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INTRODUCTION
England has never needed health and social care services integration as badly as it does currently due to increasing long-term conditions, which are continuously highlighting the structural division that has traditionally defined the relationship between NHS providers and social care arrangements companies (NHS England, 2019). It is a reflection report on my learning during the module LCHS7005: Service Integration and Partnership Working, in relation to my input in developing DiaWell LU4: a proposed integrated diabetes care and prevention centre to serve the LU4 community of Luton, through a tri-sector partnership of the NHS, Luton Borough Council and the voluntary sector.
The module has fundamentally changed the way I perceive care delivery by pushing me beyond a clinical or task-oriented understanding of care to the realisation that effective integrated care is a social, political, as well as a professional or organisational endeavour. To organise this reflection, I will use the Model of Structured Reflection created by Johns (2000), which urges practitioners to not only look at what was done and what was learned, but how the internal values, assumptions and professional identity influenced the experience itself. The report is structured along four areas: Context, Input, Process and Product.
CONTEXT
Going by the model of Johns (2000), the initial question that I need to ask is: what was the situation I encountered? The response starts with data- and data, which, upon my initial encounter, was truly impressive. 
The Luton Joint Strategic Needs Assessment (JSNA) found that the rates of diabetes among adults in the LU4 area stood at 9.6%, which is significantly higher than the 7.5% of diabetic adults nationwide and ranks Luton as the twelfth in the CIPFA nearest neighbours analysis (Luton Borough Council, 2024). At the national level, Diabetes UK (2023) estimates that there are more than 4.3 million individuals living with diabetes in the UK, and 850000 cases of diabetes are suspected to be undiagnosed, a figure that underlines the systemic inadequacy of reactive, clinically-focused service models. Luton in particular, the JSNA also highlighted that the percentage of adults who are physically active was much lower than the national average, with childhood obesity rates in Year 6 children at Luton reaching 42.5%, which is significantly higher compared to the national average of 36.6% (Luton Borough Council, 2024). These upstream indicators conveyed something important: there was more to the population presenting with Type 2 diabetes in LU4 than a mere medical cohort - this was a community influenced by profound structural disadvantage.
What I found most intellectually challenging was reconciling the clinical framing of diabetes with its social reality. In the ten-year review of health equity in England, Marmot et al. (2020) explicitly clarify that the conditions of birth, growth, work, and ageing- what they refer to as the social determinants of health- largely determine the health outcomes of the population. In England, Luton is the 70th most deprived local authority out of 317, and certain wards are in the most-deprived 10 per cent in the country (Luton Borough Council, 2024). The spatial clustering of poverty, low-paid work, housing stress, and poor dietary conditions in Central and Beech Hill areas, in turn, undermined, structurally, an environment conducive to the emergence of Type 2 diabetes and its complications (Marmot et al., 2020; Dahlgren and Whitehead, 1991). Existing service provision, largely delivered through fragmented primary care with minimal social care coordination, was clearly inadequate to meet a need this deeply rooted in social context (Lippman et al., 2024).
This knowledge explicitly informed the goals and objectives that our group developed around DiaWell LU4: to provide integrated care (person-centred, coordinated) to adults aged 17 and older, to transition away from reactive clinical management, and, instead, community-based prevention (World Health Organisation, 2016). After introducing holistic, multi-agency care planning and a shared digital records system to eliminate service fragmentation were specific objectives. Basing these objectives on epidemiological and socioeconomic facts became, in my view, the lesson of this stage, defining that without population intelligence service design is, at most, myopic and, at worst, out-of-step with the populations it claims to serve.
INPUT
Johns (2000) reminds the reflective practitioner: what knowledge informed my actions, and what could have informed them better? It is exactly this question that my reflection process interacts with, in the Input phase, exploring the theoretical foundations, partnership architecture, resource needs, and obstacles toward the creation of DiaWell LU4. 
Frameworks and Principles
My contribution to the Introduction section of DiaWell LU4 required serious engagement with the epidemiological evidence base — establishing the population need, contextualising the JSNA data, and framing the rationale for integrated care for the entire presentation. It was here that my learning underwent its most significant transformation. My initial perspective on care coordination in the module was fairly clinical: the presumption that we could gain better outcomes merely by enhancing communication among current services. This was directly disputed by Kodner and Spreeuwenberg (2002) who asserted that a thorough level of integration should involve all five levels, funding, administrative, organisational, service delivery and clinical, to effectively intervene in the way that a complex population needs. This entirely reoriented my thinking: DiaWell LU4 needed to be a fundamentally different system, not merely a better-connected one.
This was reinforced by the Framework on Integrated, People-Centred Health Services by the World Health Organisation (2016), which made person-centredness the organising principle of true integration. Curry and Ham (2010) also claim that this person-centred care/disease-centred care change is the biggest structural problem of health systems worldwide and needs restructuring of professional values of the entire workforce, rather than organisational redesign.
Partners and Resources
DiaWell LU4 model involved four key partners: LU4 GP Consortia, Luton Borough Council Public Health and Adult Social Care, Bedfordshire, Luton and Milton Keynes Integrated Care Board, and Active Luton and the voluntary sector. They were statutorily aligned to the Health and Care Act 2022, which formally incorporated Integrated Care Systems as the legislative framework of place-based commissioning that applied to all of England (Department of Health and Social Care, 2022). The general practitioners, Diabetes Specialist Nurses, dietitians, social workers and community wellbeing officers amounted to the biggest asset and the biggest financial threat of the service, and the estimated cost of running the operations was estimated as £1.5–2.5 million per year. Structured education, individualised care planning, and HbA1c monitoring were suggested as the key elements of service in clinical design based on the recommendations of the National Institute for Health and Care Excellence (2022).
Barriers and Contrasting Perspectives
I found it one of the most challenging parts of this module, and here two opposing views came out most loudly.
The original, based on the medical model of care, considers integration as a means of enhancing clinical efficiency, namely, lowering hospitalisation, enhancing drug compliance, and simplifying the diagnostic process (Nolte and McKee, 2008). In this perspective, the main barriers include technical ones: interoperability of data, GDPR compliance, workforce size, and alignment of clinical governance. These become actual at DiaWell LU4, especially with the suggested shared digital records platform that would need clearly identified data-sharing agreements between organisations, with divergent governance arrangements (Goodwin, 2016).
The framing is fundamentally challenged by the second view, which is based on the social model of health. Health outcomes, according to Dahlgren and Whitehead (1991), cannot be seriously enhanced by service-level interventions without the intervention of structural factors such as poverty, shelter, employment, and social exclusion. In this perspective, what impedes a population as multiply deprived as LU4 is less technical than political, and entails long-running under-investment in the social infrastructure to render clinical interventions significant (Marmot et al., 2020). On reflection, I find both perspectives necessary but neither sufficient in isolation. DiaWell LU4 had a tri-sector model as a true effort to mediate these strategies, but without committed investment in the social factors that cause diabetes risk in Luton, even a well-modelled integrated service has structural constraints on its possible outcomes.
According to this analysis, I would advise future commissioning to directly include social prescribing pathways alongside clinical diabetes management, which have been championed in the NHS Long Term Plan (NHS England, 2019). There is evidence that Type 2 diabetes can be prevented in high-risk groups by up to 26% with properly organised, community-based lifestyle change initiatives undertaken in the community, provided that social factors impeding participation are actively dismantled (NHS England, 2023) - which further supports the argument of a truly integrated, rather than clinically coordinated, model of care. On the best practice level, Statutory Standards: Integrated Care Partnerships (ICPs) under the Health and Care Act 2022 formally organised collaborative place-based integrated care strategies between NHS organisations with other bodies in the voluntary sector as statutory committees, with this model of governance explicitly reflected in the tri-sector model of DiaWell LU4 (The King's Fund, 2022)
PROCESS
Johns (2000) poses the questions that pose the reflective practitioner to consider: how were others feeling, and what influenced how I was feeling? The most personally demanding question, the most informative of the whole module, in my reflection of the group working experience that resulted in DiaWell LU4 is this one.
My responsibility within the group centred upon the Introduction section — establishing the epidemiological context, identifying population need through the JSNA data, and framing the rationale for service integration for the entire presentation. Working collaboratively on this role exposed me, perhaps for the first time, to the genuine complexity of interprofessional coordination. According to D'Amour et al. (2005), interprofessional collaboration is a dynamic process that involves the process of structuring collective action intentionally, which is supported by shared goals, formalised interaction and recognition of professional contributions. This description was more or less what I went through in practice, but it also demonstrated how challenging it is to structure to accomplish, even within a confined scholarly context.
I soon realised during the process that there were divergent visions among group members about the practical aspect of service integration. Some members approached the task with a clinical management view of it, and others (including me) were more and more convinced by the social determinants literature that the service design must go far beyond clinical alignment. Navigating this intellectual tension constructively, rather than allowing it to become a source of friction, required skills in collaborative negotiation that I had not previously recognised as a professional competency. Reeves et al. (2010) state that effective interprofessional teamworking is not so much about the eradication of professional difference as about its effective channelling — a view supported by Bendowska and Baum (2023), whose research highlights that meaningful cooperation within interdisciplinary health care teams is central to delivering effective outcomes.
I also, with sincerity, acknowledge that there were instances when I caved in on the views of others instead of expressing my own, more evidenced, point of view. John's (2000) specifically beckons us to consider the limitations that inform the actions of practitioners, and in my case, group-based professional diffidence is one of the aspects that I would consider to develop. In the future, I will focus on ensuring that I acquire the assertive communication skills described by Forman et al. (2009) to be critical to successful contribution to multidisciplinary health and social care teams, and that the motivating factor is often not consensus-seeking but constructive professional challenge.
PRODUCT
Johns (2000) ends his reflective model with a query: what would I do differently, and what have I learned? To assess the product of the DiaWell LU4 project in this light entails a truthful admission of the gains the group made and also a severe criticism of where the work did not meet the needs of what a fully realised integrated service would require.
Regarding what was accomplished, DiaWell LU4 has developed a credible, evidence-based integrated care model with a definite population scope, a clear partnership framework, quantifiable goals, and clear alignment with national policy frameworks such as the NHS Long Term Plan (NHS England, 2019) and the Health and Care Act 2022 (Department of Health and Social Care, 2022). In the case of a hypothetical service design created in an academic setting, this was a real-sized slice of group effort. The clear evidence based on Luton JSNA information, the use of the multi-level integration theory, social prescribing and community-based prevention and clinical management, all showed a degree of analytical rigour that I believe would withstand serious scrutiny in a commissioning environment.
Nonetheless, critical honesty requires me to acknowledge the limitations. Nolte and Pitchforth (2014) warn that integrated care models created on either a strategic or even an academic level often overestimate the operational-level implementation hassles, such as workforce behaviour, cultural resistance, and operational realities of cross-organisational working. The dynamics could not be fully explained by DiaWell LU4, which is a proposed framework and not a functional service. Considering this, I realise that the gap between a well-designed integration model and a sustainably delivered one is not primarily a policy gap — it is a leadership, relationships, and workforce capability gap that no framework document alone can close (Øvretveit, 2011).
This realisation has significantly influenced my perception of professional competencies of effective integrated care. According to Tazzyman et al. (2021), the key competency of HSC professionals working in an integrated care environment comprises systems leadership — the capacity to work across organisational and professional borders towards shared population health objectives. Together with this, I cite culturally responsive practice as a necessity due to Luton's exceptionally diverse ethnic composition, with an estimated 150 languages and dialects spoken throughout the borough (Luton Borough Council, 2024). According to Betancourt et al. (2003), cultural competence is never an extra professional ability, but a prerequisite of providing equitable care to the wide urban populations, and the concept that DiaWell LU4 considered structurally through its voluntary sector alliances, but which I need to explore further personally.
As to personal development, I will dedicate myself to continuing professional development in systems leadership and cultural competence using the NHS Leadership Academy (2013) Healthcare Leadership Model as a workable guide towards this development - that is, beyond understanding principles of integration, I will be confident and values-based in my employment in practice.
CONCLUSION
This reflective report has critically examined my learning throughout the LCHS7005 module, structured through Johns' (2000) Model of Structured Reflection across four domains: Context, Input, Process, and Product. By working with DiaWell LU4, I have gained a significantly more critical and informed perspective of what service integration actually requires - much more than policy alignment or organisational restructuring into the social, relational and cultural dimensions that ultimately lead to the success or failure of integrated care in practice.
The greatest lesson I am taking with me is that integrated care is not something achieved through legislation or framework design alone, but an ongoing negotiation between professional identities, organisational interests and population needs (Kodner and Spreeuwenberg, 2002; Curry and Ham, 2010). The Health and Care Act 2022 offers much-needed statutory regulation, but the ingrained disparities behind the prevalence of diabetes in populations such as LU4 require integration to extend into the social determinants of health to which no clinical model alone can claim solutions (Marmot et al., 2020; Dahlgren and Whitehead, 1991).
In the future, my aim is to acquire both systems leadership capacity and culturally responsive practice as the professional grounding within which I will enact the learning of this module, confidently, critically, and with genuine dedication to person-centred, equitable care.
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