not? 600 
d. Were there any sections that you found particularly helpful? 601 
e. Were there specific things in the training that you did not like or sections you 602 

would have liked removed? 603 
f. How did the training help you to use the CRP device and interpret the results? 604 
g. Were there any barriers to doing what we asked you to do, or to using the CRP 605 

test? 606 
h. Did the training help you to manage patients with cough/ LRTIs? 607 
i. Do you think there are any barriers to implementing the training? 608 
j. What was your experience with the length of the training? 609 

 610 
4. Did you use the CRP test as a tool within consultations or did somebody else within the 611 

practice do the test?   612 
Prompts: 613 

a. If you didn’t use the CRP test, can you tell me why you decided not to use it? 614 
b. If yes, can you tell me what it was like using it in the consultation? 615 

i. What worked well? What did not work well? How did it influence your 616 
consultation? 617 

c. How did you use the results of the test in your decision about whether to 618 
prescribe antibiotics or not? 619 

d. What do you think patients thought of the CRP test? 620 
 621 
 622 
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 623 
 624 
For clinicians who had received communication skills training: 625 
 626 
5. I’d now like to ask you a bit more about the communication skills training and the use of 627 

the patient booklet. 628 
Prompts: 629 

a. What were your impressions of the communication skills online training? 630 
b. Did you complete the communication skills online training? 631 
c. Did you find it helpful? Why/why not? 632 
d. Were there any sections that you found particularly helpful? 633 
e. Were there specific things in the training that you did not like or sections you 634 

would have liked removed? 635 
f. How did the training help you to use the patient booklet? 636 
g. Were there any barriers to doing what we asked you to do, or to using the 637 

booklet? 638 
h. Did the training help you to manage patients with cough/ LRTIs? 639 
i. Do you think there are any barriers to implementing the training? 640 
j. What was your experience with the length of the training? 641 

 642 
6. How did you use the booklet as a tool within consultations? 643 

a. If not used, can you tell me why you decided not to use it? 644 
b. If used, can you tell me what it was like using it in the consultation? 645 

i. What worked well? What did not work well? How did it influence your 646 
consultation? 647 

c. What do you think patients thought of the booklet? 648 
 649 

For clinicians who had recieved CRP and communication skills training: 650 
 651 
7. In what way have you used both interventions in your practice? 652 

a. Have you used them together or separately?  653 
b. What influences your choice in using one or both techniques? 654 
c. What are the advantages and disadvantages of using them together or 655 

separately? 656 
d. Have you got a preference for one or the other and why? 657 

 658 
For all clinicians: 659 
 660 
8. How has participating in the study changed your prescribing behaviour or the way you 661 

manage cough or LRTIs? 662 
 663 

9. How useful did you find the training and how easy was it to use in daily practice? 664 
 665 
10. How do you feel the intervention impacted on the doctor-patient relationship? 666 

 667 
11. Do you have any other comments or points you would like to make about managing 668 
cough or lower respiratory tract infections or taking part in the study as a whole? 669 


	Clinician Interview Schedule
	For all clinicians:

