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It’s been a year since the 2nd phase of the ItF programme started. A few graduates of 
the Southern programme gathered in Taunton to discuss progress. We were joined 
by Dave Clark and Simon Knowles, and also Christopher Johnson (Lead of the 
National Pathology Programme) and Darunee Whiting (GP lead for diagnostics 
commissioning for the Devon CCG). 
 
This was firstly a great opportunity for us all to share stories – triumphs and 
frustrations. It was interesting how similar our experiences have been. We all had, to 
greater or lesser extent, a feeling of being a lone voice in our organisations - and it 
was encouraging to hear how others are struggling with this – but managing to carry 
on. There was particularly frustration at getting ideas adopted in other pathology 
departments, and we discussed how the concept of ‘cognitive dissonance’ might 
explain some of the antagonism to challenge of existing practice by relative 
outsiders. There was great contrast with what happens when the work is taken 
outside the pathology department to the bright spots. There were some tremendous 
stories of how working with other clinicians is leading to some real change in service 
delivery. Data collection to support this work is an on-going issue. 
 
We then heard from Christopher Johnson about the latest exciting development for 
ItF – he and his team have managed to secure matched funding from the 
Department of Health, the Royal College of Pathologists, and the Royal College of 
Radiologists, to fund Phase 3! This project will involve a number of strands – bringing 
more diagnosticians through phases 1 and 2, and developing the coaching skills of 
those of us who have completed phase 2. We also discussed how we might look at 
the role of diagnostics in influencing wider health service improvement. 
 
David Clark had yet more fascinating insights gleaned from his experience of 
improvement science. We talked about a wide range of topics, including the power 
of marginal gains (a la British cycling team), but it was his conclusions drawn from 
mathematical modelling of how improvement science can diffuse through an 
organisation, using standard infectious disease models as the basis, that really rang 
true. We saw how only regular contact can drive a change of state - and that equates 
to a daily huddle, rather than, say, big bang annual improvement days. We also 
considered how this irregular contact may have the perverse effect of ‘inoculating’ 
people from improvement, and again, this is our experience – those lab staff that 
have been on short ‘LEAN’ courses tend to be the ones that are hardest to convince 
of the power of improvement methodologies.  
 
The other big insight of the session was the power of the ‘pre-mortem’, which 
Kahneman discusses in ‘Thinking Fast and Slow’. We imagined ourselves a year in the 
future, having failed to introduce CQI into an organisation, and asked ourselves why 



we had failed. For many of us, this was the first time was had tried this form of 
analysis, and it is powerful. We described the way many of us now work – in silos 
chasing meaningless targets with little contact outside our small spheres – as the 
perfect way to inhibit innovation. The premortem brings focus to decisions, is a great 
sense check, and wakens us to the dangers ahead that we may be well advised to 
confront. 
 
The final talk was from Darunee Whiting. Darunee is a GP in North Devon who now 
heads up pathology commissioning for the NEW Devon CCG. She has worked closely 
with the North Devon pathology lab on a range of pathology based initiatives, 
although the impact of the work has been far reaching. She talked about the health 
care system in the round, thinking about how activity and decisions in one place can 
have important, yet often unpredictable, consequences elsewhere. As clinicians we 
need to be aware of how we work in ‘complex adaptive systems’ and we need to try 
hard to understand and monitor how we fit into the bigger picture.  
 
As an example, she talked about how national guidance for management of urinary 
tract infection was introduced in to the Northern locality of  Devon, and how only a 
deep understanding of the root causes of problems could lead to quality 
improvement and cost saving. Changes to chronic kidney disease monitoring over 
recent years meant that a lot of patients were having urine dipsticked by practice 
HCAs. They were sending these for an MSU if anything was positive – and this 
activity was happening with no GP involvement. This led to a large increase in 
laboratory workload, combined with an increase in GP workload in processing these 
results, although at a level that was hard for an individual GP to register. Ultimately, 
there was also an increase in inappropriate antibiotic prescribing for ‘false positive’ 
results. By working with the HCAs to develop algorithms that reflect pathology 
guidance, there has now been a sustained reduction in MSU testing from primary 
care – down by 30% with savings of over £200k to primary care. The laboratory has 
benefited from the reduced workload to focus on improving quality; and the work 
has contributed to providing the room to reduce BMS staffing by 1 WTE.  
 
The conclusion of this work, and other projects in North Devon between primary 
care and pathology, is that there is enormous potential for developing this 
relationship, harnessing new commissioning powers to drive change. Pathologists 
are in an almost unique position to focus on the whole system, may see problems 
that are developing below the radar of individual clinicians, and understand 
sustainability and quality. Primary care clinicians see the patient journey from its 
start to the finish, and are looking for innovative ways to ensure sustainability in a 
harsh commissioning environment. The collaborative working outside traditional 
silos, focussing on delivering patient value with elimination of waste, is absolutely in 
keeping with the principles of continuous quality improvement.  
 
For the future, similar projects might form part of phase 3 of the ItF programme, and 
we discussed the potential of graduates finding a GP ‘buddy’. Darunee related how 
she had done a leadership course, and was told at the end to go and work with 



secondary care clinicians – but there was no one there! ItF graduates are well placed 
to begin filling this void.  
 
Our final thoughts were that these smaller local improvement events are important, 
we will do them again, and we should try and make them quite frequent. It would be 
great if others could do the same in their regions, and we could share learning across 
the country and start building a powerful network for change. 
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