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The West Hampshire Community 
Diabetes Service was established  
in 2010. The service replaced 
traditional hospital-based specialist 
clinics and relocated care in a 
community setting – GP surgeries 
and community hospitals. The 
service has received a number of 
national awards for its innovation 
and leadership.1,2 In 2015, the 
service was re-commissioned and 
remains one of the few services to 
undergo a complete commissioning 
cycle and successfully re-emerge. 
 This article outlines the broad 
economic, cultural and quality 
drivers that led to the changes that 
were made in West Hampshire (the 
‘WHY’), identifies the vital (often 
overlooked) link between leading 
change and developing new models 
of care (the ‘HOW’) and, finally, 
describes our service model and an 
evidence-based approach to service 
redesign (the ‘WHAT’).

This paper was originally presented at 
the 2016 Diabetes UK Annual Profes-
sional Conference as the Mary 
MacKinnon lecture. Mary sadly passed 
away in 2013 and the primary author 
is indebted to Ewen MacKinnon, 
Mary’s husband, for his encourage-
ment – particularly, Ewen’s suggestion 
that Mary would have wanted the 
presenter to ‘Be bold!’

Change is required: the WHY
Traditional hospital-based models 
of diabetes care have changed little 
since the inception of the NHS. 
There can be no doubt that housing 
specialist expertise under one roof 
leads to productive relationships 
with differing medical specialties, 
trainees and multidisciplinary staff. 
That this, in turn, leads to a robust 
culture of intellectual challenge, 
research and education is also  
worthy of recognition. 
 Diabetes and endocrinology 
have been co-associated for many 
years and it is interesting to reflect 
that the ratio of the caseloads of 
these two specialties must have 
changed dramatically. Numbers of 

type 2 diabetes patients have risen 
considerably in response to the 
global obesity epidemic, and at the 
same time there is a trend towards 
diagnosis of type 2 diabetes at a 
much earlier age. Diabetes, both 
types 1 and 2, are now long-term 
conditions that have a significant 
and lasting impact over a person’s 
lifetime – and we are living longer 
than ever before.
 There are three fundamental 
drivers – economic, cultural and 
quality drivers – which make a 
change in the way we deliver dia-
betes services both inevitable and 
long overdue.

Economic drivers
In 2002, the Wanless review3 out-
lined the likely need for investment 
in the NHS to the year 2022 and 
demonstrated that, even with a  
fully-engaged, hi-tech system, fund-
ing requirements were set to esca-
late dramatically (in the context of a 
multi-comorbid and ageing society). 
After the economic downturn in 
2008, the King’s Fund projected the 
likely funding gap to 2017.4 That 
these graphs appear to take a nose 
dive is no trick of the eye. The very 
real (and growing) funding crisis 
affecting NHS provider organisa-
tions is testament to the current 
challenges we are experiencing and 
are likely to experience for some 
time. We need to find a way to 
deliver more for less.

Cultural drivers
While society in 2016 bears little 
resemblance to the society of the 
1940s, the NHS has been slow to 
adapt to the pace of change. Health 
care professionals engaging in social 
media are still seen as entrepre-
neurs rather than the norm.5 Care 
planning (i.e. placing a patient’s 
goals at the heart of their health 
care) is patchy and often seen as 
time consuming.6 Psychological sup-
port for people with a life-long and 
life-changing medical condition 
such as diabetes is frequently seen as 
an unnecessary extravagance.7 
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Quality drivers: a toxic triad  
of stagnation, variation and 
complication
All NHS data sources point to  
rising complications in the face  
of stagnating outcome measures 
and often inexplicable variation 
between individual localities.8,9 
Our knowledge of the complexity 
of the underlying health system 
that generates these outcomes is 
often poor or piecemeal. There is 
no current mechanism for map-
ping differences in expertise, 
investment and staffing levels 
between providers, without which 
it is difficult to draw conclusions 
and compare best practice.

Making it happen: the HOW
As a community service, we have 
faced a number of challenges 
around service redesign. Initially, in 
2010 the service was tendered for 
five years (including two optional 
one-year extensions awarded at the 
discretion of commissioners). In 
2015, we set about meeting the chal-
lenge of re-commissioning the com-
munity service in West Hampshire.
 The commissioning process is 
complex and sometimes slow, as  
different commissioning priorities 
compete for attention from the CSU 
(Commissioning Support Unit). 
Under the 2012 reforms and AQP10 
(Any Qualified Provider), these bids 
are competitive and open to the 
wider market. Most NHS front-line 
staff who contribute to bid writing 
have not had formal training and 
may have little knowledge of the 
process. However, in our experi-
ence, this clinical expertise is a vital 
component of a coherent bid.
 During the tender period, in 
order to ensure fairness to all parties, 
formal channels of communication 
are provided. These record and 
respond to questions from potential 
providers which are anonymised. 
Neighbouring providers therefore 
become possible competition, which 
seems contrary to the creation of 
seamless care that patients desire 
and from which they benefit. We 
estimated that approximately 100 
hours of consultant time and 100 
hours of clinical manager time went 
into the development of our bid over 
the six-month period to January 
2015. Our vision for a re-tendered 

service came in no small part  
from the energy and support of the 
wider clinical team, who also juggled 
these demands with their business  
as usual.
 After successfully obtaining a 
new five-year contract, commencing 
April 2015, we reflected on why we 
had been successful when other, 
national well-recognised services 
have not managed to cross the  
hurdle of re-commissioning. 
 Perhaps unsurprisingly, letting 
go of old systems and replacing 
them with new ways of working has 
been likened to the stages of the 
grief model initially proposed by 
Kübler-Ross.11 Many of us can recog-
nise our own shock, denial, anger, 
depression, acceptance and final 
integration when faced with 
imposed change. The adoption of 
an innovation curve has been lik-
ened to a normal curve with outliers 
both front and back (innovators 
and laggards respectively)! 
 Nationally, we might reflect 
that service improvement in dia-
betes (or any medical specialty) 
seems to be personality dependent 
and that these personalities 
demonstrate vision, communica-
tion and influence. Such skills are 
vital in supporting teams to move 
through the stages of change and 
encouraging the adoption of new 
ideas. These skills are not rigid 
and are present to some degree  
in all of us. They directly affect  
our ability to lead. Leadership can 
be learnt.
 Our service has been fortunate 
to have access to an award-winning, 
trust-wide programme of leadership 
development.12 Our senior team 
leaders (diabetes specialist nurses, 
consultants and a dietitian) were 
each given access to an eight-day 
leadership programme. By identify-
ing four underlying themes – 
Working together; Integration; 
Innovation; and Releasing ambition 
– we are able to change behaviour 
and develop a culture that embraces  
service improvement. 

 Working together as a team and 
gaining a sense of self-awareness 
and the relative strengths of other 
team members meant that we were 
able to work cohesively as a team 
during the bid process.
 Early on in the re-tendering pro-
cess we identified the need for a 
shared vision across the team. This 
exercise identified some areas where 
the team was conflicted about the 
overall sense of direction and it was 
useful to expose these and avoid 
internal conflict. We used the 
method of Simon Sinek13 to under-
stand why we work in a community 
diabetes team, and we deliberately 
decided to communicate this vision 
to our stakeholders, rather than 
what we do. Identifying our desire 
to give patients access to excellent 
skills and knowledge, help patients 
achieve individualised targets and 
support patient activation has given 
team members permission to be 
creative and innovate using their 
own ideas.
 We understand that, for many, 
this level of reflection and team 
working may be seen as an indul-
gence. However, our experience 
supports industry research that 
these interventions improve effi-
ciency, provide innovative solutions 
to difficult problems and attract/ 
retain the best talent.
 Many health care professionals 
will remain unpersuaded by these 
arguments, and it is worth exploring 
some of this reasoning. We have 
heard three common blocks: ‘I 
don’t need leadership development, 
I just do it’; ‘We are overwhelmed 
and we don’t have time’; and ‘They 
won’t let us.’ 
 These statements reveal much 
about self-awareness, personal own-
ership and organisational culture. 
All three issues are readily mirrored 
in real-world examples of the bene-
fits of culture change in health and 
industry. Patrick Lencioni’s book 
‘Five dysfunctions of a team’14 identi-
fies five factors responsible for poor 
team dynamics (inattention of 
results, avoidance of accountability, 
lack of commitment, fear of conflict 
and absence of trust) that we can all 
identify in the many health care  
settings in which we have previously 
(or currently) worked. In this respect, 
we have reflected that perhaps the 

However beautiful the strategy, you 
should occasionally look at the results

Winston Churchill

Culture eats strategy for breakfast
Peter Drucker

“
“

“ “
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failure to progress diabetes outcomes 
nationally may, in part, be due to 
dysfunctional team dynamics, rather 
than simply just a lack of resource. 
Certainly, teams requesting invest-
ment, or competing for bids, are well 
placed to demonstrate their ability to 
lead effectively.

Evidence-based service 
redesign: the WHAT
Service redesign is not always well 
understood by front-line clinical staff. 
A lack of knowledge of the importance 
of stakeholder engagement, influenc-
ing skills and evidence-based improve-
ment methodology can create a  
paradox in which expert clinicians 
with exemplar clinical skills and aca-
demic knowledge may struggle to put 
into place practical strategies that 
improve care delivery.
 West Hampshire Clinical Comm-
issioning Group (CCG)15 is a large 
CCG in the south of England that 
encompasses two acute trusts and a 
mix of rural and urban geographies. 
The wholescale relocation of clinical 
care, patient education (type 1 and 
type 2) and health care practitioner 
education (e.g. injectables training) 
into a community setting was  
prompted by a desire to shift local  
diabetes pathways closer to patients 
and primary care and build a culture 
of patient empowerment.
 Our challenges in the first years 
of service were significant but mainly 
predictable. IT was a significant hur-
dle that was under-recognised at the 
start of our project. The local CCG 
supported the new community ser-
vice with a Locally Enhanced Service 
payment at local practices (an LES). 
This included the option of signing 
up to level one (engagement with 
local priorities) or level two (inject-
able initiation). 
 Our service is managed with a 
block contract and has not increased 
with a rising incidence of diabetes. 
This immediately shifts the focus of 
the community diabetes service to 
manage the wider diabetes care 
delivery system. In order to stand any 
chance of operating effectively, the 
service relies on its ability to empower 
patients and primary care staff effec-
tively. The ability to engage the whole 
diabetes community has been key 
and we have looked to assess this  
by mapping the outcomes of local 

surgeries against their sign up to the 
LES. We can demonstrate a differ-
ence in clinical outcomes according 
to ‘how engaged’ surgeries are (indi-
rectly measured by zero, partial or 
complete LES sign up, i.e. LES 0, 
LES 1 and LES 2 respectively).
 The West Hampshire model 
takes into account the need for sus-
tainability across the wider system, 
especially within primary care. We 
believe our approach is particularly 
effective in a setting which incorpo-
rates multiple acute providers, such 
as ours, and helped reduce inequity 
in provision across our locality 
where care was previously delivered 
in two acute trusts.
 Measures of service redesign 
are fraught with difficulty. The 
temptation to claim success for 
metrics which are influenced by 
multiple (some uncounted) inter-
ventions is a risk.
 Key clinical outcomes of the 
measures we undertook are summa-
rised in Box 1.

Practice makes perfect:  
a primary care tool kit
A key component of our re-commis-
sioned strategy has been the devel-
opment of a practice tool kit: 
‘Practice Makes Perfect’. Each prac-
tice is offered a visit to review their 
practice level data and is encour-
aged to identify areas they wish to 
improve. Importantly, our visiting 
consultant and diabetes nurse listen 
to the surgery team and offer 
bespoke support for clinical and 
educational requirements. In this 
way, we can wrap support around 

the practice and respond to the var-
iability that we know exists. We do 
not police local outcomes, but cele-
brate local success and share best 
practice where possible. Each sur-
gery generates a ‘Diabetes Action 
Plan’ which they own. Uniquely, we 
have asked that surgeries hold us to 
account for our ability to support 
them in achieving their desired  
clinical outcomes.
 The tool kit is a folder contain-
ing local pathways, tools such as 
Diabetes UK’s Information Prescrip-
tions, the local formulary, and a 
prospectus of education for patients 
and health care practitioners. Much 
of this information is also available 
as an app which can be accessed 
through separate portals for patients 
and health care practitioners.

Chatty plan: a different  
conversation
Included in the folder is our ‘Chatty 
Plan’ care plan which encourages 
all health care professionals looking 
after people with diabetes to think 
about how we help patients achieve 
their personal targets. We have  
distilled the complex nine key care 
processes to four key areas for 
discussion:
• Understanding glucose.
• Keeping well.
• Preventing complications.
• Feeling supported.

A 7--minute educational DVD sup-
ports the care plan. Currently, we 
are devising motivational interview-
ing training based on this template. 
In this way we hope patients will be 

Key clinical outcomes

•  We have demonstrated that practice engagement with a new model of diabetes care is 
associated with less exemption reporting (HbA1c, BP and cholesterol), statistically higher 
HbA1c and cholesterol measures and a reduction in contacts with specialist consultant time

•  Between 2012 and 2015 we have reduced admissions for diabetic ketoacidosis (43% 
reduction) and amputations (56% reduction). These are significant reductions and compare 
very favourably with reported Super Six outcomes

•  Participation in the National Diabetes Audit is high at 88%, validating our local data
•  Patient experience is high quality – 97% of our service users would recommend our 

services to friends and family
•  Services cost less per head of the diabetes population – an initial 30% reduction compared 

with tariff in 2010 which has fallen further as the diabetes population has grown from 
17 500 in 2008 to 22 500 in 2015 (a 28% increase in the diabetes register over seven 
years). Unlike a tariff-based system of payment, a fixed block contract does not increase in 
response to demand

Box 1. Key clinical outcomes of service redesign at West Hampshire
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better oriented in their conversa-
tions with health care professionals 
and start to find some consistency  
in approach, regardless of where 
patients are in their care pathway.
 Patient engagement has been 
key to our success. Patients have 
been consulted at all stages of ser-
vice development. We have sup-
ported the development of ‘Sugar 
Buddies’, an award-winning peer 
support programme. Annually, we 
hold very popular type 1 and type 2 
conferences. Awareness of the 
patient and health care professional 
conferences is also triggered within 
our app as a push to notification.

Thinking ahead: next steps and 
new models of care
The Five Year Forward View16 set the 
scene for national vanguards which 
would trial newer models of care 
delivery. An example of this would 
include the ‘Better local care van-
guard in South Hampshire’17 which 
is following a multi-clinical specialty 
provider (MCP) model,18 but other 
vanguards have responded in differ-
ent ways, according to their unique 
setting and the surrounding commu-
nities of care. Examples include 
PACS (primary acute care systems)19 
and the nursing homes partnership 
projects.20 The vanguards are united 
by a desire to align objectives, inte-
grate care and deliver real improve-
ments in the quality of patient care. 
 Key themes have emerged which 
include: (1) Prevention of disease; 
(2) Increased primary care capacity; 
(3) Patient activation and self-care; 
and (4) Delayering specialist care.
 It is this last theme that opens up 
an important opportunity for special-
ist consultants, but also a number of 
direct challenges to the historical 
way in which specialist care is cur-
rently delivered.

Changing the rules of thumb: 
heuristics of care delivery
The current structure of specialist 
care has changed little since Aneurin 
Bevan’s inception of the NHS21 (and 
perhaps some time before). Specialist 
care is restricted through the cost of 
both care delivery and expertise. This 
restriction is also frequently extended 
to the site in which care is delivered. 
 Specialist services often comprise 
both inpatient and outpatient care. 

This has enabled specialist consult-
ants to contribute to the wider provi-
sion of care within an acute trust, 
namely the acute take. This added 
dimension – the ability to deliver 
both specialist and more generalist 
medicine – has been highly prized by 
specialists and preserved consistently, 
despite the introduction of a ‘new’ 
specialty – acute medicine. Hospital 
medicine has been seen by specialists 
as a safe contract and career, highly 
prized and competitive to access. 
The links with research, education 
and senior managerial positions 
should not be underestimated. Many 
of these opportunities have been 
almost intrinsically linked to the 
employing institution. The defini-
tion of the specialist therefore also 
defines the role of the non-specialist 

or general practitioner. The desire to 
alter the divide between specialist 
and generalist led, in part, to the 
2010 reforms.
 Setting this aside, we have identi-
fied three heuristics (rules of 
thumb) that may perpetuate some 
decision making between specialist 
and primary care. These relate to: 
specialist time; specialist knowledge; 
and specialist leadership. These ‘rules 
of thumb’ may influence the culture 
of care delivery and, in turn, the 
behaviours of health care profes-
sionals. (See Figure 1 for examples 
of time, knowledge and leadership 
heuristics.)

Time heuristic. Specialist time is cer-
tainly limited. Indeed, all resources 
are finite. However, changing the 

Figure 1. Examples of time, knowledge and leadership heuristics

Time heuristic

Influencing others and managing 
systems is an effective use of my time

Culture

I use my time to reach out to others

Behaviour

Knowledge heuristic

I spread my knowledge to a 
diaspora of specialists

Culture

I release my knowledge

Leadership heuristic

Behaviour

I collaborate with others across 
organisations

Culture

I am responsible for managing a 
pooled collective resource

Behaviour

I lead a specialist team in my 
organisation

I am responsible for excellent results 
in my unit

I am a guardian of specialist 
knowledge

I retain specialist knowledge

My time is limited to those with 
greatest need

My time is restricted and expensive
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culture to one in which a specialist’s 
role is to use part of their time allow-
ance to influence others and manage 
wider systems may alter behaviour 
from introspection to effective exter-
nal engagement.

Knowledge heuristic. Changing a 
culture which promotes retention of 
specialist knowledge to one that 
promotes a wider knowledge ‘econ-
omy’ may alter specialist behaviour 
in a way that releases knowledge 
(and trust) to a network of inter-
ested parties, who in turn release 
their skills and knowledge to 
patients, so improving access and 
reducing inequity.

Leadership heuristic. Specialists, 
committed to their work and career 
development, are capable of deliver-
ing strong leadership. Currently, 
that leadership is all too often  
limited to one unit or institution. In 
order to work effectively with others 
and thereby deliver farther reaching 
influence, specialists would benefit 
from a collaborative approach 
across boundaries, ultimately ensur-
ing the effective management of 
shared (limited) resources.

Summary
The pace of change in the delivery of 
health care will accelerate over the 
coming years. Specialist consultants 
must remain at the forefront of 
reforms. The largest challenge  

facing diabetes care (specialist and 
generalist) comes from the need to 
redefine the current paradigms of 
care in a bid to change outdated  
culture. A determined, resourceful 
and innovative group of specialist 
professionals, equipped for the chal-
lenges ahead, would expedite this 
journey and work effectively in part-
nership with primary care colleagues. 
In order for this to happen, the  
challenges must become personal.

References
1. Quality in Care programme: Best primary and/or  

community initiative award 2013. Available at: www.
qualityincare.org/awards/diabetes/qic_diabetes_
results/qic_diabetes_2013_results/best_primary_
andor_community_initiative [accessed June 2016].

2. The BMJ awards 2014. Diabetes team of the year  
runner up. Available at: http://thebmjawards.bmj. 
com/BMJ/media/uploaded/EVBMJ/event_104/ 
Winners%20brochure%20Final%20-%20low%20 
res%20(1).pdf [accessed June 2016].

3. Wanless D. Securing our future health: Taking a  
long-term view – The Wanless Review. 2002. 
Available at: http://webarchive.nationalarchives. 
gov.uk/+/http:/www.hm-treasury.gov.uk/consult_ 
wanless_index.htm [accessed June 2016].

4. The King’s Fund. How cold will it be? Prospects for 
NHS funding: 2011–17. 2009. Available at: https:// 
www.kingsfund.org.uk/sites/files/kf/How-Cold- 
Will-It-Be-Prospects-NHS-funding-2011-2017- 
John-Appleby-Roweena%20Crawford-Carl- 
Emmerson-The-K ings-Fund-Ju ly -2009.pdf 
[accessed June 2016].

5. The Guardian. How NHS organisations should use  
social media. December 2014. Available at: www.the 
guardian.com/healthcare-network/2014/dec/18/ 
how-nhs-organisations-should-use-social-media 
[accessed June 2016].

6. Ware L. Personalised care planning for adults with 
chronic or long-term health conditions. 2015. 
Available at: www.evidentlycochrane.net/personal 
ised-care-planning-for-adults-with-chronic-or-long- 
term-health-conditions/ [accessed June 2016].

7. Price H, et al. Developing best practice tariffs for  
diabetic ketoacidosis and hypoglycaemia. Pract 
Diabetes 2013;30(1):6–8.

8. Public Health England. Healthier Lives: Diabetes. 
Available at: http://healthierlives.phe.org.uk/ 
[accessed June 2016].

9. Health and Social Care Information Centre. National 
Diabetes Audits. Available at: www.hscic.gov.uk/ 
nda [accessed June 2016].

10. Society of Radiographers. Any Qualified Provider 
AQP/New NHS Structure (England). Available at: 
www.sor.org/career-progression/managers/ 
any-qualified-provider [accessed June 2016].

11. Kübler-Ross E. On grief and grieving: finding the 
meaning of grief through the five stages of loss. 
Simon & Schuster, 2005.

12. Guardian Healthcare Awards 2013. Winner for 
Leadership Innovation Award. Available at: www.
theguardian.com/healthcare-network/2013/oct/25/ 
southern-health-foundation-trust-leadership- 
award-winner [accessed June 2016].

13. Sinek S. Start with why – TED Talk Short Edited. 
Available at: https://www.youtube.com/watch?v=I 
PYeCltXpxw&noredirect=1 [accessed June 2016].

14. Lencioni P. The five dysfunctions of a team. Jossey-
Bass, 2002.

15. West Hampshire CCG. Available at: www. 
westhampshireccg.nhs.uk/ [accessed June 2016].

16. NHS England. The NHS Five Year Forward View. 
Available at: https://www.england.nhs.uk/ourwork/ 
futurenhs/nhs-five-year-forward-view-web-version/ 
5yfv-exec-sum/ [accessed June 2016].

17. Better local care vanguard in South Hampshire. 
Available at: www.betterlocalcare.org.uk/# [accessed 
June 2016].

18. The King’s Fund. Multi-specialty community provid-
ers. Available at: www.kingsfund.org.uk/projects/ 
nhs-five-year-forward-view/multi-speciality- 
community-providers [accessed June 2016].

19. The King’s Fund. Primary and acute care systems. 
Available at: www.kingsfund.org.uk/projects/nhs- 
five-year-forward-view/primary-acute-care- 
systems [accessed June 2016].

20. The King’s Fund. Enhancing health care in care homes: 
integration in practice. Available at: www.kings 
fund.org.uk/blog/2015/05/enhancing-health-care- 
care-homes-integration-practice [accessed June 2016].

21. National Health Service Act 1946. Available at:  
www.legislation.gov.uk/ukpga/Geo6/9-10/81/ 
enacted [accessed June 2016].

Call for diabetes 
vignettes

Do you have an interesting clinical diabetes case that could  
be written up as a short story in Practical Diabetes?  
Diabetes vignettes should contain a case history and discussion 
of the implications for practice; articles should be a maximum of 
800 words.  

We welcome submissions from the whole multidisciplinary 
team; for further information please email the Managing Editor, 
Helen Tupsy: email htupsy@wiley.com.


