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Abstract 

Background The National Health Service Diabetes Prevention Programme (NHS DPP) was commissioned by NHS 
England in 2016 and rolled out in three ‘waves’ across the whole of England. It aims to help people with raised blood 
glucose levels reduce their risk of developing type 2 diabetes through behaviour change techniques (e.g., weight loss, 
dietary changes and exercise). An independent, longitudinal, mixed methods evaluation of the NHS DPP was under‑
taken. We report the findings from the implementation work package: a qualitative interview study with designated 
local leads, responsible for the local commissioning and implementation of the programme. The aim of the study 
was to explore how local implementation processes were enacted and adapted over time.

Methods We conducted a telephone interview study across two time‑points. Twenty‑four semi‑structured interviews 
with local leads across 19 sampled case sites were undertaken between October 2019 and January 2020 and 13 inter‑
views with local leads across 13 sampled case sites were conducted between July 2020 and August 2020. Interviews 
aimed to reflect on the experience of implementation and explore how things changed over time.

Results We identified four overarching themes to show how implementation was locally enacted and adapted 
across the sampled case sites: 1. Adapting to provider change; 2. Identification and referral; 3. Enhancing uptake 
in underserved populations; and 4. Digital and remote service options.

Conclusion This paper reports how designated local leads, responsible for local implementation of the NHS DPP, 
adapted implementation efforts over the course of a changing national diabetes prevention programme, includ‑
ing how local leads adapted implementation during the COVID‑19 pandemic. This paper highlights three main factors 
that influence implementation: the importance of facilitation, the ability (or not) to tailor interventions to local needs 
and the role of context in implementation.
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Introduction
Approximately 3.9 million people are diagnosed with dia-
betes in the UK, of which 90 percent are diagnosed with 
type 2 diabetes [1] and a further 5 million people are esti-
mated to have non-diabetic hyperglycaemia (raised blood 
glucose levels) in England [2]. Type 2 diabetes is a major 
public health concern and people with type 2 diabetes 
are at risk of developing complications [3]. However, 
type 2 diabetes is a largely preventable disease through 
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maintaining a healthy weight, eating a healthy diet 
and exercising [4]. A worldwide focus on prevention of 
long-term conditions has gathered pace and, in the UK, 
the National Health Service (NHS) Five Year Forward 
View (2014) [5] set out an ambitious plan to undertake 
a national roll out of ‘Healthier You: the National Health 
Service Diabetes Prevention programme’ (NHS DPP).

The NHS DPP intervention
The NHS DPP is an evidence based lifestyle behaviour 
change programme, and targets adults aged 18  years or 
older who are considered to be at risk of developing type 
2 diabetes and diagnosed with non-diabetic hyperglycae-
mia (raised glycaemia between 42–47 mmol/mol). The 
NHS DPP aims to reduce an individual’s risk of develop-
ing type 2 diabetes through weight loss, dietary change 
and increase in physical activity [6].

The programme is delivered according to a national 
service specification [6, 7]. The main intervention is a 
group based face-to-face service delivering a minimum 
of 13 group-based sessions over a minimum of 9 months. 
The programme is delivered in various community ven-
ues by one of the national providers (see NHS DPP com-
missioning arrangements section below). The paper by 
Hawkes et. al. [8] provides findings from an observational 
study comparing service delivery of the NHS DPP with 
observed patient experiences. From 2019, an online dig-
ital service was also offered, as an alternative to group-
based face-to-face sessions [6].

Referral into the NHS DPP occurs via general practice; 
people with non-diabetic hyperglycaemia are identified 
through general practice register searches or through 
the NHS Health Checks and offered the programme via 
letter, phone call or during a consultation. During the 
COVID-19 pandemic, a self-referral route into the pro-
gramme was also initiated.

NHS DPP commissioning arrangements
Delivery of the NHS DPP is procured through a national 
competitive process, organised by NHS England (NHSE). 
The NHS DPP is commissioned across geographi-
cally defined local sites, covering the whole of England. 
National providers are commissioned by NHSE, with 
each local site choosing one of these providers through 
a mini competition process to select the most suitable 
provider for their local needs. Each site has a site lead, 
usually a commissioner, who is responsible for local 
implementation of the NHS DPP although NHSE directly 
holds the contract with their provider. Site leads support 
general practices to identify and refer patients into the 
programme, and work with their chosen provider to meet 
NHSE expectations for uptake to the programme. Sites 
were given additional financial resource in the region of 

£30,000-£60,000 to support implementation throughout 
the early years of the NHS DPP roll out [9].

Timeline of the NHS DPP roll out
The NHS DPP was rolled out across England in three 
‘waves’. From May 2016, 27 areas covering a popula-
tion size of 26 million people, implemented the NHS 
DPP (wave 1) [10]. A further 13 areas implemented the 
NHS DPP from April 2017 and this covered a further 
25 percent of the population of England (wave 2) [11]. 
From April 2018, the NHS DPP roll out was extended to 
all remaining areas in England that were not currently 
included in the programme (wave 3) [11]. Four providers 
were chosen by NHSE to provide the behaviour change 
programme across England [12] and a framework con-
tract was published in August 2016, setting out the 
national service specification for providers [7]. During 
this time, a digital DPP pilot was rolled out across eight 
pilot sites [13]. In 2019, the NHS Long Term Plan com-
mitted to doubling the funding of the NHS DPP over the 
next five years; this included increasing capacity of the 
NHS DPP from 100,000 to 200,000 places per year and to 
include a digital option to widen choice for patients and 
target inequality [14].

From August 2019, a new contractual framework was 
published, setting out a new national service specification 
[6]. Five providers were chosen to deliver the face-to-face 
group service by NHSE to provide the NHS DPP across 
England: four of the previous providers plus one new 
provider. Four out of the five providers are commercial 
entities and one is a social enterprise organisation. An 
analysis on participants to the NHS DPP from June 2015 
to December 2018 suggested that, compared to White 
ethnic groups, participants from some ethnic minori-
ties were 25% less likely to complete the programme, had 
smaller reductions in their HbA1c and lost less weight 
[12]. One of the aims of the 2019 framework was to 
improve uptake and adherence, including better targeting 
of populations (such as minority ethnic groups, deprived 
populations and working age population) to ensure 
equity of access onto the programme. It also addressed 
delays associated with running courses in rural areas. 
The most notable change from the previous contractual 
framework was the inclusion of an online digital service 
offer as an adjunct to face-to-face group delivery. At the 
time that the 2019 contractual framework was com-
missioned, results from the Digital DPP pilot were still 
emerging, and a cap of 20 percent was set to the number 
of digital referrals offered; before being offered the online 
digital programme, individuals had to be offered, and 
decline, face-to-face group sessions. The new contractual 
framework was operational from August 2019 in nearly 
half of the local sites (wave 4).
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From  20th March 2020, due to the impending lockdown 
in England caused by the COVID-19 pandemic, all face-
to-face group sessions stopped and participants were 
given the option to join remote group sessions (video 
conferencing and telephone consultations), or pause their 
programme until face-to-face sessions could resume [15]. 
New participants and those who had yet to start their 
intervention were offered a choice of remote group ses-
sions or the online digital programme (including in areas 
that had not yet moved onto the new framework) and 
the 20 percent cap on digital service allocation was lifted 
[15]. In response to the reduced availability of blood tests 
during the COVID pandemic, eligibility into the pro-
gramme was changed to include any individual with an 
eligible glycaemic test result within 24 months instead of 
12 months. The wave 3 areas that were due to move on to 
the 2019 contractual framework from May/June 2020 had 
their current contracts extended until the end of 2020.

From July 2020, in addition to the usual general prac-
tice referral processes, NHSE introduced a national 
‘direct to consumer’ or ‘self-referral’ route into NHS DPP, 
whereby individuals were able to assess their risk of type 
2 diabetes via the ‘Know Your Risk’ tool on the Diabe-
tes UK website and, if eligible, were able to refer directly 
onto the NHS DPP [16]. Figure 1 outlines the contractual 
roll out of the key service elements of the NHS DPP.

We have undertaken an independent, longitudinal 
mixed methods evaluation of the national roll out of the 
NHS DPP to evaluate the implementation and popula-
tion impact of the programme: Diabetes Prevention – 
Long term Multimethod Assessment (DIPLOMA) [17]. 
DIPLOMA suggests that the NHS DPP has reduced rates 
of population level incidence of type 2 diabetes [18].

A previous paper published from the DIPLOMA study 
presented findings from interviews conducted with local 
leads early on in the implementation process [19]. The 
authors identified lessons for future implementers to 
improve uptake and sustainability of such programmes; 
these included the need to set out clear responsibilities 
for all stakeholders ahead of implementation, ensure 
that local leads engaged early with new providers, enable 
a mechanism to share learning across sites, to provide 
guidance on the use of incentive payments to increase 
referrals, and raise awareness of the programme among 
the public and professionals [19].

This paper presents findings from the implementation 
work package of the DIPLOMA study [17]. It reports 
findings from interviews conducted at two time-points 
(following implementation of the new contractual frame-
work in 2019) with designated leads responsible for the 
local commissioning and implementation of the NHS 
DPP. The aim of the study was to explore how local 
implementation processes were enacted and adapted 
over time.

Methods
Design
We conducted a semi-structured telephone interview 
study at two time-points, with designated leads respon-
sible for the local commissioning and implementation 
of the NHS DPP, to explore the process of local imple-
mentation and to understand how implementation plans 
change over time. We wanted to recruit respondents 
from across England and so chose to conduct telephone 
interviews as an efficient means of data collection and to 
help ensure that any potential research burden on service 

Fig. 1 Timeline of the NHS DPP
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delivery was minimised. Respondents chose a time that 
was convenient for themselves when they were able to 
speak privately and without interruption. We encoun-
tered no challenges with sound quality when undertaking 
telephone interviews.

We used an interview topic guide during interviews, 
although interviews were also guided by participants’ 
discussion during interview (for information on sample 
questions, see supplementary file 1). We report the inter-
view study according to SRQR guidelines [20] (see sup-
plementary file 2). Ethical approval was obtained from 
North West- Greater Manchester East Research Ethics 
424 Committee (ref: 17/NW/0426).

Participants
A sampling strategy was devised to provide adequate 
case sites to longitudinally evaluate implementation of 
the NHS DPP. Prospectus documents, which were pre-
pared by sites for providers to review ahead of bidding 
for contracts, were obtained from NHSE. These docu-
ments were reviewed to help generate a purposive sample 
of 22 case sites. We aimed to recruit a mix of case sites 
which varied in terms of characteristics such as the NHS 
DPP provider chosen, rural and urban locations, popula-
tions with different socio-economic characteristics, local 
recruitment and incentive strategies, and to include sites 
that had moved onto the new contractual framework in 
August 2019.

We obtained contact details for the designated leads 
at each sampled case site from the NHS DPP national 
management team at NHSE. We sent email invites 
(including participant information sheet) to the identi-
fied designated leads; where more than one lead was 
identified, invites were sent to all named leads so that all 
those involved in local implementation had the oppor-
tunity to take part. Reminder invite emails were sent to 
non-responders after three weeks. Potential respondents 
replied to interview invites to indicate their interest in 
taking part, usually via email, and subsequently, a day/
time was arranged to conduct the interview. We sent a 
consent form (electronically or through the post) to each 
respondent to complete before the telephone interview 
took place.

Data collection
We conducted 24 time-point 1 interviews with 26 
designated local leads across 19 sampled case sites; 
in six case sites, more than one local lead agreed to 
take part. Interviews were conducted between Octo-
ber 2019 and January 2020 and lasted between 24 and 
75  min. Interviews were timed so that data collection 
started three months after the new contractual frame-
work in August 2019 was operationalised, to explore 

how implementation processes had changed. Inter-
views were conducted by LB, an experienced qualita-
tive research associate. At the end of the interview, LB 
gained permission from respondents to contact them at 
a later date, to request a follow-up interview.

At time-point 2, LB conducted 13 interviews with 
14 designated local leads across 13 case sites; in one 
case site, two respondents (one new in their role) took 
part in the same interview, as respondents were tran-
sitioning roles. In two other case sites, new designated 
leads were interviewed having recently taken over the 
role from previous respondents. However, most des-
ignated leads at time of interview had more than two 
years’ experience of being the local lead. We delayed 
time-point 2 data collection from April 2020 due to 
the COVID-19 pandemic. Respondents from two case 
sites did not respond to follow up interview requests 
and four replied that they were too busy with COVID-
19 pandemic response plans to take part. Interviews 
were conducted between July 2020 and August 2020 
and lasted between 21 and 72 min. Table 1 outlines the 
(number of ) interviews conducted across case sites.

Interviews at both time-points aimed to explore 
designated leads’ implementation experience and, 
where relevant, explore the differences between the 
two contractual framework processes to investigate 
how local organisation of the programme had changed 
(if at all) and with what consequences (anticipated or 
unintended).

Data analysis
Interviews were digitally audio-recorded (with permis-
sion) and transcribed by a University approved tran-
scription service. Interview transcripts were checked for 
accuracy and anonymised by LB before being uploaded 
to the Nvivo 11 software programme to aid with analysis. 
We undertook a thematic analysis approach [21]. LB ini-
tially coded the interviews, using inductive coding, which 
involved deriving the codes from the data, as opposed 
to deductively fitting the data to pre-existing codes [21]. 
We undertook interim analyses for time-point 1 inter-
views ahead of conducting time-point 2 interviews. This 
helped us to be alert to emerging categories/themes 
when undertaking second interviews, whilst keeping an 
open mind to emerging issues [22]. Later on in the anal-
ysis process, we used the constant comparative method 
[23] to further explore the data, identifying similarities 
and differences within and across the data to expand the 
boundaries of categories generated from interviews at 
both time-points. LB and PW held regular research team 
meetings to scrutinise the data and refine the categories 
to generate the overarching themes presented.
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Results
We have identified four themes that show how imple-
mentation was locally enacted and adapted across the 
sampled case sites over time: 1. Adapting to provider 
change; 2. Identification and referral; 3. Enhancing 
uptake in underserved populations; 4. Digital and remote 
service options. Supplementary file 3 outlines the emerg-
ing categories.

Data in the form of supporting quotes for each theme 
are included in supplementary file 4.

Theme 1: Adapting to provider change
Fifteen out of the 19 sampled case sites transitioned to 
the new contractual framework in August 2019 (wave 
4) and, following a procurement process, most sites 
switched to new providers. Most respondents described 
closer working relationships with providers with many 
reporting that greater transparency in provider contracts 
and better information flows for monitoring programme 
delivery had improved relations compared to the first 
contractual framework.

Most respondents said they experienced a ‘smooth 
transition’ to their new provider. A ‘smooth transition’ 
is attributable to the actions of designated local leads 
alongside the actions and support of other stakeholders: 
outgoing and incoming providers, Clinical Commission-
ing Group (CCG) leads, and NHSE regional and national 
teams.

The actions of designated local leads included having 
strong project management processes in place, such as 
bringing all stakeholders together during regular transi-
tion meetings before, during and after transition to the 
new provider. These regular meetings were perceived 
to have fostered an atmosphere of accountability that 
ensured that tasks allocated to various stakeholders hap-
pened on time.

Local leads used their prior experience of managing 
providers to enable a smoother launch this time round, 
by understanding and navigating previous challenges 
encountered. This meant they engaged early with col-
leagues whose input was needed to make the transition 
successful; for example, engaging with IT services to 

Table 1 Interviews conducted across case sites

√*new designated local lead interviewed

Case site number Moved to new framework  
in August 2019?

Time-point 1 interview  
conducted?

Time-point 2 interview  
conducted?

4 √ √ ˟
5 √ √ √

7 √ √ √

8 ˟ √
2 interviews conducted

√

9 √ √
2 interviews conducted

√

13 ˟ √ ˟
15 ˟ √ √

17 √ √
2 interviews conducted

˟

25 √ √ √

29 √ √
1 interview conducted, 2 respondents

˟

39 √ √ √*

43 √ √ √

44 √ √ √

45 √ √ ˟
46 √ √

2 interviews conducted, 3 respondents
√

47 ˟ √ √
1 interview conducted, 2 respondents

48 √ √ ˟
49 √ √

2 interviews conducted
√

50 √ √ √*



Page 6 of 12Brunton et al. BMC Health Services Research         (2023) 23:1043 

change the NHS DPP referral forms on General Practice 
systems, and collaborating with local CCGs’ communi-
cations teams to alert general practices of the change in 
provider.

Although most respondents described a straightfor-
ward transition, some sites still encountered challenges. 
The main challenge related to outgoing providers accru-
ing significant numbers of patients on waiting lists prior 
to the end of their contract. This caused extra work-
load for providers as patients on waiting lists had to be 
contacted regarding change in provider and this had 
to be managed in a way that complied with informa-
tion governance arrangements. Local leads described 
how providers wrestled with the decision of whether to 
take an opt-in approach (details sent to new provider if 
patient replies to give consent) or an opt-out approach 
(details passed to new provider unless patient replies to 
object). Some leads described a lack of guidance from 
NHSE on this issue and most providers took a cau-
tious line and chose the opt-in approach. A significant 
number of patients were removed from the waiting list 
as a consequence. Only one case site chose an ‘opt-out’ 
approach, and only after significant discussion between 
stakeholders.

Reasons for waiting lists accruing were perceived to 
centre on lack of capacity. Lack of capacity was report-
edly related to providers not offering venues in suitable 
locations or courses at suitable times, and/or waiting 
for specific numbers of patients to be referred from one 
locality before putting on a course. Waiting lists report-
edly also increased when sites conducted mass mail outs 
if the provider was not able to cope with the subsequent 
demand from increased take up. Some acknowledged 
that waiting lists could be inflated due to poor quality 
referrals because of ‘pushing’ primary care for referrals, 
suggesting some waiting list patients were not keen to 
attend the programme.

Some respondents reported being unaware of waiting 
lists until it became a critical issue; this was perceived to 
be due to receiving poor quality data from providers and 
a hesitancy from ‘commercial’ providers to admit prob-
lems until late in the day.

Nine respondents compared their incoming provid-
ers more favourably to their outgoing providers. This 
was due to three inter-relating reasons: 1) a perceived 
improvement in communication leading to a bet-
ter relationship with their new provider. This included 
better information exchange to help local leads target 
populations better; 2) improved provider capacity and 
resource, such as providers employing several people in 
roles where outgoing providers only employed one per-
son and 3) incoming providers being perceived as more 

‘proactive’ compared to their ‘reactive’ outgoing provid-
ers; this included reports of new providers putting plans 
in place to mitigate waiting list backlogs. Positive views 
regarding providers were sustained at time-point 2 inter-
views; with local leads reporting providers’ continued 
involvement in working to engage general practices to 
increase referrals.

Theme 2: Identification and referral
At time-point 1 interviews, respondents described 
greater awareness of the programme in primary care over 
time, but most still acknowledged a variation in engage-
ment across CCGs and general practices within their 
areas.

At time-point 1, case sites were focused on targeting 
low referring general practices to raise awareness of the 
programme and to offer support to stimulate referrals. 
In some case-sites, ‘outreach’ work was supported by 
providers who employed ‘engagement leads’ to conduct 
general practice visits. At time-point 1 interviews, sev-
eral case sites reported that they were employing ‘facili-
tation officers’ to visit general practices to conduct ‘case 
finding’ searches (a search of general practice registers 
to identify eligible patients to send out letters of invita-
tion in the post) and/or employed the services of a mail-
ing system to organise mail shots for general practices. 
Making the referral process as easy as possible for pro-
fessionals was considered important, given the compet-
ing demands in general practice. However, respondents 
at time-point 1 also indicated a desire to move away from 
conducting case-finding searches and mass mail shots 
towards a more ‘sustainable’ referral process. Some were 
keen to ensure the programme was ‘self-supporting’ and 
questioned how long NHSE would continue to provide 
resources to support local implementation. Respondents 
wanted to move towards routine identification where 
patients were offered the programme during routine con-
sultations or health checks. Despite this, most patient 
identification reportedly did not occur directly during 
consultations. Given the significant uplift in referral tar-
gets that most case sites had agreed to when transition-
ing to the new contractual framework, this desire to shift 
processes appeared aspirational.

At time-point 2 interviews, local leads reported 
that the COVID-19 pandemic had severely negatively 
impacted on referrals into, and take up of, the NHS 
DPP across all 13 case-sites from March 2020. This 
was due to referral routes being suspended or severely 
reduced for a period. For example, far fewer patients 
were attending general practice for routine blood 
tests; most areas halted health checks; case finding 
searches were not undertaken, as primary care staff 
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prioritised COVID-19 work and general practice facili-
tation officers were no longer able to visit practices to 
help undertake case finding searches. In addition, for 
a time-limited period (from March 2020 to approxi-
mately June 2020) respondents reported that most 
CCGs suspended all communications and engagement 
with primary care unless it was COVID-19 related. 
However, at time-point 2 interviews, due to the pan-
demic, designated leads reported using new, innovative 
ways to engage with primary care. For example, one 
site put on information webinars about the NHS DPP 
for general practice staff over lunchtimes and reported 
this led to a small increase in referrals. In addition, 
respondents reported that the impact of the COVID-
19 pandemic had led them to develop a greater social 
media presence for NHS DPP locally and local leads 
described plans to undertake online or remote out-
reach work.

In response to the usual referral processes being sus-
pended, NHSE implemented a ‘direct to consumer’ 
(or self-referral) route from July 2020. This received 
mixed views from respondents at time-point 2 inter-
views. Some perceived it to be a necessary interim 
measure to enable patients continued access to the 
programme. However, others expressed more negative 
views. Their main concern centred on ‘self-referrals’ 
not being counted in their referral target numbers. 
Other respondents questioned whether a ‘direct to con-
sumer’ referral route could lead to greater inequalities, 
concerned that only the ‘worried well’ would access the 
programme via this route. Others perceived that it had 
the potential to undo all the hard work they had done 
to get referral processes embedded into primary care 
and could lead to general practice staff deprioritising 
general practice referral processes by relying on patient 
self-referral.

In our previous papers [18, 24] we reported how 
implementation monies were used to provide financial 
incentives to general practice to increase the number of 
referrals onto the programme. In this study we found 
that some case sites were still using a variety of financial 
incentives but that there was also within site variation 
in extent of use; some CCGs continued to offer financial 
incentives while others in the same local sites did not. In 
addition, some CCGs had incorporated referral onto the 
NHS DPP into their ‘universal service offer payments’ 
and this was reportedly paid for by CCG monies. How-
ever, several respondents described their desire to stop 
financial incentives. Reasons given included implementa-
tion monies from NHSE being reduced over time, while 
others felt that implementation monies were better spent 
on employing project managers to engage with general 
practice, to increase referrals.

Theme 3: Enhancing uptake in underserved populations
The new contractual framework 2019 specified that pro-
viders must ensure equal access for all populations to 
reduce health inequalities, promote inclusion and sup-
port and target those with greatest need [6]. At time 
point 1, some case sites reported that they were still con-
centrating on targeting their general population to gen-
erate sufficient volumes to meet their referral targets or 
were in the process of identifying underserved popula-
tions within their areas, prior to any focused work being 
undertaken. A few sites reported working with the newly 
formed Primary Care Networks (PCN) to identify popu-
lations to target at a local level. In some case sites, this 
involved employing data analysts to analyse the practice 
population data.

At time-point 1, other case sites had already started to 
work closely with their providers to target specific local 
populations. This included planning and/or undertaking 
‘outreach’ work, such as visiting mosques and attending 
community groups/events; working with local employers 
to target working age populations; and conducting gen-
eral practice visits in areas of deprivation. However, by 
time-point 2 interviews, respondents reported that the 
COVID-19 pandemic had a significant impact on case 
sites’ ability to undertake outreach work and that many 
outreach work plans were stalled. Despite the halting 
of outreach work, some respondents perceived that the 
COVID-19 pandemic had raised the profile of diabe-
tes prevention work. In one site, this had expedited the 
development of an integrated data system that would 
identify the demographics at risk across their PCNs, to 
deliver interventions (including the NHS DPP) in a tai-
lored way. Respondents at time-point 1 reported working 
with providers to tailor the programme to specific popu-
lations. This included improving the provision of ‘out of 
hours’ face-to-face group courses for people of working 
age. In some areas, this was slow to be introduced, with 
several case sites reporting either a lack of, or incon-
sistent, provision of evening and weekend courses. This 
stemmed from providers waiting for enough ‘working 
age’ patients to take up the offer in a locality before they 
would commit to starting a programme.

At time-point 1, case sites reported working with their 
providers to tailor the programme to minority ethnic 
groups, but provision was mixed across case sites. Some 
respondents reported good area provision, for example, 
providers delivering the programme in languages other 
than English, or employing bi-lingual coaches who were 
able to translate the course for patients when required. 
Other designated leads described a lack of targeted or 
tailored delivery for minority ethnic groups. All desig-
nated leads reported that providers had developed course 
materials in different languages, but some did not feel 
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that this was sufficient for equity of access. Moreover, 
some designated leads expressed concern that the ‘one 
size fits all’ standardised approach of face-to-face group 
sessions was a barrier to specific populations taking up 
the programme. Some perceived the NHS DPP to have a 
didactic, pedagogical approach and this was considered 
a barrier to attendance for people with low educational 
attainment and/or people whose first language was not 
English. Respondents reported making efforts to make 
courses more accessible, although some felt impeded by 
the lack of levers they had to enable this, given they were 
not the contract holders. Respondents reported wanting 
to make the programme more accessible to people with 
learning disabilities and those with mental illness. How-
ever, some perceived a lack of national support to locally 
modify the programme for these groups, as pilots were 
underway in other areas.

Theme 4: Digital and remote service options
The digital service was a new addition to the new con-
tractual framework from August 2019. Although some 
case-sites had been involved in small pilots of digital ser-
vices, the online digital service was new to most of the 
respondents interviewed. All respondents reacted posi-
tively to the introduction of an online digital service in 
addition to the face-to-face group programme, perceiving 
it to widen access to cohorts of patients who either did 
not want to attend face-to-face group sessions, or who 
found it difficult to attend face-to-face group sessions, for 
example, younger (working) age populations and those 
who lived in rural areas.

Despite reporting positive views on the introduction 
of a digital offer, most designated leads reported hav-
ing little knowledge about it in terms of the content of 
the digital service and how providers would monitor 
patient engagement with the service. The reason for lack 
of knowledge may be that designated local leads reported 
having minimal or no direct contact with their digital 
service providers (four out of the five providers did not 
provide the digital service directly but sub-contracted 
digital providers). However, some respondents were in 
the process of contacting their digital providers to gain 
more information.

At time-point 1, designated leads expressed two main 
concerns in the way that the online digital service was 
offered to eligible patients. First, respondents had con-
cerns that patients had to turn down the face-to-face 
group programme before they could be offered the digital 
service and that this could lead to disengagement from 
some patients before they were ever offered the digital 
service. Some areas reported that there had been low 
uptake of the digital service in the first three months of 
the offer and linked this to criteria for offering digital. 

Second, designated local leads had concerns that the 
total allocation of digital places within their site could 
not exceed 20 percent of their overall allocated places. 
Respondents were concerned that the cap may be too low 
to meet the anticipated demand for digital and some also 
felt that digital uptake could have been a way to help meet 
their significant uplift in referral targets. Despite these 
concerns, most respondents acknowledged that the evi-
dence base for the digital service was not as strong as the 
evidence base for the face-to-face courses and accepted 
the need for the cap until such evidence was gathered.

These initial concerns had shifted by time-point 2 
interviews. As reported above, the delivery of the NHS 
DPP changed significantly due to the COVID-19 pan-
demic as all face-to- face group sessions were suspended 
and replaced with remote options. At time-point 2 inter-
views, remote delivery was viewed positively, and provid-
ers were praised for how quickly they got remote services 
up and running, and for the technological support pro-
vided to patients to enable them to take part in remote 
sessions. In addition, some respondents considered that 
the introduction of remote delivery, had made the pro-
gramme more accessible for people with mobility prob-
lems and those from rural communities, as they were not 
required to travel to a course.

Discussion
Summary of findings and comparison with existing 
literature
NHSE implemented a national diabetes prevention pro-
gramme in a phased approach from May 2016. Here we 
report interviews conducted at two time-points with a 
purposive sample of site leads responsible for commis-
sioning and implementation of the NHS DPP across their 
local site. The interviews aimed to understand how local 
implementation processes were enacted and adapted 
over time to learn lessons for future practice. We chose a 
qualitative longitudinal research design because it is pre-
occupied by the concept of time when investigating the 
phenomenon under study; thereby, building the concept 
of ‘temporality’ into the research design enabled us to 
analyse the process of change as it happened over time 
[25, 26]. This paper extends our findings from an earlier 
paper published from interviews conducted with site 
leads earlier on in the implementation process [18].

Local leads described using their prior experience 
to put in place strong project management processes 
when faced with moving to a new provider. For most, 
this resulted in a ‘smooth transition’. These facilitation 
skills included engaging with relevant stakeholders, del-
egating tasks, and ensuring tasks were actioned to ena-
ble the change. In the integrated Promoting Action on 
Research Implementation in Health Services (iPARIHS) 
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framework, facilitation is recognised as the active ingre-
dient in implementation [27], whereby successful imple-
mentation relies on the facilitator(s) addressing factors 
that relate to the innovation, the recipients of the inno-
vation and the context in which the innovation is imple-
mented [27]. We add to this literature by highlighting the 
importance of local leads’ facilitation skills in the imple-
mentation of the NHS DPP.

Some local leads were frustrated by their perception 
of a ‘one size fits all’ approach of a national programme 
that left little room to tailor the programme to the needs 
of their underserved populations. This included groups 
such as those with limited English language skills, low 
educational attainment, or with mental health needs. 
Previous observational research in the DIPLOMA evalu-
ation identified that there was variation in the way that 
the programme was delivered by providers [8] and that 
positive patient experience was more likely to occur 
when sessions included interactive and visual activities 
and were delivered in small group sizes. Patients were 
more likely to show dissatisfaction or disengage when 
sessions included complex information that was difficult 
to understand, when they were unable to get hold of ses-
sion resources, and when group sizes exceeded 15 people 
[8]. Hawe and colleagues [28] argue that while there is a 
need to standardise the function of complex interven-
tions, the form of individual components can be flexible 
and adapted to local needs. While there is evidence of 
adaptation to local needs in the NHS DPP [8], we found 
that local leads did not always consider this to be tailored 
enough to their local context. Barriers to the take up of 
type 2 diabetes self-management and support education 
programmes by people from underrepresented groups 
have been described previously [29]. This highlights how 
mainstream programmes, designed for the majority, do 
not always address the needs of minority groups. How-
ever, within the type 2 diabetes education programmes 
there was some evidence of tailoring programmes to fit 
with people’s cultural or specific needs, and this had led 
to increased acceptability and effectiveness in specific 
cohorts [29]. Nevertheless, as highlighted in the previous 
paper [19], this provides another direct example of how 
perceived tensions between local and national decision-
making and implementation plays out in practice. In this 
paper, we have highlighted that site leads perceived there 
was insufficient room to tailor the programme to local 
needs, despite requirements on the providers to do so [6].

While the COVID-19 pandemic did severely impact on 
the implementation and delivery of the NHS DPP, local 
leads suggest that this led to an increased focus within 
localities on prevention work. There was recognition that 
people who had a diagnosis of diabetes were shown to 
be at higher risk of developing severe COVID-19 disease 

and at a greater risk of death [30] compared to people 
without a diabetes diagnosis. In addition, those from 
South Asian or Black ethnic origin were at increased risk 
of mortality from COVID-19 compared to those from 
white ethnicities [31]. Local leads identified how provid-
ers worked quickly to deliver the NHS DPP remotely and 
supported patients to use technology. This reflects simi-
lar reports of innovation in diabetes care during the pan-
demic, to transfer to a digital platform [32].

Table  2 outlines the lessons learned and the practice 
and policy implications.

Strengths and limitations
The main strength of this paper is the longitudinal 
nature of interviews, offering insights into how local 
leads adapted implementation efforts over the course of 
a changing national diabetes prevention programme. We 
had to delay time-point 2 interviews due to the COVID-
19 pandemic and fewer interviews were conducted at this 
time-point, as some local leads stated they were too busy 
with COVID recovery plans to take part. Findings from 
these interviews may reflect different responses to sites 
that did not take part. Another potential limitation is that 
at time-point 2, the designated leads had changed in two 
case sites, and we were unable to interview the previous 
leads.

We chose to conduct telephone interviews as they 
are an efficient way to gain the data required, given we 
wanted to interview designated leads from across Eng-
land. Face-to-face interviews are often considered the 
‘gold standard’ for qualitative research [33]. Some suggest 
that the lack of visual cues when undertaking telephone 
interviews impedes the ability to build rapport with 
respondents and could reduce the richness of data [34]. 
However, we found that designated leads were comforta-
ble with undertaking telephone interviews and this mode 
of data collection did not appear to impede the quality of 
data generated. This is supported by other studies that 
have compared face-to-face interviews with telephone 
interviews and found no significant differences between 
the two modalities [35].

The data was analysed inductively, using the thematic 
analysis approach [21] and the constant comparison 
method was used to rigorously interrogate the data [23]; 
nevertheless, the study may be limited by the lack of a 
theoretically informed determinants framework to guide 
analysis.

Conclusion
This study highlights how designated local leads, respon-
sible for implementation of the NHS DPP within their 
local site, adapted to the changes that occurred with the 
introduction of new service specifications introduced by 
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NHSE from August 2019 and explores how the COVID-
19 pandemic significantly influenced implementation and 
delivery of the programme. It adds to the literature that 
supports the importance of the facilitation role in imple-
mentation and identifies how local and national con-
text can also affect the uptake and sustainability of such 
programmes.

This paper provides lessons for people undertaking 
implementation of a national disease prevention pro-
gramme, such as identifying the importance of bringing 
relevant stakeholders together early to support changing 
to new providers, working effectively with providers to 
manage provider’ capacity, simplifying referral processes 
in primary care to improve identification and referral 
into NHS DPP, working with PCNs to identify high needs 
populations and undertaking outreach work to raise 
awareness of the programme in low referring general 
practices and the community.
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