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Introduction 

Despite widespread effort to reshape and reduce the profile of demand hitting public 
services there is still a paucity of clear cut examples of success. This suggests that there is 
something mistaken or something missing in how the task of demand optimisation (aka 
demand management) is often approached. 

Citing case examples, this paper discusses three lessons from effective practice, suggesting 
that these expose some common errors that have frustrated efforts elsewhere. 

The three lessons and the associated errors are: 

1. To reduce demand it is essential to design forward from what is needed not backward 
from what is currently provided. 

2. To understand what is needed it is necessary to shift focus from managing demand to 
managing purpose and value. 

3. To achieve benefits at scale requires a focus on local innovation at pace; pushing 
agendas at scale leads to wasted effort at scale. 
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Lesson 1
To reduce demand it is essential to design forward from what is needed not 

backward from what is currently provided. 

It is axiomatic that to change performance it is necessary to change how work is done. In 
some situations though, it is essential to go further; to question and change not just how 
work is done but what work is done. 

We can identify which approach to change is required when we understand the nature of 
current performance issues (Figure 1). 

Figure 1: Doing Things Better Can Make Things Worse  

When services are effective but inefficient, the focus of change is legitimately how to do 
things better. Polishing how today’s work is done is all that is required. More than this is to 
over-engineer the change. 

But when what we do today is ineffective, turning the handle faster only accelerates the rate 
at which issues are created, growing the total volume of work to be done. 

Before deciding what to change it is therefore critical to understand the nature of current 
service issues or else risk doing things better at the cost of making everything worse. 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Case Example
The Benfield practice in Brighton and Hove established that their patients use a Proton 
Pump Inhibitor (PPI) medication in one of five circumstances, namely: 

1. To rule out potential diagnosis by observing response to treatment with a PPI (e.g. for 
chronic cough caused by silent reflux). 

2. To manage risk, usually as a prophylactic for other medication. 

3. To manage indigestion. 

4. To manage oesophageal stricture or Barrett’s oesophagitis or other similar condition. 

5. For gastroprotection during a secondary care episode. 

Each of these circumstances requires a different approach to how use of the PPI is 
managed. For example, people with Barrett’s or stricture need to take daily maximal dose 
PPI’s indefinitely while people with simple indigestion need only take a minimal dose PPI on 
days when the symptoms are present and troublesome. 

Looking at the historic pattern of activity, the Benfield practice identified that they were 
managing these five different uses through a single, standardised patient pathway. This was 
being done because it was understood to be efficient and fully compliant with best practice 
guidelines;  however, it was also creating significant adverse consequences, which included: 

• Over-use, under-use and mis-use of medication;  

• Patients being on acute prescriptions when a repeat would have been more helpful (and 
less work); and 

• Patients being called in for review needlessly or being reviewed against criteria that bore 
no useful relation to their circumstances.  

In other words, the standardised response was amplifying demand and activity. 

Recognising this provided the basis for a brand new design, where the old pathway was 
replaced by new, more targeted and more effective ways of working, each designed 
forward from what the practice had understood was needed. This changed how 
consultations were conducted at the practice, making them much more focused on 
generative listening and much less likely to reach for stock solutions. 

For the cohort of Benfield patients using a PPI, the practice is now seeing an average of five 
fewer contacts per patient per year and, as the focus of consultations has changed, so too 
has the frequency with which patients choose intervention. Without extending the overall 
length or number of consultations, around 20% of patients previously using a PPI have 
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chosen to stop (still others reduce), now that they and the clinicians supporting them, more 
accurately understand what they are trying to achieve together. 

Some Implications
When approaching change it is tempting to set the scope before starting then to look for 
ways to improve within that scope. For example, we might decide to improve a diabetes 
service and so put the boundary for change around areas of provision that currently support 
patients with diabetes. 

However, making a shift from doing today’s things better to doing better things asks us to 
challenge this practice. It asks us to consider that standardisation into pathways and 
services should happen as a consequence of establishing what is needed, not by deciding 
in advance how many or what pathways we want. Setting out to redesign a diabetes 
pathway therefore becomes the totally different proposition of setting out to understand 
what help people with diabetes need in their lives, then designing in response to that. 

In the highly complex, interconnected world of healthcare recognising this distinction is 
perhaps especially important. Since services across the healthcare system each contribute 
to the care of the same patient population, it is common that the consequences of local 
optimisations, which may have made discrete services or pathways more efficient, are only 
felt elsewhere, where in fact they may have served to make matters worse overall. 

We can insulate against these issues by ensuring that when we approach change we take 
the time to first understand the nature of current performance issues then to design forward 
from what is needed, not backward from the things we do today. 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Picture Summary
 

Designing optimal care pathways means a shift from supply-side thinking (i.e. what we 
provide) to demand-side thinking (i.e. what do people need and why?).
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Lesson 2
To understand what is needed it is necessary to shift focus from managing 

demand to managing purpose and value. 

In North Devon, a partnership between doctors in primary care and their local pathology 
provider has revealed that making a fully effective shift from supply-side thinking to a 
demand-side perspective in fact requires a double shift; from supply to demand and then 
from demand to purpose and value. 

Making this double shift, means treating a person’s demand as a symptom of an underlying 
value requirement that they want (or need) help to meet. Often, this may not be what they 
ask for or even what they think they need. Demand is not therefore the focus but just one 
way in to understanding how best health and care services can help. 

Embracing the concepts of purpose and value helps us to ask and answer simple but 
powerful questions and to gain insights that reach beyond supply and demand, such as: 

• What difference are we here to make in people’s lives? 

• Why does that have value? 

• to whom? 

• in what circumstances?; and 

• how are we able to do it?  

From the position of knowledge that answering these questions creates, it is possible to 
design simple, focused and practical service responses that switch off demand and improve 
value. 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Case Example 
Historically, requests for urine tests were being submitted to the North Devon pathology 
service by clinicians who would ask, “UTI?”.  

A request like this looks straightforward. A requesting clinician wants to know if a patient 
has a urinary tract infection (UTI) or not. They expect the lab to test the urine sample and to 
give them an answer. 

In practice though, while labs can answer whether there are bacteria present in a sample, 
they cannot determine whether these are pathogenic or benign, or even just contaminants. 

These are important distinctions. Knowing whether present bacteria are harmful is the 
central question to answer. But the only test for this is whether a patient has symptoms, not 
whether bacteria can be isolated by the laboratory. 

Trapped within the transactional frame offered by demand and supply, the pathology 
service was providing accurate results, directly answering the requesting clinicians' 
questions but in ways that ignored the context and purpose of them; i.e. their implicit value 
requirement. For example, the lab assumed that submitted samples were for patients with 
symptoms; meanwhile clinicians assumed that lab results stating an infection, meant a 
pathogenic one. 

On investigation, the North Devon partnership established that much of the requesting 
activity was being generated by health care assistants performing chronic disease 
monitoring. This activity was occurring outside the traditional medical boundaries for which 
the requesting system had been designed in the past. The consequence was an ever 
increasing gap between the assumptions of the laboratory and those of the requesting 
clinicians. 

Into this gap, activity, cost and harm were growing. Patients who were asymptomatic but 
had been described as having an infection, were frequently and needlessly being 
prescribed antibiotics. Other patients, with complex infections were getting sub-optimal 
treatment because, although their results were considered unusual, there was no prompt to 
break from the standard format for how test results were communicated. 

Reframing focus away from the transactional query (“UTI?”) to the underlying purpose and 
value of testing urine samples, equipped GPs and the local pathology service to design a 
new, more effective and more cost-effective approach. 

Following a series of simple, focussed and practical interventions, urine samples were 
submitted less often, but now only for patients with symptoms. This led to a 40% reduction 
in requests to the lab. 

The capacity that this created enabled the lab to better address the needs of complex 
patients that did not fit the standard model. For example, the number of antibiotics 
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routinely tested was increased from 6 to 12. This meant the lab was now able to give useful 
clinical information within 24 hours in nearly 95% of cases (up from less than 70% before the 
interventions).  

In addition, an enhanced clinical liaison service was established, including regular 
educational visits to GPs and specialist clinics that provide additional support and tailored 
diagnostics in the most complex cases. 

Cost savings are in the region of £250k per annum in direct pathology costs, ignoring the 
up and downstream savings that have been made as as consequence of improvements to 
the timeliness and efficacy of care and reductions in known causes of harm. 

Some Implications
It is easy to become trapped by the transactional frame that demand and supply offer. This 
can be seen when we think about the sorts of data that are commonly referred to in 
healthcare as ‘demand data’; the number of attendances at A&E, the number of hip 
operations, the number of GP appointments and so on. 

Viewed from the perspective of purpose and value these data don’t describe demand, if by 
that we mean the help that patients need. Instead, they describe activity. In fact, it may be 
more accurate to think of these data as supply data and not demand data at all. 

This provides a further provocation; is the seemingly supply led nature of today’s healthcare 
system  - and the burgeoning activity that is associated with that - a consequence of this 1

confusion? Like feeding a habit, does managing supply simply serve to perpetuate supply? 
Could understanding purpose and value switch off demand, not by constraining supply but 
by meeting need? 

Examples like those of North Devon and Brighton and Hove suggest so, indicating that 
close attention to why patients present to the healthcare system, not what they present with 
or asking for and not what is done in response or how often can be an effective way to 
reduce demand. 

The success of their approach implies a profound gap in the data that is commonly used to 
design, manage and commission today’s healthcare system; an absence of what we might 
call a typology of value. 

If we were to have a typology of value it would articulate the help people need in their lives 
not the pattern of services and activities that are offered in response. 

 The idea that the provision of new services elicits new demand, often offered to explain 1

that it is essential to constrain supply in order to constrain demand. For example, the more 
beds that a hospital has then the more beds that it appears to need.
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Picture Summary

Transactional analysis (demand and supply) can only give a partial view of why people 
present to the healthcare system. Often, the context in which demands are placed 
dictate their meaning and thus the purpose and value of any activity that follows.  

Understanding the context behind demand and supply therefore reveals the true 
value requirement; the real question that is being asked of the system. 

Designing from this typology of value always enables a much more helpful and 
effective response.
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Lesson 3
To achieve benefits at scale requires a focus on local innovation at pace; 

pushing agendas at scale leads to wasted effort at scale. 

The third lesson from effective practice is that establishing sustained, improved delivery 
requires an approach to change that is simultaneously ultra-local and wholly systemic.  

Far from being a contradiction, there is strong evidence that systemic change is inherently 
local because it is only within the tight frame of reference this allows that the concrete 
features of a system and how they are locking in place sub-optimal performance, can be 
accurately understood and acted upon. 

Case Example 

Feeling that wound swab requests represented another disconnect between current 
practice and work with real purpose and value, the North Devon partnership decided to 
investigate the rate of wound swab requesting. 

People from the local pathology lab and general practice went to where the requests were 
being initiated, which was mainly in practice nursing. They spoke to nurses and their 
patients to understand what was driving current practice. 

It very quickly became clear that nurses were using wound swab requests in place of the 
more appropriate ankle-brachial pressure index (ABPI). Measuring an ABPI would enable 
the right treatment to help leg ulcers heal but would take longer than the appointment time 
the practice nurses had available. 

Using swabs in place of an ABPI represented a ‘fix that fails’; an attempt to do something 
helpful when it was not considered possible to do the right thing. This had left the nurses 
trapped in a cycle of doing the wrong test to manage the risks created by their lack of time 
to do the right one, which had in turn lead to: 

• Lengthening time in treatment; 

• Poor outcomes; 

• Increasing costs; and 

• Escalating pressure on nursing capacity. 
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Once again, reframing focus from demand and supply (i.e. how to manage the number of 
wound swab requests into the lab and how to deliver the scheduled appointments on time) 
to purpose and value (i.e. how to provide effective wound care), brought the lab and the 
nurses together in a common cause with the patients.  

This moved focus from a point intervention (i.e. optimising the transaction of wound swab 
requesting) to a system intervention (i.e. rebalancing the norms that governed not just 
wound swab requesting but wound care in general). This critical difference pulled 
everyone’s focus onto solving the central problem; how can capacity be created to enable 
nurses to conduct ABPI tests when they need to? 

In the study practice, nursing diaries were altered so that they had more time to see 
patients on their first appointment. This enabled them to get patients onto the right 
treatment from the start. As a result of their work to solve this problem, heal rates in the 
practice improved, from an average heal time of over a year to 80% of wounds healed 
within 12 weeks. Swab requests fell by 63%. 

In designing out the unnecessary work of maintaining people through ineffective treatment, 
capacity was created, both within the nursing teams and in general practice, enabling 
resources to be targeted at further improvement efforts elsewhere. 

Some Implications
Note the important features of how this change to practice was approached. 

Firstly, the partnership arrived with a question: what explains the current pattern of wound 
swab requesting? They did not start with a conclusion (i.e. the current pattern is wrong) or a 
solution (i.e. train nursing teams how to do ABPIs).  

This approach engaged the nursing teams in understanding their own practice, what it was 
achieving and what was driving it, which in turn created energy for change. It also 
generated the local, contextual information, which meant that the good practice of ABPI 
testing could be adopted in a way that would have been very unlikely had that change 
been pushed top down or at scale. 

The North Devon story therefore suggests that, since local engagement is essential to 
successful delivery, the place to start change is with the custodians of local knowledge 
about what is driving performance and why. This puts the locus of agenda setting within the 
work of delivering the change; a very different approach from arriving with a set agenda or 
solution, even if that solution is good practice or has worked elsewhere.  

This difference exposes a challenge to convention: that the means to spreading good 
practice and to delivering sustained improvement at scale lie in local innovation at pace; a 
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diametrically opposed logic and focus for change from the orthodox model of rolling-out 
best practice or new policy en masse. 

It also means that sustainable change relies on coproduction across partnerships, at the 
front-line, prizing listening and shared action over leveraging power bases or providing 
instructions. In short, it relies on social leadership. 

The imposition of agendas at scale, while offering the promise of big, quick wins, can 
therefore be seen as a disabling force, consuming bandwidth and starting the focus of the 
essential, local coproduction in the wrong place; with conclusions, solutions and directions, 
not with questions and humble enquiry.  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When successful delivery relies on local insight, ownership and commitment, it becomes necessary to co-create the agenda for 
change, knowing that imposing it will only lead to resistance, delay and missed opportunities.

Picture Summary
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Conclusion

This paper has sought to lay out three lessons from effective practice. 

These lessons suggest a world in which the route to successful demand optimisation and 
better, more sustainable care is less about large scale investment and strategic planning  - 
although those will have their place - and much more about local attention to purpose and 
value. 

The stories behind these lessons teach that there are easy traps to fall into in undertaking 
this work.  

The status quo carries inertia and it is easy for any of us to confuse what we do today (i.e. 
supply) or what we are asked for (i.e. demand), with what people need (i.e. purpose) and 
what difference we are able to make (i.e. value). 

It is also easy, when we find examples of things that work, to feel compelled to lift and shift 
those solutions elsewhere but in so doing, to create resistance rather than engagement, or 
to cause myopia to the more immediate and more impactful local, contextual opportunities. 

Embracing any and all of these lessons isn’t difficult, just different. 

It requires us to start by recognising that managing supply or managing demand on a 
transactional basis, will cause demand and activity and all the corollaries of those, such as 
cost and harm, to grow; perhaps moving but not removing problems and activity from the 
system by mistaking symptoms for problems and activity for purpose and value. 

As the case studies of Brighton and Hove and North Devon show, a local, empirical and 
coproductive approach to discovering and designing for purpose and value provides a 
concrete, viable and proven alternative.  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