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Bulleted novelty statement 
What’s new  
· Continual NHS service redesign and commissioning change has negatively impacted on the morale of clinicians in stretched specialist services with fewer resources. Concern was expressed that those commissioning services had not understood the complexity of diabetes and manpower requirements. Access to psychological support for people with diabetes remained poor

· There was optimism for the role of specialist teams within increasingly specialist tertiary services, willingness to work in partnership and lead development of integrated services.
· The study used an innovative methodological approach combining quantitative and qualitative tools in a longitudinal case study design, investigating the views of healthcare professionals.
Abstract 
Aims
The impact of continual major NHS reorganisation on commissioning, organisational and delivery arrangements for secondary care diabetes services is unknown. This study has explored how consultant diabetologists and diabetes specialist nurses perceived the issues facing diabetes specialist services in 2011 and how these have changed in the preceding decade. 

Methods

A longitudinal case study approach combined quantitative and qualitative methods. Five locations in England were purposively selected representing the wider diabetes specialist community and seven semi-structured interviews were conducted. Interviews were recorded, transcribed verbatim and analysed using Framework analysis. Findings were compared and contrasted to results from national quantitative surveys of diabetes specialist services undertaken in 2000 and 2006. 

Results

Clinicians positively viewed the expertise and commitment of multidisciplinary teams and their ability to adapt to new situations. 

Negative perceptions persisted throughout the decade relating to the continual change that threatens to dismantle relationships and services which had taken many years to establish. Lack of resources, inadequate manpower planning and poor access to psychological support for people with diabetes remained constant themes from 2000 to 2011.

Conclusions

A willingness to innovate and work differently to improve services was identified; however, clinicians must be supported through organisational changes to ensure people with diabetes receive high quality care. The disruptive nature of organisational change was a recurrent theme through the decade. Periods of stability must exist within commissioning to allow relationships, which are key to integration, to be maintained and permit service improvements to develop.

Introduction

Significant changes in the organisation of diabetes care in England have occurred since 2000. National policy reforms have created structural, commissioning and funding changes which have affected the design and delivery of diabetes specialist services. 
In 2000 and 2006, the Association of British Clinical Diabetologists (ABCD) and Diabetes UK collected quantitative and qualitative data on the status of UK diabetes specialist services [1-7] which addressed core aspects of services provision: workforce, retinal screening, psychological support and care, education, paediatric and adolescent services and the role of consultants and diabetes specialist nurses. Geographical inequalities, reductions in staffing levels with increased workload and rising prevalence of diabetes were all highlighted. Qualitative data from open text questions in 2000 and 2006 demonstrated concerns with NHS reform and the exclusion of specialists from service redesign decisions.

In 2011, the views of those who participated in previous surveys were revisited to explore changes since 2006. A structured framework compared and identified new themes which emerged from 2000 to 2011 from the perspective of different professional groups to explore the impact of change within the speciality and within leadership functions.

Methods 
A qualitative longitudinal case study approach was taken to meet the exploratory nature of the research using data from open text national survey responses in 2000 and 2006 [1-7] and transcript data from semi-structured interviews in 2011. 

In 2011 a purposeful sample of localities in England was selected to represent the wider diabetes specialist community based on demographic characteristics and hospital type. The 17 Trusts that took part in all five ABCD and Diabetes UK questionnaires in 2006 and ABCD survey in 2000 were invited to participate. Five Trusts agreed to participate. Five were ineligible because of incomplete survey responses in 2000 and 2006. Two Trusts declined and five did not reply despite reminders. Five consultants and two diabetes specialist nurses were interviewed.

Prior to interview, participants were sent their questionnaire responses from 2006, topic guide and information sheet explaining the study’s aims. All participants gave informed consent, were assured of confidentiality and anonymity. Ethics approval was not required following guidance from the University of Southampton.

The interviews explored the strengths, weaknesses, opportunities and threats to services, the impact of NHS reforms in 2011 and changes in the issues since 2006. Framework analysis was used to analyse the interviews [8]. Some questions differed from the 2000 and 2006 surveys, making cross comparison complex, but other questions remained the same for continuity.

Each interview lasted 30 minutes, was audio-recorded and transcribed verbatim (CG). Transcripts were second coded (TT) and interviews independently interpreted by three researchers and consensus reached (CG, KB and RH). Codes were applied to data from all three time periods and compared for new themes to have emerged, remained static or reduced in importance using Lewin’s notion of driving and restraining forces [9] as a theoretical framework.
Results 

The characteristics of each Trust are shown in table 1. From the seven interviews, over 200 codes were generated. Analysis of the codes as they emerged from the interviews demonstrated that the majority of codes or insights arose from the first few interviews, only two new codes were generated from each of the final three suggesting that the study was approaching data saturation. Four themes emerged and the conceptual framework [Figure 1] demonstrates the dynamics of Lewin’s driving and restraining forces within each theme and range of dimensions experienced by staff within the service. The framework demonstrates the circular nature of NHS reforms in the decade explored by the study. 
Service redesign and experience of change 
In 2011, participants’ main concern was NHS reform, the replacement of Primary Care Trusts with Clinical Commissioning Groups (CCGs) and their understanding of the complexity of diabetes: 

“the pressing issue is the restructure of the NHS” (DN1).

“Diabetes is not prioritised and is poorly valued” (DN2).

Opportunities to work differently, develop increasingly specialist tertiary services and upskill primary care colleagues, were identified. The importance of strong relationships with key personnel to ensure specialists engagement in service redesign was voiced: 

 “our biggest opportunity is to work slightly differently…I don’t think we should be stuck in community role or hospital role” (D3).

“It is not where we got to, but how we got there…through redesign, we have demolished the boundary between primary and secondary care” (D2).
The pace of organisational reform in the NHS seemed to be increasing and sometimes circular in nature: 

“things are happening at a really fast pace” (D5).

“We will have done a full circle as most diabetes services will be provided by the Trust” (D1). 

Team dynamics

Across the decade, all participants recognised their team strength, motivation, competency, and commitment as the cornerstone of the specialist service. In 2011, one participant said: 

“our strength is the goodwill of the team, the service would fold without it” (DN2).

Yet workforce planning was a particular concern with restrictions on recruitment and replacement from 2006 to 2011 with increasingly limited resources for continuing professional development: 

“you have to fight to get anyone replaced” (D1).

Ability to do my job

Overwhelmingly all participants described a growing pressure from lack of financial resources since 2000 with access to psychological support and care a particular concern:

“it is all to do with efficiency savings, getting more for your bucks, but there comes a time when you can’t do anymore, and you give in” (DN1).

“Lack of resources has made psychological care worse than five years ago” (D3).

As diabetes prevalence increases demand for services rises and workload pressure has accelerated:  

“We don’t have capacity to cope with demand” (D2).

Emotion

Powerful and mixed emotions were expressed, including a desire to provide quality care but frustration and anxiety with continual change: 

 “morale is particularly down” (D2).

“You can destroy anything overnight, but it takes years to build up, so you should always think carefully before you destroy anything” (D1).

Despite the challenges, however, participants in 2011 demonstrated resilience and adaptability to change by looking for a positive way forward:

“overall the amount of things we’re able to do now is more, in the sense that, we’re aspiring to do more” (D5).

Discussion 

The purpose of this study was to explore the views of clinicians working within diabetes specialist services over a decade of continual NHS reform. All participants had long experience of working within the speciality and all except one had been present in the Trust in 2006 at the time of the previous survey. 
The use of Lewins’ driving and restraining forces, as demonstrated in the conceptual framework, offered opportunities to identify where service leaders could utilise their expertise and experience to manage the uncertainty and anxiety related to continual reform. The importance of sustaining relationships with key personnel was a valuable finding. Chambers warned [11] the consequences of structural reform on the commissioning arm of the NHS in England may be a temporary slowing down of innovation and implementation of service improvement due to ruptures in the long term relationships which had begun to be productive. Respondents varied in their levels of engagement from not knowing the identity of key decision makers to joint leadership and co-creation of new models of care. Where respondents engaged in redesign processes, were listened to, had the opportunity to influence local developments and maintained relationships, change was experienced more positively.

The negative impact of continual change on the morale of those working in specialist services was a concern. Increased workload, fewer resources and under-resourced services, such as psychological support and care, uncertainty and stress may impact on clinician’s ability to do their job and affect staff retention. It is important for the NHS to implement human resources management practices that support clinicians through the change process such as ensuring that clinicians are available to work with commissioners. CCG commissioners need to engage proactively and work in partnership with specialists to ensure services meet the needs of their local population. Clinicians should be given the opportunity to utilise their resilience and ability to adapt to changing circumstances, to lead and co-create models of care for their locality, for example, developing leadership capabilities and national roles through the Diabetes UK Clinical Champions programme. 

It is vital for Government to consider the impact of continual change to services, commissioning structures and the resultant uncertainty on healthcare professionals, inhibiting their ability to build relationships, support service improvement and service integration. 

Strengths and limitations of the study

The study has demonstrated the feasibility of a longitudinal mixed methods design using a small number of locations. Interviews extended and added depth to the insights from previous national surveys and together provided a unique longitudinal perspective of those working in specialist services by shedding light on the challenges from repeated NHS reforms to provide high quality care to people with diabetes. 
A major limitation of the study was the small number of interviews undertaken. However, the maximum number of eligible locations able to participate in the interviews was used based on the inclusion criteria requiring that open text responses had been provided in 2000 and 2006 in order for comparison to 2011.

Continuity was achieved by interviewing the same individuals who completed survey responses in 2006, except in one instance although this respondent had long experience as a DSN in both national and local roles and discussed the issues at length with the consultant prior to interview. Recruitment may have been improved with wider inclusion criteria allowing additional DSNs to be interviewed. However whilst the sample size was small, many of the emergent themes were similar to those described in 2000 and 2006 which strengthens the validity of the findings. 
Possible sample bias may also have resulted as the sample consisted only of teaching hospitals and one foundation trust. Of the district general hospitals eligible to participate, all declined or did not respond despite numerous reminders. It is possible that despite the degree of congruence of the experiences and views expressed, potential bias may explain why data saturation was achieved within a small homogenous sample.
Extending this study would have allowed additional quantitative data to be used from 2000 and 2006 as well as the open text responses. Further research should also include participants from the wider multidisciplinary team such as podiatrists, dietitians, psychological experts, retinal screeners, as well as people with diabetes and commissioners. This would expand the conceptual framework to include all aspects of diabetes service delivery. 
Conclusion

Vital to clinicians’ ability to weather the continual reforms in the NHS is their ability to develop personal resilience, lead highly skilled and effective teams and be adaptable to new situations. Clinicians need to be supported and given the opportunity to influence local redesign processes and commissioning models using their expertise, ensuring that those responsible for commissioning services understand the complexity of diabetes and resource the services effectively. 
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1 Table
Table 1 Background information

	Characteristics of case study locations and respondents



	Case study 
	Type of hospital
	Yorkshire and Humber Public Health Observatory

classification * [10]
	Respondents interviewed (n=7)

(all present in service in 2006 unless specified)

	1
	Designated teaching


	Indigo/ Yellow 


	DSN

(not present in service in 2006)

	2
	Associated teaching
	Orange
	Consultant diabetologist

	3
	Associated teaching hospital
	Orange/ Purple
	Consultant diabetologist

	4
	Foundation Trust (designated teaching and community service provider)

	Purple


	Community consultant diabetologist

Consultant diabetologist

Hospital DSN

	5
	Designated teaching 
	Purple
	Consultant diabetologist


*Yorkshire and Humber Public Health Observatory (YHPHO), classification [10]

Orange – An average proportion of the population aged 40+ years with a range of deprivation levels

Yellow – A greater proportion of the population aged 40+ years with generally low levels of deprivation

Indigo - Relatively young population with substantially greater than average proportion from Black and Asian ethnic groups.  Higher than average deprivation

Purple - Relatively young population and high levels of deprivation

Blue - Young population with average deprivation and slightly higher than average population from Asian and Black ethnic groups 
1 Figure Legend
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