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The new NHS and diabetes care
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Abstract
The National Health Service (NHS) is under unprecedented
pressures created by the increasing healthcare demands of
a rapidly ageing population and the unsustainable cost of
providing care in the traditional hospital-centred model.
These pressures manifest themselves financially, but also in
adverse clinical outcomes and patient experiences. Transfor-
mative changes are required, not only for system survival
but, also, to create a system fit for purpose in the rapidly
changing socio-political environment. The responsibility for
re-engineering NHS services is placed on 211 Clinical Com-
missioning Groups using competitive tendering as the lever
for change. The presumption is that competition will drive
increased quality and reduced cost by promoting efficiency
and innovation. High value has been placed on patient-
centred integrated care and partnership working. The issues
in diabetes care mirror the broader NHS. This review
describes key features for an alternative model of care for
diabetes, which takes advantage of the current priorities and
initiatives in the new NHS.  “Innovative” changes are rarely
without problems and challenges and these “Wicked Issues”
are identified and potential solutions discussed. The time is
right to consider transformative changes that can improve
patient care and develop, improve and protect the specialty
of diabetes.
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Introduction
Despite an annual budget in 2012/2013 of over £100 billion,1

the NHS is facing some of the biggest challenges in its history
with a particular focus on the quality of care and financial sus-
tainability.2-4 The architects of this dilemma are listed in Table 1.
It is regularly stated that the solution to these issues requires
fundamental changes in how we approach and deliver health-
care.5 These “fundamental” changes in healthcare need to be made in the face of increasing austerity. The challenge is to main-

tain or improve quality while reducing cost.6,7

The Department of Health has suggested that £20 million
needs to be removed from the recurrent costs of the NHS over
the next 3 years.7 In addition, the NHS needs to make 3-5% cost
improvements annually which, over the next 5 years, amounts
to a further reduction of 15-25% of current budgets.8 Further-
more, acute providers face a further 2-5% reduction in income
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Abbreviations and acronyms

AHSN Academic Health Science Network
AQP any qualified provider
BCF Better Care Fund
CCG Clinical Commissioning Group
FT Foundation Trusts
GP General Practitioner
HCP health care professional
LAT local area team
NaDIA National Inpatient Diabetes Audit
NHS National Health Service
PPM Primary Provider Model
QIPP Quality, Innovation, Prevention, Productivity
QOF Quality and Outcomes Framework
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Table 1 Drivers of the NHS crisis.    

• A rapidly ageing population, with increasing frailty and dependence
on healthcare

• Increasing prevalence of long term conditions (LTC) e.g. diabetes,
which are associated with increased morbidity and comorbidity

• Rapid rises in the prevalence of dementia with implications for long
term care.

• Rapid rises in obesity with implications for long term health via 
increased rates of cancer, cardiovascular disease and diabetes

• Over dependence on a model of care that centres on acute hospital
delivered care. This is increasingly viewed as highly costly and in
some situations, particularly in the elderly and LTC, may be 
inappropriate.

• Medical advances which include investigations, procedures and
treatment which, although designed to improve outcome, have
high acquisition costs and often, at least at the point of initiation,
unproven, and unquantified impact on outcome and costs.

• Increased demand for care often based on a requirement for 
general and holistic care.

• An increased emphasis on the technical and governance aspects of
nursing, reducing direct patient care

• The increased specialisation of hospital doctors, leading to a lack of
a general and holistic view of patients’ problems, thereby increasing
the doctor-to-doctor referral rate which impacts on the continuity
of care and patient-centred care.

• A reduction in the continuity and expertise of  care  in primary care
leading to a crisis management model of care which increases
acute referrals to hospital. 
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as the BCF ring fences £3.6 billion nationally to drive the devel-
opment of integrated health and social care services.9

This process of reducing baseline funding has been termed
the QIPP initiative.7 It is argued that savings can be generated by
increasing Productivity (P), the Prevention of spend (P) (avoiding
waste) and the rapid harnessing and assimilation of Innovation
(I). Quality (Q) defines the NHS imperative that the increased
focus on financial sustainability cannot be at the expense of any
element of the quality paradigm (outcomes, safety and experi-
ence). It is argued that through innovation and efficiently deliv-
ered care, there will be improved outcome and, ultimately,
reduced costs.

The creation of a competitive system fuelled by choice has
been a long term NHS strategy. It was argued that the creation
of FTs (sovereign, clinically led membership organisations) which
were empowered to innovate and generate financial surplus
would drive system changes, service improvements and cost ef-
fective, high quality care.10 However, the isolated empower-
ment of acute providers has not created the collaborative
environment, now recognised as essential to generate whole sys-
tem improvements. Indeed, the creation of sovereign organisa-
tions within a competitive landscape has increased the potential
for protectionism and vested self-interest. This has been fuelled
by fixed-tariff reimbursement, clinical up-coding and by the per-
verse incentives generated by payment by results.11 The creation
of FTs has even failed to deliver the expected improvement of
quality of care in the acute providers. Indeed, the pressure of de-
livering financial targets has been stated as the reason that some
FTs have been the poorest performing Trusts in the country.12

It is now widely recognised that changing the healthcare dy-
namic requires transformational system re-engineering. The ral-
lying call is for dramatic and truly innovative interventions to
change the configuration, function and culture of the whole
NHS.5,13 The focus is now on integrated care (community, pri-
mary, secondary and social care),14 honouring “Parity of Esteem”
(mental health on an equal standing to physical health)15 and a
comprehensive, patient centred care system which is financially
sustainable and committed to improving the NHS key clinical
outcomes (Table 2).16,17

Since 2013, the power and responsibility to effect system
change has moved from the Department of Health, acting via
12 strategic health authorities and 60 Primary Care Trusts, to
211 CCGs.18 CCGs are locality based, membership organisations,
led by local GPs and are responsible to the local population for
commissioning, and overseeing care delivered from secondary
and community care and independent providers. Nationally,
CCGs have budgets totalling £89 billion and have been tasked
with changing the shape of healthcare by subjecting existing
contracts to competitive tender, open to a range of providers;
the AQP initiative. 

AQP is designed to encourage providers to develop original
and collaborative solutions to ensure cost effective, high quality
care characterised by high levels of patient involvement designed
to improve patient outcomes and experience.19,20

The objective is that the NHS will be re-engineered by pa-

tients and primary care physicians, who have a working experi-
ence of the whole healthcare system.21 It should be noted that,
although CCGs hold the budget for provider services, NHS Eng-
land currently retains the budgets and overseeing role of primary
care (£18 billion) and specialist services (£18 billion), as well as
public health.18 This function is discharged for NHS England via
regional LATS. The LATS also provide some guidance, support
and oversight to the CCGs within their region. The potential to
influence primary care services is a major challenge to, and a po-
tential conflict of, interests for CCGs. 

There is a recent move for NHS England to divest some of
the responsibilities for primary care to CCGs in an initiative called
“co-commissioning”. Although this has been broadly welcomed,
the exact details of what this will look like, and how it will ad-
dress the possible issues surrounding conflicts of interest have
yet to be fully resolved.22,23

Currently the major financial issue, and the focus of attention
for many CCGs is the overspend on emergency care in the acute
providers.24

Partnership and integration
The creation of 15 AHSNs across the country was an NHS initia-
tive that recognised that true innovation requires inputs from
diverse partnership, with a mechanism for the rapid and wide-
spread implementation of ideas into active clinical practice.
AHSN seeks to bring together University, NHS and commercial
interests in order to accelerate the introduction of useful inter-
ventions in healthcare.25

The Government have also challenged the NHS to exploit po-
tential, more difficult partnerships, particularly with big pharma
or independent providers.  One such partnership is the i3-Dia-
betes programme which is an alliance between an academic
health science network and a pharma company, based on part-
nership working. These partnerships have been historically diffi-
cult, and although the pursuit of such partnerships is seen as
potentially offering major benefits, the process and mechanism
for such discussions, outside the AHSN, is ill defined, and little
real progress has been made.26,27

The commitment to create joint working, particularly be-
tween social and health care, has been given momentum by the
creation of the BCF.9
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Table 2 NHS outcome domains and key objectives    

Domains Objectives

Reduce avoidable mortality Reduce avoidable mortality for people 
<75yrs old

Improve care in long term Reduce avoidable admissions
conditions

Improve outcome from Reduce avoidable length of stay
acute illness Increase independence on discharge

Improve patient experience Improve experience of inpatients
Improve experience of outpatients

Improve safety Reduce avoidable inpatient deaths
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The BCF draws monies from health and social care to create
a national fund of £3.8 billion with explicit objectives to:
• Reduce unscheduled admission rates by 15%
• Increase scheduled care productivity by 20%
• Improve outcomes for existing activity
by:
• Improved coordinated care
• Reduced reliance on institutional care
• Focus on prevention and support in the community
• True 7 day working 

£1.1 billion of this fund will be held back and only released
when CCGs can demonstrate that initiatives are achieving their
objectives.28

The explicit objective of this strategy is to reduce the influ-
ence of the acute providers in favour of a community based serv-
ice formed by the willing partnership of existing providers, or the
redesign of models of care with new providers.29 BCF initiatives
will be sanctioned by local Health and Wellbeing boards and are
an indicator of the growing importance of local government,
and the public, in agreeing the health and social care agenda.30

Diabetes care and the new NHS
It can be argued that diabetes care is an allegory for the NHS.
The provision of diabetes care in the UK has been subject to crit-
ical review.   

In 2012/2013 the National Audit report suggested that there
were 24,000 avoidable deaths in patients with diabetes, and
84% of all patients with diabetes were at risk of developing
complications due to suboptimal glycaemic control (against the
national HbA1C target of 6.5%).31 All of the national targets set
out in the Diabetes National Service Framework 10 year plan had
been missed. The rates of retinopathy, renal disease and ampu-
tation, rather than going down as per plan, have increased by
118%, 56%, 26% respectively.32 There is also a fivefold variation
in clinical outcomes across the country, a position described by
Diabetes UK as a postcode lottery of care.33

It has been argued that diabetes care is fragmented across
healthcare boundaries, with no clear lines of responsibility for the
patient across a care pathway which was confusing and ill de-
fined.34 These failings may offer an explanation for the disap-
pointing clinical outcomes in diabetes care. Despite the UK HbA1C

target of 6.5-7.5%, statistics suggest that over 60% of patients
with diabetes have an HbA1C of >8%, while 20% of patients
have an HbA1C >9% and 12% have an HbA1C >10%.35

Furthermore, despite the emphasis on the instigation of early
treatment to exploit “the glycaemic window of opportunity”,
most patients with diabetes are on inadequate therapy for many
years before their treatment is escalated. When patients with
type 2 diabetes are started on insulin they have often had sub-
optimally controlled diabetes for more than 10 years with HbA1C

>9%,36 and are outside the “window of opportunity”. At this
stage patients may not actually benefit from intensified gly-
caemic control.37

The “damning” conclusion of the National Audit Office was
that diabetes care in the UK was provided in a fragmented

process, with no one taking overall responsibility for the care
pathway, a process which provided unacceptable outcomes and
did not represent good value for money.34 This has to be seen as
an immediate call to arms.

Current costs of diabetes care
The annual costs of providing direct diabetes clinical care is esti-
mated at £10 billion per annum or £1 million every hour.31,38 Of
this budget 80% is spent on the complications of diabetes, while
less than 20% is spent on the early stages of the condition,
when the impact of glycaemic control on the incidence of com-
plications may be most effective.39

It is often quoted that spend on diabetes treatments ac-
counts for 10% of the NHS drug budget. However, this accounts
for less than 7% of the total spend on diabetes which is, in fact,
dominated by the cost of treating late stage complications.39, 40

Costs of diabetes care are projected to double by 2030 in line
with the increasing prevalence of the condition.41

Diabetes care, like the NHS, needs a fundamental redesign.
The current system of diabetes care is based on a medical model
which is HCP centred, based on individual face-to-face consul-
tations, with directed care often protocol driven. Specialist care,
when accessed, is exclusively hosted in a hospital setting. The
model is costly and ineffective, failing to deliver patient focused
care, improved clinical outcomes or improved patient experience. 

Possible immediate solutions to the problems of 
diabetes
To mitigate the problems of diabetes a new model of care needs
to address three distinct areas: 
1. An efficient and clearly defined “integrated” care pathway

which is patient focused and encompasses the total patient
journey, irrespective of where care is provided (home, com-
munity or hospital)

2. The effective use of therapies providing appropriate and cost
effective interventions, providing patients with specific care
to improve clinical outcomes and clearly demonstrating
VALUE to the patient and the local health economy.

3. The prevention of diabetes by the instigation of a clear public
health campaign.
The rest of this review discusses the development of an inte-

grated care pathway, but this in no way diminishes the impor-
tance of the other objectives. 

Past experiences  
There have been attempts to develop and improve diabetes serv-
ices in the past,42,43 most of which have been initiated by the
acute provider and are incremental improvements in local sys-
tems, often driven by strong, committed local personalities. Al-
though these provide incremental improvements and address
some of the recognised issues and problems, none have been
transformational enough to effect the major changes that are
now required. 

The lack of progress may reflect a number of influences,
listed in Table 3.
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It is clear that local defined solutions are unlikely to produce
a definitive “generic” solution to the problems of diabetes care.

There is a requirement to think about the organisation and
process requirements of an alternative, modern model of care
that is fit for purpose, and can exploit the opportunities gener-
ated by the current changing healthcare landscape. These
changes need to be transformative, creating a model that can
be applied across the country at pace and scale.

The next section in this paper attempts to present some
thoughts about how transformative change might be made.
These thoughts are the first steps in considering the design of a
new diabetes healthcare model and are intended to fuel a de-
bate that can generate a detailed definitive model.

Primary provider/integrated healthcare models and 
diabetes 
The recent circulation of a Diabetes Commissioning Framework
(unpublished: NHS England) is an important step in trying to pro-
vide a national template for diabetes care. 

The document is well written but describes a model of best
practice which sees distinct functions based on historical struc-
tures (primary, community and secondary care). This seems to
be a more definitive re-statement of how diabetes services
should be delivered in the old NHS landscape. A more transfor-
mational model needs to be firmly based on the delivery of in-
tegrated, holistic care where the responsibility and governance
for the whole clinical pathway is much more explicitly defined.

The primary provider/integrated healthcare models are more
radical ways of thinking about clinical service provision. These
models, such as Kaiser Permanente in the USA and managed
care networks in the UK, look to create a single “organisation”
entity that is responsible for the delivery of care across a whole
clinical pathway.44 The classical boundaries between primary,
community, secondary and tertiary care are lost in favour of an
organisation which ideally would encompass all these aspects of
care delivered by clinical staff who are employed by, and have a
vested interest in, the organisation. The organisation is created
with clear operational objectives, clear lines of responsibility, an
overriding process of governance and accountability and a clear
culture and behavioural value set.45,46

The Derby model is closely aligned to a PPM. It has created a

“not for profit” organisation which delivers community diabetes
care. It has “partners” in both secondary and primary care, and
has a clear process for patient flow, performance management
and clinical governance.47 The model does not however control
the whole of the clinical pathway. Some aspects of primary care
and pre-specified aspects of secondary care are exempt from the
model. Secondary, in-patient care is also outside the service spec-
ification. Although the service does control elements of the dia-
betes budget (community budget), it does not control the
secondary care diabetes budget or aspects of the primary care
spend. Furthermore there is no single, attributed responsibility
for the whole of the clinical pathway (King, personal communi-
cation). Although the Derby service has been very successful and
received many commendations for its innovative approach, it has
recently been forced into a full competitive retendering process,
which is currently in progress, with its CGG. 

Others have also been exploring the development of an in-
tegrated healthcare/prime provider model, Royal Wolverhamp-
ton NHS Trust  (Singh, personal communication) and West
Hampshire community diabetes service (Fayer, personal commu-
nication) and thinking about the key attributes of a fully inte-
grated diabetes healthcare model and the problems with
operating a highly complex organisation using a dispersed lead-
ership structure.48

There is general agreement that the key fundamental points
include: seamless integration with a single patient pathway, an
overreaching governance and performance monitoring process,
clear allocated accountability and responsibility for the whole
“organisation”, and full financial control, to allow the appropri-
ate allocation of resources.  There must be deliverables (objec-
tives) and performance targets. The importance of creating a
value based organisation with strong leadership and a defined
culture and behaviours is also recognised as being fundamentally
important.48

Patients need to be closely involved in the design and moni-
toring of the service, with clear facilities for consultation about
change and process for review on ongoing performance is es-
sential.  The possibility of creating a membership organisation
such as John Lewis or FTs where staff and consumers are encour-
aged to be part of the organisation need to be considered.48,49,50

The idealised key fundamentals of such an organisation are sum-
marised in Table 4.

This organisation may be structurally real (a company) or may
be a “virtual” entity (network). It may be formed by a number of
different groups, summarised in Table 5.  This is not an exhaustive
list but is recorded to illustrate the possibilities and to stress that in
a commercial, competitive situation there will be interests both from
established commercial organisations and entrepreneurial individ-
uals in bidding to provide diabetes services. 

The position of GPs as acute providers for diabetes has been
confused by the potential “conflict of interest” generated by the
relationship of CCGs (composed of GPs) being the commission-
ers of services provided by GPs. However, the move of NHS Eng-
land to create a platform for the CCGs to be involved in the
commission (and performance management) of primary care
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Table 3 Failure to effect radical solutions     

• Restricted spheres of influence over individuals which have been 
insufficient to generate system change 

• Historical loyalties, including the position of contracts.
• The belief that each locality requires a unique solution dictated by

local needs and preferences
• The drive, particularly in FT organisation, to make a profit and 

sustain the Payment by Results model of care. This creates a 
perverse incentive to resist, and indeed block initiatives for change

• The motivation, and incentive to effect radical change in a complex,
and unreceptive healthcare environment. Recognising that the
“core elements” of the solution are common and shared and could
be mirrored and adopted

• True understanding of the potential benefits of alternative models
of care for long term conditions
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(co-commissioning) may be  a signal that there is an appetite for
creating a process that circumvents “conflicts of interests” and
allows the closer management, and potential further involve-
ment, of primary care as service providers. 

At face value there seem to be exciting possibilities for alter-
native models of care for diabetes. However, one of the reasons
they do not already exist is that there are very real potential prob-
lems with effecting this, or any, change. These problems must
be acknowledged and our challenge is to confront and over-
come these issues before true transformational change can take
place. These are difficult and fundamental issues which have (sin-
gularly or collectively) the potential to prevent true progress.
These issues have been termed the “Wicked Problems”.51

Wicked Problems

Perception of the service
The delivery of care by a specialist organisation, potentially seen
as distinct from the NHS, may be perceived as a form of privati-
sation.52

New market entrants would need to rapidly establish credi-
bility and strong relationships with patients and HCP. The vision
and objectives of the organisation would need to be articulated
and the culture and behaviours of the organisation would need
to be clearly demonstrated to service users. The engagement
and stories of the patients using the service may provide very
powerful advocacy. It would be essential to provide clear mes-
sages and demonstrate an effective communication strategy.53

Budget and funding
Identification and attribution of the appropriate diabetes budget
may be difficult, but it is essential to fully empower the organi-
sation and allow the investment, and disinvestment in the service
as required. 

The cost of secondary care outpatients would be relatively
straightforward to estimate. However, the monies spent on in-
patient episodes may be more difficult to calculate directly as
they are not only reflective of patients admitted with direct dia-
betes problems but also the effect of diabetes on patients ad-
mitted with complex comorbidity which impacts on the length
of stay and mortality. The recent national audit of inpatient care
(NaDIA, 2014) highlights the poor provision of inpatient care and
points to the improvement in standards that is required. These
data may prompt an interest in the real cost of providing effec-
tive inpatient care to the standard expected in a modern hospi-
tal.54

The identification of monies spent in primary and community
care may be complex to quantify.54 There may be a requirement
to produce an indicative estimate of these sums with an agreed
system of review and budget correction.55

Despite the difficulties, it is fundamentally important that the
budget becomes real. Financial power within the system is es-
sential to effect changes in service priority and structure.56 There
is a requirement to reduce the overall costs of diabetes care and
generate a credible business plan which includes a cost improve-
ment programme.57,58,59 Areas of potential cost containment are
listed in Table 6.

Relationship with the acute provider and diabetes 
specialists
The contracts of most diabetes specialists are held by the acute
provider. A majority of diabetologists would consider themselves
to be hospital based doctors, although the numbers of commu-
nity diabetologist posts are increasing and proving to be ex-
tremely popular.60 Despite their specialisation, most
diabetologists split their working time between diabetes, en-
docrinology, acute general medicine and inpatient care. 

Most estimates of the diabetes medical workforce, based
simply on head count, overestimate the diabetes workforce by
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Table 4 Operational objectives of a diabetes organisation     

1. To have and control its own budget in order to make appropriate
investments and disinvestments, and change funding priorities. 

2. To have an overall guiding and inspirational leader, with a clearly 
articulated and compelling service vision and well defined 
operational priorities. This individual takes responsibility for the
management of the whole pathway and delivery of the objectives.  

3. To have created common, agreed pathways and protocols of care,
shared formulary and quality outcomes. The whole system would
be covered by a common clinical governance process.

4. To have clearly defined SMART objectives and KPIs which are 
routinely audited and subject to performance management reviews.

5. All staff sharing common values, culture and behaviours.
Committed to delivering a high quality, patient focused service that
values compassion and personal responsibility. Where possible, all
contract of employment, and job plans, would reside with the 
“organisation”.

6. A strategy for engaging with and managing care delivered in a
community/primary care setting.

7. An SLA to deliver specialist acute care and in-patient specialist care
to all patients with diabetes who need to be seen in the acute trust.
This would include antenatal, and where appropriate prenatal, care
to women with pregnancies complicated by diabetes.

8. An SLA with specialist services (e.g. vascular and renal services) to
both provide, and receive, timely support and intervention for all
patients seen in their services.

9. To provide appropriate and timely patient centred and cost effective
interventions which have demonstrable added value and improve
patient outcomes and experience.

10. To involve patients in the design of the service and to capture their
voice as a force to effect change and improve service delivery

11. The development and use of a common IT system that creates a
common patient record that is accessible by all agencies involved in
the delivery of care.

IT = information technology  KPI = key performance indicators  
SLA = service level agreement  

Table 5 Potential partners in a diabetes organisation     

• An existing independent healthcare provider
• A new venture company in diabetes (e.g. GPs and Consultants)
• A satellite company of current provider (s) (e.g. acute trust (s), acute

trusts with community providers or other commercial entity) 
• A virtual trading company housed within, but separate from, an 

existing provider (e.g. acute trust)
• Commercial partnership of NHS/academic/commercial interests
• “Not for profit” organisation.
• A GP provider organisation
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up to 60%.61,62 The service transformation suggested here pro-
vides an opportunity to increase the productivity in diabetes care,
simply by allowing specialists to focus on their area of expertise.

Although most problems in diabetes can be addressed in a
community setting, and it is estimated that 80% of care is cur-
rently provided in a community setting, some issues do require
hospital attendance or admission.43,63,64

Up to 25% of hospital inpatients have diabetes as a co-mor-
bidity to their presenting problem. Diabetes can impact on the
length of stay, risk of re-admission and overall mortality of inpa-
tients. There is strong evidence that outcomes are improved
when diabetes specialists are involved. It is essential that there is
a continued relationship between diabetes specialists and the
acute provider, but the nature of this relationship needs
re-negotiation.65,66

Ideally, within a locality, diabetologists responsible for dia-
betes care should also provide an acute and inpatient service. A
focus on specialist inpatient care should improve the quality of
inpatient care and give diabetes specialists more time focused
on patients with diabetes. The focus on diabetes as a clear spe-
ciality with acute, community and service management roles
may also revitalise interest in diabetes as a legitimate career
choice, and address the recent decline in trainee doctors express-
ing an intention to become diabetes specialists.60,61

Primary care and the diabetes organisation
Primary care delivers 80% of diabetes care.62 QOF and Local En-
hanced Service payments have been used to incentivise the de-
livery of diabetes care in primary care.67,68 Although this has
produced an improvement in diabetes care nationally, the stan-
dard of diabetes care is highly variable and the improvement in
the management of diabetes in the poorest performing practices
is very difficult.33

Primary care practices are independent contractors to the
NHS and are currently regulated by NHS England via the LATS.18

This independent status, the relationship with a distant com-
missioner (NHS England), and the lack of a direct influence of
CCGs provides one of the most difficult issues for the delivery
of integrated diabetes care. 

There may be some encouragement that help is at hand to

address this issue. NHS England have recently opened a dialogue
on the possible sharing of primary care commissioning with
CCGs (co-commissioning) and this is widely seen as an oppor-
tunity to redesign the model of primary care and potentially fa-
cilitate the developments described in this paper.22,23,68 

Several potential options for the re- configuration of diabetes
care in primary care are listed in Table 7. These present exciting
possibilities that may facilitate the implementation of a transfor-
mational service model in which specific primary care practices
(and GPs) hold a direct contract with, and are part of, the
PPM/integrated healthcare organisation.

Conclusion    
There is a clear and powerful imperative to change the model
of healthcare provision. This is strongly reflected in the speciality
of diabetes where the requirement to change is well understood.
Service redesign is one of a number of priorities, but must be
seen as an essential element for immediate change.

The requirement is for fundamental, radical redesign rather
than further incremental improvement.

Previous attempts to improve care delivery, which is seen as
fragmented and inadequate, have been hindered by a number
of issues.The concept of a PPM/integrated healthcare model pro-
vides possible solutions to all the issues identified in the current
model. These potential models offer ideas that could shape a
truly transformational change while exploiting the recent
changes and uncertainties of the present NHS landscape.

There are clearly many problems that could hinder and derail
implementation of any model based on these ideas. These are
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Table 6 Areas for cost containment of the diabetes service     

• The creation of new lower tariffs
• Bundling of costs as a package of care, such as a single cost for a

year of treatment
• Cost containment by greater productivity and more effective

intervention focused on self help
• More effective use of staff, with containment of staff costs
• Reduced infrastructural “on costs” by use of less high tech and

more accessible sites for service delivery e.g. GP surgeries, 
community premises

• Drug cost containment by effective use (section 3.2.1) and 
innovative business arrangements with Pharma including bundle
costing, risk share and outcome delivery. These arrangements could
include formal partnerships in the delivery company.

• Reduced acute admissions and long term, high cost diabetic 
complications

Table 7 Potential configurations for diabetes care in primary 
care     

• The "diabetes organisation" holds an indicative budget for primary
care including the LES and QOF payments. The organisation then
manages primary care delivery directly against an SLA which 
balances payment against performance and quality. This would be
a unique example of an external organisation directly managing 
primary care function, and may be made possible by 
co-commissioning.

• Practices form an operational cluster, where a hub practice with a
specialist interest in diabetes supports (and helps manage) spoke
practices which provide more basic diabetes services. The hub will
take a line responsibility for the spoke practices and have a direct
relationship with the diabetes organisation (hub and spoke model) 

• Practices form operational clusters (Federation). Within the clusters
one practice contracts directly to provide diabetes care for all the
patients with diabetes within the cluster. Other individual practices
will provide speciality care e.g. asthma, dementia, heart failure for
patients within the cluster. The total cluster income from these 
services would then be divided between the practices. (Federate
model). 

• Practices are offered the ability to opt out of providing diabetes
care, and patients are then seen in practices that are increasingly
specialised in diabetes care and have a direct relationship with 
‘The diabetes care provider’ (Rationalisation model).

• GPs form an independent venture company to tender for the 
provision of diabetes care as an independent provider.

GP = general practitioner; LES = local enhanced service 
SLA = service level agreement, QOF = quality outcomes framework
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the wicked issues which have historically not been addressed.
All these problems can be foreseen and are resolvable, with
some, arguably the most difficult, actually being addressed by
recent, potentially exciting, changes in the way primary care will
be commissioned, managed and operated in the future.

The question that remains is whether, having recognised and
described the problem, and identified the elements of a trans-
formational model that would address these issues, we have the
individual and collective will to move the theory, with all its po-
tential, into an operational reality.       
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